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assessment,

Cilnical disagresment does not constitute a
matarial and false statement.

This REQUIREMENT is nct met as avidenced
by:

Based on ohservation, medical record review
and staff interview, the facllity failed to accurately
ancade the MDS assessments for 2 of 13 sample
residents (#2, #39). The findings were:

According to the Long-Term Gare Facility
Resident Assassment Instrument User's Manual,
MDS 3.0, Centers for Medicare & Medicaid
Servicas, Aptll 2012, ... A tolleting progrem does
net refer to simply tracking continence status,
changing pads or wet gamments, and random
assistance with loileting or hygiene." The
following concams were Identified refated 1o the
coding of loileting programs on the MDS:

1. Review of tha medical record for resldent #9
showed the resident was admitted to the facility
on 830/11 with diagnoses including
non-Alzheimer's dementia. Review of the annual
MDS assossment dated 9/27/13 revealad the
resident had disorganized thinking, verbal
pehaviors, halluginations, required extensive
assistance with teileting and had frequent urinary
incontinence. The MDS idantified the resident
had been placed on a toileting pregram. Raview
of the GCAA dated 8/24/13 Identified the resident
as having urinary Incontinence. Review of the
care plan updated 10/2/13 revealed the resident
as fraquently incontinent and Interventions
included staff assisting the resident with tolleting
and providing incontinence cane. Observaticn on
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programs with the charge nurse by submitting the
care plan documentation Inte the resiclents’ care
plan books.

CMA staff were educated atin-service on
Becember 10 and 11, 2013 that If any resident's
toileting program and/or care plan reflected a
“check and change" to notify a supervisor so
changes could be made if needed.

Corrective Action for otherresidents having a
potential to be affected:

Toileting programs will be monitored by an
established "incantinence monitoring team”
compased of day and night CNAs. The MDS
Coordinator will work with the incantinence

.| monitoring team to make sure the care plan
accurately reflects each residents status, During
the care planning meeting, the interdisciplinary
team will review the bowel and bladder and/or
check and change program to make suve that the
MDS care plan accurately reflects the resident
status. [ncontinance monitoring team will report
findings to Nurse Manager or designee

manthly.

Nursing Administration Team will develop and
educate staff on a new Bowel and Bladder
documentation flow sheet to ensure accurate
following of tolleting program.

Measures taken to make sure this practice does
not hapy en agamn;
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A residant who is unable to carry out activities of
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12/4/13 from § AM to 11:15 AM showed the .
resident was canfused, and staff were not The toileting programs will be developed and
observed taking the resident far scheduled monitered by our incontinence monitering team
toilsting. Interview with GNA #1 an 12/4/13 at 9:50 and the MDS Coordinator who will track those
AM revealed the resident was confused, was resldents currently on Bowel and Bladder
always incontinent, did not ask staff for programs, as well as praduct usage by each
assistance with tofleting, and was not routinely resident. Changes in condition or residents
taken to the bathroom for tolleting. At 1115 AM geedirg fihgf':j";”d di‘l?';ge pro?ram; :‘fhﬁ' than
! owel and Bladder will be monitere the
thbes ;es:j(;a?t \éva?ntak:tr_lnt: :l:?ffhelr room anc was menitoting team who will communicate with our
cbsarved to be Incontinent of Urne. nursing staff. The teamwill monitor
. . documentation of completed assignments and
2. Review of the medical record for rasident #39 will repart their findings to the Nurse Manager or
ravealed the resident was admitted to the faciiity designee.
an 12/28/12 with diagnoses including bilateral
femoral fractures and non-Alzheimer's dementia. Monitoring Performance:
Review of the quartarly MDS assessment dated
9/13/13 showed the resident was cognitively The incontinenca monitoring team will be
Impairad, recuired fotal assistance from staff for rasponsible far monitoring each resident's
ADLs and was aiways incontinent of bowet and progress with their Bowel and Bladder
bladder. The MDS identified the resident as being program, including staff follow through on
oh & toileting program, Review of the care plan assignments and to make sure any pregram
upclated on 9/19/13 identifed the residant as maodifications are reflected in the residents' MDS
having an alteration In bowel anc bladder related care plan. The team will report monthly 1o the
0 belng confined to the reclining chair or bed. Murse Manager, or designee success with each
The care plan further Isted the residant as always resident's program. The Nurse Manager or
incontinent of bowel and bladder and was "¢heck designee will report monithly to the Quality
and change only." Review of a nursing note dated Assurance Committee for three (3) months and
12/2/13 for "an observation period." the resident quarterly thereafter as compifance ls
was always incontinent and was check and demonstrated. Reporting will be complete as
change only due to non-weight bearing status. determined by the QA Committee.
3. Interview with the MDS coordinator on 12/6/13 , Corapletion Date: 01/26/2014 01/26/2014
at 10:10 AM revesled the factlity had consldered
chack and programs to be toileting plans.
F 314 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312 |Plan of correction for those residents found to be
s5=iz | DEPENDENT RESIDENTS affectad:
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dally lIving receives the necassary services 1o
maintain good nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not et as evidencad
by:

Based on obeervation, medical record review,
and resident, family and staff inferviews, the
tacility falled to provide greoming and personal
hygiena assistance for 2 of 13 sample residents

#20, #39) and 2 non-sample residents (#44, #71)

who required extensive or total staff assistance.
The findings were;

1. Raview of the madical record showed resident
#20 had a diagnosis of Alzheimer's dementia.
Acvording to the 10726/13 quarterly MDS
asseasment, the resident raquired extensive staff
assistance for personal hygiens. Observation on
12/3{13 at 8:35 AM and again on 12/6/13 at 8 AM
revealed the famale resident had numercus chin
hairs which were easily visible. An interview with
CNA#2 on 12/5M13 at 8 AM revealed chin hairs
should be shaved when the resident received a
baih. The CNA stated tha resident last had a bath
on Monday (12/2/13), and confirmed the resident
did have noticeabls ¢hin hairs. During &n

intarview on 12/4/13 at 7:20 PM, a family membear

stated 8/he had congerns with the grooming and
hygiena of the resident,

2. Review of the medical record for resident #71
showed the resident was readmited to the facility
on 5/10/13 with dlagnases including
cognlfivesperceptual impairment. Review of the
annual MDS assassment dated €/20/13 showed
the resident was dependent on staff far bathing

(X4 b SUMMARY BTATEMENT OF DEFICIENGIES 10 PROVIDER'S PLAN OF CORRECTION {xa)
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Resident #20's facial hair was shaved at next
scheduled hath which was documented an
December 7, 201 3. Nail care for Resldent #71 was
documented as belng completed on December
10, 2013, Nail care for Resldent #44 was
dacumented as being completed on Decernber 8,
2013. Mall care for Resident #39 was documented
as beaing completed on December 7, 2013 during
their documented bath.

osrective action for other residents having a
potential to be affected:

All CNA staff were re-educated on nail care and
proper care of nalls for those residents who are
diabetic at in-services on December 10and 11,
2013. Nursing staff were inserviced on CNA
responsibilities for fingernall care and nursing
respansibillties for toenail care for aur diabetlc
resicdents. During weekly faclllty rounds, the
Director of Nursing, the Administrator, the Wound
Care 5pecialist, and Education Director will
vlsually abserve sesidents' nail care to validate if
documentad nail care services were given by our
nursing staff. If those observations result In
unsatisfactory conditlons, the nursing staff will be
" notifled of unsatisfactory nail care and additional
training will be provided. This will be documented
in the faclllty leg round book, and the facllity
i round team will follow up the fellowing week to
determine compliance.

