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F 176 | 483.10(n) SELF ADMINISTRATION OF DRUGS F 17|  This Planof Correction constitutes our Q}?’yﬁ
ss-p allegation of compliance. 3\“
An individual resident may self-administer drugs if Lo .
the interdisciplinary team, as defined by F 176 An individual resident may self-
§483.20(d)(2)(ii), has determined that this administer drugs if the interdisciplinary
practice is safe. team, as defined by 483.20 (d) (2) (i), %
has determined that this practice is safe. s
The Resident Care Manager will review
This REQUIREMENT is not met as evidenced with all licensed staff the Facility’s '
by: policy on *Self Administration of E
Based on observation, medical record review, Medication”. The review will include
staff interview, and review of policies and clarification of the intent of the policy, -
procedures, the facility failed to assess two (#4, the interdisciplinary approach and the
#15) of four residents observed during the interventions related to the timing of the
medication pass for self-administration of assessment and levels identified. This
medications. The findings were: will be reviewed by October 29,2006, -
This policy will become part of a new
Review of the facility's 11/28/05 policy and employee’s orientation packet and will 3
procedure, "Self Administration of Medications" be reviewed with all new licensed ‘
showed all residents would be given the employees and agency staff prior to their
opportunity to self-administer medications if they administering medications, by the
desired, However, further review showed Resident Care Manager or the designee.
"Medications will be administered by the LPN Evidence of this orientation will be }g
[licensed practical nurse] or RN [registered nurse] included on the orientation check list. "~
until the resident's ability to self-administer has This will be completed by October 29,
been assessed." The following concerns with 2006.
failure to follow this policy were identified:
a. Observation on 9/12/06 at 8:42 ANV showed a. Resident #4 will be assessed for self- 1ola4 /0b
LPN #11 prepared and administered medications, administration of medications by the
including Miralax (a laxative), to resident #4. The Resident Care Manager, Occupational
LPN mixed Miralax powder into a glass of juice Therapist and Pharmacist. The
and left it with the resident. The LPN went back interdisciplinary team will communicate
arou_nd ’ghe corner and cpntinued passing ‘ to the staff through shift report, on the
medlc.atlons to qther reS|de|_1ts. The resident Fild plan of care and the medication
not d!'lnk all the juice _and Miralax bgfore leaving administration record (MAR) the
the dining room. Review of the med1<;a] recgrd residents level (I, 11, or III) to self
ﬁggﬂ lggsa;sazs;ngz% for self-administration of administer. The level will be highlighted
b. Observation on 8/12/06 at 9:02 AM showed o0 tho AR, oo will bo completed by
= LPN #11 prepared medicatigns and then handed ’ '
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them to resident #15 who was seated at a dining
room table. The medications included an
antidepressant and an anxiclytic, a narcatic, and
Prednisone. The LPN did not observe the
resident take the medications, but left the area
and continued passing medications to other
residents. Review of the medical record showed
an assessment for self-administration of
medications was lacking.

Interview with the resident assessment
coordinator, RN #28, on 9/13/08 at 3:30 PM
confirmed the assessments were not done. The
RN stated that without the assessment, nurses
were not supposed to leave medications with the
residents to take independently.

483.15(h)(2) HOUSEKEEPING/MAINTENANCE

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by

Based on observation and staff interview, the
facility failed to maintain the environment and
resident care equipment in a sanitary manner.
The findings were:

1. During an cbservation on 9/12/06 at 7:58 AM,
certified nurse aide (CNA) #14 provided care for
resident #18 then transferred the resident into
bed. The resident's oxygen cannula had been
removed prior to providing care, and it fell onto
the floor during the transfer. The CNA picked it up
and, without cleaning it, replaced it on the

F 176

F.256%
I

Manager and MDS Coordinator will
review all residents for evidence that Self
Administration of Medication has been
offered. Any residents found not to have
had self administration offered will be
assessed by October 29, 2006. All new
residents will be assessed by the RN and
Occupational Therapist on admission,
The care plan team will ensure the self
administration of medication assessment
is done by the 14 day plan of care
meeting, The Resident Care Manager
will observe the medication pass
periodically on all shifts to assess that
licensed staff are appropriately following
the facility “Self-Administration of
Medication” policy. This monitoring will
be initiated by October 29, 2006 and
documented on the staff’s competencies,

