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1 1

A facilty must immediately inform the resident,
consult with the resident's physician; and if

' nown, notify the resident's legal representative
' or an interested family member when there is an’,

| mecident Involving the resident which results in j
'Injury and has the poteritist for Fequiring physician | e AT
- Intervention, a significant. change in the resident's ) l _

!
|
!
I
I
!

| physical, mental, or psychosacia! status (i.e., a
deterioration in health, mental, or psychosocial 1%

i status in either Iife threatening conditions or '

; clinical complioations); @ need to alter treatment

significantly (i.e., a need to diseontinue an

existing form of treatment due to adverse

.« consaquences, or to commence a new form of

. freatment); or a decision to transfer or discharge

the resident from the facilily as specified in

£483.12(a).

| The: facility must also promptly notify the resident
j and, if known, the resident’s legal representative
or interested family member when there is a

. change in room or roommate assignment as
specified in $483.15(e)(2); or 4 change In
resident rights under Federal or State law or
regulations as specified in paragraph (b){1) of
this section,

The facilty must record and perindically update
the address and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT [$ not met as evidenced
by: ,

- Based on staff interview, policy and procedure
review, and medical record review, the facility
failed to notlfy a physician of bload sugar changas
for one (#38) of six sample residents with »

LABCRATORY DIRECTOR'S OR PROVleRISUP_FLIER REPREBENTATIVE'S 8|GNATLIRE TITLE (%8} DATE

m,/'arulp_, L) a¥on Assis f“ﬂ?/)?"ﬁ‘a@/t%&@ﬂl&@f
Any de{ﬁclenc.y slalement anding with an astarisk {7) donotes a deficiency which the instilution may ba exeuged frem ofrrecting providing il s determinad that

other :anfeguards provide suffisient protection to the patisnts. (See instrueiions.) Excepl for nursing homes, ihe findings stated above ars disclosabia 90 days
following the date of survey whethar or not a plan of cartaction i pravided. For hursing hemas, the above findings and plans of corraction are dlsclasable 14
days following the date thase documants are made avsllable to lhe fagiiily, If deficiencies ara ciled, an approved plan of corraction is requisite to continuead
program paticlpation, .
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F 167 Continued From page 1 F157) FIS7Notification of Rights and Services
, diabetes. The findings were: , .
| The commection of this tag  will ba]
" Review of the diagnosis report revealed resident accomplished as follows: )
| #38 was admitted with a diagnosis of diabetes, ' ‘
! Review of the resident's documented blood sugar All blood. glucose readings for resident #38
| levels revealed this resident had fluctuating blood that are either under 70 or over 350 will be
supars ranging from a low of 50 mg/dL repotted to the resident’s physiclan as per
I'{milligrams per deciliter) to a high of 184 mg/dL, doctor's order. 8/5/05
. Review of the 3/1/0§ physician's orders revealed .
| staff were to notify the physician: if the resident's Allresidents with the diagnosis of diabetes ara |
' blood sugar was less than 70 mg/dL. or greater a2t risk,
: than 350 mg/dL. Review of the resident’s vital | [ ,
i report document revealed the resident’s binod : The nurse manager has spoken diectly mi
 Sugar levels were below 70 mg/cl 13 times those wursing swff who failed to report
between 3/1/05 and 6/13/05. Review of the entire b ] :
" medical record revealed the physician was not auomel blood glucose readings to the I
Notfied of the foltaia: phy physician. She is also conducting ongoing ix-
g service education with nursing staff, 12/05

a. blood sugar level of 50 mg/dl at 8:30 PM

 on 3/7/05,
. b. blood sugar level of 68 my/dL at 4,30 PM
on 4/18/05,

c. blood sugar level of 61 ma/dL at 4:30 PM
on 4/15/05.

d. blood sugar level of 56 mg/dL at 4:30 PN
on 4/20/08, _

e, blood sugar level of 62 mg/di, at 6:30 AM
on 4/22/05.

Review of the facility's policy entitled "Diabetic
Blood Sugar Monitoring," which was revised on
2122106, revealed "If the physician has given
specific parameters for.the resident, notify [the]
physician of any abnormalities on [thel next
business day if {the] resident exhlhits no signs
. and symptoms of hypo/hyparglyaemia. Abnormal
 blood sugar readings with clinical signs/symptoms
of hypothyperglycemia are to be reported to the
physician, or his aiternate, immediately."

Interview with the acting director of nurses on
6/16/05 at 12 noon confirmed the physician

The nurse manager, or her designes, will be I
vesponsible {or overseeing resident care. A
random sampling of & minimum of six resident
chajs - will be audited quarterly for
complisnce. The results wil) be reported a1
the quartetly Quality Assurance meeting and
reviewed by the Medica| Director.
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| non-gample resident who was being prepared for

| discharge to an Independent setting, was capable

. of self-administering medications. The findings
were;

SUMMARY STATEMENT OF DEFICIENCIES mo FROVIOER'S PLAN OF CORREGTION L s
SREMS | (EACH DEFICIENGY MUSTBE PREGEEDEDBYFULL | PREFIK .+ (EAGH CORREGTIVE ACTION SHOULD BE | comga’:._ﬁsrlon
TAG ¢ AREGULATORY QR |3C IDENTIFYING INFORMATION) TAG l GROSS-REFERENCED TO '_I:HE APPRO RiATE
i I DEFIGIENGY) |
F 157 Continued From page 2 F 157’ '
. showld have been nofifiad of the abhormal biood |
i sugar levels, ’
F 250, 483.15(g) SOCIAL SERVICES F 250} 250 Sosial Servicss
58=D . _
| The facility must provide medlcally-related social | The comect] this tag will be !
 services to attaln or maintain the highest ; ﬂc; mpli?hedl:? foﬁwr s tag
' practicable physical, mental, and psychosocial ’ '
welk-being of each resident | Resident #33 has been discharged, Prior to
This REQUIREMENT Is hot met as evidenced the discharge a locked security box" was
L by: purchased by WRC to store medications
Lo - during the trial period of self administration of
+ Based on observation, policy review, and staff J o : X
I‘ntewiew the facmty fa”ed tO ansure that one med'catlans. Tlle resldent was detennlﬂed 10 | 6,28}05

be successful at self administration,

All residents with the potential to be |
discharged are at risk to be affected

t During observation of a medication pass on
6/15/05 &t 4:50 PM, licensed practical nurse (LPN
: #1) administered medications to resident #33,
Interview on 6/16/05 at 10;30 AM with resident
#a3 revealed the social service designee was
making arrangements for the resident to move
into an apartment complex. The resldent stated
he/she was under the impression the move would
i oceur sometime in July 2005, When questioned

. about self-adminlstering of medications, the
resident stated the soglal service designee ( S8D)
had never discussed the matter as part of living
independently. Interview with the 8SD on 8/15/05
! at 10:45 AM confimed he was working with the

