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The facility must not employ Individuals who have
baen found guilly of abusing, neglecting, or

i mistreating residents by a court of faw; or hava

! had a finding entered into the State nurse aide
registry. concernlng abuse, neglect, mistreatment
of residents or misappropriation of thelr praperty;
and report any knowledge it has of actions by a
court of law agalnst an employes, which would
indicate unfliness for service as a nurse aide or
othar facility staff to the State nurse aide reglstry
or licensing authoritiss.

The facility must ensure that all alleged viclations
invelving mistreatment, neglect, or abuse,
Including Injuries of unknown source and
misappropriation of resident propairty are reported
immediately to the administrator of the facillty and
to other officlals in accordance with Stata [aw
through estaplished procedures (including to the
State'survey and certification agency),

The facility must have evidence that all alleged
vialations are thoroughly investigated, and must
*| prevent further potential abuse whilé the
investigation is in progress.

Tha results of all investigations must be rapoyted
to the administrator or his desighated
representative and to cther officials in sccordance
with State law (including to the State survey and

| certification agsncy) within 5 working days of the
incident, and if the allegad violation J& varified
appropyiate corrective action must be taken.

This REQUIREMENT is not met as evidenced

{%4) 10 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN GF GORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREF{} {EAGH GORRECGTIVE ACTION SHOULD BE COMPLETION
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DEFICIENGY)
F 225 | 483.13(c)()()-(, (c)(2) - (4) STAFF E 225 Preparatipn and/or executiqn of this pi
§5=D | TREATMENT OF RESIDENTS of correction does not constitute
admission or agreement by the provider bf

the truth of the facts alleged or
conclusions set forth in the statement of
deficiencies. The plan of correction is
prepared and/or executed solely because
the provisions of federal and state law
require it

225

It is the practice of the facility to ensure
| that all alleged violations are tharoughly|
investigated, and prevent further potentia
abuse while the investigation is in
progress.

—

Corrective Action:

Altercation between Resident #42 and
Resident #30 investigation was complet¢d
on_1/18/10 .

Altercation between Resident #43 and

Resident #62 investigation was CW
on A76/09. lifs (o9 zir N
Identification of Others: .

NHA will review abuse investigations f
last 30 days by 3/1/10 to ensure
interviews are present and complete,

W

-

Systems/Measures:
1. RCD/Designee to complete abuge
reporting and investigations in-
service with IDT members on
2/9/10.

LABORATORY DIREGTOR'S ORBROVIDER/SUPPLIER R PRESENTATIVE'S SIGNATURE
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program pagtlcipation,

Any défitisncy slaterrka{ ending with an. asterlsk () denotes a defislency which the institution may be exaused from correcting providing it is datermined tha
other shifegrards provida sufficient pratection to the patients. (See Insfructions,) Exoept for nuesing homes, the findings stated above ars disclosable 50 day
following the date of survey whether or not a plan of correction is provided, For nursing homes, the abova findings and plans of correction are disclosable 14
days following the data these documents are mada available to the fadllity. If deficizncies are cited, an approved plan of correction is requisite to continued
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| Inferview with the social worker on 1/27/440 at

an allegation of physical abuse, The investigation

by

Based on review of facility investigations, staff
Interview, and review of policy and procedures,
the facility failed to snsure 2 of 3 allegations of
abuse were thoroughly Investigated. The findings
were;

1. Review of an Investigation dated 1/18/10
revealed an allepad physical abuse incident
between two residents (#42, #30). The
investigation notes showed the Incident happenad
during an gotivity, and was reported and
witnessed by the activity coordinator, Further
review showed the investigation lacked an
interview or statement by the activity coordinator:

10:35 AM revealed she had been ill that week,
and when she got to this investigation she was
rushed to meet the reporting timeline and failed to
intervisw the witneass.

2. Review of an investigation dated 14/5/09 \/
showed Iwo residents (#43, #62) were involved in

notes referred to interviews done with a flogr
nurse and a cerlified nurses alde that withessed
the incident. Further review showed there were no
details of these interviews. Interview with the
nursing home administrator on 1/28/10 at 12:12
PM revealad she was unable to find any details
about these interviews in the investigation file,

Review of the facility palicy and procedure related
to abuse and neglect prohibition revised March
2000 did not include detalls of who or how the
investigations would be conducted; however, the
policy showed, "The facility will conduet an
investigation of any alleged abuse/neglect or

misappropriation of resident propetty in
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3 S TEYA LT :
. , E~-SUUCAlION DY INTIAT DwsIgie:
F 225 | Continued From page 1 F 225 e K Y

1127110,

5. NHA/MDesignee will ¢

Monitoring;:

commitiee will evaluate the

addiiional interventions as

compliance,

Compliance Date

completed for all staff on
reporting abuse completed by

3. RCD/Designee to review all
abuse investigations for,
completeness monthly.

4, Abuse investigations will be
logged on the abuse log as they
oceur by the NHA/Designee.

interview statements in writing]
for all abuse allegations.

The NHA/Designee will track and trend
the resulis of abuse log/review and
report findings to the QA&A
committee monthly, the QA&A

cffectiveness of the plan based on
trends identified and implement

ensure continued compliance monthiy
for 3 months then veassess the need for
contimned monitoring based on

omplete

needed o

3271 D
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F 226 Continued From page 2 Foo5| 1.F241
accordance with stats law." It is the practice of the facility to
F 241 483.15(2) DIGNITY F241] promote cate for residents in a mannbr
88=D

The facllity must promote care for residents in a
manmner and in an environment that maintains or
enhances each resldent's dignity and respect in
full recognitlon of his ar her individuality.

This REQUIREMENT s not met as evidenced
by:

Based on abservation, and staff and resident
interview, the facility failed to ensure staff
supported the dignity of 1 of 1 sample
resident(#68). A staff member discussed the
resident's bowel incentinence in front of the
resident in a disrespectful manner. The findings
wete:

1. Review of the 7/17/09 significant change and
the 10/16/09 and 1/8/10 quarterly Minlmum Data
Set (MDS) assessments for resident #68 showed
s/he was incontinent of bowe! and requirad
extensive assistance for all parsonal care.
Observation on 1/25/10 at 3 PM showed cerfified
hurse alde (CNA)#1 provided perineal care for
the resident who had been incontinenit of howel.
During care, the GNA said "this s the second
time taday ....[the resident] has grested me with a
BM [bowel movement]..." A second observation of
perineal cara on 1/26/10 at 9:22 AM revealed the
same CNA staterd "ooh [the resident] s oozing
BM again, = big one fu coming...the same thing
happened to me yesterday seven times. [The
resident] has welcomed me back to this end of
the hall wo days now.” During an interview with
this GNA on 1/25/10 at 10:45 AM, she said the
resfdent understands everything but-does not
speak. The reasonable person would not bafleve

or enhances each resident’s dignity
and respect in full recognition of hig
her individuality.
Corrective Action:

1. C.NA was provided with 1:1

of personal resident
information in a private *%
manner on 2/17/10 by the
SDC/Designee.
Identification of Qthers:

observations of staff
discussions of residents to

provided in a private area,
Systems/Measures:

1. All staff will be re-educated by
SDC/designee on 2/17/10 on

caring for resident in a private
area,

observations daily on staff

and in an environment that maintaing

education on proper discussicn f
1. DON/Designee to complete 5
ensure personal information i

Any issues will be addressed
by providing 1:1 re-education

providing personal information of
residents to other staff members

Ambassadors to complete visual
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setvices in the facllity with reasonabls
accommodations of individual nesds and
preferences, except when the health or safety of
the individual or other residents would be
andangerad,

ghis REQUIREMENT is not met as evidenced
Ve

Baged on observation and resident and staff
interviews, the facility failed to ensure the rmirror
ahove the bathroom sink was accessible for 2 of
2 sample residents (#79, #82) who were each
observed in the bathroom in front of their sink.
The findings wers;

‘1. Observation on 1/26/10.at 7:21 AM revealed
certified nurse alde(CNA) #3 assisted resldent
#82 into the resident's bathroom In the
wheelchalr. The resident was positioned In front
of the sink, The resident was unable fo sea
himselffherself in the mirror that-was located
above the sink while seated in the wheelchalr.
The resldent then partially stoog up, using the
sink for support, and brushed hisfher teath and
combed histher hair. During an interview on
1/26/10 at 2:05 PM, the resident stated hefshe
liked to use the mirror, but was unabls to use it
when seated in the wheelchair,
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F 241 Continued From page 3 F244) Interactions with resident/families,
the statements made by the CNA mainiained the Eet. To ensure they are speaking with
resident's dignity. In additlon, an interview on dignity and respect,
1127110 at 11 AM with the direator of nursing and 3.Random weekly observations will be
carporate nurse consultant revealed the completed by the DON/designee to
statements made by the CNA were unaceeptable ; ;
and did not malntaih the resident's dignity. ?n;(;:}'e s;c_aff ;sbr:]if):;::;geﬂ:;sioxlzl rivate
F 246 | 483.15(e)(1) ACCOMMODATION OF NEEDS Fa4gf- MHormation nap
S8=D area,
A resident has the right to reside and receive Monitoring:

The NHA/Designee will track and trend tve
results of visual andits and observations
and report findings to the QA&A
committee monthly, the QA&A committed
will evalnate the effectiveness of the plan
based on trends identificd and implement :
additional interventions as needed to

ensure continuwed compliance monthly for B A / ol
months then reassess the need for TN
continued monitoring based on compliance :
5. Compliance Date 372/10
et e e,
F246

It is the intent of the facility to ensure
residents have the right to reside and
receive services in the facility with
reasonable accommodations of individua
needs and preferences, except when the
health or safety of the individual or other
residents would be endangered.
Corrective Action:

A bid was obtain for mirrors to
accommodate residents at wheel chair
height. A Capital Expense requests was
submitted mirrors will be installed when
request is approved and mirrors
purchaged,