b. Resident #15 will be assessed for self-
administration of medications by the
Resident Care Manager, Occupational
Therapist and Pharmacist. The
interdisciplinary teamn will communicate
to the staff through shift report, on the
plan of care and the medication
administration record (MAR} the
residents level (I, II, or III) to self
administer, The level will be highlighted
on the MAR. This will be completed by
October 29, 2006. The Resident Care
Manager and MDS Coordinator will
review all residents for evidence that Self
Administration of Medication has been
offered. Any residents found not to have
had self administration offered will be
agsessed by October 29, 2006, All new
residents will be assessed by the RN and
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F 253 | Continued From page 2 F 263 %f’lcupaﬁmllal fherapi_sﬁ on adﬂﬂt'lS;Siﬂn]-f "'9/ ‘M/" b
¥ € care plan {caim wili ensure the se
resident when care was completed. On 8/14/06 at e administration of medication assessment
10:05 AM, the resident care manager stated her is done by the 14 day plan of care
expectation was that the cannula should have meeting. The Resident Care Manager
been cleaned before being placed on the will observe the medication pass N &
resident. periodically on all shifts to assess that
_ licensed staff are appropriately following ’D&}/ jg:&
2. Observation on 9/12/06 at 10:43 AM showed the facility “Calf-Administration of @ 0\
CNA #14 assisted resident #17 with dressing. Medication” policy. This monitoring will N
During the process, the resident's oxygen cannula be initiated by October 29, 2006 and
fell onto the floor. The CNA picked it up, placed it documented on the staff's :competencies.
on the resident’s bed, and confinued assisting the "_WBL
resident. Before completing the residclant‘s care, F 253 The facility must provide i
the CNA left for a few moments and licensed £a5 5 housekeeping and maintenance service;ﬁ\
practical nurse (LPN) #11 entered the room. The Hecessa L )
’ . ry to maintain a sanitary, orderly,
LPN picked up the nasal cannula and replaced it and comfortable interior
on the resident's face. On 9/14/06 at 10:05 AM, .
the resident care manager stated her expectation . .
was that the cannula should have been cleaned. L. q éélgxygeclll tub_mg. dfortFCSIdent #18
3. Observations on 9/12/06 at 11:23 AM and an e ?ﬁn]fm.:fm e Sl‘\vaas
again on 9/14/06 at 8:18 AM revealed the ceiling replaced. The Resident Care Manager
air vent located directly over the toilet in the instructed all nursing staff to wipe
shared bathroom between the resident lounge contaminated oxygen tubing with sani-
and resident room 114 was coated with dirt and wipes and ;‘1110“’ to air dry before placing
grime. In addition, observation on 9/12/06 at in resident’s nose. This was comr:\leted
11:33 AM and on 9/14/06 at 8:36 PM revealed the by September 18, 2006. The Resident
ceiling air vent in the resident bathing room in the Care Manger and Infection Control
main hall was also coated with dirt and grime. Practitioner will review and update the
Interview on 9/12/06 at 11:35 AM with the long facility policy for oxygen tubing
term care secretary and housekeeper #1 on practices to include care for resident’s
9/14/06 at 8:38 PM confirmed the vents were dirty cannula. This will be implemented and
and needed to be cleaned. reviewed with all staff by the Infection
Control Practitioner by October 29,
2006,
This policy will become part of a new
employee’s orientation packet and will
be reviewed with all new employees and
agency staff prior to them providing care
by the Resident Care Manager or the
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F 272 | 483.20, 483.20(b) COMPREHENSIVE Faz2 doisﬁfﬁ:fgh;;z"g” be in place by 10]34]ot
S8=E | ASSESSMENTS o The Resident Care Manager and
The facility must conduct initially and periodically Infection Control Practitioner will
a comprehensive, accurate, standardized periodically observe staff for appropriate
reproducible assessment of each resident's handling of oxygen tubing.. This will be
functional capagcity. f?%?;‘m‘i’;tgd on t;le Stgff(‘)"’ingeteggy-
1s will be in place by Cctober 29,
A facility must make a comprehensive 2006.
assessment of a resident's needs, using the RAI . ) /é?/a‘f/ab
specified by the State. The assessment must 2. . éél gxygecfll mbmgdfor Resident #17
include at least the following: an ependant resident’s was
Identification and demograghic information; replaced. The Resident Care Manager
Custornary routine; instructed all nursing staff to wipe
Cognitive patterns, contaminated oxygen tubing with sani-
Communication; wipes and allow to air dry before placing
Vision: in resident’s nose. This was completed
Mood and behavior patterns; by September 18, 2006.The Resident
Psychosocial well-being; Care Manger and Infection Control
Physical functioning and structural problems; Practitioner will review and update the
Continence; facility policy for oxygen tubing
Disease diagnosis and health conditions; practices to include care for resident’s
Dental and nutritional status; cannula. This will be implemented and
Skin conditions; reviewed with all staff'by the Infection
Activity pursuit; Control Practitioner by October 29,
Medications; 2006.
Special treatments and procedures; This policy will become part of a new
Discharge potential; . _ ' employee’s orientation packet and will
Documentation of summary information regarding be reviewed with all new employees and
the.additional assessment performed through the agency staff prior to them providing care
resident assgssment p_rc.)toc.ols;l and by the Resident Care Manager or the
Documentation of participation in assessment. designee. This will be in place by
October 29, 2006.
This REQUIREMENT is not met as evidenced he iﬁi‘?ﬁ;ﬁ:ﬁ,ﬁﬂgﬁfﬁ?ﬁu
by: periodically observe staff for appropriate
Based on observation, medical record review and handling of oxygen tubing. This will be
staff interview, the facility failed to complete a documented on the staff competency.
comprehensive assessment for all needed areas
for five of 11 sample residents (#4, #10, #18, #26,
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F 272 | Continued From page 4 F 2721
243 This will be in place by October 29,
#41). The findings were: 2006.
1. Review of the 7/6/06 admission M@nimum Data 3, The ceiling air vent directly over the ;g] 3 k‘{”
Set (MDS} assesfsmer_‘t revealed resident #41 toilet in the shared bathroom between the
had moderate pain daily. Review of nursing notes resident lounge and resident room 114
showed the resident complained of pain on the was cleaned by Environmental Service
following dates: 7/2/06, 8/28/08, 9/5/06, 9/9/06 on September 14, 2006, The ceiling air
and 9/11/06. Review of nursing r:otes showed on vent in the resident bathing room in the
9/11/06 the resident was put on comfort main hall was cleaned by September 14,
measures only". Review of a 9/11/06 physician 2006.
order s_hOVéeti:lf t?e éej'de,l?t was prescribed i The Environmental Services Manager
Morphine Sulifate 2-4 milligrams (mg) every Wo will review these findings with the stafl
hours as needed. Observation on 9/12/06 at 8:12 by O -
- ! \ y October 3, 2006. Ceiling air vents
AM revealed the resident was medicated for pain. b .
! , will be checked on a weekly basis. Check
Review of the medical record revealed no 1 be d d on Envi
hensive assessment for pain. The pain will be documented on Environmental _ . s
compre ) e Services form. 4 UL amerelilia ﬁiw
assessment in the 6/23/06 nursing assessment " LeAd fps 2L 51,
was blank. During an interview on 9/12/06 at 1:52 &t ToP it
PM, the resident assessment coordinator and ¥ 273 The facili -1 dﬂi iﬂ,&/ﬁf Videat ’
resident care manager both stated there was no {7 s Lot Z ] 30111 1ty must 001111 et mitially o [ \ﬂ-“f” L
pain assessment for this resident, but there and periodically a COmMpTEnensive, e
should have been. ggs:;sart:’ S:m}fdardﬁzed F;Pfﬁd‘%"‘blt‘? 1?1'&& /lléfggjo 2
€Nt 01 each resiaent’s Tunctiona i
2. Review of the 6/15/06 quarterly MDS capacity. ﬁ
assessment showed resident #4 had daily pain, ) ) ) / /b
which was at times excruciating. Review of the 1. Resident #41 is no longer in the 10[39pb
medical record revealed no comprehensive facility. The Resident Care Manager and
assessment for pain. On 9/12/08 at 4:45 PM, the M]?S Coordlna’For will review all _
resident assessment coordinator stated the residents for evidence of initial pain
resident did have pain at times. The resident assessments. Any residents identified as
assessment coordinator looked through the not having an initial comprehensive pain
medical record, and stated the pain assessment assessment, will have the assessment
in the 6/14/06 nursing assessment was not completed. The new Pain Management
completed, therefore there was no assessment. policy will be reviewed with all staff on
October 9 and 10, 2006.  All staff will
3. Review of the 7/6/06 quarterly MDS have a pain management in-service by
assessment revealed resident #26 had pain less the Resident Care Manager, including
than daily, which was at times excruciating. the initial comprehensive and periodic
FORM CMS-2567(02-98) Previous Versions Obsolele Event ID: TNE311 Facliity ID: ' WY0022 If continuation shest Page 5 of 24
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F 272 | Continued From page 5 F 272 asses.sments for pain, during staff o
meetings on October 9 and 10. An initial
Review of a 5/16/06 psychotropic medicat_ion pain assessment will be completed on all
review note showed the resident was havmg‘ new admissions with<in 24 hours, This
increased outbursts which may be due to pain. will be implemented by October 29,
The note documented "...will inform staff to 2006. Orientation for new employces
assess for pain..." Review of the medical record and agency staff will include pain
revealed there was no assessment for pain. On management policy, including
9/13/06 at 2:24 PM, the resident care manager assessment for verbal and non-verbal
stated there was no assessment, adults, This will be completed by the
4. Review of the 7!20/06lannual MDS . . Resident Care Manager or the designee.
a;f’sesgme?t _st;owggll res('jde“t #10 dh:‘d daily pain This will be implemented by October 29,
of moderate intensity and require: 2006.
comprehenSI\fe assessment n thls’. area. 2.  The MDS coordinator completed /0/9‘1’ )Ob
However, review of the entire medical record 2 comprehensive pain assessment for
showed the '?‘St pain assessment was dateq Resident #4 on September 14, 2006. The
7/11/05, and it was incomplete. Interview with the Resident Care Manager and MDS
rgsldgr]{: assi-s Sdn,zﬁntl COI? rdfl r;aégl;ﬁ nr eg.; éﬁg? eat Coordinator will review all residents for
2'55 verie t &lacko P evidence of initial pain assessments. Any
pain assessment. residents identified as not having an
5. According to the 8/17/06 quarterly and 2/16/06 m_ll‘?llﬁﬁ Cong}lffehenswe Pﬁ:m assisirréer%
annual MDS assessments, resident # 18 required wi Pa‘fﬁ Me 4S8CSSIICT) lef'mp B‘l?b' =
a comprehensive assessment for daily pain of new a‘g ,atﬁa%fme;}ft PO(I)CY‘EI =
moderate intensity. Review of the entire medical reviewed with all staff on October 9 and
record revealed the last pain assessment was 10,2006.  All staff will have a pain
completed on 11/7/05. Further review of the management in-sexvice by the Resident
record showed that since then, the resident had Care Manager, including the initial
fractured the left iliac wing and was having Compl'.eheﬂs{ve and pel‘lod_lc assessments
increased pain. Interview with the resident for pain, during stafl meetings on
assessment coordinator on 9/13/06 at 3:20 PM October 9 and 10. An initial pain
confirmed the lack of a current comprehensive assessment W}ll b_e completed on all new
pain assessment. The coordinator stated it was a gdmlsszons with-in 24 hours. This will be
weak area for the facility. implemented by October 29, 2006,
Orientation for new employees and
agency staff will include pain
management policy including assessment
for verbal and non-verbal adults. This
will be completed by the Resident Care
(Comtimued op) Becthched Sheets)
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F 272 (cont.)Manager or the designee.
This will be implemented by October 29,
2006.

