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PREFIX (EACH DEFICIENCY MUST BE FREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE cop_gfe’nom
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
Preparation and execution of this
F 000} INITIAL COMMENTS F000| response and plan of correction does not
constitute an admission or agreement by
Aracertification survey was conductad by the provider of the truth of the facts
Healthcare Licensing and Surveys from 6/26/17 alleged or conclusions set forth in the
to 6/29/17. statement of deficiencies. The plan of
correction is prepared and/or executed
The following common abbreviations are used solely because the provisions of federal
throughout this document: and state law require it. For the purposes
of any allegation that the facility is not in
CNA- Certified Nurse Alde substantial compliance with federal

MDS- Minimum Data Set
mg- milligrams
RN- Reglstered Nurse

requirements of participation, this
response aod plan of correction
constitutes the facility's allegation of
compliance in accordance with section

Less commonly used abbreviations will be 7305 of the state operations manval.

annotated in each deficlency.

F 167 | 483.10(g)(10){(11) RIGHT TQ SURVEY F167 w67
85=8 | RESULTS - READILY ACCESSIBLE The facility will have reports with respect
. to any surveys, certification, and
(9)(10) The rasident has the rlght to complaint investigations made respecting
() Examine the results of the most recent survey the facility during the 3 preceding years,
of the facility conducted by Federal or State - and any plan of correction in effect with
surveyors and any plan of correction in effect with respect to the facility, available for any
respact to the facility; and individual to review upon request.
{)(11) The facility must- Correction Action:
On June 29, 2017 facility Administrator 8/4/17
(i) Post in a place readily accessible to residents, placed a note at the front of current year
and family members and legal representatives of survey binder stating “Three years of
residents, the results of the most recent survey of survey are available upon request.”
the facliity. On July 18, 2017 the Residents were
made aware of the ability to review the
(Il) Have reports with respect to any surveys, prior 3 years during their monthly
cartlﬁcthons, and complaint lnvesﬁgationg made Resident Council Meeting,
respecting the facility during the 3 preceding
years, and any plan of corraction in effect with Identification:

respect to the facility, avallable for any indlvidual
/ to review upon request; and A
4

Pal 1

Residents residing in the facility may be

b Ayinsresro> skl

diclency statement anding with an astetiek (%) i ate® a de which the Institution may be axcused from corracting providing it is detarmined that
dthar safaguarde provide sufficlent protactian to the - nts. (Seg tians.) Excapt for nursing homes, the findings stated above are disclosable 80 days
fol|owing HiE dats of survay whethet-or-not-a-plan-of gorection Is od. For nursing homes, the above findings and plans of cormotion sre discloeable 14
days foll e EQ%&@?}B made :w hble to the faelfty. If deficlancies mre cited, an approved plan of comection is requisite to continued
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STATEMENT OF DEF|CIENCIES (X1} PROVIDER/SUPFLIERICLIA (X2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
535048 B. WING — 06/29/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
: 1801 HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82401
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o2
CY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
P?Eg X éﬁ?;ﬁ'lﬂ%??g'é Lalhc’| |DEN11FY!REG INFORMATION) TAG cnoss-REFEREgEcS% ‘éﬁ g%E APPROPRIATE DATE
bject to this deficiency.
F 167 | Continued From page 1 F qgy| SUHIeCtTo Tiis deticlency
. Systemic changes:
| (iif) Post notice of the avallabllity of such reports in The facility will ensure that measures
araas of tha facllity that are prominent and and/or systemic changes are put into
accassible to the public. place will include but not be limited to
] ) . ensuring that all survey results and
(iv) The facility shall not make avallable Identifying approved plan of correction if applicable,
Infarmation about complainants or residents. ) :
EMENT Is not met as evidenced are available in a readable form, such as a
;3_'9 REQUIR 8 not me binder and have not been altered by the
: : facility unless authorized by the State
Based on observation and staff interview, the ! .
tacility falled to ensure a notice of the avalabllity agency, _anc; are ava{lable to remd_ents
of survey reports for the precading 3 years was along with 3 preceding years available
posted as required. The census was 67. The upon request. Th.e Nursing Home
findings were: Administrator will ensure the binder
always has the most recent survey results
Observation on 6/29/17 at 7:15 AM showed a and’that the 3 preceding years are readily
binder placed in the lobby contained the most available.
recent health and life safety survay results. o
Further obeervation showed o notice posted Monitoring: o
infarming the public that the previous 3 years' The Nursing Home Admuinistrator or
survey results were avallable upon request. designee will monitor monthly to ensure
the survey book is available to a]]
intarview with the adminlstrator on 8/29/17 at 7.20 residents and visitors and the most recent
AM confirmed the notice was not pasted. She survey results are in the binder and that
furthrr I'EW:'W she was unaware of the three preceding years are available upon
requiremen request. Issues identified will be corrected
F 253 | 483,10(i)(2) HOUSEKEEPING & MAINTENANCE F 253 4¢ that time. On & quarterly basis the
§s=E | SERVICES Nursing Home Administrator or designee
) will identify any patterns and if
(2) Hous:ci’(eep‘lng.and rg?‘;&len%ﬂrgzgyer;ixs necessary, a report will be developed and
goﬁr;rg[e "'_;nt: H?J r‘" as 20 ! submitted to tl:/he Q]uahty
: \ Improvement/Quality Management
I;ls REQUIREMENT Is not met as evidenced Committes, The facility Quality
: Assurance Program under the guidance of
Based an observation and staff Interview, the € under
facillty falled to ensure a safe and sanitary thti1 Aﬁmlmsn-ator Wllllldljewew the report,
environment for 3 of 4 rasident hallways and 1t necessary, will direct an
(Hallways 1, 3, and 4). The findings were: improvement plan.
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(%4 ID
PREFIX
TAG

ESUMMARY STATEMENTY QF DEFICIENGIES
{EAGH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSB-REFERENCED TO THE ABPROPRIATE

PROVIDER'S PLAN OF CORRECTION

DEFICIENCY)

F 167

F 258
SSw=E

Continued From page 1

(iil) Post notice of the availebility of such raports in
areas of the facliity that are prominent and
acoassible to the public,

(iv) The facllity shall not make available [dentifying
Information about complainants or resldents.

Thig REQUIREMENT g not met as evidenced
by:

Based on observatian and staff interview, the
facliity failed to ensure a notice of the avallability
of sutvey reports for the preceding 2 years was
posted ae required. The census was 67. The
findings were;

Observation on 6/29/17 at 7:16 AM showed a
binder placed in the lobby contained the most
recent health and Iife safety survey resuits,
Further obssrvation showed no notice poated
informing the public that the pravious 3 years'
survey resuits were avallable upon request.

