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F 000 | INITIAL COMMENTS F 000
The following common abbreviations are used This Plan of Correctlion

throughout this document: constitutes our Allegation of

CNA- cerilflad nursing assistant Compliance.
DON- director of nursing .
‘MDS- Minimum Data Set FZ78

RN- registered nurae

ROM- range of motion The facllity will ensure that

Less commonly usad abbreviations will be Minimum Data Set {MDS)
annotated in each deficiancy where used, assessments are accurate. This
F 278 | 483.20(g) - (]) ASSESSMENT . F 278 | will be accomplished by:
s5=0 | ACCURACY/COORDINATION/CERTIFIED o . :
1a) Resident #9, #20 and #34’s 11/1/11
: ;'rehs? d:?wﬁs:gg;t must accurately refiect the MDS data Inaccuracies will be
' reviewed with the MDS
A reglstered nurse must ¢onduct or coordinate | *KOOfdfﬂﬂmrs and soclal services
pach assessmant with the appropriata 0 ensure accuracy In the :
participation of health prafessionals. - future.
A registered nursa must sign and certify that the b) All other residents MDS data 11/1/11'
assessment is completed, .
will be reviewed with the MDS
Each Individual who completas a portion of the coordinators and soclal services
assassment must sign and certify the accuracy of to ensure accuracy. R

that portion of the assessment.

Under Medicara and Medicaid, an individual who
willfully and knowingly certifles a material and
false statement in & resident assassment is
subject to a civil money penatty of not more than
1,000 for emch assassment; or an individual who
willfully and knowingly causes another individual
to certify a materlal and false statement In &
resident assessment is subject to a civil money
penalty of not more than $5,000 for each

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ' (X8) DATT-ZL-
~ ANNEA X ﬁé;-z&'-é; Bt pistredac X ML
datarmined that

Any deficiency statement snding with an agtarisk (%) denotes @ deficiancy which the Institution may ba excuaed ffom carrecting providing It s

other sefeguards provide aufficlent protectlon 10 the patlents, (Sas Instructions.) Except for nurelng homes. Ihe findinge stated sbove are disclosabia 80 days
followling the date of survey whathar of not a plan of correction la provided. For nursing homes, ihe above fAindInFaRndinEis of carrection ara disclosabla 14
days following the date thase documants &re mads evaliable to the facllity, [ deficiancies ace cited, an mﬁg@;{%&@%@mg@uﬁ raquisite 1o continued
program participation. ) 54 Zall
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assesamernt

Clinical disagresment does not constitute a
matarial and false statement.

This REQUIREMENT I8 not met as svidanced
oy

Based an madical recard review and steff
intarview, the fecility failed to ensure MDS
assessments were accurate for 3 of 15 sample
residants (#9, #20, #34). The findings were:

1, Medlcal racord review showed resldent #8 had
diagnoses that Included Alizheimer's Diseass,
dementia and manic depression. Review of the
7/30/11 annual MDS assessment sectlon B
showed g/he usually understood others and could
make himfMerself undaerstood. However, sactlons
C and D showed tha Interviews for mental statua
and mood could not be conducted due to the
regident being rarely/never understood. in
addition, eaction E showed the resident did not
exhibit wandering behavior. Howsver, review of
tha nurse's notas dated 7/24/11 at 1 AM, during
the 7-day look back period, showed the resident
was "wandering around in wheel chair."

2, Madical record review showed resident #20
had diagnoses thet included dementia, arthritie
knee pain, degenerative joint diaease and
ostaqarthritis. Review of the 7/2/11 annugl MDS
asaessmant saction B showed the resident made
histherself understood and had the ability to
understand others. However, sections Cand D
for mentai status end mood showed Intetviews
could not be cenducted due to the resldent being
rarely/never understood.

¢) MDS coardinators and soclal
services wlll be in serviced
regarding accuracy of the MDS
assessments and the mental
status and mood interviews.

d} Director of Nursing to audit
monthly for compllance and
repart results quarterly to the
Quality Improvement {Ql)
Committee for review and
recommendations.