3. The MDS coordinator completed I 29.‘{ /0&7
a comprehensive pain assessment for
Resident #26 on October 3, 2006, The
Resident Care Manager and MDS
Coordinator will review all residents for
evidence of initial pain assessments. Any
residents identified not having an initial
comprehensive pain assessment, will
have the assessment completed, The new
Pain Management policy will be
reviewed with all staff on October 9 and
10, 2006, All staff will have a pain
management in-service by the Resident
Care Manager, including the initial
comprehensive and periodic assessments
for pain, during staff meetings on
October 9 and 10. An initial pain
assessment will be completed on alt new
admissions with-in 24 hours. This will be
implemented by October 29, 2006.
Orientation for new employees and
agency staff will include pain
management policy including assessment
for verbal and non-verbal adults, This
will be completed by the Resident Care
Manager or the designee. This will be
implemented by October 29, 2006.

The Care Plan Team will conduct
periodic reviews of the presence of
comprehensive pain assessments, re-
assessments and interventions for all
residents in pain. This will be reported
quarterly to the Resident Care Manager
and LTC Medical Director, This will be
nitiated by October 29, 2006.

4. The MDS coordinator will update /0/ af{/&b

9



F 272 (cont. }the comprehensive pain
assessment for Resident #10 by October
10, 2006 The Resident Care Manager
and MDS Coordinator will monitor the
re-assessments for timeliness and
appropriate interventions, The Resident
Care Manager and MDS Coordinator
will review all residents for pain needs,
Any residents identified with pain will
receive a comprehensive pain assessment
and periodic assessment. Interventions
including periodic assessments will be
included in the Plan of Care, and shift
report. All staff will have an initial pain
in-service by the Resident Care Manager,
including the initial comprehensive and
periodic agsessments for pain, during
staff meetings on October 9 and 10, The
Resident Care Manager, Care
Coordinator and an LPN developed an
updated Admission Assessment
including a separate pain assessment.
The assessments will be completed on all
new admissions with-in 24 hours, This
new process will be implemented by
October 29, 2006. Orientation for new
employees and agency staff will include
pain management policy including
assessment for verbal and non-verbal
adults. This will be completed by the
Resident Care Manager or the designee.
This will be implemented by October 29,
2006.

The Resident Care Manager and
MDS Coordinator will conduct periodic
reviews of the presence of
comprehensive pain assessments, re-
assessments and interventions for all
residents in pain. This will be reported
quarterly to the Resident Care Manager
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F 272(cont)and the LTC Medical
Director. This will be initiated by
October 29, 2006.

5. The MDS coordinator will tolxalo
complete a significant change pain
assessment for Resident #18 by October
10, 2006.Periodic pain assessments will
be identified on the Plan of Care and
communicated through shift report to all
staff. The Resident Care Manager and
MDS Coordinator will monitor the re-
assessments for timeliness and
appropriate interventions, The Resident
Care Manager and MDS Coordinator
will review all residents for pain needs.
Any residents identified with pain will
receive a comprehensive pain assessment
and periodic asgessment. Interventions
including periodic assessments will be
included in the Plan of Care, and shift
report. All staff will have an initial pain
in-service by the Resident Care Manager,
including the initial comprehensive and
periodic agsessments for pain, during
staff meetings on October 9 and 10, The
Resident Care Manager, Care
Coordinator and an LPN developed an
updated Admission Assessment
including a separate pain assessment.
The assessments will be completed on all
new admissions with-in 24 hours. This
new process will be implemented by
October 29, 2000, Orientation for new
employees and agency staff will include
pain management policy including
assessment for verbal and non-verbal
adults. This will be completed by the
Resident Care Manager or the designee.
This will be implemented by October 29,
2006.
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$5=E af1a The Resident Care Manager and MDS { é?/ 29 /oéy

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and review
of policies and procedures, the facility failed to
assure staff maintained professional standards of
practice related to medication administration and
following physician orders. The findings were:

1. Observation on 8/12/06 from 8:55 AM until 9:40
AM showed registered nurse (RN) #10 left the
medication cart unlocked while administering
medications in the dining room. The RN was
frequently turned away from the cart or
completely across the room and out of sight of
the cart. In addition, at 9:15 AM licensed practical
nurse (LPN) #11 left the second cart unlocked
and out of her line of sight while she administered
medications. That cart remained unsecured for
the rest of the observation period. Numerous staff
and residents had the opportunity to access the
medication carts during that time period.
Furthermore, chservation on 8/12/08 at 12:02 PM
showed a medication cart in the dining room was
unattended and unlocked. On 9/13/06 at 4:03 PM,
observation revealed the front hall medication cart
was also unattended and unlocked.

During an interview on 9/13/06 at 2:25 PM,
the resident care manager stated the medication
carts should be locked when unattended or out of
the line of sight of the nurses. Review of the
facility's 3/20/03 policy and procedure, "Safe
Medication Practice,” showed "Medications...will
be stored securely to prevent access or
tampering by patients, visitors and unauthorized

Fa8|

Coordinator will conduct periodic
reviews of the presence of
comprehensive pain assessments, re-
assessments and interventions for all
residents in pain. This will be reported
quarterly to the Resident Care Manager
and the LTC Medical Director. This will
be initiated by October 29, 2006.
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F281 The services provided or arranged /0/3‘? /ﬂéﬂ
by the facility must meet professional
standards of quality.

1. The Resident Care Manager will
review the “Safe Medication Practice
Policy” with all licensed staff at the
October 9, 2006 staff meeting. This
review will include the need to keep all
unattended medication carts locked. The
Resident Care Manager will conduct
random monthly medication cart checks,
including all shifts and all licensed staff,
every three months to ensure that the
carts are locked when unattended or out
of line of sight of the nurses. Results
will be recorded on the individual staff
competencies. This will be initiated by
October 29, 2006.

