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! o ! The facility shall provide housekeeping
| The following common at_abrewatlons areused | and matntenance services necessary to
! throgghnut this dosument: waintain a sanitary, orderly, and
DON-  Director of Nursing comfort;b}lle llinli;eqmr. This will be
[P~ Infection Preventionist accompiished by,
MAR- Medleation Administration Record o
MDS- Miniraum Data Set A. The visible dark cracks in the floor
PRN- As Needed on the West Unit will be repaired.
RN-  Registered Nurse A. The wallpaper in the hallway near
o . room #302 will be repaired.
Less commanly used abbreviations will be A. The wallpaper tears in the
annotated in each ceficiency whers used. " television room across from the
F 253 | 483.15(h){2) HOUSEKEEPING & F 253 North Nursing Station will be
53=F | MAINTENANCE SERVICES repaired.
The faclllty must provide housekeeping and A. The Baseboards by the floor near
maintenance servicss nedessary to maintain a the North Nursing Station has been
sanitary, orderly, and comfortable interior. + replaced '
. . A. The wallpaper tears in room %110
' © will be repaired.
This REQUIREMENT iz not met as evidenced A. The flooring in the bathroom of
| by: . » o room #110 will be repaired
| Based on dbservation and staff Interview, the . A. The flooring in the bathroom of
| facility failed to provide adequate maintenance to room #114 will be repaired
| ensure 3 resident rooms @110, #114, £303), 2 of A The veall " pamed. o |
5 hallways, and 2 of 3 television rooms (South - Lhe wallpaper lears In room #3
Nursing Station, West Nursing Station) were In will be repaired. , ) i
good repar. Tha findings were: B. All residents have the potential to ‘
be affected by the failure to ensure
' During a tour of the facility on 2/27/13 from 8:35 that housekeeping and maintenance 1
AM through 9:10 AM the following issues were services are provided to maintain
identified that had tha potential to affect the sanitary, orderly, and comfortable
facility's ability o clean the rasident environment: Hiterior,
1. It the sacure unit (West Nursing Station) |
television room, 4 separate visiole dark cracks i :
were observed in the floor that dffected a total of i
TITLE (XB) DATE
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Any deficlenay staterment ending with an asterisk (7) denates

a deficlensy which the institution may be excused from cormecting providing itis de

termined that

othes safequards provide sulficient protection to the patients, (See insiructions.) Except for nursing hames, the findings stated above are disclosable 50 days

following the

days following the date these

date of survey whethat or not a pfan of correction is provided. For nursing

nemmes, the above findings and plans of correction are disclosable 14
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1 4. During an cbsarvation in room #110 {naar the

35 tiles.(12 inch by 12 Inch). In the secure unit
circular hallway across from room #2185, 2
separate dark cracks were observed In the floor
that affected & total of 13 tles (12 ingh by 12
Inch). ‘ i

|
f

}

2. During an observation near the North Nursing
Station, in the hallway across from reom #302, &
tear was identified in the wall 1 foot from the floor
and 2 inches across, In the television room
across from the Narth Nursing Statien, an.
observation shawsd small tears In the back wall 3
faet above the floor that maasured 93 inches
acrass.

3. During an obsarvation by the North Nursing
Station before the start of the 400 haliway, 2 walls
gach had & missing baseboard by the floor, Qne
measured 29 inches across, and the other
measured 80 inchas across,

South Nursing Station) by bad A, a 2 inch tear
was noted in the wall. On the walf behind g
recliner by the bed, the observation showed a 20
inch by 1% inch area of multiple tears on the wall,

| Observation in the adjolning bathroom revealed a

i 24 inch by 24 inch brown-stained area on the

1 floar in front of the tollet. To the Jeft of the stained

: area, there were various blackened scrape lings

: 84 inches by 14 inches-across. Durlng an

| obssrvation In room #1414 {near the South

| Nursing Station), 4 vislbly brewn-stalned 12 inch

| by 12 inch tlles were noted in the resident's

| bathroom [n front of the foiiet, During an

| observation in room #303 (near the North Nursing
| Statlon) by bed B, a 8 inch by 1 inch tear on the

| wall at 5 feet in height was noted.
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‘ F 253 Cont,
F 253 | Continued Fror page 1 F 253

F30%

The facility will ensure that pain relief
inferventions are monitored for ;
effectiveness. This will be accomplished !

bY:
A,

Education will be provided to
Nursing, Maintenance, and
Housekeeping staff regarding the
importance of mainteining the
resident’s environment including
reporting cracks in flooting and
tears in the wallpaper. Ongoing
maintenance will be performed to
ensure a sanitary, orderly and
comfortable environment, The
Maintenance Diteotor or designee
will conduct weekly rounds
throughout the Care Center to
observe for areas. in nesd of repair
The Maintenance Director will
aggregate monthly data and report
the results to the Administrator and
Care Center Medica] Director

- monthly and fo the Quality Council
Quarterly. The Quality Council
will have the overall responsibility
to ensure the facility is in
compliance.

