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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE CATE -
S L - DEFICIENCY)
F 000 | INITIAL COMMENTS F 000/
N | Preparation and execution of this
Arecertification survey was conducted by response and plan of correction does
Healthcare Licensing and Surveys from 6/7/21 to fot constitute  an admission o7
B/10/21. Also reviewed in the course of the Survey : agreement by the provider of the truth
were complaint Intakes WY00003188 and of the facts alleged or conclusions set
'WY00003212. forch in statement of deficiencies. The
: ' ._ plan of correction is prepared because
The tollowing common abbreviations are used it is required by the provisions of the
throughout this document: state and federal Jaw, For the purposes
) . £ anv allegation that the facility is niot
CMsS- of any allega - by
_ gg?\'j?cr:;or Medicare and Medicald in substantial compliance with . the
GNA- Certified Nirse Aide fedoral requirements of participation
DON- Director of Nursing this response and plan of correction |
1 MDS: Minimum Data Set constitutes the, facilitic’s allegation of
SDC- Staff Development Coordinator - compliance in an sccordance with the .
T : state operations manual.
Less commotily ised abbreviations will be
annotated in each deficlency. ' F 638 . 21812
1) The MDS Ass ment for resident l
F 638/ Qrtly Assessment at Least Every 3 Months FO38) ) wras correted o ethet
ss=D| CFR(s): 483'20@‘_ 2 ’ : the appropriate assessment datc. :
§483.20(c) Quarterly Review Assessment R .
A facility mist assess a resident using the ~2.) The DON or designee will conduct
quarterly review instrument specified by the State | a monthly audit to ensure that the
and approved by CMS not less frequently than OBRA assessment is completed timely
once avery 3 moriths, and datedcorrectly. The jnitial audit -
This REQUIREMENT is not met as evidenced was completed 7/1/21 and no other |
bEfa ed on medical record reviaw, staff interview residents iere idondfiet = belng {
s medi aw, iew, ffact his deficiency.
| and review of the CMS Resident Assessment affected by this deficiency
| Instrument (RA!) manual version 3.0, tha facility : s 3 p
| failed to ensure quarterly MDS assessments were 3.) The D %N ax des1gne:ffws i pm\%)dle
| completed once every 3 months for 1 of 23 a written education to staff respORSIBE
‘sample residents (#1). The findings were.
1, Raview of a progress note dated 9/16/19 and
TTE % ONTE

e ATORDIREGTONS OR PROVIDERIBUPPLER REPRESENTATIVES BIGNATURE

Exeintive Digedder '7/?*/‘31

Any deficloncy stalernant snding with an ashatisk (*)-danotea
olhor safeguards provida sulficient prot
following tho.dats of suvey whathsr-or not @ plan of
days following

progrom paricipation.

Do¢ accepyir. Melday left by V8

a dalicloncy which the instliution

ixation to the patients, (Soa Inatructions.) Excopt far nurslng homes, ¢
on ¥ provided, For nursing homes, the above findings and plan3 of carrecticn ata disclosable 14

Ihe dale 1hasa documents o mude avaitabla to the facllty. \f deficloncios BfO clad, an approved plén ¢

fale, | E.D.

may be excusad from cotrecting providing it detarmined that
neo findings stated above are disclosable 90 days

f correction ts requisite lo continued
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X4) 1D SUMMARY STATEMENT OF DEFICIENGIES 10 T PROVIDER'S PLAN OF CORRECTION | xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CHiodSHILORE.
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F 638 anﬁnpeg Frompage1 = . . F 638 for completing MDS  quarterly
timed 2:09 PM showed resident #1 discharged to asscssments to includes
the community with fermily. The resident wes not : W E T
expected to return to tHa facility. The following

concemns were identified;

. Review of the resident's MDS
assessments-showed the resident had-a
completed admission MDS assessment dated
| 611519 and a discharge relum not anticlpated
| assessment completad;9/16/19, Further review
| 35oWER & quar ety EQQE‘.‘éaaé-_o'éme-‘ Jatad
12122120, 15 mgnths and 8.d
discharged frotn the faclly. ™"

