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FREFTY, (EACH DEFIGIENCY MUST BE PREGEDED BY FLAL | PREFIX | {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY DR LS IDENTIFYING INFORMATION) e ! BGROSS-REFERENGED TO THE ARRROFRIATE : DATE
i ' GEFICIENGY)
i
FOOD INITIAL COMMENTS , F ODD‘

Preparation snd execution of this response and
plan of correction does not constitute an

. Following o Stale Agancy (SA) standard survey . s
| conducted from 0721 ,201‘& to 07/24/2014, a admission or agrecinent by the provider of the

Comparative Federal Monitoring Survey (CFMS) truth of the facts alleged or conclusions set
wasa conducted by the Center for Medicare and [ forth in the statement of deficiencies, The plan
| Medicald Services (CMS), Dallas Region VI ' of correction is prepared and/or executed

" office, from 09092014 to 09/12/2014, L
This survey was conducted In accordance with solely because the provisions of faderal and

the Code of Federal Regulations, Titis 42 Part ; stato law requize it. For the purposes of any
: 483, Subpart B, Requiretnents for Long Term allegation that the facility is not in substantial
| Care Faciliies. complinnee with federal requirements of i

! Aceording 1o the CMS 872 signad on OBI0Y2014, participation, this response and plan of
the facility census was 61 residents.

The facility was not in compliance with the currectmt.] consltltutes the fac:lify*s alle-galmn
_ Faderal requirementa for Long Tarn Gare of compliance i aecordance with section 7305,

| racifities, This report sontains thoee citations. of the state operations manual. !
The following abbreviations are ysed within the
context of this report:

| BP - Blond Preasura : . !
CNA - Centified Nurse Aide

| DON - Dimsatar of Nursing_ A | |

E ADON - Assistant Director of Mursing : ‘ - !
F - Fahrenheit

| LPM= Liconse Practical Nurse |
MDS - Minimum Data Set '

. FT - Physical Therapy

I RA - Restorative Aide ) | !

RN - Registered Musea
| ;

LARORATORY DIRECTOR'S OR PROVIDER/SUEE = SENH ; TILE * /

&) D
Any deficiency statement ending with an asterizk %) denotes 8 defictencyaWhich the inlitution may he exeusad fram comeating providing it 13 determined that /" /
other safequards provide sulfigiant protewtion 1¢ the patients . (See instruclions.) Except for nursing homes, the findings steled shove are disclosabla 90 days

following the dale of survey whether of nota plan of comrecton ks provided. Far nursing hamas, tha above findings and plans of correction ara distiosable 14

days loliowing the tate these dooumenta are made avallabla to the facilify, f deficiencies are elten, an approved plan of coraction is requisite to confinued

pregrem pardicipation.
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5-F | COMPREHENSIVE CARE PLANS

A facility must use the results of the aseessment
. to devalop, Teview and revise the rasident's
! gompreheangive plan of care.

The facility must develop a comprehenzive care
; plan for each resident that includes measurable
| objectives and timetables to mest a resident's
" medical, nuraing, and mental and psychosocial
neads that are identified |n the comprehensive
assessment

" The care plan must describe the servicas that are
to be furnished to attain or maintain the residant's
highest pragticable physical, mental, and

_ peychogocial well-paing as required under

| §483.25; and any sarvices that would otherwise

be required under §483,25 but ans not pravided

due to the resident’s exercise of rights under

§483.10, including the right to refuse treatmant

under §483.10(b)(4).

This REQUIREMENT = not met a5 avidenced
by:

This deficiency was determined by obaervations,
interviews and record reviews. The faeility did
not develop comprehensive care plans with (1)
measurpable fluid intake objectives, {2)
timetables for evalusting fuid intaks and (3)
services neaded for Resldents #4 and #11 o
attaln tha rasidents’ highest practicabla physical
will-being.

The facility will uss the results of the
assessment to develop, roview, and revise the |
resident’s comprehensive plan of care.

The favility will develop a comprehensive

i cate plan for sach resident that include !
measurable objectives and timetables to meet
& resident’s medical, nursing, and mental and
psychosocial needs that are identified in the
comprehensive assesmet,

. Cotreetive Action: :

| Resident # 1 - care plan was updated on 1023714
10/8/72014, by the DON/Designee to ensure
the goal for Hydration is measurable, ‘

| Resident#11 —care plan was updated on L 10723714

10/9/2014, by the DON/Designes 10 ensurg
the goal for Hydration is measmable,

Identification:

For identification purposes, on of before the

allegation of compliance a review of current

i residents' at risk for Dehydration care plans

* will be completed by DON/Designee to i
pinpoint residents at the facility potentially at
risk for care plans lacking measurable goals

i to address hydration.
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F 279 Confinued From page 2

Rasidents #1 and #11 fluid intake-reiatad care
pian objactivas ['Goals" were not measurable.
| Residents #1 and #11 fluid intake-retated care
* planned savices ["Approaches”] did not enabla
facilty staif to prompily and maasurably know if
_ these rasidents receivad sufiicient fluids,

This deficient planning had the potential to alfect
28 residents identified by the facliity on the CMS

| 802 a8 needing stafl assistance to maintain
sufficiant fluid intake. Insufficient fluld inteke over
savaral days may lead to dehydration,
Incufficient Auid intake and debydration increase

i tha ri=k of urinary tract infections and respiratory

: Infizctions. The tacility consus was é1.

Tha findings wera:

| FACILITY HYDRATION/FLUID MANAGEMENT
POLIGY
Policy Number CL-NUR-1503 Section 4.1

"IntakedOutput Measurenents” listed situations In

! which intale and autput measurement "should be
considerad....” The policy did not requlre the
facility to develop & measurable fluld intake
chjective for residents at risk of insufficient fluid

; intake but for whom 24 howr 180 was not needed

‘ or was not ordered, The Policy dig not require
stalf to set a timetable for measuring resident
flyid intake, uniess 24-hour intake and output was
measured and recorded.

REEIDENT #1 - RECORD REVIEW
Assessments

Residant #1 was an 86 year old female last
roadmitted to the facility on 03/08/13. Her most
recent full comprehensive assessment was
completed 07/28/14, The comprehansive

. assessment included the Minimum Data Set

F 279 | Systemic Chatges:

; Residents will be reviewed upon admission, |
quarterly, apnually, and with significant
change of copdition utilizing the

. admission/MDS/RAV Care planing process.
Cure plans will be developed to include
" gervices provided to attain or maintain their
| highest practicable physical, mental, and
psychosocial well-being, including ensuring a
care plan is in plece to address the resident’s

| yisk for dehydration that include measurable
goals, On or before the allegation of cotnpliance
the DON/Designes will n-service the 1DT and

| Nuesing staff on care plan preparation to ensure
care plaps have meagurable goals. Nursing staff
upable to attend will be provided re-education

| upon return to work by the DON/Designee.