Completion Date 4/12/2013 |

All nursing staff will be jnstructed:
to assegs and docnment the
effectiveness of pain medication
following administration to
resident #7 within 2 hours of
medication administration.
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SUMMARY STATEMENT ()F GEFIGIENCIES

Each resldent must receive and the facility must
provide the necessary care and services to attain
or malntain e highest practicable physical,
mental, and psychosocial well-baing, in
accordance with the comprehanslyve assessment
and plan of cara. .

This REQUIREMENT fg not met as evidancad
by:

gased on medival record review, staff intarviaw,
and review of facliity policy, the fagility failed to
ensure pain relisf interventions ware monitored
for effectivensss for 2 of 12 sample residents
identified as experfencing pain (#7, #10). The
finclings were:

1. Review of the medical racord for resident #7
showed diagnosas including colon resection with
colostorny, cancer, paripheral vascular diseuss,
and arthritis. Raview of the 2/7/13 admisslon
MDS assessment showed the resident recelved
PRN pain medicetions, Review of the 2/1/13

- physician orders showed the resident had orders |

for hydrocodane/APAP 5/325, 1-2 pills by mauth

D D PROVIDER'S PLAN OF GORREGTION x5
AREFI (EAGH DEFIGIENCY NUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE AGTION SHOULD BE B
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBB.REFERENGED TO THE APPROPRIATE, DATE
DEFICIENGY)
F 253 | Continued From page 2 2 '
ontinued Fro . I
_ . A, All nursing staff will be instructed
5. During an interview with maintenance staff #1 fo assesy and docm.nmt th.e .
on 2/28/13 at 10 AM, he acknowledged the offeotiveness of pain medication
Issues Identified by the surveyors on tour had the fol%owmg administration to
potential to affect faciiity cleanliness, He stated an resident #10 within 2 hours of
outside contractor was working to remode! medication adwministration
resident rooms. However, he fqrthgr stated the B. All residents have the potential to
:ﬁgg.;yigjgego speclfi plan or tmeline to address be affected by failure to assess and |
, document the effectivene |
F 408 | 483.25 PROVIDE CARE/SERVICES FOR F 303 medication following " OfPam ‘
$8=D | HIGHEST WELL BEING administration.
. €. All nursing staff will be educated

to assesy and document the
effectiveness of pain medication
following administration. Staff
will also be educated on the use of
a new reassessment tool that will

be implemented for asgessing and -
docurmentation of effectiveness
after pain medication
administration. The Nursing
Director will conduct random
monthly andits to ensure nursing
staff assesses, reassesses, and
documents pain medications
appropriately.

. The Nursing Directors will
aggregate the random monthly
audit and report results to the
Administrator and Care Center
Medical Director monthly and to
the Quality Council quarterly.
Quality Counoil will have the
overall responsibility to ensure the

