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F 244 | 483,16(c)(6) PARTICIPATION IN REBIDENT & F244| o0y | ]
8=k | FAMILY GROUPS ' Pionser Manor will ensure that resident and Af%fﬁg
When a resitént or famnily group exiets, the facility ﬁfﬁfﬁ;‘g‘jﬁh‘,’;’;’;ﬁ;ﬂ& ngé f,}’;“ :rf e ‘ﬁ | ) h) 4

muet listen to the visws and act upon the
grievances and recommendations of residents
and familiea concerning proposed policy and
operational decisions affesting resident care and
lifes in the facility,

recorded, Pioneer Manor will uake cestatn
that appropiiate information regepding the
corupliant and/ot grievance will be
comravnicaied to the proper part* or parties.

This will be accomplighed by:
AJ) The Pionser Manor MIILirnstall snd

utilize a gpecial computer software
Th‘ls REQUIREMENT s not met as evidenosd prigrum (BM Pro) to ddeurnet, and
B?secl an rev'tiew cf[ resldan; souncil meeting ‘::%T:;;ieﬂt and fatall
minutes, and interviews with staf}, resldents, and - , .
family members, the facility falled to respond to B) Two §tafff'};inembers willbe ttained
the resident council regarding a grievance olfed ouwsing this system 2 el as
by the council during six of the last thirteen ﬁ:&gﬁﬁf&m stuffmembers
monthly meetings. The findings were: omplantgriovanco and entor
Review of resldent oouneil meeting minutes for somphant/grievance intg the FM
January 2008 through Fabruary 2009 were P1:o system, The etaff members
reviewad on 2/24/09. These rminutes doctimanted will make  copy of the |
a reourring issue amany reaidents regarding their compliant/grievance and maintaty
kathing schedules; six monthly mestings that copy in secure file ayea,
(January, June, August, November, December C.) The complm:;ﬁgnmnc will be
2008; January 2009) recorded one cr more sent electronically to the
residents stating they recelved only one bath or apptoptiate party of parties for
shower a week, when they requested two per their review, The approplate party
week, ot perties will electronicglly

acknowledge receipt of the
The councll minutes racorded the brasence of complignt/grievance and this will
facllity staff at each mesting and In twa Instances be documented, .
(January 29, 2008 and November 20, 2008) the D.) The party or parties receijving the
minutes reflected staff offered assigtance to pompl_ianflfgrievance will|begin an
ldentify and resolve the bathing problems. mveatr..gatmq s.m;l subrmnit the result
However, the minutes failed ta dovument any : of the ivestigation 8s w lasa
further staff involvement or fegdback eyond the resormmendation within the
inittal offer to aseist in regolving bathing lesugs. required titnoframe.
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SUMMARY STATEMENT .
PRl | eacH DEFIGIENGY WUSY BE PREGADED BY PULL R | RO OORRROTVE Ao o | confidaon
TAG REGUEATORY OR LEC IDENTIFYING INFORMATIOM) TAG GROBE-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENGY)
F 244 | 483.16(c)(8) PARTICIPATION IN RESIDENT & F 244 ¥ 244 Continued from page 1
ga=F | FAMILY GROUPS B) The administrater of Pigneer
Manor will review the
When a resident or famlly group exists, the facility compliant/grievance, the result of
must listen to the views and aot upon the the investigation as well the
prievanoes and recommendations of residents yecomrmendation to resglve the
and famllies soncerning proposad policy and compliance/grievance,
operationat declslons affecting resident care and F.) The adminlstrator will docsument
lifa in the facillty, the resolution of the
comapliant/prievance in FM Pro,
(3.} The admiustrator or their designee
This REQUIREMENT is not met sz evidenoad will corumunicate the results of the
by. Invostigation and resolufion to the
Based on review of resident council mesting appropriate party or parties. This
minutes, and interviews with staff, residants, and retion will be dosurnented i Fv
family members, the facility failed to respond to Pro. The docnmeniation will
the resident council regarding a grievanse ciled include dates, times, names and
by the council during six of the ast thitteen what was commuticate
monthly meetings. The findings were: To ensure compliance, on af leust 2 quarterly
ot a tandom basie 4 complete print out of 4l
Revisw of resident counal! meeting minutes for complaints and grievences will b generated
January 2008 through February 2009 were by FM Pro, Seplor loadorsbip will review
reviewed on 2/24/09. Theze minutes documented this document to ensure complisyce with the
a recurring Tssue among residents regarding their above,
bathing schedules; eix manthly meetings
(January, June, August, November, December Correcifve setions tuken for grievances
2008; January 2009) recorded one or mora discuysed in Ragident Counoil meetings,
tesidants stating they received only ane bath or 1. Aspecial meeting with resident’s
shower a week, whan they requested two per and nursitg ladership ill be held
waak. by march 20, 2009 to dizcusy
improvements of bathing situation
The councll minutes recorded the presence of that have beon comyplet
facility staff &t sach mesting and in two instanoes 2. Ask residents for assistance of how
{January 29, 2008 and Novamber 30, 2C08) the the bathing problem can be
minutes reflected staff offered agsistance fo regolved
identlfy and resolve the bathing problems, 3. Nursing Leadership will attend
However, the minutes fafled to document any Resident Counell monthly to got
further staff involvernent or feedback bayond the- foedback on the bathing|and
Inltial offar to asslst in resolving bathing issues. ,
NATURE TITLE (X} DATE

ORI ﬁf

othar aafaguards provids sufficlent

atection to the patients, (See instructions.,) Excapt for nuraing hormas, tha findings stated a
following the date of survay whether or ot a plen of correction is provided, For nursing homes, the above findings and plans of

