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F 000 | INITIAL COMMENTS

A reéertificatlon survey was conducted by
Healthcare Licensing and Surveye on 8/1/16
through 8/4/16. Additionally, complaint intake
WY00002230 wasg raviewed during the courss of
this survey.

| The fellowing common ebbreviations are used
throughout this document:

ADLs: Activities of Dally Living
CNA: Certifled Nurge Alde
DON: Diractor of Nursing
MDS: Minimum Data Set

RN: Reglstered Nuree

Less commonly used abbraviations will be
annotated In each deficlency.

F 242 | 463.16(b) SELF-DETERMINATION - RIGHT TO
&swD | MAKE CHOICES

The resldent has the right to choosa activitias,
schedules, and haalth care conslstant with his or
her Interests, assessments, and plans of care;
Intéract with members of the community beth
Inslde ahd outside the fecllity; end make cholces
about aspects of his or her life In the faclilty that
are significant to the resident,

This REQUIREMENT Is not met as evidenced
by:
Based on rasident and staff Interviews and
medical racord review the fadlilty falled to provide
assistance to resldents In making care cholesa
for 1 of 18 sample resldents (#8). The findings
were: '

Preparation and execution of this

¢ 0po| response and plan of correction doss not
constitute an admission or agreement by
the provider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction is prepared and/or executed
solely because it is required by the
provisions of the state and federal law.
For the purposes of any allegation that the
facility is not in substantial compliance -
with federal requirements of participation, K
this response and plan of correction i
constitutes the facility’s allegation of
compliance in accardance with the State
Operations Manual

F242 -Self Determination- right to make -
choices
The resident has the right to choose activities,
F 242 \schedules, and health care consistent with his
or her interests, assessments, and plans of
care; interact with members of the community
oth inside and outside the facility and make
choices about aspocts of his or her Jife in the
facility that are significant to the resident,

1. Resident #6 will be provided q - /@-/ (p
assistance In his right to choose the :
use of an electric whaalchalr,
Resldent #6 will be evaluated by
therapy to determine If he will be
able to safely and appropriately
maneuver an electric wheelchalr
both inside and outside of the
facility.

2. Allresidents will be provided
asslstance in making care cholces.

t

The Activity Director will In-service

. s full

program pariaipation,
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F 242

Continued From page 1

1. Raview of the 7/8/18 quarterly MDS
assessment showed msldent #6 had dlagnoses
which Included chronic obstructive pulmonary
disease, cardlovascular disease, Parkingon's
diseass, and post traumatic stress disorder.
Further, the resident had = Brief Interview for
Mental Status score of 11/16 which Indicated
moderats Impalrment, was understood and was
able to understénd, required aet up help of 1 staff
member for locomotion In & wheelchalr, and
required oxygen, The following cohcerna were
ldentifled:

a. Interview with the resldent on 8/1/18 at
4:14 PM revealed that s/he was having trouble
obtaining an electric wheelchelr and was
prepared to purchase (t with his/her.own money.

b. Revlew of a Social Service (S8) note dated
8/20/16 revealed that SS was contacted by the
resident's son relatad (o obtalning an electric
wheelchalr for tha resident. ,

¢. Interview on 8/3/16 at 3:50 PM with the
exacutive director, DON, and soclal service
director revealed thiey wete concernad with the
rasident having an eléctric whedlchalr due to
hls/her aggressive tendencles and felt it wes a
safety 1aaue. They stated that e/he had not been
invelved in any regldent to resident alteications,
had not been evaluatad by physical therapy, and
had not baen glven an oppertunlty to try en
electric wheeichalr.

d. Reviaw of the medical record ravealed ne
documentation that an evaluation had been done,
@, Interview with the reeldent on 8/4/16 at

B8:50 AM revealed an electric wheslchalr would
allow him/her to be mors Independent, go outslide
to it and/or participate In activitles, Further, s/he
statad uaing a manual wheelchalr was not worth It
because of tha frequent reets needed and asking
for help was a hassle,

F242

*In making care cholces. They will also
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PROVIDER'S PLAN OF CORRECTION
(EAGH QORRECTIVE ACTION SHOULD BE
CROB8-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

Resident Councll at the next meeting
on their right of self-determination . '

comlpm ON
c m‘fg .

be In-serviced on the use of the
concern and comment program to
report any requests or grievances
regarding thelr right to self-
determination In making chalees
about thelr care, Staff will be In-
serviced by the Executive Director to
report to Soclal Services using the
concern and comment card
program, any resident request or
grievance regarding their right to
self-determination in making care
choices.