facility is in compliance. ‘
Completion Date 4/13/2013

I
!
I
I
!
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(%4 1D SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION b )
P REFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL " PREFIX ! (EAGH CORREGTIVE ACTION SHOULD BE | GOMALETION
. TAG REGULATORY OR LSS [DENTIFYING INFORMATION) TAG %  CROS6-REFERENCEDTD THEAPPROPRIATE |  DATE
: DEF(CIENCY) |
| |Fa41
F 308 | Continued From page 3 309 :
every 4 hours as nesded for pain. Review of the ool . . 5
February 2013 MAR and progress notes, showed A. All Nursing, Housekeeping, and
the resident received pain medications on 2/2/13, Maintenance staff will be instructed
274113, 2/5113, 216113, 2/8/13, 21913, 2110113, that the West Unit should not be
21118, 2012713, 2113013, 211418, 2120113, used as a pass- through to get to the .
223413, and 2/24/13; however, there was no other units of the Care Center. |
documentation of the effectivenags of the pain Signs will be placed on the exterior ||
medication following administration. of both West doors indicating that
' u
: 2. Review.of the med|cal record for resident #10 ' ;hga\;\:ﬁrfﬁmﬁgtzg;ﬁ: :
showed diagnoses including cerebral vascular Unit will be instruoted 0
accident, arthritls, peripheral neuropathy, At WItl be s 0 od 1o was
gastroesophageal reflux disease, and atonic hends before entering and prior 10
hladder, Review of the 12/25/12 quarterly MDS - leaving any isolated areas at all
assessment showed the resident received PRN, times and during any outbreaks.
and scheduled pain medications, Review of the B. All residents have the potentialto |
2/1/13 physiclan orders showed the resident was be affected by staff using the West |
ordered oxycodone IR Tab 10-30 mg by meuth i : Unit as a pass-through and the
gvety 4 hours as needed for pain. Review of the i failure to wash hands before
! February 2013 MAR and progress notes, showed ! entoring and prior to leaving zny
! the resident recelvad pain medicatlons on 2/1/13, isolated areas containi
212113, 203113, 204113, 2/5/13, 2/B/13, 217113, Isolatec areas CoNAIIIg an
2/8113, 2/013, 2110013, 2111713, 2M2/13, 21313, outbreak. _
2114/13, 2115113, 216113, 2117113, 211813, C. Education will be provided 1o all
2/19/13, 2/20/13, 2124113, 212313, 2/2413, Nursing, Housekeeping and
2/26/13, 2/26/13 and 2/27/13, during this time the Maintenance staff regarding the
resident received 75 doses of oxycodone IR, ‘- need to avoid using West as a pass- ‘
| However, the facllity failed to documnent the through and to perform appropriate |
affectnﬁenass of the pain medication for 28 doses hand hygiens béfore entering and !
(33.33%). prior to leaving any isolated arcas
During an Interview with DON #1 on 2/27/13 at ContAINg an outbreak. The .
1:06 PM, she stated the facillty expectation was Nursing Direstor or designee will
for all PRN medications to be docurnented in the conduct random audits to ensure .
nursing notes after administration to document staff is not using West as a pass-
effectiveness of the mexlication, through and that proper hand
{ hygiene is being performed before -
Reviaw of the Pain Assessment and Management i entering and priof to leaving
. | : .
FORM CMS-2567(02-99) Previous Varsions Obsclate Event 10: 1WRLM Facllily 1D: Wy 0024 If gontinuation sheet Page 4 of 18
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I‘ F 441 Cont. .
F 308 i Continued From page 4 F 309 4 \ Q;l ted mroas duri N
' policy, dated April 2011, showed the resident D ‘;g:lgu 2;‘:“15]}.““11@ C°“F?lm°‘“t-
' should be reassessed following evary pain -~ - : T5Ig Lirestors Wi _
Intarvention and the assessment documented In aggregate the random monthly sudit
the medical recard. : and report results to the
F 441 483.85 INFECTION CONTROL, PREVENT F 441 Adminjstrator and Care Center -
sg=E | SPREAD, LINENS Medjcal Director morthly and to '
‘ the Quality Council quarterly.
The faciiity must estabiish and maintain an Cuality Couneil Willqhave ﬂ?;
Infaction Gontrol Program designed to providea overall responsibility to ensure the
safe, sanitary and comfortable. environment and facility is iu compliance
o halp prevent the development and transmission 1b. phanee.
of disease and infection. , A. All Nursing and Housekeeping staff’
(a) Infaction Control Program | Wﬁrﬁf’mﬁd to read and sign
The facility must estebfish an infection Control . guidelines that wete implemented
Program under which it - . on 2/27/2013 provided by the
(1) Investigates, controle, snd pravents Infectians Wyotning Department of Health for
In the facility; o . confrol of suspeoted outbreak of
(2) Decides what procedures, such as isclation, ! Acute Viral Gastroenteritis. Facility
should be applied to an individual resident; and ' . policy regarding infection
i (3) Maintains a re?ofrd c?f incidents and corrective prevention surveillance and
| actions related to Injections. reporting will be reviewed at the
. ; : Infection Prevention Committe
b) Prevanting Spread of Infection \ mmtee
(o) g=p . meeting on 3/25/13. Language will

{1} When the |\nfection Control Pragram ‘ _ '
determines that & resident needs lsolation to be developed to include in the

pravent the spread of Infaction, the faciity must policy to identify the procedure

isolate the resident. _ when an outhresk has been
(2) The facility must prohib®t employees with 2 identified.
comunicabie disease of infected skin lesions: B. All residents have the potential to
from direct contact with residents or their food, If be affected by the failute to epsure
diract contact will transmit the disease. ctaffi
(3) The facllity must require staff to wash thelr aor 13'*?"":3 of an outbreak and the
' hands after each direct resident contact for which tII;p OPT“E Plfﬂcﬂut}OHS toprevent
i hand washing 's indicatad by accapted e spread of infaction. |
 professlonal practice. { '
i :
{c) Linens _ ' |
Event 1D IWRL11 Facility ID; WY0024 - . |t eontinuation shast Page 5of 13
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F 441 Cont.
F o B
441 Continued From page 5 ahal . All staff will be educated regarding

