JUN-03-2010(THU) 14:20

pioneer manor wing 5

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

s

PRINTED:
FORM
OMEBE NQ,

P.002/024

QB/20/2010
APPROVED
0g38-0ae

STATEMENT OF DEFICIENCIES (X1) FROVIDER/SUPPLIERIOLIA (X2 MULTTFLE CONSTRUGTION {X4) BATE SURVEY
AND RLAN OF GORREGTION IDENTIEICATION NUMBER: GOMFLETED
A BUILDING
B, WING
_ 535072 05/06/2010
NAME OF PRUVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
BOO W 8TH 5T
P MAND SING HOM
ONEER R NUR: E GILLETTE, WY 82716
) I SUMMARY STATEMENT DF DEFICIENCIES ID FROVILER'S PLAN OF CORRECTION ()
PREFIX (EALH DEFIGIENGY MUST BE PREGEDED BY FULL PEREFIX (EACH CORRECTIVE AGTION S8HOULD BE CUMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFRROPRIATE DATE
DEFIGIENCY)
F 000 | INITIAL COMMENTS F OG0
The following abbreviationa ara provided here for
reference and will be used throughout the
remainder of the 2567 docurnent:
CNA- Cartified nurse aide
DON- Ditwctor of nurging
LPN- Licensed practical nurse
MAR- Merdlcation administration renard
RN- Reglstered nurse :
F 260 | 483.15(z)(1) PROVISION OF MEDICALLY F250| F250 6/20/10
S5=0 | RELATED SOCIAL SERVIGE Pioneer Manor will ensure that all
" , . requests for vision, dental and hearing
L BT R || spermets il b e St
- | L. % 7 x : M 'h "
practicable physical, mental, and psychosogial Sm"\”.‘"’b to lm}nt?m the ]h'g el
wef-being of each resident. practicable  physieal, ~ mental  and
psychosocial ~ well-being  of  each
resident. This will be aceomplished by:
by: —_— 1 [t Fric
Basad on resident and staff Interview, and uppoimtment scheduled [or Friday,
medical racord review, the facilty failed to ensure May 28, 2010.
one non-sample resident (#64) received services ) )
to gssist in obtaining funding or other assistance *  All requests lor vision, dental, and
in order to get a necessary vision axarination, haaring appointment will be
The findings were: referred to Social Setvices 1o
Interview with noh-gample resident #64 on 5/4/10 Vcn.ly provider and evaluate funds
at 1 PM revealed sthe was still waiting for a vision svailable,
appointment that was requested alimost a year . ' ) .
ago. Review of & 5/5/08 referral regquest io social »  Sacial Services referral form will
services confirmed tha resident's statement, the be used by all stafl o request
request showerd the resldent was having "vision ancillary medlcal services us listed
diffiolities- needs to see eye doctor" The b above
followiny concerns were noted: p above.
a. Review of the referral response showed it
was dated 7/8/09 (twy months after the requost)
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Contihued From page
and the appointmant could not ba scheduled at

that time duge te "No funds availabla.”
' Further review showed no evidenns funds were

being sought related to the needed appointment,
b. Interview with the director of nursing on
5/610 at 4 PM revealed the resldent =4l had not
bean scheduled for the vision appointmant,
483.20(d)(3), 483.10(K)}{2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
Incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate In planning care and treatment ar
changes in care and freatment.

A comprehensive care plan must be developed
within 7 days affer the completion of the
somprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibiiity
for the resident, and othar approptiate staff in
dis¢iplines as defermined by the resident's needs,
and, o the extent practicahle, the participation of
the: residant, the resident's family or the resident's
[egal representative; and pericdically reviewsc
and revised by & team of qualified persons after
gach assessmeant.

This REQUIREMENT s not met a8 evidenced
hy:

Based on observation, staff interview, ang.
medical record review, the facility failed to ensure
the care plan for 1 of 14 sample rasidents (#81)
was updated, The findings wers:

F2sy| F250 Continued from page 1,

F 280

o Al staff will be educated
regarding the new process by Tunc
20, 2010,
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The resident has the right, unless adjudged
incompetant or otherwige found to he
Incapacitated under the laws of the State, la
participate In plaaning care and treatment or
changes in care and {reatment,

A comprehensive cars plan must be daveloped
within 7 days after the complstion of the
eamprehensive assessment; prepared by an
Interdisciplinary team, that includes the attanding
physiclan, a reglstered nurse with responsibllity
for the resident, and other appropriata staffin
disciplines as determined Ly the residents needs,
and, to the extent practicable, the particization of
the resident, the rasident's family or the residant's
legal representative; and periodicaliy reviewed
and revised by a team of qualified persctis after
each assessment,

;his REQUIREMENT Ig not imet as evidenced

Vi

Baised on observation, staff intzrview, and
medical racard review, the facility falled to ansure
the care plan for 1 of 14 sample residents (#51)
was updaled. The findings were:

(x4 1o SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S AN OF CORRECTION
CH DEFICIENGY MUST BE 12 = ()
T | A R LeC e ey | PR | ok comecTVEAMONSiOUG 0e | confon
BEFIGIENCY)
F 250 | Continued From page 1 Fa250! F250 Continved from page 1.
and the appointment could not be scheduled at . _ )
! that time due to "No funds avallable.” Social Services will collesl this information
: Further review showed no evidenes funds were and report findings at the monthly QA
i being sought related ta the needed appointment, moeting, Any deficiencies will be
' b. Interview with the directar of nursing on individually evaluated; Care Plan meetings
616110 at 4 PM revealed the resident still had riot 1o include review.of need for ancillary
been scheduled for the vision appointmant, medical services,
F 280 ] 483,20(c)(3), 483.10(k)(2) RIGHT TO F280| posp 6/20/10
58=D{ PARTICIPATE PLANNING CARE-REVISE CP

Pioneer Maner will ensure that resident #61
and all ether rgsidents and or their familics
unlese demeaned incompetett or otherwigs

care/treatment or changes in carsftreatment

cach residemt will be developed, prepared
veviewed and updated by appropriatc staff]
physiviums  snd  numses.  This  will by
acconplished by:

Resident #61;

+  Carc plan hascd on sppropriate
asscusment to reflect wheclchair
bound with scatbclt status and
feeding nasistance comploted May
26, 2010.

*  Care Planning meeting to reflect
assossments and triggers.