Intarview with the administrator on 8/29/17 at 7:30
AM confirmed the notice was not posted. She
further revealed she was unaware of the
requirement.

483.10(i)(2) HOUSEKEEPING & MAINTENANCE
SERVICES

()(2) Housekeeping and maintenance services
hecessdry to maintain @ santtary, orderly, and
comfortable interior;

This REQUIREMENT Is not met ag svidenced
by:

Based an observation and stsff interview, the

facility failed to ensure a safe and sanitary

i envirenment for 3 of 4 regident hal

(Hallways 1, 3, and 4). The findings were:

F 167

F 2563

¥253

The facility will maintain a sanitary,
orderly, and comfortable interior.

Corrective Action:

1.

Resident Room 116 —the hole in
the bathroom door will be patched
and painted by Facility
Maintenance. The gouge in the
wood frame will be sanded and re-
finished.

8/4/17
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STATEMENT OF DEFIGIENGIES (1) PROVIDER/EUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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NAME OF PROVIDER OR SUPPLIER STREET ADDREBS, CITY, STATE, ZIP GODE
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) ID SUMMARY RTATEMENT OF DEFICIENCIES [{o] PROVIDER'S PLAN OF CORRECTION {X5)
PREFI% (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION $HOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
. ) 2. Resident Room 112 —entry door 8/4117
F 253 . Continued From page 2 F 263 kick plate will be repaired. The
i wall behind the head of bed was
* 1. Observation on §/28/17 beginning at 10:45 AM repaired on 7/6/17 by facility
“revealed the following concerns: Maintenance. The closet door will
a. In resident room 118, the inside of the be repaired With a new stainl
bathroom door had  3/4 inch by 2 inch hole | steel Kick plate. ess
located 3 1/2 inches from the bottom. There was 3. Resident Room 103 —a bid is
: also a gouge In the wood at 26 inches from the being obtained for the entire room 8/4/17
' bottom, creating a rough surface which could not to be re-tiled b i
. be effectively claaned. T‘?h e re-tile _y outside contractor.
. b.In resident room 112, the entry door had an i ]‘;V""deg b afmg the closet
+ area on the upper left corner of the kickplate ;’_"‘, he sanaed down and re-
 which was peeling away from the wood. inished by Maintenance Director.
| Additionally, the wall behind the head of the bed 4. Resident Room 303 —abidis
; nad multiple scrapes and gouges, exposing rough being obtained for the‘sald 19 tiles 8/4/17
| drywall and creating a surface which could not be to be replaced by outside
| effectively cleaned. Further, the left closet door contractor. The kick plate will be
' had a hole that measured 3 1/2 inches by 1 1/2 _ repaired. The wooden trim around
1 inches. the closet will be sanded down and
[ ¢. In resident room 103, the floor had sixteen re-finished by Maintenance
1 12 inch by 12 inch floor tiles with various sized Director.
i cracks and chips, which were darkened with an 5. Resident Room 302 — Facility 8/4/17
" accumulation of dirt and dabris. Further, the Maintenance will install a
bottom of the wooden trim around the closet had | transition in said area.
. worn down to rough woad, creating a surface ! : 6. Resident Room 401 — Facility
: which could not be effectively cleaned. ! ! Maintenance will repair exposed 8/4/17
d. In rasident room 303, there were nineteen hole
. 12 inch by 12 inch floor tlles which were cracked ” 404 — Facili
" and darkened with dirt, Additionally, the Kickplats 7 &e;i’m‘:;f;;ﬁfxmorepl Facilly S/al7
. on the entry door was peeling up along the cracked/chimped tiles
: bottom left corner, Further, the finishing of the 8. Resident Rpp 409 ) bid i
| wooden trim around the closat had worn down, ' be’51 exfb .°°g‘ iy ey & R4/
' exposing rough wood which could not effectively eing obtained from outside 1
: contractor to replace the bathroom
: be cleaned. O rep D
i e In resident room 302, the threshald to the floor and said cracked/chipped
" bathroom was missing, and the floor surface was «; tiles. Facility Maintenance will
- uneven and darkened with an accumulation of dirt 'g repair kick plate on bathroom door.
and debris. | 9. Shower Room Hall 3 and 4 —a bid
f. In resident room 401, the seam slong the is being obtained for outside 8/4/17
; wall and beseboard o the left of the entryway had
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, GITY, STATE, ZIP CODE
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(X4)ID - SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
95 . contractor to replace said
", S:::rr:tl:: Zr:pn;s?:gg ea ?\cle 4 inches long and 2 26 broken/chipped tiles.
. 1/2 Inches deep. 10. Therapy Room Entry Door —
'_ g. In resident room 404, there were eight 12 Facmty'Mamtenmlce_: will install & 8/4/17
i Inch by 12 inch floor tiles In the entryway which new stainless steel kick plate.
' were cracked and darkanad with dirt. .
' h. In resident room 408, thers were various Identification: _
| 12 inch by 12 inch floor tlles with multiple cracks On or before the date of compliance room
| that were darkened with dirt. Additionally, the to room visual rounds will be done. Ay
| linoleum floor in the bathroom had a 3 inch long findings will be repaired. Residents
tear to the right of the door which was pesling up, residing in the facility may be subject to
creatmg a surface which could not effectively be this deficiency-
' cleaned. Further, the kickplate on the bathroom
: : door was peeling up along the bottom left corner. Systematic Changes:
;1. The shower reom in hall 4 had 3 damaged The Maintenance Supervisor will conduct
i and chipped tiles along the top of the half-wall in weekly visual rounds to ensure that the
: the: shower stall, creating a surface which could facility maintains a sanitary, orderly, and
 not be effectively cleaned. Additionally, the wall to comfortable interior. Beginning 7/17/17
| the right of the sink cabinet had 2 missing tiles. and up to the allegation date of
. ] The entry door fo the therapy gym had an compliance the Administrator/designee
. area on the upper right comer of the kickplate will in-service facility staff on
i which had cracked and started to peel away from communication of maintenapce and
i the wood. Additionally, the bottom right section of housekeeming concerns via work ord
| the daor, below the kickplate, was worn and \ ouse 1 3 ;:g w e}‘ns L WOTX Ordiers
| exposed rough wood. ocated at the Nurse’s tqnon and on the
24 hour report. The Nursing Home
| 2. Interview with the maintenance director on Administrator will provide oversight to
' 8/29/17 at 8 AM confirmed the identified areas ensure identified issues have been
- were in need of repair. He further revealed he resolved.
; relied on nursing staff to Inform him when areas | o
: in resident rooms neaded maintenance, ! Monitoting:
F 274 | 483.20(b){2)(i)) COMPREHENSIVE ASSESS F 274 The Maintenance Supervisor will monitor
SS=D : AETER SIGNIFICANT CHANGE . each resident room monthly specific to
. cracked/chipped floor tiles, damaged or
(b)(Z)(n) Within 14 days after the facility | loose kick plates, and damage to walls.
i determines, or should have determined, that l Findings resulting in repair will be
: there has been a significant change in the | addressed immediately. On a quarterly
! resident's physical or mental condition. (For basis the Maintenance Supervisor and/or
' purpose of this section, a “significant change” designee will identify any patterns and if
|

