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F 000 INITIAL COMMENTS . F 000

: This plan of cowrection is the Center’s
credible  allegation of  compliance.
- The following common abbreviations are used ! Preparation and/or execution of this Plan
- throughout this document: i + of Cotrection does not constitute
adntission of agreement by the provider of
the truth of the facts alleged or conclusions
set forth in the statement of deficiencies.
. The Plan of Correction iz prepared and/cr
i executed solely bevause it is required by -

‘RN Reglatered Nurse

| 1P: infaction Preventionist
LADLs:  Activities of daily living
l CNA:  Cerlified Nurse Alde

1 CAA Care Aren Assessment

CMDS: Minlmum Data Sat . + the provision of Federal and State law.

Less comimonly used abbreviations will be :

- anhatated in each deficiancy where used. : Fad41 ‘ :
F 241 : 483.15(a) DIGNITY AND RESPECT OF ; F244 1. Family member of Resident #76 .
ss=E | INDIVIDUALITY ; will be shown to a private location for :

: . any discussion of Thealth care
i The facility must promote care for residlents ina information relating to Resident #76.
s mannar and ih an anvironment that maintains or

| enhances each resident’s dignily and respect in . . ,
| full recognition of his or her individuality. All newly admitied Residents and/or

| : family members will be advised .
: ' © regarding the issue of private locations

| This REQUIREMENT is not met as evidenced . : for discussions relating to health care.

i by: - . All Resident family members will be

| Based on observation, staff interview, and shown to a private location for any '
discussion of any Thealth care .

| madlcal record review, the facillty failed to
1 conduct end-of-life discussions in a <lignified and

: confidentlal anvironment for 1 non-sample ~ information,

| resident (#78). Further, the facllity failled to ensure

1 non~sample resident #54), and 1 of 13 sample Staff will be inserviced relating to
- rasldents {#37) had a comfortable and dighified - privacy of health care information and -

enviionment during routine ohaervationa of
« resldents' rooms. In additlon, the facility failed to
: honor the request of 1 non-sample residents

the need to conduct discussion in a
private location. RN #1 will be

' (#48) and 1 sample resident (#49) to close a i il‘_lSthOll_ed regarding holding
+ bathroom window and prevent cold alr from ( | discussions related o health care
- entering their room. The findings were: . information with Residents and/or
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other safegutards provide sufficient prolection to the patients. (Sea Instructions.) Except for nursing homes, the findings stated above ara disclosable 80 days
follawing tha dale of survay whelher or not a plan of correction Is providad, For nursing homes, the above findings and plans of coirection are disclosablo 4 4
days following the daWoumentﬁ are mada gvailable lo tho facllity. [Fdeficlencles are cited, an app7vad plan of correction Is requisils Lo sontnuod
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SUMMARY STATEMENT OF DEFICIENGIES D . PROVIDER'S PLAN QF CORRECTIDN {%8)
{EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHQULD BE COMPLETION
REGULATORY OR LSC IDENTIEYING (MEORMATION) TAG 1 ORODSS-REFERENCED TO THE APEROPRIATE DATE
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: .
F 241 ; Continued From pago 1 F 2411 F241 continued:

"1, Observatlon at the front nurses' station on
| 5122/12 at 2:40 PM revealed RN #1 was in
- i discussion with a family member of resident #78.
i The resldant was newly admitted and the famlly
i member was being questioned about advanced
| directives and end-of-fife decislons: the famlly
| mermber was clearly not Lmderstdnd[ng hisfher
i role In the process and rapeatedly made
: reference to *.. death... morphine...pain...
‘ support.. transfer to the hospltal..." The Incatmn .
i of the verbal exchange was adjaceni ta the lobby
: by the front entrance and during the 30 minute
. observation 2 non-clinical staff and 4 non-staff
visitors passed by the nurses’ statlon, well within
a distance that the dizcussgion might have been
“overheard. At 3:10 PM the same day, the social
setvices direstor ntervened and completed the
“advanced directives process with the tamily
“member.

. The administrator stated in intarview on 5/22/12

- al 3:26 PM the faility lacked specific policles and
- procedures for conducting interviews with family

: members and the need for privacy, She Rirther

» slated the family mamber declinad the option to
move the discussions to & more private location
and, per the admintstralor's interview with the RN,
was not being particularly cooperative.

The adminlstrator further acknowledged the

- locatfan of the ohseived discussion did not afferd
privacy or confidentiality for the information being
exchanged, it was also notad by the administrater
that the social services director was "probably

- better able to handle the situatlon than the charge .
i nurse” in this specific instance. Tha administrator
1 stated the maintenancs diractor had discussed
i the incident with her, clarffying the discussion was .

legal in oprivate

location,

repre%ntatwes

Staff Development Coordinator (SDC)*
and/or designee will audit concerning |
appropriate locations of conversations
relating to persomal health care one’
time per week for three weeks then
randomly thereafter. Based on the
results of the observations, additional
training with staff’ will be done as
needed. Audit results will be taken to
the Quality Assurance Committee af
least quarterly.

2. Window in room of Resident #51
will be closed when the generafor is
runming,

In all Resident tooms located near the
generator, windows  will be closed
when the generator is running either
during routine testing or thn needed
for power outage.

Maintenance Supervisor will inform
all staff caring for Residents in the
rooms located near the generator when
the genorator test will be . starting,
Staff will be inserviced to ensure the
windows are closed prior 1o genherator
test heing initiated.
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“overheard by non-clinlcal staff that playsd no rols ‘
in the detlslon process or outcome of the '
“advanced directives.

P 2. 0n B/23M2 at 12:50 PM a surveyor was
- attracted to g resldant room by a loud noise; the
" nolse was similar to that of a large engina. Uoon
_approaching the room, the odor of diessl exhaust |
" became distinct. Further observation revealed
; resident #51 was in his/her bed adjacent to a
i window, The window was apensd 8 1/2 inches
t and immediately cutside the window was the
" facillty's emergency power generator. The
generator was rubning and was identified by the

"+ survayor as the source of the nolea and exhaust

. smell In the resident's room and adjacent hallway.

; The closest avallable staff mamber, the activities
» dirsctor, was asked by the surveyor (o Intervene,
I At 1:08 PM the same day he closed the window,
| At this ime he stated he was unaware the :
| window was opened, acknowledgead the
Fgenerator was loud, and was the likely source of

" exhaust fumes entering the room.

i Subsequant interview with the activitias director

“on 523/12 at 1:10 PM revealed resident #51
*..had & sekzure..." the morning of 5/23/12 and
was In hisfher room to rest. The activiles director

- acknowledged the noise and amell would make
resting comfortably difficult in the resident's room, .
A second staff member, LPN #1 confirmed in ;

- Interview on 5/23/12 at 1:15 PM thai resident #581

- had a seizure earlief in the day and was in her

- room lo rest and recover,

. Interview with hospice nurse, RN #2 on 5/24/12 at!

11:26 AM revealed resident #51 was a hospice

F 241°

(411D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION .
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
) : : DEFICIENGY)
; ‘ : i
: ° !
F 241 Continued From page 2

F241 continued;

ED uand/or designee will conduct:
rounds of Resident rooms to determine:
if windows are open/closed per:
Resident requests and if closed during i
generator testing, Rounds will be done

weekly for three weeks and-then re- .

evaluated, Results of rounds will be
taken to the Quality Assurance
Committee at least quarterly.

