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A resldent has the right to examine the resulls of
the most recent survay of the faclity conductad by
Faderal of State survayors and any plan of
correction in effect with respect to the facillty.

The facility must make the results available for
examination and must post in a place readily
accessible to resldents and must post a notice of
thelr availability,

This REQUIREMENT Is not met as avidenced
by:

Basad on observation and staff and resident
interview, the facliity falled to post a notice of the
avallabillty of health survey resulis, The findings
were;

Perlodic observation from 2/28/11 at 4:48 PM
through 3/3/11 at 9:48 AM revealed plastic bin
attached to the wall near the entrance to the
facility. Inslds the bin was & notabook with the
Inscription "Pleasa return to front lobby when
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F 000 | INITIAL COMMENTS F000| Preparation and execution of this response and
pian of correction does not constitute an
_— admission of agrecment by the provider of the ‘
The following common ab_bm"iaﬂons are used truth of the facts alleged or conclusions set foith .
throughout this document: in the statement of deficiencies, ‘The plan of
RN -« reglstered nurse correction 14 prepared and/or exscuted solely
LPN - llcensad practical nurse beeause it is requited by the provisions of fha ;
DON - director of nursing state and federal law. For the purposes of aty !
allegation that the facility ts not in substadtla]
MDS - Minimum Data Set conapliance with federal requirements of :
GNA - cortifled ny rsing assigtant participation, this response and plan of corrgetion’
RD - registered distiian : constitates the facility's allegation of compliance
Less comm only usex abbraviations will b o In accordance with the State Cperations Maial,
annotated In each deficiency whete ysed, S . j
F 167 | 483.10(0)(7) RIGHT TO SURVEY RESULTS - F 67| RhADILY ACCHURVAY RESULIS- 41l
88=G | READILY ACCESSIBLE The facility will make the results avaijable for

examination and will post in a place readily

accessible to residents and must post a notice of

their availability,

1) The survey binder will be labeled clearly on
the front and side cover as “Survey Results™,
The reveplacie where the bincer is kept will
also be clearly labeled as “Survey Results”,

2)  Staff, residents, and visitors will be
informed about the location of the survey
tesults on or before April 18, 201 1.

3) The location and availability of survey
results will be covered in Genera]
Orientation for staff and also at the monthly
Resident Council meetings.

4)  The Exccutive Direotor (ED) will conduet
random audits of the sutvey binder to ensure
that it s in place and cleatly marked, A
Performance Improvement Auditing Tool
will be used to conduet audits,

5)  The results of the audits will be presented at
the monthly Performance Improvement
Meeting, Any trends or problems will be
identified and acted upon. ‘This will ocour
for a period of at least three months nd
until subskantial compliance js met,
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Continued From page 1

finlshed.” Nelther the notebook cover, the wall
hahind the notebook, nor the bin holding the
notebook identified the notebook as contalning
survey results, Inferview with a receptionist on
3/3/111 at 8:16 AM confirmed the survey results
wera not [dentifled as such. Confidential Interview
with six of ten resldents on 3/1/41 at 2:30 PM
revealed they were unaware of the existencs of
tha previous year's survay results. They also
stated they would be Interested In reviewing them.
483.15(c)(8) LISTEN/ACT ON GROUP
GRIEVANCE/RECOMMENDATION

When a resident or family group exists, the facllity
must listen to the views and act upon the
grievances and recornmendations of rasldsnts
and families concerning proposed policy and
oparational decisions affecting resident care and
Iife In the facility.

This REQUIREMENT s not met as evidenced
by:

Based on raview of the Resident Councl minutes
and resident and staff interviews, the faciitly falled
to resolve 1 of 1 councll grievances pertaining to
wandering tesidents. The findings wete:

A confidential interview with ten resldents wag
conducted on 3/1/11 at 2:30 PM. During this
interview, residents raported that at several
racent councll meetings they had requestad
wandering resldents be pravented from entering
thelr rooms. Concerns expressed about the
behavlors displayed by the wandering residents
Included removel of personal ftems, rummaging
through dlothing drawers and closets, and leaving
trash behind,

F 167

F 244

F244 LISTEN/ACT ON GROUP

GRIEY ANCE/RECOMMENDATION

When a resident or family gronp exists, the

facility will listen to the views and act upon the

grievances and recommendations of residents and

families eoncerning proposed poliey and

operational decisiona af¥ecting resident care and

Tife In the faclity,

1) Mesh barriers have been placed in doorways
of residents who had concerns aboul
wandering residents,

4 s

2} The question will be posed at each resident
couneil meeting about wandering residents

to determine if there are still concems.

Any further concerns about wandering
residents will be referred to the Sacial
Services Director [tmediately. A mesh
barrier will be placed on the door of the
resiclent who is voicing concem.

