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X4) iD SUMMARY STATEVENT OF DEFICIEN GRS iD PROVIDER'S PLAN GF CORREGTION 4]
énéﬁx {EAGH DEFIGIENGY MUST BE PREGEDED By FUL, PREFIX {EAUH CORREOTIVE AOTION SHOULD Be OOMELETION
TAG REGULATORY OR L&C IBENTIFYING INFORMATION) TAG cnoss-ﬁemaegggg Eﬁ g%e APPROFRIATE DATE
F 253 | 483.15(h)(2) HOUBEKEEFING & F 263 , i
= N CES Preparation and/or execution of the
88<E | MAINTENANGE SERVI E respnnsa.and plan of correction does
The facllity must provide housekesping and ,’,‘“ﬁﬁg"""t‘t&!ﬂe ?dﬂ,P?Si‘?‘n ?I: ﬂ?ﬁ:r?:nt
maintanaince services nesesaary to maintain y Provida Pkl b i
sanitary, orderly, and comfortable interiar 2 ogec or conclusions set forth In this

statement of deficiencles, The plan of
carrection I8 prapared and/or executad

ole! i
This REQUIREMENT s not mat a8 evidenoed vaisé;gﬁgzﬁsrgéarsaﬁ?ulgr:tggyggﬁ.
by: For the purpose of legati
Based on observatlon, review of residsnt cotngil ﬂ%t th: ':a;ﬁny lson:}n% gubgta:t?al
Meeling minutes, ang steff, resident, and family

I il compliance with fedwra) ro Uirements
Interviews, the facility falled ty ensire bathraome of participation, this mspur',qse and plan
on 4 of 4 resident units werg kept clean smd of correction constitutas the facility's
sanitary, In addition, the facilty failad to malntajn

A allagation of complianes in accordance
cleanliness of a wheslchair seat belt, The f néfings with section 7305 of the State

were: Qperations Manual.

1. Obsarvation in the seqursd unit {Courtyare) on

2/2210 at 4 PM ravealed the room of resident TAG F-253 - PLAN OF CORRECTION
#27 emelled of urlne and the floor waw sticky.

Further obzervation on 223110 at 9:25 AM ) Gorractive Date: 318110
reveslad the floor remalned dull, sticky, and .

coversd with foatprints, and {urthermore, the Gorrective Action: Al bathrooms and
room sfill srmelled of yrine, During the 2/23t10 commodes onh the 300 hallway were
ohservation, registered nurse {RN) #7 stated the cleaned and disinfectad,

floor was sticky beeayse the resident "urinates on . )

1" She further stated the room had been mopped Mentification of Others: Audit of g
that mormning, but after verifying the condition of Bath_ruoms In the facility was completsd
the room and the odot, she requested that and identified issues were remedied,
housekeeping ranop it. At 10:30 AM that day, .

housekeeper #8 confirmed he had mopped the 15yﬁ_‘;’;’;‘;&“:f;ﬁ%umkeepmg elaff o
floor twice that maring, but the uring srnall ensure proper cleaning and disinfeqti
rsmélned. Furthermore, ohsarvation at that time cacadures e wad on a deily b
showed the floor remairied dult and sticky, and \?vlll bo con ?e?ed 3718110 ity basis
footprints were sill visible, The housekeaper 2 steka’;ping {0 compiete dally
Stated he had deep scrubbed the fluor @ few days rounds of bathirooms for claantiness
240, but the odor retumed, Interview with cerifiod 3, Ambassador rounds done datly by
nurse alde (GNA} #2 on 2/23M0 at 1:.07 PM IDT to observe for any concems,
revealed the resident had bgen Urihating on the

LAB0 IRECTUR Dy Fere i PR REPRESENTATIVE'S 5/GNATURE . TITLE (Xa) DATR —
am/ d’m»;;.’—« %Mm? Q17 /79

Any defldlanay staternent ending with an estarlak (*) denotes a deflolsnoy which ths 'nsittution may be excused ffoM COmecting providing t fa detmmined ther

oner safaguards provide suffloiant Protection to the patients, (See Instruetlons,) Ex pt for nuralng homes, tha findings stated whove are haclosEbl 50 due

e e date ufsurvey whether of ot 4 plan of cozreation is provided, For nuraing homes, the above findinas-and.plans of corection are dizclosuble 14

