RECEWED

. ofHsal :
_ _ WyomirgDept PRINTED: 11/02/2010
- DEPARTMENT OF HEALTH AND HUMAN SERVICES o FORM APPROVED
' CENTERS FOR MEDICARE & MEDICAID SERVICES NOV 2 4 2010 OMB NO, 0938-0361
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE 3URVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A sulbsig of Healthcare COMPLETED
censinga Cc
336021 5, % 10/14/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
890 US HWY 20 SOUTH
WYOMING RETIREMENT CENTER BASIN, WY 82410
(%4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
- DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
The following common abbreviations are used F151
throughout this document:
CNA- Cortifiad Nurse Alde The facliity will ensure resldents
MDS- Minimum Data Set have the right to access their
TB- Tubserculosis personal belongings.
' This will be accomplished by:
Less commonly used abbreviations will be- P Y
- {annotated in each deficiency whera used. 1) The hin d padlock
F 151 | 483.10(a)(1)&(2) RIGHT TO EXERCISE RIGHTS Fas1| 1 inge and.padiock were
§8=D | - FREE OF REPRISAL ramoved from the door of 11/30/2014
resident #41.
The resident has the right to exercise his or her .
rights as e resident of the facility and as a citizen 2) Apolicy and procedure for - 11/30/2014
or rasident of the Linited States, resident safety Issues wili be
The resldent has the right to be free of developed, The policy and
interference, coergion, discrimination, and reprisal procedure will Include
from the facility in exercising his or her rights. assessment, resident and/or
_ ‘ resldent famlly/guardian
I;'n_as REQUIREMENT is not met as evidenced - notifieation and consent. x
Basad on observation, staff interview and medical X
record review, the faclity failed to ensure the right 3) Nursing staff will be In- 11/30/2014
to access personal belongings was protected for serviced on the policy and
1 of 12 sample reatdents (#41). The findings procedure,
wena, ’ .
. 4) Unit coordinators 1o audit for 11/30/2010
Observation on 10/12/10 at 11:55 AM revealed cglmpliance and renort results 130/
rasident #41 had 2 hinge and padlock on the | par
autside of histher door, that was locked while the quarterly to the Quality
resident ate at & dining table outside the room. lmprovement Committee for
Interview with the south unit managar an 10/14/10 review and recommendations,
at 8:50 AM revealsd the lock was uged during :
meal times to keep the resident from taking food
and drinks Into histher room. The manager
revealed the resident made a mess with foed and
drinks and created a fall risk o him-/herself, The
LABORATORY DIRECTOR'S OR PROVIDER!SUPPLIER REPRESENTATH/E'S SIGNATURE TITLE {%6) DATE
X M 4)& - P L X An 25l

Any daflciancy statament ending with ar asterisk () denotes a deficisncy which the institution may ba excused from correcting providing it is determined that
other safaguards provide sufficlent proleclion to the patients, (See Insiructions.} Except for nursing homes, the findinge alabad shave are disclosabie 40 days
foliowing (he date of survey whether or not a plan of cotrection ls provided. For nursing homas, the above findings and plens of cormclion ara disclasable 14
days following the date these documenis are mada availabla to the faciity. [fdeficiencles are cliad, an approved plan of corractlon i raquisits to continusd

program paricipation,
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F 151| Continued From page 1 F 151

manager stated this had been the facility's
practice for at laast the past six months, Review
ofthe 7/16/10 soclal service quarterly prograss
note showed the resident's behaviors were "aaslly
radirected with the correct approach.” However,
the same progress note showed the room door
continued to be closed and locked during meals
30 that the resident does not take food and drink
into the room and "make a mess.” Interview with
the south unit manager on 10/14710 at 10:05 AM
reveaied sha was unsure of what other
approaches wers tried prior to locking the door to
keep the resident from making a mess in the
room. Sha further verified she could nat find any
documentation tc show rasident's rights were
taken into consideraticn or that this was the least
restrictive method related to protecting the
resident's rights,

F 157 | 483.10(b)(11) NOTIFY OF CHANGES - F 157
ss«D | INJURYMDECLINE/ROOM, ETC)

