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F 000 | INITIAL COMMENTS F 000
A recertification survey was conducted by
Healthcare Licensing and Surveys on 6/20/16
through 6/23/16. Complaints reviewed In the
course of this survey were complaint intakes
WY000002059, WY000002088, WY0D00002080,
and WY000002217.
The following common abbreviations are used
throughout this document;
ADLs: = Activitles of Daily Living
CNA: Certified Nurse Aide
DON: Director of Nursing
MDS: Minimum Data Set
LPN: Licensed Practical Nurse
Less commonly used abbreviations will be
‘ annotated in each deficiency. he facility will ] _—
F 176 | 483.10(n) RESIDENT SELF-ADMINISTER F17g|  Thefaclity willensure that individual | 8/7/2016
ss=¢ | DRUGS IF DEEMED SAFE residents may self-administer drugs
only if the interdisciplinary team (iDT)
An individual resident may self-administer drugs If has determined that this practice is
the interdisciplinary team, as defined by safe,
§483.20(d)(2)(ll), has determined that this
practice is safe. 1. Resident #61 will be re-assessed
for safety of self-administration
This REQUIREMENT is not met as evidenced of drugs. If this assessment and
by: ‘ the IDT review concludes that this
Based on observation, medical record review, practice is unsafe for this
staff interview, and policy review, the facllity falled resident, the eye drops will be
to ensure residents were assessed for safe removed from the resident’s
medication self-administration for 1 of 14 sample bedside and self-administration
residents (#50) and 3 non-sample residents (#51, of drugs will not be permitted.
#61, #71). The findings were:
1. Observation of the area surrounding the bed
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Any deﬂclgn y statemant anding with an asterisk (*) denotes a deflclency which the Institution may ba excused from corracting providing it Is datérm\naé that
other gafe provide-sufficlent-protection-to-thespatients. (See Instructlons.) Except for nursing homes, the findings stated above are disclosable 90 days
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of resident #61 on 6/20/16 between 6:05 PM and
6:40 PM showed a bottle of eye drops at the
bedside. The resident was not in the room.
Medical record review showed a physician order
for the following eyedrops: 1. Timolol 0.5% 1 drop
each eye at bedtime, and 2. Cyclosporine 0.05%
1 drop each eye bid (twice a day). Each order
stated the drops could be kept at the bedside.
The following concerns were identified:

a. Review of the medical record for the
resident showed the facllity failed to determine
the resldent was capable of safely
self-admipistering medications.

b. Review of a 5/11/16 nursing assessment
showed the resident could not manage
medication administration Independently, and
required a nurse to administer the medications,

2, Observation of the area surrounding the bed of
resident #71 on 6/20/16 between 6:05 PM and
6:40 PM revealed two separate doses of white
powder In 30 cc administration cups each. The
powder appeared consistent with Miralax
(laxatlve). The resident was not in the room,
Madlcal record reviewed showed a physiclan
order for Miralax. The following concerns were
identified;

a. Review of the medical record for the
resident showed the fagcility failed to determine
the resident was capable of safely
self-administering medications.

b. Revlew of a 4/16/16 nursing assessment
showed the resident required nursing assistance
for medication administration.

3. Observation of the area surrounding the bed of
resident #51 on 6/20/16 between 6:05 PM and
8:40 PM revealed a medication cup which

contalned 2 white plils and 1 brown pill. The
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F 178 | Continued From page 1 F 176 Resident #71 will be re-assessed

for safety of self-administration
of drugs. If this assessment and
the 1DT review concludes that this
practice is unsafe for this
resident, self-administration of
drugs will not be permitted.
Resident #51 will be re-assessed
for safety of self-administration
of drugs. If this assessment and
the IDT review concludes that this
practice is unsafe for this
resident, self-administration of
drugs will not be permitted.
Resident #50 will be re-assessed
for safety of self-administration
of drugs. If this assessment and
the IDT review concludes that this
practice is unsafe for this
resident, self-administration of
drugs will not be permitted.
Nursing staff will be educated
through a series of staff meeting
[inservices regarding the location
of the assessment for safety of
self-administration of drugs in the
medical record, and the
requirement that medications are
not to be left at the bedside
unless the resident has been
assessed as safe for this practice.
The policy titled “Medication
Administration by Nursing
Personnel” will be reviewed and
revised as appropriate.
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F 176 | Continued From page 2 F 176 7. The Director of Nursing (DON)

resident was not in the room. Review of the
medical record showed resident #51 was not
assessed as being able to self-administer
medications.

4. Observation during a2 medication pass on
6/21/16 at B:15 AM showed LPN #1 delivered
medications {pills) to resident #50. The nurse left
the medications with the resident and did not stay
with the resident to verify the medications were
taken, The following concerns were identified:

a. Review of the medical record for the
resident showed the facility failed to determine
the resident was capabie of safely
self-administering medications.

b. Review of an 8/26/16 admission nursing
assessment showed the resident required
assistance with medication, and prior to
admission the resident had managed his/her
medications poorly.

5. Interview with the DON on 6/23/16 at 8:10 AM
revealed her expectation was for medications to
be administered to residents unless an
assessment determined the resident was capable
of self-administering medications. She also
confirmed medications were not to be left open at
the bedslde.

6. Review aof the policy titled "Medication
administration by Nursing Personnel" last revised
08/04 showed "...No medication will be left at the
patient's bedside except for the following:
nitroglycerin SL tabs which will be limited to 10,
respiratory inhalers, patient-controlled analgesia,
antacids, throat lozenges and external preps for
topical apptication.... The nurse administering the
medication will stay with the patient until the

medication is taken..."

will conduct observations of at
least three medication passes
per week and provide any
necessary on-the-spot staff
education if deficient practices
are observed, until resolved.
The results of these
observations will be reported
to the facility’s Performance
Improvement/Quality
improvement (P1/Ql)
Committee on a quarterly basis
until compliance reaches 100%
for three consecutive quarters,
with periodic observations on
an ongoing basis to ensure
sustained compliance.

