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F 000 | INITIAL COMMENTS F 00D

The following commeon abbrevialions are used
throughout this document:

RN - registered nuree

LPN - licensed practical hurse
CNA ~ carlified nursing assistant
| DON - director of nursing

MODS - Minimum.Data Set

ADLs - activities of daily living

Less commonly used abbreviations will be
anhotated in each deficiency where used.

F 164 | 483,10(e}, 483.76())(4) PERSONAL F 164
gg=p | PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right ¢ personal privacy and
confidentiality of hls or her personal and clinical
racords,

Parsonal privacy Includes accommeadations,
medical treatment, written and telephone
communications, personal care, visits, and
meetings of family and resident groups, but this
does not require the faclity to provide a private
room for each resident.

Except as provided in paragraph {e)(2) of this.
section, the resldent may approve of refuse the
release of personal and dlinloal records to any
individual outside the facility,

The residant's right to refuse release of personal
and clinleal records does not apply when the
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F 164 | Continued From page 1 F 184 164
resident [s traneferred 1o another health care - .
: The facility will ensure that health
stion: law,
institution; or record release Is requirad by law information is kept confidential for al
The facllity must keep confidential all Information residents. This will be accomplished by:
contalned In the reskient's records, regerdless of
the form or storage methods, except when A&B) Floor nurses (including day shift
releasa Is required by transfer to anather Medication Nurse, day shift Supervising
healtheare Institution; (aw; third party payment Nurse, and Noc Nurse) will be alert to
contract; or the resident, conversations of staff involving residents
~ including residents #34 and #43 - and
:{,‘jﬁ REQU confidential, If confidentiality is
Based on obsarvation and review of the faciiity breached, immediate in-servicing and
eonfidentislity polioy, the facillty failed to ensure corrective action will be taken.
hesith information was kept confidential for 1 of
11 sample residents (#42) and 1 supplemental C) DON will review the noed to keep
resident (#34). The findings were: each resident’s health information
‘ fidential with the nuesing staff and
1. Observation on 1/25/11 at 7 AM ravealed GNA eon : Sttt |
{#13 was providing tollating assistance far resident CNAs. The DON will encourage all staff
{220 in the bathroom. Duting the observation, RN to  thoughtfully ~ monitor  their
1# jolned the CNA and both discussed the conversations and intervene if they hear
asgessed changse In the health condition of inappropriate discussion of a resident’s
norw-sample resident #34 as the CNA complated health information.
the tolleting assistance for resident #20,
. . , D) A performance improvement tool will
2. Observation on 1/26/11 at 7:15.AM revealed be imol ted that residont
two C:NAs were providing care for the two ¢ implemented to ensure fat rosidont’s
resldents In @ room. During the observation GNA health information is kept confidential, |
#3 entersd the reskdents' room and spoke loudly This tool will be completed monthly and
about the individuatized care needs and medical reported quarterly o ?he. Pl (Performance
diagnosis of sample resident #43, The Improvement) Committee, The DON will
information was heard thraugh-the partielly closed be responsible for compliance. 3/14/11
door and-throughoul the hallway, This was
verifled by the surveyor in the haltway positioned
iwo resldent rooms away,
3. Raview of the facillty's policy and procedure
FORM GMB-2587(02-00) Previous Versione Qbaolate Event 1D:QIGG11 Faolity ID; WYt If sontinuation shaet Puge 2 of 43




FROM ~JC Amy Holt Goare Contapr

DEPARTMENT OF HEALTH AND HUMAN SERVICES
ICARE & MEDIGAID SERVICES

CTUEMAR 15 2071 10i89/5T. 10187 /He, 7TSHSIaaay P ©

PRINTED: 02/11/2011
FORM APPROVED
OMB NO. 0938-0881

STATEMENT OF DEFICIENCIES {X1) PROVIRER/SUPPLIER/GLIA
AHD PLAN OF CORRECTION IDENTIFICATICH NUMBER:

53A002

{%2) MOLTIPLE CONETRUCTION (X9) DATE SURVEY
A BUILDING COMPLETED

B, WIRG }ﬂ ”CJ

01728/2011

| NAME OF PROVIDER OR SUPPLIER
| AMIE HOLT CARE CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
AT W LOTT

BUFFALD, WY 82824

() ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIER
([EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATGRY OR LSC IDENTIFYING INFORMATION)

[11] PROVIDER'S PLAN OF CCRREGTION e
PREFIX OH CORRECTIVEE ACTION SHOULD BE UOMPLl!'mN
TAG CROSB-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY}

F 164

F176
§6=D

ON on 1727111 ut 4:58 PM revealed the resident

Continued From page 2

sniitied "Confidentiallly", last reviewsd !n 1997,
showed "Reasons for admlssions, dlagnosie and
treatment of patients and residents are absolutely
configential Information. Disclosure of
confidential Informaticn may be grounds for
[mmediate termination of employment.”
483.10(n) RESIDENT SELF-ADMINISTER
DRUGS IF DEEMED SAFE

An Individust resident may self-administer drugs If
the interdisclplinary team, as defined by
§453.20(&(2)ID), hos datermined that this
practice I safe,

This REQUIREMENT 18 not met as evidenced

by:

Basad oh observation, medical record review,
and staff Interview, the Interdisciplinary team
{IDT) falled to determine If seif-administration of
medications was a safe practice for 2 of 2
regidents (#16, #41) whe sell medicatad, The
findinigs were.

1. On 1/25/41 RN #9-was cbserved administering
medications o resident #41 at :06 AM, The
resldent was In the process of eating so the RN
inft gualfenesin {cough medicing) sitting on the
table when she left the room. Review of the
medical recard failed to show a datermination by
the IDT that the resident was safe to
seif-administer medications, Interview with the

did not want to self-administer medication when
sfhe was admitted to the facllity so the evaluation
was not completed at that fime. The DON stated
that instead of conducting an evaluation by Lthe
IDT when the resldent's wishes changed, the
facllity was relying on the physician's statement

F 164

F 178|F176

The facility will ensure that the 1IDT
determines if self-administration  of)
medications is a ssfe practice for each
resident who wishes to self adminisier
histher meds, This will be accomplished
by:

A) The IDT will develop a self-
administration of medications assessmeny
form, This form will be completed to
determine whether residents #15 and #41
may safely self-administer medications.

B) The DON will discnss self
administration of medications  with
residents who do not have a DX of
domentia to determine if others are
interested, The NON will also discuss
this option with residents at admission.
The IDT will proceed with the safety
assessment for those residents who
express inforest.

C) The DON provided education to the
resident council on 2/8/11 explaining that
for safety purposes nurses were required
to observe residents taking their
medications when given in public areas,
The DON also explained that residents
interested in self-administration in their

FORM CME:2857(02-00) Pravious Versiona Obsolste . BventiD:tidean
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thet the resident was competent to setf-administer
medications.

2 Oheatvation on 1/26/11 at 8:46 AM revealed
LPN #10 administered medications to regldent
#15. Thase medications included Clearlax (& bulk
taxafive) which the LPN poured into the resident's
glass of orange julos, When the resident did not
immediately drink the fluld, the LPN tumed and
walked back to The medication cart whare she
propared medications for other residents,
Resldent #15 was out of the LPN's line of sight s0
ghe did not know whether the resident consumed
tho laxative. Review of tha medical record failed
to provide evidenoe of an evaluation by the IDT
for self-administration of medications. Interview
with the DON on 1/27/11 at 4:58 PM verified the
evaluation was nof done,

F 244 | 483.15(a) DIGNITY AND RESPECT CF

ggap | INDIVIDUALITY

The facility must promole care for residents in a
manner and I an environment thal maintalns or
anhances each resident's dignity and respect In
full recognition of his ar her individuality.

This REQUIREMENT I8 not mot a8 evidenced

by:

Based oh obsetvation and resident and staff
interviews, the faciiity falled to ensure that during

5 of 3 meals residents dined In an atmosphere
that enhanced thelr dinlng experlence. [n addition,
during 1 of 3 meals resident #23 was ot treated
In @ manner that promoted dignity during the

meal. The findings were:

1. Observations throughout the evening meal on
1f24711, the hoon meal on 1/26/11, and the

The DON will provide educaton to the
nursing staff re the need for the IDT to ussess
safety prior to seif-administration,

MNursos are to inform the DON if a rosident
who has not yet been assessed expresses an
interest in self-administvation. The resident’s
MAR will indicate if self-administration of
medications has been approved by the IDT.

) A performance improvement tool will be
implemented to ensure thet safety assessments
are comploted prior to self-administration of
medications.  This info will be completed
monthly and reported quartetly to the PI
Commitiea. The DON will be responsible for
compliance.

F241

The facility will ensure that residents dine
in an smosphers that enhances their
dining  experience, This will be
complished by;

F2a1

A) The meal tray cart was moved io the
from resident #46.

csident #23 will be observed by his meal
Iassistant, who will attempt to get this

|regident to blow his nose if it is runty,

B) The meal cart was moved away from
all residents.

The Medication Nurse, CNAs assisting
tesldents, and dietary staff serving

far south side of the dining room away
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F 241 | Continued From page 4 - F241| . . .
morning meal on 1/27/11 showad the meal tray residents in the diring room will observe
cart was parked against the empty side of and interveno (dietary tp inform nursing)
| residenit #46's dining table. A trash can, if a resident has & runny nose and is
| numerous plate covers, & bucket for discarded unable to wipe or blow his or her nose
| food, several empty trays, and numerous dirty independently.
dishes wera stacked on top of the carl; staff were
bussing tables and scraping food into the bucket ¢) The DON will provide education to
while restdents wera eating. During an interview the nurses, CNAs, and dietary staff re
en 12711 at 8:25) AN, CNA #3 stafed the 'providing residents with an enhanced
practioe was Instituted about a year ago; she dining experience, especially relating to

appealing dining atmosphers, At 8:32 AN
resident #46 sald s/he did not like the practice,
The reskdent spacifically stated,”l look the other
way and try to ignore it."

D) A performance improvement tool will
be implemented to ensure that residents
dine in an atmosphere that enhances their

2. Obgervation during brealdast on 1727/11 - dining experience, This tool will be
showed resident #23 had & runny nose and - completed monthly and roported quarterly
mucus would collect at the tip. The resident was | to the PI Committes, The DON will be
gating Independantly with CNA #7 sliting next to responsible for compliance. 3/14/11

him/Mer and assisting when needed. Instead of
| attempting to get the resident to blow hisfher
nose, the CNA would blot it just before mucus
dripped Into the resident’s food. Although this
resident was not interviewabls, & reasonable
person would not want to eat with mucus
collecting at the tip of hisher nose and

thraatening fo dilp Into the food. F258
F 268 | 483,15(h)(7) MAINTENANGE OF F 268 The facility will provide for the maintenance
58=B | COMFORTABLE SOUND LEVELS of comfortable sound levels, This will be
accomplished by

“The fucility muist provide for the maintenance of

comfortable sound levals, A) As this infonmation was obtained during
confidential resident imterviews, the specific
residents affected will be included i “B.

This REQUIREMENT is not met as evidenced B) All residents could potontially be affocted
by: . by noise levels In the corridors afer the
Based on confldentlal resident Interviews, the ovening meal. The Noc shift Supervising

FORM GME-2807(0200) Provieus Verslons Qhnolels Bvanat I 030G Eaolity SD: WYOOD4 If eoptlnuatioh ehoat Page § of 43
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F 258 | Contlnued Ftom page & F 258} Nurse is on duty from 7:00pm. to 7:00a.m.
facility fallod to ensure statf maintained . and will monitor noise levels during this time,
acceptable sound leveals during evening hours to If there are issues immediats in-servicing and
promote an atmosaphere conducive to sleap for 8 corrective action will be takon.,
of 10 resldents asked sbout nalse levels In the The DON will obtain input from random
facillty. The findings were: resfdent discussions re comfortable sound
levels four times per month.
During confidential ntarviews on 1/26/11, eight C) The DON will provide education to the
reskients egroed staff were nolsy afler the. CNAs and Nurses regarding maintenance of
evening meal, The residents staled staff would comfortable sound levels.
talk foudly in the corridors outside resident roome. D) A performance improvement tool will be
Thay described the noise as glggling or someche implemented to ensure that comfortable sound
expressing anger at another staff member, Onhe levels are maintained, This monior will be |
resident stated s/he folt "loft out” of the completed monthly and ropotted quarterly 1o
conversation. the PI Committee, The DON will be’
F 2721 483.20, 483.20(b) COMPREHENSIVE F 272| responsible for compliance, 311411
ag=0 | ABSESSMENTS F272 :

The facllity must conduct initlally and pericdically
a comprehensive, accurate, standardized
reproduchble assessment of each regident's
functional capacity.