A facility must immediately Inform the resident,
consult with the resldent's physician; and if
known, notfy the resident's legai representative
or an interested family member when there is an
accident invalving the resident which results in
injury and has the potentia for requiring physician
Intervention; a significant chargs in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening condltions or
clnical complications); a need to aiter treatmeant
significantly (i.e., a heed to discontinue an
exiating form of treatment due to adverse
cohsequences, of to commence a new form of
treatment); or a decision o transfar cr discharge
the resident from the facility as specifled in
§483.12(a).
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F 167 | Continued From page 2 ‘ F 157
The facillty must also promptly notify the resident: £157
and, if known, the resident's lagal representative
or interested family member when there (s a ) .
ghange in roocm or roommate assignment as The facllity will ensure that the °
specified In §483.15(e)(2), or a change in resldent’s physician Is notlfled
resident rights under Federal or State law or when there is a significant change
regulations as specified in paragraph (b){1) of in the resident’s physical, mental,
this saction. : or psychosoclal status.
The facility must record and periodically updaie This wiil be accomplished by:
the sddress and phone number of the resident's .
legal rapresentative ar interested family member, 1) Resldent #55 has gained 11/30/201(
: welght and is now eating on the
. . South unlt so s/he can be better
This REQUIREMENT is not met as evidenced @ | . /he
by . monltore
Based on observation, medical record review,
and staff interview, the facility falled to notify the 2) Nursing staff wiil be In- ‘
physician of 1 of 6 sample residents (#55) who serviced on the procedure of 11/30/201C
experienced a significant change in conglition. notifying the physiclan when
The findings were: there is a significant change in the
| Refer to F325 for details regarding the facility's resident’s physical, mental, or
failure to nofity the physician of a significant psychosoclal status.
weight loss for resident #85.
F 248 | 483.15(f)(1) ACTIVITIES MEET 2484 3) Unlit coordinators to audit for 11/20/7201(
gs«D | INTERESTS/NEEDS OF EACH RES compliance and raport results
s ' 4 quarterly to the Quallty
The faaility must provide for an ohgoing program "
of activities designed to meet, in accordance with Improvem:nt Commlttdee _for
the comprehensive assessment, the interests and review and recommendations.
the physical, mental, and psychcsocml well-being
of each resldent,
This REQUIREMENT is not met as evidenced
by:
Based on obhservatlon, staff interview, and
medical record review, the facility failed to ensure
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(ndividualized and meaningful activities werg £248
provided for 1 of 12 sample residents (#18). The
findings were: i
The facility will ensure that an
Revisw of the actlvity asseasment for residsent ongoing program af activitles
#18 showed s/he enjoyed music, reading, movies, designed to meet, In accordance
Eolouing concems wers entiedt with the com prehensive
wer :
a. Periedic observations from 10/11/10 assessment, the mtimsts and the
thraugh 10/13/10 showed the resident did not physical, mental, an
participate in any meaningful activitiss, The oniy psychosoclal well-being of each
ohserved activity was when staff sat him/her in resident is provided.
front of the television on 10/12/10 &t 7:15 AM This will be accomplished by:
after breakfast whers the resident sat with his/her
eyes closad and looked to be asisep, ;
b. Review of the care plan for activities 1) The care plan far resident #18 11/30/20f
showed the foilowing activities were identified as has been changed ta provide
intarventions: music, reading and writing, spiritual, more [ndividualized and detailed
walking-wheeling outdoors, tetavision, informatlon and measurable goals
conversation, and visiting. All interventions that are listed that are related to
showed they were "PRN" (as needed) with no . tha resident’s problem.
plenned fimes or maasurabie goals, The overall .
goal was for the resident {v be provided fourteen .
activities weekly. 2) Actlvity care plans for all low- 11/30/201
o. Review of the Seplember 2010 activity care functloning residents will be
plan flow sheet showsd that for three of four changed to pravide more
opportuNty 10 hiave fourtoen actvlies, Review ndividualized and detailed
further showed the effactivenass of the activity rnform?tmn and measurable goals
was not described except for "passive" with staff will be fisted that are refated to
vlsitation. each individual’s problem.
d. Review of the September 2010 care plan ‘
flow sheet for the nurse aides showed that from 3) Nurse alde flow sheets 11/30/20)
879/10 untli the end of the month, four activitias addressing activity participation
were provided, These activities were one-to-one will no longer be utilized
visits by the nurse aldes. Review also revealed no g ‘ '
avidance the effactiveness or level of resident
participation was evaluated. Review of tha
October 2010 care plan flow shaet for nurse
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F 248 | Continued From page 3 F 248 F248 cont'd

individualized and meaningful activities wers

provided for 1 of 12 sample residents (#18). The .

findings were: 4) A CNA will be hired to work In 11/30/201C
the activity department to

Review of the activity assessment for restdent provide more 1-1 and Increased
#18 showad sfhe enjoyed music, reading, movies, mean|ngful activities for all low
social events and being wheeled indoors. The functioning residents.

following concerns were identifled:

a, Periodic observations from 10/11/10 - .
through 10713/10 showed the resident did not | 5) A“',V'tv Directar to audit for
participate in any meaningful activitiss, The only compliance and report results 11/30/2q1¢
ohserved activity was when staff sat him/herin - quarterly to the Quallty
front of the telavigion on 10/12/10 at 7:15 AM . improvement Committee for
after breakfast where the resident sat with his/her review and recommendations.
eves closed and looked to be asleep.

b. Review of the care plan for activities
showed the following activities were identified as
intarventions: music, reading and writing, spiritual,
| walking-wheeling outdaors, televislon,
conversation, and visiting. All interventions
showed they ware "PRN" (as reedad) with no
planned times or measurable goals. The overali
goal was for the resident to ba pravided fourteen
aclivities weekly,

0. Review of the Seplember 2010 activity care
plan flow sheet showed that for threa of four
weeks the reaident was not pravided with the
opportunity to have fourteen activilles, Review
further showad tha effectiveness of the activity
was not described except for "passive” with staff
visitatlon.

d. Review of tha Septembear 2010 care plan
flow sheel for the nurse aldes showed that from
9/9/10 until the end of the imonth, four activities
were provided. Thase activities were one-to-one
visits by the nurse aides. Review also revealed no
evidence the effectivenass or leve! of resident
participation was evajvated. Review of the

October 2010 care plan flow sheet for nuUrse

FORM CIG-2567 [02-89) Pravious Versiona Dhsclela Evenl iD: Q3814 Facllity ID: WY0D38 It eontinuation xhes| Reye—d-of-48-
Page 48 of

/. d LBBE-89S \ a¥m WHIEIE 0102 ST nON



DEPARTMENT OF HEALTH AND HUM#

JERVICES

" ¢ENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/02/2010
FORM APPROVED

OMB NO. 0838-0391

STATEMENT QF DEFICIENGIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
_ A. BUILDING o
: 535021 B WING 10/14/2010
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITV, STATE, ZIP CODE
890 US HWY 20 SOUTH
WYOMING RETIREMENT CENTER BASIN, WY 82410
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORREGTION (66)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION 8HOULD BE COMPLET:ON
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFEAENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 248 | Continued From page 4 P2y
gides showed no evidence the resident was F281
pravided with any activity from the beginning of
the month through 10/13/10,
e. During an interview with the resident's The facllity will ensure that
Intardiscipiinary tagsn on 10/13/10 at 11 AM, the professional standards are
actlvity director said she always made care plan followed retated to MD’s orders.
interventions as "PRN" based upon whai tha : . .
computer software program identified as needs. This will be accomplished by:
She further stated this resident did not raspond to .
activities or interactions, however, pericdic 1a) The conditlon of resident #40 11/30/2014
observations from 10/12 through 10/13/10 was treated and has been
revealed the resldent openad his/her eyss and resolved,
made facial and/or body movemeris when
touched or spoken to. Interview with the other _
team members revealed they thought the resident bl) N resennslble for aIrror was 11/30/201C
was not provided meaningful activities intended to glven a written counsel on
provide quality of life for this resident. 11/8/2010. Medical director
E 281 | 483.20(k)(3){i) SERVICES PROVIDED MEET F 281| reviewed medication error on
ss=p | PROFESSIONAL STANDARDS 10/28/2010.
The services provided or arranged by the facility 2a) Incident re
port was filed 11/30/2014
must meet professtonal standards of quality. regarding resident #14 with a
‘ new order from WD to continue
This REQUIREMENT is not met as evicenced doing PPDs annually.
by: :
Based on staff Interview and medical record 3) Nurses will be in-serviced 11,/30/201€

