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F 1701 483.10(i)}(1) MA F1r0 ¥ ) . .
5= (1T MAIL . This facility strives to maintain the
The resident has the right to privacy in written residents right to privacy including
communications, including the right to send and the right to sent and promptly receive
promptly receive mail that is unopened. " unopened mail.
.All Department Managers have bean,
This REQUIREMENT is not met as evidenced inserviced on their role & Hf-m Job
by: responsibility to obtain the mail én
Based on interviews with residents and staff, the -Saturdays and ensure it is delivered
facility failed to ensure all mail was routinely to fesidentg’ ecordingto the wighes
deiivered on Saturdays. The resident census at ¢ “Sﬂ"g ,{g Mﬁ;t- leg,
the time of survey was 43, The findings were: re[%e: entmﬁse, :
A group interview with residents on 11/7/06 at L .
3:30 PM revealed two of five residents (#6 and An audit is being done to determine
#24) did not routinely recelve their mail-on how each resident’s business mail
Saturdays. They further stated they were told mail will be delivered. A list will be
delivery on Saturdays was the responsibility of the AR ' .
manager on duty. Intervisw with the facility eompiled and given to the managers
administrator on 11/9/06 at 1:36 PM ravealed ont duty, as well as to the Business
some mall (e.g. business mall or benefits | Office. ggsial Services Director
stalements from Medicare/Medicald) was not " will agk residant council monthly to
delivered on Saturdays, She furthert stated the oy 1 - Saturda _
focal community did receive mail on Saturdays assure mail is d@hvex;ed on SaEAy. -, - /15” /0 le
-and confirmed the role of the manager on duty to Results with gorreciive action will be ||
pick up mail from the post ofiice on weekends. " discussed at montily Guality ] ‘9;/5/2‘;7(7‘
| Assurance meeting , '
F 221 483.13(a) PHYSICAL RESTRAINTS Faav I o
$6=0 |
| The resident has the right to be free from any F221 )
physical restraints imposed for purposes of This fecifity strives to ensue .
discipline or convenience, ard not required to vasidints Have a mght to be free from. -
treat the resident's medical symptoms. phywi eal restraints. -
This REQUIREMENT is not met as evidenced
by
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F 221 | Continued From page 1 - 1 - Fzﬂ Resident #43 was reigsesyod by ’
Based on ohservation, staff interview, and therapy and the Restraint Committos
medical racord revlew', tha facility failed to a-sl to ﬂ’.]e me:sd fon' use ofgeat b@l and
consider an alarming seat belt as an intermittant tite resident’s ability to self-release,
restraint for one (#43) of ore sample residents ) If found that a Helt is warrnbed with ‘
utilizing that device. The findings were: ' consideration of the resident’s past . ., [ o
£alls, the MDS willbe 1+ | o 27
i i f falls, the MPDS wi P t
According to tha 5/26/06 amrnual apd 11/2/06 - | history @ aint & the | /
h | updated to reflect a restraint e
quarterly Minimum Data Set (MDS) assessments, . +t th int. T
| resident #43 had moderately impaired cognition Care Plan will reflect the restraint. G
and required cues and supetvision, Further Staff was inserviced on proper
review of those MDS assessments showed the application of the restraimt SO I8

resldent did not use a restraint. Observation on ' across the Bod;
11/8/06 at 7:15 AM showed the resident o Wwe 8_‘_("_1?0?? the y o
self-propelled a wheelchair with an alarming, . |
self-relsasing soat belt fastened [oosely across | This will be compieted by December!

the thighs. The resident was unable to release the +/ 8, 2006 and monitored by the

belt upon request, and s/he did not answer when | - Director of Nursing and the

questioned. On 11/8/06 at 1:50 PM, the new Interdiscinin te%.m

director of nursing (DON) stated the resident iplinary ' ;

could remove the belt at times. However, . _ ) ‘ 0
interview with licensed practical nurse #11 All Residents with safety d.evxcez/ gt
immediately after that conversation revealed the ‘ will be reassessed with correctife = oot
resident was unable fo remove the belt during action and care plans revised as

periods of Increased confusion. Review of all the needed. All resident with sa foty

information relaled W the alarming belt showed .
the facility had not considered it as a restraint, devices are reassessed at least
Observation with the DON that same day at 3:15 quarterly or with significant change | / %JQL_
PM showed the resident was again unable to of condition. I ‘
release the seat belt on demand, '
Restraint Committee will monitor
compliance weekly for one month |

and monthly thereafter. Quality /ﬁ%ﬁ—
Assurance Committee will review
monthly and make
recommendations.

E
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F 223 ]483.13(b), 483.13(b)(1)i} ABUSE F2%3| F223
$5=D It is the practice of this facility 1
The rasident has the right to be free from verbal, enskye tlfut cach rasid > _mlwy to \
. : esiaent is free from
sexual, physical, and mental abuse, corporal st -
punishment, and involuntary seclusion. bustroalraent, .meglm, ang
Tisapprapriation of preperty.
The facllity must not use verbal, mental, sexual, o . On
or physical abuse, corporal punishment, or 11-09-06, a complete mood and
involuntary seclusion, behavior assessment with
appropriate Care Plan was completed ‘
This REQUIREMENT is not met as evidenced on Resident #14.
Based on medicai record review, staff interview, e facility will assess the : -
review of policies and procedures, and review of E:lﬁmjssidlnty olicies and make : ?ﬂ/ ’5/ e
| internal investigations, the facility talled to protect ! P ! »
two (#34, #38) of two female residents from the changes as needed to ensure every ’ f 71%’ L;
sexual advances of resident #14. In addition, attempt is made to thoroughly screen
measures to assure the safety of other famale new referrals. On 11-13-06, the .
residents were not Implemented. The findings Admission team was inseviced on |
e the importance of thorough pre- i
Review of completed interna! investigations admission sereening. The ,
showed reports of "Resideni to Resident,
Inappropriate Sexual Behavior" against resident
#34 on 9/16/06 and "Resident-to-Resident
Asgault” against resident #38 on 10/21/08. Both . . T |
instances were reports of completed Admmi:str&tor/?nd Admission Team ¥
investigations faxed to the S:ate Survey and to monitor. &8 Auv af niacpyg .
Certification Agency and involved resident #14 as
the FDREfP‘etralﬁ;r-h 121105 " Quality Assurance Committee to
Review of the 9/21/06 admission Mirimum review the .
Data Set (MDS) assessment revealed resident correcti? . p:swe?dggd make
#14 had moderately impairex cognition and 13 a8 needod.
required cues and supervisicn, Raview of faxed
reports showed the physician was notified of the
resident’s involvement in sexual activities with
female residents on 9/13/06, 9/16/06, 9/20/08,
and 10/22/06. According to the facility's undated
policy and procedure entitled "Abuse and Nagiect
FORM CMS-2567(02-80) Pravious Vergions Obsalate Event ID: MAW211 Facillty 1D, Wyoop3 If sontinuation sheet Page 3 of 47
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Prohibition Policy”, "Each resident has the right to
be free from...abuse," Further review showed
"The facility will screen for potentially abusive
residents." In addiion, the policy and precedure
Instructed the facility to "protect residents from

harm..."

Review of the medical record showed no
evidence the resident was screened for abusive
behavior, Interview with the: sociat worker on
11/9/08 at 8:07 AM confirmed the residant was
not screened for potential abuse prior to or after
his admission. Review of the care plan showed it
lacked a comprehensive plan t¢ assure the safaty
of female residents and protect them from sexual
advances, Interview with the administrator, social
worker, corporate nurse, and business office
manager on 11/3/06 at 8:15 AM revesled the
facllity had not provided additional training to staff
on how to manage the resident's behaviors, nor
had they developed and implemented specific
measures to protect the female residents.

AN staff was inserviced on 11-22-06
oi thetechniques to implement
whemever Resident #14 or any other
resident becomes sexually or
physically abusive towards others.

Staff were also inserviced on the

reporting, documenting and |
investigating and follow-up of those
investigations.

The facility will implement the
“Guardian Angel” program where
Department Managers will be
assigned a new resident admission to:
mouitor for specific needs. Tssugs
will be discussed during Morning
Briefing meeting and followed up as |
needéd. Administrator to monitor |
for compliance. Quality Assurance
Committse to Teview resulis-of any
altegation-of abuse.
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F 225 1 483.13(c)(1)(ii)-(iit), (c)(2) - 14) STAFF F 225 F225
$8=D | TREATMENT OF RESIDENTS o .
The fucility strives to ensure that any
The facility must not employ individuals who have alleged violations of Resident Rights
been found guilly of abusing, neglecting, or is investigated and reported
mistreating residents by a court of law; or have appropriatel '
had a finding entered into the State nurse aide Y
reglstry concerning abuse, riegisct, mistreatment
of residents or misappropriation of their property; An agsessment was completed on
and reporf any knowledge it has of actions by a Res. # 14 on 11-09-06, A Care Plan
court of law against an employee, which would was devised to reflect resident’s
Indicate unfitness for service: as a nurse aide or needs and behaviors ' i
other facility staff to the Stat= nurse aide registry C : |
or licensing authorities.
The facility must ensure thaf all alleged violations - - g
Involving mistreatment, negizct, or abuse, '
including injuries of unknown source and Al staff, including department
misappropriation of resident property are reported masiapers, and nurses wer _
immediately to the administrator of the facility and inserviced o et ian en?_gf
to other officials in accordanse with State law " an\wv]fémb _ ,\‘&;
through established procedures (including to the reporting all cdses of alléged wbuse
State survey and certification agency). on 11-22-06. :
Thorough investigations with follow- :
The facility must have evidence that alf alleged up will be completed on all alleged
violations are thoroughly investigated, and must . .
prevent further petential abuse while the abus_e ca:ae:::. Admlmstratqr /Social . !ﬂ/f 5//¢u
investigation s in progress. Services Director to monitor for .
compliance, Quality Assurance ) -
The results of all investigations must ba reported Committee to review results ofany |~
to the administrator or his designated allegation of abuse or violations of
representative and to other cffitials in accordance Resident Rigiwt
with State law (including to the State survey and t Rigits,
cerfification agency) within § working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
This REQUIREMENT is niot met as evidenced . |
FORM CMS-2667(02-89) Previous Versions Ohaoleta Event 10: Mdwa11 Facility ID: Wy D003 It continuation sheel Page 5 of 47
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| resident's involvement in sexual activities with
female resldents on 8/13/0€, 9/16/06, 8/20/08,

by:
Based on medical record raview, staff interview,
review of policies and procedures, and review of
completed Internal investigations, the facility failed
to adequately investigate two of two allegations of
sexual abuse by resident #°4. The findings were:

Review of completed internal investigations
showed reports of "Resident t¢ Resident,
inappropriate Sexual Behavior" on 8/16/06 and
"Resident-to-Resident Assault” on 10/21/06, Both
reports were completed investigations faxed to
the State Survey and Certiflcation Agency and
involved resident #14 as the male perpetrator.
Review of the 9/21/06 admission Minimum
Data Set (MDS) asseasmetit revealed the
resident had moderately impaired cognition and
required cues and supervision, Review of faxed
reports showed the physician was notified of the

and 10/22/06. Accarding to the facliity's undated
policy and procedure entitied "Abuse Prevention
Policy", "The administration of this facility will be
responsible for investigating all reports of abuse
or suspected abuse.” On 11/9/06 at 8:15 AM,
intarview with the social worker, adminigtrator,
corporate nurse, and business office manager
revealed they did riot consider the incidents as
abuse, even though they ware reported as such
to the State Survey and Certification Agency, and
therefore, they did not conduct a thorcugh
investigation of either incident.
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F 225 | Continued From page 5 225
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F 250 | 483.15(g)(1) SOCIAL SERVICES F 250
$8=D F250 ,
The facility must provide medically-related soak The facility strives to provide
services to attain or maintain the highest wedinlls Wﬂ sogiat Serwices to
practicable physical, mental. and psychosocial me«d.i‘wlﬂyg i¥ain the higghest
well-being of each resident, attain or eintain il g
practicable physical, mental, &
psychosocial well-being of each
‘ , resident.
This REQUIREMENT is hot mat as evidenced
by:
Based on observation, mediizal record review,
| and resident and staff interviews, the facillty falled ‘ )
(o provide needed social services for one #33) of Social Services Director has
'| one sample residents. An audiology appointment seheduled an appointment for _
arranged prior to admission was not kapt or Resident, #33 with the audiologist. . | & /. 5"/::/\»

"Review of the 8/30/06 discherge summary from

rescheduled for this resident. The findings were:

According to the admission face sheet, resident
#33 was admitted fo the facility on 8/30/08.

the sending facility showed the residant was hard
of hearing, wore a hearing aid, and had a
follow-Up appointment with the audiologist
scheduied for 9/5/06; the sending facility
recommended the recsiving facility keep that
appeintment, Observations of the resident on
11/6/06 at 6:46 PM and 11/7/06 at 11:30 AM
s[‘\jowed the resident was not wearing a hearing
aid.

Interview with licensed practical nurse (LPN)
#20 on 11/7/06 at 2:50 PM revealed she was
unaware of the appointment, but she stated the
soclal worker would know abeut it. On 11/7/06 at
4:30 PM the social worker confirmed she was
responsible for making appointments. However,
she stated she missed reading about the
scheduled audiology appointrent and did not
make arrangements to keep it or change it to the
facility's audiologist. During an interview on

Social Service Director has been
inserviced on the importance of
doing a timely assessment and i
reviewing all pertinent information
for each new admission.

Social Services Director reviewed
hearing atatus ol ull residents to
identify if any other resident was in
need of an audiclogy appomtment.
Action will be taken as needed.

The Admisgsion Team will review all .
information with each referral and
amsure jt is distributed to the -
appropriate entity.

Elan
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F 250 | Continued From page 7 F‘zm Social Services
11/9/06 at 9:56 AM the resident confirmed s/he Director/ Administrator to monitar yajis ot
did not have a hearing s'd but stated "l would like any concems with corrective B.Gti@n
to hear as good as ! could." disow . ﬁ’ b
C-scumfeei at Quality Assurance
ommuftee meetin :
F 253 | 483,15(h)(2) HOUSEKEEPING/MAINTENANCE £ 253 fing monthly.
88=D

clean, froe of unpleasant odors, and in good
| repair for residents. The res:dent census at the

-| from the walis. The same hallway had wooden

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

This REQUIREMENT Is not miet as evidenced
by:

Based on observation and staff interview, the
facility failed {o maintain an environment that was

time of survey was 43. The findings were:

1. Observations during the initial tour of the facility |
on 11/6/06 ravealed the walls in one of six
hallways (FF Hall) were partially unpainted above
tha handrafls and several areas had paint chipped

handrails, some of which were wom o the point
that the surface of the wood was not protected by
4 cleanable finish. Baseboard heater coversin
two of six haliways (E and F Halls) were
fashioned from wooden boards, several of which
were scratched, marred, ang gouged below the
finished surface of the wood. (nterview with
housekeeping staff on 11/7/06 at 10:45 AM
confirmed the worn areas on the handrails and
the cendition of the boards covering the
baseboard heaters in the £ end F halls. The
facility also had a malodorous smell, with a
particularly strong urine-ike smell emanating from

F253 o
This-facifity strives to provide |/

| services to maintain a sanitary,

orderly, and comfortable interier.

The wall in hall F will be painted.
Handrails and wooden baseboard
cavers have been assessed and
repaired on 11-29-06, Handrails
were repaired 11-2]-06, :
Maintenance Supervisor will monitor
all areas for paint and repair on his
daily rounds and repair as needed,
Administrator and Maintenance
Supervisor to meke rounds together
on a monthly basis to identify any
additional painting or repairs needed.
Quality Assurance Committee to
review any trends. with corrective
action.

i

125 o]

o
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TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG PATE

CROSSREFERENCED TO THE APPROPRIATE
DEFICIENCY) )

F 253 | Continued From page 8

the vicinity of room 29. Interview with the director
of nursing (DON) and facility administrator on
11/8/08 at 4:30 PM confirmed the smell,

2. Observation on 11/7/06 at 9:20 AM showed the
bathroom door in room 29 was closed, Whan
opened, the room smelled so strongly of urine
that the surveyor's eyes stung. The surveyor's
shoe stuck slightly to the floor when she tried to
take a step, Further observation on 11 19086 at
10:10 AM revealed the room still smelled of urine
after being cleaned.

F 258 Reom 29 has been thoroughly
cloaned including the heat regigter in -
tize bathroom, Caulking wasg
replaced around the commode.

~ Housekeeping staff was inserviced

on the need to mop that room first
thing in the AM, after breakfast, after |
lunch and before the end of the shift, | wu(i‘? ( ZES
Housekesping Supervisor to monitor |
for compliance, Maintenance ﬂ/ﬂﬁ b
Supervisor and Housekeeping ‘
Supervisor to monitor Room 29 and -

any other areas of concern on daily
rounds and clean as needed.

Certified Nursing Assistants on |
ovenings and nights inserviced on j
~need to mop bathroom floor. ;
: Resident in room 29 has been placed |
. 61 4 toileting assessiient ves
idrinine a toileting progmar so we
'to have help from steff when =~ |
! tofleting, - | =

* Director of Nursing /Charge Nurses
1o monitor.

)

| Quality Agsurance Committee to
¢ review anv trends with corrective
(' action i :

‘ORM CMS-2667(02-00) Previous Verslons Obsaleta Evan! ID; Mawza1s
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STREET ADDRESS, CITY, STATE, ZIP CODE
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THERMOPOLIS, WY 82443

Physical functioning and structural problems:
Continence;

Disease diaghosis and health conditions:

Dentaf and nutritional status;

Skin conditions;

Activity pursult

Medications;

Special treatments and procedures;

Dissharge potential:

Documentation of summary information regarding
the additional assessment performed through the
resident assessrnent protocols; ang
Documentation of participation in assessment.

This REQUIREMENT s not met as evidenced
by.

Based on observation, medical record review,

and family and staff interviews, the facllity failed to
ensure thorough assessments in varicus areas
for four (#14, #35, #39, and #43) of eleven

(X4) 1D SUMMARY STATEMENT CF DEFICIENGIES in PROVIDER'S PLAN OF CORRECTION (x5}
PREF|X (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EAGCH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 272 483,20, 483.20(b) COMPREHENSIVE F 272
58=E | ASSESSMENTS
The facility must conduct initially and perlodically
a comprehensive, accurate, standardized _———— ’ o
reproducible assessment of each resident's The clinical team reassessed regident |
functional capacity. #14’s mood and behavior on 11-89-
. . His care plan was revigwed t
A facility must make a comprehensive 6 H{S. eﬂgznflﬁs F waw::d to
assessment of a resident's needs, using the RA! | assure it retlectod his curren
specified by the State. The mssessment must | treatment plan,
include at least the following:
ldentification and demographic information; The clinical team reassessed resident
ggsmmaew ;‘é’t‘;ﬂ;“g #35 for the use of Geodon, After
Co?nmunicpation' : completivg & mood and behavior
Vision,; . assessment, a recommendation was
Mood and behavior patterns; ' discussed with the resident’s | Qﬁ{ /04,(
Psychosocial well-being; attending physician, Care plan was

reviewed and revised as indicated.
An appropriate diagnosis will be
obtained 1o reflect the use of the.
medicati;on.

On resident #39 a pew head to toe
skin assessment was completed and
care plan reflects findings.

The staff has been inserviced on the
need for head to toe skin assessments
for all new admissions and if a skin
ulcer is found will document to the
findings including measurements of
the site and obtain physician’s order
for treatment. Staff has also been

ol

inserviced on the staging of wounds
with eschar at the highest stage.

