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- instructed on 12/13/13
The fellowing common abbreviations are used :eggghgﬁﬁy Oc;ies?semg
throughout this document Doors will be closed or privacy
ADL- Aotivities of Dafly Living ourtais used when residents
CAA- Care Area Asssssment ars or could be expose
CNA - Corlified Nurse Aide L
DON - Director of N_ursing 2-Resident #23 was dc’d from the
LPN - Licensed Practical Nurse facility on 11/19/13,
MDS - Minimum Data Sef . e _
PRN - Prore nata {as needed) Auny resident who is identiffed as needing
RD -  Registerad Dietitian nail cate, on adwmission or otherwise, from
RN-  Registared Nurse the podiatrist will be added to the monthly
) podiatrist Hst by the musing staff. If the
Less copmmonly used abbreviations will be facility podiatrist has already been in for
annetated in each deficlency, the month, the resident will be referrad to a
F 241 | 483.15(a) DIGNITY AND RESFEGT OF F 2417 different provider if necassary.
55=¢ | INDIVIDUALITY
] ] Nursing staff was in-serviced on this
The faciity must promote-care for residents in a procedire on 12/13/13.
manhner and in an envirchment that maindalns or
enhances sach residants dignity and respect in 3.Resident #1 was assisted with hair
full recognition of his or her individuality, vemoval on 11/7/13. Her care plan was
. xeviged to include hair removal from
This REQUIREMENT [s not et as evidenced face as patt of her Toufine grooxung,
by: . .
Based oh observation, medical record review An andit tool was implemented on
and staff and resident interviews the facility fajled 12/13/13 dfter the staff were in-serviced
ta ensure dignily was maintained for 2 of 9 on itg use. The unit manager or designee
sample residents (#1, #23) and 3 non-sample will be reviewing residents af random cn a
residents (#8, #25, #38). The findings were: weekly basis to ensure their facial hair is
being addressed and they are recelving nail -
1. Medival record review showed resident #8 was care per his/ber care plan. The audit tool
admitted 1o the facility on 10/17/13 with diagnoses will be used for two months, or until the
{ inclrding dementa. Review of the adimission , QA comunittee feels it appropriate to
MDS assessment dated 10/24/ 13 showed the discontinue its use, to ensuce residents are
resident was severaly cognifively impaired and . receiving proper nail care and grooming.
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reguired extensive assistance with ALLs. The
following coneems were [dsntified:

@, Observailon on 11/4/13 from 4.66 PM fo
5:17 PM revealad the res{dent's door was open.
and the rasideont was visible 1aying in bed wearing
an adult brief. The resident was uncovered from
the waist down, Af 5:05 PM CNA#1 walked by
rasident's room and laoked into the room; the
resklent was not covered and the door was left
open, Dutlng this obseyvation, numerous staff
ware observed assisting rasidents to the dining
room Tor the evening meal, Family members wers
also observed walking in the hallway, At 517 PM
CNA #1 tlosed the resident's doer.

b, Interview with the DON on 11/7/18 at 10:05
AM revealed he expected staff to maintain the
resident's privacy by closing doors or covering
exposed residents,

2, Medical record review showed rasident #23
was readmitted to the facility on 10/22/13 with
diagneses inoluding muiple selercsis. Raview of
the 10/29/13 admission MDS assessment
showed the resident was cognifively impaited and
tatally dependent on staff for ADLs. The fellowing
cohcems were identified:

a. Observation on 11/4/13 st 5:42 PM revealad
the resident was seated in a reclinihg chair in the
main dining room, The resident was being fed by
etaff, and was observed to have éhick, whita facial
hair approximately 1/4 to 1/2 inch long. Additiorsa]
observations were made on 11/5/13 at 12:50 PM
and 11/7/13 at 9:30 AM and the thiglk, white facial
hair remained, Intepview with the resident on
116118 at 1:50 PM revesled the resldent was
conasious of the facial hair and it "bothered"
him/her, The rasident also indicaled the staff had
not offered to ramove the facial hair,

. Obsetvation on 11/6/13 at 12:80 PM

| stick blood glucose checks are not to be

oD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION {*8)
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F 241 | Continued From page 1 F 241| 4-Inservice was held with nursipg staff

on 12/13/13. Btaff was told that nsulin

is not to be adpinisterad in the dining
TODHL,

S-Inservice was held with nursing staff
on 12/13/13. Btaff was told that finger

performed in the dining room.

Unit manager or designee will be observing -
turses while in the dining room to egsure

1o insulin is admivistered and that no !
ghucose checks are being done in the dining |
area. These observations will be conducted
weekly for a period of six weeks and as
needed thereafter. :

Social service ataff will provide additiona}
m-sgrvice traiming on dignity on an aunual
bagis. Topics covered will inclade:
personal cares, personal appearance, and
privacy. f

Any concerns regarding dignity and/or
respect for individnality will be reported
to the QA commitiee.
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revealed the resident was seafad in the main
dining reom with hisfher feet uncevered. The
resident's foenaile were lohg, jagged, thick, and
partially covered with chipped red polish.
Intarview with the resident on 11/6/13 at 1;30 PM
verifiad facility staff had polished histher toenails
“about 6 weeks" previously.

¢. Interview with the DON on 11/7/13 af 10:05
AM revealed staff were responsible for fimming
residents' toenails excapt when the nalls were
thick, then the resident was referred 1o the
poddiatrist, The DON verified the podiatrist had
béen in the facility that day, however, the resident
had not keen referred to have his/her foenails
trimmed,

3. Medical record review showed resident #1 was
admitted to the facility on 4/12/04 with-diagnoses |
including non-Alzheimer's démentia, Review of
the: quarterly MDS assesement dated 8/8/3
showed the resident was soverely cognitively
impaired and required total assistance from staff
for ADLs. Review of the care plan Updatad
/11711 identified the resident as having u
self-care defisit, communication deficit, and vision
impairment. Interventions includad staff assisting
the resident with ADLs as needed and
anhlicipating needs. The following congerns were
identifed:

a. Observation on 11/5/13 at ;50 AM revealad
the resident had thiclk, while facial hair above the
lip and on the chin thet was approximately 12
(heh fong. Subsequent observations uh 11/6f13 at
1:10 PM and 11/7/18 at 3:00 AM revealaq the
resident continued fo have thick, white faclal hair
above the lip and on the ohin. Interview with CNA
#2 on T1/6/3 at 8:28 AM verified the resident
depended on siaif for ADLs including bathing and
grooming, The interview further revealed CNA#2

STATEMENT OF DEFICIENDIES 1) PROVIDERISUPPLIERIGLIA (%2} MULTIPLE CONSTRUGTION T :
AND PLAN OF CORREGTION IDENTIFICATION NUNMBER: A liuru)ms W’é’émi fggg; Y
c
535038 B. WING 11/07/2013
NAME OF PROVIDER OR SUPPHIER STREET ADDRESS, GITY, 8TATE, ZIP 80ODE \ %\\\3(
4785 YELLOW GREEK ROAD \
ROCKY MOUNTAN CARE « EVANSTO
NT, TON EVANSTON, WY 82030 3%
) SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION
PREFIY (FACH DEFICIENGY MUST BE PRECEDED 8Y FULL PRERX (EACH CORREQTIVE ACTION SHOULD BE cowwl.@nw
TAG REGULATORY OR LEC IDENTIEYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 241 | Continved From paga 2 F 24

FORM GME-2867(02-08) Previous Versions Obsolala

Event IR ZLCU41

Faullity 10: wWyozs

if eonflruation ahaet Page 3 of 42




Dec. 30. 2013 2:59PM No. 1536 P 5
DEPARTMENT OF HEALTH AND HUMAN SERVICES R OB ALE/201
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391

STATEMENT OF DEFIGIENCIES 1) FROVIDER/SUPPLERIGLIA MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION | ¥ IDENTIFIGATION NUMBER: fgum“a : ¢ (xs)gggﬂif%%w
o
536038 B, WING ~ 110772013
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, OITY, STATE, 2 CODE \\-5\\\,\(
475 YELLOW CREEK RCAD
ROCKY NIOUNTAIN GARE « EVANSTON EVANSTON, WY 82930 C/@
(4 o SUMMARY STATEMENT CF DEFICIENCIES ¥ PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTE ACTION SHOULD B COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 241 | Continuied From paga 3 F 241
had notized the resident had thick faclal hair but
siaff did not routinely remave facial hair, nterview
with the DON on 11/7/13 at 10:06 AM revealed
the rernaval of excess facial halr was not
provided as part of routine grooming for
dependent female residents,
4. Qbservation on 11/6/13 at 5:45 PM revealed
RN #2 prepared insulin for Injection in the main
dining room. RN #2 pullad up resident #36's shirt
and administered preparad insulin in the .
resident's abdomen while the resident was seated
at the dining table with other residants. Interview
with RN #2 at 5:50 PM varified Insullt was not
supposed to be adminfstered In the dining room.
5. Obsgervation on 11/6/13 at 5:55 PM revealed
RN #2 petformed & finger stick Mood glucose op
regideht #25in the main dining room. The
resident was seated ot the dining {able with other
residants.
sidanis F278
8. Interview with RN #1 on 11/7113 at 1:15 PM ) ] -
verified insulin administration and finger sticks 1-Resident #28’s care plan for incontinence
ware ot supposed to be performed in the dining was revised on 12/3/13 to include
Foom. incontinence cares being provided to 12/31/13
F 278 | 483.20(g) - ()} ASSESSMENT F 278| himthey as he/she i3 niot a candidate for a
§8=n | ACCURACY/COORDINATION/GERTIFIED toileting program.
The assesatnent must accurately reflect the 2-Resident #1°s care plan was reviewed on
ragidenf’s status. 12/3/13 and found 1o be an accurate
. ) reflection of histher needs, Incontinence
Aregisterad hurse must conduct or coordinate care will continue to be provided to
each assessment with the appropriate him/her as the resident is not able to
participation of health professiohals. communjcate toileting needs most times,
:;:g;zﬁgﬁ %u‘ﬁiq?lifég ign and certify that the 3-Resident #23 was discharged from the
) facility on 11/19/13.
FORM CMS-256T{02-98) Previcus Vorsiohs Obsolste Evart (D: 246U Facility 1! WY Q028 If continuation sheet Page 4 of 42
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Ezch individual who completes a portion uf the
assessmaent must sign and cerlify the accuraoy of
that porfion of the assessment '

Under Madlcare and Medicaid, an individual who
willfuily and knowingly cettifies a material and
falze statement in a resident assessment I3
subject to & civil money penalty of not more than
$1,000 for each assessment; or an individual who
wiltfully and knowingly causes another individual
to certify & material and faise statementina
resident assessment is subject to & civil money
penalty of not more than $6,000 for each
assessment, '

Clinlcal disagreamant does not constitute a
material and false stafernant.

