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INITIAL COMMENTS

The followlng common abbreviations are used
throughout this document;

ADON - Aagistant Director of
Nursing
CAA
CNA«
DON. -
DY -
LPN -
MAR -
MDS -
PRN -
RN -

cale aréa assessment
Cartified Nurss Aide
DPlrector of Mursing
Interdisciplinary Team
Licensed Practical Nurse
Medication Administration Resord
Minicnum Data Set
Pro re Nata (as needed)
Registered Nurse

Less commonly used abbreviations will be
annotated in each deficiency,

483.16(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

The facility must promote care for residents In a
manner and in an snvironment that maintains or
anhances each resident’s dignily and respectin
full racognition of his or her individuality,

This REQUIREMENT s not met as evidensced
by:
Based on observation, resldent interview and

medical record review, the facllity failed to ensure

11 of 10 sample resldents (#6) recelved care and
1 services in a dignified manner. The findings were;

Review of the medfcal racord showed rasident #5
was adimiiled to the fasility on 3/26/14, blind, alart
and oriented, and capable df independent

F 000

F 241

F 241 Dignity

Preparation and/or execution of this plan
of correction does not constitute
admission or agreement by the provider of
the truth of the facts alleged or
conclusions set forth in the statement of
deficiencies. The plan of correction is
prepared and/or executed solely becavse it
is required by the provisions of federal
"and state law.

It is the practice of the facility to promote
i care for residents tn a manner and ina
manner and in an etvironment that
maintains or enhances each resident’s
dignity and respect in full recognition of

ambulation with a cane. Review of the 4/2/14 . LS
his or her individuality, | Gl2Ehd
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Corrective Action

F 241 Continued From page 1 F 241 . .
- admission MDS and CAA showed sthe requirad | No immediate corrective action could be
“supervision with most activitles of dally living due taken. Resident #5 was discharged on
« to blindness, and that being blind was frustrating 05/21/2014
i to the residant, Review of the care pian, dated
| 3/26/14, showed blindness was identified ps a Ydentification of Others

problem, but specific approashes regarding the
resident’s dignity as it related to histher blindness

were not addressed. During an Interview on An observation audit of dining room will

5/16/14 at 10:45 AM, the resident stated It was be completed by 6/16/2014 by

difficult for him/her to depart from the dining room DON/Designe to identify any additional
after meals because the hallway outside the residents who are not receiving timely
dining room was congested with rasidents In assistance to and from dining room and
wheelchairs, The resident sfated sometimes i are not being served meals timely with
cther residents became upset when s/ihe tablemates. Corrective action will be

unknowlngly touched them whiie attempting to

jeave the dining room. taken as needed for any identified

concerns,

Observation on 8/15/14 at 11:28 AM revealed - . .
resident #5 sat at the dining room table with three Systemic Changes:
other residents waiting te be served lunch, .
Contlnued observation revealed 2 of the 3 Staff will be educated by Staff |
residents finished eating by 12:20 PM and Development Coordinator or designee by *
departad, At 12:30 PM while resident #5 was stil 6/12/2014 on mainiaining dignity by
maii‘ifa}gl to be served all ¢f the other residents in providing a safe environment for

@ dining room were eating, At tha time rasident walking/ambulating residents to and from

the resident expressed hisfher frustration at
walting so long to be served and made the
declslon to lsave the dining room without eating.

dining room. Staff will be educated on
maintaining dignity by monitoring dining

The charge nurse intervaned, encouraged the | room that all residents fo receive their
resident to remaln, and the resident received meals timely upon arrival fo dining room
lunch, : and tablemates are served at same time, ulas i
F 323 483,25(h) FREE OF ACCIDENT ) F 323
54=8 | HAZARDS/SUPERVISION/DEVICES : Monitoring:

The faclily must ensure that the resident :

environment remains as free of accident hazards | Random audits will be conducted by

as Is possible; and each resident receives t DON/designee for clutter free hall/path

adequate suparvislon and assistance devicss o l into and out of dining room and timely
i assistance to and from dining roomand
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timely serving of meals with tablemates
. ired served together 3 times a week x 4 weeks,

Arne ogu e then 2 times a week x 4 weeks, then 1

F 24 F 241
8 of daily llving dus
Sld was frustrating
pére plan, dated
5% wag identified as a The DON/Designee will track and trend

| problem, but spiseific spproaches regarding the the results of the dignity audits and report
;?::ganigtsaggggsed Dufmedaflgizm?;m? I:;:wdness findings to the QAPT commitise. The
E/16114 at 10:45.AM, {he residant steted f was QAPI committee will evaluate

diffloul for himihertg depart fromthe-dining room cffectivencss of the plan based on trends
after meals because the hallway outside the identified and implement additional
dining rovm was, congestad with, restdents in interventions as needed to ensure
wheelchalrs. The resident staied scmetimes compliance monthly for three months and
other residents became upset when s/he then reassess the need for continued
unknowing[y louched themn while-attempting to monitoring based on compliance,

|zave tha dining rpom,

i SupETyision
o bhndness.

to the residsn
3126114, showe

time per week x 4 weeks.