8. The Director of Nursing (DON)
will monitor,

FORM CMS.2567(02-89) Previous Verslons Obsolete

Evant 1D: 2RZ811

Facllity ID: WY0033

i continuation sheet Page 3 of 29



07/18/2016 MON 14:06 FAX =-- OHLS

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

[@oo5/030

PRINTED: 07/08/2016
FORM APPROVED
OMB.NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
/AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
. 535027 B, WING 06/23/2016
* NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE o \\b
. , ‘ 707 SHERIDAN AVENUE 2
- WEST FARK LONG TERM CARE CENTER CODY, WY 82414 4\1
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES oy PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACT|ON SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 2261 483.13(c)(1)(H)-(ii), (c)(2) - (4) F 225 The facility will continue to ensure 8/7/2016
ss=n | INVESTIGATE/REPORT that alf alleged violations involving
ALLEGATIONS/INDIVIDUALS mistreatment, neglect, abuse, or
The facllity must not employ individuals who have n;’sazftmg r”eatt;f;;j rsls ident
been found guilty of abusing, neglecting, or property B0y
mistreating residents by a court of law; or have investigated, and will prevent any
had a finding entered into the State nurse alde further potential abuse while the
reglstry concerning abuse, neglect, mistreatment investigation is in progress.
of residents or misappropriation of thelr property;
and report any knowledge it has of actlons by a 1. Certified Nursing Assistant
court of law against an employee, which would {CNA) #2 is no longer
indlcafe-upf}tness for service as a nurse alde or employed, as her last day of
other facility staff to the State nurse aide reglstry work at the facility was
or licensing authorities. 6/9/2016.
The facjlity must ensure that all alleged violations 2. Resident #47 was discharged
involving mistreatment, neglect, or abuse, from the facility on 6/30/2016
including Injuries of unknown source and and now resides in a hospice
misappropriatjon of resident property are reported facility.
immediately to the administrator of the facllity and 3. Investigations of any future
to other officials in accordance with State law allegations of mistreatment,
through established procedures (including to the neglect, abuse, or
State survey and certification agency). misappropriation of resident
The facillty must have evidence that all alleged property will include interviews
violations are thoroughly investigated, and must of additional residents and
prevent further potentlal abuse while the staff members beyond those
Investigation is In progress. who may have personal
knowledge of the allegation.
The results of all investigations must be reported 4. The facility’s Abuse policy will
to the administrator or his desigpatqd be revised to clarify the
representative and to other officials in accordance practices used to prevent any
W|th. State law (Including fo the Stqte survey and further potential abuse while
certification agency) within 8§ working days of the the investieation of
incident, and If the alleged violation is verified € Investigation ot an
appropriate corrective action must be taken. allegation is in progress.
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This REQUIREMENT is not met as evidenced
by:
Based on staff interview, review of facility
incidents and investigations, and facility policies
and procedures, the facility failed to ensure
resident safety during abuse investigations for 1
of 4 incidents reviewed (involving resident #47).
The findings were:

Review of an Incident dated 12/8/15 showed CNA
#1 reported to the charge nurse that CNA #2 was
seen yelling at resident #47 to go to the
bathroom. Review of the investigation showed the
facllity interviewed the CNA who witnessed the
event, the charge nurse, and CNA #2 regarding
the incident. The investigation also showed CNA
#2's employment application, references, and
background checks were included. There was no
documented evidence of interviews with other
employees or residents. There was no
documentation to show how the facility ensured
resident safety during the investigation.

Interview with the administrator, DON, and social
service director on 6/22/16 at 11:30 AM revealed
the incident occurred In the secure dementia unit,
and CNA#2 rarely worked in that unit. They
further confirmed no additional residents who
 resided in other units in which the CNA worked
were interviewed, stating, "if resldent interviews

were done, they would be in the packet [of
tinvestigation documentation)." The administrator
- stated the CNA was removed from working in the
! secure unit during the investigation, but verified

i the CNA continued working in other areas of the
facility. Further, the interview revealed the policy
to ensure resldent safety during investigations of
abuse was to place the accused staff member on
paid leave, and this was done In "99% of cases"”
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F 225 Continued From page 4 F 225 Al staff members potentially

involved in the investigation of
allegations of abuse will be
provided education on the policy,
specific to interview of additional
residents and staff members, and
how to ensure resident protection
during the investigation.

All allegations and investigations
of reports of mistreatment,
neglect, abuse, or
misappropriation of resident
property will be reported to the
facility's P)/Ql Committee on a
quarterly basis by the
Administrator,

The Administrator will monitor
and ensure compliance.

See also, Plan of Correction for
F226.
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F 225/ Continued From page 5 F 225
unless they were qualified to work in other areas
of the facility, such as the office,
Review of the facllity's policy and procedure titled
"Abuse- dentification, Prevention, Reporting of
Crime Against a Resldent," revised 7/11/11,
showed: "9. Protection: During investigation or
any reports of alleged violations, any employee/s
involved shall be assigned to a non-patient care
area if available, and if not available, or if the
allegatlon is of a very serious nature, the
employee will be placed on paid leave until the
investigation is completed.”
F 226 483.13(c) DEVELOP/IMPLMENT F226|  The facility will ensure that a policy 8/7/2016

§8=D

ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT Is not met as evidenced
by:
Based on staff interview and review of facllity
policies and procedures, the facility failed to
develop policies to ensure all allegations of abuse
were reported immediately to the facility
administrator and to the State survey and
certification agency. The findings were:

Review of the faclility policy titled "Abuse-
Identification, Prevention and Reporting of Crime
Against a Resldent," revised 7/11/11, showed:
“...10. Reporting; Any individual providing
services to the facility who has any reasonable
suspicion of a crime being committed against an

clearly defines that all allegations of
abuse are reported to the facility
administrator and to the State
survey and certification agency.

1

The facility’s policy on Abuse
Identification, Prevention and
Reporting will be revised to
specifically reflect the current
practice of reporting all
allegations of mistreatment,
neglect, and abuse of residents
and misappropriation of
resident property to the State
survey and certification agency
and others as required.

All staff will be re-educated on
the revised abuse policy
specific to reporting
requirements.
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The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident and staff
interview, and medical record review, the facility
falled to provide care in a manner that maintained
resident dignity during 1 of 6 meal observations
(affecting resident #32). The findings were:

1. Review of the 5/3/16 quarterly MD$
assessment showed resident #32 had diagnoses
that included depression and hemiplegla.
Additionally, the resident's cognitive abilities were
assessed to be moderately Impaired for daily
decislon making. Further review showed s/he
required set up assistance and supervision with
eating. Review of the 4/28/16 care plan showed
the resident had diagnoses that included
dementia, hydrocephalous, and a history of
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F 226 | Continued From page 6 F226| 3. Allallegations, reporting, and
Individua! who Is a resident of or Is receiving care investigation of mistreatment,
from the facility is obligated to report the neglect, abuse, or
information to the state survey agency a"nd at misappropriation of resident
least one local law epforcement entity..." The property will be reported to
policy falled to ensure all alleged violations were the facility’ .
h e facility’s PI/Ql Committee
reported fo the State survey agency as required. .
on a quarterly basis by the
Interview with the adminlistrator, DON, and soclal Administrator.
service director on 6/22/16 at 11:30 AM confirmed 4. The Administrator will monitor
the policy was not specific in stating all alleged and ensure compliance.
viclations needed to be reported.
F 241 483.15(a) DIGNITY AND RESPECT OF F241] The facility will continue to 8/7/2016
INDIVIDUALITY promote care for residents in a

manner and in an environment that
maintains or enhances each
resident’s dignity and respect in full
recognition of his or her
individuality,

1. Resident #32 will be monitored
on a daily basis at mealtimes by
the charge nurse, and at least
three times per week by the
DON, Registered Dietitian, or
Staff Development Coordinator
{SDC) to ensure proper
positioning and adequate
assistance with the meal is
provided.
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transient Ischemic attacks, Review of the ADL
care plan showed the resldent required "Set up
for eating and drinking, assist as necessary." The
following concerns were noted:

Observation on 6/23/16 at 9:33 AM showed
resident #32 sitting at a table in the milleu with a
plate of scrambled eggs and a pancake cut into
bite-sized pleces. Further observation showed the
resident leaning to the right in the wheelchair, and
attempting to plck up some scrambled eggs with
histher fingers. Interview with the resident at that
time revealed s/he needed help with the meal,
stating "| can't feed myself and I'm hungry." The
resldent further stated s/ne had been "waiting
here a while." Two aides and a nurse were
observed in the milleu at this time, The surveyor
approached CNA#3 to request assistance. The |
CNA was then observed to reposition the resident
upright in the wheelchair and then knee! down to
assist the resident with the meal.

interview with CNA #3 on 6/23/16 at 9:37 AM
revealed the resident had been in the dining
room, but needed to go back to his/her room to
use the toilet. She added the breakfast tray was
brought to the milleu for the resident to eat there.
She further stated the resident had been sitting at
the table with the food for approximately 30
minutes.