=  Evaluatc care planming process to
determine barriers to completion by
Tune 20, 2010

inserviced by June 20™,

found to be incapacitated under the laws of
the Statc, will participate in planning of

Additionally, comprehengive carc plans fof -

e Btaff specific to this process will be

i FORM CMS-2667 (D2-99) Previaus Versions Obaotete
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PREFIX {EAGH REFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH GORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) TAQ CHOSS-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENGY)
F 280 | Continted From page 2 F 2g0] F280 Continued from page 2.°
' Roview of tha 2£2/10 care plan for resident #&81 . s o d . .
showed s/he was independent in bed mobility and Nupsc Manayers of delegate to f‘f‘dg 10
transfers, ambulated with a walker or cana, and c:hnrts‘ ner week for gsscssments d{l_. E:HIC
was able to feed him/herself. Observation on planning to relleel assessments vtilizing
6/6110 fram 8:15 AM until 11:30 AM shawed the audit tool and MDS triggers. Findings will
resident was wheelghair bound with a seatbalt be 1‘cpu?rtcd momthly to the QA mecting,
and required total feading assistance by staff. wilh discrepansieg investigated and
Interview with the DON on §/6/10 at 1:30 PM resolved,
verified that the care plan was inaccurate and did
not reflect the current statis of the resident, She
stated the care plan sheuld be updatad.
F 323 | 483.25(h) FREE OF ACCIDENT F 324 323 6/20/10

So=E

HAZARDSBUPERVISION/DEVICES

The facility must ensure that the resldent
environment remalns as fres of acgident hazards
#8 15 possible; and each resident receives
adequate suparvision and assistance devices to
prevent acgidents,

This REQUIREMENT s not met as evidenced
hy:

PBased on ehservation, staff interview and meadical
record review, the facility failed to ensure diat
orders wera accurate and based on resident
needs for 1 of 13 sample residents (#34) who had
therapeutic diets. The facility failed to ensure
pursing assessment, monitoring, and measuras
were in placs to prove for & of 14 sample
residents (#15, #3234, a@aﬁ #45, #76, #118) and 2
nor-sample residents (#120, #121). The facifity
fuiled to ensure a safe envirgnment was
malntainad for 1 of 4 sample residents (#67) wha
fivad i the secure unit. Finaily, staff failed to
perfarm a side rall safety assessment for 8 of 10
sample residents who had slde rafts (#14, 115,

Pioneer Manor will cosure Ut the resident
environment romains free of accident
hazards and that cach resident receives
adequale supervision / assistance devices to
prevent accidents. This will be aceomplished:
by

Diet orders accurale
*  Resident# 34:

*  OnMay 5, 2010 Registered
Dictician reguesied an order o a
Regular diel with pureed texmres
with nectar thick liquids. Speech
evaluation completed on May 11,
2010, Doctors” order received for a
regular diet with purced texturcs
noted May 11, 2010. Dict order has
been added to care plan and dietary
records ineluding tray cards have
been updated.

FORM CMS-2567{02-98) Previeus Versions Obsolala
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#31, #34, #48, #49, #73, #118), The findings
were:

1. Refer fo Federal citation F 356£ for-details
regarding the failure to assess safe swallowing
capability for resident#34, whose food taxture
reads had apparently changed.

2. Raview of the medioa! record for resident #57
showed s/he had diagnoses including depressive
disorder and Huntingtan's Chorea. Review of the |
nursing notas showed tha resldent singed hisfher

| hair with a lighter an 1/22110 ahd stated sthe

wanted to kill him/herself. The record also
showed the resident said s/he wantad to kil
hirafharself an 1/24/10. Review of the nursing
noles revealed on 47510 at 8:15 PM the resident
removed shoesirings from a pair of shoes and
said s/he wanted to kill him/herself. Obsenvation
of the secure unft on 5/6/10 from & AM to 11:30
AM showed there was & blood pressure cuff with
& cord, & stethostope, a cart with hanging conds,
#hd & telephone with an expandable cord
unsecirad in the Iivingfdining area. Parlodic
observations shawed the resldent was in and out
of the area where tha potantinlly hazardous itams
were located, Interviews with the administrator an
51610 at 9:15 AM and with the DON at 1:30 PM,
revealact the aforementivnied items posed a
safety risk and should 1o be securad,

Safety of side railg

1. QObservation on 5/4/10 from £:30 AM to 11:30
AM revealed resident #73 had two half side ralis
on his/her bed. Review of the 4/ 7/0Y and 1/6M0
gide rail assessments documented the resident
had fluctistions In level of consclousness and
had cognitive defielts. These assessments also

" o) 1D, SUMMARY STATEMENT OF DEFICIENGIES D PROVILER'S PLAN (OF CORRECTION ns
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ALTION SHOULD BE COMPLETION
A REGULATORY OR LEG IDENTIFYING INFORMATION} TAG CHOSS-REFERENQED Tt THE APPROPRIATE
DEFIENCY)
F 323 | Continued From page 3 F 323| F323 Continued from page 3.

Falls prevention

Q

o« #15,#M,
#120, #121,#60

0 Wl
o
(}N

T
o oi’af: /W//)
SICEETI N/JJ
# 34 fall assessmenl
revicwed and
interventions implemented
on care plan. Nurse
Managers/MDS
Coordinators ta verify
imterventions in place. All
alarms verificd in working
order, Carc plan to reflect
interventions to include
bed operation.

#60, #120, #121 Nursing
and Housekeeping
education per managers
telaled to mopping foot
and residents walking on
wet [loor, lmmediate
change in process for
leaving dry avea as well as
redirecting residents when
mopping is ocourring by
both nursing and
housekeeping completed
May 7, 2010. Policy and
procedure revision
completed May 20, 2010,

FLRM CWS-2567(02-02) Previous Varsions Cbsaleta

Event [D:E40711

Facllity 10y Wyoez1
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o4) 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION (4
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F 323 | Continued From page 4 o 'F323| F323 Continued from page 3.
showed no evidence the side rails wera
agsessed for potential entrapment of bady parts, o #76 complete fall
such as fimbys, head, neck, or chast, : assessment and care plan

updated as appropriate,

2. Ohsatvation on 5410 from 9:27 AM ta 11 AM completed May 26, 2010.

showed resldent #14 had twoe half side ralls an
the bed in the upright position while sleeping.