This REQUIREMENT is not met as evidenced
by:
Based on obgervation, medical record review
and staff interview, the facility failed to ensure
acctirate MDS assessmenis for 4 of § sample
residents (@1, #£11, #2383, #28) with regard to
tolleting programs. The findings were:

1. Review of the medical record revealed resident
#28 was admitted to the facility on 9/26/12 with
diagnoses that included peripheral enthesopathy
(a disease of bone gitachments). Raview of the
10/8/13 annual MDS assessment revealed the
resident required the fotal agsistance of two or
mere parsong for ADLs such as bed mobility,
transfers, dressing, toilet use, personal hygiene
an bathing, Additianally, the seme MDS
assessment showed the resident was on a
foileting program for both urinary and bowael

{ was revised on 12/3/13. The care plan is

4-Resident #11°s eare plan for incontence '

now accurate to the residents mcontinence
needs and does not inchide a toileting plan
for hirn/her, 8

Training will be conducted by the ,
MDS consultant on or before 12/13/13 with,,
the MDS nurse and DON regarding the |
definition of a “toileting program.” MD§
nurse will begin using appropriate

definition Immediate]y,

Ten percent of all completed MDS
assessments will be audited for accuracy by
the MDS consuliant once per month for
next three months and as neaded thereafter,
Any concerns will be addressed
immediately and reported to the QA
couunittes on a monthly basis,
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Incoritinence. The following concerms were
Identifled:

1. Ohservation an 11/6/13 at 9:47 AM
revealed sfhe was fransferred from wheelchair to
hed with the agsistance of & Hoyer lit. The
resident was not transferred to the tollet for
voiding. The resident was lowered onto the bed,
and provided inconfinancs care, [nterview with
CNAR4 and CNAHS at that time reveailed the
resident was not roptinely transferred to the toilet,
bt was Instead provided incontingnce care in
bad.

b. Review of the resident's care plan for
incontinence, with a start date of 10/11/13,
revealed the following approaches: answer call
light in a timely manrer, check and change every
2-3 hours and PRN, provide dispesable briefs for
the resident to use, moniter incontinence, provide
peri care with each change and keep skin glean
and dry. No approaches Involving prompted
voiding, scheduled tolleting or bladder fraining
were found,

2, Medical record review showed resident #1 wag
admitted to the facility on 4/2/04 with diagnozes
that included non-Alzheimer's dementia. Review
of the quarterly MDS assessiment daled 6/8/13
showed the resident was seversly cognifively
impaired, required total agsistance from staff to
perform ADLs and wag always inachtinent of
bowel and bladder. The MBS further indicated the
| resident was on a teileting program.,

Review of the care plan updated 8813
jdentified the resident was incontinent of both
bhowe] and bladder and intervenions jncluded
staff, "check and change every 2-3 haurs and as
needed.” The goal waz far the resident fo be kept
dry with ne odor by next review, Qbservation on
T1/6/13 at 4:40 PM revealed the resident was

FORM Ch$-2667(02-06) Pravious Versions Qhrolabe Evant [Di2LCW1 Faclity 3 wyDn2e it eontinuetion sheet Page 6 ot d2




Dec,

30. 2013 3:00PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FQR MERICARE & MEDICAID SERVICES

No. 1536 P. §

PRINTED: 11/22/2013

FORM AFPROVED

OMB NO. 0938-0391

STATEMENT QF DEFICIENCIES 1} PROVIDERISUPPLIERIGLIA MULTIPLE QONSTRUCTION E i
AND PLAN OF CORRECTION ® IDENTIFICATION NUMBER: i&émmm@ 0 gé;\rnpfg%vgr
]
BA503E B, WING THOTI20M3
NAME OF PROVIDER OR SUPPLIER ‘ i} GTREET ADDRESS, GITY, STATE, ZIP CODE \\%’V“'\
475 YELLOW GREEK ROAD
RO "
GKY MOUNTAIN GARE - EVANSTON EVANSTON, WY 52930 o/

"1 signifieant change MDS assessment, dated

incontinent. [nterview with CNAES ont 11/6/13 at
2:30 PM revealed the (esident was Incontinent
and net able to communicata tolleting needs most
times.

8. Medical record review showed resident #23
was admitied to the facility on 8/13/13 with
diagnoses that included multiple sclerosis and
neurogenic iadder, Revisw of the readmissicn
MDS assessrnent dated 1 0/28M13 showed the
resident was always Inconfinent of bawel and
bladder, and dependent on staff to perform ADLs,
The MDS also showed the resident was on a
Yoileting program.

Review of the CAA dated 1071113 identifisd
the resident as being Incontinent of bowel and
bladder. Review of the ¢sre plan, Updated
10711713, identified the reeldent was Incanfinent
of bowel and bladder. Interventions includad
check and change every 2 hours and 28 neetlad.
The goal was for the resident to participale in the
current toilefing plan of check and change
betwzen now aind the next review. Periodic
obsarvations on 114413 ang 11/6/13 reveuled the
resident ad confracturas in both hands, speech
wis [Imited fo oceasional short responses, and
the resident was incontihent.

4. Medical record raview showed resident #11
showed the resident was admitted to the facility
on 7M1/13 with diagnases that included
non-Alzhaimer's dementls. Review of the

1002413, revegled the ragident was always
incontinent of bladder and frequently incontinent
of bowe!, The MDS assessment further showed
tha resident was on icileting programs for hoih
bladder and bowel.

Review of the rasident's care plan for bowsl
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and bladder incontinence showed i was started
on 10/29/13. The gosl showed the residant would
be able to follow hisfher "oileting plan betwesn
now and the next review.” The approaches then
showed the resident was fo be "e¢hecked and
changed” by the staff every 2 hours and as
needed. Na approaches Inveiving prompted
voiding, scheduled feileting or bladder training
were found.

o, Interview with the MDS data entry nurse (LPN
#1), on 1713 at 12:37 PM verified residants #1,
#11, #23 and #28 were not continent of bowel and
bladdar and were not regularly taken io the
bathroom for tolleting, Further interview revealed
she considered checking residents for incontinent
eplsodes every 2 to 3 hours, previding perineal
care and a dry adult brief o be a faileting
program, and that these inferventions were niot
Infended to maintaln or imprava rasident
conlinance.

6. According to CMS's RAI Version 3.0 Manual,
dated May 2013 (page MH-4), "oleting (ar trial
folieting) programs refer to a specific approach
that is organized, planned, documertad,
monltored, and evalyated that is consistent with
the nursing home's polleles and procadures and
cuitent stendards of practice. A toileting program
does noi refer fo simply tracking confinence
status, changing pads o wet gariments, and
randomn assistance with toileting o hygiene.”

F 279 | 483,20{d), 482.20(k)}{1} DEVELOP F 279
55=n | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the rasident’s
compretensive plan of care,
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The facility must develop & comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
radical, nursing, and mentaj and psychosacial
needs that are identified in the comprehensive
asseasment,

The care plan must describe the services that are
1o be fumished to aftain or maintain the resident's
highest practicable physleal, mental, and
psychosocial well-being as requirsd under
$483.25; and any seivices that would otherwise
be required under §483.26 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
undar §483.10(b)(4).

This REQUIREMENT s nat met as evidahced
by:

Based on chservation, medica) record reviow
and resident, family and staff interview, the facility
failed to ensure care plans were developed to
include mwvasurable ebjectives and individualized
approzaches for 3 of 8 sample residents (#41, #23,
#24) and one non-sample resident (#25). The
findirigs were:

1. Review of the 11/1/13 significant change MDS
assessment, sectlon V showed rasident #41
triggered for areas including Urinaty Incontinence,
communication, ADLs, and weight loss. The
decision to care plan these areas had been
made, and review of the care plan showed these
areds were addreesed. Howevar, the problems
and goals were not well defined, and the
approaches were not tallored to ihe individual,
The following areas were noted to bs kackihg:

12131713

1-The care plans for resident #1]1 coveting
the following areas: AL fonctioning,
weight loss, impaired communication, and
bowel and bladder incontinence, were
revised to include well defined goals and
individualized approaches.

2-Resident #25 was de’d from the facility
on, 12/15/13. ‘

3-Resident #23 wag discharpged from the
- facility on 11/1%/13,

4-Resident #24°s record was reviewed and
care plan written to include Infeetion and
sk of infection related to the knee
infection and the PICC line,

Training will be conducted by the

MDS consultant for the MDS nurse and
DON on 12/12/13. Emphagis will ba .
placed on individualized care plan writing,

The facility will implement a program
where naw physician orders will be ‘
reviewed by unit manager or desiguee and
care plans revised as tiecessary.

