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F 000 | INITIAL COMMENTS Fooo| This plan of correction is the
Facility’s credible allegation of
The following common abbreviations are used compliance. Preparation and/or
throughout this document; execution of this Plan of
N Correction does not constitute
MDS - Minimum Data Set admission of agreement by the
RN - Registared Nurse rovider of the truth of the
MAR - Medication Administration Record provider ol the truth ot the facts
OT - Occupational Therapy alleged or conclusions set forth
PT - Physical Therapy in the statement of deficiencies.
NHA - Nursing Home Administrator The Plan of Correction is
DON - Director of Nursing d and/ d solel
ROM - Range of Motion prepared and/or exe_cute solely
CNA - Certified Nurse Aide because it is required by the
- ' provision of Federal and State
Less commonly used abbreviations wil; be law
annotated in each deficiency. )
F 226 | 483.18(c)( 1), (€)(2) - (4) R 225
§8=E | INVESTIGATE/REPORT 1225 9.01.13
ALLEGATIONS/ANDIVIDUALS
The facility will ensure the
The facility must not employ individuals who have Healthcare Licensing and Surveys
been found guilty of abusing, neglecting, or : ot
mistreating residents by a court of law; or have g\l}jf auief;eglstry };;heak .f?r %ll
had a finding entered into the Stafe nurse aide stall . 18 will be
registry concerning abuse, neglect, mistreatment accomplished by:
of residents or misappropriation: of their property;
and report any knowledge it has of actions by a Healthcare Licensing and Surveys
court of law against an employee, which would nurse aide registry will be checked
indicate unfitness for service as a nurse alde or for CNAs #1. #2. #3. #4. #5. #6
other facility staff to the State nurse aide registry T ipr
or licensing authorities, #7, by the Staff Development
Coordinator (SDC)
The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse, Healthcare Licensing and Surveys
including injuries of unknown source and nurse aide registry will be checked
mlsapgropriaticn of resi‘d_ent property are rgported for all CNAs employed at the
immadiately to the administrator of the facility and facility by the SDC. This regist
to other officials in accordance with State law Yoy - LIS TORISUY
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE X6} DATE
Mt [ jﬁﬁ K. Grecyrrve DERECR  §-/D-/3

Any defiglency stalement endlnm an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing It is determined that
other safeguards provide sufficiant protection to the patients. {See Instructions.) Except for nursing homas, the findings stated above are disciosable 90 days
following the date of survey whether or not & plan of correction is provided. For nursing homes, the above findings and plans of correctlon are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correctlan I3 requisiie {o continued Q}

program participation, q/5 // 3@ q 3%% 000, @ces Aﬂrjj,_«ﬂ o peyU bl o) %}% gﬁe}; p!’ﬁ;’%}ﬂ@
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F225 cont’d,;
F 225 | Continued From page 1 F225| will be checked for all future CNASs
through established procedures (including to the hired by the SDC.
State survey and certification agency).
SDC will be educated relating to
The facility must have avidence that all alleged . . e
viclations are thoreughly investigated, and must g’l\t&mng registry validation for all
prevent further potential abuse while the 8.
Investigation 1s in progress. o
A quality improvement monitoring
The results of all investigaticns must be reported tool will be implemented by the
to the administrator or his designated Executive Director to ensure the
representative and to other officials in accordance registry is check for
with State taw (including to the Stale survey and F295 cont’d:
certification agency) within & working days of the comt & _ _
incident, and if the alleged violation is verified CNA staff. This monitor will be
appropriate corrective action must be taken. completed monthly and reported at
least quarterly at the QAPI
meeting.  Appropriate follow-up
, , actions will be initiated by the
g‘gis REQUIREMENT is not met as evidenced QAPI committee,
Based on review of personnel files and staff
interview, the facility failed to check the State
nurse aide registry for findings of abuse, neglect,
or misappropriation of resident property for 7 of F241 9.01.13
38 currently employed CNAs (#1, #2, #3, #4, #5,
#6, #7). The findings were: The facility will ensure personal
Review of the personnel files for the following dignity is maintained for Residents
employees revealed no evidence the Healthcare relating to assisting them into bed.
Licensing and Surveys (HLS) nurse aide reglstry This will be accomplished by:
was chacked: CNAs #1, #2, #3, #4, #5, #6, #7,
When interviewed on 7!/18;‘1’2 at 9:4_15t AIVIr.] LF;(N l.a. Resident #52 will be assisted
#1 verified the State nurse aide registry checks by CN A staff to bed in a timely
had not been done. - e i ¢ 1h
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 244 | manner Irom the time of the
5s=p | INDIVIDUALITY request.
The facility must promote care for residents in a
FORM CMS-2887(02-99) Previous Verslons Obsolete Event 12 N7KD11 Faclity [D: WY0037 If continuation sheet Page 2 of 26



PRINTED: 08/01/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORY APRRCVED
- CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQO, 0938-0321
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPRLIERICLIA (%2) MULTIPLE GONSTRUGTIGN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GDMPLETEPD
P -
535031 B, WING 07/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z)P CODE

1002 FOREST DRIVE

KINDRED NURSING AND REHABILITATION - WIND RIVER RIVERTON, WY 82501

X4 D SUMMARY STATEMENT GF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {(EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
£ 241 | Gontinued F g 241 cont’d:
ontinue 4 r;om page‘ o o F241] {b. Hospice volunteer will be
manner and In an environmen at maintains or notified that Resident #52 will be

enhances each resident's dignity and respect in

full recognition of his or her individuality. assisted to bed in a timely manner

from the time of the request.

This REQUIREMENT is not met as evidenced 1.c. LPN #2 will find assistance for
by: Resident #52 in fransferring to bed
Based on observation, medical record review, and/or assist Resident #52.

and staff and resident interview, the facility failed
fo ensure personal dignity was maintained for 2 of
13 sample residents (#15, #562). The findings
were;

2. Resident #15 will be assisted to
bed in a timely mamner from the
time of her request.

1. Review of the medical record for resident #562
o e s S Lo e, Al et g s
airway obstruction, transie , . . .

bundle branch block, chronic ischemic heart “th %ettu,l[gh Hg;l bed could }.Je
disease, and debility. Further review of the allected. e Charge Nurse will

medical record showed the resident was placed observe those Residents needing
on hospice care. Review of the 3/21/13 significant assistance into bed and
change and the 6/15/13 quarterly MDS wishing to get into bed for
assessments showed the resident required timeliness from the time of the
limited assistance with transfers, Review of the ‘e . .

