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The following common abbseviations gt useq
throughout this document;
: N - reglaterad nirse
LPN - livensad practical nurse
! DON - directer of Mirsing
MDS - Minirumm Data Sat
- ONA -« certified nurse aide
! MRSA: Methicllin-registant Staphylococeus
( BUrels (a drug-resistant bactarium)
i
lap buddy ~ soft restraint hooked sround the arm
rests of . wheslchair or geratrie ohair to Prevent
| & resldent from rising
Less commoniy useq abbreviations will be
annolated In each deiiclenoy where yged,
| F 221 483,13(=) RIGHT TO BE FREE FROM F 221
il 88=F PHYSIF)AL RESTRAINTS z 221 | 815710
The resident has the rlght to be fren from any The facility will meet this
gfhy?kl:ial restrainis imposed f:;r pUrposes Eéf Tequitement ng cvidenced by
scipline or canveniance, and ot required o : idi omprehensive | : 49
fresat f ‘ ' providing &  compr : # Y, 5
veat the resldent's medicy| symptorns assessment for any tesident, 'W/&Mﬁﬁ 559 S
receiving an ordey for restraints- ;
This REQUIREMENT 15 not met as svidenged |2 p Al g garien B AL lFT ML
by: Wy Ix
Based on observation, madical record review, A%’M Al LA lv
rresident, family, anc siait Interviews, and reviow ALl AANT G m?f
Of internal Inveatigationg, the facilty falled to [{éf,‘_“ AL Aty
ideniiy m@gb@' Symplums neceaslgai;‘ng s of Residents #19 and #4 will be
restraints, determine that the restralnts applie o '
wers the least restrictive device ar actlon which foileted per faclity protocol,
could raintain safety and Independence of the
residents, and/or ensure the restraints wers pot Protocol will be developed for
Imposed for staff convenience for 3 of 3 sample restraints during meal (imes,
rOGIIBN(S (14, 45, 519) with restraints, Tr: restraints during mex
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other safeaunrds provide sufficfent protastion to the patients, (San Inslrucitons.) Except far nursing homas, the fndhgs. stated abgye re-diselosable 99 days
Toltowing the date o Sirvey whedbsr or not g Plan of corraotlon 18 provided, For nursing bomes, the above fingl ?}r% {? tgr sorrection 41 disslosghls 14
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findings were:

1. Revlew of the 8/7/10 quarterly MDS
anaessment and 6/14/10 care plan showsd
resident #10 was able to ambulate and transfor
with extensive asslstance. On B/28/10 at 7:20 AM
the resldent was observed at 3 tabls in the dining
room, The resident was seated In a gerfatric {per))

chalr with a lap buddy in place from untli 10:30
AM (3 houra and 10 minutes} without balng
rapositioned or allowed to get up from the chair,
AL 9:36°AM the resident requested scissars from
 the strveyor to "out this thing off" The resident
was pulling on the lap buedy dering this raquast,
Additionally, observations on 830110 at 1:10 pM,
2:30 FM, and 7:08 PM and on TMM10at3 PM
showed the residant in bad with fuil side ralls
faised on both sides of the bed, At no tima during
thess obeervations was the reefdent trying to
repasiiion blrvherself,

According to hursing documentation dated
8/18/10 at 4.30 PM, the rasident sustainad a
laceration ta the back of the head from an
unwithessad fall in the dining room and wag taken
1o the smergency room, Review of reatimission
orders dated 618110 at 5:40 P\ showed the
Physlclan orderad a "lap buddy" for this resldent.
However, there was ng description of the medieal
symploms necessitating Lse of the resiraing,
Further raview of two orders, each dated 8/214 0,
showed "Bath slde ralls up while in bed per family
requast and MD approval to afd in bed
repoeltioning & safety" and “Rasidant Is to have
lap buddy on at all tines per family request ang
MD permission. Resident ks fo skt sldeways (in
WIC & lap buddy) while ai Dinlng room table,*
Agaln, a gescription of the syinptoms requiring
these restralnts was lacking. '
The followling concerna with vsa of restraints
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The facility will have staff |
present in the dining room to
meet the needs of residents
before, during and after meals.

© This requirement will be
maintained by  in-servicing
nursing  staff, families and
physician on facility protocol
for restraint use ang removal,
resitaint assessment and dining
room supervision. A guality
indicator has heen developed
and will be monitored by IDT
monihly  through  QA/QI
program
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for this resident ware ldeniifiad:
! & A spetific medical symptom of condlion
g Necessitating the use of either g lap buddy or side
| fails was not entitiad, Neither wag there a
determination of how the uew of restralnts would
benefit a targeted madics condiffon, protect the
resident's safoty, end maintain as ruch
indepandence ag Posglbli, On 629M0 at 5:30
1 PM the DON stated the facllity met with the famnfly
t expliin wiy & physiclar's otder and/or famlly
radqueat was taufficient for usg of restraints,
) However, she further stated the-facllity had not
oo ade any oshanges prior fo the survay.
| b. The facility fallad.to complets an
assessment to detarming If the restraints ware
the lsast restrictive davicas o actions that could
| be Implemanied to assura safety for this resident
and maintain ha/her Indeperdencs. Examplos of
tlevices eauld Include a wadge cushion, a heimat,
various protectiva pads, antl-tippers for the chalr,
or & floor mat, Examplaes of actlons which couid
bé faken could includae positloning the back of the
wheslahalr o gerlohalr seat lower {han the fron,
changing the wheels go the large ones would pe
in the front, or lowering the bed, Infarvlaw with the
DOM on 774110 at 7 Aty confirmad thesa or athar
altemalive intsrventiona had not bean atiempted.
¢, Reviow of the care plan revesiad that
heither the uss of the lap buddy nor the slde ralls
was cara planned, interview with the DON an
THM0 at 7 AM confirmad. the o@re plan was
turrant,

d. There was no svidence the restraints ware |
nat being used for staff convenhlence, The
following interviews revesleg: stalfwers not
always present in tha dlning raom when fesldents
were brolight In before meals:

1. During an interview on 7MHMG at B8
l. AM, & family member stated siaff wara not alwaya
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' found the residant revealed facility staff war not

prasent in the dinihg room when residents were
thare,

2, On 71110 at 11 AM, Interview with the
emergancy madical servioss (EMS) responder (a
GNA aotually assigned fo acute oars) who inltially

present I tha dining room on 81810 when the
resident fall. The respondar stated ahe would
asslat with meals In the nursing home when she
was not busy In acute oare, The EMS rasponder
reéhorted she had accapted pureed foods from the
dlefary stsff and was setting them down when she
heard & crash, tumed, and faund the residant on
the fivar; however, the responder stefad she did
not actually obseive the fall. The responder
further stated she had to yell for halp and Instruct
the ONA who answered. o find the nurse. Review
of the facility's Intarnal investigation vertfied thasa
statements,

3.0n 7TMHMO at 8:30 PM resldent#{2
stated it there were fraquently no staffin the
dining room when they were trying to get
residents up for maals, The resident stated sfhe
would ba tha anly person watching other
resldants,

2. On 6/28/10 ohservetien showed resident i#4
was seated In a wheelchalr with a lep buddy In
place at 5:08 PM. Further observation showed tha
resldent’s meal was served ab5:27 PM, The lap
buddy was nol removed during the miag| sven
though & GNA sat immediately next t tha
resident and provided one-io-ona asslstance,
Qbservallon on 6/26/10 at §:37 AM ravealad the
same scenarlo during braakiast. Review of the
asseasment showed the facllty failad to
determina If & lap buddy was the least restriclive
reetraint which could be used fo gssure safely
and yet malntain as much indepandences as
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{ 628/10 from 7:27 AM untll 11:44 AM showed the

.| 9revaneas and recommendations of rasldents

Continuad Fram page 4

possibls. Examples of lass resiristiva
Intervantions are ltemizad with resldent 49,

3. Raview of the B/3/10 quartstly and 3/8/10
slgrifican! change MDS assessmants showed
resident #5 was coded &8 having “other than full®
eide rafls on both sides of the bad: use of a chalr
that prevantad rising was not documented,
Obssrvation on 828710 &t 6:08 PM and an

reskiont was in & gerfohalr with a tray table which
&/ was unable to remove, Tha shrervation on
6/28/10 showed ihe resklont was seated beside 3
table, but mctually atw histher brealdast from the
tray table. Review of nursing documantation
showed the rasident fall in February 2010 and,
according to information on the radioiogy report,
may have sustained & fractured pelvis, Review of
thes consent form for the:gerichalr showed the
resldent had been in it shee March 2010,
Detalled revisw of the medical record ravealed no
assessment to dutarmine if the gerlchalr and fray
table was the least restriotive restralnt or how |
wauld improve the restdents quallty of lifs,
Review of the care plan las! updated on 8/2/40
showed B gerichalr was to be Used whon the
rasfdont was not [ bed, but there was no
decumaentation supporting the use of the tray
fable, Finally, since the resldent was sested
apprapriataly at the dinlng roont table during the
evaning meal on 6/28/10, there was no evidence
that the tray table wag not used for ataff
cohvenience.

483.15(c)(8) LISTEN/AGT ON GROLP
GRIEVANCE/RECOMMENDRATION

When a resident or family graup exists, the facidty
must isten to the views and act upon the

Faz2

F 244
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i and farmifes concerning proposed policy and The facility will meet this
operational decisions affecting resident care and requirement by notifying family
fa In tho facilty, and tesidents, in writing, of the
. reasoning for changing the
This REQUIREMENT |3 not met as evidenced complaint/concern process,
: appropriate procedure for filing
Besed on staff and family interviews, and review cgﬁ‘l )Faintsltgmcerns and.
of written correspondence from tha facility to the \ I i Al al
families of resldents, the faclily failed to ansure residents and tjamx ¥ will also
gilevanses ralsad by familes wers addressed be notified in  writing of
and the resulting declsions effactively tesolution, The facility will
\c;g:;n unicated back ta.the familles, The findings attempt 10 resolve
. camplaintsfconcerns  until o
: Four confldential farnily :nter\riews took place further options can  be
: betwaen 628710 and 7/110; each ofthe families identif y addition  his
i voiced cencerna reganding care and opstations at it enufmijll. . anl- idetits and
| the falitly. Thelr concsrns foclised on. 8 lack of etter will ihform resicents ¢
"...sincerlty and cara.,," In staff-realdent their families of possible
g'rt:; ﬁ";‘?ﬁu Fat!?rf‘ﬁl'j Itttlr,mo\(;erar?u?g staff that alternatives they could chooge e
ed discon and confusian, vceasions : : intsfooncemnsaee= (A
when the facllity appeared dirty or".'..smellecl if their con‘{plaulltsfw ih o /u,gulsl"
bad..", and a fack of feedback from the facllily ot=—gdifssed  to  their
(characterzed by the families as ", they [facility satisfaction.
sifﬁ] gre defensive...and evasive,.."). The
interviawees further statad thay did not have a rarrilie ;
frea-fow of communlcations from the Fur‘thermnre, all families wil
administrator or DON. be informed they may meet at
ot ) | the facility to discuss mutual |
-{ Eacn of the four family Interviews also cited & erns  with -other famil
Intter they received, signed by the social setvices aone ber .WI civate. if the sg -
diractor and dated 4/26/10, as 2 concarn In that nembets, 1 private, it tey el
they interpretad some of the language as desire, ¢ (;JEZ? Ly
"...defenslve...” or ",..Ihreatening...” Reforence = W '
war?'h Mmade to whatthe?e famil[?: ipercelvec[i ?s Isa This requirement * will |
- elrmbardome process for teglstering complain : ; /f!; {
and an offer of assistance to help relocate nmifntal.qlcd byegduc?tmjg i f
rasidents If family mombers falt the faciity did not on facility procedure for filing,
FORM OMS-2067(02-40) Pravious Vorslona Obadlgla Event 10: FXVZ14 Faalliy iR Wycoog If continuation ahsel Page 8 of 5
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F 244 Contlhued From page & F 244 . .
meel the needs of a resident, This later ltom was, , follow-up and  resolution Jo
viewed by all four intervieweas g implying their resident and family
famlly mamber might be movad if they conhlinuad complaint/concerns,
to cotmplain. A ccrlwof the latier sent to family
menbers was reviswed on. 6/30/10 ot 4240 PM, - : . :
The language used In the letier aould be A quality indicator will be
percelved ds a throat becauss the faclilty leftthe developed and monitored on a
familles with ne option other than relocation If they monthly  basis by  Social
5 wers dissallsflad, Services through QA/QI
: The family interviows aleo described attampts to program,
maat as a family group ot the faolllty aa g
. felitire, The interviswoas statad they folt ag Housekeeping staff will follow
though the mestings were orchiestrated by tha d Jeanin rotocol  per
fachly to civert attention from thoir corncerma and, ecp  cleaning  protoce
nstead, wers limited o "...providing edusationa| policy on a monthly basis or Bs
matarials..." The isrviewess further steted that needed. Infection Control will
saveral famllles chose to mest oytside the facllity monitor cleanliness of facility
d ‘ . X
In ardor to diseLss their concams and will report through QA/QI
Interviow. with the adminlstrator and DON an program.
71110 at 8:10 PM confirmed several familles hag
camplalned to facllity staf?, The atministrator
stated she was not aware famlly members fol
1 threatenad hy language In the Jetter sent from
social services, nor was the Intent of the
corresponderce to discourage tomimiinication
between facility staff and familles. The DON
Slatad she was glso unaware: this had been the
vasult of the soclal services lethar ta farmily
inambers,
F 263 483.15(}1)(2) HOUSEKEERING &, F 253
5828 | MAINTENANCE SERVICES
The facllity must provida housekesping and
malntenance sarvices heeassary to malntaln g
sanftary, orderly, and comfortabla ntarlor,
FORM CMS-2507(02-00) Peevioug Verslong Obsalate BvantInipxvedy FucTity 1D: Wyooog if continuation s heat Fege 70165
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This REQUIREMENT' I8 ot mel.as evidencad B3 | S0
by The facility will meet this
Based on obsarvation and family and staff requirement as evidenced by
Interviews, the tactity falled to malntain 5 clean, performing  the  fol lowing
sanltary environment. Threa of 4 fans used by ? , )
residents cofitained & buiidup of dust and dehbrs, housckeepmg‘ and maintenance
the bedroom and bethrobm floors for { of 9 scheduled duties:
sample residante (#19) was dirly, severs) of the
i dining room chedre wers atalned and contained f lcani
' orumbs, and.farge steins wers prasant on the 4~ Monthly fan o eaning
carpet at the nursing atatlon. The findings wars: schcdt_z[e
; b, Daily walk through of each
Qbservation throughout the survey and: LTC staff to address
specfially with the DON on 74410 at 2:65 PM coom b’l’,l Ceonia or
revealed the following conesms; iy housckeeping
2. Resident fans n rooms #201, ##202, and maintettance issues
#2186 cuntalnfned a huitdup of dust]and debris on ¢ Weekly inapection of dining
the proteciive grate and on the blades, . t i
- b, Sevaral of the dning room chairs 100? Chaits and ciaamng s
conteinad crumbs In the pads placad In the aach needed . .
i seal and upon the upholstery. In addition, stelns d. Carpet at nuises’ station will
wera preaent-on the upholstary of many chalra ba inspected daily  and
¢, Dabris was prasent on the ficor under the shampooed as needed .
bed of resldent #18. Furthermote, the bathroor P o
floer was aticky, especially arcund the tollel, \ . .
d. Several large slalns were present on the This  requiremnent  will  be
carpet at the nursing station, maintained by in-servicing all
: LTC staff, including
: The DON confirmed the lack of ganeral ‘ :
k cleaniiness durlng the observations, During housckeeping and Imaintenance
confidential intarviews, four family members also of these changes. A quality
Sgafﬁd :ihe fagnty ‘;’as not-as c:ean as jt haﬂ heen indicator has been developed
Bt one lime. Spectfic lsstes ralsed during these ; T,
‘ Intarview were the dining reom chalrs, individyat and il bé n?nmtmed by
[ resident rmoliners, "fuzzy” comers, debils under Housekeeping/Maintenance
the heds, "musty" smells, and Just generally monthly  through  QA/QI
| "doesn't look clgan,” program,
F272|483.20 483.20(b) COMPREHENSIVE F272
§8=F | ASSESSMENTS
FORM CMS-2567{012-59) Provious Verulons Obuoleta Evant iD: X211 Facllty It Wooas If centhinaticn sheay Page B of B
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STATEMENT OF DEFICIENOIES {1 PRUVIDERJ‘SUFPLIENGUA ) MULTIRLE CONETRUGTION v %3 DATE StR)
AND PLAN OF GORRECTION ' IDENTIFOATION NUMBER: A BULONG ¢ /7 /,D ‘ COMPAETEY
T T c
15, vang
835029 — D7[04/2010
NAME OF PROVIDER OR SUPFLIER STREETADDRESS’. CITY, BTATE, 2IP CODE

