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The fallowing common

throughoLt this document: restrictive method possible to treat their
medical symptoms.

CNA - Certifled Nurse Aide Residents #6 and #26 hed safety assessments

DON - Director of Nursing conducted, restrnint release schedules

MDS - Minimum Data Set

Less commonly used abbreviations will be ' treatment of their targeted medical symptoms.
annotatad In each deficiency. _

F 221 | 483.13(a) RIGHT TO BE FREE FROM F221] All the residents that require the use of

88=F | PHYSICAL RESTRAINTS . restraints will have o safety assessment

- | The resident has the right to be free from any
physical restraints imposed for purposes of
discipline or canvenience, and not required to interventions far that restraint,

treat the rasident's medical symptoms. : Education will be provided to LTC staff

This REQUIREMENT is not met as evidenced

by: monitared by Assistant Director of Nursing
Based on observation, medical record review, (ADON) / Ditector of Nurging {DON) using an
staff interview and policy and procedure review, sudit tool, weekly for six weelrs to engtire

the facilily falled to assess physical restralnts to appropriate assessments were done, release

ensure they were the least restrictive method to
treat medical symptoms for 2 of 2 sample

refatad to Alzheimer's disease. The following
concerns ware identified:
a. Observation on 2/24/15 at 9,15 AM showed

(%4110 SUMMARY STATEMENT OF DEPIGIENGIES I _ FROVIDER'S BLAN OF CORRECTION (%5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIRYING INFORMATION) - TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
i vices Distri 4/10/2015
F 000 | INITIAL COMMENTS F 00D - Crook County Medical Services District

(CCMSD) Long Term Care (LTC) strives to

abbraviations are usad ensure that our residents have the least

implemented and care plans updated to reflect

conducted, n release schedule implemented and
the care pian will reftect the goalsand
regarding nssessment, documentation and safe

nse of restraints, All restruints will be

schedules were followed and care plans are

residerits (#6, #26) who used restraining devices. updated to reflect the interventions and goals
The findings were: for that resident. Any deviations will be
corrected immediately and education provided
1. Review of the 2/12/15.quarterly MDS at the lime of oecurrence. .
assessmant showed resident #26 requlred . { b& . D .
exlansive assistance for bad mability, ambulation, i l Q‘/‘-@ﬂ% WW
and transfers. Review of physician's orders . G);UU’ .
showad the resident had an order dated 107143 ‘{;—"’ ‘L"a‘j W’MK
for a lap buddy while up In wheelchalr as needed -
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program particlpation.

& ding wilh an asterisk {*) dencles & deficlancy which the institution may be excusad from correcting providing it i2 determined that
s provige'sufficiant prolection to the patlents. (See Instrustions.} Except for nursing homes, the findings stated above ane disclesable 80 days
ydhe.date.of stveywhether-ornot-a plamafearm@etion is provided, For nursing homas, the above findings. and plans of corracllen are discloschie 14
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the resldent was up In his/her wheelchair near the
nurse's station with a |ap buddy In place. An
activity was baing condusted a shott distance
away, The resident was not assisted or offerad to
participate in the activity, bul remalned near the
nurse's statlon with the lap buddy in plsoe
throughout the time of the activity,

b. Observation on 2/24/15 at 10:08 AM shaned
the resident was assisted to the restropm and the
lap buddy was removed. Continued observation
showed that uporr completion of parsonal care,
the resident was placed back in the wheelchalr
and the lap buddy was re-applied.

G Observation on 2/24/15 at 10,39 AM showed
the residant was propeiling himiherself in the
wheelchalr, with the lap buddy in place, near
his/har room and was redirected by another
resident,

d. A nurse's nole wiltten on 2/24/16 stated the |
resident required a lap buddy for poor safety :
awareness and to prevent falls, however, no
indlcation of & safety nssessment, release
schadule, or care plan was ldentified In the
medical record.

