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25=D » . The faciity will gnsure personal §/5I06
ha resident has the fight to persenal privacy and privagy will be maintained for aach \
confidantiality of hls or her parsonal and olinical rasident. This will be acoomplished
records. - : ky:
. $
Personal privecy includes agcommodations, CNAs will be In-serviced on the issue N,)/’W 1 40
redical treatment, writter and tslaphone of privacy by tnsuring that privacy 03”\’\ & (
commumations, persanal cars, vists, ard curtaing are completely closed « )}
meetings of famiy and resldant growps, but this whenever cares are being given. " It the
doas not require the facility fo provide a private privacy curtains are found notto be
room for each resldent. able to be ¢losed because of
insufficient width, housekeeping is to
- | Except as provided in paragraph (£)(3) of this - = .| replace immedialety with cuttalns of "
saction, the resident may approve ar rafuse the adequate gize.
releasc of personal and clinleal records ko any
individual oltside the fachity. All 5taff will be aducated on the issue
of waiting for a respohse from aithar
Tha rezsi_dant‘s right to refuse releass of personal regident orstaff pefore entering the
and clinical records does not apply when the resident's room.
ragident l¢ transferred to angther health care . - g
ingtitution; of record release is required by law, A I be fevrew? > ') ' cig'
sty QA et Ly
“This REQUIREMENT s not meét 2 evidenced
by
Basad on observation, medical record review,
-and staff interview, the faclity falled to provide
privacy durlng cares far one of eleven sample
resicionts (#43), The findings were:
Raview of the 3/2/05 quarterly Mirgmum Datz Sot
(MDS) assassiment showed resident #43 was
severely cognitively impaired Obgervation o8
Al6I05 at 1,35 PM revenled certified nurse sides
(CNAs)#11, #1E 19 provided perinsal
(incontinence) care tar the resident. The dear was
closed, and the privacy cuttaine ware partially J
ABORATORY DIRECTOR'S DA e TITERIRUPPLIER REPRESENTATIVE'S SIGNATURE . T %8 DATE
Hdbﬂd&nw staternent snding with an asterlsk {*) denotes 2 deflelansy which the Instifdian nl-say bs excused from cemecti n's; prowiding it I datemmined that,

other safeguards provide auffisient pretacilon bo the patisnts, (Sae Ingtruction

faliowing the date of suway wiather af net a plan of worrpatien is provided. For nutsing

g3 Except for nursing homes, tha fndings slaled abovae sl dnslosable 50 days
homes, tha abova findings and plans of correciion am dlsclosable 14

days following the data thesa dacuments ate mads available to the facily., |t ‘wefclancies ars cited, an approved plan of eprrection s requisite to strtinuad

program participalian.
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pulied. Howevyer, thera was a gap of
approximately threa fget ot the foot of the bed
where the curtains did not maet, During the
rovicion of cara, a panson amployed in the
aundry department (emplayes #43) knocked on
tha daor and entered e room without waiflng for
| permissicn from the residant or staff, The
employee walked pést the curtaln at the fon! of
the bed, then turned her haad and obsérved the
resident, who was completsly exposad from the
welst down. Interview on 4/5/05 at 200 PM with
the laundry staff member revealed he/she usually
.+l knooked on doors, but didnot wait for a response |-
befora entering.
F 2211 .483.98(a) PHYSICAL RESTRAINTS F 224 Each resident has the right to be free
55=D .
rhe rosldent has-the right to be free from any E’glﬁ;‘gfgg so!i?gil sr;:g::t:r imposed
physical restraints mposed for purposas of convenlance, and not required t reat
discipline ar convenience, and riot reguirsd to " the resident " redical symptoms. Thi
treat the resident's medical symptoms. e e scenm plished by?mp me. 1hie

This REQUIREMENT Ie notmet s evidenced | S~ wil by replaced with quick release 5/23/05
by: e X |_sgat befis?) Non-releasing seat
Basad on cbservation, medical record review, 5 /’ resuaints will not be used in the
gtaff intarviaw, and teviaw of facillty policies, the X 3 facllity. This'will be monitored by staff
d to assure & restraint was used 1o A nurses, soclal setvicas, and the

faaility faile
treat a medical symptom and was tha |pact
restricive approach for ane of five sample
residants with restraints (#43). The findings were,

Réviaw of the 3/2/08 quarterly Minimum Data Det
(MID$) agupssment showed resident #43 ufiitzed

a trunk restraint dally, Acearding to the March
20O0S physicien
seat helt) was ordared for the regident while up.
The care plan datad 3/15/06 ngtructed staff to

ordars, & QRSE (quick releass

All the nor-releasing seat restraints

restorative aide.

Weekly chart reviews have been
Implethentad to ensure that all
residents whao have previously had
quick release seat balts on a prior
admission are evakiated for new
orders for quick release seat balts
béfore wsing.

_
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ytlize a QRSB krthe resident. Review of the
11725105 Resident Assassment Protocol (RAF) .
modiule for rastraints showed the resident used & Qﬂﬁﬁgﬂ“ﬂfgﬁ;ﬁmw will be released

QRSB while ug in the wheelchair. The physical

restraint consent farm dated 12/10/04 . :
documented the resident used the QREB. Raview Lot Yee Feun® wogt ‘:’Sﬂwé”
of 3ID3/06 soclal service notes showed the Ho Pefly QA paeetig-

o

resident used the QRSB bacause he/she
somefimes rose without assist. Howaven
sbgarvation on 4/5/05 at 4:30 PM and an 4/5/05
from 7:45 AM untit 1:35 PM revealed the resident
uBized @ non-releasing seat belt in the
whaglchair. The following goncems weré
identified regerding the non-releasing belt;

8. Medical record review revealed no
physician order, no assessment, no care plan,
and o cansent form for the use of the

(e

non-refeasing seat psliinterviews with-registered

nurses (RNs) #1 and #2 on AIB/05 at B:67 AM and
on &/7/05 at 11:15 AM revealed tha resident used
to hiave a QRSE, but was now n & noreleasing..
peft. Meither knew how long 890 the belt was
switched, Both RNs confimmed the beitwas 8
restraunt for the resident, Review of the facllity's
policy "Physical Restraints” (NP1=111, 1/85)
reyealed the Interdisciplinary tearn shauld follow &
systematic avaluation and care planning pracess
priar to using restraints. The policy also ingicated
wiittan consent and a physician's order should be
bbtained before @ reatraint is applied.

b, Durng interviews on 4/5/05 @t 9:40 AM and
on 4/7/05 at 10:04 AM, the socizl services
diractor stated the rasldant used o have a QRSB
which the fesident could release. Sha stated after
{he resident's re-admisslon from the hospital {in
Novembar 2004}, the rasident released the QRER
and had a fall. Whean asked about an agsessment
and care plan for tha non-releasing beit, she
| stated “Wa rust have missad It." Raview of
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nursing notas since the regident’s re-admission ‘
on 11/46104 failed to raves documeantation of a
fall that ocourred when the residant released the
QRSH.
o Cibservation of the resident an 4/5/05 from
.45 AM until 11:40 AM revealed the ragident was
In the wheslehalr with the ceat balt in place, The |
pell was not released during that time period.
According to the facily's policy "Fhysical
Rastraints" (NP1-111, 1/86), the rastraing should
e raleased avery two hours for ten minutes.
= - This facility will ensure that att alieged
FB éﬁ; ;BE?'Q? 3%;&(%50 STAFF TREATMENT OF F 2250 \iolations involving mistreatment,
. peglect. of abuse are reportad
The faclity must hot smploy individugla who have gg;pdtatzly o t:"e adf‘;.’"f“s“'"‘mr of the
baan found guitty of abuging, neglecting, or utydfan o of e winls In
mistreating residents by a courtof iaw; orhave accordanca with State law.
had a finding entered Irito the Stata nuree sida Th | ; .
regiiry conceming abuse, neglect, mistreatrent N E’:mp °g‘35;;'” question had 2 418105
of residents or risappropriation of thelr propatty: ac l_g_r,oun, chegk dane befure
and report any knowledge it nas of actons by & f{g" cyment a‘;‘f the ‘:s"‘l"* from afl 50
court of law against an employss, whish would o :ﬁs' by un E"f"'sb e, g{l‘g’e day |
Idicate unfitneas for service as a nurse alda or ) f’?fgtat‘c’“ o r'? d”{f‘f‘ ‘ 'dmf :he
other faclity staff to tha Stata nuree alde reglsry A m "&f@‘f e 2d the incident &
or licensing authoriles. Jean MoLean of the YW/ Deparment
; of Haglth pxplaining that there was an
The facillty rust angurs that all alieged vioation :ccusanon of :lbug zagainst.l_aw ‘?\%ﬂ
involving mistreatment, reglect, or abuze, om supposedly § days earliet YHEY
asked why (he accuser watted 50 lotd

inciuding Injuries of unkrewn gource and
misappropriaion of residaht propatly are reparte
immediately to the agministrator of the facility and
to oiher officlals in acoordance with State law
through established prasadires (including to the
atata survey and certification agency).

Tha taclity must have evidence thatal alleged
violations ara thoroughly investigated, and rmust
prevent further potantial abugs while the

to report t, she raplied that she
wantad to make sure hatit actually
had happened. The investigation
began as soon 88 the incident wag
reportad, the noNwas notified the
morning of 3/19 and was immediately
put on sUSpenston. She was not to
raturn [0 work because of the
allegation. Other depariments that

|
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Investigation i [n progress.

The results of all investigalions mmust be reparted
o the administrator or his dasignated
representative and to pther officials in
acoordance with State law (including fo the State
survey and cartification agenay) within & working
days of the incident, and if the alleged visiation is
varified approptiate corective action mustbe
faken, : ,

This REQUIREMENT ja not rms! as avidencad
by.

Basad on staff Interview, review of Internal
Investigations, and raviaw of palieias and
pracedures, the facility failed to report and
investigate one of one allagations of abuse A3

requited By tadaral Teguiations-and-State-statuta..

were notified were the omshudsman &
the departmant of licensure fer the
state board of nursing. We received a
staternent from the accuser and one
from e only witnass, a GNA The
CHNA stated that the ineldent had navey
pocurred, howaver the accuser was
adamant of what she states ghe had
geen. | found no other withesses to
the incldent and sl ibls information
was sent o Jean Molean plus the
gtatarnent we reueived from the
accused denying the allegation. | aisa
sent the same Information to the bosrd
of nursing and te the Dapartmento of
Farmily Services, On the day of the
inspection | had asked the DN to

1n addition, the faciity aiso tailed to apprapriately
protect residents #rarn potential sbuse during the
nvestigation. Tha findings were:

Interview with the administratar en 4/4105 at 2:68
P revealad the faciilty’ recently invastigated an
allegation of abuse 2galnst the diractor of nursing

[ {DON), but had nat made a decision as to

whether or not the allegation was substantiatad.
Review of the complated internal Investigation
showed the allag@tion was made on 3/18/06, and
the DON was suspended on tat date. However,
the DON was In the faility on Af4/08. Further
interview with the acministrator revaaled the DON
was in tha faclity all day but was nat e have
direct regident contact In addition, tha
administrator stated the DOM was to he
manitored by tha adrrinisirator of sucial services
diractor (85D) whiie she was i the faciity. The
following concems were identified,

a, During the aforamentoned interview, the

some-iR-and-f nish_her QA minuies

(which were rot &t typed) with the
stipulation that she have no contact
with the residents. A copy of the letter
which was gent to the DON was sent
to Jear Molean as well. The DON
completed the typing and went {o her
office to copy the minutss. 1t was at
this time that the survay ieam arrived.
Later, a§ § was sltting in the dining
room she enterad the dining reom and
began pouring water for the residents.
| typed up anote and tald her that she
was teminated immedialaly because
ghe did not abide by the guldelines
previowsly sat forth.