Personnel must handle, store, process and
transport linets 5o as to prevent the spread of
Infection,

|
' This REQUIREMENT Js not met as evidenced
by: : ‘
Based on abservatlon, staff interview, and review
of policies, procedures, and product labs]

{ information, the facility failed to implement

infaction prevention processes to safeguard the

‘| health of residents and staff. Deficiencles were

evident in the lack of timely and refiable
surveillance activities during an outbreak of acute
gastroanteritis (AGE); lack of appropriate
precautions to prevent the spread of infections
among residefts and staff, failure to practice
acceptable hand hygiens In 1 of 2 wound care
obsarvations and 2 of 2 maal obsarvations, and
fallure to menkor the explration of hand hygiene
praducts on 1 of 4 urits and 2 of 3 housekeeplng
carts, The findings were;

1. Interview with RN #2 while touring the faciity
on 2/25/13 at 2:30 PM revealed residents In the
secure unit wera currently experiencing an
outbreak of AGE; the onsat was stated {o be
;2121713 and 6 of 16 (37%) residents in the secure
 unit reperted naussa, vorniting, andor diartiea.
' The RN further stated the secure unit was
solated” from tha remaindsr of the fadllity and
symptomatic residents were net cohorted or
otherwise restricted from maving throughaut the
! secure unit. Subseguent acbsarvations and
interviews revealed ths following cencerns.

a. Between 2/25/13 and 2/27/13, steff were
randomiy observed to use the maln haliway in the

le.

the procedure to follow when an

outbreak has been identified
including the appropriate

prevention measures to provent the
spread of infection. The Infection
Preventiom Nurse or designee will
perform random monthly audits to-
ensure the appropriate procedure is
followed in the case of an outbreak.
The Infection Prevention Nurse
Directors will aggregate the random
motithly audit and report results to
the Administrator and Care Center

Medieal Director monthly and
the Quality Couneil quarterly.
Quality Couneil will have the

overall responsibility to ensure the

fucility is in compliance.

. All contract staff will be educated
when they pick up their contractor
name badge that the West Unit

should not be used as a pass-

throngh to get to the other upits of

the Care Center. Signs will be

to

placed on the exterior of both West. !
|

doors indicating that the West
should not be used as a pass-

unit

through. Contractors entoring the |
Unit will be instructed to wash
hands before entering and prior to

leaving any isolated areas
containing sn outbreak,

FORM CMS-2567(02-99) Previous Versians Obsolate

Evant [0; 1WRL11

Fadliity tD: WYD024

If ominuation sheet Page 6 of 13



Aor. 2. 2013 11:5484  PYHC 307-754-3176 No. 0660 P 13
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR]E&E?A:A%EF{?R%%PE%
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391

