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manner and in an environment that maintains or
enhances each resident’s dignily and respect in
fult recognition of his or her individuality,

This REQUIREMENT is not met as evidenced
by:

Based on observation and slaff interview, the
facility failed to assure dining dignity for alt
residents in the secure care unit (SCU). Two
residents (#15 and #17) shared food during one
of lwo dining observations, The findings were;

Observation of residents in the SCU on
4/5/06 at 8:09 AM revealed resident #15 had
stopped ealing and had consumed approximately
75% of the meal, The obselvation also revealed
resident #17, who was sealed lo the right of
resident #15, reached over and began to eat’
resident #15’s cereal. Resident #17 would dip a
spoon into histher own emply cereal bowl and
then reach over and scoop a bile of cereal out of
the bowl of resident #15. At 8:20 AM cerlified
nurse aide (CNA) #1 was asked about the
ohservation, The CNA staled she had nol seen
the sharing, but added, "They [the residents] do
that all the time." The CNA further stated she did
not know what to do about the sharing. At 8:26
AM, the CNA removed resident #15's cereal and
did not call for addilional cereal for either of the
residents,

interview with the DON on 4/6/05 at 11:25 AM
revealed she was unaware that the SCU
residents had shared lood. The DON stated the
practice should be stopped when observed, and
the residents should be provided with fresh food
items,

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3 DATE SEJR_VEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: _ GCOMPLETED
A. BUILDING
- B. WING
535023 04/07/2005
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WESTON COUNTY HEALTH SERVICES 1124 WASHINGTON BLVD
S NEWCASTLE, WY 82701
{X43 10 SUMMARY STATEMENT OF DEFICIENCIES Jo PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC INENTIFYING INFORMATION) TAG ‘CROSS-REFERENGED TO THE APPROPRIATE PDATE
DEFIGIENCY)
F 241 | 483.15(a) QUALITY OF LIFE F 241
88=D - ' , F241
The facility must promole care for residents in a D5 /06,/05

The facility will promote care
for residents in a manner and in
an environment that maintains
or enhances each resident’s
dignity and respect in full
recognition of his or her
individuality by
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resident’s food out of reach of
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2) Educating all LTC staff on™”*"' ¢
a. Preventing residents from
sharing/taking food.
b. Replacing shared food
¢. Providing additional food
if a resident is hungry. T e
3) Monitoring of meals(3 times a D
week for compliance for 4
weeks, then monthly. Director
of Nursing or designee will
monitor,
4) Results will be monitored
with the Quality Assurance
team.
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Each resident receives and the facility provides
food prepared in a form designed to meet
individual needs.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and staff
interview, the facllity failed to follow the facility
praclice of provudan and encouraging a variely of
solid food items prior (o offering high calorie
drinks for residents who required assistance.

Four (#9, #13, #33, and #37) of six sample
residents who required meal assistance or cueing
were assisted and cued to take high calorie
drinks while seated in the dining room waiting for
meal service. The findings were:

Observation of the evening meal on 4/4/05 At
5:07 PM revealed 12 residents were seated al the
assisted tables. All 12 {which included sample
residents #9, #33, and #37) were observed to
have high calorle drinks present, along with other
fluids such as water, milk, and coffee. Cerlifid
nurse aides present al the tables were assisling
residents with the high calorie drinks. At 5:28PM,
food service was started for the residents at these
tables with the last resident served at 5:36 PM

Interview with the director of nursing on
417/05 at 9:03 AM revealed the facility's rationale
for the use of the high calorie drinks was to
provide calories for residénts who did not eat,
Observations of the breakfast meal on 4/5/05 at
7:23 AM, the noon meal on 4/5/05 at 12 PM, the
evening meal on 4/6/05 at 4:58 PM, revealed all
the residents who sat at the asmsted dining tables
received high calorie drinks prior to their meal

F365

The facility will provide each
resident with food prepared in a
form designed to meet
individualized needs by

.|'1) Educating dietary and
nursing staff on balanced diets
and nutritional supplements,

\ | ¥ Nutritional supplements will
be served with meals and
offercd after res1dentsi/consume
60% of meals and/or are
refusing to eat any more.

