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The following cornmen abbreviations are used
ihroughaut fhis document:
CDC: Centers for Disease Centrol & Prevention
CNA: Certified Nurse Alde
DON: Director of Nursing
Fl64
MDS: Minimum Data Set The facility will ensure each resident has the
o right to personal privacy and confidentiality
MRSA: methicllin-resistant Staphylocougus of his or her personal and chimical records.
aureus Personnel privacy inclndes medical
o eciterT TS T e freatment and during person; 3 B
RN Registerad fNirse will accamplishe& by:
- . -pf2BA0
Lass commorly used abbraviations will bo : : Y
annotated in sach deficiency where Ussd. :’;nﬁ;‘:iifn‘fommﬁf’;tf:; d“-’:;rmﬂ;ld %gfﬂlt slg
F 164 483.10(¢), 4B3.75()(4) FERSONAL F 164 4127 room. eatering Tesicent
stimp | PRIVACY/CONFIDENTIALITY OF RECORDS - J—
The resident ha the right to parsonal privacy and 2. All staff will be in-serviced to deficiency. =/ 6 / “’z
confidentialty of his or her personal anc clinical ) . ] '5/‘2?“/‘10
records. 3. All residonts will be ensured privacy v S o)
staff knocking on door and awaiting
Personal privacy includas aceommodations, permigsion to enter.
medical ireatment, wiitten and telephons ]
communications, personal cars, visits, and 4. Nursing management team, or designes | = gl
meatings of family and resident aroups, but this will perform five random audits monthly to
does not require the facility 1o provide & privaie monitor this process with tmnediate i
roorn fur sach resident. servicing to follow as nesded for six mooths. ‘
s . LD,
Fxcept a8 provided i paragraph (£)(3} of thiw 5. The DON or designee will report audit | &7 / 4 //{7
section, the resident may approve of refuse ihe results to the QA teamt 1o less than. quarterly
release of personal and clinical records fo any for six raonths.
individual outside the Tacility.

The resident's. right te refuse relosge of persnriai

; 3ifP_uER7EPRESENTAWE-ssE¢'ATT?i /_'_ THLE 7S BATE
R VB s P e 62
ANt i

Any defiighoy starement ending with an asierisk (*§ depotes a deficiency which thef nstiuEidn may be excused fram correcding providing itis datermined that
ather safeguards provide suffelert protection to fhe patients. {8es Instructions.) Except for nirsing homes, tha findings stated above are dleclosable 90 daye
{ohawing the date of survey whethar or not 4 plan of cemesiion s provided. For puvging homes, ihe above fingdings =nd plans of corraciion are disglosable 14
days following the date these documents are made avaiiabia i the facility, If deficienties are alted, an appraved plan of catrachion is teguisite 10 6o ntinuad
program particlpation.
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E 164 | Gontinuad From page 1
and clinical recorde does not anply when tha
resident 15 fransfemed to another heaith care
inatitution; or record release is requiret by law.

The facility must keep cenfidential all mformation
gontained in the resldants records, regardless of
the form or storage methods, except when
celease is required by transfer to another
healthcare instituiion: 1w, third party payment
~ontract: orthe resident.

This REQUIREMENT is not met as evidenced

by: .

Based on obsarvation, and resident and staff

- jtarview, e facility filsd fo gnsure pergoTal|
privacy for 1 of 23 sarpie residents #127). The
findings were:

[

1, Opaervaiion
staff were provi
#127. The resid

on 812310 af 9:50 AN showed

ding personal care for resident
grt's genital area was exposed

during this care when physical {herapist#1
inocked on the doot and entered without waiting
for permission. Interview with the resident on
32440 at 218 PM revealed $/he was unawars
the therapist entered the room. The resident
stated thet staff entering nisfter room without
permission "happens frequently.” The resident
also stated, "It's fie they think its okay to come in
without waiting foran answer bacause they
knocked." On a/26/0 at 7:50 AM, the DON
stated staff were expected to knook on closed
doors and wait for parmission 10 ariar,
483.13%c) DEVELDPMMPLMENT
ABUSE/NEGLECT, ETC POLIGIES

F 226
58=h

The facility must develep and Implernent written

FORNM GMS-2567(D2.03) ipvion Vergions Obsolsle Event 12: QCCHT Faclity 1D WRo2T 1f confinuation sheeti Page 2 of!
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E 726 | Confinued From pags 2

policies and procedures that prohibit
prigtreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT iz not et as avidenced

=)'

pased on staff intenview and review of gmployees
records and facility policy, the faeility falled to
ansure 1 of 7 new ermployses {#4) whase records
were reviewsd was screened for prior fincings of
apuas and neglect. The findings were:

Review of the facility policy "Background
Sereening Invastigaiions," revigar 7/23/02,
docurmented: “Our taciity Wil not Kiiawirigly Hirg
any individual who has a history of abuse other
persons. ‘tiyis Sacility will conduot background
chacks through elther their pmfessional fieensing
agency of Department of Farnily Services."

Review of employes recnrds showed employse
¥4 was a licensed practical nurse hirad on
1130/08. According 0 {nat review, as of 32410,
there was no svidence that the facility completed
the screening process 1o ensure the ameloyed's
packground was frea of abuge and nzglectto
yesidents. During &n intervigw on 3/24/10 at4:16
PV and again on 3/30/10 at 2:20 PM, the DON
ctated she was unabie 10 \oeate any evidence this
had heen done.

483.15() DIGNITY AND RESPECT OF
INDIMVIDUALITY

241
85=k

The facility must promols care for residents in @
manier and in an environment that rnaintaing of
enhances gach residents dignity and respect in
full recagnition of his o her individuality.
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F226

F228| The facility will ensure policies and
provedures that prohibit mistreatment
neglect, abuse of residents and
misuppropriation of resident propety is
re?oxted immediately to the Administrator, -
Director of Nursing and to other officials in
accordance with state Jaw. The Director of
Nursing will submit & written report of the
results of all mvestigations to the
ad.minish'ator and to others in ascordimes
with state law within 5 working days of the
incident and if the alleged violation i
verified appropriate comective action. must
be taken. This will be acsomplished by:

A FY backpronnd check hay been.
completed by employee #4 and forwarded to
DFS office.

S19/k0

§20/10

2. HR department will be in-serviced to =191

deficiency.
‘ §20A0

8. HR department will utilize 2 checklistfor | &/ 9/ 0
bl new live employees to include A
hackeround check to ensure all employees

ave a background check completed upon

e
Y. HR department will keep a copy of all QI:?—«V
packground shecks sent to DFS until /
F n44dompleted original fs received from DFS.
62010

9. The DON or designes audit three
dersopnel filos monthly for three month and
pport to the QA team,

e il

i continusfion sheat Page 3 of ¢
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PREFIX
TAG

This REQUIREMENT is not met as evidenced

hy:

E?;sad on observation, review of the facility dining
policy, medioal record raview, and staff, reaident,
and tamity interview, the Tacifity failed o maintain
dignity for 6 of a4 sample residents {2, 19, #16,
#17, #43, #167) and 10 non-sample residants
(#1, %3, #5, %6, #7.4k2D, 126, ¥32, #36, #165).
The findings were:

toncerns with dignity during dinlng:

1. Gonfidential interview with & rasidents family
member revealsd s/he routinely visited the facility

frequently placed the more depandent regidents
in the dining room for one to two hours hefore:

they served them.

o Observation during fhe breakfast meal on
212310 at 7:20 AM revealed resident #16 Wi
seated gt an assisted dining room table. The
resident had hisfher head down. The resident was
not served higiher meal unti! 8:11 AM (51 minutes

laten).

3. Observation during the pnch meal in the goulh

F 241

dining room on 3/24/10 revealed the following
GONCErns:

. AL 11718 AM, CNA #2 brought regident#£20
into the dining roofn, and piaced hirm/her atan
assisted dining table. The resident was not
served hig/her mea! ot 12017 PM (59 minutes
later).
b. AL 11:20 AMi, CNAS 41 anc #2 seated
yesident #7 at en assisted dining table. The
resident wag not served until 12:17 PM (57
minutes .

Event ID;QUCH
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COMPLETED
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CROSS-REFERENCED TC THE APPROPRIATE

(45}
COMPLETION
DATE
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F241]

accomplished by:

meal,

1. Resident’s #20, 7,32, 5, 1,6, 11,2, 165
and 161 will not be placed in the dining
room unti] they are ready to be served 2

:I'he facility will promoto care for residents
In  meamner and in zn environment that
n‘n_amtains or enthances each resident’s
dignity and respect in full recognition of his
or her individpatity. This will be

W20/ 1T

) ) ) R
. Nursing staff will acknowledge resident | & /4 //f]
#17 and #43 comments and concerns and

514/

spect.

r sbx months.

provide cate or jreatment as needed

- Nirsing management team or designes
ill Perform five remdom audits monthly io
onjtor this process with amediate in
rvieing to follow as needed for six months.

