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restdent reached Yor the aliverwara, hutwae
unable to grasp It ta eat indapandantly, When
asked an 11717/09 at 11:05 AM, tha resjdent
plated It could taks up to thiry minutes before
meal agslatanca was provided,

d, CNA W2 was helping the three residents
)

——

voluntaers, and students (25 total) was
complated Decembar 28 & 30, Instructor
%5 the RN responsible for Staff
Development & infection Control, The
additlonal staff wilt enhance dinlrig room,

WHEATLAND, WY 62201
010 ' BUMMARY STATEMENT OF DARQIENCIED D PROVIDER'S PLAN GP CORATCTION s}
BREFIY (EAGH DEFICIENCY MUST AR PREGEADED BY FUILL co TIV 1 ¢o
e REQULATORY OR LEC IDENTIFYING INFORMATION) P?‘EQK cég:‘s?sljner-'ggga?clag ':'\g T‘rlmgl mn%lilunﬁrﬁ Mﬁi\lﬂlw
. \ REFICIENEY)
:g:'; 489.15(a) DIGNITY F241] this pian of correction is submitted os
The facllly must promote care for residents In a requited under Stateand Federal law, This
meannar and In an environiment thal mainlaing or plan doas nat congtitute admission of
enhanees each realdants dignlty and respactin - liability on the part of the faclilty and such
full recognition of hls or her individualliy, Hability s hereby specificully denled. The
' submission of thiz plan doss not congtitute
This REQUIREMENT is not met. os avidenaod agreement by the facllfty that the
gy: d 6 " . surveyors' findings er concluslaps are
ased on observation, staff and residan that the findl tlt
Imarview, the facllity falled ta promote dignity for 3 ‘ :u;u:ate, : ;h:_" ||1n o o u: ﬂl iy
of B semple reskdants (#14, #15, #18) wha elIcIency, or that the scone ar severity
roquirad assistahea duding dining, The findings regarding af the deficlencles cited are
were: correctly appiled.
1. Obwarvation In the tmalh dining reom on
11/16/08 showad the evening meal was seived at’ '
5168 PM, The following cancerns were noted with 241
aualetence provided at one table for thras
residents; i
' 1f
a. Resident #14 wae In the dinlng room when Al fta willhe educated on Impottanca of
| the meal was served; however, no asslstanca residents arrving to dining ronm and x2/5/09
was provided until 8:29 PM, thiy-one minutes assisted with meal when meal arrives,
aftar the meal arrived, .
b, Resident #15 was sealed at the dining . Rosidonts 24, $15, and ifl6 and other _
Lo?]r!nat%g% :Jnhe? i:.wed. I{autwa;s rtg.t aszlsted resldents needing assistance will be assisted | 12/9/08
nth G . elghteon minules later, ) .
¢. Tho covared meal for residant #19 was with mels when mal anfves in dining
piaced on the table at 6:68 PM, but tha reeldent - room.
waB not brought Inta the dining raom until 6:06
PM; meal aselstanca was not provided unlil 6:16 Wyoming stata-approved Nutrition Support
PM, Gerlifiad nuralng aseletant (GNA) #2 loft the Asslsiant Prograst vo traln ancillary staff, 12/30/08
table at8:24 PM for two minutos, At 6:25 PM the
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CARE PLANS

The resident has the right, unless adiudged
incompatent ar otherwise found to be
incapacitated under the taws of the State, to
participate in planning care and treatment or

{X4) iD SUMMARY STATEMENT OF DEFIGIENGIES o FROVIDER'S PLAN OF SORRECTION X5)
PREFX {EACH DEFICIENCY MUST BE PREQEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
BREFICIENCY)
F 241 | Continued From page 1 F 241 F241, contlnued
during the mesl, but she kept jumping up and )
keaving for two ta three minutes at a time. The staffing to support nursing. Resldents will
CNA was making sandwiches or assisting other arrive oh time and be assisted upon meal
CNAg, but each of the residents had to wait for . ble
her return before receiving further assistance. tray arrivai to the table.
DON or designee will monitor meal times 0
2. Observation of the breakfast meal on 11/17/09 assure residents are belng assisted it meal‘s 12/30/08}
at 817 AM revealed resident #15,]}"/35 brought in a timely manner. DON or designee wiil
into the dining room at 8:30 AM. The resident was meal time
placed at the table whara his/her meal was monitor 3 meals]\.NEEk v iE - hieved !
walting; the food was covered with an insulated for 1 month, and if compliance acl
cover. The resident, who was totally dependant then monitar 3 meals/month (1 each meal
on staff for eating walted until 8:57 AM, time.) \f compliance not achieved, the
twenty-seven minutes, for assistance to eat monitoring of 3 meals/weak will continue
his/her meal. Interview with the rezident on . hleved
11/18/09 at 10:46 AM revealed sthe did not like until compliance achleved,
' waiting for so long for assistance because the ,
! food would get cold and need to be re-heated. DON will report to QA team monthly for 3 1/15/10
' The resident stated it happened "quite frequantly, months, then quarterly.
many timays a week." Interview with CNA #1 on
11M8/09 at 8:568 AM revealad that in the main Responsible Party: DON
dining room, there were eight residents that
neaded staff assistance to aat, At that time the
other aide was still helping residents in thelr
rooms.
3. During an Interview on 11/18/09 at 10:55 AM,
the resident care director (RCD) stated she was
unaware of the delayed assistance residents
were racgiving during meals.
F 2B0 | 483.20(d)(3), 483.10(k)(2) COMPREHENSIVE F 280
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(41D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORREGTION X5)
PREFIX {EACH DEFICIENCY MUST BE PAECEDED BY FULL PREFIX (EACH GORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFIZIENGY)
F 280 | Continued From page 2 F 280
changes in care and treatment. F 280
A hensl 0l  be daveloped Care plans for residents #3, #8, #12, #19, 12/9/09
comprehensive carg plan must be develope
within 7 days aiter the completion of the anc,’ 21 r:ave been updated to match the
comprehensive assessment; prepared by an residents’ current status,
Interdisciplinary t@am, that includes the attending )
physician, & registered nurse with responsibillty All care plans will be reviewed and updated
for the resident, and other appropriate staff in ta reflect residents’ current status, C.N.A, | W15/10
disciplines as determined by the resident's neads, dhily warkshaets and C.N.A. documentation
and, to the extent practicable, the participation of ‘ .
the resident, the resident's family or the resident's will be updated to be congruent with care
legal representative; and perlodizally reviewed plan,
and revised by a team of qualified persons after Changes in care plans are now being
each assessment. recorded on audio cassette. All nursing staff | 1/22/10
is required to listen to the tape upon
reporting for duty and initial the sign-In
. . sheet stating thay have listened 1o the tape
g‘;}s' REQUIREMENT is not met as evidenced prior {o participating in resident care, The
Based on observation, medical record review, Charge Nurse is responsible for ensuring
and staff and resident interviews, the faciity failed this is done, Staff meeting on 12/22/09
to revise care plans to reflect the eurrent status of communicated this information to the staff,
4 of 9 sample residents (#3, #8, #19, #21) and 1
non-sample resident (#12). The findings were: After all care plans are updated, each care
plan will be reviewed during the quarterly
1, Review of the ourrent care plan for resident care plan schedule to Include annual re= | ¥/+5/10
#19, last ravizsed on 11/4/08, revealed

inconsistencles in several areas or interventions
whigh did not match the resident's current status.
a. Obgervation during the Inltial tour on
11/16/08 at 10; 10 AM showed gignage on the
doer that indicated precautions that staff and
visitors should observe to prevent transmission of
infections; & cart contalning supplies was located
outside the resident's door, Staff later identified
the resident as having methicllin-resistant
Staphylococcus aureus (MRSA) in wounds in
histher legs. Review of the 10/29/09 physisian's

views with random manthly chart reviews.
All initial cars plans, thase care plans up for
quarterly review and those with significant
change In resident’s condition will be
communleated o staff via the care plan
audia tape as described above.
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for open leg wound" had been ordered since
7114108, However, this information was not
included in the resldent's care plan or in the daily
information sheet usad by staff,

b. Tha activitles of daily living {ADL) plan
documented the right half side rail was for
security as the resident could use his/her laft
hand to hold onte the rail for positionlng. The
intervention documented that staff were to ralee
the right half rall. However, the intervention for fall
prevention was to raise the left half side rail for
sacurity,

¢. The prassure ulcer care plan indicated the
resident stil had a PICC ling (infravenous line left
In place for a pericd of ime) which required
flushing. Observation showed the resident did not
currently hava a PICC ling, and review of the
physician's orders showed tha line had been
discontinued several months prior.

d. The plan for Incontinence failed to identify
the manner in which the resident was assisted
with use of the bedpan. Observation on 11/16/p9
at 3:30 PM showed the resident was raised in a
sling, then left hanging from the sling while
urinating in the bedpan, On 11/17/09 at 11:08 AM
the resident stated this was the easiest way for
him/her ta use the bedpan, This same plan also
showed the resident was t2 be toileted upon
arieing, before and after meals, and at bedtime,
but the daily information given to staff at the start
of @ach shift showed the resident was able to tall
staff when s/he heeded to winate and that staft
were to offar to toillet the resident after hreakfast.

€. The plan for mood identified the resident
"anjoys helping with sewing.” The activity care
plan had "enjoys sewing" crossed out.

) D SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF GORREGTION 5
RREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GOMRLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 280 | Continued From page 3 F 280 '
arders showed "contact & drainage precautions F 280, continued

Compliance will be monitored by

designee throughout the followlng week.
Reports will be submitted to QA Committes
for review, Failure to comply will be
addressed through disciplinary process as

appropriate.

DON or 1/15/10
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2, Review of the 9/22/09 care plan for resldent
#21 revealed the following inconsistencies or
interventjons that did not reflect the resident's
current status;

a, Although it was dooumented on the
incontinence care plan that the resldent had
polyuria, ne imes for iolleting the resident had
been identified. Observations on 11/16/09 at 1:25
PM and at 4:50 PM ravealed the resident's
incontinence pad was saturated when changed,
and the resident's clothing was wet at 4:50 M,

b, The plan for cardiae ¢are showed the
resident was on & 2 gram sodium dlet as well as a
ragular diet.