review, the facillty falled to ensure profassional
standards were followad in regard to physician's
orders for 2 (#14, #40) of 12 sample residents.
The findings were: -

1. Raview of a faxed communication to tha
physician dated 10/3/10 showed resident #40 had

-sinus congestion, a cough and a sore throat. The

physician's response, datecd 104/10, was to order
Levaauin [antibiotic] 500 milligrams {mg) once per
day for 10 days, along with Prednisone 20 mg for

5 days. The following concerns were noted:

regarding procedures for
clerlfying and communicating MD
orders.

FORM CM§-2607(02-80) Previoun Verslons Obsclte

Evant ID: QIAEYS

- LEBE~-B89S

Fag!lity \D: WY0038

Jan

if continuation shesl Page 5 of 18

WHTE:E D102 ST NACON



DEPARTMENT OF HEALTH AND HUN, . SERVICES
_CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/02/2010
FORM APPROVED

OMB NQ. 0838.0381

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONETRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; COMPLETED
A BUILDING o
535021 B. WING 10/14/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
BYO US HWY 20 8OUTH
WYOMING RETIREMENT CENTER BASIN, WY 82410
() ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN QF CORRECTION (1e)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS5-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 281 | Continued From page 5 F 281

a. Although the physician responded on
10/4/10, the facllity did not receive the fax from
the physician's office until 10/8/10, In the
meantime, the facility faxed the physiclan on
10/8/10, stating the resident was still having sinus
congestion and a cough. The physician
responded that day by orderlng Zithromax
[antibiotic) 500 mg dally for 4 days, then 260 mg
daily for 3 days. Review of the medication
administration record {MAR) revealed the resident
started recsiving the Zithromax on 10/6/10.

b. When tha facility received the faxed order
for the Levaquin on 10/8/10, there lacked
gvidence nursing staff clarified the order with the
physiciar, Review of the MAR showed the
Lavaquin was first administered on 10/9/10,
According to the MAR, the resident received both
antibiotics on 10/8/10 through 10/12/10,

c. During an interview on 10/14/50 at 10:15
AN, the south unit manager stated nursing staff
shouid have clarifled the urder received 10/8/10,
because the resident was already on an antibiotic.,
According to Smith, Duell, and Martin in "Clinical
Nursing Skills Baslic to Advanced Skiils," 7th
Edition, 2008: if an order is "questionable for any
reason, the physician must be notified for
clarification.”

2. Raview of nurse's notes for residant #14, dated
5/26/08, revealed the "resident had yearly TB tesat
after lunch. Resident complained of itching and
redness. Physician was riotifled.” Review of a
physician's order dated the same day (5/29/08),
"may use Benadryl 25 mg po q 4 hours PRN x3
days, allergic reaction to TB testing, chest Xray.”
Review of a physiclan's teleghonae order dated a
week later (6/5/08) revealed "resldent sansitive to
skin TB test, Do hot retest." Review of nurse's
note, also dated 8/5/08, ravealed, "Noie sensitivily

F2B1 (cont'd)

5) Unlt coordinators to audit
monthly for compliance and
report results quarterly to the
Quality Improvement Commitiee
+ for review and recommendations.

1.1/30/201(

FORM CME-2387(02-99) Previous Varalons Obsoaio

fvgnl |D: Q13811

‘d LBBE-B89C

Faciiiy ID: WY0038

Jum

If continuation ahaet Page 8 of 18

WYTIEE 0OT0Z &1 NON



‘ PRINTED: 11/02/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES , FORM APPR({I%JED

~ CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381_
STATEMENT OF DEFICIENCIES P41) PROVIDERISUPPLIERICLIA (%) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION MUMBER COMPLETED
A, BUILDING c
535021 R 1011412010
PRINTED: 11/02/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0361
STATEMENT OF DEFIGIENCIES (%1} PROVIDER/SUPPLIERICLIA (2] MULTIFLE CONSTARUCTION (9) DATE SURVEY
ANE PLAN OF CORRECTION IDENTIFICATION NUMBER: . GOMPLETED
A, BUILDING -
535021 8. WiNe 10114/2010
NAME OF PROVIDER OR SURPLIER . STREET ADDREBS, CITY, STATE, ZIP GODE
‘ 380 US HWY 20 BOUTH
WYOMING RETIREMENT CENTER BASIN, WY 82410
(%} IO SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (46)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SROULD BE OOMPLETION
TAG REGULATORY OR L3C INENTIFING INPCIRMATION) TAG CROBB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 281 Continued From page 2] F 261
to skin TB test. Do not retest.” In addition, ali
subsequent monthly medical administration

records {MAR) and treatment administration
records (TAR) including the current (October
2010) MAR and TAR stated the same thing, i.e.,
“Note sensitivity to skin T8 test. Da nof retest”.

