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significantly {i.e., 8 need to discontinue an
existing form of trealment due ta advarse

the resigdant from the facility as speclfied in
§483.12(a). :

specified in §483.15(e){2); or a change in

this section,

consult with the resident's physician; and [f
known, nottfy the resident's legal representative
or an intergsted family member when thete is an 1
aceident invalving tha resident which results in
infury and has the potentist for requiring physician
intervention: a significant change in the resident's |-
physical, meantal, or psychosocial status (ie,, a
deterioration in health, mental, or psychosocial
status in elther life threateming conditions or
glinleaf compilcations); a need to alter traatmenit :

consequences, or to commence a new form of
treatrment): or a decision to transfer or discharge

| The facility must also prompily notify the resident
and, if known, the resident's legal reprasentative
or interested family membear when there is a
"| change in room or ropmmate assighment as

resident rights under Federal or Stats law or
regulations a¢ specified in paragraph (b)(Y)of |

The facliity must record and pencdically update

the truth of the facts alleped or
congusicts set forth in the
statement of deflciencles. The
plah of eorrectlon Is prepared

is required by the provisions of
Federal and State law. For the

faciflty is not in substantial
compliance with fedesal

response and plan of correction
sectlon 42 C.F.F. Par 488,18 and

i sectlon 73174 of the State
i Dperations hMangal,

rasponse and plan of correction
does ot canstitute an admlssion
o or agreement by the pravider of

end/or executed solaly hecause it

purposds of any allegatlon that the f'

requirements of participation this

cunstitutes the faclity's allegation -~~~ ¢
of compliance in accordance with

STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION {%3) DATE SURVEY
AND FLAN OF CORRECTION IBENTIFICATION NUMBER: A BUILDING GOMPLETED
B, WING
| 535040 _ 07/2412009
HAME OF PROVIDER UR SLPPLIER STREET ADDWRESS, GITY, ETATE, 2P CODE :
DOUGLAS CARE CENTER 1108 BIRCH STREET '
DOUGLAS CARE CENTER, WY 82633 !
(X4y1D SUMMARY STATEMENT DF DEFICIENCIES D RROVIDER!R PLAN OF CORREQTION (X5t
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULE PREF|X {EAGH GOARRECTIVE ACTION SMCULE BE OGMPLETION
TAG REGULATORY OR L5G IIENTIFYING INFORMATION) TEG CROSSREFERENCED TQ THE ARPROPRIATE DATE:
; DEFIZIENGY)
F 157| 483.10(b){11) NOTIFICATION OF CHANGES F 157
E&8=0 : . . s o _
A facility must immediately Infarm the resident, Prapacation and execution of this. “:, e

the address and phona number of the resident's
legal represantative or interasted family member.

The faclllty will inform thie
residgent; tonsult with the

i
l': This Requirement is not met as avidenced by: resident’s physiclan; and:f known, WX
| Based on record review and staff interview, it was notify the resident’s legal |
- determinad that tha facllity fatled to notify the representative/interested party !
physician and/or responsible parties E:rr;]a_in one of when there s a change in
12 sample residents (#5) experienc anges in cident’s congltion.
his/her condition. The findings includes: resident’s condition
Resident #5's madicakyecord review revealed the
LABORATORY DIRECTOR'S DR PROVIDERISUBFLIER REFR TATIVE'S BONATURE TITLE [¥EFOATE _
:&ﬁ) A AL, x%@!/{ﬂ

Any deficiency stata mank aading with 5n fsteris
clhor safegunnds provide suificlent prol
fallawing the date of survay whether o

lion fa the pali

days follawing 1he date these dacuments are mads avallabls to the faclilty.
progiam participation. o

k E‘J dérbtepla’deficianey which the institutlon may he excused from correcling praviding H 1s dotarfined that "
5. {See Instructions.} Except for nursing homes, the findings stated sheve ale disclosaiie 90 days

ol a plan of cornsetion |s provided. For nursing homes, the above krdings and plans of eorrestion &re diselpsable 14
If deflclercles are oiled, ap approved plan of cemaetien is roquisite to canlinued
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STATEMENT OF DEFICIENGIES
b AND PLAN OF CORRECTION

535040

(1) PROVIDERISUPPLIER/CLIA
IDENTIFICATION NUMBER:

{X2) MHILTIPLE CONSTRUCTION
A, BUNLEING
B. WING

[%3) DATE SURYVEY
COMPLETED

07/2442009

NAME OF FROVIDER GR SUPPLIER

‘STREET ADDRESS, CITY, STATE, ZIF GODE
1108 B'RCH STREET

F 157} Continued From page 4

arthritis), anxiaty, and fractured femur.

modbiiity, transfers, and tailet use.

)

" | -Total dependence with

hygiene.

aimost all the time).

| dated 6/4/08 included:

as possible}).

¥ 15 minutes,
4) Ortho referral for left foct trauma,

1 L faursing home)..."

physician.

 resident was admitted to the facifity on 10/29/39 |
with disgnoses which included: CHF (congestive !
heart fallure}, hear! diseass, hyperiension, :
| demantia, osteoarthrosis, RA {rheumatoid ;

a. Review of the significant change MDS
(Minimum Data Set) dated &/3/08 |dentifizd the
resident as being total care. The MDS included:

é slaff person physical
assisiance for dressing,'jég_._a':t'rng, and persanal

-Bowel and bladder incuﬁtinance of four
(inagaquate control with multiple episodes, all or

b. Review of the “Physician's Orders" included
orders dated B/4/09 which identified an injury to
the resident's left fout. The "Physician Orders” .

2) "I need a detalled explanation with supporting
nurses notes for L (left) fool injury ASAP {as saon
3) Ice, elevation of L foot gid (four times per day)

5} X-ray and lab done today before refumn to NH

c. Review of the history and physicat sheet dated
614/09 included the following notes signed by the

DOUGLAS CARE CENTER
DOUGLAS CARE GENTER, WY 82633
(¥ 0 ~ SUMMARY STATEMENT OF DEFICIENCIES | G | PROVIDER'S FLAN OF CORRECTION {8
PREFIX {EACH DEFICIENCY MUST BE PRECED®ED BY FULL FREFIR {E4CH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IBENTIFYING INFORMATION) TAG CHDEE-REFEHEgGE‘DG TO JHEAPPRGPRIATE 1 OATH
R . E _:lEﬂ-r.s’;; ;
— BT TR AR TR RN S

facility.

’r o chaeting criteria for resident
F 4 change fn condition.

compllance.

|'¢'; A

[ Femily and physician-of ragldent 45 h:!él;?

- ware notibed of the resident’s S

" condition on 6/25/08. The facility .. &

wllt nottfy family and physician of i
changes for all residents of the

» Pacillty will Inservice nursing staff

-Taotat dependence {fuil staff parformance} with 1 } on:appropriate natification and

two stalf parsons physical assistance for bed

Facltty will audit resident chartg
weekly {0 determine compliance.
Faeillty will report to COI monthly
for 1 yaar to ensure continued b, 15

TR ek A,

- B/28409
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| natfication of injury - in stages of heallng - unsure

-apt. with MD, new orders received.”

toes L foot. Dr. {__name) had phoned family and

. UTW/pyelonephritis, being b (treated).”

"17. L foot abrasion - scabbed- with no office

what happensed - Xray and ottho referral.”

"Skin... L foot with etlema, erythemna, abrazion to |
toes- scabbed over lnear abragion tender to
touch.” Diagram of oot 2lsq noted, "Scabbing
eschar” to ared of little toe and "Dorsum L fool
area of adama .." pointed at 2nd to §th toes,

d. Review of the "Licensed Nursez Motes"
Includea:

64700 1300 {1:00 PM) Resident returned from

™EA0 (300 PM) Copies of RN {registerad nurse}
notes mada for (___name physician)... Plan to
have copies hand delivered to Dr. office by !
medical records staff, During conversation with
Or. office prior to resident coming back to fagility,
ML understandingly upset regarding resldsni's
injury 1o L foot ftoes."

B/509 "Daughter in o visit. Showed res {resident]

spoke of concerns for rés-Tont, Expressed our
concerng and assured family we would foliow up
and maonitor.!

2. Review of tha "Record of Physician's Visit"
sheet dated 6/8/09 stated, "L foot scabbing,
redness on 2nd-5th toes. Redness ={increased)
2nd-3rd toas. No trauma reportad at nursing
homa; May have happenad whila pt. was being
bathed. May hava been [sign for about] 2 wesks
ago. Daughter thinks it looks slightly more red
today 2nd tos. Low grade fever in past for

f. Review of the "Incldent Report” for Resldent #5 |

STATEMENT GF DEFIGIENCIES (1) PROVIDERISUFFLIERICLIA (%2] MULTIPLE CONSTRUCTION IRVE
AND PLAN OF CORRECTHON IHENTIFICATION MUMBER: A BUILDING EXS}ES%ESEL‘TF%?
B, WiNa N
535040 0712412009
NAME OF PROVIGER OR SUPPLIER STREET ADDRESS, CIiTY. STATE, ZIF CODE -
DOUGLAS CARE CENTER 1708 BIRCH STREET
DOUWELAS CARE CENTER, WY 82833
) 1D ESUMMARY STATEMENT OF DEFICIENCIES io ! PROVIDER'S PLAN OF GORRECTION | s}
FREF (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREF|X {EACH CORRECTIVE ACTION SHOULD BE COMPLETON
TAG REGULATORY QR L5C INENTIFYING IMEORUMATICN) TAG CROSS-REFEREMCED TG THE APPROPRIATE DATE
DEFIIENCY)
i 187| Coniinued From page 2 F 157
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B.WING _
535040 _ 07/24/2009
NAME OF PROVIDER OR SUPRLIER BTREET ADDRESS, GITY, STATE, ZIP GODE
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el SLINARY STATEMENT OF DEFIGIENCIES 0 FROVIDER'S PLAN OF CORRECTION (x5!
PREFH {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREED [EACH CORRECTIVE ACTION SHOULD BE GOMPLEFION
TAG REGULATORY OR LEC IDEMTIFYIMG INFORRATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: 1 CEFICIENGY) ||
F 157 Continued Fram page 3 ' [ Fisy |

listed dalke of accurrence 6/4/09. The type of
injury was circled as scrapefabrasion left toe. A
written note stated, "Abrasion rug burns.”

The areas for physician notification and family
notifiacation were both marked as "NG"

g. Interview with the DONon 7/23/09 confirmed
that the notification of the: physician and family o
was not dohe. '

The facility falled to inform the resident's
physician and the resident's family of an accident
invaiving this resident which resulted in an injury. |

s Tk
i}

D R
i e s LB

F 228| 483.13¢c)(1)(ii-i), {c)(2) - (4) STAFF . I Fozs| ﬁgﬁ:ﬁﬂfﬁﬁ#ﬁﬁ?acmw abuse
ac=p| TREATMENT OF RESIDENTS 1 podeiss. All staffwill be in serviced
" o 1 madaclity abuse policies, : i
The facility must not employ ingividuals whg have . investigation and reporting : !

: been found guilly of abusing, neglecting, or
mistreating residents by a court of law, or have
had a finding entered into the State nuras aide
registry concerning abuse, neglect, mistreatment

regLirerments.

A report af the 6/5/09 zllegation to

of residents or misappropriation of their property, rasidant #5 will be subrnitied to
and repor any knowledge it has of actions bya | the state Survey agency.
court of law against an employes, which would
indicata unfitness for service as & nurse &ide oF i
other facility staff to the State nurse aide regstry ' All allegations of abuse will be
or licensing authoritias. . Immediateiy reported to the
. mursing supervisor, the director of -

The fatlity must ensura that all allaged viplations - nursing services and administrator. |
involving mistreatment, negiect, or abuse, | The atministrator will be
including injuries of unknawn source and : ib! Ftive allegati
misappropriation of resident property are reported responsible ta report the allegation

and] i to the state survey agency as

immediately to the adminlstrator of the facllity
ta other officials In accordance with State jaw requtrgd. Investigations will be

through established procedures {including (e the . . completed and submitted to the
State survey and certification agency). state survey agency within 5 |

The facility must have evidence that all alleged warking days of the event and ify
violations are thoreughly investigated, and must the #llegad vioiption & verffled,
prevent further patential abuse whilg the eorrective attlon will be teken.

- If esnilsuagor sheat Page 4 of 157
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WNAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZiF CODE -
1408 BIRCH STREET

investigation is in progress.

The resuits of all Investigations must be raportsd
to the administrator or hie designated _
representative and Lo other efficials in accordance
with Stats law (inciuding to the State survey and
certification sgency) within B working days of the
incident, and if the allegad violation is verifled
appropriate carrective action must be taken.

This Requirement is not met as evidenced by
Based on record review, obsarvation, and staff
interview, it was determined that the facility failed |
to investigate andfor report neglect Invoiving one
of 12 sample residents (#5). Additionally, the
facity failed to impiement their current abuse
policies and procedures. The fndings included:

Resident #5's medical record raview revealed the
resident was admitted to the facllity on 10/29/89 |
with diagnoses which inciuded: GHF {congestive
heart failura), heart disease, hypertension, '
demantia, osteoarthrosis, RA (rheumatoid
arthritis}, anxiety and fracturad femur.

a. Review of the significant change MDS
{Minimum Data Set) dated 6/3409 itentified the
resident as being total care and two staff parsons
physlcal sssistance far bed mobility, transfers,

and toilat use, :

h. Review of tha "Physician’s Orders” included
orders dated 8/4/08 identified an njury lo the

s
!
resident's left fool, The "Physictan Orders” dated ‘
i

674108 Included.

2] "I need a detailed expfanation with supporting
nurses notes for L (teft) foot injury ASAP (25 saon

|

DOUGLAS CARE CENTER
DOUGLAS CARE CENTER, WY 02632
[Xd) 1D BUMMARY STATEMENT OF DEFICIENGIES o ErOVIBERE FLAN OF CORREGTION 5
. PREFIX {EACH DEFICIENSY MUST BE PREGEDED BY FLULL PREFLX {EACH CORRECTIVE ACTHKIN SHOULD BE CEMPLETAN
Tag REGULATDRY OR, LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED. TO THE APPROPRIATE DATE
‘I F225| Continoed From page 2 F225] . Lapiant i nan

; mﬁa;ﬂaaﬂomqﬂlm-wimh& W
lcompleted weekly to determine
compltarce: Facllity will repoit to

: ’Eﬁl\i}mﬂthhffnr 1 year to.arsyne
| entiried compliance, G
] s ST T
E e o 4. . Lo
i
l.
!
5
[ "
! 1
i
FKYHAA o ' .mm-ﬂnua:ruhahm: Fage 5of 13F

FORM CIMS-2667(02-99) Previous Yersions Obeolete




08/23/2000 13:47 FAX 3682843 | DOUGLAS CARE CENTER i dog?
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STATEMENT OF DEFICIENCIES (%5) PROVIDERSUFPLIER/TLLA {*2) MULTIPLE CONSTRUCTION : 3] DATE SURVEY
ANR PLAN OF CORREGTION IDEMTIFICATION NUMBER; A BULDING

GOMPLETED

535040 BN

UTIZ472009

HAME OF PROVIDER QR SUFPPLIER STREET ADDRESE, GITY, STATE, ZIp CODE

DOUGLAS CARE CENTER 1108 BIRCH STREEY
DOUGLAS CARE CENTER, WY 82833

(K4} 1D SUMMARY STATEMENT OF DEFICIENCIES (n]
PREFIX | (EATH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX
TAG HEGULATCORY OR LSS IDENTIFYIMNG INFORMATION] TAM

PROVIDER'S PLAN OF CORRECTION 5]
{EACH CORRECTIVE ACTION SHOLILD BE COMPLETICN
CROS5- REFERENCED TO THE APPROPRIATE DaTe
DEFICIENGY)

- 225 Gnnﬂﬁued From page 5 o s o225
 as possible)."

c. Review of the "Incident Report” for Resident #5
listed date of occurrence §/4/09. At the top of the
sheet a written nhote stated, "6/25/0% {ate entry for
6/408 incident”. The type of injury was circled as |
scrapefabrasion left toe. A written nale stated, '
"Abraslon rug burns.”

The areas for physician notification and famiy
natification wers both marked as "NO"

The area for "State Agency Notified" was also
marked as "NO". Refer to F157,

The area to describe what was observed was
dated 6/25109. This was 21 {twenty one) days |
after the physician notified the family and asked
the facllty for an axplanation regarding injuries to
the laft foot. There was no evidence that an
incident report was done and an investigation
completed on 6/4/09 with the physician's inquiry.
The facility failed to investigate this injury of
unknown source timely,

The note on the incident report dated 6/25/08
1700 {5:60 PM) identified that a CNA verifisd ihat
the Injury was reporied o the LPN {Licensad
Practical Nurse} at tha time of the incident but the
LPN falled ta notify the physician, famlly, and de
an assessment. The nofe also statad that the
LPN terminated on 6/7/10%. The report did nat
indicate the terminatinn was related {o the
incident. The notes aiso addressed thatin
interviewing the family & concern that "the CNA
mavybe was afraid to report becsuse of the

repercutions {spelling}”.

d. Tha facllily's policies on abuse were reviewsd
and included: 1) "Abuse Policy” not dated and 2)
"Abuse Prevention Pragram' not dated. The
"sbuse Preventlon Program” includad the

FORM GME-2567{02-90} Previous Versions Obaglela
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Printed: 0B/12/200¢
FORM AFPROVED
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-| supervisor as soon as acoidentfincident is

+ included on the Repart of Inckdent/Accident form "
It then listed 14 itama to inclute In the report.

- reporting and investigation of resident #5's injury

([NOTE: "Injuries of unknown source” - An IRury

procedurs for "Accidents and
Incidents-Investigaling and Reporting". |t
included:

"1, Regardless of how minar an accident or
incidant may be, Inciuding injuries of an unknown
BouUrce, it must be reported to the deparimant

discovered or when [nformation of such
accidentincident is lesrned.,.."

"4, Invesligative Actions:

a. The Nurse Supervisor/Charge Nurse
andfar the department director or superviscr must
conduct an immediate investigation of the
accident or incldent

b. The following data as it may apply must be

¢. "A completed Report of IncldentiAccidant
form must be submitted to the Director of Nursing
Services no later than 12 hours after the
ostUrrence of the accidant or incident.”
Therz was no evidence that the facility followed |
It's "Abuse Prevention Pragram” for timely

of unkrown saurce to the left faol either when the
tncident actually occurred or when the physician |
made the facility aware of the injury un 6:4/09, |

should ba classified ag an "injury of unknown
saurce when both of the following conditions are
met:

- Tha source of the injury was not ohserved by
any person or the suurce of the injury could not
ke explained by the resident; and

- The Injury is suspicious because of the axtent of
the injury or the lpcation of the injury {e.4., the

STATEMENT OF DEFICIENCIES (%1} FROVIDERMSUPPLIERICLA, £X2) MULTIPLE CONSTRUGTION [¥%3) BATE SURVEY
ANE PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
- B. WING
835040 e 07/24/2008
NAME OF FROVIDER GR EUPPLIER STREET ADDRESE, CITY. GTATE, ZIF CODE
DOUGLAS CARE CENTER. 1108 BIRCH STREET
DOUGLAS CARE CENTER, WY 32633
[Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES to FROVIDER'S ELAN OF CORRECTION is|
PREFIX (FACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIEYING INFORMATICN; TAg CROSE-REFERENGED TO THE APPROPRIATE DATE
: DEFICIENCY]
F 225| Continusd From pasge 6 F 225

FORM CMS-2567(02-855) Pravious Yersions Chaolete
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Printed: QB{12/2009

N4 23/2008 13:48 FAX 35382842 ¢ NOUGLAS CARE CENTHR i

DEPARTMENT OF HEALTH AMD HUMAN SERVICES - FORKM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB NG, 0835-0351
ETATEMENT OF DEFICIENCIES (Hi) PROVIDER/SUPPLIERICLIA (X2 MULTIFLE CONSTRUCTION A3] DATE SURVEY
AND PLAN OF CORRECTION IGENTHEICATION NUMBER: A, BUILDING COMPLETED
535040 B NG . 0712412009
NAME OF PROVIDER OR SUPPLIER T STREET ARDRESS, CITY, BTATE. 2P COBE
DOUGLAS CARE CENTER 1108 BIRCH STREET
DOUGLAS CARE CENTER, WY B2633
{X4] 1D SUMMARY STATEMENT OF GEFICIENCIES o PROVIDER'S PLAN OF CORRECTION . 1261
PREFIX - {EACH DEFICIENGY MUST BE PRECEDED BY FULL PHEFX [EACH GORRECTIVE ACTIGN SHOULD BE COKPLETION
TAD REGULATORY OR L5C IDENTIFYING [NFORMATICH) TG CRDSE-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
225 Comtinued-Fronmpeage 7 : 7 F225— 7 - -

injury Is located in &n anea not generally
vulnerabla to trauma) or the number of injurles
observed at one parficuiar point in time or the
incidence of injuries over time.

"immediately” means as soon as possibie, but
ought not exceed 24 hours after discavery of tha
incident, in the absence of 2 shorter state tima
fraime reguirement.]

[
: @, Dhservation with care 7/21/08 at 8:55 AM
identified the resident to have scahbbed areas to
the loes on the residant's left fool.

. o
f. Interviews with the DQtEand Nurse F confirmed
tha injury of unknown ofi{iiwas not investigated
timaly. Erag

5

The facility failed to ensl.i‘fe injuries of unknown
orlgin ware investigated timely.

F 241| 483.15(a) DIGNTTY F 241

5S=E .
Tha facility must promote care for residents in & The facility wiil promote care for
manner and in an environment that meintains or - rasidpeits in a marner and in an
sphances each resldent’s dignity and resnect in envirenmiant that malntalns or

fult recagnition of his or her individuality. enhances each resldents dignity &
nts dignity |

respect In full recagnition of his or

This Requirement is not met as evidenced by | her Individualiry.
Based on observation and staff interview, il was " .
determined that the facility failed to provide care
tor ane of 12 sample resldents (#11) and seven
supplemental residents (#23, #30, #31, #37, FAB,
' #15, and #32} in a manner which enhanced the |
' residents' self worth and individuality while they
were aating their meals in the dining room, using |
the bathroom locatad in their rooms, or
dlscussing their medical condition. The findings

included:

- 11, on 7/20/09 during facility initial tour an ; |

|
KX if confiruation ehoel Pege 8 of 137
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STATEMENT OF DEFICIERCIES #1] PROVIDER/SUPPLIERASLIA X2) MULTIPLE CONSTRU
ANA FLAN OF CORRECTION " IDENTIFICATION HUMBER; L_ B}U[LDING oTon {KBJES&E_E;F;‘EEY
535040 B WING 07/24{2009
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, GITY, STATE, ZIP CODE
DOUGLAS CARE CENTER 1106 BIRCH STREET
DOUGLAS CARE CENTER, WY 82533
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interview with resident #37 revealed that the _
bathroom door tid not clese propetly. The T .
resident stated "t is embarrassing when visitors . The bathroom door Jor resident
were in the recm snd his her rcommate was I #37 eloses propesdly,
using the bathrowm." Observatitn of the
bathrootn door verified that door did not fit the Resident #11 is respectad for hls
door frame properly and would not close. individuality and knowledge of his
2. On 7/21/09 2t 9:38 AM, during a medication candition. '
pass observalion of nurse {D) with nurse (&)
assisting, nurse (D) prepared and administered a | Residents sitting at one table wil I
- - | medication to resident #11. The medication was a]. |, - Served meals as closely together as -
Fentanyl patch. While nurse (D) appliad the J reasonable,
patch, the resident stated that he/sha had not 1
received hisfher morning insulin. The nurses (G | New clothing protectors will be in
and [} explained that the resident's Lantus insulin . place '
wag hgld because hisfher blood sugar was below ; ,_,' )
100 {was 93:’. The ms'[dent tﬂ‘ld thﬂ nursas thatga ML T T S M L S L e E L m s e h?.:
was not low far him/her and that the insulin had Staff will assist residentsinthe
naot been held before, The nurses insisted on the dining room with serving
resident having ancther finger stick blood sugar ] inm
done before he/she could recsive the Insulin N ﬁ": such as thermas and
| injection. The resident's blood sugar was 136. + Waler pitchers.
After the insulin was prepared, nurse {D)
administered the insulin, During this observation All staffwill be In servicedon
| the two nurses argued with resident who promoting resident dignity and
. indicated that he/she knew how hisfher disbetes culture change spproaches to the
worked. Thay continusd to tell the resident that :
insulin was atways held for a bloed sugar of 100, deiivery and care and services.
The resident's individuality and knowledge of .
histher sondition was not respectad. Staff ard residents wil be
. obsarved on daily rounds to :
3. On 7/22/09 5t 12:03 PM, in an interview with a | _ determine compliance. Results of _i
. | dietary staff member (X), the staff member was " dally rounds audits wiil be r
. asked about how the arder of the meel service i
was determined, Staff (X} stated that the nursing suh@lﬂed to CQl monthly for 1.
staff make that determination based cn who is year to datarmine continued e
raady to eat, campllance. G
4. Observations during the 7/2 #08 evening meal B/38f05

FORMK CMB-2667{02.99) Previous Varskons Obsolete
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and 7/22/09 noan meal services evidenced that
the fray cards wers placed putside of the kitchen
serving window. The stafl serving the meals to
the residents’ tables were selecting the tray cards
fur digtary to prepare.

5. On 7/21/09 during the evening meal, there
were four other residents (#23, #30, #31, and

| #37) seated at the same table as resident #28,
Resident #28 was served hisser meat at 5:12
PM. The other reslidents, three of whom were at
the table when resident #28 was served his/her
meal, were served between 5:23 PM and 5:26
PM {11 to 14 minutes after resident #28 was

served hister meal).

&. On 7/21/09 during the evening meal service
resldent #38 was observed seated in dining room.
The resident waited and watched the meal being
served o other rasidents. At 530 PM the first
tray was served to the more independent
resigants. The resident observed hisfher entlre
table served. As the next tray was served to the
next table, the resicient waved at staff asking
about histher tray. The resident was clearly
distraught. The resident was fold it would be
alang shortly, The next table was servesd
completely and room tray deliveries were started.
Al 5:47 PM, the resident again waved and ask the
sarne staff member about histher food. The staiff
member stated “Oh {ragident name) didn't you
get your tray?

The resident received hisfher tray at 5.40PM,

7. ©On 7422409 during the noon meal ohservations
{12:00 PM - 1.10 PM) revesled that the tray ,
service was slow. Initizlly there were severai staff i
assisting with the delivery of trays to residents.

As the higher leval of care residents were served
the staff providing feeding assistance would stap

FGRIA CM5-2567(02-99) Previous Verslons Obsaisle
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serving and begin individual assistance. The

mora independent residents wara served, last. l
Resident #15 was seated in the dining room at
his/har usuai place. At 12:59 PM resident #15
had not recelved histher tray. Al residents in the
dining room had been served and the dellvery of
: room trays began, The resident guickly left the

| table and went to the kitchen service area, spoke
with kitchen staff, and left the diring room. At
1:15 PM an interview with resident #15 in hisfher
reom revealed, the resident to be visibly upset
hafzhe stzted, "This is tha third tima that T have
been pasged over in the dining room."

8 On 7/21/09 and 7/22/09, during meal services |
all residents were provided clothing protectors

! during meal sarvice, The clothing protectors

were ohzerved to be wel worn causing the Velcro |
attschments not ta work properly. Many residents
wers observed throughout the meals adjusting
and re-applying the clething protectors, as they
wauld frequently glip off.

' g, On 7422/00, during the noon maal service

| resident #20 was observed bying to pour coffee
from a thetmos. The themmos was large,
awkward and too heavy for the resident fo lift and
handie. The residant gave up trylng again a few
moments later, Another resident sitting next to
resident #39 struggled to assist. The lid to the
thermos was unscrewsd and a very small amaunt
of eoffes (approximately one swallow) was
poured into a cup. The resident continued trying

- to pour more coffee, eventually removing the
“thermos lid entirely, exposing the hot coffee.,
This sutveyor reguested immediate agsistance
from staff. Several residents ak other tables weare
nhserved to have simllar issues with the coffee

thermos or the water pitcher.
4B3.15{e){1) ACCOMMODATION OF NEEDS

—EET

F 248
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preferences, except when the health of safety of |
the individual ot other residents would be

r endangered.

This Requirement is not met as evidenced by
Based on observation and resident and family
interview, it was determined that the facility falkad
ta accommadate the individual positioning needs
of three supplermnental residents (#28, #27, and
: #32) when seating thesa tagidents al tables which
' were tao high for them and#iled to answer cafl
lights in order to meet the-igeds of the residents. |
f

The findings included: -

1. On 712108 during obaervation of the svening
meal, residents #28 and #27 were seated at
tables where the Tesidents had to reach up and
onto the tables to access their food. The table
hetght was equal with their upper chest. Resident .
#28 consumed approximatety 15 % of hisfhar |
faod and a small amount of liquids.

2. On 712209 during observation of the noon
meal, resident #27 and #32 wers posttioned at

{ tables where they had to reach up and onto the

! tables tb access their food. Resident #32 was
also observed to 'ean backward In higfher
wheelchair, making it difficult to reach the food on

the table,

3. On 7/21/09 at 3:50 PM, during the Resident
Group interview it was revealed that the rasponse

"to call lights can lake a “nretiy long time”,

STATEMENT OF DEFICIEMCIES S PROVIDER{SUPPLIERAGLIA {35 MULTIELE CONSTRUCTION (33 DATE BURVEY
AND PLAN OF CORRECTION IBEMTIFICATION NUMBER: A BUILDING CUWPLETED
535040 B VG .. 0712412008
MAME OF PROVIDER DR SUPPLIER STREET ADDRESS, 7Y, STATE, 2IP CONE
DOUGLAS CARE GENTER © 1108 BIRCH STREET
DOUGLAS CARE CENTER, WY 82633
(Xd} 1D SUKIAARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION i)
PRETIX fEACH DEFICIENCY MUST BE PRECEDED BY FULL FREFX | [EAGH CORREGTIVE AGTION SHOULD BE WP*LP;FEE“W
TAG REGULATORY DR LSG |DENTIFYING INFORMATION} TAG | CROSS-REFERENGED TO THE APFROFRIATE
: I ' ! DEFICIEMGCY)
F 246| Continued From page 11 F 246 R :
55=F ' e — _rrss.vud_u_L R
A residant has the right to reside and receive . The-faclity witt sccammodate
servicas in the facility with reasenable © iadividual positioning reads:for
! aceommadations of Individual needs and | speidents-seated n the dining

reer and answer call lights n
ordier to meat the residens’ Il_‘ r
| neads. ¥

' Residents #28 and #27 are seated |
i at tables appropriate ta thelr
reach,

Resldent #32 1s positinned in kis
wheelchair so he can access his
foad,

The occupatlonat therapy
departrment will shserve a resident
meal to determing if additional
res/dents have positioning needs,

Cal lights will be audited once 3
week on all thres shifts 1o
detarmine compliance. Call light
audits will be reported to C0J .
srionthly for 80 days to determing ‘ {_EEEE /00
continuad compliance. L

i

1) I
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I famity frequently visits with the resident and that

| one hour,

. for the residents. The findings included: ;
(1. On 7/20/09 at 3:00 PM during the facility initiai |

| 7422409 the following obgervations were made:

Continued From page 12

"Sometimes an hour." Five of six residents
atiending the inerviow agreed that responss to
call lights is slow. .

4. On 7/21/08 at 8:30 AM, an interview with &
family member for a resident revealed that the

on several occasions they have phserved that call
Hgits are not answered in a timely basis. The i
interview further revealed Lhaf on one occasian |’
the call light was observed by another family _
mamber o have gone unanswered for more than .

482 15(hj2; HOUSEKEEPINGHU‘!AINT_EMANGE

The facility must provide housskeeping and
maintenance services necessary {o maintain a
sanitary, arderfy, and comfortabie interior,

This Requiremant is not met as evidenced by:
Based on obsarvation and staff interview, il was
determined that the facility failed to provide
rmairntenance/housekeeplng services to ensure a
comfortable, arderly, and cleanable environment |

tour and during the environmental during an

a, Resident rooms 5, 8, and 14 were observed to
have yellow staing in the bathvoom at the edge of
the flocr tiles and surraukding the base of the
totlet, .

b, Several resident roome 1, 2, 4, and &, ware

F 245

The fuillity will provide

rraintenance and housekeeplhg
senvices for dean and cormfortable

erviFanment.

Rooms for residents 45, B and 14

will have the bathraom fioo

stripped and waxed. All resident
bathrooms will be abserved to

determine sdditienal floors

reading stripping and wasing.

Reom furnishlng [table tops

peen cleaning, reglued or covered |, .k

with 8 claanable surface.

