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F 151 483.10(a)(1)&(2) EXERCISE OF RIGHTS F 151 This Plan of Correction is the cenfer’s credible
58=D : allegation of compliance.
The resident h‘BS the right to ggermse his or |:]e|‘ Preparation and/or execution of this plan of correctioh
rights as a resident of the facility and as a citizen does not constitute admission or agreement by the
j-orres ident of the United States. provider of the truth of the fucts alleged or conclusions
o e e e e —.set;]ort}.r-m-the—sratement—aj—dejrcreneles.—u’-he-plan-oj— — -
The resident has the right to be free of ' correction is prepared andior execuied solely because
. . I . £is d by th - , ‘
interference, coercion, discrimination, and reprisal it is required by the provistons of federal and state Ly
from the facility in exercising his or her rights. F -151 Exercise of Rishts Completi
. ) ; on Date:
'IIJ'F.IS REQUIREMENT is not met as evidenced Corrective Action for Identified Residentg Jan 14,
Based on confidential resident interview and staff No Residents were identified 2007
interview, the facility failed to ensure residents
were provided the opportunity to vote in the Identification of Resi . .
November 2006 election. The facility census was to b'; x;?e cl,:)e 1:10 Residents with Potential
43. The findings were:
e : All residents wi he
Confidential interview of ten residents on o oterr?filaletrcl) i;v;%;;&z:esue to vote have the
11/28/06 at 1:30 PM revealed, with the exception '
of one, residents were unaware of the recent . .
November 2006 election. Further interview Corrective Action to Prevent Recurrence
revealed residents had a desire and interest in .
. A . . . Tl ol [ X o1
voting but did not have election information or del;;:;gf‘gi\?;sgﬂ?: g;‘;‘ai:ﬁ_t;llorz 007
a!asentee ballots. '"te”“e,w with the activity the facility Department Heads incluciing th:z
director on 11/29/06 at 3:15 PM revealed she had Activities Director. on the rigﬁt of the
asked r'eSIdents if th.ey wanted to vote, howev'er, residents to exercise their right to vote. This
ten residents verbalized they had no recollection inservice will also include the importance of
of being asked. . . .
kee U i
F 157 | 483.10(b)(11) NOTIFICATION OF CHANGES F 157 lffal’l“;%a;‘i‘l‘jl‘?fz ézf;’f’gggtf‘fnupﬁfl’:ﬂ“g
88=D B . e . Acti\:ities Director will develo \ a written
A facility r_nust lmmgdlatt?ly |nfor.rr.i the rem_dent; plan on how to accomplish thi;3 notification
consult WIth the reS|d'ent S, physician; and if . and how the facility will assist interested
knowr‘l, notify the res:udents legal representgtlve residents to obtain absentee ballots. This
or an interested family member when there is an plan will also include how the facility plans
accident involving the resident which results in to assist interested residents with
injury and has the potentlal for requiring physician transportation to voting places. This plan
intervention; a significant change in the resident's will be submitted to the facilit;l/ Execlflt:ive
phystp Al .me"?ta" or psychosocial status (I'e". a Director (Administrator) for approval by the
deterioration in health, mental, or psychosocial _
(X8) DATE

LABORATORY [?DR'S OR PROVI%EH REPRESENTATIVE'S SIGNATURE TITLE
/- A D0 Faecive Dcedoc  1D-M3 00

L]
Any defici@;t?zﬂ endingMasterisk (*) denotes a deficiency which the inslih.}ig may be excused from correcting providing it is determined that -

olher safeqliards.ervide sufficient protection to the patients. (See Instructicns.) Except fgr dursing homes, the findings stated above are disclosable 90 days
following thé date of survey whether or.not a plan of corraction is provided. For nursing homes, the above findings and plans of correction are disclosabla 14
days following the date these documenls are made avaltable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program paricipation.
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F 157 | Continued From page 1

status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly (i.e., a need to discontinue an

F 157 This Plan of Correction is the center's credible
allegation of compliance.

Preparation andfor execution of this plan of correction
does not constitute adnission or agreement by the
provider af the fruth of the facts alleged or conchusion:

existing formortreatmentdue-to-adverse
| consegquences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and periodically update
the address and phone number of the resident’s
legal representative or interested family member.

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, medical record review,
staff interview, and family interview, the facility
failed to notify the family of a change in condition
which required a change in care and services, for
one {#30) of 12 sample residents. The findings
were:

During the initial tour on 11/27/06 at 3:51 PM,
interview with licensed practical nurse (LPN) #29
revealed she identified resident #30 as having a
bacterial resistant infection. She described the
wound area as a pressure sore in the left gluteal
 (buttock) fold. On 11/28/06 at 9:28 AM,

! observation and interview with LPN #28 revealed

setjorth-inthe-slolemenioj-deficiencies—Fhe-plan-of——
correction is prepared and/or executed solely because

it is Peijuired by the provisicns of federdal amid stateiaw.

Performance Improvement Committee
(Quality Assurance)

Monitoring/Quality Assurance

After approval of the facility plan by the
Performance Improvement Committee, the
plan will be submitted by the Activities
Director to the Resident Council for
information and input. A random poll of 10
percent of the facility’s residents to
determine resident satisfaction with the
facility plan will be done monthly for 6
months by the Activities Director or
designee. The results of the poll will be
reported to the Performance Improvement
Committee (Quality Assurance) monthly by
the Activities Director or designee. At the
completion of the 6-month polls, the
Committee will determine the need for any
further audits/reports. '

The Activities Director will be responsible
for continued compliance,

Correction date: January 14, 2007
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. This Plan of Correction is the center’s credible
F 157 Contmtfed From page 2 F 157 allegation of compliance.
the resident had a stage two pressure sore to the .
left gluteal fold (pelvic ischium). The LPN further greparcz[ion and/or {Zcecution of this plan of correciion
g loes not constitute admission or agreement by the
‘stg'te‘d t_he sore WEE'i:: Cl_J_Itu re_d and 5_‘“ antlbl(?tIC W?S provider of the truth of the fucts alleged or conclusions
lnmateq app‘rommq ely ‘one week—age.—ﬂe\{-lew—e. selforthrinthe-slatement-of deficiencies—The plarof
. ___|the resident's medical record revealed resident | | correction is prepared andior executed solely because
progress notes da[edﬁ[@."oﬁ (no t[me) which iFis Pequired by the provisions of jederal and Skife law.

documented the notification to a nurse by a
certified nurse aide of a "4 cm [centimeter]
diameter open area to gluteal fold. MD [physician]
called...." Review of documentation failed to
reveal notification of the family in regard to the
pressure sore or the more recent wound culture

and treatment with an antibiotic. Interview on ‘ F -157 Notification of Changes Completi
11/29/06 at 2:48 PM with LPN #28 and medical : on Date:
record review at that time revealed no Corrective Action for Identified Resident | Jan 14,
documentation regarding notification of the family ' 2007
related to the pressure sore culture and antibiotic The family member to Resident # 30 has

decision. Interview with a family member on been re-notified and updated for the pressure

11/28/06 at 8:30 PM revealed the family first 111120/;10?(1)12 the use of the antibiotic as of

found out about the pressure sore approximately
two months ago. The family member further
stated approximately two years ago, the resident

had a fall which required hospitalization; the Identification of Residents with Potential
family was not contacted at the time. The to be Affected
interview revealed at that time the family decided
someone from the facility should contact them for All residents have the potential to be
anything and a note was placed in the front of the affected.
medical record. Review of the medical record .
confirmed a note with family contact information Corrective Action to Prevent Recurrence
was on the face sheet of the medical record. The _
note instructed staff to call a named family The Staff Development Coordinator or
member for any concern "regardless how miner.” designee will inservice the licensed nurses
F 167 | 483.10(g}{1} EXAMINATION OF SURVEY F 167 by January 8, 2007. The mservice will
s5=0 | RESULTS : ) inchide information on the requirement of
_ _ notifying the resident and, if known, the
A resident has the right to examine the results of resident’s legal representative or interested
: the most recent survey of the facility conducted by family member when there is a changg in
| Federal or State surveyors and any plan of resident’s condition which requires a change

% correction in effect with respect to the facility.
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Confidential interview with ten residents on
| 11/28/06 at 1:30 PM revealed residents did not

STATEMENT OF DEFICIENCIES (X1) PRCVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION" IDENTFICAT!ON NUMBER: COMPLETED
A BUILDING
535036 B WING 11/30/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
ARE & 542 16TH STREET
SOUTH CENTRAL WY HEALTHCARE RAWLINS, WY 82301
D SUMMARY STATEMENT OF CEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x5)
1% | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)
s o gf Correcrion 15 The cenier 5 credible
F 167 | Continued From page 3 F 167 allegation of compliance.
. Prepdraﬁan andfor execution of this plan of correction
The facility must make the results available for does not constitute admission or agreement by the
examination-and-must-postin-a place-readily. provider of the iruth of *"?‘*fjc*‘f alleged or conclusions
. . . Sl JOFLA T e SIOeEmeni oy EJM_JLH(JL.!, e gy
acc;esmb[eit_q residents and must post a notice of correction is prepared and/or executed solely because
their aVBﬂablllly. 115 required by the provisions of federal and stale law.
-in care and-services: - L:e: Pressure-ulcer with
, _ subsequent need for antibiotic treatment and
This REQUIREMENT is not met as evidenced falls with subsequent care needs.
by: '
Based on observation and staff interVieW, the Monitoring/Q“a]ity Assurance-
facility failed to ensure one complaint survey was
posted. The findings were: The Director of Nursing or designee will
_ audit facility’s compliance with notification
Observation on 11/29/06 at 9:22 AM of the past of resident and, if known, the resident’s legal
survey results revealed a complaint survey representative or interested family member
investigatiorl from 9/7/06 was not pOSth with the when there is a change in the resident’s
previous annual survey results. During an condition which requires a change in care
interview with the director of nursing on 11/29/06 and services. Audits will be done weekly for
at 9:30 AM, she confirmed the survey was not 6 weeks. At the completion of the audits the
posted. Director of Nursing will report compliance
F 170 | 483.10(i)(1) MAIL F170| o the Performance Improvement Committee
SS8=E . _ ) _ ) (Quality Assurance). The Committee will
The resident has the right to privacy in wiitten then determine the need for any further
communications, including the right to send and audits/reports.
promptly receive mai! that is unopened.
The Director of Nursing will be
responsible for continued compliance.
This REQU!REMENT iS_nOt met as evidenced ) Correction date: _Ianuary.lél, 2007
by
Based on confidential resident interview, interview ]
with the postal service staff, and staff interview, I -167 Examination of Survey Results Completi
the facility failed to ensure residents received on Date:
their mail on Saturdays. The census was 43. The Correction of Identified Requirement Jan 14,
findings were: 2007

The complaint survey with exit date of 9-7-
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| to self administer medications. The findings were:

An individual resident may self-administer drugs if
the interdisciplinary team, as defined by
§483.20(d)(2)(ii), has determined that this
practice is safe.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
interview, the facility failed to ensure during
random review that

one resident (#22), who self administered an
inhaled medication, received an interdisciplinary
assessment to determine if the resident was safe

Review of the medication administration record
for resident #22 on 11/28/06 at 8:55 AM revealed
the 8 AM DuoNeb (a medication used to dilate the
airways) unit dose medication for the resident
was not signed off as given. Interview with
licensed practical nurse (LPN) #33 at that time
revealed the medication was "set-up" for the
resident and the resident took the medication
whenever s/he was ready. Review of the medical
record failed to reveal an interdisciplinary
assessment for self administration. Review of the
quarterly 10/31/06 Minimum Data Set
assessment revealed the facility determined the

fo be Affected

All residents have the potential to be
affected.

The Staff Development Coordinator or
designee will inservice by January 8§, 2007
the facility Department Heads on the
requirement that all recent surveys must be
posted in a place readily available to
residents. If the survey is removed from it’s
posting place for any reason, i.e. copying, a
note should be placed at posting place of
when survey was removed and by whom and
approximate time when it will be replaced.

Monitaring/Quality Assurance

. | The Executive Director (Administrator) or
designee will audit weekly for 6 weeks for
compliance with posting of most recent
surveys. At the completion of the audits, the
Executive Birector will report compliance to
the Performance Improvement Committee
(Quality Assurance). The Committee will |

Corrective Action to Prevent Recurrence -

x40 | SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF GORRECTICN (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. This Pian of Correciion is the center's credible
F 170 | Continued From page 4 F 170\  allegation of compliance.
receive mail on Saturdays. Interview with the city . :
N Preparation and/or executs thi ;
' postal staff on 11/30106 at 10 AM revealed mail oot constate ccmoson o aipéement iyt
was-del l-\ie'ﬁed:tﬂ:th_e:fa&ﬂiﬂ—e\i@w-dm} Mnnday provider of the truth of the facts alleged or conclusions
through Saturday. During an interview with the vt foFiiT i Ve Statememt of deficienties—Tie planof
7 activity director on 11729/067at 3:15 P she e oy o S
confirmed the mail was not delivered to-residents provisions o federal and siafe lav.
on Saturday because she did not work and the 06 was posted as of
business office was closed on Saturdays. 11-28-06
F 176 | 483.10(n) SELF ADMINISTRATION OF DRUGS F176|
55=D Identification of Residents with Potential
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or licensing authorities.

The facility must ensure that all alleged vielations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misapproptiation of resident property are rla'ported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

: The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation s in progress.

| The results of all investigations must be reponted

. to the administrator or his designated
1 .

mail 1o residents on Sarurdays.

| Ydentification of Residents with Potential
to be Affected

All residents have the potential to be
affected.

Corrective Action to Prevent Recurrence

The facility will develop a system 1o ensure
delivery of mail to residents on Saturdays.
The weekend manager on duty will deliver
mail or if unavailable, the duty will be
designated to the Charge Nurse,

Monitoring/Quality Assurance

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGCTION {%X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
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: IES g 15} PROVIDER'S PLAN OF GORRECTION ! 1%5)
Igmi)!!& i (EA(;S# ggﬁﬁéﬁé@ﬁﬂg Ee? Egggggg%v FULL | PREFIX . égg%ﬁégggé&ég}g "Pg?ﬁg ASPI-::%%;?R?ETE | covrLETIoN
TaG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG N i
F 176 l Continuad From page 5 ) FA76{ s Pl{m of Corvection is the cenier's eredible |
resident had a short term memory problem and allegation of compliance.
was moderately Impaired for cognitive skills, Praparvation andfsr execution of this plon of correction
- Interview with the director of nursing {DON) and does not constilite admission or agreement by the
rmedical record review ar thg same tinTeon i fe:;ommgmf;"
11/28/06 at'SJAA_EMMMWJL-—Mrwmﬂ'on—is—prepaFsd—and/or—execu-ted—salsly-becnmﬂ
- 1 not assessed for medication Sfﬂf“aqmip@}ratiq[\ N 1 ivis required by the provisions of fuderal and stals law.
' The DON stated currently the facility had no —
residents who self administerad medications. then determine the nead for any further
F 225 | 483,13(c)(1)(iD-(il), (c)(2) - (4) STAFF F 225} auditsireports.
ss=p | TREATMENT OF RESIDENTS
' Responsible Party
The facility must not smploy individuals who have The Executive Director will be responsible
been found guilty of abusing, naglecting, or for continued compliance.
mistreating residents by a court of faw; or h%we Correction date: January 14, 2007
had & finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment F-170 Mail
of residents or misappropriation of their property. .
and report any knowledge It has of actions by a Corrective Action for Identified Completi
court of law against an employee, which would Requirement on Date:
indicate unfitness for service ag a nurse aide or Jan 14,
other facliity staff to the State nurse aide registry Currently a weekend designet is delivering 2007
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other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
to the administrator or his designated -

Currently a weekend designee is delivering
mail to residents on Saturdays.

TIdentification of Residents with Potential
to be Affected

All residents have the potential to be
affected,

Correetive Action to Prevent Recurrence

The facility will develop a system to ensure
delivery of mail to residents on Saturdays,

Monitoring/Quality Assurance

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/ICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
, A, BUILDING
B. WING
535038 11/30/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' 542 16TH STREET
SOUTH CENTRAL WY HEALTHCARE &
RAWLINS, WY 82301
X410 | SUMMARY STATEMENT CF DEFICIENCIES | ) ! PROVIDER'S PLAN OF CORRECTION i (*5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG _ CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
) This Plan of Correction is the center's credi
F 176 l Continued From page 5 ] F 76|  allegation o{;'“complic:zcer.s ¢ comerls redibl
resident had a short term memory problem and Preparation andlor exscution of i ple of ,
N . " . aration and/or execution of this plan of correcti
was n_IOder E_ﬂely lmpalred for COgI’_\lthe skills, does nof constitute admission or agreemen{ by !hec o
Ianr}flew with the qll’eCtOF of nursing (DON) and provider of the truth of the facts alleged or conclusions
medical record review at the same ime on sef forth-frthe-statement-of defictencies.—1 e plinof
14/26/06-at-5:44-PMrevealed-the resident was. correction Is prepared andior executed solely becaise
not SS_SSSSEd for medication self-administration. iTi5 required by The provisions of jederal and siate (.
The DON stated currently the facility had no then determine fl A for
residents who self administered medications. audits/ie m_t;e e need:for any further
F 225 | 483.13(c)(1)(ii)-{iii), (c)(2) - (4) STAFF F225 HSATEpOTLS.
s5=p | TREATMENT OF RESIDENTS Responsible Party
.. s The E i i i ; .
The facility must not employ individuals who have for mzficl:l;:écclg:;ei.mr will be responsible
been found guilty of abusing, neglecting, or - plrance.
mistreating residents by a court of law; or have .
- : ' . Correction date:
had a finding entered into the State nurse aide on date: January 14, 2007
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property, F-170 Mail o
and report any knowledge it has of actions by a Sammes Completi
court of law against an employee, which would Corrective Action for Tdentif on Date:
indicate unfitness for service as a nurse aide or Requ';:e'l‘l;‘;ntc ion for Identified ; an 14,
007
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SUMMARY STATEMENT OF DEFICIENCIES
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PROVIDER'S PLAN OF CORRECTION |
{EACH CORRECTIVE ACTION SHOULD BE

. COMPLETION

(X5)

!by:.

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUiREMENT is not met as evidenced

Based on observation and staff interview, the

facility failed to ensure staff treated residents ina

in self~administering his/her own
medications. She no longer self-administers
DuoNeb.

Identification of Residents with potential
to be Affected

Any resident who wants to self-administer

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG * REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
Ihis Pl of Govestion it conor' credit
" F 225 Continued From page 6 - F225| -aflegation.of compliance.... ..
representative and to other officials in accordance Preparation andior execution of this plan of correction
with State law (including to the State survey and does not constitute admission or agreement by the
sevtfication-agency}within-5-warking-days-of the ke KA R Al e
inmdentl and if the ?“eQed violation is verified co;;‘ec!ion is prs;;:;;;’c‘:ngforﬁ;;:::;;;:m‘lr;‘l;}‘;:‘cr;:{se
appropriate corrective action must be taken. TET5 Peqived By the provisions o Jederal are starg 1aw]
‘The -Activities-Director or-designee-will do—| -
weekly audits for 6 weeks to monitor

This REQUIREMENT is not met as evidenced compliance with Saturday mail delivery, At
by: the completion of the audits the Activities
Based on staff interview and review of facility Director or designee will report compliance
documents, the facility failed to report abuse to the Performance Improvement Commitice
allegations to the State Survey Agency (SSA) for {Quality Assurance). The Committee will
two of three allegations reviewed. The findings then determine the need for further audits
were: : and reports. '
Review of the facility abuse allegation file Responsible Party
revealed a resident to resident abuse was Activities Director will -be responsible for
investigated on. 1/13/06 and another allegation continued compliance.
involving different residents was investigated on
1/26/08. However, review of the SSA records Correction Date: January 14, 2007
revealed the SSA did not receive notification of _
either allegation. Interview with the administrator F-Tag 176 Completi
on 11/30/06 at 8:30 AM revealed both incidents Self Administration of Medication on Date:
were prior to his employment at the facility and he Jan 14. 2007
was unable to explain why the SSA was not Corrective Action for Identified Residents ,
notified of the allegations, '

F 241 | 483.15(a) DIGNITY F 241, Resident #22 was assessed on 12/20/06 by

S8=D the Interdisciplinary Team (IDT) for safety

l
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. This Plan of Correction i ! ;
- F 241.| Continued From page.7 - o ~ Fa#1 ayfgmfl'l‘grcﬂi,i}‘iﬁﬁiﬁf’hi“”’e rocredbe

manner which maintained their dignity during-one S
of two meal observations in the assisted dining

Preparation and/or execution of this plan of correction |
does not constitute admission or agreemnent by the

room. Thg findings were: provider of the truth of the facts alleged or conclusions
. . — Set Forti-in-ihe-Statement o) deieieneies —he-plan-ef
Observation of the assisted dining reom on corréciion is prepared and/or execuled solely because

s Fequired by e provistons of federel ard sie law.

11/27/08 from 5:40 PM to 6:30 PM revealed

certified nurse aide (CNA) #7 assisted seven | —— —
residents with their meal while standing the entire | --his-or-her own medication-has-the potential — | ——
time: never being at eye level with any of the to be affected.
residents. Interview with the director.of nursing on-
11/30/06 at 8:45 AM revealed the CNA should
have been seated while assisting the residents
with their meal.
 F 243 | 483.15{c)(1)-(5) PARTICIPATION IN

ss=¢ | & FAMILY GROUPS

Corrective Action to Prevent Recurrence

. The facility will identify any resident who
RESIDENT F 243 expressesa desire to self-administer his/her
own medications will have an assessment
completed prior to allowing resident to do
50. The Interdisciplinary Team will complate
“Assessment for Self~-Administration of
Medication” found in the Briggs catalog for
this assessment.

A resident has the right to organize and
participate in resident groups in the facility; a
resident's family has the right to meet in the
facility with the families of other residents in the
facility; the facility must provide a resident or
family group, if one exists, with private space;
staff or visitors may attend meetings at the
group's invitation; and the facility must provide a
designated staff person responsible for providing
assistance and responding to written requests
that result from group meetings.

Re-assessments will be complsted quarterly
on residents who are allowed to self-
administer their own medications to ensure
continued safety.

An in-service will be given by the Director
of Nursing or designee, by January 14, 2007,
on the facilities policy and procedure of

This REQUIREMENT is not met as evidenced Self-Administering of Medications, to the
by: nursing staff and the Interdisciplinary Team.
Based on observation, resident interview, and 7

staff interview, the facility failed to provide a Monitering/Quality Assurance

private meeting place for resident council

mectings. The findings were: The Director of Nursing or designee will

. audit compliance of assessments weekly for
Confidential interview with residents on 11/28/06 4 weeks then monthly for 2 months, the as
at 1:30 PM revealed the usual meeting place for directed by the Performance Improvement
the resident council was in the activities area.

FORM CMS-2567(02-09) Previous Versions Cbsolets Event ID: 6Q4D11 Facility I WY0029 If continuation sheet Page 8 of 65
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This REQUIREMENT is not met as evidenced
by: '

Based on observation, staff interview, and.
medical record review, the facility failed to ensure
staff provided activities based on individual need
for one (#20) of eleven sample residents. The
findings were:

Review of the initial 7/1/06 Minimum Data Set
(MDS) assessment for resident #20 revealed s/he
enjoyed music, reading, writing, religion/spiritual
activities, television, and conversation. Review of
the Resident Assessment Protocol (RAP)
summary dated 7/1/06 revealed the area of
activities required comprehensive assessment.
Review of the RAP module revealed an activity

care plan should be developed. Review of the
| 11/15/06 care plan revealed interventions
1

%2;:'& (EACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX (EACH CORRECTIVE ACTION SHOULD 8E \ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cRoss-REFEREg(E:E!% Jz% g%e APPROPRIATE | DATE
This jon | N to npocti

- F 243! Continued Frompage8 -~~~ - -~ - - F243 e . e cemiers redible
Observation on 11/27/06 threugh11/30/06 — |~~~ |~ . : I
revealed there were closeable doors on one end Freparation and/or exccution of gﬁ;ﬁ’;n"tf corection
of the_activity area but not the other. Observation provider of the truth of the facts alleged or coJ.:w;SSjons
of the resident council meefing on 11/28/06 at SoF FOPH - He-SEeement of Aefieieneies—F e Plan-oF
+-30-PM |.,.'ealeel—th-ree—heusekeepeﬁs-an d_two_ correction is prepared and/or execuled solely becavse
certified nurse aides walked through or near the TS FeqIred by e provistons of federal and siaie ia.
area during the meefing; one housskesper Commitise, Reports willbe brougl
opened the closed doors to enter the mesting Performance Imp S W eé roug itto-the —|—-
area without regard to resident privacy. During an (Quality A P lovgmem Committee
interview with the director of activities on 11/29/06 (Quality Assuranice) for roview and
at 3:15 PM, she confirmed council meetings were inued monitoring.
not held in a private area. Responsible Part

F 248 483.15(f)(1) ACTIVITIES E 248 Dok Nursiag or Desi
83=D g or vesignee
The facility must provide for an ongoing program Correction Dat
of activities designed to meet, in accordance with Januar 104 20302
the comprehensive assessment, the interests and ay i
the physical, mental, and psychosocial well-being
of each resident. F-225 Treatment of Residents Completi
on Date:

Corrective Action for Identificd Residents
No residents were identified

Tdentification of Residents with Potential
to be Affected

All residents have the potential to be
affected.