Raview of TB skin tasting records, however,
revaalad the resident was given an annusl TB
gkin test an 6/11/09 and then again on 6/0/10,
imerview with the infection controi nurse on
10/12/10 at 2:48 PM, revealad "The resident was
mos! likely nat ellergic to the TB antigen but
rather sorme other compunent in the vaceina and
tharefore did not experiance a reacticn to the
PPD." However, accarding to the erder, the test
should not have been done. Tha nurse stated she
would Eontact the resident's phiysician and
request a clarification to the MAR and fo the TAR,
According to Smith, Dueli, and Martin in "Clinical
Nursing Skills Basic to Advangad Skills,” 7th
Edition, 2008; If an order 15 "guestionable for any
reason, the physician must be notified for
clarification.” )
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR Fa12
ss=0 | DEPENDENT RESIDENTS

A resident who is unable o carry out activities of
dally living receivas the necessary servicas to
maintain good nutrition, graorning. and parsonal
and oral hypieng.

This REQUIREMENT is not met as evidenced
by:

8ased on observation, madical record review and
staff Intarviaw, the tacility failed to provide
appropriate and adequate parineal care during 1

FORM CMS-1587(02-09) Provious Verdlens Qbnolaty Zvanl 10 Q3811 Faclity ID: Wyab2s if conllnuation sheat Paga 7 of 18

at-d LBAE-BSS JAMm MY2E:E 0102 ST AoH




DEPARTMENT OF HEALTH AND HUL . SERVICES
. CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED. 11/02/2010
FORM APPROVED
OMB NG, r38-0381

STATEMENT OF DEFICIENCIES (A1) PROVIDERMBUPPLIERICLIA (%2 MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN QF CORRECTION IDEMNTIFICATION NUNMBER: COMPLETED
A BUILDING
c
53502 B. WING 1011412010

MNAME OF FROVIDER OR SUPPLIER

WYOMING RETIREMENT CENTER

STREET ADDRESS, CITY, STATE, ZIP CORE
B0 US HWY 20 SOUTH

BASIN, WY 82410

(4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
TAG REGULATORY GR LSC IDENTIFYME INFERMATION)

le} PROVIDER'S PLAN QF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)

(%8}
coMbLETION
DATE

F 312 Continued From page 7

o 3 ohservations of that care that Involved
sampla resident (#48). The findings were:

Raview of the 1/8/10 significant change, the
412110 and 7/2/10 quarterly MDS assessments for
resident #18 showed the residert was incontirent
of urine all of the time and was tctally dependent
upan staff for personal hygieng. Qbservation on
10/12/10 at 8:20 AM revealed the resideit was
Incontinent of urine. CNA #1 ¢leansed the groln
area, then used the same area of the wipe to
clean the perincal area, Observation 2lso showed
the CNA did not cleansa the antsricr parinaal
area or the buttocks whick were also in contact
with the Urine. Intervisw with GNA #1 on 10/12/10 |
i gt B:50 AM revealed she was aware of the proper
technique for providing petinesl care, including
cleansing all areas that ware in contuct with the
Urine,

F 323| 483.25(h) FREE OF ACCIDENT

55=0 | HAZARDS/SUPERVISIGN/DEVICES

The facitity must ensure that te resident
snvirgnment remains ag frag of avcldent hazards
as is possible; and each regldent 1aceves
adequalte supervision and ass.stance devices to
prevent accidents,

This REQUIREMENT is notl nel as evidenced
by.

Based on observation, medical record raview,
- and resident and ataff nterview, the facility failled |
10 ensure sdequate supeivision during transfers
to prevent accidents for 1 of & sarmpie residents
(#18) who utiized & mechanical Kft. in add'tion,
the facility failed to complete a safety assessmant

F 312

- F312

1) CNA #1 resigned from her
position immaediately after
} survey.

1 2) Nursing staff will be In-
serviced on the policy and
procedure for proper perineal
care.

3) Infection Control to audit
weekly for compllance and report
resuits quarterly to the Quality
Improvement Committee for
review and recommendations.

11/30/2014

11/30/2010

11/30/2010
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F 323 | Continued From page 8 F 323 F323
for 2 of 2'sample residents (#40, #41) with locks
on thaeir.doors. The findings were: .
The facility will ensure that the .
1, Review of the 9/23/10 care plan for resident resident envirenment remains as
#g 8 showed a mechanical [iit was required for all free of accident hazards as is
of this resident's transfers. Review of a physical ossible: and each resident
therapy recommendation, dated 1/7/10, showed ?Bcaives' adequate supervision
the rasident reguired the assistance of two when X g P
using a mechanical lift. The: following concerns and assistance devices to prevent
ware identified; accidents.
a. Observation on 10/112/10 &t 8:20 AV This will be accomplished by:
showed resident #18 was transferred from the
wheelchair to bed by CNA #1 using & Moyer it 1da :
Observation shawed the Hoyer lift bara hit the :\:Jo Rzi ‘enft;lﬁl 20\:::{!3 r:':":l?:is 1/ 3[-3/ 2d1C
resident on the right side of the forehead during two peop all tra :
the transfer. The resldent was heard to moan information was documented and
when hit. Observation showsa only one CNA communlcated to all nursing staff.
assisted with tha transfer. Interview with CNA #1 '
at the time of the transfer Irevea\qd she al\n:'ays h) CNA #1 resigned from her 11/30/2¢3¢
transferred the ramdgnt with the Irft by harself. position immediately after :
b, Review of an incident reporl dated v
12127109 revealed lhe resident had a raised area survey.
above the Iaft eye that was purplish in color. »
Furiher review of the incidem repont shewed the c) The lift wlll be modified with 11/30/2G1¢
apparent cause of the Injury was from the padding for further protection of
mechanical lift durlhg a iransfer. resident #18. :
¢. Review of 2 nursing facsimile sent to the
physiclan on 5/5/10 showed the resident had a )
nefv lsslan which was deaciibad @s an d) Procedure will be developed 11/30/2q1(
ecchymotic area just luters| to the right aye for communication with OT/PT
approximately one inch round ("probably got it therapists regarding the use of
from the mech, lift we use on [Rim/her)’). assistance devices,
d. Interview with the resicznt's freatment :
tearn on 10/13/10 at 11 AM revealed the resident g
dafinitely required two staff members 1o assist ¢l Nu::lng s:aff will :e " fww'md L1/30/201
with the mechanical lift during transfers. They regarding the procedure for
also sald the CNA who performed this ransfer communication with QT/PT
refused to allow other staff maembera to assist her
with resident care and that she had baan told to