3. The bathroom window m Residents

. #48 and #49 will be closed unlcssf

+

Residents wish it lo be open.

The bathroom windows in all Resident’
room will be closed unless Residents
wish them to be open.

Staff will be inserviced regarding:
closing batbhroom windows unless the
Residents wish them to be open.

Audit results will be conducted to
ensure bathroom windows are closed
unless Residents wish them fo be open
by SDC and/or designee three times
per week for three weeks and
randomly thercafter.  Audits will be
taken to the Qualily Assurance
Cormmittee at least quacterly, '
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SUMMARY STATEMENT OF DEFIGIENGIES !

'3, Interview on 5/22/12 at 9 AM with residents

1 #48 and #40 revealed staff left the bathroom

; window open all night and day. The residents
stated the room was oo cold, neisy and
sometimes the air that comes thiough the open
window was "...not good to breathe...it [the
inceming alr] makes you cough,” The residents

. further stated they asked staff to close the |

window, but they have not done go. These two

| residents lived in the room next to resident #51

i and their openad bathroom window was also

'located in close proximity to the facllity's

- amergency power generator,

{4} ID T PROVIDER'S PLAN OF CORRECTION x6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION; © JAG i CROES-REFERENCED TO THE APPROPRIATE DATE
' i DEFIGIENGY) |
F 241 Continued From page 3 F241  E241 continued:
“patient, The RN stated the resident's care _ 5
, eehtarad oh creating a comfortable envirohmenit ; 4, Resident #37 will be assisted to bed
to minimiza agitation, The RN stated in har : :  after lunch
opinion loud noises, such as running a diesel i [ g
- generator, was not likely fo bo considered - : ' . . ]
+ comfortable or reduce the potential for agitation ! All Residents will be assisted to bed
anhd concern, ' | per their wishes and/or care plans,
; ”l”he maintehance director stated in Inferview on ! :
1 612412 at .50 AM that he tested the emergency | : . : . :
| power generator every Wednesday, a task that | AH. STaff Wﬂ]. be. inserviced relatmg_ to,
i required the generator be started and run. He | assisting Residents to bed concerning
| was not aware the windows closest o the | other staff being available to help,
generatol wete opened on 5/23/12, nor did he : .
| routinely check If windows were opsned during Audit results of Residents wishing to'
 testing. : . goto bed afier lunch will be completed”
- None of the staff méntioned zbove, who were ; b-:"r the ],]NS aad/or dcs1gnee‘ three
Interviewed on 5/22/12 through 5/24/12 were ~ times per week for three weeks then
- aware that windows were opened in resident randomly thereafter. Audits will be
room edjacent to the emergency generator. taken to the Quality Assurance
Neither did any of the iInterviewed staff know If the - - Committee at least quarterly,
windows were opened at residents' reguest. ‘ :
‘ 7.06.12

F253

la. The nail/screw holes in the walls
of the dining room will be filled and
area repainted.

Ib. Observed floor tiles in dining
room will be replaced,

FORM CIMIS-2607(02-69) Previous Verslons Obsolate

Evenl i ZKHI11
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| 4. Review of the 3/31/12 quariary MDS

. assessment for resident #37 showed the resident

- reguirad staff agsistancs with repositioning and

: transfers due to limited functiona! abllity. Review

; of the care plan, updated 2/22/12, showed the

; resident had pain and discomfort due to

" neurcpathy, contractures, and hemiparasis

. {weakness on one side of the body). The

" interventions for this problem included Usihg

: pusitioning devices, medication, and 1

. non-pharmacological pain relieving interventions,

; Further review af this care plan showed staff were

: to encourage activity particlpation in the moming
hours because the resident wanted (o go to bed

"stralght after lunch." On 5/23/12 at 245 FM the |

. resident wase observed in his/her room sitting In

. his/her wheelchalr, At that time s/he stated s/he

1 was having "a lot of pain" and discomfort from

i sitting up for over folr hours. The resident stated

| sfhe had reported this paln and discornfort to

| CNA 3 at 2 PM, who tolg the resident s/he could

1 not be fransferred to bed uritll the second CNA

| returned from a break, inferview with the resident -

Cat 3:05 PM revealed s/ha had aiso talked with RN

-1 about wanting to ke laid down, and the muscle

. pain that s/he experienced due to sitting for the

» prolonged time perfod. Observation at 320 PM

| {one hour and twenty minutes after the resident's -

: raquest) revealed two CNAs and RN used a

 machanical [ift to transfer the residant to bed. :

i

- During an interview on 5/23/12 at 3.45 PM CNA |

“#3 varified the resident was not transferred to bed
at 2 PM due lo staff taking breaks and efforis o !
avald overtime.

F 253 483.15(h){2) HOUSEKEEFING &
58=E - MAINTENANGE SERVICES

E
b
t
|
!

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONS'I'RUCTIO.N. {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A. BUILDING
B, WING C
536031 05/2412012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP COUE
1002 FOREST DRIVE
WIND RIVER HEALTHCARE & REHABILITATION CENTER
' RIVERTON, WY 82501
(K43 10 : SUMMARY STATEMENT OF DEFICIENCIES [v] . PROVIDER'S PLAN OF GORREGTION 6)
FREFIX - (EACH DEFICIENGY MUST BE PRECEDED BY UL PREFIX {EACH CORRECGTIVE ACTION SHOULR BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFIGIENGY)
I i
F 241 | Continued From page 4 F 241

- F253 continued;

le,  The observed overhead light
fixtures in the dining room will be -
cleaned.

1d. The three observed sprinkler
heads will be cleaned.

1. The observed painted wall surface
on the east wall will be repaired,

2a. The observed nail holes in the
north and east walls in the Purple Sage
dinning room will be {filled and
painted.

2b. 'The observed six areas with debris
on the ceiling in the Purple Sage
dinning room will be ¢leaned.

All nail/screw holes will be filled and
area painted; all floor tiles that are
cracked, split, or broken will be
- replaced; all overhead light fixtures
will be cleaned; all sprinkler heads
will be free of dust and cobwebs; all
: painted walls with paper underncath
. will be repaired so wall paper .
F 253 underneath is not away from the wall

FORM CMS-2667{02-08) Pravious Vorstons Obsolela

Evort 1D ZKH
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(%D SUMMARY STATEMENT OF DEFICIGNGIES Com PROVIDER'S PLAN OF GORRECTION T ey
PREFI . (BACH DEFICIENGY MUIST BE PRECEDED BY FULL PREFIX | {FAGH CORREGTIVE AGTION SHOULD BE ~ * COMPLETION
TAG HEGULATORY DR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENGED TO THE APPROPRIATE DATE
, DEFICIENCY)

F 253 Continued From page & ! F 253 F253 continued:
1 The facillty must pravide housekeeping and ! : ‘
| maintenance services nacessary to maintaina ' surface; all ceilings will be free of

: sanitary, orderly, and comfortable interlor. . Z small deposits of dried material.. .