" Monitoring:
Individual hydration care plans will be
; reviewed and revised by IDT, to include ;
services provided with measuzable goals based
of individual need, upon admission and
quarterly, anmually, and with change of

| condition. Care plan documentation review |
wiil be completed quarterly. lssues identified
through this review witl be discussed at QA&A
for the purpose of process improvement and to

| ensute plan has been implemented, sustained
and evahated for its effectiveness. |
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| (MDE] azyessmant and the Resident Assessment
Instrument [RAIl. MDS Section G. "Funchional .
Status” assessed Residant #1 as Independent ’

. eating and drinking and required setup assistance '

anly,

Resident #1'a "Nutritional Assésstnent” dated '
07/28/14 calevlated Resident #1 needed a dally
fluid intake of 2055 to 2300ce [cubic cantimetars),

Care Plan

Resicdent #1's comprehensive eara plan included

physiclan's orders for an indwaliing catheter. Her .
physician alss ofdered & ounces of " TwaCal HN” |
daily at 3pm. |

: Resident #1's comprelensive care plan was last

' updated 08/07/14. Residant #1's care plan failed t
to provide (1) a maasurabie fluid intake abjective ;

or (as planned) a measurable unine output

objective, (2} when staff would measure futd

intaks or urine autput, and (3) ane clinical record I

lacation to racord all fluid intake and/or uring ‘

output so auraing staff could efficlently evaluate i

Residant #1's fluid intake status,

Resident #1's carg plan "Problems” which
included fluids or oral intake ware: !

INDWELLING CATHETER
01/0314- Problem: 'l have a foley catheter®
[ indwelling urinary catheter] that "puts me at risk i
for UTi's" [urinary tract infection). :
04/03114- Goal; "My eatheter will rernain patent !
[drain urine frecly) and draining without problems
i this quarter.”
* 0B/05/4- Approach: "monitor intake and record

output.” | !
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F 279 Continued From page 4

i DENTAL

! 08/29/13- Problam: "1 have had hone recesd [siC]
from my lower jew ..."

11/29/13 Goal - "1 will be eble to tolerate a
puread diet and aat 50-75% of my meals this
quartar."

0829013 Approach: "Assist me 1o eat as
_neaded.” "Monitor my faod and oral intake and

' tecord,”

CONSTIRATION

08/29/12- Problemyt " have a potential for
constipation r/ [ralated/o] decreased mobility.”
constipalion

14/20M3- Goal: " will have a BM [bowel
moveament] ¢ [avery] 3 days this quarer.”
08/29/13- Approach: “Increase my Auid intake...."

ACTIVITIES OF DAILY LIVING

08/29/13- Problem: "ADL Funstional/
Rehabilitation Potential.”

11/26/13- Goal: "l will atiernpt to participate in
my ADLs as much as possible during this
quarter,”

08/26/13- Approach: "Help me with my meals, |
it at an assist table "

Evaluations

The faclity "Distary Flow Sheet” was designed to

record maal fluid ihtake velume and meal

supplement fluid intake volume daily. The form is

not designed to record fluids taken at another

- time, fluids taken with medications or fluids that
were not oral, The design of the form
supplermneants the care plan fluld intake

" approaches indicating the: plan was to record fuld

: intake dally.

"Dietary Flow Sheets” for 08/2014 and 09/2014

1

!
]

F 278!
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wers complated for each day in August and
. Beptember of 2014, None of the shift or daily
| uid intakes wara tialad,

The 0942014 "Diatary Flow Sheet" does not show
i that Resident #1 met the "Nutritional Assessment”
1 minfmurn recommendad daily fuld Intake of
2065¢c to 23000c. Toiat fluid intakes on the
Diglary Flow Shest for 0912014 were:

! Date Amaunt

| 05/08/14-  &0co-
0S/0BMA- 108000
00/07/114- 820cc
09/06M4- B20o6

| D9AIGM4- 580CT

" D9/04M4- 112088
09/03/14- oG
09/02/14- 290cc

_09/01M4- 1100cc

RESIDENT #1 - OBSERVATIONS

00/09/14 at 12pm; Resident #1 in bed. Dark

amber uring in collection bag. Urne in drainage

:fublng was cloudy.

| 0010914 at 12:15pm: Resident #1 fed lunch at

" azuist table. Her eyes were closed.  Afe about
25% of solid food. 16% solld intake shown an
05/09/14 "Dietary Flow Sheet.”

DB/0S/ 4 at B:00pm: Regident #1 lying in bed on
 her right side. Bed in low position. Walar pitcher
i agress the raom on over bed table,

- 0810414 at 8:30am: Resldent #1 eating and
drinking by herzself at assist tabte. Evas open,
08104 at 3:30pm:;  Change of Wound Vac on

, woncyx pressure ulcer observed.  No visible

| drainage. No signs of dehydration. Urine in
drainage tuba fight and without cloudiness.
0811714 at 8:30am: Uring In tublng ambar.

Fave
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i

| REGIDENT #1 and #11 - INTERVIEW
08/41/14 The Digtary Manager confirmed that the

 facility "Dietary Flow Sheat" is not designed to

! record af fuld inteke, it does not have fuide
taken at other than meal time, fluids takern with
medications, or fluids that are not gral.

{ RESIDENT #11 - REGORD REVIEW
Asgeszments
Resident #11 was an 98 year old femala last

. reacdmilied to the facility on 09/08/10. Her most

| racent full camprenensive aasessment wae a

1 gignificant change assessment completed

" 07/02114. MDS Section (3. "Funetional Status”
assessed Rosident #1 as independent 2ating and
drirking and requirad satup assistanca only.

" Resident #11's "Nutritioral Assessment” dated
07/02114 calculated Resident #1 neaeded a dally
fluid intake of 1100 to 1875ce. Residant #41

1 weighad 88.6 pounds. That is 44,8 kg

' [dilograms). The "Nutrtional Assesament” form
showad that Residont #11's dally fuid intake
should be 25cs to 30cc per kyg. 44.8kg imes
A6ce = 112000 and 44 8ky times 30ee = 134460,

{ Cars Plan
Resldent #11's comprehensiva gare plan included
physician's orders for Lasix (furosermide) 40 mg
fniliigrami tablet for edema {no location given).

. Lasix iz a diumstlo which stimulates urine output.

! Tha uss of a diurelic shows that Resident #11

" could be at risk for fluid averload.

Resident #11's comprehensivi care plan was last
| updiated 08ME/14. Residant #11's care plan
* failed to provide (1) 2 meazurable fuid intake
objective, (2) when staff wauld measure Auid

EORM CMS-2557(02-59) Previous Verslons Qbsolele Evenl 1D:PYCS1
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intake, and {3) ohe dinteal record location to ,
record all fluid intake andfar urine output 50 !

| nurging staff ceuld efficiently evaluate Residant
#11's il infake status.,

_Rasident #11's cara plan "Preblems” which
:I included Auids and oral Intake were;

I

" URINARY INGONTINENGE |
09/10/13- Prablerm: ") have urinaty incontinance i
RIT [relatedfto] dementis.”

| 1210113 Goal - " will be fres frem ador and skin
imitation during the quarter,”
09/10/13 Approach: "Encourage fulds,” "Monitor i
for sfs [signs/aymploms] of infection; foul odor,

i dloudy urine ato.”

