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F 241/ 483.16() DIGNITY E 241 .Sta_'l'.‘f wn!l receive training related' to 7/5/06
$8=D dignity — including cleaning up spills

The facllity must promote care for residents In a
marner and in an environment that maintaing or
enhances each resident's dignity and respect i1
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by

Based on observation and staff intarview, the
facllity falled to ensure dignity was maintained for
two (#2, #16) of nine sample residents. The
findings were:

1. Observation of the evening meal on 6/12/08 &t
6:63 PM showed resident #2 spilled his/her glass
of milk (which contained approximately 160 cubic
centimeters) on the table, Certified nurse aide
(CNA) #24 was seated at the table across from
the resident. The CNA offered the resident
another glass, but neither the CNA, nor any other
staff, cleaned the milk off the table for the
duration of the meal observation (ending at 7:05
PM). The milk was left on the table while the
resident finished eating his/her meal along with
two tablemates.

2. Review of the 3/28/06 quarterly and the 4/6/06
significant change Minimum Data Set (MDS)
assessment for resident #16 revealed s/he was
totally dependent on staff for activities of dally
fiving. Observation on 6/13/08 from 7:20 AM untll
8 AM revealed the resident was seated in histher

. reclining wheelchair in the lounge area. Continued

observation revealed the resident's catheter

Wwhing and catheter bag were exposed to view of

: the pubiic. Interview with CNA # 15 on 6/13/06 at

!4:10 PM revealed the catheter bag should have

| had @ cover and the resident should have had &

and/or accidents made by the resident
and the need to hide catheter bags and |
tubing from sight.

» Residents with catheters will be
identified and caregivers reminded to
keep catheter items discreetly covered.

» The Housekeeping Director will
ensure that spill clean up items are
always readily available in the dining
room.

» Dignity training will be part of the
semi-annual resident rights and abuse
inservices for all staff. Random weekly
checks will be performed by the
Administrator and Director of Nursing
to monitor the effectiveness of the
education, to provide reminders for
staff, and to ensure that practices retain
a resident’s dignity.

o Results of the weekly checks will be
reported to the Quality Assessment and
Assurance Committee.
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lap blanket to cover the exposed catheter tublng.
F 248 | 483.15(f{1) ACTIVITIES F 248
$S8=D ' ' . _ s A mandatory activity jn-service will 7/6/06
Tl i poyie o ook, | [boheldon iy . 2006 periing oty o
of acti 0 meet, . . ol g e
the comprehensive assessment, the interests and importance of follo_w \ng the care plan, fo¢ iy
the physical, mental, ang psychosoclal wel-being and initiating 1-1 visits for those Tow )
of each rasident, functioning individuals who are care i

This REQUIREMENT s not met as evidenced
by

Based on observation, staff interview, and
medical record review, the faallity failed to provide
activities to meet the needs of one (#16) of nine
sample residents receivad dally the
recommended one to one activilies. The findings
were: oo

Review of the 3/26/06 activities assessment for
resident #16 revealed s/he was to recsive ong to
one visits daily. Review of the 4/13/06 care plan
revealed the goal for the resident was to have
histher senses stimulated one time daily during
one to one visits. Continued review of the care
plan revealed approaches identified for goal
accomplishment included: schedule one to one
visits around rest periods, rub iotioh on the
resident's arms and hands, stimulate the resident
by gently rubbing legs-or shoulders, engage in
other stimulation such as: scent, smell, and tastg,
and pick up the resident after breakfast or lunch
for one to one visits, The following concerns were
identified:

a. Review of the activity records for 5/08
revealzd the resident received one to ohe

planned to be visited with on a daily
basis. '

s The Activities Director will monitor
the occurrence of 1-1 visits by creating
an additional sign-off sheet for daily 1-1
visits. Activity staff will complete the
document each day, and submit it to the
Activities Director at the end of their
shift.

s The Activities Director will
incorporate and schedule additional 1-1
visits into the activity calendar,

o This plan of correction will be
monitored and re-assessed at the
Quality Assessment and Assurance
(QAA) Committee quarterly.

I
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activities only 8 of the 31 days,

b. Review of the 6/08 activity record revealed
the resident had received only 4 days of one to
one activities during the first 15 days. During an
intarview on 6/14/06 at 2 PM, the activity director
stated "I guess we've [we have] been lax with the
resident’s ona to ones," She further stated "it is
hard to find a time to be with him/her."

¢. Periadic observations on 6/13/06 from 7
AM untit 6 PM and on 8/14/06 from 8 AM until 5
FM revealed no one to one activities wera
provided for the resident.

F 253 1 483.15(h)2) HOUSEKEEPING/MAINTENANCE
8S5=D | : ,
The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior,

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facliity falled to maintain walls and tile flooring in
order to promote a comfortable interior for
residents. The findings were:

1. Observafion on 6/13/06 at 7 AM, 10:46 AM,

and 10:52 AM, and on 6/14/06 at 5:06 PM,

revealed the following areas of walls which were

in need of palnting (the areas were touched up

with spackle, but were not painted): '
a. In room 1, there was an arga of the wall to

the right of the headboard approximatety 32

 inches by 10 inches and an area 5 inches by 1

i inch on the wall to the left of the closst,

b. In room 12, there ware three areas above

F 248

F 253

» Rooms 1, 2, 12, 105, 201, and the walll ~ 7/7/06
in the corridor io the left of the room
marked LABORATORY SERVICES
will be painted, The tile(s) missing
from the Howard Smith Dining Room
floor will be replaced.

» Wall repairs will be documented on
Maintenance Work Order forms and
thern passed from the Maintenance
Director to the Housekeeping Director
to ensure that painting over of wall
repairs is completed in a timely manner.
Work orders will be signed off by both
Directors and then forwarded to the
Administrator.

¢ Timeliness of painting over of wall
repairs will be reviewed in the Quality
Assessment and Assurance meeting,
with results presented by the House-
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the bed closest to the door, with the largest area
measuring 8 inches by 5 inches, :

c. ln room 2, there were three areas above
the bed closest to the door, with the largest area
measuring 6 inches by 7 Inches. In addition, there
was an area on the wall to the left of the closet
maasuring 4 inches by 1.5 inches where the
drywall was cracked,

d. In room 201, an area of the wall behind the
recliners, measuring approximately S feet long.

e. In room 105, an area of the wall behind the
recliner measuring approximately 5 feet long.

f. On the wall to the left of the door labeled
" aboratory Services' there were three areas,
with the largest measuring approximately 1.5
inches, '

2. Observation on 6/13/06 at 10:1C AM revealed
an area measuring approximately 5 inches by 3
inches where the tile flooring was missing near
the rear exit door in the Howard Smith Dining
Room.

3, During & tour on 6/14/06 at 2:16 PM, the
maintenance director stated holes in the walls
had been patched, but had not been painted. He
stated some of the areas had been there "a
while." He stated he did not have a timeframe for
painting the areas, other than this "summer”. On
6/14/06 at 3:15 PM, the administrator stated the
painting of resident rooms was done by facility
staff.

o The Housekeeping Director will
monitor this procedure effectiveness by
performing weekly walk thrus to
determine which rooms are in need of
paint or tile repairs,