All staff will be inserviced relating

;This REQUIREMENT Is not met as evidenced | : :
being aware of nail/screw holes in

by ,
- Based on observation and staff interview, the ¢ . walls, any cracked, split or broken
, facllity failed to reasonably maintain the ! . floor tiles, any light fixtures needing to
Papnearance of 2 of 4 dining rooms. Further, the [ be cleaned, any sprinkler heads

) facility fatled to repair drawers and doors in 3 of :

' 13 sample resident raoms. The findings were: needing to be cleaned, any debris on-

ceilings. All staff will be inserviced:

: 1. Muliiple observations on 5/22/12 from 7:10 AM ; ! relating to advising Maintenance

- throligh 1:15 PM in the facility's main dining room | i

 revealed the following: ' i Supervisor  and/or  Housekeeping:
a. The walls of the dining room exhibited 7| - Manager for any of the above!

t holas ih the wall where nalls or scraws had been i . it G ; -
E removed, The majority of the holes were i cibsewzl:d 13:;11? 1 O.Ii(:f for items to be
i slustered on the east wall of the dining room. tleaned and/or repaired.
b, Eighteen fioor tiles in the dining room were ° ' '

eracked, split, or broken. The effect was both ! I Maintenance  Supervisor  and/or

unsightly as well as crealing a surface that was " Housekeeping Manager and/or
: o longer cleanable. ‘ _ . designee will complete audits relating .
N SOf 1Btgf"ergfiad_t"%"tg[ff”mii'ﬂ the td"““g . to the above observed items one time -
 room, b contained gusl, debris, and insects. ! per week for four weeks and randomly -

. d, Of 12 ceiling-mounted sprinkler heads, 3 o . ,
" had accumulations of dust and cobwebs; these 3 , thereafler. Audit results will be taken

sprinkler heads were located over resident dining | P to the Quality Assurance Commitiee at
tables. ‘ * least quarterly. '

. The painted wall surface In two areas on ¢
the east wall was peeling away from the wall it | 3. The broken door and drawer fronts -

appeared as though a previous layer of wall
; paper had been palnted over and the underlying
| papar was separating at the seams.
3

i on buili-in storage areas observed in -
- rooms 39 and 44 will be repaired |
! + and/or replaced. The bathroom door
"2, Observations on 5/22/12 at 1:45 PM in the

- assisted, Pumple Sage Dining Room, revaaled the |

EOIM CMS-2567(02.95) Pravious Viersions Obsalate Event ID; ZIKHIN Fachily 1D WyhoaT If aentinualion sheet Page 8 of 24
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5g=F + ABBESSMENTS

- comprehensive, accurate, standardized
_reproducible assessment of each resldent's
functlonal capaclty.

- Afactity must make a comprehensive
assessment of a resident's neads, using the

- resident assessment Instrument (RAI) specified

i by the Stats. The assesstment must include at

* The facility must concust initially and periodically

F272

The CAAs for Residents #6, #8, #9,
#13, #14, #18, #29, #32, #37, #49,
#a0, #odand #69 will be updated to

include in the analysis of the findings
to include & description of the.

problem, canses and contributing

STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUFPLIER/GLIA (%2 MULTIPLE CONSTRUGTION (X2} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
.. C
B, WING
536031 057241201 2
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, GITY, STATE, 217 GODE
1002 FOREST DRIVE
2 = LITAT
WIND RIVER H:I’:"ALTHGARE & REHABILITATION CENTER RIVERTON, WY 82501
KA ID SUMMARY STATEMENT OF DEFICIENCIES © D PROVIDER'S PLAN OF CORREGTION 5
PREFIX . {FACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX (FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) I TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
! : DEFICIENCY)
T ; ;
F 253 i Continued From page 6 ! F 2535 F253 contimed;
- followkng: '
holeil The north and east walls contained hail observed in room 42 will be repaired
b. Sl areas on the celfing exhibited small andfor roplaced.
deposits, 1 o 1.5 inches in diameter, of dried ) . . )
material. The material varied in color and was Stell will be inserviced _reiz?ted to
» peeled off in flakes when scrapped with a notifying Maintenange Supervisor for
i thumbnall; the material appeared to be drled ;. any similar observations -in other.
, food., P © rooms in the facility.
: : !
1 3. Routina observation in 13 open sample ) : . . ; .
: resident rooms showad 2 rooms (39 and 44) had Maintenance _ Supervisor W,lll audit
“broken door and drawer fronts on bulli-n storage ; tooms weeldy. The Maintenance
_araas. ih bath rooms, the broken material was a i Director will discuss the findings of
_composite particle board and was broken along [ the audits with the ED, Items able to
l one or more corners, n addition, Room 42 had a ; be corrected’ prgmpt]_y will be
! degp ?9”9‘3;3“ tthe I?athl;oqrr} door, exposing the | addressed; items that may need
| underlying structural material, 1 " extensive work or if there are a
: 4, Interview with the lead housakesper on 5123112 number of issucs, the Maintenance
“at 2:50 PM and the maintenance director on ; Direction and B will develop action:
- 5124112 at 10:10 AM confirmed the obsarvations, | plans to address. Audit resulis and any
i The lead housekeeper acknowledged the : . action pla,ns will be taken to the
| material removed from the ceiling of the assisted ' Quality Assurance Committee at least
' dining room was probably food splatter that had | | quarterly
been overlooked by the housekesping staff, ‘ - ) 7061
K 272 | 483.20(b)(1) COMPREHENSIVE F 272! 401

FORM CMS-2557(02-89) Previoyus Verslons Ohsolels : Event D ZKHINM
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| least the following:
i ldentification and demographic infermatlon!
- Gustomary routine;
Cognifive patterns;
* Communication;
Vislon,
: Mood and behavior patlerms;
| Psychosocial well-being;
| Physical functioning and structural problems;
. Continence;
i Dis@ase diagnosis and health conditions;
Dental and nutriticnal status;
Skin conditions;
Activity pursult;
Madications; :
Speclal treatments and proceduras;
Discharge potential;

. Data Set (MDS); and .
: Documentation of participation In assessment.

| This REQUIREMENT s not met as evidenced
I by:

| Based on medical record review and staff

i interview, the facillly failed o ensure

18, 120, #32, #37, 49, #80, #64, #89). The
i findings were:

Dooumentation of summary information regarding
the additiohal assessmant performed on the cars
araas triggered by the completion of the Minimurm :

. comprehenslve assessments were completed for
113 of 13 sample resldents (#6, #8, #8, #13, #14,

i
'
1

F272§

A0 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF GORREGTION o
FREFIX - (BACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH GORREGTIVE AGTION SHOULD BE ~ * SOMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
. : ‘ DEFICIENCY)
: [ ¥
'F 272 Continued From page 7 F272 continued:

factors and risk factors to the care
area, '

CAAs for all Residents will be
reviewed to ensure inclusion in the:
analysis of the findings to include a
description of the problem, causes and
contributing factors and risk factors to
the care arca. Corrections will be’
made on the next comprehensive
assessments for Residents.

Caso Manager and members of the
Interdisciplinary Team will be
inserviced relating to the use of
comprehensive method of completing
the CAAs. 7

The Health Information Manager or
designee will audit the CAAs monthly
for three months then re-evaluated.
Audit results will be taken to the
Quality Assurance Commitlee al least
quatterly.

