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Preparation and execution of
the response and plan of
Arecartification survey was conducted by correction does not constitute
Healthcare Licensing and Surveys on 9/6/16 an admission or agreement by
through 8/9/16. Complaints Investigated during the provider of the truth of the
tha course of this survey were complaint Intakes

facts alleged or conclusions
WYQ000002238, WY000002244, WY000002254, :
WY000002270, and WY000002271. set forth [n the statement of
deficiencies. The plan of
The following common abbreviations are used correction is prepared and/or
throughout this document: executed solely because it is
required by the provisions of
ADLs: Activities of Dally Living the state and federal law. For
CNA: Ceriified Nurse Alde the purposes of any allegation
DON: Director of Nursing that the facility is not in
MD§: Minimum Data Set substantial compliance with
II?;]N gﬁgﬁ;&egggﬁél Nurse federal requirements of
) participation, this response
Less commonly used abbreviations wiil be and plan of correction
annotated in each deficiency. constitutes the facility’s
F 153|483,10(b)(2) RIGHT TO ACCESS/PURCHASE F 153 allegation of compliance in
58=p | COPIES OF RECORDS accordance with the State
Qperations Manual
The resident ar hiz or her legal repressntative has '
the right upon an oral or written request, to F153 Right to access/ Purchase copies \
access all records pertaining to himself o herself of Records ‘ “3(05 ol
including current clinical records within 24 hours 1. Corrective Action
(exchuding weekends and holidays); and after - Medicare and Medicaid
receipt of his or her records for inspection, to o N
purchase at a cost not to exceed the community benefit application
standard photocoples of the records or any information was posted on or
portions of thern upon request and 2 working before 10/05/2016 by the
days advance notice to the facilily, Executive Director or
Degzignee. '
gyf"i‘iS- REQUIREMENT is not met as evidenced 2. 1D of Others

Based on observation and staff interview, the

LABORATORY RIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVES SIGNATURE TITLE X\ SEI0ATE || H\?. o
0

Any defl nteoding Wit i fEt enafes a deficiency which the institution may be excused from comacting providing It Is detarmired that

othar Ards providesy Melsrifarite:

28l "ﬁ»" Blettion ia the mﬂv@ta. (See Inatructinns.} Except for nuraing homes, tha findings ataled above ame disclosable 50 days
follawiny the date of surveirwiidtter of not a pian of cormetion is provided. For nursing homes, the abova findings and plans of correction sre discasable 14
disyn foljowing the data thesa, dacumentstite mada avallable 1o the facliity. If deficiancies ars clted, an mpproved plan of comection i requisie to continued

program participation,
bt B (LOVAL
FORM GMS-2507{02-0%) Frevious Veraions Evant I0:EXST11 Factlty 1D: WYOH18 . IF camynuatign sheet Page 1 of 25
| Heoitnoare Licensing §99E@/ it Lece Lowe Ww‘f‘f’ffgﬁﬂ on \Ys8))0 aﬁ
£ gsgfpx ig \‘IO'PM‘ p@(\ %%ﬂ% M




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 0Dar23/2016
FORM APPROVED
OMB NO. 09380381

GRANITE REHABILITATION AND WELLNESS

3128 BOXELDER DRIVE
CHEYENNE, WY B20(1

STATEMENT OF DEFICIENCIER (%1) PROVIDER/SUPPLIER/GLIA (xéj MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANR PLAN OF CORRECTION IDENTIEICATION NUMBER: A, BUILDING
c
535013 B WING 09/09/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGLULATORY OR LEC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE,

DEFICIENCYY

[X5)
COMPLETION
OATE

F 153

F 241
88=D

Continued From page 1

facility failed to ensure Medicare and Medicald
benefit application information was prominently
displayed. The findings wers:

Observation on 8/9/16 at 12:20 PM revealed no
evidence the facility had displayed Medlcare and
Medicaid benefit application information,
Interview with the administrator at that time
ravealed the facility provided that Information in
writing upen admission to residenis and the
Power of Attorney. However, she confirmed the
facility falled to prominently display that
Information in the fackity.

483 15({a) DIGNITY AND RESPECT OF
INDIVIDUALITY

Tha facility must promote care for regidents ina

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 evidencead

Based on observation and staff Interview the
fachity falled to promote the dignity of residents
during three random observations. The findings
wera:

1. Continuous observation o 9/6/16 beginning at

12:24 PM showed resident #37 was seated ata
dining room table with twa other residents who
had been served a meal. Intarview with resident
#37 at 12:27 PM revealed the resident had milk,
but sthe was unsure why s/ha had not received
any other food. Qbservation at 12:33 PM showed
one of the resident's tablemates had finished
eating and pushed hisfher plate away. Two staff

F 183

F 241

4,

The Executive Dircctor
completed a visual audit of
the facility postings with
regard to Medicare and
Medicaid benefit application
information and found that the
postings were not specific to
how to apply.

Systemic £

The Executive Director or
designee will randomly
inspect to ensure the Medicare
and Medicaid benefit
application information is
posted. '

The Executive Direstor or

designee will report results of
the audit to the facility
monthly Quality Assurance
Meeting for 90 days or until
substantial compliance has
been achieved or sustained as
determined by the committee,

F241 Dignity and Respect of
Individuality

1.

Corrective Action

Resident #37 was provided a
meal. Education of the staff
was provided on September