REDUGED CARDIAGC OUTPUT _
00/10/13- Problam: "l have alterad eardiac output i
vt Adrial Flbrillation.”
i 12M10M3- Goal: My vital signs will remain within
iy normal range during the quarter.” !
- A/M0/13- Approach; "Monhitor for paripheral : i i
edema and document.” : I

| GONSTIPATION |
0910713~ Prablem: "1 have difficulty with |
constipation it [related/o] diuretics, TIA [transient ‘ :
ischarie attacks, "minl strokes"] with infaret ! |
[bluckage of bioad flow in the brain] and

i decreasod mobility.”

! 12110/13- Goal "I will have a BM [bowsl

" movernant] o [every] 3 days during the quarter.”
0o/ 041 3- Approach: "Encourage fluids, offer :
different types of fluids for a variety." ! !

| SUFFIGENT FLUID INTAKE :
08H0M3; updated 01/05/14- Problem: !

"Dohydration/Fluld Maintenance." i |

FORM CMBE-2067 (012-95) Pravious Varsions Dbsciate EvenlID:FYCEM - Faglity W WyDoD8 I continuation shaet Page B of 25
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12103~ Goal " will not show any s/s
i [signsfsymptoms] of dehydration during the
. quarter'll
DO/ 0/13- Appraach; "Monitor for s/ of
_ dehydration such as poor skin turgor and dry
' mucus membranses. ¢

AGTIVITIES OF DAILY LIVING
09/10/43; updated 01/08/14- Problem: "ADL
| Functiona¥ Rehabilitation Patential.”
; 12010413~ Goal: "l will attempt to parficipate in
" my ADLE a8 much as posaible during the
guarter."
02/10/13- Approach: "Eating - =et up only,
, minimal assist ag | allow,”

HYPOTHYRQIDISM
051514 Problem: "l have hypothyroidism [low
thyroid stimulating hormone] and | take synthrotd
! [brand name of levothyroxine sodium an artificial
thyroid stimulating hormone] for this, This
medication has a black box warning."
Np date- Goal: "1 will rernain within the
| therapeutic range for my TSH [hirsid stimutating
' hormohe] this quarter.”
Mo date-  Approach: Maonitor far 5/3
hyperthyroidizm including nenoushass,
tachycardla, weight loss." "Report any changes
tomMpD."
|
According to the manufacturar, Synthreid has a
narrow safa therapeutic range.
{09194 from!
<http:/iwww. tabbvia.comfpdfisynthroid.pdf=)

! The signs and symptoms of overdosage are
those of hyperthyroidiam, Overdosing may l¢ad
to fuid loss, Underdosing underireats

; hypothyroidism and may lead fo weight gain from

F 279i
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F 278 Continuad From page 9 F 279 !

fluid retention, (09/19/14 from:
<https:Hwww.gynthroid.com/= )

POOR NUTRITON AND FLUID INTAKE
06/14/14~- Probtem: "At risk for weight loss due to
poor cognition and poor meal intakes.”
06/14/14- Problem: "Nof able to use utensil any
mone and is now on liquafied foods to telp with

. wournd healing."

D814/14- Goalt "l will maintain weight at 05# to
1004

08714114~ Goal : "Wounds will heal and | will go
back up to 68"

05/14714- Approach: None for fluid Intake.
08f14/14- Approach: None for fluid intake.

Evaluations
"Dietary Flow Sheests" for 08/2014 and 0972014
were completed for each day in August and

, Beptember of 2014, Nono of the shift or daily

i fluid intakes were totaled.

The D9/2014 "Distary Flow Sheet" shows that
Rasident #1 did not maet hat minimum
"Nutritional Assessment” recommendead fluid

1 intake of 1100 - 1875ce on 02/0B/14. Total fluid

| intake on ihe Dietary Flow Bheet for 09/08/14 was
A8,

RESIDENT #11 - INTERVIEW
However, the difference in intake between
. 1875¢c and 1100ec is 775cc - 41.3%. A
 minimum 1100¢c daily intake is 58.6% of the
: maximure 1876¢e. Qn 09/11/14, the Dietary
Marager confirmed that the dletician checked
Residant #11's 07/02/14 dally fluld intake
_ Galgulation on 09/10/14, The recommended
| fange was correct at 110080 to 1875,

PUIRM GME-2667(02-99) Previaus Versions Obsolale Ewent1D: FYCa11

Foefiy 10: WY0008
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O

F 282 Caontinued Fram pege 10

F282 483 200(3)) SERVICES BY QUALIFIED
B8~E PERSONS/PER CARE PLAN

The servicas provided or arrangad by the facility
must be provided by qualified parsons in

. accordance with each resident's written plan of

| care,

; This REQUIREMENT is not met as evidenced

s

| Basad on observaiion, interview and record
raview, the facllity falled to ensure one of 13
sampled rasidents (Resident #3) racalved

. rastorative services as outlingd in the plan of

| care,

" This Fallure placed Resldent #3 at risk for
daecreased lavel of physien| functioning. The
fallure had the potantial to affact 13 of the
facility's &1 residents who were receiving

! restorative care.

Findinge:
During the initial four conduoted on 02/05/2014 at
9:00 am Rasident #3 was observed In her room .

_ Tha LPN reported the resident fall and broke her

i hip st the facility and had bean receiving Physical

" Therapy for rehabilitation. Resident #3 was

naatly groomed and sitting in & wheelchair.

Resident #3 ' s hospital Physical Examination

refiected she was hospitalized for repair of an

Acute Sub Capital Fraciured Left Femur on

asHE2014.

i Resident #3 was observed in har room on
DI/09/14 at 4:30 pm with CNA #7 and CNA #8.
Whan the razidant was obsarved transterring
frain tha bed to & wheelchair, Resident #3

| required extensive assistance of both aides to

' complete the transfer.  Resident #3 was pushed
10 the bathroom In her whaelchalr,. CNANT

E zgz The services provided or amanged by the

F282

| facility will be provided by qualified persons in !
accotdance with each resident’s written plaxy
of care.

ICun'ﬂctiva Action:

Resident #3 is now being provided restorative
gerviees per the plan of care. The DON/designee;
teaducated the restorative staff on his/her '
plan of care,

10/23/14

(ldentification:

Resident’s who reside at facility who are
receiving Restorative services are at risk. On or
before the allegation of compliance the :
IDON/Dssignee will reeducate the Restorative |
Aids, Licensed Murses, and CN.A"s on the
importance of following the Resident’s plan of
care to include ensuring Restorative setvices

lige provided per the residents individual plen

of care,

Systernic Chapges:

The DOMN/Designes will re-in service the ,
| Restorative Team on the facilitics Restorative |
‘Program Guidelines. This will include review |
of interventions, olinfcal performanés
expectations, dooumpentations, and evaluation.
The facility’s restorative program will be
re=structured to follow the resident’s treatment
j)lan. A member from the therapy department |
will evaluate residents Teceiving Restorative
querterly and PRN to determine if their program
! is appropriate and recommend any changes.