J%%#
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TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
’ DEFICIENCY}
F 272 | Continued From page 10 Fa72| Resident #43 will be reassesséd or
sample residents. The findings were: use @f.%ﬁty dawce._ Care F“*‘“.‘ will
: be reviewed and revised to reflect 25 fa
1. Review of the 9/21/06 admission Minimum aurvent plan of care, 5 S
Data Set (MDS) assessmert showad resident g
#14 triggered for comprehensive assessment of
physically abusive and socially inapproptiate
behaviors which were exhibited daily and not
easily altered. Review of the documentation listad
as the assessment information in Section V of 1 raeid ith a safety device
that MDS revealed a comprehensive assessmart ,@:lrgmdents Wm; 2 sd. cg-rective
was lacking. Interview with the social services Wi bE reassessed and: cor
director on 11/9/06 at 8:07 AM confirmed no other action.and cere plan |
{ assessment information was available. reviewed/revised as indicated. 1
'/L&a v
e e s s The s i S
comprehensive assessment for antipsychatic and Director were insesviced oréc} 1-10- . -
antidepressant medications. However, review of 06 on the policies and procedures o L#?/b‘ b
the assessment information showed the rasident completing a physical restraint and
was on them for “depression and hypotention , mood/behavior assessment
Thypotension, low blood pressure]." Review of the
medical record and interview with the director of .. . . :
nursing on 11/8/06 1:10 PM revealed she was Clinical team will be inserviced on
unable to find any further assessment information restraint protoco] with emphasis on
refated to psychofropic medications. : assessment, order, care plan and // %4% :
. _ application process.
3, Observation of resident #33 on 11/7/06 &t 9:21 PP P
AM revealed a physical therapist {PT) provided , P , , .
wound care to the resident's heels and (o the toes Director of Nursing will monitor
on the left foot. Interview with the PT af that time. daily for a week, weekly for a month
revealed the feft heel pressurs sore was healing : and at least monthly thereafier. ‘ o
and had been debrided in June or July of 2006 to | Director of Nursing will report any M
a stage ll. Further interview ravealed the PT ! o ith comrediive action to
thought the left heel sora had started in the GONCEIE WILR COIMeCHIve uf
facllity, but stafed the right heal sore had started . Quality Assessment committee, |
during one of the resident's mos! recent
hospitalizations. Interview with a family member
of the resident on 11/7/06 at 8:15 PM confirmed
ORM CMS.2567{02-99) Previous Veralans Obsolele Evant ID; Mawa11 Facllity 1% wy 0003 If continugtion sheet Paga 11 of 47
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X4 SUMMARY STATEM F ! :
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F 272 Continued From page 11 Fa2r2
all the resident's pressure sores developed at the
hospltal, The following concerns were found
refated to assessment of the resident's |sft heel The Seogial Services Director will
pressure sore at the time of his/her re-admission monitor at Jeast weekly to assure
to the facliity: ' X
a. Medical record review failed to reveal an mood and behavior assessments are
admission assessment for the |eft heel pressure completed timely. The MDS
sore upon the resident's re-admission to the coordinator will monitor weekly to
fﬂcizty' An MDS tracking folr!m documc?gted the assure physical restraint assessments
resident re-entered the facility on 7/20/06. A : i :
facllity form titled "Resident Assessment a?]\?o"l."’lete‘.int"ml}." The i‘lrecmr
'| Summary", dated for 7/20/08 and signed as 0" “ursing wil monitor weekly to
completed on B/3/08, fafled %o document any siin | assure skin and wound assessments ‘
issues except for the conditinn of the resident's are completed timely. Any concerns |
lett hip incision, The facility's first notation % the with corrective action will be
resident’s left heel pressure sore was on 7/24/06 2 e ‘ "
in which & form titled "Skille Documentation" discussed at the Quality Assurance
stated "CNA reported black mushy L (left) heel Commitiee meeting.
while doing bedbath...." Tha resident's left heel
prassure sore was first measurad and staged at
the facility on 8/12/06, At that time, the
measurament graph showed the resident had & 5
cm (centimeter) by 3 cm stage || pressure lcar
and a separate smaller area documented ac
eschar "on the outer heel,” The staging of the left
heel was documented as a "stage (1" and not
staged to highest level of the eschar, which was
unstageable until debrided.
b. Medical record review and interview with the
director of hursing (DON) on 11/8/06 at 10:56 AM
showed the resident did have pressure sores at
the time of his/her re-admittaince to the facility in
Juiy 2008, The DON stated the pressure sore
was not assessed or documented by the facility
until four days after the resigent's return, The
DON stated the expectation for staff was to do a
| full skin assessment at the time of resident
admission. ;
|
*ORM CMS.2567(02-99) Previous Versions Obsoiate Evenl ID; MaWw219 Faclity ID;  WWYD0OO03 If continuaticn sheat Page 12 of 47
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§
F 272 | Continued From page 72 F272 :

¢. Further medical record review with the DON
on 11/8/06 at 10:56 AM revealed hursing riote
copiss from the hospitai which documented the
resldent's pressure sore was present prior to
re-admission in July 2006

4. According to the 5/25/06 anhual and 11/2/06
quarterly Minimum Data Set. (M DS) asseasments,
regident #43 had moderately impaired cognition
and required cues and supervision, Further

| review of those MDS assessments showed the
resident did not use a restraint, Observation on
11/8/06 at 7:15 AM showed the resident
self-prapelied a wheelchair with an alarming,

| self-reeasing seat belt tastened loosely across
the thighs, The resident was unable to release the
belt upon request, and s/he did not answer when
questioned. On 11/8/06 at 1:50 PM. the riew
director of nursing (DON) stated the resldant
could remove the belt at times. However,
interview with licensed practical nurse #11
immediately after that conversation. revealed the
resident was unabie to remove the bait during
periods of increased confusion. Review of all the
information retated to the alarming belt showed
the facillty had not consldered it ag 5 restraint,
Observation with the DON that same day at 3:15
PM showed the resident was again unable to
release the seat belt on demand,

! -~
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(%4) ID SUMMARY STATEMENT GF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENGY MUST B& PREGEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 274 | 483.20(b)(2)(ii) RESIDENT ASSESSMENT- F 274
$8=D | WHEN REQUIRED
F2174
A facility must conduct a comprehensive . s .
assessment of a resident within 14 days after the | The facility strives to eo_mpl@tﬁ
faoflity determines, or shouid have determined, | assessmients and determine change of
that there has been a significant change In the condition in the resident’s physical
resident’s physical or mental condition. (For | ar mental condition.
purpose of this section, a significant change ;
‘means a major decline or improvement in the ;
| resident's status that will not normaily resolve .
itself without further intervention by staff or by
Implementing standand disease-related clinical
interventions, that has an impact on mere than
one area of the resident's health status, and
requires interdisciplinary review or revision of the
care plan, or both.)
This REQUIREMENT is not met as evidenced
by:
Based on staff interview and medical record
review, the facility failed to ensure one (#39) of
two sample residents who reguired a significant
change assassment received that asssasment.
The findings were: . L e ‘
: , : The MDS. for Resident #39 has been
Review of the medicz| record for resident #39 C liae A e pnflibert e rEaT
revealed a quarterly Minimur Data Set (MDS) _ lf‘pd@ﬂd fo reﬂéﬁ:lhﬂgwfcumep; status,
assessment dated 8/3/06. When compared to the The MIDS coordinator and the
previous quarterly MDS assessment dated Tnterdisciplinary Team reviewed the
5/11/06, the review revealed the resident had conditions for change of condition i‘e’%/lbf /m
declined in the following areas: _ " and follow up inservicing has been |
a. From independent for locomeotion on the am will review ! /L’”
'unit to extensive assistance required. done. The team wil \ ~«IQ/ 5/ﬂ
b. From limited assistance for locemotion off ! residents who may be cons:.d.er ed for
the unit to extenslve asslstance requirad,  change of condition at morning
6. From requiring extensive assistance with briefing meeting.
toileting to requiring total staf® assistance with
toileting. .
FORM CMS-2567(02-88) Pravious Versions Obsolete Evant ID: MdW311 Facliliy 10~ Wy 0003 1f eontinuation shae! Page 14 of 47
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F 274 Continued From page 14 F 274
d. From having no pressure sore areas to ~%&Hm-ﬁh-awwwdf@ﬁgmmg, all
having a stage IV pressure sore. residents receive an assessment upon
Interview with the MDS coordinator on - " i, with % sigrificn vivmee -
11/8/06 at 12:42 PM revealed a significant - ) =
change assessment shoulc have been - o
completed. of condition, and at least Quarter]y.
P | Their comprehensive care plans are
reviewed and revised as indicated to
reflect their current plan of care.
The clinical team will monitos 12 /,5’ ot

weekly to discuss the status of every
resident to determine if there hag
been a change in status in order to
determine z need for a reassessment,
Care plans reviewed and revised as

plan,

The MDS coordinator will gnonito_r*,u
chauge of cortiifténs, This is
comptated by 12/08/06. =

QA Conmctiiir +o :
QDieeras GWb ’l"’*’/"‘&/l “s (3
Cmr({,()&ﬂ/\«t_ J’LG){"U’M.

{
!

J

indicated to reflest current treatment <_
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. This REQUIREMENT is not met as evidenced

A registered nurse must eenduct or coordinate
each assessment with the appropriate
participation of health professionals.

A registered nurse must sign and certify that the
assessment is completed.

Each Individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil money peralty of not more than
$1,000 for each assessmenrt; or an indlvidual who
wiliifully and knowingly causes another indlvidual
to certify a materlal and false statementin a
resident assessment is subject to a civil money
penalty of not more than $5.000 for each
assesament,

Clinlcal disagreement does hot constitute g
material and false statement.

by:
Based on record review and staff Interview, the
facility failed to accurately document the status of
ona of 11 sample resicdents (#33) and one
supplemantal resldent (#40), The findings wera:

1. Review of Section W of the 9/12/06 admission
Minimum Data Set (MDS) assessment for

' STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIBR/GLIA X2) MALTIPLE GO It
AND PLAN OF CORREGTION IDIZNTIFICATION NUMBER; o k¥ CONSTRUGTION ba gg;;%LBEUTREVDEY
. A BULDING
C
8, WIMNG
538061 11/09/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
THERMOPOLIS, WY 852443
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX {EAGH DEFICIENGY MUST BE PREGEEDED BY FULL PREFT (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDEN~IFYING INFORMATION) TAG | CROSS-MEFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 278 483.20(g) - (i) RESIDENT ASSESSMENT FZ78) fo78
S5=D The ferility strives to ensa
fcility str ave that afl
The assessment must accurately refiact the e _ Yrep
resident's status. Nmm ae done ﬂwmlyaﬂd
timely to reflect the resident stams.
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F 278 Continued From page 16 F 278
resident #33 shawed sections for pneumoccccat
vaccination were incomplate. Interview with the
MDS coordinator on 11/8/05 at 2:45 PM revealed '
she _had entered "N/A" _(not applicable) in both Modification of the inaccurate MDS ]ﬂf,ﬁ’ [ A
sections; that resulted in dashes on the fResident #40 and #33 will be ,
compieted assessment, Acoording to the 2006 0 ‘ e
instructions from the Centers for Medicare and completed. Care plans will be ﬂ’fﬁ: i

Medicaid Services, the section for pneumacoceal
immunization must indicate that the resident
either received the vaccination or did not receive
it due to medical contraindication or rafusal; N/A
is not an option.