The DON or designee will report audit
ults the QA team no less than quarterly

) B0
3. Nursing staff will be in-serviced to 4 ?
deficiency. s j ’ /f '
_ GROH
4. All residents will receive medls ina £ f Y] il
amner that majataing or enhances thed ’
ipnity and respect.
6120110

. J'&l] residents will be acknowledged and  |.§ / g /
eceive oare as requested in a wanner that !
aintaing or enhances their dignity and

1

620110
57 410

620416
190

Faciily 1D WYODET
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. AL124 AM, GNA#2 brought resident #32 |
into the: dining To0f and plaged him/ner atan
nssisted dining table: “Ttie resident was not
served his/her meal untl 4221 PM (1 hour later).

d, At 11:25 AM, CNA#2 placed resident #5 at
an assisted dining iz, The resident was not
sorvad unfl 12:23 PM (58 minutes later).

o, AL 11:26 AM, CNA#2 brought resident#1
into the dining 00N and placed him/her atan
agsigtad table, The rasident wag vt served
hisfher meal until 42:91 PM (55 minutes later),

£ At19:42 AM, NA# brought resident #6
into the dining room and paced him/her af an
sssisted dining able. The resident was not
cerved untll 12:27 PM (45 minutes 1ater).

g, AR 1145 AN, CRA #3 brought resjdan T
into the dining room and placad him/her atan
sgsisted diving teble, The rasident was not

sgyved until 12:25 PM (40 prinutes later).

b, At 1118 AM resident #2 was brought into
the dining roomm by CNA#1. Tha resident was
geated zi the table slpeping on and off for 48
minutes before she was served & meal at 12:30
PM (1 hr 12 minutes later).

4. According to the 1/24/10 MD$ asgessment and
cairesponding care plan for resident #165, the
resident required extensive ssslstance with aaiing
and fotal dependence with locometion due 0
cognitive impairment and limited rangs of muotior,

resident had bagn placed at the dining room table
with three other residents who were eafing their
preakizst while s/he stared at a glass of walter,
The resident dozed intermittently and staff did not
serve and assisi the resident with his/hef
breakfast until an hour Igter at 8:30 AM.
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F 241 | Continued From page 5 F 241

5. Observation on 3/25/10 from 7:45 AM untjl
8:26 AM (40 minutes), showed resident #1671 sel
ait thex dining room fable without fadd service or
assiztance. During that fime the other residents in
the dining room, including the rasidents that
sharad histher table, had been served and were
eating thelr brézkfast.

6. Review of the opan dining policy 2.2 revised on
315110 showed, "Residents requiring feeding
assistance o with special needs wiil confinue fo
eat ot set meal times out lined below:" The limes
ware listed as 8 AM for breakfast, 12:30 PM for
lunch, and B PM for supper.

7.-During annterview on 32471 0-at3:50 PM i _ S
DON stated there was no reasen why the
residents should be brought into the dining room.
that eary.

Other dignity concerns:

1. During an interview on 3/24/10 at 3:30 PM,
resident #17 statad his/her concerns were
frequenily ignored by staff and that s/ihe had to
repeat requests for care or information several
times before somathing was done. The resident
stated this made him/her feel "unimportant.”
During the interviewy, lcensed practical nurse
(LPN) #1 enferac the room at 3:40 PM and asked
how the resident was fesling, The resident's
response was "...crappy.” The nurse ignored the
comment, making rio reply to the resident and
confinued with her task of iesting the resident's

FORM CM5-2567(02-99) Previpus Varsions Cbaclets Event iD:QCCHY Farility I WYD0Z7 If confinuation shest Page 6 of 34
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| nlood sugar. When the survayor asked the

12 Observation on 8/23/10 3t 9 AM showed

resident to define “erappy” the resident
cornplained of pain in his/her back and sides and
of generally "not feeling well.” Again the nurse
made no regponse af ail o the resident's
comment and continued with har work. When the
surveyer asked the resident if sfhe neednd pain
medication, the resident declined. During the
entire procedure, the nurse never acknowladged
the resident's comments or feefings.

Af 5 PM that day the DON stated she
expected staff 1o respond to residents’ comments,
acknowledge thelr feelings, ask about pain, and
provide treatment if they could.

(<D SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDERS PLAN OF GORRECTION &
PREFIX (EAGH DERCIENDY MUST BE PRECEDED BY FLIL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLENDN
TAG REGULATORY OR LEU IDENTIFYING INFORMATICH) TAG CROS5-REFERENCED T0 THE APPROFRIATE DATE
BEFICIENCY)
F 241 | Gontinued From page 6 E 241

[ .- £em e Co—t

resident #43 wheeled hirm/hereelf up to @ sunVeyor
and stated s/he needed to ¢go to the bathroom,
and it was urgent. CNA #4 was working with
another resident, and was standing ciose enough
to overhear the request. CNA# acknowladged
to the surveyor that she was aWaTe, and then
proceeded fo tell RN # 1 that the resident needed
to use the bathroom, During this exchange, the
rasident continued to say "HuTry, hurry.” Naither
the RN or GNA #4 ook the resident at that tioe.
Ingtead, the RN passed along the rasident's
request to CNA (#1), whe was working with
another resident. CNA#T wag heard to say, "'l
be right there." While waiting, the resident
wheeled himerseli down the hallway whete s/he
fold another staff member (activijes staff) that
af/he neaded help getting te the bathroom. The
activity staff pushed the resident back down the
nall and relayed the resident's needs ta the staff.
At that fime (§:07 AM), CNA #1 ook the residsnt

inte the bathroom. Obsarvalion ang inkerview With

|

Event 1D QCCHT

Facilly 10 WYDG27
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F 244 | Continued From page 7 F 241 "%2;48 Sacility wi . .
CNA 361 & she helped the resident revealed the e °11“¥ will provide 40 cnigoing
resident made i without an mccident. HOWSVEL I.’I:E'Tm of activities designed to meet the
e resident could be overheard i the bathroom intorosts snd physical, mental and
¢rying wnd expressing fo the CNA her worry el Psﬁ{“hof“’“lﬂl Well-be:rng of each resident,
raking & mess and & cuncern that his/her clothes This will be accomplished by:
ware soiled. Intarview with the DON on 3/24/10 at . 612040
555 PM revealed the resident's needs should 1. Resident #137 will be offered activities | -5/ /47
have hegn scldressed quickly, without being per her general preferences by activity staff
passed around to seyeral staff members. to include woekends.
F 248 | 483.15(H(1) ACTIVITIES MEET F 243 . 0110
s | INTERESTS/NEEDS OF EACH RES 2. Activity staff to be in-serviced to =15 Jro
deficiency.
The facility must provide for an pngoing program £00/1
of aefiviies designed o meet, (7 accordance with 3. Al residents will benefit from Agtivity & j gl
the comprehenalve assessment, the interests and gtaff scheduling change to inergase cove v
the physical, mental, #nd psycheso éial well-behg on afternoons and weekends ge
of each resident. ’
4 A = 1 - gm
ait ctivity Director will explore < / g // o
) N . erpatives to vuryent activities calendar
‘ll)'l;_ls REQUIREMENT iz not met as gvidenced WI?; allrersid ents input as applicable for 2
Based on medical record and sctivity calentiar i;idgglw of activities available o
review, ohservatior, and resident and siaft .
interviews, the facllity failed to provide an B

5. Nyyuing mavagement team or designee =g
will perfonn five randony andits mmlfﬂny 1o Mﬁﬂ
monjtor this process with immediate in

ervicing to follow as needed for six wonths.

adequate synoint of arijvities to meet {le needs
for | of 23 sarmple rasidents (#137). In addition,

confidential interviews with 2t legat six residents
revealad the armount of activities in the &fternoon

and on weekends was inadequats. The findings o 6/20A0

were! B. Activities Dirgotor or designee will la
nhmit activities calendars exd report on 5 / / /‘ /

1. According to the /2210 significant change ctivities to the QA team no less than

MDS assessment or rasident #137, the uarterky.

resident's general activity preferences Inciuded

playing cards and istening to muste. During an
interview on 3/24/10 at 46:50 AM, the resident
stated, "On weeksnus | get hored hecause there -
is nothing going on because the activity person
it here.” The resident further stated that s/he
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would enjoy participation in & milgical activity,
playing cards orwatching & movie to reduce the
baredom during the weekend. Review of the
activity calendar showed anly two activities
scheduled on Saturdays (Bingo and church visiis)
and one on Sundays (church sarvices).

5 Perigdic observations an the afternoons of
/2210 and 3/23/10 in the centrai unit revealed
numerous (at least ten) residents seated in the
telavision viewing area. The residents were not
watching the television, nor engaged in any other
type of activity. Review of the posted faciliy
activity calendar revealed the primary resident
axtivity in the aitzrnoon was either Bingo

F 248

1:30 PM) or 1:1 activities.