All CNA staff were be given a copy of a power
point presentation onbathing and nail care the

FORN CM$-25657(02-89) Prewvious Varalons Obgolele
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and required fimited assistance with persenal
hygiene, Review of the 5/10/13 care plan showed
the resident had a functional deficit for performing
ADLs and staff provided needed assistance. The
following concerns were identfied:

a. Observation on 12/3/13 at 10:05 AM, and
on 12/4/13% at 3:10 AM showed the resident had
lang fingernails that wers not claan. Aderk ’
colored substance was notlced under the long
fingemails,

b. Interview with CNAs #3 and #4 on 12/5/13
at 8:10 AM revealed nail care was parformed on
bath days and should be done as neaded
between baths. CNA #4 stated the nail cliopers
wara sometimes missing from the shower rooms
50 nails did not always get trimmed.

3, Review of the medical record for resident #44
showed the resident was admitted to the facility
on 7/20/09 with diagnoses including multiple
sclerosis and fraurmatic: brain injury. Review of the
MDS quarterly assegsment dated 10/10/13
ravesled the resident had impaired decision
making and reguired extensive assistance from
staff to perform ADLs Including hygiens and
bathing. Review of tha care plan updated 10/2/13
showed the resident had an alteration in ADLs
related to end stage multiple sclerosis and mantal
impalrments. Interventions included staff
parforming nail care as needed. The fallowing
concerns were identified:

a. Qhservation on 123713 at 9:56 AM
revealsd the resident had long, jagged fingernails
with thick, brown matter encrusted Ih the nall
bads on both hands, Observalion on 12/5/13 at
8:55 AM revaalad the residant s fingernails
continued to be long and jagged and the nail beds
continued to have thick, hrown meatter under the
nail beds. Interview with tha resident at the time

week of January 8, 2014, CNAs will be instructed
that if bathing or nall care supplies are not
available in the bath house to look in ¢lean utility
room, ot contact commissary to get the needed
items at in-services scheduled for January 14 and
15,2014,

An established bath monitoring team consisting
of the two bath CNAs on the North unit and two
floor CNAs on the South unit, will manitor
documenied completion of pail care and shaving
of all residents on a menthly basis and report to
the Nurse Manager or designee,

Measures taken to make sure this practica does
not happen again:

The bath monitor team will be responsible for
monitoring completion of baths, nall care, and
shaving of all residents weekly, The team will
report findings of their weekly audits to the Nurse
Manager, or designee to determine compllance,
The Nurse Manager, Education Specialist, Wound/
Infection Prevention Nutse, Social Worker, Facility
Administrator, and floor and bath CNAs will
canduct weekly rounds to observe and validate
documentatlon and physical appearance of our
residents.

Monltoring Performance:

The Nurse Manager or designee will report
findings to the Quallty Assurance Committee
manthly far three (3) months and quarterly
thereafter as compliance is dernonstrated.
Completion of monitoring will be determined by
the QA Committee,

Completion Date: 01/26/2014
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of the 12/5/13 observation revealed s/he was
unabla to perform nall care indepandently and
stated "| don't have enough strength in my
hands." Interview further revealed It had been
"gbout a month the last ime my fingernails wers
claaned and | don't remember he last time they
were trimmed.”

4. Medical record review showed resident #39
was admittad to the facility on 12/28/12 with
diagnoses including non-Alzheimar's dementia.
Review of the quarterly MDS assessment dated
8/13/13 raveaied the resident was cognltively
impaired and was totally dependant on staff for
ADLs ingluding hygiens and bathing. The
following concerns were identified:

a. Observation on 12/3/13 at 8:30 AM
revealed the resident had long, Jagged fingernalls
with brown matter under the nail beds,
Subisequent pariedic obsarvetions on 12/4/13 and
12/5/13 revealad the resident continued o have
long, jagged fingernails with brown matier under
the nail bads.

b. Interview with CNA #1 on 12/6/13 at 8:50
AM verified the fingernails had not been trimmed
or cleaned during the resident’s bath tha pravious
day related to not having enaugh staff.

¢. Interview with the DON on 12/5/13 at 10145
AM revealad she expected staff to trim and clean
resident's fingernalls a3 needed and/or inform a
nurse if a resident refused,

F 314 | 483.25(c) TREATMENT/SVCS TO
gs=p | PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facifity mus! ensure that a resident
wha aenters the facility without pressure sores
does not devalop pressure sores unless the

F 314} Plan of correction for those residents found to be

affectecd:
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individual's ¢linical condltion damaonstrates that
thay were unavoidable; and a residant having
pressure soras receives necessary treatment and
aorvices to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Basad on observation, medical record review,
“and staff and resident interview, the facility failed
to ensure Interventions weare implemented to
promote healing and to prevent worsaning of
prassure ucers for 2 of 3 sampie residents (#3,
#39) identifed as having pressure ulcers, The
findings wers;

. 1. Review of the medical record for resident #38
showad the resident was admitted to the facility
on 12/28/12 with dlagnoses including bilateral
femoral fractures and non-Alzhelmar's demantia.
Review of the quartarly MDS assessment dated
91313 showed the resident was cognltively
impaired, was dependent on staff for ADLs and
had pressure ulcers. The CAA dated 1/7/13 also
identified the resldent as having pressure ulcers,
Raview of the care plan updated &/18/13 showed
tha resident was at risk for impaired skin integtity
and had a history of pressure ulcers.
Interventions Included repositioning the resident
svery hour with wedge cushions as needed.
Further review of the medical record showed tha
resident had been referred (o a surgeon for
management of histher pressure ulcers. Tho
following concerns were identified:

a, Obsarvation of a dressing change on
12/4/13 at 2:30 PM with RN #1 ravealed the
resident had pressure ulcers on the outer lower

left and right legs above the ankles.
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The facility will ensure that a resident

with a pressure ulcer recelves the necessary
treatment and services to promote heallng and
pravent new ulcers from developing. This will be
accormnplished by

a) Resident #39 was seen by a general surgeon for
multiple ssues, including the bifateral ankle
prassure ulcers oo Decamber 17, 2013 at which
time new orders were recelved for Physical
Therapy to consult an the wounds and to apply
dressings to consist of an Allevyn Thin, Unna Boot,
and coban. Dressing changes currently are being
done twica weekly; one by Physlcal Therapy and
one by the Wound/Infection Prevention Nurse.
Floor nursing staff will change drassings as needed
or when the Wound/Infection Preventlon Nurse is
unavaliable. Resident #39 was seen by his primary
care physician on December 23,2013 atwhich
time the primary care physician did visualize the
wounds as witnessed by the Nurse Manager and
Administrator in Training.

b} Residert #8's care plan was verified to state that
the resident would be turned every 1 to 1.5 hours
when in bed and if the resident refuses the CNA
should Inform the charge nurse. The Nurse
Manager and/or Wound/Infection Prevention
Nurse will supply tha CNAs with a Turning
Schedule Log for Resident #8 and any other
rasidents who are bed ridden. CNAs will be
educated on the use of this form at inservices
scheduted for January 14 and 15, 2014, The
Tuming Schedule Log will be submitted to the
Murse Manager, or designee at tha end of each day.
¢} Thefacillty has ordered a positioning
alternating mattress for Resident #39 and is
currently assessing Resident #8's need,

d) The facllity dietician is monltoring the
nutritional status for residents #38 and #8.
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Measurements taken by RN #1 showed the
pressure icer on the left lag measured
approximately 6 cm (centimsters) by 2.6 cm. The
pressure ulcar was dark red and had 2 open
areas, The right lower leg wound measuremants
were reported by the RN as 5.3 cm by 3.8 ¢m
with 2 open areas, In addition, the right lower lsg
had a dime sized area that was black and
leathery which RN #1 verified was eschar (dead
tissus). Thera ware no visible wounds cbserved
on the resident's heels. Review of the nursing
notes dated 10/23/13 through 12/2/13 showed the
resident had a “dark or brown scabbad area” on
the right leg wound.