7.06.13
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b PROVIDER'S PLAN QF CORRECTION

F 272 Continued From page 8 !
1. Review of the various CAAs for the most .
- current full {elther initial, annual or significant
. change) MDS assessments completed for
"residents #6, #8, #9, #13, 1114, #18, #29, #32,
37, #49, #60, #64, #69 showed they were not
- gomprahensive, The area of the CAAs to provide |
- an analysis of the findings was lacking a i
: desicription of the problem), causes and
"confributing factors and risk factors to the cara
.arsas. Interview with the case manager/MDS :
j coordinater on 5/23/12 at 3:43 PM revaaled he
was not awara of the level of analysis that was

| needed to completa the CAAs, In addition, he :
 stated each of the individuals of the | :
| interdisciplinary team were responslble to parform I
| spacific CAAs were using this same :
- non-comprehensive method. ‘

F 274, 483.20(B)(2)() COMPREHENSIVE ASSESS

8870 i AFTER SIGNIFICANT CHANGE

- Afacility must conduct a comprehensive !
assessment of a resident within 14 days after the :
facllity determinas, or should have determined,

: that thers tas been a significant change in the

 resident's physical or mental condition. {For

| purpose of this section, a significant change

i means a major decling or improvement i the

' rasident's status that will not normally resolve

i itself without further intervention by staff or by

, implamenting standard disease-related clinical

' interventiong, that has an impact ch more than

-one area of the resident's health status, and
requires Interdisciplinary review or revision of the
care plan, or both.)

This REQUIREMENT is riot met as evidenced
by: ' '

(X4} 1R SUMMARY STATEMENT OF DEFICIENCIES 5)
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
) DEFICIENGY}
[ r T
Far2! 7274

RETI A w R
' 1he.MDS assessment for Resident #13°
was updated—to—a-signifieant—echanpe.

.‘ } .
fTIET
i A review of all MDS assessments will
be conducted to ensure the statng of

the Residents does nof require a
significant change of status MDS.

Case Manager will be inserviced
relating fto capturing the MDS.
sipnificant change of status,

DNS or designee will audit the clinical |
status of Residents weekly for one!
month and then re-evaluated to ensure’
the significant change of status is
being completed where appropriate.
Audit resulis will be taken to the
Quality Assurance Committee at least
quarterly, :

F 274i
|

E279

1. The care plan will be updated for
Resident #13 to reflect the changes to
the  Resident®s  mobility  and
interventions put into place for
preventing future falls,

7.06,12

%4,

FORM CMS-2567(02-89) Previous Veralons Oksolele Event 10 ZKHI1

_Faillly 10: YyYooa? ) If sontinuation sheel Page 8 of 24



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

PRINTED: 06/07/2012
FORM APPROVED
OMB NG, 0838-0381

¥

85=D.

Afacility must use the results of the assessiment
_to develop, review and revise the residant's
. comprahensive plan of care,

i The facility must develop a comprehensive care
. plan for each resfdent that insludes measurabie
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(%4} 1D BUMMARY STATEMENT OF DEFICIENCIES [In} PROVIDER'S PLAN OF COQRRECTION C x5t
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F 274 Continusd From page 9 F 274 F279 continued:
- Based on ohservation, staff interview and :
medical record review, the facility falled o ensure . 2a. The care plan for Resident #37
a sigr;ifitc%n; changefMDS asselssmerlg W?S 13 i will be updated relating to indwelling
complated for one of oné sampls residents I , ; .
who?equired this type of assessment. The i urinary catheter interventions.
findings were: | )
; Zb. The care plan will be updated to
| Réview of the 4/4/12 admissicn MDS assessmenti reflect the Resident’s (#37) wishes to
- for resident #13 showed s/he was independent or ; | be in the main dining room for coffee
| requirad only supervision for ADLS including ~ provided by the local restaurant.
: transfer, walking, and dressing. On 5/23/12 at _
i 3110 P CNAs #1 and #2 wera observed . oy
i providing incontinent and tolleting care for this 3. The care plan for Resident #64 will
| rasident, During this obsarvation of transferring, | be updated to reflect the need for,
| parfon-nmg personal hygiene care, dressing and | . intervention for the safety alarm.
| undressing, the resident raguired exlensive and 3 » ‘
total asslstance of the two CNAs, Review of a . MDS Coordinator will audit 10% of "
427112 post fall avaluation showed the resldent ' care plans each month for ihree
had fallen while ambulating and sustalned & ! months. the re-evaluate. to determi j
| fractura to hisher left upper arm. The resident R tale, 10 tetermine
' now used a wheelchalr and no longer embulatad, - . 1f it accurately reflects the Resident .
‘also the resident's arm was in & plaster cast | status,
fimiting ADLs such as dressing. Interview with the i : :
case managerMDS coordinater on 52412 at I Andit results will be taken to the
©:35 AM revealed tho resident showed a : | Quality Assurance Committee at loast
- gignificant change in condition due o the fracture - uarterl
and now having to be in a wheelchair, He then i 4 4 .
s verified & significant charnge MDS asssssment ; . 1.06.12
 had not been initiated, but was needed. : - 282 :
F 279 483.20(d), 483.20(x){1) DEVELOP i F278 _
COMPREHENSIVE CARE PLANS : - The pressure relieving cushion for

