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F 000 . INITIAL COMMENTS . F000

Residents will be properly informed,

i both orally and in writing of rights,

. The fD“DWlﬂg common abbreviations are used ! r“les, gervices and cllm'ges This w.l]

' throughout this docurent; ( Ibe, This will be accomplished by: i

. : i 1. Unable to implement immediate

ICDM. Certifled Distary Manager ; {

fCNA:  certifiad nursing ass;stgm X correction fu.r Resident # 45_ g

| DON:  director of nursing | 2. Revised Policy and Procedure
i

|MAR: medication administration record for non-traditional signatures
| MDS: Minimum Data Set

was inaplemented,

RN registersd nurse I 3. All resident mnon-traditional
I
I

,RD: registered diedtan E signatures on legal or facilify
| ‘ documents will be reviewed to

' Less commonly ussd abbreviations will be assure the necessary 2 witnesses

annotated in each deficizncy whare used, are affixed.
F 166 | 483,10(b)(6) - (10}, 483.10(b)(1) NOTICE OF F 156, 4. In-service to the deficiency for
$%=p | RIGHTS, RULES, SERVICES, CHARGES : b Social Services, Admissions and

| \ i Nursing leadership will be
j The facility must inform the resident bath orally !

copdncted.
: and in writing in & language that the resident . .
j understands of his or her righis and all rules and | 5. Random Audits of mldeﬁt
| regulations governing resident conduct and ; ¢onsent driven documents wi (‘ o
! responsibiltties during the stay in the facility. The | be conducted over the next 9 echty ”,,fm 23
: faciity must also provide the residentwith the days by Admissions Director, ( @iy ?fn 2eld Kb~
no’ﬂce (if any) of the State developed under 6. The Adwmissions D1rec,t0 "
- §1919()(6) of the Act. Such notification must be and/or Social Services Director
made priof fo or upon admission and during the
resident's stay. Receipt of such information, and - o h ___;VimPf'rt results to ft;l(f dQA
- any amendments to i, rmust be acknowledged in | /" ,)2 earnt for a minimum of 90 days
 writing. i at which point the team will
I i determine appropriaté
The facility must inform each resident who is | reporting umtil ongoing
- entitled to Medicaid berefits, In writing, at the t[me: compliance is established.
» of admissinn 10 the nursing facility or, when the ! 6/12/12

, resident hacomes eligible for Medicaid of the
items and servicas that are included In nursing
« facllity services under the State plan and for
+which the remden may- not be charged; those

LABORAT@%ET@ Ww DtFHIUPPL!ER REPREBQEAA:I‘AS /RTIATURE ﬂm ‘_;L}E- ‘j Q' / ﬁ)/ j’r/b“
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Any deﬂcl = atnent ending with en asterisk {") denotas & daﬂclency whucn the iristitution may 'he excused fram uurrec'nng praviding it s determmed that

other safeguards provide sufficlent protection fo the patients. {See instuctions.) Exoept for nueslng hornes, the findings stated abova are diselosable 50 days
Tollowing the dale of survey whatiter or not a plan of correation Is provided, For hutsing hormes, the above findings anet plans of comection are disclosable 14

days following the date these documents ure made availabla to the facilty. If deficiencies ar: cltad, an approved plan of comection Is raquisite to.continued
program participation,
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F 15515 Continued From page 1

! other items and services that the facility offers

{ and for which the resident may be charged, and

! the amount of charges for those services:; and

: inform each resident when changes are made to
“the items and services spacified in paragraphs (6)
+ {)(A) and (B) of thiz section.

The faoility must inform each resident bafore, or
. &t the time of admissicn, and periodically during
the resident's stay, of services available in ths
| facility and of charges for those eervices,
 including any charges for services not covered
; Under Medicare or by the facllity's per diem rate. |

+ The facility must furnish a written description of
* legal rights which includes: !
" Adescripfion of the manner of protecting personal,
funds, under paragraph (¢} of this section! E
|

' Adeseription of tha requirements and procedures |

: for establishing eligibility for Medicald, including ‘
the right to request an assessment under section. |
1924{c) which determines the extent of & couple's
hon-exempt resaurces at fhe time of ,

. Institutionalization and atttibites to the community

* 8pouse an equitahle share of resources which

- cannet be considered available for payment

+toward the cost of the institutionalized spouse's

- medical care in his ar her process of spending

' down to Medicaid eligibllity levels,

- A posting of hames, addresses, and felephone

. numbers of all pertinent State client advocacy '
graups such as the State survey and certification

. agency, the State lioensure office, the State
ombudsman program, the protection and
advacacy network, and the Medicaid fraud control |
unit; and & statement that the resident may fle g -

F 166
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F 166 Continued From page 2

complaint with the Btate survey and cerlification
' agenacy concerning resident gbuse, neglact, and
| misappropriation of resident property in the
{ facility, and non-compliance with the advance
' directivas requirements.

The facllity must comply with the requirements
specified in subpart [ of part 489 of this chapler
related to maintaining written policies and r
procedures regarding advance directives. These |
| raquirements include provisions to itformand
, Provide written information fo all adult residents

" canceming the right ta accept or refuse medical

; or surgical freatment and, at the individual's ;

i eption, formulate an advance directive, This i
includes a written description of the facillty's

- policies to implement advance directives and |
applicable State law,

j The facility mugt inform each rezident of e
: name, specialty, and way of contacting the
i physician responsible for his or her care,

The facility must prominently display in the facility .
written information, and provide fo residents and :
applicants for admission oral and written !
information about how o apply for and use | :
Medicare and Medicaid benefits, and how to :

receive refunds for previous payments coverad by !

such benefits. :

i
L

' This REQUIREMENT is not met as evidenced
by
Based on medical record review, staff interview
and review of polictes and procedures, the faciiity
failed ta comply with policy and procedurss
 related fo advance directives for 1 of 24 sample

FORM Ci8-2587(02-10) Pravious Varsions Obsclate Evant 10: 1 QMWL Faclly &, Wyonzy
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residents (#45). The findings wara: !
' Review of the advance directive dated 2/25/11 for !
, resident #45 showed the area selected "Do Not
: Resuseitate” had 5 hand-written staterment:
"Verbal OK by resident-unabiz fo sign." The
 sigriature block had the same hand-written
statement. The document was withessed hy one
. staff member. Interview with social services staff .
#1 on 4/25/12 gt 4:25 PM could not confirm one |
witness was adsquate when the resident gave |
+verbal consent ohly. Review of the policy and |
! pracadures for admissions, reviewed August
[ 2011, showed: "All paperwork i¢ to be signed by
 the resident or representative to the residsnt, If
; Tesident is own person and cannat write name, a
: verbal consent or a written " X may be used as
long as these methods are witnessed by fwo
individuals,"
F 176 | 483.10(n) RESIDENT SELF-ADMINISTER F
88=D, DRUGS IF DEEMED SAFE !

i

i An individual resident may self-administer drugs i1’i
| the interdisciplinary team, ag defined by -
: §483.20{d){2)(ii}, has determined thet this

- practice is safe,

This REQUIREMENT i3 not met as evidensad
by
' Baged on medical record review and staff
“interview, the tacillty failed to ensure 1 of 1
sample resident (#145) who self administered
| madications was evaluated to be safe fo
 sel-madicude. The findings were:

Review of the physiolan orders repart for April
12012 showed resident #145 self administared
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STATEMENT OF DEFIGIENGIES (*1) PROVIDER/SUPPLIBRIGLIA, (%2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
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7 i ’ .
' . ‘ Fi76
F 156 Continued From page 3 F 186

An individua] resident may self-
.administer drugs if the IDT as
;detertnined this practice is safe. This
iwill be accomplished by:

I
1. Corrective Action:
‘a. Resident #1453 self administation:
-was assessed by the ID Team for gafe,
self-administration of medications.
2. Corrective Action as it applies to .
other residents: ‘
|a. The Policy and Procedure for
|assessing residents for self-
' administration of medications was
i reviewed and remains current.
F176ib. Al residents who have physician |
i orders for self-administration or
| indicate a desire to self-administrate
* medications will be reviewed to agsure
they have the necessary I Team
' assessmment in place.
- AnlInservice on self
- administration Policy and Procedure
| which includes an ID Team :
| assessment will be held for the ID
, Team. ~
3. Random chart audits will be
condueted by DON/Designee for 90
, days on residents who are self-
+ administering medications to assure

they have a corrent [1) Team

FORM GM5-2587(02-00) Previois Verslons Obsolate Event (D:10MW1T1
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F 1761 Continued From page 4

 Humulin N and Humulin IR insuiin. Review ofthe -
- 2124/12 resident care plan showed the resident
, monitored his/her own bleod sugars as well gg F
selfadministered the insulin. The goal wag for the |
* resident to report this infermation o the nursing
staff &0 the MAR could be campleted, Furiier
j review of the medical record showed there was
« "o evaluation completed by the interdisciplinary
team (IDT) to detarmine if the resident could
+safely perform these tasks. Intarview with tha :
DON on 4/25/42 at 40:15 AM confirmed fhere |
was no evalyation by the IDT,. The DON pravided |
. 8 copy of a medication list, which the bhyssician
noted on 2/15/12 the resident may seff administer
medicatione,
F 263 | 483.15(h)(2) HOUSEKEEPING &
§8=E MAINTENANCE SERVICES

' The facility must provide housekeeping and
« naintenance sgrvices necessary ¥ maintain a
sanilary, orderly, and corrtfartabie interior.