(X4) ID SUMMARY STATEMENT OF DEFICIENGIES in PROVIDER'S PLAN OF CORRECTION o,
FREFIX {EACH DEFIGIENCY MUST BE FRECEOED B FUL), PREFIX (EACH CORRECTIVE ACTION BHOULDBE | combeatrion
Tan REQULATORY CR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED-T0 THE APPHOPRIATE DATE
DEFIDIENGY) \
F 272 ) Contihued From pages 8 F272
"Tha facility must condupt fnilially and periodieally
& comprehensive, accurate, standardized
seproducibls sssessmeant of aach resident's
functional capaaity.
A faclity must make a comprehensive F272 81510
assessmant of a resident's nesds, using ths RAI The facility will meet this
speciied by the State. Tha assessmant must . ) : |
Inoluide ef least the follewlng: fequirement by conducting a
Idantification and dermographio Information: comprehensive assessment for
Customary routing; residents #4, #5, #9, #11 and all
gﬁiﬂmﬁﬁ'{‘si regidents  will  receive g
Viston; ’ comptehensive assessment, if
Mood and behavior pattems; needed due o significant -
Psychosacial welkbeing; change of status, quaiterly and
Physical functioning and struolursl problems; annuali
‘Continahie; g
; { Disease diagnosis gnd health conditiona; ] _ .
: Dental and nufritional status; -a--Review of-sach—resident's
ﬂ‘g‘w‘l’yﬂ“‘l’:m;:? earrent—care-phur—for-possible
Medfcatﬁm. ' ,.omis&iarls—t%'am—ﬁFrrggcrrmﬁ
Spealal troatments and procedures; “RAPS
glschaiyf:: plftanlial; Informat | b. Facility will provide MDS e o tegos
| -ocumentatlon of summary Infermation regard ng ™ inator Wy - -
the addltional assessment parfermed through the ttaluing for MDS Cuordlr}alm M:ﬁ,(ﬂ VZ é /Zj
) resident assesgment protosels: and ¢ All assessments  will be et 97270 .
; Documentation of partiolation in Besessmant, completed by admitting nurse 7/
! and the information wiil then be
' - d by the interdisciplinary
This REQUIREMENT s niot met as evicencad s Lo TAC
by team and the MDS Coordinator
Based on review of medioal records and staff to provide complete and
' Intervle\p]ls, “?9 factity falled-tiolcomrfete o accurate information in all areas
camprenensive assassments In vanaus areas for K . - o
4 of 10 sample residents (14, #5, %9, #11), The iggered for RAP summaries,
findings ware: :
FORM CMS-2557(02:00) Frovioys Vorslons Oliaplute Bvant 10; FXVZA1 Fautiity 10 YWyooog I vontinuatian sheet Page 2 of 55
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NAME DF PROVIOER OR SLPPLIER ‘ STRERT ADDREQS, CITY, STATE, ZIP CODE

713 DAK §TREET
CROOK O MEDICAL SERVICE DISTRICT LONG TERM CARE SUNDANGE, WY 62725

%4y 12 BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'E PLAN OF CORRECTION Lx:,; T
PREFIX (FAGH DEFIGIENGY MUST BE PREGRDED BY FULL PREFIX {EACH GORREGTIVE ACTION SHOULD g COMALEYION
TAG REGULATORY OR 180G IDENTIFYING INFORMATION) TAG GRUSS-REFEREggE?HTQ T%EAPFRQPNATE OATE |
ENC

F 272} Centinued From page 9 Fars| This  requirement will  be
1
i
1

rmaintained by in-servicing all
1, Accordlng 1o the 4/28/10 admission MDS staff involved in the MDS
assegsment, comprehensive assessments wers . ' ity indicator hes
reguired for rasident #4 a3 affe was sampletely 510(:(:33 Alqualc; Y d will be
ncontinent of bowal, axperlancad mild pain lass cén developed. an ‘
than dally, and was restrained with side rails and monitored by IDT  monthly
a.chair which prevented rising, Observation on through QA/QJ program,

6/268/10 at 5:05 PM and on 6/29/0 at 725 AM
showad the resldent was restrained with atap
buddy. Review of the "Bowat Retralhing
Assaasmant" showed a notation datad 4/6/1 0,
"Res Invont [resident incontinent} Dx [diagnosls]
Desantia.” Tha remainder of the assessment

E was incomplete with a line drawn diaganally
across the page, Raview of the 4/0/10 pain
azassament showed [f wes ajsn incomplete with a
Ine drawn diaganally through most of the
questions, Refer to F323 for further Infarmation
regarding fack of a safely assessment for the lap
buddy. interview with the MDS coordinator on
71110 at 1:20 PM confired the bowsy and peln
assessments were incompiste,

Additional review of the MDS assessmant
raveslad Sactlon V lacked information
designafing the neation of azsessmant |
inforfnation for-cagnitiva loss, visyal function, i
communication, ADL (activities of daily Iving) : |
funetionalfrehabilitation potential, urinary
incontinence and indwafling catheter, falls,
PragsLrs Licars, psychotroplo dtug uss, and i
rhysteal restraints, Furthermers, the cara !
pianning decislon was not checked for any item i
axcapt ADL function and urinary Incortinence.
During the aforementioned Interview with the
MBS coerdinalor, she confirmed Section V was
Incamplete. The eaordinator also stated she had
bean at the factity about six months, but had no
education In uge of this MDS,

FORM CMB-2567{02-00) Previowt Vaslons Ohsetute Event D11 Facliily 10: WYo00s {f canlinuatlon shesl Page 10 of 55
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NAME CF PROVIDER OR SUP PLER , BTREET ACDRESS, GITY, STATE, ZIP GOPE

: 713 DA STREBT
CROOK GO MEDICAL S8ERVICE DISTRICT LONG TERM CARE SUNDANGE, Wy ga72¢

{4y 1D BUMMARY SYATEMENT OF DEFICTENGES 2] (5)
FREFIX {EACH DEICIENCY MUST iz PRECEDED By FLLL, PREFIX (EAGH OORRECTVE ACTION SHOULD pg COMPLETIDN
TAG REGLLATORY OR LBC IDENTIFYING INFORMATION) TAG DAYE

T T e
F 272 Continuad From page 10 F2rz I
2. Reviaw of the a/8/10 significant change MDS
assessment showed resident #5 raquired
comprahensive assessmants Iy the areay of
communication, ADL funationalirehahllitation ‘
] potentisl, bowal incontinance, restraints, and falls.
; Review of thase assessments roveateq @ bowel |
. @ssessment and a restrant assassment for use
[ of a gerichalr (a wheeled, uphokstara racliner)
with a lap buddy were lacking, Further review
! reveslad the assessments for sermmunication and
ADL functionalrohabilitation potentlal ware not
comprehensive; thay repeated information
i alreadly in the MDS, falled o ideniify cauges and
contributing factors, and talled to destribe the
Impact on the resident's Iife, Refer to 7309 for
Turther information related to the lack of & bowey
management program, Refer tp F323 for detells
rolated to lack of post fall assegsments and
’ rastraint usa,

3. Sample residant #o's madicel record was
‘ reviewed on BI20/10 st 215 PM. Tha ADL
Functionai/Rehabilitation Potertlal assessmant
inltisted on 3/10/0 ang upidated on 614710 was
discoverad to be Insomplete and inaceirsts, The
sectlon with the heading "Bahavior Faclors for
Consideration” soligltad Informetion regarding
behavior problama, but the staff wrote ", taking
Vicodin on echadule.,..” ang did not aduress
specifio bahavorlal problems. Further, whera the
asgasement form solicted information for
parsistant mood problems, staff wrots "..{aking
Lexapro..." and falled to address any mood stafus
i or related sroblams,

4. Refar bo F323 for detalis regarding tack of a
siderall safety assessment for residant 11,

F 274 483 20(b)(2)(il} COMPREHENSIVE ASSESS F 274
88=0 | AFTER SIGNIFICANT CHANGE

FORM ChS-2607102-99) Pravious Verslons Cligolata Evert I0:f5¢0vz14 Facltity i0x Wyaos t oontinuation shes Page 14 of 46
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STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERGLIA 02} MULTIPLE GONSTRUSTION (X3 BATE SURVEY
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c
| §38029 B na 07/04/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, 8TATE, 2P CODE
GROOK CO MEDICAL SERVICE DISTRICT LONG TERM CARE 713 DAK STREET
' SUNDANCE, WY 2729
() 10 SUMMARY STATEMENT OF DZFIGIENCIES o PROVIDRR'S PLAN OF CORREGTION g
FREFIX (EACH DEFICIENCY MUST B PRECEDED BY FyLy, PREFIX {EACH LORRECTIVE ACTION BHOULD 8 COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENDY)
F 274 Contlaued From pege 11 F 274 .
; F274 8/15/1C
A fecility must conduet & comprehensive ility . will meet this
assessment of a resldent within 14 days after the The ; fﬂ01]1:y ) W idenced b
facllity determines, or should have dsterminad, requirement  as cviden ¥
that there hag baen a significant change in the resident #19, will have 2
tagident's pmjrfsfcal or mental c;gndﬂlonr.l {For significant change of status
purpose of this section, a significant o ange N ‘
reans & major decling or improvement in the aasls ssment  completed. A.H
| resident's status that will not normally rasolye residents who meet the criteria
| itself without further interventian by staff of by to initiate the significant chan ge
i dare e b s of i st wil v
one ares of the rasident's heaith status, and an assessmel completed within |
requlres intardisciplinary review or revision of the 14 days after facility determines
| care plan, or hoth.) there has been a significant
change in status,
This REQUIREMENT is ot met as evidenced )
by: The MDS/care plan will be
Based on medical record revisw and staff i upon completion at
intarview, the facliity falled to complets a rev;]z:\]fved PO : ‘Eard? ciplinap
significant change assessment for 1 of 3 sample weekly inierdisciplmary
residsnts (#19) who met the eriterla to have thet team/eare plan meeting, by the
lype of assessment. The findings were: MDS Coordinator and  the
Review of tha 341110 significant change MNS fnterdt sclphnary tedm members
Bsseasmant shawed residant #12 required fimiteq 1o ensure accurate data has been
assistance with transfers and ambulation In the recorded.
room and ha:!xgay. and was cocaslonally
incontinent of bowel and bladder, Comparlaon of 5 recui il b
that assessment with the 6/7/10 quarterly MD& This  requitement o n:
Gasessmoi revealed tha resldent had daciined In waintained by in-servicing 4
all of the ltemized areas; sfhe was Idantifiad ag staff involved in the MDS
raquiring extensive asslstance With transfers and process. A quality indicator has
ambulation and was fraquently Incontinent of b developed and will he |
bowel and bladder. Furthammors, the 677110 nots cen P
| for falls dosarlbed the residant as requiring more monitored by DT monthly
asslstance. On 741410 at 7:35 PM, the DON through QA/QI program,
oanfirmed that & significant changs assessmant
FORM GMS-2567{0249) Préyious Yernlone Obecietn B [D:FXVZ11 Faellty 10 Wroogg

If sratituation shaal Faga 11 of g5
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435020 5. WING
0702010

NAME OF PIROVIDER OR SUPPLIER
CROGK CO MEDICAL SERVIGE DISTRICT LONG TERN CARE

STAEET ADBRESS, GITY, STATE, ZIP CODE
713 QAK STRERT
SUNDANCE, WY 82729

(%4} I SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION oE |
PREMIN (EAGH DEFICIENGY MUST BE PREGIZDED BY FULL PREFIX {EACH CORRECTIVE ACTION GHOULR BE GDMPL@TIDN
TAG REGULATORY OA LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPHIATE DATE
DEFICIENOY)
F 274 [ Cantinued From page 12 F 274
should have been complsted.
F 278 ]483.20(g) - () ASSESSMENT F 278
58=E ACCURACYIGODRDINA’I’IDN!CERTIFIED
The assesamant must aocurately reflact the
resident’s status, .
A registered nurss must conduot arsnordinate F2738 B/15/1(]
&ach assesament with tha appropriate The facility will meet this
N . ,}
particlpation of health professionala, requiremen ey denced_by |- ,5, L
A registared nurse must sign and carlly thet the residents M 932 il have
aesessment Is completer!. their assessment reviewed for
Each Individusi who completas g portion of the acc_uracy and rupdated.' Al
assassment must sign and certify the acouraey of residents MDS will be reviewed
that portion of the assessment, for accuracy.
Undet Medicare end Medioald, an individyatwho ) : '
[ willfully end knowingly certifies & materlal ang Thff' MDS/care - plan w||]1 be
. false statement In a resident assggament s reviewed wpon completion gt
i ;r_.llbgggt ftﬂ a oivil money penaity of notd more than weokly Interdisciplinary
0 T0r wach assessment; or an individual who : i by o
willfully anct knowingly causes anctharindividual team/care plf‘m‘ mec"mlgs. Y gﬁ
o cerllty a material and false statement in 3 - MDS Coordinator and the
residant assassment is subjact fo a civil money interdisciplinary team members
benalty of tiut mara then $5,000 for eech to ensure accurate data has been
agsassment.
recorded,
Clinleal disagresmant doas rot canstiiute a
materlal and false statemeit, This  requirement  will be
: maintained by training all staft
This REQUIREMENT is not met as evidencag fvolved on the MDS process.
gv: A quality indicator has been
ased on staff Intatview end review of medics| veloped  and  will e
records and laboralory rsparts, the facllity falleg (o de it 1: d by IDT monthl
8nsliro atoUrate asssssments for 3 (43, 1, f32) montioted by Y
ot 10 sample rasidants. Tha findings were: through QA/QI program.
FORM CMS-2067(02-99) Pravious Varsions Obsnlaty Event Il X1 Facilily 10; Wyobap It continuation ahest Page 13 of 55
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NAME GF PROVIDER OR $UPPLIER
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o 10 SUMMARY STATEMENT OF DEFIOENGIES
FREFIX [ {EACH DEFIOIFNGY MUST BE PREGEDED By FLLL '
Tha REGULATORY OR 19 IDENTIFYING INFORMATION)