Bathroom daors for residen

and #14 have bean adjusted for Sl

oroper pperation. Bathroom doors | ; o

1+ forall residents have baen| '
. atand agjustment made If

camﬁﬁ’mn
I,ILD FE‘ I 7R

-3

} has |

L i BN b |I

ookad [ |

FORM CMS-Z567(02-29) Previous Vershs Ohsalete

observed to have furnishings {bedside tables, g \
nightstands, and common fables) that were worn AECEssary. RS E
and had non-cleanable surfaces. iy b i
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c. Resident rooms 4 and 14 were identified by
residents and confirmed through cbeervation o |
have a bathraom doors that did not fit inside the
door jam Gausing the door nat {o close
completely.

d. Resident room 5 vwas observed to have
curiains unhooked and hanging down fram the
curtain rod,

&, Several Resident oom 5, 7, 11, 18, 18, 24,
and 25 wera observed to have oxygen
cancentrator filters that ware dirty. The filkers
contained large amounts of fine powdered dust.
Dust was observed to come off the filter when

| removed by Staff (F),

f. Regidant raom 114 was observed to have bed
sheets thaf were stzined brown and a reciinar
was stained brown in the front,

' g. Resigent rooms 4, 14, and 15 were ohserved
to have damaged window blinds,

'h. Resident room 9 was observed to have &
broken handicap toilet seat.

i. Resident room 7 was absarved o have a ;
freestanding fan with a proleciive cage that was
+ covered with dust.

. Several Resident rooms 5 2 11 and 22 ware
abserved to have a large area above the light

. switch at that were missing wallpaper and
wallboard.

t | The hallway carpat near lhe Wormen's Lounge
and building exit was observed to be slained.

J

5

i

.| #5°s room has been fxed.

:"'f‘ftq: coriains In all reams have been
" revlewed and fixed as necessary.

" The oxygen company has agreed to
" a woakly echedule for replacing
" filters on the concentrators,

Window biinds for resident rooms .
44, #14 and #15 have been :
replaced. Houseleeplng wil!

j menttor the conditlon of blinds
* durlng dally ¢cleaning and notlfy

maintenance for needed
replacament,

Rasident #2 tollet seat hayve been ;

~ fixed.

Reoms for residents &5, 9,

22 wera textumd and paintel, _
The rectiner s resident #11's pom 1o -

have been cleaned and the betd |
sheats are cleaned. - e
3,5.!% i o '_J_.f
All carpets biave been shampoogd 'H?glv b Tl
i SR

on a bi- weekly basis with & chedh [ _
off sheot to document completion, NN [
Carpets will be professipnally

cleaned at least annually.

All free standing fans have boen

cleaned. A deep cleaning

stheditled for fans has been i

deugfuped,_ _
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| revealed the kacility had suffered a power loss

1 fights. CNAs at the nurses’ station expressed
+ confusian as to whether the resident was actually

" observations revealed the following issues:

i. Resident room 16 had very dirty carpet, the
vanily area was soiled and there was food laying |
on the vanily.

mt. Al the raar exterlor of the building an ocpen
cabla box was observed o have a rodent's nest
Anintervlew with fhe (CM3) Corporate

i Maintenance Consyltant revealad that the cable
box contained & squirrel’s nest. An interview
during the intigl tour with the Acting Administrator |

- due to squlrrels biting the electrical wiring.

n. The entrance to the facility was obsarved fo
have worn carpet that was loose and puliing away
| from the carpet tacking causing s pctenhal trip
hazard.

o Tha call light for Resident room 19 was
cbserved to be an frequently and would often light
up at the same time as other resident roam call

necding assistance or was the light faulty.

2. During the ehvironmental four on 7/22/09 from
2:50 PM to 4:00 PM with the CMC, Housekeeping
Supearvisor, and Acting Administrator present,

a. Room § had two windows. Under sach window
there was walt damage noted. The wall boaird
was lonse and cracked from the base of the |

- window to the baseboard hesting unit on the floor. |
' The CMC checked the areas and dascribed it as |

water damage fn::m ihe windr::-ws The area was .‘

up of n mildew or mold.

b, & check of the beauty shop found the

DOUGLAS CARE CENTER 1108 BIRCH STREET
DOUGLAS CARE CENTER, WY 42833
XAy 1D SUMRARY STATEMENT OF DEFICIENGIES | L] | PROVIDER'E FLAN O CORRECTION (35]
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE gngw SHOULE BE o
TG HEGULATORY OR LEC IBENTIFYING INFORMATICON) THE, m:map RIGTE
F 253| Continued From pape 14 T
L

The exterlor cahlé bux area hgs | |
Hiaen cleaned and the box screwed H

shut,

Exterior carpet will he

tive entrance to the bullding,

fined.

The damaged aress under the ,*i‘
windaws in resident #5°s room hes Il"
been ramoved, repteced, tapad

and painted,.

The beauty shop has heen gleansed, "
THls area has been added to the
daity housekeeping check list,

The ventllation duct in the wast
hall has bean cleaned.

The window wells have beep

cleanad.

Tha call light for resident #14 | |

replacedat | -

H
i.
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The facility must conduct initially and periodically
a comprehensive, accurate, standardized
raproducible assessment of ¢ach resident's
functional capacity.

| A facility must make a comprehensive )
| assessment of a resident's needs, using the RAL |
: gpecified by the State, The assessmentmust -
include at ieast the following:
Identification and demographic information;
| Customary routine:

cemprehensive assessrments thet
are acrurate, complete and slpned
tn accordance with ferfera)
plidelines. Care plans will be
cempleted within 7 days of the
resicdent assessment. RAP

surn marles wik be completed with
lacatian of infermation used to :
complate the resident assessmeant,

DOUGLAS CARE CENTER 1108 BIRCH STREET
pOUGLAS CARE CENTER, WY 82633
Kapn SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER & BLAN OF CORRECTION 1X5)
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F 253] Continued Fram page 15 F26357 1, o ., S
basshoard heat vents had a build-up of har dust 'M steffwill be i serviced on
and debris and were in head of cleaning. ffﬂml!'ﬂﬂun of maintenance work
! raguests when need repairs app
l c. The hausaekeeping cloget on the west hall was | Spotted by staf. Housekaeping
noted to have a comer floor sink. The wall on the
|2 Wil maintaln daily check off sheet
left when entering the room, by the floor sink was - ;ﬁ ' o
damaged. The bassboard was pulled away from (if4 todocument completed tasks. g
the wall (approximate 2 fool area) with cracked | a: rl| Dally walking rounds will be ’
dry wall visible behind the loose baseboard. The | campleted to determine [
flooring was also chipped, gouged, and worn 1
away leaving an uncleanabla surface. ::::r piance with housekeeping and
Mienence issues, Resuits of
d. The ventilation ductidenttfed on the ceiling in . rowmds wilt be reviewed manthly at
: the west hall was in need of cleaning. i | Cvto deterrine continued
The vent was identified as being from the swamp f complance. 8/28/09
cooler bringlng in coal air. The vent was . o
discolorad with dust hanging on portians of the J Ko
vent and surrounding ceiling. : | '
a. During a check of the outside of the buitding s
window wells were noted to hava gratad covers, :
However, the window wells wers noted lo have a IL
build-up of leaves and debris and were in need of :
clzaning. The CMC reported that the cleaning of I
| tha window wells wae on the routine maintenanne ;
list 2nd needed o be done. : i
F 272| 483.20, 483.20{b} COMFREHENSNE F 272 i
§5=n| ASSESSMENTS i The tacillty will complete

-nafAGaEDn shart Page 16 of 127
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Printed. 08/12/2009
DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED
CENTERS FOR MEDICARE B MEDICAID SERVICES OME NO: 08938-0391
STATEMENT OF DEFICIENCIES [#1}) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION (¥3) DATE SURVEY
AND PLAN GF CORREGTION {DENTIFICATION MUMBER: A BUILOING COMFLETRD
535040 B VING — 07/24/2009
MAME OF PROVIDER OR SUIPPLIER STREET ADDRESS, CITY, STATE, ZIF CORE
DOUGLAS CARE CENTER 108 BIRCH STREET
_ DOUGLAS CARE CENTER, WY 82633
(Hd) 1o T | SUMMARY STATUMENT OF DEFICIENGIES ' o FROVIDER'S PLAN DF CORRECTION )
FREFX (EACH DEFICIENTY MUST BE PREGEDED HY FULL PREF|X {EACH DORRECTIVE ACYION SHOULD BE m’-‘[';'pﬂ It
TAG REGULATORY GR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENGED TO THE APPROPRIATE '
| DEFICIEMGY)
¥ 272| Continued From page 168 F 27z )
COQ r“t“lre pﬂﬂ&fﬁﬁ; w';n_wu- > -.L'-.-;—.':-.-:-rl.;é'-.':'.=.'—_-5\...—r.'::;.' £ '.;_.:'LI:':J':.-. “.‘.'.:'n.
. Slm_'nmumcatmn; - -1 The Direstor af-Nursing Services IF
iZioH; e : . |
| Mood aind behavior pattams; il hasin Seruiced the MDS Nurie on
Psychesocial wail-being; . Bceyratefcomplete assessments |-
Physical functioning and structural problems;  inclhrding RAPS and RAP v
Continencs, | summaries. Inserviced on timely
Disease diagnosis and heaith conditions; ' care plans
Dental and nutritional status:” )
Skin conditions; : . .
! Activity pursuit . Facillty wiil complete and audit of
Medicatians; _ : _ all assesstment and care plan due
i Sparial treatments and procedures; dates for all residents of the factlity
Discharge pntent;al; 0 . and ghsure accurete and timely
Documentation of summary information regarding | . complation, Director of N
the additional assessment performed through the ' I P in. dits fo ursing
resident assessment protocols; and will complete sudits for accurate
Documentation of participation in assessment. signature dates of the
assessments. Audits will be

| . . _ completed weakly to determing
This Requirement fs not met as evidencad by i d t

i Based on record review and slaff interview, it was compliance: and report to OO0
determined that fhe facility failed to accurately monthly for 90 duys to determine

| complete the Resident Assessment instrument | continved compliance, then . L. _
{RAI) as specified and required for thres of 12 " gquarterly for the year. f ' E B/28/08
sample residents (#4, #3, and #7}. The findings | : o . '

| included:

| 1. Review of resident #4's BA/09 significant
change Minimum Data Set {(MDS) assessment
evidenced that the assessment was completed
an #6/02. The care plan was not completed until
P BI27/08 (21 days after the assessment),

| 2. Review of resident #3's 4{10/09 quarierty MDS
aszessment evealed that the Reaistered Nurss
{RN) coordinglor signed the assessment,
indicating that it was complele. Review of this
assegsment evidenced thal sections K (weight

:and height), M, P, and Q were not completed. !

| .
SRR CMS-Z2557 (02-08) Pravious Yersions Obaokte 2K¥E 1 It coatl-uation sheat Fage 17 of 137
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DEPARTMENT OF HEALTH AND HUMN SERVICES
CENTERS FOR MEDICARE & MERICAID SERVICES

! POUGLAS CARE CUNTER |

LIk

Printgd: 08/12/2008
FORM APFROVED
OMB NO. 0938-0391

AND PLAN

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA

OF CORRECTHIN IDENTIFICATHON KLIMBER:

$36040

(X2 MULTIPLE GONSTRUCTION
&, BUILDING
B, WING

(X3 DATE SURVEY
COMPLETED

0712412008

NAME O PROVIDER OR SUPPLIER
DOUGLAS CARE CENTER. .

STREET ADDRESS, CITY, ETATE, ZiF CODE

1108 BIRCH STREET
DOUGLAS CARE CENTER, WY 82833

(XA 1D
PREF[X
TAS

BUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENGY MUST BE PRECEDED B FULL
AEGULATORY OR LSC MENTIFYING INFORMA TIOMN)

1D PROVIBER'S P1AN QOF CORRECTION
FREFIX, {EACH CORREGTIVE ACTION SHOULD BE
TAS CROSS-REFEAENCED TO THE APPROFRIATE

OEFIGIENGY]

T
COMPLETICN
OATE

F 272

F 278
55=D

Continued From pags 17

Revisw of the resident's RAP Bummary Raport
for the 10/15/08 initial MDS assessment
evidenced that the spacific locatlon angfor date of
the information vsed for the sssassment was not
listed on the form.

: 3, Review of resident #7's 2/22/08 annual MDS

assessment revealed thet the staff completing the
assessmen signad off on the assessment on
3/0/09 (15 days after the assessment was signed
by the RN Coordinater as compleled).

Review of the resident's RAP. Summary Report
for the 4/21/09 significantZRenge MDS
assessment evidenced thaidhe specific locatian
andfor date of the informatieis used for the
assessment was not fisted &n the farm.

Additionally, there was no RAP Summary Rsport
found for the 2{22/08 annual MDS assessment,

On 72208 at 3:27 PM, tha MDS Coordinatar
verified that there was no Summary form (for the
2/09 assessmeant} in the resident's record.

Reviaw of the resident’s 4/28/08 significant
change MDS assessment evidenced that the

plan was not completed until 520/04 {22 days
after the assessment).

483.20(g) - () RESIDENT ASSESSMENT

The assessment must accurately reflect the
resident's status,

A ragisterad nurse must conduct or coordinate
gach assessment with the appropriate

4

| participation of health professionafs,

assessment was completad on 4/28/03. The care |

Far2

F 278 J MES nurse hes completed rew full
- RS geaessrments for residents #5

t
. B #8 that is aceurate and

. tomplete, Dther MDS zssessments
- | willbe complete and accurate #t
‘ " their next scheduled assessment.
:

':'L!j_:"t'- o

FORM CMS-2507(02-80) Previous Yersions Obaclele

TKYHAT
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DEPARTMENT OF HEALTH AND HUMy,, - SERVICES

DOUGLAS CARE CENTER
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Pented: OBf12/2008
FORM APPROVED
OM8B NO. 09358-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENWT OF DEFICIENCIES [X1) PROVIGER/SUPPLIERICLIA {Xa) MULTIPLE CONSTRUCTION (X3 DATE SURVEY

AND PLAN OF CORRECTION IBENTIFICATION MUIMEER: A BUILDING COMPLETED
535040 8. e 0712412009

WNAME CF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, 5TATE, ZIF COOE

DOUGLAS CARE CENTER 1108 BIRCH STREET
DOUGLAS CARE CENTER, WY B2632

F 278| Continued From page 18
A registered nurse must sign and certify that the
|| assessment is completed,

Esct indlvidual whs completes & portion of the
assessment must sign and eedtily the accuracy of
that portion of the assessment.

Under Medfcare and Medicaid, an individugl who
williully and knowingly certifies a materlal and
talse statement ih a rasident assessment is
subject to a civil money penalty of not mare than
§1,000 for each agsessment; or an individual who
| willfully ang knawingly causes another indivigal
to certify a materiat and false statemertin &
resident assessment is subjest 16 a civil mengy
penalty of not more than $5,000 for each
assessment

Clinical disagreemant dees not constitute A
materizal and false statermneant.

This Reguirement. is not met as evidenced by:
Based on observation, record review, and staff
interview, it was determinad tha! the facilily failed
o accurately assess two of 12 sample residents
{#5 and #8). These residents' Minimum Data Set
(MDS) assessments did not contain acourate
infarmatian for the residents at the time the
assessment was compleled. The findings
included:

J, Residant #&8's medical record review revesalsd
the resident was admitted to the facility on
10/209/99 wilth diagnoses which included: CHF
{cangestive haart failure), heart disease,
hypertanzion, dementia, pstevarthrosis, RA
{rheumgatoid arthritis), anxiety and fractured
fermur.

{34 1D SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION .
FREFIX, (EACH DEFICENCY MUST BE PRECEQED BY FULL PREFX {EACH CORRECTIVE ACTIGN SHOULE BE CDMDMFE“D"
TAS REGULATORY OR LEC IDEMTIFYING [NFORMATION) Tags CROS5-REFERENGED TO THE AFFROPRIATE
DEFICIEMCY)
- | PR
F 278

t.

- MDS nurse on Importance of I

" pamputer ertry, and correct time

! reported to CQI monthily for 90
- days and quarter thareafter to

Diractor of Nursing wili [n-service

accurate assessments, thecking
far accuracy ant completion after

frames for slgnatures.

Director of Nursing wi! compiete :
weakly audits to determine |
compllance. Audlts will be :

determine continued compliance, af 2808

“ORK CMS-2S67I02-40) Previous Varslons Ohealalo
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DOOGLAS

CARE CENTER ' Hoos
. - Printed: 08/12/2005

DEPARTMENT OF HEALTHANE  SMAN SERVICES - FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938 0391
STATEMENT OF DEFICIENT
AND PLAN OF CORRECTION | IDENTIPeATON NUNER o STRUCTION ) CoMmETED |
535040 B. WING e 07/24/200%

NAME OF PROVIGER GR SUPFLIER

STREET ADDRESS, CITY, STATE. ZIP CODE
1108 BIRCH STREET

a. Revigw of the quartery MDS sssessment
dated 10/18/08 the resident was identified as
having limitatlons in ROM (range of motion). The
section of G4 was coded as 2-1 ( ROM limitation
on both sidesfvoluntary movement partial lass) for
ams, hands, lags, foot and other,

b. Review of the annua! MDS assessment dated
3{28/08 identified G4. as.1-1 (ROM Limitation on
one slde/partial loss),

¢. Review of the significant changa MDS
assessment datad 6/3/02 klentified the reaident
as having no limitations in ROM. The significant
change szsessment was duea to skin breakdown
and decline in the resident’s condition. The MDS
assessment also idenlified the resident as having

Tubetculosis.

d. Interview with Nurse (F) on 7/21/08 confinmed
that the resident’s MDS assesament was not

" | acturats. She reported the: resident did have

limitations in ROM, did not have Tuberculosis,
and was recently treated with iV {intravencus)
anlibiotics for a resistant E coli UTT (urinary tract

“infection).

2. Resident #8's medical record review reveaied
the resident was admitted to the facility on

| 3129/09 with diagnoses which includeg:

Alzheimer's disease, hyperension, senile

; demeantia, ostecporesis, arthhitls, and anxiety,

8 On 7720000 at 3:70 PM, on inifial tour of the
facility with Nurss {F), resident #8 was identified
as being on Hospice Care and was cbsorved to
hiave leg confractures. Siaff reported the resident
had skin breakdown bahind the right knaa due to
conlractures.

DAUGLAS CARE CENTER
DOUGLAS CARE CENTER, WY 826313
(%4} 0 SUMMARY STATEMENT OF DEFICIENGIES i ID PROVIDER'S PLAN OF CORRECTION (X}
BREFX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE CORPLETION
TAG REGULATORY DR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
F 278| Continued From page 19 F 278 '

“ORM CME.ZEEF(02-94) Pravious Virslons Obsclsle
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FORM APPROVED

DEPARTMENT OF HEALTH AND HYw.  'SERVICES :
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NG, 0928-0391

STATEMEWT OF DEFIGIENGIES  [1X1) PROVIDER/SUPPLIERICLIA
ARND PLAN OF CORRECTION IZENTIFICATICIN NUMBER: A BUILDING

535040 B WiNG

(#2) MULTIFLE COMSTRLUICTHON [#3} DATE SLIRVEY
COMPLETED

0712412009

MAME QF PROVIDER OR SUPPLIER ETREET ADDRERS, CITY, STAYE, ZIP CODE

DOUGLAS CARE CENTER 1108 BIRCH STREET
DGUGLAS CARE CENTER, WY 52633

£y 12 SUMMARY STATEMENT OF DEFICIFNGIES o PROVFIER'S PLAN OF CORRECTION fRE)
PREFIX {EACH UEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LEG IDENTIFYWNG IMFORMATION} TAG cnuss-aEFEﬂEggFErg JE?I E%E APPROPRIATE

F278] Continued From pags 20 F 278

b. Review of the MDS assessment dated 1/27/08 . ‘
revealed the resident was assessad as having
(5.4} Functional limitations in range of motfon of
2-1 {ROM Imitatiorn on both sidesivaluntary
movemant partial loss) for arms, hands, legs, foot
and other.

. Raview of the quartarly MDS asssssmant
dated 420/09 did aot accurately reflect the !
ragident's slatus for G.4 Functional limitations in
range of mation. All arsas were marked as zero
{meaning no {imitation).

. Review of the significant change MDS

assessment datad 6/3/09 idantified the resident
having 1-1 {(ROM Limitation on one sida/partial 3
| loss). Howewver, the residant was abserved o 1
heve severe leg contractures and limitatfons in

ROM.

f Interview with Nurse {F) on 7/21/02 confirmed
the MDS assessments for resident #8 was not

! accurate. Nurse {F} reparted that problems with i
accuracy of the MDS assessments were
identified by the facility and changes were mads. |
Nurse F reported she was now the RN ' :
Assessment Coordinator and had started doing :
the agsessments in June 2008,

The facility failed to ensure that the resident’s
ROM was accurately assassed and documented
in the residant's MDS agsessment. '

F 280/ 483.20(d}(3), 483.10(k){2) COMPREHENSIVE F 280
SS=E| CAREPLANS Tha faeltizy will have accurate care
plers for resklents that are
ypdated as resident conditlons

The resident has the right, unless adjudgesd
incompetent ar otherwisa found to be )
Incapacitated under the iaws of the State, ta : =hangs.
participale in pianning care and featment or

changes in care and treatment. |

FORM CMS-2567(02-9% Previous Varsions Obsolate IKYHY K eoniinuation sheot Fage 21 of 137
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DEPARTMENT OF HEALTH AND.  JMAN SERVICES

DOUGLAS CARE CLENTER

Aol
(. T Frinled: 08H 242008
‘ FORM APPROVED
OMB NO. DB38-0351

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIEMCHES (X1} PROVIDER/SUPPLIERICLIG {22 MULTIFLE CONSTRLUCTICN (K3) DATE BURVEY

AMND PLAN QOF CORRECTION IDENTIFACATMON NUMBER: A, BUILDING COMPLETED
535040 BLWING . 0712412009

NAME OF FROVIDER OR SUPPLIER

ETREEY ADDREHS, CITY, STATE, ZIP CODE

DOUGLAS CARE CENTER, 1108 BIRCH 5TREET
' ODUGLAS CARE CENTER, WY 82633

{Xdd 1D SUMIMARY ETATEMENT OF DEFICIENCIES o | FROVIOER'S FLAN OF CORRECTION i)
PREFIX {EACH BEFICIENCY MUET BE PRECCDED BY FULL, PREFIX [EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OF LSC IDENTIEYING INFORMATION} TAG CROSS REFERENCED TO THE AFFROPRIATE DATE
BEFICIENGY) :

F 2807 Confinued From page 21

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment, prepared by an
interdisciplinary team, that includes the attending
| physician, a registered nurse with responsibility
 for the resident, and other appropriate staff in
disciplines as determined by the resident's necds,
.| and, to the extent practicable, the participation of
the resident, the resident's family or tha resident's
legal representative; and periodically reviewead
and revised by a team of qualfied persons after
each sssessment,

This Requirement |s not met as evidenced by
Basad an chseryvation, record review, and staff
Interview, it was determined that the facildy failed
to update the care plans in & imely manner for
seven of 12 sampla residents (84, #9, #3, #7, #5,
#B, and #6} as their individual needs changed.

| The findihgs inclueded.

1. Record reviaw for rasident #4 revealed that the
resicdent was admitled 1/23/08 with diagnoses
that includad bipolar, manic depression, siroke,

breast cancer, congestive hear failure, and pain.

a. Review of the resident’s 5/6/08 significant
change Minimum Data Set (MDS) assessmant
cvidenced that the resident was assessed to

. nead extensive assistance with bed mobility,
transfer, and eating and total assistance with
toilet Lse and bathing.

F2ea |- .-

v far autrition.

for drug reslstance and skin care.

ﬁesident ] care pléﬁ is updﬁtné o

Resident #3 care plan I updated
tor drug resistance,

] Resident §7 has expirad.

Resitlent #5 eare plan Is updeted .

© fesldent 8 care planis updated
-~ for deug resistance and skin care.

. Resldent ¥6 has explred. |

Amedysis Hospice and thair
medica! director has been notified
" of this defldency and the need far
thelr prompt particlpation in
updating their care plan and
ensuring that an integrated plan of
Lare axisis.

DT team has been in serviced on
cormnpiettan of acourate care plans.
Audits will be completed weelkly to
determing campllance, Audits will
he reported monthfy to COJ for 1
year to determine continued

FORM CMS-2567(02.-99) Previous Yeraions Obanlele

compliance.
b. Review of the facility's weight tracking form [
evidenced that the followlng weights {In pounds) ;
for this resident; wie; Bf2BJ09
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Printed: 08/12/2009

FORM APPROVED
OMB 8O. 0836-0281

STATEMENT OF DEFICIENCIES

Kt PROVIDERISUPPLIERICE LY

{%2) MULTIPLE CONSTRUGTION.

(%3) DATE SURVEY
COMPLETED

AMD PLAK OF CORREGTIAN IDENTIFICATION NUMBER: A BUILDING
B WING
535640 O7/24/2008
MAME OF PROVIDER OR SUPALIER STREET ADURESS, QITY, S8TATE, ZIP CODE
OOUGLAS CARE CENTER 1108 BIRCH STREET
DOUGLAS CARE CENTER, WY 82633
124510 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN. OF CORRECTION [T
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 5Y FULL PREF[X (BACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION] TAG CROS3-REFERENCED TO THE AREROPRIATE DATE
DEFICIENGY)
F 280

F EED| Continued From paQa 22

7108 - 146
8/08 - 147
D0 - 148
10/08 - 142
| 1108 - 141
12/08 - 133
109 - 132
2/08 - 130
3169 - 129
408 - 127
502 - 125
6108 - 125.1
7/09 - 1214,

¢. Review of the resident's meal (tray) card
evidenced that the resident was o receive a
regular diet with a texture of regular, ground, or

puread and fortified foods, Helshe was to be
given & ounces of fortifled milk and hot chooglate

at gach meal.

| d. Review of the resideni’s physician orders
evidenced sn order dated 5/28/09 for a
supplemant, Mad Pass 80 cc {cubic centlimeters)

i three times a day.

| &. Review of the resient's cars plan revealed

that the plan for waight lass included Med pass
30 ec three times a day and pureed
dietthickened liquids. The care plan was not
updated to show the resident's current
supplement end current texture of food {per

resident request).

f. Review of the resident's physician progress
nofes and licensed nurses notes dated 6/20/06
and 6/21/08 revealed that the resident
experienced two falls on 6/20/09. The resident
want to the hospital for paim in hisfhar left arm,

J

If eenhfinuetion sheel Page 23 of 137
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( ( Printert: 08/12/2008
DEPARTMENT OF HEALTH AN+ JMAN SERVICES FORM APPROVED
, OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES (X1) PROVIDERISUPPLIER/CLIA (12} MULTTRLE CONSTRUCTION (%3] DATE SURVEY
AND PLAM OF CORRECTION IBENTIFICATION NUMBER: A BULDING COMPLETED
B8, WING
535040 " 07/24/2009
NAME (F FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GORE -
DOUGLAS CARE CENTER 1108 BIRCH STREET
DOUGLAS CARE CENTER, WY 82633
o | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORREGTION {45
FREFiX (FACH DEFICIENGY MUST BE PRECEDED BY FLLL i PREFX | - {EACH CORREUTIVE ACTION SHOULD BE WM;}TFE”UN
TAG REGULATORY OR LBC IDENTWYING JNFORMATION) TG CROSS-REFERENCED TD THE APPROPRIATE
: DEFICIENCY)
[ F 280| Continued From page 23 FZep

The x-rays verified that there was a fracture.

g. Review of the resident’s care plan evidenced a
problem of “petentlal for injury from falls, related
to hiztory of falls, diumtics, and corohary artery
disease". This plan was last updated on 5A27/08,
prior to the twe falis on 6/2Q/08, There was no
avidenoce that the care plan was changed or

| updated after the falis with the resident sustaining

g fracture.

2. Record review for resfdent #5 revealed that the
residant was re-admittad fo the fagility on 5/9/08
after a hospitallzation with diagnoses that
included fractuired hip andJgtal impaction/mega
colon, :

a. Review of the regident's physician orders
revealed an orier dated 6/12/06 for & weekly

| weight.
b. Review of the resident's care plan revealed a

problem for wt Inssfdeh;.rdratinn with an approach |
of weigh monthly and record.

The facitity failed to update the care plan for this
resident who was fagility assessed to be
nutritionally at risk. Refer to F325 for datails of

Frutritional risk.

3. Record review for resident #3 revealed that the !
resident was admitted with diagnoses that i
included congestive heart faiiure, stroke, chronlc
I urinary tract infections, and low blood pressure.

a. Review of the resldent's 64 0/08 urine culture !
{aboratory report evidenced that the resldent had :
Ezcherichia coli {E. cali) which was drug
resistant.

H poqblnuation shedt Pegae 24 of 137
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DOUGLAS CARE CENTER

@oL4
Printed: 08M2/2009

DEPARTMENT OF HEALTH AND HUM.  SERVICES . FORM APPROVED
CENTERS FOR MECICARE & MEDICAID SERVICES OME NO. 09380391
STATEMENT OF DEFICIBNCIES (1) PROVIDER/EUFPLIERICLLA {23 MULTIPLE COMSTRUECTION (X3 DATE SURVEY
AND PLAN OF CONRECTICN IDENYIFICATION MIUMBER: A, BUILHRG CGMPLETED
£, VaNG
635040 VNG 07/24/2008
MAME OF FROVIGER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIF CODE
DOUGLAS CARE CENTER 1104 BIRCH STREE¥
DOUGLAS CARE CENTER, WY 82633
[4} 1D BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION | {KE}
PREEIX {EAGH DEFICIENGY MUST BE PRECEDED BY FuLL FREFIX [EACH CORREGTIVE ACTION SHUOULD BE : GUMDF‘;-FL“N
TAG AEGULATGRY OR LEC IDENTIFYING RFORMATION; TAG GROSE-REFERENCED TG THE APPROPRIATE -i
F 280, Continued From page 24 F 280 ;
b. Review of the resident's care plan revealed
that a proiern of “potential for Infection™ with
approaches o prevent infection. This care plan

| On 12/19/08 there was telephone order for the

was noted {0 have been updaled on 7/22/09 but
did not fnclude evidence that the resident had had
drug resistant E. Coll or any precautions that
wolld have been instituted.

4. Record review for resident #7 revealed that
the resldent had diagnoses that included aphasia,
congestive heart fallure, heart altack,
ostacporosis, urinary tract infections, depresalﬂn
and strake.

2. Review of the resident’s 4/28/09 significant
change MDS assessment evidenced that the

resident was independent with all activities of i

daily living {ADLs) except bathing, for which the
resident’s requirad extensive assistance.

b. Reviaw of the residant's physician orders
revedied that fhe regigent was fo receive s
reqular diet consistency as tolerated, fortified diet.

resident to raceive a fortifled diet and Med Pass
or sfmitar 90 ml {miliilters) three times & day for

weight koss.

c. Review of the Tacllity's weight tracking farm
evidenced that the futrnmng walghls {in pounds)
for this resident:

7108 - 153
8/08 - 155
9/08 - 154
t0/08 - 152
11/08 - 154

12408 - 145 P

1408 - 148
209 - 152

1‘
;
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Prired: 08/12/2008
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d. Review of the ragident's care plan evidenced
that the £/21/09 problem of "potential for further
weighi loss BT {related o} dacling in condition”
included approaches of fortifled food program,
Med pass 30 ce three times a day, and mnnltcrr
and record weight every month.

Tha facility falled to update the care gian for this
| resident who was facllity assessed to be
nutritfonally at risk. Refer io F325 fof detaits of

5. During the review of the infection control
program and review of resitdents’ rmedical

nufritional riek. |

records, residents were idenfified 2s having
infections which included MDRO (multiple drug
resistant organisms). However, review of
resldents' plans of care reveaied there was no
gvidence those infections were gddressed. The
care plans did not identify the history of MDRCs
ar interventions for staff to use in the provision of
care for residents having active infections.
Examples included:

8. Resident #5 was identified with ongoing UTle
(urinary tract infettions} which were identified as
Resistant E.coli {Escherichia coli) infections. The
-resident had a UA (urinalysis)done 521708 which
confirmed E.coli. The "Monthly Summary" shest
dated 6/802 identified the rasident was stacted on
i/ antibiotics for the UT!.

Review of the care plan dated 6110/09 revealed it

was not updated {o adaress the resident's

STATEMENT OF DEFICIEMCIES M1} PROVIDERSURFLIERICL A {32) MULT!PLE CONSTRUSTIOM
3 L : (X33 DATE SLRVEY

B PLAN OF GORRECTION IDENTIFICATION HUMBER: A, BUILOING COMPLETED

535040 2 e 0712412009
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days.

b. Resldent #3 was identified with angoing UTls
{urinary tract infectiong) which were identifid as
Resistant . coli {Escherichia colf) infections.
Review of the care plan dated 429/09 reveaied it
did not sddress the resident's hislory with
Resistant E.cali infections.

Revigw of resident #5's "Comprehensive Plan of |
Care” dated §/27/08 did not address this
resldent's resistant E.coli infection.

c. Resident #§ medical record review revealad @ :
the resident had 2 urinalysts completed with ' -
cuiture and sensliivity on 5/28/08 which Identified
' E.colf with resistarice and Prateus mirabllis. On
5/29/0% the physician called and reporled the
resident being "Resistant” to most medications
and ordered Ancef { gram {o be given IM
fintramuscular BID {two fires a day) for three

Review of the resident's care plan daled 5/8/09.
revealed it was not updated to address the

resitent’s infection or history of Resistant E.colito
ensure interventions were addressed,

¢, Intenview with the Director Of Nursing, on
7123105 at 2:50 PM, confirmed the residents with
problems of infections specially those with MORO
such a5 E coli, C-0iff {Clostridiurm difficile), and
MRSA were not getting care planned.