™
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F 248 | Continued From page 4 F 246
F246
2. Observation on 1/26/10 at 7:32 AM revealsd Identification of Others:

CNA #3 positioned resident #79, who was seated

in & wheelchalr, in front of the sink in the ' All resident rooms were identified aj

resident's room, The resident washed his/her needing mirrors installed at

hands and brushed his/her teeth, and the CNA wheelchair heights.

combed tlhe resident's hair, Only the top of the System/Measures:

;’ﬁgi’;}.‘s:s?ﬁsd was visible In the mirrar, located Mainienance/ or designee to ensure
rooms have mirrors available for

3. During general observations of the facllity on | wheelchair heights.

1/28/10, a sample of resident bathroom mirrors

were measured and showed the helght from the Ambassadors are to audit for mirrory

floor to the sink top ranged from 50.5 inches to ) during their visits.
51.25 inches. The height from the sink to the
ggt]ton;l of’dlle i:(;-ni T’ors rgstqﬂgt;ﬁd -frorjnt1 7.25 inches to Monitoring: The NHA/Designee will
nches. Interview with the rmaintenance .
director on 1126110 at 10:05 AM, revealed t”‘;.k gnd d“ ;“d th‘fcir ‘*S“"s(;’f “s“r‘:'
’ residents could receive a lower bathroom mirror aucits and obseryations and repo
upon request; however, lowered mirrors might not findings to the QA&A committee
be positioned above the sink. monthly, the QA&A committee will
F 248 483.15(f)(1) ACTIVITIES F2481 evaluate the effectiveness of the plan.
88=E based on {rends identified and
T?B(:ftgqit[ity rélus_t pr o;itde for ?n_ 029 01"% prog r;?;h implement additional interventions as
OF aclivitlies designed 10 meeg , [N agearaance . .
the comprehens?ve assessment, the Interests and needed to ensure continued comphanlEe
the physical, mental, and psychosocial well-being monthly for 3 months then reassess the
of each resident, need for continued monitoring based
on compliance.
E:'is REQUIREMENT I8 not met as evidencad 5. Compliance Date @)
Based on observation, medical record review, e
and resldent, family and staff interviews, the
facility failed to design an activitias program to
meet the needs and interests of 1 non-sample
resident (#30) and 4 of 17 sample residents (#44,
#68, #91, #Pafa In addition, the faciilty failed to
ensure that one-to-one activitias met the needs
FORM CMS-2567{02-99) Frevious Versions Obsolete Event 1D:EXNN11 Facllity IB; WY 00053 I continuation shest Page 5 of 33
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F 248 | Continued From page 5 F24g| F248 . i
for 8 of 8 non-sample residents (#16, #17, #23, | It is the intent of the facility to provide &h
#26, #40, #41, 463, #08) who received one fo one ongoing program of activities designed tb
activities. The findings ware: meet, in accordance with the Oarr
1, Observation during the survey from 1/25/10 comprehensive assessment, the interests D
. irvey fro : ; ; ‘
through 1/27/10 showed resident #81 did rot and the physical, mental, and resid 3/2/ /
participate In any group activities. Review of the psychosocial well-being of each resident
January 2010 activity particlpation record Corrective Action:
confirmed the resident did net participate in group ,
activities from 1/25/10 through 1/27/10. The 1. Resident #81 was re-evaluated for
following concerns wers Identified: activities of choice and care plax
a. Review of the aclivity assessment and s updated on 2/20/10
progress note dated 10/30/09 showed the was up . : .
resldent was confused and unable to answer 2. Resident #30 was re-cvaluated fpr
questions. There was no evidence staff had subjects and types of books she
attempted to complete the activity assesement at was interested in and care plan
a later date; thersfore, the resident's interests updated on 2/22/10.
were not documentad. During an interview on ; i 1
1128110 at 10:30 AN, the activity director - Rosident 4t activity care plan d
confirmed there was no completed activity was updatec with Individualize L
assessment. activity goals and assessment was
b. Review of the care plan dated 10/30/09 for updated with activities of choicd
activities showed the approach "invite to group on 2/22/10.
activities f?/f interest.” However, the cars plan did 4, Resident #31 Activity needs were
not specify what acfivities the resident was .
interested In. On 1/28110 at 10:30 AM, the activity re-valuated on 2/22/10f0r |
director agreed that the care plan had not been activity interests.
indvidualized with the residents interests. 5. Resident #68 was re-evaluated for
¢. Observation an 1/27/1C at 5:35 PM activity interests and care pian
revealed the resident was alert, sitting in a updated on 2/22/10. '
wheelchalr, and working on a jigaaw puzzle with : ok
_______ his/herdaughter. The daughter-stated-the 6. fff f 1c;!e1n 7t #2—% Iﬁg '::11625—?%”:%; \
rasldent ltked Jigsaw puzzles and crossword ’ » N o P \
puzzles. The daughter stated the resldent did not updated witlireasureable goals V-Ve
atiend many group activities and wondered if
there was somebody in the facility who could wark l
on puzzies with the resident Review of the Tdentifi T QJ
January 2010 activity calendar showad an actlvity Residénts with 1:1 Activities | th '
related to "puzzles" goreients with ;4 Aol Lwe_‘ :
elated to "puzzies" was not listed as a group /fﬁ: ntial to be affected.
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activity, During an Interview an 1/28/10 at 10:30
AM, the activity director stated the resident did not
receive ons-fo-ene activities from activity staff,

2. Interview with non sampls restdent #30 on
1/25/10 at 1:45 PM revealed sihe participated in
same of the game activities, and liked fo read.
The resident then revealed the beoks available at |
the facility were not ones sthe was interested in,
The resident also stated s/he enjoyed istenihg to
audio books; however, these were not avallable at
the facliity. Review of the activities assessment
done 7/13/09 shawed books on tapa ware

marked as being of no interest to the resident.
"Reading" was noted as a current interest for the
resident; howaver, the types of books or subjact
ratter this resident was interested in was not
included I the assessment. Review of the
resident's care plan datad 10/8/00 revealed a goal
for the resident was for the resident fo participate
in a soclal activity three o five times per week,
The plan facked any personalized approaches,

On 1/28/10 at 10:30 AM, the activily director
stated care plans were not individualized
according to the specific resident interests. She
stated she had severdl templates and selected
the one that best fit each resident's needs,

3, Observations during days of survay from 1/25-
1/28/10 showed resident #44 was not engaged i
activities other than waltching television in histher
room, or sitting In the hali in & common area of
the facility. Review of the January 2010 activity
participation record showed the resident did not
partfcipate in any activities during those days
except for "talking/conversing/telephone" and
"isiting with family or friends.” These activities
were listed as independent. Interview with the
resident on 1/27/10 &t 11:06 AM revealed the

(%4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o8
PREFTX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TaG CROSS-REFERENCED 0 THE APPROPRIATE DATE
DEFICIENCY)
F 248 | Continued From page 6 F24g| Systems/Measures:

1. Re-educate the activity
department on proper
documentation of activities of
choice and goal setting for
activities by NHA/designee cn
2024710 .

2. Care plans/notes will be updated
upon admit, quarterly, annually,
and with significant changes by
Activities,

3. Random audits of notesfeare
plans will be completed monthl

e

NHA/Designee for accurate
documentation and proper goals.

Monitoring:

to the QA&A commitice monthly, the
QA&A committee will evaluate the
effectiveness of the plan based on
trends identified and implement
additional interventions as needed to
ensure continued compliance monthly
for 3 months then reassess the need for

following the RAI process by tHe

The NHA/Designee will track and trepd
the resulis of audits and report findings

continued monitoring based on compliance.
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resldent was interested in yoga, Review of the
aclivity assessment and care plan dated 12/26/09
did not inelude this interast, Furthermore, the
assessment and care plan did not include any
individualized activity goals or plans. On 1/28/10
at 10:30 AM, the actlvity director stated care plans
Wwere not individualized aceording to resident
interesls. She stated she had several templates

and select of the one that best fit each resident's |

needs.

4. Review of the activity #&sbesment date!
9/16/09 showed residen{#31 had behaviora
issues and required encouragement to atiend
activities, The assessment form had a space for
evaluating activity pursuit patterns: current
interests, no interests, or past interests in genera)
categorles of activities such as games, watching
TV, reading, etc. This residents's assessment did
not document any individual activity Interests,
slich as the types of books or TV shows the
resident enjoyed. The care plan dated 12/15/09
showed the activity goal was for the resident to
particlpate In a social activity four to seven times
per weak. The plan did not appear o be
individualized for this resldent, On 1/28/10 at
10:30 AM, the activity diractor stated care plana
were not individualized according to resident
interests, She stated she had several templates
and selected the one that best fit 2ach resident's
needs,

5. Interview with & family member on 1/25/10 at
1.02 PM revealed resident #68 enjoyed music,
church services, and games. However, review of
the resident's current care plan showed
individualized goals or interventions related to
activities. In addition, review of the resident's

\8\‘

F 248
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"Indlviduat Activity Participation Record" for Itis the practice of the facility to providg
December 2009 and January 2040 shewad no medically related social services 1o aftain
assessment of how effective the activity program or raintain the highest practicable
was in meeting the physical, mental, and physical, mental, and psychosocial well.
psychosoclal needs of this resident being of each resident.

P, Corrective Action:

g&ﬂ?ﬁg&ﬁ;ﬁ}gﬁd felated to the one-to-one Resident #82 was discharged home on
2/614,

On 1/28/10 the activity director provided the Identification of others:

surveyor documentation which showed tha Two other married couples reside at

following residents received cne-to-one activity the facility

programming: #26, #23, #63, #16, £96, #41, #1 7,

and #40. Reviaw of the care plans for those

residents showed the goal "resident will aceept Systems/Measures: )

111 vislts 1-3 imes per week." Each resident had I. Re-education was provided b}: e 4

the same goal on histher pian of care. Each plan NHA/Designee in regards social .