- Resident #69 will be placed in the
. wheelchair when Resident is sitting in

_. the wheelchair according to the care
- plan,

FORM CM5-2667(02-69) Praviuus Varsions Obsoletd Evenl 10 ZKHL
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i :
F 279" Continwed From page 10 , F 279 .
! . B :
' objectives and fimetables to meet @ residents 282 continued
inedlcal, nursing, and mental and psychosocial . .
needs that are Identified In the comprehensive DNS  and/or designee will conduet
assessmant. rounds to visualize the wse of
i ‘ ¢ equipment, including  wheelchair
! The care plan musl desoribe the services thal are + cushions. Following the rounds, the
I to be furnished to attalh or maintain the residsnt's _ : A e ;
| highest practicable physical, mental, and : [_)NS a]ancl/or gem%ln se will ;VEchﬁe
! psychosaclal welkbeing as required under ; SaTe plans and updaie as heeded. 5,
§483 25; and any services that would otherwlse | mforma‘gon will be communicated to!
| be required undet §483.26 but are not provided | the nursing staff, :
!_ . due to the resident's exercise of rights under i :
- §483,10, including the right to refuse treatment ! DNS will conduct rounds to visualize -
under §483.10(b)(4). ; [ the use of equipment, including
; ' ' ! i wheelchair cushions to ensure all
*This REQUIREMENT is not metas evidenced | pressure  relieving devices and/or
by ‘ equipment listed in any care plan are
' Based on medical record review and staff : in place. Rounds will be done weekly
$teni||s;vatt£§ tfam':‘;h' f?!:ﬁd to BBS;JFB “118 ‘}?ﬂ?‘% ?*?" ‘ i for four weeks and the re-evaluated, to.
as o reflect the current needs for 3 of | : -~ e e
{13 sample residents (#13, #37, #64). The findings | | eswe - equipment,  including
1were ‘ wheelchair cushions, is being used per
- the care plan. Results of rounds will
‘ 1. Rewvlew of the falls care plan for resident #13 ¢ be taken to the Quality Assurance
{ showed It was initiated on 4/19/12, Thers was no - i Committee at least quarterly.
' update shown fo reflect the 4/27/12 fall the : ! 706.13
: resident had while ambulating In the secure unit 300
Z which resulted ih a broken arm. The care plan i
: showed the resident was at risk for falls and i . .
"ambulated with & cane/walker. Obgervation Resident #37 will be assisted to bed
t portodically from 52112 - 52412 showed the after lunch in a timely manner, when
i resident did not ambulate, sthe was in a requested, to promote comfort.
. wheelchair and had a plaster cast on hisfher left '
arm. interview with the DON on 5/24/12 at 9:25 | ; : : ot
 AM verified the care pian needed to be updated I_{“ld.et’.lts. will Vbe trass?‘ted 1 “"Ih'
o refiect the changes to the resident's mobility | Teposilioning and/or lransicers cuo to
. and the interventions put Info placa for preventing : limited ~ fimctional  ability = when
' ' . requested, :
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4} D SUMMARY STATEMENT OF DEFICIENCIES W FROVIDER'S PLAN OF CORREGTION (463
PREFIX {EALH DEFICIENGY MUST BE #PREGEDED BY FULL PREFIX (EACH GORREGTIVE ACTION BHOULD BE GOMPLETION
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F 2?9 ! Confinued From page 1 © o Fa7e
| future falls. ! F309 continued:
2. Review of the care plan for resident #37 . ; A . .
showed the following areas that were not - Nurs‘mg staft w 1.11 be fnservmed
addressad: . relating to assisting Residents to
a. Perlodic observations of resident #37 on . reposition and/or transfer in a timely:
- 5f21/12- 6/24{12 revealsd the resident had an ﬁ . manner to promote comfort, i
“Indwelling urinary catheter. Interview with the i | i
[ titedon 216112, Howavor ierventiors | | DNS andlor designoe will audit
j regarding the care and monitoring of the urinary | + Resident rlep ositioning }ind’m franster,
| catheter were lacking In the care plan. : in a titely menner three times per!
b. Interview with the resident on 5/23/12 at week for four weeks and then re-’
+1:40 AM revealad s/he likad to get up early and . evaluate.  Audit resulis will be taken:
come to the maih dintng room. The resident , ’ to the Quality Assurance Commilies at :
- explained that prior to breakfast being served, a | . least quarterly. :
i tocal restaurant brought in coffee for residents in ' 7.06.11

i the dinlng room and this activity was important to
i him/her. The resident commanted that

- somatimes the staff forgels fo wake me up and
| | miss the early coffea..." The raskdent dlosed the
" [nterview by relterating that the coffee aotivity was
! ona of his/her favorits things to do at the facliity.

* This individualized Information regarding the

' rusident's preferences was lacking in the care

. plat.

i 3, Review of the 4/16/12 admission assessmant

'or resldent #54 showed the resident had severe

* cognitive impalrrment and required staff

. assistance with transfers to and from the

- wheelchair and bed. Review of the 4/9/12 bed

. safely evaluation showed the resident had fallen

- within the past sixty days, was recoveting from a
fractured hip, and needad & safety alarm attached !

" to wheelchair and bed. Review of the care plan

- showed the safety alarm had not been added to

 interventions for maintaining safety. Interview on !
§

F314

The pressure relieving cushion for
i Resident #69 will be placed in the
wheelchair when Resident is sitting in
the wheelchair according to the care
i plan

Resident care plans will be reviewed -
to ensure all pressure relieving:
devices, including wheelchair .
cushions, listed in any care plan are in
place. ;

| Staff will be inserviced relating 1o
ensuting pressure relieving devices,

FORM GME-2567(02.-80) Previous Verslons Obsolete
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! Based on ohservation, medical record review
! and staff interview, the facllity fziled to ensure
| carg plan interventians for preventive skin care
I were conslatently followed for 1 of 13 sample
residents (#69). The fincings were:

. Review of the 4/23/12 annual MDS assessmerit

_and CAA for resident #68, showed s/ha was at

. rlsk for develeping pressure ulcers due to

: decreased mobility, incontinence and cognitive

"impairment, Review of the corresponding cara

. plan showad interventlons to prevent tho

: devalopment of pressure ulcers included a i
' prassure relieving cushicn in the wheelchalr, !
" Interview with a family member on 5/22/12 at 2. 35!
. PM, revealed she visited daily and had noticed |

the pressure relieving cushion had not been in

: the wheelchair for at least two weeks, Perjodic

- ohservations on 5/21/12 and 5/22/12 revealed the .

i resident sat in his/her wheslchalr withaet the

i pressure relieving cushion, When the resident

: was observed in the wheslchair without the

(Xd) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION 5
BREFIX (EACH DEFICIENGCY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE ARPROPRIATE DATE
DEFICIENCY)
7
F 279 Coniinued From page 12 F279  F324 continued: i
' 5/24/12 at 11:40 AM with the MDS coordinator | : ‘
, verified this intervention needed to be addsdto ! including wheelchalr cushions, are 111
. the care plan because the resldent needed a : * vlace.
safety afarm to alert staff to assist him/hear with ! P
transfers, . Ly '
F 262 483.20(k)(3)(ii) SERVICES BY QUALIFIED F262; Audit of care plans which list pressure
ss=0 . PERSONS/PER CARE PLAN - relieving devices will be completed
; ‘ : i weekly for four weeks and then re-
! The services provided or arrangad by the facliity evaluated to ensure Residents are
, must ge pravided byﬁua”.f?d Fem‘?as in n of 1 using the listed devices. Audit results
? zgfeor ance with each resident's written plan o | i will be taken o the Quality Assurance .
o ! Committee at least quarterly.
. This REQUIREMENT is not met as evidenced
by 7.06.12

[F323

la,b,c. Resident #64 will have sa:fety
alarm attached to wheelchair and bed.
when Resident is in wheelchair or bed.

2. Safety alarm will be. located and
attached to wheelchair and bed when
Resident is in wheelchair or bed.

- DNS and/or designee will conduct

¢ rounds of Residents identified at risk
for falling to determine if appropndte
swfety measures are in place.

. DNS or designec will audit all

' Resident safety alarms 1o ensure the

FORM CMS—EEB?(D'Q-HE]) Pravious Verskons Obsolete Event ID: £KHHMT

Facilily I1: Wy 0037 IT conlinualion sheet Page 13 of 24



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

PRINTED: 06/07/2012
FORM APPROVED
OMB NO. 0838-0391

v

ATATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) FROVIDERISUPPLIERICLIA
IDENTIFICATION NUMBER;

535031

{X2) MULTIPLE GONSTRUCTION {X3} DATE SURVEY
COMPLETED
A. BUILDING
C
B. WING
0512472012

NAME OF PROVIDER OR SUPPLIER ‘ _
WIND RIVER HEALTHCARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP GOBE
1002 FOREST DRIVE

RIVERTON, WY 82501

| provide the necessary care and servicas to attain

4D SUMMARY STATEMENT OF DEFICIENCIES D t ' PROVIDER'S PLAN OF CORREGTION . (X5)
PREFIX - (EACH DEFIGIENCY MUST 8E PRECEDED BY FULL PREFIX {EAGH CORRECGTIVE ACTION SHOULD 8i COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DaTE
s DEFICIENGY) )
: % i
F 282 Continued From page 13 | F282| F323 continued: !
' pressurs relieving cushion on 5/23/12 at 10:30 | P |
' AM, the DON was intervlewed regarding this ; alarms are in p]ace for each Resident
Issue. At that time she stated she did not know v § "
why or how leng the cushlan had been removed, gau ytflor one WTk’ (;Ee tme pet lw ok
_but It should have been replaced as soon as it - or three weeks, ihen re-cvaluate.
: was removed. !  Audit results will be taken to the
F 309 ; 483.25'PROVIDE CARE/SERVICES FOR . F3pg; Quality Assurance Committee at lcast
gsg={ HIGHEST WELL BEING i 1 i quarterly. ;
. ‘ | | ? 7.06.13
Each resident must racelve and the facility must ‘ F320 ;
!

