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A facility must immediately inform the resident;

| consult with the resident's physiclan; and If

| known, notify the resident's legal rapresentative
| or an interested family member when there is an
| accident involving the resident which results in
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AREFIX | (EACH DEFICIENGCY MUST BE PRECEDED BY PULL " PREFIX {EAGH CORREGTIVE ACTION SHOULD aE COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION;) I ™we | CROSS-REFERENCED TQ THE APPROPRIATE DATE
| | i DEFICIENGY)
F 157|‘ 483.10(b)(11) NOTIFICATION OF CHANGES | F 157 F157 NOTIFICATION OF
58=D | ‘ ; CHANGES.

! This facility strives to notify
physicians with needs to alter
! treatment. This is evidenced

| injury and has the potential for requiring physician - by the following:

| intervention; a significant change In the resident's | ! |

i Physical, mental, or psychosocial status ie.a . . .

| deterioration in health, mental, or psychosocial Res_1dent #13 physm;an was
status in either life threatening conditions or r notified on 8/13/07 6f thejy

| clinical complications); a need to aiter treatrment . high blood sugars, A policy

I
significantly (i.e., a need to discontinue an | [ on Notification of Sijon;
‘ existing form of treatment due to adverse I Changes has I:;cezf gnificant
|
|

| consequences, or to commence a new form of ) .

| treatment); or a decision to transfer or discharge tmplemented. Nursing staff
| the resident from the facility as specified in will be inserviced on thig

i policy which included

§483.12(a). | |
: “notification of physician for

-and, i known, the resident's-legal-representative )
or interested family mervibar when there Is a ! !
| shange ih room or roommate assignment as o |

" | The facility must also promptly notify the resident (I high-blood-sugars-with
documentation of the

specified in §483.16(e)(2); or a change in .
-—-—|-residenrrig‘nts under Federal or State law or '
| regulations as specified in paragraph (b)(1) of
i this section. . !
| The facilty must record and periodicaly update | |
' the address and phone number of the resident's
| legal representative or interested family member, |
i i i
| This REQUIREMENT is not met as evidenced ;
i by, , |
| Based on medical record review and staff i 1
interview, the faciiity failed to notify the physician | : |
|

: up-ordersfrom the physician,
The DON will monitor the
results and report them to the
Administrator to be
submitted to the quarterly QA
! meeting.

|

|

|

|

|

F

|

!
notification and any follow !
!

|

|

I

|

l

|

| for 1 (#18) of 2 sample residents with 4 )
demonstrated need to alter treatment. The | -1
TITLE (x8) DATE

|
LAR WPRNWUER REPRBSENTATIVER SIGRNATURE
i g AL M %«5’%}‘7

Any deficlency statement ending with an astenisk () denotcts/a deficlanay which the institution may be excused from correcting providing it is dem(r'nlneé that
other safeguards provide sufficiert protaction to the patienty/ (See ihstructions.) Except for nursing homag, the findings stated above are dis¢losabie 90 days
following the date of survey whether or ot a plan of corragtion Is provided, For nursing homes, the above fl |,] s.and plans of-coraction are disclosabla 14
days fallowing the date these documents are made avaiiabla fo the facility. If deflciencies are cited, an apr %’ég Jiar e?%"érr'ectlun is raquisite to continued

Program partigipation, )
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F 157 | Continued From page 1 " F 57’ ‘
| findings were: ’ | l
. J |
| Review of the admission face sheet and | : |
| physician's orders showed resident #13 was an I |
| insulin dependent diabetic, Acgording to the June | ! -
2007 recapltulation of orders sheet, staff were to ' , |
| notify the physician if the resident's biood sugar : |
| was above 400. Review of the June 2007 blood | i |
| sugar tracking record showed the resident's blood | ' i
| sugar was 412 on 6/4/07, Review of the medical ! |
| record showed no evidence the physician was. =
|"no'tified of the elevated blood sugar, On 7/18/07 | |
 at 12:50 PM, the acting director of nursing (DON) i r
| verified the physician had not been notifiad, , |
F 164 | 483.10(e), 483.75(1)(4) PRIVACY AND A
| CONFIDENTIALITY | | |
| The resident has the right to personal privacy and | | |
i confidentiality of his or her personal and clinical i | :"
- — —-—-records; e e ! =
- . .
| Personal privacy Includes accommiodations, ! i :
| medical treatment, written and telephone A i !
- communications, personal care, visits, and |
-meetings of family and resident groups, but this | ' F164 PRIVACY AND
| does not require the facllity to provide a ptivate i CONFIDENTI ALITY |
| room for each resident. i ' ' ]
i Except as provided in paragraph {e)(3) of this ; This‘facility strives to |
section, the resident may approve or refuse the ; provide personnal privacy as !
| release of personal and clinical records to any ’ well as 4 secwre confidential |
| Individual outside the facllity. | | medical record for gl |
| The resident's right to refuse release of personal | ' residents. All nursing staff ‘
{ and clinical records does not apply when the 1 i will be inserviced on the f
| Tesident is transferred to another health ogre .‘ | importance of assuring |
‘ Institution; or record release is required by law. | ; resident #44 and all other ‘
The facility must keep confidential all information residents are completely |
| i |____covered fo and from the !
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F 164 | Continued From page 2 :

| contained in the resident's records, regardless of 1
.I the form or storage methoels, exoept when |
release is required by transfer to another !
| healthare institution; law; third party payment |
| contract; or the resident, :
| 1
|| This REQUIREMENT s not met as evidenced
by
| Based on observation and staff interview, the
| facility failed to provide personal privacy for one
| (#44) sample and one (#28) non-sample resident,
i In addition, observation at one of one nurses’ |
stations revealed confidentia! medical records
]| were not secure. The findings were;
| 1. Observation on 7/17/07 at 2 PM revealed !
| resident #44 was being transported in a shower |

chair from the shower room 1o the resident's room;

TAG CRRBHBFFERENCE HEADRROPRIATE
oo S A .

|
I
|
F 164] -
i ‘hathing areas. All nursing
| stalf will be'inservice. 3n the
Importance of protecting
! resident #28 and ) othey

b){ closing doors and pulling
curtains during carce. The
DON will monitor for
compliance.- Any nons - -

I| compliance will be reported
- to the Administratot to be

! submitted to the quatterly

| QA meeting.
|

!