2. The Resident Care Manager shared
the findings of state survey with licensed
staff on September 18 regarding the
process of removing pharmacy labels.
The facility policy related to labeling of
medication will be revised by October 5,
20006. The Pharmacist will attend the
staff meeting on October 9, 2006 to
review the updated policy and procedure
revised October 5, 2006 regarding
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. “Labeling of medications™. All licensed
281 Continued From page 7 F 281 staff will receive a copy of the policy and
staff." According to the 3rd edition of "Nursing meet one on one with the pharmacist by
Interventions & Clinical Skills" by Elkin, Perry, and October 29, 2006,
Potter, "Medication carts must be kept locked 3. The physician for Resident #35 was /0/9‘1 /%b
when unattended...” informed that the he al;'g} evalygtjon, wa LT
not obtained%ug es’lde%t/%;r%sfggger AT
2. During an observation on 9/12/06 at 8:52 AM, and CNO will review the “Scope of PJW
RN #10 obtained a medication bottle with a white Practice” as ouflined in the Wyoming Mw‘“*
pharmacy label covering the manufacturer's Nursing Practice Act 2005 and M W
name and dose of the medication. When Administrative results and Regulations, o) [ sy
questioned, the RN removed the pharmacy label page 3-6 related to the nurse functioning | W %ﬂ
to read the manufacturer's label which included under the direction of a licensed k)
the name and dose of the medication. After physician at the October 9, 2006 staff
remov'lng the pharmacy label, the RN tried to stick meeting, This information will be shared
it back on the bottle. According to the facility's with all staff by October 29, 2006, All
policy and procedure, "Labeling of medications” employees will be provide d,with the
|ar;°:t”l'%\leisrzg tﬁﬁga";ghg hl_aitr):EIJ@ig tof”medications Wyoming Nurse Practice Act 2005, with
sha o
3. Physician diagnoses found in the medical Ei?f;l:tfdajniili;l;ioiit&rrf]iﬁyzg}sbgle
record for resident #35 revealed several All new employees including agenc v'vill
diagnoses including Meniere' sfql_isgase. receive a copy of the Wyoming Nur);e ‘.
According fo the 19th edition of Taber' s ) . R o hie
Cycloped%c Medical Dictionary, Meniere' s disease Practice Act in t%}gg Or‘%»zke@a%%%
is defined as a recurrent and usually progressive F 282 The servic M,:f ded'gr‘arr at?}gd% e 2 '
group of symptoms including progressive b the facili 11'; {ded b = j}*‘!’ szl,q mr]j)
deafness, ringing in the ears, dizziness, and a y the facility must be provided by L ol 24
sensation of fullness or pressure in the ears. qualified PEISODS 111 accordance with
Review of the medical record also revealed a each resident’s written plan of care.
fggggi%ggﬁ 2 O.J.(ehg;t.ﬁlcéagla?sa:?g# '(?Lj‘;hng the 1. . The MD,S Coordinator W:ill review !0/61‘?/0(0
Interview with the long term care secretary on resident #10°s plan of care with the LTC
9/12/06 at 11:48 AM revealed the hearing staff by October 10, 2006, Staff
evaluation was not done. According to the providing care for resident #10 will be
Wyoming Nursing Practice Act 2005 and informed of the toileting interventions
Administrative Rules and Regulations, page 3-8, for the resident. Staff will document
the nurse shall function under the direction of a toileting on the worksheets.
licensed physician. The Resident Care Manager and RN
will review toileting interventions with
all staff. This will be completed by
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TNE311 Facility ID: ' WY0022
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F 282 | 483.20(k)(3)(i) COMPREHENSIVE CARE Fog2|  October29, 2006. The Resident Care
s5=D | PLANS Manager will direct Licensed staff to
team with CNA’s to ensure the toileting
The services provided or arranged by the facility plan is followed. The Resident Care
must be provided by qualified persons in Manager will monitor all werksheets and
accordance with each resident's written plan of will periodically monitor staff providing
care. care to residents for appropriateness of
care, Those staff not providing care as
outlined will be evaluated for ability to
This REQUIREMENT is not met as evidenced provide outlined care and trained or
by: counseled as appropriate. This will be
Based on observation, medical record review, mc,lude,d m ﬂ_‘e employee’s competency.
and staff interview, the facility failed to assure This will be implemented by October 29,
staff followed the care plan for two (#10, #18) of 2006. . o /a‘ /ﬁb
10 sample residents. The findings were: 2. The MDS Coordinator will review |/ 1
resident #10°s plan of care with the LTC
1. Review of the annual 7/20/06 Minimum Data staff by October 10, 2006. Staff
Set (MDS) assessment showed resident #10 providing care for resident # 10 will be
was totally incontinent of bladder and was on a informed of the toileting interventions
scheduled toileting plan. Review of the 7/20/06 for the resident. Staff will document
care plan revealed staff were to toilet the resident toileting on the worksheets
upon arising, before and after meais, and at The Resident Care Manager and RN will
bedtime. During an interview on 9/12/06 at 4:50 review toileting interventions with all
PM, certified nurse aide (CNA) #18 stated she staff. This will be completed by October
assisted the resident out of bed after checking 29, 2006. The Resident Care Manager
and changing the resident's brief. When asked if will direct Licensed staff to team with
she took the resident to the bathroom, the CNA CNA’s to ensure the toileting plan is
replied that she had not as the resident was followed. The Resident Care Manager
"soaked." Interview with resident care manager will monitor all worksheets and will
on 9/13/06 at 9:53 AM revealed "toilet” meant to periodically monitor staff providing care
take the resident fo the bathroom, In addition, to residents for appropriateness of care,
observation on 9/13/06 at 3:45 PM showe.d These staff not providing care as
nursing assistant #3 also gssisted the resident out outlined will be evaluated for ability to
of bed but failed to toilet him/her or ask the provide outlined care and trained or
resident if s/he needed to use the bathroom. counseled as appropriate. This will be
. included in the employee’s competency,
2. According to the 8/1 7/_06 [VIII?S assessment, This will be implemented by October 29,
resident #18 was totally incontinent of bladder f 2006.
and was on a scheduled toileting plan. Review o -
the 8/17/06 care plan showed staff were to place MoTELS Pol. \ﬁglu Adaudonid j:f/g
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F 282 | Gontinued From page 9 F 282
the resident on the commode upon arising, after
breakfast, before lunch, befare lying down and
after his/her nap, and at bedtime. Observation on
9/12/06 showed the resident was not placed on
the commode from 8 AM until 2 PM, and at 2 PM
CNA #14 only changed the residents
incontinence brief. Interview with CNA #14 at that Vi
time revealed she forgot to toilet the resident. g{ m T bbﬁj i (:%9_ ﬁﬁqgﬁfbﬂ%ﬁﬁ%
EL\-éfP 2 Vg
F 286 | 483.20(d) RESIDENT ASSESSMENT - USE F286| °F 286a facility must maintain all 1ol /010 ‘ﬁ;«
S5=B resident assessments completed within M N ?/J
A facility must maintain all resident assessments the previous 15 months in the resident’s {
completed within the previous 15 months in the active record. %Y)/y
resident's active record.
1. a. The significant change MDS was )‘}/L M )§
found and placed on resident #35°s ﬂ"y:a,‘é‘
This REQUIREMENT is not met as evidenced active medical record . \0\
by: The Resident Care Manager will develop
Based on medical record review and staff a medical record management protocol
interview, the facility failed to maintain 15 months for the Long Term Care (LTC) facility.
of assessment information in the active records The protocol will outline the information
for 2 (#24, #35) of 11 sample residents. The stored in the active LTC medical record.
findings were: This protocol will be completed by
1. Review of medical records showed the October 20, 2006. The protocol will be
following assessment information was missing implemented by October 29, 2006. ‘The
from each resident's active record: Long Term Care Secretary will be
a. The 6/16/05 significant change Minimum Data responsible for maintaining the medical
Set (MDS) assessment was not available for records based on the protocol. The LTC
resident #35. Secretary will monitor the resident
b. The 9/22/05 significant change MDS medical records monthly for
assessment for resident #24 was not available. completeness and report findings to the
Interview with the long term care secretary on Resident Care Manager. This will be
9/12/06 at 3:48 PM revealed the assessment completed by October 29, 2006,
information was in the MDS coordinator's office.
' _ . b. The significant change MDS was /0/,717 /0b
2. Interview with the resident assessment found and placed on resident #24’s
coordinator on 9/13/06 at 10:20 AM revealed active medical record.
FORM CMS3-2567{02-09) Previous Versions Obsolete Event ID: TNE311 Facllity ID:  WY0022 If continuation sheet Page 10 of 24
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A resident is given the appropriate treatment and
services to maintain or improve his or her abilities
specified in paragraph (a)(1) of this section.