X4} 1D SUMMARY STATEMENT OF DEFICIENCIES )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULY BE coMpu é“°"
TAG REGULATORY OR L5C IDENTIFYING [NFORMATION) TAQ cHOSS-REFEREggEI% E?q 55'15 APPROPRIATE DAT
|
F 278 | Continved From page 1 F 278
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F 278 { Continued From page 2 F-‘Z‘FGT

3, Madical record review for resident #34 had
diagnoses that Included dementia, and
osteoporosis. Review of the 3/6/11 annual MDS
assessmant section B showed the resident made
him/herse!f understood and usually understood
others. However, sections C and D showed the
intervisws for mantal status and mood couid net
be condusted due to the resident being F282
rarely/naver understood.

The facility will ensure that resldent care

4. Interview with the social sarvices diractor on Is provided to residents in accordance

8/25/11 at 10:20 AM reveaied he thought

wandering only included leaving/exiting the facility | . with thetf care plans. This wiil be
and did not include entering other resldent's accomplished by:
rooms uninvited or other areas within the faciiity. .
{ According to September 2010, CMS RAI Version 1a) The Certified Nurse Aides responsibld  11/1/11
3.0 Manual, "Wandering Is the act of moving - for providing care for residents #9, #13,

(walking or lcoomotion in & wheelchalr) from

place to place with o without a specified course #34 and #37 wlll be given one-to-one

or krown diraction.” education regarding providing tolleting
- ' ' and functional malntenance programs
8. Interview with MDS coordinatar #1 cn 8/25/11 according to these resldent’s care plans.

at 8:4D0 AM acknowledged the MDS assassments
needed to be monitored mora closely for
accurecy. Further, she stated residents #9, #20,

and #34 were nat cognitively intact and did not b) All nursing staff will be In serviced 11/1/11
ynderstand and were not always understood., regarding providing care according to
F 282 | 483.20(k}{3)(il) SERVICES BY QUALIFIED F 282/ each resident’s care plan.

Ss=E | PERSONS/PER CARE PLAN

_ ) ¢} Diractor of Staff Davelopment and
The servicea provided or arranged by the feoillty

must be provided by gualified persone in Education to audlt monthly for 11/1/11
accardanca with each rasldent's written plan of . compllance and report results quarterly
care. to the Quality Improvement (QU)
Committee for review and
) . . recommendations. 11
This REQUIREMENT is not met as svidenced
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Continued From page 3

by:

Basad on observation, medical record review,
and staff interview, the facllity falled to ensure
care was provided in accordancs with the written
plan of care for 4 of 13 sample resldents (#9,
#13, #34, #37). The findings were:

4. Raview of the current care plan, dated 7/6/11,
ravealad staff were Instructed to follow the
toileting schadule for resident #37, According to
the "Individuallized bowel and biadder
managament program” dated 5/17/11, staff were
Instructed o take the resident to the toilet after
breakfast, and again before lunch, Observation
on B/23/11 from 5:41 AM.untll 10:20 AM revealed
the resident had not been taken to the toilet after
braakfast. At 10:20 AM when CNA's #2 and #3
assisted the resident to the toilet before lunch, the
resident's incontinance brief was visibly wet with
urine, During an interview on 8/24/11 at 3 PM, the
RN respenaible for the bladder program stated
tne resident should have been toileted twice
betwean breakfast and lunch,

2. Review of the care plan for resident #9 laat
dated 8/23/11 ahowsd the resident was to
participate in the restorative functional
malntensance program (FMP). Review of the FMP
flow sheet for July and August 2011 showed s/he
was to recelve lower extremity exercises three t0
five days a week. However, s/he received the
therapy only ane to two times each week.

1, Review of the care plan last dated 8/16/11
showed rasldant #13 was to participate In the
restorative FMP, Raview of the FMP flow sheets
for June, July and August 2011 showed the
resldent wae to raceive range of motion and