. 3) Monitor-daily, every meal for
1 month. Then weekly for 3
meals for 3 months.
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sefvice. [nterview with the dietary manager on
471056 at 9:11 AM revealed the drinks were
sarved to provide added nutrition and calorles if
the residents did not consume their meal. Yet, lhe
observations revealed the high calorie drinks -
were given without first altempling solid food
consumption,

1. Observation of resident #9 on 4/4/05 at 5:05
PM revealed the resident had two high calorie
drinks, which hefshe drank, At 5:36 PM, when fhe
rasident received {he meal, the resident refused
the food. At 5:41 PM, the resident had not eaten
and was playing with a straw, despite cueing (o
eal the meal, A nulrition risk assessment daled
33105 in the medical record documented the
resident was al "moderate” nulrition risk and had
a history of weight loss.

2. Observation of resident #13 on 4/6/05 al 12:08
PM revealed hefshe ate a ground meat, regular
diet in the secure unit and required assistance
and cueing. The resident was cued and started
drinking his/her high calorie beverage. At 12;21
PM half of the beverage was consumead when
waler was offered. At 12:34 PM the resident had
consumed three fourths of the high calorie
beverage and 50% of his/her meal. The resident
refused any mote food. Review of the medical
record revealed a nulrition risk assessment,
which documented the resident was at moderate
nutrition risk and ate an average of 47% of hisfher
meals.

3. Observalicn of resident #37 on 4/4/05 at 5:05
PM revealed the resident was seated at the
assisted table and diinking a high calorie
beverage. At 5:35 PM Lhe resident was served
his/her solid food meal. AL 5:41 PM, siaff cued the
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resident to eat. At thal time, the resident took a
drink of the high calorie beverage. Review of
facility meal intake documentation revealed the
resident ale 60% of the meal, Review of the
medical record revealed a nurilion Resident
Assessiment Prolocol summary dated 3/3/05, The
summary documented the resident's average
meal intake was 50%, with an average calorie
intake per day of 833 Calories. The label for the
high calorie beverage revealed it provided 250
Calories per serving.

4. Observation of resident #33 on 4/4/05 at 5:12
PM, on 4/5/05 at 7:10 AM, and again on 4/6/05 at
12:10 PM revealed the resident sat at the
assisted dining table and was entirely dependent
upon staff for feeding. During ail meals, the
resident was provided with a can of Boost [a high
calorie beverage]. Observation during the meals
revealed staff encouraged the consumption of the
high calorie beverage before serving solid foods.
Review of the 1/31/03 nutritional assessment
revealed the resident moved from moderate to
high nulritional risk and the diet was changed
from regular to regular "fortified."