~~——] by certified nurseaida (CNAT#4. The fesidents |

I
|
|
|
|
|
E
|
f
i residents privacy and dignify |
|
|
|
|
\
|
|
|
E
|
|

_ _|' but the resident's buttooks.were.exposed -  --
 Underneath the shower chair. Interview-on -
: I- 719107 at 9:45 AM with the nursing home

— l*upner’b'odv*arid_ieg_s_were.couered_with-blankEtE,T'W
ao -

[-administrator revealed the facility's axpectation |
? was that when rasidents were transported to and |.
from their rooms to the shower room, they would
‘ be completely clothed, |

| 2. Observation on 07/18/07 at 8:15 AM revealeg
‘ CNA #7 holding a dressing gown and standing
next to resident #28 in the resident's room. The '
l door to the room was open. The resident was !
| seated In a wheelchair and partially unclothed, |
! exposing private body parts, When the CNA .
noticad the surveyor walking past the room, the !
| CNA closed the door. An atterpt to Interview the |
l resident on 7/18/07 at 9:03 AM, revealed the
resident was unable to communicate,
|
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F 174|! Contihued From page 4 |' F 174, !
! private telephones were required to use a facilify : |
' wall phone in a heavily traveled hallway opposite | |
| room #27. The majority of residents agreed their | |
I conversations could be heard by anyone walking ; !
 down the hall at the time. Furthermore, Interview . |
| with resident #39 on 7/18/07 at 4:48 PM revealad i ' |
| most residents’ conversations were easily heard | ; ,
from his/her room which was directly opposite the | | |
wall phone. The resident further stated "| don't ! |
| think 1 should be listening to those cohversations.”| I
| Interview with staff CNA #3 on 7/19/07 at 10110 [ F174. TELEPHONE - .. . - ... |- -
| AM verified that the wall phone was the only ! |
| phone avallable to residents uniess the resident ] | This facility strives to ensure ;
| had a private phone. ' | that all residents have a |
F 176 | 483.10(n) SELF ADMINISTRATION OF PRUGS | F176' ‘

| reasonable and private access
and use of a telephone. This
! is evidenced by the

1 §483.20(d)(2)(ii), has determined that this |

; ‘f‘bllnwing'

T |

| _Although residents had-and—

— This REQUIREMENT Is not met as evidenced |

{ still do have access to the

oy ,
! Based-onobservation, resident and staff !

[ Interview, and medical record review, tha facility :
failed to assess 2 (#14, #23) of 3 sample !
residents who self-administered medications in ,
order to determine whether or not it was safe, '
| The findings were: ;
‘ 1. According to the 3/29/07 significant change |
 Minioum Data Set (MDS) assessment, resident
#23 was assessed as "medified independence !
{some difficulty In new situations)” with cognitive
skills for daily decision-making tasks. Observation \
on 7/17/07 at 3:27 PM revealed the resident had

| 4 soabby area on the outside of his/her right ear, |
| During the observation the resident stated s/he |

5 social service office phone, }
’ the hall phone will be moved '
| to a new location to ensure ‘
| residents have privacy, The |
! Administrator will review the

| success of the relocation of }
| phone at the resident council |
! monthly for three months

then quarterly theyeafier. The |
. results will be submitted to |
; the quarterly QA meetings

| |
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| The resident has the right to be free from any
i Physical restraints imposed for purposes of ‘
’ disoipline or oonvenience, and not required to
i treat the resident's medical symptoms. '
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F176] Continued From page 5 5 F 176! |
| applied a cream to the ear, and pointed to a small | ' |
| jar on the bedside table. The cream was labaled i i
| "AdaptSkin." A second observation on 7/18/07 at i |
3:40 PM showed a container of AdaptSkin and an |
| unlabeled jar of ointment, identified by registered | ’ F176 SELF |
| nurse (RN) #10 as A8D ointment with Zinc, were | i ADMINISTRATION OF
| On the residents bedside table, At this time the | DRUGS !
| resident stated, and the RN confirmed, that the , |
resident personally applied the cintment. Review | ‘ o Pl R .
‘ of the entire medical record failed to reveal an P 0 ;Ehlts i?mh_t.)é S_t,,”fr?s[ to ensure |
- .- -revaluation by the interdisciplinary team o~~~ i at all'residents Wlﬂ. b'e. |
I determine that self-administration of any type of | | assessed for the possibility of
‘ rgec_l{iﬁaat;%r; wtag gasgﬁ ptl;]actlc?i for clthis r;esid;ent. . i self administration of |
n ais + N8 acling airector o ! < medications in order to |
-Fnursi fir e evaluation. | o ' -
I[ nursing confirmed the lack of an evaluation determine whether of 1ot it is ‘
2. Review of the 5/17/07 admission Minimum ' safe. This is evidenced by ;
| Data Set (MDS) assessment showed resident | the following: |
i #14 was assessed as_having "modified — Tl e s o o
-~ |ndepandence"with cognitive skillsfordaly — 1 " Resident-#23-and-#Awill-e——
_i decisionsmaking tasks,Review of the physician's ; n?.‘m.dcn.i a3 anc% #14‘er]' be [———
— — — 6/13/07-orders showed theTesident was recaiving | ' assessed Lo_r t.hen abﬂzt}_/ to :
- o \ Fentanyl, Ativan, and Wellbutrin, Further review | i safely administer drugs in - |-
| showed the physician also_ordered-Orajel-for-the ‘ : orderto determine resident |
resident fo keep af the bedside and use as | ability to -
needed for oral pain. Review of the medical i oit tnf;nt ;ggtlm © tlo erep |
record showed no evidence the interdisciplinary | . Rimer oragel al |
l team had evaluated the resident to determine if ! jbeds1dp. Nurses will be |
‘ seif-administration of medications was a safe ; , inserviced on the procedure |
practice for him/her. On 7/19/07 at 2:46 PM, the | | and importance of assuring |
l administrator verified there lacked avidence of thei all residents are assessed fo
facilty a self-medication evaluation for this e r
resident, self administration of drugs.
F 221/ 483.13(a) PHYSICAL RESTRAINTS F 221 Also the need to monjtor

|
daily and documenpt usage |
and need for continuation of |
medication. The DON and

| medical records will audit aff |
| new admits and all other |

FORM CMS-2567(02-99) Previous Versiona Obgolate Event [D: QRD511
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I This REQUIREMENT is not met as avidenced

! by:

| Based on observation, staff Interview, and |
| medical record review, the facility fated to ensure |
| physical restraints were appropriately used for
| two (#25, #48) of four sample residents who were |
| restrained. The findings were:

resident #46 was lying in bed with a full side raf In |
| the raised position. The opposite side of the bed |
| was pushed up against the wall. At 3:50 PM, |
! CNA #4 lowered the side rail, in order to change
| the resident's disposable brief and then raised the |
| rail back up. Review of the resident's significant |

change Minimum Data Set (MDS) assessment |
| dated 3/9/07, showed the resident was restrainad.

| .|I1.Obser.vationon7/17/07-at—1~:40-P-M~revealed b

administration of drugs

‘ assessments. The results will
be presented to the |
i Administrator to be |

| ' 2’/ # J)

DOUGLAS CARE CENTER
DOUGLAS, WY 82633
x4yp | SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF GORRECTION I s
PREFIX | (EAGH DEFICIENCY MUST BE PRECEDED BY FULL ¢ PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR |.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE S
I ! i BEFICIENCY)
I \ t
F 221 | Continued From page 6 | F 221 I
| |
i

|
|§
:
|

submitted to the quarterly QA
meeting.