{Multidrug-reaistant arganisma (MOROs), have

imporiant infection control implications. MDROs T
are defined as microorganisms, pradominantly
bacteria, that are resisiant (o one or more Classes
of antimicrebial agents ]

DOUGLAS CARE CENTER 1408 B'RCH STREET .
_ DOUGLAS CARE CENTER, WY 82633
[ o SUMMARY STATEMENT OF DEFIGIENCIES I PROVIDER'S PLAN OF CORRECTION )
FREFIX (EACH DEFIGIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRESTIVE ALTION SHOULD BE COMPETION
TA REGULATORY OR LSC IDENTIFYING INFORMATION) THG CROSS-REFERENCED 7O THE APFROFRIATE OATE
DEFICIENC Y
F 280| Cantinved Fram page 26 F 280
infection or history of Resistant E.coli (o ensure ‘
interventions wera addressad,
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Facherichia coli (shbreviated ag E. cali} are a
large dnd diverse group of bacterta. Although
most strains of E. coll are harmiess, others can
make you sick. Some kinds of E. coll can ouse
diarthaa, while others cause urinary fracl
infactions, respiratory illness and preusmonia, and |
other ilingsses.] :

MRSA {Methicilin Reslstant Staphylocoscus
alreus) gre the most cemmonly encountered
multidrug-resistant organlsms in patients residing \
-| in ran-hosphai healthcare facilitfes. Nen-hospital
healthcare taclliies can safely care for and
manage these patients by following appropriate
infection control practices.

Clostridium difficile {C-d#f) is a spare-forming,
gram-positive anaerobic bagiius that produces
twe exotoxing: toxin A and foxin B, Itis a common
cause of antibiofic-associated dlarrhea (AAD).)

5. Observation and record review for Residents .
#5 and #8 identified with skin breakdown and
pressura vlcers did not have updated plans of
rare to meet the residente’ skin care needs.
Examples included:

& Beview of resfdent #5's "Comprahensive
Plan of Care" ideniffied a problam of "Abrasion to
top of toes left foot and blister to left heel", The
date for this care problern appeared 1o be 8/18/09
and was written cver fo ba 6/10/09 which
inoluded, "Hee!s off bed and chair®. Howewer f
thers was no evidence the plan of care was '
updated on 6/1/08 when the blister to the hesl !
was fdentified.

- | The care plan did not identify the open area on

i the buttocks, skin tzars ko both upper arms, use
of foam arm protectors, use of pressure reducing
surfaces for bed and chair, or turning and

Foiht CRAS-2567{02-59) Previous Vorsions Obaalete ZHEY XA
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F 280¢ Continued From page 28
repositianing for this dependent resident

b. Review of resident #8's "Comprehansive
l Flan of Care" identified a problem dated 5/27/00
as: "Impaired skin integrity Stage 1Y right popilfeal
Iarea“, The goal stated, "will be healed next 90
days". The approaches addressad manitoring of
the wound, dressing changes and Med pass 60
ci; thres times & day. The plan-of care did not
atdress interventions examples not limited to; the
use of an air mattress with the appropriate satting
to met the resident's need, sressure relieving
device for the Gerl chair, turning and
repositioning and the sheepskin usa to'spiint the
flexion contracture of the right leg.

Review of the "Hospice Vist Note and Care Plan"

sheets from B/29/09 0 7122109 for resident #8 did

not address the use of an air mattress and the

appropriate setling ko mat the resident's nead,

| pressure relieving device for the Gerl ¢hair,
turning and repositioning and the sheepskin usa

ta splint the flexlon contracture of the right leg.

The facilily failed to ensure that an 1ntegratéd plan
of care was developed and updated to meet the
needs of the resident, {Cross refer to F314)

F 281/ 483 20(k)}{ N} COMPREHENS|VE CARE PLANS

58=t :
The sarvices provided or arranged by the facility
musi meet professional standards of quality,

This Requirgment s not met az evidenced by -
Based on record review, absaevafion, and staff
Int&rviews, it was determined that the fachity
failod to follow prefessionai standards and facility
nolicies when adminlstering rmedications and
failed to ensure that physician orders were
followed for two of 12 sample residents (#8 and

)
]

F 280

F2B1°

:

Fagll ity aurslng staff will follow
standsrds for administratlon of .
rhkdications, Arursirg staffwlll ¢
ke In serviced on; following

physician orders, documentation

of narcotic use in the nargetlc book

and in the meadication
administration record;

accounts bility of narcotles from

shift o shift, accurate

decumentatlon of matdications

) . i.ﬂ:x.l:nh.n.uah"!:.zn:nliaél Fegy 25 of 7137
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‘BEFIGIENGY)
ot e e brseri esidents 14 ang | || Bhenintho medtion
I . . § . A
| #0.4), The facility failad to have srinistration recotd, tafsction

policiesfproceduras which were in accordance eantrol for medigation

with current professional standards for the adminjstration [glove usel,

provision of nursing services and care. The updating the medication of

findings included: administration recard as physlctan

1..0n 7/21/00 5t 8:23 AM, during the observatian orders change and reconcillation of

of a medication pass, nurse {8} was observed to medication administration records

| appiy resideni #14's Fentany] patch, placing the at month end. |
- | patch an the resident's back. The nurse failed 1o 1
wear gloves during the application of this patch Farifity wilt have polidies and |!
and did not wash her hands following the - .
procedure, The nurse did not slgn the patch out procedures for administration of |
an the narcotic record atfhe time she removed it medicatlon and use hot packs by !
from the medication carnieat any time during this therapy staff. '}
medlcation observation ' .
. AR _ weekly medication pass audits will '
| 2. ©On 7£21/08 at 8:38 AWM, during the observation , be completed ta determine
of a medication pass, nurse (D} prepare I Audits will e
medications for resident #9 with nurse (C) compllance. Audits
reparted te G monthly for 1 year,

assisling her. Nurse () poured oral medications
-and got out & Fentanyl patch it preparation, !
Nurse {0} picked up the medications and started

down the hallway to a room. When nurse (C) Completion date: 8/28/09
questioned nurse (D} about wha was ta receive
the medications, nurse {D) answered with another
recidant's name, Nurse (C) re-directed nurse (D)

. to resident #9's room. When nurse (D) went fo _
apply the Fentanyl patch, she gquestionad whether

ar not gloves should be worn, The nurses !
discussed that they did not know the facility's
policy but thought that it was a saferchoice to |
wear gloves and check on the policy later. Nurse |
{D) was unable fo locate the old patch in order to
remove It She applied the new patch and both |
nurses checked the reskdent's back for the oid _ ] |
| patch. Nurse (C) looked in the resident's bed. No ; |
: patch was found. Later they reponted that the !
nurse aldes had not found & pateh sither, The | |
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"F 281} Continued From page 30

13 Record review for rasident #2 evidencad the

{-=- == —Tintaler-Nurse (D} was ot swars et e

nurse did not sign the patch out on the narcotic
! record at the time she removed it or at any trr‘ne
during this medication cbeervation,

[ At the time of the survey exit, 'lhere vas no
avidence that the facility had investigated the koss
of the resldeni's Fentanyl patch. The staff verifled
that no incident report had been completed.

following physician orders for pain management;

Fentamy Patch 25 meg Change evary 72 huurs
dated 5/28/09.

Raviaw of the resident's 5/08 and 6/09 MARS
revealed the following:

Fentany! 25 meg was not charted as given on
527 or 6/25/Dg, '

There was no evidence to show thet the resident
was medicated as physiclan orderaq.

4, On ¥/21/08 at 9:30 AR, during é-medication
pass obsenvalion with nurse (D} with nurge (C)

1 agsisting, nursa (D) prepared and sdministared a
meditation fo resident #24. The medication was
Pulmocort Flexhaler. Nurze {0} aleng with nurse
(C} enterad the resident's room to administer the

F 2681

medication dial on the baftem needed to be
turned to prepare the medicafion for
administration. Nurse {C) instructed nurse (D) on
how to do this. The inhaler was given o the
resident, who used tha [hhalar and gave it back to
nurse {0, After returning to the medication car,
the swveyar questionad If two pufis were just
administared or if the dial would have to be tumad

in oreder to get twa puifs. Nurse (C) sald thet the

FORM GMS-2657{02-99) Previous Varslons Chsolete
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dizl wouid need 0 be turned a second time. The
resident's 7/0% MAR was reviewed and the dose
was listed as fwa puffs so nurse (D) returned to
the resident's room and gave him/her another
Pt

Revisw of the physician's arders evidenced that
the order was actually ane pirff two times a day. it
waz not clear how or when the MAR was
changed to give two puffe. Additionally, there was
no evidence 1o show whether or not the resident
had baen receiving cne or twa puffs with each
admintstration of the medication. The nurses
charied that two puffs were givan. This
franscription error created the potential for
multiple medication errors to be mads by the
nursing staff.

5. Record review for resident #4 evidenced the
fallawing physician orders foér pain management: !

’ Morpbine Suifate Soiution 0.25 mg (milligrams}
eveary four hours

Fentanyl 100 mcg {micrograms) every 72 hours
{increased from 50 meg to 75 mey on 610/09
and from 75 meg to 100 meg on 6/25/08)

Lortab 5500 or 2 teaspoons lquid as needed.

revealed the folipwing: .

Fantanyl 75 mcg was charted as given on 6/18,
820 (in emergency room), B/22, 6/24, 626, and

6/26/09,

Fentanyl 100 mog was charted as given on 6125 i :
and 628109, ' : :

FORM Ch5-2567{02-89) Previous Yersions Cbaglate 2EYR1
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Fentany! 100 mcg was not charted as given on
71000, '

Morphine Sulfate Solution was not charted as
 given on 8725 at 4:00 PM and 6/26 at 8:00 AM
. Land 4:00 PM,

Morphine Sulfate Sciution was not charted as
glven on 7i1 at midnight, 4:00 AM, and 4:00 PM
and 7/2{00 at 4:00 PM. On 7/23/08 at 215 Phd, in
an interview, the DON and nurss (H) verifind that '
the 7/1 and 7/2 4:00 P doses of Morphlne were
not charted as given and were not slgned out on
the Control Drug Recard.

b. Raview of the resident's Individual Control
. Drug Records evidenced the following:

'[ Fenlany! 75 mcg was signed out on 618, BI22,
| 6i24, and &/28/08.

. Fentanyl 100 meg was signed out on 7710, 7113,
! 76, 79, and 7/22/08. The Directar of Nursing
- {DOIN) stated that she was nat able ta find the

| residant's Contral Diug Record for this dosage for
' dates /25, 628, 71, 714, and 777109, .

' Morphine Sulfate was not signed out on Bi25 of
. 5126 at 4:00 PM.

The Fentanyl 75 mog and 100 meg doges as -
charted overlappad (B/26 and 628, respactively}.

There was no evidence to clarfy that the resldent
was medicated as physician ordered or that the
' ssidents narcotlc medicalions were correctly

' accounted for,

FACILITY POLICIES AND PROGEDURES !

DOUGLAS CARE CENTER 1408 BIRCH STREET
: ' DOUGLAS CARE CENTER, WY B2633.
— : i I %5}
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1. On 7/22/09 at 3:00 P, in an interview with 8

' therapy staff member (BB}, she revaaled that the
: tacllity used hot packs (similar to bean packs)
which were heated in the microwave for fatr
minutes. Staff (BB) was asked to provide a policy
for the: use of hot packs. She ieft to check on the

: policy. When she returned, she steied thal thers
. was no policy, but thal it was the same as the

clinic's policy. She stated that she wouid gel the
glinic's policy and provide it to the surveyors.

2. Due {o the medication etrar rate observed
during the meadicalion pass, the surveyer
requested to see the medication administration
peliciesiprocedures. A general policy sntifled
“Adminigtering Medications” printed from
"Operational Palicy and Procedure Manual 2001

the survayor. The Pollcy Statement was
viadications will be administered in & fimely
manner and as presaribed by the resident's
Attending Physician or the facility's Medical
Director.”

nitt have specific madication adiministration
policles, such as for nasagaskic, inhalers, ahid
mjections. C

A STANDARD OF PRACTICE:
ADMINISTRATION OF MEDICATIONS:

Standards for nursing practics for administration
of medication provide, in periinent part that: The
physician |s respensibla for diracting medicad
treatment. Murses gre obligated to follow
physician's order unless they balieve the ordears
are in errar or would hamn clients. Medications
must be accurately administerad and

MED-PASS, Inc. (Revised 2006)" was provided to:

| 3. On 7/23/00, in an interview with the Director of |
| Nursing {DON), she verified that the facitity did

i
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CENTERS FOR MEDICARE & MEDICAID SERVICES

STATENENT OF DEFICIENCIES (%1 FROYIDERMSUPPLIERICLIA (A BMULTIPLE COMETRUGTIDN a3 1::-IJ'LTE EURWEY

AND ’_""LI“I.H OF CORRECTICHN IDENTIFICATION NUMBER: A, BUILGING . QGM PLETEN
636040 .G - - 0712412009

HAME OF PROVIDER OR SUPPLIER

STREET ABDRESS, C1TY, 3TATE, ZIF CQDE

OOUGLAS CARE CENTER 1408 BIRCH STREET
DOUGLAS CARE CENTER, WY 82833

oyl | SUMMARY STATEMENT OF DEFICIENGIES
PREFD (EACH DEFICIENCY MUY BE PRECEDED BY FULL
Tat i REGULATORY OR LSC IDENTIFYING INFORREATICN)

D
FREFIX
TAG

CROSS-HEFERENCED T4 THE aPPROBRIATE

PROVIDER'S FLAN OF CORRECTION sy
{EACH CORRECTIVE AGTIDN SHUIULD RE EDMDJ",E_’F;‘UN

NEFICIENCY)

F281| Continuad From page 34

documented. Accurate adminisiration includes, in
the first instance, a physician order autharizing

| the administration of the medication; if an order Is
- ngt glear, the nurse should communicate with the
physician to seek clarification. Thersafter,
accurate administration includes transcribing the
drug order comectly, delivaring the comect drug, .

correct dose. Accurafe documentation involves
recording information on the drug sdministered,
inciuding the client's response to the medioation,
) The physiclan inay order a drug on 2 PRN basis
{when a client requires |t). The nurse uses
objective assessments, subjective assassments,
and discration in determining the cllent’s need,
When madications are administered, the nurse
documents the assessment made and the time of
drug administration. The nurse should make
freguant evaluation of the effectivenass of the
drug and record findings in the appropriate place.
See generally: Lippincott, Nursing Drug Guide,
1988 {Lippincott) and Perry & Polter, Clinical

: Nursing Skills & Tachnigues; 1928, (Parry &
Fotter).

' B. FOLLOWING FHYSICIAN OROERS

Fundamentals OFf Nursing, Potter and Perry, 4 th
Editian, 1997, Chapter 20, pg 341, "The physician
is responsible for directing medical treatment.

| Nurses are otfigated to follow physician's order
‘unless they believe the orders are ih enarar’
would harm chiznts.”

to the carrect resident, by the correct route, in the |-

F 309, 483.25 QUALITY OF CARE

55~
Each resident must receive and the facillly must

or maintain the highest practicable physical,
mental, and psychosocial well-being, in .
accardance with the comprehansive asscssment

provide the nacessary care and services 1o attain -

F 281 ';‘
|

Fang .

Resitients B4, #2% and #23. Bowel ;
menitorlng forms will have
tocumendation daily by the nurseas,
The standing orders will ba
recorded on the medicarion
administration regords and

" FORM CMS-2657(02-09) Previous Versions Obsolete

If contlraalion sreed Paan 55 ol 137

Y XY



08/24,2009 14:09 FaX 3582842 '

DEPARTIMENT OF HESLTH AND HUMAN SERVICES

DOUGELAS CAKF CENTER i il 00 g

[ Printed: 08/12/2009
FORM APPROVED
OMB NO. 0238-0331

CENTERS FOR MEDICARE & MEDIGAID SERVIGES
STAT l;.MEN T OF DEFICIENCIES 1) PROYIDERSUPPLIERICLIA, {¥2) MULTIPLE CE3N ITRUCTION X3 DATE SURWTEY
anD PLAN OF GORAFCTHA IDENTII"lﬂl"\TIﬂN NLIMEER; A BUIIEEMGD _ CObPLFTED

B WING = 0712412009

535040

MAME OF PROVIDER GR SUPPLIER

STREET ADDRESS, CITY, BTATE, ZiF GODE

DOUGLAS CARE CENTER 1408 BIRGH STREET
DOUGLAS CARE GENTER, WY 82833

) I SUMMARY STATEMENT OF DEFICIENCIES i | PROVIIER'S PLAN OF GORRECTION I#5}
© PREFIK (EACH GEFICIENCY MUST BE PRUICEGED BY FLLL PREEIX [EACH CORRECTIVE ACTION SHOULD BE WPJTDF;.EE'HDN
TAG REGULATORY GR LSG IDENTIFYING INFORMATION] TAG CROSS-REFERENGED TQ THE APPHOPRIATE
. DEFICIENCY)
F 308| Continued From page 35 F 08 | follawed as wiritten. The care ptan _
and plan of care. | will Inglude and sddress risks for :
i i constipation ralated to pain and i
! i' rnedications. Staff wili encourage
g ) , i i fiuids.
This Requitement is nat met as evidenced by: * | residents to drink flulde
Rased on obsarvation, record review, and family
and staff Interview, it was determined thatthe | Residents #3 and 435. Bowe!
facility failed to provide care In a manner to 5 ! monitoring forms will have dally
ensure adequate pain retief, monitor and manage | j docurmentation by the nurse. The
r?:l slgﬁntls‘ bﬁ;uel movelrri;n;;, :2 t? pruw;lte ) g ' sramding orders will be recorded
adecugle and appropriate diabetic monitoring an - . :
{reatment for residents who received insulin. This on the medication administration
failure affected five of 12 sample residents’ (84, records and followed as written.
#9, #8, #11, and #1) and three su pplemental staff will courage resldent to drink
resident's (#28, #35, i #23) abiiity to reach Flulds.
thair highest practicabliigvel of physlcal, mental,
and/or psychosccial furghioning. The findings A new paln assessment will be
included: S !
. completed and a new pain scale
| BOWEL MANAGEMENT impiemented for resident #4. The
_ ) ' care plan wilt address paln
1. Eemrd review for resident #4 Ireuealed that the Managemant.
resident was adraitted 1/23/08 with diagnoses
e e B s o falare, o pai A nursing assessment wil e
: ANGer, cong ' pain completed for resident #1. The
a. Review of the resident's 5/6/09 significant _ physiclan arders will e followsd j
ghange Minimum Data Set (MDS) pssessment | for resident i#4's diabetic !
evidencad that the resident was assessed o management.
need exlensive assistance with bad mobility,
transfer. and eating and total assistance with
; ! _ I
tailet use and bathing, The resident was WNurses w!{l follow physlclan orders
| gssessad to be ocoasionally incontinent of bowe! | for diabetic monitoring for resident
: and frequently incontinent of urine. #11. Monthly physician orders will
o .'H?B (1125 : be reviewed by medical records
)1y, On 7/23/00 at 11:25 AM, in an infervew with and nursing staff for accuracy priar
:nurse (4). she verified that the resident needed ni e ne = | o Ir v I"'t: “
: staff assigtance with toileting. to implementation each morn.
: Nurses will dofument atcUrately
| ¢. Review of the resident's physician orders on the medization adminlseration
|l record. . .. R
YT ’ i cuntinuatioe sheet Page 56 of 137
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CENTERS FOR MEBICARE & MEDICAID SERVIGES
STATEMENT OF DEFICIENCIES i1t PROVIDERISUPPLIERACLIA {¥2) MULTIPLE CONSTRUCTION (5] DATE BURVEY
AMO PLAN OF GORRECTION IDEN TIFIGATION MUMBER: A BUILOING COMMPLETED
536040 B VNG T 0712412008
NANE OF PROVIDER DR SUPPLIER STREET AUDRESS, CITY, STATE, 2IP CONE
DOUGLAS CARE CENTER® 1408 BIRCH STREET
DOUGLAS CARE CENTER, WY 82633
(%41 1D SUMMARY STATEMENT OF DEFICIENGIES . .ID PROVIDER'S PLAN OF CORRECTION COWLLTION
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL 1" PREFIX {EACH CORRECTIVE ACTION EHOULD BE e
TAG REGULATGRY OR LSS IDEMTIFYING INFORMATION; L TAG CROSS-REFERENCED TO THE APPROPRIATE
: DEFIGIENGY)
|
F 308| Continued From page 36 ! F 304 I
: ralated to pain management and &M [
management evidenced the follawing grders; {
Morphine Suifate 0.25 mg (milligrarmns} every four |
hours _ E
Fantany! 100 moy (micrograms) every 72 hours .
{increased from 50 meg to 75 mog on 6110108 |
and from 75 mog to 100 meg on &/25/08) |
Lortab 5/500 a5 needed '
gﬁ:ﬂ:eﬁ%?esla {WAQM) 30 ec {ouble _ In-services will be conducted far
nursing steff on acturacy of
The resident's physiclan had standing orders in gocumentation pain managemment ,
$1§ce whts‘;hd?urere r:iutall nota‘qul?t tP}EMMAR. 20 g and monitoring and use of '
ese standing orders were "Milk of Magnesia ; standin
¢cs by mouth at bedtime as needed for bowel | Ing orders.
! elimination. If no bowel movement after three : !
 lays, (day) five Fleets enema per rectum.” | The Director of Nursing and ':
J medical records will monitor ) ;
d. Review of the resident's 6109 and 7109 BM ; . megication administratlon recards, !
Ebﬁ’wﬁ‘ f;g“?m@”;} mnnﬂg:ﬂng forms rIE;e;IfEd &E _ " bowel monitoring, care plans,
silowing dates when no BM was recorded for the ; . : . .
’ resident (dates - number of days without a BM, _1 sta“d["E orders and pain scales for
intervention) all residents. Resuits of audits will
be reported to L0l menthly ta
Bi4 - 6/14/08 - 10 days datitmine contlnues compllance. :
615 - 6121/09 - 6 days | f
Compieted by: 8/28/05

!

| 8123 - 6128008 - 5 days.

7i3 - 7121408 - 18 days.

MOM was charted as given one time in Jure,
2009 (6/7) and nong was noted for July, 2009,

&, Review of the resident's care plan evidenced.

| EORK CMG-2557(02-89) Previous Yerslens Obsolate
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CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (1) PROVIOER/SUFPLIERIGLIA L MULTIFLE CONSTRUGTION (%3] OATE SLURVEY

AMD PLAN OF CORRECTION IDENTIFICATION HUMBER. A, BUILDING CONPLETEDR
535040 B. Win -— 0712412009

HANE DF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIF COOE

F 3081 Continued From page 37

that althaugh the resident was on narcatic pain
medications, thare was no bowel management
plan in place. This increased the rasident’s
potantial for fecal impaction or obstruction,

The faciity was requested to provide any
documeniation related to monitoring/managing of
the resident's bowe| status, The surveyors were
not provided with any additional information as of -

their exit,

| 2. Recort raview for resident 5 revealed that the
| resident was re-admitied to tha facility on S/9/00

: after a haspitalizabion with diaghoses that
included fractured hip and fecal impaction/mega
colon,

! &, Revievs of the resident's 4/21/08 quarterly MBS
assessmant evldenced that the resident was
assessed to require total asslstance for bed
mgbility, transfer, dressing, toilet use, persohal
hygiene, and fathing, The resident was assessed
| to be incontinent of bowet and bladder. i

b. On 7/23/02 at 11:25 AR, in an interview with
nurse (A}, she verified that the resldent needed
| staff assistance with toileting.

r. Review of the resident's care plan evidenced
! that a plan was develaped on 5/9f08 for "History
: of pbstipation RST (related to) slow moving
motility and mega colon™

d. On 7424109 in the moming, in an interview, the
. DON incicated thal the system of tracking had

| changed and that previously, the BMs wers noted
on the Medication/Treatmint sheets.

o, Review of the facility's BM tracking form

DOUGLAS CARE CENTER 1108 BIRCH STREET ,
' : DOUGLAS CARE CENTER, WY 82833
[ xapp SUMMARY STATEMENT OF DEFICIENCES ! FROVIBER'S PLAN OF CORREGTION e
FIEFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL EREFR (EACH CORREGTIVE AGTION SHOULD BE Rty
TAG REGULATORY OR LSC IDENTIFTING JNFORMATION) TAQ CRHOSS-REFERENCED TG THE APPROFRIATE
DEFICIENCY)
F 3049

evidenced that thare-was-decumentation from5iE-

EORM CIAS-2557(07-599) Previous Varsions Obsoclele
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FORM APPROVED
OMB NG, 09350281

CENTERS FOR MEDICARE & MEDICAL, SERVICES
STATEMENT OF DEFICIENGIES (%) PROVIDERSUPPLIERICLLA (%2} MULTIPLE CONSTRUCTION %3] DATE SURVEY
AND PLAN OF CORIECTION IDENTIFICATION MUNEBER: COMPLETED
£, BUILEHHG
B, WIKG
. 535040 071242008
NAME OF PROVIGER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZiP COUE
DOUGLAS CARE CENTER 1108 BIRCH STREET
DOUGLAS CARE GENTER, WY 82633
{43 17 SUMMARY STATEMENT OF GEFICIENCIES I FRIOVIDER'S FLAN OF CURRECTION o riI';L!:tLﬁEl“m
FREFIX {EACH DEFICIENGY MUST BE PREGCDED BY FULL PREEX (EACH CORPECTIVE ACTION SHOULD BFF el
THE REGULATORY R LBC BENTIFYING INFORRATION] TAG CROSE-REFERENCED TO THE APFROPRIAT k
DEFIGIENSY)
F ang

this resident,

following orders:

neaded {pra}

F 300| Continued From page 38

fo 519 and &/3 to current, However, there was no
evidence found of the BM tracking for 4/09 and
the baginning of 5/09 for this resident.

f. Review of the resident's 4/09 and 6/09 (prior to
hospitalization with fecat Impaction) MARS :
revealad an order dated 2/5{04 for Duleolax !
suppository as needed, None wara charted for

rs
g. The rasident's physician had standing orders in
place which were not noted on the MAR, These
standing orders were "Milk of Magnesla 30 cos by
mouth at bedtime as needed for bowel
: elimination. If na bowel movement after three
days, (day) five Fleets enema per recium.”

| 3. Recard review for resident #28 evidenced that
the resident had diagnoses that included stroke,
depression, and constipatlon,

L& On 7/23/09 at 11:25 AM, In an inlerview with
nurse (M), she verified that the resident neaded
staff aselstance with tolleting.

‘1. Réview of the resident's physician orders -
relatad to BM managamenti evidenced the

| Colace 100 mg twice & day

. Dulcolax suppository PR {per rectum) daily as
Millk of Magnesia (MOM) 30 co (cubic
centimeters) as needed.

R eyiew.qf_thmesidents..ﬁmg_and.ﬁm_ﬂm.

I Miralax 17 gm (grams} daily :,

FrEM CME-2567(02-58) Prevlous Versions Qbsolete
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OMB NG, 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATENMENT OF DEFICIENCIES LA PROVIDERFSUPPLIERICL A T2y UL TIPLE CONSTHUCTION (%3] DATE ELAYEY

AMND _F"LAN OF CORRECTICGN IOENTIFICATION MUMBER: & BUILDING COMPLETED
536040 B, WM 07/24/2008

KAME OF PROVICER OR SUPPLIER

STREET ADDRESE, CiTY. STATE, 2P CODE
1108 BIRSH STREET

| nurse (#), she verlfied that the resident needed

! Benefiber one teaspoon twice a day (started

! Miralax 17 grams daily (started 7/21/03)

' d. Reviaw of the resident's ¢are plan evidencad

{bowel movement) manitoring forms revesied the l
| following dates when no BM was recorded far the |
| resident (dates - number of days without a BM,
intervanlion); :

5/10- 5/14/09 - 4 days
' 6/3 - 6+51/09 - 8 days

6/14 - 6/19/08 - 5 days.

The pr Dulcoiax suppository and MOM were nol |
charted as given in May, 2002 or in Jung, 2003.

that akhough the resident had a diagnasis of

i
|
!
constipation, there was no bowel management f
plan in pizce. ' !

4. Record review Tor resident #38 evidenced that
the resldent had diagnoses that included stroke,
diabetes, aphasia, and congestive heart failure.

‘a On 7I23/00 at 11:25 AN, in an intsrview with
staff assistance with tolleting. :

b. Review of the resident's physician arders
relaied to BM menagement avidenced the

fellowing orders.

£/23/00 and discantinued 7/22/09}

Milk of Magnesia {MOM).15 or 30 ¢ (cubic

and 6110/0%, respectively)

caiitimalers) every evening (noted as started 812 |

DoUGLAS CARE CENTER
EOUGLAS CARE CENTER, WY 82623
o) D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN CF GURREGTION (%)
PREFT {EACH GEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULL BE Rk
TAG REGULATORY OR LBG IZENTIFYING INFORMATION) TG CROSS-AEFERENGLD TO THE NPROPRIGTE
' DEFICIENGY}
'F 30¢| Continued From page 39 F 308
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CENTERS FOR MEDICARL & MEDICAID SERVIGES .

STATEMENT OF DEFICIEACIES 1) PROVIDER/SUPRLIERCLIA
ANU PLAN OF CORRECTION IDENTIFICATION NLMBER: b BUILBING

535040 B WING - 0712412009

MANE OF PROVIDER (H3 SUEPLIER STREET ADDRESS, GITY, STATE, ZIF COLE

DOUGLAS CARE CENTER ' 110B BIRCH STREET
DCUGLAS CARE CENTER, WY 82633

T ! ! OF CORMECTION {HGH
PROVIDER'S FLAN ECT COMPLETION

OATE

{¥25 MULLTIPLE EGNSTRUCTION (X3 DATE SURVEY
COMFELETED

(X470 SUMMARY STATEMENT OF DEFICIENCIES I :
PHEFX (EAGH DEFIGINGY MUST BE PRECEDED BY FULL HRLCrIX {FACH CORRECTIVE ACTION BHOULD BE

TAG REGULATORY OR LSG IDENTIFYING INFORMATICN) TRG . CROSS-REF ERENEEID IT?\!S‘I;"}E APPROPRIATE
DEFIGIL

F 308, Coniinued From page 40 . F 309
Mitk of Magnesia (MOM) 15 cc {oubic
! centimeters) avery three days as needed.

The resident's physician had standing trders in
place which were not noted on the MAR, These
standing orders were "MIK of Magnes|s 30 cfs by
mouth at bedtime as needed for bowel
ellmination. If no bowel movement aftar thres
days. {day) five Fleets enema per rectum.”

c. Review of the resident's 503, 602, and 7/09
BM (bowel movemant) monitoring forms revealed
the foilowing dates when no BM was recorded for |
the residant {dates - number of days without &
BM, intervention);

518 - 522/09 - 4 days
| 523 - 5/29/09 -6 days
B30 - 64409 - b days
6f5 - G609 - 4 days
617 - Bf22/0S - & days i

| 742 - 7709 - T days,

The prn Dulcalax suppository and MOM were not ' |
charted a5 given in kay, 2000 or i June, 2003,

' 4. Review of the resident's care plan included a
problem of conglipafion (dated 8/1/2009).

5. Record review for resident #23 evidenced that
I the resident had diagnoses thal inclutded

. Parkinsons syndrome, depraselve disorder,

| stroke, and consiipation.

La. On.7/23/09 at 11:25, In-an interview with nugse - -~ - - -

P . 1o o] I
FORM CMS-2667(02-54) Provious Versions Dbselste ZKYK fuontinuation erzet Page 41 of 127
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DOUGLAS CARE CENTER, WY BZEA3

%] ID SURMARY STATEMENT OF OEFICIENCIES o FROVIDER'S PLAN [F CORRESTION T

FREFIX (EACH DEJIGIFNCY MUST 8E PRECEOFD BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE l Rl
TAG AEGULATGRY DR LEC IDENTIFYING WFORMATION) TAG CROSS-REFERENCER TO THE APPROFRMTE

F 208 | Continued From page 41

{#}, she verified thet the residenl neaded staff
assistance with tolleting.

' b, Review of the resident's physician orders
' related fo BM management evidenced tha
following orders:

Wiralax 17 grams dally

place which ware not noted on the MAR. Thess
standing orders were "Milk of Magneste 30 cos by
mouth at badtime as neadsed for bowel
elimination. # no bowel movement afar three !
days, (day) five Fleets.Briema per recium.”

4. Review of the resid&it%s 508, 6/09, and 7/09
BM (bowel movement)fcnitoring forms revealed
the following dates whan.ng BM was recorded for

the resident {dates - number of days withouta
B, intarvention).