FQRM CMS-2567{02-88) Previous Versions Qbsolete
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i DEFICIENGY)

F 282 l Continued From page 11

confirmad to the surveyor the resident was
unable to ambulate, evan with staff asslstance,
, Physlcal Therapy Progress Notes reflected
! Resident #3 was schaduled for therapy aftercare
for 1 broken hip betwean the dates of 06/20/2014
and 07/18/2014. On 07/25/2014, a PT (Physical
. Therapy) Daily Progress Note reflactad the
| therapist discharged Resident #3 from skilled PT
to RNP (Restorative Nursing Program.)
Review of the resident ' s Nursing Reslorative
Care Flow Bheet for August, 2014, revealed she
. was scheduled to rocalve Assisted Active Range
1 of Mation (AAROM) on upper and lower
| axtremities daily for ten repatitions Uppat Blisteral
Exgrcizes (JBE) for Bfteen minutes (no frequency
dacumentad) and Ambulation training as tolerated
daily with a walker and one stalf o assist.
{ The August manthly Care Flow Sheat was blank,
indicating the resident did not receive the
rastorative exercises. An attached sheet used to
record the resident ' s progress contained this
atatement | signed by Restorative Aide (RA) #2
! gnd dated 08717/2014,: " [Resident #] started
" restorative program on 08/17/14, We are doing
ROM as well as workdng with UBE for 15 minutes
and working aize oh ambulating to improve her
maobility again. °
The anly olher progress note on the farm, also
. gigned by RA #2 and dated 08/31/2014, stated , "
| [Resident #3] didn ' t work with restorative this
month due to restorative aids (sic] baing on tha
floor. "
RA#1 was interviswed oh 09/10/2014 at 9:15 am.
She reported Resident #3 had not baen started
an the Restorative Program that was
racommaenidsd by the PT at the end of July. RA
#1 sald when a CNA called in sick or did not show
up 10 work, either she or RA #2 wers tcl not o
complete thelr restorative jobh dulies and were *

F282 pMonitoring:
' The DON/Designee will mest bi-monthly and
! PRN with the Restorative Nurse and aidsto
- review residents on the Restorative Program to
ensure interventions are in place per individoal
i resident care plans. Issues identified willbe |
comrected at that time and the DON/designes
will review trends in QALA, w ensure plan is
implemented, sustained, and evaluated for 1
" ity effectivensss.

FORM CMS-2567(02-99) Pravious Versions Obaolata Event 10; PYCS14 Faollity i WY oIns If continuation sheat Page 12 of 23
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[ t i
F 282 Continued From page 12 F 282,

i pulled to work the flaor. "
" Physical Therapist #1 was interviewed by phone
on O9/12/2014 & 10:00 am. He stated when he
 warkad with Resident #3 in therapy she wes atie
! to transfer with minimal azsletance and ambulate
with & walker for short distances, The therapist
stated, generally , i residents could initiate
! restorative care immediately after physical
" therapy ands, the resident would be more likely to
"carry avar " the skills learned in therapy.
F 371, 482.35()} FOOD PROCURE.,
s5=F | STORE/PREPARE/SERVE - SANITARY

The facitity must -
| (1) Procure food frem solrces approved of
. goneiderad satisfactory by Federal, State or local
" authorities; and
(2) Stora, prapare, distribute and serva food
undlar sanitary canditions

This REQUIREMENT iz not mel as evidenced
by
Based an observations and interviews, the facility
{ failed to store all food under sanitary conditions.
' This failed practice had the potential to affect all
61 reaidents in the facllity, Census of 61,

: Findings wara:

INITIAL KITCHEN TGUR
00/00/2014 at 5:45 am;
i Cold Storage
Kitchen freezers and rafrigerators. Some food
cartons stored close 1o andfor against the sides

|F371

F 371" The facility will procure food from sources

approved or congidered satisfactory by Federal,

| State, of local authorities and store, propare,
distribasie, and setve food under sanitary
conditions.

iCorrec.tive. Action; |
The facility will store all food under sanitary
conditions.
| 1. A metal divider will be placed in “Centra]
Supply” Stainless steel freezer and in Walkein
Freezer so items do not tonch the side or back
iwalls of freezer. ;

2. Food itemos that are not left in their original ~ 10/23/14
packing will bo dated as to when they arc placed

in the freezer.

[3. New dunage racks will be ordered to replm::el 10/23/14
the current pallets for storing items on §0 :
cleaning can ba done easily,

4. All items in "Dry Storage” and “Central
Supply" freezer and coolers that are removed |
form their qriginal boxes will be dated as to
i when they were ordered, unless the ftem has 2
wge by date stamped on each individual package
fromi the supolier,

10723714

10/23/14
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, and back walls, This impedas clroutation of sir
l and maintalning correct food storage
temperaturss ingide the units,

Stainleszs steel freezer in "Central Supply” had

| unlabeted and undated foods- apparent waffle
: places, bagels, and an unldentified praduct in an
aluminum wrapprd package. Hamburger buns
on tap shelf stacked against the right side wall
and back of the freezer.

! Dry Storage
" Packaged food stored in kitchen dry storage and
in Central Suppty dry storage on small woaden
pallats sat apainst walls. The pallets could not be

. cleaned bahind or under without maving stored

! food and the pallets, The pallets may hide
vermin and pests and provide nesting site=.

Ceniral Supply dry storaga: Unlabeled, undated
| com chips. Wire shalves set against walls
' impaired effective cleaning behind sheives.

09/08/2014 at 9:4% an: The Hall 200 refrigarator
hacd an unlabeled, undated bawl containing what
, appaared to be pudding.

These findings wera confirmed by the faclity
MHatary Manager.
F 441 483.66 INFECTION CONTROL, PREVENT
gh=F SPREAD, LINENS

. The facility must establish and maintaln an

| Infection Control Program desighed to provide a
safe, sanitary and comfortable environment and
{0 help prevent the development and transmission
of dizease and infaclion.

: F 447 3311 monitor compliance weekty and pra, i

STATEMENT OF DEFIGIENCIES Ay PROVIDERSUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION [#%) DATE BURVEY
ANMD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
535040 B, NG 99/1202014
NAME OF PROVIDER OR, 8LIPRLIER STREET ADDRESS, CITY, STATE, ZIP £0DE
H E AND REHARBILITATION CENTER 1809 HOWELL AVENUE
WORLAND HEALTHCAR H WORLAND, WY 82401
o4 1D SUMMARY STATEMENT OF DEFICIENGIES ! iD PROVIDER' PLAN OF CORRECTION ey
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FLLL {  PReFx ! (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
™ REGULATORY OR LEC IDENTIFYINE INFORMATION) H TAG CROBS-REFERENCED TQ THE APPROPRIATE ‘ DATE
DEFICIENGCY)
. 5 “Dry Storage” and “Central Supply” will be 10/23/14
F 371 Continuag From page 13 Fari \ 2 PRy i

arranged to aflow cleaning of walls.
6. All food will be labeled and dated that are
placed in reftigerators and freezers.
i
" Identification:
All vesidents have the potential to be affected.