I

 This REQUIREMENT s not met as evidenced

| by: '

' Based on observation and steff inferview, the i

 Tacility failed to provide adequate maintenanca to |

; ensure resident rooms and hallways on3 of4 |/

nursing units were in good repair, The findings |
wens: |

{ During observation on 4/26/12 from & AM through ,
| 8:15 AM the following fssues relatzd to building
» maintenance were found: i
" & The 50-inch heat radiators, located next to !
the floor, had scuffed areas across in the
following resident bathrooms: rooms 16, 18, 20,

27,29, 34, 87, 45, and 68,

;'4. DON/Designee will report the
F178: results of these audits to QA
t Committee for review and

(recommendations.

l
|
|

6/12/12
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F 253" Continued From page & F 2531 The facility will provide housekeeping
o é:e ';Ehre front dor%r ;raTrez 1;?‘; ﬂtehfozjlowmtg 3 (and maintenance services necessary to
f ooms were scuffe afloor to
- feet Up on each side: rooms 107, 127, 201, 202, I| man;tambla. sa:mtnry, %;ﬂerly’m au;)d
| 208, 204, 208, 207, 208, 208, 210, 211, 212, and comioriable interior. 18 will be
1214, accomplished by: J
¢. The 2 custodian room doors by resident | ,
. roame 122 and 123 had multiple scuffs from the 1. The scuffs on the bathroom
floor to 4 feat and across the 33 inch width. In | radiators in rooms 16, I8,
addttion, the double exit doors by the social 2027293445 & 68, will be
+ services office were scuffed across the bottom of } m:a od anzl ainted’ |
+ both doors ta two feet high. ( serap rep !
«  d. Inresident room 208, duct tape was placed | 2 The door frames for rooms
" aeross the floor under the bathroom door, The [ l 107,127,201,202,203,204,206,20
tape was pulling up at the edges and collecting | ' 7,208,209,210,211,212,214 and 2
. dust, | l custodian  rooms doors by
&. In resident room 120, there was a 4.5 inch ' rooms 122 and 123 and East
i by 2.6 inch hole in the wall JUSt to the right upan : exit doors by Social Services
| entrance. i i
£, In the central dining ares, the feftwall had 4 will be scraped and repainted.
+ areas with the wallpaper detached from the wal; : 3. The duct tape in room 208 will
. the largest ares measured 4 inches by 2.5 { ! be replaced, Flool'lllg in this
tinches. | room will be repaired. !
g. The baseboard is missing on 2 of 4 walls in i 4. 'The bole in room 120 will be
rT:;c::nt droorﬁl 220 exposing white unaven | repaired.
. maslered walls. 5. Peeling wallpaper in Central
" During an interview on 4/26/12 at 9:30 AM, the ' Dining room will be repaired or
 maintenance director confirmed that the facility replaced.
- needed paint and repair in various areas. ! 6. Mission baseboard in room 220
However, the facility failed to have a specific plan ; will be repaired,
- 280! :;*';%’1 :J('g’)‘?;ﬂf:g;g :(?3{&% th@i_?']? _Trﬁs'-’es , 7. The Maintenance department
| 1 40 2) RIGHT TO ! F2680 will be in serviced tfo the
s8=D. PARTICIFATE PLANNING CARE REVISECP | deficiciency,
' The resident has the right, unless adjudged ; % Maintenance Department will
 incompetent or othenwisa found to be , andit the physical plant interior
' Incapacitated under the laws of the State, to soath iy vouthnely-to identify areas of ill-
 perticipate in planning care and treatment or “ repair and develop a written

FQRM CM3-2567{02-89) Previpus Verslons Obsalale Event 1D: 1QMW1
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13 ¥ 1

9, Results of these audits will be

F 280 2 & Teporied to the QA Committee,
men ™ om an ongoing hasis,

F 280 Confinued From page &
changes in care and treatment.

1
|
: i
. Atomprehensive care plan must be developed | L 61212
, Within 7 days affer the completion of the I '
+ comprehensive assassment; prepared by an
| Interdisciplinary team, that includes the aitending |
physnclan, a registered nures with responsibilty |
i for the resident, and other appropriate staff in i
i digciplines as determined by the resident's needs, |
i and, to the axtent practicable, the participation of |
| the resident, the resident's family or the resident's |
I lagal raprasentative; and periodically raviewed !
!'and revised by & tearn of qualified parsons aiter
i each assessment.

!

|
| This REQUIREMENT is not mat as evidenced
! by I
Elased on medical record review and staff i
|ntemew the facility failed to ansura resident carg
l plans were updated to address ail identified areas | '
: of coneern for 1 of 24 sample residents (#43). ]
" The findings were:

' Review of the madizal record for resident #43
i showad s/Me was admitiad 1o a local hospital on
" 41012 with dizgnoses which included severe
' dehydration. The resident returned fo the facility |
- an 4M6/12. The following concerny were noted: |
a, Review of the care plan showed the facility |
i failed to address a plan to ensure the resident's
fluld intake was adequate. The anly information in ;
!
|

the care plan raiated o the resident's intake was,

; "Staff will record my consumption following each

' meal." |
b. Interview with the DON on 4/26/12 at §:15

FORM CM5-2567(02-99) Previous Versinns Obsolste Fvent ID; 10MWI1 Faclfily I0; WYao2T If confinuation sheet Page 7 of 32
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F 280" Continued From page 7

! PM confirmed the facility Tallzd to updated the
: care plan to address the resldent’s hydration
- heeds.
F 2821 4383.20(k)}{3)(il) SERVICES BY QUALIFIED
55=0 ' PERSON&/PER CARE PLAN

must be provided by qualified persons in
accordarnite with each resident's written plan of
cae.

* This REQUIREMENT is not met as evidenced

i by

i Baged on observation, medical record review,
and staff infarview, the facility failed to enstre:

. plan of care for 2 of 24 sample residents (#7,
#95), The findings were;

. mifiated 17912, staff were instructad to request
addiforial supplemantation if the weight of

. resident #7 drapped below 98 pounds (Ihs).
Review of the weight record showsd on 2/2/12
the resident's waight dropped balow 95 Ibs, o

* §7.2 Ibs. Further review of the weight record
showed the resident's waight cantinued o drop,

evidence staff requested additional
i supplementation when the resident's weight
drapped below 98 lbs. During an interviaw on
4126012 at 5:15 PM, the RD stated she was not

before (4/24/12), and she was going to add
additional Ensure supplements at meais,

. The services provided or arranged by tre facility

1. According to the care plan fer nuritional status,

informed of the resident's weight loss unfil the day!

!
|
r
|
I
|

1
i

, care was provided in accordance with the writien -

. and stayed below 88 Ibs. The most recent weight |
was 87.6 Ibs on 4/24/12, However, thare wasno

'F280

F 280 Resident care plans will be updated to
lensure all identified areas of concern

‘are addressed. This will be
F 28z accomplished by:
I1. Corrective Action:

‘a. Resident #43 Care Plan was
'updated to indicate the hydration

meeds for this resident.

2. Corrective Action as it appliesto |

other residents:

!
}a. The Policy and Procedure

;updating Care Plans wag reviewed and;

Iremams current.

ib.  All residents at risk of dehydranon
will have their Care Plans reviewed to [
-assure their hydration needs are

indicated,
%c, An Inservice on updating
"Plans will be held for nnrses.

3, Random chart audits on different -

‘units will be conducted by

DON/Designee weekly for 90 days to
assure hydtation needs are indicated

‘for residents with tisk of dehydration. }gﬁﬁi‘f’,‘jj
i4. DON/Designee will report results : e P
iof these audits to QA Committeefor ., yx

*rev1ew and recommendations.
;

for 3

Care i

6/12/12

prtfaw\,
pr D8
A
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¥
2. Review of the care plan, updated on 2117/12, |
- ghowed interventions for incontinence for resident |
#05 included check/change before/after meals, |
. and at bedtima and when necessary. &taff fallure |
' to Tollow the care plan was identified during the
foilowing continuous obsarvations an 4/24H2:
From & AM until 9:15 AM the resident ate
breakfast. From 815 AM fo 9:45 AM s/he sat &t
- the dining room table taking sips of water after
_the breakfast tray was removed, At 9:46 AM, CNA|
#3 wheeled the resident ta the TV area wheme
s/he remained untll 11:25 AM wheh CNA#4
i whesled him/her o higier room, The resident sat
t in higfher room from that time until 11:40 AM.
j Observafion at 11:40 AM revesled CNA#3 and a |
: sacond CNA went into the residents room. |
| Interview with CNA#3 at 11:50 AM revesled the |
| CNAs provided incontinence care for the resident |
: at 11:40 AM., Intarview with unit nanager#1 on |
: 412612 at 11:40 AM revealed it was impartant far
' staff to check and change the resident before and |
| affer meals because s/he received dally doses of |
| a diurafic. The unit maneger also stated she was
Lon cduty on 4/24/12 but she did not know the '
I resident wasn't checked or changed for the
prolonged period of Hime.

