Nov, 26. 2012 1:58PM  weston co health RECEIVED No. 0125 P 4

oo WY Dant of Haclin )

DEPARTMENT OF HEALTH AND HUMAN SERVICES ) F RE‘J&&'ALEE’J,%?’E‘S
CENTERS FOR MEDIGARE & MEDICAID SERVICES NOV 2 6 2017 OMB NO. 0938-0301
T STATEMENT OF DEFICIENCIES {21} PROVIDER/SURPLIERICLIA ?(2} TIErL ONSTRUCTION (#43) DATE SURVEY

AND PLAN QF GORRECTION IDENTIFIGATION NUMBER: 18 e -i n:mg & Licensing COMPLEED
oned Susvoys
, | BWING
§35023 4 s 11063012012
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, zir t'ODE
_— 1124 WASHINGTON BLVED
WESTON COUNTY HEALTH SERVICES
NBWCASTLE, WY 82701
4D | SUMMARY SYATEMENT OF DEFIC/ENCIES bW PROMIDER'S PLAN OF CORRECTION )
PREFIX ' (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL i PREFiX {EACH CORRECTIVE AZTIGN SHOULD BE COMPLETION
86 REGULATORY OR LEC IDENTIEYING INFORNATION) : TAG QROSBS-REFERENCED TO THE APFROPRIATE DATE
( 5 DEFICIENGY)
i [l
F 000

INITIAL COMMENTS F 009!

. The following common abbreviations are used |
| throughout this decument;

"CNA  Certified Nurse Ade f
DON  Direotor of Nursing
MDS  Minlmum Data Set ;

' Less commanty used abbreviations will be
anrotated in each deficiency when used.
F 170 483.10{)}1) RIGHT TO. PRIVACY - F170

 will i i :
SS=E SEND/RECEIVE UNGPENED MAIL WCHS will provide unopened mail to the ‘9‘-1‘5\\& _

residents every day the meil is delivered
from the US postal zerviee, including
Satwrday, This will be agcotnplished by:

i Tha resident has the right o privacy in written
i communications, including the right to send and
* prompfly receive mail thad is unopenad,

A)  Activities staff will go to the hospital
; : daily to pick up all mail and deliver it
! to regidents at the Manor.
" . . i B) ' Activities Director wi icat
' This REQUIREMENT ia not mat as evidenced ) to hlospital s;:i;;:dw;i;?tﬂ?:ﬂ? ¢

: by: i th i

t each Saturd b

| Based on resident, staff and United Slates Postat [ ebeach Sabircay o mail will be

: Bervioe (USPSE) interviews, the facility failed to C) Activities Director will monitor
ansurg mill wits delivered to residents on fi 1
Saturday. The findings were: compliance and report to QI monthly.

i Confidential interview with 12 residents on

1 10/28/12 at 1 PM revoaled resldents did not
receive mall on Saturday. The majority atso i
stated they were. In favor of réceiving Saturday
mail, Interview with the activities director on
:10720/12 at 10:30 AM verified mail was not

i delivered to residents on Saturday. She afso
 statad mait was delivered throughout the

: community Including the hospital businsss office
» on Saturday; however, hogpital staff was unable
to sort and deliver the mail because the business |
off‘ice was closed on Saturday. Interview with

LABORA’I‘ORY l)[?_ﬁﬁﬁﬁ PROVIDERSUBFRLIER REPRESENTATlVE‘S SIGNA" URE TITLE (XE) DATE
o

AerN Aoty ) 23))s-

Any defleleney 3!&@&%( sading with.an asterisk (%) denotes a defolency whisli the institytion mey bia exuu:ed from Qortanting provicing It is determinad that
alher safeguards proHde sufficlent protection to the patlents. (See instructions,) Except Tor muinting hiymes, the findings stated abidve are disclesable 90 days
fallawing the date of survey whether or not & filan df corraction ls provickid, Ror mursihg homes, the above findings and plans of corraction are disclosable {4
days following thé date these desiitients are made-availabla to Ihe faciity, If deflelencles are r:lted an approved plan of coirection Is raquisite fo continued
progiam participation,
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§5=0 * AFTER SIGNIFICANT CHANGE