&, Interview with CNA#1 at 2/26/15 PM al 1,58
PM revealed the resident was unable to remove
the lap buddy.

f. interview with the DON and unit manager on
2126115 at 9:04 AM revealed the lap buddy was to
prevent the resident from falling, the resident
could not remove It on demand, and the facility
did not have a “good assessmant for lap
huddies", Further interview at that time revealed
ihe faclity had not determined when to release
the lap buddy,

2. Review of the 12/2/14 quarlerly MDS
assessment showed resident #6 required
axtensive assistance for bed mobility, ambulstion,
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Continuad From page 2

and transfers, Reviaw of the 8/12114 wheelchalr
seating assessment showed the resident used a
"lap buddy" cushion on the wheelchalr to keep the
resident from silding out of the wheelchalr, The
assessment also showed the resident was abis to
remove the lap buddy cushion. The following
coneerns were ldentified:

a. The 6/3/14 revised care plan related to falls
and safety awareness showed & "lap buddy” was
1o be used in the wheelchalr for positioning. "{The
resident's neme} frequently falls asleap in the
whaelchair and slides out”

b. Observation on 2/23/15 at 10:35 AM showed
the resldent was not utilizing the lap buddy and
was transferred from the wheelchalr Into the
bathroom with the assist of ane staff member,
Review of the care plan dated &/3/14 showed the
resident had behaviors which included "hollering
and trying to get up.” Interventions included an
alarm attached to the resident to alert staff at
attempts fo rise,

&. Intarview with GNA#2 on 2/24/15 at 10:35
ravealad the lap buddy in the resldent's room was
used when needed to keep the resident in the
wheslchalr,

d. Observation with CNA#3 and CNA#4 on
2125/15 at 11:45 AM showed the resident was
unahle to remove the fap buddy when applied to
the wheelchalr, Interview with these staff
members at that time revealed the lap rastraint
was used for the resident as needed to keep
himher in the chair,

3, Review uf the facllity policy entitled, "Use of
Restraints," revised Fabruary 2014, showed
"Restraints shall anly be used to treat the
resident's medical symptom{s) and never for
discipling or staff convenience, or for the
prevention of falls. The policy further defined

F 221

Please see page 1 for plan of comection.
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restraints as “any manual method or physical or
machanical device, material or eguipment
attached or adiavent to the resident's body that
tha individual cannot rémove easily, which
resirists freedom of movament or restricts narmal
access to one's body.”
4, Interview with the unit menager, DON, and the
MDS coordinator on 2/26/15 at 8:10 AM revealad
they hed discussed the use of the lap buddy
davices for these residents and had not
considered them restraints. They also verified,
aithough these residents were not safe fo do so,
bolh residents were able to stand f the device
was hot in place,
F 225 | 483.13{c)(1)}I}-{ii), (6)(2) - (4) F 225 CCMSD strives to provide a safe environment | 4/10/2015
88=D | INVESTIGATEREPORT fiee of abuse, neplect and maltreatment,
ALLEGATIONS/ANDIVIDUALS ineluding bruises of unknown origin, An

| The facility must ensure that all alleged violations

The facility must not emplay individuals who have
baan found guilly of abusing, neglecting, or
mistreating residents by & court of law; arhave
had a finding enlered into the State nurse alde
raglstry concerning abuse, neglect, mistreatrment
of rasidents or misappropriation of thelr proparty;
and report any knowledge it has of actions by a
court of law against an emplayes, which would
indicate unfitness for service as a nurse alde or
other facllity staff to the State nurse aide registry
or llcensing authorities,

involving mistreatment, neglect, or abuse,
including Injuries of unknown source and
misappropriation of resident property are reporied
immediately lo the administrator of the facillty and
ta olher officials in accordancs with State law
through established procedures (including to the

investigation will be done on residents #26
and #28 and results will be reported to that
Wyorning State Licensing Division.

- Staff will be educated on how to identify,

' document and report suspected signs of abuse,
- neglect and maltreatment,
All alleged incident involving mistreatment, 5

neglect or abuse, including injuries of Q ;}N
unknowns souree are reported to the }

A

' investigation will be conducted with results

- roported to the WY State Licensing Division.
Correction action is done immedintely.
{Continued on next page "5")
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certification agency) within 5 working days of the

Slate survey and certification agency).

The facllity must have evidence that all alleged
violatlons are thoroughly investigated, and must
pravent further potential abuse while the
Investigation is in progress.

