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g gf; 483.10(b)(11) NOTIFICATION OF CHANGES 5 Proparation and exceaton of this
A facility must immediataly Inform the rasident; response and pkin of eorzection does nat
consult with the resident's physician: znd if : constitute an admission or agreement by
known, hotify the resident's legal representative the provider of the.truth of the facts
or an Interasted family mamber when there [s an . afleged or conclusions set forth in the
: accident involving the resident which restilts in staternint qfdpﬁgiepc:ga. The plan of
injury and has the potentlal for requiring physician correction is preparéd and/or executed
infervention; a sighificant change in the resident's solely because i ifrequjred by the
physical, mental, or psychosoocial status (e, a .. provigions of Pedhfral and Stat law. For. -
deterloration In health, mentat, or psychososial " the purposes of any allegation that the
staiis in elfher life threatening conditions or facility is not in substantial compliance
clinical complicatlons); & nesd to alter treatment with federal requirements of
significantly (Le., a need to discontinue an participation this response and plan of
existing form of treatment due to adverse cotrection constitutes the facilily’s
consequences, or to commence a new formof allegation of compliance in accordance
treatmant); of a decislon fo transfer or discherge with section 42 C.RR, Par 488.18.and
£ - the resident from the facility s specified in : sebtion 7317A of the State Operations
§483,12(a). : " Maaval. '
The facility must also pramptly notjfy' the resident | ™
and, if known, the resldent’s legal representative | . . \ ,
or Interested family member when thete ia a , \
change i room or roomimate essighmentas The facility will immediately inform the | | ¢ 9
| specified in §483.15(e)(2); or a change in " ?dmt. gﬂmm with the resident’s i §-25-09
resideyrit rights under Federal or State Yaw or - }lﬂil%lﬂ;l and if known, notify the :
regulatl?ns as spealfied In paragraph (b){(1)of K . resident’ s,leg'al refresentative or an,
this sectian. intorested family member when tefvis |
- - ; i ident 1 fing the resident ‘
‘The facility must, record ahd periodicatly update ah acaident iavolving the rosidon Nevs
X results in jefity and has the potent d
the address and phone number of the resident's iring physician inforvention,
legel repressntative or interested family member, - TequITg plysiciay )
| This REQUIREMENT is not mat as evidenced
by
Based on abservation, medioal record review,
staff interview, and review of the Meldent report,
the facility falled to immediately riotify the '
physioian or family of an accident resulting In
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F 157 | Continued From page 1 . F 187 | oy
. _ . , Resident #33: Family and MI) have
ity for ¥ of 15 samplo residents (#33). The bean notified 6/25/69. All other
indings were; : residents will be reviewed to ensure
. : by - family & MD js aware of changes. The
On B/24/09 at 6:20 PM, obsetvation ravealed ALy ac D 19 . ,
rasident#33 had an op"gn area on the tep of each facility will notify fnily & MD ofall
of the three middle taas on the left foot, At 6:45 changes and conditions of residents card
PM that day, the director of nursing. (DON) tated accotding to established guidelines, All
the woutds wers “fug QUF[IS."'REVPBW Ofth@ 'chang.es off:ondltlm will ]:"G reportad in.
incident report, completed on 6/28/09 ag a fate morning briefing. Staff will be |
entry, showed the ihjury oceurred in April 2008, questioned during morning brieflng as
The report documented that nelther the famlly nor to faynily & physioian notification,
the physiclan were notifled of this April injitry untll In-service to all staff done 8-14-09. 8-14-09
6/4/08. At 5:50 PM on 8/25/09 the DON confirmed Audits to inform family & physician
the incident teport was ¢orrect. will be done 5x weekly in A.M.
F 174 | 483,10{k) TELEPHONE: F174|  Briefing & reported quarterly to Q.A.
S8=C - I .
/ « The resident hag the right to have reesohable
- - | =ccess fo the usé of a telephone where calls can F174
be made without baiiy overtieard, A
: o The resident will have the right o have 7-15:09
' : seasonable acoess to the use of &
g;'.fa REQU'REME'W. s not 'T_".H as evf@e,ncead teleplone where cafls cap be made
Based on observation and interviews with without being overheard,
 residents and staff, the facility falled to enhanca ‘ :
the quality of (jfe for regidents by enabling them to A cordless phone has been purchased
indépendently make and recelve piivate - for residents. The phone in the men’s
telaphone calis, Duting & corfidantial rieeting, & lounge has been changed. H i3 2 one ling - .
of 6 residents staled they cauld not access a phone and is nser fiendly and has been
private telephone for personal calis, and two untangled. The residents have the right
resideniz (¥8, 43} were obserued fo eithor to have reasonable access to the use of a -
receive or make personal catls at the nurses' telephone where calls can be made
station, The findings ware; without being overheard. In-service & .
'  educate residents during resident
- Duiring a confidential me_etrng on &/23/08 at 4 FM, council. Reported quarterly to Q.A. 81209
five residents stated they did not have access o a;
private telephone for persohal oalis, The residents
, stated there wais not a cordless phone I the
facility and that calls were made ar received from
if santinuation shéi.at Paéq 2of36
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Cnhﬁnued From pages 2.
the nurses’ station or from someone’s offica.
Qbservatlolr an §/23/09 ut 2:36 PM showed

use.-However, the cord was tangled and the

' in and steted one of the buttons for lines 1

| observation on B/24/08 at 7:15 PM resident #43

resident #8 was attemptirig fo hotd a private
conversation from the phone at the nurses'
statlor whera 3 staff members were talking, and a
SuUrveyor was reviewlhg medical records, At 5:05
PM that evening, observation showsd & land fine
phone in one of the lounge sreas. A slgn posted
ot the wail Indicated the phone was for residant

phone could not be brought to ear level, In
addition, thera was no dial tons, During tha
cbaervation, the business office manager walked

through 4 had to be pushed bafore the phona wag,
operable. Sha acknowledget that the posted sigh
did not indicate this instrucion and that residents
would probably not know how to acoess an
autside fine, The managsr also stated thare was
no cordiess phona I the facility, During an

approached the administrator and DON with
piece of paper contalning a number for g persaheal
call. The adminisirator took-the resident to tha
nurses' station in order to place the call,
483.16(c)(6) PARTICIPATION.IN RESIDENT &
FAMILY GROUPS

When a tesident o family group exists, the feclity
must listerr to the views and act upon the
grievances and recommendations of residents
ard famiilles oonearning proposed pelicy and
operational decisions affecting resident care and
iifes in the facdity.

This REQUIREMENT Is not met as evidenced
by: :

Based on observation, resident and staii

FoRM 6&;2&6?(0:2"99) Pravious Varslons Obgelafe " Bvent IDrdds01y

0%2) MULTIPLE CONSTRUOTION ix) taTE SuRvEY
A BULDING PLETH
c
5 LE]
. 636040 B. WIN e GBI25/2000
STREET ADDRESS, GITY, STATE, ZIP CODE
1108 BIRCH STREET
‘ DOUGLAS, WY EZB33 7 .
iD " PROVIDER'S PLAN OF GORRRCTION §) '
FREFIX {EACH SORRECTIVE ACTION BHOULD B COMPLETION
TAG CROS2-REFERENGED TQ THE ASFROFRIATE DATE
DEFICIENCY)
F174
F 244
The facility will listen to the views and 8-12-09
act upon the grisvances and P
recammendations of residents and '
fatniligs concerning proposed policy
and operatienal decisions affocting
resident care md 1 in. the facility.
Facility Iy, Wydors. I uanthiuetion shaeg Fage 3"‘".5{’ E';ﬁ
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interviews, review of e resident counel| mitistes ility has placed more condiments on
and test tray results, the fadllity tailad to address é iﬁdeﬁ mb,‘;s, We will review resident
grievanua presentedf during 2 uf 4 resident counell * council minutes from this date forward
Meetings since January 2009, The findings were: ! to make sure resident requests aré being
Puring a confidential group interview on 6/23/09 + addressed. Resident couacil minutes
i i « from Jan. will be reviewed 1o determine
at 4 PM, six residents stated tha food was bland irievances and recormmendations of
 and needed more spices. They further stated the gmayanha been acted on -
issue of adding additional spices to the family have ' ”
condiments on the tables had previously begh c
Brouight up in the resident cauncit meatings,
Reviaw of the council minytes showad the council
specifically requested additional spices at the _—
January and May 2000 meetings. Further review A copy o_fali resident council pinutes
of the Jantary minuies revealed tha dietary will be givert to all dept. heads. Any
manager "waz working on" obteining additionat issues voiced will have a written plan of
spives, Howaver, observation of the breakfast action completed with a copy given to
{ meal on 82308 and of the evening maal on the resident council and administrator,
6/24/08 showed thé only condiments on the In-service o all department heads by 8-12-09
| tables were salt and peppsr shakers and Administrator on 8-12-09. Follow up
individual sugar and artifictal sweetenel packets, by Administrator one week after
On 6124109 at 4:60 PM; the activity director statad Resident Council, Quarterly Report to
those condliments Kad atways baen on the tahles, QA
A sample meal wag tested on 6/24/09 st 6:65 o
PM and revealsd the peas. with mircad ohlon,
patatoes, and pofish seusage were lukewarm and
biand tasting. On 6/25/09 at 9 AM the diatary
ranager corfirmed the cotmell's request Had not
beeh addrassed, -
F 25¢| 483,15(g)(1) SOCIAL SERVICES F250|  The facility will maintain medically
G5~ | ' ~ elated social services to attain the
: The faoflity must provide medically-related social mestior%ﬁ:;ble physical, mental & -
serviees (o attain or maintain the highest . : ; !
b . psyehosocial well being of sach
praclicable physical, menta|, sind psychesosial " resident,
well-belng of each rasldent, _ , .
Residents® 37, 10, 8, 22, & 23 have had .
mental status, gerfatric depression :
‘This REQUIREMENT fs nof met as avidenced . soalos aud anxiety soalos completed. | _
:mM G5 2567(0:2.98) Previous Verstans Obsolale ™ Event [D48D11 Fuifity tDi“W:mrJ'tB T - jfoénﬂn-imthnréhent- Pﬁge 4 nfSﬁ'
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F 250 { Continued From page 4 F 250
byy: .
Based ot cbsarvation, staff Interview, and s yy ol -1-09
medical record review, the facility falied to ensure Residents’ #37, 10, 8, 22 & 23 w’ihave B
sociaf serviges were providad according to the a mini-niental, depression screen
needs of 8 of 14 sample residents (48, €40, #22, anxlety scale done.
#23, #37), The findings were: ' Tho remaining rosidents will be
1. Observation oh 6/22/09 at 2:45 PM and af 3:45  Teviewed o ensure social sefvices were 3-1-09
PM showed resident #37 convetsing with family ' _provided according to needs & that
and staff. Interview with tha resident on 672309 st . dssessments are complote and acourate.
4 PM amd on B/24/09 at 10:25 AM revealed the | The new Social Services Diraf:mr
resident was alert and otiented.and oconversed (SSD)will train with an expetienced
approprigtely. Review of the 2/2/09 quartetly and SSD. This will be andited weekly by
4/14/09 slynificant change Minimum Data Set MDS coordinator & reported quarterly
{MDS] assessments showed the resident eowdd to QA.
communicate without difficulty, Review of the
) Ments! Stafus Questionnairs, Geriatric
( Depressian Scale (GDS), and Zunlg Anxiety
Scale, gll completed on 2/2/09, showed they ware
blank with "Unable to answer" written across the
hottern of each page. Review of socitl services
dooumneniation datad 2/4/09 showed the residant
statedi s/he was happy at the facility and enjoyed
playing cards and other aclivifies. .
2, Observation on 6/23/0B & 6:10 AM and at 8:16
AM shawed resident #10 was alert, orentad to
self and conversed appropristely with staff;
Review of the 3/30/09 MDS agsessment showad
the resident began expressirig unrealistic fears
-and displaying sad, pained, worrled factal
expressions, Review of the Zunig Ahxlety Scale,
(GBS, and the Mental Statis Questonnalirs, all
complated on 4/8/08, showad each was blank
with the comment, "Unable to ansyer,"
 hiandwiritten at the bottor of the page. Review oF |
' the entire record showad no evidence of fittther - 4
' attempts at evaluating this resident.
; R . . -
Eadilty 1D WYDO 18 If continuation sheat Page § of 32t
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1 3. Review of the 12/10/08 inftial and the 3/12/00
| Minimum Data Set (MD8) assessmants for