A facility must conduct & comprehsensive
asseastment of a reaident within 14 days after the
facility determines, or should have determined,
that thare hags been a sfgnificant change in the
residant's physieal or mental condition. (For

i purpose of this saclion, a sighificant charge

i means a majot declie of improvement in the
rasident's stafus that will not normally ressalve
itself without furttier- intervention by steif arby

| implementing standard diseage-rglatad clinleal
mterventlur]s that has an impact or more than

; ohe area of the resident's health statysg, and

j reduires intardisciplinary review or ravision of the
care plan, or both.}

This REQUIREMENT ia not met as avidanaed
by:

Based on medleal record review and staff
interview, the facllity failed to complete a

: in 2 'or more areas for | of 2 sample residents
: (#30) who needed such an assezsment. The
*findings were;

Review of tha 7/10/12 significant change MDS
assessment and 10/10/12 quartery MDS

, assessment for resident #30 showed the
following concems:

a, Review of the 7/10/12 significunt change

sigmf isant change assessment following a declme

F 274;

WCHS will conduct a.comprehensive
assessment of rasident #30 and all residents
within 14 days after detarmialng a significant
change In a resident’s conditian that will not
normally resolve itself without further
intervention by staff, This will he
acecomplished by:

A) MDE Coordinator and Soclal Worker will
educate staff about what criteria must be
present 16 Warrant a significant change in
condition MDS,

B} Nurses will report rasidents with
significant changes to the MDS Coordinator
wha will present the case to the IDT for
further review,

€) 17D will monitor for compliance and report
to Ql

4o ! SLMMARY STATEMENT OF DEFIOIENGIES w1 PROVIDER'S PLAN OF GORRECTION P
PREFIX (EACH DEFIQIENGY MUST BE PREGEDED BY FULL PREFIX {£ACH CORREGTIVE AGTION SHOULD BE ' COMPLETION
TAG | REGULATORY OR LSC IDENTIFYNG INFORMATION) TAG CROSS-REFERENCED TO THEARPROPRIATE |, DATE
| DBFIGIENGY) :
F170 Continued From page 1 i =170
USPS employee #1 on 10/29/12 at 1,06 PM
confirmed the post offtce delivered mall to the -
hospital sach Saturday. : .
F 274 - 483.20(p)(2)(i) COMPREHENSIVE ABSHESS :

mlm]\:J

MDB assassment showed the resident completed :

L
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F 274 Continued From paga 2

i sectian C for cognitive paiterns with a score of

[5/15. Review of the 10/10/12 uarterly MDS

. assessmant showed for cognitive patterns, the

- resident was not interviewable, Further, his/har

“ cognitive: skills were scored 2; toderataty

 Impairsd with poor decislons and supervision

, requirad.

i b. Review of the 7/10/12 MDS asseasment

| showed in section D for moed, ths resident hag

' mild depression-with e arza showing symptoms!

{ of fealing down, depressed or hopeless for at

| lemst half the days during the look-back period,

! Reviaw of the 1010112 assessment for mood
showed the resident had majer depressive
syndrome, Five items within the assessment were
Identified ata frequency of half or mare days !
during Lhe luok-hack period. The areas includad
little interest in deing things, feeling down, ;

" depressed or hopeless, sleeping oo macl or !

" problems falling aslesp, feeling tirad and trouble |
concentrating.

6. Review of the 7/10/12 assessment showed |

section E for behaviors was coded as “worsa," |
The 10/10/12 ansesament again showed his/har

+ behavior was coded 4s "worse.” ;

d.'Review of the 7/10/12 assessment, section |

G for functional status, showed the resident was
coted 2; requiring limited assistance for eating,
The 10/10M2 assessment showed s/he was
coded 3 needing extensive assistance for eating,

1
i

interview with the MDS coordinator on 10/30/172
at 8:30 AM showed she had theught since thare
had been a significant change completed tn July
. 2012, anather significant change would not have
, o be avcamplished,
F 282 | 483,20(k)3)(I) SERVICES BY QUALIFIED
8=l PERSONS/PER CARE PLAN

k2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
A BUILDING GOMPLETEL
B. WING
10/30/2012
STREET ADDRBRS, CITY, STATE; ZIP GORE
T2 WASHINGTON BLVE
NEWGASTLE, WY B2701
I PROVIDER'S PLAN OF CORRECTION )
PREFIA . (EACH CORRECTIVE ACTIOMN SHOULD BE GOMPILETION
™ GROSS-REFERENGED TO THE APPROPRIAYH QATE
) LEFIGIENCY)
|
F 274)
iE
z
; ‘
! ‘
! :
i
|
|
|
| ,
F 282 ‘ :
i
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]

F 282 i Continued Frorm pags 3

The services provided or arranged by the facility
must ba provided by gualified persons in
- accordance with each resldent's written plan of
.care.