Revisw of the 4/17/06 sida rall assessment Sale environment

revealed no evidence an assessmaent was done . 67 _

tw ensure the side rails could not entrap the .
resident. S o Office temporarily moved

. to secure aren. May 7,
3. Observalion on 5/4/10 from 830 AM to 11:30 g

AM showed resident #48 had two half side rails in
thie upright position an histher bed. Review of the
9/9/08 and 11/10/08 side rail assessments
revealed the resident had periods of increased

o Successlul medication
change regicdent per

confusion. Further review revealad the Psychiatrist completed
angessment did not include a risk analysis of the | April 15, 2010, Resident
side raills fur entrapment. was discharged from

4. Obsarvation on 5/4/10 frorm 8:30 AM o 11:30 Hospice due to

AM showed thera were two half gide rails on the mpravement on May 7,
bed for resident #31. Review of the side rail 2010. Carc Pan updated
assesament completed on 4/22/10 showad tha to reflect condition
resident was confused at times. Review also ' fmprovement on May 26,

showed no evidence the side rails wore assessed

to ensure enfrapment could not seeur, 2010. Rosiddent hus 3

behavior rucking sheet
5. Obsarvations on 5M4/10 frorn 8:30 AM to 11:30 that Is monitored
AM revealed thers wiare two haif sids rails an the continually.
bed of resident #49, Review of the 7/10/09 and
BIZA09 slde rail assessments showed the Side rail nssessment
resident had inoreased periads of canfusion,
Further raview of the side rail assessments ' o # 14§15, #31, 434, 148, #40, 173,

showed it did not Include g risk analysis of the

rails for entrapiment. 118

&, The fullowing rasldents were observad

FORM CME-2567(02-89) Previoua Verelung Uibsalole Event 10; E404 11 Faiy 1D Wyooz1 IF eontinuation sheet Page & of 21
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Hamo | SUMMARY STATEMENT QF PEFICIENCIES D PROVIDER'S FLAN O CORREGTION 5}
PREFIX (EACH NEFICIENGY MUST BE PREQEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TOTAG REBULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPIIATE PATH
o BEFICIENGY)
F 323 | Continued From page 5 F 323 F323 Continued from popge 3,
periodically throughout the survey (5/3-5/6/10) to , ,
use side rails while In bad. Review of the side rail o Allabove residents 1o
assessments for thess resldents showed they have side rail assessments
consigted of yes and no questions that falled to completed by RN by June
adequately eoneluds If the side rails wers safe: 20, 7 :
. . . 20, 2010 and results of
: a. Resident#15 used two half side rails. a
Review of the 4/17/08 assessment was assessment an
incomplete as it did not include how the rails were | | interventions to be
measured or assessed for possible antrapment : incorporated into carc
risks, plan. Care Planning

b. Resident #118 used two full side rails.
Review of the 7/30/09 assessment failed to
include evidence of how the ralls were assessad

mecting to rellect use of
side raily and evaluation 19

or measkired for entrapment rigis, , b completed 1o determine
C. Rasident #34 used two half side ralls, The contiived usage,

4/16/02 assessment falled to include entrapment

risks. v Diet erdery aecurate

Interviaw with the DON on 5/&/10 at 3 PM verified
there wera no other assessment documents to
review,

o Chart andijis for correct diets
have been conmpicied on all
residents and are consistent

Safely related to falls with physitian order

verification ol curtent diet

1. Re;:iew of the 2/12/10 fall risk assessment for - ~
resident #34 showad sthe was at risk for falls, fequireiments ot care plan.

Review of ther accident repart showad tha

resident's last fall was unobserved on 2/12/90 and _ *  Falla prevention:

happened when the maident sttempted to transfar . .

from the wheelchalr to tha bed without @ Tall assessments will be
ausistance. According to the 3/31/10 care plan, evaluated for accuracy and
the interventions listed for falls Included a hed interventions implamented on
alarm, and a fall pad by the bedside, The ' care plan,

folfowing geneerns wera Identified;

& Observation on 5/4/10 at 8 AM showead the
resident was attempting to get out of beg, Thers
was no fall padl on the floor, and po alarm was
sounding. The reeldent maved sfowly and sat for
30 minutes with his/her legs draped over the edge

FORM GMS-2667(02-8%) Pravints Varsions Obsolate Rvant [D:E48114 Fauillly 11 Wypo21 If sontinuetion sheat Page 6 of 21
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(X4} 10 SUMMARY STATEMENT OF DEFIGISNCIES

of the bed. At 8:30 AM, two CNAs assisted the
resident with getting up.

b. Obsarvation on 8410 at 5:10 PM revealad
the resident was In bad watching telavision. The
bed was if 2 ralsed position, and thars was na fall
pad on the floor, Intarview and obsorvation with
the DON at that time revealed the bed should be
in the fow position, and the fall interventions
should be in place, Upon hepection sha
confirmed there was na fait alarm oh the bed. Sha
further stated since the hed could be ralsed and
lawered, it should be addressed In the care plan.

unit showed housekesper#1 had completed
mepping the main dining srew flocr. The entlre

| area was mopped and the floor was wet withaut
any dry area to walk on. The housekeeper placad
a cautionary sign in the area, Af that thme three
residents (sample resident #80 and non-sample
rasidents #120, #121) all walked on the wet floor |
to get coffes and/or sit at tables in the area, RN
#1 was In the area, but did not attampt to redirect
or caution the residents about the wet floar
hazard. Interview with housekeeper #1 at 8:05
AM revealed she always mopped the entire floor
after breakfast and without leaving any diy area.
Interview with RN #1 revealad some residents
wore at risk for falls and walking ot 2 wet floor
could be & hazard. She stated the residents were
usually diracted to stay off the wet floor unti it
was dry, 3he stated she had not noticed the
residents walkling wn the wat floor that morning,
Medical record review showed each of these
three residents who walked on the wet floer were
at risk for falls based on fall assessmants, Roview
of the care plans for eack resldent also idenfified
monltoring for fall hazards In the enviranmant was
one of the Intérventions for preventing falls.

2, Ohwservation on 5/6/10 at 7:55 AM in the setiura |

D FROVIDER'S PLAN OF CDRRECTION (X6}
PREF|% (EACH DEFICIENCY MUST BE PREGERED BY FULL PREFIX (ENCH GORRECTIVE ACTION SHOULD RE CLOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INEORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENGY)
F 323 | Continued From pags 8 '+ g2g| F323 Continved rom page 3.

Safety:

o All staff to monitor
environment for safety rieks
and report findings to
leadership. '

Hide Rail assessment:

o Al residents will have side rail
asscssment completed by
August 6, 2010, care plan
updated a3 appropriate to
assessment findings and.
quagterly Care Planning review
and any significant change to
Include side rail assessiment

Piet order correct;

o Policy revigion regarding
dict modifications tg be
completed by June 20,
2010.