F 312 483.25(a)(3) ADL CARE PROVIDED FOR
ss=p | DEFENDENT RESIDENTS

Aresident who is ungble to cany out activities of
* daily living receives the necessary sarvices fo
' maintain goad nutrition, grooming, and personal
and oral tygiens.

This REQUIREMENT is not met as evidanced
by

| F282
F 282" Care will be provided in accordance
with the written plan of care. This
will be accomplished by: i

1. Correstive Action: ;
. a. Nuiritional need interventions were
- added for resident #7 ‘
b. Staff caring for resident #95 were
counseled on the need to follow the
incontinence care plan. :
» 2. Corrective Action as it appliesto |
other residents: ;
a. The Policy and Procedure for
providing incontinence care was reviewed
and rermains current,
b. The facility has begun weekly
mritional meetings to discuss residents at
nutritional tigk which includes agsuring
appropriate interventions are in place.
Dietary leadership as well as nursing
leadership are in attendance.
¢. AnInservice on providing
incontinence care and nutritional
interventions will be held.
3. a. Random audits of incontinence
care provided according to care plan will
be completed weekly by DON/Designes
on different units at different ti]ne’s for 80
days. TGS emen O
b. Care interventions for residents at
nutritional risk will be reviewed weekly
by the Nutrition Risk coramittee. This
will be an ongoing process to assure all
residents at nutrition risk have the

F 312
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Based on observation, staff interview and '
- medical record raview, the facility falled to ensure |
oral care wes provided for 2 non-sample |
i residents (#35, #118) during 2 of 3 random |
| theervations of bedtime care, The findings wera: !

| 1. Observation on 4/24712 at 8 PM showed nurse
- aide (NA) #1 and NA #2 did not provide aral

| hygiene for resideni #7118 before or affer

| transferring the resident to bed, Review of the

| 411112 annual MDE assessment and !
| corresponding care plan showed the resident
| required total assistance with oral hygiensand |
| pargonal care,

1 2. According to the 1/25/12 annual MDS

: assessment and corresponding care plan, X

' resident #55 was totally dependent on staffor !

! provision of orsl hygiene and personal care. .

. Obsarvation on 4/24/12 at 8:30 PM revealed NA !

{42 did not provide oral hygiene before or after
transferring the resident to bed.

" Interview with unii manzgear 1 oh 4/26/12 at
11:40 AM revealed staff were expected to provide
oral hyagiene for all rasidants at badtinee.
F 315 483.25(d) NO CATHETER, PREVENT UTY,
s&=n RESTORE BLADDER.

Based on the resident's comprehensiva
. asgessment, the facility must ensure that a
" resident who enters the facility without an X
indwelling catheter is not catheterized unless the |
' resident's clinical condition demonstrates that |
- catheterization wag necessary; and a resident !
wha is ncontinent of bladder receivas appropriate !
- reatment and services to prevent urinary fract
. infections and o restore as much normal bladder

4 DON/Designes/Dietician will report

F 3'12| results of these visual audits to QA

¢ Cotntnitteefor review and
racommendations. rranth //

6/12/12

F312

Residents who are unable to carry out
activities of daily living will receive
necessary services to maintain good
nutrition, grooming, personal care and
oral hygiene, This will be
accomplished by:

1. The staff providing care for residents
#55 and #118 were comnseled on the need
to include offering oral care at hs.
2.Cormrective Action as

a. The Policy and Procedure for

F 315| providing hs cares was reviewed and

remaing current.

b. An Inservice on providing oral care
will be beld,

i 3. Random visual audits will be
conducted by DON /Designee weekly on
different units for 90 days o assure aral correesive
| cares are being provided as care planned. w// &e 7
4. DON/Designee will report results of ° 7%
| these audits to QA Committee for review ., , ./
| and recommendation.

aﬂ%ﬂj

7,

tl/,c:a_
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F 315, Gonfinusd From page 10 F 315,

| function ag possible.

3

{ This REQUIREMENT Is not met as evidsrcad
| by:
| Based on sbsarvation, medical record review,
' and staff interview, the facility failed fo ensure
| appropriate care and services to address urinary -
' Inconfinence was pravided for 1 of 11 sample !
| residents (#85) with bladderincontinence. The
i findings wers: i
! Review of the 1/25/12 quarterly MDS assessment ‘
' for resident #95 showed the resident was always i
1

1incontinent of urine, and required total assistance
L with folleting. Review of the care plan, updated on;
21712, showed intervantfons for incontinence |
included the following: use disposable birighs, :
check/shange beforefafter meals, at badfime and |
" when necessary. Staff failure to pravide i
, incontinenca care in a timely manner was |
 Identffied during the following continuous ,
| observations on 4/24/12; From 8§ AM untll 8:15 )
, AM the resident ate breakfast. From 2,15 AMto '
« 9:45 AM sfhe sat ot tha dining room table taking |
i sips of water after the breakfast tray was ;
i removed. At 9:48 AM, GNA 3 whealed the
i resident to the TV araa where s/he rernaingd until |
. 1M:25 AM when CNA#4 wheeled him/har ta
| his/her toomn, The resident sat in his/her room l
Vrom that fime until 19:40 AM. Observation at
| 11:40 AM revealsd CNA#3 and a second GNA
+ went Into the resident's room. Interview with CNA, |
3 at 11:50 AM revealed the GNAs providead !
. incontinence care for the resident at 1140 AM,
and confirmed the resident was wet.

" Interviaw with unit manager #1 on 4/26/12 at

Residents who enter the facility will

' receive appropriate care and services
to address urinary incontinence. This

will be accomplished by:
1. Corrective Action:
a. 'The siaff assigned 1o resident #95

care on 4/12/12 atn were counseled on the
need to provide incontinence care
according to the care plan,

2. Correotive Action as it applies to
other residents:

a. The Policy and Procedure for

providing incontinence care was reviewed

. and remains current.

b. AnInservice on providing

. incontinence care as planned will be, /e &
3. Random visual audits will be
completed by DON/Designee weekly on
different waits for 90 days to assure '
incontinence care is being provided as  :

3 o BOL oy e ] ¥ J%
care planned. & i 9 25707 N ot
4. DON/MDesignee will report the results
of these audits to QA Committee yeview
and recommendation. L"W'zﬂ/

!
|
i
!
!

1

Klnr

6/12/12
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F 315 Continued From page 11 |
! 11:40 AM revealed it wag impartant for staff to

' chacK and change the resldent before and after

meals because sthe received daily doses of a

diuretic. The unit manager also stated she was on l

; duty on 4/24/12 but she did not know the residen !

| wasn't checked or changed for the prolonged }

I period of ime. |

F 323 | 483,25(h) FREE OF ACCIDENT {

S=F j HAZARDS/SUPERVISION/DEVICES

! The facility must ensure that the resident
; environment rerains as free of accident hazards
| as s possible; and each resident receives
| adequate supervision and assistance devices to
» prevent acciderts.

1
]
1
|
1
!

|
! This REQUIREMENT is not met as evidenced
i by:
. Based on ohservation and staff interviaw, the
* facility fafled to ensure that 2 of 8 nursing units
. (Ellbogen, East) were free from accident hazards. |
{"The findings were: '

" 1, Observation on 4/23/12 al 8:30 PM showed the

+ gteam table in the "Ellbogen” kitchen/dining area
was turned on in preparation of the evening meal. :
Two of the four wells were cavered with lids and |

,were hot and steaming, There was nothing in l
place o warn of the hot surface and poteniial :

i danger of being burned, and the steam fable wag |

" accessible o any resfdant who came info the |

: Kitchen/dining area. Additional observationon !
4125/12 at 14:33 AM showed tha steam table was |
hot and there were no precautions provided for !
warning residerts. Review of a list provided of !