2. Review of the medical revord for resident #40 -
revealed a quarterly MDS assessment completed
on 2/2/06 in which the resident was assessed in-
Section |, Infactions, as free of all infections; all
othier areas in this section were left blank
(unmarked). Further review of the resident's
medical record revealed s/ha was diagnosed with
a urinary tract infection with a posltive culture
feport listing two microorgarisms,
methicillin-resistant Staphylacocous aureus
(MRSA) and Cltrobacter freundii, dated 1/12/08,

| The urinary tract infection was within 30 days of

the quarterly assessment completion date. The
Long-Term Care Facillty Resident Assessment
Instrument User's Manual, version 2.0, December
2002 {revised August 2005), states that Saction |
is o include chronic and acute symptomatic
urinary- tract infections in the 30 day pericd prior
to tha assessment,

revised to reflect current care,

Resident #40 chart was reviewed and
a niew MDS completed to reflect the |
status of infections. The MDS j
coordinator will review all medical y Wfﬁ'
records so ag to reflect current ,
accurate information. Physician’

orders will be reviewed on a daily

basis to note mry antibietic orders.

| will be monitored by the Director of .
Nurses. :

The Interdisciplinary team will
review the assessments completed
during the past quarter to identify )
any inaccuracies in coding the MDS, /’E
If found, & modification of the MDS | ﬁ({ ’
will be completed. i
The Interdigciplinary team was
inserviced on the coding and double- |
checking the MDS for accuracy prior |
to sealing and transmitting the MDS
to the State database.
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SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH DEFICIENCY MUST 8£ PREGEEDED BY FULL PREFIY, (EACH GORRECTIVE ACTION SHOULD 8E COMPLETION
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DEFICIENCY)
F 279 | 483,20(d), 483.20(k)(1) COMPREHENSIVE Ezv9| The Interdisciplinary team wiil
55=D | CARE PLANS carefuily review the MDSs woekly, | re [
}’YK 5 Any concerns with corrective action
A facllity must use the results of the gsses‘sment - T will be discussed at the Quality
to develop, review and revise the resident's As c ittoe mocti -~ M
comprehensive plan of care. surance L.ommitice mecting,
The facility must develop a comprehensive care
plan for each resident that ncludes measurable
objectives and timetablas to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment,
The care plan must describe the services that are
to be furnished to attain or maintain the residant's
‘highest practicable physical, mental, and
psychosocial well-being as required under A% - ,
§483.25; and any services that would otherwlse The facility strives to ensure ﬁ}ccurwm
ke required under §483,25 but are not provided assessments are completed with a
due to the resident's exerclse of rights under comprehensive olan of care.
§483.10, including the right ta refuse treatment P P % l ys
under §483.10(b)(4). . IS
The care plan for Resident #40 was Ve —
reviewed and revised to reflect plans
This REQUIREMENT is nct met as evidenced and approaches for contact isolation. |
by: _ Director of Nursing to monitor for 1‘
| Based on observation, review of medical records ¢ change
and facillty poficies, and stalf interview, the facility need for' change.
failed to develop a care plan for one of one ) . . :ce all _
residents (#40) who required transmission-based Director o_fNurstng to mnservice a ﬁ
{solation when infected with a multi-drug resistant nirses on importance o tlm%le'u,f AL
organism (MDRO). The fincings were: completion of care plansy Director |
. ursing to audit monthly. Quadi
During initial tour of the facifity on 11/6/08, a red oAfNurglxrg éo B itiee 1o rgvia% w
waming sign labeled "isclation” was observed ssurance LOmmios :
posted at the doorway to room 34, Interview with
the director of nursing (DON), who also served as
the faclitty infection control nurse, on 11/7/06 at
2:30 PM revealed resident #40 lived in room 34
FORM cms-zij‘ercoz-asa) Previous Versions Obaolete Event ID: M4W211 Facllly ID: WY 0003 If conlinuation sheet #'age 18 of 4
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| and was under contact precautions and isolation

1 findings ware:

Continued From page 18

because s/he had a wound infection, Review of
the resident's medical record and current care
plan failed to reveal measurable goals and
specific care approaches appropriate for his/her
contact isolation. Interview with the DON on
11/8/06 at 1,25 PM confirmed a care plan had not
been developed for the resident to accurately
reflect contact precautions and isolation.

A83.20(k)(3)(I) COMPREHENSIVE CARE PLANS

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, medisal record review,
and staff interview, the facility fajled to assure
staff maintained accepted standards of practice
related to clarification of physician orders and
medication administration for one sample (#43}
gnd two non-sample (#18, #£41) residents, The

According to the sixth edition of "Clinical Nursing
Skilis Basic to Advanced Skills" by Smith, Duet!,
and Martin, “If a written crder is illegible or
questionable for any reason, the physician must
be notified for clarification.” The following
concerns with failure to clarify physician orders
were identified:

a, Observation on 11/7/C6 at 5:05 PM showed
registered nurse (RN) #23 prepared and
administered medications, including Quinine
Suifate and Colace, to residant #41.

F 273

F 28t

F281 ”
The facility strives to _
professional standards of quality.

Clarification orders were o'otaingd
for the medication orders for resident

f41, 418 & #43,

All medication orders were o
reviewed. Any discrepancies on the .

medication administration records |
were clarified with the attending
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Reconciliation of the medication paes with the
ordars showed both medications were ordered on
10/30/06, and both were to ba administered at
"HS" (hour of sleep or bedtiine). Review of the
November 2006 madication administration record
(MAR) showed the Quinine was scheduled for 5
FM, butthe Colace had been scheduled-for 8 PM;
however, 8 PM was crossed off and 5 PM was
written below it. Interview with the RN on 11/7/08
at 5:52 PM revealed she did not know why the
medications were not given at bed time. Review
of all orders since 10/30/06 showed the physician
was not contacted for clarification of the time of
admministration.

b. Observation on 11/B/06 at 7,42 AM showed
licensed practical nurse (LPN) #16 prepared and
administered 1/2 tablet of Alenclol
{antihypertansive) to resident #18. Reconcitiation
of the medication pass revealed the 10/5/06 order
was for 1/2 tablet of Atenolol, however, the
physician did not specify an amount sc the dose
of 1/2 tablet was unknown, Interview with the
director of nursing on 11/8/06 at 8:20 AM

| contirmed that the amount of Atenolol to be given

was unknown

¢. Review of the current orders for resident
#43 showed sfhe was to receive Pepcid 1/2 tablet
twice a day, However, the physician failed to
specify an amount so the dose of 1/2 tablet was
unknown, Further review of the recerd showed a
clarification order was not obtained,

(X4) 10 SUMMARY STATEMENT (F DEFICIENCIES 1D FROVIDER'S PLAN OF CORRECTION (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREF( (EACH CORRECTIVE AGTION SHOULD BE SOMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 284 | Continued From page 19 F2a1

On 11-22-06, the murses were
inserviced on the medication order
verification policy and procedures.

All orders inputted into the computer |
by the Health Information Manager
will be double-checked by a nurse.
'The Director of Nurses or designee
will audit the new orders, MARs and
compare the medication Jabels

concerns with corrective action will |
be discussed at the Quality |
Assurance committee meeting. i

' \9‘\
monthly to assure accuracy. Any j
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| prior to the transfer. When providing incentinence

daily living receives the necessary services to
maintain good nutrition, grooming, and psrsona!
and oral hygiens, .

This REQUIREMENT is nct met as evidenced
by:

Based on observation, staff interview, and review
of policies and procedures, the facllity falled to
assure staff provided appropriate perineal
{incontinencea) care for one (#19) of three
residents who were dependent on staff for
assistance, The findings were:

Observation on 11/7/06 at 10:30 AM showed
certifled nurse aides (CNAs) #21 and #28
transferrad rasident #19 from the wheelchair to
the toilet. The resident was incontinent of urine

care, the CNAs cleansed the residents thighe and
buttocks, but failed to cleanse the penis and
serotum, areas that were algo in contact with
urine. According to the facility's undated policy
and procedure entitled "Providing Perineal Care”
# 118-14, the penis and scrotum should be
cleansed each time perineal care is provided.
During the exit interview on 11/9/06 at 5:05 PM,
the director of nursing stated her expectation was
that staff would thoroughly ¢leanse incontinent
residents of urne,

- monitor for compliance. Quality

CANYON HILLS MANOR
THERMOPOLIS, WY 82443
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORREGTION %5)
FREFIX {EACH DEFICIENCY MUST BE PREGEEDED BY FULL PREFIY (EACH CORRECGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING iINFORMATION) TAG BROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFIGIENCY)
F 312 | 483.25(a)(3) ACTIVITIES QF DAILY LIVING F3i2| F312 ‘ ;
8§=D The facility strives to ensure W-ﬂm/ﬁ#l 14
A resident who is unable to carry out activities of ail | residents receive necessary services

to maintain good nutrition, grooming

and personal and oral hygiene.

All nursing staff will be inserviced

on proper peritéare for all residents.
i

el

Skills check list for perifdre will be }%/70/ L
completed on all Certified Nursing
Assigtants,

Charge nurse to monitor byﬁfgbpwvwm v
checking Certified Nursing :

Assistants at least one time weekly ! "
for one month and monthly b
thereafier. Director of Nursing to 4

Agsurance Committee to review
results.
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F 314 | 483.25(c) PRESSURE SORES F314| F314
So=0 Based on the comprehensive assessment of a The facility strives to assess al
c s en . A :
resident, the facility must ensure that a resident resxqen_ts Skin statuslat the tn?:le of
who enters the facllity without pressure sores admission to assure that & resident
does riot develop pressure sores uniess the who enters the facility without
individual's clinical condition demonstrates that pressure sores does not develop
they were unavoldable; and a resident having pressure $0ves umless the mdividual’'s
pressure sores receives necessary treatment and .
services to promote healing, prevent Infection and clinical condition demonstrates that
prevent new sores from developing. they were unavoidable: and a
resident having pressure sores
This REQUIREMENT is not met as evidenced receélves necessary tream.xent and
by: services to promébe healing, prevent L ;1/ 37 ?1'
Based on observation, medical recard review, infection and prevest aow soses fiom .
family interview, and staff interview, the facility B '__c_levelopmg. szﬁgv{ 24 AC

| time of admission. The findings were:

failed to ensure that ane (#29) of one sample
residents admitted with pressure sores recelved
care and services for the pressure sores at the

Observation of resident #38 on 11/7/06 at 9:21
AM revealed a physical therapist (PT) provided
wound care to the resltdent's heels and to the toes
on the left foot. Interview with the PT at that time
revealed the left hee! pressure sore was healing
and had been debrided in June or July of 2006 to
a stage Illl. Currently, the PT stated it resembled 2
stage Il to IIl, The PT stated the right heel was
presently unstageable due t eschar, Further
interview revealed the PT thought the left heel
sore had started in the facility, but stated the right
heel sore had started during one of the resident's
most recent hospitalizations. (ntetview with a
family member of the resident on 11/7/06 at 8:15
PM reveaied all the resident's pressure sores had
started at the hospital. The following concerns
refated to a delay in care and sarvices fot the
resident's left heel pressure sore upon his/her

\§1[uated during treatment and a
re detailed description with

meagurements are completed weekly
the by, the physical therapist and
licensed nurse, the status of the
wounds\and treatment plan were

Qund and skin risk
ed to assure it

treatment plan during th

s
- Althomph resident #39°s wounds &rﬁ o
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F 314 | Continued From page 22 F 314  COmmittee meeting. The care planis |
o ' revised a9 indicated to reflect the ) ?’a/uf'
| re-admission to the facility were Jdentified: . current treatment plan. ‘