This REQUIREMENT is not met as evidenced
by:

Based on observation, medical record review,
and staff interview, the facility failed to provide
treatment and services to maintain the ability to
use the toilet for two (#10, #18) of nine sample
residents who demonstrated that ability. The
findings were:

1. Review of the annual 7/20/06 Minimum Data
Set (MDS) assessment showed resident #10 had
moderate cognitive impairment {decisions poor,
required cues/supervision), was totally incontinent
of bladder, and was on a scheduled toileting plan.
Review of the 7/20/06 care plan revealed staff
were to toilet the resident upen arising, before
and after meals, and at bedtime. Observation on
9/12/06 at 8:16 AM showed the resident was
placed on the toilet and did urinate. However,
during an interview on 9/12/06 at 4.50 PM,
certified nurse aide (CNA) #18 stated she
assisted the resident out of bed after checking
and changing the resident’s brief. When asked if
she took the resident to the bathroom, the CNA
replied that she had not as the resident was

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
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F 286 | Continued From page 10 F 286 The Resident Care Manager will develop
) ] o ) a medical record management protocol
purged information was kept in files in her office. for the Long Term Care (LTC) facility.
According to the coordinator, the office was The protocol will outline the information
unlocked when the she was not there, but the stored in the active LTC medical record.
files were locked and staff did not have the key. This protocol will be completed by
QOctober 20, 2006, The protocol will be
F 311 | 483.25(a)}(2) ACTIVITIES OF DAILY LIVING ~Fatr|  implemented by October 29, 2006. The
SS=D Long Term Care Secretary will be

responsible for maintaining the medical
records based on the protocol. The LTC
Secretary will monitor the resident
medical records monthly for
completeness and report findings to the
Resident Care Manager. This will be
completed by October 29, 2006.

2. The LTC medical record management
protocol will include that all resident
assessments within the previous 15
months will remain in the record at the
nurse’s station. This information will be
maintained and monitored by the Long
Term Care Secretary and findings .
monthly. This will be implemented by
October 29, 2006.

F 311 a resident ig given the appropriate
treatment and services to maintain or
improve his or her abilities.

F3il

1. The Resident Care Manager and
MDS coordinator will meet with the staff
providing Resident #10°s care to review
the toileting plan. This review will
include the intent to maintain or improve
the resident’s ability to toilet and remain
continent. This will be completed by
October 10, 2000. The Resident Care

P oY
reported to the Resident Care Manager € thE o w
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: Manager and MDS coordinator will
F 311/ Continued From page 11 F311 review with all staff the bladder policy
"soaked." Interview with resident care manager including the goals for each individual
on 9/13/06 at 9:53 AM revealed "toilet" meant to resident and the plan for meeting the
take the resident to the bathroom. In addition, resident’s goal to maintain or improve
observation on 9/13/06 at 3:45 PM showed their incontinence. Licensed staff will
nursing assistant #3 also assisted the resident out monitor the residents’ toileting to ensure
of bed but failed to toilet him/her or ask the the residents’ opportunity to maintain or
resident if s/he needed to use the bathroom. improve their continence. The MDS
Coordinator will monitor each resident’s
2. According to the 8/17/06 MDS assessment, progress monthly and will report results
resident #18 was totally incontinent of bladder to the Resident Care Manager. This will
and was on a scheduled toileting plan. Review of be implemented by October 29, 2006.
the 8/17/06 care plan showed staff were to place Those staff not providing care as ,
the resident on the commode upon arising, after outlined will be evaluated for ability to v&ﬁﬁf
b!'eakfast, hefore lunch,.before lying d_own, after provide outlined care and trained or 42
his/her nap, and at bedtime. Observa_hon on counseled as appropriate. This will be . y}@
9/12/06 showed the resident was assisted from included in the emplovee’s competenc o P
the commode at 8 AM. Further observation This will be i POy peiency. ‘9\ ~
X mplemented by October.29, hr sV
showed the resident was not placed on the 2006 s e kot
commode from 8 AM until 2 PM, and at 2 PM «dn—y Tov ﬁu/m Ao s B aits SN
CNA #14 only changed the resident's . ) }
incontinence brief instead of placing him/her on 1%/.ID The RZ_SIdenF Cf“ﬁe Manag_ffl and 10)5‘1 ok
the commode. Interview with CNA#14 at that S coordinator will meet with the staff
time revealed she forgot to toilet the resident. providing Resident #18’s care to review
the toileting plan. This review will
include the intent to maintain or improve
F 312 | 483.25(a)(3) ACTIVITIES OF DAILY LIVING F 3421  the resident’s ability to toilet and remain
58=D 31 continent. This will be completed by
A resident who is unable to carry out activities of October 10, 2006. The Resident Care
daily living receives the necessary services to Manager and MDS coordinator will
maintain good nutrition, grooming, and personal review with all staff the bladder policy
and oral hygiene. including the goals for each individual
resident and the plan for meeting the
resident’s goal to maintain or improve
. i their incontinence, Licensed staff will
This REQUIREMENT is not met as evidenced monitor the residents’ toileting to ensure
by: the residents® opportunity to maintain or
Based on observation, review of clinical reference improve their continence, The MDS
material and staff interview, the facility failed to Coordinator will monitor each residents
FORM CMS-2567(02-99) Pravicus Versions Obsolate Event [D: TNE3 11 Facility ID:  WY0022 If continuation sheet Paga 12 of 24
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F 312 | Continued From page 12 F 342|  progress nllonthly and will report results
Fil to the Resident Care Manager. This will
assure staff completed perineal (incontinence) be implemented by October 29, 2006,
care appropriately for two (#8, #21) of nine Those staff not providing care as §
residents dependent on staff for assistance. The outlined will be evaluated for ability to )@ Wﬂb
findings were: provide outlined care and trained or i
. counseled as appropriate. This will be g }b]){
1. Observation on 9/11/06 at 5:55 PM showed included in the employee’s competency. )
certified nurse aide (CNA} #4 transferred resident This will be 1mplemented by October WJ
#6 into the bathroom using a sit-to-stand lift. The 2006. %hwu?@) (,u&d: A
resident was continent of bowel, but the CNA 2y, o b fom i
provided perineal care by cleansing the resident's _, F 312 A resident who is unable to carry P /?}q /0(,,
buttocks and anus and then the perineal area F B out activities of daily Living receives the
fb?Ck,to frorg;) g’;ith th%:ﬁ?'lce ?rﬁaorggzr\gﬁe. necessary services to maintain good
nterview with the resi are " .
9/13/06 at 2:25 PM revealed the facility lacked o b iR and personal and
specific policies and procedures for perineal care, )
but her expectation was that it should be o
completedpfrom front to back. The manager é .The Re.ic‘lldem (iare Mam.lgerland {O/y{ P
stated this was discussed at a recent staff esignee will complete a perineal care
inservice. Review of the 11/2001 "Nurse Aide coml?g.tency for e?gh ?{fthe Staffh
Written (or Oral) Examination and Skills II);O‘,'; mggare to Resident #6. The
Evaluation Candidate Handbook" showed Wflsilczﬁltpl:::;\;I:;Ziii&igfgizefm
giﬂ??ngifTust be provided by *...moving from all staff by October 29, 2006, This
information will be documented in the
2. Observation on 9/12/06 at 7:20 AM revealed employee’s records. The Resident Care
resident #21 was seated on a bedside commode. | Manager and Infection Control
CNA #14 provided perineal care; however, she ‘ Practitioner will monitor perineal care
cleansed the resident by using a back and forth periodically over various shifts among
motion with the same area of the wipe. Further various staff members. The results will
observation on 9/12/06 at 11:03 AM showed the be reviewed quarterly. Perineal care
resident was incontinent of bowel. CNA #14 again competencies will be conducted yearly
cleansed the resident by using a back and forth and when results from monitoring
motion with the same area of the wipe. Interview indicate. This will be implemented by
with the resident care manager on 9/13/06 at 2:25 October 29, 2006. / P / b
PM revealed the facility lacked specific policies 2. The Resident Care Manager and {0 20
and procedures for perineal care, but her designee will complete a perineal care
expectation was that staff should use only one competency for each of the staff
area of a wipe per stroke. Review of the 11/2001 providing care to Resident #21, The

