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| The fallowing common abbreviations ar ised
: throughout this document:
| CNA - Certified Murse Aide
! DON - Director of Nurses
f LPN - Licensed Practical Nurse
RN - Reglsterad Nurse
F 2251 483.13(c)(1){-(iii}, (e} - (4) F 228
86=0 ﬁﬁ%ﬂ%ﬁsfﬁ%gﬁg UALS The facility will ensure all injuries of
unknown sources will be investigated, This
The facility must niot employ individuals who have will be accomplished by:
been found guilty of abusing, neglecting, or e . .
mistreating residents by a-court of law; or have Facility investigated resident #86 and
had a finding enteted into the State nurse aide resident #95 by social worker
| registry congerning abuse, neglect, mistreatment unsubstantiated for abuse.
of residents or misappropriation of their property;
and report any knowledge it has of actions by a 8)  All Goshen Care Center staff will
court of law against an employes, which would receive education on how to identify
indicate unfitness for service as a nurse gide or suspec[ed abuse, proper reporting and
other facjlity staff to the State nurse alde registry the reporling structure for suspected
or ficensing autherities, abuse by June 2010, This will be
N reported at the Performance
;QiﬁggtfnQﬁ:;?g;ﬁ{entggalteﬁ E:llreaggg S\e';IO[aﬂOﬁE Improvement Commiitee meeting.
¥ 1 [ i H. \ ' K
including injuries of unknown scurce and b) TI_“Z Lfe'.lsed _(llllmma] d%oral WO? ker
misappropriation of resident properly are reported | or designee will provide the framing to
immedately to the administrator of the facility and all Goshen Care Centor Staff.
to other officials in accordance with State law I'raining will be on hire and on an
through established procedures (including to the anpual basis. This will be monitored
State survey and certification agency). and repotted on an annual basis to the
Performance Improvement Committes
The facility must have evidence thet all akeged by the social worker,
victations are thoroughly investigated, and must o) Adult/Elder Abuse and Negleot
pravent further potential abuse while the Assessments will be compleied on
investigation is In progress. each resident by the Licensed Clinical
i oo Social Worker or designes at cach care
. The results of all investigations must ba reported | plan meeting quarterly, significant
-LABORATORY DIRECTOR'S OR PROVIDER/SUPPUER REPRESENTATIVE'S SIGNATURE TILE %8 DATE

program pasticipation.
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| Minimum Data Set (MDS) asseasmants for

| nursing notes for that same day, revealed the

1o the administrator or his designated
representative and to other officials in accordance
with State law {including o the State survey and
certification agency) within 6 working days of the
fngident, and if the alleged viclation is verffied
appropriate corrective action must be taken,

This REQUIREMENT is not met as evidenced
by

Based on staff interview, medical record review,
and review of record keeping logs and '
investigative reports, the facility failed to ensure 4 |
injuries of unknown origin were Investigated for 2 |
of 2 sample residents (#86, #05) wha had injurtes
of unknown origin. The findings were; -

1. Review of the 7/26/08 inltial, the 10/26/08
guarterly, and the 4/8/10 slgnificant change

rasident #86 showed the resident was cognitively
impaired, Review of the nursing notes revealed
the following concerns:

a. Review of the 12/30/09 nursing notes
timed at 11 AM showed the resident complained
of right wrist pain. The ohservation made by the
nurge revealed there was & discolored area
approximately 4 centimeters {cm) by 2 cm of
unknown etiology. The nurse noted tha resident
guatded the area and moahed when If was
touched or moved, Review of the 3:30 PM

resident again complainad of pain in the right
wrist and requested "something" for paln, The
nurse went.on to deseribe the area as increased
in size, warm 1o the touch, and edematous.
Review of the 1/4/10 nursing nctes writlen at §:30
AM showed the resident continued to complain of
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F 225 Continued Fro ] .
ntinued From page 1 F225 changes and yearly, This will be Oversl)

monitored and reported on a quarterly | ‘otal tag
basis to the Performance Improvement | ©lement
Committee by the social worker,

cotnpleted
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6/20/10
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[ unaware of them and had therefore performed no

Continued From page 2

paln in the right wrist,

b. Review of the 1/4/10 nursing notes written
at £:50 PM showed the resident had a large
bruise on the left posterior hip, alse of unknown
etiology.

¢. Review of the 1/7/10 timed at 1 AM nursing
notes showed the resident had a bruise to the left
shoulder of unknown etiology.

d. Interview with the soclal worker on 4/22/10
at 12:15 PM revealed she would be the staff
member o Investigate the above noted injuries of
unhknown origin, Howavar, she sald she was

investigations, nor had she reported the injuries to
the state survey agency as required.

e, Raview of the investigations and incident
logs showed no evidence thasa injuries were
reported or Invastigated.

f. Interview with the DON on 4/22/10 at 1 PM
revealed she was unaware of these injuries and
was certain they had not been investigated.

2. Review of the 8/2/09 initlal, the 10/26/09
quarterly, and the 1/21/10 quarterly MDS
assessments for resident #95 showed s/ha was
cognitively impairad. Review of the 4/1/10 nursing
notes written at 11,40 PM showed as the CNAs
were changing the resident for bed, they noted
klood was dripping from the lateral/dorsal ares of
the left thigh. Upan assessment by the nurse,
three small puncture type wounds were found, "It
is not known what caused the wounds, however,
they appeared fresh..." Interview with the DON on
422110 st 1 PM revealed she was unaware of the
wounds and was certain there had been no
investigation into what caused the punciures.
483,16{a) DIGNITY AND RESPECT OF
INDIVIDUALITY

F 225

F 241

This page teft blank intentionally

Tag F241 will begin on Page 4
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F 241 Contlnue':d From page | ’ dents i 241 The facility will maintain and enhance
The facliity must promote care for resicents in a gach resident’s dignity and respect, this
manner and in an environment that mairtains or will be accomplished by;
enhances each resident's dignity and respectin b
full recognition of his or her individuaiity, The staff member has beon educated on
‘ resident #91 and resident #90 to sit while
This REQUIREMENT is not met as evidenced feeding to ensure and protect dignity,
by: | o
Based on observation and staff interview, the Providing an in-service with staff that
facility failed to ensure staff maintained the dignity assists with resident feeding: Education by
during meals for 1 (#91) of 17 sampie and 1 (#00) DON/RN Coordinators to maintain
non-sample resldents, The findings were: regident dignity and sit by resident to assist
with feeding,
Obsetvation of the evening meal on Monday, Overall
4/19/10 from 8:30 PM fo 8,20 PM showad CNA The facility will monitor nursing staffon a | total tag
#1 stood to feed r_es&dentslifeo ag'ql #glgw}he entire monthly basis for protection of resident element
meal, Interview with the CNA at 6115 PMon dignity to be fed with staff sitting, This completed
4119/10 revealed she always stood 20 she could will be re by:
A . ported to Performance ¥:
wander around" to feed several residents during Tmprovement Committee quarter} 6720110
the sama meal. Interview with the DON en 9 Y.
4122110 at 1 PM revealed al! staff were expected
to sit white mssisting residents to eat their meals.
E 248 | 483.15(f)(1} ACTIVITIES MEET F 248 The faility will provide f )
ga=t | INTERESTS/NEEDS OF EACH RES he facility will provide for an ongoing

The facifity must provide for an ongoing program
of activities designed to maet, in accordance with
the comprehensive assessment, the interests gnd
the physical, mental, and psychosocial wellbeing
of each resident.

This REQUIREMENT is hat met as avidenced
by:

Based on observation, madical racord review,
and staff interview, the facllity failed to design an
activities program to mest the neads and
Interests of 4 of 7 (#74, #83, #01, #96) sample
residents, all of whom lived In the locked unit. The

program of aclivities designed to meet, in
accordance with the comprehensive
assessment, the interests and the physical,
mental and psychosocial well-being of
each resident. This will be accomplished
Ly

Facility implemented a resident specific
activity for residents #74, #83, #91 and #95
that meet their individual needs,

a} The Activity Professionals will
complete the About Me form for each
resident at Goshen Care Center, Prior
to admission if able (o obtain from
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F 248 | Continued From page 4 F 248 family/resident, If not able to obtain
findings were: information will complete on
admission day.
1. Review of the 10/7/09 initial and the 2/4/10 b) - The Activity Professionals will
significant change Minimum Data Set (MDS) identify those residents needing one-
assessments for resident #74 showead s/he (o-one services and compile those
triggered for a probiem In activities, Review of residents into a monthly calen dér
these same MDS assessments revealed the o The Activit meessiog i
resident enjoyed talking and watching television, ‘ Ity Frolessionals Witk follow
Revlew of the 2/4/10 Resident Assessment thle .°lakf“d,‘é" and sign off daily as to
Protocol (RAP) summary showed the resident's which resident received their
activities were limited because of hisfher recent personalized one-to-one services,
health status so one to onhe visits worked best, d) The Activity Professionals will use the
| The following concerns were Identified: resident’s About Me forms to write
a. Review of the 10/5/09 activities care plan their care plans and will be available
showed it did not include a speclfic, individualized on the ADL C.N.A. resident care plan
plan for activities, The only approaches wera to form on each hall,
give the resident the opportunity to experience ¢)  The Activity Professionals will
hisiher personal interest if at all possible and to personalize all resident’s flow sheets,
remind the resigent who s/he is by calling htmfher This will be completed on day of
by the preferred name. resident admission for new resident
b. Periodic observations on 4/19/10 and and for current residents by June 20,
4720110 showed the 'res;deﬁt watched ?art ofa . 2010,
movie on the evening of 4/19/10 and s/he listene e . e
to the news being read on 4/20/10, The resident f ggi CCE; ?;f_ &3?:2;’:2\?‘;%23’{“;'}6 book
did not participate In any other activities, and resident flow shoots and o §
c. Review of the activity participation records and resident low sheels and one-to-
showed the resident received no one-to-one, one calendar with Acfivity Director Overall
volunteer, or pastoral visite during March ar April once 4 month, total tag
2010. : element
Items A throngh FF will be reviewed and completed
2, Review of the 10/30/08 activities revtew for reported quarterly at Performance by:
resident #83 showed the resident had vislon Improvement Committee meoting by social [6/20/10
preblems and needed to be assessed for services,
one-to-ona interventions, Tha following concerns
were identiffied:
a. Review of the entire medlical record
showed there had been no further assessment of
the resident's visual problems fo determine the
need for one-to-one activify Interventions.