; h quest to the time they are assisted
6/28/13 care plan for this resigent showad an | to bed. Any delay will be

intervention to "assist [resident] to lay down par

{his/her] request..." The following concerns were addressed immediately.

identifiec:

a. Observation on 7/15/13 at 7 PM showed The SDC will provide education to
the resident requested to go to bed because s/he nursing  staff emphasizing the
was "really tired". At 7:40 PM on 7/15/13 the importance of ensuring Residents

resident asked the surveyor to assist him/her to

bed; again because s/ho was "really tired'. The are assisted to bed in a timely

surveyor asked a staff member to assist the manner.

resident, however, the resident was told it would

be a few minutes before they had time to assist A quality monitoring tool will be
him/her. The resident was observed to again ask implemented by the DNS to ensure
a staff member to help him/her to bed at 8 PM Residents are assisted to bed

and at B:20 PM. Firnally, observation showed the
rasident was assisted to bed at 8:35 PM, 1 hour
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F241 cont’d;
F 241 Continued From page 3 . F 2411 completed monthly and reported
?vl;; 32 r?lli:'létﬂes after sthe first asked, stating she quarterly at the QAPI meeting.
b. Review'ofa hosplce volunteer visit note l{j ppm.pl.-?tf gollogv “up elllctwns Xi)ﬂ
dated 6/28/13 and timed at 7;30 PM showed the ¢ uuhale y the QAPI
resident "...said that no one was helping [him/her] committee.
get into bed." Further review of this note showed
the volunteer asked & CNAto assist the rasident
but was told by the CNAthat"...she had to go to
another [resident] first". During the volunteer's 281 ' 9.01.13
yigit the resident stated s/he was tired all of the e
tme anymore, - .
¢. Interview with LPN #2 on 7/18/13 at 9:10 The facility will ensure the staff
AM verified having the resident wait so long to go will  follow physician’s orders.
to bed after histher request did not maintain This will be accomplished by:
histher dignity.
1. Resident #64 has been assessed
2. Review of the medica! record for residant #15 . A _
revealed the resident required extensive Ia{ndI;o n;gztwp outeomes f ou@'
assistance with transfers. Observation of the esident #64 will be monitored for
resident on 7/16/13 from 6:36 PM to 8:15 PM bowel movements. If Resident #64
revealed the resident sat in the whaelchair in the does not have a bowel movement
doorway of his/her room. At 6:35 PM the resident for two days, the protocol will be
stated s/he was waiting for staff to assist him/her implemented.
to bed. Continued observation revealed at 7:18
PM LPN #3 assured the resident the CNAs would .
asslst himfher to bed. At 7:35 PM and 8:05 PM, 22 Resident #67 has been
CNA #8 repeated the assurance tc the resident assessed and ne negative outcomes
that someone would help him/her soon. found. Resident #67 will have
Observation at 8:15 PM showed CNA#8 assisted finger stick blood sugar
the resident to the bathroom, then to bed. F281 cont’d:
Interview on 7/17/3 at 4:20 PM with the resident F .
revealed staff's delayed response to the request ;SSBS) lfrf.m:med 4dt1mes dpt‘ar d?y
for assistance made the resident feel per physician order and results
uncomfortable because the resident was tired. documented by professional nurse.
The resident further said sitting for the long period
of time was palnful, 2.b. Resident #67 will have insulin
F 281 | 483.20(k)(3)(i) SERVICES PRCVIDED MEET F 281) given per the sliding scale per
88=D | PROFESSIONAL STANDARDS
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The services provided or arranged by the fecility
must meet professional standards of quallty.

This REQUIREMENT is not met as evidenced
by
Based on staff interview, medical record review,
and review of facility pretocols, the facility failed fo
ensure staff followed physician's orders in a
variety of areas for 3 of 13 sample residents (#20,
#64, #87). Tha findings were:

1, Review of the medical record for resident #64
showed an order to follow the facility's bowel
protocol. Review of the physician approved facility
bowel protocol showed ordars to acminister
prunes, prune Juice or Natural Fruit Laxative after
2 days without a bowel mevement. In additlon, for
3 days without a bowel movement, the resident
should receive a Dulgolax auppository or MOM
{milk of magnesia). After 4 days without a bowel
movement, the orders were for a Fleets enema
and if no results from the Fleets to administer a
large warm water enema. Review of the July
2013 bowel flow sheet record showed this
resident had no bowei movement from 7/117/13
through 7/16/13 (6 days). Review of the bowel
protocol record showed ft was not followed during
that time. The resident regeived no treatment for
his/her bowels until 7/16/13 (6 days). Intarview
with LPN #2 on 7/18/13 at .10 AM revealed the
protocol should have been followed and verlified
there was no evidence it was.

2. Review of the medical reccrd for resident #87
showed s/he had diagnoses including disbetes.
The following concerns with dizbates
management were identified:
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F281 cont’d:
F 281 Gontinued From page 4 F 281| physician order and documentation

completed by professional nurse.

3.a,, Resident #20 will receive
medication for nervousness per
physician orders.

3b. Resident #20 will have
medication for nervousness per
physician orders available at
prescribed times.

All Residents receiving sliding
scale insulin regimen, having a
need for implementation of the
bowel protocol, and receiving
medications could be affected. The
Charge Nurse will observe the
bowel movement documentation to
ensure the protocol is implemented
as needed. The DNS will observe
the insulin documentation to ensure
the PFSBS is completed per
physician order and insulin given
per sliding scale order. The DNS
will observe the medications to
ensure medication are available. If
any observation indicates
additional education/action needs,
education/action will be immediate.

SDC and /or DNS will provide
education to CNA and professional
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. F281 cont’d:
F281| Continued From page 6 F 281 nursing staff pertaining to daily
a. Review of the medical recerd for the o1 bowel movement
resident showed a physician's order dated 6/5/13 I . .
for a finger stick blood sugar (FSBS) reading 4 monitoring ~ and  implementing
times per day, Review of the June 2013 MAR bowel protocol if necessary. SDC
showed the resident hag no FSBS performed on and/or DNS will provide education
8/7/13 at4 PM, on 6/27/13 at 11 AM and 4 PM, to professional nurses pertaining to
and on 6/28/13 at 11 AM and 4 PM. In addl':cion, FSBS and insulin sliding scale
review showed no evidence the resident refused beine nrovided.
to have the FSBS performed. Interview with LPN willg P rogiecic:a Szguiggif Dl\is
#2 on 7118/13 at 9:10 AM verifled there was no P ; 0
evidence the FSBS was performed on these professional nurses relating to the
dates and fimes. protocol for contacting pharmacy in
b. Review of the July 2013 MAR showed the the event a medication is not
FSBS reading was 263 mg/dl {milligrams per available.
deciliter) on 7/4/13 at 4 PM. According t;:: theh
hysician ordered sliding scale insulin algorithm, o . o
ﬁﬂg resident should have been administered 6 f‘ (}uahﬁ’ gnp rovclment monitoring
units of insulin. However, review of the July 2013 ool will be implemented by the
MAR showed no evidence the resident received DNS to ensure the bowel protocol
any insulin for this blood sugar reading. Also, on is followed, the FSBS are
7/11/13 the 9 PM FSBS reading was 285 anc on performed per physician orders,
7112413 at 9 PM the FSBS reading was 286, On insulin is given per sliding scale
both of these occasions, the res{;denttshoulcé [have and medication is available. This
received 6 unlts of insulin hut did not, according . :
io the MAR. Interview with LPN #2 on 7/18/13 at monitor will be completed monthly
9:10 AM verified insulin was not administered as and r eported quarterly at the QAPI
ordered. meeting.  Appropriate follow-up
actions will be initiated by the
3. Review of the medical record for resident #20 QAPI committee.
revealed the physician ordered Xanax 0.25
milligrams two times a day for nervousness.
Review of the April, May and June 2013 MARs
showed the medication was administered as
ordered. However, review of the July 2013 1282 9.01.13
nursing notes showed the resident did not receive
the Xanax from 7/9/13 to 7/18/13 because ft was The facility will ensure care plans
hot available (5 consecutive days). During an are followed. This will be
interview on 7/17/13 at 10:26 AM, RN #1 stated accomplished by:

the resident dig not receive the Xanax because

FORW CWMS-2567(02.689) Proviolis Varsions Obsoleta
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The services provided or arranged by the facility
must be provided by qualified persons in
actordance with each resident's written plan of
care.

This REQUIREMENT is not met s evidenced
by:

Based on observation, staff and resident
interview, and medical record review, the facility
failed to ensure staff followed the care planin a
varlety of areas for 4 of 13 sample residents (#52,

) FCRM APPROVED
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F 281 | Continued From page 6 F281| F282 cont’d: > 4 51 ¢
staff had been unable to get the physician to 1. Resident #64 ;%ill have
respond to repeated requests to renew the assistance with toileting and
expired prescription, Interview on 7/17/13 at 4 PM personal  hygiene  assistance
with the pharmaplst revealed the staff did not 282from CNA staff in accordance
communicate thig problem to the pharmacy h i ]
department until 7/13/13, The pharmacist stated with the care plan.
when the nurse contacted the pharmacist, the
pharmacist was able fo communicate to the Resident #64 will have assistance
physiclan and the medication was reordered from CNA staff with AM and PM
within hours. The pharmacist also stated if the care
nurses had contacted the pharmacist socnsr, the
resident would not have been without the . . ,
medication for & days. Interview with the DON on including oral carc and washing
7/17/13 at 4:30 PM revealed she had no Resident’s face and hands. R
explanation for why the nurses did not follow the & Hg7 8
appropriate procedures for renewing prescriptions Resident #64 will have restorative
in a timely manner. nursing three times per week by the
) . . ) Restorative Aide per
According to the Wyoming Nursing Practice Act ) . - N
of July 2005 and thg Administrative Rules and tlecommendatlons from the therapy
Regulations of November 2003, page 3-6, cpartment.
nursing must function under the direction of a
licensed physician. 2. Resident #67 will have
F 282 | 483.20(k)(3)(il) SERVICES BY QUALIFIED F282| assistance with toileting and
55=D | PERSONS/PER CARE PLAN personal hygiene assistance from

CNA staff in accordance with the
care plan.

Resident #67 will have assistance
from CNA staff with AM and PM
care including oral care and
washing Resident’s face and hands.

Resident #67  will  receive
restorative  assistance per the
restorative plan. Program will be

FORM CMS-2867{02-08) Previous Verslons Gbsoleto Event |D: N7KD11
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F282 cont’d:
F 282 | Continued From page 7 F282) reviewed by therapy to ensure

#57, #64, #67). The findings were:

1. Review of the 3/22/13 quarterly and the
6/15/13 annual MDS assessments for resident
#64 showed the resident was totally dependent
upon staff for tolleting and required extensive
assistance with personal hygiene and was always
Incontinent of urine. Interview with CNA#9 on
71186113 at 7:12 PM confirmed the rasldent was
always incontinent of urine and that s/he was a
check and change every 2 hours In addition io
checking before and after meals and at bedtime.
Observation on 7/16/13 from 5:35 PM to 8:08 PM
showed the resident was not checked or toileted
every 2 hours, was not checked and changed
after the evening meal and was not checked
durlng rounds made at 8:45 PM. At 8:09 PM,
observation showed the GNA assisted the
resident to bed and checkad his/her incontinence
brief which was wet with urine, The time that
glapsed between checks for the resident was 2
hours and 34 minutes. Review of the 6/20/13 care
plan showed the resident should be toileted every
AM, every PM, before and after meals, PRN, and
with rounds,

In addition, review of the 8/20/13 care plan for
this resident showed staff shoukd provide AM and
PM care. Observalion of bedtime care showed
CNA#9 did not provide or offer assistance with
oral care or with washing the resident's face and
hands.

Finally, review of the 3/22/13 quarterly and
the B/15/13 annual MDS assessment showed the
resident had limited range of motion i cne upper
extremity and in both lower extremities. Review of
the 6/20/13 care plan showed the resident should

appropriatencss. Program will be
offered three times per week by
Restorative Aide.

3.a. Resident #52 will be assisted
to bed in a timely manner from the
time of the request.

3.b. Hospice volunteer will be
notified that Resident #52 will be
assisted to bed in a timely manner
from the time of the request.

3.c. LPN #2 will be notified to find
assistance for Resident #52 in
transferring to the bed.

All Residents requiring assistance
with t{oileting, personal hygiene,
AM and PM care and restorative
services could be affected. The
Charge Nurse will observe
Residents requiring assistance with
toileting, personal hygiene
assistance, assistance with AM and
PM care including oral care, hand
and face washing to ensure staff is
providing such care. The DNS will
observe the restorative program fo
ensure services are provided in
accordance with the restorative