ove are distlusable 9 days
orrection are dizclosable 14

Any deficiency stalﬁ’mant anding v@' an asterisk, {‘ dehotes 2 deﬂciency which the institution may be expusad from corrac.tlng p%ovldlng Itis detarmined tg
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F 244 | Continued From page ! F244{ p 244 Contlmued from pago 1
Twelve random resident interviaws during the 4. corammricate changes being done
days of survey from 2/23« 2/26/09 revealed the to improvo bathing,
frequency of baths remsined a soncern and 5. Nursing Leadership wil] attend
residenis gtated the fﬂomty had not fymnily forpm o comricate
gommunicated any actions to resolve the issue o changes being done to ﬂnpmw
the resident council. Five ananymous famil bathing,
revealed a eimifar dissatisfaction with the lack of monitored hy Clinfcal S';pervisom
feedback to residents from the facillty, An and traced of a quality thonitoring
Interview with the resident gouncil president on tool.
2124109 at 10:48 AM conflrmed bathing continued 7. The DON or desighee will teport
a8 a concer for residents attending counoil the findings of quality monitoring
meetinge. to the QIC at tho quattorly mooting
for farth i d
Interview with the facility administrator on 2/25/09 recommendtiont.
] at 2:20 PM revealed & lack of documentad action
in reaponse {o resident couneil concerns, The
facllity maintained an incident log, but the log
failed to show what actions were taken fo resolve
grievanges ariging in resident counoll meetings or
hew group concerns were addressed back to the
council.
The director of nursing (DON) stated in interview
on 2/28/08 &t 3:10 PM and again at 6:20 PM that
she had implemented actions {o Increase slaffing
during bath fimes and had expanded the bathing
schedule to Include weekends, The DON
confirmed the resident councll expressed
concerns abaut the frequency of bathe, She
further stated she had not altended a council
meating to el them about changes to improve
the bathing situation.
F 272 | 483.20, 483.20(h) COMPREHENSIVE F212| aom
§8=D | ASSESEMENTS The Shollity will cneure that residbnt #10, '471%7/09
The facility musat conduct initially and periadically ggﬁ;ﬂgﬁ;&ggﬁ:&“;x}: 3:,;101?& e b, 1A
& comprehensive, accurats, standardized complete docmmentation of xnsels and
reproducible assessment of each resident's
FORM GME-2887(02-88) Previous Verslons Obsolste Even! [ 85F011 Facllity Ix Wabz1 if continuation sheet Page 2 of 21
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X4 1D SUMMARY BTATEMENT OF DEFIQIENCIES o PROVIDER'S PLAN OF GORRECTION %)
PREFIX {EACH DEFIQIENCY MUET BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACGTION BHOULD BE GOMPLETION
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DEFICIENGY)
F 272 | Continued From page 2 F272| w272 Cont. frorapage 2
functional capacity, cuntrHibuting factors for medicatipn regimen,
. This will be accomplshed by:
A facillty must make a comprehensive 1. Any residont who is on
assessment of a residant's needs, using the RA prychotropic medications will have
specified by the State. The assessment must assessinent on pre-gsyessment for
Inglude at least the following: antipeychotic medications form by
Identification and dsmegraphic information, April 1, 2009,

2. All new residents who are ordered
Cognifive pafterns; on antipeychotic medications will
Communioation; have a pre-sseessment
Vislon, antipsychotic medication form
Mood end behaviar patterns; completed on admission,
Psychosocial well-being; 3. Any chauges in conditions and
Physical functioning and structural problatne; antipsychotie medicatiop are in e,
Confinenoe; a peychoactive medication
Disegse diagnogis and health conditions; quarterly evalnation form will be
Dental and nutritional status; pompleted.
Skin conditions; 4, Any change in medicatipn regimen,
Activity. pursult; a psychoactive medication
Medications: quartexly evaluation forin will be
Speclal freatments and procadures; cornpletad,
Discharge potentlal; . 5. The RAP (Resident Asagesment
Documentation of summary Ihformation regarding Protocol) will address
the additional assessment performad through the antipaychotic.
resident assassment protocols; and 6 The date will be monitored by
Documantation of participation in assassmant. Clinical Supervisors and tracked on
quarterly mouitoring togl which
will be developod,

‘bl‘his REQUIREMENT Is not met as evidenced 7, ‘The DON or designes will ropors

¥ i ality monitorin
Based on obeervation, medical record raview, ffmﬁfg'f‘éif fh%uqumﬁg ty meath%gs
and staff inteirvlew. the facllity failed to compieife for further Teviews and
comprehensive assessmants In vatious areas for on.
2 (10, #69) of 21 sample residents. The Andings recommendations
wera;
1, Review of the 12/10/08 annual Minimum Data
Set (MDS) assessmant showed residant #10
recaived three different psychotropic medications.
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F 272 Continued From page 3 F 272
These includad an antipsychotic, an
antidepreseant, and an anflanxlety medication,
and the resident recaived all three dally. Raview
of the information in the Resldent Assessmant
Protocsl (RAP) summary revealed the
antipsychotlc was not sddressed. The remalning
Information failed to address the causas and
gontributing facturs for the medication regime,
Interview with the MDS coardinator on 2/25/09 at
10:06 AM confirmad the assessment was not
comprahensive,
2. According to the 2/18/09 annual MRS
assessiment, rasident #68 recsived an
antidepressant medication daily and an
antianxlaty medioation as needsd. Review of the
mssessmeant information in the RAP summary
provided the following Information: the
medications were reviewad monthly by pharmacy
for “inferactions” and by the physician on "routine
vislts" for effectlvenass, risks versus benafits, and
for the possibilly of discontinuing or redusing the
dose of the medications. The Information falled fo
addrass the ouuses and contributing factors
involved in the uae of eithar madication,
F 270} 483.20(d), 483.20(x){1) COMPREHENSIVE F279| p 279 A 20705
55=D | CARE PLANS The facility will ensute that resident #44 and lj h;) ’
, all residents oare plana will addrgss 0 ‘,
A facility must use the results of the assessment fnterventions to prevent and milmize flls.
1o develop, review and revise the resident's This will be accomplished by:
cormprehensive plan of care. 1. All care plans will address fall visks
) in aceordance with fall gesegement
The faclity must develop a comprehensive gare on admission,
plan for each resident that Includes measurable 3. Any changss in conditidn, & fall
objectives and timatables to meet a resident's assossmont will be completed and
medical, nursing, and mental and paychosocial reflooted in the oare plag.
nesds that are identified in the comprehensive
mgsessment.
FORM CMS-2567(02:88) Prevlous Versions Obselsle Event 10:96F 611 Facilly 1D, WY0021 If chnlinuation sheet Page 4 of 21




. MAR. 20, 2009 3:09PM P IEER WING ONE NO. 587 P, 9
DEFARTMENT OF HEALTH AND HUMAN SERVIGES | PRINTED: 031122000
! FORM APP
CENTERS FOR MEDICARE & MEDICAID SERVICES 3@/ OMB NO, ossg?g\ég?
STATEMENT OF DEEIG v |
KD PLAN OF CoRRECTION | ROV IDRR/BURPLIR/OLIA {x2) MLLTIPLE CONSTRUOTION X8) DT SURVEY
A BUILDING
G
535032 3. WiNe 02/26/2009

NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, GlT?, STATE, ZIP GODE

PIONEER MANOR NURSING HOME 200w BTH 8T

GILLETTE, WY 82718
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DEFIGIENGY)
F 279 Continued From page 4 . F 278} 1 279 Continued from page 4
The oara plan must describa the services that are 3. Falls team will develop a
to be fumnished to attain or meintain the resident's commprehensive £l agsdssment
highest pre;c:lcable physical, mental, and form.
psychoginial welibeing as required under 4, Al falls will be screendd b
§483.25; and any services that would otherwise Physjoal Thetapy. N
be required under §483.25 but are not provided 5. Medlcation review willlbe
due to the resident's exerclse of rights under completed on ail falls.
§483.10, including the right to refuse treatment 6. The data witl be monitdred by falls
under §483.10(b)(4). team and Clinical Supepvisore,
Tracking will be done on quarterly
monitoring tool which Wwill b
This REQUIREMENT |5 not met e evidenced dovelope ?
by: , . 7. The DON or designee will tapurt
Based on observation, medical record ravisw, the findings of quality rhonitoring
and staff interview, the facility failed to develop a to the QIC at the quattcrly moeting
comprehensive care plan for 1 (#44) of 21 sample for further review and
Gbservaiion on 2/24/09 at 11:13 AM showed
resident #44 was ambulatary with a front wheeled
walker, The resident's galt wae unatgady and ghe
was bent forward over the walker, Review of tha
asesssment information for the &/12/08 '
admiseion Minimum Data Set (MD8) assessment
showed the facility assessed the resident as at
rigk for falls. in a{dition, review of the 11/26/08
guarterly MDS azsessment showed the resident
fell within the past 180 days, Furthermore, review
of the 2/9/08 fa)l sk assesement showad the
regident’s risk of fulllng was Increasing. Howaver,
ravisw of the care plan showsd the prevention of
falls was nol addressed, On 2/25/08 at 2:06 PM
the director of the facliity's fall committes
reviewet the care plan and confirmed F 281
Interventions to prevent cr minimize falls were Tﬁ: Facility will ensure that rostdont #14 and «4'{7;3@;‘69
lacking. all xesidents orders will he completed o N4
F 281 | 483.20(k)(3)() COMPREHENSIVE CARE PLANS | F 281 |5 H o o tved. This will bo Ny l
88=D . lished by:
The servicea provided or arranged by the facility AEGQMpHsEc by
FORM OMS-2567{(02-09) Pravigus Varsions Obealata Bvent I 35F&11 Facility ID: WYo0021 If continuation sheof Page & of 21
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X4 1D SUMMARY BTATEMENT OF DEFIGIENCIEE ) PROVIDER'S FLAN OF GORRECTION ]
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TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 281 CUntInuEd From page 4] F 281 F 281 Continved from pagoe 5
must meet professlonal standards of quality. I, LPN#3 and all nurses vim
doonment gtatug of ordet, sign, date
and time of completion pr
This REQUIREMENT s not met a5 evidenced clarifioation.
by: 2.) Log will be developed to
Based vn medical record review and confirmed addrose orderg gent for
by staff terview, the facllity falled to complate or dlarification, This log will
olarify physlcian orders for & (#14, #44, and #86) also address when sent
of 21 sample resldents, The findings werg! and reosived back with
individual nursps’
1. Review of a phyalulan's order, dated 1/22/09, slgnaturo, dato jand tima,
requested & hosploe coneul for resident #14, by Comsults will be tracked
Review of nurses' notes dated 1/29/08 showed for whon roquchted and
the regident was Improving end questiohed the completed.
nged o continua with the hoapice consult. 2. The data will be monitored by
Additlonal review of the rasident's medical record Clinieal Supervisors and tracked by
falled to show any further actioh to complete or quality monitoring tool whick will
olarify the physiclan's initial order. Licensed b developod. rl
Practical Nurse (LPN) #3 sfated In interview on 3. 'The DON or designee Wil report
2/24/09 at 1:10 PM she did not know if the consult the findings of quality%onitorh’_\g
had besn completed ar ganseled. She called the to the QIC nt the quarterly meeting
hoapice nurse at 1:30 PM and discovered no for furthor roview and
oonsult wae ever done, LPN#3 oonfirmed the lack reconmendations.
of documentation to oancel or clarify the The facility will ensure that #56 and ali
physician's order. tosident’s physician orders will be carried
npletion, This will be
2. A physician's order, dated 12/11/08, requested :E;;;;?Efeg by:
lmboratory work be performad on resident #58. 1. Develop a tracking sheet for
The requeats included thyroid stimulating proceduros which will show the
hormone (TSH) to moniter the resident's following:
hypothyrold therapy. Ag of 2/25/08 at 10:3C AM, a) Resident
the results of the TH test were not posted In the b) Physistan ardet and dete
rasident'’s medical record. Interview with LPN #4 o) Date drawn ang time
on 2/25/08 at 1045 AM revealad nursing staif d) Result, date anP time
was rezponsible for transcriblng the physioizn's e) Lab result in clart end fax
order ohto & request for the laboratory. She to physician, Nurse
confirmed the physician's order for the TSH test, signature, date) time and
but was unable fo find evidencs the order had when placed i chart.
heen farwarded to the [aboratory. A laboratory
FORM GMS-2567(02-69) Previous Varsions Obsclale Bvent ID:35FGT1 Facility |B; WY0021 If gohtinuation sheet Page 6 of 21
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%) 0 SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S FLAN OF CORREUTION )
IX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL
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F 281 | Gontinued From page 6 Fag1
receptionist was inferviewad by felephone on : zsé cnﬁ? Eﬁaﬁ;ﬂ; E:gemfm red by
212609 at 9:40 AM; she confirmed a TSH jevsl ) Clinica] Supsrvisors and tracked b}’
had not been requested by facility staff for quarterly monitoring fubl which
Fegident #50. will be developed.
3. Agcording to the January 2009 recapitulation of % tﬁ%ﬁ%ﬁ;ﬁﬁﬁfg& jﬂ,‘h’fﬂggm
orders form, resident #44 was to receive oxygen tho QIC at theq warterlyl meeting for
at 2 liters per minute par nasal cahnula. further raview gnd y g
Qbservation on 2/24/08 from 7:30 AM until 8:40 recommendations
PM and agalin on 2/28/09 af 11:18 AM and 11:38 ‘The facility will ensure that #44 bind all
AM shovsgd the resident waa not routinely utllizing e siedent’s oxders will be reviewell and al
oxygen, On 2/256/09 at 10:33 AM olinical ) s
supervigor #1 stated the realdent did not use ;Zq:eswd ?f:;f&gefe complotod, This will
oxygen.and had not for a "iong time." She oo toooswina orders. burse wil
confirmad the physician's order had not been - U F'i‘t :nénﬂgu redussted actions
fallowed or clarified, According to the Wyoming M Ioted and iﬁmm‘med o
State Nursing Practice Act July 2005 and o o b signed, dated
Adminlsirative Rules and Regulations November o e Y SRREG
2003, nurses shall practice under the direction af . M dimte' - & and treatmbmis whon
a physician, Interview with the director of nursing < Mediox i:”vfﬂal‘;’ ":gk ‘in tw g
(DON).ch 2/25/09 at 6:20 PM revesled the f{";‘l’ef; o, Ty OUk ign,
facility's sxpectation that physiclan orders be ‘;1 ;: ﬂ';'b oked b
completed or clarified, with documentation In the 3. Tl.". tf“’ o sk traad b
madical record to show the outcoma, The DON Clitiva Supill‘“ﬂ‘_’“ an I a;‘? s
further stated nurelng staff were expected to q‘}”;"rly mo to;mg bobl whid
review physician's crders and ensure aft will be developed.
requested aotions were completed.
F 282 | 483.20(k)(3)(i) COMPREHENSIVE CARE Fagel o L
58=D | PLANS Rofor to F309 and F315 for details regarding ';74}3%'@9“
. " i d seryices "No*
‘The services provided or arranged by the facility lack of incantinence cate an
must ba provided by qualified persons in “‘ﬁdm ta the plan of caro for fosldoat
acoordance with each residant's written plan of #li4,
care,
This REQUIREMENT s not met ag evidenced
by:
Based on observation, medioa] record review,