The resuits of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (Including to the State survey and

incident, and If the alleged violation is verified
appropriate corractive action must be taken,

This REQUIREMENT Is not met as evidenced
by:

Based on medicel record review, incidant report
review, staff inferview, and policy and procedure
reviaw the facllity failed to ensure injuries of
unkaown origin wers [dentified, reported, and
Investigated for 2 of 2 sample residents (#26,
#28) with injuries of unknown orlgin, The findings
were,

1. Medical record reviaw showed Tesident #26
had a head to toe skin assessment dated 1/30/15
that revealed the resldent *has bruises on
[histher] right hand near thumb and right medial
wrist, they appear fo have haen there for a coupls
days." Review of facility incident raports falied to
show any report or nvestigation of this injury.
interview with the DON on 2/26/15 at 9:04 AM
revealed the facility was to fill out incident reports
on bruises of unknown origin and confirmad no
report was completad for this Injury,

- meetings, which are reported quarterly to the
- Quality Assurance and Performance
- Improvement (QAPI) Committee, with
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F 226 { Continued From page 4 F 295| (Continued from page "4")

Alleged abuse or neglect incidents will be
tracked using a log which wil} be discussed
weekly at out Inter-Disciplinary Team (IDT)

follow-up to be determined by the QAPI
Committee.
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Continued From page 5

2. Ravlew of a nursing note dated 1/24/15
showad resident #28 had a "farge bruise on left
ribs, Unsure how brulse happened.” Review of
tacllity incident reports failed to show any report
or investigation of this Injury. Inferview with the
DON on 2/26/15 at 9:04 AM revealed the facility
was to fill out incldent reports on hruises of
unknown orlgin and confirmed no report was
completed for this injury.

3. Review of the facility policy entitied "Abuse
investigations," revised February 2014, showed
"All reports of residant abuse, neglect and Injuries
of unknown source shall be promptly and

thoraughly investigated by facility management,’

483.16(h)(2) HOUSEKEEPING &
MAINTENANCE SERVICES

The facllity must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable Interior.

This REQUIREMENT g not met as evidenced
by:

Based on observation and staff intsrview, the
facllity failed to ensure maintenance services
were Implemented to repalr walls in 3 of 3
resident areas (2 resident hallways, dining room).
The findings were:

Observation on 2/26/15 at 2:30 PM showed the
following walle In need of repafr:

a, Residant room 210 showed a hole in the
wall near the bed and window, The hole was 8.5
Inches long by 4 inches wide. Additionally, under
the window there was a scrapa on the wall which
was 10 Inches in [ength,

F 225

F 263

CCMSD strives fo provide a sanitary, orderly
and comfortable interior for aur residents,
Repairs will be made to room 210 walls,

1 outside of room 217 and the walls surrounding
the dinning room and across from the bathing
room. Monthly Fcility inspections will be
done nsing an audit tool by LTC staff and will
have the appropriate follow up done by
maintenance to ensure proper wpkeep,

This will be reported to the QAPI Committee
quarterly with the appropriate follow-up to be
determined by the QAPI Committee.

4/10/2015
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Continugd From page 6

b. Quiside of the doorway of resident reom
217 there was an area on each side of the
doorway whera the paint was peeled away, Each
damaged arsa measurad 20 inches in length.

¢. Along the bottom part of the white wall In
the dining room there were six areas where the
paint was scraped off. Additionally, the
red-colored walt in the dining room had areas with
scraped pairt nesr the beverage area. These
areas were J inches long and 1 to 2 inches wide.

d. The wall acrose the hallway from the
resident "bath” room had an area 20 Inches lang
and 2 Inches wide which was scraped.

e, Interview with The DON on 2/26/16 at 9,45
AM revealed the maintenande director resigned in
danuary 2014, The current staff that were
availabie to complete maintenance projects such
as painting were back-logged with work orders.
483.20(g) - (j) ASSESSMENT
ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the
resident's status.

Aregistered nurse must conduct or coordinate
each asgesstment with the appropriate
particlpation of health professionals,

Aregistered nurse must sign and certlfy that the
assessment is completed,

Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that porlion of the assessment. '

Under Medicare and Medicaid, an individual who |
willfully and knowingly certifies a materlal and
false stalement in a resident assessment is

253

Fars

| CCMSD Sitrives to ensure all care plans and

MDS's accurately reflect the needs of our
residents.

