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A recertification survey was conducted by
Healthcare Licensing and Surveys on 2/6/17
through 2/9/17. Complaint WY000002285 was
also reviewed in the course of this survey,

The following comman abbreviations are used

throughout this document.

ADLs: Activities of Daily Living
CNA: Cerified Nurse Aide
DON: Diractor of Nursing
MDS: Minimum Data Set
RN: Registered Nurse

Less commanly used abbreviations will be
annotated in eagh deficiency.

£ 253 | 483.10(0(2) HOUSEKEEPING & MAINTENANCE | F 263| 253 - WCHS Maintenance staffis | 04/09/2017
sg=g | SERVICES responsible for the following repairs .

(i)(2) Housekeeping and malntenance sarvices zxnd.concems: :
necessary to malntain a sanitary, orderly, and : 1. Concermns identified on hall 100.
comfortable Interior; : o a. Ceiling tiles outside of room 1
This REQUIREMENT Is not met s evidenced - £ of room

will be painted with an ol

by:
Based on observation and steff interview, the f based sealer. ‘
facility failed to ensure 6 of 7 resident areas (100 : ‘ b. The 2 inch by 2 Inch plaster

halt, 200 hall, 300 hali, 400 hall, comimon area, .
activities room) were clean and in good repair. ‘ .. repair will be fixed and
The findings were: . painted to match between
o ; room 3 and 4. .

1. Goncerns Identified on the 100 hall: e

a. Observation on 2/7/17 at 10:08 AM showed
2 celling tiles outside of room #1 had a
rectangle-shaped cover in the center of the tile
that had water damage.

b. Observation on 2/7/17 at 10:06 AM showed
a 2-Inch by 2-inch plaster repair on the wall

LABORA, 1Wme SIGNATURE TITLE {Xa) DATE
KAA 3/29))2

Any deflclengy statement ending with_ﬁasterisk (*) denotes a defictency which the Institution may be axcused fiom correcting providing it s detarmined thet
other safegyfards provide sufficient protectian to the patients, (See Instructlonz.) Except for hursing homes, the findings stated above are disclosabie B0 days
follawing the date of survey whather of not 2 plan of correction I8 provided. For nursing hames, the above findings and plens of correction are dlscipaable 14

days foll - dnouments are mada available to the faclity. 1f deficiencias are clted, an approved plan of correction is requisits to continued