Iack?d speciﬁq}c incéhric:uau!tz??hacti\.-ityt goails for services documentation on 3/2/10,

one-to-one visits, Review of the one-to-one : : eg wi

activity documentation for January 2010 for those 2. Soc'1a1 Sgwmgs nc;teg will be

residents also revealed the residents' responses reviewec randoinly by

o the activitles wers not documented. As a result, NHA/Designee to ensure

there lacked evidence the needs of each resident adequate documentation jf ;%f Wt

was baing met. provided for special ~——

F 250 | 483.16(g)(1) SOCIAL SERVICES F 250 needs/requests,
85=D P
; ; ; Monitoring:

The facility must provide medically-related sooial . .

services tg aitain%r maintain the Eig hest The NHAIDesngnee_ will track and trenq he

practicable physical, mental, and psychosocial results of chart reviews and report findirjgs

well-being of sach resident. to the QA&A committee monthly, the
QA&A committee will evaluate the
effectiveness of the plan based on trends
identified and impfement additional

This REQUIREMENT Js not met as evidenced interventions as needed to ensure continped

by: . , compliance monthly for 3 months then

Based on medicat record review and staff and reassess the need for continued monitoring

resident interview, the facllity failed ta provide based on comipliance.

social services to meet tha psychosocial needs of

of 17 sa residents (#82). The findings
1 0f 17 sample residents (#82) finding Compliance Date; 3210
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were!

During an interview on 1/26/10 at 2:05 PM,
resident #82 mentionad that sthe was upset
because s/he could not share a room with hisfher-
spouse, who also resided in the facility, The
resident was fold s/he was not allowed o share a
room, but did not understand why. In two
subsequent Interviews (on 1/26/10 at 3:30 PM
and 1/28110 at 7368 AM), the resident agaln
expressed that sthe wanted to share a room with
histher spouse. According to the 12/28/09
admission Minimum Data Set (MDS)
assessment, the resident had no memory deficits
and was able to make decislons. The folfowing
concems were identifiad:

a. Review of social services' documentation
showed no specific memion of the sleeping
arrangements in the facillty, but a note dated
1/4110 documented the resident had. frequent
concerns about hisfher spouse, who also reslded
in the facllity,

b. During an interview on 1/28/1C at 9:565 AM,
the social worker stated the power of attorn =
{(POA) for the spouse requested that the couple
not share a room, hacause the one spousa was
verbally abusive to tha other. When asked If
those behaviors had occurred in the facility, the
soclal worker stated " haven't personally
witnessed it." Observation during the survey
showed the couple were frequently fogether in
cammen areas and In the resident's room. During

the interview, the social worker stated the couple

did not have constant supervision when they wera
together. When asked why the couple was
allowed 1o be together during the day
unsupelvised, but net share a room, the sosial
worker stated there were "no perfect answers."

¢. Medical record review showed no evidence
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of social services' Interventions, such as z Ii is the practice of the facility to develop
ra-evaluation of the room assignments or g family a comprehensive care plan for each
;?:S“Qet‘;’hdisrcuss °gggﬁ~ Fr;;rct:lh:r'uthlere VL\;?dS n resident that includes measurable
nee the reason 2 ouple could no ot :
share a raom togethar had been expiainad o the Obj.fftw? S am:l t ln;etable.s to mect a
resident. During the interview on 1/28/10 at 9:55 resident’s medical, nursing, and mental
AM, the social worker stated that she assurmed and psychosocial needs that are identified
the family had talked to the resident about that, in the comprehensive assessment.
The social worker also statad the: resident was Carrective Action:
admitted for & shan-tgrm stay, but if admitted for Resident #44 weighted utensils was
a longer stay, the facility would have evaluated di inved and I
the couple’s sleeping arrangament. 1scontinued and care plan updated on
F 280 { 483.20(d)(3), 483.10(k)(2) COMPREHENSIVE F 280| 3/2/10. _
58=D | CARE PLANS Resident /82 discharged on 2/6/10
) ) Identification of others:
The resident has the right, unless abdjudged IDT completed a care plan andit on
i“l:gg?a%?tt:tzzlo; r?ég? ?:Ies E\tt?su g? ttr?e Setate 0 | current residents to ensure care plans are|
particlpate In planning care and treatment or updated with current individualized
changes In care and tfreatment. mnterventions by 3/2/10,
: A comprshensive care plan must be devaloped Systems/Measures:
within 7 days after tha comgletion of the The IDT will receive education regarding
comprehensive assessment; prepared by an e planni otocol ifically tf
interdisciplinary team, that Incluces the attending care pianning protocols, specifically the
physician, a registered nurse with responsibility completion of care plans based on
for the resident, and other appropriate staff in assessments, and as indicated by the RAP
disdci};films astdettermint?d gr tr;ﬁ resig[arilt'stllweedfs, summary. The education will be providel
ana, to ihe extent practicable, the participation o ional Car
the resident, the resident's family or the resldent's ﬁ’ the E?TE?EY R%g_lor;a /Ea : .
legal representative; and pericdically reviewed anagement (oordinator/Designee on
and revised by a teem of qualified persons after 3/1110.
oach assessment.
DON/Designee will complete monthly
audits of resident care plans to ensure
they are updated quarterly and
. oy 16 Updated g .
This REQUIREMENT is not met as evidenced| individualized to meet the residents
by: needs,
-
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F 280 | Continued From page 11 F 280 Monitoring:
Based on observation, staff interview and medical The DON or designee will track and trend
record review, the facifity failed to assure the care results.of the care plan audits and report
plan was Updated to reflect the current condition findings to the QA&A commitiee
;;r;j izng; t‘c‘esrzfnple residents (#44, #82). The monthly, the QA&A committee will
' evaluate the effectiveness of the plan _
& Observation of resident #44 at the breakfast based on trends identified and implement
meal on 1/26/10 at 7:45 AM showed s/he : additional interventions as needed o

racelved restorative dining services. At that fime,
the obsarvation, and Interview with the restorative
cartified nurse alde (CNA) who was assisting the

ensure continued compliance monthly for
4 months then reassess the need for

resident, revealed no adaptive equipment was contmt_led monitoring based on

being used. Review of the 1/12/10 restorative compliance.

Plan of care this resident, however, revealed the R
resldent was to have weightad utensils at each Compliance Date: 372110 )
meal, nterview with the restorative hurse on

1126710 at 10:45 AM revealed the residant
refused to use the adaptive aguipmant, but the
resident's care plan had not been revised,

b. Refer to F308 for details regarding the facility's
fallure to update the care plan for resigent #82
refated to positioning.

F 281 | 483.20(k)(3)(l) COMPREHENSIVE CARE PLANS F 281
858=0D
The services provided orarranged by tha facility
must meet professional standards of quality.

This REQUIREMENT s not met as evidenced
by:

Based on obsetvation, medical record reviaw,
and staff interview, the facillty faited to ensure

1 professional standards of practice were
maintained related to following physiclan arders
for 4 of 17 sampie residents (1, #79, #94, #88),
The findings wers;

1. During an observation on 1/26/10 at g AM, a

|
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]

registered nurse (RN #1) administared an
anfibiotic, Daptomwgu_miﬁ' rams (mg)
intravenously (IV) @_a(rlt_‘ﬁwlth an Infusion

pump set at 100 milliliters (M1} per kour. Meadical

yrecord review disclosed a 12/22/09 physician's

order for Daptomycih 400 mg IV at 200 mi per
hour, onca every 24 hours. A rate of 200 ml per
hour was also documented on the January 2010
medication administration record (MAR).
interview with RN #1 on 1/26/10 at 10 AM,
revealed staff followed the rate printed on the
label by the pharmagcist. The label showed the
rate was supposed to be 100 ml per hour. At that
point RN#1 telephoned the physictan for
clarffication of the order. A new ordar was
obtained that changed the rate to 100 mi per
hour. According to "Legel & Profassional 1ssues”
by Woiters, Kiuwer, Lippincott, Wiliams &
Wilkins, 2008, page 14, if 2 nurse s unsure of an
order, ths nurse should olarify the order with the
physiclan prior to carrying It out

2, Review of the physiclan's orders for resident

. #79 shawed that on 10/23/09 the physliclan

ordered Rocephin 1 gram (gm} injection to be
given ance and Clpro 500 milligrams {mg) twice
per day for ten days. However, review of the MAR
showed that on 10/23/09 the nurse did not glve
the Rocephin because the resldent was slesping.
According to the MAR, the Racephin was never
given, Further review of the MAR showed the
Cipro was only administered for eight days:
10/24/09 through 10/31/09, Accarding to the
documentation, the medication was not carried
over {o the November 2009 MAR. As a result,
there was no evidance the resident recelved the
fult course of the antibiotic as ardared. During an
interview on 1/28/10 at 11;45 AM, the ditectar of
nursing {(DON} stated she was not sure why the

It is the practice of the facility to ensur
the services provided or arranged by th
Tacility meet professional standards of
quality.

[

[<]

Corrective Action:
1. Resident # 1 IV orders were
clarified and transcribed to MAR
on 1/26/10.
2. Resident #79 physician was
notified of medication omissions
for rocephin and cipro on 3/2/10.
3. Resident #94 foley was DC*d dn
2/8/10. foley reinserted on
2/11/10 due to urinary retentiof,
4. Resident #68 had a PROM
program started by restorative pn
2/210.
Identification of Others:
Nursing will complete an audit of
physician orders to ensure physician
orders were transcribed correctly and in} a
timely manner by 3/2/10, Any
discrepancies will be clarified by the
physician and clarification orders written,

Systems/Measures:

L. SDC/Designee to complete re-
education to the licensed nursed
on completing 5 rights and
transcribing orders correctly an
timely2/3/10, 2/17/10.