- resident regarding discharge to an apartment in

i the communlty. Further interview at that time
revealed the SSD had failed to recognize the
need for the resident to self-administer as a key
comriponent to ensure hefshe could ilve In an

The social service director, a5 well as the
entire discharge planning team, has been
instructed in the pracess of assessment of
readiness for self administation of
medications prior to tmalementstion of the
5¢lf administration trial period within the
facility,

The nurse manager/desigaee is responsible for
twonitoring any se/fadministration medication
program for residents, She, or hor designee,
will be required to be present at any discharge
planning meetings ¢ assure compiiance with
al) aspeets of discharge planoing. The resuits
will be reposted at the quarterly Quality
Assurance meeting and reviewed by the
Medical Director,
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| DEFIBIENCY)
F 280 Continted From page 3 L OF 250} '
| Unsupervised setting, '
| Review of the facllity policy regarding
self-administration of medications showed that
: one of the purposes was to provide a method of
assessment to determing if & resident was
i capable of self-administration,
[ ;
F 253, 483,15(h){2) ENVIRONMENT } F253
55=E
! The facllity must provide housekeeping and
[ maihtenance services necegsary to maintalha {
- sanitary, orderly, and comfortable interior. j
| ) . .
. This REQUIREMENT is not met as evidenced ‘.
by:
. Basad on obsertvation and resident and staff F 263 Environment of Care ‘
. interviews, the facillty failed to ensure a clean, _
[ orderly, and sanitary environment in several areas | The dirt around the doorways is an area which
' for resident use, The findings were: lhe commercial cleaning machines cannot
: reach, Thistype ofcleaninglls now being done
1, Observation of the norih unit on 6/16/05 at 8:20 | by hand. Doorways into resident rooms, ully
AM revealed the following concems: ' ! lon rooms, library and day
_ A room will be thoroughly cleaned, The
&, Thera was an accumulation Of dirt and entryway Into Reom #212 will be cleaned 8/5/05
grime arolind the doorways Into resident rooms, '
willity roomns and the medicatlor! room. The fioor tape in the Special Gare unit across
b. There was an accurmulation of dirt and from Room #227, which had been used for
grime undermeath the double doors leading to the bowling activity, has been removed, 7/05/06
 library and underneath the double doors leading
to the day room. The Yop of the refrigerator in the closet, Raom
c. There was a large spot of accumulated dirt 229, has heen cleaned of cracker crumbs. 7/05/05
and a large dark brown stain in the entryway to
resident room 242,
1
. 2. Qbservation of the north special care unit on
6/16/05 at 8:30 AM revealed the following
concerns:
a. There were ten places of dirty tape,

Vv
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" smoke.

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF GORRECTION 8y
PREFIX |  (EACH DEFICIENCY MUST BE PRECERDED BY FULL ' PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED YO THE APPROPRIATE l DATE
, A DEFICIENCY)
F 253 Continued From page 4 i F253 li
" measuring approximately 1 inch by 3/4 inch In the | , . _ . -
t middle of the floor, across from resident room | F263 Environment of Care - cantinued |
227, ‘ _ _ :
"~ b. There was an accumulation of oracker l I‘;SJL‘L‘LF” Teaﬁodgd‘h%&mfekiﬁ% r;:ilr;s !
4 ' . L] ] !
. crurnbs on top of the refrigerator located In room ! vents, fens and windows have beeny |
228, i cleaned and will continue to be cleaned
' ! weekly. The fiours and ashtrays have
3. Observation of the north smoking reom on : been cleaned and are being cleaned
| 6/16/05 at B:45 AM revealed the following ' daily, 7114/05
i concerms. ' i _ ) )
8. There were two floor mats disoolered by | A room air fitering device s being
: smoke, : reviewed for purchase to help control the /
' b. There was a strong smoke odor . smoks odor. : 8/5/05
' permeating the room, J microwave . ’
_ imt;. The celling vent was covered with dirt and gggn ‘cI:raned, Inthe acilvites araa has 7113106
H gr . '
[ . .
. d. The walls were stained from cigarette ! The defibrillator, aspirator and suction 3/ |

machines-have-oll-bearcleaned:

8. The window was dingy and covered with
smoke residug,

interview on 6/14/05 at 9 AM with resident

| #54 revealed he/she thought the smoking area

smelled bad, !

4. On 6/15/04 at 2 PM observation of the smoking
| room on the south unit revealed the foliowing
concermns:

a Two plastic floor mats were dark
brownish/black and covered in clgarette burns.
Interview with the maintensnce man on 6/15/05 at
240 PM revealed the mats were originally light
creamin colar.

D, The yellow walls were slained from smoke,

¢. The windows were dingy and coated with
cigarette smoke residue.

d. The tile floor was stained and had
numerous black scuff marke and scrapes.

e. When the door to the smoking room was
: opened, tha odor wafted inle the main caorridor

All doorways In the facility have the
potential to become soiled.

All refrigerators in the facllity have the
potential to become sofled.

Both north and south smoking raoma will
continue to be used on a dally basis and
have the potential to vecome soilad
and/or smell of smoke.

All microwaves in the faciity have the
potential lo become soiled.

Any equipment which is used on an
infrequen basis has the potential 1o
become dusty and/or solied.  This
equipment will be kept covered,
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i ‘ DEFICIENCY) .
F 253! Continuad From page 5 f F 253! !

and lingered for about 156 minutes. in addition, tha
odor was such that LPN #2 gave housekeeper #1 |
a mask o wear while cleaning the raom,

F2353 Environment of Care ~ continued

| f. Interview an 6/15/05 at 2:40 PM with a , Housekeeptng  department s primarily

 maintenance man #1 revealed there were a1 least responsible” for cleaning in the facility.
five residents on the south unit who used that Nursing personne! and/or individual sweffin | -
particular smaoking room. . each resident care area will assist as needed in

i isolated incidents.
5. Observation of the south unit on 6/16/05 at

8:15 AM reveeled thers was an agcumulation of A “wallabout” checklist will be given to the
. dirt and grime around the doorways into resident deparunent managers menthly and they will |
rooms, utllity rooms, and the medication room, ~ work in pairs to monitor the cleagliness of I
specified ateas. Results will be reported tothe |

8. Observation of the activity room on 6/18/05 at | director of housskeeping who will essign
9:39 AM revealed there was a microwave used | cleaning tasks as necossary. The results will
| for resident food, Obseryahon of the Interior of the be reported at the quarterly Quality Assurance |
microwave revealed brown colored stains and meeting and reviewed by the Medical |

! food particles on the top and bottam,

Director.

7. Observations on 6/13/05 af :30 PM at the
nerth and south nurses' stations revealed an
aspirator and a defibrillator. Both were coated
with a heavy accumulation of dust,

8. Obsaivation oh 6/14/05 at 8 AM revesalad a

1 suetion machine in the far left corner of the main
| dining room. There was excessive dust build-up
on the throat evacuation hox, along with a bottie
of sterlie water that had expired on 12/04.

