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{F 000} | INITIAL COMMENTS

Are-visli survey was conducted by the Office of
Healthcare Licensing and. Surveys on 4/14/15
through 4/18/15, This survey was prompted by
findings from surveys conducted on 1/6/15,
314115, and 3/18/185,

55=E | BPREAD, LINENSG

- The facility must establish and malntain an
Infection Control Program designed to provide a
safe, sanitary end comfortabla snvironment and
to help prevent the development and transmission
of disease and infection. )

{a) Infaction Control Program

The facility must establish an Infection Control
Program under which it -

(1) investigates, controls, and prevents Infections :
in the facility;

(2} Decides what procedures, such as isolation,
shauld be applied to an individual resident: and

{3) Maintains 8 record of incldents and comrective

1 actions related to Infections,

F{b) Praventing Sproad of Infection

F{1} When the infection Centrol Program
delarmines that a resident negds isolation to
prevent the spread of infection, the facility must
Isolate fhe residant.

(2) The facility must prohiblt empioyees with a
communicable disease or infected skin lesions
from direct contact with residents ar thelr food, if
| direst contact will transmit the disease,

{3) The faclity must require staff to wash their
hands after sach direct resident contact for which

Preparation and/or execution of this
{F 000} plan of correction does not constitute
admission or agreement by the
provider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of

provisions of federal and state law,
¢ F 441: INFECTION CONTROL,
. PREVENT SPREAD, LINENS
it is the practice of the facility to
establish an infection control program

designed to provide safe, sanitary, and

prevent  the  development  and
transmission of disease and infaction.

Corrective Action

' Resident  #48’s room,  was
: immediately sanitized, including call
. bell, cleaning of 1ift and wheelchair,
by housekeeping staff after findings
were reported by surveyor,

Resident #48’s catheter drainage bag
was cleaned and clothing was changed
- by nwsing staff immediately after
findings were reported by surveyor.

correction is prepared and/or executed :
{F 441}] 483,86 INFECTION CONTROL, PREVENT {F 441} solely because it is required by the

comfortable -environment and to help i

hand washing is indicated by accepted Immediate
i professional practice. !
i
LABORATORY, ng@;cmws OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE £48) DATE
= - e N -
b "o ///fw e W 2/ /5

Any'deﬂclenggsfg?am“éﬁtymg with an asterisk {*} danotes = deficiency which the Institution fnay be exoused frem correcting providing it Is dete

other safegutuds provide s
Toliowing the date af Slitvoy whether or not a plan of corrastion Is provided. For n
days followlpg the dote these docummsitd are Mhadd availabla fo the faclli
program paqicipmmn. JER I i

Evant i AGWF1Z.
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Conitnued Fram page 1 J
{) Linens :
Personnel must handle, slore, process and i
transport linens so ae to prevent the spread of |
infection,

gh!s REQUIREMENT ls not mat as evidenced

v

| Based on observation, medical record review,
staff Intarview, and review of policy and
procedure, the facility faited to implement
effactive infection contral practices. Durlng
random observations the faclity falled to ensure
acceptable hand hyglene procedures were
followed, failed lo ensure contact precautions
were maintained related o cleaning, and Falled to
pravent the availability of spoiled food. These
findings affectad the care of residents #48 and
#37 and had the potential lo affect other residents
in the factiity, The findings were:

1. Medical record review showed resldent #48
reslded in room 312, and review of the care plan
dated 4/1/15 showed the resident was on contact
Isolation precautions. Review of the physician
progress note, undated, showed the resident was
an the antibiotic Vancomycin for a diagnhosis of

| Clostridium difficile colltis (inflammation of the
large intestine resulting from infection with
Clostridium difficlie (C. Diff.) bacteriat infection),
Observation on 4/14/18 at 4:30 PM showed

t certified nurse aide (CNA) #1 and #2 asslsted

; resident #48 out of bad with the sit-to-stand fift,
“The following concerns were idantified:

‘ a. After the resident was standing with the aid
: of the lift, both CNAS removed the resident’s brief
i with gloved hands, CNA #2 cleansed the

STATEMENT OF DEFICIENCIES (X1) PROVIDERISURPLIER/CLIA {%2} MULTIPLE CONSTRUGTION (%3 DATE BURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: A BUILOING COMPLETED ;
R-C
536024 B, WING 04/16/2015 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE g
T e ' 4306 S POPLAR !
POPLAR LIVING CENTER CASPER, WY 82601 |
(X4} D SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN DF CORRECTION i (6}
PREFIX {EACH DEFICHINGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOUID BE i GOMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
! . . ) .
i education with return demonstration
{F 441} {F 441)

was completed with the employees
. involved,

Immediately after the occurrence of
i failure of Resident Assistant to wash
: hands was reported by the surveyor
the water pitchers that had been passed
to rooms 312, 304, 310, and 311 were
. removed and replaced. Education was
completed with the Resident Assistant.

i
P

Immediately ~after the surveyor |
reported the soiled floor the floor was
cleaned and sanitized by the
housekeeping staff.

The registered dietician and dietary
manager have met with resident #37
and developed a plan for managing,
the juice that she requests. Her care
plan has been updated to reflect the
changes. Aseptic juice, thal does not
require  refrigeration, has  been
purchased and is being brought to her
room 3 fimes daily with delivery of
O0m trays.

Identification of Others
An Infection Control Checklist, which

included observations, was completed
facility wide in resident’s rooms to

FORM CMS-2467(02-08) Provious Vorslone Obsolste Evenl ID:AGWF12
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1

including storage,
Corrective action was taken for any
identified concerns,

resident's perineum in the front, while CNA#1
cleansed the regident's buttocks In the back. The
wipe that was used to tlean the resident's
buttocks was visibly sollad. The CNAS failed to

remave thalr soiled gloves, and proceeded o management of

Skills ¢hecks for

touch the resldent and his/her shirt, the resident's
wheelchalr, the sitdo-stand lift, the resident's
uring drainage tubing and down-draln bay, and
the residant's call fight. CNA#2 then used bleach
wipes ta clean several aress she had touched in
the rasidant's room; howaver, she falled to
remove her solled gloves before cleaning the
[tems. CNA#1 left the resident's room without
performing hand hygiene, CNA#2 left the

rasidant's room without performing hand fyglens,
walked down the hall to the common ares, and
used the sink In the siiting room to wash her i
hands.

b. Interview at 4:40 PM: that day with CNA #2
verifiad she did not remove her gloves after
parforming perineal care for the resident.

¢. Interview on 4/14/15 at 4:45 PM with the
infection preventionist {IP) revealed her
expectation was for the staff members to change
their gloves after providing perinea care; perform
hand hyglene after any glove shangas, not use
thelr sofled gloves to touch the rasldant nor any
| items In the resident's room, and the staff should |
| have used the sink In the resident's room to wash
Hheir hands before they left the resident's room.
{ d. Review of the facifity policy titied “Hang
Hygiene" dated 2012 showed, "Handwashing

..after providing care to = residant with i
: spore forming organism (e.g. C. Difficile), parform | i
: hand hyglene with ...soap and water," ;
i & According to the Center for Disease

Control (CDC) Guideline for Hand Hygiene in g

Health-Care Settings dated Qctober 2002, " i
[ HCWs {health cars warkers) can contaminate '

i

isolation precautions, including glove -
use and hand washing was completed ¢
nursing  staff working with °

with
resident’s  currently on  coantact
precautions to identify any concerns,
Corrective action will be taken
needed,

Systemic Changes

i The Staff Development Coordinato:

will educate staff by on infection
prevention  precautions, including |
when to use PPE, when to wash hands, !
gloving, and when to wear gowns, !
New employees will be cducated !