| on 6/22/09 at %05 PM revealed the residert

 appiopitately. However, review of fhe three

Continued From page 6

resicdent #8 revesled s/he was usuglly able to
undesstad and fo ba understood. Obsarvation on
B/22/09 at 5:35 PM and again at 8:08 Py
revealed the resident spoke to & resident In the
dining room appropriately. In addition obszervation -

spoke with the surveyor and weis sometimes
appropriate in histher statemens and & times
seemed to be confused. Review of the social
service progress nofes dated 12/3/08 showad the
resident was unabie o take the “social ssrvice
tests," which were identified as the Gerlatrle
Depression Scale (short form), the Zunig Anxiety
Scale and the Mental Status Questionnaire.
Review of thase test forms dated 1210/08,
318/09 and 6/17/09 revesled the resident was
“unable to answer questions” was documented on

aach form.

4. Review of the 9/24/08 inltial, and the 12/20/08
and 4/1/09 MDS assessments for resldent #25
showed a/lie was able fo understang and be
uhdarstood, Observation on 6/22/08 at 820 PM
revesled the résident conversed briefly, but

‘socil sarvioe tests” dated 6/22/08 and 3/25/08

all were biank with, “Unable o answer questions,”
wrilten at the bottom of the forms, Review of the

4/15/08 socfal servioes quarterlyannyel prograss
notes showed the resident had & "sad look about |
thimiher] & the time” since refurning from the
hospital. Review of the medieal racord showed na
evidence the resident's sadness was evaluated or
assessed for causative or contributing factors ang
possible Intervéntions,

5. Revlew of the 5/7/08 initial MDS assessment

e v o e

F 250

‘ORM CHE-256T (02468} Frevigus Versians Obolofe Svont 1P 448014

Farilty I Woo{e
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for resident #23 showed the resident undarstoog
others and wes able fo be understood, Review of
the three gocial servics tests dated 518100, were

blank and documented the resident was “Unable
o answer questions.®

8. Buring an interview with the social services'
director on 6/26/09 at 12 noon, i was revesled
that no offrer attermpts ta evaluate the résidarnis
had been made. Additionally, the director stated
she was unaware of any evaluation toals that
could be used with cognitively impaired residents.
F 2721 483,20, 483.20(b) COMPREHENSIVE . F272
Ssep | ASSESSMENTS -

The fagility must canduet initially and periodicaty
, a comprahensive, accurats, standardized
{ reproducible assesstnent of each resident's

funchienal capaelty.

A facliity must maka a comprehensive
assessment of o rvsident's neads, using tha RA!
specified by the State. The assessment must
inchude et least the following:
tdentification and demographis information:
| Cuetormary routine:
Coghitive palterns;
Commimication;
Vision;
Mood and behavior patterns;
Psyohogocial wallk-being; p
Physice funetioning and sfructural problems;
Lontinence; ' '
Digease diagnosis and heaitfy vonditions;
| Pentat and nutritiongl status;
Skin conditfons;
-Activity pursuit
' Medications; ‘
[ Special treattnants and procedures: ' o '
Falily tx Wydddn - . If condinustion sheet Paga 7 of 38
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| aind constipation was lacking, On 6/25/08 at 8:15
' | B2uessiment was not comprehensive,
' 2. Revdew of tha 1/2/08 MOS assessment for

consttbation. Review of the 3/11/09 slgnificant
change Minimum Date Set (MDS) essessmient
doctmented the resident was incohtinent of
bowel. Review of the "Buwel and Bladder
Evelluafion" dated 3/11/08 showed "yes/no!
answers were clrcled. Howeaver, an snalysls of the

resident's bowel status ralated to lavative usége

AM the directar of nursing sonfirmed the

resldent #24 showed ideniified soncerns fof mood,
state, cognitive lass/dementia, bahavior
symptoms, and psychotrople érug use. Review of

the RAP (resident assessment protocol) for these:
areas revesled the comprahehsive assessmants
did tek addréss the causafive or cohtributing
faetors for the problems idenfified,

3. Review of tha &/6/09 significant change MDS

asseasmant for resident #31 showad the residant

Social Services Director will address
problem areas identified. MDS
ceordinator will review all medical g
records weekly to ensure Raps are ;
somplete and comprehensive at
admisgion and annually, This audit will
be reported quarterly to Q.A. 8/12/09

NAME OF PROVIDER OR SUPPLER
- 1102 BIRCH STREET
POUGLAS CARE CENTER | | | 'I:_IGUGLA& W‘f 82633 | o
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PREFIX {CACH DEFIGIENCY MUST BE FRECHEDED BY FULL FREFIX {EACH CORREQTIVE AGTION SHOULD BE COMPLETION
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o .
F 272 | Confinued Fram page 7 F 272
Discharge potential; '
Dosumentation of summaty Information regearding
the additlonal assessment performer through the ‘
resident assessment protocals; and : The facility will conduct initially and
Documentation of participation i assessment. periodically a comprehensive, accurate,
standardized reproducible assessment of
‘each resident’s functional capacity,
This REQUIREMENT Is riot met as evidenced '
: ; : sident #12 has had a Bowel and
Baged on observation, staff imterview, and %fadde, Evaluation. Resident #24 —
medical record review, the facility falled to ansure Significant change has been done with
& comprehensive assessmant was performed in a " comprehensive assessroents. Resident
variety of areas for 4 of 15 sample resitients {#412, '#31 has had comprehensive
' delirium. Resident #22 has had
1. Acoording to physiclén's arders rasident #12 . ; -
tecalved four laxalives dally for a dlagnosis of  Coguitive loss, psychosocial mood.
New RN, MDS Coordinator and now 8-21-09

#ORM OME8457(02-90) Previous Vamlnns Dbeoiots

Event B 448044
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F272 Continue_wd From page 8 Fara —
triggered for aognitive ioss/dementia and deliriuin.
Review of the RAPs showed the Hssessrmants
wera not comprehensive and failed ti address
the causativa and contributing factors, for the ;
problem areas Identified. ;
4. Review of the 4!:39 initial MIDS asgessment for ,
resident #22 revealed tie resident triggered for . Resident #10 - Significant chrage dong.
cognitive loss/dementis, moad state, and ' e 7-22-09.
paychosaciel wellbeing, Review of the RAPS for
these ansas showed the assessmenta were not
corrprehensive as they did not addresses the
oRusative and contributing factors for the
: problems identified, .
CF274 483.2D{b}(2}(ii} RESIDENT AGBESSMENT. F 274
85=p ! WHEN REQUIRED.
‘ A tacilty must eonduct 5 comprehetshve The facility will comduet a
ssgessment of = resident within 14 deys after the comprehensive assessment of a resident
facility determtnes, or should have determined, within 14 days after the facility
that there has been 5 significant change in the * determines, or should have determined,
resident's physicel or mental condition. (For that there has been a significant change
purposs of this secfion, a significan cheltige in the resident’s physical or mental
means a major decline or Improvement in the condition,
residenf's status that will not normally :gso!ve
salf without further inteivention by s orby :
Implementing standard disezee-ralated clinleal iﬁﬁaﬁﬂﬁsﬁgci% of | 8.21.09
Interventions, that has an impagt dih mare than candition. MDS coordinator will ]
one arex of the residerit's health status, and schedule a significant chango in
requires interdiscilinary review or revision of the dition MDS assessment if indicated
care plan, ot bath,) C conciion . ot ’
| o : ' Edncats, random QA & quarterly
;;l“;n:ls REQUIREMENT & not met as evidencag reports to QA by DON ar desigase,
Rased on medical record review and staff -
interview, the faoility falled to complete &
sigrificant ohangs sssessinent for 1 of 6
residents (#10) who had expetisnced & slgnificant | ,
FUE-M (:.‘.‘M‘ls::zsé-'r(n:a-au) Pravious Varelong Oba:ma I E;mnl‘ (b 443!311 B 'Hablllty. ch WYR16 . ) if‘n‘onti.hu‘hﬂﬁn aﬁe;:{ Fagé- 9 of;ta