Resident #26 wil] have their care plans updated
to reflect the need, use and goals of restraint
usage.

All Resident requiring restraint use will have
aceurately coded MDS and a care plan in place
that will reflect the need, use and goals of the
restraint,

4/10/2015
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subject to a clvil monay penalty of not more than
$1,000 for sach assessment; or an individual who
willfully and knowlngly causes another individual
to cerify a material and false statement in a
resident assessment is subject ta a civil monay
penalty of not more then $5,000 for each
assessment,

Clinlcal disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced
by: o
Based on observation, staff interview, and
medical record raview, the facllity falled to ensture
the MDS assessment was accurate for1 of 8
sample residents (#26). The findings were:

Review of the 2/12/15 quarterly MDS assessment
showed resident #26 had diagnoses that included
hip fracture, Alzheimer's disease, and anxiety
disordar. Medital record review showed the
resident had & physiclen's order datad 10/1/13 for
a lap buddy while up In wheelchair as needed
refated to Alzheimer's disease. The following
goncerns ware identified;

2, Cheervatian on 2/24/15 at 9:15 AM showed
the resldent was up In hisfher wheelchair near the
nurses' station with a lap buddy In place.
Cbservation on 2/24/16 st 10:06 AM showed the
resident was assisted to the restraom and the lap
buddy removed. Continued observation showed
thal upon completion of personal care, the
residant was piaced back in the wheelchair and
the lap buddy was ra-applied. Observation on
2124115 at 10:30 AM showed the resident was
propelling hinvherself in the wheelchair, with the
lap buddy in place, sear hisfher room and was

F 278,

STATEMENT QF DEFICIENCIES {%1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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DEFICIENCY)
F 278 | Continued From page 7 The MDS coordinator will receive education on: 4/10/2015

restraint use, definitions, and coding
requirements using the RAl Mannal,
MDS's will be sudited monthly for three months
by DON/ADON using and sudit tool to ensure
accurate coding of restraint use, Any deviances
will be corrected immediately and education
provided. Results will be reported to the QAPI
Commitiee quarterly, with follow-up to be
determined by the QAPI Committee,
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F 278 | Continued From page 8 F 278
redirected by another resident.
b. Review of the quarterly MDS assessment
showed tha resident was not coded as having a
restraint,
¢ Inferview with CNA#1 on 2/25/15 at 1:55
P revealed the resident was unable {o remove
the lap buddy.
d. Interview with the DON and Unit Manager
on 2/26015 at 8:04 AM revealed the lap buddy
was {o prevent the rasident from falling and the
resldent could not remove it on demand.
F 323} 483.26(h} FREE OF ACCIDENT F 323 CCMSD strives to ensure that our facility 4/10/2015
sa=f | HAZARDS/SUPERVISION/DEVICES envitonment is free of aceident hazards and our,
The fasiity must ensure tha the residant e reoene nledale superision tnd
environment remalns as free of accident hazards assistive devices to prevent accidents,
as |s possible; and each resident recelves Residents #6, #24 and #26 had safety
adedquate superviston and assistance devices o assessments completed to ensure
prevent accidents, appropriateness of assistive devices.
Resident #3 and #16 had transfer assessments
completed.
All residents will have safety assessments
This REQUIREMENT is not met as evidenced completed prior to the use of assistive devices,
bBSF: 4 b i — § appropriate for the intended device,
ased on observation, staff Interview an . R
medical racord review, the facllity falied to ensure ?m plm?s Wﬂl_ be updated to ! effect individual
enabler bars were assessed for safety for 3 of 3 inferventions (hat are appropriate.
sample residants (#6, #24, #26) who used Al LTC staff will receive education on the
enabler bars, and failed to ensure gait belts wera proper use of gait belts and enabler bars used
used during 3 Ofda ma;;um transfers for 1 for nssistance with transters and positioning,
?;fé)sa%’:%;g?;gin\}vgrg) and 1 eample resident Weekly monitoring will be done by the DON/
A ' ADON, using an sadit tool for zix weeks to
1. Review of the 1212114 quarterly MDS ensure appropriate use and documentation of
assessment showed .residgnt #5 was cognitively nusistive devices, Any deviances will be
Impaired with & brlef interview for mental status cammected immediately and education provided,
(BIMS) scare of 3M15. The resldent was confused
FORM CMS2547(02-89) Previous Versions Obsolple Event ID:DBBN1T Feallty I0; WY0G09 if continuation sheet Page 9 of 18
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F 323 | Continued From page & F 323 Results will be reported to the QAPI 4410/2015
and had diagnoses including dementia, Committee quarterly with appropriate follow-
Obsarvation on 2/2415 at 10:35 AM showed an up to be determined by the QAPI Committee,