» Findings by the Housekeeping
Director will be reported to the
Administrator and reported to the QAA
Committee at the quarterly meetings.
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F 280 | 483.20(c)(3), 483.10(k)(2) COMPREHENSIVE r 280/ ° Review of Resident #16’s care plan 7/15/06
Se=D | CARE PLANS revealed the care plan had not been
updated as evidenced by observation on
The resident has the right, unless adjudged 6/12/06 at 1800pm. The care plan did
:ncomp?ttetntdor chlhert‘gfsfasg:”? ttr? bgtate 0 not reflect the insertion and care of an
ncapacitated under the of the , . )
participate in planning care and freatment or indwelling c_atheter. ‘The I?ON anc_i
changes in care and treatment, MDS Coordinator will review Resident
#16°s chart and ensure the catheter care
A comprehensive care plan must be developed is included and appropriate. ,
W|th|nrzhtliygvaeﬂe;;i;:sc;g"lngatle;g;g:etgeby an o The DON and MDS Coordinator will
comp a ; . - .
interdisciplinary team, that includes the attending monitor through bi-monthly review of
physiclan, & registered nurse with responsibility all resxdent§ with 1pdwelllng cgtheters to
for the resident, and other appropriate staff in ensure the indwelling catheter is
disciplines as dete_,rmined by the resident's needs, appropriate and will review the care
and, tolthe extent pr?cticlalble. the participation o?' plan of all residents with indwelling
the resident, the resident's family or the resident's catheters t th lan i
legal representative; and periodically reviewed aiheters 1o ensurt the carc plan is
and revised by a team of qualified persons after correct. All admission and readmission
each assessment, care plans will be reviewed by the care
' plan team within 14 days of admission
, , to ensure that the care plan is in place
I;:ls REQUIREMENT is not met as evidenced and appropriate.
Based on observation, staff interview, and ? Licensed nursing staff will be. .
medical record review, the facility falled to ensurs instructed to ﬁu out 2 communication
the care plan was updated for one (#18) of ten form and give it to the DON and MDS
sampie residents, The findings were: Coordinator to ensure changes in
resident care are communijcated timely
Observation on 6/12/06 at 6 PM revealed the
resident had a foley catheter In place, Review of to ensure the proper changes can be
the 4/13/06 care plan reveaied the plan was not made to the care plan. ' )
updated to reflect the insertion and care of the » This procedure will be reviewed in the
catheter. Interview with the asslstant director of QAA Comymnittee quarterly meeting.
nursing on /1506 at 8:50 AM confirmed the care
! plan was not updated to reflect the catheter.
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Fséfg 483.20(10(3)(1) COMPR » Neurological checks are to be
The services provided or arranged by the facility performed on all residents that have had
must meet professional standards of quallty. a fal} and hit his/ber head. The facility

will ensure neurological checks will be
completed by instructing nursing staff

i t [ d ;
This REQUIREMENT is not met as evidence to perform neurological checks on all

by: ‘ C . iy .
Based on staff interview and medical record head injuries bgsed on facility policy.
review, the faciity failed to ensure professional Nursing staff will be instructed to
standards were followed for two (#9, #16) of nine document neurological checks on the
sample residents in a variety of areas, The incident report and in the medical
findings were: 7 record.

1, Review of the medical record showed resident » The DON W‘_ll monitor the

#8 had a fall on 3/16/06. According to the nursing performance of neurological checks for
notes dated 3/15/06 at 7 PM, the resident feli head injuries by looking for evidence on
?igi*nth?]e bz—lc_l;i of tI‘\lstn'lzecr][ hz?:zd on adpedside each incident report received and

abte. The resident stated s/he was dizzy. :

interview with the administrator on 8/15/06 at :20 Z"nﬁ”mr;gdﬂ.‘e fﬁ’e"k.s d‘f’erf -
AM confirmed a physical assessment was not ocumented in the medical record. The
included in the nursing notes, but was completed DON will report findings to the QAA
on an incident report {not part of the medical Committee.

record). However, there was no evidence in the ' 3.

medical record or the incident report that any b The MDS Coordinator will review

neurological checks or assessment was

complated, According to-"The Lippincott Manual physician orders on Resident #16 for

of Nyrsing Practice”, seventh edition, 2001, page any duplicate orders or contradicting
1070, assessment of a head injury included orders on a monthly basis. The MDS
"history of injury, level of consciousness Coordinator will contact Resident #16's

[neurclogical checks), vital signs,..." bhysician to see which order is to be

2. Review of the 4/06 signed physician's orders followed. The MDS Coordinator will

for resident #16 revealed two conflicting orders then discontinue the order the physician
for repositioning the resident in regard to his/her tloes not want to continue.
pressure sore on the right hip. Review revealed The MDS Coordinator will Teview

on order instructed "Clock turning schedule hvsici .
12-2:00 supine, 2:00-4:00 left side lying, ysician orders bi-monthly to ensure

4:00-6:00 right side lying, 6:00-8:00 supine, that the orders do not contraindicate
8:00-10:00 left side lying, 10:00-12:00 right side |
TORM CMS-Z5a7{02-89) Previous Versiens Obsolale Event [Dr 4XD311 Facilily 1D WY D032 If continuation sheet Page 6 of @
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F 281 Continued From page & F 281 each _ot_:hgr and w_111 cpntact the :
physician to clarify the orders. ;
i lying when in bed." The same monthly order o The DON will monitor the

sheet revealed an order that Instructed "Pt.
[patient/resident] needs to be kept off his/ner rt,
[right} hip..." because of a developing pressure

effectiveness of this process by
reviewing physician orders for patients

J sore. Interview with the ADON on 6/13/06 at 2:06 once each quarter and reporting any
: PM revealed she was unaware why there were findings to the Quality Assessment and
two conflicting orders; one that instructed the Assurance Committee.

resident be kept off the right hip and one that
instructed the resldent shouid iay on the right hip
for a two hour period of time, The ADON further
stated the order should have been clarified,

F 282 | 483.20(k)(3)(i) COMPREHENSIVE CARE F 282
§8=G | PLANS , ,
: ' 1. , , 7/15/06
The services provided or arranged by the facillty o When a P.T. (physical therapist) is
must be provided by qualified persons In scheduled to assess the wounds to

accordance with each resident's writtgn plan of Resident #2°s Lt. foot, P.T. will call

care. > > .
nursing staft to inform them of when
| he/she will be over to change dressing
This REQUIREMENT is nat mat as evidenced to Lt. foot so licensed nursing staff can
by. o ‘ medicate Resident #2 30 minutes prior
Based on observation, medical record review, to dressing change.

and staff interview, the facility failed to provide

care in accordance with the written plans of care ° All physical therapists will be

for two (#2, #16) of nine sample residents. The instructed to °°T_“ia°t the charge nurse
facllity's failure to follow the pian of care for more than 30 minutes before a

resident #2 resulted In pain which was avoidable, scheduled treatment to determine if any
The findings were: - protreatment procedures are necessary.

1, Review of the 4/27/06 significant change All physical therapists will be instructed
Minimum Data Set (MDS) assessment showed to confirm the pretreatment procedures
resident #2 had pain on a dally basls which was were completed prior to beginning 1
at imes excruciating. Review of the 4/27/08 treatraent. Patients experiencing ;
Resident Assessment Protocol (RAP) narrative excessive pain will have treatment |

for pressure ulcers showed the resident had twe
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stage 4 ulcers ori the left foot. Review of
physician's orders showed the resident had the
following pain medication ordered on & prn (as
needed) basis: MS Contin 18 milligrams (mg)
twice per day as needed, and Hydrocodone
BIT/APAP 7./600 one to two tabs as needed
every four to six hours. Review of the care plan
dated 5/10/06 showed the resident had pain
resulting from impaired skin integrity, The care
plan stated "Administer analgesics 30 minutes
bafore dressing change to foot," The following
concerns were noted regarding the facility's
fallure to follow the plan of care!

a. Observation on 6/13/06 at 8:36 AM showed
physical therapists (PTs) #1 and #2 provided
wound care to the left heel and left dorsai foot.
The dorsal wound on the foot was approximately
1 cm in circumference. PT #1 stated the wound
could not be staged because theré was collagen
present, and was not sure what was underneath,
PT #1-did sharp debridement of the dorsal
wound, and put a new dressing on It. During the
wound care, the resident cried out when the
dorsal wolnd was touched, or when the left foot
was moved. The resident cried out, "Stop," and
"Don't do that," The resident also pulled his/her
left leg up toward him/her, Interview with the PTs
at that time revealed the resident normally
expressed that much pain with wound care. The
PTs stated they did not call to have nursing
pre-medicate the resident prior to treatment, and
were unsure If the resident had received any pain
medication that morning. Review of the note
written by PT #2 following the treatrnent showed
the resident complained of pain with treatment to
the dorsal foot wound. Interview with licensed
practical nurse {LPN) #3 at 10:30 AM revealed
the resident did not receive a pain medication

|DON will be reported to the QAA

ensure unnecessary pain is not
experienced.

o Nurses will be instructed to review the
patient’s care plan prior to treatment to
ensure that treatment procedures are
followed. ‘

o The DON will monitor pain during
treatment by reviewing charting of
treatments to ensure patients are not
experiencing unnecessary pain during
treatment and by observing treatments
on a ronthly basis. Findings of the

committee,

2.

s Nursing staff will be instructed on
Resident #16’s care plan and reason as
to why ROM to all extremities is
important for all residents. Restorative
nursing will re-evaluate Resident #16 as
to the proper restorative care he/she
should receive as to prevent further
decline.