F 282
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F 282 | Continued From page 4 P28z
: resistance exercises thrae times s waek,
However, sfhe only received or wae offerad the
sxercisas four of the tan weeks as schaduled.
F286
4, Review of the cere plan last dated 7/19/11
| showed resident #34 was to participate Ina . The facllity will ensure that
restorative FMP per physician orders, Reviaw o
the FMP flow ehest for July and August 2011 resident assessments completed
showed sfhe was to ambulate with two staff within the previous 15 months
members four imes a week. However, s/he will be accessible to al}
recelved the therapy only one {a thres times sach professional staff. This will be
week. accomplished by:
5. interview with the restorative nurse on 8/25/11 L
at 8:40 AM revealed staff assigned to the 1a) All professional staff wiil I?e 11/1/11
restorative program were sometimas pulied to given computer access to resident
provide residant cara due to staff shortagss. #1, #7, #6, RO, #13, #20#22, #25,
Therafare, the rasldents on the restorative care #34, #37, #40 and #47’s
program didn't always receive the scheduled assEsSmMEnts.
therapy.
F 286 | 483.20(d) MAINTAIN 18 MONTHS OF F 286 '
ss2c | RESIDENT ASSESSMENTS b? All professional staff will be 11/1/11 .
given computer access to all
A facility must malntain all residant assessments resident assessments,
completad within the previcus 15 manths in the _
resldents active racord. ¢) All professional staff will be in _
, . serviced regarding how to access 11/1/11
This REQUIREMENT Is not met as evidenced each resident’s computer
oy assessment.
Based on medical record review and statf
o MDS aasesamants wiers Kegtin T sctva d) Medlcal Records staff 1o udit
medical record, and wera accaessible to ali monthly for compllance and
professional ataff for 12 of 13 sample residents report results quarterly to the 11/1/11
(#1, #6, #7, #9, #13, #20, #22, #25, #34, #37, Quality Improvement Comm|ttee
#40, #47). The findings ware: for review and recommendations.
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F 286 | Contlnued From page § 280
Mecdical record review for the following residents
revealed 15 months of MDS assessments were
not in the active medlcal record: #1, #8, #7, #9,
#13, #20, #22, #25, #34, #37, #40, #47, During an F309
Interview on 8/23/14 at 2 PM, MDS coordinator #1
statad only the signaiure pages were printed off " ;
and placed in the medical record, She stated the The fac':ty w[l; el?suredthe;t pr::i:esslonal
MDS assessments were in the computer. When standards are foliowed related to
asked if all statf had access to the MDS physician orders.
assassments in the computer, she replled "no®, This will be accomplished by:
She stated the only staff that had access were
medical records staff, the DON, the MDS 1a) Resident# 37 is now recelving 11/1/11
coordinatars, and the administrator. rastorative services as per physiclan
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309 a ; P ¥
ss=p | HIGHEST WELL BEING order.
| Each resident must racelve and the facility must b) Nursing staff will be in serviced on 11/1/11
provide the necessary care and services to attain completing 24 hour chart chacks to
m'e";‘f‘a'?tgg‘dt::yrgﬁggjéipaﬁ‘;‘gﬁ‘%ﬂ;ghﬁ’f'°a" ensure that physiclan orders written are
accardance with the comprahensive assessment noted and implemented.
and plan of care.
¢) Medical Records staff to audit monthly]
for compllance and report results 1111111
) quarterly to the Quallty Improvement
‘;’l;lls REQUIREMENT s not met as svidenced Committee for review and
Based on medical record review and ataff recommendations,
Interview, the facility falied to ensure restorative
nuraing care was provided as ordered by the
physiclan for 1 of 1 sample resident (#37) who did
not have ROM limitations, but was on a
restorative program. The findings were:
‘Review af physician orders showed on 6/7/11, the
physiclan slgned an order changing the functional
maintenance program (FMP) for restorative
nursing for resident #37. Review of the July and
FORM CMS-2567{02-0%) Fravious Varslans Qbsolete Evant |D: Q0311 Faciity 10: WY0038 If continuntion shest Pege 6 of 18
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F 308 { Continued Fram page 6 88T
August 2011 restorative documantation, however,
revealed the changes to the rastarative program
ware never Implemented, On 8/24/11 at 3 PM, F311
the restoralive nurse loaked at the order, and
stated nursing staff never noted the order. The faclllty wiii ensure that
Therefore, the order wae never carried out. restorative services are provided
Reference: According to the Wyoming State ta residents In order to malntaln
Board of Nursing Rules and Regulations, Chapter or Improve their current leve] of
3 Standards of Nursing Practice, nuraes must functioning for activitles of dally
practice according to the orders of & physiclan, living. This will be accomplished
dantist, or midieve! practtionar. by:
F 3111 483,25(a)(2) TREATMENT/SERVICES TO F 311 '
«E | IMPROVE/MAINTAIN ADLS :
SS=& 1a) Restorative aides will be
A resldent ia given the appropriate treatment and educated regarding providing 11/1/11
gervices to maintaln or Improve his or har abillties restorative services for residents
spacified in peragraph {a)(1) of this section, #9, #13 and #34 according to
their plans of care and pertinent
This REQUIREMENT Is not met as evidenced documentation.
by: .
Based on medical record review and staff b) Alf nursing staff will be in 11/1/11
interview, the facliity failed to ensure reatorative sarviced regarding providing
services ware provided to maintain or Improve the restarative services for resldents
current level of tunction for activities of daily living rdine to their plans of care
(ADLs) for 3 of § sample residents (40, #13, #34) according to their p
who recelved restorative services. The findings and pertinent documentatlon.
wera;
_ ) _ c) Director of Staff Development
1. Review of the ?gdicai record for resident #0 and Education to audit monthly 11/1/11
ravealed e/he had diagnases that Inciuded - -
Alzhelmer's disease. Review of the care. plan \ast far com‘p llance and report results
dated B/23/11 showed tha resident was ta quarterly to the Quality
participate In the restorative functional Improvement Committee for
maintenance program (FMP) for ADLs, and falls. review and recommendations.
Review of the FMP flow sheet for July and August :