pregram participation. RE Q%IVE n
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‘ DEFICIENCY)
F 263 | Continued From page 1 F 253 ! 2. Concenés 1d1i1:ft1ﬁe;1ﬂon hall 2.00'
between room #3 and #4 that could not be | . B . Tack m wall app roxaxgately
cleaned effactively. - 12 inches in lepgth from the ce_ﬂmg on
, the left side of shower room will be
2. Concerns Identified on the 200 hall: - repaired and painted to match.
a. Observation on 2/7/17 at 10;20 AM showed ! P b Ths 19 inch x 7 inch plast
& crack in the wall, 12 inches in length, that ran z : o 1 praster
down from the ceiling beam on the left side of the  patch by room 27 will be repaired and
door frame of the shower room. - painted to match along with the 3 ,
b. Observation on 2/7/17 at 1 0:24 AM showed | ceiling tiles between room 27 and 22
a 18-Inch by 7-inch plaster patch in the wall by will be painted with oil b ol
room #27 that could not be cleaned effectively, In i © painte - Wilh oLl base se :?:r.
addition, there was water damage to 3 ceiling tiles ¢. Outside room 23 the 1 inch
between room #27 and room #22, by 1/2 inch section of wall will be
C. Observation on 2/7/17 at 10:25 AM outside ' repaired, The wall outside of room 24
of reom #23 showed a 1-inch by 1/2-inch section had 2 damaced that will b .
of wall which was damaged and exposed the <~ damage areas Wil be L
underlying material. Further, the wall outside of repaired approximately 1 inch by %
room #24 had 2 demaged areas which measured " inch and % inch by % inch. The wall
1-inch by 1/4-Inch, and 3/4-inch by 1/2-inch, The : left.of room 25 2 inches by % inch
wall to the left of the door to room #25 had a - . \
damaged area measuring 2 inches by 1/2-inch ! will be repaired to match for oleamng
that could not be cleaned effectively. - purposes.
i 3. Concerns on hall 300.
3. Concerns identifled on the 300 hall: . . .
a. Observation on 2/9/17 at 9:45 AM showed a. The entire flooring in room
& section of floor In room #9 had a 4-foot by 9 will be replaced including the
1/2-inch lung seam under the foot of the bed that | restroom.
was not properly secured. A section of floor by the
sink had a 41-inch by 14-inch rippled and torn 4. Concerns on hall 400.
area that could not be cleaned effectively. { a. Part of the push rail on the
exit door by room 29 was under repair
4. Concerns Identified on the 400 hall: r T
a. Observation on 2/7/17 at 10:40 AM showed  of our cment contractors this is
part of the push rall on the exit door by room #29 . completed and cover replaced. _
was missing a cover, which exposed the wiring t 5. Concerns in common area.
and caused a safety hazard for the residents. ! a. The 4 water damaged ceiling
. ad - fi AT
5. Concerns identified in the Common area: txl'es locatf;d next t 02 . light ¢
A. Observation on 2/7/17 at 10:10 AM showed will be painted with oil base sealer. _
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F 253 | Continued From page 2 E 253 b The 2 ceiling tiles in -th'é's@éll common
4 water-damaged ceilling tiles located next to the area. outside of the solarium » will be
2nd light fixture. irepleed. In addition, the section of wall in
b. Observation on 2/7/17 at 10:50 AM showed ithe corner of the room 6X6 inches will be
the small common area outside the solarium had lpatched and painted to match. 4
2 water-damaged ceiling tiles in front of the exit ] o ’
door. In addition, in the corner of the room where o i :
the reclineérs and the bird cage were located was . *‘.’*"g,vmesth R°2°m .;?O“c:irlm ‘;:‘u .be
a section of wall which measured 6 Inches by 6 : repaired: a. the 2 ceiling tiles showing
inches that was damaged and exposed | |/water damage will be replaced by.
underlying materiai. ' imaintenance, o
. . - {]b. Maintenance team will do a walk l%'f'ﬁ‘?
8. Concems identified in the Activities area: - ||through of the facility to identify a Yl n
8. Observation on 2/7/17 at 12:55 PM " || other issues to be prepared— ¢Paired. 23b Pl
shawed the Activities room had 2 large ceiling : ; prop; ) M
tiles with water damage ¢. Maintenance will monitor these -
concerns via monthly walk-throughs and _
7. Interview with maintenance assistant on 2/9/17 | report monthly to QA :
at 11:15 AM verified the identifled areas were in | i ‘
need of repair, with no time frame in place for 2 .
repalrs. . =
F 309 | 483.24, 483.25(k)(l) PROYIDE CARE/SERVICES F 308
88=G | FOR HIGHEST WELL BEING
483.24 Quallity of life
Quallty of life is a fundamental principle that
applies to all cars and services provided to facility
residents. Esch resident must recelve and the
facility must provide the necessary care and
services to attain or maintain the highest
practicable physical, mental, and psychosocial
wall-being, consistent with the residant's
comprehensive assessment and plan of care, Y
483.25
(k) Paln Management.
The facllity must ensure that pain management Is
provided to residents who require such services,
consistent with professional standards of practice,
FORM CMB.2587(02-66) Previous Versiona Qosalate Event ID: 005014 Facility 1D: wyonse If continustion sheet Page 3 of 16
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the comprehensive person-centered care plan,
and the residents’ goals and preferences,

() Dialysis. The facility must ensure that
residents who require dialysis receive such

care plan, and the residents’ goals and
preferences.

This REQUIREMENT is not met as evidenced
by:

who had & change of condition. This fallure

to the resident. In addition, the facllity failed to
perform neurological assassment for 1 of 6
sample residents (#16) with falls. The findings
were;

1. Review of a "Health Status Note" dated
11/19/16 and timed 4:16 PM showed rasident

howaver, the trip wag canceled bacause the

completed when the resident compiained of
feeling unwall,

2. Review of a "Change of Condition" late entry
note dated 11/20/16 and timed 8 AM showsd

services, consistent with professional standards
of practice, the comprehensive person-centered

Based on staff interview, medical record review,
and policy and procedure review, the facility failed
to promptly assess 1 of 6 sample residents (#51)

resulted in a delay in treatment and actual harm

#51 was scheduled to go out with his/her family;

| resident stated s/he did not *...feel well enough to
go..." Further review of the medical record failed
ta show any evidence a nursing assessment was

resident #51 was unresponsive when the nurse
attempted to wake him/her up for breakfast. The
resident was noted to have had complaints of an

%4 ID SUMMARY ETATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION
PREFIX (EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE cowqf.s’:—:rmu
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 309 | Continued From page 3 F309[ F309 The faeility will enswme that  04/05/2017

‘residents who experience a chamge in - —————7
i condition will be assessed timely.