F 272 | 483,20(b) RESIDENT ASSESSMENT F 272
SS=E
. A facility must make a comprehenswe

i assessment of a resident’s needs, using the RAI
specified by the State. The assessment must
include at least the following:

Identification and demographic Information:

FORM CM5-2567(02-89) Previous Versions Obaolete Evenl ID; KOSZ11 Faoility iD:  Wyoo2g If continuation sheet Page 6 of 25
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" Customary routine,
Cognitive patterns;
' Communication;

Vision;

Mood and behavior patterns;

Peychnsocial well-baing;

Physical functioning and structural problems;

| Continence;

Disease diagnosfs and health conditions;

STATEMENT OF DEFICIENCIES {%!) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER; _ COMPLETED
A, BUILDING
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525021 06/16/2005
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My SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF GORREGTION U s
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOLULD BE ' COMPLETION
TAG REQULATORY DR LSC (DENTIFYING INFORMATION) TAG | CROSS-REFERENCED TQ TME APPROPRIATE | BATE
. | DEFICIENCY) |
F 272 Continued From page 6 F 272 !

Dental-and-putritional-atatus:

Skin conditlons;

Aclivity pursuit:

Medications:

Special treatments and procedures;
Discharge potentfal; !
» Documentation of summaty informatioh regarding
 the additionat assessment performed through the
resident assessment protocols; and

Documentation of participation in assessment.

This REQUIREMENT s not met as evidenced

by:
Based on observation, medical record review,
FORM CMS.2667(02.09) Previous Versions Dhsclate Event ID; KQSZ11 Fadlity ID:  WyDD3aB
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+ and staff interview, the facllity failed to complete
comprehensive assessments in varlous areas for
6 of 16 sample residents (#18, #36, #485, #5686,
#60, #63, #64) who required those assessments,
! The findings were;

1. Observation on 6/14/06 at 10:56 AM shawed
resident #45 was confinad in a wheelchair with a
grey belt which crossed histher [ap and looped
over prongs that were |ocated in the back of the
wheelchair, The belt lacked a self-releasing

' buckie and kept the resident restrained, Review
of the 2/21/05 admission Minimum Data Set
(MDS) assessment revealed the residentwas |
. severely cognitively Impaired, received ;
. entipsychotic medications, and did not require
restraints.

F 272/ F272 Resident Assessment - Comprehensive
{ Assessment

The correction of this tag will be
accomplished as follows:

Comprehensive resident assessments for
chemical/physical restraints will be complered -
for residents #45, #58, #84, #60 and #38 as
part of the MDS assessment, B/5/05

All residents on chemical/physica) restraints
are at risk.

The MDS coordinator, under the direction of
the nurse wmanager, is responsible for the
| completion of assessments of all residents,

According to_the physician's-orders,-the

resident received Zyprexa (antipsychotic) 2.5
milligrams (mg) since 11/10/04 and utilized a grey
" loap belt restraint since 4/19/05. Review of the
assessment information listed in Section V for the
aforementioned MDS assesament showed a
comprehensive assessment related to the
antipsychotic medication was lacking, In addition,
the medical record Jacked an evaluation which
addressed the safely of ihe belt and whether it
was the least restrictive restraining device.

Interview with the MDS coordinator on
6/15/05 at 4 PM confirmed lack of camprehensive
assessments for the antlpsychotic medication ang
s restraints,

2, Review of the physician's crders revealed
resident #58 recelved Seroquel (antipsychotic)
100 myg twice a day since 6/16/04, Review of 1he
10/29/04 annual MDS assessment confirmed the
resident triggered for use of an antipsychotic

. medicalion and required further assessment,

The medical records supervisor will prepare a
random mounthly report of il residents
recelving autipsychotic and/or psychotropic
medications and physical restraints, The
medical records of those residents wil] ba
reviewed by the nurse manager or her
designee to assure that a comprehensive
assessment for the antipsychotic medication
and/or physical resuaint was complered. The
policy and procedure on restraints will be in-
serviced to all staff by the MDS and training
coordinators.  Before any restraint s
implemented, the nurse manager/designee will
be notified to assure that the family, physician,
end resident have all been involved in the
decision and the appropriate least-restrictive
‘device implemented. The results will be
reported at the quarterly Quality Assurance
meeting and reviewed by the Medical
Director.
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| However, according to the informatlon included

_with that MDS assessment, the only reason the

| resident recefved the medication was for a

! diagnosls of Alzheimer's disease. Interview with
the MDS ¢oordinator on 6/15/05 at 4 PM , ,

, confirmad lack of a comprehensive assessment

*which Identified the causative and contributing

: factors for use of the antipsychotic medication.

1

! 3. Reviaw of the §/27/05 annual MDS

- assessmeant showed resident #64 triggerad for !

i use of an antipsychotic medication and required '

i further assessment, Review of the physician's

' orders confirmed the resident recelved Seroquel !

1 12.5 mg since 1/16/05. Avcording to the 5/27/06 - !

| evaluation for use of the antipsychotic medication,

} the resident recelved it for dementia and a ‘
diagnosis of psychosis, No further assessment |

—information-was-provided-Interview-with-the-MDS ;
- coordinalor on 6/15/05 at 4 PM confirmed lack of
a comprehensive assessment explaining why the
antipsychotic medication was appropriate for the

resident,

4. Reviaw of the June 2005 physician orders for
resident #18 revealed he/she had heen on
Risperdal (antipsychotic) 2 mg since admission
on 3/26/05, Aceording 1o the resident's 4/8/05

, admission MD$S assessment, the resident was

i Identified as recelving an antipsyehotic drug,

l However, review of the 4/8/05 Resident

1 Assessment Protocol (RAP) summary showed
the area to address'psychotropic drug Use was
blank, As a result, a comprenensive assessment
' addressing the use of this drug was not
performed.

5. Review of the June 2005 physician's orders for
resident #63 rovealed he/she received Seroguel
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F272 , Continued From page 9

50 mg since 12/20/04, Accarding 1o the resident's
1/7/05 14 day MDS assessment and the 4/8/05

.quarterly MDS assessment, the rasident was

' ldentified as recelving an antipsychotic drug,
However, review of the 1/7/05 RAP moduies,

| revaaled use of Seroquel was not addressed, As

' a result, a comprehensive assessment

' addressing the use of this drug was not done.

i

| 6. Review of the physicien's progress notes
revealed resident #50 was admitted with

' diagnoses Including obsessive compulsive

i disorder, and schizophrenia. Review of the
December 2004 physlcian's arders revealed

“orders for Thorazine (antipsychotic) 25 mg three

i times daily, Zyprexa 15 mg daily, Xanax

, (antianxiety) 0.25 mg daily and 0.5 mg as needed,’

* and [thlum (antipsychotic) 300 mg twice daily. !