10423/ 14

1Systems: |
' AJl Dietary Staff will be in-serviced on '
October 15, 2014 as to how all items are to be
stored, dated, and cleaned. On or before the
|allcgation of compliance the DON/Designee |
"will in-service nursing staff on how all food
'jtems placed in refrigerators for each designated
hallway are to be dated and what items ate
iappropriate for those refrigerators.

Monitoring:

The Dictary Manager/Designee will monitoe
|compliance weekly for the first quarter then
bl-monthly thereafter to ensyre all food items
are dated and lzbeled in dry stovage, fruezels,
and reftigerators. The Central Supply Clerk
iwill momitot the designated hall refrigerators
iweskly 20 ensure itemns ara labeled, dated, and
{appropriate. The Dietary Managey/Dusignee

keitehen observation rounds utilizing the
" “Sanitation Check List” form. The Registered
: Distitian/Designee will perform a sanitation
1 gvaluation monthly utilizing the “ Sanitation
Check List? form, Issnes identified will be E
reviewed at QA& A to ensure plan has been
(implemented, sustained, and cvaluated for effectiveness.
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waD SUMMARY STATEMENT OF DEFICIENGIES
FREFI% {EAGH DEFIGIENGY MUST BE FRECEDED BY FULL
™o REGULATORY DR L5G IDENTIFYING INFORMATION)

2
PREFIX
TAG

PROVIDER'S PLAN OF GORRECTION i X5y
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
GROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENTY)

F 371 . Continued From page 13
| and back walls. This Impedas circulation of air
and maintaining corect food storage
temperaturas inside the unita,

| Stainteas steel freezer in "Central Supply” had

| unkabelad and undated foods- apparent waffle
pieces, bagels, and an unidantified praduct in ah
aluminum wrapped package. Hamburger buns
on top shelf stacked against the right side wall

| ant! back of the freerer,

Dry Storsge
Packaged food sfored in Kitchen dry sturage and

; In Cantral Supply dry storage on small wooden

| pallets sat against walls. The pallets could not be
cleaned behind or under withaut moving stored
food and the pallats.  The pallets may hide
vamin and pesls and provide nesting sitas.

! Cenitral Supply dry storage; Uniabeled, undaled
corn chips, Wine shelves set apsinst walls
impairad effective claaning behind shelvas.

| 09/09/2014 at 9:45 am: The Hall 200 refrigerator
| hag an unlabeled, undated bowl containing what
appearsd to be pudding.

Theze findings wera confimed by the facllity
. Dietary Manager.
F 441 i 48%.65 INFECTION CONTROL, PREVENT
ga=E | SPREAD, LINENS

The facility must establish and mainfain an
Infection Controt Program designad to provide &
safe, srnitary and comfartahla envirenment and

! to help prevent the devalopment and transmission
of disesase and infaction.

I
F 471

F 441]

F a4l

The facility will establish and maintain an
Infection Control Program designed to
provide a safe, sanitary, and comforiable
environment and to help prevont the
development and transtoission of disease

and infection.
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f 0 0 ]
ICorrective Action: '
F 441 inued e 14 : .
| Confinued From pag 1. Resident # I cumently has no signs and 10/23/14
{a) Infection Control Program . : finfection. Th fidentified in |
The faciity must establish an Infection Control ' ijsymptams of infection. The staif identitiec In |
j Pragram under which it - the survey have been reeducated on the facility’s
1) Investigates, controls, and prevents infections Infection Control practices as they pertajn to
By p
in the facility; o i lensuring foley catheter tubing and wound vae
| (2) Decides wh_at procequrﬁ_as_. such as Isol?hon, tubing does not touch the floor.
| should be applied to an individual rasident; and \ y
(3) Maintains a record of incldents and corrsetive 2. The CN.A’6 been resducated on the 10723714
actions related to infections. ifacility‘s Infection Control practices ag they |
i ) 3 pertain to ensuring proper hand washing before
* {b) Preventing Spread of Infection "and after applying gloves with perineal care and
{1) When the Infection Contral Prograim after g soiled itens from a :
determines that & resident needs isolation 1o [ Temoving so '
 prevent the spread of infection, the facility must ' residents roomm.
! ieolate the rasident. 3. Resident #2, currently has no signs and 10/23/14
i (2) The f?ﬂi"itly must prohibit emggyia‘as with a sympioms of infection. The nuxse identifiedin
gommunicable dizeases or infected skin lesions e |
. lthe survey has heen reeduod the facility's
from direct contact with residents or thelr food, if i ey P reean ied on the . s
direct contact will transmit the disease, i Tnfection Control practices as they pertain to
i (3) The Facility must require staff to wash their enguring proper hand washing before and after
' hande after each direct resident contact for which japplying gloves and “Clean Dressing change.” |
hand washing is indicated by accepted 4. Resident # § currently has no signs and 10723114

professional practice.

E {c) Linens
Personnel must handle, stare, process and

. transport linens o as to prevant the spread of
infection,

i

This REQUIREMENT s not met gz evidenced
hy:
Ragzad on dbservation, interview and record
i review, the facility failed to provide services to
" pravent the transmisslon of diseasa and infection
for 4 residents (#s 1, 2, 8 and 11) by!

. 1) falling to prevent Resident #1's urine collection

symptoms of infection. The nurse identified in
the survey has been reeducated on the facility's
!111 feetion Control practices as they pertain to
ensuring proper hand washing before and after
providing a finger stick blood glucose.

| 1dentification:
Residents who reside at facility are at risk. |
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F 441 | Gontinued From page 16
* bag and tubing fram resting on the floor,

2) discarding Resident #11's aoiled briaf, gloves
and contaminated wound dressing in the
resident's trash can,

3) failing 1o ensure staff provided pressure ulcer

trestment without contaminating supplies and

Resident #2's bad linens and,

4) failing to ensure the nurse sanilized hands

before and after shtaining a blood sample from

Resident #8.

These failed practices had the polential to affect

" four residents/61 identified in the CMS-872 to
hava pressure ulgers, six residente/81 identified
1o have foley catheters in the CMB-672 and 961
residents identified by the DON as residents who

i recaived glucometer blood tests.

Findinga weare:

RESIDENT #1

002014 at 5,00 prm:  Bed In low pasition.

Urlne collection bag in cover on floor. Uninary

catheter drainage tubing on floor.

09/10/2014 at 19:40 am: Bed in low position.
Urihe ¢ollaction bag in cover on floor, Lirnary
. catheter drainage tubing on floor.

09/11420114 at 8:650 am:; Bed in low pogilion.
Urine collection bag in eover on flgor. Urinary
eatheter drainage tubing on flgor.