3)

Results of the question posed at the monthly
Resident Council Meeting will be reported
at the monthly Performance Improvement
Meecting. Any trends or problerns will be
identified and acted upon, This reporting
will oceur for at least fhires months and until
substantial compliance has been achieved,

4)
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Review of the Resident Gouncil meeting minutes
for Decamber 2010, Janhuary 2011 and February
2011 revealed the following:
8, Resident Councll maeting minutes from
12/14/10: Old Business - "a fow resklents
complained about other residents wandering into
thelr rooms." New Business - "some residante are
still wandaring in and out of other resldent's
rooms.”
b, Resldent Gouncil meefing minutes from
111/11: Old Rusiness - "some resldents are sifli
wandering In and out of other resident's rooms."
New Business - "soma residents ara stil
wandering in rooms at times,” -
¢ Resident Councll meating minytes fro
2/8111: Old Business - "soma residents are stiil
wandering In rooms at times."
interview with the recreation manager on 3/3/11
at 10;30 AM confirmad the reeident councl)
meeting minutes were correct. She varifiad the
grievatice related to wandering residents had not
been resolved, /
F 248 [ A83.15(f)(1) ACTIVITIES MEET F 248| r248 ACTIVITIES MEET INTERESTS/NEEDS L’ I8
$8=D | INTERESTS/NEEDS OF EACH RES OF EACH RESIDENT
The facility will provide for an ongoing program
The facllity must provide for an ongolng program of activities designed to meet, in accordance with
of activitles designed to meet, In accordance with the cnm;.)rchenswe assessinent, the interests an_d
the comprehenslve assessment, the interests and g}“ﬂﬁi’g’:‘:;g e':f“tal-' and psychosocial well-being
the physical mental, and psyshosocial well-being 1) Resident #71 no longer resides in the
of each resident, fucility.
P [j/bf-'
2) The Recreation Director will conduct a /’ﬂ fﬁ’(’uu
Thia REQINREMENT 13 not met as avidenced senthlyoudit-ofpaeipatonrocords tégﬁ ﬁ//Wt
by determine i( a consistent level of activity .,{ﬂ
Based on observation, medical record review, participation is being achieved and .
and staff interview, the faciity fafled to develop sn determine if further intervention s required,
Individualized activity program for 1 of 14 sdrnpie
residsnts (#71) that enhanced hisiher life and
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providad meaningful, fe-affirming experiences. .
Tha findings were: . _
3)  The recreation staff will be educated shout
he importance of praper documentation
Obsatvation on 3/2/11 showed resident #71 was M 2 O I e
. . regarding participation to reflect activiiles
sloaping at 3:10 PM, At 4:30 PM that day the olforcd, sitondod or e, Booanile
restdent remalned In bed with his/er eyss shut, staff will also be eduoated about care plan
Except for mealﬂ"g the residant stayed in bed, contert for activitics. The Reereation
apparently sleaping, when abserved at varous Director will conduct the educationonor | L&
times earlior In the survey. Review of the madical YAt

record revealed the resident showed a steady
decline in the number of activities s/he had
participated in since September 2010, According
to the 6/28/10 admissioh activity assessment, the
resident had been interested In animals/pets, with
cals belng described as very important, The
assasament also showed the residant found
binge, eards, current events, dominoes/games,
educational programs, walking, and visits from
family or frlends to be "somewhat Impartant” and
of current 'nterest at the time of the assessment.
Review of the individual participation records from
September 2010 through February 2011 showed
ho evldence the resident was ever offerad
animalfpet visits or that cats wera volvad i the
resident's life in any way. After September 2010,
there was no evidence the realdant was offered of
particlpated In currant events, dominges, or
educational programs; thera was no evidence the
resident attended, or was Invited to atéend, bingo
and card games after Octaber 2010. By January
2011 the resident was primary activities were
hoted as "walking” and "soclal visits."

Interview with the activity director on 3/2/11 at
4:30 PM revealed "walking" as documented in the
participation record was actually propelling hisfher
wheelchalr to and from meals, and "social vislés"
ware very brief visls to ask each resident how
s/he was doing, Evan though the resident initially
did well In smaller groups, the activity director

4)

5)

N

AA Performahcfé’lhiprux*ement Monitoring
Toal will be used to record audits. If
problems are identified during audits,
immediate re-education or corrective action
will take place.

The results of the audits will be prosented at
the monthly Pexformanee Improvement
Meeting for a peried of at least three months
and until substantial ecomplisnee is achieved.
Any problems or trends will be identified
and acted upon,
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The resident has the right, uniass adjudged
incommpatsnt or otherwiss found to be
Incapacltated under the lews of the State, fo
participate In planning care and treatmant or
changes In care and treatment,

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessmant; prepared by an
interdlscipinary team, that Includes the attending
physiclan, a ragistered nurse with responsibifity
for the resident, and other appropriate staff in
disciplines as determined by the resldent's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resldent's
legal reprasentative; and periodically reviewed
and revised by a team of qualified persons aftor
gach assessment,

This REQUIREMENT Is not met as evidenced
by:
Based oh observation, medical record review,

