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' regident's diagnoses included right'rib fracture,

right hip fracture from a fall with ORIF (ppen
reduction irdermalfixation), iypertension,
hypothyioidism, and osteoporosis..

a.. Review of the medical record showed the

resident-was. admifted from the hospital with skin -

breakdown which included a small deeubitus in
the gluteal fold. On 3/28/11 the documentation
showed a desline in the wound and possible
cellulitis. The wound nurse documented that the
left gluteal area was very erythematous,
measured 25 cm length and 9 cm width with light
serous disinage. The area was also described as
having cellulitis with ulceration in the inner aspect
of glutes fold, measuring 2 em by 1.3 em.

b. Review of the resident's care plan dated
3718/ 1 identified a problem of “pain for infection
at sutgical site andfor skin abrasions". The
interventions listed were: "Observe bruises while
healing, Apply topical ¢ream o abrasions,
dressings over staples until removed and then
steri strips, and Document wound status". This
also had a review dated 3/24/11 with no changes
made. The plan of ¢are did not-address -
interventions to meet this resident's skin care
needs and risks. The care plan did not inciude
pressure reducing devices for chair or bed and
turning/repositioning when being admitted with
decubitus ulcer and skin issues from the hospital.
The care plan was not updated when the cellulitis
was identified to show the interventions to be
provided. (Cross refer to F314)

2. Record review for sample resident #3
evidenced that the resident was admitted to the
facility on 3/8/11. The resident's diagnoses
incluged Alzheimer's, dementia, CAD (coronary

~ 10. The'Director of Nursing will menitor.

A representafive sampling.of residents’
care plans and staff caré sheets will be
reviewed weekly by the Director of
Nursiig and Staff Development
Coerdinator to ensure that residents with
identified needs, Including skin care,
" ntjtrifighal intake, and fall prevention, have

thiai information reflected on heir Cdre

" Plah and staff care sheets (Kardexes),
and thdt the information reflects the
resident’s current functional status.

The information from the Téview of
residants” care plans will be developed
info &' Quality Improvement indicater, and
the resulfs will be reporfed By the. Director
of Nursing on a quarterly basis to the
Mediging/Critical Care Committee with
oversight by the organization-wide Quality
Imprevement/Performance Improverment
Committes until resolved.
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artery disease}, hypertension, diabetes, left leg
weakness, and history of urinary tract infection.

a. Review of the "LTCC Nursing Notes" showed
the resident developed a blister on the right heel

“{ on 3/15/11, six days after admission.

b. Review of the "Active Pressure Wound Audit"
provided by the DON (Director of Nursing)
showed resident #3 had a facility acquired
pressure sore on the right heel.

c. Review of the resident's care plan dated
3/9/11 revealed interventions to meet this
resident's skin care needs and risks were not
addressed until 3/22/11, when & problem of "skin
breakdown" was added. The plan of care did not
address the development of pressure sore on the
resident's heel until seven days after it was found.
The plan of care did not address the need for a
nursing assessment and monitoring of the
resident's feet (diabetic)before or after the heel
wounds were identified. (Cross refer to F314)

3. Record review for sample resident #7
evidenced that the resident was admitted to the
facility on 3/18/08. The resident's diagnoses
included dementia, depression, left hemiparesis,
osteoarthrifis, recent bladder stones, chronic
urinary infections, and BPH (benign prostatic
hypertrophy). The resident was identified by the
facility to be at risk for falls and had a fall
documented on 2/5/11.

a. Review of the "Care Plan" sheet identified a
problem of "Risk for falls" dated 2/11/11. The
goal listed no falls and the review was dated May
2011. The interventions were blank with no
interventions listed. The area under follow up
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listed a fall date of 2/5/11. There was no evidence
interventions were assessed and/or ailterad in an
attempt to prevent further falls,

b. The Minimum Data Séet (MDS) Coordinator
confirmed on 4/1/11, during the exit conference,
that the resident's care plan was incomplete.

4. Record review for resident #9 revealed that the
resident was admitted on 12/28/10 with
diagnoses that included normal pressure
hydrocephalus, pituitary tumor, hypertension,
falls, dementia, glaucoma, and stroke.

a. Review of the resident's "LTCC SBAR" (per
staff this was pre-admission assessment) dated
12/27/10 {one day prior to admission) revealed
that the resident was assessed to have no skin
wounds, a Braden scale of 13, normal skin, and
no wound care, o independently eat a regular
diet, and to welgh 178 pounds.

b. Review of the resident’s 2/9/11 significant
change MDS assessment evidenced that the
resident was totally dependent and required one
or two plus staff for the Activities of Daily Living
{ADLs) of bed mobility, dressing, eating, personal
hygiene, and bathing. The resident's ADLs of
transfer, walk in room and in corridor, locomotion
on unit and off unit, and toilet were coded as did
not occur. The assessment indicated that the
resident's weight was 184 pounds, the resident
had not experienced any weight loss, had a
feeding tube, and received 51 % or more of the
total calories through the tube feeding. No
pressure ulcers were noted on this assessment or
on the admission assessment.
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¢. Review of the resident's nutritional
assessments/notes dated 1/29/11, 2/8/11, -
212811, and 3/30/11 revealed that the resident
had a feeding tube inserted (2/7/11) and had
experienced significant weight loss. The resident
had not been weighed so the weight loss was not
identified until 2/24/11 when the first weight since
the admission weight was done. Additionally, this
weight loss was not addressed by the Diet
Technician until 2/28/11 (17 days after the
resident's tube feeding was started). (Refer to
F325 for specifics on nutrition),

d. Review of the resident's "Pressure Ulcer, Stage
Two Orders™ and skin breakdown documentation
provided to the surveyor evidenced the following
skin breakdowns:

178111 - right buttocks not measured, Xenaderm
ointment, apply BID (twice a day) and PRN (as
needed)

1/18/11 - right and left buttocks

1/2711 - right buttock had large purplish area -
very close to breakdown

1/29111 - left buttock red spots

2/15/11 - open right buttock.

'e. Review of the resident's Care Plan (last dated

update was 2/10/11) and nurse and nurse aide
care sheets (referred to as Kardexes by some
staff) evidenced that the resident's significant
weight loss after entering the facility was not
addressed. The care plan listed the GT
(gastrostomy tube) and tube feeding for
nutrition/hydration. Neither the nurse or nurse
aide sheets indicated that the resident was to
have clear liquids as tolerated {as noted in the
nutritional notes).
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f. Review of the resident's Care Plan {|ast dated
update was 2/10/11) and nurse and nurse aide
care sheets (referred to as Kardexes by some
staff) evidenced that the resident's ongoing skin
breakdown was not addressed. The Care Plan
noted the resident's heels were to be floated,
he/she was on a turning schedule, and a waffle .
air mattress was to be used. The nurse care
sheet did not list interventions for any skin
breakdown or monitoring of the skin. The nurse
aide care sheet noted that the resident was to be
turned every 2 to 3 hours when in bed and to
have a Baxter pad and an air mattress. (Note: On
1/27/11, nurse A charted that the Baxter pad was
fo be removed as it "negates the value of the
winged therapy mattress as well as the new
waffle matiress..")

5. Record review for resident #12 evidenced that
the resident was admitted 1/19/11 with diagnoses
that included anemia, dementia, chronic diarrhea,
hypertension, hypothyroidism, osteoporosis,
chronic obstructive pulmonary disease, and
insomnia.

a. Review of the resident’s physician orders
evidenced "Pressure Ulcer, Stage Two Orders",
dated 2/4/11, listing a Stage two pressure ulcer
on the right buttock. The following orders related
to the resident's actual skin breakdown:

"Nursing Orders:

Change position every 1-2 hours
Use turn sheet fo present shearing
Do not rub red areas

Encourage diet and fluid intake

Treatment:
"Xenaderm" ointment, apply BID and PRN
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Pressure reducing devices: (none marked by
physician)

| Medications: (none marked by physician)
[ Réferrals: (none marked by physician)."

b. Review of the resident's wound tracking
documentation (3/4M11 - 3/8/11, 3M14/11, 31511,
3/2111, and 3/29/11) revealed that the resident
had two or three small open areas on the right
buttock.

¢. On 3/31/11 starting at 9:28 AM, the foliowing
| observation was made with nurse O:

Resident #12's right inner buttock had two small
open areas and the area surrounding the open
areas was red. The nurse and Certified Nurse
Aide (CNA) P indicated that the redness was a
normal color of the resident's butiocks. The nurse
applied Xenaderm.

d. Review of the resident's Care Plan dated
1/27/11 and nurse and nurse aide care sheets
(referred io as Kardexes by some staff)
evidenced that the resident's ongoing skin
breakdown was not addressed.

6. Closed record review for resident #14
evidenced that the resident was admitted to the
facility on 1/6/06 and had diagnoses that included
chronic obstructive pulmonary disease,
hypertension, osteoporosis with compression
fractures, cervical kyphosis, hypothyroidism,
panic attacks, anxiety, and recurrent urinary tract
infections.
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a. Review of the nursing notes revealed that on
1/28/11, the MDS Coordinator noted that "...has
been declining physically with poor intakes and
loss of abilities. An area on ____(his/her) bottom
that started out as a cyst of some kind has
developed an unstagable area that is not overa |
bony prominence but has characteristics of deep -
tissue damage. Wound Care nurse has initiated a
KCI First Step mattress overlay and

—_ (resident's name) is not to sit in ___(his/her)
recliner or wheelchair until this area is resolved.
Will do a Significant Change MDS. Area is open
to air with Xenaderm twice a day. On a turn
schedule,”

b. Record review for the resident including
physician visits and orders, wound chariing from
November, 2010 through January, 2011, and
nursing notes evidenced that the resident's
pressure ulcers continued to detericrate and the
possible cyst area worsened and had begun
draining, causing a potential for infecting the open
pressure ulcers. The specialized mattress (First
Step) was placed on the bed on 1/28/11. At this
time the resident was restricted to bed, except for
it transfers to the bathroom. The wound notes
mention the resident's declining condition,
including not eating and the plan to involve
dietary. There was no evidence to show that the
"nice pads" in the recliner were appropriate,
effective pressure reducing/relieving cushions or
that the pads had been assessed to meet the
individual resident's needs. There was no
evidence of a nutritional assessment or of
nutritional interventions or a diet
change/modification, including supplements,
added after the resident’s skin condition began
deteriorating and the resident had decreased
meal intake. There was no evidence that
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different treatment options other than Xenaderm
were considered as the rasident’s skin condition
deteriorated. (Refer to F314 for delails related to
the pressure ulcers)

c. Review of the resident's Care Plan (last dated
update was 12/23/10) and-nurse and nurse aide
| care sheets (referred to as Kardexes by some
staff) evidenced that the resident’s ongoing skin
| breakdown was not addressed as such. No
problem of skin breakdown was listed on the
Care Plan. Under Dressing, there was an
approach to turn evety 2 hours when in bed
(dated 1/11/11). The Care Plan had the following
additions related to skin and positioning:

Appliances - 1/11/11 partial lift prn
1/131/11 KCI {mattress)

Mobility - 1/28/11 KCI w/bedrest with bathroom
privileges; no wheelchair, recliner

1/19/11 turn schedule every 2 hours when in
bed

Toileting - 1/11/11 check and change every 2
hours at noc
1/31/11 dri flow pad

The nurse care sheet dated 1/28/11 had the
following additions related to the resident's skin
issues hand written in:

No attends; just Dryflows; Turn; KCi airbed; BR
with BRP only

The nurse care sheet dated 1/28/11 had the
following printed information related to the
resident's skin issues ;
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Wound care - coceyx; Turn schedule in bed.
The nurse aide nare cheet fated 1/28/11 had the
following printed information related to the
resident's skin issues,
Toilet AC (before meal)/check and change every
two hours at noc; turn every 2 hours when in bed.
Review of these three forms failed to show an
overall care plan that addressed the resident's
current plan of caré related to the resident's ,
pressure ulcers, on the resident's bultocks and
foot. The nurse aide sheet did not indicate that
the resident was on bedrest with bathroom
privileges only and was to wear slippers, not
shoes. The nurse's sheet did not describe the
wound ¢are or frequency.
Additionally, the Care Plan and care sheets had
not been updated to show the resident's
significant declines in ADL functioning.
The resident did not have a comprehensive care
plan based on asseasment of the resident's
status. The fagility will continus to ensure that 054 k!
F 314 483.25(c) TREATMENT/SVCS TO F 314 | appropriate and timely interventions are .
PP . <o)
55=3 | PREVENT/HEAL PRESSURE SORES implernented 1o prevent (he dovelopment of 05700/90 f
new pressure uicers, prevent the decline of fL
. isting presaung ulcers, andfor ta tregt ()}M.
Based on the comprehensive assessment of 2 olters oncs they develop
regident, the facilitly must ensure that @ resident
who enters the facility without pressure sores 1. Resident #11 had surgical intervention on
does not develop pressure sores unless the ?:;gzﬁgl:J:&’ﬁ;ﬁ“gg&%;‘:‘;ﬁ andin
individual's Chnlcla! condition demlonstratQS' that receiving pngoing [réatmem wilh & wound
they were unavoidable; and 2 resident having vauuur, and has pressure relievirg
pressure sores receives necessary treatment and devices in the bed and wheelchalr. The
senvices to promote healing, prevent infection and gg;‘? d‘:'rf‘t'}g'}‘*mséﬁf:,:“a’gp“rg;ﬁg’t;‘“
prevent new sores from developing. informalion ragarding wound caru and
| treatment.
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F 314 Continued From page 10 F314| 2. ‘The acquired biister on the right heei of
. Resldent #3 has healed, and ongoing
i i i monitoring of the resldent's feet is being
Th'ts REQUIREMENT is not met as evidenced conducted. An intervention has been
by: ; ) . added to the Care Plan and staff care
Based on record review, cbservation, and sheets to molsturize the feet of Resident #3
| resident and staff interview, it was determined gnda dgily basis, ?‘nd")ﬁ":ioa?'heerl]s whgn in
; wility H P I : ed. Pressure relieving devices have been
that th.e faci ht_y fa""Ed to lmpleme.nt appropnate, : placed in the bed and wheelchair. The
timely interventions to prevent the de\{elopment-of. Care Plan and staff care sheets for-
new pressure ulcers, prevent the deacline of Resident #3 include appropriate
existing pressure ulcers, and/or to treat the ulcers Information regarding wound care and
. : treatment.
once they developed for seven of thirteen sample
residents (#11, #9, #12, #13, #5, #4, and #3) and 5. Anintervention has been added 1o the
one of three closed sample residents(#14). The Gare Plan and staff care shests to
findings included: moisturize the feet of Resideni #9 on a
daily basis, and to offload heels when in
bed. A pressure-relieving cushion was
Reference , placed In the wheelchair of Resident #9
According to "Pressure Ulcers in Adults: and the Care Plan and staff care sheets
Prediction and Prevention”, U.S. Department of revised to inciude this information.
He_alth_and Human -Se"rwces. Clgn;cal Ffractuce 4. Residents #12, #13, 45, and #4 wil all be
GUIdelEn_e, Number 3, Any person at r|9k fOl‘ ra~assassed for skin intﬂgrlty and
developing a pressure ulcer should avaic appropriate treatment interventions
uninterrupted sitting in any chair or wheelchair. Sievelﬂpii It?dm;dfess 'de"'ﬂf'll?dv?k'"
ity P . ahitkime issues, i 19 pressure-relieving
The individual should be repositioned, shifting the devices and other appropriate preventive
points under pressure at least every hour or be devices.
put back to bed if consistent with overall patient
management goals." 5. Resident #14 is deceased.
. . \ 6. Ali residents who have, or are at risk for,
According to "Pressure Ulcer Treatment”, U.8. skin breakdown will be regularly assessed
Department of Health and Human Services,. and provided appropriate preventive care
Clinical Practice Guideline, Number 15, the _a"‘lj ‘é?at“;g“;‘” the:T skin care “eedsﬁd
y PR . including pressure-relieving devices, an
resident s_hould have an individually prescribed the care and services will be documented
seat cushion \{vhlch will relieve or reduce pressure in the residents’ medical record, on the
on bony prominences. Support surface and resident's care plan, and on the staff care
positioning needs should be assessed and sheets.
reviewed regularly and determined by results of 7. An electronic notification system has been

skin inspection, patient comfort, ability, and
general state. Covering these support services
with bed linens, towels or incontinent pads
decreases their effectiveness for pressure relief.

developed to promptly advise the
interdisciplinary care team, including the
Registered Dietitian, regarding any
resident with active skin problems andfor
raceiving wound care and services.
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___According to the CMS (Centers for Medicare
and Medicaid) RAI (Resident Assessment
Instrument) Version 3.0 Manual, : Unstageable
Slough andfor Eschar is "Known but not
stageable related to coverage of wound bed by
slough and/or eschar; full thickness fissue loss;
base of ulcer covered by slough (yellow, tan, gray,
green, or brown) and/or eschar (tan, brown or
black) in the wound bed". This is to be coded as
MO300F.