- b;'lht'e"fviqw,i.‘,w[tﬁ‘the‘&lDS‘c';‘bﬁrtﬂhafdr’ on
6/10721 6t 10145 AM revaaledishe {Wig unsure
why the 12/22/20.quarterly assegsmient was
completed and believed:the-assagsment must
| have bean done following 8 corporate request

revealed the MDS coordinator would nat have
corrifqi'e_téd_th_el,g's,éqss;‘r'pe_rnt,tl‘_ she did not receive
quidance to do so from comqorate. .

o, Interviciv with the administiator on 6/10/21

yuarterly MBS assessment completed on 6/15/21
and it was not:done. The quartery assessment

1'comnlefedﬁrr- mberof2020-wasanattamp
to cofrect the missing assessment.

4. Review of the "CMS, RAL version 3.0

manual, October 2018," showed "...05. Quarterly
Assassment (A0310A = 02) The Quarterly
assessment is an OBRA hon-comprehensive
assessment for a resident that must be
completed dt [east every 82 days followlng the
previous OBRA assessment of any type. it is
used to track a resident's status between

comprehensive assessments to ensure critical

are monitored. As such, not all MDS items
appear on the Quarterly assessment. The ARD

6 days after the resident

due to a possible error received, Further interview

at 11 AM revealed the resident should have had a,

indicators of gradual changa in o resldent's status

a. CMS RAJ Manual 3.0 regarding
(A0310A) Quartesty - . Cor
Assessment to bé: completed at least
every 92 days following the previous
OBRA assessmieriti -3 % "0

b, MDS Coordifiator 16" chlipletq.
monthly audit” o ersiice “COmpliaice
with MDS i:iu@i’@i:l}‘_‘:_;éﬁ's&sfsméﬁt '
roquitemEnts. _ . & vt S o |

¢, MD$ coordinator will Teflect the
ao.curat.e~-date--wl_le.'lt-.&?mme!ing-lfms :
quarterly asseSSIREntS: ¢ w1 A T)

4.) The DON or :designee will conduct.
a monthly audit monthly 01 af least:90| -
days or until substantial compliance is
miet. The dudit will pe’ réported in the
Facilitigs monthly ‘P]’!,Edi_u_ﬁti}ng. Y e

5.) Compliance met on or before July
3, 2021, - G

R GMS.2567(02-5%) Provious Varaions Ovsoile -+ - " Evort10:082011
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§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;
Ehis REQUIREMENT is not met as evidenced

y:
Based on medical record review and staff
Interview, the facility falled to ensure reskdents
recalved the necessary services to maintain
personal hygiene for 2 of 8 sample residents
(#122, #123) reviewed far activities of dally living
(ADL) assistance. The findlngs were:

1. Review of the 10/21/20 significant change
MDS assessment showed resident #123 required
total assistance for bathing. Review of the
12/28/20 quarterly MDS assessment showed
bathing did not occur during the observation
peried, Raview of the care plan for bathing,
initiated 4/22/20, showed bathing was scheduled
for Tuesdays and Fridays. Revlew of nursing
notes showed the resldent tested positive for
COVID-19 on 12/22/20. Review 0 the December
2020 and January 2021 bathing documentation
and nursing notes showed the resident refused a
bath on 12/22/20, and the next documentad bath
was on 1/8/21 (14 days). A handwritlen note on
the December 2020 bathing documentation read
wCOVIDfisolation” for 12/22/20-12/31/20.