TAG CROSE-REFERENCED TG THE APPROPRIATE
DEFIOIENGY)

278 | Ganlinued Fram page 13

1. Medical record review on 6/28/10 and 6/30/10
revealed the following discrepancles In sactlon |2
{*Dlseases™) on the MDS form:

a. The quarterly MDS completed on 6/9/10 for
resldent #32 falled to Melude the resldent's

current Infeotlon with a drug-resistant organism. A
spultum culture submitted 6/3/10 was posiive for
MRSA and reported to the faoillty on 8/5/16,
Antiblolic therapy was inltiated an B/7/M0 and
droplet precautions were astablished for the
realdent’s room the same day,

b. The quartarly MDS for resident 9 daled
6/23/10 was codad In saction (.2 for Infection with
a drug-resistant organlsm. Furihar revigw of the
racord falled to uncover evidance ta stpport the
poding, Reviaw of ficrablology culture resulls
with the laboratory manager on BR0A0 at 2:10
PM falled to find any reports of drug-resistant
lnclates from residant #3 In the jast 12 months,

c. The MDS coordinator stated in interview on
8/30/10 at 3:05 PM she *...missad,, " the MRSA
cuftire rasults for reskdent #32, evan though she
did updale the resident's care plan for the
infaatlon on 67240, She further stated resfdlent 43
- Was coded for infection because sfha had o
history of MRSA infection and was conslderad
colonized. She stated she was ol eware saction
1.2 was limited to active Infgclions, The DON
stated In interview on 6/30110 at 3:25 P that
coding for disoases was v, -confusing..," and the
faciiity was unoertainy on how-to captura MRSA
colonization Information an MDS asaessments,

<. Raview of tha 6/3/10 guarterly M8
assagement showed rasident #65 was coded as
having a fecal mpaotion within the 14 day period
prior fo the 630110 MDS assassment, Defalled

F 278

SUNDANGE, Wy 82729
] PROVIDER'S PLAN OF CORRECTION 5]
FREFIX (EACH CORRECTIVE ACTION BHOULD B& COMPLETIGN
4
|
|
{
|
|
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e D BUMMAFY STATEWENT OF DEFIFNGISS in PROVIDER'S PLAN OF CORRECTION 1¥6)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FIILL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE GOMPLETFION
TAG REGULATCRY GH LED IDENTIKYING INFORMATION) TAG CROSS-REFERENCRD TO THE APPROFRINTE bATE
CEFICHENGY)
F 278 Continued From page 14 F 278
review of the resldent's medical record and lthes F279 87157103
DON's bowed tacking record showad na evidenge The facility will meet this
of an impaction. Intatview with the MDS re Zi i m mY as evidenced b
coordinator on 6/30/10 at 3:12 PM revealed the quireme y
: cading was an error, resident #5 care plan will be
: F 279 483.20(d), 483,20013(1} DEVELOP Ferg reviewed and update, Al other
88=0| COMPREMENSIVE CARE PLANS residents care plan will be | g,
: 1A T A
A facility must uso the results of the gssessment teviewed and “Pd’md‘;q“&f“ieﬂf’ J 4
to devaiop, raview and ravise the residents uaununlly—aﬁ&ﬁm%-a&—s:gmﬁcmt :
comprehansive plan of cars, -changssindientes,
Tha facllty must devetop a cotmprshensive care ) il inchd
Plan for each resident that includes measurable Cate  plans  will  inc ude
ohjectives and imetables to meat g resldent's psychotropic medications side |
medical, nusing, and mentdl and bsychosoctal effects and  other non-
;:;ee'd:;‘t'l:lxauatn ?re Identifled in the comprehensive medication behavioral
interventions o individual
The care plﬁtn must dasotibe t{m sertﬂces that are resident speeific teciniques for
to ba furnighed to.attaln or maintain ® res/dent's ior ification,
highest practicable physlcal mental, and behavioral modific on
paychosoclst well-balng as requirad tnder ,
§483,25; and any services that would otherwise The MDS/care plan will be
be-raqu[ired undsr §483.26 but ?re net provided reviewed upon completion at
due lo fhe residents exercise o Tighls under : . g
§483.10, Inclucling the Hght to refuse treatment weekly mterc'hscxphnmy
undler §463.10(b)4), team/care plan meeting, by the
MDS Coordinator and the
. Interdisciplinary team members
_g;l.xs REQUIREMENT s nof mat as svidenced to ensure acourate data has been
Based on medical record review and stajf recorded and care plan updated,
Interview, the faslity fallad to tavalop a
comprehensive ¢are plan which addresssd s
idenified ssuos for 1 of 10 sample fosidents (%), Care plan changes will  be
! Tha findings were: communicated to staff after the
' interdisciplinary team meeting
| According to the 6/3/10 MDS assessmant, and at stand-up meeting,
FORM CHME-2687(02-A8) Pravioyy Vorelong Obaatels: Event 1D: EXvZ14 Faediiy 10 Wooon If continwstion sheut Fage 16 of 55
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NAME OF PROVIOER OR SUPPLIER BTREET AUDRESS, CITY, STATE, ZIF cODE
713 OAK STREET
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o) o SUMMARY STATEMENT OF DEFICIENGIES it PROVIDER'S PLAN QF CORRECTION ey
PHEFIX {EAGH NEFIGIENGY MUST BF. PREGEDED BY FULL, PREFIX {EACH CORRECTIVE AGTION SHOLLD 1 BOMPLETION
TAG REGULATORY OR LSG DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE UATE
‘ DEFICIENCY)
F279| Continuad Framm page 16 F279
rasldent #5 was completaly incontinent of urine, ) ' ‘
Hawever, review of the care plan showed the This  requirement will be 2
facility falled 1o develop a plan addressing this maintained by training all staft |- W
Issue. After raviewing the care plan c;‘n 8/30M0Q at invelved in t]ﬁiﬁbnfi"ﬂgrmew !
1:35 PM, the DON confirmed the lack of 2 cara . : )
plan to address the resldents urlhary the importance of updating and
Incontinence. Addltionally, review of the care plan following care plans, A
for paychotropic medications revesled [t was not quality indicator has been
comprehensive, [t listed the antidepressant gnd developed and  will be
entianxiaty medications the resident toak ang monitored by IDT  throu oh
Instructed staff to administer medications s paLores by
ordered, remove the resident from sxeess stimyll, ' QA/QI program.
and to radirect, recrient, and reassure the
residant as needed. Skis effects of the
medlcations wero not listed: nor were any
diversionary activities which might bensfit the
rasident, Furthermore, ways or tachniques to
radlrect, raorient, and reassurs the residant weie
net desorfvad,
F 280 1 483.20(c)(3), 483.40(%)(2) RIGHT TO " F280
88=5 | PARTICIFATE PLANNING CARE-REVISE cp
E280 8/15/10
The resident has ;ha right, unless adjudgad ‘ The facility will meot thig
incompatent or otherwlse found to be R ;5
Incapacitated under the taws of the State, to reqylreplcntl 8 ! GWdfcI{wd bg{
pariicipate in planning oare and treatment or reviewing the p an of care and
changes in care and troatmant. following the physicians orders
) , be devel for residents #5, #11, #19, All
A comprehensive care plan must be dave opad sident of cate will be
withln 7 days after the completion of the reu‘dmgz Pimé upﬁa:t ¢ dw in a
tomprehensive asseasment; prepared by an feviewed  an a
interaisolplinary team, thet Includes the attencing titmely manner or as significant
physisian, a reglaterad nurse with rasponaliiity change indicates.
for the msrdané, and other apprapriate staff in
disclplinas as defermined by the realdent's neads . S
and, tothe extent practicable, the participation of ' Nmsingl 'Smff, will gpd:l te all
the residant, the resident's family or the residant's carg. plans to re ce amy-.
legal representative; and periodioally reviewed changes made  including
and revised by a team of quallfid persons after discentinuing use of items or
FORM CME-2667(0%:60) Pravious Varglone Ob4glate Evant ID;FXVZ14 Faility 10 \Wyatos I cordinuation shast Page 18 of 55
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F 280 Continued From page 16 F 280 new orders/interventions to be |
-each assessmant. initiated,
f This REQUIREMENT Is not met as evidenced This  requirement  will _be
by: mMaintdined by  in-servicing
Based on observation, medkcal record reviaw, nusing  staff  of  these
;and a:ﬂasldent agg s;atff ’”‘ﬁ”’,"f{{;f;ﬁ féﬂlﬂv failed procedures.  Nursing staff will @
D revise-cave plans to refleg r R
 condlllons of 3 of B sample resdents (45, #11, also be in-servig on_proper |~
#19), The finciings were: notification ,@ﬁ” noh-nursing .
disciplines wher new orders (| U'f-'@
1. According fo:a physlr_;{an's order datet 6/6/10, received. A quality indicator &
resident #5 wae to receive milkshakes or has been developed and will b
smoothias as = liquid option st meals Instead of as been doveloped and will be
thickened liguids which wers discontinyed of that monjtored by DT through |
dete, Review of the cara plan, found In the nare AJOT program,
plan haak and last reviewed by the facliity on QAQI prog
6/2/10, showed the resldent recolved a regulay
dist with regular taxtyre; however, lquids wers
not maentloned as eithar Milkshakes, smoothloy,
of thickenad liqulds, Observation an 6/28/10 at
5:28 FM and on 8/29/10 4t 8 27 A showed the
resident was served regular lgulds,
The above listed observations alsy showerd
the resident seated in a gerialric chair (an
upholsterad, whesled teclinar), Review of the
physician's orders shawed an ortar for physica
therapy to evaluate and treat the resfoant,
Detailed reviaw of the medisal record on 8/29M10
revealed the evaluation was not Included;
howsver, a nursing nole gated 6/28/10
| documentsd staff wera to continue using the
freman’s I with this resldent, Review-of the care
plan showad the resldent requirad the assist of
two staff at ail times for tuhing, repositicning, and
incontinence care. The fireman'y lift was not
Included as an approach In the care plan. During
FORM CMS-2687(02-99) Previous Versions Obrolslg Evant I FXVZ11 Factity I0: Wy0o0o It continyslion shaat Paga 17 of 6%
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fF 260

F281
&8mE

 refatad to medication administration for 3 of §

Canfinuad From page 17

an Interview on §/28/10 at 2:086 PM, the DON
stated thal afl cere plans in_tha care plan book
were current, and, on 8/30/10 at 1:35 PM, sha
stated sha was unaware af the nursing note to
continlle usig a flreman's lift;

2. Obeervallon on 6/28/10 at 1:48 PM revealed
resident#11 did not have an indwalling urinary
oatheter, Qn 6/28/10 at 3556 PM, tha DON
Teportad that all catheters (Inciuding the
resident’s) excapt ene had baen discentinued,
Curing an inferviow that day at 4:30 PM, the
resident stated s/he had recently expeliad the
cathelar, and it was not replaced, Reviaw of tha
eurent care plan, last updated after the /13710
annual MDS assassment, ravealed It had not
been revised to reflact the discordinuation of this
resident's catheter,

3, Refar to F323 for informatian related ko the
faclify's fallure to revise rasident #19' the fall
care plan for falls,

483,20(k)(3)(1} SERVICES PROVIDED MEET
PROFESBIONAL STANDARDS

The sarvices provided or arranged by the fachity
must meel profassional standards of quallly,

Ihis.REQUIREMENT is not met as evidenced
ty:

Based on obsarvation, madical recond review,
and staff Iterview, the facility fallat fo ensure
staff followad profassional standards of praclice

residents (#10, #11, #17) observed during
medication pagses. The findings were:

1. Obsarvation on 6/29/10 showsd PN 34

F 280

F 281
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| never clarfisd, Qn 744 10.at 9:34 AM the DON

| the 600 my dose for this rgsldent wag

Prepared and administeraq medicatlons and tha
diatary su pplement, Lipole Acid 800 milligrams
{mg), to resldent #10 at 831 A, Renonclligtion
of the medication paga vith the physicien's orders
showed the physiatan arlginally ordered Lipote
ACld on 4/27/10 but fafled to specily a dose. The
erters for May and June 2010 also failed to

Inciude & dosa, Interview with the DON o
B8/26/10 at 2:01 P revealed the dosege was

stated she had checlad with the pharmaclst, ang
the dose for hlgod sugarcontrol ranged from 300
mg to 800 my: howsvar, nalthar the DON, LPN
#4, nor the pharmaoist was abls to explain how

determined, Accarding to Elidn, Perry, Pottar in
"Nursing Intarventions & Clinleat Skifls®, 2007,
PEge 302. hurses should "chesic incemplate or

Unclear ordsrs with tha prasoriber bafora
implementation."

2. Obsérvation on B/30/10. at 7:20 AM showegd
LPN #4 praparad an injeetion of Lantus Ingulin for
restdent #14, During Preparation of the
rmedication, the LN placad her fingers on the
inslde of the plunger; thus coniaminating the
syringe, Furthar chservation showed the LEN
maved the plunger baek and forth to expel an ajr
bubblan the instilin. During this proceys, the

insulin begame contaminated from contact with
the Inside of the syringe prior to belng pushed
back Into the bolile and contaminating the Insilin
contalned In the bottle for future use, When
Quostionsd aboul thls tachnique, the LPN stalag
thls was her ugygl practice when drawing up
Injectable medications, She confirmed that the
sterlity of the 8yringe was lost Lslng this
technlgue and that iha Mmedication wes

contaminated. Review of the sehadule revaglad

F281

The facility will mee this
tequirement as evidenced by
resident #10 will have ordess
clarified to incluge dosage and
diagnosis for the use of Iipoic
acid, musing staff preparing
Lantus  insulin infections for
resident #11 will be inserviced
on gafe medication
administeation practices,
resident #17 medications wil]
be checked for expiration date
and disposed of if expired. All
nutses will be inserved on safe
medication practices included
checking for expiration dates
and proper disposal of expired

-

This “requirefnent will e
Iaintained weekly by
observing  and reviewing
medication  passes and
monitored by MDS Coordinator
or DON through QANQI
program,

medic, ti{g& /‘[:;fg_ Vg ALLS
¢ A .
é /ff%,ma AP all e

8/15/10
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Gentinued From page 18

ihfs LN worked fiftesn of the previous daya In

[ June and would have adminlstared insulin t the
resldent. Aceording to Elkin, Perry, and Potter, In
"Nursing Interventlons & Clinical Skills", 2007,
paga 417, staff should "avald toushing the
plunper of & syringe.