Ten percent of all completed care plans
will be audited for mdividualized
approaches by the MDS consultant oneg

"per month for next three months. Any
concerns will be addressed immediately
and reported {0 the QA. sommittee,
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a. Review of the care plan for ADL funetioning
showed the resident "requires assistance with
ADLs" and the goal was for the resident "to ba
able to assist with ADLs between now and the
next review," The care plan fuiled to describe
what ADLs required staff assistance and to what
degree staff provided asslstancs, The
approaches showed staff were to explain to the
resident what was being done, fo-approach ina
calm mannet, allow the resident time to assist as
akbnle, and to encourage the resident to assief 8e
able.

k. Review of the carg plan for weight loss
shawed it was inffiated on 10/29/13, and the goal
was for the resident to maintain an adequate
weight between theh and the next review, The
aare plan failed f define what an adequate
walght wag for the resident. Tn addition, the care
plan approaches falled to be individualized and
did not Include the resident's need for g modifiad
diet or adaptive equipmant. Obgsrvation on
11/6/13 at 1230 PM showad the resident required
total assislance with eating and had a
mechanically altered meal, In addition, the CNA
provided drinking straws with each of the
resident's beverages.

¢. Review of the care plan for impalred
aommunication showed it was started on
10/20M13. The problem was defined as
"sommunication impairad related to dementla and
visial difficulty.” The gasl showed the resident
woulk! be ablg to make hisfher needs known
between now and the next review, Chservation
on 11/86113 af 2 PM showed the resident did not
comimuliicate verpally with two CNAs who
assisted with cares, Interview with CNAs #3 and
#2 at that time revealed the resident "doesn't
usually talk.” The care plan failed to includa that
tha resident was mastly nen-verbal. In additior,

F 279
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ths approaches were not individualized.

d, Review of the care plan for bowe! and
bladder inconfinence showed it was starfed on
10/29/13. The goal shewed the Tes’dent would be
able to folow his/her "toileting plan between now
and the next review.” The approaches then
showed the resident was to be “"checked and
changed" by the staff every 2 hours and as
needed. The approaches failed fo define a
toileting plan i which the resident could
| participate,

2. Review of the 9/18/13 admission MDS
assessment showed resident #25 triggered for
welght loss related to cerebrovascular accident,
choking, and gastroesophageal reflux disease,
Review of the sppech lenguags therapist plan of
care dated B/23/13 showed the recident was
taught to utilize compensatory strategies that
included chin fuck and double swallow. Howeaver,
review of the nursing care plan showed the plan
falled to includs these approaches. The goal on
the care plan showed the resident would maintain
an adequate welght, hawever, no weight was
included. Further, the approaches on the nursing
care plan failed to show Individualized
interventions Including the modified diet fexture
ordered by the physivian,

3. Medical record review showed resident #23
was admitted to the facility on 813/13 with
diagnoses including multiple solerosis, joint
cohtractures, neuragenic hladder, and muscle
atrophy (degeneration), Review of the admission
MD% assesstient dated 9/4/13 showed the
resident was cognitively impaired und was totally
dependent on staff for ADLs ineluding eating.
Additional reviaw of the MDS showed the resident
had Imited range of molion In hisfher bilateral
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upper extremities. Review of the CAA dated
8129713 identfied the resident as being at risk for
" ) dehydration and indicated a care plan should
have baen developed. Review of tha cars plans
dated 8/2943 and updated 10/11/13 ravealed
there weas ne care plan for dshydration.

a. Observation on 11/6/13 from 12:50 PM
through 4:45 PM (almost 4 hours) showed no
stalf offered of provided the resldent with any
fllids.

b. Interview on 11/6/13 at 9:40 AV with the
resident's family member revealed sihe was
concearned staff were net providing the resident
with fluids between meals, This was z cancem
because, "both of [resident's nams] hands are
contracted and [s/he] cannot drink indepandenly
and has been treated for & urinary tract infection,

¢, Puring an Interview with the resident on
11/6/13 at 1:50 PM the resident stated, "l can't
iove my handg, can't pick up cup.” The residant
algo indicated staff did not offer fluids between
meals,

4. Rewvlew of the medical record for resicent #24
showed the resident was admitted to the fagility
on 10/22113 with diagrioses including post
operative knee infegtion, intravenoug (IV)
antibiotks therapy and peripherally Inserted central
catheter (PICC) line. Review of the admissicn
MDS assessment dated 114743 showex the
resident was cognitively intact, Review of the care
plan dated 10/31/13 identified the residant was at
risk for dehydrafion related to wound infeation
and IV therapy. There ware no inferventions listed
related to the resldent's PICC line. In addition,
there were no care plans developed idantifving
the resident as treated with Vancomyein (an IV
antibiotic) that required a blood test for proper
dosing. There was no care pian idendfying tha
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residant as having an aghual Infection or the 122113
potentlal for an infection related to the knee 1-Wound care nurse/wound care team will
infection and the PICC lina. assess and complete comprehensive
. : documentztion of wound characteristics on
Interview with the MDS data enfry nurse (LPN #1) . -
on 177113 gt 1:35 PM veriled care plans needed | : : ]:W;ieslgir bajm as well as on admission and
to be individualized to reflect the specific needs ArEe-
and approaches being used for the residents. . .
F 309 | 483,25 PROVIDE CARE/SERVICES FOR F 0| o g Saff was aonducted
86=G | HIGHEST WELL BEING | > D  orevY e
appropriate documentation of skin fssues. ”
Each resident must receive and fhe facilty musé CNA. yltaﬁ were in-serviced on _12/3 1/13 g
provide the necessary care and savlces fo attain regardmg,. the reporting of s_km issues. Staff . *5
or maintain the highest practicable physical, was also ms_tmoted on the timeliness of )\ 6\(\{.\\
mental, and psychososial well-belng, in | documentatiog. g \ %WW
aotardance with the comprehensive asssssment . ) ] :'e\' 2 '
and plan of care. L 2-Resident #23 was discharged from the ' } o
facility on 11/19/13. Ww )&m\\%
(
) _W3-Resident #16’s wound was w\w\\@ M,
ggls REGQUIREMENT is not met as evidenoed comprehensively assessed on 11/22/13. .)) \N\“fc 'P‘
: This assessment included
Pased on chservatlon, mediosl record and facility -| size/measurernent and description. The
pollcy and procedure review, and staff interview, wound is being monitored and cared for per
the facility failed to gﬂihe‘g accurate, objeutl'we and physician orders. Wound documentation is
consistent data on weunds, inoluding regular . T .
wound measurements and descriptions, for 2.of 2 3;;1 rmhx:;iakly Fd il continue vieekly
sample residents (#23, #38) and 1 non-sample ’
resident (£16) with weunds, The failure to . .
comprehensively and objectively assess and mﬁggfi for nuising staff was condncted
monitor resident wounds negatively impacted the on 12/2/13 and 12/13/13 to review the
facility's abilty to provide imely inteverions appropriate docnmentat{on of skin issues.
resulting in an emengent surgical procedure for Stafl were nstructed fo include ;
| resident #88 on the same day s/he was comprehgmsvwe fiocumentanon of wound
discharged from the nursing home. The findings chavacteristics (including, but not Hmited
Wers: to: looation, measurements, color, odor,
drainage, etc.) when completing wound
1, Review of haspital medical records revealed i docntonentation.
|
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resident #38 underwant gurgery for a total right
knee arthroplasty on /17713, Accotding o the
hospltal discharge suinmary (discharge date
9/28/18), post-operative complications included a
large hematoma In the operative leg, which
required the resident t undergo surgery for
evacuation and debridement, Further raview of
the same hospital discharge stmmary revealed
the resident improved, and *the heratoma did
not recur," Hospital discharge diagneses were; 1.
Status post right tolal knee arthroplasty. 2. Right
fifth metatarsal healing uicer, 3, Chronic bilateral
lower leg edema. 4, Status post evacuation, rght
lower leg hematoma. The following concerns with
wound assessment at the nursing facility were
identified;

a, Review of the nursing horme medical
record revealed the resident was adrmitted to the
nursing facility on 9/26/13 far rehabilitation
following surgery, and was digcharged on
10/16/13. Askin check from the date of
admission showed the resident was admitted with
"Brulges, Open Lasions/Pressure Ulsers, Surgical
Wounds" and furiher noted s/he had an "ulcer ok
heal that is dressed that is below the ankle and
above the pad of the foot." Ne other description
of this ulcer, stch a8 measuremenis or woung
stage was included. Also noted on the same skin
check was "resident has only one surgical wound
that | knaw of for new until fomormow when wa
can remove leg wraps.! No other objective
dasoription of the resident's wounds, such as
Incation or measyremsnts, on admission to the
favility was recarded,

b. Review of daily Medicars nursing notes
from 9/27/13 to 10/16/13 reverled the resident
was assessed as having "skin problems” on each
day, and the skin color was within normal Timits,

On na days were any objective data (such as

| characteristios.
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nursing staff and will inchude
comprehensive dogumentation of wound

An audit tool will be used by DON or
designee to monitor wound documentation. .
Weekly chart andits will be conducted fot a
period of three months o ensure staff are
documenting approptiately on wound/skin
cate.

Any coneerns regarding wound/skin care
will be addressed at & weekly skin meeting
and will be bronght before the QA
committee on 4 monthly basis.
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measttements) that wotlld have aliowed 4
determination of the progress of the wouhds
regorded,

c. Review of skin shacks dated 8/30/13,
10f7H13, and 1014113 revealed the resident hed
"Brulses, Qpen lesions/Pressure Uleers, Surgical
Wounds" but failed to document any objective
assessment of the wounds, such as
measuraments, which would hava indicated
whether the wound was, or was nof, improving
with traatments.

d, Notation of a gommunication with the
physician, dated 10/10/13 and imed at 11 AM,
but entered into the compuiterized record system
on 10/21/13 {5 days after the resident was
discharged) revesaled the resident "saw Dr,
[physician name] in his offioe and he wants
[hinvker] fo do whirlpool trastments to [hisfher]
hematoma at the hospital. | called Dr. [physician
name] and asked if it was ok to do whirlpoc]
treatment here as [s/he] is hete oh a Medicarg
stay. He agreed and stated his offioe would fax
me an order." This dootimentation was not noted
as z late entry.