Observatlon on 5454 gt 11;28 AM revealed
resident #5 sat at the dining room table with three
other residents waitihg to be sarved lunch,
Continued ohservation revealed 2 of the 3
residents finished eating by 12:20 PM and
depariad. At 12:30 PM whila resident #5 was stil
waiting to be served all of the-other rasldents in
the dining room were eating. Atthat time resident
the resident expressad his/hier fristration at
walting o long to be served and made the
declsfon to lsave the dinifg retm withaut eating.
The charge nurse intervenied, éncouraged the
resident to. remain, and the resident received
lungh, :

F 3231 483.25(h) FREE QF ACCIDENT ‘ F 323
$5= | HAZARDBISUPERVISION/DEVIGES

The facllity must ensure that the resldent
environment remains as frae of aceldent hazards |
asis-possible; and sach resident recelves |
adequate supervision and assistance devices to |
i
1
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This REQUIREMENT s not met as evidenced
by:

Based on observation, medical record review,

| and staff interview, the facility falled to formulate
or implement care-planned Interventions to
prevent falls or injuries for 6 of 11 sample
residents (10, #36, #77, #84, #03, #108) at risk
for falls or injurias, The findings were:

1. Review of the 2/3/14 quarterly MEXS i
assessment showed resident #84 was wheelchair
depandent, had cognitive Impalmment, and urinary
incantinence, and required extensive assistance
with follating and transfers. Review of the 2/14/14
care plan showad Intarventions for fall prevention
Included: remind resident fo use call Hight, attach
a chair alarm when up, provide schedulad
tolleting assistance, and ebserve for potential
patterns of falls to identify possible causes,
Further review reveated the resident did not
consistently use the call light to call for asslstance
and fraquantly removed the chair alarm. Review
of the medical record showed the regident fell on
1118114, 2/6114, A/8/14, and 4/18/14. Reviaw of
the interdisciplinary post fall reviews showed 3 of
tha 4 non-injury falls cccurred when the resident
aftempted to go to the bathroom without staff

- assistance. The following concerns were

: jdentified:

a. Obrservation on 8/15/14 at 11 AM revealed
“the resident was in the bathroom catling out for

! assistance hocause-s/he had gotten out of the-

- wheelchair, and was positioned betwoen the
twheelchalr and bathroom commode, Continued

{X4) 1D SUMMARY STATEMENT.OF DEFICIENGIES i PROVIDER'S PLAN OF CORREGTION e
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRISTE DATE
DEFIGIENGY)
F 323 Accidents
F 323 | Confinued From page 2 F 323
prevent accidents, Preparation and/or execution of this plan

of correction does not constitute
admission or agreement by the provider of
the truth of the facts alleged or
conclusions set forth in the statement of
deficiencies. The pian of correction is
prepared and/or executed solely because it
is requived by the provisions of federal
and state law. 7
It is the practice of the facility to establish
an infection control program designed to
provide safe, sanitary, and comfortable
environment and to help prevent the
development and transmission of disease
and infection.

Corrective Action

Resident #84- staff were immediately
educated that mechanical lift not to be
stored in resident's bathroom. Staff were
educated that TAB's monitor to be
attached to shirt instead of sweater. RCS's
educated on timeliness and preparation to
assist/toilet residents. Resident #93
pressure mat was reinstated o the bed and
call light placed within reach on
5/16/2014, staff edycated. Resident #77
Call light was placed within reach and

| staff educated on 5/16/2014. Resident #36
| Call light was placed within reach and
staff educated on 5/16/2014, Resident
#10 pressure alarm mat reinstated to

FORM CMS-2607(02-09) Pravinus Yerslons Obsolele
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and the mechanioal fift to keep from falling. At the
! request of the surveyor, the staff intervened to
i prevent the resident from falling, and CNA#2

. provided the toileting assistance the resldent

: needed. During an interview on 5/16/15 at 1106

| AM, the CNA stated the chalr atarm had not
i actwated because the alarnm had bean attachad