Reference for Xenaderm

This combination product is used on skin wounds

-and ulcers to help relieve pain and help healing.

Trypsin is an enzyme that helps to break up and
remove dead skin and tissue. Balsam Peru is a
mild antiseptic that helps prevent bacteria from
growing and may also help the growth of skin
cells. Castor oil is added to protect and soothe
the affected area. This product may also reduce
the oderfrom seme wounds.

How to use Xenaderm Top

This medication is for use on the skin only. Avoid
contact with eyes. Wash your hands before and
after applying this medication. Apply a thin layer
to the affected area, usually at least 2 times daily
or as directed by your doctor.

if your doctor has directed you {c clean the
affected area, clean it before applying this
medication. Leave unbandaged or apply a
dressing as directed by your doctor. To remove
the medication, wash gently with water. If you are
unsure about how to clean the affected area or
apply this medication, consult your doctor.

1. Record review for sample resident #11
evidenced that the resident was admitted to the
facility from the hospital on 3/18/11. The

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 5] PROVIDER'S PLAN.OF CORRECTION (89
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULIL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 314 | Continued From page 11 F 314

10.

1.

12,

Qualified nurses wil measure wounds
stage Il and above on a weekly basis and
document the information in the resident's
medical record.

Education will be provided to the nursing
staff regarding the assessment for risk of
pressure sores and appropriate treatment
for identified issues. -

An interdisciplinary Wound Care team has
been developed comprised of a Certifled
Wound Care Registered Nurse, the
Director of Nursing, the Staff Development
Coordinator, the Registered Dietitian, the
MDS/Resident Assessment Coordinatar,
and the Rehabilitation Services
Director/Physical Therapist. This team
meets on a weekly basis and reviews all
residents who are at risk for developing
skin breakdown, as well as those
residents currently recelving treatment for
wounds and other skin problems. (See
Attached) Interventions and preventive
measures are determined, freatment
progress is reviewed, and the information
is documented in the resident’s medical
record, The resident’s care plan and staff
care sheets are revised lo reflect any
changes in the plan of care.

The care and treatment of residents with
pressure sores, and the services provided
to prevent pressure sores will be regularly
menitared by the Director of Nursing and
developed into a Quality Improvement
indicator. The results of the monitoring
will be reported to the Mediclne/Critical
Care Committee and the organization-
wide Quality Improvement/Performance
Improvement Committee on a quarterly
basis.

The Director of Nursing will monitor.
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resident's diagnoses included right rib fracture,
right hip fracture from a fall with ORIF {open
reduction internal fixation), hypertension,
hypothyroidism, and osteoporosis,

‘| a.  Review of the patient report summary sheet’
| dated 3/18/11 also identified the resident as

having type Il diabetes. The skin assessment on
this form noted the resident as having bruising.
The "wound care" was documented as "Blisters
on gluteal crease upper area.”

Another "LTCC SBAR" sheet dated 3/18/11
identified the resident's Braden (skin risk
assessment) as "19". The wounds were
documented as "blisters at folds and tape blister
on right thigh". However, the resident had a
Standing order sheet started on admission for
"Pressure Ulcer Stage Two Orders”.

[Note: The Braden Scale is a rating scale from
6-23. A lower Braden Scale Score indicates a
iower level of functioning and, therefore, a higher
level of risk for pressure ulcer development. A
score of 19 would indicate that the patient is at
low risk, with no need for treatment at this time.]

b. Review of the "Discharge Summary" from the
hospital included, "He/she had some small
traction blisters at the tape on his/her hip which
was noted when dressing changed on
postoperative three. ...He/she did develop some
superficial decubiti in his/her sacral region while
in the hospital. This was just stage | with some
slight blistering and the nurses monitored it with
DuoDerm .."

[Note: Information faxed to surveyor following the
survey had a correction which noted DuoDerm

F 314
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was not used in the hospital. The facility reported
it was Xenaderm.]

c. Observations of resident #11 were made on
3/30/11 at 9:40 AM when nurse G provided
wound care. The resident was in the bathroom
when nurse G entered the room. The nurse
washed her hands, donned gloves and provided
peri care before the wound treatment. The
resident stood to have his/her buttocks cleansed. |
The nurse picked up a package of disposable
wipes opened them with a key and removed the
wipes to do cares. The resident told the nurse
that he/she was told not to let anyone use wipes
on his/her bottom due to his/her skin condition.
The nurse stated, "These wipes don't have
anything allergic in them" and proceeded to wipe
the resident's buttocks. [Note: The physician
orders on admission stated, "No wet wipes/use
H2G & soap ONLY". The wipes that were used
did contain Aloe Vera and lanolin.]

The resident had a large area of
erythemalredness over the left buttock with
redness extending into the gluteal fold and
blistering along the left giuteal fold. When the top
of the gluteal fold was separated, a quarter size
area of black eschar was observed. The nurse
removed her gloves, washed her hands, donned
gloves and applied Xenaderam to the entire
buttocks including the gluteal fold. The nurse
reported that the resident was started on an
antibiotic due to the area having an infection. The
nurse staged the wound as a "Stage iI". The
resident complained of pain during the perineal
care and wound freatment when the inflamed
area was touched. The incision area on the
resident's right hip was healed which
demonsirated the resident's healing process.
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[Eschar is described as thick, leathery, frequently
black or brown in color, necrotic (dead) or
devitalized tissue that has lost its usual physical

d. ' Resident interview on 3/30/11 following the
wound cares revealed the resident was not
provided timely interventions which included a

recliner. The resident stated, "They gave me this
scalloped pad yesterday for my wheelchair" and
pointed to a two inch egg crate foam pad he/stie
was sitting on. "They had a blue piastic pad in my
wheelchair that was hard as a rock first when my
bottom got sore.’| complained because it hurt to
sit on. Before that | didn't have anything in my
wheelchair, | didn't think my bottom was sore
when | came in but i is really sore now. The
wound nurse told me they should not use those
wipes on my bottom just a warm cloth but some
staff just don't listen. | had a sore on my coccyx a
long time ago but it healed. | know they started
my antibiotics yesterday (3/29/11) for the infection
and | don't know what to do because I'm
supposed to be going home soon”,

e. Review of the "LTCC nursing notes" provided
included the initial notes on admission dated
3/18/11 to 3/31/11. The notes included:

3/18/11 - "Wounds/TX: 3 surgical sites with
staples and dressings, bruises on R (right) leg
internal and external and on pubic area, and skin
abrasions on left buttocks and right hip from
wipes/iape",

3/2211- the notes identified open area on coceyx |

which was not measured,
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327111 - (9 days later) next documentation on the
wounds in the gluteal fold stated, "Resident's
coccyx very red and warm fo touch has scab in
coccyx fold. E-mail sent to (name) wound care'.

3/28/11- "Up to toilet. Wound in giuteal fold
draining seroserous fluid. Wound warm to touch.
Cleaned with wet towels. Applied Xenaderm".

3/28/11 - "Res. was sean by wound care nurse,
(name). Note faxed to MD requesting atb therapy
for possible cellulitis". The wound nurse
documented that the left gluteal area was very
erythematous, measures 256 cm length and 9 cm
width with light serous drainage. The area was
also described as having cellulitis with ulceration
inner aspect of giuteal fold 2 cm by 1.3 cm.

3/29/11 The notes showed the resident was seen
by the physician and a new order was written to
consult wound care and start resident on Keflex
500 mg three times a day for ten days.

3/30/11- "Roho cushion place to seat in resident's
recliner".

f. ~ Review of the physician progress notes dated
3/29/11 stated, "Called to see for red sore
buttocks. Pt. had a 2nd degree decubiti in
{(hospital) which over the weekend significantly
increased in size with surrounding erythema and
a deep Stage Il ulcer... Decubiti ulcer over
coccyx with surrounding celiulitis. P (plan)
antibiotics and wound care".

g. Review of the resident's care plan dated
3/18/11 identified problem of "pain for infection at
surgical site and/for skin abrasions". The
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interventions listed were: "Observe bruises while
healing, Apply topical cream to abrasions,
dressings over staples until removed and then
steri strips, and Document wound status”. This
_also had a review date of 3/24/11 with no .
changes made. The plan of care did not address
interventions to meet this resident's skin care.
needs and risks. The care plan did not include
pressure reducing devices for chair or bed,
turningfrepositioning, ulcer care or wound cares
when being admitted with decubitus ulcer and
skin issues from the hospital. The care plan was
not updated when the cellulitis was identified to
‘show the interventions provided.

Review of the resident's care sheets used for
nurses and aides were also reviewed.

The nurses sheets included, "dressing to R hip,
wipeftape burns buttocks/hip and Medicare
assessment”. [t also listed FSBS (fasting blood
sugars} four times a day. The sheet had not been
updated to show cares when the coceyx was very
red and warm to touch and scab in coccyx fold.

The aides care sheets included, "NO WET
WIPES/USE H20 & Soap ONLY, and tape
sensitivity."

h. Interview with nursing staff who did not want
to be identified reported that they had been told
not to stage wounds or document sizes of
wounds. "We've been told that the wound nurse is |-
supposed to be the one documenting on the
wounds." Also that the wound care nurses came
from the hospital when referrals were made on
skin issues per the policy and procedure. The
nurses confirmed that resident #11's wound care
was twice a day by nursing with only limited
documentation of the observation made during
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Continued From page 17
wound care.

i, In a follow up interview with the resident on
3/31/M11 at 10:30 AM, the resident complained of

F3

increased pain. The resident reported he/she had |

requested another pain pill and could not tolerate
sitting in the recliner due {o pain from the "sores
on my tail bone".

j.  Review of the "Wound Care" policies and
procedures with a revised date of 4/06 included a
protocol for the hospital and long term care. It
addressed surgical and traumatic wounds, rashes
including rash of perineum and rectal areas and
pressure ulcer protocol and standing physician
order sheets for Stage |, I, il and IV breakdown.
All areas addressed "Complete wound care
documentation”.

Resident #11's had a standing order sheet started
on admission 3/18/11 for "Pressure Ulcer Stage
Two Orders”. This sheet identified the treatment

-| of Xenaderm ointment BID and PRN. It did not

address any pressure reducing devices nor where
the measurements of the area were to be
documented.

k. Interview on 3/30/11 with the DON (Director
of Nursing) confirmed that resident #11's nursing
notes and the wound documentation were
incompiete and plan of care did not address this
resident's skin care needs. The DON reported
she was trying to get the skin documentation to
be more consistent by having the wound care
nurses documenting skin breakdown. They were
currently working on revising the wound policy
and procedura. However, the wound care nurses
were only listed as referrals on complicated
wounds. This resulted in a lack of wound

A

14
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assessments and inconsistent documentation.

The facility failed fo ensure a resident having
pressure sores received necessary treatment and
services to promote healing, prevent infection,

" | and prevent new sores from developing.

2. Record review for sample resident #3
evidenced that the resident was admitted to the
facility on 3/9/11. The resident's diagnoses
included Alzheimer's, dementia, CAD (coronary
artery disease), hypertension, diabetes, left leg
weakness, and history of urinary tract infection.

a. Review of the admission MDS {minimum data
set) assessment dated 3/25/11 identified the
resident as being at risk for pressure ulcers and
having ongoing Stage !l pressure ulcers on
admission,

b. Review of the standing order sheet for
pressure ulcers Stage |l identified the resident
having pressure ulcers on the right and left
gluteus. It noted the measured areas on the right
as 1.0cmx .9cm, and on the leftas .3cm x 4
cm.

¢. Residentf #3 was observed on 3/30/11 when
nurse G was doing wound care. The resident was
seated in the recliner with his/her feet elevated.
The resident was wearing a slipper sock with the
right heel resting on the foot rest. The nurse
reported the open argas on the resident's bottom
had healed but the resident had developed a
blister on histher right heel after admission. The
nurse removed the resident's right sock and
checked the right heel. The resident had a
guarter size discolored area on the right heal. The
nurse reported the area was a blister but is now
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drying. The area was described as looking like a
dried bload blister which is improving.

d. Review of the "LTCC Nursing Notes"
included: =~ .

3/9/11. (admission) - "Helshe wears orthopedic
shoes. He/she wears left ankle AFO for foot drop.
Today feet are without any skin breakdown ... The
left ankle problem is related to central spinal cord
damage ... "

3/15/11- The documentation showed the blister
on the right heef was found by the bath aide six
days after admission.

3/16/11- it indicated the area on the resident's
right heel was referred to Wound Care and
interview with the resident’s spouse reported the
resident had breakdown on his/her right heel
before.

e. Review of the "Active Pressure Wound Audit"
provided by the DON showed resident #3 had a
facility acquired pressure sore on the right heel.

f. Review of the resident's care plan dated
3/8/11 revealed interventions to meet this
resident's skin care needs and risks were not
addressed until 3/22/11 whien the problem of
"skin breakdown" was added. It identified skin
breakdown Stage Il on the left and right gluteus
which were present on admission and the right
heel as an "unstaged intact blister”.

The plan of care did not address the development
of the pressure sore on the resident's heel until
seven days after it was found. The plan of care
did not address the nead for a nursing
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assessment and monitoring of the resident's feet
(diabetic) before or after the heel wounds were
identified.

3. On 3/31/11 at 9:25 AM, in an interview with the
Director of Nursing: {DON), the surveyor
requested to have her or a nurse view the skin of
residents' (#4, #12, #13, #9, and #5) who
currently have or have had pressure uicers. The
DON stated that the nurses could do that.

On 3/31/11 starting at 9:28 AM, the following
observations were made with nurse O:

a. Resident #9 was lying in bed on his/her back
without his/her heels floating. When the resident
was turned to each side after the nurse
unfastened the resident's incontinent brief, his/her
back and buttocks were red. The resident's heels
and feet were dry and had peeling skin. The
resident was lying on a Waffle Mattress Overlay.
The nurse placed pillows under the resident's
legs, but the resident's heels were still not off the
mattress. Additionally, there was no pressure
relieving/pressure reduction cushion observed in
the resident's wheelchair. During the survey time,
the resident was observed at various times to be
seated in his/her wheelchair,

b. Resident #12's right inner buttock had two
small open areas and the area surrounding the
open areas was red. The nurse and Certified
Nurse Aide (CNA) P indicated that the redness
was a normal color of the resident's buttocks. The
nurse applied Xenaderm. When asked if
measurements of the open areas were done, the
nurse revealed that "nurses don't measure
wounds",
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¢. Resident #13's was observed while standing in
the sit to stand lift. No open areas were observed
on the resident's buftocks. When the resident's
left heel was observed, two red areas which did
not blanch were found on the bottom of the foot. ‘
The staff were not aware of the areas, but .
suggested the areas might be from the resident's
slippers. Additionally, the resident's chair did not
have any pressure relieving or reducing devices
ir it.

d. At 9:50 AM, the nurse left the Special Care Unit
(SCU). CNAs P and Q transferred resident #5
into bed from his/her high backed wheelchair,
using the maxi lift. The resident's heels were
checked and found to have no skin breakdown.
At 9:55 AM when nurse O came into the
resident's room, the resident's back and buttocks
were observed and found to have no skin
breakdown. Additionally, the resident's wheelchair
was observed to have no pressure relieving or
reduction devices in place.

e. On 3/31/11 at 10:15 AM, resident #4's skin was
observed with nurse C. The resident's left heel
had dry skin. The back, outer side of the right
heel had a black, dry area which the nurse
identified as a scab. There was peeling skin on
the heel. The resident's right upper buttock had
several small purplish/black areas and the
buttock was light red. The teft upper buttock had
two small purplish/black spots on it. These areas
were not observed to be open. The resident
stated that these were really improved and that
he/she used Vasolex Qintment on the areas.
There was a cushion in the resident’s wheelchair,
which he/she identified to be an "air cushion”, but
it was not a pressure relievingfreduction device.