I
J

F272

Review-of the-medical record,including soclal
service notes and all assessments, revealed
there was no comprehenslve assessmeant for
! psychotropic medications,

7. Review of the diagnosis report revealed
resigent #38 wag admitted with diagnoses
including bipolar disease, Review of the April
2008 physlcian's otders revealed an order for
: Saroquel 50 mg daily. Review of the medical
record, including social service notes and all
assessments, revealed thera was no
comprehensive assessment tor psychotropic
medications. _

[
F 280 ; 483.20(k)(2) RESIDENT ASSESSMENT
88=D

;( A comprehensive care plan must be:

! .
i Developed within 7 days after the completion of
| the comprehensive assessment;

F 260
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F 280 Continued From page 10

' Prepared by an interdisciplinary team, that

Lincludes the attending physician, 8 registered

. nurse with responsibility for the resident, and

" ather appropriate staff in disciplines as

| determined by the resident's needs, and, 1o the

r extent practicable, the participation of the

'resident, the resident's famlly or the resident's
legal representative; and

Pericdically reviewed and revised by a team of
- qualified persons after each assessment,

| This REQUIREMENT s not met as evidenced
by:

) Based on observation, record review, and staff
Interview, the facllity failled to revise care plans for

2 of 16 sample residenis. Residents #37 and #63

F 260, F280Resident Assessment ~ Revision of Care i

i Plang i

| A revised care plan will be completed for I
| Residents #37 and #63 re toileting issues. 8/5/65

All residents with toileting needs are at risik if
. ¢are plans are not updated as their toileting
[ needs change.

The MDS coordinator and bowel and bladder
nurse, under the direction of the nurse
managet, are responsible for the resident care
plan as part of the MDS process. The nurse
manager will review the current care planning
progess,

5 A minimum of 6 residert care plans will be

_reviewsd monthly by the  nurse

did not have an Updated care plan to address
| current tolleting needs. The findings were:
| 1. During observation on 6/15/05 at 8,55 AM,
resident #37 refused toilating and was assisted to
bed. Further observation at 10;30 AM revealed
the resident was continent of urine, Review of the
resident's toileting plan for the day shift showed
he/she was to be tolleted every two to two and
- ane half hours. Interview with cerified nurse aide
(CNA) #2 at 1046 AM revealed this plan was not
current, Instead, the resident was toileted before
breakfast and hefore lunch. The CNA also stated
the resident was able {0 let staff know when
" hefshe needed to use the tollet,

|

' 2, Observation on 6/16/05 at 10:30 AM revealed
resident #63 was continent of urine. Review af the
resident's toileting cara pian showad the resident
was 10 be toileted betwaen 8:30 AM and 8 AM,
between 11 AM and 11:30 AM, and between 1:30

menager/designee  for  accuracy  end
complefeness, The results will be reported at
» the quarterly Quality Assurance meeting and
reviewed by the Medical Director.
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{
|
 PM and 2 PM. Interview with CNA #2 on &/15/05 ; ]
' 3t 8:55 AM revealed this plan was not current,
 Instead, the resident was tolleted before i l
i
o
|

i breakfast and before funch, The CNA further

. stated, that when asked, the residantwas able to -

l tell staff if he/she needed to use the toilet

i Inlerview on 6/15/05 at 10:50 AM, with the
licensed practical nurse (LPN) responsible for the |

lfaciliiy‘s bowel and bladder program verified the
toileting care plans for resident's #37 and #63

iwere not current.

F 281

F 281 | 483.20(k)(3)() RESIDENT ASSESSMENT
85=E ,
i The services provided or arranged by the facllity
l must meet professional standards of quaity,

_This REQUIREMENT s not met as evidenced
by:
Eased on observation, record review, and staff
interview, the facllity failed to ensure staff followed
professional standards of practice, Licensed staff
left medications unattended or unlocked ahd
administered an incorrect dose of Tegretal to
Resident #41, The findings were:

1. During observation on §/15/05 at 4:50 PM,
licensed practical nurse ([.PN #1) administered
Tegretol (anti-seizure) 300 mg (three 100 mg

| {ablets) to resident #41, When LPN #1 went to
dispense the evening dose of Tegretol, he/she

- found that one of the three tablets still remained
{ in the AM portion of the bubble pack. The L.PN
clesed that portion of the bubble pack with tape,
and noted that only 200 mg had been given thal
' AM instead of 300 mg, Review of the June 2008
i physiclan's erders showed the morning dose of