[ 578 - 512/09 - 4 days
6/22 - 5126/09 -4 days
614 - 6/18/0% - S days
F B0 - 6/24/08 - 4 days
B/26 - 7/2/0% - 6 days

249 - T30 - 4 days

¢. The resident's physician had standing orders in [

7T - 7i22/08 (hone recorded) - & days,

The pro Dulcolax suppository and MOM were et
| chariod as givan in May, 2008 or in June, 2000 |
H H

. 5. Review of the resident's care plan revealed no | :

F 309
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DOUGLAS CARE CENTER, WY 82633

(XA SUMMMAY STATERMEMT OF DEFICIENCIES o PROVIDER'S PLAN F GORRECTICN c 125
PREFLY . {EACH DEFICIENCY MUST BE PRECEDED BY FULE, PREFIX {EAGH, GORREGTIVE ACTION SHOULD EE GP-LJ{-T-'-‘-EF 1K
TAT REGULATORY DR LEG IDENTIFYIMG INFGRIAATION) TA3 |  CROSS-REFERENCED TO THE APFROPRIATE
f DHEF MG Y)
F apg: Continued From page 42 L F3neg

problerm of constipation,
Reference for BOWEL MANAGEMENT

1. The Marck Maniai of Geriatrics, Chapter 110
"Canstipation, Plarrhea, and Fecal Ingsgntingnce,”
same medications, low dietacy fiber, inadequale
hydration, and reduced caloric intake are
common causes of constipation. Functional
impairment fram immohility, muscular weakness,
same neuramuscular disorders, aftered mental
+ status or depression may &lso contribute to
constipation. Dietary approashas begin with
adequate hydration, a cornerstone to traating
constipation.

2. A presentation, entitied Managemeant of

' Diarrhea and Constipation {2005}, given by David
R.P. Guay, Pharm.B, F.C.P, FCCP FASCP
ligted "Complications of Constipation in the i
{Eldery." Thig lst included fecal impaclion and
sigmaoid volvulus.

. 3. Medical Update Novernber, 2001 [Update :
| 01 -11), Dffice of the Ombudsman for Mental ) ' !
Health & Montal Retardatian, Minnesata, Bowal '
Obhstrustion Aler! indicated the following: _ Z
|

"Factars that may contribute lo constipation:
Dietary factors - low resldue (low fibar} diet, not
- drinking encugh liguids '

Inactivity and immabiity.... : !
| Envircnemental faclors... . i
Structural abnormalities... !
Smooth muscle or connective tissue disorders.., |
Depression '
. MNeuralogical disorders... .
- Metabaliciendogrine disorders...

Medications "This list is intendad to give comman

FORM CME-ZEE7(02-0%) Previous Versions Cbsolata 2KYE If ceniir ustion shect Page 43 of 157
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examples and cannot include all current or future |
medications that can cause constipation.

Opigid analgesics...

Monsteraldal antiinflanymatory drugs. .

* Antacids. ..

Anticholinergic drugs. .. '

Antidepressants - particularly lithium and ricyclics
flike Elavil, Anafranil, desipramine, Pamelor,
Taofranil/fnipramineg)

| Antipsychotics. . |

! Antihypertensives. .. : |

| lnderal...

: Antiarrhythimics... P l
| Diuretics... ' :

AnticanvUisants. ' | :
Dikantin. .. o |
Antihistamines - Benadryl |
Anti-ulcer medications... . : :
Antikipidemics. .. [

| Monitoring bowel function: _ ' _ |

It is important for every facility and home health

care program to have an established procedure

for monitaring bowe! function and responding to

changes. Clients shouid be asked on a daily basis

whether they have had a bowel movement. The

information nesds to bie documented in order to

i learn what the Indfvidual's rormal routing is and

l to manitor for the development of problems.” :
|

PAIN MANAGEMENT

7. Record review for resident #4 revealed that the |
resident was admitted 1/23/08 with diagnoses
that included bipular, manic depression, stroke, - .

breast cancer, congestive heart fallurs, and paln. ;

L L
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il b, Review of a FAX fo the physician dated
| B/22/09 identified the resident having pain with

a. Review of the resident's 5/6/02 significant
change and 471709 guarterly Minimum Data Set
{MDS} assassments evidanced thaf the razident
was gssessed to be abla to make eelf understosd

and to understand others.

b. Review of ths resident's 8/09 MAR revealed
that the resident's received nine doseas of Lortab
as documented on the Medication Administration :
Comments form. There were no ngfalions that
indicated the pain scale was utized for assessing |
the pain level of the resident's pain before ar aﬁer[
the sdministration of the medication and i :
resuits were docuriented for geven of the ning
doses,

2 Resident #8's madical record review revealed
the resident was admitted to the facility on
3/29/0% with diagnoses which included:
Alzheimer's disease, hypartension, senils
dementia, osleoporosls, arthritis, and anxiety,

a, On 7/20/08 at 3:10 PM on intlal tour of the
facility with Murse (F) resident #3 was identifisd
as being on Hospice Care, having leg
contractures and skin breakdown behind the right
knee. The area was described as being a
recurrent pressure wound, Stage IV ta the
popliteal area,

wound care. The sheet noted, "Couid we geta
order for 3 pain med. Tylenol dose not working,
espacially with wound care, Hospice nurse
suggested something stronger then Tylenol if just
for pre-wolnd care.” The response was, Lortab
5500 is ordered PRN (as needed). If it is nat
please orgder this every 4 hours PRN"

Lortab was given 6/24/08, 6/25/09 and 6/30/09.
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i

¢. Review of the pian of care did not address pain
management for thiz resident 6n Hoapice with a
Stage IV wound.

: Professional Standards of Praclice: '

PAIN MANAGEMENT

Fundamentals of Nursing, The Al & Science of
Nursing Care, Fourth Edition, Taylor, Lillis,
LeMone, Lippincotl, 2001, Chapter 40: Cormnfort,
page. 1047-1055 indicates that a comprehensive
pain assessment would identify the causes of
pain, how Intensely the pain was experienced,
when the resident axperenced the pain, which

. pain medication was most effeclive in relieving
the pain, and how the pain affected other neads

as365s wolld include

1} The characteristics of the pain (location,
durabion, guantity, quality, chronology,
aggravating factors, and alieviating factors},

2} The rasident's physiolegle response to the
pain {vital gigns, skin color, perspiration, pupil

| glzer, nausea, musche tansian and anxiety],

i 3) The resldent's behavior responses {posture,
gross motor activities, facial features and vertsal
gxpressiohs}, and

4] Affective responses of the resident such as
" anxiety or depression.

Additionally the pain assessment should include
how the pain experlence affects the rasident’s
interactions with others, how it interferes with
activities of daily living, meaning of pain ic the
! resident and the resident's expectations for pain
'relief. A systam for comprehensive pain
assessments should also include a means for

such as agitalion and adequate sleep. Factors fo |’
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COMPLETED

gssessmeant of pain in resitdents who are
cognltively impaired and guides to valldate pain
cues and recagnize pain when the resident is
uhable to verbalize pain, S

PRN MEDICATION ORDERS

Fundamantals of Nursing, Polter and Ferry:
"PRN ORDERS: The physiclan may order a drug
! on 8 PRN basis {when & cllent requires it). The
nurse uses ohjective assessments, subjective
assessments, and discretion In determining the
chent's need, When medications are
administered, the nurse documents he
assessment made ang:fie. fime of drug

: adminlstration. The nufg2 should make freaquent
| evaluation of the sifectiVéness of the drug and
record findings in the appropriate place.”

According to World Health Organization the use

- of pain medication should be guided by principle

lo "start iaw, o slow”, which means startwith a

| low dose and titrate carefully espacially i frail,
older individuals.

Agccording to the U.S. Department of Health and
Hurnan Services Clinisal Practice Guidellnas

"itration” means a medication I$ to be increased
or decreased by ona-guarter to one-half of the
previous doss.

DIABETIC MONITORING
"1, On 722109 at 3:00 P a record review for

resident #1 revealed diagnoses lhat include:d
Dizbatas Melitus.

'a, & revieyy of Physician Order Répart dated

"Managemant of Cancer Pain: Adults” {(94-0593),

|
|

N0 PLAN OF CORRECTICN [PENTIFICATION NUKSRER: £ BUILDHNG
' B, —_
536040 HHG 0712412008
MARSE: CF PROVIDER (R SUPPLUER STHCET ARDRESS, CITY, RTATE, ZIF CANE
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DOUGLAS CARE CENTER, WY 82833
T SUMKMARY STATEMENT OF DEFIGIENCIES [u] FROVIDER'S PLAN OF CORRECTION : st
lim-_!-ll-!& (EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX (EAGH GORRECTIVE ACTION SHOLLD BE :' DWbF;TEFF Hand
Tas BEGULATORY OR LSC IDEMTIFYING INFORMATIOHN) TAG CROGS-AEFERENCED T THE APFROPRIATE. :
UFFICIENGY)
F 308; Continued From page 46 F 308
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May 2009 and June 2009, revealed the foflowing
oider: "FSBS AC & HS sliding Scale Humulog

. (gic} < 101 - no (hsulin 101120 =2 units,

" 121-150 = 4 units, 151-200=6 units, 201-250=8 :
‘Insulin: 251 to 350 = 10 units; 351 tp 450 = 12 , . '
units; <70 or > 450 Call MD. Notes: Before
agministering insulin please make sure Pt is
 prendlal {sic} and Is about to eat. Otherwise cut
- insulin dose to 38"

b. A review of Licensed Nurses Noles dated

41/0% 1 AM for resident #1 revealed the foliowing

“Called Inte roarn, resident thrashing - '

uncontrollably unresponsive to verbal stimufl, '

activity lasted approx 4 min follow by stillness

{nurse's symhol for "with") shonng, respirations,

| {symbal zero) responsive & (symbol 2er0}

| responding o deep pain stimuli, 02 sat 93 a n 5L
per NC BS 100, was 309 earller & given 14 U of

Hurnalog per MD orders, {Physiclan narme)

notlfied & recelved ordered to send to ER par

- gmergent ambulance. Wife {name)} notified of

cund. & transfer jo hospiial.”

. A review of the Admiasion Summary Sheet for
iMemorial Hospital of Converse County reveals
resident #1 waz admitted to tha hospital 4/2/08 at

4,30 AM.

,I d. A review of Licensed Nurses Motes dated
444408 10:30 AM revealad the following: "resident’

FS @ 0700 116. Shding Scale glven of insulin. |

Appetits fair, Ambutate to meals (symboi (o7 with] !

walker SBA. Neb Tx as ordered No adverse | ;

reaction to antiblotic therapy. Sat @ 91%. Hels | :

alertiorienied - B/F 102186 - 97 .5- 87-22." :

a. Areview of iedication Administration Record
" - for April 2009 reveals that medicalions were
! 1

admnistered on 4/3/08 1760 (5:00 PM} 5 |
| i
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f The Treatments racord showed that & daily
weight was competed and initialed for 4/2/09 at
08:00 (8,00 AM). :

g. The Licensed Murses Notes did nat show that
a Nursing Assessment was completed upon
return from the hospital on 4/3/08 at 2.00 PM.

h. On 7/23/09 at 2:00 PM, an interview with Staff
(F} end Staff (H) confirmed there was no Nursing
Assessment complated upon readmissian to tha
Facilily.

1, On 7i21/09 at 9:30 AM, an interview with &
family member revealed concams that Blood
Sugar monlloning was not being dons as ordered
by the physiclan,

i 2. On 7/22/00 at 9:00 AM, a raview of medical
records for rosident #11 fevealed diagnoses that
included Diabetas Melliius,

&, Areview of the Medication Administration
Record {MAR) for June 2009 reveaied the

following order: "4/8/09 (Admission Date) for

! Ancuchecks BID (Every waek on Tuesday twice

sliding scale insulin, Humalag, = &00=13
units;401 to 500 =10 units; 3071 to 400 = & units;
251 to 300 = G unks; 201 to 250 = 4 units; 151 to
200 = 3 units; 121 o 150 = 2 units; <120 =
Linitg" :

I'b. A review of the Medlcation Administration

: Record for June 2008 revealed staff initials after
the G700 e an June 2, 8, 16 and 30. Thers
were na inifials for 0700 on 672309 There weara,
no staff initials for the HS check during the month
s of June 02

each day) Acouthecks BID weekly and PRN; with |

v
2

|
.J
f
|

(ra; 1o | SUMMARY STATEMENMT OF DEFIGIENCIES 2 PIRCAVIDER'S PLAN OF CORRECTION u:}mtpﬁﬁnu
FREFIX | (EACH DEFICIENCY fikiS T BE FRECEDED BY FULL PREFiX {EACH CURRE&TP}I‘F ACTION SHOUVELD BE OATE
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DEFICIEMCY
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c. A review of the Douglas Care Center Diabetic
Monitoring Sheat for July 09 revealed blood sugar
| checks completed :

7¢7 at 0500 with results of 103,

7114 at 0500 with results of 120,

7718 at 0500 with results of 107,

7121 at 0500 with results of 93 and at 1100
Lantus Insulin 10 was administared.

\ d. The Accuchecks order ingicates BID weekly
i on Tuesday. There was no documentation that
Ascuchecks were completed on 77/09 PM,

7H 4708 PM, 7121108 PM, 7/26/02 PM.

e, A review of the Physician Order Report
effective 7/1/2009 revealed no erder for
Accuchecks or sliding scale insuln
administration,

| ¢ A review for Physician's Orders did not raveal

* an order changing or discontinuing the order for
Accyuchecks and sliding scale Insulin '
administration established 4/6/08.

i
© . On 7/23/09-at 2:15 PM an intarview with Staff

{£) verified that the Physlcian's Orders and MAR
for July 2008 dlid not show the order. .

| h. A review of Diabetic Monitoring records for

resident #11 revealed incomplete dacumentation
for the menths of 38 {March 2009), April2008,
5/9 {May 2003). The chart shows the dates listed
harizontally and the time of day, results, unifs and
 initials listed vertically. '

“t3 Marech 2005

a} 0630 (6:30 AM) Accuchecks foi Marci 8, 13
and 27 do not indlcate the number of uniis

|
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© b} 1100 (11:00 AM) Accuchecks for March 14

net indicate the number of unils accarding to the

' 2) 0630 (8:30 AM) Accuchecks for May 13, 18

: aceording to the siiding scale.

aeoording to the sliding scale.

and 20 do not Indicate the number of units
according (o the sliding scale and are nol initialed.

c} 1600 {5:00 PM) Accuchecks for March 11 and
20 da not indicate Lhe number of units sccording
to the sliding scale. The March 20 dsta is not
initialed, .

d) 2000 (8:00 PM) Accuchecks for March 10, 11,
15 and 21 do not indicate the number of units
aceording to the sliding scale and are not initialed.
March 31 dosa not indicate the ‘Accucheck
results, number of unils according to the sliding
scale and is not initlaled.

2} Aprif 2009

a) 0630{6:30 AM) Accuchecks for Aprl 17 and
27 du hot indlcate the number of units according
to the sliding scale.

by 1100 (11:00 AM) Accuchecks for April 10 and

21 do not indicate the results, number of units |
actording to the sliding scaie and are not initialed.

April 27 dose not indicate the number of units |
according o the sliding scale.

¢) 1600 (5:00 PM) Accuchecks for April § dose

shding scale. The March 20 date iz not initizled,
Aprll 16 is not initialed.

3) May 2009

and 28 do no!l indicate the humber of units

FLRRM Cht5-2
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b) 1100 {11:00 AM) Accuchecks for May 8 and &
do not indicate the results, the number of units
according io the sliding scale and are not initialed.

| May 30 is not initisfed.

c) 1600 {5:00 PM} Accuchecks for May 8 do not

| indicate the resulls, the numbaer of units according

tn the sliding scale and is not initialed.  May 18
dose not indicate the units according to the sliding
acale and is not nitisled. May 25 and 26 do not
indicate the number of units according to the
sliding scalg.

| d) 2000 (6:00 PM) Aceuchecks for May 61 dose

not indicate the number of units accarding to the
sliding scale and is not éinitizled. March 25 dase

not indicats the number of units eccording to the

sliding scale. -

Raference for Profesgions!l Standards of Practice

tor hyperglycemla and hypoglycemia:

According to the American Diabetes Association,
for residents diagnosed with diabetes mefftus, -
blood glucose levels should be maintained
betwean 70 milligrame per desiliter (mgfdL}, and
110 mgidt. Narmally, blood giucase levels stay
within narrow limits throughout the day, 70 to 150
mg/dl, Levels rise after meals and are usually
lowest in the moming, befora the first mea| of the
day. If levels remain too high, appelite may be
suppressed. Long-term hyperglycemia causes
many of the lang-term health problems

associated with digbetes, including eye, kidney,
and nerve damage. Glucose levels vary before
and after meals, and at various times of day, and

! what is "normal” varias among medical

professicnals, and can vary between patients.
Symptoms that can Indicata that blood sugar

i
4

|
i
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levels are too high include polyphagia (fraquent
hunger, especlally pronounced hunger),
polydipsia (frequent thirst, especially excessive
i thirst) and polyuria {frequent urination, especiatly
excessive urinatlon). Sustained higher levels of
bload sugar causa damage to the blood vessels
and ta the organs they supply, leading to tha
complications of diabates,
Accarding to the Lippincatt Manual of Nursing
Practice (mighth adltion}, wide flustuations in
 blopd glucose control increases the risk of
greater cell damage and may resultin peripheral
neuropathy, stroke, cardiac arrhythmias,
dehydration, retlnopatrg‘;;agd renal darmage.
F 531 ; 483.25(a)(2) ACTIVITIES.OF DALY LVING  + F 311 Residents #11, 18, 20, 73, 28 35
S8=F R i . . i
A resident is given the Sippropriate treatment and ! and 3 will receive assistance: and
services ta maintain of improve his or her abilities cuelrg at meal times. Al resiclents
specified In paragraph (a){1) of this section. assessed and care planned to need 5
assistancefcueing at meal times |
' . wilt ,
This Reguiremant is not met as gvidenced by: receive those services i
Based on obsoivation and resident and staff ! v
interview, it was determined that the Tacility failed Nutsing and FNA staff will be In ,
to provide adaquate meal assistance to one of 12 serviced on dining room ;
sample residents (#11) and seven suppiemental competencies for asslstance ind i
[

[ regidents (#20, #23, #28, #20, #18, #39, and

: #36). These rasidents were facilily assessed
andfor uhserved to be able to feed themselves all
o part of hisfher meais, but required supervision,
cueing, andior physical assistance to eat. The
findlings included:

1. On 2109 fforn 2:00 PM to 818 PM, the
| following obaervations were made in the dining

| POGm!

8. The first meal was served to 3 resident at 5:08
PMh. '

fEing,

 Administrator will sudit each ar
the three daily meals at least
weekly to determine compliange,
Audits wil be reported to CQI
manthly for 90 days and quarier
thereafter ta determing mqﬁr;ued i

compliance.

. ot
Complation date; 8/28/09 7
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''b. The fish sandwiches were each mads with a
thick plece of fish, placed in the center of two
sfices of bread. The bread was chserved to braak
apart when the residents tried to pick the

sandwich up. :

} ¢ At 5:20 PM, when resident #20 was served
hisfher meal, a staff member provided set-up
assistance. The resldent was observid to eat
wery slewly and to consume approxmately 15 %
of hisfher food. No assistance or cueing was
offered to this resident.

d. At 526 PM, when resident #23 was served

| hisfher meal, a staff member provided set-up

_ assistance. The resident plcked up the slice of
- tomnata with his/her fingers, 1aking five minutes
for the resident to consurme it. The resident was |
ohserved fo eat very slowly and to consums :
approximately 25 % of his/her food. No 5
assistance of cueing was offerad fo this resident.

a. At 5:12 PM, when rasident #28 was served
hisither meal, a staff member provided set-up
asslstance. Tha resident picked up the slice of
tomato with hisfher fingers 8o that hefshe could
| aat ft. The resident was observed to eat slowly
and to consume approximately 15 % of hisfher
food and a small amount of fluids. No assistance )
 or cusing was offared to this resident until 6:02 E
PR (50 minutes afler baing sarved hisfher meal}. :

f At 5:20 PM, wheh resfdent #29 was served |
: hisiher meal, a staff member pravided set-up
assistance. The resident picked up the sllce of
inmato with hisfher fingers so that hefshe could
eat it. The resident was observed to sat
approximately 15 % of his/her foud and a small

_ amount of fluids. No asslstance or cuecing was

]
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offered to this resident.

g. Al 5:15 PM resident #18 was served a pures:d
! meal. The resident began to feed him/hersalf.

The resident was noted to have deformities of

both hands but was able to eat. The resident ]
spilled foad down his/her chin and clothing :
protector. Statf did not cue or assist the resident
uniil 5:38 PM (23 minutes afler the residant was
served food) when the nurse consuitant offered

asgistance.

h. At 5:45 FM in an Interview, staff, who wisher
nol to be (dentified, voleed concarn with staffing.
Staff reported, "We are short of help in the dining
roarn. Thare are three CNag on and the fdurth
one who is here urtil 8:00 PM. Residents don't
get the assistance they need because staff can't
be in two different places.” '

2. On 7/22/09 from 11.56 Alt to 1:05 PM, the
following observations were made in the dining
(geTalyr \

a At 11:58 AM, the dietary staff announced in &n
overhead page that the noon meal was ready to
He sarved.

b, Af 12:06 PM, an overhead call was heard for
"al Department Heads in assist in the dining

oom". .

c. A 12:07 PM, the staff began lo serve the food
to the residents, I

d. At 12:1% PM, when resident #23 was served
histher meal, @ staff member provided $&t-up :
assistance, The residant was observed to eat |
! very slowly and to consume approximately 10 % i
of his/her food and & small amount of fluld. No |

DPOUGLAS CARE CENTER .
DOUGLAS CARE CENTER, WY 82633
(K} D SUMMARY STATEMENT GF DEFICIENCIES ' G FROYIOER'S PLAN OF CORRECTION ; c (X5
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL j FREF[X (EACH CORRECTIVE AGTION SHOULD BE °MDP:TE“DN
TAG REGULATGRY DR L5G IDENTIFYING INFORMATIOHN) TiS CROSS-REFERENGED TG THE APFROFRIATE
_ DERIGIENCY)
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| minutes later) from the nurse cansultant..

g. At 12:40 PM, résident #17 called out that one

1 alrmost finished eating, resident #11 was not
served his/her food for appreximately len more

i fram & thermos. The thermos was large, heavy

assistance or cusing was offered to this resident
untll 1:02 PM (43 minutes before assistance was
offered to the resident), at which time the resident

rafused o eat maone,

e. At 12:13 M, when resident #20 was sorved
histher meal, a staff member pravided set-up
assistance. The resident wes observed to eet
very siowly, lo hald the inside top of the glass
whila trying to drink out of it, and to consume
approximately 10 % of his/her food. No
assistance or cusing was offered 1o this resident .
until 12:54 PM (31 minutes after being setved
hig/her food) when the resident was leaving the
dintng room, hefshe wes asked if he/she wanted
anything else to est. The resident refused.

f. At 12:15 PM resident #36 was served his/her
meal The resident was seated in a wheelshair
away from the teble. The resident was nofed o
be reaching to the table to eat the fruit cup that
had been served. The rasident was noted to spill
food on histher lap and tha floor, The resident
wag not offered assistance until 12:40 PM {28

of the residents (resident #11) at hisfher table had
not received food. Although both other resldents
seated af the same table with resident#11 had

minutes.

h, On 7122409, during the noon meal sarvice
resident #39 was observad trying to poor coflee

and awkward for the rasident to handle. The

resident gave up for awhlle and trying again a few
moments [ater. Ancther resident sitting next fo
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residant # 29 struggied fo assist. The lid to the
thermos was unscrewed and a very small amount
af coffee {one swallow) was poured into a cup.
The resident continued trying to pour mora
coffee. eventuaily removing the lid entirely,
exposing the hot coffee. This surveyor reqlestad
immadiate assistance from staff.

9O 7/23/00 at 5:30 AM dietary s1aff announced
ovarhead that the joad was ready to be served. At
this time, there were 17 residents seated in the
dining room and two nurses who were passing
medications in the dining raom. There were no
CNAg present. Resident #18 was repaatedly
saying "come on, come on®, This resident wag
the only resident to heve some food it front of

himsher.

Al 6:39 AM, the Minimum Data Set (MDS)
Coordinator began serving trays while the

rasidents into the dining rooIm.

4 On 7/21/00 at 3:50 PM during group interivew
residents agreed that they "do nat get oifered
rmore food as staff is over helping those regidents
that nead assistance.™

483.25(2)(3) ACTIVITIES OF DAILY LIVING

A resident who is unable to carry out activities of
daily living recelves the necassary services to

.| maintain goed nutrition, groaming, and personal

and oral hygiene,

This Requirement is not mat as evidencad by:
Basad on cbservation, recard review, and staff
interview, it was.determined that the facility failed

Cerlified Nurse Aides (CNAs) continued to bring

!

F 2411

F 312

Al residents of the facity,

| - Including residents #5, #Band #18 |
will recelve proper and complete
perl care. CNAs will use praper
infectlon control technlgues while [
providing peri cara to residents,
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to mssist two of 12 sample residents (#5 and #8) All CNAs will be in serviced oh
and one supplemental resident (#16) with '
approprlate and adequate perd-gare, These praper and mmmf’te perl m,m' In
residents were facility assessed andfor were servicing will also indlude infection
observed to be unable to perform this Activiles of control techniguas including
aily Living (ADL), requiring axdensiveftotal - proper use of gloves during peil
! agslstance. The findinga incluged: cate.
_' 1. Resident #5's medical record review revealed .
the resident wes admitted to the facility on wm.kh' audits of CNA
10/29/99 with diagnoses which included: CHF competancies for perl care and
{congestive heart failure), heart disesse, glova use will be camypleted to
hypertension, dementia, osteoarthrosis, RA determine compliance. Weekly
E:ﬁl rmatuld arthritis), anxiety, and fractured audits will be reported to £Q)
‘ montitly for 90 days and quarterly
a Review of the significant changs MBS thereafter to determine continued
{Minimum Data Sef) assessment dated S 3I05 compliance,
identified the resident as being total care and as
having skin ulcers. The assessment included: - T
Total dependence (full staff perfarmance) with Gompletion dave: 8/38/09
two &taff persons physidal assistance for bed '
t mability, transfers, and toilel use, Tatal
dependence with one staff persan physlcal
asslstance for dressing, eating, and personal
hygiene. |t also addressed bowel and bladder
| incantinence as four {inadequate sonfrol with
multiple episcdes, ail or almaost all the tima).
b. Cbservations and staff inferviews for resident
#5 included:
1) 7720408 et 3:10 PM on the inltial tour of tha |
facility with Nurse (F), resldent #5 was identified i
as having skin breakdown and recent treatment
for a UT! (urinary tract infection).
2} 7f21/08 at 8:55 AM three CNAs {¥Y, O, and E
Q] were obsarved iransfarring resident #5 1ot
bad with a mechanlcal lift. The resident was
. FLA AR If comnuetien sheel Page 58 af +37
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positioned on her back i bed. Staff (O and Y)
donned gloves to do parineal care. The resident
was noted (o' have a large yeliow liguid stonl when
 the brief was pulled back. Staff (O) used multiple | i

wipas down each side of tha resident's grain and
| plshed the wipes down batween the residant's
slosed legs in #n altempt fo remove stool. Then
without removing tha dirty gloves, the resldent
was tumed on to her left side. Staff was observed
Ho touch the soaker pad, sheets, and disposable
wipes container with solied gloves, Staif (Y) then
removed the wipes which had besn pushed down _
hetween the resident's legs. Staff {O) continued _ :
! to wipe the resident's buttacks, Staff (O) !
confirrmed and the residejitwas observed-to have
a small opan area on th: ht gluteus next lo the - i
giuteal fold. Staff (O) apmlf_'._ | barrier cream before
| placemant of a brief. 757

Staf did not open the resident's legs to ensure
the urethra and {zbia area wers properly cleaned
after the resident had the liquld stool. The siaff
failed o provide adequate perines| cara for this.
resident who was high risk for skin breakdown
and who had recdrrent E_coli (Escherichia cofi)
resistant UTls (urinary tract infeciians).

[Escherichig coli (sbbreviated as E. coliyarea
large and diverse graup of bactaria, Althaugh
most strains of E. coli ere harmiess, others tan i
. tnake you sick. Some kinds of E. coli can cause ;
diarrhea, while others cause urnary tract

nfections, respiratory iliness and preumonia, and |

pther illinesses.]

3) 7/22/00 at 8:30 AM CNA (P and YY) were |
observed providing care for resident #5. The i
Nurse Consuitant was also in the room ta ;
observe care. The resident had a liguid stool and ' |
staff was noted to touch multiple items including i

If centirualion ghoet Page S8 cf 737
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: perineal care, glove use, handwashing, and

| infection or histery of Resistant E.coli to ensure |

' the resident was admitted to the facility on

' b. Ravigw of the signlfleant change MDS

| for care and on Hosplee.

the spaker pad and sheets, with sofled gloves.
The NMurse Consultant cued staff on the proper

remngying multiple layers from under the rasident
and prassure reducing surface, .

¢, Review of "Licensed Nurses Noles" included
documantation of Rasident #8's UTIs (urinary
tract infections) which wers identificd as
Resistant E.colf (Escherichia coli), The resident
hed & VA {urinalysis) done 5/21/09 which
confimned E.coti. The "Monthly Summaiy” sheet
dated 6/6/09 identified the resident was started on i
i (intravenous) antiblotics for he UTH :

d. Review of the care plan dated &/10/09 reveated
it was not updated to address the resident's

interventions were addressed.

2. Resident #8's médicm recard review revealed

2/28/09 with diagnoses wiich [nclugded:
Alzheimer's disease, hypertension, senila _
gemantia, astesporesis, arthritis, and anxiety.

a. On 7/20/09 at 3:10 PM on the initial tour of the
facility with Nurse (F}, resident #8 was identified
as baing on Hospice Carg, having leg
gontractures, skin breakdown behind the dght
knee, and dependont an staff for all cares.

{Minimum Data Set) asssssment daled 6/3/08
identified the resident a5 baing totally dependent

c. Resident #8 was identified with ongaing UTls
{urinary tract infections) which were determined .
to be Resistant £.coli {Eacherizhia golf) infections. :

2ETHTY
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d. Qbservations and interviews for resident #8

included:

123109 at 4:55 AM, CNA (U} went inta resident
#8's room. The CNA woke the resident up and
reporied she was geing to get the reslident
dressed. The covers ware then pulled back and
j the resident was nbserved laying on her ieft kip.
i The CNA donned gloves, pulled back the krief
and wiped the residant buttocks and rectal area.
& small amount of faces was noted on the wipas.
The brlef was pullad off withaut turning the
resident. Then with the soiled glaves, the CNA
placed a new brief under the resident, apphied
barrier créam. The resident was turned to fasten |
the brlef and turned back on left slds without
changing gloves. Staff did not wips the resident’s
| groin creases or urethra when the resident was
on her back, The CHA confirmad that the
resideni’s brief was wet The CNA also falled to
ensure the lefl hip was properly cleansed.
Review of the care plan dated 4/2/0% revealad it E
did not address the resident's history with :
Resistant E.coli infectians. . [
3. Resident #18 was observed during care on :
7122108 at 5:35 AM. Staff (T) entered the
iresident’s room. The resident who was asiesp
was awakened by the CNA. Tha CNA tald the
resident it was time {f get up for breakfast. The
resident's reply was "Mo." The CNA put on gioves
and continued with carss. The covers were pulied
hack and brief pulied down. The CNA wiped down
each side of the groin but made no atlempt to '
separate 1he rasident's irgs o wips dovwn the
.+ center over the labia and the urethra. The
regident was noted to have edemna of the jegs,
ankles and fest and a deformity of right foot [l

| f
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making ene person doing care difficult. The CNA
ihen turned the resident to her right sida and
finished wiping the resident's butiack while
attempting to keep the resident furned on her
right side. The wat brief wes pulled out, new brief _
was posltioned under the right hip, the resident _ .

was tumead to hisfher back, and the brief was : !
pulled up. The CNA failed to snsure the resident's '
right hip was properly cleansec,

REFERENCE |

Accargding to The Merck Manual, Second Edition, |
Escherichia cofl (E. coli} is the mast comimon !
cause of urinary tract infections {UTls) tn adults,
These bactaria are nomally present in the colan
and may entar the urethral opening from thea skin
around fhe anus and genitals. Poor perineal care
can cohtribute to UTis. Ascording to University ot
iowa's Heglth Centar, Department of Obstetrics
and Gynecology Information sheet snlitied
"Urinary Tract Infections [Bladder infections); 1. :
Ways to Pravent a Urnary Tract Infection”, goed .
persanal hygiena is importent. Propar persotial :
hygizne Includes blotting or wiping gently fram
frant to back after urinating or having & bows|
mavement. This will reduce or prevent the
spreading bacteria from the rectum to urethra,

F 314 483.25(c) PRESSURE SORES F 314
$58=G |

Based on the comprenensive assr.;ssment afa Resident #5 has an accurate MOS,
resident, the facility must ensure that a resident sppro

wio enters the facility without prassure sores : a:: | o IF' e na;vw et
does not develop pressire sares unless the Ppropriste rellef device in
individual's clinlcal condition demonstrates that bed and chalr. A neaw dietary

they were unavofdable; and a resident having assessment has been compieted.
pressure sores receives negessary treatment and | . The care plar has been update! to
services o promote healing, prevent infection and. ' address nutritional

prevent new saras-fram developing. _ al and skin ssizes.

|
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F 314| Continued From page 62
Resident #3 15 hoelad, Aesidesn

This Requiremant is not met as evidenced by:
#8%s bed Is set at 5 and appropriate

Based on record review, observatlon, and staff

interview, it was determined that the facilily failed pressure rellef is in place. Hospice
o implement appropriate, timely interventions to will provide pressure refief device

prevent the development of pressure ulcers _ F
andfor to treat the ulcers once they develapsd for to chair. The lift sling will not feft |
two of 12 sample residents (#5 and #8). These uirder resident #8, Proper positlan :
residents were facility assessed to be at risk for for right leg contracture is In place. !
@hg_develupm&nt of prassure Uleers. The findings Care plan has been updated for '
included: ' skin at risk lssues. i

1. Resldent #5 medical regord review revealed amedysls hospice and thelr

the residant was admitied to the faciliy on

10/28/39 with diagnosss which included: CHF medical director has been notified

(congestive heart failure}, hﬂﬂﬂgﬁﬂ;ﬁe-ﬁﬂ . of this deficlency and the need for

hypertension, dementia, ostecarthrosis, thelr prompt sarticloation in

(theurnatoid arthritis), anxiety and fractured Prompgs panicp

fermur. 5 seeipg that their residents recelve
1 the aporopriate pressure relieving

a. Review of the annual MDS {mirfrurm data sel) devices.

assessment dated 3f26/09 had no ulesrs or skin

issues identified for resident #S5. Skin rounds are completed weekly

: . for open wounds and resldents at
i significant changa MDS
b. Review of the sign g high risk for skin breakdown,

assessment dated 8/2/39 identifled the residerit
as being total care and skin ulcers. The

assessment included: The facility policy addresses Stage

W and unstageable wounds.