‘1o a sweater the resldent removed before going

i Inta the bathroom. The CNA further stated the
 resident was confused and the mechanical lift
; should not have been in the bathroom.
: b. Cbservation on §/15/14 at 6:05 PM
s revealed the resldent sat In the wheelchalr in

! histher room. At that fime the resident stated the

| CNA had gone to find a second CNA to.assist

 with getting the resident to the bathroom. The

! restdent also stated sihe was having a difficult
+fime "holding i",.. “it already started coming”.. and

¢ sihe wanted to go to the bathroom without walting
«for the CNA, Continued observation revealed
I GNA#3 brought a mechanical §ift siing inle the
room and then departed after lelling the resident
to walt until & second CNA could be found, At
8:20 PM, CNA#3 and CNA #2 assisted the
residant to the bathrocom and noted the smali
amount of urine on the disposable brief. (Fifteen
minutes after the resident requested assistance.)

¢. On 8/16/14 at 2:38 PM interview with the |

ADON, unit manager and DON revealed the 10T
had not determined whether the current
approaches were consistently implemented, nor
had they re-evaluated them for effectiveness,

2. Review of the 3/3/14 quartery MDS
assessment showed resident #93 had dlagnoses
fhat included heart failure, diabetes mellitus,
non-Alzhaimar's dementia, chronic obstructive

(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION (X3
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL RREFIX {(EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR L$G IDENTIFYING INFORMATION) TAG CROSSMEFERENGED TO THE ARPROPRIATE DATE
DEFIGIENCY)
action could be taken as resident expned
F 323 | Continued From page 3 F323|5/3/2014.
observation revealed the resldent was unable to
complete the transfer and graspad the safety bar Identification of Others

All residents at risk for falls will be
reviewed for proper interventions by
Director of Nursing/Designee by
06/17/2014. Residents at risk of skin
tears will be reviewed for need of skin
| protectors by Director of

' Nursing/Designee by06/17/2014

Systemic Changes

The Staff Development Coordinator will
educate staff on 6/12/2014 on fall
prevention, fall precautions, interventions,
placement of TAB's monitor clips, call

- light placement and not storing

i mechanical lifts in ocoupied resident

‘ tooms or bathrooms,

. The interdisciphinary team will be

- educated by 06/12/2014 by Director of

- Nursing/Designee on post-accident
investigation and review process
 including review of effectiveness of

‘ current interventions and teview of

. consistent implementation of
rinterventions and implementation of new
| interventions.

; i Monitoring:
] An observation audit by DON/designee of
' proper call light placement, proper lift L?'B'fﬁ'“‘-}’
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pulmonary disease and morbid abasity, and
further showad the resident required the
exlenslve assistance of two persons for bad
mobility and transfers, Review of the resident's
care plan for falls, most recently updated on

falls Included a pressure mat (atarm) to be
applied fo the resident's bed, and placing the
resident's call light within reach. The following
concerns were identified:

a. Observation on £/15/14 at 10:05 AM
showed the resident was sleeping in bed. No
pressure mat was applicd to the bed, and the
regident's call light was on the floor, out of the
resident’s reach,

b. Observation of the resident's room on
5116/14 at 6:10 AM agaln showed no pressure
mat was applled to the bed, Intarviaw with CNA
#1 at that #me revealad she was unaware the
resident was supposed to have a pressure mat,

¢. Inferview with the DON on 5/16/14 at 1:10
PM confirmed the resident was supposed to have
‘& pressure mat, and had a presstre mat untii a
recent roorn change. She further confirmed
resident call lights were supposed to be placed
where residents could reach them.

3. Review of the 12/22/13 quarterly MDS _
assessment showed resident #77 had diaghoses
that included glaucoma, Review of the fall risk
evaluation dated 3/21/14 showed the resident
was at high risk of falls due to infermiitent
confuslon, medicaticns, and predisposing
conditions. Review of the resident's care plan for
falls, most recently updated on 4/28/14, showed
interventions intended to prevent falls Included
encouraging the residentto azk forassistance,
and placing the resident's call light within reach.

5/5/14, showed interventions Intended to pravent

The following concerns were identified:

STATEMENT OF DEFICIENCIES J{x1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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i storage, proper monitor placement, and
F 323 | Continued From page 4 F 323 care planned fall interventions are in place

will be conducted 3 times a week x 4
weeks, then 2 times a week x 4 weeks
then 1 time a week x 4 weeks on varied

shifts,

An audit will be completed weekly for 3
months by Director of Nursing or
designee after accidents to determine if
care plan interventions were followed and
if interventions were reviewed and
updated post- accident, including
interventions for skin tears,

The Director of Nursing or designee will
track and trend the results of the accident
audits and report findings to the QAPI
committee monthly. The QAPI committee
will evaluate effectiveness of the plan
based on trends identified and implement
additional interventions as needed to
ensute compliance monthly for three
months and then reassess the need for
continued monitoring based on
compliance.