FSZS
F315] The facility must emsure that the
| resident environment remains as free of
" accident hazards as is possible and that
“each residemt receives adequate
. supervision and assistance to prevent
. nceidents, This will be accomplished

F 223; by:
1, The steam table will be moved
to limit resident access,
' 2. The East Station Activity Stove
‘ was  electrically manipulated
with addition of safety switeh to
prevent it from heing turned on
without staff supervision. i
3. An in-service for activity and
nursing persomnel will be
condueted to heighten
avwareness of deficient praectice.
4, Random viswal Andits of
Ellbogen Steam Table and East
Activity stove will be ctmduct
! over the nexi 90 dnys.
5. The Safety Comlmttee ,;a,z

7

90 days at which point the feam

will determine approprisie
reporting until ongoing

¢ compliance is established, '
b612/12

Director will report results tb""f{* g m
the QA teawfor a minimum ot K@Z

FORM CMS-2667(02-99) Previous Versions Obsolets Evartt 10: QMW

Feailify ID: WY0027

If contlnuation sheet Page 12 of 32

f:f,‘d



JUN. 8. 2012 6:49PM SYCC RESIDENT BILLING NO. 0540 P 14
' |
: PRINTED:
DEPARTMENT OF HEALTHAND HUMAN SERVIGES | ORI A2
CENTERS FOR MEDICARE & MEDICAID SERVICES | OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES (X1} PROVICERIEUEPLIERICLIA ‘r {%2) MULTIPLE CONSTRUCTION {3) DATE BURVEY
AND PLANM OF CORRECTION IDENTIFICATION NUMBER: | COMFLETED
| BuLpin o
536042 | |p-wme 04/26/2012
NAME OF PROVIDER UR BUPPLIER ‘ STREET ADDRESS, CITY, $TATE, 2IP CODE
60 MAGNOLLA
EHEFHERD OF THE VALLEY HEALTHCARE CENTER : CASPER, WY 82604
(Xa) ID SUMMARY STATEMENT OF DEFICIENCIES - PROVIDER'S PLAN OF CORREGTION e
PREFIX {EACH DEFICIENCY MUST BE PREGEDED EY FULL ¢ PREFX | (FACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LS50 IDENTIFYING INFORMATION) Y- I CROS5-REFERENGED TO THE APPROPRIATE DATE
| { DEFICIENCY)
} !
F 323 Confinuad From page 12 F 323 a5
! residents who wander revealed three residents .
{ on this unit were known wanderars (#34, #73, . a1 B e
[ #114). Interview with dietary alde#1 on 426112 at! The facility will malntaln residert
{41:33 AM revealed the steam table was tumed on autritional status unless unayoidable.
30 minutes 1o an hour priar to meals, and staff This will be accomplished by: .
- wers not always In the area. She then verified the!
| hot steam table presented a danger to anyone 1! 1. Residents # 7, 109, 140 will he
oot o | reassessed by RD with
L -showed a tamp ofthe . . . .
| surface wells wes 115.4 degress F. The k identified mt;w.e““l"“s :gr
| tempsraturs was taken with an infrared laser ‘ nutritional needs implemented.
| thermometer. 3 2. Revised procedures fqr
i : i identifying and addressing
| 2. Observalion on 4/24/12 at 3:30 PMinthe ! weight loss for all other
j activity area by the east nursing station revealed : } residents will be implemented
 a stove with four bumers on top and an oven. - g
| There ware regidents smbulating in ths arus and | g i througltlt a  Nutrition Rigk
 In the adjacent hallway. The following concems . : commitee.
| wers noted: i ; 3. An in-service discussing t]le
i 4. The stove had no secure featurss and | : ' deficient practice and plan of
j coul be hested with a simple adjustment of the i : correction will be condneted for
! contl;olf;mo?sf.f N t or : : ; nursing and dietary staff, ;}e
o staffwas in the area to monitor for ! . :
'y . tary Manage d& N 2 g
 safety during the 4/24/12 cbservation at 3:30 PM, . ! 4 3;:1 ::'J(;n duct f%hl;u-?r au;;'tl;‘n to eECA ‘Z@A
! <. The following residents with wanderguards' I s
| (electronic protection for wandering/confusion) | assure that at risk residents are
| were living in the sast nursing station anea: #28, | k identified and appropriate
V#27, #33, #48, H48, 68, #100, #1116, #117, #1419, [ interventions implemented.
! #1241, #129, 138, # 130, #1566, #147 #167, | 5. Results of these audits will he
| #188, and #172. E L reporied to the QA Committee moﬂ*fé’
b d. Interview with the maintenance director on; ; for & minimum of 90 days at -
4/26/12 at 11:35 AM confirmed the stove in the ; ! hich t the t ¥ al
! gast nursing station activity area had no safety | which pein ¢ tam wi
+ features to protect residents who were confused ! | detormine appropriate
tfrom heating the stove. i | reporting untldl compliance iy
F 325 483.25() MAINTAIN NUTRITION STATUS B F 325) achieved.
§S=E i i UNLESS UNAVOIDABLE . i
; K | 6/12/12
] L
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F 325 1 Continued From page 13 " F 325

' Baged on a residsht's comprehensive
assessment, the facility must ensure that &
resident -

{1} Maintalng acceptable parameters of nutritional
i status, sueh as body weight and protein levals,
untess the resident's clinical condition
demonstrates that this i% not possible; and

{2) Receives a therapeutic diet when there iz a
nubiforsa) problam. '

I
1
I
1
i
!
h
IE ! !
1
|
1
1
|

]

| This REQUIREMENT Is not met as evidenced
| by:

! Baged on medical record review and staif :
| interview, the facility failed fo enalire the accuracy
| of nulritional sssessments and failed fo

|
'
o
|
.
I
1
|k

| implement interventions in a fimely manner ta
i maintain nuirittonal status for & of @ sample

; loss. The findings wore:

rasidents (#7, #1089, #140) with unplanned weight

'
i

\
I
|
I
I
|
|
|
|

3
v

| I
i 1. Review of e vital sighs and weight records for]
5 resident #100 revealed s/ihe weighed 138 pounds |
1 {Ibs) on 1/612 and 105.2 Ibs on 4/24/12. Ravigw | :
! of the 2/2/12 CDM nutritional review showed the |- ‘
: resident was 95 years old, 67 inches tall, weighed!’ ;
132 pounds, and experienced an unplanned 5
. weight loss of 10.8% In ninety days and 19.8%in I
| one hundred eighty days. This review Indicated a | |
| refarral to the RD was needed. However, further || !
| review of the medical renord showed o evidence.l l
!
|

i the RD was notified of the weight loss, Intarview |
| with the RD on 4/25/12 at 5:15 FM revealed she |
| hal not bean able to follow up on the distary !
| manager's referral mads on 2/2/12 related fo the
!
|

| weight loss. I

1
H
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F 326 ' Continued From page 14
|

|
+ 2, Review of tha 1/18M12 annual MDS |
| assessmnent revealed resident #7 was 51 inches _|
| tall and weighed 101 lbs, Review of the caré plan ’
| dated 1/9/12 revealed the resident had an |
! elevated body mass index (BMI) of 27.3, but was
E at risk for weight loss due to poor oral intake. The |
i goal was for the resident to maintain hisfher |
| weight above 88 Ibs. The resident racaivad super !
! pereal with breakfast and a shake at lunch, The
i care plan directed staff to request additional
supplementation if the resident's weight dropped
, balow 98 Ibe, The following. concems wera g
- ldentified: |
" & Review of the weight record showed the |
resident's weight dropped below €8 |bs on 2/212, ¢
at 97.2 lbs. Further review showed the following
_weights: 94 1bs on 2M18/12, 9.7 be on 2/28M12, |
9.6 Jhs nn 3/6M12, and 88.7 |bs on 3/22/12,
There was no evidence staff requested additional
- supplementation after the resident's weight
dropped below 98 1hs. The resident's most racent
* weight on 4/24/12 was 87.6 lbs.
b. Review of the CDM nutritional review dated
t 342512 revealed the resident waighed 88 hs and
* had a BMI of 16.9 (underweight). The raview
- Indicated the resident had a significant unplaangd
' weight decling in 3 months of 11.9%, and ihe
resident was uhder his/har IBW (ideal body
waight). However, the review indicafed that a
* veferral jo the RD was not made. During an
interview on 4/26/12 at 5:15 PN, the RD stated
she was not nofified of the resident's walght loss
. until the day before, 4/24/12 (after the surveyor |
| requested information on the résident's weight
 status). After the notification, the RD updated the |
care plan to reflaet the unplanned sighificant '
weight loss, and addad additional

FORM CMS-2567{02-09) Pravious Versigng Obsolale: Evanl 1D: 10MWT

Facility I0: WYDO27

if continvation shest Mage 15 of 32



JUN. 8. 2012 6:HOFM SVCE RESIDENT BILLING NO. 0540 P 17

DEPARTMENT OF HEALTH AND HUMAN SERVICES P Ot A ar2012

CENTERS FOR MEDIGARE & MEDICAID SERVIGES OME NO. 0938-0391
STATEMENT OF DEFICIENGIES (1) PROVIDER/GURPLIER/CLIA {2) MULTIPLE CONSTRUCTION (¥5) DATE SURVEY

AND PLAN OF GORRECTION IDENTIFICATION NI -
GATION NUMBER: A BUILDING COMPLETED
C

04/2672012

535042 & WING
NAME OF FROVIDER OR SUFFLIER ETREET ADDRESS, CITY, STATE, ZIF CODE

SHE¥HERD OF THE VALLEY HEALTHCARE CENTER 40 MAGNQLIA
CASPER, WY 82604

o 1 PROVIDER'S PLAN OF CORRECTION IX5)
PREFIX 1 (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | GROSS-REFERENCED TO THE APPROPRIATE DATE
\ DEFICIENCY)

oo SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EAGH DEFIGIENGY MUST BE PREGEDEDR BY FULL
TAG REGULATORY OR LG IDENTIFYING INFORMATION}

I 1
F 325 Continued From page 15 F 325|

I supplementation at the breakfast and supper |

. meals, :

i c. Review of the consumption flow record for F

| March and April 2012 revealed staff did not ! “

: conzistently docurnent whether ornot the residant ! j

~ consurned the supplements (shakes). On 4/26/12

,at 8:21 AM, COM #1 stated the dietary aides werg i

. supposed to document the supplements en the }
! gonsurnplion record for each meal.