days foliowlng the dats these doouments ar made available te tha Tacllity, ¥ defiglories are tited, a&ﬂﬂg@f&%@ﬁ@gﬂ : ;EQF?&PE‘ 18 requiske to continued
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Q
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
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M
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I N N e R D=
FRI AR
F$§gx REGULATORY UR LSG IDENTIFYING INFORMATION) TG CROSS-REFERENG ggi?g 'Trﬁ]g fpﬁ%rba?fm O
DEFICIENGY)
F 253) Continued From page 1 F 253 Manitoring
N . - . anito H
fluor since hisfher admission in Dacember 2009, Data obtained by way of rounds will
. . ed for patten
2. Confidendal interviews with non-sample ggﬁgﬁgg iﬁ 3 ﬂeap'gilﬁzc{ mcnmi E t?fe
residents on 2/23/10 and 2/24M0 revealed dirty facility QABA cormittae by the
bathroom flosrs and commodes were clted by Housekeeping Manager/dasitnes.
four of eght (60%) of tha rewidents interviewed. . The QA&A commilttee will evaiuate the
These residents stated ™...diry floars, dirty Effectiveness of the plan based on
corners [of the bathroom floor), and urine trands idantiffied and Implement
or/around commodas..." were not always cleanad additional Interventions as neaded
by houszkeeping personnel on the Chapal, to snsure contiiied compliance
Sunrise, and Deer Lane unlis. Review of resident mgnthly x 3,
councll masting minutes showed that for three of
the fast six manths resldents complained of dirty
bathrooms. This information was documented in
meating minutes dated 10/22/08, 1/8/10, and
27810,
3. Interview with an unidenfified family membar
on 2/22110 at 4:00 PM revesled the farqily
member vishied the resident three or four days &
week, The family mamber stated the resident's
bathroom earmmode had been dirly with dried
feces and urlne spills, and dirt and debris had
been clustersd along the floor baseboard of the
bathroom for the past two weeks. The family
member further stated that a/he Had to clean the
resident's watker last week because thers was
driad {8098 on the handle bars.
4. Periadio ohssrvations on 2/22/10 and 2/23/10
showed the wheelchair seat belt fastened around
the waist of resident #87 was cruated with drled F-314
food and crumba,
F 314 | 483.25(c) TREATMENT/SVGS TO F 314 Corrective Datea: 3MBMD

85=D

PREVENT/HEAL PRESSURE SORES

Basad on the comprehensive assessment of a
resident, the facillty must ensurs that a residant
who enters the facility without pressure sores

Gorrective Agtion: Resident# &4
was assessed and all interventions
In place were placed on TAR and
Restorative Charting Shesats.

FORM CM3-2667(02-08) Pravious Verelons Obsylats

Rvent ID: GKBaN

Fagility ty wyoozs
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STATEMENT OF DEFICIENGIER (X1) PROVIDER/SURPLIERIOLIA {%2) MULTIFLE CONSTRUCTION / é/c/ {X3) DATE BURVEY
AND PLAN OF CORREOTION IDENTIFICATION NUMBER; v / 41.» COMPLETED
A BUILDING 1/ T
B T C
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NAME OF PROVIDER OR BURPLIZN HTREET ADDRESS, CITY, STATE, ZIP coDE
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(X4} 1D SUMMARY BTATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORREQTIGN 6
PREFiX (EAGH DEFICIENCY MUST BB PREOEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B SOMPLETION
TAG REGULATORY OR LBG IDENTIFYING INFORMATION) TAG OROSMEFEREggiFsI% 12?4 gg)ﬁ APPROPRIATE DATH
Identification of Others: All at risk
F 314 | Continued From page 2 , F 314 residents were assessed. No further
does hot develop pressure sores bnless the Issues identified,
individual's clinlcat condition demonstrates that
they were unavoldable; and a resident hiaving Bystems/Measures:
pressure sores raeives necassary froatment and 1. All nursing staff will be in-servicad
services to promote healing, prevent infaction and oh proper execution of prassyre
pravant new sores fram daveloping. wound prevention protogols and
interventlons by 3/18/10.
2. Pressure pravantion intsrventions
This REQUIREMENT is rat met as evidsnced will be placed on MAR's, TAR's ang
by: Rastorative sharting sheets and
Based on observation, staf interview, policy and Programs to ensure they are charied
procadure review, and medical racord raview, the on daily,
faclltty fafled to accuratsly assess riak factora and M L )
congistently implement effective pressure sore m onitoring: Restorative Nurse and
prevention measures for 1 of 8 residants (#64) T£1t.1\flan3gers will audit MAR's,
whe developed facliity acquired pressure sores. R's and Restorative sheets and
The findings wers; programs waekly x 3 mosths, The
results of these audits will ha
Review of the cara plan for resident #84, y pdatad FEL’;Eﬁﬁgi“fuﬂ?n'?@gdﬁgﬁu It
on 218/10, showed the restdent's risk facters for Manegers o DON/dus n{; . Thg
developing pressure sores Included diabstes, QARA committes will e\?lua'te the
Impaired sensory perception, decraased activity, effectiveniess of the plan based on
impaired diffuse/localized blood fow, and a prior frands identified and implement
history of pressure sores, Furiter review showed additional interventions as needsd
inferventions Included corhpleting a full hody skin to ensure continued compliance
check weeldy and applying a foct cradle and blue monthly x 3.
heel pratactors when the resident was in bed,
Review of the 2/18/10 skin/wound interdisciplinary
teatn note showed staff klsntified & gtage If
pressura sore on the resident's left heel on
1120010, Aceording to that note showed the
pressure sore had deterlorated "this waek," and
was red with a slight foul odor and
sero-sanguineous drainage, The pressure uloar
Wwas dooumentad as measuring 0.5 cenfimeters
(cm) x 0.6 em x 0.3 ern. Review of the physician
order sheet dated 2/22/10 showad the physician's
preseribed an antibiotic for the Infecied pressurg
sare and repeat wound culturs tests after the
PORM CWE-2667(02-08) Previous Viveions Gbeacleta Event 10: GKEB1 Faciliy 10: wyagza If continuation sheet Page 3 of 15
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A