FORM CMS-2567(02-99) Previous Versions Obsolele Event ID: TNE311 Facllity I WY0022 If continuation sheet Page 13 of 24
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F 312 | Continued From page 13 F 312 Resident Care Manager and designee
will complete perineal competencies for
"Nurse Aide Written {or Oral) Examination and all staff by October 29, 2006. This
Skills Evaluation Candidate Handbook" showed information will be documented in the
perineal care must be provided by "...using a employee’s records. The Resident Care
clean area of the washcloth or cleanh washcloth Manager and Infection Control
for each stroke." Practitioner will monitor perineal care
periodically over various shifts among
F 315 | 483.25(d) URINARY INCONTINENCE F345  various stafl members. The results will
88=D 3 be reviewed quarterly. Perineal care
Based on the resident's comprehensive competencies will be conducted yearly
assessment, the facility must ensure that a and when results from monitoring
resident who enters the facility without an indicates. This will be imple;mented b . M ‘ﬁ@f
indwelling catheter is not catheterized unless the October 29, 2006 . WM Lo A 4
A " Lariit { WP
resident's clinical condition demonstrates that 1 € gjead; M 0'{273
catheterization was necessary, and a resident = 3l 5 F 315 Based on the resident’s ol Vfw%
who is incontinent of bladder receives appropriate comprehensive assessment, the facility ﬂ% '
treatment and services to prevent urinary fract must ensure that a resident who enters
infections and to restore as much normal bladder the facility without an indwelling
function as possible. catheter is not catheterized unless the
resident’s clinical condition demonstrates
that catheterization was necessary; and a
This REQUIREMENT is not met as evidenced resident who is incontinent of bladder
by: receives appropriated treatment and
Based on observation, staff interview, and services to prevent urinary tract
medical record review, the facility failed to assure infections and to restore as much normal
staff provided treatment and services to attain or bladder function as possible.
maintain as much bladder continence as possible
for one (# 18) of eight sample residents who were The Resident Care Manager will review 10}34[0 b
incontinent. The findings were! resident # 18’s goal to prevent urinary
tract infections and to restore normal
Review of the 8/17/06 Minimum Data Set bladder function with all LTC staff. This
assessment showed resident #18 had moderate review will include the individual plans
cognitive impairment (decisions poor, required to meet the goal. This will be completed
cues/supervision), was totally incontinent of by October 29, 2006.
bladder, and was on a scheduled toileting plan. The facility’s Bowel and Bladder policy
According to the 8/17/06 care plan, staff were to is to maintain as much bladder
place the resident on the commode upon arising, continence as possible and toileting plans
after breakfast, before lunch, before lying down are developed with that goal. Toileting a
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. resident on a commode in accordance to
F 315 Continued From page 14 F 315 their care plan will be documented on the
and after hisfher nap, and at bedtime. employee’s worksheet and reinforced at
Observation on 9/12/06 showed the resident was report.
assisted from the commede at 8 AM. Further Resident Care Manager will review
observation showed the resident was not placed worksheets, Licensed staff will
on the commode, or the incontinence brief randomly observe toileting on commods
checked or changed, until 2 PM (6 hours later). At and document on worksheet. Results will
that time, the resident's incontinence brief was be shared with the Resident Care
saturated, and his/her slacks were wet. [nterview Manager. This will be 1mplemented by f SO
with Certified Nurse Aide #14 on 9/12/06 at 2 PM October 29, 2006. Lt 2ol
revealed she forgot to toilet the resident. m@m,qyg L/ IW }
Lot gne ‘%@
F 323 -
Fsgfg 483.25(n)(1) ACCIDENTS F 323 The facility must ensure that the
The facility must ensure that the resident resident environment remains as free of
environment remains as free of accident hazards accident hazards as is possible.
as is possible. 1. The facility will ensure that the
environment is safe and chemicals are
not accessible to residents. The
This REQUIREMENT is not met as evidenced chemicals will be in the locked wall
by: cabinet in the bathroom. Plant
Based on cbservation and staff interview, the Operations/Resident Care Manager will
facility failed to ensure the environment was safe monitor this area daily to insure they are
and chemicals were not accessible to residents. kept in compliance with these
The findings were: regulations.
Observation of the resident bathing room in the The wainscoting was repaired 9/14/2006. C]f ! L'} o
back hallway on 9/13/06 at 3:45 PM and again on The facility will ensure that a safe
9/14/06 at 8:22 AM revealed the door leading environment is provided at all times.
from the general hallway into the bathing room Maintenance staff will do regular safety
was open and no staff was in the vicinity. On the check rounds and repair or replace items
counter in the bathing room was a quart agrosol found on these rounds. The Plant
container of " Omega " Detergent - Disinfectant. Maintenance Manager will also do safety
The label on the container stated " Causes eye rounds of the LTC facility. XJLMU -zﬁl Apts oﬁ N7l
irritation. May be harmful if swallowed. " The e P comueruTpie
label also listed the active ingredient as e UL VE FUINEL VS
ammonium chioride. In addition, an unlocked wall W
cabinet was also in the bathroom. inside the @.ELC >3
’D o N H
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F 323 | Continued From page 15 F 323

cabinet was a 100 fluid cunce plastic bottle of
disinfectant " Cen-Klen " . On the label was
written " Danger. Corrosive. Keep out of the
reach of children. " The active ingredient was
also ammonium chioride. According to the
Columbia Encyclopedia 6th edition, 2004,
ammonium chloride is harmful if swallowed and
causes skin and eye irritation. Also in the walll
cahinet was a one gallon container of " Septisoft.
“ On the label was written " Exterior use only.
May cause eye irritation. " Interview with
Licensed Practical Nurse #16, on 8/13/06 at 4:11
PM confirmed the " Omega " detergent/
disinfectant should be locked up and the cabinet
doors where the other three containers were
located should be locked at all times when staff
was not in the room.