¢. The care plan for continence indicated the
resident was contineht of bowel, Observation on
11/16/00 at 1:25 PM showed the resident was
inconfinent of bowel. During the obsarvation,
certified nursing assistant (CNA) #1 stated the
resicdent frequently had smears of feces on
him/herself or on the Incontinence pad,

3. Review of the 10/28/09 updated care plan
related to continence for resident #3 showed the
resident was frequently incontinent of bladder,
was aware of the urge fo urinate and responcdecd
wall to prompted voiding. Intetventions included
establishing a veiding pattern and toilet right
before lunch. Observations on 11/16/09 revealad
the rasident went far a 3 hour and 48 minute
period of fime aiter lunch without baing toileted,
and s/he was Incontinent. Refer to F315 for
additional details. Interview with the unit secretary
on 11/17/09 at 11:55 AM revealed a volding

pattern was not found, if was used only as a work |

sheet,

4. Refer to F315 for information regarding the

{%4) 1D BUMMARY STATEMENT OF DEFIGIENGIES D FROVIDER'S PLAN OF GORREGTION {5}
PREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX {EAGH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATICN) TAG CROSE-REFERENGER T THE ARPROFRIATE DATE
DEFICIENCY)
F 280 | Continued From page 4 F 280
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TAG REGULATORY CR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE Ll
DEFICIENGY)
F 280 | Continued From page 5 F 280
facility's failure to develop a care plan for resident F 281
#8 that addressed his/her assessed need for - .
restaring as much bladder function as possible, Medication orders for residents 49 and #12 | 451940
Refer fo F318 for information related to the have been clarified a5 1o time to be given,
Tacility's failure in praviding restorative servicas
for resident. Staff will be aducated to clarify any
F 281 | 483.20(k}(3)() COMPREHENSIVE CARE PLANS F 281| Physiclan orders that are questionable, 1/7/10
BE=E _ Training was held on 12/8/09 via written
The services P{ ovided ?r 3""3”9;*5 E;V tht’ailfr'ic”ity procedure given to nurses, Competency
must meet professional standards of quality, checks began 12/8/08 and will be
completed by 1/7/10 per working schadule.
This REQUIREMENT is not met as evidenced Competency checks will be dane monthly
g!gsed bservation. madical record seview on each nurse to ensure the 5 rights are
on observation, r ecord review, -
and staff Interview, the facility falled to assure met. This includes the 3 safety checks for
staff maintained professional standards of adminlstration of meds.
practice related to medication administration. Competancy checks will be done durin
Orders ware ot clarified for 2 of 7 residents (#0, PR M
#12) observed during the medication passes and med pass times. Any Incorrect procadures
labels were not compared with physician orders will ba corrected at this time.
for all 7 residents (1, #4, #9, #12, $13, #20, #24) ; . :
includad in the medication passes. The findings DOW, or designee with verified competency 15710
were: by DON, will conduct competepeies. Once
competencies are achieved, audits will ba
1. Al.".:cord}ﬂlg to the. 2004 Slxth Edltiop qlf “Cliniclal conducted randomly, with each med nurse
Nursing Skills Basic to Advan'?ed Skills" by Smith, evaluated each quarter. Fajlure to achieve
Duell, and Martin, If an order "is questionable far d raintai t il it
any reasan, the physician must be notified for And maintain compatency will resuit In
clarification.” Failure to follow this standard of remaval from medication admin duty.
practice was Idantified in the following Instances: Competency review audits and med error 18/20
registered nurse (RN} #2 prepared and med nurse and the overal} rate reviewed by
administere_q {buprofan at 5:4? I‘-‘!Vl for residant QA team monthly. Medical Director and
#9, Reconciliation .Of thf"\ medication pass with the Pharmacist will review med error rates at
most recent recapituiation of orders showed the |
physician specifically ordered the medication at QA meetings quarterly.
biedtime. Raview of the medical record falled to
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time.,

b. On 1117/08 RN #2 was observed to
prapara and adminlster ¢alsium and a
muitivitamin at 830 AM far rasident 12,
Reconciliation of the medications with the
physician's orders showad both medications were
specifically ordered to be administerad at noon.
Furiher review of the medical recard failed to
reveal clarification of the adminisiration t'mes.

o, On 11/19/09 at 8:05 AM, the resident care
director stated the orders should have been
clarified; she confirmed thay were not.

2. Observation of medication passes for 7
residents (41, ¥4, ¥, #12, #13, #20, #24) showed
staff pulled out color coded medication cassettes
and administered the medications aceording to
the time the color indicated. They failed to
compara aach medleatlon label with the
medication administration record (MAR) three
separate timas. During observallon of the
medication pass on 11/17/08 from 7:26 AM to
8435 AM, licensed practical nurse (LPN) #2 stated
she did not routinely consult the MAR when
administering medications because she
administered the same medieations fo the same
residents every day and automatically knew what
to administer. Raview of the 2004 Sixth Editlon of .
"Clinical Nursing Skills Basic to Advanced Skills"
by Smith, Duell, and Martin revealed that the firs!
of the safety rules for medication administration
was "compare drug container label to the
medization sheet (MAR) threa times." The
reference defined those times as "When
retrleving the medication from storage area.
When preparing the medication, When raturning
the medication to storage area.”

OA committes will evaluate patterns in
errors, investigate for root cause of errors,
and make any necessary changes In policy.

%) I SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION x5
PREFIX (BAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFI% {EAGH GORREGTIVE AGTION SHOULD BE- COMPLETION
TAG REGULATORY U LSC IDENTIRYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE DATE
DEFICIENCY)
F 281 Continued From page 6 F 281
show evidence staff clarified the administration F 281, continued
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es=¢ | PLANS F 282
The services provided or arranged by the facility A, Care plan for resident #27 has been
must be provided by yualified persens in updated. ‘The resident will be toileted and
;cg:rdance with each resident's written plan of batfed according to care plan.
Resident #28 wlll be toileted acearding to
This REQUIREMENT Is not met as evidenced care plan, Charge nurse on duty will
by: monitor toilating Is being done as directed
Based oh obsatvation, staff Interview, and review In plan of care.
of medical ;EC:OI‘(‘IQ, the faciility fallied to(assure
cara plans for 4 of @ sampla residents (#8, #19, idant #3 will cta ,
#21, #28) were followed s developed. The Resiclent #3 will be offered assistance at-al
findings were; meals at frequent intervals. CNA will
1. Review of the care plan showed resident 121 monitor resident’s progress during dining
was to n_ecehfe a shower twlea a waek, Emd. qnder and assist as necessary. Resident will be
the continence plan, staff wers to offar “specisi informed of food pesition on plate using a
occupational therapy (OT) exercises as neadad, thod th ident will und g
"Staff were also to "encourage complete biadder mMEthod the resident wiil understand, e.g.,
emplying by uaing Greda maneuver." Fallure to top, left, right, hottom.
follow the care plan was identified in the following
ingtances; Resident #19 will be tolleted according to
a. Review of the 2009 CNA daily care plan,
documentation sheets showed the residant did
not receive a bath from Septamber 5th through B. All staff will be informed of any changes 112/22/00
the 14th (a 10 day period), from Cctober 2nd in plan of care as changes occur vi‘; audio
thraugh the Bth (& days), and from Qctober 22nd )
through the 26th (5 days), The documentation cassette communication.
provided no evidence the resident refused a bath,
but there was a star on September 8th, Qn C. CNA Documaentation Sheets and Daily
11/19/09 at 2:10 PM, CNA #4 stated a star Waorksheets will be updated as changes  |[1/25/10
indicated the bath was not done, oecur by the care plan team
b. Observation on 11/16/09 at 4:50 PM oV the care p '
showed the resident used the bedside commode,
However, OT exetcises weare not offered and the
resldent was not encouraged o perform the
Crede maneuver, On 11/19/09 at 8:60 AM CNA
#3 stated she had no [dea what "speclal OT
FORM CMS-2667(02-09) Fraviaue Varsions Obstlbla

Evant ID: 727211
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them {5 the resident.

2. Raview of the care plan, updatad on 10/28/09
for resident #28 showed s/he wag incontinent of
urine. According to this update, the resident
would be checked for incontinence every two
hours around the olock, Observation on 11/16/08
frorm 1:40 PM to 4:28 PM showad the resident
was not checked as planned. At 1:40 PV the
resident was chacked and the incontinence brief
changed by CNA#1 when she Iaid him/Mer down,
At 4:28 PM, 2 hours and 48 minutes later, the
resident was gotten up by CNA#1 whoinan
Interview at 5:40 PM, revealed the resident was
wet whan she checked at 4:28 PM, Referto F
315 additiona! detalls,

3. Review of the care plan dated 10/29/09 for
resident #3 showed staff were to offer assistance
for the resldent. The care plan also showed the
resident had poor vision and needed adaptive
equipment at meals, {nterventions listad were to
assist at mealtime, use a red plate, and destribe
the placement of the food iferns on the plate by
the clock, Observation on 11/16/09 from 6:10 PM
to 6:30 PM showed the residant was served
hisfher meal, The meal was served on a yellow
plate, and there was no adaptive equipment
provided, There was an aide assisting two other
residents at the same table, and only one time
during the observation did she check to see if the
regident was in need of agsistance.

4. During an Interview on 11/18/09 at 1:55 PM,
rasidant #19 stated s/he was last tolleted at 10:50
AM that morning, According to the continence
care plan last revised on 11/4/08, the resident
was to be toileted upon arising, before and after
meals, and at badtime, Observation showed the

PREFIX (EACH DEFRICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREDTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 282 | Continued From page & F 282
exercises” entailad and she had never offered F 282, continued

D, CNA "Dacumentation Sheet” will he
monitored {using audit tool) monthly untll
competencies achieved, then oncefquarter
1o ensure ongoing compliance. Any fallure
to follow policy will be addressed on an
individual basls by adminlsteation. General
Resldent satlsfactlon with ADL's will be
addressed In resident councll (after
approval obtained from the councll) and
during Social Services rounds with gach
resident to assure negds are conslstently
being met. Social Services and/or Activities
Director will repert to the QA Committes
monthly.

Residents unable to communicate will be
assessed by the care pian team durlng care
plan meetings with the family,

Infarmation will be communicated to the
care plan team to revise the plan of cara If
needed and recorded in Soclal Service's
notes and Residént Coungil minutes (if
permission to add to minutes 15 first
approved by the resident council.) 1/15/10

FORM CMS-2567(02-08) Pravlous Varalons Obsolels
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resident was not tolleted again that day until 3:30 F312
PM. Further observation revealed the resident
was not tolieted prior to the evening meal at 6 Related tw Incontinence Care:
PM. On 11/18/09 &t 1:20 PM certified nursing
23?{!2'§N (GNA) #3 statad the care plans were Resident #21 will be tolleted according to 15/
- i ; 1115/20
F 312 | 483.25(a)(3) ACTIVITIES OF DAILY LIVING F 32| Planofcareand any necessary incontinence
S8=F care will be provided actording to fadllity
A resident who | uhabie o carry out activities of policy.
daily Ii\.:ing receives'f .the NMecessary services to
maintain good nutrition, groaming, and personal Staff will be edueated and re-competencied
and oral hygiene. on peri-care and Importance of following 1115710
the peri-tare policy as trained, DON or
designee will assure 100% of staff providing
Thls REQUIREMENT Is not met as evidenced resident, carg will be educated and
by: competencied an peri-care using audit tool
Related to incontinence oare: for one month, DON or designee will
Based on chservation and staff interview the conduct random peri-care competency
facility failed to assure staff provided appropriate checks an at least 3 staff members each
perineal (incontinence) care for 1 of 8 incontinant month,
residents (#21) who required staff assistange for
completion of perineal care. The findings were: Responsible Person: DON or designee
Observation on 11/16/09 at 4:50 PM showed . .
resident #21 was incontinent of urine. While DON or designae will report to the QA 1/15/10

providing perineal care, certified nursing assistant
(CNA) #1 cleansed the resident's bultocks and
then used the same area of the wipe to clsanse
the perinenl area. Interview with the CNA at 5 PM
that day revealed she was not taught to provida
perineal care in that manner, She stated she “just
forgat” to use a clean area of the wipe to cleanse
the petineal area. Review of the 9th Editjion of
"Nursing Assistant A Nursing Process Approach”
by Hegner, Acello, and Caldwell showed "Always
wipe fram clean to dirty with & single wipg, then
turn or discard the cloth."