to{ostzo,
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14, 2016 regarding serving
F 241 Continued From page 2 . Fa4 meals timely and serving
members observed the meal and did not identify table mates together.
the resident did not have a meal until 12:36 PM,
12 minutes Iater. The podiatrist was talked to
2. Observation on 8/6/16 at 11:15AM showed the on 9/6/16 regarding
podiatrist parformed exams and treatments on performing exams and
three residents in the dining area, while ather treatments in common arcas
residants ware engaged in activities. (dining room) and was shown
a private area to perform
3. Interview with the OON on 9/8/16 at 11:43 AM exams and treatments,
revealed that personal cara performed in the
dining area in front of other residents and resident 2. (D of Others
not getting served at the same tgne as Ee?iééﬂsﬁo reside in the
?nig?gnm;t:‘? could make the residents feel Center have the potential to
F 244 483.15(c)(8) LUSTEN/ACT ON GROUP F 244 be affected
5s= | GRIEVANCE/RECOMMENDATION )
3. Systemic Changes
When a residant or family group exists, the facility The podiatrist will check in ‘
must llsten to the views and act upon the with social services each time
grievances and recommendations of residents in the facility. Social servicss
and families concemning propoged palicy and will give the podiatrist their
operational declsions affecting resident care and list of residents to see and will
life in the facllity. be escorted to the area the
regident exam and treatments
‘This REQUIREMENT is ot met as evidenced are to be perfortmed.
by: . .
Based on resident and staff interview and review Education of staff with
of the resident councll minutes the facility falled to regards to meal service and
act upon the griavances of residents brought to podiatry visit process was
staff’s attention during resident council meetings completed on or before
for 3 of 3 months reviewed (June, July, August). 10/05/2016 by the DNS or
The findings were: designee.
1. Interview with the resident group on 9/7/16 at
10 AM revealed that 9 residents agreed that
grievances brought forth during monthly resident
FORM GME-2567(02-00) Frevious Versions Obsoleie Even! 10: EX0T11
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. Dining room monitors will
F244 Connqued Fr:om page 3 ded F 244 complete a random audit of
cour;cll éneetmgs were not responded to or two (2) meals per day, five (5)
resaived. times per week for four (4)
2. Review of resident council meeting minutes weeks to ensure that
datad 6/2B/16 showed resident concems included Residents sitting at tables are
call light response time, room temperatures, served timely, that staff arc
housekeeping services, laundry services, missing hand washing as appropriate
resident clothing, missing garbage bin, night time: and staff have appropriate
nursing services and requests for small plastic behavior during dining
bags for resident use. Further review showed service
there was na evidence tha facllity responded to
2:@25: 223ﬁ2lfr communicated resolution to the Social services will audit the
- podiatrist for compliance to
3. Review of resident council meeting minutes the process of seeing and
dated 7/26/16 showed resident concarns included treating residents in the
faundry services, missing clothes items, dietary facility with each monthly
sarvices, meal service disruptions, missing visit for three (3) months.
personal items, nolsy phones at nurses station,
raquest for more activities, and ranuest for 4. Monitoring
birthday recognition's. Further review showed The Director of Nursitg
thare was no evidance the facility responded to Services. or designee will
the grievances or communicated resolution o the Its of g0 -
resident cauncl, report results of the audit to
the facility monthly Quality
4. Review of resident councll meeting minutes Assurance Meeting for 90
dated 8/30/16 showed resident concems Includad days or until substantial
food quality, food cholces, food praparation carts, sompliance has been achieved
laundry services, and outdoor activities, Further or sustained as determined by
review showad there was no evidence the facility the committee,
responded to the grievances or communicated
resolution o the resident council. F244 Listen/Act on Group Crievance/ ldQShwo
5. Interview with the activities director on 8/9/46 at Recommendation
11:02 AM ravealed any concerns that come out of ] .
the resident council meeatings were supposed to 1. Corrective Action
be tracked on social services loge, and further
stated a resident council response form was used
for concerns genarated in the councll. The activity
FORM CMS-R587(02-28) Pravious \arlson Ohsolats Event (D EXETA! Facitty 1D: WYOD18 if continuation sheet Page 4 of 28
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An audit of the facility
F 244 Continued From page 4 ) F244 Resident Council minutes
director stated no concerns had been gdentiﬁed from June, July and Augnst
m":"‘t;‘:;e council meetings for the pravious 3 2016 were reviewed to ensurc
" facility responded
F 263 | 483.15(h)(2) HOUSEKEEFING & F 253 fhe taor 1y responded or
5= | MAINTENANCE SERVICES Outstimding fg done
The facility must provide housekeeping and grievances were resolved on
maintenance services necessary ta maintain & or by 10/05/2016.
sanitary, orderly, and comfortable interior.
: 2. Activities Director or
Designee to ensure Residents
Ihis REQUIREMENT I not met as evidenced were interviewed/ andited
y: during resident cil em
Based on obssrvation and staff interview, the s conel
09/27/2016 and any
facllity falled to ensure 4 of 4 resident areas evances rted are
(First, Second Floor, Third Floor, Reflections e lood :;W e & ded
Unit) were clean and in good repalr. The findings resolved and/ or responded to
wers: the resident on or by
10/05/2016.
Observation on 9/8/18 from 4:15 PM through 5:15 3. Activities Director or
PM ravealed the following environmental issues: Designee to complete a
_ random monthly audit of
1. The following iSFUBS concarning doors and resident council grievances to
door frames were identified: ensure resident council
a. The door to the ice machine area off of the grievances are responded to
first floor dining room had an area on the right deiit i
frame broken loose from the floor that measured 4 andyor Tesq ved.
33 inches up which created an uncleanable ' gz:‘i‘éﬁf;v?i‘]’;ﬁm or et all
surface. : 1 enSUre that a
b. The two entrance doors to the main dining new resident council
area on the first floor had a 8 inch by 72 inch area grievances are reported on a
across that was darkened with dirt and debris to “gricvance from” for
which created an uncleanable surface. individual grievances and
. The bathroom doar in room #220 facing distributed to the Social
the room had & 8 inch by 3 inch hole at the Services Director or designee
hottem of the door. The inner bathroom door area to be o ' é d on the oricvance
by the hinges was separating from the floor that o be logg &
measured 40 inches up which created an
FORM CMS-2667{02.48) Previoiy \Varslans Obsslate Evant [D: EXGT11 Fucilty I0: WY0oB If cantinuation sheet Paga 5 of 29
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. : log and distributed to the
F 253 | Continued From page 5 F 253 appropriate team leader for
uncleanable surface. resolution. The completed
d. The inner bathroom door in room #222 had resolution and/ot response
a chip at the bottom that measured 14 Inches up will be reported back to the
which created an uncleanahble surface. resident council the following
. The inner bathroom door in room #217 had : h . d. ' i
yashes at the bottom that measured 20 inches up month on a “resident counci
across the 36 inch floor which created an response form”.
uncleanable surface. i
f. The second floor central supply door facing Results of the Resident
the hallway had kickplate damage with a missing Council Response form will
area 4.5 inches across and 9 Inches long. be reported to the facility
g. The front door to room #228 had kickplate Quality Assurance Meeting
dﬂmt?g_?h%gnf;es anImss. door Kickblate In raorm by the Activities Director or
. The: bathraom Inner door Kickplate In roo -
#227 had an area torn off 12 inches by 16 Inches. g:ﬁﬁgf;fg::;}:%fm 90 days
i. The kickplate on the front dogr of room i has been achieved
#225 was damaged on the inside at the bottom compliance hias been achieve
that measured 36 Inches up. or sustam?d as determined b}f
. The fire doors In the hallway outside of the committee.
room #225 both had damage at the bottom that
measured 38 inches up with missing chipe on the F253 Housekeeping & Maintenance lb{USl'ZDﬂp
hinge side. l Service
k. The front door Kickplate to room #207 had
gashes in each side from the floor that measured 1. Corrective Action
36 inches up. The Maintenance Director or
|, The bathroom door in room #203 had 4 dea - ¢ have Tote, d the
holes with the largest hole measuring 2 inches in | Gesigne comp
diamater. The doorframe on the right had follow: )
damage from the floor that measured 48 inches a. The door frame to the ice
up which exposed metal and created an machine area off of the first
uncleanable gurface. floor dining room was
m. The bathroom door in rcom #320 had a § repaired on or before
inch by 4 inch hole at the bottom. 10/05/2016.
n The bathmom‘daor in room #319 had two b. The entrance doors to the
gc;:::sﬁ ge largest which measured 2.5 Inches by first floor main dining room ,
o. The bathroom door of raom #308 had one
hole that measured 2 Inches by 3 inches, and
another hole that measured 4.5 inches by 4.5
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floor was cleaned on or before
. F 253 | Continued From page 6 F 253 10/05/2016.
inches, ¢. The bathroom door hole
p. Tha closet doar in room #301 had paint and separation near hinge to
scraped off on the JeR at the bottom that room #220 was repaired on or
measurad 20 inches up. The front t:Ioc!t;1 ufbtl;& before 10/05/2016.
room had a crack along the hinges at the bottom Y
that measured 18 inches up. This damage g(;;hlezg;ﬂ:::i:;ig?:dc};});?
created an uncleanabla surface,
before 10/05/2016.
2. The following issues conceming floors were €. The bathroom door gashes
ldentified: in room 217 was repaired on
a. The exit door on the first floor dining area or before 10/05/2016.
(currently used for activities) had a missing £ The 2™ floor central supply
threshold 36 inches across. The area of the door damaged kick plate has
missing threshold under the doar was callecting been repaired on or beforc
darkened dirt and debris, and the outside could 10/05/2016.
be seen hetween the bottom of the door and the
floor, Alsa, the right side of the door was dirty g The font door derreecd
from the fioor to the top of the door, P “
b. One tife to the right of the ice machine door repaircd on or before
in the first fioor dining area had a circular hole 2.5 10/05/2016.
inches in diameter, This hole was darkened and h. The bathroom inuer door
created an uncleanable surface. tomn kick plate was repaired
. The wooden and black rubber divider strip on or before 10/05/2016.
36 Inches long and 12 inches wide between the i. The front door damaged
main dining room area on the first fioor and the kick plate to room 225 was
ice machine room was damaged with wear and repaired on or before
scrapes, whlcnlégoﬂactad dirt and debris and 10/03/2016
created an uncleanable surface. . .
d. The floor in the dining area behind the J. The damaged hallway fire
second floor nursing station by the front door had doors with chips on the hinge
2 chips through the tile, the largest measured 2 side outside of room 225 was
inches by 1 inch. The areas were darkened with repaired on or before
dirt and debris, and the damaged area was an 10/03/2016.
uncleanable surface. Two 12 Inch by 12 inch tiles k. The front door kick plate
near the door were hrown stained, gashes to room 203 was
¢, The floor against the auter windows In the
second floor maln dining area was dirty and
damaged 52 inches acrogs, which crested an
uncleanahle surface.
FORM CMS-2587(02-05) Pravinus Varsions Obsciate Event (n EXST1 Factily 10: WYG010 if continuation shest Page 7 of 29