ES I
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- | concerns wele identified:

“The call light was still hanging from the wall

Continued From page 5 :

a. Observation on 5/14/14 at 11:03 PM
ravealed the resident was eleaping In bed. The
resident's call light was wedged In between the
bed frama and the matiress,

b. Obgervation on B/15/14 at 10:27 AM
ravealed the reslident was seated in the recliner in
higfher room, sleeping. The call light remained
wadgad in between the bed frame and the
mattress, During Interview at that time, RN #1
confirmed the call light was supposed o be within
the resident's reach, stating, "t don't know why
that was thare,"

¢. Interview with the DON on 8/16/14 at 1:1C
PM confirmed resident call lights ware supposed
fo be placed where residents could reach them.

4. Review of the 2/14/14 quarterly MDS
agsessment showed resident #36 had dlagnoses
that Included Alzhelmer's disease,
non-Alzheimsr's dementia and heart failure.
Review of the fall risk evaluation dated 2/14/14
showed tha resldent was at high risik for falls due
fo intermitient confusion, incontinence,
medications and predisposing conditions, Review
of the resident's care plan for falls, most racently
updated on 3/31/14, showed interventions
intendad to prevent falis Included encouraging the
resident fo ask for asslatance, and placing the
resident's call light within reach. The following

a, Observation on 5/14/14 at 11:03 PM
revealed the resident was sleeping in bed. The
resident's call light was hanging from the wall
outlet, well out of the resident's reach,

b, Observation on 5/15/14 at 10:20 AM
revealed the resident was awake and lying In bed.

outlet. At 10:25 AM, LPN #1 entsred tha rocom

and spoke to the resident. The LPN left the room

F 323

lelasy
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Continued From page 6
without placing the cali fight within the resident's
reach, During interview at 10:30 AM, RN #1 was
unable to axplain why the resident's call light was
hanging oh the wall, and confirmed the call light
was supposed to be withiy the resident's raach,
RN #1 removed the call fight from the wall, and
attached it to the bedding next to the resident.

¢. Interview with the DON on 6/16/14 at 1110
PM confirmed resident call lights ware supposed
to ba placed where resldents oould reach them.,

6. Review of the 1/2/14 quarterly MDS
assessent showed resident #10 was wheelchair
dapendent, had cognitive impairment, and urinary
inconfinence, and required extensiva assistance
with gctivities of dally living. Review of the care
plan showed interventions Included: remind
resident to use call light, place cail ight in reach,
bed low, alarm unit on bed and attach when in
recliner, mat on the floor and pressure pad in
reclingr, and scheduled volding, Review of the
2115014 Interdisciplinary fall review record showed

the resident fell on 3/25/14, 4/8/14, 5/2/14, 5/9114, |

and £/20/14. This review also showed no serious
infuries resulted from. the falls, However, review of
the care plan showed no additional interventions
ware implemented after 2(15/14 untll 5/14/14,
Review of the medical record showed staff
implemented & pressure pad alarm for the
whaeelchalr on 5/14/14. On B/16/14 at 2:36 PM
interview with the ADON, unit manager and DON
confirmad there was @ delay in evaluating an
additional approach and stated they did not have
an explanation for the delay.

§. Review of the 1/15/14 gquarterly MDS
assessment showed resident #108 was
wheelchalr dependent, had cognitive impairment,
and required extensive assistance with ectivities

F 323

lolashd
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F 323

Conlinued From page 7

" of dally living. Review of the care plan showed

* gtaff identified fragile skin as a problem. Care

i plan interventions included monitoring for skin

i toars, Further review ravaaled ne intarventions for.

providing profective measures were identified or
implemanted. Review of tha skin monitoring and
assessiment reporl showed the resident had the

; following skin tears: on 1/20/14 the right upper
! calf, on 2/23114 the right forearm, on 4/7/14 the

left lower leg, on 4/26/14 the left upper arm and
oh 4/27H4 the right elbow, Ascording to the
documentation staff applied a skin guard to
protect the resident's tegs in January 2014,
However, review of the akin menltoring logs and
nursing assessment showed no evidence the shin
guard was evaluated for effectiveness, nor was
there evidence that gerl-sleeves were considerad
for evaluation. In an interview on 5/16/14 at 2:38
PM tha ADON, unit manager and DON confirmed
the lack of evidence regarding the shin guard
effectiveness evaluation and all agreed the

geri-sleeve should have bean considared for
avaluation by the DT,
483.25(k) TREATMENT/CARE FOR SPECIAL

=f | NEEDS

The facliity must ehsure that residents receive
propar treatment and care for the fellowing
special services:

injections;

Parenteral and enteral fluids,

Colostomy, ureterostomy, or llecstamy care,
Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prosthiases.