FORM CMS-2607(02-09) Previous Varslons Obsolpie

Evant Il EKFQH

Faiitly 1D WY0010

If sentinuation sheet Page & of 41

0
\y

Qﬁ



06/22/20L0 TUE 13:44 FAX 3075323800 GCC Admin [Ao07/042

DEPARTMENT OF HEALTH AND HUMAN SERVICES Ry Aoana2e10

CENTERS FOR MEDRICARE & MEDICAID SERVICES QOMB NO. 0838-0391

STATEMENT OF DEFICIENCIES (X1 PROVIDER/BUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (H3) DATE SURVEY

AND PLAN OF CORRECTION [PENTIFICATION NUMBER: :
ore ° t A, BUILDING COMPLETED
c

8 WING
53A049 04/22/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2009 LARAMIE STREET
GOSHEN CARE GENTER TORRINGTON, WY 82240

X4 ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF GORRECTION x5)

PREFIX (EAGH DEFICIENGY MUST BE PRECERED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIEYING [NFORMATION) TAG CRoss—REFEﬂENng 10 THE APPROFRIATE DATE

DEFICIENCY)

F 248 | Continued From page 6 F 248

b. Review of the 11/10/09 activitles ¢are plan
showed it did not include a spegifio, individualized | ‘This page left blank intentionally
plan for activities, The "outcomas" listed included
the generailzed approaches to encourage to
attend activities of choice and maintain
satisfactory level of leisure pursuits,

¢. Petiodic observations cn 4/16/10 frem 5;30
PM unitil 8:28 PM and on 4/20/10 showed the
resident did not participate in any activities.

d. Review of the participation sheets for
March and April 2010 revealed no avidence one
to one, volunteer, or pastoral visits were provided.

3. Review of section V for the 8/4/00 inltial MDS
assessment for resident #91 showed the resident
triggered for a problem with acfivities. Further
review of the MDS assessment revesied the
resident enjoyed music and heing outdoors.
Review of the activitles care plan dated 2/18/40
showed it did not include a speolfic, Individualized
plan for activities. Generalizad Intarventions
included: encourage the resident to fry part of an
activity and to encourage the family to join the
resident in an activity. Periodic observations on
471910 from 5:30 PM untll 8:25 PM and on
4/20/10 showed the resident did not participate in
any activily,

4. Review of the 8/2/09 initial MDS assessment
for resident #95 showed s/he enjoyed music,
being outdoors, and visiting. Review of the
8/10/08 care plan revealad the activity goals
Included: verbally responding to touch, eating
his/her favorite foods, and napping, There was ho
avidence a spacific, individualized activity care
plan was developed. Perfedic observations on
411910 from 5:30 PM until 8:25 PM. On 4/20/10
observation revealed the resident did not
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Continued From page 8
particlpate in any activiy,

5. Review of the activity calandar for the locksd
unit for 4/19/10 showed the following activities
were scheduled: breakfast, reading of the news,
walking elub, lunch and ¢rafts. The activities
scheduled for 4/20/10 included breakfast, news,
book club, funch, and a plano player (one of the
residents),

8. Interview with the activitios theraplst on 4/22/10
at 12 noon revealed one-to-one visits were not
incorporated into any of the residents' care plan
on the locked unit. She said she just tried to "work
them in" for everybody when she could,
483.15(g)(1} PROVISION OF MEDICALLY
RELATED SOCIAL SERVICE

The facility must provide medically-related social
services to attain or maintain the highast
practicable physical, mental, and psychosccial
well-being of each resident,

This REQUIREMENT is not met as evidenced
by:

Based on medical racord review and staff
interview, the facllity failed to provide social
services to mest the psychosoclal needs for 3
(#74, #91, #95) of 7 sample residents who lived
oh tha tocked unit and had special psychosocial
nesds. The findings were:

Interview with the social worker on 4/22/10 at
1218 PM revealed she did not routinely spend
time in the locked unit because the residants
were cognitively impaired and unable to benefit
from her services, Shs also stated she did not

248

F 260

The facility will ensure the psychosocial
needs of all residents in the locked seoured
unit will be met, This wiil be accomplished
by:

Social Worker performed depression
screen for resident #91, did not meet
criteria for depression per DSMIV-TR,

Residents #74 and #95 behaviors were
investigated and identified as staff driven
And ceducation provided to staff hy social
worker,

a) The Licensed Clinical Social Worker
or designee will assess each resident’s
cognition, meod, psychosocial, and
behaviors through the comprehensive
MDS assessments and care plans.
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DEFICIENGY)
F 2501 Continued From page 7 F 2501 b) Priorto admission the Licensed
perform any admission assessment for soclal Clinical Social Worker or designee
service needs, but did do the "About Me” will complete the PASSR screening,
questlonnaire by discussing the residents life ¢} Upon admission, quarterly, yearly, and
style and preferences with a family member. This upon significant changes the Licensed
questionnaire helped staff kiow what the Clinical Social Worker or designes
residents' iikes, dislikes, and habits were prior to will administer depression screenings
admission. The social worker stated she feared for all residents with or without
ehe would disrupt the milleu If she was present on dementia
the locked unlta'rhe_; follpwing concerns with this &) The Liccl‘lse d Clinical Social Worker
practice were Identiflec: of designee will educate staff on
1. Review of the 8/2/08 initial Minimum Data Set setving residents requiring behavioral
{MDS) assessment for resident #05 showed sh/s intervention plans. ,
triggered for problems In the following areas: ¢) The Licensed Clinical Social Worker
cognitive loss, mood state, behavioral symptoms, or designee will develop behavioral
and psychotropic drug use. Review of the 7/20/09 intervention plans for all residents who "
nursing notes, timed at 8:30 PM, the 7/21/09 require this service, e
nursing notes writter at 8:30 PM, the 7/22/09 f) A through I will be implemented by | [ 4
nursing notes written at 10:30 PM, the 7/24/09 . the end of May 2010. completed
nursing notes written at 12 noon, the 7/25/09 g} A through E will be monitored with by:
timed at 3,30 PM, the 5 AM to 1:30 PM nursing Resident Screening Log and reported | 6720/10
notes on 7/31/09, the 8/30/09 nursing notas timed quarterly at the Performance
at 4 PM. the 9”4!09 timad at 2 PM nursmg nﬂtes, improvelnen[ Commiltee M@eting by
the QIBDP’PQ nursing notes written at 2:30 AM, fhE the Licensed CHn,Gal Social Worker,
10/3/09 imed at 8:45 P4, the 10/15/09 written at
1:30 PM, the 11/18/09 notes written at 11 AM, the
1127109 at 8 AM, the 12/9/09 wiitten at 3 PM, the
12110709 notes wriften at 9:30 AM, the notes
written at 2 PM on 12/11/09, the 1/22/10 notes
{untimed), and the 2/17/10 timed at 8 PM all
described episodes in which the resident hit,
scratched, slapped, pinched, or kicked staff while
they provided care, During some of the episodes
the resident caused injuries of redness, bruising,
or scratching to staff. Medical Record review of
the entire interdisciplinary prograss notes shewed
o evidencs the social worker had been involved
with managing the aggressive behaviors exhibited
by this resident,
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2. Review of the 8/4/09 initial MD$ assessment
for resident #91 showed the rasident triggered for
problems with cognitive loss, psychosocial
well-being, mood state and behavioral symptoms. |
Review of the 7/25/09 nursing notes timed at 8
PM, revealed the resident appeared withdrawn,
Review of the 7/27/08 timed at 5:30 PM nursing
notes showed the resident appeared depressed.
Review of the 7/28/0¢ nursing notes written at 8
P showed the resldent was very quiet and
would not engage in conversation. Review of the
nursing notes written on 8/24/09 revealed the
resident appeared depressed, Reviaw of the
Interdisciplinary progress notes showed no
evidence the social worker was invoived In
warking with the residant's psychosocial neads.
Interview with the social worker on 4/22/10 at
12:15 PM revealed she did not complete &
depression scale for this resident, or any
dementia residents, because she did not think it
would be helpful, even though there were
depression scale assessments spacifically
designed for the cognitively-impaired.

3. Review of 10/7/09 initlal and the 2/4/10
Minlmum Data Set (MDS) assessments for
resident #74 revealed the resident triggered for
problems with cognitive loss, psychosoctal
well-being, mood state, behavioral symptoms,
and psychotropic drug use. Further raview of
these two comprehensive assessments indicated
these triggered areas would be care planned,
Review of the 2/11/10 care plan showed
Interventions for this resident's social and
behavioral problems includad only "observe for
withdrawal, encourage activity attendance, [and)
support family visits.” Review of the 9/28/08
nursing notes written at 11:30 PM showed the
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resident tended to be mildly combative with staff,
Review of the 10/8/09 nursing notes written at
.30 AM showed the resident had increased
agitation with care and towards other residents,
and was showing slgns and symptoms of
agyressiveness. Review of the entire medicat
record revealed no evidence the social worker
was involved with managing the resident's
specific behaviors,

483.20, 483.20(b) COMPREHENSIVE
ASSESSMENTS

The facility must conduct initially and perlodically
a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity,

A facility must make a comprahensive
assessment of a resident’s needs, using the RAI
specified by the State. The assessment must
include at least the following:

Identification and demagraphic information:
Customanry routing,

Cognitive patietns,

Communication;

Vision;

Mood and behavior patterns;

Psychosocial welk-being;

Physical functioning and structural problems;
Continence;

Disease diaghosls and health conditions;

Dental and nutritional status;

Skin conditions;

Activity pursuit;

Medications;

Speolal treatments and procedures:

Discharge potential;

Documentation of summary information regarding
the additional assessment performed through the

F 250

F272

The facility will conduct initially and
periodically a comprehensive, accurate,
sltandardized resident assessmont
addressing physical, social, functional
ADL cares of each and every resident,
This will be accomplished by:

Facility completed 4 pain assessment for
rosidents #74; #91 and resident #27
expired,

Plan: Have 4 standardized gdmission,
quarterly, annual and significant change of
status packet distributed a week prior (o
agsessment, The packet will include
current pain management assessment tool
and bowel bladder assessment tool. Plan fo
aducate all licensed staff about the
standardized packets including current pain
management program and bowel bladder
program, by June 15, 2010, Pain
management assessment will be located
with the MAR.