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/22018
FORM APPROVED
OMB NO. 0938-0381

{. The floor of the shower area fo the east of
the elevators on the second floer had a darkened
mold-like substance along the edges between the
floor and wall far ali four walls. The floor to wall
comers fo all walls outside of the showar had
damaged grout that created an uncleanable
surface and had become brawnisth.

g. The floor by the back bed in room #2298
had 10 tiles which each measured 12 inches by
12 inches and wara darkened and dirty with dirt
and debris, Tha toliet in the bathroom had
missing and damaged caulk between the toilet
base and floor that was urine colored and created
an uncleanable surface,

h. The floor by the fropt door in room #226
had tle dsmage 16 inches across which was
darkened with dirt and dabris and created an
uncleanable surface.

i. The tollet In the bathroom of reom #210 had
missing and damaged caulk batwaen the tollet
basa and fioor that was urine ¢olored and created
an uncleanable surfacs,

j- The threshold to the front door of room
#325 had skains on the fioor which measured 8
Inches by 42 inches.,

k. The front of the floor to the Reflactions Unit
shower room had difty duct tape 24 inches
dcross.

1. The "Office” door acrosa from the third floor
Nursing Station had hagaboard in the hallway fo
the left that was damaged 8 Inches across and
was opened at tha wall seam. This damage
created an uncleaneble surface.

m. The dining area behind the third floor
nursing station had a missing bageboard on the
left wall area that measured 4 inches by 4 inches.
An area on the right wall had a 4 inch by 4 inch
darkened and dirty araa,

n. The floor against tha outar windows In the
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repaired on or before
F 253 | Continued From page 7 F 253 10/03/2016.

1. The bathroom door holes
and doorframe exposed metal
was repaired on or before
10/05/2016.

m. The bathroom door hole in
room 320 was repaired on or
before 10/05/2016.

n. The bathroom door holes in
room 319 were repaired on or
before 10/05/2016.

0. The bathroom door holes in
room 309 was repaired op or
before 10/05/2016.

p. The closet door arcas of
room 301 seraped off paint
and the front door hinge area
were repaired on ot before
10/05/2016.

q. The exit door on the first
floot dining avea threshold
was repaired and cleaned on
or before 10/05/2016.

t. The tile hole to the right of
the ice machine door on the
1* floor was repaired on or
before 10/05/2016

8. The main dining room area
on the first floor, wooden and
black divider strip and ice
machine room wear, scrapes,
dirt and debris‘was repaired
and cleaned on or before
10/05/2016.
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" with paint chips on the flaor. The damage created

‘mast of the elevators on the second floor, fad

third floor main dining area was dirty and
damaged 52 inches across, which craated an
uncleanable surface. There was 36 inches of the
damage that exposed metal.

3, The following miscellaneous issues concemning
facility cleanliness and maintenanca were
Identified:

a, Acelling vent cover 24 inches by 24 inches
at 6 feet from the exit door in the main dining
aren on the first floor was covered with gray dust.

b. The hest vent in the bathroom of room
#212 was scraped and rusted 36 inches across

an uncleanabla surface. A clrcular vent cover in
the ceiting 40 inches in dlameter was rusted
around the cover.

¢, The tub In the tub and showar reom, to the

itemns stacked In the tub which included
wheelchair footrests, wheelchair cushions, and a
walker. Ahoyer lift was against the tub. The
items In the tub were collecting dust and debris,
and the cluttar created an uncleanable
environment. The ceiling had & vent cover 8
inches by 14 Inches that callected dust. The
metal edges of the ceiling light were rusted on all
sides with chipped palint that was dropping an the
floor.

d. The sink incated at the assisted dining
area on the gacond floor outside of the DON's
office had the baseboard loose to the right of the
sink cabinet from the floor to 5 Inches up, The
area was darkened with dirt and debris.

e. A sit-to-stand lift located in the bathroom of
roor #229 was dirty with multiple whitenad and
brownish stains.

t The towel rack in the bathroom of room
#225 was torn from the wall,

o) D D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTION GHOULO BE | COMPLETION
™a REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
t. The dining area behind the
F 253 | Gontinued From page 8 F 253 pursing station on 2™ floor

had chips and a stain in the
tile that was repaired and
cleaned on or before
10/05/20186.,

u. The 2™ floor main dining
area against the outer
windows was dirty and
damaged was cleaned and
repaired on or before
10/05/2016.

v, The 2™ floor shower area to
the cast of the clevator was
cleaned and grout repaired on
or before 10/05/2016,

w. The tiles in room 229 near,
hed B and bathroom floor was
cleaned, and the caulking
around the toilet was caulked
on or before 10/05/2016.

X, The front door floor tile in
room 226 was repaired on or
before 10/05/2016.

y. The toilet in rootn 210 was
caulked and the bathroom
floor was cleaned on or before
10/05/2016.

z. Front door floot threshold
stains in room 325 was
repaired on or before
10/05/2016.

aa. The Reflections Unit
shower rootn dirty duct tape
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Each resident must receive and the facllity must
provide the necessary care and services to attaln
or maintain the highast practicable physical,
mental, and psychosocial weil-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced

Based an observation, medical record review,
staff Interview, and review of policy and
procedures, the facility failed to ensure 1 of 3
(#15) residents with constipation received

x4} b SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
PREMX (EACH DEFICIENCY MUST HE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCERD TO THE APPROPRIATE BATE
was retoved and cleaned on
F 253 | Continued From page 8 F 253 or before 10/05/2016.
g. The celling in the Reflections Unit shower bb. The “office™ door across
room had various spots with paint chips and from the third floor Nursing
rusted areas. The towal rack was also locse. Station bageboard in the
h. The air conditioner at the third floor main hallway to the left was
dining area had dirt and gray dust underneath at repaired on or before
the vented area, and tha vent covar was [00se. 10/05/20 1’6
i. The heater vent caver in the batiroom of cc. The di n.‘ behind th
room #212 was rusted & inches up and 36 Inches hied ¢ dining area behind e
across, and had chipped paint and darkened dirt hird floor nursing station had
and debris. a missing bascboard on the
left wall arca was repaired
4. Tour with the maintenance director on 9/9/16 at and the right wall was cleaned
10:20 AM confirmed the issues with bullding on or before 10/05/2016.
damage. The maintenance director stated he dd. The floor againsi the outer
intended to repalr the issues, Howaver, the facility windows in the third floor
falled to have a plan with a timeframe for those main dining area was cleaned
repalrs. Interview with the housekeeping and .r sﬁred on orbefore
supervisor on 9/8/16 at 11:15 AM confirmed the 10/050/30!6
areas of the bullding found to be dirty were In - o
need of housekeeping sttention. ee. The cefling vent near the
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 308 exit door in the main dining
88=G | HIGHEST WELL BEING ' area on the 1% floor was

cleaned on or before
10/05/2016,

ff. The heat vents | the
bathtoom of room 212 was
repaired on or before
10/05/2016.

ff. The tub in the shower
room east of the elevators on
2™ floor was decluttered and
cleaned as well as the ceiling
vent was cleaned and the
ceiling light was vepaired on
or before 10/05/2016,
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appropriate care and traatment. This faiture
resulted In hospitalization and actual harm to the
rasident. In addition, the facllity falled to provide
timely assessments for 1 of 13 sample residents
(#8) with falls. The findings were:

1. Review of the 7/26/16 annuai MDS
assessment showed resident #15 had diagnoses
that included non-Aizheimer's dementia,
depression, and diabetes mellitus. Additionally,
the resident required total assistance of 1 or more
par=ons for toileting, was always incontinent of
bowel and bladder, did not have a toileting
program, and did not have constipation present
Review of the July 2016 medication
administration record (MAR) showed the rasident
raceived a fertanyl duragesic patch (narcotic
transdermal patch) 75 meg/hr (micrograms per
hour) every 72 hours and
oxycodone-acetaminophen Smg (milligrams)-325
mg by mouth 2 times per day for pain
management. Further, the resident received
Lexapro (anti-depressant) 10 mg by mouth avery
day. The following concams were Jdentified:

a. Review of the "Resident Functional
perfarmance Record" for July 2016 showerd the
rasident had a large howel moveiment :
documentad on 7/26/18. This was the only
recorded bowal movement on this document for
13 days between 7/20/16 and 8/1/16.

b. Reviaw of the MAR for July 2016 showed
the resident had an order for docusate sodium
(stool softener) 100 mg by mouth every day as
needed: however, thera was no evidence the
medication was administered during the month.
Further, there was no evidence the facility's bowel
protocol was implemented during July 2016 for
the resident.