| Trors.stilhas been-ao-datermination, |1
-MH%R-BHHHBGEHGQ—M@&MQM- &
incident— ’
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administrator stated sha was tHe person ‘ . . i
responsible for condugting the abuse This has been & leaming experience
Thvestigation. She further stated she hed for the administrator and ghe will never
completec the nvastigation but had not made farget lo notify DFS again in the
decision akaut the aliegation. Therefore, she had _investigation proosss. The
nat repoited the resuits of the invastigation to the administrator wil follow the pracedurs
Stute survey and cerfification agency within five as laid out step-by-step in the palicy
days of the allegation. _ book.
b. Obzervafien showed the DON was alone at . o
the ruraes’ slation at 3:40 PM: large numbers of TFhere-stil-has-been-ne-determination -
residants passed by the nursed’ station atwill. Al 'ef”ﬁﬂﬂmﬂ“DU@"GE'@Hhﬂf|egﬁd 5’} ) 3‘/6 8
4 PM the DON was walking alone down the Ineider. ¢ e
womeh's hallway past rooms where residents VAT 528 el
“esiclad. At 4:25 PM the DON was alone in the Tesolts o€ A §
nursing office for twa !fninuies; rei‘ldants ware it e Lavge
jater seen wandering freely in an out of the N L
nursing office. At8:15 PM the DON was again 54%"{.’ S uSuY GQW\ 7
w,atkln-g-down—ma—wamen-'s_h allway L,
wunaccompanied by staff During the observations, . T o e
the DON wes not monitored by the administrator LW §e) lf;f ¢ S gttt o |
or GSD and had apporiunity for resident contact g3 - @4,
., According to the intethal investigation, the” Gfr e % J
faciity did not report the allegation o the paliee of ’
i the Dapartment of Farmily Sowvices (DFS)as &
required by State statute, Whan quastioned on
4{4/05 &t 2:55 PM and on 4/7/05 at 7:28 AM, the
administrator confirmed she had not rapotted the
allagation o DFS or the polics.
Review of the facility's ungated policies and
procadurss rejated o abuge revealed the
following:
- According to the palicy, "Reparting abuse Iv
state sgencles/other anttes/individuais”, ali
allegatons "will be promptly reported io the
appropriale stats agencies and others as raquired
by law.”
- lnformation T the policy, Abuse
Investigations, showen results of the investigation
wyill bee provided 1o the Wyaming Dapariment of
|
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Health Quality [State survey and cartificatian
agenmﬂvﬂﬂﬂnﬁva[ﬁ)buﬁnesﬂdaya"
- According to the paliey, "Protection of
residents during nhusé Invesztigations,” ™. the
rezldents will be proteated from arm..."
F 24t1) 483.15(a) QUALITY OF LIFE F 241
fa= - ’
. . This faciity will provide an
The facilty must promote care for residants in a : ; o i
manner and Iy an environment that mainialng or ?;'g ';:g}g’:;}';‘“ﬁ{;ﬁ',}?gg* dignity for S/5105 3
enhances each rasidants dignity and respact in acCom Hsha:ﬁ’g—-\/ . RO Yy
full racognition of his or her individuality. P v ,\w\d()x\" E\ #97
This REQUIREMENT i5 ot met a8 evidencad A e hethar on dignity =
by ] dining roam or any other reorm in the )
pasedon obsaErvation madical-recard-reviews faciity.
and staif tetview, the facility faited to provide an .
anvironment that mairtained dignity for one of B) Statf mambers ars to sheok with
eleven sampls revidents (#43) and one rasident s to whether or not they ars
non-sample resident (#27). The findings were. through with thelr mesal befors
‘ ' ramaving them from the table.
1. Raview of the 1/3/0€ quarterly Minlmim Date
Sat (MDS) agseasment showed residant #27 was ¢) Btaff members ars t report 1o the
saveray mgniﬂve}y |mpsirad. Qlservation ah nurse in charga i they are mformad of
A/BI0S at B:06 AM Tevealed e residant propetied a resident not feellng well.
himeeli/nersall In the wheelchalr away from the "
diring reom tabia. Tha resident was just outside D) All staff will be n-serviced on
the diring room and was talking to cartified nurse the [ssus of waiting for a response
aida {SNA) #13 about how hefshe didr feel well. tromm either resident or staff hatore
Staff mambar PAZ approached the CNA and entaring the resident's room,
resident, and siated the rasident nzeded to drink
more orange juice. Withodt talidng to the residert, E) Administration will monitor staffas
or asking tha resident If he/sha wanted mare to complianea.
orange juice, the staft marmber grabbed tha s
wheelchalr, tured it around, and pushed the . o VD oes %
resident back (o the dining roam table. Wt e ' j i
(WY ~neeh g -
o Observation on 4/5105 at 1:23 PM revealed () , J
Event I BSCGY Faclity IO WYOUDIE 1t sentinuation sheet Pags 7 kA7
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7 241 | Continued From page 7 F 241
rogident #43 was sealed In the wheslchalr in
hisfher roam. Staff member #A2 walked into the
cesidents room withowt knocking firet, Review of
tha &72/05 quarterly Mirimum Data Set (MBS
assessment showsd the roaident was severaly
cognitively Impairad. Cbservation on 4/5/08 at
1 1:45 PM revealed certifled nurge aides (CNAS)
#14, #15, and #9 were providing personal cares
1o the resident. A |sunciry staff mernber
(employee #A3) knocked on the door, and then
opened the daor without waiting for a response
from the resident or staff in the room, Intarview on '
A/5/06 at 2:00 PM with the staff member revealed |
he/she usually knocked on doors, but did notwalt |
{or a response before antening.
Ouring an intervisw on Af7/05 at 4:50 P4, the
admihlstrator stated smfshould knoek-en
resident doors and walt for @ rasponse before
antering.
' .| This faclity will provide mainfanznce 523105
ngg 483.15(h2) ENV'RDNMENT F 253 and hausekeeping sarvices to
a . ; aintaln a comfortable and sanitary
The facilly must provide housekeeping and main 2 .
maintanance services necessary 10 ma‘ﬁntain a interiar. This will be accomplished by:
sanitary, orderly, and comfortable interior. a) The crecked paint wl be, scraped
7His REQUIREMENT Is fick met as evidenced from the ceiling and repainta.
by: ‘ . B) The grip trips on the floors will be
Basad on ohservation and staff and resident replaced periodically when signs of
intervisws, the facillty failed to provide deterioration appear.
malntenance and housekeaping services to
maintain a comfortable and sanitary interior.in ¢y This will be monitared By
ore of twp shower rooms znd the (¢ machine maintanance and will be put on his
room. The findings Ware: weekly maintenance shecks.

4. During a canfidential intarview on 4/6/05, W
rosldents stated the shower room was not

L
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£ 253 | Continged From page B Fa53] F 263 {Continued from previous page)
“homelke".
{9 The holes in the wall will ge filled,
Obgarvation on 4/4/05 at 4:26 PM and again on
475705 at 6:30 PM of the woinen's SEOwWer roGm E) Tha blug streak on the wall is from
revealed the following soncerns: tha minerals in th water. The wall be
a. The paint on tha cefiing Was cracked and rapainted and sealed,
pesling:
b, The gray concrete floor was disgolorad with F) The bracket has besn replaced and
whila spais; ' . will be monitored by maintenance on
6. There ware six holes vistle on the wall and tis weekly maintenanoe chacks.
on the floor wiare & wall pariition was remcyed;
4 Thers was @ blus streak an the wall from @) Shower roorn will be re-tiled a8
the hot water faucet to the fiaor; s0on as a contractor is available,
@, There was one bracket on the wall for a
(owet rack; the rest of the rack and the other H) Al the tiles In the ice machine
bragket ware missing. room will be replaced.
Intatview onH7T/05 2k 2-40 AM with the ) The ice mach‘lne-raom—wlll—be-aadad
maintenance diraciar revaalad e was not sure of to the weekly schedula for the
any plans to remotel the shower room. Daring an housekeeping department to maintain
interview on 4/7/05 2t B AM, the edrrinistratar cleznliness.
stated the shower rom needed to be tied, but
they hadn't subriited any plans for remoadeling The mantenance director was nok
yet aware of many issues in the facility
hecause he is a newly-hirad employee
2. Opseryation an 4/6/05 at § AM of the ice and inexpsrianced 88 (0 nursing ome
machine roam reveatsd jhree tiles from the wall maintanance obllgations. He is belng
pahind thé doer had corme loose, and were on the further fralned as to what, why, and
floor. There wes viaible dirt alang the adges of the where and we fael he wifl be very
flvor, particularly pehind the deor, During 4n competent in the future,
nterview on 4/7/05 at 7-40 AM, the maintenance . ; J
diraclor etated he was not aware of the j0ase Lol peuitew 0 ) L)OJ-H V
thes.
| ad ()
wd 4R BERG N
Fséﬂn 483.20(2) RESIDENT ASSESSMENT Far ¥ 574 On naxt page .

Al the time each resident s admitted, the facility
st have physician orders for the resident's

immedigte care,

FORM GMB-280T(02-9%) Pravious Verstana Ghisaleta Svent ID; BS0H1
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PHEFIS {EACR DEFICIENCY MUST BE PREUEEDED BY FULL PREF/% (RAGH CORRECTIVE ACTION SHOULY BE COMPLETIN
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F 271 | Continuad From page 3 Fan
Thia facilty will obtain signed
his REQUIREMENT (3 not et as evigenced physician orders prinl {0 admisglon,
by: This will be accomplished by:
Based on medical record review, staff inlerview, A ,
=t review of palicias, the fecility falled t6 obtain ) Nurses will be educaled s 1o the 4/25/05
elgned physician orders pricr o admission for 1 of imgortance of obtaining physician
12 sample residents (#16) aemitted to tha facilty. orders prior to admission.
The findings were: : -
‘ B) An addendum is in prograss tothe | 82305
On 4/3/06 at B:30 AM, reviaw of the form, . policy concerming admissicns:
Physiclan Transter Orders, showed it lacked ' L ,
signed and dated physician orders for resident a. N resident will be
#15 o be pdritted to tha facilty. According to the acuaptad for admission or re-
tace shesl the resident was admitied an 3/1/06. adrizsion from the nospital or
Intarviow with registared nurse (RN) #2 on 4/5/05 ather facility unt written
at 12:55 PM confirmed the lack of signed and orders are qbtained end
daled admission orders. During the interview, th signed by the aftending
RN stated the fachty taenootherordars for-the physician.
resident's admission, During an intwrview on def 1’;00
4/8/05 at .55 FM, the Minimurn Data Set 4 S;W‘& copy O€ of :
apordinator (also an RN) verified the facility did Bl woad SOV e . 7 1
not have a signed admission order, Review of the (da ) ot A
facility's JaDuary 1996 poliy, "Physician's Qrders" Pt vospi T of 4',’:
(NP1-507) revealed "Physicians’ orders muss be M e W
signed by the physician and dated whan such . . oM
order was signad." During &b intarview an A1 4051 el W ff\)'-f“”'p‘; _
at 1:.30 FM, the pasistent Executive Director, B el %eﬂ\/7 @ﬁ M ee’_’—“h"&3 4
Practice and Education Consultant, for the Qﬁ—Q )
Wyorming State Board of Nursing, slated that
without & physiciar's signature, and in the
absence of a verbal order, There |s na arder.”
F 274 | 483.20{b)2)(H) RESIDENT ASSESSNMENT F 274
§8=0 This facility will not fail to compiete &
shoudd have deternined, that there has bean & ragidents who require assessments. AT 22 e
gignfficant change in the residents physical or This will b5 acsomplished by
mental condition. (For puIipose of ihis seotion, & i
FORM CME-256T{02-48) Previgis Varsiong Obsolele Event Iy BECGT Factity I0:  WHWO014 \* cantinuatlon sheet Page 10 of 47
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(2t 4),

4,
- hed mobility

depandente of stal (B W 4),

- bowel status - from inconiinent of bawel
waekly to ineontinent ail (or aimost all) of the Lime

-personal hygiens - from requinng fimited
asslstance of staff to total dependence on staff {2

and dressing - from reauiring
griensive assistance from staff to total

puring interviews on 41505 at 4:05 PM, the MOS
coardinator and the social services director gath
stated thers was “ahsolutaly no change' In the

instructed on the proper ,
VDS assesstents. This wilt be added
to the manitoring cheaklist tool used by
the MDS coordinalor,

Wil be peortwed
gt,)afjr@ﬂy (U -
G.Q/
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F 274 | Continued From page 10 w o74] F 274 (Continued from pravious page) r
significant change means & major decline or - '
imptovemant in fhe residents status that wil not A} By essuring that upan 20 5/23/05
normally resolve itsstf without fimher intervention significant chang in conditon an
by staff or by implementing standard ‘ assessment will be done {0 indicats
hsane-ralsted olinical Inferventions, that has an thg change In condition, Our hew
impact on more than one area of the rosidants MDS coordinator will be sant to MDS
haalth status, and requires Interdisciplinary review iraining to aihance her knowlsdgs in
or revision of the care plac, or bath.) proper documentation for MDS

pLEPOSES,
e REQUIREMENT s not met as avidenced B) MDS Coordinator wil review 5/23/06
by - pravious MDS and compare the
Based on madical racord review and staft numbers to be afert for a signifieart
intarview, the facilily failed o complete change and code a8 such
glignificant charige agsessmen for ong of four . : .
sample rosidenis (46) wha raquired that C) Waekly MDS meetings wil b 5123405
Sssessimant. The findings were: mc:nrgprated with our wagkly Madlcare
me._e_tt_lngs i discuss and avaluate
Review r.:;;ursas' Aotes dated 1/26/05 showed Fegidents neods:
resident #3 was admitted to the hospital on that
data for pneumonia and a urinary tract infaction. E) Cb:'l"." (e MES W""'dl“at""t“"'m /23106
Comparison of the 11/29/04 guarterly Minimum o ? Ghac‘;\t » ai“.““;gﬂ f‘?ﬁ
Data Sat (MOS) assessment with the 2/8/09 Sgne et AL . will be
assessment, which the factity codad as 2 p: ! i in the form GF &
Wedicare b-day assessment after the resident's GhaoKllEL
i 5 daclined .
irﬁt;\r: ::jl?&iﬁgé:ﬁ owed the residnt decine E) MDS coordinator has been re- 5/23/05
" : coding of

_|

PORM CME-ZERT(12-59) Prewious Varslons Obsnlels

90 4 1#3C N
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F 274 Continued From page 11 F 274
residant's condition upon return from the haspital
Howaver, during an intervisw on A17/08 at §:40
AM, the MDS coordinator agrees the facility
should have compietad a significant ehange
assassment. .
‘According to the December 2002, Centers lar
Madicare & Madicald Saivices Revisad
 Long-Term Gara Resldent Assessment
mstrument User's Mariual, Varsion 2.0,
Guicelines for Determining Significant Change i
Rasident Stetus, Ghapter 2, page S, the changes
‘described above warranted completion of @
" significant change pgsessment. -
FSZZS 483.20(g) - (1) RESIDENT ASSESSMENT F 278 | Thia faciity il ensure that resident
§=0) . fect th assessments accurately raflact the
rhe-assessimen mus! accurately refiect the resigent's status, This wit ke
resident's status.