STATEMENT QF DEFICIENCIES %1} PROVIC 7 ' ) DA
STATEMENT OF DEFICENOE X PR o OV LETED
535045 B. WING 02/28/2013
NAME OF PROVIDER OR SUPPLIER TREETADDRESS, GITY, STATE, 2iP CODR ‘ ‘
POWELL VALLEY GARE GENTER 777 AVRNUE H
POWELL, WY 82435
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION s
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX | (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L30 IDENTIFYING INFORMATION) TAG CRosS-REFERESé;Sg ]*ég g\l;!)E APPROPRIATE DATE
. F 441 Cont.
F 441 ‘ Contlnuec!tFrom p:gr‘? Bt ' e F441] B, All residents have the potential to |
secure unit as a ShOTIGUl 10 pass between two be affected by contractors wsing the !
other units (200 hallway and 400 hallway). West Uit as tht |
Further, housekeepers and their caris moved est Linit as & pass- ough and the |
from the secure unit, to include the rooms of failure o wash hands before }
sympiomatio tesidents, to other areas in the enterng and prior fo leaving any |}
long-term care facllity as well as a collocated igolated areas containing an ;
acute care facility. Staff using the securs unitas a putbreak. ‘
pass fhrough shortput on 212513 through 2/27/13 C. Education will be provided toall |
ware not observed to perform hand washing ¢ontractors and the need to avoid |
before entering the unit nor when leaving the i nsing West as a pass-through and to I
"isolated" area containing the AGE cutbreak. i perform appropriate hand hygiene
b. Interview with housekeeper #3 in the | before entering and prior to leavin
| secure uniton 2/27/13 at 10:40 AM revealed he oy Isudaiod § anc. prior ¢ g
i was unaware there was an ongoing outbreak of y Leolated areas cpntau;mg an
| diartheal iness unti informed by facility staff that outbreak. The Nursing Director or
same morning. He further acknowisdged he had - designee will conduct random
not besn instructed to use any special audits to ensure staff is not using
pracautions or envircnmental cleaning pretocols West as & pass-through and that
appropriats for a potential viral gastroenteritis. - proper hand hygiene is being
The housekeeping staff working In the securs unit performed before entering and prior
ware not ohserved to perform hand washing to leaying isolated areas uring
when entering or leaving the aréa, nor was containment i
nousekeeper #3 wearing gloves wher whasrved . . !
on mulinle ocoasions on 2/28/13'and 212613, D. The Nursing Directors will
c On 2/28/13 at 9:35 AM, 10:05 AM, and 1:50 aggregate the random monthly audit
| PM, an outside painting contractor was observed and r?POft results to the ‘
paseing through the secure unit to accass the 400 Administrator and Care Center .
hallway. He was further observed on 2/26/73 st Medical Director monthly andto |
| 10:15 AM to enter several resident rooms on the the Quality Council guatterly. '
- seoure unit, two of which belonged ta Quality Council will bave the
 sympfomatfo residents. Me stated at the 10:15 AM overall responsibility to ensure the
! observation that he was evaluating reorns he was Facility is in compliance
' confracted to paint the following week. The 1d ‘ P ' |
 contractor was not abservad to wash his hands A, All nursing staff will be instreted ‘
{aheéoarreegntermg the sasure urlt, nor when he left % to perform hand washing using soap 1
. 4. Observations on 22513 (svening meal) and water priof o handling resident.
5| and 2/26/13 {noontime meal) revealed diract care . food. The staff will also be
. : | )

FORM CMS-2567(02-08) Provious Versions Obsolete Evanl ID: 1WRL1
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: DEFICIENCY)
. ' F4
F 441 | Continued From page 7 F 441 4&15?1'0&](]}'ttéd to offer and assist the
staff involved with food praparation, setving, and . residents to perform hend hygiene
gating assistance in the secure unit falled to wash prior o eating.
the!r hands with soap and water prior to handling B. All residents have the potential to
resident food, Residents known (o have o affbcted by the stafl's failure to
' experienced hausea, vomiing, andior diarthea , S hy e e handlis
within the previous 5 days ware among those wash their hands priorto Bandinz
Indlviduzls assisted by staff. | food and offer the residents
e. During the 2/25/13 and 2/26/13 meal assistance prior to m_ealtlmas.
observations, none of the 18 residents Ih the C. The Nursing staff will be educated
gacure unit were offered or assisted to wash thedr to perform hand hygiene using s0ap |
hands prior to eating. DON #1 stated in Interview : and water-prior to handling food |
on 2/26/13 at 3:40 PM the facility had previously : and to offer and agsist the residents
| implemented & hand hygiene program for _ ! to perform hand hiygiene priox to
| residents prior to meals, but acknowledged the | ! mesltimes. The Nursing Director

. practice was not presently in use. { - will conduet random audits to

ensure the staff performs haud
hygiene using soap and water prior
to handling resident food and offers

' 9 Infaction surveillance activities weare reviewed
with the P on 2/27/13 baginning at 10:05 AM;
these records revealed the program was

principally based on passive data collection and - and assists the residents to perform -
falled to generate timely information on infeciions ' hend hygiene prior to mealtimes.
or antibjotic traatment, The lack of timely data D. The Nursing Directors will
collaction contributed to the followlng concerns: |, agaregate o random monthly audit

| & Review of employee lliness survalllance and report results o the y au |
data on 2/27/13 and again on 2/28/13 revealzd Administrator and Care Center

the facility had inconsistent and unreliable
procasses for identifylng staf? reporting with
symptoms of AGE during the present outbreak.

Medical Director monthly and to
the Quality Council quarterly. I

On 2/27H3 the [P reported to the survey team : Quality Couneil will have thie

that 4 staff were siok with nausea, vamiting, - : overall responsibility to ensure the
and/or diariea, the last of which was noted on facility is in compliance.