FORM CMS-2587{02:98) Previous Versions Obsolete Event [D: KDSZ11 'FBcllily D, WyQo3e . If zantinuation sheel Paga 12 of 25
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F 281 1 Continued From page 12 Faet, F281 Resident Assessment — Professional
_ Tegretol was 300 ma. | Standards of Quality ;
' ! i
: 2. Observation on 6/13/05 at 5:34 PM showed ! . !
iansed racicl nuss (LPN) 4 rinieied | e |
medicatlons including Depakote {anticonvulsant | 1 #41 and 430 will be reviewed by the nurse |
aIso used to control manic episodes associated ' mana . g
! ! ger with the individual nurses who
—~—with bipolar disorders) and Lorazepam | were nvolved i this defici "’B'f 5705
: (sedative/hypnotic) to resident #30, Howaver, the : ere invoived i tis deficiency. !
a LPN set the medication cup an the dining room ’ . ) . }
: table, tumed, and walked away without watching The nurse educator will present an in-
! to ses If the resident actually took the | service on passing medications to all ‘B/
. medications. On B/16/05 at 12,10 PM, review of professional nursing staff. B/5/03
 the resident's care plan with LPN #2 revealed tha - - : L
: ’-Esldent Wwas f')Dt care p[anned for A.U rcmdeﬂts are at r‘l&k fur meditatwn
| self-administration of medications, During the Errors, |
review, the LPN stated the resident had a "very _ ‘ o
 ghort* short term memoty and siaff must walch to All licensed professionals are respousible |
_ ! be-sure-the-resident swallowed-medisations. for the safe-administration-of medicationgto—;
! In addition, observation on 6/13/05 at §:34 ' residents. The nurse manager/designee will |
.1 PM showed LPN #4 left the medication cart do a medication pass observation quarterly
unlocked when she administered medications to 10 include at lepst two shilts on each of the
the resident. The LPN had no visual cantact of nursing units. The results will be reported ]
the cart for 15 seconds, ang several residents at the quarterly Quality Assurance meeting
were seated naext to it Furthermore, many and reviewed by the Medical Director.
residents were coming into the dining room for |
the evening meal, !
3, During observation on 6/14/05 at 8:50 AM, LPN
#2 |eft the medication cant unaftended with 2
hottle of multivitamins, 8 bottie of Vitamin B, and
an Inhaler on tap of it. During this time period
obsarvation showed residents In the area of the
medication cart.
r;zaz 483,20(k)(3)ii) RESIDENT ASSESSMENT F 282
S=D
The services provided or arranged by the facllty
must be provided by qualifiad persens in
accordance with each resident's written plan of
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F 282 i Continued From page 13 i F282 P87 — Resident ASsessment -
| care. lmplementation of Care Plan
)
This REQUIREMENT is not met as evidenced The nurse maneger has reviewed the propet I
by. i settings for Jobst pressure tockings for
' Based on observation, staf Interview, medical resident #61, us per physician order, with the
il recard review, and review of facliity policies and : supervisingrestorative/funcrional mainlenance | ) 5 s
 procadures, the facllity falled to ensure correct NUESE, v — Trmee
Limplementation of the care plan for 1 (#61) of 16 |
_sample residents. The findings were: : The nurse educator will present an in-service
) o . on the proper application of Jobst pressure
: Review of the diagnosis repart revealed resident stockings to all professional nursing staff. 1 8/5/05
1 #61 was admitted with diagnoses including 1 |
' peripheral vascular disease. Review of the May All residents are at risk if such equipment is |
2005 physician's orders revealed an orderfor | ordered by the physician, ' -
| daily Jobst pressure stocking treatment, at40to ! |
50 pounds of pressure, for twenty minutes to | The restorative/funcrional maintenance nurse. |
. @ach leg. Observation on 6/14/05 at 8,50 AM will review the policy and will be responsible
| revealed a cenified_nurse alde (CNAS) placed forUre—application o 1z TobStPressure
the Jobst stocking on the resident's left leg. Stocking. The nurse manbger is ltimately
Further observatian reveaied CNA #5 set the dial res onsi‘t;le for ull resident care provided in’
' a1 32 pounds of pressure. When asked by the mepfa ol P _
{ surveyor'hc?w she knew where to set tne dial, the - ity.
CNA stated It was on the restorative physician . . . _
order flow sheet, Review of that flow sheet Tli’ﬁ ;‘“mmwf fonctional “fammami’;n:m
revealed the dial should have been set at 40-50 will check the pressure settings specified by
pounds of pressura instead of 32 pounds of  the physician orders apainst the pressure
pressure. Interview with the acting director of settiogs which are set on the equipment,
nurses on 6/16/06 at 12 noon confirmed the + Results will bs reported o the nurse manager
| pressure should have been set as written on the , and at the quorterly Quality Assurance
| restorative physician order flow sheet, which was | ' mocting and reviewed by the Medical
hased on physician orders. Director,
F 312 | 483.25(a)(3) QUALITY OF CARE F 312
S8=D
Aresident who [s unabie to carry out activifies of
dally living receives tha necessary services to
maintain good nutrition, grooming, and personal
and oral hyglene.
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| : ‘
 The comrection of tals tag will be
| Thls REQUIREMENT is not met as svidenced accomplished as follows:
l Based on cbservation, staff Interview, polioy and The nurse manager has presented an in-service
. procedure review, and medical record review, the on proper pesinesl care to all nurging
facility falled to assure stahﬂ provfl?"ed gsod N assistants and physical therapy assistants, She
parend gl rog e e shstnatens s vk i ol
; OF perinca ! staff meerings. 6/28/05

required staff assistance. The findings were:

-1, According to the Facility's January 2002 policy
* and pracedure, "Perineal Care,” staff should
cleanse the perineal area by "wiping from front {o
 back."” In addition, according to the critical

| ' element steps ih the November 2007 "Nursa Alde
: Written (or Oral) Examination and Skills
Evaluation Candidate Handbook," staff should
use a clean area of the wipe with each stroke

All residents recsiving perineel care are at risk
of infection due to improper procedures.

The nurse manager/designee will observe six
gides on each shift providing perineal care
each quarter, The results will be reported a1
the quarterly Quality Assurance meeting and
. reviewed by the Medical Directar,

when-providing-perineal-care-inciusion-of-the
, critical element steps was identified as necessary
[ to pass the skills test, The following concerns
' related to lack of implementation of this skill were
 identified;
a, Review of the 2/21/05 admission Minimum
Data Set (MDS) assessment revealed sample
resident #45 required total staff assistance with
tolleting and hygiens. On 6/14/05 at 8:42 AM
| observation showed a staif member assisted
i resident #48 to the tollet. Although the residen!
' was continent, ths staff member provided
perineal care by cleansing the resident with a
| back and forth motian from the buttocks to the
anterlor perineal area. in addition, the staff
| member used the same area of the permeai Wipe
while cleansing the resident. :
b. Observation on 5/14/05 at 9:30 AM showed
a staff member assisted non-sampie resident #48
to the woilet. The resldent was continent of urine
but required staff assistance with perineal care,
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F 312 i Continued From page 15

. When the staff member provided that assistance,
she cleansed the resident using a back and forth
motion with the same area of the periheal wipe,

+_ Interview with the acting director of nursing
(ADON) on 6M16/08 at 2:30 PM confirmed

, providing perineal care with 3 back and forth

I motion was not acceptable.

2, Reviaw of the 5/13/05 annual MDS

assessment revealed sample resident #61 was

Incontinent and dependent on staff for perinesl
- gare. Accarding to the current care plan, staft
. wera fo provide parineal care for the resident after
*'each incontinent episoda. Observation on 6/14/05
“at 11:15 AM reveaied the resident's incontinence
brief was wet with urine. Observation further
revealed a staff member did not cleanse the
anterlor peringal area, which was damp with
urine, priar to placing & clean btiaf on the

|
!
N
| 1
| z
’ |

resident, Interview with the ADON on 6/16/05 at
12 noon revealed the staff member stated she/he
hed "forgotten” to do proper perineal care.

F 318
85=D

483.25(e)(2) QUALITY OF CARE

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
with a limited range of motion recelves
appropriate treatment and services fo increase
range of moetion and/or to prevent further
decrease In range of motion.

'tt)'hfs REQUIREMENT s not met as evidenced
y:

Based on abservation, medical record review,

¢ staff Interview, and review of facility policies and

nursing schedules, the facility failed to
consistently provide range of metion services for

F 318
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. severely tmpaired cognition, Review of the

| restorative evaluation for the 4/6/05 Medicare

! assessment showed the residens had partial loss

: of voluntary movement in one leg and foot. :

| According to the physleian's orders dated 4/12/05, |

" the resident was on the restorative nursing |

, Program (RNP) and staff were to provide lower

. extramity exercises slx times & week. Further

{ review of the orders showed thi frequency of the
program was decreased io three times a week on
§112/05, According to the tacllity's policies and
procedures ralated to tha restoralive nursing

| program, the purpose of the program was to

(X4 ip SUMMARY STATEMENT OF DEFICIENCIES i m PROVIDER'S PLAN OF CORRECTION [ sy
PREFIX {EACH DEF|CIENCY MUST BE PRECEEDED BY FULL, | PREFIX ! {EACH GORRECTIVE AGTIDN SHOULD BE COMPLETION
TAG | REGLILATORY OR LSC IDENTIFYING INFORMATION) TAG CROES-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENGY) |
F 318 : Contihued From page 16 F 318 F318~Quality of Care ~ Range of Motion '
| two of elght sample residents (#45, #64) with ) .
; fimited range of motion and/or loss of valuntary The restorative care provided to residents #45
" movement, The findings wers: . and #64 has been reviewed by the nurss i
; _ manager 10 verify that a problem occurred. !
t 1. According to the 2/21/05 admission Minimum ! The cave provided did not meet the frequency |
' Data Set (MDS) assesstment, resident #45 had . ordered by the physician. b6I16/05

All residents who receive restorative care are
at risk. '

The restorative program ls being reviewed to
ensure that residents receive appropriste
| restoratlve care in 4 timely manner, as ordered
by the physician, The uurse manager will
meet with the restorative nurse to review the !
program and make adjustments as necessary
to assure compliance with physician orders,

The-nuise-manager-wili report e Tesu/5 of

"perform restorative nursing therapy as |
prescribed...”