2. Review of the madical record failed to
reveal an admission assessment or traatment

orders for the left heel pressure sore at the time . :
of the resident's re-admission to the facility, A i .A weekly head to too s'km evalugtlo-n |
Minimum Data Set (MDS) tracking form s completed for all residents. All
documented the resident re~entered the facility on residents at risk for skin breakdown.
7/20/06. A facility forrn titled "Resident have been identified and their skin
Assessment Summary”, daled for 7/20/06 and 'risk care plan reviewed and revised

signed as completed on 8/3/08, failed to
document any skin issues except for the condition
of the resident's left hip incision. The first

as indjcated to assure appropriate
‘interventions had been established

documentation of the resident's left hee! pressure and implemented to assist in .
sore was on 7/24/06 in which a form titled “Skilled preventing skin breakdown, Prior-teo—
Documentation" stated "CNA reported black .w‘e'he-sufvey-mﬂmngu’rng'ﬁe nurses

mushy L (left) heet while deing bedbath...." The

first measurement of the resident's left hael complete the skin risk assessment

.| Pressure sore was on 8/12/08, At that time, the upon admission, 'weekly for the first
measurement graph showed the resident had a 5 month after admission, with a ] n /3/9],
cm (centimeter) by 3 cm stage If pressure ulcer significant change of condition, and
ggghaaffgﬁgﬁtee:ﬂ;‘r"gg;r?a documented as at least quarterly, ¥fthe resident is at |

b, Medicai record review and intarview with the risk for skin breakdown, & skin risk l’
direator of nursing (DON) on 11/8/06 at 10:56 AM care plan is established i
revealed hospital copies of the nursing notes from ingrlomontod, :
the resident's hospitalization in July 2008, The ' K the
notes documented the resident's left, hoel reside .
pressure sore developed while In the hospital, a\s-ﬂ nt hias 2 wound, and a.n
Interview with the DON revealed the resident did sessment is completed and
have pressure sores at the time of his/her documented at least weekly. The
re-admittance to the facllity “rom the hospital, The status of any wound and treatment
DO taed e presss sore s ot ascsse plan i reviewcd by the

) i : : . .
the resident's return, The DON stated the Is Kin/weight/hydration committce at
expactation was for staff to o a full skin est weekly. The care plan is revised
assessmant at the time of admission, as indicated. The physician and

legal representative is notified of any |
change in status. I
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SUMMARY STATEMENT 0F DEFICIENGIES

$8=D

| checked for proper placement of a gastrostomy

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who is fed by @ haso-gastric or gastrastomy tube
receives the appropriate treatment and services
to prevent aspiration pneumonia, diarrhea,
vomiting, dehydration, metabolic abnormatities,
and nasal-pharyngeal ulcers and to restore, if
possible, normal eating skills.

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, medical record review,
staff interview, and review of policies and
procedures, the facillly failed to assure staff

tube prior to an enteral (tube) feeding for one
(#15) of one sample residents with a gastrostomy
tube. The findings were:

Observation on 11/7/06 at 2 PM showed
ragistered nurse (RN) #23 prepared and
administered Simethicone (anti-gas medication)
per gastrostomy tube for resident #15, Prior to

and after administering the madication, the RN
flushéd the tube but did not cheok for regidual
stomach contents or placemeant of the tube, The
RN then hung 250 millifiters of Nutren 1.5 (enteral -
feeding). When questioned immecdiately after |
hanging the feeding, the RN stated she only
checked for residual stomach contents and
placement of the tube once a shift, as ordered,
and that was at 10 AM. However, observation of
the 10 AM procedure revealed the RN did check
for residual and placement at that time . Medical
record review revealed the physician's order was
only to cheok for residual stomach contents once |
per shift, On 11/9/06 at 9:64 AM the director of

=

their responsibifities in completing a
thorough head to toe skin evaluation
at the time a resident is admitted or
readmitted to the facility.

F322

The facility strives to ensure that Reowdevd #1Sa; "-")
yresidentsfed by feeding tube receives

appropriafe treatment and services.

The facility policy will be reviewed
and all nurses will be inserviced on
the policy and procedures for
checking for proper placement for
gastrostomy tube, Director of
Nursing or designee will complete a
skills check on all nurses and will
monitor weekly for one month and
then monthly and PRN. Results will |
be reviewed by the Quality !
Assurance Committoe.

{X4) ID [s] PROVIDER'S PLAN OF CORREGTION 1X5}
PREFIX (EAGH DEFICIENCY MUST BE PRECEEDED BY FULL, PREFIX {EACH CORRECTIVR ACTION SHOULD 8 1 coMpLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 322 | 483.25(g)(2) NASO-GASTRIC TUBES F.372]
i

ohb
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Contihued From page 24

nursing stated her expectation was that staff
wolld check for placement of the tube before
giving medications, enteral feedings, or water.
According to the facllity's undated policy and
procedure, "Tube Feeding", staff should YAssure
fube patency and position before administering
feeding.”

According to Elkin, Perry, and Potter,
“Nursing Interventions. and linical Skills"
copyright 2000, placement of feeding tubes is
always checked prior to adrinistration of fesdings
and medications,

483.25(h)(1) ACCIDENTS

The facility must ensure that the resident
environment remains as free of accident hozards
as is possible,

This REQUIREMENT is nof. met as evidenced
by:

Based on observation and medical record review,
the facility falled to assure the environment for 2
(#33, #43) of 10 sample residents remained free
of accident hazards. The findings wera:

1. On 11/7/08 at 3.45 PM, a member of the.
housekeeping staff was observed in the process
of mopping the dining room floor, There were no
sighs or barriers in place to restrict entry into the
dining room or to indicate potential accident risks
whiie the floors were wet, Resident #33 was
observed to enter tha dining room and walk on
the wet floor. The housekeeper in the dining room
looked in the vicinity of resident #33 as s/he
entered the room, then returned to her work: no

Faz2

F 323

- and redirecting them.

|

F323

The facility will ensure the resident
environment remains free of accident
hazards as is possible.

Res. # 33 is monitored and

encouraged to use his walker when

up and about. All staff including
housekeepers were inserviced on 11. .
22-06 on the importance of
monitoring residents on wet floors

The housckeeping Supervisor and
stafl wete also inserviced on the
need to use wet floor signs
appropriately and to be more aware
of thelr surroundings and resjdent
whereabouts,

: 15/%&

Housckeeping Supervisor to monitor
staff weekly, Quality Assurance
Committee to review results
monthly. I

o
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F 323 | Contnued From page 26 F 327 l
atternpt was made to stop the resident from !
entering the dining room, {0 caution the resident . . . 1 |
about the accident hazard, or to redirect him/her Besbdeil¥#43hwas reass by
away from the area, i tlwf. erapy for the use of a seat belt &
‘ . abifity to self release. If the :
2. According to the 5/25/06 annual and 1112106 | «
quarterly Minimum Data Set (MDS) assessment, resident’s past history of fail
resident #43 had moderately impaired cognition retide : S pa ath!iStLt rfho Maf?lfS b
and required cues and supervision. Further warrants a seat belt, the IMLIS Wili be ‘
review of tnose MDS assessments showed the updatef;l to reflect a restraint and care ‘
resident did not use a restraint, Observations on plan will reflect same. Stafl will also
11/7/06 at 5:10 ZM and 11/8/06 at 7:16. AM be inserviced on proper application
showed the resident self-propelied a wheelchair . "
with a self-releasing seat belt fastened loosely gf restraxqt SO.“ is secure across the | L
across the thighs. The seat belt was attached ody. This will be completed t‘)y 12- |, f/t
underneath the wheelchair cushion so it could 08-06 and monitored by the Director |
only fasten across the residents thighs, an of Nursing and Interdisciplinary
arrangement which could aflow the resident to teanm.
attempt to stand or to slide underneath the belt,
Review of the entire medical record failed to
chow a safety assessment for the seat beltora _
rationale as to why it was fastened so loosely. F324
: ‘ The facility strives to epsure each
F 324 | 483,25(h)(2) ACCIDENTS F 324| regidents at risk for falls have ’
58=D devices and interventions in place to

The facility must ensure that each resident
receives adequate supervision and assistance

| devices to prevent acciderts.

This REQUIREMENT is not met as evidenced
by:

Rased on observation, staff interview, and
medical record review, the: facility failed to ensure
twa (#39, #35) of ten sample residents who were

: at risk for falls had devices and interventions in

place to prevent falls, The findings were:

prevent falls

\
|
|
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F 324 | Continued From page 26 F 324 wld Pracdincts @ rate fon ’Q,{"”ZQV pncledu f)
Res, # 35 will have a new fall risk
1 1. Review of the 4/27/06 admission Minimum  and restramt WP@ E;‘},g‘plc?%e‘*
Data Set (MDS) assessmerit revealed resident -~ and care plan flett the updated
#35 was at risk for falls, and review of the ' information. If i&c}ig ted g motion
10!1d2106 t:qua;tarly MDS assessment revealed the monitoPwill be-attad “éeﬁ“and all staff
resident had fallen in the past 31 to 180 days. et : - ;
According to the care plan, a moetion monitgr - willbe %ﬁ%ﬁa}}&%@ us;i.b
(alarm which alerts staff whan a resident gets up) , ) ) , f%%o;’
while the resident was in the wheelchalr was All motion monitors will be i
initiated on 6/7/06. Observations on 11/7/06 at 8 evaluated and repaired or replaced as
AM and at 4:47 PM showed the resident seated in needed
5 wheelchalr without a motion monitor attached. S, . . :
On 14/8/08 at 1:52 PM the surveyor Director of Nursing of designee will
overheard licensed practical nurse (LPN) #11 momtor.
informring the resident's spouse that the resident
felt a?proximately 10 minuses ago while getting Res, #39 will have a new fal) risk
out of the wheelchair to go to the bathroom. i
Interviw with the LPN imrediately after the °°‘§‘ple;‘?gff‘“d care plasnawﬂ‘" reflect
phone call revealed she did not think the mation updated information. tatl was ’
monitor was in use at the fime of the fall. The inserviced on the peed to ensure 1
| LPN opened a file drawer full of monitors and residents water and persona) articles j
tsl:atead t;hﬂel facility had sevaral but no wsy to attach _ are available and residents safety is |
em e wheelchairs o7 beds, At2 PM on ' : ;
11/8/06 the LPN stated she verified a motion considered in placement. Charge
monitor was fiol attached to the wheelchalr at the Nurses to monitor on daily rounds |
time of the fall. : : for safe and available placement of }
| 2, Observation of resident #39 on 11/7/08 a1 9 20 et : [3/ ?
. Observation of resident on at 9. i i !
AM, 10:11 AM, and 3:01 PM revesled the resident | Quality AssyHoe °°mmé?:°‘fft° |
was lying in bed. The observation also revealed review monthly room audits tor i
the resident's water pitcher and glass were comphance. ‘
approximately three feet away from the bed. Al
each of these times, the nbservation revealed the
resident was lying on histher back and bed
bolsters (pillows to prevent the resident from
falling out of bed) were present tnterview with
certified nurse aid #21 on 11/7/06 at 10:23 AM
revealed the resident was capable of getting
!
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F 324 | Continued From page 27

| hisfher own drink at times and normally did not
call for assistance when reguiring & deink cf
water. Review of the medical record revealed a
nistory of fall concerns for the resident. A fax
dated 8/21/06 showed hursing notified the
physiclan that the resident "rolled out of hed to

faxed the physiclan requesting the hed holsters
related to fall prevention. Interview with the
director of nursing on 11/8/06 at 3:32 PM

water pitcher was within reach next to the bed.