CENTERS FOR MEDICARE § MEDICAID SERVICES ,
[aTaTEMENT OF DeFiCENGIES [ PROVIDER/SUPRLIZR/GLIA X2} MULTIPLE CONSTRUGTION v/ .
AND PLAN OF GORRECTION ) IPENTIFIGATION NUMBER; e PLece ! / }‘S’/ f 3~/ i mé’éﬁrﬁfgﬁw
A BURDING Hr
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F 248 | Continyed From page 4 F 248
stated the resident's involvement In aclivitles
declined after some of the reaidents wera rude,
However, activities with other group members
ware not arranged, The activity director stated the
resident was not raosiving one-to-che visits frorn
activily staff as she "dlidn't think [tha resident]
would accapt" them, but she reported they had
not been attempted. Finally, tha director
confirmed the resident spent most of his/her ime
sleaping; she reportad that If the restdent got to
higfher room, s/he would not lsave, ; ARTICIPATE PLANNIN Li }3
F 280 483,20(d)(3), 483.10(k}{(2) RIGHT TO F 280 F280 RIGHT TOP, : ¢ ‘ })}
§8=E | PARTICIFATE PLANNING CARE-REVISE Gp CARE - REVISE CARE PLAN

A comprehensive care plem must be developed
within 7 days ufter the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the atiending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident’s needs,
and, fo the extent praclicable, the participation of
the resident, the resident’s family or the
tesident's legal representative, and perindically
reviewed and revised by a feam of qualified
persons after each assessmeont.
1) Care plans for residents #33, #9, #44, #55,
and # 88 have been revised to reflect (he
sctual care being provided to the residents,

2)  Care plan for resident #4 has been ¢hanped
to include a measurable goal for the activity
problem,

3) A complete audit of all care plans will be
conducted on or before April 18, 2011 to

FORM CGMB-2667{02-96) Pravious Verslong Obaclate
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DEFICIENGY)
F 280 [ Confinued From page 5 F 280
staff Interview, and review of Infaction contrel
logs, the facility falled to ensure care plans for 6 ensure that the care plans match the care
of 17 sample resldents (#9, #33, #44, #65, #88) being provided.
wera revised to reflect each residant's ourrent A UnicM d Diroctor of Nursi
status and care, In addition, Individuallzed, ) oM Wi and irestos o Toproent
mea:ﬂaurabla goals were not daya]oped for Auditing Tool te randamly eudit care plans
resident #4, The findings were: weekly, including care plans for residents:#<Y/| w13
. 133, #9, #44, #55, and #88 to ensurc that M FPET R
t. According o the 2/18/11 care plan, resident care plans are up to date withTovisions wl A/ 017: )E/)()
#33 was to receive a mechanijcal soft diet and added or resolved, If probléhs are jﬂ
"Prostat’ three times daily, eat in the assisted identified during audits, immediate re-
dining room, have a thin gel cushion in the education and/or corrective action will take
wheelchalr, and was on an unspecified tolleting place.
program. Obszervation thioughout the survey , L
showed the resident racolved a regular diet and 3) The Dircator of ;f";’g‘;fa;’;m cducate al
|ate Independently In the main dinlng room or in responsible for writing care plans about how
hisiher room. The resident did not have a thin gel to correctly writc care plans including goals
cushion in the wheelchair, but had & Roho that are mensurable. 'The education will also
eushlon, instead, [t was obaerved that the include how to revise care plans, The
resident routinely informed staff of the need to education will be conducted an or before
use the toflet, Review of physlelan's ordets April 18, 2011,
showed the resident was not receiving "Prostat.” o
Interview with the DON on 3/7/11 at 10:56 AM 6)  The results of audits will be presented al the
confirmed the cara plan not been revised to ?;:";‘gglggfi‘}f;ﬁ:j; It‘t?g:?]‘l’;“;g?; xge“’w
::gﬁjctnt:e care presently being provided to the until substantial compliance is achieve,
© Auny problems or trends will be identified
and acted upon,
2. Raview of the care plan for restdent #9, last we
revised on 2/23/11, showed sfhe was to recelve a
mechanical soft diet and "Prostat" three times
dally. The care plan also showed the resident was
to be tollsted upon arising, before and afler
meals, at bediime, and as needed. Although the
rasident did recelve ah antipsychotic medication,
the time lines Indigating how often to monitor the
resident's behavlor, review the madication, and
for soclal setvice to evaluate the resldent were
not designated. Review of the physiclan's orders
showed the rasldant did not recelve "Prostat’ and

FORM CMS-2667(02-00) Pravious Yerslons Obsolole
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F 280 Continued From page 8 F 280

that s/he was on a regular diet, Inferview with
CNAs #2 and #3 on 34111 at 2:10 PM revealed
the resident was on & check and change program
and was not {olleted. Interview with the DON at
10:66 AM on 3/7/11 confirmed the care plan had
not besh revised to reflect the resident's current
status.