FORM CME-2567(02-06) Previous Varsions Dbzolete Evant ID:JGHQ1

Facility ID: wyonos If continuation sheet Page 4 of 17




B8/68/2017 13:82 13873472154 WORLAND HEAL THCARE PAGE 87/22

DEPARTMENT OF HEALTH AND HUMAN SERVICES P e szt 7
CENTERS FOR ME [{CAR MEDICAID SERVI ES

Ci OMB NO. 0936-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/OLIA {X2) MULTIPLE CONSTRUCTION {X9) DATE SURVEY
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF GODE
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XD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s)
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
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| DEFICIENGY)
F 253 ! Continued From page 3 F 253 neces:v,arél,ta rt;port \Zliill be developed and
separated, exposing a hole 4 inches long and 2 ;‘;T;S:meiﬂéugﬁty ;ydanagemem
: 112 inches deep. . 7, ;
* . In resident room 404, there were eight 12 ?m?ig‘;::‘iﬁe?‘:g:gm dance of
i Inch by 12 inch floor tiles in the entryway which 55 dministrator will review fhe report
i wera cracked and darkened with dirt, the Administrator will '
| . . inresidant room 408, there were various and if necessary, will direct an
. 12 Inch by 12 Inch fioor tiles with multiple cracks improvement plan.
: that were darkened with dirt. Additionally, the
i linoleum floor in the bathroom had a 3 inch long
t tear to the right of the door which was peeling up,

: greating a surface which could not effectively be
cleaned. Further, the kickplate on the bathroom
, door was peeling up along the bottom Ieft carner.
; | The shower room In hall 4 had 3 damaged
' and chipped tiles along the top of the half-wall In
 the shower stall, creating a surface which could
| not be effectively cleaned. Additionally, the wall to
{ the right of the sink cabinet had 2 missing tlles.
.| The entry door fo the tharapy gym had an
- area on the upper right corner of the kickplate
i which had cracked and started to peel away from ;
: the wood. Additionally, the bottorn right section of |
: the door, below the kickplate, was worn and
j exposed rough wood,

i 2. Interview with the maintenance director on
1 6/28/17 at 8 AM confirmed the Identified aress
were in need of repair, He further revealed he
: relied on nursing staff to inform him when areas
! In resident rooms neaded maintenance. -
F 274 | 483.20(b)(2)(ii) COMPREHENSIVE ASSESS For4 K274
$8=D: AFTER SIGNIFICANT CHANGE

A facility will conduct a comprehensive

i . . assessment of a resident within 14 days

. (b)(2)(ii) Within 14 days after the faciiity § o ;

| determines, or should have determined, that f Eﬁ“ g“’ fa'“.m%dfl:m:‘hmes’hm ;h"“!d

 there has been a significant change in the & { have ﬁ"te"mm » uat there .;3 eena

{ resident's physical or mental condition. (For } significant change in the resident’s

 purpese of this section, & “significant change” i ‘ physical or mental condition.

1
1
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04) 1D BUMMARY STATEMENT OF DEFIGIENCIES b PROVIDER'S FLAN OF GORREGTION o5)
EAGH DEFIGIEENCY MUST BE PRECEDED BY FULL P H CORREGTIVE ACTION SHOULD BE COMPLETION
Pﬁ;l;m éEGULATQRY OR L8C IDENTIFYING INFORMATION) %D‘ cmem&agmsﬂmﬂloclg a‘r%egppnopmm DAYE
Corrective Action:
F274| Continued From page 4 Far4 1. OnJuly7,2017 a significant
maans a major dacling or improvement in the | . 8/4n7
change in status assessment was
resident’s status that will not normally resolve -
. completed on regident #35.
itssif without further intervention by staff or by 2. OnJuly6, 2017 a significant
implementing standard disease-retated clinical Y ange in status ase essment was | 8417
tions, that has an impact on more than : 8 :
one area of the resident's health status, and completed on resident #10.
: i I Il
; ;‘g’;ﬁ;‘ﬂ?ﬁg‘ ary review or revision of the Identification: .
Thiz REQUIREMENT Is not met as evidenced On or before the date of compliance, all
by: residents will be reviewed to determipe if
Based on medical record review and staff a significant change in the resident’s
interview, the facility falled to complete g physical or mental status has occurred. If
significant change MDS assessment for 2 of 7 a significant change in status is
sample residents (#10, #35) who required that determined a significant change in status
asgessment. The findings were: assessment will be completed. All
residents who reside in the facility are
1. Review of the 7/19/16 annual MDS found to be potentially affected.
assesement revealed rasident #35 was frequently
incontinent of bladder and bows! and did not have System Changes:

welght loss. Review of the subsequent quarterly

Interdiscipli T ill revi
MDS assessment dated 10/21/16 showed the The Interdisciplinary Team will review

the status idents each quarter. If the
resident had declined ty always Incontinent of vold dmg;rne; ot ::icgngém?chmge
| bladder and bowel, and experienced welght loss. has occurred the assessment will b
During an intetview on 6/20/17 at 7:25 AM the
MDS caordinator stated the 10/21/16 MDS completed by the 14th calendar day
assessment should have been a significant following the determinahqn. Further, the
change assessmant becausa of the resldent’s }im.“ t“&‘;:gﬁgg it Sg]:;‘;sw.‘z;':]kly
i creased a N . m_mg " y "
" Incontinance, and weight loss Skin, and Weight Management Meeting”
2. Review of the 12/20/16 significant change that are triggering in more than one area
MUS assesement showed restdent #10 required to sec if the condition warrantsa
limited assistance for bed mobiltty, transfers, significant change, The Interdisciplinary
dressing, and tollot use, Additianally, the resident Team has been in-serviced with regards
. was caded as requiring supervision for to this process. The Director of
| locamotion on and off the unit, and was continent Nursing/Designae will oversee process.
of bawsl, Review of the 4/4/17 quarterly MDS
assesament showed the resident was newly Monitoring:

coded as requiring extensive assistance for bed
] mobliity, transfers, dressing, tollet use, and

FORM CM3-2587(02-64) Provious Virsions Obsoists Event ([ JBHQ11 Faolifty ID: Wynoog
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(9) Aceuracy of Assessments. The assessment
must accurately reflact the residant's status,

{h) Coordination

! Areglstered nurse must conduct or coordinate
eqch agsassment with the approprate
participation of heaith professionals.