' assessment showed resident #140 was 57 inches
" talt and weighed 186 ihs. The associated care
plan dated 3/2M2 showed a goal for the residant
+to malntain hisfher weight at 130 Ibs or more.
According to the subsequent 4/24/12 quartesly
' MDS assegsment, the resident waighad 126 lbs
and had an unplanned weight loss, The following
concerns were identified:
&, Review of the 3/16/12 CDM nutritianal
! review showed tha resident weighed 127 |bs. The
' review indicated the resident exparienced &
gignificant unplanned weight loss of 8.6% in 30
, tays, and 12.4% in 190 days, The review
indicated a referral to the RD was made.
However, continued review revealed no evidencs
;che RD was made aware of the regident's weight
DSS.
b. During an interview on 4/25/12 at 5:15 PM |
the RD etated she had not changed interventions .
; with the regident, and had no additional =
s information. She further stated she was on !
Vvacation during part of that time. !

: !
1 3. Review of the 3/2/12 significant change MDS ; ]

!

4, During an interview on 4/26/12 at 6:16 PM, the |
' RD stated there was not enough time to frack .
i residents clogely who had weight loss. She i
i further stated the facility no longer had & nutrition -
! !
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at risk comtnittee to follow residents with weight |
loss, On 4/26/12 at 8:21 AM, CDM #1 stated ‘
thare was not a good process in plkace Tor nursing
staft to inform her of weight loss with residents.
She further gtated there was no system in place
to identify welght lozs between the RI¥s annual
assessment and her quarterly assessments.

]

i

+ §. Aggording to the "Dietary Guidelines for

f Americans 2010" Evidence based nutritional

' guidance published by the U.S. Departrment of

i Agricuiture and 1.8, Department of Heatth and

! Hurnan Services, estimated calorls neads per day

» are based on age, gender, and physical activily

 lavel, The detalled chart in Appendix @ of these

' guidelines showed sedentary men 76+ years old |

« need an estimated 2200 calories/day, and "

' sadentary women 76+ years old need an |

- estimated 1600 calories/day to maintain calorie

' balance. The fellowing roncerns were identified; |

. a The 3/26M2 CDM nwiritional review i

' showed resident #7 wae 92 years old, was 51 |

i inches tall, weighsd 89 pounds, and had |

| experienced a significant welght decline. The |

« residert's estimated nuiritional needs were !
I
|
|
|
i
i
1
1
r
I
}

1 caloulated &t 908 calaries,
© b, According to the 3/18/12 CDM nutritionsl
. review, resident #140 was 82 years old, 87 inchas
" tall, weighed 127 pounds, and had experienced & |
, significant weight loss. The resident's estimated
' nuiritional needs weare salstiated at 1167 calories.
| ¢ Review of the 2/2/12 CDM nutritional
review showed resident #109 was 95 years old, |
wag 67 inches tall and weighad 132 pounds. The
. esfimated nutdtional heeds was saloulated at
1108 calaries.
d. Interview with the RD on 4/25M2 at5:115
PM revealed she was not awars how the 5

i i

Xa)ID | SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORREGYION (5]
FREFIX |, {BACH DEFICIENGY MUST BE PRECEDED BY FULL r PREFIX | {EACH CORRECTIVE AGTION SHOULD Bi BOMPLETION
TAG REGULATORY QR LG IDENTIFYING INFORMATTON) COTAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
,! . . N
F 325 . Continued From page 16 I Fgos;
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F 325 Continued From page 17 i
estimated nutritiong) intake for @ach resident was |
being determined or calculated. The RD stated

' the estimated needs were caltulated by the | maintain proper hydration. This Wﬂl
| somputer program the CDMs used when i be accomplished by: i
| inputting their data on residents, and she was P 1. Corrective Action: :

i

F325 The facility must provide sach
resident with sufficient fluid intake to

uncertaln if these calculation wera reasonable. : 5
,"The RO stated she and the GDM had disoussed Rri ﬁ;ﬂ’hﬁ‘gﬁi&i e
! corcems with the ealeulations when they first - Y

. started using the computer prograr, butthatno appropriate interventions put into place.
further action was taken because the emphasis ! 2. Correotive Action ag it appliesto |
was on care plans, not the estimated caloiic X other residents:
needs. : a. The Policy and Procedure for }

58=D ! HYDRATION  hydration, was reviewed and revised.

 The facility rust provide each resident with b. All resident at hydration risk will be

sufficient fluid Intake to maintalr proper hydration ! reviewed to assure they havo aplanin
and health, ‘ place to address their hydration needs.

c. An Inservice on assessing and
providing hydration needs will be held. -
3. Random chart audits will be r
t eonducted by Dietician/Designee weekly
I on different units for 90 days to assure
i hydration needs have been assessed and
{ appropriate interventions in place,
La. DletwlanfDemgnee will report the ;51 4
results of these'to QA Committee for )
review and recommendations,

i

F 327 . 483.25() SUFFICIENT FLUID TO MAINTAIN i F 327| assessing nutritional needs, including
{
!

This REGQUIREMENT is not met as svidenced
: by
Lg:ased on observation, medical record review,
*and staff interview, the facility failed {o ensurs 3 of|
124 sample residents (#43, #95, #113) received
sufficiant fluid intake to maintain proper hydration.
' The findings were:

According to Geriatric Nursing Resource for Care
1 of Older Adults, "Hydration Management”,

: avidence based content updated Maroh 2008, by

, Janet Mentas: Dehydration risk factors inciude

‘ the following; ADL dependencies, dementia,

infections, certain medications, and priar

apisodes of dehydration.

|
| 6/12/12
|

1. Review of the medical recard for residant #43

! .
! i
showed s/he was admitted to the facility on i
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F 327 * Continued From page 18 F 327;

» 327112 with diagnosis which included dementia.

. Review of the rasident's 4/3/12 admission MDS

| assessment showed s/he did not trigger for

, dehydration or fluid maintenance. Review of the
resident's 4/10/12 histery and physical showed
s/he had a 411012 hogpiialization with &

' diagnoses of severe dehydration and severe . ,
hypsmatremia. The following concems were

. noted:

i a. Review of the care plan showed the faeility

i falled 1o develop a plan to ensure hydration needs

| gfter the resident's 4/10/12 hospitalization for

| severe dehydration,

i b, Review of the resident consumption flow

! records (cavering breakfast, lunch, and dinner),

! the only regord of the resident's fiuid intake from | |

i 3/28M2 through 4/24/12, showed a minimurm fluid |

¢ intake of 240 cubic centimeters (co) on 4/20M12

+and 4/21/12, and a maximum fluid intzle of 840

| oo on 4/23/12. The estimated fluid need for the

| regident was determined on the 4/23/12

% nutrifional review (o be 2400 oo in 24 hours.

i c. Inferview with the DON oh 4/25/12 af 6:16

' PM confirmed the facility did not have a plan o

. address the resident's identified hydration needs;

" and the facility did not know how much flufd

i Intake the resident had,

' 2. Raview of the 1725112 ¢uarterly MBS
_assessment for resident #95 showed sihe had
dementia, required extensive and total assistance
_with most ADLs. Revicw of the medical regord ,
_and April 2012 MAR showed the resident's i
1 eurrent medications included Lasix {a diuratic) 80 !
 milligrams twice & day and medication far !
* Clostridiurn difficile infection, Review of the care . i
|

;
| .
1

o e — e m i o it e

plan, updated 2/17/12, showed staff were
directed fo provide prompting, cuging,

I
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F 327 . Continued From page 19

: encouragement, and reminding assistance at |
' mealime, Review of the 4/19/12 COM nutritional i
I review shawed the resident had the following ;
' signs and symptoms of dehydration: edema, nine |
, OF Thore medications, Infection, gasiric reflux and |
. dry Yips. This review also showed the estimated |
« daily fluid needs for the resident was 1118 cc, The’
! following toncerns were identified:
a. Review of the resident consumption flow
- racord for March and April 2012 showed staff anly -
s documentad the resident’s fluid intake during
« meals, Review of the April 2012 resident i
. consurnption flow racord for Aprll 2042 was ;
icomplete or blank for elght of twenty-four days.
' b. Continvous observation ot 4/24/12 after -
" breaicfast fram 8:15 AM until 11:40 AM revealed .
staff did not offer or encourage rasldant to drink
' fluide while s/he zat in the TV area and hisfher
. Toam.

3. Review of the 3/13/12 nutrilion CAA (cars area |
! assessment) summary for rasident #1173 showed |
+ rigk for dehydration related to use of diursfics, ;

‘ limited ability fo self feed, and insufficiant [
: congumption with and between meals. Review of

thie redical record and April 2012 MAR showed ¢

the resident's current medications include Lasix
and HCTZ (both are diuretics) and medication for |

Clostridium difficile infection. Review of fhe 3/6/12 !