[his/her] knees again,..." and on 8/23/06 nursing

revealed she expected staff to ensure a resident's

o]

- ———

|
|
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F 334.| 483,25(n) INFLUENZA AND PNEUMOCOCCAL F 334 \
55=B | IMMUNIZATION : ;
The facility must develo olicies and procedures ‘ ' v . 1
that engure that - PP P The f&cthty strives to develop ‘
(i) Before offering the influenza immunization, policies and procedures toO ensure all
aach resident, or the resident's legal " residents are educated and receive l
representative receives education regarding the umococeal i
henefits and potential side effects of the ,_ﬂu andlpm? mo
immunization; immunjzations.
(ii) Each resident is offered an influenza
immunization October 1 through Mareh 31 Residents #15, #33 and #39 have a
annually, unless the immunization is medically signed education and consent form. | . [,
contraindicated or the resident has already been | ;{y
immunized during this time period; . !
(iil) The resident or the resident's legal Nurse :_'esp'onmble for Fla |
representative has the oppartunity to refuse smmunizations was inserviced on the . s / f,/, b
immunization; and education/consent form procedure. :
(v} The resident's medical record includes ﬁ
?O?E;ivr?:gtatlon that indicates, at a minimum, the  Ap audit will be completed 1o ‘
(A) That the resident or resident's legal deternying if all resident/and or legal
representative was provided education regarding representatives have retwned the |
the benefits and potential side effects of influenza . education form, Results wil) be ‘ e 1,
immunization; and at : Q/
e . 33655 e8 not repl
(B) That the resident either ragelved tha as‘sil ;’:Bd ang f;!anuh. not replyllig | L :
influenza immunization os did not recsive the will be notifiec agaim. '
influenza Immunization due to medical '
contraindications or refusal, Responsible nurse and Director of | L’
Nursing to monitor for compliance. | ‘ 97}3/ j
he fagilit [jof . . . !
;at 9?1(2 tl ryertnhL;sttiteveiop policies and procedures Concerns will be revwwa_l by 1 !
(i) Befors offering the pneumococeal Quality Awsur.ance Committee at - |
immunization, each resident, or the resident's monthly meeting
legal representative recelves eduocation regarding
the benefits and potential side effects of the
imrunization;
(i) ach resident s offered a pneumoceccal
Immunization, untess the mmunization is
medically contraindicated or the resident has
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F 334

| (iv) The resident's medical racord ncludes

interview, the facillty failed to document resident

Continued From page 29

already been immunized;

(ili) The resident or the residant's legal
representative has the cpportunity to refuse
immunization; and

documentation that indicated, ata minimum, the
following:

(A) That the resident or resident’s legal
representative was providsc education regarding
the benefits and potential side effects of
pneumococcal immunization, and

(B) That the resident either received the
pneumococcal immunization or did not receive
the pneumococcal immunization due to medical
contraindioation or refusal.

(v} As an alternative, based on an assessment
and practitioner recommendation, a second
pneumococcal immunization may e given after 5
years following the first pneumococcal
immunization, unless medically contraindicated or
the resident or the resident’s legal reprasentative
refuses the second immunization.

This REQUIREMENT is not met as evidenced
by
Based on medical record review and staff

education for three (#15, #33, #39) of five sample
residents who received influenza and
pneunococeal immunizations, The findings were:

Review of madical records for five sampie
residents revealed residents #16, #33, anc #39
received influenza and/or pneumococcal
immunlzation but did not have educational

F 334

i
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F 334 | Continued From page 30 F 334
documentation in the medical record. Interview
with the director of nursing cn 11/7/06 at 4:45 PM
revealed that if residents or thefr guardians
received educational inforrmation, a signed form
of receipt would be in each resident's medical
record.
E 354 | 483.30(b) NURSING SERV'CES - REGISTERED F 364
ss=0 | NURSE 354

Exoept when walved under paragraph (c) or {d} of
this section, the facility must use the services of a
registered nurse for at leas 8 copsecutive hours
aday, 7 days a week,

Except when walved under paragraph (c) or (d) of
this section, the facility must designate a
registered nurse to serve as the director of
nursing on a full ime basis.

The director of pursing may serve as a charge
nursa only when the facility has an average daily
occupancy of 60 or fewer résidents.

This REQUIREMENT is not met as evidenced
by.

Hased on review of nursing schedules and staff
interview, the facility falled to provide the services
of a registered nurse (RN) for 8 consecutive
hours of the day, 7 days a week. The findings
were:

Review of the nursing schisdules for August,
September, October, and November 2006
showed the facility lacked the services of an RN
for 8 consecutive hours on the following days.

This facility strives to ensure that the
services of a registered purse are in
place for at least 8 congecutive
hours/7 days/week.

Director of Nursing has implemented
a process for documenting RN,
hours & 2215 cbihd Resasne ol yxw,;
Administrator and Director of ~ Covtwting
Nursing to monitor for compliance.

(h pmnettzie o e

@J-WM ﬁW 'fﬂ/mff;a.

[,ﬂ'g/n}
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 Observation on 11/7/06 at 10:35 AM revealed a

Continued From page 31

a. August 5th, Bth, 18th, 17th, 25th, and 26th.

b. September 17th, 29th, and 30th.

¢. October 1st.
Interview with the director of nursing (DON) on
14/6/06 at 2:45 PM revealed the pravious DON
may have worked some of the shifts in August,
but the facllity tacked proof of that, The DON
further stated she knew there was nc RN in the
facility on September 29th through Qctober 1st as
she was out with pneumonia and the other RN
was off,

'483.36(i)(2) SANITARY CONDITIONS - FOOD
PREP & SERVICE

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

This REQUIREMENT is hot met as evidenced
by:

Baged on observation and staff Interview, the
facllity failed to ensure thorough cleansing of food
service equipment to minimize the potential for
food-borne illngss. The findings were.

bread machine and popcorn popper in the
activities storage area at the end of the D Hall,
Claser inspection of the bread machine showed it
was coated in spots with dried bread residual on
the sides of the backing centainer and around the
paddie/mixer at the bottom of the container, The
popcorn papper was dirty, with an cily film
covering the inside of the sides and door of the

F 354

F 371

l
|
1.

¥371

Facility strives to ensure that
equipment is stored under sanitary
conditions.

The bread maker was removed from | ),/
the activity rom & cleaned by the | |74/#
Activity Director on 11-08-06. ‘-

1
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F 371 | Continued From page 32 F a7t
popping machine. There were also popped com A policy & Procedy i
kernels and residuatl in the inner popping oven the po-pléom mocec.ime for cleaning .
and on the floor of the machine. Interview with the breadmak acwg 2+ P lmen Zeol
Sctivities director on 11/7/06 at 10:50 AM readmaker was Svdi-rolsurveyor
revealed the bread and popcorn maghines were ;1;1 11-08-06 aftemoen, »
periodically used in resident actlvities, She sfated . T'he popcorn maker is not i
the machines should have been cleared with their this time. It has been ¢l tin duse- at
last use. The activities director further statcd she removed te eaned and
could not rermember when they were last used, ' to storage.
indicating it may have been " ..some months Activi
ago. " ctivity Director and Departme ‘
. nt
A second observation done on 11/8/06 at Managers will be i g 3;0
10:34 AM revealed the braad machine and need to cleanl © inserviced on the f}
popcotn machine remained soiled, The mixing roperh equipment and
blades of the bread machine were coated with properly store equipment after use.
dried on bread, The metal popper in the popcorn Acu‘m?{ Director and Administrator
machine was coated with grease, popcorn hulls, to monitor for compliance
.| and pieces of popcomn. The sides of the machine @A '
were coated with a grease huild-up, and salt with L Wumk, ry? Dlﬂ
popcorn hulls were visible, C , o i
Inferview with the. dietary manager at 10:37 o
AM on 11/8/06 confirmed the equipment o} &V v A0 w&g/{ )
balonged to the activities department, and they
were responsibie for cleaning the equipment,
Interview with the administrator on 11/8/06 at
12:40 PM revealed activity staff did not have a
policy for cleaning the equipment,
| .
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F 441 | 483.65(a) INFECTION CONTROL F 447 Fa41 \‘
sS=E . The facility strives to catabiish and
The facility must establish and maintain an mietain om inftetion comrol N
infection control program designed to provide a rogram ‘
safe, sanitary, and comfortatie environment and program. \
to prevent the development and transmission of ) ) ‘ -
disease and infection. The facility must establish Director of Nursing has implemented
an infection control program under \h{hich it a tracking progratm for MRSA, VRE
investigates, controts, and prevents infections in and other infections to insure the
the facllity; decides what procedures, such as . ) | polici
isolation should be applied to an individual - infection control policics are
resident: and malntains a reord of incidents and followed. -
corrective actions refated to infections. Quality Assurance Comunittee to
review monthly.
This REQUIREMENT is not met as evidenced |
by: ' ML M’
Based on observations, staff interview, and L
review of medical records, facility policies gnd Director of Nursing will be
P:gcz?ggrfis._afl;d tprﬁfgsrsxi:?gla'l s.rt]an?tizis of responsible for completing |
pract r infection co In néa are ' u » . |
seftings, the facility failed to sustain an effactive survgdlmxce of 311. infections, . ;‘
infection control program for two of two residents Muitiple drug resistant organisms l
(#39 and #40) infected with methicillin-resistant tracking hag been added to current
Staphylococcus aureus (MEREA). In addition, the surveillance log. ‘.
facility failed to ensure transmission-based ‘
izalation and other apwropriate precautions were
in place during two of thrge infectious events On 11-06-06, a}l department ,
when isolation was appropiiate. Further, the directors were instructed to compiete
criteria established in facility policies and illness-tracking form and submit to
professional standards of practice for terminating Director of Nursing weekly.
isolation were not followed for one of one S
residents (#40) in which contact isolation was
implemented, The facility also failed to fully
implement their written policy to monitor sick
employees in order to minimize the potential for
transmitting infections or communicable diseases
to residents. The resident census at the time of
survey was 43. The findings were:
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1. Review of medical records for residents #33
and #40 revealed each was diagnosed with
MRSA infections based on positive cultures
reported from the servicing laboratory. Resident
#39 had MRSA isolated from his/her left heel and
foot (two separate cultures) on 10/23/06, and
resident #40 had MRSA isolated from a urine
gample on 1/12/06 and a wound on 10/1 7/08.
Further review of the residents’ medical record
falled to show whether isclation or other
appropriate precautions were implemented for
either resident while infected with an
epldemiclogically-significan(, multi-drug resistant
organism. Interview with the: direclor of nursing
(DON}, who also served as the infaction cantrol
nurse (ICN) for the faciiity, confirmed the
residents had not been placed In isolation based
on the MRSA-positive infections.