A facllity must make & comprehensive
assessment of a resident's needs, using the RAI
specified by the State. The assessmentmust
inolude at jeast the followiny:

Kentification and demographic Information;
Customary routine;

Cognitive paltems;

Communication;

Viglon;

Meod and behavior pattems;

‘Psychosocial well-belng,

Physksal functioning and structural problems;
Gontinences;

Disease diagnosis and health conditions;

The facility will
comprehensive assessment i conducted
for each resident for bowsl and/or bladder
imcontinence. This will be accomplished
by:

A) The RN Team Leader will complete a
B&B agsessment on resident #23.

The RN Team Leader will analyze related
bowel ingontinence data to attempt to
| determine  causative and contributing
factors and address retraining potential for
residont #24,

B) The Nuese Team Leaders will review
B&B assessments for their residents at the
time of each resident’s quarterly care
conference and address any mcomplate

ensure that a

dreas,
Dental and nutritiopal status;
8kin condlitions;
Activity pursuit;

FORM GIS-2607(02-09) Frovious Vewsions Obaclats Evont 1 QGG Pacity ID: WYGD [f continuation sheet Pags 6 of 43
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sampte residents. The findings were:

Discharge potential;

Documentation of summary information regarding
the additional assessment performed through the
rasident assessment protocols; and
Documentation of participation ih assessment,

This REQUIREMENT s not met ag evidenced
by

Based on observation, medical rederd review,
and staff interview, the faciity falled to conduct
comprehensive assessments for howel and for
bladder Incontinance for 2 of 11 (#23, #24)

1. Obsarvation on 1/25/11 at 7:21 AM showed
rosident #23 was (ncontinent of bowel and
bladder. Review of the 8/24/10 admission MDS
pasassment showed the resident should have
had comprehensiva nssessmonts in these areas.
However, review of the bowel and bladder
asseasment informnation showet that It was
incomplete, On 1/26/11 at 4:55 PM, RN#4
copfirtned she did not complete the assessments
on admission, On 1/27111 st 10 AM, the RN
stated she forget to re-assess the resident when
s/he bacame more cooperalive.

2. Ascording to the 1/11/1% admisslon MDS
assessment, resldent #24 triggered for bowel
Incontinence and required & comprahensive
assessment, Review of the assessment
Information showed data had been collected, but
it had not been analyzed to determiine causative
and contrlbuting factors, In addition, the sectlon
retated to retraining potential had baen left blank.
On 1/28/11 at 7:65 AM, RN #4 confirmed the
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F 272 | Continued From page 6 F272|C) The MDS coordinator will review
Medications; B&B assessment expectations with the
Speclal treatments and procedures; Nurse Team Leaders and provide

education as needed or requested,

D) A performance improvement tool will
be implemented 1o ensure B&B
assessments are completed. This monitor
will be completed monthly and reported
quarterly to the PI Committee. The DRC
will be responsible for compliance. 3/14/11

F274

The facility will assure that significant
change assessments are completed as
appropriate. This wilk be accomplished
by:

A) Resident #23 had a significant change
assessment completed 1.31-1],

IB) A form will be developed for the
bathing CNA fo notify the RD (Registered
Dietlclan) and nurse team leader of
woight changes.

The SCU Nurse Team Leader will check
SCU weights weekly to identify changes.

Nurse Team Leaders will listan to change
of shift reports to identify possible areas
of change.

A form will be developed for the
Supervising Nurse to identify aress of
improvement or decline; this will he
completed by the Supervising Nurse and

FORM CMS-2507{02-00) Previcus Verslars Obizolels Evanl ID; QGG
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F274
88=D

bowel Information was not & comprehansive
asseasment.

483, 20002 X COMPREHENSIVE ASSESS
AFTER SIGNIFICANT CHANGE

A facility must conduct & comprehensive
assessmont of a resident within 14 days after the

| facllity determines, or should have determined,
| that there has been a significant change In the

resident’s physical or mental condlfion. {For

| purpose of this section, a significant change

maans g major decline orimprovement in the
resident's status that will not normaily resoive
itself without further Intervention by staff or by
implementing standard disease-related clinlcal
Interventions, that has an impact on more then
one area of the resident's health sfatus, and
requires Interdisciplinary review or revision of the
gare plan, or both.)

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of medical racords
and intatnal tracking Informatioh, and family and
staff Interviews, the facliity falled to complete a
slgnificant change assessment for 1 of 1 sample
resident (#23) who required thet assessment, The
findings were:

Observetion on 1/26/11 at 1012 AM showed
rasident #23 had eschar (dead, black matter over
a wound) covering the entire back of the heel.
During the observation, RN #1 stated the area on
the hesl was a pressura uleer that developed
after the resident's admission lo the facilify.
Review af the medioal record showed the ulcer

started ag o blister and was first [dentifted on

1240410, Further review of the record and

office.

F 274| The DRC (Direstor of Resident Care) will

randomly monitor that areas of significant

change are being identified and acted

upon. The DRC and Nurse Team Leaders

will discuss changes and detetmine when

a significant change assessment is
appropriate.

C) The DON will provide education to
{ the nursing staff and CNAs re identifying
and reporting possible improvement or
| decline in condition.

D) A performance improvement tool will
be implemented to ensure that significant
change assessments are completed as
appropriate.  This monitor will be
completed monthly and reported quarterly
to the PI Commitiee. The DRC will be
responsible for compliance. B/14/11

FORN GMS-2687{02-90) Previous Verslons Ohavlete

Evant ID: 3G

Faclifty {0 WYD004 If continuation sheet Pags B of 43



FRDOM JC Amy Holt Care Cervtor

DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIES.
AND PLAN OF CORRECTION

EDICARE. & MERICAID SERVICES

CTUEDMAR 18 2011 10§ 41 /8T, 101 87 FHo, 7EEEE4AS937 ¥ 11

PRINTED: 02/11/2011
FORM APPROVED
OMB NO. 0938-0391

{(X1) PROVIDER/SUFRPLIER/CLIA
) IBENTIFICATION NUMBER:

a3A002

X2) MULTIPLE GONSTRUGTION (3) DATE SURVEY
A. BAJILOING COMPLETED

B. WING

0472872011

NAME OF PROVIDER OR SUPPLIER
AMIE HOLT CARE GENTER

STREET ADDRESS, GITY, STATE, ZIP COBE
Ag7 W LOTT

BUFFALD, WY #2834

4) 10
ik
TAG

SUMNARY GTATEMENT OF DEFICIENCIES
{IXACH DEFICIENCY MUST 8E PRECEDED BY FULL
REGULATORY OR LEG IDENTIFYING INFORMATION)

D
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAQ QROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION 9&1’
OOMMTB 10N

F 274

F 280
88=F

Continued From page 8

internal welght tracking information showed the
rasident lost nine pounds {6.47%) from November
to December 2010, Interview with a farmily
meriber on 1/26M1 at 8:28 PM revealed the
ragident was "much weaker.” During an intetview
on 1128111 at 4:50 PM, RN #4 confirmed these
declines should have resulted In a significant
change assessment.

483.20()(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged

| Incompetent or otherwise found fo be
Incapacitated under the laws of the State, to

parficipate In planning care and traatment or
changes in cate and treatment,

A somprehensive care plan must be daveloped
within 7 days ajter the completion of the
comprehensive assessmant, prepared by an
Interd sciplinary Yeam, that Includes the attending
physician, a registerad nurse with responsibllity
for the resldent, and ofher appropriate ataff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the parlicipation of
the resident, the resident's family or the resident's
fegal represantative; and periodioally reviewed
and revised by a team of quelified persons after
each agsessment.

This REQUIREMENT is not mat as evidenced
by:

Based oh obsevation, staff Intendew and record
review, the facility falled to ensure care plan
intarventions and goals were Individualized,
updated, and revisad In accordance with the

F 274

F 280 F280

The facility will ensure that care plan
interventions and goals are individualized,
| updated, and revised in accordance with
the agsessed needs of each resident, This
will be aceomplished by:

A) The Nurse Team Leaders will revise
the care plans for residents #1, 2, 10, 23.
24, 27, 29. 30. 36, 37, and 43 to meet this
standard. Specifically, CP (care plan) for
res. #1 will address cognitive loss and
mood/behavior patterns. MSS will be
involved with planning interventions. CP
for rés, #2 will be comected ve daily
ambulation, CP for res. #10 will refloct
specific toileting assistance techniques.
CP for res. #30 will be updated re use of 2
walker, CP for res. #27 will be updated re
ambulation. CP for res. #36 wili be
updated to provide comprehensive care re
pressure ulcers, which is also addressed in
Treatment Sheets. CP for res. # 37 will
be updaied re eye care. CP for res. #43
will be updated re recent surgery and
positioning of the wrinary catheter tubing
and bag during transfers.
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assessed noads for 11 of 11 sample resldents B) The Nurse Team Leadors will review
(i1, #2, #10, #23, #24, #27, #20, #30, #36, #37, eac!r resident’s care plan at the time of
and #43). The findings were: their quarterly care conference and make
revisions as appropriate.
1. During an Interview on 1/27/11 at 11:48 AM,
LPN #6 revealed she was one of the nurgea () The IDT will disouss and review care
responsible for developing ant updating the care plan details quarterly. The Nurse Team
plans and corresponding GNA flowsheets, She- Leaders will continue fo encoutage CNA
further atated that care was primarily provided themn i > eneourage LNAS
according to the CNA flowsheets, hecause the to-alert them if they notice discrepancies.
care plana were "generic.” Review of the generlo , ]
care plans showed several different goals were D) A performance improvement tool will
listed for resldents #1, #2, #10, #23, #24, 2T, be implemented to ensure care plans are
#20, #30, #38, #37, and #43, but the correct one individuslized, updated, and revised in
was not identified. accordance with each resident’s assessed
needs. This monitor will be completed
2. In addifion to non-specific goals, the following
concerns Wate noted with individual care plans: monthly and reported quartecly to the PI
a. Review of the current care plan and Committee. The DRC will be responsible
for compliance. 3/14/11

January 2011 GNA flowsheet for resident #1
showad two identified problam arcas, cognitive
loss and mood/bahavior pakems, bad not been
addressed.

b. Ravisw of the care plan for resident #2
showed one of the goals for this resident was
dally ambulation. Review of the 11/14/10
slgnificant change MDS assessment end eare
area assessments showed the resident did not
have the abifity to ambulate, During an Intsrview
oh 1424 1 at 2:48 PM, GNA #14 verified the
resident's inabllity fo ambulate.

¢. Review of the 8/310 care conference
notes for resident #10 revealad the resident's
volding patterns had changed and speuifie
tolleting assistance technlques were necessary to
help the restdent empty his/her bladder, Review
of the currant care plan showed no revisions
regarding this change,

d. Obsarvation on 1/25/11 at 10:12 AM
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Continued From page 10

showed the resident reguired total asslstance with

{ aral care. The goal for the oral care plan was that

the resident "will cont to (brush teeth...) with sstup

1 8 cues..." Furtharmore, the instructions for range

of motion were not included In the plan, Refer to

7318 for detalled information related 1o the

restorative program. Interview with RN #4 on

1/27141 1t 8 PM confimned the care plan was

ctsrent, but It had not been updated to reflect the
resldent's current condition,

©. Review of the current care plan and

January 2011 ONA flowshaet for resldent.#30

showed an intervention for staff to remind the

resldent to use a walker. Further review showed

this Interveniion was implemented on 12/16/08

and had not been revisad according io the

12/9710 annyal MDS assessmant. Review of that

112/910 assessment and an interview with CNA

#14 on 1724111 &t 2:45 PM revealed the resident
no konger used a walker, Random observations
on 4124141, 1/26M1, and 1/28M1 revealed ihe

| resident ambulated throughout the unil without
walker,

. f. Review of the current care plan goals for
resident #27 showed the goals included the
following: ambulate with his/her prosthesis
twenty-five feat and fifly feet daily,. However,
review of the January 2011 CNA flowshest
revealed the mobilily status for the resident was
"no ambulation at this thme,”

g. Observation on 1/26/11 at .25 AM showed
resident #38 had prassure ulcers on the left hesl,
the top of the left great toe next to the nall, and
the sacralicoccyx/buttock area, Review of the
care: plan showed [t had not been updated to
provide comprehensive care, Refer to F314 for
detalled Infortnation,

k. Reviaw of the care plan for resldent #37
showed the resident was recelving cphthalmic

F 260
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medications and spaciel eyecare, Howaver,
review of the January 2011 MAR and
ADLtreatment flowsheet showed thia resident's
care did not Includa or speclal eyecare.

