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In the case of a resident adjudged incompatent
-under the laws of a State by a court of competant
 jurigdiction, the rights of the resident are
j exercisad by the person appointed under State !
i law te act on the resident's behalf. .

fin the case of a resident who has not been judged’
lincompetent by the State court, any legal
" surragate designated in accordance with State

law may exarcise the resident's rights to the

extent provided by Stala law.

This REQUIREMENT & not met a5 evidanced
by:

Based on medical record review and staff
- intarview, the facility failed to ensure a
' legal-gurrogate was designated in accordance
- with State law for 1 of 15 sample residents (#11).
‘ Tha findings were:
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DEFICIENGY)
F 000 | INITIAL COMMENTS ; F 000
; | i Preparation and execution of this response
. The following common abbreviations are used | + and plan of cosrection does not Gonstitute
| throughout this document: ! . an admission or agreement by the provider
i 1 of the truth of the facts alleged or
! ADLs- Activitios of daily living . conelusions set forth i the statemment of
| CAA- Gare Area Asgessmeant . deficiencies. The plan of correction is ,
i CNA- Caertified Nurse Aide I prepared and/or executed solely because the
: DON- Director of Nuraing ; provisions of federal and state law requiye
MDOS-~ Minimum Data Set j : it. Fot the purpose of any allegation that
LPN- Licensed Practical Nurse : - the facility is not in substantial compliance
RN-  Registered Nurse with federal requirements of participation,
. o ‘ , this response and plan of comrection
. Lese commenly used abbreviations will be - constitutes the facility's allegation of
“annotated in each deficiancy. : . compliance in accordance with section
F 152 ; 483.10(3)(3)&(4) RIGHTS EXERCISED BY : F152° 7305 af the state Operations manuaz),
55=0 . REPRESENTATIVE

- The facility will ensure a legal-surrpgate js

E Corrective Action:
" The Advanced Directive for Resident #11
~ was signed by the resident on 08/]1/2014.

. Identification of other residents potentiatly
. affected: i
_ Records of Residents in the facility were
- reviewed on 08/26/14. Tssues identified
* will be corrected,

F152:

desighated ju accordance with State law,

9/7/14

System Changes:

Going forward the facility wilt have the
resident sigh all admission paperwork
including Advanced Directive if there is no

LABQRATORY DIRECTOR'S O

WR REPR TATIVE'S SIGNATURE

Any deficlancy sfatement ending With an asterisk (*) denotes a deficianay which the institation may ba excused from correcting providing it is datatmined tha

other safeguards provide sufficient protection la the patlents, (See Inslrustiona.) Except
foliowing the date of survay whether or not & plan of corraction is provided. For nursing

pregram paricipation.
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for nursing homes, the findings stated above are disgiosable 90 days
homés, the above findings and plans of ¢orraation are disclozable 14
days fallowing the date these documants are made available to the facility. If daficlencizs are cited, an approved plan of

comection i requisite to contingsd
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CROSS-REFERENCED TO THE ARPROPRIATE
DEFICIENCY)

1x5)
COMPLETION
DATE

F162 Continued From page 1

Review of the medical record for resident #11 ‘
showed the admission documents were signed by |
a "legal representative” andfor “responsible
party." In addition, the advance directive was
signed by the "surrogate." There was no (POA)
power of attorney included in the record. An
interview with the admissions coordinator on

. 7124114 at 11 AM revealed an Admission |

- Agresmant was signed naming & “fiduciary party” !

" on 3514, ta in-part, assume responsibility for

- payment of any fee and vosts the resident owed |

- the facility. Further review showed anly the ?

: fiduciary party and a facility representative signed

* the dacument. It was not signed by the resident
of notarized and did not indicate the relationship
of the: fiduciary party to the resident. Review of
Title 35-22-403 Article 4 of the Wyoming Health

* Care Decision Act showed; "(b) An adult or
vmancipated minor may execute a power of
attorney for health care, which may authorize the
agent to rake any hewith care declslon the
principal could have made while having capacity.
The power must be in writing and signed by the
principal or by another person in the principal's

. presence and at the principal's expressed

| direction,” Further, "None of the following shall be

i used as a witness for & power of attorney for

*health care; (i) The operator of a community

1 oare facilty or employee of the oparator or

 faility..." Review of Article 4, to include the list of

i definitions used in the Act, did not show the term

© | fiduciary used ar defined.

202 483,12(2)(3) DOCUMENTATION FOR

55=0! TRANSFER/DISCHARGE OF RES

- When the facility transfers or discharges a :
resident under any of the circumstances specified |
In paragraph (a)(2)(i} through (v) of this section, |

E 52: established Durable Power of Attorney or

F 202

Guardian. If patient has not been deemed
incompetent by physiciar, but facility feels -
that patient is not solely capable of signing, -
an immediate family member will witness, !
The Administrator will provide oversight to
this process.

. Monitoring:

" The Social Setvices Diroctor/Designee will

; audit all new admission records on the next

- business day after the resident has been

* admitied to determine accurate

+ identification of the responsible party and

- accurate completion specifically to the

- Advanced Dirsctive form. The Social

. Services Director will document the results

for theee months@nd will trend acouracy, 7€~ 447 {1 /
Findings will be reported to the Quality SV&S 7w 70/
: Assessment and Assurance Committes ""”"%’;’}?2‘;
o monthly. Negative trends will be action

+ planned for process improvement, =

Ez’r’bf(”ﬂ Zfa a £/ S c?l;’/'cj(‘C/ %o\fa(;,q /
rLOr S @ AT //%é’mfﬁuu‘//‘a Hoe O
re totectl g DPOF piw /f'c/:fww ¢
01’;’(’(' S (,{’m

F 202

The facility will ensure documentation is
completed in the medical record related to
fransfers.
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F 202 Continued From page 2
i the resident's clinical record must be

i by the rasident's physician when transfer or
| dischargs is necessary under paragraph fa)}2)i)
| ar paragraph (a)(2)(t) of this section: and a
 urider paragraph {a)(2)(iv) of this section,

H
'
1

! This REQUIREMENT is not met as evidenced
i by,

i Based on medical recard review and staif

s intarview, the facility failed lo ensure

| dacumentation was eompleted in the medical

; record related to & resident transfer for 1 of 2

; Closad records (#63) reviewed. The findings

| were:

| Review of the medical record for resident #63

i showed sihe had disgnoses to include.

: gastroenteritis and colltis (inflammiation of the

~colon). Review of the nurses notes dated 6/6/14,

| timed 3 AM showed the resident vomited

| "brawnish-yellow fiuid.® At 6:30 AM the

i documentation showed the resident complaingd

i of abdominal pain throughout the night. Hisier

| abdomen was "very distended, firm, tender..." At

1 8:45 AM, the note indicatad the residant was sent
" 1 to the emergency room in the facility van, The

| notes did not indicate the physician was notified

: of the resident's cendition at ahy time prior to the

1 ransfer. In addition, there was 1o docurmentation

1o show physicien orders for the teanafer were

: obiainad. An interview with the DON on 7/24/14

; at 10:33 AM confirmed thars was no additional

r documentation to include notification of the

' physician or written orders for the transfer.