*  Fall prevention;

©  Nurae Managers/MDS
Coordinatars to verily
interventions/assessments
as directed by care plan in
place. MDS Coordinatar
to do assessments prior to
Care Planning imesting,

FORM CMS-2687(02-09) Fravioua Veiglona Obaglate Event 1D: E40111
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F 323 | Continued From page 6 Faz3| F323 Continued from page 3.
of the bed. At 8:30 AM, two CNAS assisted the . ity and
resident with getting up. o Review activily an
b. Qbservation on 5/4/1C at 5:10 PM revealed restotative program to
the rasident was i bed watching television, The enhance fall prevention
bed was in a raised position, and there was ne fall and safety, completed
frad o the floor, Interview and absanvation with Tune 20. 2010
the DON at that time revealed the bed should b ! )
in the low position, an the fall interventions - g
should be In place. Upan inspection she ® All Staff Bducation lo be
confirmed there was nofall alarm on the bed. She completed by June 207,
further stated since the bed could be reised and 2010,
lowered, it shauld be addressed In the care plan.
»  Side Rail Asscssment:
2. Observation on 5/6/10 at 7:55 AM In the secure
unit showed housekeepar#1 had completed &  Side Rail nssessments to
mapping the maln dining area floor, The entire b teted and
aren was mopped and the floor was wat without ¢ cgmp _ete anad
any dry area to walk on, The housekesper placed findingsfinterventions on
a cautionary slgn I the area. At that ime threa tore plan
residents (sample residont #50 and non-sampls
resicients #120, #121) al) wsgked an the wet floor Rounds by Housekeeping masager or
to gat coffee and/or sit at tables in the area. RN Toq] i i i
#1 was in the area, but did not attempt ta redirect dmg?ee loldck?rmme ccglp,lmnce with
or caution the residents about the wet floor mopping, cleaning procedures,
hazard. Interview with housekeeper #1 at 8:05 _ ,
AM ravealed she always mopped the entire floor 10 charta per week will be reviewed by
after breakfast and without leaving any dry area, leadership team for the following:
lﬂlel'ViE;W V’!f{lffg Rf’;l"i’ﬁ T‘E\f%lﬁ(? some fﬂﬁiﬁﬂtﬁ assesstyent and findings/interventions on
were at rigk for falls and walking on a wet floor . : ; fotv. si i
cauld be a hazard, She stated the residents wers ca:cf.lan (_ga", ple;;emm".’usz Bty_’ Sld': rgﬂs’
usually directed to stay off the wet floor untl it and diet orders). Data will be presented
was dry. She stated she had not notleed the monthty at the (A meeting, Discrepancios
residents walking an the wet floor that morming. will be investigated and resolved.
Medical record review showed each of these
three residents who walked on the wet floor were
at risk for falls based o fall assossmants. Review
of the care plans for each resident alss ldentified
monftoring for fall hazards in the enviranmeit was
ane af the Interventions for prevanting falls.
FORM CME-2667(02-08) Pravious Verslons Obsoiela Event D E4071t Faclfty [2: WyGo2q It cantinuation shést Page 7 of 24
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F 323 | Continued From page 7 F 323

3, Review of the 10/7/08 admission Minimum

Lata Set assessment for resident #76 showed
the resident needed extensive assistance of two
staff members to transfer and was totally
depandent for locamotion. The MDS assessmant
prompled a fall Resldent Assessment Protocol
(RAF), which referred o o fa) risk assessment,
Further record review showed staff fallad to date
the fall risk assessment, and the assessmant was
incomplate a5 the area for interventions was
blank. Although the resident had not had any fillz,
review of the resident’s care plan showed the
facility had not added interventions to address the
residert's risk for falls unfil 11010,

320 | 483.25()) DRUG REGIMEN 1S FREE FROM F329| F329 6/20/10
55=E | UNNECESSARY DRUGS Pioncer Manor will ensure that proper
monitering and distribution of drugs will be
 Each rasident's diug regiman must be free from applicd towards all residents fo prevent
unnecessary drugs. An Unhecessary drug is any disteibution of urmecessary drugs. This will
drug when used in excessive dosa (Including be accomplished by:

thiplicate therapy); or for excessive duration; or
without adedtiate monitoring; or without adequate
indications far its use; or in the presence of . Rogidant #21:
adverse consequences which Indisate the dose '

g . C 1 ! Tuati
should be reduced or discantinued: o any L) ompletion of sleep cvaluation

combinations of the reasons above. using sleep evaluation [orm,

Asssssment fadings 1o be placed
Based on & comprehensive assessment of g an care plan and communicated to
resident, the facility rmust ensure that residents physician for medication review
who have not used antipsychotic drugs are not , completed May 27, 2010,

glven these drugs unless antipsychotic drug
therapy is necassary {¢ troat 2 specific condition

ag diagnosed and documented in the clinical . Pharma‘cy review of sleep

record; and residents who use antipsychotic evaluation to be cormpleted as part
drugs receive gradual dess reductions, and of monthly review. Sleep
behavioral interventions, uniess clinicalty evaluation to be a component of
gméfmindlcatad. in an effort to discontinus thess Care Planning mestings.

FORM CMS-2587(02-99) Previous Versians Obsalxte Event IC: E42111 Faality 10 Wyaozd If cantinuation shest Page & of 21
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u

F 329 | Continued From page 8

This REQUIREMENT 1o ot met as evidenced
by:

Hased on medical record review and staff
interview, the facliity falled to ensure drug
regimens were free of unnacessary drugs far § of
14 sample regldents (21, #31, #34, #35, #66),
The findings ware:

1. Review of physician orders for resident #21
showad an order dated 5/28/09 for temazepam (a
setative-hypnotic) 15 mg nightly, and an order
dated 4/2/08 for Cymbalta (an anti-depressant) 60
myg daily. The following concarns were identified
with the uge of these meadications:

a. Review of the resident's March, April 2010,
and May 2010 MARs showed the resident
received the temazepam 15 mg each night and
Cymbatta 60 mg each day,

b. Review of the medical record shewed the
facility falied to cornplete a comprehensive slesp
assessment to determine the resident’s usuval
sleep pattern/disturbance, and if
non-pharmacological interventions would be
vz,

¢, Medical record review showed the fagility
failed to attempt & dose reduction for temazepam
or Cymbalta or to obtain a stzlement from the
physician that explained why each madicalion
should be continued without change.

2, Review of the physician's ordars for resldant
#31 showed an order dated 8/14/09 fur
lorazepam (an anti-anxlety medication), Review
of the March, April and May 2010 MARs showed

F320| 13329 Continued from page 8.

Residenl #31:

2, 2010,

May 7, 2010.