I Ohservation on 1/24/11 at 4:45 PM
revealed resident #43 had an Indwedling urinary
catheter. Medleal record revisw showed the
resident returned on 1718/11 ftom surglcal
placement of & suprapublc catheter and a
solotary, Obssrvation on 1/26/11 at 7:32 AM
showed the resident had an abdominat Inclelon
from hip bone to hip bans with the suprapuble
cathater secured to the thigh, Observation on
1127111 at 9:07 AM revealed the catheter tubing
was secured ahove the resident's abdominal
incislon, Refer to F441 for detalle related to
incorrect positiening of the catheter bag during
tranefers. Review of the care plan showed it had .
nof been updaied to include the residents recent
surgery, the requirements for placerment, and lack
of information about positioning during transfers,
Interview-with RN #4 on 1/27111 at 8 PM
canfirmed it was the plan currently In use.

F 281 | 483.20(K)(3)() SERVICES PROVIDED MEET F 281 | psi
86=E | PROFESSIONAL STANDARDS | The facility will ensure that services meet
The services providad or arranged by the faclity gﬁff:l:;ﬂ mﬁ:ﬁ’;ﬁgﬁfg;f quality.  This

must meet professional standards of quallty.
' A) Nurses will lock medication carts and

This REQUIREMENT |s not met s evidenced | kgﬂlj g;lneds put away when out of the line

by: of sight. |

Basad oh ohssrvation, medieal record review, | :

and staff interview, the tacliity falled to snsurs Nurses giving res. #22 pm  meds, |
_ staﬂt;:onfnlmtleg to pmgtlaasllonal 3tain?ardsﬂ of including  Ativan, will  documeni -

practice related to medication administration sooording to the “6 rights™ (right resident, |
1 {untocked medication cart and resident #22), mod, dose, route, time, effectiveness), .

Furthermore, a medication order was not clarified |
for 1 of 11 resldents (#11) observed during

FORM CMS-2567{02:99) Provious Versions Obeolete Event (D: Q30611 Faolily I0: WY0001 if continustion sheet Page 12 of 43
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F 281 Continued From page 12 F 281| Res, #117 order for fish oil was olarified
medication passes, neurclogical assesaments to identify the name of the med and
were notcompleted propeny for 1 of 1 sample specify the dose,
realdents (#£23) for whom they were implemented,
and physician orders were not followed for 4 of 12 Res. #24 welght order was changed to
sample residents (#24). The findings were: weekly and is being obtained by the bath
CNA.
1. Observation.on 1/26/11 showed LPN #10 left '
the medication_v,art unlocked at B:45 AM; she Nurses will fill in any future nenrological
alsp lefl a medication siting oty top of the cart checks for res, #23 complotely.
when she walkad away to em|nr;iniestarth |
medicatlons, Tha cart was parked in the laige _ ‘
dining reoi with numerous teskients and staff va)m ‘::n:i*’;‘:flsi"“:;s:r';‘:suﬁi;::;grtf’p]:gz
present and was out of the LPN's flne of sight
; to ensure carts are locked when out of the
| during this time period, The LPN locked the cart >
. nurse’s line of sight and meds ave not left
gt 8:62 AM but left another medication on the fop ol o top of tho cart, I
while she entered the smaller dixing room. The P“§ ended O 'dspt'foed o
cart was again out of her line of sight. According infractions are identified, immediate in-
to Srith, § Duell, O and Martin S: "Clinical servicing and corrective action will be
Nursing Skills Basio to Advanced Skills." Now taken with the nurse,
Jorsey: Pearson Educatien, Inc.; 2008; 577, )
wKeop.all medicines in locked carts or cebinats,” DON will vandomly check to enswe prn
According to Elkin M Perry, A and Potter P nlneds are documented a;cordm_g_to the 6
"Nursing Interventions & Clinlcal Skills" St. Louls, tights, provident  in-servicing if |
Missourl: Mosby; 2007; 375, "Medication carts infractions are identified.
must be kept locked when unattended. .. r A . "
he nurse noting physician orders w
D The baok of the madication administration check that orders are clear re medication
record (MAR) was reviewed while recanciling and dosage. DRC will check this when
raedications for resident #22. This side of the accompanying the physician on rounds.
MAR was for docurnenting medications glven on The nurse will seek clarification from the
an ae neadad {pin) basls, The documentation physioien as necessary.
was lo Include the name of the medication, :
dosage, time of administration, reasoh for When daily weights are ordered they will
administration, and the affectiveness of the ibe obtaincd by the resident’s assigned
| moccaen, Ths et od oo somopn | oA . ported 1o the Suprvisg
| incompleta, RN #9 confirmed the lack of Nurse. If not comploted, the Supervising
| complete documentation on 1/26/11 at 1:32 PM.
Interview with the DON on 1/26/11 at 3:30 PM
FORMCMS-2507{02-69) Provious Varsions Ohaolat Evar Ik GG Fatiiy I0: WY0001 If continuation shest Page 13 of 43
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F 281| Continued From page 13 [ 261 | Nurse will take corrective action with the
revealad the specified Information should be CNA.
documented each time & prm medication was .
sdministered, According to Elkin M Perry, Aand DON will randomly audit neuro-checks
Potter P "Nurging Intetvantions & Clinleal Skiils” for complets documentation and provide
St Loulg, Missour; Mosby; 2007; documentation {n-servicing with the nurse responsible if
{s one of the "8 Rights” of medication incomplete.
?dmlnlstratlon; 1t should be complete and include
..response to the medication: C) DON will review professional
_ standards of quality associated with this
3, Observation on 1127141 at 7:14 AM showsd RN} . .
# =admlnlal$red 1000 milligmm;\:i Omegta 3 for deficiency with nurses and CNAs.
resident #11. Reconciiiation of the medlcation - \ )
showed the physician ordered *...Flsh oll.." 1 The DON will randomly audit four
fo identify the name of the oll or specify an related  documentation, to ensure
amount. On 1727111 at 10 AM RN #4 slated the professional standards of quality are met.
order should have been clarified related to the
name of the medication. and the amount to D) A performance improvement tool will
administar. On 1/28/11 at 8:17 AM the pharmacist be implemented to ensore professional
sonfirmed tha ol camae [n different amounts. standards of quality are adhered to. This
According to Elkin M Penry, A and PolterP monitor will be completed monthly and
"Nursing Interventions & Clinical Skills® St Lovis, repotted quarterly to the P1 Committee
Miasour!: Q{Iosby; 2007 367; physician orders are The DON will be responsible fm:
to. include *...The name of the drug...The dose... compliance, 14011
4. Review of the orders for resident #24 ahowed
tha physiclan ordered deily weights. Detalled
review of the medical record fallad to produce the
ordered information, On 1/27/11 at 11 AM RN #4
stated the resident lost approximately 80 pounds
prior to admiasion, but histher walght was now
stable. However, she was unable to produce
evidence dally weights had been obteined.
According to the Wyoming State Board of Nursing
Rules anhd Regulations Chapter 3 Standard of
“Nursing Practice, nurses are to carry out orders
from physicians.
5, Medical record review showed resident #23 fell
FORM GMS-2567{02-00) Provious Vereions Obsolete Evant 10: Q3Q611 Fuclliy |D; WYGOD1 If continuation sheet Page 14 of 43
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on 11/24/10 and sustained a faclal lacsration and
bruising at 4:10 AM, The resident was taken to
the emergency room at 4:20 AM but sent back fo
'the facility where s/he remalned unill 615 AM, On
1126111 at 3.30 PM the DON stated the
‘inatructions on the neurological (neurc) sheat
'sholdd be followed. Review of the dosumsntation
showad neuro cheoks were not begun until 7 AM
and were skipped twice during the every four hour
checks, The time period from 4:30 through 6:30
AM was crossed off and "Res In ER" written in
the space, Even though the injury ocourred at
4:10 AM and the resident was sent back to the
facility, staff failed to monitor himfer per the
neuro instructions. Review of the "Neurological
Exam Flow Sheat’ showed reuro checks were to F309
be completed "...with any haad injury...at the time The facility will ensure that the facility
of Injury...every 15min. for 1 hr,..every 30 min. for | bowel program is Implemented for sach
the next 2 hrs...every four hours 8 times... vesident and that pain monitoring is
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 adequate for ¢ach resident, This will be
g5=E | FIGHEST WELL BEING accomplished by:
Each resident must recelve and the facility must , .
provide the necessaty care and services to altaln A) The noc shift nurso will prepare
of maintaln the highest practicable physical, MOM (milk of magnesia) and Dulcalax
mental, and pswhosqcial wali-being, in suppository lists daily, ﬂDCDl‘ding to
aceordance with the comprehensive assesement facility protocol, when res. #2, 10, 24, 30,
and plan of care. and 37 have had no BM recorded for 2 or
mote days. The day shift Medication
Nurse will give and record the medication
151
| Thls REQUIREMENT 18 not met as evidenced ivan, and the resuilts, o the MAR.
by,
Based on medical record review, staff Interview,
and review of the bowel program, the faciilty failed
to ensute the program was implemented for 5 of
9 sample resklents (#2, #10, #24, #30, #37)
whaose bowel status was reviewad. In addition,
paln monttoring for resident #2 was inadequate.
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The findings were: Nurses giving Vicodin or other paln
intexventions to resident #2 will record the
As related to the bowe! program: effectiveness on the MAR.

1 was to be ytllized “after positive rectal sxam
{ [feces In the colon that the reeldent cannot

| constipation,

| datly from January 4, 2011 through the 26th, the

1, Raview of the facility's 12/14/06 bowel

prograrn, entitled "Bowe! and Bladder Elimination
Pattern Assessment Key", showed the laxative,
Mitk of Magnesta, was ordered every twelve hours
it needed. Additionally, a Duloclax suppository

eliminate] &or no BM {bowel movement]in 3
days." Failure to implement this program was
identified es follows:

a. Review of the CNA flowsheats showead
resident #2 did not have a BM for three
cansecutive days from 1/9-1/11/11 and four
consecutive days from 1/13-1116M11. No
interventions were listed, Review of the January
2014 medication administration racords (MARs)
showed no Interventions were fjiven for
constipation,

b, Review of the CNA flowsheets showed
resident #10 did not have a BM for three
consecutive days on 1/6-1/8141. No Interventions
wara Jlstad, Review of the January 2011 MARs
showad no interveniions were iImplemented for

a. Despite recelving Senckot S two tablets

documentation on the CNA flowsheets for
January 2011 indicated residert #24 did not have
a bowel movement from 1/3 thraugh 1/9/11
(seven days). The resldent was glven a Dulcolax
suppository on 1/10/41 and had two large BMg,
Howevar, sfhe then went from 1411 through 1118
{8 days) and from 1/20 through 1/26/11 {6 days)
without bowel movements. RN #4 reviewed the
CNA flowsheats on 1/27111 at 8 PM and

B} The noc shift nurse will prepare MOM
and Dulcolax suppository lists for all
tesidents who have had no BM recorded
for 2 or more days, unless tho resident’s
individual bowel program indicates
otherwise. Day Medication Nurses will
provide and record the medication given
and results on the MAR.