Resident #51 is no longer a resident in
the facility.

1. All other residents will be

' monitored by all staff for changes in
 condition and the “Assessing for

. change in condition™ process will be
' implemented.

: 2 Director of Nuzsing or designee will
conduct an in-service to the nursing
staff & IDT members on the Change
of Condition Process-to include; _
completing the SBAR Assessments,
 pursing assessment, vital signs, family
i notification, physician notification,
‘and adding resident to the alert
.Charting.

i3 Director of Nursing or designee will
:do daily audit 5 days a week to ensure
‘that the IDT membexs are conducting
‘a motming meeting to include IDT
members and are reviewing

- notes/orders/alerts in PointClickCare
ensuring that change of conditions via

upset stomach the previous day. Further, the note R Assessmaents have been
indlcated the change ".. Appeared to have started SBAI; i; 4 S‘i]:l ; Sagmi
on: 11/19/16..." and the resident was transferred } completed, vital sigas, family
FORM CMB-2887(02-88) Braviotis Verslons Obsolats Event {00401 Eacillty 10: WYoos4 If continuation sheet Page 4 of 16
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F 308 | Continued From page 4 F 309 ’mmﬁoanon, Phﬁi@iaﬂ motification and

to the hospital on 11/20/416.

3. Review of the "ER Note" dictated on 11/21/16
at 1:13 AM showed resident #51 was admitied on
11/20/18 and the family member stated the
resident "did not fesl well yesterday and canceled
a famlly outing that had been planned and reports
that [s/he] was complaining of nausea and may
have had some vomiting algo..." The note
Indicated the resident had not been “seen* since
7:30 PM on 11/18/16, 12 1/2 hours prior to being
found unresponsive. During the physical
examination the resident's blood glucose was
determined to be "less than 20" and 2 amps
(ampoules) of D 50 (dextrose 50%) was given.
The regident's blood sugars improved; however,
the resident remained unresponsive. Further, the
physician was notified by the laboratory that the
resident's lactic acld was elevated and the
physician determined the resldent was in septic
shock, administered vancomyein {an antibiotic) 1
gram IV (intravenous), and transported the
resident "by air" to a higher leve! of care. The
diagnosis was septic shock with organ failure,

4. Interview with the DON on 2/9/17 at 10:10.AM
confirmed a nursing assessment was not
completed when the resident compiained of
feeling unwell on 11/19/16, and further revealed
the resident was not placed on change of
condition monitoring but should have been.

5. Review of the policy titled *Change in a
Resident's Condition or Status" last revised
04/2014 showed "...1, The Nurse
Supervisor/Charge Nurse will notify the resident's
Attending Physiclan or On-Call Physician when
there has been:....d. a significant change in the
resldent's physical/femotional/mental '

 resident is added to the alert charting.

' 4.Director of Nursing or designee will
‘bring the audit resulis to the QAPI
fmonthly meeting for review and
'corrective  actions taken where

| necessary

5. Resident #16 and all residents will

‘be momitored with newrological
assessments after all unwitnessed falls
and falls with head injury.

6. Director of Nursing or designee to
conduct in-gervice to the nursing staff -
. & IDT members on the fall protocol to
" | include; completing the Incident
“Report, SBAR Assessments, nursing
assessment, vital signs, family
notification, physician notification,
+ and adding resident to the alert -
charting as well as the neurological
agsessments forms. -

7. Director of Nursing or designee will
complete 100% chart audit of the

' residents’ progress notes and SBARS

for the past 60 days to identify

- residents who have had an

- unwitnessed fail withowt newrological

assegsments formws being comploted. ';

FORM CMB-2587(02-68) Pravious Versions Obzolsta
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F 308 COn;{?uefj Fro:“p‘agg 5 {chanas” of cond F309\ 8. Director of Nursing or designee will
condition;...2. A"significant change" o condition .complete 100% chart sudit of fhe
is a decline or improvement in the resident's T o
status that....d, Utimately is based on the residents’ progress fiotes and SBARS
Judgement of the clinical staff and the guidelines for the past 60 days to identify
outlined in the Resident Assessment Instrument reside have had an
and 42 GFR 483.20 (b)(i).." fesidents who have :
unwitnessed fall without newrological
8. Review of the 1/25/17 annual MDS | -assessments forms being completed.
assessment showed resident #18 had diagnoses :
that included Parkinson's disease and S irector of Nursing or designee will
fibromyalgia. The resident had a BIMS score of g‘g' .D S}S r dﬁt iﬁf’c o the QgXPI
13 (cognitively Intact) and required the extensive '+ DIING L Audit res :
assistance of 1 parson for bed mobility and - monthly meeting for review and
transfers, The following concerns were identified: . corrective actions taken where
a. Review of an “Incident Note" dated | mecessary until
11/14116 and timed 2:55 PM showed the resident f!n“"""”m resglved.