. Notation of a communication with the
physician, datad 10/11/15 and timed at 1 PM, but
entered into the computerized record system on
10/21/13 (B days after the resident was
digcharged) revealed "[the resident] was reported
to refuse whirlpeol therapy by the PT [physical
therapy] staff. | called Dr, [physioian name] and
made him aware. He stated thal [the resident]
nead (sic) to be informed that if [s/ha] did not do
the therapy [sfhe] would end up in surgery for
[histher] hematama. § went in and talked to [the
resident] and [sthe] said [s/he] was aware of the
risks and fold me about a doctor telling [hisfher]
father that [sfhe] could get MERSA (sic) from
using one of those 'things.' | stated that the
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Whirlpool was cleaned and that no ofher
residents would be using it. | furthet stated that
infection control processes are mugch hetfer than
in the past, [The resident] said [s/he] would uge
the whirlpocl on Monday.” This documentation
was hot noted as & kats eniyy,

f. Nofation of a communjcation with the
physician dated 10/14/13 and tirmed at 11 AM, but
entared into the computerized record system on
10/21/13 (5 days after the resident was
discharged) revealed "[the resident] continues fo
tefuse the whirlpoal for skin care. [ talked to [the
resident] and [s/he] stated [s/he] wanted to see
Dr, [physician name] first. | called Dr, {physiciah
mame]'s offfoe and made an appointment for [the
resident] on Friday as that was the soonsest they
could sea her., | notified them of the lasues and
they stated Dr. [physician name] and [ancther
physician] had been talking and were on the
same page. [The resident] was advised fo do the
wound care therapy already orderedt. | nofified
[the residant] that both doctors were awars of
[hisfter] need for wound care to [his/her]
hematorna and that it was recommended [s/he]
do the therapy in the whirlpeol,” This
daclimentation was not noted as a late entry,

g. Review of the nursing home discharge
summary dated 101613 revealed the residan{
regtired dregsing changes "Right calf -
Hernatoma - every ofher dey - claan - ol
ernulsion then ABD pads - eover with Ace wrap,”
No summary of the resident's course of reatment
for hisfher wounds was inellided, No descrlption
of the wound, such as measurgimghts, was
included. No mention was made of any heel or
foot ulcars. The discharge stmmary further
revealed the resident wag discharged to an
aesistad fiving facility,

h. Review of the hogpital history and physical
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dated 10/16/13 revealed the resident was sent
from the assleted living facility to the smergency

 room on that same day {10/16/13) for evaluation

of the wound on hisher right leg, From the
prmergency 1oom), the resident was taken to the
operating room, where s/he underwent inclsion
and drainage of "right lower extremity necrotic
eschar." Review of the hospital operative report
dated 10/18/13, timed at 9:14 PM, revaalad
findings of "a 14 X [byl 17 o necrofic eschar oby
[hisfhver] right lower extremity in the medial calf.
This had skin that wais completaly nonviabje and
was petified. Underlying this, there was
coagulated old hematorma. The necrotic skin was
remaoved entirely, The hematorna was evacuated.
After debriding the wound suiface, | pufse
itigated the wound with 3 L [liters] of pulse
irrigafion. "

i. Na svidence wae provided that
demonsiraied regular, comprehensive
gssessmant of this resident’s wound, with
ongoing cemmunications of the wound status fo
the physician for cansideration of treatment
options. Interview with RN #1 on 11/7/13 at 217
PM revealed, "We [the facility] don't usuzlly
measlre hematomas."

2. Medial record review showed resident #28
showed the resident was admitied to the facility
on 8/13/13 with diagnoses including multiple
sclerosis. Review of the edmission azsessment
MDS dated 94118 identified the resident lad a
skin lesion that required the application of
dressings, ointments, and/or medicationis, Review

| of the care plan dated 8/28/13 showed the

resident was idenkified ag being at risk for
developing pressure ulcars, Interventions

included tum and reposition frequerdly, include in |

skin mesting weekly and notify MD of skin issues.

F 309
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The following concerns were identified:

a. Reviaw of the admission skin assessment
dated 8/13/13 revealed the resitdant had a
surgicsl site on the left lower leg where & basal
cell carcinoma was removed, There was no
description or measurement of the wound and
there was no indieation whether the wound was
located on the front or fhe back of the leg. Review
of skin checks dated 9/3/13, 81013, QMTN3,
9/24/13, and 10/1/13 also falled o identify the
gxaot |ocation, desoiiption or measurements of
the lefi lower leg waound and listed the wound as a
skin fear. The skin check dated 8/20/13 did hot
address any wounds on the left lower exiremily.

b. Additional review of the medical record
showad the resident was hospltalized an 10/4/13
and readmitted to the facility on 10//13. Review
of the skin assessment and wound
documentation dated 10/6/13 showed {he
regident had & skin tesr on the left lower leg thal
had 5 dressing. Thers was no documentation of
the exact location, measurement orappearance
of the wound. Review of additional skin checks
revealed thera was na documentstion of the
axact locafion, measuremsnt or appearanoe of
the wound on the lef [ower extiemity,

. Further review of the medical record
showed the résident was hospitalized for surgical
repair of a left fractured femur on 1016713 and
readimitied to the facility oh 10/22/13. Review of a
nursing note dated 10/20/13 showed the resident
had an open wound on the posterior [sfl lower
calf that was, "large, open, molst with yellow
slough,~ [approximately] & em." Review of 2
late-eniry nursing note dated 19/4/13 showed the
wound was present on re-admizssion, A
non-prassure uloer, the wound wes red/plnk with
yellow slough inside wound bed and had scant

drainage with no odor, Measurzmenis were 6.0

F 308
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¢ by 5.0 em and the wound was 0.5 ¢ deep.

d. Observation of the pogterior left lower leg
wound on 11/7/13 at 2 PM with RN #1 revesled
the RN assessed the wound messurements as
7.5 cm by 3.5 cm and the depth was not
measured. The upper portion of the wound,
approximately 25%, was bright rad, The middle
approximately 25% was covered with yellow
zlough and the lower portion, approximately 50%
of the wound, was covered with aschar
{blackibrown ieathery dead tissus), Interview with
RN #1 #t the time of the observation reveated the
resident, "had the wound whe [sfhe] was
admiftad to the facility.” There was ne additional
‘documentstion of the exact location, appearance,
or measurament of the wound on the postericr
left lower leg provided.

3. Medical record review showed resident #16
was admitted to the facllity on 10/26/13. Review
of the admission MDS asseséinent daied 1M/1/13
revealed diagnoses that included cellultils and
unspecified local infection of skin and
subcutaneous tssus, Skin check dacumentation
dated 10/25/13, limed 1:33 PM, indlcated the
regident had & "Hematoma to left ihner calf - 14
e X [oyl 8 om. Also has purple discoloration o
inner buttocks - skin repair or. [cream] applisd.”
Additionally, *...\Will also apply skin repair cr,
[cream] TID [three ey daily] to left inner calf
opep fo alr and &rea ciraled with a red pen." A
physician's telephone order dated 10/25/43
reveslad instructions to "Monitor hematoma left
inner oalf G fevery day] for increase in size."
The following concarns with wound assessment
were identifiad:

a. Review of nursing notes from 10/26113
through 10/29/13 failed to show any evidence the
lesion on the rasldent’s |eft calf was balng
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monitored for aize.

b. Skin check documentation dated 10/31/13,
tirmed 10:27 PM reiteratad the size of the
hematorna as "1 ¢m X 8 cm.” No further
measurements of the lesion were found In the
record.

c. Review of the weund fcunding report dated
114413 rayealed only that the regident had a
hematoma to the left [ower axtremity, the
freatment was recordad as "opsites - stratasorb?"
and the wounhd progress was regorded as
worsening, No indication of how the lesion was
worsening was recorded. No ahjective data, such
as measuremehts of the lesion, wers recorded,

d. Wound progress notes dated 11/6/13,
timed 7:23 AM, revealed documentation of a
“rafsed hematoma with celluliis” to the left lower
leg. The lesion was described as "Larges
hernatoma, blackfred, draitiing bloady fluid, peri
wound is red, warm. painil with tleansing. no
odor. Cleansed, dried, maxsoth (gic) extra ag and
kerlix applied." No measurement of the lesion
was recorded.

e. Cbservation of a change of the resident's
dressing on 11/7/13 revealed & large, raised
lesion on the resident's lower left medial leg. In
the cenfer of the raised lesion was an area of
eschar, The dressing that had been applied to the
iesion was stuck ke this area of eechar, The anfire
lesion had been ouflined in red ink. The ralsed
area of the lesion confinued to the line of red ink,
but did not extend heyond it. RN #1 stated ai the
time of the ohaervation, "We [the fzcility] den't
ususally measure hematomas,” At the request of
the surveyor the lesion wag measured.
Measurements taken by RN #1 at the time of the
observation revealed (he overall size of tha lesion
was § 1/2 cm by 7 om, The area of eschar in the
center of the lesion was also measured at that
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time, and measured 5 ¢in by 3 om.

4, Review of the facllity's pulicy and prosedures
on the subject of "Pressure Ulcer Pravention/Skin
Assessment/ Documentaticn/ Staging/Treaiment’
revzals the purpose of the policy is ta identify alt
skin abnarmalities that are present ot admission
and throughout the resident's length of siay" and
"Gather accurate, objective and consistent data
for the: purpose of implementing an individualized
Plan of Care designed to meat the residant's skin
care neads.”