2. Review of the 10/21/2Q quarterly and 1231120

: 3972660905 LCCA ol DO
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ANOD PLAN OF CORREGTION IDENTIFICATION NUMBER: A-BUILDING f‘]\\‘ﬂ\ﬂ COMPLETED
c
535049 B.WING ___ : _06/10/2021
NAME OF PROVIDER OR SUPPLIER T STREET ADDRESS, CITY, STATE, ZIP CODE
R 4041 SOUTH POPLAR STREET
LIFE CARE CEI‘QTER OF GASPER | | | CASPER, WY 82801
{X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES 10 PROVIDER'S PLAN OF CORRECTION (?5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX QALH CORRECTIVE ACTIINSHOULD BE. COMPLETION
TAG REQULATORY OR LSC [DENTIFYING INFORMATION) TAG CROS: ERENCED T0 THE APPRORRIATE DATE
' DEFICIENCY)
F 638 | Continued From page 2 F 638
(A2300) must be not more than 92 days after the
ARD of the most rééent OBRA assessmont of
any ype..." ' ' :
F 677 | ADL Care Provided for Dependent Residents F 6774 :
$5=D | CFR(s): 483. 2 ’ : '
R(s) 483.24(a)(2) F&77 ' 113 ‘q,l

1) The residents found to have been
affected by the deficient practice have
discharged from the facility.

2.) The DON or designee will conduct
a weekly audit of the POC related to
completion and documentation of |
resident bathing including bed baths.
An initial audit of resident bathing was
conducted. Findings determined that
there wore other Tesidents in the
facility that had missed a shower in the
review period, Social service director
or designee to interview all residents
or family to dctermine showet
preference. Interview findings will be
added to the residents care plan.
Facility will continue 10 monitor
though audit.

3.) The DON or designee will provide
education to direct nursing staff related
to the CFR(s): 483..24(2)(2) ADL Care
Provided for Dependent Residents:

a) A tesident who is unable to
carty out activities of daily living
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F 677 Continued From page 9 FBT7|  reccives the necessary services 10
discharge MDS assessments showed resident aintal S’ aaibeitd RN
#4122 required total assistance far bathing. ?:fén;:;:oni?:ﬁ d E:ET; n_,o ng,roomng,.
Review of the care plan for bathing, Initiated by Adherence 't giene. .
3/9/20, showed the resident was scheduled for & i ) reclh o, aPE’ImPnaw
bath on Sundays and Thurecays. Review of ] ocumentation of resident bathing.
nursing notes showed the resident testad positive j ] )
for COVID-19 on 12/27/20 and was transferred to | 4) The DON or designee  will
| the hospital on 12/31 120. However, review of the complete & weekly audit and will

| bathing documentation for December 2020 ' report monthly in the facility Pl \
dosumented on 122520 ! meeting for at least 90 days or untik

P aemved 00 BEANS WIS LOTunSn T

through 12/31/20 (7 days). A handwritter note on substantial compliance is met.
| the copy of thﬁ bathi“%‘ record read i
L "COVIDlisola on" for those dates. Review of S e - .
| nursing notes for those dates showed 1o g.)zg;;nphance met on or before July}.
| documentation of bathing, including bed baths. e g o

| 3. During an Interview on 6/10721 at 0:55 AM the

| §DC stated if & resident had an Infection which
raqulrﬁd;hfan‘smlsﬁon-'uaﬁaﬂ precautions they )
wera suppvsed to tre'schaduled atthe end of the _ \

: day for @ shower. She stated at the time of the
| coviD-19 outbreak, the residents in the {solation
! unit raceived bed baths to prevent residents from

coming out of the unit to use the shower room.

PR L

1
.l

'4?Dnﬁng:mmtafﬂwon?8ﬁm1-atﬂ_ﬂ;ﬂ%h&'ﬂle- s
DON confirmed there was no documentation to
show bathing, including & bad bath, ocsurred for
resident#122 from 42/25/20-to 12/31/20, or for

resident #123 from 42/22/20 to 1/5121. . . \

F 684

F 634\ buality of Care
55=D | CFR(8): 483.25

§ 469,25 Quality of care .