was found on the floor next to his/her bed. The :
resldent denied hitting his/her head and stated, * T
didn't fail." The note further indicated the resident
had activated the call light but was unable to
remember why and "...does become confused
and defusionat at times,.."

b. Review of the progress notes between
11/14/18 and 11/17/18 showed no evidence of
follow-up documentation or neurological
assessments,

c. Review of a "Change of Condition" note
dated 1/3/17 and 2:30 PM showed the resident
slid off hisfher bed to get closer to the wheslchair.
There was no documentation to show if the event
wag withessed ar unwitnessed.

d. Review of the progress notes between
113117 and 1/6/17 showed no evidencs
neurological assessments were performed.

e. Interview with the DON on 2/9/17 &t 10:10
AM revealed neurological assessments were not
completed for either of the falls because there
was no evidence of a head injury; however, she
confirmed that without a neuroioglcal

FORM GM5-2867(02-88) Pravious Versions Obsolels Evant I0: 0JJ011 Facility JO; Wyo024 If continuation sheat Page 6 of 16
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F 309 | Continued From page 8 F 309
assessment, the facllity could not be sure there
was not a head Injury.
7. Review of the policy titled "Performing
Neuroiogical Assessments" last revised on
11/2013 showed "...Accurate neurolagical
assesstents will be performed immediately on
any resident with a suspected head injury
(including after falls), after physiclan orders,
and/or as deemed necessary by the nurse on
duty,." .
F 323 483.25(d)(1)(2)(n)(1)-(3) FREE OF ACCIDENT F 328323 The facility will ensure the 1; 04/09/2017
$8=g | HAZARDS/SUPERVISION/DEVICES s afety of Tesidents #16, #34, #35, #)_?’7’
(d) Accidents. #41 and all residents. This will be
The facility must ensure that - iaccomplished by: ‘
(1) The resident environment remains as free ‘7 1. Resident #35: Eneilbl /
from accident hazards as Is possible: and + ReSIGent 7o al
: P Transfer Bar / Pre-Restraint
(2) Each resident receives adequate supervision Assessment completed on
and assistance devices to prevent accidents, - 2/9/2017. The use of the
(n) - Bed Rails. The facility must attempt to use transfer bar was in care plan
appropriate alternatives prior to installing a side or created on 6/6/2016. The
bed rail. If & bed or side rail is used, the facility safety of the use of the transfer
must ensure correct installation, use, and bar added to the care plan
maintenance of bed rails, including but not limited 3/6/2017 .
to the following elements. : )
. 2. Resident #16: Enabler/ -
(1) Assess the resident for risk of entrapment ! Transfer Bar / Pre-Restraint
from bed rails prior to installation. Assessment completed on
(2) Review the rigks and benefits of bad rails with : 2/9/2017. The use ofthe‘
the resident or resident representative and obtain ! trangfer bar was in care phim
informed consent prior to [nstallation. ‘ -
(3) Ensure that the bed's dimensions are
FORM CM8-2567(02-889) Previous Versions Obsolate Evant ID; 00011 Facllity 10: Wy0na4 if continuation sheot Page 7 of 18
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_ created om 7/10/2015. The |
F 323 Continued £rom page 7 F323) |  safety of the use of the tramsfer
appropriate for the resident's size and weight, t  bar added to the care plag
This REQUIREMENT is not met as evidenced I 3/6/2017. -
by: ‘ ¥ : .
Based on observation, staff interview, medical 5?3' Resident #37: Enabler / .
record review, and policy and procedure review, | Transfer Bar / Pre-Restraint
the facility falled to ensure safety for 5 of 7 i Assessment completed on
sample residents (#18, #34, #35, #37, #41) with I 2/9/2017. The use of the
itioning devices. The findings were: f ’ .
positioning devi @ findings were | transfer bar was in care plan
1. Review of the 1/18/17 significant change MDS created on 1/30/2017. The -
assessment showad resident #35 had disgnoses safety of the use of the transfer
that Included non-Alzheimer's dementia,
Parkinson's disease, and muscle weakness, and g?g/;g?;d to the care plan

the resident had a BIMS (brief Interview for
mental status) score of 9 (moderately impalred).
Further, the resident required the extensive
assistance of 2 people for bad mobility and
transfers and was not coded as having physical
restraints while in bed. The following concerns
were identified:

a. Observation on 2/6/17 at 7:25 PM showed
the resident had an enabler applied to one side of
the bed and the other side of the bed was placed
against the wall.

b. Observation on 2/9/17 at 9 AM showed the
enabler was designed to have a gap between the
bars which was large enough for the the resident
to place a jimb through. The gaps measured 4
112 inches by 4 inchas.