Random observations throughout the survey on
9/11/08 through 9/14/06 revealed a one inch wide
strip of loose wainscot wall molding in two
locations. The molding was located directly
behind the hand rail on the wall between resident
rooms 105 and 106 and also on the hallway wall
directly opposite the entry to the resident's
lounge. Interview with the long term care
secretary on 9/14/06 at 8:48 AM confirmed the
loose molding represented a potential safety
hazard to fingers and hands of residents and staff
using the handrails.
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F 364 | 483.35(d)(1)-(2) FOOD Faea| &5%{3 e, el i afwf
SooD 64 TG ensure meals are served at > fobs
Each resident receives and the facility provides appropriate temperatures those residents
food prepared by methods that conserve nutritive unable to attend meals due to laboratory
value, flavor, and appearance; and food that is test, w x-rays, and outings, etc. will have
palatable, attractive, and at the proper their meals cancelled until they return.
temperature. Upon the return of the regident, they will
receive a meal tray served at the
appropriate temperature.
This REQUIREMENT is not met as evidenced
by: fﬂtt time of serving staff will ask residents
Based on observation, resident and staff Lf their meal is hot enough and offer to
interviews, and medical record review, the facility cat it. _ _ .
failed to provide one (#5) of 10 sample residents On the occasion that a resident arrives to
with a warm, palatable meal. Irt addition, seven meals shortly after it is served, the meals
residents stated meals could sometimes be is to be left covered and hot beverages
warmer. The findings were: will not be poured. Upon the arrival of
the resident staff will ask the resident if
According to information provided by the facility, the meal is hot enough and offer to heat
breakfast was served at 8 AM and 8:15 AM. 1t.
Observation on 9/12/06 at 9 AM showed a
covered meal remained on a dining room table. On a quarterly basis temperatures of
The meal was identified by certified nurse aide “test” trays will be taken and
(CNA) #12 as being for resident #5, who went for documented to ensure proper
laboratory tests before breakfast that morning. temperature of trays. This will be
Further observation showed the resident did not completed for the tree week menu cycle,
come into the dining room until 8:20 AM. At that On a daily bases the temperatures of
time, sfhe was taken to the table by CNA#13 who food in the steam table will be taken and
uncovered, but did not warm, the meal which documented prior to the start and at the
consisted of a poached egg and toast. When completion of tray line service.
asked at 9:25 AM if the food was warm, the
resident replied, "No." When asked how the egg On a monthly basis a sample of residents
tasted, the resident said, "terrible... the rest is will be interviewed by dietary staff for
pretty bad, too." Interview with the CNA on appropriateness of the food temperatures.
9/14/06 at 8;10 AM confirmed she did not ask the Th;s will be documented m\,u/m;[w Vi m?dk'UN
resident if s/he wanted the meal warmed. Review J6 —hnu _%;y N
of the meal consumption records showed the Education of LTE and dietary taffwﬂl ,@
resident only ate 25 percent of that meal. take place at monthly staff meetings.
During a confidential group interview on £/12/06
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FF 364 | Continued From page 17 F 364
at 3 PM, seven residents stated the food could be
warmer, and at times was cold.
I;gf; g?ngO(Gdl)CL:\LBSELING OF DRUGS AND F 431 F 431 Drugs and biological are used in jO/B‘i/O v
a the facility must be labeled in accordance
Drugs and biclogicals used in the facility must be Wl.th ?ufrenﬂyda.ccip?d irOfessmmfl
labeled in accordance with currently accepted E;I;‘;IS%:’;’;% c‘;“’ﬁ‘;nzrt ?:Sptgo?nate
professional principles, and include the nd cau Y clions, oA
appropriate accessory and cautionary and the cx za%ﬂﬁ}e&vﬁwp%ﬁ%m
instructions, and the expiration date when .P Ife%a@ i of
applicable. armacy will upgate elmg o7
PP Medications Policy” and review with
Licensed Nurses at a staff meeting on
This REQUIREMENT is not met as evidenced October 9, 2006. Staff unable to attend
by: will meet one on one with mist
Based on observation, staff interview, and review prior to October 29, 2006 / y
' S e y (e
of policies and procedures, the facility failed to M&y W LD
assure all medications were labeled in LA q \(‘,&WL
accordance with accepted professional Iy G
standards. The findings were: W /"“LL 20, Wuﬂ 2} L%F
At LU"@ o
During a random observation on 9/12/06 at 8:52 Ry adivt hq%m W%‘UJ MJ;!L{;
AM, Registered Nurse #10 obtained a medication 4 e, *"W“‘ LNLQ A part AR 'df’ LL
bottle with a white pharmacy label obscuring the Toh fat +V ’
name and strength of the medication on the X’Lm’&f Zg }J)’%
manufacturer's label. The pharmacy label read ‘OV) lol
"Stock - give as directed.” However, it did not ;9—'k ot
include the name or strength of the medication. 0;9— ;d \M
During the observation, the RN stated that the @%
name and strength of the medication on the
manufacturer's label should not be covered by the
pharmacy label. According to the facility's policy
and procedure, "Labeling of medications" last
revised 9/98, "When unit dose packaging is not
available, multiple dose containers will be used
containing medication name, strength,..."
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F 444 | 483,65(b)(3) PREVENTING SPREAD OF Fa4q| F444 The facility must require staff to
ss=D | INFECTION wagh their hands after f':ach direct
resident contact for which hand washing
The facility must require staff to wash their hands is indicated by accepted professional
after each direct resident contact for which practice.
_ B?gfcei:vgzlll:lgpglcr:gg?ted by accepted 1. a. The Infection Control /0/9‘1'/0[9
Practitioner will review the “Hand
Hygiene” competencies with all LTC
This REQUIREMENT is not met as evidenced staff including the donning of gloves, by
by: October 29, 2006. The competencies will
Based on cbservation, staff interviews, and be ricordedﬁélmd plllace(liﬂ in faach .
review of policies and procedures, the facility enployees file. All staff will review the
failed to assure staff washed their hands as facilities policy and procedure regarding
indicated by accepted professional standards Hand Hygiene”. The Resident Care
after providing care for two (#10, #18) of 10 Manager and Infection Control
sample residents. The findings were: Practitioner will periodically monitor
hand hygiene practice. Ongoing
Review of the facility's 6/27/05 policy and observation will be documented at least
procedure, "Hand Hygiene," revealed "Hands quarterly. . /
must be washed or sanitized before and after 2. b. The Infection Control lo[29(ob
contact with any patient or items in the patient Practitioner will review the *Hand
environment." indications for hand washing were Hygiene” competencies with all LTC
listed as "After using the bathroom." Indications staff including washing hands after
for hand sanitization with an alcohol-based hand removing gloves by October 29, 2006.
rub included "Before donning and after removing The competencies will be recorded and
gloves." According to the information sheet placed in each employees file. All staff
provided by the facility, "Do You Know the will review the facilities policy and
Components for Hand Hygiene?", gloves do not procedure regarding “Hand Hygiene”.
gliminate the need for hand hygiene. The The Resident Care Manager and
following concerns with failure to follow the policy Infection Control Practitioner will
and procedure were identified: periodically monitor hand hygiene
a. Observation on 9/12/06 at 8:16 AM showed practice. Ongoing observation will be
resident #10 was transferred into the bathroom documented at least quarterly.
with a sit-to-stand lift. The resident had a bowel ,,L,v-iﬂ Fre | o
movement and certified nurse aide (CNA) #12 7@‘;@ e, Forstdw \75
completed perineal care. However, the CNA wfs B"ij
failed to remove her gloves before transferring 94@, Q}B‘ Wﬁ/\ J(W
8’ A 677N j
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F 444 | Continued From page 19 F 444
the resident back into a wheelchair and fastening
the seat belf. in addition, after removing the
gloves, the CNA failed to wash or sanitize her
hands before wetting a washcloth and assisting
the resident to wash his/her face. The CNA then
combed the resident's hair and put histher
glasses on the resident.
b. Observation on 9/12/06 at 7:58 AM showed
CNA #14 cleansed resident #18 who had had a
bowel movement. The CNA removed her gloves,
and without washing or sanitizing her hands,
assisted the resident to dress, then transferred
the resident onto the bed using a mechanical lift.
During the transfer, the CNA handled the sling,
the lift, and the lift controls. After the transfer, the
CNA washed her hands, donned gloves, and
completed perineal care. Without removing the
gloves, the CNA then removed the resident's
shoes and slacks and redressed him/her,
During an interview on 9/13/06 at 3:25 PM, the
infection control practitioner stated staff should
remove gloves after providing perineal care and
wash or sanitize their hands before doing other
things.
F 492 | 483.75(b) ADMINISTRATION F 492  F492 The facility must operate and
88=D provide services in compliance with all
The facility must operate and provide services in applicable Federal, State, and local laws,
compliance with all applicable Federal, State, and regulations, and codes, and with
local laws, regulations, and codes, and with accepted professional standards and
accepted professional standards and principles principles that apply to professionals
that apply to professionals providing services in providing services in such a facility.
such a facility. :
1. All staff will receive their scope of | l! ‘?)/05’
practice as stated in the “Nursing
This REQUIREMENT is not met as evidenced Practice Act and Administrative Rules
by: and Regulations”. Each staff member
FORM CMS-2567(02-99) Previous Versions Obsclete Event ID: TNE311 Facility 1D:  WY0022 If continuation sheet Page 20 of 24