¢ The Restorative nurse will review the
restorative logs each week to ensure
that range of motion (ROM) is being
performed on patients requiring
restorative care. The DON will review
the restorative plan and log each quarter
to monitor the effectiveness of these
procedures. The DON will report
results to the QAA committee each
uarter.
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prior fo the physical therapy wound treatment.
The LPN stated if PT called ahead and sald when
they were coming, they would pre-medicate
residents.

b, Review of a 6/3/06 nursing note showed
\he resident complained of pain when touching
the lég and foot. During an interview on 6/13/06 at
10130 AM, LPN #3 stated nursing siaff did not
always pre-medicate the resident when they
provided the wound treatment. A comparison of
the medication administraticn record (MAR) and
the treatment record for May and June 2006
showed the resident received wound care on the
following dates, but did not receive any paln
medication; 5/1/06, 5/7/06, 5/18/06, 5/22/08,
B/25/106, 615106, 6/7/06, 6/12/08.

2. Reviow of the 6/28/08 annual MDS
assessment for restdent #16 revealed s/he had
no functional limitation In either arm or hand,
Review of the 3/28/06 quarterly and the 4/6/06
significant change MDS assessments revealed
the resident had limited range of motion (ROM) in
both arms and hands with partial logs of function,
Review of the 4/13/06 care plan revealed the
resident was to receive ROM tc all extremities
svery shift. Review of the restorative care flow.
record for 5/06 revealed the resident received
passive range of motion (PROM) t¢ both lower
extremities but not to either upper extremity,
interview with certified nurse alde {CNA) #13 on
8/15/06 at 10:15 AM revealed sometimes the
resident received PROM and sometimes s/he did
not.

|
1
i
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55=G
Each resident must receive and tha facllity must
provide the necessary care and services to attaln
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive asgessment
and plan of care.

This REQUIREMENT is not met as evidenced
by

Based on observation, medical record review,
staff interview, and policy review, the facility failed
to ensure adequate pain relief and failed to
position a resident to facllitate the resident's
abllity to eat for one of nine sample residents
(#2), The facllity's failure to pre-medicate the
resident prior to wound care resulted in pain
which was avoidable. The findings were:

PAIN

1, Review of the 4/27/06 significant change
Minimum Data Set (MDS) assessment showed
resident #2 had pain on a daily that was
excrucialing at imss, Reviow of the 4/27/06
Resident Assessment Protocol (RAP) narrative
for pressure ulcers showed the resident had two
stage 4 ulcers to the left foot, Review of
physician's orders showed the resident had the
following pain medication ordered oh a prn (as
needed) basis: MS Contin 16 milligrams (mg)
twice per day as needed, and Hydrocodone
BIT/APAP 7./500 one to two tabs as needed
| every four to six hours. Review of physical
 therapy noles dated 2/16/06 and 2/22/06 showed
the resident expressad pain with the wound to the
| laft dorsal foot. Review of the 5/9/06 physical

» Nursing staff will be instructed on |
Resident #2’s care plan and resident is
to be administered pain medication 30
minutes prior to dressing changes.
When P.T. is scheduled to change
dressing, he/she will be instructed to
call nursing staff to notify them of the
time he/she will be performing the
dressing change so licensed nursing
staff will then medicate Resident #2 30
minutes prior to the scheduled dressing
change. The dressing change/treatment
is not to occur unless the patient has
been medicated. Persons providing
treatment will be instructed to confirm
the patient is medicated prior to starting
treatment. If during the dressing
change, Resident #2 experiences pain,
licensed nursing staff and/or P.T. is to
stop the dressing change. The resident
will then be medicated with a stronger
medication, (MS Contin), and an
attempt fo change the dressing 30
minutes later can be attempted.

« The DON and ADON will review the
Pain Assessment Policy with licensed
nursing staff to ensure all patients are
observed for unnecessary pain. The
DON will review patient pain
assessments each quarter to monitor the
level of pain patients are experiencing
and will observe treatments on a
monthly basis to ensure unnecessary
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| therapy plan of progress showed the dorsal
wound wag 1,2 centimeters {cm) In clrcumference
and was painful. Review of the 4/10/08 pain
assessment showed the resident had pain,
Including at the wound on the dorsal left foot, The
assessment showed medication was usually
effective, Review of weekly pain notes dated
5/8/06 showed the resident had pain in the left
foot, and pain medications were effective, Review
of the care plan dated &/10/06 showed the
resident had pain resulting fram impaired skin
integrity. The care plan stated "Administer
analgesics 30 minutes before dressing change to
foot." The following concerns were noted:

a. Observation on 6/13/06 at 9:35 AM showed
physical therapists (PTs) #1 and #2 provided
wound care to the left heel and left dorsal foot,
The dorsal wound on the foot was approximately
1 om round, PT #1 stated she could not stage the
wound because there was collagen present, and
she was not sure what was undarneath, PT #1
did sharp debridement of the dorsal wound, and
put & new dressing on it. During the wound care,
the resident cried out when the dorsa! wound was
touched, or when the left foot was movad, The
resident cried out, "Stop," and "Don't do that." The
resident also pulled histher left leg up toward
him/her. Interview with the PTs at that time
revealed the resident normally expressed that
much pain with wound care. The PTs stated they
did not call to have nursing pre-medicate the
resident prior to treatment, and were unsure If the
resident had received any pain medication that
morning. Review of the note written by PT #2
following the treatment showed the resident
complained of pain with treatment to the dorsal
foot wound. Interview with licensed practical
; nurse (LPN) #3 at 10:30 AM revealed the resident
i

treatment.

|
|
|
|
|
|
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did not recelve a paln medication prior to the
physical therapy wound treatment The L.PN
stated if PT called ahead and sald when they
were coming, they would pre-medicate residents.

b. Review of a 6/3/08 nursing note showed
the resident complained of paln when tauching
the leg and foot. During an interview on £/13/08 at
10:30 AM, LPN #3 stated nursing staff did not
always pre-medicate the resident when they
provided the wound treatment. A comparison of
the medication administration record (MAR) and
the treatment record for May and June 2006
showed the resident received wound care on the
following dates, but did not receive any pain
medication; 5/1/08, 5/7/06, 5/19/06, 5/22/08,
5/25/06, 6/6/08, 6/7/08, 6/12/08.

2. Review of the facility's "Pain Assessment
Policy" (number 1012, revised 5/08) showed

v résidents with pain are identified and have
interventions to relieve the pain so they can have
enhanced quality of life...".

POSITIONING

1. Observation during the evening meal on
6/12/06 from 6:20 PM until 7:05 PM revealed POSITIONING 2,

resident #2 was seated In a geriatric chair » All nursing steff will be instructed on
(wheeled recliner), with his/er legs elevated, The proper positioning of Resident #2 and
resident was positioned at a round table with all residents in & geri chair for each
his/her left side to the table, The resident was meal, All nursing staff will be

observed to eat with the right hand, The resident . > .
was observed twisting his/her back and reaching instructed on positioning of Residentt2
over histher body with the tight hand In crder 1o and all residents in order to reduce the |

reach the plate. The resident occasionally spilied chance of spillage, including proper

food, and left food at the top of the plate. At6:63 placement of cups, utensils and plates,
| PM, the resident was trying to put the glass of ' g
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19 . e300l” All staff will be instructed on the need
309 Continued From page to clean all spills discreetly and in a
milk down past the plate, but was unabie to do so, timely fashion.
| and so hefshe spilled the glass of milk on the » The DON and charge nurses will be

| table, During the meal, certified nurse aide (CNA)

#24 was seated across from the resident, and did responsible for monitoring for proper

not re-position the resident in order to faciitate positioning of residents and placement
dining. of dishes and utensils at each meal. The

: DON will monitor at random and will |
2. During an interview on 6/15/06 at 8 AM, the report any findings at the quarterly
assistant director of nursing (ADON) stated it was QAA meeting.

the responsibility of the charge nurse to assure
residents were positioned correctly at meals,