Resident #35:

2010,

Care Planning meetings,

Resident #34;

6, 2010,

+  Consultant Pharmacist Medication.
Replmen Review and Physlcian
Notification form completed May

+  Behavior tracking log initiated on

»  Assessment findings added 1o care
plan compleled May 27, 2010

» Completion of sleep cvaluation
using the sleep evaluation form,
Assessment findings to be placed
on care plan completed May 26,

»  Pharmacy review of sleep
evaluation to be completed ag patt
of monthly review. Sleep
evalnation to be a component of

¢  Physician addressed sleeplog
medication eh May 13, 2010

*  Consultant Pharmacist Medieation
Regimen Review and Physician
Notification form completed May

FORM CMBS-2567(02-98) Provious Varsions Qhsolels Event I; 40111

Fuallity 30: Wyan21 If contlnuatlen sheet Paga @ of 29
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F 3289 | Continued From page @ F azg| F329 Continucd from page 8,

the regident received the lorazepam aimost dally
since 8/14/09, Review of the drug regimen raview *
revealed the physician indicated, in ragard to the
lorazepam, the resident was tolerating the
psychotropic medication well, Fad ne untoward .
slde effects, and the benefits outweighed tha
risks. However, the record shawed no avidence
an aitempted dose reductlon was tried in the past
that had caused the target symptoms to returmn or
worsen. In addition, there was no evidense a
gradual dose reduction attemypt was clinicslly

Behavior tracking log reviewed on
May 26, 2010,

Amnlipsychotic Medication
Quartetly Evaluation/AIMS fgrm
1o be completed May 26, 2010.
Asgesgment lndimgrs added o care
plan and reviewed at Care Planning

al dle IINiGE meetings
contraindicated due to & Ikellhcod of impaiting
the resident's funelion or causing psychiatric | Resident #G6:

Instability by exacerbating an undearlying medical

or psychiatric disorder, *  Congultant Pharmacist Medication

Regimen Review and Physician
Nolilication form completed May
20, 2010.

3. Review of the March, April and May 2010
MARs for resldent #35 showed s/he received
zolpidem tartrate § mg each night. The sleep
medication was ordered on 3/11/08 for .
insomnla’sleeplessness 1o be used &g newdsd.
Review of the medical record failad to show any
avaluation of the resident's insomnia, allernatives
to the medication, and any attempt to evaluate
the medications cantinued use. Interview with the
DON on 56110 at 3 PM confirmad the information
falled io show rational for the continued use of the v
medication,

Behavior tracking log reviewed
May 26, 2010. Carg plan reviewed
Muay 26, 2010. Physician review
ol medications and changes mads
on May 13, 2010.

Completion of sleep evaluation
using sleep evaluation form

4. Review of the March 2010 recapitulation of completed May 26, 2010.

physioian orders showsd resident#34 had orders
for two antipsychotic medications, geodon 80 mg
twice & day since 9/9/07 and  Zyprexa zydis 20
mg at bediime as crderad since 10/17/07. Review
of the medical record failed to show any altempts
at dose reductions ar & statament by the
physlcian to describe why a reduction would be
contraindicated for these medications. Interview
with the DON on 6/6/10 at 3 PM confirmed the

Assessment findings to b placed
on care plan and comnmicatad to
physician (or medication revicw
cotipleted May 26, 2010,
Pharmacy review ol sleep
evaluation to be completed as pat1 |
of monthly review.

FORM CM&-2667(02.98) Previous Varslone Obaciale

Evant 1D: E40114

Facilty 1t wWyop2q

If continuetion shest Paga 10 of 21




JUN-03-2010(THU) 14:23 pioneer menor wing 5 P.014/024

Ghao
o 1) PRINTED: 052002010

PEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIER (X1) FROVIDERISUFPPLIBR/CLIA {X2) MULTIPLE CONSTRUCTION g
AND FLAN OF CORRECTION ) IDENTIFICATION NUMBER: ) N m:ggg‘ﬂ%f%ngg:v
A. BUILGING
B. WING
535022 _ 06/06/2010
NAME OF PROVIDER tiR SUPPLIER STHEET ADDRESS, CITY, STATE, ZIP GObE
90D W BTH ST
ONEER MANG, R3ING HOME
FIoN RNU | | GILLETTE, WY 82746
(%4} 1D SUMMARY STATEMENT CIF DEFICIENCIES ] FROVIDER'S PLAN OF CORRECTION )
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CRUGE-REFERENCED TO THE APFROPRIATE DATE
. . DEFICIENGY)
“ F329 Confinued From page 10 F 329i F129 Contihued from puge 8.
continued use of these medications neaeded to be
avaluated, Sleep evaluation to by a component

- of.Care Planning meetings ,

3. Review of physicien arders for resident #56 ,

showed orders for doxepin (& tribayclio . Wit ; e
anti-depressant) 10 mg at badtime on 7/17/08, ﬁcﬁﬁ‘&uﬁgn “1))13,1'1 ngglpil’lg“:‘
and alprazolam {antl-anxisty) 0.5 mg evety six 3010 |
hours s needed on 6/28/08, The following )
concems were [dantified:

A, Review of the resident's MARS for Apri] ¢ All residents taking antipsychotics
2010 and May 2010 ghowed the resident racaived and/or W‘iﬂt"’eﬁ" hypnotics  will
alprazolam 0.5 myg et least once each day, and have an approprinte usscssment ta
Doxepin 10 mg daily. include pharmacy review, nursing|

b. Mediral record raview showed the facility assoisment,  and - physician
falled to attempt 2 dose reduction for elther documentation ol risk/benefils
medicatlon or to abtaln a statement from the Tegarding medications,
physician that explained why each medigatian ‘ Findings/imerventtons  will b
should be continued without change. reflected in the resident care plan,
Interview with the DON on 5//10 at 1:30 F'M Lgadership team to audit 10 charis per
revealed faﬂ[]lly staff did not gE{: th@tl‘lQl‘ as a month for the .lb]]DVV’lTIg
team to discuss medication regimens for (antipsychotic/ATMS assessment, sleep

residents, She further statad only the pharmacist
raviewed the drug regiman reviews and worked

with physicians to manitor medieations, The DON
zald the facility was not doing what it should be to

evaluation and docurnentation of rigk vg
benefits and report to monthly QA meeting.
Diserepancies will be investigated and

ensure the medications wera appropriate and corrected,

tuse reductions occurred as needed, especially

with psychotrople madications.
F 365 | 483.35(d)(3) FOOD IN FORM TO MEET F 8858] ¥Fi65 6/20/10
55=D | INDIVIDUAL NEEDS ‘ Pioticer Manor will ensute each rosident

, . teceives prepared food provided by the
Each resident recelves and th rovides e :
faod prepared in a form desi gﬁeﬁﬂ‘%get fac.ﬂlty in a form designed to meet each
individual needs, resident’s individual needs. This will be
accomplished by:

This REQUIREMENT Is not met as evidencad
by:

FORM GMS-2567(02-09) Previnus Yersions Qbsolale Evont I E40111 Facllity 10 wyoo21 If continuation shoet Page 11 of 21
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;- F 365 | Continued From page 11 F 368| F365 Continued from puge 11,
1 Based on chservation, staff Intstview, and
medical record roview, the faciltly falled to ensure Resident 34+
1 of 13 sample residents (#£34) with therapeutic »  OnMay 5, 2010 Registered Dictician
dlet orders was asssssed to ensure sthe had a requested an arder for a Regular dict
diet order that reflected the texture appropriate to q @rIoT 8 Lo ¥
the resident's current needs. Fndings were: with pureed textures with nectar thick
ligquids.
Observation of resident #34 during the evening
meal an $M4/10 at 5:17 PM, and the [unch meal an »  Specch evaluation completed on May
5/5/10 at 11:35 AM reveslad the rasident was 10. 2010
gerved a diet with grotind meat. The remainder of ! '
the diet was a reqular consistency. During the Doctars' ord ved for  regul
tnoal observations it wes noted the client ate * Locloms arderTeceived 1ot a regilar
without assistance and did net appear fo have diet with puteed texiutes noted May 11,
any difficulty with the texture aof the foods, Review 2010, Dixt order has been added to cars
of the March 2010 physiclan's orders showed the lan and dietary tecords includlng te
resident had a diet order for & regular diet with Sau ds havelbee'j{u :Iot 4 bty
pureed texture, According to the résldent's care pdated.
plan, dated 3/31/10, the resident was at rigk of \ .
aspiration due to pror swallowing abillty. One of *  Churl audiis for corteet diels have
the interventions on this planh was a pursed dist, been completed on all resident’s
Regarding the faflure of the facility to re-evaluate Muy 11, 2010~ May 13, 2010,
thiz rasident ko ensure the diet order reflacied the
resident's highest level of function and abilities ; 1 ba inservi
the following concerns were noted; ' A S'wmﬁ?., Staff will be servicod
2. Roviaw of the 3/2/99 note written by the by June 207, 2010.
registered dietitian (RD) dacumented that the . o ) .
resident wag on a mechanical ground diet, A Registered Dietician or delogate will audit
9M10/09 REYs not shows the resident was 10 chiurts per week for dict order consistent
recelving a pureed dist secondary to dysphagia with physielan order and
and the speech therapist's recommeandation, interventions/nssessment will be reflected on
Intarviow with the RD on 6/6/10 &t 2:15 PM resident’s care plan, Data will be reviewed
revealed the residant had orders for a purentd in the monthly QA meeting and any
diet. The RD stated she was Unab!ﬁ to find any discrepuncies will be individually addressed.
resommendations to change the diet arder,
b, Although the rasident was capable of
| harefling & meshemical sutt diet per obssrvation
during the survey, &nd the resident's diet card
showed sfhe was receiving a meshanical soft,
FORM CMS-2567 (0209 Provious Vorsions Obaolste Event IRLE49111 Faallly IQ: Wyan2 If continuatian sheat Page 12 of 21
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- F 36835 | Continued Fram page 12 F 385

ground meat diet, the facllity had no evidence the

resident had been reassassed 9 ansure s/he was

swallowing safely or that the physician had bean

notified of the resident's improvement,

F 371 | 483.35() FOOD PROCURE, Far1| F371 6/20/10
sa=f | STORE/PREPARE/SERVE - SANITARY Pionecr Manor will ensure each resident

The facllity must -

{1) Procure food fram souress approved or
cansidered safisfactory by Faderal, Stafe or local”
authorities; and

{2) Store, prepare, distribute and serve fogd
under sanltary conditions

This REQUIREMENT s not met as evidenced
by

Based on observation and staff Interview, the
facility failed to ensure food was prepared ing
sanltary manner in the maln Kitehen related to &
lack of cleantiness of exiling vents, and cailing
sprinklers. In addition, the facility failed to ensure
food contact surfaces were effectively sanitized,
Furthermoreg, the fazliity falled to establish a
system to monitet foods that were stored in
indlvidual resident refrigerators to ensure facds
were safily stored for 2 sample residents (#35,
#73) and 18 nor-sample residents 1, #17, #23,
#2306, #4°1, #06, #58, #69, #82, #B85, #98, 100,
F#IM, #102, #1185, #119). The findings were:

a, Observation on 5/5/10 at 8:50 AM rovealed two
eooks were warking with faad In the main
preparation grea of the Kitehen. Two cefling vents
above this area were noted to be soffed with an
accumillation of dust and grense. In addition,

sanitary manner and envirotment, In
addition, Pioneer Manor will engure
regidents wilh individual reffigerator

safely stored. This will be accomplished
by:

£ 35, #73, 81, #17, #23, 126, 441, H56, 458,

69, #82, #83, #96, #100, #101, #102, #1135,

#119

+ The temperature log for

refrigerators has been updated to
include all refrigerators within the
resident’s rooms and thermometers
have been placed in 4l refrigerators
Lernperatures will be taken wecldy
pet policy,

»  Ceiling grate replaced May 7, 2010
Sprinkler heads ¢leaned May 17,
2010 both of these Herns have been
added to the cleaning schedule

»  Sanitation log has been put in
place to record the parts per million
(FPM) that we tuke when filling the
sunitation bucket

receives food that is prepared in 4o

will be momitored Lo cnsute foods urel
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F 3711 Continued From page 13 ~ . Far F371 Continucd from puge 13,
there were faur sprinklers in the ceiling of this .
area that were also coverad in thick dust and «  Staff education will be completed
grease, Interview with the certified distary June 20 2010
manager (CDM) on 8/5/10 at 3:45 PM revealed ? '
new verits had been orderad, and she was nat , . )
sure when lhey would be nstalled. = 100% of cleaning solutions will be
According to Food Cods 2008, U.S, Public within range. Dietary supervisors
Health Service: 3-205.11 "[(A)... Frnod shall be and Manager will monitor cleaning
protected from contamination by storing feod:(1) . assignments and relrigerator temp

In a clean, dry location; (2) Whers they are not

gxpozed to splash, dust, or other manitoring and report monthly

gontamination...” ‘ tesulls 1o QA committee,
Diserepancies will be Investigated
b, During observation of foad preparation on and corrected,

56110 from §:50 AWM to 2:50 AM, cook #1 had
completed praparing sandwiches for that day's
alternative luneh mesl, She was using a towel
and bucket with a soapy solution to clean the
preparation counter. She stated the solutlon was
uged to clean the area befora and after the faod
preparation, and It contalned blesch as the
sanitizing agent. When asked if the solution had
bean tested for conpentration of sanitizer, she
stated it had not been tastad, She also stated the
canceniration of the solufion in this bucket was
not regorded on any type of log when twas
testod, The surveyor informed the cook that she
would like to test the solution. Just a5 the
surveyor was preparing fo test the sanitizing
solution, however, cook #1 purposely pourad aut
the vontents, thus effectively praventing the test.
Accarding to Food Code 2009, U.S. Fublic Health
Servige: 4-704.10 "Equipment food-contuct
surfaces and utensils shall be sanitized."