TAG

SUNMMARY STATEMENT QF DEFICIENGIES
(FACH DEFICIENGY MUST BE PRECEDED BY FULL
REGIATORY OR LEC IDEMTIFYING INFQRMATIGN}

PROVIDER'S PLAH DF GORRECTION

D
PRE® (EACH CORRELTIVE ACTION SHOULD BE com mll.Te:nou

TAG CROZSHEFERENCED TO THE ABPHOBRIATE

DEFIGIENGY)

F314

o™

Continued From page 3

antibiotios were completed. Obsarvation of fhe
pressune $one oh 2/24/10 &t 10 AM with the
registered nurse #3 confirmed the appearance of
the pressure sore was re described by the
Interdisclplinaty team on 2/18/10.

On 224110 al 2:15 PM, when asked about
the facllity's system for pravanting the
development of avoldable prossirs sores, the
Wolind oare rurse stated the facllity's systam for
preventing the development of avaidable
preqsure sargs Included a weekly skin
azsessmant and a quarterly Braden soale
assessment (a fool used for predicting prassire
sore rigk), She also stated that the documented
information on the assessments was completad
by the staff nurses and used jn the pracess of
determining the most appropriate preventive skin
care Interventlons. The following sonoema related
to failure (0 Implement the fcility's siin
managemeart program were {dentified:

8. Obaetvation on 2/23/10 at 1 PM revealed
the resident was resting in bad without hael
protectors.

b. Revisw of the quarterly Braden Scale
assessments dated 8M2/08 and 11/03/09 shawead
{his resident's risk was mild; however, the
assassment remained unchanged on 1/24/10 (the
day after the prassure sore was ldentified),
Interview with the wound care rurse on 2/24/10 at
2:30 PM verifiad the Braden assessments wera
ingceurate far 11/3/09 and 1/21/0.

¢. Review of the medical record showed the
resldent had a pressure sore an 1/20/10, but the
waekly skin assessment documentation an the
fraaiment record showad the rasident did not
have a pressure sare an 1/24/10 or 1/31/10.
interview with the wound care nurse on 2724410 at
2:30 PM verified the Ihacourate assessments.

d. During the 2/24/10 Interview, the waund

F3a14d

FORM CM8.2867(02-09) Previous Versions Ohsolele Bvent IR Gictnqg
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SUMMARY STATEMENT OF DEFIGIENGIES
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DATE

Fa14

F 315
55=D

Continied From pags 4

care nurse stated that a foot cradje and hael
protectors ware implementad as preventive
meashres for the resident when s/he devalped
the pressure sore that healed in Aprll 2008, The
wounid ¢ara nurse corimented that she hag
persatially observed the resident In bed without
the heel protectars or the foot oradle, She stgtod
the facillty lacked g system far ensuring staff
Consistently implemented these interventiong,
She further stated the lack of & montoring system
made it diffioult to determine whether the
Pressure som developad as & result of
inconsistent implementation of the hee) protectors
and foot oradie or whather the interventicns were
implemented, but Maffactive,

Review of the facilliy's skin care policy and
procadure entitlad "Skin Managemant
Quidelines,” revised March 2003, showad the
folinwing guidefines were Included,

8 The small vessel disease that oftan
accompanies dishetes puts the resident at &
greater risk of damage from pressura,

b. Accurate evaluations of the resident's
pressure sore risk factors ang menitoring snd
evaluating the Impact of the interventions must ha
clearly documentad in the clinleal record,

€. The nhurse should assure that
treatmant Interventiong, carg plan and the
appropriate skin documantation records are
inltiated in a timely manner.,,.