Action: Liconsed staff will evaluate and
re-evaluate pain according to the facilities
current policy. All nursing staff will
complete a bowel and bladder assessment
on admission, annnally and with a
significant change of status,
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F272) Continued From page 10 F2720 audit: Auditof 12 residents per month for
resident assessment protocols; and completion of pain assessment tool and
Documentation of particiation in assessment. evalvation for effectiveness of pain
medication administration, by RN
; . coordinators, The completion of the
gh.!s REQUIREMENT Is not met as evidenced packets will be monitored every Tuesday to‘lfﬁl"ﬂ“
\ . . o . e plan olal tag
Based on staff interview, medical record review, and TI:ursfil?g:élssl‘:fi\]vﬂlleb(;a;: I:):-ltcd to the | clement
and review of policies and procadures, the facility E“’g""" s 1 it Co&mittee completed
failed to ensure pain was assessad for 2 (#74, Per OrmIance mprovemen by:
#91) of 6 sample residents who experiencad pain. quarterly by nursing. 6/20/10
In addition, the facility falled to parform a
comprehensive assessment for 1 (#27) of 11
sample residents who were incontinent of bowsl
ahdfor bladder. The findings wers:
1. Review of the 1/28/10 quartarly Minfmum Data
Set (MDS) assessment for resident #91 showed
the resident had paln, which was new sinee the
previous MDS assessment, Record review
revealed a pain assessment had not basn done
for this resident since 7/23/09.
2. Review of the 2/4/10 significant change MDS
assessment for resident #74 showed sihe had a
new onset of pain, Review of the madical record
revealed the most recent pain assessment was
done on 9/24/08, at which time the resident had
ho documented pain,
8. Interview with the director of nursing on 4/22/10
at 1 PM confirmed a new pain assessment should
have been performed for both of the above noted
rasidents,
4. Review of the policy and procedure on paln
management, dated 2/2006, showed the foliowing
instructions: a pain assessment "will ba
completed if pain symptoms are evident or
suspected, and if there is a noted changein
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previously identified pain symptoms or intensity
on further assessments.”
6. Review of the 1/5/10 significant change and Tag 276
#27 showed the resident was occasionally 2010 for significant changes and May 6
incontinent of biadder and frequently Incontinent 2010 for quarterly. The facility will '
of bowel. Review of the medical record showed comply and compfete with the
there had been no comprehensive bladder or i s of & resident review cvery 3
bowel assessment. On 4/21/10 at 3 PM, the unit fequirements o ."’11 esident mvll.c‘l” cvery
secretary confirmed there was no comprehensive i;m“?h;' This W"f bf" f"com% I8 fe‘i,by'
bladder or bowel assessment for this resident, lan: Education for ell members of the
F 276 483.20(c) QUARTERLY ASSESSMENT AT 76| VDS asssssment toam, on the pracess for
=D | LEAST EVERY 3 MONTHS timely MDS completion, signatures and
§9=D datg, by June 1, 2010. Members of the
A facllity must assess a resldent using the team are enro_lleci :fnd will complete an
quarterly review instrument specified by the State AANAC certification class on the MDS
and approved by CMS not [ass frequently than 2.0 by October 31, 2010, MDS calendar
once every 3 months. will be placed on Outlook computer
program for all MDS members to view
) when assessment dates are due. Action:
ghis REQUIREMENT s not met as evidenced All Care Plan members will be responsible
of to view the MDS Resident calendar due
Based on staff interview and medical record dates scheduled in Outlook. Care Plan
review, the facility failed to ensure Minimum Data members will receive a notice of
Sgt d;ME 2;?;33?%2?3;3’1 V&?;i;’gm@zt:g]el\éew attendance through Outlook. Signing of
esid Y ts. Tt cg findings wera: P the MDDS will take place at the time of Care
| restdents. 1n ng ' Plans on Tuesday and Thursday of every
Review of the MDS assessments for resident #74 week. . . Overall
revealed there had been 103 days between the Audit: Assessment's that are due willbe | total tag
10/7/09 inltia and the 1/19/10 quarlerly audited at the time of Resident’s Care Plan, 21::'"31;“
assessments. Interview with the DON on 4/22/10 ' Roqued signatures and dates will also be by: I
at 1 PM revealed the facility did not have a audited at this time and reported to 620710
resident assessmeant coordinator, She stated Performance Improvement Committes
each Lnit manager did his or her own unit's quarterly.
Resident Assassment Instruments and
ocrasionally something was missed,
F 278 483.20(g) - () ASSESSMENT F2rs
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38=C | ACCURACYICOORDINATION/CERTIFIED Facilily obtained signatures for resident on
Minimum Data Set and Resident
The assessment must accurately roflect the Asscssmenis Protocols, resident #8
resident's status, expired; #14; #17 expired; #27 expired;
H29, #33; #39: #49; #50; #69; #H74, #79:
A registered nurse must conduct or coordinate #83; #86; #87; #91 and #95.
each assessment with the appropriate
partieipation of health professionals, The facility will comply and complete with
. the requirements of a resident review every
‘ :\sr:e%‘lgf\igc’i guégin”}g:;;‘gn and certify that the 3 months, This will be accomplished by:
P ' Plan: Education for all members of the
Each indlvidual who completes a portion of the MDS assessment tcam, on‘[he process for
assessment must sign and certify the accuracy of timely MDS completion, signatures and
that portian of the assessmant. date, by June 1, 2010, Mcmbers of the
. team are enrolled and will complete a
Under Medicare and Medicaid, an individual who certification class on the MDS 2.0 by
willfully and knowingly certifies a material and October 31, 2010. MDS calendar will be
false statement In a resident assesgment is placed on Quilook computer program for
subject to a civil money penally of not more than all MDS membets to view when
$1,000 for each assessment; or an indlvidual who assessment dates are due, Action: All
willfully and knowlngly causes anothet-individual Care Plan members will be responsible (o
to certify a material and false statementin a view the MDDS Resident calendar due dates |
resident assessment is subject to a civil money scheduled in Outlook, Care Plan members
penalty of not more than $5,000 for each will receive a notice of attendance through
assessment. Outlook. Signing of the MDS will take
Clinical disagreement does not constitute a p lacf“'..at the time "“?‘“" ?;}ins on Tuesday
material and faise statement. and Thursday of every wock . Overall
Audit; Assessment’s that ave due will be | (otal lag
andited at the time of Resident’s Care Plan.| element
This REQUIREMENT is hot met &5 evidanced Required signatures and dates will also be | completed
by: audited at this time. Audii results will be by:
Hased on medical record review and staff reported quarterly at Performance 6/20/10
Interview, the facility failed to ensure Minimum Improvement Commitlee mecting by
Data Set (MDS) assessments and the nursing.
corresponding Residgent Assessment Protocols
(RAPs) were slgned and/or dated as required for
17 of 17 sample residents (#8, #14, #17, $27,
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#29, #33, #38, #40, #50, #69, #74, #79, #83, #86,
#87, #01, #35), The findings ware:
Review of the revised Long-Term Care Facility
Resident Assessment Instrument User's Manual,
Version 2.0, Revised December 2008 (Ganters
for Medicare and Medicaid Seivices), page 3«11,
revealed that afl staff responsible for completing
any part of the MDS, andfor tracking forms must
enter their signatures, titles, sections they
completed, and the date they complete those
sections. Review of all 17 sample resident
medical records showed at least one section of
the forms weare hot signed or dated. Interview with
the DON on 4/22/10 at 1 PM revealed there was
not a specific MDS coordinator. She stated all unit
managers did their own unit's MDSs and that
occasionally something was not completad as
required,
F 282 | 483.20(k)(3)(Il) SERVICES BY QUALIFIED F 282
58=0 | PERSONS/PER CARE PLAN
The servicas provided or arranged by the facili
must be proviged by qualified pgersonys n Yy The facility will comply and complete the
accordance with each resldent's written plan of requirements for a rosident care plan, This
care, will be accomplished by:
Plan; Revise current ADL CNA Care Plan
form, Form will follow current Plan of
This REQUIREMENT s nct met as avidenced Care and will be updated with changes and
by: quarterly at Care Plans by RN
Based on vbservation, staff interview and medical Coordinators. CNA staff will be required
record rEViQW, the faCHIty failed to ensure staff 1o review each resident’s form on new
followad the care plan for 2 of 17 (#74, #79) admissions, quarterly and significant
sample residents. The findings were: changes. CNA staff will be accountable 1o
. . _ read each ADL sheet understanding the
;f ﬁ?,:’éew of the 8/ 1 3/09 slgnificant qha_nge, _the care needed for each resident. They will
quarterly, and the 2/25/10 signiflcant o the sig heet in front of the ADL
change Minimurn Data Set (MDS) assessments sigh the signaure sheet in front of the A
for ragident #79 showed the resident was book acknowledging individualized
Resident care needs,
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F 282 | Cortinued From page 14 F 282
incontinent of urine ali of the time. Interview with Plan for resident #74 and #79 is being
CNA #2 on 412010 at 2:20 PM confirmed the addressed in the nursing assistant daily
resldent was Incontinent of urine. Review of the care plan initiated for them and all other
3/4/10 care plan showed the interventlon for the residents. Staff will sign on back of form
resident's incontinence was "check and change at understanding their every two hour bowe]
least every 2 hours." Observation on 4/20M10 from and bladder program. ]
.23 ;\M until 12 nocprgi show?d the resiident WHS Audit RN coordinators will review g;’;‘fi;
not checked, changed, or tolleted, Duting an y @ cheeta af (e H e Clar
interview with the CNA on 4/20/10 at 2:20 PM, signatuve shets ot the lime of Care Plans. | - clepen
; pecific issues identified at care plans will | completed
she safd the resldent was not checked, tolleted, be handled by coordinators and results of | by:
or changed betwsen 12 ncon and 1:45 PM. © fandied by coordin o v
However, according to the CNA, when the the at,ldlt ;epm‘ls walII be reportf:dt quarterly | 6/20/10
resident was changes at 1:46 PM the resident at the Performance Improvemen
was found to have been incontinent of bowel. The Comumittee mecting,
released time batween checks for this resident
was 4 hours and 22 minutes.
2. Review of the 10/7/09 Initial and the 2/4/10
significant change MDS assessments for resident
#74 showed s/he triggerad for dental care,
Review of the comprehensive assessment for
dental care revealed the resident had no teeth,
Review of the 1/4/10 care plan showed the
restdent needed oral sare with AM and PM care
and that s/he required extansive assistance with
ofal care by staff. Observation on 4/19/10 af 7:565
PM showed CNAs #3 and #4 assisted the
fesident with PM cares but did not provide oral
hygiene. Interview with the CNAS at the time
revealed the resident was ir bed for the night and
no further bedtime care wolld be provided, e, intain all resi
F 286 | 483,20(d) MAINTAIN 15 MONTHS OF F 2gg| The facility will maintain all resident
58=p | RESIDENT ASSESSMENTS assessmcntsls complet'ed within }lue previous
15 months in the resident’s active record,
A facility must maintain all resident assessments This will be accomplished by:
completed within the previous 15 months in the
resident's active record, Resident #27 expired and Resident #79
MDS assessments returned to chart for 15
month record,
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Resident MDS assessments will be
This REQUIREMENT is not met as evidenced maintained in the active chart for the 15
BW 4 dical o revi o staf month period. Chart thinning will be the
G5ed on medical record review and sta removal of records greater than 3 months
interview, the facility failed to maintain 16 months and will be maintained in active record
of Minlmum Data Set (MDS) assessments in the files such as nurse’s notes, physical/wound
active medical record for 2 of ’17 sample residents therapy notes, and medication sheet s,
‘ (#27, #79). The findings were: This process will begin and be maintained lorcﬁ‘”
‘ i ! 12010, otal tag
1. Raview of the madical record for resident #27 giflbljls)g Z'sgers):rfegf ;sl\tllli‘l‘,?)yc Q?ITLS; 10 ciement
showed that 3/25/09 was the last date for an heduled in the outlook systom, The completed
annual MDS assessment on the record, Interview Sene }‘ ©d 1n .‘;! b A 1 off and by:
with the 300 hall unit manager on 4/20/10 at complete MDS will bo printed off an 6/2010
10:30 AM showed the facillty kad completed a faken to care plans for signatures and daes.
computerized 1/5/10 significant change MDS This will be reported quartel'}y to
assessment for the resident but It was not printed Performance Improvement Commitiee,
and in the record because they had not yet
obtained the required signatures, The facility will monitor all resident charts
that are thinned monthly and are recorded
?-h RBVE?\& O‘;gilsse'sr?gnh?lrgg fO;' ;‘esidegt_f—?g quarterly at Performance fmprovement
showed the followi assessments were Committee,
 available in the active medical record: B/13/09
significant change, 11/12/09 quarterly, 2/11/10
quarterly, and the 2/25/10) significant change
which is less than fifteen months of assessments,
Fifteen months for this resident started on
11/8/08. Interview with the director of nursing on
4122710 &t 1 PM revealed there wag hot a gpecific
MDS$ coordinator. She stated ali unit managers
did their own unif's MDS's and that occaslonally
something was missed. , ) y
F 309 483.25 PROVIDE CARE/SERVICES FOR Fapng| Pain Assessment Qomple[ed for resident
88=G | HIGHEST WELL BEING #74 and #86. Resident #83 and #86 were
placed on daily stool softener and laxative,
Each resident must receive and the Tacillty must L
provide the necessary care and services to attain | The facility will provide and maintain care
or malntain the highest practicabie physical, and services needed to achieve the highest
mental, and psychosocial well-belng, in physical, mental, and psychosocial well
accordance with the comprehensive assessment being for the resident’s.
— |
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17 sample residents (#74, #83, #86,). Findings
were!