. Random ohservaticn revealed some ragiklents |
had personal rafrigeration units In their rooms,
The refrigeraters of non-sample resldent #1 and
sample resident #35 ware chserved to contain

FORM CMS-2567(02-88) Provious Versions Qusslclo Evant | £40111 Facllty 1D: WYR02t {f continuation shaast Page 14 of 21
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F a7

E 441
== S

Contlnued From page 14

faod such as yogurt and cookies, However, both
units lacked a tharmoreter to ensure the interior
tempetature could be manttored, Resident #35
stated that as far as slhe knew, the temperature
was not menitared. Interviaw with the COM o
5510 at 9:50 AM revealed the individua]
refrigerators should be checked sach week when
menus were distributad. Review of a llst provided
by the COM on 5/5/10 of those residents in the
facility that had their own refrigerators revealed
residents #1 and #38 wara not Included, Further
intarview revealed there was ne-evidence of any
monitoring. Review of 2 new comprahensive list
provided by the GOM o 5/6/10 showed the
following 18 residents had refrigerators in their
rooms:#1, #17, #23, #26, 736, #41, #55, #58,
#69, #73, #82, #85, #96, #100, #101, #102, #115,
and #119), ‘

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facllity must establish and maintain an
Infection Contral Pragiram designed to provide a
safe, sanitary and comfertable environment and
to help pravent the development and transmlssion
af disease and infection,

{2) Infaction Control Frogram

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

(1) Investigates, controls, and prevents infections
in the facility;

(<) Decides what prosedures, such as isalation,
should be applied to an individual residant; and
(3) Maintains a record of incldents and corractive
actlons related to infactions.

{b) Preventing Spread of Infection
{1} When the Infection Contral Program

F 37

F4a41| paq 6/20/10

Pioneer Manor will ensure the fucility
establishes and maintains an Infection
Control Program that is designed to
provide a safe/sanitary and comfortable
etrvironment to assist and prevent the
development/iransmission  of  disease
und infeetion. This will be uccomplished
by:

« RN #2, LPN#1, LPN #2, LPN #3

o All abave nurses were
given one on one
Instruclion regarding
oleansing of glucometer
completed May 7, 2010,
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F 441 Contlhwed From page 15 F 441 | F441 Continued from page 15.
determinas that a resident nesds isolation to .
prevent the spread of Infaction, the facility must o Additional Nurse
isolate the residant Education provided for
(2) The facility must prohibit employees with a Professional Nurae's at
commurnicable disease or Infected skin lesions . . ;
. . . marses staff meeting on
from direct contact with residents or thelr food, if M Seﬂ 2010 Imlxi ediat
diract contact will transmit the dJisease. ay o ' , ¢
(3) The facility must require staff to wash their monttoring of cleaning
hands sfter asich direct residant sontact for which process implomented.
hand washing Is Indicated by accepted
professional practies, » 134, 195, #37, 169, #23, #24, #70,
#6, 7
(¢) LInens H, 477

Personnel must handle, store, process ang .
transport finens so as to prevent the spread of o Glucomﬂter‘cleamng
infaction. . between residents

immediately implemented
and monitored,

This REQUIREMENT Is not met as evidencad
by;

Basad onh observation, staff Intarview, and review
of the Centers for Disease Control

o HL22 %6, #TT#1, #4

o Appropriate cleaning of

recommendations, the facility failed to onsure glucomeler per
staff followed appropriate Infection controt manufactugey
practices during 7 random observations. The recommendations

findings were; implemented,

1. Qbservation on 5/4/10 at 4 PM showad RN # 2

used a glucometer to perform glucose tests on »  Stalfil

two rion-sample residents (#84, £95), Tha . .

observation alse showed the RN did net clean the o Immediste education of

glucometer between regident uses, During an staff infection prevention |

Interview with the RN immatliataly after the practices completed May

obsarvation, she stated glucometers wera 10. 2010.

tleaned by the night shift svery 24 hours. ’

2, Ohastvation an 5/4/10 at 4:16 PM showed LPN o Staff will utilize mask

#1 used a glucometer to perfarm glucuse tests on churing working shilt to
prevent spread of o

FURM CMS-2657(02-98) Pravisus Veriong Obsalata Evant |[% F40111 Facility 1D: WYno2t If eantinuation sheei Fage 18 of 21
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F 441 | Continued From page 16 F441) F441 Continued from page 15.
two nen-sample residents (#37, 469). The
observation also showed she did not clean the turing duration of
glucometer between rasident uses. |nterview with symploms.
the: LPN on 5/4M0 at 5:10 PM revealed the
gﬁ:ﬁg?;ters wers elsaned by the night shift every | »  Infection controlsafoty education

will be corpleted by June 20,
3. Dbservation on 5/4/10 at 4:40 PM showed RN 2010,
#3 used a glucometer to perform glucose tests on
three non-sample residents (#23, #24, #70), The "
observation also showed she did not clean the
glucometer between resident uses, Durng an
interview with the RN immadiately after the
vbservation, she stated tha night shift cleaned the
glucometers avery 24 hours,

A policy revision to inclnde
eleaning pracess will be completed
by Jung 20, 2010,

100% of instroments will be cleaned
according o manufachurey

4, Obsarvation on 5/5/10 at-4:10) FM shawed LPN recommendations.
#2 used a glucomets! on resident nan-sample

resident #122 to perform & glucose test. Nursing Leadership will momnitor 30

Immadiately after the test, the LPN cleanad the
area around the insertlon siie for gluspse
monitoring strips with an aleohol pad. During an
Intervisw at that §ma, the PN stated she cleaned
the glucase ronitor with an alcohol pad between
each test. She further stated the night shift
clened glucometers evary 24 houre.