{ Clinical 8kllls*, 2007, page 389, staff should

3, Observatlon on 6/29110 af 8:55 AN showed
LPN #4 prepared medicalions, including Citrucel,
1 Tablespoonfut, for resldsnt #17. Prior ta
admnistering the Citrugel, the LPN, checkad the
#ixpiration date on the cantalner and discoverad it
expired on 62010, She Immediately discarded
the madication and cbtained a new container,
Hawever, she confirmed the axpired medication
had been used duting the month of Juna 2610,
Reviaw of the schedule revealed this LPN worked
fiftean of the previous days In Juna when the

Perry, and Potter, "Nurslng Interventions &

"chack explration dalg on medieation” befare

medication was administered, Accarding ta Elkin, |

administaring.
483, 20(k)}{(3)(ily SERVIGES BY QUALIFIED
PERSONS/IFER CARE PLAN

Tha services provided or aranged by the facily
mist b provided by qualifiad persens in
accordanes with each resident's wiittan plan of
carg,

This REQUIREMENT |a not met as evidanced
b.yu

Based on observation, medical record raview,
and staff Interviaw, the facliy falled to ensure
care planis wefe Implemanted as wriiten for 4 of 9
sample residents (4, #5, #9, #10). The findings
werg;

F 281

F 282
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1. Reviow of nurelng documentstion dateg F282 . i 8/15/10
6/18/10 at 4:30 PM showed resident #10 was The facility will meet this
foumd on the ficor In the dining roam with a irement as evidenced
laceration to the back of the head, Review of the mq}:min #; 5,9 and #19 b.y
- care plan for falls dated 811840 showed the rosidents ¥4, 3, 9 an 17 cate
following Interventions should be implemented: plan  interventions will be
8. Maintain record of falls...svaluste for implemented and individualized
patterns . : , ;
b. Falling Star or other gyrmbal on door for these 1@‘51(1&111.\)‘ .A“ regxdent
. c. Grlpper sooks care plan interventions will be
. d. PT (physlea) therapy) eveluation for Individualized and implemented
strength trairlng, gatt, or transfar as written,
€ Non-skid stips on fiaor
1. Wadpe It ghalr i
B. Chalr alarm Furthermore, temperary  or
k. Bad irt lowest position, With slde ralls down generic  care plans  wil)
L Half side refls to assist with transfer primarily be implemented for
Observation from 612810 at 5 PM through antibiotic usc,
/30410 at 3 PM reverled these Intatventione
wara not implemented: intarview with the DON an | Nursing staff will ha updated as
B/30710 4t 3:30 PM. contirmed the fack of needed reparding care lan
tmplementation, The DON stated the cams plans _ Jogatiing - care  ple
ware genetic, and the interventions had not besn nterventions  at  stand-up
Individualized as appropriate for the rasident, meetings.
2. According to the 312110 sssessment . e e
Informatlon far falls, residert #5 fall on 2/21/10 The facility will maintain this
and, par fnformation on the radlolegical report, requirement  with weekly
may have sustained & fracturad pelvls, According resident care observations and
to the 6/2/10 gare plan, located In the care plan ill be monitored by DT with
book, the resldant was to have the assistanca of Wik be mongtored by _
w0 otai tmembers at al fimes for repasitioning. - follow wp  theough  QAJQI
and Incontinence. care, Observation on 626/10 at prograrm.
| 10:30 AM showed the resident was transferved to
the tollot by CNA#D. This CNA aian
Independently completed Incohtinencs care and
transferred the resident back (o the galall; chair, J
FORM GMS-2067(02-90) Frevious Varsions Obsclate Evant 10:FXvZ44 Facilly In: Wytnos I contiruation ahael Pags 24 of &
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[ revealad she was aware this reaident requirad

| o 8£29/10 showed the rasldent was not tojleled

Gontinued From page 21

Purlng both transfers the residont stood haslde
the tollat with histher kneas bant and held onta
tha grab bar whils the CNA halpad him/her pivol.
On 6/29/10 4t 2:05 PM, the DON confirmad the
care plan wag currant,

3. Resldent #9 was obaarved on 8/2810 from
4:45 PM o 5:50 PM during the evening meal. The
resident was observed to drink a cup of
eappucsing prior to moving histher whaslohalk to
the dining table; staff brought him/er 2 additional
cugs of cappucelno during tha meal, but-did not
offer tha resident any cueing or assistance to eat,
The resident ate his/her pudding cup, but did not
consume any of the meat, vegatables, or bread
sarved lo himvher. At 5:25 PM the residant ieft the
table, rollad hisMher wheelchair to the nursgs
statlon, and was given a fourth cup of
tappuceing,

The resldent's current care plan was based
on aseasaments developed from an admlssion
MDS assassment dated 9/14M10; 1t was modified
following a quartarly MDS dated 8/31/10.
According to It, the rasident required auring and
asslstance at meals to ensure stha ate,

Interview with the DON an 7/1/10 at £:40.PM |

asslstance, The DOM stated shia did nat know
steff failed to uffer assietance during the observed
tneal, hor that the rasident constmed four oups of
cappucelne In lau of the obeerved meal,

4. Aocording ta the Incontinence care plan,
rasident #4 was fo be folleted per the folleting
schadule while the falls care plan Instructed staff
to toilst the resident every two hours. Obaervation

from 7:20 AM untll 11:44 AM, = time period of 4
hours and 24 minutes, On 7440 at 1:13 PM the

F 282
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DON corfirmed the resldents {ellsting sehedule
WES evary twa holrs, 0 8/15/10
F 309 | 483,26 PROVIDE CARE/SERVIGES FoR F309 ,]If?lg facility will Tcet this |
$9=& | HIGHEST WELL BEING fneility will meg
| wequrenent as  evidenced by M
Ench resident must recaive and the faclllfty must | residents #3, 4, 3, 16, 18, and | . ), M\
provide the necessary care ang services to attain : /ﬁz
or malntaln the highest practicable physicai, #19 WI]” ha""m:"e" bowel A, éi"/
fental, and psychosoclal well-baing, in brotocolin—a omely manner.
i aocordance wih the comprehensive assessinant All residents will have bowel

:‘rhié REQUIREMENT Is not mot.as avidenced
by:

) Ba‘ssd on staff interviaw, medical vegord review,

| constipated bowe! movements. The findings

and plan of care,

and review of ths bowe tracking records and
protocal, the facllity failed o Implamsnt their
bowel profocol for 4 o? sample (i, i, #5, #1p)
and 2 nor-sampls (#48, &1 8) rasidents In ordar
to prevent possible fesal impactions or painful,

Wate;

Review of the howni tracking record for June
2010 Indicated that after two days without a bows)
movement, residents werg to recaive a dose of
natural laxative; aftar thrag days, Milk of
Magnesia; after four dnys, g Suppository: apg

after five days, an enana, In addlilon, the
Physiclan wes to be notiflad on day five. The
Tollowing concems with failure to Implament thi
protocol wers igeniiflac:

a Reviaw of the 6/4/10 quarterly MDs
assesement showad resident 14 was coded for
fecal impaction within the fourteen days prior 1o

580110, Aer revlewing the MDS assessments
on 6/28/10 gt 3,30 PM, the DON confirme that

assessments  completed  gn
admission, quarierly, annual

Traiing ond  in-service on
bowel protacol and bowel
assessment will be provided to
nursing staff.  Assessment ang
findings will be incotporaied
into the care plan and will
include  resident specific
interventions

reviewed upon completion at
waoekly interdisciplinary
tean/care pian mesting, by the
MDS  Coordinator and the
interdiseiplinary tearm members
to ensure accurale data has heen
recorded,

and/or significant changeqt £#1.¢
e o]

g
ﬁ w’f_,@-ﬂ"‘;ﬁ ﬁﬂf&d
4

i "4%&/ y

The MDS/care plan will pe’
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| rasident want four days without a bowel

Confinued From page 23

the coding was corract, However, eha statad she
waes unaware of any impaction, Although detallsd
review of tha residant's medlcal record and the
bowel tracking racosd revealed no evidence of 4
facal impaction during that time period, review of
the June 2010 bowel fraoking tecord showed the

movemant twice during the manth, The recor
also showed the resident once went five days
without a bowsl mevemeant durling June, Review
of June's medication administration record (MAR)
 showad the resldent recalved g stppasiony the
marning after each four of five day event, but
thare wes no evidence earlier interventions ware
Implemanted, The iracking record indicated a
howel movement did ogeur each tme the resident |
racelved a supposktory, but thers was no
indication If the resident was constipalad or
impaciad.

b. Ageording fo the 4/28110 adnisslon MDS
-apsessmont, resident #4 was totally incontinent of

- the resident went hrea. days without a bowal
-movement. Review of the. MARs and the nursing
dotumentation for those months showed no

bowel, but thers was no-documentation to
indicate: constipation, dlartfaa, or fecal inpaction,
Review of the bowel tracking records fram May
1st through June 28th of 2010 showad the
resident went without a bowel mavement for four )
censacutive days during May and ones for five
consecutive days during June, [n addilion, there:
were three tmes during the fwo months where

svidence any Interventlons were implemantad
during these tima periods,

¢. Although the 6/7/10 quarterly MDS
assessmant showad no documentstion that
resldent #19 was constipated, review of the Juns
2010 howe! tracking recond revealed two times
whera the resident had ho bowa! movament for

F 308

A quality indicator will bo
developed and monitored by
IDT monthly through QA/QI
program
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| eariler tme par the protocol,

| followad the protocol for the two non-sample

1 of he 32 residents residing in the facillty.

Confihued Fram page 24

three days and once Jor five dayes, According to
the June 2010 MAR, the resident raceived a
Suppository the morning after the Nve day
oceumence, but there was no.documentation
olhier Interventions were implsmented af an

d. Raview of the bows| tracking records
eiiowed resident #3 want four daya without 4
bowsl movement ones in Mey 2010 and ohoe for
five deys In June 2010, The resident wes algo |
documented es going without a dowe| movemant
fora twa day petiod on saven ¢lfferent oosasiong
during Mey and June 2010, Review of the madical
record provided no evidenns the facllity's protocal
had bean Implemented.

On 6/20/10 6t § PM the DON confirmed tha the
interventions-llstad on the bowel tracking record
constitutad the facility's bowal protocal, Sha
further stated svidencs was lacking that staft

residants, #18 and #18, whose records 5he was
agked to review, Finally, tha DON reportad thars
was no evidence staff wara following the bowal
protocol for st residents without a bowal
movement for iwa or more days, According to the
Jime 2010 bowel tracking record, this involved 27

483,26th) FREE OF ACCIDENT

HAZARDS/SUPERVISION/DEVICES

The faclity must ensure that the residant
shvlionment remaine ag fee of acoldent hazards
a8 Is possible; and each resldant fecsives
adeclate suparvision end assistance devices to
prevent aceidents,

F a0

F 323

[323

The facility will meet this
requirement as evidenced by
tesidents #5, #11, 49, #21,
#31, will have appropriate
assessment, monitoring  and
supervision in  places for

8/15/10

residents injured or at risk for
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This REQUIREMENT e not met as avidenced .. , .
by injury,  All residents will be
Based on observation, medical racerd roview, assessed for the need of
'retslcief;t. famr!tlg, alltd'staff tlfnlef;view,ﬂ?n?a reil\g}?w of adequale  supervision  and
nternal reports and investigations, the fac P ;
fallad to appropriately assess, mahitor, or agfls:tw_c devm]e § UPI(; . |
supervise 3 of 8 sample (#65, #11, #19).und 2 admission, quarterly, annually |
nar-sampla (#21, #31) resldents who were ' and/or a significant change of |
Injured or were at risk for Injurles. (n addltion, staff ! staty for safety concerns, |
fallad o report Injuries fo reskients #21 and %31
80 that Investigations could be conducted and . .
further Injurles be prevented, As a reaul, The information gathered from
residents #16, and #21, experiencad avoldable assessments will be used by
harm. The findings wens; IDT and the MDS Coordinator
; to  provide complete and
1. Review of the 3/11/10 signiicant changs MDS aocurzte informaﬁonp
 Begensment ravealed rwaident #19 required ’ '
limited asslstance with transfers and ambulation . |
in the room ahd corrddor. The documentation also When an incident occars the
gnr{lcalad the resident's aittfn?l and tai?ding charge nurse on duty will hegin
alahce was Unstaady, and that sthe had fallen fall ’ i
wlthin the past 31 (o 180 days. Revigw of the ﬁ p(lslﬁft aandasgeq:;;e;::t ;l;l rmg
comprehansive asseasmaent for falle shawad the er s oct .
residant had & diagnosis of asteuparosts, showed nurses notes the interventions
a detfine In cognition, was walking tess, and had sthe has ussessed, other staff
fallen an 1/8/10, Review of the 6!53!1{} quarterly will  complete appropriste
assessment showed the resident's status had Yeparts new orders from
decllned; s/he required extenaive assistance with P o the informat;
transfers and ambulation in the raom and corridor physician and the information
and.ned fallen twice during the past 30 days, as will be passad on to all staff
EJaII ay t?;le ga?'t 3to 18?:1 daﬁf' The gesfcieni’s and documented.,
alanca hed also declined while standing and Interdisciplinary  feam  will
s/ha requirad assistance to complate the test, avrl ;
The &/7/40 note on the comprehansive complete the review and assess
assessment form for falls documented the for further interventions as
resident foll twice during the past quarter due to needed at the next IDT meeting, . ot 2
poor balance. Review of the 6/7/10 "Balance and ALl Coitlllndy ) il il g Teys A
Galt Assessment" revealed the resident had P e A 8D 2 e ‘ L 1 g i
n U] - . oy
recently had a "marked® change in mabliity, lost ,ch P Atk ﬁZJ/Z L ’(’}’i St . {/M,{Jna_/a%
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F 323 | Continued From page 26 F 923 Smoking assessments will be
| steming a5 the day progressed and then ysed g cotnpleted on all smoking
| wheelthair, and had fallan on 4/8-and 4/26/10, residents and will be placed in
The assessmont slso ducumented "POG [plan of their chart, Assessments will
care] updated.” Review of the &/7H0 "Fall Risk e chart, - Assessments wi
Assessiment” revetled the resident "ls a high fail be reviewed as needed and
risl;, {d%t?‘ geveiaral re;:ntsl;_l thllgcl)%sttgix mont{n?.h.PDG residents will be instructed to
updated.” Review of the pravent falls, , : .
dated 6/14/10, showed tha resldents blood sml‘.’k“ n ‘?fs‘g““wd arcas d°“13"
pressure was o be monitorad aally and the Policy will be changed to
physiclan was fo be notified If it was elevatad, reflect areas as the safest
madleations wats to be aéfmlnlslterad asdordeﬂred, ; designated arca for the residents
8 parsbnel alarm was to ban place, and sta . . ) ;
were fo antiolpale the resident's naods, "Rag and - still suppoit  resident
Lresident] ambulates with walker, monitor elosely lndependence. The board will
for unsteady gaft" had I:)aen erossed through, be informed per the
Although the resident had declined, was known to| ministeat
hava a history of falls, was increasi'ngly Unsteady, Administrator,
and e care plan: had been "updated” by i . , .
Temoving Inforimation about tha walker, no other Safety of devices used will be |
intervantions to praw&méI tallz ware Imp&amented. deiermined by IDT  and
Review of nursing dosumantation dated . ; .
618110 &t 4:30 M showed the resident was r‘]’l‘“"?".’“"“d"‘“o“é‘ o e
found lying on the floor bleeding from a laceration physician as needed.
1o the back of the head, The followlrg concarns
related to the fackity's fallure to prevant an Nusing staff will be fn-
avold:abla infury resuiting In harm ta the resident serviced of smoking
Wwera Idantifled: \ )
a. Even though the residort was assessed as Assessments, fall assessments
& high fall risk, and the documentation ndicated and the importance of proper
s/he was weaker, patticularly [n the evening, documentation and reporting of
edditional infstventions ware not devised and incidents. A quality indicater
Implamented. . .
b. Comparlson of the 6/14/10 care plan with has l?can developed and will be |
the previous one showed that, with 1hra exgeption monitored monthly by IDT
af removing Information about the wa ker, the thro 1.
interventions had not heen chanpad, ugh QARQ
¢. Although the resldent was agsessed a8
weaker with decreasing staming thraughout the
day, physical therapy was nat invalved to _J
FQRM CMS-2587(02-08) Previous Varglons Oboolale Evant J0: PRV Fanliity I Wyoooe If continuation sheet Paga 27 of 56
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defarming if sirehgthening axercisss would be
| benafleial.