-Uicers (number of ulcers at each stage)

a) Stage 1 -persistent areas of redness as 5 |

Family and physician are notified

identified as pressure weers. when wounds are identified.

The area under skin treatment listed pressure

device for chair, bed, turning f repositioning | Hursing staff wili be in servi

pregram, nutrition or hydration Intervention to ursing staft will be in serviced on
proper pressure relleving deavices

mange skin problems, ulcer care, application of
[ ointments/medications and other preventative or

profective skin care.

and nse of ift ellngs.

-Total dependence ffull staff perfarmance) |-
. W conlinualfar, shget Page 23 of 157
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with fwo staff persons physical assistance for bad
mohility, transfers, and Loilet use,

Skin rommittee meets waekly to

-Totai dependence with one staff person frmplerent skin interventions,

p;y;s;iﬂlis sifganm for dressing, eating and minnltor healing process and
1 X .

P yglene pragram complianos, Results of

-Bowel and bladder incontinence of four . theskin committee is reported
{inadequate control with multiple episades, all o merthly to LOF for 1 year to ..
almost al the time}, ditafming continued compliance. 7.
c. Review of the "Braden Scale" for predicting | ; . _

: : Coempintafin: 8/28/09

pressure sore risk dated 4/4/09 identified the -
| residant as a scora of 10 (HIGH RISK). A total - o : |
score of 12 or leas represemnts HIGH RISK. - ' :

d. Ohservafions and staff interviews for residaent !
#5 included:

1} 7420709 at 3:10 PM on initial tour of the
faciity with Nurse (F} resident #5 was identified
as having skin breakdown. Nurse (F) reported
that the resident had a black area on the left heel.
The area was describad as bsing facility acquired
and starting as a fiuid filled blister. The rozsident
was rasting en a made hed with a postioning
device under legs keeping pressure off her heels.
The matiress was idantifled as & specialty
! mattress. The resident also had dressings on the
| uppar arms which staff reported were dug o skin
taars from reposiiioning while in the whesichatr,

i 27 H209 at ¥:40 AM resident #5 was noted
toy b sitting in the dining room in a. wheelchair
with & mechanical [t sling under thes resident.
The resident's feet wera elevated on a pilow and
had multiple abrasions and scabs hoted to left

foot,

I

At B:05 AM the resident was taken back to her
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rogpm. Staff (Y) raported she ngeded help ta lay
ihe resldent down and she would come back after| .
&ll the residents were out of tha dining room.

At §:55 AM three CNAS (Y, Qand Q)came to | |
: transfer resldent #5 inte bed. A machanical lift '
was used for the transfer. The resident had been - |
sltting on & bed pillow, covered by & soaker pad
and lift sling, in the wheslchair. The rasident was -
Hpnsitidnﬁd ot her back in bed. Staff (O and Y} ‘
| donned gloves to do perineal care. The resident

was noted to have & large yeliow liguid stool when
the brief was pulied back. Staff {O) used multiple :
wipes down each side of the resident's groin and ‘
pushed the wipes down istween the residant's )
closed legs in an atteniafif® remove stool. Then :
withoUt removing the disiieloves, the resident |
| was turnad on to her leff Gide. Staff was observed
' tn touch the seaker pad;-sheels, and disposable
“wipes cantainer with solled gloves. Staff (Y} then
remaved the wipes which had besn pushed down
betwaen the resident's lags. Staff (O) continued

" | to wipe the resident's buttocks. Staff (O)

| canfirmed and the resident was gbserved fo have |
e 2 sitialt op&h area of the right gluteug next fothe |

: gluteal fold. Statf (Q) applied barrer cream before |
placament of a briaf, -

Additionally, the residant was noled to have
Indentation on her butlocks and back from the
sling strape and fayers in the wheelchair. The
resident had foam sleeves on both arms which
staff reported was being used due the resident's
recant skin fears. The resldent also had multiple
scabs and abrasions on her loes and an area
approximately a 3 cm black area on the Isit heel.

Staff did not open the resident fegs to ensure the
* urathra and labia arsa were properly cleaned
aftar the resident had the liquid stool, The staff

CFORM CME-2557(02-89) Previpus Yeralons Ohsula.le TR

Il candirwztlen sheet Page 6% of 137



[#@ooa 021

Pripted; (81242003
FORM APFROYED

08/25/2000 14:19 FAX 36E82B42 ( DOTGLAS CARE CHNTER [

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES ' CIB NO _0938-0351
STATEMENT GF DEFICIEMGIES (%1) PROVIDER{SUPPLIERIGLLA (%2} MULTIPLE CONSTRUGTION (%3} DATE SLIRVEY
AND PLAN GF CORRECTION IDENTWFICATION NUMBER: A, BUILDING COMPLETED
536040 B WING 07/24/2009

MANE OF PROVIDER CR SUPFUIER STREET ADCRESE, CITY. 8TATE, JIF COBDE

OOUGLAS CARE CENTER | 1108 BIRCH STREET
DOUGLAS CARE CENTER, WY B2633

(") |12 SUMIMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREDTION 5}
FREFIX {EACH DEFIGIENGY MUST HE PRECEDED BY FULL RREFIX {EACH CORRECTIVE ACTION SHOULD BE WMJA'-TEJ IEiH
TAG REGULATORY DR LEG IRENTIYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE
DEFICIENCY}
F 314| Gontinued From page €9 F 314

failed to provide adequate parineal care for this |
: resident who was high risk for skin breakdown
| and wha had recurrent E. coll resistant UTIs

{urinary tract infections).

3} 7122/08 at 9:30 AM CNA {P and Y) were
observed proviging care for resident #5. The
MNurze Consultant was alsc in the room to
| observe care. The resident had a figuid stool and

staff was noted to fouch muitiple items including
the soaker pad and sheets, with solled olevas.
The Murse Consultant cued staff on the proper
glove use, handwashing and removing multiple
layers from under the resident and pressure
reducing eurface.

&, Heview of "Licensed Nurses Notes" inciuded.

1) "531/08 (_Resident name} has reddan
area to lower buttock, Left and right heel. She |8
patential for breakdown will monitor and pass on
to evening nurse.”

2) "8M09 12:45 AW Rasidani dozing in WG . -
{whealehalr} in room ... Noted +3 pilting edema .
hilataral lower legs, L worse than R, Noted toes 1.1
5 on R fooi scabbed, reddened around scabs, i !
slightly warm ta touch, Noted Blister on R {right) . [
hael fluid fllled open to air approx. guarter to 50
cent plece sizad. Noted Gobian on R wrist GDI
{clean, dry intact} hand slightiy egematous. Res.
i left for apt. at hospltal for IV abx (Iniravenous
antibiotics).”

There was no documentation the physician and
the family was notified of the resident's blister or ,
l2ft foot traurna. (Cross refer to F157) ¢ :

3) "8/19/02 Resident in bed R buttock

examined, noted small pinch like blisteren R

FORM CMS-2567(02-80) Previous Verslons Obsciste 2KYKTH It cardiniseifon shest Fage B o 137
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1

buttack, {sign for no} fuid noted in blister, no
open aréas neted, Baza applied. Noted scabs on
L toes faling off, Cap (capillary) refil brisk. Noted
on L heel dried into yeflowish scab with smafll
reddened area in center bianches sfightly."

4) "6/25/09 ... PT (physical therapy) here to
evaluate L hesl wound, see yellow wound eval
doeument per PT continue "Heels Off" {(keeping.
pressure off of heels at alt imes..."

5} "6/25/0% Heels {__Sign for up) off matiress
and off foot rast when in wheelchair, Blister type .
area L heel resalving.”

f Review of the "Wound/Skin Evaluation and
Documentation” sheet dated 6/25/08, Lhe area on

' the heel was identified was unstaged and

described as "yellowish seab like surface, length
4.8 cm, ant width 2.9 cm”, The araa an the
diagrain was marked on the left heel The
treatrment identifled, "Treatment is keep all
pressura off of heels at all times ot ha'ura it cpen o
air. Check minimum dafly.”

There was no evidence that a wound sheet was
started when the biister to the heel was [dentified
or of treatment or inferventtons to address the

reaident's heels on 6M1/089,

g. Review of resident #5's "Comprehensiva Plan

of Care" identified a problern of "Abrasion to fop
of toes left fooi and blister to left heel. The date
for this care probiem lecked to be SME/0¢ and
was written ovar to be 611000 which included,
"Heels off bed and chair”,

However there was no avidence the plan of care

"was updated on 6/1/09 when the blister to the

hael yeas identified.
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The care ptan did not identify the open areaon |
the buttocks, skin tears to both upper arms, Use

of fuam arm protectors, use of pressure reducing
surfaces for bed and chair, of tumning and
repositioning for this dependent resident,

Additionafly there was no evidence that this
reaident who was essessed as belng a high skin
risk and at risk for pressure ulcers had a care
plan to address preventative measures and
garvices for.gkin care prior to the blister to the

heel.

The annuat MOS sssessment dated 3/26¢09 and
RAP datad 4/4/09 triggered pressure uicers and
proceed to carg plan. There was no evidence
provided to show pressure Uicers were sdgressad
in the resident's plan of care 4/4/09.

h. Review of the regident "Nutritional
Assessment” dated 6/5/09 identified a weight loss
| of 6% in sik manths. it listed Med Pass TID as
suppiement foods. The physician order showad
that Med Fass 30 cc TID was ordered 6/28/08.
The RD's (Registered Dletitian) note Identifled the
res|dent with chronic UTI, low atbumin and extra
protein supplement to help mest estimate needs,
The diet listed was “pureed fortify diei”. There
was no indicatian that any changesfalternate
interventions ware madg or addreseed with the
resident increased needs and skin breakdown.
The resident was on MED Pass TiD since

| BIAGI0G.

h. Review of the facility's policy and pracedure for
wound ¢are reveaied it did not address Stage 1V
(four) ulcars, blisters and unstageable wounds. It
also was not followed as evidenced by not
notifying the physician when wounds were §
identified for trealment arders.

!
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| Facility's policy and procedures inciuded:

WOUND CARE PROTOCOL,
DOUGLAS GARE CENTER

JAN 2009
1. Abrasionh Cleanse with YWound Cieanser, leave

open to air check 0 shift. ]

2. Skin Tear: Cleanse area with Wound Cleanser, 1
approximate edges, apply sterstrips as indicated,
apply thin layer Vasoline cover with non stick
Telfa & secure in place with hyper fix or
‘stockinette. Gheck for s/s infection Q shift,
change dressing & day until area.is resolved.

3, Stage | Monitor daily, reposition off atfested
b side @ least G 2 hours. '
1

4. Stage (I: Cleanse with Wound Cleanger, apply _
Wasoiine apply non stick telfa & secure in place i
with hyperfix or stockinefte. Check far sfs
infection Q shil, change dressing () day PRN. |
Notify Dr. |

| 5. Stage )II: Wound Care Team to assess for _
- appropriate ireatment. Notffy the Dr. _ i

Wound Care Team will assess each wound upon
initia! identification and weekly uniess otherwise
indicated. Physician will be notified of wound care
to be used on each individual resident.

If indlcated treatment s unsuccessiul, Wound
Cara Tear wil discuse alternative and notify
physician. Changes in wolind treatmant must be

: { precaded by physiclan order, Nurses' notes

' . should reflect wound chenges and successifailure
of treatment. Treatment sheat will reflect

changes as they occur with appropriate dates.
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Charge Nursa wil report any
observations/concerns to team, Any changes in
wound care wifl be made by Wound Care Team

Only.

2. . Resident #8's medical record review revealed
the resident was admitted to the facility on
3/29109 with diagnoses which included:
Alzheimers disease, hypertansion, senile
dementia, osteaparosis, arthritis, and amdety.

a. On 7/20/08 at 3.10 PM on initial tour of the
facility with Nursa (F} resident #8 was identified
as being on Hospice Care, having leg
contraciures and skin breakdown behind the right
knes. The area was described az belng a
recurrent pressure wound, Stage IV to the
popliteal ares. The resident was observed (o be :
laylng on a made bed which did have an air | ' :
mattress set an 2 . [The maltress was fater '

identified as supposed to be sef at & by the
Hospice nurse.]

k. Review of the medical record revaaled the
resident was put on Hosplce Care 1/30/08 with
discharge-3/20/09 and readmilted to Hospice
Care 5{27/09 for wound care.

c. Review of "RDoctor's Progress Notes™ included: Ij
1/23/0% ", continues to lose weight and has.
flexion contractures of bath knees. She has an
avoidable ulcer in the right popliteal space with
exposed tendons, PT and OT has been working
with the care team ta try to improve this. Qral

! intake is very minimal. ... Short of feeding tubes
: mte. improving sltuatlon fs next to Impossible.”
fWote: During the survey the "Doctor's Progress
Notes" were reviewed with the staff who
cortacted the physician and raported "avoidable
should have baen "Unavoidabla"]

m
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2/09/09 " The uker in her popliteal space 18
virtuatly completely healed with Optifosm and this
is & beauliful improvement. ... The wound in her
right pogliteal space is almost completely healad.
. Hosplce service has been very helpful in caring
far this savere wound."

] d.-Review of the quarterly MDS assessment
' datad 4/20/09 had na ulcers of skin issues
“identitied.

e. Review of the significant change MDS
 (rninimum data. set) essessment dated 6/3/09
identifled the resident#is beingtotally dependant
jfor care, having & Stage 1V pressure sore and
weight of 80 pounds. :___ﬁ;-_*assassment inctuged:
b R

AHcers (number of Likers at each stage)
Stage 4. A full thickness of skin and
suboutanedus tissue is lost axposing muscle or

bone. marked as one.

-Totaf ﬁependence (full staff performance)
with two staff persons physlcal assistancs for bed
mobility, and transfers. :

f Review of "Licensad Nurses Notes" included;

| 5/24/00 "Noted to have blood on Iég Usg.
: Area now.open, will refer to wound care.”

| 524109 "NOC. Resident in shower. Skin
| asaess (assessment} performed p wards
{afterwards). Res. has some old arans that are

| heaiing. She has a Stage IV wound behind har R
knee, Day nurse referred to.wound care. Vaseling
and Talfa with stockinette applied." [Nate the
faclily protocol did not address Stage iV wounds.]
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5¢27109 returned to Hospice Services. !

g. Obsenvations and interviews for residant #8
included. :

7/21/09 at §:30 AM CNA (O} and (Y} transferred
the resident with the mechanica! lift from the Geri
' chair to the bed. The bed was made with two
sheets, bed spread and soaker pad betwean the . .
resident and the air mattress, The air mattress ' .

was set an "2 The resident had a guaze
drassing behind the right knes held In place with
a stockinette. The resident had flexion '
cantractures of both legs. Staff (O) place
sheepskin between the residents knees. There
was no splint or device used to open the right lzg
{0 reduce prassure o the popliteal area and the
walnd. |

2424709 at 10:00 AM intarview with TNA (Y} . !
reportad that resldent #8 was ane of the resldents
that the night shift gets up about 5:30 AM. Tha
night shift is supposed (o get up six {0 elght .
residents who are two persan fransfers and assist |
and do a couple baths befors they leave at 6:30
AN, Based on the moal service and stalf
availability the length of time the resident was up
in the Geri chalr was a minimum of over thres

holirs,

, 7022400 at 8:25 AM Hospice Nurge and CNA
entered the resident’s room ta pravide care. The
nurse checked and reported that tha air mattress
should be set at "5, The air mattress was then I!
' turned up from 2 to 5. The resident was ;
trensferred by iwo person lift into bed and hed

| bath was given. After the bed bath, wound cars io

 the pressure area behind the right knee was

i provided. The nursa reported the wound was

Improving. The nursa reported thet the rolled

1
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shaapskin was lo be positioned between the right |
leg contracture {behind the knee) to reduce the
pressure to the popliteal wound and & pillow was
be used bhotween the knees. The Nurse was
asked about the inflatable cushion in the Ger
chair, She reported she would follow up as she
was unsure of the pressure raling for that device
and if it was effective for mesting ths resident's

needs. The Nurse stated, "VWe have told thern not
to leave the transfer sling under her because it
has loft cresses and mesh marks an her skin"

7123/09 at #:55 AM, CNA {U) went into resident
#a's room. Tha CNA woke the residsnt up and
reported she was golng to get the resident
dressad. The covaers were then pulled back the
resident was |aying on her left hip. The resident
did nat have support of & positioning device to the
right Yag contracture or pliows to keep her knees’
from rubbing together. The air mattress wasg
turned on 3. The CNA donned gloves, pulled

‘ hack brief and wiped the resident's buttpcks and

rectal area. A small amount of feces was nolad
on wipes. The brief was pulled ouf without tuming
the resident. Then with the solled gioves, the
CNA.placed & new brief under the resident,
appliad bariar cream and turned the resident to
fasten the briaf and turned the resident back on
her left side withaut changing gloves. The CNA
confirmed that the resident's brisf was wat. The
CNA failed to ensure the left hig was praparly
cleansed. The sheepskin was placed batween tha
resident knees bul no support or positloning
device was used lo support the right leg
contracture. Staff then laft the reom and returned
at 5:40 AM o get the resident into the Gert chair,

' uging the machanical Uft. One staff.was obsarved

to tien this resident even thotgh she was
agsessed as needing 8 two parson 253ist with
bed mobllity; this increased the resident's risk for
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ckin tears, shearlng, and pain.

7123{08 at 11:45 A, resident #& was ohsened Lo
be laying on top of the made bed with the air
mattress set at 3. Nurse (F) was asked to come
ta tha resident's room to venify the setting af the
matiress and follow up with the resident's

| positioning. Nurse {F) placed the sheepskin
hetwesn the right leg contracture and repoHed
she would follow up with staff.

h. Review of resident #8's "Comprehensive Plan
of Care" identified a problem daied 5/27/08 as!
“Impaired skin integrity Stage IV right poplites
areg”. The goal statad, "will be heated next 90
days". The approaches addressed monitoring of
the wound, dressing changes, and Med pass 60
&6 three times a day. The plan of ¢ars did not
adtiress the use of an ar matress and the
appropriate setting to mest he resident's neads,
i nressure relleving device for the Gerl chair,
turning and repositioning, and the sheapskin use
to splint, the flexion contracture of the fght lag.

| Review of the "Hospice Visit Note and Care
Pian" sheets from &/28/08 to 7/22/08 did not

. address the use of an al mattress and the

" gppropriate setting to meet the rasident's need,

- pressure relieving device tor the Geri chair,
turning and repositioning, and the sheapskin use
to splint the flexion contracture of the right leg. A
! note on 7720108 stated, "HHA (Home health aide)

j. Review of a FAX o the physiclan dated 6/22/09
identified the resident as having pain with wound
care. The shast noted, "Could we get a order for
! a pain med. Tylenoi does not work, especially

| with wound care. Hospice nurse suggested

' something stranger then Tylenol if just for

' 4 x {times) week facility staff for majority of cara.” !

1
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pre-wound care.” The response was, lortab
&/500 is ordersd PRN [as neaded). Tt is not

' pleasa order this every 4 hours PRN"

| Lortab was given 6/24/08, 6/28/08 and 6430409,

The fatillty failed to ensure there was an
intagrated plan of care to met thig resident's skin
sans neads,

The facility failad to ensure this resident who had !
prESSUre Sones received necessary treatment and |
services to promote hezling and pain
managemeant.

Reference: Profassional Standards of Practice:

According to tha CMS (Centsrs for Medicare and
Madicaid) RA! (Resident Assessment Instrument)
Version 2.0 Manual, revised lagt in June, 2005,
Chapter 3, page 3-160: "if nacrotic eschar s
prasant, prohibiting accurate staging, code the
skin ulcer a5 Stage '4" until the eschar has baen
debrided {surgically or mechanically) to allow

staging."

According to the "Clinical Practics Guidelines,
.| Pressure Ulcer Treatmeant' {pages 12-13) used
by the facility as a treafment raferance, @ stage |
pressure ared is an-area of erythema of "intact”
- skin. AA Stage Il is a partial thickne$s skin loss
 Invalvirg epidermis, dermis, or both. The uicer fs
1 -~ - “siperticial & prasents clinically as an abrasion, ' B o R
blister, or shallow crater, Inconaistent or
inaccurate staging of ulcers has the potential for
! : implementation of Inapproprizle or inadequate :
| tragtmant. A stage il pressure ulcer is a full : |
' thickness skin loss involving damags to. or
_necrosis of, subcutaneous tissue that may extend :
! down t6, but not through, underlying fascia. The |
ulcer presents clinically as a deep crater with or i
|

! ' without ungermining of ad|acent tissug. When
L .
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|wi1h bed linens, towels or inconfinent pads

| prevent accidents.

Continued From page 75

oschar is present, a pressure uicer cannat be
accurately staged until the gschaf is remaved.
Eschar is described as thick, leathery, frequently
higck or brown in colar, nesrotic (dead) ot
devitalized tissue that has fost its usual physical
properties & biological gctivity. Eechar may be
logse or firmly adhered to the wound.

According to"Pressure Ulcers in Adults:
Prediction and Prevention”, U.S. Department of
Health and Human Services, Clinical Practice

| Guidetine, Number 3, "Any person at risk for
developing & pressure ulcer should avoid
uninterrupted sitting in any chair or wheelchair.
The individual should be repositiened, shifting the
points under pressure at least every howr or be
put back to bed if consistent with overall patient

mahagement goals."

According to "Pressure Ulcer Treatment”, U.S.
Department of Health and Human Services,
Clinical Practice Guideline, Number 15, the
resident should have an Individually prescribed
sgat clishion which will relisve of reduce pressure
on heny prominences, Support surfaca and
positioning needs should be assessad and
raviewed requiarly and determinsd by resuits of
skin inspection, patient comfort, ability, and
generdl state. Covering these support services

decreases thelr effectiveness for pressure relief.
483.25(h) ACCIDENTS AND SUPERVISICHN . ¢

The facitity must ensure that the resident
anvironmenl remains as fres of accident hazards
as is possible; and each resldent receivas
adequale supervision and assistance devices o

I

F 314

F 323 |

the fadity will ansure that the
rasident nvironment remains as
free of accident hazards as 1s

possible; and £ach resident

recelves adequate ruislgn and
assistance deviceb to prevent

aecldents.
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This Reguirement: s not met as avidenced by
| Based on absarvation, record review and staff
interview, it was detarmined that the facility failed

This failure resulted in a potential for residents,
staff, and visitors ko be scalded or bumnsd,
! constituting an immediate jeopardy sitbation. The

| findings included:

1. On 7/26/08 at 5:00 PM a concern with water
temperature was identified in the public restraom.
A check of the water temperaturas found the

| temperature to be 123 3F (degreas Farenhelt).

| & further check of watérigmperatures included:

| Nurse's station hand sitik:122.0 F,

Shower east hall 113,575
Tub room hand sink 1204 F and tub 108.0 F,
Shower vast hall 106.0 F.

2. Obseryations and interviews an 7/21/08
included:

a. At 7:45 AM a random check of water
temperatures was done to follow-up on the
previous days concern with hot water
temperatures. The findings included:
Fublic restroem hand sink 116.2 F,

Sink at the nurses station 118.0F,
‘Gink ir e &ast tub room 113.8.

Y. In an interviow after checking the water
temperatures. staff {1} reported the maintenance
person was on medical leave and a Maintenance
Consultant was coming from another facllity to do
the environmeital tour and follow-up with the
concerns of water temperatures,

3. On 7/21/09 at 11:40 AM, the public restroom

io maintain safe water temperatures n the facilify. |

Maintenance staff or his designee

will check witer temperaturas
twice daliy & as needed; 2nd keep
"3 log.

* ANl staff has been in-serviced on
raporting unsafe temperatures &
cheeking water tamperatures prier
to each bath or shower.

Resident #12 |5 discharged.

Resldent #3 witl be transferred
using galt halt. ;

Resident #26 was not admitted on
£/11/09. He was admltted on
6/15/09,

Residents #20 & #27 will have fails
evaluated & approprate
Imterventions implemented.

Restdent #17 has new arms for his '
" wheatchalr ordered.

M storage cabinets in the shower
rooms are locked.

supplies will not be left
unatienged.
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! water ternperature was very hot fo touch, Starting ' In-senite to ali staff on kaeping
frt]t 11:4% A{'ﬂ, UF;';Q '_!i’ll? sqweyuris"t:;?ilaf , i © aur eayironment as free from
armometers, the follawing waler temperallires cslble & to
{stated in degrees Fareriheit) were cbtalned: actident hatards as po e
_ provide adequate supenylsicn &
4 Public restroom in front lobby: 138.6 ! assistance to prevent accidents.
Roomn 1. 139.3; This lemperature was the same This will be audtted weakly by QON
in o recheck in the preserice of the Director of or deslgnes & reported monthy to
Nursing {DON), who was also present fur the cal
temperature checks In rooms 16, & and 12. ! :
{Note: The residents who resided in room 1 were |
' 8/28/09

able to aecess and use the water in their room.)

Raom 15, 130.8
Room 5 127.8
Room T2 126

b. On 7/29/08 at 11;50 AM, the hot water
temparature in razldent room #21 was 137.4
degrees Fahrenhedt. in roorm #23% gt 1162 AM tha

hot water temperature was 137.5 degrees
Fahrenhgit.

c. At 1145 AM another surveyor asked for
ass|stanca to check water temperalures due hot
water identified in the public restraom. Staff ()
accompanied the surveyor to check water
femperatires on the east hail which revealed:

Resident room 24 water femparaiures in the

‘resident's hand sink was 138.0 F. Resideni #19

was In roum 24 gnd was identified by staff as
smbulatory and able to use the bathreom

ingependently.

Sink in the east tub reom 140.0 F.

IT £an brlratlon shedt Pegn T& of 147
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The water temperature from the fill hose for the
tub was 135.5 F. The hose was identifiad by staff
(¥) &3 being used o fill the tub for the hot waler
due to the tub dial /cantro! not working properly.
The water temperature from the fill hose was
1355 F. '

d. After identifying 140.0F hazardous water
tamperatures in hand sinks, showars, and the tub
the surveyors then werit to the basement to chack
the baller room. Upon entering the boller room

: the: suIveyors were met by a staff member who
identified himeelf as the Corporate Malntenange

consultant, He reported, "I'm having troubls with
the raixing valve. I'm trying to get the water

- adjusted." Thera were three tanks identified as-
. the hof water tanks with the ternperature gauge -

noled at 148.0 F. The Corporate Maintenance
Consultant confirmed that the three haot water
tanks were on the water [ine supply going to the
residant rooms. The mixing value was suppased
tn add cold water ta the line lo decrease the hot
water temperature before going to resident
raoms. He reported that he was teld there had
been & problem with the mixing valre and the

Tacilitios maintenance man had ordersd a new

mixing vélue. The Coarporate Nurse Consultant
came inta the boiler roar and instructed the GMGC

to turn off the hot water.

'.e. At 12:10 PM the Corporate Nurse Consuitant

reported that the hot water was shut off and the |
CMC was working on cooling dowh the water in
the hot water tanks. . :

£ In an intarview with Staff (F} at 1212 PM, the
staff member stated, ™ was not aware of a water
aroblem until yesterday when you were checking
water temperatures, We had nol been told about
a mixing valve problem, Staff (1) told me

|
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TAG REGULATORY 0K LS IDENTIFYING INFORMATION TAG CADSE-REFERENGED TG THE APPROPRINTE g
DEFICIENCY}
F 323| Continued From psge 70 F 323
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Xa) DATE SURVEY
COMARLETED

yasterday @ mixing valve was ordered. We called
-_{narhe facility's maintenance man) yasterday
and found out it was a problem.”

4 At 12:04 PM, the acting Administrater (AA) was
notified that a senious situation, which needed
immedlate attention, had been identified. The
immaediate jeopardy prablem related to very hot
water [t resident rooms.

} The AA reported that the problem was & mixing

! valve and the Maintenance Manager {MM) had
ordered the mixing valve on 7/8/09. The AA
revealed that she had not been informed of this
problem untit Thursday {July 16 th). Inan
interview with the AA, DON, and nurse {F), thay
verified that they were not made aware of the hot
waler issUes.

 nurse (F), and the corporate nurss (H), they were
| requested fo provide a copy of the Invoice for the
mixing valve, water log; and tncident reporis.

the entiie facility, Al 12:45 PM, the surveyors
verified that the hot water was shut off,

7. At 210 PM, the AA repotted that there were no
incident reports related o regidants beirg burnad
by hot walter.

£ The CIG stated that ha had the water sot ai
104 degrees F. He confirrned that staff woulg
hava thermometers to manitor the water
femperatures.

g Revlew of the faxed letter from the plumbing
supply company evidenced "A new mixing valve
was ordered on July 8, 2008 from the factory,

5 At 12:30 PM, in an Interview with tha AA, DON,

6. The CMC had turned off the hot water supply in | -

AMT PLAN OF CORRECTION IDENTIFICATION HUMBER. A BUILDING
535040 8. WING - 07/24/2609
HAME OF FROVIGER OR SUFFLIFR STREET.ADDRESS, CITY, STATE, 2P CODE
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F'323! Continued From page 80 F 323

shipped on July 14, 2008, dua to arive on
Thursday July 23, 2009."

" immediate Jeopardy situation and o prevent its

1 "fAaintenance personnel turned off the hot water
immediately at 12:15 PR, The water st the nurses.

! carmipletely off. It was also tested in tha bathreom

10. Revisw of the facility’s waler logs evidenced
that there were no documented temperature
spikes or problems which would reguire the
crdering of & mixing valve.

11, At 2:52 PM, in an inferview with the AA, she
stated that she had contacted the facility's M
who was at tha time not available 1o wirk, Sha
reported that the MM had coma into the facliity on
14709 at 1:00 AM begalse & gquirrel had chewed
some of the wirlng. At this fime there was not
encugh hot water, ¢ he increasaed the water
termperature In the boller. He ardered the part on

7iaf09,

The facility gave the survey team a plan of
correctlon desoribing thelr efforts to abale the

re-gccurrence. The immed|ate jaopardy situation
was gbated on 721409 at 335 PM. Prior o tha

strveyor feam exiting the facility, the AA provided
evidence that ail nurses on duty had baen
inserviced and the trainer was in the building
preparing to ingervice the oncoming night shift.
Following the abatement, the deficient practics
would be al a pattern with & potential for more
than minimal barm. '

"Plan of Corracilon 7f 21/08™

station was tested to ensure the hol waler was

dewinstairs and residant room #28. Nao hof water
is accessible to any resident, staff or visitors.

- ORI CUMS-2567(02-99) [revious Vamsigns Obsoleis
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F 323! Continued From page 81

| building. Emplying the tank eliminates the risk for

" Jaundry service will be done outside the facility I

Staff that were serving in the dining room were
inservicad at 12:20 PM to not use any hot water
that d is criticaity hot and not safe to use until
further notice. Inservice was conducted with all
staif at 1:10 PM regarding safe water
termperatures. See attached inservice sheet,

Itwas announced cverhead, "Attention all staff do
not use the hot water untll further notice.” Signg
were posted at 12:20 PM at the front door, in the
bathrooms and at the nurses stafion, inthe
kitchen, in laundry and at all exits that stated, "Do |
not use the hot water until further netice”

Maintenance staff bagan draining the hot water at
12:30 PM. The hof water system feeds to the
kitchen, bathing sreas and throughout the

bums.

Distary departmant will uss paper service until
water temperatures are at & safe range. The

necessary or chemically sanitized when water
temperature are al & safe range to sanitize the

laundry.