2. Qbservation on 11/6/06 during the Initiat tour of
the facility revealed room 34 (belonging to
resident #40) was postsd with a red "Isolation”
sign; the sign had been removed when tho room
was observed on 11/8/06 g} 8:35 AM. Interview
with the DON on 11/8/06 at 11,30 AM indicated
the isoiation restrictions were initiated because
the resident had copious drainage from a leg
wound. The DON further stated the isolation was
discontinued on the bagis of clinical Improvement
in the wound infection. The DON stated the
resident had not been cleared of MRSA by repeat
reculture of the infected site as established in the
facility's infection control palicies and as
recommended by the Assaciation for
Professionals in Infection Control and
Epidemiology (APIC) in their consensus standard
for infection control in healthcare settings.  The
APIC Text of Infection Control & Epidemiology,

F 441 l/\ﬂ/f".ﬁ’?bpu/\-fﬁ% ory fg/ﬁ’/;fLe
Res, #39 hag been asscss/e;d/a:l/wms
placed on. Linezolid onA -08-06. |
Resident has M/S on foot and
buttock, nope-dre draining ot

exhibitipgsigns of infectior.
I')ti‘,(ryeﬁg of Nursing will monitor for
Vi ection.

Resident #40 Was-fd 18-St l-on
precautions per facility policy. The, |
o the

red i oply-removed-fr I
délor}]am&;&ﬂw sigt piaced 0D, S, ij

resident door which said, “Please see (

the purse.” NG A ; -
e
) Pracasion licy whigh was
96%%%6/;?/&) bﬁ@éz
Congltanf at the tifne. “Thio _

Resident, is now in the hospital for
\ d

debridment of the draining stump
wound. Resident will not be
removed from precautions until
resident has met the infection control
guidelines for terminating -
precautions, |
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| infection. The patient should have completed

‘| MRSA required the maintenance of a ™. . MRSA

2nd edition, January 2006, establish the
professional standards for infection control In
healthcare facilities, The referenced standards
recommend long-term care residents diagnosed
by positive cultures for MRSA should be
confirmed negative by reculture at the site of
infection before precautions are terminated. The
racommended practice states precautions ghould
be continuad until the patient "...completes
antimicrobial therapy and until surveiilance
cultures are obtained at [east 48 hours apart and
are culture-negative from the original site of

antibiotic therapy for at least 72 hours before
eulturas are obtained.” Specific reference to
culture-negative recommeniations is found in
Chapter 53, Long-Term Care, pages 53-8 through
53-10, of the 2006 edition of the APIC Text.

3, The facility's infection control policy regarding

surveillance Line Listing,..for residents known to
have had MRSA [nfection/calonization..." Review
of infection control records and loghooks on
11/8/08 at 3:45 PM failed fc revealed a line-listing
of residents with culture-confirmed infections
involving multi-drug resistant organisms
(MDROs). As noted it item #1, residents #39 and
#40 had each experienced MRSA positive
infections over the past 9 months, Interview with
the DON on 11/8/06 at 4:1% PM confirmed the
absence of an appropriate mechanism to monitor |
the prevalence or ocourrence of MDROs in the
facility,

4. Review of infectlon control records on 11/8/06
at 4:10 PM revealed the DN used a preprinted
form to screen employees calling in sick for a

AND PLAN OF CORRECTION A BUILDING
. G C
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!
. |
F 441 | Continued From page 35 F a4

Directos of Nursing has implemented
a procedusre for tracking ail
infection and monitoring resistance
to antibiotics. Residents #39 and
#40 are being tracked. {,rL
The nurses will be instructed on ] ?}
responsibility of timely follow-up on
cultures with emphasis ot
appropriate treatment for MRSA. and
VRE.

|

|
|

.

FORM GM$-2567(02:99) Previous Versions Obaviste

Evant D MAW211

Faciity D WY0002

If gontinuation sheet Pags 36 of £



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 14/24/2008

FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO, 0938-0381
STATEMENT bF DEFICIENCIES X1 F'ROVIC‘ERJSUPFUERICLIA (%2} MULTIFILE CONSTRUCTION (XY DATE SURVEY
AND PLAN OF CORRECTION fDENTlF‘ICAT!ON'NUMBER: ) COMPLETED
A, BUILDING o
535051 B, WING . - 11/09/2006

. NAME OF PROVIDER OR SUPPLIER

CANYON HILLS MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
4210 CANYON HILLS ROAD
THERMOPOLIS, WY 82443

o

%) I SUMMARY STATEMENT OF DEFICIENCIES D BROVIDER'S PLAN OF CORRECTION 0y
FREFIX (EACH DEFICIENCY MUST 8E PRECEEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE GOMPETIoN
TAG P EGULATORY OR LSC IDENTIFYING INFORMATION) TAG CHOSS.REFERENCED TO THE APPROPRIATE |
| DEFICIENGY) WI |
- et | |
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- include facillty staff outside nursing services.

scheduled work shift. In an interview on 11/8/06
at 420 PM, the DON stated she only monitored
employees in nursing services for potentially
infectious or communicable diseases. She further
stated employees in the arcillary services, such
as housekeeping, laundry, maintenance, and
dietary, were not routinely tracked for potentially
transmissible infections. The DON confirmed, in
interview on 11/9/06 at 1:30 PM, that the facllity's
infection contro! policy for managing employee
infections had not beer fully implemented to

5. Qbservation on 11/6/06 at 612 PM revealed
the facility failed to ensure staff utilized
gppropriate hand hygiene practices when
assisting residents to eat. GNA #19 was observed
to cough into her right hand while assisting
recident #14 to eat. During & 16 minute
observation period, the CNA handled the

F 441

All managers and staff w

inserviced on tﬁ&%ﬁé’l’ﬂ%%wl{
illness tracking form. This form will
be completed and given. to the
Director of Nursing to log on the
Employee Hliness Log.

Director of Nursing/Administrator t0
monitor all managers 10 ensure
compliance, Quality Assurance
Committee will review compliance
monthly.

TQ’) i

All staff were inserviced on

resident's sandwich, lifted the resident's glass by = -
placing her right hand over the rim of the glass, practicing appropriate hand hygiene.
and wiped the resident's face. The CNA also All staff were also given a skills
assisted three other residents (#13, #26, #43) to ¢heck : -
aat, and, in the process, touched their utenslis, eck on washing hands. '|
cups, and plates with her hands. At no time |
during the observation period did the CNA wash _ |
her hands or use @ hand sanitizer. The Centers - |
for Disease Control and Prevention (CDC) Certified Nursing Assistants were i L
Gulqeline for Hand Hygiene in Health-Care repmined of hand samitizing sotion ’ ]1 3,9 ]
Setiings, published October 25, 2002, specifically | w1 g ] . \
requires healthcare workers to practice stringent avail bility and inserviced them ta |
hand hygiene practices, Further guidance ‘ us solution at the agsistive table. |
published in the CDC Factsheet for Respiratery | Charge nurse to monitor staff in |
Hyglene/Cough Etiquette in Healthcare Settings, dining room fo : i
published November 4, 2004, specifically advises room for compliance. . oh
healthzare workers to “...clean your hands after \[9)0 ?
coughing or sneezing...wash with soap and water l \
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| resident.

When the Infection control program determines
that a resident needs isolaticn to prevent the
spread of infection, the facilily must isolate the

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and review
of medical records, facility policies and
procedures, and professicnal standards of
practice for infection controt in healthcare
seftings, the facllity failed to Implement
transmission-based isolation and other
appropriate precautions for :wo of three infectious
events involving multi-orug resistant organisms
(MDROs) for which isolatior was appropriate,
Further, criteria established in facility policies and
recommended in consensus standards for
ferminating precautions were nat im plermented for
four of four infections invoiv'ng
methicllin-resistant Staphylococcus aureus
(MRSA). The findings were:

1. Review of medical recorcss for resident #39
revealed sthe was diagnosed with MRSA from
two separate cultures taker from a wound of
his/her left heel and from a wound between the
ath and 5th toes of the left foot, The resident was
admitted to the local hospital at the time the
sultures were collectad and submitted to the
laboratory. The final microbiology report, dated

infection.

-y
Resident #39 has‘flﬁféﬂ’as”s(essed.
Resident was placed on Linezolid on
11-08-06 and was cleared orf11-16-
06. /
Resident continues to'have healing
stage 2 open areas’which are not

draining or showing signs of
infection.

f Nursing continues to
all labs and started a

|
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F 441 | Continued From page 37 F 441 ]
ar clean with an aloohoi-based hand cleaner.” , I
: F442 |
£ 442 | 483.65(b)(1) PREVENTING SPREAD OF F 447! The facility strives to ensure resident |
gs=E | INFECTION needs to prevent the spread of |

g
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at 9:35 AM confirmed the faboratory reports
copy of the laboratary reports were sent fo the
attending physiclan. The resident reentered the
and was undergoing antiblotiv treatment for

Further review of the resident's medical record
failed to show whether isolaton of other

the resident retumed to the facliity with the
DON, who also setved as the infection control

had not been placed in isolation upon his/her
return to the facility,

2 Review of medical records for resident #40
occasions from separate anatomic locations.
Laboratory reports dated 1/72/06 and 10/17/06
confirmed the presence of MRSA from a urine
medical record falled to show that contact

for the MRSA infection diagnosed in January
AM confirmed the record failed to document
initial tour of the facillty revealed the resident's
room was posted with a rec "Isolation” sign, the

sign was no longer in place when the room was
observed an 11/8/06 at 9:35 AM. Interview with

10/23/06, confirmed the presence of MRSA from
oth culture sites. Intarview with the microbiology
supervisor at the servicing jaboratory on 11/8/06

specified MRSA. The supervisor further stated a

long-term care facility on 10/25/08, two days after
ihe MRSA-positive culture results were reported,

MRSA infactions when s/he reentered the faclity.

appropriate precautions were impiemented whan
positive MRSA culture results, Interview with the

purse {ICN) for the facility, confirmed the resident

revaaled sfhe was dlagnosed with MRSA on two

sample and a wound, respectively. The resident's

isolation or other precautions were implemanted

2006, |nterview with the DCN on 11/9/06 at 11:45

isolation or other appropriate precautions during
January 2006, Observation on 11/6/06 during the

4
A

Ses Plan of Correction for F441
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the DON on 11/8/06 at 11:3C AM Indicated the
isolation restrictions had been removed ¢n the
basis of clinical improvement in the wound
infection. The DON stated the resident had not
been cleared of MRSA by repeat reculture of the
| infected sites for either of the two culture-positive
MRSA infections. The process of clearing a
resident of MRSA based on multiple
culture-negative results is the recommendation
practice of the Association for Professionals in

consensys standard for infection control In
healtheara settings.