d. Revlew of the inoident repart and intermal
investigation showed facllity staff were not
prasent in the dining roem when the resident o),

e. On 6/30/10 at 3:30 PM the DON confirned
appropriate Interventlons had not besn included
on the B/14H0 care plan, Sha also confirmed that
the new cara plan was not put in place unlll after
the resident's fall on 618110

2. Reviaw of nonsample resident #21's madical
ecord showed a nursing note dated 612510
stating the resklent's laft 6th finger was swollen,
red, and wamn to tha touch, Continued charting
on 62510 through-6/28/10 confirmed the
regldent’s finger was Infacted and antiblotic
therapy was initiatad on 6/25/10, Howevar, the
record lacked clear information to show how the
Vo rasident's finger-was first injured,

i The DON statad In intarview on &/20/10 at
410 PM that a GNA wasg frimming the resldent's
flagernalls on 8/28/10 and accldentally out the
rasident's fingor. A subsequent Interview with the
nursing Unif coordinator revested her imprassion
the rasident's finger was caught betwaen histher
whaelchalr and a door frama. Nelther description
was documented In the medical recard, nor was
thare any information to show the Initial Injury was
aseessed,

The DON reaffirmed in interview on 7/1/10 at
}10:25 Al tha Injury was cauzod by nall clippers,
8he further acknowledged thare was no inoidant
report to document the Injury, nor was there any
doctmentafion of the event in the medical record
untll the cut became Infectad and requltad
antiblotlc freatmeant,

3. During an interview on 6/29/10 at 8:56 PM, 4

FORM CMS-2367192-09) Provious Vorslons Obsalats Evont IsPXY211 Facillty 'Ds WYOQ05 If centinuation shast Page 28 of 55




08fortiBa |, 08-16-2010

1+307+283 4 3506 -

PRINTED: D7/16/2010

1 DEPARTMENT OF HEALTH AND HUMAN BSERVICES / A/I() FORM ARPROVED

CENTERS FOR MEDIGARE & MEDICAID BERVICES

i OMB NO. 0396.0397
BTATEMENT OF DEFIQIENGIES %) PROVIDER/AUPRLIERICLIA {X2) MULTIELE CONSTRUGTION /

(X2) DATE SURVEY
4 P !
AND PLAN O CORRECTION IDENTIFICATHON NUMBER: A BUALDING { / / Z/ 70 CONPLETED :
c

B, WIN N
535020. WING 07/01/2010
NAME OF PROVIDER OR BUPHLIER STREETADDREEG. CITY, 8TATE, 2I1f cobkE

' T130AK BTREET
GROOK CO MEDIGAL SERVIGE DISTRIGT LONG TERM CARE SUNDANGE, WY 82720

(X4} 1o SUMMARY STATEMENT GF DEFICIENGIES o} PROVIDER'S PLAN OF CORREGCTION (;](fg
FREFIX {EACH DEFICIENGY MUSYT B8 FRECEDED BY FULL PREFIX {EAGH CORREGTIVE AGTION RHOULD BE COMPLETION
TAG REGULATORY OR L5G IDEMTIRYING INFORMATIQN; TAG GROBB«REFEREggEIg I}-E‘I}ig!f-l)E APFRDPRIATE DATE
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famlly member stated non-sample reslient #31
had racantly exparlonced uhexplained Injurles to
hlether head and knes. The Injury t tha
resldent's head involved a walnut sized ump en
the forehead af the halrline, The famlly member
further stated that when s/ne asked staff about
the lump oh tha resident's forehaad, no one knaw
what had happened, nor had the residant baan
tesensad, The famlly member firthar stated that
2 GNA who no longar wiorks at the facliity latar
tald her she was alone while puliing the residents
pants up In the bathroom when the-rasidant fall
Torward, striking histher forshead against the wall,
Accarding to the famlly mermber the ONA had not
reporied the injury. According to the famlly
mamber, the injury to the resldents knee
oocurrad after the head Injury and Involved a
farga amount of swaliing and biruising.

Raview of tha medical recorg showad na
documentation of the Injury fc the resfdent's head,
! However, there was a notation dated 2/4 2110 at
10:48 AM that the resident had “.an agg alzed
fump" on the right khee with some brufeing on
top, "Residant showlng a/s [slons and symptoms]
S&vere pain upon contact" Thers was ne
dosumentation Indieating how the ijury vecurred,
The following defleient practives ralsted lo these
avoldablo Injurles that resulted In harin were
ldentified;

& Raview of Incldent reports revealed nelther
Injury was reportad and Investigated, Intarviaw
with tha DON on 7/4/10 at 2:35 PM ravealed she
questioned the staff that day (7MHO), end CNA
#8 ramembared that a traveling GNA wag
draasing tha resident when s/ie fell forwand and
struck hiather farehaad against the wall. The
DON conflrmed the iack of documentation,
incident reporis, and nvestgation, Review of the .
talls care plan, Inltiated on 2/5/08 and due for
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| Uhknawn time, Additionally, the DON stated no

Contnuad From page 29

re-gvaluation on 2/19/10, revealad the resident
was ab high risk for falle and was to have ™1 or 2
staff aesisfing during transfers. Tha numberiword
"1 or had been crogsed off at some undated and

one knew how the resident's knee was injurad,
and she confirmed an Incidant report and
inveatigation had not been complatad.

b, Due to the lack of reporting, the resident

- of tho injury to the resident's head.

resldential garbage can, S/he then smoled o

doot...," but sfe prefatred the observed locatinn

was nct assessad for & head infury. In addition,
there was no evidenca the residants risk for falls
was reviewed or that the care plan was reviaed, if
hetessary. On 7/iM0.at 1:18 PM the DON statad
ther facility did not complsta post fall assassments
80 that the actual reaeon a resident fell was never
dgefermined. She Turther stated the anly
assessinent thaf was completed after a fall was a
reurotogical (neure) check if the rasident hit
his/her head. She confirmad neuro chacks were
nat parformed for the resident aftar this faf,

@. Duie to the lack of reporting, naither tha
rasidant’s family nor the physiclan were Informed

4. On B/29/10 at 650 AM residant #11 was
obssrved to drive histhar electric whealshair ot
the front doar of the faciity and maneuver across
a'two-lane roed fo an area adjacentto a

olgarette. Interview with the resident at 7 AM the
same moming ravealed s/he routinely used this
arsr for stoking. She further statad the faclity
daslghated @ srnoking area “...out the back

batauss It eflowed him/het to retain Indepandant
movement, The resident stated the back door had
a fock thet s/he could not apen from the oiside
and, therafore, requirad staff assistance to

| reenter the building.

F 323
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on B/30710 at 11:46 AM thal athe sometimas had

and 71410 to exit

Continued From page 30
The resident stated In a subsaquent Interview

to"...wave oars down..." driving on the slrsef in
arder fo cross the street s/he further stalsd the
Sherlff's.car came down the street *...kind of

fast.." attimes. The resldent stated s/he spoke
with the administrator ant DON about her
smuoklng facation any was told s/ha shoyld usa
the designated area, Bosides loss of
Independence and freedom of movament, the
resldent furier stated she [iked ta smoke a
olparette ", ..In the middle ofthe nlght..." and staff
wore nol always able, arwilling, to assist har with
the back-door. The resident then revealed that at
night s/he went to a different losetlon further down
the siteat to an area with a strast light bacause
sfhe did not flke to smoke in the dark, The
Inferview ended with the residont’s comment that
thera wers shakes In the grass by the smoking
area sthe used,

This resldant's madical record snd associated
asseasments were reviewad on /30710 at 4:20
PM and again on 7110 at 7:12 AM, The record
fafled ta show evidenae staff complated g
simoking assosement and determined the
resident could sefely exit the Tacily and smmoke
indepandant of stoff assistance, The resldent was
observed on multiple occasion balwean 6/28/19
the facllity in histher elactri
wheelohal, cross the slreet, and emoke,
Furthermere, review of the 8/20/08 "Physical
Restraintand Sidaralt Safely Assesament”
showed It was Incomplete, The aseas that
determined If It was sals for the resident’s use
ware blank.

The DON stated In Intervisw on 7110 at 3:20
PM that a safe smoklng asssssmaent had not
heen comploted for realdant #11, The DON
acknowledged she was aware (e residant exile¢

F 823
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| the facility and smoked across the strast.

| resident #5 was transfarred to bed by CNAs i1

{ “Physical Restraint and Sida-Rall Safoly

Gontinued From paga 31

ntarview with the maintenanca direstor on
6/30/10 at :20 PM rovealed he was concsmed
ebout the resident's safoty when crossing tha
street and affirmed she was Independent and
"...delarmined.,." He acknowledged a small enake
was kiled in the sres on 6/20/10.

The adminlstrator stated In an intarview on
F7MM0 at 3:30 PM that she had talked with tha
resldent about using the designated amoking
area behind the facility .and the resident raslsted,
alting her deire fo be indepandent, The
adminlstrator stated she had appreached the
hospitak-board for appraval to allow the residant to
smoke under & covered antry way by the front
doar, btk her request had been danlad by the
hoard,

On 6/30/10 at 2:36 PM, thres individuals were
‘ohserved smoking In the prohibited area
described by the administralor, When intarviewad ‘
by the surveyor on 6/30/10 at 2:60 PM, they
stated they were visiting a friand In the hesgiial
(so-Jocated with the lang-term, care faofllty), saw
cigarate butts on the ground, and sssumed It was
"OK to smacke hera,.,

6. Observation on 6/20/10 at 1:48 PM showad

and #10. After complating osre, the CNAS Talsad
heth half side rafis and left the room. Review of
the B/3/10 quarterly and 34410 significant change
MDE assassments showed the resldent was
tolally dependent on staff for bed mobiltty and (hat
two staff members were required fo move the
resident. Further review showed tha resident
used hak side rails which were coded and
asseaded appropristely. Howover, raview of the

Assassment” dated 3/10/10 showed the sufaty

F 323
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F 323 | Gontinusd From page 32 F 323
asseasment had not boen complated for the slde
ralks.

Review of nursing documentation dated

6/22/10 at midnight revealsd the resident's alarm
sounded, and the resident was found kneeling cn
the floor Impact mat beslde the bad, The resldent
was assisted up by staff, toileted, and put baok to
bed. Review of inoidant reports revenled the
unwitnessed fall was not reportad or Investigeted,
ALE PM on B/30M0 the DON stated she was
unaware of the reskdent's fall on &/22/1 0, and she
confirmed nelther a post fall assessment nor an
investigation was dohe,

F 329 483.25{) DRUG REQIMEN 18 FREE FROM F 329

88=p | UNNECESSARY DRUGS
Eaoh resldent's drug reglmen must be free from
unnecessary drugs, An Unnacassary drug ls any
drug whan usad In excessive dose (Ineluding
duplicats therapy); or for excessive duration; or F329 B/15/10
WItTouF ﬂdﬁfgualttﬁ monltqulngl:? or without adraqua’:e The facility will meet this
indlcations for its uss: of n the prasance of . v
adverse consequances which Indicate the dose fequuement as Imde'?ﬁed by
should bs radyiead or discontinuad; or any residents #9, #19, wi have
combinations of the reagsons above, medication regunents reviewed
Sesed - tof and tracked by nursing staff

a5ed on a comprehanslve assessment of a it ; ,
resident, the faciilty mast ensuro that residents E;Hd ¢ Ehysxctxan 1w1€h
who have not used antpsychatie drugs are not documentations to support use S
given these druge unless antipsychotio drug or discontinuation of the ;I/IU {
therapy s necessary to treat a spaclilc condition medication, All residents will v M XM
&8 diagnosed und docitmented I the clinlcal have nursing staff, pharmacist—|” . ' ,(34)
facard; and residents who use antipsychotis and physician review terly, Uy, @Dfu
drugs recsiva gradual dosa reductions, and & -
behaviaral intsrventions, unlsss clinfesilly annually | andjor A significant
contraindicated, In an effort fo discontinite thass changes of status and as needed
drugs, with documentation to support
use,
FORM CMS-2687(02-09) Proviau Versions Qhnoiela Event |0 #XYZ11 Facilty ID; wyogoe If continustion sheat Pags 33 of 85
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interdisciplinary team and any
recommendations will be given

| This REQUIREMENT Is not met as evidened to the physicians as indicated
: by: Tor each resident,

Baged on medical racord raview and staff
Interview, the facifity fallad to-enswee the ; ; il be
| medication ragimes for 2 of 9 sample residents Th].s i .rcgmrem; oW fhl

(#5, #18) were froe of unnecessary druga. The mamamed - oy . ontily
findings weye: monitoring bf quality indicator

by IDT through QA/QL

1. Review of physlclan's orders and the
medicztion administration recorda (MARs)
showed resident #8 had recelved tha
artldepressant Lexapro 10 milligrams (mg) since
8/30/09. Detriled reviaw of the madical recard
provided no evidence of a physician's rationale for
nat altampting & dosage reduction of the
anfidepressant. On 6/2040 at 4:40 PM tha DON
verifigd the lack of a rafionals. She further stated
she was unaware that a gradual dosa reduction
should be attempted with antideprassant

) madications or that physician's shotdd document
' the risks versus the benaflis If il was folt the
currend dosage was appropriate for continued
use,

2, According ta the physiclan's orders and the
MARs, resldent #19 had raceived Zolok (an
antideprassant) 100 mg stnoe 9/20/08, Review of
the medical record provided na.evidenee of a
physiclan's rationale for not attempting & dosage
reduction, On 710 at 7:65 PM the DON stated
a physioian's rationele was *orobably not done’ as
sha (the DON) was unawara of the nead to
review antidepressant medications and atlempt a
dosage reduction or documant the rationale for
continued use at the current dogs.