F 312 | 483.25(a)(3) ACTIVITIES OF DAILY LIVING F 312
§8=D . . .
A resident whe is unable to carry out activities of ° All CNAs will be inserviced on how 715106
dally living recelves the necessary services to to perform appropriate perineal care on
maintain good nutrition, grooming, and personal resident #29 and all other residents in
and oral hygiene. this facility that are unable to perform

this function by themselves. The CNAs
will receive this facility’s procedure on

This REQUIREMENT is not met as evidenced Perineal Care and it will be reviewed

by: with them by the Infection Control

Based on observation, staff interview, and review Coordinator. The rationale for

of facility policies and procedurﬁs, the facllity appropriate perineal care will be

falled to ensure staff provided the necessary care : .

to maintain good personal hygiene for one (#29) exp]ame‘-d to the CNAS’,‘

of four sample residents who were incontinent of > The Director of Nursing and the

urine. The findings were; Infection Control Coordinator will
randomly monitor the CNAs on their

1, Observation on 6/13/06 gt 11 AM revealed the appropriatcneSS in following this

incontinence brlef of resident #29 was saturated

e s G .
with urine. Continued observation revealed facility’s procedure on “Perineal Care”.

cerlified nurse aide (CNA) #13 provided perineal The CNAs will be corre(_:ted _

care but did not cleanse the anterior perineal area immediately and corrective action will
or upper thighs which were in contact with the be taken. The CNA will be monitored |
urine. Review of the facllity's policy on perineal until perineal care is given correctly. |
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N | This monitoring wi
F 312 | Continued From page 13 F 31| This monitoring will occur randomly on
an on going basis and will be used in
care dated 1105 revealed the following the quality assurance process according |
Instructions; "10. First washcloth! Ciean to this facility’s quality assurance
abdomen, both hips, and pubic area, 11. Second Opram
washcloth; Clean inner thighs, 12. Third program.
washcloth: Cleaning the genital area.” Interview
with the infaction contrel coordinator on 6/16/08 at
8 AM confinmed the anterior perineal area should |
have been cleansed, i
1
F 315 483,25(d) URINARY INCONTINENCE F 316
S5=D INCONTINENCE 7/15/06

Based on the resident's comprehensive
assessment, the faciiity must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized uniess the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is Incontinent of bladder recelves appropriate
treatment and setvices to prevent urinary tract
infactlons and to restore as much normal bladder
function as possible,

This REQUIREMENT s not met as evidenced
by:

Based on observation, staff Interview, and
medical record review, the facllity falled to ensure
one (#29) of four sample residents who were
incontinent of urine was toileted as determined
necessary by the freatment team to keep the
resldent clean and dry, In addition, the facility
failed to ensure there was medical necessity for a
catheter for one (#8) of seven residents with
catheters. The findings were:

| INCONTINENCE
i Review of the nursing progress nctes and the
I

» On July 10, 2006, Resident #29 will
be placed on incontinence monitoring
using a bladder scanner every hour for a
72 hour period to establish a toileting
routine to maintain continence.
> Incontinent residents will be evaluated
for a toileting plan based on the degree
of their incontinence. The DON will
monitor patients with a toileting plan by
phservation of one patient each week at
random through an entire shift.
» Nursing staff will be instructed on the
risks of not adhering 1o patient toileting
plans. Nursing staff found not adhering
o toileting plans will be instructed on
the necessity and put under additional
supervision to ensure the toileting plan
s understood.

The DON will report issues regarding
he toileting plan procedure to the QAA
committee.
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12/21/05 Resident Assessment Protocol

| Rationale report for resident #28 revealed s/he

| was incontinent of urine. Obsarvatiot on 6/1 3/06
frorn 7:20 AM until 11 AM (3 hours and 40
minutes) revealed the residant was not toileted or
shecked for incontinence, Observation on 6/13/06
at 11 AM revealed the resident's Incontinence
brief was saturated with uring, Interview with
certified nurse alde #13, also at that time,

after meals and at bedtime. Interview with CNA
#15 on 6/13/08 at 11:23 AM revesled the resident
required tolleting before and after meals and at
badtime.

CATHETER

Review of the 4/26/06 quarterly and 11/4/05
annual Minimum Data Set (MDS) assessments
revealed supplemental resident #8 had an
indwelling urinary catheter. Review of the 11/4/05
Resident Assessment Protocol {RAP) summary

| for incontinencelcatheter revealed the resident
had the catheter due to uririary incontinence .
related to a diagnosts of dementia, The summary
documented the resident had recurrent urinary
tract infections. Review of physiclan orders
showed an order for the catheter on 4/30/01,
Review of the 1/11/06 bowel and bladder
retraining assessment revealed the resident had
a catheter ",..for urinary elimination." There
lacked documentation of a medical reason for the
catheter, Dixing an interview on 6/15/06 at 8 AM,
! the assistant director of nursing stated the

| cathetar was used because the family wanted it

revealed the resident required toileting bafore and '

CATHETER

« On 07/10/06, the ADON spoke with
Resident #8’s physician and was able to
receive a diagnosis of urinary retention.
» Bi-monthly, the DON, ADON and
MDS coordinator will review resident
medical records for patients with an
indwelling catheter to ensure there is a
proper diagnosis and determine it the
resident is a candidate to remove the
indwelling catheter.

o The DON and ADON will instruct
resident families on the risk of having
indwelling catheters upon admission
and at quarterly care plan meetings.
The DON will monitor for appropriate
placement of catheters at quarterly
hatient care plan meetings. Results of
monitoring will be shared with the
NAA Committee.

7/15/06

|
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e The DON will instruct the CNAson ;  7/15/06
318 | 483.25(e)(2) RANGE OF MOTICN F 318 . X
S8=G the importance of performing ROM

Based on the comprehensive assessment of a
resident, the facliity must ensure that a resident
with a limited range of motion receives
appropriate treatment and services to increase
range of motion and/or to prevent further
decrease in range of motion,

This REQUIREMENT s not met as evidenced
by:

Based on observation, staff interview, and
medical record review, the facility failed to provide
restorative exercises to prevent further decline in
range of motion for two (#2, #16) of four sample
resldents who reguired restorative setvices. One
resident (#16) did not receive planhed services
and had a decline In range of motion. The
findings were: :

1. Review of the 6/29/05 annual Minimum Data
Set (MDS) assessment for resident #16 revealed
sfhe had no functional limitation in either arm or
hand. Review of the 3/28/06 quarterly and the
4/6/06 significant change MDS assessments
revealed the resident had limited range of motion
{ROM) in both artns and hands with partial loss of
function: a decline over the past two and one-half
months, Review of the 4/13/06 care plan revealsd
the resident was to receive ROM to all extremities
every shift. Review of the restaorative care flow
record for 5/06 revealed the resident recelved
passive range of motion (PROM) to both lower
extremities but not to either upper extremity.
Interview with certified nurse aide {CNA) #13 on
6/15/06 at 10:15 AM revealed sometimes the
rasident received PROM and sometimes s/he did

“@/ gercisék’, AROM/PROM, to prevent a
. decline in ROM, and contractures.
PO ‘} sCNAs were also instructed the RNA is
% |not the only staff that can perform ROM
W gﬁ‘“ ¢/ exercises, ROM can be provided in
9:,&" different ways such.as combing his/her
%" |hair, brushing teeth, dressing, etc for
those residents that are capable of
performing their own personal care.
Those residents unable to perform their
own personal care, PROM can be
performed while getting him/her
dressed. C.N.A.’s were instructed to
document ROM when performed or
notify the RNA, so that she can
document the ROM as completed.
= The DON and ADON will in-service
nursing staff on the ROM policy which
states, “All residents confined to a chair
or bed are to receive ROM to all
extremities unless otherwise specified
by the physician. _
s The Restorative nurse will review the
restorative logs each week to ensure
that range of motion (ROM)} is being
performed on patients requiring
restorative care. The DON will review
the restorative plan and log each quarter,
to monitor the effectiveness of these |
procedures. The DON will report !
results to the QAA committee each
quarter,

not. Interview with licensed practical nurse #1 on
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6/15/06 at 8:05 AM confirmed the resident had a
decline in ROM in March 2006,

2. Review of the 4/27/06 significant change
Minlmum Data Set (MDS) assessment showed
resident #2 had range of motion limitations to
both arms, both legs, and both feet. Review of the
4710106 restorative nursing services patient plan
{for the perlod 4/06 through 9/06) revsaled the
resident was supposed 10 receive
exercises/range of motion fo the upper and lower
extremities "daily." However, review of the May
2006 restorative flow record showed the resident
did not receive services on 14 of the 31 days.
Review of the June 2006 flow record through
June 12th showed the resident did not recelve
services on 3 of the 12 days., During an interview
on 8/15/06 at 8:55 AM, restorative nurse alde
(RNA) #16 stated daily meant seven days a weak.
In addition, the RNA stated if services were not
provided, it was probably on days she was not
working. The RNA furthar stated she was not
sure why services would not be provided,
because the certified nurse aides (CNAs) could
provide the services as well,

483,26(h)(1) ACCIDENTS

The facliity must ensure that the resident
environment remains as free of accident hazards
as Is possible.