This REQUIREMENT {s not met as avidencad

by

i Based oh observation, medical record raview

! and steff interview, the faciitty failed to follow the

- written plan of oore for 1 of 12 sample residants
(#36). Fhe findings were:;

Dbservation on 10/28/12 at 8:56 AM showed

- resident #36 was sitting in histhar wheelchair
- (wic) without a seat cushion. Review of the
i residents care plan dated 7/3(12 showed s/he
i wag at risk for skin breaKdewn.and waz-to have a
{ Roho Cushioh (pressure reiteving devics) on tha
I'seat of the wic, Continued random chaorvatians
i untit 1:35 PM (4 hours 40 minutes) that same day
{ showed the cushion was nat in place wiille the
i resident remained sitting In the wrc. Interview with
r GNAH at that time verified the resident was ta
"have g cushion, but it was unavailable because It
. had been takeh Lo be cleaned sorpetime during
"the night shik,

F 309 | 483,25 PROVIDE CARE/SERVICES FOR

§8=D . HIGHEST WELL BEING i
' Each resldent must receiva and e faciliy must
; provide the necessary care and services fo attain
} or maintain the highest practicatile physlcal,
i mental, and psychosocial well-being, in
i accordance with the gomprehensive assossment X
| and pian of care.

WCHS will follow the written plan of
care for each residant. This will be

i

F 282
S
B)
9

i
D)

F 3og!

accomplished by:

Resident #36 will have a
RQHO seat cushion in her
wheelchair when she is using
the wheelchalr.

The charge hurse will
observe that residents who
have a nead for wheelchair
cushiong are seated on the
approprlate cushion, If not,
charge nurse will educate
staif and enforce compliance
Directer will edycate staff of
the reason for uslhg
whealchalr cushions and for
following care plans,

Director will monitor
compliance apd report to QL.

g -
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F 309 ! Gontihued From page 4 ,F‘SDBF Emch resident will recelva the f
. . [ necessary cars and services to altain | 1] "ﬂ\:L-
. : or malntaln the highest practicable
This REQUIREMENT s not met as evidenced physical, mental, and psychosocial
by: well-being, in accordance with the
Based on inedical record review ang staff plan of care.  This wil be
: Interview, the facilily failed to monitor the howal accomplished by:
t elimination pattern of 2 of 8 sample residenta (#3, A) Resident #3 and resident
| $36) o prevent constipation, #36 and all residents will be
' monitored for bowel
b Ravij@w of the bowe! slimination dor:.umrlamation i alimination.
; Showed regldent #36 did net have a howe =
 mavarmant from 10/2/12 through 10/9/12 (8 days) : ) Qgcﬁn"ﬁtr:; vernents will be
tand 10118712 through 10/25/12 {7 days). Review . )
. of the quarterly MBS nurses' notes dated 10/1/12 €} Deviations from the
! showed the resident had a history of constipation residant’s nortm will be
t and recelved Miralax and docusate dalfly, Further, | addressed by the charge
| the resident had severe cognitive impairment with | nurse and documentad in
! a brief interview for mental status score of thras. the medical record
| Review of tha nurses' nates for 70/2/12 through D) Diractor will educate staff of
11014712 did not show the staff was aware the proper protocol for
| resident did not have a bawel movemant or was ddressing eliminati
! assessed for constipation. addressing elimination
needsfvariances,
2. Review of the bowel sliminativn record for E) Director wil monitor
resident #3 showed a/be didd not have a bowel compliance of the above
movemeant from $/30M2 through 10/5/12 (B days), . bracedures and address
' o ) | compliance Issues
3. Inferview with the adminlstrator o 10/28712 at . immedlately and report
5:10 PM acknowledged the resident's bowel i monthly to OA committ
mavemants needed to be recotded and ’ Y e
monitored by the nursing staff. ; :
F 312 | 482.28(a)(3) ADL CARE PROVIDED FOR i F3i2.
s8=n | DEPENDENT RESIDENTS i
Aresident who is unable to carry out gctivities of |
daily living receives the necessary servises fo i
malntain goad nutrition, grooming, and personat |
tand oral hygiene. '
| |