3. According lo "Nursing Assislant, A Nursing
Process Approach," 9th edition, copyright 2004,
malnutrition becomes a problem for the older
person and it does oceur in the long-lerm facililies
despite the fact thal a balanced diet is served and
nutritional supplements are available. The authors
state the diet for the elderly should inclucle foods
easy to chew and digest, have adequate proteins
and vitamins, and have many complex
carbohydrates found in fruits and vegetables. The
authors caution that although tiquid nourishments
have value, they can be very filling, which is why
they are usually served between meals and not
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The facility must slore, prepare, distribute, and West.on Co.unty Health Dietary 05706705
serve food under sanitary conditions. Services will store, prepare,
distribute and serve food under
This REQUIREMENT s not mel as evidenced sanitary conditions.
by:
Based on staff interview and observalion, the .
] ' ill be thawed
facility failed to provide sanitary conditions for the a) Froz.en fooc:ls v; ilitv’s
storage of food. Findings were: according 'to the faci ty
_ posted policy, foods will be
On 4/4/05 at 1 PM during the initial tour of the thawed by placing on a tray in
kitchen, the following concerns were observed: the refrigerator, foods will be
, ill be
a. Three frozen containers of "lumberjack stew" labeled and dated, food w b
were localed on a work counter, An hour and a thawed under c(?ld running
halflater {at 2:30 PM) the three containers were water or food will be cooked
still sitting on the counter. On 4/6/05 at 10:40 AM, immediately after being taken
the cook staled that shortly a{ler 2;30 P, l!‘je - from the freezer. The Dietary
contents had been removed from the containers . itor the cooks
and placed in a double boiler, where they were Manager Y"l“ monitor t
prepared for the evening meal. A facility policy for compliance to thawing and
entitled "Proper Thawing of Food" was posted on cooking procedure.
the door of the refrigerator. The policy staled the orage policy of holding
acceptable methods for thawing frozen foods b) The Std f a1 1;00 d};o ive MEwes s Y,
were 1) place the frozen food in the refrigeralor OVer pro Ilc. : b
until thawed; 2) thaw frozen food under running days-enly will be monitored by
water, 3) cook frozen food immediately upon the Dietary Manager. The food
removal from the freezer, will be labeled and dated; when
. ired the food
b. Initial observation revealed a Tupperware th.e date !1as “xpy »d o, ¢
container of food In the walk-in refrigerator, will be disposed,of-in—a i ool -Cocf"?
Further observation on 4/6/05 at 9:45 AM receptatle: The employee™s Qr~~
revealed a cool placing a saclk lunch along with a dunches will he l_a‘ eled and
can of soda in the refrigerator. Interview with the . thevowill be placed in a
dietary manager on 4/6/05 at 10:30 AM revealed qated,~tﬁey—W1 P
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thal the cook cccasionally put her lunch In the
refrigerator. A tray was observed in the wall-in
refrigerator with several foil wrapped leftovers, "R
Pork 3/24" was writlen on one of the packages. In
another refrigerator a covered plastic bucket
containing seven peelad hard boiled egys was
labeled with the dale 3/30. Interview with the
dietary manager on 4/6/05 at 10:30 AM and with
the consulting dietitian on 4/7/05 at 10 AM,
revealed lhat the facility policy was to keep
leftovers for a maximum of & days.

483.60(c)(1) PHARMACY SERVICES

The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist,

This REQUIREMENT is not mel as evidenced
by

Based on medical record review, policy review,
and staff interview, the facility failed to ensure a
monthly drug regimen review was done for 11
(H1, #4, 167, #9, 113, 15, 731, #33, #35, #37,
#38) of 11 sample residents, The findings were:

Review of the medical record for resident #1
revealed @ serum potassium level taken 10/4/04
to be at the upper limits of normal at 5.1 (normal
3.8 -5.1). On 1/3/05 a serum polassium level was
found to exceed normal levels, at 5.4. Resident
#1 was taking Lisinopril 10mg every day
according to the current medical administration
record (MAR). Review of the 2005 Edition PDR
Nurses Drug Handbook slates under Laboralory
Test Considerations that Lisinopril may cause an
increase in serum potassium. Nursing
considerations for the use of this drug state

371

F428
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plastic-container-eovered-by-a E‘if‘("fg
tid-in-the-walk in_coeler. Thet~t Cal
Dietary Manager will monitor
employees for compliance to péR-<e
~Junch storage procedure.
Deficiency-eorrection has been
-in-place-with-monitering-tools
of-charts;plastic-container with
Aid-an loyee ed'll_ﬁl'ti'éﬁl_vv_iMtl;_c
¥in-service on proper thawing
procedur
Registered Dietician.

F428

1. Pharmacy services 483.60 (c)

The drug regimen of -

%ch patientﬂwill be reviewed
each month by the facility
pharmacist per-Policy-and
Procedure-1:60:425. Fhe-peview
willbeammotated-onthe —
monthly-drug-reviewlog. Each—
drug review-will bedated
signed;-and-include-pertiment—