Corrective Action to Prevent Recurrence

The Staff Development Coordinator will
inservice the Departtment Heads by January
8, 2007 on the requirement that the State
Survey Agency (SSA) be notified of all
allegation of abuse

Jan 14, 2007
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) THis Plan of Correction is the center's credibl
- -F 248 Continued From-page-9-—--— - - = = —ommmee _E 248 __ allegation of compliance. :im e o
includgd'réadlﬁg’ to the I'E.S I.d.ent; 11 visits, and- - Preparation and/or execution of this plan of correction
explor_mg smail group aCt.N't'e?‘_of interest. The does not constitute admission or agreement by the
following concerns were id entified. provider of the truth of the fucts alleged or conclusions
a. Review of the 7/11/06 Tesident progress S R L s tes—Fireplin ot
notes-for-activities revealed. the resident c_orr:ecti_ofr is prepured aqd{or executed solely because z
requeste d the activity director to rea d to hi m{her itis-reywired-by-the-provistonsof federalomedstoie-faw:
one.to two_times._per week and that s/he enjoyed =
the book "Chicken Soup for Horses". However oo .
. T e ' Monit
review of the 7/06 individual participation record onitoring/Quality Assurance
revealed activity staff offered reading or talking Th . . .
X - . : e Executive Director (Administrator) wi
books to the resident only one time an.d during do weekly audits for tch months to mo)nr:élrl
K‘lg dﬂ%?tlgg;r?jlggvzgémﬁetlrn;ﬁésRl?;lew of the compliance with reporting allegations of
N abuse to the SSA. The Executive Director
partlglpation rgcord for S.EPt.em ber of 2.0.06' . wikl report monthly for 2 months to t!
Continued review of the individual participation Perfortiance Im A
records revealed during 10/06 and 11/06 activity (Quality Assurml])::z; GIX?:I: s{;“m;“se ]
staff did not read or provide a talking book to the e ¢ complelion o
resident at any time the weekly audits for 2 months, the
b. Review of the 10/06 and 11/06 individual Committee will deternine the need for auy
participation record revealed the resident udits and reports.
primarily watched television. There was no R ible Part
evidence of 1:1 visits or other activities except Tﬁip]g;:s‘ te “]‘;_y . _
visiting with hislhgr spouse. o o confi;l;::ie ll]l]‘ei_tm will be responsible
c. During an interview with the activity director compliance.
on 11/30/06 at 9:45 AM, she confirmed activities Correction Date: | ]
should be more individualized for this resident. orrection Date: January 14, 2007
F 250 | 483.15(g)(1) SOCIAL SERVICES F 250
S8=G _—
The facility must provide medically-related social F-241 Dignity Completi
services to attain or maintain the highest . . - on Date:
practicable physical, mental, and psychosocial Corrective Action for Identified Residents | Jan 14, 200
-bei each resident. .
well 'emg of each r n No residents were identified. However, the
facility’s sta_ff is now sitting and are at eye
level with residents when assisting residents
This REQUIREMENT is not met as evidenced with meals.
| by P . , .
| Based on observation, resident interview, staff ‘ Identification of Residents with Potential
 interview, and medical record review, the facility |
! : _
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| Fasal

failed to-ensure the social service needswere |

met for one (#20) of eleven sample residents.
The findings were:

— allegation of complianeg— ——— ——— —

Preparation and/or execution of this plan of correction
does rot constitute adnission or agreement by the
provider of the truth of the facts alleged or conclusions

(X4 1D ! SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Continued From page. 10 F 250 This Plan of Correction is the center’s credible

Review of the medical record révealed resident

Set fortin i —The ptarraf

correciion is prepared and/or executed solely because

#20 was admitted on 6/25/06 with diagnoses

it Is required by the provisions of federal and stale Iorw.

including multiple sclerosis and depression.

Review of the 7/7/06 medical history and physical
(H & P) revealed the resident was diagnosed with
multiple sclerosis in the 1980's and has not
ambulated since 1997, Further review of the H &
P revealed the resident had surgery in 1/06 for a
sacral decubitus ulcer. Review of the 11/15/06
care plan revealed anxiety and depression were
identified as problems. Continued review ravealed
interventions for anxiety included: observe for
early signs of agitation or increasing anxiety and
report, encourage discussion of fear/anxiety, and
to observe for situations that cause the increased
anxiety and remove if possible. Review of the
care plan revealed interventions for signs and
symptoms of depression included: encourage the
resident to verbalize his/her fears and concerns,
allow for quality time to communicate, be
sensitive to non-verbal communication, provide
quality listening time, encourage to express
feelings in 1:1 visits, and to rule out pain, thirst,
hunger, need to urinate, being too hot or cold, a
noisy environment or other internal/external
factors. The following concerns were identified:

a. Review of the 6/29/06 2130 (9:30 PM)
resident progress notes revealed "very upset
crying suicidal ideas et [and] thoughts." Review of
the entire medical record revealed there was no
evidence the physician was notified of the -
resident's suicidal ideaticn. There was no
evidence a psychological evaluation was
considered.

b. Review of the social services 7/6/06

to-be-Affected

All residents have the potential to be
affected.

Corrective Action to Prevent Recurrence

The Staff Development Coordinator or
designee will inservice by January 9, 2007
the certified nurse aides (C.N.A.) on the
requirement to sit and be at eye level with
residents when assisting them with meals,
This is to preserve residents” dignity.

Monitoring/Quality Assurance

The Director of Nursing (DNS) or designee
will do weekly audits for 6 weeks to monitor
compliance with C.N.A.s sitting to be at eye
level with residents when assisting them
with meals. At the completion of the audits
the Director of Nurging or designee will
report compliance to the Performance
Improvement Committee (Quality
Assurance). The Committee will then
determine need for further audits and
reports.

Responsible Party
The Director of Nursing will be
responsible for continued compliance,
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" F 250 Contiritied From page 11 L R0 e SO Crebe
resident progress notes revealed? "After2— | -
questions on the depression scale, [the resident] 2;;";’;‘2‘(’; ;’;‘t‘f‘:‘: e;e?wfffm of this plan of corvection |
b oy e I A SR i " : le dAmisst
—— '—_:(E_‘--‘m"-'“:” v;r\-,r u,r,_\sefnnd qfr—_;rte_d CF}{II’\CI. ReVIEW of provider of the truth of :he;;cg;:%::’;zfrﬁ Z',:ngm
= entire medical- record revealed:there:wasno. [~ Te1 Jort nThe-SIaement of deficienciles. Thepion
follow-up attempt to-perform-the depression correction is prepared and/or aeéﬁéaia?ab;%ggazﬁ -l
= scale;no-notification ofthephysicianor it is required by the provisions of federal and stale law.
~consideration-of having-a-counseloror
psychologistlpsychiatrist to evaluate the resident's . —
depression. Correction Date: January 14, 2007
c. Review of the resident progress notes for
7/5/06 revealed Lexapro (anti depressant) was
ordered. Review of the 7/6/06 0810 (8:10 AM)
progress notes revealed the resident refused to E-Tag 243 Privaie Meeting Area Completi
take the Lexapro. However, review of the entire on Date:
medical record revealed there was no evidence Corrective Action for Identified Residents | Jan 14, 200
non-pharmacological interventions were ) ’
attempted. No specific residents were identified.
d. Review of the 11/06 Medication
.| Administration Record (MAR) revealed Zyprexa Identification of Residents with potential
(antipsychotic) was ordered. Review of the to be affected
11/1/06 1000 {10:00 AM) resident progress notes ‘
revealed the resident developed a rash from the Any resident has the potential to be affected.-
Zyprexa. The physician was notified and the '
medication was discontinued. However, review of Corrective Action to Prevent Recurrence
the medical record revealed there was no
avidence non-pharmacological interventions were The Administrators office has been
attempted. converted into a General Conference room,
o. Review of the 8/7/06 1430 (2:30 PM) This room will be used for Resident council
nursing resident progress notes revealed: “[The family meetings, and staff meetings. }
resident] is very upset‘ Cryingl asking repeated[y The Administrator or designee will in-
nwhat do ! do?" Review of the medical record service facility staff on the importance of
showed no evidence the interventions included in providing a private meeting place for
| the care plan were implemented ot psychological residents without interruptions from staff.
| support was provided for the resident.
| f. Review of the 9/14/06 0930 (9:30 AM) Monitoring/Quality Assurance
il activities resident progress notes revealed
! "Resident at X's [times] cont's [continues] getting An audit tool will be completed at the end of
. depressed over [his/her] illness.” Review of the pach resident council meeting for 3 months.
} medical record revealed there was no evidence |
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID;76Q4D11 Facility [D: WY0028 If continuation sheet Page 12 of 65



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/14/2006
FORM APPROVED
OMB NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDERJSUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING .
B. WING
535018 : 41/30/2006

NAME OF PROVIDER OR SUPPLIER

$OUTH CENTRAL WY HEALTHCARE &

STREET ADDRESS, CITY, STATE, ZIP CODE

542 16TH STREET
RAWLINS, WY 82301

41D | SUMMARY STATEMENT CF DEFICIENGIES o | PROVIDER'S PLAN OF GORRECGTION (X5}

PREFIX } (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

NG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

“F 250';', Continued-From-page 12— .

psycnologicarsupp'odwasfeffered—torthéfrérsfiag;f% :

- 7#F‘2 5}) This Plan of Correction is the center’s credible

. —allegaiion.qf-.compliance ..

! or the care plan interventions were implemented.
q. Review of the resident progress notes

Preparation and/or execution of this plan of correction
does fmt constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions

7/44/06-and-0/15/08). Further review of this note

= I evealad only-Iwo T 1 ViSite were docuren ea(or——

IS Y R | et PR i o T w
- AC[._{E’ uim_uujicumnmxu_u‘; UG LI L N 4:';“: JJ_I{HH_UJ‘

correction is prepared andior execuled solely because |

| revealed the resident requested the activity

| director to read to him/her one to two times per

11 is Fequired Oy the provisions of jederal and siate law.

week. However, review of the activity individual
participation record and the remaining medical
record documentation revealed there was no
evidence the resident's request was honored.

h. Review of the 11/22/06 1330 (1:30 PV)
resident progress notes revealed "Res [resident]
tearful et upset stating she felt she had been
ignored."

Interview with the resident on 11/28/06 at 8:30
AM revealed sfhe did not want to be in the
nursing home, that sfhe does not like being in the
facility and wanted to go home.

Interview with the social service director on
| 11/29/06 at 2:15 PM revealed she had not spent
much time with the resident "because she was
| not the resident's angel." She further stated she
had not thought
about counseling or psychiatric evaluation but she
thought it was a "good idea."

interview with the activity director on 11/30/06 at
g-45 AM revealed the resident was becoming
more Isolated and withdrawn. She further stated
the resident was often anxious, hopeless, tearful
and crying. She stated the resident preferred to
stay in hisfher room and had lost interest in
activities. '

Th:?—audit—wilrlfdetermine—whether——or—netftile——f— e
facility provided a private meeting place for '
residents. Audits will be reviewed monihly
by the Performance Improvement
Committee (Quality Assurance). After 3
months further need for audits will be
determined by the Performance
Improvement Committee (Quality
Insurance).

Responsible Party
Administrator or Designee

Correction Date
January 14, 2006

F—T_ag. ‘248 _ Completi
|Activities on Date:

. . Jan 14, 2007
Corrective Action for Identified Residents

Resident # 20 care plan will be reviewed and
residents request by the Activity Director to
set up activities fo meet the residents needs
and requests,

Identification of Residents with potential

Interview with the director of nursing on 11/29/06 o be affected
at 5:15 PM revealed the resident was frequently
Event 1D; 6Q4011 Facility 10: WY0029 . If continuation sheet Page 13 of 65
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1 . i DEFICIENCY)
I N . This Plan qf Correction is the center's credible
B ,,,,f 250 Coptlnued From-page-13- F.250| _qtiegation of compliance.
agitated and made repeated requests for-help: ' R
She further stated on some days the resident ggz""";’m ‘:{”_’:";W‘ e;ﬁﬂ_uff'on of this plan of correction
wanld nut his . nol constitule admission or agreement by the
S e Epe i h_ I_h e_r__caﬂ_ _"_(?ht on repeatedly. _ provider of the truth of the facts alleged or conclusions
-E 25314831502 HOUSEKEERING/IMAINT ENANGE - - =53 —setjor e st ofteficiencies— e ptang——— = —
correction is prepared andfor executed solely becouse -

Tha fanil i
The 1aCI|H}” mllcfrnr‘n\r!de

I Is required by the provisions of federal and state faw,

¥ THHoE ey

housekeeping and
| maintenance services necessary to_maintain a

sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by: '

Based on observation, resident interview, and
staff interview, the facility failed to ensure all
resident accessible areas were cleaned and
maintained during random observations. The
findings were:

Environmental observations revealed the
following concerns related to areas accessible to
residents:

a. Observation on 11/27/06 at 3:51 PM revealed
there was a blanket in the corner of the resident
phone booth and a piece of crumpled paper on
the desk. Observation on 11/28/06 at 9:45 AM
and again on 11/29/06 at B:47 AM, with the
' administrator, revealed the phone booth condition
remained unchanged. Interview with the
administrator at that time revealed the phone
booth area should be cleaned.

b. Observation on 11/27/06 at 5:46 PM
revealed there was a fan'in the room of resident
429 which was running. The observation revealed
strands of built up dust particles were blowing
vertically outward as the fan operated. Interview
with the resident at that time revealed the fan had
| not been cleaned for "sometime.”

c. Observation on 11/28/06 at 7:12 AM
| revealed the wooden haseboards throughout the

Any resident has the potential to be affected.
Corrective Action to Preﬁent_Rccurrence

The Activity Director will re-view care plans
and residents requested activated per the
MDS and Care Plan schedule and change of
condition and update the residents activities
to meet the residents individualize needs,

Monitoring/Quality Assurance

The Activities Director will do random
audits on individual participation records
weekly for 6 weeks. At the completion of the
audits the Activities Director will report
compliance to the Performance Improvement
Committee (Quality Assurance). The
Committee will then determine the need for
any further audits/reports.

Responsible Party
The Activities Director will be responsible
for continued compliance. '

Correction Date

January 14, 2007

|
!
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~—[F 253" continued-From-page-14-— | F B3| Lt Corrstiion s ihe conter’s redibie
facility had nicks extending’ below the finished - :
wood surface into the untreated wood. The Preparation and/or execution of this plan of correction
_ observation_also reveale d areas of wear where does ;ot con:iitute admission or agreement by the
== = =|Thefinishad, claanable-wood-SHHAcEWas guNe——- —= —— __provider of e iruth ofthefacfjf[eged or conclusiors
expusi'ng—th-e-wﬁed.—']'—he_admini_&:fra tor canfirmed correction Is prepored a;rd/:orv;xec;:(;;;)EIE;};};?;;;{;& ===
| the observation with the surveyor on 11/29/06 at  ITs requlred By the provisions of Jederal and slafe law.
B S 8f47*AMT* S S
e. Observation of the windows in the T | ETag2s0 S Completi
restorative dining area revealed there was a thick Social Services on Date:
film coating on the windows. Observation of the . Jan 14, 2007
dining room windows on 11/30/06 at 10:51 AM Corrective Action for Identified Residents ’
revealed the windows were coated with a dirty ]
build up which obstructed the view when the Social Services and Activity Director have
windows had direct sunshine. interview with the Re-assessed Resident #20 for social services
administrator on 11/29/06 at 8:47 AM confirmed needs by interviewing the resident;
the restorative dining windows were obstructed Completing the Mini Mental, Depression
related to hard water build up from the summer scale, Ability-Focused Activity Assessment
sprinkler system. Interview with the maintenance done 12/21/2006. Resident care plan has
director on 11/30/06 at 10:51 AM revealed the been updated to meet the activities and
windows were last cleaned in August 2006. He social service needs as indicated by the
stated window cleaning did not have a routine assessments to meet the Medical-related
schedule. social service needs.
f. Observation of the shower room {next to
room #7) with the administrator on 11/29/06 at Identified Residents with potential to be
8:47 AM revealed the shower had blackened affected
grout in one corner and soap scum build up on
one wall. Interview with the administrator at that Any resident has the potential to be affected.
time revealed the facility had attempted to scrub : ,
the areas, but were unable to remove the Corrective Action to Prevent Recurrence
discoloration.
g. Observation with the administrator on The Social Services Director will conduct
11/29/06 at 8:47 AM revealed door frames and/or individual resident interviews at the time of
door corner moldings were loose on entryways to the resident’s evaluation as indicated by the
rooms #42, #46, and #49. Interview with the MDS schedule. The assessments will
administrator at that time revealed the facility did determine those residents requiring medical-
have a system in which staff could report items in related social services intervention. Social
need of repair. Services Director and Activity Director will
F 2721 483.20, 483.20({b) COMPREHENSIVE F 272 be in-serviced on medical-related social
ASSESSMENTS :

58=D
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x40 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORRECTION 1 e
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
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_ DEFICIENCY)
7 _ This Plan of Correction is the cenfer" i
F 272 | Continued From pagé 15 F272| allegation of compliance er's credibie
" - e Preparation and/ ” ” v —
The tacility must conduct initially and periodically o i aston e namn e "

_____ — == ==19 i&ﬂ:ﬁ@&ﬁﬂ&,ﬂﬁﬂﬂﬁ.—.i@-ﬂd?rdwgd provider of the truth of the facts alleged or conclusions
reprodumﬁléﬁgse'ssment-of-each—resmentls = —— [ —seifort e sialement-of defielencies, The pian o —f — —
functional capacity, correction is prepared and/or execuled solely becaise | —

15 Fequired by THe provisions of federal and sie iaw.
~ | — — | Atacility must make a comprehensive -

; . . - services-by-1/2/2007-and- un B ‘
assessment of a resident's needs, using the RAl District D?l;ctor gféﬁﬁcﬁlgwedtflp bythe- |- —
specified by the State. The assessment must 1312007 perations by
include at least the following: . o
identification and demographic infarmation; - I

) ' Monitori i -

Customary routine; ng/Quality Assurance
Cognitive patierns; . .
nganéhnié):tior: F‘S' The EX_GCUthB Director will develop an audit
Vision: 1 to monitor the areas of concern listed above.
Mood and behavior patterns; Audits will be completed weekly for 4
psychosocial welk-being; ' wl:eeks and then monthly. At the completion

: .o H of the i i ant, :
Physical functioning and structural problems; report ig?riﬁlit:gcg)iecgw; Dfnector will
Cont‘lnence- 0 the rerrormance

. ) . - Im i vali
Disease diagnosis and heaith conditions; ASE;?;f:;)en%ionémltte‘?éQ“al.lllly N
Dental and nutritional status, ance). 1he Commiftee will then
. s ! deter - -

Skll"l f:ondltlor!s; auditg/ll%se(ﬂ: need for any further
Activity pursuit; ports.
Medications; :

X ! Re i -
Special treatments and procedures; Tﬁi"é’;‘i"‘i?*“}?f _
Discharge potential; f cutive Director will be responsible
Documentation of summary information regarding or continued compliance.
the additional assessment performed through the Correcti
resident assessment protocols; and rection Date
Documentation of participation in assessment. January 14, 2007
This REQUIREMENT is not met as evidenced
by
Based on medical record review, and resident
and staff interviews, the facility failed to complete
a comprehensive assessment of all needed areas
for two (#4, #20) of 12 sample residents. The
findings were: L

i I
FORM CMS-2567(02-99) Previous Yersians Obsolete Event |D:6Q4011 Facillty 10: WY0028 - If continuation sheet Page 16 of 65

P



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/14/2006
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1 PROVWDERISUPPLIER!CLIA (X2) MULTIPLE CONSTRUCTION (x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
535036 41/30/2006

NAME OF PROVIDER OR SUPPLIER

SOUTH CENTRAL WY HEALTHCARE &

STREET ADDRESS, CITY, STATE, ZIP CODE
542 16TH STREET
RAWLINS, WY 82301

PROVIDER'S PLAN OF CORREGTION

(X8)

Review of the 10/5/06 psychoactive medication
quarterly evaluations showed the resident
received Xanax for anxiety and Ambien for
insomnia. Review of a 11/29/06 physician
progress note showed the resident had
longstanding insomnia and also had anxiety.
During an interview on 11/29/06 at 2:50 PM, the
resident stated hefshe had trouble sleeping, and
had been taking a pill for it for five years. Review
of the medical record showed no evidence a
comprehensive sleep assessment was completed
to determine the resident's usual sleep
pattern/disturbance and possible reasons for
insomnia such as noise, pain, side effects of
medication, stress, etc. In addition, there was no
comprehensive assessment to determine
possible reasons for the resident's anxiety. During
an interview on 11/30/06 at 9:25 AM, the director
of nursing (DON) stated there were no
comprehensive assessments for insomnia or
anxiety.

2 Review of the 7/1/06 annual Minimum Data Set
(MDS) assessment for resident #20 revealed s/he
required comprehensive assassment in the areas
of urinary incontinence, feeding tube, dental care,
and cognitive impairment. Review of the Resident
Assessment Protocol (RAP) modules revealed

jor complications.

the assessments did not include possible causes

XID | SUMMARY STATEMENT OF DEFICIENCIES ! 10
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
— - ] - - This Plan of Correction is the center's credi
E 972 Continued From page 16 F272 legation-of compliance: orsore ible
; - Preparation and/or execﬁt:‘on of this plan of correction o
j ) B\i‘{i&"y PIEE{E,?QEE.WS'CIE'“ Ordersd(dated does not constitute admission or agreement by ihe
= = == SR resident#4 was or pn:,:d provider of the truth of the facts alleged or conclusions
Amblen '('se'd'atlve=hypnotlc)—‘l—muhgr-ams-(-mg:)tat—— — —— — ——serfomirinthesiEmEnt of defivienTies —ERe plon gf——— ——
bedtime and Xanax (antianxiety) 0-25-mg-four carrection is prepared and/or executed solely because -
times per day as nee de d-for anxiety." Review of , it Is required by the provisions of federal and siafe .iawt
T ’ttTe*N’ovember'20067medieation—administrati’on_f | Tar2S3 Envi .
AT ey : F-Tag 253 Environment —— -1 « i
record (MAR) showed the resident received o= nvironment - Completi
Xanax ten times from 11/24/06 through 11/28/06. c . X . on Date:
orrective Action for Identified Residents | Jan 14, 200

There were no residents identified however
the following areas have been cotrected.

A) The blanket and crumpled piece of
paper have been removed from the
phone booth.

The fan in resident 29’s room was
cleaned on 12/1/06.

The wooden baseboards identified by
the survey will be refinished so that no
untreated wood is exposed by 1/14/07.
The restorative dining window and the
dining room windows on the inside
were cleaned on 12/14/06. The outside
windows will be cleaned weather
permitting.

The blackened grout in the shower room
has been removed. The soap scum build
up in the shower room has been cleaned,
A bid has been received to replace the
tile,

The entry door frames and moldings
into rooms 42, 46, and 49 will be
secured by 1/14/07.