¢. Review of the resident's medical record
showed no evidence that a safety assesement of
the enabler was completed. ‘

2. Review of the 1/26/17 annual MDS
assessment showed resident #16 had diagnoses
that included Parkingon's diseage and
fibromyaigia. The residant had s BIMS score of
13 (cognitively Intact) and required the extensive

assistance of 1 person for bed mobility and

4, Resident #34: Enabley /
Transfer Bar / Pre-Restraint
Assessment completed on
2/9/2017. The use of the

- transfer bar was in care plan
. created on 3/6/2017. The

. safety of the use of the transfir
. bar added to the care plan

o 3/6/2017.

5. Resident #41: Enabler /
Transfer Bar / Pre-Restraint
Assessment completed on
2/9/2017. The use of the
noodle was in care plag
created on 11/1/2016. The
safety of the use of the noodle
added to the care plan
3/6/2017.

16. Director of Nursing or

| designee to condiwt in-service

FORM CMS-2667(02-48) Pravious Versions Obaolsta

Evant 1D: 0JJ041
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o4 ID SUMMARY STATEVENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL - -
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i cé’é’é‘i’a%?'é&é“mﬂe‘ﬁ?g nrggg’p%l'gasfﬁ e
DEFICIENCY) ‘
\  members on the need fora
F 323 | Continued From page 8 F323), completed Enabler / Transfer.
transfers. Further, the resident was not coded as . Bar/Pre-Restraint Assessment
having physical restraints in bed. The following .
concerns were identified: b to asses's the. use,‘?:ded gndth
a. Observation on 2/6/17 at 7:15 PM showed | safety isks involved with the
the resident had an enabler applied to one side of . use of a device upon
the bed and the other side of the bed was placed . admission, quarterly, and as
against the wall. '\ peeded »
b. Observation on 2/8/17 at 9:15 AM showed : ! ) .
the enabler was designed to have 2 gaps ;7. Director of Nwsing or
between the bars which were large enough for i designee to complete andit of
the resident to place a l:m%thmugh. The top gap t all the residents who currently * .
measure 4 inches by 6 Inches and the bottom 1T s trans
gap measured 4 inchas by 4 inches. utilizing an enabler / fer
c. Review of the resident's medical record bar and/or noodle to ensure all
showed no evidence that a safety assessment of identified residents have a
the enabler was completed. completed assessment stating
3. Review of the 1/3/17 quarterly MDS . the potential risks as a result to
assessment showed resident #37 had diagnoses . i utilizing the device as well as
| that included macuiar degeneration, i have it on the care plan the use
osteparthritls, fatigue, and hypertrophic pyloric i 3 e safe
stenosis. Further, the resident required one [ qfs'k?s device and th ty
person physical assistance for bed mobility and ;o LISk )
transfers and was not coded as having physical i8. Director of Nursing or
restraints while in bed. The following concerns i desigoee will audit monthly
were identified: . A I
a. Observation on 2/8/17 at 6:30 PM showed the residents 7%1] mRng Em?.bt v/
the resident had an enabler applied to one side of i Transfer Bar / Pre-Restrain
the bed with the other side of the bed piaced "+ device upon admission,
‘ aga‘gs::)tg:awali'i 2/8/17 at 9:35 AM showed quarterly, and with any
. rvation on : owe .. -
the enablers were designed to have 2 gaps s%gnlﬁcant change of condition
between the bars which ware large enough for via the RAI process. Care
the the resident to place a limb through, The gaps plans to be added accordingly
measured 4 inches by 4 inches and 4 inches by 6 to address the device being
Inches. :
¢. Review of the resident's medical record used, the need for the device
showed no evidence that a safety assessment of . and the potential risks of
the enabler was completed. i+ utilizing the device.
FORM CMS-2687(02-89) Pravious Veraions Obsslate Event ID: 0JJ011 Facility 10: Wygos4 If continuation zheat Page 9 of 16
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having physical restraints while in bed. The
following coricerns were identified:

a. Observation.on 2/6/17 at 6:25 PM showed
the resident had an enabler applied to one side of
the bed and the other side of the bad was placed
against the wall, .