The water temperature is set less than 110
degrees F. and will remain at that temperaturs
until the mixing valve armives and repair is
completed. Mixing vaive will arrive by 7/23/09.
Tha water tamperature will be checked before
each bath or shower is given.

Maintenance staff or designated staff will check

{ water temperatures untll a safe range is
maintained for at least 4 hours and will be

checkad every B hours for 3 days and daify
theréatter. A log wilt be kept of all temperatures

taken. i

]
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All staff vill be educated ati reporting unsafe

- | fermpersturas and checking water

temperaiures prior ko each bath or shower."

Il. Ba=zed on observation, recard review, and
. resident and staff interview, it was delermined the
faciiity falled to ensura that the environment was
as fres of accident hazards as possible and that
safe transfer techniques were utifizad. The failure
{o safely transfer residents affected two of 12
sample residents (#12 and #3) and four

supplemental residantsi(#20, #26, #17, and #27).
The findings included: 5%,

1. On 7/21/09 &t 3:00 P) a review of the
facility's incident reports-avidenced that the
faciity's safety committee met on 7/21f08 and
raviewed the incident reports for residents wha
experiaticed falls, A sample of thase reviewed
forms reveaied that resident #20 fell on 6/8/09,

rasident #26 feli on 6/11/62, resident #12 fell : :
| thrae fimes on B 3409, and resident #27 fell on

5714408,

O CIWS-EEE?I{@-&S} Pravious Yeraions Obackls

2. 0On 7i21/09 at 2:25 PM, in an interview with
nurse {F}, she confirmad that the safety '
commiftze met "loday". She was not sure when
the last meeting of the committee cccurred,

| The faciity failed ko review and develop or [
change care plan interventicns in a tmaly
manneat,

3 On 7/23/09 at 525 AM, two CNAs (Q and R)
werg obsenved transferring resident #3 to the
whaeeichair and then io the foilet. The staff lifted
the resident undar hisfher arms during both

2EYELS
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only. Avaid coniact with eyes.

. Lobana body lation - External use only

H. _Dne-pairuf na!l clippars

§. On 7/20/09 at approsdmately 3:00 PM, dusing
the initial tour of the facility obsenvations of the

unattended Nurses Station found an open
cardboard bax containing the followlng:

transfers. Yhen the resident was transferrad off
tha toilet, & galt ball was used.

i

The facillty's Gait Belt Policy Staternent statad
vSait belta will be used by employees lo transfer
and ambulale residents unless contreindicated on
the resident’s care plan.”

4, 0On 7/23/0% at 1.05 PM, the arm rests on
resident #17's wheelchair were cracked. There
was clear tape on the arm rests but this tape had
peeled, leaving cracked plastic. This cracked arm
rast created a potentiaf for the resident to get skin
tears.

5. {n 7/20/09 at approximately 3:00 PM, during
the initial taur of the facilily obsarvations weare
made of an unlocked shower room which
gontained an unlocked storage cehinel, A key
was inserted in the lock which was observed to
lack and uniock the cabinet. Imside the cabinet |
tha following iterne were found.

a. Ecolab Antibacterial - All Purpose Cleaner Lhe
label revealed a warning of Keep out of the reach
of chilgren, Hazarmous to humans and domestic
animals. '

b. Apricot Shampoo & Body Wash - External use

" |

If wealinrabiea 2heed Fape &4 of 137
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| residents' nutritional status and implement

| arderad by [he physician usually based on a
. recammmendation by the Regislered Dietitian
(RD). The DM explalned that the fortified diet was

Based an a resident's comprehensive
asgessment, the facility must snaure thata .
rasident malntains acceptable paramaters of
nutritional status, such as body weight and
protein levels, unless the resident’s clinical
condition demonstrates that thiz is not possible.

This Reguirement is not mat as evidencad by:
Basad on record review, oheervation, and staif
interview, it was determined that the facility failed
to ensure that four of 12 semple resldents (¥4, |
it7, #5, and #8) maintained acceptable nutritiznal
parameters. The facility failed to assess the

nutritional intervéntions In a timely manner when
tha residents axperienced significant weight loss
andfor skin breakdown and feiled to document
residents’ supplement intakes in order to evaluata
the effectiveness of plannad nutritional
Interventians, The findings included:

1. Op 7122/08 at 4:00 PM, in an Intorview with the

interim Distary Managar {DM), she Indicated that
4 resident woild receive a “fortifisd” dlat when

fartified mik {(one gallon milk plus four cups of

non-fat dry milk powder) and was 2lso used in

' DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES DMB NO. 0938-0331
STATEMENT OF DEFIGIEMCIES 1y FROVIDERSUPPLIERICLIA {02) MULTPLE CONSTRUCTION %31 DTE SURVEY
AN PLAN OF GORRECTION [GENTIELCATION NUMBER: 4 BUILDING COMPLETED

535040 B Wike 071242009
HAWE OF PROVIDER Cft BURFLIER STREET AUDRESS, GITY, STATE, ZIP GODE
pouUGLAS CARE CENTER 1108 BIRCH STREET
DOLIGLAS CARE CENTER, WY B2633
SLIMMARY STATEMENT OF DEFICIENCIES I i L PROVIDER'S PLAN OF CORRECTION ; 46|
r-['g‘g.gﬁa fEacH DERGIENGY MUST BE FRECEDED BY FULL PREFIX {EACH GOHRECTIVE ACTION SHOULD BE Dﬂ'ﬂ[;kfgﬂhl
TG REGLAATORY OR LSE IDENTIFYING INFORMATION A CROSE-REFERENCED TO THE APPROPRIATE
' DEFICIENEY)
F 323| Continued From page 84 : p o F323.
a1 bottle 1000 count Acetaminophen 500mg.
b, 2 packaged bottles of 100 count Tylenol
a2amg.
.¢. 4 packages Muncinex
d.1 bax Lancet Safety Pressure Activated. .
F 326| 48325601y NUTRITION 325 HAesident ¥7 has expired.
8s=E .

Resldent #4's supplement list ,
incipated full assistance. The Mead-
Pass inereased ta B0 oo TID.

Resident #9 will have weeakdy
weights documented on vital
retord, Care plan updated to
weekly waights, Dietary
aesessment was comnpleled to
Inciude welght loss and ntritional
rsks,

Resldent #5's digtary assessment
inchudes low albumin, extra protein
needs and skin Integrity.

1n service to all staff oh acceptable
parameters of putritlong| status.
Welght commltiae to meet eath
Friday to Implement interventians
and mohftor weight lssues, Results
of the weight commilttes will be
submitted to CC manthiy for 1 |
year to determing continued
compllance.

Comploted by B/23/0%

L
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DEFIGIENGY)

" Fas

Continued From page 85, _

place of Boost. The DM confimmed that the
rasidents’ fhtid intake which was charted on the
Meal Intake sheets included the total amaunt of
supplementifortified milk and that snack inteke

wag not eharted. Further, the DM yerified that the

RD currently was doing the nputrtional
assezsments, (ncluding the Minimum Crata S=t
(MDS) assessmants, for the rasidents

5 On 7/24/00 at 7:50 AM, in an Interview with tha
RO, he revealed the resldents were weighed on

" Wednesday or Saturday by any Certifled Nurse

Aida {CNA) and that if there was 2 variance n the
residenl's weight, a re-weight would be dong. He
verlfled that the supplements/fartified milk and
snacks were not charted separatefy.

Diaring this intervlew, the RD was guestioned
about his plan for nutritional interventions for

‘resident #7. This plan included 90 cc feublc

centimeters) of Med Pass (supplemeni) three
times a day, a fortified diet, and milk (Boost).

9 Record review for resident #7 revealed that the
resident hao diagnoses that included aphasia,
congestive heart failure, heart sitack,
psteoporosls, urinary tract infectons, deprassion,

? and stroke.

a. Review of the resident's 4/28/09 significant -
change MDS assessment avidenced that the
resident was independent with all activities of
datly tiving {ADLs} except bathing, for which the
resident required extenslve agsistance.

b Review of the resident's Physician Order
Report (effective 7/1/09) revealed that the
resident was to receive & fortified regular diet with
a cohslstency (textura) as iolerated {origin date
7/1/06) and Med Pass 30 ce three times & day

F 325

1
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L qO/08 - 152

(2/19/08), O 12119408 there was telephane order
for the rasident to recelve a fortified dist and Mad
Pass or slmilar 80 ral (milliliters} three imes a day

| for weight lass. Review of the resident’s Physician

Order Report (effective date 7/1/2009) flsted the
regular diet, fartified food {with an order date of
1211808} and Med Pass 30 ot three times a day

with maals (with an order date of 1/27/08), There |.

was no telephane order dated 1/27/09.

Review cf these orders revealsd that there were
discrepancies in the orders with no evidence of
the actual orders being given by the physiclan.
The RD's plan was not implemeantsd,

c. Review of the resident's maal {tray) card noted
that the rezident was to receive a fortified regular
diet of a regular texture, The resldent was listed

lo receive B ounces of fortifiad milk et each meal.

d. Review of the facility's weight tracking form
evidenced the foilowlng weights (in pounds) for
this regident:

7/08 - 153
B/08 - 155
BIOB - 154

11/08 - 154
12408 - 146
1408 - 148
2/08 - 152 -
309 - 101
409 - 152
5f09 - 1448
609 - 144
7109 - 142.4.

e, Review of the facllity's vital signs racerd
evidenced the following welghts {In pounds) for

Faz§:

|
_§
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.| this resident:

8125/08 - 153.2
o/6/08 - 153.6
9/12/08 - 155.3
10/4/08 - 152.1
10/25/18 - 121.4
3/1/09 - 160.8
A(1/09 - 1623
5f2/09 - 148
&1/08 - 141.8,

There ware discrepancies in the welghts as
documented on the weight record and tha vital

sign farms.

f Review of the resident's 5/0% and 809
medication Adminlstration Records {MARs) and
| 7/08 Physician Order Flow Shaet fused as @

g- MAR) revealed that the resident was receiving 30
! ce of Mad Pass three times a day with order
dates of 12/10/08, 12/15/08, and 271 $f08,
respactively. :

g. Revew of the resident's care plan evidenced
that the 521409 problem of "potential for furthat
weight Inse RfT (related to) clecline tn condition”
included epproaches of fortified food program,

| Med pass 30 o thrae Yimes a day, and moritar
: and record weight every month.

written by the RD {except for the 6/2/09 note
! which was documented by the DM) evidenced the

followlng:

12419/08 - "Res ssen secondary wt {weight) logs
of 5.4 % i1 1 mo, 5.2 % 3mo, 5.3 % in g ma. ..

- at this point we could look at diet fortified yet due
to acyle medical avents with wt loss [ fael we wil

h, Raview of the resident's distary progress notes :

FORM CS-2567H02-60) Pravipus Vergions Obaalez
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start waekly wis, .if wt loss not impraving then
| gtart supplemant.”

12419/08 - "Wt team met - Fortify diet, Add Med
Pass."

1122400 - "Wt @ 147.7 #, increase about 2 # ..P
{ptan} FJ prn (as needed) after Fab wt."

i op19/00 - .. P Cont interventions..."

AM0{09 - "Wt g 152.3 # Stable ... P No chang®, |
followe.."

5{1/08 - "Wt 1514#.°

5/15/00 - "Wt down to 143 #. ... Accepts Med
Pass, but we will also try Boost TID (three tmesa|
day) with a 3 day frial. Res woar't accept any
 feeding assistance. "

| 519206 - "... MD {dactor) faxed on continued wt
logs and poss {possible}...if med change may

' hielp with intake & wt goal. Res accepting :
 gupplements and sweets better than mogfs yet |
intake overall is poor (<25 %) Wi @ 138.4 ¥.P
awalt possible med change from MD."

6/2/09 - "Resldent not eating .."

i, Review of the residant's Diat Order &
Communication” form dafed 12/19/08 noled thal
tha regident was o receive a regular, fortified diet
with Mad Pass 80 mI TID.

I. Review of the Fax form dated 5/22409 from the

RD to the residents physiclan regarding Wtioss
avidancad the following: '

"Res with sighificant weight loss over time. 152 #

FORM CMS-2567{02-09) Previous Yersions Cbsclete 2Ry If continuad an shest Page 82 of 137
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(4700}, 144 (5/08), 136 # {this week). Diet is
Regular, Fortified, Beost TID, ied Pass TID.
Overall ntake Is poor (<25 %). Accepts
supplements and dasserts a little bettar,

Res not isaving ___(histher) room for meals vary
aften. Refuaes soma maals. Staff, RN, reparts
sama depressive symptoms yet not fully known if |
symptoms have increased durlng this Paxit '
taperiwean (MD note 5/6/00). As dosumentation
 of Daprassive Symptam - staple. Thers has bean
i an increase in lathargic documentation

Symptoms. .

Plesse advise if medicatikiichange, Appetite
stimulate, would help with:infakefwt loss, or
continue to monitor after reant change "

1 {name) RD." '

| Thare was no evidence to shaw that the physician
responded to the request for an appsetite
stirulant. However, there was a 5122/09
telephone ordet to "Restart Paxil 20 mg PD.

{araily) qd (daily)."
Thare were no mare RD/DM notes after 6/2/08.

k. Review of the physician’s progress notes
evidenced that the physician visited the resident
on 12/17/08 and 5/&/08. On 7/24/09 at the exit
conferante tha Director of Nursing verified that
the physiclan had not made any other visits to the
resident and the resident had nof been
hosplialized.

This resident who was assessed g8 nutritionally
! at risk had experencad weigitt [oss In the recant
past. There was no avidence ta show that the
facility had implemsnted the RD's
recommendations andfor physician arders for

FORM Chl5-2507(02-09) Previous Versione Oheolate
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nutritional interventions related to the resident's
weight Ioss. Basad on interview, the tacility was
providing fortifled milk as the fortifiad dist and '
also as Boost, So for this resident, he/she was '
getting fortiiled milk with hisfher meals, but no
agditionial Boost or forified food. The nursing
staff were giving tha resident's 30 o of Med Pass
three times a, day, Insiead of the ordered 280 cg of
Mad Pass three times a day. :

4 Record review for resident #4 revealed that
the resident was admitted 1/23/08 with diagnoses
that included bipalar, manic dapression, sfroke,
hragst cancer, congestive heart tallure, and pain. !

a. Ravlaw of the resident's §/8/09 significant
change Minimum Data Set (MDS) assessment
evidanced that the resident was assessed fo
nead extensive assistance with bed mabillty,
transfer, and eating and total assistance with
tolet yse and bathing.

b, Review of the faclliity's.weight tracking farm
- gvidenced the foliowlng weights (in pounds) far
this resident:

7108~ 146
BIOS - 147
9/08 - 146
10/08 - 142
34408 - 144
19/08 - 133
109 - 132
210@ - 130
3/09 - 129
4108 - 127

/08 - 125 :
/08 - 125.1. -

7108 - 1214,

| ' -
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c. Review of the resident's Mutritianal
Agsessment dated 7H/08 revealed that the
resident was an &n 'as tolerated fortified diet with
puree and thickened liuids", had st 7 % In 8
months, was consuming < (less than} 10 %, and
required increased assistance and cuging. This
asgassment indicaled thal the resident wag being

followed by the IDT,

d. Review of the 10:00 AN, 2.00 PM, and HS
(badtime) supplement lists avidenced that this
resident was o receive a 2.00 PM supplement of
ice cream and was ko feed self. No 10:00 AR or
H$ supplements were listed for the resident.

o Review of the resident's physician orders
revgated that the resident was to racelve 60 cc

Med Pass three times a day.

§ Obsenvation during the evening meal on

+121/09 and the noon meal on 7/22/09 revealed
! that the resident consumed anfy a bite or twe of
f faod. Hefehe did drink tha fortifled milk and hot

chocolate with extensive gastatancs,

During the RD interview on 7124109 at 7:50 AN,
resident #4's meal consumption of only milk and

hat chooolate was diacussed. There was no !
evidence that the facillty attempted fo increase
the resident's intake by providing more high
calorie, high protein liquids or supplements, The
[ rD's recammended plan was not irmplemented.

5. Record review for resident #9 ravesied that the
resident was re-agmitied to the faciliy an 5/4f09
after & hospitalizalion with diagnoses fhat

| Included fractured hip and fecal impactian/mega i
colan.

5. Review of the resident’s 4/21/08 quarterly MDS

' OFORM CME
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assessmant evidenced that the resident was
assessed to require total assistancs for bed
mobility, transfer, dressing, toilet use, personal
hygiens, and bathing and extensive assistance
. with eating. '

b. Review of the facility's weight tracking form
eviderced tha following weights (in pounds) for
this res|dsnt:

7108 - 129 ;
ama - 123
9/08 - 126
10/08 - 122
11108 - 122
1208 - 116
1/09 - 119
2409 - 114
3/08 - 1186
4/09 - 125
508 - 121 ' i
604 - 125.7 P
7/09-127.5.

c. Review of the facility's vital signs record
evidencad the following weights (in pounds) for
this resident: :

Bi2/08 - 123.1
9608 - 125.5 -
10/408 - 122 !
A0f2508 - 129.4

143/09-1188

245109 - 114.2

31709 - 118.4

8/15/09 - 124

4/1/09 - 124.8

4f11fQ8 - 128

5/1/09 - 127.8 waight was cressed off and 119.8
wiltten [n '

{
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G/1/08 -127.9.

There wese discrepancies In the walghts as
documented on the waight record and the vital
sigh forms.

d. Review of the resident's physiclan orders
revaaled an order dated 612106 for & weekly

weight,

. Review of the resident's care plan revealed a
problem for wt loss/dehydration with an gpproach
of welgh monthly and record.

f Review of the residant's 4/09, 609, 6/09, and
7/08 Treatment sheets revealed a section for the
weekly weights to be done on Saturday. Na
weights were recorded [n this sectlon for tha four
months revlewed, On B//09 a staff inlfial was
written in the space.

3. Review of the resident's dietary progress notes
were 55 follows.

2{15/09 "Res {resident) followed by IDT
(interdisciplinary team) secondary wt fweight) loss
and behavior with diet .. P (plan): follow (?) 10T,
sweetened foods and manitor for improved inlake
& wt maintenance.”

2/20/09"... accépting sweeltened

‘food....changes.”

2/35/00 "Resident is down In weight, - (hefshe)
is fortified and on med pass, resident shill 13 nat
sating or drinking a let....| have recosmmended to
nursing o put resident's on Boost. M

242700 - "Agree with above, we 2isa ordared
Megace to try and help with some wt yain..."

\
:
|
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! 3413100 "Dist changs to puree meat, mech
{mechanical) soft with thin liquid. Seems to be

supplements ... wtat 116 # {punds), increase
about 2 # from last month...P: positive change of
recant, foliow by IDT, continue to F/AU (follow up]
with wis & tbsarvation."

43709 "Wt on (3/28) - 124.8% - Intervention
working - folfow"

511408 DT met, yesterday wiwas 119.8 &
_Re-wt requested az it was felt__ (hefshe) hag
nat declined & # from 4/25 {approx 5 days). ... P
RIO (rule out} acute liness, Cont (eantinue) with
interventions & re-wt after very good Bric
(breakfast) intake this Al {moming)."

! No other tetary progress notes were found for

ar DM hed continued te assess this resident who
had a history of weight loss, whose welght
appeared to be fluciuating, and wha had been
hospitalized for a fractured hip and feca|

| impaction/mega color. This resident was high

risk nuiritionally.

B, Resident#5 medical record review revealed
the resident was admitied o the facillty on
10/29/98 with diagnoses which included: CHF
{congestive heart faiture), heart disease,
hypertenzion, dementia, ostanarthrosis, RA
frheumatoid arthritis), anxlely and fracturad
famur,

a Review of the significant change MDS
(minimum data set) assessment dated &/3/08
idantifiad the resident as being total care and as
having skin Ulcers. '

taterated at thiz point., Res has been loving tha i

thiz resldent. There was no evidence that the RD

F 325
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b. Review of the resident's "Nutritional
Assessment” dated B/56/09 identified a weinht Joss
of 8% in six months. it listed Med Pass TID as
supplement foods. The physician order showed
that Med Pass 30cc tid was ordered 8/26/06. The
RD's note identified the resident with chronic UTI,
tow albumin and exira protein supplement to help
meet estimate needs. The diet fisted was pUregd

fortify diet.

Thera was ho Indication that any
changesialternate Interventions were made or
: gridressed with the residant's increased needs
end skin breakdown 885 The resident had -
r been on MED Pass TID:Eikoe _
A/26/06 (three years). {Cioss refer to F314)

Referznce:
| 2008 Armerican Dietetic Association, Scope of
Distetics Practics Frarmeworl,
Standards of Practica in Nutrition Care for the
Registered Dieltian (RE)

1 STANDARD 2: NUTRITION DIAGNOSIS

The registered dietitian identifies and describes
an actual oceunence, risk of, or potential far
developing a nuiriton problem that the iegistered
!‘ dietitian is respgnsible far reating independently.
' Rationale: At the end of the assesament stap,
data are clustered, analyzed and synthasized.
This will reveal a nutritian diagnostic category
fram which to formulate a speciic nutrition
diagnostic statemenl. A nutrition diggnosis
chanpges as the client response changes,
whereas & medical dlagnosis doeg rot change &s
long &5 the disease ar condition exists, There 5 &
firm distinetion between a nutrition diagnosis and
| 2 medical diagnosis. The main difference

F az2b
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STATEMENT OF DEFICIENCIES 31 PROVIDERISUPPLIERICLIA

2 MULTIPLE GONSTRUCTION

{3y DATE SURVEY

' { putcomes.”

bebwean the two types of diagnoses is that the
hutrition diagnosia daes not make a finel
conclusion zbout the identity and cause of the
urderlying disease. A cllent may have the
medical diagnosis of "Typs 2 diabstes mallitus";
however, after petfonming a nutrtion a53855MEnt,
the RD may determing & nutrition disgnosis(es)
with nutrition diagnostic labels for example,
Taxcassive anengy intake” or "excessive
carbohydrate intake”. In the community or public
health setting the nutrition diagnosis may relate 1o
& population based conditlon {focd safety and
access) rather than s medical dlagnosis.
Examples of nutrition diagnostic labals may then
be "Intake of unsafe food" or "limited access to
food", The nutrition diagnosis{es) demonstrates a
! link to setting realistic and measurable expectad
outeames, selacting appropriate infarventions and
fracking progress in atlaining those axpected

" STANDARD 2 NUTRITION INTERVENTION
The reglstered dietiian identlfies and impigments
appropriate, purposefuily planned actions
designed with the intent of changing a
autritlon-related bahavior, risk factar,
environmental condition, or aspect of health
status for an individuat, targat group, or the
communily at large.

Rationale: Nutrition intervention involves a}
selecting, b) planning and o) tmiplemeanting
appropriate actions to meet clients’ nutritiana
needs. The selaction of nutrition Interventions 12
driven by the nuirition diagnosis end provides the
hasis upon which outcomes are measured ant
evaluated. An intervention is a specific set of
activities and associated materials used to !
addrass the problem. The registered dletitian may
actually perform the interventions, or may

! delegate ar coordinste the nutriton care that

AND PLAN OF CORRECTION WWENTIFICATION NUMBER: A BUILCING COMPLETED
_ 8, WING —_—
536040 : O7{2442008
MAME OF FROVIDER OR SUPFLIER STREET ANGRESS, CITY, STATE, ZIP CODE
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- OEFICIENCY)
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others provide. All interventions must be based
on scientlfic principles and rationale and when
available grounded in a high leve| of quality
research {evidence-based interventions). The
registered dlefitian works collabaratively with the
client, tamily, careglver ot communiy o create a
realistic plan that has a good probabiiity of
positivaly influencing the nutritian
diagnosis/problem. This client driven pracess isa
key element In the success of this step,
distinguishing It from previous steps thai may or -
may not have involved the chent to this degree of
participation.”

According to the CD-HCF (Consuttant Digtitlans
in Health Care Facilities) Pocket Resource for
Nutritian Assessment 2001 Revigion, page 2, 8
"Nutrition assessment is a comprehensive
approach complated by the dietetic profassional
to define nutrition etatus which employs medical
history, nutrition infals, nutrition history,
medication, physical examination, sntrrapometrc
measurements and leboratory data. Nutrtlon
assessment Includes interpretation of data from
the screening process. The assessment process
includes a review of other disclplines'’ data that
may affect the sssessment process such a
physlcal therapy, occupational tharapy, spaech
therapy, ete. It includes the organization and
avaluation of information to declsre a prafessional
fudgment. Nutritian assessment pracedes a carg
plan, intervention and avaluation.”

483.25(m){1) MEDICATION ERRORS

The facility must ensure that it Is free of
medication error rates of five percent of greater,

This Requirement is nol met'as evidenced by

t

F 325

F 332

s

Resilant #1 has heen dlscharged

Residents 32 and #34 [EI:EWE

| -
1
I

medication on time |

I

|

Resldent #7 has expired,

TF confiniration Kiaet Aaga BE of 137
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F 332" Continued From page S8 F 332
Busad oh observafion, record review, and staff
interview, if was determined that the facility falled
to ensurs that three of 12 sample residents (#1, :
#7, and #11) and three supplemental residents _ Ae
(33, #34, 2nd #25) recelved thelr medications sident #11 hos received the
free of medication arrors, A total of 41 , carract amoint of insulin as |
medications weve observed (o be gliven by a tota| © otdeted, -l
of two nurses. Fifieen medication errors were _
made, resulting in a 38.5 % medication error rate, i Resident 425 recelved medication
The findings included: ' - an and receives calclum earbonate
1. On 7/21/09 at 7:50 AM, during a medication ' 606/200 a5 ordered.
pass observation with nurse (B), she A
administered resident #1's medications, including nursing staff have been in
one Muginex 800 mg {mfiligrams} tablet. The serviced on vraviding medicatians
| nurse Indicated that the tesldent was glso to to resldents as ordered by the
 recelve Zyrtac but that she wasn't sure if the i physlels .
o = . yalglan. Meadicatton pass audiks
“medication by the gengric name was lhe carrect . i
will be compieted weeidy o

' medication. She said that she would call the ,
doctor and check. Later in the day, she reported |
that she had callad and that it was the correct

detern-_nine compliance. Audits will
be reported ta CQU monthly for t

medication. VWhen asked if she gave the ' year to determ] :
medication, she hesitated and then sald "yas”. complismce e continued ol

H - VR _'._.-.-4,. ! :'
Raview of the resideni's physician orders l ' i Completed by 8/28/08 |

evidenced that the residant was to receive - ot s
Mucinex 800 mg twa tablefs. S Gl '“.]_“?:-‘-‘f'}
Revlew of the resident's 7/09 Wadication
Administration. Record {MAR}) revealed that the
resident was 1o recelve Mucinex 600 mg two

| tablets and that the Zyrtec was notcharted as |

qiwen.

This counted as two medication errars {wrong
dosage ahd omission).

2 Qi 712108 at 9:00 AM, during & medication
| pass observatian of nurse {D) with nursa {C)

_ asstating, nurse (D} prepared and administered - :

i | i !

| —

| FORM CIMS-2567(02-02) Pravious Versions Obsciata 211
|
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F 332| Cortinued From page 99 F 332 - !

! which are antihypertensive madications.

: pags obsarvation of nurse {12} with nursa (C) . i

‘| medications to residant #7. These madicalians.

medisations to resident #33. These medications
included Accupr! 40 mg and Metoproiel 50 mg

According to the resident's 7/09 MAR, the
medications were to be given at 7:.00 AM. These
madications were given lwo hours after the
scheduled time.

This counted a5 two medication erars.

3. On 7121/08 at 9:06 AM, during a medication
pass ohservation of nurée {D) with purse {C)
assisting, nirse (D) prepared and administered
medications io resident #34. These medicatians
included iron. According to the resident's 7/08
MAR, the medication was to be gliven at 7:00 AM.
This medication was given two hours after the

scheduled time.

This counted as one medication eror.
4, On 7/21/09 at :22 AM, during a medication . :
asslating, nurse (D) prepared and administerad

included Potassium Chioride ER, Plendil ER,
Inderal LA, and Prinivil. Nurse (D) was observed
ta open the Inderal LA capsuie and comhbined it
with the crushed ER medleations. These
madications were mixed in epplesauce and given
to the resident. The resident was not given any
water after hesshe ook the medications. The
resident's blood pressure and pulse ware nat
checked by the nurse prior to the administration
of the Inderal LA

Review of the rasident's 7/09 MAR evidenced that
the Prinivil was to be given at 7.00 AW, This
madication was given two hours and twenty
minutes after the schedyied time.

: ELid CIMS-2557{72-59) Provious Varsions Obeoleta
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i deconding to the Nursing 2010 Drug Handbook,
Lippincolt, 30 th Annlversary Edilon:

Inderal LA | to be given consistently with meals
and a blood presgure and apical pulse are ta ba
checicad befors the medication |s given. . i

Pendil ER is to be given whole and not crushed.
Potassium ER is not to be crushed.
This counted as four medication rrors.

| 5. On 7/21/08 at 9:38 AM, during & medication
pass observation of nurse {D) with nurse {C)
asslsiing, nurse {D} prepared and administered a
medication to resident #11. The medication was a
Fentanyl patch, When nurse (D} appiied the
patch, the rasident stated that hefshe had not
raceived his/her moming insulin. The nurses (™
and D) explained that the resident's Lantus
insulin, which was scheduled o be given before
breakfast, was held because hisfer blood sugar
was below 100 (was §3). The resident told the
nurses that 83 was rot low for himfher and that
the insulin had not been held befors. The nurees
insistod on the resident having anather finger
stiek blood sugar dons heforg hefshe could
recave tha insulin Injection, The resident's blocd
sugar was 138, Nurse (D} prepared the insulin,
but there wag a large alr bubble in the syrings
| and the amount was nol quite 10 units. The nurse
: (D) agked the surveyor if it was correct. The
i : surveyor indicated that nurse (C) shauld check
e insulin. Nurse (G} instructed nurse (D) ta start
over due to the air and the amount of ingulm in
the syringe. After the medication was prepared
| _ again, nurse {1 administered the insulin.

i : .
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F 332 | Continued From page 101

| Review of the resident's physician orders failed to
show an order ta hold the resldent’s insulin for a

) blood sugar kess than 100,

According to the Nursing 2010 Drug Handbook,
Lippincatt, 30 th Anniversary Edition:

Lantus insulin fias an anset of one hour, does not
peak, and lasts for 24 hours.

Thie counted as gne medication arror. !i

&.0n 7/21/09 at 10:24 AM, during 8 medicatlon
pass observation with nughe (B), she
administered resident #25% medications,
including Calcium Carbohte, Diovar,
i Presevation, Prilosec, and Synthroid. The
resident was out of the building for a doctor
appointmeanl {8:15 AM). The Diovan, presevation,
| Prileses, and Synthroid were all scheduted ko be
given at 7:00 AM (prior to the resident leaving for
the appaintment}, Tha nurse adminisierad
Calclum Carbonate 8004400 (600 my calcium and:

400 i of Vitamin D).

 Raview of the resident's physician orders
revealed that Calcium Carbonate dose was

6004200

| This couvnted as five medicatiaon errors.

F 253| 482.20(a} NURSING SERVICES - SUFFICIENT
gs=F| STAFF

| The facillty must have sufficient nursing staff ko

' provide nursing and related services 1o attain or
maintain the highest pracficable physical, mental, |
and paychasocial well-being of each rasident, ag
determined by resident assessments and
individual plans of care.

!

F 332

P 353

The facility will pravide adeguate
staffing to provide care and
sarvices In accordance with
resident assessment and care
gplans.

|f comfiruatlor aheet fage 102 of 137
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. section, the facility must designate a licensed

- determined that the facility failed to provide

i residents family, and staff who complained about .
the shodage of staff tn assist the residents with

- failed to follow current professional standards and
the facility's policies for diabetic management, for

- The findings included:

! the family member indicated that hisfher family

personnel on a 24-hour basis to provide hursing
carg to all residents in accordencs with resident

care plans.

Except when waived undsr paragraph {c) of this
section, llcensad nurses and other nursing
persanmel.

Except when waived under paragraph (] of this

nurse to serve a8 a charge nurse on each towr of -

b

duly. i

Thig Requiremant is not met as evidencad by!
Based on the nbservations, record review, and
resident, famity, and staff Interviews, it was

suflictent, qualified nursing staff to meet the
needs of the residents. The fagility had & ¢ensus
of 48 residents. The direct resident care was
provided by cerlified nurse aides {CNAs) with the
nurses passing medications and doing
treatmants. The faflures were evidenced by the
defictent practices cited in this survey report and

their activities of daily living (ADLs). The nurses

pain management, for bowel menitaring and
management, when administering medications
and nargatics, and when assessing residents.