FEIRM CMS-2567(02-09) Previous Versiona Obaolate

Event 1D! WwWZB1

Facility 1D: WYowaq
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F 312 { Gontinued From page 5 [ Fat2i
! i ~ WCHS will provide appropriate .
' ; incontinence care for each
; { incontinent resldent. This will be ‘A)}Sj*:’*
This REQUIREMENT is not met as evidenceg ] accomplished by:
bg;s d on ab tion, rmedical record raview | Al Restdant 1 and
ed on observa vedical record revie | . ; .
g . Ve N i ntihent ts will b
st e, 10 Gty o 0 ool
appropriata incontinence care for 1 of & residents ; , )
(#1) observed requiring such care, The findiigs posterior after avery
were: tolieting episode.
! . . .‘ B} DON will educate staff about
Review of the 911212 guarterly MDS assessment g proper pracedure for
for resident #1showed s/he was totally dependent i perinea care.
on staff for toilet use. Qbservatlon on 10/28/12 at ! €} Director will monitor
4:35 PM showad the resident was incontinent of : compliance of the above
urine and stool. CMA#2 cleansed the resident’s d d add
posterior parineum at that time, but did not clean : procatLires and address
hisfher anlerior perineum. 'The CNA stated at that ; F'Jmpl!?nce Issues
time sha did not cleanse the resident's anterior : immediately and report
perinaum because the resident did not like to ba monthly to Q) commitiee
“gloaned in the front, ;
. Interviaw with the DON e 10/20/12 at 2:60 PM
- acknowledged the resident’s entire perineum ' :
- area needed to. be cleansed, i !
F 371 483.35(i) FOOD PROGURE, B Tk
§8=E | STORE/FREPARE/SERVE - SANITARY j {
The facility must - 3
(1) Procure food from scurces appraved or
considered setlsfactory by Federal, Stats or local
authorities: and
{2) Btore, prepare, distribute and serve food ‘ '
under sanitary conditions ! ;
i | .
FORM CM3-2567(02:99) Pravious Yorsjong Dhsolate Eyenl ID:WWIR1 1 Faclity 1ID: WYODs4 If continuation shaet Pags 6of 12
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F 371" Continued From page 8

This REQUIREMENT s not met as avidenced !
by: i
Bazed on ohservation and staif interview, the: |
facilily failed to follow proper thawing procadures
- for 12 of 12 llquid nuiritional supplemeants. In i
! addition, the facility failed fo fallow the 2009 Food [
i Code with respect to animals in 1 of 2 facility
i dining areas. The findings were;

; 1. Observation of the special care unit (SCU) on
; 10/29/M2 from 1 PM to 3 PM revealed 12 .
 nutritional supplemental milk shakes sitting on the !
 colinter next to the reftigerator. The shakes were
{ ohly partially frozen. During an interview on ;
C10/30112 at 10:10 AM, CNA#4 stated nudrifonal
" shakes wers routinely removed from the SCU
freozer and allowed to thaw on the counter that !
- samea day, Review of the individua! cartons :
revealed the following statement; "Stare frozen.
Thaw &t or below 40 degrees, Use thawed ;
product within 14 days. Keep refrigerated”. During |
| @n imtarviow with the distary manager on 10/2¢/12
| at 2:10 PM, she statad that stsiff wers required to
i thaw Mighty Shales complately in the 3
i refrigerator, and nof thaw to raorm alr. She further
! stated that the procedure used by staff in the |
' secure unit to thaw Mighty Shakas otitside of tha |
" refiigerator (on the counter to room air) was
unacceptabile.

2. Observation of the evening meal in the SCU on
10/30M12 at 5:4B PM revaalad a cat sitting under &
 resident's chair white the resident was sating.