The Executive Director will tonduct
an audit of the concern and
comment program to ensure those
residents making requests or
grievances regarding thelr care
cholces are belng asslsted hy staff,
Results of these audlis will be
reviewed at the Performance
improvement meetings monthly for
three months or until the committee
Is able to determine the process In
place 15 effective, Performance
Improvement meetings consistent of
at a8 minimum the Executive
Director, Director of Nursing, and
Maedical Director, and additional
staff as neaded. The Performance
Improvement committee Identifies
Issues with respect to which guality
assessment and assurance activities
are necessary and develops and

implements appropriate plans of

actlon to correct identifled quality

theat Page 20118
deflclencles. ’ '
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‘was 10 Inchés up from the floar and measured 2

surtace.

The facllity must provide housekeeping and
maintanande services necessary ta melintain a
sanltary, orderly, and comfortable Interior.

'tl;hl’a REQUIREMENT is not met as evidenced -
ye oo ' :

‘Based-on observatipn and staff interview the
faclity fallad to provide a sanitary and
well-majitained environment in 3 of 3 regldent
utite (Salthtork, Ploneer, Seddle Ridge). The
findings were: . :

1, Qbsaveticn on 8/3/16 at 10:30 AM showed the
bathroom Th room 108 had 2 gouges 12 Inches
up from thefloor that meabured 14 Inches. by 1
inéh and 12 Inched by 1 Inch, Futthet, there was &
gouga In the wall outside of the bathroom that

inches by 1 Inch, The gougies axposed the
upderlylng‘drywall which created an unganitizeble

2. Obsarvation on 8/3/18 at 10:32 AM showed the
bathroom In rosm 108 had a gouge 12 Inches up

from tha flaor thet measured B inches by 1/2 inch

and exposed the underlying drywall which created
an unsanitizable surface,

3, Obsetvation on 8/3/16 at 11:20 AM ehowad the
"Southfork" shower toom had 20 ties that
measured 2 Inches by 2 Inchés end were cracked
or lc_:fhl}:mer:j which craated an unsanitizable
surface,

4. Obiservation on B/3/18 at 10:42 AM showed the
béthrodt In room 20‘1 had & gouge 12 inches up

arderly, and comfortable Interlor.

In good repalr.

remaln In good repalr.

The facility must provide housekeeping and
maintenance services to maintaln a sanitary,

1.  Annspection of the facllity was
completed by the Maintenance Lo
Dlrector and ED to ensure all areas T
were cleaned/flxed/ repaired. The .
damaged walls in rooms #108, #105, -/, I
#201, #213, #211, #and #313 were "+, <N
repalred and repalnted, A protective ;"
plate will be installed In bathroom
corners to ensure wall will remain
Intact. The bathroom flooring In U
room #208 has been replaced. The Lo
tlles in the “Southfork” showerroem  © ../°
have been repaired with epoxy to
ensure a cleanable surface. The door ..
In the “Pioneer” shower room will be
repaired and covered witha IR
protective sheet to ensure It remalns ",

| e | L, | g, |
1 e A TRy O Lot ISENTAYING INFORMATION) v qéa' a‘é?:@ﬁ&gig '_ gég g%g i Lk T R+
: - i L s :} i ‘. HYSN —_— ‘I ‘u\..f‘,‘ l.:"",f.x'
s : : § ‘ F 293—Housekeeplng and Maintenance DR
| F 283 | 486.16(h)(2) HOUSEKEEPING & F 253 |services R
gs=E | MAINTENANCE SERVICES '

2. The Maintenance Director wil
conduct a 100% audit of the facility
ta ensure walls, flooring and doors

3. All Staff will be In-serviced on S
submitting maintenance requeststo
the Malntenance Director regarding
the damage of walls, flooring or
doors throughout the facllity. The
Malntenance Director will conduct
random manthly audits for three
months to ensure walls, flooring, and
doors remaln in good repalr.
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Continued From page 3

from the floor that measured 12 inches by 1/2
inch and expoeed the underlying drywall which
creatad an uneanitizable surface,

5. Obsarvation on B/3/18 at 10:48 AM showed the
bathroom In room 213 had 2 gouges 12 inches
up from the floor that measured 17 Inches by 1/2
inch and 15 Inches by 1 Inch, The gouges
exposed the underlying drywell which created an
unsanitizable surface.

6, Observation on 8/3/16 at 10:50 AM showed the
bathroom In room 208 had an area on the floor
that measurad 42 Inches by 47 Inches with
multiple pits or chipa that wera black in color. The
aress caused the fioor to be unsanitizable.