. 5
: 14.;.;?‘.[%(.- 3.182?3.?( Y

DOUGLAS CARE CENTER

012
HEALTHCARE LICeSLRY

Qv

-PAGE  84/38

PRINTED: Q7H0/200

DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVEL
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0838-039"
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUGTION {X3) DATE SURVEY
J AND PLAN OF CORREGTION IBENTIFIGATION NUMBER: A BUILDING COMPLETED
| §35040 5. Wit , . 082542008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, QITY, STATE, 2P CODE
) : 1108 BIRCH $TREET
DOUGLAS GARE CENTER | B DOUGLAS, WY 82683 |
0%} ID SUMBARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAK OF CORREETION %5
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PRIERIX (BACH GORREZCTIVE AGTION SHOULD B COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 10 THE APPROPRIATE DATE
_ : DEFIGIRNGY)
F 274 | Continved From page 9 F 274
change, The findings were: Significant changes may be identified in 8-14-09
Comparigon of a significant change Minimum g;og}ﬁgggl egn ﬁ' :33::;1;;;;: Il statf
¢ Datey Set (MDS) assessment completed an 1/2/00 P
Ty ‘ , - weekly during briefing by DON or
with @ quarterly MDS ussessment coumplsted on desigrioe. Quarterly roport to Q.A.
3/30/09 showed that by 3/29/09 (the sssessment gree. v 1o .
reference date) resident #10 detlinad frorh
requiring exiensive assistance to aeeding fotat
assistance with ransfers, ambulation in fie rosin
and corridor, bathing, and tollet Use. The quarteriy
assessment slso showed the resldent imptoved |
; in the ability to perform personal hygiene.
Howaver, a significant change assessmant was
nat complated, Interview with the DON on 8/25/00 y
&t 8:36 AM confirmed a significant change
assesrmant had not baan done.
F 278 483.20(g} - () RESIDENT ASSESSMENT F 278
a9eE _
! :;f;?dagﬁzs:gg:t niust accurately reflect the The assessment will accprately reflect S15.00
) resident status. A BN will conduct or
A reglstered murse must condust or cootdinate 'coordingfe each assessment with the
each assessrhant with the appropriste - appropriate participation of health
participation of hehlth professionals. professionals
A registerad nurse must sign and certify that tha The RN, MDS Coordinator will sign )
assespment is completed, and certify that the MDS assessitient is
. copplste.
Each individual who compietes a portion of the
essessment must sign and ceriity the gucuracy of
that porfion of the assessment, For residents #10, 12 and 37,
Under Medioare and Madicald, an Individual who ~  Comprehensive assessments will be
willfully and knowingiy certifies a materisl atid. completed according to the ARD dates
| false statement in a residént asssssment is as defermined by the MIDS eoardinator,
| syblect to a civi) monay penalty of ot more than :
! $1,000 for sach assessment; or ap indhvidual whe ‘
 wiltiully and knowingly éauses anther individuai - i
to certify @ material and false statement ing - [ P
Evant 1D; 448014 ‘Faamyﬂir.'wvbom _ tfmnﬁnuatm;i aélaét f‘-‘ﬁéa 41'0 af 35
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¥ 278 Continued From page 10 ' F 278
resident assessment is subject to a civil money ,
penally of not mare than $5,000 for each Resident #12 had a full MDS tompleted 8-12-09,
aesessmat. _
Clinlcal disagreement doas not consfifute a
materfaland false staternent.
l ‘

This REQUIREMENT is not met 8 evidensed
by.

Based on medical fepord review and staff
interview, the facility falled to ensure
 Bssessments were completed accurately or
cogrdinated as requlred for 8 of 14 sample
residents (#10, #12, #37). The findings werna:

1. The comprehensive Entivily asseasmpnt

‘ completed for the 1/2/88 slgnificant thange MDS
{ gssessment for resident #10 was datsd 1/16/09,
Section VB2 of that assessment was dated
1E/09. According to the Ceriters For Medicars &
Medleald Servicas (CMS) Revised Long-Term 5
Caife Facility Resident Assessment Instrument
(RA) User's Manual, Version 2.0, "The
comprehansive RAl is consideray complefa ar
the dafe the RN Coordinator Indicefes complstion

of the RAPs (VB2)."

2. Review of the: sotviprehensive astessment
information for tha 34 1/09 MDS slgnificant
change assessient for resident #42 tevealed tha |,
: following cohwerna:
[ a, The gssessments for prassyre sores, falls, |
and a;;sychuﬁropiu medications were completed on
4124 . ’

b. The psyehasooial well-being and rutrifionar
status assessments weng complated on 3/27/09.
0. The aefivities of daily fiving
hncllonal/rehabilitation patential and uringry

. . . I

TORM CHS2687(02-69) Praviaus Versiane Obsolel Evant (1448011 " Pacllty Ib; Wyoo1s
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incantinence assessments ware dated 3/25/09, i
O 8/26/09 at 8:28 AM the DON confirmied the . .
assessment dates, Review of Section V showei Resident #10 has had an activity
fhe VB2 date was 3/11/09, According to the CMs assessment.
Revised Long-Term Cara Faotlity RA! User's :
Manual, Version 2,0, “The oomprahensive RA! s - Residents #12 assessment pressure
considered compiete on the dete the RN ;sores, falls, and psychotropic meds,
Coordinatar indicates complefion of the RAPs _
| {vB2})." | Resident #37 — full MIDS assesemont
' ‘completed 7/13/09.
3, According to the quaitetly MDS sssessment
dated 2/2/08, resident #37 improved in : In-service, educate & QA. MDS
amnbutstion in the room and hall, personai ' coardinator will QA each chart & report,
hygfane, range of motion, toliet use, and urinaty 1o DON waskly,
ineontinence, However, the section indicating the 7 '
: :§5id?1nt (] W"'elrall 03%"-‘“‘]0“ Was défﬂgmipti;inags | In-service give;:n 8-12-09 on accuracy of 8-19-09
[ 0 onange.” In addition, review of the 4/ dates. Tn-service on acturacy of
signfficant changa MDS assessmant showed the asses;mems scheduled 8-19-09. MDS
resident demonstrated Improverment in bed coordinator will monitor weekl)-r &
tnobility, fransfers, ambulation, and balance, For report fo O.A
this assensment, Section Q2 was marked by staff eport quarterly to Q.A.
24 “deteriorated." On 6/26/09 af 8:30 AM the -
DON canfirmed the inaccuracies. _
F 279 483.20(c), 483.20(k)(1) COMPR EMENSIVE F 279
88=0 [ CARE PLANS
A facility must use the results of the essessment The facility will use results of
to davelap, review snd revise the rssidents asseysment to develap, review and
comprehensive plan of care, rovise the resident’s comprebensive
' . . . plan of care. :
The fgeiﬂw mitist ideve!%p 8 aomprehansive care i
plan for each resident that includes measurable . _ . i
objectives and timetables to mest a résident's Ca;“ Pv]::;’&‘z‘ﬂ h; de‘a’:;o;::i’:gm‘l :
medical, nursing, and mental and psychososial andre ascd on as -
needs that are ldentified in the eamprehensiva
assessmaent,
The care plan must describe the services that are
1e be fumished to attain or raintain the resident's
P i [N . [N aat N : . : P
RORM CIS-2557(32-99) Prendous Versinmg Obsolata Evant 107448011, Fagiiity 1 Wyapie If cantinuation shevt Page 12 of 48
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F 279 | Gontinued From page 12 | Fare
highest practicable physical, mental, and
psychusdioial wall-being ag required under
§483.2£§; and any services that would oftheryise :
be required under §483.'2q but are not providad + Resident #39 — Care Plan has boeg
due to the resident’s exercise of rights under ' updated include treatm ont of fractured 8-8-09
§483.19,.including the rght to refuse {reafthmant ! wrist

under §483, 10(b)4),
]  In-service, QA, & education by 8/21/09.
is RE ENT | id ‘ Staff Development Coordinator, MDS
bTEs REQUIREMENT is not met as evidenced Coovdinator, Dietary, Activity g Soong
Bagad on medical regord review gl ztaff Betvices Director on care planning,
intanview, the fadllity failed to develop ang ‘
implement a compratiensive care plan for 1 of 14
samiple ragidents (#39), The findings were; , In-service on caro plans scheduled 8-19- 8-19.09

09. Completion of care plans will be ‘

- Review of nursing documentation deted 6/5/00 at monitored weekly by MDS coordinator
& PM showeq the physician nofified staff that & reported quarterly to ().A.
{ i residert %39 had a fractured wrist. Review of the
current care plan showed interventiane fo protect
the wrist had not besi developed. On 6/26/09 &t
6:44. PM, the DON raviewed the care plani and
verified interventions related to the fraciure wera
‘ lacking,