8, According to the care plan for resident #44,
dafed 2/16/11, metolazone had baen
discontinued. The care plan also Instructed staff
to apply compression wraps to the resldent's
lowar extremitias, Review of the physician's
orders showed metolazone was actually restarted
on 2/26711. Observation on 2/28/11 at 4:45 PM
and on 3/1/11 at 8:60 AM showed the resident's
iege wers alevated on piliows on top of the raised
recliner foot rest, During nelther observation was
the resident wearing compression wraps. On
3711 at 10,55 AM, the DON conflirmed the care
plan had not been updatsd to reflect the
resident's current care,

4. Review of the care plans for residents #58 and
#88 on 372111 falled to show whether sither
resident was placed on |solation precautions
following culture reports of pathogenic organisms.
Refer to F 441 for detailed Information.

8. Review of the 1/19/11 care plan showed
resident #4 was to have ohe-to-one visits thres
times per week for sensory stimulating activities
and hyglene, However, the care plan falled to
identify an Individualized, measurable goal for the
activity plan. Interview with the activity director on
32111 at 4:52 PM conflrmed the specified goal,
"wiill accept 1:1's 3x per waei by next review," dig
not match the response they wanted to elicit from
the resident,
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TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG cﬂoss-REFEREgJEEI% IE?] g\r{:}u APPROPRIATE DATE
F 281 | 483.20(9(3)() SERVICES PROVIDED MEET 281} 281 SERVICES PROVIDED MiskT 4igfu
58=E | PROFESSIONAL STANDARDS TOPESSIONAL STANDARDS "
The services provided or arranged by the facility
The services provided or arranged by the facillty will meet professional standards of quality, |
must meeot professional standards of quality, 1) The Repistered Dietician (RD) will \ _
complete dietary assessments for residents, (Lot
#9, #33, #44, #84, and #914/4@5 W \
This REQUIREMENT is not met as evidenced AL e "
by: 2y 'The DON will conduct rendom weekly |
Based on ohservation, medical record review, audits to ensure the documentation and
staff Interview, and review of educationa! cffectiveness of PRN miedications is
informatlon, the facility failed to enaure staff  complated on back of medication
canformed to professional standards of practice ﬂlf;m“‘s” ation record (MARY) of pain flow
related to assessmants, documentation, and sheet. The audits will include resident #44.
medication administration, Medical record review 3} The DON will conduet ratidom week!
showed 6 of 10 sample residents (#9, #33, #44, ) audits of residents who receive in}‘m.lexl-’r
#84, #61 ). whose nutritional status required a freatments to ensure that nurses are
commprehansive assessment, were not assessed administering per physician orders, The
by the RD, Documentation was Incomplete for 1 andits will include resident # 4.
of 6 sample residents (#44) reviewed for pain. o
Physiolan's orders were not followad during 4) The registered dietician will eudit all

medication administration for 1 of 1 sample
residenta (#63) obaerved with an inhaled
madication. The findings were:

resident charts to engure that there is a
current distary assessment complete /ff"g"ﬂ /e ‘D‘

5)  The Certified Dictary Manager ({CDM) will
- use a Performance Improvement Auditing
1. Ravlew of the individual annual MDS Tool to conduct random weekly audits to

assessments for residents #8, #33, #44, #84, and ensure that residents have a current dietary
#91 showed each resident required a o/ __assessment If problems are noted duting
comprehensive nufrition assessment. Raview of . the andif, immediate re~education and/or
the information |dentifled as each resldent's corrective action will take place,
assessment showed each was completed by the /f}"] ’ .
cettifled dietary manager (CDM) Instead of the 6) The DON or designee will use a

RD. The RD stated in Interview on 3/1/11 at 9:10 Performance Improvement Auditing Tool to

conduct random weekly audits of MAR
AM she tried to get her assessments completed andfor pain flow sheels (o ensuro proper

after the dletary manager collected nutritional ; ;

fPRN tions. Th
data, but did not always do so In a timely manner. g‘gm‘;"c;?;gl; L adations, The
The RD acknowledged if resident records lacked weekly audits of residents receiving inhaler
her comments, she had not reviewed and treatments. If prablems are noted during
annotated the charting, Interview with the DON on audit, immediate re-education andfor
317111 at 10:56 AM confirmed the CDM had corrective action will tuke place.
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completed the assessments, According to the
2008 Standards of Practice for Registered
Dietitians In Nutrition Gare, published by the
Amerlcan Dietetic Asgoclation, Standard 1:
Nutrition Assessment, The registarad dietitian
(RD) uses accurate and relevant data and
Information to identify nufrition-related problems,
Ratlonale: Nufrition Agsessment is the first of four
steps of the Nutritton Care Process, Nutrition
Assessmant Is a systematlc process of obtaining,
verifying, and interpreting data ih order to make
decisions about the nature and cause of
nutriton-related problems, it Is Initiated by referral
and/or screening of Individuals ,..for nutrition rlgk
factors, . It provides the foundation for Nutrition
Diagnosls, the second step of the Nutrition Care
Process. Further, the 2008 Standards of Practice
&pacifically state: "The RD doss not delegate the
nutrition care process, but may assign certaln
tasks for the purpose of providing the RD with
heeded information (e.q., screens, pathering of
data and other Information) or communicating
with and educating patients.”