3. Confidentlal Interviews during the course of the
survey from 3/22/10 through 3/26/10 revealed af
lemst six residents did not think there wers
enough activities to keep them busy, primarily in
the afternoon and on weakends. The residents
verbalized ideas for activities they would ke ©
see, such as facillty ouiings, gardening, and
dances.

4. During an Interview on 3/25/10 at 9:30 AM ihe
activily director acknowledged there were niot
enough group activities in the aftarnoon 1o keep
#he residents busy. She aiso stated the activities
staff only workad thirly-two hours per week, and &
large amount of that time was spent on paper
work,

483.20(d), 483.20k)(1} DEVELOP
COMPREHENSIVE CARE PLANS

A faciifly must use the results of the assessmhent
to develop, review and revise the residerts

F 279
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cornprehensive plan of care. The: favility will develop a comprehensive
care: plan for each resident that includes
The facility must develop & comprehensive care measurable objuciive and timetables to most
plén for each resident that includes measurable a resident’s medical, bursing, mental and
objeciives and timatebles fo meet a resident's psycho-social needs that are identified i the
medical, nursing, and mental end psychosceial Gﬂﬂlprﬂh.enswe assessment. This will be
needs et are identified in the comprehensive accomplished bry:

1. Review of the medication administration record
ravealed residant #17 recsived treatment for
antonomic dysreflexia (a complication of spinal
cord Injuries resulting in high blood prassure
brought on by pain of discomfort) on 3/19/10 &nd
2/2:3/10, An interview with RN #2 on 324710 at
312 PM confirmed the resident recelved
freztment on thoss days. However, revisw of the
resident’s care plan showed autonormic
dysrefloxia was not-addressed, On 8/24/10, RN

assessment. .
. . _ 1. Resident #17 and #127 comprehensive | / P ?
The care plan must describs the services that are care plan will melude sign/symptoms of 7 / 7
to be furnished to attain or maintain the resident's autonomic dysreflexia 2lso to include
highest practicable physical rertal, and interventions.
psychosoctal well-being 88 required undar .
§483,25; and any services that would offierwise 2. Nursing staff will be 1 i )
be required under §483.25 but are net providad defioiency. in-serviced to 517w
due fo the resident's exercise of rights undey 2
§483.10, including the right to refuse treatment 3. MDS team wi \ 0121
> nder §483.10(0)(4). | MDS toar will assess all ms;dent.g_,’ Slohe
quartexly and prm. The assessment will
{Ezlm_'le a comyprehensive care plan for

This REQUIREMENT Is.nol, met s evidenced identified needs.
gy: d on medical record revisw and siaff 4. MDS Coord b0

ased on medioal rSCOIC TEVIS - oordinators will andit thr 4 c"/
interview, the facility falled to devp}top ! for six months to monitor this proce:: fv}ﬁw }/ 7 7
comprehensive care plans for 2 of 23 sample fmnediate in servieing to fi
residents (#47, #127). The findings were: g to follow as needed.

GRLAY

5. The DON or designee will report audit
results to the QA team no less than quarterly
Jfor six imonths.

#7 reviewed the care plan at 3125 P and verifizd
information related fo autonomic dysreflexia wag

514/
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lacking on the residents care plan. The facility will ensure & comprehensive
) care plan will be developed within seven
~ Review of the medical record showed ree_*.ident days after the completion of the
#127 had diagnoses thet inchtday autonormic corglprehensive assessmonts, reviewed and
dysreflexim, Refer 1o F309 for details related o revised by qualified persons after each
lack of a care plan fa_r this concern. assessment. ‘This will be accomplished by:
¥ 280 | 423.20(d)(3), 483.10{K)(2) RIGHT TO F 280
g5=D | PARTICIPATE PLANNING CARE-REVISE CP [p0aLH
< fa )7

The resident has the right, tnless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, 1o
participate in planning care and freatment or
changes in care and treatment.

1. Resident #77 care plav will be reviewed
and revised by Ocoupational Therapy.

A comprehensive.carep'an must be develaped
withint 7 days after the completion of the
comprehensive aesassment; prepared by an
interdisciplinary team, ihat inciudes the attending
physiclan, & registered nurse with responsibility
for the resident, and other appropriaie staff in
disciplines as determined by the residents nesds,

{ and. to the exient praciicable, the participation of

the resicent, the resident's family or the resident's
legal representative; and pariodically reviewad
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT {s not met as evidenced
by

Based on observation, madical record review,
and staff interview, the facility wailed o revise and
implement the care pian as naeded for 1 of 28
sample residents (#77), The findings were;

Eeview of occupstional therapy QM

6. MDS teem will perform five sudits
monthly for six months to ensure
implementation of care plan to monitor this
process with immediate ia servicing to
follow as needed.

7. 'The DON or designee will report audit
regults to the QA team no less thay quarterly
for s1% months.

G20 T0
2. Nirsing staff will imploment resident #77 | ~/ 9 /1
cure plan as directed by Cocupational
Therapy.
BRI
2, MDS team will ba in-serviced to ~ / 24
deficiensy.
620110
4. MDS torm will reviw and rovise 519 )ie
residents ¢are plans after each assessment,
-6/20/20-
5. MDS coordinators will anditthree cave |5/ 7 /42
plans for review and revision afier
assessments complete for three months.
6120150

£)% /w0

AL
&[99 /,9
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docunentation showed OT evaluated resident The services provided or arranged by the
#77 {o determine fechniques 1o halg bin/her facility will be provided by qualified person:
increass independence with eafing. Refer io F311 in accordance with each resident’s written
for Inforrmation retated to failure to revise the cara plan of care. ‘This will be accomplished by:
plan and implement the therapist's
recommendations. ~§/20A0
F 282 | 483.20(k){3)(ii) SERVICES BY QUALIFIED ropal I 515 /(cf
&5=E | PERSONS/PER GARE PLAN A. Staff will assist resident #16 to toilst

The services provided or arranged by the facility
rust be provided by gualified persons in
accordance with each resident's written plan of
care,

every two to three hours 4 per care plan,

B. RNA staff will provide ROM to
Ielsidents #33, 42, 17 per each residents care
phet.

. Resident #77 will have spenco booties
and TR hoge on. as per care plan.
D. Resident #77 will recedve oral care twics

This REQUIREMENT"iS'not-mat-as-eVidenced
by

Based an vhservation, medical record review,
and staff interview, the facility failed o provide
care in accordance with the wilten plan of cars
for & of 23 sample residents #15, #7133, #42,
#43, #77). The findings wers:!

1. Refier to F304 for detsils regarding the facility's
failure to follow the plan of care related o howel

incontinence for resident #16. In addition, refer to

Fa11 for details on the facilty's failure to follow
the care plan relaied to ambulation for this same
rasident.

o Refer to F318 for details regarding the facility's
Failure fo follow the plan of care for range of
motion (ROM) servicas for resident #33.

4. Refer to F318 for detalls regarding the facility's
failure 1o follow tha care plan for ROM SEMVICES
for resident #42,

A Review of the 3/18/10 care plan for resident

dadly as per care plan.
E. Resident #43 will be ambulated as per
cere plan,

2. Nursing staif will be in-serviced to
deficiency.

3. All residents will benefit from the staff
nurses monitoring for care being provided
per care plan. Failurs to Tollow the plan of
care will yesuli in immediate in servicing
and corrective action will be taken,

4. Nuzsing management team or desighes
will perform five random audits monthly to
monitor this process with immediate
servicing to follow as needed for six months.

3. The DON or designes will report audit
results to the QA team no lesy than quarterly
for six months,

620010
77

HF2010
S/ ﬁg

6/20/30-

S/ /17

L2040

<19

~3

ARLE

L

FORM CME-2557(02-89) Pravibus Varsions Oksolels

Evant 10 QUCHY

Pacilfity 1D: WYQ027

If continuation sheat Page 12 of 34



< APR.16. 2010 11:15AM

Pyrt MEDTCAL RECORDS

NG 1897 P 14
ED:

DEPARTMENT OF HEALTH AND HUMAN SERVIGES PRI D

CENTERS FOR MEDICARE & MEDICAID SERVICES OME.NO, 0938-0391
STATEMENT OF DEFICIENCIES (b 4}) PROVINER/SUPPLIER/CLIA (2 MULTIFLE GONSTRU CTION [%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A BUILDING -
535042 5 VNE D3/25/2010

NAME UF PROVIDER OR SUPPLICR

SHEPHERD OF THE VALLEY CARE CENTER

STREET ADDRESS, CITY, STATE, 2P CODE
60 MAGNOLIA

GASPER, WY 82604

A 10
FREFIX
TAB

SUMMARY ETATEMENT DF DEFICIENCIES l
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1]
PREFIX
TAG

PROVIDER'S FLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD B#}
CRO&E REFERENCED 10 THE APPROPRIATE
DEFICIENGY)

RATE

X8}
GOMPLETION |

F 282

F 309
55=D

Gonfinued From page 12

#17 showed CNAs were to perform "passive
range of motion [ROM] in all cardinal planes” to
both lower extremities on Saturdays and
Sundays. Refer to F318 for detalls related to the
facility's feilure to follow the care plan.for this
resident.