F 281 1 483.20(k)}3)() COMPREHENSIVE CARE PLANS. F 281

88=F

The services provided or arenged by the faoility
rust mest professional standards of quality,

This REQUIREMENT is not met as evidenced

Vi
Rased ot staff interview and medical racotd
Feviews, the facillty failed to ensure nursing
assessments were compieted by a reglsterad
Turss as required by the state of Wyoming for 14
of 14 Sampie residents (4, #8, #10, %12, #15,
W22, H23, #24, #31, 432, £33, ¥, #37, #38) who .
required comprehensiva mursing assessments, In - '
Fetaliity (% Ww'yonte If contiruation shewt Page 12 of 38
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addition, the facﬂity Tailed to etsyre staff followed The services provided or arranged by
professional standards of practice in regard io the facility will meet professional
| Toltowing physician arders for 2 of 14 sampls standards of quality,
n?sic&enzs (#4, ¥22), in regard 15? fouowing{ nursing !
stendards of practioe for one of 14 sample i : ravi
residents (4] and afly, in ogord o= following e f&ﬁf{;ﬁ%ﬁ?};ﬁ viewed md
tationa! diedary standards of practica for1 of 14 | '
sampla regidents (#37). The findIngs were: )
In regard to performing nursing Asseasments: ! Physician erders will be followed
Review of the Wyoming Stats Board of Nursing's ' Residentts #4, 22, 9 and 37)
publicafions, sgg.c;ﬂually Chapter |1l of the July - Restorative will dogument on flow sheet
2008 "Nursing Practica Act* and Novambar 2003 daily during the week. Nurses will
"Administrative Rules and Regulations” showed: - complete treatiment on weekends.
Section 3, Stendards of Nursing Praatioe for the '
Licansed Practical Nurse (&) Standards rafated to In-service on cate plans scheduled 8-10-
{ the licensed practica) nursa's ventribution to the 09. Contpletion of assessments will be 8-21-09
- nsing process, monitored weekly by MDS coordinator
(1) The lioensed practicel ninse shall; & reported quarterly to Q. A,
(A} Cantribute fo the nursing asseesiment
by:
(D) Collecting, reporting and recorging
objective and subfective date in an accurale and
timely manher, Data collaction inoludes:
{1.} Observation abaut the
condition er change In conditlon of the cliant;
(2.) Signs and sytiptoms of
daviation fram norme health staius.
Faflura {o follow this standsrd.of praclice was
idgntified for 14 of 14 sampla residerrts (¥4, #3,
#10, #12, #18, #22, #23, $24, #31, H32, #33, #46,
37, #39) who requined comprehensive '
assessments in areas that ware completad by the
nursing department, During an Interview on
6/24/09 2t 416 PM, tha DON stgted sha was
aware icensad practical nurees LPNs) could not
assass regidents in the State of Wyeming, On
IRM CHS-2887{02.66) Previotts Varsks Ohaatae Evént D1 448014  Faoily 1D: Wttty ¥ eontinuation shéet Fage 14 op 34
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B/23/0¢ at 8:30 AM the DON stated tha LPN who
was previously doing comprehensive
assessments in nursing areas hag been doing go
for & year. She had no explanation as fo why this
oBclitted,
In regard to not following physiclan orders'and Blood pressure and pulse for resident '
standards of practice: #22 will be completed prior to
+ administration of metoprolol per
1. Review of tha physician's orders for resident physician’s orders and hold if indicated,
#42 showed ah order dated 3/31/09 for the : '
ant-hypertensive Metoprolol, twice tiatly.
Additiona) instructions for the administration of _
this medication revaaled it should not be given if Jobst pumps will be used for Resident
the systolic blood prossuha reading was less than #4 aceording to physician orders. Night
: 100 or If the pulse was lees than 55. The foltewing . Chorge Nurse will review
I coneems were identifed: _ * documentation daily and Botify DON of -
. 4. Review of the May 2009 medication COnCarns.
( admiristration racord (MAR) revealed no
evidenos staff took bloed pressure reading prior
to the moming dosa on 17 of 31 days, I addition, In-service following physicians orders 8-6.09
there was no evidence the resident's pulse was was done on 8-6-09, DON or designee
counted priot fo the 7 AM dosing on 30 of 34 will review documentation daily.
days. . A | Report to Q.A. quarterly.
b. Raview of the June 2008 MAR showed tha

“for resident #4 showed an order for Jobst purmps

' oF Morday through Friday and for thitly minutes
on Saturday and Sunday. Observation on 6/22/09 |
frerii 2;30 PM (hrough 9:20 PM revesled the Jobmt

pulse was not taken on any day from 6/1/09
ﬂﬂmuq-h B8/24{09 prior to tha 7 AM desing.

2. Review of the physiclan's orders dated 1 f27/08

[an elastic garment to prevent or cordral edema In |
he lower legs] bilaterally for sne hour avery dpy

Purmps ware not applied, Inteiviaw with certifiod
nursa alde (CNA) #1 on B/26/09 at 3 PM revesjed
she was unaware of the order for Johet apumps;
Inferview with fhe DON on 6/24/00 at 1:

0 PM l

| “ORM GMS-25B7(02-6%) Previous Versiona Obsciain

- Evetd ID:44B01 1
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. DEFICIENCY)
F 281! Continuad From page 15 _ F 281
ravealed she thought the arder was no longer
valid, However, review of physician's orders
showed no evidence the order had heen

discontinued,

In addition, there was an aorder gﬂtten onthe |
seime day for TED hose (anti-thrombolytic R ; _ conreoted
stockings) to be worn in the morning and . TRﬁs&iﬂ/;;t #9. Ordot has been eomto

removed at bedtime. Observation on 6/22/09 at
#:40 PM, when the resident was assisted to bt
for the night, showad the TED hase were not
removed. Interview with CNA#1 on 6/28/00 at 3
PM revealed eha wes unaware the TED hose
were {o be remaved af hodfime.

3, According 1o the Wyoming Nursing Practice
Act of July 2005 ahd the Adrilnlstrative Rules and
Regulations of November 2003, paga 3-8, hrsing
rriust funotion under the direction of a ficensed

{ physlcian,

In regaird to not following nursing standards of
practice:

On 8/23/00 at 7,10 AM ohservalion showed the
DON prepared and administered medications fo
resident &9, Raconcilistion of the medications
with the physician's orders showed the resident
shiould have also received Requip 2.5 miligrams,
At 9:45 AM that day the DON confirtned she diel
not admintster Requip.to the resident, After
chiacking with thie physician, at 1:26 PM that
 effisnodn the DON stated the medication was
dizcontinusd when'the resident wes readmitted to
the: facility on 5/16/08, Hewever, on 5/26/08 the
physiclan sighed the Kay 2000 recapitulation of

+| grders which was reviewed hy Rursing on &/1/09
and Included the order for Requlp, The: 8/26/09
order would have-superceded the one dated
615/09. The DON stated the order should have