B)

0

D)

E)

F)

Identification of Residents with potential
to be Affected
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' DEFICIENCY)
I e N This Plan of Correction is the center” ;
F 272 Continued From page 17~ S E972|  allevation afcommfianen. s credible
In addition, review of thé 7H106 WMDS — e _ B
assessment revealed the resident experienced P paration and/or execution of this plan of correction -
O e ¢ " Des not constifute admission or agreement by the
|| pain-Roview.of the paln assessment compieted providr o he truth of t facts allege o conclusions
— = o 9/au/06Tevealed-the-following-sectionS-Wers—p e oA SRR g e T pilarg—
biankother non-verbal'“quality-of lifelactivities COFFECHIDN 13 prepared urtl o exvcated solely berumse ——— =
of-daily iving";-and"cause of pain.” Further i reqired by the provisions vf federal umkstaje-faw:
o ~ 1 review of this document revealed instructions to | | Anv resident has tl —— -
"Gomplete all sections below." Interview with the t ilhe o e“l_ as the potential to be affected
director of nursing on 11/29/06 at 5:15 PM y the cleanliness of the environment.
revealed the form should be completed in its C . .
entirety. orrective Action to Prevent Recurrence
E 278 | 483.20(g) - (j) RESIDENT ASSESSMENT F 278 . _
558 (9)-0) The_: Aclml._mstrator or designee will provide
an in-service to the facility staff on the

The assessment must accurately reflect the
resident's status.

A registéred nurse must conduct or coordinate
pach assessment with the appropriate
participation of health professionals.

A registered nurse must sign and certify tﬁat the
assessment is completed.

Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly cettifies 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
wilifully and knowingly causes another individual
to certify 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 disagreement does not constitute a

im_portance of the cleanliness of the facility
using the above issues as examples of what
to watch for.

A cleaning schedule for windows has been
made.

The Administrator will do weekly
environmental rounds to check on status of
cleanliness in the facility. Areas of concern
identified by these rounds will be assigned
by Administrator or designee to an employee
to fix identified area. Administrator will
follow-up with the employee to ensure
timely correction of the identified area.

Monitoring/Quality Assurance

The Administrator or designee will do above
weekly rounds for 2 months and then
monthly for 2 months. These round reports
will be brought to the Performance
Improvement Committee for evaluation and
review. Continued monitoring will be

13 continuation sheet Page 18 of 65
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D T A1 B Hris Plarraf Correciion Is ihe center's credible
___£278| Continued From page 18 ) F-978—allegation-of compliance ————
material and false statement. Freparation andlor execution of this plan of corvection -
does .nm‘ constitule admission or dagreement by the
— e ————— — p"‘f"[”'df’r F’f“he truith of the fucts alleged or conclusions
This REQUIREMENT is not met-asevidenced et forflithe=statenentaf deficiencles—the-plan-of —— |
by } . Cforrectson is prepared andlor execuled solely because - =
b 3 ] 5 - L it is required by The provisio ; -
" | Based on medical record review and staff ¥4 PrOVISIONS 0] Jeaeral and siaie (.
interview, the facility failed to assure Minimum - determined by the Performance -
Data Set (MDS) assessments were accurate for Improvenent Committee: -~
five (#4, #20, #21, #26) of 12 sample residents. '
The findings were: Responsible Party
Administrator or Designee
1. Review of the 11/22/06 quarterly MDS g
assessment showed resident #26 was Correction Date
occasionally incontinent of bladder. However, January 14, 2006
review of the November 2006 activities of daily ’
living (ADL) flow sheet showed the resident was
contmﬁent. On 11/298/06 at .9:30 AM, the MDS F-272 Comprehensive Assessments C g
coordinator stated the resident was not ompleti
on Date:

incontinent, therefore the assessment was not
accurate,

> Review of the 6/27/06 annual MDS
assessment revealed resident #4 had fallen in the
past 30 days. However, review of nursing notes
failed to show evidence of a fall in the previous 30
days. During an interview on 11/29/08, the
director of nursing (DON) stated the resident's
1ast fall was 2/11/06, therefore the assessment
was inaccurate. _

3. Review of the medical record for resident #21
showed the last quarterly assessment was dated
7147106. There were no other OBRA
assessments since that date. On 11/29/06 at 5:20
PM, the MDS coordinator stated the 10/18/06
Medicare PPS assessment should also have
been coded as a quarterly OBRA assessment.

4. Review of the 7/1/06 MDS assessment for

Corrective Action for Identified Residents

Residents # 4 and 20 will have a new
Comprehensive MDS with RAPS
completed. All associated assessments wiil
be gampleted with the new assessment. The
anxiety and sleep assessment for #4 will
completed as they are sub-sections of the
Kindred Behavior Assessment. This
assessment will potentially aide in
determining the root cause of the sleep’
disturbance. Results of the assessments will
be r_eviewed by the Interdisciplinary team,
copies to Pharmacy Censultant and
Physician for feedback on appropriate
nterventions, and justification for continued
w#nedication use,

Jdentification of Residents with Potential

Jan 14, 2007

L

|
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“E 578 I'Contintied From page 19—~

i

i

1 F 278 —-allegation of compliance— I . l
i

resident #20 revealed signatures i sectionAAS
were dated as 7/2/06, 7/3/07, and 7/5/06. Review
turtherrevealedthe R2b date was 711/08.

LISt

Preparation and/or execution df this plan of correction
does Inot constitite admission or agreement by the
provider of the truth of the facts alleged or conclusions

I Y
selfartiEis

Acccrding—to—the—eenters—-for:r\ﬂeuIca\ﬂaaﬂd

hesstatemeni-nfdelictencies =T heitof

Wiedicare Revised-ong-Term-Gare Facility

correction Is prepared and/or execuled solely because s

Resident Assessment Instrument User's Manual,

15 required by the provisions of jederal and siare iaw.

| Version 2.0, December 2002, Revised August
2005 section AAQ, page 3-11, instructs: "All staff
respansible for completing any part of the MDS
[Minimum Data Set),..., and/or tracking forms
must enter their signatures, titles, sections they
completed, and the date they completed those
sections. Section R2. "page 3.211, instructs
"Federal regulations at 42 CFR 483,20 (i)(1) and
(2) require the RN Assessment Coordinator to
sign, date and certify that the assessment is
complete in ltems R2a and R2b. The RN

to completion of the assessment until all other
assessors have finished their portions of the
MDS. Interview with the MDS coordinator on
11/30/06 at 9:30 AM confirmed the R2h date
should not have been signed prior to the
completion of the assessments.

Assessment Protocol (RAP) summary dated

7/1/06 revealed the care planning decision
sections were all blank. Interview with the MDS

she left areas blank.

F 280 | 483.20(d)(3), 483.10(k)}2) COMPREHENSIVE
ss=p | CARE PLANS

The resident has the right, unless adjudged

i incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or

Assessment Coordinator must not sign and attest

In addition, review of section V, the Resident

coordinator on 11/30/06 at 9:30 AM revealed the
facility had purchased a new computerized MDS
program and she was unfamiliar with the form so

to be Affected -

All residents have the potential to be
affected since all residents have MDS
assessments and triggered RAPS.

Corrective Action to Prevent Recurrence

I- A 19% sample of residents will have an
audit of triggered RAPS and completed
assessments to validate that all
appropriate assessments have been
completed,

2- Future MDS of each resident will have an

assessment comparison report to validate the

need or lack thereof for an MDS with RAPS

Monitoring/Quality Assurance

The Director of Nursing (DNS) or designee
will Flo monthly audits for 3 months to
monitor compliance with ensuring that the
agpropriate assessments required with
triggered RAPS are completed.

E 280 At the c.ompletion of the andits the Director
f Nur;mg or designee will report
i‘omphance to the Performance Improvement

:onnn%ttee {Quality Assurance). The
Committee will then determine the need for !

further audits and reports.

|
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' This REQUIREMENT is not met a3 evidenced
by.

| Based on observation, medical recard review,

| and staff interview, the facility failed to ensure one
| (#32) of 11 sample residents had his/her care

| plan revised and/or ypdated. The findings were.

| Observation during the initial tour revealed
resident #32 had a transfer pole in his/her room.
Observation on 11/28/06 at 1 PM revealed the

| resident used the transfer pole and the

| assistance of two certified nurse aldes when

| transferring from a wheelchair to the bed.

| \nterview with the physical therapy assistant on

| 11/30/06 at 10:26 AM revealed the resident used

| the transfer pole for two months. Revlew of the

| resident's current care plan falled to reveal

| interventions which included the use of a transfer

I pole.

F 281 | iaa.zo(k)(sy(n COMPREHENSIVE CARE PLANS

S8=E

The services provided or arranged by the_facility
] must meet professional standards of quality. |

Corrective Action for Identified Residents

MDS for residents #4, #20, #21, and #26
will be modified to show correct coding.
The date/signature in A9 for resident #20
cannot be comected.

to be Affected
All residents have the potential to be
affected since all residents have MDS,

(Identil‘:cation of Residents with Potential

Corrective Action to Prevent Recurrence
A saraple of 4 residents per week with new
MDS will have an audit of MDS coding
uring a weekly meeting. The meeting shall
se riggered Quality Ihdicators as idennifiers
f itemns requiring validation.
& meeting shall include Dircctor of
ursing, Utilization Coordinator, Social
F 2815 crvices and Activities Director. These
Tneclings will be conducted weekly for 12
weeks.
I

[ (X5}
! SUMMARY STATEMENT OF DEFICIENCIES ! 1D HOULD BE . COMPLATION
QOB | exch ool sepReceorD Y UL | eREX T R A PPROPRIATE | OWTE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TA i N EIOIENGY) 1
| * |
—D———CURNAIY F_280| _ This Plan of Correction is the center's gredible
F 280 i Contmued From pag o ailegation of compliance. I
i changes In care and treatment. = ,
Preparation and/or execution of this plan of correction
A_c@mﬂpehengw@_ga{;e_plan must be developed tloes ot constitite admission or agreeman: by the [
iii,, A= -:,z._i,ii ——— — = — ———— uruw'n' AP lu(dil.n\ | E—
within 7.days._aﬁ?£ [n?”GPSThp'I'E:Iinn;‘J;lgebv an sel-forihrin-the-statement-of- defliclencies—Theplan-of- =l
T camprenarsive ASHESEMBRT Preper Y S sorrectionisprepored-ondior-executed solaly becanse
- interdisciplinary team, thatincludes the attt?n;llng-- - it isrequired by the provisions-of federal-and state-tawe-|-———- -—-
,"'p‘ﬁggiaéhjg"r'égis‘térétj'niurseTWilh responsibility ——- A T T
for-the resident, and.ather apprqpﬂg_t_q_s_ta_f_f n forther audits and reports. B
disciplines as determined by the resident’s needs, |
and, to the extent practicable, the participation Of Director of Nursing will be responsible for
the resident, the resident's family ot the resident’s continued compliance.
! legal representative; and periodically reviewed |
i and revised by a team of qualified persons after Correction date: Janvary 14, 2007 \
| each assessment. | Completi
F 278 Resident Assessment on Date:
i lan 14, 2007
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A. BUILDING
535036 BWNG 11/30/2006

NAME OF PROVIDER OR SUPPLIER

SOUTH CENTRAL WY HEALTHCARE & -

STREET ADDRESS, CITY, STATE, ZIP CODE
542 16TH STREET
RAWLINS, WY 82301

(x4)1D | SUMMARY STATEMENT OF DEFICIENCIES [ wo PROVIDER'S PLAN OF CORRECTION L e
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) L TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| \ DEFICIENCY)
TG S Y- w _ - TS Plan o] Correction is th ' ;
F 280.| Continued From page 20 - 280 ——allegation-of e wﬁp,,.ji’fn’s e cenier’s credible.
changes in care and treatment. :
nges and treatmen Preparation and/or execution of this plan of correction
- ) ath | r does .no.t comstitule admission or agreement by the
PrCOMPTencHS =t flimasis e-develope: prm;rde,r .Oftfle truth of the facts alleged or conclusions
within 7 days after the completionofthe ;o'f'“"‘;,"“'“f”‘- tiznEntof g iciencies—EHe ot
comprehens-ive assessment. prena_'red_ by am rrection lsprepared. and/or execuled solely because
-7 | interdisciplinary. team, that includes the attending | _| W is requlred By fe provisions of Jederal and state law. |
physician, a registered nurse with responsibility- - T
for the resident, and other appropriate staff in Di . '
. ! . . rector i R,
disciplines as determined by the residents neads, continﬁ e; i?mm;slf“g will be responsible for
and, to the extent practicable, the participation of phianee.
the resident, the resident's family or the resident's Correcti
! X Y 4 . orrection date:
legal representative; and perfodically reviewed on date: January 14, 2007
and revised by a team of ualified persons after .
cach assessnylent. q p 278 Resident Assessment Completi
. . on Date:
Corrective Action for Identified Residents | Jan 1[4 200
is REQUIRE i t as evide .
"tl;;l.ls EQUIREMENT is not met as evidenced MDS for residents #4, #20, #21, and #26
: . , . will b i o .
Based on observation, medical record review, ¢ modified to show correct coding.
and staff interview, the facility failed to ensure one Identificati ) )
(#32) of 11 sample residents had his/her care to be Ai(‘:fa 't"’:i"fReS‘de“tS with Potential
plan revised and/or updated. The findings were: cete
Observation during the initial tour revealed a#el;:ideflts hal\lre the potential to be
resident #32 had a transfer pole in his/her room. since all residents have MDS.
Observation on 11/28/06 at 1 PM revealed the Corrective Acti
resident used the transfer pole and the rective Action to Prevent Recurrence
assistance of two certified nurse aides when A sample of 4 resi
transfeming from a wheelchair to the bed. MD‘S p.fl’lo 4 residents per week with new
Interview with the physical therapy assistant on duris Wi have ail audit of MDS coding
11/30/06 at 10:26 AM revealed the resident used use tl_f? a weekly meeting. The meeting shall
the transfer pole for two months. Review of the of itllggejl ed Quality Indicators as identifiers
resident's current care plan failed to reveal ™ ems requiring validation,
nterventions which included the use of a transfer ¢ meeting shall include Director of
pole. T-S\Jlll’S_ll'lg, Utilization Coordiator, Social
= 281 | 483.20(K)(3)(i) COMPREHENSIVE CARE PLANS £ og [Services and Activities Director. These
SS=E rneeltmgs will be conducted weekly for 12
The services provided or arranged by the facility [EeKS:
must meet professional standards of quality.
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING .
B, WING
535036 —_— 11/30/2006

NAME OF PROVIDER OR SUPPLIER

SOUTH CENTRAL WY HEALTHCARE &

STREET ADDRESS, CITY, STATE, ZIP CODE
542 16TH STREET

RAWLINS, WY 82301

SUMMARY STATEMENT OF DEFICIENCIES

X4)ID
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL
G | REGULATORY ORLSCDENTIFYING INFORMATION}

! FROVIDER'S PLAN OF CORRECTION \ (%5)
(EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE
~ DEFICIENGCY)

This Plan of Correction is the center's credible

R8T *Cﬁ’cfﬁt'iﬁfféd;mejpage"?-d""” T

_ 7,,,rrﬂagnfiomofcon'tpﬁaﬂ"“’*

Iy

his REQUIREMENT s not met as evidenced

- Preparation and/or execution of this plan of correction
does .not constitute admission or agreement by the
provider of the truth of the facis alleged or conclusions

I

Fa 3
setforiictnthestotementaflefietencies=ept o
= L0 .l\.u.i.\.au._‘_t.n.n_}‘l[l(l’lj;

y.
tinn—staff-intenview, madical

correction Is prepared andior execuled solely becenise

h Ij_a_s_ed_on Ubbt_ﬂ vl StaH in
view. and review of policies and - -

e |
R gl:_l_._’lk_.l__rc\rlcw,, and-revicy I

followed policies and procedures and/or

status (for resident #20, #22),
medications (resident #22). The facility census
was 43. The findings were:

physician orders:

resident #26 was supposed to be weighed
weekly. However, review of the weight tracking

resident was only weighed twice in October. In

of the computerized weight history provided by

weights, and was not sure why they were not

Act 2005 and Administrative Rules and
Regulations, page 3-6, the nurse shall function
under the direction of a licensed physician.

2. Review of the 11/06 physician's orders for
resident #15 revealed sfhe was admitted with

(BPH). Review also revealed the resident

! received the medication Ditropan (prevents
1

| procedures, the facility faifed to ensure-staff-- - -

standards of practice when carrying out physician
orders (for resident #15, #26), assessing resident
and documenting

Regarding deficient practice related to following
1. Review of a 8/25/08 physician's order showed

' sheet located in the medical record showed the

November, the resident was weighed on the 5th,
but was not weighed again until the 22nd. Review

the facility confirmed the missing weights. During
an interview on 11/30/06 at 9:25 AM, the director
of nursing (DON) stated there should be weekly

done. According to the Wyoming Nursing Practice

diagnoses including benign prostatic hypertrophy

. ifis re_zqmred’lﬁy_i.l_?e Provisions of Jederdal and state imy

7 Forrective Action for Identified Residents fan 14, 2007

Monitoring/Quality Assurance

At the completion of the audits the Director
of Nursing (DNS) or designee will report
compliance to the Performance Improvement
Committee (Quality Assurance DNS,
Util|iz.ati0n Coordinator, Social Services and
Activities Director). The Committee will
then determine the need for further audits
and reports.

Director of Nursing will be responsible for
continued compliance.

Correction date: January 14, 2007

F-280 Comprehensive Care Plang Completi

n Date:;

Re_sident #32°s Care Plan has been updated
o include use of the transfer pole.

dentification of Residents with Potential to
e Affected

All residents have the potential to be

FORM CMS-2567 (02-99) Previous Varsions Obsolete

Event 1D:6Q4D11
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535036

NAME OF PROVIDER OR SUPPUER

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

owiNG

(X3} DATE SURVEY
COMPLETED

e ——

11/30/2006

STREET ADDRESS, CITY, STATE, ZiP CODE

542 16TH STREET
SOUTH GENTRAL WY HEALTHCARE &
RAWLINS, WY 82301 J
X4 D SUMMARY STATEMENT OF DEFICIENCIES ! D l SROVIDER'S PLAN OF CORRECTION b )
PREFIX i (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE l COMPLETION
TAG ', REGULATORY OR LSC IDENTIFYING |NI_:0RMATION) TAG ! CROSS—REFERENCED TO THE APPROPRIATE 1 DATE
WI DEFICIENCY) \
— — - ~ ThIs Plan of Correction i : ,
F281 | Continued-From-page-22 21 -alexaionrconpiancer woomersarte |

pladder spasms) and Flomax {used to treat

| symptoms of BPH). Review of the 7/6/06 drug

Y Tl
TSRS ToT
v

ggz;;ix;ition c;nd/or Zcecution of this plan of carrection
constitute admission or o,

i greement by the
provider of the truth of the facts alleged or conclusions

‘i regimen-revIew: st

el OrTHITET S I e AL G =Theplaregr
—LHEPIarED]
s

recommen

ded discontinuation of the Ditropan

correction is prepared andior executed solely because

ug was known-to-have a nigh- TisRk —

=
E

i is reguired by the provisions of federal and Siafe law

|

‘ot adverse drug reactions withthe disgase. {n -
addition, the pharmacist recommendation on the "
7/6/06 DRR noted the combination of the
Ditropan and Flomax had potential to counteract
each other. Further review of this DRR revealed
the physician wrote a note to discontinue the
Ditropan on 7/1 4/06. The following concerns were
identified: .

a. On 1016108, (89 days later) licensed
practical nurse #33 noted the order.

b. Review of the resident's Medication
Administration Record (MAR} revealed the
resident received the Ditropan daily throughout
July, August, and September despite the fact the
physician ordered the drug be discontinued on
7/14106.

c. Review of the 10/08 MAR revealed the
medication was finally discontinued on 10/4/06.

d. Interview with the director of nursing on
44/20/06 at 5:30 PM revealed facility practice was
for nursing to transcribe the recommended order
from the DRR to a telephone order and sent to
the physician for signature. She further stated the
medication was given in error from 7/14/06
through 10/4/06 because the nurse did not follow
the facility protocol for transcribing orders.

According to the Wyoming Nursing Practice Act
2005 and Administrative Rules and Regulations,
page 3-6, the nurse shall function under the

direction of a licensed physician.

deficient practice related to

Regarding
t of resident status: |

assessmen

FORM CMS-2567(02-99) Pravious varsions Obsclete Event ID:6Q4D11

affected since all residents have
Comprehensive Care Plans.

Corrective Action to Prevent Recurrence

he Ir}ttal'disciplillal'y team will be inserviced
n er.ltlllg a comprehensive care plan and
ipdating it to reflect the care provided.

onitoring/Quality Assurance

n auditiof 4 care plans per week for 12
eels will be conducted to validate the care
plan acgurately reflects the care provided
01:1‘ect10ns will be made to care plans .
hich do not accurately reflect care J
provided.

Atthe c.ompletion of the audits the Director
of Nur.smg (DNS) or designee will report

¢ mpllf;mce to the Performance Improvement
Committee (Quality Assurance Committee:
D. 8, UC, Social Services and Activities .
Di 'ectolr.) The Committee will then
determine the need for further audits and
refjorts.

Director of Nursing wi
‘ g will be responsi y
continued compliance. ponsible for

Facility ID: WY0029 1 continuation sheet Page 23
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEME’:NT oF DEF‘C‘ENCIES (%1) PROV\DEWGUPPLIEWCHA (X2) MULTIPLE CONSTRUCTlON (X3} DATE SURVEY
AND PLAN OF CORRECTION |DENT[F|CAT]ON NUMBER: COMPLETED
A BUILDING
535038 B WING e 11/30/2006

NAME OF PROVIDER OR SUPPLIER

SOUTH CENTRAL WY HEALTHCARE &

STREET ADDRESS, CITY, STATE, ZIP CODE
542 16TH STREET
RAWLINS, WY 82301

PROVIDER'S PLAN OF GORRECTION ! (%8)
COMPLETION

a SUVARY STATEMENT OF DEFICIENCIES o |
é’é“éé& | (EAGH DEFICIENGY MUST BE PRECEGED Y FULL | PREFIX | (EACH CORRECTIVE ACTION SHOULD 86 | comeLET
TAG REGULATORY OR LSG IDENTIFYING INFGRMATION) | TAG CROSS'REFEREEEEE ‘TE% &1{—: APPROPRIATE \
| | |
F 281 l, Cohﬁin';léd From page 23~ —— l{ __F281 ‘ Tz"—’ Plan of Correction is the center's orsdible \
| S —= e ‘ | “ egation of compliance, ]
| H 1 . S e e e e e e _ -
1 Obsgervation of medlcatlon pass on 11/28/06 at l Preparation andlor execution of this plan of corvection ﬁ
T B'JEMMEQHGMM huree (LPN} | does Inlw constimite admission or agreement by ihe
#20 assessed the |adial.—(-—wrisi-‘)_pu!qa-rorfa?m\nuﬁerz_a peovider-ofthetruthof the fucts.alleged-orconclusions \
e " inen administerad tanoxinm©: mg-{a cardiac |—SeLforTi-in-the-siaiement-0] Gejiciencies—Tlieplan-of —
' icat e e the farce and- TR T : J o solely beca |
.- = =t medication which increases tha fores and velocity -+ — ——-- ——{--it is required-by-the-provisi taiid worle] use
- P — i e 1 rovisions-of, derai- X P
| of heart contractions) t@ esidenti2interviewat |- — — 1 —— - o federal-and-siate-ling—) ——-—--
\ {hat time revealed the nurse stated she took & —_ I _ _
radial pulse, The nurse stated she knew she | Correction date: January 14, 2007 -
needed to take an apical pulse (counting the \ g |
heart rate by listenifnlg tof thﬁ_tct'.est)rpgor tg 11:' I
Lanoxin, Review of the tac ity's policy an 281 Comprohensi
| procedure titled, "Medication Administration,” uprehensive Care Plan ogpleti
| #PRO 62002, instructed staff to take vital signs o Corrective Action for Identified Residents :n lt;le.mo?
]

\ tests before administration of medication If such

| action applied. According to the 2008 edition of
l"PDR Nurse's Drug Handbook," a nursing
intervention required prior to Lanoxin

‘ administration included

for one minute,

l 5 Review of the 11/06 physician's orders
. revealed resident #20 had diagnoses including

of the 7/1/08 annual Minlmum Data Set (MDS)
assassment revealed s/he had pain in hisfher
hack and soft tissue areas. Review of the
physician's 14/30/06 progress hotes
resident "has pain with any movement." Further
review of the 11/06 physician's arders revealed
an order for pain agsessment every shift using
the scale of 0-10 (10 being the most severe).
Interview with the director of nursing
a1 5:15 PM revealed there were two |
 nursing shifts. Review of the 11/06 Madication
| Administration Record (MAR) revealed on the
J‘l following dates a pain assessment was
| narformed on only one of the two shifts: 11/5,
| 44/8, 11/7, 11/8, 14712, 11714, 11715, 11/16,
' l

FORM CoMS-2567(02-94) Proviaus Verslans Chsolete

8@ Jovd HLTW3IH WellN3D H1NOS

abtaining an apical pulse |

multiple sclerosis and chronic skin ulcers. Review

revealed the

on 11/28/06
twelve-hour

Event (0:6CG4D11

1-Residents with orders for weekiy weights
o b‘eing weighed per facility protocol,

- Ditropan for resident #15 has been
iscontinued per physici

e per physicians order on

- All licensed nurses will be inserviced on
the rcquirpmem for taking an apical pulse
rior to giving Lanoxin, Apical pulse is
eing taken by Nursing prior 1o giving
anoxin for Resident #29,

4 A new pain agsessment has been started
for resident #20.

54 Nurse #33 has correctly signed for

; ministration of medication for resident
2.