' Further, she acknowledged the infarmation

- needed to be included In the medical racord.

| donumanted. The docutnentation must be made

| physician when transfar or discharge is necessary f

| R o0g- Cortective Action:

v
i

- Emergency Room MD and there was

Patient #63 ptimary physician was the

notification, but it was not documented in
: resident medical record, Licensed staff

verbal - 914

wullordesignes BaVe Been Te-instrocted to 7 Ko
ensure that nofification to the physician of

tesident #63 condition Prior 1o a trans

medical record.

affected;
_ All residents are found to be potential
¢ affected by this deficient practice,

System Changes:

| . The Director of Nursing and/or designee

; shall re in-setvice charge nurses on the
importance of documenting a physician’s
order for transfer to the emergency room

* and notification to the physician of a

- resident’s condition prior to the transfer out .
i ofthe facility. License Nurses shall be
responsible on each shift to ensure that

residents’ medical record Includes

 the resident’s condition prior to & trap
. out of the facility,

Monitoring:

and docurnenting the physician’s order for
the transfer is reflected in the resident’s

Identification of other residents potentially

documentation that an order was obtained
for a trapsfer to the emergency room and
. the residents’ physician has boen notified of .

The Director of Nursing and/or designee
will audit transfers out of the fucility the

fer,

ly

gfer

RORM CMS-2607(02-99) Previous Versions Qbsplale Event i0: WK4A1] Fagllity ID; WY0D08 If gontinualion sheet Page Jof16
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A t

F 202 Continued From page 2 i F 202 next business day to ensure that the
| the resident's clinical record must be ) - medical record reflects documentation the
| dosumented. The documentation must be made : ‘ phygl_c]an was ntotlgetirofafchanﬁe OI“tte
by the resident's physician when transfar or ' condition priot to the iranster and written | '
. ; L ) (Based on audis. Stz
| discharge is necessary urdsr paragraph {a)(2)(i) , orders for the transfer/Based on audits, © <7 '9’75, a}q? ’ f
| or paragraph (2)(2)ii) of this section; and a : : immediate oomrective actions shall be taken /(f

Phystclan when transfer or discharge is necessary, . if uecessary by the Director of Nursing

 under paragraph (a)(2)iv) of this section, and/or designee. Findings will be reported
; - to the Quality Assesstnent and Assurance
: i + Commjttee monthly, Negative trends will

| This REQUIREMENT is not met as evidenced | ~ be action planned for process improvement,
i by . The Director of Nursing is responsible o

| Based on medical record raview and staff ; . ensure compliance is achieved and

i interview, the facility failed to ensure : . sustamed

{ documantation was completed in the medical :
i racard related to a resident transfer for 1 of 2 i
elosed fecords (#63) reviewad, The findings

! wera

| Review of the medical record for resident #63
i showed s/he had diagnoses to include
 gastroenteritls and colitis (inflammation of the
: colon). Review of the nurses noles dated a/6/14,
| timed 3 AM showed the resident vomitad
[ “brownish-yellow fluid." At 6:30 AM the ;
. documentation showed the resident complained !
of abdominal pain throughout tha night. Histher
| abdamen was “very distended, firm, tender.,." At
§:45 AM, the note Indigated the resident was sent
to the amergency reom in the facility van, The
| notes did not indicate the physiclan was notified
- of the resident's condition at any time prior to the
i transfer. In addition, there was no documentation
i to show physician orders for the transfer were ‘;
- obtatnad. An interview with the DON on 7124114 |
cat 10:33 AM confirmed there was no additional ;
. documentation to include notification of the
* physician or written arders for the tranafer,
' Further, she acknowledged the information
- neadexd 10 be included in the medical record.
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55=F ASSESSMENTS

 The facility must conduct initially and periodically
. a comprehensive, accurate, slandardized

| reproduciile assessment of each residant's

! functional capacity.

i A facllity must make a comprehensive

- assessment of & resident's needs, using the

i resident assessment instrument (RA1) specified

' by the State, The assessment must include. at

| least the following:

! identification and demographic information:

i Gustornary routine;

i Cognitive patterns;

- Communication;

Fvigion;

» Mood and behavior patterns;

| Peyohosoclal well-being;

| Physical fungtioning and structural problems;

i Continence;

| Disease diagnosis and health conditions;

| Dental and nutritional status:

{ Bkin canditions;,

Aotivity purauit;

Medications;

| Special treatments and procedures;

Discharga potential;

Documentation of summary information regarding
the additional assessment performed on the care
areas triggered by the completion of the Minimum
Data Set (MDS); and

; Pocumentation of participation In assessment,

H
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F 272, 483.20(h)(1) COMPREHENSIVE F2tz F272

The facility will conduet initially and
. petlodically a comprehensive, accurate,
i standardized reproducible assessment of
+ each tesident’s functional capacity.
|
" Correstive Action:
: 1. The Cognitive loss/dementia,
ADL Funotion, Falls, and Pressure }
Uloers CAAs on the 04/25/2014  ~
Significant Change MIXS
assessment on resident #47 have
been modified to include/identify
causcs and contributing factors,
nature of issue/condition,
complications, risk factors, any
additional factors/issues specific to
the resident, and if referrals are
needed making it a full
comprehensive summary
reflecting the need for the care
planning decision,
The Cognitive loss, behavior
symptoms, activities, falls, and
pressure Uleers CAAS on the
03/31/2014 apnual MDS
assessment on resident #15 have
been modified to include/identify
causes and contributing factors,
nature of issue/condition,
complications, risk factots, any
additional factors/issues specific to
the resident, and if referrals are
needed making it a ful]
comprehensive summary.

9/7/14

o174

FORM CMS-2587(02-99) Pravious Versions Obsclete Gvent ID; WK4A14
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x40 | SUMMARY STATEMENT OF DEFICIENCIES oD PROVIDER'S PLAN OF CORRECTICN o
PREFIX * {EAGH DEFICIENGY MUST BE PRECEDED BY FULL " PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG i CROSS-REFERENGED TC THEE ARPROPRIATE DATE
' : DEFICIENCY)
F 272 | Cantinued From page 4 . Form: 3. The Delirium, Cognitive o174

| i loss/dementla, Mood, and

[ This REQUIREMENT is not met as svidanced ’ Nutritional Status CAAs on the

| by: { ! 08/01/2013 Significant Change

i Bazed on madical record reviaw and staff | ! MDS Assessmgnt on resident #50
| interview, the facllity failsd 4o ensure MDS ; ' have been modified to

| assessments were comprehensive in a variety of | include/identify causes and

| areas for 7 of 13 sample residents (#14, #15 | contributing fiscters, nature of

| #1177 #47. #50, #58, #57). The findings were: L issue/condition, complications,

i | _ rigk factors, any addjtional

i 1. Raview of the 4/25/14 significant change MDS ! factors/issues specific to the

; assessmant for resident #47 showsd several : | resident, and if refervals are

: areas wera triggered for additional assessments. ? tieeded making it a full

I Review of thesa fndividual CAAs showad they ‘ : comprehensive summary

| fatled to summarize the data that was collected to . ; reflecting the need for the care

| demonstrate the need for the care planning ! planning decision.

 declsion. These areas that triggsred and ha : : 4. The Cognitive Loss, Psychosooial

| non-eomprehensive CAAs were as follows; ‘
« Cognitive loss/dementia, ADL function, Falls, and

] Well-being, Urinary Incontinence, - 9714
! Pregsure Ulcers, !