FORM CMS-2567(02.09) Provious Varsions Obaojsie

Event |D: 3550611

Fauitity 1D: Wyoo21
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Thie REQUIREMENT Iz net met as evidenced
by

Based on observation, medical racord raview,
and staff interview, the facllity falled to ensure
appropriate care and services was provided far 1
{#114) of 3 sample reskdents with bowel
incontinence. The findings were:

Observation on 2/24/00 from 7:45 AM 1o 10:40
AM (2 hours and 88 minutes) shawed resident
#114 was nat checkad for bows| incontinence.
The resident wes found to be Incontinent of faces
when checked at 10:40 AM by oeriifled nures aide
(CNA) #1 Review of the 8/27/09 significant
change minimum data eet (MDS) assessment
revealed tha resident was ooeasionally
incantinent of bowel and was totally dependent on
staff in all activities of dally living. Intarview with
CNA#1 on 2/24/09 af 10;50 AM rovealed staff
were {o follow the care plan and check the

resident avery two hours for bowsl incontinence.

2. Cate plan will addreas

4, The data will be monitofed by

Shee Wil be Tn-Jviced
[EFaId™ac IO Case plens

(X4} ID SUMMARY BTATEMENT OF DEFIQIENCIES ) PROVIDER'S PLAN OF CORRECTION ¥5)
RREFIX (EACH DEFIGIENCY MUST BE PREQEDED BY FULL, PREFIX (EACH GORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG ORGSS-REFERENCER TO THE APPROPRIATE DATE
DEFIGIENCY)
F 282 | Continued From page 7 F 282
and staff Interview, the facility failed to ehsure &
care plan was followed for 1 (#114) of 21 sampla
residents. The findings wera:
Refer fo FA09 and F315 fur details regarding faok
of incontinence care and services aceording to
the plan of care for resident #114,
F 308 | 483,25 QUALITY QF CARE F 808! g 300 4/30/09
88=D , ' hot#114 endatl (SOOI
%aoh resident must reselve and the facilty must fﬁdﬁgﬁtﬁiﬁﬂ;ﬁ,ﬁgﬂm care and v } i7 /
provide the necessary care and services o aftain servioss with bowel inconﬁnamef This will 0
or maintain the highest practicable physical, be accomplizhed by:
mental, and p?t);]cposoclal weél—bein. In 1. Bowel sssessment formiwill be
accordance with the comprehensive agsessment ' fegion
and plan of care. oomplated on admission, guarterly,

anually and with gigniiicsnt
change.

wel plan
to he followed,

Form will ba developadito track
time frames for assessments,

Clinical Supervisors and traved by
quality monitoring tool which will
be developed,
The DON or desighwe will repott
the findings of quality montioring
to the QIC &t the quarterly meeting
for further roview and
resornmendation,

~

—

FORM CME-2567{02-49) Frevious Vorsions Obsolate

“Event [D:35FGH
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06 I BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORREQTION x5)
EACH DEFICIENGY MUST B
o REGULAYORY OR a6 IDEN TG ?n?rfgnﬁf;r%hj v oﬁ‘Eﬁ%’ﬁéﬁé&&ﬁé&’.ﬁ%;EQ;L’;%%&ER?SE O
DEFICIENCY)
F 315 483.26(d) URINARY INCONTINENCE F 318
88D Fas 4430/08-]
Based on the resident's comprehensive The facility will onsure that #114 and all
assessment, the facility must ensure that = residents will recetvo appropriaty care and Lf/ 17 j p
resident who enters the facility without an setiues with bladdor incontinenpe, This ),
indwelling catheter iz not catheterized unless the will be “""’mi’lisjmd by
residant's clinical condition demonstrates that Bladdex assessmont forfu will be
cetheterization was necessary, and a resident completed on admissiod, quarterly,
who g incontinent of bladder receives appropriate anmally and with significent
treatment and servioes to prevent urinary tract change.
Infections and to restors s muoh normal bladder 2. Cate plan will address bladder plan
function e possible. fo be followed.
3, Foun will bo doveloped to frack
time framoe for assessnisat,
This REQUIREMENT s hot met as evidenced 4. The date will be monitored by
by: Clinieal Supervisors and tracked by
Based on observation, medical record review, quality monitoring t001 hich will
and staff Interview, the facliy falled o ensure be developed,
appropriate care and services for Incontinence 5. The DON oz desxgnea report
was provided for 1 (#114) of 7 sample residents the findings of quality shonitoring
with bladder incontinenos, The findings were: to the QIC at the quartefly meoting
for fnther review and
(Zl’nbiserurfatfc:'qI of regldent #1114 on 2/24/08 from recormmendations, '
7:45 AM to 10:40 AM (2 hours and 55 minutes) . . A -SE
showed g/ha was not E:hecked for bladder S: Falf oy e v
Incontinenge. When the resident was checked for rua ol oo "'_(6 J)‘H’,
incontinance at 10:40 AM, s/he was found to be K ,
incontinent of urine. Review of the 8/27/08 coxd P'GJ‘ .
significent change minimum data set (MDB)
assessmeant for the resldent showed s/he was
usually incontinent of bladder and was totally
dependent on staff for ail activities of dally living.
Interview with certified nurse alde #1 on 2/24/09
at 10:50 AM ravesled staff were to follow the care
plan and cheok the resident every two hours for
biadder incontinence,
F 523 | 483.25(h) ACCIDENTE AND SUPERVISION F 323| F 323 |4,/36705
88=F The facility will snsure that #82, #89, #10,
The facility must ensure that the resident #44 and all residents will have ay ‘d 171 K
environment remaing as free of accident hazards environmment as froe from accidedt hazarde