Quality of care i3 2 fundamental principle that
applies to all treatment and care provided to
facllty residents, Based on the com prehensive

LI e s e ki i T PUROR WA L e
if egnlinvation shaot Page 4of 11
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COMPLETION
PATE

F 684

‘Continued From page 4

falled to ensure neurological assessments were |
-completed as required for 1 of 8 resldents (#123) |

 with no injury since the [ast assessment, Review |
of nursing notes showed on 4/6121 at 8:680 AM the |-

| concentrator.” The report showed neurological

‘the medical record showed the initlal neuralogical
“agsessments wers performed on 116121 at

assessment of a resident, the facility must ensure
that residents recelve treatment and cara In
accordance with professional standards of
practice, the comprehensive person-centered

care pian, and iHd residents' chalces. :
This REGUIRENMENT Is not met as evidenced

by: :
Based on medical record review, staff Intarview,
and review of policles and procedures, the facility

reviewed for falls. The findings were:
1. Review of tha discharge MDS assessment

dated 1/6/21 showed resident #123 had one fall

nurse heard the resident yelling from hisher

room. The resident was found lying on histher left {

side next to the bed on the floor. The resident
statad s/e hit his/her head. The-nurse cbserved
blood on the reskdent’s forehead, Review of the
incident report dated 1/6/21 showed the resident
o bumpad head possibly on oxygen
assassments were started and the resident
discharged home at noon. The resident stated
s/he hit his/her head. The nurse observad blood
on the regident's forehead., The followlng
concems were (dentified: A
4. Review of the "Naurological Chack List’ In

"00:00." There lacked evidence of the remaining
being completed. The form indlcated neurological’
assessments shotlld have occurred, prior to the
resldent's discharge, every 15 minutes for the first
hour, every 30 minutes for the next two hours,

and then every two hours.

F 684

F684 '

1.) The resident associated with this
event has discharged from the facility.
The nurse associated with this |
deficiency was provided education
related to completion of the facility
Neurological Check List and Life Care
Center of Casper’s policy regarding
neurological ~ checks following 2
resident fall on 6/30/21.

T3

2) The DON or designee  will
coraplete a monthly audit 10 determine
completion of

the facilities Neurological Check List
following resident falls. The initial
audit competed on 7/1/21 resulted in
no identification  of additional
residents affected by the deficiency.

3.) The DON or designee will provide .
education to direct nursing staff related
to Life Care Center of Casper’s policy

FORM CMS-2587(02-08) Provious Versions Obsalale

Eyent 10:0E2Q11

Facfity 1D: W01

1f continuation sheet Page 5of 14



p7/82/20821 15:33 3@7256095 LccA | I_DA(?E 87/35
DEPARTMENT OF HEALTHAND HUL 1 SERVICES R APPROVED
CENTERS FOR MEDICARE 3 MEDIGAIB'SERVICES e e ONBROD03E.0361

STATEMENT OFDEFICIENCIES 1| (X1) PROVIOERISUPPLIERICL o) mov INSTRUCTON M
eweiemorgeraeices o trovesmRSan G SR SO ﬁ P e R
: i s A
: - 538048~ BWING e oo 0840/2021
! NAME OF PROVIDER OR SUPPLIER Tyl R RS STREET ADDRESS, CITY, STATE, ZIP.CODE | . i .
¥ $hEg _‘_-_T“__-‘., ,-._.I__‘ . _‘. -_-'” i mgin ,-,l : i GASEEB'_Miggjgi '.':-:".' ;_;‘.‘:'{'—_ j ,‘ Z
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. SRR RNy .

il RO [ [ - A =

X nterview 0 atau. following a resident fall.

the DON stated she was unable to find any other e TSR
documentation to show neurolcgical v e ] RS ik
assessments were completad. She stated the 4.) P—lg t? ON g X deﬂgnec d w:.Ii
neurclogical assessment policy should have been | complete, the audil montlly an wil
followad from the time of the fall untl the resident | report findings at the facilitics monthly
discharged that day. PI meeting for-at least 90 days or until

¢. Review of the facliity's poficy “Neurological substantial compliance is mct.
Assessment" (undated) showed "The \
Moussiogical Check Ligt Uaer Dglfined 5.) Compliance met of oT before July
Assessment (UDA) in Paint Click Care (PCC) 3,2021. -
felectronic medical record] shall beInitiated by a
wiitten physician's order for neurolaglcal checks
or when Indicated by resident assessment (e.g.,
head injury, post fall, neurological '
decompensation)...The mssasalng nurse initiates
the Neurological Check List UDAIn PCC and
completas as indicated. .