Falls, and Dehydration CAAS on
! the 04/03/2014 Admission MDS
! Assessment on resident #1 1 have

2. Review of the madical record showed resident been modified 10 inchudefidentify

- #15 had diagnoses to include dementiz, BPH

bhanign prostatic hypertrophy) and pressure : causes and contributing factors,
f:lcers. F\Peview of ige 3/31?13{}annuapl MDS : : nature-of issue/condition,
assessient, section V, showed the following | complications, risk factors, any
areas triggerad; coghitive loss, behavioral ; ‘ additional factors/issues specific to
symptoms, activities, falls, and pressure ulcers. | the resident, and if referrals are
Review of the CAA summary raport did not : needed making it a ful)

include the causes or gentributing factors related | ; comprehensive summary.

o the identified problems. In addition, a i ! 3. The Delirium and Falis CAAs on
comprehensive analysls of findings was nat ! ; the 07/21/2013 Annual MDS 0/7/14
completed to include any risk factors associated | : Assessment on resident #57 have
with the care areas. | been modificd to includefidentify

! | causes and contributing factors,
3. Review of the 8/1/13 significant change MDS ! nature of issue/condition,

assessment for resident #50 showed several |
. areas wore triggered for additional assessmenta. !
: Review of these individual CAAs showed they |
failed to summarize the data that was collected to |

FORM CM8.2587(02-98) Previous Versions Obsolets Event ID; WK4A 11 Facility I; WwyDoog
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demonstrate the nead for the care planning
dedigion, These areas that triggered and had
non-gomprehensive CAAY ware as follows:
Delitium, Cegnitive loss/dernentia, Mgad, and
. Nutritional Status.

4. Review of the medical record snowed resident
#11 hadl diagnuses to include dementia and
hemiplegia (paralysis or one side of the body).
Review of the 4/3/14 admission MDS .
assassment, section V, showad the following care
areas were triggerad; Cognitive Loas,
Psychosoclal Well-being, Urinary Incontinance,

" Falls and Dehydration. Review of the CAA

- shmmary report did not include the causes o
contributing factors related to the identified
problems, In addition, 3 comprehansive analysis
of findings was not completed ta include any risk |
factors associated with the care areas.

5. Review of the 7/21113 annyal MDS
agsessment for resident #57 showed several

: greas were triggered for additional assessments.

| Review of these individual CAAs showed they
faled to summarize the data that was collected to
tdemonstrate the need for the care planning

" decision. These areas that triggered and had
non-comprehensiva CAAs were as follows:
Delirium and Falls,

- 8. Raview of the medical racord showad resident
#17 had diaghoses to include paraplagia,
neuregenic bladder and dementian, Review of the |
6/13/14 admission MDS assessment, section V,
showed the following areas triggered; Fails,
Pressura Ulears and ADL function. Review of the
CAA summary report did not include the causes
or contributing factors related to the identified

: problems. In addition, 8 comprehensive analysis i

STATEMENT Of DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA {¥2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN QR CORREGTION |DENTIFICATION NUMBER: A. BUILDING COMPLETED
C
535048 B. WING 07/24/2014
NAME OF PROVIDER OR SUPPLIER STREET ABDRESS, CITY, 8TATE, ZIP CODE
. 1901 HOWELL AVENUE
ND HEALTI RE AND REHAEILITATION CENTE
WORLA HCA HA R WORLAND, WY 82401
(Xdy i ! SUMMARY STATEMENT OF DEFICIENCIES 1o} PROVIDER'S PLANM OF CORRECTION (%35)
PREPIY, . (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE, COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™wWs ! CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ : ! OBPICIENGY)
T |
F 272 Gontinued From page 6 F 272! additional factors/issues specific to

i the resident, and if referrals are
| needed making it a fall
| comprehensive summary ,
; teflecting the need for the care i
] planning decision.
i The Fails, Pressure Ulcers, and
ADL Function CAAS on the
06/13/2014 Admission MDS
Assessment ot vesident #17 have
been modified to include/identify
causes and contributing factors, |
nature of issue/condition, i
complications, risk factors, any
additional factors/issues specific to
the resident, and if referrals are
neaded making it 2 full
vomprehensive sumimary.
The Cognitive Loss/dementia
CAA on the 04/25/2014 Apnual
MDS for resident #55 have been
madified to include/identify
causes and contributing factots,
nature of issue/condition,
compiications, risk factors, any
additional factors/issues specific to
the resident, and if referrals are
needed making it a full
comprehiensive summary
' reflecting the need for the care
planning decision.

Qr/id

9/7/14"

Identification:
All residents are found to be potentially
affected by the deficient practice.

FORM CMS-2567(02-90) Praviays Versions Obsolsta Event 10! WK4AT]
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. examples, the coordinator verified additicnal
education was needed on how to complete the
r Analygiy of findings.
F 274 . 483.20(b)(2)(ii) COMPREHENSIVE ASSESS
§%=0 | AFTER SIGNIFICANT CHANGE

A facility muyst conduct a comprehensive
| assessmant of a resident within 14 days after the .
: facility determings, or should have determined,
' that there has been a significant change in the
resident's physical or mental conditian, (Far
- purpose of this gection, a slgmfscant change
" means a major decline or impravemant in the
- resident's status that will not narmally rasolve |
itsslf without further intervention hy staff or by
r Irplementing standard disease-related clinival
{ interventions, that has an impact on mora than
| ane arga of the resident's health status, and
| requires interdisciplinary review or revision of the
| carg plan, or both.)
|

| This REQUIREMENT is not met as evidenced

P4 10 ' SUMMARY STATEMENT OF DEFICIENCIES s} PROMIDER'S PLAN OF CORRECTION (x5
PREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION §HOULD BE COMPLETION
TaG REGULATCRY OR LEC IBENTIFYING INFORMATION) TAG CROSS-REFEREBISE?:IEg g\tﬂ)& APPROPRIATE BATE
. .
[
F2i2, | Gontinued From page 6 i Foyp System Changes:
' of findings was not completed to include any risk On 08/12/2014 the MDS and Care Planning .
faotors assoclated with the care areas. ‘ tearf was in-serviced by facility’s
i - Corporate Regwpal MDS Coordinator on
[ 7. Raview of the 4/25/14 annugl MDS i ‘ the correct practices on how 1o complete
assessmant for resident #56 showed the area of | the analysis of the findings. Going forward
! Cognitive Loss/dementia was triggered for i all CAAs will be reviewed and corrected as
additional assessment. Review of the CAA | needed by responsible disciplines before
¢ shawad no surmmary of the data that was ' transmission. The MD8 Coordinator
! callected to demonstrate the need for the ¢cara i and/or designee will oversee this process.
! planning degision, ;
i i Monitoring;
8. Interview with the MDS assessment I The facility MDS Coordinator and/or _
ceordinator on 7/24/14 at 8 AM revealed she and ! designee will monjtor weekly for the first /
ather professionals were responaible to complete . three (3) months'then monthly therearter, /M a?s
- specific CAAR, After reviewing some of the above . Issues identified will be corrected af. that :;;”:' ;’w.