b. Review of the medizal recerd revealed a
surgical consultation had been done and the
physician's progress note dated 5/21/13 showed
the resident underwent a biunt debridemsnt
(surgical remavel of dead tissue) of pressure
ulcers on the right and left legs. The noie further
showaed the left leg ulcer was healing and
measured 3 cm by 4 om, had superficial depth,
and was clean and healing, The resident had 2
ulcers on the right leg; an upper, which maasured
2 em by 1 om, and the lower was deeper and
measurad 2 em by 1.8 om and was healing. The
medical racord further showed a surgical
consultation dated 6/19/13 where the MD
assessed the prassure ulcars on the right and left
lower legs. There was no physician progress note
in the resident’s medical racord for the vislt on
6/19/13 until the DON oktained a copy of the
progress note an 12/4/13 at 4:10 PM. According
1o the physician's progress note, the plan was for
tha resident to have a follow-up appointment for
hisfher pressure ucers in 1 month, An interview
with the DON at tha ime the progress note was
racaived verified the resident had not been
scheduled for a follow-up appointment, and had

Cotrective action for other rasidents having a

Z D SLUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (MB)
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F 314 | Continued From paga 7 F 314 | Continued from page 7

potential tc be altected:

complete the following:

completed.

chart,

WRC.

their timein bedl.

technigues are being utilizad.

ordered.

For resldents who have a potentlal to be affected
by pressure area breakdown, the facility will

a) Make sure the attending physiclan evaluates
the pressure areas visually at least every 50 days
or as needed. Nurse Manager, or designee will
round with the physician to make sure this Is

b) Progress notes will be abtained on a timely
basis and will be placed inthe residents medical

¢) Physicians who do notvisitresidents ay
required or as residents experience a change of
condition will be given written warnlings and/or
lose thelr attending physician privileges at the

d] A tuming schedule will be followed by nursing
staff for any resident who spends the majority of

&) The faciity will utllize pressure reducing
mattresses wherever possible to help in the
preventlon and healing of pressure areas,

f Nursing will assess resident skin condition
quartetly and as needed to ensure proper
pressure reducing mattresses or pasitioning

g) The therapy depariment and the restorative
CNAs will monitor residents In wheelchairs to
ensure proper positioning and comfort.
Recommendations for wheelchair cushions will be
glven to the nurse manager if supplies need to be

h) The facility dietician will canduct gquarterly
nutritional assessments for ali residents and
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not seen the surgeon ragarding the pressure d ith &
ulcers since 6/19/13 (168 days). manlter those residents with known pressura

areas manthly to ensure adequate nutritonal

¢. Review of physician progress nates showed status to promate would healing.

the rasident had been evaluated by hia/her

primary care physiclan on 8/20/13 and 10/22/13. Measures taken to make sure this practice dogs
Howevaer, there lacked evidencs the pressure not happan again:

ulcers on the bllateral lower legs above the

ankles wers examined by the physician. a} Nurse Managet or designee and Waund/

infaection Prevertion Nurse will conduct rounds
weekly to make sure documented turning has

2. Review of the medical record for resident #8 occurred and/ar pressure reducing mattresses are

showed the resident was admitted to the facllity working.

on 12410112 with diagnases including muttiple b) The Nurse Manager and/or the Wound/
sclerosis. Review of the significant change MDS Infection Prevention Nurse will make sure the
assessment dated 9/20/13 showed the residenti physiclans have visited residents on a timely basis
was totally dependent on staff for ADLs, had and have documented on any pressure areas,

including any new arders, Physiclans who ¢io not
round as recuired will be given writien wamings
and/or lose attending physician privileges at this

impaired range of mation, and pressure ulcars,
Review of the care plan updated on 10/24/13

Igentifiad the resident as having an altsration in facility.

skin integrity relatad to pressure ulcers and o) The charge nurse and nursing administration
decreased independent maobility secondary o team will conduct spot checks to ensure resldents
multiple sclerosis. Interventions included staff with a turning schedule are positioned as
repositioning the resident off of his/hor back every documented by compating the documentation

with direct abservation.
d) staff will be educated immediately If position
of rasident does not match decumentation. If

1 1o 1.5 hours when the resident was in bed, and
if the resident refused the CNA shoauld inform the

charge nurse. The following concerns ware noted to be a continuing wide-spread Issue, staff
identified; will be reeducated on repositioning and
a. Observation on '12/3/13 at 8:40 AM through diselplined as needed.
11:30 AM revealed the residant was lying in bedl
positioned on hisfher back. No staff were Monttoring Performance

obgerved repositioning the resident. Intarview

with the resident at 11:30 AM verified staff had not The Nurse Mahager and/or Wound/Infection

Pravention Nurse will monitor the Tutning

repositioned the resident since s/he had "sat up Schadule Logs weekly to ensure compliance.
for breakfast thls morning around 7 o'clock.” The Monitaring results of the turing logs, pressure
resident also verlfied s/he was unable to change reducing measures and physiclan visit/
positions without staff assistance. The resident documentation compliance will be reported to
revealed staff did not reposition him/her every the Quality Assurance Committee monthly for

hour, "maybe a couple times a day.” thrae (3) months

b. Observation of a dressing change an
12/3113 at 2 PM with RN #3 showed the resident

FORM GMS-2867(02-99) Provious Versions Obsolets Ewvenl [ XWS311 Facility 10: WYDO38 I continuvation sheet Page ¢ of 25




DEPARTMENT QF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/27/2013
FORM APPROVED
OME NO. 0838-0391

The facllity must sansure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
pravent accldents.

This REQUIREMENT s not met as evidencad
hy:

Based on cbservation, staff and resident
interview, madical record review, and review of
incident information and manufacturer's
Instructions, the facility failad to ensure safety
devices were applied approprigtely for 3 of 14
residents (#9, #12, #19) who used the wander
guard system. In additian, the facility failed to
ensure one of two units {the south unit) was
adequately supervised to prevent accidents. The
findings were:

1. Obgervation on 12/2/13 at 4:55 PM showed the
doors to the securs dementia wing of the south
unit wers open. Interdew with RN #2 on 12/213
at 5 PM revealad the doors remained open whan
there was a shortage of staff, The nurse further

The facillty will ensure the resident environment
remalins as free of acddent hazards as posstble,
Each resident receives adequate supervision and
assistive devices to pravent accidents. This will be
accomplished by:

a) The wander guard signaling devices for
Resident #12, #12 and #9 were removed from
their respactive wheelchair or walker{s) and were
placed pn each of their left ankles. At this time,
the wander guard signalling device has been
completely removed from Resident #12 as her
conditian has dedired where family and staff do
not feel she Is a wander risk.