I or maintain the highest practicable physical.
 mental, and psychosocial welkbeing, in
accordance with the comprehansive assessmant

- and plan of care. .

| This REQUIREMENT s not met as evidenced

{ by !

. Based on obsaervation, medical record review,

. and staff inferview, the facility falled to ensure .

' non-pharrmacological intervéntions for pain were

 Implemented in a timely manner for 1 of 9 sample i

| residents (#37) who had pain. The findings were: |

I ;

Review of tha 3/31/12 quarterly MDS assessment |
for resident #37 showad the resident required !
| staff assistance with reposliloning and transfers

| due to imited functional abllity. Review of tha

! care plan, updated 2/22/12, showed the resldent -

. had pain and discomfort due to nauropathy,

" sontractures, and hemiparesis (wesalkness on one .

- side of the hody}. The interventions for this '
problem includad using positioning devices,
medication, and non-pharmacological pain

: relieving inferventions, Further review of this care -

. plan showed staff wers to encoursge actvily :

1. The physician for Resident #8 will
be contacted to request a response o
the GDR or a contraindication request
for Seroquel dated 5/3/12. ;
2. The physician for Resident #29 will
be contacted to request a response to

. the GDR or a contraindication request
_ for Abilify dated 5/8/12.

3.The physician for Resident #69 will -
be contacted to request a response to
the GDR or a contraindication request |
for Trazadone 25 milligrams dated
5/1/12. :

Social Services and nursing staff will
be inserviced relating to timely
requests/responses to the GDR or
contraindication for  entipsychotic
medications.

FORM CMS-2507{02-89) Provious Versions Ohsclela
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F 309! Continued Frorﬁ paga 14 r E 3095 F329 continued:
- participation in the morning hours because the | ; ;
- resident wanted to go to bed "straight aftar lunch", ; ' Social Services and/or designee will'
On 6/23/12 al 2:45 PM the resident was obsarved ; ! a“d”il all R"mifimst. who receive,
- In hisfher room sitting in s/her wheelchalr, At | . psychoactive medications fo ensure
: that fime s/he stated sfthe was having "a lotof | | timely GDR or contralp(‘hcatmn.
pain” and discomfort from sitting up for over four | | request are made to the physician and
_hours. The resident stated sfha had reported this | l physician responds tirmely, Audits will®
i pain and discomfort to CNA#3 at 2 PM, wha told | I be completed moathly for twe months-
| thee regident s/he could not be transferred o bed ] | and then re-evaluated. Audit resulis
funtll the sscond CNA returned from a kreak, § ' will be taken & th' ) lity A
Interview with the resldent at 3:05 PM revealed | | will be taken 1o the Quality Assurance
' s/he had also talked with RN #1 about wanting to | : Comumittee at least quarterly.
. be laid down, and the muscie pain that s/he ; " 7.06.12
rexperienced due to sitiing for the prolonged time I i
perl_od.'o-bservation at 3:20 PM (one hour and =
roveaied tho G and RN #1 o o L Resident #69 will have proper end
. mecharical lift to transfer the resident to bed. At s Z washing prior to meals
- 3:30 PM the three staff repositionad the resident | ; y , ) :
In bed and s/he stated the pain and discomfort i - 2. Cups filled with staff beverages
were beginning to dissipate. i will be removed from the back nurses
o e 5193119 at 3:45 Fl’M CNA ! gtation near the hand washing sink and
uring an interview on at 3 : I
“#3 verified the resident was not transfarred to bed : sharpes coptainer. .
. at 2 PM due to stadf {aking breaks and efforts {o : '
g ' 3a, CNA’s #4 and #5 will perform-
F 314} 483.25(c) TREATMENT/SVCS TO F314; hand hygiene between glove changes

I
i
" avoid overtime. |
$g=0 PREVENT/HEAL PRESSURE SORES 1
‘ i
: Based on the comprehensive assessmentofa |
: regident, the facility must enstire that a resident
-who enters the fadility without pressure sores
i doas not develop preasure sores Unlass the
| Individual’s clinical condition demonstrates that
{ they were unavaldable; and a resident havihg
! pressure sares receives nacassary treatment and
; sarvices to promate heallng, prevent infection and

when performing ¢leaning of diarrhea
as well as perform hand hygiene for
the involved Resident.

3b. CNA’s #4 and #5 will perform
appropriate cleansing of the effected
wheelchair  prior to transferring
Resident; perform appropriate
cleansing of the gait belt prior fo nexi

b
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| ‘
F 314 | Contihuad From page 15 i
| prevent new sores from developing.

{ This REQUIREMENT is not met as evidenced
: by:
- Based on chservation, medlcal record reviaw
and stalf Interview, the facility failed ta ensura
- prevantive ekin care ihterventions were
- conslstenily implemented for 1 of 5 sample
' residents (#89) who were at risk for developing .
i pressure sores. The finding were: ;

Revlew of the 4/23/12 annual MD3 assessment |

“and CAA for resident #69, showed sfhe was at
 risk for developing pressura ulcars due to
« decreased mobllity, incontinence and cognitive
; impalrmant, Review of the comresponding care
plan showed interventions to prevent the
development of pressure ulcars included &
| pressure relieving cushion In the wheelchair.
Interview with a famlly member on 5/22/12 at 2:35;
| PM, revealed she visited daily and had noficed
_the pressure relieving cushion had not been in
- the wheelchair for at ieast two weeks. Periodic
. cbservations on 5/21/12 and 5/22/12 revealed the
' resident sat in hisfher wheelchalr witheut the
* pressure relleving cushlon, Observation on
| 522412 =t 2:35 PM showed the resident's skin -~
[ was intact. When the resident was observed in
- the wheelchalr without the pressure reifieving
cushion on 5/23/12 at 10:30 AM, the DON wes
intetviewed regarding this issus. Af that lime she
. stated sha did not know why or how long tha
cushion had been removed, buf it shauld have
) -bean replaced as soun as it was removed.
F 323: 483,25(h) FREE OF ACGCIDENT :
g5« | HAZARDSISUPERVISIONDEVICES

|
| F323 documented in the medical rocord and
! H

F314: F441 continved:

use; perform appropriate hand hygiene
between gplove changes; perform
appropriate hand hygiene for the
Resident, -

3c. CNA’s #4 and #5 will inform the
Licensed Nurse on duty of episodes ofi
diarrhea, . i

Je. CNA #2 is no longer emploved at
the facility.