Nurses giving pain medication to any
regident will record the effoctiveness on
| the MAR.

C) The DON will review with CNAs and
Nursing Staff the facility bowel program
and the importance of docuthenting BMs,

[ interventions, and results. '

The DON will review the “6 Rights”
involving medicating residents with the
Nursing  Staff,  including  proper
documentation of pain medications and
effectiveness.

D) A performance improvement tool will
be implemented to ensure that the facility
bowel program is followed and pain
monitoring is adequate, This monitor will
be completed monthly and repotted
quarterly to the PI Commitice. The DON
will be responsible for compliance. 3/14/11
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F 308 | Continued From page 16 - F 308

confirmed the: documentation.

: d. Review of the CNA flowshests showed
resident #30 dld not have a BM for three

consecutive days on 1/20-1/22/11. No

interventions were listed, Review of the January

2011 MARs showed no Interventions were given

for gonstipation,

o, Review of tha CNA flowsheets showed
resident #37 did hot have & BM for four
consecutive days on 12/3-12/8/10, five
cohseautiva days on 12/8-12/1610 and three -
consecutive days on 1/8-1/8/11. No inferventions
wore [isted, Review of the Decetnbar 2010 and
January 2011 MARs showed no interventions
were given for constipation.

2, Duting an interview-on 1/27/11 at 11:45 AW,
LPN #5 stated the CNAs were responsible for
 recording the BMs and should have reporied
episodes of constipation fo the nurse. Thi LPN
atated staff should be following the howel
protocal.

As related to pain:

According to the madical record, resident #2 had
paln due a pressure uicer o his/her heel and a
hip fractura that oocurved in November 2010.
Further review showed the physician ordered one
or two Vicodin tablets four times daily when
| needed. Raview of the November 2010 through
January 2011 paln flow records revealsd
Ingomplete documentation regarding the
sffectivenass of the pain medicalions and
non-pharmacaloglcal interventions, Review of the
pain flow records also showed no systemalic
approach or rationale for administering one or two
Vicodin tablets. During interviews on 1/26/11 at
9:10 AM with LPN#5 ancl on 1/28/11 at 8116 AM
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with RN ##4, both stated the incomplete and
inconslatent documentation n the pain flow
records mada It difficult to implement an effective
pain management program for the reaident, ;
I 312 | 483.26¢a)(3) ADL GARE PROVIDED FOR Fyg{F312
s5=D | DEPENDENT RESIDENTS The facility will c¢nsure that the
appropriate incontinence care is provided
A resident who ie unable to carry out ectivities of for each resident. This will be
dally living receives the necesgary services to accomplished by:
maintain good nutritton, groomiing, and personal
and oral hyglene. A) The DRC, or an appropriately trained
designee, will observe perineal care for
proper infection control technique on res,
This REQUIREMENT Is ot met as ‘evidenced #23 and 4.
by: B) The DRC or dosignee will randoml
Based an oheervation and staff intarview, the ) The DRC or designes will randomly
faollity falled to assure stafl provided appropriate observe perineal caro at least four times
incontinence (perineal) care for 2 residents (i#23, per month. If proper infection coutrol
#44) observed during 7 observations of that care. tcchpl__que is not followed, :tr}media‘w in-
The findihgs were: sell;wcmg and corrective nction will be
taken,
According to the 9th adition of "Nursing Assistant
A Nursing Process Approach” by Hegner, Aosllo, C) The DRC or designee -will provide
| and Caldwell, "Always wipe from clean fo dity education to. the Nursing Staff and CNA
with a single wips, then tum or discard the cloth.” re approptiate poringal care, .
Fallure to follow this standard of practice was
oo 1 o o A D) A porocnanc improvemont ol il
revealed CNA #17 was providing fecal be inplemanted to ensure that appropriats
ineontinence care for resident #23. During the incantinence. care is provided. ‘rhis
abaervation, the CNA used multiple back to front monifor will be completed monthly and
strokes to cleanse the resident. Interview on repotted quarterly to the P1 Committee,
41126111 ot 4:60 PM with. RN #4 revealed the The DRC will be responsible for
observed care was not consistent with acceptable compliance. 3114711
standard of practice because using the same
wipe and cleansing with back to front strokes puts
the rasldent at risk for Infections.
| b, Observation on 1/25/11 at 8 AM showed
FORN CMB-7667(02-06) Pravions Voralons Dbsololo Evant (0: Q361 Fachty 1D; WY0001 I continuation sheet Page 18 of 43
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CNA #16 assistad resident #44 with perlneal care
after the resldent urinated [n the bathroom, The
CNA donned gloves and cleansed the resident’s
perineal area using o same section of the wips
| to perform three repetltive front to back strokes,
The wipo dki not have a clean surface area after
the first two strokes, but the CNA continued lo-
use i
F 314 | 483.26{c) TREATMENT/SVCE TO Fa14
$8=G | PREVENT/HEAL PRESSURE SORES Fii4
: The facility will ensure that residents with
Based on the comprehensive assessment of a pressure ulcers receive the mecessary
resident, the facility must ensure that.a resident services and treatment to promote healing
who enbsrs the facility without pressura sores andfor prevent worsening of the wloers,
does not develop pressure sores unless the This will be accomplished by:
Individual's clinical conditlon demol?si{al:eal that
they were unavoidable; and a resident having . .
pressure sores recelves necessary troatment and 2,)1 5/ &e:hfég‘ WE’EE’? aérml)lllmﬁmpleted
services to promote heafing, prevent infection and g groove
prevent new sores from developing and one on the left buttock are healing,
) (The third 0.5em by 0.5em  wound Q
documented on 1/25/11 has healed. Biis K
This REQUIREMENT s not et as. evidenced was- alse-om-the-tefi-buttocktoi-ripht)
by: Nurses will use separate applicators to
Based on observatien, resident and staff apply ointment to separate wounds -and
intarviews, medical record reviow, and review of cloan the scissors before and after cutting
policles and procedures, the faciiity falled to dressings. A bed cradle was added to this
ensure 3 of 6 sample resldants (#1, #36, #43) pes. bed. RN Team Leader changed care
with preseure uicers recalved the necessary _ plan 1o remind res. to lift bottom up and
:?ef-z[e":ts“‘,’é‘g;ﬁ:;”:g"&g’uﬁ;ggd_l‘?h?:?:l?'g_ :ndior inch forward, no sliding across bed/chair.
' y PUSH tool was completed 2/15/11 and
' ;m,tl:‘tgg &learu::oldable harm 1o resident #36. The ?H} .b“ ao_mplmte d woekly according to
heility policy.
1, Medlcal record review showed resident #36 , .
was admitted on 12/16/10 with pressure ulcers on Dressings will be promptly replace:cl for
fhe left heel, the top of the Ieft great toa next to res, #1. The skin assessmont will be
the nall, and the sacrateocoyx/outtock area. completed weekly by the bath CNA who
Reviaw of documsntation dated 12/26/10 showed
FORM GMS-2007(02-98) Pravious Varsions Ohsalele Elvent |D; G30OGH1 Pacillly Ity Wyohod tf.eontinuation shoet Page 19 of 43




FROM ¢ Amy Hol'l Gare Qersrter

CTUEMHAR 15 Z011 10 4475T. 10: 87 FHo, TEASS4BH37 P =R

PRINTED: 02/11/2011

DEPARTMENT OF HEALTH AND HUMAN BERVICES KORM ADPROVED
SERVICES QMB NG, 0938-0351
STATEMENT OF REFICIENCIES 1) PROVIDER/BUPPLIER/OLIA - THPLE CONSTRUCTION
AND PLAN OF GORRECTION ®h) IDENTIFIGATION NUMBER; zi:::r:me CONATR %) gg},\gfg’rwv
52A002 8, WG 0'{1:8!2011

{ wers identified:

46 usad the same applicator to apply ointment to

two open tlcers on the buttock area; the wound in
the",..ghuteal groove.." measured 0.6
centimeters (cm) by 0.6 om ahd the one on the
laft buttock measured 0.5 cm by 0.4 em. Review
of the skin care plan.showed the resident had a
gol cushion In the recliner and staff were to float
the reeident’s heels at alt imes. Staff weie also to
complate a delly skin inspection and notify the
nurge Immediately of redness or breakdowi.

During observation of dressing changes on
1/25/11 at 9:25 AM, RN #4, LPN #5, fhe
physlcian, and the resicent wers discussing the
resident’s pressure ulcers. Of particular concam
wera the opan areas on the resldent's butiock
thet the physician and hurges stated ware caysed
by friction (or shearing) from sliding or scooting
back in the recliner. Observation of the buttocks
showed bright res! skin surrounding open areas
covered with small amounts of serous dralnage.
This observation also showed the resident's heels
were fioated, but the covers were tuckad in tightly
at the foot of the had, The following concerns

a. Thres open areas were present on the
resldent's buttocks instead of the initial two.
Actording to the facllity's documentation, the
wounds had Increased in size; the ulcers
measured 1 om by 0.7 om in the midling, 0.5 cm
by 0.5 om on the left buftock, and 0.5 by 0.6 on
the tight buttock, Review of the "Pressure Ulcer
Seale for Healing" (PUSH) tool dated 1/26/11
showed the wounds wers deteriorating, During an
interview on 1/27/11 at 6 PM, RN #4 confirmed
the wounds on the buttocks ware worse,

b. Observation of the treatment showed LPN

all three wounds on the buttocks. Refer to F441
for detalls related o infection control,
c. Observation of the dressing to-the heel

will prompély report skin problems or
changes to the Supervising Nurse,

Res. #43 unstageable pressure ulcer on
the buttocks has resolved and is open to
mir. Appropriate dressings will be used if
needed in the future.

B) WCC (Wound Care Certified) RN
will complete PUSH tool and pictures
{woekly for all decubs stage2 and greater.
|wCc RN will randomly andit Wound
Care Documentation Monltor Woeekly to
ensure appropriate documentation s
completed and appropriate dressing is in
place. If documentation problems are
found the WCC will in-service the
appropriate supervising/treatment nurse.

PT will provide edunoation to nurses on
infection control technigques for wound
cave, DRC will randomly observe nurses
completing dressing changes four times
per month and if correct protocol in not
followed will provide immediate in-
servicing.

Nurse Team Leaders will check care plans
of regidents with wounds to ensure that
appropriate measures are in place to
promote  healing,
CNAs to notify the Supervising Nurse
immediately if a dressing needs to be
replaced.