7. Observation on 8/3/16 at 10:52 AM showed the
bathroom 'n room 211 had & gouge 12 Inches up
from the floor that measured 13 Inches by 1/2
inch end exposed the underlyling drywall which
created an unsanitizable surface.

8. Observation on 8/3/18 at 11:20 AM showed the
"pioneer’ shower room had 3 damagad areas on
the exit door that measurad 4 inches by 1/2 inch,
1 Inch by 1/2 Inch, and 1/2 Inch by 1/2 Inch and
exposed the undarlying wood which created an
unsanitizable surface.

9. Observation on 8/3/18 at 11:02 AM showed
room 313 had gouges In the wall by the bed that
measured € inches by 1/2 Inch, 3 inches by 1/2
Inch, and 2 inches by 1/2 Inch and exposed the
underlylng drywell. The bathroom had a comer
that was damaged 4 inches up from the floor and
measured 8 inches which exposed the underlying
metsl, The damaged areas created an
ynsanilizable surface.

F 253

4, Results of these audits will be
presented at the Performance
improvement meetings monthly for
three months or untli the commilttee
Is able to determine the process in
place s effective,

FORM CMB-2587{02-00) Pravious Verslons Qbsolels Evant |D: KUTD1
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F 263 | Continued From page 4 F 263
10, Interview with the maintenance director on

8/4/18 at 8:25 AM reveslad he was aware of
same of the damaged areas; however, there was
no plan or timeline to fix them, Further, It was
confirmad that the areas could not be ¢leaned
properly.

F 278 483.20(g) - () ASSESSMENT

58=D | ACCURACY/GOORDINATION/CERTIFIED

The assessment must accurately reflect the
rasident's slatua,

A reglstered nurse must conduct or coordinate
each assesement with the appropriate
participation of health professionals.

A reglsterad nurse must sign and oertify that the
assessment s completed,

Each Individugl who completes a portion of the
assessment must sign and certlfy the accuracy of
that portion of the assessment.

Under Medicare and Mediceld, an Individual who
willfully and knawingly certifles a material and
false statement in @ resident assessment ls
subject to & civil monay penalty of not more then
$1,000 for each assessment; or an indlvidual who
wlilfully and knowingly causes another Individual
to certify @ material and faise statement In a
resident assessmant s subject to a civil money
penalty of net more than $5,000 for each
asaessment.

Clinical disagreement does not constitute a
material and faige statement,

F278 -Assessment Accuracy/ Coordination
/Cextified,

The assessment must accurately reflect the
resident’s status. A Registered Nurse must
conduct or coordinate each assessment with
F278| the appropriats participation of health
Profegsionals. A registered nurse must sign
and certify that the assessment is completed.
Each individual who completes a portion of
the assessment must sign and certify the
accuracy of that portion of the assessment.

1. The MDS for resident #43 has been
modified and resubmitted to reflect qlb b
the fall on 3/29/16.

2. A 100% audit by the DON wili be
conducted of all residents who have
had a fali in the last 30 days to
determine If the MDS is gccurate.

3. The Inter Disciplinary Team including
the MDS CoordInator will be
educated regarding the Importance
of accuracy when coding the MDS by
the Clinlcal Reimbursement
speclalist, The education will Include
the MDS Coordinator reviewing
incidents as well as interviewing staff
to determine If any falls have
accurred to ensure falls have been
aceurately coded in the MDS. The
DON/ED will conduct monthly
randam audits for three months of
restdents who have had a falito
ensure aceuracy of MDS ceding,

FORM CM3-2087(02-88) Previcus Versions Obgolate Event ID:KUTDN
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F 278 om 4, Results of these audits will be
Gontinued From page 3 Fare reported to the Performance
This REQUIREMENT I8 not mat as evidenced ;’;‘rptrr?r"ezmn‘:;';:;:::g;iﬁ tnr-:ce:nthly
v .
Based on medical record revisw and ataff committee Is able to determine the
Intarview, the facllity falled to ensure the accuracy process In place is effective.
of MDS aseessments for 1 of 16 sample
residents (#43). The findings were:
Review of the quarterly MDS assessment with an
Assessmant Reforence Data (ARD) of 4/14/16
revealed resident #43 had not had any falle since
the previous assessment, However, review of F 318 - Increase/Prevent Decrease In Range of
progress notea showed on 3/28/18 the resldent Motlon
fall forward In the shower chair and hit his/her Based on the comprehensive assessment of a
head on the shower wall. The resident was sent resident, the facllity must ensure that 8
to the emergency room and was diagnoeed with a I t’ ith Ilmited range of mation
nasal fracture, During an Interview on 8/4/16 at resident with limited range o ;’
9:15 AM the DON confirmed the resident had a recelves appropriate treatment and services
fall on 3/29/16 and stated the 4/14/16 MD8 to increase range of motlon and/or to
gsaessment was Inaccurate for falls. - prevent further decrease in range of motion.
F 318 | 483.25(e)(2) INCREASE/PREVENT DECREASE F 318
s6=D | IN RANGE OF MOTION 1. Resident #36 remalns In facllity and