I5) Nursing staff were educated on warnings
included in the manufacturer’s Instructions for
wander guard signaling devices which statas “Do
not place the signalling device on or next to metal,
such as wheelchair frames,. .metal could interfere
with the signal sent to the door modules” &t an In-
setvlce on December 10and 11,2013,
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Continuad from page 9
F 314 Continued From page ¢ F 314 @ ns and as d ined by th
. , months and as detennined by the
had a quarter sizad open area ,On the ”hF Hpper committee theteafter. The facllity Madical
huttopk. The wound bed \:ras pink ‘:'and molgt ang Director will monitor compliance with
identified by the RN as a "stage 2." The skin physiclan visits and documentation as part of
surrounding the wound was thin and fragile. his responsiblities with Quallty Improvement.
c. Interview with the DON on 12/5/13 at 10:15 Any physicians wha are nat compliant wilt be
AM revealed she expsctad staff to follow the care contacted by him.
plan to turn and reposition every hour and/or . ) 26/20
notify the charge nurse if the resident refused. Completion Date:  1/26/2014 01726/2014
F 323 48325“1) FREE QF ACCIDENT F 323 | acti fart sldents found
588=E | HAZARDS/SUPERVISION/DEVICES affectad:
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Continued from page 10
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stated there were several resldents with <) Currently the facility has two part-time
psychiatric diagnoses on the south unit, and they positions apen, Flve positions currently are
"o not mix well" with the residants who have unable to work because of leave of absences or
dementia. The following concerms were identified: . other reasons. The facllity is actively recruiting for

a. Review of the facility incldant log showed | the two vacant part-time CNA positions and is
on 11/8/13 at 68:30 PM and 11/9/13 at 7:30 PM working on getting the ather five positions back
residant to resident altercations took place on the to work as we can,
south unit. Resigent #38 who lved on the d) Nursing staff have been instructed that the
dementia unit had wandered out of the clementia doors are to remain closed. This will be
sometimes secured unit inte other resident relterated at the in-service scheduled for January
rooms. These two incldents were physical In 14and 15,2014.
nature; however, did not resultIn Injuries. Review
of the incident investigations showed the doors 1o Corrective action for other residents who have a
ihe dementia unit had been cpen betause there potential to be affected:
werg only two CNAs avalilable, and racommended
interventions included adjusting staff to have 3 The followling will be completed for ather
CNAs working the night shift, residents who have a potential to be alfected:

b. Intarview with resident #49 who lived on a} The Nurse Manager or designee will continue
the scuth unit revealed s/he was afraid someone to monitor staffing levels and continue to fill open
may get hurt and felt that the facility needed to positions. Administration is working on getting
pravide enough CNAs to ensure the unit could be employees who are onleave of absences, or wha
sacurad to keep the regidents with dementia from need back ground checks or CNA training
wandering, This resident was awara of the completad, back to work.
incidents that had occurred and further stated b) Staff will be ratralned on keeping the South
s/he had reported his/her concams to staff, Dementia unit doors closed to prevent negative

<. Interview with the DON on 12/4/13 at 3:20 Interactions between the residents on the
P varifled there ware § CNA vacancies and due dementia and psych units.
o this shortage, they were unable to always staff ¢) The Nurse Manager or designee will monitor
3 CNAs on the south unit. The DON stated the placerment of wander guard signaling devices to
planned staffing patiem was to have 1 CNA rnake sure they are placed according to
dedlcated 1o the locked dementia unit and 2 manufacturers recommendations.
others for the main flogr of the acuth unit.
2. Pariodic observations 12/2/13 through 12/5/13 Measures taken to make sure this practice does
ravealad residants #12, #19 and #9 had wandar not happen again:
guard signaling devices (slectronic devices used -
to decrease andfor prevent unisafe episodic a) The facility will make sure the South Dementia
wandering) attached to the metal frames on their unlt doors remaln closed. This will ba
wheelchairs, Review of facility docu mentation accomplished through staffing the unkt, training
also verlfied these residents had a wander guard employees to keep the doors closed,
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Continued from page 11
F 323 Continued From page 11 F 323 dministrati i ds and th
signaling device placed on their wheelchalr. 3|Sr;:;;f,;?;';;fggzszngd:’;" s and through
Review of the "First Q Wanrfler Guard Departure b) Will continue to monitor staffing levels, replace
Alert Systam Users Instructions” showed the open positions as needed and work In keepitig
signaling devices "...are designed to be worn en a scheduled employees warking their shifts.
wrist but can be placed on an ankde..." In addition, ¢} The Nurse Manager, or designee will moniter
a black bold print waming box in the instruction p""_f’”i&t °i‘é"a”d‘i‘ guardt;Ignallngldev&ces on
" ; each resident to make surethey are place
mar;ual ahowed.t ? o nott }I:ulace ;he slghnalllnﬁ . according 1o manufacturer's recommmendations.
device on or next to medal, such as wheelcnair dy A flow sheet will be implemented for staff to
fremas...matal could interfere with the signal sent document that the dementia doors are closed.
1o the door modules.” The following concarns Flow sheats will be monitored by mursing
were identified; administration weekly te ensure complilance,
a. Observation of residents #12 and #9 on €) Nursing administration and the facility
i 1212113 at 4:35 PM and ohsarvation of resldent administrator will canduct spot checks elther In
#19 on 12/3/13 at 8:55 A and subsequent person Of vla review of secullty tape to ensure the
perlodic chaarvations through 12/5/13 revealad v
the residents had wander guard signaling devices Monitoring Performance
attached to the metal frames on their
wheelchairs, The Murse Manager, or designee will report to the
b. Interview with the DON on 12/4/13 at 5 PM 0A Committee monthly, for three months, results
verified residents #9, #12, and #1¢ wers identified of Iilec; audl'lcs 50“‘7“3"‘?9 Staﬁ?:gldi?.flijgg Dementla
: . . . unit door closures and signa
as hgvmg wac;':d_erlngr begawicrs ar:d hzd th‘,z!‘r placement. The Committee will recornmend
wander guard sighaling cevices placed oh iné further tralning, staffing altematives or other
metal frames of their wheelchalrs. The interview recornmendations unt desired campliance is
further revealed she was unaware of the attalned.
warnings included in the manufacturer's
instructions for the wander guard signaling Completion Qate: 01/26/2Q74 01/26/2014
devices,
F 353 | 483.30(a) SUFFICIENT 24-HR NURSING STAFF F 353| Plan of Correction for those rasidents found to be
gg=t: | PFER CARE PLANS affected:

The facility must have sufflcient nursing staff to
provide rursing and related services to attain or
maintain the highest practicable physical, mental,
and psychosocial well-being of each resident, as
determinad by resident assessments and
indivicus! plans of cara.

The facility must provide services by sufficient

nuUrsing units,

While the Wyoming Retirament Center schedules
nursing care hours above the required 2.25 hours
for each skilled resident during a 24 hour time
pericd, the facility has secured unlts which require
additional staffing to maintain, It is pessible for
negative interactions to develop if eithar dementia
unit doors remain open during times when
restdents are awake and could move into other
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Continued from page 12
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numbers of sach of the fallowing types of Corrective action for any resident living in the
personnel on & 24-hour basis to provide nursing faclity:
care to all residents in accordance with resident e
care plans: Corrective action to address Issues stated In this
deficlency incluce:
Except when waived under paragraph () of this a) Closing the Dementia unit deers so dementia
section, licensad nuraes and other nursing residents do not wander [nto cther resident areas,
personnel. b) Staffing the dementia unit(s) so the doors
remain closed.
: Except when waived under paragraph (¢} of this &) Training staff and monitortng the doors to
! section, the facility must designate a licensed make sure they remain closed.
nurse to gerva ag a charge nurse on gach four of
duty. Nurse Manager or designee will monitor staffing
dally to ensure adecuate staffing and will
continue te fill open positions and work to get
This REQUIREMENT is not mat as evidencad employees who are out on [eave of absences back
hy: to work, The facllity will provide training to our
Basad on observation, staff and resident employees on the need to keep our dementla unkt
interview, and review of incident information, the door(s) closed and will staff tha units so the doors
facility failed to provide sufficient numbers of will remain closed.
nursing staff for one of two nursing units (the
south unit) related to resident supaervision. The Maasures taken to make sure this practice does
census on the south unit was 28, The findings not happen again.
were.
An in-service has been scheduled on January 14
Obsarvation on 12/2/13 at 4:55 PM showed the and 15, 2014 to train staff to keep the dementia
doors to the secure dementla wing of the south door(s) closed and on possibile negative bebavlors
unit were epen. Interview with RN #2 on 12/2/13 that may result if dementia residents are allowed
at 6 PM ravealed the docrs remained open when to enter other resident areas,
there was a shortage of staff. The nurse further
stated thare were several rasidents with The facility currently has 2 part-time CNA
psychiatric diagnosses on the south unit, and they positions that are opan. While we have fllled
"do not mix well” with the residernts who have some posttions, we currently have 5 employess
dementia. Six residents lived on the secure who cannot work at this time who still hald
domentia unit, there were 22 resldents who lived current positions, The facility will therefore
on the main south unit. The unit was designed to continue to flll open positlons and wil work to get
be secured to separate the dementia residents these other five employees back to work.
from the larger riore populated area. The
following concerns wers identified: Nursing statf have heen Instructed the
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The facility must -