be in the restorative nursing program for passive plans,
range of motion (ROM} to the upper extremity 3
to 6 times per week. In addition, review of the
FORM CMS-2567(02-69) Previous Verslons Obsclete Event [ NTKD1Y Fagilty ID: WY0037 If continuation sheet Page 6 of 26
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F 282 Got}:tim:.ed Fr?m plac?etgd 129112 showed th F 282} The SDC will educate Professional
restorative referral date: showed the N :
resident was post CVA (stroke) with left sided e and CNJ?. S“if . d“”th
hemiparesis, and had decreased posture and emphasts on assisting Residents
positioning. Further review of this document with toileting, personal hygiene and
showed the resident required neck exercises by AM, PM care including washing
utilizing & forehead strap for 1 to 2 hours hands and face and oral care. The
beginning In September 2013, Review showed no SDC will educate the Restorative
frequency was indicated, however, interview with Aid ith - s g
the PT, OT, DON, and NHA on 7/17/13 at 3:30 rostoratine :fnlfih'flsth"“ p""gldmgf
PM revealed any type of therapautic exercises or . ces he number o
program should be provided a minimum of 8 times per week per the restorative
times per week to have an impact on the plan.
rasident's condition. Review of the restorative
fiow sheets from January 2013 through June A quality improvement monitoring
2013 ?ho"\;i;‘d;c@rgzsgdef“; F-'Cewid rfvséoiatge ing tool will be implemented by the
exercises e of 2 times per week. Durin .
the weeks of 3/31/13 through 4/6/13, 6/16/13 DNS q (tio enfl“re SErvices - are
through 6/21/13, and 6/23/13 through 6/29/13 the provided per the nutsing care plan
resident was only provided restorative exercises 1 and the restorative plan.  This
time per week, monitor will be completed monthly
and reported quarterly at the QAPI
2. Review of the medical record for resident #57 meeting.  Appropriate follow-up
showed sfhe had diagnoses including diabetes, actions will be initiated by the
congestive heart failure, schizophrenia, QAPI "
hypertension, and history of CVA. Review of the commuttee.
2/23/13 quarterly and 6/25/13 annual MDS
assessments showed the resident was totally
dependent upon staff for toileting, required
extensive assistance with personal hygiene, and
was always Incontinent of urine and bowel.
i 1 NA t7:12
Interview with CNA#9 on 7/16/13 a P F300 9.01.13

confirmed the resident was always incontinent of
uring and that sfhe was a check and change
every 2 hours in addition te checking before and
after meals and at bedtime, Observation on
7/16/13 from 5:35 PM to 8:50 PM showed the
resident was not toileted, checked, or changed
after the evening meal or during rounds made at
7:05 PM. At 8:50 PM, observation showed CNAs

The facility will ensure services are
provided to attain or maintain the
highest practicable physical, mental
and psychosocial well-being. This
will be accomplished by:
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F309 cont’d:
F 282 | Gontinued From page © 1. Resident #64 will be monitored

#9 and #8 assisted the resident tc bed and
checked hisfhet incontinence brief which was wet
with urine. The time that elapsed between checks
for the resident was 3 hours and 30 minutes.
Review of the 4/2/13 care plan showed the
resldent should be tolieted every AM, every PM,
before and after meals, PRN, and with réunds,

In addition, review of the 4/2/13 care plan for stick  blood  sugar (FSBS)
this resident showed staff should provice AM and performed 4 times per day as per
PM care. Observation of badtime care showed physician order and  results

CNA #9 did not provide or offer assistance with
oral care or with washing the resident's face and
hands,

Finally, review of the 2/23/13 quarterly and
the 5/25/13 annual MDS assessment showed the
resident had limited ROM in both upper and lower
extremities. Review of the 4/2/13 care plan
showed the resident shou'd be in the restorative
nursing program for passive ROM, In addition,
review of the July 2013 physician's recapitulation
of orders showed the resident should be in the
nursing restorative program for active and
passive ROM therapeutic exercises 3 to b times
per week. Review of the restorative flow sheets
dated 5/5/13 showed the resident had been
performing exercises on the hand and leg bike

but had to be discharged from the program physician  orders ~ available at
hecause of a fall. However, all restorative prescribed times.

exercises including active and passive ROM,

were discontinued despite the fact that All Residents receiving sliding

physician's orders for active and passive ROM
continued during May, June, and July 2013,
Review of all restorative racords showed ne
avidence the resldent was provided active and
passive ROM after 5/5/13. Interview with the
restorative CNA on 7/17/13 at 3 PM verified the
resident had not received any resterative therapy
of any kind since 5/5/13.

F 282

for bowel movements. If Resident
#04 does not have a bowel
movement for two days, the
protocol will be implemented.

2.a. Resident #67 will have finger

documented by professional nurse.

2.b. Resident #67 will have insulin
given per the sliding scale per
physician order and documentation
completed by professional nurse.

3.a, Resident #20 will receive
medication for nervousness per
physician orders.

3b. Resident #20 will have
medication for nervousness per

scale insulin regimen, having a
need for implementation of the
bowel protocol, and receiving
medications could be affected. The
Charge Nurse will observe the
bowel movement documentation to
ensure the protocol is implemented
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F 282 | Continued From page 10 F 2821 as needed. The DNS will observe

3. Review of the medical record for resident #52
showed s/he had diagnoses including chronic
airway obstruction, transient cerebral ischemia,
bundle branch block, chronle ischemic heart
diseass, and debility. Further review of the
medical record showed the resident was placed
on hospice care. Review of the 6/28/13 care plan
for this resident showed an intervention to “assist
[resident] to fay down per her request...” The
following concems were identified:

a. Observation on 7/15/13 at 7:0C PM
showed resident #52 requested to go to bed
because s/he was "really tired". At 7:40 PM on
7116113 the resident asked the surveyer to assist
him/her to bed; agaih because s/ne was "really
tired." The surveyor asked a staff member to
assist the resident, however, the resident was
told it would be a few minutes before they had
time to assist him/her. The resident was observed
to again ask a staff member to halp him/her to
bed at 8 PM and at 8:20 PM. Finally, observaticn
showed the resident was assisted to bed at 8:35
PM, 1 hour and 356 minutes after sihe first asked,
stating she was very tired,

b. Review of a hosplice volunteer visit note
dated 6/28/13 and timed at 7:30 PM showed the
resident "...said that no one was helping (himfher]
get into bed." Further roview of this note showed
the volunteer asked a CNA to assist the resident
but was told by the CNAthat "...she had to go to
another [resident] first." During the volunteer's
visit the resident stated s/he was tired 21l of the
time anymore,

c. Interview with LPN #2 on 7/18/13 at 9:10
AM verified the care plan was nct followed.

4. Review of the 3/9/13 annual and 6/1/13
guarterly MDS assessments for resident #57
showed sfthe had diagnoses including multiple

the insulin documentation to ensure
the FSBS is completed per
physician order and insulin given
per sliding scale order. The DNS
will observe the medications to
ensure medication are availabie. If
any observation indicates
additional education/action needs,
education/action will be immediate.

SDC and /or DNS will provide
education to CNA and professional
nursing staff pertaining to daily
bowel movement monitoring and
implementing bowel protocol if
necessary. SDC and/or DNS will
provide education to professional
nurses pertaining to FSBS and
insulin ~ sliding scale  being
provided. SDC and/or DNS will
provide education fo professional
nurses relating to the protocol for
contacting pharmacy in the event a
medication is not available.