|
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F 311 Continued From page 7 =
exercigas three to five days a week. Howaver,
s/he recelved tha tharapy only one to two times
each wask,
2. Review of the medical racord for resident #13
showed s/he had diagnoses that included right
side cerebrovascular accldent, and osteoporosis.
Review of the care plan last dated 8/16/11 F315
raveaied the resident was to participate in the
FMP for alteration in ADLs and mobiiity. Review The facility will ensure that
of tha FMP flow sheets for June, July and August residents who are incontinent of
2041 showed the resident was ta receive range of bladder recelve appropriate
motion end resistance exercises three times a Pprop
week, however, sfhe anly received or was offered services 10 restore as_much
the exerciges four of the ten weeks as schaduled. normal bladder function as
possible,
| 3. Review of the medical record for resident #34 This will be accomplished by:
revealed diagnoses that included osteoparosts, _
subdural hematoma, Parkinson's and dementia. .
Review of the care plan last dated 7/19/11 1a) Certlfied nurse aides who
showed the resident was to particlpate In FMP falled to toilet resident #37 11-1-11
par orders for ADLs, pain sand mobility. Review of according to his/her tolleting plan
the FMP flow shest for July and August 2011 wlll be given one-to-one
emoors fou tmes 8 wesk However, e education ragarding providing
recelved the tharapy only one to three times each appropriate services ta restore as
waek. much normal bladder functian as
' possible for this resident, thus
4, Interview with the restorative nurse on 8/26/11 following the individuallzed
at 8:40 AM revealed staff assigned to the tolleting plan.
rastorative program were sometimes puliad to
provide resident care due to staff shortages.
Therefore, the residents on the restorative care
program didn‘t always receive the scheduled
therapy.
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 318
ss=0 | RESTORE BLADDER
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F 315 | Continued From page 8 F 318
Based on tha residents comprehensive
assasament, the facllity must ensure thata
resident who enters the facility without an
Indwelling catheter Ia not catheterized unlass the F315
resldent's clinical condition demonstratesI ctihat
patheterzation was necessary; and a resident : , . .
who is Incontinent of bladder recelvas appropriate b} All nuesing staff will be in
treatment and services 1o prevent urinary tract serviced regarding ensuring that
infections and 4o restore as much normal bladder residents who are Incontinent of
function as possible. bladder récelve appropriate
services to restore as much
This REQUIREMENT is not met as evidenced normal bladder function as
. possible, thus following
Pasad on obsearvetion, medical record review, Individualized tolleting plans. 11/1/11
and staff interview, the facillty falled ‘o provide
:irg r;o prcmot% lco;xtlnrg?t?j and ktlsaep th.g-rs?sident ¢] Director of Staff Development
as possible for sampls reside :
(#37) who wers incontinent of biadder, The and Educa_tlon to audit monthly ‘
findings were:! : for compliance and report results
quarterly to the Quality