The bath aide will complete skin
asgessments weekly, The WCC RN will
randomly check that this is done; if not,

DON will educate |
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F 314 | Continued From page 20 F 3414|immediate in-servicing and corrective
showed RN #4 did not clean the sclssors before action will be taken,
or after culting the dressing. Refer lo F441 for
Information regarding infection cantrol, C) The DON will educate the nwrsing
d, Although the resident had & pressure ulcer staff and CNAs on the importance of
on the end of the groat toe, the covers over promoting  wound  healing by
histher fast had not been loosened, Norwés a jmplementing and following appropriate
bed cradle utillzed to ellminats pressure andfor care plan interventions, replacing soiled
friction an the toe. During an interview on 1/26/11 drossings promptly, practicing sound
at 1:52 PM, the resident stated the ecovers ware infection control techniques when doin
often too tight and s/he used his/her feet to dressin shangn documentin
| loosen therm, On 12711 at & PM RN #4 stated - S ng
she hiac ot thought 1o use a bed cradle or assessments as per faci ity protocol an
Instruct staff to looren the covers, and she was checking orders prior to wound care.
unaware the resident loosaned the covers with )
hlgfher feat, D) A performance improvement tool will
e. Review of the care plan for mobility be implemented to ensure that residents.
ghowed staff were to, "Have Res [resident] slide with pressure uleers receive the necessary
forward to front of chalr..." At 8:54 AM that services. This monitor will be completed
morming, obsetvation of the rasident transfatring monthly and reported quarterly to the PI
| from the. bed to the racliner showed the resident Committee. The DRC will be responsiblo
independently scooted forwand twice before sfhe for compliance. 314411
1 was able to stand; staff made no aftempt to
remind the resident not to scoot/slide forward or
assist him/Mer to stand without sliding tn the edge
of the bed, During the 6 PM interview on #2741,
RN #4 confinmed there were no instructions on
the care plan related to reminding the resldent not
to slicle or scoot,
f, Review of the faclity's policles and
proceduras related to wound care showed the
PUSH tool was to be completed weaekly “on bath
day when take pleture.” Reviow of the provided
information showad the PUSH tool was not
completed from 1/3/11 to 1/225/11 and pictures
ware nol taken weekly. On 1/27/11 at 8 PM RN
#4 conflrmed the: policies and procedures were
nist followed.
2. Review of the January 2011 treatment record
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showed resident#1 requlred dally dressing
changes and treatments for two open prossure
sores and protective dressinga for two closed
prassure ulcers, Observation on 1/26/11 at 11:46
AM revealed CNA #18 removed the fecally

{ contaminated protective dreseing from the
resident’s right hip, thoroughly cleansed and
dressed him/her, then wheeled the resident to the
dining room. Conlinuous ohaervation revealed the
CNA did nol replace the.soiled protective
dressing, nordid she report this to the charge
nurse. During an interview on 172611 at 12:35
PM, the GNA stated the usual practice was to
report the need for a replacement dressing &t a
later time, and the nurse would take care of It
when convenlent, interview with RN #4 on
1128111 at 4:45 PM ravealed the CNA did not tell
the nurse about the removed drassing until’2 PM,
2 hours and 18 minutes later, The RN slated the
resident needed to have the protective dressing
when gliting to prevent further deterioration in the
skin. 8he also stated the dressing should heve
been re-appiied promplly. During a review of e
pressure uleer manitoring recoitds with the RN, it
was noted the weekly skin assessments for
December 2010 and January 2011 were
incomplate, In interview at that time the RN
verified staff had not conslstently completed the
weekly skin assessments for this resident,

3, Observation of a pressure uicar on resident
#43 on 1727111 at ©:30 AM with RN #2 revealed a
Mepitel Border dressing had heen applled. The
RN stated the dressing was not what the
physician ordered. She further staled tha resident
had previcusly reacted to the adhesive around the
edges, Reviaw of the physician's order dated
178111 ehowed the resident was 1o have a Mepilex
Foam dressing o the unstageable pressure ulcer
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on the buttecks; the docu mentlation !ndic:tted the F115
ratiohale for the spacific dressing was that the : - . . .
resident "...reacts to adhesives tepes etc.” Th-e ity thw;tlér: nsﬁ thit ";:“;?;ltn}g
F $16]483.25(d) NO CATHETER, PREVENT UTI, F 316 ;:ﬁ?gm:; Thes will bo af;i mi;]‘islfeg
soup | RESTORE BLADDER .
by:
| Basad on the resident's comprehensive . i )
assessment, the facility must ensure that a A) The DRC or trained designes will
resident who enters the fachily without an observe the staff as they provide cares for
Indwelling cathetar Is not cathaterized unlass the tes, #43 to ensure the urinary catheter bag
resident's ¢linical condition demonstrates that is kept below the level of the bladder at |
catheterization was necessary; and a resident all fimes. -
who Is incontinent of bladder recalves appropiate
Ireatmant and services to prevent urinary trl:ct B) At least four times per month the
infactions an‘d tD restore as mUCh normal bladder DRC or des‘tg"eﬂ will observe staff as
function as possible. they provide cares for other residents with
im:;w:“i‘;,g urinar;l; catll:e:ers L{; czlndsun; thi
This REQUIREMENT s not met sy evidenced cathoter bagy are kept bolow bladder leve
by: ?1 all t!m_as. _ If mﬁ_'a(_:uons are tdentlﬁ::d,
Based on obsarvation, staff interview, medical mu_nedlajcc in-servicing and corrective
recond review, and review of pollcles and action will be taken.
procedures, the facility falled to appropriately
manipulate the Indwelllng urinary catheter for 1 of C) The DON will review the facility’s
1 sample resident (#43) with a catheter. The “Care and Maintonance of Foley
findings were; Catheter” policy and procedurs with the
Nursing Staff and CMAs, siressing the
Observation of staff providing care for resident impoﬁfnw of keeping the caﬂxetef bz:g
#44 on 1125/ 1 at 7:32 AM showed the resident below bladder level,
had an Indwelllng wlnarmsaa(}htﬁter. Buring the :
observation, RN #4 atta @ Gatheter . .
dralnage bag to the mechanical Iift while E) A P?Ff"fmt:"dm improvement ;001]7;"“ |
transferring the resident from the bad to the ¢ implemented to ensure Indwelling
wheelshalr, Gontinuous observation revealad the urinary  catheters are  appropriately
attached cathetsr bag was positioned at the level manipulated.  This monitor will be
'of the resident's head during the transfer, and completed monthly and reported quatterly
urine dralned back towards hisfher bladder, to the PI Commitice. The DRC will be .
{nterview on 1/28/11 at 11:456 AM with the DON responsible for compliance. 34an|
revealed this was not o acceptable standard of
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practice for catheter care, Ravlew of the care plan
showed the poeltion of the cathater bag during
transfers was not addressed. According to the
faclity's policy and provedure, "Care and
Maintenance of Foley Catheters”, last reviewed
2/09, staff are to kesp the collection bag "...below
tha lavel of the bladder..."
F 318 | 483,25(e)(2) INCREASE/PREVENT DECREASE F 318| Fl18
g5=f | tN RANGE OF MOTION The facility will ensure that a resident
with a limited range of motion receives
Basad on the comprehensive assessment of a appropriate treatment and services to
resident, the facility must eneure that a resident increase range of motion and/or prevent
with a limited range of molion recelves further de crease In range of motion. This
appropriate treatment and setvices to Increase will be accomolished by:
range of motion and/or to prevent further - p y:
decrease In rangs of motion. A) PT will complete physical therapy
evaluations and restorative exercise flow
- sheets for residents #23, 29, 36, and 43,
This REQUIREMENT is not met as evidencad Specific exercises, number of teps, and
by frequency per week will be addressed.
Based on medical record review and staif Individual and group exercise will also be
interview, the facility falled to provide services to addressed as appropriate.
prwmﬂd&”mm rﬂge #ozlam;izign ggt& _;o;’i g}f
8 sample resldents (#2, #23, #20, #36, ¥37, T wi iso
wih range of molion Imitations. The fndings f;si 4 ;:;Ll el tg_“;n oty itf?;
| wele. being followed per PT directives.
1, Review of the 8/24/10 admisslon and 11/23/10 A . wvsical therapist has be
quarterly MDS assessments showed rasident #23 supervisory physical therapist has been
had no limitations.in range of motion (ROM). designated to oversee the Restorativo
During an Interview on 1/25/11 at 8:28 PM, a Exercise Program and ensure that it is
family member staied the resident's neck was being fotlowed.
becoming stif and s/he was seen by physical
tharapy (PT) with the result that the resident was B) The Supervisory PT will address
to perform exercises for histher neck three to five restorative aides questions and concorns,
times per week, Raview of the PT evaluation review flow sheets for completeness (at
dated 12/29/10 showed tha resident was to be least monthly), and update the flow sheets
Involved in the restorative program for active and and adjust the program as ncoded. 1f
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activo asslstive ROM exercises, On 1/26/11 at I
| 11:25 AM physical therepist #6 stated the reaident | Broblems B e e e oy
| was working with PT and was notin the p provice | hm'smmmg and
restorative program, At 11:55 AM that sama °°’:§° vo nction with the Restorative
moening, physical therapist#8 stated tho resldent CNA.
was Involved In the restorative progran and not .
PT for ambulation and the neck exercises. C) PT staff will educate Restorative Staff
Detalled review of the medical record and re exetcise flow sheet instructions,
resforative program information showed no including providing mstructions  for
instructiong related to the exercise program. special exercise techniques.
Interview with RN #4 on 1/27/41 at 10 AM
revealed she was unable to find a restorativa D} PT will implement a tool to ensure
gxercise program for the resident. The RN stated that residents with limited range of
she talked with physical theraplst #8 who reported motion receive appropriate treatment and
talking witha restorative CNA on 1418711 and services. This will be I'CpOI‘bGd uarterl
1j24141; however, the therapist atated. she never to the PI Commitice. The Supe w‘%sing";%
devslopad a written program. Thersfore, ihe will be responsible for compliance. 3/14/11

2, According to the medtcal record, resident #43

| notes dated 1/19/11 showed the physiclan was

exarcisss had not heen provided by restorative
personnel.

was readmittad to the facility on 111811 alter
undergolng surgery. The nursing documentation
showed the resident was much weakar, and
observation showad the resident was transferred
with a full body mechanical [Ift. Review of nursing |

notified of the resident's weaknass and ‘
ambulation wae discortinued as the resident was
unable to bear hisfher own welght, However, the
documentation Indicated the physician continued
tha restorative-pragram with “...minimal exeralses
(o Nu Stap)..." Review of the restorative
documentation showed the resident last
participated In the program on 1/1 011, Interview
with RN #4 on 1/27/11 at 10:30 AM confirmed the
program had not besn implemented slnce the
resident's return from surgery.
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- | axercises ware performed, On 1/27/11 a1 1:20

| was no written prograt to follow. Dusing &n

| resident #2 reselved ROM four times In
1 Novamber 2010, thrae times In Degember 2010

Continued From page 25

3. Review of the 10/27/10 admisslon MDS
assessment showsd regldent #29 had impalred
ROM In both the upper and lower extremitiea.
Obgarvation on 1/26/14 at 1:60 PM showed the
resident was smbulating with PT while wearing &
brace on the left lsg and hand, Review of (ha
restorative. program showed the resident
B?lﬂcipated. but a wiiiton program that Included
@ number of repefitions for each exarclss and
the frequency of the program had not been
doveloped, Further review showed the resldent
trequently paricipatad In group exercisea but
thare was no dooumentation indicating whioh

PM CNA #11 siated the physlcal therapist wanted
the rasident tn do restoratlve exercises at feust
thres times per week, but she confirmed thote

interview on 1/27/11 at 2,66 PM, RN #4 confirmed
the facility did not have a written restorative
program for-the resident. The RN also
acknowledged she had no way of knowing i the
group exercises Included those speolfied for the
reeident, On 172811 at 9:58 AM physioal therapist
#8 confirmed there should be a written program
for staff to follow,

4. Raview of restorative flow sheets showed

and four fimes from /6711 1o 1/25/11. Interview
with physical therapiat #8 on 1/26111.at 8:20 AM
revealed the resldent should have been nacelving
ROM at least three times every waok slnce
Novembar 2010 per the physical therapy
recommendation, She stated sha was
responyible for therapy assessments, making
regommandations, ahd being available for
nsslstance If the rastarative staff needed; but she

Fatg

LN
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limitations. Further review showead the therapist

 review of restorative flow shests showed the

! fimes aweeak).

Continued From page 26

was nol responsible for overeseing the facliity's
ROM program.

5. Review of the PT evdluation dated 12/14/10
showed resident #37 had uppsr and lower
extrondly range of motion with functional

recommendation Included the following: CNA to
do basic ROM program, ROM up to four times a
waek, and ambulation up to daily, However,

residont received ROM sleven timas from
12/20/10 to 1/26/11 {epproximataly ons o two

6. Review of the 12/26/10 admission MDS
aysassment showed reskiont #36 had Impaired
ROM ¥ the lower extramitios, Review of a PT
note dated 12/16/10 showed an exerclse program
w..will be provided for the exercise CNAs o do
with [resident's nhame] 3 to 4 days per week."
Review of the resldent's restorative information
showed a spacliic program was lacking. Interview
with RN#4 on #2711 at8 PM canfirtmed a
written program was not in place,

7. Interview on 1/26/11 at 9:45 AM with CNA #11,
one of the five: staff responsible for providing

ROM for the residents, revealed the facllity's
restorative program was recently reorganized.
There was no assigned staff person responsible
for overseeing the pragram or system for

enauring the residents recelved the services as
they should. Interview witn the DON on 1726/11. at |
3:40 PM verified the Infarmatioh pravided by the |
GNA, The DON further stated that she was

uhable to determine whether the lack of
documentation was the problam or whether the
residents did not receive the ROM.