W




DEPARTMENT OF HEALTH AND HUM.

SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/22/2006
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: COMPLETED
A. BUILDING
B. WING
53A043 09/14/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PLATTE GOUNTY MEMORIAL NURSING 201 14TH ST
WHEATLAND, WY 82201
(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENGY MUST BE PRECEEDED BY FULI, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 492 | Continued From page 20 F 492 will sign a statement saying they received
pag i s y

] ‘ ] this information and will read and work
Based on observation and staff interviews, the within the scope of their practice. Staff
facility failed to assure staff adhered to state received information regarding this
nursing regulations and requirements, as defined finding at the September 18, 2006 staff
by the Wyoming State Board of'l'\lurslng, for meeting and for those not in attendance
non-sample resident #3. In addition, non-licensed this information is in the mirutes ’
staff adjusted the oxygen liter flow rates, which 2. All oxygen concentrators and/or Jof21 Job
were not posted, for one (#10) of four sa_mple oxygen tanks will be clearly marked b
residents and one (#15) non-sample resident. the nurse. The safety team lead by a }fN
The findings were: will monitor monthly, or licensed staff
1. Observation on 9/13/06 at 1:30 PM showed vl chango as needed. The flow rafe of
certified nurse aide (CNA) #23 requested oxyge? W ﬂf pos.g on the residents
Bacitracin (an antibiotic ointment) from licensed w.li‘f]f an ml & resident’s closet. This
practical nurse (LPN) #21. The LPN gave an ;’6 ¢ implemented by October 29,
individual packet of Bacitracin to the CNA and 06.
instructed her to "let me know if it's changed."

. - 22

The CNA went into the room of resident #3 and PEUVE S JL R vt od WitA om (0
assisted him/her to bed. As the CNA changed the Detannged ,Q_‘chs-% Credd GW tr
resident's brief, the LPN entered the room and @t Ul . T /VW I JWL‘E:
asked if the CNA needed any help. The CNA A oot e

opened the packet of Bacitracin and squirted it
onto the LPN's fingers; the LPN applied the
Bacitracin to reddened areas on the resident's
scrotum and penis. Both staff members explained
the areas had been open but were now healed.
During an interview on 9/13/06 at 1:41 PM, the
CNA stated she usually applied the Bacitracin.
When told of this on 9/14/06 at 10:05 AM, the
resident care manager and director of nursing
service just shook their heads "no." They agreed
the action was outside the scope of practice for
both the CNA and the LPN.

Review of the July 2005 Wyoming "Nursing
Practice Act and Administrative Rules and
Regulations" November 2003 showed applying
medications was not a task which could be
delegated to CNAs as it was not within their
scope of practice.

#3.

¥
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2. Review of the May 2001 opinion paper
published by the Wyoming State Board of Nursing
showed CNAs could adjust oxygen liter flow rates
“if the: liter flow is clearly marked by the nurse on
the concentrator &/or oxygen tank or over the
client's bed." Failure to adhere to that requirement
was identified for the following residents:

a. On 9/12/06 at 11:50 AM, as CNA ¥#5
explained that resident #15 required oxygen at 4
liters per minute (LPM) while on the portable
oxygen tank, observation revealed the liter flow
rate was not posted. The CNA set the rate at 4
LPM.

the liter flow rate was not posted on the oxygen
concentrator for resident #10; instead it was
posted "Cont" (continuous) and the rate was set
at 3 LPM. When questioned, nursing assistant
(NA) #3 did not know what the rate should be, but
he stated it was as set on the gauge. The NA
changed the gauge and reset it to 3 LPM while
trying to show the surveyor how to operate the
concentrator. The NA finally stated the flow rate
was posted on the care plan, which was inside
the resident's closet. Review of the care plan
showed the flow rate was not specified.

b. Observation on 9/13/06 at 3:45 PM showed

_)b
&L
&
=
%
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g
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ngg 483.75(d)(1)-(2) GOVERNING BODY F 493 F493 Employee # 27 has submitted to
The facility must have a governing body, or the State of Wyoming for consideration
designated persons functioning as a governing of waving the nursing home internship
body, that is legally responsible for establishing requirement, If accepted, employee #27
and implementing policies regarding the will schedule and sit for the Long Term
management and operation of the facility; and the Care Administrator’s examination at the
governing body appoints the administrator who is carliest possible date. We will work
licensed by the State where licensing is required, towards getting another Long Term
and responsible for the management of the Administrator licensed. To ensure
facility further compliance, we will add this

requirement to the official job
description of the CEO of the facility.
This REQUIREMENT is not met as evidenced .
by: | | Mt bthominhanl sooseped
Based on staff interview, review of an Internet 4 Qraaise
database, and review of facility documentation, Pz o) A . -
the governing hody failgd to appoint an O |0 [at [o acctl) A );d)w*uumz;
administrator who was licensed by the state of o A i
Wyoming. The findings were: ”730 A 10fai {0k
During the entrance conference on 9/11/06 at grﬂp W
4:50 PM, the clinical nursing officer (CNO) ws 7
identified employee #27 as the administrator of NS f}D
the facility. Review of the facility staff listing i : \0\19
provided by the facility revealed employee #27 M) \D
was the administrator. Review of a letter dated )VQ’ /3‘@ 0\7
9/6/06 from the Wyoming Board of Nursing Home JN\U \
Administrators provided by the facility showed the o
board had received the application from
employee #27, but did not provide a license.
Review of the Wyoming Board of Nursing Home
Administrators Internet database
(hitp://nha.state.wy.us) on 9/12/06 at 6 PM
showed employee #27 did not have a license.
During an interview on 9/13/06 at 4:35 PM,
employee #27 stated he had been acting as the
administrator for 60 days. He confirmed he did
not have a ficense.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID; TNE311 Facility ID: ~ WY0022 If continuation sheet Page 23 of 24

1Y



PRINTED: 098/22/2008
DEPARTMENT OF HEALTH AND HUIL . SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES '

OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES (X1) FROVIDER/SUPPLIER/CL.IA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
53A043 09/14/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDPRESS, CITY, STATE, ZIP CODE
201 14TH ST
PLATTE COUNTY MEMORIAL NURSING
WHEATLAND, WY 82201
{(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
FORM CMS-2567(02-89) Previous Versions Obsolete Event ID; TNE311 Facility ID;  WY0022 If continuation sheet Page 24 of 24

y