. Further observalion revealed another resident at
4 different table threw a small pisce of food onto
the floor. The cat immediataly walked over to the

 discarded food and began to sat it. GNA #4

F a7

!
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F 371 | - S o
| Continued From page 6 | F 371 The facility will store, prepare,
This REQUIREMENT Is not met as evidenced . distribute and serve food under
by: | sanitary conditions. This will be
i

Aased on ohservation and staff interview, the
Tacility failed ta follow proper thawing procedures |
for 12 of 12 liquid nubritional supplements. In

accomplished by:
A) Liquid nutritional supplements

addition, the facilly falled to follow the 2008 Food | and all frozen foods will be
Code with respect to animals In 1 of 2 facllity : thawed in the refrigerator.

Idining areas. The findings were; | B) The cat that lives in the SCU

1. Observation of the special care unit (SCU) on W_ll! be kept away from the

1 10/20112 from 1 PM to 3 PM revealed 12 j _ dining area. .

» hutritional supplemental milk shakes sitting on the : C) Dietary manager will educate

s counter next to the r?;rlglerator. The shakes were ; dietary and nursing staff about
only partially frozen. Durlng an interview on : .

] 101%&’12 aty10:1 0 AM, GNA #4 stated nutriianal { proper tbawmg processes

! shakes were routinely removed from tha SCU D) DON will educate nursing staff

* freezer and silowed to thaw on the counter that ! : about keeping pets out of

 same day. Review of the Individual Scarto?s : : dining and food prep areas.

. revealed tha following statement: "Store frozen. ! : , , .

- Thaw at or below 40 degrees. Use thawed . B) Dietary staff will monitor

- product within 14 days. Keep refrigerated”, During : thawing procedures fmd

[ an interview with the dietary manager on 10/28/12 address compliance issues

; at 2:10 PM, she stated that staff ware required to , immediate and report monthly

i thaw Mighty Shakes completaly in the ! to0 OI oo

| retrigerator, and not thaw to room alr. She further o QI committes .

| stated that the procedure used by staffin the i F) DON will monitor compliance

i secure unit to thaw Mighty Shakes outside of the - 1 and report monthly to QL

| refrigerator (on the counter to room air) was

« unacceptable. i

' 2. Observation of he avening rmeal in the SCU on
10/30/12 at 5:48 PM revealsd a cat sitting under a

' resident's chair while the resident was eating,

- Further observation revealed another resident at
a different tabla threw a small plece.of food onto !

_the floor. The cat immediately walked over to the | L

discarded food and began to eat it, CNA#4 | |

‘ ! ;
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F 371" Continuad From page 7 Fa7ii
' !

i noticed the cat eatting the food and Immadiataly
remaoved the cat from the dining area and placad -
iin 5 secured loation, nterview with the CNA at
the time ravealsd the cai usually stays out of the
dining area when residents eat, |

According fe Food Code 2004 U.S, Punlic Hesith
| Service §-301.116 (B) Live animals may be
| allowed in the fallowing sifuations it the
- contamination of food can not result: (4) pets in
the common dining areas of institutions! carg
faciities such as nursing homes, assisted living
facilities, group homes at times other than during
meals,
F 428 483,60(c) DRUG REGIMEN REVIEW, REPQRT
58=D  |RREGULAR, ACT ON

F 428 The pharmarist will report any irregularities

if the drug regiman to the aitending ] 6‘\] -
physiclan, and DON, Appropriate parson will ]\3——
act upon any reported irregularities, Thiswil |
he accomplished by:

A) Resident #15 and all regidents who
use albuterel nebulizer treatments
will have a speciflc dose written
with the albuterol order,

B} Pharmaclst will monitor albutersl
and all medication for specifled
doses ahd report any absence of

{ i dosage to the attending physician  «
! ; : for further dosage information. ;
| This REQUIREMENT Iz rrot met as eviderced | €) Nurses will mnl?ltor for complianca
by: ‘ and report to Fhrector.
Based on observation, medical record review P} DON will monitor compllancs of
and staff interview, the facility failed to repota the ab.ove pfccedures anq a ;iress
| medication iregularity for | of 14 res(dents (#15) | compliance issues 'mm“’d'“t'f y and
Obsﬂt]’ved durlng random medicaﬁon paﬁg‘as' The E I'epmt mDﬂthlV to QA commltiesa
findings were! i’
!
i