enablar bar was attached o the open side of the
resident's bed, and the other side of the bad was
agalnst the wall. The deviee was designed to
have: gaps between the bars. The gaps were
measured, and there ware two gaps between
bars that were 4 inches by 10 Inches in size,
Interview with GNA #2 on 2/24/15 at 10:35 AM
revenled the device was used to help the resident
getin and out of bed, Review of the "slde-rall use
| 2ssessment form" showed it was completed on
8/22114. The assessment showed the siderall
was used as an enabler to promote
independence. Further, the assessmant showed
the "resident expreseed a deslre to have the side
rails.ralsed while in bed for safety and/or
comfort” The assessment falled to address the
potential for limb entrapment, Additionally, the
use of the enabler bar was not addrassed In the.
resident's care plan,

2. Review of the 1/7115 significant change MDS
assessment showed resident #24 was cognitively |
Impaired with short term and long term memory
problems, Observation an 2124115 at 9:22 AM
showed the resident's bed had two enabler bars
attached to one side of the bed, and one enabler
bar atfached to the other side. The devices were
designed to have gaps between the bars, The
gaps were measured, and thers were two gaps
between bars that were 4 Inches by 10 inches in
siza, Review of the "side-rall use assessment
form," dated 9/22/14, showed the enabler bars
were used for positioning or support, Further, the
assessment showed the "resldent expressed a
desire fo have the side ralls raised white in bed
for safaty andfor comfort.” The assessmant failed
to address the potential for limb entrapment,

FORM CMS-2867(02-09) Pravious Versions Obsolata Evari ID: DEBN11 Facilily I0; WYDD0S If continuation sheet Page 10 of 16




3072833506

0007

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

47 24pm. 03-20-2015 12724

%\3\ %{ PRINTED: 03H11/2015

FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES  [(X1) PROVIDERISUPPLIZRIOLIA | (X2) MULTIFLE CONSTRUGTION {X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULBING GOMPLETED

535029 H. WING 02/26/2015

NAME OF PROVIDER ()R SUPPLIER
CROOK CO MEDICAL SERVICE DISTRICT LONG TERM GARE

STREET ADDRESS, CITY, STATE, ZIP COBE
713 OAK STREET
SUNDANCE, WY 82728

{X4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORREGTION {X8}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)

F 323

Cantinued From page 10

Additionally, the use of tha enabler bars was not
addressed in the resident's care plan.

3. Review of 2/12/15 quarterly MDS assessment
showed resident #26 was severely cognitively
impalred with short term and long term memary
problems. The resident was confused and had a
diagnosis of Alzhelmer's disease, Observation on
212315 at 4:12 PM showed an-enabler bar in
place on the outside of the bed, and the other
side of the bed was againat the wall while the
resicant was In bed. Observation on 2126015 at
1:55 PM showad the resldent lying in bad with an
enabler bar in place on the outside of the bed,
and the other side of fhe bad against the wall,
The enabler bar was deslgned to have gaps
between the bars. The gaps were measured, and
there were two gaps batwaen bars that were 4
Inches by 10 Inches In size. Interview with CNA
#1 on 2/25/15 at 1:55 PM revealad the resident
used the enabler bar when sfhe sat up on the
sids of the bad. Interviaw with the Unit Manager
on 2/26/15 at 9:04 AM revealsd she was unsure if
the enabler bar was appropriate for the resident.
Additlonally, the use of the snabler bar was not
addressed in the resident's ¢are plan,

4, Intervisw with the DON on 2/26/15 at 8:58 AM
verified the gaps between the ralls posed a safety
risk and they had not evaluated the enabier
devices related to safety.