1. On 7721/08 at 5:2C Pi, in a family interview,

member (resident} was not always keptclean or
i

| STATEMENT OF DEFICIEMCIES (1) PROVIDER/SUPPLIERICLIA (%2 MULTIPLE CONSTRUCTION (%3 DATE SURVEY
AMD PLAN OF CORREGTIOH ICENTIFICATION MURBER: 4 BUILDING COMPLETED
B WING
_ 535040 07/24/2009
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Etyls) SUMMARY STATIZMENT OF CEFIGENCIES I3] PREWDER'S F1AN OF CORRECTION . (o
FREF [, {EAGH UEFIGIENGY MUST BE FHECEDED BY FULL PREFI, (EACH GORREGTIWE ACTION SHOULD BE Eﬂrﬂfr“ﬂ“
TAG REGULATCRY OR LEC IDENTIFYING INFORMATION} TS CROSS-REFERENCED 70 THE APFROPRIATE
CDEFIGIENGY)
F 363, Continued From page 102 F 353
The facllity must provide services by sufficient
numbars of each of the following types of

 Administrater will rview dally

. staffing postad to determine

. adequate numbers of staff for each
#hift. The Director of Nursing
services will report to
Admintstrator if there are
prablems with the staffing

| and services.

Iy
.

B .:! detsrnine tontinued cornplance.

schadule that cauld impact care

Caily rounds eompleted by
Adminkstrator will determine
compllance with staffing numbers
ard provision of care and services.
Riesuits of audit will be reported to
COQ mgithly for 90 days to

Completed by 8/28/09

FORM CRIS-2587(02-99) Previous versions Obselate |
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]

2

ROVIDER'S PLAN QF CORRECTION 185

. getting up early, bul just does it

- diarrhea. The family member rated the facility as |

1 residents who ars fwo person lransfars and assist

' chair and irto the shower room.

! Hospice. The CNA woke the resident up, reparted

cleanad up timely after being incontinert,

2. On 7/23/08 at 5:00 AM, during the ghearvation
of meming cares, one resident, whao was
awakened 1o get up, was asked if hefshe likes
getling up early. The resident commented that
hefshe doesn't know whether or nol hefshe likas

3. 0n 723109 al 4:45 PM, In a family interview,
the family member reported that there was not
always enough staff to mest the residents’ needs, |
The family member indicated that hisfher famlly
member {rasldent) was nat always cleaned up in
a timely manner afier the resident experlenced

“only fair" and commented that staff are observed
just sitting af the nurses' station chatting when
residants needed assistancs.

4. 7121/09 at 10:00 AN interview with CNA (Y} i
repartad that resident #8 was one of the residents |
that the night shift gels up about 5:30 AM. The
night shift is suppased to get up six to gight

and do a couple baths before they leave at §:20
AM.

5. 7/23/0G9 from oulside the facility at 4:45 A

stalff were observed assisting resident #16 with i
cares and using a mechanical lift. :

Upan entering the facility ChA (T) was observed
rishing resident #16 down the nall in a shower
B. 7/23/00 at 4:55 AM CNA {UJ) went inta resident

#8's room. Resident #8 was identified as being on

she was going o get the resident dressed and

SUMMARY STATEMENT CF DEFICIENGIES -
PREFIX | [EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFI% {EAGH CORRECTIVE AGTION EHOULD BE i
TAG REGULATORY GR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENTED TO THE AFFROFPRIATE
- DEFIZIENCY)
F 353] Continuad From page 103 Fass
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F 353 Contnued From page 104 F 353

proceeded with care. The CNA was observed
{urning atd moving the resident in bed by herself. '
Tha resident had been assessed as baing a two
| person asslst with bad mability and high risk for
skin tears. The resident was noted to have leg :
contractures which increased the difficultly of one |. !
parson providing care and increased the !
resicent's risk for skin tears and shearing.

Intarview with 1he CNA corflrmad that the two

. NAs on nighl shift had 2 "get up ist'. They were
i 10 get the residents dressed and into their chalrs. |
i The residents on the lisl were total care and two ! '

person assist with transfers. However the CNA ' J
reported that each CHA does cares on their own :
and then agsist each other with transfers. CNA
(U) reported that if two parson cares werg done

i they wauld not get done by 6:30 AM, The CNA
also confirmed that residents were awakened for
cares and night staff had two or thiee showers (o

do before leaving at 6:30 Al

7. Obsarvations of the medication pass identified
late medication adminlztration. Refer te F281 and [

F332 for details.

B. On 7/21/09 at 350 PM, during the Resident
Group interview it was revealed that the respanse
to call lights can take a "pretly long time",
"Sometimes an hour." 5 of & residents atiending
the interview agresd that response to call lights is

Slow,
: ]

9. On 7/21/09 at 8:30 AM, an inferview with a
family member far a resident revealed that the
family frequantly visits with the resident and that
on several cooasions they have obzened that call
lights are not answered in a fimely basis. The
interview further revaaled that on bne occasion
tha cail light was obeerved by another family i

if contnation £tect Page 125 of 137
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member to have gane unanswered for more than
ong hour,

(10, On 7/24/08 and 72209, durtng meal
cbzervations, residents who wern able to feed
i themselves bul needed assigtance and/or cueing
| veare not provided these sarvices by the faciiity
staff. The staff wera observed to be busy
assisting residents who required axtensive to-total
assistance with eating. Additionally, when the
dietary stai indicated that the food was ready fo
be served, staff were not presant to beqin serving
the meats,

a. On 7/21/09 during lh&,éﬁanmg meal servite
resident #37 was observéd: ééated in diring raam,
Tha residcnt walted and wat;‘:hed the meal
service. At 530 PM the firitiray was servad to
the more indepandent residents. The resident
cbeerved his/har entira table served. As the next
tray was zerved to the next table the resident
waved at staff asking about histher fray. The
res|dent wae clearly distraught. The resident was
iold it would be along shortly. The next table was
sarved compietely and room trays deliverias were
' started. At 5:45 PM, the resident again ask the
game staff member about histher food. The
same staff acted surprized and raturned with a

tray.

b. On 7/22/08, durng the noon meal service
resident #39 was observed tnying to poor coffes
fram a thermos. The thermaos was large, heavy
and awkward for the resident to handle. The
resident gave up for awhile and frying s08in a few
' momerits later. Another resident sitting next to

: rasident #39 siruggled to assist. The lid to the
thermos was unscrewed ard a very small amaunt
of coffes {one swallow) was poured inta a cup.
The rerident continuead trying 10 pour mors

CORM GM3-2567(02-59) Pravious Yersions Obsalsle AKYH §
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| coffes, eventually remowing the thermos lid

- pntirely, ‘@xposing the hot caffee. This surveyor
requested Immediate assistance from staff.
Several residents at other tahles were observed
to hawve similar issues.

c. On 7/22/02 during the noon meal chsatvations
{12:00 PM - 1:10 PM) revealed thet the tray
service was slow, [nitially there were muliiple
 staff assisting with the delivery of trays to
rasidonts. As the higher level of care, resldents
were served the staff providing feeding
assistance would stop senving and begin
individual assistance. The more insependent
residents were sarved jast. Resident #15 was
sealed in tha dining roam at his/her usual place.
Al 12:59 PM resident #15 had not recelved
higfher tray. All residents in the dining room had
| bean served. Tha delivery of room trays began. !
The resident wheelad to the kitchen service ares, i
i
|
I

spoke with kitlchan staff, and then left the dinfng
room. Al 1:15 PM an interview with resident #13 | i
revealed, "Thig is the third tme that ths has
happened.” .
‘Refer to F311 for additional details.

d. On 121/09 at 5:45 PM in an intervisw, staff,

1 who wished not {o be identified, woiced conoern

- with staffing. Staff reported, "We are short of help
i the dining reom. There are three CHAs on and i

tha faurth one who ia herg until B:00 PM. : ;

Residents don't get the assistance they nesd

because staff can't be in two different places

F 354 | 483.30{b) NURSING SERVICES - REGISTERED F 354 ‘
55=F| NURSE

! Therz will be an RN on duty for8
. ' utive hours, 7 days & week.

Except when waived under paragraph (¢ of (d) of; OBNSECULIVE oLl Ve

this section, the facility musl use the services of 2

reglstered nurse for at least B consecutive hours .-

a day. 7 days aweek. |

RN coverage will be ppsted on the
ticansad staff schedule.
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. Excapt when waived under paragraph (o} ar (d) of
'thls section, the facilty must designate a
registered nurse to serve as the director of

nursing on a full time basis.
| The director of rursing may serve as a chargs

occupancy of 60 or fewer residents.

This Requirement is not met as evidenced by.
Basad gn record revigw and staff interview, K was
determined that the facility faited to provide eight
sonsacutive hours of Registered Nurse (RN)
coverage seven days a week. The facllity did not
have Mtrsing Waiver in effect. The findings

! included:

1. Review of hursing schedules and Timecard
Reports fram 5/08 through 709 showed there

[ least eight hours a day, seven days a week on
the following days:

| 51304 - Licensed Practical Nurses (LPNs) were
present in the facility with 2.5. hours of RN
eoverage for the 24 hours.

present in the facility with 5.5 hours of RM
| coverage for tha 24 hours.

present in the facility with 4.6 hours of RN
| eoverage for the 24 hours.

present In the facility with 5 hours of RN coverage
! for the 24 hours.

nurse oniy when the facility has an average daily

was not a Registerad Murse {RN) available for at |

/1109 - Licensed Practical Murses (LPNs)wera |
i :
| 5/2400 - Licensed Practical Nurses (LPNs) were

5/28/09 - Licensed Practizal Nurses (L PNs) were |

:

|
|

STATEMENT QF DEFICIENCIES (1) PROVIDEASSUPRLIERICLLS (X7 MULTIPLE CONSTHUCTION (X33 DWATE SURVEY
AN €1 Al OF CORRECTION DEMTIFICATION KUMBER, A BUILDHHG COMPLETED
B, WIRG
535040 - 07{24/2008
HAME OF PROWOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF COOE :
DOUGLAS CARE CENTER 1108 BIRCH 8TREET
DOUGLAS CARE CENTER, WY 82633

(343 |0 SLEAKARY STATEMENT OF REFICIENCIES I FROVIDER'S PLAN GF CORRESTION [XE]

FREFIX (EACH DEFICIENCY JUST BE PRECEDED BY FULL PREFIX (BAGH CORRECTRVE ACTION SHOULD BE m”ﬂﬁ;"ﬂ”
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TaE 1 CROSS-REFERENCET TO THE APPROPRIATE
] DEFIGIENGY}
F a54| Continued From page 167 F 304’

RN schedule of coverage wili be
audited by Director of Nursing
, Services ar Administrator weekly
fer upcoming weeld's coverage and
- make adjustments as necessary to .
.ensure 8 hours of RN coverage '
each day.

Compliance with this regulation
will be reportad maonthhy 1o COf for
1 year to determine continued
compiliance.

Complated by B/28/09
|
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B/26/0% - Licensed Pracfidal Murses (LPNs) were
present in the facility wath 2.75 hours of RN
- coveragea for tha 24 hours.

2. Review of the Timesard Reporis revealed that
on 6/4, &7, 611, 6/22 &30, and 711 tha RNs
worked 14 hours, 14.5 hours, 14.25 hours, 16,25
hours, 20.75 hours, and 14 hours respectively.
Working this length of time greatly increases the
potential far madicalionftreatmen ermors gnd
adverse resident outcomeas.

[ 3. On 7/24/08 atthe exil conference, the Director | i
: of Nursing {DON) inquired about the RN :

caverage requirement, She asked if the RN '!
could be working the night shift or if RNs could
spiit shifts in order to have 8 hours of RN

coverage.
F 371| 483.35(1)(2) SANITARY CONDITIONS - FOQD F 3%1 The fadlity will stere, prepare and ' I
§8=F) FREP & SERVICE ol distribtste food under sanitary .‘

The facility must store, prepare, distribute, and conditions.

serve food under sanifary conditions.
A fiy strip has been placed outside

the back door
This R . L - d db Proors and cophoards have been
is Requirement is not met as evidenced by.
Based on observation, record review, and staff | cleaned and be cleaned waekly
“interview. it was determined that the fagility falled _ A drlp pan has been put under

.; to stare, prepare, and distribute feod in a manner
that minimized the potential for the spread of i
food-borne iliness. The findings included:

coffee maker,

Stove has beeh cleahed and will be

1. On 7/20/05 at .00 P, in an inltlal tour of the cleaned quartady, :
dietary dapartment in the presencs of the Intefim I
Lhetary Manager (OM), the following observations : Chemleals have bean moved to a ' i‘
wiere made; . locked closet. T
. | |

| 28vEN " cantinuation Bhoct Page 108 e §47
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F 371 Continued From page 109
a. There were several flies in the kitchen area on
the food preparatian areas. . |

It The cupboard doars and drawsrs were tacky to
touch.

¢. There were brown stains and coffes grounds
on the foor in front of the coffee maker.

d. The stove hc-f:rd wae greasy o touch

@. There were chemicals stared in the kitchen
area on a cat at the end of the threes
compartment sink.

f. The wooden shelves inside the spice cupboard
! were tough, making them uncleanable.

I
g. The fioor tile had cracks in it

h. Open drink containers were observed -:ﬁn the
shelf above the three compartment sink. The DM
verified that Lhe drinks belonged 1o staff.

i. In the walk-in refrigerator, thera was a gallon of
mitlc which had been opened but was not dated.
The DM indicated that the gallon of mitk was used
daily. However, she venfied that the milk shawld
have been dated when it was opaned.

j. In the dry storage area, there was a crack in the !
wall which extended gown the wall and across
part of the wall behing the shelving. Five hoxes
with six Jelio sugar free individual senving cups
were stored on the shelves. (Mole: The
mapufaciurer's directions indicated that this
product was to be refrigerated.) The temperature
in the dry storage room was 83.5 degrees
Fahrenhoit {F). There were several boxes of food
iterns, including chicken and brown gravy mixes

1

(%4; I SUMMARY ETATOMENT OF DEFICIEHCISS o PROVIDER'S PLAN OF CORRECTION [X5)
EREFK (EACH DERICIENCY MUST BE PRECEDED &Y FULL PREFIX {EACH CORRECTIVE AGTION SHOLULD BE CONELETION
TAG REGULATORY OF LSC IDENTIFYING INFORMATION) TAG CRESS-AEFER EN;_EQ.E%IHE APFROPRIATE :
GEFIC]ENE Y
F 371 -

Contact paper will be put on
shiolves for & cleanabla surface.

THes have heen replaced.

staff will not have open container
drinks in the kiichen

Al products will bé dated when
ppened

The crack in the dry sforage area
has been fixgd.

Faogs are stored sceording
manufacturer's instruclions.

The Janior's closet has begn
deaned and added to the cleaning

schedulo.

Cleaning of the lce machine vill be
documented

The gap under the kitchen door
has been flred snd driwears will
remain closad.

Qpened dry poods are stored |n
covered plastic contafners

Cishes will be washed praperly if
utilizing 3 compartment sink,

EORM Chit-2567(02-89) Previous Yersions Obaolate
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F 371| Contirued From page 110 _ ! F 371
and mayannaise, which indicated that they were
to be-stored in a cool, dry place.
; ) Refrigerstor &t nursing station has
k. The dielary departments janitor closet was neen defrostad and wilf be
! located behind the door which lad into the dining intalned at 41 degrees
i reom. The door was not locked at the time of the marntain BErEes.
observation. Tha flgor, the walls, and the
| eglipmeant weare ditty. Mo chemlcals were stored Grease compartment was empthed
in this closet, The DM indlcated that the and cleaned. The compartment wil
chamicals were all a’lnre;l in the kitchen {pext to be cleaned on a quarterly basls.
the three compartment sink),
! | The DI canfirmed thal the ice machine. located A contratted company Steam
L The canfirmed thal the ice maching, loca i .
in the dining room, was cleaned by dietary. She ! cleaned the haad system. Cleaning
commaented that the staff cleaned lhe inside of f will be done on a quarterly basis.
the bin and wiped off the cutside. The DI verlfied | :
that maintenance staff gnly repaired the ice Garbage disposal guard iz in place,
machine when it was broken and did no ¢leaning
of the machine. All dietary staff will be in serviced
) _ on each of tha ftems lsted In the
gbgenwzgiggjet?gﬁig;?fﬂ:ﬂt‘;'_?:nf_ﬂ"awmg ' POC, Adminlstrator will eonduct
' ; daily rounds of the kitchen for 90
a. The silverware drawer was standing partially ' days to detarmine complianes and
open. There were flies on the counter top by the ‘ weekly thereafter. Audits will be
silvernwvare, as well s throbghout the kitchen. Tha raperted to COl monthly for 1 year
door to the cutside was noted (o be |oose fitting - mzﬂm i — ; v
with a gap under the daor. : . arfmng contin |
_ tompllanca. | Bé2a/o0
b, In the dry storads area, a bag of brown gravy : -
mix and a box of bran cereal were ofen, '
'3, Qn 7122/09 at 8:45 AM, an pbsarvation of the |
dletary staff (W and X} washing dishes in the :
three cormpariment aink was made. Due to the !
hat water being tumed off, 21 dishes, water and |
coffee containers. ulensils, and pots and pans .
i wore ko be washed in the three compartment | ;
sink, : '
2EYKTT K eanfling: aet Pege 111 af 157
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STREET ADDRESS, CITY, STATE, 21 COOE

At the beginning of the observatien, two secflons
of the sink contained dirty ¢ooking items, Dietary
staff (W} moved the dirty tems from the flret
section te the third section. Staff member (W)
fillad the first section af the sink with water which
| was heated to 120 degrees Farenhelt {F) and
spap (Dawn dishwashing soap). Water and
colfee carafes were washed and placed In the
second seclion of the sink while dirty dishes wese
moved around and emplied into the third section
- {dirty next lo clean). Staff member (W) emptied
the coffee pitzhets into the third seclion of the
sink and then requested staff member (X} 1o
move the dirty dishes, pans, and utensils out of
that section of the sink. Staff.member (X} placed |
the sofled iteme on the stjugent faod preparation
tablefcounter. =

| .
" Once the ilems were out of the third section of the!
sink; staff (W) attempted to get the small amount
of liquids te drain out of it, staiing that the sink
drains really slowly. After approximaleiy three
minutes, the sink was dralned. The third saction
was cleanad. Then the already washed water and
coffes carafes wers set on top of the dinty dishes
in the first sink while the hot water was poured

irito the second section of the sink. The sanitizer -
was added to the watsr in the second sink. The
first tast strip measured 10 ppm {parts par i
million}. The second test strip was dane to verify
that an adeguate amaunt of blegch had been

| added to the water; the results were 50 ppm.
Siaff meraber (W) commented that the test strip
should be 50 to $00 ppm {to sanitize}. The third
section of the slrk was filled with hat water, The
washed water and coffes carafes were returned
to the second section of the sink and were briefly
dipped In the sanitizer and then rinsed in tha third
section of the sink and placed in tha drying rack.

DOUGLAS CARE CENTER 1108 BIRCH STREET
COUGLAS CARE CENTER, WY 82633
X 10 SUMIARY STATEMENT OF DEFICIENCIES I« 1 PROVIDER'E PLAM UF CORREUTION B
FREFIX - {EACH DEFIGIENSY MUST BE PRECECED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE Cﬂ“""-ﬁ'“"
TAG REGULATORY OR LSG IDENTIFYING IMFORKATHIH) TAG CROSE-REFERENCED TO THE APPROPRIATE OATE
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cloths from the green bucket {identified by the

| gtaft mamber ko be soapy water) and fror fhe red
bucket (ldentified to be sanitizer) to wips the
counter tops. The staff member put the trash {id
on the frash barrel and continued to sanitize the
: gouritere without wash histher hands. When the
staff tested the sink water sanitizer, the sunmeyor
requested that the sanltizer In the red bucket of
water be tested, The test strip was very light in
¢olor {10 ppm or tess). Stalf added mers bleach
untll the level reachad S0 ppr. Staff did not wipe
the counter surfaces off again after the sanitizer
was at the appropriate level to sanitize.

The staff members confirmed that normally all
dishes were washed in the dishwashing machine.

On 7122109 at 9:40 AM, the cheervation of the
dishwashing with staff utihizing an improper
sequence {wash, sanitize, and rinse, instead of
wagh, rinse, and sanitize) was discussed with the
 AA. She indicated that she wolid talk to the
dietary staff about the correct method of using the
Ihrea compariment sink_ i

{Nate: A 3-step process is used to manually

wash, rinse, and sanitize dishware correctly. The
first step is thorough washing using het water and
detargent after food particles have been scraped.
The second is rinsing with hot water to remove all |
soap residues. The third step is sanitizing with :
either hat wated or a chemical sghfion maintained:
at the correct concantration, based on periodic '[
testing, and far the effective coniaci time .
according to manufacturer's guidelines, After I
| washing and rinsing, dishes and utsnsils are !
* sanitized by fmmersion, When using a chlorine
sanitizer, adequate ppm is 50 - 100 with a !

STATEMENT OF DEFICIENCIES (1) PHOVIDERIEUPPLIERICLIA {¥2) MULTIPLE CONSTRUCTION f¥n) [ATE SURVEY
AU PLAN OF CORRECTION IDEMTIFICATION MUMBER. A BLILGING COMPLETED
HL W —
535040 ' 07/24/2008
MANME OF PRCVIDER CR SUPPLIER STREET ADDRESS, CiTY, RTATE, 2P CONE '
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DOUGLAS CARE CENTER, WY 62633
(X4} 1D SURKMARY STATEMENT (F DEFIGIENGIES I PROVIGER'S FLAN OF CORREC-TIGN M|
PREFE {EACH DEFICIENCY MUST HE PRECEDED B FULL PREFIX HEACH GORRECTIVE ACTIUN SHOULD BE e lﬁ’LTF-TIGM
THG REGLLATORY OR LT IDENTIFYING INFORMATION] TAG CROES-REFERENGED TO THE APPROPRIATE WIE
. DEFICIENGY)
F 371 Continued From page 112 a7
¥hile more water was heating for the
dishwashing process, staff member (W) used

: i
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7371| Continued From page 113

- minimum ten sacond contack time. )

4. On 7122/00 from 11:58 AM to 1:05 PM, during
: an obsarvation of the noon meal gervioe in the
dining reom, there were flles present at the

| tables. The residents were ohserved to shoo the
| fies away from.themselves and ofher resldants. |~
|
. On 7/23/09 at 3:55 P, the snack refrigerator
located at the nurses' station was observed. The
thermometer inside of the refrigerator showed a
temperature of 52 degrees F. There was an lce
build-up of 1 1/2 to 2 inches inside the freezer

gection of the refrigarator. I]

Review of the temperalure log for this refrigerator
| revealed termperatures from 41-to 47, The '
directions on the form stated "Check every shift, J
defrost as needed, maintain temp befwaen 38

and 46 degrees”. {Note: Cold foud items are to be

stored at 41 degrees F of ess.)

6. During the envitonmental tour on 7/22/08 from
| 2:50 PM to 4:00 PM, the CMC {Corporate

' Maintenance Consultant} was asked to follow up
on concerns identified in the kiichen, A tour of the
kitchen was done and the following issues were
raviewed which included:

a. The facility had a three compariment sink

. which was being used. Staff had also voiced
concern with it being slow lo drain. When
checking the sink the CMC identifisd & metal

| campariment under the sink as being a grease
trap. The grease trap was sefting on the flocr,
approximately 16 inches in tength, B inches in
width, and 12 inches in height The Iid was
remoyed from the grease trap, which wag found
tc have debris approximately 2 inches from the

tep of the container. The plastic pipes draining
i' into the grease trap from the sink and outl to the

|
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F 371| Continued From page 114 Fart!
sewer were fimited dug to the debris in the grease :
Hrap.

The CMC confirmned that the trap was in nesd of
cleaning. in an interview with Dietary staff, they
reparted that they were not aware of when or if
‘the grease trap had ever been cieansed. The 1
faciiity failed to ensure the grease frap was
propedy cleaned,

' Addltionally, at issue was a concern with a direct
i ponnection betwaen the sewage system and a '

draln originating from three compartment sink . |

where efquipment and utensils wers washed, ; ! :
rinsed and eanitzed. The CMG reported that i

there wolld be follow up with 2 Plumber to ensura '

plumbing codes were baing followed. ,

[A direct connection was observed belween the
sewar at the three compartment sink locatad In
the kitchen, The USPHS Fond Code (United
States Public Health Services) indicates at
section 5-402.12, "a direct connection may nol
exist between the sewage syetern and & draln
originating from eguipment in which foad,

. portable equipment or utensils are placed.”]

1. A check of the stove's hood system found the
: fiters in the hood had a bulld up of dust, dobris,
and greasy resldue. The dietary staff reported to
the Maintenance Consulant that they were not
sure when the filkzrs hat besn cleansd last.
On the iast day of the survey, the CMC reported
that the company that had deap cleaned the :
- stove's hood and exhaust system was no langer ,
- in businass. He indicated that a new company
| was coming out to ensure the exhaust haod ;
systemn was propeily cleaned and the cleaning of ;
the filtlers had beern put on the cleaning scheduls. |

g, The kitchen had a garbage dispasal In the dish
roorn. The disposal was missing pleces of the

| FORM CME-2567(02-99) Previous Versians Obsokete ZKYX11 oanuzlion sheet Page 115 of 137
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rubber gasket at the opening of the dizpoeal _
whiich |&ft the insige blades of the disposat vigible. ;
There was not 2 cover to place over the garbage
disposal when being used ta prevent back splash
aof garbage and debris and for steff safely. -

' Referance: Food Code 2005

U. 5. DEPARTMENT OF HEALTH AKRD HUMARN
SERVICES

Publc Health Service

Food and Drug Administration

5-402.10 Establishment Drainage Systen,

' FOOD ESTABLISHMENT drainage systems,
including grease raps,

fhat convey SEWAGE shall be designed and
installed as spegified

under 4 5-202.11{A).

5-402.11 Backilow Prevention.”

| {A) Except as specified In P (B}, (C), and (D) of
i this section, a

direct connection may net exist between the
SEWAGE system and

| & drain originating from EQUIPMENT in which
F000, portable '
EQUIFMENT, or UTENSILS are placed. ,
(8) Paragraph (A} of this section does not apply '
! to loor draing

that originata in refrigeralad spaces that are
constructed a5 an

integral part of the building.

{C} If allowed by LAW, a WAREWASHING
maching may have &

direct connegtion between ils wasie outtet and &
flacr drain whan

e maching is located within 1.5 m {5 feel} of 5
trapped floar

drain and the machine ouilet is connected to the
inlet side of & :

! properly ventad foor draln trap.

|
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F 371| Continuad From page 116 F 371 1
(D} If allowed by LAW, a WAREWASHING or {
cllinary sink may have
a direct connechion.
5-402 12 Grease Trap.
If used, a grease trap shall be located to be easily,
accessible for ’
cleaning. .f
F 428! 483 60(c) DRUG REGIMEN REVIEW Fapg| T drug regimen of each
SS=FE y resident will be reviewsd at least
The drug regimeh of each resident must be once @ manth by a llcensad
reviewed at least once a month by a licensed pharmaclst and drug irrsgularitles
prarmacist will be reported to the attending
‘The pharmacist must repert any irrag ularities to physlcian for each resident, The
the attending physician. and the director of phar macist will use the miost _
nursing, and these reports must be acted upon, current federal guldetines. The :

| _ pharmatist will report irvegulzrities :

! directly ta the physiclan and the .
J Cirector of Nursing. The Director

i db of Mursing will follow up for
This Requirement s nok met as evidenced by: letion witl the physictan and

. Based on record review and staff |nterview, it wag comp ;' .ttt P i?th rsults |
detarmined that the facility falled to ensurs that keep documentation of the resuits. |
the consting Pharmacist’s The pharmaclst will audit monthly !

i recommendationsfidentified Irregularities were for follow up, adverse reactions, 5
agtegr En tfu; two 1::f ‘||2 gagjple residenls {#7 and approprizte diagnoses, gradusl i
#6). The findings Includee: _ i dose reduction and potentlzl poly |

21, 0n 7122109 at 4:25 PM, In an Intenylew with the i pharmacy.
consulting Pharmacist, the facility's follow-up to ! .
her menihly drug reginmen review Residents #G and 47 have enplred, .
recommendations was discussad. She confirmed |
that sometines the fallow-up takes some time, Resulis of tha monthly pharmacy ;
dapending ab the physician invalyed. review will be reported to £ _

; - to determine :

i 2. Raview of the Phammacist's Monihly Dnug mum.lji!; For 1 year to determ I
Regimen Review farms for 2008 and 2009 for compliance, Comploted by 8/28/09
resident #7 ovidenced that in 8/08 the Pharmacist 1 |

| :
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noted "No TSH (Thyroid Stimulating Hormaone) in
chart" She asked again in 3/089 as no level had
bean dane, noting "No response from befare - no ;
: T8 in chant". The action taken columin was
blanik for 8/08 and 309, Thare was no evidence
ity show {hat the faciity had addressed the 8/08
TSH |evel recommendation uitil the TSH lavel
was obtained in 408

3, During the 7/22/02 interview with the
i Pharmacist, she reveaied that she did not have |
| the mosl recent guidsiines for the drug reghmen
review (12/18/06 State Operations Manual). The
follawing toples were discussid with her:
unnecessary drugs, paiassessment, sleep
assessment, Fentanyl gichicy, missing Momphine
Sulfate (MS), and crustiliy of extended release
medications. e

4. During the interview with the consulting
Pharmacist on 72239 at 4.25 PM, she reported
she completes the monthly pharmacy review on
individual resident ang gives the findings to the
Girestor of Nursing (OON). The DON then would
determine what issues needed to be taken ta the

physician for follow up.

Revlew of the "Pharmacy Chart Review" sheets
for April, May, and June, 2009 showed the

1 pharmacist was doing the medication regimen

| reviews. However, follow up with the physicians |

| for all the frregularities identifled was not evident. |

The current system for medication review did not |
gnsura the pharmacist reparted drug iregularities |
to the attending physician and the DON, and
these reports were being acted upon.

. 5 Review of resident #8's medical record
revealed the resident was admitted to the faciity

STATEMERT OF DREFICIENCIES {41) PROVIDER/SUPELIERCLA (%21 MULTIFLE CONSTRUCTIGN [42) DAYE SUIVEY
ARG PLAN OF GORREGTIGN IDEMTIFICATICN MU PR, A BULOING COMPLETEN
|5 wing
535040 O7ra4/2008
WNAME ©F PROMIOER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIPF CODE
DOVUGLAS CARE CENTER 1108 BIRCH STREET
. DOUGLAS CARE CENTER, WY 82833
[A4) 1D SULMARY STATENENT OF DEFICIENCIES : I PROVIDER'S Plal OF CORRECTION L XSt
FREFE (EAGH GEFICIERGCY MUST BE FRECENED BY FULL FREFIX (EACH CORRESTIVE ACTION SHOULD BE "GM;A'-FEF 1GK
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAZ £RAOES.REFERENCED TO THE APFROPRIATE
DEFICIENCY}
F 428, Continued From page 117 F 428 .
' |
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F 428| Continued From page 118
an 62408,

| a) Review of the monthily drug regimen

review shasis by the Pharmacist revealad
raviews were being documented monthly as "no
oconcerns”. However, there was no evidence that
the potential for "Adverse Consegquences” was
identifled and reported with this resident’s drug
regimer.

I b} The resident’s MAR (Modication
Administration Review) for June 2008 included:

Sinemet 25/250 1 PO TiD (thras times per day}
started ¥10/08,

Celebrex 200 mg 1 PO QD (everyday) started
711008, (nonsteroldal anti-infiammatory)

Armnitriptyling (Elavll J10 mg 1 PO {orally) TID
{three times par day) staried 7 0/08, (tricyclic
antidepressant)

The Nursing 2010 Drug Handbook identifies
potential drug to drug Interaction with Flugxetine
which the resident was also on. I also identiied
the medication with 2 BLACK BOX WARNING.

“Tramadal (Ultram) 50 g 1 £C QID (four imes
per day) OK up to 100 mg PO G 4 Hours, [The |
MAR did nol indicate which dose was '
admlinistered,] For aiderly patients over 7% years
old, total dose should not exceed 300 mpfday.
{The Nursing 2010 Drug Handbook Identifies !
potential drug to drug interaction with 33Ri !
{seiective serotonin reuptake (nhibiter) which the
i resident was alsg on.]

. Fluoxeting (Prozag) capsules 20 mg once daily
“etarted 7T0/08, T

F 428
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F 428

F 478| Continued From page 119

[Fluoxetine Is a SSRI used b tremt depression,
anxiely disorders (panic attacks),
obsessive-compulsive disorder {OCD), a cartaln
eating disorder {bulimia}, and a severe form of
premenstrual syndrome {premenstrual dysphorle
disordaer). Interactions noted: drug to drug '
interaction with trigyelic antidepressand. May
increasa risk of serotonin syndrome, monitor

: closely it used Wgether, and may Increase CNS
| {central nervous system) effacts ]

Alprazotarn (Xanax) 0.25 mg 1 PO PRN as
(needed) BID started 7/10/08,

[Xanax is a shori-acting drug of the cfass usedto
treat moderate to severe anxiety disorders, panic
attacks, and as an adjunctive trealment for
anxlety associated with moderate depression.
anxiety disorders, panig atfacks.]