F 332 | 483.25(m){1) FREE OF MEDICATION ERROR F 332
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medication pass with the physiclan's ordens

[June 2010 arder forms, thus resulting In the srror

| for resident #28. Reconciliation of the retication

showad Zofran and Moclizine ware osdsrad for

The facility must ensure that it is frae of
madicatlon error rates of five parcant or greater,

Eh!a REQUIREMENT |8 ot met a5 evidenced
v
Basad on obssrvatlon, review of medical records,
and staff nterviaw, the facility Falled to malntaln a
medicatlon eror *ats under five percent,
Chaervation of varlous madication passes
revaaled the-ocourrence of 3 errors out of 44
opportunities & emor, resuiting In an error rals of
6.5 parcent. The findings were:

1. Obsarvation on 6290 showed LEN #4
prepared and administerad medications for
rasident #18 at 8§ AM, Raconcliation of the

revealad the LIPN cmited Xanax which had bsan
ordered fo be given avery 8 houra, When
intarviewad at 10;50 AM that morning, the LPN
sfated the medleation was only given on an as
neadad (prn) basis, After reviewing and
sanfliming the 64410 slgned order, the LN
found a verbal order datsd 4/27/10 that shanged
the routine madloation to prn, but she stated |t
had evidently net been Included o the May or

of omisslon,

2. Observation on 673010 at 9:22 AM showad
LPN ¥4 prepared and adminlstered medlcalions

pass with the phyalcian's June 2010 arder form

routing adminlstration, but had not been aiven, At

;g(t)-’“"admmistration (right resident,

requirement as evidenced by

a. Review of all monthly order
sheets and  any updated
information will be noted.

b, Nuising will contge to
1eview to ensure accuracy of
recap before bging sent w |
medical staffs <1t o " by
¢. The nurse admitisicring
medication will check each o

the #frights of medication

right time, right medicat{ii.on. /
right dose and right routeflpiicr
to administering a medication,

Nuwsing  staff will be in-
serviced on safe medication
practices.

This requirement will be
maintained by weekly

observation of medication pass.a
A quality indicator has been T
developed  and  will  be
monitored by DON and MDS

dit
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Coordinator through  QA/QI
program,
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1 must provlde the requlred services: or obtaln the

and mental retardation, are required Inthe
resident’s comprehensive plar of cars, the facility

requirad gervices from an outslde ressurce (in
scoordance with §483,76(h) of thie party from a
provider of specialized rehabilitative services,

This REQUIREMENT I3 not met as evidenced
by

Based on medlcal record review and staff
Inteview, the Tacility fallac to complete an ordersd
physlaal therapy (PT) evalyation in a timely
manner for 1 of 4 sampie restdents #19) who
requlred fhis avaluation, The fndinge were:

Medical record reviaw showed regldent#10 fal
and sustzined a scalp laceration on 8/18/10.
Eurthor review showad a physiclan's arder dated
/21710 far PT to "evaluate énd treet” the res|dent
for "halance and weakness® as sthe he was 4.
“high fall risk." Medical racord review on 8/30/10
showed no evidence the evaluation had been
completed nine days after being ordered.
Interview with the DON on 7M/40 at 1:13 PM.
confirmed the evaluation had been dalayed due to

ineomplate peperwork,

{%4) 1D SUMMARY STAYEMENT OF DEFIGIENGIES ] PROVIDER'S PLAN OF GORRECTION £i6)
PREFIX (EACH DEFIGIENGY MUST BE PRECEQED AY FULI PREFX EACH CORRECTIVE AGTION SHOULD BE COMFLETION
TAG REGULATORY OR L8C [DENTIFYING INFORMATION) TAG GROBS-REFERENGED TO THE APPROFRIATE |~ DAVE
DEFICIENCY)
F 332 | Continued From page 35 Fasz
7:36 PM that evaning the LPN stated both :
meications were only given on & prn basls, even F4d6 _ .
though they were ordered for routine The facility will mset this 4
administration on the current ordar form. These requirement byAdocumenta 101;)"
omlsslons resultad in two errors, : o
<o~ Tesident #19'a follow u
F 408 483.45(z) PROVIDE/OBTAIN SPECIALIZED F408| "o Phockad Therapy ystates | gict”
88=D | REHAB SERVICES ' om Ty : PY{\.W. Y
family refused physical therapy.
W specialized rohabllitative services such ag, but All new orders for residents for
not fmited to, physical :hgrap!f. speech-lai;guaga any specialized rehab services
athology, ocoupationad therapy, and mantal i implomented b
boalth renabiiteine sonica b mental finess will ~be implom y

requiring nwsing staff to notify
specialized rehab services the
day an order {s written via fax
machine with & retuen copy
requested and signed by the.
person receiving the fax or by
telephone. If by telephone, the
conversation will be noted in
the nutses’ notes. Nursing will
provide specialized rehabs with
a copy of the order and
responsible party information,
while all other forms will be
filled out by therapist. If a
therapy  discipline fails to
respond the Nurging unit
coordinator will follow up with
the therapy discipline by
fax/telephone. All attempts of
communication  will be
decumented in the resident's
chart.
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F 426 483,80(2),{h) PHARMAGELITICAL SvG F 425

88=b

ACCURATE PROCEDURES, RPH

The faclity must provide rotitine ang efargency
drugs ang biolagloals to ita residents, or obtain
tham under an agreement described in

| acministering of all drugs and blologicals) to meet |

§483.75(h) of this part, The facllity may permit
unlicensed personnal to administer drugs if State
taw permfts, but only under tha genersl
supervision of a licensed nurse,

A facillly muat provide pharmacautical sarvices
{including procedures that asstra the aoolyrate
acqulring, recslving, diapansing, and

the nesds of aach rasidsnt,

The facllity muat employ or obtain the services of
& licensed pharmaoist who provides cotsultation
on all aspacts of the provision of pharmacy
sarvices In the facllity,

This REQUIREMENT Is not met as evidenced
by

Based on medlcal racord review and staff
Intarview, the factlty faiied o implement a system
to ensure the availabllity of routine medicetions in
2 timely fashion for 1 of 9 sample residants (#5),
The findings wers:

According fo the medication adminlsiration
ecords (MARs} forMay 2010, Caicium 500
miligrams three times da Iy wes to be startad for
resldent #5 on 6/20/10. Hawever, the medication
was Clrsled from 8 AM on 520110 untll 524110 at
12 PM; & tolal of 13 doses wars not administared,
Review of the documentod ratlonale showad the

F406 contirued WA b
This  requirement will be M/W
maintained and monitored/(ﬂr &D

Restorative Therapy monthiy-

through chert  audits  and
reported A throu ), QA/QL
ngtam.nmw’%}}vuj
AR
F423 /15710

The facility will meet thig
requirement for resident #5 g
evidenced by  obtaining
ordered  medication  from
resident’s primary phatmacy.
All  residents will receive
ordered  medication, If
medication is not available
within standard of practice time
frame for the medication
through  resident's  primary
pharmacy, the nursing staff wilt
contact hospital pharmacy to
check  availability, If
medication is still not availpble
another pharmacy will be
contacted. If a medication is
ordered from a pharmacy other
than  resident's primary
pharmacy, family will be
notified and given reason

M
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1 "unavailable.” After conferring with the nurse on
duty, the coordinator reported the facilly

{ Rharmacist was unable to oftaln the medlsation,
Bhe further stated the reason the Pharmaelsf dlq
notobtaln the madication was not known,

F 420 | 483.80(0) DRUG REGIMEN REVIEW, REPORT
85~E | IRREGULAR, ACT ON

The drug regimen of each reskient must be
reviewad at loast once g manth by g llcsnsed
pharmaclst,

The pharmaslst must report any Irmagufariies fo
the attending Physician, and the diragtor of
| hureing, and these reports trust be actad upon,

This REQUIREMENT ia not met as evidencad
by:

Based or: madical record raview and staff
interview, the facllity falled to ensurs fhat i
Irreguiarities inhe medication reghmens for 4 of §
sampla resldents(i#s, #11, #18) were ldanflfiad
and reported as raquired. The findings wera:

| 1. Review of physlclan's orders and the
medication agminlstration records {MARS)
showed resident #5 had recslved the
antldepraasant‘Lexapro 10 milligrams {mg) slnca
B/80/0D. Revlaw of the pharmacist's mopthly

medication ragimen reports {MRRs) showad no

143074 20343506 ¢ ?-{ '
W o
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DEFICIENGY)
F 425| Gantinued From paga 37 F428 . , o
medfcation was “unaveilable,* Mterview with the medication was obiained at g
fwrging unit coordinator on 7/8/10 gt 7:80 AM different  location, If
-reveal:,-d m:{-l physiclan ordered the medication an. medication i3 not avajlable
the 16th of ay. The ooordinator confirmag the wrroundi
] rationaia for not adminlstering fhe medication wag frotn any ’ "

pharmacy within the standard
of practice  time  frame
physician will be notified for a
new order,

F428 This  requirement will pe
monitorsd monthly by nursing
stafl. A quality indicator has
been developed and will be
reported  through  QA/QI
progtam.

F428 B/15/10
This requirement. will be met as
evidenced by performing a dg
regimen review on residents #5,
11 and #19 by a licensed -
pharmacist.  All residents wilf
have a monthly drug rogimen
review. The pharmacist will
roport any irregularities to the
attending  physician  and  the
DON,

Nutsing staff and all corrent
pharmacists will be in-serviced
on CMS regulations and any

FORM GMS-2887(02-00) Proviays Versfuns Obsafato Bvent I movzi
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ThG. REGULATORY OR 1.50 IDENTIFYING [NFORMATION) TAQ CROBS-REFERENCED TO THE APPROPRITE DATE
DEFICIENCY)
F 428 Continuad From page 38 | Fd428|  mew pharmacists will be given
evidence the Imegularily had been Identified and the same information. A
raported as quLlh;‘Bd. On 710 Elt 1:13 PM the communication sheet will be
DON confiemed she had not recelved a report : s
from the pharmaoist ldentifying the continued use placed in the review book for
of Lexapro at the sama doss as an regulerity, the pharmacist to complete
upoen regimen review
2. Review of the MRRe Jur resident #11 rovealed completion o et J
the pharmaclst deniif'ad an frregulariy an y )
3/81/10 and recommended that a kidney functian for them to fax o physiclan and
tast be completed. Raview of the laboratory test 2 copy will be given to the
1 results showeddn% avldBrlcel the t?:x:: Was a\re; DON to ensure follow up, on
tone parformed. During an Interview on &/30, 10 ; :
al 6:15 PM, the DON atated she was never recomnendations made,
notified of the iragularity and the , . .
recommendation from the phesmaciet. She This requirement will be
confirmed the Kidney function tast was never maintained by monthly audits,
| ordered, A quality indicator has been
|3, According to the physiclan's orders and the developed  and  will be
| MARS, raaldent #19 had recelved Zoloft (an monitored by nurse  umit
antidepreasant} 100 mg sinca 9/20/05. Reviewof | coordinator  through  QA/Q]I
the MRRs completed by the pharmaglst from . g QAN
January threugh June 2010 showed coniihiad program,
use of the medioation at the same deose had not
bean identiffed ag an Irregularity, On 74110 at
113 PM the DION stated there wate no other
reports by raview,
F 431} 483,60(b), (d), (6} DRUG RECORDS, F431
88=D | LABEL/STORE DRUGS & BIOLOGICALS
The facility must employ er obtaln the services of
a lcansed pharmaclit who establishes a system .
ofrecurds of recelpt and disposition, of alf F431 R/15/10
contml{:cl dreigs In suﬁfols:}t (;faiaﬂ ta enable an The facility will meet this
accurate reconciliation; and determines that drvg | — P P,
records ars In.arder and that en aceount of al wqpnement a8 .svlldenccd by
controiled drugs is maintained and periodicaly residents #5, #17 will have new
raconeliad. labels. All residents wil] have
new labels as.orders change.
FOIRM CMs-268Y(02-00) Previous Vistslons Obsolata Evant IDi V211 Facifly 1% Wyanno IFconlinvation shest Page 38 of 55
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AND PLAN OF CORRECTION IDENTIFICATION RUMBRR: COMPLETED
A BUILDING
c
635028 b whie — Q7i01/2040
NAME OF PROVIDER OR SUPPLIER BTREET ACDRESS, GITY, STATE, ZIP CODE
GROOK GO MEDIGAL SERVIGE DISTRIGT LONG TERM OARE 718 OAK STREET
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%) D BUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF GORREGTION o
PREFIX (BACH DEFICIENGY MUST BE PRECEDED BY FULL BREFIX {FAOH BORREGTIVE ACTION SHOULD Be COMPLETION
™G REGULATORY OF L8G IOENTIFYING ENPORMATIORN) TAG CROSS-REFERENGED TO THE APPROPRISTE BATE
DEFICENTY)
F 481 | Confinved From page 39 F431
Drugs and blologicals used n the faciitty muat pe Nursing staff and current
fabeled in accordanee with currently sosaptad . . i :
. profassionsl princlples, and Include tha pharmacist will be }nSt?Wl%&d
X appropriato accassory and cautionary ~on  CMS regulations  for
T Instructions, and tha expiration date whan updating  medication labels
| applicable. when orders are chaniged by the
| In accordance with State and Faderal laws, the physician,
fecility must stora all drugs and bicloglcals ) .
loeked comparimenta undor proper amperature The pharmacists will be given g

oentrols, and parmit ohly autharlzed perasnnel it

lations,
have acess fo e kays, copy of the CMS regulations

Any new pharmacist will be

The faclitty must provide separately locked, given the same information,
permanently affxad compartments for storage of
condrollad drugs (Isted in Schedule Il of the
Comprehansive Drug Abuse Pravention and
Control Act of 1976 and ather-drugs subjact to.
abuss, except when the facllity uses single unit

Nursing staff will request a new

package drug distribution aystems In which the A label from every pharmacy used
quantity stored Is minimal and a missing dose can for every dosage change made
ba readiy detectad, by the physieian, The
pharmacist will be asked to |
_ make the new label and place it |
This REQUIREMENT is not met as evidenced on the medication. If any
- , pharmacist refuses, the
1 Basad on observation, medical recorg review, Tistratar T
and staff Inferviaw, the facility falled to ensure Admunsuatm' will be gotified
medlcationa for 2 of A resldents (#5, #(7) for  appropriate -action to
contalned appropriate labels which Incilided tmaintain compliance,
eogurats dosage Instructions, The findings were;
1. Obsetvation on 6/20/10 at 8 AM showed LPN This .l'e‘l“ge'nem thlw‘],l d.be
#4 prepared and administered madications, mamtmped by monthly audits.
cluding Seroquel one-half of a 25 milllgram {g) A quality indicater has heen
tablat, ft?{l)‘ resident iﬂ 7. Review of the labe) on the developed and will be
medication bottle showed the Instructions wara :
for the resitlent 1o take- 25 mg, of one whola monitored by DON through
QA/QI program,
FORM CMS-2667(02-00) Proviaus Varsions Obiecielo Evenk I PXVZ11 " Faidy i wyooos If cantinyaticn shost Page 40 of &5
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STATEMENT OF DEFICIENCIES  |(X1) PROVIDERSUPPLIERIGLE, (%) MULTIPLE CONSTRUCTION 3/ 777 7O oeay pate somey
AND PLAN OF GORREGTION lDENTfFfCﬁTlDN NUMBER; A BUILDING COMPLETED

c
B WiNa
838029 W 07/01/2010
. NAME OF PROVIDER OR SUBPLIER BTREET ADDREBS, GiTY, STATE, ZIP CODE

- 713 OAK BTREET
1 CROOK GO MEDIGAL SERVICE DISTRICT L.ONG TERM CARE SUNDANCE, WY 82729

(%) 1o SUMMARY STATEMENT OF DEFIGIENCIES (] FROVIDER'S PLAN OF GORRECT! 10n X%
PREFX {EAQH.DERIGIENGY MUST BE FRECEDED BY FUL), PREFIX {EAGH CORREDTIVE ACTION SHOWLD BE COMPLETION
TAG REGULATORY OR 1,82 IDENTIFYING INFORMATIQN) TAQ GHOBS-REFEREE%%%I“;%&E APPROPRIATE DATE