5. According to the care wlan, 1ast updated on
2711110, resident #77 was {0 have "Spenco
hootles® on both feet when in bed, wear thrombo
ambolic deterrent (TED} hose when up, and have
ataff assistanes with oral cars twice dally. Fallure
to follaw the care plan was noted in the following
instances.

a. Observations on 3/23/10 at 8:45 AM and

F 282

3124710 =t 11:10 AM showed the resident was in
bed without “Spanco booties."

b. Observation of morning care on 3/25M0 at
545 AM ravesled staff did not put TED hose on
the resident. Further obssrvation showed the
resident was bathed at 11 AM, but remained up
without TED hose through 12:45 PM. tn 3M12M0
at 11-:05 AM, the care plan coordinator, RN #3,
confirmed the CNA care plan was currant. Al
14:10 AM she observed tha resident in hed and
contirmed s/he was wearing neither "Spenca
Booties” nor TEU hose.

o. Referto F317 for information relzted to
failure to provide oral care.

&. Refer to F282 for detalls refated to the failure ta
follow the ambulation care plan for resident #43.
483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident inust receive and the factiy st
provide the necessary care and sarvices to afiain
or maintain the highest practicable physical,
rnental, and peychosectl wel-being, in
accordance with the comprehensive assessment

F 309
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and plan of care. The facility will ensure each resident will
rece_ive the necessary care and services 1o
aﬁam i;g maintain the highest practicable
physical, mental and psychosocial well-
This REQUIREMENT is not met &% evidenced being in accordance £l.gl the comprehensive
by assessment and plan . This wi
Bésed on chservation, medical record review, accomplished ’i');: ofeare. This it e
and staff interview, the faciliy falled to provide
care fo promote bowel continence for 10f12 ) T . p '
cample residerds (#16) who were incontinent of ;vef_;agf]tg g;gtﬁes‘dmt#lﬁm toilet {4 p7
howel. In addition, the facility failed to provide the  hours & per care plan,
necessary care for'1 of 3 sample residents (#127) G200
wha werg at risk for autonomic gysreflexia. The 2. Resident #127 comprehensive vare plan £l /M
findings were: will include signs/symptoms of autopomic
dysreflexia i i :
1. Review of the 3/11/10 quarterly MDS Y 2lso to inclode oferveptions. e
| assessment revealed resident #16 was 6/20/10
incontinent of bowel, According fo the 1110 3. Nursing staff to document in resident £ / 4 //ﬂ
care plan, stafi wera instructed 1o offer or assist #127 medical record assesement and
the resident to use the foilet avery two to three inferventions regerding auy autonomic
kours and as neaded. On 2/23/10, observatien dysreflexia episodes.
frorm 7:20 AM until 10:30 AM revealad the
resident was neither offered an vpporfunify fo use . 626110
the Tofiet, nor physically assisied fo the toflet. AL 4. Nuwsing staff to be in-serviced to s/ ff/'{w
10:30 AM, CNA %3 and CNA #8 assisted the deficiency.
residert to the {oilet. When the GNAS stood the G208
rasident yp from the wreelchair, the ragident’s . . ?
pants were visibly sofled from bowel incontingnee, Sumf:é; :flﬂdim? W‘E 1?3‘.1'35’: from the staff < 6/ 4
When asked when the resident was |ast assisted 4 onitoring for signs/symptoms of
o the follel, CNA#G teplisd, "t assume when they agnoses with appropriate documentation
got [nimyher] up this marning." The CNA stated of interventions in medical record.
ahe came In at 7 AN, and had not assisted the &R
resident to the tollet before this ohsarvation. 6. MDS i ; -
2. According fo "Paralyzad Vatarans of anmmiﬁ?{gﬂﬁ:ﬁﬁmﬁ“ﬁmg =/ 6/W
‘AmeriealConsortum for Spinal Cord Medicine. ix months to monitor thi o s or
Acute management of autonornic dyareflexia; odiate a servici tm{}"l‘f‘ms with
Individuals witn spinal cord injury presenting to icing to follow as needed.
health-care facilies, Washingten (DG). Pardlyzed
Veterans of America (PVAY), 2001 Jul: autonomic
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dysreflexia is 2 sudden, severs risa in biood
pressure (BF) caused by pain or discomfort. The
most common causa(s) aré howel and bladder
distertion. Autonomic Dysreflexia s potentiatly life
threatening and cen oColr in amyone with a spinal
cord injury at or above thoracic level sic It
requires guick and decisive frestment for
rasolution, The treatment is t0 lower the BP and
then determine the cause(s) of pain or
discomfort. Further review showed that a ris& of
20 rillitneters {mim) to 40 mm of mercury above
the resident's baseline BP "may be a gign of
autonomic dysreflexia.”

Meadical record review showed resident #127 had

JR—

7. The DON o & s
. The or designee will reportaudit | /9
resnljts to the QA team no less than grarterly f i/”
for six months.

F 309

‘giagnoses that included autonomic dysraflexi
Review of the vital signs flow sheets for January,
February, and Mareh 2010 showed the residents
BPs hormally ranged from a2/62 to 120/72. On
42310 at 7:20 AM the resident stated s/he had
an episoda of autonomic dysrefiexia on 3/15/10.
Raview of the March 201 0 medication
adiministration record ghowad fhe resident
received Clonidine for slevated BPs on the 13th
at 815 AM and on the 45th at 3 PM (178/100 anhd
480/110, respectively). The following concerns

| were ideniiisd:

a. Review of the nursing doctmentation
showed no further assessmeht: or aitempt to
dutermine the cause(s) of the residents glavated
BPs. Further, there was no evidence of muditional
monitoring of the residant to determine i the
resident's baseline BPs werg resched =nd
mairtained after sdrninistration of the Clonidine.

p. Review of the care plan revealed there
ware no interventions interventions to address
autonomic dysreflexia for this resident.

e Review of all documentation for M50
through 3/15/10 showed no svidence ihe facility

| e
FORM ChE-2587(82-99) Pravious Veislons Qbsclele Evgnl iD: QCCHA1
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atte:mpt?r:t to determine the cause of the The facility will ensure the residents’
residant’s elevated BFS O had monitored his receives the apprepriate treatment and
residant's BP aiter medication was administered services to meintai or i .
in order to determine that a nosmal BP was bilith Txlgam ﬂll;:’or improve his of her
’ ablres. 15 W, 5} i .
reached and maintained, accomplished by:
1 “6/2"}0/%1{}-
On 3/2510 at 7,60 AM the DON confirmet the " i i 51917
lack of an assessment, care nian, monitoring of aAm &E;:dglﬁ s # 16 and 43 will be
BPg, and determinadon of cause(s) of the o ed by nursing staff and RNA. as per
resident’s slevated BPS. B ‘;‘\ P aﬁ p _ _
F 311 | 483.25(2)(2) TREATMENT/SERVIGES TO F 311 pér c::; ;lff ‘17 will be assisted at meals
Tl.

ZJals

R R

apstifigd in paragraph (a)(7) of this saction

This REQUIREMENT s not mat as evidenced
Ty

Based on observaiion, medica! record review,
and staff Interview, the Tacllity failed to ansure
services to promote increased abilfy to ambulate
or eat wera provided for ® of 23 sarnple residents
(#16, 343, #77) wha reguired & progran ta

daily living (ADLs). The findings were:

4. Raview of the 3/11/10 care pian showst GNAS
were nstructed to ambulate resident #16 evary

(RNAS) were supposad to assisthe resident with
ambulation twa to thres fimes PEr week. The
following concerns Were tdentified:

2. Review of the March 2010 anit ambulation
flowsheet (through 3/28110) showad that
ambulation was only atternpted eleven fimes.
Raview of the Fabruary 2010 flowshest shower

maintain or irmprove abifities related to aetiviies of

shift sach day. In addition, restorative nurse aides

3. Allresidents will benefit from the staff
nurses menitoring for care being provided
per care plan. Failure to follow the plan of
care will result in immediate in servicing
and corrective action will be taken,

4. Nursing masagement team or designee
will perform five random audits monthly to
monitor this process with immediate in

5. The DON or designee will report audi

it
resulis to the QA team no Jess than qu
for six months. ety

servicing to follow as needed for skx months.

EUrat=1ia

2(5/19

620110-
51940

62040
5[5 f1
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ihett CNAs only ambulated the resident fourteen
times during that monih, Inferview with the DON
on 3/25H0 at 8:50 AM ravamled she checked with
the CNAg and found out that the embulation was
it and migs " She stated some of the CNAs did
not smbutate the resident, and sorme CNAS
stated they did, but did not dogcument.

b. Raylew of the March =010 restorative

flowsheet showed the resident did not recelve
ambulation at least iwo times during the segond
week in March. A note written by the RNA on
2/8/10 stated "pulled to the floor,” Raview of the
January 2010 flowsheet showsd the resident only
received restorative services once during the first
fourteen days of the month. Notes writhen by the

RNA on 143, 145,146, 1/11, and 1/12 read "pulied

F 311

to the floor* and"orientation.” During &n interview
on 32440 at 3:06 FM, the restorative nurse
confirmed that the RINAs were sometimes pulled
From restorative duties to work on the flooras a
CNA.