: b. Observation on 2/9/17 at 6:25 AM showed

' the enabler had 2 gaps between the bars which
were [arge enough for the resident to placa a fimb
through. The gaps measured 4 inches by 4
inches and 4 inches by 6 inches.

¢. Review of the resident's medical record
showed no avidence that a safety assessmeant of
the enabler was completed.

5. Review of the 12/5/16 quarterly MDS
assessment showed resident #41 had diagnoses
. that Included non-Alzheimer's dementia and was
severely cognitively impaired, The resident
required the extensive assistance of 2 people for
bed mobility and total assigtance of 2 people for
transfers. Further the resident was not coded as
having physical restraints in bed, The following
concerns were identified:

a. Observation oh 2/8/16 at 2:10 PM showed
the resident had a "noodle (a foam tube for
| positioning)" placed in histher room. CNA #3
placed the "noodle" under the resident's fittad
sheet. Interview with the CNA at that time
revealed she was unsure if the resident could
remave it and the faciiity used it to try and keep
| the resident in bed.

— et

FORM APPROVED
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(Xa) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION )
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORREGTIVE AGTION $HOULD BE . COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENGY)
F 323 | Continued From page 8 F3zal : .~ .
: ‘9, Direetor of Nursing or
4. Review of the 1/24/17 annual MDS designee will bring the audit
assessment showed resident #34 had diagnoses results to the QAPI monthly
that included left-side cerebrovascular accident : ;
, g ting ew and
(CVA), hemiplegia, cramps and spasms. The . mee . for rgv; Wmin he
resident required extensive assistance for bed i comrectve actions taken where
mobillty and transfers and was not coded as ! necessary until resolved

|
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1124 WASHINGTON BLVD
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(X4) (0
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES.
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

10 PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE

TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFIGIENCY)

s
COMP(JI‘.SEHON
DATR

F 323 | Continued From page 10

showed no evidence a safety assessment of the
device had baen complated.

12/20/18 showed the device was to be used for
“positioning and to define boundaries" however,
safety concerns were not idantified.

8. Interview with the DON on 2/8/17 at 9:45 AM
revealsd the facillty had complsted safety
assessments for the devices, However, none had
been completed prior to 2/9/17, Further, it was
confirmed that enabler use could result in
resident injury and the "noodle" restricted the
resident's movemant,

7. Review of the "Restraint Policy” last revised
11/2013 showed "...1. A physical restralnt is a
mechanical or physical device that is used to
immobilize a client or extremity, restricts the
freedom of movement or normal access to a
person' [sic] body, and Ie not & usual part of
treatment plans Indicated by the person' [slc]
condition or symptoms...10. Restraints shall only
be used after a pre-restraining assessment is
completed and the interdisciplinary team has tried
ather alternatives unsuccessfully, If any factors

| are identified ag unfavorable the pre-restraining
assessment tool, devise appropriate interventions
and document accardingly In the progress note
and on the care plan..”

F 371 | 483.60(1)(1)-(3) FOOD PROCURE,

§3=g | STORE/PREPARE/SERVE - SANITARY

(IX1) - Procure food from sources approved or
considered satisfactory by federal, state or local
‘authorities,

b. Review of the resident's medical record

C. Review of the care plan last reviged on

F 323

Far)
. Cormrective action:

f

Manager.

| =AY
—02/08/261r—

. The undated and unlabeled sauces, ——-——
' mueat and cheese in both walk-ins were
removed and disposed of by Dietary

1.

\ J—

T e
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(%4) 1D SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION {xz)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENGY) ..
F 371 Continued From page 11 ' F 371 Tdentification of Others:
(I) This may include food items obtained directly - The Dietary Manager and reviewed by

from local producers, subject to applicable State

and local faws or regulations. the Registered Dietitian conducted a

check of the kitchen area and
(ii) This provision does not prohibit or prevent - refrigerators for areas of

Tacliities from using produce grown in faciiity noncompliance and corrective action
gardens, subject to compliance with applicable

safe growing and food-handling practices. . Was done immediately.

(iii} This provision does not preciude residents . Systemic Changes:

from consurning foods not procurad by the facility. A daily kitchen review checklist has
(IX2) - Store, prepars, distribute and serva food in + | beenupdated to include the checking
accordance with professional standards for food - for proper labeling/dating and for any
service safety. out of date items. Dietary staff were

TUATY 017 onthe
(I(3) Have & policy regarding use and storage of educated on Feb 8th, 2 o

foods brought to residents by family and other |, process as well as the proper labeling
visitors to ensure safe and sanitary storage, © and dating of product including

handling, and consumption. . discard dates and storage guidelines.