F221 PHYSICAL
— RESTMINTS‘ [V

This facility strives to enswure
all residents are assessed for
the appropriate need for
physical testraints. This will
be evidenced by the

DATI
i
I
| RV
[
I
|
i
1
i

~——followiing—————

[ —

- With-a-side-rail-daily-Furthermedical-ratorg———

::____|-review-shewed_—ne—evidence-that-an-aS'SE'S'Ement_ !

Resident-#46-wili-be have g

the resident's care plan showed the side rail was

,.f\:fer:uS&ef;the:side=rai|=wa-s:dorre.=l=urth@rmore,
. | 'supposed to have been discontinued on 5/10/08. |

L comprehensive side rajl

: assessment-completed and

| Interview with the director of nursing on 7/18/07 at |
i 1:28 PM confirmed the side rail restraint should :
I not have been currently used, !
| ‘

i 2. Observation on 7/16/07 at 1:15 PM during the |
Initial tour of the facility and on 7/16/07 at 7:45 PN
I revealed resident #25 had full side rails on |
I hisfher bed. A subsequent observation on 7/17/07 i
from 1:36 PM to 4,10 PM revealed the resident ]
| was in bed positioned on hisiher back with full |
| side rails raised on both sides of the bed. Review i
i of the medical record face sheet showed the !
| resident was admitted to the nursing home on
I,2I1 2/07. Further review showad the medical !
| record did not contain any Minimum Data Set I
l

added to the medical record.
! The full side rail will be

| removed and the

| recommendations of the

| assessment will determine

| need.

I

Resident #25 will have a
i comprehensive side rai]
i assessment and
comprehensive restraint

]
|
]
I
|
|
|
|
|
|
[}
———
|
! |
I
|
!
|
|
i
I
I
|
I
|
I
assessguent to determine the |

! least restrictive restraint |

FORM CM$-2567(02-99) Previous Varsions Obsolete Fvent ID: QRDE11
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| The facility must promote care for residents in a

| manner and in an environment that maintains or i
| enhances each resident's dignity and respectin
: full recognition of his or her individuality, . . . - |

1
483.15(a) DIGNITY |

I

| This REQUIREMENT is not met as evidenced

| by: ,

|| Based on observation and staff interview the
facility failed to promote various aspects of

| dignity during three of four meal service I

observations. In addition, based on observation .. . .

CENTERS FOR MEDICARE & MEDICAD SERVICES OMB NO, 0938-0391
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A, BUILDING
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B WING
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RE DOUGLAS, WY 82633
(%4} ID |’ SUMMARY STATEMENT OF bEFICIENGIES LI l’ PROVIDER'S PLAN OF CORRECTION R
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FUIL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE | coMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRIATE i BATR
| | | DEFICIENCY) |
] ! | |
F 221 Continued From page 7 b Fa221 |
| (MDS) assessments, or any other assessment to !
| justify the use of the restraint for this resident, i I
Interview with the director of nursing on 7/18/07 at| : ‘
f 2:10 PM confirmed an assessment for the use of | : medxcfﬂ record. The care |
| the side rails was not done. ! plan will reflect the results ‘
F 241 F 241 and added to the medical |

| record. The DON wi])
monitor and the results will
be presented to the
Admipistrator to be
submitted to the quarterly QA
meetings.

F224 DIGNITY_

——T| facllity. Staff Tailed to-knock-priorto-ntaring:f-—————

Thisfacility-strives-to-ensure

' resident rooms. The findings-were:

—— ',,fh,;ﬂ’f@*ﬂ.lt:yipromotc care for

[ meal for non-sample resident #43 was on the

; 1. Observation on 7/17/07 at 5:45 PM showed the '

residents in a manner and n
an u..uvirUlllnent that

‘| table waiting for the resident. Two other residents ;
were already at that same tabie, eating, Ate:10
‘ PM the activity director guided resident #43 from
the hallway to the table where his/her meal had
| been sitting, uncovered, for 25 minutes. When l
i seated, staff did not offer to re-heat the resident's |
tomato soup. In addition, the twe residents who ,‘
| were previously eating at the table were finished |
| and were no longer in the dining room. However, !
I the used plates, utensils, and cups remained on |
the table. The resident had to eat histher meal at
| the dirty table with no effort from staff to bus the |
| dirty dishes. i

||2. Obsetvation of the evening meal oh 7/16/07 :

| maintains or enhances each

| resident’s dignity and respect
in full recognition of his or
her individuality. This is
evidenced by the following,

\
|
F
|
|
!
|
1
|
1
|
|
|
|
|
i
|
The LPN, SSD, and all staff |
will be inserviced on the |
i importance of maintaining T
i dignity and privacy for l
| residents #9, #22, #25 #3n< |
' and #42 as wel] as all other ;

X,

FORM GM3-2667(02-09) Previous Versions Qbsolate Rvanl ID: QRDG 11
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| ! DEFICIENCY)
F 241 | Continued From page 8 _ F 241 |
from 8:50 PM to 6:15 PM ravealed nurse alde | . waiting for a response, The
#18, who was in training, stood, while she DON will monitor

assisted residents #28 and #32 with their meal, :
Puring the observation, the administrator asked: | compliance, Any non-

the nurse aide why she was standing instead of | compliance wil} be reported
sitting on the inside of the horseshoe-shaped to the Administrator for
table. The aide's response was that it was easier. . ’ further action.

1 On 711707 at 8 PM the administrator stated the | ' !
facility's expectation was that staff would sit while All nursing staff will be '

assisting residents with their meals. : | ¢ 1 _
: : inserviced on the importance

3. Observation showed certified nurse aide (CNA) : of sitting while assisting
#1 stood from 7:58 AM until 8:22 AM (24 minutes) : residents 1o eat. The charge

while assisting resident #31 with his/her mea, \ . _ . o
' The resident required tatal assistance, : l nuise and management team

: will audit the meal daily for
4. Observation during the lunch meal on 7/16/07, - - one month then weekly

the breakfast and evening meals on 7/17/07, and | | thereafter. The resulis will be
———theevening-meal-on 7:18/07-revealed the-meals—————————penoqpe

——-sarved to allTesidents were-|efi on serving frays.

Their dishes, glasses, and SIVerware remained Administrator-fo-be

| onthe fraysthroughoutthe-meal. - — - T “subrmitied 10 the. quarterty QA 5/“7
i : i | meetings. !