Fa18
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F 323 | 483.26(h) FREE OF ACCIDENT F 523
9wk | HAZARDS/SUPERVISION/DEVICES F123
‘The facility will ensure that a method of
‘The Taollfy must enaure that the rasident 8 A )
environmugnt remains as frae of accident hazards obtaining assistance in the SCU when
as I3 possible; and oach resident recelves needed is implemented. This will be ¥
adequate supervision and &ssistance devices to accomplished by:
prevent acoldents,
A&B) The facility will obtain a
communication device (TracFones) with
which the SCU CNA may obtain
_ assistance as heeded for the care of the
“tt’;hrls REGUIREMENT 1s.not met as evidenced residents in that area,
Basad on observation and staff interview, the - .
faelllty failad to consistently implement a mathod mnler:‘s:dfo“f tu;:eskp:i: fltznﬂ:l th? DON
ot obtaining asslstance when neaded in the N iy ot evices are
secure care unlt (SCU), Five residents resided in ing carried; if not immediato in-
the SCU at the time of the survey, The findings servicing and corrective actions will be
were: taken.
Qbservation on 1/24/11 &t 2:30 PM and af 4:45 C) The DON will educate the nursing
PM showed CNA #14 was the only staff member staff of the need for the Day Shift
o duly In the SGUJ. Further observation showed Supetvising Nurse, SCU CNA, and Noo
the GNA had no obvious way of obtaining ‘Nurse to carry these devices on their
pasistance, Interview with the: DON on 1’24’11 | person when on duty.
4:43 PM revealed the schedfuled staffing for the
8CU canslsted of ong GNA for ohe to six : .
residents. During tho interview, the DON stalod D) A B e ataacs
#at due to the potential safety Issues assoulated b P tainod to the SCU. Thi Ssistines
with ons staff person working alone In the SCU, can be obtained to the SCU. This monstor
the facilly used portable communication devices. will be completed monthly and reported
The DON stated the device enabled the CNA to quatterly at the PL Committee. The DON
promptly communicate-the nead for assistance, will be responsible for compliance. 3/14/11
Tha DON also stated the CNA ot duty In the SCU
and the charga nurse on duly in other areas of
the facility were required to carry the device at all
times. However, she stated she wag aware staff
did not consistently do this. Observation on
1/25/11 at 6 AM revealed neither tha CNA on duty
FORM CHMS-2807(02-59) Pravious Varsions Oboloto Evant ID: 030G11 Friily 10; WYDOM If conlinuation shosl Page 28 of 43
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In the SCU, nor the charge nurss on duty in the
other areas of the facliity, cartied the
communication device. ! E a5 | 325
: ; TION STATUS 3 o )
Fsgi g ﬁﬁLzE%(g ndﬁﬁ?&'g Al‘élil”'éer AT The facility will ensure that staff provide
appropriate interventions when assisting
Rased on 4 regident's gomprahgns]ua residents at meal time. This will be
assessment, the facility must ensure thata accomplished by:
resident ~
{1) Maintains acospteble paramstars of nutrltional A) The Day Shift Medication Nurse will
status, such as body weight and protein levels, observe CNAs as they assist res, #23 with
unleas the resident’s clinical condition meals. The nurse will observe that the
demonstratas that this Is not possible; and CNA verbally encourages the resident to
(2) Recalvas a therapoutic dist when thereis a eat and swaMlow, and offers him/her more
nutritional problem. or different food if s/he has not eaten
woll,
B} At least four times per month the
This REQUIREMENT Is not met a8 evidenced  Medication Nurso will randomly observe
1oy that CNAs are verbally encouraging other
Based on ebservation and medicat resond review, regidents who require assistance with
the facility failad to ensure staff provided eating, If the nurse notes that this this not
approptiate intervention during one meal A being done, in-servicing and cosrective
observation for 1 of 2 sample resldents (#23) with action will be taken.
significant welght loss, The findings were:
C) The DON will provide education to
According to the 8/24M0 admission MDS tho nursing staff and CNAS re appropriate
ausasament, fesident #23 was 6 feat 1 inches tall | intorvention when assisting residents at
and welghed 149 pounds: Review of the monthly meal fine
weights showed the resident started loaing a '
significant amount of weight in Novern ber 2010 .
and walghed 123 pounds in January 2011, m _A performance improvement fool wilt
According to the care plan, the resldent be implemented to ensure that residents
respanded better to directions and commands. are adequately assisted at meal time, This
Observation on 1/27/11 at 7:60 AM showed the will be completed monthly and reported
residont was eating breakfast very slowly. GNA quarterly to the PI Committee. The DON
%7 sat next to the rasident and would, at imes, will be responyible for compliance. 3M14/11
offar bites of foed, The reskient continued to eat
FORM CMS-2507(02-90) Previsus Veralons Obsalate Event [0 QAGG11 Facility (D VY0001 # continuation ghast Page 28 of 43
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with Infermittent asslstance untll 8:16 AM, At that
fime, the resldent pleked up & portlon of the
scrarnbled eggs and began fo roll the eggs
betweaen his/her fingers while continuing to make
chewing motions with his/har mouth, The CNA

| offered the resident a bite of eggs but the resldent
refusad. At 8117 AM the CNA friad to take the
resident's plate, but the resident refussd and kept
roiling the plece of egg In hisMer fingers while

| making chewing motions, The CNA spoke to
another staff member and sald, "[resident's

name) ls playing: with. [histher] food." Between
B:17 and 8,26 AM, staff tried three separate
times, and finally succoeded in taking the
resldent's plate, No one instructed the residant to
eat or swallow, rior offered himher more food. 7100
F 520 | 483,250 DRUG REGIMEN iS5 FREE FROM F 329

86« | UNNECESSARY DRUGS The facility will ensute that each

Each resldent's drug regimen must ba free from residont’s drug regimen will be free from

unnecessary drugs, An unnecessary drug is any pnecessary  drugs,  this - will  be

drug when used n excessive dosa (Including pecomplished by:

duplicate therapy}; or for excesslve durstion; or

without adequate monttoting; or without adequate A). The AHCC Pharmacist will conduct a

Indications for its use; or In the presence of RR on Rsdt, #10. The MRR will cover:

adverae consequenoas which Indicate the dose ). Bxcessive dose  b). Exocessive

shouid be reduced or discontinued; or any uration

combinations of the reasons above, 5).  Appropriate monitoring by nursing’
‘ nd physician’s notes.  d). Adequate

Based on @ comprehensive agsessmant of a indication for use &)  Adverse

. fegidﬁnl, the tfanllily must ;Ssutt;e gaat rasidents
- who have not used antipsychotic drugs are not ST
Ghon s g e npeyhols g B
therapy ls necessary to freat & specific conciifion X e the ntte o
as diagnosed and documented in the clinical be reported to the attending physician and
record; and residents who use antipsychotic DON,  Any irregularities will be acted
drugs recelve gradual dose reductions, and
behaviarat Interventions, unless olinically
| contralndicated, In an effort to discontinue these

ConSequences f). Need for gradual
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'ghla REGQUIREMENT I8 not mot as evidenced
B);sed on medical racord review and staff
Interviaw, the faclity failed to ensure the
medication regimen for 1 of 12 gample resldants
(#10) was free from unnecessary drugs. The
findings were;

Medical record review showed resident #40 had
been recelving one milllgram (mg) of Haldol evary
night slhce 10/19/09 for dementia with assoclated
behavioral symptoms. Further review showed the
resident had also been racelving one mg of
Xanax every night since 8/21/08 for anxiety, and
50 mg of Zoloft deily since 1/6/08 for depreseion.
According to the 2008 ta 2010 antipsychotic
medicafion guarterly evaluations, an unsuccessiul
gradual dosa reduction was attempted for the
Haldol in June 2009, but reductions of the other
medicationy had hot been attempted. During an
intorview on 1/28/11 at 816 AM, RN #4 stated a
yradual dose reduotion had not been attempted
during the.past year because the physiclan did
not want the medicafien changed. Review of the
medical record with RN #19 on 1/28/11 at § AM
falled to reveal a physlkslan's rationala and
staterent delineating the risks versus the
benefits of continuad usa of the medications at
thelr clrent dosages,
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drugs. the resdt #10 medical record.

B). AHCC Pharmacist will conduct a
MRE on all new admissions and monthly
thereafter. AHICC and DRC will conduct
a MRR monthly on all AHCC Rsdts vsing
QA indicators as a guideline to detect any
Irregularities. Al irregularitios will be
acted upen and recorded on the MRR
form in each radts medical record.

). AHCC Tharmacist and DRC will
review the F329 regulations and present
this information to the Physicians at
medical staff meeting.

D). Results of the MRR avcording to the
QA indicators will be reported the
Petformance Tmprovement Committee
Quarterly. The DRC will be responsible
for compliance. 3/14/11

F 371
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{ salt with the expiration date of 2007 was &lso

counter tops, opened and closad milk cartans,
 added liquids and stimed foods, moved pans and

{1) Progure food from sources approved or
conskiored satisfactory by Federal, State or local
suthorifies; and

(2) Store, prapars, distribute and satve food
under sanitary conditions

This REQUIREMENT I8 not mat ag evidenced

Based on obsarvation, staff interview, and review
of standards of practice for sanitary food
preparation, the fachlity falled to ensura dielary
staff-storad, served and prepared food In &
sanitary manner during 3 of 3 observations of the
dietary department. The findings were: '

1. Observation on 4/24/14 at 1:40 PM revealed an
opened case of Enswe nulrifional supplement
labsled with an expiration date of 1/1/11, At that
time, the certified dietary manager (CDM) stated
she did not know how many of the expired cars
had baeh Used because she had ot noliced the
expiration date, An openad botlle of geasoning

observed on the condiment shelf |ater that day at
1:50 PM.

2. The foliawing coricems were identifled while
abserving cook #21 prapare tha evening meal on
14251 from 2:16 PM unfll 3 PM:

a. The cook wore the.same gloves for
raultiple tasks ncluding the following: He touched

put foods in the warmer. He had direct glove {0
fuod conlact when, wearing the same gloves, he

It is the policy of this facllity to procure,
store, prepare, and serve food in a sanitary
manner,

A)  The Certified Dietary Mannger
(COM), on 1724111, reviewed the
expiration dates of the items in the dietary
department. Al outdated items found,
including the Ensure with the expiration
date of 1/1/11 and the seasoning salt with
| the expired date, have been discarded.

The CDM instructed and reviewed the
proper use of gloves and hand washing
techniques with employee #20 and #21 on
1/26/11.

The maintenance and dietary  staff
completed the cleaning of the range hood
and filtlers on 1/25/11, removing the
collected dust particles.

|B) The CDM will conduet random
observation of product storage including
reviewing of the expiration dates,
Monitoring will also be conducted and
recorded by nssigned staff on the staff’s
daily checklists to assure no outdated
iterns aro found.

The CDM will conduct random
observation on the preparation of meals,
addressing any observed concers as they
ase  seen to assure sanitary food
production.  Monitoring will also be
recorded twice daily by the cook in
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| Novamber 2010 to January 20111, Intetview with

{ PM revealed he had no explanation for why the

| gloves for many tasks. She repeatedly handled

- include the following:

used his fingars to remove a heef based
subslance from & large spoon to the pan of
aream beef cooking on the atove, He then
changad gloves, but did not wash his hands
between changes. With tha clean peir of gloves
he periodically ptaced his hands on his antsrior
thighs, moved closad contalners of foad from the
watmer, and combined the two pans of food
caaking on the stove,

b. Observation of the kitchen on 1/26/10 at
3 PM revealed dust particles on the range hood
and fiiters dirsctly above the stove. At that time,
the certified dietary manager {(GDM) eald the
maintenance depariment was responsible for
cleaning the range hood and filters every week,
Review of the-cleaning logs with the CDM
revaalad the filters had not been cleaned
aceording to the weekly cleaning schedule from

meinteriance staff parson #22 on 1/26M0 at 3:30 |
waekly cleaning had not been done.