In regard to inadequate pain management;

1. Review of the "as neaded" (PRN) madication
records and all nursing notas for resident #86
showed s/he experienced frequent and severe
pain. The following concerns were ldentifled:

2, Review of the medical record showed on
10/28/06 at 7:30 AM, 11/4/09 at 1:45 PM and at
2:30 PM, 11/5/00 at 12:45 PM and 4:45 PM,
117108 at 1:30 PM, 11/8/09 at 9:45 AM, 11/10/09
at 10:15 AM and 4,15 PM, 11/12/02 at 9:30 AM,

Facility completed a comprehensive pain
assessment for resident #86.

Educate stalf on the currend pain
management progran, assessing pain
admission, quarterly, annual and
significant change of status, Pain
management tool will be located in the
MAR. Licensed nursing staff will be
evaluated and monitored for the
completion of the pain medication

GOSHEN GARE CENTER TORRINGTON, WY 82240
41D SUMMARY STATEMENT OF DEFIGIENCIES Ip PROVIDER'S PLAN OF GORRECTION X6y
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DEFIGIENCY)
F309 Continued From page 16 308/ This will be accomplished by:
and plan of care, Residents on pain management
medications that have side effect of
constipation will have a laxative/stool
. . ‘ softener as a scheduled medication,
g;‘.'s REQUIREMENT is hot met as evidenced Standing orders for management of bowel
' . . program will have specific steps of
Based on staff interview, medical record review, intervention, Education 10 all nursing staff
and review of pelicles and procedures, the facility by June 10. 2010
falled to ensure nursing staff provided the Ay it monthly of the residents on
necessary assessmants, monitoring, and nursing uait monti. y of L 'emb .
measures for adequate pain management for 2 of medications for pain and bowel
6 sample residents (74, #86) who had paih, The maintenance uging bowel movement 6/10/10
tacllity also failed to ensure 2 of 2 sample sheets,
residents (#83, #86) with constipation were ,
provided an as needed taxative to brevent an Residents #33, #86 and #91 had a review
impacted or painful, constipated stool, of falls assessing any identifiable factors.
Additlanally, the facility falled to ensure 3 of 9 Implement the fall huddle program.
sample residants (#83, #86, #91) who Fall huddle will assess resident factors to
experianced falls resulting in Injuries, were fall, interventions, effectiveness of
assessed to determine the root cause in order to interventions, follow up care and addressed
implement interventions to pravent future falls, in care plan. Education to all staff by June
Finally, 1 of 17 sample resicents (#74) was not 10, 2010, RN Coordinators/DON will audit
adequatoly assessed or mehitored for a swolfen, all falls using the post fall safely huddle
and painful hand condition. The combined resuits tracking form and the fall calendars
of these systems faflures resulted In harm to 3 of assessing contributing factors for fall. 6/10/10
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11/14/09 at 3:10 PM, 11/18/09 at 9. AM, 11/18/09
at 8 AM, 11/21/00 at 7,35 AM, 11/24/09 at 9 AM,
12/13/09 at 11 PM, 12M4/00 at 7 AM, 12/16/09 at
6 PM, 12117/09 at 11:16 AM and 4:30 PM,
12/19/09 at 4:30 AM and @ PM, 12./20/09 at 4:50
PM, 12/23/08 at 4:30 AM, 12/24/08 at 3 PM,
12/26/09 at 9 AM, 12/27/09 at 5:30 PM, 1/25/10 at
11:30 AM, 1/28/10 at 11:50 AM, 2/10/10 at 1 PM
and 32110 at 9 PM, the resident was
administared paln medications, Review of tha
nursing notes showed examples of comments the
resident made o describe the intensity and
severity of pain included: 12/15/08, "l Just want
everything to be over" 12/16/08, "l want o just go
so | will stop hurting;" 12/17/09, "l hurt, 1 hurt, )
hurt" and wanted something to "knock me out;"*
12/18/09, at 6:15 AM "Just give me something to
knock me out;" at 10 AM "Can you Just shoot me;"
and at 2 PV, "Could you Just shoot me in the
head," 12/20f09, "Please just shoot me and get
me out of this pain;" 12/23/09, "Just kil me..."
12124109, requesting "Something for all this damn
pain" 1/4/40 "It hurts so bad:" and 1/3/10, "Knook
me out," Review of {he nursing notes also
revealed the resident was fraquently "crying” with
pain. Review of the PRN pain flowsheet and the
nursing notes showsd no evidence the resident's
pain was re-assessad to determine the
effectiveness of the medication on these dates
and timas.

b, The following days and times, the resident
recelved pain medications, had a re-assessment
which determined the medication did not relieve
the pain but there was ne evidence other
measures were taken to promote pain relief;
11/42/09 at 5:30 PM, 12/7/08 at 8:30 PM,
12/18/09 at 6118 AM and 7 PM, 12/23/09 at 6:10
PM, 1224109 at 9 A, 12/27/09 at 3 PM, 14/2/10
at2:15 AM, and on 2/10/10 at 1 PM,

care plans and audit results will be reported
quarterly at Performance Improvement
Commiltee meetings. The full data will be
reported monthly at Perforimance
Improvement Committee meelings by
nurging.

) 1D SUMMARY SYATEMENT OF DEFICIENCGIES 12 PROVIDER'S FLAN OF CORRECTION (X5}
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F 309 | Continued From page 17 - 308| administration form and process al resident

6/10/10

FORM CME-2567(02-09) Pravious Verslons Obsolete

Event ID;EKFQ1

Faclity I WY0010

If continuation shest Page 18 of 41



06/22/2010 TUE 13:49

DEPARTMENT OF HEALTH AND MUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FAX 3075323800 &CC Admin

doz20/042

PRINTED: 06/05/2010
FORM APPROVED
OMB NO. 0838-0381

STATEMENT OF DEFICIENCIES (%13 PROVIDER/SURPLIER/CLIA
AND PLAN OF CORRECTION JDENTIFIGATION NUMBER;

§3A049

{X2) MULTIPLE CONSTRUCTION
A BULOING

B, WING

(X3) DATE BURVEY
COMPLETED

C
04/22/2010

NAME OF PROVIDER OR SUPPLIER

GOSHEN CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2009 LARAMIE STREKET

TORRINGTON, WY 82240

{(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRELEDER BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION

n X6
PREFIX {EACH CORRECTIVE AGTION SHOULD BE comékénou-

TAG CROSS.REFERENCED TQ THE APPROFRIATE

DEFICIENCY)

F 309

Continued From page 18

¢. Review of the resident's current care plan
dated 4/13/10 showed pain was. not addressed,

2. Review of the nursing notes for resident #74
showed s/he was administered a pain madication
{Tylenol] an 4/7/07 at 1 AM and again at 5 AM,
Revlew of the medical record revealad no
evidence the resident's pain was re-assessed
afterward fo deferming If the pain medication was
effective either fime it was given, In addition,
there was no descripticn or location of the pain in
the medical record, Review of the resident's
currert care plan dated 2/11/10 showed paln was
not addressed,

3. Interview with the DON on 4/22/10 at 1 PM
revealed she expected nursing fo re-assess a
resident's paln within 30 te 60 minutes after
administration of a pain medication.