FORM CMS-2567(02-99) Previous Versions Obsolete Event iD: 519111 Facility ID: WY 0033 If continuation sheet Page 22 of 63



FRINTED: 04/19/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES , OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2y MULTIPLE CONSTRUCTION 16¢3) DATE SURNVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
§35027 B NG 04/01/2011
| MAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
| 707 SHERIDAN AVENUE
WEST PARK LONG TERM CARE.CENTER CODY, WY B2414
%4) ID SUMMARY STATEMENT QF DEFIGIENCIES D PROVIDERS PLAN-OF CORRECTION oE
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TOTHE APPROPRIATE DATE
DEFICIENCY)
F 314 { Continued From page 22 F 314

4. Record review for resident #9 revealed that the
resident was admitted on 12/28/10 with
diagnoses that included normal pressure

| hydrocephalus, pitaitary tumor, hypertension,

| falls, dementia, glaucoma, ‘and stroke. -

a. Review of the resident's "LL.TCC SBAR" {per
staff this was pre-admission assessment) dated
12727110 (one day prior fo admission) revealed
that the resident was assessed to have no skin
wounds, a Braden scale of 13, riormal gkin, and
no wound care, to eat a regular diet
independently, and to weigh 178 pounds.

b. Review of the resident’s LTCC Nursing
Assessment form dated 12/29/10 noted that the
resident's Braden Scale score was 22 (low risk for
skin breakdown) when it was completed on
12/28/10. ‘

¢. Review of the resident's "LTGC Nursing Notes"
revealed a note dated 1/27/11 and written by
nurse A. "Recommendation: A waffle mattress
was began today. Will also be removing
_____{hisiher) Baxter pad as it negates the value
of the winged therapy mattress as well as the new
waffle matiress as well as it is allowing more heat
to build in the perianal area. Have also added two
more pillows to keep ___ (hisfher) heels up and
for better support when on __ (his/her) side."

d. Review of the resident's 2/9/11 significant
change Minimum Data Set (MDS) assessment
evidenced that the resident was totally dependant
and reguired one or two plus staff for the
Activities of Dally Living (ADLs) of bed mobility,
dressing, eating, personal hiygiene, and bathing.
The resident's ADLs of transfer, walk in room and
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in corridor, locomotion on unit and off unit, and
toilet were coded as did not oceur. No pressure
ulcers were noted on this assessment or on the
admission assessment.

e. Review of the resident's physician standing
order sheet (listed as "Pressure Ulcer, Stage Two-
Orders") and dated 1/8/11 revealed the following
orders related to actual skin breakdown;

"Nursing Orders:

Change position every 1-2 hours
Use turn sheet to present shearing
Do not rub red areas

Encourage diet and fluid intake

Treatment:
'‘Xenaderm' ointment, apply BID and PRN

Pressure reducing devices: (none marked by
physician)

Medications: {(none marked by physician)
Referrals: (none marked by physician)."

. Review of the resident's "Pressure Ulcer, Stage
Two Orders" and skin breakdown documentation
provided to the surveyor evidenced the following
skin breakdowns:

1/8/11 - right buttocks not measurad, Xenaderm
aintment, apply BID (twice a day) and PRN (as
needed)

171811 - right and left buttocks

H27/11 - right buttock had large purplish area -
very close to breakdown

129/11 - left buttock red spots

2/15/11 - open right buttock.
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g. On 3/29/11 at 9:28 AM, in an interview with
nurse G, she indicated that the resident was
receiving Xenaderm to hisfher open area on the
buttocks. .

h. No wound tracking was found to show that the |
facility routinely monitored, measured, or
assessed the resident's skin breakdowns. Nor
was there any documentation to show that
nutritional interventions were considered to
address the resident's skin breakdown.

i. Review of the resident's "LTCC Nutritional
Assessment” forms revealed an assessment by
the Registered Dietitian (RD) dated 1/29/11.
There was no evidence that the RD was aware of
the Stage I pressure ulcer or of any significant
weight loss. The next three nutritional notes were
documented by the Diet Technician (DNT) on
2/8/11, 2/28/11, and 3/30/11 and did not show
any awarengss of the resident's skin breakdowns.
{Refer to F325 for specifics related to the
resident’s nutritional status).

j. On 3/31/11 at 3:10 PM, in an interview with
Registered Dietitian (RD), she revealed that
weights were generaily done on a monthly basis.
When asked about how she was notified when
residents have skin breakdown, she commented
that the notification was not good. She remarked
that she has to search through the documentation
to find needed information. She confirmed that
she did not always receive nutrition referrals for
consultations with residents who had wound (skin
breakdowns).

k. On 3/31111 at 4:47 PM, in an interview with the
Administrator, Director of Nursing, and nurse A,
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the concerns about weight foss and skin
breakdown and the RD's involvement were
discussed. The concerns that the RD expressed
about the communication and lack of a system of
notification were included in this discussion.

|. Review of the resident's Care Plan and nurse
and nurse aide care sheets (referred o as
Kardexes by some staff) evidenced that the
resident's ongoing skin breakdown was not
addressed. The Care Plan noted the resident's
heels were to be floated, hefshe was on a turning
schedule, and a waffle ait mattress was to be
used. The nurse care sheet did not list
interventions for any skin breakdown or
monitoring of the skin. The nurse aide care sheet
noted that the resident was to be turned every 2
to 3 hours when in bed and to have a Baxter pad
and an air mattress. The nurse aide directions on
the care sheet to turn the resident every 2to 3
hours and for the resident to use the Baxter pad
did not match the resident's current plan or
orders.

5. Closed record review for resident #14
evidenced that the resident was admitted to the
facility on 1/6/08 and had diagnoses that included
chronic obstructive pulmonary disease,
hypertension, osteoporosis with compression
fractures, cervical kyphosis, hypothyroidism,
panic attacks, anxiety, and recurrent urinary tract
infections.

a. Review of the resident's 1/11/11 history and
physicai examination revealed that the physician
noted "...has had some skin breakdown and
____{he/she)is being foliowed by wound care.
Xenaderm is being used on them. Last lime | saw
___{him/nerjon November 30 __ {he/she) had
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what looked like maybe an inclusion cyst left iliac
crest . Apparently that is improving. It has never
opened up. Wound care will continue to follow."

b. Review of the resident's physician orders
revealed the following orders related to wound
care:

10/9/10 (telephone order) - Xenaderm BID (twice
a day) and prn, change from prn, to L {left)
buttock, coccyx area. :

11/15/10 (telephone order) - Change Xenaderm
to prn (as needed)

1f28/11 (telephone order) - One First Step
mattress; tum schedule please, no chair @
present, bedrest with BRP (bathroom privileges)

c. Review of the resident's Wound Condition &
| Care Reports revealed the following:

Note: Starting in 11/10, an area on the left iliac
crest was noted by the physician to possibly be an
inclusion cyst. The wound charting contained
information about this area, noting it to be an
ecchymotic area, small hard area, or a small
eschar scab on the iliac crest or on the buttocks.
The wound charting was confusing about the
actual site and/or wound being described in each
note. The pressure ulcers in the following charting
notes appeared to relate to areas other than that
of the possibie cyst.

11/15/10 - Open areas are healed at this time,
Xenaderm changed to prn; GEO, pillow under
legs while in bed.

11/26/10 - Small pinpoint open area on R (right}
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butteck, Xenaderm being used. {name} WC

(wound care) here this am to look at lesion,
nursing to use Xenaderm on it, Dr. ___ {name)
called, will be over sometime this week to look at
it.

‘Several notes in December, 2010 described as R
buttock or buttock, area remains open, Xehaderm
applied, purplish/pink color.

12/29/10 - Twa superficially openéd areas noted
to have 3 blisters on buttocks.

1/1111 - Buftocks, not measured, superficial.

1/4111 - Right foot 2nd toe, 0.1 x 0.1 cm,
superficial, small blister on right foot 2nd toe,
GEO, pillow under legs while in bad, Braden 19,
doctor not notified, will wear slippers instead of
shoes.

1/4111 - Right buttock, not measured, superficial,
two small superiicial open areas.

1/5111 - R gluteal/small L glut., 2cm L x 1 cm W,
 superficial, Stage Il noted, beefy red tissues, no
fibrin, Xenaderm being applied, very small stage
It on L gluteal, drainage - light serous, causes -
pressure/possible decrease in nutrition,
discussed wistaff, Will condinue to monitor areas,
appropriate treatment w/Xenaderm to all areas
BID/PRN. Pt sits on nice pads when in chair, staff
stated she has been eating less lately, may need
more assist w/eating/encouragement (wound
nurse)

1/10/11 - R gluteal w/2 cm round Stage il
pressure ulcer, L. gluteal w/no open area today.
Open area to L hip/buttock is .3em L x .6 cm W x
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_{area from unknown etiology, pt is very

appears red but healing. (Note: It gluteal, 4.2 cm

sup D, no changes, but just below this area is
deep tissue injury w/non-open deep purple area
measuring 4 em L x 1 cm W, new from last week,
drainage - light serous, causes - pressure/new

fragile....discussed air bed options w/___ (MDS
coordinator), but would make it difficult to elevate
HOB (wound nurse)

1713111 - blister on toes, approx .1 cm,
superficial, these 2 areas on tops of 2 and 3rd are
white and do not blanch well, pressure/new area

1/13/11 - buttocks, not measured, superficial,
three superficial open areas, one large and two
small

1/27M11 - it gluteal fold, 0.7 cm L x 0.4 em W,
superficial, Stage Il w/Xenaderm on and pink
wound bed - noted closed area above that

L x 3.0 cm W, unknown/slough, odor before
debrided, causes - pressure vs trauma) (77 if this
is previously described cyst) Pt resting on back in
bed, turned to MRT side for assessment and
cares. Attends w/large amount serosanguinous
drainage fram Lt gluteal wound. RN debrided dark
slough from surface or wound that did relieve
odor. Continue wiXenaderm to aide in
debridement and healing. Confinue to debride as
able at wound RN visits. Then schedule with no
pressure to Rt gluteal area. No chair unless able
to offtoad area. (wound nurse)

1/28/11 - { hip, peri wound area is red and puffy.
Inner area of wound has layer of black eschar
that looks like it is sinking down into wound about
0.4 cm deep, odor - foul
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1728111 - rt gluteal fold, not assessed today, left
hip, not measured today, wound withick fibrin and
red peri-wound about 1 cm band. Pt to bed on
first step mattress, pt on recliner sleeping and
slouched to left side so sitting directly on wound.

| First step placed on bed and when set up pt was
transferred {o bed, pt not to sit on
chair/recliner/iwheelchair until healing. can be
taken to toilet via standing lift. Pt turned to rt side
to offload It hip and legs elevated/separated
w/foam pillows, now on turn schedule,

d. Review of the nursing notes evidenced that on
1/26/11, nurse O charted "Resident's L hip decub
is draining brown/yellow, foul smelling drainage.
___{name) wound nurse notified per e-mail."

e. Review of the nursing notes revealed that on
1/28/11, the MDS Coordinator noted that *...has
been declining physically with poor intakes and
loss of abilities. An area on ___{his/her) bottom
that started out as a cyst of some kind has
developed an unstagable area thatis not overa |
bohy prominence but has characteristics of deep
tissue damage. Wound Care nurse has initiated a
KCI First Step mattress overlay and
___(resident's name) is not to sit in ____(his/her)
recliner or wheelchair until this area is resolved.
Will do a Significant Change MDS. Area is open
to air with Xenaderm twice a day. On a turn
schedule.”

f. On 37311 17 at 4:47 PM, in an inferview with the
Administrator, she verified that the resident did
not have any wound culture results.

g. On 3/31/11 at 5:28 PM, in an interview with the
MDS Coordinator, she confirmed the following
wound information related to the progression of
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the resident's skin condition:

11/30/10 - physician identified possible cyst on
left iliac crest

12/5/10 - wound nurse noted small eschar
12!26/1,0 - two areas with skin problems

1/6/11 - wound nurse noted both left hip and
gluteal and right gluteal skin issues

1/10/11 - deep tissue injury identified.

The Coordinator verified that a GEQ mattress
was in place until the First Step matiress was
implemented. Additionally, she confirmed that
pressure reducingfrelieving chair devices were
not in place for this resident.

h. On 3/31/11 at 3:10 PM, in an interview with the
Registered Dietitian (RD), she was asked about
resident #14's nutritional plan. She thought that
maybe the resident had received Arginaid.
Review of the resident's physician orders and of
the record failed to show that the resident had
been started on any supplements or that the skin
breakdown had been assessed by the RD.

In summary, the resident's pressure ulcers
continued to deteriorate and the possible cyst
area worsened and had began draining, causing
a potential for infecting the open pressure ulcers.
The specialized mattress (First Step) was placed
on the bed on 1/28/11. At this time the resident
was restricied to bed, except for lift transfers to
the bathroom. The wound notes mention the
resident's declining condition, including not eating
and the plan to involve dietary. There was no
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evidence to show that the "nice pads” in the
recliner were appropriate, effective pressure
reduoing/rclieving cushions or assessed Tor 1he
individual resident. There was no evidence of a
nutritional assessment or of nutritional
interventions or change of dist, including
supplements, added after the resident's skin
condition began deleriorating and the resident
had decreased meal intake. There was na
evidence that different treatment optians other
than Xenaderm were considerad as the resident's
skin condition deteriorated,

The facility was requested to provide any
documentation related to the care and treatment
of the resident’s pressure ulcers, including
nutritional interventions, assessments, etc. The
week foliowing the survey the facility sent
additional documentation on the wound
assessment, nursing notes, and physician
information, This information was reviewed.

{Note: The record review findings wera based on
hard copy medical record review and
documentation requested and provided by the
faciiity staff from their electronic record system.
The facillty had some documentation kept hard
copy and some electronic. |

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remaing as free of accident hazards
as Is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

F 314

F 323

Tha facilily will continuc to ensure that the
fesident environmant nemalns 1s free of
accident hazards as passible, and each
resldent receives adequate supervision and
ayssisiance te prevenl accidents.

1

Q508071
05 fosf3e!

gt

—

Resident #10 |s deceased as of
00312011, Staff memper N was
vounselad on D40472011 ragarding nat
providing intake to res)dunts.
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This REQUIREMENT is not met as evidenced
by :

Based on record review, observation, and staff
interview, it was determined that the facility failed
to ensure that the environment was as free of
accident hazards as possible. This was related to:
1) Care of a resident who was at risk for choking
(residents #10 and #5), 2) Entrapment risk with
the use of assistive devices (residents #19 and
#20), 3) Accessible chemicals, and 4) Medication
left on table in Special Care Unit (SCU). The
findings included:

Choking Risk

1. Record review for resident #10 evidenced the
resident had diagnoses that included end stage
Parkinson's Disease, incontinence, insomnia,
migraine headaches, history of urinary tract
infection, and dehydration/sepsis.

a. Review of the resident's nursing notes revealed
the following notes related to the resident's

 difficulty swallowing or choking:

3/22/11 - "Has had noted difficulty swallowing this
noc, having o swallow several times in order to
get a small amount of fluid down.."

3/23/11 - "Choking episode after dinner. Cup of
tuna salad left in room which ___ (hefshe) was
feeding _____(himself/herself). Day LPN (Licensed
Practical Nurse) suctioned Res. Encouraged Res
to cough. Was able to clear. Recommend
supervision while Res eating due to increased
difficulties swallowing." '

b. Review of the resident's Care Plan and nurse

4D SUM \RY STATEMENT OF DEFICIENCIES iD PRoyI:Ejg 'S E‘LAN OF COBRECTION (XB)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHCO RECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
F 323 | Continued From page 32 F 323

Staff assigned to the care of resident #5
has received edueation by the Staif
Developmant Coordinator/Registered
Nurse regarding the importance of having
the head of the wheelchair elevated when
providing intake to the resident. The Care
Plan and staff care sheets have also been
updated to reflect this information.

All staif will receive aducation regarding
proper positioning of residents during the
pravision of food and/or fluids.

The upper side rails on the beds of
Residents #19 and #20 were modified on
04/19/2011 with a cover that will prevent
possible entrapment, and the lower sida
ralls were removed. The gaps between
the side ralls. and the matfress on the beds
of Resident #19 and #20 will be filled with
a pad to prevent the possibility of
entrapment. -

All beds with side ralls were measured on
04/06712011 to ensure the side rail zones
are safe as per Food and Drug
Administration (FDA} guidelines. Side
rails fhat do not meet zone safety
msasurements will be removed, secured
so that they cannot be used, or modified
with devices to meet safety requirements.

An evaluation form was developed (See
attached} and a process implemented on
412672011 to assess the safety of assistive
devices/side ralls currently in use to
ensure they meet safety standards. All
residents who utilize side rails will be
evaliated using this process to ensure the
safety of the devices and the residents’
use of them.