Sotalol 40 mg 1 PO BID {twics a day) starled
T 0408, (beta-blacker)

' There was no evidence that Lhe potential for
madverse Consequences” was identified and
reported with this resident's drug regimen for:

.Use of 8 medication with potantial far drug to
' drug interactions, an example was Fluoxetine and
Tramadel and Fluoxeting and Amitriptyline .
vhen those medicalions are used, the
explanation as to why ar how the benefit of a
medication({s} outwelghs the risk needs to he
dnoumented in the resident's record. - )

_Medications with same use and having i
| anfichalinergle side effects. J

-Medications having a BLACK BOX [ o
M WARRING. eI Fenom e —

FORM Chs-2567(02-8%) Pravieus Versians Obsalole 2KYH1 If continuatic £ est Pega 120 of 137




OB/23/2008 14:47 FaX 45423432

DEFARTIMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 8 MEDICAID SERVICES

DOUGLAS CARE CLNTRR

[F 020/080
Prinied: Q81272008
FORM AFPROVED
OB NO. 0238-4351
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A, BUILEING
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(%3 DATE SURWEY
COMPLET R
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MAMLE OF PROWDFR OR EUPPLIER

STREET ADDRESE, CITY. 8TATE, ZIF CODF

sinclude potential or actua! drug-food interactions,

-+ moniterimy of i te presence of potental

The pharmacist failed to identify and report the
absance of any explanation as o why or how the
benefit of a medicatian{s) with potential for
clinlcally significant adverse copseguences - |
_ oubweighs the risk. '

BLACK BOX WARNING:
A FDA ALERT [6/16/2008), FDA is notifying
healthcare professionals that both conventional
and aypical anfipsychatics are agsoclated with an
increased rigk of mortality in elderly patients
freated for dement|z-related peychosis. :
Antipsychotics are not indicated for the traatment |

of dermentia-related psychasis.
|
L

Reference for Professional Standards of Practice |
in Drug Regimen Review. According ta the
American Society of Consultant Fhannacists, a -
Drug Reglmen Review should encompass 8
range of activitles designed to guarantee that
residents recelve the proper medications al the
right ime in the correct doses. This review begins ;
by collecting informatian on the resident's medical
ristory, disgnoses, treatmenis, physician orders,
labaratony tests, medication histary, diet and care
pian. The drug review should sufficiently identify
any drug-drug or diagnoses-drug combination
which is potentlally inappropriate for the eiderly or
creates a high risk for advarse drug reaction in
tha elderly, Other areas of cansideralion should

i the appropriateness of dosages and lhe Intervals

j at which medications are to be takezn. This dnug

' review should insure that the resident’s drug

s regimen is free of any drugs given in excesslve

| dose, given in sub-lherapautic doses, duplicate

| therapies, axcossive duration, without adequale
indications for its use, without adequate

dangaraus adverse reactlons.

i

DOUGLAS CARE CENTER 1108 BIRCH STREET
DOUGLAS CARE CENTER, WY 52832
(Xl 1D SLIMWTARY STATEMENT OF DEFICIENCIES 1 BROYVIDER'S PLAN OF GORRECTION e
PREFIX (EAGH DEFICIENGY MUST BE PRECEDEL BY FULL FREFIX - IFAGH CORMEGTIVE ACTICN EHOULE BE WMUPA-&?UH
TAG K1-GULATORY OF LSC IDENTIEYING IMFORMATION,) 1A CR{OES-REFERENGENR TO THE APFROPRWTE ]
) DEF ICIENDY) ;
F 428| Continued From page 120 Fd428
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TR SUMMARY GTATEMENT OF DEFICIENGIES 0 FROVIDER'E PLAN OF CORRECTION ]
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. DEFICIENTY)
F 431| Continued From page 121 F 431 | -.
F 431| 482.60{b). (d), (&) PHARMACY SERVICES F o ! |

$S=E
The faclity must smploy or obtain the services of

a licensed phammaclst who establishes a systen
of records of receipt and dispositlon of 2l
controlled drugs in sufficient detail to enabls an

records are in order and that an agcount of all
controlied drugs i maintained and perlodically

reconcilad,

Drugs and biologicals used in the facility must he
labelad in accordance with currently accepted
profassionat principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date whan
applicable,

| in accordance with State and Federal laws, the

. facility must store afl drugs and bidlogicats In
lockad compartments under proper temperature
controls, and permil only authorized personnel o
have access to the kays.

! The facility must provide separately locked,

controlied drugs listed in Schedule 1 of the .
Caomprehensive Drug Abuse Freventlon and
Cantrol Act of 1976 and other drugs subject lo
ahuse, except when the facility uses single uni
package drug distribution systerms in which the

be readily detected,

This Requiremeni is not met as evidancad by
! Rased on observalion, record review, and ataff
' | intefviéw, It was ditarmined that the facfity failed
' ! ta limit access to the medication storage areas

 accurate reconciliation; and determines that drug

pérmanently affixed compartments for storage of |

guantily stored is minimal and a misging dose can

The keys to the cupbosrds are kept ?
on the nurses key ring which is
kept g their persen at all tirmes
thrgughout theis shift. The key
ting Is passed to the SUGCESSIVE
purse on the schedule. There s
 nothing stored undes the sink. A
* pareatics are counted twice. There
are no narcotics kept in the ER bok.
i ativan, which Is kept In the lacked
; refrigerator, i$ eounted twice daily.

piscontinued medications are kept
In the med cart untll sent to the

pharmacy.

fentanyl patches and hAorphine
will be signed out upon removal :
froim the narcotic storage.

compliance will be ronilored by I
“iheBiractor of Nursing weekly and

roported to CCH monihly for 90

; eyt to determine continued
compllance. compieted by 8/18/09

IF mantauafien erect Page 122 ot 137
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DEFIGIENGT)
F 431 Continued From page 122 F 431

and ensura that al narcotics were accounled for.
The findings included:

1. On #/23/09 at 4.03 PM, nurse (A) opened the

medicatlon storage cupboards which were

logated behind the nurses' station. The nurse

obtained the key to the cuphoardy from a hook

whicH was located under tha nurses' station

tounter. The placement of the key gave access
t0 the medicatlons (o numergUs persons.

i 2. Duwring the observation of the meadicaticn -
slorage area on 712309, nurse {F} was present.
The following observations were made.

a. Under the sink in fils area, there was a large
bax of spoons, two boxes of medicaticn crushing
plastic bag, and several chemical {at the back of

the space).

b. The Emergency Box was kepl under the
counter, The box was tocked with a key book type
. padiock, Nurse (F) revesled that the nurses kept
i he kay to open the padlock. The surveyor -
requested to see inslde of the box. Nurse (F)

. obigined the key from another nurse. The box

- held numercus medications, including Demerol,
Morphine, Darvocet, and Vicodin, There were
forms inside of the box which listed the

L {F) verifiad that lhese forms were {o be Used o
| eign the medications cut. Thers was an inventary

| fgrm with the numbers of medications which
i should be prazent.

The nurse verifiad that these narcotles were no
counted during the dally shift count. A countof !
the various narcetics revealod no discrepancies. |
! The potential for drug diversion was present since
the medications were not routinely counted ang ‘

medications that were kept.in the bax. The nurse . p—-oo - -

‘
J
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F 431| Continued From page 123 F 431

the bux could be opened and closed without
evidence that it had baen opened. The Ativan
. fram the box was locked in the medication _
refrigeratar and also was not routinely counted. '

’ |

3. On 7/23/09 at 4,06 PM, nurse (A) cpened the
medication storage cupboards which were
incated behind tha nurses’ station. A cupboard
above the sink had another locked box which was :
identified as discontinusd medlcations o be sent '
! back to the pharmacy.

| The facility faited to ensure only appropriately [
: authorized stalf may have access {o the storage
area. [Note: The facilityisirequired to secure all
medications in a locked: inrage area and o [imit
access to authorized péﬁ_sj%‘ii_'nnal.]

4, Quring the obsarvation of the medication

| passes, the nurses were not observed to sign out
! Fantany! patches as they were ramoved from the
narcotic storaga or after applying these patches.

Record raview for residents #14, #8, and #4
evidenced that the Fentanyl patches and ;
Morphine Sulfate were not always accounted far !
on the Medication Administration Recard (MAR)
andior in the narcotic records. Refer to F281 for : B
details. 3
F 441|483 65(a) INFECTION. CONTROL ' £a41|  The facility will establish and
5=F .
S The faciiity must establish and maintain an malntan an I.nfmmn control
. infection control pragram designed (o provide a program designed to provide
safe, sanftary, and comfortable

! safe, sanitary, and comfortable environment and
| to prevent the development and transmission of ! envireament and t¢ prevent the

st s risiono
an p - di . o
investigates,.controls, and prevents.infections in.-f - - Hease ‘“F’tiﬂf‘.r’@!f?ﬂ.-.. Tltf—‘ Fagility
the facility: decides what procedures, such as st establish am infection contral

isofation shatifd be applied to an individuat

FORM CME-ZEE7(05-02) Previous Varsions {bspfets 211

program under which il
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DEPARTMENT OF HEALTH AND HUMAN BERVICES FORM APPROVED
CENTERS FOR MEDICARE & MERNCAID SERVICES OMB NO, 0g38-0391
STATEMENT QF DEFICIEMCIES 1} PROVIDER/SUPPLIER/CLLL {%2) MULTIPLE CONETRUTGTHIN %3y GATE SURVEY
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B. WING
535040 - 07I1245200%
NAME OF PROVIDER OR SUPPLIER $THEET ADDRESS, CITY, ETATE, ZIP CODE
DOUGLAS CARE CENTER 1108 BIRCH STREET
DOUGLAS CARE CENTER, WY 32 633
{x4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIGER'S FLAN OF CORREGTION XS}
. FREFIU {EACH DEFICIENCY MUST BE PRECEDED BY FURE PREFIX {EACH CORRECTIVE ACTION SHOULD BE R petb
TAG REGULATORY OR L34 IDENTIFYING INFORMATION) TAG CRO3S-REFERENCED TQ THE APPROFPRIATE
_ DEFICIENGY}
F 441 Continued From page 125 Faat
make you sick. Sama kinds of E. coli can causs | Standing Aor fans have been
diarrhea, while cthers cause urinary tract deaned
infections, respiratory iliness and pneumenia, and | eaned.
her Mnessas. ' .
othe 588 II The glucose monitor will be wined
" MRSA (Methlcillin Resistant Staphylococcus ~ down with anti-bacterial wipas
aureus) are the most commonly encountered ' befare placing the monitor back an
multidrug-resistant organisms in patients residing ; [ " thetray.
in non-hospital heaithcare fagilities. Non-hospital P
healtheare facilifios can salely care for and - . apkl
! manage these patients by followjpg appropriate j  These will be audited w B: by
+ infectlon control praciices. l f DON or designee & repot

| 5 . | quarterly to QA 8/28/00
Clostridium difficile (C-diff) is & sfibre-forming, ] _ :
gram-posiliva anaerobic bacillus Yat preduges 1' I |

two exctoxins; toxin A ard toxin 87 It is @ common’
| cause of antibictic-associsted diarrhea (AAD) ]

b, Medical record review for residents #5 #G and

#8 revealed they had problems with recurrent

resistant £.call UTIs (urinary tract infection).

These problems were not addressed in their
plans of care, {Cross refer to F280)

. Observation of perineal care for rasident #5
and #8 Identified thatl the residenls were not being |
provided adequate incontinence care.

NOTE: Pursuant to the National Kidney and i J
Lrologic Diseases informatian Cleannghcuse : g
publication entitled "Urinary Tract Infection in ; :
Adults", nonmal uring is sterile. It contains flulds, :
salts, and waste products, but il is free of |
;bar.tena viruses, and fungi. An infection oeeurs |
when micreorganisms, usually bacteria from the |
: digestive tract, cling to the opening of the urethra | |
and hegin ta multiply. Most infections arise from |
ohe type of bacteria, Escherlchiacali (E. coliy, | l L

/
)

~[which fiarnally Ive in the colan, if the infection s
net treated promplly, bacteriz may then go up the

i
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FORM APPROVED
OME NO. 0938-0391

CENTERS FOR MEDICARE & MEQ!C—J"\!D BERWYICES

STATEMENT (3F OEFICENCIES (K] PROVICERMSURFLIERALM WA ULT'FLE COMSTRUCT IO R GATE SURYY

AsD FLAN OF CORRESTION IBENTIFICATION NUMBER: &, BUILOINS GOMPLETED -
536040 B VNG — 0712412009

MK OF PROVIDER OR SUPPLIER

STRERT ADPRESE, CITY, STATE. ZIF COOE
1108 BIRCH STREET

DOUGLAS CARE CENTER
DGUGLAS CARE CENTER, WY 82633
R SUIMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION S|
PRETIX, {EACH UEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECYIVE ACTION ShOULL BE ¢ﬂ-‘~§;tg|ﬂ”
TAG REGULATOHRY OR LSC IDENTIFYING (NFORMATION) TAG CRUSE-REFERENGED TO THE ARFROFRIATE T
BEFICIENDYS
F 441 | investgates, conzrols, and

F 441| Coniinued From page 124 :
resident; and maintains a record ¢f incidents and |
- correctlve actions related to infectians.

This Requirament i not met as evidenced by:
' Baged on racord review, observation, and
residant, family, and staff inlarview, & was
datermined that the faciiity failed to ensure thai
staff techniques during cares minimized the
potentish for cross contamination and the spread . |
of Infections. Additionally, the facility failed to. '
maintain residant care equipment in a clean,
sanilary manner. The findings included:

INFECTION CONTROL PROGRAM;

1. The facility had an Infection Control Program

thratigh which residents with infactions that were

identified and tracked. However, preventative

- measuras ko prevent the polential spread of
infections wers not addressed.

a. In an interview with the Dirsctor of Nursing
(DON) on 74231089 at 2.50 PM, she gonfirmed the
residants with problems of infactions specifically
| those with MDRO (Multidrug-resistant organisms) ;
such as E.coli {Eschedichia colf), T Diff '
(Clostridium difficile) and MRSA {Methlcitiin
Resistant Staphylococcus aureus) were not
getting care planned.

[Multidrug-resistant organisms {MDROs), have
important infection contrel imptications, MOROCs
are deflned as microorganisms, predominantly
bacteria, that are resistant to oty or more classes

of antimicroblal agents,

Eseharichia coll (abbrevialad as E. coli) are a ;
large and diverse group of bacteria Although
' most stralns of E. coli are harmiess, others can

. wiill be addressed in the infection : ;
-Contral Frogram. T

.reported quarterly to QA
T

prevents infections in the acility;
docidas what procedures, such as
|sotation shoyld be applied to an
individual resident; and maintalns
a record of incidents and
corrective actions refated to
Infections.

Preventative meaasures to prevent
the potental spread of infactions

Al residents with muiti-drug
resistant organisms will be cars
plannad.

&l oiygen cancentrators have had
their filters changed. Centrad
replaces filters weekiy on
Wednesdays.

There wilt be 3 weekly audit done
by DOM or her designes &

Resrﬂent #13's nebulizer has heen
rinsed & lefi 1o alr dry.

Al residents with nebulizers will
hava them rinsed & |left to alr dry :
after each treatment, ' .;

| FOi CME-2EE7(02-09) Previaus Verstong Gbechoto
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES
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Printed: (8/12/20039
FORM APPROVED
OME WO, 0938-0381

STATEMENT OF DEFICIENCIES (1) PROVIDERIZUPPLIERITLIA
AN PLANW OF CORRECTIGN

IBENTIFICATION KUMBER.

535040

[¥2) MULTIPLE CONSTRUCTION

A, BULDENG
B, WEN{G

[(wa) DATR SURVEY
COMPLETED

07/24{20089

MAME OF FROMIDER GR BUPPLIER
OUGLAS GARE CENTER

STREET ADDREDS, UITY, STATE, 2IF GORE

" 1104 BIRGH STREET
DOUGLAS CARE CENTER, WY 82633

“lowa's Health Center, Daparment of Obstetrlcs

Qther Findings:
;2. O 7/20/09 from 3:10 PM to 4:40 PM during

| infection control issles ware identified

ureters 1o infect the kidneys {pyelanephritis).

According to The Merck Manual, Secand Edition,
Escharichia coli (E. coli) is the most common
sause of urinary tract infectons {UTls) ih adulis.
Theee bactera are normally prasent [n the colon
end may enter the urethral opening from the skin
around the anus and genitals. Pocr perineal care .
can contribute to UTls, According to University of i

gnd Gynecology information shest entitled
"Urinary Tract infectlons (Bladder Infections);
Ways to Prevent a Urinary Tract Infection”, good -
personal hygiene is important, Proper personal
hygiens includes blatting or wiping gently from
front to back after urinating or having & bowel

: movermnent. This will reduce or prevent the
gpreading bacteria from the rectum to urathra.

The facitity falled o ensure that the provision of
incontinence care was done in 2 manner {g
prevent UT| {Cross Reference F312).

tour of the facility with nurse {F), the following

checked behind the filters and found to have a

build up of dust and debris and were in nesd of
cleaning. Mursa (F) was not awaro of whan the
conceniraturs had been cleansd last but

L contirmed they were in need of cleaning. The

| vasidents having dirty oxygsn concentrators

‘residents #19 {na fiter and venl complelely”
coverad with dust), and #20.

@, The oxygen concentrators in rasident rooms . |
. were noted ko have dirty filters, The vents were

included: residents #2, #3, #4 and supplemental |

P ID SUMMARY STATEMENT OF DEFICIENCIES iD PIROVIDER'S PLAN OF CORRECTION o
FREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE ACTION SHOULL BE GATE
TAG REGLULATSORY OH LSC IDENTIFYING |NFORMATHING TAQ CRUSS-REFERENCED T{ THE APPHOPRIATE
DEFIGIENG 7]
F 441i Continued From page 126 F 441
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FORM APPROVED
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CENTERS FOR MERICARE & MEDICA|ID SERVICES
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DOUGLAS CARE CENTER 108 BIRCH STREET
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Ao | * BLUMMARY STATEMENT OF BEFICIENCIES I PROVIDER'S PLAN OF CORRECTION T Hs

PREFIX (EAGH NEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEITON
TAG REGULATORY QR LSG IDENTIFYING INFORMATION} TAG CROGE-REFERENCED TO THE APPROPRIATE :
F 441| Continued From page 127 T Fast

| oxygen. Tha dirty oxygen concentrators had the

| (F3 confirmed that the nebulizer had moisture and

- On 7/21/0% 8t 3:45 AM the resident reporied that

. has a hetter chance to reach the small airways.
‘ This increases the medication's effectiveness,
| instruction for useinclude washing and rinsing-

The fagllity identified 28 of 48 resident with

potential for placing residents with compromised
respiratory status at risk for UR| {upper
respiratory infecions),

b, On tour Resident #13 was noted to have a
nebulizer laying across the hedside stand. Nurse

residue left In the medication cup an the nebulizer;
and proteeded to disconnect the med cup and
rinsed the equipment. The nurse confirmed that
the equipment was supposed to be rinsed and laft
to gir dry afler nebwizer treatments.

she had a breathing treatment befare breakfast.

The nebulizer had not been cleaned and was
laving scross the bedside stand with maisture
nated in the med cup on the nebuylizar,

JA nebulizer is & delivery system consists of a
nebullzer (smail plastic bowl with @ screw-top lid}
and a source for scompressed air. The air flow {o
the nebulizer changes the medication sotution to
a mist, When inhsled correctly, the medication

the medicatlon cup and making sure the nebulizer
is completely dry before storing.]

The facitity failet to ensure proper cleaning of |
equinment, '

| 3. On 7i21/69 at 10:00 AM, a farmily member

FORM ChiS-256 7{02-8%9) Mrevious Versions Qbeaclel

2HYET
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Printad: 08/12/2008
FORM ARPPROVED
OMB NO. 0935-0391

STATEMENT OF REFCIENGIES
AND PLON OF SORRECTION

(¥1) PROMIDERISUPPLIERICLIS
IDENTIFICATION MUMBER:

535040

{33 MULTIPLE COMNSTRUETION

&, BURDING
B, WING

(x3) DATE: SURVEY
COMPLETED
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MAME OF PROWDER OR SUPTLIER
DOUGLAS CARE CENTER

STACET ARDRESS, OITY, 3TATE, ZIF CODE

1108 BIRCH STREET
DOUGLAS CARE CENTER, WY 82633

{xd) 10
FREFIK
TAS

SUMMARY STATEMERT OfF DEFICIFHNGIES
{EACH DEFICIENCY BMUST BE PREGEDLD BY FLLL
REGLLATORY OR LG IENTIFYING INFORMATION|

I
PREFIX
TAO

CROS85-REFERENCED TT THE APPROPRIATLE

PREWVIIER'S PLAN OF SORRECTION rha
(FACH CORRECTIVE AGTWIN SHOULD BE GU'-‘DF'AE 10K

DEFICIENGY)

F 441

Confinred Frem page 128
demanstrated ke unsanilary condition of a

. nebulizer. The nahulizar was observed ta contain

dried haking minera! deposits. The family
member commentad that the nebuiizer iz offen in

thig condltion,

| 4. ©n 720409 during indtial tour functloning floor
[ standing fans were observed circulating air in
resident rooms. The fans had collected dust and

dirt contaminate on the protective wire cage.

5. On 7421409 a1 938 AM, during & medication
pass ohsarvation of nurse (D) with nurse {C}

“asalsting, both nurses insisted that resident #11
j have anather finger stick biood sugar dong tefore
| the resident could receive hisfher insulin injection,
Nurse (D} placed the glucose monltering tray on

qlucoze monitor on the resldent's bedside table,
performed the test, and then placed the glucoss
monitoring device back in the tray without
cleaning it. The tray was taken back lo the
nurses’ gtation without being clzaned.

483.70(d)(1}{iv}-{v) RESIDENT ROOMS

| Bedrooms must be designed or equipped 1o
: agsure full visual privacy for each resident.

| ExTept In peivate rfooms, edCh bod must have

: ceiling suspended curtains, which extend around
. the bed to provide total visual privacy in

| cornbination with adjacent walls and curtains.

This Requirament ls not met as evidenced by:
Based on observation and slaff interview, |t was
determined that the facliity failed to provige full
visual privacy for the residents residing in
semi-private rooms 1, 16, and 24, The findings

the residant's bedside stand. She then placed the

In facililies initialy certified after March 31, 18582, _

F 441

i 460

= yiolathons of privacy curtain on

All residents wiil be afforded
privacy of cares in thelr rooms,
New tracks have been ardered for
ragrns of resident #3, 16 and 24
and wili ke installed vpan arrival.

Adminlstrator wilf Identify

weekly rounds of the facility,
V0oiatlons will be corrected,

Results of weekly rounds wilf be
reported COL monthly for 90 days
to determine continued
compliance.

Completed by: #/28/03

FORM CMS-2567(€2-08) Provious Vesslors Obsalate -

£
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FORM APPROVED

DEFPART
CENTERS FOR MEDICARE @_MEDICAID SERVICES OMB NG, 0538-028
STATUMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERACLLA (2] MULTIPLE CONSTRUCTION i) DATE SURVEY,
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oOUGLAS CARE CENTER 1108 BIRCH ETREET
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(3] PROVIGER'S PLAN OF CORREG TION ; mm:ﬂﬂm

(431D
PHREFIX
TAG

BUMMARY STATEMENT OF DEFICIENGIES
{EASH DEFICIENCY MUST BE PREGRDED BY FULL
REGULATORY GR LT IDENTIEYING INFORMATION}

PEEFIX
TAG

{EAGH GORRECTIVE ACTION SHOULD 8E
CROSS-REFERENGED TO THE APPROFRIATE ’
DEFIGIENCY)

PATE

F 480

i
|
f

i

. Includen:

. Reom one did not have rivacy curtains at the
T foot end of the bads. The room had two residents

' wasz also missing.

Continued From page 129

1. Observation was made of resident raom 1
during & medication pass on 7/24/09 and during
an environmeantat lour on 7/23/09, There was a
privacy curtain betwean tha two heds, but no
curtain or curtain track was present at the foot of
fhe beds. The two residents in this room were not
niovided curtains to ensure visual privacy.

2. During the environmental tour on 7{22/08 from
250 PM to 4:00 PM with the CMC {Corporate
azintenance Consullant), Housekeeping
Supervisor, and Acting Administrator presant,
observations reveated igglize wilh privacy
curtains, i

#26 and #11. The resident by tha doar had the
potantial for visual exposure with apening the

door ta the room and no privacy curtain o plll
The GMC veriled that the track for the curtain

3. Observation on 7/23/06 from outside the facllity
at 4:45 AM staff were in room 24 assisting 8
resident, Upon entering the facilily staft {T) was
pushing resident #16 down the hallin a shower
.ghair and into-the shower room - At 5:05-AM staft -
T brought resident #16 back to his/her reom.

" F 460

Staff (U) assisted staff (T) with transteming the
resldent back inlo bed, Staff (L1} dried the
resident's perineal area and apphied a brief wnile
the resident was in bed. Durng these cares the
resident's window was uncovered and the
resident was visible lo the outside, There was a
minl blind on halt ihe window. Anoether mind bl
was noted ko be on the ficor in the corner of the

L

If pontnualion sheel Pege 130 af 137
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030/ 088
Prirded: (84122000
FORM APFROVED
OME MO, 09380381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT (F DEFICIENCIES 131) PROVIDER/SUPPLIERACLIA £2) MULTIELE CONSTRUGTION {X3) DATE SURVEY
AN PUAH OF GORRECTION [JENTIRICATION MUERMBER: & BUILLING . DOMPLETED
535040 O __ . = 0724420009
WAME OF FROVIDER DK SUPPLIER STREET ADDRESS. GLTY, STATE, ZIP CODE
DOUGLAS CARE CENTER 1108 BiRCH STREET
' DOUGLAS CARE CENTER, WY 82633
{XANID SUMMARY STATEMENT OF DEFICIENGIES o FROVIDER'S PLAN GF CORRECTION T el
BREFIX fERCH DEFICIENSY MUST BE PRECEDED BY FULL PREFI% JEACH CORRECTIVE AC TIGN SHOULD BE t COKFLENON
TAG REGULATORY OR 15C OEN NFYING INFORMAT ION) TAG CADSS-AEFERENGED TO THE APPROFRIMTE =
DEFIGIENGY) |
F dﬁﬂl Continued From pages 130 F 450
room. Staff (U) confirmed that the window was
supposed to have two mini blinds. The privacy ;
curtain was also pushed against the corper of the '
room partial hanging off the track which was not ]
Lsed. ’
4, Residant roams 14 and 94 were each {
ohserved gs not having a privacy curtaln at the '
foot of the bed. i
F 455 483.70(h) OTHER ENVIRONMENTAL T AfGE
= T
g8=F; CONDITIONS The water to the sink was turned
The fasiity must pravide a safe, functional, aff and staff will e In servicad on
sanitary, and comfortabie environment for the use of the sink.
rézidents, staff and tha public. _
. . . Back flow converter was instalied
! . ! " aswell as a thermo t
' This Requirement is not met as evidenced by menitor & ”Il:;ter uh o
Based upan observation and staff inferview, it nitor temps wil filling tub. staff
was datermined that the facility failed to provide will bie In serviced on tub filling
safety equipment to prevent back siphonage of procedure.
contaminated water intc the potable waler system -
" of the building. The findings included: Adminlstrabor will audit weekly ip
. _ ' determine compliance. Audits will
1, During the environmental four an 7/22/G8 from [ he submitted mp thiv to COI rw
2:50 PM to 4:00 PM with the CMC (Corporate i onthiy to CQI far .
Maintenance Consultant), Hausakeeping ; SO days to determine continued i
' Supervisor, and Acting Administrator present, | compllancs.
| shservations revealed issues with backlow N o _ Completed by 8/26/09
e ety - we - o i
a. The equlprnent ropm on the west wing had a i
- carner sink. The sink had a hose attached to the
water faucet which dld not have a backfiow
davice. The housekeeping supsrviser confirmed
the hose was used ko dilt rmop huskets.
h. The sink in the laundry room had a hose
attachad. 1t also had a device usad for eye
washing. The CMC canfirmed thera was not &
SR If gentinuation shesl Page 121 of 127
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DEFIGIENCY)
£ 465( Continugd From page 131 = 485
back flow devige on the hose.
¢. The whiripoo! tub on the east wing was noted
to have a faucet on the outslde of the b, The
{ taucet had a hose aftached with a spray nozzle
on the end. A prior Interview during a check of
water temperatures on 7/21/09 at 10.45 AM with
| gtaff (¥) confumed the hose was used to get hot
| water into the tub as the dial /main control on the ,
tub did not work. :,
Interview with the CMC during the tour raported
he wag not aware of the hose being there and !
that there was no evidence of any fype of
| backflaw device on the faucet.
The facility failed to cnsure backflow devices
| wore used for the prevention of siphonage of
contarminated water inta the potable water
system.
F 516 | 483.7503(3), 483.20(6(5) CLINICAL REGORDS F518
88=0 facily Lrel - fon that ] The facllity wlll safeguard clinical
4 facility may nol release information nat Is record Information against kos
ident-identHi the public. B 5
resident-identiiable to the pub destruction, or unauthorized bse.
Tha facility may release information that is
resident-identifiable to an agent anly in All clinical records ars |ocked & not
sccordance with @ contract under which the agent accessible to unauthorized
agrees not to use or disclose the information persans,
—- axcept 1o WE axtentihe facility itsaif is permittad
to do s0. ' : Only autharlzed staff will have :
| The tacility musl safeguard ciinical record keep to glinicat records.
 informalion against loss, destruction, o
| unauthorized use. Audite will be done weekly by DGN
, of her designee & reported to QA 8/28/09
_ quarterly.
This Requirement is not met as evidenced by
| Baged on ohservation and slaff interview, it was
determined that the facility fatled to safeguard
LT kYT If contimueton ahaat Pase 432 of 137
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£62) MULTIPLE COMETRUCTION
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STREET AGORESE, CITY, STATE, ZiF CODE

medical records from unauthorized access,
damage, and 1o protect the residents’ privacy.
The findings included:

During the ermvironmental taur an 7/22/09 from
+ 2:60 PM o 4:00 PM with the CMC {Corporate
! Maintenance Consultant) and Acsting
Administrator present, observation of ihe |
basemeant revealed the facilily did nat safeguard -
resident clinical records, Thars ware lwa roams
identified as having slorage of resldents' medical
records which were accessible to unauthonzed
persons. ' C

i a. The first room was identified as an sguipment
| room which was locker, However, the key was
' hanging on e bulletin board next to the door. The
Acting Administrator removed the key and
opencd the door, She reported that resident
I medical records were not kept in this room. Upon '
checking the two file cabinets In the room
resident records and parsonnel records were
found. A file pulled from the cabingt was checked
and identified by the Acting Administraior as
heitg & prior resident's and old medical record.
The file was dated 2004 and had the resident’s
name, social securily nunber and madical
diaghoses.

Additionally, the reom was identified as having 2
recent water leak with water damage noted to the
redling. The repalr work in the roorm also
increased unlimited acoess to the records.

The key to tho medisal records hanging by the
door left a potentlat for unlimited access ko
anyone going inte the basement.

b, The sacond reom was identified as'the madical
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j records room which was locked. The room was ;
! shecked and found to have file cabinets and file |
boxes of resident medical records. The Acting :
Adrrinistrator reported the door was [ocked
however the maintenance staff did have akey to
access to the room.
F 520| 483.75(0}{1} QUALITY ASSESSMENT AND F 820
55=F| ASSURANCE
: |
A, facility must malntain a qualily assessmant and . '
assurance committee consisting of the diractor of The facility witi matntai a guallsy
| nursing services, a phiysician desighated by the agpessrnent snd assurance
1 :ac.t:i_tyl; ang f?t least 3 other membars of the : sommittee conslsting of the
: faciity's staf. . director of nursing serviees; &
The quality assessment and agsurance physician designated by the
committee meets at ieast quarterly to identify facilliy; and at least 2 other
issuas with respect to which guality assessment members of the faciby's staff.
and assurance activities are necessary, and
develops and implements appropriate plans of thi
action to correct identifiad guality deficiencies. 001 committee will meet MOTELY
. to determine cantinued
2 State or the Secretary may nol require | compliance with F Tags: F157,
disticsure of the records af such commities | pa25, F241, F246, F253, F277, . '|
excent insofar as such disclasure is related o the | , 100, F314
compliance of such committes with the £278, F280, F281, F309, 32, .
reguirements of {his section. . F312, FA14, F323, F325, F352, !
_ F353, F354, F371, FA28, FA3L, |
""" -Goot falfiFlternpts by the commitiee to idenilfy | raa1, ra60, F465 and F516. _
jand Ct:?rr?;:‘ QU:rrty t:‘ijﬁclenmes will not be usad i. . administrator wiki be responsible
as a bas ﬂ_‘r anclions. 1 for compliance with this tag.
| This Requirernent is not met as evidenced by:
I Basad nn ohservation, record review, and l Completed by 8/28/0S
resigent, family, and staff intarview, It was :
datermined that the facilty failed to identify issues |
i which were problemsfconcesns related 1o the:
| quality of care and quality of life for the nesidents - i
| f
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of the residents. i
F371; The facility falled to-store, prepare, and
dislribute food in a manner which misimized the - |
potential for food-borne illnasses. |
| F441; The facility falled to maintain an infection |
" eontrol program in order to provide a salke, .
| sanitary, and comfortable enwiranment which |
| minimized Lhe potential for the spread of infection.
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