(i) Certification
(1) A registered nurse must sign and certify that
the assessment is completed.

(2) Each individual who completes & portion of the
assessment must sign and certify the accuracy of
that portion of the assessment,

() Penatty for Falsification
(1) Under Medicare and Medicald, an individual
who willfully and knowingly-

() Certifies @ ratarial and false statement in a
residant aseessment is subject to a oivil manay
penally of not more than $1,000 for each
ass8s8sment; or :

(i) Causes another individual to certify a material
and false statement in a resident assessment is

¥

FOR ROV
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635048 B. WiNg 06/28/2017
NAME OF FROVIDER OR SUPPLIER STREET ADORESS, GITY, STATE ZIP GODE
1301 HOWELL AVENUE
EALTH D
WORLAND H CARE AND RERABILITATION CENTER WORLAND, WY 82401
SUMMARY STATEMENT OF IES
éx‘m’ = (EACH DEFICIENGY Mua-rnergﬁﬁg' BY FULL DX | wmw&?gﬂﬁﬁ&"ag comsianon
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO ‘THE APPROPRIATE DATE
DEFICIENGY)
F 274 | Continued Erom page 5 F 274 will review resident records accordin_g to
locomotion on and off the unit. Addltionally, the y;c:zkly -Cm:ipla?’hn BChe-d"le fo detarmine
' resident was newly coded as being frequently [LHISre 13 & decline or lmprovement
' Incontinent of bowel. Intervi with the MDS consxsn;ntly noted on two or more areas
| coordinator on 6/29/17 at 7:26 AM confirmed the of decline or two or more areas of
resident's decline in multiple ADL areas and smprovement. Issues identified will be
continence status Indicated a significant change corrected at that time. The Minimum
MDS assessment should have been completed. Data Set Nurse or Designee will report
F 278 48320(9)‘(]) ASSESSMENT F 278 her ﬁndmgs to the Int.erdisclglmary Team
§8=D | ACCURACY/COORDINATION/CERTIFIED at the Daily Leadership Meeting.

Negative trends will be action planned
and prioritized for process improvement
during the monthly Quality Assurance
Performance Improvement process.
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o) I BUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORREGTION (%8
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DEPICIENCY)
F 274 | Continued From page 5 F 274
locomotion on and off the unit. Additionally, the
' resident was newly coded as being frequentiy
. Incontinent of bowel. Interview with the MO'S
coordinator en 6/29/17 at 7:26 AM confirmed the
resident's decline in multiple ADL areas and
continence status indicated a significant change
MDS asgessment should have been completsd.
F 278 | 483.20(g)-(j) ASSESSMENT F 278 -8
88D | ACCURACY/COORDINATION/CERTIFIED F2
(g) Accuracy of Assessments. The assessment The facility will esure accuracy of
must accurately reflect the resident's status. assessments and the assessment will
accurately reflect the resident’s status.
(h) Coordination
| Aregisterad nurse must conduct or coordinate Corrective Action:
each asseasment with the appropriate 1. OnJune 29,2017 a
participation of health professionals, modification was completed on | 8417
the 5/18/17 MDS showing that
() Certification resident #61 did have a fall in
(1) A registered nurse must sign and eertify that- that assessment period.
the assessment is completed. 2. On June 29, 2017 a modification
completed 1417
(2) Each individual who complates a portion of the VDS sﬁfwﬁm t?,ﬁt?;?éem a0 | ¥V
assessiment must sign and cartify the accurecy of : ;
that pottion of the assessment. did have behavioral symptoms
in that assessment period.
! Identification:
() Penalty for Falsffication ' .
(1) Under Madicare and Medicaid, an Individual On or before the date of compliance, all
who wiltfully and Kknowingly- xs:dents will be reviewed to dEtE'I'K:fllne if
! € current assessment accurately reflects
() Certifies @ material and falze statement in a the resident’s status specific to behaviors
rasident assessment Is subject to a civil money and falls. If a modification to the
penalty of not more than $1,000 for sach asgessment is determined necessary the
agsessment; or assessment will be completed. Residents
who reside in the facility arc found to be
(li) Causes another individual to certify a material potentielly affected.
and false statement in a resident assessment is
' i
FORM CMS-2557(02-00) Previaus Voanstons Obsclote Event [D:JGHATT Faclity 1D: WY0008 If continuution shest Page 6 of 17
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XA ID ! SUMMARY STATEMENT OF DEFICIENCIEG o PROVIDER'S PLAN OF GORRECTION
PREFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION BHOULD BE combrinion
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG ¢ DEFEI& TO THE APPROFRIATE DATE
System Changes:
F278 | Continued From page 8 F278 The Interdisciplinary Team will review
subject to a civil money penalty or not more than the accuracy of the assessment each
$6,000 for each assessment. quarter following Resident Care Plan
(2) Clinleal disagreement does not congtituta a a‘;ﬁeﬁﬁ(‘ Qﬁ?ﬁ?ﬁﬁﬂﬂéﬁg dt ig:lm
materia| and falsa statament. during the facilities weekly “Fall
gms REQUIREMENT s not met as evidencad Bmorgl Skin. and Weiyg 0
gésed on medical record review and staff Management Meeting.” This form will
interview, the facliity falled to ensure the accuracy be completed and a copy given to each
of the MDS assesement for 2 of 15 sample JDT member to ensurc accuracy of MDS.
residents (#30, #61). The findings were: The Interdisciplinary Team has been in-
serviced with regards to this process. The
1. Review of the significant change MDS Director of Nursing/Designee will
asgessmant with an assesement reference data oversee process.
(ARD) of 5/18/2017 shawed resident #61 had
been marked as not having any falls sincs his/her Monitoring:
prior assessment. However, a nurse's note datad The Minimum Data Set Nursc/Designee
6/11/17 and timed 11 PM stated “Resident found will roview resident records according to
sitting on floor between tollat 5:“1 wall.. resident weekly Care Plan schedule to determine
BSSISM fo ﬂOOl' and intﬂ be'd. Anuma nOﬁﬁ lf ]'_he assessment completed reﬂects the
dated 5/12/17 and timed 8:45 AM statad the resident’s current status for the said
resldent's family member had bean "notified of period. Issues identified will be
fall." Interview with the MDS coordinator on corrected at that time. The Minimum
B/20/17 at 7:25 AM confirmed that tha significant . Data Set Nurse or Designee will report
change MDS assessment datad 5/18/17 for her findings fo the Interdisciplinary Team
resident #61 should have Included documentation oy .Ig Leadership Meetin
of the fall occurring on 6111/17. She stated Negative trends will bo action ianned
information about falls was generally obizined egative trends will be action plaon
from looking at the nurse's notes. and_ prioritized for process improvement
during the monthly Quality Assurance
2, Reviaw of the significant change MDS Performance Improvement process.
ggsessment with an assessmeant reference date
(ARD) of 8/4/17 showed resident #30 did not
have any behavioral symptoms (physical, verbal,
or other). Howevaer, review of soclal services and
nursing notes showed the resident threw hisfher
breakfast and was hitting and kicking staff an
S/30117, was hitting staff on 5/31/17, and was
swearing at ataff on 6/4/17. During an interview
FORM CMS-2567(02-64) Pravious Versions Obsoiele Event ID:JGHO11 Facdlty ID: WY0008
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(1)(1) - Prooure food from souraes approved or
considered satiafactory by federal, state or local
authorities.