time. To ensure sustained compliance, the FPOS @sSes
Director of Nursing/Designee will review a
. minimum of 10% MDS assessments
F274  monthly. Negative trends will be action
* planned and prioritized for process
© improvement. The MDS Coordinator will
report findings monthly to the Quality
Assessment and Assurance Committee.

l

LSmrrr‘/f
Y7

FORM GME-2587(02-59) Previous Versions Dbsolete Evenl 10: WKAAT

Faciity [0 WY Q00D I conlinuation sheet Page 7 of 16




B9/65/2014 10@:48 13873472154

DEPARTMENT OQF HEALTH AND HUMAN SERVICES

WORLAND HEALTHCARE

PAGE 11/24

PRINTED: 08/28/2014
FORM APPROQVED

CENTERE FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENGIES (%1} PROVIDER/SUPPLIERICLIA {£2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NLIMBER! A BUILQING COMPLETED

c
535048 B, VNG Q7/24/2014
NAME OF PROVIDER DR BUPPLIER STREET ADURESS, CITY. STATE, ZIP GODE
1901 HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82401
ST . SUMMARY STATEMENT OF DEFICIENCIES D ! PROVIDER'S FLAN OF GORRECTION 148)
PREFIX | (EACH DEFICIENGY MUST BE PREGEDED aY £uLL PREFIX {EACH CORRECTIVE AGTION SHOULD EBE COMBLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ 'THE APPROPRIATE DaTE
DEFICIENCY)
i H
F 272 Continued From page & v F272
i of findings was not completed ta include any rigk ‘
: factors associated with the care areas. ; |
. | :
i 7. Review of the 4/26/14 annual MDS
| assessment for rasident #55 showed the area of |
| Cognitive Loss/dementia was triggerad for i
i additional assessment. Review of the CAA |
' shwed no summary of the data that was ;
| callected to demonstrate the need for the care |
- Planning decigion, 5
8. Interview with the MDS assessment |
cuordinator on 7/24/14 at 8 AM revealed she and j
ather professionals were responsible to complete
apecific CAAs. After reviewing some of the above ,
" examples, the coordinator verified additionsl
sducation was needed on how to complate the ;
 analysis of findings. 5
F 274 . 483.20(b)(2)(ii) COMPREHENSIVE ASSESS F274  py74: :
$8<D ' AFTER SIGNIFICANT CHANGE * The facility will conduct a cornprehensive
. . , assessment of a resident within (4 days
A facility must conduat a comprehensive ' after the facility determines that thers has
asgesament of & resident within 14 days after the been a significant change in the resident’
facility determines, or should have determined, ' hosi Ig | 4 5. . TESIdent's
that there has been a significant change in the - physical or mental condition.
. Tesident’s physical or mentat gondition, (For :
" purposa of this section, a significant change ; . .
maans a major decline or improvement in the | Corrective Action: .
- regident's status that will nat normally resolve ; OnJuly 25, 2014 a significant change in 5/7/14
tseif without further intervention by staff ory status assessment has been comnpleted on
( implementing standard disease-related clinical _ residont #47,
interventions, that has an impact on more than ‘
| one araa of the resident's health statys, and i Identification of other residents potentially
I requires interdisciplinary tsview or revision of the i affected:
s care plan, or both,) l All residents are found to be potentially
i  affected by the deficient practice. The Inter
* This REQUIREMENT s not met as evidenced

FORM (M3-25687(02-98) Preyious Varaions Obsclele Evant ID: WK4aA11

Faciliey 10 Wy (00d If continuation sheet Paga 7 of 46
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PREFIX ' {EACH DEFICIENCY MUST BE PRECEDED BY FULL | FREFIK (EACH GORREGTIVE ACTION SHOULD 8B | COMPLETION
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' | , DERCIENGY)
i
F 274 . Continued From page 7 F 274 E Disciplinary Team will review records of
by . residents residing at facility to determine if .
| Baged on medical record raview and staff  a significant change in the resident’s
' interview, the facility failed to complete & | physical or mental status has occutred. This !
| significant changa MDS assessment for 1 of 4 ' review will include the comparison ‘
. sample residents (#47) requiring this type of * between the most recent Minimum Data
» assessmant. The findings were: Sheet to the prior Minimutn Data Sheet. [f
) a significant change in status was
: determined a significant chunge in status
' Review of the medical record showed residant assessment will be completed.
“#47 was transferred to the hospital and was
 found to have & hip fracture, The resident had + System Changes:
sur jery to repair the hip and returnad fo the i The Inter Disciplinary Team will teview
fﬂnl |ty On 6!20"14 RQVEEW Qf the 4!25.’14 . the status Qf residents each quartcr.
: Elg[nf' ioant ghange MDS assassment showed the Additionally, Monday through Friday,
- resident was indepandent for ADLs with the bareing holidays and weekends, the IDT is
 exception of toileting/hygiene and bathing prior to * responsible to review residents with
 the mjuql(‘ Raview of the 7/1/14 - 7122114 re§dent | . changes of conditions, as reported by the
: personal care record documqntat:un‘showe t_he | ' Director of Nursing andfor designes in the
: resident now raquired extensive assistance with ' daily stand-up to determine if 1 Sienifi
' bed mobility, fransfers, Jocametion on and off the | Gary sencup 1o Ceterming ik a signiticant
_— ; AR : . change MIDS assessment may be required.
- unit, dressing, eating, toilsting, personal hygiens, : p N S
+and bathing. Interview with the MDS coordinater - i the team determines that a sigificant
 an 7/22/14 at 4:33 PM verified the resident had a | change has occuted the assessment will be
: dacling in ADL's and a signifioant change MDS , completed by the 14" calendar day
| #ssesment may be required based on the ‘ ' following the determination. The .
resident's significant change in functicnal status. j Interdisciplinary Team, which includes ;
F 279 | 483,20(d), 483,20(k)(1} DEVELOP E 279!‘ Social Services Dll‘ecf?l", Certified Difitfiljy
58=D | COMPREHENSIVE GARE PLANS i Manager, MDS Coordinator, and Activities .
i T Director has been re-in-serviced by the ‘
i A faclity must use the results of the assesament i Corporate Regional MDS Coordmatoron
i to develop, review and revise the resident's ; 08/12/14 with regards to this process. The .
comprehensive plan of care. ; Direotor of Nursing/Designee will oversee
i this process.
The faciilty must develop a comprehensive care |
plan for each reaident that includes measurable ‘
' ghjectives and timetables to mest @ resident's
i madical, nursing, and mental and psychosoclal
needs that are identified in the comprehensive