A quality improvement monitoring
tool will be implemented by the
DNS to ensure the bowel protocol
is followed, the FSBS are
performed per physician orders,
insulin is given per sliding scale
and medication is available. This
monitor will
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] F309 cont’d:
F 282 | Continued From page 11 F 282} he completed monthly and reported
sclerosis. Review also showed the resident had quarterly at the QAPI meeting.
ROM impairmeant in both upper and lower Appropriate follow-up actions will
extremities, Review of the 7/16/13 care plan b nitiated b h
showed the resident had impaired physical ¢ initiate y the QAPI
mobility and interventions included restorative committee.
nursing to include upper extremity and lower
extremity strengthening and active ROM 310 §
times per week, Review of the restorative care
flow records for June 2013 and July 2013 showed
the resident was provided restorative therapy only F312 -
1'to 2 times per week, |nterview with the 9.01.13
restorative CNA on 7/17/13 at 3 PM verified the . )
resident had not received the numier of The facility will ensure bedtime
restorative therapy sessions according to the care care is provided. This will be
plan. accomplished by:
F 300 | 483.25 PROVIDE CARE/SERVICES FOR F 308
58=D | HIGHEST WELL BEING 1. Resident #0604 will have

Each resident must receive anc the facility must
provide the necessary care and services to aitain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by

Based on observation, staff Interview, and
medical record review, the facility failed to ansura
the necessary care was provided to 3 of 13
sample residents (#20, #64, #57). The facility
failed to ensure the sliding scale Insulin regimen
was followed as ordered by the physiclan for
resident #87. The facility failed fo ensure the
bowel protocol was followsd for resident #84.
Finally, the facility failed to enstre medication

assistance from CNA staff with
AM and PM care including oral
care and washing Resident’s face
and hands.

2. Resident #67 will have
assistance from CNA staff with
AM and PM care inchiding oral
care and washing Resident’s face
and hands.

3. Residents #20 will have
assistance from CNA staff with
oral hygiene prior to being
transferred to bed.

4,  CNA staff will follow the
policy and procedure with PM Care
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F 30¢| Continued From page 12 F 309 F312 cont’d:

orders were followed for resident #20. The
findings were:

1. Review of the medical record for resident #64
showed an order fo follow the facllity's bowel
protocol, Review of the physician approved facility
howel protocol showed orders to administer
prunes, prune juice or Natural Fruit Laxative after
2 days without a howel movement, ih addition, for
3 days without a bowel movement, the resldent
should receive a Dulcolax suppository or MOM
(milk of magnesia). After 4 days without a bowel
mavement, the orders were for a Fleets enema
and if no results from the Fleets to administer a
large warm water enema. Review of the July
2013 bowel flow sheet record showed this
resident had no bowel movement from 7/1113
through 7/16/13 {6 days). Review of the bowe!
protocol record showed it was not followed during
that time. The resident received no treatment for
his/her bowels until 7/16/13 (6 days). Interview
with LPN #2 on 7/18/13 at 9:10 AM revealed the
pratocol should have been followed and verified
there was no evidence it was. The rasident was
without a bowel movement for 6 days,

2. Raview of the medical record for resident #67
showed s/he had diagneses including diabetes.
The following concerns with digbetes
management ware identifisd:

a. Review of the medical record for resident
#67 showed a physician's order dated 6/5/13 for a
finger stick blood sugar (FSBS) reading 4 times
per day. Review of the June 2013 MAR. showed
the resident had no FSBS performed on 8/7/12 at
4 PM, on 8/27/13 at 11 AM and 4 FM, and on
6/28113 at 11 AM and 4 PM. In addition, review
showed no evidence the resident refused to have
the FSBS performed, Interview with LPN#2 on

“by assisting Resident, as need, to
wash face and hands.. assisting
Resident, as needed, with oral
hygiene”.

SDC  will educate CNA staff
concerning AM and PM care
emphasizing oral care and washing
Residents’ face and hands.

A quality improvement monitoring
tool will be implemented by the
DNS to ensure PM and PM care
includes Residents receiving oral
care and face and hand washing
assistance. This monitor will be
completed monthly and reported
guarterly at the QAPI meeting,
Appropriate follow-up actions will
be initiated by the QAPI
committee,

F315 9.01.13
The facility will ensure appropriate
care and services for incontinence
is provided. This will be
accomplished by:

1. Resident #64 will be assisted
with personal hygiene relating to
urine incontinence per care plan
“every AM, every PM, before and

FOfM CMS-2567(02-90) Provious Verslons Obsolete Event ID: N7KD11
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gvidence the FSBS was performed on these
dates and times.

b, Review of the July 2013 MAR showed the
FSBS reading was 263 mg/dl (milligrams per
deciliter) on 7/4/13 at 4 PM. According to the
physician ordered sliding scale Insulin algorithm,
the resident should have been administered 6
units of insulin, Review showed no evidence the
rasident received any insulin for this blocd sugar
reading. Also, on 7/11/13 the 8 PM FSBS reading
was 286 and on 7/12/13 at 9 PM the FSBS
reading was 286. On both of these occasions, the
resident should have received & units of insulin
but did not, according to the MAR. Intervisw with
LPN #2 on 7/18/13 at 9:10 AM verified that insulin
was not administered as ordered.

3. Review of the 4/11/12 Care Arsa Agsessment
for rasident #20 showed the resident "required
the use of antipsychotropic" medications and was
"at risk for ineffective treatment and decreasec
quality of ife". Review of the care plan, revised
711113, shawsd the resident had behavior
disturbanca related to hopslessness, negative
statements, repetitive health care cormplaints,
repetitive non-health related complaints and had
sad/painediworried facial expresslons. Further
review revealed interventions to address the
kehavior disturbance included administering
medication as ordered. According to the May
2013 recapitulation of physician's orders showed
the physician ordered Xanax 0.25 milligrams to
be administered twice daily for nervoushess.
Review of the May and June 2013 behavior
monitoring form showed staff ware monitoring the
residant for verbal aggression, increased anxiety,
and side effects related to daily Xanax use. This
review also showed there were no behavioral
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F315 cont’d:
F 309 | Continued From page 13 F 309| after meals, PRN and with rounds”
7/18/13 at 9:10 AM verlfied there was no by CNA staff.

2. Resident #67 will be assisted
with personal hygiene relating to
urine and bowel incontinence per
care plan “every AM, every PM,
before and after meals, PRN and
with rounds” by CNA staff.

SDC  will educate CNA staff
concerning  personal  hygiene
relating to urine and Thowel
incontinence every AM and PM,
before and after meals, PRN and
with rounds.