Review of the current cara pian, dated 7/8/11, Improvement Committee for
revealed staff ware instructed 4o follow the review and recommendations. 11/1/11
toileting schedule for resident #37, According to
the "Individualized bowe! and bladder
management program" dated $/17/11, stzff were
instructed to take the resident to the toilet after
breakfast, and again before funch, The following
concerns wara idantified:

a. Observation of the resident on 8/23/11 at
8:41 AM revealed the resldent was in the dining
roam for breakfast, At 7:35 AM, CNA #1 tack the
rasident to his/her bathroom to perform oral care,
but did not take the residsnt to the toilet, At 8:20
AM CNAs #2 and #3 used the mechanicel [ift to
transfer the resident from the wheelchair to the
recliner. The resident was not offered the toilet. At
10:20 AM (3 hours 39 minutes from start of
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as is possible; and each rasldent recaives
adequate supervision and assistance devices to
prevent gccldents.

This REQUIREMENT is not met as evidenced
by
Based on observation, medical record reviow,
ataff interview, and review of the manufacturer's
manual, tha faollity failed to ensure sit-to-stand
Ifts were used in a safe manner for 2 of 3
residents (#34, #44) ohserved using the lift. The
findings wers:

1, Review of the Operator and Maintenance
Manual for Patient Slings stated: "Standing

STATEMENT OF DEFICIENCIES (X{) PROVIDER/SUPPLIER/CLIA £X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
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635021 B WING 08/25/2011
NAME OF PROVIDER OR 3UPPLIER STREET ADDREQS, QITY, STATE, ZIP CODE
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WYONMING RETIREMENT CENTER BASIN, WY 82410
XA 1D T BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1x8)
FREFIX (EACH DEFICIENCY MUBST BE PREGEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE GOMPLEYION
TAG REQULATORY QR LSC [DENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THE AFPROPRIATE DATE
GEFICIENCY)
F 315| Continued Fram page © il
observation at breakfast), CNAs #2 and #3 want
to the resident's room to get the resident ready
for funch. CNA #2 told the resident they wers
going to take him/her to the tollet. The residant F323
raplied “Should have done that this morning." The The facllity will ensure that each
resident was transfarred to the toilet using a .
mechanlcal lift, and his/her incontinence brief was resident receives appropriate
vislbly wet with urine. supervision and assistance
b. Durlng &an interview on 8/24/11 at 3 PM, devices to prevent accidents.
the RN responsibla for the bladder program This will be accomplished by:
stated the resident should have been toileted ‘
wica batwesn breakfast and lunch. She stated )
"after breakfast’ means thet when staff are done la) Resl;iints # 34:"" #44 will be 11/1/11
assisting in the dinlng room, they should start assessed TOr use ot a mare
taking residents to the bathroom. appropriate mechanical lift to
F 3231 483.25(h) FREE OF ACCIDENT . F 323 | meet their needs.
Se=0 HAZARDS/SUPERVISION/DEVICES
b) Certified nurse aldes
The faclly rust s Dl g eser oo
mechanical sit-to-stand lift for 11/1/11