5. Interview with RN#1 on 11/7/13 af 1:15 PM
ravealed that facilily nurging Interventions were
derived from "Mursing Interventions and Clinical
Skills” by Periy, Poiter-and Elkin. Accerding to
Perry, Potter and Elkin, "Nursing Interventiens &
Clinical Skilis" &th ed, St. Louks, MO: Moshy,
2012, page 585 "Wound agsessment iz essential
in wound management, The assessment of the
following factors: location, dimensions,
undermining, drainage, tissue type, exudate,
wound edges, and pain, plays an Important role in
cotrect diagnosis and proper treaiment of wounds
and hard-to-heat pressure uleers. A uniform
approach to wound assessment that uses
measurements can identify the appropriate
treatment plan and appropiiately evalvate
progress fo healing.”

F 312 483.25(a)3) ADL CARE PROVIRED FOR Faiz
g5~ DEPENDENT RESIDENTS

A resident wha is unable to oarry out astivities of
daily living receives the necessary services fo
maintain good nubiftion, grooming, and persohal
and orgl hygiene.
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This REQUIREMENT ig not met as evidenced
by
!g:ased on observation, medical record review
and staff interview the fagility Tailed {o ensure
grooming hesds were met for 1 of € sample
residents (#23) and 2 nen-sample raskients (#19,
#25) who were dependent on staff for ADLs. The
findings were:

1, Medical racord review revealed resident #23
was readmitied to the facility on 10/22713 with
diagnoses including multiple sclerosis, Review of
the 10/29/13 admission MDB assessment
showed the resident was cognitively impaired,
had rnlted range of motion I bilatersl upper and
jower extremitics, and was fotally dependant.on
staff for ADLs. The following conwers were
identified;

a. Observation on 11/6/13 at 12:50 PM
revealed the resident was seated Inthe main
dining room with hisfher feet uncovered, The
resident had visible contractures of kisther hands
and feet. The resident's toenaiis were long,
|agged, thick, and parflally covered with chippad
red polish. Interview with ihe resident on 11/8/13
at 1:50 PM verified facility staff had polished
hisfher foenails "about 8 weeks" praviously.

b, Inferview with the DON on 11/7/13 at 10:05
AM revesled staff were responsible for imming
resident's toenails except when the nails were
thick, then the resident was referred o the
podiatrist. The DON vetified the podiatrist had
heen in the facility that day, however, the resident
kel ot been rafarred fo have hisfher teenails
timmed.

2, Medicsl regord showed resident #1989 was
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1-Regident #23 was de’d from the 12/31/13
facility om 11/19/13.

CNA staff was in-serviced on 12/51/13 on
what they can/cannot do for residents
toenail care. Nurging staff will not be
cutiing resident’s toenails. They will be
responsible to keep their nails clean.
Residents needing tnenail care/nails cut
will be added to monthly podiatrist visjt
list,

- 2-Resident #19 was assisted with nail care '
on 11/7/13.

3-Resident #25 was discharged from the
facility om 12/15/13. Staff was educated on
12/31/13 regarding the resident’s right to
refuse freatent and that the charge nurse
wil] be notified when a resident is refusing
froatment.

In-service was held with mrsing staff

on 12/13/13 regarding nall care. Supplics

will be purchased to make nail care easier

andl more efficient for staff and residents.

An audit tool was implemented on
12/13/13 after the staff were in-serviced
on its use. Aundits will be condueted by
undt manager or designee, The audit too}
will be nsed at least once per week for a
period of three months to ensure residents
are recsiving proper nail care,

Any concems will be brought to the QA
committee,
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admitted ta tha facility on 6/22/04 with diagnoses
including non-Alzheimer's dementia. Review ¢f -
the quarterly MDS assessment dated §/28/13
showed the resldent was seversly cognitivaly
impalrad and was dependent on staff for ADLg
including bathing and grooming. Review of the
care plan updated 8/28/13 identified the resident
as having a self-care deficit and impaired visual -
function. Interventions included providing
assistance with ADLs as needed and staff
anticipating the resident's needs. Review of the
medicsl record further showed the resident
received a "dependant bath/shower" on 11/6/13.
The following concerns wera ideniified:

a. Observation on 11/6/13 ak 1:22 PM revealed
the resident had long, polished fingemails, When
the resident's hands were furned over the nail
beds were encrusted with thick, brown matter.
Obsarvation on 11/6113 at 540 PM revaaled the
resident eating finger foods in the dining room.
Suksequent observation with the DON on 11/7/13
at 10:05 AM verified the resicant's nail beds
continued to have encrusted brown matter under
the nail heds,

3. Medical record review revealad resident #25
was admitted to the facility ot 8/20/13 with
diagnoses Ineluding cerebrovascular accident,
Review of the admission MDS assessment dated
971813 showed ths resident was cognifively
impaired and required total assistance from staff
with hygiene and bathing needs, Review of the
cape plan dated /2/13 identified the resldent as
having impaired ADL functioning. Interventicns
inchyded assisting with ADLs. Review of bathing
notes dated 10/4718 theough 11/4/13 showed the
resident had refused showers 3 timas, No
follow-up decumentation was provided related fo
the resident refusing showers. The following
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D PREVENT/HEAL PRESSURE SORES

l‘i( Based on the comprshensive assessmentof &
\\i[@ resldent, the farility must ensurs that & resident

who enters the facliity without prasetre sores
dosa not develop préssura sores unless the
Indvidual's clivical condition demonstrates that
they were unaveidakle; and & resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from develeping.

This REQUIREMENT iz not met as evidenced
by:
Based on observation, medical record review

" will be anditad for individualized
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concems were identified: 314
a. Ohservation after the noon meal on 11/8/13
at 1:10 PM revealed tha resident sealad Ina Resident #23 was discharged from the
wheelchait near the nursing station, The facility on 11/19/13. '
resident’s fingernails were long and jagged. The
nail beds ware encrustad with thick brown maiter. Training will be conducted by the
Subsequent obsetvaﬁons on 1/8/13 durin:g tha MDS consultant for the MDS murse and
roveslod the regldent coniined 1o e b DON on o before 12/24/13. Bmphis
| Iagged fingernafls encrusted with thick, brown E}ﬁ;plmed on individualized care plan
t matter, - "
b, Interview with CNA#2 on 11/6/13 al 9:28 AM . . p
revealed CNAS wers respanslbla for cleaning PON or designee will be responsible for
resident's fingernalls during showers, but nurses ensuring that care plans are current and
were responsible for timming the tesident's, reflect any changes in resident care. 131/13
fingernails, Interview furthar revealed CNAS were Nursing staff will review new phys‘mlan
supposed to Inform nurses when a rasident orders and add additional interventions to
refused care. : care plans s needed,
¢. interview with the DON on 1177113 at 10:05
AM revealed ha expectad staff to pravide nall Wound care nurse/wound care team
care during bathing, ‘ implement preventative measures as
F 314 | 483.25(c) TREATMENT/SVCS TO F &14{ needed for residents who are identified as

being at risk for skin breakdown. These |
preventative measures will be discussed in
weekly skin mesting and will be
documented in the resident's medical
record.

CNA staf were in-serviced on 12/31/13
rogarding the reporting of skin issues to
nursing staff.

Ten percent of all completed care plans

approaghes by the MDS consultant once
per mooth for next three months. Any
conoerns will be reported to the QA
committee.
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and staff and family interview the facility failed to
Sngure measires were in place to pravarit the
development of pressure ulcers for 1 of 9 sample
residents (#23) Identified as being at risk for
developing pressure ulcers. The findings were;

Medical record review revealad resident #23
readmittad to the facility on 10722/13 with
diagnoses including mulfiple sclerosis and post
surgical ferur fracture repair. Review of the
readmission MDE assessment dated 10/28M8
showed the residant had limited range of motlon
In bilateral upper and lower extrainities and was
dependent on staff for ADLs, The MDS further
showed the resident did pot hrave any pressure
ulcers. Raview of the resident's closed medical
record showed a nursing note dafed 10/2/13
documenting the resident went cut to the hospital
for an x-ray and refurned wearing a knee
immobilizer. Review of the CAAdated 1071313
showed the resident was at risk for devaloping
pressure Ulcers related o decreased mobility and
fractured femur, The CAA also showed the
resident required fraquent repositioring and was
unable to do that independently. Review of the
care plen dated 10111713 identified the resident ag
baing at rigk for preseure ulcers. Inferventions
were not individualized and did not reflact the
resident's cument wourids or fite immobilizer
brace on the resident's left leg. The Interventions
included using hee! protectors and nobfying MD .
of skin issues. Review of nursing skin
assessments dated 10/28/15 and 11/4/13 showed
the resident had a surgica) incision on the left
knee and an "open lesionfpreseure ulcer on the
posterior left ower leg. Review of the resldent's
hospital discharge summary dated 10/22/13
revealed the resident had a left knee
postsurgical incigion and a venous stasis ulcer
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on e baok of the teft lower lag. The following
canoermns wate identified:

&, Qbsetvation on 11/6/13 af 1:30 PM revealed
the resident had an immobilizer brace In place on
the leftleg, The visible skin on the upper postarior
thigh at the edge of the brace was bright red with
a partially visible scab. RN #1 pulled the brace
down and the skin underneath the edge of the
brace was hright red with a loose quarter-sized
scab. There was no barier between the brace
and the resident's skin, and no dressing or
oreams were applied. Interview with RN #1 at the
fime of the observation revealed the resident was
readmitied to the facilify with current wounds,
Obsarvation on 19/7/13 at 2 PM revealed RN 41
remaved the resident's brace and the rasident's
skin oh the upper pasterior thigh where the skin
was in confact with the edge of the brace was
bright red with & quarter sized scab. The wound
wag not measurad but the area of redness was
approximately hand-width. The resident was also
observed to have reddened skin and a
dime-gized open area bahind the left knee,
Inferview with CNA#T at the fime of the
observation revealed the resldent's, "brace
rubbed the skin" and the upper pesterior thigh
had been that way for about a week. CNA#7
further revealed the cpen area and redness
behind the knee was new.

b. Interview with the resident's family membear
oh 14/8/13 at 9:40 AM ravealed the family
member was congemed abaut the, "hew skin
- breakdown from the brace rubbing tha leg." The
family member indlcated s/he had discussed this
with facility staff, however, nothing had been
changed,

F 318 | 483.25(e)}(2) INCREASE/PREVENT DECREASE E318
gseh | IN RANGE OF MOTION
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Based on the comprehensive asessement of a
rasldent, the facility must ensure thet a resident
with 3 lirnited range of motion receives
appropriate treatment and services to Increase
range of motion andfor to prevent further
decreasa in range of motion.