Review of the RNP documentation for April
and May 2005 showed staff provided the pragram
for the resident 10 times from April 12th through
April 30th and 6 times from May 1st through May
} 12th, a total of 16 timas out of 26 opportunities.
After the exerclse program was changed to three
times a week on 5/12/05, review of the RNP
documentation showed staff failed to provide the
program twice from §/12/05 through 6/14/06,

Interview with the restorative nurse on
| 6/16/06 at 8:25 AM confirmed the restorative
, NUrsing program was not provided as ordered,

2. Review of the 3/4/05 quarterly and 5/27/06
annual MDS assessments showed resident #84
had severely impaired cognition and bilateral
limitations in range of motion with partial joss of
veluntary movemant |h the arms, hands, legs, and

the meeting and any pertinent findings at the
guarterly Quality Assurance meeting as
Teviewed by the Medical Director,

FORM CM3-2567({02-09) Previous Vamions Obsalgle Bvent 10; KOS211

Fecllly ID;  Wyo0ae If continuation sheet Poge 17 af 28



JUL-27-2085  B88:13

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

OFFICE OF REGIONAL

F.19

- v

PRINTED: 07/08/2005
FORM AFPROVED
OMB NO. 0938-0391

STATEMENT OF BEFICIENCIER {X1) PROVIDER/SUPPLIER/CLIA (323 MULTIPLE CONSTRUCTION {%2) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER; COMPLETER
A BUILDING _
B WING
£as021 86/M16/2005
NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, CITY, STATE, ZIP CODE
850 HWY 20 SOUTH
1 ETIREMENT CENTER
WYOMING RETIREMENT CENTER BASIN, WY 82410
{xay b SUMMARY STATEMENT OF DEFICIENC|E& o] ' PROVIDER'S PLAN OF CORRECTION \ [%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL ' PREFIX {EACH CORRECTIVE ACTION SHOULD BE ! SOMPLETION
1AG REGULATORY OR LSGC IDENTIFYING INFORMATION} v TAG (ROS3-REFERENCED TO THE APPROPRIATE baTe

DEFIGIENGY) |

F 318 Continued From page 17

| feat, Qbservation on 6/14/06 at 9:40 AM showed |

_the resident recelved an exercise program.

' Review of that program reveaied the resident was ;
on a functional maintenance program (FMP) -

 three times a week. Howevet, revlew of the FMP
documentation for March, April, May, and June

; 2008 showed the facility failed to provide the

! program once tn March, three times in April, and
three times in May. Furthermore, as of June 13,

i 2005, the program was only provided three times
out of six possible opportunlfies. Although review

. of the facility's policies and procedures related to

- the restorative program showed the job
description for the restorative alde Included

| "Conduct therapy regimens as instructed.,.”,
interview with restorative alde (RA} #1 on 6/14/06 .
al 9:40 AM confirmed the documentation was
accurate and the pragram was not always

|
!
3
|

Fas.
|

"provided as Instructed due to belng "short

i staffed.”

I 3. During confidential interviews between 6/13/05

_and 6/16/05, a staff member stated she might not

; be pulled from the restorative program, but she

¢ had to cover other areas when someone else was

. pulled. A second staff member also stated the

| restorative staff were pulled to orovide care

elsewhere when the facility was short staffed, The

I second staff member stated there was cne

| restorative nurse, two RAs, and a total of 48

: residents who were on either the functional or

! restorative programs, When either the restorative

" nurse of the RA was pulled elsewhere, the
remainihg staff had to plck up extra residents.

| When this happened the FMP was dropped to

i provide the RNP. Review of the nursing

schedules for June 2005 confirmed the

restorative staff were assigned other dulies.
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exposed metal plates.

2. Obsaervation of the north shower room on
6/16/05 al 9 AM revealed It was uniocked and the
door was standing open. The following concerns
were identified:

a. There were three straight edge razors lying
on shelf areas accessible (o residents,

b.‘There was one bottle with a Sysce label
that cantained a chemical compoind and two
" bottles of body wash with hazardaus waming
 labels; all three boitles were on shelves which

were accessible to residents.

! Interview with CNA #3 on 6/16/05 at &:10 AM
I'revealed the shower room door was supposed to

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
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4y 1D SUMMARY STATEMENT OF DEFICIENGIES PoD PROVIDER'S PLAN OF CORRECTION o
T BE PR ED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHQULD BE COMPLETIO:
P?ng : F‘!EIE‘E?J{LAO%R'ESI: IQ?}%EENTIFYIE}%E'IEJ?DRMAﬂON} I TAG CROSS'REFEREBIEFEI% Jz% I%E APPROPRIATE | DATE
F 323 ' Continued From page 18 F 323! F323 — Quality of Care-Safe Environment l
‘ 323
};gzg 483.28((1) QUALITY OF CARE i " The correction of this tag has been l
[ The facility must ensure that the resident , accomplished Dy the follawing; |
onment remains as free of accident hazards ' ,
' gg\gpossigle. The outlet faceplate in the smoking room has | 6/16/05
. been repaired. ' :
! This REQUIREMENT s not meat as evidenced The elecirie vazor located outside of Room
by: : i #241 has'been removed, as was the mislabeled
 Based on observation and staff Interview, the botle of hand sanitizer. The safety razors
i facility feiled to ensure a safe environment. The have been moved to the locked cabinet in the
i findings were: bathing area. The bathing aides have been
: reminded to keep the bathing area locked
. During tour of the north unit on 6/16/05 from when they are not in direct attendance, 6/20/05
8:20 AM to 9:15 AM the following safety concems i ' )
were identified: . All residents are at risk in an unatiended |
| & There was a razor plugged Into the wall ‘ * bathing area, !
! socket lying on the handrail outside room 241, :
I' —b—There-was-a-bottle-of-hand-sanitizer The nurse manager has spoken directly with
-! (identiﬁed as hazardUUB matEﬁa[) on {he handl’ail the I)[“h ﬂides WhO wetes l'csponsib]e for thc
! outside room 243, above problems, Maintenance has been
¢, There was an outlet facaplate locatf_ad instructed on the importance of checking
towar_ds the back wall next to the Wmdoyv in the faceplates and electrical outlets on & regular
smoking room that was crooked, exposing two basis to identify and correct probletus, 6/20/05