A quality improvement monitoring
tool will be implemented by the
DNS to ensure PM and PM care
includes Residents receiving oral
care and face and hand washing
assistance. This monitor will be
completed monthly and reported
quarterly at the QAPI meeting.
Appropriate follow-up actions will
be initiated by the QAPI
committee.

All Residents will have assistance
with personal hygiene relating to
urine and/or bowel incontinence
per individual care plan “every
AM, PM, before and after meals,
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episodes in May and June 2013, The following
concems were Identified:

a. Review of the July 2013 nursing notes
showed the resident did not exhibit thess
behaviors until 7/13/13. Review of the
"Determining Causes of Disruptive Behavior"
form dated 7/13/13 revealed two CNAs
documented the resident's behavior that day,
CNA #3 documented the resident "Keeps cussing
at me", saying staff are "ignoring [him/her]" and
"avarything triggers this behavior”, CNA#10
documented the resident was "yslling and
screaming” and during the provision of care the
resident accused the CNAs of "being mean",
CNAs #3 and #10 were observed during the
provigion of care on 7/16/13 at 8:50 AM. CNA#8
was observed on 7/16/13 at 8:45 PM during the
provision of care. At the time of the observations
the resident's behavior was decumented by the
CNAs. During an interview with CNA#8 on
711613 at 7:35 PM, she stated the resident's
pehavior was warse than usual. Review of the
social service designee's documentation, dated
771313, revealed the resident's behavior was due
to not recelving the dally doses of Xanax from
7/9M13 1o 7113M13.

b. Review of the decumentation in the July
2013 nursing notes showed the resident did not
receive the Xanax because it was not available.
During an interview on 7/17/13 at 10:26 AM, RN
#1 stated the resident did not receive the Xanax
because staff had difficulty getting the physician
to respond to repeated requests to renew the
expired prescription. Intetview on 7/17/13 at4 PM
with the pharmacist revealed the staff did not
communicate this problem to the pharmacy
department until 7/13/13. At that time the
pharmacist stated when the nurses contacted the
pharmacist, the pharmacist was able to
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F315 cont’d:
F 309 | Continued From page 14 F308 PRN and with rounds” per

individual care plan.

F318 9.01.13
The facility will ensure restorative
services are provided as planned.
This will be accomplished by:

1. Resident #64 will have
restorative nursing three times per
week by the Restorative Aide
following the plan from the therapy
department.

2, The Restorative plan for
Resident #15 will be reviewed and
up-dated as required, by Physical
Therapy.

The restorative services for
Resident #15 will be provided per
the reviewed/up-dated plan by the
Restorative Aide.

If the Restorative Aide is assigned
other duties, a trained designee will
provide services during that time.

g
3. Resident #%4 will have
restorative services three times per
week by the Restorative Aide per
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E 300 . E 15 E F318 cont’d:
Continued From page 15 . 809 recommendations from the therapy
communicate to the physictan; and the department.

medication was reordered within hours, The
pharmacist alse stated if the nurse had contacted

the pharmacy sooner, the resident would not 4. Resident #57 will receive

have been without the medication for five days. restorative services the number of
Interview with the DON on 7/17/13 at 4:30 PM times recommended in  the
revealed she had no explanstion for why the restorative plan by the Restorative
nurses did not follow the appropriate procedures Aide.
for renewing prescriptions in a timely manner.

F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312 All Resid L .

- T RESIDENTS : csidents receiving Restorative

$s=0 | DEPENDEN IDEN ‘ services could be affected. The
Aresident who Is unable to carty out activities of DNS and/or designee will review
daily living receives the necessary services to the restorative services log weekly
maintain goc_)d nutrition, grooming, and personal to ensure scrvices are being
and oral hygiens. provided per restorative plan.

The SDC will educate the

This REQUIREMENT is not met as evidenced Restorative ~ Aide  relating  to
by: following the restorative plan and
Based on observation, staff interview, medical reporting any difficulties with
record review, and review of facility policies and providing restorative services to the
procedures, the facility failed to ensure staff DNS and/or designee
provided bedtime care for 3 of 13 sample gnee.
residents (#20, #684, #87) who were dependent o o
upen staff for activities of daly living. The findings A quality improvement monitoring
were: tool will be implemented by the
DNS to ensure restorative services
1. Review of the 3/22M13 quarter!y and the are being provided per the
6/15/13 annual MDS assessments for resident restorative plan. This monitor will

#54 showed the resident was totally dependent
upon staff for dressing and bathing, required
extensive assistance with personal hygiene, and

be completed monthly and reported
quarterly at the QAPI meeting,

was always incontinent of urine. In addition, Appropriate follow-up actions will
review of the 6/20/13 cars plan for this resident be initiated by the QAPI
showed staff should provide AM and PM care. committee.

Interview with CNA#9 on 7/16/13 at 7.12 PM
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confirmed the resident required asslstance with
all care, Observation on 7/16/13 at 8:08 PM,
showed CNA #9 assisted the resident to bed for
the night. Further observation showed the CNA
did net provide or offer assistance with evening
care including oral care and washing the
resident's face and hands.

2. Review of the medical record for resident #67
showed s/he had diagnoses including diabetes,
congestive heart faifure, schizophrenia,
hypertension, end history of CVA. Review of the
2/23/13 quarterly and 5/256/13 annual MDS
gssessments showad the resident was totally
dependent upon staff for bathing and dressing.
Review also showed the resident required
extensive assistance with parsonal hygiene and
was always Incontinent of urine and bowel. In
addition, review of the 4/2/13 care plan for this
resident showed staff should provide AM and PM
care. Interview with CNA#9 on 7/16/13 at 7112
PM verified the resident required total assistance
with activities of dally living. Observation on
7116413 at 8:50 PM showed CNASs #8 and #9
assisted the resident to bed for the night.
Continued observation showed CNA#8 left the
room and CNA#9 did not provide or offer
assistance with evening care including oral care
and washing the resident's face and hands.

3. According to the 8/26/13 quarterly MDS
assessment and cerrespending care plan,
resident #20 required assistance with oral
hygiene and personal care. Observation on
7/16/13 from 7:15 PM to at 7:30 PM revealed
CNA #8 did not provide oral hygiene befere or
after she used the machanical lIft to transfer the
resident to bed,

The facility will ensure proper hand
hygiene while preparing plates for
Residents. This will he
accomplished by:

a. The observed cook and dietary
aide will use proper hand washing
after going in and out of the walk-
in refrigerator and prior to donning
gloves relating to food handling.

b. The observed dietary aide will
remove soiled gloves, use proper
hand washing and put on new
gloves after touching the side door
to the walk-in refrigerator and prior
to bandling food and beverages.

c. The observed cook will remove
soiled gloves, use proper hand
washing and put on new gloves
after handling the main door of the
walk-in refrigerator and prior to
dish up Resident meals.

d. The observed cook and dietary
aide will be inserviced in proper
hand washing and proper glove use
while working in the dietary area of
the facility.