2. According to the care plan, staff wete to
document the effectiveness of pain medications
recelved by resident #44, Review of the
medication adrinlstration record (MAR) for
February 2011 showed the resident recelved
"prn" (a8 needed) doses of Percocet on February
5,8, 8,8, 15,17, 22, 28, and 28 for addional
control of pain, Further review of the record
showed the only documentation was completed
on 2/5/11. On 3/2111 at 11 AM tha DON reviewsd
the MAR and paln flow record end confirmed the
required information had not been entered. She
stated an Inservice was condusted for llsensed
nursing staff related to documentation of "pm"
medlcations in February 2011. Raview of the

7)  The BD will educate the RD reparding
timeliness of assessments and policies and
procedures about completing assessments.
The DON will educate licensed nurses
about how to properly document PRN
medjcations oir the MAR or pain flow sheet
and how to correctly administer inhalers per
physiclan orders, The education will take
place on or before April 18, 2011,

) The results of these audits will be presented
at the monthly Performance Improvement
Meeting for a period of at least three
mottths and/or until substantial compliance
is achieved. Any problems or trends will be
jdentified and ected upon,

]
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sducational Information verified staff were to
completa the back of the MAR or enter the
information on the pain flow sheet, According to
Elkin, Perry, and Potter in "Nureing Intarventions
& Clinlcal Skills," 4th Edition, 2007,
docurmentation is one of the "6 Rights" of
madlcation administration and should Include

.. response to the medication.”

3, Observation on 2/28/11 showad LPN #4
adminlatered Symblcort at 6:26 PM for resident
#83, The Inhaled medication was followed by a
slp of water as the resident swallowed hig/her oral
madications. Ascording to the MAR, staff wera to
have the resldent ringe hisher mouth after
inhaling the medication. At 5,28 PM the LPN
stated the resident swallowad water n place of
ringing when in the dining room. Reconcillation of
the medicaticn showed the physlcian's orders
wera for the resident to rinse out his/har mouth
after use of the Inhaler, On 31411 at 6 PM the
DON sfaled that swallowing water with
medicatlons was not the same as swishing water
around and thoroughly rinsing the mouth,
According fo the Wyoming State Board of Nursing
Rules and Regulations Chapter 3 Standard of
Nursing Practice... hurses are to carty out orders
from physiclans,

483,25(a)(3) ADL. CARE PROVIDED FOR
DEPENDENT RESIDENTS

A resldent who is unable fo carry out activities of
dally living receives the necessary sarvices to
maintain good nutrition, grooming, and personal
and oral hyglene.

This REGUIREMENT is not met as evidenced

F 281

F312 ADL CARE PRGVIDED FOR
DEPENDENT RESIDENTS

A resident who is vnable to carry out activitics of
daily living receives the necessary services lo
maintain good nutrition, grooming, and personal
and oral hygiene.

F 312

1} The DON or designee will conduct random
weekly observations of residents receiving
perineal care. The observations will include
residents #65 and #44,

s

J
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Based on observation and staff interview, the 2) The DON will conduct re-education for
facllity falled to eneure staff provided appropriate nursing staff and therapists regarding how
parineal (Incontinence) care for 2 of 5 incontinent fo perfotm proper perineal ﬁe 11‘” i (8
residents (#44, #65) who were obsarved during edu(lzahon will oeeur on or before April 18,
he provision of perineal care. The findings ware: 20,
ON or designee will use a
1. Observation on 3/1/41 showad resident #65 Y ,Tf,‘fffmm Impg()vement Audit Tool to
rang for essistance at 7:20 AM, and the light was conduct observations of perineal care. If
answared by ccoupational therapist #5, When the any problems occur duting observation
resident staied s/e had been inconlinent of urlne immediate re-education and/or corrective
and needed a dry disposable brisf, the tharaplst action will take place.
replled that she would change the brief. Using a _
back and forth motion, the therapist cleansed the 4)  The results of these audits will be presented
anterlor lower groit and rectal area, but failed to at the monthly P“,.'fgr";ﬁ‘}f'f h“pr‘i;ﬁmegl
cleanse the genitalla, the entire parineal ares, or e months o1
the buttocks pricr to applying a clean brlaf, Ha s P '
2. Observation at 9:50 AM on 3/1/11 showed
resident #44 was inconfinent of urine. During the
provigion of petineal care, CNA #2 used a back
and forth motion with the same area of the wipe
to cleanse the perineal area four times, The CNA
discarded that wipe and obtained a clean ona,
She then used the same section of the new wips
to cleanse the pariheal area three tmes, agaln
using a back and forth motion,
3. On 3/7111 at ;28 PM the DON stated that
perineal care for both men and women should be
done from front to back and frem clean to dlirly,
Back and forth motions should not oceur, and
each stroke of the wipa should be made with a
clean, unused section. Tha DON verifled that the
tachniques described in the above Instances were
incorract, F37! FOOD PROCURE, 4 / g l i
F 371 | 483.35() FOOD PROGURE, 871 STORE/PREPARE/SERVE -SANITARY i
88l | STORE/PREPARE/SERVE « SANITARY
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(1) Procure food from sources approved or
oonsidered satisfactory by Federal, Stale or local
authorities; and