{1) Procure fond from sources approved of
considsred satisfactory by Federal, State orlocal
aythorities, and

{2) Stora, prepare, distribute and serve food
under sanitary conditions

While no specific residents were mentioned In this
deficiancy, any resident of the facility could be
affected, It isthe policy of the Wyoming
Retlrement Center to have a ¢lean food and non-
food contact surfaces, utensils, and eguipment,
which will be kapt free from dust, dirt, food residue
and othear debrls,
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a. Revlew of the facllity incident log showed doors to the dementia unit are to remain closed
on 11/8/13 at 6_:30 PM and :;1/9;1 3 at 7:30 PM and staffing adjusted to cover these areas. itis the
resident to resident altercations tocok place on the expectation that If necessary, the charge nurse can
south unit. Resident #88 who lived on the assist on the floor,
dementia unit had wandered out of the )
sometimes secured unlt into other resident Aflow sheet will be Implemented for staff to
rooms. These two incidents ware physical in g;:;f:: ';'Flee’;::f“zf‘"“l:: ﬁ‘e;plﬁ’;’;i: d"g;:;;?ﬂ:"ied-
nature; however, did nol result In injuries. Review ' )
of the incident investigations showat the doors to adminlstration weekly to ensure compliance.
the dementia unit had been cpen because thers Nursing administration and the facllity
warae only two CNAs avallabie, and recommended administrator will conduct spot checks either In
intervantions included adjusting staff 1o have 3 person or via review of security tape to ensure the
CNAs working the night shift, doors will remain closad.
b. Interview with resiclent #49 who fived on
‘the south unit ravealed s/he was afraid someona Monitaring Performance:
_may get hurt and felt that the facllity needed to Results of hursing administration spot checks, flow
i provide enough CNAs to ensure the unit could be sheet documentation, and staffing levels will be
" securad to keep the residents with dementia from reported to the QA commitiee monthly for three
wandering. This resident was aware of the months and thereafter as determined by the QA
incidents that had occurred and further stated cammittee as compllance is demonstrated,
s/ha had reported hi concarns to staff,
c. I:trerzlew wﬁﬁﬂiroon on 12/4113 at 3:20 Completion Date: 01/26/2014 01/26/2034
PM verified thare were 6 CNA vacancies and due
to this shortage, they were unable to always staff
3 CNAs on the south unit. The DON stated the
planned staffing pattom was to have 1 CNA
dadicated to tha locked dementla unit and 2
others far the main fioor of the south unit.
F 371 483.35() FOOD PROCURE, F 371 | Plan of Correction for thase residents found to be
§8=E . STORE/PREPARE/SERVE - SANITARY affected:
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F 371 | Continued From page 14 F 371| Continued from page 14
a) On December 10 and 11, 2013, the Dietary
Manager dispersed hairnets, rubler gloves and
apron’s to the CNA's serving food on the narth
and south nursing units and instructed the CNA’s
Thizs REQUIREMENT is not met as evidenced that It 1s mandatory to wear the aforementioned
by: items when serving food. On December 10 and
Based on ohservalion and staff interview, the :giﬁ;ﬁ; ;‘:“: CNAs were tralned an this
i . e “
?clflléy:illzd t; er;sure 8 sanl;ctiry al?vlrorir;"lent'tln b} The cleaning of the microwaves on the north
N e em_ 0o 'areas (north unit, seuta unit, and south dementia units are assigned to CNA
north dementia unit, south dementia unit, and the staff to be cleaned dally. This practice will be
activityftherapy department). The findinga ware: documented an the chore list. On Decernber 10
and 11 the CNA's were re-In serviced on this polley
Interview with the dietary manager on 12/4/13 at and the necessity for the microwaves to ke
3:30 PM varified she was new to the position, and El)e'?lr::‘iacf:?llilt}; will use covered balt in a contalned
Wa?rn.ott aware of the requiraments for heir covered and tamper-rasistant bait statlon. Staff
resirainis. wlil be Instructed on 1/7/2014 to request
) malntenance staff members to distribute the traps
According to Food Code 2013, U.S. Puhlic Health via work arders so they are the only staff handling
Servige: 2-402.11 "{A) Excapt as provided in (B} the traps in order (o prevent staff from setting
of this saction, food employess shall wear hair traps that are not approved.
rastraints such as hats, hair coverings or nets, hi Hee d
beard restraints, and clothing thet covers body ——-—L—L—ng}fz’e Et::';itﬁ make suire this practice
. poen again;
halr, that are designed and wom to effectivaly
keep thelr halr from cantacting expased food; a) The Dietary Manager, Administrator, Nurse
clean equipment, utensils, and linens; and Manager and charge nurse will conduct spot
unwrapped single-service and singls-usa aricles. checks to make sure CNAs are wearing hair nets,
{B) This section does not apply to food gloves and aprons while serving food. Spgt
employees such as counter staff who only serve CPerf_kS \‘;1}'8*;; (;:meleted on a weekly basis
starting .
?evfmgas an{:iwral:t:}ptadﬁc.); tﬁ:ackaged fc;ods,. imal b} The Dietary Manager s performing spat checks
09109ses, and wai 3 an ey pretsen  minima on the deanlingss of the microwaves in the notth
risk of contaminating expesed foad, clesn and south units. The chare list will be monitored
equipment, utensils, and linens; and unwrapped by the Nurse Manager or deslgnee to ensure
single-service and single-use articles.” campllance with cleaning the microwaves,
’ ¢) Staff will be re-Inserviced on our policy
1. Observation of the misrowave on the seuth concerning fodent traps, The Wyoming
dementia unit on 12/3/13 et 8:50 AM, and on Retirernont Cﬁmg{ will update PGRC‘ES ak“d derwil
’ ! to raflect this policy. A work order wil
1215113 at 8:10 AM showed it was not clean, The pracecures : .
. @ leted and given to our maintenance staff
Intsrior of the microwave had dried spilled food be comple d
and ¢rumbs. Observation on 12/5/13 at 8.40 AM
FORM CMS-2567{02-86) Previcos Verslons Oksolets Event |D: XW5311 Fagllity ID: WY(0238 If continuation sheet Page 1% of 26
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showed the microwave loecated on the women's

dementia unlt (north) was not clean, The interior If rodent traps are heeded to be set, or to

coordinate with our contracted exterminator for

was soiled with dried food. Interview with the services. Housekeeping staff will be in-serviced
distary manger on 12/5/13 at ©:50 AM stated she to lock for traps that are not approved for this
was unsure who was responsible for the claaning facllity as they chean rooms and will report back
of the microwaves. She then staled it needed to to the Environmental Services Manager after
ba assigned and the microwaves needed to be removing the traps.
cleaned daily. .