4. Review of the facility's February 2005 policy
and procedure oh pain management showed the
following Information and Instructions: "....center
recognizes the right of resident to receive
adequate pain relief and pain management in
order to enhance their quality of fife. In support of
this right, each resident will be assessed for pain,
Including, severlty, location, type of pain, duration,
aggravating factors, alleviating factors, and
response to medications and treatment directad
toward the relief and management of pain, In the
course of providing care, paln will be prevanted or
minimized to the extent possible...Documentation
of pain, interventions, and response to
Interventions will be kept for each resident
identified as having pain. The documentation will
be angoing, easily relrlevable by care givers and
will reflect the success or iack of success of the
interventions. The plan of care will be adjusted as

F 308
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necassary unill the optimum pain solution is
reached,"

In regard to constipation:

1. Review of the 11/15/09 initial Minimum Data
Set (MDS) assessmient for resident #83 showed
sthe experienced constipation. Review of the
medication adminlstration record (MAR) showed:
the resident had standing physician orders written .
on 11/3/09 for Milk of Magnesia, Dulcolax, Colace
or a Flests enema FRN (ag neaded) for
constipation, Review of the 2/28/10 nursing notes
written at 4:15 PM showed the resldent had a
"large Impacted stoo! that required manipulation
to remavs," which was "painful” to the resident.
Review of the bowel record for February 2010
revealed It had been four days (2/23/10) since the
resldent had a bowel movement. Review of the
February 2010 MAR revealed the resident was
not administered a PRN laxative untll 3 PM on
3/28/10, Further review of the February 2010
MAR showed the resident was receiving a
Fentanyl patch and Ferrous Sulfate, Review of
the 2008 editlon of the Nurse's Drug Handbogk,
pages B16 and 620, showed constipation was a
side effect of both medications,

2. Review of the 3/29/10 nursing notes written at
8:30 PM for resident #86 showed a CNA
observed the resident removing stool from the
rectum with hisfher-own fingers, According to the
CNA, the resident sald "Just get It out of there."
Continued review of the nursing notes showead
the nurse digitally examined the rectum and found
hard stonl. Review of the bowel reccrd for March
2010 showed the resident had not had a bowel
movement since 3/24/10 (4 days orior to the
resident feeling constipated). Review of the

F 309
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| assessment, section V, for resident #83 showed

Continued From page 20

March 2010 MAR showed the resident had
Colace (laxative) prescribed as needed for
constipation but had received none during the
month. Further review of the March 2010 MAR
showed the resident was receiving a Fentanyl
patch and Roxanol for pain. Review of the 2008
edition of the Nurse's Drug Handbook, pages 616
and 1050, showed constipation was a side effect
of bath medications.

In regard to fails:
1. Review of the 11/15/09 Inltial MDS

sfhe triggered for falis. Review of the nursing
notes for the resident showad s/ne had fhree falis
in Pecember (12/8, 12/23, and 12/26/09), another
one on 1/19/10, 3/6/10, two on 4/4/10 (8 AM and
8 PM), and another ohe or 4/19/10. The following
concerns were identified;

a. The fall on 12/26/09 at 4.15 AM showed
the resident recelved three large skin tears to the
right arm which caused the resldent discomfort,

b, Review of the 1/19/10 timed at 5:30 PN,
nursing notes showed the resident fell and
sustained an Injury to the left wrist with bruising
noted.

¢. Review of the 3/8/10 nursing notes written
at 10:40 PM revealed the resident fell against the
bathroom door, which resulted in back pain, a
skin tear o the left shin and to the lower right leg. -

d. Review of the 4/4/10 nursing notes written
at 8 PM showed the resident was found sitting on
the floor, A physical assessment at the time
revealed a small area on the mid upper back
where the resident’s ciothing hooks tore off a
mwole. In addition, there was a smal! red area on
the spine betweesn the lower lumbar and lower
thoracic areas, Further review of this note
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revealed the family requestad a urinalysls be
performed to see If a Wrinary tract infection
contributed fo the fall. A urinalysis was performed
and showed the resident had an infection, which
was treafed with antibiotics,

&, Raviaw of the 4/19/10 nursing notes written
at 6:45 AM showed the resident fell and
complained of right-sided pain, Other injuries
Included a skin tear to the upper left arm, and a
skin tear to the right knee. The resident required
a transfer to the emergency room for evaluation,

f. Despite this resident's history of falls the
facillty did not conduct a comprehensive
assessment of this 1asue until 4/4/10, after the
family requested an assessment be done.

2. Review of the 7/26/09 initial MDS assessment,
sectlon V, for resident #86 showed s/he triggered
as a fall rsk, Review of the 7/13/09 care plan
showed the resldent was a high risk for falls due
to an unsteady gait, psychotrople drug use,
dementia, and walking without assistance.
Review of the 12/20/09 nursing notes written at
10 AM showed the resident was found on the
flaor in the bathroom. A nursing note written on
1723110 at 10:40 AM revealed the resident had
another fall in the bathroom and was found sitting
oh the floor. Review of the 3/15/10 nursing notes
wiltten at 7:20 PM showed the resident was
discovered lying on the right side on the floor next
fo the wheelchair. The resident complained of left
hip pain and said sfhe could barely move without
it hurting. The resident was transferred to the
emergency room where it was delermined the
resident had a fractured left hip. Raview of the
incldent report for this fall showed "Assessment of
whole body. No injurles noted to entire body."
Review of the entire medical record showed no
evidence an assessment had ever been done to

F 300
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showed s/he experienced two falls on 10/28/08,

| nursing assessment and monitoring:

Continued From page 22

determine the cause of the resident's falls. Only
the facts surrounding the falls had been noted,

5. Review of the nursing notes for resident #91

and one fall on each of the following dates;
T1/27109, 12/6/08, and 1/21/10. Review of the
nursing notes showed no evidence staff assessed
the possible causes. of the fall to determine what
measures fo implement in order to prevent future
falls. Review of the incidant reports for theses
dates revealed only the falis on 10/28/09, 12/5/09 |
and 1/21/10 were reported. Further review of the
incident report revealed only the facts of the falls
on 10/28/09 and 12/6/00 wara noted and what
action was taken, i.e., assessment for any injury,
Review of the incident report for the fali on
1121110 showed Interventions were reviewsd and
one new recormmendation for a "buday” pilow
was made. However, review of the oare plan
showed it had not been updated to reflect the naw
interventlon, Also, perlodic observations on 4/19
and 4/2010 showed there was no buddy plilow in
the resident's bed. Finally, thers was no evidence
the causative and contributing factors for this
resident's falls were assessed,

4. Interview with the QAP] departmental
commitiee on 4122110 &t €:46 AM and again with
the DON on 4/22/10 &t 1 PM revealed 3 naw fall
pregram was in the process of being developed
and would Include the "Post Fall Huddle"
evaluafion to batter evaluate the causes of
resident falls.

In yegard to the lack of adequate and timely

Review of the nursing notes for resident #74

F 308
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showed that on 11710/09 the nurse noted the
resident's right hand was swollen, especially the
thumb and finger. There was no evidence this
condltion was assessed again unt! 12/29/09 (49
days) at which time the nursing notes noted the
right hand was "very" swollen and the resident
complained of pain in the right index finger,
 Review of this note also showed the physician
was nofified of the resident’s tachypnea (rapid
breathing), but nothing was documented in regard
to the swollen and painful hand and finger,
Review of the 2/6/10 (thirty-nine days latar)
nursing notes written at 2 PM showed there was
no apparent injury or frauma; however, the right
hand was again noted to be swollen, Review of
the entire medical record showad no evidence of -
an assessment as to what caused the swelliing
and pain in the resident's right hand, Review of
physician's orders showed no treatment cor testing
was ordered to determine the cause. Interview
with the DON on 4/22/10 at 1 PM revealed she
was unawara there was a problam with the
resldent’s right hand.
F 312 | 483.25(a)(3) ADL GARE PROVIDED FOR F 312

ss=p | DEPENDENT RESIDENTS The facility will provide the necessary

gervices for residenis who are unable 1o

A rasident who is unable to carry out activitles of oatty out activitics of daily living to assure

daily living recelves the necessaty services to good nut.ritiop, grgomi_ng, and 'pers'ona] and
maintain gocd nutrition, greoming, and personal oral hyg:_enc is maintained. This will be
and oral hyglene, accomplished by:

Facility provided mandatory staff
education for personal ADL cares 1o

This REQUIREMENT Is not met as evidenced | resident #79 and #74.
by:
Based on obsorvation, staff interview, and Implement of a revised ADL CNA resident
medical record review, the facility failed to ensure care plan form that will inclyde the
staff provided adequate personnel hygiene for 2 restorative Care, activities specifio for the
of 13 (#79, #74) and oral hygiene for 1 (#74) of 13 resident and available for any staff member
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F 312 | Gontinued From page 24 F812| providing ADLS cares for résident
sample resident who were dependent upon staff Education to ail staff for competency of
to provide activities of dafly living The findings Cral/Peri cares by May 28, 2010, by Joyce
were! Hinze RN, BSN, CWN, Three in-services
re arranged for May, Education b
1. Review of the 8/13/09 significant change, the e T Beanon oy
2M110 quarterly, and the 2/25/1¢ significant Hygiens per regulatory guidelines
change Minimum Data Set (MDS) assessments e _ por reg vE y Yt
for resident #79 showed the resident wes Complets by May 28, 2010. Hand Hygiene
Incontinent of urine all of the time. Obsarvation on monjtoting is already a I I%rf:j‘;‘,"ss and wg(l)
4/20/10 at 9:23 AM, revealed the resident was be continued, Dafa is trended to ensure
incontinent of urine and feces, CNAs #2 and #5 % of all staff is monitored in a quarter.
provided perineal care, but cleansed only the anat The responsibility of the P1 process is
area. Neither CNA cleansed the anterior perineal quality and Infection Prevention. _
area which was In coptact with the urine. CNA educa:iion held every 3'fgdgﬂday will
Interview with CNA #5 on 4/2210 at 10,30 AM be structured ag 30 minutes of didactics
revealed she was aware of the proper technigue and 30 minutes for hands on skill
for providing perineal care, including cleansing all compelency assessment and skills
areas that were In contact with the urine. performance, This will begin June 2010.
New Compelency assessment program
2. Raview of the 10/7/08 Initial and the 2/4/10 already imp]cmﬁ:‘zt{'}d in April 2010, The
signiflcant change MDS assessments for resident competency assessment will be on-going
#74 showed sfhe triggered for dental care, educating and demonstration of
Review of the camprehensn{e assessment for competency of skills for all staff, Yearly Ovelrall
dental care revealed the resident had noe taeth. dental education by dental hygionist for all | 1@ Fag
Review of the 1/4/10 care plan showed the {f - Presentation was May 4. 2010, The slement
resident needed oral cars with AM and PM care statl - Presentation was e Verformanss| comPléted
and that s/e required extensive assistance with above will be reported at June Performance| 1y,
oral care by staff. Observation on 4/19/10 at 7:56 Improvement Committee meeting and on | 6/20/10
PM showed CNAs #3 and #4 assisted the an annual basis by social services.
regident with PM cares, however, observation
showed the resident did not receive oral hyglene,
Interview with the CNAs at the time revealed the
resident was in bed for the night and no further
bedtime care would be provided.
Observation on 4/19/10 at 7:55 PM revealed
the resident was incontinent of urine, CNA #3 was
observed providing perineat care for the resldent,
The CNA did not clean all areas of the genitals
that had been in contact with urine.
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F 316 483.25(d) NO CATHETER, PREVENT UTI, F 318
8s=0 ) RESTORE BLARDER
| Based on the resldent's comprehensive The facility will ensure that a resident who
assessment, the facility must ensure that a enters the facility without an indwelling
resident who enters the facllity without an catheter is not cathoterized unless the
indwelling catheter is not catheterized unless the resident’s clinical condition demonstrates
resident's clinlcal condilion demonstrates that that catheterization was necessaty; and a
cathetgrization was necessary; and a resident resident who i3 incontinent of bladder
who Is incontinent of bladder receives appropriate receives appropriate freatment and services
treatment and services to prevent urinary tract to prevent UTT’s and to restore as much
:‘nfect;lons and o r?store as much normal bladder normal bladder function as possible. This
unetion as possible. will be accomplished by:
This REQUIREMENT Is not met as evidenced Facility provided education to staff for
by: personal ADL care for restdent #79,
Based on observation, staff interview and medical ) , , , _
record review, the facility falled to ensure Education will be provided to staff on
1 (#79) of 8 sample residents who were curtent lab test log process to include not
incontinent of urine recalved the care angd only the scheduledfunscheduled lab orders
services to prevent urinary {ract infections. The that are obtained for any residents, Thig
findings were: will ensure all labs ordersd will be
_ _ obtained and completed,
Review of the 8/13/09 significant changg, the Education [o all staff on following the plan
211710 quarterly, and the 2/25/10 significant of care specific to resident ADL utilizing
. changge Minimum Data Set (MDS) assessments the CNA resident care plan and following
for remden"c #79 showed /he was Incentinent of plan to ensure ADLS are completed.
z;;n0$1a&1 otf Zth.f time, Inte‘rvievda with CNA #2 on IP education by June 2010 on UA
0 at 2:20 PM confirmed the resident was collection, prevention and follow up care Overall
incontinent of urine, Review of the 3/4/10 care for the resi . -
; . i or the residents to all nursing staff, total tag
pian showed the intervention for the resident's AR . slemne
: u Monitoring will be done by labs test log ewement
incontinence was "check and change at Jeast d surveillance sheets monthly by RN completed
every 2 hours." The following concerns were and surverlance sheels monthly by by:
identified: Coordinators/TP. Data will be reported at 6 /ﬁ 010
a. Review of the 3/26/10 physiclan's orders Performance Impr'ovemcnt Ccl)mrlmltee
showed ah order for a repaat urinalysis next week monthly by Infection Preventionist.
to determine if the resident's urinary tract infection
was resolved,
b. Observation on 4/20/10 from :23 AM until
FORM CMS-2667(02-89) Pravious Vearslons Obsolate Event [D: BKFQ1 Facility ID; WYpo10 If contiration sheet Page 26 of 41
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Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
with a limited range of motlon recelves
appropriate treatment and services to Increase
range of motfon andfor to pravent further
decrease In range of motien,

This REQUIREMENT Is not met s evidenced
by:

Based on observation, medical record review,
and staff Interview, the facility failed to ensure 2 of
2 sample rasidents (#74, #83,) who lived In the
locked unlt, and hag experienced a decline In
range of motion {(ROM) received restoratlve
services, This [ack of setvices resulted in an
avoldable dacline in thess residents' physical
capability. The findings were:

1. Interview with the restorative CNA on 4/22/10
at 11:40 AM revealed no restorative services
were parformed by the restorative staif in the
locked unit. She said services wera hot provided
because the belief was that cognitively impairad
residents were unable to be part of a planned
restorative program, She further stated activities
the resident participated in were consldered to be

Jimited range of motion receives

GOSHEN CARE CENTER TORRINGTON, WY 82240
X4 1D SUMMARY STATEMENT OF DEFIGIENGIES ID PROVIDER'S PLAN OF CORRECTION (81
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD Bt COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T2 THE APPROPRIATE DATE
DEFICIENCY)
F 315} Continued From page 25 F 316
12 noon showed staff did not check or change
this resident. Tha CNA was interviewed on
4/20/10 at 2:20 PM, She stated the resident had
not been toilleted betweean 12 noon and 1:45 PM,
at which time the resident was found to he
incontinent of bowel. The elapsed time between
checks for this resident was 4 hours and 22
minutes,
F 318 | 483.28(0)(2) INCREASE/PREVENT DECREASE F318
§5=G | IN RANGE OF MOTION The facility will ensure resident’s with

appropriate treatment and services to
increase range of motion and/or to prevent
further decrease in range of motion. This
will be accomplished by:

Facility completed a Restorative Care
Assessment for residents #74 and #83,
a) The Restorative Care Aldes will
administer a restorative care
assessment to all residents upen
admission, guarterly, yearly, and upon
significant changes,

The restorative care plan will be _
available {o all staff on the ADL CNA
resident care plan form on each hall,
The Restorative Care Aides will
educate and work with staff on the
resident’s restorative care plan,

The Restorative Care Aldes will
review the scheduled care plans on
every Toesday and Thorsday during
care plan meotings with the
comprehensive review team.

b)

d)
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F#18 | Continued From page 27 : F 318 e} The Restorative Care Aides will Qverall
the .resltoratlve program for thoee residente, review their individual restorative care| lolal tag
Periodic observations on 4/19 and 4/20/10 logs with their supervisor month] element
showed no evidence restorative services or The resuls ,H‘ bp : d YI completed
xercises were provided to these residents, ¢ results will be reported quarterly |\,

at | erfgnuance Imp'rovement 6/16/10
2. Review of the 10/7/09 initial Minimum Data Sat Cominitice by nursing,
(MDS) assessment for resident #74 showed s/he
had no fimitation In ROM in the nack, hand, and
foot, Further review ravealed there was lmited
ROM in both legs, hips end knees with partial loss
of voluntary movement. Review of the 1/19/10
guarterly MDS assessment showed the resident
had a decline in ROM of the neck with imitation
oh hoth sides and partial foss of voluntary
movement. in addiion, thera was newly identified
limited ROM in one hand with partial loss, and
partial loss of voluntary movement in ona foot.
Periadic observations oh 4/19 and 4/20/10
showed the resident required the assistance of
one or two staff for ambulaticn. Review of
restorative records showed the resident did not
recelve restorative services during the months of
QOctober, November, and December 2008,
Review of the 1/18/10 restorative nursing
assessment revealed the resident should be
armbulated to and from meals by staff, Review of
the 2/4110 slgnificant change MDS assessmant
{performed one manth after restarative services
were started), showed the resident maintained
the same ROM functicnality once restorative
walking was started,

3. Review of the Initlal 11/15/09 and the quarterly
211710 MDS assessments for resident #83

showed sthe had functional limitations of the left
wristwith partlal loss of voluntary movemant and
limited ROM of both feet and partial loss of

voluntary movement, In addition, review showed
there was no limitation but there was partial loss
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Each rgsident's drug regimen must be free from
unnecessary drugs. An unhecessary drug is any
drug when used in excessive dose (Including
duplicate tharapy), or for excessive duration; or
without adequate monitoring; or without adequate
Indications for its use; or in the presence of
adverse cohsequences which lhdicate the dose
should be reduced or discontinued; or any
comblnations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsycholic drug
therapy s necessary to {reai @ specific condition
as diagnosed and documented in the ¢linipal
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, uniess clinically
contraindicated, In an effort to discontinue these
drugs.
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F 318 | Continued From page 28 F 318
of voluntary movement in the neck, arm, including
the shoulder and elbow, and the leg. Review of
the initial restorative nursing assessment dated
11/11/09 it was noted the resident needed an
evaluation for restorative setvices, Review of the
21110 resiorative nursing assessment ravealed
both wrists were now limited in ROM. Review of
the comprehensive MDS assessment confirmead
no restorative/rehabllitative nursing services were
being provided,
F 328 | 483.25() DRUG REGIMEN IS FREE FROM F azg
88=D | UNNECESSARY DRUGS To address the resident identified in the

survey and other residents at risk for
unnecessary medications because of not
having a graduat dose reduction attempted
all regidents currently receiving therapy
with antipsychotics, anxiolytics, or
sedative/hypnotics will be reviewed at the
CRT meeting by the muitidisciplinary team
for indication, effectiveness and adverse
effects, A swmmary of their status will then
be forwarded to the physician with a
request for a gradual dose reduction
attempt and confirmation of their
continued need for the medication, The
prescribers wili be provided updated
information regarding the documentation
needed for continued use of the
medications and what is necessary to
cansider a dose reduction clinically
gontraindicated. In the {uture, a gradual
dose reduction will be added 1o the care
plans at the time the medication is started
on a resident. This will then be tracked
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. led with th
This REQUIREMENT Is not met as evidenced and scheduled with the ongoing Care Plan
by: process, The consultant pharmacist will
Based on medical record review and staff provide the CRT /Care Plan Teamn a list of
Interview, the facility falled to ensure the residents with medications requiring a
medication regimen for 1 of 17 sample residents gradual dose reduction by June 20, 2010 at
#17) was free of unnecessary medications, The o o
resident was receiving two medications for the which time the team will prioritize the
diagnosis of anxiety. Ths findings were: residents and schedule them for review
over the next 6 weeks, Thereafter the