5. Review of the quarterly MDS dated 2/4/15
showed resident #16 required the extensive
assistance of 2 or more persans with transfers.
Observation of a transfer on 2/24/15 at 3 PM
showed CNA#5 and CNA#8 transferred the
resident from a recliner to wheslchalr using an
underarm fift technique. No gait belt or othar

F 323/ Please sce page 10 for plan of correction.
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1 7. interview with the Unit Manager on 2/26/15 at

| be used with all two-person manual lifts for

Continued From page 11

assistve device was utilized, Qbservation of
another transfar on 2/26/15 at 2:25 PM showad
CNA#5 and CNA #3 transferred tha residant from
a racliner to wheelchair using an underarm lift
technigue. No galt belt or other assistive device
was ulilized,

B. Review of the care plen for resldant #3
revesled the resident required extenalve
asskstance with fransfers, Observation of a
transfer on 2/25/15 at 4:65 PM showed CNA 45
and CNA#3 attampted to transfer the resident
fram a racliner to his/her whaelchalr using a
manual underarm It techniqus. At that time, nc
galt belt or other assistive device was used,
During the transfar the resldent hollered and
verbalized pain. The CNAs sat the resident on the
edge of the reoliner and allowed the resident to
lay back Into the recliner with hisfher head on the
back of the recliner and arm rest. Gna CNA
remained with the resident as the other abtained
a mechanical lift. The transfer was then
completed using the mechanical lift,

10:55 AM revealed a gait telt was supposed to

resident. safedy,
483.35({l) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facillty must -

(1) Progure food from sources approved or
considered satisfactory by Faderal, State or local
authorities; and

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

F 323| Please see page 10 for plan of correction.

F 871: CCMSD strives (o store, prepare, distribute 210/2015
and serve food wnder sanitary conditions.
The areas undetneath the electric slicer and
microwave, the two fans and their covers and

the oven were cleaned,

disposed of. (Continued on next page)

The celery, four cucumbers, pimentos, sliced
strawberries and the shredded cheese were

FORM CMS-2567(02-89) Pravious Verslons Obatiela Bvent D DBBN13
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This REQUIREMENT 18 not met as evidencad
by:

Based on observation and staff interview, the
facilify failed to ensure a sanitary environment In
the kitchen. The findings were:

1. Observation on 2/23/15 at 4:05 PM showed the |
counter undermaath the electiic slicer and under
the microwave oven were solled with food spills
and crumbs, Both pieces of equipment wera not
in use at that time, Qbsearvation on 2/25M5 at
3105 PM showed the areas remalned uncleaned.

2, Observation on 2/23/15 at 4:05 PM showed Lhe
twa fans and covers which were part of the
condenser unit located In the walk-in refrigeratar
were soiled with black dust and grease. On
1125/15 at 3:05 PM the area wae observad to be
in the same uncleanad condition,

3. Observation on 2/23/15 at 4;05 #M and on
2125115 af 3:05 PM showed the "Vulcan" oven
had spllled food burned onto the botiom of the
OvVen.

4. Observation on 2/23/15 at 4:06 PM and on
2/25/15 at 3:06 PM showed storage of raw celery
and raw cuecumbers which ware in paar condition.
The celery was wilted and 4 cucumbers were
soft, shriveled and 2 had areas of gpoilage/mold.

§. Observalion on 2/23/15 at 3:05 PM showad
there ware containers labeled "pimentos 2/2/15,"
"sliced strawberries taken out 2712/15," and a
contalner of shredded cheese dated "2/10" stored

- The dietary stalf were educated about the

X4} 10 SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION X8
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMRLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 371 | Continued From page 12 F 371} (Continued from page "12")

cleaning schedule and perishable food use,
storage and labeling,

All refrigerated, Ready-lo-eat, perishable foods
wil be labeled to indicate the date by which the
food will be consumed or discarded.

An audit will be conducted weekly, by the
dietary manager, for six weeks using an

endit tool to ensure cleaning is done
appropriately and foods are labeled correctly
and disposed of in a timely manner if needed.
Results will be reported to the QAPI
Committee quarterly, Further follow-up will be
defermined by the QAPI Committee,
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B. According o Food Code 2013, U.S. Public

{ under§ 3-502.12, and except as specifiad in Y
(E} and {F) of this section, refrigarated,

Gontinued From page 13
in the refrigerator available for use.