Observation on 6/23/16 at 9:47 AM showed CNA
#3 assisted the resident with the meal, of which
approximately 70% of the meal had been eaten.

Interview with the DON on 6/23/16 at 12:05 PM
verified staff "should not have left [the resident]
sitting at the table" without ensuring proper
positioning or checking If s/he required

X4 ID SUMMARY STATEMENT OF DEFICIENCIES D (XE)
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F 241 | Continued From page 7 F 241 The staff will be further

educated by the Administrator
and Director of Nursing
regarding care practices to
maintain or enhance each
resident’s dignity and respect.
The DON, Registered Dietitian,
or Staff Development
Coordinator will observe at least
five meals per week throughout
all dining areas to ensure all
residents’ positioning and
assistance with dining promotes
their dignity and respect.

The results of these
observations will be reported to
the facility’s P1/Ql Committee on
a quarterly basis until 100%
compliance is achieved for three
consecutive quarters, and then
periodically to ensure sustained
compliance.

The DON will monitor.
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F 241 Continued From page 8 F 244
assistance with the meal.
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INTERESTS/NEEDS OF EACH RES

The facillly must provide for an ongoing program
of activitles designed to meet, in accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychosocial well-being
of each resident.

This REQUIREMENT is not met as evidenced
by:
Based on observation, medical record review,
resident, family, and staff interview, policy and
procedure review, review of the activity
participation log, and activity calendar review the
facility falled o ensure activities were performed
to ensure psychosocial well-being for 4 of 4
sample residents (#35, #36, #41, #45) in the
secure unit and 2 of 10 sample residents (#56,
#175) outside the secure unit. The findings were:

1. Revlew of the annual MDS assessment dated
5/12/16 showed resident #45 was severely
cognitively impaired. Further, review showed the
activity assessment was not completed with the
resldent or family; however, the staff portion was
completed. Review of the actlvity participation for
the resident from 6/1/16 to 6/20/16 showed the
facility documented that 2 activities were offered
per day at § AM and 3 PM. Review of the
activitles care plan showed the resident had
interventions that included: Invite and encourage
attending an activity, assist with transporting,
assist during activities as nesded, keep actively
involved during activity, and daily soclal visits.
The following concerns were identifled:

the interests and the physical,

ongoing program of activities
designed to meet, in accordance
with the comprehensive assessment,
mental, and psychosocial well-being
of each resident.

1. Anew, comprehensive Activity
assessment will be conducted
on Residents #35, #36, #41, #45,
and #56, (Resident #75 died on
6/28/2016) including interview
of each interviewable resident,
and interviews of any available
family members/responsible
parties of those residents who
are not interviewable, From
these assessments, an
individualized activities plan will
be developed and provided to
the residents, and this activity
plan will be reflected on the
residents’ comprehensive plan
of care. Activity participation
will be documented daily and
summarized in the residents’
medical record at least
quarterly.
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a. Observation on 6/21/16 from 9:50 AM to assessments conducted upon
1:37 PM showed there were no activitles admission will include interview
performed with or for the resldents residing in the of the resident when

secure unit. The television was on and music was
playing in the background while the resident was
in the dining -area.

appropriate, and interview of
the family/responsible parties if

b. Review of activity participation on 6/21/16 the resident is not
1:38 PM showed resident #45 participated in 30 interviewable.
minutes of music. 3. All activity assessments will be

c. Review of the 9 AM activity participation reviewed etrmaverterh-bess gt
log for June 2016 showed the scheduled activities anchuper-any-significont-change
were "Reminisce" on Monday, "Manicures" on in-cendition, and revised as
Tuesday, "Crafts” on Wednesday, "Games" on appropriate to accommodate

Thursday, "Hand Massage" on Friday,
"Exerclses" on Saturday, and no activity on
Sunday. The resident participated In the
scheduled activity 0 out of 20 days.

current abilities and interests,
Activity participation will be
documented daily and

d. Review of the 3 PM activity participation summarized in the residents’
log for June 2016 showed the scheduled activities medical record at {east
were "Games" on Monday, "Crafts" on Tuesday, quarterly.
“Manicures” on Wednesday, "Reminisce Group" 4. Additional staff members
on Thursday, "Cookie Social* on Friday, "Movie" outside of the Activities

on Saturday, and no activity on Sunday. The

. D tment will be traine
resident participated in the scheduled activity 0 epartment will be trained to

drive the facility bus for

out of 20 days, idents’ .

e. Review of the 9 AM activity participation residents’ transportation to
record showed the resident participated in significantly reduce the
"music" 7 out of 20 days. The resident incidence of cancellation of
participated In acfivities titled "patio” and "visit scheduled activities.

with Dawn" on 2 out of 20 days, No activities were
documented 11 out of 20 days.

f. Review of the 3 PM activity participation
record showed the resldent participated in "ice
cream soclal" and "socializing" 4 out of 20 days.
The resident participated in activities titled
"dancing" 1 out 20 days and "one on one" 1 out of
20 days. No activities were documented 14 out of
20 days.

i @ Further review of the medical record
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showed no evidence any assessment was
completed with the resident or family to ensure an
individualized activity program was provided,

2. Raview of the quarterly MDS assessment
dated 6/3/16 showed resident #35 was severely
cognitively impaired. Review of the annual MDS
assessment dated 12/7/15 showed the activity
assessment was not completed with the resident
or family; however, the staff portion was
completed. Review of activity participation for the
resldent from 6/1/16 to 6/20/16 showed the facllity
documented that 2 activities were offered per day
at 9 AM and 3 PM. Review of the actjvitles care
plan showed the resident had interventions that
Included: Invite to all activitles, sit with and give
assistance during an activity, daily soclal vislts,
enjoys sitting by the birds and going for walks,
[family] vislts often, and offer picture
books/coloring sheets at the table, The following
concerns ware ldentified:

a. Review of the 9 AM activity participation
fog for June 2018 showed the scheduled activities
were "Reminisce” on Monday, "Manicures” on
Tuesday, "Crafts" on Wednesday, "Games" on
Thursday, "Hand Massage" on Friday,
"Exercises” on Saturday, and no activity on
Sunday. The resident participated In the
scheduled activity 0 out of 20 days.

b. Review of the 3 PM activity participation
log for June 2016 showed the scheduled activities
were "Games" on Monday, "Crafts"” on Tuesday,
"Manicures” on Wednesday, "Reminisce Group"
on Thursday, "Cookie Soclal" on Friday, "Movie"
on Saturday, and no activity on Sunday. The
resident participated In the scheduled activity 0
out of 20 days.