4. On 6/10/21 at 11:20 AM the staff
development coordinator (SDC) stated the ;
neurological assessment policy would be to follow
the timeframes in the neurological assessment in
pcC,

F 693 | Tube Feeding Mgmt/Restore Eating Skills F 6593}

..... ssm AW 5 E—— — P— -

- percutaneous endoscoplc jejunostomy, and

B R
| §483.25(g)(4)-(6) Enteral Nutriion - - |

(Includes naso-.gastriq.and gastrastomy. tubes,
both percutanecus sndoscopic gastrostomy and

enteral fluids). Based on a resident’s
comprehensive dseessiment, the facility must
ensure that a resident- - Reo st st

§483.25(g)(4) A resident who has been able to
eat enough alone of with assistance is not fed by

enteral methods unless the resident's clinical

PO, bt

s e — LT

- pagh e as Wb o Ak o

FORM CMS-2567(02-89) Previous Vemions Dbaclete
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§483.25(g)(5) A resident who is fed by enteral

including but not limited to aspiration preumonia,
| abrormalities, and nasal-pharyngeal ulcers.

{ by:

| Placement' last revised 3/29/21 showed

| interventions to be provided by a LPN or RN

1 Included "...TF [Tube feeding] orders- Jevity 1.2
1 full strangth at 65ce fhr [hour] continuous- 210ce |

means receives the appropriate treatment and
services to restore, if possible, oral eating skifls
and to prevent complications of enteral feeding

diarmhea, vomiting, dehydration, metabolic
This REQUIREMENT is not met as evidenced

Based an observation, medical racord raview,
staff interview, and review of Wyorning Board of
Nursing advisory opinlons and cettifications, the:
facility failed to ensure treatment and services
were provided by a qualified Individual during 4 of |

2 observations of care for residents with 3 feeding |

tube, which affected resident #15. The findings
were:

1. Review of the quarterly MDS assessment
dated 3/26/21 showed resident #16 had
dlagnoses which included sphasia following
carebral infarction, dysphagia, cognitive
communication deficit, and dysarthia following
cerebral Infarction. Further review showed the

resident required a fesding tube for 51% or more |

of total daily calories recelved and 501 qubic
centimeters (cc) per day or more of fluid inteke.
Review of the care plan titled "PEG Tube

free water qdhrs, 15¢c flush before/after RX
{prescription] administration..." The following

concerns were identified:

'1) The staff Toember associated with

‘care’ “perfortied "on  residents that

-. . practice: There is.currently. one other
.- resident
* potential to -be. affected. - by this

CCA
¢7/82/2021 16:33 3972660985 ...~ - FORM APPROVED
CENTERS FOR MERICARE & MEDICAID SERVICES ___OMBNO. 0938-0391
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" ] \
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JPE GARE CENTER OF CASETR . o e s ot | caspemwyemsot
' glg é& T -~ SUMMARY 5@. EngEFJCIEmEswLL 0 ‘.ERQ_\é&ER‘S PLAN dF_‘fc{;J'?ﬁ'acﬂoa:gé 'cwmnou
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F 693 cuntinued me page 6 . . ‘. ,.‘ w . Fp-sévs- PR . it em Ty e by MR awmeg 1 i
condltion demonstratés that enteral feeding was 5 .
clinically ifdicited and consented o by the | h
resident; and, : I ar
1130

F693
(his deficiency has been provided a

written corrective action related o
scope of practice.

2.) The DON or designee witl conduct
a weekly observational audit.of ADL |

require Tube Feeding Management (0
ensure compliance with the. facilities
policy . regarding Tube  Feed
Management and CNA scope. of

in the facility- that has the

deficiency. The andit will address all
residents that réquire  tube feed
managemerit at the time of the audit.