2 Review of occupational therapy (OT)
docurnentation showed OT evajusted resident
#77 to determine if the resident could ncrease
his/her independenca with eating. On 1/29M10, OT
recommended that nureing use & "hand over
hand" tachnique during the first fifteen minutes of
ageh meal to increase the resident's lrowledge
and independence with 2ating. Ohservalions on
42310 at 9:15 AM and 3/24/10 &t 1211 5 PM
showed fhis technique was not uillized; instead,
the residert: recoived total assisiance from staff.
Review of the care plan last updated on 2/11/10
showed the instructions were not listed, On
3/24/10 at 2 PM the unit's charge nurse, RN 4,
confirmed the technique was not included in the
plan of care. The RN confirmed the techrique
was not currently being used. Furthesmors, she

)

|
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implermented.

1. Review of the 3110 significart change MDS
asusasment for resident #43 snowed she neaded
limited agsistance with ambuiation. Review of the
unit ambulation flowsheet for February 2010
showed CNAs were 0 ambulate the resident with
g front whee! walker Up to 160 feet 2-3 timas per

|

week. This plan for ambulation by the GNA was
also noted on he resident's care plan dated
31110 under the problem of self-care deficit.
During February 2010, the sheet showed the
resident was ambulatad four timas, onee on 21,
2/21, 2/22, and 2/23. Mo reascns were

STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIEVCLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING
B. WING :
535047 03/25(2010
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HEPH FTHE VALL CASPER, WY 82604
o) 10 SUNMMARY STATEMENT DF DEFICIENCIES o SROVIDER'S PLAN OF CORRECTION )
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DEFICIENCY}
£ 311 Continued From page 17 F3i1] F312
stated she did not know If it was aver The Facitity will ensure a resident who is
mmable to carry out activities of daily living

recelves the necessary services to majntain
good nutyition, grooming and personal and

oral hygicne. This will be accomplished by

1. Resident #77 will receive oral care hwice
daily s per care plan.

2. Nursing staff will be in-gerviced to
deficiency.

3. All residents will benefit from the staff
nurses monitoring for eare baing provided

documented a3 10 why the ambulation Was net
done as plennad. Intsrvigw with the DON on
9/24/10 at 3:58 PM verified the GNAs should
follow the plan of care.

£ 312 | 483.25(a)(3) ADL CARE PROVIDED FOR
ga=D | DEPENDENT RESIDENTS

A resident who is unabla to carry out activides of
dally living receives the necessary servicas o
maintaln good nuiition, grooming, and personal
and aral hygiene.

This REQUIREMENT is net et as avidenced

by

Baged on observation, medizal record review,

and staff interview, tne faciitty fallad to ensure oral
care was provided during 9 of 4 vbsarvations
(#77) of oral care. The findings ware

According o the care plan for resident 77, last
updated on 3/11/10, st were to provide oral
care for this resident wwice daily. Morping care

GO/ 10
= /(7;:6

=ilie

‘ﬁﬂﬂ/‘l’ '
/"/ G )i

Y

"~y

pe care plan. Failure tn follow the plan of
care will result In immediate in servicing
and corrective action will be taken.

F 312 4. Nursing management team or designes
will ?erform five random audits monthly to
monitor this process with immediats in
servicing to follow as needed for six months.

5. The DON or desigoee will report audit
resnits to the QA team no less than quarterly
tor six months.

&IZ0/10
519\

G20/10

719\

Y
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L

This REQUIREMENT 13 not met as evidenced

by

pusad on madical record review and staff
interview, the facility failed 4o provide services o
nrevent furiner dedling in range of motion (ROM)
for 3 of 13 sample fesitdents (#17, #33, #42) with §
range of mofion [imitations. The findings were:

1, Review of the 1/14/10 quarterly MDS
qssessment showed resident #42 had ROM
limiitations to both arms, one hand, and one l=g
and foot, According to the /14110 care pian, the
rasident was to receive restorative AA-ARCM
factive assisted-gotive range of rmotion] to the
lower extremities and lower exiremity exercises
two fo three times per week, Raview of rastorative
flowshests reveaied the foliowing concerhs:
a, In Janwary 2010, the residant did not

receive restorative sepvices durlng the first weak.

(¥ D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION o
PREFIX (EAGH DEFICIENGY MUST BE FREGEDER BY FULL PREFIX (BACH GORREGTIVE ACTION SHOULD BE GOMPLETION
TAG ASOULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE BATE
DEFIGIENCY)
F 312 | Confinued From page 18 Fa3iz2| F318
provided by CNAs #6 and #7 was observed on Baged on the comprehensive assessment of 7
32340 at 8:45 AM. After stellng she was resident, the facility will engure that a
finished providing care, CGNA #7 pushed the resident with a limited range of Toation
residents wheelchair to the door io take the reveives appropriate treatment and services
residert to breakfast. When agkad what tirne oral to increzse raugn of motion to prevent
cAre Was (?rn\én:lea:d‘_II CNA#T siated i shoullt‘j ha\!e“ ﬂt}'ﬁler decrease in range of motion, This
!:teen provided with morning Gane, but she "forgot will be accomplished by:
I
. . 64301
F 318 | 483.26(e)(2) INCREASE/PREVENT DECREASE F318] 1, RNA staff will provide ROM to vesi -
. sidents G
s5=E | IN RANGE OF MOTION ¥33. 42, 1 pet ench residents caro plan, S/ 1
Based on the comprehensive assessment of & . N . ‘G200
resident, the facility rriust ensurs that a resident w:;wat1ve staff will be in-servicedto )< / 7 / ]17
with  limited range of motion receives - 00
appropriate treatmerit and services te increase R - i ‘ 0
rariga of motion and/or to prevent further 13; Rostorative Diregtor will. monitor for care 2 /LZ
decrease In range of motion. wing provided by RINA staff. Failure to -

‘_fnllow the plan of care will result in
immediate i servicing and corrective action
will he taken,

4, The DON or desipgnee will repott resules
to the QA team no less than quarterty for six
months,

§20/16-
$)5 /i

=3

(
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r £ 318 | Continued From page 12 F318

floor” on 22310,

HRNA program was

gould..."
During an interview

CONGEIMS.

rastorative nurse confi
. —| sametirmes pulled from
on the floor as a CNA,

@, During January

Notes written by the RNA on 47410, 1/5/10, and
1/6/40 raad "pulied to the floor and “origntation.”
b. In February 2010, the regident only
raceived restorative onee during the last week of
the montt, The RNA documanted "pulled to the

c. In March 2010, the vesident did not receive
any restorative during tha second week, and only
recglvad it once during the third week. The RNA
documented "puliad to the floor” on 3/gM0and
down @ restorative zids
during 3/9-3/18. Tried 0 {illin ihe best we

on

2 Review of the 1231110 quarierly MES
assessment revealed resident 433 had RCM
lirnitationa to the neck, both hands, buth arms,
both feet and both legs. According to he 3/25/10
care plan, the resident was 1o receive restorative
sarvices 3 1o 4 fimes par week for passive ROM
to the arms, legs and neck. Review of the
ceatorative flowsheets revealed the following

304710 at 2:08 Fiv, the
rmed that the RNAs were
restorative duties to work

2010, the resident only
recelved restorative services once during the first
waek, and twica the second wesk. The RNA
docurmented "pulled fo.the floor” &7 "orientation”
on 174410, 115710, and 1/11/10.

b. Durfing March 2010, the resident pnly
recoived restorative twice per wesk for the firgt
three weeks of the mon
decumentzd "pulied to the fioor.”

Dyring an intervisw on 3/24/10 at 3:05 PM, the
restorative nurse confirmed that the RNAg were
sometimes pullad from restorative duties fo work

th. On 3/8/10, the RNA

EORM CMS-25ET(H2-99) Privious Verslons Qbeelela Bvenl Is0GCHH

Faclity 1ID; WYo0zT
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COMPLETION
DAYE

F 318

1 | ————

Faz3
58=E

| weekends, Tha program was not provided on the

Continued From page 20

an the fioor as & CNA.