FORM CMS-2687{02-08) Fravious \iarsions Obsaigu:

1T "

Evant | D Q13811

L ABE-8399

Facility \D: WY0338

o - 1| WHZEE 0102 S1 NON

It continumtion shost Poge 8 of 18



DEPARTMEN’T OF HEALTH AND HUK .l SERVICES
. CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/02/2010
FORM APPROVED
OMB NQ. 0938-0391

STATEMENT OF DEFIGIENGIES {%1) PROVIDZFYSUPPLIERICLIA

(#2) MULTIPLE CONSTRUCT.ON

; M NUMBER; co TED
AND PLAN OF CORRECTION IDEMTIFICATION NUMBE A BUILDING MPLE
C
535021 B, WING 10/14/2010

(%3) DATE SURVEY

NAME OF PROVIDER OR SUPPLIER
WYOMING RETIREMENT CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
690 US HWY 2¢ BOUTH

BASIN, WY 82410
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F 323 | Continued From page 2 ! F 323
; ask far assistance for this resident, £323 cont'd
|
2. Observation or. 10/12/10 2t 7 AM and )
| throughout the survey revealed a hinge with a theraplsts regarding the use of
padiock on the door to the room cf resident #40. asslstance devices.
During the survey, the deor wis not locked, The |
padlock was unlocked, and hanging on the hinge. : I
nterview with the resident on 10/12/10 at 8 47 f N”’sﬁ sTaﬁ W:" be n-serviced 11/20/2G10
AM revesled he wanted the loek ko te/ert others on periarming a two-person
from going into hls room when he was away, transfer and operating the lft.
Raview of the medical record showed no
evidance the facility had assessed the lock for 2a) The keyed lock for resident 11/30/201¢

bacoming locked in hissher reom, and how the
facility would ensure tha resident's safsty during
an emergensy, On 1071410 at 8,50 AM, the
South unit manager staled there was r.o safety
assessment for (e lock on the door, She stated
the resident and the Soulh nurse nad & hey tc the
lock, When asked how they would enzure the
resident was safe behind o lockad duar during a
fire alarm i the nurse was ret avaiadle, she
repliad "We'd have ta wait for the nurse.”

3. Observation on 10/12/10 &t 1155 Al revealed
| resident #41 had a hinge and sacdlck on the .
outside of histher daar, that was locksd during the
mid-day meal. interview with the South, unit '
manager or 1011410 a1 .50 Al 1evesled {he
lcck was used during mes! timas  kesp the
resident from taking foed and diinks ino hig/her
room. The manager stated this hao besn the
facility's practice for at least ¢ pas! six Incths,
interview with the south vnit managst on 1 0/14/10
at 10:05 AM revzaled nursing saff and the CNAs
on the unit had & key to the I for this rasident's
door. The unit manager stateu she was unable to
find any safety assessment reiatad o the use of

the lock and the potential tor the 1gsilent to

comblnation] lock. The
combination has been given to
resident #40 and all staff. The
combination has been

documented an the care pian and LU

on MAR/TAR,

'b) A release has been signed by
res|dent #40 requesting his room

be secured when he is not arou
and acknowledging the
procedure for use of the lock.

3) Resldent #4 1 lock has been
removed.

4) A safety assessment will be
done an all safety devices to
determine appropriateness of
device to situation.

?T:-\"l ”n’ )
VNN

O

11/30/20

=

nd

(=

11./30/20

11/30/20
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nutritional problern.

This REQUIREMENT 18 vt g
by:

Based.on observalicn, mredical record review,
and staff interview, the feclit; fakod W sngure
adequats monitoring and that interventions ware
inplemented to maintain nulritonal status for 1 of
5 sample residents (#53) idanlifist a8 naving
unintenticnal, significant weight loss, The findings
were,

Las evidenced

Review of dietary progress notes showed a nota
by the reglstered distitian (RD; dated 6/24/10
which stiowed resident #35 welghed 2173
pounds (#). The resident's ideal bedy weight
range was calculated as 185 10 159 A The note
further indicated the rasident frequently rsfused
nreakfagt, but ate 100% wiien sime did sat meals,
Observation on 10/12/10 al 1240 Pis reveaed
the resident ate indeggndenly in the main dning
roorn, and ate 100% of the lunch rmeal. A note by
the RD on 9/16/°0 showed the residant weighed
200.5 # The RD noted the resident had

i

compliance and report results
quarterly to the Quality
improvement Committee for
review and recommendations.