Based on the comprehensive assessment of 8
resident, the taclllty must ensure that a resident
with a imited range of motlon recelves
appropriate treatment and services to Increase
range of motion and/or to prevent further
decresse In ranga of motion,

This REQUIREMENT I8 not met as evidenced
by:

Based on medioal record review and staff
interview, the faclliity falled to ensure restorative
nuraing setvices were provided @s planned for 1
of 5 sample residents (#38) with range of motlon

continues to recelve restorative
nursing services in¢luding range of
maotion per physiclan orders

An inltlal 100% audit wilt be
completed by DON/Restorative
Nurse of the Restoratlve Nursing
program 10 ensure those residents
are recelving restorative services as
ordered. Random audits will be
conducted weekly for three months
of na fewer than 5 resldents
receiving restorative/range of
motion services to ensure
restoratlve services were provided
as planned.

2.

Qlu-lb

FORM GMS5-2587(02-u8) Pravious Verians Obaolele
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. 3, DON will educate the restorative ,
F 318 | Continued From page 8 F 318 nursing staff regarding the .
(ROM) limitations. The findings were: importance of providing restorative
services as ordered as well as
e O cumeni pan and Tocency dors. documentation camltance or all
not baing met for resident #36, Review of the resldents in any reswatmf””m‘"g
612616 Inltiel MDS assassment showed the program, Including range of motion
resident had ROM limitatlons on one side of the services. DON will assign a deslgnee
lower extrémities. The plan showed the resldent as backup when the Restorative Aide
was 1o receive services two to three times per is absent from the facility.
week which Included maintaining and Increasing 4. Results of the audits will be
strength jn the upper extremities. Further, the presented monthly at the
plan ShOWBd *he I'e&ldent wad to I'ecélve Béwlceﬁ Performance |mpr°vement meeﬂns
twa to five times per wegk vlthc‘.tl;1 Included for three months or until the
:xﬂgﬁllg:‘ég ?‘?1% ?otrued'lgltn 'gr?cer%éovv\:ee:e committee Is able to determine the
ldentlﬂedi T v process In place Is effective.
a, Review of the July 2016 record showed the
plan for upper extremities waa completed on M,
717, 700, 7114, 715, 7116, 7/17, and 7/18. Further
reviaw showed the plan for the lower extremities
was completed en 7/7, 7/8, 7110, 7/14, and 7/19.
Contlnued review showad the plan waé not
completed any day from 7/20 to 7/31.
b. During Interview with the restorative aide
on 8/3/16 at 4:35 PM ghe statéd "the resident was
usually In bed when | went in to work with [the
resident] and then | can't do the Omnicycle (arm
exerciee bike)". Further, the alde stated she was
gone from the facllity from July 20-28 and 20-31
ggg;?uapmmﬁﬁrgﬁv:nﬁég,‘he faoilty to function 2 F 371- Food Secure, Store/Propare/Serve-
¢. Buting an Interview on 8/4/18 &t 9:30 AM Sanitary
the administrator and DON stated the facllity had The facility must (1) Procure food from
[dentifled réstorative nursing es an (ssug, but It sources approved or considered satisfactory
was not béing addressed In thelr quallly by Federal, State or .local authorities; and (2)
assuranca program. Store, preparo, distribute and serve food under
F 371 | 483.36()) FOOD PROCURE, F 371| senitary conditions
§5=E STORE/PREPARE/SERVE - SANITARY
FORM OMB-2567(02-09) Previous Verions Obsolsia Event ID:KUTD Facliity 10; WYO0Rs . If confinualldn shest Page 7 of 16
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F 371 ved age 7 1. The heaith shakes in question were .
Continued From pag F a7 dated with the correct explration -q" le , b
The faclllty must - 4 dates lm_nr?ediately after discovery,
(1) Procure food from sources approved or 2. The Certified Dietary Manager
cansldered satisfactory by Federal, State or local Cz"}‘cp“?te*ida 100% au‘:t of all hea‘ﬂf‘
authorlties; and shakes to determine the accuracy o
(2) Store, prepars, distribute and serve food the explratlon dates on 8/2/16.