3. Review of the 3/16/10 significant change MDS
assessment revealed resldent #17 nad limited
ROM in the neck, ams, hands, legs, and feet.
According fo the medical racord, the resident
recelved physical therapy Monday through Friday
during February and March 20710, with restorative
nursing staff {o pick up ha ROM prograrm on beih
days of the weakend in February. Review of
restorative documentation for Febtuary 2010
showed the program was iy provided an ena
day of the weskend during three out of four

first weekend, and it was "Rollad to floor CNAs"
on 2/28/10, Review of the caré plan dated 31910

F &8

showed the GNAs were To perform "passive ROM -
in all cardipal planes” to both lower gtremities on
Saturdays and Sundays On 3124410 2t 3:25 PM,
review of the GNA documentation with the charge
nurse, RN #2, revealed no evidenca ROM was
provided. RN #2 stated she thought restorative
nureing was providing the progrart. Interview with
tha restorative nurge on 3/24/10 at 5:20 PM
ravealed restorative nursing was not providing
ROM on the weakends, At 5145 PM that day, the
resiorative nurse confirmed ROM was not being
provided by the unit CNAs either.

A3 25(hy FREE OF AGCIDENT
HAZARDSISUPERVISIDNIDEVICES

The facility must ensure that the resident
environment remains as free of aceldent hazards
as 5 possibla; ahd 2ach regident receives
adequate supervision and gapistance devices to
prevent accidents.

F 323
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F 323 | Continued From page 21 F 323| F323
This REQUIREMENT is not met as evidenced The facility will ensute that the resident
by: epvironment remains free of accident
Bazed on abgervation and staff interview, the hazards us i possible; and each resident
faciity failed to ensure a safe environtment for receives adequate supervision and assistance
residents in 3 of 8 hallways, The findings were: devices to prevent accents. This will e
accomplished by:
Periodic ohservation from 3/22/10 at 4230 PM 5124/10
fhrough 3/24/10 at 2:48 PM revealed the following . The metal radiator in hallway by
 CONGEMS. Krampert facility exit was secured to wall
1. The metal radiator cover in the hall\n;lay pextio by maintenance department SHUT
the Krampert facilty exil was not attached to the . ] .
wall. The cover measured approximately four feet %bgialgvzaffsha?lcirgﬂs outside resident roomms 57 i / /2
by 2 feet and weighed over 15 pounds. 'nterview A will b yeplaced by
with the feciity DON on 3/24/10 &t 10:10 AM toaintenance department.
___ Vverified the cover represented a potential hazare: - 32500
3. Metal protestive thermostat outside
2 Pat of the hard plastic end pieces on the resident rooms 109 and 110 was secured to
hallway hand rails outside residert rooms #200 wall by maintenance depariment.
and 218 wers shattered and had broken away. 6/20/10-
Ag a resulf, the end of the hand railz had very 4. Maintenance and housekeeping staff to }/5 / A7
sharp edges. Interview with the facility be in-gerviced to deficiency. /1
housekesning manager on /24/10 at 222 PM R0/107
revealed replacement end pieces Were on order 5. Maintenance department to perform g /? / 7
but had not yet heen raceived. monthly facility inspections to include
. ' ) covers secured to wall and hallway
3. An & inch by 6 inch metal protective thermostat handrails.
cover appreximately 5 fest above the floor was SWITG
not securaiy_aitache.d ig the wall. The caver wag 6. The DON or desigmee will. report andit )
petween resident rooms #1090 and #110. osults 0 the QA team o less than oz /47 Y,
itervisw with the faclity DON on 3/£25/1 0 et 8:30 for six snonih: 55 quarterly
AM revealed the sover represented a potential 5
hazard,
r 320 | 483.25() DRUG REGIMEN IS FREE FROM F 329
g5=p | UNNECESSARY DRUGS
Each resident's drug regimen must, be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including

FORM CMS-2567 (02-89) Pravious Vepsions hsalete
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F 329 | Continued From page 22 Fa29| #3229
duplicate therapy): o for excessive duration; or The facility will ensure edch resident’s drug
without adequate monitoring; or without adequaie regimen will be free from unnecessary
indications for its use; of in ihe presence of drugs. This will be accomplished by:
adverse cohsequences which indicate the dosg  620/40
should be reduced or discontinued; or any L Chemicsl restraint committee will 5 /f /

comibinations of the resone above. request 2 dose reduction of Zoloft for 7

. \ resident #127.

Based on a comprehenive assessment of a GBI
resident, the fachity must ensure that residents ‘ ; . X . Ry
\ho Irave not Used antipsychotic drugs are not ?@?&ﬁﬁﬁﬁm committse will be in-|.5'/ § / 1%
given these drugs unless antipsychotic drug ey-
therapy is necessary to treat & spaoific condition 5 Al resid . | 4210
as diagnosed and documentsd in the clintzal . All remdents TeCEIVINg psychotropic | & / ‘”7/ /0
racord; and residents who use antipsychotic medieations will benefit from dosage
drugs recalve gratual dose reduciions, and reductions wmless olinically contraindicated
| __ | behavioral inferventions, unless clinically——-—-— ; mo;mamhagllm—bil—ﬂl@-ﬁh@m*eal—m_-— _
contraindicated, in an effort to dis continue these | resteaint committee per federal guidelines.
drugs, 4 Chemical : 620410
. emical restraiot commnittee will | ¢

perform five random andits monthly for six / 4 // 7

months to monitor this process.

5. The DON or d i iy

. . The or designee will report audit | < / &
This REQUIREMENT is not met as avidenced results to the QA tean 1o less ﬂlaﬂpquarteﬂy = / ]/ 17
by: ) i for six months.
Based on medical record review and siaff
" intarview, the faciiity failed to engure the
medication regimen for 1 of 23 gample residents
(#127) was free from Unnecessary arugs The
findings weré!
Medical racord review showed resident #127 had
been receiving the antidepressent, Zoloft, 200
milligrams (mg) since 1427109, Review of &
request o the ohysician for & doseé reduction
showad it was dated 2/25/10. The physician's
response was "Do not aftermpt fo taper the dose
of this drug because in my professiona opinion 1o
do so is clinically confraindicated. This patient's
ERM GMS-2567(32-99) Pravious Versions Obscolete Event i QCCH11 Facility 107 W0D27 If continuation shest Page 23 of 34
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£ 1D
FREFIX
TAG

SUMMARY STATEMENT CF DEFICIENGIES
{EACH DEFIGIENCY. MUST BE PREGEDED BY FULL
REGULATORY QR LEC IDENTIEYING INFORMATIGN)

DEFICIENCY)

Ic PROVIDER'S PLAN OF GORRECTION (5)
PREMX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAR CROSE-REFERENCED ‘T THE APPROPRIATE DATE

F 328

F 371
s8=F

.| previously attempted dose recluction, and thers

Continuad From page 29

behaviors are due to the psychiatric diagnosis,
and the prescribed medication at the current dose
is the appropriate ireatment.” Review of the
eritetia for “elinically sontraindicated” showsd:

4. *The resident's target sympioms returned
or worsened after the most racent atternpt at 3
tapering...

b. The physicin has documented the clinical
rationale for why any additicnal attemptad
tapering at that time would be likely to fmpsir the
reaident's function or cause psychiatric instability
by exacerbating an underlying medica) or
psychiatric disorder.”

Thete was no evidence the rasident failed &

F 329

was no peyehitric dimgnosis on record. Further, a
physician's staternent danofing the risks versis
fhe benefite of continued treatment at the same
dose was Jacking, On 3/24/10 &t 12:32 PM the
DOM verified a dosage reduction had not Tyesan

attemptad sihce 1/27/09. She also corfirmed fhe |

resident did not have & peychiairle dimgnosis and
that a physician's statement defining the risks
yersus the benefits of continuing the
antidepressant ai the same tose was lacking.
483.85()) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considerad satigfactory by Federal, State or local
guthorities; and

(2) Store, prepare, distribute and sarva food
under saritary conditions

F 37
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Wersa:

1. The following concerns were identified related
i personal refrigerators:

STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUFPLIER/CLIA 022) MULTIPLE GONSTRUCTION 1X5) DATE SURVEY
AND PLAN OF CORRECTION |BENTIFIGATION NUMBER: COMPLETED
A, BUILDING
B, W
536042 " 0312512010
NAME OF PRQVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
£ GENTER 50 MAGNOLIA
SHEFHERN OF THE VALLEY CAREC GASPER, WY B2604
SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S FLAN OF CORRECTION 05)
éﬁ"ég‘& (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMFLETION
TaG REGULATORY OR LGG IDENTIFYING INFORMATION) TAB CROSS-REFEREWCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | Continued From page 24 F37i| F371
The facility wil} store, prepare, distrbute
This REQUIREMENT s not metas evidenced and serve food under sanitary conditions,
by: This will be aceomplished by:
Based on ohgervaiion and staff and resident 0710
interview, the facility failed to establish & system 1. Residents #1335, 100, 23 and 17 5/ 4 / 7
to monitor foods that were stored in individual individual room refrigerators will be
resident refrigerators to enelre fhe flﬂtid was safe nonitored for correct temperature and
to eat, The facility identified 19 indjviiual outdated faod items.
refrigerators ir us2. In addition, wiping cloths G070
were not stored or ussd in a saniary pannerin 3 0. Dietary staff will place zad . _ /
of 4 Kitchienfservice areas obssived. The findings tary | place and stors wiping ) & / 6ﬂ¢

clothes in chemical sanitizing solution
between uses.