A raglsterad nurse must canduet or conrdinate
aach sssesasment with the approprisia
participation of health profesgionals,

A registered nurse must slgn and certify that the
assessment is completed,

Each individual who coimpleles a portian of the

that portion of the aggessment,

Under Medicare and Madicaid, an Individual who
willfully @nd knowingly--

Certifies 2 rnaterial and false statement in a
resident assessment 1 subjegt to a oivil monsy
panally of not mare than $1,000 for each
aseessment; or

rauses another individual to cartify @ matertal
and falae statementin a resident agsessment is
subject to a civil money penalty or not Tnare than

assessment must sign and certity the accuracy of

accompiisted by:

A} The MDS coordinator will dovhle
check the assessment for signatures.
A monitaring toel will be put into affact
in the form of a checklist.

B} The MDS toardinator has been re-
ingtructed on the prope? gading of
MDS assessments. This will be addad
to the monitering checkllst toot usad by
the MDS coordinaler,

C) By assuring that upon any
significant ¢hange in conditlon an
sssessment will be done 1o Indicate
tha change in condition, Our hew
MDS coardinator will be sent to MBS
fraining to enhance her knowledge in
proper documentation for MDS
puUrposes. .

5723100

3/23/08

52305
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COMPLETIEN
DATR

" 278! Contnued From page 12 - ¢ 278| F 278 (Continued fram previous page)

28,000 for each agsesamant.

D) MDS Coordinator wil raviaw
privious MD3 and compare the Bi2305
numnbars to be alert for a sigrificant
change and code as guch,

Ciinical disagreemant does nct ponsiituta a
moterial and false statement.
This REQUIREMENT ls not met ag avidenced

by:
. . E) Waekly MDS meetings will be

Based on medical record review and sta ‘ h A -
interview, the fﬂc;i[it[y falled to assur: the :chral:;y incorpersted with cur weekly Madicare | 6/23/05
and completeness of assassments for & of 11 moatings 0 discuss and evaiuate
;;fgnp’;e r?sgientta i, 73,10, #1 1. #18, %25, residents needs. N

, #38), Sections VBT an VB3 ware not - ‘ 2 Y
gigned in various Regldent Assossment will e eVt
Instrument (RAJ) asséssments for sach of the oS Y .
jdentified residents, in addition, & quarterly }7 € )
Minimurn Data Set (MLS) assessment was corded

ncomecty_for resident #3, The findings were:

1. Review of each rasidents assesgments
ravealed slgnatures were missing from Seoticns |
VvB1 and VB3 for the following RAl assessments:

a. The 11/17/04 admisslon aggaeament for
fasident #1,

b. The 6/17/04 annual meuessmant for
residant #3; . )

. “The 5/10/04 annual aenessment for
resident #10;

ol The 3/18/08 annual asyesament for
resident #11 .

a. The 3/4/05 admission assessment for
resident #10;

f. The $0/18/04 annual agsessmant for
resident #25, _
g. The 2/9/05 anaual agsessment fur residant

#29,

. h. The 2/23/05 anhual agaesament for
ragident £33,
Interview with the MDS coardinator on 4/605 atl
410 PM confirmed signatures were lacking at
Seotlong VEH and 3. The coordinatar atatad ghe |
Faclity [0n  WYB018 1 continuation sheat Page 15 ol 47
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o TOMMARY STRTEMENT OF DEFICIENCIES
£AGH DEFICIENGY MUST BE PRECEEDEN BY FULL

REGULATORY DR LG IDENTIFYIMG INROAMATICIN)

(X4 10
PREFIX
TAG

FROVIDER'S PLAN OF CORRECTION
£ACH CORREGTIVE AGTION 8riGULD BE
CROSE-REFERENCED TO THE APF ROPHIATE
DEFIGIENSY)

10 !‘m
FREFIX COMPLESION
TAL nATE

F 278 | Continued From page 13
had never signed those sections as she waa
unawars they needed to be signed.

According to the December 2002, Canters for
Medicara & Medicald Sarvices (CMS) Revised
Long-Term Cara Resldent Assessment
Instrument (RAY) Users Manual, Version 2.0,
Jection VB1 Is for the signature of the registered
nurse coordinating fhe Resident Assessmant
Protocel process, and Saction VB3 Is for the
signaturs of the staff parson facilitating the care
planiing decision-making procass. The
signatures do net have 10 ha the same, but ath

are required.

2 Review of tha 2/8/05 MUS asgessment for
rosident #3 showed twas only coded as a

Medicare S-day. assessmant, even though a
quartarly MDS asgassment was due. In acidition;

F 278

athough the facility documented daeclines in the
rasigent’a status, Section {2 was coded "Na
change.! Refer to F 274 for Information refated to
lack of & significant change assessrmant.
Interview with the MDS coordinator an 4/6/05 at
4:06 PM revealed the ~18/05 assessment should
also have been coded a8 a quarterty assessment,
puring the interview, the eoordinator stated she
Wils unawaie assessments could be coded In
bath categries,

F 281

483.200(3)(D RESIDENT ASSESSMENT
sg=E|

The servicss providad or arrangesi by the facility
must meel professional gtandards of guality.

Thig RECIUIREMENT 18 nat met as evidenced
by:

Based an observation, staff interview, medical
racord review, and review of poligies and

F281] 1yis faciity will ensure that savices

we provide or armange mioet
professional standards of qualtly. AThis
will be accompitshied by:

nd

e

\OIWW‘.‘P

() |

.'\,,C)\JN"%
1,7
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progedures, the Facility fajled to assure
professional standards of practics related to
medication adminlstration, physiclan orders, and
assegsmants wera followed for & of 11 sample
residents (1, %3, #10, #15, #22). The findings
wen:

1. Op 4/6/04 at 7:30 AM observation showed
rasident #3 lying on the floor under a takile in the
dining ream. The resldent was yelling and
complained of pain "averywhers" but spacifically
'in the right leg. Registered nurse (RN) #o stated
tha resident fell witn the 1aga bahind him/her, Tha
RN also stated she was unable to bend 1o assess
the resident, but the residant complained of
sovare pain when she (the RN} tried to straighten
the tighl leg. Staff obtained the regldent's blood

pressure, (hen wihout further-assessmentralled

1, Education of stalf nurses has 4{.‘25 /I'JS'
inchided assessment procedure of
rasldents post fall, including not
moving & resident untll they are
immabiiized. RN had atternpted o
bend the knees of the resident. The
wnees of this resident have bilateral
knea hardware preventing assessment
of range of mation. Vital signs post-
ircident now Include BP, Pulse, Resp,
Heart rate and 02 saturation levels.

2. Education of staff nurses for

preparation of insulin adminisiration 4/3'/‘:’5
include: gently tiiting the hotila of
insulin or gently rolling the hoftie
betwaan the palmes.

the realdent crto a sling, pulied him/her out from
under the tadle, lifted the resident Up per
mechanical lift, placed himvher In a wheslchair, .
and wheslad him/er to the nurses’ station.
Asaording to = statemant from RN #2 T.63 AM,
the ambularce was called to transpert the
ragident o the emargency room to rile outa
fractured leg or hip. All staff prasent denied
witnassing the Incidant, Thi following tencers
were identifiad:

a. Although the fall was unwitnessed, staff
failed to complete & basic nursing assessment, o
a primary or secondary trauma assessment.
Observation revealed staff did net phtain a
sormplete set of vital signs which Includad pulze
and respiration unti 7:53 AM, 23 minutes after the

Poticy addendur includes instruction
on use of syringe to avold
contarination of the plunger, One on
ona edusation and return
demenstration frorn all nUrses
soncerning palicy s in place. Whitten
documentation of successiul education
is on file.

3. Edycation of nurses and addendum 4[3!]55
to policy concerning admissions: No
resident will ba accepted for adrlssion
or re-adrnission from the hospital o
other facility until writien orders are
ottained and signed by the attending

residsnt was found. An axygen saturation level physician.
was hever ohtainsd, ‘
According 1o the sixth edition af “Chnical Mursing
skilis" by Smith, Duall, and Martln, a bagic
nursing assessment includes vital signs a5 well
FORN CMB-2587 (02<0) Pravious Vergians Cosiel Eveni o BRCEN Faciity 10¢ WY8010 if conlinuglion sheat Page 15 of 47
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traumna assessment (Inaluding nevrolagical and
digability evaluations) should be performed after
any Injury to identify the victim's primary and i
critical problem, A secondary, head-fo-foe
assessment (focused) should be completed next
before any reatment is provided, The
assessment includes assessment of the head,
nack, shoulders, chest, arms, abdornen, paivie,
legs, and back,

b. Although the restdent cemplainad of
severa pain especially In the right leg, RN #2
statad she atternpted o straighten tha &g, In
addition, the resident was moved without any
atfernpt to immebitize the leg. Accarding to the
sixth sdition of "Clinlcal Nursing Skiils” by Smith,

Duelt, and Martin, "Never move an exdramity

focking the cabinats at nursing atation
and mad cart, as well as gate o
nurses station are in be locked at all
times when left unattendad,

5. Rediime® is resident gpacifie. This
particuiar resident usually prafers
bedtime immediately afler supper.
This has been reoognized as a
pharmacy error but nurses have been
educated to review MARs for dosing-
time errors.

6. Nurges have been educated and
pulicy is in place for chart checks of
physician orders weekly. This should

yourself to see Ifit Is fractured. Ask If the cllent Is
able to mave the limb...splint the extromity as
found.. Never stralghten an Injured extremity..."

2, Observation on 4/5/05 &l 440 PM showed RN
#2 prepared Insulin for administration to resident
#10, The RN shook thi vial of insulin, then drew
air into & syringe and added it to the vial. With her
fingers avound the plunger of the syringe {whizh
contaminaled the syringe and any medication
which would be In i}, the RN withdrew insulin inlo
ihe the syringe end worked the plunger back and
farth to remove alr buhbles, When that was
unsuccessiul, the RN kept her fingers around the
plunger of the syringe and injected some of the
ineulin baek Into the vial, thus contaminating the
remaindar of the insulin In the vial. With her
fingers still around the plurger, the RN withdrew
the norrect amount of Insulin, checkad for alr
bubblas, and repiaced the vial in the raftigerator
for future use. The RN adminlstered the insulin to

2] SUMMARY ETATEMENT ©F DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (%8
RREFIX &EAGH DEFICIENGY MUST SE FRECEEDED BY FULL PREFIX (EACH CLOARBOTIVE ACTICH SHOULD BE COMPLETION
TAS EGULATORY OR LEG IGENTIFYING INFOFVATION) TAG CROSS-AREFERENCEQD TQ THE APPRORRIATE DATE
PEFICIENCY)
F 281 | Gontinued From paga 15 F281| F 281 (Continued from previous page)
as muschloskelatal and nsurological checks. d .
According o the same referanoe, a primary 4. Education of nurses includes IJ/H/DS

oo

41808
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the resident on 4/5/05 at 4:43 FM,

Review ofthe 3rd edition of "Nuraing
Interventions & Clinical Skille”, by Elkin, Pamy,
and Pottar, showed one shauld avold touching the
plunger of & syrings and tap the side of & syringe
to remove air bubbles, According ke the gheth
wdition of "Clirical Nurging Skilis” by Smith, Duel!,
and Martin, excess air is ejected with the syringe
in an upright position. Fusther raview of Smith,
Duel, and Martin revealed insulin vigls shauld b
gently rotated Instead of shaken. .

3. On 4/5/06 at 8:30 AM, review of tha form,
Physiglan Transfar Orders, showed resldent #18
lacked signed and dated physician orders [of
adrrissian to the facllity. This form included
ordars for cars, treatmant, and medications,

Reviéw—ofma-faee-sheet—shawad—the-ﬂesident
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F 281 Continued From page 16 281

was admitlad on 3/1/05, Refer to F 271 for
information refaied to lack of admisslon grders,
Interview with RN #2 on 4/5/05 at 1.05 PM
ravealed the origingl orders wera sent to the
physician’s office to be signed, but they never
ammived at tha facillty. The RN confirmed the
ungigned orders were roi acceptable, During tha
intarview, review of the madical recard with the
RN showad the facilily had administered
Temazepam, Lopressar, NitroBid, Detrol, and
Synthyroid without an order gince the residants
admission. On 4/5/05 at 2,20 FM, the
adwinistrator produced & copy of the admission
ordars which the physician had signed that day.
However, the physician hackdated the orders to
/0405, and the faciity accepfed them without
guestioning the date. Review of the facility's
January 1996 policy. "Physiclan's Qrders”,
NP1-507, revealed "Physicians' ordlers must be
signed by the physician and catad when such
order was signed.” During an interviaw en 4/14105

i
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at 1:30 PM, the Assistant Exeoutive Director,
Practice and Education Consultant, for the
Wyoming State Board of Nursing, ptated that
withoul & physiclan's signature, and in the
abgance of a verbal order, "There [s no order.”