3, Gbyervation of employee #20 as she served
food from the steam table on 1/26/11 from 12:30
PM tn 1:50 PM revealad sha wots the same

serving ulenslia, touched parts, and touched
counter tops, (n addition, her contaminated gloves
had direct contact with bread and parsisy when
she placed these items on individual plates,

According to chapter 3 of the 2008 FDA Food
Code, maasures to prevent food contamination

b. 3-304.16...."If used, single-use gloves shall
be used for only one task ..."
According to Food Code 2009, U.8, Publlic Health
Serviea, 2-301.14 When to Wash; Food

and hand washing are maintained.

The CDM will randomly monitor the
cleanliness of the kitchen including the
rangs hood and filters fo assure they
remain dust free, A work order will be
completed if additional cleaning above
the weekly level is needed.

C) To maintain the currently compliant
operation tnder the direction of the CDM
with input from the Registered Dietitian
(RD), all dietary staff will receive in-
service ftraining regarding state and
federal requirements on proper glove use
and hand washing techniques as well
proper product storage guidelines and
dates by 3/14/11.

The maintenance supervisor will sonduct

an. in-service on the fiming and proper
emoval of the range filters. The dietary
staff will be in-serviced on the actual
cleaning of the range hood and filters,
including the documentation on the
dishwasher checklist log by 3/14/11,

) The CDM will enforce and monitor
weekly the proper compliance through the
cod Bomne Ilness Prevention-Daily
Checklist ~ which  includes  the
documentation of proper glove use and
hand washing, the Daily Employes
Checklist which monitors for out of date
items, and the Dishwashers Chacklist
which includes the documentation of the

AMIE HOLT CARE CENTER BUFFALO, WY 82854
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F 371 | Gontinued From page 53 F 371 wood and filter clenning. These fosults
Employees shall clean thelr hands and exposed will be roported to the PI Committee on a

1 portione of thelr arms ... immediately bafcre
engaging in FOOD preparations including working
with exposed FOOD |, tlean Equipment and
UTENSILS, and unwrapped SINGLE SERVICE
and SINGLE-USE ARTICLES and;;; (E) After
handling solled EQUIPMENT of UTENSILS ,..(H)
Before donning gloves for working with FOOD,
and (1) Atter engaging in other activities that
contaminate the hands.

F 428 | 483.60(c) DRUG REGIMEN REVIEW., REPORT F 428|F 428
g5ab | IRREGULAR, ACT ON

quarterly basis, 314711

The facility will ensure a drug regimen is -

The drug regimen of each resident must be conducted monthly and on admission.
ravlewed at least ahce a month by a ficensed This will be accomplished by:
pharmauist,

A). The Phamacist will place his
admission review on rsdi. #24 and #36 in
the medical record. The Pharmacist will
{complete a drug review on Rsdt, #10 and
{report any irvegularities to the attending
{Physician and DON, Any irregularities

The pharmacist must raport any Irreguiarities to
the attending physician, and the director of
nursing, and these reports must be acted upon.

1will be acted upon,
This REQUIREKMENT Is not met as evidenced B). AHCC Pharmacist will conduct &
by: MRR on each new admission and
Based on medical racord review and ataff monthly thereafter. All residents in
| Interviaw, the facility falled to ensure monthly AHCC will have a monthly MRR

medication reghmen reviews (MRRs) were
appropriately completed for 8 of 12 sampla
rasidents (#10, #24, #36). The findings were:

conducted, using QA indicators as a
puideline to detect any ircegularities.
Evidence of these reviews will be in the

1, Medioal record review showed resident #10 medical record on the Chronological
had boen teceiving one milligram {mg) of Haldal Drug  Regimen ~ Review (CDRR).
avery night since 10/16/09 for dementia wilh Irregularitics will be reporled to the
assoclated behavioral symptoms., Furiher review attonding physician and DON and acled
showed the resident had also been receiving ong upon. All corrective actions will be

| myg of Xanax every night since 8/21/08 for
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F 428 | Continued From page 34 F 428 .
anxiety, and 80 mg of Zoloft dally sine 1/6/08 for recorded on tho CDRR. QA form in the
depression, Review of the 2010 - 2011 pharmacy residents medical record.
monthly MRRe showed the phaymacist falled to )
Identify and report the medications as C). AHCC Pharmacist and DRC will
krregulartios. This fallure was later confirmed review the F428 regulations and report to
during interview with the pharmacist on 1/268/11 ot the Physicians at the medical staff
1:40 PM. mecting,
2. Medical record review showed resident #36 D). Results of the MRR monitoring will
was admitted on 12/16/10 and received drugs .,3 reported Quarterly to the Perfmfmnw
that Included narcotics, antidepressants, Tmptovement Committee. The DRC will
antarthritics, and cardiac medications, Review of be responsible for compliance 3/
the pharmacists MRR for Decamber 2010 P plance. 14/11
shawed the statement, "Net entared into system.”
Interview with the pharmacist on 1/28/11 at 12:56
PM provided no svidencs he hed evaluated the
medicatione to determine possibla side effects,
Interactions, or adverse conseduences.
3, Asuording to the medicel record, resident #24
wage admitted on 12/20/10 and was on eleven
{ medications daily, Revlew of the MRR for
Decembor 2010 showed all the pharmacist wrote
was "Nead Diagnases for Celexa; simvastatin,
pantoprozole." There was no evidence the
pharmacist evaluated the resident'e medloations
fo determine possible Interactions and/or adverse
consequences with the combined medicatiang.
On 112811 at 12:56 PM the pharmacist stated he
had a computerized list of the raeldent's
medications, but confirmad the lack of evidence
that he had evaluated them,
F 441 | 483.66 INFECTION CONTROL, PREVENT F 441
55=E | SPREAD, LINENS
[F441
The facility must establish and maintaln an The facility will establish and maintain an
Infection Controt Pragram designed to provide a infection control program as evidenced
safe, sanitary and comfortabla environment and by:
to halp prevent the development and trangmilsslon
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F 441 | Continued Fram page 36 F 441( A) The infection controf nurse (ICN) will
of disease and infection. maintain accurate, complete and timely
_ ‘ infection control surveillance records. All
{ (a) Infection Conirol Program incomplets records will be completed
Tha fagility must sstablish an Infection Control with pathogen and the complete
Prograrm nder which - resolution information
(1) Investigates, sonfrols, and prevents Infections '
In the facllly ' The facility faited t hat the staf?
{2) Decldes what preoedures, such as isolation, @ lacility fatled to ensure that the sta
should be applied to an Individual resident and followed - appropriate infection  control
(3) Maintaing a record of Incldents and corrective practices for hand hygiene, medication
actlons related to Infoctions. administration and  personal  care
involving the following residents: #22,
{b) Preventing Spread of Infection #1, #47, #15, and #33. Refer to B&C to
{11) When the Infestion Control Program enisure that these inappropriate infection
determines that a resldent needa lsolation to control practices. do not reocour. Infetion
Prai\'(::.t rtlhﬁ! -Bplf;mdt of infection, the facllty must control surveillance will be randomly
solate the resident. n d to assure proper
{2) The facility must prohibit employees with a ;gng:xjet; 0 BSSUIS propar procedues are
cumrréllmlgtabla dls:east: or Irgecttgd sltin Ile.fe;Im:is ¢
from direct contact with residents or thelr food, . .
direct contact will transmit the disesss, improper carg tecliniques for dressing
(3) The facility must requlre staff to-wash their changes on residents # 3 and #36 were
hands after each direct resident contact for which vonducted. These resident’s wounds have
hand washing is indicated by accepted continued to improve with no adverse |
professional practica. outcomes. The infection control nurse will
observe dressing changes on #43 and #36
{c) Linens and correct any inappropriate techniques.
Personnel must handlle, store, procass and Glucometey equipment does have a |
trangport linens so as (o prevant the spread of procedure to clean and disinfect the case
Inteation, and unit in-between resident use and can
| e used for more than one resident, The
_ ICN will do surveiltance when the nlirse
is using the glucometer on resident #24
E:'s REQUIREMENT Is niot met as evidsnced makit.lg sure proper  infection control
Based ob observation, siaff interview, and review practices are followed.
of Infection cantrol survelllance records, the
faciity falled to malntain accurate and timely
Infection controt survelllance records for 2 of 8
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F 441 | Continued From paga 36 F 441 |Hand sanitizer containers were checked

sample months, The facility further falled to
ensure staff followed appropriate infection control
practioes for hand hyglens, medication
administration, and parsonal care. The tindings
ware:

As retatad to an incomplate survelllance program:

Review of the taciliy's survelllance records with
the infection control nurse revealed areas where
Information regarding known pathogens was
omitted and resolution Information was
incomplete. The nurse cenfirmed the lack of
Information at the tme of the review,

As related to lack of hand hyglene and medication
administration:

1. Before preparing madication for resident #22
onh 1/24/11, RN#8 completed hand hyglene. 8he
thah rubbed her neck and the side of her face
and stated she was not feeling well. Bhe reported
she was not nauseated but had not eaten all day
due 1o not feeling well, She further stated her
daughter vamited during the night, and she
produced an emesis bag for hergalf from her
pocket, Without using o hand sanitizer agaln, the
RN prepared. and adminlstered the resident's
medication at 5:34 PM.

2. 0n 4/24/11 RN %9 was observed preparing
medication for resident #1, The RN dropped the
cap from the ibuprofen bottie onto the floor,
picked it up, and, without cleaning it replaced It

thoroughly before being placed back on

throughout the facility and all out dated °
containers were destroyed,

Proper hand hygiene and glove nse will
be observed during infection control
surveillance on residents #20 and #2 and
corrective action will be takeh when
necessary. Facility motto “Floor is Bad”
will be enforced and any oxygen tubing
being taken off the floor for continued
resident use must bo disinfected

the resident.

B) Infection controi policy, procedures
and practices on hand washing, proper
glove use, disinfection of glucometer
machine between residents, medication
administration, feeding residents, dressing
changes, proper cleaning and disinfecting
personal care items that have been
contaminated before resident use, will be
reviewed with the AHCC staff. Infection
control surveillance will be conducted and
corrective  action faken on  any
inappropriate infection control practices.

Purchasing will monitor for outdated
products before delivering to the AHCC.

Physical therapy will make 8 video on
proper techniques for dressing changes
using the correct infection control

on the bottle. Without cleansing her hands, the practices.
RN continued to prepare the medications and, at
5:05 PM, administered them to the resident.
13, At 8:15 AM on 1/25/41 RN #9 spiled
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F 441 | Continued From page 37 F 444| C) Infection control Nurse will educate all

medications Tor resklent #47 onto the top of the

| medicafion cart, The RN was observed lo use hey
1 bare hands to scoop the medications inte a spoon

and put them back Into the container, The car
had not besn cleanad and the RN did not use a
hand sanitlzer prior to touching the medications.

| 4. While preparing medications for resident #15

 on 1/26/11, LPN #10 was cbserved to drop &
medication onto the top of the medication cart,
After denning gloves, the LPN scooped the
medicine up with a spoon ahd administered 1t to

| tha vesldent at 6:45 AM; the top of the cart had

not beon claaned,

8. On 1/26M1 al 813 AM nutrifion support
assistant #16 was observed while asaisting
resident #33 with braakfast. The aseistant would
rup het hands through her hair then pick up the

| varjous glasses of fluids and hold them white the

resident drank. She then played with het halr
again before using the same hand to manipulate
the silverware and foed the resident,

6. Observation on 1/27/11 at 3 PM showed two
separate cantalners of hand sanifizer had
expired, ong on October 2009 and one on March
'2010. On 1/28/11 observation at 815 AM
revealed another contalnet of hand sanitizer In
the spaolal care unit had expired In March 2010,
Intetviow with the DON on 1/28/11 at 10:20 AM
revoaled the facility did nof have a system for
monitoring the sanitizexs,

As rélated to Improper care techniques:
1. Observation of staff changing the dressing on

resident #43's surgical site on 1/26/11 from 7,26
Al to 7:55 AM revealed the following breech In

AHCC staff through videos, in-services, |
policies and procedures and surveillance
with corrective action on the proper .
infection control practices.