This REQUIREMENT s not met 82 evidenced —eee e -
by

Based on observation and staff interview, the
facility failed to ensure outdated food items were
not available for resident consumption in 2 of 3
food storage areas (walk-in cooler #1, walk-in
cooler #2). The findings ware:

1. Observation of walk-In cooler #2 on 2/8/17 at
6:30 PM showed sliced cheese dated 1/23117, a
bottle labeled "mayo” dated 1/24/17, ketchup
dated 1/24, a squirt bottle with yellow substance
that was not labeled or dated, and sliced mest

j dated 1/19/17. All of the items had been removed
| from the original packaging.

o Observation of walk-in cooler #2 on 2/8/17 at
3:05 PM showed sliced cheese dated 1/23/17
and sllced meat that was unlabeled dated

FORM CMS-2667(02-88) Previous Varaions Obsalate Evart iD:03Jo11 Faeility ID: Wyaoa4 it coptinuation shest Page 12 of 18
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(x4 1D SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROBS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
F 371 Continued From page 12 F 371 Monitdﬁng:
nenz. The dietary cook will monitor the food
3. Observation of walk-in cooler #1 on 2/8/16 at borne illness checklist that includes
3:16 PM showed five 2-ounce containers labeled | the daily monitoring and proper label,
"honey mustard" were not dated and had been -dating and storing of products,
removed from the atiginal container. - including the checking of the
4. Interview with the dietary manager on 2/8/17at | . ' refrigerators for undated, or past dated
3:10 PM revealed all iterns in the walk-in coolers | products. The Dietary manager or
should be labeled and discarded after 5 days. ‘ designee will do a kitchen inspection
5. According to Food Code 2013, U.S. Public ' - weekly for one month, then twice per
Health Service: 3-501,17 "(A)...refrigerated, . month until resolved. The Dietary
READY-TO-EAT, POTENTIALLY HAZARDOUS 1 Manager will conduct a report to be
FOOD (TIME/TEMPERATURE CONTROL FOR ' given at the QAPI meeting for review
SAFETY FOOD) prepared and held in a FOOD | and corrective ac tions tak h
ESTABLISHMENT for more than 24 hours shall j rTectve actions taken where
be clearly marked to Indicate the date or day by | necessary until resolved.
which the FOOD shall be consumed on the A .
PREMISES, sold, or discarded when held at a
temperature of §°C (41°F) or less for 8 maximum
of 7 days." . \ 1
S RO RIRRARET ™ | % ot Comion i Vrfston o, oy
- ' : Nursing Iicenses Prior to Patient R
d)(4) Registry verification . Contact
Before allowt individual b - The facility will ensure that employees
efore allowing an individual to serve as a nurse .
aide, a facllity must receive registry verification ‘ meet: comip etcncy.eval_uaé:xon
that the individual has met competency evaluation unﬂm%ems- This will be
requirements unless- : - accomplished by:
(1) The individual is & full-time employee i a *  Upon recaipt of emplayment
e individual is a full-time employee e
training and competency evaluation program = applicationfor any licensed
approved by the State; or i patient cara postions:
(iiThe individual can prave that he or she has
recently successfully completed a training and

FORM CMs-2567 (02-95) Previous Versions Obsoleto Event (D: 0011 Facifity ID: WYG034 If continuation sheet Page 13 of 16
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competency evaluation program or competency
evafuation program approved by the State and
has not yet been included in the registry.
Faciiities must foliow up to ensure that such an
individual actually becomes registerad,

{d)(5) Multl-State registry verification

Before allowing an individual to serve as a nurse
aide, a facllity must seek information from every
State registry established under sections 1818(g)
(2)(A) or 1819(e)(2)(A) of the Act the facility -
betieves will include information on the individual.

(d)(8) Required retraining

If, since an individual's most recent completion of
a training and competency evaluation program,
there has been a continuous period of 24
consecutive months during none of which the
individual provided nursing or nursing-related
services for monatary compensation, the
individual must complete a new training and
competency evaluation program or a new
competency evaluation program.