~ All CNA staff will be inserviced

relating to appropriate hand hygiene .
 when providing care as well as:
. providing appropriaste hand hygienc
_ for each Resident prior to meals, after
. meals and after direct care.

1P will audit for proper hand hygiene

for staff as well as Residents three

times per week for three weeks, one

! time per weed for two weeks and then

i re-evaluate.  Audit results will be
taken to the Quality Assurance
Committee at least quarterly.

4, Culture results relating to the urine
analysis for Resident #37 will be

infection surveillance log,
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F 323, Continued From page 16 ‘ e Fa41 coﬁtinued:

' The facility must ensure that the resident

! anvironment remaing as free of accident hazards !
815 is possible; and each resident recelves '
i adequate supervision and assistance devices to |
! prevent accidents. :

{ This REQUIREMENT s nof met as evidensced

| by:

' Based on observatlon, record review and staff

| Intatview, the faciity falled to ensure fall safety

i maasures were implemented for 1 of 13 sample

. residents (#84). The findings were: :

- 1. Review of the 4/16/12 admissioh assessment

i for resident #64 showed the resident had severe

' cognitl\/e impalrment and requirad staff

i assistance with transfer to and from the

- wheelchalr and bad. Review of a 16712 resident -

: progress note showed physical therapy and

" ocoupational therapy continued to work with the

. resident. Review of the 4/¢/12 bed safety 1
. evaluation showed the resident had falian within |

t the past sixty days, was recovering from a f

! fractured hip, and needed a safety alarm attached
to wheelchair ahd bed, A safely alarm was not

i attached to resldent's wheslchair or bed, nor ware!

I staff present to assist the resldent during the

i following observations:

! a. On 6f22M2 at 785 AM the resident

{ wheeled him/harsalf from the dining reotm to |

- 'his/her room and transferrsd himselffherself from

* the wheelchalr to the bed. During the transfer the

resident did not lock the whealchalr and it moved |

- when the resident moved, causing him/her to

- grab the bedside stand to prevent falling,

F 323

Culture results for all urine analysis -

will be documented in the medical
: record and  -infection  control
surveillance log.

Staff will be inserviced relating t0’

. ensuring the laboratory test results are
i documented and IP is notified,
I

| record  and  infection

| surveillance log., Audit results will be
| taken to the Quality Assurance
] Committee at least quarterly,

TP will audit all laboratory tests for.
infections performed to ensure results .
-are received, documented in medical;
control .

7.06.1

FORM GMS-2567(02-00) Pravious Versions Dbsalete

Fyant 10: ZIGHI

Faoilily ID: WYO0a?

L
¥

)

il cenlinuation sheet Page 17 of 24



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

¥

FPRINTED: 08/07/2012
FORMAPPRDVED
OMB NO. 093B8-0391

STATEMENT OF DEFICIENCIES (¥1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

535031

(X2) MULTIPLE CONSTRUCTION
A, BUILDING )

%

B. WING

(X3} DATE SURVEY
COMPLETED

C
06/24/2012

NAME OF PROVIDER OR SUPPLIER

WIND RIVER HEALTHCARE & REHABILITATION GENTER

1002 FOREST DRIVE

RIVERTON, WY B2501

STREET ADDRESS, CITY, STATE, ZIP CODE

{%4] ID SUMMARY STATEMENT OF DEFICIENCIES
PREELX - {EACH DEFIGIENGY MUST BE PRECEDED BY FULL
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION)

o] - PROVIDER'S PLAN OF CORRECTION 1%5)
PREFIX - {EACH CORREGTIVE ACTION BHOULD BE - GOMPLETION
TAY ¢ CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

F 328 ; Continued From paga 17

: wheeled him/herself from the dining reom to
- higfher room. The resident made several
¢ unsuccessful atternpts to rise from the unfocked
| wheelchalr before sthe succeeded In moving to
{ the bed, The rasident had an unsteady gait and
{ remained in a sitting posftion as s/he complated
| the transfer,
c. On 82312 at 1:30 PM, in hisfher room,
i the resident again transferred wslng the furniture
t and walls to prevent falling. ?

F2, Interview on 5/24/12 at 11:40 AM with the case .
| manager/MDS coordinator revealed staff checked |
! on the rasident routinely and the residsnt needed |
| a safety alerm to alert staff to assist him/her with |
| transfers, At that time, the case manager/MDS
1 soordinator checked the resident, bed and
| wheslphair and was unabla to focate the safety
i alarm,

320 | 483.25()) DRUG REGIMEN |8 FREE FROM

88=D | UNNECESSARY DRUGSE

|
t Each resident's drug regimen must be free from
I unnecessary drugs. An unnecsssary drug is any
i drug when used In excassive dose (including
: duplicate therapy); or for excessive duration; or
| without adequate monitoring; or without adequate
Hndieations for Its use; or in the presence of
; adverse conseguances which indicate the dose
shold be reduced or discontinued; or any
" combinatlons of the reasons above,

Based on a comprehansive assessmant of o
resident, the facllity must ensurg that resldents
~who have not used aentipsychotic drugs are not
. gliven these drugs unless antipsychotic drug
“therapy is necessary to treat a specific condition

| b.On5/22/42 at 1:05 PM, the resident !

F 323
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F 329" Continued From page 18
. as diagnosed and documented In the dlinical
. record; and residents who use antipsycholic
drugs receive gradual dosa reductions, ahd
" behaviaral interventions, unless clinically
. contralndicated, in an effort to discontinue these
; drugs. ‘

. )
' .
]

'
i | |
{ !
! .
1

[ This REQUIREMENT s not mat as evidenced |
! by: :
| gasad on medical racord review and staff &
Interview, the facility falled to ensure the diug |
regitmen was free of unnecessary medications for ‘
3 of 13 sample residents (#18, #29, #69). The ‘
findings were: |

\

\

i 1. Review of the physiclan's recapitulation of

| orders for May 2012 showed resident #18 was

: orderad a routine dose of the antipsychatic
medication Seroguel started on 3/18/11, Further
review of the record failed to show any attemptto

: gradually reduce the dose of this medication in

: the year since it was iniflated. Additianally thers

- was no contraindication by the physician to not

- attempt a gradual dose reduction (GDR).
Interview 'with the DON on 6/23/12 at 2:35 PM
verifled the reguired GDR for some medications

- were not being done. She then stated a new

- process was being implemented and they were

“ trying to catch up. Review of a fax to the

: physician showad a GDR was requested on

{51312 for this rasident's Sarcquel; however, It

- had not yet been responded to.

- 2. Review of the physiclan's recapltulation of
|

F 32¢
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F 329 : Continued From page 18 F 329,

" orders for May 2012 showed resident #20 was |
orderad a rouflne dose of the antipsychotic _ :
medication Abilify. The medication was startec on ;

, 9/5111 when the resident was admitted lo the

1facllity. Review of the medical racord falled fo |

| show any documentation refated to a possible |

| GDR or contralndicaton by the physiclantoa | |

| GDR. Interview with the DON on 5/23/12 at 2:35 | l

- PM varffiad the required GDR for some : |

| medlcations had not been dohe or were nat up to :

- date. She then stated a new process was being

implemented and they were trying to cafch up.

i Review of & physician communication form dated |

. 51812 gshowed the facillty was requesting the

. physician to address the use and possible

i reduction of this madication; however, the

E physician had not yet respanded.