Committea monthly.
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Related to lack of bathing:
Related to Bathing!
Based on confidential resident interviews, review Resldents 43, #21, & #28 will receive baths
of medical records, and interviaws with staff, the according to plan of care. If resident
facility failed to assure 3 of 9 sample residents & foplan - rresiden
@3, #21, #28) recelved baths as planned, These refuses bath it will b¢ documented as a
three residents required extensive or total staff refusal and resident will be asked again at a
assistance with bathing. The findings were: later time. 1/18/10
1. Review of the 7/2/09 significant change and An additional CNA wil
9/24/09 quarterly Minimum Data Set (MDS) h additianal CNA will be added to tha day
assessments showed resident #21 required shift a5 & designated bath alde 5 days/week.
extensive assistance from staff with bathing. ) .
Review of the cars plan showed the resident General Resldent satisfaction with ADL's will
preferred baths three times a week, but was to be addressed In resident councl (after 1/15/10
2009 CNA sy documeniaton shess shoved - "provalobtained from the counci) and
‘ @ . .
the rasident was not bathed from September Sth durh.1g Socllal Services raunds, Social
through the 14th (a 10 day perled), from October Services will perform resident rounds to
2nd through the 8th (6 days), and from Ociaber

determine resident satisfaction with ADL's
22nd through the 26th (b days), The

h . ! ) 1 including bathing. Preferances will be
documentation provided no evidence the resident d4d d at this ti d
refused a bath, but there was a star on a ‘resse a‘tt is time. Rounds on all
September 8th. On 11/19/09 at 2:10 PM, CNA #4 rasidents will be completed by 1/15/10.

stated a star Indicated the bath was not done.
infarmation will be communicated to the 1/25/10

care plan team to revise the plan of cara it
2. Review of the 10/28/09 quarterly MDS

, . neaded and recorded in Social Sevvice's

assessment for resident ¥3 showed s/he required .

sorme physical assistance for bathing. Review of nates and Resident Coundl minutes (If 1/15/10
the Octobear 2008 bathing documentation showed permission to add to minutes Is first

the resident preferred baths on Mondays and approved by the resident council.)

Thursdays. Accarding to the record, the resident
received a bath on Monday 10/5, and not again
unti! Thursday 10/15, 10 days later. Additionally

1/15/10
Charge nurse will monitor baths daily to

there was another 10 day period between baths agsure baths are completed using audit
from 10/15 to 10/26/08. tool.
FORM CMS-2687{02-041) Provious Verslans Obseolete Evant It 727211 Fodilty 15} WYDD22
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F312, cantinited
3. Review of the quarterly 10/20/08 MD&
assessment showed resident #28 was dependant Retuted to Dining:
gn staff fC:l‘ ?ath;ﬂQbRtﬂVgew Of;hl\? bathlgg 2008 Resident #3 will be assisted using simple
ccumentation for Octobar and November | 1/15/10
showed resldent #28 did not recalve a top/bottam/left/right methad, RESlc_ler't
showerfbeth for 13 days between 10721+ 11/3/09, | will be monitored frequently and assisted as
needed by CNA at resident’s table,
During confidentlal interviews on 11/17/09, 10
residents stated that bat!‘llls were not always dong Care plan has been updated to address the
as planned when the facility was short staffed, need to assist resident fraquently during 1/15/10
Diring: meals and staff have boaen informed of the
vhanges to the plan of care.
Based on observation and staff and resident Responsible Party: DON
interviews, the facility failed to ensure dining
assidstanc@i#v;?s ﬁrovlded ag nece:’ggaw fort ; of & Residents will be asked at monthly Resident 15/10
residents wha required assistance wi 1 T . 1/1
dining. The findings were: Coungi meetu?gs if dining ne‘eFls‘ arg }Jemg
met. Responsible Party: Activitios Director
Review of the care gonferenge summary
-dated 10/29/08 for regident #3, showed the
tesident's dietary needs were assessad,
According fo this summary, the resident had
asked to be fed due to difficulty sating. The note
showed staff were to offer assistance for the
resident. Review of the care plan showed the
resident had poor vision and needed adaptive
equipment at meals. Interventions sted ware to
assist at mealtime, use a red plate, and desgribe
the placemant of the food items on the plate by
thus clack. Intetview with the residant on 11/18/08
at 1:06 PM and on 11/17/09 at 10:40 AM ravealed
s/he was blind and was not satisfied with the
armount of assiatance provided at meals. Duting
the 1117/02 interview the resident stated sthe
could not understand the clock method used
hecause there was too much information to
remember. The resident stated s/he had spoken
FORM CMB-2567(02.88) Praviows Verslons Obsalsle Evart ID; 727244 Fadily ID: WY0022
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to staff about these issues and they were going to
feed him/her,
Obsarvation on 11/168/09 from 6:10 M to
8:30 PM shawed the resident was served higther
meal. The meal was served on a yellow plats,
and there was no adaptive eguipment provided,
In addition, the aids who delivered the meal
explained what terms were on the table in front of
the resident using the clock method. The resident
stated sfhe understood, The aide then told the
resident to yell if she needed any help. During the
observation there were six times when the
resident would lift the fork to his/her mouth with
nothing on it. There was an aide assisting two
other residents at the same table, but during the
observation the aida shecked 1o see how thy
resident was doing only one time,
£ 314 | 483.25(c) PRESSURE SORES F 314
B5=K F 314
Based on the comprehensive agsessmant of a
resident, the fﬂﬁ;llltyl 'mus'tt g.'na;.lre thet a resident Resident #19 has all wound care supplies in  12/9/09
gg:seﬁéfﬁegj; D:G;;gsmreo: a gsei?:[jer:sst?::s reom o taken from treatment cart outsida
indlvidual's clinical condition demanstrates that room for dressing changes.
they were unavoidable; and a resident having 12/9/09
pressure sores receives nesassary treatment and All reuisable items such as seissors and /3/0
services to promote healing, prevent infection and wound cleaner will be sanitized with facility
prevent new sores from developing. approved sanitizing wipes prior ta replacing
on treatment cart.
This REQUIREMENT is not met as evidenced . .
by: All residents receiving wound care,
Based on ohsetvatlon, staff interview, medical including #14, #15, #21, and #26 will have
"?_‘-‘-DT%TEViEVtVI; a?d f;?t‘;"?"‘{tﬂg I‘E‘D"ﬂi‘tésb'cl'ing ] supplies for wound care on the treatment  [12/9/09
procedures, the facility failed to establish an T . .
implament an effective wound treatment program. CE"T wmf‘ will remain outside Df“Te
Additionally, the facility failed to require staff to residents’ rooms. Necessary supplies will
follow standard and contact isclation precautions be brought into reom from the treatment
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during wound {reatments provided by the woune
team for 1 of 1 sample residents (#19) with
known methicillin resistant Staphylococeus
auraus (MRSA} in the open wounds. The facility
further failed to ensure & system was in place to
reduce the likelihood of transmitting MRSA to 4
other sample residents (#14, 115, #21, #28) F 314, conlinued
currently receiving wound treatrmants by the

wound team. Thess § pecple representad 100%
of the residents being treated by ;heimounld te?m
at the fime of survey. Finally, the faciiity falled to . .
follow the physician¥ﬁ xders for woundytreatment. care for wound care. Re-usable items wil
These inappropriate practices resulted in.an be cleaned with facility-spproved sanitizer
immediats jeopardy situation called on 11/18/00 prior to replacing on the treatment cart.
at 445 PM, Immediate jeopardy was abated on
site an 11/19/09 at 2 PM, Refer to Fa41 for

L | All physiclan orders will be followed a3
actlons taken by the facllity to accomplish this.

: written. If waund care team recommends

ngs wera: 1/15/10
The finding different wound care rggimen the physician /151
1. Observation during the Initial tour on 11/16/09 will be notified for approval of the

at 10:10 AM showed slgnage on the door of

recommendation. Until approved by the
resident #1%2 that required staff and visitors were

: S M.D,, the wound care will remain

to obiserve precautions for preventing the spread hanged tment

of potentially infectious organisms. An snclosed unchanged. A treatment cart will be used
gart containing supplies was located outside the to avoid clutter In resident room due to lack

resident's door. Review of a wound culture and of space and to avold Institutianal
sensitivity report dated 2/4/0Y revealad the

resident had MRSA In a wound on the right leg. enviranment in the resident's room,
Review of physician's orders, dated 10/29/09,
showed "Contact & drainage precautions for open
leg wounds" had baen ardered for this resident
since 7M4/08. Further record review showad the
resldent ivad been treated for the infaction with
several differant antibiotics, but a culture showing
the infection had cleared was never obtained,
Reviaw of the facllity's pollcy and procedure,
"Sereening for and Management of Methiaillin
Resistant Staphylocoecus Aureus In the Hospital
and Nurging Horme," effective 3/26/07, revealed

FORM CMS-2667(02+09) Provious Versions Obsalste Evant 101727211 Facllly Ith WYGo22 If continuation sheel Page 14 of 4¢
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changed daily by the nursing staff and weekly by
the wound team. The wound team was composed
of physical therapist #1, registered nurse #3 and
certified nursing assistant (CNA) #3.

Observation on 11/18/09 at 1.20 PM revezied the
following discrepanclas:

a, On 11/18/09 at 10 AM RN #3 reviewed
the orders for wound care and stated they wers
not following the physlclan's orders datad
10/29/09, but were instead using Bactroban and
adaptic coverad with Tegadarm per the 10/M12/09
comrmunication, The RN had no reply when the
surveyor pointed out that the physizian anly wrote
the order for Bactroban; he did not include
adaptic on the written reply o that
communication.

b. During the obaarvation, the theraplst
donned non-sterile gloves to remove the old

FORM CMS-2587(02-82) Provious Versiona Qbeplete

audited weekly by DON, Infection Contro)
Nurse, or Wound Care Nurse for 3 manths,
If 100% compliance with wount care
protocol after 3 months is achieved,
Infaction Control Murse will monijtor
guarterly, Any staff not foilowing

tare and re-aducated and/or disciplipary
process implemented as appropriate,

procedure will be removed from the wound

(X4}1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION &8
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F 314 | Continued From page 14 F314
isolation precautions would “be discontinued
aftar 2 consecutive negative cultures” were
obtained, Interview with the resident care director F 314, continued
(RED)Y on 11/18/09 at 2:25 PM revealed the
resident was still on contact precautions.
Review of a physlclan's communlcation form . "
dated 10/12/09 showed staff requested Bactroban In the event of cammuricable condition,
for the wounds on the resident's left foot and right supplies taken into room will remain in the
leg with an adaptic dressing applied afterward, room with the exception of Sharps—which
but the physician only ordered Bactroban. will be disinfected per CDC pyidelin
Review of orders dafed 10/20/09 showed the Rertu guldetines,
wound on the left foot was o be cleansed with All st
normal saline, dressed with prisma moistened staff, mmra,‘: t,E d employees, and
with hormal saline and coverad with gatze, three theraplsts providing wound care have been | 11/19/09
times a week, The same orders indicated the competencied by the nurse consultant,
wound on the right leg shouid be cleansed with DON, and MD$ Coordinator on wound care
Hibiclens and 4X4 gauze, rinsed, dried, and then
A " 4 ] procedure,
a thin coat of friameinolone cream applied before
applying an adaptic dressing and a covering of Random staff, contract employees, and
gauze. Interview with RN #2 on 11/17/09 at 7:45 therapists providing wound care will be 1/15/10
AM ravealad the drassings an the wounds were psp & fs/
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dressing on the resident's left foot, The wound

was scabbed, but still open around the edges.