483.28(d) NO CATHETER, PREVENT UTi,
RESTORE BLADDER

Rased un the resident's cornprehansiva
assessmant, the facillty must ensyre that &
resident who enters the facility without an
indwelling catheter is not catheterized unless the
residetit's clinioat condition demonstrates that
catheterlzation was Necessary; anhd 3 residant

F 314

F 815
F-315:

Corrective Datar
Corrective Action: Resident # 64

Was re-assessed and a new toileting
plan wag tmplementad,

T P—

380

FORM OMS-2887(02-69) Pravigus Versitre Obsaiata

Event 10: GKEg1q
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whe is incontinent of bladder recelves appropriate
treaiment and services to pravent Urinary tract
infections and to restore-as much norma! bladder
funclion as possible.

This REQUIREMENT Is not iiet as evidenced
by:

Based on observation, medical record review,
and staff interview, the facility failed fo shsure
appropriate care and services o address urinary
incontinenca was provided for 1 of 7 sam pla
residents (#84) with bladder Incontinence. Tha
findings wera:

Review of the 1/21/10 significant shange
Minimum Data Bet assassment for resident #64
showed the resident occasionally had episodes of
hledder inoontinence and required extensive
asgistance with tollating. Review of the care plan,
updated on 2/1/10, ghowed intarventians for
incontinenca included a velding schedule befora
and after meals and at bedtime. Continious
observation on 2/23/10 from 7:40 AM untll 10:35
AM (almost thrae hours) revealed the rasidant
self-propelter] a wheelahalr to hisfher room after
breakiast and remained In the wheelochalr until
10:35 AM. During that fime staff did not ask the
resldent if s/he neaded to use the tollet or offer
tolleting assistanee or check the resident for
fncontinence. During an intarview at 8:30 AM, the
resident statad sometimes staff "could not get'to
him/her in time and s/he had "accidents,” but the
regident "triad not to tet it bather” Wimihar, At
10:35 AM certlfied purse aide {CNA) #6 and
lioensed practical nurse #9 reraoved the
residents urine-soiled disposable brief and
provided toileting asslstance, Interview with the
CNA at the time of the observation revealed staff

M,
SHERIDAN MANOR SHERIDAN, WY 82801
%4 ID SUMMARY STATEMENT OF DEFIOIENGIES 12 PROVIDER'S #LAN oF CORRECTION [£50]
PREF{X (EACH DEFIGIENGY MUST BE PREQEDED BY FULL PREFIX {EACH DORRECTIVEE ACTION BHOULD bis COMPLETIDN
™G REGULATORY OIR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Datg
DEFICIZNGY) '
F 318 Continued From page § F 315

Klentificalion of Othears: Al ather
residents were monitored. No furthegr
issues identifiag,

Systems/Measures:

1.8y 3/18/10 all nursing staff will ke
fr-=grviced on proper follow through
of tolleting programs and the nacessity
of Informing Restorative Nurse of any
changes in residenty’ erhllity to
communicate need to toilat andiar
changes in continence,

Monitoring: The Restorative
Nurse/designea will gentinue to monitor
incohtinence levels on all residents
quarterly and will re-assass any
ragiderts with changas. All residents
wil be re-zasassed annually regardlessl
of changes. The resulte of this
menitaring will be reparted to the
DON and to the Tacillty QA&A
committae by the Restorative
Nurse/designee. The QARA
committer will evaluate tha
sffectiveness of the plan

basad on trends identified and
implernment additional interventions as
needed to ansure continueg
compliance monthly x 3,

FORM CMB-2867{02-89} Pravious Varsians Obsalele

Event ID: GKEa11

Facliity ID: Wyapzs
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The faollity must envura that tha resldent
anvironment remalns as free of sooldent hazards
8% Is possible; and each resldant recelves
adequate suparvision and gesistance davices to
prevent sccidants.

Thle REQUIREMENT is nat met a3 aVidencad
by:

Based on obeervation, staff interview and labeling
information, the fasilty falled to ensurs a safe
environment for residents In 4 of 2 activity reoms,
The findings were:

Observations on 2/22/10 at 4:48 PM, 2/23M0 at
2:30 PM, 2/24/10 at 8:11 AM, and 2/25M0 at
11:13 AM reveslsd an aclivity room with a door
opening into one of the main corrldors. The doay
to thet activity room remained open during the
observations. All residants Bxeapt those in the
speotal care unlt had access to the foom. Four
cabinets were observed in the rootn. One of the
four cablnats had & padivck aftached to the daor,
but the lock wag not being used, The following 3
itame were identified in the unlooked oabinet:

a8, One 16 fluld ounce bottls of 3% hydrogen
peroxide toplos! solulion. Review of the brttig
label showed "ff swallowed get madical help or
vontact a poison control oenter Imrmediatety.”