¢. Revlew of the 9 AM activity participation

record showed the resldent participated in an

(X410 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION (xE)
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DEFICIENCY)
F 248 Continued From page 10 F 248 Additional activities will be

added to the weekend activities
calendar through re-alignment
of activities staff hours, addition
of volunteers, contract services,
and/or addition of staff hours to
the activities program.

The proper completion of
activities assessments, provision
of activities in accordance with
those assessments,
documentation of residents’
activities participation, and
number of scheduled activities
that are cancelled will be
monitored by the Administrator,
and reported quarterly to the
facility’s PI/QI Committee.

The Administrator will monitor.
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activity titted "music" 12 out of 20 days. The
resident particlpated in activities titled "reading
group", "family visits", and "coloring" 3 out 20
days. No activitles were documented 5 out of 20
days.

d. Review of the 3 PM activity participation
record showed the resident participated in
activities titled "soclalizing”, "patio”, or "family
visits" for 18 out of 20 days. The resident
participated in "1 to 1 activities" 1 out of 20 days.
No activities were documented on 1 of 20 days.

e. Further review of the medical record
review showed no evidence an assessment was
completed with the resldent or family to ensure an
individualized activity program was provided.

3, Review of the quarterly MDS assessment
dated 5/02/16 showed resident #36 was severely
cognitively impalred. Review of the annual MDS
assessment dated 11/17/15 showed the activity
assessment was not completed with the resident
or family; however, the staff portion was
completed. Review of the activity participation for
the resident from 6/1/16 to 6/20/16 showed the
facllity documented that 2 activities were offered
per day at 8 AM and 3 PM. Review of the
activities care plan showed the resident had
interventions that included: daily social
interaction, supply picture books and activities
when sitting at [the] table, enjoys hand massages
and sensory games, assist with transporting and
any help during activitles, and [his/her] family
visits often. The following concerns were
identified:

a, Review of the 9AM activity participation
log for June 2016 showed the scheduled activities
were "Reminisce” on Monday, "Manicures” on
Tuesday, "Crafts" on Wednesday, "Games" on
Thursday, "Hand Massage" on Friday,
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"Exercises" on Saturday, and no activity on
Sunday. The resident particlpated in the
schedyled activity 0 out of 20 days.

b. Review of tha 3 PM activity participation
log for June 2016 showed the scheduled activities
were "Games” on Monday, "Crafts" on Tuesday,
“Manicures" on Wednesday, "Reminisce Group"
on Thursday, "Cookie Social" on Friday, "Movie"
on Saturday, and no activity on Sunday. The
resident participated In the scheduled activity 0
out of 20 days.

¢. Review of the 8 AM activity participation
record showed the resident participated in
"music” 8-out of 20 days. The resident
participated In activities titled "1 to 1 activities”,
“patlo”, and "baby" on 4 out of 20 days. No
activities were documented 7 out of 20 days.

d. Review of the 3 PM activity participation
record showed the resident participated in family
visits, "patic”, and soclalizing 14 out of 20 days.
The resident participated In activities titled
"magazine" or "reading" 4 out 20 days. No
actlvitles were documented 2 out 20 days,

e. Further medical record review showed no
evidence an assessment was completed with the
resident or family to ensure an individualized
activity program was provided.

4. Review of the quarterly MDS assessment
dated 4/23/16 showed resident #41 was
moderately cognitively impaired with a BIMS
{brief interview for mental status) score of 8 out of
15. Review of the 6/16/16 activity assessment
showed it was not completed with the resident or
family; however, the staff portion was completed
Review of the activity participation for the resident
from 6/1/16 to 6/20/16 showed the facility
documented that 2 activities were offered per day

at 9 AM and 3 PM. Review of the activities care

| STATEMENT OF DEFICIENCIES (X1) PROVlDERISUPPL!ER/CLIA {X2) MULTIPLE CONSTRUCTION X3) D
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING ( )Cg]b;éfg‘évgy
C
535027 B. WING 06/2312016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
707 SHERIDAN AVENUE \W
WEST PARK LONG TERM CARE CENTER : v
CODY, WY 82414 '\\
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION ix5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE -
DEFICIENCY)
F 248 Continued From page 12 F 248

FORM CM5-2587(02.88) Pravious Verslons Obsolete

Event ID: 2RZ811

Facllity [D: WYQ033

If continuation sheet Page 13 of 28



*07/18/2016 MON 14:17 FAX -»-- QOHLS

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

[@1015/030

PRINTED: 07/08/2016
FORM APPROVED
OMB NO. 0938-0391

. record showed the resident participated in "family

‘ resident participated in activities titied "music” 4
; out of 20 days, "one on one" 2 out of 20 days,
- and was documented as out of the facility 2 out of

plan showed the resident had inferventions that
included: invite to all activities, likes to choose
[histher] dally activities, offer assistance
whenever needed, daily social visits, help with
transporting, and family visits often. The following
concerns were identified: i

a. Review of the 9 AM activity participation log
for June 2016 showed the scheduled activities
were "Reminlsce” on Monday, "Manicures” on
Tuesday, "Crafts" on Wednesday, "Games" on
Thursday, "Hand Massage" on Friday,
“Exercises" on Saturday, and no activity on
Sunday. The resident participated in the
scheduled activity 0 out of 20 days,

b. Review of the 3 PM activity participation
log for June 2016 showed the scheduled activities
were "Games" on Monday, "Crafts" on Tuesday,
“Manicures" on Wednesday, "Reminisce Group”
on Thursday, "Cookie Social” on Friday, "Movie"
on Saturday, and no activity on Sunday. The
resident participated in the scheduled activity 0
out of 20 days.

¢. Review of the 9 AM activity participation
record showed the resident participated in
"music” 8 out of 20 days. The resident
participated in activities titled “art" and "visits" on
2 out of 20 days and was document as out of the
facility on 2 out of 20 days. No activities were
documented 8 out of 20 days.

d. Review of the 3 PM activity participation

visits" and "soclalizing" 7 out of 20 days. The

20 days. No activities were documented 5 out 20
days.
e, Further medical record review showed no

gvidence an assessment was completed with the |
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resident or famlly to ensure an individualized
activity program was provided.

5. interview with family member #1 on 6/23/16 at
10:30 AM revealed the CNAs in the secure unit
provided the actlvities; however, there were not
enough of them to provide care and activities.
Further, the family member revealed concerns
that there were not a lot of spiritual activities for
the resldents in the secure unit and there had
been very few activities performed when s/he
visited.

8. Review of the quarterly MDS assessment
dated 6/4/16 showed resident #56 was cognitively
Intact with a BIMS score of 15 out of 15. Review
of the annual MDS assessment dated 12/7/15
showed the activity assessment was completed
with the resident and the resident identified
activities as being very important. The following
concerns were identified:

a. interview with resident #56 on 6/22/16 at
1:85 PM showed s/he gets bored frequently due
to scheduled activities getting canceled. The
resident stated there were no activities on
weekends except for movies that are played
repeatedly, and church services. The resident
further stated that the facllity was "like a morgue"
on weekends. The resident expressed a desire
for more activities which Involved animals.