Aceording to Food Code 2013, U.S, Public Monitoring Petformance
Health Service: 4-801.11 "(A) Ec!uipment The Dietary Manager or designee will conduct
food-contact surfeces and utensils shall be clean spot checks on the north and south units to make
to gight and fouch...(C) Nonfoad-contact surfaces sUra oUr microwave ovens are being ceaned
of equipment shail be kept freée of an according to schedule, The Dietary Manager wilf
accumulation of dust, dirt, food residue, and other also observe the CNAs during meal times to make
debris.” sure they are wearing hairnets, ploves, and

aprons while serving in additlon tothe
Administrator, Murse Manager and Charga Nurse.

2. Obsarvation on 12/5/13 at £:25 AM showed an The Environmental Services Manager will report
uncovered balted snap-atyle mouse trap located the number of wark orders for rodent bait traps,
on the floor between the counter and the and results of inspections by her dietary steffto
refrigerator in the activitytherapy roam. According locate any traps that may be in the facility that

to Food Code 2013, U.S. Public Health Service: are not apprepriate, The Dietary Manager wili be
7.206.12: "Rodent balt shall be contained in a responsible to gather this information and repaort

to the QA Committee for the next three months
andata frequency which will be deterrnined by
the committee as compllance |s demonstratad.

coversd, tamper-resistant balt station.”

3, Observation on 12/3/13 at 1150 AM, and at £
PM showad CNA #5 worked as a food sarvice Completion Date: 01/26/2014 01/26/2014
employee and dishad up resident meals from the
steam table located on the south unit, During
these observations It was noted the CNA failed to
waar a hair reafraint. Iniarview with the CNA on
12/3/13 at 5 PM revealed she was unaware hair
restraints ware required. Observations of meal
service on the north unit orn 12/2/13 at 5:05 PM
and on 12/3/13 at 11:55 AM revealed CNA #6
was working behind the steam table over
uncovered food to dish food ento plates. Tha
CNA was not wearing a hair restraint,

F 385 | 483.40(a) RESIDENTS' CARE SUPERVISED BY F 385 Pblan F?fcioarecﬂcn for those residents found to
e alteciad:
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88=D | A PHYSICIAN
The facility will ensure that medical care of each

A physician must personally approve in wiiting a resldent is supervised by a physician and anather
recommendation that an individual be admitted to physician supeyvisas the medical care of residents
a facility. Each resident must remain under the when their attending physician Is unavallatle.

care of a physician.
a} Resident #39 was seen by a general surgeon for

The facllity must ensure that the medical care of multiple issues, Including the bilateral ankle

oach resident is supervised by a physician, and pressure Uleers on December 17, 2013 at which
anather physician supervises the medical care of time new orders were recelved for Physical
residents when their attending physician is Therapy to consult on the wounds and to apply
unavailable. dressings to conslst of an Allevyn Thin, Unna boat,

and coban. Dressing changes are currently being
completed twice weekly; one by a Physical

This REQUIREMENT Is not met as evidenced Therapist and ane by the Wound/nfection
by Prevention Nurse. Floor nursing staff change
Based on medical record review and staff dressings as needed or when the Wound/Infection
intervisw, the facility failed to ensure the physician Prevention Nurse is unavailable.
menltored changes in the medical condition and
provided consultation as neecded for 1 of 13 b) Resident #39 was seen by his prirary care
sample residents (#39). The findings wera: physician on December 23, 2013 at which time the
primary care physician did visualize the wounds, ss
Review of tha medical record showed resident witnessed by the Nurse Manager and
#39 was admifted to the facllity on 12/28/12 with Administrator in Training.
diagnoses including bilateral famoral fractures
and non-Alzheimers dementia, Review of the Corractive action for other resldents having a
quarterly MDS assessment dated B/13/13 potential to be affected:
showed the resident was cognitively impaired,
was dependent on staff for ADLs and had Any resident of the facility could be affected if their
pressure ulcers. The CAA dated 1/7/13 identified medical care Is not supervised by a physician ar
the resident as having pressure ulsers. Review of another physician In the event their attending
the medical record showed the resident had been physician is unavailable. The facility will;
referred to a surgeon for the management of a} Make sure the attending physiclan evaluates
his/her pressure ulcers. The following concerns ' the wound/pressure area at least every 60 clays or
ware identifiad: as heeded. The Nurse Manager, or designae will
a. Review of the medical record revealed a round with the physician to make sure this is
surgical consultation had bosh done and the compieted.
physiclan's progress note dated 5/21/13 showed b) Frogress notes will be obtained timely and will
the resident underwent a blunt dsbridermant be placed In the medical chart.
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F 383 | Continued From page 17 F 385 Measures taken to make sure this practice does
{surgical removal of dead tlssue) of pressure not happen again, —
uicars on the right and left legs. The note further —_
showed the left leg ticer was healing and The Medical Records staff will monitor the
measured 3 o (centimeters) by 4 cm, had physiclan round schedule to make sure the
superficlal depth, and was clean and heafing, The physician comes In within proper time frames
ident had 2 ulcers on the right leg: an Upper and reviews residents. As part of thls check, the
FGB,' ! ' Nurse Manager, ar clesignee will access the
which measured 2 cm by 1 ¢m, and the lower residents medical issues to make surg the
was deeper and moasured 2 cm by 1.6 om and physician addresses them,
waa haaling. The medical record further showed Our medical records staff will track physician
a surgical consultation dated 6/18/1 3 where the visits to make sure visit documentation Is
MD assessed the pressure ulcers on the right recelved on a timely basis. Notices will be sent
and loft lower lags. There was no physician out if physiclan documentation is not completed
pragrass nots in the residents medical record for umely.
the viglt on 6/19/13, until the DON cblained 2 Physicians who fail to come In to raview residents
copy of the progress note, on 12/4/13 at 4:10 PM. orwho fall to provide documentation of such a
Accarding to the physician's progress note the visit will receive a warning by our Medical
plan was for the resident to have a follow-up Directar who wiil monitor for compliance.
appointment for his/her prassure uleors In 1 CO“"SL‘Z" failure ttOtY““ rnlels[,‘lden}s iﬂmlfly and
month. An interview with the DON at the time the provide documentation Wl Fesult I the
progress note was received verified the residant ﬁfg ?;cc'ﬁ:"t;‘ attending priviieges being revoked at
had not been scheduied for a follow-up
appeintment, ard had not seen the surgaon Monitoring Performance:
regarding the pressure ulcers since 6/19/13 (168
days). Tha interview further revealed the Qur medical records staff will monitor timeliness
resident's primary care physician (PCP) was often of vislts and will report to the Nurse Manager or
slow In responding regarding coordination of care designee compliance with physician rounds and
d had to be called or faxed several times timely receipt of progress pates. The Nurse
an ’ Manager, or designee will monltor if the
before responding. physician has addressed medicalissues during
b. Review of physician progress notes showed their visits and will report timelingss and
the resldent had been evaluated by his/her PCP appropriateness of visits and documentation to
on B8/20713 and 10422113, However, thare lacked the QA Cormmittee monthly to ensure
gvidence the prassure ulcers oh the bilateral g;mpllance. Tine Med Ica!hsirleistor, as pTln of the
: racess, will review physician compliance as
lower jegs sbave the ankles wers oxamined by well, - Completion Date: 01/26/2014 01/26/2014
the physician,
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441| Plan of Correction for those residents fouind to
85=n | SPREAD, LINENS be affected:

The facility must establish and maintain an
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Infection Control Program designed to provide &
safe, sanitary and comfortable anvironmerit and
te help prevent the development and transmission
of disease and infoction.