b, One 24-ounce container of ZIp Foaming

SHERIDAN MANOR ) SHERIDAN, Wy 82801
SUMMARY STATHMENT OF DEFIGIENCIES | PROVIDERYS PLAN OF co
é’é‘ ,.-',?q {EAQH DEFIGIENGY MUST BE PRECEDED by FurL pagprx EACH ooRREGTIL\?gAUnoNRg ESE'&',"BE comﬁséww
TAG REGULATORY OR LEC IDENTIFYING INFCRMAYION) TAG & DS&-RFEREggE'% IE% CT%E AFPROPRIATE DAYE
F 315} Continuad From page 6 Fa15
did not routinely assist the resident with toileting
after maals, During an interview on 2/24/19 at
%60 PM, the director of ny rsing stated staff Fo323;
should follow the resident's care plan,
F 3231 483,25(h) FREER OF ACCIDENT F 323 Corrective Date:
E5=F HAZARDSI&UPERWSIDNIDEV;CES 3Men

Corrective Action; The cabinat (¢ the
ADL Room was locke,

Identification of Others: Alf other
cabinets and carts in the faciflty
contalning olearing supplies or
hazardoys materals wera checkad,
No further issyes Identified.

$ystemslnneasures:

1. All staf will be in-serviced

regarding propar secured storaga of
cleaning supplies or hazardous
tnaterials by 3/18Mg,

2. Activity Director/designea wil
Perform a dally gudit of the ¢abinet in
the ADL, Room containing cleaning
supplies or hazardoyy materials for the
next 3 months,

Monitoring: Daty obtained by way of
these audits wij) be raviewed gng
analyzed for patterns and trends and
reported tonthly 4o tha Tacility QA&A
commitiee by the Acthvlty
Director/designee, The QABA
comimittes will evaluata the
effectiveness of the plan based on
trends identifiad and implement
additional inferventions 48 neaded

to ensure continued compliance
monthly x 3.

FORM CMS-2587(02.99) Pravioys Vérsiang Qbzolate

Even! 1D: GKE411

Facility iD; Vryaoas

IF continuation sheat Page 7 of 16
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Glass Cleaner. Ascording to the label on tha
botfle, tha contents should ba used "anly as
directed. Mistise ¢in be harmiutl or fatal, contalns
Z2-hutoxyethanol”

¢. One quart bottle of VIREX disinfectant
cleanet, The instruolong on the bottle labal read,
“contast poison control center in the event of eys
or skin contact, eantaling dimethyl banzol
ammanium chiotide.” In addition, ene pair of
scissors and ssveral nall clippers wera also found
in the claset. Interview with the director of nursing
oh 2723410 &t 11:13 AM revealsd the closot
should be locked when staff are not prasent in tha
roam.
48386 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must asteblish and maintaln an
infection Contral Program designed fo provide a
safe, sanltary and comfortable environmeant and
to hefpy pravent the devalopment and transmission
of disease and infsction.

{a) Infection Control Program

The facility must establish an Infection Control
Pragram under whish it -

(1) Investigates, controls, and pravents infections
in the faallify:

(2) Decides what pracedures, such ag Isolation,
should be applled to an Individus| resident: and
{3) Maintaing a record of ncidenta and eorrective
actions refated to Infections.

{b} Preventing Spread of Infection

(1) Whan the Infaction Control Program
determines that a resident needa isolation fo
prevent the spread of Infection, the facility must
{solate the resident.

(2) The faclity muat prohtbit employaes with a

F323

Fa41

F-441;

Corrective Date; 31610
Carreative Actlon: The rurse
ubserved by the Survey Team was
In-serviced on proper

technigue for drawing up Injectablss,
The Dietary manager hzs been
in-serviced an proper Isolation and
hand-washing technlques with return
demonstration,

ldentification of Others: All nurses are
identified at risk to Impropenly draw up
Injectables. No other staff identified

at rfsk for violation of
Isalationfhand-washing procedures.

Systems/Measures:
1. By 3/18/10 all staff will be
in-serviced on the proper tachniqua

FORM CMB-2667(02-09} Previous Versions Obsoleie

Event I GKBa1

Facllity 12; WYo025

If continuetion shest Pape 8 af 44



MAR-19-2818 14:21 From:SAUA

. CENTERS FOR MEDICARE & MEDICAID BERVICES
o ?.ﬂam&wror DEFICIENGIES (X1} PROVIDERISUPPLIER/SLIA

.
.