CDM nutritional review showed the resident was

at rigk Tor dehydration and his/her daily fluid i
_needs was 1118 cc. The review also showad the

CDM doocumented the resident's "mouth very dry, |
, gave a glass of water," Review of the 4/8M12 j
* speech therapy progress report and discharge !
 summary showed, the resident's current level of |

function required one to one assistance and

maximum assist to efiectively cue patient ko

Faz7
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+ utilize swallow intake of nectar thickened liquids.
. Observation on 4/24/12 at 930 AM and again at ! .
' 11:10 AM revealed staff pushed the resident from | j
{ the TV area to his/her room and provided toilsting | j
) assistance then pushed him/her back o the TV '
i area without offering or encouraging fluids.
Review of the April 2012 resident consumption
¢ flow record showed it was incompleta. This ‘
' raview alsn showed documentation that the
. resident received more than 800 ¢¢'s only on 3 of
25 days,

" 4, Interview with CNAES on 4/26/12 at 815 AM | -
revizzled the CNAs had not been directed to l o
| !

i

|

provide increase fluids for residents #95 and
1 #1138, The CNA also stated in the past restdanis
i were given fiuids between meals, but this was |
" discontinued many months ago. During an ;
. interview on 4/26M2 at 8:20 AM, the nursing unit |
- manager #2 confirmed fitids were nof offered or
i ancouraged between meals unless care was

being provided, She stated residents #1123 and
i #05 needed increased fluids due fo recent }
! infections and both resident had multiple risk i
factors for dehydration. She further stated the |

monitoring and sssessment the residents noeded '
" had not been done because the facility did not
. hewe a1 sffective system for ensuring residents’ !
. hydration needs were met. ]
F 363 483.35(c) MENUS MEET RES NEEDS/PREP IN | F 363
5=F ' ADVANCE/FOLLOWED 1

. Menus must meet the nuiritional neads of

. residents in accordance with the recommentded
1 dietary aflowances of the Food and Nufrition ‘
' Board of the Nationzl Regearch Council, National | |
i Academy of Sclences; be prepared in advapce; . !
i and be followed. .

1]
)

|
|
i
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tin  accordance with recommended

[ Menus will meet the needs of residents
‘Ihis REQUIREMENT is niot met as avidenoed ]

|
l by | alowances of th Food and Nutrition
' Based on review of the meny, observatior, and | Board of the National Reserach
 staff inferview, the facility failed to ensure the g Couneil, National Academy of Sciences.
i nutritional needs of residents-wiare mekwhan 1 of ; This will be accomplished by:

.1 menu was reviswed. The findings were: !

| ons vt
Observation in the south Kitchen on 4/25/12 at ! 1. The menu portions reflected

41:30 AM of the mid day meal servige showed the ; wore changed fo meet the
. serving sizes shown on the menu, and seved ta ! : required daily allowances.
| the residents were 2 ouncas (oz) nstead of the : 2. The policy and procedure for
_standard 4 oz serving size for potatoss and reviewing menos was revised to

! Marual, 9th Edition, lowa Dietetic Assaciation) - :
‘ : ) et jon). 3. A
| Observation of the east unit Kitchen on 4/25/12 at - D;t;];?r;t;axﬁerﬁdge;;: d:::;

{
I .

i vegetables (According to the Simplified Diet l i include review by the RD.,
I 19-40 AM, and the Central unit kitehen at 12:10 ‘
I

PM showed the same serving slzes were being the updated menus and the A
usex, Hoview of the weeks menu (4/22- 4/28) e2  deficient practice. ’;ﬂé o ey
JEr~

! congistently planned to be &2 oz serving. agsure compliance . with
' Interview with CDM #1 on 4/25/12 at 11:45 AM o

: verlfied the menu portion sizes had been made
| smaller to reduce the amount of wasted food. At -
_that time, when the day's menu (4/26M2) was

| )
. ‘ —
+ showed the potatoes and vegetables were ‘ d “5;??*' 4, RD/will audit random meals‘to 42
i t
i

| S

' immediate corrective action in
! the event there is departure
{ from the approved practice.

| reviewed on the computer program for 4128112, 5. Results of these audits will be
the nutritional analysis showed the daily ofal for | reported to the QA Committeg 2o 74 ;‘//
calories was 1642, there was no value for i 7

! for a minimum of 90 days at
; carbohydrates, and the protein total for the day

which point t team  wi
was 77.6 grams. Continued discussion with the pat be will

CDM revealed she wast't sure what the determine appropriate
achieved. i 6/12/12

I
I ) _
, requirements ware for the nutrition of the menu, E l reporfing until compliance is
| i
4

' Acoording fo the "Dietary Guidelines for

- Americans 200" Evidence based nufritionai
quidance published by the U.8. Departmentof |
Agriculture and U.8. Depariment of Health and :
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F363 Continued From page 22 F 383, The facility must offer snacks at bedtime
* Human Services, estimated calotie needs per day deily. This wilt be accomplished by:
are hased on age, gender, and physical ?c;]tivity \ Corrective Action:
i level, ‘The detailed chart in Appendix 6 of these - )
' guidelines showed sedentary men 76+ yeers old | a. Th'e practice of offering HS snacks :
| need an estimated 2200 calories/day, and ‘ | for all residents was initiated 8 soon 85
 sedentary women 7@+ years old need ar ! * the discrepancy was identified,
! estimated 1600 calores/day to maintain calotie | 1. Corrective Action as if applies to
+ balance. i other residents; i
" i a, The Policy and Procedure for offering
: Inferview with the RD on 4/26/12 at 5:15 PM i . ; ) :
. revealed she was not invelved with planningor i HS snacks was reviewed and remains ';
approving of the manus, The RD stated she wae | . current. ) ;
1 gware that CDM #1 had made sume changes o b. All residents will be offered an HS
' the menu porfions in order to reduce waste; \ snack per policy.
| however, sha had not reviewed the changes. In | o.  An In-service on providing HS snacks
- addition, she and COM #1 thought residents | will be. e id g
i desiring more food than was served could ask ' . I
. and have an additional serving, o they did not 3. dRacf:‘{:m \gsg;l /‘g‘d‘_ts will bed_ff
1 have concems regarding the small portions belng |  conducts by esignee on different
' served fo all residents. + units weekly for 90 days to assure HS oo |
F 368 | 483.35(f) FREQUENCY OF MEALSISNAGKS AT | Ea3s81 smacks are being offered per policy. Larss ;’ ;:;; b

$S=E | BELTIME
f

Each resident receives and the facility provides at |
i lemst three maals dally, at regular times
! comparable o normal mealtimes in the
| cormmunity.

.
[
¥

There must be no more than 14 hours bebveen a -
' substantial evening meal and breakfast the
follawlng day, except as provided below.

! The facility must offer snacks at bedtime daly.

{ When 2 nourishing eneck is provided at bedtime,

i up o 16 hours may elapse belween a substantial
gvening meal and breakfast the following day if a
resident group agrees fo this meal span, and &

i
?
1
|
!
1
|
l
1

4, DON/Designee will report the resufl{st& /4
of these auditsfo OA Committes review 77 may%
and recommendations, '

6/12/12

alti o

(216 !
2
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| nourlshing snack is served.

t This REQUIREMENT is not met as avidenced

i by

| Based on observation, and staff and resident

i Interview, the facillty failed fo offer snacks at

\ bedtime in 2 of 3 resident units observed for
evening shacks. The findings wera:

1. During & group Interview on 4/2412 at 3 PM,
' 11 of 11 residents stated evaning snacks wera l
! nat offered to residantz. The residents stated that
! sornetimes snacks were available at the nursing |
| station, but residents would have to requesta !
1 shack, or get it themselves. The residents also
| said that sometimes snacks were not aven
. avallable at the nursing station, The residents
resided on the east, ceniral and south units,

, 2, \nterview on 4/24/12 at 7:35 PM with resident
1 #4150 stated snacks were nof, offared prior to bed
time, Interview on 4/24/12 at 8:30 PM with

-! residents #16 and #87 stated evening snacks
 were not offered. Further, the residents stated

" food Ttems were available but they had fo ask for
: them. ‘

3. Interview on 42412 at 9 PM with CNA# - ]
, stated residents needed fo ask for snacks if they
' wanted something before going fo bad.

* 4. Obsarvation of the east and cenfeal nurses’ '
| statlons showed a container of snacks to inolude i

popeom, chips and juice was sifting on the i
- nurses' desk. Random cbservations on 4/24/12 |

fram 7:30 PM {o 9 PM did not show the nuraing :

]
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' snack.

| The facility must -

{ authorities; and

| by

F 368 : Continued From page 24

1 staff had asked residents if they wanted a shack
. prior to going to bed.