7. Review of the June 2016 activity calendar
showed the only activity scheduled on Saturdays
was "Movie" for 2 PM. The only activity scheduled
for Sundays was church services.

8. Review of the quarterly MDS assassment
dated 6/4/16 showed resldent #75 was cognltively
intact with a BIMS score of 13 out of 15. Further,
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review showed the activity assessment was not
completed with the resident or family; however,
the staff portion was. The following concerns
were identified:

a. Review of the resident's daily activity
documentation for 4/4/16 through 6/21/16 showed
17 of 40 documented activity days where no
activity participation was documented. Further,
thers was no documentation to show why the
resident didn't participate.

9. During a confldential interview with 14
residents on 6/21/16 at 2:30 PM, It was revealed
scheduled activities were often canceled. All 14
residents indicated they had activities they wished
to attend that were canceled. They further
revealed they felt there were not enough activities
staff to provide activity programs.

10. Review of the activities records for June 2016
showed activities were cancelled 37% of the time.

11. Interview with the activitles director on 6/23/16
at 12:50 PM revealed the activities staff is also
responsible for driving the facility bus and
confirmed that some of the activities have been
canceled.

12. Review of the facility policy titled "Resident
Activity” revised 12/09 showed "...Policy: Activities
shall be appropriate to meet the needs, abllities,
and interests of each resident. They shall be
provided in individual and group settings for
ambulatory and non-ambulatory residents...The
Activity Coordinator will develop, doctiment and
maintain an activities program. Sufficlent number
of support staff and volunteers shall be available
to meet the activities needs of all residents. Each
resldent's activity plan shall be part of the overall

F 248
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plan of care. The development of each resident's
daily activity plan shall include consideration of
mental and physical abilities, individual interest,
former lifestyle, and physiclan
recommendation.,..Procedure: 1. Inltlal interview
and documentation in chart for new residents will
be done within 5 working days of admissiop.
Activity assessment to be completed within 2
weeks of admission. 2. If a resldent is not able to
communicate, a family member wiil be
interviewed instead, Resident Interest and needs
will be-determined In preparation for the
development of the Activity Plan...4. Quarterly
review progress notes will be done In conjunction
with care plan meetings to reflect quantity, quaiity
and any changes in particlpation. New goals may
be set at that time as other goals have been met
or were unattainable, 5. Progress notes will be
written in addition to the quarterly reviews
whenever a resident's condition warrants a
notation or if there Is a significant change...7.
Resident activity therapy needs will be reflected
on the resident plan of care..."

483.15(h)(2) HOUSEKEEPING &
MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necessary to malintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT s not met as evidenced
by

Based on observation and staff interview the
facllity falled to provide a sanltary and
well-maintalned environment In 2 of 3 resident
units (unit 1, unit 2). The findings were:

F 248

F 253

The facility will continue to provide 8/7/2016
housekeeping and maintenance
services necessary to maintain a
sanitary, orderly, and comfortable
interior.
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1. Observation on 6/23/16 at 8:25 AM showed
the bathroom In room 9 had a gouge in the wall
that measured 24 inches by 2 inches which
exposed an unsanitizeable underlying surface.
Further, the bathroom cabinet had a drawer with
a chip in the laminate that measured 8 inches by
2 inches which exposed the underlying wood and
created an unsanitizeable surface.

2. Observation on 6/23/16 at 8:30 AM showed the
bathroom in room 8 had a gouge in the wall that
measured 24 Inches by 2 Inches which exposed
an unsanitizeable underlying surface. Further, the
bathroom cabinet had a chip in the laminate on
the corner that measured 1 Inch by 1 inch which
exposed underlying wood and created an
unsanitizeable surface.

3. Observation on 6/23/16 at 8:32 AM showed the
bathroom cabinet in room 11 had a chip in the
laminate that measured 10 inches by 1 1/2 inches
which exposed underlying wood and created an
unsanitizeable surface,

4, Observation on 6/23/16 at 8:35 AM showed the
bathroom cabinet in room 17 had a chip in the
laminate on the corner that measured 5 inches by
1 inch which exposed underlying wood and
created an unsanitizeable surface,

5, Observation of the main dining room on
6/23/16 at 8:45 AM showed 3 tiles that each
measured 6 inches by 6 inches were broken,
chipped, or cracked and visibly dirty with an
unsanitizeable surface.

6. Observation of the second floor meal service
area on 6/23/16 at 8:50 AM showed the wall had
3 damaged areas to a corner near the dining

Room 9 was repaired on
6/24/2016, and wall protection
was added to prevent future
damage to the wall. The
facility has contracted with a
cabinet maker who is
fabricating a new bathroom
cabinet for this room, which
will be completed by
7/29/2016.

The wall in the bathroom in
Room 8 was repaired on
6/24/2016, and wall protection
was added to prevent future
damage to the wall. The
facllity has contracted with a
cabinet maker who i
fabricating a new bathroom
cabinet for this room, which
will be completed by
7/29/2016.

The facility has contracted with
a cabinet maker who is
fabricating a new bathroom
cabinet for Room 11, which wilt
be completed by 7/29/2016.
The facility has contracted with
a cabinet maker who is
fabricating a new bathroom
cabinet for Room 17, which will
be completed by 7/29/2016.
New tiles were instafled on
6/24/2016 to replace the 3
damaged tiles in the main
dining room.
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assessment showed resident #32 had diagnoses
that Included depression and hemiplegla.
Additionally, the resident's cognltive abilities were
assessed to be moderately impaired for daily
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¥
(X410 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION - (X6)
‘PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-aepaaeggggéﬁ g{;“: APPROPRIATE DATE
F 253 Continued From page 18 F253] 6 Thewall near the second floor
room entrance. Area #1 was 5 Inches up from the dining room entrance was
floor and measured 6 Inches by 2 inches with repaired and a corner guard
exposed metal and underlying drywall. Area #2 installed on 6/24/2016.
was 19 inches up from the floor and measured 2 7. Staff will be educated to
inches by 1 inch with exposed metal and complete a work order
underlying drywall. Area #3 was 31 inches up notifving the maint
from the floor and measured 5 Inches by 2 Inches ying the maintenance
with exposed metal and underlying drywall, department of any damaged
areas in the facility that need
7. Interview with the maintenance director on repair.
6/23/16 at 9:30 AM revealed the facllity had 8. The Director of Plant
identifled some of the areas; however, there was Operations will monitor the
no timeline for correction, Further, it was provision of adequate
conﬂrryz_ed trt;cxt the areas were visibly dirty and housekeeping and
unsanitizeable, . X
maintenance services on a
F 312 483.25(a)(3) ADL CARE PROVIDED FOR quarterly basis by conducting
§8=D| DEPENDENT RESIDENTS Environment of Care (EOC)
A resident who is unable to carry out activities of rounds throughout the
daily living receives the necessary services to building.
maintain good nutrition, grooming, and personal 9. The results of EOC rounds will
and oral hygiene. be reported to the EOC
Committee quarterly and the
minutes of those committee
. meeti i
This REQUIREMENT is not met as evidenced hce;;tcg;iggepi r:;:rif:nt;the
by: ‘ .
Based on observatlon, resident and staff Improvement/Quality
interview, and medical record review, the facility Improvement (P1/Qi)
failed to ensure required assistance for eating Committee for advisement.
was provided during 1 of & meal observations 10. The Director of Plant
{affecting resident #32), The findings were: Operations will menitor.
1. Review of the 5/3/16 quarterly MDS F312 The facility will ensure that 8/7/2016

assistance for eating is provided for
residents who require such
assistance.
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further stated s/he had been "waiting here a