¢. Review of a nurse's note dated 7/25/16

second floor baseboard was
repaired on ot before
10/05/2016.

‘hh. The sit to stand located in

the bathroom of roorm 229
was cleaned on or before
10/05/2016.

i, The towel rack in the
bathroom of room 2235 was
repaired on or before
10/05/201 6.

jj. The ceiling in the
Reflections Unit shower room
and the towel rack was
repaired on or befors
10/05/2016.

kk. The air conditioning vent
in the 3 floor main dining
toom was repaired and
cleaned on or before
10/05/2016.

11, The heater vent cover in
the bathroom of room 212
was tepaired on or before
10/05/2016.

mm.
ID of Others

The Maintenance Director or
designes cotmpleted an audit
of resident cate area doors
have been repaired of any
large broken/loose frames,

]

4 1D SUNMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION ()
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TAG REGULATORY OR L.3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
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gz. The sink located outside
F 308 | Continued From page 10 F 308 of the DNS officc on the
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chipped, gashed, damaged
F 308 | Continued From page 11 F 309 kick plate, holes, paint
and timed 10 PM showed the resident "yelled out scraped or cracked also that
in paln after being put to bed.” Further, the note floors have been repaired
showed the resident stated "My rectum hurts® from any missing threshold/
while having 2 bowel mavement. holes, seraped, chipped, mold
d. Review of a nurse's note dated 7/26/16 Iike, or damaged caunlk,
and timed 6 PM showed the physiclan was damaged or missing
notified because the residert kept cornplaining of baseboard as well as ceiling
ractal pain and was “yelling out a lot.” Further, the | d . .
rota showed the resident stated "{she] yells | and heating vents gre repaired
sometimes for attention® and "[s/he] would yel from damage, rust or dust on
even when someone wasn't touching (him/her].* or betore 10/03/2016 to
The facflity received an order for preparation H (a ensure doors, floors a“d‘
toplcal anasthetic for hemorrhoids) to be appiled ceiling are in good repair.
twice per day and as needed.
0. Review of a nurse’s nota dated 7/28/16 Systemic Change
.z'md timed 12:45 AM showed the resident The Maintenance Directot
ucf?g?duc?:‘w cry out when tumed or care given and Environmental Services
: Director or designee to
{ Review of a nurse's nute dated 7/29/16 and . . :
timed 3:30 AM showed tha resldent “yelle out in randomly audit two (2) times
pain during incontinence care,” per week doors, floors,
‘g. Review of a nurse’s note dated 7/30/16 ceilings and vents to assess,
and untimed showed the resident “still yslls out a repair and/or clean any newly
lot." discovered areas,
h. Reviaw of a nurse's note dated 7/31/18
and timed 3 PM showed the resident "continues Maonitoring
?dﬁrl\l:ttfreafm pain medications wera The Maintenance Director
x l;egﬁé ofa ndtr}?e's hr;c;’:{e date 811116 and ;"{:i:ﬁ?ﬂg:g;; Sorviees
tim ghowed the physician was notified of o
staff and family's paln concems. Further, the note report '{e‘sults of the audlt_to
indicated the resident was transported fo the the facility monthly Quality
emergency department by ambulance at 1:55 Assurance Meeting for 90
PM, days or until substantial
| Review of the hosphal discharge summary compliance has been achieved
dated 8/4/16 and timed 3:19 PM showed the
resident had an ileus, and obstipation (sevare or
complele constipation) was identified on a
computed tomography scan from the emergency
FORM GMS-2567(02-09) Previous Versions Obaclals Event I EXBTH Eaciity 1D WYOD18 If continuation sheet Page 12 of 28
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the hospital with a diagnosis of lleus (inabillty of
the Intestine to contract nomally and move waste
out of the body).

|. Raview of the "Resident Functional
Performance Record” for August 2016 showed
the resident had no bowe! movement charted for
5 days from 8/0 through 8/13, 3 days from BT
through 8/19, and 4 days from 8/23 through
8/26/2016. Raview of the MAR for August 2016
showed there was no evidence the bowel protocol
was implemented when the resident had no
documented howel movement for more than 3
days.

m. Review of the policy tile "Bowel Protocol”
fast updated July 2014 showed "...1. Each
resident is placed on a daily bowel monitoring

ram. 2. For residents at risk for
constipation/fecal impaction, the following care
plan interventions are implemented:

a, Inltiate hydration program. b, Increase fiber
in diet (refer to the diet manual for detaile). c.
Increase exercise and physical activity
{restorative and/ar activities). d. Initiate a
toileting/retraining program. e. Administer stool
eoftener per physician order. 3. The licensed
nurse reviews tha howel monitors dally, 4. If 3
resident does not have a howel movement for 3
days administer Milk of Magnesia per physician
order on day 4. 5. If Milk of Magnesia offers no
results, administer a stimulant leative
suppository (Biscodyl, etc.) per physician order on
day 5. 6. If resident continues to have no results
from suppository, administer an enema within 4-6

hours of receiving suppository. 7. If no results

Resident #15 has returned to
the facility, resident’s bowel
tegime is being followed and
documented on the functional
performance record. Resident
has had no significant
complaint of pain or excessive
days without BM.

Resident #6 was assessed and
evaluated and an incident
report was completed.
Corrective action was
completed with identified
staff members and the
incident was reviewed in the
Interdigciplinary Team
meeting,.

ID of Othex

Residents who reside in the
Center have the potential to
be affected.

The Ditector of Nursing
Services or designee
completed an audit of current
resident Bowel movement
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or sustained as determined by
F 309 | Continued From page 12 F 309 the committee.
room. Further, the regident was not able to
receive manual disempaction (removal of stool) F309 Provide Care/ Services for D‘D’S‘m
due to the stool being high up In the rectal vautt Highest Well Being
k. Review of a nurse's note dated 8/4/18 and
timed 5:45 PM showed the resident returned from . Corrective Acti
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‘ I oo DEFGENCY
(BM) records on or before
F 308 | Continued From page 13 F 309 10/05/2016 to ensure the BM
from enemna, notify physician." ' protocol is being followed.
n. Interview with the DON on 9/8/16 at 3 PM
revealed nurses should have implementad the , The Director or Nutsing
facility's "bowal protoco!” for residents without a Services or designee
bowel movement for 3 daya or more to prevent completed random staff
impaction. interviews to inquire, that
2. Review of the 7/19/16 admission MDS besed on the fall management
assassment showed resident #6 had dlagnoses | education provided on the
that included atris! fibriliation, hypertensian, description of a fall,
dlabetes mellitus, and non-Alzheimer's dementia. “unintentional change in
Additionally, the resident required supervision for position coming to rest on the
transfers, bed mobility, and toilet use. The ground, floor or onto the next
following concerns were identified: . lower surface™; if any
a. Continuous ohservation an 9/8/16 between residents met the criteria and

4:05 PM and 5:18 PM showed tha resident was In
hisfher room kneeling on a pillow that was
positioned on the flocr. The resident was leaned

needed to be assessed. No
further findings of concern

back against the footrest of tha reciiner which identified.