The Care Plans and staff care sheets for
Resident #19 and Resident #20, and any
other residents who use side rails, will be
updated to address the use of side rails.
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SUMMARY STATEMENT OF DEFICIENCIES

resident had received a massage.

e. On 3/30/11 at 9:08 AM, in an interview with

' Certified Nurse Aide (CNA) D, she revealed that

staff member N was not a CNA or licensed staff
member but part of a massage service that the
Hospital had available. '

f. On 3/30/11 at 5:05 PM, in an interview with the
Administrator, the Director of Nursing (DON), and
nurse A, they verified that staff member N was

staff regarding each resldent’s
assessment for safety of self-
adimirfistration of medications, to include
not leaving medication at the table of any
resident who is not assessed as being
safe for self-administration of medications,
and any resident who has a table mate
who has been assessed to be unsafe for
self-administration of medications.

(X4) 1D ARY D _ PROVIDER'S PLAN OF CORRECTION x6)
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO$S-REFEREN gﬁ%m T\I:IjE APPROPRIATE DATE
DEFICIENGY
F 323 | Continued From page 33 _ F323| & The chemicals stored In the storage room
and nurse aide care sheets (identified by some located across from Room #18 were
staff as kardexes) revealed that the resident was ;e:‘;gl“’gg ;‘tgrggfffo?\r and relocated into
identified to be an "aspiration risk: keep HOB '
(head of bed) elevated". 9. Locks were placed on 04/26/2011 on the
. . . cupboard space under the sinks of the
e YA b R+ e E \ kitchen located next to the main dining
¢. On 3!30/_.1“! at 8'3.5 AM, l’eSId_e'l'It#10 was room, the kitchen lo¢ated-next to the
observed sitting up in bed with histher tray of . second floor dining room, and any other
puree textured food and three cups of liquids with areas accessible to residents where’
lids placed on the over-the-bed table, directly in chemicals may be stored.
front gf the resident. Thfé resident appeared to be 10. Staff education will be provided to nursing
slet:-:-plng. No staff were in the room with the staff that provide care to resident #25
resident. regarding the reguirement for supervision
of medication administration,
fi On 3/30/11 at 824O.AM' s.taﬁ member N c.a me 11. The electronic medication administration
into the room and indicated that she was going to record of Resident #25 will be noted to
.| give the resident a massage. She was observed include Information that medications are
to attempt to feed resident #10 a spoonful of not to be left for self-administration without
puree texture food. The resident refused to open direct supsrvision.
hls"f her mouth. Next the staff member gave the 12, All residents who have been assessed to
resident a drink of juice. The resident coughed not be safe for seif-administration of
several times after choking on the fluid. The n}edtlcatlons Vr::' htai“'e Bd"°.t3.t"t’“ti." their
] F th r 4 i electronic medicalion aaministration
s.u.megfor Ieft the reom _When the [eslde_nt stopped reécerd that medications cannot be left for
coughing. Soon after that, the staff member was the residents in an unsupervised manner,
observed to come to the nurses' station and including at their fable. This assessment
request assistance for the resident who was will "10'“0‘? V?S'def;lfs \‘d\'h‘llsge ta?ie m?fes
choking. Nurse G was observed to enter the room e d“ig;t“;‘fnz or seif-administration o
and suction the resident. At :00 A, staff N was )
observed in the hallway and she indicated that the 13. Education will be provided to all nursing
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niot @ CNAand that massage therapists were not
licensed in the State,

2. Review of resident #5's 3/21/11 Histery and
Physical Examination evidenced that the resident
had diagneses that included Parkingon's Disease,
dermentia, muscle ¢ontractures, depresston, -
behavioral issues, coronary disease, and
gastroesophageal reflux disease.

| Observation, staff intenview, and-record review of

the resident's 3/5/11 guarterly MDS agsessment

‘verified that the regident required total care with

histher Activifies of Daily Living, including bed
mobility, transferring, and eating.

On 3/307/11at 7:60 AM, resident #5 was observed
seated in his/her reclining high back wheelchair in
the common area. CNA T was feeding the

resident. The head of wheelechair was only slightly

| elevated. The regident was chewing repeatedly

on aach bite. Statting-at 8:15 AM, the resitlent

'| was coughing occasiohally during the meal.

Entrapment Hazards

Reference for Professional Standards of Practice
for hed rail-related entrapment deaths/injuries:
Bed rail-related entrapment deaths and injuries
can occur in the eiderly population, who are often
at risk due to limited mobility, psychoactive or
sedative medications, confusion, sedation,
restlessness, lack of muscle control, size and
physical deformities. Death by asphyxiation or
injuries to the resident's extremities can oceur
when the resident becomes caught between the
mattress and the bed rail; the headboard and the
bed rail; or getting his or her head/extremity stuck

14,

15.

16.

‘Regularhazard surveillance rounds wiil be
coniduéted on a quarterly basis by the
Staft Develdprent Goordinator, the
Diractor of Nursing, the Infection Control
Coordinator, and the Director of Plant
Operations to monitor resident care areas
for thie identification and correction of any
-aecldent hazard -areas or pragtices. ‘The
checklist (See Attached) utilized for these
rounds will be revisad to Include
observations of poesitioning of residents
during intake, side rall safety, storage of

_chamicals, dnd any medications left in
unsafe areas. Anyobservations of
hazdrdous areas or practices will be
irrmediately resolved and one-to-one staff
education provided at that tlme..

The results -of the guarterly hazard
survaillariee rounds will be developed into
a Quality-improvement indlcater and

1eported by the Direcior of Nursing on a
quarerly basis to the Environment of Care
Committee with ovarsight by the
organization-wide Quality
improvement/Performance fmprovement
Committee.

The Director of Mursing will monitor.
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WEST PARK LTCC - Comprehensive Side Rail Evaluation

F323

Date REASON ADMISSION RE-CHECK SIGNIFICANT CHANGE
Bed Mobility Ambulation
Able to turn self in bed Ambulates per self unassisted
Able to turn independently to right side Ambulates with assist of 1 staff 2 staff
Able to tum independently fo left side Ambulates with assistive device
Uses a side rail to turn self Unsteady/unbalanced
Needs assist of one {o turn Impaired gait
Needs total assist to turn Non ambulatory
Uses a side rail to assist while staff turn resident | Sitting
Attempts to crawl out of bed Able to sit without support
Can/does use call light Falls forward
Uses a side rail to sit up in bed Falls backward
Uses a side rail to get out of bed Falls sideways: to the left; to the right
Fear of falling . ' Other: .
Used to define spatial parameters
MUSCLE CONTROL
___Paralysis __RUE ___RLE _ LUE __lLE POOR TRUNK SUPPORT
__ Weakness
___Other Please explain
Able to get out of bed per self without problems ___ Yes _  No  Comments
Attempts to arise/ambulate unescorted ___Yes __ No Comments
History of falls _ Yes __ No Comments
Mental Status: ___ Cognitively aware ___Cognitively impaired ___Intermittent confusion
May attempt to climb oversiderail __ _Yes __ No Abnormal Lab Work/MIC
Orthostatic Hypotension present __ Yes __ No Abnormal Rad/CT
Medications which may affect balance or mobility
Medication concerns
ASSESSMENT OF SIDE RAILS Resident/Family Interview
___Full Length 3/4 Length Can the resident participate in their plan of care? _ Yes No
Half Length 1/4 Length Does the family participate in the plan of care?  Yes No
‘‘‘‘‘‘ _SplitRail  Alt. Split Rail Does the resident request to use side rail? __ Yes No
See Page 2 for Examples Education to resident regarding side rail use? _ Yes No
Does the family request use of the side rail? ~_Yes _ No
Zones Measured? _ Yes Education to family regarding side rail use? _ Yes  No

e

s oo

Modifications made to side rail:

How will the use of a side raii assist the resident?

Eval Continued on Page 3 STICKER




Purpose of side rail: Positioning Increase self mobility Holds bed controls
Define bed parameters Restraint (proceed to Resiraint Assessment)

Time of Side Rail Use At all times Turn & Reposition only Transfers F 5 a 3

Risk vs. Benefit analysis and Tracking Information

Date educational pamphlet provided Consent form signed? Yes No
Physician's order ___Yes __No Added to Care Plan __Yes ___No
Date Nurse Signature

IDT RECOMMENDATIONS FOR SIDE RAIL USE

Sighatures

SIDE RAIL QUARTERLY UPDATES

Date Is assessment curent? ___ Yes __No
Changes:
Care Plan updated? Yes No

Nurse Signature

Date Is assessment current? __ Yes __No
Changes:
Care Plan updated? . Yes ___No

Nurse Signature

Date Is assessment current? _ Yes No

Changes:

Care Plan updated? Yes No Murse Signature

4/02 SIDE RAIL ASSESSMENT REVISED /07 GJ REVISED 4/11 JMK
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in the bed rail. Both split and full rails have the
potential to cause fall-related injuries as well as
entrapment. Additionally fall-related injuries or
injuries to extremities can cccur when
confused/disoriented residents climb over the top
of side rails or get an arm or leg enfrapped.
Placement of air pressure maitresses (either
overlay air mattresses placed on top of a regular
mattress or beds with built-in air mattresses)
alters the space between the mattress and the rail
when the mattress compresses as the resident
shifts his/her weight on the bed. FDA (Food and
Drug Administration) is recommending less than
4 % inches (120 mm) for the head breadth
dimension for the population vulnerable to
entrapment. See FDA Safety Alert: Entrapment
Hazards with Hospital Bed Side Rails August 23,
1995 and Joint Commission on Accreditation of
Healthcare Organization: Sentinel Event Alert,
Issue 27, September 6, 2002.

U.S. Food and Drug Administration Updated
October 31, 2006 entitled, ‘

"The Hospital Bed Safety Workgroup (HBSW) is
a partnership among FDA, the medical bed
industry, national health care organizations,
patient advocacy groups, and other federal
agencies {Centers for Medicare & Medicaid
Services, Consumer Product Safety Commission,
and the Velerans Administration). its goal is to
reduce the risk of side rail entrapment in hospital
beds.

Between January 1, 1985 and January 1, 2008,
FDA received 691 incidents of patients caught,
trapped, entangled, or strangled in hospital beds.
The reports included 413 deaths, 120 nonfatal
injuries, and 158 cases where staff needed to
intervene to prevent injuries. Most patients were
frail, elderly or confused.
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This guidance provides recommendations for
manufaciurers of new hospital beds and for
facilities with existing beds (including hospitals,
nursing homes, and private residences)..."

The guidance also included, "... agsess an
individual patient's needs when using a side rail;
and consulting with the hospital bed manufacturer
and their facilities ' risk managers..."

Side rail Usage:

1. On 3/28M11 at 3:10 PM, an initial tour of the first
floor, with residents in rooms (1 to 30) was
completed with staff A, There were residents’
beds observed to have assistive devices, some of
which included side rails. There were different
types of half side rails available for use on the
head and foot end of the beds. Staff A reported
that there were only a few residents who used the
side rails as enablers. The one type of side rail
had three spaces within the rail itself large
enough to pose a risk for potential entrapment.
This type of rail was noted on resident #19's bed.

2. During the environmental tour on at 3/31/11 at
2:00 PM with maintenance staff and the DON
(Director of Nursing}, the side rail issue was
addressed. The two side rails at the head of
resident #19's bed were elevated. The DON
confirmed the half side rails at the head end of
the bed contained the controls for the bed and
were being used. Additionally, the side raits at
the foot end of the bed were not {o be used but
were accessible for use. These side rails had
three spaces within each side rail which
measured approximately 6 ¥ inches in width and
8 %2 inches in height. The same type of side rails
were also identified for resident #20. The
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surveyor demoenstrated her concern by passing
her head through the inherent gap in the 3
sectioned side rail. There were also gaps hoted
between the side rail and the mattress.

3. In an interview with the DON, during the ‘
environmental four on at 3/31/11 at 2:00 PM, she .
reported she was not aware of the issues with
those types of devices ahd would be ehecking all
side rails. The facility has a process to review
residents with side rails to address if the device
being used was a restraint. However, the facility
did not have a process to assess the safety of the
assistive devices/side rails currently in use.

4. Record review for resident #19 and #20
included:

a. Resident #19's diagnoses included CHF
(congestive heart failure) COPD (chronic
obstructive pulmonary disease) , hypothyroid,
constipation, and history of elbow fracture. The
nurse aide care sheet instructed the CNAs not to
leave the resident alone in the bathroom, apply
right arm brace for comfort, and identified the
resident at high risk for falls. The nurse aide care
sheet did not address the use of the side rails or
assistive devices.

b. Resident #20 diagnoses included, dementia,
osteoporosis, COPD (chronic obstructive
pulmonary disease), and history of TIA (Trans
ischemic attack), and aneurysm with shunt. The
nurse aide care sheet identified the resident as a
partial lift and use of wheelchair and at moderate
risk for falls. The nurse aide care sheet did not
address the use of the side rails.

There was no indication that the current side rails

F 323
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| Chemical Hazards:

that were cbserved in use had been assessed for
potential entrapment hazard with the space/gaps
inherent in the resident's bed (mattress, side rails
foot/head board).

1. On 3/28/11 at 3:10 PM, an initial tour of the first
floor was completed with staff A. A storage room
located across from room 18 was uniocked. The
room had metal shelving with bottles of hand
sanitizer at eye level. The boftles had "Warning
Labels" which identified risks associated with
indigestion and eye exposure,

This room was located by the door going into the
special care area. Staff A reported the secure unit
was not a locked unit and at times the doors to
the unit were feft open. This increased the
potential of wandering residents walking in the
area and accessing the room with chemicals.

2. On 3/30/11 at 3:25 PM, observations were
made in the kitchen located next to the main
dining room. There were open doors which
entered from the dining room side and the hall
side. The doors to the cupboard space under the
sink did not lock; several containers of chemicals
were stored in this space.

3. On 3/30/11 at 3:35 PM, cbservations were
made in the kitchen located next to the second
floor dining room. At the time of the observation
the two doors which entered this area were not
locked. The doors to the cupboard space under
the sink had a lock, but it did not appear to ipck.
There were several containers of chemicals were
stored in this space. At the time of the
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chservation, dietary staff mamber V enterad the . :
area. She revealed thal she focks the lock every 2o,
night but thar tne jock is broken, Ste verified that bkl
there were chemicals stored undar sink, Y
.
ol
Medication left unattended on Special Care Unit S AR
On 3/29/11 at 12:30 PM, the meal service was
" observed on the Special Care Unit (SCU), e
Obsarvation evidenced that resident #25 stood up L
and walked araund the end of the tble to assist # T
resident #26 who was nol eating. There was a b e
'. eup of medications left next to resident #25's RS SRR
drink glasses, The cup was within reach of L
another resident, who was geated next to resldent Coy
. #25's chair. RN IR
| F326]483.25() MAINTAIN NUTRITION STATUS F 328 The factity will ansure the timely assessmant, asmenefi - 1 ”.*‘, o
. guz | UNLESS UNAVQIDABLE evaluation and implamontation of nutritional Y } s
' imervantiens In grdgr @ maintain acceplabia / /"7 " =;’
Based on 3 resident's comprehensive udional patameiers. GE 1
assessment, the facility must ensure that a 1. A new nulrltlon aasessmen) was——s==c, RN
resident - vanducted on nmsr:m@?py ntt% Wk @jé@%
(1) Maintalns acceptable parametars of nutritional P B oo ovafl a1 Ao s
slatus, such as body welght and pratein iavels, sheats. Invluding nutritional inerventions &f AL
unless the resident's clinical condition for any BubsequEnt weighl loss or skid /
demonstreten that this is nof poasible; ardg breakdown, and the provisian of clear 7 i |
(2) Recelves a therapeutic diet when there is a “qwd&laﬁ Iulurgl&d. Resident #9's w_ersht /, ﬁﬂ’l & :
it l bl and skin [ntegrity wil be closely monitored i
nutritional problam. by the Reglatered Dleltian. :
2. An electronic notification system has been
devaloped to prampty advise: the
Etordlsclpélrgry care mnmm=ncludlng Ihe
. . . istersd Dietitian, regarding any
This REQUIRCMENT s net met a5 evidenced wi?ﬂenl with active sklr’? prublgems andrar
) by: recelving wound 08r% and serces,
. Based on record review. observation. and staff
. interview, the faeility falled to timely sesess,
J evaluate, and implement nutritional Interventions . |
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in ‘order to mraintain acceptable nutritional

.| parameters. for one_of sixteen sample regidents

(#9). There was no evitiente that the facllity
assessed the resident's nutritional status or
rewsighed the resident timely when he/she

ced significant physical declines,
ating, and/or implemented
nutritional interventions for the resident’s weight
loss or skin breakdown. At the time the feeding
tube was placed on 2/7/11, the resident was not
reweighed and the resident's documented skin
breakdowns were riot included in the nutritional
assessment. The findings included:

Reference;

2005 American Dietetic Association, Scope of
Diatetics Practice Framework,

Standards of Practice in Nutrifion Care for the

Registered Dietitian (RD)

" STANDARD 2: NUTRITION DIAGNOSIS

The registered dietitian identifies and deseribes
an actual occurrence, risk of, or potential for
developing a nutrition problem that the registered
diefitian is responsibile for treating independently.
Rationale: At the end of the assessment step,
data are clusterad, analyzed and synthesized.
This will reveal a nutrition diagnostic category
from which to formulate a specific nutrition
diagnostic statement. A nutrition diagnosis
changes as the client response changes,
whereas a medical diagnosis does not change as
iong as the disease or condition exists. There is a
firm distinction between a nufrition diagnosis and
a medical diagnosis. The main difference
between the two types of diagnoses is that the
nutrition diagnosis does not make a final
gonelusion about-the identity and cause of the
underlying disease. A client may have the medical

() ID ‘SUMMARY STATEMENT. OF DEFICIENCIES 0. {OVIDER'S PLAN OF CORRECTION _ e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EA ORRECTIVE ACTION SHOULD BE COMPLETION
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F 325 | Continued From page 40 F 325 Nutrition Assessments will be updated

Vilthin four dais of the'identification of any
resident with skin breakdown or significant
viglght Toss, @fid nutrition interventions
developed to address the skin breakdown,
welghit [oss, or any other nuirition issues
identified through the-assessment
‘progess. The nutrition Interventions will be
reflected.in thie resident's Care Plan and
staff care shasts, and the nutrition care of
these residents will be monltored on &
weekly basis by the Registered Distifian or
Diet Technictan.