FORM CMB-2587(02-99) Praviaus Verglons Obsalats

Event |0: 35FG11

Faeillty I0: WyQo21
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) Io BUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S FLAN OF GORREGTION Lmé'r
PREFIX {EAGH DEFIQIENGY MUST BE PREQERED BY FULL FREFIX FzEAt‘.'.!-l CORRECTIVE ADTION BHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG ¢ csa~aal-'enancglg E?q g%E APPROFRIATE DATE
DE
F 328 | Ci 1
3 Continuad F ?m page 9 F 23 F 323 Comtinued from page 9
g8 I8 poaslble; and each resldent racalves a8 possible. Each resident will rdseive
adequate supervision end assistanos davices to adequate supervision and assistace devices
prevent accidanta. to prevent accidents, This will b
accomplished by:
Sido rails:

1. Allresidents will have 4 slde rail
This REQUIREMENT I8 not met as evidsnced Z;fﬁ;ﬁﬁi ooUplets 3 ensues non
by: e,
Based on observation, medioal record review, a) ﬁ;d:;aﬂl:::?sm“ form will
and staff interview, the faclllty fallad to assure the b) Bed S”‘Ptem Monsaboment
environment was free of accident hazards for 4 : mvm.’f will bs nsed for safety
(#82, #80, #'Hle, #44) of 4 sample residents with asaessment
slde rails and In four of four neighborhoods with . |
regard 4o hot water temperatures. The findinge 2, f;ﬁ&i?ﬁﬁ:mgg :’; dlor
were: glde rails changed,

. 3. Bide rail assessmuent will be

SIDE RAILS: somplated with a elgnifioant
1. Obsgrvation oh 2/24/08 at 7:20 AM revealed change in condition,
resident #82 had a speclalized alr bad, which was 4. The data willbe Wu":f ‘11{53’ 4
away from the walls and had full side ralls in the equipment mventaty clark and 0
upright position, Review of the 12/17/08 quarterly report given to DOIN- is will be
MDS ussessment revealed the resident required tracked by quarterly mopdtoring
extensive asslistance for bed mobility and tool which will be deve, TPed-
tranafiers, Further review of the medical record 5. 'The DON of designes wiil roport
showed a safety assesement related to the use of the findings of quality monitoring
bed rails was lacking. Interview with the director to the QIC at the quaiterly moeting
of nursing (DON) on 2/25/09 at 4:08 PM revealed for further review and
the rails were used in conjunction with this alr reconmmendations,
mattresa type in order to prevent the resident 6. Dats will also bo roporied to EOC
from falling out of bed, Af that ime the DON &t menthly meeting by PON or
verlfied there had not been any tyne of safety designee,
asgessment dune,
2, Qbservation on 2/24/09 at 7:40 AM and at 1:45
PM revealed resident #89 was in bad with twa
half ralls In the raised position, The bed ralls were
positioned in the middla third of the bed, There

FORM GMB-2687(02-89) Frevigus Verslony Obsolele Evant ID; 95FG11 Facility 1D WYb0z4 If currtlnuatlon sheat Page 10 of 21
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assistance with bed

recard showed no &
determina if tha bed

this regident,

elevated, According

2128100 at 3:05 PM,
tails for safaty,

for mobility end tran

of side ralls had not

revealed the resldent tried to get out of bed by
herself, Review of the 2/4/09 guarterly Mihirmum
Daia Set (MDS) assessmeant showed the resigant
had Impaired cognition, requirsd limited

for mobility or frangfer, Review of the medloal

resldent, Durlng an interview on 2/26/0¢ st 4:20
PM, the DON verified there had not been a safety
assessment completed related o bed ralf use for

3. Obzservation on 2/24/09 at 8:07 AM reveaied
resldant #10 was slesping with two half bed ralls

Minimum Data Set {(MDS} aageasment, the
regident used the rails for mobility and transfers,
Howevar, review of the medical record falled to
show # safely assessmant for use of the ralle, On

committee stated the facillty did not evaluate glde

4. Observation on 2/24/08 &t 8§:15 AM, 10 AM,

and 11:05 AM showad resident #44 was sleeping
In bed with the back half bed rail elevated, Review
of the 11/28/08 quarterly MDS assessment
showed the resident was coded as using the rail

medical recold showsd a gafely asssssmant for
use of the rail was lacking. Intetview with the

director of the faclity's fall committee on 2/25/09
at 3:05 PM verified safety agsessments with use

mobility, and usad bed rails

gseesmant was done to
ralls wera safe for this

to the 12/10/08 ahnual

the director of the facilify's fall

sfers, Review of the entire

baah completed.

FORM APPROVED
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4] [ SUNMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORREOTION x8)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULS,
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IENCY)
F 323 | Contihued From page 10 F 323
32 { ]
was enough spage between the ralls for an am Tlfe ﬁ&@‘ﬁﬁfgﬁﬁf ,%.f slum of the
or leg to fit through. Interview on 2/24/09 at 7:45 resident rooms the hot watet temperature 3/24/09
AM with oertifled hurse aides (CNAB) #2 and #3 excesded state standards. To rethedy this

situation, Flant Operations adjusted mixing
valves which resolved the probl

Plant Oporations will mondtor water
totnperature on & periodic basis to ensurs
oumpliance.

FURM CMEB-2687(02-59) Previaus Verslons Obaglete

Event 1D, 86FE11
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Continued From page 11

WATER TEMFERATURES
1. Obasrvation on 2/25/0¢ at §:30 AM revealed
the following water lemperatures at sinks:

8. Room #219 - 120 degreas F

b. Room #2185 « 122 degrees F

¢. Room #2009 - 122 degrees F

d, Room #102 - 126 dagrees F

& Room #111 - 124 degrees F

f. Room #308 » 120 degrees F

g. Room #2318 - 120 degrees F

h. Room #5822 - 134 degrees F

. The woman's bathroom outside of the
chapel « 130 degrass F,

2, Interviaw on 2/25/09 at 10:15 AM with
mairienance techniclan #1 revealed thay took
femperatures at tha resident sinks about once &
manth, but did doeumeant any of the checks. He
stated when the temperaturas were checked, they
were "usually 120 to 123 degrees.”

3. Accerding to the American Burn Assaclation
(www.arheriburh.org/Preven/BealdinjuryEducator
sGuide.pdf), third degres burns can oceur within
the following times, bassd on temperature; 120
degrass - & minutes; 124 degrees - 3 minutes;
127 degrees ~ 1 minute: 133 degrees - 15
seconds; 140 degrees - 5 seconds.