The drug regimen of each regident must be
raviewad at least once a manth by a licensed |
pharmagist. |

i The pharmaolst must report any irregularities to
the attending physician, and the diractor of
nursing, nd these reports must be acted upon,

i
J

|

| Observation on 10/28/12 at 3 PM showad

FORM CMB-2507(02-95} Pravicus Versions Obsolata Evenl 10 \WWZB14 Faillty {D: WYD034 i eonlinuation shest Paga 8 of 12
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428 ' Contiued From page 8 Fags ,
reglsterad nurse #1 administered albuterol 0.083 ;
percent nebulizer treatment to non-sample ;
resident #15. Review of the 9/25/12 physiclan
arders-and Ottober 2012 MAR for the. residant ;
. showad & dose-for the medication wes not E
; indicated. Further, e physician arders showed !
: the raedication way initially crdered on 3/14/12, ;
| Raview ofthe Nursing 2012 Drug Handboak 5
 showed the albutere] solution for inhalation was !
i available in four different doses; 0.083 percant, =
+ 0.5 percent, 0,042 percent and 0.021 parcent. ;
- Irterview with pharmacist #1 on 10/30/12 at 10;20 ; i
| AM acknowledged the dose for the albulerol i
| neaded to be dlarified, Further, If there were any !
{ iregularifies noted in the medication orders, the :
| Pharmacy should notlfy the physiciar, N .
F 441 | 483.85 INFEGTION CONTROL, PREVENT F 441 The facility will maintaln an infection .
55=D | SPREAD, LINENS control program to provide a safe, ; 3;‘;.\&‘5} Ve
; sanitary and comfortable environrent
{ The facility must estabiish and maintain an and to help prevent the development and
| Infection Conirol Program designed to provide a transmission of disense and infectign,
! safe, sanilary and comfortable environmant and This will accomplishad Ly
| W help prevent the develapment and transmission , A) Resident # 30 and all residents will b
; of disease and infection. given complete perineum care per facliity
! procedure to include the CNAs washing
(a) Infection Cantrof Program hands after removing gloves, ‘
+ The faaility must estatlish an Infection Centrel B} The Infecton Control Nurse will i
! Program under which it - , educats all staff on facility policy and ;
: (1) Investigates, controls, and prevents infections procedure for hand washing aftar
In the facjlity; removing gloves
(2) Devides what procadures, such aw lsolation, €) DON will provide 8 menthly QU tool to
should be applied to an individual resident: and the charge nurses.
(3) Maintains a record of incidents and corrective - D) Charge nurse will randomly observe
actions relatsd to infections. : incontinancs care and record on the
' quality monitoring tool.
{b) Preventing Spread of Infaction , E) Results will be reported to | monthly
(1) When the infection Conlral Program : by DON
defermines that a resident needs Isolation to | |
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(£) The facility must prohibit employess with a
communicable disease or Infected skin lasions

- from direct contact with residents or their food, If -

"direct contact will fransmit the dissase,

- (3) The facility must reguira staff to wash thely
frands after each direct resident contaot for which -
hand washing is indicated hy accapiet ;
professional practice,

{c) Linens

Personnel must handle, store, process and

transport linens so #s to prevent the spread of
i infection,

| g‘his REQUIREMENT is not met as evidenced

i by

. Based on observation, staff interview and review

: of the facility's policy and pragedures, the. facility
falled to ensure. staff followed appropriate

Hinfaction control practices during 2 random

| observations. The findings wers: '

i 1. Observation on 10/28/12 at 8:45 AM showad ‘
| sample resident #30 was transfarred from Hisfner
i chair to the bathroom tojlet. CNA#1 remioved the |
| residant's incontinensa pad with-gloved hands
» and cotnpleted perineurn care. The CNA then
remaved her gloves and donnad & second palf of
gloves without fitst washing her hands, She
continued to assist the resldent with oral care.