F 431! Continuad From pege 40 F431

tablet, When questionad durlng the ohservation,
the LPN stated that the VA {Veteran's
Administration) would not send & new label, Tha
VA had Ihsiructed the facliity to use tha
madlestion untll it wag gong, then racrder at the
ooffect dose, Reconclliation of the medlcafion
pass with the physleian's orders revealsd the

- order for Seroquel was changed to 12.5 myg on

' 212110, more than four monthe prior to the survey,

2, Observation o 6/30710 showad LPN #4
prepared and adtministerad inedicetions for
resident #5 at 8:52 AM, The medications Included |
-one-half tablet of potassium 90 miliEquivalenta
(mEq). Review of the tabal on thae madication
botie revealed the Inatructions were for the
rasident to recelve 20 mig, or one whols tablet,
Inferview with the LPN during the observation
fevesled the phamacy would not send naw jabels
when the dossgs was shanged. Review of ha
physlolan's orders showed tha dosa was
decreased to 10 mEq on B/30/09, nire months
-prior o the obrarvation,

F 441 483,65 INFECTION CONTROL, PREVENT F 444
58=k | BPREAD, LINENS

The facility must estabiish and maintaln gn
Infection Gontral Program designed to.provide a F441 8/15/10 ot

safe, senitary and comfortabla envlronment and This requirement will be met a VW o
ta halp prevent the devalopment and tranamisslon evidenced by resident #324%ill /,,Q/WU/’

of diseasa and Infection, have care provided by ' Staff - &LJ

(a) Infection Control Program utilizing appropriate PPR.
The faollity must establish an Infactlan Control
Frogram undor whicn I - . In-servicing all LTC siaff on |
l(r': )ulgvfiiﬂﬁﬁt % Gontrols, and provents infections proper hand washing technique
(2) Decldes what proceduras, such ag Istlation, and use of gloves including
should be applisd to an individual resident; and rational for changing gloves

FORM CMS-2667/02-89) Pravious Verslons Obenlate Event 10: FXvZ11 Facillty ID: Wdony- if aontinualion seat Page 41 of b5
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES | \{\ o aaarza10
CENTERS FOR MEDICARE & MEDICAID SERVIGES N9 OMB.NO. 0038-0361
& MEDICAID .
STATEMENT OF DEFICIENCIES X1 BROVINER/BUPPLIEA/GLIA {K2) MULTIPLE CONSTRUGTION (X9} DATE BURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: A BUILDING COMPLETEDQ
G
X l¢]
£35029 B Wi 07i/2010
NAME OF FROVIDER OR SUPPLIER YIREET ADDRESS, CITY, BTATE, ZIP CODE
CROOK GO MEDICAL SERVICE DISTRICT LONG TERM GARE 713 GAK STREET
SUNDANCE, WY #2728
oo SUMMARY STATEMENT QF DEFICIENGIES D PROVIGER'S PLAN OF GORRECTION X
PREFIX (EACH DEFICIENCY MUST A1 PRECEDED Y FULL FREFIX [EAUH CORRECTIVE ACTION SHOULD DE onwbiErion
TAQ REGULATORY OR L2C IDENTIFYING INFQRMATICN) TAY CROSS-HEFERE[IS!E éﬂé‘%ﬁ APPROPRIATE DATE
F 447 { Continued From page 41 F 441 when appropriate and related to
(3) Malntains a ragord of Incldents and corrective precautionary measures being
actions related to infactions. takf;{l. ‘Po!jcy and proc_cdu res
(&) Preventing Spread of Infaction for fufection control mcl'udmg
(1 When the infection Control Program approprigte precantions will be
determines that a residant needs rs?éat:on to reviewed with  stafT, The
prevent the spread of Infaction, fhe facllity must ' ; R
isolats the residsnt. ' g‘lfe‘?t@ d.cof“;.ol officer W‘%
(2) The facility must prohibit employees with a ¢ interdisciplinary team wi
communicabla disease or infected skin lesjons monilor  for adkerence to
fram direot COl'Ita'Gt with f[&&?dﬂnfs or thalr food, if precautions and the
direct contact will transmit the diseasa. ot
(8} Tha facility must require staff fo wash thelr tecommended practiees of the
hards after emch direct rasident contact for which, CDC,
hand washing ig indlieated by acoepted
professional prastice, Staff will not have personal
{0) Linens focd and drink in work areus
Personnel must handle, store, process and and have been in~serviced,
franspart linena 8o B to prevent the apraad of
infection, All murses will be in-serviced
on safe medication
administration practices,
;l)‘)l;ls REQUIREMENT (s niot met as avidenced including  CMS guideli‘nes.
Bagad on abservation, staif Intarview, reviey of :pedmat]on pass .OYEIVF?W’
facillty policies and procediires, and review of times  of  administration,
nati?nalhr Ec!zgnlzad infection contro] standards, preparing medication
the faollty failed to Implement and malntain ar anvront , event
effective Infaction control pragram. Tha o %plnately o ta Platie
cumuiative effacts of tis fallare were evident in 4 possible . vontamination,
orltloal areas: prepating medication of
a|1. The fanilty falled lo require slaff to corr}ply different forms, dosages, and
with Infection contro! precautions astablished for 1 S—— i .
ot 1 resldents (#32) known to be culture positive mm.w s ] agd checking  for
for MRSA In a sputum specimen, expiration dates,
b, The facllity failed to require staff to comply
with facilify pollcles and Infection controf practicas
FORM CMS.2867(02:09} Prevlovs Veralans Obaolota Evanii; FXvZa1 Faellly 10: Wyonos If continuation shest Page 42 of 85
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1) PROVIDERISURPLIERIDLIA
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v & /?///()

(%9 DATE sURVEY
COMPLETED

c
07/01/2010
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CROOK €O MBDICAL SERVICE DISTRIGT LONG TERM CARE
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T
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X o
PREF[X
TAG

SUMNARY STATEMENT OF DEFIOENGIRS
(EAGH DES|CHENTY MUST BE PREGEDED BY FuL,
REGUIATORY OR 130 DENTIFYING 1 FORMATION):

]
PREFIX
TAG

PROVIDER'S PLAN OF GORRECTION
{EACH CORRECTIVE ACTION SHOULD 2R
GROSE-REFERENCED 10 THE ARPROFRIATE
DEFIGIENCY)

UOME&’TI‘ON
BATE

F 441

L

| hellway, She proceaded fg the nurae's

Continuad From page 42
regarding placemant of trinking iterms in an arsa
Subjoct to contamination from an adjacant hand
washihg alnk,

¢. The facilly falled to enayre stelf practiced

| appropriate Infection conftol standarda when '

administering medications during medical pass,

d. ‘The faciilty failed to sheure staff praciiced
appropriate hand hygieng techniques during 4
random obssrvation of resident care,

The findlngs were:

1. Regarding compliance with posted Infaction
sontrol preceutions;

Obgervation on 8/28/10 at 1:25 PM showed a
small table outsida the room of resident #32
eontaming disposablg gloves, masks, diginfactant
wipes, and hand hyglane ool Infervisw with GNA
#6rat 112 PM reveslad the precautions weare
necessary because & resldent in the rooiT ‘Was
dentified with MRSA In hls/hear sputlim. The GNA
further stated the resident waa gongliderad
potentially infeotous and the DON put"...droplat
isolation..." In affat,

2 Conlinued ohsarvation of the room showad
CNA #9 donned gloves and a mask at 2:10 BM
and entered the room with a hycraullc Iift, Tha
CNA exlted the room with the Iift 19 minutes Jater,
st wearing the sama gloves and mask, She then
used a disposakle wipe to olsan high touch areas
on the lift, but repaatadly handied these same
areas Whh the gloves she ware whila In the room,

b, The CNA removad her gloves and mask at
2:36 PM, donhed a naw pair of gloves and
pushed the ift to an alcove further down the
station,
femoved and discarded the second palr of gloves
at the nurse's station, and then washed her

Fa41

A quality indicator has beeq
developed and will be
monitored by MDS Coordinator
or DON monthly through

QA/QI program.

FORM CMS-2567(02-90) Pravigys Vorsions-Obstlate
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A D
%EFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FuLL
REGULATORY OR.L3C IDENTIFYING INFORMATION)

DEFICIENGY)

13} PROVIDER'S PLAN OF CORRECTION (K3}
PREFI {EAQH CORREQ'TIVE AGTION SHOULD BR QOMPLETION
TAG GROSS-REFERENCED TO THE ARPROPRIATE DATE:

F 441

Contirmued From page 43
{ hands,

¢. GNA # was agaln interviewed af 2:45 FM
and she stated she. assisted the resident to the
bathreom while In the raom, She acknowiedged
the glovas she wors out of the roain wera the

tand while assisting the resident with cara. The
GNA stated she ditf not think about
recontarinating the [ift with dirty gloves. When
asked whst llems of parecnal protaation
equipment (PPE) wera required by fagiiity policy
when entaring a room with droplef pracautions,
sha stated *...a mask and glovea: we don't have
to wear gowns bacause it gets too hot In here
some times.,," The CMA was wearlng shorts and
& short-slesvad sorub top when ohserved on
8/30/10, Tho shors left her tegs exposed from
 tmid-thigh {o her ankias; her arms were slmilarly
exposed while providing care for the rasident.

d. The DON stated In Intarview on 6/28/10 at
B:60 PM that staff should remova and dispose of
PPE In the trash oan immadiately oulside tha
rasident's room. She further stated she falkad
whh the physician who provided Infection control
consultation, and thay. agread gowns wauld not
be necassary in the case of this resident, When
aaked by the surveyor, the DON acknowledged
staff should not be wearing clothes that left
substantial areas of skin exposeq when entering
8 room with Infacflon cantral precautions.

& Revlew of labaratory reports for resident
#32 on 6/28110 at 7:10 PM showad she was
aulture positive far MRSA on 6/5/10 from a
sputum specimen submitted on B/3/10. A sscand
sputum eulfure was ordered by the attending
physiofan on 6/2310 and was again reporied ag
positive for MRSA oh 8/23M0,

f. The infaction control physlelan stated In an
Interview on 6/30/10 at 7:10 AM that she was

same pair she nitlally-dornad and, furthar, were: |

F 41
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TAG
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F d41

 stated this was not an acoaptabls practice {from

 bartlers, such as disposable masks, The policles

Continued From page 44

unaware ataff wars wearing shorls Into the room
designated with droplet precautions. She furiher

an Infection coniral atandpeint),

8. The infaction contral polinies and
procedires ware raviawsd on 8/20/10 at 5:90 PM.
These-docurmants showed a requirement for staff
to abserve contact precautions in the event of a
MRSA Infaction, The facllity's requirements for
centact precautions Included gloves, gawns, and
strict adherence to hand hyglene practices. The
policies further clarified droplet pracautions as
contact precautions with the addiion of aaroso)

& procedures did not addrass the relaxation of
PPE requirsments for the comfort of ataff,

h. The Center for Dissuse Conlrol &
Prevention (CDG) publication, Managsment of
Muitidrug-Registant Organisms In Healtheare
Jotting, 2008, is & nafiorally-acoapied guldeline
for preventing the trahemlssion of
muitidrug-res!stant organisms (MDR(Os) among
patients/residents, facllity ataff, and visltors,
Specific recommendaltions Include: |

(1) Implement a multidiscipiinary process
to tonitor and Improve healthoare pérsonnet
adherance ta rasommended practices for
Standard and Contact Precautions. Hand hypiehe
o siressad ae a srilical component of Standard
and Contact Precsutions thraughout the CRC
guideling,

{2) Pravide education and training on
rizks and prevention of MDRO transmission
during orientation and perlodic etucational a.
organizational sxperience with MDROSs and
pravention stratagles.

{3) Use masks ascording to Standsrg
Precautions when performing splash-gensrallng

procedures {a.g., wound inigation, oral

F 441
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F

F 441 | Continusd From page 45 F 444
suctloning, intubation); whan caring for patlents
with opan tracheastomias and the potentlal for
aarosol secretions,

2. Regarding drinking glasses at a hand washing
sink:

&, At 7:46 AM on 6/30/10 observation
revesled dirty lams placed Immediately next to
and on the clean tray conteining pltehears of water
and iced lea for residant consumption, The dirty
liens gonalsted of three cips comalning figquid,
nlmerous eiiply soda cans, and four ampty
cups. in addition, an open bag of chips was
loeated on the tray santalhing fluids for the
residants. At that time LPN #4 confirmed the dlitty
flems wate 1ot to-ba on the clean counter. The
LPN began removing them as.an unitentlfied
CNA stated one of the cups was hers and that
| she' brought it from homa. The CNA further stafay
8hs was unaware the oup should not ba on tha
colhler,

b. On 6/30/40 at 4:05 PM thtea thinking
glasses ware chsarved immedietely adjacent to a
hand washing sink by the nurse#’ station. The
fllaeses ware perched-on & natrow gtrip of opan .
cauntertop and two of the thres glasses comalned
INuid. Over a 23- minute perad, four staff were
1 observed o use the sink: three fo wash their

hands end ona to am}:ty & resident’s water glans.
Closer obeervation of the glassas at 428 PM
showed all thres had been splashed by the
activity at the sink: Interview with LPN #4 on
6/30/10 at 4:38 PM revealed the trinking glasses
belenged to staff and, accordlng to the LPN thay
were: "not supposed to leava thalr drinka there [by
the sirtk)...! tell them all the time..." Tha LPN
acknowladged the infection control problems
when food and diink are kept in, or near, a dirly

FURM GMS-2567(02-02) Frevieus Verslons.Obsolale Bvenl 1D; FXVZIH Facilly 11 wgoao If coptinuallon shast Page 48 of 56
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F 441 | Gontinued From page 48

area sueh ae a hand washlng sink. The LPN
-further stated thers wes a eabinet where staff
were supposed to leave thelr drinking
cupsfglasses and snack fooda.