was pushed nearly to a closed position. CNA#1 )

observed the resident on the fioor and asked the 3.  Systemjc Change
resident if sthe was okay and tumed on the call The Director of Nursing
light to notify the nurse. LPN #1 entered the Services re~educated nursing
resident's room where she was Informed by the staff regarding fall

CNA that she knew the resident was not to be : management and

moved and she needed to get help. The LPN
stated at that tima, "It wasn't reslly a fall.” Further,
the LPN and CNA assisted the resident off the

documentation of BM's on
9/14/16 and 9/29/16, the

floor by placing their hands under the resident's education included where and
arms and lifting him/her to a standing position. when to document, why

The CNA then assisted tha resident to the documentation is important,
restroom with & walker; however, a gait belt was and what happens when

not used. After using the restroom, the resident documentation is not

was assisted to ambulate to the dining reom. completed,

After the resident was found knaelifg on the floor,
there were no vital signs obtained and no
neurclogical or phyzical assessment compieted
on the resident. _

b. Review of an interdisciplinary progress
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The Director of Nursing or
£ 309 | Continued From page 14 F 308 Designee will complete an
note dated 9/6/16 and timed 5 PM showed audit of the functional
"resldent's name] attemped to get out of performance rccords for BM
[hisMer] reclyner (sic) this afternoon-{s/he] management daily times 30
scooted to the ft (foot) rest when staff noted days, then weekly tines two
(him/her}- Pt (patient) ed (education) glven on call @ r;| onths :
light use...'; . ’ e
. Review of an interdisciplinary progress . .
note dated 9/7/18 at 1 AM showedr);ha residant The Director of Nursing or
had increased confusion and was assisted to bed Designes will randomly
with his/her walker. ) interview staff 5 times per
d. Review of an intardisciplinary progress week for four (4) weeks to
note dated 9/7/18 at 7:50 PM showed the inquire if any resident met the
physician was notified to follow up on abnormal criteria of a fall.
fab values. The facility received an order to send
the resident to the emergency room for evaluation 4, Monitorin
and treatment. The Director of Nursin
o. Interview with the DON an 9/8/16 at 11:43 Servi e &
AM ravealed the RAl manual version 3.0 was the ervices or designee will
facillty's referance for the definition of a fall report results of the audit to
f Review af the CMS Resident Aasessment the facility monthly Quality
Insteurnent (RAI) manual version 3.0 showed 2 \ Assurance Meeting for 90
fall ag an *...Unintentional change in posltion days or until substantial
eoming Yo rest on the ground, floor or onto the compliance has been
ne)ét lower sr;rface (e.g. onto a bed, chair, or achieved or sustained as
bedsida mat)...” 3 :
0. Review of the faciitty policy titled "Fal determined by the committee.
Evaluation and Management" updated January . ,
2016 showed "...Post-Fall Ducumentation: 1. The 1;323 Free of Accident Hazards/ lD\(ﬁhDVo
canter utilizes the Fall Scene Investigation Report upervision/ Deviees
to assist with post-fall evaluation. 2. After the
resident has bean evaluated and cared for, the 1. Corrective Action
licensed nurse:ta. Cgimpletes ea%n interdiscipﬁnhaw Resident #135, #38 and #45
progress note, Including 3 brief summary of the :
fall.g the nursing evaluation, actions taken, who w§.s assessed for the, size of
was nutified, and the resident's condition. b. The sling to be used during
nuree campletes orthastatic vital signs as listed transfer via Hoyer, education
above. ¢. The nurse completes a blocd glucose
reading at the fime of the fall (only if diagnosed
diabetic).  d. Updates the care plan with newly
FORM {348-2687(12-99) Pravicus Versions Ohaclete Evant [0: EXITH Faciiity 1D: YWY0018 If continuation sheet Page 15 of 29
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changes per protocol. g, Resident is monitorad
for 72 hours post fall, h. Follows up with the
physician and respanstble party, as neaded, to
provide updates. i. Continues to follow the
resident evary shift for the next 72 hours,
dacuments findings and resident condition In the
Nurse's Notes,.." '

483 25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The faciity must ensure that the resident
anvironment remains s free of accident hazards
as Is pussible; and each resident recelves
adequata supervision and assistance devices to
prevent accldents.

This REQUIREMENT Is not met as evidenced
by

Based on observation, staff interview, medical
record raview, policy and procedure review, and
review of manufacturer's recommendations, the
faciiity falled to ensure safe transfers were
complated for 3 of 13 sample rasidents (#15, #38,
#45) who used a mechanical [ift. In addftion, the
faciiity falled to ensure 5 of 6 hallways (second
fioor A hall, second floor B hall, sacond ficor C
hall, third floor A hall, third floor B hall) were clear
of unsafe environmental factots, and 1 of 7
medication storage areas (Reflections Unit
medication cart) were secure while not in use.
The findings were:

1. Ohsarvation on W6/16 at 4:40 PM showed CNA
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. was provided to the CN.A.’s
F 309 | Continued From page 16 F 309 regarding safe use of a Hoyer,
identified interventions, as needed.... f. Alerts education was provided to
following shifts to fall and care plan/care directive where extra slings ate kept

and how to select the size and
type of sling to use for
resident individualization.

The medication cart on

F 323 Reflections Unit was secured
immediately upon findings
and ¢ducation was provided
immediately to the nurse by
the Executive Director on
09/09/2016,

Room #212, #220,#226 #229,
the dining area of the
Reflections Unit, #320, 3
floor purses station and #307
with loose heater vent covers
will be repaired by the
Maintenanee Director or
Designee on or before
10/516.