4. The facillty administrator provided a copy of

| infection contro! policy 526, entitiod "Methicillin
Resistant.” The poficy stated ™., .residents Known
- or suspected to have MRSA infection or
colonization will be placed an Contact Isolation
Precautions." The facility's policy further stated
residents would *...remaln ¢n Contact lsolation
until a clear culture report has been obtained.”
WiIth regard to this infection control policy, the
DON stated in intervisw on 11/9/06 .at 11:40 AM
that the established practices had not been
followed In the situations involving MRSA for
residents #39 and #40.

&. The APIC Text of Infection Control &
Epidemiology, 2nd edition, January 2008,
established the professional standards for
infection contro! in healthcare facllities. The
referenced standards recemmend long-term care
residents diagnosed by positive cultures for
MRSA should be confirmed negative by reculture
at the site of infection before precautions are
terminated. The recommended practice states
precautions should be cortinued untii the patient

F 442

Infection Control and Epiderniolegy (APIC) in their

Director of Nursing has implemented
a tracking program for MRSA, VRE
and other infections to insure the
infection control policies are
followed. |
Quality Assurance Comimittee to }
review monthly. '

See Plan of Correction for F441 1
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v .completes antimicrobial therapy and unti!
surveiliance cultures are obtained at loast 48
hours apart and are culture-hegative from the
original site of infection, The patient should have

| completed antibiotic therapy for at least 72 hours |

before cultures are obtained." Specific reference
1o culture-negative recommendations is found in.

Chapter 53, Long-Term Carg, pages 53-8 through

53-10, of the 2006 edition of the APIC Text,

6. Interview with the Chief, EEmerging
Diseases/Health Statistics Section, Wyoming
Department of Health, on 10/12/06 at 2:40 PM
confirmed the Wyoming Department of Heaith
racommends individuals be considered free of

MRSA only after two cultures of the infected body |

site are negative for MRSA.

483,66(b)(2) PREVENTING SPREAD OF
INFECTION

The tacility must prohibit eriployees with a
communicable disease or infected skin lesions
from direct contact with residents or thelr food, if
direct contact will transmit the disease.

This REQUIREMENT is not met as evidenced
by :

Based on staff interview and review of infection
control records and pelicies and procedures, the
facility failed to fully Imptement a policy for
monitoring healthcare workers reporting

infections or potentially communicable diseases,

Resident census at the time of survey was 43,
The findings ware:

infection:.

F443| The facility strives to ensure resident
needs to prevent the spread of
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| Infection”, reveaied the established facility

 disezses. She further stated she did hot routinely

Continued From page 41

Review of Infection control pelicy 614, entitied
"Management and Reporting of Employee

standard stated as "..when an employee is
absent from duty with complaints of signs and
symptoms of an infection, tre. employee's
immediate supervisor must fill out and complete
an infection repart.” The policy further directed th
»  immediate supervisor must provide the
infection control coordinatar with a copy of the
completed report.” The polity summarized the
Infection control coordinator's responsibility to
evaluate the potential transrnissibility of the
employee's infection, provide guidance regarding
limited duty assignments, and monitor the
physician's return to work rsicase. In reviewing
the implementation of this facility policy, the
following concérn was noted:

a. Review of infection contro! records on
11/8/06 at 4:10 PM revealed a form used by the
infaction control nurse (ICM) to screen em ployees
calling in sick for 8 scheduled work shift. The
completed forms only inciuded nursing personnel
responsible for direct resident care. The director
of nursing (DON), who alsa served as the facility
(CN, stated in Interview on 11/8/06 at 4:20 PM
she only monitored employees in nursing services
for potentially infectious ar communicable

o

monitor ancillary services, such as housekeeping,
faundry, maintenance, anc dietary, for potentially
transmissible infections. The DON/ICN confirmed
ih interview on 11/9/06 at 1:30 PM the infection
contro) policy for managing employee infections
had not been fully implemented to include facility
staff outside nursing servizes.

F 4435
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F 444 ﬁﬁ;gg%ﬂ PREVENTING SPREAD OF F 444 The fuchht'y strives to ensare alf staff |
$8=D : } wash lnmds efler sash divect resident |
{ The facliity must require staff to wash their hands . contact,

after each direct resident contact for which
handwashing is indicated by accepted
professional practice.

This:REQUIREMENT Is nol. met as evidenced
by:

Based on observation, staff interview, and review
of policy and procedures, infection control
records, and professional standards of practice,
the facility failed to ensure staff utillzed
appropriate hand hyglene practices on two
occasions involving resident care and assistance.
The findings were:

1 interview with the director of nursing (DON),
who also served as the faclity Infection control
nurse (ICN), oh 11/8/06 at 4:10 PM revealed an y 5
expectation that staff assisting residents to eat Y oe Plan - jon N
would follow facility guldslines for hand hygiens; FW > nfCowmtaon for F441 Py-34
those guidelines included washing hands before
providing assistance with dinning and after
coughing onto their hand, Faallity infection cantrol
policy 304, entitled, "Handwashing", required all
personnel to follow established handwashing
procedures to prevent the spread of Infections. In
addition, the Centers for Disease Control and
Prevention (CDC) publishel recommended
standards and professional practices for
healthcare personnel in the United States. The
CDC Guideline for Hand Hyglene in Health-Care
Settings, published Octaber 25, 2002, requires
healthcare workers to practice stringent hand
hygiene practices and specifically recommends
hand decontamination ...before and after contact
with food or food products. " The CDC Factsheet
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" | with her hands. At

ar use hand sanitizer.

for Respiratory Hygiene/Cough Etlquette in
Healthcare Sattings, published November 4,
2004, specifically recommends healthcara
workers perform ",..hand hygiene...after having
contact with respiratory secretions...”. The cDC
further advises healthcare workers to "...clean
your hands after coug hing or sneezing...wash
with soap and water or clean with an
alcohol-based hand cleaner " The following
concem with staff failure to practice hand hygiene
were observed:

a. On 11/6/06 at 6:12 PM CNA#19 was
obsarved to cough inte her right hand while
seated at an assisted dining table in the facility
dining room, She was not wearing gloves at the
fime of the observation. She corntinued to assist
resident #14 to eat by holding a sandwich in her
right hand, lifting a glass by placing her right hand
over the rim of the glass, arid using both hands to
wipe the resident’s face with his/her clothing
protector, During a 16 minute observation, from
£:12 PM to 6:28 PM, the CNA also assisted
rasidents #13, #26, and #43 to eat, and, in the
process, touched their wterrsils, cups, and plates
6:21 PM, CNA #19 left the
table to get a spoon from tHe serving window
across the dinning room; while walking to the
serving area she touched rer hair and rubbed her
face with her right hand. At no time during the
observation period did the TNA wash her hands

2. Observation of resident #3¢ on 11/7/06 at 9:21
AM revealed a physical therapist (PT) provided
wound care to the resldenf's heels and the toes
on the left foot. After finishing at 9:37 AM, the PT
removed her glaves and picked up the dressing
container, then without washing her hands, left
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Director of Nursing to monitor for
compliance.
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the resident's room. The PT then went to the
nurseg' charting room and documented care.
Observation of the chart room revealed it did not
contain a sink. At 9:55 AM, the PT left the chart
room and went to the physical therapy room No
handwaghing was observed. Interview with the
director of nursing on 11/8/06 at 3:33 PM
revealed staff were expected to wash thelt hands
after patient contact, which included after a

1 dressing change.

F 466 | 483,70(h)(3) OTHER ENVIRONMENTAL
55=B | CONDITIONS - HANDRAILS

The facility must equip corridors with firmly
secured handrafls on each side.

This REQUIREMENT is not met as evidenced
by

Based on observation and staff interview, the
facility failed to ensure handrails in all hallways,
Sections of handrails were missing in two of six
resident hallways, The findings were:

Observation on 11/8/06 at 5:38 PM revealed two
sections of handrails missing in the "B" hallway
near the lounge, One section was approximately
three feet long, and the other was approximately
five and a half feet long. Further observation
revealed a migsing section approximately six feet
long In the "A" hall outside of the business office.

PM comfirmed the rails were missing.

Interview with the administrator on 1 1/9/06 at 2:11]

F 444

F 468
F468

secure hand rails on each sid

Hand raits were installed on
06.

rounds and repair as needed.

monthly.

The facility strives to maintain

Maintenance Supervisor to monitor '|
for missing hand rails on daily :

e.

11-29-

Quality Assurance and Safety

Maintenance Supervisor to monitor, ols
 ASSIIBACE | . \ﬂ )°
Committee will review compliance
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Y Res #19 has been. assessed for liter
flow. The 02 bottle has been marked

This REQUIREMENT is not mst as evidenced
by

Based on observation and staff interview, the
facility falled to ensure staff performed tasks as
allowed within their scope of practice. One
random observation of sample resident #1
revealed his/her oxygen was adjustad by certified
nurse aides (CNAs); however, the liter flow rate
was not posted as required by the Wyoming State
Board of Nursing, The findings were:

Obsetrvation of resident #1 on 11/7/06 at 4.56
PM revesled the resident's oxygen liter flow rate
was at "0". The observation showed CNA #19
switched the resident's empty tank out for a ful
portable tank In front of the oxygen tank reom.
The CNA then adjusted the residant's liter flow’
rate from 0" to 2" iiters. The observation
revealed no posting as to the liter flow rate
prescribed for the resident, Interview at that time
with the CNA revealed she knew the liter flow rate
because it was on the resident's oxygen
concentrator in his/her roem,

According to the May 2001 decision by the
Wyoming Board of Nursing (BON), 8 CNA may
be delegated the task of adjusting the oxygen liter
flow rate if it is clearly marked by the nurse on the
concentrator and/or oxygen tank.

interview with the diractor of nursing (DON)
on 11/8/06 at 3:33 PM revealed she was aware

with liter flow to ensure SHE Certified!
Nursing Assistants can clearly laow ||

‘.
th liter flow. i

All 02 tapks will be assessed and |
titer flow will be clearly written. »_
Charge Nurses to monitor daily on
rounds, |

All pursing staff will be inserviced
annd Yuld onproper labeling of 02 liter flow |
Croias & and the Certified Nursing Assistanis |
o regponsiblility to inform purses if the :
M’Waﬂ,‘

liter flow label is missing
o C,Q,L wﬂ ;
Director of Nussing to do weekly
audit for one month and then ,‘
quarterly. Results will be reviewed

by Quality Assurance Committes, | \3‘\3' oh
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the Wyoming BON decision. The DON stated all
the portable tank bags should be labeled with
each resident's oxygen flow rate.
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