under sanitary conditions 3, Certified Dletary Manager will
aducate all dietary staff on the
| importance of writing the expiration
' date accurately upon food items
' opened or removed from the
This REQUIREMENT e not met as evidenced: :;]e‘::é' T*\I‘V‘T‘fe”':egf;‘m;‘l’dy it
M a er conau we it
Baged on observation and staff Interview, the of food items opened or removed
facliity falléd to ensure nutritional supplemants from the freezer for one month then
ware |abeled with the correct explration dates in 1 monthly for three months to ensure
of 1 Kitchens. The fitdings were: the dletary staff are compliant and
accurate with using the appropriate
Observation of the reach-in refrigarator In the it '
Kitchan on 8/1/16 at 4:10 PM revealed 14 cartons fﬁz';?t‘c‘l‘:gnd“es on all food items In
(4 ounces esch) of thawed vanliia shakes with an ‘ " n dits will b
expiration date of 8/20 written on them. In 4. The results of these auaits witl be
addition, therre wera 3 cattons labelad with an presented monthly at the _
explration date of 8/17, Revlew of the product Performance Improvement meeting
labseling on the shakea ravealed they were to ba for a period of three months and
used within 14 days of thawing, Interview with untll the committee s able to
cook #1 on B/1/16 at 4:20 PM confirmed the determine the process in place Is
thawed shakes should be usad within 14 days, effactive,
and stated the dates of 8/17 and 8/20 were "too
far out," Further interview with cook #1 on 8/2/16
at 5 PM revealed It was & new prep person who
had put the wrong expiration dates on the
ghakes, and the facliity had correctad the dates.
F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT F 428
ss=g | IRREGULAR, ACT ON
The drug regimen of esch resident must be
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. F428 - Drug Regimen Review, Rei:ért '
:| -+ F 428 | Continued Fromh page 8 N .| Fd4ag|lreguler, Act On : WL
. reviewed at least once @ month by & licensed The drug regimen of each resident must be ... |
. phatmacist ) reviewed at least once & month by a licensed . ., "
o o pharmacist. The pharmacist must report any TR
Thie pharmiaclst must report any Irregularities to |irregularitios to the attending physician, and + ° "),
the atténding physiclan, &nd the director of the director of nursing, and these reports must ., "
- nurelng, and these reports must ba acted upon, be acted upon, Sl
1, ' 1. Resident #20 no longer resldes inthe ‘g, & .\«
A facllity. The facliity was able to q"ib“t'(!ﬁ g
‘ : ' obtaln clarification for diagnasls for .4 ¥ 100
W ' , - medications ordered for resident R B
b PR B .
o, . ‘ , ‘ 424, Resident #36 had a HghAle Y. /i
wla‘ REQU!REMENT‘ l& not mel &a evidenced drawn on 8/17/16. R I
o "Basad on medical record review and staff - 2. DON will review all pharmacy N
N Interview; the facllity falled to ensure the physiclan recommendations in the last 30 days - i
acted upcn pharmacy recommendations for 3 of , to ensure those recommendations @ ", -,
‘ 13 sample reaidents (#20, #24, and #36), The have been completed. Do
e findings wera: ‘ C 3. An admission checklist will be RS

o « : implemented to ensure a diagnosis is s, .- o
1. ‘Re"l?ﬁw‘.g: t:“;’:gnelg:ap:gg hMa%‘sdl . received for each medication IR
assassiént showed residen agnose dmission. A

that Included hyperlipidernia (elevated lipids (fats] ;’r‘:;r‘i: f’ong‘*v:’ﬁf Z‘;‘z“’b: missien A

1 the bloed), and @ history of unhealed pressure T

ulcars. Review of the pharmaciat ‘ Implemented to ensure pharmacy
recommendations form dated 8/21/16 howed the recommendations to the physiclan -
pharmaclst had recommended the regident's lipid are recelved, returned and noted by . |

(& bload test t measurs fiplds) panel be chacked the nursing staff. Nurses will be In-

due to the resident baing on Sirvastatin serviced on the checkilst, log and 1
(prescription madication to lower cholesterol). ensuring all recommendations by

Further raviaw did not show the physlciaf had the pharmaclst are completed.