(2) Btore, prepare, distribute and gerve food
under sanitary conditions

This REQUIREMENT s not met as evidenced
by:

Baged on obsarvation, staff interview and review
of the 2002 Food Safety Code, the facllity failed to
asaure liquid nutritional supplements were labsled
with the date they were thawed In2 of 3
refrigerators, In addition, the facility falled to
prevent resident food from exposure to possible
contamination. The findings were:

1. Periadic abservation in the man facility kitchen
from 2/28/11 at 4:11 PM through 3/3/11 at 9:48
AM revealad a half full, 75-count box of individusl,
4 ounca cantalners of thawed nutritional
supplemeants. |h addition, observation on 3/1/11 at
1 PM revealed four unfabetied, thawed gontainars
of supplemant in the resident refrigerator behind
the Saddle Ridge nurses' station. The instructions
printed on the cartons revealad the product was
to be used within 14 days of thawing. However,
no date was written on efther the box or on the
Individual cartons. During an interview on 3311
at 10:45 AM, the distary supervisor confirmed the
suppiements [n the main kitchen refrigerator and
unit refrigerator lacked thaw dates. The dietary
supervisor stated staff were supposed to place a
date on both the box and on each Individual
carton when moved from the freezer Into the main

State or local authorities; and 2} store, prepare,
distribute and serve food under sanjtary
conditions.

13 The CDM has ensured that all liquid
nutritional supplements are labsled with the
date they were removed from the freszer for
thawing, All refrigerators have been
checked fo ensure that all food is free of
meld, The eeiling air vent has been
cleaned. All clean food preparation
equipment has been checked for
cleanliness. Kitchen staff has been
informed that eating in food preparation
areas is prohibited.

(2} The CDM aor designee will conduct random
weekly audils to ensure that all licuid food
supplements are properly labeled when
removed from the freezer; checks of all
refrigerators to ensure that all food {s frec of
mold; cheeks of all food prepasation
equipment to ensure cleanliness; check to
ensure that vent over food preparation area
is clean; observation of dictary staff to
ensure that there is no eating in food
preparation areas.

3) A Performunce Improvement Audit Taol
will be used to conduet all andits, If there is
a problem identified during audits
immediate re-education andfor corrective
action will take place,

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/GLIA {2) MULTIPLE CONSTRUCTION (X8) DATE SURVEY
ANO PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
\D)S A, BULDING
AN B, WING
/ AN 536030 03/07/2011
NAME OF PROVIDER OR SUPPLIER STREET ARDREAS, CITY, STATE, ZIP CORE
1090 WEST LOUGKS STREET
w EW HEA ENTER
ESTVIEW HEALTH CARE C SHERIDAN, WY 62601
oy o BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EAGH DEFIOIENGY MUST BE PREGEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE ARFROPRIATE DATE
DEFICIENGY)
F 371 | Continued From page 11 F 3711 The facility wil? 1) procure food from sources
The facllity must - approved or considered satisfactory by Federal,

FORM GMS-20600(02-00) Pravious Versinng Obeclote

Event ID:EDYB11

Faglly I WYGoas

If continuation sheet Page 12 of 16




" DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 0(3/18/2011

FORM APPROVED
CENTERS FOR MEDICARE & MEDIGAID SERVICES \ OME NO, 09380391
STATEMENT OF DEFICIENCIES {#1} PROV!DER!SUPPUER’CLM (2 MULTIPLE CONSTRUGTION - / M ”‘ {X8) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: [ k[/ [3‘ COMPLETED
A BULLDING M
535030 . VNG 03/07/2011

NAME OF PROVIDER OR SUPPLIER
WESTVIEW HEALTH CARE CENTER

STREET ADDREES, CITY, STATE, ZIP GODE
1990 WEST LOUGKS STREET
SHERNJAN, WY 82801

) ID SUMMARY STATEMENT OF DEFICIENGIES 1 PROVIDER'S PLAN OF CORREGTION X6
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORREGTIVE AGTION SHOULD BE ooMBLETION
TAG REGULATORY (R LSC IDENTIFYING INFGRMATION) TAG ORUBB-REFERENGED TO THE APPROPRIATE bATE
DEFIGIENCY)
F 371 Continued From page 12 F 371

kitchen refrigerator,
2. Periodic obsetvation from 2/28/11 at 411 PM 4)  The CDM will conduct re-education with
through 3/3/11 et 8:48 AM revealed the following dictary staff regarding labeling Hauid food
concerns: supplements when removed from freczer,

a. A box in the walk in refrigerator contained checking for mold on food n‘nd renroving it
3 cantaloupe, Each melon was noted to have from the food supply, checking all food
some degree of mold on . prepatation equipment for cleanliness, aqd

b. The celling air vent In the kitchen was iho policy of uo cating in 4 food preparation
coated in dust and lint. The vent was directly over 5) 'The results of these audits will be presented
the food preparation table. at the monthly Performance Improvement