The fire extinguishers outside
of room #211 and outside of
room #320 will be repaired by
the Maintenance Director or
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Designee on or before
F 323 | Continued From page 16 F 323 10/5/16.
#2 and CNA #3 used a mechanicat lift with a sling
that had green trim to transfer resident #15 from
bed to @ wheelchalr. The CNAs confirmed at that 2 w.t_hs;& o
fime the sfing was too big for the resident; Any resident utilizing a Hoyer
however, a smaller one was hot available at that lift can be affected.
time. Further, thera was a fall mat on the floor by
the bed and the wheals of the it were rolled over . .
the mat while the resident was in the sling. Director of Nursing or
Review the manifacturer quidelines of the Designee will complete an
mechanical lift elings showed that the size large audit of each resident using a
sling with green trim was appropriate for residents Hover lift f ot
welghing 70-120 llograms (154-264 pounds); o a‘;":"?'a‘e
however, the most recent weight recorded for the sling size completed on or
resident, dated 9/4M8, was 89 pounds, The before 10/05/2016 and
manufacturer recommended sling for this weight resident care directives have
was a small sling with red trim, appropriate for been updated wi .
1 updated with the size of
36-680 Kllograms (77-132 pounds.) the sling to be utilized for the
2. Review of "tolios (sic) Ultralift Electric Lifter resident.
User Manual* datad 2720/13 shawed ".__Safely
Information...visibly Inspect sfing prior to each use . PR
to ensure sfing Is the comect type, size and The Director of Nursing o
design to handie ifting;...Raising the designee will complete
Resident.. WRONQ SLING SIZE CAN ALLOW random visualization audits of
RESIDENT TO FALL OUT-READ SLING USER environmental factors that
GUIDE.. Transporting the Resident 1. Roll the fift 'f"I‘.m‘;“ 1 ac f’és ‘2 are
onto a smooth, unabstructed surface whan unsafe in hallways five (5)
transporting a resident..." times per week.
3. Observation on 8/6/16 at 5:02 PM showed CNA 3. Systemic Change
#2 and CNA#4 entered resident #38's room with d - _
a full body lift, The CNAS assisted the resident to Random Andits of medication
¢it forward and placed the sling around the carts being secured will be
resident and atttgched it to the it CNA#2 raised completed by the DON or
the resident in the [ift and positioned it over the ; :
resident's bed, During the transfer, the designee five (5) times per
mechanical Ift traveled over a fall mat that was
laft in the pathway, After providing care, the sling
was attached to [Ift and the resident was lifted
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week to ensute mcdxckmon
F 323 | Continued From page 17 Fa23 carts are secure,
and transferred back to the resident's wheelchair,
During the transfar, CNA#2 stated, "The fall mat The Director of Nursing or
rnakes It difficult to mave the lift. Designee will complete a
4. Observation on 9/6/16 at 11:20 AM showed random visualization audit of
CNA#7 and CNﬁa#:B tg'ansfearrded Ar::idant #45 0 a hands-on Hoyer lift transfer
from the wheelchair to the bed. After securing the five (5) 4
resident in the siing, both GNAS rolled the hayer ve ( ):m“ per week :‘?
ift over a thick floor mat in arder to position the ensure the approprate shing
mechanical lift above the bed. During size and that staff are not
transportation over the mat, the Iift tipped slightly rolling over the fall mat.
causing the resident to swing.
5. Interview with the DON on 9/9/16 at 3:30 PM Director of Nursing or
revealed she befleved the faclifty had a sufficlent designee provided the
amcunt of slings in all sizes and was unsure why following cducation;
the CNAs assisting resident #15 didn't use the Education was provided to the
correct sling skze. NS )
staff regarding Hover lifts,
6. Interview with the staff development sizing slings, types of slings
coordinator on 9/8/18 at 10:55 AM revealed fall to usc, and notrolling a
mats ghould be removed before maving the fift to Hover lift gver a fall mat o
ensure resident safety during transfers. yer it ove n
9/14/16 and 9/29/16.
7. Ohservation on 9/9/16 at 12:58 AM showed the Education was provided to the
medication cart in the Reflactions unft was not : ;
locked. At the time, there was not a nurse prasent staft reg'tirdmg environmental
in the unit; however, & CNA and a resident were hazards in hallways on
near tha medication cart. 9/29/16. Education was
B. Interview with the administrator on S/9/16 at provided to the murses
. In e adm ron ) . . "
1:20 AM verified medication carts should be regarding securing medication -
locked if the nurse is not present, carts on 9/29/16. Education
. . was provided to the nurse
9. The following concems with loose heater vent identified individually along
covers were identified;
a, Tha heater vent caver was off over the
entire back wall of room #220, which exposed 2
metal cover fasteners with sharp edges,
FORM CMB-7567[02-88) Previous Varsions Obsolele Event ID: EX5T41 Facify 1D: WY0018 if confinustion sheet Page 18 of 29
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with disciplinary action by the
F 323 | Continued From page 18 F 323 DNS on 09/09/2016.
b. The heater vent cap far the left end in o
room #212 was off, which exposed a 7 Inch sharp 4. Monitering
metal edge. The Director of Nursing
¢. The bathroom heater vent cover was off Services or designee will
over the entire side wall of reom #2289, which report results of the audit to
g:;POSEd 2 metal cover fasteners with sharp the facility monthly Quality
ges. Assurance Meeting for 90
__d.The heater vent cover was off over €8 days or until substantial
inches of tha back wall of room #226, which " has b hieved
exposed 3 metal cover fasteners with sharp ﬁfﬁt:%ﬁ :: d:f;;i‘;h:;’;y
edges. ; ,
e. The dining area of the Reflections Unit had the committee.
a heater vent ¢cover off 72 inches acruss, which
exposed 4 metal cover fasteners with sharp F364 Nutritive Value/ Appear, lO’ 3‘20“0
edges. Palatable/ Prefer Temp 0
f. The back hall heater vent cover outside of
room #320 was off on the left side, which 1. Corrective Action
mm 1 metal cover fastener with sharp The milk was discovered as
g. The back wall haster vent cover in the noéz;tithe ?‘?“ temperature
dining area behind the third floor Nursing Station and disearded.
was off 8 inchas acrass, which exposed 2 metal
cover fastenars with sharp edges. 2. 1D of Others
h. The wall in the hallway across from raom The Dietary Manager or
#307 had a heater vent cap off that exposed a 10 designee will complete an
inch by 4 inch metal edge that was sharp and audit on or before 10/05/2016
dirty. of the temperature of Milk to
. ensufe it was found to be at
13, g i soncaming e e cometemerar.
a. The haliway fire extinguisher well outside
of mom #211 had a missing cover which mada
the fire extingulsher unsecured, 3. Systemic Change
b. The hallway fire extinguisher well outside The Dietary Manager and/ or
of room #320 had a Plaxiglas cover that was Dieﬁcian or Designee will
cracked from top ta bottom in multiple areas, randomly audit the
which made the fire extinguigher unsecured.
41. Tour with the malntenance director on 8/9/16 ,
FOR CMS-2557(0298) Provious \ierslons Clhesiata Event 10: EXETY FaxiiRy ID: WYO018 i continuation sheet Page 19 of 29
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. temperature of milk five (5)
F 323 Continued From page 19 F 323 times per week to ensure the
-at 10:20 AM confirmed the issues with heater proper temperature of milk is
vent covers and fira axtinguishars. The maintained at time of service.
maintenance diractor gtated he intended to tapair
plen with a timeframe for those repairs. 10/05/2016 with regard to
F 364 | 483.35(c){1)-(2) NUTRITIVE VALUE/APPEAR, F 364 ; :
g5k | PALATABLE/PREFER TEMP milk temperatures.
Each resident recelves and the facility provides 4 :rMh-'l'%t.m'_-?l’."’ Desi
food preparad by methods that conserve nutritive he Dietician or Lesignee
value, flavor, and appearance; and food that is will report results of the audit
palatable, atiractive, and at the proper to the facility monthly Quality
tempemature, Assurance Meeting for 90
: days or until substantial
compliance has been achieved
This REQUIREMENT [s not met as evidenced or sustained as determined by
by: the committee.
Based on observation and staff imElMew tgat
facility failed to engure food was maintained at a )
temperature considered palatable during 1 of 2 F371 Food Procure, Store/ Prepare/ 10]05]24{0
mea) chservations (lunch meal service), The Serve- Sanitary
findings wers:
1. Corrective Action
1. Obsarvation of the second fioor noon meal on Tterns with an expired used by
9/8/16 showed a carton of milk was removed date were immediately
from the bin of lce, which was used to transpaot it discarded.
from the kitchen at 12 PM and Eiaeed onda m%&?
next to the steam cart, The milk remained on the
‘1"‘2',?,, throughout the meal service which ended at o __LWeODg:a:y Men ageror
g Designee will complete an
2. A test tray was requested at 1 PM which audit on or before 10/05/2016
includad a glass of milk from the carton that had of the Walk in refrigerator, nd
been sitting at room temperature for an hour. The Floor Dining room
temperature of the milk was taken with a digftal refrigerator, 3" Floor Dining
probe by both the surveyor and the registered room refrigerator and the
dietitian (RD). The temperature of the milk was
5B.3 degrees Fahrenheit (F).
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, Reflections Dining Room
F 364 | Continued From page 20 F 364 refiigerator to ensure
cotitainers are labeled with the
3. Interview on with the RD 9/8/16 at 1:05 PM appropriate “use by date” and
revealed the expectation was milk should be kept items beyond the use by date
on ice or refrigerated until the polnt of service. are immediately discarded.
4. Observation of a test tray an 9/611: at 1:05 PM Systemic Change
showed two surveyors and the RD obtained the y .
iast food tray off of the service (ine and tested 11:;2;1);1:?\31# ::I?\gﬁt‘:a
temperatures. One surveyor and the RD tasted dal gf,_ o picte a y
the items on the tray. After the surveyor explained a:.}_y 1}’“ (5) times per woe
to the RD the milk on the tray had sat out audit of the Walk m
between 12 Noon and 1 PM before being poured refrigerator, 2" Floor Dining
for the test tray, the RD refused to taste the milk room refigerator, 3" Floor
because it had bean out "too long." Dining room refrigerator and
the Reflections Dining Room
5. According o Food Code 2013, U.S. Public refrigerator to ensure
Health %%’:fiioﬁig" grﬁé;é{?ggE’;‘:‘e‘g;::m% < containers are labeled with the
prepara ) 1 3 3 e, 27
used as the public health control as specified ?&g:‘ﬁat:n dufﬁebgsg%te di?ed
under §3-501.19, and except as spacified under bl 15° 1Y
(B} and in {] (C ) of this section are immediately discarded.
TIME/TEMPERATURE CONTROL FOR SAFETY .
FOOD shall ba maintalned: (1) At 570C (1350F) Staff education on or before
or above, except that roasts cooked fo a ' 10/05/2016 with regard to
temperature and for a time specified in labeling containers/ food with
3-401.11(B) or reheated as specified in the appropriate “use by date”
3-403.11(E) may be hald at a temperature of and Ttems beyond the use by
540&?l (1300F) or above; or (2) At 5°C (41°F) or date are immediately
less. discarded.
F 371 | 483.35(l) FOOD PROCURE, F 37
58=F | STORE/PREPARE/SERVE - SANITARY Monitorin
The tacility must - The_Dietary Managgr or
(1) Procure food from sources approved or Des:gm_:e will repor t results of
considered satisfactory by Federal, State or local the audit to the facility
authorities; and monthly Quality Assurance
{2) Store, prapars, distribute and serve food
under sanitary conditions
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Meeting for 90 days or until
F 371 | Continued From page 21 F a7 substantial compliance has