RESIDENT #11
. par12014 at .30 am: CNA#Z and GNA#H
wovided Resident #11 incontinence care and an
incontinence brief change. CNA #1 performed
the incontinenca care. Both CNAs discarded the
solled brigf and their gloves into Resident #11's
| trésh can,

F 441 O or befors the allegation of Compliance the
DON/ Designee will in-service the RN’s, LPN's,
jand CNA’s o the facility’s Infection Control |
practioos ag they pertain to ensuring foley
catheter wbing, foley catheter bag cover, and
jwound vac tubing are approprlatety placed to |
prevent infection, nat touching the floor. Nursing
staff unable to attend will be provided
ire-education upon retutn to work by the
'DON/Designee. The DON/Designee will
review The Infection Control report to identify
trends with the Medical Director during the QA |
lpmcess monthly. :
On or befiore the allegation of Compliance the
DON/ Designes will in~service the RN's, and
iLPN’s on the facility's Infection Control
Ipracticas as they pertain to ensuring proper
hand washing before and after applying gloves
and following the facilities “Clean Dressing
{Change” policy. Nursing staff unable to attend :
lwill be provided re-education upon retum to
work by the DOMN/Designee. The DON/Designes
will mview the Infection Cogtrol report o
identify trends with the Medical Director during
|the QA process monthly.
{On or before the allegation of Compliance the |
DOW/ Designee will in-service the RN's,
LPN's, apd CNA’s on the facility's Infection
Control practices as they pertain to ensuring
{proper hand washing before and after applying
‘gloves before and after incontinent care and
sfter removal of soiled items from residents
ook, Nursing staff unable to attend will be
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F 441 Goniinued From page 16

i While Resident #11 was uncoverad, the Hall 200
charge nurse entered the room,  Ehe asked CNA
#1 to remove Resident #11's soiled sacral wound

, dressing. CMA#1 discarded the soiled dressing

! into Residant #11's trash can. The charge nurse
appliad a new dressing to Resident #11's sacral
wound. The charge nurse discarded her glovea

: into Residant #11's trash can,

| CNA #2 picked up Resident #11's trash can bare
handed. She ramoved the plastic bag liner with
her bare hands and iwirlad the bag to close it

. RESIDENT #2

| Rezident #2 waa admitted to the facility on
12/18/201:3 with diagnoses that included: urinary
{ract infection, paranoid, nonorganic psychasis,
demantia, pain, agitation, constipation, prassure

| ulcar to heola, history of pressure ulcer fo
buttocks, hypartension and Alzheimer ' s disease.
On 09/M10/2014 at 10:53 am an cbservation was
made of Registerad Nurse (RN) #1 gathering
suppliea and providing treatmant for Resldent#2 '

| = pressure ulcar. RN #1, after opaning the

* physizian ordered treatment supplies (telfa, 2 x 2
gauza, a smail bottle of normal safine and wourkd
cintment), walked into the resident ' 3 room.
On 09H10/20°4 gt 10: 55 am RN #1, without
establishing & barisr or sanitizing the surface for

| the supplias, placed the wound care supplies on

: top of the resident ' s television (TV) table.
RN #1 washed her hands befora the treatment,
glovad both hands and removed Resident #2' =
zoiled Kerlix dressing from the resident’ s left

; heel. RN #1 removed her gloves and without

{ washing or sanitizing her hands, placed a clean
pair of glavas on her hands. RM #1 cleaned the
wound on the resident” s laft hesl and discarded

the used gauze in the: resident ' s room trash

, provided re-edueation upon return to wotk

| by the DON/Designee. The DON/Denignee
will review The Infection Control report to

identify trends with the Medical Director

| during the QA process monthly,
On or before the allégation of Compliance the

DON/ Designes will in-service the RIN's and

| LPN's, on the facility's Infection Control
practices as they pertain to ensuring proper
hand washing before and after applying gloves

| whille providing a finger stisk blood glucose.

" Nursing staff unable to attend will be provided
te-education upon return to work by the

, DOMN/Designee. The DON/Deslgnee will !

| raview The Infection Control report to identify '
trends with the Medioal Director during the
QA process monthly.

H i
Mopitoring:
The DON/Designee will conduct visual
observation rounds three times waskly for one

! month then weekly for one month then monthly

" and prm thercafter to ensure facility staffare |
practicing zood Infection Congrol techniques.
These rounds will include observing randem

_nurses complotng clean dressing changes to

| eppure staff are waghing hands before and after

' remeaving ploves, following the “Clean
Drassing Change™ policy, ensuring foley
catheter tubing and/or wound vac tubing,

| catheter bag cover is not on floot, ensuring

" nurses ave washing hands before and after |
donning/removing gloves for finger sticks, and !
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Fd41 Coptinued From page 17 E 441 ensuning C.N.A’g are washing hands after

contginer. RN #1 then moved the already
i contaminated wound supplies from the TV table
i and placed them on the resident ' 3 bed sheets.

RN #1 completed the wound cara and moved the

temaining wound care supplies from the resident’
= bed 10 the top of the: air conditioning unit. RN
1 #4, with the same confaminated gloves, pravided
| wound care, handled the openad contarminated
supplies and wrapped the resident's left heel.

On 09/10/2014 at 11:30 am RN #1 was
interviewed. RN #1 wag asked if there was
anything different she would have done during the
treatment to Resident #2 ' s loft hesl. RN #
stated, " Not reafly, other than elevate the bed."
On 09/10/20v4 at 2;30 prm, the DON was
interviewed. When asked about the best practice
- for wound care dressing changes, the DON
shated her oxpectations were far the nurses who
were providing dressing chznges to keep thair
techniques as clean as possible. The clean
supplieg wera to be placed on a table after
astablishing a barrder. The DON also expected
tha nurse to remove her contaminated gloves
before wrapping the resident ' s wound with clean
dressings.
Raview of the faciiity ' = palicy and procadure for
Clean Dressing Change, provided by the DON on
0o 2014 at 4:15 pm documented: *
: Equipment and supplies " to be used were to
have, " protactive eovering for the bed and
linens, clean covering for work surface and
drassing supplies. " Under the procadura
seclion: step #4: * prepare olean field and place
plastic bag within easy reach, but not on fioor o
within olean field. * Step #7: " Protect linens to
pravent soifing during deessing changs. " Step
#9: "wagh hands and put on clean gloves. ™
Stap #12: * removi gloves, wash hands and put
; on clean glovas. ”

removal of solled itemns from room. Iseues i
identiffed will be tracked and corrected at that
time, trends 2s well as infection contiol reports
wil] be presented in QA&A by the
RON/Designae to ensure plan has been
implomented, sustained, and evahuated for

its effectiveness,

i
t

FORM CME2-2567(02-98) Pravious Versions Ohaoleta

Bwant ID; PYCET

Faclity [D: WY0Das If continuation sheet Fage 18 of 25

PAGE 21/28




18/13/20814 1@:46 13873472154

DEPARTMENT OF HEALTH AND HUMAN SERVICES

WORLAND HEALTHCARE

PAGE  22/28

PRINTED: 10/02/2014

59=E | COMPETENGY/CARE NEEDS

| The facility must ensure that nurse aides are able
to demonzirate compeatency in skills and
tachniques necessary to care for residents’

. neads, as denfified through resident

| pamessments, and described in the plan of care.