residents #34 and #44 wll recelve
one-to-one education regarding
appropriate use of the device.
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Slings- Indlividuals that use the standing sling
| MUST be able to support the majority of thelr own '
weight, otherwise injury can accur." The follow!ing c} All nursing staff will be in
concerns wl'areli identgied: f dent #54 serviced regarding the 11/1/11
a. Medlcal racord review for reslden N I
i showed s/he had dlagnoses that included ?npcﬁ':;a?r: m:ﬁi:;::: dl !;:tt:‘for all
ostaoporosls, Parkinson's disease and dementia. | uding .
Obsaervation on 8/23/11 at 9:35 AM showad CNA residents who require thelr use.
#4 transferred the resldant using the sit-to-stand
It to the toliet. The resldent had his/her knees d) Unit managers will evaluate 11/1/11
bent and was not holding onte the lift with his/her residents requiring the use of a
hands. Tha resident was using the sling under mechanlcal it monthly and/or
histher arms for support. ‘ . . d
b. Medical racord review for resident #44 immediately If there is a resident
showed g/he hed diagnoses that Included change In status to ensure the
osteoarthritie, degenserative joint disease and apprapriate device Is used.
Alzheimer's dlsease. Review of his/her care plan 11/1/11
show;ad the staff was touse a rngcbha nice/ Kt for e) Director of Staff Development ,
tranafers with extenslve asslst. Observation on .
8/23/11 at 12:50 PM showed the ras!dent was . and Educatlon to audit monthty
transported from his/her room to a lounge chair in for compllance and report results
the sitting area with the use of a sit-to~stand [if. quarterly through QI process for
Tha resident was observed stralning against the review and recommendation.
cushioned aling under hisfher arms, and not
halding onto the hand bars for suppert. The
rasldent was grimacing curing transfer.
2. Interviaw with MDS coordinator #1 on 8/25/11
at B:40 AM stated the lifta needed tc be
reassessed for rasldents #34 and #44. Further,
ghe stated staff members wers to Inform her if
they determined a resident neaded a lift for
transfers, or a change In the type ot lift needed.
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL 328
ss=D | NEEDS
The faclity must ensurs that residents recelve
proper treatment and cars for the following
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special services:
Injections;
Pargnteral and enteral fluids,; F328
Cclostamy, ureterostamy, or ileostorny care;
Tracheostomy care; The facility will ensure that a
‘g;a:l}?;gsuig?’gfng. resldent with a tracheostomy
Footp care;r}é\nd ' recelves proper treatment and
Prostheses, care. This will be accomplished
by:
?j'l;'!s REQUIREMENT la not met as evidenced 1a) Resident #7 was seen by a
Based on medical recard review, staff and physician and suctioning was
resident Interviews, obaarvation, and review of discontinued. 9/13/11
faclliity procadures, the faclilty failed to ensure the
| proper treatmant and care of 1 of 1 (#7) sampla b) Resident #7 was given one-to-
residents with a tracheostomy. The findings were. one education regarding
Interview on 8/23/1 1 at 7:40 AM with RN #1 appropriate fifection ‘;‘::""'
revealed resident #7 performed his/her own practices In the care of ihe
{racheostomy cara. She stated she had absarved tracheostomy. The resident
the resident doing the care and there wera no signed an Informed refusal of care 9/13/11
: PFCFJW;S- In?t_ervie&N ?r:' 8{12:?{:11 ?" Q:ﬁM ’f“h the acknowledging the risks of not
restdent confirmed s/he did the tracheostomy ing apprapriate Infaction
care her/himsel! twice a day, and also suctioned foII:\.\;l grazil:JIcepna
' him/herself as neecad. The following concerns control p S
wars Identified during an obaervation of the
resident performing tracheostomy care and
suctioning on §/23/11 et €:30 AM:
a. The resldent shared a bathroom with
another resident. The resident's suction machine
wag sitting on the floor In the bathraom with the
suction catheter wrapped around the sink.
b. Without waghing his/her hands or putting
on gloves, tha rasident removed the plastic
cannula from the tracheostomy site end placed It
in a container of hydrogen peraxide and sterile
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water to soak. _
¢. The rasident used a toothette (a sponge tip
applicator) soaked In hydrogen paroxide to ciean ¢) All nursing staff will be in
the skin around the outside of the tracheostomy serviced regarding appropriate 11/1/11
opening. . ; i
d. The resident then turned on tha suction Lnﬁ:c:;:: ::":r;;r:;gf;tices Inthe.
machine, plcked up the suction catheter that was ar v
-wrapped around the sink, suctioned the malsture
up on the skin around tha tracheostomy opening d) Director of Staff Development
and then proceeded to Insart the catheter 1-2 and Education to audit monthly : 11/1/11
Inches into the tracheostomy opsning to suction for compliance and report results
out sacretions, quarterly through QI process for
a. When the suctioning was complated, with d ;
histher bare hands that had not hesn washed, the review and recommendation,
residant took the plestic cannula out of the
soaking soiution, rinsad it off with tap water and F441
reinserted It In the tracheostomy opening.
- . : The facility will ensure that a
The facility's policy on suctioning a tracheostomy . <
tube included, "1.b. Use sterile equipment to resident with a tracheo_stomy
avold widespread pulmanary and systemic [trach) receives education and
infection (Note: Suctioning of the lower airway is & monitoring of Infection control
sterile procedurs, All equipment that comes in . technlques for self care and that
contact with tha lower airway must be sterlle.” follow-up cultures are completed
Raview of the facllity's pracedura for if required
quired.
tracheostomy care revealed hand washing should This will be acc ished by:
be performed and gloves should be worn during is will be accompilshed by:
tha procedure, _
Interview on 8/25/11 at 8 AM with the
gdministrator revealed there was no .
documentation the staff completed any education
or did any monitaring of the resident while s/he
performed tracheostomy care and suctioning.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
ss=D | SPREAD, LINENS
The facllity must establlsh and malntain an
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{c) Linens
Personhel must handle, store, process and
transport linens so as to pravant the spread of