(i) This may Include food items obtained directly
from local producers, subject to applicable Stats
and local laws or regulations.

(i) This provigion does not prohibit or prevant
faclities from using prodyce grown in Taollity
gardens, subject ta compllance with applicable
safa growing and food-handling practices.

(i) This provision does not preciude residents
from consuming faods not procured by the facliity,

(IX2) - Store, prepare, distribute and sarva food In
accordance with profesaional standards for fasd
service gafaly.

(1)(3) Have a policy regarding use and storage of
foods brought to residents by family and other
vieitors to ensure safe and sanitary storaga,
handling, and consumptian.

g’his REQUIREMENT s not met as svidenced

y.

Based on observation, review of logs, and staff
interview, the facility falled to ensure staff
rmonitored the dish machine fo ensure sanitization
for 1 of 1 dish machines. In addition, the facillty

The facility will ensure proper food
procure, store/prepare/service is sanitary.

Corrective Action:

1. On6/26/17 dietary staff #1 was
in-serviced on proper
procedures to follow when dish
machine is not testing at proper
concentration.

2. On6/28/17 dietary staff #2 was
in-serviced on the required
holding temperature of food on
steam table and also calibrating
of thermometers.

3. On 6/29/17 the ceiling vents and
sprinkier heads were cleaned by
the CDM.

Identification:
Residents residing at Worland Healthcare
are gt risk.

Systematic changes:

Starting on 06/26/17 and up to the
allegation datc of complisnce the
Certified Dietary Manager/ Designoe will
n-service dietary staff on monitoring and
recording of digh machine sanitizer to
ensure sanitizer concentration, ensure
thermometers are calibrated and

8/4/17

874117

874117
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635048 B. WING 08/29/2017
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x40 SUMMARY STATEMENT OF DEFICIENCIES o) } PROVIDER‘S PLAN OF CORREGTION (X8
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED &Y FULL PREFIX (EACH CORREGTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROBRIATE DATE
DEFICIENCY)
F 278 | Continued From page7 F 278
on 6/28/17 at 7:25 AM the MDS ¢oordinatar
stated the section on behaviors was not codad
correctly. She stated the MDS assassment
should have Indicated behaviors accurred 4 to 3
days during the observation period.
F 371 483,80())(1)-(3) FOOD PROCURE, Fan
58=F | STORE/PREPARE/SERVE - SANITARY F371
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CEN 5R MEDICARE & MEDI _FORM AP!;ROVED
ENT OF DEFICIENCIES : 838-0391
AND PLAN OF CORREETION T CAry ARIGLIA tha)l:&::m CONSYRUCTION (X3) DATE SURVEY
1 L T1ON NUMBER ! — o COMPLETED
. 535048 B WING 08/20 NE
ROVIDER OR SUPPLIER 202017
STREET ADDRESS, CITY, GTATE, 2P CODE o
WORLAND HEALTHCARE AND REHABILITATION GENTER 1901 HOWELL AVENUE
WORLAND, Wy 82401
'9“) 1o (ﬂéﬁgmﬂﬁﬁ“umggmmﬁmm D P:m\msa'a PLAN OF CORRECTION
TAG | NEULATONY OR Lok (o o BY PuLL "HE | chOsneaAEACTONSHOUDBE | coutizon
D OPRIATE fare
DEFIGIENCY)
F 371 | Continusd From page 8 F a7 knowledge of holding temperatures, and
falled to ensure thermomsters were callbrated pogu ar cieaning of vents and sprinkler
and that staff were knowi edgeable of holding heads. . An attendance sheet will be
temperatures for food In the steam table for { of 2 reconciled with an active staff roster and
observations at the steam table, Furthermare, the those staff unable to attend will be
facility falled ta ensure calling vants and sprinkier provided 1:1 education.
heads were maintained in a clean manner in 1 of
1 main kitchens. The findings wers; Monitoring;
‘The Certified Dietary Man
1. Obsarvation during the Initial tour of the kitchen Designee will complete rarfdggiosranitizer
on 8/26/17 at 3:37 PM revealed diatary staff #4 concentration checks and review of
was washing dishes in the dish room. Review of recorded log 3 times a week for one
the posted log for the dish machine showed ft month, then weekly and as needed to
was a chemica! sanitizing machine and staff identif} conce ing di i
2o nt] ns regarding dish machine
trjen?:s - %}:yc&gc?‘nh'aﬁ?)n gf ;\uy’]pochloﬁte three sanitizer concentration. The Certified
ch meal), Further raview of the i i i
log showed no decumentation for the breakfast or Dw:iary el e esigace ralibrac
lunch meal that day (67300 7). Upon requient conduct random thex:mcmeter calibration
dietary ataft #1 tested the concentration of tha tﬁists oo and review recorded log,
dish machine solution using test strips. The ook o o, then monthly
results were less than 50 parts per million (ppm), md:srd,'nneem © l~d cutlly conc:nmmsg
The staff person stated the concsntration was not reering calibration. The cleaning of
at least 50 ppm, but then continued o remove vents an 4 sprinkler heads will be added
dishes from the dish machine, and put dirly f© 8 bi-weekly cleaning schedule and
- dishes In the machine to wash (did not take Certified Distary Manager will perform
corrective aotion), The surveyar then brought the rapdom monthly cheeks to ensure
dish machine issue o the attantion of the certifisd cleanliness. These issucs will also be
dletary manager (CDM), who verifisd the tracked, trended and the Certified Dietary
concantration was less than 50 ppm, The CDM Manager will present the results in a
ﬁ;‘en primed the machine, had the staff persan report to Quality Assurance Performance
& :ggﬁ; ttjhe bu]-ﬁket of soluﬁpn. and thep re-tested Improvement Committee monthly for 3
on which showed it was now at |mast &0 months then as needed for review and
ppm. At that time, the COM verified there Iacked suggestions as needed to ensure plan i
documentation on the log for the breakfast and implemented ined hated
e entation: . imp Nted, sustained and evaluated for
unch meals for that day. On 8/29/17 at 9:47 AM its effectiveness,
the CDM stated stsff were instructed to prime the ‘
machine and check the sanitizer bucket if they
were getting less than 50 ppm when testing the
concentration, She stated if that didn't work, staff
| shoukd inform her or the maintananca supervisor.
FORM CMS-2887(0:2-39) Previous Viarsions Obsolste
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DEFICIENCY)