323

F 328

+ conclusions set forth in the statement of

* is required by the provisions of federal

- It is the practice of the facility to ensure

F328 TREATMENT/CARE FOR
SPECIAL NEEDS

Preparation and/or execution of this plan
of correction does not constitute
admission or agreement by the provider of
the truth of the facts alleged or

deficiencies. The plan of correction is
prepared and/or execuled solely because it

and state law

that residents receive proper treatment
and care for spacial services.

lasin
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This REQUIREMENT s not mat as evidenced
by:

Based on observation, medical record review
and rasident and staff Interview, the facilily falled
o assess respiratory needs for 3 of 4 sample
residents (#36,#477 #03) and 1 nor~sample
residant (#29) who required supplemental
oxygen, and 1 non-sample regident (#29) who
required the Lse of a BIPAR (biphasic positive
airway prassure) machine. The findings ware:

1. Review of the 3/3/14 quarterly MDS

assessment showed resldent #93 had dlaghoses

that Included heart fallure, non-Alzheimer's

dementts, and chronle obstructive resplratory

disaase, experlenced shortness of breath with

axertion, and requirad the extensive assistance of

{ two persons for bed mobility, trangfars and

. dressing. Review of the resident's respiratory

- care plan showed interventions such as

: "Administer oxygen as ordered” and "Pulse

; OXimelry as indicated.” Review of the physiclan's

| order recapitulation for the month of May, 2014

- showed the resident had an order with a start

" date of 11/20/13 for *... Titrate oxygen to maintain

- oxygen sat [saturation)] =/> [equal to/greater than]

| BO%." The following concerns were identifled:

i a Observation on 5/18/14 at 12:13 PM
revealed the resldent was lying in bed. CNA#1

‘ entered the room and asked the resident if s/he

: wanted to go o lunch. The resident was assisted

- out of bed and into his/her wheelchair, There was

. ho oxygen tank on the wheelchair. The resident

 was pushed out of the room and down the hall

- toward the dining room, Pulse oximetry,

: performad by CNA#1 at 12:17 PM revealed the

' resident’s oxygen saturation level at that {ime was

| 86%,

PO Y
PLAR LIVING CENTER CASPER, WY 82601
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Corrective Action
F 328 Continued From page 8 F 328

As of 05/16/2014 resident #93 order was
corrected for O2 sats g shift and pim

As of 06/10/2014 resident #29 Bipap was
discontinued

As of 5/16/2014 resident #77 Order
transcribed 10 MAR for O2 at HS, 02 sats
2 times per week and prn

As of 05/16/2014 resident #36. MAR
updated to reflect O2 sats 2 times per
week and pm

Identification of Others

el Y

544642044 the Director of Nursing
or designee will complete an audit of
residents with respitatory needs to
determine if oxygen and related orders are
accurate on CPO’s and MAR’s. The audit
will include review of documentation
including oxygen saturations and oxygen
administration per physician orders,
review of BIPAP or CPAP orders for
completeness and documentation of
administration, and care plans for
respiratory needs. For any concerns
identified the Director of Nursing or
designee will take corrective action as
appropriate,

The Director of Nursing/Designee will
conduct a facility-wide observation andit
o confirm residents with supplemental
| oxygen are administered in accordance

to| 2sim
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with physician orders. Corrective action —
F 328 | Continued From page & F 328] wili be taken as needed.

b, Observation on 8/16/14 at 9:10 AM
revealed the resident was seated in histher
whaelchair in the facllity dining room. There was
ho oxygen tank on the wheelchair. The resident
loft the dining room and self-propelled toward
his/her room. The resident was orly able to
propel for a short distance, approximately 6-10
feet, without stopping to rest,

¢, Interview with the DON on 5/16/14 at 0:48
AM confirmed rasidents who had physician
orders to fitrate oxygen would have their oxygen

which would be measured through pulse
oximetry, She further confirmed these
mesasurements wolld be recarded on the