This REQUIREMENT Is ot met as evidenced
hy:
gased on obsarvation snd staff interview the
facility falled to ensure food was stored and
distributed under sanitary conditions in 3 of 4 food
storage areas (kitchan, second floor, Reflections
Unit). The findings were:

1. Obsarvation on 9/6/16 at 5:27 PM showed a
clear container containing an oranga liquld was
servad by an unidentifed staff member to
residents in the second fipor riain dining room.
The contalner had a [abel which stated "Use by
8/5116."

3. Observation on 9/7/16 at B:30 AM showed the
refrigerator in the Reflections Unit, located in the
area of the nurses’ station, had two Individual
sarving cups of orange slices, 6 individual serving
cups of a yellow galatin-like substance, & squirt
bottle of applesause and 1 individual serving cup
resembling margarine with a use by dates of
9/8/18. Further, thare was an unlgheled pitcher
flled with liquid that resembled apple Juice,

3, Observation on 9/8/18 at 9:25 AM showed the
refrigerator in the Reflections unit had two
individual serving cups af a yelfow pudding-iike
substance, 5 individual serving cups of a yellow
gelatin-lke substance, a squirt bottle of
applesauce, and 1 individual serving cup of
orange segments all with a use by date of 9/6/16.
Further, there was one individual serving cup of

mixed frult with a uge by date of 9/716.

F441 Infection Control, Prevent
Spread, Linens

« 2 IDof Others

been achieved or sustained as
determined by the committee.

[lej’?bl(ﬂ

1. Corrective Action
The Director of Nursing or

Designee to provide the
following education on or
before 10/05/2016:

Resident #20, #38, #39, #45,
#51, #52, #68 C.N.A,
Education was provided to
address changing gloves
during cares, hand hygiene,
catheter bag positioning,
handling of linens, hand
hygiene during meal scrvice
and assisting resident’s during
dining time, and reasons we
cannot blow on resident’s
food to the staff,

Residents wha reside in the
Center have the potential to
be affected. Director of
Nursing or designes to
compete random audits on or
before 10/05/2016 to observe
C.N.A, cares with residents
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The facility must establish and maintzin an
Infaction Control Program designed to provide a
safe, sanitary and comfortable anvironment and
to help prevent the developrent and transmission
of disease and infection.

{2) Infection Controt Program

The facifity must establish an Infection Control
Program under which it -

{1) Investigatas, conlrols, and pravents infections
In the facifity;

(2) Decides what procedures, guch as isolation,
should be applied to an individual resident, and
(3) Malntains a record of incidents and carrective
actions related to infections.

(b) Preventing Spread of Infection
(1) When the infection Control Program

EFICIEN DER/EU 1A MULTIPLE CONSTRUCTION {X3) DATE EURVEY
STEMEToTpERaBIGES o) FrovosusurUERGUs | g AT ETT
' C
535013 B. WING 09/09/2016
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DER'S PLAN OF CORKECTION
FeégFls( Mmgﬁﬁﬁm pa[EDch @P&O\&Rﬂm ACTION SHOULD BE wkg%m
TAG REGULATORY CR LSC IDENTIEYING INFORMATION) TAG caosamneggﬁn TO THE APFROPRIATE
including changing gloves
F 371 | Continued From page 22 F 371 during care, hand hygiene,
catheter bag positioning,
4. Interviow on 9/9/16 at 9:45 AM with the Dietary handling of linens and
Manager revealed food stored In areas outside of blowing on residents’ food.
the kitchen neaded to be better munitored and
outdated food thrown out. 3. Systemic Change
The Director of Nursing or
5. According to Food Coda 2013, U.S. Public designee provided nursing
Heafth Servica: 3-501.17 "(A)...refrigerated, staff education on or beforc
READY-TO-EAT, POTENTIALLY HAZARDOQUS 10/05/2016t0 address
FODD (TIMETEMPERATURE CONTROL FOR hanging gl during care
SAFETY FOOD) prepared and hefd In a FOOD ]‘i ALINE EIOVES QuIing cares,
ESTABLISHMENT for more than 24 haurs shall and hygiene, catheter bag
be clearly marked to indicate the date or day by positioning, handling of linens
which the FOOD shall be consumed on the and blowing on resident food,
PREMISES, sold, or dizcarded when held ata
temparature of 5°C (41°F) or less for a maximum Director of Nursing or
of 7 days." designee will randomly audits
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 five (5) times per week for
ss=g | SPREAD, LINENS

four (4} weeks to observe
C.N.A. cares with residents
including changing ploves
during care, hand bygiene,
catheter bag positioning,
handling of linens and
blowing on residents food,

4. Monitoring
The Director of Nursing or
Designee will report results of
the audit to the facility
monthly Quality Assurance
Meeting for 90 days or until
substantial compliance has
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determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The faclitty must prohibit employees with a
communicable disease or Infected skin leglons
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct residant contact for which
hand washing is indicated by accepted
professional practice,

{<) Linens

Personnel must handle, store, process and
transport linens 5o as to prevent the spread of
infection.

This REQUIREMENT Is not met as evidenced
by:
Based on chsarvation, medical record review,
staff interview, and policy and procadtre raview,
the facility fafled to ensure infection pravention
techniques weara followed during 2 of 7
observations of parineal care (#20, #38), and 2 of
2 mea! service observations {Involving residents
#30, #51, #52, #58), Additionally, the faclity failed
{0 ansure appropriate urine drainage bag
piacement for 1 of 1 sample residents (#45) with
a urinary catheter. The following concerns were
Identified:

1. Obsarvation on 9/6M186 at 4:05 PM showad CNA
#2 provided perineal care to resident #20 who
was incontinent of bowel and bladder, Further
observation showed the CNA cpened the
resident's bedside dresger, obtalned a new

F456 Essential Equipment, Safe
Operating Condition

1. Corrective Action

The Maintenance Director or

" Designee repaired and
defrosted the walk in freczer
on or before 10/05/2016.

2. 1D of Others
The Dietary Manager or
designee will complete an
audit of the walk in Freezer to
ensure there is no frost build
up on or before 10/05/2016.

3. Systemic Change
The Dietary Manager or
designee will audit the walk
in freezer three (3) times per
week for four weeks then one
(1) time per week until
substantial compliance to
ensure there is no frost build
up.

4. Monitoring
The Dietary Manager or
Designee will report results of
the audit to the facility
monthly Quality Assurance
Meeting for 90 days or until

package of wipes, and placed placed the soiled
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been achieved or sustained as
F 441 | Continued From page 23 F 441 determined by the committee.
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substantial compliance has
F 441 Continued From page 24 F 441 been achieved or sustained as

gloved hand Into the wipe contalner to obtain
more wipes, Further, the CNA wiped stoal from
the residant's buttocks then transfarred the soiled
wipe her clean hand and threw the wips in the
waste basket, After providing perineal care, the
CNA pulled up the residents pants and pulled
down the resident's shirt without removing the
sojled gloves.