Without remaving the gloves, the therapist then

felt the wound and surrounding tissue to chesk for

bogginess, measured the wound, and then F 314, contlnued

cleansed and re-dressed It while still wearing the
same glaves. After touching the wound and while
wearing the same gloves, the therapist reached
into a Ziploc bag of 4X4 gauze pads, thus
contaminating the remalning gauze pads with
potentially infectious material from the resident's
wound. The Ziploc bag had been in a tray on an
open, mobile treatment cart that was brought into

the resident's room, The Ziplos bag was planed

back onto that cart, The RN used scissors taken
from the tray to cut the adaptic dressing that was
placed on the wound, &% well as the gauze used
to wrap the foot, The adaptic dressing, itself, was
obtained from an opened package on the tray,
Both the opened packuge of adaptic dressing and
the scissors were put back onto the tray, The
scissors used to cut the dreasing were not
cleansed elther prior to or after use. The therapist
stated she did not apply Bectroban as it was "not
neaded" and prisma, which was also part of the
current order, was not mentionsd.

¢, While still wearing the same gloves
used to treat the resldent's left foot, the therapist
next removed the dressing from the wound ot the
resident's right leg, measured the wound, and
cleansed It by again reaching into the plastic bag
and obtaining one of the contaminated gauzs
pads, which she sprayed with wound cleanser
instead of Hibiclens. The therapist then applied
Bactroban and an adaptic dressing and covered

 the entire wound with gauze. The same palr of

scissors was used to cut the adaptic and gauze,
again without being cleansed hefore or after use,
Both the adaptic and the sclssors were placed in

All opened uncontaminated supplies will be
placed in a Ziploc bag in the original
packaging with the bag seated and on the
treatment cart. If the supplies become
cermtaminated they will be disearded
immediately. No supplles will be removed
from the room If the resident has a
communleabile diseass,

Wound Cara Nurse will ansure supplias are
available on treatment cart at time of
waekly wound rounds.

DON or Wound Care Nurse will report to
the QA Committee monthly.

12/9/09

1/18/10

1/18/10
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the tray on the treatment cart,

d. At 1:43 PM the therapist confirrned she
had not changed her gloves during or batwaen
the dressing changes.

@. After complating the-dressing change, the
entire treatment cart was taken into the room of
resident #21 where that resident’s dressing was
changed at 1:45 PM. The therapist reached into
the same Ziploc bag and cbtained contaminated
4X4 gauze pads, that contained contaminated
gauze pads, and used one of the pads to cleanse
this resident's apen waund. Again the adapflc
dressing, was cut from the open package with
uncleansed scissors; the bag of 4x4's, adaptic
drassing, and scissors were placed back on the
treatmant cart and taken to the room of yet
another resident (#14) where the team prepared
to change that resident's dressing, At 2:15 PM,
the surveyor stopped the wound team from
continued use of the contaminated 4X4 gauze
pads and the potential epread of material from =
resident with culture-confirmed MRSA who was
currently under infeqtion contral precautions.

£ On 11/18/09 st 3:20 PM the RCD stated the |

entlre wound foam was aware rasident#19 had
been diagnosed with MRSA, She further stated
she had attended wound rounds "two or three
weeks ago” and a mobile cart contalning the
supplies was taken from room to toom. During
this interview, the RCD stated dressing changes
completed by the licensed staff ware not

monitored for compliance with infection control
practices,

2. Accarding to the physician's orders dated
10/29/09, the wound of resident #21 was to be
oleansed with wound cleanser, covered with
Allevyn thin, and the entire area coveared with

F 34

A
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Tegaderm. Observation of a dressing change for

| the resident on 11/16/09 at 1:45 PM showed

licensed practical nurse (LPN) #4 took a tray
containing supplies into the resident's room. Tha
1.PN donned non-sterile glaves, cleansed the
sacrococcygeal wound with wound cleanser, then
eut & strip from an opened dressing package
obtained from the tray, The LPN applied the
dressing and covered the-wound with Tegaderm.
The LPN falled to cleanse the seissors from the
fray either before or after uss, and she replaced
them into the tray. Immediately after the dressing
change the LPN verified she had not cleansed the
salssors, Although the name of the drassing had
been removed from the opened packags, the
LPN identifled it as Allevyn. This same package
of dressing material was |dentified by RN #3 as
adaptic during the resident's dressing change on
11/18/09 at 1:45 M. The RN produced a
package of Allevyn to verify that it wae different
than the dressing usad by LPN#1,

3, Obwervation of the dressing change for
resident #19 on 11/18/09 and review of the
physician's orders showed the therapist changed
the treatment without authorization from the
physician, During an interview on 11/19/09 at 1:15
PM, RN #3 stated there was nothing in the
facllity's wound care program allowing the
physical therapist to diragt the treatment used on
wounds. At 2:40 PM, the clinical consultant
confirmed the therapist did not have approval
from the physicians to change wound treatment:
orders. Review of the facility's undated policy and

 procadure entitled "Skin Integrity: Prevention and

Early Management of Partlal Thickness Skin
Breakdown" showed anly that a wound care

| specialist would ba cohsulted.

483.25(d) URINARY INCONTINENCE

Fa14

F 315
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Baszed on the resident's comprehensive
assessment, the facilily must ensure that a Residents #3, #8, and #28 will be tolleted
resident who enters the facility without an aceordin o' r' , Wil betollete %2/9/09
indwelling catheter is not catheterized unless the g to care plan.
resident's elinical condition dermonstrates that ,
catheterization was necessary; and a resident Staff will have current tolleting care plan
wha is incontinent of bladder receives appropriate avallable on Daily Care Sheets and access to | /15/10

treatrent and services to prevent urinary tract care plans on residents’ charts If questions.
infections and to restore 4s muh normal biadder Current Plan of Care will be reflected on
function as possible. :

CNA Documentation Record,

This REQUIREMENT is not rmiat as evidenced Care plans will be re-valuated quarterly 1/15/10

by: and as negeded with condition changes,
Basad on observation, medical record review,

. | gl ! Daily Care Sheats and CNA documentati
and staff interview, the facility falled to ensure Y tation

appropriate care and services to address urinary will be updated to reflect changes,

Incontinence was providad far 3 of 8 sampla . . _

residents (#3, #8, #28) with bladder incontinence. MDS Coordinator will audit, using a quallty 1/15/10

The findings were: monitaring tool, to ensura toileting and/or '
Incontinent cara is carried out aceording to

1. Review of the 8/5/09 annual Minimum Data Set the care plan.

(MDS) assessment and the 11/5/09 quartarly : .

MDS assessment for resldent #8 showed the MD? Caordinator or demg‘nee will report 1/15/10

resident had multiple daily episodes of urinary findings to the QA Committee monthly for 3

incontinence and was totally dapendent upon etaff moniths, then quarterly.

for toileting and incontinence care, Revisw of the
care plan for the resident, last updated on
11/5/089, showed the following Interventions:

&. Toilat every two hours, before and after
meals and at badtime;

b. "Toilet schadule between & and 6;30
AM...Toilet between 3 and 4 PM."
Continuous observation of the resident on
11/16/08 from 12:50 PM until 4:45 PM (almost 4
hours) showed the resident remained supine in
bed. During that time staif did not assess the

FORM CMS-2587(07-80) Prwluu»; Yersions Oheolete Evant |D: 727211 Faclllty 1D \Wyg022 If continuation sheet Page 18 of 45
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resident for incentinence, ask the resident if
he/she needed to use the bathroom or attempt
toileting. At 4:45 PM certifiad nuree aide (CNA) #5
removed the resident's urine soiled clothing =nd
bed linen and provided incontinence care. At that
time, the CNA said staff did not routinely assist
the resident with toileting, nor wasa there a
scheduled time interval for assessing the resident
for incontinence. Durlhg an interview on 11/17/0%
at 11 AM, the MDS coordinator sald some of the
resident's care plan interventions regarding
taileting and incontinent care were not accurate,
She sald It was important for staff to keep the
resident clean and dry by checking the resident
more frequently than at four hour intervals,

2. Observation on 11/16/09 at 1:08 PM shaowed
resident #3 was laid down after lunch by CNA#{,
At that time the aide stated she did not ilet the
resident becauss it was done right before lunch.
According to the alde the resident was able to ot
them know when s/he needed fo go to the
bathroom. At 3:50 PM the aide responded to the
resident’s call ght, and said she would return in
45 minutes (o get him/her up. At 4:32 PM the aide
returned and assistad the rasident into the
bathroom. During the obsarvation and the CNA's
int@rview at that time, it was revealed the resident
was incontinent of urine during the three hour and
24 minute time frarme,

3. Ohservation on 11/16/00 from 1:40 PM ) 4:28
PM showed at 1:40 PM residest #28 was
checked and the Incontinence brief changed by
CNA #1 when sha laid him/fher down, At4:28
PM, 2 hours and 48 minutes later, the resident
was gotten up by CNA 1 who, in an interview at
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Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
with a limited range of mation receives
appropriate treatment and services to ncrease
range of motion and/or to prevent further
decrease in tange of motion,

This REQUIREMENT is not met as evidenced

by:

Based on observation, resident and staff
interviews, and medical record review, the facility
failed to ensure 2 of 5 sample residents (#19,
#28) and 1 non-sample resident (#12) who had
ordars for rastorative senvices reoelved those
servicas a3 plannad. This failure resulted in actual
hiasrm for resldent #19 who experlenced an
avoidable decline in range of motion. The
potantial for harm was also present for newly
admitied resident #12, who did not recelve
appropriate treatment to provent possible Injury or
decline. The findings were:

1. Medical record review showed residant #18
wag admitted with diagnosss, which included end
stage rheurnatoid arthritis, Review of the 2/12/09
annual Minimum Data Set (MDS) assessment
showed the resident had bilateral limited range of
motion (ROM) with partial loss of voluntary
mavement in the arms, hands, legs, and feet.
Comparison of that assessment with the 11/5/09

pther residents on restorative plan will
recelve restorative services aceording to
restorative plan.

A dedicated Restorative Aide will be on duty
five tays per week and CNA staff will
perfarm restorative services in the absence
of the restorative nurse alde. Restorative
Services will be provided a minlmum of 5
days/weaale.

Staff will be educsted regarding change In
daily staffing and reinforced that CNAS will
be required to perform restorative care In
the absence of the dedicated Restarative
Nurse Aide.