MARs for the months of Aprit and May, 2014
shawed no pilse oximetry measurements were
recordet,

2. Review of admission orders showed realdent
#29 was admitted to the facility on 512/14 with
diagnoses that included obstructive sleep apnea.
Reviaw of physician orders showed an order
dated 6/12/14 for .. trate oxygen o maintain
oxygen sat [saturahon} =f> [agual to or greater
than] 89%" and an arder dated 5/14/14 for “Apply
BiPAP - settings at 16/5 two blged in lines -
intarmittently and PRN if resident hypoxic.”" The
following concerns were identified:

8. Observation on 5/14114 at 1035 PM
showed the resident was asleep in bed. On the
nightstand next to the bed, a BIPARP machine was
plugged in and pericdically beeping. The resident
was not wearing a face mask.

b. Further review of the resident's medical
record showed s/he did not have a resplratory
care plan which may have indicated when the
BIPAP machine should ba usad,

regident's MAR. However, review of the resident's

managed according to oxygen saturations levels, |

Systemic Changes

The Staff Development
Coordinator/Designee will provide
education to nursing staff by 06/17/2014
addressing the following of physician
orders for respiratory services including
obtaining oxygen saturations and titration
of oxygen, oxygen administration of
oxygen per orders, BIPAP and CPAP
orders and respiratory / oxygen
administration care plans.

Monitoring

The Director of Nursing/Designee will
conduct random weekly audits of 50% of
residents with supplemental oxygen or
other respiratory orders for four (4) weeks
and monthly audits for three (3) months to
confirm physician orders addressing the
administration of supplemental oxygen
are followed, The audit will include
checking respiratory care plans,
Corrective action will be taken as needed
for any identified concerns.

The Director of Nursing will track and
trend the results of the supplemental
oxygen orders audits and report findings
to the QAPI committee monthly. The
QAPI committee will evaluate

effectivencss of the plan based on trends {glas’f ]
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. . . identified and implement additional
F 328 | Continued From page 10 U 328 interventions as needed io ensure
AM ge;?ﬁ;‘ggg’;:glmi ghOoNh{;g iﬁfé;c?ait v:48 T compliance monthly for three l'nOE.'lthS and
ordars ta titrate oxygen would have their oxygen : then reassess the need for continued
managad according to oxygen saturations levels, - monitoring based on compliance,
which would be measured through pulse :
; eximetry, She further ¢onfirmad these
. measurements would be recorded on the _
| resident's MAR. Review of the resident's MAR for
| May, 2014 showed no pulse oximetry
measurements were recorded.

d. Intervlew with the DON on 5/16/14 at 1:10
PM revealed the facllity had not detarmined how
they would know if the resident was hypoxic and
needed to utllize the BIPAP machine while ;
sleeping.

3. Revlew of the 3/11/14 quarterly MDS
assessment showed resident #77 had diagnoses |
that included atrial fibrillation and anemia, and
recelved oxygen therapy while a resident.
Observation of the resident's room on 6/15/14 at
| 10:27 AM revealed an oxygen concentrator

- placed against the wall on e side of the
 nightstand which was farthest from the resident's
: bad. During Interview with the resident at that
fime s/he acknowledged tha oxygen concentrator i
and stated, "| haven't used that for the last two or
three days." Review of the resident's respiratory
care plan revealed Intarventions including : ;
*Administer oxygen as ordered” and "Pulse |
oximelry as indicated.” The following concerns
were ldentified:

&, Review of admission orders dated 8/10/14
showed the resident had a physician order for
+"02 [oxygen] at 2 L [liters] per NIC [nasal
cannula] SAO2[a measurement of oxygen
gaturation] Q [every] shift SAQ2 > [greater than]
88-92%." Review of the resldent's MARSs for _
March and April, 2014 revealed there was no Lelpsty
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F 328 | Continued From page 11

order for supplemeantal oxygen, and there were
no recorded oxygen saturafion messuremsnts,
Further review of the medical record failod to
reveal any order to discontinue supplementat
oxygert.

b. Interview with the medical records director
on 5/16/14 at 9:36 AM ravealed the resident was
admitted to the facility with orders for
supplemental oxygen, the oxygen had nat been
discontinued by the physiclan, and the ordsrs for
supplemental oxygen and oxygen saturation
monitoring had "somehow dropped® from the
physiclan's order recapliulation and from the
resident's MARs,