6-|All nurses witl be Inserviced b |

y Janua I
8, 0p7 for proper Adminismation of v {
Medication/Self Administration Policy.,&&& aﬁew doe

|
|
|

A s ot &, Vi
7- Nurse #33 has corrected the Medicaz%n F { ! ;,U& e

N I 4 -
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AND PLAN OF CORRECTION |DENTIFICATION NUMBER: - COMPLETED
A. BUILDING
B, WING
535036 11/30/20086
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
542 16TH STREET
SOUTH CENTRAL WY HEALTHCARE &
RAWLlNS, WY 82301
(X4) 1D : T SUMMARY STATEMENT OF DEFICIENCIES l iD PROVIDER'S PLAN OF CORRECTION ! 5)
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG |  CROSS-REFERENCED 7O THE APPROPRIATE DATE
DEFICIENCY)
S e — This Plar of Correction i .
£ 284 Continued From page 23 28— lngution Soompmea center™ recie o
B

Preparation and/or execulion of this plan of carrection

of heart contractions) to resident #22. Interview at | < | o e .
that time revealed the nurse stated she took & C ' N C
radial pulse. The nursé stated she knew she
needed to take an apical pulse {counting the
heart rate by listening to the chest) prior to
Lanoxin. Review of the facility's policy and
procedure titled, "Medication Administration,”
#PRO 62002, instructed staff to take vital signs or
tests before administration of medication if such
action applied. According to the 2005 edition of
"pDR Nurse's Drug Handbook," a nursing
intervention required prior to Lanaxin _
administration included obtaining an apical pulse 2- Ditropan for resident #15 has been
fOf one minute. dlSCODtlllllCd per phySiCiE[llS order on.
10/25/2006.

1. Observation of medication pass on 11/28/06 at does not constitute admisst

o ANevealaticonsepractienl fure (LPN) provider of the ruth 0?522’522?535"3‘*”’”’ b the

. #29 assessed the radial (wristy pulse-foramintis — — ST ORI E R ATC eI O .g,(,-.eng:W,m,m'l”“"’b”s .

I “th‘e‘n"'administered Lanoxin-0.] 2b__mg_(§_gg_d_iac = | con ’_"f?‘:'_f_’?‘_’f‘ ks prepared andior executed so[ebz};?:a:se i
[ 'medication which-increases the force andvelocity T 1 i repied by I provETons o Jederdl and Sare v

Correction date: January 14, 2007

F-281 Comprehensive Care Plans Completi

. . . on Date:
Corrective Action for Identificd Residents | Jan 14, 2007

ljResi_cIents \:'vith orders for weekly weights
are being weighed per facility protocol.

2. Review of the 11/06 physician’s otrders _
revealed resident #20 had diagnoses including 3- All licensed nurses will be inserviced on
multiple scterosis and chronic skin ulcers. Review the requirement for taking an apical pulse
of the 7/1/06 annual Minimum Data Set (MDS) prior to giving Lanoxin.

assessment revealed s/he had pain in hisfher
back and soft tissue areas. Review of the A- A new pain assessment has been started
physician's 11/30/08 progress notes revealed the for resident #20. .

resident "has pain with any movement." Further i
review of the 11/08 physician's orders revealed B- Nurse #33 has correctly sighed for
an order for pain assessment every shift using dministration of medication for resident
the scale of 0-10 (10 being the most severe). 22.
Interview with the director of nursing on 11/29/06
at 5:15 PM revealed there were two twelve-hour - All nurses will be inserviced by January
nursing shifts. Review of the 11/06 Medication > 2Q07 for proper Administration of .
| Administration Record (MAR) revealed on the edication/Self Administration Policy.
| following dates a pain assessment was '
erformed on only one of the two shifts: 11/5, - Nurse #33 has corrected the Medication
L1478, 11/7, 1118, 1112, 11114, 11115, 11118,

I .
FORM CMS-2567(02-99) Previous Versions Obsolete Event {D:6Q4D11 Facility 1D WYD028 If continuation sheet Page ‘f 6
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This Plan of Correction is th ’ ,
¢ cehier's o
E.281 allegation-of compliance. edible

E 981 Continuéd From page 24

11117, and 11/26. Additionally,
MAR showed on 11/18/06 no pain as
were-completed.

review of the 11/06
sessments

Preparation and/or execution of this plan of correction
does not constitule admission or agreement by the
rovrder aof the truth of the facts alleged or conchusions

L O e S I RIC NG e

[ Regarding dsficient pract

correction is prepared and/or execuled solely because

ice—-_rela—tedm-.medicﬂ’rion _

T\ Wi Tequired by Hie provisions g Jederdal ard S ia.

s documentation: —

Review of medicat

documentation i

the LPN had n
given. Interview at 8:55 AM on
PN revealed she had forgotten to sign the
medication off as given.
b. Further review of the MAR revealed the 8

a medication used to dilate
ted. Interview with

ed the medication

AM dose for DuoNeb (
the airways) was not documen
the LPN #33 at 8:55 AM reveal
was left at the resident's bedside for
‘self-administration. Review of the resident’s
medical record revealed it lacked a
interdisciplinary assessmen
self-medicate. According to "Nursing
Interventions and Clinical Ski
medication administration included remaining with
the resident until the me
authors further stated th
medications at the bedsi
| order to do so. Interview with the director of

i nursing on 11/28/06 at 5:44 PM revealed the
. resident was not assessed for medication

i self-administration and the facility had no current

ion reconciliation after
medication pass on 11/28/06 at 8:55 AM for
resident #22 revealed the following
ssues on the resident's
medication administration record (MARY):

a. Observation during me

| residents who self administered medications.

t for the resident to

dication pass earlier
at 8:28 AM revealed licensed practical nurse
(LPN) #33 administered potassium 10 mEq

{milliequivalent). During reconciliation at 8:55 AM,
ot documented the medication was

11/28/08 with the

lls," copyright 2000,

dication was taken. The
e nurse should not leave
ide without a physician's

Identification of Residents with Potential
to be Affected '

All residents have the potential to be
affected.

Corrective Action to Prevent Recurrence

1 -Director of Nursing or Designee will audit
MAR for proper documentation monthly for
three months.

2- ]?h‘ector of Nursing or Designee will audit
residents with weekly weight orders for
current weights/compliance with physician
orders, weekly for 12 weeks.

3- D.irector of Nursing or Designee will
monitor Medication Pass of one nurse per
shift monthly for three months.

Monitoring/Quality Assurance
At the completion of the audits the Director

T Nursing or designee will report
ompliance to the Performance Improvement

Administi‘aﬁén Réébrd;tﬁ-iﬂai T {3( 7(,79 :
the-9800-dese-of Klonipin % o
yh’g%\ﬁ\ f)ﬁ

|
|
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— -2 g1 -——This-Plan-af Correction-is-the-center's-eredible—— I —

allegation of compliance,

{

\

‘. Review of the MAR at 8:56 AM on 11/28/067
ravealed LPN #33 had signed that the 8 AM and

Preparation andror execution af ihis plan of correcrion l

does Hot constitute admission or agreermdnt by the

T ¥ TV ) FaY WS T

|
emoondosesefitoe nee&éa»amicomujsam) |
‘\

—ere administered_interview-with-the-L-PN

Jrevealed she had nol givaraitherof the-doses

e tacltaliesedorcondlisions———————

Serortirim tie statsmert of defioi We planof

COrreciion fwremred—amb‘ammmgd o

ot
Y DErRILE

“and_should ot have signedthe MAR-indicaling

i i Feguired by 1HE proviniony of federal aid skEe T T

she had administered the medications.

Review of the facility's poticy and procedure
liiled, "Medication Administration,” #I?.RO 82002,
instructed staff to document rnedication

F 282
88=D

administration on the MAR after admini_stration.
The policy further instructed staff {o review the

| MAR at the end of each medication pass to
ensure necessary doses were administered and
documented.

483.20(K){3)(ii) COMP REHENSIVE CARE
PLANS

The services provided or arranged by the facility
! must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by: ' . d
Based on staff interview and medical recor
review, the facility failed to follow the care plan for
two (#15, #20) of ten sample residents. The
findings were;

1. Review of the medical record. revgaled resident
#70 was admitted on 6/26/06 with diagnoses
including muttiple sclerosis and depression. o
| Review of the 11/15/06 care plan revea_led anxlety
! and depression were identified as problems.
Continued review revealed interventlons for |

Committee (Quality Assurance Committee:
Director of Nursing, Utilization Coordinator,
Social Services and Activitiss Director.)
The Committee will then determing the need
for further audits and reports.

| Director of Nursing will be responsible for
continued compliance.

F 282
Correction date: January 14, 2007

F-282 Comprehensive Care Plans Compleri
on Date:
Corrective Action for Identified Residents  Jan 14, 2007
Resident #20 will have a new Care Plan
written with the completion of her new
comprehensive assessment. (See F 272)
Weekly Woights have been d/c from resident
#15 careplan, but will be weighed weekly
per facility policy.

Identification of Residents with Potential
o be Affected

11 residents have the potential to be
ffected since all residents have
omprehensive Care Plans,

Corrective Action to Prevent Recurrence

I.
I l
anxlety included: observe for early signs of | he Interdisciplinary Team will be 1|
itati increasing anxiety and report, |
L agltahon il ’ Facility iD: WY0029 . If Qminuatinn 3]139? Page/@f [33)
FORM CMS-2567(02-60) Previoys Veralong Obsclele gvent ID:6Q4C1H
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7F*2'8471,feontinuederormipF!gP 25

%‘Dfewm 75 the cenler’s credible
F28T -—<allegation-gfcomplinnee -

¢. Review of the MAR at 8:55 AM on 11/28/08

revealed LPN #33 had signed that the 8 AM and
A P P H agpntl

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions

B . = T

—— e NO0EU0SEs- UG HOP

v ¥ N
seforticinctiestatementolefh ; 1
Y Feeficier eI

were ad ministered. Interview with the TPN

correciion is prepared andior executed solely because |

- ——— | rsyemled she-had-not-given-either-of the.doses | | #Isrequired by T provisions o] Jederal and siale Jai

== amdrshould-not have-signed-the- MARIndleating— - —— ===

she had administered the medications.

Review of the facility's policy and procedure
titied, "Medication Administration," #PRO 62002,
instructed staff to document medication
administration on the MAR after administration.
The policy further instructed staff to review the
MAR at the end of each medication pass to
ensure necessary doses were administered and
documented.

F 282 | 483.20(K)(3)(ii} COMPREHENSIVE CARE

g5=p | PLANS

The services provided of arranged by the facllity
must be provided by qualified persons in
accordance with each resident's written plan of

care.

This REQUIREMENT s not met as evidenced
by:
Based on staff interview and medical record

two (#15, #20) of ten sample residents. The

findings were;

#20 was admitted on 6/25/06 with diagnoses
including multiple sclerosis and depression.

and depression were identified as problems.
Continued review revealed interventions for
anxiety included: obsetve for early signs of
agitation or increasing anxiety and report,

review, the facility failed to follow the care plan for

1. Review of the medical record revealed resident

Review of the 11/15/06 care plan revealed anxiety Corrective Action to Prevent Recurrence

C(_)mmittee {Quality Assurance Commities:
Dm?ctor of Nursing, Utilization Coordinator
Social Services and Activities Director.) ’
The Committee will then determine the need
for further audits and reports,

Diref:tor of Nursing will be responsible for
continued compliance.

F 282} Correction date: January 14, 2007

F-282 Comprehensive Care Plans Completi

o ' on Date;
Corrective Action for Identified Residents | Jan 14, 2007

Re:“,ident #20 will have a new Care Plan
written with the completion of her new
comprehensive assessment. {See F 272)

Identification of Residents with Po i
tentiz
to be Affected endial

All residents have the potential to be
affected since all residents have
Comprehensive Care Plans.

r’he Interdisciplinary Team will be

| PN
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PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
| _ DEFICIENCY)
N — N This Plan of Correction is the cenfer's credibl
- 987 | Confinued Frof page 26— — F-282|—-allegation af compliance. Sjre [ E, e
encourage discussion of fearfanxiety, and to Preparation ang ;
> g ' paration and/o I :
observe for situations that cause the increased e ot consttuie admission 7 ?;:e];ﬁg,f;f orecton
Canxiety-and-remove it possible_Reviaw of the provider of the truth of the facts alleged or conclusions
care plan revedied interventions-forsigis-ant———————— |~ 8L FOr P Lo tefieieneies—1he plaror
sy.mpto. ma of depres storrinelu G'_U_d_: encotrage the ,C;O:f:.f:f i5 pre};]area andior execufed solely Decaz'ise B P——
e P —{residenttoverbatize-hisfherfears-and concems, e PrOvIStons of federal and STAre iaw.
| allow for quality time to communicate, be T T : : — : -
i, ! . inserviced on writing a- P
sensitive to non-verbal communicatien, provide plan and updating itgto ri%fgf :}? ensive care
quality listening time, encourage to express provided oo
feelings in 1:1 visits, and to rule out pain, thirst, '
hunger, need to urinate, being too hot or cold, a Monitori
A ; ' onitoring/Quali
noisy environment or other internalfexternal g/Quality Assurance
factors. The following concerns were identified: A .
< t the completion of the audits the Di
. rector
a Rev&zw ?f the 8/708 1 t430 (2.3(} F;I\{'I)Th of Nursing or designee will report
nursing residen progress notes reveale [The compliance to the Performance Impr
resident] is very upset, crying, asking repeatedly Commitice (Quality Assurance éﬁlr’;zl;?eﬂt
v oyl . ; . c;
What do | do ? Review qf the me‘dlcal_ record _ Director of Nursing, Utilization Coordinat
showed no evidence the interventions included in Social Services an dJ Activities Direct ';a or,
the care plan were implemented. : : thies Director.
. The Committ rermi
"b. Review of the 9/14/06 0930 (9:30 AM) o e ;fl‘*gft S‘*";lllld“;:“ ‘{flefmme the need
activities resident progress notes revealed ports.
"Resident at X's [ti_mes] cpnt‘s [continyes] getting Director of Nursing will b .
depressed over [hisher] illness." Review of the continued i g will be responsible for
medical record revealed there was no evidence compliance.
the care plan interventions were implemented. Correction date: 1
c. Review of the 11/22/06 1330 (1:30 PM) ate: January 14, 2007
resident progress notes revealed "Res [resident]
tearful et upset stating she feit she had been F -Tag 309
ignored." Review of the medical record revealed T;'%_fc Completi
there was no evidence the care plan interventions ality of Care on Date;
Jan 14, 200

were implemented.

d. During an interview with the director of
nursing on 11/29/06 at 5:15 PM, she stated the
care plan should have been followed.

In addition, review of the 11/06 physician's
orders for this resident revealed s/he had a
gastrointestinal tube placed for fluids and
nutrition. Further review revealed an order to

provide a minimum of 1800 cubic centimeters

Corrective Action for Identified Residents

Res‘iflent #21 no longer resides Withrin this
facnllty. The CMS 2567 inaccurately
identified this resident.
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o4 | SUMMARY STATEMENT OF DEFICIENCIES \ 1D PROVIDER'S PLAN OF CORRECTION b s
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | comPLETION
TAG REGULATORY ORLSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
o DEFICIENGY) ]
— e =S — Fhis Pl oy Correction is the center” -
F-282 Continued-From-page-27 g2 allegation-of compliance: soredible ] o
' . i a - . - ‘
(cc) of fuids per day. Review of the 11/15/06 care T —— -
plan revealed the resident was to have his/her does not constitute admission or agreement by th 8 :
——riare-and-oupHETECL)] decoven S afiiHowever |_provider of the truth of the facis alleged or co};tcls.s'r'ans

_ review-of the intake and output flow sheetfor O TR LA L e L L LR
o6 revesled trrere-was-no-intake-of-fluids — B ;‘:of)’;‘,f{’ or ex;m;?d solely because |
T e e o A A TN E MR ER . . 4 10,

— cordad from 17106 through-11/28/06 -Review === s of federal and state Taw_\_

of the individual resident meal intake record for’ - T — — ——
11/06 revealed no fluid intake was documented. o '

Interview with the director of nursing on 11/29/06 Identificati Resi i ;
at 5115 PM revealed the intake and output record to be affec;gilzll of Residents with potential
should have been completed-as indicated on the
care plan. Any resident with pain or on pain
. ) medications.
2 Review of the 10/10/06 care plan for resident
#15 revealed sfhe required weelly weights. Correcti i
However, review of the weight records revealed ctive Action to Prevent Recurrence
only one weight was recorded in 10/06 and only Staff Develo .
f pment Coordinator
two were recorded during November as of esignee will provide an ins ;_3;Cgst13%3€0r
= 300 1;?;!50%UALITY OF CARE - E 309 tlicensed staff on the facility’s Pain
. anagement Program b
55=D ] g y January 14, 2007,
Each resident must receive and the facility must Monitori if
provide the necessary care and services to attain ring/Quality Assurance
or maintain the highest practicable physical, he Director of Nursi )
mental, and p;ychosocial well—bei_ng, in ill do ranﬁ;f; ;ﬁlii;n‘;(gf:g) h designee
accordance with the comprehensive assessment anagement Program weekly il‘m o
' or 6 weeks.
and plan of care. t the completion of the audits the Dir:c(ti)r
f Nursing will report compliance to the
( Bl‘folr‘mance Improvement Committee
. . ) uality Assurance), The C i :
| Thlls REQUIREMENT is not met as evidenced then determine the r)1eed for ;?;I?i]t:gfeflu
! by: audits/reports.

| Based on resident interview, staff interview, and
medical record review, the facility failed to provide
adequate pain management for one (#21) of ten
sample residents. The findings were:

=~

esponsible Party

. T D“ W ot " .
~ Review of the 11/06 physician's orders revealed he Director of Nursing will be responsible

resident #21 had diagnoses including multiple

l.—
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PROVIDER'S PLAN OF CORRECTION (%5)

positioning, music). The following concerns were
identified.

a. Review of the 11/06 Medication
Administration Record (MAR) revealed the
resident rated histher pain at 4 out of 10 (10 being
the most painful) at2 PM on 11/1/06. Review of
the same MAR revealed the resident did not
receive pain medication until 8:30 PM (6 1/2
hours later). Review further revealed the -
resident’s pain was elevatedtoa of 10 at10
PM. :

b. Review of the 11/06 MAR revealed the
resident's pain was 6 of 10 at 2 PM on 11/3/C6.
Review of the same MAR revealed the resident
did not receive pain medication until 3:20 PM (1
1/2 hours later).

c. Review of the 11/06 MAR revealed the
resident's pain was 4 of 10 at 10 PM on 11/8/06.
Review of the same MAR revealed the resident
did not receive any pain medication until the
following morning (11/9/06) at 8:45 AM (10 hours
: and 45 minutes later).

g d. Review of the 11/06 MAR revealed the
i _

x40 | SUMMARY STATEMENT OF DEFICIENCIES | I |
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECGTIVE ACTION SHOULD BE | COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENGED TO THE APPROPRIATE | PATE
! DEFICIENCY) l
SmE—— e e T Plarof Correction Is the center's credibl
F 309 | Continued From page 28 —F-309|~—uflegation-of compliance: - N
sclerosis and chronic skin ulcers. Review of the Prenarat -
o reparation and/or execution of this pl ;
7/1/06 annual Minimum Data Set (MDS) o it atssion of a;;; fan ;fg:;zcan
———— 35565 5MBREYeaiE0 ;Sﬂ:&;hﬁd—pﬂ%ﬁ—lﬂ—h-?s,lher provider Of the truth of the facts alleged or conclusions
back and soft fissue areas. Reviewof the B0 R SO O e tes—Eheplara—F
----- — 1 41/45/06-care-plan-revealed pain_elated o the correction is prepared andjor executed solely because |
— — — 717, gt p - -y p“|P ! o b it is required Dy the provisions of federal and stale law.
— — |resident's-diagnoses-was-identiiea as a-proiett. - —— _ randsidie i,
| Further review of the care plan 'r_evea_led L | for continued compliance, B
interventions included: adriinister pain medication . C e
per the physician's orders and monitor for Correclion Date
effectiveness, assess the characteristics of pain
(location, duration, quality, aggravating/alleviating January 14, 2007
factors, radiation, and intensity) and document, ’
assess the effectiveness of pain medication and
report to the physician is not effective, and assess F-Tas 314 .
and document non-pharmacological interventions Pressure Sores Completi
for pain relief (e.9. heat, cold, massage, —_—— on Date:
Jan 14, 200

Corrective Action for Identified Residents

Resident # 30°s wound was re-cultured on
12/07/06 and Tetracycline was ordered, The
MRSA (Methicillin-Resistant
Stap!lylococcus Bacteria) is shown to be
sensitive to this medication.