2/10/13, Data reported by DON #1 to a State Te o 1
Epidemiologlst the same day indicated 3 staff A. All nursing staff will be instructed ‘5
reported symptoms of AGE between 2/10/13 and to perform hand washing using soap i
2/25113. However, when "Sick Call Forms" and water prior to handfing tesident
provided by DON #1 on 2/28/13 ware reviewad by food. The staff will also be

o

state surveyors, the review revealed that 7 staff |
members had called in sick with symptoms :

. FORM CMS-2887(02-99) Previous Versions Obsolete Evert 1. WAL Facility 10 WY 0024 If continuation sheet Page 8 of 13
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¢ ad ) F 441 Cont,
441! Continued From pags 8 F 444 instructed to offer and assist the ;

Lgurvelliance techniques were based on data

consistent of nausea, vomiting, and/or diarrhea
betwasn 2/20/13 and 2/25/13.

b, Raview of the medical record for resident
#1 showed the resident was started on an
antibiotic, ciprofloxacin, on 11/30/12 pending the
results of a urine cuiture and sensitivity submitted
the sama day, Laborztory resuits dated 121712
reported Escherichla coll was isolated from ihe
resident's urine specimen and the isolate was
ragistant to clprofioxacin. The resident pontinued .
to received ciprofloxacin until 12/4/12 when
antibictic therapy was changed to an effective
antimicrobial agent. There was no documantation
in tha record to explain the 3 day delay in
assessing the sensitivity report and changing

antiblotics,
a. The |P and DON #1 acknowiedged in -
interview on 2/27/13 at 10:45 AM that purrent

summaries that were one or mora weeks in
ratrospect, The (P further gtated she collectad
culture reports and antimicrbbial data on a
manthly basis to summarize and report fo the
facility QAP program. On 2/28/13 at 11110 AM,
DON #1 acknowledged I interview that data
regarding sick staff was hot actively reported to
the I and, further, information on employes
ilnesses could lapae @ wesk or more in time
before heing reported to the 1P,

1 Observation on-2/27/13 at 10:40 AM stiowed ‘
RN#1 completed wound care to 3 separate gites,
for resident #7. The RN failed to wash her hands
prior to starting the procedura. The RN performed
wound cara and dressing changes to the left
great tos, midline abdominal inglslon, and coscyx
areas. The RN changed gloves as gha completed

| each of the three sitss, but did not wash har |

residents to perform hand hygiens
prior fo cating.
B. All residents have the potential to
ho affected by the staff's failure to
wash their hands prior to bandling
food and offer the residents
~ assistance prior to mealtimes.
!, The Nutsing staff will be educated
to perfora hand hygiene vsing soap
and water priot to handling food
and to offer and assist the residents
to perform hand hygiene prior fo
smealtitnes, The Nursing Inrector
will conduct random audits to
ensure the staff performs hand
hygione using soap and water prior
to handling resident food and offers |
and assists the residents o perform
hand hygiene prior to mealtimes. |
D. The Nursing Directors will §
aggregate the random monthly audit |
and report results to the
Aduministrator and Care Center
Medical Ditector monthly and to
the Quality. Council quarterly.
Quality Council will have the
overall respousibility to ensure the
Facility is in compliance.
2a '
A. The Infection Prevention Nurse is
. attending Care Center rounds
. Monday through Friday to obtain
real4ime data regarding infections,
antibiotic use, and iliness of staff
and regidents. i

FORM CMG-2567 (62-58) Pravious Verslons Cbsglate Event D7 {WRLH
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"interview with the 1P on 2/26/13 at 346 AM shs

' survey team, Howevet, periodic observations an

: station adjacent to the main entrance, lacksd

| day.

! Interview with unit clerk #1 on 2/27/13 &t 8:20 AM

hands prior to donning new gioves. Furtharmare,
fhe RN failed to wash her hands st the
completion of the wound ¢are prior to leaving the
resident room. .

Interviaw on 2/27/13 at 2:30 FM with RN #1
revealed she was aware of the facility policy to
wash hands hatwesn glove changes, but she was
"warking with the same rasidentand dic not
consider het hands contaminated.' Review of the
hand hygiene policy, dated November 2010
showad staff members' hands were required to
be washad between glove changes as well as
"..before and aftar touching dressings ©
wounds." -

4, Observation while on four of the fagility on
2/25/13 between 3:30 PM and 4.30 PM revealed
2 of 3 housekeeping carts had ontainers of
alcohol-basad hard rub (ABHR) labeled withran
expiration date of November 2011, During an

was informed of the sxpired product by the

2126/13 and 2/27/13 revaaled the expired ABHR
containers remained available for Use on
housekeeping carts, :

Observation on 2126713 at 4.45 PM revealed 2
dispensers of ABHR, locatad at the nurses'

axplration dates for the product, Periodic
observationg on 2/26/13, 2/27/13, and 2/2813
revealed the containers to be full In the morning
and the contents diminishad with use during tha

potential to be affected by failure to
obtain real-time data regarding
infections, antibiotic use, and illness
of staff and residents.