453.25()) UNNECESBARY DRUGS

Each resident's drug regimen must be free from
unnecassary drugs. An unnecesaary drug is any
drig when used in extessive dose (inoluding
duplicate therapy); or for éxvessive duration; ar
wlithout adequate meonitoring; or wthout adequate
thdications for its use; or In the presence of
adverse congequencas which indicate the dose
should be reduced or discotiinued; or any
combinations of the reasens sbove.

F 328

F 329

F329
Tha facility will ensure that %10,
rosldent’s drug regltwens are free

unnecesssry medications. "This will be

accumplished by

1. Fhavmaoy cohsult sheetd are
oompletod on each resident

monthly,

a.) Forme sent to ghyslefan

and reviswed.

[#95 and all 4,.4319;1’#99'6

FORM GM8-2667(02-08) Previous Vergione Obsalets

Event {D: 86FG11

Faclity 1% Wyo0z1

if cor*ilnuatiun sheet Page 12 of 21




MAR.20. 2009 3:10PM P ZER WING ONE . No.ser PT
DEPARTMENT OF HEALTH AND HUMAN SERVIGES ' PRINTED: 0312/2000
GCENTERS FOR MED " FORM APFROVED

MEDICARE & MEDICAID SERVICES OMB NG, 0928-0391
STATEM D !
D PLAN OF DORREGTION | [DER Ao Ry, |0 MULTIPLE CONSTRUGTION o CpLern
A. BULLDING i
535022 2 e ' ozizgizuos
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP 00D
PIONEER MANOR NURSING HOME 900 W BTH 97
GILLETTE, WY B271¢
) b SUMMARY STATEMENT OF CEFICIENQIES D PROVIDER'S PLAN OF DORREGTION )
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F 329 | Continued Fro
ontinued From page 12 F228|  p130 Contitued fiom pago 12
. b.) Physleian will respond to
Basad on a comprahensive assessment of a {
resident, the facllity must ensure that residents phgr;?mcy ﬁote sign, duts
who have not usad antipsychotic drugs are not - u‘ﬁ? Arpacy
given these drugs unless antipsychotio drug g’m fgrm. 1o
tharapy is necessary to treat a speific condition °) D‘g’g; orkine
as diagnoyed and documented in the clinical 2. Riskend bet ﬁ?r i?fb R
regord; and residents who use antipsychatio "4 Rm;“m 3 he hyeioish mud
drugs recelve gradual dose reductions, and ggm e.m zﬁ’ .ya" dﬁ )
behavioral interventions, unless clinlcally 8 1 58 Wi A Hical Gviience to
contratndicated, in en effort to dissontinue these 3 ;e’h;‘;sai;'ﬁm monitor For
drugs. unnecessary drugs and nizk and
benefits. Addressing such on
pharmacy consult form,
4, Tho daty will be nmxﬁto'fed by
pharmaoy and DON ang tracked by
This REQUIREMENT s not met as evidanyed quallty monitoring tool jhiots will
by: : be developed. '
Based on medles! recobd review and staff 5. The DON or designes will report
interview, the facillty falled fo ensure 2 (#10, #98) the findings of quality monitoring
of 21 sample residents' drug regimens were free to the QIC at the quartojly meeting
of unnecessary medioations, The findinge were: far fether review aud
recommendations.
1. According o the physician's ordere and the
medication adminletration records, resldent #10
had received Thorazine 26 miligrams (mg) onee
daily, Trazodona 100 mg ¢nce dally, and Ativan 1
trigy four fimes a day since 1/4/05, These ars,
rospectively, an antipsychotiv, an antidepressant,
and an antlanxiety medication. Raview of the
medical racord showed no avidence & dose
reduction for any of the medications had heah
attempted. Nor was there any evidence the
physlelan had determined whether or not
reducing the dosage of these medications was
clinlcally contraindlcated, On 2/24/09 at 4,30 PM
the DON aonfirmed = doge reduction had not
baen aftempted. Furthermore, she gonfirmey the

FORM CMS-2587(02-08) Provieus Verslans Okaolete

Ever ID; 85FG14

Pacility 1D Wyvo2a1
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The facility must ensura that it'ls free of
medication error rates of five percent or greatay,

This REQUIREMENT I8 not met as avidenced

¥

Basad on observation, medical record review,
review of the facility's reference book, and steff
Interview, the facility failed to maintain a
medication error rate under five parcent (%).
Three emors oourrad out of 51 opportunities for
error, resuliing in an error rate of 6.88%. The
findings were:

1. Obsarvation on 2/23/08 showed licensed
practical nuree (LPN) #1 prapared and
admirigtered madioations to resident #1185 at
8:23 FM. These medisations Included Vytorin
10/20 milligrams (mg), Recongiliation of the
medioation pass with the physician’s orders

showed the physiclan ordered simvastafin 20 mg.

The facility will exsore that #114, #40, #72
and all resident's madications wiltl have s
roponciliation of the medication
physlelan’s erders. This will be
accommplished by:

1,

2.

3'

Lo
LPa)

__CENTERS FOR MEDICARE & MEDICAID SERVIGES o'MFBOSg. %szgg\é%ﬁ
STATEMENT OF DEFICIENCIES %1) PROVIDER/SUPHLIE
AND PLAN OF CORRECTION 1) IDENTIFICATION hbn%%é? f;ﬁf;::‘g GONBTRUCTION o) 33&%5;’;";’5"
c
535022 8. WING 02/26/2009
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, QITY, STATE, ZIF COQE T
PIONEER MANOR NURSING HOME S00W 8TH 8T
GILLETTE, WY B2716
(¥4) ID SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'E PLAN OF CORARECTICN
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL iyl
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DEFIGIENCY)
F 822 | Continued From page 13 F 320
physlelan had not provided & clinical rationale as
to whether or hot @ dosage reductlon was
contralndicated.
2. Review of physleian orders showed resident
#05 was presoribed Zyprexa 10 milligrams daily
gince 9/M9/07 to treat anxiety and paranoia,
Review of the medical record revealed there wag
no indication the Zyprexa had been reduced or
any note from the physician to indicate 3 dose
reduction was contraindicated. interview with the
DON on 2/25/09 at 4:05 PM revealed she was
unable to find any Information relsted to eithera
dose reduction or contraindioation for resident
#95's Zyprexa,
F 332 | 483.26(m)(1) MEDICATION ERRORS F 332 7330
88=p 430,08

Uy g

ags with

Pharmnacy will do ail merdiuation
order gheets.
All medieation substitutss will be
okayed by ordering pltysiofan in
writing.
Medications will be given at timea
ordered by physician.
The data will be monitopud by the
Clinical Supervisors ang tracked by
quality monitoring tool which will
be developod,
The DION or desipnee will repott
the findings of quality xi}onitcring
ta the QIC at the quartetly meeting
for further reviow and
recomroendations.