Identification of Residents with potential
to be affected

Any resident with Pressure Sores have the
potential to be affected

Corrective Action to Prevent Recurrence
Staff Development Coordinator (SDC} or

l?esignee will inservice by 1-10-07 the
licensed nurses on; .
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TAG | REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
-i DEFICIENCY) :
F-309--Continued-Frem-page o I - E 300 777This Plfm ofCorrecﬁtion is the center’s credible
; allegation-of-compliance:
resident's pain was 4 at 6-ANon 11/43/06-but-did
not receive pain medication until 2:30 PM (8 1/2 Preparation and/or exceution of this plan of correction
hours later) The resident's pain was again 4 of does not constitute admission or agreement by the
—— 0 atI0-ENbudids/edilnotrecevepa—————— _ ”eg“’j conclusions
— ‘medication-tntii-11:30-PM-(1-and 1/2 hours later). gorrection is prepared andor exscuied solely becase |
_ a_ Interview with the diractar of nursing on -~ —|-——-—-" it i required by the provisions of federal and staie faw. | __
"11/29/06 at 5:15 PM revealed the times of pain — — —
noted on the MAR might not be accurate but the 1. After a Ciltiré and Sensitivity test
expectation was that a resident should receive comparitig ordered medication to ensure
pain medication when s/he had pain unless that the identified organism is sensitive
contraindicated by physician's orders. Review of to the ordered medication. Ifnot
the 10/31/06 facility policy on pain management sensitive, informing the physician and
revealed the following statement: “The center's obtaining an order for an appropriate
practice to assist each resident with pain to medication. .
maintain or achieve the highest practicable level
of well being and functioning.” Monitoring/Quality Assurance
f Review of the physician's 11/30/06
progress notes revealed the resident "has pain The Director of Nursing (DNS) or designee
with any movement." will do weekly audits for 6 weeks to monitor
g. Interview with the resident on 11/28/06 at compliance with ensuring that the
8:30 AM revealed s/he had frequent muscle appropriate medications is prescribed for any
spasts in his/her legs that were painful. When culture and sensitivity test. At the
asked if the pain was controlled by the completion of the audits the Director of
medications and treatments provided by the Nursing will report compliance to the
facility, the resident said "no." _ Performance Tmprovement Committee
F 314 | 483.25(c) PRESSURE SORES - F314 {(Quality Assurance). The Committee will
S5=0 then determine the need for any further
Based on the comprehensive assessment of a audits/reports.
resident, the facility must ensure that a resident
who enters the facility without pressure sores Responsible Party
does not develop pressure sores unless the The Director of Nursing will be
individual's clinical condition demonstrates that responsible for continuced compliance.
they were unavaidable; and a resident having '
pressure sores receives necessary treatment and Correction Date
services to promote healing, prevent infection and
prevent new sores from developing. January 14, 2007
This REQUIREMENT is not met as evidenced
|
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F 314 | Continued From page 30 F 314
by: ' Preparation and/or execution of this Plem of corvection B
Pased-on-cbservation, medical record review, dfﬁj,-gm con;ﬁmfe admission or agreement by the
————staffnterview, the-tailiy-falledta-ensure—————— ?g mef ci_! :;”:’h,,ghjf““ alleged or conclusions
. _ approprate treatmet tHor-ene-(#30)-of two sample _correction is prepared ar_edz;of é;;i]:j;?sm;ﬁz;;m B
= residents-with-presstire sores. [he findingswere: | — ===~ __ftis required By the provisions of federal and siate Taw.
During the initial tour-on 14/27/06 at.3:51 PM, _
interview with licensed practical nurse (LPN) #29 F-Tag 318" Completi
revealed she identified resident #30 as havinga |- Range of Motion : on Dl;te
bacterial resistant infection. The LPN stated the Tan 14. 2007
infection was in the left gluteal (buttock) fold (a Corrective Action for Identified Residents ’

pressure area). On 11/28/06 at 9:28 AM, _
observation and interview with LPN #28 revealed Resident #15 was re-evaluated by Therapy

the resident had a stage two pressure sore to the and was discontinued from the restorative
left giuteal fold (pelvic ischium). The LPN further program per the evaluation. Resident #20
stated the sore was cuitured and an antibiotic was also was re-evaluated by Therapy and
initiated approximately one week ago. Review of frequency for restorative nursing has been
the resident's medical record revealed resident established for the resident.

progress notes dated 4/6/06 (no time) which
documented the initial finding of the pressure
sore area by notification to a nurse from a

certified nurse aide of a "4 cm [centimeter]
diameter open area to gluteal fold. MD [physician] Any resident that has been placed on the

called....” Further review of resident progress restorative program has the potential to be
notes showed on 7/30/06 at 3 PM the pressure affected.

sore was documented as positive for
methicillin-resistant Staphylococcus aureus Corrective Action to Prevent Recurrence

(MRSA), (an antibiotic resistant bacteria), and on

Identification of Residents with potential
to be affected

8/10/06 (no time) the area was identified as a The facility will identify all residents that are
stage Il "4 cm (centimeter) by 2 cm.” Review of -eceiving a restorative nursing program and
the 10/26/06 at 11 AM resident progress notes eview all the orders to assure that the
revealed documentation the area was healed to a residents needs are meet by establishing
stage Il. Yet, review of the medical record pecific frequencies that meet the needs of
revealed the following concerns related to he residents by 1-14-2007. New residents

| pressure sore healing: placed on a restorative program will have

|7 4. Resident progress notes dated 11/12/06 at dpecific frequency order at the time the
11:57 AM note a “foul smeil from stage il on Therapy refetral is done to meet the

glute [gluteal areal.” On 11/14/06 at 10:30 AM
"C&S [culture and sensitivity] obtained from

l
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_F 314 Continued From page 31 ‘ 314 |——ullegation-af-complianco: eiers creahe
wound to left buttock area." Then on 11/20/06 at S T S Y T B —
R 2paration and/ ' i :
10 AM the nurse documented faxing the results of does not cois;;tu;ra?;?:;:g: §f2’;’ﬁ£ﬁ'§$§’ :;:gcm
= tf:&%&&ﬁma" = provider _Offhe fruth of the facts alleged or conclusions
b. Review of physician arders revealed-on——————- crrt;ﬁ; ate " i L e 2  fe e
- ———-"11/21/06-the phy-sician_order.e.d.Augm@tin T E rogulied epared andior execuled solely because
e _ o & enin__ .\ .| fisrequired by the provis
'(anIID!Otl'_G)TRBVIBWTOTfthe*LT_szfbfFEpUI—l—udtcd - ed by the provisions of federal and siate law]
11/17106 revealed the MRSA was not sensitive to [ = residerits néeds.
Augmentin. ,
c. Interview and medical record review with Monitoring/ i
. . : lit
director of nursing (DON) on 11/28/06 at 3:33 PM g/Quality Assurance
revealed she was unaware of the Augmentin's The Restorativ ' ‘i
; & Nurse or designee will do
resistance to MRSA. The DON confirmed the weekly audits of all restorative orders for 6
reason for the medication was to treat the weeks to monitor compliance. At the
infection in the left gluteal pressure sore. completion of the audits the. Restorative
F 318 | 483.25(e)(2) RANGE OF MOTION F 318| Nursing will report compliance to the
55=D _ Performance Improvement Committee
Bas_.ed on the co.mprehenswe assessment _of a (Quality Assurance). The Committee will
resident, the facility must ensure that a resident then determine the need for any furth
with a limited range of motion receives audits/reports. d °
appropriate treatment and services to increase
range of motion and/or to prevent further Responsible Party
decrease in range of motion. The Restorative Nursing will be
responsible for continued compliance.
This REQUIREMENT is not met as evidenced Correction Date
by:
Based on staff interview and medical record January 14, 2007
review, the facility failed to ensure restorative ' ’
exercises were provided as required for two (#15,
#20) of two sample residents who were supposed
to receive restorative services. The findings were: |.
F-Tag 323 Hazards Completi
1. Review of the 11/06 physician's orders . on Date:
revealed resident #20 was admitted with orrective Action for Identified Residents | Jan 14, 200
diagnoses including multiple sclerosis. Review of No resi T
| the 7/1/06 Minimum Data Set (MDS) assessment fo?[éi:;gcr;zssg‘?f lde'::lﬁed however the
| revealed si/he had functional limitations on bath g issues have been or are scheduled
 sides with partial loss of voluntary movement of i
| i
Facility 1D: WY0029 If continuation sheat Page 32 of 85

FORM CMS-2567(02-99) Previous Versions Obsalela Event 1D:6C4D11



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/14/2006
FORM APPRCVED
OMB NQ. 0938-03591

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

535036 -

{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A. BUILDING :
B. WING
11/30/2006

NAME QF PROVIDER QR SUPPLIER

SOUTH CENTRAL WY HEALTHCARE &

STREET ADDRESS, CITY, STATE, ZIP CODE
542 16TH STREET

RAWLINS, WY 82301

(XM SUMMARY STATEMENT CF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 1X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS8.REFEREMCED TO THE APPROPRIATE DATE
| DEFICIENCY)
|
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the arms, hands, legs, and fest. Review of the

allegation of complicnce _

restorative referral on 11/9/06 revealed the
resident required passwe range of motion

{PROMte-inerense-histherrange-of motion

~ Prepardtioi andfor execution of this plan of correciio

does not constitute admission or agreement by the
prowder of the truth of the facts al[e ged or conc!usrom

~ (HOM)—and“tiT—préTrer‘nr‘t:bntractures—Rthew -ofthe-

COFTECHON 1T prepar@z{‘amb‘w—exm_ solely becazrse —

J1A/06 rﬁstoratlv_e_pfoaram dally record and the

s wguu ed-bythe pruvts:um tyjeuerm arstateTow

ey

referral-revealed-there-were=-no- ||cx.|ucuun-.:’-=

establlshed for restorative exarcises. Interview
with the restorative nurse on 11/30/06 at 2:15 AM
revealed if there were no frequencies written on
the referral, the practice was to provide the
exercises seven days per week. Review of the
restorative daily record revealed from the start of
therapy date of 11/9/06 through 11/29/06 the
resident did not receive ROM exercises seven .
days per weelk. The resident received no therapy
on 11411, 114/12, 11/21, and 11/22. Further review
of the restorative progress notes for those days
revealed there was no explanation as to why
restorative services were not provided.

2. Review of the 11/06 physician's orders for
resident #15 revealed s/he was admitted with
diagnoses including arthritis and osteoporosis.
Review of the 4/7/06 initial MDS assessment
revealed the resident had functional limitations on
both sides with partial loss of voluntary movement
of the arms and hands. Further review revealed
limitation of one leg and foot with partial loss of
voluntary movement. Review of the
restorativefrehabilitation nursing program
completed on 6/19/06 revealed the resident
required upper extremity restorative exercises six
times per week to maintain his/her upper
extremity strength and range of motion. Review of
the restorative daily record for 10/06 revealed the
resident did not receive restorative services six
times per week during the weeks of 10/15
through 10/21, and 10/22 through 10/28/06.

- 1o be corrected

Corrective Action to Prevent Recurrence

A} The item used to prop the housekeepmg
door open has been removed and the
door is closed and locked when the
housekeeper is not using it. The
electrical outlet in the activity area will
be used instead of the closet outlet,

All medication has been removed from
the resident’s fridge at the back nurses’
station and the fridge has been cleaned.
A sign has been posted on the fridge
noting “Food Fridge Only, do not place
any medication in this fridge.”

A working lock has been placed on the
medication fridge at the front nurses’
station.

B)

)

Identification of Residents with potential
to be Affected

Any resident that can access the refrigerators
at the nurses’ station and can access the
housekeeping closet has the potential to be
affected.

The housekeeping staff will be in-serviced
by 01/05/077, by Administrator or designee,
on the importance of keeping doors closad
that contain harmful chemicals.
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{ 1 i i
Review of the 11/08 restorative daily record Proparation andlor executi - : l
revealed the resident did not receive restorative clows ot consttuie acmis t;on o this plan of correction
B e YWee - ring ' SI0K OF 4,
= cErVicESShEHAESPE =% Mpk of provider of the truth of the fact.: a.g:;zfi:tci{!z;io
11/5 throuagh 11711706, Review of restorative = Thetiener e w.mw,’“
- = o|tT T opprogress notes-revealed no eVIdence as towhy- 'I?;’f"‘ecﬁofi is prepared andlor execuled solely because |
semces'werejno_tjprp.v_idedfthef[equited sixfimes |~ T v is required by the provisions of federel and siate Taw. |
per week. Interview with the festorative nurse on- Thé nurs1 staffwill be i X
11/30/06 at 9:15 AM revealed she did not know ooemon8 S will be in-serviced by -
why the resident did not receive restorative the proper 3‘;8 d}“"]rls,“at‘“ or designee, on
i i : of refrigerators and th
services as required. importance of keeping the medicati e
F 323! 483,25(h)(1) ACCIDENTS F323| .. ication
5D refrigerators locked.
The facility must ensuré that the resident .
environment remains as free of accident hazards Monitori .
as is possible. onitoring/Quality Assurance
An aludit monitoring compliance with
This REQUIREMENT is not met as evidenced ll(:ffégg“fﬁf Eousekefping closet closed and
- : o then weekly Foielmp eged daily for 2 weeks,
Based on observation and staff interview, the eviewed bu fl WeeKs. Audits will be
facility failed to provide an environment that was b~ ommitt Y ]:e Pe_rfé"maﬂce Improvement
free of accident hazards. The census was 43 - ﬁthh;‘ea‘::di(i will then determine the need
he findings were: . S
T g l’v\n a}ldlt monitoring compliance with
1 Observation on 11/28/06 at 7:10 AM revealed VST the back nurses' station fridge frec
the door to the housekeeping closet by the . d.e ications and the front nurses’ station
resident activity area was propped open. eel“i’ati_,on fridge locked will be completed
Observation revealed the closet contained the 4 :hy ‘1;4_""’33'(? the monthly for 2
following hazardous materials: one jar of premium errflmi'l ”d;ts will be reviewed by the
resilient tile adhesive, one half gallon of oxy il the azce fnl?ro\’ement Committes who
pleach cleaner, and disinfectant to be used in the hen determine further need for audits.
nazardous materials mop bucket. Review of the .
ECOLAB Material Safety Data Sheet revealed the flspfm_Slb'e Party
following precautions for the disinfectant: "Can ministrator or Designee
cause severe irritation, possible chemical [for skin o
| and eyes]." If swallowed "Immediately call the p orrection Date
| medical emergency number ..., a poison control nuary 14, 2006
center or a physician." "Keep out of reach of
children." Interview with the housekeeper at the
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time revealed he uses the glectrical outletinside

the closet while cleaning the floors and that was

ropped-open Obsetrvation at that

does not constitule admission or agreement by the

Preparation and/or execution of this plan of correction

provider of the truth of the fucts alleged or conclusions

time, h’oWev‘er%reveal?@i:thane;was:ar—feléeu—_iwi

SeLorIErE s e e Aol ae) —repi
—k =0}

- outleT avallzbie for-use in-the-activity-area and the

corvection is prepared and/or executed solely because

A

..wsekeepcr:was,usind_tﬁéf parficalaroutlet; not

it is required by the provisions of federal and stafe Taw

“thé outlet in the closet. [nterview with-the. . ... ..
administrator on 11/29/06 at 8:47 AM revealed
the housekeeping storage roomicloset should
have the door closed and locked at all times.

2 Observation of the resident refrigerator located
at the back nurses' station on 11/28/06 at 10:05
AM revealed it contained a medicated nasal spray
for resident #43 and a box of influenza vaccine
syringes. The observation revealed the
refrigerator was not locked. Interview with
licensed practical nurse (LPN) #28 on 11/28/06 at
10:05 AM revealed the refrigerator was for food
items only and medications should be stored in
the front medication refrigerator. Two residents,
#31 and #16 were observed t0 wander the facility
during the days of the survey.

of the front nurses' station

gerator on 411/28/06 from 10:18
AM to 12:56 PM revealed the medication
refrigerator was unlocked. During the observation,
residents gathered in the seating area near the
station which was located by the front entrance.
The observation revealed staff left the station
unattended even though the refrigerator was
unlocked and medications were not secure.
Observation of the contents of the refrigerator on
11/28/06 at 10:18 AM reveated it contained
injectable influenza vaccine syringes, medicated
nasal sprays, and Tylenol suppositories. Interview
L with LPN #29 and the director of nursing at 11:13
| AM on 11/28/08 revealed the medication

3. Observation
medication refri

Corrective Action for Identified Residents

Resident # 30°s wound was re-cultured on
12-07-06 and Tetracycline was ordered.
The MRSA (Methicillin-Resistant
Staphylococcus Bacteria} is shown to be
gensitive to this medication.

Ditropan for Resident # 15 was discontinue
on 07-14-06. iscontinued

Identification of Residents with Potential
to be Affected

All residents have the potential to be

nffected since all residents have ordered
medications.

Corrective Action to Prevent Recurrence

*taff Development Coordinator (SDC} or
lesignee will inservice by 1-10-07 the
icensed nurses on:

After a culture and Sensitivity test
comparing ordered medication to ensure
that the identified organisim is sensitive
to the ordered medication. If not '
sensitive, informing the physician and

1" F-329 Unnecéssary Dru;; S —

Completi
on Date:
Jan 14, 200
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refrigerator was left unlocked unless controlled
substance medications were in the refrigerator.

7 o T [ e @ B v b B A F AR A AT I Ty 'heg—
832 SNNEEESSAR =B L F 328

Preparation andjor execution of this plan of correction
does Inot constitute admission or agreement by the
provider of the truth of the facts alleged or conchisions

RET OF Il S TG e Cieneies—E eI o—

correction s prepared andfor executed solely because

T'Each

res‘id‘ent's-drug-regimen—must-be_free.fr.om

it is required by the provisions of federal and stale low.

witho

This
by:

(#30,
medi
cond
spec

infec

fold.
LPN

sore
LPN

relat
sore
a

drug when used in excessive dose (including”
duplicate therapy); or for excessive duration; or

indications for its use; or in the presence of
adverse consegquences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Ba{sed on observation, medical record review,
and staff interview, the facility failed to ensure fwo

1. During the initial tour on 11/27/06 at 3:51 PM,
interview with ficensed practical nurse (LPN) #29
revealed resident #30 had a pacterial resistant

pressure sore area in the left gluteal (buttock)
revealed the resident had a stage two pressure

antibiotic therapy was initiated approximately one
week ago. The following concerns were noted

-unnecessary-drugs. .An_unn'e'cgzssa_ryfdrug—is—anyf

ut adequate monitoring; or without adequate

REQUIREMENT is not met as evidenced

#15) of twelve sample residents received
cations to treat appropriate medical

itions and/or were effective in treating the
ific medical condition. The findings were:

tion. The LPN stated the infection was ina

On 11/28/06 at 9:28 AM, observation with
#78 and interview with the LPN at that time

to the left gluteal fold (pelvic ischium). The
further stated the sore was cultured and

ed to the antibiotic treatment of the pressure

_Review of the 11/12/06 at 11:567 AM

" obtaifiing an order for n 'ap'p1‘6p1'iafe"' '
medication.
2. Following through with the physician as
needed.to address recommendations of
the Consultant Pharmacist.

Monitoring/Quality Assurance

The Director of Nursing or designee will do
weelkly audits for 6 weeks to monitor
compliance with ensuring that the
appropriate medications is prescribed for any
culture and sensitivity test and that the
Consultant Pharmacist’s recommendations
are follow up on timely,

At the completion of the audits the Director
of Nursing or designee will report
compliance to the Performance Improvement
Committee (Quality Assurance). The
Committee will then determine the need for
further audits and reports.

Director of Nursing will be responsible for
continued compliance,

Correction date; January 14, 2007
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11/21/08 the physician ordered an antibiotic,
Augmentin, Review of the C & S report dated
11/17/06 revealed a positive culture for
methicillin-resistant Staphylococcus aureus
(MRSA which was an antibiotic resistant
bacteria). Review of the antibiotic sensitivity
report revealed MRSA was not sensitive to
Augmentin.

c. Interview and medical record review with the
director of nursing (DON) on 11/28/06 at 3:33 PM
revealed the DON was unaware of the
Augmentin's resistance to MRSA. She confirmed
ihe reason for the medication was to treat the
infection in the left gluteal pressure sore.

2 Review of the 11/06 physician's orders for
resident #15 revealed sihe was admitted with
diagnoses including benign prostatic hypertrophy
(BPH). Review also revealed the resident
received the medication Ditropan (prevents
pladder spasms) and Flomax (used to treat
symptoms of BPH). Review of the 7/6/06 drug
regimen review (DRR) revealed the pharmacist
recommended discontinuation of the Ditropan
because the drug was known to have a high risk
of adverse drug reactions with the disease. In
addition, the pharmacist recommendation on the

7/6/06 DRR noted the combination of the

i Ditropan and Flomax had potential to counteract
i each other. Further review of this DRR revealed
+the physician wrote a note to discontinue the

41D | SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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| hi DEFICIENCY) \
i This Plan of Correction is the center's credibla
I . allegation.ofcompliance ) b
F 329 | Continued From page 36 F 329
resident progress notes revealed documentation gggfs’fl’;‘:""’” ‘?‘_‘:’70? e;e?“fffm of this plan of correction
there was-a."foul smell from stage Il on glute not constiute admission or agreement by the
— m— :q_fwf - gli - provider of the truth of the facts alleged or conclusions
[giltEal dlieel]. uH=1_='1=l’=1Aﬁ@'ﬁﬁiﬂ:ﬁl’t&h{l——_—aﬁs_ —refforiEinhessiglteme g hcieneres et !
[culture and sensitivity]-obtained-from woundfo Zavreciion s prepared andlor executed SoTey Becanise
leftbuttockarea.” Then on 1 1120/06-at10-AM-the 1715 Fequired by The provisions of Jederd] arnd S iaw.
- Hurse documented faxing the results.of the C &S| _ F-33 i : ' -
to the physician. -331 Anti-psvchotic Drugs -~~~ = - -Completi
p. Review of physician orders revealed on . on Date:
Corrective Action for Identified Resident Jan 14, 200
2

The Physician will review all anti- psychotic
%nedlcations for resident #29 and reduce if
indicated, otherwise a note will be written
stating the contraindication.

Identification of Residents with Potential
to be Affected

All residents on anti psychotic drugs have
the potential to be affected

Corrective Action to Prevent Recurrence

The Staff Development Coordinator or
designee will inservice the Psychotropic
Team by 1-8-07. This inservice will inform
the Team that Residents who are on anti
psychotic drugs need to receive gradual dose
reductions, and behavioral interventions
unless clinically contraindicated, in an efffort
to discontinue these drugs. Documentation
of such attempts also needs to be a part of
he clinical record.

3u1:1‘e.llt residents on anti psychotics will be
ev1ew‘ed by 1-14-07 for gradual dose
teduction attempts and if needed such

1
\
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by:

Based on medical record review and resident and
staff interview, the facility failed to ensure dose
reductions or documented clinical
contraindications occurred for one (#29) of two
sample residents who required antipsychotic
medications. The findings were:

Corrective Action for Identified Residents

Director of Nursing has educated residents
#15, #23, #26, #29, #30 and #32. A late

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE cOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)}
\ This-Plan-af Coppection-isthetemer sTredibie
F 329 Continued From page 37 FT_B_QQ;7allegarion,az,compliancz
{ Ditropan on 7/14/06. The following concerns were Preparation and/or execution of this plan of correction
identified: does not constitute admission or agreement by the
&-On-10/6/06(89 days later) licensed }: Ih of I ct alleged or conclusions
practicalmorse ff3:§=n’0't'epll=tﬁej3i:0:37_';' ; ' ca?rﬁ‘ﬁm}'_'WTiE;;;ée
h, Review Or (he resIiuctils NMealication s regwived Oy the provisions of federalarad state-fow.
Administration=Record-(MAR}-revealed-the : : -
= Tesident received the Ditropan daily throughout - |- - -reductions-will be-instituted-and if - - -
July, August, and September despite the fact the contraindicated such documentation will be
physician ordered the drug be discontinued on put into the clinical record
7114106,
c. Review of the 10/06 MAR revealed the Monitoring/Quality Assurance
medication was finally discontinued on 10/4/06.
d. Interview with the director of nursing on The Director of Nursing or designee will do
11/29/086 at 5:30 PM revealed facility practice was monthly audits for 3 months to monitor for
for nursing to transcribe the recommended order compliance with the gradual dose reduction
from the DRR to a telephone order and sent to attempts for residents on anti psychotics.
the physician for signature. She further stated the The Director of Nursing or designee will
medication was given in error from 7/14/06 report compliance monthly to the
through 10/4/06 because the nurse did not follow Performance Improvement Committee
the facility protocol for transcribing orders. (Quality assurance). Atthe completion of
F 331 | 483.25(1)(2)(i)) ANTIPSYCHOTIC DRUGS F 331} the 3-month audits and reports the
§5=D , Committee will then determine the need for
Based on a comprehensive assessment of a further audits,
resident, the facility must ensure that residents
who use antipsychotic drugs receive gradual dose Responsible Party
reductions, and behavioral interventions, unless The Director of Nursing will be
clinically contraindicated, in an effort to responsible for continued compliance.
discontinue these drugs. _
Correction date: January 14, 2007
This REQUIREMENT is not met as evidenced F-334 Influenza and Pneumococeal Completi
Inmunization - .| on Date:

Jan 14, 200
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xay 1o | SUMMARY STATEMENT OF DEFICIENCIES | o | PROVIDER'S PLAN OF CORRECTION )
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX | {EACH CORRECTIVE ACTION $HOULD BE j COMPLETION
TAG | AEGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENGED 7O THE APPROPRIATE | DATE
| ‘ ‘ DEFIGIENCY) i
' 7 o t
ijF:S{Hf\:Geminued:Er;omfnaq,e g \ F 331 \ -"-‘7-»‘*@nzafGorre&rmn:.ir;rim:semer-iwma’ib.’. ! )
I . - — |__allegation qf compliance !
| Medical record review for resident #29 revealed l S
: physician orders which showed the resident ‘ Preparation and/ar executtan of this plan of correction |
T received Scroquel (AITantipsyens ieradication . does noi constitute admission or agresment by the :
Used to treat schizophreniaj 100 (mifigrars—————— ;gf"‘" BEof et tiejactsatieged o conetnaions—
p . P ] o i The STaTeAEnT of deficienciar. T he pian o ————
- evely-evening Further feGord review fafled tor o
— reveal dose reductlon_s;were—attemp’tedﬂﬁéih,%@ IriT Peqpitreet by iie provisions of Jederal el FGTE ln";:}
| was no evidence a dose reduction was — — - : —
contraindication, interview on 11/29/06 at 430 entry has been completed stating vaccination
PM with the facllity's district director of clinical history and teaching. Resident #4 has been
operations revealed the facility was unabte to find re-offered the vaccine but continues to be iIL,
ihe documentation related to dose reduction When resident #4 is well enough the vaceine
history andfor documentation of clinical will be re-offered.
“ contraindication to a dose reductioh.
F 334 |1dentification of Residents with Potential

F 334 | 483.25(n) INFLUENZA AND PNEUMOCOCCAL
$8=8 | IMMUNIZATION

l The facility must develop policies and procedures

that ensure that --

(i} Before offering the influenza immunization,
gach resident, or the resident's legal
representative receives education regarding the

| benefits and potential side effects of the
immunization,
(if) Each resident is offered an influenza
immunization October 1 through March 31
annually, unless the immunization is medicalty

! contraindicated or the resident has already been

immunized during this time perlod,

(iit) The resident or the resident's legal

| representative has the opportunity to refuseé

immunization; and

(iv) The resident's medical record includes
documentation that indicates, at & minimum, the

| following: .

i (A) Thatthe resident or resident’s legal

| representative

| immunization; and .
! (B) That the resident eithar received the

| \ne benefits and potential side effects of influenza

|
|

was provided education regarding \

|
|
1

to be Affected
All residents have the potential to be
affected,

orrective Action to Prevent Recurrence
he Staff Development Coordinator or
esignee will inservice the licensed nurses
y 1-12-070on:
hé requirement {s that all eligible residents
re to be offered the influenza immunization
nnually and pneumecoccal immunization
er guidelines of an initial immunization
ith a possible second immunization in 5
cars) and that there is documentation of |
accination history and of education of the
resident ot the resident’s legal representative
ot the benefits and possible side effects of
ilmunization. |
i
D‘\onitoring}Quality Assurance
The Director of Nursing (DNS) or designee '
will do an audit of facllity residents to ensure L
alj vesldents are offered the Immunizations |
pér regulations and that the pertinent |

' t
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| N DEFICIENCY) i
- is Plan ¢ fion i : .