; to the milieu for the resident to eat there. She

 table with the food for approximately 30 minutes.

decision making. Further review showed sthe
required set up assistance and supervision with
eating. Review of the 4/28/186 care plan showed
the resident had diagnoses that included
dementia, hydrocephalous, and a history of
transient ischemic attacks. Review of the ADL
care plan showed the resident required "Set up
for eating and drinking, assist as necessary.” The
following concerns were noted:

a. Observation on 6/23/16 at 9;33 AM showed
resident #32 sitting at a table in the milieu with a
plate of scrambled eggs and a pancake cut into
bite-sized pleces. Further observation showed the
resident leaning to the right in the wheelchalr,
attempting to pick up scrambled eggs with histher
fingers. Interview with the resident at that time
revealed sthe needed help with the meal, stating
“} can't feed myself and I'm hungry." The resident

while." Two aides and a nurse were observed in
the milieu at this time, The surveyor then
approached CNA #3 to request assistance. The
CNA was observed to reposition the resident
upright in the wheelchalr and then kneel down to
assist the resident,

b, Interview with CNA#3 at 9:37 AM revealed
the resident had been in the dining room, but
needed to go back to his/her room to use the
toilet. She added the breakfast tray was brought

further stated the resident had been sitting at the

¢. Observatlon at 8:47 AM showed CNA #3
assisting the resident with the food, with
approximately 70% of the meal eaten,

d. interview with the DON on 6/23/16 at 12:05
PM verified staff "should not have left [the
resident] sitting at the table" without ensuring
proper positioning or checking if sthe required
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F 312! Continued From page 19 F 312 Resident #32 will have a new

dining assessment completed to
determine the level of
assistance needed with the
Activity of Daily Living (ADL) of
eating. The results of this
assessment will be reflected on
the resident’s comprehensive
care plan and the CNA care
sheet {kardex) utilized by staff
caring for the resident.

Resident #32 will be monitored
on a daily basis at mealtimes by
the charge nurse, and at least
three times per week by the
DON, Registered Dietitian, or
Staff Development Coordinator .
[SDC) to ensure proper f
positioning and adequate
assistance with the meal is
provided.,

The nursing staff will be further
educated by the Administrator
and Director of Nursing
regarding care practices to
ensure residents receive the
necessary setvices required for
completion of ADL's, including
assistance for eating
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F 312 Continued From page 20 F 3121 4. The DON, Registered Dietitian,
assistance with the meal, or Staff Development
f- 323 | 483.25(h) FREE OF ACCIDENT Coordinator will observe at least
§8=E | HAZARDS/SUPERVISION/DEVICES five meals per week throughout
all dining areas to ensure all
The facility must ensure that the resident residentgs' positioning and
environment remains as free of accident hazards assistance with eating is
as is possible; and each resident receives ad tet tthg’ ADL
adequate supervision and assistance devices to equate to meet their
prevent accidents, needs .
5. The results of these
observations will be reported to
the facility’s PI/Ql Committee on
a quarterly basis until 100%
This REQUIREMENT is not met as evidenced compliance is achieved for three
by: i
Byased on observatlon, staff interview, review of CZ:;ZG;-,(;;YQ tcéu::irrs’ igithnen q
manufacturer's recommendations, and medical periodically to ensure sustaine
record review, the facility failed to ensure half side compliance.
reils were assessed for safety for 8 of 12 sample 6. The DON will monitor.
residents (#36, #41, #45, #49, #50, #65) who
used side rails. in addition, the facility failad to F 323 | The facility will ensure that the 8/7/2016
ensure 2 of 4 observations of lift transfers were resident environment remains as
done Safely which affected residents #36 and free of accident hazards as possible,
#45. The findings were: and that each resident receives
. . adequate supervision and assistance
Related to side ralls: devices to prevent accidents.
1. Review of an annual MDS assessment dated o )
5/12/16 showed resident #45 was severely 1. Anew comprehensive side rail
cognitively impaired with short term and long term assessment will be conducted
memory problems. The resident had diagnoses on the use of half side rails for
that included non-Aizheimer's dementia. residents #36, #41, #45, #49,
Observation on S/%SHI& at 9:;8 Ar]\{lishc?wed the;h #50 and #65, and the results of
resident was in bed with a side rall in place on the )
outside of the bed and the other side of the bed :ZSZitaesjiss Thin:;\:;gx,
was against the wall. The device was designed to Hensi
have 2 gaps between the bars which were large comprenensive care Plaﬂl.
enough for the resident to place his/her limb . including any associated risks
; from the use of the rails,
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through. The gaps measured 5 1/2 Inches by 4
inches. Review of the resident's medical record
showed no evidence that a safety assessment
was completed. Additionally, the use of the side
rail was ldentified on the care plan; however, it did
not address the resident's safety risk including
potential limb entrapment.

2. Review of a quarterly MDS assessment dated
5/2/16 showed resident #36 was severely
cognitively impaired with short term and long term
memoty problems, The resident had dlagnoses
that Included dementia. Observation on 6/23/16
at 8:14 AM showed the resident had a side-rail In
place on the outside of the bed, and the other
side of the bed was against the wall. The device
was deslgned to have 8 gaps between the bars
which were large enough for the resident to place
histher limb through. Twao of the gaps measured 3
Inches by 3 inches and 4 gaps measured.3
inches by 12 Inches. Review of the resident's
medical record showed no evidence that a safety
assessment was completed. Additionally, the use
of tha side rall was not identified on the care plan
and the care plan did not address the resident's
safety risk including potentia! fimb entrapment.

3. Review of a quarterly MDS assessment dated
4/23/16 showed resident #41 was moderately
impalred with a BIMS (brief interview for mental
status) score of /15, indicating moderate
cognitive impalrment. The resident had
diagnoses that included dementla without
behaviors and schizophrenia. Observation
6/23/16 at 9:16 AM showed the resident had a
side rail in place on the outslde of the bed, and
the other side of the bed was against the wall.
The device was designed to have 2 gaps
between the bars which were large enough for
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If the half side rails continue to
F 323 Continued From page 21 F 323 be used by residents #36, #41,

#45, #49, #50 and #65, they will
be modified for safe use. If the
rails are unable to be safely
modified by a cover or other
means, they will be firmly
secured in the down position so
they are unable to be raised, or
removed from the beds.