Residents with significant welght loss will
be weighed weekly, and the Régistered
Dietitlan andfor Diet Techniclan will
monitor these welghts and develop

" nutrition interventions to address
sighificant waight loss,

The nutritlon-assessments and Care Plans
‘for all residents with-skin breakdown or
signifigant weight loss will be reviewed
and.revised if heeded o ensurs the skin
breakdown or welght loss Is addressed
with appropriate nutrition intervenfions.

An interdisciplinary Nutrition Committee
has been developed comprised of the
Registered Dietitian, Director of Nursing,
Staff Development Coordinator/
Registered Nurse, and Resldent
Assessment/MDS Coordinator. This
committee meets on a weekly basis to
review all resldents with skin breakdown
and/ar significant weight loss, and develop
appropriate nutrition interventions to
address these issues. The Tesidents'
Care Plans and staff care sheets are
updated at that time to include any new
interventions, and documentation will be
enfered Into the residents’ medical record
to reflect any changes in the nutrition plan
of care.
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diagnosis of "Type 2 disbetes mellitus"; howsver,
after performing a: nutrition assessment, the RD
may determine a nutrition diagnosis{es) with
nudrition diagnostic labels for example, "excessive
energy intake" or “excessive carbohydrate
intake". In the community or public health setting
the nufrition diagnosis may relate to a population |

| based condition {food safety and access) rather

than a medical diagnosis. Examples of nutrition
diagnostic labels may then be "intake of unsafe
food" or "limited access to food". The. nutritien
diagnosis(es) dermonstratas a link to setting

realistic and measurable expected outcomes,

selecting appropriate interventions and tracking
progress in attaining those expected outcomes.”

" STANDARD 3: NUTRITION INTERVENTION
The registered diefifian identifies and implements
appropriate, purposefully planned actions
designed with the intent of changing a
nutrition-related behavior, risk factor,
environmental condition, or aspect of health
status for an individual, target group, or the
community at large.

Rationalé: Nutrition intervention involves a)
selecting, b) planning and c) implementing
appropriate actions to meet clienis' nutritional
needs. The selection of nutritton interventions is
driven by the nutrition diagnosis and provides the
basis upon which outcermes are measured and
evaluated. An intervention is a specific set of
activities and associated materials used to
address the problem. The registerad dietitian may
actually perform the interventions, or may
delegate or coordinate the nutrition care that
others provide. All interventions must be based
on scientific principles and rationale and when
available grounded in a high level of quality
research (evidence-based interventions). The

(X4) 1B SUMMARY STATEMENT.OF DEFICIENGIES. D PROVIDER'S.PLAN.OF CORRECTION (%)
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The Reglstered Dietitian will develop the
infoithation frorn the weekly monitoring of
residents with skin breakdown and/or
weight loss into a Quality Improvement
indicatar, which will be reported to ths
organization-wide Performance
) ImprovementiQuallty improvement
Committee on a quarterly basis by the
-Director of Nutrition Services/Registered
Dietitian, -

The Director of Nutrition
Services/Registered Dietitian will monitor.
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registered diefitian works collaboratively with the
client, family, earegiver or community to create a
realistic plan that has a good probability of
‘positively influencing the nutrition ‘
diagnosis/problem. This client driven process.is a
key element in the success of this step,
distinguishing it from previous steps that may or
may not have involved the client to this degree of
participation."

According to the CD-HCF (Consultant Dietitians
in Health Care Facilities) Pocket Resource for
Nutrition Assessment 2001 Revision, page 2, d
"Nutrition assessment is a comprehensive
appreach completed by the dietetic professionai
to define nutrition status which employs medical
history, nutrition intake, nutrition history,
medication, physical examination, anthropometric
measuraments and laboratery data. Nutrition
assessment includes interpretation of data from
the screening process. The assessment process
includes a review of other disciplines’ data that
may affect the assessment process such a
physical therapy, occupational therapy, speech
therapy, etc. Itincludes the organization and
evaluation of information to declare a professional
judgment. Nutrition assessment precedes a care
plan, intervention and evaluation.”

INote: The record review findings were based on
hard copy medical record review and
documentation requested and provided by the
facility staff from their electronic record system.
The facility had some documentation kept hard
copy and some electronic.}

Record review for resident #9 revealed that the
resident was admitted on 12/28/10 with
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diagnoses that included normal pressure
hydrocephalus, pituitary tumor, hypertension,
falls, dementia, glaucoma, and stroke.

a. Review of the resident's "LTCC SBAR" {per
staff this was pre-admission.assessment) dated
12/27/10 (one day prior to admission) revealed -
that the resident was assessed to have no skin
wounds, a Braden scale of 13, normal skin, and
no wound care, to eat a regular diet
independently, and to weigh 178 pounds.

b. Review of the resident's Patient Notes
evidenced a note dated 2/3/11 and written by
nurse B. The note documented ".. To date ..... ful
Code and aggressive measures. ... became
acutely il 1/26/11 with renal failure ...Has been
refusing food and fluids due fo weakness, fatigue,
personal choice related to confusion, ..."

¢. Review of the resident's 2/9/11 significant
change Minimum Data Set (MDS) assessment
evidenced that the resident was totally dependent
and required one or two plus staff for the
Activities of Daily Living (ADLs) of bed mobility,
dressing, eating, personal hygiene, and bathing.
The assessment indicated that the resident's
weight was 184 pounds, the resident had not
experienced any weight loss, had a faeding tube,
and raceived 51 % or more of the totai calories
through the fube feeding. No pressure ulcers
were noted on this assessment or on the
admission assessment.

d. Review of the resident's physician orders
revealed the following orders related to nurition:

12128110 - Regular diet
Standing Admission Orders - "Tube Feedings:
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specifics per individual resident, through dietary
&for attending physician” and "Weight...monthly"
(Note: There was no TF present at the time of
admission.)

"| Order surmary with Physician name stamp anly
with no date (print date 3/24/11): "Diet TF -
Osmolite 1.5 60 co/hr flush wH20 180 ccq 4 hr"

e. Review of the Weight Book for the East Unit
evidenced the following weights for resident #9:

1/11 - 184 pounds (recorded on MDS
assessment with Assessment Reference Date of
11H11)

2/11 - 161.3 pounds (noted on L. TCC Doctor
Rounds sheet as having been done on 2/24/11)
(significant weight loss of 12.3 % from previous
documented weight)

3/11 - 162.5 pounds (noted on LTCC Doctor
Rounds sheet as having been done on 3/14/11).

f. Review of the resident's "Pressure Ulcer, Stage
Two Orders" and skin breakdown documentation
provided to the surveyor evidenced the following
skin breakdowns:

1/8/11 - right buttocks not measured, Xenaderm
ointment, apply BID {twice a day) and PRN {as
needed) (noted by nurse on 1/16/11)

1/18/11 - right and left buttocks

1127111 - right buttock had large purplish area -
very close to breakdown

1/29/11 - left buttock red spots

2/15/11 - open right buttock.

g. Review of the resident's "LTCC Nufritional
Assessment” forms evidenced the following
as-se-ssments:
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1129111 - written by RD (Registered Distitizn):
{otal assistance with feeding; swallowing and
chewing problems with acute iliness; weight 184
pounds (ne ideal or usual body weight listed); ‘
needs 2050 (KCal for basal needs), protein needs
83 - 100 (grams), 2090 (cc - cubic centimeters -
fluid); no oral or fiuid intake noted; no weight
changes noted; decubitus none; laboratory values
- albumin 2.7, BUN 33, Sodium 151, Potassium
3.0, H/H 11.1/33, regular diet with prn pm
(afternoon) or HS (bedtime) supplements.

" .Currently with acute illness, poor intakes,
needing full assistance with eating. ... is willing to
have feeding fube placed, waiting to see if iliness
improves, Current issues with chewing and
swallowing, was fine prior to iliness. Nutritional dx:
suboptimal po (oral) intake r/t (related to} current
illness. Interventions: reguiar diet, food/beverages
per resident preference and acceptance, feeding
assistance. Monitors: intakes, weight." (Note: This
was the first evidence of RD involvement with this
resident's nutritional evaluation.)

2/8/11 {day after tube placement) - written by
DNT {Diet Technician): "Res has recently had
virtually no p.o. intake following period of acute
illness. Lack of intake appears to have been in
relation to a combination of factors including
weakness, fatigue, and confusion. Diagnoses as
failure to thrive 2/7/11. .....decided that fube
feeding was desired. PEG tube was placed
2/7111. Res' hi: 510", wt; 184 pounds at most
recent weight. Estimated nutrient needs
determined to be 1680 - 2100 kcals, 67-84 gpro,
2100-2520 cc H20. Recommendation made, and
order received for Osmolite 1.5 at 60 cc/hr
continuous per pump, and 180 cc H20 flushes g
4 hours. Formula/ffiushes as ordered provide
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2160 kecals, 89 gfpro, and 2166 cc frée H20,
These orders appear adequate to meet ____
(his/her) estimated needs. Will monitor
____(his/her) weight, tolerance, and labs as

| available, and request TF/Flush adjustments as
| heeded."

2/28/11- written by DNT: "Res shows a significant
weight decline of 12.3 % x 1 mo. Current weight
is 161.2 pounds. Weight loss very likely occurred
before tube feeding was placed. TF continues to
be provided as Osmolite 1.5 at 80 cc/hr, with 180
cc H20 flushes every 4 hours. In addition,
___{hefshe} is now allowed clear liquids. Will
resques Res be welghed again in 2 weeks to
ascertain that weight decline was prior to tube
feeding. Will monitor closely." '

373011 - written by DNT.: "Res shows a weight
loss of 9.7 %x 3 mo. However, this loss occurred
before tube feeding placement. Weight is now
stable. Was weighted 3/14, as stated would be
done in previous note. Feb 161.2, Mar 162.3. It
appears appropriate and adequate to meet
___{hisfher) needs. Also is now receiving a clear
liguid diet. Will continue to monitor."

h. Review of the resident's Care Plan and nurse
and nurse aide care sheets {referred to as
Kardexes by some staff) evidenced that the
resident's significant weight loss after entering the
facility was not addressed. The care plan listed
the GT and tube feeding for nutrition/hydration.
Neither the nurse or nurse aide sheets indicated
that the resident was to have clear liquids as
tolerated (as noted in the DNT's nutritional notes).

i. On 3/31M1 at 3:10 PM, in an interview with
Registered Dietitian (RD), she revealed that
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welghts were generally done on a monthly basis.
When asked about how she was notified when
residents have skin breakdown, she commented
that the notification was not good. She
commented that she has to search through the
documentstion to find needed information, She
confirmed that she did not always receive
nutrition referrals for consultations with residents
who had wound (skin breakdowns).

The RD was asked about the 23 pound weight
l0ss that resident #9 had experienced, She
commented that the resident had dramatically

stopped eating and It took a while for the family to
decide on the placement of a gastrostomy tube
(g tube). The RD said that in pravious system
(Meditech) there was a notification, but that
jRaven (Resident Assessment Instrument
software) did not provide that. She verified that
she was involved with completing Section K
(Nutrition} of the Minimum Data Set (MDS) and
with care planning for this Section of the
assessment. She stated that weight loss should
be on the resident's care plan.

i. On 3/311 1 at 4:47 PM, in an interview with the
Administrator, Director of Nursing, and nuise A,
the concerne about weight loas and skin
breakdown and the RD involvement were
discussed. The concerns that the RD expressad
abaut the communication and lack of a systam of
nofification were included in this discussion.

F 371 483.35()) FOOD PROCURE, F 371| The faciity will ensure that food is stored, 051082077

prepared, and distribied In a Hianner that et oz
Ss=F | STORE/PREPARE/SERVE - SANITARY minimizes the potential for the spread of foog- Crf U'a/ gt

borne lipess.

The facility must - Pk
(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and |

|
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This REQUIREMENT is not met as evidenced
by: )
Based on observation, record review, and staff
interview, it was determined that the facllity failed
to store, prepare, and distribute food in a manner
that minimized the potential for the spread of
food-borne iliness. The findings included:

1. On 3/28/11 starting at 4:17. PM, during an initial
kitchen tour conducted in the presence of the
Dietary Manager (DM), the observations were
made: '

a. The three compartment sink was identified as
the sinks which were used to wash the pots and
pans. The sanitizer information was posted above
the sink and revealed that OASIS 146 -
Muiti-Quat Sanitizer was being used by the
facility. The strips to be used to verify the sanitizer
strength were identified as QT- 40 and the
acceptable range was listed as 150 - 400 parts
per million (ppm). The DM was asked to check
the strength of the sanitizer. The color of the strip
appeared to show the ppm were 100 (not strong
enough to sanitize adequately). The type of strip
used to check the water was a QT-10, which the
DM verified was the only type that they currently
had.

b. in the dry storage room, there were seven cans
of chocolate Ensure sitling on the shelf. These
cans were dented. The DM verified that the cans

strip (QT-40) and following the directions
postad by Eco Lab, the provider of the
testing product, This test will be done
when the water is no more than 75
degrees, and thé results recorded on a log
in the-pots and pan area. : :

The Food Service Supervisor will monitor
the compliance of this testing.

The dietary stock person will examine all
foad before putting it on the shelves and
will netify the Feod Service Service
Supervisor of-any dented cans. The Food
Service Supervisor will examine the cans
and dispose of any that may be unsafe,
and document when {his ocours,

There will be a consistent system of
labeling food that leaves the kitchen with
an easily understandable expiration date,
Aill food will be clearly labeled with a
complete expiration date, as per this
example: EXP: 4/20/11.

The cupboard doors in the kitchen located
next to the main dining room were cleaned
on 4/20/2011, and the open bag of pofato
chips sitting on the three sheif cart in the
dry storage room was disposed of on
04/01/2011.

A staff inservice will be conducted by the -
Director of Nutrition Services/Registered
Dietitian on 05/04/2011 to further educate
staff regarding proper procedure for
testing the sanitizer strength of the water
in the sanitizing sink, disposal of any
dented canned products, [aheling or
disposal of opened food, labeling of
expiration dates on food products, and
maintaining cleanliness of food seivice
areas.
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were too dented to use and tossed them into the
trash.

c. in the walk-in freezer, there was a large

| undated and unlabelled plastic bag of chicken.

The DM verified that this was chicken bieast and'

that the bag should be fabelled and dated.

2. 0n 3/29/11 from 2:10 PM to 2:40 PM, in an
interview with an Eco Lab staff member and the
DM, the use of the sanitizer in the three
compartment sink was discusséd. The Eco Lab
répresentafive stated that the test sirip approved
by the FDA (Food and Drug Administration) for
use with the sanitizer was QT- 40, which has the
added 150 ppm value marked on the strip. He
indicated that 200 ppm, which is approximately
1/4 ounce per gallon, is acceptable and that the
water should be checked at room temperature.

a. Review of the printed literature which was
posted-above the thrée compartment sink noted
that the sanitizer level should be checked in a
temperature range of 85 - 75 degrees Farenheit
(F). The Eco Lab representative verified that if the
test strips were used when the hot water was first
run into the sanitizing sink, the ppm would
indicate a higher value.

b. The DM and dietary staff member S showed
the surveyor the log boolk where the staff
document the sanitizer level. The recordlngs were
mostly 200 - 300 ppm.