[~
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F 281} Continued From page 13 F 281 2, Daily audits of T.O.s will be
Rotephin was not given. She stated nursing staff completed by Unit
should have called the physiclan to see if he Managers/Designee to ensure 3
wanted to discontinue fhe order. The CON also ighis and er transcrintion bf
stated the Clpro should have been given for two Lgd . propl ted n cﬂip np
days in November, rders is completed on the

MAR/TAR.
3. Medical record review for resident #54 showed 3. DON/Designee to randomly
a 1/8/10 physician order to remove the urinary check orders for 5 rights and
catheter. Review of the daily nursing summary proper transcription of orders
documentation dated from 1/8/10 through T
1122110, tevealed that the resident had the the 1 ,L',hLI‘I“TAR weekly X4, thel
catheter each of those days. Interview with the monthly.
DON on 1/28/M0 at 3 PM, revealed staff fallad to
follow the physiclan's order to remove the Monitoring:
catheter. The DON or designee will track and trend
results of the 5 rights/T.O. audits

4, Review of the open medical record for residant . g
#68 showed a physician's order was written on MAR/TAR audits and report findings
11/28/08 for passive range of motian (PROM) to the QA&A committes monthly, the
the legs and arms, Interview with the DON on QA&A commities will evaluate the
1/28/10 at 10:30 AM and the restorative nurse on effectiveness of the plan based on trends

1/28/10 at 8:05 AM revealed this resident did not

identified and implement additional
racalve the restorative PROM, P

interventions as needed to ensure

Refarence for findings #2, 3, and 4: Review of the continued compliance monthly for 4
Wyoming Nurse Practice Act of July 2005, pages months then reassess the need for
3-6, revealed nurses must practice under the continued monitoring based on
direction of a physictan. compliance,
'; g?g 483.25 QUALITY OF CARE g poer Compliance Date: 372/ 10)

Each resident must receive and the facllity must
provide the necessary care and services to attain
or maintaln the highest practicable physical,
mental, and psychosocial well-baing, in
accordance with the comprehensive assessment
and plan of care,
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| cancarns were identified:

This REQUIREMENT fs not mat as evidanced
by:

Based on observation, medical record review,
and staff and restdent interviews, the facllity failnd
to provide medication to ensure relief from pain
and/or failed to ensure comfort with positioning
for 3 of 17 sample residents (#1,#29, #82). The
findings were:

1, Raview of the history and physical dated
12/9/09 showed resident #82 wore a hingad knee
brace dua to a fracture of the lower loft leg.
Review of physical therapy notes dated 12/22/08,
12/29/08 and 1/12/10 revealed the resident WS
most comfortable and had decreased pain if the
left leg was positionad on an elevated leg rest
while seated in a wheelchair, The following

a. Observation on 1/26/10 at 7.21 A
revealed a certified nurse alde (CNA #3)
transferrad the resident into the wheelchalr, and
assisted the resident with activities of dally living
(ADLs). The CNA did not put the l2g rests on tha
whealchair; therefors, the laft leg was not
elevated. The rasident remained without the left
teg positioned on an glevating leg rest untll 8:10
AM, when a licensed practical nurse {LPN #2)
assisted the resldent from the dinlng room to the
resident's reom in order to put the feg rests on the
wheelchair.

b. Revlew of tha resident's current cars plan,
dated 12/14/09, showed positioning of the laft lag
in the wheelchair was not addressad. During an
Intorview on /2710 at 11:05 AM, the physical
therapy assistant (PTA #1) stated the resident
preferred to have the left leg elevated when In the
wheelchair because it gave the resident the rost
pain relief. Tha PTA statad positioning of the left
leg in the wheelchair "was not something we

It is the practice of the facility to ensure
each resident receives and the facility
provides the necessary care and services
to aftain or maintain the highest
practicable physical, mental, and
psychosocial well being, in accordance
with the comprehensive assessment and
plan of care.

Corrective Action:

I Resident #82 was discharged
2/6/10

2. Resident #29 percocet was
received on 1/12/10 and
administered per MD order.

3. Resident #1 has had the duragesip
pateh in place per MD order siaep. ?
32110, Aand wp docta )

Identification of others: a#a 1o

DON/Designee to complete audit 5f

residents MARs/TARs for pain

medications that have not been available.

All medications not available will be re-

ordered from the pharmacy,

Residents without foot pedals will be

reviewed for need by nursing on 3/2/10

Systems/Measures:

I, 8SDC to camplete in-service for
licensed nurses regarding
procedure for ordering and
receiving medications from

FORM CMS-2567(02-95) Previous Versions Obsolsle Event 1D EXNNY1.

Faclity 1D: WY0005 If continuation sheet Page 15 of 33

OW o MHA CBQ—M 3/3//0 )9'5*&«7 Crar§aien~

@u"i,omq



02-22-10; 04 : BOPM;

t13076341180 # 297 48

0
SIS

DEPARTMENT OF HEALTH AND HUMAN SERVICES % O 22010

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0936-0391
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/GLIA (%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMRLETED

A, BUILDING
e
535025 B e — 01/28/2010

NAME OF PROVIDER OR SUPPLIER

GHEYENNE HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2700 E 12TH STREET

| CHEYENNE, WY §2001

would care plan,” because the resldent was
cognitive and could communizate preferences to
staff,

©. During an Interview on 1/28/10 at 7:36 AM,
the resident stated his/her leg was "more
cormfortable” when It was elevated on a leg rest.
The resident stated staff did not always
remember fo position the leg an a leg rest,

2. Review of & 12/10/09 pain assessment for
resident #29 revealed tha rasldant had pain In the
back and legs, which wes relisved by taking
Percocet, Review of physician's orders showed
the resident was to recelve Percocet 5/325
milligrams {mg}, one to two tablets, every four
hours as needed for pain. The following concerns
related to this resident's pain management weare
identified:

a. Review of nursing notes dated 1/10/10 and
1111110 shower! no Percocet was available, so
the resident was given Tylenol instead, for pain,
According to the MAR, on 1/11/10 the resident
was given Tylenol 850 mg for a paln level of "5
{on a scale of 1-10). However, the effactiveness
of the medication was not documented.

b. During an interview on 1/27/10 at 3:30 PM,
the DON and LPN #3 stated the Percocst had not
been avallable for a fow days because the
pharmacy was waiting for a new prescription from
the physician. When asked If the Tylenal
controlled the resident's pain, LPN #3 stated it
was "OK," but that the resident preferred
Percocet,

¢. Duying an Interview on 1/28/10 at 8:55 AM,
the resident verified that the faciity had been out
of hisfher pain medication “for a coupla of days."
The resident stated Tylenol was "not as effective"
as Percocet.

044} 1D SUMMARY STATEMENT OF DEFICIENCIES 5] PROVIDER'S PLAN OF CORRECTION )
FPREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF(X (EACH OORREGTIVE ACTION SHOULD BE ‘COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING (NFORMATION) TAG CROBS-REFERENGED TO THE APPROPRIATE UATE
DEFIGIENGY)
F 309 | Continued From page 15 F 300 2. Daily audits of MARs/TARs

completed by Unit
Managers/Designee to ensure-
medications are available,

3. DON/Designee to complete
random audits of MARS/TARS

medication availability,
Meonitoring:
findings to the QA& A committee
monthly, the QA&A committee will
evaluate the effectiveness of the plan
additional interventions as needed to
4 months then reassess the need for

continued monitoring based on
compliance.

weekly X4, then monthly for pain

The DON or designee will track and trénd
results of the MAR/TAR andits and relrort

based on ‘trends identified and implement -

ensure continued compliance monthly for

Compliance Date: 372/t O>

FORM CMS-25687(02-96) Pravious Versions Obsalels Event [k EXNN11
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F 30¢ | Continyed From page 16 —~F-308/F311
3. Medioal record review for resident #1 showad It is the practice of the facility to ensure
dlagnoses, which included ostenarthritis, anxiety that a resident is given the appropriate
state, and an/Infec:ted' right knee. The review also treatment and services to maintain or
showed a 9/1/09 physician's order for fransdermal . . lities i
atiministrafion of fentany! (pain medicaiion) at 75 IMprove .]“S or her abilities in AD_L‘,S do
micregrams per hour by patch. Review of the not deterlo?ate unless the deterioration
December 2009 MAR showed that an 12/19/0g, was unavoidable.
the fentanyl patch was "not availeble.” No further Corrective Action:
M.‘;\R ;Iocumhentatlon Toor iftantianyl was noted unt Resident #68 was evaluated by nursing
1212209, when the medication was withheld for ;
right knee surgery, Interview with the resident on and an upper and lower e(;{ trerglty PRON;
1125110 at 11 AM revealed s/he dic not always get program started on 2/2/10 x2 days a wee
ordered medicatlons due to unavailability, The per POA,
resident further stated that facllity staff addressed Identification of Others:
her pain 1ssues appropristely. Residents with decline of ROM have bee

F 311 483.25(2)(2) ACTIVITIES OF DAILY LIVING F3i1

88=G

Aresident is glven the appropriate treatmerit and
sarvices to maintain or improve his of her abilities
speclfiad in paragraph (2)(1) of this sectlon,

This REQUIREMENT is not met as gvidencad
b "

Based on observation, medical record review,

and staff interview, the facility falled to ensure 1 of
5 sample residents (#88) with a decline In activity
of daily living (ADL) abilitles received restorativa
setvices. This lack of services likely contributed to
the resident ' s decline in functional status and
resulted in ah avoidable decline in the resident' s
physical capability. Findings wers:

Review of resident #58 ' s medical racord

revealed an annual Minimum Data Set (MDS)
assessment dated 1/16/09 that documented this
resident required limited assistance of one person
for ambulation in the resident ' 5 room orin a
corridor and extensive assistance with all other

activities of daily living {ADLs), Approximately one

identified. Those will be reviewed and a
program started where appropriate by the
restorative department,

Systems/Measures:
1. RCD/Designee to provide re-
education of praviding restorativ
care to residents with the
restorative department on 2/9/1(

2. Nursing staff will be re-educated|
on reporting via 24 hour report
any changes with resident ROM,
restorative needs, ete by SDC onl,
2017710,

3. Restorative department to
complete weekly meeting to
ensure programs are appropriate
and to ensure programs are set uf,
implemented and followed as
lequired,

[1]

FORM CMB-2667(02-98) Pravious Vearsions Obaoslala
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| for eating at the time of the Janvary 2010

year later (1/8/10) the facility completed a
quartetly assessment for this resident that
showed this resldent was unable to walk at all,
with any level of assistance during the
assessment fook back perlod. This resident also
declinad from requiring extensive assistance with
"locamotion " on or off the unit per the annual
MDS assessment o being totally dependent for
any locamotion as of the date of the Guarterly
assessment. Finally, the resident declined fram
needing extenslve asslstance with gating
according to the previous annual assessment to a
eurrent status of being tatally dependent on staff

quarterly assessment. Review of the annual 2009
assessment and fhe quarterly 2010 assessment
show no decline in mental capabillty. The
following concerns ware noted with regard to the
resident ' s decline In ADL status:

a. A physiclan s order, dated 1128109,
revealed the resident was to recelve passive
range of mation {PROM) for the arme and legs.
However, medical recotd review showed no
evidence the resident had been assessed by staff
for spacific PROM needs, nor was there avidence
the resident was receiving or had received PROM
services.

b.  Interview with the director of nursing (DON)
and the clinlcal nurse consuitant an 1/28/40 at
11:30 AM revealed the resident received
rehabilitation therapy upon admission in 2008, hut
once the established rehabilitative goals were
réached, the resident transitioned to restorafive
services to maintain the resident ’ s abillties for
transferring and ambulation. Aetording to this
Interview, restorative services were discontinued
in June and there had been no re-assessment of
the resident ' s need for restorative services zince
then.

X4 1o SUMMARY STATEMENT OF DEFICIENCIES Ip PROVIDER'S PLAN OF‘CORREOTIDN (%5)
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO&S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. F311] Continued From page 17 Fai 4, DON/Designee to review

restorative programs monthly tg
ensure program is followed,

Monitoring
The DON or designee will track and tred
results of the meeting minutes and review
of restorative programs and report
findings to the QA&A committee
monthly, the QA&A committee will
evaluate the effectiveness of the plan
based on trends identified and implement
additional interventions as needed to
ensure continued compliance monthly for
4 months then reassess the need for
continued monitoring based on
compliance.

3/{/]_0/)

Compliance Date:

FORM CMS-2567(02-98) Previols Versions Ghsalets
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F 311 Gontinued From page 18 =344 F312
c. Observation during the survey dates from It is the practice of the facility to ensure

142510 through 1/28/10 showed the resident was
unable to ambulate and required fotal staff
assistance for ADLs. Interview with the clinical

that the residents receive the care and
services needed because he/she is unable

nurse consultant and the DON on 1/28110 at 0 do their own ADL care independently)

11:30 AM also revealed the resident s range of Corrective Action:

motion and ADL status had deteriorated singe SDC provided re-education to the C.NAS

June 2008, and the resident should have been re: providing proper pericare to

reassessed. : ; : N
mcontinent residents for resident #68 and

r; ;:g 483.25(a)(3) ACTIVITIES OF DALY LIVING F312| R esident #85 on 273 110217110

A resident whois unable to carry out activities of Identification of others:

dally living receives the necessary services to Residents that are incontinent have the

maintaln good nutrition, grooming, and personal potential to be affected.

and oral hygiens, System/Measures:

1.8DC provided re-education to the
C.NAs re: providing proper pericare

This REQUIREMENT is not met as evidenced to incontinent residents including
by: using the Wiphig* in the prper manngr e
Based on observation, staff interview and megical 2/3/10, 2/17/10 . Propyee.

record review, the facllity falled to ensure staff PR
provided adecuate perineal oare during 3 of 4 2.Random weekly audits of pericare
observations for 2 sample residents (#68, #85). will be completed by the

The findings were: : SDC/Designee to ensure pericare is
completed correctly.

1. Review of the 10/16/09 and the 1/8/10 quarterly _ 3. All newly hired CNAs will bo
Minimum Data Set (MDS) assessmenis far

resident #68 revealed sihe was incontinent of educated on pericare during general

bowel and was totally dapendent upon staff for orientation by the SD_C/D"'S‘g?]ee-

personal hygiens. The following concerns wera 4.Unit Managers/Designee will

Jdentified: _ - randomly observe pericare of
a.'Observation on 1/25/10 at 3 PM revealed _ residents on a weekly basis X4, then

certiflad nurse alde (CNA) #1 provided perineal
care 1o the residant who was incontinent of bowel,
Observation showed the CNA used the same
area of a wipa twice, which was soiled with feces,
to cleanse the buttocks. With the sams soiled
wipe, the GNA cleaned a heallng pressure sore

monthly X2, then quarterly.

FORM CM5-2567(02-89) Pravious Verslons Olsolate Event 10 EXNNTY Facilily 1D; WY0005 i contiwiation shaet Page 19 of 33
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F 312 Gc?;inuis?tF;;am page 19 F 312 Monitoring:
on the right hip, s doc: 1 4
b. Observation on 1/26/10 at 5:22 AM showed The ID OIF > designee wg}tn a"lc‘l and oy d
CNA #1 used the seme area of a soiled wipe reslts of the pericarc audits and repor
twice on four oceasions while providing perineal findings to the QA&A commiitee
care. In additicn, observation showad she used monthly, the QA&A committee will
the same area of three different wipes twice whila evaluate the effectiveness of the plan
cleaning the buttocks-and anal area where feces based on trends identified and implement
Was oozing, additional interventions as needed to
2. Review of the 9/26/09 annual and the. 12/18/09 ensure continued compliance monthly fpr
quarterly MDS assessments for resident 285 4 months then reassess the need for
showed the resident was Incontinent of bladder continued monitoring based on
daily,cilaut with some contro! presentbanc# required compliance, .
iimited assistance of one staff member or : .
| perasonal hygiene, The following concerns were Compliance Date m
identified: ]
a. Observation on 1/25/10 at 11:50 AM
showed the resident's slacks and disposable brief
were soaked with urine, At the time of the
observation CNA #3 provided perineal cara, The
CNA was observed to use the same araaof a
wipe three times fo cleanse the resident's
huttoeks. In addition, the CNA did not cleanse the
anterior perineal ares, which had also been in
contact with urine due to the saturated condition
of his/her brief. Interview with the CNA on 1125110
at 12:10 PM revealad she had forgotien fo
change from a sciled to a clean area of the wipe
between cleansing strokes, She also sajd she
was taught to put gloves on prior to providing
personal care and to remove them when finished
with the care,
b. Qbservation on 1/26/10 at 8:05 AM showed
the resident's disposable brief was again
saturated with urine. Observation showed CNA
#4 provided perineal care, hut did hot cleanse the
anterior groin area which had also been In contact
with the urine saturated brief.
F 314 | 483.25(¢) PRESSURE SORES F 514
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F 314 | Continued From page 20 F314|r314
SS&D‘ Based on the comprehensive assessment of g Itis the practice of the facility, based on
resident, the facility must ensure that a resident comprehensive assessment of a resident,
who enters the facllly without pressure sores to ensure jshat a resident who enters the
does not develop pressure sores uniess the facility without pressure sores does not
individual's clinical condltion demonstrates that deveiop pressure sores unless the
they were unavoidable; and o resident having individual’s ¢linical condition
pressure sores roceives necessary treaiment and . - J
services to promote healing, prevent Infection and demm.stl:acl;ces .that ?hey wers unavoidable;
prevent new sores from developing, and aresident having pressure sores _
recelves necessary treatment and services
to promote healing, prevent infection and
This REQUIREMENT s not met as evidencag prevent new sores form dBVBlO]Jil’lg.
by: . -
Based on observation, staff Interview, and . Corrective %mo:;ég d heet
medical record review, the facility failed to ensure 1. Resident raw sheet was
staff implemented measures to prevent and treat removed on 1/27/10,
skin breakdown for 2 of 4 sample residents {#68, 2. Resident #79 sacrum has been
#79) who had or were at risk for skin breakdown. healed since 2/10/10.
The findings were: Identification of others:
1. Revlew of the 10/2/08 Braden Scale (skin Residents deemod high risk for skin
assessment tool) for resident #88 showed s/he. breakdown were identified and excess
was at high risk for skin breakdown., Review of linens were removed from the beds. ~
skin assessment records showed the resident Residents treatments will be observed to
had a pressure sore on the right hip, which had dered by the doctor is
developed on 12/9/09. The following concerns “nsure freatment orde e.d y th \
were identified: being followed by nursing.
a. Observation on 1/26/10 at 3 PM showed System/Measures: ,
the pressure sore remainecd reddened, but was 1. SDC/Designee compieted an in-
no longer open. Reviaw of the 12/14/09 care plan service for nursing and resident
revealed the resident's bed was to have a ambassadors re: who is high risk
prassure refieving surface, Observation on :
112510 at 10:45 AM showed the resident had a and what linens o b/e 030 o
MedaSTAT low alr loss matiress on the bed. resident beds on 2/17/10,3/2/10.
Review of the manufacturers's Instructions
revealed the following instructions for use: "This
device Incorporates g waterproof cover that Is
moisture vapor parmeable; therefore Ut is
FORM CMS-2567(02-99) Pravious Versians Obsolete Event 1D EXNN11 Facliity ID: WY000s If continuation sheet Page 21 of 35
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recommended fo Iimit bed linens to one sheat In
order to maximize the system's
performanes...Only "breathabla” incontinent pads
are recommended for use with this device
Observation on 1/25/0 at 3 PM and again on
1/26/10 at 9:22 AM showed thers was a sheat
folded in half, producing two layers of linen, and a
disposable pad creating thraz layers betwean the
resident and the mattress destgned for pressure
reduction, Interview with the DON on 1/27/10 at
10:30 AM revealed she was aware only one layer
of llnen was to be used with this typs of mattress
and staff were so Instructed.