ah'ddress‘ed the pharmacist recommendgtlon.
aview of subsequent orders did not show an

order for the laboratory test to be obtalned. wmp;mfd foaoner:’ ont;h t;‘e,?h EIRR
Gontinugd review of the medieal récord shdwsd monthly for three months bythe ==

Random weekly audits will be

. !

thé pharmaclst requested & clarification of the DON or deslgnee to ensure

disghosls for the use of gabapenitin (traatmant for prescribed medications have Lo
pain dus ta neuropathy) on 6/21/18. Futhar appropriate diagnosls as well as S
feview did ot 8how the physiclan had addrbéseéd ' ensuring pharmacy fep

I

I the clatification request. Interview with the DON 1. recommendations are completed. ‘ -
FORM GMB-2887(02-46) Pré¥ious Varsloné Obsclale Evant [D:KUTO1S Facllly D: WYOOS8 #f eantinuatin shieet Bag 0ot 18
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on £/4/16 al 9:53 AM conflrmed there was no
documentation to show the pharmaciat
resommendation was eddressed by the
phyeiclan. Intarview with RN #1 on 8/4/16 at 8:06
AM revealad that.the facllity recelved a verbal
order on that morning at 8:00 AM responding to &
written order orlginally dated 4/28/18 clarifying the
diagnosis for the use of gabapentin.

2. Review of tha 5/26/16 admigslon MDS
gsséssmant showad resident #36 had diagrioses
that Included digbates and depreesion, Review of
the- pharmaclst recommendation form dated
/27116 ehowed the resident was on Insulin and
thé pharmacist rioted there was no HgbA1c (
blood test to measura what percentagé of
heroglobin - @ protaln in red blood cells that
carrles oxygen - Is coated with sugar) on flle in
the chart'and hed requested an order for the test.
Centinued reviaw did not show the physlelan had
addresged the pharmaciet recommentédtion.
Further réview of the medical record showed the
pharmaclst noted three tirvies In the citart ("41e”,
“7/48" and agaln on 7/27/18) a recommandation
to reduce thié dosage of the resident’s Celaxa
(medication used to treat depresslon) from a
maximum dosage of 40 mg (milligrams) to 30 mg
and posalble 20 mg. Continued review did not
show tha physiclan addressed the pharmaclst
recommendation. Review of subsequent orders
did not show an order to reduce the medication
doaa. Intsrview with the DON on 8/4/18 at 853
AM confirmed there was no documentatiori to
show the pharmacist recommendition was
addressed by the physician. Interview with RN #1
on B/4/186 at ©:00 AM confirmed there was no
svidence to haw the physiclan acted on
pharmacist recommendations for the laboratory
tait,
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. PREFIX (EACH DEFICIENGY MUBT BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION BHOULD BE Wm :
1A0 REGULATORY OR LSBT IDENTIFYING INPORMATION) TAG caose'REFEHEgggg l‘éﬁg\}'-i‘g APPROPRIATE .
. F 428 Continued From page 8 F428| 4, Results of these audits will be

reviewed at the Performance
Impravemeant meeting menthly for
three months or until the committee
is able to determine the process In
place is effectlve,
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Continued From page 10

3, Review of physiclan's orders revesled resident
#24 was ordered dlazepam (generic name for
Vallum) 10 mg evary six hours, Further review of
the medical racord showad a pharmacy
recommeandation report dated 4/27/16 which read
"Resident Is on diazapam 10 mg q6h. We do not
heve & valld diagnosis for use of this In the chart.
Could you pleage document diagnoels and tisk
vs, baneilt of 40 mg/day of diazepam?" Review of
the medlcal racord showed no evidence the -
physiclan agted upon the report, Additional review
showed another pharmacy recommendation
dated 7/27/16 which read ... We do not havs a
valld diagriosis for uae of Veillum In the chart and
the dose ls rather high. Could you please
document dlagnosia and risk ve. beneflt of 40
mglday of dlazepam?" During an Interview on
8/4/16 at © AM, RN #1 stated the physiclan had
not acted upon the pharmacy report prior to
8/4/16, She stated the facllity obtalned an order
from the physician that day which Indicated the
diagnosis for the diazepam was muscle spasms.
483.85 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facllty must establish and maintain an
infection Control Program designed to provide a
safe, sanltary and comfortable environment and
to help prevent the development and transmisslon
of dlseass and Infection.