ORM CMS-28§7(02-88) Previoys Vorstons Dbsrile Event I0): 448011 Faclity 1D} Wyboiy If oonfinuatioh showt Page 16 of 58
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F 281 | Confinued From page 16 F 281
been clarified, but confirmed it was not. According -
fo the sixth edition of "Clinfcal Nursing Skitls Basic .
to Advanced Sikdlls" by Stnlth, Duell, and Martin,
2004, if an order Is “questionable for ary raasan, ,
the physictan must be notified for clarfication* i
* MDS goordinator will mohitor to ensure
"éa reg::g mfn::a fgtlflo;vrng national dietary . Bssesstients are completed in 2 timely
stan S O o8] manner. ‘
Review of the 4/14/08 aignificant change o
Minlmum #gata Bet (MDS) assessmeist showad
resident #37 required a comprehensive Resi i 1000
assessmant of his/her nutriional status, Revisw Nm@téig?zedlf?ﬁged-? 1208 8-17-09
of information fisted by the faclily ag the Standards of prction it L& oy &
comprehensive asseesrrent shawed If was ordors i scheduled §-17.00, pr 0
completed by the dietary manager, On 6/23/09 gt i . MService
11:30 AM, the dietary manager confirmed she on appr]‘l’gn“; o statf'to complete
carpleted that assessment. The distaty maneger oomproensive assessiments will be
: also stated the repistered dietitian (RD) was In the given to registered dietitian & dietary
faclity every week However, the manesger statad Nagat & oare plan tearn on 8-14-09,
she completed the Residant Assessment Protocal MDS coordinator will menitor weokly
sumrmaties [comprahensive assessments] f the & report quarterly to Q.A.
registersd dletitlah would not be in fhe ieclijty
bigfore the RAP deadiine.
Arcording to the 2008 Stendards of Practice
for Registored Dietifians in Nutrition Care,
pubfished by the American Digtetle Association,
Standard 1. Nutrition Assessment, The registered
dietitian (RD) uses accurate and relévant data
and Information to id entify nutrition-related
prablems, Retionale: Nutrition Aesessment is the
first of four steps of the Nutritfon Cars Proasss,
Nutrition Assesament ls a systematic process of
obtaining, verfying, and Ihterprating tata in order
fo make declsions about the nature and chllsg of |
nutrition-related problems. It is inltisted by rafarral
andlor sereening of Individuals. . for nutrifion risk
factors, ..\t provides the foundation for Nutrifion
| Diegnosls, the second step of the Nutyition Care
SR EME-ZBEH0208) Frevious Varsions Obacleta Event 1[5 44801 | Fecilly ID: Wyoots If eohfiruntion shést Page 1% of 38
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F 281 | Confinued From page 17 F 281
' Process. Further, the 2008 Standards of Practice
spacifically state: “The RD does not dalegatfe the
nutriian care process, byt ey agsign cartain
tasks for the purpose of providing tha RD with
neéder inforfation (e.g., screens, gathering of
data and other information) o comimithicating
with and educating patients.”
F 282 | 483.20(k)(3)(il) COMPREHENS|VE CARE F 282 ]
88=p | PLANS The servics provided by the facility by
qualified persoas i acvordance with
The services provided or arranged by the facility each resident’s writton plan of care,
must be pravided by gualified persons in ‘
accordance with each resident's wrttien plan of The cere plin for resident #4 has been
care, | reviewed & corrected regarding the
- figure 8 brace. See F281 RT Jobst
This REQUIREMENT is not met as evidenced  pUtp.
| by - PT evalwation ordered to re-evalyate & 8-10-00
| Based on observation, staff Intatyiew anhd medica| re-fit brace,
! record raview, the facility falied t ensure staff
followed the care plan for 2 of 14 sample -
residents (#4, #02), The findinge were;
) : _ Resident #22 gets socks on at njght,
1. Review of the 1/20/09 care plen for resident ¥4 Care plan has%em revie:,ed. ;gh 8-12-09
showed the résident should wear a figure aight corrected, AMl staff in-serviced
| brace for posturs comaction during meel timas. '
b oeervation of the 6/22/09 and 6/24/08 evaning In-sarvice to CNA'S o 8-8-09, In-
meals showed the resident did not wear the service o char.
, , ‘ 86 nurses on 8- 12-09,
brage, Please refer to I 2589 ragarding the fallure Daily monitoring & quarter} it to
fo utllize Jobst pumps as care planned for his QA TIng & quarterly repo
residant, o
2. Review of the care pian Updated on 10/8/08 for
| rasident #22 showed staff shoyld put socks dn
the resident's feet at night. Obaervation oh
 6/22/09 at 8:20 PM when the resident was
assistad to beid for the night showed staff did not
put socks on the resident, Interview with CNA #1
f on 8/25/09 at 3 PM revealed she was maware | |
Event ID: 442011 it wnainuéun;n Shoet Page )1-3 of a8
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F 282 | Gontinued From page 18 F 282
the residént needed socks placad on histher feet
at bedtime.
F 309 | 483,25 QUALITY OF CARE : F 309
88=D
Each resident must receive and the facility must Each resident will receive and the
provide the necessary care and services fo attain facility will provide fiie necossary care
or maintain the highest practicable physieal, and services to attain or maintain the
mental, and psychosocial weli-baing, in . highest practicable physical, ments]
accordance with the comprehensive assessiment " and beveh acial pnyb i ’
and plan of care, , bsyonosocial well-being, in
» awcordance with the comprehengive
- assesgment and plan of care.
This REQUIREMENT' s not met as evidenced Resident #32 will be seen by her 7-28-09
Based on observation, staff inferview, and
medical record review, the facility falled to ensure Acute fllnesses will niot be faxed to
. acute resplratory symploms were assassed zid physicians. Acute illnesses will be
4 treated In a imely manner for 1 of 4 sample called to physicians to ensure
resident (#32) who had congestion and wheezing, notification. Acute illngsses will be
in addition, tha faciiity fatied to engLre staff ] reported in morning briefing and )
provided the necessary cara and services far 1 of followed up daily as needed until resolved, | -
1 sample resident (#33) who had rug bums on top
of the toes. The findings were:
1. Review of resident #32's medical rechrd
revealed a nursing riote deted 5/1/08 et 1 P,
which documenited the resident was congested,
with expirafory wheezés, Review of & nursing
rote of 5/2/09 at 1 AM revealed the physiilan was
faxed regarding the congestion, wheezes, and the
resident’s incressed combative behaviars. The | ,
Information regarding the residant's'signe end . ,
syrmptorns of geute fiiness was faxed on A
Safurday morning. The following consermns ware
ldentiflad: '
4. The physician did ot respond ta the faxad
information until 5/6/09, five days after onset of
symptoms, wher he visited the resident, There -

SRMCMS 2507(32:95) Provios Visinds Obsokty Bveirt 10 44801 Faelly 165 Wydate If contriuatioh ghgt.paée 16 of&e
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F 309 | Continued From page 19 F 209
were no.orders written to address the resident's
raspiratory signs and symptoms,

* b, Thera werd no follow-yp assessments of
th symplems. The next nursing notes were
written on 5/6/09 at 4 PM atd only doaumentad : .. 8-12-G9
that the physlolan had been In to ses the resident. | The facility will provide the necessary )

care and services to attain or maintain |

2. On 6/24/09 at 8:20 PM, ohservation showed | | the highest practicable physical, mentg]
resident #33 hed an open area on the top of each ; & psychosocial well-being in

of the three middle toes on the leff foot, At 6:46 + | : acoordance with the comprehensive
PM that day, the DON stated the wounds were assessmnent and plan of care.

rug huins that occurred i April 2000, Failure to

provide the necassary and timely care and ; 2 - , . .
sevvices was identified as follows: fi?:vlgﬁfifﬁ ts ph);'miaﬂ s fotifled w20

a. Aosonding to the nursing notes dated ) Op ot toes on 6-14-09,

{ 811708, staff documentad the resident's toes ware .
“reddened around soabs, slightly warm to touch * | Acute illnesses will be followed up 5

b. Futther review of nursing documentation. | days weekly in morning briefing by
( shawed to evidence the physialzn had baen DON or designee. Quarterly report to
holifiad until 6/4/09, Intarview with the DON an QA. ‘

G/25/09 at 5:60 PM confirmad fhe /1409 date
Was correct,

¢ After notification of e resident's condlfion, |
the physiclan ordered an X-ray of the residanf's
toes, She also ordered loe and elevation of the
left foot, four Hmes dafly for fifteen minutes each I
time. On §/8/09 the physiolan ordered an
antiblotio for redness of the tose.

d. It was uncisar from the fecord of intsrview
witit the DON why the report 1o the physician was
{ delayed, ‘ ' -

F 314 483.25(c) PRESBURE SORES - - F314

S5=E

Based on tha comprehansive assessment of g
resident, the facilty must ensire fhiat a resident
who enters the facilfly without prassyre sores
does not develop pressitre sores unless the
individuat's clinical condition demonstrates that
| they were unavaldable; and & resident having

Bvani 0448044 FaBiy i6: Wyosis If chntinuation ehost Page 20 of 5;6-
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F 314 | Contihued From pags 20 F314
pressure sores recelves Necsssary rsafment and _ N .
setvices {o promote heating, prevent infection and VT:;?}f:flhthml:.;nﬁ?t;eﬁ;:oﬁﬁg?fw
prevent hew sores from developing. - sotes dm;::‘mt develop pr sores
_ wnless the individual’s clinical
This REQUIREMENT is riot met as evidenced j condition demonstrates that they were
bys ungvoidable; and a resjdent having
Rased on observation, madics! record reviey, PYESSUI® 50Tes receives necessary
staff interview, interview with a physica( therapist i treatment and sexvices to promote
and review of therapy notes, the facility failed to ! heeling, prevent infoction and prevent
establish and implement a wound care program ! new sores from developing,
to consistently document woynd inforrnation, ,
provide traatment to promote hesling, pravent i A wound care team has been
infections, and prevant devalopment of new * established. X consists of mmrsing,
wourida. § of & sarpla residents (#1, #12, #33, . MDS coordinator, dietary and DON and
#37, #39) had open wounds or tissue injuries: ail " PT per consult.
of them lacked consistent, asourate, :
documentation relsted to thelr wound care. The esident #1 is now resident #31.
¢ findinge were: /
Mediozl tacord review revealed residents #1, #12,
| #33, #37, and #30 had a history of opar wounds , -+ Basident #12, 37 and 39 have been
or fissus infury, Observation during the datea of docymented on as wounds healed and
survey showed the areas on all the residents ; had a complete skin assessment.
exaept tesldent #33 were hedled, Thie areas an * Resident #33 has acourate
resldent#33 wefe improving. The following , measurements in weekly skin reports,
wencerms with failure to establish and implement
-an effective wound care program were icdentified: MDS & nursing will assess aceuratély,
a. Accurate, consistent documentation in tha measure all wounds weekly, Wound
tnedical racord related to {or pictures showing) tearn will meet to diseuss appropeiate |
| 8128, depth, and app=arance of each wound was interventions & provide freattnent to :
mfs&fl‘igr At 8-10 PM on 6’24!09, me DQN . ! promuw haaliﬂg pl'evmlt iﬂiécﬁons and H
confitimed wound documentation had not been prevent developme, L
A s prient of pew wounds, -
completed for all the residents. ‘ Assessments to be reviowod by § |
b. Docymientation related to the sifectivenass omn wookl. % vrass
of the iunﬁnt tresfrniant was absent. : 5
c. A phiysioal theraplst came weskly to maka , , L _
"wound rounds.” However, interview with the In-service MDS & nursing, distary & 81209 -
physical therapist on 6/25/08 =t 10:23 AM DON. Quarterly report to Q).A.
?ﬁM éh;ﬁ-zsamzmi Froviois Veralone Gbtolata Evist! 1D 448011 Eaemty [} WMB ; if mﬁt}uuaﬂou B;'IEBK Paﬁa é‘[ of 36
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, F 314 | Continued From page 21 F 314,
; revealed she did not provide treatments to Residerit #31 has a history of open 7-13-09
i wounds; she worked i an advisory capacity, The wounds, but no current skin jssues, |
theraplet stated she made rounds ywith nursing Resident #37 was discharged 7210, 7-21-00
stalf if somaona was availaiie; if staF wers bursy, Resident #12 had a ski assessment &
she went alone. but did notdooument har - has no current issues,
measurements or observations in the medica/ Resident #39 has weeldy skin 7-13-09
residents if nursing staff reported the wolmds ‘
were iy ﬁqﬂl. - N e “ . I ‘
TS TR T IR )
Coamik dEl lb”” i ' 2 Dﬂmmaﬂdﬂﬁons fOI‘ repe;teyéﬁek{yﬁfﬁ)og}{ & quarlng‘;f;em @ {?‘ ,:ﬁ
the physiclans, but i they weren't signed off as QA o=
: arders, they wers not cartiad out Bl e /c -ﬁ
. d. Review of the theraplat's noles showed she / (
docurnented the dale she was In the facility and
Which mesidents she saw. However, there was no e
Infortriation pertaining to wounds o tiesue
infuries.
e, The facility was uraple to provids eviderice
_ of a formalized, svidance-based protocet for
! wouhd care, .
356 | 483,30(s) NURSE STAFF] NG F 356 : -
8§58 4 ety i .
. | The faciiky must post the following Informatien o The fucility will post the follovwing
& dally basls; bormation on.a daily basis af the 8409
o Fuaitity narvie, Semning of cach shift; Pacitiey Dante,
© The curent date, . current dato, total # and the actyg hours
> The total fiumber and the actual hous worked wrotkad by the following categories of
by the following categories of licensed ane toensed and wnlicensed Tursing staff
unltcensed nirsing sigff diractly regp bl for ectly responsible for resident care per
resident caie per shif: Shift, RN, Lppps, CNA’s, and
- Reglstored nurses, resident census, DON will instruct
- Licensad pragtioal nurses or ficensed charge nurseq'ta docament actual hourg
vacatfonenil nurses (ay Idaﬁned under Stata law), worked,
- Certified nurse Aldes, 3 Thig § o1 i
o Resldent cansys, - m};ﬁ ﬂ?:‘omamon will be kept for 18
The faoility imuat post the nuree statfing data
speoliied above on g deily basis af the beginning
of each shift. Data must be posted ax fallows: )
0 Ciéar and readable format. N
PacHity ipx W'v'auw I continuation shae! Page 22 of 88
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F 886