¢. Dietary staff member R was observed running
hot water into the rinse sink while the sanitizer
sink was filling. The Eco Lab staff member
revealed that this method of filling the sinks would
not allow for the proper filling of the sanitizing sink
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Supervisorwill ctigck the food preparation,
serving, and storage areas to identify any
dented cane, open andior unlabeled food,
and will dispose of any unsafe products.
During these rounds, the Food Service
Supervisor will also-identify any-areas or
equipment needing cleaning, and ensure
that those-areas are Immediately cleaned.

The information on testing of proper
sanitizer strength, disposal of dented
cans, disposal of open and/or unlabeled
food, proper labeling of expiration dates,
and cleanliness of food preparation areas
will be developed into a Quality
Improvement monitor and reported on a
uarterly basis by the Director of Nutrition
Services/Registered Dietifian fo the
organization-wide Quality/Pefomance
Iiprovement Commiitee.

The Direetor of Nutrition
Services/Registered Dietitian will monitor
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since the device worked on an aspirator principle.

d. The Eco Lab representative used numerous.
test strips, cooled the water to the proper

| temperature to verify the amount of sanitizer
present, and determined that the sanitizer was
too low. He made adjustments, increasing the -
amount of sanitizer to an acceptable level when
the water was room temperature. He discussed
the need to educate the dietary staff with the DM,
dietary staff member S, and the surveyor.

3. On 3/30/11 at 1:53 PM, observations were
made in the kitchenette in the Special Care Unit
{(SCU). The under counter drawers had red
splatters in them. In the refrigerator there were 14
thawed Sysco Shakes which were labeilled with
different designations (X3-30; Ex 4-2; 4-9) and
three thawed Magic Cups marked "X3". The
cartons for the shakes indicated that these wers
to be used in 14 days after thawing; the Magic
Cups were to be used in five days after thawing.
At the time of the observation, CNA U was asked
to explain what the "X3-30" meant on the shake
carton. She responded "30 days maybe.”

4. 0On 3/30/11 at 2:00 PM, obsarvations wete
made in the Kitchenette on the East Unit at the
nurses station. In the refrigerator there were two
thawed Magic Cups marked X3, At the time of the
observation, CNA J was asked fo explain what
the "X3" meant on the Magic Cup. She did not
provide a response. Nurse A was present and
she referred the question to CNA D, who said that
413 meant 4/3 {April 3rd). CNA D indicated that
she monitors the refrigerator contents and knows
that the dietary staff come daily to fill and replace
itemns.
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5. On 3/30/11 at 3:26 PM, observations were
made in the kitchen located next to the main
dining room. The cupboard doors were eticky to
touch and there were streaks of dried liquids
which had run down some of the eupboard doors.
[n the dry storage room, there was an open bag
- | of potato chips sitting on a three shelf cart.. ' _
F 441483 65 INFECTION CONTROL, PREVENT F 4411 The facliity will ensure that an infection Control owxz«ﬁ
=F | SPREAD, LINENS Program Is deslaned and maintained to provide e s
S8=F}. a safe, sanitary and comfortable snvirenment 05/ s /a0
. . . ! the devel t and e
The tacility must establish and maintain an . ;:ﬁ;;g;’;: l:fv:i:[en:e a?-:;lai:\l‘:;:t?;‘n.an %’L
Infection Control Program designed to provide a :
safe, sanitary and camfortable environment and 1. Resident #1's infection was resolved as of
to help prevent the development and transmission 0372412011,
of disease and Infection, 2. Resident #21's infectlon was resolved ag
of D3/26/2011,
() Infection Contral Pragram 5. Tho Infection Control Lon and |
i i : . 10 Infection Control Log an
-pF:IC f_a?::“y fSUSt ?_ISt??LlSh an Infection Control Survelfiance Data colleclion foinws wesrk
ogram uncer which i - e revised on 04/25/2011 to mare completely
{1) Investigates, controls, and prevents infections track intection Informalion Ingluding when
in the facility; cullures wera done, what interventions
{2) Decides what procedures, such as isclation, ware [niiated, and what the ouicomos
shou'!d. be applied to an Individual resident; and Were. (Copies Afached)
(3) Maintains -a record of incidents and corrective 4. A policy was developed on 04/25/2011

reparding cloaning of nobullzer
equipment. {Copy Atached) All staff wil
bo edueated by the Infoctian Control

actions related to infections.

(b} Preventing Spread of Infection Coordinator or Stalt Develo
! ] pment

(1) Whgn the Infection Cantrol Pragram Coordinator regarding the proper

determines that a resident needs isolation to procedure for cleaning of rebulizer

prevent the spread of infection, the facility must squipment I accardanca with this polloy.

isolate the r"ESIdﬂ.ﬂt. - . 6. Realdent#10 is deccnsed s of

{2) The fgcn:ty must prohibit employees with a 03/31/2011, and no other residents are
| communicable disease or infected skin lesions currently using a humidifler or suction

from direct contact wilh residents or thelr food, if _ cqviament,

dlreqt contgct wi| transm!t the disease. _ 6. A General Equipment Cloaning policy

(3) The facillty must require staff to wash thei {copy attached) was Initiated on

hands after each direct resident contact for which 0472612011 by the: Infection Conlrol

hand washing is indicated by accented : Coordinater and provided to all steff,

professlonal practice.
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information from the long term care staff and shift
reports. She was tracking the residents with
infections on a tracking log. At the end of the
month she reviewed all lab sheats and physician
orders with residents recelving antibiotics. The log
sheets for four months December 2010, January
2011 February 2011, and March 2011 were
reviewed. The logs did not consistently show
when cultures were done or show dates when
residents were place in isolation or when
interventions were stopped. The examples
inciuded:

{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES (] PROVIDER'S, PLAN.GF GORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 Continued From page 52 F 441 7. Apolicy was developed on 04/25/2011
regarding cleaning of bumidifiers. (Copy
(c) Linens Attached) All staff will be educated by the
Infaction Control Coordinator or Staff
Personnel must handle, store, process and Developmant Coordinator regarding the
transport linens so as to prevent the spread of proper procedure for cleaning of
infection. humidifiers In accordance with this policy
' _atthetime a humidifier is placed into use. -
8. A policy was developed on 04/26/2011
) ' ragarding cleaning and maintenance of
This REQUIREMENT is not met as evidenced ?\?tneﬁl (:?spglrait!oiry tlatfjulpme'gtt., (Copy
by ached) which Includes suction
_ . " equipment. All staff will be educated by
Based on record review, observation, and staff the Infestion Gontrol Coordinator or Staff
interview, it was determined that the facility failed Development Coordinator regarding the
to implement an infection control program in order cleaning of suction equipment in
to prevent, recognize, and control, to the extent accordance with this poficy.
possible, the onset anc! spread of infection within 9.  Ahand hyglene video sponsered by the
the facility. The facility's Infection Control - New England Journal of Medicine was
Program falled to provide complete and follow-up assigned for the viewing of all staff, and a
information related to individual residents. The L°""';“§ nserylos and post st (Gopy
f' dlﬂ s included_ ttache: ) regar ng prcper a_n washing
inding ' was provided to staff by the Director of
Nursing on April 20, 2011.
INFECTION CONTROL PROGRAM . '
) 10, A staff inservice will be provided regarding
, . . standard precaufions and contact
1. Review of the "Infection Control Program” with p,ecauﬁoﬁs‘ to include specific information
the 1CC (Infection Control Coordinator) from the pertaining to the care of Residents #1,
hospital on 3/31/11 at 9:30 AM revealed she was #21,#19, #5, #27, #9, #12, and #13, as
responsible for the infection control program in well as the entire resident population.
the facility. She revealed she would gather 11, Alaundry detergent product will be sought

with effective properties agalnst multi
drug-resistant organisms at a water
temperature not exceeding 110 degrees.
in the event such a product is not
available, a hot water booster will be
instalied on the nursing unit washing
machines to increase the water
temperature to at least 120 degrees,
which s the temperature at which the
current detergent product is effective.

FORM CMS-2567(02-98) Previous Versions Obsolete Event ID; 519111
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a. Resident #1 was identified with having
recurring C-diff {Clostridium difficile) infections.
The resident had a positive stool culfure on 2/8/11
with iselation précautions were started. On
2118111 stool culture was negative and isolgtion
wais discontinued. On-3/7/11 the stool cultare
showed C-Difficile with toxin A&B and on 3/23/11
a stool culture was negative.

The log shest listed resident #1 with an infection
on 311/11 and noted "Gontact Iselation". This
was four days after the resident was having
diarrhea and positive culture. The infection control
pragram failed {o ensure timely tracking and
follow-up to ensure appropriate measures were in
place to prevent the spread of infections and
maintain a record of incidents.and corrective
actions taken.

[Clostridium difficile (C-diff) is a spore-forming,
gram-positive ahagrobic -bacillus-that produces
two exotoxins: toxin A and toxin B. It is a common
cause of antibiotic-associated diarrhea (AAD).]

b. Resident #21 was identified by staff A during
the initial tour on 3/28/11 at 3:10 PM to be in
iselation. An isolation cart was ouiside the
resident's room and the resident was identified as
being in "Droplet Précautions”. Review of-the
tracking logs by the ICC showed the resident
having a UTI 2/11/11 and nausea with elevated
temperature on 2/25/11. There was no indication
of when or why the resident was put in "Droplet
Precautions",

c. The log for February 2011 also showed a Gl
(gastro intestinal) outbreak with 23 residents
listed as having NVD {pausea, vomiting and

(}(’4) | 8UMMARY STATEMENT OF DERICIENGIES ) 4!5 »lgROVlDER'S PLAN-OF: CQRRECTION . ] (K8 .
PREFIX (EACH BEFICIENCY MUST BE PRECEDED BY FULL PREFlX ('EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATCRY: @R LSGIDENTIFYING: INFORMATION): THG: CROSS-REFERENGED-TO THEAPPRORRIATE | PATE
DEFlClENCY)
F 441 Continued From page 53 F441] 12, The Epfectaon Control Coordinator wil

nidke weekly rounds o visually obiserve
the aseptic techniques of staff in hand
washing, linen handling, equiprient use,
oxygen pravision, nebulizer and suction
equipment maintenance and humidifier
claanilng, incluting care provldedto
Residents #19, #6, #27, #9, #12, #13 and

13. Information from the Infection Control
- rounds will he developed into a Quality

improvement indigator and the resuits
reported to the Infeetion Coitrol
Commitfee and the organization-wide
QualityfPerformance lmprovement
Cominittee on a quarterly basis by the
Infection Control Coordinator.

14, The Infection Control Coerdinator will
monifor.
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INFECTION CONTROL SURVEILLANCE DATA'

NAME ROOM AGE SEX

PRECAUTIONS:

(For patient cares, transport, employees)

SYMPTOMS/DIAGNOSIS

NOTED BY: (name & title)
ADMIT DATE DATE SYMPTOMS NOTICED DATE RESOLVED

PHY SICIAN NOTIFIED(date) TIME:

Medications:

. REPQRT COMPLETED BY: . {name & title) DATE
__****-}:*******'Ie**'k***:’:*******1\‘**********1’(***:‘n‘f*****1\‘***************************************
URINARY TRACT: ( )} Chronic Cath UTI (- ) None or New Cath UTI {) Postop
*******'k****vk**'k************1\'*******************'k'k*****'Jnk'k**************************1‘:****
Chronic Catheterization Non or New Cath HYDRATION
(Select 3) (Select 2)

( ) Fever 100.2 or change ( ) Fever 100.2 or change { ) Dry mucous membranes

{ ) Dysuria { ) Dysuria ( ) Cracked lips

( ) Flank Pain { ) Flank Pain ( ) Dark Urine

( ) Change color/charactet { ) Change color/character ( ) Dry Skin

{ } Confusion new/change of ( ) Confusion new/change of ( ) Trouble Swallowing

( ) Newfincreased incont. { ) New/increased incont. { ) Refuses fluids

{ ) Urine + Leukocytes { ) 10 WBC urinalysis PREVIOUS 24 HOUR FLUID
{ ) Urine culture positive ( ) Urine culture positive INTAKE
*****-!:-}:************************************'k'k*'k**-Jc**7\'*************************************
RESPIRATORY TRACT: ( ) URI { JLRI ( YINFLUENZA () Ventilator Pt. ( ) Post-op
*-k****'Ir'k*******'}e*-k*******v"**'k*1\'*************7\-7\-*‘.':********'Jc**'Jn'e*****************’k***********
Upper Respiratory Lower Respiratory

{ YCoryza { ) Rales

( ) Pharyngitis { ) Ronchi

( ) Ear, nose, throat { ) Decreased breath sounds

{Inflammation, sore throat,
Rhinorrhes, cold, earache) **(Select 1 above plus)**

**(Select 2 below)**
( ) New increased cough

( ) Mastoiditis ( ) Purulent sputum
( ) Sinusitis ( ) Fever 100.2 F or change
-No allergy at time { ) Increased respirations

to 25/min or greater
{ )} Pleuritic chest pain
{ ) Confusion new or change of

Influenza ( ) Tachypnea
( ) Headache, chills, myalgias, **(Single selection)**
fever 1002 F ( Y CXR + pneumonia or

possible infiltrate

'TURN INTO INFECTTION CONTROL COORDINATOR / DESIGNEE
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SPECIAL SKIN ()SST - ()FS ( YHS ( YHZ
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Skin/Soft Tissue (SST)

{ ) Not decubiti : { ) Herpes Simplex (HS)

{ ) Cellulitis vesicles from a papular
( ) Heat rash with or without

{ ) Redness itching/pain

( ) Pain/tender

{ 3 Swelling { ) Herpes Zoster (HZ)

Vesicles from papular rash
with ot without itching/pain

( ) Fungal skin (FS) by Dermatomes
B R g R L AL LA L P T e 2 T T e e bt L L
Wound (Decubitus) { YWI-D

*****************************************************************************************

( ) New wound at plessure point

( ) Wound increase by 50% after admission

( ) Purulent drainage stage [1_ IV

( ) Fever 100.2 F or change

( ) Confusion new or change of

FdhkkhhFrEh bbbk kd bR bR R kR R R AR R R R AR R R R AR SRk h Aok kb R RS Rk R hk kool ks ok lok ek ek o

Gastrointestinal Tract ()Gl
*****************************************************************************************
{ )Y More than 2 episodes of vomiting in 24 hour period
() Diarrhea: acute onset liquid stools lasting 12 hours or more - foul or unusual odor.
*%(Select 2)** OR *#( )y Known enteric pathogen**
{ ) Nausea
( ) Vomiting
{ ) Abdominal pain -
{ ) Diarrhea

B L L o R e R e T e e e e e L L T L e

Eye/Conjunctivitis ( ) Eye
P T P P R R T L Ly L R R T N A S R R R AR e S A ]
*#(Select 1)**
( ) New drainage
Mucopurulent
( ) Redness/itching/pain/conjunctiva
{ ) Scleral redness/itching/pain
-no trauma or allergy
PR T TP T F ST T R R R R R R R R R R LR N TR A AR R ke L

Other ()GU (v { ) Central Line { )SWI ( ) Bacteremia
L R R T o e e e e R L S b L b ]
{ ) Genitourinary
( ) Vaginal - Yeast infection foul drainage / odor
{ ) Penile - Drainage / cellulitis
( )LV site
{ ) Central Line
{ YSWI - Surgical wound infection
( ) Bacteremia / Sepsis
- ( )y Chills { ) Fever { ) Decreased BP
( ) Rigors ( ) Temp 1012 F
( ) Primary origin (P} { ) Secondary origin (8)
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SUBJECT: Maintenance & Routine Cleaning of | INITIATION DATE:. POLICY #
Nebulizers in LTCC 04/20/2011
OWNER: Eileen Dudek, R.N., D.O.N,, LTCC EFFECTIVE DATE:

DATE REVISED: PAGE 1 of !
APPROVAL: MANAGER / DIRECTOR DATE
Infection Control Coordinator; T Karter RN
Cardiopulmonary Director
Infection Control Committee
ADMINISTRATION NAME / TITLE SIGNATURE DATE

Douglas A. McMillan, CEQ

PURPOSE: Nebulizers will be assigned to specific residents then cleaned & sanitized on routine basis for
prevention of infections & to aid in the maintenance of a healthy environment for all residents of LTCC.