; 3. Regarding unsafe Infection control practises
: when administering madications:

] LPN #4 was cbserved preparing medications on

. /29110 prlor to administering them to resident

' #17 at 9 AM. Duiing preparation, the LPN
ablaled & hew botile of Naproxen whiich had a

saal over the new tablats, Instead of peellng off

the saal, tha LPN punchad the cap ofher pen

through I; the cap remained Inslde the bottle -

- pussibly In contact with the clean tablels, Prios to

this braech of technicue, tha LPN had bean

obseived with the cap of the pen in har mouth,

4, Regarding handt hyglene praciicss whila
perforiing resident care:

Obsarvation on B/29/10 at 10,30 AM revealad
rasident #5 wes tolleted by CNA #. During the
obzervation, the CNA donnhed gloves, then

{ notioad Hquid on the fiaor in front of tha
commode, The CNA cleaned the floor with papar
towels, but failed to remove the cohtaminated
gloves before providing perlngal care and a clean
dieposable brief for the resident. The GNA then
aeslsted the rasident to dress and transfar to the
gerlatric chair [a whealed, upholstarad redliner]
while-wearlng the same gloves. Immediately after
| the observation, the CNA stated she did nof khow
what was an the floor when aha clezanad it

F 496 483.75(g)(5)(7) NURSE AIDE REGISTRY

88=c | VERIFICATION, RETRAINING

Before allowing an Individual to serve as a nuree

F 441

F 498
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TAQ REGULATORY OR L0 IDENTIFYING INFORMATION) TAG GROSS-REFEHliggEgIT'I;?I g%e APPROPRIATE 0ATE
F 498 | Continved From pege 47 ' F £06
aids, 4 faolllly must raceive reglstry verification F496 8715710
that the Individual has met corgpatancy pvaluation The feeility will meet thig
requiremants unless the individual is a full4ime ; . e
amployee in a training and sompelency Teqq‘m:emcnt by . v?r{fylllg,
evaluation program approved by the State; or the receiving  and mamtalnm.g a
individusi oan prove that he or she hag recantly copy of the state registry
succestsfuliy mtf;plﬁ:}ed tradning and , information on all CNA'. This
compatency evaluation pragram or competency . . :
f evaluation program approvad by the Stats and copy will be retained in - the
- e natyet boen ineluded I the registry, CNAS  persomnel  file, by
Facllifes must follow up to ensura thet such an | Human Resources and made
inditvidual setually becomes ragisterad, ‘ available upon request,
| Before aflowing an individual to serve as 2 nureo p
| eide, & facillty must seek information from every A qualily indicator has Dbeen
State reglatry esfabiished under sactions 1818(s) developed and  will be
(2)(A) or 1818(e)(2)(A) of tha Act the facillly moenitored by Huraan

beflaves wil Include infermation on the Individual, Resources monthly  thyough
I, since an individual's most recent completion of QA/QL

a frainlng and compatenay evauation progiam,
there has been & continuous perfod of 24
gonsecutive months during nona of which the
individual provided nursing or nursing-ralated
services far monetary compensation, the
individual must complste a new training and
competency evaiuation Program or a new
campetency evalyation program,

This REQUIREMENT Is not et as avidenced
by:

Based on staff ntarview and review of parsonne
recards, the facllty falled to cenault the GNA
raglatry 1o verlfy that 2 of 3 racently hired CNAs
had n1o substantiated findings of ebuse or negiect
of long-tetim vare residents, The findings wers;

Parsonnel records for three GNAs hired within the

S—
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TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE OATE
DERIIENGY)
F-496 | Continuad From page 48 F 466
last & months were reviewsd on 710 at 9:30
AM. These records falled to Include any evidence
to show the CNA reglstry maintained by the stete
survey agency {S5A) was reviewod for prioe
allegations of resident abyss or haglact, The
human rasources {HR) dlrector stated in an
intarviaw on 71410 at 950 AM that she way not
aware there was a speclfic reg Istry for fong-lerm
oare CNAg,
Interviaw with the adminlstrator on'7MA0 et 6:35
PM vevealod she was aware of tha CNA registry;
she Rirther stated she thought the HR director
was Using the reglstry as part of the pre-hire
streening procass,
F 498 | 483,75(f) NURSE AIDE DEMONSTRATE F 498
88-E | COMPETENCY/CARE NEEDS
The faolity must ensiire that nurse alies ara able F498 BI15/10
to dai}nonstrate edmpetency in rgl»:flis ad?ad The facility will meet this
tochnlques necassary to care for resldents' it t by completin
neads, as kishtifled threugh resident Tequi e;;leé] fofms ;Ef aug
aasessments, and described In the plan of oaro, compoiency L Aly
agency personne] within the
first weck of starting ‘work,
This REQUIREMENT Is not met ag evidenced The charge nurse working with
by: the agency personne! will
Based ot observation, medical reeord review, 8 y‘p i .
staf intarview, and review of Inetdant reports, the readily observe ?’“d record the
feollity falied.to ahsura staff demenstratad the - agency personnel’s competency.
necessary skils and techniques requirad to
provide competent care for ralsldents furlﬂ of § The DON will also insure that
aganey, or fravellng, CMAs who worked |n the a1 :
facllity clluring the months of May and Juna 2010, the facility Sfaff be elvalua.ted
Furthermars, demonstrated competencies nad tpon completion of orientation
not been complted for the permanent staff, and and  annually  within  fhe
yearly evalustions werg Insomplete. The findings anniversary month  of  the
vere! employce's hires date.
. Ploy
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F 428 | Gontinued From page 49 F 498

Interview with the adminlstrator and DON on .
711110 at 3.43 PM revealed the agency providing This requirement will be
| traveling CMAs was respensibie for complating monitored by implementing a
. compatancy checks for their staff, Although the lity indicator and will be
eclity ls always responaible for care provided by | dually | 1oa _

the staff, the DON stated they had no system In monitored by Social Services
placs to verify the agency staffs competencles, monthly through GA/QT,

The DON further stated she was unaware of the
system used by the agancies o evaluate staff
competencles, and she did not know that this was
fraquantly a sel-evaluation, Addiionally, thera
was 110 gystom in place for parmanent staff to
demonatrate competencles in sldlls necossary for
previding safe reeldent-care. Furtherrnore, the
DON and the administrator stated the faciity
provided e yenrly four-hour In-servioe covering
required toplos, but they were unstire if any of the
traveling staff attended it or the monthly
aducational In-service programa. Finally, the DON
stated she was behingd in completing yearly
evaluations for "at least 4 or 5" of tha permanent
hursing staff, and the agency staff had navar
been avaluatad,

Refer to F282 for detalls-related fo fallure to follow
the care plans,

Rafer to F308 for Informatlon refeted to fallurs to
report concemns related to residents’ bowel status
to the charge nurse,

Refar to F323 for fallure to appropristely report
Incidents to the charge nurse andfor complete
Incldent reports,

Refar to F441 for identifed problems with staff
carrying out appropriata infaction controt
precautions and safely procaduras.

F 503 | 483.780)(1)(FIv) LAB SVCE - FAC PROVIDED, 603
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FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (=ACH CORREGTIVE ACTION SHOULD BE BOMPLETION
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FIGIENG
F-803 | Continued Fram page 60 F 503
558-D | REFERRED, AGREEMENT F3503 8/15/10
It the Facillty provides Its own laboratory servicas, | '.I'ha . _fac‘“‘?' will mf:et . t.h1s-
tha services must mest the applicable requirement by maintaming
requirements for laboratorias apeoifled In part 493 control logs for the facility
of this chapter. glucometers o  include
IFthe faclity provides blood bank and transfusion | expxr‘atmn dates of the conl'ml
| agrvices, It must meet tha applicable material and the corresponding
réquirements for faboratorles specified In Part [ot number for the control
] 483 of thls ohapter. material, This will be checked
IF the labaratory chooses to refer specimens for cach time the nursing staff
tasting to another laboratory, the refarral performs conirol tests on the
Iabor‘:llxl:'ry mugt bi wrﬁgi@g In the appropriste plucometers and every 24
speciallles and subspecialtias of services In o ;
accordance with the requirements of part 493 of hOl.}llS: I"he “’5 sheats il Ialso
s chepter. specily the lot numbers of the
- testing strips, Al expired | : .
If the facliity does not provide laboratory services ol  solufions  will .

i on site, i must have an agraemant to obtak Ef.m‘tr -écd ¥y Y 17 /&,Wbe_ L o-gecdla "ﬁf’{j{
these services from a leboretary that mests the Ny e ”“"rﬁ 2 4 ,g%; b it pE A g
applicabls reguirements of part 402 of this N U';f:,’,%r—é/ g g )
chapter, This  requitemeii  wAll” be -

maintained by  in-servicing

This REQUIREMENT I8 niot mot as evidencad nursing $taff on log sheet use |4.6+id 17 L us )

by and  the  importance  of A
Basad on obserratlon, staff interview, and raview maintaining thess, This will be

of qualiy contrel logshests, tha tacllity falled to ,”ﬁmﬁaﬁaﬁ by DON monthl

remove axpired quallly contiol materal froni Uss, / Y y

The facility further falled to msinlaln nocurate ot te i iroueh QAN
lagsheets ta monltor-coritrol performance and Y %2

reagent Iok numbars used fo test residents' klood (ML(/L
glose Javels, The findings wers;

:Awhola blood glucese monitoring devies
{"glucometer") was observad on &/30M0 af 3:55
P, According 1o LPN #4 in an Interviaw on
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6/30/10 at 4:10 PM, the glucometer was testad
with guallty conlrol materfal every night. Twe viais
of cantrol material ware Inspectad on 8/30/10 at
4:26 PM in the presence of tha LPN and one vial
(low leval controf} was discovered to have explrad
on 6/21440. The LPN stated there were 4
residents routingly monlfored with the glicomster,

| Quiality control logehests for the glucometer ware
teviswad on 8/30M0 et 2:46 PM, These
documents ware keyed to a spacific lot number of
reagent test strips and inpluded & section for
listing the aceaptable range of control values,
Further review of the glucometer reagent strips
showsd they wera from a different ot numiber
than that listed on the logsheet. It was further
discovered that the manufacturer's estshilshad
range of acceptalile control values were gifforent
gteitwean the fwo lof numbers of reagent test

fips.

Infervlew with LPN#3 on /30710 at 7:05 PM
confirmed she was responsibla for perfarming
quality contral checks on the glucomater In the
evanings. She alated she was not aware the
eontral material had expited, nor that the Jot
numbers on the logsheets were Incorract, She
stated the lot number changed *...maybe the
migdle of the month..."” and acknowledged ihe
quality control fogsheets had not be updated.
F 520 483,75(c)(1) QAA

' s8=F | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must mainlaln 2 quality assessment and
assurance committes consisting of the direotor of
| nuising services; a physiclan designated by the
I faclity; and at least 3 other members of tha

F 6503

F 520
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N0 SUMMARY STATEMENT GF DEFICIENCIGH D PROVIDER'S PLAN GF GORREGTION ol
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DEFIGIENCY)
F 620 | Gontinued From page 62 F 520
Facility's staff. F520 8/15/1¢)
The quelty assessmiant and sssurarce The facility will meet this
8 (= ane .
! cammition masts al Teast quarksrly to idantify wqulre:mant by the DON, ’E'
igsues with reapact 1o whigh quality assesament physiclan and. three other LTC
and aseyranoe activities are necesseary; and saff  members  attending
davelops and implements appropriate plans of quarterly QA/QL meetings, If
acilon to correct identifled quality deficlencles. the medical director cannot
A Slate or the Secretary may not recquire attend the QA/QI meeting, s/he
disclosure of the raconds of such oomr?ltta; will designate an alternate W ¢
except insofar as such disclosure Is related to the foud ider to. 4 / 1
- compllance of such commlitee with the Phy flu,':an ]or pro'\Ir;ldel to mﬂ]?ﬁ "/"7 /\) " /L/Vlé‘/
- requirements of thls section,  taeir place. The DO wi W”” \
implement plans of action to &)
Good failh attempts by the committee to tdentiy correct  all  quality problems
:"b‘m;gfsgﬁ't'gn‘fﬁmamm Wil ot be used o identified in the survey process
and by the  committes,
_ ‘ Implementation  will include
; g:::}s REQUIREMENT s not met as avidensed tl‘at';king.“_mopitt)rin . plans of
, Based on cbservation, resident, farily, and staff action with identification of the
! interviews, reviaw of the Quality oot causes and  solutions to
: As;laura;rrt:tele:'(nuaalltgI ln?pmvemmt](QNQ:} program implementing plan of action
and minutes, madlcal record review, and review D t e :
of nationally recognized infection cantrol fo include defxcw.nmes' cited by
standards, quality control logs, and policies, the survey team in this surveys
prooedures, #nd protocols, the faclity failed to -and——*ln——-prc’vmus—-—surveys:
gzgﬁr:g?a?:m%??hmm:}m ?m&!g:fé ;gcl’t?qﬂi[fﬁd Acceptable standard levels will |
e program Ve Ih 0 e
identifying problems and Implementing actions to be 1§ent1hed o tmeet the' goals
resalve those problama. The fallure specifically of the plans and will be
;;f?c;ted'd nu?v_sampla residente (i18, #14, #21, reporied to the committee at
. Bnd 5 of & sample resldonts #3, #4, #5, 1 3
#11, #19) whose care was deflolent In areas oltad each meoting
during previous surveys. In addition, fhe facility
fafled to Idantify and implement action plans to
! correct other issuss that wera Idontifiad by the
FORM CMS-2567{02-80) Pravicuse Vamlons Obgolate Evanl (D:FXvZ1 Faglily 10y WYDO0OR i confinrallon sheol Pags 83-of 58
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1
F 520 | Continued From page 63 F820;  This will be monitored by

| The findings wera:

milnutes confirmed the fachity lackad a specific

| 2. During the entrance conferanca on 6/2610 at

| understanding of the gravity of tha situation

sLvay team &s ongeing or demonsirated a
pattern of deficlent practice during this survey,

1, During an interview with the adrminlstrator and
LON regarding thelr QA program oh 7110 at |
410 PM, they statad the QA/Q] committes was
composed of the DON, the medical dirsctor or
desighes, and the soeial services diregtor; no
other long term care {LTC) faolity staff were
Included, Review of the minutes verified the
composition of the commilttes. in addition, the
intarview revenlad the faciiity's QAQI program did
not identtfy the root sause of problame ar
palential problems, nor devsiop, Implemont,
monitor, and ravise solutions to resolve thase
prabiems,

Review of the QA/QI program and committes

plan for the LTC facility which proactively
Identifisd and-monttorad speciflo concems,
Implementad action plans, and developed
benchmarks for fracking the level of sucoesa of
the acllan plans. Ih addltion, the facliity falled to
Implement a method o review and revise aafion
plans If they were. Insffective.

1:13 FM, both the administrator and DON shated
they were familiar with the quality
indicatorsfquality measuremants QI/OM's
(Information sent to the State office by the
facillty). Howaver, they did not express

regarding the fact that 8 of the 17 (52.9%)
QIQM's wera fagged as potentlal areas of
concem with 2 sentinel events belng Indicated,
They did stats that none of the areas ware
speclfically included In their QA pragram,

DON, Administtation  and
Departinent Heads of LTC and
will be reported to the Board of
Trustees through the QA/QI

prograrm,
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3. During the survay, angoing deficlent practice
was ideniified In the follawing cure areas:

8, Refer to F323 for infermation regarding the
fecillty's fallure lo provide adequate evaluation
and assistance to. pravent aotidents for resldents
#6, #11, #18, #21, and #31,

b. Refer to 329, sleo wrilten during thres of
the last four surveys, for detalls related to fallure
to ensure residants' #5 and #1% had medloation
reglmens thet ware free of unhecessary drugs.

4. Other deflclant practice was Identifled n tha
following vare sreas:

- A Refer to F309 for datails rolated fo the

- faclllty's faliure to Implement thelr howe
anagemant protocol for six residents: #3, #4,
#5, #18, #18 and #19.

b. Refor to F332 for Information related to the
Tacllity's felliire ta malntaln & medication error rate
| under 5%,

©. Refer io F834 regarding tha faclily's faliure
to implemant thelr policies and procedures for
immunizations,

8. Due to fallure to comect deficionclas previously
oltad within the past 4 survays af F263-(2/4), Fa72
{&/4), F279 (2/4), F281 (3/4), F428 (3/4), ang
F441 (3/4), deficlencliss In these arens wore slao
writlen on this survey. Rafer to thase spocific F
tags for cetalls of current hoh-camplianae,

8. Deficlancles Identifad at a pattern level (E)
during this survey ineluded F221 » F244, F280,

| F282, F498, and FA9S. These deflclencles wers
-not in care arens but affacted the regldants'
quallty of llfe. Refer to these specliic F tags for
details of cuprent non-compllance,
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