A Registered Nurse has been identified to
oversee the Restorative Program. The
certified RNA has provided written
guidedines vutlining basic restorative care,
These written guidelines and verbal
communication were providad at the
12/22/09 staff meeting.
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6:40 PM, revealed the resident was wet when she
checked at 4:28 PM. Review of the continence
care plan showed the residant was 1o be checked F318
aevery fwo hours around the clogk,
F 318 | 483.25(e)(2) RANGE QF MOTICN ¥ 318| Raesidents #12, #19, and #28 as well as all 1/15/10
55=G

1/18/10

1/15/09

12/22/09
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quarterly MDS assessment revealed the resident :
had declined; on the quarterly assessment, the
facility's dooumentation showed full loss of F 318, continued
voluntary movament in all itemized areas. Review
of the physician's orders for restorative care, from N .
July through October 200, showsd the resident CNAs wlll be trained in basic restorative 1/15/10
was to recelve passive range of motion (PROM) care. Campetency checks on each nurse
dally to all extremities, sfhe was to sit alde will be done by observation using
independently for ten minutes three times a week, manitoring tool by 1/15/10. If the C.N.A. is
a magazine reading adaptor was to be sst up . :
twice weekly, and physical therapy (PT) was to verified at cofnpt_atent-with restorativé care,
evaluate the restorative plan routinely and as random menitoring will be done by the
needed. Review of the last PT evaluation dated Restorative Nurse or designee. If
2125/09 showed the rasident was to continue competency is not VEI']ﬁEd, additional
receiving PROM daily, Review of the care plan, ; :
last updated on 11/4/09, and the daily staff educatm.n will be provided by the _
infarmation sheat showed staff were to provide Restarative Nurse or approved designee,
PROM every day, The following conterns with and re-competencied until competency is
irnplem%rltatic:’? ng the plan were [dentified: verified, then at Jeast quarterly, to assure
a. On 11/18/09 at 12:07 PM the MDS : .
coordinator verified the resident had deslingd in restoratlve care Is completed a5 ordered.
ROM oapabiiity. The ooordinator stated this was , R
due to the restorative aide (RA) frequently belng 10% of restarative plans will be reviewed 1/15/10
assighad to provide resident care during the past monthly but no less than 3/month,
quarter,
b. Interview with the RA on 11/19/09 at Responsible Party: Restarative Nurse
8:60 AM confirmed the restorative program for
this resident had not been provided as planned Restorative documentation will be revised |4 /15/10
and, therefore, tha resident had declined, The RA to assure documentation is clear.
stated that when she was assigned to provide
resident care, each certified nursing assistant
(CNA) was supposed to complete the restorative DON or designee will repart to QA 1/15/10
program for his or har assigned residents., She Committee quarterly.
further stated the sitting exercises were not being
completed as the CNAS were nat taught to
petform this activity, Finally, the RA stated using
the magazine adaptor was not successful, so
some time ago staff stopped trying to have the
resident perfarm this exercise.
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¢. Sitting for ten minutes three times a
weak and using the magazine adeptor were not
included In the care pian or the daily staff
information sheet.

d. Revlew of the restorative
documentation for September, Qctober, and
Novembaer 2009 showead the sitting axercise had
not been completed as orderad, Use of the
magazine adaptor was not included on the
dosumentation,

&, On 11M18/08 at 11:20 AM the resident
stated the sitting exercises had not been
completed for "several months." The resident
further stated that the resultant loss of mobliity
and strength made himher feel "Kind of
depressed.”

2. Review of the 10/06/09 admission Minimum
BData Set (MDS) assassment for resident #12
showed sfhe required extensive assistance with
transfers, dressing and personal care dus to
having had a stroke, Review of the 10113408 care
plan for the resident showed movement and
position of his/her right lag and right hand
triggered the resident's paln. Review of nurses'
notes, dated 9/28/09, showed the resident had
swelling in the right hand and a sling was ugecd
during transfers to protect the resident's right
arm. Review of the occupational theraplet's (OT)
note, dated 10/28/09, showed the OT trained
nuralng staff on how to protect the resident's right
shoulder and arm while positioning. Review of the
November 2009 restorative service delivery
record showed the right hand splint was to be
warn when the resident was up, but nothing was
documented to indleate whether or not it was
being done. Additional review of this record
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showed the resident was supposed to have range
of motion exercises, but again nothing was
documented to indicate whether or not they were
being done. Review of tha patient care
asslgnment sheet used by the CNAs showed no
information regarding the resident's ROM, hand
gplint, or sling. In addition, the dosumentation by
the therapist, restorative aide and nursing staff
did not address the resident's contracted fingers
on the right hand.

Observation on 11/16/08 at 10:30 AM showed
the resident sat in his/her whealchalr with &
stuffed toy positioned under hiaher right arm. The
stuffed toy provided support for the resident's
arr, but did net reduce the pressure in his/her
contracted fingers. Observation of the resident's
room revealed a sign posted on the wall with the
following instructions: "To proteet arm please
wear sling during transfars.” A sscond sign
posted an the closet door gave specific
Instructions for therapeutic restorative exercises.

Obsarvation on 11/16/09 at 1:30 PM, showed
two GNAs (1, #4) transforred the resident from
the whaelchalr to the bathroom using a
mechanlcal lit. During the transfer the resident's
right arm hunyg flaceid, without support from staff,
a gling, or a aplint. Ohservation showed the
ragident's arm remained unsupported and
unprotected as it dangled while the rasldent sat
on the toilet and was later was transferred with
the lift from the bathroom to bed, Pariodis
obsarvations of the resident from 10:30 AM till
6:50 PM also showed the resident did not wear a
splint or other therapeutic devies in hisfer
contracted hand, but hisfher arm rested on the
stuffed toy. Interview on 11/18/09 at 11:15 AM,
with registerad nurse (RN) #3 revealed the
resident did not like the siing, but if staff did not
use the sting they were supposed to support the

F 318
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resident's shoulder and arm during transfars, The
RN verified the informaticn the OT posted on the
wall In the resident's room was not In the care
plan, but it should have been added, The RN
stated the resident's restorative program required
staffto apply splints and supportive devices as
diractad by the therapist. The RN also stated she
did not understand why staff ditl not do this
conslstently,

3. Review of the 10/29/09 quartetly Minimum
Data Set (MDSB) assesstment for resldent #28
showad a/he had range of motlon limitations of
the arm, hand, lag and foot on one side, Review
of the November 2000 tastotative service delivery
record showed a brage was to be applied to the
resident's right hand daily. Random observation
on 1116/09, 1117/09 and 11/18/09 revealed the
brace was not being worn by the resident
Interview with the restorative aide on 11/19/09 at
B:40 AM revealed the brace was to prevent
contracture of the resident's right hand, She
stated wheh she was working as the restorative
aide, she would put it on In the rmorning and it
would be worn far a few hours. She then stated
rmost of the time the direct care nuras aldes were
regponsible to follow the restorative plans, and
this was to be documented in the record when
done. Review of the November 2009 records with
tha restorative aide showed there was not any

way to tell if a brace was being applied to the right |

hand, In an interview with CNA#1 on 1117/02 at
1:37 PM, it was revealed the brace was not put on’
that day or the day before because a restorative
aida was not working. She further stated she did

not do it because she had hot been taught how to
put i on.

4. |nterview with the restorative aide on 11/19/08
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at 8:40 AM revealed that due to the facllty's F329
staffing neads, most days she worked as a CNA, _
and two days a week she worked as a restorative Medications for resldents #19 and #21 have| 12/9/09
gide. She stated the direct cara CNAs were been reviewed by a physician,
responsible far implementing the restorative care A statement of risk and benefit will be
plan for residents when there was not a specific
person assigned to work as a restorative aide. completed by 1/15/10.
Related to the sling listed for rasident #12, she ) )
stated a stuffed animal was being used instead of All medicatlons will be reviewed monthly by)
the sling to pravide some support far the the consulting pharmacist, Any
resident's al:m. Tha restorative aidedstated this irregulanitles will be addressed with the
change in the plan of care was not discussed with
the occupatlon%l therapist who assessed the physician for review.
tesldent’s needs, and it was not reflected on the ) )
plan of care. Related to the sitting exercise for Drug Regimen Reviews (DRRs) will be 1/15/10
resident #19, the RA revealed this was not being reviewed by the DON or designee menthly
conslstantly done.h_She stated in the past two \ to assure all recommencations or concerns
months she was the only one that would have the
resident do the exercise. Other aides did not are addressed and repart to the care plan
attempt it, and thera had been no education team,
provided on how to accomplish the therapy. \
F 320 | 483.25() UNNEGESSARY DRUGS Fapg| Ameeting with the consulting pharmacists 12/8/08
55=D

Each resident's drug regimen must be free from
unnecesaary drugs, An unnecessary drug Is any
drug when used in excessive dose (Iheluding
duplicate therapy}); or for excessive duration; or
without adequate monltoring; or without adeguate
indications for its use; or in the presence of
adverse gonsequences which indicate the dose
should be reduced or discontinued; or any
cambinations of the reasons above,

Based on & comprehensive assesament of 5
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary fo treat a specific condition
as diagnosed and documented in the clinical

was held 12/8/09 to review documentation
Issues and dutles,
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I~ 329 | Continuad From page 28 F 329
record; and residents who use antipsychotic F 329, continued
drugs receive gradusl dose reductions, and _ )
behavioral interventions, unless clinleally Psychotroplc drug review will be done 1/15/10
conttaindicated, In an effort to discontinue these quarterly to evajuate effectivenass of
drugs. monitoring criteria and medications.
DON or designee will report to QA 1/15/10
Committee quarterly,
This REQUIREMENT is not met as evidenced Medlcal Director will be notified if medical 1/15/10
tE)ty: i 4 " araff iz nét following pharmacist’s
ased oh medical record review, staff Interview, m ti
and interview with the consultant pharmaeiat, the recommendations,
facility falled to assure the medication regimens .
for znéf 10 sample residenis (#19, #21) \:ere free Meu_':al Director w“,l be asked to Edmft? 1/15/10
of unnecessary medications, The findings were: medical staff regarding DRRs. If a physician
does nat want to follow the pharmacist’s
1. According to the 2/12/09 Mind Dat recommendatlons, the MD must write a
. According @ annual Minimurn Data o
Set (MDS) assesament, resldent #19 had staten'.\ent addrissing risk vs.. benefits of not
dingnoses which included depressicn. Further following the recommendations.
review of all the MDS assessments since that . . .
date showed the resident expressed ne Indioatqrs Resident Behavior Logs will e reviewed by 1/15/10
of depression, Review of the physiclan's orders tha Psychotrapic Drug Team monthly to
and the medication administration records ensure target behaviars are appropriatel
{MARSs) showed the resident had received the erifed gTh' . o PP dp fth Y
antidepressants Wallbutrin XL 150 mg daily since entifiec, This team Is comprised of the
7/14/08 and Zoloft 100 miligrame (mg) daily since Adrinistrator, DON, Social Services
BIGI0B . However, there was no evidence in the Diractor, and MDS Coordinatar.
medical record that reducing the dosages of
githar medlc?tionl h?d beg_ln. cc:]nsl.dgrec;. Nor was Care Plans ang Pehavior Logs will be made -
ere any rationale from the physician for . . 1/15/10
continuing the medications at the same doses. avall.able to the c.onsultmg pharmamsts.and
On 11/18/09 at 10:10 AM the resident cere physicians 1o review to ensure appropriate
director (RCD) confirmed the lack of dose plan of care including medication regimen.
reductlons or & physician's rationale which
idantifisd the risks versus the benefits of
continulng the medications. Raview of the 11/5/09
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"Psychotropic Drug Review' showed the fagility - ¥ 329, continued

tracked the number of episodes of anger (3),
decreased social interaction (), and negative
statements ahout self or ctylng (0) noourring in
the last 3 months, However, evidence was lacking
that this data was evaluated for approptiatenass
of continued monitoring. On 11/19/08 af 11:30
AM, the consultant pharmacist stated he reviewed
the monitoring but did not evaluate the critaria
being monitored to determine if improvements or
declines were related to the sffectiveness of the
tedications.