L] \
provige ehoekar o RS ¥

3 .
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Reviaw of the facliily's medication reference book
showed Vytorin is & combination of simvastatin
and another drug. On 2/24/08 at 10:05 AM the
DON stated she chacked with the pharmacy
department, and thay did rot have physlctan
approval to substitute Vytorin for simvastatin,

2. On 2/24/09 at 4:40 PM, LPN #2 was observed
preparing and administering medioations,
including oystershell calciurn 500 mg with vitamin
D 200 my, to resident #40, Reconcillation of the
med|cations with the Decembar 2008
recapitulation of arders showed the physlclan's
order was for Oyatercal 250 myg. On 2/24/09 at
5.45 Pil the DON nonfirmed the wrong
madication had been administared.

8. Observation of & medication paes on 2/25/08 at
12 noon revesled registerad nurse (RN) #1
adrminietarad 28 units of Lantug ineulin
subouianeously In the abdomen to resident #72,
Review of the madioal record for the resident
revaaled an order for Lantus (nsulin datad
12/26/08 which read, "Lantus 28 units, give
subcutaneously at 7 AM dally for type It diabetes”
Interview with RN #1 on 2/25/09 at 12 noon
revealed she had baen administering Lantus
inaulin to the resident at lunch each day,
"because the resldent sleeps Iate.” The nurae
further stated she should discuss the time
discrepanoy concerning administration of the
Lantus Insulin with the ordering physician,
483,80(c) DRUG REGIMEN REVIEW

The drug reglmen of each resident must be
reviewed at least once a month by a licensad
pharracist,

This pharmaciat must report any Irregularities to

F 332

F 428

F428
Paedlity will ensuro that #10, #44

#89, #95, #107 and all resident’s fhat their
druge rogitmena are reviewed monthly by a

licensed Phermacist and potential

4/-30/09

#52, 864, 7],

——
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tha attending physlolan, and the dirsotor of
nursing, and these repots must be acted upon,

This REQUIREMENT is not mst as evidenced
by:

Based on mediesl record review, and staff and
resident Interviews, the facllity falled to snsure
drug regimens wete reviewed monthly by a
pharmacist; that the pharmacist identified all
potential ireguiarities; or that the physiclana
acted upon the reports far 7 (#10, #44, #8582, ¥#84,
789, #85, #107) of 21 sample residents. The
findings ware:

Missing-monthly medioation reviews (MMRs}):

1. Revjew of the medioal record face shest
showed resident #52 was admitted to the facility
an 12/81/08. Reviaw of the pharmacy MMRS for
the resident raveslod there was not a review donhe
for the month of January 2009, Interview with the
of DON on 2/25/08 at 4:.05 PM confirmad the
January 2008 review was not done.

2. Review of the pharmaaizst reviews for resident
#89 revealed no MMRs for Saptembar or Octobar
2008, During an interview on 2/26/09 at 11 AM,
the DON stated there were no pharmacy reviews
for those two months, She stated she called tha
pharmacy, and they didn't have anything.

3. Review of the pharmacisi reviews for resldent
#107 showed no MMR for Beptember 2008,
During an Interview on 2/26/09 at 11 AM, tha

PON stated there was no pharmacy review for

irregularities aro acted upon by ]Lhysician.
This will be accomplished by:
hiimwy

1. Pharmacist fills out p
sonsulf form.

2. TPhatmacy consult fortnis sent o
th copy in

physician by nursing wi
chatt.

2,) When origina] returns —
copy goes in DON folder

with dowrmen
uf physician,

3. Tracking foren for all resfdents to
be developad to ensure 1

completed each month,
4, Data will be monitored
and tracked by quarterl
monitoring ool which
developed,
5, The DON or designes

the findings of quality thonitoring
to the QIC at the quartetly mecting

for further roview and
teconumendations,

Yng Prapacid? Wil
[egytet Pﬁﬁ) e s TS

(x4) I GUMMARY STATEMENT OF DEFIGENDIES b PROVIDER'S PLAN QF CORREDT|ON
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F 428 | Continued From page 15
pag F428| & 428 Contittued from page 15

ToEpONEa

eview is

y DON
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thet month, Ehe stated she vallsd the pharmeacy,
and they didn't have any other documentation to
review.

Pharmaclst hot recagnizing irregularity:

Review of the January and February 2009
tadication administration records (MARS) for
resldent #52 revealed s/he had physiclan orders
beginning on 1/6/0¢ for Vicedin 5/600 tabs every
four hours as needed (PRN) for pain. According
to the MARS tha resident received 50 doses of
the PRN pain madivation in January 2009 and 88
doses from 2/1 to 2/24/08, Raviaw of ihe
February 2009 MMR showed the pharmacist did
not adiiress the routine use of the PRN pain
tnedication as an irregularity. Interview with the
DON on 2/26/09 at 4.05 PM revealed the routine
use of the PRN rnedication had not been
eddreased, Interview with the resident on 2/25/09
at & PM revealed his/her pain was contrelled,
howsver, the resident would rather have the pills
oh & regular schedula so s/ha didn't have to ask
for them,

Lack of MD responss to pharmaciat
recommeandation:

1. Review of the Ostober 2008 pharmacy congult
far regident #85 showed the pharmaclst
recommended an aftempt to reduce the resident’s
Zyprexa,. There was no evidenca in the medical
record that the physiclan respondad to this
racommendation, or that any reduction was made
to the medioation, [ntervisw with the DON on
2/28/09 at 4:.06 PM verified she was unable {0
find any responae fom the physlcian related to
the pharmacist's review, ‘

F 428
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2. According to the physician'a orders and the
madication administration records, resldent #10
had recelved Tharazing 25 milligrama (mg) once
daily, Trazodone 100 mg once daily, sind Atlvan 1
mg four times a day sinoe 1/4/08. Review of the
monthly medioation regima review (MRR) for
resident #10 showsd cn 1/08, 8/08, 10/08, and
11/08 the pharmaciat requested the physiclan st
the risks vs benefits of Thorazine, Trazodone and
Atlvan." Review of the medlcal record showed no
response from the physician related to these
requasts, On 2/24/09 at 4:30 PM, the DON
conflrmed the physician's response was lscking,

3. Revlew of the physlcian's orders showed
resldent #44 recelved Prozso 20 mg twioe daily
and Pepcid 20 mg twine dally. Review of the
pharmacist's 1/13/09 "Physician Action Report”
for the resldent showed the pharmavist requested
the physiclan "review risk vs. benefit' of
inyressing the reedent’s Prozag, Further review
showad, that dus to the resldent's creatining
clearance, the pharrnaciet also requaesied, on
11/08 and 12/08, that the physiclan decrease the
resident's Pepeld dose to once daily. Nohe of
these requests were signed by the physician and
the medication doaages remained unchahged.
Intarview with the DON &h 2/24/09 at 4:30 FM
revesled the physiclan signed the pharmacist's
MRRs when an irregularity was identified or 2
raguest made. Af this time, she confitmead the
MRRs had not keen signed by the physiclan, and
there was no evidehoe the physician was aware
of the Irragulsrity,