&_W.hiIe_ma.king—woundi.ound5-on—71f-1-6ﬂ07—f-rom 7

PM to 8:10 PM, observation revealed licensed _ s
practioal nurse (LPN) #6 walked Into the reoms of A new dining room
five (#9, #22, #25, #32, #42) residents without | : experience will be
first knocking or asking permission to enter, On | : iroplemented and rmeals will
7/18/07 at 4:20 PM the administrator stated her be delivered to the table and
expectation was that staff would knock and wait removed from trays for

e ! \ : m trays for those
| for permission before entering a resident's room, | who do not re quest nursing

! : . :
6. Observation on 7/17/07 at 4:35 PM showed two | ' staff will be inserviced on the
CNAs closed the door, pulled the curtain at the need to cover trays when the
foot of the bed, and changed the incontinence | residents are not in the dining

| brief for restdent#25 However, there was a gap '
between the end of the curtain and the closed | room a.fcer an extended .
door, During the procedure, the social service amount of time. Staff will :
designee entered the room without knocking and . offer to reheat the meals.

| . n191'm-v will.be ingendced an
FORM CM$-2667(02-29) Pravious Venslonz Obsolete Evenl ID: QRDE1 Fﬂcllli}r 1D V‘E{?@ﬁeed to profcsstlfﬁﬁlﬂ[?“ﬁlfﬁ' sheet Paga 2of78
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< : DEFICIENCY)
F 241 | Continued From page 8 C Fast|

stated he was "counting concentrators.”" Upon
entering, the SSD glanced through the gap and

was able to observe the resldent exposed from | | tables to ensure tesidents

the waist down, i dieni d d dini
F 242 | 483.15(b) SELF-DETERMINATION AND | Fas2 ignity and enhanced dining
$s=D | PARTICIPATION : experience. The Dietary
o Manager and Administrator
The resident has the right to choose actn;:\ﬂzs, . will monitor for compliance.
schedules, and health care consistent with his or | The results will be submitied ‘
i , assegsments, and plans of care; 1C TESULS Wil be sU ml]:te
her Interests, & e P ! to the quarterly QA meetings, | 8/3 Yo7

interact with members of the community both
inside and outside the faclilty; and make choices -
about aspects of his or her life in the facility that

| are significant to the resident,

?;242 SELF-DETERMINATION

This REQUIREMENT is hot met as evidenced ND PARTICIPATION
by:
= ———| Based-on-observation-and-resident-and-stafft — LI‘hls “facility=strivestorhonor:the=——=—==" - | -

1.

interviews, the facllity Tailed to Nonor the personal srsonal Prefarance s i
' preferences for sleep sohedules in-fortwo (#18, personal prefetenc sfor-sleep S

#37) of nine sample residents scheduled tobe | o schedules-in- -eonjunetion-with-the
gotten up in the early moming. The findings wers: . ining experience. This is

On 717107 at 7:48 AM two certlfied nurse aides
(CNAs) reported the night shift had a list of

LEfldcnced by the fo]lgwmg—i
residents to get up before the day shift came on

Resident #18 and #37 will be asked

at 6 AM. Interview with the acting director of . their preferences for being assisted
nursing (DON) on 7/18/07 at 1:32 PM confirmed n gettmg ready in the morning for
the list. Thetacting DON sta‘te"d irr\le residents Hining. All residents/family will be
gotten up at § AM were usually those who were
awake a?wd wanted to get, up such as residant %wen tl'_x;hchmce as o ;vakc up
#18. The following concerns related to failure to imes. These times will be put in
follow resident preferences were identified : the resident care plan and added to
a, Observation on 7/17/07 at & AM revealed the medical record. AJ] stalf will
| resident #18 was awakened by cartified nurse - be informed to these care plan

| aides (CNAs) #13 and #14, showered, dressed
for the day, and then placed baok In bed The
l resident repeatedly stated throughout the

times and inserviced on the

i [
FORM CMS-2607(02-08) Previous Varsions Obsolete Event I0: QRDG11 Facility 1D: WYQD16 if continuation shee{ Page 10 of 78
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F 242 | Continued From page 10 | F 242 |importanc_e of the resxden't' s right to
procedures, "l don't like this. | don't like this.” 1 wake up times, The administrator
When asked what s/he didn't like, the reslldent ‘ Iwﬂl review the morning schedules
revealed s/he didn't like getting up so early. i ot resident counsel for three months
b, Observation on 7/17/07 at 5:30 AM ,atafﬁ "y o orly thereafior. The
revealed CNAs #13 and #14 awakenad resident | iall enq y th .
#37, got the resident dressed, and then up for the | results will be subm%tted to the
day. When asked If it was his/her cholce to rise | iquartenly QA commitiee, 5/3 y
| early, the resident responded, "No," ‘ ! @i
F 254 | 483.156{n}(3) ENVIRONMENT- LINENS | F 254,
55=B |
The facility must provide clean bed and bath ‘ 51254 ENVIRONMEN-LINENS
linens that are in good condition. i ;
| The facility strives to provide clean
. , bed and bath linens that are in good
ESIS REQUIREMENT Is not met as evidenced ! c,Lm dition. This is evidenced by the
Based on observation and family and staff : following.
| interview, the facility failed to maintain a sufficient | |
— — — _qguaniiy-0Llinento-provide an-adequatesuppifor——_— _'hetacili-hascontracted swthan — ——| — — -
1(#44)-of 11 sampleresidentswhoTesidedinthe — o 1t o ontractor-to-do-laundry-and e
fagllity at the time of the survey. The findings ; ' WIaundrya{lu o
| were: : ; housekesping services. INeW lifen
Has been ordered on 8/3/07. The
g&ing fz cﬁnfldentf; ':‘f;"fwfﬁ" fgl BI'OhT gft2 llfglmw willmonitor rreed
, a family member stated s/he often had to . :
request clean towels, washcloths,’and bed linen '1.' . contglues‘repiagglxpevn? of IO.St
for histher loved one, who was In the facility. ‘_ men an n(')tlfy. Injstrator in
Although the specified resident denied any | arder to maintain adequate supply.
cﬁncerg.?h observation oln ?-!1?{]07 at 7;:2¥ AM l dequate staffing hours will be
| showed there were no clean chair pads for ihaplemented in order to allow
another resident #44), Interview with certified . 1&11131 dr be; ilable O.e ]'.lg fleim
nurse aide (CNA) #3 at the time of the | Aaundry alladle to resicems 4
observation revealed laundry was not done after | a’.‘! times. The DON or designee
' 2:30 PM, and the afternoon staff frequently ran ' vill monitor for any linen shortages
out of clean linens until it was completed the next | and report findings to the
day. In addition, on 7/17/07 at 3:45 PM CNA #16 { rming . . apd]
confirmed they "sometimes” ran out of linens, | f?aw%ﬁﬁmg E?re ﬁ‘“‘}f&,ﬁf 1;1?:1 by g%, %}
F 272 | 483.20, 483.20(b) COMPREHENSIVE F272: 7
Sg=F | ASSESSMENTS .

FORM CMS-2567(02-89) Previous Veralons Obsolete Event 1D; GRDE1
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| The facility must conduct initially and periodically |
' a comprehensive, accurate, standardized

| reproducible assessment of each residents 1
functional capacity.