3. All staff will be in-servieed to deficiency.

»n,

Glanan.

a. Observation on 82810 at71s AM, -—

showed resident #135's personal tefrigerater
contained ning diffierent undaied sandwiches
securad in plestic bags and five of ten containers
of yogurt that had expired on o befare 3/14M10.
These ftems were positioned tightly among fwo
unopened packafes of cheese, & jar of pickles,
nutritional supplements and various hakad goods
wrapped @n napKins. Further obeervation showed
dried food stains on the refiigerator ghelves and
intterior door, Puring an interview on 3/25/10 at
8:55 AM, the resident stated sfhe had not seen
staff check or clean the refrigerator, but sihe
thought ihat it weg being done hecause clesning
and maintenance was the facilty's responsibilly.
b. During an Inferview on 3/23/10 ak 2:02 PM,
cesident #127 stated staff did not check hisfher
personal refiigarator for correct temperafures or
for dated/outdatad fond. Obsgrvation on 312410
at 915 PM revesled the resident's refrigerator
and freezer were full of food; both compartments
tackad a thermometer. All food fems lacked
gither the daie they were placed In the
refrigeraforfiraazer or the expiration data,

4. All residents with individual room
vefrigerators will bepefit from monitoring
temperature and outdated food items by
housekeeping, dietary and nursing staff.

5. Al residents will benefit for proper
toring of wiping clothes between nses.

. Dietary manager or designee veill
perform five random audits monthly to
wonitor these processes with immediate in
servicing to follow as neetled for three
months.

7. ‘The DON or designee will report audit
rosults to the QA team no less than quarterly
for e mornths.

| 620720

GO0,
i 14

d
£15 /17

$14/ K

~

620107

>/ ‘f//f?
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Oy 1D SUMMARY STATEMENT OF DEFICI ENCIZS
PRERI¥ {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL
TAG . REGULATORY OR LEC IDENTIFYING INFORMATION)

18]
PREFIX
TAG

PROVIDER'S PLAN DF CORRECTION T ¥
(EACH CORREGTIVE ACTION SHOULD RE COMPLETION

CROSS-REFERENCED 70 THE APPROPRIATE DATE
DEFICIENGY)

F 371 | Continued From page 25

o. Intervisw with the director of fiousekeeping
on 324410 at 2:35 PM revealad tharé was no
systern to ronitor or clean indhvidual resident
refrigeraiors, Ske siated the residents were
expected fo ensure refrigerators were clean and
the food was not expired.

d. Revisw of a list provided by the DON
showed the following 19 residents had
refiigerators In thelr rooms: 4 sample residents
(127, #100, #23, #17) and 15 non-sample
residents (#28, #41, #56, #66, #95, 124, 4181,
#1356, #1386, #143, #144, #156, #163, #164,
#175).

2. Observations on 3/23/10 at 12:20 PM inthe

F a7l

| cenfral unit kitchenatie, 23N 0 at12:30 PM-n
the aast kitchenetis, and 3/24/10 at 10:10 AM in
tha main kitchen showed wet wiping cloths weré
not stored in the chemical santiizing solution. In
all three arsae, multiple wet cloths wers lald on
counters or the sieam tebles, and used by siaft to
wipe counters without being immersed into any
sanitizing soluticn.

According to Food Coda 2008, U.8. Public Heaith
Service: 3-304.14. "...(B) Cloths in-usa for wiping
counters and other equipment surfaces shall be:
(1) Held betwaen uses n & chemical sanitizar
solution at & concentration specified under §
4-501.114;"

E 431 | 483.60(b), (d}, (€) DRUG RECORDS,

sg=p | LABEL/STORE DRUGS & BIOLOGICALS

The tacility must employ or obtain the services of
a licensed pharmacist who estabilehas 2 system
of records of recsipt and disposition of all
controlled drugs in sufficlent detall to enable an
scourate reconciliation; and determines that drug
records are in order and that an account of all

controlled drugs Is maintained and perisdically

F 431
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F 431 Continued From page 26 F439| F431

: reconciad. Deugs #nd biofogical used in the facihity

{ must be Jabeled in accordance with currently

\ Drugs and biologicals used in the facllity must be accepted professional principles, and include
kabeled in accordance with currently accepted the appropriate aceugsory and cantionary
professional prncipies, and inzlude the instrctions, and the expiration date when
appropriate accassory and captionary applicable. This will be accomplished by:
instructions, and the expiration date whel 3/25/10
applicable. 1. Opened, undated vials of Lovenox in east

. . station were discarded.

In accordance with State and Fadera| laws, ihe S/207T0
' faciiity must store 2l drugs end biologicals In . T !
locked compartments under proper ferperature %ﬁg@g staff will be in-serviced to &/ // >
| confrols, and permit only authorized personnhel io ; 52010
have acoess to the keys. 3. Nmsing staffto check all vial 219 /1)
L .| The facility must provite separaisly locked- — med}nfman.s:‘ for date. r . A [
permanently affixed compariments for storage of administration to ensire resident retetves 1o
‘ controllad deugs fisted In Schedule i of the expired medications.
: Ciomprehensive Drug Abuse Preventon and ) 67207 T
Control Act of 1976 and other drugs gubjectto 4-‘ ‘Nursing management team or designee | &’ / 6 i
abuse, oxcept when the Tacillly uses gingla unit will perform five random audits monthly to
packege drug distribution systems in which the monitor this process with immediate i
guantity stored is minimel and a missing dose can servicing to follow as needed for six months.
be resdlly detecied. &120/30
5. The DON or designee will report audit | o / 4 /
results to the QA team 1o less than quarterly 1
for six, monthy.

Tris REQUIREMENT is not mefas evidznced

by:

Based on observation and staif interview, the

facility failed to ensure madications siored in 1 of

5 medication carts were not explred. The findings

were, '

Duing & observation of the medicaiion cart at

the east nursing station on 32410 at 4 PM, two

vials of Lovenox (an anficoagulant) were opaned,

bt had not been dated, and wers avalilable for

use. During an interview iminadiately after the

FORM Ca-2587(02-90) Previous Versions Obscléla Evant 1D QGCHT1 Facility 1D: WY0027 If continuation sheat Page 27 of 34
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PREFIX
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F 431

F 441
88=E

L

Continued From page 27

observation, licensed practical nurse {LPN) #2
siated she could nat find an apen date for githet
of the two opened vials. Also, she could not
determing how long the vials had been opened or
if they wers outdated; and she canfirmed the vials
were available for uss.

On 3/25/10 at 7:50 AM the DON statad that
multiple dose vials were to be datad when they
were opaned, She furiher stated the contents
were usually good for only thirty days after the vial
was openad.

According to "Clinieal Nuraing Skills Basie to
Advanced Skilg" by Smith, Duell, & Martin,

F 43

Seventh Edition, page 605, "li muli-use vials are
apened, they should be marked with the date and |
fima the container is entered and nuree's intiials”
483.65 INFECTION CONTROL, PREVENT
BPREAD, LINENS

The facility must establish and mainiain an
Infaction Cantrol Program designed fo provide a
sufe, sanitary and cormiortable anviropmeant and
to help prevent the deveiopment and fransmission
of disezse and infection.

(a) Infection Control Program

The facility must egtablish an Infection Control
Program undsr which it -

(1) investigates, controls, and prevents infections
in the facility, , '
(2} Decides what procedures, such as isolation,
should be applied to an individuai resident; and
(3) Maintains a record of incidents and corrective
actions retated to infections.

{b) Preventing Spread of Infection
(1) When the Infeciion Conirol Program

F 441
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L _

Thiz REQUIREMENT is not met as pvidensed
by

Based on observation, staff interview, and reviaw
of policies and procaciures for infection confrol,
ranufacturer's instructions for cleaning glucose
testing devices ("gucometers”), and nationally
accepted standards for isolation & precautions,
the: facility falled to ensure staff followad
guidefines for contact pracautions for 1 of 1
residents (#149) with an epidemiologically
significant infection. The faclity further failad to
ensure & glucometer was cleaned between
residents for 4 of 5 gluoose testing observations,
In addiiion, facility staff failed to practice
approptiate hand hygiene technigues during 1
random absecvation of resident care and during 1
of 2 mes| observations. The findings were:

1. The inifial tour of the facility on 8/22/40 at 3:30
PM showed & "Contact Precautions” sign posted

(X4y 1D SUMMARY GTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX [EACH DEFICIENCY MUBT BE PRECEOED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY O LG IDENTIFYING INFORMATICN) TAG CROS&REFERENCED TO THE APFROFRIATE DATE
DEFICIENCY)
F 441 | Continued From page 28 F 444 Fd4l
determines that = resident needs isolation to The facility will establish and maintain an
prevent ihe spread of infection, the fapility must infection conire) program designed o
isolata the resident. provide a safs, sanitary, and comfortable
(2) The facility st prohibit employees with a environment and to help prevent the
communicable disease or infected sKin lesions development and transmission of disease
from direct contact with residents or their food, i and infaction.
direct contact will transmit the disease. ‘
(3) The facility must reguire staff {o wash thelr The Facility must establish an nfection
hands after ean_:h_dlrfact re:slljdant coniagt for which control prograin tder which it investigates,
har;.d W'f'asthg i5 T_cimated v acceple controls, and prevents infections in the
professional pracics. facility; decides what procedures, such as
(¢) Linens iso%gzzn shtéuld he applied to an individual
Personnel musi handle, &tore, pyocess and re‘"‘; tj iltli mAItams arecord of mefdents
fransport lineng $0 @6 to prevent the spread of and corrective actions related to infections.
- X . Thiswill he accomplished by - -
————| infection. — N
620710
L 519 40
A, Staff will follow contact precautions for / /’{

resident #149 wiilizing FPE’s.