Review of medical record revealed resident #17 review will coincide with the resident’s
was admitted to the faclity on 7/24/00 with quarterly Care Plan review. The consultant
several diagnoses including anxiety. Admlssion harmacist will present to the GCC
orders Included several medications Including two- pharmacist witl present (o \
medications far anxiety: Buspar § mg every ejght Performance Improvement committee a overall
hours and Clonazepam 0.6 myg twice a day, quarterly report of the residents receiving total tag
Review of physician “Otef? revealed the follawing one of these medications and the number | ¢lement
gg?&?ﬁggﬁ?gggﬁ&@gﬂ?& ;g?g;g;? on of residents who have had a gradual dose ;;Ofnpleled
dated 4/18/09, also stated "anxlety - continue on reduction attempted, Resident #17 expired. | oo
current meds." Review of the medical record
showed a dosage reduction had never begh
attempted and a physician's rationale for use of
ihe medications was lacking. Further review falled
to reveal a physigian's statement delineating the
risks versus the benefits of continued use of the
two antiamdety medications at their continued
doses. Tha DON reviewed tha record on 4/20/10
at 4 PM and confirmed the lack of a medical
rationale.

- 353 | 483.30(a) ?UFFICIENT 24-HR NURSING STAFF | F 353 The facility will have sufficient nursing

§6=t) PER CARE PLANS staff to provide and maintain care and
The facility must have sufficient nursing steff to services needed to achieve the highest
provide nursing and related services to attaln or physical, mental, a“d,pS?{“h?SO?_“’] well
maintain the highest practicable physical, mental, being for the resident’s. This will be
and psychasacial welkbeing of each resident, as accomplished by:
determined by resident assessments and
individual plans of care, Facility providing staff for care of resident

#79.
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section, the facility must designate & ficensed
nurse 1o serve as a charge nurse on sach tour of

duty,

This REQUIREMENT is not met as evidenced
by:

Based on observation, madical record raview and
staff intarviaw, the facility falled to ensure there
wete sufficient staff members fo provide the
needed care for 1 (#79) of 2 sample residents
who resided on the wast end of the logked unit.
The findings were;

1. Ohservation on 4/20/10 at 9:23 AM showed
resident #79 was in hed; no staff were in the area.
At 9 AM the resident had a loose sounding cough,
which continued intermittently until .15 AV when
CNA #2 entered the resident’s room to check on
him/her. At this ime the resident was sitting on
the edge of the bed. The CNA placed the resident
back down in bed and fold the resident sha would
be back after helping another resident, At 8:23
AM, CNAs #2 and #5 returned to assist this
resident with morning care, which they completed
at 9:63 AM. During this observation, no cther staff
were present on this end of the hall to assist the
remaining thirteen residents.

GOSHEN CARE CENTER
H TORRINGTON, WY 82240
{4 (D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION (XE)
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DEFICIENGY)
I 383 | Continued From page 30 F 353
The facility must provide services by sufficlent Staffing plan for sufﬁment nursing ¢are on
numbers of each of the following types of the Alzheimer’s unit is (o have one
personnel on a 24-hour basis to provide nursing licensed member with four
care to all residents In accordance with resident CNA'S/Training assistants per twelve hour
care plans; shift, This will provide 4 minimum of two
care providers for 14 residents per hall. Overall
Except when waived undsr paragraph (c) of this Currently staff are moeting residents needs | (ota) tog
section, ficensed nurses and other nursing per resident ADL Care Plan flow sheet clement
personnel. with extra shifts and contract labor. This completed
. will be monitored and reported monthly at | by
Except when walved under paragraph (c} of this Performance Improvement Committee 6/20/10

meeting by nurging.
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2, Review of the 8/13/08 significant change, the
211110 quarterly, and the 2/25/10 significant
change Minimum Data Set (MDS) assessrments
for resident #79 showed the resident was
ineontinent of urine all of the time. Interview with
CNA#2 on 4/20/10 at 2,20 PM cenfirmad the
resident was incontinent of urine. Review of the
3/4/10 care plan showed the intervention to
address this resident's incontinence was "check
and change at least evety 2 hours," Observation
on 4/20/10 from 9:23 AM until 12 noon showed
the resident was not checked, changed, or
toileted. During an interview with the CNA on
4120110 af 2:20 PM, it was revealed that the
resident was also not foileted between 12 noon
and 1:.45 PM. The CNA stated when the resident
was tolleted s/he was found fo have been
incontinenit of bowel,

| 3. Interview with CNA #2 on 4/20/10 at 2:20 PM

revealed she was the only CNA assignad fo that
end of the hall and she had 14 residents to cara
for. She said there was a "floal" CNA assigned to
assist the enfire unit but she was busy on another
wing. She sald sometimes there were two CNAs
on each wing and that worked much better,

4, Observation on 4/19 and 4/20/10 revealed it
was not possible to observe all the residents on
both wings from any one peint in the unit,
483.80(a),{b) PHARMACEUTICAL 8VC -
ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biclogicals fo its residents, or obtaln
them under an agreement dascribad in
§483.75(h} of this part. The facility may permit
unlicensed personnal to administer drugs if State

F 363

F 428

Facility Pharmacist completed drug
rogimen for residents #14; #17 expired;
727 expired; #29; #33; #39; #49; #50: #69;
174, # 79; #83; #36; #87; #91 and #935.

An additional pharmagist will be hired to
assist the pharmacy consultant in both
hospital and mrsing home duties. The
position was approved 5/12/10 and posted
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This REQUIREMENT is not met as evidenced
by

Based on medical record review and staff
interview, the facliity failed to conduct a monthly
drug regimen review for 16 of 17 sampls
residents (#14, #17, #27, #20, #33, #39, #40,
#50, #6869, #74, #79, #83, #86, #87, #01, #95) as
required, The findings were:

Review of the monthly drug regimen reviews
(DRR) for 17 sample residents showed the faciiity
failed o complete the reviews in a timely manner
as follows:

a. Resldent # 14 did not hava a DRR after
7126/09 until 8/6/089,

b. Resident #17 did not have a DRR afier
712609 until 9/18/09, after 11/9/09 untl 1/20/10,
and after 1/20/10 untii 3/27/10.

¢, Resident #27 did not have & DRR after
5122109 untii 7/30/09, after 8/23/09 until 16/30/09,
after T0/30/09 until 12/30/0¢, and after 12/30/0¢
untir 3/2-10,

(X4) 0 SUMMARY STATEMENT OF DEFIGIENGIES 1D PROVIDER'S PLAN OF GORRECTION {x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 425 Continued From page 32 F 426
law permits, but only under the general on the Banner job website 5/13/10. A
supervigion of a licensed nurse. calendar for each resident will be kept by
the consullant pharmacist with the date of
A facility must provide pharmaceutical services last review for each resident and the date
(Including procedures that assure the acourate scheduled for the next review, DON and
acquiring, recelving, dispensing, and RN coordinators will audit the charts and
administering of all drugs and biologicals) to meet notify the consultant pharmacist if any
the needs of each resident. resident has gone more than 35 days Overall
. without a review., The consultant will have | total wag
The facility must employ or obtain the services of 48 hrs to complete the review from time element
a licensed pharmaclst who provides consultation notified, ‘The number of residents going compieled
on all as;?ec’cs of the provision of pharmacy more than 35 days without a review will be| b¥:
setvises in the facltity. 6/20/10

presented to the GCC Performance
improvement team on a quarterly basis,
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d. Resident #20 dld not have a DRR after
8/23/09 until 10/30/09, and after 12/30/10 until
3/2410.

. Resident #33 did not have a DRR after
8123109 until 10/30/0¢.

f. Residant #32 did not have a DRR after
8/23/08 until 10/30/09.

g. Resident #49 did not have a DRR after
1017709 untll 12/23/09, and after 1/6/10 until
3710/10,

h Resident #50 did not have a DRR after
10/7/09 until 12/23/09, and after 1/8/10 until

i. Resident #69 did nat have a DRR after
10/7{08 until 12/23/00 and after 1/6/10 untfl
3/10/10.

J. Review of the monthly DRRs for resident
#74 showad the pharmacist did not review the
resident's medlcation regimen during the months
of November 2008, January 2010, and Margh
2010,

k. Review of the monthly DRRs for resldent
#79 revealed no evidence the pharmaclst
raviewed the resident's medisations during the
montha of December 2008 and January 2010.

I. Review of the DRRs for resident #83
showed hisfher medication regimen was not
evaluated during the month of January 2018,

m. Record review revealed the monthly DRRs
for resident #86 were not done in November
2009 and March 2010.

n. Review of the DRRs for resident #87
revealed an evaluation of the resident's
medication regimen was not done during the
months of September 2009, November 2009, and
January 2010.

0. Review of the monthly DRRs for rasidant
#91 revealed during the months of November
2002 and March 2010 no evaluations were

F 425
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Drugs and blologlcals used in the fagllity must be
labeled In accordancs with surrently accepted
professicnal principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date whan
applicable.

In accordance with Stafe and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temparature
controis, and permit only authorized parsonne! to
have access to the keys,

The facllity must provide separately lockad,
permanertly affixed compartments for storage of
controlied drugs listed in Schadule Il of the
Comprehensive Diug Abuse Prevention and
Contiot Act of 1976 and other drugs subject to

quarterly basis,

GOSHEN CARE CENTER TORRINGTON, WY 82240
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performed by the pharmacist.
p. Review of the DRRs for resident #95

showed his/her medications were not evaiuated
by the pharmacist during the months of
November 2009 and March 2610,
Interview with the pharmacist on 4/22/10 at 1;30
PM showed she had gotten behind with the DRRs
due to a pharmacy staffing shortage.