4. Review of the 2/14/14 quarterly MDS
assessment showed resldent #36 had diagnoses |
that included heart fallure and Alzheimer's ;
disease, Review of the April, 2014 physician's
order recapltulation showed the resident had an
order dated 9/2/13 for ... Titrate oxygen to
maintain Oxygen sat [saturation] =/> [equal to or
proater than) 88%.,"

a. iMerview with the DON on 5/16/14 at 9:48
AM confirmed residents who had physician
orders to titrate oxygen would have their oxygen
| managed according fe oxygen safurations levels,
which would be measured through pulse
oximetry. She further confirmed these
measurements would be recorded on the
s rasident's MAR,
i b, Review of the resideni’s MARs for the

- months of Aprll and May, 2014 showed no pulse
; Oximetry measurements ware recorded,

F 441 483,66 INFECTION CONTROL, PREVENT
85=0n | SPREAD, LINENS

The facliity must establisk and maintain an

F 328

‘ F 441 Enfection Control

{ Preparation and/or execution of this plan
of correction does not constifute
admission or agreement by the provider of
the truth of the facts alleged or

- conclusions set forth in the statemnent of
deficiencies. The plan of correction is
prepared and/or executed solely because it
is required by the provisions of federal
and state law.

F 441
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F 441 | Continued From page 12

infaction Control Fragram designed 1o provide a
safe, sanitary and coinfortable environmaent and
{0 help prevent the development and transmission
of disease and infection,

{a) Infection Control Program

The facliity must estabitah an Infection Centrol
Program undaer which it -

(1) Investigates, controls, and prevents infections !
In the facility; *
(2) Decides what procedures, such as isolation,
should be applied fo an individuat resident; and
{3) Maintalns a record of incidents and corrective
actions related to infections,

{b) Preventing Spread of Infection

(1) When the Infaction Control Program
determines that a resident needs Isofation to
prevent the spread of infaction, the facllity must
fsolate the resident.

(2) The facllity must prohibit employess with a
commuhicahle diseass or Infectad skin lesions
from direct contact with residents or their food, if
direct cortact will ransmit the disease.

(3) Tho facllity must require staff to wasgh their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c} Linens

Personnel must handle, store, process and
lransport linens o &s to prevent the epread of
infection,

This REQUIREMENT is not met as evidenced !
by
Based on observation, staff interview, and review r

It is the practice of the facility to establish
F 441 ap infection control program designed to
provide safe, sanitary, and comfortable

- environment and to help prevent the

* development and transmission of disease
. and infection.

Corrective Action

CNA#! was immediately educated on
5/15/2014 on proper shower cleaning
procedure. Quat cleaner was removed
and replaced with the Clorox cleaner. All
CNA's on duty were educated
immediately on 5/14/2014 and 5/15/2014
on propet handling of contaminated
linens.

Tdentification of Others

All residents are at risk from improper
© sanitation of shower chairs and improper
. linen handling,

. Systemic Changes

Staff Development Coordinator will
educate staff on 6/12/2014 on proper
cleaning solution / technique / procedures
for shower chair and surfaces .and proper
handling of contaminated linen,

Linetr bin usge in halls will be
implemented 2 sets by 06/10/2014 and the
remainder by 06/25/2014 for easier
containment of soiled linen,

| Gla‘i’/M
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) ‘ | Monitoring:
F 441 Continued From page 13 F 441
of manufacturer's instructions the facility falled to An audit by DON/designee of proper
eﬁqgtiv?iyh?jislgﬁizggl}ers;i:}(évovm' ggigrszmieg d cleaning procedure of shower chairs will
resident show . an . e -
falled to handle soiled laundry so es fo pravent bs conducted 3 um; 3 Zwefkl * :l;we(]ﬂ;s.’
the spread of infaction during 1 random then 2 times a week x 4 weeks then 1 time
observation. The findings were: a week x 4 weeks on varied shifs,
Corrective action will be taken for
Regarding shower chalr disinfaction: identified concerns.
Observation of the 630 hall shower room o " dit for proper
6/15/14 gt 11:05 AM revealed CNA#1 walked a | A ‘"a“d"":u‘?bs"r".ﬁf“ a“m“l’;‘t’; P o
resident back to his/her room after a shower, The finen handling will be completer al varted
| CNA then retumed o the shower room, gathered times 3 times per week by the Director of
: the trash and used a substance in a spray botle Nursing or designee for 3 months.
to spray the shower chalr, Immediately after Corrective action will be taken for
spraying, the CNA turnad on the hand held identified concerns.
shower, and rinsed off the shower chalr, During ! e Direotor of Nursing will track and
interview with the GNA at that fime, she indicated e o e ien handling and
' the spray bottle that she used to spray the shower  rend the rosuas o Sits and 1 8
chalr contained Quat Disinfectant Cleaner, and Shﬁ".\’el‘ chair cleaning au “5‘ an 1€EPOIT
stated that Quat Disinfectant Cleaner had a ten findings to the QAPI Committee. The
minute wet time, She further confirmed she had QAPI committee will evaluate
nof obsarved the ten- minute wet time, stating effectiveness of the plan based on trends
that instead she "scrubbed it down. identified and implement additional
Review of manufacturer's instructions for Quat :\ntewc?ntlons as gef df.d f;elsurznms and
Disinfectant Cleaner revealed "Treated surfaces comppliance monthly tor three mont
should remaln wet for 10 minudes." then reassess the need for C('mtmued
: monitoring based on compliance,
Interview with the infection preventionist on
5116114 at 2:50 PM revealed the facility had
recantly switched to Clorox Bleach Germicidal
Cleaner, and the CNA should not have baen
using Quat Bisinfectant Cleaner, The infaction
preventionisl further confirmed that, since Quat
Disinfectant Cleaner had been usad, the CNA
-should have obsarvaed the ten-minute wet time.
Regarding solled laundry handfing: § lolast 4
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F 441 Continued From page 14