2. Review of the physician's arders showed
resident #21 had diagnoses which included
depression. Further review of the orders and the
MARs showed the resident had racsived the
antidepressant Zoloft 150 mg daily since 2/7/08,
Review of the 3/26/00, 7/2/08, and 2/24/09 MDS
assessments showed tha resident continued to

exhibit persistent anger and crying. Review of the |

11/5/08 "Psychotropic Drug Review" showed the
facility monitored for the number of episodes of
crying (34), incremsed gognitive impairment
(many), negative statements about self (73), self
isolation (4), and repetitive picking at the skin
(rmany) observed during the past quarter. Raview
of the medical record showed no evidence the
physiclan had evaluated the risks versus the
benefits of continuing the medication. On
11/18/09 at 10:10 AM, the RCD confirmed the
lack of a physiclan's rationale for continugd vse of
a madication that was not controlling the
resident's symptomns, Cn 14/19/09 at 11:30.AM
the pharmacist stated the resident was "not
stable." However, he offered no explanation for
continuad use of the medleation, or use ata
dosage that had not proven to be effective,

A Pharmacy Oversight Team consisting of
the DON, Pharmacist, Admintstrator, and
Medlcal Director will raview the pharmacy
policies and procedures, making sura thay
are written according to current standard,
the DRRs are current and being addrassed,
medication use is addressed by the
preserlbing MDs, and that F329is addressad
for unnecessary drug use. The team wilt
review med error rates and identify trends
or system deficiencies.
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F 332 ( 483.25(m)(1) MEDICATION ERRORS F 332
Sa=E F332
The facility must ensure that it is free of Orders have heen clarified as to dosage for
medication error rates of five parcent or greater, residents #13, #1, 424, #20 and all other 12/9/09
rasidents affected.
Staff will be edueated to clarify any
This REQUIREMENT is not met as evidenced physician orders that are guestionable. 1/7/10
by: Tral held on 1. ia wri
Based on observation, medical record review, 'E”"':E was held on 12/8/09 via written
and staff Interview, the faclity falled to malntain procedure glven to nurses, Competency
an error rate under 5 percant (%), Out of 50 checks began 12/8/09 and will be
opportunities for error, seven errors were completed by 1/7/10 per working schedula,
?Qg’]miﬂeﬁur@?’”mw Inan error rate of 14%. The Competency chacks will be done monthly
iNCings Were: on aach nurse ¢ ensure the 5 rights are
met, This includes the 3 safety chacks for
1. Ohservation on 11/16/09 showed reglstered administration of mads,
nurse (RN} #2 prepared and administered .
medications, including Citracal 620 milligrams Competency checks will be done during
{mg) with vitamin D 500 mg, at 5:24 PM for mad pass times. Any incorrect procedures
resident#13. When questioned immediately aftar will be corrected at this time,
the administration, the RN had ho eXplanatlon for . . )
the lack of the dosage on the medication DON, or designee with verified competency 1/15/10
administration recerd (MAR‘). The RN stated that by DON, will conduct competencies, Onee
bafore 11/1/09 the resident only recelved 600 mg competencies are achieved, audits will be
of Gitracal, Rasanciliation of the medication with conductad randomly, with each med nurse
the physician's order showed "Citracal+D" twice s - :
dally with meals was orderad on 10/13/02, The evalyated each quarter. Failure to achieve
order lacked the amount of either calcium or and rogintain competency will result in
vitamin D or the number of tablets to be given. On removal from medication admin duty.
11117/08 at 260 AM the resident care director
(RCD) confirmed the errar, Competency review audits and med error
rates will be compuied monthly on each
med nurse and th rall v ' 1/15/10
2. Observation on 11/17/09 showed RN #2 ec v dt: e o reviawad by
prepared and administered medications for QA team menthly. Medical Director and
resident #1 at 5:21 AM. These medications Pharmacist will review med error rates at
includad Clear Lax (generio Miralax) 15 milliliters OA meatings quarterly.
(mil). Reconciliation of the medication pass with
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the physician's orders showed the most current
order for Miralax was for 5 ml instead of the 15
administerad. The orders alao showead fwo
medications, Meclizine and Floranex, were
ordered, but the obzervation showed thay were
onitted, The RN confirmed the omissions ak 910
AM that day. The RN stated Meclizine had not
been adminiatered slnce the resident’s arrival in
Septembar 2009, and the facllify was out-of
Floranex. Ten minutes later (9:20 AM) the RN
confirmed she administered 15 ml of Clear Lax

Instead of & ml. Threa arrors nccurred during this
medication pass,

3. On 11M7/09 at 5:30 AM, RN #2 was observed
to prepare and administer medications, including
Clear Lax 25 ml in 4 ounces (oz) of julce, for
resident #12, Recanciliation of the medication.
pass with physician orders revealed the order for
Clear Lax was 17 grarms (Gm) in 8 oz of fluld, At
9:30:that morning the RN measured out 17 &m of
Clear Lax and found that ameunt equalad 30 ml,
thus confirming the medicatlon error. The BN also
confirmed she did not use 8 oz of fluid as
ordered.

4. During obsearvation of the medication pass on
14M7/08 from 7:25 to 8:45 AM, licensed practioal
nurse (LFN) # 2 said she did not routinely consult
the medication administration record when
administering medications bacause she
administered the same medigatiors v the same
residents every day and autornatically knew what
to administer. Observation on 11/17/09 at 8:30
AM showed |LFN #2 administered 1/2 ounce
(according to the medication label this was the
enuivalent of 8.5 grams of Miralax) of
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polyethylene glycol fo resident#24, Reconciliation
of the medications with the orders showad the
physician ordered 17 grams of Miralax. Interview
with the LPN at that time showed she made the
decision to give less than the prescribed amount
because she determinad the prescribed amount
was too much for the resident, She also said siaff
had not discussed this with the resident's
physician., F353
5. Observation on 11/17/09 at 8:45 AM showed Ads for staffing needs have been placed In | 1/15/10
LPN #2 administered 100 milligrams of Colace to local papers, radio station and CareerLink,
resident #20, Reconciliation of the medications
with the orders showed the physiclan ordered Wyoming state-approved Nutrition Support
200 milligrams of Colace to be administered each Assistant Program to train anciflary staff, 12/30/09
morning, _ volunteers, and students {23 total
F 353 | 483.30(z) NURSING SERVICES - SUFFICIENT F 353 {23 total) was
completed December 29 & 30, Instructor
88-E | STAFF o
was the RN responsible for Staff
The-facility must have sufficient nursing staff to Development & Infection Control, The
provide nursing and related s;rvices to attain “"I additional staff will enhance dining room
maintain the highest practicable physical, mental, A .
and psychosocial welkbeing of each resident, as staffing to support nursing. Residents will
determinad by residont assessments and arrive on time and be assisted upon meal
indlvidual pians of care. tray arrlval to the table.
The facility must provide services by sufficient All avallable tralned staff will assist in
numbers of each of the followin f 1/18/10
g typeso bringlng residents to meals assisting with
persopnel an a 24-hour basis to pravide nursing feerl ded
care fo all residents in accordance with resident eeding as needed.
care plans:
P At 12/22/09 meeting staff retninded of 12/22/09
Except when waived under paragraph (c) of this Importance of washing residents’ hants
section, lizensed nurses and sther nursing before and after meals.
personnel,
: . Al staff competencled on prope 1/15/10
Excapt when waived under paragraph (c) of this hi r': . proper hand
section, the facility must designate a licensed washing techniques.
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nurse o serve as a charga nurse on aach tour of F 353, continued
duty,
Residents #19, #28, and #42 will recaive 1/15/10
_ ) ) restorative services according to restorative
This REQUIREMENT is not met as evidenced plan
by . '
Basad on observation and staff and rasident L
interviews, the facllity fafled to ensure there was A dedicated Restorative Aide will be on duty .
an adequate number of staff io provide the five days per week and CNA staff will /35110

hecessary care and services for a census of 28

perform restorative services [n the absance
residents. Specifically, for 2 of 5 sample residents

(#19, #28) and one non-sampla rasident (#12) of the restorative nurse alde. Restorative
who required restorative services that were not Services will be provided a minimum of 3

provided as planned, for 3 of 8 sample residents days/week.

(#3, #8, #28) fo maintain uriary continenss, and

for 3 of 8 residents (15, #18, #14) who required Staff will be educated regarding change in

assistance with meals. In addition, call lights were daily staffing requirements and relnforced | 1/15/10
nat answerad In a fimley manner durlng two

random abservations: and bathes were not that Wh‘f"‘ RNA is not available CNA will be
provided as planned for 3 of 8 sample residents performing restorative care.

3, 421, #28), The findings were,
( All restorative plans will be reviewed for 1/15/10

Staffing concerns were |dentified In the following aceuracy,
arens
f a't Reg t?hF 31 3;0; r3;at;sils related to a lack Restorative CNA wil be monitored weekly |y /5 /q

of restorative therapy/services.

b, Refer to F241 and F312 for details related for 1 manth, then randornly but at least
to lack of dining assistance and bathing. guarterly, ta assure restorative care is

c. Refer to F315 for detzils related to lack of completed appropriately. CNAs will be
aaslx-;taincedtdqtmalntahnruv‘?ary cnntlntence. o tralned on RNA dutles to serve as alternate

. In addition, cali ights were not answered in " . :
a timley manner. Qbgarvation on 11/16/09 at 5:16 when dedicated RNA is off duty.
PM showed resident #5 activated hisfhar cali light, . . 1/15/10
While waiting for staff to respon d, at 5:40 B, the Restorative documentation will he revised
resident began to call out, "Help me, help me..." to assure documentatlon Is clear,
and repeated the words for eight minutes until
5:48 PM, when certified nurse aide (CNA) #5
responded ard assisted the resident to the dining
roGm. \
FORM CMS5-2587{02-09) Praviaus Varsions Obsclata Evanl 10! 727211 Faclity I WYooz2
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F 383 | Continued From page 32 F 353
Observation on 11/16/09 at 6:20 PM, showed F 353, continued

resident #13 activated histher call light, At that )
fime s/he told the surveyor that #/he needed A Bath Alde will be scheduled 5 days/waek | 1/15/10
apslstance with toileting. Observation of staff it to provide all baths unless resident
thﬂ EI'EE ShOWEd Dnly 0“5-‘ Stﬂﬂ" DBVSDH. GNA#5 Spectﬁcﬂ"v rEquEStS an EVEﬂing bﬂth
whao was in the restorative dining room assisting Saturday bath ) '
five residents. Interview on 11/16/09 at 6:35 PM aturday bath day will schedule less
with CNA #5 revealed when assisting residents in Intensive bath residents.
the dining rosm, they were instructed not to leave. 1/15/10
She stated this was problematic because when General Resident satisfaction with ADL's will
staff brr::ught residents gack to their 700?1:: fram be addressed in resident councl! (after
the main dining room after supper they left the . .
residents in their rooms and would refurn to the appraval abtained from the council) and
main dining room. No one was present in the area during Soclal Services rounds. Soctal
to respond to the residents call lights. Continuous Services will perform resident rounds to
obsearvation revealed resident #13 waited for a determine resldent satisfaction with ADL's
responge to his/her call light untll G:43 PM, 23 .
minutes, Review of the 10/22/08 care plan for the Including bathing and restorative care,
resident Showed sfhewas dependent upon staff Preferences will be addressed at this time.
for transfers with a mechanical llft fo the Rounds on all residents wili be completed
commode, The care plan also showed the by 1/15/10.
resldent had occasional incontinence due to not
belng placed on the commoda In time. An Documentation/compliance audits wil
Interview with the RCD on 11/18/09 at 10:55 AM o b’ mf ":" Wee | 510
confirmed the CNA In Mamary Lane was not to ¥ Dy LA 1eam members.
leave the dining room during meals, The RCD 1/15/40
stated the licensed nurse was to answer any call A contract has been signed with Stanley /15/1
lights activated In Memaory Lane durlng maal Senior Technologles to Install a wirsless
fimes, Arial Call Light system. Projected
During confidential interviews oh 11/17/09, 10 Installation Ela_te Is fanuary 2910‘ Th's.w'”
residents stated that baths were net always done enable Administrator to monitor call light
as planned when the facility was short staffed, resgonse timas, IF rgspanse tives ara »5
The interview also revealad that call lights were minutes for C.N.A. the nurse is then paged.
gﬁgﬁ:’f;ﬁdaw @ timely manner, or were not I nurse response time is »5 minutes,