5. Observalion on 5/5/M10 at 4:25 PM showed RN
#4 used a glucometer to parform glucose tests on
twao non- sample rasidents (#1, #5). Immediately
after the test, the RN sleaned the ares around the
insertion site for glucose monitering strips with an
alcohol pad. During an interview immediately after
the obsarvation, the RN stated she cleaned the
glucose monitor with an aleohal pasl betwean
each test. She further stated the night shift
cleaned glucometers evary 24 hours,

B. Dbservation an 5/5M0 at 5 PM showed LPN #3

observations pet month and report monthly
10 QA commitfee, Immedinte education and
intervention will oceur for all discrepancics.
All deviations from eleaning policy will be
immediately comected.
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F 441 | Continued Fram page 17 F 4441

used a glucometer to perfarm glucoss tasts on
two nar~sarmple residents (#5, #77). Betwaen
tests, the LPN cleanad the arez around the
insertion site for gluccse monitoring strips with an
alcohol pad. After the two tests, the LN cleaned
the entire vutside of the glucometer with a Super
Sani Cloth wipe,

During an interview with the DON on 5/8/10 at
12:55 PM, she stated staff should cleanse
glucatmaters after each use, The DON further
sfated she was unsure what the manufacturer
recommended. Review of the manufacturer
infertnation provided by the DON on 5/10/10 at
4:08 M revealed, alcohol was not approved for
cleaning the glucometers, The meters were to be
cleanad with a cloth dempened with a 10%
bleach solution or disinfectant wipe,

According to the Centers for DHeease Control
re¢ommendations, "Glucometers should be
assigned to individual patients, If & glucomater
that has besn used for one patient must be
reused for another.patiert, the device must be
cleansd and disinfecter." Recommended
infection-control and safe injection practices o
prevent patient-to-pationt transmission of
hloadborne pathagens, Centars for Disease
Control website. 2006, Avaliahle at
www.ede.gov/hepatitis/Resources/QrderPubs/He
althiroffPrevP-to-PTransHandeut_Eng. pdf,
Accessed May 10, 2010,

7. Observation on 5/6/10 at 11126 AM showed
dletary staff #1 was wearing & surglcal mask
while serving the resident meals in the faoility's
secured unit. She stated she had a cold with
runny nose, sneezing and eoughing. She further

FORM CMS-2847{02-88) Pravious Varslons Obaplate [Evmnt (D 40174 Faoility 10; Wyao21 i sentinuation sheet Page 18 of 21
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revealed she had had these symptoms since
Monday (5/3/10). Previaus observations on 6/3/10
at 2:15 PM and 5/8/10 at 9:10 AM revealed
dietary steff #1 was working in the kitchzn and
was nof wearing any trask. Interview with the
nfention confrol coordinataron S/6/10 4t 12 PM
revealed the staff mambar should have been
‘wearing the mask in all locations of the facility as
long as symptoms were present.

F 492 | 483.75(b) COMPLY WWITH F492| p492 6/20/10
85~E | FRDERAL/STATE/LOCAL LAWS/PROF §TD Pioneer Manor will ensure each CNA

The facility must oparate and provide services In performs tasks in which (hey are

compliance with ali applicable Federal, State, and qualified 10 complete. In addition,
lacal laws, regulations, and codes, and with TPioneer Manor will ensure cach CNA ig
accepted professional standards. and principles. withiti their scope of practice. This will
that apply to professionals providing services In be accomplished by:

such a facility.
H31, 934, 48, #49, #118

| This REQUIREMENT 1s not met as evidenced | *  Side rail sssessmonts compleicd by
by: , RN ani assessment findings
Eased on staff Interview and medical record iteorporated into care plan; Cate
I'evrlfaW. th;f;acglih; falilehr:j tﬁ ;Insure GNAs et and Planning meetings to include side
performed tasks for'which they were qualified an " ) .
within thelr scope of practice f?:l»r B (#15, #31, #34, il assessment and plan for use ol
#48, #49, #118) of 8 sample residents who had side rails as appropriate.
side rail assessments performed. The findings
Wore: *  Restorative Nurse or designes to

' evaluate side rails assessment

Review of the slde rall assessments far sample during MDS data collection.
residents #31, #34, #15, #48, #48, #118 revenled .
they were performed by GNA #1, [ntervisw with *  Leadership to audit 10 charts per
the DON on 5/6/10 at 3 PM confirmed the week and findings/interventions
assessments should be cormnpleted by a licensed will be reflected on the resident’s

nurse. According to the July 2005 Nursing
Practice Act and Administrative Rules and
Regulations November 2003, perfarming an
assessment s not within the scops of the practice

care plan and repoticd monthly to
QA cemunitter,
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Before allowing an Individual to serve as a nurse
aide, a facility rmust racaive registry verification
that the Individual tas met competency evaluation
regquiremants wiless the individual is a full-time
employee in a training and ¢ompetency
evaivation program approved by the State; or the
individual can prove that he or she has recently
successfully completed a training and
competency evaluation program or competency
evaluation program approvad by the State and
has not yet beet ngluded in the registry.
Facilities must follow up to ensure that such an
individual actually becomeas registerad,

Before allowing an tdlvidual to serve as a nurse
aide, a facility must seek information from every
Btamw reglstry established under sections 1819(e)
{(2)(A) of 1918{e)2)(A) of the Act the facility
kelieves will includa Information. on the individual.

if, since an Individual's most recent completion of
a training and competeney avaluation program,
there has been a contiuous period of 24
consecufive monthe during none of which the
individual provided nursing or nureihg-related
services for monetary cormpansation, the
individual must complete a new training &nd
competency evaluation program ar a new
competency evaluation pragram.

prefers registry verification on cachy
CNA and that the individual has mef
compelency  requirements beford]
allowing the individual to serve as g

nurse alde. This will be accomplished

by

o #2834 Records verified throngh
the State CNA registry.

»  All CNA slaff will have nurse aide |

repistry verilication, Futote
employed staff will have nurse aide
tegistry verification as purt of
initial reference check prior to
employment and Teport put in
persounel file,

100% of CNAs employed will have nurse
alde registry verification. HR will genetate
4 teport for afl new CNA stafTand DON 1o
repott at monthly QA meeting.

All specific ataff will be inserviced on or
before June 20, 2010.

SUMMARY STATEMENT GF DEFICIENCIER It PROVIDER'S PLAN OF GORREGTION 5]
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
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DEFICIENCY)
F 482 | Continued From page 19 F 492| F492 Continucd from pagy 19.
for CNAs
o All specific staff will be educated
Refer to Federal eltatlon F323 for additional on or before Fane 20, 2010,
details related to inadequate side rail
assessments for these residents. i .
F 498 | 483,75(e)(5)-(7) NURSE AIDE REGISTRY F4ug| F496 , 1 6R0M0
as=F | VERIFICATION, RETRAINING ‘ Pioneer Manor will ensure the fagility
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This REQUIREMENT is not met as evidenced
by:

Based on personnel record review and staff
interview, the facility faillad to ensure 3 of 3 CNAs
(%2, %3, #4) whose records were reviewsd wara
safe and competent smplayess. The findings
were:

Review of the personnel records far CNAs #2, #3,
#4 showed the facility falled to check the State
CINA Registry, During an Interview with the DON
on 5/5/10 at 12:30 PM, she confirmed the faclity
had failed to check the State GNA Registry for
these CNAs prior to empleyment.
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