b, Observation on 1/25/10 at 3 PM revealed a
certified nurse aide (CNA #1) provided petineal
care for the resldent who had been incontinent of
bowel. Observation showed the wipe was solled
with feces, and the CNA used the same soilad
area of the wipe twice to cleanse the residents
buttocks. to cleanse the buttocks. Finally, with the
same soiled wipe, the CNA was observed to
clean a healing pressure sore on the resident's
right hip, |

2. Review of pressure uicer documentation in the
maedical record dated 1/22/10 showed residant
#79 had a stage 2 pressure sore ¢n the
cocoyx/left buttock, which was initfally identified
on 12/30/09. Review of a physician order dated
12/31/09 revesled staff were to cleanse the
sacral area with wound cleanser, epply skin
preparation around open area on left buttock and
cover the wound with hydrocolioid every four days |
and as needed. The following concerns were
identified:

a. During an observatior: of resident #79 on
1126710 at 3:10 PM, licensed practical nurse
(LPN) #4 used a weund cleanser and four by four
gauze pads to clean a sacral wound. The area

(X4) 1D SUMMARY STATEMENT QF DEFIGIENGIES n PROVIDER'S PLAN OF CORREGTION {45)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL, PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMFLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 314 Continued From page 21 F 314 2. 8DC/Designee completed an in-

service for licensed nurses on
following MD orders for
treatments. If treatment not
available contact the MD for
temporary orders until supplies
available, Nurses to place
supplies needed on 24 hour
report. Central supply to order
supplies needed weekly,

3. Unit Manager/Designee to
randomly observe residents that
are high risk for skin breakdownr]
weekly to ensure linens are used
properly on beds to prevent skin
breakdown.

4. Ambassadors. will observe
resident beds daily to ensure
linens are used appropriately on
high-risk residents for skin
breakdown.

5. Braden scales to be completed b
nursing following the RAI
process to identify new at risk
residents for skin breakdown.

6. DON/Designee to abserve skin
treatments weekly X4, then
monthly X2, then quarterly to
ensure treatment is appropriate
per MD order.
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appeared clean and withou? drainage. The wound
was approximately 0.5 em in width and length,
and was superficial in depth, and had a smaller,
darkened area in the center. The LPN applied
optifoam drassing to the wound, instead of the
hydrocalloid dressing as ordered. During an
Interview with the LPN Immediately afterward, she
stated the facility was out of kydrocolioidal
dressings,

b. During an [nterview on 1/28/10 at §1:45
AM, the DON stated if a drossing wasn't
available, nursing staff wag supposed to let her
know, so she could contact the physician fo get
hew orders. She stated she was unaware
hydrocolloid dressings were not avaliable.
Hydrocolloid dressings have specific
characteristics and functions, according to Smith,
Duell, & Martin; 2007 Clinical Nursing Skills (7th
Edition), Prentice-Hall, Inc., hydracolioid
dressings contain "hydroactive particles that
absorb exudate to form a hydrated gel over
wound. When drassing removed, gel separates
from dressing, which protects newly formed
tissus,"

F 314 | Monitoring:
The DON or designee will track and trehd
results of the ambassador rounds and
observations and report findings to the
QA&A committee monthly, the QA&A,
committee will evaluate the effectivenes
of the plan based on trends identified axi
impiement additional interventions as
needed to ensure continued compliance
monthly for 4 months then reassess the
need for continued monitoring based on

compliance. (‘\
Compliance Date: /’8!)1}/
F315
It is the practice of the facility to ensure
that based on the resident's

comprehensive assessment, the facility

must ensure that a resident who enters the
facility without an indwelling catheter is

[= 77

F 316 | 483.25(d) URINARY INCONTINENGE F 315 not catheterized unless the resident's
88=D clinical condition demonstrates that
Based on mtet?:esi‘deﬁlttr; UomfFEhe”Si;’l? t catheterization was necessary; and a
assessment, the faclity must ensure that g e s s .
resident who entaers the facility without an 1es:c!ent who is 1{1con?:1ncnt of bladder
Indwelling catheter is not catheterizad uniess the recelves appropriate treatment a‘_‘d i
resident's clinleal condition demonstrates that services to prevent urinary tract infections
catheterization was necessary; and a resident and to restore as much normal bladder
who Is incantinent ?f bladder receivals apptrcplgate function as possible.
treatment and services to prevent uriha rac N s
Infections and to restore aE ruech normglr bladder Corrective Action:
function as possible. C.NAs were re-educated by the SDC on
regarding providing proper catheter care
for Resident #68 on 3/2/10.
This REQUIREMENT s not met as evidenced
FORM CMS-2857(02-98) Pravious Verslons Qbgoleie Event |0 BXNN1| Facility [D; WYyOoos If continuakion sheet Page 23 0f33
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F 315 Continuad From page 23 F 315 ‘ }3
by; _ Identification of others: L dOC/
Based on obsarvation, staff interview, medical Residents with Foleys have the potentjal
record and policy review, the facilily falled fo to be affected
ensure staff provided adequato catheter care for ' .
1 (#68) of 5 sample residents who had indwelling Systems/Measurgs. )
urinary catheters. The findings were: 1. SDC provided re-education for
the C.NAs re: performing proper
Review of the 7/17/08 significant ch?n%e Foley catheter care and cleanj g
assessment and the 10/16/09 and 1/8/10 . - _
quarterly Minimum Data Set (MDS) assessments g}?;rlaén%q tp 02 2/?510’1 bk
for resident #68 showed sfhe had an indweliing - ¥IDES shouid only bp
urinary catheter. The following concerns were used once and wiped away from
fdentified: the meatus,
a. Observation of perineal care on 1/26/10 at 2. 8DC to complete weekly randpm
use 1 520 Wi 1t e o s s S observations of Foley carc
5e a . '
the resident's anterlor perineal area to cleanse provided to residents by the
the resident's catheter tubing. The seme area of C.NAs. )
this wipe was used four separate times, and the 3. Unit Managers/Designee to _
CNA used back and forth strokss while cleaning complete weekly random /"
thelcgthe]tner tul;lﬂqg.tﬁeglew of t?si ga;}gtg'spzzlicg observations of Foley care
on indwelling catheter care, revi a2, . e .
showed the follawing Instructions: "To avoid I(’jr?\']*’;kded to residents by the (E/_—Q—-Lfc
contaminating the urinary tract, always clean by L NAS -
wiping away from--never toward--the urlnary Monitoring: —
meatys." o The DON or designee will track and trénd
bi. T he% ?ﬁme E.;Néﬂ. dll:od not ftt:!eaﬂse fhet_ dit results of the Foley catheter care
opening of the catheter bag after she emptied it ati ; st
During an interview on 12710 at 2 PV, the °b:‘;cr“;"“"“3 aﬂf report tgl“d‘;lgs “i‘;‘];:
Infection control coordinator said the opening QA&A cominiitee montaly, the QA&A
spout of a catheter bag should be cleanad with committee will evaluate the effectivengss
Soap and water each time It is apened in ordet to of the plan based on trends identificd ahd
prevent introduction of germs. The infection implement additional interventions ag
°°”g°' cootcglnator 319‘10 fa'd wipes were not to L’;F needed to ensure continued compliance
:ﬁﬁed"\ﬁ;ees anonce In the same area, especially monthly for 3 months then reassess thel
Ea23 483,26(h) AéClDENTS AND SUPERVISICN E 303 need for continued monitoring based on
S8=D compliance.
The facility must ensure that the resident
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and staff Interview, the facility failed to ensure
hazardous chemicals were seaured. In addition,
the facility failed to safaly transport ons
non-sample restdent (#48) in a wheelchair. The
findings were:

1. Observation on 1/25/10 &t 8:45 AM showsd the
following wound care items were on the fop of a
dresser in resident room #12; Jodine Prap,
Batasept, Antifunga) powder, Argleas powder,
ane tube of skin repalr cream, one tube of
calizine lotion, one soiled washcloth, and a pair of
gloves turned inside out. The ltems were placed
[ a plastic wash basin and were accesslble fo
any resident who might enter the room, Interview
with the director of nursing {DON) on 1/2710 at
10:30 AM revealed wound care supplies should
have been stored in the treatment cart for safety
purpeses, instead of being stored In plain sight In
aresident's room. Observatian on 1/27/10 at 1:30
PM (iwo days later} showed the wound care items
remalned accessible on tha top of the dresser,

2. Medical record raview for resident #48
revealed that according to the 12/18/0% quarterly
Minimum Data Set assessrnent the resident
required exlenslve assistance with iransfers and
supervision for lncomation, Buring an observation

(X4) I0 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF GORREGTION ()
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX, (EACH CORRECTIVE ACTION SHOULD BE: COMPLETION
TAG REGULATORY OR L8G IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 323 | Continued From page 24 F323] F323
environment remains as fres of accident hazards 1t is the practice of the facility to ensuge
as is posslble; aqdl each ;eaidgrlt rece:;fesl t that the resident environment remains as
adequale supervision and assistance devices to free of accident hazards as js possible;
pravent accidents, . .
and each resident receives adequate
supervision and assistance devices to
prevent accidents.
Corrective Action:
;I)‘;'is REQUIREMENT fs not met as evidenced Room #12 treatment supplies were
Based on observation, medical record review, roemoved from the bedside and discardgd

on 1/29/10,
Resident #48 has been evaluated for folot
pedals on 3/2/10. A skin assessment of
the feet was completed on 3/2/10. No
skin breakdown noted,

Identification of Others:

Residents without foot pedals will be
reviewed for need for foot pedals by
Nursing on 3/2/10.