3.) The DON or designee will provide
education to ditect nursing staff related
to the facilities policy on Tube Feed
Management and CNA scope of
practice related ' to “Tube Feed
Management. ,

4) The DON or designee will conducl
{he audit weekly and report monthly in |
the facilitics PI meeting for at least 90

RN GM5.2507(02-60) Pravious Verelans Obsolste

Evant 10;0E2Q14

~ Faciifty 10: WY9013
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a. Obgervation on 6/9/21 at 9:25 AM showed
CNA#2 and CNA#1 entered the resident's reom

'with 2 meghanical ift and sling, CNA#2._

tl;one&d the- s{\ng ben_nd the residant and CNA
feeding, pump.,and

1o radidant. ARe( -

dtfron i
dieconheding the tube fraf the ‘fesidait, o CNA
aid the'tubing on the realdent'slap, than
the tubing to the resident's bed, The ONAs
canyE e iH-gliry oy e mackeminal Hift.
| agsisted the resident to: -stand, provided perineal
care.to the resident, and lowered the resident.
back into the recliner. Further obser\falton .

1 showed GNA#1 removed her gloves, and without
performing hand Tiyglents i1 re-attiichisd the Wbe
feedlng. and ra-started’ !hb tubs feedrng pump at

9:32 AM.

“brinteiviaw with the SBC on 6."09121 at4:29
| pPM-revealedinurses were 16 stop a:resident's
wbe feeding pump-and discannect It {torm the
resident If:needed. Further: nteérview: (avenked
CNAs were not allowed to stop a resident's tube
feeding of dlSCOﬂﬂEGt the tubing as it was outside

thelr sobpeo practics.
of the Wyoming Board of Nursing
N e eafﬂﬁcaﬁénéﬂgmslly-b&usd-mamm

mct.

- 3,202L

R T O Lo B AR

days of wit] substantial.compliance i

5.) Compliance: met on or beforc July

-ghowsad
CNA#1 held an active’ CRA cortification and did
not hold 3 CNAI certification. -

. d. Review of the “Wyoming Board of Nursi ng
Advisory Opinion Gertified-Nursing Asslst {CRA)
Rola* last revised February 2017 showed tube
feading care and treatment was not included in
the scope of practice for a CNA.

F 880 Infechan Prevention & Control
55=0 | CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

F 880
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desigried to provide a Sdfe; sanitary and i
comfortable gnvirenment and to help prevent the |

| diseases and Infections.

_ accepted national standards;

| s483.80(2)(2) Written standards, policies, and

| (1) When and to whom possible incidents of
.communicable disease or infections should be

| {iv)When and how isolation should be used fora

The facllity must establish and malntain an
infection prevention and control program

developmentand transmission of communicable

§483.80(a) Infection prevention and control
program,

The facility must establish an infection prevention |

and control program (IPGP) that must include, at
a minimum, the following glements:

§483.80(=a)(1) A system for preventing, identifylng,
reporting, Investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other Individuals
providing services under a contractus!
arcangement based upon the facility assessment
conducted according to §483.70(e) and following

procedures for the program, which must include,
but are not limited to:

(1) Asystem of survelllance designed fo identify
passible communicable diseases or

infections before they can spread to other
persons [n the facility;

reported;
(iif) Standard and transmisslon-based precautions
to be followed to prevent spread of infections;

resident; including but not limited to:
(A) The type and duration of the isolation,

F 880|

depending upon the Infectious agent or organism

F8RO-(DPOC)

1.) IDT team will conduct a rook causc

analysis to identify and address the
ceasons for non-compliance related to

failute to cnsure appropriate PPE usc

including donning and doffing of PPE

was performed  after contact’ with

blood, bodily fluids, Or visibly

contaminated surfaccs.