FORM GMS-2667(02-69) Previous Verslons Opsolete

Evant i0: WK4A11
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Xain SUMMARY STATEMENT OF DEFICIENCIES A | T PROVIDER'S PLAN OF CORRECTION (45}
PHEFIX | {EAGH DEFICIENCY MUST BE PRECEOED BY FULL | PREFI {EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG ¢ REGULATORY OR LS IBENTIFYING INFORMATION) ' TAG |  CROSS-REFERENCED TO THE APPROPRIATE DATE
! , ! DEFIGIENGY)
F 274 Continued From page 7 F 274 Monitoring: )
by: , The Director of Nursing, Materia[ Data_:
Based on medical record review and staff ‘ t Nurse and/or Designee will be responsible
" interview, the facility failed to complats = : i 1o review MDS assessments upon
significant change MDS assessmentfor 10f4 - - completion x 3 weeks, then random
sampla residants (#47) requiring this type of . selection of 3 charts monthly x 3, then i
- assessment, Tha findings were: , randowm selection of 3 charts quarterly to |
' deterinine if a sigoificant change MDS :
; * aggessment may be required based on the
Review of the mediocal record showed resident ! residents’ significant change in fuoctional
#47 wae fransferred to the hospital and was ; status Issues identified will be corrected at
- found to bave a hip fracture. The residenthad . that titne. Negative trends will be action
 surgery to repair the hip and returned to the pianned and prioritized for process
- facility on 6/20/14, Review of the 4/25/14 improvement.
- significant change MDS assessment showed the -
. residetr_wt wa?tin'?etrer}gen.l for ADdLli mt:;fh the t : ,2';;7,_-{,';756 gerr/l fae repes Feo J
exception of teiletingfhygiens and bathing prior to ] . . C pr T
the irﬁury. Review of thsr’a THM4 - ?I22l14grgsidem A0 A v 1 / 4&3&&5""” 7
. parsonal care record documentation showed the Qnel /LZ'JU#’»:)/'M’C Cosrrrrr 7P

resident now required extensive assistance with |
- bad maobility, transfers, locomotion on and off the |
. unit, dregsing, eating, toileting, personal hygiene, |
_&nd bathing. Interview with the MDS ¢oordinator
; on 7/22/14 at 4:33 PM verified the resident had & |
| declina in ADL's and a significant change MD3 |
| aseesment may be required based on the !
| restdent’s significant ehange in functional status. |
F 279 | 483,20(d), 483.20(k){1) DEVELOP . Fary F279
28=D 1 COMPREHENSIVE CARE PLANS i The facility wilt use the results of the
1 © assessment to develop, review, and revise
the resident’s comprehensive plan of care,

i A facility must use the results of the assessment
i {o davelop, review and revise the resident's
1 comprehensive plan of care.

Corrective Action .
Resident #11 — Care Plan was modified on

i The: facility rmuat develop a comprehensive carg » 07/25/2014 by the Director of Nursing 9/714
! plan for each resident that inchides measurable andfor Designee to ensyre that all the
" objectives and timetables to mee} & resident’s triggered areas (cognitive impairment ADL
+ medical, nursing, and mental and paychosoetal
needs that are identified in the comprehensive
FORM GME-2667 [02-59} Pravinus Verslons Dbsolste Event |D; WKAA14 Facihity (D: WY0008 if continuation sheet Page 8 of 16
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' under §483.10(b){(4),

This REQUIREMENT is not met as evidenced

by 4

. Based an medical recard review and staff !
imerviaw, the facifity falled to ensure a

- sarnprehenslve care plan was developed for 2 of

13 sample residents {#11, #15). The findings

| were,

i 1. Rawview of the CAA summary for the 4/3/14

| admission MDBS assessment for resident #11

: showed a care plan was to be developed for

i cagnitive impairment, ADL function, urinary

- incontinence, psychosocial weil-being, activities,
“falls, nutritional status, dehydration, physical

| restraints and pain. There wers no care plans

| developed for these areas until 6/24/14, 80 days
| after the completion of the admission

| assesament.

+ 2. Review of the 3/31/14 annual MDS

. assassment showed resident #16 had diagnoses
1 t2 include dementia. Section V of the assessment
i showed care plans were to be developad for the

i following arews; behaviors, cognition and

i nutrition. Review of the care plan for behaviors

" and cognition showed they were hot developed

; and/or Designee to ensure that all triggered
I arcas (behaviors, cognition, end nutrition)
were carried over from the initial care plan
* o the updated comprehensive care plan.

+ Identification

Residents residing in the facility are

potentially affected by this alleged

statement of deficient practice.

A review of current residents' care plans
_ will be completed by 09/07/14 by the IDT
- to ensure residents have a comprehensive
care plan developed specific which shall
inelude cognitive impairment, ADL
function, urinary incontinence,
psychosocjal well-being, activities, falls,
nutrjtional stats, dehydration, physical
restraints, pain, and behaviors, as
determuined by the CAA summary, section
Y.

| Systemic Changes

. Residents will be reviewed upon admission,

. quartierly, annually, and with significant
change of condition utilizing the

69/95/2814 1@:48 13873472154 WORLAND HEALTHCARE PAGE 1d/24
. PRINTED: 08/28/2014
DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
| sTatEMENT OF DEFICIENCIES X1} PROVIDER/SUPFLIERICLIA {X2) MULTIPLE CONSTRUGTION {3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
c
535048 B, WING 0712412014
NAME OF PROVIDER OR SUPPLIER STREET ADGRESS, CITY, STATE, ZIP CODE -
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way SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREGTION T
PREFIX = (EACH UBFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIE AGTION SHOULD BE | COMPLETN
TAG :  REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DERIHENGY)
F 278 . Continued Erom page 8 Fo7g function, urinary incontinence,
assesament psychosocial well-being, activities, falls,
" nutritional status, dehydration, physical
“The care plan must descrive the services that are rostraints, and pain) were catried over from
to be fumished to attain or maintain the resident's the fnitial care plan, dated 03/05/2014, to
highest practicable physical, mental, and the comprehensive care plan, dated
psychosocial weil-being as required under . 06/24/2014, accordingly with the initial
§483,28; aind any services that would otherwise . problem date.
ba requirsd under §453.25 but are not provided .
due to the resident's exercise of rights under _ Resident #15 — Care Plan was modifted on
§482.10, including the right to refuse treatment 07/25/2014 by the Director of Nursing 9/7/14

FORM GMS-2567{02-99) Previcus Versions Obsalete Bvent I; WKaA11
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89l |

: The resident has the right, unless adjudged

i incarnpetent or atherwise faund to be
incapacitated under the laws of the State, to
participate in planhing care and treatmeant or
changes in gare and treatment,

Acomprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdiscipiinary tear, that includes the attending -
* physician, a registered nurse with responsibility

for the resident, and other appropriate staff In ,
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the regident's farnily or the resident's
- lngal representative; and pariodically reviewed |
, and ravised by a team of qualified persons after
. gach assessment,

This REQUIREMENT is not met as evidenced |
. by A
. Based on observation, medical record review,
" and staff interview, the facility failed to ensure the -
" eare plan was revised to reflact the rasidents