The Infection Pravention Nursing
will attend Care Center rounds daily
and document data on infections,
antibiotic use, and iilness of both
staff and residents. She will develop
a reporting tool in order to input
this data for tracking and trending.
The Infection Prevention Nurse will
concnet random monthly audits to
ensure real-time data is being
tracked Monday through Friday.
The Infection Prevention Nurse
Directors will aggregate the random
monthly audit and report resulis to

Medical Director monthly and to
the Quality Council quarterly.
Quality Council will have the
overall responsibility to ensure the
facility is in cornplance.

. The Nursing staff will be instructed
that the results for sensitivity ~
reports should be phoned to the.
pliysician upon receipt and to
document the notification and any
orders ag a resulf.

. All residents have the potential to
be affected by the failure to assess

- and document reasons for delays in I

_the Administrator and Care Center |

o) 1B SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION b
FREFIX (EAGH DEFICIENCY MUST BE FREGEDED BY FULL FREFIX (EAGH CORRECTIVE ACYION SHOULD BE . | COMPLETION
" YAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THEAPPROPRIATE | DATR
PEFIGIENCY) . ;
1
e 0t cont . F44] Cont. |
441] Continued Frorn page & - F441 B, All staff and residents have the

FORM CMS-2567(02-9) Previous Verstons Qbaclele
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| and aseurance activities are necessary; and
k develops and knplements sppropriate plans of

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUFPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULDING COMPLETED
. 535045 B, VNG 02/28/2013
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1
_ F441 Cont. o o
F 441 | Gontinued From page 10 F 441 obtaining the sensitivity reports and |
revealed housskeeping staff refiled the ABHR changing antibiotics. - r
containers withoult regard to ot numbers or C. The Nursing staff will be educated
expiration date of the product. [nterview with that the results for sensitivi 1
housekeeper &1 on 2/27/13 at 8:30 AM confirmed reurts stonldl bo ob élﬂy ;
that the ABHR containers wers refiled as heeded ip o ephonedtothe
with "GoGo" (brand hame). Housskeeper #1 physician upon receipt and to iJ
stated, "The somer of the "GoGo" bags wera cut document the notification and auy |
and the contents then squsszed infe the ABRR orders a5 & resolt, The Nursing ~ §
containers.” Observation of the "GoGo" bags g Director will conduct randoimn audits
showed an explration date, but that information to ensure the sengitivity reports are
was not added to the final container |abel, Four of being assessed and documented to
7 ABHR purmp dispensers were either outdated _ ensure thers is no delay.
(iabek November 2011) ar facked expiration dates D. The Nursing Direot 1l
an the label. During an interview on 2/26/13 at - t& e:fcl: ors will _
10:10 AM the IP stated, "My expectation is that aggrogate the randor monthly audit,
housekeeping maintains viable ABHR (In-dated) and 1 ?P_OI‘: regulis to the
for staff, residents and visitors.” Adm.lmstrator and Care Center
On 2/28/13 at 8:20 AM during an observation of Medical Director monthly and to
the housekeeping cart in-the North long hall the Quality Council quarterly.
housekeeper #2 stated "That hand sanitizer I out Quality Cormeil will have the
dgten{,wl: i:.aard the cther housekeepers talking overall responsibility to ensure the
about it facility is in compliance.
£ 520 | 483.75(o)(1) QAA F520| o ty P
85=D COMMITTEE-MEMBERSIMEET _ '
QUARTERLY/PLANS A. The Infection Prevention Nurse and
i DON #1 will be instructed 1o ensure
‘ ‘ that garveillance data summaries are |
| A facdlity must majntam a qltle;@lty asfs;:ssgnent andf ; ?omplcted Monday through Friday |
D O eloan dsaonated by e imorder o obtain information.
i Ing &a . tegardi 5 : |
{ facllity, and at least 3 other members of tha N ‘digs trending or potential
: faciiity's staff. . ! Teas. ‘
! B. Allresidents and staff have the ‘
| The quality assessment and assurance potential to be affected by tho lack
| committee meets at least quarterly to identify of ‘r_-lngae.ly and reliable surveillance
| issues with respect o which quality assessment activities during ontbreaks. i
C. The Infection Prevention Nurse and !

DON #1 attend Care Center rounds |

)
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(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROMVIDER'S FLAN DF GORRECTION sy
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F44] Cont.
F 520} Continued From page 11 F 520 Monday through Friday to ensure

action fo correct identified quality deficiencies.