This REQUIREMENT is not met as evidenced
by: ,

Based on chservation, medical racord review,
and interview with staff and family, the favility
failed to ensure range of motion axercise was
provided to malintain the highest level of
fimetioning fer 1 of 7 sample residents (#23)
identifled as having range of meflon limitations,
The findings wers:

Review of the closed medical record for resident
#23 showed the resident was originally adritted
to the facility or 8113/1 3 with diagnoses including
multiple sclerosis. Review of the admission MDS
assessment daied 94713 showed the resident
was fotally dependent on staff for ADLs and had
timited range of motion in bilaters! upper and
lower extremities. Review of the vare plan dated
8/20/13 identified the resident as having impaired
ADL fungtioning refated to multiple sclerosis and
contractures (immovesble, fixed joints).
interventions were not individualized and included
*assist the resident with ADLs.” Review of 2
nursing assessment hote dated 81713 showex
the resident was supposed to have active and -
passive rangs of motion exercises to all
extremities daily, The fellowing congemns were

Resident #23 was dc'd from the facility 12/31/13

| om 21/19/13,

Restorative Therapy Aide (RTA) staff was
in-serviced regarding the importance of
RTA treatments by the DON on 11/8/13.
They were instructed to get traatments done
on a Jaily basis. '

' Audit of RTA treatment completion will be
conducted once per week for six weels by
DON or desiznes. Monthly RTA review
meetings will be held to ensvre the plans
are being followed.

Results of audits or concerns identified due
| to lack of treatments will be reported to the
QA commuites,

identified:
a. Periodic obsetvations from 114113 through
FORM CMS.2687(02-08) Previous Verslens Ghanlete Event ID: LU
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117113 revealed no rehge of motion exercises
were performad with the resident, Observation on
11/4113 at 5:42 PM revealed the resident had
visible contractures of both hands and feet. The
resident also had hand splints in place,

. Review of the restorative dooumentation
from 8/47/13 through 11/4/ 3 showed there were
41 entries of "no therapy today” documented. The
restorative aive was not avaiiable for an intarview,

¢. Interview with the resldent's family member
an 11/6f13 at 9:4¢ AM reveated s/he was
concerned the resident was not recelving range
of mation exerciees to maintain current lave) of
functlening. The family member revealed sha
was usually in the facility several times a day and
had hever witnessed staff parforming rangs of
motion exercises with the resident.

d. Interview with the DON on 147/13 at 1 PM
revealed restorative altles were respansible for
performing rahge of mofion exercises with
residents and were supposed to documernt a
reason if the exercises were not performed. He
indicated no further documentation was availzble
as to why the range of motion exercises were not
performed with the resident.

F 327 ] 483.25(]) SUFFICIENT FLUID TC MAINTAIN
g5=5 | HYDRATION

| The facllity must provide each resident with
sufficient fuid intake to mainiain proper hydration
and heslih,

This REQUIREMENT s not met as evidenced
by
Based on obsetvation, medical recard review,

and staff and family inferview, the facility failed to
ensure adequate interventions were Implemented

F 318,

|

1-Resident #23 was de’d, from the
facility on 1171972013,

2-Regident #1°s nuirition risk review was
redone by the RD to reflect the tesident’s 12/31/13
hydmation needs,

Staf¥ were in-serviced on the need for
proper hydration of residents on 12/13/13.
A program will be implemented where staff
will offer fluids to residents any time they
are providing cares ox having any
interaction with 2 resident.

F 327 Staff will begin charting in resident’s
medical record, fluid imtakes hetween
meals.

Audits will be conducted by DON or
desigriee to ensure staff are offering finids
when in a resident’s room and to ensure
stuff are charting fluid intakes, These
andits will be conducted on a weekly basis
for six weseks.

Any concerns with rydration will be
Teparterd to the QA committee,
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related to hydration for 2 of 3 sample residenta
(#1, #23) identified as being at risk for
dehydration The findings were:

1. Medical record revigw revealed resident #23
was admitted to the fagility 8/13/13 with
diagnoses Including multiple scleresis, joint
contractures, neurngetie bladder, and muscle
atrophy {degensralion), Review of the admisgion
MDS assassment dated 9/4/13 showed the
resident was cognitively impaired and totally
dependent on staff for ADLs including safing,
Additional raview of the MDS showed the resident
had contractures to both hands. Review of the
CAAdated 8/29/13 identified the resident as
being at risk for dehydration and indicated a care
plan should be developed, Review of the care
plang dated 829/13 and updated 10/11/13
revealed there was no ¢are plan for dehydration.
Review of the medical records showed the
resident was admitted to the hospifal for
treatment of "urosepsis" 10/4/13 through 10/653.
Review of the nutritlon risk assessinent dated
10/8113 showed the RD identified {he resident's
hydration needs which ranged from 1530 fo 1680
cubie centimeters dally, and the resident's needs
were hot always met. Recommendations made
by the RD Included; "8 oz [ouness] extra fluld
zach meal and befwgen meals.” The fallowing
concerns were identifled: 4

&, Ohservation on 11/8/13 from 12:50 PM
through 4:45 PM (almost 4 hours) showed no
staff offered or provided the tesident with any
fluids. At 1:25 PM a volinteer came Into the
resident's rootn ahd filled the resident's water
pitcher with ice but did not offar the resident any
fiuids. At 2;13 PM CNA#8 went into the resident's
room to check the resident for inconfinence,
howsver, ho flulds were offerad, At4:45 PM CNA

FORM OMS-2667{02-99) Provious Verslona Chsolate

Event ID:ZLGUH1

Faclify iD: Wvon2s

If cantlnuation shest Page 20 of 42




Dec:30. 2013 3:10PM No. 1536 P 3

FRINTED: 11/22/2013

DEFARTMENT OF HEALTH AND HUMAN SERVIGES FORM ARPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-08%
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A 8UILDING COMPLETED
<
535038 B, WING 110712013
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, 2IP CODE \\2)\\‘)‘
475 YELLOW GREEK ROAD
RGCKY MOUNTAIN CARE « EVANSTON EVANSTON, WY 82930 Qﬂ‘/
(%4} ID SUMMARY STATEMENT OF DEFICIENCIES ] PRIVIDER'S PLAN QOF CORRESTION o)
FREFIX (EACH REFICIENGY MUST BE FREOEDED BY FULL PREFIX (EAGH CORRECTME AGTION SHOULD BE - GOMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG GROSS-REFERENGED T THE APPROFRIATE CATE
DEFIGIENGY)
F 327 | Gontinted From paga 29 F 327

#6 gyain entered the resident's room fo check for
incantinence and no fluids were offered,

b, Interview on 11/6/13 at 2:40 AM with the
resident's family membar revealed s/ha wae
concarned staff were not providing the resldent.
with Tluids between meals. This was a conaern
because, "poth of [resldeht’s name] hands are
contracted and [s/he] cannot diirk Independently
and has besn treated for a urinary tract infection,”

c. During an inferview with the resident on
11/6/18 at 1:50 PM the resident stated, ¥l can't
rove my hands, can't pick up cup. The resident
also indicated staff did not offer fivids bebween
meals.

d. Review of the total fluid intake 1071413
through 11/7/13 showed fer the 2¢ entries
documented the resident's average daily intake
was 430 cubic centimaters of fluid per day. No
additional decumentation was provided related fo
fluid intake.

2, Medical record revisw showed resident #1 was
admitted to the facility on 4/12/04 with diagnoses
intluding nen-Alzheimer's dementia, Review of
the quarterly MDS assessment dated 6/8/13
showerl the resident was severely cognitively
impaired and required tofal assistance from staff
for ADLs including eating. Review of the CAA
dated 5/13/13 identified the resident &5 being at
tisk for dehydration related to. dementia and
decreased perception of thirst. The cara plan
updated 8/8/13 indicated the resident was at risk
Tor dehydration and interventions included
oifering fluids several times during the day and
meoniioring for signs of dehydrafion. Review of the
nutritional risk review dated 3/3/13 showed it did
nat identify the tesident's hydration needs. No
additipnal hydration assessments or
recommendations wers providad. Current

FORM LMS-2567(02-60) Pravious Verslons Obsalete Event 1D: ZLOUH Facllfy 10: Wyan2s If continuation sheet Page 30 of 42




Dec. 30. 2013 3:11PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

No. 1536 P. 32

PRINTED: 11/22/2013

FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-D301
STATEMENT OF DEFICIENGIES {(x1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUGTION (X9) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER! A BULDING * GOMPLETED
G
£35028 B. YWING 10772013

NAME QF PROVIDER OF SUFPLIER
ROGKY MOUNTAIN CARE - EVANSTON

SYREET ADDRESS, CITY, STATE, ZIP GODE
475 YELLOW CREEK ROAD
EVANSTON, WY 52930

\\5(\;23

G} 1D
PREFIX
TAG

SUMMARY STATIEMENT OF DERICIENCIES
{EACH DEFICIENGY NJST BE PREGEDED BY FULL
REGULATORY QR ESC IDENTIFYING INFCRMATICN)

in PROVIDER'S PLAN OF CORRECTION

45
PREFIK (EACH CORRECTIVE ACTION SHOULD BE COMI(’U:%I'ION
DATH

TAG CROS3-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

F 327
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Continued From page 30

recommended guidelines for determining
baseline daily fluid need is fo multiply the

cubic centimaters. Review of the medical record
showed the resident's weight was 139 pounds or
63 kg on 1172113, therefora the resident’s daily
fuid heed was approximalely 1895 cubic
cantiineters. The following concems were
identified:

a, Observation on 11/8/13 from 12:50 PM o
4:40 PM (almuost 4 hours) revealed no staff
offered or provided the resldent with any fluids. At
1:45 PM a voluntesr was observed {lling the
resident's water pitcher with ice, howaver the
resident was not offered any fluids, At 2:30 PM a
CNAwag observad checking the resident for
incontinence, no fluids were offered, At 4:40 PM
CNA #5 was obgerved providing the resident with
incontinent care, no flulds were offered to the
resident.

b. Reviaw of the dally fiuid fntake
docunentation from 10/45/13 threugh 11/6H13
showed the resident’s daily average fluid infeke
was 523 cubic centimeters, and on 10/21/13
there was no daily fluid intake dooumanted,

2. Review of the facility poiicy and procedurs on
prevention of dehydration dated Novemnber 2000
showed the following: "1. Nurses ahd GNAS will
he vigllant in assessing the residents for signs
and symptoms of dehydration...9, Staff will offer
fluids (water is recommendad) when going into
the resident's room as appropriate... 10. Activity
therepy staff and dietary will offer baverages with
activilies and meals ag appropriate.”