i

F 371 Continued From page 9 F 371

|

| Reviaw of the Food Code 2013, U.S. Public

; Health Service, FDA, 4-701.11 Hot Water and

i Chomical, "After being cleaned, EQUIPMENT

; FOOD-CONTACT SURFACES and UTENSILS

: shall be SANITIZED in...(C) Chemical manual or

! mechanical operations, including the application

t of SANITIZING chemicals by immersion, manual

: swabbing, brushing, or pressure spraying

: methods, using a solution as specified under 4-

601.114, Contact times shall be conglstent with
those on EPA-registered label use instructions by
providing: (1) Except as specified under i

; Subparagraph (C)(2) of this section, a contact
time of at least 10 seconds for a chiorine solution

. specified under 4-501.114 (A), (2) A contact tima

! of at least 7 seconds for a chlorine solution of 50

i mg/L that hes & pH of 10 or less and &

| temperature of at least 38 degrees C (100
degrees F) ot a pH of B or [eas and a temperature

| of at least 24 degrees C (75 degrees F)..."

I 2. Observation of the meal In the assisted dining
 room on 8/27/17 at 11:57 AM revealed distary

f ataff #2 took temperatures of the food on the

| steam table, The staff pergon recorded the

| temperature of the pureed chicken as 130

| dagrees and the puread dumnplings as 125

- degrees on the food temperature lag. The staff

i person prepared to serve the food. The surveyor
| asked her what the requirement was for holding
: temperature of food on the steam table and she
- stated "l don't have with me," and told the

l surveyor that information would be in the kitchen.
| The surveyar suggested the staff person call the
: CDM for Instructions. At 12:17 PM the CDM used
: @ differgnt thermometer to take the temperatura
| of the food, which wag 148 degrees and 154

{ degrees for the two food items, The CDM stated
FORM CMB-26a7(02-88) Previous Versions Qhaoiste Event ID:J4GHON Faclity ID: WY0008

If continuation shest Page 10 of 17




08/08/2017 13:82 13673472154

DEPARTMENT OF HEALTH AND HUMAN SERVICES

- _CENTER

STATEMENT OF DEPICIENCIES
AND PLAN OF CORREGTION

OR MEDICARE & MEDICAID SERVICES

WORLAND HEAL THCARE PAGE 15/22

PRINTED: 07/13/2017
e oo . _FORMAPPROVED
OMB NO. 0938-0

(X1) PROVIDERISUPPLIER/GLIA
IRENTIFICATION NUMBER:

536048

A BULDING,

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED

B. WING

06/29/2017

NAME OF PROVIDER OR SUPPLIER

WORLAND HEAI THCARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 2IP CODE
1901 HOWELL AVENUE
WORLAND, WY 82401

(%4) 1D
PREFIX
TAG
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DEFICIENCY)

F 371

Continued From page 10

that maybe the firat thermometer used neaded to
be callbrated. At 12:25 PM the CDM stated "l had
to calibrate the other thermometer." During an
interview on 8/29/17 at 8:47 AM the CDM stated
dietary ataff #2 was new and "panicked." She
stated they calibrate thermometers once per
wesk, but did not have any documentation related
to that.

Review of the Faod Code 2013, .8, Public
Health Servics, FDA, 3-501.16 Time/Temperature |
Control for Safety Food, Hot and Cold Helding,
showed "(A) Except during preparation, oooking,
or coaling, or when ime is used as the public
health control as speclfied under 3-501.19, and
excapt as specified under (B) and In (C) of this
gection, TIME/TEMPERATURE CONTROL FOR
SAFETY FOOD shall be maintained: (1) at 57
degrees C (Celsius) (135 degrees F) or above,
excapt that roasts cooked to a temperature and
for a time specified in 3-401.11 (B) or reheated as
spacified In 3-403.11 (E) may be held ata
temperature of 54 degrees C (130 degrees F) or
abave, or (2) at 6 degrees C (41 degreas F)."
Further review of the Food Code 2013, 4-502.14
Good Repalr and Calibration, revealed "FOOD
TEMPERATURE MEASURING DEVICES shall
be calibrated in accordance with manufacturer's
specifications as necessary o ensure their
accuracy.”