This REQUIREMENT s not met as evidenced
by:

Based an observation, medlcal record review,
and resident and staff interview, the facility failed

Fat8

F 323

> Facility staff will perform room to 7/15/06
room checks for items that are labeled
with any cautionary statements, in
addition to any items that Jack any kind
of labeling. These items will be
removed and placed into a labeled bag
until the purse on duty is able to
determine if the item is safe. The
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to ensure various areas of the anvironment were
free of accident hazards. The findings were!

1. Observations on 6/13/08 at 7:25 AM and
6/15/06 at B:60 AM revealed a jar of "Vicks
VapoRub" and a bottle of fingernail polish
remover on the bed-side table of resident #8,
Review of the medical record showed there was
no evidence of any safety assessment done for
the use of these items and no evidence of a
physician's order for the vapor rub. Interview with
the resident on 6/15/06 at 8:50 AM confirmed
s/he used the vapor rub by putting it in his/her
nostrils when needed, and stated a family
member supplied It. According to the label on the
"Vicks VapoRub", It is for “external use only,
avoid contact with eyes" and "Do not use: in
nostrils®, Interview with the assistant director of
nursing (ADON) on 6/14/06 at 2 PM revealed she
was unaware the resident used the vapor rub,

“and confirmed there was no assessment

compieted for safely as far as she knew, ant no
physician's order,

2. Observation an 8/12/08 at 5:35 PM and again
on 6/13/06 at 7 AM revealed resident #13 had a
jar of Vicks Vapor rub and a bottie of Tums Ultra
on the bedslde table. Medical record review
revealed no assessment for self administration of
meadications, nor a physician's order to leave
medications at the bedside. During an interview
on 6/14/06 at 11:25 AM, the assistant director or
nursing (ADON) stated there was not an
assessment for self administration of
medications, nor was there a physician's order
which stated medications could be left at the
bedside. The ADON stated normally there would
be a physician's order,

the door closed when staff is not in
attendance.

= Resident #23 will have a wheelchair
positioning and safety evaluation
performed by the Occupational
Therapist to determine if the seat belt on
her chair is necessary or appropriate,

o Weekly walk thrus will be completed
by nursing staff to ensure items that
could be hazardous are immediately
identified and that the beauty shop door
remains closed. All staff will be
instructed to remove items from
resident access in any room of the
facility if the items are labeled with
cautionary statements or are not
properly labeled. All staff will be
instructed to keep the beauty shop door
closed unless a staff member is present.
Nursing staff will be instructed on the
proper use of seat belts on wheelchairs.
s An assessment will be completed for
any resident who has physicians orders
for items at the bedside to ensure the
residents is capable of safely handling
the items. All residents with seat belts
on their wheelchairs will be assessed by
the Occupational Therapist to determing
the necessity and safety of the belt.
> Residents will be care planned to self |
administer bedside items when deemed '
appropriate by facility assessment and |
physician order, |
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3, Observation on 8/14/06 at 9:20 AM revealed
the door to the beauty shop was open, and staff
were not present. There was a plugged in curling
iron on top of the counter upon entering the room,
The curling iron was hot to the touch,

4, Observation on 6/13/08 at 1 PM of the sun
room/activity room revealed the rcom did not
have a door, and drawers were not locked.
Observation in one of the drawers revealed two
bottles of fragranoe oils which contained the
warning "...caution...not for consumption..avoid
contact with eyes, skin...", There was ho staff
present in the room at the time of the cbservation.

5. Review of the 12/21/05 annual and the 3/21/06
guarteriy Minimum Data Set {MDS) assessments
for resident #29 reveaied s/he had moderate
cognltive impairment. Further review of these
documents revealed the resident had wandering
behavlors dally, Observation on 6/13/06 at 9:10
AM revealed the resident wandered into another
resident's room. Review of the 1/26/06 nursing
progress notes revealed the resident was fond In
another resident's room. The following concern
was identified:

a. Observation of the room of the resident's
room on 6/13/06 at 4 PM revealed the following
items located In a container on the nightstand:
Three bottles of nonalcoholic mouthwash with the
warning label "Keep out of reach of children®, and
one bottle of Deoderant with the warning "Keep
out of reach of children"”,

6, Observation of the room of resident #16 on
1 6713/06 at 10:10 AM revealed the following

i concerns:

|
Faosf Residents who self administer items |
|

will have their assessments reviewed by
the Director of Nursing quarterly to
ensure that the capability continues.
Patients using seat belts on their
wheelchairs will have their care plans
reviewed quarterly by the Director of
Nursing and compared with the
Occupational Therapist’s assessment to
ensure that seat belts being used are
necessary and safe.

s Findings of the Director of Nursing
will be reported to the Administrator
and teported to the Quality Assessment
and Assurance Committee at the
quarterly meeting.
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a. On the nightstancd was one bottie of
periwash cleanser with the cautionary statement
"Keap out of eyes. In case of accidental eye
contact DO NOT RUB EYES. Flush eyes
thoroughly with water. If swallowed consult a
physician or polson control censer. Keep out of
reach of children. For external use only."

b. In the partially open drawer of the
nightstand was one Jar of "sween cream" with the
cautionary statement "For external use only." and
one botle of wound wash saline with the warning
"Eor external use only, Keep out of reach of
chiidren." ‘

7. Review of the medical record for resident #23
showed a consent form for a self-releasing seat
belt “for sense of security" dated 1/15/03. Review
of the 5/11/06 care plan showed the resident
used a seat belt in the wheelchalr. Observation of
the resident on 6/12/08 at 4:10 PM, on 6/13/06 at
8:55 AM and 12:55 PM, and on 6/14/06 at 2 PM
revealed the resident was seated in the
wheelchair, The resident had a seat beilt, but the
seat belt was hot secure at the level of the
resident's hips. The seat beit was loose, and was
resting on the middle of the resident's thighs,
Review of ihe medical record revealad no
assessment to determine the safety of the seat
belt, including the possibility of the resident
slipping down in the wheelchair. During ah
interview on 6/15/06 at 8 AM, the ADON stated
there was hot an assessment for the correct fit of
the seat belf, nor an assessment for safety,
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F 324 483.25(h)(2) ACCIDENTS E 904 The nursing staff will be instructed on | 7/15/06

552D proper lifti g and {r nsfemng J«%@Sﬁ
The facility must ensure that each resident procedures: *I‘Be‘y' %S ed to |
recelves adequate supervision and assistance check for appropriate footwear and to J
devices to prevent accidents. use a gait belt whenever transferring a

7 patient. The P.T.’s will be instructed to

This REQUIREMENT Is not met as evidenced follow facility procedures when lifting
by: and transferring patients, including
Based on observation, medical record review, checking for appropriate footwear and
staff interview, and review of in-service education the use of a gait belt,
records, the facility falled to assure appropriate o The DON will monitor lifts and

footwear was worn during transfers for one of five
sample residents (#13) with a history of falls. The
findings were;

transfers at random to ensure that
caregivers are following proper

_ procedures. Findings of random

Review of the 6/8/06 significant change Minimum observation will be used in the QAA
Data Set (MDS) assessment showed resident process in accordance with this facilities
#13 had fallen in the past 31-180 days. Review of policy

a 3/4/08 nursing note showed the resident was '
being assisted by two staff, the gait bslt slippad
and the resident slid to the floor. Review of a
5/4/08 nursing note showed the resident was
found on the floor, Review of the 3/2/06 fall risk
assessment revealed the resident was at high
risk for falls. Review of the 5/11/06 care plan for
falls showed appropriate footwear during
transfers was not addressed. The following
concerns were noted:

a. On 8/12/06 at 5:35 PM, certified nurse
gides (CNAs) #16 and #27 transferred the
resident from the recliner to the wheelchair in the
resident’s room, which had tile fiooring, The
CNAs held the resident under his/her arms (one
on each side of the resident) and did not use a
gait bell. During the transfer, the resident’s feet
slipped out from under him/her, and the CNA's
were holding the resident up by hls/her arms.