4, Interview with the DON on 11/7M3 at #:563 AM
verliied fiuid intakes at meals ware recorded
dally. However, between meal fluids were not

F 327
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recorded unless there was a physician's order for {-Tnservice by RD for all dietary staff
intake a.nd outpul measures, condueted on 12/13/13, $aff instructed on
F 371 463.35(1) FOOD PROCURE, F 371 ihe handling of ready-to-eat items, clean va.
will be instructed to wear gloves when
The facility must - handli . -
andling ready-to-eaf items. Staff will be
(1) Procurs food from sources approved or aducateﬁ on ﬂ?:esa topics on an annual basis
sonsidered satisfactory by Federal, State or iocal d o hire
authoiities; and ; Al on-aire.
(2) Store, prepare, disttibute and serve foo L.
under sanitary condiions Audits will be conduoted by the RD or
designee on a monthly basis for three
months o ensure compliance.
Any concems will be addressed
immediately and reported to the QA
This REQUIREMENT is not metas evidenced | committes,
.by:
Based on observation and staff Interview, the 2-Registered Dietician to in-gervioe all
facility failed to ensure appropriate hand hygiene dletary staff, including dietary manager, o
technigues were used and that food was served fond temps and food safety on 12/13/13.
at the required emperatures during 1 of 1 meal Food temps will be recorded for every
service obsention, [n addition, varlous meal.
equipment was found to be maintained in an
unsanitary manner. The findings were: Audits will be conducted by the RID or
. i is for thr
1. Observation on 11/6118 at 4:30 PM showed the designen on.a weckly basis fr fpos
distary manager, dietary side #1, and cook #1 mon dine foud tomps P
wera preparing for the evening meal, During the recording 100d temps.
food handing process fhe follewing hand hygiens
goncems ware identified:
a. At 5:10 PM it was noted cook #1 was
cutting ready-to-eat clcurnher sticks with her
bare hands. At 5:30 PM cook #1 started placing
food onto resident plates. The menu included hot
dogs on buns, and the cook was observed to
handle the hot dog bune with her bare hands.
b. At 5:12 PM dletary aide #1 came info the
FORM DMS-2667{02-08) Previous Verslans Obsolie Evani [R: ZLOU1 Facility In: WY0025 If contivuation sheat Page 32 of 42
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F 371 Continued From page 32 F 371| 3- The oven was cleaned on 11/26/13. The

kitchen from the dining room pushing & cart
containing glasses of water. Ta enter the kitchen
the mide usad his gloved hands o open the door.
Without any hand hygiene the distary aide then
procesded {o plok the water glasses up by the
drinking rims ta add thickening powder. The aide
then delivered these thickened beverages back to
regidents In the dining rocm,

c. At 514 PM the dietary manager used her
gloved hands to cpen and enter into ths walk-ln
refrigerator. The manager then proceaded with
the same gloves to prepare resident meals of
coltage cheess and paaches,

d. At § PM the dietary menager opened & can
of sauerkraut and placed it in a pan on the
stovetop. The dietary manager was hot wearing
gloves, and her fingernails wers long and painted,

According to Food Cede 2013, U.S, Public Health
Service, 3-301.11: " .(B) Except when washing
fruits and vegetables &s speoified under §
3-302.15 or as specified n (D) of this secticn,
{o0d employees may not contact exposad,
ready-to-eat food with their bare hahds and shall
yse suitzble utensils such as dell tissus, spafulas, |
tongs, single-use gloves, or dispensing
gouipment. (C) Food employees shall minitize
bare hand and arm confact with exposed food
that 1s not in a ready-to-eat form.”

Acoording fo Food Code 2013, U.S. Public Health
Service, 2-301,14 When to Wash: FOQL
EMPLOYEES shall clean thelr hands and
exposed portions of their arms... "(E) After
handling soiled EQUIPMENT or UTENSILS...(H)
Before donning gloves for working with FOOD;
and (1) After engaging in other sctiviies that
contaminate the hands.

oven was added to a weekly cleaning
schedule. The slicer power switch was
cleaned om 11/7/13. The wall under the
exhaust hood was cleaned on 11/7/15. The
dish room wall was cleaned on 11/14/13.
The adhesive was cleaned off the beverage
pitchers on 11/18/13. Staff was insttucted
to retove labels prior to putting pitehers in
dish machine. A deep cleaning was done
in the kitchen on 11/14/13.

A daily and nightly cleaning schedule was
implemented for the kitchen. All cleaning
checklists will be furned in to the dietary
manager, RD will momnitor for cleantiness
and will bring any concems to the dietary
manager for immediate correction. RD
will conduct quarterly kitchen inspection to
ensure compliance with cleaning program.
A quarterly deep clsaning will be
conducted in the kitchen. The distary
manager will complete her certified dietary
manager {(CDM) course by 6/30/2014.

Proof of course enrollment will ba sent to
the Department of Healthcare Licensing
amd Swrvey, as will 2 morthly prosress
report detailing oowrse progress.

Any concerns will be repotted to the QA
committee.
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Confinued From page 33

According to Food Code 2013, U8, Publis Health
Seivicae; 2-302.11: "{(A) Food employses shall
keep thelr fingemails trimmed, filed, and
maintzined s0 the edges and surfaces are
cleanable and not rough. (B} Unless weering
intaot gloves in good repair, & food employae may
not wear fingetnail polish or artificial fingernatls
when working with exposad food.”

2. Cbsepvation on 11/6H 3 af 5:30 PM showed the
cook began to serve resident meals. At that ime
the surveyor asked if tamperatures of the food
items had been taken. The diatary manager
looked #t the temperature log and there were
nong recorded, At fhat time the surveyor
requested temperatures be taken of the pureed
hot dog mixiure, the pureed pofato sakd, and the
regular t2sture pofata salad, The following
termperatures were measured:

a. The first reading of the pursed hot dog
mixture waa taken by the dietary mansger using
an infrared-style thermometar (measuras the
surface temperature) the reading showed 111
degrees Fahrenhait {F). Al that fime the surveyor
retuested an infemal temperature reading. The
dietary manager used: a different thermometer
and the internal reading showed 120 degrees F.

h. The ¢old pureed potato salad showed an
infarnal temperature reading of 80 degrees F,

. The regular potato salad showed an
internal temparature of 50 degrees F.

According ta Fod Gode 2013, U,8. Pubklic Health

Service: 3-601.16 "(A} Except during praparation, |

cooking, or cooling, or when time is used as the
public health confrol as specified under
§3-501.18, and except as specified under 7 (B)
and in T {2 ) of this section, potentially hezardous

food (fimeftemperature control for safely foad)

F 371
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shall be mainfainsd:

(1) At 57°C (135°F) or above, exgept that roasts
cooked to a temperafure and for a time specified
in {f 3-401,11(B) or reheated as speciiied in i
3-408.11(E) may be held af a temperature of
E4°C (1300F) or above; or

(2} At 5°C (41°F) or less.”

3. Observation on 11/4/13 at 5 PM and on $/6/13
at 4;:30 PM showed the following equipment was
identified as requiring addiional cleaning:

. The right-side ovett had black burned-on
food that was crumbling and flaking on the floor
of the oven. '

b. The electric slicer had a build-up of food
and grime on and around the power switch.

¢. The wall under the exhaust heod unit,
behind the evenfrange unit had a black dusty
[ooking substanss along the edge which was 8
feet in longth,

d. The wall behind the sprayer in the dish
room had a build-up of a black subsiance 10
inches In length by three inches in height.

&, Eight plastic beverags pliches were stored
on a clean dish rack, Bach of the pitchers had
left-over paper and adhesive attzched to the
outsides.

According to Food Code 2013, U.3, Public Health
Servigar 4801, 11 "{A) Equipment food-Contact
surfaces and utensils shall be clean to sight and
touch...{C} Nonfood-contact surfacas of
equipment shall be kept free of an acoumulation
of dust, dirt, food residug, and other debris,”

4. Interview with the dietary Imanager on 11/7/13
at 10:20 AM revealed a hand waghing inservice
education had been provided in May 2013,
Review of the 5/31/13 Inservice sign-in shest
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BPREAD, LINENS

The facility must establish and maintain an
Infection Control Progran desitined to provide a
safe, sanltary and cornfortable environment and
to help pravent the development and transmission
of dispase and infection.

(a) Infection Control Program

The faciiity must establish an Infeclion Control
Program under which it -

(1) Investigates, controls, and prevents Infections
in the facility;

{2) Decldes what procedures, such as isolation,
should ba applied to-an individus! resident; and
{3) Maintaing & recor of Incidenis and correttive
actions related to infections.