4, Cinservation on 4/8/05 ahowed RN #4 left the
medication cart uniecked three imes while
administering madications in the dining ream
hatween §:08 PM and §:20 PM. During this time
pered, numerous residents and staff members
walked by the cart as they entered the dining
roorm far the evening mesl, While administaring
medications at 5:09 PM the RN had her hack
tumed to the medigution oart far one minute, At
512 PM the RN was turned away from the cart
for 45 seconds. AL £:20 PM the cart was unlocked
and the RN was [ust returning from the Far and of

F 281

the dining room, When asked ot 5:20 PM if she
normally jeft the cart untocked, the RN replled,
"Wo...| forgot." Review of thi 3rd edition of
"Nursing Interventions & Clinical Skils", by Elkin,
Parry, and Polter, showed the metication sarl
st be kept locked when unattended,

5. Review of a physiclan arder dated 1/26/08
showed resident #22 was ordered Paxil 10
milligrams {mg) at hs {bedtims), However, review
of the February and March 2008 monthly
recapitulation af physician orders showed an
order for "Paxi| 10 mg a.* The frequency was nol
specified. The recapitulations wera signed by the
nurse and physiclan, Interview on 4/5/00 at 4:20
PM with regislered nurse (RN) #3 revealed the
rg" showed up when the orders were put into the
compufer, The RN stated whenavar an oréer was
eustomized in the compuler, it ghowed up ke
that. However, she stated that was not an
appropriate ordsr, and the rurses should have

|

|
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clarified it, According to "Nursing Malpractice” by
Hann Helm, copyright 2008, *...don't carry out any
arder from @ physlcian i you have doubts about
its acouracy or appropriatensss. Folow your
tacility's policy for clarifying ambiguous orders”
6. Review of physician's orders ravealed rasident
#1 received Priloses without an ordar from
11/10/04 until Decamber 2, 2004, a timé period of
21 days. interview with the administrator cn
A/5/05 at 3 PM revaaied the pharmacist recelved
a verbal arder for the medication and sentlt to the
facilty. However, the facllity did not receive the
order, but staff administered the medication
anyway. According ta the July 2001 Wyoming
Nursing Practics Act, nurses must practice under
the direction of & physician,
> , . e l\JC&‘m ! 5
Zggg 43?"25 QUALITY OF CARE ' F 308 This facity will assure that sact (/z >\' #ﬁ
Each resident must recaive and the faciiity must ;iséd:“t .EGB";}HE&? ‘f necessary care 1
provide the necessary cara and servicas to atain o h:{‘"fe;? :' N r; °"{”‘T‘“‘E'" thl‘i’
ar malntain the highest practiceble physical, ghest practicable physical, menta) g
/ hll and peychosonial well-being in
mental, and paychoesacial wellbaing, in accordance with th hensi
accordance with the comprehenslve assassmant co with the comprengnsive
and plan of care. assessment and plan of care. This will
he accomplished by:
y ' ) Re-gducating CNAS and ntirses .Sfr‘t? o8
de t . g
E;? Jr':(? i;‘:;qé%aégétﬁ;e ficiancles no regarding repositioning schedules and /
‘ ' documantation of refusals will be
: . mandatory. Residents will be cusd
;;’.‘S REQLIREMENT is not met as avidenced overy fwo hours ard a8 needen.
: Recidents in wheelchairs hirough
Based on obsenvation, medical record review, the facility will be enco:.irageﬁ tg o
staff interview, and review of facility pelicles, the repasition ane/or lie down. Education
f;“ﬂ%;ﬁtgéfnggt’geoﬁpg?’;‘g\""é?{gsgsnfg? nee also includes stabilization of catheter
L
residents (#43) who required staff assistance for
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rapostioning. The findings ware:

Reviaw of the 3/2/05 quarterly Minimum Data Sat
(MDS} assessmant showed resident #43 was
depenidant on staff for bed mobility and transtars.
Raview of the 11/28/04 Resident Aggagement
Protocol [RAF) module for pressure ulcers
showad the resldent had a history of prassure
ulcers, and had an Impaired aklity to reposition
himselfherself st regular Intarvals, Review of the
2125105 Braden Scale revaaled ihe resident was
at mild risk for prassure ulcers. The Braden scale
indicated the resident had very limitad mobility
(makes nccasional slight changea in body
pasifion but unable to make frequent or significant
changes independently). Review of the care plan

dated-3/15/05-showed-staff shoulkd reposition the

F 308 (Confinued from previous page)

tubing avar the top of the leg.  An
addendum o the policy includes
rapositioning and offering to tollet
avery two hrs and as necded.
Orentad residents ars encouraged to
reposilion evaTy 48 minutes,

50506

witl e \wzu{fwu&eBL ot

e (\)ﬁ
Foed g ]

resident every two hours. Observatian of the
resident on 4/5/05 from T:45 AM uati 1:35 PM
revealed the resident was seated in the
whaelchair with a nop-release seat balt in place.
The resident was not observed to repasition
himeslimerself in the whasichair, At 8:50 AM,
certified nurse alde (CNA) #15 asked the resident
if he/she wantéd to lis down, but the resident
shaok histher head rio, The CNA did not
encourage the resident to reposition in the
wheelchair, nor did the CNA re-approach the
resident again untl 1:00 PM At 1:00 PM, CNA
#16 asked the rasident IF he/she wanted o lie
dewn, The resicant sald no. The CNA did not
gncourage the resident to repesition in the
whealchalr, At 1:25 #M, CNAs #156, #11, and #10
transfered the resident from the wheelshalr into
bed. The CNAs stated the resident had besn in
the wheelchair since breakfast. Observation of
the resident's rght buttock revealed the skin waa
bright red, with & crease flom the cathetar tubing
vigible on the but:ock. Durlng interviews on 4/6/05
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at §:57 AM and 4/7/05 at 10:25 AM, registerad
nurses (RNs) #1 and #2 stated if a resident didn't
want io lie down, the CNAs should try to
reposition the resident In the wheslchair, If the
resldent refused, the CNA should re-approach the
resident again In a few minutes. The RNs stated
the resident should not be left in the wheslchalr
for long perods of time without repositioning.
During an Intendew on 4/7/05 at 10:27 AM, CNA
#10 shated he/she was taught 1o st Jeast stand the
resident up from the whesichair triefly to “get
some weight aff', if tha resident did not want to
get out of the wheelchair. Review of the faclity's
palicy for pressure uicers (2/8/02) revealed
b residents are reposilioned in their chalrs every
hour and residents who ars able are taught to
[ move I ineirchairsevary-15-minutes—"-Review—
of the factlity's policy "Physlcal Restraints”
(NP1-111, 1/86) showed the resiraint should be
released evary two hours and ".. toilet and
reposition the patient before reapplying the
physical resiraint”
" 312 483.25(6)3) QUALITY CF CARE F312| This facility will ansurs that a rasident in WO /
A resicent who Is unable to carry out activitiss of ?&E,'ﬁﬁ:; ?;i;?vz';rg; :L:g\;ggfs of
daily living recelves the necessary sarvices to gervices to maintain good nutrition
migintsin good nutrition, groaming, and personal grooming, and persanal and oral :
and aral hygiane. hygiena. This will be accomplished
\ : by:
This REQUIREMENT s not met as evidenced Y
by: . Re-aducation of CNAs and nurses to 5/5/95“
Based on observation, staff comments, medicat include appropriate perineal care after
record review, and review of pallsies and aach inconlinent period.  This inciudes
procedures, the facility falled to aseure staff the groins, buttocks, thighs, as weil as
pravidad appropriate perinaal (incontlnenss) care the [abia, vaginal aor panis area. This
for one of eight residents (#29) who required it care will be provided regardless of the
The findings were: armount of uring or stool involved,
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( will Be [ed; \2}:”*
On 44106 &t 5:18 PM certified purse alde (CNA) uw\,w -
#10 provided parineal cars to resident #20, who 5 :
wes Incontinent of howel and hladder, Whan kH)
questioned during the obgervatian, the CNA
stated the resident's brief was "moderately” wet.
The CNA cleanssd the resident's butiocks and
anal area but did not cleanse the anterlor thighs,
groin, and vaginal area. Accarding to the 2/9/05
annual Minirum Data Set assessment, the
residant was complately. incontinent of urina.
Review of the facility's January 1986 poifcy and
procedure, "Nursing Procedures Providing
Perineal Care*, showad perineal care "promotes
cleanlinass and prevents infaction...removes
Initating and odorous secretions that collect,, .on
inner surface of the labia [skin folds in the vaginal
area)" Further-raview-of tha palley-and procedure
showed peringal cara for femalw residents
included ".. Separate labla with ane hand and
wash with tha other., .from front to back of
peringum.”
™ /v“‘ 5
F 314 483.28(c) QUALITY CF CARE F 314 1y facllty wil ensure that a resident VOt R, ¢ 977
= ‘ fa i &
Based on the comprehensive assessrent of a ‘;gr::gﬁz g“; d ;g;’g?‘:ggﬁg?ﬁ%s
resigent, the facility must ensure that a resident anless the individual's clinical
wha enlers the facility without pressure sores congiion demonstrates that they were o S
does not clevelop pressure sqras uniess the inevoidablo. This tacity wil also __ e Y, | L 28
individual's clinical condition demanstrates that ensure that 4 res) dent’ﬁ'ﬁﬁﬁ’esﬁe' | &b
they ware unavoidable; and a resident having sores receives necessary ireatment |
prsisure sores fecelvas necessary trealmant and and services to promate healing, \h’( )
services fo promale healing, pravent infection and prevent infecticn and pravent new
prevent new sores from deveoping. sores from developlng. This will be
This REQUIREMENT [s not met a3 evidenced accamplished by:
by:
Basad on abservatian, resident and giaff
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Interviaws, medical record review, and raview of
policies and procedures, the facility falled to
azsure 2 of 2 resldants (#15, #25) with pressure
sores, from a tatal sample of 11 residents,
received necessary treatment and services to
promate healing and prevent new pressura sores
fram developing. The findings were:

1, On 4/5/05 at 8:558 AM observation showed
resident #25 had a dressing on the 1R hip; tha
dressing was dated 4/3/08 and had a dark area in
the center which was approximately 1 inch in
diameter. The certified nurse aldas (CNA, #11
and #15) waridng with the resident at the time of
the observation stated the dressing was for
protection as the resident was .. very hony". Al
9:15 AM on 475708, RN #2 stated she was told of
awpund on tha resident's fght hip which was

Education of nurses on admisslon skin
assassmeant, documeniation, and
photograph if pressure uicers are
present will be presented. Education
of nursas concerning wound care will
afeo ba taught. Wound rounds will be
completed by the DON weeldly.
Education of CNAs and nurses on skin
care will also be enacted. Education
of CNAS and nurses wil be taught on
the appropriate mathods of
repasitioning to avold shear, wrinkling
of undersheets, and skin cleansing
and drying.

1, Educatien of nursss concerning
appropriate use and proper selection

yary small, but she was unaware of the dressing
on the left hip. On 4/6/05 at 9:45 AM RN #2
stated she was told in report there was a wound
on the rasident's lafl hip which was "llke the [one
on the] other side” The wound on the right hip
was approximately 0.3 centimelers (cmjin
dizmater and was |dentified on 3/28/05. During
the Interview, RN #2 went ta changa the dresging
butwas very surprised at the size of the old
drossing, Observation whan the dressing was
removed at 11:05 AM on 4/8/05 showed the RN
was shocked at the size of the open wound. It
rheasured 3.0 em by 4.0 cm, with a beefy rad
bese and ne granulation tissue. The RN kept
repeating, "It's not the samel”

Intarviews with the staff who worked on
4/3/05 revealed no one adinitted putting the
dressing mn the resident's left hip. On 4705 &t
10:30 AM the administrator stated no one Knew
the oondition of the rasident’s hip whan the
dressing was applied, In additien, the

[ STATEMENT OF DEFICIENCIES {X1) PROVIDERSUPFLER/CLA {¢2) MULTIFLE GONSTRUGTION (%3 DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A. BULDING
| 535040 B WING 04/07/2005
" NAME OF PROVIDER QR SUPPLIER ETREET ADDRESS, BTY, STATE. 2P CODE
- 1108 BIRCH STREET
MIGHAEL MANOR DOUGLAS, WY 62633
(4] 1D SUMMARY STATEMENT OF DEFRGIENCIES 0 PROVIDER'S PLAN OF CORRECTION égw)
PREFX EACH DEFICIENCY rUST RIE PRECESTED BY PULL PREFIX (E40H CORREGTIVE ACTION SHOULD Bl SONFLEON
TAG EGULATORY OR LEC IDENTIFYING INFORMATION) TAG cnoss-nEFEREggglté lTE"::' E}E APPROPRIATE DaTE
F 314 | Continued From pags 22 F 314 F 314 (Continued from previoua pags)

51508

£7A0/25

of dressings for wounds, incinding:

a. Documentation of location,
staging, and treatment of
wound,

b. Treatment and dresaing will
be performed accerding to
standing orders.

c. Physician wili be notifled of
persistent nan-heating
wounds,

d. Registerad dietician will be
consuited concamning
supplements for skin care, 1.8.
Arginad bid for prophylactic
and heating of wounds for at
rigk residents, Caloric and
fortified supplaments will
continue a8 previous.
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Review of the physician's orders revesled the
rasidant did not receive any nutritional or vitamin
and mineral supplamants. Intervisw with the
distary manager (OM) an 4/7/C5 at 10:10 AM
revealed she was not informad of elther prassure
sore. The DM verified the resident did not receive
nutritional supplements. Review of tha Apiil
medication edministration record confirmed the
residant did not receive vitaming or minerals.