Contintied From page 22
¢ In 3 prominent place readily accessibla to
resfdents and vistiors.

The facility must, Upan oral or written request,
make rnurag staffing data available to the public
for review at a cost not 1o excead the community
standaind,

Tha facility must maintaln the posted dally naree
staffing data for & minimurm of 18 months, or as
requited by State iaw, whichaver is greater.

This REQUIREMENT ig not et as evidenoer
by: :

Based on obgarvation and stalf interview, the

facifity falled to complete the nurse staff posting at
the beginning of each ehift durtng 4 of 4 days of
survey. The findings were:

On 6f22/09 af 12:45 PM, obzervation revealed tha
nurse staff posting, dafed 6/22/08, had all three
shifis posted for tﬁe day. Observations on:
623108, 6/24104, and B/25/09 revesled all three

F 368
53=E

shifis were agaln pested once each day for the
entite day. During an interview with the DON on
©/26/00 gt S:40 PM, it was revenled that the night
nurse roulinely posted the entire nursa staffing
informatfon on ohe document for all shifts,.
483,35(1) FREQUENCY OF MEALS

Each resident receives and the facility provides at
least three meals daily, at regular timas
eomparable te normal mealtimas in the
oomimunity.

Thare must be no more than 14 hours between a
substantial evening meal and breakfast the

follewing day, except as providéd below,

P

F 356

. quarterly to QA.

F 368

in the conmunity.

ORKE ChAS-5507(02.08) Pravious Versians Obaoisly - Evant [D:448011

Pty iD; WY0015

- T

Each. resident wilk receive & the facility |
provides at loast 3 meals daily at regular
times comparable to nermal meal tmes |

Daily andit by DON & reported ( 8-12-09

If cemtirmation sheet Pagen 23 of 38
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F @88 | Continued From page 23 F 368
The facility muet offer snacks at bedtime dafly, PP
When a neurishing snack is provided at bedtime, Snacks will be offered daily at bed time 8-18-09
up to 16 hous may elapse batween a substantiz| to all residents. In-service dietary & .
evening meal and bréakfaal. the following day if 3 mursing. ‘ »&qe-:;/
resident group agrees to this meal span, and a . ’
nourishing snack Is served, '
I
I 1
| This REQUIREMENT is not met ss evidenced Review snack service at esident §-12-09
7 by council for needs being met and types
| Based on observation, confldential resident of snacks desired, ete.
| interviaws, and review of the resitent cotinoil
| iriutes, the faciity falled to ensure snacks wars A resident roster will be delivered with
| offered each evening to all residants. The census the h.3. snacks. CNA’s will document
o ::9 mﬂ: time of the suwey was 41, The findings A=fot Acoepted, R=for Refused, This
| roster will be reviewed by dietary
i Dunng aonfidential interviews on 8/23/00 at 4 PM, “:;'ﬁfgr weekly & reported to QA
| six residents stated snaalks were not givays 4 ¥
| oifered each evening. Review of residert councl
minutes showed the lssue was disclisyed with the
! facitity during the Jenuary and May 2009 '
mgetings. Observation flom 2:30 PM untll 9:20
PM on 6/22/09 reveried no snzcks wiite provided -
. or offerad to any residents. . , '
F 371 [ 483.35(1) SANITARY CONDITIONS Faf| [he facility wil stare, propare,
BEE ' distribute & serve food under sanitary '
*| The tacimy must -~ conditions. The walk-in refrigerator has §-12-09
(1) Procure food from sources approvid or been doftosted & cleaned. Standing
cansfderad satlsfactory by Federal, Stite or local water on the shelves below condenser
authotities: and has been removed & food ftems ave po |
(2) Store, prepare, distrbute and aewe faod tonger stored under condenser. Defrost |
undar sanltary condiions walledin reftigerator has been added o |
- weekdy clednding schédule. ;
i
| Il
M CS-2557(02-58) Peoulots Versinng Obsolety Event (: 448014 A — ' rfeuntlnuhﬁ'nr'ulshea't 'pgg; 2;1_.&-:;.&
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F 371 | Confinuad From page 24

F38v
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s85=g | VIS

| reduired.

‘- tacility faﬂad to ensure physit:tan's visits were

This REQUIREMENT Is not met as evidencad
by: ,
Based on observation, the faciity falled to prevent
food from éxpostite to possihlé cohlamination

while in refrigersted storage. The findings wers:

Obsetvation on 622/00 at 3:30 PM, 6/23/09 at
11:18 AM and again on 6/24/02 at 1:23 PM
revetied the following cohosins:

| There was a oha inch thick sheet of clear lce

the cotdensar In the walk-in refrigerater,
Obsetvation also reveslsd standing watet on the
shelves balow the condenger. A tay of food
items, including individyal servings of juices,
eggs, VB and tarnato juice, millkk containers, food
| supplements (Boost, Activa), and chasolata
syrup. were slored on ane of the shelved below
the condsnser.

483#%{ e} 1)(2) FREQUENCY OF PHYSICIAN
1

The rasident must ba seen by a physician at lezast
onoa every 30 daye for the first 90 days after -
admissian, and at least once every 80 days
thereafter.

A phiyslaian visit is consfdered timely if it ocours
not [ater than 10 days after the. clmfe fhe visit was

E"'S REQUIREMENT is not met as eviderniced
yl
Based on resord review and staff lhterview, the

which covered one quarter of the suface ares of

F 371

F 387

thereafier,

Weekly audits of cleaning compliance
will be done by distary manager & will
be reported quarterly to QA.

The residents will be seen by a
physician once every 30 duys for first
90 days after admit & every 60 days

s I :

g

,/"‘g i 1
- In-service to dietary by 8-19-09, ( $.19-09 )

Faoily |0 WY0010

If continuation sheet Paga 25 of 26,
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| made every sixly days s required for 3 of 14
(#10, #24, #32) sample residents. The findings Residents #10, 24 & 32 will be seen by 7-28-09
were: physician on 7-28-09,
1. Review of the physicfan's notes for resident - All other residents bave been audited
#24 revesled the resident was seen by the for timely physician visits. Medical
physiclan on 9/8/08, an 12/17/08 (100 deys) and records will keep a Jog of Dr, Visits and
again on 5/5/09 (138), Intarview with the DON on ‘report the beginning of each month to
BI26/09 at 3:45 PM revesled the resident's 'DON or designee. Educate, random QA
physician only worked part-tima and sald If he & qunrterljr'report. ’
was not remitided (o aome every sixty days, he :
would not come. | MEECC: & physicians will be rotified of
2., Review of the physician's notes for residant this defioiency and the noed for thekr
#32 revealed the resldent was seen by & eoopatation and prompt participation in
physician on 9/8/08, on 12/17/08 (100 days) and $osing their residents accordings te state
again on 5/5/08 {130 days). Interview with the Tegulations.
DON on 6/25/09 at 3:45 PM revealed the
| ( resident's physiclan only worked pari-ime and -
| sald i he was not retnindad fo come every sixly In-service will be done for medical . 81200
| days, ha would not come. records. Monthly audits will be done
by medical records & reporied to DON. S
| 3. Review of physiciar's docymentation slowes Quartetly reports to QA. :
f resident#10 was seen by & physician on $/8/08, !
l 1217/08, and 5/6/09. Review of hursing notes
| and physiclan's otders provided ne evidenoe the
i resident was seen at any other me. On 6/26/09
| at 8:35 AM, thae DON stated she checked with the
| physician who confirmed he had not seen the
| residunt every 60 days a5 requinred.
i F425)483.60(a)(b) PHARMACY SERVICES F 428
| SS=E . ,
'I The tacillly must provide routine and emeargency
i drugs and-biologleals fo its residents, or gbtain
} them under 2n agresment described In
| §483.75(h) of this patt. Tha facility may perinit
: + | unlicensed personnel to adrinister drugs if State
, lew permils, but enly under the genaral
l supervision of & licensed nurss,
i . . : o3 ; . L e '
Faclity I; Wyop1a f sontinuation shwet Page 26 of 26
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the needs of each resident,

The facility imust employ or obtain the services of
g ficensed pharmacist who provides consuftation
on all aspects ef ihe provision of pharhacy
serviges in the Tacility,

This REQUIREMENT is not met s evidencad
by:

{ Based on ohservation and staff interview, the
Facillty falled {o ensura that expired medioations
on 1 of 2 medication carts ware not administered
te residents. Additionally, the facility falled to
provitle secure sterage of redications located on
1 of 1 treatment carts, The findings were

1. Observation on 6/25/09 at 2:20 PM revealed a
1000 tablet stock boitle of Vitamin © was 374 full;
'+ the exxpiration date on the label was 5/09. At that
fime, RN #1 confirmed the éxpirafion date and

| steted tha tahlebs were cutrently being
adminiztared fo residents receiving Vitamin C 50D
milligrams.