"| infection,

This REQUIREMENT Iz not met as evidenced
by.

and Education to audit manthly
for compllance and report resulits
quarterly through QI process for
review and recommendatian.
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Infection Control Program designed to provide a
safe, sanltary and comfortable environment and
to help prevant the development and transmission 1a) Culture results for resident
of diseage and infection. #7's trach slte showed colonized 9/13/11
MRSE. Fer physician order and
{a) {nfection Control Program .
The facility must establish an Infection Control facility policy, one culture was
Program under which It - _ required. Trach suctioning was
(1) investigates, controls, and prevents infactions discontinued by physician,
In the taclity, _ . .
(2) Decides what procedures, such as isolation, b) Resident #7 was given ane-to-
should be applied to an individus! resident; and .
" (3) Malntalns a recard of incidents and correctiva ane educatlon regarding 9/13/11
actions related to Infections. appropriate Infection contrel
practices In the care of the trach.
(b) Preventing Spread of Infaction The resident signed an informed
g‘ )tWh.an thfhl T)cfei?ticf‘ds:{‘tm‘ EFQQFIET \ refusal of care acknowledging the
atermines that a resi needs isolation to o :
prevent the spread of infection, the facility must nsfks cff ot following appropriate
isolate the resident. _ infection control practices.
(2) The facility must prohiblt employaas with a
communicable disease or infected skin leslons c) All nursing staff will be In 11/1/11
from direct contact with residents or thelr food, If serviced regarding appropriate
direct consact will transmft the diseasa. ‘ Infection control practices in the
{3) The facility must require staff to wash their care of a tracheostomy
hands after each direct resident contact for which : )
hand washing is Indlcated by accepted .
professional practice. d) Director of Staff Development 11/1/11
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Baaed on obsarvation, raview of policies and
procedures, staff and resident Interviews, and
medlcal record review, the facility falled to ensure
1 of 1 (#7) sample resldenta with a tracheostomy
received education and monitoring of infection
control technlques for seif care of the
tracheostomy. In addition, the facllity falled to
ensure follow up for a post operative Infectlon
was completed for 1 of 1 (#7) sample residenis
who had an Infection at the surglcal site of a
tracheostomy. The findings were:

1, Medical recard review ravealed rasident #7
was admitted to the facility on 6/2/11 and an
infection control nots deted 6/6/11 showed the
rasident had a history of throat cancer and
| recently had a post operative methicillin-resistant
‘Staphylococcus aureus (MRSA) Infectian, The
infection control nurse further stated the resident
nesded three negative culturas in order o
discontinue resplratory/contact isolation. A
physician progress note dated 6/9/11 revealad
the resident was recently treated for a
trachsostomy site Infection. A nurse's note dated
8/8/11 revealed thea resident had completed the
antibiotic therapy. Further medical record review
showed no follow-Up culture results from the .
fracheostomy site. Interview on 8/25/11 at 8 AM
with the administrater confirmed the Infaction
control nurse shouid have done the follow-up
cultures, but did not obtain them.