{%d) I SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S FLAN OF GORREGTION ¥8)
PREFIX {EACH DEFICIENGY MUST GE FREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG ' CROSS-REFERENGED TO THE APPROPRIGTE DATE
: DEFICIENCY)
F 279 - Continued From page 8 Fo79 admission/MDS/RAY Care planning
until 5116/14, 46 days after ths assessment was process. Care plans will be developed to
completed. In addition, the care plan for nutrition mc!ude: sem'ces_pmwded t0 attain or |
- was not developed until 5/23/14, 53 days later. maintain their highest practicable physical,
. . tnental, and psychosocial well-being,
3, RDuring an intervew with the DON on 7/23/14 at : including ensuring a care plan is in place to
- 8116 AM, she acknowledgad the care plans address the resident’s cognitive
' should have been daveloped at the time tha 1mpa1r}nent, ADL function, urinary
- problem was identifled. incontinence, psychosocial well-being,
F 280 ' 483.20{d)(3), 483.10{k)(2) RIGHT TO F 280 activities, falls, nutritional status,
PARTICIPATE PLANNING CARE-REVISE GP ! dehydration, physical restraints, behaviors,

and pajn. The Director of Nursing and/or

i Designee will re-in-service the Inter
Disciplinary Team and Nursing staff on
care plan preparation. Nursing staff unable
to attend will be provided re-in-servicing ,
upon return te work and/or at a designated
time .

Monitoring

Ttidividual care plans to be reviewed and
revised, to include services provided based
. on individual need, upon admission and

! quarterly, annually and with change of

. eondition. Care plan documentation review
- will be completed quarterly. [ssues
identified through this review will be
discussed at the Quality Assessment and

: Assurance Committee meetings for the

. purpose of process improvetnent and to

' ensure the plan has been implemented,
sustaited and cvaluated for its
cifectiveness.

. The Director of Nursing 15 responsible to

i ensure compliance is achieved and
sustained.

FORM GMB-2587(02-09) Pravious Yerzions Obsolete Evenl 1D WK4AT
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PREGERED BY FilLL
REGULATORY OR LBC IDENTIFYING INFORMATIGN)

(A4} 10
PREFIX .
THG

D
PREFIX
TAG

PROVIDER'S PLAN OF GORREGTION
(EAGH GORRECTIVE AGTION SHOULD BE
CROSS-REFERENCED TO THE APFROPRIATE
DEFIGIENGY)

. K5
| COMPLETION
DATE

F 279 Continued From page D

until 116114, 46 days after the assessment was
completed. In addition, the care plan for nutrition
- was not developed until 5/23/14, 53 days later.

. 3. During an interview with the DON on 7/23/14 at
- 8:15 AM, she acknowledged the care plans
; should have been developed at the time the
- problem was idertified.
F 280 ; 483.20(d)(3), 483.10(K)(2) RIGHT T
85=0 : PARTICIFATE PLANNING CARE-REVISE CP

“The resident has the right, unless adjudgad

! Incompetent or otherwise found to be

, incapacitated under the laws of the State, to

 participate in planning care and treatment or
changas in care and treatment.

. A comprehensive care plan must be developed
wilhin 7 days after the campletion of the
cormprehensive assessment; prepared by an

" interdisciplinary team, that includes the attending -

 physician, a registered nurse with respensitility
far the resident, and other appropriate staff in

- disciplines ag determined by the resident's needs,

- and, to the extent practicable, the participation of

| the resident, the resident's family or the resident's

| legal representative; and periodically reviewed

| and revised by a team of qualified persons after

| each assrssment,

This REQUIREMENT s not met es evidenced

by:

Based on obgervation, medical record review,

and staff interview, the facillty failad to ensure the -
care plan was revised to raflect the resident's

F 279

F 280 F 280
. The facility will ensure that a
" comprehensive care plan is developed
within 7 days after the completion of the
comprehensive assessment,

Conrective Action

Resident #15 ~ Care Plan was updated to

reflect the use of the padded foot peddles
« (foot buddy) and that the right heel is a
scabbed pressure uleer (closed) and an
otdet was clarified to moisturize feet durin &
dressing change.

9714

. Resident #47 - Care Plan was updated to
" reflect the need for extenslve staff
. assistance with ADL’s.

/714

- Tdentification

- All residents are found to be potentially
affected by this deficient practice.
For identification purposes, a review of
ourrent residents' care plans will be
completed to pinpoint residents at the
facility potentially at risk for care plans
lacking specific details regarding ADL
funetion and adaptive equipment.

FORM CMS-2567(02.99) Previous Versions Obsolate Bvent (D WIK4A11
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5

F 280 | Continued From page 10

. currant status for 2 of 13 sampls residents (#18,
. #47) Tha findings ware:

+1, Observation on 7/22/14 at 10:10 AM showed
RN #1 change the wound dressing for resident
#18, The wounds were located on the left and

“right heels. Eucerine cream was applied to the
tntaot skin surrounding the wound. Further, the
resident's wheelchair had paddad foot peddles to |

: reduce further skin breakdown. Review of the

 care plan for pressure ulcers showed the resident
only had a wound on the lgft heel. Further, it did
not indicate the rasident was to use padded foot

“ peddies while in the whealohair. During an

.Interview with the DON on 7/24/14 at 815 AM,
she acknowledged the care plan needed to be
Upciate.

2, Review of the July 2014 "Raesident Monihly
- Personal Care Record" showad resident #47
, Tequired extonsive assistance with two person
support for all ADLs, Prior 1o & hip fracture and
return to the facility on €/20/14, the residant waz
coded on the 4/25/14 significant change MDS as .
independant in most ADLs, Review of the care
- plan for help with ADLs showed it was last L
reviewed and updated on 5/15/14. The increased
nead for extensive staff assistance with ADLs
was not reflected on the care plan. interview with
. the MDS coordinator on 7/24/14 at 8 AM verified |
. the care plan was in need of Lpdating. ‘
F 371 . 483.35()) FOOD PROGCURE,
B4sF . STORE/PREPARE/SERVE - SANITARY

The facility must -
- (1) Procure food from sources approved or
_zonsidered satisfactory by Fedsral, State or loesl
authorities: and

o
b
m
il
®

F 280 System Changes:
. Residents will be reviewed upon admission,
quarterly, annuaily, and with sigoificant
change of condition utilizing the
admission/MDS/RAL Care planning
process. Care plans will be developed 10
include services provided to attain or 1
maintain their highest practicable physical,
memntal, and psychosocial well-being,
ihcluding ensuring a care plan is in place 1o
address the resident’s adaptive equipment,
pressure ulcers, and ADL Function. The
Director of Nursing and/or Designee wil)
in-service the [nterdisciplinary Team and
Nursing staff on care plan preparation by
09/07/2014. IDT and/or Nursing staff
| unable to attend wiil be provided in-
. servicing upon return to work and/or at a
designated time,

Muonitoring:

The MDS Courdinator and/or designee
shall eonduet randotn review of 3 residents’
records, specific to care plans weekly x 3
weeks, than monthly x 3 than quarterly
until compliance achieved and sustained.
Based on the findings, immediate
comective action ghall be taken, if
necessary. Results of the random record
reviews shall be roported to the Divector of
Nursing for review and reporting to the
Quality Assessment and Assurance
Committee mestings for the purpose of
process improvement and fo ensure the plan
has been jmplemented, sustained and
cvaluated for its effectiveness,

E 371
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current status for 2 of 13 sample residents (#15,
#47} The findings were:

1. Observation on 7/22/14 at 16:10 AM showed
RN #1 change the wound dressing for resident
#15. The wounds were located on the left and

right heels. Eucerine cream was applied to the
intgct skin surrounding the wound. Further, the

reduce further skin breakdown. Review of the
tare plan for pressure Ulcers showed the resident
_only had a wound on the left hasl. Further, it did
not indicate the resident was to use padded foot
 peddias while in the wheelchair, During an
interview with the DON on 7/24/14 at 8115 AM,
she acknowledgad the ¢are plan needed to ba
. updated.