during orientation period and validated |

with skills observation,

- The Staff Development Coordinator or

- designee will educate staff on basfc
food storage, including how long food |
/ beverage items can be left at bedside |
unrefrigerated. New employees will |

be gducated doring orientation period,

| The Staff Development Coordinator or
i designee will round on residents with

as |

Faafis
all st

, g
“Pi‘%’.

o)

K

m’/j-g/ls”
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thelr hands with gram-negative bactli, 8. aureus,
enterococol, or Clostridium difficile by performing
‘clean procedures' or touching intact areas of the.
gkin of hosgpitalized patients ... HCWSs should be
encouraged to wear gloves when caring for
patients with C. difficlle-associated diarrhea
(226), After gloves are removed, hands should be
washed with ...soap and water ar disinfectad with
1 an alcoholbased hand rub, During outbreaks of
i G, difflcile-related infections, washing hands with
..508p and water affer ramaoving gloves is
prudent ...hands should be decontaminated or
washed after removing gloves.”

: 2. Medleal record raview showed resident #48
| resided In room 312, and review of the care plan
i dated 4/1/15 showed the resident was on contact
Visolation precautions. Review of the physician
i progress note, undated, showed the resident was
; on the antiblolic Vancemycin for a diagnosis of
i Clostridium difficile colitis (Inflammation of the
large Intestine resulting frorm infaction with
Clostridium difficile (C. DIff.) bacterial infection),
The following concerns were noted:

& Observation on 4/14/15 from 146 PM to 2
PM showed resldent assistant (RA) #1 removed
used water mugs and delivered clean waiter mugs
to several rooms. At 1:45 PM she entered room
312, which had & posted precaution sign for
resident #48, the RA gowned and gloved to enter

the room and removed the used water rug.
When the RA left the resident's room she
discarded the used personal protective
gquipment Including the gloves; however, she did
not perform hand hygiene, The RA then antered
another resident's room without performing hand
hygiene to exchange that resident's mug. This
room was not posted with any precautions. The

—

the room. The RA deiivered a clean water mug (o |

|
1

precautions
performance.

Monitoring

The Staff Development Coordinator or
designee will complete random audit 3 -

times weekly for one month and then
weekly for 2 months of residents on
infection control precautions.  The
audit will include visual observation of
staff performance in care of those on
precautions, staff knowledge of reason
for precauntions. Corrective actions will
be taken as needed for any identified
coneerns.

The Staff Development Coordinator or |

designee  wiil complete Infection
Control Checklist randomly on each
hatl 3 times weekly for one month and
then weekly for 2 months. The

checklist includes observation of food

! beverage storage in resident room,

"Corrective action will be taken as

needed for identified concerns.

The Staff Development Coordinator or
designee will track and trend the

+ results of the infection control audits
| and report findings to the Infection

Control QA Subcommittee weekly.
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continued observation shawed the RA performed
the same task for rasident rooms 304, 310, and
311 without parforming any hand hygiens,

b. interview on 4/14/16 &t 2 PM with RA #1
verified she did not perfotrn hand hyglene
belween resident rooms, ;

3. Obgetvation on 4/15/15 at 3:06 PM showed the
floor outside of resident room 301 was solted. :
There ware § argas with what appeared to be
driad feces in a pattern leading infout the room. |
Room 301 was marked with signage to incicate
tontact precautions were in place. The floor I
inside the resident room was also visibly soiled |
with areas of whal appeared to be drled faces.
Interview with the [P on 4/15/15 at 3:15 PM

vetifled the ateas were likely feces and neaded tu
be cleaned, and she initlated the praper

I progedure at that time. She further stated the

i resident in the room (#33) was on contact

« precauytions related to clostridium difficile bacterial
infection. Additional interview with the 1P on
4/16/15 at 3:32 PM revealed she had inquired
ahout the resident's care with the CNA and |
resident assistant (RA) working with the resident,
They reported to her the resident had an
Incontinent bowel episode afier breakfast that
day, and as the stalf wheeled the resident into the
room i the wheelchair there waa dripping of the
incontinent bowel movement onto the floor,
According to the 1P, the: RA and the CNA should
have cleaned the floor at that ime with bleach
wipas and then contacted housekeeping for a
thorough cleanly of the area.