Moeeting for a period of three months and
During an Interview on 3/3/11 at 9:48 AM the until substantial compliance is achieved.
facliity's dietary supervisor confirmed she was Any problems or trends will be acted upon.
aware that dirt and mold rapresented a possible S
source of food contamination during food storage
and preparation,
According to Food Codoe 2008, U.S. Public Health
Service, 3-305.11 Food Storage, (A) food shall be
protected from contamination by storing the food:
{2) Where it s not exposed to splash, dust, or
other contamination.
3. Observalion on 2/28/11 at 4:11 PM revealed a
small amount of dried food stuck to "clean" food
proparation equipment, including a rolling pin, a
ladle and a frylng pan. Interview with the distary
supeivisor at the tima of the abservation reveaied
staff should check to sea If the utenslls were
completely clean prior to putting them away,
According to Food Code 2009, U,S. Public Health
Sarvice, 4-601.11 Equipment, Food-Contact
Surfaces, Nohfoad-Contact Surfaces, and
Utenslls. (A Equipment food-contact surfaces
and uiensils shall be clean to slght and touch.
4. Observafion on 3/1/11 at 3;48 PM revealed a
FORM GMS-2607(08-09) Praviotis Veralons Dbsolele Event Ib: EDYD'1 Faollily ID; WY 0036 If continuation sheet Page 13 of 18
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dietary aide standing over the food proparation
table eating a slice of pie. OOn the food preparation
table were many (approximataly 20} individuad
sewving plates containing of stices of ple,
Interview with the distary supervisor at4 PM
revealed staff should not be eating in the kitchen
when preparing resident meals.
According to Food Code 2009, U.S, Public Health
Service Hygiane Practices 2-401.11 Eating,
Drinking, or Using Tabacco, (A)...an employee
shall eat, diink... only in designated areas whera
the contaminatlon of axposed food; clean
aquipment, utanslls,..or other fems needing
protectlon can not result,
F 4411483.,65 INFECTION CONTRQOL, PREVENT F 441| F441 INFECTION CONTROL, FPREVENT
s8=g | SPREAD, LINENS SPREAD, LINENS
‘The faeility will establish and mainialn an
The facility must establish and malntain an I’,‘uge”“‘“? ("’““"5 Program desighed to provide a
Infection Contral Program deslgned to provide a o }fé]5a“‘rfv'":ni“m:gzﬁ’lﬁ‘aﬁ;“:ﬁ“m"“t and
safe, sanltary and comfortable environment and tanemicsion of discose A mfbciden
to help prevent the development and transmission ’
af dissase and nfectlon, 1) The facility will establish an accurate, data
driven infection surveillance progtam. The
{a} Infection Control Program surveillance log will indicate (f there are ~ ¥
The facillty must eatablish an Infection Gontrol any epidemiologically significant — u"/‘ME
Program under which it - pﬂﬂlogeng-ﬁ'ﬂﬁ'fﬁﬁlsn show f%ﬁ%
(1) investigates, controls, and prevents Infections outcomes and resolution to infeotiong, 41
in the fallity: Culture sensitivity result's fml_l be rewewe‘d
(2) Decldes what procadures, such as isolation, “’cf“?‘;“’ that proper antibiotic treatment iy
should be appliad to an Indlvidual resident: and . Aneptic technique will be used for
(3} Maintains a racord of incldents and carrective & wound eare; [j
actions related to Infections. 2)  The Staff Development Ceordifiatar (SDC)
will aucit all charts weekly to ensure that all
() Preventing Spread of Infaction infections are recorded on the infection log
(1) When the Infectlon Centrol Program for thet month. Unlt Managers will andit all
determines that a resldent needs isolation to culture sensitivity results to ensure proper
pravent the spread of infection, the facilily must
isolate the resident,
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(2) The facilty must prohibit employees with a
communicable disease or infected skin Jesions
from direct cortact with residents or thelr food, If
dirsct contact will transmit the disease.

(3} The facility must require staff to wash thalr
hands after each direct restdent contact for which
hand washing ig indicated by accepted
professional practice,

{c} Linens

Personhnel must handle, store, process and
transport linens so as to prevent the spread of
Infection, S

This REQUIREMENT is not met as avldenced
by:

Based on observation, staff interview, and review
of infection conirol logs and medical records, the
facility failed to malntain an effective infection
confrol program. The cumulative effects of this
Rillure were evident In 3 critical areas:

a. The facillty falled to maintain an acourate,
data-drivan infection surveiliance program. The
lack of accurate and timely surveillance resulted
i the facility's failure to recognize Infactions
attributed to multidrug-resistant micreorganisms
(MDBROs) for 2 of 17 sample residents (#55, #88),

b. The facility falled to review antibiotic
sansttivity results for 1 of 14 (#8) sample
residents; this failure resulted In inappropriate
antiblotic therapy.

o, Facility staff failed to use aseptic techniqua
during 1 of 3 wound care obsarvations {#33),

The findings were:

A. Regarding Infection sutvelllance:

antibiotc treattrient js, orderedi . The DON
or designee will‘ﬁn%ﬁﬂxﬂy audit care plans
to ensure that isolatith precoutions have
been added to care plans when appropriate.
Random weekly observations of nurses
performing wound care will be conducted
by the SDC or designee to ensure that
aseptic technique is used. The audits will

include resicent # 33.