(a) Infaction Control Program

The facllty must establish an Infection Contral
Program under which 1t -

(1) Investigates, controls, and preventa Infections
In the faollity;

(2) Decldes what procedures, such as lsolation,

F 428

F 441

F441 —Infection Control, Prevent Spread
Linens

The facility must establish and maintain an
Infection Control Program designed (o
provide & sefe, sanitary and comfortable
environment and to help prevent the
development and transmission of disease and
infection.

1. Infection Contro! practices for
Resident #27 and all other resldents
recelving perineal care have been
corrected. The correct PPE for
faundry staff has been purchased.

Qe et
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F 441/ Contiriued From page 11 : Fg4q| 2 Random ohserations were o
. should bé applled to an Indlvidual resident; and completed of all ";"Isl'”g 'Staff tl? L
(3) Maintalng & racord of incldents and corrective ensure they were following policy on
actlons related to Infections. proper use of gloves when providing
perineal care, .
(b) Preventing Spread of infection 3, Al nursing staff will be educated by
(1) When the Infaction Control Program the 5taff Development Coordinator
determines that a resident needs leolatlon to regarding the proper use of gloves
]psroelz?gtﬂt\!;e l'Bag]rde;l’_clit of Infection, the facllity must when providing perineal care. .
(2) The facllity mus't prohiblt employaes with a L:"tr;,‘dry :;af: w:g aéiopg: fhu::md oo
comminicable dlssase or infected akin leslons on the Use 07 prop ;
from diréct Goritact with residents or thelr food, If handling solled linens. DON and/or
; giract cantact will transmit the disease. Staff Development Coordinator will
/ (3) The facliity must require staff to wash thelr conduct random audits weekly for
hends after each direct resident contact for which one month then monthly thereafter
hand washing Is Indicated by accepted for three months of all nursing staff
professlonal practice, to ensure they are following the
‘ policy regarding proper use of gloves
(¢) Linens durlng perineal care. Audlts will also
NE Personne!l must handle, store, process and be conducted weekly for one month
o transport linens so as to pravent the spread of € v
A Infection. and monthly thereafter for three
months of the Jaundry area to
ensure staff are wearing proper PPE
while handling solled linens,
gl;}s REQUIREMENT Is not met as avidenced 4. Results of these audits will be

reviewed at the Performance

Based on observation, staff Interview, and policy Improvement meeting monthly for

and procedure review the facliity falled to ensure

infection prevention practices were fallowed three months or untll the commitiee
during obsarvation of perineal care for 1 of 8 Is able to determine the process In
satnple reeldents (#27) observed for that care. In place Is effective.

addition, the facility failed to ensure eppropriate
parsonal protective equipment (PPE) was
avallabla to laundry staff for Infection prevention
and oontrol in 1 of 1 laundry roam. The findings
were:

1. Observatian on B/2/16 at 9:35 AM ehowad CNA Lo 1 |

H A haring
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#1 and RN #1 asslsted resident #27 off of the bed
pan. The folldwing conoerns were Identifled:

a. CNA#1 provided perineal cars to the
reeidant and without removing the solled gloves,
the CNA obtalned olean clothing for the rasident.
At that tire, the CNA touched the resident's clean
clothes, closet door, and wheeichalr with the
sollad gloves,

b. After providing perineal care the resident
theught his/mer pants were “wet" and wanted
them changed. CNA#1 checked the resident's
pants, copfirmed they wers wet, and removed
them. The CNA handad the "wet" pants to the RN
#1, who grabbad them with an ungloved hand,
exited the room, and walked down the hallway
with tha,

c. Interview with the Infactlon control nurse on
8/3/16 at 6:16 PM revealad tha CNA should have
changed gloves prier to touching anything in the
room to prevent crose contarmination and the RN
should have ware gloves before handiing the
“wet" clothing, Further, It was revealad the staff
should bag all solled linen before exlting a room
and carrying It down tha haflway,

d. Raview of the pollcy titled "Using Gloves"
last revised 6/21/04 ehowed "...Disposable
(single-usa) gloves must be replaced as soon as
practical when contaminated...When to use
gloves:...When handling potantially contaminated
ftama.."