" A facility must make a comprehensive ‘
assessment of a resident's needs, using the RAL |
specified by the State. The assessmentmust
include at least the following: i
|dentification and demographic information;
| Customary routine; !
Cognitive patterns;

Communicattorn; |
Vision; :
Mood and behavior patterns;

Psychosoocial well-being; |
 Physical functioning and structural probiems;

DOUGLAS CARE CENTER DOUGLAS, WY 82633
SUMMARY STATEMENT OF DEFICIENCIES I o | PROVIDER'S PLAN OF GORRECTION I oy
é’é“g.:'& | (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULR BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} f TAG CROSS-REFERENCED TO THE APPROPRIATE ‘
i ! DEFICIENCY)
F 272 Contnued From page 1" F 278272 COMPREHENSIVE

|
ASSESSMENTS |
i
This facility will ensure that each ‘:
rbsident will conduct juitially and |
periodically a comptehensive,
aceurate, standardized reproducible
alksessment of each residents
finctional capacity, This will be
atcomplished as follows:

Resident #25 \w/1)heffin MDS
agsessment completed and the
nutritional assessment including the
caloric and protein needs added to
t}J_ae resident’s medical record. All

“Confinence; —— —— — _— T

charts v e audited-(o-ensure

Disease diagnosls.and health condifions;—

1 Dantztand-notritional-status:

that-each-resident-has-a-completed

: 8kin conditions, :
Activity pursuit; i

Medlcations;

 Special treatments and procedures; .
Discharge potential; !
Documentation of summary information regarding !
the additional assessment performed through the |,
resident assessment protocols; and ;
Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced ‘
by:

Based on observation, medical record review,
staff interview, and review of policies and
pracedures, the facility failed to provide !
comprehensive assessments in various areas for

|10 (A3 #140425 424, 925, 402, HL A4, |

Mﬁ%assessmcut frtheirmedieal—
record and that all residents at risk
fbr-skin-breakdown-and-pressure

ulcers have the caloric and protein
nlEeds documented on the nutritional
assessment by a registered dietician.
Fﬁve resident medical records will be
audited by the DON or designec
weekly times four weeks then
m;.onthly until three consecutive
months of 100% compliance is
achieved then quatterly thereafier,

¢ audits will be presented to the '
Administrator to be submitted at the

1 |

FORM CMB-2687(02-88) Previous Verslons Obsclete Evenl 1D QRDE41
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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EFICIENCIES ' o PROVIDER'S PLAN OF CORRECTION (x5
éﬁ'fg’;& (EAcg-'i’ ggﬁ@?ﬁ%ﬁ’hﬁt’f@ TBEO ;RDECEDED BY FULI, © PREFIX {EACH QORRECTIVE AGTION SHOULD BE CoMPLETION
REGUIATORY OR LSC IDENTIFYING INFORMATION) I TAG CROSS-REFERENCED TO THE APPROPRIATE
TAG | DEFICIENCY)
F 272 | Continued From page 12 F 272{‘uarterly QA meetings. $/e/ /r:?
5) of 11 sample residents who resided In the
facility at the time of the survey. The findings Resident #24, #44, and #32 have had :
were: | current skin assessment completed
1. Review of the medical record face sheet for | ?Il“d added to their g‘;d(;caltf"ord- .
resident #26 revealed s/he was admitted to the | |11(-> re§1dcnt was addex to the woun
nursing hame on 2/12/07 with diagnoses : and skin care rounds list for weekly
- Inciuding right heel osyeomyeiitig, contraptures of | assessments by the wound and skin f
pejonssimine s et S, | e commite A Skinng
malnutrition, an : P
addition, physician admission orders dated | ound Care Protocol” wilibe
2/12/07 showed there was a Stage [V pressure ‘ presented to the medical staff for
uloer on the resident's right heel. Further medical approval then put into effect
record review showed there were no P:Ijli?umhum immediately. All resident’s with
Data Set (MDS) assessments inciuded in the wound and skin-care have had a
record. Interview with the acting director of | | hensi i
nursing | completed compre ensive skin
(DONY oh 7/18/07 at 2:10 PM confirmed there assessment added to their medical r
{==—=—"wereno-MDS-assessments-compieted-forthe— récordand-will haveonedong———=—=—_ | -
rresident-The-most-currentskin-assessment was— 7p'tar_md1cal:ly_’l."xereattﬁ‘ﬂﬁ:ﬁemrgr E
— — |-dated-6/3/07 and showéd the-resldent-had three - e e s e .
Stage ” and ane Stage i preSSUfe l.”cel's. \-LIG-:uEqu WIH:a.ﬂ(_:ul. il lhuw.uucu
Observation on 7/16/07 at PM confirmed the récords for residents with wound and
resident still-had-a-Stage-h-pressure-uleer-on-the skin-care-for-timely-assessment
coctx‘:‘yx area, In addittiog, sh;‘* 2“;10:}0?('-‘;2?;‘ completion. for four weeks then five
nutrition assessment, date 5 , 21 g
completed by the registered dietitian, did not bedlcal tr.ecords ’;Ef““*??’&éﬁ&"l three
: indicate the resident's calorle or protein needs. consecullve monts o °o
Refer to F314 for further details regarding thls | compliance then quarterly thereafter.
resident's pressure ulcers. ! e audits will be presented to the
: : dministrator to be submitted at the
2. Review of the medical record revealed resident uarterly QA meetis mitted at th
#24 was admitted to the facllity on 8/10/06 with q y Ngs. P /
diagnoses of dementia, renal insufficlency, and a | 7 %J-?
history of a hip fracture, Review of the 9/5/08 | sident #13 has had a
admission [¥IDS ass}est,smeint revealed ]the comprehensive assessment for
presence of several stage | pressure ulcers on AT ? ]
the resident's coccyx, buttocks and left heel. The | ADL’s, bowel and bladder
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(XY ID | SUMMARY STATEMENT OF DEFICIENCIES ! iD | PROVIDER'S PLAN OF CORRECTION | 1%5)
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! , DEFIGIENGY)
F 272 | Continued From page 13 ' F272incontinence and pain completed
confined to a wheelchair and required total , and added to their medical record.
assistance for activities of daily living. i The ADL. Bowel and bladder
The most current skin assessment was dated ihcontinence, and pain assessment

12/2/06 and showed the resident’s pressure ulcer | forms and policy and procedures for

was healed, However, according to the ! éa

documentation, a pressure ulcer reappeared ch have been reviewed and

sometime in May 2007, A physician’s order dated revlsed The nursing department wi#/ be
5/31/07 for a consuit with physical therapy in { inserviced .

order to care for a "fight gluteal stage two

docubilus.” Review of the most recent entry inta lon these policies, All residents

the facility's "wound” book dated 8/23/07 i who trigger for these comptehensive
confirmed the resident was being treated fora . a!ssessments in these areas have had

pressure ulcer, however, a skin assessment assessments completed and added to
addressing the new pressuredulcer acquiredin Lhe1r medical record. The DON ot

| May was not found in the resident's medical

record. On 7/19/07 at 2:50 PM the administrator | demgncc will audit all appropriate

stated she was also unable to locate any further ! rasxdcnt medical records weekly for

information, Refer to F314 for details regarding four weeks then monthly thereafter.