Resident rooms were inspected by
ambassadors on 2/1/10 for improper itéms
left at bedside. All items were remoyel],

System/Measures:
1. SDC provi&id Ie-education foy
staff on (CRIC vé,'ﬂ;ﬁles‘mat ar
decmed unsafe to the residents

and placing foot pedals on

resident wheelchairs where
needed on 2/17/10.

all

&
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#5.) The observation revealed there was no foot
support on the wheelchair, and the resident's feet
were sliding and bouncing agalnst the foor, The
resident was wearing socks without shoes, The
floor had a metal division strip, and when wheslad
across the sirlp, the resident's heels bounced
hoticeably against the flacr, The resident did not
raise histher feet and was not Instructed or
asslsted to do so. Interview with the GNA on
1/2B/10 at 8:35 AM revealed she wag not
unaware the resident's feat were sliding and
bouncing on the floor during transport,

F 425 | 483.80(z),(b) PHARMACY SERVICES

8S=E .
The facility must provide routine and emergeancy
drugs and biclogioals fo Its residents, ar obtain
them under an agreement described In
§483.75¢h) of this part. The facllity may permit
‘unlicensed personnel to administer drugs If State
law permits, but only under the general
"Supervision of a licensed nurse,

A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, recelving, digpensing, and
administering of all drugs and biclogizals) to meat
the needs of sach resident,

The facility must employ or obtaln the gervices of
a licensed pharmasist who provldes consultation
on all aspects of the provision of pharmacy
services in the facility.

~F-425

will be removed and staff re-
educated as needed,

3. Unit managers/Designee to
complete observations of resideht
rooms for unsafe items at bedsidle
daily. Items identified will be
removed and staff re-educated g
heeded.

Monitoring:
The DON or designee will track and trepd
resuits of the Foley catheter care
observations and report findings to the
QA&A commiitee monthly, the QA&A L
committee will evaluate the effectivenes
of the plan based on trends identified ang
implement additional interventions as
needed to ensure continued comipliance
monthly for 3 months then reassess the
need for continued monitoring based on
compliance.

Compliance Date 372/10 )

OMB NOC, 0933-0391
SYATEMENT OF DEFICIENCIES X1 PROVIDER/SUPPLIER/GLIA {X2} MULTIFLE CONSTRUGTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER; _ COMPLETER
A BULDING
C
B, WING
535025 01/28/2010
| NAME OF PROVIDER OR SUPPLIZR STREET ADDRESS, CITY, STATE, ZIP CODE
*2700 E 12TH STREET
CHEYENNE HEALTH CARE CENTER
CHEYENNE, WY 22001
(Xd) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF GORRECTION 1x8)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEE ACTICN SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) Y GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 25 F 323 2. Ambassadors to complete
on 1/28/10 at 8:20 AM, the rasident was observations for umsafe items af
transported by whesichair from the north nurse's bedside daily. Items identified
station dining room by a certified nurse aids (CNA

FORM CMS-2567(02-99) Frovioys Verslans Dbsclete Event ID:EXNN11
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were available for administration in a timely
manner for 4 (#1, 29, #85, #101) of 20 sample
residents, The findings weare:

1. Review of the January 2010 physician's orders
recapitulation for resident #85 showed an 8/21/08
order for Aricept (used to manage In dementia)
daily at bedtime, Further review showed a 9/25/09
order for Zyprexa Zydis dafly (for psychosis).

1 Review of the October 2008 medication

administration record (MAR) showed Zyprexa
Zydis was unavaitable for administration on 10/2,
10/6, 10/8, 10/7, 10/8, 10714, and 10/29. In
addftion, Arlcept was out of stock on 10/8 and
10/26.

2. Review of the September 2009 physician's
orders for resident #101 showed a 8M12/09 order
for Metformin (for diabetes) twice daily and a
6/13/09 order for Methadone (for pain) three
times per day. Review of the July 2008, August
2009, and September 2009 MARS revealed the
Methadone was not available for administration
on 718, 7118, 817, 8/12, 8/27, 8/31, M1, 9112 and
9/18, Review of the same MARs showed the
resident did not recaive the Metformir on 74,
7130, 7/31, 818, 8/14, B/18, 8/20, 8/31, 9/0 and
a/11.

3. Refer to F309 for detalls regarding the facility's
failure to ensure Percocet was available for
resident #29,

4. Refer to F 309 for details regarding fallure of
the facility to make physician ordered medication

pharmacy,

(%4310 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAM OF CORREGTION (48}
FREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 425 | Continued From page 26 F425{ F425
This REQUIREMENT s not met as evidenced ) Correetive Acetion:
lgy:  on statf infory  medlcal ; L. Resident #85 Aricept and Zydjs
ased on staff interview and medical recor medications have been
review, the facillty failad to ensurs medications Q (@

administered per MDD order, si

2. Resident #101 Discharge on
5/20/09 ,

3. Resident #29 has been receiving L’%

er percocet since 1/12/10.

{(Refer to F309).

4. Resident #1 has the duragesic
patch in place per physician
orders since-372710.

Identification of Others:

Nursing to complete an andit of the
MARS/TARS to ensure medication is
available. Any medications identified las
not available will be re-ordered from the

Systems/Measures:
1. Nurses will be re-educated by the
SDC/Designee in re: to procedure
for ordering medications, if
medication not available the
licensed nurse needs to contac
the primary care physician for

further orders on 2/17/10.

2. Andits of MARs/TARs
completed by Unit
Managers/Designee to ensure
medications are available,
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F 428 | Gontinued From page 27 - F 425 3. DON/Designee to complete
available for resident #1. random audits of MARS/TARk
ntervi h the director of ing (DON) weekly X4, then monthly for pain
nrarview w e diracior o Tursing ah : : 3 H ’
1728110 at 10:30 AM revealed she was aware medication availability.
medications ware unavaflabla perindically, Sha o
stated there were sometimes problems between Monitoring:
the phamacy and the facility as far as medication The DON or designee will track and tl)end
orders and delivery were concernad, 8he said the results of the MAR/TAR audits and report
process for refill of medications was for the nurse findings to the QA&A commitiee
passing medlcations to send a facsimile {(fax) for . ,
the specific medication to the pharmacy when the monthly, the QA&_",A committee will
supply reached seven. The pharmacy was then to evaluate the effectiveness of the plan
detiver the medications after 10 PM the evening based on trends identified and implement
the fax was recelved. The DON said the process additional interventions as needed to
Cﬂg not al;v_av? wark as it SQOUIC{-I Tg[e ?I‘?N stated ensure continued compliance monthly |for
when medications were not available, the nurse
called the physician for orders to omii 4 m;? nthi]ﬁhen Teassess the(;leed for
adminstration resulting In the resident missing continued monitoring based on
the dose. __compliance,
F 441 | 483.65(a) INFECTION CONTROL. 447
88=E

The facility must establish and maintain an
infection confrol pragram designed to provide a
safe, sanitary, and comforiable environment and
to prevent the development and transmission of

 dissase and Infectlon, The facility must establish

an infection control program under which it
investigates, controls, and prevents infections in
the facility; decides what pracedures, such as
isalation should be applled to an individual
resident; and maintains a record of Incldents and
corractive actions related to infections.

This REQUIREMENT is not met as evidenced
by:

Based on obsstvation, staff Interview, and review
of infection control recards and policies and
procedures, the facility falled to ensure staff

Compliance Date;

@)

Ly
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followed appropriate infection contral practices
during random observations for 1 non-sample
(#37) and 3 sample residents (#68, #86, #79),
The findings were:

1. Observatlon on 1/26/10 at 9:22 AM showad
certified nurse aide (GNA) #1 provided personai
mormning care for resident #68. The following
concems were identified:

8, Observation showad CNA #1 and CNA #3
placed a clean shirt on the resident over a solled
and saturated percutaneous endoscopic
gastrostamy (PEG) tube dressing.

b. Observation on 1/26/10 at 3 PM revealed
certified nurse aide (CNA) #1 provided perineal
care to the resident who was incortinent of bowel.
Observation showed the CNA used the same
area of a wipe twice, which was sailed with feces,
to cleanse the buttocks, With the same soiled
wipe, the CNA cleaned a healing pressure sore
on the right hip, In addition, during the
observation the CNA placed the itdwelling
catheter bag on the fioor while she provided the
perheal care.

¢. Observation on 1/25/10 at 3 PM showead
CNA#1 held the resident's right knee during
parineal care with gloves on that werse soiled with
feces; there were several scabs whera the CNA
touched the kiee. The GNA alse picked up clean
linens with the same seiled yloves and placed
them on the bed,

d. Refer fo federal citation F315 for detals
regarding inadequate catheter care,

¢. Observation on 1/25/0 at 3 PM revealed
CNA #8 moved the catieter bag from the head of
the bed fo the foot of the bed then, without
washing or sanitizing her hands, she placed the
hasal cannula in the resident's nares.

(X4} 1D SUMMARY STATEMENT OF DEFIGIENGIES [in] PROVIDER'S PLAN OF CORRECTION %)
PREEIX (EACH DEFICIENCY MUST BE PREGEDED B8Y FULE PREFIX {EACH GORRECTIVE ACTION SHOULD HE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING {NFORMATION) TAG CROSB-REFERENCED TQ THE APPROPRIATE BATE
\ DEFICIENCY)
F 441} Continued From page 28 F 441 F441

It is the practice of this facility to
ensure that the facility has an

infection control program which is
effective for investigating, controlling
and preventing infections.