F 331 Continued From page o) F 3’2“. m’fpgnﬁnn Qfﬁijf;:;;c;;?;s the center's credible l
Mhedl_cgl record review for resident #29 .revealed N |
physician orders which showed the resident doos ot constitule admission or agreement b rrection

“Feruived-Seroquel(An- ip sychotic medication provider of the truth of the facts alleged or c[i; chisions
used fo freat schizophreniay Ta0-Fg-, A g rams) = g T A s e e & TR R
T I . . ﬁ—i= - = = =
every-evening. Further record review-failed-te f:’;”i” To7 15 prepared and/or execuled Solely bocatse —
. | reveai dose red uctions-were-attempted-and there quiredt by the provisions of federat arel state layr.
was no e\flde_nce d dose redUCHON Wag -~ |- ~—— - |~entry-has been-completed-stating-vaccinati L
contraindication. Interview on 11/29/06 at 4:3 history and teachi g vacaination=i= =
PM with the facility's district director of clinical ng.
operations revealed the facility was unable to find Identification of Resi .
the documentation related to dose reduction to be Affect '210 esidents with Potential
history and/or documentation of clinical ¢
contraindication to a dose reduction. All residents have the potential to b
F 334 | 483.25(n) INFLUENZA AND PNEUMOCOCCAL F 334| offected 0 be
58=B IMMUNIZATION '
i - Correetive Acti N
The facility must develop policies and procedures rective Action to Prevent Recurrence
that ensure that -
. ; . . N The Staff D e
(i) Before offering the 1nfl‘uenza immunization, designee Wiﬁ"f&gg&i‘:g"?} dinator or
oach resident, or the residents legal by 1-12-07om: o licensed nurses
representative receives education regarding the The requiremént is that all eligible resid
) . . '8
Fg&ej::;:{;gnmtenual side effects of the are to be offered the influenza immunilzzililéi
(i) Each resident is offered an influenza E('Sguguij;a{?d Plleft‘lmococcal immunization
) A r guidelines of an initial immunizati
immunization October 1 through March 31 with a possible second immunizat tion
annually, unless the immunization is medically years) and that there i unization in 5
contraipdiga{}eq or ’ttll:.e rtgsident.haés already been vaccination E;Sto:;z:]sdd;’fc gé?len?tmn foﬁ
immunized during this time perioa, . ) cation of the
) : ) resident or the resident’s legal repre :
5€
(i) The resn_dentor the resident's legal on the benefits and bossibl f % pf ntative
representative has the opportunity to refuse mmunizat P side effects of
immunization; and : : ation.
(iv) The resident's medical record includes Monitori )
documentation that indicates, at a minimum, the nitoring/Quality Assurance
foltlowing: _ .
(A) Thgt the resident or resident's legal E’lﬁi ]d)“ecmr of Nursing (DNS) or designee
representative was provided education regarding " r'es(i) dae,ltlltaUdlt ngmlllty residents to ensute
the benefits and potential side effects of influenza » 'S are o fered the immunizations
 immunization; and i per regulations and that the pertinent
| (B) That the resident either received the
i i o~
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES iD SROVIDER'S PLAN OF CORRECTION ! (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY) )
T g AL L
:” ? rw o CorreTion i3 ihe cenler's credible
F33 egation.gf.compliance. \
| 3
]
\

influenza immunization or did not receive the
influenza Immunization due to medical

FPreparation and/or execution of this plan of correction
does not constitute admission or agreement by the
ovder of the truth of the facts alleged or conclusions

EontrancICate

GO ks
= Horththihestatementardefictencies—thepiarof
r= i)

correction 18 prepared and/or execiled So.(é{v Becaiise

The mcuity‘must-develop—pelic—;ies-and_proc.e_d_ures

1775 required by the provisions of jederdl and siate law

thatensurethat—
(i) Before offering the pneumococcal
immunization, each resident, or the resident's

the benefits and potential side effects of the
immunization;

(ii) Each resident is offered a pneumococcal
immunization, uniess the immunization is
medically contraindicated or the resident has
already been immunized,

(iii) The resident or the resident's legal
representative has the opportunity to refuse

immunization; and
(iv) The resident's medical record includes

following:
(A) That the resident or resident's legal

the benafits and potential side effects of
pneumococcai immunization; and
(B) That the resident either received the

contraindication or refusal.

and practitioner recommendation, a second

years following the first pneumococcal

refuses the second immunization.

L

legal representative receives education regarding

documentation that indicated, at a minimum, the

representative was provided education regarding

pneumococcal immunization or did not receive
the pneumococcal immunization due to medical

{v) As an alternative, based on an assessment
pneumococcal immunization may be given after 5

immunization, unless medically contraindicated or
the resident or the resident's legal representative

record. The resuits of this audit will be
reporte_d to the Performance Improvement
Committee (Quality Assurance) upon
completion of this audit.

Dll'El:CtOI‘ of Nursing or desigriee will also
audit wgekly through March 31, 2007 for the
proper immunizations, education and
documentation for new admits.

The Director of Nursing or designee will
report compliance to the Performance
Improvement Committee (Quality
Assurance) monthly through March 2007.

The Comunittee will then determine the need
for further audits and reports.

esponsible Party
he Director of Nursing will be
responsible for confinued compliance.

Correction date: January 14, 2007.

F-Tag 356
Nurse Staffin

Corrective Action for Identified Residents

No specific residents were identified.

-1~ documentation is presentintheir clinical—- |

Completi
n Date:
Jan 14, 2007
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o410 SUMMARY STATEMENT OF DEFICIENCIES LD PROVIDER'S PLAN OF CORREGTION L)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE | CCMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
] DEFICIENCY)
This Plan of Correctinn is the cerder's-eredibie
allegation-ofcompliance
F 386 | Gontinued From page-50 F386| " T |
no progress notes for the 6/28 106 visit. grepamtion arlza'/or exec:ut.f'on of this plan of correction
= apz! 483 40() \ EREQ IENGY OF PHYSICIAN F 387 oes not constifule admission or agreement by the
e ""IE— a = ——— — - provtder ofthe truth OffhefaCfS alleged or conclusions
55=D | VISITS — ' TR eSO e e Ies— LN T

correction is prepared and/or executed solely because

it is required by the provisions of federal and state law.

-l ] ¥
e resident-must

he seen by a physician atleast

SR oS+

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 mat as evidenced
by:
Based on medical record review, transport
calendar review, and staff interview, the facility
failed to ensure physician visits occurred for two
(#30, #32) of eleven sample residents.

MY
1. Review of the physician's progress notes for
resident #30 revealed visit notes for 9/29/06, an
opthomology note dated 11/18/05, and another
physician visit note on 6/15/05. Interview and
review of the facility transport calendar on
11/28/06 at 3:33 PM with the director of nursing
(DON) revealed the resident attended an
appointment at the physician's office on 6/28/06.
Progress notes faxed from the physician's office
documented visits on 6/28/06, 6/15/06, and
1/92/05. There were no documented visits
petween 11/18/05 and 6/15/06 (nearly seven
months) and between 6/28/06 and 9/28/06
(approximately three months). G efo\

2 Review of the medical record for resident #32
revealed the resident had a lapse between
physician visits. Review of the physician progress

| Grica every 30 daysfor the first 90-days after——....}

A M

Identification of Residents with potential
to be affected

Any resident has the potential to be affected.
Corrective Action to Prevent Recurrence

The Director of Nursing (DNS) has started a
ﬁle for the daily postings of nursing staff
information from the date of exit of the
survey, 11/30/2006.

The Director of Nursing (DNS) or designee
will leeep a file for that Staff Posting. The
Director of Nursing (DNS) will assure that
the posting are returned by setting up a
system and in servicing the nursing staff on
the system to assure that the staff posting are
returned to the Director of Nurses (DNS).

Monitoring/Quality Assurance

T'he Director of Nurse or designee will do
weekly audits of the Staff Posting file for 6
weeks to monitor compliance. At the
pompletion of the audits the Director of
Nursing will report compliance to the
Performance Improvement Committee
Quality Assurance). The Commitiee will
When determine the need for any further
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(X4) 1D ] : SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
PREEIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
1 _ DEFICIENCY)
| - This Plan of Correction is th ter ;
F 387 | Continued From page 51 F-387-—allegation-o f:eampz;;wm,s e cenier’s credible
notes revealed the physician wrote progress Preparation andl . .
notes during a visit on 3/2/06 and then, on does nozcansﬁzu;;r;;;ﬂ;g: ﬁfféfiﬁﬁﬁff G:;:mm
7 ;;'@;@[ggg%andg-h#me Ht:h-s-l ater ) nterview provider of the truth of the facts alleged or caJ;clssians
and review of the facility trarsport-calendaron FLLZLSLS LI e e S e
11/28/06.at 3:33 PMwitf the DON revealedthe ff.r rection is prepared andlor exccuted solely because
~calendar-only decum ented tr aﬂSPO{tBCﬂ}u’ity. Is required Dy the provisions of jederal and stafe law.
including transport to physicianoffice - e =
; audits/repotts.
appointments, back to July 2006, POTLS
F 428 | 483.60(c)(1) DRUG REGIMEN REVIEW F 428 Responsible Party
§8=D The Director of Nursing will be

The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, and staff
interview, the facility failed to assure the drug
regimen was reviewed at least monthly by a
pharmacist for two (#20, #26) of 12 sample
residents. The findings were:

1. Review of the face sheet showed resident #26
was re-admitted on 8/25/08 (3 months ago).
Review of the medica! record revealed no
monthly pharmacist review sheet. On 11/28/06 at
5:53 PM, when questioned about it, the director of
nursing (DON}) provided a pharmacist
recommendation for the resident dated 10/6/06.
On 11/30/06 at 9:25 AM, the DON stated the
medical record should contain a yellow pharmacy
review sheet, but did not. The DON stated there
was no evidence to show the resident's drug
regimen was reviewed other than the one time in
October.

2 Review of the drug regimen review pharmacist

‘i signature log for resident #20 revealed there was

responsible for continued compliance.

Correction Date

January 14, 2007

F-Tag 368 Completi
Frequency of Meal on Date:

. ‘ Jan 14, 2007
Corrective Action for Identified Residents

No specific residents were identified.

Identification of Residents with potential
to be affected

Any resident has the potential to be affected.
Corrective Action to Prevent Recurrence

The Staff Development Coordinator (SDC)
will inservice the nursing staff on nightly .
offering and distribution of HS snacks and
the documentation of the offering and
distribution of snacks by 1/14/2007.

42
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KA | SUMMARY STATEMENT OF DEFICIENCIES " D PROVIDER'S PLAN OF CORRECTION i)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
This Plos-ofL, I?'-EFI.ClENCY) I'
— — - ””am”m-:,:rﬂum.n.f:——rsmw.‘ fers credible |
F-334 - Continued From-page 40— F 334 gation-of-complianee, |
Preparation and/or execution of thi : ;
This REQUIREMENT is not met as evidenced ot ot comsints st oy agréement by
E— provider of the triith of the facts dlleged or conclusions
Based-on med.icai racord review. Stalf mierview, —— co;‘feici et fententnaeReieteies—Fheplai—
and policy and procedu re-review-the-facility failled g m533SZﬁfﬁfﬁfﬁﬁfifﬁfi}gfféifafﬁiﬂ’ffi"“‘“’

e s Tio-ensure-one (#4).of seven_residents whowere e -
eligible for flu vaccination was offered the N RS
vaccination. In addition the facility fafled to Monitoring/Quality Assurance B
document vaccination history and/or teaching for
six (#15, #23, #26, #29, #30, and #32) of seven The Director of Nurse or designee will do
sample residents. The findings were: weekly audits of the Individual Resident

Meal Intake Record sheet for 6 weeks to
1. Review of the immunization record in the monitor compliance. At the completion of
medical record showed no evidence resident #4 the audits the Director of Nursing will report
received the influenza vaccine in 2008. Review of compliance to the Performance Im mvenlz t
nursing notes showed no documentation why the Committee (Quality Assurance) Tphe e
resident did not receive the vaccine. During an Comumittee will then determine the need f
intarview on 11/28/06 at 8:55 AM, the director of any further audits/reports. ot
nursing (DON) stated the resident did not receive
the flu shot because sihe was ill. The DON stated Responsible Party
the medical record did not contain documentation The Director of Nursing will be
regarding why the resident did not receive the responsible for continucd compliance
vaccine, ’
Correction Date
2. Review of the immunization record in the
medical record showed no documentation Eanum-y 14, 2007
resident #26 had received the pneumococcal
vaccine. During an interview on 11/29/06 at 8:55
AM, the DON stated upon admission, the F-Tag 371 } _
resident's family stated the resident had already Sanitary Conditions — Food Pr ompleti
received the pneumococcal vaccine. The DON Service od Prep & n Date:
confirmed the medical record lacked T Jan 14, 2007
g;ﬁﬂ?g?:ﬁgﬁg;&?ﬂipneumo_cocém vaccination Corrective Action for Identified Residents
: o specific resi ‘e identif
'3, Review of the resident medical records ' auszges l\;:féfcs lsifggi:delfﬁc:gf E:Lﬁe('i. :
revealed the following concerns related to lack of and the microwave was cleaned dm{cmwave
documentation for vaccination history and/or cleaned during
vaccination teaching for individual residents: ‘
- | 7|
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o |l o . This Pldin af Correciion Is the center’s credible
F-334--Continued-From-page-4- 334 allegation of compliance

_| However, review of the entire medical record

a Review of the immunization records for-
resident #20 revealed s/he refused the vaccine.

Préparation aridior éxecution of this plan of torrection
does not constitute admission or agreement by the
prowder of the tmth of the facts a[!egea’ or conclu.s'mn.s

reveaediherecwas-no—evidence-adtCatioWas——

correcrn tsp?epmd‘andfwm (27 T_Ul?ly_‘b‘erm

orovided-for-the-resident-regardingtherisks.and

itHisvequired-by-the provrsaons-q)%deml and s!ate—law

benefits.

—b- Review-of the-immunization-records.for—___ | __.___

resident #15 revealed s/he received a flu vaccine |
on 10/24/06. However, review of the entire
medical record revealed there was no evidence
education was provided for the resident regarding
the risks and benefits.

¢. Review of the medical record for resident
#29 raevealed a vaccination sheet which
documented the resident received flu vaccination
on 10/21/08. Further review of the medical record
failed to revealed documentation of teaching
done.

d. Review of the medical record for resident
#30 revealed resident progress notes dated
10/24/06 which documented the resident received
flu vaccination on 10/24/06. Further review of the
medical record failed to revealed documentation
of teaching done.

e. Review of the medical record for resident
#32 revesled a vaccination sheet which
documented the resident received flu vaccination
on 10/6/08. Further review of the medical record
failed to revealed documentation of teaching
done. -

Interview with the DON on 11/28/06 at 3:33
PM revealed the facility administered vaccinations
as ordered by physicians. She stated only
cognitive residents received verbal teaching and
the teaching was not documented.

4. Review of the facility's policy titled,
"Preumococcal Vaccination”, #PRO 68010-01
and "Influenza Program," #PRO 56010, included

were thrown out during survey. Popcorn
machine has been taken apart and cleaned on
12/4/2006. The refrigeratots at the nurse’s
have been cleaned out during survey.

Identification of Residents with potential
to be affected

Any resident bas the potential to be affected.
Corrective Action to Prevent Recurrence

The Dietary Manager has developed and
implemented a cleaning schedule to address
the microwave, The Dietary Manager had
re-inserviced the dietary staff on the Policy
of covering/labeling of items in the
Refrigerators in the dietary department.

The Activities Director had developed and
implemented a cleaning schedule for the
popcorn machine after each use.

Then Director of Nursing {DNS) has
developed and implemented a cleaning
schedule for the refrigerators at the nurses
station and the Staff Development
Coordinator (SDC) will inservice the staff
cleaning of the nurse station refrigerators.

y

- -survey; Theuncovered/unlabeled-milkshake§-— ——-
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This Plan of Corvection-

ip dlo gl fact
AH-CEtIer S CTetivie

allegation-of compliance.

a daily basis:
o Facility name,

yocational nurses

standard.

staffing data for a
required by State

The facility must post the following information on

o The current date.
o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:

- Registered nurses.

- Licensed practical nurses or licensed

- Certified nurse aides.
o Resident census.

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readable format.

o In a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or written request,

make nurse staffing data available to the public
for review at a cost not to exceed the community

The facility must maintain the posted daily nurse

(as defined under State law).

minimum of 18 months, or as
law, whichever is greater.

B RG '43'3j‘3‘0‘(é)"NURSE'STAF‘F'ING"" B I

| This REQUIREMENT is not metas evidenced

| |

FORM CMS-2567(02-99) Pravious Versions Obsclate Event D 6C401

i
!
1

Monitoring/Quality Assurance

The Director of Nurse or designee will do
weekly audits of the nurses station
refrigerators for 6 weeks to monitor
compliance. At the completion of the audits
the Director of Nursing will report
compliance to the Performance Improvement
Committee (Quality Assurance), The
Comumittee will then determine the need for
any further audits/reports.

The Activity Director will do weekly audits
on the popcorn machines and after each use
fore 6 weeks to monitor compliance. At the
completion of the audits the Activity
Director will report compliance to the
Performance Improvement Committee
Quality Assurance). The Committee will
hen determine the need for any further
udits/reports.
he Dietary Manager will do weekly audits
f the microwave and the refrigerator for 6
eeks to monitor compliance, At the
qmpletion of the audits the Dietary Manger
ill report compliance to the Performance
Improvement Committee (Quality
ssurance), The Comnittee will then
determine the need for any further
apdits/reports,

i

7
\5&‘7

“F 334 | Continued Frompage-42 - F334]
interventions such as screening residents for 5;‘*1"””"“0” andlor execution of this plan of correction
eligibilityside effacts and benefit teaching, prziiggiz;?;gtfrftzi?;;ﬂ;n ?r “;‘?m"’e"’ by the
——s =5 — . Vi ] 2 i
o umentation, ang-aamimstaton—_Lne: e
. _lnca Q_GQIQEL'[LI T }g:tg_:[esident%andfof authorized correction is prepared andior execiled sb!eb}"’!;:‘c,;;;e =
persons R ———— R . I8 requilred 0y ihe provisions of federal ana siaie caw.
F 356 -
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This Plan of Courection-is-the-senter'screditte——
——F 356 Continued-From-page 43 EAgg [ esation.ofcompliance
by: Preparation and/or execution of this plan of correction
Based on observation, staff interview, resident does not constitute admission or agreement by the
rienieW At VSO polC ARt prOCaU S . oyder af the truth of the facts alleged or conclusions
L facily.foled to.ensure records of nlrse SIafing
_ iRfafniation posted for each shiftwere keptthe - | - | . L5 fequired bythe provisions of Jederat ad State Taw.
| —Irequired eighteen-months. The findings were. —— |~ — S
Observation of the facility revealed the number of Responsible Party
staff was posted for each day of the survey. The Administrator or Designee will be
However, interview with the director of nursing on responsible for continued compliance,
11/30/06 at 8:40 AM revealed she did not keep
the postings. She further stated she had no Correction Date
record of postings from the past eighteen months
as required. January 14, 2007
F 368 | 483.35(f) FREQUENCY OF MEALS F 368
SS=E
Each resident receives and the facility provides at F-Tag 386 Doctor Progress Notes Completi
least three meals daily, at regular times on Date:
comparable to normal mealtimes in the Corrective Action for Identified Residents | Jan 14 é007
community. ’
Resident #29°s medical record has been
There must be no more than 14 hours beiween a updated to reflect a current physician’s
substantial evening meal and breakfast the progress note.
following day, except as provided below. Resident # 30’s medical record has been
updated to reflect a current physician’s
The facility must offer snacks at bedtime daily. progress note. Progress notes were received
from doctor’s office for visit on 6/28/06.
When a nourishing snack is provided at bedtime, Identification of Residents with potential to
up to 16 hours may elapse petween a substantial be Affected
evening meal and breakfast the following day if a
resident group agrees to this meal span, and a All residents have the potential to be
nourishing snack is served. affected.
Corrective Action to Prevent Recurrence
This REQUIREMENT is not met as evidenced A system will be set up by the Director of
by: Nursing or designee to track doctor’s
Based on resident and staff interview, and policy :
i and procedure review, the facility failed to assure \3(50
I
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TAG \ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
Tz Pian of Correction is t Y .
= 7['-%368—790nﬁ ﬂU@d Eer :oage,,,44 — - F;a6‘8=‘:allggﬂ”@n;gﬁgeniﬁz,jz’::s he center's credible
cach resident was offered a bedtime snack. The 7 T Ve el S
i i paration andl ; ; ——
| facility census was 43. The findings were: does not ii'ifffmfmiffﬁfiﬁ Sf?;ie’ii‘iﬁn?ﬂff Z,Zi“‘”"
=F — = — —— provider of the truth of the facts alleged or conclusions
4 D B H H PR P P SC O S —m— : — T—— -
B Y 12| EI;E?BQ cs;mfédoz?gh“;\! mtgawe;u o{ tfndr?nbluc! is-on B gl
at-. W, resi en S,.S a_'f? . BLYQIG noty | #isrequired by Ihe provisions of federal bt
o — = |-FeCeive-bedlme | S[]'@(_)KS:[_Q}_.IHnelyflfney—bmb’:‘:dﬂn S BR AR federal and state law. N
overhead announcement was made around 7 PM-| -~ | appointritents and th i
) gt S S
that snacks were available and they could go get nlcjaltjes fmmntsoa;;dathe;jje:emng oFprogress R
what they wanted but that staff did not personally The Director ole?rg' ” "ffgts' -
offer snacks to each resident. Concern for those service the licensed sin%f(b 006 s
residents unable to hear the announcement or timely receiving of o 01/05/06, on the
who were unable to'go o the front to obtain their '| residents who ggo ouI: t(;g;::stg;lreslfo;m
| snacks was verbalized by residents. as well as ensuring that progress ];ofes ;:s
. . . , completed when physician comes int
2. During an interview on 11/29/06 at 9:10 AM, resident. This in-service will als i ? fjee-a
the dietary manager stated all residents should information regarding h © inctude the
receive bedtime snacks. The dietary manager iracking doctorg°s : “%) in‘i“’ the system for
stated the kitchen provided nursing staff with ppointments will work.
snacks for residents. : Monitoring/Quality Assurance
3. During an interview on 11/29/06 at 1:15 AM A . .
1 d . n .
with certified nurse aide (CNA) #14, she stated the z;lggf gérwnl,gclfgndfveloped to monitor
she worked both evenings and nights and that - receiving of progress £ Eippomtm_eﬂts and
b.edtlme snacks were brought on a tray from completed week%y forn; \:Zeésugrllt; twh111 be
dietary around 7 PM in the evening. She stated monthly for 2 months, Resuls of en
an overhead announcement was made that will be reported e s of the audits
anacks were available and residents would then Improvenlljent% to the Perforimance
go to the snack tray and get what they wgnted. ssurance) and Ct’;nmlﬁi? (Quality
The CNA further stated that if staff had time they @Ommue | noed f“?y will determine
would take the tray to each room to offer a snack need for monitoring.
but that rarely happened because staff were too R .
busy. f:sponsﬂ)le Party
Director of Nursing or Designee
4. During an interview on 11/30/06 at 8:36 AM, Correcti
| resident #4 stated the facility did not provide ;nu';:_c '&“ ;’“te
snacks in the evening. The resident added “well, {anuary 14, 2006
if they do they don't come in here." The resident
| stated hefshe would eat a shack if it was offered. v‘/]
1 .
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serve food under sanitary conditions.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and review
of facility policies and procedures, the facility
failed to ensure expired and/or undated foods
were not available for use, and that equipment
was maintained clean. The resident census was
43. The findings were:

1 Observation during the initial tour of the kitchen
on 11/27/06 at 3:43 PM revealed the inside of the
microwave oven had splatters of dried food debris
on the top and ail sides. A plate of uncovered
sausage links was located inside the microwave
oven. Observation of the microwave oven on
11/28/06 at 7:25 AM revealed the top and sides
remained splattered with dried food debris, During
an interview on 11/28/06 at 10 AM, the dietary
manager stated the microwave oven should be
cleaned out daily. According to Food Code 2005,
U.S. Public Health Service, 4-60.11: ".(B) The
fond-contact surfaces of cooking equipment and
pans shall be free of encrusted grease deposits
and other soil accumulations. (C}
Nonfood-contact surfaces of equipment shall be
kept free of an accumulation of dust, dirt, food

Resic'ie_nt #30 has an appointment to see the
physician on Dec 27" 2006.