Any resident who uses side rails
will be assessed for safety of
use, and the results of the
assessment will be reflected on
the residents’ comprehensive
care plan, including any
associated risks from the use of
the rails,

All beds with side rails will be
inspected for safety, and any
rails with openings large enough
to pose an entrapment risk will
be safely modified, firmly
secured in the down position so
they are unable to be raised, or
removed from the beds.

CNA #4 and CNA #5 will be
provided one-to-one education
regarding safe utilization of
lifting devices as per
manufacturer’s instructions.
The use of fifting devices for the
transfers of residents #36 and
#45 and other dependent
residents for toileting will be
monitored by the charge nurses
for safe practice.
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the resident to place histher limb through. The
gaps measured 5 1/2 inches by 4 Inches. Review
of the resident's medical record showed no
evidence that a safety assessment was
completed. Additionally, the uss of the side rail
was not [dentified on the care plan and the care
plan did not address the resident's safety risk
including potential limb entrapment.

4, Observation on 6/23/16 at 11:15 AM showed
resident #49 had bedrails that had a 2.5 inch gap
a closed fist could easlly be inserted. Medical
record review showed the facility falled to assass
the bedrail for safety.

5. Observation on 6/23/16 at 11:17 AM showed
resident #50 had bedralls that had a 2 inch gap
where a closed fist could easlly be inserted.
Interview with the resldent during the observation
revealed s’he had gotten his/her head stuck
between the bedrail and mattress several times,
Medlcal record review showed the facility falled to
assess the bedrail for safety.

8. Observation on 6/23/16 at 11:20 AM showed
resident #65 had bedrails that had a 2.5 inch gap
whers a closed fist could sasily be inserted.
Medical record review showed the facility failed to
assess the bedrail for safety.

7. Interview with the DON on 6/23/16 at 10:45 AM
revealed the slde ralls should have been
assessed and care planned to ensure resident
safety. Further, It was confirmed that the gaps in
the side ralls were large enough for a resident's
limb to become entrapped.

Related to the lift transfers:

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
| AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
. 535027 B. WING - 06/23/2016
"NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, G, STATE, ZIP CODE n
, ‘ 707 SHERIDAN AVENUE Ve
'WEST PARK LONG TERM CARE CENTER 1;\
| CODY, WY 82414 _ A\
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 22 F 323} 7. staff education will be provided

regarding the necessity of side
rail assessments for accident
prevention, and how
interventions for the use of side
rails are to be reflected on the
residents’ care plans for their
safety.

8. Education will be provided to all
nursing staff regarding safe
utilization of lifting devices, and
not leaving cognitively impaired
residents unattended in the
bathroom.

9. The results of the side rail
assessments, bed rail
inspections, and monitoring of
the use of lifting devices for
residents’ transfers for toileting
will be reported to the facility's
P1/Q1 Committee on a quarterly
basis.

10. The DON will monitor.
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8. Observation on 6/21/16 at 11:28 AM showed
CNA#4 and CNA #5 transferred resident #38,
with a "Sara Lite" sit-to-stand mechanical lift, from
the resident's wheelchair to the tollet, The lifting
device used a sling system that was placed
behind the resident and secured around the
resident's trunk. After the resident was placed on
the toilet, CNA #4 locked the lift brakes and left
the room at 11:30 AM, leaving the resident
secured to the lift with the brakes locked. CNA#5
returned to the room at 11:34 AM, 4 minutes later,
and assisted the resident off the tollet.
Observation on 6/21/16 at 1 PM showed CNA #5
transferred resident #45, with a "Sara Lite"
sit-to-stand mechanical lift, from the resident's
wheelchair to the toilet. After the resident was
place on the toilet, CNA#5 locked the lift brakes
and left the room at 1:08 PM, leaving the resident

secured to the lift with the brakes locked.. At 1:15 °
PM, 7 minutes later, CNA#5 returned to the room |

and assisted the resident off the tollet. The
following concerns were identified:

a. Review of the "Sara Lite Instructions for
Use" received from the facility on 6/23/16 showed
“...Correct Use of the Brakes...Brakes should only
be used In the following situations; When raising
the patient fram a bed or chair. When the lift and

- the patient are momentarily at rest; for example,

while preparing for transfer to a bed or a chair.

: Whenever movement of the lift has to be halted

: while transferring a patient..."

b. Review of the "EZ way smart stand" lift
Instructions received from the facility on 6/23/16

at 11 AM showed "...Safety notes...The only time |
you should lock the wheels of the EZ Way Smart

Stand when in use is when raising or lowering a
patient during ambulation. Refer to the
instructions for using the EZ Way Smart Stand for
ambulation on page 7..."

|
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8. Observation on 6/21/16 at 11:26 AM showed
CNA#4 and CNA #5 transferred resident #36,
with & "Sara Lite" sit-to-stand mechanical lift, from
the resident's wheelchair to the tollet. The lifting
device used a sling system that was placed
behind the resident and secured around the
resident's trunk. After the resident was placed on
the toilet, CNA #4 locked the lift brakes and left
the room at 11:30 AM, leaving the resident
secured to the [ift with the brakes locked. CNA#5
returned to the room at 11:34 AM, 4 minutes later,
and asslisted the resident off the toilet.
Observation on 6/21/16 at 1 PM showed CNA #5
transferred resident #45, with a "Sara Lite"
sit-to-stand mechanical lift, from the resident's
wheelchair to the toilet. After the resident was
place on the toilet, CNA#5 locked the lift brakes
and left the room at 1:08 PM, leaving the resident | i
secured to the lift with the brakes locked.. At 1:15 «

PM, 7 minutes later, CNA#5 returned to the room |
and assisted the resident off the tollet. The
following concerns were identified:

a. Review of the "Sara Lite Instructions for
Use" received from the facility on 6/23/16 showed
“...Correct Use of the Brakes...Brakes should only
be used In the following situations; When raising
the patient from a bed or chair. When the lift and
: the patient are momentarily at rest; for example,
while preparing for transfer to a bed or a chair.
Whenever movement of the lift has to be halted
while transferring a patient..."

b. Review of the "EZ way smart stand" lift i
Instructions received from the facility on 6/23/16 ‘
at 11 AM showed "...Safety notes...The only time §
you should lock the wheels of the EZ Way Smart j
Stand when in use is when ralsing or lowering a i
patlent during ambulation. Refer to the [
instructions for using the EZ Way Smart Stand for

!

ambulation on page 7..."
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OF PHYSICIAN VISIT

The resident must be seen by a physician at least
once every 30 days for the first 80 days after
admission, and at least once every 60 days
thereafter.

A physlcian visit is consldered timely If It occurs
not later than 10 days after the date the vislt was
required.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and medical record
review, the facllity falled to ensure residents were
seen by a physiclan as required for 4 of 14
sample residents (#24, #32, #45, #50). The
findings were:

1. Review of the medical record for resident #24
showed s/he was seen by a physician on 3/3/18,
and not again untll 6/9/18, a period of 98 days
between visits,

2. Review of the medical record for resldent #32

showed no evidence of physician visits between

8/15/15 and 12/6/15 (113 days), and 2/16/16 and
5/15/16 (89 days).