F 425 | 483.60(z), (b) PHARMACY SERVIGES P 4zg| ncillary staff & DON are paged. 1 no

A5=0 response after 5 minutes, Administrator is
The facility must pravide routine and emargency paged. If an employee's response time is
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F 426 | Coptinuad From page 33 F 425

drugs and binlogicals to its residents, or obtain

thern under an agreerment describad in

§483.75(n) of this part. The facility may permit F 353, continued

unlicensed personnel to administer drugs If State

lesw permits, but f_mW under the geheral consistently >5 minutes, employee may be

supervision of a licensed nurge. subject to disclptinary action,

A facility must provide pharmaceutical setvices

{including procedures that assure the ascurate

acquiring, receiving, dispensing, and

adrinlstering of all drugs and blologicals) to meet F425

the needs of each resldent. '
All residents (Resldent #1 has been

The facllity must employ or obtain the services of discharged) will receive medications as 12/9/09

a licensed pharmacist who provides consultation ordered by the physician.

on all aspects of the provision of pharmacy

services in the facilty. Medications will be re-ordered in 2 timely 1/15/10
manner ta ensure delivery from residents’
pharmacies. Contracted pharmacy

| . . providing services ta residents shall indicate

E{!‘_‘S'REQU'REMENT Is not met as evidenced meds will be dellvered on an emergency

Based on observatlon, staff interview, and basls. If medlcation is not available from

medical record raview, the facility failed to assurs the pharmacy the medication request form

routine medications were available for uss for 1 of will indleate why med wag not available and

7 residents (#1.).°bsewe.‘d during me_dlcahmn anticipated delivery date. Physician will be

passes. In addition, expired medications were ified i medication will nat b ilabl

avallable for resident use in 2 of 3 medication notified if medication will not be available

storage areas. The findings were: to administer.
Pharmacy audits will include evaluation of

1. Obsegvatlgn 3“ 11 :7103 Sh%\?’a‘:l RN fz pharmacy medication requests, avallability 1/15/10

prepared and administered medications for

residant#1 at 8:21 AM. Reconciliation of the f’f meds, expired meds, "?Ed, room

medication pass with the physician's arders inspection, and pharmacists’ DRR

showed Floranex was also ordered daily; documentation,

however, it had hot been included In the

administered medicatione. The RN stated the

FUORM CMS-2567(02-89) Provisus Varsions Obsolele

Svent 10 727211
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F 425 Continued From page 34 F 425
facility was out of Floranex and that the resident RON or designee will report to QA Com
had nat received it the previous day. Review of thiv f
the medication administratlon record verified the onthly far 3 months, then quartarly.
medication had not been given on 11/16/09. Consulting Pharmacist is cutrently working
with 5tate Pharmacy Board to supply /1510
2. Observation of the medization room on emergency drug box for amergency and
11/18/09 at 11:20 AM revealed the refrigerator after hour medications. Our goal Is to have
contained a partially used stock [ar of glycerin .
supposiores with an expiration date of 6/2009. this in place a5 soon as possible.
Registared nurse (RN) #3 confirmed the
expiration date zt the time of the observation and
verified the suppositories ware available for
resident use.
F42g
3, Observation of the medication cart used In the
front hall on 11/18/02 at 11:53 AM showed a tube All residents including #19 and #22 will hava
of miconazole ointment for resident #20 was in monthly medication reviews by consulting
one of tha drawers, This medication expired on : 1/15/1
the Yast day of October 2009, At the ime of the pharmacists, Al Irregularities wil be /A5/10
phservation, RN #4 confirmed the expiration date reported o the DON and physician, The
and that the medication was available for use, physlclan will review recommendations
F 428 | 483,60(c) DRUG REGIMEN REVIEW Fd428) from the pharmacists and determine if
8= , changes are indicated.
The drug regimen of each resident must be 8
reviewed at least oncs & month by a llcensed - . .
pharmacist, F'hvSIGI.an has reviewed the drug regimen 12/9/09
for residents #19 and #21.
The pharmacist must report any iregularities to
the atiending physician, and the director of Monthly chart audlts on 10% of resident
nursing, and these reports must be acted upon, charts will be done by QA team for 3 1/15/10

This REQUIREMENT is not met as avidenced
by:

months, then guarterly.
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F428

Confinued From page 35
Based oh medical ratord review, staff interviaw,

| and interview with the consultant pharmacist, the

facility failed to assure irregularities were
Identified and reportad as required for 2 of 10
sample residents (¥19, #21). The findings were:

1. Accarding to the 2/12/09 annual Minltnurn Data
Set (MDB) assesament, resldent #19 had
diagnoses which included depression, Review of
the physiciar's orders and the medication
administration records (MARs) showed the
resident had recelved the antidepressants Zoloft
100 milligrams (mg) daily sinee 8/6/08 and
Wallbutrin XL 150 mg dally sihce 7/14/08, Review
of the pharmacist's medication regimen reviews
{MRRs) for the past year showed no evidence the
pharmacist had identified and reported the
continued use of these medioations at the same
dose ag irrsgularities. On 11/18/09 at 10:10 AM
the resident care director (RCD, the facility's
director of nursing) stated she had no reports of
irreguiarities, During an interview on 11/19/09 at
11:30 AM, the pharmacist stated he was "very
IIberal" on the use of antideprassants; he
confirmed he had not identified or reperted

irregularities with use of the medications,

2. Review of the physlician's orders showed
rasident #21 had diagnoses that included
depression. Further review of tha ordars and the
MARs showed the resident had received the
antideprassant Zoloft 150 mg daily since 2/7/08.
Review of the pharmacist's manthly MRRs for the
past year showed no evidence the pharmagist
identified the continued use of Zoloft at the same
dase as an irregularity. At 10:10 AM on 11/18/09
the RCD stated she had received no reports of an

F 428
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F 428 | Continued From page 36 F 428
Itregularity, Interview with the pharmacist on F433 All multidose vials will be dated
117119/09 at 11:30 AM confirmed he had not when opened and discarded after 30 days
identified any Irregularitias related to the ; ded b fa 1715410
medication as he was "very fiberal’ on the use of or as recommended by manutacturer,
antidepressants. All medications will be labeled with
F 431 | 483.60(b), (d), (e) PHARMACY SERVICES F431| expiration dates and discarded when
53=D

The facility must employ or obtain the services of
a lleensad pharmacist who astablishes a system
of records of recelpt and disposition of all
controlled drugs in sufficient detall to enable an
accurate reconciliation; and determines that drug
recards are in order and that an agcount of all

controlled drugs is maintained and pariodically
reconciled.

Drugs and biclogleals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applivable.

In accordancea with State and Federal laws, the
facllity must store all drugs and binlogicals In
Iocked compartmants under proper temperature
gontrals, and permit only authorized parsonnel to
have agcess to the keys.

The facility must provide separately locked,
parmanently affixed compartments for storage of
controlled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Frevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected,

expired.
All medications will be secured in a locked
medication room at all times. Unauthorized

personnel will not be left unattended in
med room.

A meeting was held with the pharmacists
on 12/9/089 to review these requirements.
Med Room was Inspected on 12/8/09,
Consulting pharmacists will inspect med
roon monthly,

Med room door wlill be self closing and
locking. New door was ordeted on 12/9/09,
Staff has bean instructed to leave the med
carts iocked. This will be monitored until
100% compliance Is obtained.

$taff hus been re-educated to date multiuse
vials and discard any explred meds.

Will perform Med Raarm door and med cart
audit checks for expired meds and dated
roultiszsg vials during med pass audits,

DON ar dasignea will raport to QA
Committee monthly for 3 months, then
quarterly,

1/15/10

12/9/09

12/8/09

1/15/10

1/15/19

1/15/10
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F 431 | Continued Frarn page 37 F 431

This REQUIREMENT I8 not met ag evidenced
by:

Based on observation and staff interview, the
facliity failed to ensure medications In 3 of 3
storage areas were labeled In accordanae with
professional princlplas, In addition, the medication
room door was left open on 1 of & days during the
survey, resulting in the madications being
unsecured. The findings were:

1, On 11/18/08 at 11:20 AM observation showed
[ @ 30 mililiter tnuitidese vis) of Lidoosine was
stored In a bag in the medication room. The vial
had been partially used, but the date it was
opened was not indlcatad, [nfarviaw with
ragisterad nurse (RN) #3 at the time of the
observation revealed she had no ldea when the
vial was opened, but she confirmed the
medication was used in combination with an
intramuscular medleation, The RN stated she did
not know how lony the medication could be used
after the vial was opened, On 11/19/08 at 10 Al
the resident care director (RCD) stated that all
multidese vials should be dated when opened as
they were only good for 30 days,

2, Observation of both medication carts on
11/18/09 revealad each contained medications
without expiration dates on the labels.

a. At 11:48 AM two jars of the compounded
madication, Triameinclone 0.1% cream/ Eucerin
cream, were found on the back hall medication
cart. At the tirne of the ebservation, RN.#4
confirmed the madication was belng used for
resident #2. The RN stated the pharmacy did not
put expiration dates on thelr labeis.

b. At 11:53 AM & tube of Triamcinalone 0.1%

FORM GIMS-2567 (02-88) Previous Verslons Ohsololey Evant 1D: 727211 Facility 10: WY 0022 If astinuetion sheet Page 38 of 45
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medication cart, At the time of the obzervation,
RN #4 gonfirmed the medication lacked an
expiration date.

3. Upon entering the facility on 11/17/09 at 6:52
AM, observation showed the medication room
doorwas wile open; no staff were in the area. At
7:05 AM licensed practical nurse (LPN) #2
enterad and than left the medication room.
Howevar, she left the deor completely opan, At
7:18 AM, RN #2 enterad the room and a
housekeapar cams In to mop the floor. At 7:18
AM the RN left, but the housekeeper complated
mopping. When questionad on 11/18/00 at 11
AM, LFN #2 stated the medisation room door was.
not supposed to be left open. According to the
2004 Sixth Edition of "Clinleal Nursing Skills Basic
o Advanced Skills” by Smith, Dusll, and Martin,
meadlcation should be kept in 8 secure area.
F 441 | 483.65(a) INFECTION CONTROL
£8=K
This facility must establish and maintalh an
infection control program designed to provide a
safe, sanitary, and comfortable environment and
1 to prevent the development and transmission of
disease and infection. The fagility must establish
an Infection control program under which it
investigates, controls, and prevents Infactions in
the facility; decldes what procedures, such as
Isclation should be applied to an individual
resident; and maintains a record of incidents and
corractive actions related to infeations.