4, Raview of the 3/2/15 quarterly Minimum Data
Set assessment showed resident #37 was
cognitivaly intact with & brief interview for mental
I status (BIMS3) score of 15/15, The resident was

1
1
i
1

monthly. The QAP] Committee will
evaluate effectiveness of the plan
based on trends identified and
!t implement additional interventions as
| needed to ensure compliance monthly
| for three months and then reassess the
;necd for continued monitoring based
¢ on compliance.

i _—
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' observed on 4/14/15 at 3:33 PM to ba In bed with
| beverages available on the over-bed table,

| Interview with the resiclent on 4/14/15 at 4:40 FM
| revealad s/he was bad bound and had been
gxperiencing nausea and diarrhea for two days.
The resident further revesled sfhe had reported
thase symptoms to the nurse. Review of the
medical record showed on 4/14/15 the nurse :
faxed the physiciah a communication refated to i
i the nausea. There was no mention of diarrhea:. :
fntarview with the nurse on 4/14/15 at 6:08 PM ;
I verified she was unaware the resident had any

! diarrhea. Observatian while inferviewing the
resident on 4/14/16 at 4:40 PM showed 3 glasses
of liquld on the resident's over-bed fable. Next to
! these three glasses ware 3 plastic sealed

i containers of apple juloe, Interview with the

; resident at that tlme verified the liquid in the

i glasses was apple julca. She stated throughout

i the day sfhe poured the juice from the plastic

! containers into the cups so s/he could better

i handle it and then drink it with a straw. The
resident stated s/he llked to keep several juices ‘
available at all times on the table, and this had f
been hisfher system for about 5 manths. The :
follpwing concerns ware Identified:

a. Closer inspaction of the poured glasses of
Jilce on 4714116 at 6:50 PM revealed a sediment
ring and film on the Interior of the glass with the
straw, which the resident was drinking from,
Another glass filled with julce had a film on the
surface and small bubbles around the interlor
adge of the liguid. The juice smelled
fermented/apoiled in two of the three glasses
including the one the resident was drinking from
with @ straw. The 3 unopenedq plastlc cups of
apple juice were at room temperature when
handied. The packaging showad "keep
refrigeratet].” Thers was no date or time wrltten

FORM GMS-2567(02-99) Pravious Verslons Obaolate £vept D: ABWF12 Facility 1D: WY0023 If continuation sheet Page 6 of g
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on these sealed cups to show when they wers
removed from refrigeration and delivered (o the
resident,

b, Interview with the resident at that time
slated the glasses did not gt cleaned often
because s/he didn't want staff to take ihe cups.
These cups were the enly onas that fit his/her
hands, The resident then stated s/ he would allow
them to be washed aslong as they were
returned,

c. Intarview with customer service employee.
#1 on 4/14115 at 6:55 PM revealed the juice cups

resident because the resident often refused to
allow them to take away the glasses.

d. AL G55 PM on 4714115 staff member #1
removed the cups of apple juice from the
resident's fable. At that time the staff member
verified the apple julcs in the cups smelied
 spolled and the cups did not appear clean and
- the surface of the juice appeared to have a film
: on wo of the three cups,

: &. Interview with the distary manager on

L 41B/16 at 1:05 PM revealed she was unaware
the resident weas storing the apple juices for later

- use. Observation of the resident's room tray and

. over-hed table at that time showed the resident

+ had 3 plastic sealsd cups of juice on the table

; and three poured glasses of juice. There was no

label to know when they were delivered. The

dietary manager stated she was aware the juice

required refrigeration and verified there would

need to be a date and time to show how long the

Julee was aut of refrigeration to. ensure it was at a

safe femperature and did not spoil,

483.75(0){1) QAA

COMMMTEE-MEMBERS/MEET

QUARTERLY/PLANS

did not get cleaned as regularly as needed for this

{F 441)