This REQUIREMENT iz not met as evidenced

ingontinent care ulilizing correct incontinence
: care technique during incertinent cara for

. occazionally/frequantly incontinent of bawel
| idantifiad in the CMS-672 signed by the DON an

09/0872014.

i) Ensure GNAs demonstrated techniqua that
_minimized the patential for injury to the residents’
| axillae anatomical structures during assisted

resident transfers for Residants #2, #3, #t6, #10

The facility will ensure that nurse aides ate
able to demonstrate competency in skills and
' techniques necessary to carc for residents’
needs, as identified through resident
-mssessmments, and described in the plan of care.

" Cottective action:

transferred properly minimizing the potential

" Residents that reside at the facility are at
| potential risk.

FORM APPROVED
GENTERS FQR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
BTATEMENT PF DEFICIENGIES (¥1) PROVIDER/SUPPLYERIGLIA K2 MULTIRLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDING COMPLETED
636048 B. WING 09M12/2014
MAME OF PROVIDER Ot SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1801 HOWELL AVENUE
WORLAND HEALTHGARE AND REHABILITATION CENTER WORLAND, WY 52404
o 1D SUMMARY STATEMENT OF DEFICIENCIES le] ! PROVIRER'S FLAN OF GORRECTION (%E)
PREFIX, (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | {EAH DORRECTIVE AGTION S8HOLLD BE COMPLETION
TAG REGULATORY QR LBC IDENTIFYING INFORMATIOM) TAG CROSS-REFERENCED TO THE APPROPRIATE ) DATE
| DEFICIENGY)
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RESIDENT #8 ‘
; RIN#2 was observed collacting a bleod sample to
¢ shack Rasidaent #8's glucose level in his room on
09/05/204 at 4:30 pm, The nurse entered the . .
room wearing gloves. He coltected the bload t
. sample and left the room withaut washing his
| hands. The ntirse went to the medication cart in
the nurzes' atation, removed his gloves and then
- hagan to chart in the medication book. i i
F 408 483.75(0 NURSE AIDE DEMONSTRATE F 458 'F498 ‘

. 1. Residents #3, #5, & #7 will receive comrect  10/23/14
by . . .
' Based on ohservation, intervlew and record ; -lnconfmence care technique during :

veview. it was determined that the facility failed to: | incontinent care. . '

a) Ensura Certifled Nurse Aldes {CNAs) provided 2. Residents #2, #3, #5, & #10 will be 10/23/14

for injury.
| Rogidents #3, #5 and #7. i |
This failed practice had the patential to affect ! '.
4481 residents cccastonally/frequantly |
incontinent of bladder and 25/61 rasidents Identification: '

Faility 10 \WroD02 If continuation heet Page 19 of 26
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and #11.
This failure had the potential 1o affect 44/64
rasicents identified in the CMS-672 as requlting
i asgistance with fransfers.
! Findinps:
i Incontinent Care:
" RESIDENT #3
Qn 09/08/20114 at 4:00 pm CNA#7 was abserved
praviding Incontinent care to Resident #3 in tha
_hathroom of the resident * s room. The alde

grab bar across from the toilat, While the
reaitlont was standing, the aide wiped feces from
the Resident#3 ' s reclal area two times with a
wipe. She then wiped the resident ' = vaginal
! area one time with & wipe. SNA#7 did not
" sanitize hear hands or don new gloves after wiping
the resident ' s anal area and before cleaning the
vagina. During this incontinent care, the resident
' 5 knees wera shaking and she appeared ta be
unsteady on her fest. After the aide completed

to hurry and get the care done bacatse the
resident gets tired aasily.
RESIDENT #5
Resident #5 was admitted to the faollity on

{ 02/02/2913 with diagnoses that included: urinary

| tract infection, dehydratlon, depressive disorder,

" anemia, pain, anonexda, constipation, history of
prassure ulcer to butteck, dementia, hypariension
and Alzheimer ' 5.

was obzerved in bed. CNA#9, withaut checking
tha rasidenrt for incontinence, trangferred the
| resident fram her bed to her wheelchair and took
! {he resident to the bathroom.
During the observation CHA #9 inatructed the
resident to stand by the tallst and hold on to the
grab bar in front of the resident as CNA #9 took

| instructed the resident to stand and hold on to the

the care, the aide told tha surveyor she was trying

Cn 08/09/2014 beginning at 4:20 pm, the resident

The facility will ensure that ouese alds are able
to demonstrate competeney in skills and 3
techniques necessay to care for residents’ ‘
needs to inchude resident transfers and
ncontinence care. On or bafore the allegation
of Compliznce the DON/ Designes will ‘
re-educate the hyse aids of proper transfers
ineluding use of the sit to stand, the maxi lift,
and the gait belt ensuring residents are hot
hoisted back by lifting at the shoulders, If |
there is any question with the curent transfar
technique a thexapy screen will be completed
to ensure the safist possible transfer is

| performed, ;
! On or before the aliegation of Compliance the
DON/ Designee will re-educate the nurse aids
on propel incontinence care. Nursing staff
unable to attend will be provided re-education
upon return to work by the DON/Designee. !
Training will also be included in orientation, }
annvally, and pro. :

. Monitoring:

i The DON/Designee will monitor compliance

| via observation rounds 3 times weekly for |
month, weekly for 1 month, then monthly ancd }
prn. These rounds will include observation of
random C.N.A's providing incontinence care

_and resident transfers. 1ssues identified will be

! reviewed ot QASA monthly to ensure plan
has been itoplemented, sustained, and |
evaluated for effectivoness. ‘
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| off the resident ' s brief. The: resident, as

" avidenced by her brief, was incontinent of boweal
and bladder, Whila tha resident wag standing,
CNA 8 wipad a large amount of fagas from
between the resident ' s huttocks. The resident '

| & knees wara banding and giving way several

| fimes during thia ohservation so GNA #9

| instructad the resident to sit back down on the
toitet. CNA#9 had tha resident stand back up
and whils the resident was standing, wiped the
reaident ' s buttocks five mora times In an attempt

. o provida incontinencs carg. CMNA #9 did not

" therpughly clean observable feces from fhe
resident ' s buttocks. CNA#D then only wipad the
resident * 8 perineal area once, in an attermpt to
provide urinary Incontinent care, before placing a

| clean brief on the resident.