3. Observation in the main kitthen on 6/27/17 at
11:02 AM revealed 2 of 2 ceiling vents and 5 of 6
sprinkler heads were visibly dusty/dirty. One of
the celling vents was located above a tray of

- uncovered rolls. During an interview on 6/28/17 at
1 9:47 AM the CDM stated she was short-staffed in
the kitchen and it had been about 3 weeks since
the vents were cleanad,

F 371
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DEFICIERCY)
F 871 | Continued From page 11 F 37
Review of the Food Code 2013, U.S. Public
Health Service, FDA, 4-601.11 Equipment,
Food-Contact Surfaces, Nonfood-Contact
Surfaces, and Utensils, showed
"NONFOOD-CONTACT SURFACES OF
EQUIPMENT shall be kept free of an
accumulation of dust, dirt, FOOD residue, and
other debris."
F 425 | 483.45(a)(b)(1) PHARMACEUTICAL SVC - F 425
§5=D | ACCURATE PROCEDURES, RPH
' (a) Procedures. A facility must provide Fa25 ‘ ‘
pharmaceutical services (inciuding procedures The facility will provide pharmaceutical
that assure the accurate acquiring, recelving, services (including procedures that assure
dispensing, and administering of all drugs and the accurate acquiting, recejving,
biologlcals) to meet the nesads of each resident. dispensing, and administering of all drugs
and biologicals) to meet the needs of each
(b) Service Consultation, The facility must residents. The facility will remove
employ or obtain the services of a licensed expired medications from medication
pharmacist who— storage areas.
(1) Provides consultation on all aspects of the Corrective Action:
provision of pharmacy services in the faclilty; 1. On6/29/17 the Assistant Director
‘tl"hls REQUIREMENT ls not met as evidenced Of Nursing Removed and 8/4/17
Y, _ Destroyed the 6 boitles of
Based on observation and stpﬁ interview, the uﬁpeuyed aspirin 325mg from the
tfrom 1 0f6 medication storage areas (300/400
unit medication room). The findings were: ldentification:
Observation on 6/268/2017 at 3:50 PM of the On or before the date of compliance all
medication room for the 300/400 units showed storage areas that house medication will
there were 6 botties of unopened aspirin 325 mg, be gone through and expired medications
each with an expiration date of 5/2017. will be removed and destroyed.
Residents who reside at Worland
Intarview on 6/28/2017 at 4:.00 PM with RN #1 Healtheare and Rehabilitation are at risk.
confirmed the aspirin was expired and avallable
FORM CMS-2587(02-88) Previous Verelons Obsolele Evant ID:JGHQ11 Facilty I0: WY0008 If continustion sheet Page 12 of 17
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! facliity;

(a) Infection prevention and control pragram.

The facllity must establish an infection prevention
and control pregram (IPCP) that must include, at
a minimum, the following elements:

(1) A system for preventing, identifying, reporting,
investigating, and controlling infections and
communicabie diseases for all residents, staff,
volunteers, visitors, and other individuals
providing services under a contractual
arrangemant based upon the facility assessment
conducted according to §483.70(e) and fallowing
accepted natlonal stendards (facility assessment
implementation is Phase 2); .

(?) Written standards, policles, and procedures
for the program, which must include, but are not
limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or infections
before they can spread to other persons In the

(ii) When and to whom possible incidents of
communicable dissase or infections should be
reported; -

(fil) Standard and transmission-based precautions
to be followed to prevent spread of infections;

(iv) When and how isolation should be used for a
resident; Including but not limited to:

service Charge Nurses currently
employed on the importance of checking
dates and removing expired mediations
from resident use. The Charge Night
Nurse will do a monthly audit of all
medications that will expire within the
next month; the audit will be tumed into
Director of Nursing. An attendance sheet
will be reconciled with an active staff
roster and those licensed staff unable to
attend will be provided 1:1 education.

Monitoring:

The Director of Nursing and/or Designee
will do monthly rounds of medication
rooms to ensure compliance. Issues
identified will be tracked and corrected at
that time, trends will be presented in
Quality Assurance Performance
Improvement by the Director of
Nursing/Designee to ensure plan has been
implemented, sustained, and evaluated for
its effectiveness.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSBS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)
F 425 | Continued From page 12 F 425| Systematic Changes:
for administration to residents Beginning July 17, 2017 and up to the
ni . allegation date of compliance the Director
F 441 | 483.80(a)(1)(2)(4)(e)(") INFECTION CONTROL, F 441 ofb%ursing and/or Deslijg;nee will in-
8= | PREVENT SPREAD, LINENS
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F 425} Continued From page 12 F 425
for administration to residents.
F 441 | 483.80(a)(1)(2){4){e)(f) INFECTION CONTROL, F441l rad1

88=E | PREVENT SPREAD, LINENS

The facility will establish and maintain

(a) Infection prevention and eontrel program, an Tnfection Control Pro desigoed to

The facliity must estabilsh an infection prevention provide & daft, Saa ey and comfortable |
and control program (IPCP) that must inolude, at B e
a minimum, the following elements: evelopment and transmission of disease
: and infection.
1) A gystem for preventing, identifying, reporting, . )
i(n\):estigatlng. and controlling infections and Corrective Action: .
communicable diseages for all residants, staff, 1. OnJune 28,2017 the Infection | .. -
voluntaers, visitors, and other Individuals Control Nurse in-serviced CNA
providing servicas under a contractual #1 on proper Catheter Bag
arrangement based upan the facility assessment handling and proper hand
conducted aceording to §483.70(e) and following hyziene per Facility Policy.
aocepted national standards (faciiity assmsssment 2. One June 28, 2017 the Infection | gun7
implementation is Phase 2); Control Nurse in-serviced CNA,
#2 on proper Catheter Care and
(2) Written etandards, policles, and procedures proper hand hygiene per Facility
for the program, which must Include, but are not Policy.
limitad to: 3. On June 28, 2017 the Infection
Control Nurse began in- 81417

{I} A system of surveiflanca designed to identify i s
possible communicable diseases ar infactions servicing all employees on

: proper hand hygiene during the
| m"r; they can spread ta ather persans in the passing of ice and handling

residents’ water mugs.
(i) When and to whom possible incidents of .
communicable diseass or Infections should be Identification:

reported; Residents who reside at Worland
Heaithcare and Rehabilitation are at risk.
(i) Standard and transmission-based precautions

to be followad to pravent spread of infections; Systemic Changes:
Beginning June 28, 2017 and continuing
() When and how isolation should be used for a up until the allegation date of compliance
resldent: including but not limited to: the Infection Control Nurse and/or
FORM CM5-2867(02-05) Previous Versions Obaciets Event ID:JGHQ11 Faciiity (D: WY0008
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%4 10 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION
EFICIENCY B ED
"HG | REGULATORY ORLSC IDENTIYING INFORVATION) K | ecomecnAconoouDte | coihon
DEFICIENGY)
Designee will in service Licensed staff
F 441 Continued From page 13 F 441 currently employed at facility on
X facility's Infection Control practices as
(A) The type and duratlon of the isolation, the i :

y pertain to ensuring proper Catheter
g‘e‘s,%?::ci’ng :gon the infectious agent or organism Bag handling, Catheter Care, and proper
(B) A requirement that the isolation should be the hagg hygiene when doing catbeter care,
least restriotive possible for the resident under the and proper hand hygicne - hen passing
clreumstances. f‘:fl a?td h(;mdlmgh reiiiglllllt ; water n:};x%s.