F 520!
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A facility must maintain a quality assessment and |
assurance sommittee consisting of the director of |
nursing servicas; a physiclan designated by the |
facilify, and at least 3 other members of the :
facility's staff, ‘

The quality assessment and agsuranca
commitiee maets at least quarterly to identify
Issues with respact fo which quailty assessment
i and assuranca activitles are necessary; and

i davelops and implements appropriate plans of
“action to correct Identified quality geflelancies.

| AState or the Becretary may not requirs
disclosure of the records of such committee

i except Insofar as such disclosure is related lo the
compliance of such committes with the
requirements of this section,

Good falth attempts by the committee to identify
and correot quality deficiencias will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidencead
by

Basad on staff Interview, medical record review,
-obsetvation, and review of policy and procedure,
the facllity failed to implement an effective guality
assessment and assurance (QAA) program to
identify and correct praviously identifled
deficlencies related to infection contro! practices.
i The findings were:

“Review of previous survey findings revealed

- deficlancies relatad to Infection control were aited
: on the 1/9/14 recertification survay, the 5/16/14

It is the practice of the facility to -
maintain -~ a  quality  assurance |
committee congsisting of the DON, a |
i physician designated by the facility,
and at least 3 other members of the
facility staff,

Corrective Actions

The Infection Control Committee
- (ICC) met on 4/22/2015 to review and
revise  the surveillance and
implementation of effective
| monitoring tools related to hand
hygiene and environmental cleaning,

The registered dictician and dietary
manager have met with resident #37
and developed a plan for managing the
juice that she requests. Her care plan
has been updated to reflect the
changes. Aseptic juice, that does not
require  refrigeration, has  been
purchased and is being brought to her
room 3 times daily by dietary staff.

Systemic Changes
1 The Corporate Reprosentative has

educated the ICC on the proper
implementation of the QAA program
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complaint survay, the 8/16/14 complaint survey
rand remained uncorrectad on the 1074/14
follow-up survey. The deficlency was detsrmined
to be corrected on 10/29/14, but was cited again
during the complaint survey on 3/4/15, The date
of compllance for the 3/4/15 deficiency was
473118,

Obsarvation during the sunvey from 4/144156 to
4716115 showad exaimples of infection contro|
isaties, These observations included a lack of

. hand hygiene and environmental cleaning to

- pravent the transmission of infectlons. In addition,
 thera was an identified concern related to the

- availabliity of spolled food for one resident (#37),

! Refer to F 441 for details,

' interview with the administrator, the corporate

at 10:46 AM ravealed the hours the infection
prevention nurse was assigned other duties had
baen reduced but she continued te ve neaded to
work as a staff nurse at various times. The
Interview further revealad the QAM measures had
improved bt continued work was needed
regarding survaiilance and kmplementing an
effactive monitoring teul related to these issues,

fepresentative, and director of nursing on 4/16/15 |

ag 1f relates to infection control
8201 practices on 4/22/2015,

The Staff Development Cootrdinator
1 or designee will track and frend the |
results of the infection contrel audits
and report findings to the ICC
committee weekly for 4 weeks then
monthly  thereafter.  The  ICC
committee will evaluate effectiveness
of the plan based on trends identified
- and implement additional interventions :
as needed to ensure compliance ;
monthly for three months and then |
reassess the need for continued -
monitoring based on compliance,

The Staff Development Coordinator or |
Designee will present a monthly report
: to the QAPl Committee monthly
! meeting for review and corrective
' actions taken whete necessary,

* Monitoring

* The QAPI monthly meeting minutes
i will be presented to the Corporate
Representative or designee for review |
and corrective actions taken where
uecessal‘y.
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