This REQUIREMENT is not met as evidenced
by:

Based on employee record review and staff
Interview, the facillty failed to ensure employees
met competency evaluation requirements for 2 of
2 employees (CNA #1, CNA #2) working at the
facility. The findings were:

1, Review of the employee file for CNA#1 on
2/9/17 at 9 AM showed the CNA was hired on
11/16M16. Further review showed the CNA
certification was not verified until 12/7/16 and the
CNA abuse registry wag not verified unti
12M16/18,

2. Review of the employee file for CNA#2 on

F 496

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S BLAN OF CORRECTION (X53
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEAGTION SHOULDBE . | comPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) JAG CROSS-REFERENGER TO THE APPROPRIATE DU

DEFICIENCY)
; ) © Human Reso
F 498 | Continued From page 13 man Resources

— consjderation.

; s Afurther steb, ‘as; a féilsafe, 6n

Assistant will print
applicable license from
the Board of Nursing.
The license will be
scanned along with the
employment application
being submitted for
consideration.
© Atthls time, in addition,
if the applicant is a C.N.A.
the Abuse Registry will
be checked, printed, and
scanned with the
employment application
belng submitted for

oy W

orientaticn day, the Human
Resources Assistant will provide
the new employee files to the
Director of Human Resources to

verify the pertinent items have
been completed, l.e. license copy -
printed, Abuse Registry, OIG,

SAM, etc. pﬁor to the new
employee being allowed to leave
Human Resources for their
Department. This was completed
March 3, 2017.
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- il
F 486 | Continued From page 14 F 498/ ‘o Director oil’ :uman lIzesaurces wi
| 219117 at § AM shawed the CNA was hired on - educate all Human Resources
1111118, Further review showed the CNA : | Department staff and all nursing
certification was not verified until 12/7/18 and the : administration staff on March 23,

CNA abuse registry was not verified until 12/7/16. :
The Information to place the CNA on the registry ?’017’ ‘on the_r:equllremarfts sbove
was sent in to the State survey agency on 12/7/16 involving verifications prior to
since the CNA had recently received her : patient contact,

certification on 10/20/16. » Director of Human Resources wlil

3. Interviaw with the human resources monitor all employee files to
coordinator on 2/8/17 at 9:12 AM revealed the : ensure compliance and report 1o
{ facility usually checked ficensure and the abuse g )

registry before staff were hired: however, she did Pl committee manthly.
not have evidence the verification was done prior
to empiayment or resident contact,

:;;fg g?P@@gﬁg&fygégZE%%?éﬁﬁg F 499‘: Plan of Correction fc?r Veﬂﬁc_aﬁon of * 03/23/2017
" Nursing Licenses Prior to Patient

(f) Staff qualifications. Contact ‘
* The facility will ensure that employees
. meet competency evaluation

(1) The facility must employ on a full-time,
part-time or consultant basis those professionals
nacessary {0 carry out the provisions of these
requirements.

(2) Professional staff must be ficensed, certified,
or registered In accordance with applicable State
laws.

This REQUIREMENT s not met as evidenced
by:

Based an employee record review and staff
interview, the facility failed to ensure staff were
llcensed for 1 of 1 employees (LPN #1) in
accordance with State law. The findings were:

Review of the employse file for LPN #1 on 2/9/17
at 9:10 AM revealed the LPN was hired on
10/11/16. Further review showed the LPN's
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F 499 | Continued From page 15 F 480 |equirements. This will be accomplished by:
i

license was verified on 12/8/16. Interview with the
human resource coordinator on 2/0/17 at 5:12 AM
revegled the facility usually checked licensure
before staff were hired; however, shs did not
have evidence the verification was done prior to
employment or resident contact,

= Upon receipt of employment application
for any llcensed patlent care positions:

Human Resources Assistant

\ will print applicable llcensa

5 from the Board of Nursing.

The license will be scanned

elong with the employment

application being submitted for

i congideration.

At this thme, In addition, if the

applicant is a C.N.A. the Abuse

Registry will be checked,

printed, and scanned with the

employmant application béing
submitted for consideration «

A further step, as a failsafe, on

orientation day, the Human Resources

Assistant will provide the new employee

Files to the Director of Human Rasources

to verify the pertinent items have been

completed, i.e. license copy printed,

Abuse Registry, OIG, SAM, ete. prior to

the new employee being allowed to

leave Human Resources for their

Department. This was completed March

3, 2017.

¢  Director of Human Resources will
educate all Human Resources

! Department staff and all nursing
administration staff on March 23, 2017,
on the requiremants above Invelving
verifications prlor to patient contact.

s  Director of Human Resources will
monitor all employee flles 10 ensute
compliance and report to Pl committee

! monthly.

T

<

I
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