3} A Perforrsance Improvement Audit Tool
will be wsed to conduet the audits. If
problems are identified during the audits
immediate re-education andfor corrective
action will take place.

4) "The DON will conduct education regarding
infection conirol surveillance, monitoring
culture sensitivity results to ensure proper
antibiolic freafment, updating care plans to
include isolation precautions when
appropriate, and using aseplic technigues
when performing wound eare. The re-
educition will necur on or before April 18,
2011.

5) The results of these audits will be presented
at the monthly Performance Irprovement
Meeting for a period of three montha and
until substantial compliance is achieved.
Any problems or trends will be acted upon,
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1. Review of infection control ayrveillance
activitles on 3/2/11 and 3/3/11 showed the
program fafled to collect data for the months of
January throligh September 2010, Further, data
collected for November 2010 through January
2011 failed to show the outcome or resolution for
4 qof 37 resldent Infactions listed on the
surveillance logs,

2. The surveillance data collocted for November
2010 showed resident #55 had an sye infaction; a
swab of the eye was culfure-confirmed for
mathlollin-reststant Staphylococeus aureus
(MRSA), The survelllaince log recorded "Staph.
Aur, (Staphylococcous aureus), but failed to
document the isolata as MRSA, an
spidemicloglcally significant pathogen, The
November 2010 survelllance logshest also Tailed
to included resident #88 after hisfher urine cutture
was reported by the laboratory to contain
vancomycin-resistant Enterococeus (VRE),
another significant pathogen.

3. Review of the care plans for residents #55 and
#88 on 3/2/11 falied to show =ither regident was
placed on precautions following the isolation of
MRSA and VRE, respactively,

4. RN #1 atated In inteyview on 3/2/11 at 4:35 PM
that the infection survelllance program was
inactive for most of 2010 following sevaral
personnel turnovers, She further stated the
program was reinitated in December 2010, with
data for October and November collected
ratrospectively from rasident medical records,
The RN stated sha was not aware the November
2010 surveillancs logsheet falled to include
signifleant findings for resldents #45 or #88, who
were culture conflrmed with MRSA and VRE,
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Continued From page 16
respactively, The RN verified the care plans for

facliity followed contact precautions per the polley
for residents with MRSA and VRE Infections,

B. Regarding antlbiotlc usage:

Review of resident #8's madical records on 3/2/14
at 1:50 PM showed a laboratory report dated
1/28/11 documented the resident's urne
gpecimen was culture-positive for Escherlchia
coli, a bacteria assoctated with urlinary tract
infeclion, The laboratory repart furthet
demonstrated the bacterlal isolate was resistant
to several anfiblotics, among them ciprofloxacin
(Cipro). A hand written note on the bottom of the
laboratory report Indlcated the resldent was
currently recelving Cipra. A second ncts, “"on
Bactrim [irimethoprim/sulfarethoxazole]' was
also found written on the laboratory report.
According to the laboratory report, the E. goli
isolate was sensitive to
trimethoprim/gulfamethoxazole,

Review of the residant's medication
adminlatration record (MAR}) on 3/2/11 at 3:10 PM
revealed Clpro was ordered and given to the
resldent beginning 1/27/11; the antiblotic was
administered twice a day for 7 days. There was
0o avidence in the resident's record to show
Bactrim was ever ordered or administered to the
resident,

RN #1 revlewad the resident's Jaboratory
report on 312711 at 9:30 AM and conflrmed the
results showed the isolate was resistant o Cipro.
The RN added she did not know what the note
"on Bactim” meant; she stated har assumption
that someane might have noticed the senaltlyity
report, but fafled to follow-through with a
correctlve actlon. The RN acknowladged the lack
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of avidence to show the resklent's physician was
notifiad or reviewed the laboratory information or
that the resident was ever on Bastim,

C. Regarding wotind care:

On 8/1/41 RN #1 was ohserved as she changed
the dressing for resldent #33, After complating
care, the RN pulled aciasors from her pocket and
used them to cut the dressing to the carrect size.
Atter applying the dressing, the RN returned the
sclssors fo het pocket. The RN falled te clean the
aciasors elther before or after using them on the
dresaing, According ta Smith, Dueli, and Martin In
"Clinical Nuraing Skills Basglc to Advanoed 8kifls,"
7th Edition, 2008; 880; "Malntaining asepsis
during dressing changes asslsts In preventing
wound Infactions.” In Elkin, Perry, and Pattar.
"Nursing Intarventions & Clinical Skilis" 4th
Edition, 2007; 62: asepsis is defined as "...clean
tachnlque...Includes proocadures used to reduce
the number of and prevent the spread of
microorganisms.”
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