2.) The DON or designee will provide
education to direct nursing staff related
to:

2.) The currmet CDC and CMS
guidelines. on when t0 don ‘and doff
FPE. ’

3.) The DON or designee vill contact
the Mountain Pacific Quality
Improvement Organization 0 Inquire
about the assistance and services
available from the QIO in improving
infection prevention and control within
the facility.

|

113124

i
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involved, and
(8) Araqulroment that the isolation should be the |
least resirictive possibte for the resident underthe |
gircumstances.

(v) The circumstancas under which the facllity
must prohibit employees with 2 communicable
disease or infected skin |esions from direct
contact with residents of thelr food, if direct

1 TR haﬁ'ﬁj Ene progeduras m oy frallorwreed
by staff Invalved In direct resident contact. \
§482. B0 A Sstem for recording Incidents
idenitifled under:the facility's |PCP and the \

comaciive gctions taken by the: facilty. -

§463.80(¢) Linens, °
Personnel must handie, stare, process, and
transport linens €0 8 prevent the gpread of

infection. ..

483:80(f) Afinual revienw.
The facllity wil conduct an annual review of its
{PCP'and updata thelr program. s necesssry.

s i —

Y:._.—-—-—" i ——————
Based on observation, medical record review,

This REQUIREMENT is not met as evidenced

staff-interview, and: policy and procedure review,
the.facility failgdto ensure Infection prevention
ractices were Implemented to prevent ¢rass
contamination during perineal care for1of3
sample residents (#15). The findings Were:

1, Review of the quarterly MDS assessment
gated 3/28/21 showed resident #16 had
diagnoses which included aphasia following
carebral Infarction, dysphagia, ¢og nitive
communication defict, and dysarthia following

carabral [nfarction, Further review showed the

months
compliance

B e

&, weekly. observatio
- weeks : and 2. monthly, . audit - for. 3
following .- 105 N

donningand doffing 6T PPE~IUTIng
: resident  care. 3

- iepoited at the “Tcilities ronithly Pl
eliss Tor At least, © dHonths of
until Substantial cbp;lp{ is m

. '.“P.)"’C Iﬂ?liahé& fiét on "o‘r.r‘l‘Je;for'é'
| wgs, 20 .

43 e BON or.designt

. will conduct

nal, audit for 19, .

ensurs:

related . to  appropriat

The audit_will* bd

ance is met.

BT

FORMC

\5-2647(02-99] Préviows Verslona Dbsclate Bvent 10:0E2Q11

Eacilty 10: WY0013
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resldent required extenslve physical assistance af
2 or more paople for bad mobillty, transfers, and
toilet use and required extensive physical
assistance of 1 person for dressing and personal
hygiene, The following concerns were identified:

a, Observation on 6/9/21 at 9:25 AM showed
CNA#2 snd CNA#1 entered the resident's room
with a mechanlcal lift and sling. The CNAs
| secured the it sling to the mechanical lIt and
| asslsted the reslident to stand. CNA#2 pulled
down the resident's pants and removed the
Incontinance brief, CNA #2 wiped the resident
front to back, and clean to dirty, discarding soiled
wipes after each stroke. Without removing his
glovas, CNA#2 applied a ¢lean-incontinence brief
‘and pulled up the resldent's pants, contacting the
clean surface of each. The CNAs assisted the
resident to sit in the recliner and CNA #2 removed
"his gloves.

b. Interview with the SDC on 6/10/21 at 8:59
.AM revealed a staff member would need to
.changa glovas after providing perineal care and
'before applying a clean brief or touching
residents' clothing to prevent cross
contamination,

¢, Review of the facllity policy tited "Perl Care
Compatancy" provided by the facility on 6/10/21
showed "...9. Use wipes to clean front of resident.
10. Using one stroke, wipe down one side. (Front
to Back) 11. Using one stroke wipe the other side.
(Front to Back) 12. Dry Area. 13. Turn aver to
complete buttock area, (Front to Back) 14, Ory
Area. 15, Remove Solled gloves and apply new
palr of gloves. 16. Apply Moisture Barrier. 17.
Remove Solled gloves and apply new pair of
gloves. 18. Apply incontinent pad or brief..."
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