' When the resident was put in the wheelchair, it
| was observed the resident had socks on his/her
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taet, At that time, CNA #27 looked in the
resident's drawers, and stated the residant was
out of "sticky socks" (non-skid socks).

b, On 6/13/06 at 7 AM, CNA #27 transferred
the resident from bed to the wheelchalr using a
gait belt. The resident had on socks, and during
the transfer, the resident's feet slid on the floor,
hut the CNA was able to get the resident into the
wheslchair,

c. On 6/13/06 at 9,06 AM, physical theraplst
#9 transferred the resident from the recliner to the
wheelchair without a galt belt. The resident wore
socks on hisfher feet.

d. On 6/15/08 at 8 AM, the assistant director
of nursing stated the resident probably just had
socks on his/her fest during previous falls,

Review of In-service education provided to staff
on 6/7/06 revealed "...Assess situation first...Pts
footwear appropriate?...” Review of the brochure
"Lifting & Moving Patients Safely” aftached to the
In-service education materials revealed "...Does
he or she have proper footwear?"

F 370 | 483.35(()(1) SANITARY CONDITIONS - FOOD F 370

$8=E | PROCUREMENT
: o Improperly marked packages

The facility must procure food from sources i thg frlzzezgrlwill be f;; ozgezb ::l]gt are 6/15/06

approved or considered satisfactory by Federal .
State, or local authorities. v disposed of.

e The Dietary Manager will monitor the
food in the facility’s possession by
performing bi-weekly observations of
food in storage to ensure it is properly
marked and inspected,

| This REQUIREMENT Is not met as avidenced
' by.

| Based on observation, and staff interview, the

| facllity falled to ensure all food items were from

i
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an approved source, The findings were:

Observation on 6/12/06 at 4:15 PM revealed

' several boxes in the outside walk-in freezer

contained numerous packages wrapped in white
paper labeled "lamb". There were no markings to
indicate If it was inspected or whers the lamb was
packaged. Interview with the dietary manager on
B/14/06 at 8:55 AM revealed the lamb was
donated from a person i the cemmunlty, and it
was not from an approved source. She stated the
quantity was two full butchered lambs and was
donated to the facility in December 2006. She
further stated she had planned to give it away to
staff.

According to Food Code 20058, U.S. Public

| Health Service, 3-201.11 Compliance with Food

Law, (A) FOOD shall he obtained from sources
that comply with LAW. (B} FOOD prepared in &
private home may not be used or offered for
human consurnption in a FOOD
ESTABLISHMENT. (C) PACKAGED FOOD shall
be labeled as specified in LAW, including 21 CFR
101 FOOD Labeling, 8 CFR 317 Labeling,
Marking Devices, and Contalners, and 9 CFR 381
Subpart N Labeling and Containers, and as
specified under §3-202.17 and 3-202.18.

findings at the QAA meeting each

quarter.
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F 371| 483.35(2) SANITARY CONDITIONS - FOOD Fa71fl2 715106
s$=F | PREP & SERVICE ¢ Cases of frozen foods pleced on the
- plastic racks on the floor will be moved
The facility must store, prepare, distripute, and to 6 inches above the floor.
serve food under sanitary conditions. b./c.
e All dietary staff will be instructed
regarding proper food storage and
: thawing of foods.
This REQUIREMENT s not met as evidenced ° New containers for food thawing have
by: . I o been obtained to eliminate the need for
Based on observation, staff interview, review o the use of larger containers, which take

the cleaning schedule and review of facility policy

and procedure, the facility falled to ensure proper up more space. Existing “thawing

techniques to prevent possible contamination signs” will be replaced with more food
during food storage and preparation, The findings specific signs.
were:!

: , P The Dietary Manager will randomly
;iotzs Efc?IIpwing concerns were noted with food monitor food storage areas. for proper

a. Observation on 6/12/06 at 4:15 PM food storage.
revealed approximately 20 cases of frozen foods
were stored on flat plastic racks placed directly on
the floor of the watk-in freezer,

b. Observation on 6/12/06 at 4:15 PM, and
6/13/06 at 6:55 AM showed raw meat in the
walk-In refrigerator labeled "stew meat” and "pork
roast” thawing on & shelf diractly above a pan
labeled "manicott" and a container iabeled
"french onion soup”.

¢, interview with the certified dietary manager
(CDM) on 6/14/08 at 8:55 AM revealed sha knew
food should not be stored on the fioor, and to
prevent possible contamination, raw meats
should be stored on the bottom shelf, !

According to Food Code 2006, U.S. Public
Health Service 3-305,11; Food Storage. FOOD
shall be protected from contamination by storing
the FOOD: (1) In a clean, dry location; {2} Where
Itis not exposed to splash, dust, or other
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contamination; and (3) At least 15 om (8 inches;)
above the floor. '

According to Food Code 2008, U.S. Public
Health Service 3-302,11 Packaged and
Unpackaged Food-Separation, Packaging, and
Segregation, (A) FOOD shall be protected from
cross contamination by; (1) Separating raw
ahimal FOODS during storage, preparation,
holding, and display from: (a) Raw

| READY-TO-EAT FOOD... {b) Cooked

READY-TQ-EAT FOOD;

2, The foliowing concerns were noted with the
cleanliness of the dish room and food preparation
ares,

a. Observation on 6/14/06 at 415 PM
revealed a black build-up approximately two feet
long by one and one-half inch high on the back
splash of the eink near the sprayer in the dish
room. Interview with the CDM revesled this was
mold, and it had been a problem for the past year,
She further stated she "tries to clean It daily with
bleach".

b. Observation on 6/12/06 at 4:16 PM showed
the hoods above the rangs had a build up of dust
and grease. Review of the facility policy titied
"cleaning the dietary department” dated 5/05,
showed the hoods were to be cleaned weekly.
Review of the cleaning schedule showed the ast
time this was done was 5/24/08 (3 weeks prior).

¢. Observation on 6/14/06 at 8:56 AM
revealed a light above a food preparation table
with a plastic cover that was cracked and hanging
down. Additionally, next to this light there was an
air vent which was dusty and falling away from
the celling.

Interview with the CDOM confirmed the
cleaning was not completed as frequently as

2.8,

o The caulking will be removed and the
mold cleaned off with a heavy~duty
cleaner, designed specifically for mold.
The wall will be allowed to dry then
Kilz (2 mold prevention latex product)
will be applied and 100% silicone
caulking will be used to reseal the area.
= Maintenance will monitor and
document signs of mold each month.
Maintenance will research and find a
product that can be sprayed on the wall
each week to prevent the growth of
mold until the new kitchen can be
constructed.

b.
o The inside hood will be completely
cleaned and will continue to be cleaned
and documented in the “Cleaning Task
Book” twice each month. :
s The Dietary Manager will monitor the
“Cleaning Task Book™ and the
condition of the hood unit to ensure the
arce is sanitary for food preparation.