! 5, Interview on 4/24/12 at 8:30 PM with nurse

| aide (NA) #2 and at 8:05 PM with RN #2

i revealed the staff on the east nurging unit did not

| routinely offer snacks fo the residents. They ’

 further stated the snacks were avallable i the
residents asked for themn or awakenad during the

- night and walked to the nurges desk to geta

F 871 i 483,35() FOOD PROCURE,
85=F ; STOREPREPARE/SERVE - SANITARY

. (1) Procure food from sources approved or
i considered satisfactory by Faderal, State or local |

+ (2) Slore, prepare, distribute and serve food
under sanitary conditions

i This REQUIREMENT iz not met a5 evidenced

Basad on observation and staff intenview, the
facility fafled to ensure food equipmentwas clean
1in 3 of & kitchens {main, east, central) and that
i fingernall brushes were labeled and used fora
i single use or person. The findings were:

| 1. Cheervaflon an 4/23/12 at 3:20 PM and on
| 4125112 at 10:55 AM showed the following items
| that needed to be cleanad:
i a. Inthe main kilchen, the electric meat slicer *
which was sitting on a counter caverad with &

i
‘f
|
§
i

i

F37

F388 he facility will store, prepare and
serve food under samitary conditions.

This will be accomplished by:

1. The electric meat slicer an,(d
gtand mixer in the mai
kitchen, two microwaves we:lz
cleaned ag soon as the issue was

identified. The

fingernail

brusghes were discarded,
2. The policy and procedure for

F3art, utensil and equipment cleaning

was reviged,

Dietary Department

4. CDM or designee will
will conduet weekly

and use of fingernail brushes

3. An in-service was held for the

regapding

equipment cleaning and single
use fingernail brushes per the
identified deficient practice.

- For 704
audi’rs’Txl

assure  compliance  with

immediate corrective
the event there is

from the approved practice.
\ 5. Results of these aundits will be,

action in
departure

for a minimum of 90 days at

achieved,

which point the team will
determine appropriate
reporting untll compliance i

6/12/12

2 oy
reported’to the OA. Committee

s
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- white bag to show it was clean, was not clean.

{ There were small bits of food stuck 1o the blade

1 &and the platform of the slicer, In addition, the

. countier below the slicer had dried pieces of food

t that had secumuiated.

" b. The stand mixerin the main kitchen which

'Was not in use showed it had dried spiattered |

{ food underneath and oh the mixing arm., i

T ¢, Two microwaves, one [n the south |

- kitchen/dining raom and the other in the central |

{unit ¥itchen were in need of cleaning. They both

« had dried splattered food an the interior of the

, avens.

' Ageording to Food Cede 2009, U.8. Public Health

, Service 4-601.11 Egquipment, Food-Contact

. Surfaces, Nonfood-Contact Surfaces, and

. Utensls, (A} EQUIPMENT FOOD-CONTACT

+ SURFACES and UTENSILS shall be clean to

+ sight and foush... (C) NonFOOD-CONTACT »

i SURFACES of EQUIFMENT shall be kept free of

| an accumylation of dust, dirt, FOOD residue, and

, other debris. , '

1 2. Observation on 4/23/12 at 3:20 PM showag

- two unlabeled fingernail brushes on the edge of
the hand washing sink in the digh room of the

i main kitchen. Interview with COM #1 on 4/26M2 '

- at 340 AM revealed she didn't know ifanyone |

i ever used the nail brushes,

1 According to Food Gade 2008, U.5. Public Health

* Sarvice, Ahnex 8- Public Health Reasons /

( Administrative Guidelines: 2-301.12 Cleaning ‘

» Procedure. "...Fingernail brushas, if usad

, properly, have been found to be effective tools in

; decontaminating this area of the hand. Proper

| use of single-use fingernall brushes, or .

! deslgnated individuzl fingarnafl brushes for each -

! employee, during tha hand washing procedure

FORN CMS-2567(02-99) Pravious Versions Dbsolele Evenl ID: 1QMWA 1
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1 1

F 371 Continued From page 26
¢can achieve up to a S-loy reduction in
microarganisms on the hands.” :
F 441 | 483.65 INFECTION GONTROL, PREVENT |
s5=c' SPREAD, LINENS L
!

The facility must estabiish and maintain an

' Infection Confrol Program designed to provids a
: safe, sanitary and comfortahle envirenment and
" to help prevent the development and transmission!

of diserse and infection.

|
i {a) Infaction Control Program |
i The facility must sstablish an Infection Gontrol !
. Program under which it «
| (1) Investigates, controls, and prevents infec;i::cns
in the faciity;
| (2} Decides what procedures, such as isolation,
, should be applied to an individual resident; and
( ) Maintaing a record of incidents and corrective
', actions related to infections.

; {b) Praventing Spread of Infection
« (1) When the Infectian Control Program
" determines that a resident needs isolation to
| prevent the spread of infection, the facility must
fsolate the resident.
' (2) The facility must prohibli employees with a
communicable disease or Infectsd skin lesions
 from direct contaot with residents or their food, if
j diract contact will transmit the disesse,
| (3) The facility must require staff to wash thelr
| hands after each direct resident contact for which
| hand washing i indicated by accepted !
, professional practica, |

- () Linans
, Personnel must handie, store, process and
| transport linens so as to prevent the spread of

i "

[
t
s )
i
!

|

F371! The facility must establish and

| maintain an Infection Contro! Progarm

that will provide a safe, sanitary and

comfortable environment and help
prevent the development and _

. transtmission of disease and infection.!

This will be accomplished by:

1. Corrective Actiom:

a, Staff involved were comseled on the;

. need to leave wound ¢leanser in room fm

any resident on contact Isolation, the :

. procedure of disinfecting the bathroom |

commode after use when resident is on

contact precautions, the procedure of

i allowing hand sanitizer to evaporate and

i not wiping it dry after use, the appropriste
' use of gloves and handwashing

i b, Documentation was completed for

" regident #145 {0 indicate lack of

" compliance with MD order for stool

+ specimen and MD notificarion.

| 2. Corrective Action as it applies to

I other residents:

" a. The facility Infection Contral Policy:
a,nd Procedure was reviewed and remaing
| current. The Policy includes appropriate

I glove nae, procedures for contact

| prccautions, handwashing and use of hand

| sanitizer and tracking/trending and action

' plans for infections..
~b. Data analysis will begin on resident !
mfections o include clinical resolution

. and jdentification of infectious orgamisms.

"¢, AnJogervice on following the '

F 441
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F 441 Gontinued Frotm page 27
» infection,

b

! gased on obsarvation, staff interview, and review
of policies and procedures and Infection control

. logs, the facility failed to ensure staff followad
appropriate infection contrsl practices during 4
i randorn observations. In addition, the infection

’ sontrel program failed to ensure data collsction

'and analysis was adeguate to have an effective

| program. The findings ware:

"This REGQUIREMENT s not met &s avidencad J
|
)

1, On 4/24/12 5t 7:40 PM RN #3 was ohsarved

i providing traatment to the skin tear area on
resident #113's arm. Continuous ohservation
revealed that although a contact isolation sign

"was posted on fhe resident’s door, the RN took

" the wound cleaner into the room, used if to ¢clean
; the bleeding wound, brought the bottle of solution |

| out of the room and placed it on the treatment

1 cart. Interview with the RN af 8:45 PM revealad
: she acknowledged the wound cleaning solufion 1
; should have remained in the room, but & the time .

| she "forgat fo do that'. At that time the RN
. discarded the wound cleaning solution to prevent |

i fu[ther use,

, staff were observed providing foflefing assistancs
1 for restdent #113 in the resident's room. At 8:20
* AM CNAs #3 and #6 assisted the resident and
donned the appropriate PPE (personal protective {
equipment) for contact isolation, but the GNAS did |
' not disinfect the hathroom commede after ;
, completing the task. At 1110 AM ONAEL wag

E
!
2, On 412412 at 9:30 AM and again at 11:10 AM l
{
l

—
PREFIX i (EACH CORRECTIVE ACTION SHOULDBE | COMBLETION
TAG |  CROSS-REFERENCED TOTHEAFPROPRIATE 0ATE
DEFICIENCY) :
1
|

| proper glove use, handwaghing, tlackmg
F 441, of infections, use of hand sanitizer and
procedu:res for isplation precautions,
! including contact precautions will be held.
| 3. 2. Random audits by DON/Designee
" to visually check handwashing and glove
. use, use of hand sanitizer, proper
proccdures for contact precantions and
+ specimen collection will be done weekly

on various units for 90 days.

Eory g'r‘/ut. ‘Zlch‘,-dm
oril A2 Lea 25 /4

1 b. Infeetious organisms will be identified
j for residents on antibiotics as well as the

; clinieal ountcomes for these residents.

| This will be a part of the Infection Control

 Tracking Log and will be done on an

1

' ongoing basis. Reports of infection ‘
* Control tracking will be reviewed at QA

- meeting,

.4 DON/Designee will report the results

! of these auditsSo QA Commitiée rawaw

i and recommendation.

I
|
%

6/12/12

T PGSBS,

o/ b /rC‘f

(7
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observed assisting the resident in the same '
hathroom and disinfected the bathroom

' commode affer use. Interview with the CNAat
 that at ime revesled staff were expected to
. disinfect the bathroom commode sfteruse and afl |
- the CNAs had received thase nstructions.