Resu_lc_nt #32 has an appointment to see the
physician on Jan 3™ 2006.

Identification of Residents with potential
to be affected

All residents have the potential to be
affected by untimely doctor visifs.

Corrective Action to Prevent Recurrence

A system for monitoring when doctor’s
vi§its are needed will be developed by the
Director of Nursing or designee by 12/30/06.
’Ijhe Director of Nursing will in-gervice the
licensed staff and medical recerds on the
system for monitoring and importance of
timely doctors visits for residents, by
01/05/06.

Monitoring/Quality Assurance
Audits monitoring the system will be

completed weekly for 4 weeks then monthly
for 2 months to ensure efficacy of the

(X4 1D i SUMMARY STATEMENT OF DEFICIENCIES -+ iD PROVIDER'S PLAN OF CORRECTION [X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED 7O THE APPROPRIATE DATE
DEFICIENCY)
: This Plan-efCorrection-isth : -
. allegati o
— | F368lcContinued-Frompagedd F 368 gation-of-compli
5. In addition, during an interview with resident "~ | " Preparation andlor execution of this plan of correction|
| #200n 1 1/30/06 at 8:40 AM, s/he stated shacks does.not constitute admission or agreement by the
- erenotofiar e T {Drr‘o;ta’ri f’f: thtrut'hr of the facts c?llegled O% conclusions
routinerbasis' - cor;;;:!io i s e B e
1 et prepared and/or execuled solely b 3 '_
= 371 483.35()(2) SANITARY CONDITIONS - FOOD | - F 37| WRTequred byt provisions f fder ik Ao
Ge-E|PREP&SERVICE | '
- ':"F'—T'a‘ﬁ 387 ~Doctor Visits— —— - "_Compléti-'
The facility must store, prepare, distribute, and o Date-
Corrective Action for Identified Resident | Jan 14, 20(

&
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x4y 10 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX | (EACH GORRECTIVE ACTION SHOULD BE ] COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEE\' lTE?\l g:i)E APPROPRIATE ‘i DATE
DEF :
Fhix Pl gl Correction is th fer' i
- F-374--Continued-From-page-46 g7 {r{——ablegation-of-compliance ¢ conter's credibie \
residue, and other debris.” o Preparation andior execution of this plan of corvection|
_ L does ‘nm constitute admission or agreement by the "
—— 5 hseralionotHe-reach=t-t st _provider of the truth of the facts alleged or conclusions
kitehen on11/27/06 at 3:43 PM reveaed two e oS — e —
| envered. unlabeled cups containing a white IE g s b execuled solely because
ol --frazen_liquid,._O_bservaticn*onftl_'/2'81Ub—at:.r1,25,Ai‘u‘. Fred by The provisions of Jederal an State 1aw.
revealed the uncovered and uniabeled cups T T systenn " Reports will berg
. - ; - will be to o
o ined. On 11728106 at 1:45 PM, the dietary Ao Impmvmfeilt"ggrfn?;
manager stated the cups contained homemade (Quality Assurance) and further I‘l’ll ec
milkshakes, and she threw them out when she will be determined by the Pér formg:ltormg
. ce
noticed them. ‘ Improvement Committee (Quality
' . . ) Assurance).
3. Review of the facility's policy "Food Storage
Guide" (TL 8829, 10/31/08) revealed "...Discard
leftover foods that have not been used within Responsible P
three (3) days of preparation of soon if indicated Dirt[:)ctor ofeNI:]rrsti)]; or Desi
on the food storage guide. Leftover food is stored g or Lesighee
in an appropriate food storage container, labeled, Correction Date
and dated...” January 14, 2006
4. According to Food Code 2005, U.S. Public
Health Service 3-501.17: Date Marking. F-Tae 42
- 8 g ..
' Refrigerated, READY-TO-EAT, POTENTIALLY g 428 Pharmacy Review Completi
{IAZARDOUS FOOD (TIME/TEMPERATURE Corrective Action for Identifi , on Date:
CONTROL FOR SAFETY FOOD) prepared and \ction for Identified Residents |Jan 14, 2007
held in a FOOD ESTABLISHMENT for more than Resident )
24 hours shall be clearly marked to indicate the éoﬁpf;:eji?lhlg;géug feime feview
Jate or day by which the FOOD shall be Resident #26 had & drug resime revi
consumed on the PREMISES, sold, or discarded, completed on 12/4/06 B reglme review
based on the temperature and time combinations :
specified below. The day of preparation shall be Identificati . )
counted as Day 1. (1) 5°C (41°F) or less for a o iltfgltff':lof Residents with potential
maximum of 7 days, cle
, Al reside ;
5. According to Food Code 2005, U.S. Public Ml residents have the potential (0 be
Health Service, 4-60.11: v {B)The food-contact F '
surfaces of cooking equipment and pans shall pe Corrective Acti
' free of encrusted grease deposits and other soil ction to Prevent Recurrence
accumulations. {C) Nonfood-contact surfaces of ' i ‘XC\
Event |D; 60401 Fagility |D: WY0029 If continuation sheet Page zy of 65
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F 371 Continued From page 47

f This Plan of Correction is the center's credible ‘
&

equipment shall be kept free of an accumuiation - Praprarian snlor sssTTai o TS plar o sorectio

£ H H f 1
of dust, dirt, food resudue,r and other debris. does not constitute admission or agreement by the
== ——————— = — = —— poyld,er "f‘h?f’"’ifh,ﬂf{l’?e[ﬂc{? alleged or conclusions
6. Observation of the acuvityarea o206t ——setforlthestatemental-deficiencies— e plarof =
4-00 PM revealed there was a tabletop popeorn correctar s prepared ana/or oxeculed solely because |
—|-—— — _ popperlocatedin the-activity founge-area. The Fequired by The provisions of federal and state law.

popper portion and the interior of the popper had . ,
popcorn hulls and pieces of popped corn. The ‘],;,lilﬁ ﬁl:glgﬁgi}]or a}‘lld Director of Nursing
sides of the machine had a grease film. The review surve ﬁnzp armacy consultant a_nd
popcorn scoop was lying in the bottom of the meeting a 15:1 ‘Illrll;\gs' As a result of this
machine, coated with popcorn pieces and grease that: plan will be put in place to ensure
film. Popcorn, un-popped kernels and hull pieces ) ' All residents h ) .
remained in the bottom of the machine. revieweden ° Ell‘;e their drug regime
Observation of the machine on 11/28/08 at 7:08 %) Phar monthly.
AM and 11/29/06 at 9:27 AM revealed the . armacy consultant will write a
condition of the machine remained unchanged. comment, Che.Ck mark, or
rc::commendatlons along with her

7 Interview with the activity director on 11/28/08 ilogi;\latlu:edto indicate that review was
at 4:06 PM revealed the last time the popcorn Directorl())fel\? . - o
machine was used occurred on 11/24/06. The staff b 1/5 /O;rs.;ng will in-service licensed
director stated activity personnel were responsible e Yy LOr9, on the importance of drug
for cleaning the machine and she had not had regime review and follow-up on
time to clean it. Trecommendations,

Director of Nursing or designee will review

8. Observation of the back nurses' station f:@gmacy reports monthly to ensure every
refrigerator on 11/28/06 at 10:05 AM revealed it coﬁ;ﬁ;‘;‘:‘s reviewed by the pharmacy

contained the following: medicated nasal spray
for resident #43, influenza vaccine, a container of
partially consumed baked chicken boxedina
container from a deli/grocery store (no resident
label and no date), a partial bottle of mayonnaise
(no resident label or 'open’ date), four
supplemental health shakes, a bottle with a
manufacturers's label "Coffee Mate" (no resident
label or ‘open’ date), and a 20 oz partially
consumed bottle of Pepsi {(no resident label or
'open’ date). Interview with a licensed practical

Monitoring/Quality Assurance

An audit will be completed monthly for 3
mgnths to ensure that pharmacy reviews are
being completed as discussed, and in
compliance with state and federal regulation
Monthly reports will be given to the '
erformance Improvement Committee
Quality Assurance) for review and

| nurse (LPN) on 11/28/06 at 10:05 AM revealed | (;70
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7 allegation-ofcompliance

she identified the refrigerator as a storage area
for resident food. The LPN

E— — — o= th e a
— —EFEIFCOLL hr—elored=n=E nﬁi{gr&u:ng-’;url

stated the medi cations| does not constitute admission or agreement by the
- n - = el en || = -

Preparation andior execution of this plan of correction |

provider .:qf the truth of the facts alleged or conclusions

TR

food items_should be labeledfénd dated as t0

corvection is prepared and/or execuled solely because

which resident they belong to.

il s required by The provisions of jederal and sfale law.

F 386
55=D

|- __Observation_of the front nurses” station

refrigerator on 11/28/06 at 10:18 AM revealed it
was labeled "For resident snacks only" and it
contained the following: various bottles of soda
partially consumed (no names or dates),
Gatorade 20 oz. partially consumed (no resident
name or date), apple sauce in a disposable
container without a label or date, a defrosted
"Banquet" brand fried rice and chicken egg roll
dinner without a label or date, and with

and a deli sandwich in deli packaging dated
14/18/06 without a2 name. Interview with the
dietary manager on 11/28/06 at 10:28 AM
revealed nursing staff cleaned and cared for the
unit refrigerators which held resident snacks.
Interview with the director of nursing on 11/28/06
at 11:13 AM revealed all resident food should be
labeled and dated when placed in the
refrigerators.

483.40(b) PHYSICIAN VISITS

The physician must review the resident's total
program of care, including medications and

polysaccharide vaccines, which may be
administered per physician-approved facility

manufacture printing which stated "Keep Frozen"

treatments, at each vis_it required by paragraph {c) Identification of Residents with potential
of this section; write, sign, and date progress to be Affected

notes at each visit; and sign and date all orders

with the exception of influenza and pneumococcal Any resident that can access the refrigerators

the Performance Improvement Committee
(Quality Assurance).

Responsible Party
Director of Nursing or Designee

Correction Date
January 14, 2006

E-Tag 432 Locked Medications Completi

' ' on Date:
Corrective Action for Identified Residents | Jan 14, 200

All‘ medication has been removed from the
resident’s fridge at the back nurses’ station
and the fridge has been cleaned. A sign has
lt')‘e'e; posted on the fridge noting “Food

Fridge Only, do not ication i
- 3g5 oS %ridge,’}: not place any medication in
A working lock has been placed on the
medication fridge at the front nurses’ station.

at the nurses® station and can access the
housekeeping closet has the potential to be

policy after an assessment for contraindications. affected.
|
:i
 This REQUIREMENT s not metas evidenced 5\
l £
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revealed the resident attended an appointment at
the physician's office on 6/28/06. Review of the
medical record with the DON at that time revealed

x4 o | SUMMARY STATEMENT OF DEFICIENCIES | ID (X8 -
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
e 186 | Continued Erom pade 49 F 386 This Plarn of Correction is the center's credible
. allegationofcomplionee:
oy : —
Based on observation, medical record review, Preparation and/or execution of this plan of correction )
B facility transport calendar review, and staff does not constitute admission or agreenent by the
e e ks et o _ _ i provider of the truth of the facts alleged or conclusions -
L L) . o i = = SEl Eiimt —gHeHEIEReies— e plan-o}
wrate, signed, and dated progress notes during correction is prepared and/or execuied solely because
ali physician visits. Two (#29, #30) of 11 sample il is required by the provisions of federal and siate law.
_ | residents did not have progress notes written-ior— -
each physician visit. The findings were: Corréctive Acfioi to Prevent Recurrence e
1. Review of the medical record for resident #29 The nursing staff will be in-serviced by
revealed physician progress notes dated 9/29/06, (1/05/07, by Administrator or designee, on
8/30/06, and 5/11/06. Interview and review of the the proper use of refrigerators and the
facility transport calendar on 11/28/06 at 3:33 PM importance of keeping the medication
with the director of nursing {DON) revealed the refrigerators locked,
resident had physician visits as often as weekly
and at least monthly since July 2008. Yet, no Monitoring/Quality Assurance
documented progress notes other than the
aforementioned were found. An audit monitoring compliance with
keeping the back nurses' station fridge free
2. Observation of resident #30 on 11/28/06 at of medications and the front nurses’ station
9:28 AM with licensed practical nurse (LPN) #28 medication fridge locked will be completed
revealed the resident had a giuteal fold (pelvic weekly for 4 weeks the monthly for 2
ischium) pressure sore. The LPN, at that time, months. Audits will be reviewed by the
stated that the sore was cultured and an antibiotic Performance Improvement Committee
was initiated approximately cne week ago. (Quality Assurance) who will then determine
Review of the resident's medical record revealed further need for andits.
resident progress notes dated 4/6/06 (nc time)
which documented the initial finding of the Responsible Party
pressure sore area by notification to a nurse from Director of Nursing or Designee
a certified nurse aide of a "4 cm {centimeter]
diameter open area to gluteal fold. MD [physician] Correction Datc
called....” Review of physician progress notes Januvary 14, 2006
revealed notes for 9/29/06, an opthomology note '
dated 11/18/05, and a physician visit on 6/15/05. F-Tag 441 Completi
Interview and review of the facility transport Infection Control on the'
calendar on 11/28/06 at 3:33 PM with the DON Tan 14. 200

Corrective Action for Identified Residents

7
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DEFICIENCY)
- This Plan of Correction is. th 'y j
~ F428 Confinued From page 52 F-428 u::%mm%reezgﬁﬁéﬁff ¢ coer's redbie
ony the pharaGsts Signaire and dalo 0716 | ettt o i g
months of 8/06, 9/086, 086, and 1 _0 - .ere does not constitute admission or agreement by the
——+ ‘ﬂ&l‘ﬂ:ﬂ@:ﬁﬂ&ﬂ% or-check marks indicating |_provider of the truth of the facts alleged or conclusions
what the review-consisted-ef-eri-there-were : - = S e e e L
recommendations. nterv iewwith-the-director-of f""f‘"ec“’bf" is prepared andlor executed solely because
nursing on 11/29/06 at 5:20 PM revealed some it Is required by the provisions of federal and siate law.
eviaence or rew'eW'sh'ot"JId—have-been " 7" Resident # 30’5 wound Was re-culfured on |~ T -
dpcumented other that Just‘the pharmacist's 12/07/2006 and Tetracyoline dored
signature. She further confirmed there was no The MRSA (Me thicilli)ril Resi:‘zst"‘ ered.
4 . - n
evidence the reviews were performed. Staphylococcus Bacteria) is shown to be
F 432 | 483.60(e) STORAGE OF DRUGS AND F432| orcitive to this medication
ss=D | BIOLOGICALS i
. The facili it
In accordance with State and Federal laws, the hel::lt}? igégé‘:s audited all current employee
facility must store all drugs and biologicals in .
locked compartments under proper temperature )
4 . Al ‘
controls and permit only authorized parsonnel to 12}113/32335;5&‘:;31;2 Eﬁip(l;egﬂlgr i
Sta
have access to the keys. members will be scheduled for a chest X-ray
. . by 1/14/2007.
The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule !l pf the Identification of Residents with i
Comprehensive Drug Abuse Prevention and to be A o tod idents with potential
Control Act of 1976 and other drugs subject to ecte
abuse, except when th.e facility uses single unit Any resident has the potential to b _
package drug distribution systems in which the ' potential to be affected.
quantity stored is minimal and a missing dose can Corrective Action to P .
be readily detected. ion to Prevent Recurrence
The Director of Nurses and the Infection
This REQUIREMENT is not met as evidenced Control Nurse will re-implement the
by: infection control program per the policy of
Based on observation and staff interview, the the facility by 1/14/2007
facility failfed t?j en?ure %ppmprti\ite' lotéked All infections will be tracked on a weekl
storage of medications during two rancom X ) b
observations. The findings were: E?]f:;g:]tgz:gfef E;m control logs by the
A o urse.
Observation of the resident refrigerator located at
the back nurses' station on 11/28/06 at 10:05 AM
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revealed it contained a medicated nasal spray for

resident#43 and a box of influenza vaccine

syringes—<

Preparation and/or exccution of this plan of correction|
does not constitute admission or agreement by the

provider of the iruth of the facts alleged or conclusions

Sservalon e eAlEi i

Was untocked-and-contained resident food items

e § —p
& SlRe=siY gLl Ciehties =t e e o —

correction is prepared and/or executed solely because

1 ooarages. Interview with licensed practical

ang-bovoayges

it Is required by the provisions of federal and siate law.

F 4441
$8=F

narse(LPN)#28 on-1-1/28/06_at 10:05 AM
revealed the refrigerator was for food items only.
She stated medications should be stored in the
front medication reftigerator.

Observation of the front nurses' station
medication refrigerator on 11/28/06 from 10:18
AM to 12:55 PM revealed the medication
refrigerator was unlocked. During the observation,
residents gathered in the seating area near the
station which was located by the front entrance.
The observation revealed staff left the station
unattended even though the refrigerator was
unlocked and medications were not secure,
Observation of the contents of the refrigerator on
11/28/06 at 10:18 AM revealed it contained
injectable influenza vaccine syringes, medicated
nasal sprays, and Tylenol suppositories. Interview
with LPN #29 and the director of nursing at 11:13
AM on 11/28/06 revealed the medication
refrigerator was left unlocked unless controfied
substance medications were in the refrigerator.
483.65(a) INFECTION CONTROL

The facility must establish and maintain an
infection control program designed to provide a
safe, sanitary, and comfortable environment and
to prevent the development and transmission of
disease and infection. The facility must establish
an infection contrel program under which it
investigates, controls, and prevents infections in
the facility; decides what procedures, such as
isolation should be applied to an individual
resident; and maintains a record of incidents and

L

FORM CMS-2567(02-99) Previous Versions Obsalete

annua.l for bases and will be tracked by the
Infection Control Nurses.

Staff Development Coordinator (SDC) or
I?es,lgnee will inservice by 1-10-07 the
licensed nurses on; '

2. After a Culture and Sensitivity test is
ordered, Licensed Nurse will ensure
medication identified organism is
sensitive to the ordered medication. If
r.m‘f sensitive, the Licensed Nurse will
inform the physician and obtain an order
for an appropriate medication.

2. The Staff Development Coordinator in-
serviced the current nursing staff on the
proper hand washing techniques. The
Director of Nursing or desighee will observe
current nursing personnel performing a
F 441 [return demonstration of hand washing
tecl?niques. The Director of Nursing or
designee, will re-inservice and /or counsel
ny employee identified as not performing
mn'd washing as delineated by the facility
olicy and procedures. The Staff
evelopment Coordinator will provide
llstl'uF:tion on proper hand washing
echniques new personnel during orientation.

|
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This Plan of Corregtl;grﬁ.lf ihe Qnter's crediple
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_F 441 Continued From page 54 F 441 ~ T

" Preparation and/or execution of this plan of correction]

does nof constitute admission or agreement by the
prowder af the tmlh af the facts alie ged or conclusions ]

Tms REQUIREMENT is not met as evidenced

correclmn is prepared andlor executed so]ely because

by.

if is required by the provisions of jederal and stafe law.

| Based on observation, review of infectioncontrol

policies and procedures, review of infection
tracking and surveillance, staff interview, and
medical record review, the facility failed to ensure
a systematic approach related to maintenance of
an infection control program, prevention of
disease transmission, investigation and
surveillance of resident infactions, and monitoring
of staff illness. The facility census was 43. The
findings were:

Interview with the infection controf {IC) nurse on
11/30/06 at 8:59 AM revealed the registered
nurse entered the position less than a month ago.
Further interview revealed she was unfamiliar
with, and unable to answer questions related to
infection control tracking, surveillance, antibiotic
use, culture and sensitivity reporting, and
monitoring of illness for residents and staff. The
following concerns were identified related to the
overall infection control program:

a, Review of the Infection control log for
tracking and survelllance revealed ho tracking
and/or surveillance for October and November
2006. The infection contro! log for tracking and
surveillance was reviewed with the director of
nursing (DON) on 11/30/06 at 9:42 AM. The DON
confirmed no data was available for those
months. The DON stated she and the Minimum
Data Set assessment coordinator were
responsible for the program until the IC nurse
1 attended training.

b. During the initial tour on 11/27/06 at 3:51
PM, interview with licensed practical nurse (LPN)

Monitoring/Quality Assurance

The Director of Nursing (DNS) or designee
will do weekly audits for 6 weels to monitor
compliance with ensuring that the
appropriate medications is prescribed for any
culture and sensitivity test. At the
completion of the audits the Director of
Nursing will report compliance to the
Performance Improvement Committee
{Quality Assurance). The Committee will
then determine the need for any further
audits/reports,

The Director of Nurse or designee will
monitor through direct observation audit of
nursing staff performing hand-washing
techniques while proving care, at least
monthly for (3) months. At the completion
of the audits the Director of Nursing will
report compliance to the Performance
Improvement Committee (Quality
Assurance). The Committee will then
determine the need for any further
audits/reports,

The Director of Nursing (DNS) or designee
will do audits for of all new staff members
health record before starting work to assure
that the result of the TB testing is completed
before starting work. At the completion of

FORM CMS-2567(02-99) Previous Verslons Obsolete Event |D:8Q4011
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FH41 Continued-From page 55 E-444 illegation ,J;fmn:fff,f:gm ¢ center's credible
~ {320 revealed resident #30 had abacteral—— ||~ preparation and . _
. . . \ L : eparation andior execution of this pl ion |
) reSISt?nj 'nfe‘?:li%n- Review of p'hysmlan orders does not constitute admission o{agrei:zg;flgj :‘;chmn
—tevealed on '\ 21/06 the physician ordered an provider of the iruth of the facts alleged or conclusions
antibioticAtgMertiF—Review-gi-Ae-Cal ire-and— setfortn theskitemeninisd plinf =

corrécifon Is prepared and/or executed solely because

sensitivity-(c—&—S)-repert—dated—1—‘l-l—1—l£06-revealed

it aulture for methicillin-resistant 15 Fequired Oy the provisions of jederal and state iaw.

d-PUSTINGAURUTE 1

antibiotic resistant bacteria). Review of the
antibiotic sensitivity report revealed MRSA was
not sensitive to Augmentin. Interview and medical
record review with the DON on 11/28/06 at 3:33
PM revealed the she was unaware of the
Augmentin's resistance to MRSA. She confirmed
the reason for the medication was to treat the
infection in the left gluteal pressure sore. When
interviewed on 11/30/06 at 9:42 AM the DON
identified floor nursing staff as responsible for
antibiotic review to ensure appropriate treatment.
c. Further interview with the DON on 11/30/06
at 9:42 AM revealed the facility's proactive action
program included resident immunization and staff January 14, 2007
inservicing. When asked if proactive actions
included random observations of handwashing,

compliance to the Performance Improvement
Committee {Quality Assurance). The
Committee will then determine the need for
any further audits/repotts.