Corrective Action:

1. CNAs were educated on proper
infection controls practices hajd
washing between gloving, and
peri-care for Residents #68, #85,
#79, and #37. (Also see F315}.

2. Room #9, #24, #28, and #45 call
light cords were shortened on
3/2£10.

The call light cords in the bathroo
were shortened above the floor.

— 5

Idendification of Others:

All residents have the potential to be

affected by this practice.

Systems/Measures:

1. CNAs were re-educated on hgnd
washing and gloving by the SIDC
on, 2/17/10.
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| gloves as she did so. The resident used hisfher

staff did not use adequate infection control
practices while providing perineal care for
resident #85. Chservation on 1/25/10 at 11:50 AM
showed the resident's slacks and incontinence
brief were soaked with urlne, After the CNA
remnoved the wat incontinence brisf and wet
slacks, she touched the bathroom daor knob,
wheelchalr arms, the sloset door and clean
garments inside, all without remaving the soilad
gloves. The CNA then placed the clean slacks
and incontinence brlef on the resident, touching
the resident's bare arms and legs with the soiled

bare hands to pull up the briefs and slacks where
they were touched with the CNAs solled gloves,
The CNA then removed her gloves and assistad
the resident into the dining room for lunchtime.
The CNA did not wash the residents hands prior
to Junch; however, per the request of the surveyor
the residents hands were washed prior to eafing,

3..Observation on 1/26/0 at 7:32 AM revealed
certified nurse aide (CNA) #3 assisied resident
#79 into the bathroom. After performing perineal
cara on the resident, without removing her gloves,
the CNA remaved the gait belt from around the.
resident's waist. The CNA then removed those
gloves, and donned another pair of gloves without
performing hand hygiene first. The CNA then
combed the resident's hair, set up the resident's
oral care supplies, and then put the gait helt I
her scrubs pocket.

4. During an observation of non-sampla resident
#37 on 1/25/10 at 11:25 AM, certified nurss alde
{GNA) #2 held his left hand up and transported
the rasident to his/her room by wheelchair with his
right hand. The CNA stated his left hand became

‘continued compliance monthly for 4

4} 1D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORREGTION (x6)
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DEFICIENCY)
F 441 Continued From page 29 F 441 2. Ambassadors will complete
2. Observation on 1/25/10 at 11:50 AM showed observations of call light cords to

ensure they are not dragging o
bathroom floors daily.

3. SDC to complete weekly randpm
observations of hand waghing and

gloving by staff,
4. Unit managers to randomly
observe staff for use of gloves

and proper hand washing week

Monitoring:

The DON or designee will track and trpnd

resulis of the observations of hand

washing/gloving, and report findings t¢

the QA&A committee monthly, the
QA&A committee will evaluate the
effectiveness of the plan based on treng
identified and implement additional
interventions as needed to ensure

months then reassess the need for
continued monitoring based on
compliance,

Compliance Date:

o

=]

ly.

is

FORM ChM&-26a7{02-99) Previous Verslons Obsolele

Event 1D: EXNN11

Facility ID; WY0005
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F 441 | Gontinued From page 30 “~F 24T F465
sofled when he touched the resident's pants leg. It is the practice of the facility to
The CN’;\ fgrther lst;ltedgl}ne resiident's pants leg provide a safe, functional, sanitary
was probably solled with Incontinent urine and/or 7 i
ctool Conliniad obervalon anowed e CNA and com fortablo environment for
toileted the resident, but reached around the residents, staff and the public.
resident with his unwashed left hand and touched
the resldent's shirt, The CMA then washed his Corrective Action:
hands and donned gloves to provide personal The needle found in south medication
care, but did not change the resident's shirt. The room station was removed and
resident was incontinent of urine and stocl, which di di .
required personal care that included a change of 1scarded in a sharps container by the
pants. Interview with the CNA immediately after unit manager on 1/29/10,
the ohservation revesled he should have washed Sharps containers installed in both
his hands prior to resident care, of should have medication rooms by maintenance|on
changed the resident's solled shirt, but he forgot. 1/29/10.
5. Random oservations on 1/26/10 and 1/27/10 Identification of others:
showed resldent bathroom call light cords were Both medication rooms were
lying on the floor in rooms #0, #24, #28, and #45, | inspected for exposed needles. Ng
All resldent bathroom cords were found to be long other issues identificd,
.enough to reach the flaor when not secured. Systems/Measures:
During an interview with the maintenance director
on 1/28/10 at 9:30 AM, he stated naw call Ifights . .
were recently instailed in resident bathrooms, and 1. SDC to complete in-service fof
the cords reached beyond floor length. He further licensed nurses re: proper
stated the cords would need to be trimmed due to handling/disposing of sharps.
infaction conlrol lssues, 2. Unit managers/Designee will

F 465 | 483,70(h) OTHER ENVIRONMENTAL F 465 complete daily checks of

$5=D | CONDITIONS S i

medication rooms/stations X7
The facllity must provide a safe, functional, days then weekly.
sanitary, and comfortable environment for 3. Random audits of the medication
reslidents, staff and the public, rooms will be conducted by the
DON/Designee monthly.

This REQUIREMENT is not met as evidenced
by:
Based oi observation and staff interview, the
facility fafled to maintaln a safe envircnment for

FORM CMS-2567{02-99) Previous Varglons. Obsalete

Event D EXNMN11

Facllity 1Dy Wyooos
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55=D

1 Based on medical recerd review and staff

The facility must provide or-abtain taboratory
sewvices to meet the needs of its residents. The
facllity is responsible for the quallty and timeliness
of the services.

This REQUIREMENT Is not met as svidanced
by

Interview, the facllity failed fo ensure iaboratory
fests were completed in accordance with

F 502

o) 1 SUMMARY STATEMENT OF DEPFICIENGIES i0 PROVIDER'S PLAN OF CORRECTION XE)
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 465 | Continued .From page 31 F 465 Monitoring:
staff. The findings were: The DON or designee will track and
During an observation of the south nurse's station uenq reﬁults of the observations OF '
medication room on 1/27/10 at 6:1C AM, a used Medication r ooms and report findings to
12 ce syringe and uncapped attached neadls the QA&A committee monthly, the
were viewed on the countsr. The observation also QA&A committee will evaluate the
showed 2 “sharps" container was unava;lable for effectiveness of the plan based on trends
disposition of contaminated syringes and needles, . . : s
An observatlon of the notth nurse's station %dent'ﬁed. and lmplernenlt addltl?nal
madication room on 1/27M0 at 6:30 PM showed interventions as needed to ensure
no available "sharps" container in the room, continued compliance monthly for 4
During an Interview with the south nurse's station months then reassess the need for
unit manager immediataly upon observation of continved monitoring based on
the syringe and needle, she verlfied the items had compliance
been used. She further stated the syringe and P i : Date: 37/1
needle should have been disposed of praperly in Compliance Date: /
a "sharpa” container in a fimely manner. She alsg
stated no "sharps" containers were available in 502
the south or north nurse's station medication It is the practice of the faci lity to
rooms, : < it it ;
According to Smith, Duell, and Martin, 2007 provide ‘i‘ °b"aél“ laf‘_"a.“”y services

"Glinical Nursing Skills" {7th Ediflon) Prentice - to meet the needs of residents.
Hall, Inc., most needlestick injuties "oceur after
use and before disposal. Puncture-proof sharps Corrective Action:
disposal containers continue to play an important 1. Resident #82 discharged 2/6/10.
role In preventing injury.” . . _

F 502 | 483.76()(1) LABORATORY SERVIGES 2. Resident #68 labs were completdd

on 11/2/09.
Identification of Ogggs;/"'“
Nursing completed 88 audit on labs th
identify any omissions or lack of

notification to MD@;{/

r
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(#68, #82). The findings were:

1. Review of physician's orders dated 12/19/09
revealed the following: "UA with G & 3" [trinalysia
with culture and sensitivity]. However, review of
the laboratory report for the UA collected
12/19/09 showed a culture, but no sensitivity,
During an interview on 1/27/1 0 at 4:46 PM, the
infeetion control practitioner stated he called the
laboralory, and thay told him they did not do &
sensfivity,

2. Review of the medications for residant #88
revealed s/he received Coumadin {anticoagulant)
daily. Review of the madical record revealad a
10/18/08 physician's order for a prothrombin tima
(PT) and international normalized ratio (INR)
laboratory test in two weeks which would be
10/30/09. Raviaw of the laboratory test resuits
showed the test was performed on 11/2/09 which
wes 2 days late. Results from this test indicatad a
dosage chango from 4 milligrams (mg) daily to &
mg on Tuasdays, Thursdays, Saturdays ang
Sundays and to 7 myg on Mondays, Wednesdays,
and Fridays. Interview with the director of nursing
and clinical nurse consultant on 12710 at 11 AM
revealad they did not know why the test was laze

{X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF CORREGTION Lxs)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 802 | Continued From page 32 F 502
physiclan's orders for 2 of 17 sample residents Systems/Measures:

1. SDC to complete in-service for
licensed nurses in regards to
obtaining proper lab orders and
follow up by 3/2/10. Labs are
drawn Monday thrn Friday. Any
labs written on off days will be
completed on the next lab draw
day unless otherwise ordered by
the physician.

2, Unit Manager/Designee will
review labs weekly for
completion and MD notification,

3. IDT to review telephone orders
daily for new labs to ensure
completed and reported to MD ds
needed.

Monitoring:

The DON or designee will track and tretd
results of the lab/telephone order audits
and report findings to the QA&A
committes monthly, the QA&A
committee will evaluate the effectiveness
of the plan based on trends identified and
implement additional interventions as
needed to ensurs continued compliance
monthly for 4 months then reassess the
need for contimyed monitoring based on
compliance,

Compliance Date; 210 | /

S
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