2. Interview on 8/23/11 at 7:40 AM with RN #1
ravedled resident #7 performad his/her own
trachepstomy care, She stated she had observad
the resldent doing tha care and thére were no
problems. Interview on 8/23/11 at 8 AM with the
regldent confirmed s/he did the tracheostomy
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care har/himself twice a day, and also suctioned
him/hersalf ag needed. The following concerns
were identifled during an obsarvation of the
residant performing tracheostormy care and
suctioning on 8/23/11 at 9:30 AM:

a. The resident shared a bathroom with
another resident. The resldent's suction machine
was sitting on the floor In the bathroom with the
suctlon catheter wrapped around the sink.

b, Wlhhout washing hisfher hands or putting
on gloves, the resident removed the plastic
cannula from the tracheostomy site and placed it
in & contalner of hydrogen peroxide and sterile
water to soak.

c. The resident used a toothette (a sponge tip
applicatar) soaked In hydrogen peroxide to clean
the skin around the cutside of the trachaostomy
opening.

d. The resident then turned on the suction
machine, picked up the suction catheter that was
wrapped around the sink, suctioned the molature
up on the skin around the tracheostorny opening
and then proceeded lo Insert the catheter 12
inches into the tracheostomy opening to suction
out secretions.

e. When the suctioning was completad, with
hs/hat bare hands that had not been washed, the
resldent took the plastic cannula out of the
soaking solution, rinsed It off with tap weter and
relnserted it in the tracheostomy opening.

The facility's poticy on suctioning a tracheostorny
tube includad, ".b. Use sterile equipment to
avoid widespread pulrnonary and systemic
infection (Nate: Suctioning of the [ower airway is a
sterile procedure, All equipment that comes in
contact with the lower alrway must be sterile.”
Review ¢f the facility's procedure for

F 441
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The facility must safeguard clinical record
Informatlon against loss, destruction, or
unauthorlzed uss.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation and staff interview, the
facilily falled to ensura madical racords were
securs from unauthorized access in 3 of 3 roems
whera the reconds were stored. The findings

to address unauthorized personne] *
needing to enter an area where clinical
record Informatlon s safeguarded.

o4 1 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 08)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHMOULD BE COMPLETION
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DEFICIENGY)
F 441 | Continued From page 18 Fda1
tracheostomy care revealed hand washing should :
bs performed end gloves should be worn during
the procedurs.
* Interview on 8/25M1 at 8 AM with the
administrator revealed there was a facility F516
tracheostomy survelllance sheet that was to be
completed by staff when they performed -
tracheostomy care or when they educated the The facllity will ensure clinical record
resident to do self-cara, She sonfirmed thera was information 1s safeguarded against
no documentation tha staff completed any unauthorized use.
education or did any monltoring of the resident This will b lished bv:
while s/he performed trachecstomy care and his will be accomplished by
suctioning. ‘ K h dical
F 518 | 483,75(1)(3), 483.20(1)(5) RELEASE RES INFO, F 516] A) Locks to the medicai records room
S8« | SAFEGUARD CLINICAL RECORDS and the health Information room have g/13/11
. - been changed. The medical records in
A facility may not release Information that [3 the basement computer raom have
rasidant-identifiable to the publlo. been moved to another room in the
The facility may release information that is basement and the lock has b:en
resident-ldentifiable to an agent only in’ changed, Only medicst records
acoordance with a contract undar which the agent personnel have a key to enter these
agraes nol to use or disclose the Informatlan rooms.
exceapt to the extent the facility itself is permitted
to da so, b) A pollcy and procedure will be written| 11/1/11
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were: '
Observation on 8/26/11 at 9:30 AM revealad '
medical records were stored in the medical 11/1/11
racords roam, the haalth information room, and ¢} All staff will be In serviced
the main computer room In the basement of the regarding the policy and
facliity. The doors to these rooms ware locked, garding the poticy and
but the records wars kept on open shelves, procedure for unauthorized
desks, and boxes. During the observation, the personnel needing to enter an i
maintance dlrector opened the tocked doors with area where clinical record
a key. Interview at that time with the maintance information Is safeguarded.
director confirmed the medical records were not
stored In locked cabinets and he had a key to all -
three rooms. ¥ d)} Medical records manager to 11/1/11
audit monthly for compliance and
repart results guarterly through
the Quallty Improvement process
for review and recommendation.
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