G.
« Maintenance will replace 29 light
covers and tighten the vent covers on
the ceiling and clean them.

ORM CMS-2587(02-98) Previous Verslona Obsclele

Evanl |D: 4XDS11

Faclily Iy WY0032

If continuatioh shee! Page 25 of@




@o27

PRINTED: 08/29/2006
FORM APPROVED
OMB NO, 0938-0381

07/10/2008 18:11 FAX 130736747684 SUBLETTE CENTER NURSES

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

)
STATEMENT OF DEFIGIENCIES {%1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; N e COMPLETED
A, BUILDING \
L]
B. WING
535017 06/15/2006

NAME OF PROVIDER OR SUPPLIER

SUBLETTE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
PO 788, 333 N BRIDGER AVE
PINEDALE, WY B2941

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES | b ! PROVIDER'S PLAN OF CORRECTION I %3]
PREFIX .  (EACH DEFICIENCY MUST BE PRECEEDED BY FULL {  PRERIX {EACH CORRECTIVE AGTION SHOULD BE ! COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENCY) i
¥ . . ]
F 371{ Continued From page 25 F 371 Maintenance will monitor for broken
light covers and loose vent covers on
scheduled and it needed to be done. She further weekly walk thrus to ensure sanitary
agreed the light and vent above the preparation iy .
fable should be fixed. conditions are not compromised,
According to Food Code 2005, U.8, Public o
Mealth Service 4-602,13: Nonfood-Cantact P The Dietary Manager and
Surfaces. Non FOOD-CONTACT SURFACES of Maintenance Director will report
EQUIPMENT shall be cleaned et a frequency findings of monitoring to the QAA
necessary to preclude accumuiation of soll .
residues. pommittee quarterly.
According to Food Code 2008, U.S. Public
Health Service 3-307.11 Miscellaneous Sources
of Contamination, FOOD shall be protected from
contamination that may result from a factor or
source not specified under Subparts 3-301-3-308,
F 444 | 483.85(b)(3) PREVENTING SPREAD OF F 444
§5=D | INFECTION " The Director of Nursing, the Infection Control | 7/15/06
- . Coordinator, and the Cl Nurs
The facliity must require staft to wash their hands v s oo T omsnvs st oy
after each .dlre.Ct. regident contact for which perform hand hygiene before and afier giving
hanfdwa:shmlg s m.d'cated by accepted lirect care to residents #6 at meals. The nursing
professional practice. staff may use soap and water and/or an alcobol
based hand sanitizer to perform hand hygiene,
This REQUIREMENT is not mst as evidenced 1::1}(11 g;’:;ﬂé::&ﬁg:;ﬁi (éne:fcxifgprlatc
by . _ . brocedure, This inservice will be given by the
Based on observation, staff interview, and review infection Control Coordinator, The CNAs will
of facility policies and procedures, the facility be given the written procedure ou how to

falled to ensure staff followed handwashing
protocols durlng one of two meal cbservations,
The findings were:

Observation in the dining room on 6/12/06 at 8:32
PM revealed resldent #8 coughed and spewed
food on himself/herself, Observation revealed
certified nurse aide {CNA) #18 wiped the food
and spittal from the resident's mouth and then,

perform appropriate hand hygiene,

Thorough monitoring of the CNAs by the
PON and Infection Contro]l Coordinator, the
appropriatenesy of hand hygiene will be
dentified and inserviced immediately,
-orrective action will be taken when hand
hygiene is not performed correctly or not
performed between each resident during meals
ind at all other tines when direct care is given,
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F 444 Continued From page 26 F 444, A Hand Hygiene policy will be developed and |
| without washing or sanitizing her hands, assisted put into place that will accompany the
i another resident seated at the same table with- “‘Handwaghing Procedure” that iy already in
eating. Interview with the infection centrol place. '
coordinator on 6/15/06 at 8:50 AM confirmed the » Monitoring will be at random as an on going
CNA should have washed or sanitized her hands process and used in the quality assurance
prjor 10 ass]sting another resident with eating‘ process according to this facility's quahty
Review of facility policies and procedures asilurance program.
revealed there was no policy on handwashing,
only Instructions on how to perform handwashing.
F 467 | 483.70(h){2) OTHER ENVIRONMENTAL F 467
ss=F | CONDITIONS - VENTILATION
» The ventilation system motors will be
The facility must have adequate outside : 7/5/06
ventllation by means of windows, o mecharical replaced and yents w1.ll be c(:ihecked to be
ventilation, or a combination of the two. sure they are in working order,
o All staff will be instructed to report
' - . excessive lingering of unwanted odors
gh.is REQUIREMENT is not met as evidenced by completing a work order for the
By‘ d on ob ti d staff interview, the Maintenanoe Dircctor.
' Based on obsarvation an i , R . , . .
facility falled to ensure an operationat ventilation The Maintendnce Director w11.l_
system throughout the building and resident Pcl'ﬁ_)ml_ monthly checks to monitor the
rooms. The census was 34, The findings were! ventilation system and ensure that the
system is working consistently and will
g?:i{;atito: on &/ 13’ ?1?1 ?_f r:axfer\glgg t::s gg‘mré’oms respond immediately to work orders
ent rooms 1 & . i .
corning from the overhead vent. Observation in produced_w:th odor cE)mplamt§. ,
both bathrooms In the lobby revealed no sound @ The Mamtenance Dlr_ec'tor will report
from the overhead vents. When tissue paper complaints to the Administrator and
when placed on the vent, the tissue paper did not will shave his findings with the Quality
giMnEltthO the lvigt. Dugncﬁr:; é?urrsotntﬁg [ _Atr/OGPE;ta%gdS Assessment and Assurance Commitiee
, the malntenanc or stated it ap . , .
the ventllation system was not working In the in the quarterly meetings.
main bath, and some of the resident room
bathrooms. The maintenance director stated the
facllity had a central evacuation system, $0 alt of
ORM CMS-2667{02-9%) Previous Verslons Obscieta Event 1D, 4XDS11 Facillly 1D Wy 0032
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F 467 | Continued From page 27 F 467
the rooms were on the same ventilation systam.
He stated he would have to climb in the attic to
sae if the ventilation system was working. During
an interview on 6/15/06 aft 10,55 AM, the
I agministrator stated the maintenance director had
i been in the attic and on the roof. The ventilation
system was. not working, and they were going t©
call In a contractor,
F 492 483.75(b) ADMINISTRATION F 492
$8=F : g : 0
The facifity must operate and provide services in ° L1cense.d nur&xrt}g Stai;lf will };: i 7/15/06
compliance with all applicable Federal, State, and instructed to perform t € wee. ly skin
focal laws, regutations, and codes, and with assessments as per physician orders.
accepted professional standards and principles C.N.A.’s will continue to check patient
thathapg?ly Itlc')t professionats providing services In skin and address any concerns observed
sueh a faciity. to the licensed nurses.
» Tasks delegated to C.N.A.’s will be
This REQUIREMENT s not met as evidenced reviewed for appropriate scope prior to
by: implementation by the DON, The
Based on staff interview and medical record Administrator will monitor policies for
review, the facility failed to ensure certified nurse proper scope of practice during annual
aides (CNAs) performed tasks for which they policy reviews to ensure professional
were qualified and which were within their scope tandard bei i )
of practice, Furthermore, the facllity falled to stancards m'f& slng mel. gn ) wh
assure licensed nurses delegated tasks o OANX DyvAce
appropiiately to CNAs. The findings were! W W A ‘P Jo G I ]
Interview with licensed practical nurse (LPN) #2
on B/13/06 at 1,30 PM and with the assistant
director of pursing on 6/15/06 at 8:50 AM
revealed CNAs performed the weekly skin
assessments while bathing or showering
residents and had the nurses sign off on the skin
assessment form, They further stated the nurse
would sometimes also perform a skin
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38=D

Continued From page 28

assessment if the CNA reported a concern but
nurses did not routinely perform the weekly skin
assessments as orderad by physicians.

According to the July 2005 Nursing Practice
Act and Administrative Rules and Regulations
November 2003, performing a skin assessment
was not within the scope of practice for CNAs,
Further review of the July 2005 Nursing Practice
Aot and Adminlstrative Rules and Regulations
November 2003 revealed " 'delegation’ decisions
must be made by the licensed nurse on the basis
of the skill levels of the care givers." Further
review showed the delegating nurse must
delegate only those tasks which are within the
CNAs "area of responsibility and scope of
practice.”

483.75()(1) LABORATORY SERVICES

The facility must provide or obtalh labeoratory
services to meet the needs of its residents, The
facility is responsible for the quallty and timeliness
of the services.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, and medicai record
review, the facility falled to ensure laberatory tests
were compieted as ordered for cne (#6) of nine
sample residents, The findings were:

Review of the 12/30/05 physician's orders for
resident #57 ravealed an order for a racheck
urinalysis and culturs in one week because of a
urinary tract infection, Review of the entlre
medical record revealed there was no report of a

F 492

F 502 :
* The lost sample/results from 12/30/05

cannot be obtained.