F 4311483.60(b), (d), (¢) DRUG REGORDS, F 431 All multidose vials of medication will have

88=D | LABEL/STORE DRUGS & BIOLOGICALS a sticker added to the via] stating the date

; : e vial was opetted. All vials will be

The facllity must employ or obtain the services of i ) e ,
a licensed pharmacist who establishes a system dlscmdefl 28 days after the daée Opgnc.d'
of records of receipt and disposition of all Weekly checks done on # random basis
Controned drugs ]'n Sufﬂc'ent deta" tQ enable an WIH b@ donﬁ by the Consultaflt 'phaﬂnafrlsl, OVCI'RH
accurate reconciliation; and determines that drug the DON, and the RN Coordinators. Aty ‘fl’"“' tag
records are in order and that an account of all vials not dated will be discarded. Results | ¢ eme;n '
controlled drugs is malnteined and periodically of weekly checks will be prosented to the | 2OPiete
raconclied, Performance Inprovement team on a 6%0 /10
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abuse, sxcept when the facility uses single unit
package drug distrlbution systems in which the
quantity stored is minimat and a missing dose can
ba readily detected,

This REQUIREMENT s not met as evidenced
by:

Based on observation, stalf intarview, and review
of policies and procedures, the facility failed to
ehsure all used madlcations avallable for patient
use were unexpired. Expired medications were
stored In 3 of 4 medication refrigerators and in 1
of 4 medications storage cabinets, The findings
were:

Durng an observation of the medication
refrigarator for the 200 nursing station on 4/22/10
at 8 AM, two pertly used multi-cose vials of
Lantus Insulin and one partly used multi-dose vial
of Humulin R insufin had not been dated and
were still available for use. During an observation
of the medication refrigerator for the 300 nursing
station on 4/22/10 at 8:18 AM, thres multi-dose
vials of Lanfus insulin and one muiti-dose vial of
Humalog insulin were partly used, but had not
been dated and were still available for use, Alse,
ohservation of the 300 nursing station medication
storage cablnet showed two used muit-tose vials
of 2% Lidocaine (local anesthetic) that wara not
dated, and were available for use. During an
abservation of the medication refrigerator for the
400 nursing station on 4/22/10 at 8:30 AM, four
multi-dose vials of Humalog insulin and one
multi-dose vial of Lantus insulin were partly used,
but had not been dated and were still available for
use,

F 431
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Duting interviews with RNs #4, #5, and #6
immed|ately after each observation, they
confirmed the used vials were not dated, Also,
they could not determine how long the vials had
bean opened. They all stated that each of the
used vials were still available for Use,

According to the facility policy and procedurs
entitled, Multiple Dose Vials "The beyond use
date after Initially entering or opening (e.g. needle
puncture) multiple-dose containers is not to
excead 28 days..." and "Discard muitiple dose
vials if there is any question related to the
medication storage conditions, medication
integrity, or beyond date of use.”

According to Smith, Duall, & Martin, Clinfsal
Nursing Skills Basic to Advanced Skills, 7th Ed,
Upper Saddle River, NJ; Prentice Hall; 2007:608
"f multi-use vials are opened they should be
marked with the date and time the contalner is
entared and nurse's Initials,"

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facliity must establish and maintain an
Infaction Control Program dasigned to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmissicn
of disease and infection,

(a) Infection Contrel Program

The facility must establish an Infection Control
Program under which it «

{1) Investigates, controls, and prevents infections
in the facility;

{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of Incidents and corrective

F 431

Fadtl) pe facility will establish and maintain an
infection control program designed to
provide a safe, sanitary and comforlable
environment and to help prevent the
development and fransinission of diseage
and infection. This will be accomplished

by

#44; #50 and #62,

Faeilily provided training to staff per
organization policy for glucometer
cleaning for resident s #23; #27 expired;
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actions related to infections.

{b) Preventing Spread of Infecfion

{1) When the Infacticn Contrel Program
determines that a resident needs isolaticn to
prevent the spread of infection, the facility must
isolate the resident,

(2) The facllity must prohibit employees with a
communicable disease or infected skin leslons
from direct contact with residents or their food, If
direct contact will fransmit the disease,

GOSHEN CARE CENTER
TORRINGTON, WY 82240
(X 1D SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN GF CORREGTION (X)
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Proper cleaning and maintenance of
equipment will be performed by all staff.
New draft polioy is in progress afl system
IP level, Preliminary education to roll out
with staff will be initiated. System Policy
for Sure Step Flex Whole Blood glucose
Testing will be implemented by May 28,
2010 to all licensed nursing staff,
Education will be provided to all licensed
nursing staff by a qualified laboratory staff

(3) The facllty must require staff to wash their
hands after each direct resident contact for which
hand washing s indicated by acceptad
professional practice.

() Linens

Personnel must handle, store, process and
tranaport Inens so as to prevent the spread of
infection,

This REQUIREMENT is not met as evidenced
by

Basad on observation, staff interview, medical
record review, and review of policies and
procedures, the facility falled to ensure staff
followsd appropriate infection control practices
during 4 random observations. The findings were:

1. Observation oh 4/20/10 at 14:25 AM showed
RN #7 used a glucometer to perform a glucose
test on rasident #23. The RN did not clean the
glucometer before or after use, During an
Interview with the RN immediately after the
observation, It was revesled the lab cieans the
facillty's giucometer every three months. She
further stated she would anly clean a glucometer

June 20 2010, Monitored and reported by
quarterly to Performance Improvement
Committee by Infection Preventionist.

" ! Overall
member. Competencies will be completed | ) 15
on all icensed nussing staff by qualified clement
laboratory staff member, Complete by completed

6/20/10
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not clean the glucometer between residents.

Continued From page 38
if It was vislbly solled and not between uses,

2. Observation on 4/20/10 at 4 PM showed LPN
#1 used the same glucometer to perform glucose
tests for two residents (#27, #44). The LPN did

During an interview with the LPN immediately
after the observation, it was revealed the lab
cleans the facllity glucometer about every three
months. She further stated the glucometer would
be wiped with a Sani-wipe cioth [f visibly soiled,

3. Observation on 4/20/10 at 4,30 PM showed RN
#3 used the same glucameter to perform glucose
tests on two residents (#50, #52). The RN did not
clean the glucometer between residents, Durlng
an interview with the RN immediatsly after the
observation, she stated the lab cleans the
facility's glucometer evary three months. She
further staled she had never cleaned the facllity
glucomater and would do so only if visily soiled,

4, Interview with the direotor of laboratory
sefvicas on 4/21/10 at 10:15 AM showed the
laboratory staff thoroughly cleaned the
glucometer every three months. The lahoratory
director also stated her expectation was for faclity
staff tp cleanse the ouler surface of the
glucometer with a wipe containing 10% bleach
between each resident use. Interview with the
DON on 421710 at 11:15 AM revealed staff ware
to wipe the glucometer down between each run,
which consisted of severa) residenis most of the
time. She further stated the facility was working
on & policy update for ¢leaning the glucomater,

According to the manufacturer's instructions, the
glucometer should he cleansed on the exterior
with a cloth that has been damperned with a 10%

F 441
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bleach solution. The manufacturer's Instructions
also showed the glucometer should be cleansed
"as defined by your instituticn's infection cortral
policies.” Upon request for the facility policy and
procedure concerning the cleaning of glucometer,
the DON provided the manufacturer's
Instructions, which do not Include frequency the of
cleaning.

5. On 41910 at 7:13 PM, observation showead
CNA #8 provided perineal care for residant #95,
after the resident had a bowsl movement. The
following concerns were identified:

a. Once the perineal care was complated,
without removing her soiled gloves, the CNA
pulled the wheelchair closer to the toilet, touching
the arms, seat, and back of the wheelchalr, She
then assisted the resident to transier from the
toilet to the wheelchalr, totiching the resident's
skin and clothing with the same solled gloves.
Once the CNA had the resident positioned in the
wheelchalr, she then removed her soiled gloves,

b. interview with the infection control
coordinator on 4/22/10 at 8:45 AM revealed the
staff had been taught to always remove their
gloves and wash their hands after providing
perineal care,

c. Review of the policy for hand hyglene,
dated May 2008, showed the following
instructions: "Hahd cleansing is to be done:
Betwesh patient contacts; after contact
with... body fluids....excretions and equipment or
articles that may be contaminated, immediately
after gloves are removed, ....batween tasks and
procedures on the same pationt to prevent
cross-contaminaticn of different body sites...."
483.75(j)(1) PROVIDE/OBTAIN LABORATORY
SVC-QUALITY/TIMELY

F 441
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interview with the DON on 4/22/10 at 2:30 PM
confirmed the test had not been performed,
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The facllity must provide or obfaln laboratory
services to meet the naeds of its resldents, The The facility will provide or obtain
facility is responsible for the quality and fimeliness laboratory services to meet the needs of its
of the services, residents, The facility is responsible for
the quality and timeliness of the services.
i . This will be accomplished by:
This REQUIREMENT s not met as evidenced
by Facility impt g
y implemented a lab log to ensure
Based on Sfaff.i.nterwew and medical record trestment of resident #79 complete and
review, the facility falled to ensure laboratory tests fimel
were performed as ordered for 1 (#79) of 17 y.
a s who
2,.3;%% r(?’_st:gi?ntdmgsWh:;ie!aboratory tests Education to all licensed staff on current
' pracess in place to follow the Jab test log
Review of the 3/26/10 physician's ordars for sheet that all labs Oi’dfﬁl'ed, scheduled or Overall
resident #79 showsd a repeat urinalysis was unscheduled are obtained and results fotai tag
ordered for the following week to see if the received (o ensure proper (reatment or element
resident's urinary tract infection had resolved, follow up is initiated. Monitoring will be completed
Review of the entire medical record showed the done with lab test flow sheet by RN by:
repeat urinalysis was not performed as ordered, Coordinators/DON. Date for education and | 6/20/10

monitoring June 20, 2030, Monitored and
reported quarterly to Performance
Improvement Committee by nursing,
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