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (EACH DEFICIENCY MUST BE PRECELED 3Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMELETION
TAG REGULATORY OR LSL iCENT'FHTHE [FCREIATION) TAG CROSS-REFEREEEE‘,'\:.I% Eﬁ S’%E APPROFRIATE - TATE
F 323 | Continued From page 10 F323| 323 cont'd
become locked in the room.
F 326! 483.25(i) MAINTAIN NUTRITION STATUS F-325 p :
s5eD | UNLESS UNAVOIDABLE 5) Procedures will be developed 13/30/2q1¢
! for the use and monltoring of
Basad on a resident's comprehensive locks on resident room doors.
assessenent, the facllity must ensure that a
resident - _ N 6) Nursing staff will he in-serviced 11/30/2Q1C
(1) Maintains accepiable parameters of nutritional on the procedure for use of locks
status, such as bogy waight and Lroteiy levels, .
unless tha restdent's clinical cendition on resident room doors.
cemonstrates that this is not possible; and . i )
(2) Receives a therapeutic diet when thers ie a 7) Unit coordinators to audit for 11/30/201C
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PREFIX (EACH DEFICIENCY MLIST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S3HOULD BE GOMPLETION
TAG REGULATORY DR L3N IDENTFYING INFGREATION) TAG CROSE-REFERENCED TO THE APPROPRIATE - DATE
) DEFICIENGY)
F 323 | Continued From page 10 F32987
become Iocked in the room. F325
F 325 | 483.25(1) MAINTAIN NUTRITION STATUS F 325
ss=D | UNLESS UNAVOIDABLE . The facllity witl ensure that a
Based on a resident's comprehensive resident — (1) maintains
assessment, the facility must ensure that a acceptable parameters of
resident - putritional status, such as body
ey v an and i ovels, welght and proteln levels, Lhless
. g vt st aind prota als, ) ; i
uniess the resident's clin if;al cordition the resident’s cllnical .co.ndltlon
demanstrates that this s not possivle; and demonstrates that this is not
(2) Receives a therapeutic diet when therois a possible; and (2) receives a
nuiritional problem, therapeutic diet when there is a
nutritional problem.
This will be accomplished by:
This REQUIREMENT s 1ot met as evidenced 1) Resident#55 has gained 11/30/291
by. weight and Is now eating on the
Based on observation, madical record review, South unlt so s/he can be better
and staff interview, the faciity faliod o ensure monltored.
adequate monitoring and that intervantions were
Implemented to maintaln nutriticnal statue for 1 of
5 sample residents (#565) identified as hawng 2) A pracedure was developed 11/30/201
pnintentiona!, significant weight lose. Tie findings for monitoring, documenting and
wers’ reporting resident welght
. ' gain/loss,
Review of dietary progress rotes showsd a note
by the registered diefitian (RD) dated 6/24/10 .
which showad resldant #65 weighed 217.8 3) B.ath aldes have heden n fo 13/30/201
pounds (#). The resident's ideal body weight serviced on the procedures far
range was caloulated as 180 lo 489 # The noe weight gain/loss. .
further indicated Lhe resident fregquently refused
breakfast, but ate 100% whan sMhe lid eat meals. 4) Nursing staff will be in-serviced ; 11/3@/2%3
Observation on 1012119 &t 12:40 Pid revealed on the pracedures for weight
the resident ate independanty in the main dining in/loss
room, and ate 100% of ¥ lunch meal. A note by ga '
the RD on 9/16/10 showed the resident weighed
200.5 #. The RD noted the resident had
FORM CM3-2567(02-83) Previous Varsions Chioieta Event 1D: QU3H11 Facility 10: WY0058 if continuation ehaat Page—t4-of-4-
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8/4/10- 205.5 #, 8M10/10- 201.4 #, 9/6/10- 198.5 #,
and 9713/10- 200.5 #. Further medical record
review showed no progress notes by the RD or
the certified diatary manager (CDM) during that
time, and no interventicns were implementad,

b, When the significant weight 1oss was
determined and documented by the RD on
9/16/10, there lacked evidense the physician was
notified of the significant weight loss. :

¢. Upon documenting the sigivficant wetght
loss on 9/16/19, the RD implemeirad a
supplemantal shake in the aftarnoon as the only
gdditional intervention (o help with the weight
joss. During an interview on 10774710 &l 7.55 AM,
the COM statad supplements would be
documented on the dietaiy intuke forms. Review
of the distary intake forns sincs 9H16/10 showed
no documentation of "supplements,” and only
two days where "snack’ was dosuimented. Thers
lacked evidence tha Taciity was monifoding
whethar or not the resident was recelving the
shake. :

d. Revlew of tha fullowing weignid showed
that since the 9/16/10 KL note, tha residemt
continued to lose weight. $/19/10- 168.2 %,
9/27110- 198.1 #, 10/4/10- 186#%, and 12/11/1C at
191.3 #. Review of the rnedical record showed no
progress fnotes from tha RO .or the COM during

STATEMENT OF DEFICIENCIES (A1) PROVIDE WS UPPLIERIGLIA (12) MULTIPLE CONBTRUCTION {x3) DATE SURVEY
AND PLAN OF COARRCTION IDENTIFIGATION NUMBER! COMPLETED
A, BUILDING .
530021 8. WING . 10/14/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
880 US HWY 20 SOUTH
WYOMING RETIREMENT CENTER BASIN, WY 82410
SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (AE)
p(":};';.l& (EACH DEFIC(ENCY MUST 3 PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR L3C TIEN [FYING INFICIMA(ION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 325 Continued From page 11 F 325!
experienced a weight Ioss of 10,3 % in the past
180 days. The RD wrote that a triai of one . vd
supplemental nutrition shake in the afternoon 325 con
would be provided, and the effect on weight would .
be followed. The following concerns were 5) Dietary manager to audit for 11/30/20
identiﬂ%!]: ol s  nelud - compliance and repart results
&, The vital sign report Including weights was varterly to the Quallt
reviewed for the period betweon the RD notes lqua roveT'ne thCo?nmit:ee for
dated 6/24/10 end B/13/10. The fallowing weights mp " !
showad the resident was loging welght during that review and recommendations,
time period: 7/5/10- 212#, 7/11/10- 200.2 &,

.

ET
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D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION (¥5)
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TAG REGULATORY OR LEG (OENT FYIMG INFCRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENGY)
F 325 | Continued From page 12 F 326
this time. '

e. On 10/13/10 at 8:25 AM. the RD was
asked about the resident's weight ioss. The RD
stated he added a shake, would need to check (o
see if the resident was accepting the shakes, and
what impact it had on the resident's weight. At
11:30 AM the RD statod the resident had recently
lost more weight rapidly, and stated, "Something
8ise s guing on." Review of tl rola the RD
wrota that day {10/13/10) showed the resident
had a dramatic weight decine, which increased in
the past week. The note alsp documented that
although the resident lypically refused some
meals, the resident was recenily skipping meals
maore frequently.