According to fhe faclity's 2/8/02 policy and
prosadure refated to siin inteyrity and pressurs
soras, the charge nurse of tirector of nursing
(DON) " will notfy the distary departman (o start
a fortifled food program, call and leave &

message-for-the Registorad-Dietitian-of new

suhedujes and documsntation of
refunals. Residents are to be cued
every twa hours and as needed.
Residents in whaelchairs throughout
the facility witl be ancouraged ©
reposition andfor lie down.

a, Education of nurses an
admission skin assessment,
: documentation, and
photograph if preasure ulcers
are prezant wilt be taught.

Education of nurses
concaming wolnd care will

MIGHARL MANCR | DOUGLAS, WY 62633
KD SUMMARY STATEMENT OF DEFICIENGITS b FROVIDER'S PLAN QF CORRECTION g’&
PREFIX (EAGH CEFICI BNGY MUST BE PRECEEDED &Y FULL PREFIX (BAGH CORMECTIVE AGTION BHOULD 0% GUMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS,REFERENGED TO THE APPROPRIATE BATE
DEFICIENCY)
F 314 | Centinved From page 23 F 214 | -F 314 (Continusd from previous page)
administrator confirmad no one knew who applied X .
the dressing. Fuithermare, the physician was not 2. Education of CNAs and nurses will | &7/p/o"
notified end treatment orders were not obtained, be taught regarding repositioning

57 /L‘I.:?/as

5efos’

pressure uicer and beed for diatary nagassment
1o ba done... The DON and the wound nurge will
stage the pressure ulcer and institute new
prasaute ralieving devicas/procedures... The
charge nurse of gach shift will assess the
residants at risk or with a Ristory of pressure
ulears dally and dosument eondition of the
skin...The wound traatment nurse will assess
dally all pressure uleers being treated and assRes
these residents for breakdown in other
areas...and dogument.”

2 Obzervation oh 4/5/05 revested resident #18
was not toileted or the brisf checked or ehanged
from 7:30 AM untll 2 PM, a period of 6.5 hours. At
2:03 PM, the resident confirmed s/he had not
wesn to the toilet since getting up that morning
(some $me before 7.30 AM]. In addition, the
resident stated no ong had shacked or ehanged
the incontinence brief since sfhe rose. At 2:08 PM
two certified nurae aides (CNAS, #11 and #13)

als0 he [EuUght. Wound Toumnds
will be completed by the DON
weekly. Education of ENAS
and nurses on kit care will
alsn be taught. Bducation of
CNAS ang nurses will be
taught on the appropriate
methads of repasitening (o
avoid sheer, wrinking of
undarsheats, and skin
cleansing and drying.

Program implernented for
CNAs recording of changad
skin condttions. Education of
CNAS and nurses io.reinforce
poflcy of tolleting prier to and
followlng mesls,

4{30/05"
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transfared the resident to bed, The resident
raquired axtensive assistance and the CNAg drug
Wir/ner over the bad, The resident was
Incontinent with a strong smell of uring, When
guestioned at the time ofthe chservatian, CNA
#173 stated the residant's brief was "gaturated”
and the skacks wera "damp.* Observation during
perineal care showed tha resident had an open
area on tha lefl giuteal fuld approximately 1.6
cortimeters in diameter. CNA#11 applied A& o
oinfment to the ares and stated it was not opsn
yesterday, The follewing concerns were identifiad:

2. Interview with charge nurse, registered
nurse (RN) #2 on 4/8/05 at 9:50 AM revealed she
was unaware of the open area before the CNA
reparted it (o her on 4/5/05.

b. Medical record review revealed no

docurmentation-telatad-1p-the rassure sore

Fa14] F 314 (Gontinued from previous page)

b. No A&D oiniment applied o
ppen areas per policy. For
Stage 1 Bug Balm will be
applied, for Stage 2 Calmo-
saptine or Bacitracin will be
appliied, Non-occlusive
dressings wit nat ba used on
open areas except skin tears.

o, Education of CNAs and nursés
on sWin cere, Educstion of
CNAs and nurses on
appropriate methods of
repositioning to avoid shaer,
wrinkling of undersheats, and
skin cleansing and drying.

Ylagfos”

&fhofos”

before 4/5/05, The nursing nate on 4/6/05 gt 2:20
PN documented "A & D alntment used lo oover'
the open area, However, imtarview with the
administrator on 4/7/05 at 5:20 PM revealed tha
facilty used whatever treatrent ".. \Was lgarned at
the last wound clinic". The administrator stated
tnat treatment was Calmoseptine with a
Tegaderm dressing applied after the area was
cleansed with normal saling, The adrinistrator
further stated A & D cintment was not to be used.
I addition, review of the physician's orders
showed thare was not an order for A&D
sintmeant.

o, Review of the facility's 2/8/02 policy and
procedure related to skin imtegrity and pressure
sores revealed, "Residents thatare a two psrson
transfer wilt ba transferred without dragging.-..Skin
will be kept clean and dry.”

LY
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A residertt wha is incontinent of bladder raceives wha is incontinent of bladder receives - ot 3, %
apprapriate treatment and services to prevent appropriate treatment and_aervic:es 0
ur[nary trast Infections and te restore as mueh pre\!ant Ufmafy track infacfions and to ’ LKL)

.restore as much horrnal bladder
{function as possible. This will ba

This REQUIREMENT is not met as evidenced accomplished by:

nomal bladdar function as possible.

by
. 1, Education of CNAs and nurges to ﬂ 04
Baged an obsarvation, resident and shaff . \ v
interviews, medical record review, and reviaw of ;:;;";mf; m:& m:ﬁ“:;ggngﬂ?; E ?r‘;:’
[' - i o T H
policies and procadures, the faciliy fallad to policy Includes repositioning and

assure staff provided care and services to
preveni urinary fract infections, pramote dryness,
and restare bladkder function, {ne of eight (#16)
sample residents who was Incontinant of bladder
was not tollated or changed, In addition staff

fafled to handle catheters appropriately during N
care for one of one sample residents (#43) with a ‘?éggﬁﬁgﬁg ‘;L&ﬁ?:l g?% :gffﬁfw 57‘“/ 5

offering to toilet svery two hours or as
neaded. Oriented residents are
gncouraged to repasition every 16
minutes,

theter - for one-non-gample- nb-(#32)- - -
.[;.?1 e findings w:?;m' fion-sarmple-resident (+32) when catheter trag-is-above patiente—— —5]5]&4»_ —
' bladder level per palicy In NP2-1104,

1. Observation on 4/5/06 at 12:47 PM showed
certifiad nuree aide (SNA) #11 pushed resident
#16 10 the roam and asked i the reeldent wanted
to use the toilet. When the rasident refused, fhe peglnea! area when cleaning cathater
“NA did nat encourage or educate the resident, tubing.

nar did the CNA check the resident's incontinence wi e € \Jiﬂ‘_,...}lo‘-

brief. The GNA just turned and (eft the room. ! @ -
Interview with the CNA on 4/5/08 at 12:50 FM U] 50 (tf )

3. Education regarding same policy 5/5’/05'
concerning skansing away from

ravealad the resident usually rafused to use the
toilet from arlsing untll approxmately 1.30 PM 50
staff .. dan't ask...” anymere. On 415105 at 4:30
PM, iterview with the charge nurse, registored
mirse (RN) #2, revealed she expoatted staff to
keap asking a resident i s/he naaded to use the
tollet i the resident had refused tollating.
Observation on 4/8/05 revealed the resident
was not lolleted or encauraged to use the toilet,
nor was ihe incontinence birlef chacked or
ghanged, from =30 AM urtil 2 PM, a period ¢f 6.5
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hours. At 2:03 PM, tha resident confirmed ahe
had not bean to the toilet sincs getting up that
moming (some time before 7:30 AM). The
rasident 2180 stated no one had checked or
changed the incontinence brief since s/he rose.
Raview of the 3/4/05 admission Minimum Data
Sef assessment revealed the resident was not
cognitively impaired but was frequently
incontinent of uring. Review of the Aprl 2005
actvities of daily Jiving flow shaet confirmed ths
resident was incontingnt of urine every day.
Accotding to the 37/05 care plan, staff wara lo
encouiagsdhe resident to urinate every two to "
threa hours,

When two certified nurse aides (GNAs, #11
and #13) transferred the residant to bed at 2:05
PM, s/he was Incontinent with a strang smell of
! uringe, When quesiioned, CNA #13 stated the

B resident’s hiriefwas "saturaled™ and e S1a0ks
' werg "damp.”

2. Interview with RN #2 an 4/5/05 at 9:54 AM
revealed resident #43 had a history of urinary
tract infections and was on Pyridiurn for
prophylaxis. According fo Mosby's 2002 Nursing
Drug Reference, Pyridium exerts an anesthatic
effect on the urinary tract mucosa and I used for
Irritation caused by infections; It tums urine &
red-orange color. On 4/5/05 at 1:35 PM
phservation showed thrae CNAS assisied the
rasident to bed. CNA #19 removed the residents
trousers and pullsd the indwelling catheter
drajhage bay through the trouser jeg, Howsver,
the CNA elevated the catheter bag approximataly
18 inches above the resident's bladder, and
red-prange Uring ran back up the tubing and inta
the resident Review of tha 3/2/05 quarterly MDS
asseasment showad the resldent had a urinary
tract infaction, and, according to tha March 2006

EORM CMS-2067(02.93] Previous Verslens Obaohit Evart b BEGG Fachity 10;  Wygeia 1 gontinuation sheet Page 27 of 47
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¥ 318 | Confinuved Fram page 27 F 36
physiclan's orders, recelved Macrebid (sn
antibiotle) and Pyridium for it. Review of the
facliity's January 1998 policy and procedure,
"Nursing Procedures Ingertion of Indweliing
Catheter", NP2-1101, showad "Keep dralnage
tube and collection bag lower then [than] bladder
ot all times."
3. Observation on 4/4/05 at 3:60 PM reveaied
CNA #2 provided catheter care for resident #32
by cleansing tha catheter tubing with soap and

v water while using & hack and forth mation. On
- 4/7/05 at 11:50 AM intarview with CNA#1S - '

revealed they were taught to cleanse oatheters by
rubbing away from the resident's body. Interview
with N #9 an 4/7/08 at 11:52 AM confirmed
catheters were not cleansed with a back and forth
rmotion; staff were to cleanse the tubing by
rubshing away fram the rasident's body,

Fggig 483.26(e)(2) QUALITY OF CARE F 318 Thiﬁ facllity will ensure that a resident é,\,\m&i“‘ /“'*:'.1’

. ith & fimite i i TS A
Based on the comprehensive assessment of & with 5 fimited ranae of motion receives ¥ 10 # 1L
rasidant, the facllity rmust ensure that a resident Iﬂ;‘;’;ﬂm ""ea“;"a“tﬂa"“ Ei':,"‘°f3 o #3803
with @ limited ranga of metion recelves rovant f'?,(?ge ;', maton i""" ar to
appropriate treptment and services (o increase P a::en ;‘.hi“’" me;reaqe n r?r_\ge n L;]f)
range of motion and/or to prevent further moticn. This will be accomplished by:
dacreage in rangs of mofion. Reviewed procedure of documentation 4/357‘;5'
. . : with rastorative alde. Documentation

I;I-I-'s REQUIREMENT is not mat as evidenced will be completad for sarvices,
Based on obgpwatton, medical record revisw, 1. Restorative aide recently returned
review of facility policias, and family and staff to duty after absence dus to injury and
nterviews, the facility falled to provide range ot is providing range of motion per
motion services for five of six sample residents fecommentations.
with limited range of motion (#10, #11, #22, #38,
#43). The Mndings were;
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1. Review of the 31 E/05 annual Mirimum Data
Set (MDS) assessment showed resident #11 hag
range of motian (ROM) imitations in the following
areas’ one arm, ohe hand, ona ieg, and one fool.
Raview of the 3/1 /05 Resident Aszessment
Protocal (RAP) madule for activiies of deily Iving
revealad the resident had right sided paralysls.
Review of @ 314/05 nursing summary showed
the resident had conlractures to the right arm,
leg, and foot. Obsarvation an 4/7/05 et B.66 AM
revaated tha resident had decreased voluniary
movement to tha right anm and leg. Interview with
ceriifiad nurse alda (CNA) #12 at that time
revealad the resklent had decraased range of
motion to the right arrm and leg, During &an
interview on 4/6/03 at 9:00 P, a family member

)
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2. Restorative alde recently retumed
to duty after abisance dus to injury and
is providing range of motion per
recommendetions.

3. Restoralive glde racently retumed
to duly after ahsence due to injury and
is providing rangs of mollon per
recommendaticns, Additional CNAs
are baing hired by faoility.