This REQUIREMENT iz not met as evidenced
by:

Based on cbservation, staff interview, medical
racord review and review of infection control data

06} 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTHON ()
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION $HOULD BE COMBLETION
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DERICIENGY)
F 431 | Continued From bage 38 F 434
cream for resident #19 was found on the front hall F 441 11/19/09

F 441| audited weekly by DON, Infection Control

Resident #19 has all wound care supplies in
room or taken from treatment cart outside
room for dressing changes. Residents #14,
#15, #21, and #26 will have suppiles for
wound care on the treatment ¢art, which
will remain putside of the residents’ rooms.

All staff performing wound care have been | 11/19/09
competencled on hand washing. All staff,
contracted staff, and theraplsts perfarming
wound care have been competencled on
wound care as listed.

Random staff, contract employaes, and /15/10
therapists providing wound care will be Y15/

Nurse, or Wound Cara Nurse for 3 months.
If 100% compliance with wound care
protocol after 3 months is achiaved,
Infaction Control Nurse will monitor
quarterly.

All wounds infected with MRSA will be re-

2715410
cultured according to facility policy. /

All staff will be competencled on hand
washing and hand sanjitizer use until 100%  : 1/15/10
compliance is achieved. Al staff performing
peri-care will be competencied until 100%
compliance is achievad. Responsible party;
Infectlon Contral Nursa
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hegith. The findings were: _

and policy and procedures, the facility failed to
establish an ongoing system for monitoring
infaction contral practives among staff, This
failure resulted in an immediate jeopardy situation
for 5 residents (#19, #14, #15, #21, #26) who
wera being treated for wounds, In addition, the
facility failed to ensure staff used appropriate

{ hand hygiene during 4 random observations. The

facility's failure to conduct an ongaing survelllance
program and monitor infection control practices
among staff placed rasidents at increased risk for
infections. Fallure to practice and promote
acceptahle standards of hand hygiene presented
a significant, and avoidable, risk to resident

1. Refer to F314 for Infarmation related to use of
contaminated items and the potential transter of
methicillin resistant Staphylococcus aureus
(MRBA).

2. Due to the facility's failure to have an effective
syatam for protecting a vulnerable resident
population at high risk for Infaction, Immediate
jeopardy was called at 11/18/08 at 4:45 PM. On
11/18/09 at 2 PM, the immediate jeopardy was
removed on-site by the following actions;

a. Orders for wound cultures for resident #21
werre obtained from the medizal dirsctor,

b. A memo was posted that stated, "Effective

immediately. All residants with wound care orders |

will have their own stock of wound care supplies
in their room. Do not share wound care supplics
from resldent to resident. Place dressing supplies
in baskets that have bean provided.”

¢. Competency taols for hand
washing/gloving and clean dressing change

F 441, continued

Infection Control program will be developed

and implemented to Investigate, control
and prevent infections. Protocol will be in
place for determination of isclation
procaedure requirements.

Recards will be kept by Infection Control
Nurse of any incidents and corrective
procedures that were implemented. These
records will include:

...B. circumstances associated with incident; |

b. situation or canditions surrounding
incident;

¢. an evaluation and description of
corrective measures taken

All sudits and tracking tools will be
rewlewed monthly by the infection Control
Nurse identifying any trends or correctlve
actions needed and stating what the
corrective action will be.

1/15/10

1/15/10

1/15/10
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d. &kills Jabs were set up for competency
checks.

&. The RN consultant educated the resident
care dirsctor (RCDY and wound care nurse en
hand hygiene/gloving and clean dressing change
precedures. Their competency was evaluated by
the consultant with 100% compliance achieved.

f. The same education and competency
testing was gomplated for the other RNs and
LPNs on duty 11/8-11/19/09 by the RDC. A 100%
compliance was achigved,

g, The facility Implemented a system that
raquired contracted physical therapists and
agency nhurses 1o received education and perform
return demonstrations to establish competency
on hand hyglene and clean dressing change
procedures, Agency nurses and physical
therapists were required to complete the
competency test prior o any resident contact.

h. A schedule for performing weekly audits of
aducation and competency evaluations was

developed to gather information for submission to |

the Quality Assurance committee,

3. Review of the infection cantral pelicy and
procedures showed the facility's failure to
reculture the wound site after antimicrobial

therapy violated the facliity's policy for MRSA
infectiong,

4. The following concerns ware identified with
hand hyglene:

a. Observation on 11/16/0¢ at 4:35 PM
showed certified nursing assistant (CNA) #1
tlonned glovas and complatad perineal care for
resident #3 who had been incontinent of bowe|

) 10 BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF CORRECTION (x65)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LA IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROFRIATE DATE
DEPIGIENGY)
F 441 | Continued From page 40 F 441
procedures wers davalopad. 441, continued

Committea manthly.

The surveillance system will include tracking 1/15/10
infections, antibiotic use, and employee sich
calls. IC Nurse will communicate with the
Wound Care Nurse on curtent wounds and
treatments, progress of healing, any
cultures or infectious pracess of wounds,

Responsibla Party: Infection Control Nurse

Infection Control Nurse will report to QA

1725710
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and bladder, Wearing the same contaminated
gloves, the CNA then assisted the resident with
dressing, transfaming to a whaelchalr and then a
recliner, and attaching the aall light within the:
rasidant's reach, The CNA also wore the same
gloves while fastening the nait belt around herself
for use with othar residents,

b. Observation of a dressing change for
resident #21 on 11/16/02 at 1:46 PM showed
licensed practioal nurse (LPN) #1 took a tray
containing supplies into the resident's room. The
LPN cleansed the resident’s wound with wound
cleanser, cut a strip from an opened dressing
package obtained from the tray of supplies, then
applied the dressing and covered the wound with
Tegaderm, The LPN failed tn cleanse the
scissors from the fray either hefore or after use,
and she replaced them into the tray for use with
nther residanta,

c. Observation on 11/16/09 at 1:25 PM
showed resident #21 was incontinent of uring
while being transferred into bed, The linens an
the side of the bed became wet during the
transfar, but ware not changead by CNA,
Further ghservation at 4:50 PM showed the
resident had again been incontinent of urine. CNA
#1 aasisted the resident to remove his/har
cluthing and then washed the resident's bagk, but
not the perinea! area and legs, which wera also
wet with urine. After the resident's requast for a
drink, the GNA removed her right glove and,
using both hands, put clething on the resident's
lower body and then gave the resident a glass of
water, The CNA failed to perform hand hygiena
before handling the glass of water.

&, The RCD and wound cara nurge stated in an
Interview on 11/18/09 at 2:30 PM that their

FORM GMS-2667(02-88) Previaus Versions Obsolals Event |D: 727214 Faullity 16 Wynoea if continuation sheat Page 42 of 45
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rasponsibility for the Infaction control program
started after 10/31/02. They stated they had not
had an epportunity to continue the surveillance
data, monitoring and education that was ongoing
prior to that date. They also stated the facllity did

'not have a syster for ensuring nurses and

physical therapists wers competent regarding the
use of acceptable infection control practices
during dressing changes. Review of the infection
contrel data pravided by the RCD verified the lagk
of monitoring, data sullecting and edusation
regarding hand hygiene after 10/31/09,

6. The facillty's former infection contro!l nurse
stated in an interview on 11M9/09 at 11:45 AM,
that her position as the facility's infection control
nurse ended on 10/31/09, She stated prior to that
date she had provided hand hygiene education
for ali the facilty employees and conducted
random observations of hand hygiene. She stated
surveillance data and educational training
regarding dregsing changes for infected wounds
was not Included in the faclity's infection control
program. She algo sald during the time that she
was the infection control nurse she had po
involvement ot interaction with the wound care
team.

483.75(0)(1) QUALITY ASSESSMENT AND
ASSURANGCE

A facility must maintain a quality assessmant and
assurance committee consisting of the diractar of
nursing services; a physictan designated by the
facility; and at least 3 other members of the
facllity's staff,

The quallly asseasmant and assurance

£ 444

F 620
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comimittee meets at least quarterly o identify FE20
issues with respect to which quality assessment
and assurancepactivitle& are ﬁecetgsary: and A Quiality Assurance program I In place tha 1510
develops and implerents appropriate plans of includes but is not limited to F-tags - 1/15/10
action to correct identified quality deficiencies. identifiad in this survey.
A State or the Secretary may not require The QA Cammittee Includes the DON, 1/15/10
disclosure of the records of such committee Infection Control Nurse, Medical Director,
axcapt Insofar as such disclosure is related to the !
requirernents of this seation. staff members, The QA Committea will
) ) meet monthly for 6 manths to assure new
Good faith attomnts by the committea to idantity program’s effectiveness then at least
and correct quality deficiencies wili not he used as er] '
a basis for sanctions. quartery.
Goals of the QA Committee are to manltor
) . & evaluate quality of care, overses systems
E;]s REQUIREMENT is nct met as evidenced related to improving quality of care,
Based on staff interview, medical record review Promate consistent systems in resident
and obsarvations of care, the facility failed to care, identify negative outcomes & rasolve
.| ensure guality assuranca periormance o tham appropriately.
improvement (QAPI} program was effective in Expectations: Improve quality of care
Identifying problems and implementing actions to Criteria: The committee will review at 3
resolve prohlems. The failure specifically affectad ' TR
2 of 5 resldents (#21, #19) who were being minimum the quality indicator reports and
{reated for wounds, resulting in an immadiate all audited F-tag results.
]eopal‘dy situation. In ﬂddiﬂﬂﬂ. tthﬂﬂﬁity ff‘ai:fg to Tracking: The QA Record will includa:
ldentify othar care [ssues that were identifie .
the s?rvey fearn as systemic in scope: The ¥ prablem identified, plan of action, persan
resident census was 28, The findings were; responsible, expected date of completion,
any follow-up action, and whether ar not
. , , . the problem was resolved.
1. Intervisw with the resident care directory
(RGD)and administrater on 11/19/08 at 1:30 PM : 1
revealed the facility's QAPI pragram had not been QA Comeittee w;ll 5cru1;lnlze r:pnrts \ /10
effactive since April 2009 due to a change in presented at each meeting and summarize
administrative staff ahd committes members, The findings in committee minutes
RCD said data and information had bsen
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collactad in soma areas, but the committee had
not used the information to identify problems,
develop action plans, with the exception of falls,
or astablishad gosls. The RCGD stated data
regarding infection control had been collected up
until 10/31/08, but had not been used to address
the facility's currant problernss. The RCGD and
administrator confirmed a QAP plan needed to
be developed and implemented.

2. During the survay, the following care areas
ware identified &s regulting Immediate action by
the facility to correct significant issues: o

a. Refer to F314 for information regarding the
facility's fallure to implement skin care and wound
treatment practices with acceptable infection
control technicues.

b. Refer to F441 for information regarding the
facility's failure fo develop and implement an

effective infection control program.

3. The program failed to identify problems with
restorative services that resulted In avoldable
harm. Refer to F318 for details,

4. 1n addition, the program failed to identify
systemic problems that were present In the
following care areas.

a. Refer to F312 for details related to failure
to adequately assist dependent residents with
dining, bathing, and incontingnce care.

b, Refer to F315 for details related to failure
in maintaining urinary continence.

c. Refer to F332 for details that pertain to
medlcation errars

1
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