-~ — = — thepressureicorsT—————————— —The-audits-will-be-presented-to-the—————

Hdmiﬁtstrator 0] b&sulmntled tothe

- — - |-3,Observation en 7/18/07 at 1,20 PM revealed

resident #32 had two Stage Il pressure Ulcers on |
the buttocks. Review of the resident's medical |

i
record-revealed-the-most-current-skin : Resident-#14-has-had-a —
assessment was a Braden Scale pressure ulcer comprehepsive assessment for
risk assessment completed on 3/16/07. This . : . ] o
. assessment showed the resident was at low risk ) urinary incontinence and pressure

for pressure ulcers. Inferview with the nursing | uloers completed and added to their
home director on 7/19/07 at 9:45 confirmed this . medical records. This resident will
was the most recent skin assessment, There was Be included in the bowel and

a nurses' note dated 7/9/07 at 10 PM which

. documented, "... stage Il on each buttocks...." |
The facllity was unable to provide evidence of an |

assessment related to the current pressure

bladder, and skin care audits to
rhonitor for completeness.
|

. |
ulcers. Refer to F314 for additional information Resident #23 has had all significant
related to this resident's pressure ulcers. chanpes made to their

4, Observation on 7/18/07 at 2:25 PM revealed | comprehensive MDS assessment
resident #44 had two Stage |l pressure Ulcers on | |

]
FORM CMS«2587{02-89) Pravious Verslons Obeclets Evenl ID:ORDEN Facility iD: Wynaie If continuation sheet Paga 14 of 78
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the sacral area, Review of the resident's medical

record revealed the most current skin

! assessment was dated 12/8/08. The first .

documentation of the current pressure Ulcer was |

a fax sent to the physician on 5/30/07. Interview |

with the nursing home administrator on 7/19/07 at :

8:45 AM confirmed there were no other skin

' assessments found for this resident, i
Refer to F314 for further details refated to this |

resident's pressure ulcers. :

5, According to the 4/5/07 admission MDS

: assessment, resident #13 triggered for ,
: comprehensive assessments in the areas of |
activities of daily living (ADLs), bowel and bladder
incontinence, and pain. Medical record review
showed these assessments were lacking. _
Interview with the acting DON on 7/18/07 at 10,

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
[ e
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%) MULTIPLIE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING .
535040 B. WING 07/19/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4108 BIRCH STREET
DOUGLAS CARE CENTER DOUGLAS, WY 52633
SUMMARY STATEMENT OF DEFICIENCIES D ! PROVIDER'S PLAN OF CORRECTION (X5)
é’é@.:'& {(EACH DERICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE OOMPL;{‘EETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bA
! DEFICIENCY)
- Il
!
F 272 | Continued From page 14 . F 273«{!11.11 agsessments on cognitive loss
|

clommumcamon, mood, ADLs
pressure ulcers, and urinary
jhicontinence completed and added
to the medical record. All resident
Ejledmal records have been audited to
nsure that all residents with
significant changes have had their
omprehensive MDS assessments
with all required assessments
completed and added to their

edical record. The DON will audit
il restdent medical records with
significant changes for updated
comprehensive MDS assessments for
four weeks then monthly until 100%

[~ == = AMconfirmed these assessments-had-not-been—-y~-— '—'-"-""domphancc forthree-consecutive—— -~~~ | -

mell..u..\.l .

I

—_rhonths-then-quarierly-thereafiet,—

8. Review of the 6/3/07 face sheet showed i
resident #14 was admitted with diagnoses which !
-ineluded-cancer-general-muscle-weakness;
malaise and fatigue, dysphagia), and malnutrition.
. Review of the 6/17/07 admission MDS
assessment revealed resident #14 iriggered for ‘;
comprehensive assessment in the areas of |

pressure ulcers and urinary incontinence. Review :
of the Resident Assessment Protocol (RAP)
module for pressure ulcers showed none of the
aforementioned problems were considered as
causative or contributing factors for the Stage 1

. pressure ulcer on the resident's coccyx. Further
review of the medicai record showed an
assessment for urinary incontinence was lacking.
Interview with the acting DON on 7/18/07 at:8:50
AM confirmed there were nc comprehensive
assessments for pressure ulcers or urinary

|
i
I
|
!
h
|
|
i

—— ——quarterly- QA-mestings: _— -

he-auditswill-be ad ta dlan
LA ALY U JJI UDVIJI-\IU WA

Administrator to be submitted to the

Resident #46 has had all significant
c'hanges made to their
domprehenswe MDS assessment
v\fith assessments on ADLs,
dehydration, nutritional status,
ulrinary incontivence, falls, pressure
Icers, visual function and
ommunication completed and added
to their medical record. This
rllcsident will be included in the audits
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F 272 | Continued From page 15 * Fo7of comprehensive MDS assessments
incontinence. . or significant changes.
7. Raview of the 3/28/07 significant change MDS ' Resident #41 has had all significant
assessment revealed the facility determined c!hanges made to theis
resident #23 required comprehensive "
assassments for cognitive loss, communication, .mprehenswe MDS a,sse.ss.ment
mood, ADLs, urinary incontinence, paln, and ith assessments on cognitive
pressure ulcers. Raview of the assessment ll)ss/dclirium, mood, bowel and
information for cognitive loss, ADLs, pressure : bladder incontinence, and activities

wloers, and urinary incontinence showed it was dompleted and added to their

continued from the previous admission and : ; . )
significant change apssessments of 7/24/06 and hedical record. This resident will be
9/19/086, respectively. During those time periods included in the audits of

the resident was admitted for recovery frem a hip comprehensive MDS assessments for
fracture and later hospitalized for another surgery. s!i gnificant changes.

Although the current information had changed, no !
changes were made to the original answers of

. 7124106 for both the 9/19/08 and 3/26/07 1{ Resident #5 has had further :
-~ [sighificant Thiange assessments. Farthermore, ™ 1 ~ — assesstentson cognitiverloss,;mood - |~ - _
E—— r—-'as_s_f.-.a_s_s_mmsif'orcom’mun'i'cati:onrand:mood:.w.e:.e......—... - state, ADLs,-dehydration, nuttitional - Sz

: on 7/19/07, the administrator -

" confirmed the facility was unable to locate , po ey Y e
' assessments for communication and mood ; psycholropltf drug use completed and
- — ——lstatus— —— —— dded-to-their-medical-record—All—— —-f-— -

. . thsident medjcal records will be
8. Review of the 3/9/07 significant change MDS !

assessment for resident #46 showed triggered dudjted for completion of all MDS

areas that required further assessments included: | triggered assessments. The MDS
activities of daily living, dehydration, nutritional doordinator or designee will audit all
status, urinary Incontinence, falls, pressure rL:sident medical records with

ulcers, visual function and communication. ; quarterly MDS assessment for

Medical record review showed there was no

evidence of further assessmeants completed for completion of all triggered

the above mentioned areas. On 7/19/07 at 2:60 | assessments for one year. The audit
PM the nursing home administrator verified there | will be presented. to the
were no assessments to be found. | C{Administrator to be submitted to the
9, As determined by the facility in the 4/8/07 parterly QA meetings. y/ ‘
significant change MDS assessment, resident | , i g%&
: | |
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_[‘Afacility. must conduct.a.comprehensive.