41D - SUMMARY STATEMENT OF DEFICIENCIES T | PROVIDER'S FLAN OF GORRECTION T e
PREFIX (BAGH DEFICIENGY MUST BE PRECEDED BY FULL [ PREFX | (EAGH CORRECTIVEACTION SHOULDEBE - GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) i TG | CROBEREFERENCED TO THE ARPRQPRIATE | DATE
i | DEFICIENGY) !
f } ; .
‘ !
F 441 Confinued From page 28 F 441 I
I
t

|

3. Observation on 4/23/12 at 8:50. AM showed RN %

I¥#1 gave resident #72 his/her medication. |

i Following the madization pass, the RN cleansed

+ her hands with the hand sanltizer ang

. immediately wiped her hands dry with a paper
towel, A9 AM, the RN dorined her gloves and
" administered eye drops to resident #119.

I Following the pracedure, she removed her gloves
"and applied hand sanitizer than immediately dried
* her hands with @ tissue, Review of the policy and

- procedure for "Hand Cleaner, Antisepfic”

. procedure #425, showad staff are to apply

" approximately 1 to 3 cc (cubic centimeter) of
antiseptic cleanser inte-the palm of thelr hand.

i The hands are to be rubbed briskly until the
cleanser has evaporated.

| 4. Observation on 4/23/12 at 8:15 AM showed
, GNA#2 dohned her gloves to assistwith
, incontinence care for ragident #33. After

' completing incantinence care, the CNA removed

* her gloves and apened the residant's door to &xdt
the room bafore washing her hands, At 8:30 AM
* the GNA donned her gloves fo change the same
" resident's uting collection bag. Afker the CNA
* changed the bag, she removed her gloves and
continued to provide personal care o include

- comiing the resident’s hair. The CNA did not
cleanse her hands after removing her gloves,

. Review of the policy and procedure for
handwashing, last reviewed August 2008, showacl

| .
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F 465 Continued From page 30

| Based on cbservation and staff interview, the

; fagillty failed to ensure a safe and sanitary

' environment in 3 of § kitchens (main, east,

! eentral), The findings were:

{ 1. Observation on 4/23/12 at 3.20 PM showed the

" entrance to the walk-in freezer in fhe main kitohen ;

« had large @amounts of accumulated lee around the |

tdaor frame, on the floor and on the plastic curtain

L Inthe entrance. Interview with CDM #2 at that |

* ime revealed the ice had baer an ongoing

. problam for more than & year. Inferview with the

, maintenance director on 4/25M12 at 4:45 PM !

i regarding the freszer and the ice problemn verified |

it was an old problem, and had not been fixed |
I
|

_due to cost.

[

' 2. Observation on 4/23M2 at 3:20 PM and on

| 4125M2 at 10:55 AM revealed the condenser unit

+ fan covers in each of the walk-in refrigerator units

: iny the main kifghen had thick accumulation of
dust. The food and baverages in the areas were
covered; however, interview with COM #1 on

1 H26M2 at §:40 AM verified the difty fan covers

1 should be kept clean.

| 3. Observation on 4/25/12 at 10:55 AM showed ’

the partition wall locatad in the main kitchen near |
. the produce sink was damaged and crumbling !
i hear the floor. The damaged area was measured |
. to be 1,6 feet long by 4 inches high,

i
f
! 4. Observation on 4/25/12 at 11:43 AM showed a
1 colling exhaust vent located in the aast unit |
: kitehen that was occluded more than 50 percent |
with dust, In the centrat unit kitehen there was |
also a ceiling exhaust vent occluded with dust.
Interview with the maihtenancs director an

!
F 465
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th‘;" : ;’:;“ﬁj Pjﬂw b their hands “Afs 1. The facility will provide a safe,
remgﬁ:' rslg‘gmes? © W wash their han r i Rmctional, sanitary and comfortable
- .l environment for yesidents, staff and the
5, Review of the 4/10M12 physician orders for ¢ public. This will be accomplished by:

| Tesident #145 showed ", stool far &, difficell foxin,
| giardia antigens and culture..." Further raview of

| 1. The condenger unit fan covers
: the medical racord failed to show evidence the |
i

in the wallin refrigerators
were cleaned by maintenance, '
2. The particiau wall was repaired
by maintenance, :
- The ceiling exhaust vent in the
East & Central Kitchen was
cleaned. ;
The policy and procedure for
preventative maintenanee angl
regular cleaning of vents and
fan covers was revised, i
5. An in-service was held for the
Dietary & Maintenance

specimen was obtained or any laboratory
| services were provided. Interview with the DON
L on 442812 a 10:15 AM vetified the specimen had .
: ot been collected. She then stated according fo
i the nurses, the resident was not being compliant i
L in providing the specimen; however, there was no |
+ documentation to ghow this or what the plan was
. for further follow-up. Interview with tha infeetian
| control nurse on 4/26/12 &t 10:50 AM revealed

. she was not aware of this order.

(]

o

i

1 6. Interview with e infaction control practitiongr |

| (ICF) on 4/26/12 at 9:10 AM and review of the |

; January to Aprif 2012 infection control i

- survaillance logs revealed the facility's infection | Department  reparding  the

 control program lacked data analysis, fafled to | idontified deficient practice

- show the final clinical regolution for residents | 6. Maintonanco e ractiee.
documented &8 recsiving antibiotic therapy for an ’ . ' 1nee epartmen l

1

irom the approved practice.

" infection, and did not include the identity of : will conduet wet.%kly audits .tp
: Infectious organisms, . ! assure compliance  with
F 465 483, 70(h) | F485) immediate corrective action in
89=E | SAFE/FUNCTIONAL/SANITARY/COMFORTABL | ; the event there js departure
i EENVIRON ' i !

7. Resulis of these audits will bée

|

The facility must provide a safe, functional, ( T et
 sanitary, gnd can?fortable environtment for | 1‘313011'35_ t? the QA Cummltteg Kfz
| vesidents, staff and the public., i : for a mininum of 90 days at
| ! which point the team will

. determine appropriate

This REQUIREMENT fs not met as evidenced ' reporting until compliance is
: by: 5 achieved.
, A AAARATLE.]

L%
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NAME OF PROVIDER QR SUPPLIER

SHEFHERD QF THE VALLEY HEALTHCARE CENTER,

STREET ADQRESS, QITY, STATE, ZIF CODE
60 MAGNOLIA

CASPER, WY 82604

{(%4) ID SLUMMARY STATEMENT GF DEFICIENCIES [¥) PROVIDER'S PLAN OF CORRECTION (¥5)
PREFI% {EACH DEFIGIENGY MUST BE PRECEDED 8Y FULL 1 PREFIX i (EACH GORREGTIVE AGTION SHOULD BE 1 GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) v TAG CROSS-REFERENCED TO THEAFPROPRIATE . DAE
DEFICIENGY) ;
: ! B2 I
F 485 . Continued From page 31 F 466G |
| 4125112 ot 4:45 PM verified the vents were for air ' The facility will provide or obtain [
* exhaust and they were in nead of cleaning. ' quality and timely laboratory services.
F 502 | 483,75()(1) ADMINISTRATION | F502 This will be accomplished by:
SS=D | 1. Corrective Action: .
i The facHity must provide or obtain tahoratory a. Documentation to include physician
+ services 1o meet the needs of its residents. The | notification regarding resident #145 non-
: facility is responsible for the guslity and tlmelrnessl | compliance with obtaining a stool
i of the services, i
: | specimen and further plan of care was -
| completed immediately after the concern’
' | This REQUIREMENT is not met as evidenced . was identified. |
| by. 2. Cotrective Action as it appliesto |
| Based on medlcal record review and staff other residents: ‘
 Interview, the facility failed to ansure laboratory " a. The Policy and Procedure for !
ser\rlces were obtained for 1 of 24 (#145) sample S . Y an . :
i residents with laboratory orders. The findings , following physician orders was reviewed
i ware: . End ren}mns curtent.
* b. An In-service on necessary
f Review of the 4/10/12 physiclan orders for . documentation if a resident is non- :
 resident 145 showed "...stoal for ¢. difficel] toxin, | compliant with 2 physician order will be
: giardia antigens and culture...” Further review of | held
1 the medical record failed to show avidence the | | ; -
, specimen was obtained or any laboratory ' 3. Random chart audits will be
' services were provided. Interview with the DON conducted by DON/Designee on different
! on 4/25/12 at 10:15 AM verified the specimen had units weekly for 90 days o assure any
not baen collectad. She then stated according te resident who is non-compliant with a
i the nurses, the resident was not being compliant - | physician's order has documentation to
In providing the Spel_‘l“mei?]r h“WE}’:‘*‘: g‘af? wasno include physician notification and pian.
. documentation to show this or what the plan was i . .
for further follow-up, Interview with the infection 4. DON/Designee will repart the results |,
" confrol nurse or. 472612 at 10:50 AM revealaed of these auditsto QA Commuittee review f
' she was not aware of this order. and recommendations.
6/12/12
’ j
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