| On 0B/08/2014 at 4.50 pm GNA#9 was
interviewed by this surveyor. When asked if she
ramoved all the fecas from Resident #5 ' &
buttocks she stated, "l did what | could. "
According 1o @ review of the resldant ' s minimum

| data set aszessmant (MDS) dated 07/31/2014

i tha resldent required one person assist with
transfor and one person assist with personai
hygiens. The same MDS coded the resident as
fraquently incantinenit of bowel and bladder,

| RESIDENT #7

| Rasident #7 was admitted to tha facifity on

| D5125/2014 with diagnoses that included;
hemofrhage, conatipatien, urinary tract infections,
rhinitls, dyephagia, oxygen dependence,
osteaarthritis and Parkinzan's.
On 09/10/2014 at 3:30 prm an abservation was

; made of CNAHY a8 she provided incontinant

i {uring) care. The CNA proceeded to use the sit to
stand mechanical lift to get Resident #7 off the
wheelchair, Once the resident was up the GNA

FORM CMB-2567{02-55%) Previous Vamsions Obiolsla Event HEYHS1
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hegan providing Incontinent care as the resident
! waa standing with the agsistance of the
mechanical it The GNA used two wet wipes to
glean the upper parineal area, The CNA wiped
¢ from left to right (Z) and not inside the parineurn.
" Aftar the CNA completed this task she placed a
claan adult brief on the resident and lowered the
resident back inte the whealchair.
| Cm 01072014 at 3:45 prn CNA #0 was
interviewed. The GNA stated that if she had
positioned the residant In bad she would have
_done a better job. When asked if she believed
! Resident #7 received thorough incontinet care,
she raplied, "No",
Record raview of Resident #7's Gare Plan
revealed the resident had a history of urinary tract
| infections. Resident #7's Care Plan approaches,
‘i dated 414772074, indicatad, "perform good peri
| care aftor each incontinence episode.”
Record review of the resident's Medication
Administration Record revesled Resident #7 had
_ordars for the adminletration of Amaxdellin 500
| milligrams at bedtime for the treatment of urlnary
tract Infactions.
The facility policy and procedure for Pari Care,
providad by the Director of Nuraing (DON) an
, 00710/2014, reflected: "expose the perineal areq,
' glean enfire perineal area with wipes moving from
frant te Back, twm cliznt onto side and alean
bettocks.”
On 09M0/2014 at 3;45 pm an interview with the
: DON was conductad, During the Interview the
| DON stated, | will have to do an inservica on
incantinent cara".

E Transfera Observations:
: RESIDENT #2
Resident #2 was admittad to the facliity on
" 12/18/2013 with diagnoses that included: urinary
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tract infection, paranoid, nenorganic psychosts,

. dementia, pain, agitation, conhstipation, preasure
ticar to heels, history of pressura ulear to buttock,

| hyperiension and Alzhsimer ' s.
On 09/09/2014 at 9:45 am an observatlon of
Resident #2 was made as two CNA e (#3 and #4)
transforred the rasidant from his bed to hlz

| whealchair. The rasident was tranzferred using

* a Hoyar liit. Once Resident #2 was in the
wheelchair, CNA #4 walked bahind the
wheelchair and CNA 8 2 stood beside the

: resident ' & left aide, GNA#3 and #4 placed their

i hands under the resident ' s armns and pulled and

[ fifted him toward the back of the wheelehsir in an
attermpt to reposition the residant. When both
CMA s pulled on the resident ' 5 arms as they
liftad the resident back irito the wheelchair, the

: rasident’ 5 shoulders elevated toward his ears,

| CNA#3 and #4 ware inferviewed on 08/08/2014
at 10:00 am. Tha CNAS ware asked about the
technigue thay used to reposition the resident into
his wheelchair, CNA# 3 and 4 both stated, "

; That is the bast way to pull him back because he

lia haavy. "

Record review of Resident #2 ' s Minimum Data
Set (MDS) dated 8/17/2014 Indicated the resident
was 60 inches tall and weighed 163 pounds.

i Review of the facility ' s policy and prasadure on

i transfars, provided by the Director of Nursing
{DON) on 09/12/2014, documented: " The goals
of Training and Skill Practices in Transfers to
include: o prevent falls, skin tears and other

_transter-related ihjuries. "

| On 09/10/2014 at 1:00 pm the DON was
interviewed regarding the observed assisied
transfer of Resident #2. The DON statad the
technigue used by ONA #3 and #4 was an

. incarrect tachnique and residents should not be
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lifted or pulled under the arms whan transferred.
: RESIDENT #3

" Resident #2 was observed being transferad in

her room on 09/00/14/at 4:30 pm by CNA#7 and

CNA#8. The gides did not use & gait belt for the
| transfer from the bed to a whealchair. The aides

lifted the resident under her arms to transfar her

from bad to chair,

, Physical Therapiot #1 way interviewed by phona
I on 08/12/2014 at 10:00 am, Ha stated the aides

i should be using 2 gail balt o tronsfer residants

" and not be IRing the residents under the amms,

RESIDENT #5:

| Resident #5 was admitted to tha facility on

" O2/02/2013 with diagnoses that included: urinary
tract infection, dehydration, depressive disorder,
anemia, pain, anorexia, constipation, history of

. pressure ulear i buttock, damantia, hypartension

| and Alzheimer ' 5.
On 09/08/20114 at 4:20 pm an vbeervation of
Resident #5 was mada. CNA#9 was obspived
ps sha toileted Resident #5. After the CNA

completed care, she proceeded to ttansfer the

| resident to the wheelchalr. Onee the resident was

" gitting in e whealchalr CNA #9 wag observed
bahing the whestchair, She placed her ams
under the resident’s arms and pulled the resident
1o an uprigit position.

; On 09972014 at 4:50 pm an interview with CNA

| #0 was conducted. When asked about the
technique she uged to pull Resident #5 up in the
whaelchair, ihe CNA statad, "It the only way |
know becauze | forgot my galt belt.”

i RESIDENT #10:

' Resldent # 10 was obsarved in the dining room
on 08/09/14 at 12:40 pm. She appeared sedated
and waa nat eating, Two aldes were observadl
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transferring the resident from a dining roam chair
to a wheelchair. CNA#3 and CNA #6 placed a

| gait balt around the resident ' s waist but lited her
under both arms to place her in the wheelchair. i
The aides re-positioned her in the wheelchair by

. lifiing Resident #10 under her amms totally off the {

| samt. The aides then wheoled the resident to
her room and proceeded 1o transfer her from the ;
wheelchair to her bed. They lited tha resident . :
again by using their arms undér her shaulders !

! instead of using the gait belt.

! RESIDENT #11 1=

On 09/11/201414 at 8:50 am: CNA# and CNA
| #2 lifted Resident #11 from her wheelohair to her ) |
i bed, Each CNAgrasped Resident #11 under !

pna of her armpits, They lifted her siraight up, .

moved the whealchair back and sat her on the !

bed. Throughout this manguver, Residant #11
| kept hier hips bent at about 90 degress, her i ‘
' knees bent at about 85 degress, and her legs

clasped tightly fogether.  Neither CNA attemplad

to support Resident #11's weight underneath her
; thighs or buttoaks.
|
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