~ 2. Observation on 10/28/12 at 2:30 PM showed
 CNA#3 passed water to residents in ropms #,
#2 and #16 with gloved hands, After taking the

(%0 SUMMARY STATEMENT OF DERIGIENCIES , D ! PROVIDER'S PLAN OF CORRECTION 1X8)
PREFIX (EACH DEFIGIENCY MUST BE FRIECEDED BY FUL, ! PREFIX (EACH CORREDTWE AGTION SHOULD Br GOMPLETIgN
TAG REGULATORY QR LSG IBENTIFYING INFORMATION) TAQ EROES-REFERENCED TO THE APFROPRIATE DATE
; DEFICIENGY)
| o
F 441 Continugd From page 9 F 441!
prevent the spraad of infection, the facility must 2, When passing e water, CNAs will -3\\\9' \\?'
isolate the resjtent, ' !

¢leanse thelr hands after filllng each
water pitchar. This will be accomplished

by:

A) Mand sanitizer will be placed on the

ica cooler cart for CNAs to use.

B8) Infection contral purse will educate
steff about facility policy and procedure
for hand washing/infaction control,

C) DON will pravide a monltoring tool

and monftor randomly .

D} monitoring results will be reported

monthly te Ql,
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! resident's rpomy and went ta e next room. She

j did not change her gioves hatwean resident

! roorns or cleansa her hands. An (nterview with

| the ENA at the time acknowledged gloves should
i be changed betwaen residente and hands
‘cleansad,

: 3, Review of the facility's poficy and procadura for
- hand hygiene dated 8/2008 stated;

! “Decantaminste hands after contact with
+ihanimate ehjects (including madics| aquipment)

i in the vicinily of tha patfent.” Further;

| "Desontaminate hands after romoving gloves.”

4. Inferview with the infeetien control nurae on
- 10/30/12 at 8:20 AM revealed staff should wazh
. their hands after remaving their gloves and
: between rasidents,

i
i

S50 | OF LAB RESULTS

: The facility must promptly notify the attending
. physician of the findings,

This REQUIREMENT is not met g% evidenced

by

Based on medical record review and staff
interview, the facility failed to netify the physician
of 1 of 1 contaminated urlte specimen far sample
resident #14, The findings were; :

: Review of the nurses' notes deted 6/5/12 at 6:45

- PM showed resident #14 stated s/le was not
feeling well. The physician was nclified and he
orderad & urinalysls and chest x-ray. Review of |

J

F 506 | 483.75(12)(I PROMPTLY NOTIFY PHYSICIAN . 505  The facility will promptly notify the attending

(A9) 1) E SUMMARY STATEMENT OF DEFIGIENCIES : In FROVIDER'S PLAN OF CORRECTION D g
PREFIC | {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {BACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROGG-REFERENGED TO THE APPROFRIATE | DATE
: : DEFIGIENCY) I
| | T
441 Continued From page 10 F 441 '
i water pitcher from the residerit's room she filled '
 the pitcher with ice, took the pltehar back into the i

physician of abnormal lab results, This will be
accomplished by:
A} Lab results of resident #3.4 and all
residenta will be reviawed by

: ¢harge nurse
i B) Charge nurse wlll contact gttending :
physician to report abnormal Jab ;
results and request further '
' Instryction.
5 C)  Infection control nurse will educate
; nursing staff of pollclag and
|

procedures related to abnormal lab
rasylts,

B) Infection Control Nurse wiil
monitor for compliance and report
to Q4
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F80% Continued From page 11

!
the notes dated 6/6/12 shawed the urine.was i
collected and the facillty sant the lab results to the |
 physician, The resident was then started on |
i antibiotics, Review of the urinalysis showed a i
| uring euttyre was alse oompleted and results
, were to follow, The following concerns were
; noted:
: & Review of the urine culture, received on
; /8712 by the facility, showed:the urine gpecimen |
| was contaminated, K
b. Further reviaw of the nursas' notes and
| physiatan orders did not show the physician was

- nofified of the contaminated specimen o that ;
!

another urine specimen was optalned.
¢. Interview with the infection control nurse on
10/30/12 =t 8:20 AM revealed another urine ,
- specimen should have been collected after the
* facility was notified the initial specimen was i
! contaminated,

| i

F 508!

)
i
:
i
i
{
i
;
{
!
X
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