A State or the Secretary may not reguire
disclosure of the records of such commities
oxcapt Insofar as such disclasure is related to the
compliange of sugh committee with the
requirements of tfis section.

and correct quality deficiencies will not be used as
a basls for sanctions.

This REQUIREMENT is not mat as svidenced
by: ‘ '

Rased on gtaff inferview, raview of the
CMS-2567 (Centera for Medicare and Med|caid
Statement of Deficisncles), and review of facllty
quality improvement (Ql) docurnernts, the facility
failed to ensure the Ql program was effective in
rasolving identified concams. The findings ware:

During an interview with the administratorand QI

| manager on 2/28/13 at 10:30 AM, the QI

manager revealed data was collscied and
analyzed congeming infaction control, However,
review of the CMS-2667 for last year's survey,

| dated 2/16/12 reveated that F441 (Infection

i control citation) was written for deficisncies

i discovered on survey, The issues on the 2012
 survey thai pertained to @ lack of handwasning
{ wate again identifled as an area of

- nan-cofnpllance diring the current survey

| conducted on 2/25/13 through 2/28/13, Further,
! the current survey identified additional infection

| control issuas of nan-compliance. That facility

" failure confributed to a lack of effective infection
{ prevention processes to safequard the health of
!

t

Good faith attempis by the committes to identiy

|

FORM CME-2867(02-59) Previous Versions Qbsolete

_EVerlt 1D: TWRLH
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the surveillance data is obtained and
-input into a reporting tool in order
to track and trend illness, antibictic
use, and infections. The Infection
prevention Nurse will conduct

quality audits to ensure the

surveillance date summaries are
completed Monday through Friday.
The Infection Prevention Nurse
Directors will aggregate. the random
monthly audit and report results to
the Administrator and Care Center
Medical Director monthly and to
the Quality Council quarterly.
Quality Couneil will have the
overall responsibility to ensure the

faeility is in compliance.

policy when completing a

procedure or dressing change.

All residents have the potential to
be affected by the lack of proper
hand hygiene prior to procedures or

dressing changes.

washing technigues.

RN #1 will be instructed on proper
hand hygiene acoording to facility

RN # 1 will be educated regarding
facility policy and proper hand
washing techniques prior to any
procedures or dressing changes.

The Nursing Director or designee
will perform random monthly audits
{0 ensure to observe for proper hand

If somtinuation sheet Paga 12 of 13
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. ' 1 DEFICIENCY)
) F 441 Cont. ‘
F 520 | Gontinued From page 12 F820) .. The Nursing Directors will

rasidants and staff,

b
|

“overall responsibility to emsure the
. All Nursing staff and Housekeeping !

. avisible expiration date and should

. All residents have the potential to

. Bducation will be provided to all

H
]
H
'

aggregate the random monthly audit
and roport results to the
Administrator and Care Center
Medical Director monthly and to
the Quality Council quarterly.
Quality Couneil will have the

facility is in compliance. l

staff will be instructed that all
alcohol based hand rub should have ;

be replaced with a new boitle if
expired, All expired alcohol based -
hani rub has been removed from all
areas of the Care Center. ‘,

be affected by the failure to ensure |
the alcohol based hand rub has not .

expired, ‘

Nursing and Housekeeping staff
that all alcohol based hand rub
should have vigible expiration dates
and should be replaced with new
bottles if expired, The 3
Housekeeping Director or designes |
will conduct random monthly andits:
to ensure all alcohol based hand
1ubs have a visible expiration date
and not expired.

f
?
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. The Housekeeping Director will
aggregate the random mouthly audit
and report results to the

- Administrator and Care Center
Medjcal Director monthly and to
the Quality Couneil quarterly.
Quality Council will have the
overall responsibility to ensure the
facility is in compliance.

Corpletion Date  4/12/2013

F520 .

The facility shall maintain a quality
committee that is effective in identifying
and resolving problems within the facility.
This will be accomplished by,

A,

The Care Center Administrator will
ensure that aggregate data is gathered
and benchmarked to assure quality
and performance improvement in the
area of hand washing and infection
prevention

All residents have the potential to be
affected by the lack of a quality
prograim designed to assure quality
and performance improvement.

Quality improvement projects will be
developed for all survey deficiencies.

The Care Cemter Administrator will -

develop a quality indicator for all
deficiencies related to the survey and
submit benchmarked data along with
information indicating revisions to
processes if jndicated to the Care
Center Medical Direotor monthly and
Quality Council guarterly, Quality
Council will have the overall
responsibility to ensure the facility is
in compliance.

Completion Date

T~ 1 4

4/12/2013