f. During an interview-un 10/14/10 at 7:65 AM,
the CDM statad she reviewed weights on 2
monthly basis, and If & significant weight loss was
identified she wauld notily tha nursing sloff and
the RD, She stated she didd not make ahy
additional documentation relabsd wwmimioring
the significant weighi luss for (hig resident, In
addition, when asiked on /14710 at 11:17 AM if
the facliity had & policy on sigsificant weight loss,
the CDM replied, “Not that {'m aware of."

g. During an interview on 1C/14/10 at 8:50
AM, the south unit manager stalad the physician
should have been nolified of the weighl 'oss, but
was nol. The unit manager turihar atated the RD
would communicate with nursing regarding weight
loss via a commurnicaticn form. She also stated
the bath aide had a communicatiun faun to use if
she felt there was & cubiceat with wenghts, Al
10:10 AM, the sculh unit mianager sluted she was
unable to locate any coramunizaticn forms W
nursing from the RO or the ban slde (oF tins
resident,

h. During an addiionial intervisw on 10/1410
at 11:53 AM, the RD stated he did not notify tha

FORM CME-2587[02-20) Previous Veralons Ch ety Ewery 10 Q13811 Faclity ID: WYO038 . ¥ eontinustion sheet Page 1 of 18
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F 325

F 441
S5=E

Continued From page 13

physician of the we'ght loss. The RD stated he
was in the building weekly. Tha RD stated that
about the middie of each month the COM would
review welights, and than roview tha weights with
him, He stated, "You caught me yesterday before
we had a chance tu ¢u that," Whean askad about
monitoring since tha weight loss was identified,
the RD stated thers "was a lack of notes, maybe.”
He statod the resident had Dean dizcussrd but
no documentation was made.

483,65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and mizintain an
Infection Coniral Progeam designed to provide a
sale, sanitary and conriortabia enviromant and
to help prevent the developinent and transmission
of disease and infeciion,

(8) Infection Control Prograrm

“The facllity must eslabiien & wduliosn Canteol
Program under which it - :
(1) Investigates, conimls, and pravents infections
In the facility,

(2) Decides what procedures, such g5 isolation,
should be applied to an indiviaual rasent; and
(3} Malntains & record of incidents and corrective
gctions related o infuctions.

{b) Pravanting Spread of infaction

(1) When the Infectlon Centrol Program
determines thal & rasident feeds isvlation to
prevent the spread ¢! infection, e facility st
isolate the resident.

(2) The facllity must prohibit erapicy s with a

| communicable disease or infected skin lasions
from direct cortact with residents or their food, if
diract contact will transmil the disensy,

(3) The facility must requlie swill 1o wash their

F 325

F 441
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F 441 | Continusd From page 14 F 441
hands after each direct resident contact for which Fa41
hand washing is inclicated by accepted
professional practice,
The facHlty will ensure that staff
(c) Linens follows the accepted standards of
Personnel must handle, store, process and practice in regard to hand
transpart finens so as to prevent the spread of washing and Infection control
Infect_ion. practice.
This will be accomplished by:
This REQUIREMENT is not met as evidenced la) Nurstng staff will be in- 11/30/20}C
by: - T serviced regarding the facility’s
Based on observation, stalf intarview, madical ‘hand washing pollcy.
record review, and review of policies and
-proceduras, the facility failed to snsure wtaff .
followed the accepted standards of practice in b) Nursing steff will be In- 11/30/20§C
regard to handwashing and infection cantrol serviced regarding the facllity’s
practices for 2 of 12 sampla resdents (13, #40). policy on proper perineal care -
The findings ware: | and hand washing related to
1. Raview of the medicat reorz for resident #18 perineal care.
revealed s/he was on contact Isolation )
precautions for MRSE (Methizillin Reslstant c) Infection control nurse to audit 11/30/20}¢
Staphylococeus Epidermidis) in the uiine, for compliance and report results
Observation on 10/12/10 at 220 AM showed quarterly to the Quallty
CMA provided perineai care for the resident who Improvement Committee.
had been incontinent of uring, The observation
showad tha CNA did not remove her gioves or o
wash her hands after providing tre perloeal oare 2a) The condition of resident #40 11/30/20}(
and prior Lo continuing to vare far the rasidant. was treated and has been
Ohservation showed the CNA touched the resolved.
residents's skin, clothing, bedaing, and the
mechanical ift with sotled gloves used tu perform
incontinence care. Review of the faciity's policy
on perineal care datsd Algust 2008 shiowed
instructions to remuve gloves and discard into
designated containgr. Reviaw of e faciity policy
on handwashing, dates April 204C, shuwed
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F 441 | Continued From page 15 F 441
instructions to wash hands before and after
asslsting a residen! with persanal care. F441 cont'd
During this same observatior:. the SNA
removed her gloves after completing care for
resident #18, but did not wash her hands priar to 2b) CN responsible for arror was 11/30/20[LC
caring for the resident's roomate who also glven written counsel on
required perineal care und assistencs back te a 11/8/2010. Medlcal director
recliner. .
Interview with the CNA ol 18/42/10 5 0:50 ’%‘"e""ed medicatlon efror on
AM revealed she was unaware of the reason 10/28/2010.
resident #18 was on contact precautions but
thought It was bacause of a urinary infection. She 2a) Incident report was filed
 sald she did not know why there were solation regarding resident #14 with a 11/30110#c
gowns outslde the resident's room and had never new order from MD to continue
used one to care for the resident. interview with doing PPDs annualt
the infection control coordinatar on 10/13/10 at 8 V-
11:30 AM revealed all CNAs were eoucated on .
contact isolation precautions and how to care for c) A procedure will be developed 11/30/20¢C
this resident. regarding clarifying and
. ) communlcating MD orders.
Refer to Federal citatius F&0z 167 deiaie
regerding the facility's faiture to obtain & Lrine carui . Hl
culture as ordered by the physician far resident d) Nur:ses will be In-serviced 11/30/200t
#18. The failure resulted n treating an MRSE regi_"d_'"g pracedures ff)l‘
infection with an antibiofic that was not the clarifying and communicating MD
antiblotic of choice fur saven Jays. orders. :
fzéﬁfgitglgéglaﬁjgf de;f“'; ':ﬁjﬁf;‘;ﬁgfg facility's 8) Unit coordInators to audit for 11/30/20j
(A= 11 : IF
resident #40, which resulted In the resident compliance and report results
receiving two antibiotics, quarterly to the Quality
F 502 | 483.75())(1) PROVIDE/OBTAIN LABORATORY 562+ Improvement Committee.
gs=D | SVC-QUALITYTIMELY ,
The facility must provids or obiain @ooratosy
services to meet the naeds of it resinen. The
facillty is reaponsitle tor the guelity and dmeliness
of the servlcas,
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technician said sha was ready to go home and
sha would not work on the weekenrd which would
have been reyuired in créen (o parfurm the
culture. Tha Interview further raveetod the facility
did not have enough slafi w grivie the spacimen to
another area laboratory, Therufore, the lest wes
delayed until ten days alter the completion of the
seven day treatment with Cipra. interview with the
Infaction contral caordinetor & this sarne time
revealed when the cullure was parformad it
showed MRSE {Methicillia Reslstant
Staphylococcus Epidermidis; in the unng, 3he
further slated Cipro was the ot the drug of