#2 provided perineal care to resldent #38 who
was Incontinent of howel and biadder. Further
observation showed the CNA applied a new
incantinence brief, pulled up the resident's pants,
and touched the mechanical lift and sling without
removing the soiled gloves.

3. Interview with the staff development
coordinator on 9/9/16 at 10:55 AM revealed staff
should remove soiled gloves before touching
clean iterns to prevent cross-contamination.

4. Observstion on 9/6/16 at 11:55 AM showed
LPN #1 assisted resident #52, #51, and #39 with
thalr noon meal. During the obsarvation, LPN #1
touched resident #52 and the resident’s
wheslchalr and removed resident #39 milk from
resident #51, The LPN then assistad residents to

LPN left the table to refill resident #81 milk and
cut the resident's food, The LPN returned to
resident #52 and assisted the resident to eat
without perferming hand hyglene,

5. Ohservation on 9/6/16 at 12:43 PM showed
CNA #5 was assisting regident #68 with his/her
meal. The CNA had a bow! of unknown food and

assisting the resident to eatit

2. Observation on 9/6/16 at 5:02 PM showed CNA

aat without performing hand hygiene, Further, the

blew on the food while mixing it in the bow hafore

determined by the committee.

F468 Corridors have Firmly Secured
Handrails

1. Corrective Action
The Maintenance Director or
designes repaired the
handrails on the second floor
near the unit manager door,
the handrails to the right of
the second floor utility door
and the handrails to the left of
the reflections unit in the
hallway on or befors
10/05/2016.

ID of Others

The Maintenance Director or
designee will complete a
facility wide audit of
handrails on or before
10/05/2016 to ensure the
handrails are firmly secured
and safe to hold.

Systemic Change

The Maintenance Director or
designee will randomly audit
handrails one (1) time per
week to engure the handrails
are firmly secured and safe to
hold.

iojoshote
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F 441 | Continued From p;s\ga 25 F 441 4. Monitoring
The Maintenance Director or
6. Interview with the staff development Designee will report results of
coordinator on 9/8/16 at 3:15 AM revealed the the audit to the facility
facility expected staff members to perform hand monthly Quality Assurance
hyaiene in between agsisting residents to sat and Meeting for 90 days or until
staff should not blow on rasident food because it substantial compliance has
tould Increase the risk for rasident infection. been achieved o sustained as
7. Medical record review showed resident #45 determined by the committce.
was readmitted to the facility on 5/4/16 at 12:45 . .
PM status post left hip fracture rapair and a Foley F505 Promptly Notify Physician of #ID‘DSIZDM
cathetar was Inserted on 9/5/16 due to urinary Lab Results
retentlon. The following concems were identified:
a. Observation on 9/6/16 from 3:20 PM {o 6 1. Corrective Action
PM (2 hours and 40 minutes) showed the Resident #45 laboratory
resident lying on histher back with his/her head results were reported to the
elevated at 3 45 degree angle. During the physician on or before
observation, the resident's legs were bent at the 09/08/2016
knees with twa plllews supporting them which ‘
also created 3 45 degree angle, The resident’s o
catheter bag was attached with straps above and 2. IDof Others
below his/her left knee which prevented Du'e'ctor of Nursing or )
downward flow of urine. Designee to complete an audit
of all lab results on or before
8. Interview with the staff develapment 10/05/2016 for the past 30
coordinator on 9/9/18 at 9:15 AM revealed it was days to identify any other lab
the expactation of ;he fici‘lity t% h?ve catheter results that had not been
drainage bags be kept below the lavel of the rted to the e
bladder to prevent urinary tract infactions. reported to the physician.
9. Accarding to Lippincott Nursing Procedures 3. Systemic Changes
saventh adiion page 396 "...Position the dralnage Director of Nursing or )
hag below the leve! of the patient's bladder to designee educated nursing
facllitate drainage and pravent stasls of urine, staff on or before 10/05/2016
which Increases the rigk of CAUTI tegarding following up on lab
(Catheter-Assoclated Urinary Tract Infections).” results.
F 458 4B3.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 456
88=p | OPERATING CONDITION
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Lab audits will be conducted
F 456 | Continued From page 26 F 456 weekly for the next 4 wecks,
. and contihue until substantjal
The facility must malntain all essential compliance has been achieved
mechanm, elecl’nml, and patlenl care or sustained.
eduipment in safe operating condition.
4. Monijtoring ‘
This REQUIREMENT is nat met as evidenced The Director of Nursing
by: Services or Designee w1;l]
Based on observation and staff interview the report {"’_5“13 of the audit to
facillly falled to maintain essential equipmentin a the facility monthly Quality
safe operating condition for 1 of 1 walk-in freezer. Assurance Meeting for 90
The findings were: days or until substantial
compliance has been achieved
1. Ob§ENaﬂOﬂ on 9!6,16 at 11:10 AM ShOWBd thﬁ or Sus‘tﬂined a8 detmined by
walk-in freezer had a buildup of frost on the the committes.
shelving, exhaust fans, freezer strip door, and on
the floor.
2. Observation on 9/9/16 at 8 AM showed the
frost in the walk-in freezer continued to coat the
exhaust fans, freezer strip door, and the fleor,
Further, the frost had obscured the food box
labels on the top shelvas of the freezer making
the content of the boxes unreadable.
3. Interview with the maintenance director on
9/9/16 at 8:20 AM revealed he was aware of the
problem, bt did not have a plan with a timeline
for repalr,
4. Interview with the dietary manager on 9/9/16 at
9:45 AM revealed that the food in the freszer was
available for immediate uss. Further, she stated
she was aware of the frost In the freezer and the
malntenance manager was working on it
F 468 | 483,70(h}(3) CORRIDORS HAVE FIRMLY F 468
§8=D | SECURED HANDRAILS
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Continued From page 27

The facility must equip carridors with firmly
seoured handralls on each side.

This REQUIREMENT is not met as evidenced
by: ‘

Based on observation and staff interview, the
facility failed to ensure handrails were firmly
secured and safe to hold in 2 of 8 resident
hallways (Second Floor B Hall, Reflections Unit).
The findings ware:

1, Observation on 9/8/18 at 3:50 PM ldentified the
following loose and/or damaged handrails:
a. The handrails on each side of the second

-| floar unit manager door in the hallway ware looge

at 18 inches across each,

b. To the right of tha secand fleor utility doar,
the handralis were rough to the touch and the
wood was splintered 47 Inches across.

¢. To the left of the Reflections Unit in the
haliway, one handrail was loose B Inches across.

2. Tour with the maintenanca diractor on 9/8/16 at
10:20 AM confirmed the issues with handrails.
Tha maintenance director stated he intended to
repair the [ssues. However, the facility failed to
have a plan with 3 timeframe for those repalrs.
483, 75(j)(2)(i1y PROMPTLY NOTIFY PHYSICIAN
OF LABR RESULTS

The facliity must pramptly notify the attending
physician of the findings.

'llj'his REQUIREMENT Is not met ag evidenced
'
Based on medical record review and staff

F 488

F 505
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Interview the faciity falled to promptly notify the
physician of laboratory reports for 1 of 13 sample
residents (#45), The findings were:

1. Reviaw of tha medical record for resident #45
showed:

a. A physician order for a TSH and Free T4
(laboratory tests to determine thyroid  function)
was {0 be done oh 6/23/18.

b. Afinal copy of the laboratory results dated
6/23/16 and printad on 9/2/16 was In the
medical record. The report was faxed to the
physician on 8/2/16 {71 days after the tests were
completad). The report revealed both the TSH
and Free T4 were not within the normal reference
range for each anaiyte,

c, New physician orders were recelved on
9/8/16 which increased tha dose of [avothyroxine
(medication used to traat thyroid dysfunction)
from 50 1o 75 meg per day.

2. Intarview with the third floor unit manager on
8/9M8 at 11:40 AM verified this laboratory result
was missed and was discovered through an
audit
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