—information.
B) -Laboratory-data-will-be-
Jisted-menthly-(lK€L-level; INR,
Sen).
C) <DUR log-will-be-signed
menthly-by-Pharmacist,-and
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resented by the ““L g
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ccrug i;?
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dietary potassium supplements may lead to
increased serum potassium. k

ppropriate medical personmel
1D Nursing)— ]
Monlhty pharmmacy reviews were not ) At-next-months monthly
conducled "fcu_' resident 1 in ei[l‘ler.Jamlary or Jeview-Pharmacy will-also
February, 2005. A Marcl‘] 2005 myle?W Was . erify or_check-that-other_
conducted, dated, and signed on 3/31/05 siating -
"o inegularities” were found. Interview with the ignatu.lzesﬂar-e-pmlsellt-
director of nursing on 4/6/05 gt 115 PM ) Corrective-aetion—
COI‘IﬁIl';TI@d[t|'Ie phyzician had jggl‘ spol:ce? lf'o her , mplementation_has-already
overthe phone and was suspicious that Isinopri lot-allldabs-ar
was caus!ir:g the increass in Iserum polassium.fA cen started. Notalllabs-are
physician's telephone order, dated 4/5/05, -u-n—eveﬂtmﬁﬂﬂl_—ﬂﬂmry
ordered "lal in one month d/t [due to] increased atient.—-Fo-l'—pat-wll-tS—t-hM.
sefum K+ [potassium| levels". ‘ hould need currentlabs-if not
vailable-a-note-will-be1eft to

in addition, medical recard raview for

residents #4, %7, 15, #31 933, #35, and #37 prder-labs. .
revealed no drug regimen reviews for (he months Timfra,m&aﬁeompletlom
of September through December 2004, and for DURs including lab-monitoring
January and Febiuary, 2005, Review of (he should be completed-by-4/30/05,
medical record for residents #9 and #43 revealed l;““ﬁ"‘:; on_lab.results-for.
their last drug regimen review was completed in 50 _QW‘" P- . have
August 2004, Medical record review for resident patients.who.did not hav
#38 revealed the last drug regimen review was current-labs-should-be
completed on 7/20/04. Interview with the _ .completed-by-5/30/05.
pharmacist on 4/6/05 at 3:52 P revealad the R) Monitoring will be done by
facility had swilched to o compuler program which Q) . d reported to
had lost the data. The pharmacist stated that in harmacist and rep )
March 2005, he had swilched back (o manual Quarterly P.I. Committee.
wrilten documentation. Review of (he facility N Tt Wmd'/kﬂ Verensd wAL e
olicy #160.425 revealed drug regimen reviews ,
{?voulgi be done for all residents every 30 days and | " @“"“@“w e N ‘Mﬂﬂw"{
a summary would be documented on the monthly o Iau»b Veviewy twc)’ amt
drug regimen review sheel. ¢
F 620 | 483.75(0)(1) ADMINISTRATION F 520
S55=0
. A Tacility must maintain g qualily assessment and _J
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assurance committee consisting of the director of
nursing services, a physician designated by the - F520
facility; and at least 3 other members of (he s . . s
facility's staff. The 'faclllty will maintain a 05/06/05
qunality assessment and
This REQUIREMENT is not met as evidenced assurance committee consisting
by: of the director of nursing
Basad on record review and slaff inlerview, the services; a physician designated
facllity failed to assure the facility-designated by the facility; and at least 3
physician attended the commiltee meetings at th b ’ f the facility’
least quarterly. The findings were: other mempers ol the Iaciity~s
staff by
On 4/7105 at 10:29 AM review of the quality 1) Holding quarterly Quality
improvement (Q) minules was done. The review Assurance committee meetings
revealed the committse met montnly and the . . . .
physician was not in attendance during the last lmmedlate}y following Medical
five months. Interview wilh the administrator on Staff meetings to assure
417105 at 10:29 AM revealed the physician does physician attendance.
not attend the monthly mesting, but reviews the 2) Meetings will be scheduled
minutes monthly. A second interview with the i
administrator on 4/7/05 at 10:54 AM conlirmed cach _q}lal‘ter after checking
there was no other evidence of physician phySECEall scht?dul.e_to assure
attendance at the QI meetings. physician availability.
3) This will be monitored
quarterly by the Director of
Nursing and recorded on the
QA minutes.
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