B, Residents #166 and 142 will have
glcometer cleaned with  appropriate
sleanser betiween uses,

C. Staff will wash hands before performing
persanal cares to resident #77.

D. Staff will not handle or tonch the rim of
glass or straws by drinldng avea for residents
132, 88 and 117.

. Staff will not touch their own, face or hair
twhen ssgisting resident #77, 92, 99 and 133.

2. Nursing staff will be in-serviced to
deficiency.

PATILN
51940
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F 441 Continued From page 28 F 441 “B7E0/10

' PM confired regident #149 had a positive

gt the enfrance to regicent #149's room. The
infaction control signage requirad stafi to use
appropriate personal preteciive equipment {FPE;
gloves, masks, disposable gowns) and hand
hygiene when entering and leaving fhe room. A
cart containing PEE for staff was positioned
immediately outside the room. Facility policles for
contact precautions were reviewed, These
policles referred to current CDG guidelines and
raquited all staif and visitors o use PPE and
hand hygiene whah entering and Isaving rooms
posted with infection control precautions. The
following coneerns were identified related io
actual facility practice:

@ On 3174710 at 10:30 AM, CNA #5 entared

3. All residents will bepefit from the staff
following posted isolation precamtions and
universal precautions while providing cares
for residents. Failure fo follow isolation and
universal precautions will result in
immediate in servicing and corrective action

=157

the precaution-posted room, The GNA did not
wear gloves, aind she was observed to-enter both
resident areas of the ropm (resident #149 and
hisfher ropmmate). Tha CNA was net abserved o
wash her hands prior fo leaving the posted roam.

b. Interview with the CNA immediately after
the 3/24/10 observation revealed her expectation
was 10 follow the contact precautions sign which
showed staff wers to "Wear gloves when entéring
room.” The CNA further stated she did not always
wer gloves upon entering the roorm of resident
#148, bui etated she should.

c. Medical record review showed a positive
culture report for MREA dated 8/3/10. The
positive cuifura report was cited in nurges' notes
on 31310,

d. Interview with the DON o 3/24/10 at 3:20

culture report for MRSA and hisfher roum was
posted with "Gontact Frecautions” i minimizs the
fisk, of spreading MRSA to other residents or
staff, The DON further confirmed all stafi were
expacied fo use appropriate PPE when enteriny
tha room, regardiess of whether their care was

5. The DON or designee will report audit
results to the QA team no less than quarierly
for six montha.

wil} be taken.
_ 5/3/10

4. Al residents requiring glwoometer
monitoring will bensfit from individual
glucometers.
. 6/20/10

. Ninsing mapagement teatn or designee | <z 7
will perform five random aundits monthly to 9/ 5 / "
monitor this process with immediate in =
sexvicing to follow as needed for six months. |

6/20/10°

~y

,97‘?7 ﬁ /
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F 441

F 503
88=F

Confinued From page 20
restricted to resident #4140 or his/her roormnmate.

2. Observation on 323110 at 14:30 AM revealed
RN #5 used the same glucometer patform
glucose tests for o residents #1686 and #142.
Eurther observation shewed she did not clean the
glucomeater betwesn resident use.

5. Observation on 3/23M10 at 2:45 AM showed &
mat placed on the floor beside the bed for
resident #77. CNA#G entered tha rpom, donned
gloves, and picked Up the rriat. Sha handled both
the top and hottom of the mat, and placed &t
behind the head of the bad. The GMA then
changed the resident's disposable brief and

F 441

parformed inconfinence care; handling the wipes-

with the same cloves thatwars in contact with the.

dirty floor mat.

4. Dbsarvation on 3/24/10 et 1242 PM showed
CNA #9 danned gloves to provide meal
sssistance for residents #132, #88, #1417, and
41728, For each resident, the GNA then handied
the drinking glasses by the fim and the straws by
ihe drinking area, Each of the residents drank
from the glasses or straws during the meal.

5. 0On 32410 &1 12112 PM, CNA#10 was
sbservad o don gloves prior to assisting
residents #77, #92, #98, and #133 with the luneh
maa). Throughout the meal, the CMA frequently
used both hands to btush her hair badk frem har
face. Bach time, the CNA contimied assisting the
residents without performing hand hygiene or
removing the gloves.

483.75()){1)(-iv) LAB BVCS - FAC PROVIDED,
REFERRED, AGREEMENT

If the facility provides its own fabaratory sarvices,

F 503
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the services must mest the applicable The facility wilt ensura provided laboratory
requirements for laborafortes specified in part 493 services meet the applicable requirements
of this chapter. for laboratories. This will be accomplished
by: .
1fthe faellity provides blood bank and transfusion 4/3/10
services, it must meet the appli¢able , 1. Quality control testing of resident
retjuirements for laborateries spacified in Part individual glucometers will be performed
493 of this chapfar when new bottle of test sirips opened as per
ctur i
If the laboratory chooses to refer specimens for muﬁmgs recommendations  and
testing to another laboratory, the referral ) 5310
laboratory must be cerfifizd In the appropriate . . . \
specialties and subspecialties of services in ﬁ f Nursing staff will be in-serviced to
accordance with the requirsments of part 493 of cheiency-
this chapter. . ) . 612010
. e ——— 1 3 f\llmmdmtsmmeneﬁt—qumom@l_ Fe
Ifthe facility dees not provide laboratory services testing of glucometers, Failurs to follow the
on site, it must have ah agreement fo obtain plan of vare will result in immediate in
fhese services from a laboratory that meats the servicing and corrective action will be taken.
applicable requirements of part 493 of Ihis 5/3/10
chapter. 4. Nursing mavagement team or desipnee
will perform five random audits monthly to
) monitor this process with immediate n
This REQUIREMENT Is not met as evidenced servicing to follow as needed for six months,
Eﬁsed or obsetvation, staff interview, and review The DON or d 62040
| ) : ’ 5. e D or desipnee will report andit | © /
of quality control data and product [abel L esnlts o the QA mamg:lm fess thanpq ﬂ; b } 9 5
information, the facility failad fo ensure guality for six mmonths
confrol procedures were properly performed and )
documented for glucometers on 2 of 4 raeident
unitg. The findings were:
Quality control procedures for & glucometer atthe
contral unit nurse's station were reviawad on
322110 at 3:45 PM. Interview with the unit chargs
nurse, RN #6, at that time revesjed she did not
know if guality conirol procedures were perfarmed
for the glicometar or where the data might be
documented, She further stated the "...night nurse

FORM GME-2567(02-89) Provious Varsions Obesloiz
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F 503

probably fook care of that.."

Continued From page 32

Interview with the night nurse, RN %7, on 8/23/10
at ¥ AM revealed quality confral matertal was
testad every night, but the results and
interpretation of accapiable values was not
documantad. The kabel on the control materials
she used axpired in November 2008, &5 months
priar fo survey. It was further noted that the
control materials were labaled for uge oh Assure
3 ghicometers; the facilily used Asstre 4
glucometers. The night RN further acknowledgad
she had not noticed the statermant on the glucose
quality contral material or on fhe reagent test
strips that stipulated a 90-day expiralion once the

F 503

hottles were apenad: She did not know when.the
produets were first epened, nor the corrected
expiration date.

Interview with RN #8 on 3/23/10 =i 11:10 AM
revealed she did not know whether the east unifs
glucometer perfarmance had besn verified with
quality control matarial. She was unahle fo find
any control material on the unit and stated the
giucomneter might have been tested on the west
unit ", thai's what we do when wa run out jof
control materizl]...”.

The DON stated in interview on 32410 at 3:40
M she expected staffin perform quality control
as required by the manufacturer and, further, the
resulis of testing shculd be docurmentad. Tha
DON added all testing prochucts should be labeled
to show the expiration date and annotafed
correctly if the expiration date changed afier
opening.

Review of the manufaciurer's instruction manual
{Assure 4, Arkray USA, Inc.) showed 3
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requirernent fo test each glucometer with Assurs
4 quality conircl meterial (page 14) and the
results of testing must be compared to the
acceptable range of values to confirm proper
periormance {pages 14-15),
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