4, Revlew of the pharmacist's monthly MRR for
the past year showed the pharmasist identified
irregularitiss in Septomber, Qotober, and
Novamber of 2008 for resident #69. On 2/24/09 at
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4:30 PM the DON stated that the physiclan sighed
the pharmacist's reviews when an irregulartty was
identified or a ratjuest made, Review of the MRRs
by the DON on 2/26/09 at 3:30 PM verified they
were not signed by the physician. Since the
| recommendation had not been followed, there
was no evidenoe the physiclan was actually
awars of the Irregularity.
F 441 | 483.658(z} INFECTION CONTROL F 444 ¥ 441 000
88=p NT— :
; . The facility will ensure #69 and gl residents
The facility must establish and maintain an will obtain docient training on fufeotion Y ’ i0p¢

infection contral program deslgnad to provide a
safe, sanitary, and comfortable ehvironment and
to prevent the development end tranemission of
dieease and infaction, The fagllity must establish
an Infecfion control program under which it
Investigates, controfs, end prevents infactions In
the facliity; decides what procedures, such as
igolation should be applisd to an individual
resident; and malintains a record of incidents and
corrective actions related to infections.

This REQUIREMENT s not met as evidenced
by:

Based on abservation, medical record raview,
and staff interview, the facility failed to ensure 1
(#69) of 1 resident who did herthis own coloatomy
carg was tralned In infectlon gontrol techniguas
and monitored for cumplianes with appropriate
hand hygiene standerds. The findings were:

Puring an interview on 2/26/0¢ at 3:50 PM,
resident #69 stated s/he changad his/har own
colosfomy bag at hight. The resldent furthar
stated, and observation at that time confirmed,
that s/he coutd not wear glaves due to
contractures In her/his fingers and hands, The
resident added faces “...goes everywhere.,."

pontrol tackmiques and monitored for
compliance with appropriate hann& hygiene
gtacards. This will be accomplished by:
1. Ostomy care will be completed by
hursing staff unless spedifically
documented on care plan,
2, Specifio doeumentation/duoation
for independent care is g follows:
a) Bvahuate feasibility of
revident performing task,
b)) Educate in self
performance of task
including infection control
fechnique,
Return demonsfration of
performance offtask,
Cheok off list developed
for each tayk add signed
by instructor end
tesident/family
Cheok off list placed in
chart, Result will be care
plamed.
3, Monitor procedurs for compliance
of infectlon sontrol prcc:futians.

c.)
d)

o)

4,  Ammally monitoring of elf
pexformed task will be iracked by
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referring to the wheelohalr, bed, hathroom, and F 44&&;&?&?&3&% §e 1s:;he Ie Tist
the her/his body and clothing, The resident stated will be cunf Jeted and lace::j in ¢
her/is spouse sometimes changed the chat P
colostomy kag, The spouse was present at the .
interview and agreed with that statement. The 3. ﬁzlgﬁ?ifmlflg’mge 0“23’ m&”
following concerns were idantifled ratated to oy ‘;:m °;°mljz‘a o
infection contral practices: ;lz’:w&“ ehart, Kesultiwill be caro
a. Review of the resideni's medioal record . .
failad to show evidence the resldent was 6. 211;“ mda"lasmmm"“‘“fd bi g
avaluated or sducated to provide self-care for e btV 30T & E‘"’ha by
herfhls colostomy. The record further revealed E“ad tym"“g""’“\g toolfwhioh wi]
the resident had chronic urinary tract infections, to 2 eveloped. it
include a history of pesltive culiures for + The DON oz designes will roport
methicillin-resistant Staphylocogous sureus the findings of quality sponitoring
(MRSA). to the QIC at th:a quartefly meeting
b. Review of the resident's current cara plan, far furiher review end
dated 2/7/09, falled to show any goa's related to Tecommendations,
the restdent's self-management of the colostomy.
There were =lso no goale relatad o catheter care
for this res'dant. In addition, the plan did not
address inf ~ction control precautions associated
with the resident's higtory of MRSA colonizatian.
Further, the care plan lacked Inferventions to
engure both the resident 2nd spouse laarned and
practiced prmper hand hyglena appropriate for the
level of care they performed.
The DON c=nfirmed in Interview on 2/26/09 at
11:10 AM rasident #69 and herhis spouse
changed thn colostomy bag and, at fimes, the
resident's catheter bag. She canfirmed staff had
not educated, and were net monitoring the
resident for infectian sontrol precautiona ¢r hand
washing tecrinigues appropriate for this leval of
self-care,
F 520 | 483.75(0)(1} QUALITY ASSESSMENT AND F 520 F 520 /30759
88=C | ASSURAN::Z Fucility will ensure thet phyeisias is present
at quality assurance meetiogs. Thiswillbe | 7o 9
accomplished by:
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The quality assessment and assurance
committee maats at least quartarly to identify
iesues with respedt to whioh quality assesamant
and agsurance activities are necessary; and
devalops and Implements appropriate plans of
gotion to enrract identified quallty deficlencies.

A Blate vr the Seoretary may not raguire
disclosure of the records of such committee
exceptinsofer as such disolosure is related to the
compliance of such committee with the
requirements of this section,

@Good faith -stetnpts by the committes to Identify
and comect cuality deficlencies will not be used as
a basis for s unctions.

This REQUISEMENT is not met a8 evidenced
by:

Based on staff interview and review of qualify
assUrance {QA) mesting minutes, the facility
failed fo ensure the QA committee had Included a
physician for the past year The findings ware:

Revlew of the QA meeting minutes dated 4/17/08,
7H17/08, 10M6/08 and 1/15/0¢ revealed there was
not any physician among those present Interview
with the DCN on 2/26/09 at 9:50 AM confirmed a
physician veas not part of these mestings,

3, All members nuiffied of new date,

4, DON will sond remindet of
moeting to all merbers fhe woek
before.,
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F 520 Continued From page 20 ;
pag F820) 520 Continued from page 20
A facility must maintain a quallty assessment and 1. Moeting with Medical Director and
agsurance committee consisting of the director of " educate hmportance of bising
nureing services; a physivian designated by the prosant st meetings,
fac!lgtyl. and at keast 3 other members of the 2. Now dato set for QIC quarterly
facility's sti. ¢, moetings
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