DEFARTMENT OF HEALTH AND HUMAN SEvices

D FLAN OF CORRECTION

3B7ET45814

§
To:se . PTTTLEY P.11717

PRINTED: 03/08/2010
FORM APPROVED

IRENTIFICATION KUMBER:

635028

OMB NO, 09380381

(X2) MULTIPLE CONSTRUCTION / ﬁ ) {%2) DATE SURVEY
A QUILDING ﬁ f , 77 07 COMPLETED
B. WING C

i —— |

NAME OF PROVIDER OR SURPLIZR

022512010

STREET ADDRESSE, 0iTY, $TATE, AP CODE

)

1831 BI@ HORN AVE

TDAN MAN

SHER OR SHERIDAN, WY 82501
X4y 1 SUMMARY STATEMENT OF DEF| GIENGIES 0 PROVIDER'S PLAN OF GORRECTION

F"RE’F])( {EACH DEFIGIENCY MUSTEE PRECEDEDL 5Y FULL PRERIY (#ACH CORRECTIVE ACTION GHO?}LOD BE CW&?@TIQN
TAG REGULATORY OR LBC IDENTIFYING ]NFDRMAT(ON) TAG CRGSS-REFERENCED TO'THE AF‘F‘RDFRIATE RAYE
DEFICIENGY)

F 441 | Confinved From page 8 F 441

communieaile disease or infectad skin lesions
frotn dirgct contact with residents or their foad, i
dirget contact will transmit the dluease,

(3) The faellity must require staff to wash their
hands after each dirsct resident contact for which
hand washing fs indicatad by acceptad
professional practics,

{0) Lingng
Personnel must handla, store, process ang

iranzport nens so as 40 pravent the spread of
Tnfasstion,

This REQUIREMENT s not met a5 evidenesd
by

Based on obsarvation, staff interview, and raview
of medical recards, infaction sonityl polictes and
procadures, and Infeation sutvelilance logs, the
tacllity fafled to ensurs staff gomplied with posted
Infection cantrol pracautions whan delivering food
trays for 1 of 2 meal observations, Tha facility
further fafied to ensyre staff follewed safe
injeation practices to prevent e tranamiasion of
Infections to residents, The findings ware;

A. Regarding compliance with infectlon copttrol
precautions:

1. Distery staff wera opserved delivering food
trays to the Sunrisa Lane unit on 2122110 from
5:40 PM through 5:58 PM. The dietary manager
(OM) entered the room of hon-saimpla resident #5
at 548 PM to deliver a meal. This toom was
posted with contaot precautions signage that
raquired all staff to wash hangs before entaring
the room and agaih prior to exiting, A large
isolatinn cart was pesitionad directly cutsde the

for drawing up injectable medleations,
Z. Relumn demonstralians wers
perfermed by all nurses in-serviced,

3. On 3/15/10 Dietary Manager recelveg
and participated in 1:1 ireservice

oh propar laotation/hand-Washing
protocol.

Monitoring: Randorm audits of
nurses drawing up medication in
syringes will be conducted by the 8D¢
weekly, Data obtained by way of these
audits will be reviewer and analyzed
for patterns and trerds and reportey
morithly o the facllity QASA
sommittes by the SDC/idesignee,
The QASA commitiee willevaluste
the offectiveness of the plan basad on
rends identifiad anpd Imnlemant
additional interventions as needed
to ensure continued complianos
rmonthly x 3,
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room, providing personal ptotective equipmeant
(PPE) such as gloves, gowns, shes covers, and
masks for staif use. The 18 minule ahservation
revealed the following deficient practices:
a. The DM failed to wash her hands befora
antering the room and did not usa any PRE o
minimize her exposure risk or prevant
transmiasion of an infestious agent fo other
residenis. Whila In the room, the DV was
observed to place har hands on high-touch
surfaces {Gounter fop adjacent to & hand washing
sink, badside table), She did not wash her hands
prior to exiting the posted room or prior to
resuming food tray delivery,
b. The DM next entered an adjacent raam to
deliver a food tray to nom-sampla resident #6.
While in this room, the DM repositioned the
regldent's hadslde table and assisted the resldent
to reposition by moving hisfher bed covars, Tha
DM also placad her hands on several high-touch
surfaces, including the counter top adiscentto
Einéc and a privacy drape around the resident’s
gd.
c. Aftar aitanding to the rasideni'a meal and
positioning, the DM washed heat hands at the
restdent's sink. However, the hand washing
process fasted loss than 4 seconds from tuming
on the water to drying her hands; the scrubbing
phase was less than 2 saconds, and no suds
\Ter? ohsarvad on the employea's hands prior to
rinsing.