(a) Infection Cantrol Program

“The facility must establish an Infection Contro!
Program under which it -

(1) Investigates, controls, and prevents Infecticns
In the facility,

(2) Decidas what procadures, such as isolation,
should be applied to an individual resldent; and
{3) Maintains a record of incidents and correstive
actions related to Infections.

(b} Preventing Spread of Infection

(1) When the Infaction Control Program
determines that a resident needs isolation to
pravent the spraad of infection, the facility must
Isolate the resident,

(2) The facility must prohibit employees with &
communicatls disease or infected skin lasions
fromn direst contact with residents or their food, if
direct contact wlll transmit the diseasa,

{3) The facllity must require staff fo waah their
hands after each direct rasident contact for which
hand washing is indicated oy accsplod
professional practice.

(¢) Linens

Personneal must handle, stere, process and
transport Iinens so as to prevent the spread of
' infection. .

i This REQUIREMENT is not mat as evidenced
by
Based on observation, staff and resident

Residents #42, #39 and #2 will be educated in
regards to their right to ask staff If they have
washed thelr hands, will wear gloves, and will
dispose of trash appropriately. Residants will be
educated during the January Resident Counsal
meeting on January 8, 2014, Any residents who
do nat attend meetings will be educated
Individually.

Nursing staff will be educated on appropriate
hand washing, perineal care, and infection control
practices (including disposal of waste material) at
in-service scheduled for January 14 and 15, 2014.

The Wound/Infection Preventign Nurse will
conduct audits on perineal cars, handwashing,
and proper techniques monthly and will report
her results ta the QA Committes, Siaff that do not
follow proper procedures wlll given additional
training and/or disciplinary actions.

Carrective action for othar residents having a
potential to be affected:

Carrective actian for other residents having &
potential ta be affected is the same as for those
faund to be affected. Namely:

a) Residents will he educated during the January
Resldent Counzel meeting in regards to their right
to ask staff if they have washed their hands, will
wear gloves, and will dispose of trash
appropriately.

b Nursing staff will be educated on approprlate
hand washing, perineal care, and infection controf
practices at an in-service scheduled for January 14
ang 15, 2014,
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intarview, and review of facility policy, the facility
failed to ensure standard orecautions were
followed during Incontinentiperineal cars for 2 of
2 residents (#39, #2) observed for
incontinent/perineal care. In acldition, the facllity
failed to angure singls use peri-cars wipes wers
properly disposed of during 1 random obsearvation
(#42). The findings were:

1, Observation on 12/2/13 at 5:06 PM revealed
resident #42 was ssated In a reclingr In histher
room, Thare was an odor of urine in the area.

The resident's bedside table was cluttered with an
empty package of Prevall disposable wipes.
There were numerous visbly soiled wipes
partially covering the empty package and lying
atop the tabla. The soiled wipes were spotted with
yellow and light lan stains. Interview with the
resident at the time of the obastvation revealed
staff had assisted himfher with incontinent care
and, "must have loft them laying there.”

2. Ohservatlon of incontinence care for resident
#39 on 12/3/13 at 8:30 AM with CNA #6 and CNA
#7 revealed the following:

&. The resident was Incentinent of urine and
soft, brown stool. CNA#7 reachad into a clean
package of wipos with gloves that were visibly
solled with stool,

b. CNAJET remaved her safled gloves and,
without washing her hands, proceeded to place a
¢lean brief on the resident and place a clean
incontinent pad under the resident The CNA then

 removed the fitted sheeat which was visibily sojled

with stool with her bare hands. The CNA also
placed the package of contaminated wipes on the

- resident's becislde table with her bare hands,

¢. CNA#7 cantinued to asslst CNA #4
reposition the resident, apply a clean fiited shest

c} The Wound/tnfectlon Protection Nurse will
conduct audits on perineal care, handwashing
and proper techniques monthly and will provide
additional tralning as needed to our staff. Staff
that do not follow proper procedures will be

given disciplinary actfons.

Measures taken to thake sure this practice does

rot happen again:

a) Train and monitor staff as they perform
handwashing, perineal care and Infection control
practices to make they are following proper

procedures,

b) Staff members will be re-educated asissues

arise during the audits,

¢) Staff members wiil be disclplined if they do not
foliow procadures after having been tralned,

Monitoring Performance:

The Would/Infection Prevertion Nurse will
conduct monthly audits on handwashing,
perineal care and Infection control practices to
ensure staff are trained and Follow established
practices. She wlll report her findings to the QA
Committee monthly for 6 months and thereafter
s determined by the QA Committae as

compllance is demonstrated,

Completian Date: 01/26/2014
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and pillow case, and removad solled linens and
trash from the resident's room with her bare
(unwashed) hands,

3. Obsarvation of perineal cars for resident #2 on
12/73/13 at 8:58 AM revealed CNA#7 used hand
sanitizing gel to her clean hands (no glovas were
applled). The CNA then assisted the resicent to
pull down higfher clothing and a disposable adult
brief, and transfer to the tollet. After toileting, the
CNA assisted the resident with peringal
carefwiping with her bare hands.

4. Review of facility policy entitled, “Perineal
Care” reviswed 11/15/10 Instructed undar
"procedure 8. Put on gloves”,

8. Interview with the DON on 12/4/13 at 9:20 AM
revedled she expected staff o place used
perineal wipes in the trash, She also expected
slaff to wear gloves when assisting residents with
tollating and performing perineal and/or
incontinent care,

8. According ta, "The Long Term Care Guide for
Infaction Control" copyright 2008, "Gloves serve
an important purpose in infeclion centrol...and are
worn to provide a barrler agzinst pathogens and
prevent contamination,..gloves should be wam in
all situations where you may come in contact with
biood or body fluids {providing incontinence
care)...gloves should be changed when
contaminated and betwsen soiled and clean
areas". |n addition, current standards of practice
from the Centers for Digease Control (CDC)
dated May 2011, "Standard Precautions ars the
minimum prevention practices that apply to all
patient cara...2. use of parsanal protective
aguipment [gloves)] should be worn when thers is
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conlact with blood and/or hody fluids...4. safa
handling of soiled material, items solled with
blood and/or bady fluids should be disposed of
immadiately after use in the appropriate
container..."
F 497 | 483.75{)(8) NURSE AIDE PERFQRM F 497 | Plan_of Correction for those residents found ta be
5$5=F | REVIE¥Y-12 HR/YR INSERVICE affected:

The facility must complete a performance review
of every nurse gide at least once every 12
months, and must provide regular In-service
education based on the puteeme of these
revisws, The in-servics training must be
sufficient to ensure the continuing competence of
rurse gides, but must ba no less than 12 hours
per year; address areas of weakness as
detormingd In nurse aides’ performance reviews
and may address the special neads of residents
as determined by the facility staff; and for nurse
aides providing servicas to individuals with
coghitive impairments, also address the care of
the cognitively impaired,

This REQUIREMENT s not mist as evidenced
by:

Based on staff interviews, the facility failed to
cornplate annual performance reviews to ensure
continued competancies for 20 of 20 CNAsS who
were employed for over one year. The findings
were:

Inferview with the DON and the adycation
speclalist on 12/4/13 at 9:20 AM revealed the
facility currently did not perform ennual
performance raviews to verify skiil [evels of the
CNAs employed by the facility. No additional
documentation was providad related to annual

While no specific residents were meantioned in this
deflciancy, any resident has the potential to be
affacted.