POLICY: It is the intent of the LTCC‘ to maintain nebulizers in clean and infection free condition while
they are in daily use by residents.

PROCEDURE: Nebulizers will be kept clean daily and wili be thoroughly cleaned weekly.

After each use:

1.

2.

3.
4. Put the mask or mouthpiece and the T-shaped elbow, cup, and tubing back together, and connect
5.

6.

Remove the mask or mouthpiece and T-shaped elbow from the cup of the nebulizer machine.
Remove the tubing and set it aside. (The tubing should not be washed or rinsed).

Rinse the mask or mouthpiece and T-shaped elbow in warm running water for 30 seconds.
(Use distilled ox sterile water for rinsing if possible.)

Shake off excess water and air dry on a clean paper towel.

the device to the compressor. Run the nebulizer machine for 10 to 20 seconds to dry the inside of it.
Disconnect the tubing from the compressor. Make sure every part of the nebulizer machine is dry
before storing it.

Place cover over compressor,

Once a Day:

1.

th e W b

6.
7.

Remove the mask or mouthpiece and T-shaped elbow from the cup of the nebulizer machine.
Remove the tubing and set it aside. The tubing should not be washed or rinsed.

. Wash the mask or mouthpiece and T-shaped elbow with a mild dishwashing soap and warm water.
. Rinse under a strong stream of water for 30 seconds, (Use distilled or sterile water if possible.)

. Shake off excess water. Air dry on a clean paper towel, ‘

. Put mask or mouthpiece and T-shaped elbow, cup, and tubing back together and connect the

device to the compressor. Run the nebulizer machine for 10 or 20 seconds to dry the inside of the
nebulizer.

Disconnect the tubing from the compressor.

Place cover over the compressor.

‘Weekly: Cardiopulmonary staff replaces the equipment on a weekly basis.

DATE REVIEWED

NITIALS
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CODY, WYOMING POLICIES AND PROCEDURES
SUBJECT; Equipment Cleaning (zeneral INITIATION DATE: POLICY #:
Infection Prevention Policy
OWNER: Infection Control Coordinator EFFECTIVE DATE:
Theresa Karter, RN

DATE REVISED: 04/25/2011 | PAGE 1 of 5

APPROVAL:COQ; L. Barsness, RN MANAGER / DIRECTOR DATE

LTCC Director of Nursing

Infection Control Committee

ADMINISTRATION NAME / TITLE SIGNATURE DATE

Douglas A. McMillan, CEO

I. Purpose/Expected Outcome:

A. To ensure patient safety through proper infection prevention measures.

II.  Definitions:

A. Hospital approved disinfectants ~Based on EPA registered scientific based claims. Federal law requires all
applicable label instructions to be followed. (e.g. use-dilution, shelf life, storage, material compatibility, safe
use and disposal).

B. Categories of Medical Equipment
{. Critical—Critical items confer a high risk for infection if they are contaminated with any microorganism.

Objects that enter sterile tissue or the vascular system must be sterile. Examples include surgical

instruments, cardiac and urinary catheters, implants and ultrasound probes used in sterile body cavities.

2. Semi-critical—Semi-critical items contact mucous membranes or non-intact skin. These items require
high-level disinfection using chemicals cleared by the Food and Drug Administration (FDA). Examples
include respiratory therapy and anesthesia equipment, some endoscopes, laryngoscope blades, esophageal
manometry probes, cystoscopes, anorectal manometry catheters, and diaphragm fitting rings.

3. Non-critical—Non-critical items are those that come in contact with intact skin but not mucous
membranes. Intact skin acts as an effective barrier to most microorganisms. “Virtually no risk has been
documented for transmission of infectious agents to patients through non-critical items (VILD.)

a. Patient care items——These items are considered low risk and may be decontaminated where they are
used. Examples include bedpans, blood pressure cuffs, crutches and computers. Note that hand
hygiene should be practiced in accordance with policy.

b. Environmental Surfaces—To be cleaned per Environmental Service policies in context with area or
surface being cleaned. Examples are bed rails, bedside tables, furniture and floors.

Ul. Poliey:
A. Care of equipment and environment are maintained to prevent transmission of infectious agents to
patients/residents.
B. Equipment is to be cleaned with a hospital approved disinfectant according manufacturers recommendation.

IV. Procedure/Interventions:
A. Patient Care Eqguipment
1. Single use items are to be disposed of after use in proper receptacles. (ALL EMPLOYEES)
2. Reusable equipment is not used for the care of another patient until it has been properly cleaned with a
hospital-approved disinfectant and allowed to air dry or is cleaned in accordance with the manufacturer’s
recommendations.

DATE REVIEWED

INITIALS
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a. Unit-based patient care equipment (EKG machines, wheel chairs, procedure chairs, exam
tables/stretchers, IV poles, computers) are to be cleaned between patients and when visibly soiled.
(ALL EMPLOYELS)

b. Nursing unit based EKG and Telemetry monitors and cables are cleaned with disinfectant and
allowed to air dry between patients. (UNIT STAKFF)

c. The following equipment is cleaned on a regular basis by department staff and when item is visibly
soiled with a hospital-approved disinfectant and allowed to air dry or is cleaned in accordance with
the manufacturer’s recommendations:

i, Electronic or tympanic thermometers, pulse oximeters, blood glucometer units
ii. Vital signs machine

iii. Doppler, fetal monitors, infant warmers

iv. Mobile Computer Units

v. Patient slider boards, exercise/therapy equipment

vi. Wheel Chairs, walkers and lifts, commodes

vii. Portable X-ray units and Cardio-Pulmonary equipment

viii. Portable Medication Carts, Treatment Carts

ix. Laundry and Food Carts are cleaned on a regular basis by department staff.

d. Remove non-disposable equipment from patient room at time of discharge or when no longer needed
and place in soiled utility room for cleaning.

e. ALL EMPLOYEES are responsible for proper cleaning of equipment in their respective
departments.

Patient care equipment wit! be cleaned prior to being stored in a Clean Utility Room.
Store clean and sterile supplies in Clean Supply Areas which are physically separate from
contaminated supplies.

The sterility of packages is event related. Remove from storage and discard all sterile disposable items

that have been opened for any reason, damaged or are otherwise contaminated.

Mobile Computer Devices: Use Cavi-Wipes or PDI Wipes or Dispatch sprayed on cloth.

Weekly: Use canned air to remove dust, dry particles etc. from keyboard

-Mobile devices/carts, including key board and mouse are cleaned:

a. Between patients

b. When visibly soiled

c. At least every 24 hours

Toy Cleaning:

a. Clean and disinfect all non-machine washable toys between patients and when visibly soiled. (Dept
Stafl)

b. Discard any toy that cannot be cleaned or disinfected.
i, Cloth toys which are not washable.
ii. Metal toys with rusted parts,
tii. Wooden toys with rough finish or splintered areas.
iv. Plastic toys that have cracks or sharp edges.
v. Paper toys or books that become contaminated.

B. Eye Wash Stations:

1.

2.

Eye wash stations with bottled water:

a. Dept. staff will change water every 30 days

b. Discard water in bottles and rinse well with warm tap water.

c. Refill with sterile water

Eye wash stations attached to sink/faucet. :
a. Dept. staff will run water for 3 minutes once a week to flush out line.
b. Report any signs of corrosion to Maintenance Department.

C. Ice Machines/Water

1.
2.

Eal

Utilize an ice machine to pass filtered water and ice to patients whenever possible.

Toe should be distributed in a container to patients’/residents rooms to fill water containers.

a. Do not bring patient water/ice container from Patients/Residents room to ice machine.
Patients are not to go to thie ice machine to get ice or water for themselves.

Employees should use only clean glasses and cups when obtaining ice.
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D. Linen and Laundry Services

1.

2.

Clean linen must be covered or wrapped to prevent contamination during transport and stored linen must
be protected until linen is distributed to patient room.
Handling of soiled linen:
a. ALL soiled linen is to be bagged prior to transport in halls. Do not overfill laundry bags.
b. Place bagged tinen into laundry hampers provided in each patient care area.
Keep laundry bags/hampers closed when not in use.
¢. Facility Linen and Resident clothing with blood or body fluids requiring rinsing prior to laundering:
*Always wear gloves when handling soiled linen.
i. Place soiled linen in clear trash bag. (complete the cleaning of patient and environment)
ii. Take bagged laundry to dirty utility room.
iii. Put on gloves and other PPE and rinse out linen in hopper.
iv. Place rinsed laundry in appropriate laundry bags.
v. Remove gloves and PPE and wash hands.

E. Staff Food and Drink

1.

Staff is not allowed to have open drinks or food in patient care areas. Covered drinks are

permitied.

Perishable food items, specific for staff consumption is to be refrigerated in refrigerator designated for

staff use only.

Refrigerators

a. Refrigerators will be maintained in a sanitary condition and at a temperature that meets the accepted
standard of safety for items requiring refrigeration.

b. Food refrigerators should contain only food, properly wrapped or placed in properly closed
containers. Single serve food and beverage items should be discarded after one use. No partially
used, single serve containers can be left in a public, patient use refrigerator.

¢. All perishable food and beverages should be dated, and disposed of at expiration date specified. It is
recommended that all non-commercially prepared and packaged items be disposed of after 3 days.

d. Medicine or drug refrigerators should be kept solely for the purpose of storing medicines that require
refrigeration according to the manufacturer’s instructions. Sealed food items (apple sauce, pudding,
ensure) that are used for the purpose of adding medication for administration to patient requiring
crushed medicines may be kept in the medication refrigerator until opened. Once opened, these items
must be kept in an insulated cooler with ice packs in the med preparation area and disposed of at the
end of each shift.

i. Temperature for medication refrigerators are kept by the Pharmacy Department.

e. Blood refrigerators should contain only blood and blood producis.

f Specimen refrigerators should contain only specimens. Specimens must be properly secured and
should be labeled appropriately to include date and time collected.

g Temperatures on refrigerators used for patient consumption products in patient care areas should be
checked and recorded daily to ensure proper temperature control.  (Fxception: when department/unit
is closed) '

i. Temperature control log sheet should be posted, indicating date, time, temperature reading, and
initials of persons who checked reading, '

ii. The temperature of food refrigerators should be maintained between 33° F and 41°F,

iii. The temperature at which drugs are kept in medication refrigerator should be maintained between
36°T (2°C) and 46°F (8°C).

iv. Specimen refrigerators kept at 36°F (2°C) to 46°F (8°C).

v. If temperature reading is identified as being out of range, thermostat should be adjusted. If repeat
readings (x2) indicate temperatures above or below ranges listed above, Plant Operations
(Maintenance Dept.) must be notified immediately.

h. Cleaning
i. Al refrigerators in each unit/department should be defrosted and cleaned using a hospital-

approved disinfectant, at least once a month or on a more frequent basis as indicated.

ii. It is the responsibility of Nutrition and Food Service Department to clean the facility patient food
refrigerators on a regular scheduled basis. This includes the refrigerator in the IPU Nutrition
room.
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iii. Responsibility for cleaning department based refrigerators remains with the Department Directors
designated staff.
iv. All spills should be wiped up as they occur and or observed, to maintain cleanliness, on an
ongoing basis.

Plants and Flowers in Patient Care Areas

a. Potted plants and fresh flowers are not allowed in neutropenic patient rooms, in PACU, MBU &
Nursery and should be restricted from other areas caring for immunocompromised patients. Special
considerations and approaches are followed for LTC Residents.

Admissions

ALL ADMISSIONS

a. A face mask will be placed on all Patients presenting to this fac1hty reporting illness with a cough.
Outpatients will be asked to wear this mask while in this facility.

b. Patients admitted into the ER reporting illness with cough will wear a mask and staff caring for the
ER patient will follow Droplet Precautions.

c¢. Patients admitted into the IPU with lower resplratory tract illness of unknown origin will be placed on

' Droplet Precautions and Patient will remain in Droplet Precaution Isolation, following the 2007 CDC
Duration Guidelines.

Visitors

a. Visitors are to be discouraged from visiting if they exhibit signs or symptoms of infection (e.g. cough,
runny nose, fever).

b. At certain times of the year, due to the prevalence of communicable diseases in the community,
visitation may be limited. Signs will be posed in the entrance lobby areas and next to elevators during
these periods.

c¢. Visitors are to be encouraged to perform hand hygiene before and after visiting patients and practice
Cough Etiquette.

d. Visitors are to be encouraged to wear PPE as applicable (Nursery, Isolation rooms, etc.)

2-Step Procedure for Cleaning Blood or Body Substance Spills

a.
b.

e mtEge orh

Clean/disinfect blood or body fluid spills right away with Dispatch or Omega disinfectant.

Cleaning up Spills:

i.  Always wear gloves

ii. Spray Dispatch or Omega disinfectant onto the spill and let sit for 2-3 minutes

iii. Soak up spill using paper towels. Dispose of paper towels and gloves in clear trash bag.

(i) [Ifthere is free flowing — dripping blood/body fiuid on cleaning towels use the hazardous

waste (red) bags for disposal of items.

iv. Puton gloves.

v. Re-apply Dispatch or Omega disinfectant.

vi. Wipe with paper towels.

vii. Throw the paper towels and gloves in regular trash.

viii. Wash your hands. '

Each department is responsible to have disinfectant spray bottles AND clear trash bags and red trash
bags in their area.

GERMICIDAL WIPES AND OTHER PRE MOISTENED TOWELS ARE NOT ACCEPTABLE
CLEANING AGENTS FOR BLOOD AND BODY FLUID SPILLS.

Facility Linen and Resident/Patient Clothing with blood or body fluids requiring rinsing prior to
laundering: (grossly bloody, BM or vomit)

i. Always wear gloves when handling sotled linen

Place soiled linen in clear trash bag. (Complete the cleaning of patient and environment) then:
Take bagged laundry to dirty utility room.

Put on gloves and other PPE and rinse out linen in hopper.

Place rinsed taundry in appropriate laundry bags.

Remove gloves and PPE and wash hands,
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www.cdc.gov/ncidod/hip/enviro/guide.him.

C. Centers for Disease Control and Prevention. Guideline for Disinfection and Sterilization in Healthcare
Facilities, 2008.

D. Weber DJ, Rutala WA. Environmental issues and nosocomial infections. In: Guideline for Disinfection and
Sterilization in Healthcare Facilities, 2008.
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CODY, WYOMING POLICIES AND PROCEDURES
SUBJECT: Maintenance and Routine Cleaning INITIATION DATE:. POLICY #
of Humidifiers 04/20£2011
OWNER: Eileen Dudek, R.N,, B.O.N,, LTCC ' EFFECTIVE DATE: :
DATE REVISED: PAGE 1 of 1
APPROVAL: MANAGER / DIRECTOR DATE

Infection Control Coordinator: T. Karter, RN

ADMINISTRATION NAME / TITLE SIGNATURE DATE

Douglas A. McMillan, CEO

PURPOSE: Humidifiers will be cleaned and sanitized on a routine basis for the prevention of infections
and to aid in the maintenance of a healthy environment for all residents of LTCC.

POLICY: Humidifiers will be discouraged from use in resident rooms. Residents/families who insist on
bringing a humidifier to the facility will have it cleaned and disinfected per policy. '

It is the intent of the LTCC {0 maintain humidifiers in clean and infection free condition while they are
being used in resident rooms.

PROCEDURE: The humidifier will be cleaned on a routine weekly basis with elean tap water.
The humidifier will be disinfected once a month.

Weekly Cleanmg_ 1. Empty the water from the holding receptacle,
2. Use mild dish soap and warm water.
3. Clean the holding receptacle.
4, Rinse thoroughly with clear water.
5. Wipe off the sides of the receptacle.
6. Refill with cool clean tap water.

Monthly Disinfecting: 1. Remove receptacle from resident room to the main bath.
2. Clean receptacle first, as stated above.
3. Fill receptacle with water.
4. Add 1 tsp. liquid chlerine bleach for every gallon of water.
5. Allow solution to set for 30 minutes. Occasionally swish around while soaking.
6. Pour the solution carefully down the drain.
7. Rinse the receptacle several times well with clear water.
8. Refill with cool clear water.

Changing Filters; The resident’s family member will be expected and reminded to bring and replace the
filters for humidifiers, as per manufactarer of individual humidifiers suggestion.