2. Ghservation throughout the syrvey showed the
cleatt utifity room wais Jooked with a codad
keypad, but all staff had the code. Nursing, :
housekeaping, meintenance, and purchasing staff
were saen o enter the roam &t various times.
Observation on 6/26/00 at 1:.656 PM showed the
treatrnent cart was stored in the foom. The cart

" the pawt.

| tottorm of beatment catt s Yocksd i

| - (7 PRINTED: 0THOIZ0
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AR | o Sy MNAR STATEMENT OF HETOENOES et | R A T | coudihn
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. " ! Skt 1.:., et "'."T;.’_' . i o ,,.{, i by -.: ,
F 426 Continyed From page 256 F 425} :
A facllity must pravide pharmaceutical services G The fagility will provide routine & .
{inchyding procedures that assure the gecurate emergehoy dings and biotopiealiiuilsy,,
acyuiiing, recelving, dispensing, and sesidents or obtain themigdon ot o
administering of all drugs and hiologizals) to meet sgroement deseribed tn 48595 (h) of

h

Vitamin € bas been dostroyed, Med . _
ks wilk be: chiealeed eaoh vantl Fap 8-12-09
expired theds by lHeensed nurse,

DG r designoe wilt be dsked to
redow meds on 2 montlily busis, Merds
o frbatmiont cart will By locked in

cleay uiility room (doulile locked).

All medications will be reviewed
monthly for expiration pudits will be $-17-09 -
reported to DON monthly & to Quality <

Assurance quarterty. Licensed nnrses
will be in-serviced by 8-17-09,

v

| M CMS-2567(02-98) Praviaus Versions Otwolol EVent ID:448011
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F 481

F 425 | Continued From page 27

85=D

contained the followlng medications: full and threa
partially used 1 pounid jars of Trigmcinolona 0.1%
cream, a half full 16-ounce botfle of minerat oil,
and 2 boxes of gauze used for Unna Boots. At
2:20 PM that day, registered rurse (RN) #1
verified the medlcations were nof senure.
4832.80(h), (d}, {e) PHARMALCY SERVICES

The facility avust employ or ebtain the serviges of
a licensed pharmacist who establishes a system
of records of reselpt and disposition of all
confrolled drugs in suffisfent detail fo enable an
accurals reconicliation; and defermines that drug
records are in order and that an ascount of all
controlled drugs is maintained and pertodically
reconciied,

{ Drugs and biologicals used in the facllity must be
lzbeled in sccordance with currettly accapted
professional principles, and Inchude the
appropiiate accessoly and cautionary
instruchions, and the expiration date whan
applicable.

In siceordance with State and Federal laws, the
facHity musf sfore all drugs and blologicals in
Incked compartments under proper tetmperatura
controls, and permit only autherized persotmel to
have accass to tha keys,

The facfiity must pravide separately focked,
peimanently afficed compartrments for siorage of
gontrofled drugs listed in Seheduie U of the
Comprehensive Drug Abuse Pravention and
Control Aet of 1876 and other drugs subjest fo
abuse, except when tha facility uses single unit
 package drug distribution systems i which the
guantity stored is minimal and & missing dose can

 be readily detected,

~ Treatment cart will have a lock instalied “
j ;;tﬁh. access only by licensed nursing N 8-17-09

e, g

F 4
S00 PBEO 27, o sebessscasn Lt

£ Drugs & biologicals used in the facility
¥ will be labeled in accordance with

{ currently accepted professional

st principles & include the appropriate

H?ﬁ“ accessory & cautionary instructions &
§* the expiration date when applicable,

- N {

| RM GMS:2657(02-99) Previous Vessions Obeolote . Event ;448071
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Resident #9. Amoxicillin suspension

a4t
S84F

This REQUIREMENT is not met as evidenced
by, ‘
Based on abservation and staff interview, the
facility falled to ensure all medications wera
labeted with expiration dates. The medication
refrigerator sind 1 of 2 medlnation caris cohtained
drugs that lacked explralion dates on the labals,
The findings were:

1. On 6/25/09 st 2:30 PM observation revesled &
bottle of Amoxioiliin suspension for resident #
was starad i the medication refrigerator ai the
nurses' station. The tabel on the bottle did not
hava & expiration dae. At the time of the
observation, RN #1 confirmed the explration date
wes lacking, She also stated the medication was
only goad for & short time paried of time as it had
tn reconstifuted.

2. Ohservafion of the medication cart for the
Men's hall on 8/25/00 at 2:20 PM shaowed g 100
mil bottle of Charatussin for residant #14, The
label indicated the daté the prascription was filled,
but an expiration date for the drug was not
Incitided, Atthe ime of the obsarvation, RN #1
verified the labal did not heve an expiration date.

' 483.65(=) INFECTION CONTROL
' ‘The facllity must establish and maintain an

Infection control program designst to provide a
safe, sanitaty, and carnfortable ervironment and
to preveni the development and transmission of
disense and infaction, The: facility must establish
ah infection control program under which it
investigates, controls, and prevents infections in

| thé facility; decldes what prosedites, such as

has been discarded. Cheratussin has
been dasiroyed. Meds checked every
month for expiration dates.

Al medications will be reviewed
monthly for expiration by licensed
nurse. Audits will be reporied monthly
to DON & quarterly to QA.

Licensed murses will be in-serviced by
2-17-09.

F 441

The facility will establish and maintain

an infection control program designed

to provide a safe sanitary & comfortablo | ,
. environment & to prevent the R

development & transmission of diseases

& infection,

8-17-09

W CMS-2867{02:29) Provious Viarsians Obisolate

Event 445011

Facilly 10; WYDO1S
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Corinued From page 26 '

isolation shoutd be applied to an indiwdual
resident; and malatains a resord of incldedis and

corrective actions related to Infections. |

i

t

This REQUIREMENT I not rist a6 evidetiosd
by: :
Rased on observation and staff interview, the

facitity fziled to ensure staff used appropriste
infectian control practices when they assisted with
placing a nasal cannula info 1 of 4 sample |
residetits (#4) who utflized oxygen, and duding 1
of 1 obsgrvation of the faundry area. The tihdings
were:

1.Chservation on 6/22/09 at 2148 FM revealed the
laundry room was lacated in the basemert of the

facility. Posted on the doar to the laundry room
was a sign stating "eye wash station.” Insida the
laundry room was a large wall-mounted sink. The
gink's faucet had two green covered eye washing
plumbing attachments, Alsg attached to fhe
faucet was a three foot flexible hose, Interview
with the faundry manager at the titna revealed the
sink was also used to cocaslonally wash fecs!

materlal from <iry laundry i [t was not campiately

washed ot by nursing staff.

2. Obiservation on 6/22/09 at 7:40 PM revealed
cartified nurse aida (CNA) #2 assistad rasident &4
to bed. 8ne placed soiled clothing o the
residant's oxygen nasal cannula, placed the bag
of soiled wipes used to cleanse fetes friom:the
peringal area on top of the soiled clothing, .
finished bedtime care, 4nd then placed the
unprotected and uneleaned nasal cannula:back
iritr the: residents nares, [nterview with the ONA
gt the time of the observation revealed she sheuld

 iave cleaned the cannula wIth an algohol:swab

F 444

: ;_; wash station sink.

| concentrator. Cannulas are placed in the
: A bags when not being used. If cannulas P

} i In-service &
b service for Jaundry on proper use of ( 8-18-09 y

Lavndry will not be washed out in eye

are soiled, they will be replaced.

eye wash station. In-gervice for CNA’s
on infeciion control of soiled canaulas.
Weekly audit of CNA’s & Tavmdry.
Quarterly report to QA.

T ﬂMS m&nuzm) Previgue Vamslons Oksnla!a Evant 101 448011
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F 441 | Continued From page 30

prior to placing it into the resident’s nese,
Inberview with the Infaction control
coardihator/diractor of nursing on G/28/00 at
11:45 AM revealed the naeal oannula should have
baan cleansed priot ko balhg placed Into the
resident'y nares,

483,66(b)(3) PREVENTING SPREAD OF
{INFECTION

E 444
S8=E

- The facility must require staff fo wash their hands
after each direst resident ecordact for which
hiandwashing is indicated by aceepted
profassional practice.