Corrective action for other rasidents having a
potentfal to be affected:

In order to ensura that a performance review of
every nurse alde 1s completed every 12 months
the facllity wili:

a) Develop a CNA competency skills chacklist by
January 10, 2014 to include any skills CNAs at the
facllity are expected ta be able to perform,

b} CMA staff will be evaluated by the Nurse
Manager, Education Specialist, or Wound/
Infection Prevention Nurse for skills competencies
starting January 13, 2014 and annually in March
thereafter, New CNAs will be evaluated upon
employment and annually in March thereafter,

¢) Documentation of annual skills competencies
will be kept by the Education Speclallst with a
copy also placed In employee’s personnel flle,

Measures taken Lo make sure thid practice does
not happern again:

Ediucation on competencles will ke provided In
two parts:

a} Slx (8) hours of education wlll be provided
through the Nurse Alde/VIP publication,
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determing competency skill levels. The current
process was to team newly hired CNAs with
ancther CNA for a couple of days. The DON
revealed background checke wers performed and
certification listings were reviewad to determine
currant certlfications. No additional

documantation was provided regarding assessing

the competency of CNAs emplayad by the facility.

2, Intarview with CNA#8 on 12/4/13 at 5:46 P
reveated sfhe had worked at the facility for about
18 months. The interview further revaaled the
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in-services or evaluatlons of CNAs. Interview with
CNA#8 on 12/4/13 at 5:45 PM revealed s/fie had - I e cistriputed monthly completed
workad at the facility for about 18 menths. The neependantly and reviewed culring nursing sta
irterview f | rmeetings the following month,
nterview further revealed, except for . b} Six (6) hours of face-to-face education/training
har)dwashlng and abuse, skills invalving assisting will be provided on ¢dd numbared menths during
residants with ADLs wera not reviewed annually. CNA meetings. The educatlon provided during
F 488 | 483.75(f) NURSE AIDE DEMONSTRATE F 498 | these meetings will be based on areas of
S5 | COMPETENCY/CARE NEEDS weakness established during CNA competency
‘ reviews, The January training willbe an abuse,
- , hand washing, perineal care, and infaction control
The facility must ensurs that_nursg gides are able practices due to defidencles in the survey and
{o demonsirate competency in skills and known areas of cancern,
techniques hecessary fo cara for residents’
nesds, as identified through residant Manitoring Performance:
agsessments, and described in the plan ¢of care,
The Educatlon Specialist will keep a sign-in sheet
for all face-to-face meetings, and will keep
documentation of completion of Nurse Alde/VIP
This REQUIREMENT Is ot met as evidenced training completion for all CNAs. She will report
by ] areas of cancern established during Initial CNA
Based on observation and staff interview, the competency reviews and compliance with training
facility failed 1o ensure CNA skills were assessed attendance and Nurse Aide/VIP publication
to detarmine competanay for 33 of 33 employad completion manthly to the QA Committee for six
CNAs. The findings were: (6) months and quarterly thereafter,
. 01/26/2014
. Date: 6/2014
1. Interview with the DON and the education Completion Date: 01/26/201
specialist on 12/4/13 at 9:20 AM revealed tho
faciiity currently did not assess CNAS to F 408 Plan of Comection for those residents foyndto,

be affected:

While no specific resident were mentioned in
this deficlancy, any resident has the potential to
be affected.

Correctlve action for other residents having a
potential to ba affected;

In order to ensure that nurse aides are able to
demonstrate competency in skills and
technlcues necessary to care for residents’
needs, as {dentifled through resident
assessments, and described in the care plan the
fFacility wili:
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CNA had never had staff verify his/her skills,
including assisting the rasident with ADLs such as
bathing, transfarring, and toileting. The CNA
Indicated newly hirad CNAs worked with CNAg
that had besn employad for "a while," for a couple
of days to learn "the rouiine.” CNA #8 also

revealed skills ware not reviewed yearly, axcept
they reviewed handwashing and abuse
perodically.

3. The following concerns were identified rolatec
{o CNA skillsfechniques:

a. Observation on 12/2/13 at 5:05 PM
revealed reslident #42 was seated in a recliner in
his/fher room. There was an odar of urine in the
area. The resident's hedside table was cluttered
with an empty package of Prevail disposable
wipes. There wera numerous visibly soiled wipes
partially covering the empty package and lying
atop the table. The aoiled wipes were spotted with
yellow and light tan stains. Interview with the
resident at the time of the observation revealed
staff had assisted him/her with Incontinence care
and "must have left them laying thare,"

b. Qbservation of ingontinence care for
rosident #39 on 12/3/13 at 8:30 AM with CNA#8
and CNA#7 revealed the following: The resident
was incontinent of urineg and soft, brown stool,
CNA#7 reached into a clean package of wipes
with gloves that wera visibly solied with stool.
CNA#7 ramavexd the sciled gloves and, without
washing her hands, proceeded to place a clean
brief on the resldent and a clean incontinent pad
under the resident. She then remaved the soilag
shesat with her bare hands, The CNA aiso placed
the package of cantaminated wipes on the
resident's bedside table with her bars hands.
CNA#7 continued to essist CNA #6 repasition the

resident, apply a clean fitted sheot and pillow

a) Develop a CNA competency skilis checklist by
Janhugry 10, 2014 to indude any skills that CNAs at
the facility are expected to be able to parform,

b) CNA staff will be evaluated by the Nurse
Manager, Education Specialist, or Wound/
Infectlon Prevention Nurse for skills competancies
starting January 13, 2014 and annually In March
thereafter. New CNAs will be evaluated upon
empioyment and annually In March thereafter,

c) Documentation of annual skills competencies
witl be kept by the Education Specialist with a
copy also placed in employee's personnel file.

Measures taken to make sure this practice does

not happen again:

Following the completion of all CNA competancy
evaluations the Nursing Leadership Team,
conslsting ef the Nurse Manager, Education
Specialist, and Wound/Infection Prevention Nurse,
will determine haw staff will be educated on araas
where competency was not achleved,

a) If skill competencies are not achleved hy a
limited number of CNAs, those CNAs will be
educated and trainad individually and
competency(s) re-evaluated,

b} When skill competency Is not achieved by a
majotity of the CNA staff education and training
will ba provided as a group during scheduled
manthly CNA staff meetings and competency re-
avaluated.

<) New hire CNAs will work on the flaor
independently until they are proficient In all skils
that CNAs in the facility are experted to he able to
perform.

Monltaring Performance:

The Education Specialist will keep a copy of each
CHA's initial and annual competency skills
checkiists and a copy will be placed In each CNA's
personnel flle. The Educatlon Specialistwili report
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case and remove soiled linens and trash from the

residents room with har bare (unwashed) hands. areas of concern established during the initial

competency evaluations to the QA Committee

c. Observation of parineal care for resident with plan on how education and training will be
#2 on 12/3/13 at 8:55 AM revealed CNA#7 used prcvi'zled. Nurse Manager, Education Sp%ciallst,
hand sanitizing gel to her cl2an hands {no gloves and Wound/Infection Preventlan Nurse will
were applied). The CNA then assisted the perform random audits of select skills manthly to
regident to pull down hisfher clothing and a ensure continued proficlency between annual
disposable adult brief, and transfer to the talist. reviews and report findings ta the QA Committee

monthly for three {3) months and quarterly

i After toileting, the CNA assisted the resident with thereafter as compliance is demonstrated.

| perineal care/wiping with her bare hands.
’ Date of Completion: 01/26/2014 01/26/2014
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