#. Review of the July 2014 "Resident Monthly
: Personal Care Record” showed resident #47
' required extensive assistance with two person
. support for ail ADLs. Prior to & hip fracture and
 return to the facility on 6/20/14, the resident was

rindependant in most ADLs. Review of the care

fplan for help with ADLs showed it was 1ast

' reviewed and updated on 5/15/14. The increased
naed for extensive staff assistance with ADLs

the MDS coordinator on 7/24/14 at 8 AM verified
* the care plan was in need of updating.
F 371 " 483.35(i) FOOD PROGURE,
58sF STORE/PREFARE/SERVE - SANITARY

" The facility must -

{1} Procurs food from sources approved or
“considerad satisfactory by Federal, State or tocal
- authorities; and

resident's wheelchalr had padeded foot peddles to. |

coded on the 4/25/14 significant change MDS as

i was not reflected on the care plan, Interview with

E 2ap. The Director of Nursing is responsible to
. ensure compliance is achieved and
 sustained.

Fan

F 371
The faeility will procine food from sources
approved or considered satisfactory by
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(X4 1D BUMMARY STATEMENT OF DEFICIENCIES i ID PROVIDER'S PLAN OF CORRECTION en
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1 ! DEFICIENCY)
F 371 Continued From page 11 F a7 Fedcml State, or Igea) authorities and store,
. (2) Store, prepara, disiribute and serve food  prepare, distibute, and serve food under
 undar sanitary conditions sanitary conditions.

Corrective Action: -
1. a) The juice machine was cleaned
thoroughly on Q7/25/14. The 9/7/14
machine has been placed on

. This REQUIREMENT s not met as evidenced ; cleaning list to be clezned at

by: ) the end of each AM Dietary

: Based on observation, staff interview and raview - Aide shift and PM Digtary

! of the cleaning schedule, the facility failed to ' : Aide shift,

ensure a sanitary environment in 2 of 2 areas (the l i b) The hood vents above the

kitchen, and the break reom) where food and : ' range were cleaned 9/7/14
! food equipment was stored, The findings ware: - thoroughly on 07/25/14. This |

F : task wilt be done each week
| 1. Observation on 7/21/14 at 4:25 PM showed the f by the dietaty aide that is

juice dispenser lozated on the counter near the i

i tting frei ;
| service window in the kitchen had dripping juine responsible for putting freight

away. .
" on the nozeles and in the drip tray. in addition, the : ;
: drain from the drip tray was a plastic tube that ©) gg‘;;:sﬂ ;l: ':én:eofe?:;;?dgiu i 917/14

drained into an open movable bucket on the floor,

. The bucket contained & to 8 inches of juics that n-direct waste pipe by

had drained and appeared to be bubbled on the certified licensed plumber.
surface and had a foul odor. Additionally, the . _
: hood vents located abave the range had buildup 2. a) The ice machine in Employee
of grease and dust. Observation on 7/23/14 at Break room was cleaned 9/7/14
1:90 PN showed the vents remained unclean, thoroughly on (07/23/14 by
: ‘ . Certified Distary Manager.
+ 2. Observation on 7/23/14 at 1:30 PM showed the | . The Dietary Aide that is
_ice machine located in the employes break room - responsible for putting freight -
“had a broken cracked plastic part inside whers | away wiil be responsible for
 the iid came down. The broken area createda cleaning ice machine weekly.
. condition which was unable to be ¢lsaned. In ‘ b) The facility’s Refrigerator
; adklition, the white interior part of the machine , Repair Company has been 97/ 14
; Whare the ice fell behind info the bin was noted to , contacted and they have
I have areas of a blackish substance. : ordered a pew frame for

i
3. Interview with the dietary manager on 7/23/14
, @ 1:30 FM verified the juice machine was to be

FORM CME-266702-99) Pravious Vereions Qbsolele Event I10; WHK4A Fagilily I wyooos If continuation sheet Page 12 of 16
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: DEFICIENGY) '
F 371 Continued From page 12 F a7’ around the door of the ice
cleaned at the end of sach shift. The bucket machine — it will be replaced
containing the overflow was to ba emptied with when parts ordered obtained.
“the cleanings, and this was the usual methed for V. . :
callecting the liquid, During the interview, the 3. @) The juice machine was cleaned
' dietary manager referred to the kitchen cleaning thoroughly on 07/25/14. The 977714
list to sew when the hood vents were [ast oleaned. | machine has been placed o
' Review of this list showed they were cleaned that cleaning list to be cleaned at
day 7/23/14; however, upon inspection the dietary | the end of each AM Dietary
- Manager confirmed a more detailed cleaning was | Aide shift and PM Dietary
needed, She also verified the ice maching was in | Aide shift.
. need of claaning and the broken part needed to f by The hood venits above the
- be replaced. : range were cleaned 97114
' | thoroughly on 07/25/14. This
. Actording to Food Code 2013, 1).8. Public Health ! task will be done each week
' Bervice: 4-601.11 (A Equipment food-contact by the dietary aide that is
i surfaces and ukensils shall be clean to sight and tesponsible for putting freight
i toueh, () Nonfuod-contact surfaces of away,
| equipment shall be kept free of an acetirmulation The drain I
! of dust, dirt, food residue, and other debris,” © dispm’,ml g;g:::;:ﬁo 9/7/14
i . . in-dlirect waste pipe by
: ggmg:\g_goz%ozc!l Code 2013, LL.5. Pubfic Health | certified licensed plumber.
" (B) VENDING MACHINES that dispense liquid |
FOQD in bulk shall be: (1) Provided with an I - . '
intarnally mounted waste receptacle for tha Identification of other residents potentially .
» collection of drip, spillage, averflow, or other affected: )
"internal wastes; and {2} Equipped with an All residents are t‘oun'd to be potentially
_automatic shutoff device that will place the affected by this deficient practice.
machine out of operation before the waste
 raceptacle overflows. System Changes:
“(C) Shutoff devices specified under The Dietician and Certified Dietary
- Subparagraph (8)(2) of this section shall prevent manager will in-service ail dietary staff on
-water or liquid FOOD from caontinuously running if | + August 20, 2014 to review new weekly apd
_there is a failure of a flow controi device in the | daily cleaning lists and the expectations for -
" water or liquid FOOD system or waste i . these and all cleatiing jobs in the Dietary
. accumutation that could lead to overflow of the Depattment.
s waste receptacie,” | j
F 441 483,65 INFECTION CONTROL, PREVENT i 441
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F ari ' Continued From page 19

cleaned at the end of each shift. The bucket
containing the overfiow was to ba amptied with
" the cleanings, and this was the vsual method for
collecting the liguid. During the interviaw, the
dietary manager referred to the kitchan eleaning
list to see when the hocd vents ware last cleaned. |
* Review of this ligt showed they were claaned that !
day 7/23/14; however, upon Inspection the dietary |
- manager confirmed a more detailed cleaning was |
_naeded, She also verifiad the ice machine was in
- need of cleaning and the broken part needed to
be replaced.