RELATED FORMS:

REFERENCE:

DATE REVIEWED
INITIALS
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CODY, WYOMING POLICIES AND PROCEDURES

SUBJECT; Cleaning and maintenance of General | INITIATION DATE: POLICY #:
Respiratory Equipment in LTCC 4/25/11 '
OWNER: Director of LTCC Nursing, EFFECTIVE DATE:
Eileen Dudek, RN 4/25/11
DATE REVISED: PAGE 1 of 2
APPROVAL: Administrator of LTCC, MANAGER / DIRECTOR DATE

Jeanne Kaiser

Infection Control Coordinator:
Theresa Karter, RN

Infection Control Commitiece

ADMINISTRATION NAME / TITLE : SIGNATURE ' DATE
Douglas A.. McMillan, CEO : ' ,

PURPOSE:
: WPH LTCC Suction or oxygen equipment is assigned to a specific patient for use during the resident’s
need for such.
Tubing and attachments are checked daily for integrity and cleanliness, but cleaned and replaced, if
necessary, AT LEAST weekly. This will address/ prevent build up dirt, resident misuse, cross-
contamination, and the potential of the equipment harboring pathogens during patient care use..

PROCEDURE:
. Nursing personnel responsible for sanitizing and cleaning equipment shall:
. Be thoroughly knowledgeable of the cleaning methodology specified by the manufacturer, state

regulations and/or company policy;

. Be aware of the hazards which may be associated with use of the de-germing agent including
inhalation of vapors and avoidance of dermatological contact;

. Comply with cleaning and tagging of equipment as cleaned and ready for use.

. Disinfect equipment in a manner that minimizes splashing, spraying or creating droplets which
might transfer blood or other potentially infectious materials from the equipment to the cleaner.

¢ Equipment that is heavily soiled shall be prewashed because the disinfectant may not be powerful
enough to penetrate thick deposits of blood or other potentially infectious materials.

® All disposable accessories and parts should be replaced at least weekly but also when the appearance of
built up dirt, excretions a/o visible blood is seen. Those parts with visible blood and excretions should be
placed in a biohazard bag and the suction canister MUST NOT BE OPENED, but discarded intact into a
bichazard waste bag/container.

. All equipment shall be processed in accordance with the manufacturer’s guidelines using an EPA

approved hospital-grade germicidal cleaner.
DATE REVIEWED

INITTALS
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* West Park Hospital LTCC shall only use disinfectant products which meet company standards (a
hospital-grade germicidal cleaner, which the product manufacturer claims to be effective against
tuberculosis bacteria and the AIDS and Hepatitis B, C, D viruses).

Handling, cleaning, and Storage of Dirty Equipment:

. Dirty equipment is kept covered and stored in the dirty equipment receiving area. Then the
equipment must be cleaned, with an approved EPA cleaner utilizing appropriate PPE during the
cleaning process. Once completed, the unit should be covered with a bag and labeled CLEAN-
This label must include the DATE the CLEANING was done. Then it can be removed and
placed in the CLEAN Utility Room

. Contaminated equipment must be removed {from the immediate resident area, covered upon
discovery, and taken to a dirty utility room. In that setting the resp0n51ble cleaner MUST don
PPE for self protection before proceeding to;

1. Remove/disconnect all contaminated disposable items and place them in a Bio Hazard bag.
Clean all surfaces with an EPA approved disinfectant with cloth or paper towels
Ethyl or isopropyl alcohol (70% to 90%)
Phenolic germicidal detergent
(dilute per label)
lodophor germicidal detergent
(dilute per label)
Quaternary ammonium germicidal detergent (diluie per label)
Household bleach {sedium hypochlorite 5.25%
1,000 pprn available chlorine= 1: 50 dilution
3. Once completed, the unit should be covered with a clean, clear plastic bag and labeled CLEAN.
This label must include the DATE the CLEANING was done.
The cleaned equlpment can then be moved to the CLEAN Utility Room since is it ready for the
next use.

RELATED FORMS:
Receiving Equipment Policy

REFERENCE:
Medical Consultants Network, INC
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LTCC HANDWASHING POST-TEST

1. When you remove your gloves what should you do?

2. Name three (3) contaminated surfaces.

3. Briefly describe Standard Precautions.

Fyul

4. State three (3) appropriate times to wash your hands.

L.TCC DRIVE/ADMIN/SURVEYINFO/2011
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diarrhea). The log did not address corrective
actions that were taken.

| Infection Control Issues

2. The infection control issues identified by
observation, reeord review and staff interview
during survey included: cleaning of resident
equipment (suction machines, humidifiers,
nebulizer machines for breathing freatments),
adequate processing of laundry items (cicthing
protectors and resident personal clothing), and
‘proper handwashing. ‘

a. During the initial tour on 3/28/11 and all days
of survey, nebulizer machines with tubing
attached were noted to be sitting on a table in the
main lounge area on the first floor by the nurses
station. Staff was ohserved to place residents at
the table and start their breathing treatments
without cleaning of the equipment before or after
treatments.

1) Interview with staff F on 3/30/11 revealed
she was not aware of a policy or procedura for
cleaning of the nebulizer equipment.

2) On 3/31/11 during the environmental tour
the DON confirmed she was not aware of a policy
and procedure for cleaning of the nebulizer
equipment or if the manufacturers cleaning
instructions were being followed by staff.

3) Observations included resident #19 who
was one of the residents observed on all days of
survey receiving the nebulizer treatments in the
lounge. Review of the infection control logs
identified resident #19 being (reated for an upper
respiratory infection on 1/24/11, 2/15/11 and

FORM CMS-2567{02-99) Previous Versions Obsclete Event ID: 519111 Facility 1D: WY0033 If continuation sheet Page 55 of 83
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3/26/11 (during the survey).

4) On 3/29/11 at 11:30 AM and on 3/30/11 at
8:42 AM and 11:50 AM, observations of the East
Unit common area where the television was
| located, evidenced one table with two nebulizer
set-up sitting on the table. These devices were
observed at numerous times throughout the
survey and they remained uncovered on the
table. Residents were observed to receive
freatments af this table.

Staff were requested to provide manufacturer's
cleaning instructions for the equipment. None
were given to the surveyor. The facility failed to
ensure proper cleaning and storage of eguipment
which has the potential to cause respiratory
infections.

REFERENCE from Respiratory Therapist
website: general cleaning of a nebulizer machine:
Regular cleaning of your nebulizer machine helps
prevent germs and bacteria that can cause
respiratory infection. "Follow the manufacturer's
instructions for cleaning and storage of your
nebulizer machine.”

The cleaning of the machines will included
cleaning after each use, once a day and once or
twice a week cleaning.

After each use: 1. Remove the mask or
mouthpiece and T-shaped elbow from the cup of
your nebulizer machine. Remove the tubing and
set it aside. The tubing should not be washed or
rinsed.

2. Rinse the mask or mouthpiece and T-shaped
eltbow in warm, running water for 30 seconds,
Use distilled or sterile water for rinsing, if

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID; 518111 Facility ID: WY0033 If continuation sheet Page 56 of 63
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cloth or paper towel.

possible.

3. Shake off excess water and air dry on a clean

4., Put the mask or mouthpiece and T-shaped
elbow, cup, and tubing back together, and
connect the device to the compressor. Run the
nebulizer machine for 10 to 20 seconds to dry the
inside of it.

5. Disconnect the tubing from the compressor.
Make sure every part of the nebulizer machine is
dry before storing it.

6. Place a cover over the compressor.

Once every day: 1. Remove the mask or
mouthpiece and T-shaped elbow from the cup.
Remove the fubing and set it aside. The tubing
should not be washed or rinsed.

2. Wash the mask or mouthpiece and T-shaped
elbow with a mild dishwashing soap and warm
water.

3. Rinse under a strong stream of water for 30
seconds. Use distilled or sterile water if possible.

4. Shake off excess water. Air dry on a clean
cloth or paper towel.

5. Put the mask or mouthpiece and T-shaped
elbow, cup, and tubing back together and connect
the device to the compressor. Run the nebulizer
machine for 10 to 20 seconds o dry the inside of
the nebulizer.

&. Disconnact the tubing from the compressor.
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" " | whitg vinegar and two parts distilled water and a’
rinse the nebulizer parts again under-warm,

[ The ¢leaning guidelines instruct users to follow

Place a cover over the compressor.

Once or twice a week: This included a rinse under
a strong stream of water for 30 seconds, a soak
for 30 minutes in a solution of one part distilled

running water for one minute or rinse with distilled
or sterile water.

b. Humidifiers:

On 3/29/11, 3/30/11, and 3/31/11, observations
made in resident #10's room revealed that a
humidifier was in use. There was no evidence to
show when the humidifier was cleaned. As noted
above, the facility did not have the manufacturer's
instructions for cleaning the humidifiers.

the guidelines recommended by the
manufacturer, to keep humiidifiers free of harmful
mold, fungi and bacteria. Humidifiers having dirty
reservoirs and filters can quickly breed bacteria
and mold. The use of dirty humidifiers can be
especially problematic for people with asthma and
allergies, but even in healthy people humidifiers
have the potential to trigger flu-like symptoms or
gven lung infections when the contaminated mist
or steam is released inio the air.

c. Suction Equipment;

On 3/29/11, 3/30/11, and 3/31/11, observation in
resident #10's room revealed that a suction
canister contained cloudy liguid with a top tayer of
pink on it. The amount increased each day. There
was no evidence o show that the canister was
being cleanad or that it had been emptied,
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d. Hahdwashing:

over.."

contact isolation,

cleaned, or changed.

1) During the inftial tour on 3/28/11, nurse A .
identified resident #5 as being in contact isolation |
with a rash on histher scalp. A bedside stand -
which contained isolation supplies was sitting
outside the resident's room. There was no sign to
identify the type of isolation or the precautions
that should be used when caring for this resident.

Review of the resident's nurse and nurse aide
-care sheets (identified by some staff as kardexes)
information evidenced that both forms contained
“contact precautions - scalp"”.

Review of resident #5's 3/21/11 History and
Physical Examination evidenced that the.resident
had diagnoses that included Parkinson's Disease,
Dementia, muscle contractures, depression,
behavioral issues, coronary disease, and
gastroesophageal reflux disease. The physician
noted "...has had some skin breakdown on
__(hisfher) head, which really looks like boils
and furuncles. | am going to get the wound care
nurses involved. ...has multiple furuncles on the
back of ___ (histher) neck toward the left side,
There is no drainage. They all look faitly scabbed

On 3/29/11 at 9:25 AM, in an interview with nurse
G, she stated that resident #5 was to receive
cream to his/her head for the treatment of staph
(staphylococceal), which had not been cultured.
The nurse confirmed that the resident was on

On 3/29/11 at 5:05 PM, two Cettified Nurse Aides

FORM CMS-2567{02-99) _Pre\)ious Versions Obsolete

Event ID; 519111

Facility 1D; WY0033

If continuation sheet Page 59 of 63




PRINTED: 04/18/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES : ' FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/GLIA (%2) MULTIPLE GONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING o
535027 B WING 04/01/2011
NAME OF PROVIDER OR SUPPLIER ) STREET ADDBES_S' (;ITY. STATE, ZIP CODE
: _ 707 SHERIDAN AVENUE
WEST PARK LLONG TERM CARE CENTER CODY, WY 82414 | |
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D, PROVIDER'S. PLAN OF CORRECTION (X6}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENCY) ‘
F 441 | Continued From page 59 F 441

(CNAs) (L and M) were observed, in the SCU
common area, repositioning resident #5 in his/her
geri~chair without gloves on. In order todo this,
the CNAs both reached under the resident's lower
body and under histher neck/shouiders and lifted
the resident upward toward the top of the

| geri-chair. After the repositioning was completed,
CNA L went to the kitchenette and poured a glass |
of orange juice and delivered it to another
resident without performing hand washing. CNA
M went directly to another resident's room and
began providing care withouf performing hand
washing.

2) On 3/29/11 at 5:00 PM, observation during a
medication pass evidenced nurse C prepared and
gave resident #27 an insulin injection. She took
the resident to his/her room, laid the insulin pen
on the resident's bed, gave the Injection, and then
returned the pen to the medication cart without
cleaning it

3) On 3/30/11 at 8:15 AM, observation during a
medication pass revealed nurse G prepared and
administered resident #8's medication via
gastrotomy tube. She checked the placement of
the tube, using a stethoscope, which she laid on
the resident's bed. After the administration of the
medication, the nurse picked up the stethoscope’
and was not observed to clean it.

4) On 3/31/11 starting at 9:28 AM, residents #9,
#12, and #13's buttocks, back, and/or heels were
observed with nurse O. The nurse and CNA P
touched these residents in order to turn and
reposition them during the observation. The nurse
did not wash her hands between the observations
of the residents or before leaving the third
resident's room.
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5) On 3/31/11 at 10:15 AM, resident #4's
buttocks, back, and heels were observed with
nurse C. The back, outer side of the right heel
had a black, dry area which the nurse identified
as a scab, There was peeling skin on the heel.
The resident's right upper buttock had several
small purplish/black areas and the buttock was
light red. The left upper buttock had two small
purplish/black spots on it. After the nurse assisted
the resident during this observation, no hand
washing was done.

e. Interview with the Infection Control Coordinator
on 3/31/11 at 9:30 AM revealed she was not
aware of how this equipment was being cleaned
or monitored or that the manufacturer's guidelines
were being used to ensure proper cleaning of
equipment. She reported that an inservice was
completed on 3/16/11 which included proper hand
hygiene, C-diff, and resistant infections.

f. During the environmental tour on at 3/31/11 at
2:00 PM with maintenance staff and the DON
(Director of Nursing), the facility identified two
small rooms which each had a washer and dryer.
There was one.room in the SCU (special care
unit) and the ather on the second floor. Staff
reported that these wash areas were used for the
residents who wanted fo do their own personal
laundry and for washing clothing protectors for all
the residents. The maintenance staff reported
that the water feeding these areas was 110
degrees which was not as hot as the main
laundry at 160 degrees. Staff was not aware if the
current laundry detergent being used in the small
laundry areas was effective with the lower water
temperatures. The DON reported they wouid
contact "Ecolab” to ensure the proper detergent
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fenzyme with the lower water temperature used
was effective with multidrug-resistant organisms
' in the facility.

Reference: CDC (Center for Disease Control)
Antimicrobial Resistance - Multi-drug Resistant
Organisms in Non-Hospital Healthcare Settings:
They are bacteria and other microorganisms that
have developed resistance to antimicrobial drugs.
... MRSA (Methicillin Resistant Staphylococcus
aureus) and VRE (Vancomygcin-resistant
enterococci) are the most commonly encountered
muitidrug-resistant organisms in patients residing
in non-hospital healthcare facilities. Non-hospital
healthcare facilities can safely care forand
mange these patients by following appropriate
infection control practices. Current prevention
methods is an ongoing investigation. No single
prevention appraach is likely fo work alone.
Careful handwashing is important for prevention
of spread of many infections including Staph
aureus..."

Clostridium difficile (C-diff) is a spore-forming,
gram-positive anaerobic bacillus that produces
two exotoxins: toxin A and toxin B. It is a common
cause of antibiotic-associated diarrhea (AAD).
Transmission: C. difficile is shed in feces. Any
surface, device, or material (e.g., commodes,
bathing tubs, and electronic rectal thermometers)
that becomes contaminated with feces may serve
as a reservoir for the C. difficite spores. C. difficile
spores are transferred to patients mainly via the
hands of healthcare personnel who have touched
a contaminated surface or item. Prevention in
hospitals and other healthcare settings: "Use
antibiotics judiciously,
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Use Contact Precautions: for patients with known
or suspected C. difficile-assaciated disease:
Place these patients in private rooms. If private
rooms are hot available, these patienis can be
placed in rooms (cohort} with other patients with
C. difficile-associated disease. Perform Hand

Hygiene using either an alcohol-based hand rub - »

or soap and water.

If your institution experiences an outbreak, -
consider using only soap and water for hand
hygiene when caring for patients with C.
difficile-associated disease;alcohol-based hand
rubs MAY NOT be as effective against ’
spore-forming bacteria.

Use gloves when-entering patients ' rooms and

during patient care.

Use gowns if soiling of clothes is likely.

Dedicate equipment whenever possible..."
CONTINUE THESE PRECAUTIONS UNTIL
DIARRHEA CEASES

Implement an environmental cleaning and
disinfection strategy: Ensure adequate cleaning
and disinfection of environmental surfaces and
reusable devices, especially items likely to be
contaminated with feces and surfaces that are
touched frequently.

Use an Environmental Protection Agency (EPA)
-registered hypochlorite-based disinfectant for
environmental surface disinfection after cleaning
in accordance with label instructions; generic
sources of hypochlorite (2.9., househoid chiorine
bleach) also may be appropriately diluted and
used. {Note: alcohol-Based disinfectants are not
effective against C. difficile and should not be
used to disinfect environmental surfaces.)
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