Cbsarvation on 8/14/14 from 10,15 PM {c 10:35
PM revealed there was a pile of dirly clothing
against the wall on the floor on the 100 hall
between rooms 107 and 108, During the
observation there were no residents in the area
and CGNAs on duly went In and out of resident
rooms and ignored the dirty clothing. Intarview
with the administrator and DON on 5/18/14 at
- 10:30 AM revealed this was an infection controf
“ concetn and not an acceptable facllty practice.
F 469 1 483.70(h)(4) MAINTAINS EFFECTIVE PEST
s8=8 ; CONTROL PROGRAM

The facility must maintain an effective past
control program so that the facility is free of pests
and rodents,

This REQUIREMENT I8 not met as evidenced
by:
Based on observation and staff interview the
tacility failed {o ensure effective pest cotrol
measures were implementad. The findings ware:

Observation on &/14/14 at 10:40 PM revealed
piaces of meat, tomatoes, crurmbs, dirt, and
pattially dried areas of spilled juice were an the
floors of both dining rooms. In addition ants were
obsetved crawling on the floor in both dining
rooms, Interview with the administrator on
: 6M4/14 at 10:56 PM and again on 5M6/14 at 2:45
PM revealed the dining room floors should have
been swept after the svening meal. Me further
stated he needed to make sure the pest contral
company sprayed the window sills In addition to
the outside and inslde areas they ware schadulad

F 441

F 460

F 469 Pest Control

- Preparation and/or execution of this plan
i of correction does not constitute
¢ admission or agreement by the ptovider of

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

1t is the practice of the facility to establish
an infection comirol program designed to
provide safe, sanitary, and comfortable
environment and to help prevent the
development and transmission of disease
and infection.

Corrective Action:

Immediate ¢cleaning of the food on the
floor was completed by staff. Eco Lab

was notified on 5/14/14 for dining room

to be treated for ants. blasin
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Identification of Others:

F 469 Continued From page 15 F 460

E to de. . Dining area is at risk after meals for
spillage and ants.

The housekeeping supervisor will

complete a facility wide audit by

Maintenance Director or Designee o -

identify any additional pest control

concerns. Corrective action will be taken

as needed.

Systemic Changes

i
i
i
i

© Administrator/designee will educate staff
- on environmental cleanliness of the

. dining area on 6/12/2014 the training will
. include prompt reporting if any ants are
noted in facility,

The dining areas will be cleaned and
- swept after meals by
¢ housekeeping/designee,

| Bco-Lab has been scheduled for monthly
E and as needed treatment for ants

f
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TEMENT OF DEFICIENOIES
EMUST BE PRECEDED.BY FULL
& IPENTIFYING INFORMATION)

N.OF CORRECTION
.AOT]ON SHOUI D BE

An audit by Administrator or designee of
proper cleaning of dining rooms and
i monitoring for ants will be conducted 3
"times a week x 4 weeks, then 2 times a
week x 4 weeks then 1 time a week x 4
weeks on varied shifts.

The Administrator or designee will track
and trend the results of the dining room
cleaning audits and repott findings to the
QAPI commiittee monthly. The QAPI
committee will evaluate effectiveness of
the plan based on trends identified and
implement additional interventions as
needed to ensure compliance monthly for
three months and then reassess the need
for continued monitoring based on
compliance.

éumq
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