4. Restorafivée gide recently retumed
to duty after absence due to injury and
ls providing range of mation per
recommendations. Additional CNA%
ara_ baing_hired by facllity

gtated tve resident was paralyzed-orrthe-right
side of the body. Review of the medical record
revealed no svidencs the resident received ROM
garvices, The vare pian daled 3/31/06 did not
address the residents ROM limitations. Review of
the restorative dosumentation book provided by
the tacility revealed the resident was not recelving
restorative services. During an interview on
A7T06 at 11:06 AM, the administrater stated If
there was no dosumantation in the restoraive
book, then the residant was not recaiving
restorative servicas,

2. Review of the 2/23/08 annudl MDE
nusessment showed resident #39 had ROM

both legs, and both feet, Ravisw of the 223/06
RAP module for activilies of daily living revealed,
that due to progressive Alzheimer's demantia,
ROM was limited. Review of a 3/20/08 nursing
summary showed the rasident had gontractures
in the knees. Observation on 4/7/08 at 848 AM
showad the resident did not siraighten hisfher

fimitallans in the followIng areas: neck, both arms, '

5. Care plans updated and range of
tniotion administerad per restorative
aide acoording te recommendations,

8. Restorative site recently raturnad
to duly after absence due to injury and
is providing range of motion par
recommaendations. Additional CNAS
are being hired by facility.

7, Rastorafive aide recantly retuined
tn duty after absence due to Injury and
is providing range of motion per
recommendations. Additional GCNAs
are being hired by facility.
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knges while transferring. (ntarview with CNAS #18
and #16 at that time revealed the rasident had
st knees. Review of the medical racord
revealed no evidence tha resldent received ROM
services. Raview of the care plan dated 3/14/08
showed the ROM imitations were not addragasd,
Review of the restorative decumentation book
provided by the facility revenled the resident was
net receiving restorative services, Duting an
interviaw on 477108 at 11:05 AN, the administrator
stated If there was no documentation in the
restarative book, then the resldent was not
receiving restorative services, The administratar
stated the resident used fo receive restoralive
sefvices, and probably still should ba,

3. Review of the 3/2/05 quarterly MDS
assagsmentroveniog-resident #43-had ROM

limitations in the foliowing areas: neck, both
hands, both lzgs, and both feet, Review of a
11119404 haspital discharge sumimary showed the
rasident had flexion contractures. Review of tha
11719104 admission nursing note showed the
resident was stiff in the joints that were
contracted. Review of the réstorative nursing pian
dated 8/7/04 revealed the resident was supposed
fo recaive ROM to the upper extramities, Review
of the January 2005 restorative flow shest
showed the resident recelved ROM services five
times., Review of the February and March 2005
restorative flow sheets revealed thay were blank,
there were no documented ROM services
provided. Review of the April 2005 tiow sheet (up
through 4/7/05) revealed |t was alsa blank. During
an intarview on 477/05 at 11:05 AM, the
adrninisirator stated the previous restorative alds
did not document services provided. She further

| ghated the eurrent resiorative alde was baing
pulled off of restarative to "work the floor” (as &
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cartified nurse aide).

4. Raviaw of the 22%/08 quarterly MDS8
assessment showed resident #22 had ROM
frritations in the Tollowing araas; buth lags, both
feet, and other limilations. Review of a 1/8/03
physical tharapy olarffication order showed the
resident was discharged to restorative. Reviaw of
the 1/14/05 restorativa referral showed the
residsnl was supposad to regelve lower gxirémity
exerclses and ambulaton one 1o two times per
week, Review of a 3/23/08 physlclan progress
note showed tha resident hag pain in tha knees,
and tha facility was suppasead to do a resirial of
restorative care. Review of the ¢are plan dated
1/8f05 showed the resident reseived the
restorative program as tolarated, However, review
of the_February, March,_and. April_(through 4/7/05)

2005 restorative flow sheets showed they were
blank. Durlng an Interview on 4/7/05 a1 11:05 AM,
the administrator stated the previgus restorative
aite did not document services pravided, Bhe
furthar stated the current restorative aide was
being pufled off of restorative ta “work the floor”
(as a certified nurse alds).

5, Review of the 3/4/05 quarterly MD&
agsessment showed resident #10 had ROM
fiinitations in both lags and feet, Review of the
BfB/04 RAP madule for activities of daily living
showed the resident had one or mare limbs that
was severely itnpaired. The 3/1/05 nwsing
summary Indicated the residert had a

» contractures o the leg and foot. Review of the
medice! racord revesled no evidence the resident
racelvad ROM sevices. The care plan dated
A1 7105 did not address the residant's ROM
Jimitations. Review of the rastorative
documentation book provided by the facility
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revaaled the resident was not receiing
restorative services. Durlng an intervievr on
4/7/05 at 11:05 AM, the administrator stated if
ihere was no documentation [n the restorative
book, then the resident was not receiving
restorative services.

8. During an interview on 4/7/06 at 1105 AN, the
administrator statad the previous restorative alde
did not document senvices provided. She further
staled the current restorative alde was being
pulled off of resterative to "work the floor” (26 2
cartified nurse alde). Review of restorative fiaw
sheets in the restarative book showed the

restorative alde documentad he/she was puiled {o |

work as a certified nurse aide on 2/28/05, 3/2/05,
331085, 9/4105, BIT/05, 38105, 3/S/03, 2108,

F 323
83=D

T2I05, and 324108,

F 31t

7 Review of the faclily's poiicy for ROM
exercisas (NP2-1502, 4/98) showed RCM
exerclses improve ar malntain Join mobility and
help to prevent contractures. The policy stated
the joints exervised and the numicer of repetitions
should be documented on the restorative Aursing
flow sheets.

483.25(h(1) QUALITY OF CARE

The facility must ensura that tha reeldent
environment remaing as free of accidant hazards
2% Is possible,

This REQUIREMENT is not met as evidenced
by:

Basad on obsarvation and staff inteniaw, the
tacillty failed to store nursing supniies out of reach

F 823 iy tacility will ansure that the

resident anviconment remains 28 free
of accident hazards as is possible.
This will be accomplished by:

1, Kick guards have baen temporarily
repaired and naw kick guards are
being ordered.

2. Baseboard heater across from
raom #4 has been reattached.

! :Mar
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of residents, & assure the doors and heaters
ware free of sharp edges, and that a steep
stairwell and dumbwalter were not aocassinle to
residents. The indings were!

3. Beladine has been removed, door M/M/M"
is locked at @il imes, :

4, Th h :
e key hag been ralocated to an Y /3, /05"

1. Dbservation on 4/5/05 at 1 PM and again on inconspicuous place accessible o

477/05 &t T:40 AM revaaled tha hard plastic Kick employees and door is kept looked at

guerds attached to the doors of resident rooms all imes.

#4 and #6 were cracked, and bant up along the ;

Bnds, which craated sharp edges. During an f. The gete and cabinets st the

interview on 4/7/05 at 7:40 AM, the maintenance nurses staflon are to be kept locked at ‘5‘/"’/95"

director stated the kick guards were reugh from all times when nurse is ot in

beds and ather things rurning inte them, He attentance. The refrigeratur

further statad ha was not aware of the sharp containing the insulln is 1o be kept

adges untl the surveyor showed them to him. lacked at all times whén nurse is not i
attengance. &

2 Observation on 4/4/06 at 4:40 PM and again on .

477706-at 7:40-AM revealed the right side of the woitl e (¥ f“‘.”’%} vaar

nasaboard heatar across from raom #4 was aot M b?j'\l e \"ﬁ’ -

firmiy affixed, which created a sharp edge. j - C i

Intarview on 4/7/06 at 7:40 AM with the d( )

mainterance director confirmed the sharp edge.
He stated a screw could ba insartes to re-attach i
the side piace. :

3, Obgervation on 4/7/05 af 4:35 FM revealed a
ciean utility room which had an yniockad door. [n
one of the unlocked cabinate, thare was a bottia
of Batadine solution, In acdition, the room
contzined a dumbwaiter {elevator) to transport
clesn finan from the basement 1o the rmain foer,
The door to the dumbwaiter was not (ocked, The
opehing fo the dumbwalter measurad 23 inches
by 33 Inches. Upon looking ingide, the eigvator
was In the down position (at the bagsament),
tharefore there was a drap off down to the
baserment.

4 Observation on 4/7/05 at4:38 P revealed &
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door next to the nursing station. The door was
locked, but there was a key visible hangihg nexut
fo the door from a hook attached to the doot
frame. Bahind the door was the steep stairweli to
the basement: it contained 13 steps.

5. Obgervation on all days of the survey showed
the cablnats at the nurses' station wera not
locked and contained such items as syringes,
needies, and alcoho! and Betadine wipss. In
addition, tnsulin was kept in the refrigerater, and
the 1/2 door at the nurses' station was not ahways
lngked so the area bahind the door was
ancessibie to resldents.

455 28(hH2) QUALITY OF CARE

THe faciity ust snsure that each rasident

F 328

F 3241 Thig tacilty wil snsure that sach

resident raceives adeguate

recelvas adequate supervision and asgistance
devices to pravent accidents.

This REQUIREMENT is not met as svidenced
by

Based on abservation, staff intervisws, and
medical record review, the facllity failed to assurs
tho safety of a1 assistiva device which was used
for 1 of 10 sample residents (#3). The findings
were:

On 4/5/05 &t 7:30 AM observation showed
resident #3 lying on the flaor under a table In the
dining room. When someong asked what
nappened, certified nurea aide (CNA) 11 stated
vTha wheslehair broke.” CNA #15 examined the
wheelchalr but was unable to detarmine how it
was brokan. After the resident was removad from
the flnor, staff placed him/her back into the
wheeichalr, Tha resident was fransfermed to the

supervision and assisiance evices 1o

prevert laecis:éenta. This will be

acoomplished by,
The W[(., fol
Wheelchairs are to be checkad weekly
whan ¢leaned and as needed, and
repaired @5 necassary, Awork arder
will be [nitiated by the staff member
who cleaped and checked the chair,
Policy has been implemanted for
inshaction of wheslchairs as resident
is admitted to faciity and repaired ot
replaced as necessary.

Documentation of inspection to include
date, resigent name, safaty concemn
and rectification of sama, Any staff
member taking note of any nepair
izaue of wheelchalrs will fill out & work
order for immadiate rapair,

w3 has ey

Eroed-

qps/as'”

staafos”

)
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amergency room and later ratumed to the facilty.

Duririg an Interview at B:30 AM on 4/5/05,
CNAZ11 stated sha did not witness the incident,
byt the back of the whaelchalr sushion was tipped
up when she arrived at the scene. Inferview with
the charge nurse, registered nurse (RN)#2, at
0:06 AM revealed the resident wag on hie/her
knaes in front of the wheelchair and was held in
 place by the seat belt. The RN statac the seat
belt was lgosety fastened so the resident could
rock forward to propel the wheslchair, The RN
also identified the wheelchalr as belonging to the
rosident.

Review of the B/10/04 annyal and 2/8/05
guarterly Minimum Data Set assessments
rovealed the resident was not cognitively
impaired, was at risk for falls, and ugsed a

wheelchalr with-a-quick-ralease-gest-bollk-Raviaw

Lol be peuitad ot

of the madical record produced ne documentation
ralated to 5 gafety check for the wheelehalr.
During an intarview on 4/8/05 at 10:17 PM, the
maintenance difector stated he had never
checked the wheelohalr for safety and did not
know if anyone checked it when it was brought to
tha facifity. interview with the adminisirator on
A/E/05 at 2110 PM confirmed the whaeelchalr was
brought in by the residents family approximately
five months ago. The administrator was unabié to
provide decumentation the whaelchalr was
shecked for safefy.

At 11:20 AM on 4/5/05 observation showed
CNAs #11 and #15 prepared to transfer the
resident from the bed back into the whaeelchair, At
this time the CNAs discovered the back of the
wheelchair s#at wouid tip up and the whole
botom of the whaelchair would corme out. They
\ were unable to find a mechanism to loak the geat
Into place, but plased the resldent ihe
whealchair anyway. Both CNAs stated they were
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unaware the sezat wauld come out. Om 47505 at
2:92 PM the social services director also stated
she was unawars the seat would fip up snd coma
out,
Ny , This fagility whi provide aach resident ™ AN
R 483.26() QUALITY OF GARE F 227\ with sufficiant fluid intake to mainlain” @)
The faciity must provide each resident with E;aﬁpz;:g‘dr;?:’:%?ﬁ health. This will
sufficient fluid intake to maintain proper hydration phshed bY:
and health. a The fac‘h{ljty has implemanted a 4/] ¥ /&5”
. , . nutrition and hydration program with
ms REQUIREMENT s not mat s avidanged staff hired specifically to provide juice,
' o ) watel, popsicles, and fartified
Based on chservation, famnity and staf intervisws, supplemants to residents, “NAS are
and medical record review, the facility faflad 1o nalified of residents needing help with
assure staff provided 1 of 11 sample residents hydration and supplements. Julea
(43)-at risk for dehydration with adeguata fluids to being pravided includes cranberry
maintain health. The findings wers: jume—as-pra—phylaqti&feFU?Fis.—(Ihe
) resident referenced in F327 has @ a
Review of the faca shas! ravealed rasicent #3 history of chronic UT1s) A new poficy
was admitied to the facility with diagnases which was Implemented covering hydration
Included bindness and macutar degenaration. hwice A day and at bedtime. All staff
‘nt@WiﬁW w‘th a fﬁmﬂy m&mbel’ on 4!5!05 E'lt 1:20 pmvld'ng dirgc! care for residants ars
PM revealed the resident had ongoing urinary being sducated on tydration and
tract Infeciions (UT1s) from Novermber 2004 mutrtion.
through @ hospitalizadon in January 2008, The
resident as dehygdrated on admission and started the CNAs and part of their job {unction
intrevenQus ﬂuldﬁ and i’il’itibloﬁﬂﬁ. The fam”y isto review tha care plar‘s da“y and 8§
mermber #lso stated the resident was unable to needed.
see to obtain fluids, anc when staff enterad the
rmom. they might or might not offer fiuids to the c. Dietary assists with the hydration g/lf/bf
resident. cart with stocking the cart with liquids
According to laboratasy reports. the resident and SNACKs.
had UTls on 11/22/04, 121 QI04, 1212804, 114105,
and 1720/08. Review of nursing notes qated d. All residants are manitored and b ) g/g &
4129/05 showed the residznt was hospitalized for ancouraged ta consume food and 1561
2 LUT] and pneumonia. According ta the 2i8/0% fiuids at gach meal by all staff present,
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Miriwrn Data Set (MDS) assessment, the . N

fagllity documented a/he was dehydrated and hagl
a UTI in the last 30 days. Review of the nursing
notes and physiclan's orders dated 2/12/8
revealed the resident was started on Macrobid
(an antibietic for UT1s) for & menth, According to
the 2/M17/05 care plan, staff were to offer Rulds of
choice at meals, offer fluids before and after
cares, and keep water at the bedside. Review of
the T/1/04 inltial nutrition assesameant revealed
the resident requirad 1,344 cubic centimeters (o))
of fluids per day. In addition, abservation on all
days of the survey showad gigne pasted by
tharmostats which instrusted staff to keep the
temperature set at or above 78 degrees; the
facility was wartn, but Interview with the sacial

rasldent's vision was highly Impaired and the d“ \)@f-ﬁ"ﬁ'u&/ Q))f Lb*f)

sewlc—:esrdireet:ar—en-r#,’-mﬁ-aH.GAM_cenaaleﬁih_e

hydration cart was not in use. The following
goncerns wese identified:

2. Ohservation on 4/4/05 5:15 PM, 4/3/05 at
11:20 AM, and 475/05 at 1:08 PM shawed staff
failed 1o offer fiuids before or after complation of
care; a total of six opportunitles for fluids
consumption were mizsed,

b. interview with two cetifled nurse aldes
(GNAS, #13 and #15) and the rouseksepar who
was also a CNA revesied all were unaware of the
amount of fuid tha residant needed to consumea
sach day. In addition, CNA#13 stated he had
been employed at the facillly about nine months,
but he was unaware of the instrustions en the
resident's care plar. )

o. Reviaw of the tocumented flukd Intake
consumed by the resident @t meals since histher
return fram the hospitl on 2/1/06 showed an
average fluid intake in February of 560 co per day
and i March of 689.7 cc par day. Intetview with
the distary manager on 4/3/06 at 320 FM

FORK CMS.2567102:58) Previous Verslans Dbacirie Evant 10: BSCGAHY Facliy I WYOWE IF conlinuation sheet Page 37 of 47
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ravealad the dletary department provided flulds ot
meals, but it was the responsibility of the nursing
staff to offer, or encourage consumplion of, fluids.

d. Observation during the evening meal on
4/4/05 a1 5:45 PM showed the residents tray
pushed back on the table. A unidantified CNA
stated the resident pushed tha tray awsly al the
evening maal; however, tha GNA made no
attempt to offer other fluids or encourage tha
resident to consume more fluids. Obssrvation of
the hoon maal on 4/5/05 2t 12:40 PM showad the
resident sitting with his/her head on the table and
the meal tray pushed away. Again, staif failed to
offer ather fiuids or encourage the resident to
drink those already provided.

F 328 ' 483.25()(1) QUALITY OF CARE

Fa27

F 329

Each resident's drug regimen must ba frae from
unnecessary drugs. An unnecessary drug is any
drug when used in axcassive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequale
indications for its use; or in tha presenca of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons ahove,

This REQUIREMENT Is not met as gvldenced
by:

pasad on medical recerd review and staff
interview, the facility failed to assure one of one
sample reskdents (#16] who recgived a hypnetic
madication (psychotrapie medication used for
sleep) did not receive it unnecessarily, Tha

findings wera!

Review of the admission face sheet showed

-.me, Ly Si(.“‘tct
e e, s T

resident-who-receives-a-hyprotic

This facility will make sure that any 5}35/05”

medication (psychotropic medication
used for sleep) will not receive it
unnecassarily, This will be
accomplished by:

The care plan is implemented far
alterations in slgep patterns, Qur
pharmacy and social services
personnel are In the process of
daveloping support documentation for

gach resident prescribed with .
P Tewd w-oh‘i)‘\ l4,'

hypnotics. Phagmaty U
0 lr\gt ¢ cLMW&Sﬂ- )[

-3

(¢

—
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F 320 | Continued Frorm page 38 9| ) e pevrestd ot

resident #16 was admittad to the faciity on 7 iy Qfy msetoaf)

2/1/05, Review of the admission orders showed

the physician ordered Temazeparn (a hypnatio) LC {1)
nighty, and, eccarding to the March anc April

3005 medication adminislration records, the
resident raceived it as ordered, According to the
2006 POR Nurse's Drug Handbook Ternazepam
s for short tarm usa only as “Pralonged
adminiatration is hol recommended bacause
physical dependence and tolerance may
develop.” Review of the entire mecdical reeord
failed to show physician decumantation explalning
why the hypnotle medication was prescribed for
more than short term use and why alternative
mathods of slesp induction, a decreased dang, of
diffarent madications wera not attempted. In
addition, the taclity falled to provide evidence that

uther-pﬂsﬁible—reasans-f@r-insnmnta_(.e..g.,_new

admission, depression, pain, noise, light,
caffeine,) were efiminated. Interview with the
secial servicas director on 4/7/05 at 10:30 AM
confimned the faclity lacked a physician's
stederment which supportad continuad use of the
madication or documentad that the banefis of
daily consecutive use outweighed the rizks.

88t medication error rates of five percent

The facility must ensure that itis free of or .greater. This will bie accomplished
medication errar rates of five percent ar greater, by:

This REQUIREMENT is not met as evidenced A Nurge education lesson plan is 57’25/95"
by being Implemented concerning

Baged on obsarvation, matical racard raview, avaiding medication enare.

resident and staff Interviews, and review of

rolicids, the facilty falled to maintein @ medication f;r)]p’:ﬂ;ﬁzs;ﬁ‘ﬁ;ﬁjj;#;;i‘;;ﬁ;%”"e Yaofos
arror rata balow five peraent (%). Qbservaton arders prior to admisslon.

ravanled 5 non-slgnificant medication errors o
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of 48 opportunities far srror which resulted in 2n
error fate of 11.11%. The findings were:

1. Observation on 4/4/05 gt 5:43 PM showed
registared nurse (RMN) #2 adminlsterad
Mataprolal, Detrol, and Pravacid to sarmple
resident #16. Reconciiation of the medications
revesled the lack of physician orders for
Metoprolol and Detral sinee the transfer and
admizsion form was not signed or dated by the
physician; nor were thers any verbal or telaphone
arders for the medications, Refer to F 271 for
information related to lack of admission ardars,
[ntarvlew and review of the medical record with
RN #2 on 4/5/05 at 12:56 PM confirmed the lack
of signed orders arci the absence of any other

arders-for-the-medications Two_gTors wears

&) An addendum will be made to the
policy concerning admissions:

8. Mo regident wilt be
accepted for admisglon or re-
admisaion from tha hospital or
othar facility until writtan
orders are obtained and
signed by the attending
physician.

1. Waekly chart chacks will be
campleted for afl regidents.

2. We have gone to standard
physkian orders for Vitemin D (200

45/3 ifoé"

‘y‘/ga/pﬁ"'

4/&5’ /06"

made with administration of these madications.

2 Observation on 4/5/05 et 5:45 PM showed
licensed practical nurse (LPN) #3 administered
Caleium 800 milligrams (mg) with Vitzmin D 200
mg to nen-ssmple resident #42. Reconciliation of
the madication revealad the physician's 3/3/05
order was for Calclum §00 my with Vitamin D 800
g, Burther review of the phyaicia s orders with
RN #1 showed an order on 11/6/04 to change the
Calelum 1o 800 mg with Vitemin O and administer
it twice daily, but the amount of Vitamin B was not
specified. Howaver, the recapitulation (recap) of
orders form slgned by the physician on Movember
4, 2004, and each monthly recap of orders ainoe
then, specified Calelury 800 mg with Vit o a0
mg. When interviewsd on 4/7/04 at 8:55 AM, RN
#1 stated, *| don't have an anawer." One
medication srror pocurred.

3. On 4605 at 5:12 PM, observafion showed RN
#4 administered medioations, including Tagarnst

L) and caleium HOFmg] (Le. eny
orier reading calcium 600 mg with
Vitamin D is interpreted @s Viamio D
200i0u)

3. Nuvsing Policy # NF1-401 states
‘Madlcatons are administered within
60 minutes of schaduled time, except
nefore or after meal orcers, whith ara
administerad precisaly as

prdeted,.. .Unless otharwise specified
by the physiclan, routing medications
are administered sccording to the
astablished medication administration
schedule for the facility."

witt He W\Ji""“"g@y djﬁ_ .

J (

QY et

)

590"
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REHABILITATIVE SERVICES
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and Zyprexa, to non-gample resident #31.
reconciation of thess medications revealed both
were prdered at hedtime 9n the Margh 2008
recap of orders, Review of the merfication
administration record showed both medicalions
ware routinely scheduled fot gdministration at €
PM. Interview with RN #1 on 4/7/06 at 8:05 AM
revealed she had no idea why bedime
rredications were given so early. {nterview with
the resident o 4/7/05 at 4:45 PM ravesled s/ha
narmnally went to bed "about 8 PM." Twa
medication errors oneured.

483.86(2)(1)16(2) SPECIALIZED |

F 332

F 408! This facility will ensure thal

rehabllitative servicas will be provided

“admitted to the facilily on

If specialized rehabilitative sarvicas such a8, but
not limited to, physlcal therapy., gpeech-language
pathology, occupational therapy, and mental
healin rehabiitative services for mental lingss
and mental retardation &re ragyired in the
resident's cornprehansive plan of care, the fagility
must provide the required gervices; or abtain tne
required services from an autslde resourgs (in
aecardance with s4683.76(7) of thls part) from a
provider of specialized rehabilitative services.

This REQUIREMENT is not metas avidensed
by:

Based on madical record review znd gtaff
interview, the facllity failad to provided proered
reliabiitaive (rehab) therapy gervices for ang of
one sample residents GE48) with orders for
therapy. The findings were:

Acoording to the face shest, rasident #16 was
471105, Raview afthe
admission prders showed the ragident was to

as orderad for any resident who hes

such orgers. This wil bs
aocomplished by:

F ty;,;u;, mu)
Whan this resigent was adgmited PT
and OT were called and 1t was decidad
that the prosthesis could not be used
urtl afler the decubitis which Was
preseak on har amputation was
healad. The PTA stated he would
slart rehabilitation with the residant
using the prosthesis when fne wou ds
ware healed. \]iu» th &

This facility is unaware of any
convarsation with BT or QT stating
that therapies were not allowed ta
evaluate the resident,

Hersaftar, all convarsations with
therapies will be put in writing and kept
in the rasident's chart,

&g 15 {uexoﬂﬂ%
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racelve therapy for wound therapy, whesichalr
transfers, and strengthening exercises. However,
revisw of thie 31 0/08 cooupational therapy (OT)
note reveated the foliowing: "When pt [patient] left
hespltal OT and PT [shysial therspy] were under
thie understanding that {resident's rame] would
recelve OT and PT serviees... The nurse on duly
offerad ta call and get orders 2 [secondary] to
director of nursing atating that they have to eat
the cost of our services, since it was not orderad.
She stated that it was not the wish of Michael
Manar to get orders, becaluse the restoraiive gide
coutd complete transter iraining and
strengthening, Therefore OT will not be treating
the pt at this time," Raview of the entire madieal
record failed 1 show the facility obtained an order

F 429
&8=0

F 406

N , ,\eu}ielq}'
I\.Ul (4€J‘?‘/ C)/_)/
Qfﬁ)

to discontinue rahab thenapy or for the resident lo
recaive restarative therapy.
During an interview on 4/7/05 at 8:40 AM, the

" administrator stated PT décidad notl to do any

fherapy unt the resigents presaure ulcar healed.
She further stated rehab decided niot to do any
therapy &t all.

Intarview with a physlcal therapy aide( PTA)
on 47705 at 9:58 AM revealed the physical
therapist went to the facility to avaluate the
rasident and was told the resident was on
restorative therapy. The PTA stated the fheraplst
called the physician who rearderad rehab therapy,
the therapist returned to the facility but was not
allowead 1o evaluate tha resident. The PTA further
stated the facllity toid O *...the same thing."

483.50(c)(2) PHARMAGY BERVICES

any irragularities to

The pharmaciat must raport
the diremtor of

the attending physician ard
nursing.

F 429| This facility will ensure the pharmacy

will repont any imegutarities conceming
the residenta medications to the
attending physician and the director of

nursing. This will be scovmplished by!