A “wallabout” checklist will be given to the
department managers monthly and they wil)
work In pairs to monitor the safety of a
specified area. Resulrs will be reported to the
aurse mavager and director of maintenance for
appropriate action. The rasults will then be
reparted ar the quarterly Quality Assurance
meeting and roviewed by the Medical
Director.
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! The facliity must have sufficient nursing staff to
provide nursing and related services to attain or

“maintain the highest practicable physical, mental,

. ahd psychosocial welkbeing of each resident, as

' deterrnined by resident assessments and

i individual plans of care,

{ The facility must provide services by sufficient

} numbers of each of the following types of

| personnel oh a 24-hour basis to provide nursing

- oare to all residents in accordance with resldent

. care plans:
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AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
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SUMMARY STATEMEHT OF DEFIGIENCIES i P PROVIDER'S PLAN OF CORRECTION s
F‘-’é‘@é& " [{EAGH DEFICIENGY MUST BE PRECEEDED BY FULL . PREFIX {EACH CORRECTIVE AGTION SHOULD BE | cm.&rsgnon
TAG REGLULATORY OR LSC IDENTIFYING INFORMATION] * TAG |  CROSS-REFERENGEQD TO THE APPROPRIATE
. ; ' DEFICIENGY)
; ! i v
F 323, Continued Froam page 18 | F 323
, be kept closed and locked. ! ’
i
F 353 ' 483.30(a)(1)&(2) NURSING SERVICES ' F 3‘53!

.' Excepl-when waived_under psragrapn-(c)-of this

| section, licensed nurses; and other nursing

| personnel.

Except when walved under paragraph (c) of this
gection, the facility must designate a licensed

| nurse to serve as a charge nurse on each tour of
, duty.

This REQUIREMENT is not met as avidenced
by

Based on obsérvation, medica! record review,
confidential Interviews with residents and staff,
and review of facility policies and nursing

» sehedules, the facilty failed to provide sufficient
staff [0 provide timely care and services for
residents, The findings were:

| 1. During confidential interviews between 6/13/05
and 8/16/05, a staff member stated she might not
be pulled from the restorative program, but she
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DEFICIENGY)
F 363 Continued From page 20 ; F353( F353 ~Nursing Serviees - Staffing ;
j had to cover other areas when someone else was ! ! . . . l
pulled. A second staff member aiso stated the E:fﬁnfem.;ﬁi:"g ast;'gm:‘f’:ts °fadm'cs for |
: restorative staff were pulied to provide care ng revi y the purse manager for 8/05/05
| elsewhere when the facility was short staffed. The appropriateness, '
! sacond staif member stated thers were one , o I
. restorative nurse, two restorative aldes (RAs), All resu'jent:s are at visk if staffing levels are !
i and a total of 48 residants who were on either the not appropriate.
! functional maintenance or restoralive nursing . ) .
' programs. When sither the restorative nurse or Two nursing supervisor positions have bean
Ithe RA were pulled elsewhera, the remaining staff reclassified 1o staff positions 10 enhance
had o pick up extra residents, When this nursing coverage. A second activities parson l
: happened the functional maintenance program has recently been fiired which will shift an
| was dropped 1o provide the restarative nursing . aide from the ctivities department back intoa !
| program. Revleyv of the nursing schedules for direet care nwrse aide position. A ecertlfied .
'June 2005 confirmed the restorative staff were 3 ! nurse aide cluss is now in progress with
assigned other duties, Refer to F318 for ' cooperatlon between Northwest Comumunity |
' qurmahon related to I_ack of services for ! College in Powell, WY and Worland Care ,
| residents with restorative needs : Center—in-Worland,—WY,—Weomtinvally
‘ ‘ . | advertise to fill-these vacant positions.
|2. During a confidential staff interview between Feant posttions
6/13/05 and 6/16/05, a stafl member stated there he ur -
v irequently a staffing shortage. The staf? ; 13; nfusa mavager/designee will Falculate
Ds randomly snd communieate this data to
member steted that during those times, care had oy i
to be prioritized o kesp residents dry. He/she the administrator so that problems or trends
| Further stated the care needs not done included tdn llae id;lnt;ﬂed and c:iorretﬁted. As necessary,
' rapositioning, turning, and getting residents up in restlts will be reported at the quarterly Quality
chairs or wheelchairs. Observations on 6/14/05 at Asswaice meeting and yeviewed by the
4:45 PM and on 6/16/05 at 8 AM revealed only Medical Director,
two CNAs were on the north unit to care for 34
residents. '
3. A gonfidential sfaff inferview between 6/13/05
and 6/16/05 revealed there was an ongoing staff
shortage. The staff member stated extra help was
called in because of the "state" survey but ysually
there was not enough staff to meet resident
needs,
; 4. During a confidential interview between 6/13/05
PORM CM$-2667(02-D0) Pravious Versions Obsolete Bven! (D: KO&Z1 Facllty ID) WYG038 If continuation sheet Paga 21 of 25
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F 353 Continusd From page 21 F 353 i
.and 8/16/05, a staff member statad the facility |
 was unable to use their walver to provide the ’
certtifled nurse alde {CNA) course as they were ,:
" not allowed to pay someone to teach the class. ;
" 5, Interview with the acting directer of nursing .
(ADON) on 6/14/05 at 3:35 PM confirmed the .
' facility was shart staffed since they had two
licensed nurses and six CNAs who were unable
Yo work as of that date. During the interview, the
ADON stated staff were working overtime to
provide as much coverage as possible.
i .
* 6. During an interview on 6/16/05 at 11 AM, the
 facilty's administrator stated that more staff 3
| heeded to be hired. He further stated many of the :
| staff were working long hours and extra shifts to i
' ensure adequiate caverage on the nursing units, |
As-aresult, staffabsencesfromrwork=related i
 injuries had Increased, ' ' i
F 371, 483.35(h)(2) DIETARY SERVICES F 371

58=D
The facility must store, prepare, distribute, and
serve food under sanitary conditions.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff Interview, the
facllity failed to ensure refrigerated supplements
ware properly labeled and dlscarded when
out-dated. The findings were:

On 6/16/05 at 8:30 AM observation of the

' refrigerator In room 229 on the north spacial care
unit revealed a thawed 4 ocunce Resource Health
Shake for resident #45 that was undated,
Observation of the north unit refrigerator located
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Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by

Based on observation, staff interview, review of
infection control policies and procedures, and
review of laundry procedures, the facility failed (o
; ensure {inen wes handled in a manner that
prevented the spread of infection. The fintfings
were,