8. Interview with the dietary manager on 2/25M15
at 4:45 PM verified the areas of the Kilchen
dentified needed to be clsaned on a regular
hasis. Bhe further verified the produce that was in
poor condition should have been discarded and
not available for use,

7. According to Food Code 2013, U.S. Public
Health Service 4-601.11 Equipment,
Food-Contact Surfaces, Nanfood-Caontact
Burfaces, and Utenstis. "...(C)
NonFOOD-CONTACT SURFACES of
EQUIPMENT shall ba kept free of an
accumuiation of dust, dirt, FOOD residue, and
other debris.”

Henlth Service 3-801.17 " (A) Except when
PACKAGING FOOD using a REDUCED
OXYGEN PACKAGING method as specified

READY-TO -EAT, TIMETEMPERATURE
CONTROL FOR SAFETY FOQD prepared and
held in 4 FOOD ESTABLISHMENT far more than
24 hours shall he clearly marked to Indicate the
date or day by which the FOOD shafl be
consumed on the PREMISES, seld, or discarded
when held at a temperature of 5°C (41°F) or less
for & maximum of 7 days."

483,65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facilty must establish and maintain an
Infection Control Program designed to provide a
safe, sanltary and comforiable environment and

Fari

F 441

Please see pages 12 & 13 for plan of correction

CCMSD strives {o establish and maintain a
safe, sanitary and comfortable environment
for all our residents.
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isolatz the residant.

fo help prevent the develupment and transmission
of disease and infaction,

(a) Infection Contro! Program

The facility must establish an Infaction Contro!
Pragram under which it « !
(1) Investigates, controls, and prevents infections |
in the facility;

{2) Datides what procadures, such as isoiation,
should be applied fo an individual resident; and
{3} Maintains a record of incidents and corrective
actions related to Infections.

{b) Preventing Spread of Infection

(1) When the Infection Control Program
detemines that a resident heeds isolation to
prevent the spread of infaction, the facility must

(2) The facllity must prohiblt employees with a
tommunicabis disease or infected skin leslons
from direct contact with residents or their food, if
direct contact will transmit the diseasa,

{3} The facilily must require staff to wash their
hands after each direct residant contact for which
hand washing Is indinated by accepted
professional practice.

(&) Linens

Personnel must harndle, store, process and
transport linens so as to pravent the spread of
infaction,

This REQUIREMENT is not met a3 evidenced
by:

Based on observation, madical record review,
and staff interview the facility failad to ensure staff
followead acceplable infection contral practives

 control practices are being followed. Any

" and education will be provided. Results will be

(%4} I BUMMARY STATEMENT QF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION {X5)
FREFIX {EAH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHDULS Be GOMPLETION
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DEFICIENCY)
F 441 Continued From page 14 F 441 Resident #4's oxygen tubing was replaced. 4/10/2015

Staff received education on proper infection
control measures in regards to oxygen tubing,
Random observation rounds, using an audit
tool will be cenducled weekly by the DON/
ADON, for six weeks to ensure the infection

deviances found will be corrected immediately
reported to the QAPI Conunittee quarterly with|

further follaw-up actions to be determined by
the QAPI Committee,
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related to oxygen fubing for 1 non-sample
resident (#4) during 1 random obsarvation. The
findings were:

Medical record review showed resident #4 had a
physiclan order dated 2/24/15 for supplemental
oxygen at 2 fiters per minute continuously,
Observation en 2/25/15 at 1:18 PM showed the
resident was sealed st a dining room table with
an oxygen concentrator on the floor next to
him/her. The nasal cannula of the oxygen tubing
was lying on the floor under the table. The floor
was visibly soiled with fallen food, CNA #4
obtained the cannula from the floor and placed it
directly into the restdent's nares without cleaning,
sanitizing, or replacing it. Inferview with the
infection control nurss on 2/28/15 at 9:30 AM
revealed that the nasal cannula should have been
changed prior to putting it In the resident's nosa.

:
i
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