‘ atienaance sheel @ reconciie
: (v) The clrcumstances under which the faciiity with an active staff roster and those
must prohibit amployees with a communicable licensed staff unable to attend will be
disease or infected skin leslons from direct provided 1:1 education.
contact with residents or their food, if direct
contact will transmit the disease; and Monitoring:
The Infection Control Nurse/Designee
(vi) The hand hyglene procedures to be followad will complete visual rounds during ice
by staff Involved in direct residant contast, pass time 3 times weekly for one month,
: then weekly for one month, then monthly
(4) A system for recording incidents identified and as needed thereafier to ensure staff is
under the facllity's IPCP and the corrective providing sanitary hand hygiene. The
actione takan by the faollity. Infection Control Nurse/Designee will
complete visual rounds during catheter
(e) Linens. Parsonnel must handle, atora, care 3 times weekly for one month, then
process, falmfj tr:nsport linens &0 as to prevent the | weekly for one month, then monthly and
spread of infection. ' as needed thereafter to ensure staffis
(f) Annual review, The facility will conguct an providing saitary catheter bag handiing,
annuai review of its IPCP and updata their g ater care, and proper hand hygiene in
fOgrarm, as Necassary. etween care. Issues 1dent1ﬁe_d will be
This REQUIREMENT 15 not met as evidenced tracked i eortected at thu e, tends
y: ntrol reports wi
Basad on observation, staff interview and policy be presented in Quality Assurance
and procedure review, it was detarmined the Performance Improvement by the
facility failed to follow proper infection control Infection Control Nurse/Designee to
when handling slimination drainage bage for 1 of ensure plan has been implemented,
3 sample residents (#81) with = drainage bag, sustained, and evaluated for its
and for 1 of 1 (#61) observation of peri-care with effectiveness.
Qloves. Additionally, the facility failed to follow
proper infaction eantrol protocol for prevantion of '
oross contamination for 4 random observation of |
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o
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D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD B8
TAG CROBE-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

coubaTaN
DATE

F 441 : Continued From page 14
providing ice to residents. The findings were:

1, Qbservation on 6/27/17 at 8:30 AM showed
resident #61 recelved sasistance from CNA#1 to
transfer from a wheelchair to a racliner, During
the transfer, the CNA removed the resident's
catheter drainege bag and tubing from the
wheglchalr using her bare hands and placed the
bag on the floor. After tranaferring the residant,
the CNA then pulled the catheter bag across the
floor, and placed it Into a plastic tub on the ficor.
Without washing her hands the CNA then
touched tha ragjdent's water mug, soda bottle,
remote control and whesichalr handies,

2. Qhservation on 6/27/17 at 11:18 AM showad
resident #81 receivad peficars fram CNA#2 in
the resident's bathroom. While wearing gloves,
the CNA cleaned feces off of the resident using
dispogable wipas. While wearing the same
gloves, the CNA then used other dlsposable
wipes {o provide cathater care, touching tha
clatheter tubing with the potantially contaminated
gloves.

3. Observation an 6/27/17 batween 10:30 AM and
10:40 AM showed CNA#1 was putting ice In

; residents' room water cups. The following

' concems were identifisd:

cups out of the room at the same time, handled
both mugs with both hands including ramoving
lids without santtizing in betwesn, filled them with
lee, and replaced the mugs back in the room.
Thera was no hand sanitizing before entering the
next room.

b. At room 404 tha CNA took both residents’
cups out of the raom at the same time, handlad
! both mugs with both hands inciuding removing

a. At room 405 the CNA took both residents'

F 441
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lids without sanitizing in betwasn, filled them with

!'ice, and replaced the mugs back in the room.

| . At room 305 the CNA took bath rasidents'

cups out of tha room at the sama time, handled
both mugs with both hands including removing
lids without sanitizing in between, fiiled them with
ice, and replaced the mugs back in the room.
There was no hand sanltizing before antering the
next room.

d. At raom 306 the CNA took both residents’
cups out of the room at the same time, handled
both mugs with both hands including removing
llds without sanitizing in between, fllled them with
fce, and replzced the mugs back in the room.
| There was no hand sanitizing before entering the
next room.

e, At room 303 the CNA took a resident's cup
out of the room , handled the mug with hoth
hands Including remaving the 1id, filled them with
lce, and replaced the mug back in the room.
There was no hand sanitizing before entering the
next room.

f. At room 304 the CNA took a resident's cup
out of the room , handled the mug with both
hands including removing tha lid, filled them with
ice, and replaced the mug back In the room.
There was no hand sanitizing before entering the
next room.

l 4. During an interview on 6/27/17 at 4:30 PM the
: Infection control preventionist stated catheter
drainage bags shauld not touch the floar. In
addition, she stated staff should parform hand
hygiene after handiing the catheter bag. She
further stated staff should remove gloves and
perform hand hyglene when changing asks, such
as after cleaning a resident who was Incontinant
of bowel and before performing catheter care.
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: On 8/27/17 at 5:08 PM the infectlon control

: preventionist stated staff should perform hand

- hygiene batween handling residents’ water mugs |
when passing ice. ;

. 5. Review on 8/28/17 of the facility policy titled

: "Hand Washing" revealed the instructions "Hand
washing Is one of the most crucial measures in
reducing transmission of pathogens in healtheare :

, 8eftings. The use of gloves does not sliminate the

. need to wash hands. Hand washing is

- performed...before and aftar each resident

: contact...after contact with solled or contaminated

j arficles, such as articles that are contaminated

i with blood or body fluids...after contact with an |

| object (e.g. door knobs) or source where there is

: @ concentration of microorganisms such as

: muceus membranes, non-intact skin, body fluids,

i or wounds...handling food."

t

; 8. Reviaw on 6/28/17 of the facility policy titled

! "Urinary Cathater & Drainage Bag Carg" revealed
the instructions "Wash hands bafore and after

. praviding urinary catheter care...Do not allow the :
_catheter bag, haldar, tubing, or spigot to touch the
{ floor.®

)
|
;
. i
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