compliance and report results
quarterly to the Quallty
{mpravement Commlttee,

: sy VIDER' ORRECTION (X8)
(X4) 1D SUMMAR'Y STATEMENT OF DGFICIERGIES ID PROVIDER'S PLAN OF COR o
| vy E PREGCENDED /Y FULL EREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLET!
P?ﬁé"‘ AESETADT%FR(&%I;I'-.C‘Lsgkfr?gh?r-r‘r TP IR GHMATION) ?Aa CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENCY)
F 602 | Continued From page 16 F 602
. N . F502

This REQUIREMENT ig not met as evidenced
by: L .
Based on staff interview, medical record review The facility will ensure that
and review of the facility's laboratory agreement, laboratory tests are performed as
the facility failed to ansure a iaboratory test was ordered by the physiclan.
performed as ardered by the physician for 1 of 12 This will be accomplished by:
sample residents (#18). The findings were:
Review of the medioal recard for resident #18 1) Resident #18 was put on the 11/30/200¢
showed an untimed facsimile physiclan's appropriate antibiotic and the
response, dated 3/3/10, with instructions for a infection has resolved.
urine aulture and then 1o start Clpro for saven
days because of & urinary tract tnfecticn. Tha 2) Nursing staff will be In- 11/30/20p_'
following concerns wers lder\n-uﬂe_d.. serviced regarding the

a. Review of the Br7/10 physicians progress iate stens to take for
notes shawed the 8/5/10 orner for the ring appropriate steps
cuilure and sensltivity was cancelied ecause the suspected UTI,
Cipro was started prior ta abtaining the unine .
pulture, Interview with the resicent's 3) The facllity has changed lab 11/30/2041
:f;?gg:;&ilmnﬂry THG”’LOH 1071317 ?’SIL 1 :‘\“fwt providers to ensure laboratory

vealad the reascn tha Liing sample was

obtained prior to the adrnin stration of the Cipro test a";pe'f"'me'j when
was because it was ordeied on @ Friday &t 4 PM ordered.
{9/3110). When the facility callec the [aboralory to
infarm them of the required tast, the laboratory 4] Unlt coordinators to audit for 11/30/2014
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' DEFICIENCY)
F 502 .Contlnue‘d From page 17 F 02
choice to treat MRSE. She said Tetracycling was
tha drug of choice. The resident requirad the
implementation of contact isolatitn as a result of
the MRSE. ,
b. Revlew of the facllity's professionat
services contract willi Ine laboratory showed “The
Cantractor will pramptly and reasonably furnish
laboratory ... services on an buipatient hasis for
Agency residents.”
c. Raview of physizian's arars showend the
facsimile instructions wera not transcrined as
orders until 3115 AM on 944110, the day after the
instructions wera raceiva .
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STATEMENT OF ISOLATED DEFICIENCIES WHICH CAUSE FROVIDER # MULTIPLE CONSTRUCTION DATE SURVEY
NO HARM WITH ONLY A POTENTIAL FOR MINIMAL HARM A, BUILDING COMPLETE:
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PREFIX

TAG SUMMARY STATEMENT OF DEFICIENCIES

F 283 483.20(1)(1)&(2) ANTICIPATE DISCHARGE: RECAP STAY/FINAL STATUS

When the facility anticipates discharge a resident must have a discharge summary that includes a
recapitulation of the resident's stay; and a final summary of the residents status to include items in paragraph
{(b)}2) of this section, at the time of the discharge that is available for release to authorized persons and
agencies, with the consent of the resident or legal representative

This REQUIREMENT is not met as evidenced by:
Based on medical record review and staff interview, the facility failed to complete a discharge summary

including a recapitulation of stay for I of 1 resident (#56) whose closed record required a discharge summary.
The findings were;

Review of a closed medical record showed resident #56 was transferred to another healthcare facility on
6/23/10. Further review showed the transfer was anticipated However, there lacked a recapitulation of stay.
On 10/14/10 at 10:30 AM, the surveyor gave the record to the medical records manager and south unit
manager and asked if they could locate the recapitulation of stay. At 10:35 PM, the south unit manager
brought the surveyor a note from the physician However, the note was not a recapitulation of stay. She stated
they were unable to locate the required recapitulation of this residents stay.

Any deficiency statement ending with an asterisk(*) denotes a deficiency which the institution may be excused from cotrecting providing it is determined that other safeguards provide sufficient
protection to the patients. (See instructions.) Except for nursing homes the findings stated above are disclosable90 days following the date of survey whether or not a plan of correction is provided
Far nursing homes the above findings and plans of eorrection ave disclosablel4 days following the date these docwments are made available to the Facility If deficiencies are cited, an approved plan of’

The above isolated defiviencies pose no actual harm to the residents
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