All dietary staff could be affected.
Dietary Manager will observe plate
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F 312 Continued From page 17

4. Review of the facilify's policy and procedure on
"> M. Care (Bedtime/HS Cars)" reviewad 5/28/09,
page 1, showed "Assist resident, as needed, to
wash face and hands. ...Asgist resident, as
needed, with oral hygiene..."

F 315} 483.25(d) NO CATHETER, PREVENT UTI,

§s=p ;| RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure thata
resident who enters the facllity without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
cathaterization was necessary; and a resident
who is Incontinent of bladdet recsives approptiate
treatment and services to pravent urinary tract
infections and to rastore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on observation, medical record review,
and staff interview, the facility failed to ensurs
appropriate care and services for incontinence
was provided for 2 (##64, #67) of 9 sample
residents with bladder and/or howel incontinence.
The findings were:

1. Review of the 3/22/13 quarterly and the
6/15/13 annual MDS assessments for resident
#8584 showed the resident was fotaily dependent
upon staff for tofleting, required extensive
assistance with personal hygiene, and was
always incontinent of urine, Interview with CNA#3
on 7/16/13 at 7:12 PM confirmed the resident was
always incontinent of urine and that s/he was a

F 312| preparation relating to proper hand
washing and proper glove use by
dietary staff. Any observed
improper hand

washing and glove use will be
immediately corrected.

F 315
Registered Dietician will educate
dietary staff in proper hand
washing and glove use while
preparing Residents’ plates.

A quality improvement monitoring
tool will be implemented by the
Dictary Manager to ensure proper
hand washing and proper glove use
while preparing Residents’ plates.
This monitor will be completed
monthly and reported quarterly to
the QAPI meeting. Appropriate
follow-up actions will be initiated
by the QATI committee.

F441 9.01.13

The facility will ensure staff will
follow acceptable hand hygiene
practices during meal service.

As the observed C NA staff was
unidentified, the SDC/Infection
Control Nurse will educate all staff
assisting in meal service relating to

FORM CMS-2667(02-99) Pravious Varsions Obsolete Event ID:N7KE11

Facillly 1D: WYD037 If contipuation sheet Page 18 of 26



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/01/2013

g FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0301
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUGTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETEII}\)
535031 B, WING 07/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1002 FOREST DRIVE
KINDRED NURSING ANR REHABILITATION - WIiND RIVER RIVERTON, WY 82501
X4 I SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (XS)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY}
F441 cont’d:
F 315 | Continued From page 18 F 315| infection confrol techniques while

check and change every 2 hours in addition to
shecking before and after meals and at bedtime.
Observation on 7/16/13 from 5:38 PM to 8:09 PM
showed tha resident was not checked or tolleted
after the evening meal or during rounds made at
6:45 PM. At 809 PM, observation showed CNA
#9 assisted the resident to bed and checked
his/her incontinence birlef which was wet with
urine, The time that elapsad between checks for
the resldent was 2 hours and 34 minutes. Review
of the 6/20/13 care plan showed the resident
should be toileted avery AM, evary PM, before
and after meals, PRN, and with rounds, CNA#9
sald the resident should be checkad and changed
every 2 hours.

2. Review of the medical record for resident #67
showed s/he had diagnoses including diabetes,
congestive heart failure, schizophrenia,
hypertension, and history of CVA. Review cf the
2/23/13 quarterly and 5/26/13 annual MDS
gssessments showed the resident was totally
dependent upon staff for tofleting, required
extensive assistance with personal hygiene, and
was always incontinent of urine and bowel.
Interview with CNA #9 on 71613 at 7:12 PM
verifled the rasident was always incontinent of
urine and further statad sfhe was a check and
change every 2 hours in addition to checking
before and after meals and at bedtime.
Observation on 7/16/13 from 5:358 PM to 8:50 FM
showed the resident wes not toileted, checked or
changed after the evening meal or during rounds
mace at 7:06 PM. At 8:50 PM, observation
showed CNAs #8 and #9 assisted the resident to
bed and checked histher incontinence brief which
was wet with urine. The time that elapsed
between checks for the resldent was 3 hours and
30 minutes. Review of the 4/2/13 care plan

serving Resident meals in the
dining room,

The SDC and/or designee will
observe meal service relating to
washing hands after touching face,
hair, teeth, wheelchairs, or other
objects. If any inappropriate hand
hygiene is observed, it will be
corrected immediately.

A quality improvement monitoring
tool will be implemented by the
SDC to ensure proper hand hygiene
is used in the dining room. ‘This
monitor will be completed monthly
and reported quarterly at the QAPIL
meeting.  Appropriate  follow-up
actions will be initiated by the
QAPI committee.
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showed the residont should be toileted evary AM,
every PM, before and efter meals, PRN, and with
rounds,

F 318 | 483.25(e}(2) INCREASE/PREVENT DECREASE F 318
s8=E | IN RANGE OF MOTION

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
with a limited range of motion recelves
appropriate treatment and services to increase
range of motion andicr to prevent further
dacrease in range of maotion.

This REQUIREMENT is not met as evidenced
by:
Basad on medical record review and staff and
resident interview, the facility failed to ensurg 3 of
11 sample residents (#15, #64, #67) and 1
non-sample resident (#57) who were prescribed
restorative services received the services as
planned. The findings were:

1. Review of the 3/22/13 quarterly and the
8/15/13 annual MDS assessment for resident #64
showed the resident had ROM impairment in one
upper extremity and In poth lower extremities.
Review of the 6/20/13 care plan showed the
resident should be in the resterafive nursing
program for passive ROM to the left upper
extremity 3 to 5 times per week. In additicn,
review of the restorative referral dated 1/29/12
showed the resident was post CVA (stroke) with
left sided hemiparesis, and had decreased
posture and positioning. Further review of this
document showed the resident required neck
exercises by utllizing a forehead strap for 1 to 2
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hours beginning in September 2013. Review
showed no frequency was indicated, however,
interview with the PT, OT, DON, and NHA on
7/17/13 at 3:30 PM revealed any type of
therapeufic exercises or program should be
provided a minimum of 3 times per week to have
an impact on the resident's condition. Review of
the restorative flow sheets from January 2013
through June 2013 showed the resident received
restorative exercizes an average of 2 times per
waek, During the weeks of 3/31/13 through
416113, 6/16/13 through 6/21/13, and 6/23/13
through 6729713 the resident was only provided
restorative axercises 1 ime per week.