D) Infection control surveillance will be
conducted weekly and complied monthly
and reported to the PI committee. '
A rapid improvement project will be
implemented if surveillance falls below
90%. The ICN will be responsible for
{ compliance. 3/14/11
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obtalning blood to compieta the test. Tho LPN

[ glucometer daily with soap and water, the "APIC

1 glucometers if they must be shared between

Infection control; RN #4 removed the old drassing
and applled the new dressing and calclum
alginate treatment while wearing the same palr of
gloves, RN #1 ramoved, used, and replaced the
soissors In her pockat during the procedure while
wearing the same pair of gloves, Nelther of the
two nurses changed their gloves when they
reposiflonad the urinary drainage bag, and CNA
#17 repositioned it without weating gloves.

2. During a dressing change for reskiant #36 on
125811 at 9:26 AM, LPN #56 was obssrved to use
the same applicator to apply Xenaderm olntment
to three separale open wounds on the regident's
buttacks and cogeyx, During the same
observation, RN #4 used u pair of scigsors to cul
adressing to fit the pressure ulcer on the
residont's heel, However, sha falled toclean the
solssors either bafore or after using tham

3, On 1/26/11 at 4:15 PM LPN#10 was obsarved
while performing a blood sugar test for resklent
#24, The LPN placed the glucometer and the
oquipmant case on the resident's bed before

retumed the giucometer to the case without
cleaning It and then replaced the case in the
medicatiort room for future uge. Although the
manufacturer's Instructions spacifisd cleaning the

posiion paper: Safe Injaction, infusion, ahd
medlcation vial practices in health oare" Amarlcan
Journal of Infection Gantrol, Association for
Professlonals 1n Infaction Control and
Epidemiolagy (APIC), Aprll 2010, provides the
following information related to blood glucose
monltoring devices: "Asslgn a glucometar to each
Individual patient if possitle. Ciean and disinfect
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multiple patients, According tu the Genters for BS54
Medicare and Medlcald Services Survey & . . .
Cartification letter Ref: SC; 10-26-NH defiviant The facility will ensure that clinioa
practice Ivinfection control exists when facllities tecords are complete and accurate foﬁ
used "a blood glicose meter (or other .|each yesident, This will be accomplished
polnt-gtf-c'gra devica) Lorln}u;-a thaln of?a resident by:
without cleaning and dialnfecting It after use,”
Furtiver review showed "(f the manufacturer does ) Refer to F280 POC regarding
not specify steps for cleaning and disinfaction incomplete care plans for resident: | .
betwasn uses of a polnt-of-care devics, then the 1 regarding cognitive loss and mood
| devica. generally slr'wuld not be uged for more bohavior problems
| than ore resident, 2 tegarding dajly ambulation
5 4, Observation oh 42611 ot 8:35 AM showed a 10 regarding specific toileting
: mat placad on the fioor beside the bed for assistance fechniques
i resident #20. CNA #13 entered the room, donned 27 regarding ambulation
' gloves, m?t Pi‘?kgfd up thet,matd Smrﬁdled Ithet 30 regarding us of walker
top and battom of the mat, and p agains :
the wall, The CNA then changed the resident‘s 36 “’;deg °°m3l’lreh°n"’i"e oate,
disposable brief and petfarmed Incontinence regarding pressure uleers
care, handiing the wipes with the same gloves 37 regarding eye care
that were In contact with the dirly floor mat. 43 regarding vecent surgery and
” - .
&, Observation on 4/26/11 at 6:14 AM showed zllg’n{i;’g s catheter tubing
ONA#14 plcked up resident #2's axygen cannula Hay down transters
feom the floor and lald it aside, After the esident 23,24 and 29 will also have
completion of care, the CNA placed the cannula plans reviewed and revised ny
on the resident without cleaning It ceded.
F 514 | 483,75({1) RES F B4l o .
ook | REGORDS-COMPLETE/ACCURATE/ACCESSIB fer to F281 POC rogarding
LE incomplete assessments for resident;
: 23 related to neurological checks,
: The facllity must malntaln clinical records on each Refer to F309 POC regarding lack of
; resident in accordance with accepted professlonal ain monitorine for regident
| atundards and praclices that ere complete; pa g 1011 ,
- accuraiely dooumented; readlly accessible; and 2 related to effoctiveness of pain
systemafically organized, inferventions
'Th'e elinfcal rocord must contain sufficlent
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F 520
88uF

information to ddentify the resident; a recard of the
resldent's assessments; the plan of care and
services provided; the results of any
presdmission scresning conducted by the State;

and progress notes,

| This REQUIREMENT |8 hot met &s evidenced

by:

Based. on medical record review and staff
Interview, the facility falled to ensure records were
complele and accurate for 11 of 11 sample
residants (1, #2, #10, #29, %24, 427, #29, #30,
38, #37, #43), The findings were:

Medioal record roview revealed, and staff
inferviaws confirned, the following records were
incamplate and/or inaccurate;

Refar to F280 for detalls related to incomplate
cate plans for rasidents #1, #2, #10, #23, #24,
27, 428, #30, #38, #37, and #43.

Refer to F281 related to incomplete
ugsessments for resident #23,

Refar to F309 for informafion ralated to lack

' of palh monitoring for resident #2,

Refer to F314 For detalls related to intomplete
documantation of pressure.uloers for residents #1
and #38,

Rofer to F318 for Information related to lack

of restorative documentation for residants #10,
W23, 120, #36, #37, and #43.

453.75&0)(1} QlAA
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facllity must maintain & qualiy sssessment and

F5200) A performance improvement tool

Refer to F314 POC regarding
incomplete documentation of pressure
ulcers for resident:
1 related to weekly skin assessment
36 related to PUSH Tool and
pictures
Refer to F318 POC regarding lack of,
restorative documentation for resident:
2 and 37 related to monitoring that |
appropriate number of sessions are

completed
23, 29 and 36 related to writien
exercise programs

43 related to updated restorative
program

B and C) The above POCs will also
laddress other residents potentially
affected and measores to ensure the
deficient practices do not recur,

The DON will audit 4 charts monthly
or complete documentation in these
as.

will be implemented to ensure clinical
tecords are complete and accurate,
is tool will be completed monthly
d reported quarterly to the PI

"‘%%’;

assurance committee conslsiing of the director of onmmittee. 314111 | & _
nursing services; a physician designated by the 0\ H} ]
PORM CMS-2687(02-003 Previous Vorsloda Dbolste Evant [D:@3Ga11 Fapility [0; WY0001 If continuzton shost Page 41 of 43
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faolilty; and gt loast 3 other membars of the
facllity's stafi

The quality assesament and assurancs
commitiea maets at least quarterly to [dentify

and assurance activities are necessary; and
develaps and implahtonts appropriats plans of
action to correct Identfled quality deficienvies,

A Btate or tho Secratary may not requlte
diselosure of the records of such cammiltee
oxcept insofar as such disclosure Is related to the
compliance of such commities with the
requirements of this sactlon,

Good falth sltempls by the committee to identify
and correct quallty defiolencles will not be used es
4 basis for sandtions,

This REQUIREMENT ls not met as evidencad
by:

Based on review of the Perfommance
Irapravement (Pl) program, review of mitutes
from the Pl mestings, and staff intetview, the
facliity felled to ensura the Pl committee met -
quarterly. The facliily elso failed to identify quality
of oara issuea and gevelop and Implement actlon
plans fo resolve those concerns, The findings
were:

Review of the Pt maefing minutes showed the
committee did not have the scheduled quarterly
meeting In October 2010. Intarview with the
administrator on 1/28/11 at 8:55 AM conflrmed
the quarterly meetihg was cancelled. Review of
tha Pl program showed the facllity was tracking
several Indlcators, but no actlon plans wera

[esies with respeot to wihilch quality assessment |

F 62015520 (A, B, C) Refer to the POC. for
the foltowing deficiencies, Specifics
for D:

RI09 telated fo the lack  of
implementation of the bowel program and
lzck of appropriate pain monitoring

D) A performance improvement tool willl
be implemented to ensure that the facility
bowel program is followed and pain
monitoring is adequate. This monitor will
be completed monthly and reported
uarterly to the PI Committee, The DON:
ill be responsible for compliance, -

312 related to inappropriate incontinence
@

) A performance improvement tool will
e implemented to ensure that appropriate
jocontinence  care is provided.  This
monitor will be completed monthly and
reported quarterly to the PI Committee.
he DRC will be responsible for
pompliance,

114 related to pressore ulcers

D) A petformence improvemont tool will

be implemented to ensure that residents
ith pressure ulcers rereive the necessary

services, This monitor will be completed
onthly aad reported quarterly to the PI
ommittee, The DRC will be responsible

‘or compliance.
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Identified. During tha aforementioned interview, \ ey )
the administrator stated the facillty had not [F315 related to inappropriate indwelling
Instituted any “rapld Improvement projects” dusing urinary catheter care
tha pest year, These projects were defined as the D) A performance improvement tool will
action plans developad, inltiated, and monttorad be implemented to ensure indwelling
1when concams were identified, prinary  catheters are  appropriately
ipulated.  This monitor will be
Fallure to identlfy quality of care deficlenclas prior pranipu
, { to the survey wgélld er%ﬁed as followe: P pommpleted month.ly and reported qual_'terly
i a. Refer to F300 for detals related (o lack of o the PI Committee. The DRC will be
: implernentation of the bowel program and laok of sponsible for compliznce,
| approprizie pain monitoring.
; b, Rem F342 for information relsted to 318 related to the restorative program
inappropriate Incontinence cere, ) PT will implement & tool to ensure
pres%urr?ftﬁ;;owﬁm for detalls refated to at residents with limited renge of|
d. Refer to F315 for datallad information °ti.°“ receiv:e agproprlate treatment and
relatadi to Inappropiiate indwelling urinary cathetor ervices. This will be reported quarterly
care, to the PI Committee. The Supervising PT
e, Refor to F218 for informalion related to the ill be responsible for compliance.
restorative program.
f, Refier to F323 for dedaila rlatt_ad to nafely 323 related to safety concerns in the
converms in the secure unit, A deficlency citation eoial Care Unit
uhder this vatagory was written during sach of the o : , _ _
st four sUrveys. } A porformance improvement to.ol will
g. Refer to F326 for information related to e implemented to ensure that assistance
nutriion concems. an be obtained 1o the SCU. This monitor
h. Refer to F329 for information related to ill be completed monthly and reported)
lack of appropriate evaluations of medloations. varterly at the PI Comumittee, The DON
Other deficloncles o{f significant conc:r!;lzlng;uded ill ba responsible for compliance.
two In quality of life {refer to F241 and F258), one » .
: in dietary services (refer fo Fa71, also clted 25 refated to nulrition conoexns _
’ during three of the jast four surveys), and ) A performance improvement tool will
! {nfzofion control (refer to F441). he implemented to ensure that residents
| hre adequately assisted at meal time. This
i ill be completed monthly and reported
: uarterly to the PI Committes, The DON
‘ ill be responsible for compliance,
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F320 related to lack of appropriat
evatuations of medications

D) Results. of the MRR according to th
QA indicators will be reported
Performance Improvement Committe
Quarterly, The DRC will be regponsibl
for compliance.

F241 related to quality of life

D) A performance improvement tool wil
be implemented to ensure that residenty
dine in an atmosphere that enhances theis
dining experience. This ool will be
completed monthly and reported quarterly
to the PI Committee. The DON will be
responsible for compliance.

T258 related to quality of life

D) A performance improvement tool will
be implemented to ensure  thal
comfortable sound levels are maintained
This monitor will be completed monithly
and reported quarterly io the )
1¢Committes. The DON will be responsibl

for compliance.
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F 620

F
620 F371 related to dietary services

D) The CDM will enforce and monito
weekly the proper compliance through th
Food Borne Ilness Provention-Dail
; Checklist  which  includes  th

" documentation of proper glove use an
hand washing, the Daily Employe
Checklist which monitors for out of dat
items, and the Dishwashers Checklis
which includes the documentation of
hood and filter cleaning. These result
wilt ba reported to the PI Committee on a
quarterly basis.

F441 related to infestion conitol

D) Infection conirol surveillance will b
conducted weekly and complied month
ad reported to the PI Commitice,
rapid improvement projest will be
implemented if surveillance falls below
00%, The ICN will be regponsible for )
compliance. ' 3/1411
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