During & tour of the laundry area on 6/16/05 at 10

I3 ] PROVIDER'S PLAN O CORRECTION (X5}
e D SUMMARY STATEMENT OF DEFICIENGIES S
NCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
P?‘ng fz%ﬁtﬁ%%%n tsc IDENTIFYING INFORMATIQN} TAG CROSS- REFEREggE‘% |T5% cw}a APPROPRIATE | PATE
i
F 371 Continued From page 22 F a7t | P71~ Dietary Services 'j
al the nurses' desk on 6/16/05 at 9:05 AM : ,
revealed eight 4-ounce cartons of Resource | The "‘;,"l:cz‘;)“ thOff H’ls 38 has been !
Health Shakes which were thawed and undated. | Accompiished by the Lollowing: |
Interview with RN #1 at this time revealed hefshe : . '
" was unaware of the date the shakes ware | The omdateq food itemns have beer! removed |
thawed. Interview with the dietary manager on from the refrigerstors and all containers have ,
! 6/16/08 st 3:05 PM revealad the shakes should | | been dated. The barieries have beep removed i
have been labeled when they were taken to the | | from ‘]}3 freezer and all opened iterns have |
hursing unit refrigerators. i ' been discarded. 6/16/05
i L
On 6M6/05 at 9;35 AM, observation of the : I All residents are at risk if food is unlabeled or
resident's refrigerator located in the activity room . fmproperly stored,
' revealed the following concerns; ' .
a. The refrigerator had an unlabeled, undsted | | An in-service on proper storage and labeling
: pitcher of brown liguld, Interview with the activity " of food items will be provided by the training
staff r;wedm;f{hat Jhﬁttlmagfigh; c;g:ervatlon ] coopdinator for employees of the dietary,
' reveale ought i .
b, There.were hwelve. batteries. stored.in the : nursing and activities departments, 8/5/05
- door of the freezer, The freezer contalned three £ A “walkabout” ot i :
' _ about” checklist will be given to the
;::chllear;dbf:::?:)‘rbrzg]adl?qst:nd an open box of | deparument managers monthly and they will
: worl¢ in pairs to monitor the condition of foed
storage ateas, Results will be reported 1o the
F 445! 483.65(c) INFECTION CONTROL F4453| dietary maneger and nwse manager for
88=F, appropriate action, These results will be

reported at the quarterly Quality Assurance
meeting and reviewed by the Medical
Director.
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F 445" Continued From page 23 F 445! F445 ~ nfection Control - Laundry
: AM the following concerns were identified: -‘ , ‘
" B, Interview with a laundry stafl mamber ; The correction of this _ ta.g has  been
| revealed the same staff who sorted the dirty linen accomplished by the following:
"also handled the ciean tinen. The staff member _
'further stated staff wore gloves but did hot The leundry staff has been inswucted by the
 routinely wear gowns or any kind of clothing 1 laundry supervisor to use personal protsctive
- protection when sorting the dirty linen pricr to equipment as per policy when working with I
' handling the ciean linen. soiled laundry, - 6/20/05
b. Review of the facility's standard operating ;
procedurs for washing laundry dated 7/00 All residents are at risk for nosocomia)
i revealed instructions to "Put on long sleeved infection due to improper handling of soiled
' gown, gloves ahd mask/goggles." Review of the * linens,
, Infection control policy on iaundry/linen dated l
¢ 12/03 revealed the following instructions; ! The housekeeping supsrvisor has updated the
Emp|OyEES SUI'tIl"Ig ar Wasbing IlnEn'S m‘USf wear ' la‘mdl-y policy and prucedure for handnng Of i
zcgc%"r\’g’ :P;Z"s'kgjwe& and if serosolization soiled linens to meet cwrrent infection control
| , . - delines.
i ¢. Interview with the housekeeping manager ! guidelines i 6120105
. On 8/16/05 at 12:27 PM confirmed iaundry staff " An . A .
' ¢ - o jn-service on correct handling of soiled
;:llrl‘ci3 l:]wt routinely wear gowns when sorting soiled lineus will be presented to all laundry
' personnel, 8/5/05
F 488 | 483.70(h)(3) PHYSICAL ENVIRONMENT F 488/ The hovsekeeping supervisor will make the |
§8=B o facil ' ' . proper handling of soiled linens a focus issue
The fat:; ;:y néusf equip co}{lnd_grs with firmly- to ensure thata change in practice does occur,
Secured handralis on each siae. The yesults will be reported at the quarterly’
. ) Quality Assurance meeting and reviewed by
g;:rs REQUIREMENT Is not met as evidenced the Medical Director.
Based on observation and siaff interview, the
facility fajled to ensure all carridors had hancralls
[in two of two nursing units, The findings were;
1. Observation of the north nursing unit an
6/16/05 at 8:30 AM revealed there were missing
or partially missing handrails in the foflowing
| resident areas: along the leff wall (facing the
| outsids) in the library area; approximately 20 !
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F 468 Continued From page 24

F 468! 468 - Physical Environment - Handrails

!
|
{
|
! inches missing outside rooms 204, 208, 208, 210, ! . _ _ l
' 013, 215, 230, 235, 239, 240, 243, and 245, : After veviewing all information, appropyiate |
. approximately 30 inches outside rooms 203 and ’ handra:l? will be requested for installation in l
| 233; approximately 47 inches by the water - the facllity, B/5/05
fountain; approximately 70 inches outside room | |
' 218; approximately 16 inches between room 230 ! Al residents are at risk for injury if handrails |
and the smoking room; and there was no handrail are not readlly available throughout the [
! along the wall between the nurses' desk and building. ;
| shower room. In the north special care unit, there ‘
“were missing handrails for an area measuring The adminiswator has formed a team to |
- approximately 20 inches outside resident rooms nddress the handrail issue, The administrator
1218, 220, 223 and 224 and an area approximately will require and request assistance from Milt |
45 Inches outside room 228, Warner and/or Dr, Paul Long on this issue, '
! ' : There are some questions as to when and
.2 ObSENBl.IOH of the south nursing uniton where handrails are required In the facility and
gff;?tm ?ﬁ?fs%'g' ;::zf:’ds f:ﬁai‘?;{gwq‘gsgs‘“g clarification of the definition of 2 haliway
. resident areas; approximately 20 inches outside versus & comman area is geeded, B/5/05
. rooms 305, 308, 309, 313, 320, 324, 325, and . .
328: approximately 30 Inches outside room 333, Thes ﬁ;:’I“gs and any subsequent
approximately 42 [nches outside the room by recn;?‘”"e':q vons “"”Cbe reporied to the
physical therapy, approximately 70 inches Quality - Assurance Committes at ~their
between room 318 and the south special care unit quarterly meeting and 1o the Medica] Director.
douple doors.
| 3, On 6/16/05 at 3 PM, the administrator stated
he was expecting a deficlency regarding handrails
because there were gaps In them throughout the
facillty.
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