2. Review of the 6/28/13 quarterly MDS
assessment showed resident #15 had ROM
functional limitations dus to left upper and lower
extremity impairment, According to the 8/28/13
care plan, the resident was to ambulate with a
guad cane and contact guard assistance with the
restorative GNA (RA). During an interview on
7/17/13 at 420 PM the resident stated the RA
was unable to provide weekly restorative
ambulation and range motion exercises due to
additional assigned duties. At that time the
resident further stated the restorative ambulation
made him/her feel like s/he was making progress
and the lack of restorative activities made him/her
"fael weak", Review of the restorative care flow
records showed restorafive ambulation was
provided for the resident three times each menth
in April, May and June 2013. This review also
showed restorative ambulation had not been
provided from 7/1/13 to 7/18/13, During periodic
observations of the resident from 7/15/13 to
7118/13, there were no observations of the
resident receiving restorative services. Review of
the most current restorative plan completed by
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the physical theraplst was dated 12/7/11 and at
that time the physical therapist determined the
rasident's restorative neaeds included restorative
ambulation and transfer exercige three to five
times weekly. During an interview on 7/17/13 at
1:50 PM the RA confirmed the lack of restorative
setvices and need for an updated restorative plan
for this resident.

3. Review of the 2/23/13 guarterly and the
5/25/13 annual MDS assessment for resident #67
showed the resident had ROM impairment on
both upper and lower extremities. Review of the
412113 care plan showed the resident should be In
the restorative nursing program for passive ROM
exercises. In addition, review of the July 2013
physician's recapitulatior of orders showed the
resident should be in the nursing restorative
program for active/passive ROM for therapeutic
exercises 3 to b times per week. Review of the
care progress notes dated 5/6/13 showed the
resident had been performing exercises on the
hand and leg bike but had to he discharged from
the program because of a fall. However, all
restorative exercises were discontinued, including
the active and passive ROM exercises, desplte
the fact the physician's orders for active and
passive ROM continued during Mey, June, and
July 2013. Review of ail resterative records
showed no evidence the resident was provided
active and passive ROM after 6/6/13. Interview
with the restorative CNA on 7/17/13 at 3 PM
verified the resident had not received any
restorative therapy of any kind since 5/6/13.

4. Review of the 3/¢/13 annual and 6/1/13
quarterly MDS assessments for resident #57
showed s/he had diagnoses inciuding multiple
sclerosis. Review also showed the residant had
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ROM impairment in both upper and lower
extremities. Review of the 7/16/13 care plan
showed the resident had impaired physical
meoblility and Interventicns Included restorative
hursing to include upper extremity and lower
extremity strengthening and active range of
motion 3 to 5 times per week, Review of the
restorative care flow records for June 2013 and
July 2013 showed the resident was provided
restorative therapy only 1 te 2 times per week,
Interview with the restorative CNAon 7/17/13 at 3
PM verified the resident had not received the
ordered number of restorative therapy sessions.
F 371 483.35()) FOOD PROCURE, F 371
gg=p | STORE/PREPARE/SERVE - SANITARY

The facility must -

{1) Procure food from sources approved or
considered satisfactory by Federai, State or focal
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT Is not met as evidenced
by:

Based oh ohservation, staff interview, and raview
of staff education, the facility failed fo ensure
proper hand hygiene while preparing plates for
residents in 1 of 3 dining rooms. The findings
were:

During ohservation of food preparation cn 7/17/13
from 11:40 AM to 12:10 PM proper hand hygiene
was noted to be problematic with 2 of 2 kitchen
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smployees working that shift.
The following concerns were noted:

a. At 12 PM both the cook and the dietary
alde were getting items ready for the meal
service. The staff had been in and out of the
walk-in refrigerator, the stors room, and dish
room, and without first washing their hands, both
staff members donned gloves and began to place
food on plates for the residents,

h. At 12:03 PM the dietary alde handled the
side door of the walk-in refrigerator to retrieve
items with her gloved hands. Without removing
the solled gloves the aide continued o handle
resident food and beverages,

¢. At 12:10 PM the cook was observed to
handle the main door of the walk-in refrigerator
with her gloved hands and then without changing
the soiled gloves, she continued to dish up
resident meals. During the 10 minute observation,
4 resident meals were dished up.

d. Interview and observation with the Certified
Dietary Manager on 7/17/13 at 12:10 PM verified
while she watched with the surveyor, thai the
cook did not use proper hand hyglene. She stated
touching handles and doors was considered a
reason to wash hands and change gloves, She
further stated she |ast educated the kitchen staff
of proper hand hygiene on 2/28/13. Review of
the attendance rosters from hand hygiene
education verified the date,

According to Food Code 2009, U.S. Public Health
Service, 2-301.14 When to Wash: FOOD
EMPLOYEES shall clean their hands and
exposad porticns of their arms ... " (E) After
handling sclled EQUIPMENT or UTENSILS ... (H}
Before donning gloves for working with FOOD;
and {l) After engaging in other activities that
contaminate the hands. "
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§5=F | SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable etwvironment and
to help prevent the development and transmission
of disease and infection.

{a) Infection Control Program

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

(1) Investigates, conitols, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record cf incidents and corrective
actions related fo infections.

{b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infaction, the facliity must
isclate the resident.

(2) The facility must prohibit employees with a
communicable digsease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease,

(3) The facility must require staff to wash their
hands after each direct rasident contact for which
hand washing Is indicated by accepted
professional practice.

{c) Linens

Parsonnel must handle, store, process and
transport linens so as to prevent the spread of
infaction.
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This REQUIREMENT Is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to ensure staff followed acceptable
hand hygiene practices during 1 of 2 meal
observations, The findings were.

During a meal observation In the main dining
room on 7/15/13 at 5:52 PM, an unidentified CNA
was seen to touch her halr then pick up a dinner
plate for a resident without cleansing or sanitizing
her hands. This same staff member then touched
her mouth with her left hand prior to delivering a
meal to a resident; again withaut cleansing or
sanitizing her hands, After delivering the dinner
meal to the resident the staff member again
touched her hair with her left hand then pickad up
a plate of cookies, fouching them with her fingers
on the left hand. After dellvering the cookies to a
resldent, the staff member re-positioned a
resident in a wheelchair and, again without
cleansing or sanitizing her hands, returned to
dellvering meals. At 5:57 PM the steff member
was observed to place the fingers on her left
hand into her teeth prior to picking up another
plate of cookies which she deliverad to a resident.
At 6 PM thls same staff member was observed to
again pull her left hand through her hair and then
returned to delivering dinner plates. At 8:03 PM
the staff member left the dining rcom te obtain
more cookies, No further observations were
made. Interview with the infection control
practitioner on 7/18/13 at 8:256 AM revealad staff
members should always cleanse or sanitize their
hands after touching any portion of their own
hody.
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