° Licensed staff and Medical Records
personnel under the direction of the
DON will be instituting the following
check and balance system 1o ensure all
ordered laboratory work 1s received in a
timely manner: a copy of the lab
requisition will be placed in a notebook
by the Jicensed staff. The Medical
Records personnel will check the
notebook to be sure those results have
been received and placed into the
medical record. If the results are not
received within 3 business days, the
Medical Records personnel will contact

7/15/0¢
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F 502 | Continued From page 29 F 502 |the lab to ensure that samples were
received,
urinalysis or cuiture during the first week of Li -
: o n
January 2008 (one week after the 12/30/05 order crls(i)e Se]d s?ﬁﬂv anq M?d‘:’al i&_ecmdsth'
for & recheck), Interview with the assistant p : nnet Will recerve instruction on this
dirsctor of nursing on 6/15/06 at 8:50 AM new system.
revealed the urine sample had been sent to the » The DON will monitor this new system
laboratory but the sample was lost and and report to the QAA committee the
subsequently the urinalysis and culture were not results and make changes as deerned
performed. necessary with given results to prevent lost
, or missing lab results.
F 507 | 483.75()(2)iv) LABORATORY SERVICES F 507
8S=D
7/15/06

The facility must file in the resident's clinical
record laboratory reporis that are dated and
contain the name and address of the testing
labaoratory.

This. REQUIREMENT s not met as evidenced
by:

Based on staff interview and medical record
review, the facility faited to ensure laboratory
results were in the medical record for one (#18) of
nine sample resldents. The findings were;

Review of the 1/24/06 physician's orders for
resident #16 revealed total protein, albumin, and
pre~albumin tests were ordered. Review of the
entire medical record revealed the results of
these tests were not in the medical record.
Interview with the asslstant director of nursing on
6/15/06 at 11 AM revealad the tests were
completed hut the results were not in the facility,

= A request will be made for a copy of lab
results for the tests ordered for Resident #16 on
1/24/06, the results will be placed in the medical
record.

= Licensed staff and Medical Records personnel
under the direction of the DON will be
instituring the following check and balance
system to ensute all ordered laboratory work is
received in a timely manner: 8 copy of the lab
requisition will be placed in a notebook by the
licensed staff, The Medical Records personnel
will check the notebook to be sure those results
have been received and placed into the medical
record. If the results are not received within 3
buginess days, the Medioal Records personnel
will contact the lab to ensure that samples were
received,

* Licensed staff and Medical Records personnel
will receive instruction on this new system.,

» The DON will monitor this new system and
report 0 the QAA committes the results and
make changes as deemed necessary with given
resulls to prevent Jost or missing lab results.
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F 613 : 483,75(k)(2)(iv) RADIOLOGY AND OTHER F 513|* The Medical Record personnel will 715106
$5=D | DIAGNOSTIC SERVICES contact the physician to obtain a copy of

The facility must file in the resident's clinical
record signed and dated reports of x-ray and
other diagnostic services.

This REQUIREMENT s not met as evidenced

by

Based on staff interview and medical record
review, the facllity faiied to ensure radiology
results were in the medical record for one (#29) of
two sample residents. The findings were:

Review of the 5/8/06 physician's orders for
resident #29 revealed an order for an x-ray of the
right knee because the resident had pain when
s/he walked. Review of the entire medical record
revealed the results of the x-ray was not in the
medical record. Interview with the agsistant
director of nursing on 6/15/06 at 11 AM revealed
the x-ray was taken on 6/8/06 but as of 8/15/06
(38 days)} it had not been read by a radiologist so
there were no results available, '

the radiologists report from the x-ray
taken on Resident #29 on 5/8/06. The
report will be filed in the medical
record.

*The Medical Records personnel and
the DON will develop an “X-ray /
Diagnostic Test Requisition” form to be
used and completed by the licensed
nursing staff when an x-ray and/or
diagnostic test is ordered. The form
will include only necessary information
to obtain the test results. The Medical
Records personnel will then review the
requisitions weekly to ensure that
results have been obtained in a timely
manner. The Medical Records
personnel will document all attempts to
obtain results and will report to the
DON if results are not received after
three failed attempts.

o The DON will monitor the Medical
Records personnel to be sure the system
1s working properly and make changes
to ensure the system is working for a
minimum of 90 days. The DON will
report fo the QAA committee results of
monitoring.

L
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F 514 | 483.75(1)(1) CLINICAL RECORDS £ 514| ° The MDS Coordinator will review 1 7/15/06
S5=D physician orders on Resident #16 for
The facility must maintain clinical records on each any duplicate orders or contradicting
resident in accordance with accepted professional orders on a monthly basis. The MDS

standards and practices that are complete;

: | ' - Wi ident !
accurately documented; readily accessible; and Coordinator will contact Resident #16’s

systematically organized. physician to see which orde.r is to bC|
Y Y followed. The MDS Coordinator will
The olinieal record must contain sufficient then discontinue the order the physician

information to identify the resident; a record of the

ident essments; the plan of care and does not want to continue.
resident's ags ; a i . .
services provided: the results of any The MDS Coordinator and DON will

preadmission screening conducted by the Stats, review physician orders bi-monthly to
and progress notes, ensure that the orders do not
contraindicate each other and will
contact the physician to clarify the

This REQUIREMENT is not met as evidenced orders and ensure the information in the

by; ) e

Based on observation, staff interview, and medical record is clea?r.

medical record review, the facility failed to ensure > The DON will monitor the

medical records were accurate for one (#16) of effectiveness of this process by

ten sample residents. The findings were: TCViﬂWiZﬂg physjcian orders in pa_tjent

. . charts once each quarter and reporting
Raviaw of the 4/06 signed physician's erclers for . ,
resident #16 revealec? two goﬁfiictlng orders for any findings to the Qu'ahty Assessment
repositioning the resident in regard to his/her and Assurance Committee.
pressure sore on the right hip. Review revealed
one order tnstructed "Clock turning schedule
12-2:00 supine, 2:00-4:00 left side lying,
4:00-8:00 right side lying, 6:00-8:00 supine,
8:00-10:00 left side lying, 10:00-12:00 right side
lying when in bed.” The same monthly order
sheet revealed an order that instructed "Pt.
[patient/resident] needs to be kept off her rt.[right]
hip ...." because there was a developing pressure
sore. Review of the 5/06 and 6/06 treatment
records revealed the resident was turned
according to the instructions that included being
placed on the right side. However, interview with
% certified nurse aide (CNA) #13 on 6/13/06 at 7:15
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AM revealed the resident was kept off his/her
tight side because of the pressure sore,
Observation at this same time revealed a sign
posted at the head of the resident's bed that
instructed the resident should not be placed on
his/her right side. Periodic observations from 8
AM through & PM on 6/13/06 and from 8:30 AM
through 6 PM on 6/14/06 revealed the resident
was not placed on histher right side.

F 516 | 483.75(1)(3), 483.20{f)(5) CLINICAL RECORDS F 516
58=E
A facility may not release information that is > The home health agency will 7/5/06
resident-identifiable to the public. swrrender their key and access to the
medica) records room in the annex

The facility may release information that is

resident-identifiable to an agent only In building. , ,
accordance with a contract under which the agent ° The medical records clerk will receive
agrees not to use or disclose the information requests for records and will provide
axcept to the extent the facility itself is permitted only those records approprjate for the

to do so. requesting agent. In the event the

The facility must safeguard clinical record medical records clerk is unavailable the
information against loss, destruction, or Administrator will serve as relief access
unauthorized use, to medical records and will only release
those medical records that are
appropriate for the requesting

This REQUIREMENT s nof mat as evidenced individual. The medical records clerk

by: . . ,
Based on observation and staff interview, the and the A.dn'nmstrator will have signed
facility falled to safeguard medical records from confidentiality agreements on file.
unauthorized access in order to protect the ° In this manner the facility will
confidentiality of residents. The findings were; safeguard clinical record information

Observation with the administrator on 6/15/05 at agams;loss dgsu;{ct%on, oi'.unau‘;honchd
9:05 AM revealed some resident medical regords use. A record ot inionnation release
were stored in a building next to the facility (the from the records room in the annex
building will be kept inside the room to
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"annex" building). The door was locked, and .
| inside revealed medical records in boxes. The accﬁrdlnfgfly.‘“ be i ted on th
administrator stated the home health agency also » All staff will be instructed on e new
had a key to access the room. medical records procedures. This

procedure will be reviewed in the
Quality Assessment and Assurance
Meeting by the Administrator.

ensure records are released and returned
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