- 3. According to the medical record for resident
| #60, Trazadone 25 milllgrams was ordered daily
“on 6/11/11 for dementia with behaviors, yelling
; out, and repetitive behaviors. Further review of
the medical record falled to show any
! dopurmentation related to a possible GDR or
' contraindication by the physician to a GDR. 5
Raview of a physician communication form dated | -
511112 showed the facility was requesting the
| physician to address the use and possible
* reduction of this medication; however, the
- physician had not yet responded. -
F 441 : 483.65 INFECTION CONTRCL, PREVENT F 441
g5=F | SPREAD, LINENS

' The facliity must establish and malntain an
infection Control Program designed to provide a

| safe, sanitary and comifortable anvirorment and
to help pravent the development and transmission

' of disease and infection. .
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F 441| Gontloued From page 20 :

: {a} Infaction Control Program
The facility must establlsh an Infection Control
Program under which it -
{1} Investigates, controls, and pravents infectlons
"In the facility;
(2} Decides what procedures, such as isolafion,
: should be applied to an individual resident, and
: {3) Maintains a record of incldents and corrective
" actions related to infectians. ‘

 (b) Preventing Spread of |nfection

£ (1) When the Infection Contro! Program
determines that a resident needs isolation to

. prevent the spread of infecticn, ths faciity must

! isolate the resldent.

| (2) The facility must prohibit employees with a

| communicable disease or Infacled skin leslons
from direst contact with residents or their food, if

! diract contact will transmit the disease.

i (3) The Facility must require staff to wash thelr

_hands after each direct resident contact for which

- hand washing is Indicated by ascepted

professional practice.

"+ {c) Linans

" Personnel must handle, store, process and

' transport linens so as to prevent the spread of
Infection.

"This REQUIREMENT is not met as avidenced |

by :

" Based on observation and staff inferview, the

* faciiity falled to ensure residents recelved hand

“hygiene prior to eating during 2 of 2 meal
observations, The facility further failed to ensura

F 444
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- staff complied with accepted hand hyglene
. practices and policles that prevented food and
s drink in areas with a potential for contamination
with blood-borna pathogens. In addition, the :
 facillty falled to verify culture results for 1 of 7 | |
. sample residents (#37) with cultures ordered ; ;
j within the last 30 days. Ths findings were:

‘ 1. Observation of meals on 8/22/12 at 7:20 AM
and 523712 at 11:48 AM failed to show that staff

i ; nsslsted residents with hand hygiene prior to
" gating. A mix of open sample and hon-sampla
_resldents wera cbserved. The 5/23/12

: pbservation included a fosus on resident #59; this ! i
_resklant had expsrienced a two-day bout of ’ |
- dlarhea and ate in the assistad dining roam, Staff l !
- were not observed to assist the resident to wash '}

* histher hands. The [P stated in interview on

; 5123{12 at 2:45 PM that resident hand hyglens

i prior to meals was a facility's policy and her :

» expectation of staff members, Sha did not have

| monitoring data to show staff compliance with the

. polley.

’ 2. Observation on 5/23/12 at 10:15 AM showed 2
| uncovered plastic drink cups located next to the
! hand washing sink on the back nurses' stalion at
! the Owl Creek unit, One cup was 1/3 full with an
tarange drink and the other was filled with a clear !
. liquid, Both oups were pushed up to, and ;
* touching, a sharps dispose! container bearing a
bichazard label. The sharps container was half
full and contained, among other itams, used
needies and lancets. Interview with LPN #1 on
_5123/12 at 10:28 AM ravealed his opinion that tha ; :
drink cups belonged to staff members. He stated ‘ ‘
. drinks should not be plased next to the hand
_washing sink or a sharps dispesal centainer,
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[ Subssquent interview with the 1P on 6/23/12 at !
. 2:40 PM confirmed ihat food or drink should not
| be located in an area with the potentlal for

i contam:natlun

: 3. Multiple obsarvatlons of residant cares
performad by facility staff revealed the following
lapses in acceptable hand hygiens praclices: 3 !

~ & .0nb/22/12 at 2:35 PM CNA #4 and #5 ?
wera ohservad as they provided personal hygiene
- and tolleting assistance for resident #5889 due to an
: eplsode of diarrhea. The resident's family j !
- member cleaned the wheelchalr whiie the CNAs |

_cleaned the resident, the floor, bathroom :

- tgommode, and wall fixtures contaminaled by
“feces. During this task the CNAs did not perform i
. hand hygiene between glove changes and they i

. completed the task without providing hand i
: hygiene for the reslident. :

i b, On 5/23/12 at 9:35 AM CNAs #4 and #6

i were obsorved providing the same care for the |

 rasident due to another eplscde of diarrhea, i
: During this observation staff did not cleanse the |

 resident's wheelchalr before they transferred |

- himfher from the bathroom to the wheelchair.

| After thay transferred the resident from the

i wheelchair lo bed CNA#S placed the gait belt in

! the geat of the wheelchair, washed her hands,

I then sacured the unwashed gait beit ‘around her
Wa|st and left the room. The CNAs did nat

" perform hand hygiene between glove changes;
nor did they provide hand hygiene for the
resident,

. ¢ lntsrviews on 5/23/12 at 10 AM with LPN

41 and at 10:30 AM wih the DON verlfled they

. had not received any Information from the CNAs .

; about the resident's diarrhez eplsodes. Both

. stated this was the type of issue the CNAwers |

i
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i expected to report fo the charge nurse.
. d.On 62312 at 3:10 PM CNAs #1 and #2
i were observed providing personal hyglena and
“loileting care for resident #13 due to urine and
fecal incontinence, Both CNAS wore gloves
- durlng the provision of cars; however, CNA#2
: performed the following tasks witheut removing
- his gloves and without hand hygiene: removed
: soiled ¢lothing, washed the resident’s legs,
“dressed the resident in clean clothes, groomed
- the resident, and washed the resldent's hands,
6. The IP stated in Interview on 5/23/12 at !
: 1:40 PM her expectetion that staff wash their |
| hands or use hand sanitizer when appropriate, | ‘ ‘
! She acknowladged loileting as an example when | ;
| » hand washing would be expecled. ! :

I 4. Record review for resident #37 showed a .

i physician's order dated 5/2/12 for a urlne analysis | X

" and culture, There was no further documentation i

- to show if a culture was perfarrned and, if so,

"what results were reported by the laboratory. The ;

« resident had a history of urinary tract Infections
and antibiotic therapy; the resldent was started on

“an antiblofic prophylactically pending culture

i confirmation and antimicroblal sensitivities,

 Interview with the IP on 5/22/12 at 4:06 PM

| reveated she was not aware & culture was

I'ponding for resident #37. On 6/22/12.at §:20 PM

i she provided a raport from the kaboratory stahng

| the resident's culture included >100,000 cofony

. farming units {CFls) of Klebsiella pneumoniae

- per milifiiter of urlne, She acknowletiged tha

: laboratory culture report was absent fron the

. medical record end should have been part of her

- infection surveillance log, :
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