2. Tha Infection gontrol practitioner (ICP) stated n
interview on 2/24/10 at 4:10 PM thet resident #5
was placed on contact precautions becatse sihe
tested posifive far Clositidium difficile toxin,
Reviaw of the resident's medical racord on
2/24M10 at 3:25 PM showed laboratory reports
confirming C. difficile and nursing notes instituting
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Isolatioh protocols to prevent tranatvigsion af the
pathogen to other residents,

3. The IGP further stated in the 2/28/10 interview
at 9:16 AM that the facility followed the aurrent
(Cctober 2002) hand hyglane guideline
recommended by the Centars for Diseage Control
and Prevention (CDC). The ChC guldsling
racommends hands ba sorubbed together
vigorously for at leest 15 secends, covering alf
araas of the hands and fingers, before tinsing.
The ICP added 'contact isclation' raquired that all
persons must wash thelr hands, or use & hang
sanitizing ge), whan entaring and exiting o posted
reem, '

B. Regarding safe injection practices:

1. O 22210 8 8:28 PM, ficenssd practioal
hurea (LPM) #20 was observed preparing to
administer Insulln for resident #10, Prior to
drawing sir into tha syringe during praparation of
the insulin, the LFN placed her fingers on the
plunger of the syringe instead of on the phatange,
thus contaminating the inside of the gyrings. The
phalange is the enlarged area af fhe érnd of the
plunger specifically made for holding the syrings
whan flling. Tha LPN then injacted air into the vial
of insulin. With het fingars agaln on the plunger,
the LPN next drew the Insulin inte the
contaminated syringe bafore returning the vial to
a storage compartment for future use, The LPN
then administered the insuiin 4o the résident.

2, On 2/25M0 at 11:26 AM, fhe director of nuralng
conflrmed that the insides of syringes wers starila
and her expectation was that sterlity of syringas
be maintained. Acanting to Elkin, Parry, and
Potter “Nursing Interventions & Cinica) Skills," 4th

F 441
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Edition, 2007: ohe should "avoid touching® the
plunger of & syfinge. The SDC guideline for Safe
infection Practices lo Fravent the Transmission of
Infection to Pafient, contalned in thelr 2007
tsolation Precautions guideling, identifies aseplic
technigue (a set of "apecific practices and
procedures performed under carefully controlled
conditions with the goat of minimizing FedBT:
oontaminatln? by pamogtyens") as a orificel '
companent of safe [hjection practices, : ctive Date:
F 467 | 483.70(h)(2) ADEQUATE OUTSIDE Fqpy| ~ CorectiveDate 318110
38=E | VENTILATION-WINDOW/MECHANIC Corrective Action: All air handlers
N that sirvey identified In rogident
The facility must have adequate outslde bathrooms have been repaired.
ventilatian by means of windows, or mechanical
ventitation, or a combination of the two, identification of Othars: An audit of
all the air handlers that sarvice )
resident bathrooms throughout the
This REQUIREMENT 2 not met as evidanced faclliity was completed and al)
: Identified issums were rapaired.
Based on ehsetvation and staff Interview, the -
facility faliad to provide autside ventilation to 7 of Systems/Measures: Malntenance
14 regident bathrooms on the sauthwest (Deer) Dlreic;tor g“rf Mailgltenance I
unlt. The Bndinaes Wera: aasistants have baen in-serviged
g ont the impoitance of outside
During the facility tour on 224510 betwaen 11:20 vantitation for resident bathropme,
AM ang 2:10 PM the bathrooms It resident rooms Weekly preventive meintenance
#401, #404, #406, #408, #411, #412 and #415 did gudits will be completed on gir
not have functional ceiling alr vents, Al handlers to eneure comptiance
bathrooms had & wall switch controlll(lng thei with standard.
celling fan, but notie of the fans warked, Al i
hathrooms were interlorty locatad, |6, they did g%';éﬁ“;e’;?énﬂg‘ﬁ;ﬁﬁggﬁg;ﬁ?“
ot have axterior windows. compliance. Data aptained by way
. . of rounds wil) be reviewad and
Irterview wi@h the maintenanos manager on analyzed for patterms and trends
2124107 at 1:48 PM revealed he did not know why and reported to the facllty QARA
the ventilation systermn did not wark, A retired commi?tee by the Maintenance
fnaintenance manager was then contacted by the Diteotor/designee. The QAGA
current manager. He stated the reason the committes will evaluata the
FORM CiM3-2867(02-09) Pravious Versions Cbaglele Event D: GREST Faclltly |0: WYJ028 IF contlnuation sheet Paga 13 of 18
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if the facility provides ite ewn laboratory servioes,
the services must meat the applicable
requitsmenta for laboratorias specifiad In part 493
of thls chapter,

If the facliity provides binod bank ang transfusion
sarvicas, # must meet the applicable
requirements for laboratories speified in Par
403 of this chapter,

If the laboratory chooses to refar specimens for
{esting to another laboratary, the raforral
taboratory must be carlified In the approprigie
specialles and subspecialties of services in
&ccordanoe with the requirernents of patt 483 of
this chapter,

Ifthe facility does not provide laboretory eervices
on shie, it must have an agreement to obtain
these services from g laboratary that meets the
applicakle requirements of part 483 of this
chapter,

This REQUIREMENT s not it as avidenead
by:

Based on obsarvation, staff Interview, and raview
of quallly control records and giucomster (glucose
testing device) operating Instruotiong, the facility
failsd to ensure staff adhered o the
manufaeiurar's requirements for perforing
qulity control procedures on 4 of 4 glucomaters
sampled during survey, The findings were:

Corrective Date:

Corractive Aetion: Glucomelar

units.