2, Obiservation of the dirly linen arca of the
laundiry room oh €/4/15 at 8:45 AM showed the
staff used a cloth-type lab coat fér handiing
contaminated linan ltems, When placed under
running water In the sink, the cloth soaked up the
water and wat the Inslde of the coat. Intarview
Wwith the laundry alde #1 on 8/4/16 at B:46 AM .
revealad the cloth lab coat was the PPE that was

FORM CMS-2887(02-86) Previous Verdiana Obsolsts  Event1D:KLTDN Facllity (D; WYo03¥ {f continuation sheat Pabs 13 oF 16 ,
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F 441 Continued From page 13 F 441 N
used when handling blood or body flulds, Further, B evide or cbtaln lab
it was confirmed that when contact with blood or he facility must provide or obtain la oratc?ry
body fiulds was made, It could soak through and seryi’ces to meet the.needa of its residepts. The
potentially contaminate employees. facility is responsible for the quality and
F 602 | 483.75()(1) ADMINISTRATION F 02| timeliness of the services.
88=D

The facility muat provide or obtain [aboratory
gervices to meet the needs of ite residents. The
facllity I responslble for the quality and timeliness
of the services,

This REQUIREMENT Is riot met as evidenced
by:
Basad on medidal recard review and staff
interview tha facllity falléd te eheure ordered
laboratory tests weré performed for 1 of 14
sampla rasidents (#68) who had orders for
laboratoty testa: The findings were:

1. Raview of physliciai orders for rasident #88
showad an order deited 5/9/16 for the resaldent io
have an amylase and lipase-test performed.
Review of the resident's medical record dhowed
no avidence the amylase and (ipase tests wereé
obtained. Interview with the DON on 8/4/16 at
945 AM revesled the laboratory teats ware not
completed,

483.75(0)(1) QAA
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facllity must maintain a guality assessment end
agsuranca committes conslsting of the director of
nursing services; a physiclan designated by the
faclity; and at leest 3 other membere of the
facility's staff,

obtalning the amylase and lipase test
for Resident #66.

2. A 100% audit by the DON will ba
completed of all [abs ordered in the
last 30 days to ensure they have
been completed. Coe

3.  Nurses will utilize a lab tracking log
which will be completed each time a
lab Is ordered. The DON or daslgnee
wlil conduct weekly audits for one
manth then monthly thereafter of
the lab tracking log and physiclan
orders to ensure labs are being
completed as ordered. DON will
educate all nurses on utilizing the lab
tracking log as well as the
importance of following through
with [ab draws when ordered by &
physician,

4, Results of these audits wiil be

F 620 reviewed at the Performance

Improvement meeting monthly for

three months or untfl the committee

{s able to determine the process in

place is effectlve,

1. MD has been contacted regarding (14('_“’
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The quality assessment and assurance
commitiee meets at least quarterly to [dentify
igsues with respeact to which quallty assessment
and assurance actlvities are nacessary; and
develops and Implements appropriate plans of
actlon o correct Identified quality deficlencles.

A State or the Secretary may not raquira
disclosure of the records of such committae
except Insofar as such disclosure Is related to the
compliance of such committee with the
requiremants of thig section,

Good falth attempts by the committes to identify
and correct quallty deficlencies will not be used ae
a basls for sanctions.

Zhls REQUIREMENT Is nat met as evidenced
y:

Based on review of the CMS-2667, staff
interview and medical record review, the facllity
falled to have an effective quallty assesement and
assuranoe program to correct dentified
deficlencles. The findings were:

1. Raview of the CMS-2687 dated 7/23/15
showed F318 was clted during the previous
survey related fo restorative nursing eervices not
being provided as needed. Medical record review
showed restorative nursing services were not
provided as neaded to sample resldent #38 In
July 2018. Refer to F318 for detalls on this lssue
being clted again during the current survey,

2. During an interview on 8/4/18 at 8:30 AM the
administrator and DON stated the facliity had
identifled restorative nursing as a concern. They
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A facility must maintain a quality and
assessment assurance committee
consisting of the director of nursing
services, a physician designated by the
facility, and et feast (hree other membets
of the facility staff.

1. The facility is now utilizing 2 quality
monitoring toal to evaluate and
address concerns regarding cited
survey deficiencies to ensuré
effectiveness of implemented
processes,

3. The Performance Improvement

committee will uge the QAPI

process for identifying more facility
specific concerns as well as survey
identified concerns.

Performance Improvement

committee will be in serviced at the

next meeting on utilizing the QAPF!
process to identify concerns and the
effectiveness of processes used to
sorrect deficiencies/concems.

Monthly audits by the ED will be

conducted for three months to ensurs

compliance.

Monthly Performance Improvement

data will be examinged to ensure

cited deficlencies have been
corrected as well as the
effectiveness of the evaluation
process.
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stated after last yaar's survey, restorative nursing

was looked at In QA far awhile, and then was
removed when [t Improved. They etated the
facllity had notlced restorative nursing was a
problem again "aarly thia year," but stated that

restorative nursing waa not belng formally looked

atin QA
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