FOIAM CMS-2567(12-40] Fravious vepsighy Qbsdlale
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Review of the admission face shaet showed
resident #16 was acimithed to the facility on

3/1/05. Review of the admisslon orders showed
they were nelther verbal nor telephone orders; nor
ware they written, signed, of datad by the'
physician, During an Interview on 4/5/05 at 1:05
P registared nurse (RN) #2 confirmed the
orders ware not acceptable since they were not
sighed, Review of the madivai record during the

£ 434

intarvievw-with-the-RN_revealed the facility had

in skeep patterns. Pharmacy and
social serviges ars in the pracess of
developing support documentation for
each resident prescribed with
hypretics. .

Gehp D

NTPoN
3 A(EWL-U\‘(\‘M
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DEFIGIENCY) -
F 428 Continued From pags 42 F 429! F 429 (Continued from pravious page)
This REQUIREMENT is not met as evidenced .
by: _ No resident will be accepted for 4!/50/&5'
Based on madical record review, staff interview, admujssron il re—admigman from ihe
: - o . hospital, home, or ether facllity until
intervisw with thie consultant pharmacist, and writien orders are obtained and signed
revigw of policles, the facilily fallad to assura the D O e e, O
pharmacist reported irregularities for 1 af 11 Y g physician.
id . : .
sample residents (#16). The findings were: Gare plan implemented for alkerations 5/35 (=3

IR &

adrministered Temazepam, Lopressor, NitroBid,
Detrol, and Synthyrold without an order sincs the
rasident's agmission on 3/1/06, Refer to F 271 for
information related 1o lack of admissian orders. In
addition, Temazepar is an hypnotiz (sleaping
medication), which, acenrding ta the 2005 PDR
Nurse's Drug Handbook, Is far short term use
only. Review of ihe entire medical record showed
ne documentation from the pbysician that the
nenefits outweighed the risks of long term use.
Reviaw of the 3/14/04 pharmacy drug review
revealed the pharmagist falled to report these
iregularities to the physicman or director of
nurging. Interview with the consuitant pharmacist
of A/7/06 at 1:25 PM revealed ho was unaware of
tha need for a physician's statement related to the
vsa of Temazepam. In addition, the pharmacist
stated he did not aiways review the orders.

463,70 PHYSICAL ENVIRONMENT
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B8=E
The facility must be desighed, constructed,
equipped, and maintained to protect the health
and safety of residents, personne! and the public.

This REQUIREMENT Is nct met as evidenced
by:

Based on observation and staff interview, the '
faclity falled 1o protest the health and safety of
the resklents, staff and public by not providing a
baek flow valve in one of two shower rooms, and
nat assuring an air gap between the loe machine
drainzge pipe and the dralt. The findings were,

1. Observation onh 4/5/05 at 6:30 PM revealed ths
shower hose in the women's hall shower was not

seipped-with-a-hack-flow-valve-to-prevent

F 484 This faility wilk be equipped and

maintained to protect the health and
safety of residents, persannas, and the
public. This will be accomplished by:

1. A Back flow valve for the shower
has besn ordered and will be [nstalled
by the plumber as soon as it arives,

a3jos

2. Malntenance has coracted the
issue of the air gap between the
drainage pipe and the drain of the ice
rachine,

N MW“}
WM‘E\CQ)V* _

{{-£ )

e

eantarminated water from siphaning back into the
system of the building. On 4/7/05 at 7:40 AM, the
maintenance director stated tha shower should
have a hack fow valve, but there was not one
visible,

2. DObgarvation on 4/6/085 at © AM revagiad the lce
machine did net heve ar alr gap betwesn the
dralnage pipe and the drain, On 4/7/06 at 7:40
Al the maintanance direstor stated he was not
awars there was not an air gap, but confirmed an
2ir gap was neaded,

E AG7 | 483, 70(h)(2) PHYSICAL ENVIROMENT
88=0D
The faciilty must have adequate outside
vedtilation by means of windows, or mechanlce!
veniitation, or a combination af the twe,

| This REQUIREMENT is nat et as evidenced
by:

F457) This facility will have adequate oulside

(v

ventllalion by means of windows, or
mechanical ventiiafion, ora
eombination of the two, This will be
scoomplished by:
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DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
.GENTE&MS FOR I!E_DICARE & MEDICAID SERVIGES OME NO. 0238-039
STATEMENT OF DEFICIENCIES (K1) PROVIDER/BUPPLIERICUA (X2) MULTIPLE CONSTRUCTION {43y DATE SURVEY
AND PLAN 0OF GORRECTION IDENTIFICATION WUMBER: GAMPLETED
4 GUILDING
L WIN
535040 B. VNG 04107/2005
NAME OF PROVIOER DR SUFPLIER STREET ADDRESS, GITY, STATE, 2IP CODE
4108 BIRCH STREET
MICHAEL MANCR DOUGLAS, WY A2833
o4 1D EUMMARY GTATEMENT OF DEFIGIENCIES D PROVIDERS PLAN OF CORRECTION o
BRERIY (EACH DEFICIENCY MUST BE PREREERED 8Y FULL PREFIX [EACH CORRECTIVE ACTION SHOULD B8 COMPLETION
TG SEGULATORY ©OR LEG IDENTIFYING INFORMATION) Yo CROSS.REFERENGED TO THE APPROPRIATE EATE
DEFICIENCY)
F 487 GQnﬂnUﬁd From pﬂge 44 F 467 F 467 (ccmﬁnueé from PI‘BVIOUS pagﬂ)

Hased on ehservation and staff interview, the
faciity failed lo have a fully functioning and
uperational mecharical ventilation system In two
of two shower roema. The findings were:

1. Observation of fhe women's shawer room on
A14/0% at 4:50 PM and oo 4/6/05 & 530 PM
revealed it was humid and smeled of mold,
Observatlon of the calling exhaust vent revealed |
the vant wes closed. On 4548 at 10 AN, 2 light
plastic bag was put up against the vent; there was
no suctlon to grab the bag. During un interview on
4/7/05 at B:46 AM, certified nurse aldes (CHAS)
416 and #16 stated the shower room becams hot
and humld when bathing residents.

7. Observation of the men's shower room en

F 485
gg=D

4F715-at-tes 0-AM-revealed_the exbaust vent

1. The fan is attached to the heat
lamp in the shower room, When the
heat lamp is turned on the fan is
activated. The fah was not running the
day of inspection but has since been
correctad. A gold air vent is installed

*next to the light which was closed
because of causing a chill fo a wet
rasident,

2, The exhaust vent was closed for &) P&/ﬂS
cormfort of the resident, A new heater

and fan has been obtalned and will be
installed in the men's shower room,

3. The current mainienance man 18 a
newly hired employse and had not

was closed. When a placs of ti5s0e pRper wa
held agalnst the vent, there was nie guction to
grab the paper.

3, Whan askad about the exhaust vents in the
shower rooms on 4/7/06 at 7:40 A, the
maintanance director stated he was not sure how
to tast the vents to see i they were waorking, |
hecause he was not familisr with the system.

4. Review of the faciiity's policy ~/entllation”
{section V, unit A, Subject 3, undited) reyealed
“_all individual bath raorms...shall be ventitated
ataquately by use cf & vantiiater and exhaust fan

aquipment...all ventilatian aquipmeant shitll be kept
in ool operating arder and chacked frequantly
by the maintenanca suparvisor.”

483.75(e}(4) ALMIN ISTRATIQON

A faclity must nof use any individual who has ,

familiarzed himself withral the c e
eguipment in the bullding st that time.
The plumbeét and electrician are
assisting him with familigrization of the
testing of the equipment.

4. The current ventilation system was
installad In 1997, The large venls arg
In the east and wast wings. Al
vantilation equipment witl be checked
by the maintenance supervisor.

vt e {\eu[f%;;l;g o
Janks AN
3oe Ve

Fapg| F42bon next page
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OMB NO, 09380381

_ GENTEREFOR Mamcg,aﬁ & MEDICAID SERVIGES

{42y MULTIPLE CONETRUCTION

employsein g State-approved training and
competency avaluatan program; has
demonstrated compatence through satistaciory

instrusted that she will be allowed to
serve trays but will not be allowed o
assist with fasding residents until she

STATEMENT OF DERICIENCIES (1) PROVIOER/SUPPLIERICUA (%) DATE SURVEY
AND FLAN OF GOARECTION YDENTIFIGATION NUMEER: GOMBLETED
A BLILOING
2, WING
535040 | 04/07/2008
NAME OF PROVIDER R SUPFLIER STREET ADDRESS, GITY, STATE, ZIF GUDE
. 1108 BIRGH STREET
MICHAEL MANOR DOUGLAS, WY 52623
@) 10 SUMMARY STATEMENT OF DEFIGIENCIES s FROVIDER'S PLAN F CORREGTION (x5)
PREFIX &EAGH DEFICIENCY MUST BE PREC FERED BY FULL PREFIX (EALH SORRECTIVE AGTIDN SHOULD BE CovPLETION
TAG EGULATORY QR LBG IBENTIEYING INFORMATION) TAS CROSH-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
F 495 | Conlinued From page 45 F4p8| F 486 (Cantinued from pravicus page)
worked lass than 4 months as & nurse aida in that L
facliity unless the individual Is a full-tims The aciivities director has been 4/&/95"

haz complated an approved Feeding
Assistants course.

w;\,\ \ o nZUN
4)

participation in a State-approved nurse alde
training and competancy evaluation pragram or
competancy evaluation program, or has been
deemed or detarmined competent as provided in
5483,150(a) and (b). j‘) o5t
;his REQUIREMENT is not mal as evidencad
¥
Rasad on obsarvation and staff interview, the
| facility failed to assure only nurse aldes
perfarmed nurse aida tagks for two non-sampis
| residents. Observation revasted an emplcyes,

who was not a2 nurse aids g was notinanurse

side trairing program, feading non-gample
residents #34 and an unldentifisd resident. Atthe
time of the survey, the Stale did not have an
approved foeding assistance program. The
findings were:

Ohservation on A/8105 at 8:06 AM and 8:07 A
dwring the breakfast meal reveaied the activities
director seated next to resident #34 snd an
unldantified residant. The acihvities director gave
aach resident bites of food. Duiing an Interview
on 4/8/05 at 3 AM, the activities director statad
she fed residerts during mesls, but she was nota
carified nurse aide (CHA), nor wes she in a nurse
aide training program, The activities diractor
stated she received training on feading residents
fror iha staff development coordinator (80C) &
couple of years ago. Obrarvation on 4/5/Q8 at
14:42 AM showed the activitias directar again
feeding the unidentified resident during the lunoh
mesl. During Interviews on 47/06 &t 8:08 AM and

FORM GME-25H7{02-89) Prevout Versluns Qbgalels EvantiD; BECG Fasiiy I WYQDYS I¢ conlinuation sheet Fage 4€ of 47
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DEPARTMENT OF HEALTH AND RUMAN SERVICES =0RM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT (R DEFICIENCIES 123}, PRCOVIDERUSUPPLIER/CUIA {X2) MULTIPLE CONST! RUCTION [¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
535040 3. WiNa 04/07/2008
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 27 GODE
1108 BIRGH SVREET
MICHAEL MANOR | DOUGLAS, WY 52633 |
x4 10 BUMMARY BTATEMENT F DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION L 5i5)
PREFIX &EACH DEFICIEHCY MUET BE PREGEEDED BY FULL PREFIX [EACH CORRECTIVE AGTION BHOULD BE COMPLETION
. TAG EAULATORY OR LSC IDENTIFYING INFORMATIGN) TAG ¢ROSE-AEFERENGED T0 THE APPROPRIATE pATE
DEFIGIENEY) !
. ) |
¥ 495 | Continued From page 46 F 495
g:20 AM, the adminlstrator confirmed the
antiviies direcior assisted residents with faeding,
althiough she was not @ nuree gids, or in & nurse
side training program. The administrator stated
she couldn't fing anything iy the activity diractors
personnel fle relaled to completion of a feeding
pasistance program,
r; gzg 483.75(0)(1) ADMINISTRATION F $20! g fachity will ensurs physician
Ero ) altendance at tha quallly assurance
. | Afaclity must maintain a quality assessment and 5wl
assuiznos commites censieting of the dicector of g;f‘q'ﬂ"gs‘ Thia wil. be accompished
nursing servises; a physician designatad by the )
facility; and at least 3 siher members of the . Concerning the June 10, 2004
facility's staff. , meeting, the medical director was out
This REQUIREMENT Is not met as evidencen e unable to aftond the
by, _ i
Based on staff interview and review of signed On Jenuary 12, 2006, a QA meetin
attandance records, the facility failed to assurs teok piac;.y The Medica! Diractor hgd
physician attendznce at the quallty assurance been unable to attend the meefing and
(GA) meetings during three of the last four tharefore the minutes wera takan to
meetings, The findings were. hls office,
On 4/7/05 at 11:12 AM, interviaw Wit the We met with him and di
agministrator and revisw of the attendancs protocol on oXya emnﬂstﬁﬁutﬁie%éﬁ;y
recards revealad the designated physician did not 0 March 7, 2005 a QA meeting W
attend the QA meeting in January 2005 nor the held at his ffice, his input is in the |
miasting priar to that. The latter attendance recard minutes and they are signed
was undated,, and the adminisirator was unable to '
accurately determine the date. in addition, the \We are however seeKing (o rep!
physician did not attend the QA meeting on ur eurrent ;:?licaﬁirggtar vﬁ?hace s‘/as/aa"
&/10/04. Furthermere, the facility failed to raview sofmeone who Is more interested the
the minutes from the two most recent meetings pldarly and also in completing the
with the designated physiclan. lasks of the Medical Director.
S e
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