This REQUIRENENT Is not met as avidanced
by: :
{ Based on observalion and staff inferview, the

-{ facllity failed to ensure staff used the wall
mounted hand sanftizers properly duting 3 of 3
{ random observations. The findings wera:

1, On §722/09 at 7:40 PM observation revesled
certified nurse side (CNA) # assisted residant #4
from the wheelchair to the badside commode
where the resident was found te ba incontinant of
fenea, GNA #1 provided perineal cara, removed
 her gloves, and used the wall- mounted hand
sanilizer to cleanse her hande. Obsetvation of the
hand saritizing process revealed the CHA plagead
her hand an the tap of the senjtizer then quicidy
| hit the top of the dispenget.. The iquid splashed
| onto the back of the dispanser, The foam
sanitizer then fiall fo the floor with riinirmal, if any,
 of the sanitbzer faling Into the CNA's hands, A~
 second obsetvation at 7:60 PM revesled the CNA
" |'again used the same process to clesn her haney |
after praviding catheter care. Finally, afier the

CNA completed badtime care, she again used the |

F441],

P 444}
M The facility will require staff to wash
their hands with each divect resident

contact for which hand waahi:l_lg is
‘ indicated by accepted professional
& practice.

All staff will be educated on proper use

of wall mounted hand sanitizers.  8-12-09

Random observations of staff will be !
done weekly & reported to DON L
monthly. Quarterly reports to QA. ‘

— —_— !
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manhner,

2. Qbservation of the evenhing maal on 6/24/09
revealed CHNA #2 used tha sana hand sanifizing
provess as roted above by CNA ¥4, after
delivedtig & meaal tray bo one regident and prior fo |
detivering a masl fray fo another resident, Duting
arn interview with the Infection confrol
nurse/directar of nursing on 6/25/08 at 11:48 AM,
she stated the CNAs did not properly use the
digpenser. Interview with the ataff development
coordinator on 6/25/09 at 9:50 AM revealed there
had baen no in-service provided on the proper
usge of fhe wall-tounted unit.

3, On 6/24/08 at 7:12 PM the DON was observed
usiig & hard hygiene dispenser o obialn foam o
cleanseé her hands, The DON pushed the trigger
techanisth with the heel of her hang whila
holeting her fingers in an upward position. insteact
of foam refeasing [nto the fingers and paim, It
squirted onta the back of the dispenser and ran
dowh the surface of the unit,

Interview with the staff development coordinator
oh 6/25/09 at 9:50 AM revesled she had not
educated staff on the proper way to use the
dispensers. She sinted she was unaware staff
ware net using the corract amount of product,
483.75(1)(1) LABORATORY SERVICES

The faellily must provide or obtaln laboratory
services to meet the heeds of its residents. The

with CNA 1 on 6/28/09 at 3 PM revealed she did -
.| not know why she used the dispenser in that

fecility is responsible for the quality and tmeliness|

of the services.

4 residents.

residents.

| RNCME-2067(02:98) Previous Varsions Obeclete Event ID: 445019

r:ammy:nw%w o

i The facility will prmnde or obtain lab
. gervices to meet the needs of its

1502 The facility will provide or obtain
¥ lab services to meet the needs of its

Resident #1 has had TSH done. ¥ '
Resident #4 hos had BMP done. 7-1-00
Resident #31 has had Free T4. Resident
#37 has hed BMP done — dlscharged
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This REQUIREMENT fs riot met as evidenced | "ﬂdc"“"‘“"‘ S“?Ply “‘3’? ow

by: ' ' fu, ¥ H’;L R A L

Based an record review and staff [nterview, the b w}i@ﬁ?ﬂ*gf@ it

factlity failad to obtain imety faboratory services , DTN FROBIK

for4 of 14 sampié residents (#1, %4, %31, #37), W

The findings were: i ﬁﬂ%ﬂ;‘f::j e g%&w&%ﬁm&

1. Review of tha 1/29/08 physician's orders for :

resident #1 ravaaled an order for a thyroid o o

slimulating hotmone (TSH) test, Review of the The facility will file # the residents 1
medical record revealed a TSH had not been elisioal record Taly reports that avp dated. |
pefformead as of 6/25/00. Interview with the (DON) L & contait the tame & addess of the 1

of 6/25/09 ait 3:45 PM, confimmed the fest had not . o B | .
been done. S :
2. Review of the 2/24/00 physlcian's orders for Residant 137 mm the C8 tast toselis g
residant#drsho[\nred ar; afder for a bagic g 5‘* i Vigpiibaongty § 7-1-09
metzbolic panel (BMP) test to be perforimed. : ' '
Review of the medleat record revealed, as of e i hﬂs leen ﬁaﬂed fo 0 & is i 8-12-,69
B/25/08, the BKMP had nat bean done. interview tho ol

with the DON o 5/25/09 at 3:45 PM, she stated
tha test weas hot parformisd.

4, Aueording fo the June 2009 orders, resldent

3, Review of the 2/24/08 physician's ordara for
regident #31 revealed an order for s Frae T4
{Thyroxine) test. Review of the medioel record
showsd that, as of 8/26/09 fhe test was not
performed. Interview with the DON on 6/28/09 at
J45 PM, confirmed the fast was not done,

#37 was to have a BMP test done every 8
morths, tind & was due on 6/3/08, Review of
{aboratory tests filed in the record shewed the
regilits wete not Included, Infendew with the DON
cin 6724/09 at 12:30 PM revesied the last tost was
done on 3/18/09. On 6/25/02 at 8:36 AM, the
DON vetifiad the test had not been dang &s

18

DON & quarterly 1o QA.

In-servige to Central Supply on weekly
andits of labs. Audit reported weekly to( .

'I”ii-is-db)

- .;.{A.;.}s-:.{w.ﬁ... o
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ordered,
483.75(){2)(iv) LABORATORY SERVICES

The faciity must flle in the resident's clinical
record faboratory reports that are dated gnd
| contain the name and addrass of tha testing
labarstory.

This REQUIREMENT is not met 83 evidencad
by

Based on medical record review and staff
interview, the faciiity failed {o ensurs I=boratory
(tab) tost results were filed in the mediéal record
for 1 of 14 sample residents (#37), The findings
were:

Review of lab test resulfs sfiowed a yrine testwas
parformed for resident #37 on 1/28/08, The test
was indicative of a uringry tract infection and a
cilture and senskivity (C&S) fest was completad.
The C&S test results shawsd the speeimen was
contaminatad, and on 1/30/08 at 10:40 AM an RN
at the facility was notifisd and a rsw spacimen
waotild he collected, Review of all fled laboratoty
{ost rasulis showed none from a rew speoimen.
On 6/24/08 at 12:30 PM the DON was able o
show-the resulte from the repent C&S from the
January order, She sfaled the test results had just
been faxed ld' the facility.

483,75(0)(1) QUALITY AGSESSMENT AND
ASBURANGCE

A facillty must maintain a-qually assessment ang
assurance comitittee congleting of the diractor of
nursing servives; a physician designated by the

faciiity; and of least 3 other mernbais of the
| facllty's staff. )

F 502

F 507

' peeo

-

Refer to F502 for details regarding lab,

8-13-09

i
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F 520 | Gontinued From page 34 F 520} TS @%ge 35
The dqualily assessment and assurance { e Saoility will thaintein a quatesly
commiiiee meets at least quartarly to dentify | dasessmisntdsdissuranos commiittee
issues with respect to which quality assessrment cotiststiig afmm plysiotas
and assurarice activities are nacessary; and : deﬁw it to-dt foayt %aﬂ?m:
develops and implements appropriate plans of .. Dient anﬂ;te ity ok
action to correot identified quaiity deficiencias, I T FaRE
A State or the Searatary may nof r’aquira o Md?c#tm iiﬁemiﬁﬁ‘&ﬂ b‘y ﬂus STV,
disclosure of the: records of stch comntittes ¥ ﬂmwh ﬂ&k mmgemm, mugi, QA
e)mepit;nsnfar as such disclosura Is related to the ko ‘fﬂ Saotmitsdsipso L
compllance of such committee with the tedihtis thé Q. progrem: s
requirements of this section. i -m% mﬁﬁﬁm lat, mﬁm
. | ifeciion cnnitrel & YIS stideles.
Good faith attempts by the commitiee fo identify ‘ -
! and correct qualify deficlencies wif not be used as |- ] )
a hasls for sanations. / \
i Audits will be done by department ( 8-214?/9/
: _ ] heads, DON & Administrator or their i
gl}rﬂs REQUIREMENT is not met ela evidenced designee.. There will be random L
Based on staff intervisw, madical record review, | observations, questions and retwn
and review of facility documants the faciliy failad derqnnstratmn? used as audit tools. All
fo ensure tha quality assurance perfarmance andits will be in writing and completed.
improverfient (QAPI) pragram was effactive in
entifylng and resolving coheamns with resident
care, Tha findings were:
1. Infarview with the administrator and DON on
6/24/09 at 11 AM revealed problems were
identified on a “look and lsten” basis with no
| specific Indicators identified to monjtor, tragk, and
frend care processes.
2, Refer to F281 for specifio information regarding |
staff not following physiclan's ordets for residents
#4 and #22, in regard to nét following standards
of pursing practice for realdent #8, and finally, for
inat following dxstary sfanr:[ards of pmctlca for - .
'Faenrty (D WYop l — If mﬁunnatiom‘aheefpag'a 35 of aﬁl.
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: " o ' DEFIIENGY)
F 520 { Continued From page 36 F 520 a |
rasident #37,
3. Reftr to F314 far detalls regarding tie failura .
Vaf the facility to establish and implernent & wound Weekly or monthly as indicated. They 8-21-09
ceire prograin o consistently decument wourid will be reported at quarterly QA
informatian, previde reatment to promois meetings, For the remainder of the
healing, pravent infectiors, ad pravent 2009 calendar year, QA will meet
davalafitfiant of nely wounds for fesidents 1, manthly to assure compliance &
#{2, 783, w47, ard #39, standards of practice are met,
‘ - Identifiers can be identified by this
4, Refet to FE02 for speoific information regarding | survey, risk management, QA meetings,
latsoratory erdere riot belng followed as ordéred recurring jssves, pharmacy meetings &
for residents ¥4, 31, and #57, therapy meetings, & through resident,
. family or staff concerns & in morning
briefing,
[
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