(b} Praventing Spread of Infaction

{1) When the Infection Control Program
determines that & resident needs jsolation to
prevent the spread of infection, the facility must
isplate the resident. _

(2) The facility must prohibit employess with a
communicable disegse orinfected skin leslons
from direct contact with residents or their focd, if

| procedure for providing injections,

SYATENENY OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA 2) MULTIPLE GONSTRUCTION D
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showed the dietary manager and cock #1 were 1-A policy end procedure for IV care was
not listed among the attendees. The distaty implemented on 11/20/13. The policy
manager further revealed there was na planned includes instruotion regarding PICC line
or documented cleaning gehedule for kitchen dressing changes. The policy was
equipment. During a previous interview with the reviewed by the facility medical divector
dietary manager on 11/4/13 at 5 PM, she and DON. All nursing staff was in-
revesled she was enrolled in a certfied dietary serviced on the proper procedure for PICC
managers course through the University of North fine dressing changes on, 12/2/13
Dakota. The manager shated she had complated = )
about 50% of the course, and found it difflcultto - This procedure will be added to musing
devote fme io the assignments and study, stafP’s anmnal skills day and will be added
F 441 ] 483.65 INFEGTION GONTROL, PREVENT F 441 y v and Wit be adce

10 the skills check for new hires.

2-Nursing staff was {n-serviced on hand
bygiene during resident cares on 12/13/13,

Random andijts will ba conducted by DON
or designee at least once per week for six
weeks or until hand hypiene compliance is
achieved to ensure proper hand hygiene
during resident care.

3-Nursing staff was m-servieed on proper

including that the injections are not to be
given in the dining rooin, on 12/13/13.
Staff was also instrueted on the proper
dispesal or sharps into a sharps disposal
container.
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direct contact will transmit the disease, ) desianee for six weeks to ensure proper
{3) The Taility must require staff to wash their procedure for injections and for disposal of
hands after each direct resident contact for which sharps.
hand washing is indicatad by accepted
professional practice. Any concerns will be corrected
] imroediataly and will be addressed by the
(¢) Lingns gjacommiftee‘

Personnel must handie, store, procass and
transport linens so as to prevent the gpread of
infection.

This REQUIREMENT is not met as evidenced
by:
Based onobservation, staif Intetview and current’
recommendations for standards of practice the
facility failed to ensure infection conirel guidelines
weare followed for 1 of 1 sample residents {#24) -
observed for a dressing change of a peripherally
mearted central catheter (FICC). In addition,
infestion conirol Issues were identified for 1 of
sample residents (#11)observed for perineal

care, and 1 non-sample res/dent (#386)
administered insulin, The findings ware:

1. Review of the medical record for resident #24
showed the resident was admitted to the facility
on 10/22/13 with diagnoses ihcliding post
operative knee infection, intravenous {IV)
antibiotic thefapy and PICC ling. Review of the
admission MDS assessment showed the resident
was cognifively Intact Review of the care plan
dated 10/31/13 did not identify the resident as
heving ap actual infestion or the potential for an
infection. The care plan identified the rasident
was at risk for dehydration related o wolnd
infection and IV therapy. There were no
infsrventions listed related to the resident's PIGC
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line, Ravisw of the nursing notes and freatment
administration record showed no documentation
the PICG line dressing had beeh changed, the
exit site assessad, or the expesed PICC line
catheter had baen measured, The following
concerns were idenfifiad:

a. Chservation on 11/5/13 at 9:00 AM revesled
the resident had a dual-luimen PICC fine In the
right upper arm. The dressing had a handwritten
date of 10/29/13. The PICC line exit site was
eovered with 2 inch by 2 inch gauze and was not
visibla, Intarview with the resident at the time of
the obsetvation revealed the dressing had been
changad on 10/28/13 and was due to j» changed
that day. Observation of the PICC fine dressing
change performed by RN #1 at 10:15 AM
revealed the old gauze that was remnoved from
the exit site was damp and had a small amount of
dark red drainage. The Stat-Lock (a disposabla
device that is taped fo the skin and sectres the
RICE line) remained intact and was nat changed.
The injections caps were net changed. Intervisw
with RN #1 at the thme of the observation verified
the PIGC line dreseing shoutd have been
changed within 48 hours bcause the exit site
was coverad with gauze, RN #1 also revealed
g/l oid not want io remove the Stat-Lock for fear
of dislodging the PICG ling, RN revealed the
caps would ba changed that afternoon.

b. tarview with RN #1 on 11/7/13 &t 1:18 PM
revezlzd she is responsible for infectlon control in
the faoility, The interview further revealed a naw
palicy and procedure for performing PICC line
dregsing changes had besn submiited to the
fadility's corporate office, hawever, the policy had
1ot yet hean approved.

¢. Review of the Centets for Disease Control
(GDG) Guiidlelines for the Prevenfion of
Intravascular Catheter-Related Infections, 2011
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(http:ueww.cde.govihicpac/pdfiguidelines/bsi-guid
elines-2011.pdf) retrieved 11/7/13, revealed the
following recommendation for PICGG Iine dressing
changes: "Replace dressings used on short-term |
CVC slfes avery 2 days for gauze dressings.”

d, Interview with RN #1 on 11/7/13 at 1:15 PM
revealed that facility nursing inferventions were
derived from "Nursing Interventions and Clinicat
Skilis” by Perry, Potler and Elkin. According ta
Perry, Pofter and Elkin, "Nursing Interventions &
Clinigal Skills™ 5th ad. 8¢ Louis, MO: Mosby,
2012, page 871, "Gauze dressings are changed
evary 48 hours and immediately If integrity s
campromised. When gauze I Used in
conjunction with & transparent dressing, it is
considered a gayze dressing and changed every
48 hours."

. According ta the StatLock manufacturer,
G.R. Bard, Ing,, "The StatLock stabilizer device
should be replaced every 7 days."

(hitp:/iwww. bardaceess.com/statiock-pehpice-plu
s.php?section=Fresoriptive%20Information -
rettiaved 11/22/13)

2. Observation on 11/6/13 at 2 PM showed CNAS
#3 and #2 used a mechanical IF to tranafer
rasident #11 from the wheslchair te bed, The two
(iNAs then assisted the resident who had beaen
incontinent of bladder and a scant amount of
bowel in changing the incontinence briefand
provided perineal vare. Both CNAs wore
disposable gloves while they provided the care.
Once the resldent was clean and & new
incontinence bief was put on, CNA#2 removed
the soiled gloves and withoul any hand hygiens
placed an oxygen nasal cannuia into the
resident's nose.

Review of the undated facility "Hand Hyglens
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Practice Guidelines” showed "2, Tha use of
gloves does not eliminate the need for hand
hygiene. Hand hygiene should be patfarmed
before and after taking off gloves.”

3. Observalion on 11/6/13 at 5:45 PM revealed
RN #2 administered insulin in resldent #36's
abdomen while the resident was seated in the
main dining reem with other residents. After the
insulin was administered RN #2 placed the used
neadle (contaminated with hedy fluid and other
patentially infectious material) on a high-fouch
environmental surface whete dining was
ocolring. The sharps container was located on
the medication cart at the opposite side of the
dining room, Interview with RN #2 at 5:50 PM
verified insulin was not supposed to be
administered in the dining room.

a. Interview with RN #1 on 11/7/13 2t 1,15 PM
verified insulin administration and finger sticks
were not suppoesed fo be performed In the dining
oM,

b. Aecorditg to the occupational safety and
heslth administration (OSHA) current guidelines
code of federal regulations; sharps must be
disposed of in sharps dispossl container
Immediately or 85 s0on a6 feasible after use
[1810.1030 ({4 (NAN)()] and gharps
cantainers must be readily accessible and located
as close as Teasible to the area where the sharps
will be used [1910.1080(d)}(4) A1)}

F 485 | 483.70{h) F 465
§5=D | SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facility must provide a safe, functional,
sanitary, and comforfable environment for
residents, staff and the public,
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This REQUIREMENT is notimet a8 evidencad
by:

Based on abservation and siaff interview, the .
fzcility failed fo ensure a safe, comfortable and
sgnitary environment In the 100 and 200 halls, the
staff bathtoom, in the Kiichen, end in the dish
reom. Tha findings were; '

1. During a four of the facility an 11/6/13 from
©:39 AM thru 10:20 AM, the following conegrne
with the building malnienancs were identified:

a. The exhaust fans in 200 hallway on
hoth the east and west side of the hall, and the
fan in the tulr oot an the 100 hallway were not
funetioning. :

b, The exhaust fan in the bathroom
located in the Kitchen was not functioning.

Interview with the maintenance director at {hat
fime revealed he did not have any explanation as
fo wity the fans weare not working in the 100 hall
tub rovm gnd the 200 hatway or when they had
stopped working, as he did not check them
routinely. He further stated he was aware that the
fan in the Kitchen bathrootn had not worked the
past 2 months, buf did not have & plan in place
for the repair.

2, Observation of the dish room an 11/8/13 at
12:15 PM revealed the wall looated in the dish
cart wash area was naticebly bowed out, with
loese and rnissing tiles on.the basehoard. Black
spots wers noted at the area where the: base
board met the fioor. Infervisw with the
maintenance director at fhat time revaaled he
was aware of the preblems with the wall in the

dish roofn. He further stated he had a plan to fix

F 4gg| F 465

Contractor was called on 11/25/13
and a work order placed for the

or replaced by 12/31/13, weather
exhaust fans to a monthly check.
The wall in the dish room will be

repaired by 12/31/13.

QA conamittee.

axhmist fams, Contractor is wilh';lg and
veady to repair Fans will be repaied

pemitting. Maintenance staff will add the

Any concerms will be reported to the

12/31/13.
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the wall but no timeline had beap daterminad.
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