According to Food Coda 2013, U.8, Public Health |
- Sewvice: 4-601.11 "(A) Equipmant food-contant
_surfaces and utensils shall be dlean to sight and
1 toueh,, (C) Nonfood-contact surfaces of
| equiprnant shall be kept free of an accumulation

of dust, dirt, food residue, and nther debyis.”

i According to Food Code 2013, U.S. Public Health

: Service: 4-204,121

"-..(B) VENDING MACHINES that dispense liquid

| FOOD in bulk shall be: (1) Provided with an

! internally mounted waste receptacle for the
collaction of drip, spillage, overflow, or other
internal wastes; and (2) Equipped with an
automatic shulofl device that will place the
machine out of operation before the waste
receptacie overflows,

{C) Shutoif devices specified under :

- Subparagraph {B)(2) of this section shall pravent .

: water or liquid FOOD from continuougly running i |

: thare is a failure of a flow cantrol device in the

“water of fiquid FOOD system or waste
accumulation that could 1ead to overflow of the

- waste receptasie.”

F 441. 483.85 INFECTION CONTROL, PREVENT

F 371 Monitoring;

The Certified Dietary Manager and/or
designee will monitor weekly for the first
three (3) months and then monthly ongoing ;
if setisfactory. Findings will be reported to |
the Qualjty Assessment and Assurance
Committee monthly, Negative trends will

be action planned for process improvement.

- Fadl

* The facility will establish and raintain and

F 441
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The facllity must establish an !nfection Contro|
; Pragram under which it -
i (1) Investigates, controis, and prevents infections
in the faciflty;
(2) Decides what procedures, such as isolation,
i should be applied to an individual restdent: and
; (3) Maintains a record of incidents and corractive
. actions related o infections. '

{k) Preventing Spread of Infection
(1) Whaen the Infection Control Program
, determines that a resident needs isolation to
pre'.rent the spread of infaction, the facility must
* laclate the resident,
1 (2) The faellity must prohibit employees with a
' gommunicable disease or infected skin lesions
Hfrom direct contact with residents or their food, if
tdirect contact will transmit the disease.
,{3) The facility must require staff to wash their
| hands after each direct resident contact for which
. hand washing is indicated by accepted
1 professional practice,

: {g) Linens

- Personnel must handle, store, process and
transpon linens 3o gs to prevent the spread of
infegtion,

{X4) b SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S BLAN OF QORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL * PREFIX | (EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TA@ ;  CROBS-REFERENCED TO THE APPROPRIATE DATE
i : DEPICIENGY)
3 : :
F 441, Continued From page 13 F 4411 Infection Control Program designed to
$S=D . SPREAD. LINENS © provide a sufe, sanitaty, and comfortable
i ' environment and to help prevent the
- The facllity rmust establish snd maintain an development and transmission of disease
tnfection Contral Pragram designed to provide & and infection.
safe, sanitary and comfortable environment and ‘ . )
to help prevent the developrent and transmission - Corrective Action:
of disease and infaction, . . On 07/28/14 the Director of Nursing re-
; - insetviced RN, CNA #1, and CNA #2 on
“{a) Infection Control Program J the facility’s Infection Control practices to 9/7/14

ensure proper hand washing,

identification:

[dentification of other residents potentially
affected:

All vesidents are found to be potentially
aftected by this deficient practice.

Rounds were made in the facility on Augnst
8, 2014 by the Director of Nutsing and/or
Designee to identify any infection control
issues. Issnes identified were comected at
that time,

. Systemic Changes:

The Director of Nursing and/or Designee

will in-service the RN’s, LPN’s, and

C.N.A's on or before date of compliance

the facility's Infection Control practices as

. they pertain to ensuring proper hand
washing and ensuring there is no
Food/fluids stored on the medication carts.
Mursing staff unable to attend will be

. provided re-education upon return to work
by the Director of Nursing and/er a

» qualified designee.
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)l | SUMMARY STATEMENT OF DEFIGIENCIES Coom PROVIDER'S FLAN GF CORRECTION

PREFIX - (EACH DEFICIENCY MUST BF PRECEDED BY FULL, I PREFIX ’ {BACH CORRECTIVE AGTION SHOULD BE “M‘i’ng'DN
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E 441" i 1 Monitoring:
Continued Frorn page 14 S The Director of Nursing and/or Designes
This REQUIREMENT Is not met as evidenced . will complete visual rounds of care delivery |
by: _ three (3) times weekly for one (1) month,
| Based on observation, staff interview and review | then weekly for one (1) month, then
| of education check lists, the facllity falled to ‘ monthly and prn thereafter to ensure staff
 snsure Infection control practice were followed | are washing hands per policy, Issues
; ¢uring 2 random observations. The findings ware: i * jdentified will be tracked and corrected at

that tfime, trends as well as infection control
reports will be presented in the Quality
Assessment and Assurapes mesting by the
Divector of Nutsing and/er Designee to
ensure plan has been implemented,
sustained, and evaluated for its

1. Ohservation on 7/22/14 at 10:10 AM showed

* RN &1 provide wound care for resident #15. The

RN remaved the dressing from the resident's lef}
heel. She removed the old dressing with gloved

. hands then remove the gloves and danned g

second pair without first washing her hands. The | " effectiveness.
RN then proceeded to apply the clean dressing. - The Director of Nursing shall be

. . responsible to ensure compliance achieved
2. Obﬁewatll‘)n on 7!22!14 at 5:40 AM ShOWE!d ) and sustained_

" resicent #55 was asslated with tollating and

_transferred to bed by CNA#1 and CNA#2. The

: GNAS used a sit-to-stand mechanical lift to j

. fransfer the resldent from the wheelchair to a 1

* slanding position. While up in the fift the CNAs |

- changed the resident's soiled brief, both aldes

i wore dispesable gloves. ARter changing the brief,

i the aldes removed the soiled gloves and

| proseaded to provide care for the resident without
any hand hygiens, Tha ¢eare inciided CNA#2

“ arranging the resident's blankets and putting the
oxygen cannula on the resident's face, Interview
with CNA#Z on 7/23/14 at 9:50 AM verified they
were taught to wash their hands after removing
the soiled gloves.

During an nterview with the infection control
nurse on 7/23/14 at 1 PM, she confrmed hands
needed to be cleansed after gloves are remaoved.

. ‘ . . |
Review of the undated skills check list for i
| perineum care showed gloves are to be removed :
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1

F 441 Contirued From page 15 . Faaii
\ . 1
Land hands washed "befors adjusting clean a !
| clothing an/or personal items 1.8, oxygen
| tubing/cannulas.”
|
!
!
i
| :
f i
i i
i i
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|
|
i
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