3, Medical record review showed resident #45
was seen by a physician on 11/14/18. The next

" (X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xg)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 24 F 323
9. Interview with the DON on 6/23/16 at 10:45 AM
revealed resldents should not be left unattended
while attached to the lift as it could increase the
risk of Injury to the resident. e
F 387 | 483.40(c)(1)-(2) FREQUENCY & TIMELINESS Fagy| [ faciity will ensure that each 8/7/2016

resident will be seen by a physician
at least once every 30 days for the

first 90 days after admission, and

least once every 60 days thereafter.

1. Resident #24 is now current
with the physician's visit of
6/9/2016.

Resident #32 will have a
physician’s visit no later than
7/24/2016.

Resident #45 is now current
with the physician’s visit of
7/10/2016.

Resident #50 is now current
with the physician’s visit of
5/27/2016, and will have
another physician’s visit with
ten days of 7/26/2016.

on a monthly basis to ensure

that physician’s visits are made
timely, and physicians notified

of any visits that are

approaching an overdue date.

Alf residents will be monitored

at

in
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F 387 | Continued From page 25 F387) 6. The contracts of employed and
documented visit was not performed until 1/31/18, contracted physicians who
78 days later. provide care for the facility’s
. . i residents were amended
4. Interview with the DON on 6/23/16 at 10:45 AM 7/1/2016 to specifically address
revealed physiclan visits should have been the requirement for physician
completed more frequently. Jisits on  fimely bace ¥
F 441 | 483.65 INFECTION CONTROL, PREVENT 7. The facility's M Vd_ ’ b'
SS=D SPREAD, LINENS . ‘ITbaC‘ ] :’fs defma I;;ECFO‘K'
Wi e notified ¢ any pnysician
The facllity must establish and maintain an non-compliance with required
infection Control Program deslgned to provide a visits.
safe, sanitary and comfortable environment and 8. The timeliness of physicians’
to help prevent the development and transmission visits will be reported to the
of dxsease and infection. facility’s P1/Ql Committee and
the Board of Trustees on a
(a) Infection Control Program quarterly basis on
The facliity must establish an Infection Control 9. The administ ' i .
Program under WhiCh If . . ne agministrator will monitor.
{1} Investigates, controls, and prevents Infections
In the faclilty; F441 | The facility will ensure that proper 8/7/2016
{2} Decldes what procedures, such as isolation, infection control procedures are
shouid be applied to an individual resident; and followed during all patient care
(3) Maintalns a record of Incidents and corrective services, including care of residents
actions related to infections. with urinary catheters.
(b) Preventing Spread of Infection o .
(1) When the Infection Control Program 1. The care of Resident #9 will be
determines that a resident needs Isolation to monitored by the charge nurses
prevent the spread of infection, the facifity must specificatly during transfers
isolate the resident. involving positioning of the
(2} The facllity must prohibit employees with a resident’s catheter. CNA #6 will
communicable disease or infected skin [esions. be provided one-to-one
from direct contact with residents or thelr food, if education regarding infection
direct contact will transmit the disease. ' control practices specific to
-1 (3} The facllity must require staff to wash their catheter care and hand hygiene
hands after each direct resident contact for which glene.
hand washing is indicated by accepted
professional practics.
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(¢} Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection,

This REQUIREMENT s not met as evidenced
by:

Based on observation, staff interview, medical
record review, and review of facility policias and
procedures, the facllity failed to ensure proper
infection control procedures during catheter care
for 2 of 4 sample residents (#9, #49) with urlnary
catheters, The findings were:

1. Review of the 8/16/16 care plan showed
resident #9 had diagnoses that included
long-standing paraplegla and neurogenic bladder,
required a full lift for transfers, and had an
indwelling catheter. Further review of the
indwelling catheter care area showed "Keep drain
bag lower than bladder." Observation on 6/22/16
at 5:14 PM showed resident #9 requested to get
up from bed to the wheelchair. CNA#6 brought In
a full mechanical lift and placed the transfer sling
around the resident. The CNA lifted the resldent's
urine collection bag above the resident's bladder
and hooked It to the lift bar, at the leve! of the
resident's chest. It remalined hooked on the lift
during the transfer, with urine vislble in the tubing.

2. Observation of resident #49 in the shower
room on 6/21/16 revealed the following infection
control concerns:

a. Observation on 6/21/16 at 10,20 AM
showed CNA#8 and #7 used a full body lift to

monitored by the charge nurses
specifically during transfers
involving positioning of the
resident’s catheter. CNA's #8
and #7 will be provided one-to-
one education regarding
infection control practices
specific to catheter care and
hand hygiene,

3. Nursing staff will be provided
education regarding proper
infection control procedures for
the care of residents with
urinary catheters, including
positioning of the urine
collection bag below the
bladder, and appropriate
performance of hand hygiene
associated with this care.

4. The DON and Staff Development
Coordinator-RN will conduct
observations at least weekly of
the care of Resident #9, #49,
and any other resident with a
urinary catheter, to ensure
proper infection control
procedures are being followed,

5. Theresults of these
observations will be reported to
the facility’s PI/Q! Committee on
a quarterly basis until 100%
compliance is achieved for three
consecutive quarters, and then
periodically to ensure sustained
compliance.

transfer the resident from his/her wheelchair to

6. The DON will monitor.
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the bathtub in the shower room. CNA#8 hooked
the resident's urinary drainage bag to the lift,
above the resident's bladder and shoulder where
it remained throughout the transfer. The urinary
drainage bag and tubing had urine Inside, and the
tubing was observed to have backflow. At that
time, the CNA used her bare hands to take the
urinary drainage bag off of the lift, then touched
the resident's shoulder without washing hands,
and left the shower room at that time without
performing any hand hyglene. interview with the
CNAImmediately after she left the shower room
confirmed she understood the requirement to
perform hand hyglene; however, she was
unaware that placing a urinary drainage bag
above the resident's bladder was an infection
control issue,

b. Observation on 6/21/16 at 10:40 AM
showead CNA#7 placed the resident's urinary
drainage bag on a full body lift above the
resident's bladder and above shoulder height,
and attached the bag to the fop of the mechanical
lift while'transferring the resident from the bathtub
to the wheelchalr, At that time, CNA #7 adjusted
the catheter, tubing and collection bag with her
bare hands and adjusted the resident's
incontinence brief, elastic thigh band for catheter
tubing security, and clothing without performing
hand hyglene. The CNA then placed the urinary
drainage bag {n a modesty cover and secured the
cover to the resident's whesichalr.

3. Interview with the infection control nurse on
6/23/16 at 10:30 AM revealed catheter drainage
bags cannot be raised above the bjadder
because it would increase the risk for infection.
Further, hand hygiene should be performed

before and after handling catheters and gloves

F 441
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- should be worn while handling catheters.

According to the facility policy titled, "Hand

objects.”

i Hygiene" [ast revised 5/15, under "Indications for
i Hand Hygiene" showed the following: "5. Hand

hygiene should be performed: Before and after |
patient contact, after contact with a patient's intact:
skin, ...after handling contaminated inanimate
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