Systems/Measures:

1. Proper protoco! fop Glucometer
Control chacis Posted at all unitg.
& In-service provideq for ail
licemsed nurses On proper protocol

Glucomatar Control Cheglk sheets

thesas qudita wii) hereviewead ang
analyzaed for pattarns and frends
and reported monthly to the facllity

effactivaness of the plan based on
trends Identiiied and implement

Control check brocedure was obtained.

Identification of Others: Audit wag
condusted Bnd errors hoted on a)) faur

Glutometer control checks by 3118710,
Mnnitoring: Unit Managers wiil audit
waakly and raport resylts to PON. GON

will audit Glucomater Control sheetg
monthly x 3. Data obtaled by way of

&A committee by the BONrdesignea,
The QARA sommittes will evaluats the

additional interventions 8 heeded to
ehsure continued cotnpliance morkhly x 3

YR
{X2) MULTIPLE OONBTRUCTION é/) {¥3) DATE SURvEY
AND PLAN OF GORRECTION [DENTFIGATION NUMBER; A, BUILBING D COMPLETED
' jﬁ- { c
B. WiNe A /
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F 487 { Continued From page 12 F 467 effactivem_ass of the plan baseq
ventilation system did not work was prabably on lrends identiflad and Implement
because a belt on the roof mounted ventilation addttional interventions as nesded
motor "was busted," 10 ensure continueq compliance
F 503 | 483.76()(1)(i-v) LAB SYC8 - FAG PROVIDED, Fgoa|  monthlyx3,
85~E | REFERRED, AGREEMENT F-503:

3/18/19

for
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1. On 2/22/10 at 516 PM licensed practical nurse
{LPN} #10 was obsarved performing & fingerstick
ylucose tast on resident #29 ih the secure untt,
Following the test, the LPN stated she had fo
retumn the glucometer to the Chapel Lane unit: the
device was borrawed because the giucomater In
the secure unit"...was not working right.,,*
Subsequent review of the current (February 2010)
glucometer quality control logshests on 2/35M0
disolosad the following deficlent practices;

8. None of the four resfdent units in the facility
listed the acceptable rnge of quality conirol
values on the control logshedts used by testing
persannel; these values would be required o
verify accurate glucometer parformance,
Inferviews with each of the Tour unif supsrvisors
en 212310 revealed they wers not awars control
valugs ware to be compared o an established
range of results, hor did thay know information on
accaptable contraf ranges was printed on the
[zhel of sach boftle of glucose reagent test strips.

h. Referring to the manufacturer's acceptable
quality sontrol ranges for current lot numhers of
reagent test strips, it was dizcovered the high
level control used on Deer Lana excesded the
accepiable range of values oi five of twenty-two
days (23%). There was ng evidence staff
detected the outaf-range condifions ar took
corraciive actions to ensure test aooyracy,

¢ The Chapel Lane unit had out-ofurange
control values recorded for elght of twenty-two
days (36%) on the high level contrdl, and two
additionai days lacked documentation of any
cantrol procedures. There was no avidenae to
show staff were aware of the out-of-range
condftions or multiple days of missing control
data,

d, Rotumentation fram the Sunrise Lane unit

F 303
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showed glusometer contrals had not baen tesfad
for four of twenty-two days (1 8% In the current
month. There was no evidencs to show staff were
aware of multiple days without sompistion of
guality cortrol procedtras,

2. The mnufaciurer's lebel sffteed to each vigl of
reagent test strips and each bottle of control -
material contalnad an expiralion date for the
product and a ctatement that sach product had a
80-tay expiration once opaned. None of the faur
opehed vials of reagents test strips or eight
bottles of epened eontrol materials were dated by
staff fo show the corract 0-day shelf lifa,

8. The direcior of nursing stated In interview an
22310 at 10:10 AM that sMe was not eware
quality control values were to be compared with
an astaptable range of vajuss, nor wes ehe
aware that glucometers had been used when
cuntrols values ware out-elranhgs. She addad
that 24 of 84 resldents (29%) at the facitity had
wutient physiclan orders for routines glucose
testing,

»
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