Responsible Party
The Director of Nursing will be
responsible for continued compliance.

Correction Date

perineal care, or monitoring of employee iliness, F -Ta 4_43 i Completi
the DON stated the facility did not do those Preventing Spread of infection on Date:
Jan 14, 200

things. Random observations on 11/27/06 during
the evening meal revealed one staff member
wiping residents’ faces and feeding residents
without using hand sanitizer or hand washing as
she went from resident to resident. A random
observation during medication pass on 11/28/06
at 7:17 AM revealed a licensed practical nurse
(LPN) coughed into her right hand, touched a
tablet with her right forefinger, and without using
hand washing or hand sanitizer, passed
medications to resident #34.

d. Review of the facility's policy titled, "Infection .
Control Program,” #POL 628, the policy guide The facility has audited all current employee

included compliance actions such as: recording

Corrective Action for Identified Residents
No specific residents were identified.

Identification of Residents with potential
to be Affected

Any resident has the potential to be affected.

Corrective Action to Prevent Recurrence

!
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= el EREESyaterEe eltde— - __ provider of the truth of the facts alleged or coJ;tclﬁsians
monitoring-and investigation of causes 101 - *’i o e ST GTGAT O etz e ———
_ nosogomi'al (facility acquired) and communtity itog ﬁSfjiﬁéffifﬁ,fﬁfﬁfﬁ;ei?}ff" Sfﬂdy because
o o—|-—-——— l-acquired-infections, screening emplayees-1of B eral and siate fa.
communicable disease or infection. Interview with™|” el records. i
the 1C nurse on 11/30/06 at 8:5¢ AM revealed she ' ' I
was unaware of her role in infection control and All TB i
t
referred the surveyor to the DON. On 11/30/06 at 12/19/206()S;Sa¥2111tl11): tcls]t;:;pég;edﬂl])y i
, X other
9:42 AM when asked py the surveyor with whom members will be scheduled fo y hSta !
the surveyor could review the infection control by 1/14/2007 T achest X-ray
program, the DON referred the surveyor to the IC '
nurse. All staff wi :
e Review of the facility's policy and procedure annual fo‘fg;;’::;;ge‘zifﬁ) Tﬁ on Hirer and
titled, "Infection Control Program,” #POL 628, the Infection Control Nur e tracked by the
policy guide included compitance actions such as Uses.
g, The Employee Health Program provides: a. The facility wi
- acility will develop a screenin
Tuberculosis Exposure Cor]trol Plan.... 7. by using the Work Restrictions b Iifs-ystt_eln
Employees with a communicable disease of Disease (Recommendatior ¥ nlection
infected skin lesions are prohibited from direct Centers for Di ndation Categories----
contact with residents or their food,..." However, HICPAC oui dlsi’.ase Control and Prevention.
review of employee files revealed the following healthoar f“; r:ﬂ‘ne foimfectlon control in
a. Review of the personnel file for employee '
4#36 revealed s/he had a TB test administered on Monitori .
11/2/06 but the results of the test were never ring/Quality Assurance
read. .
b, 2. Review of the personnel file for E{"lﬁ Director of Nu;siln[g (DNS) or designee
s for of all new staff ;
employee #1_3 rev:ealed s/he had cqmp!eted the health record before starti aff members
health questionnaire on 8/24/06 indicating s/he that th | rting work to assure
had never had a TB test or chest x-ray. There beforeestrszg t Ofth? Tl?ntleStlﬂg is completed
was no evidence the employee received any . ng work . The Director of
testing for tuberculosis prior to resident contact. l;Ifms?gh(DNS) or designee will audit all call
c. Review of the personnel file for employee i an tle work restriction by infectious
#27 revealed s/he had completed the health ;;asizti?)g WF"’}II‘IY for 6 weeks. At the
questionnaire on 10/31/06. Review revealed the " pletion of the audits the Director of
employee indicated sthe had a negative TB testin rsing will report compliance to the
8/06 but there was no written gvidence of the - |
If continuation sheet Page 57 of 65
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES | PROVIDER'S PLAN OF CORRECTION L)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROSS’REFERENCIE:E‘% ITE% gs)ﬁ APPROPRIATE 1 DATE
DE
T Plam of Correction is th 7 : |
| F 444 Lcontinued From page 57 i —stlegation-ofcompiane s the center’s credible
negative test results. T T T Preparan
: " poratio i ; ; —— |
|7 d Review of the personnel file for employee does not co'f»ff;«'fmiﬁféﬁ?fﬁiﬁ,f ﬁfféﬁiﬁﬁ,ﬂfij ?;2““’”
E30roveaied-sle-Rat COMPIeBC S health provider of the truth of the facts alleged or conclusions
guestionnaire indicating s/he had a TB1ESl o for e e g T e m—
administered that was negative. However, there G e R A -
— | was_nowritten avidence the employee had-a provisions of jederal and state lav.
negative TB test prior to resident contact. - e ——
e [N P —
, . , (Quality Assur : .
During the exit interview on 11/30/06 at 3 PM the then dc{ermineatllll(;el)l‘ee;lu;‘lh; Com@uge il
administrator and director of nursing agreed audits/reports or any further
employees should TB testing prior to resident '
contact, - Res .
ponsible Part
E 443 | 483.65(b)(2) PREVENTING SPREAD OF F 443 The Dircctor of Nyursing will be
ss-E | INFECTION responsible for continued compliance.
The facility must prohibit employees with a Correction Date
communicable disease or infected skin lesions
from direct contact with residents or their food, if January 14, 2007
direct contact will transmit the disease. ’
) ) . ¥ -Tag 444 .
This REQUIREMENT s not met as evidenced Preventing Spread , Completi
by: pread of Infection on Date:
Based on review of employee records staff Correcti . an 14, 2007
. - . . . ! ect ifi ; ?
interview, and review of the infection control log rective Action for Identified Residents ‘J
and policies and procedures the facility failed to Residen .
! . ent #34
ensure employees were screened and monitored h567 that was‘::s;il\?:: é‘Stedlg;‘ the CMS
for communicable disease. The resident census on 12/18/2006.
was 43. The findings were: !dri)ntiﬁcation of Residents with potential
. - . o be affi
1. Review of the facility's policy and procedure ffected
titled, "Infection Control Program,” #POL 628, the ny resident has th .
policy guide included compliance actions such as e potential to be affected.
6. The Employee Health Program provides: a. orrective Action to P
Tuberculosis Exposure Control Plan.... 7. revent Recurrence
Employees with a communicable disease or The Staff Devel . )
infected skin lesions are prohibited from direct erviced the b (_’pr?e”t Coordinator in-
| contact with residents or their food...." and the irrent nursing staff on the
policy referred staff to a work restrictions policy. | |
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SUMMARY STATEMENT OF DEFICIENCIES

D PROVIDER'S PLAN OF CORRECTION

(X5}

X4 1D !
F(’RE)FIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) {
= AAT . s ‘n;f‘" Tf Correction s the center's credible
- 443 -Continued-From page 58 _ E 443 otlegationofcompliance:

Review of the Infection control [6§7revea1ed
information "Tk 5628-05" dated 4/28{067which

does not constitule admission or agreement by the

Preparation and/or execution of fh}.:;;f;n;f correction |

f\zid,cr of the truth of the facts alleged or conclusions

Astrucetnai oy

S OISl

their-supsrvisorinformation about their health. it

AFi=C

correction is prepared andfor executed solely because

further instructed that reported information should

it is required by the provisions of federal and siate law.

-inelude-the-date-of_ons.e_t,_symptoms,*and*n!ness.

|

The information included reporting by the
employee of symptoms such as vomiting,
diarrhea, jaundice and others, as well as, a
history of exposure to "Norovirus...
Enterohemorrhagic or Shiga toxin-producing E.
coli... with in the past 3 days...." In addition, the
infection control log book listed work restrictions
by infectious disease and was referenced as "TL
5608 (04/28/06)R". The reference included
screening employees for symptoms, work
restrictions, and when the employee could return
to work.

Interview with the director of nursing on 11/30/06
at 9:42 AM revealed the facility's infection control
program did not include screening il employees'
symptoms to assess when the employee could
return to work.

2 Review of personnel files revealed the following
conicerns in regard to infection control monitoring:

a. Review of the personnel file for employee
#36 revealed s/he had a TB test administered on
11/2/06 but the results of the test were never
read.

b. Review of the personnel file for employee
413 revealed s/he had completed the health
guestionnaire on 8/24/06 indicating s/he had
never had a TB test or chest x-ray. There was no
avidence the employee received any testing for
tuberculosis prior to resident contact.

o. Review of the persennel file for employee
#97 revealed sfhe had completed the health

proper hand washing techniques. The
Director of Nursing or designee will observe
current nursing personnel performing a
return demonstration of hand washing
tecl?niques. The Director of Nursing or
designee, will re-in-service and for counsel
any employee identified as not performing
hand washing as delineated by the facility
policy and procedures. The Staff
pevelopment Coordinator will provide
mstru.ction on proper hand washing
techniques new personnel during otientation.

Monitoring/Qualily Assurance

The Director of Nurse or designee will
monitor through direct observation audit of
nursing staff performing hand-washing
techniques while providing care, at least
monthly for (3) months. At the completion
-lof the audits the Director of Nursing will
report compliance to the Performance
miprovement Committee (Quality

gsurance). The Committee will then
etermine the need for any further
udits/reports.

esponsible Party
he Director of Nursing will be
esponsible for continued compliance.

FORM CMS-2567{02-99) Pravious Versions Obsolete

Event |D:6Q4D11

Facility 1D WY0028

if continuation sheet Page 59 of 65




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/14/2006
FORM APPRCVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVkDER!SUPF’LIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A. BUILDING
B. WING
535036 ' 11/30/2006

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

542 16TH STREET

SOUTH CENTRAL WY HEALTHCARE &
RAWLINS, WY 82301
(X4)ID i SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P e
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
~ DEFICIENCY)
: FhisPlorof Correction is the cenfer's credibl
__F 443 | Continued From page 89 oy ——aHegation-ofcompli ¥ credibie
queStionna_ire‘on 10[31/06 ReVieW relvea|ed the ) | ﬁ}:eﬁl}izlfon andfor execution Oft}'m:l?ﬁl’?it;f&o}}‘eéug -

_ | employee indicated s{he had a negative TB test in does not constitute admission or agreement by the g
Soe=hEtherewas=ho! Fitamrevdencenfthe ,Pf‘f'def‘ of the truth of the facts alleged or conclusions
negative_test results. o ”:*i'sﬁi ETNEIL2E Netenetes—Theiarof =

. 01 _ pared and/or executed solely beca *
d. Review of the personnal file for employse F17s reqiired 5y e provisions o fderal and sits Tov
|~ " |#30revealed s/he had completedihe-nealin - :
questionnaire indicating s/he had a TB test Correcticii Date R R
administered that was negative. However, there
was no written evidence the employee had a January 14, 2007
negative TB test prior to resident contact.
During the exit interview on 11/30/06 at 3 PM the F-Tag 454 E i
. 5 . . e mergency E .
administrator and director of nursing agreed xit Cﬂgpletl
employees should TB testing prior to resident Correcti . , . on Date:
contact rrective Action for Identfified Residents | Jan 14, 20
F 444 | 483.65(b)(3) PREVENTING SPREAD OF F 444| No residents were identified however the
55=D INFECTION following corrective action will been taken

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and policy
and procedure review, the facility failed to ensure
employees utilized appropriate hand hygiene
during two random observations. The findings
were:

1. A random observation during medication pass
on 11/28/06 at 7:17 AM revealed a licensed
practical nurse
touched a tablet with her right forefinger, and
without using hand washing or hand sanitizer,
passed the medicaticns, including the piil she
touched, to resident #34.

(LPN) coughed into her right hand,

for area of concern:

Gate will have bolt like lock removed and a
spring closer and latch will be installed on
the gale. Allowing exit and entrance to the
courtyard,

Identification of Residents with potential
to be affected

All residents have the potential to be
affected.

Corrective Action to Prevent Recurrence

Gate will be checked regularly to ensure it is
working properly.

The Administrator or designee will in-
service facility staff by 1/5/07, on the
changes made regarding the gate.
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PROVIDER'S PLAN OF CORRECTION

x4 | SUMMARY STATEMENT OF DEFICIENCIES D L)
SitFx | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | CONPLETICN
TAG | REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFEREEEEIEC): JE?J g:I)E APPROPRIATE | DATE
| This "me-@‘i@erreeﬁm-irthemm tyedible i G
E 444 . Continued From page 60 Pz | Hegation.of compliance
Interview with the director of nursinﬁ on T ' Preparation ander executlon of this plan of correciion | B
o 71 1 /3/0/06 at 9:42 AM revealed staff were does not constitute admission or agreement by the
xpectecEoperarrEaERE g ianewhe : provider of the truth of the fucts alleged or conclusions
betwean residents, ot if the staff member touches SCL o e il b o el ——
\ g ) prepared and/ ; d =
their hair, face, or Cough. {Fis required iy ihe me}’:ﬂg;:gj;‘;%ﬁgﬁzs ﬁfv.
_ Review of the facility policy, "Handwashing;"
dated 10/31/06 instructed staff to perform - . Monitoring/Quality Assurance B p—
handwashing after "...touching blood, body fluids,
secretions, excretions, and contaminated items, An audit will be completed weekly for 4
whether or not gloves are worn;.. After coughing, weeks the monthly for 2 months to monitor
sneezing, or blowing the nose;..." for compliance with keeping exit clear and
‘ gate unlocked.
> Observation on 11/27/06 from 5:40 PM until
6:12 PM revealed certified nurse aide (CNA) #7 Responsible Party
assisted seven residents with their meals in the Administrator or Designee
assisted dining room. Observation revealed the
CNA wiped food off the mouth of non-sample Correction Date
resident #36. The CNA then went directly to January 14, 2006
assist non-sample resident #38 with eating; the
CNA did not wash or sanitize her hands hetween
resident contacts. Observation at 6:10 PM F -Tag 465 Environment Completi
revealed the CNA placed a nasal oxygen cannula oﬁgﬁtgl
into the nose of resident #38 then continued to Corrective Action for Identifi i 4.
. . ] - H t f
assist him with eating without washing or M(ified Residents | Jen 14, 2007
sanitizing her hands. The CNA continued to assist No residents were identified however the
non-sample res.ldents‘#38, #36, #12,. #1, #32. following areas of concern have been or are
#31, and #30 with their meals, touching their being corrected.
eating utensils, their food and their bodies during A) The metal bed frame, two wheelchairs
the 32 minute cbservation period. two rolling carts with drawers, the blu:a
F 454 | 483,70 PHYSICAL ENVIRONM ENT F 454 floor pad, and seven wooden pallets
SS=E _ were cleared from the cutside area of
The facility must be designed, constructed, entry door labeled #7. areaof
equipped, and maintained to protect the health . B} The dirty utility room is being spackled
and safety of residents, personnel and the public. and painted and will be completed by
: . 12/29/06. The confainer holding the
- . . unknown liquid has beeri removed.
| -[IJ—S;IS REQUIREMENT is not met as evidenced C} The cement wall in the basement
Based on observation and staff interview, the
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COMPLETED
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SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION

(X5)

| egress was unimpeded. The findings were:

X4} 1D
F(~RE}F|X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE' DATE
DEFICIENCY)
This Plan of Correction. is the cenier's-crodibie
. alleaation-of-compliance
___F 454 Continued From page 61 F 454 gation-oeomp

facility failed to ensure one emergency areaof |

Preparation and/or execution of this plan of correction |

does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusions

S OEt ] z

1..0On.11/27/06 at 4:09 PM observation of the

ey AL A 28 8 T 3 i e i | i Z A A A S @ T E
correction Is prepared and/or execuled solely because

activity lounge area revealed the area exited into

it Is reqquired by Ihe provisions of federal and stake law,

‘a fenced_courtyard, Lighted emergency egress

signs in the lounge directed residents and the
general public to use the exit in case of
emergency. Observation of the courtyard area
revealed it was enciosed by a wooden eight foot
high fence with a gate for exit. The gate was
approximately 30 feet from the building exit. The
observation of the gate revealed it was locked by
a bolt type fock which required a key.

Interview with the administrator on 11/27/06
at 4:46 PM revealed a key to the gate lock was
located near the gate. Observation on 11/27/06 at
4:51 PM revealed a key tethered to a wooden
window near the gate. A second interview with the
administrator on 11/28/06 at 5:42 PM revealed,
other than the maintenance department, the
administrator had no knowledge of anyone else
with a key to the gate.

Interview with both staff nurses on duty at
5:44 PM on 11/28/06 revealed neither nurse knew
the gate required a key to exit the area. Each
stated they did not have a key to the area.

2. According to the Life Safety Code regulations,
the following must exist;

Exit access is amaigned so that exits are
readily accessible at all times in accordance with
NFPA 101 Section 7.1. 19.2.1

7.1.10.1* Means of egress shall be
continuously maintained free of all obstructions or
impadiments to full instant use in the case of fire
or other emergency. '

“Appendix A.7.1.10.1 A proper means of
egress allows unobstructed travel at all times.

— ~lanndryarea will-be painted by /14407

D) The corner wall surface at the bottom of
the basement steps where it was
observed to have large chips of paint
flaking will be sanded and repainted by
1/14/07.

The staff bathroom has been cleaned.
The dirty rag hanging from the pipe has
been removed. ‘

F)

Identification of Residents with poténtial
to he affected

Any resident may have the potential to be
affected by an unclean environment.

Corrective Action to Prevent Recurrence

The outside of door #7 will be added to the
weekly rounds that will be completed by the
Administrator or designee.

The facility staff will be in-gerviced by the
Administrator of designee, by 1/5/07 on
cleanliness of the building and what they can
do as employees to maintain a clean
environment for the residents.

Monitoring/Quality Assurance

An audit tool will be developed to monitor
the areas of concern listed above. Aundits
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|

PROVIDER'S PLAN OF CORRECTION (X5)

(Xa) D i SUMMARY STATEMENT OF DEFICIENCIES ID ,
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
This Plan of CorreR BRI S her's credibie
AN OO SO I,
——E-454--Continued-Frompagef2——— - E 454
. . ) o : "~ Preparafion and/or execution of #his plan of correc fion
Any type of ba_I'TIGfS including, bl.-lt nPt limited to, does not constitute admission o{agmf;;:n?;}? ?;Zc "
| the accumulations of snow and ice in those provider of the truth of the facts alleged or conclusions
climatessubjecttastch-acearmalatiors=s=an Bl T T — T
impediment to-free- movement in the means of COrFection IS prepared and/or exccuted Solely becaiise i
aroes iz reynired by the provistonsof federaland-stote-lony:
——— 7.2 4 5.4 -Doors-shall-be.arranged.fo.be.___ :
7 g 1 (]'l ; r thha“ arf: ,'2{9 ho D will-be-completed-weelkly-for-4 weekss ————- - — — - |-
opened readily from the egress side whenever Audits will be reviewed by the Performance
the building is occupied. Locks, if provided shall ) . .
| ; Improvement Committee (Quality
not require the use of a key, a too, or special Assurance) and need for furth dits will
knowledge or effort for operation from the egress : ot : or audits wi
side be determined by the Performance
. Improvement Committee.
F 465 | 483.70(h) OTHER ENVIRONMENTAL F 465 P
$3=D | CONDITIONS Responsible Party

The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to ensure safety of one entry way
and that all areas used by residents, staff and the
public remained sanitary and clean during
random cbservations. The finding were:

1. Observation of entry door labeled "7" during the
initial tour on 11/27/06 at 3:51 PM revealed facility
items stored outside the door. The items included
a metal bed frame, two wheelchairs, two rolling
carts with drawers, a blue floor pad, and seven
wooden pallets. Observation on 11/28/06 at 7:12
AM revealed the area outside the door was
unchanged. The observation also revealed a staff
member entered through the door. Observation
and interview with the administrator at 8:47 AM on
11/29/06 revealed the only change to the area
was that a piece of therapy equipment was added

Administrator or Designee

Correction Date
January 14, 2006

F Tag 514 Completi
Clinical Records on Date:
Jan 14, 201}

Corrective Action for Identified Residents
Resident #20 physician order for CPR have
been updated and are accurate with the
resident’s CPR form and wishes.

Identification of Residents with potential
to be affected

All residents have the potential to be
affected.

Corrective Action to Prevent Recurrence
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SUMMARY STATEMENT OF DEFICIENCIES

12

PROVIDER'S PLAN OF CORRECTION I s

to the pile. When interviewed,ﬂth’e administrator
stated the area held equipment until it was

(X4} 1D
PRE)FIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TC THE APPROPRIATE DATE

DEFICIENCY)
This Plan of Correciion is the ronfer's credible
Heoation-ofcompla
_F 465] Continued Frompage 63 Fapp| aetiomafeomy

Preparation and/or execution of this plan of correction |
does not constitute admission or agreement by the

e 3 W L L P a5,

AR S Te S UEEOT

correciion Is prepared and/or executed solely because

2. Observation of the dirty utility room next to

it is required by the provisions of federal and siate law.

room #23 daring_the initialtouron TH27/06-at

4:33 PM revealed the interior room walls were
constructed of unpainted dry wall which left an
uncleanable surface. The observation also
revealed a basin of fluid in the corner of the room
with a washcloth in it. Observation on 11/28/06 at
9:45 AM and again on 11/29/06 at 8:47 AM
revealed the room and basin of fluid remained
unchanged. When interviewed during the
observation on 11/29/06 at 8:47 AM, the
administrator stated the room had unpainted walls
since his employment at the facility which was
approximately two months. The administrator
stated he was unaware why the basin was in the
corner.

3. Observation on 11/30/06 at 8:09 AM of the
basement areas utilized by staff revealed an area
used as a dirty laundry holding area. The window
in the area had an exposed unpainted cement
wall which made the surface uncleanable.
Outside the room a corner wall surface at the

bottom of the basement steps was flaking large audits/reports.
chips of paint. Observation of a staff bathroom in
the area revealed dirt build up on the floor tiles, a Responsible Party

stained sink surface, and a visibly soiled rag
hanging on the piping below the sink. During an
interview with a laundry technician on 11/30/06 at
8:12 AM, she stated the basement window area
re-occurred even after the facility attempted to
place a moisture seal on the area approximately a
year ago. The staff member was unaware of the
corner with flaking paint. The staff member
described the bathroom as "gross" and stated

"I TAT audit has been done by Medieal Records |77~

Director of all CPR orders to assure that the
residents request are being adhered to. That
the physician order matches the CPR form
that reveals the residents desires. All orders
that have been correct and clarified with the
resident/responsible party to assure that the
resident’s wishes are meet.

Monitoring/Quality Assurance

The Medical Records Director or designee
will audit the clinical records 48 to 72 hours
after each admission for CPR orders and
CPR form match to assure that the residents
desires are meet. At the completion of the
audits the Medical Records Director will
report compliance to the Performance
Improvement Committee (Quality
Assurance). The Committee will then
determine the need for any further

The Director of Nursing will be
responsible for continued compliance.

Correction Date

January 14, 2007
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correction is prepared and/or executed solely because

resident In accordance with acceptec proTeSSIQnal

it is required by the provisions of federal and siate lawi.

stardards-and-practicesthatarecomplets;

accurately documerited; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes,

This REQUIREMENT s not met as evidenced
by:

Based on staff interview and medical record
review, the facility failed to ensure accurate
information was available to staff in regard to the
resuscitation status for one (#20) of eleven
sample residents. The findings were:

Review of the 11/06 physician's orders for
resident #20 revealed a 6/25/06 order for a full
code (staff to do cardiopulmonary resuscitation
(CPR) if the resident experienced a cardiac or
respiratory emergency and stopped breathing).
Howevaer, review of the CPR form dated 6/22/08
revealed the resident did not desire CPR.
Interview with the director of nursing on 11/29/08
at 5:10 PM revealed the resident did not desire
CPR and the physician's orders were incorrect.
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