Continued From page 16
#41 required comprehensive assessments for

incontinence, and activities. Review of the
medical record revealed comprehensive
assessments in these areas were lacking.

" 10. Review of the 6/2/07 admission MDS
assessment for resident #5 showed triggered
areas that required further assessments included

| dehydration, nutritional status, urinary
Incontinence and psychotropic drug use. Medioal
record review showed there was no evidence of
further assessments completed for the above
- mentioned areas.

483,20(b)(2)(il) RESIDENT ASSESSMENT-
WHEN REQUIRED

| cognitive loss, moad state, activities of dally living,

cognitive loss/delirum, mood, bowel and bladder |

|
E

i
|

F272|

o

274 RESIDENT ASSESSMENT-
VHEN REQUIRED

= |-assessment-of erresident within-14-days-afterthe-+ - --—'Fhi'Sffaci-lrity-strives%rensur_é.—'é; -

faeility-de es—orshoul

mines—orshould-have de!
that there has been a significant change in the
resident's physical or mentai condition. (For
plrpose of this séction, a sighilficant change

. means a major decline or improvement in the
resident's status that will not normally resolve
itself without further intervention by staff or by
implementing standard disease-related clinical
interventions, that has an impact on more than
one area of the resident's health status, and

[ requires interdisciplinary review or revision of the
care plah, or both.)

This REQUIREMENT is not met as evidenced
by:

Based on observation, medicai record review,
staff interview, and review of the Resident
Assassment Instrument (RAI} manual, the facllity

- --fiwi—lity-- determines that there has -

ive-assessment-of-each

résfdéht within 14 days afier fhc

been a significant change in the
resident’s physical or mental
condition. This will be accomplished
by the following:

lé'.esident’s #44, #24 will bave their
MDS assessments updated to reflect
all significant changes and added to
their medical records. All triggered
agsessments have been completed
ahd added to the medical record.,
This resident will be included in the
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falled to conduct significant change assessments | audit for comprehensive MDS
for 2 ( #44, #24) of 8 sample residents who a,ksessments for significant changes. .
experlenced significant changes of condition. The L i
" findings were: : _ &/ 3 /07

|
According to the "Revised Long Term Care | !
Facillty Resident Assessment Instrument User's
Manual" version 2.0, revised March 2007, "..Any |
decline in an ADL [activity of daily living] physical | i
functioning area where the resident [s newly ‘ i
coded as a 3 [extensive assist], 4 [total ‘
dependence], or 8 [activity did not ocour] for item )
G1A [physical functioning and structural
problems, self - performance]....Rasident's
incontinence pattern changes from ¢ [continent]
or 1 [usually continent] to 2 [occasionally
. incontinent], 3 [frequently incontinent], 4
lincontinent]...Emergence of a pressure ulcerat | !
Stage | or higher, wheén no pressure dlcers were |

."--- - : ..___:prgvjQuslyiprgsent:_at:S;tag_e:_l'i:_o@h_[ghgrﬁ"ﬁ?&'..'.'7._..: — — = — - " — - -
decline in two or more areas would ¢onstitue a '

significant change, The following conocerns with
failure to complete required significant change
| -assessments were noted: r
a. Review of the quarterly Minimum Data Set
{MDS) assessment dated 12/26/06 for resident
#44 revealed s/he required limited assistance for
bed mability (2), extensive assistance for
ambulation (3}, was continent of bowel {0}, and
usually continent of bladder (1}, Further review of : ,
a quarterly MDE assessment dated 3/9/07 '
revealed the resident declined to a 3 in bed
mobility, was an 8 for ambulation, a 3 for bowel i
continence at 3, and a 3 for bladder continence.
Based on these documented deglines, the 3/9/07
assessment met the criteria for a sighificant : i
change assessment. Interview an 7/19/07 at 945 |
AM with the nursing hame administrator ;
confirmed the 3/9/07 quarterly assassment

i
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should have been a significant change
' assessment, j

Medical record review revealed the last MDS |
assessment completed for this resident was _
' dated 3/9/07, A physician's order dated 5/31/07 |
showed, "Physical therapy to provide wound care |
to sacral stage Il decubitus.” At the time of the '
- survey, six weeks later, a significant change MDS |
assessment had still not been completed. f
Observation on 7/18/07 at 2:25 PM confirmed the
resident had two stage |l pressure ulcers on the
sacral area. Interview with the nursing home ‘
administrator on 7/19/07 at 8:45 AM confirmed a .
significant change MDS assessment should have
been completed for this resident. i

b, Review of the medical record revealed ; :
resident #24 was admitted to the facllity on ! :
8/10/06. Review of the 9/5/06 admission MDS
_ _ _| assessment revealed the presence of several

stage | pressure ulcers o the resident's coceyx,
b iaw of the medical

record revealed the pressure ulcers were healed
as of 12/9/06, A quarterly MDS assessment,
dated 3/16/07, confirmed the resident remained
free of pressure ulcers. However, review of the
medical record revealed a physiclan's order dated
5/31/07, that requested a physical therapy consult |
to care for a "right glutez stage two decubitus.”
Raview of the rasident's medical record revealed
there was no MDS assessment conducted
reflecting the change in resident's pressure ulcer
status, Interview with the MDS coordinater on
07/18/07 at 3:00 PM verified that a signifizant
change assessment should have been
completed, |
F 276! 483.20(c) QUARTERLY REVIEW ASSESSMENT | F 276.
88=E | ;
. A facllity must assess a resident using the ‘ |
l quarterly review Instrument specified by the State |
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and approved by CMS not less frequently than iFQ?G QUARTERLY REVIEW
once every 3 months. | ASSESSMENT
|
This REQUIREMENT is not met as evidenced This facility strives to ensure that
by: ! iall residents have ap assessment
Based on medical record review and staff '. tusing the quarterly review
interview, the facility failed to complete quarterly | instrument specified by the State

assessments for 4 (#13, #23, #32, #41) of 11 L

sample residents who should have had them. The land approved by CMS not less

findings were: ' ’ﬂequemly than. once every three
; months. This will be evidenced by
According to the December 2002, Centers for the following:

Medicare & Medicald Services (CMS) Revised
i_ong-Term Care Resident Assessment

Instrument (RAI) User's Manual, Version 2.0, | [Residents #13, #23, #32, and #41

unless complete RA| assessments are required, will have their quarterly RAI !
: quarterly Minimum Data: Set (MDS) assessments icompleted and added to their
- _ | must be provided every three months forall - " imedical record. Allresident

—[residents. Every thrée months s further defined "4z dica} records will be audited to

" as no more than every 92 days. Failure to follow

- ; = L . S— FA PSRN, . ) o pmammidimaie e _
this requirement was identifled for the following ensure-that cach-has had-aquarterly

residents’ RAJ and that is added to their
a, Medical record review revealed an ' medica) records, The DON or
admission RA| assessment was completed on ‘designee will audit 5 charts per

* 4/5/07 for resident #13, However, a quarterly ‘ o ‘

MDS assessment had not been completed as of week for four weeks then monthly

7117107, an elapsed time of 103 days. ‘ until three consecutive months of
b. Review of the significant change RAI 100% compliance then quarterly

' assessment for resident #23 revealed it was : thereafier. The audits will be

i completed on 3/29/07, However, a quarterly i 4 s
assessment was lacking when the record was presented to the Administrator and

reviewed on 7/18/07, 110 days later, submitted to the quarterly QA |

¢. Medical record review showed resident #32 . meeting.
had an annual MDS assessment completed on |
3/8/07. This was the iast MDS assessment in the ’ |
resident's medical record. At the time of the 1 ! 7401
survey, 128 days had elapsed since the iast '
assessment. \nterview on 7/19/07 at 8:48 AM with |
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the nursing home administrator confirmed the last | !
assessment completed for the resident was
i 3/8/07, and a quarterly assessment should have
been ¢completed when it was due. '
d. Record review revealed a significant
change RAI assessment was completed for
resident #41 on 4/8/07. Further review showed a
quarterly MDS assessment was ‘acking on ;
7/18/07, a time period which exceeded the i
allotted 92 days. '
During an interview on 7/18/07 at 12:40 PM, the :
MDS coordinator stated If an assessment was not} |
in the record, then she had not done it yet, She i
also stated all completed assessments were filed,
" | and there was nothing waiting to be finalized. |
F 278 483.20(g) - (j) RESIDENT ASSESSMENT F 278
S85=E , .
The assessment must accurately reftect the i iF278 RESIDENT ASSESSMENT \
_C Ilresdentsstatus; T T T . c o L L Dl .l __ . |
_ - . . T 1 " 'O . e th
___ A registered nurse must conduct or coordinate :T S factiity stuvei} 0 enfmi? t‘l}.at a
each assessment with the appropriate i “"E’J‘Ste. ved-mirse-witl COHGUSL oL
participation of health professionals. ' coordinate each assessment with
. ‘ :the appropriate participation of
Qs':e?s‘:ﬁ’:n‘: ;‘S“(';i?n”"":fé:'gn and certify that the | |health professionals. A registered
_ ‘ pieted. ‘nurse will sign and certify that the
. Each individual who completes a portion of the | assessments 1s completed and each
assessment must sign and certify the accuracy of \ individual who completed a portion
that portion of the assessment. | |of the assessment must sign and
' Under Medicare and Medicald, an individual who | _cer?fy the acouracy of the portion
willfully and knowingly certifies a material and | °f_" he assessment. This .Wlll be
false statement In a resident assessment is evidenced by the following:
subject fo a civil meney penalty of not more than
$1,000 for each assessment; or an individuaf who | Resi
o \ ' { .Residents #13, #14 32, #
willfufly and knowingly causes another individual | I 411 and # 44 ’ 1 }’1#23;1# ‘Zﬂpf[g)Bs’
to cerfify a material and false statement in & i ’ " 44 Wil have thelr
resident assessiment s subject to a civil money assessments completed and
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F 278 | Continued From page 21 F 278 updated. All individuals who
’ penalty of not more than $5,000 for each | complete a portion of the
assessment, ; assessment will sign. and certify the
, | c cir pottion.
Clinical disagreement does not gonstitute a a‘f‘ff{)a y‘of thf ﬂomr(:,l},e??h
materiaf and false statement. will be signed and cettified for
completion by a registered nurse.
, | These assessments will be added to
"tl;his REQUIREMENT is not met as evidenced their medical record. All resident
y: : N e andited for
Based on review of medical records and staff | imedical records will be aud_‘tled for
interview, the facility failed to assure assessments lcompletion and accuracy of the
were accurate for 7 (#13¢ #14,%23, #32 #33, ‘ MDS assessment and that all
(#447 of 10 completed open resident records individuals who complete a portion
The findings were: | of the assessment will sign to
1. Review of the 5/17/07 admission Minimum | [certify the accuracy of the
Data Set (MDS) assessment for resident #14 -assegsment and a registered nurse
showed the following 'nacgwa‘f%si will sign to certify its accuracy and
- a. "Section AD: Face Sheet Signatures” was completion. The DON or desienee
== =Inot signed or dated. In-addition; thedate of gy~ : wsll&d_lt’S ,—;;E:}-f‘d—- t medica l‘lgn" Lo s
| was listed as 5/2/07; the date of admission on the will andih 5 resiaent medica
face sheet showed the resident was admitied on recordsper-week-for-four-weels
5/3/07. _ then monthly until fhree
Tnoss acione are for the atsrered niree (RN) conseattive monts of L00%
I v i a
coordinator for the assessment process and the | (I‘ionzupliance then q,u?u‘tcr]‘y
person completing the care plan decision, ' thereafter. The audits vyﬂl be
respectively. Furthermore, neither the care presented to the Administrator to
planning decisions or the location of information | be submitted at the quarterly QA
were indicated. ; meeting. %/
o, In "Section P. Special Treatments and 77
Procedures," the resident was coded as receiving | i
_hospice services. However, interview with the I
acting director of nursing (DON) on 7/16/07 at =
3:30 PM revealed no ane at the facility was
receiving hospice care as that service was not
provided,
d. Section R2a, the section for the signature .
of the MDS coordinator, verifying complation of ' :
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the assessment, was not signed,

I
‘ I
2. Review of the 4/6/07 admission MDS | ,
assessment for resident #13 revealed Section AD |
was not gigned of dated. In addition, the location |
of assessment Information was not indicated in }
Section V. \
3. Review of the 3/29/07 significant change MDS 1 !
assessment for resident #23 revealed the
following concerns with accuracy. | |
2, Section V lacked the oare plan degcision for -
all triggered areas or the location of assessment |
information for some of the comprahensive | ;
assessments. '
b. The resident was coded as no significant |
weight loss, However, according to the record,
the resident lost over 20 pounds in & months, a
_loss of moie than 10 percent in 180 days.

4. Review of the 04/19/07 gquarterly MDS

assessment for resident #33 showed that the |

"Section R. Assessment Information” tacked the |
sighature of the person who coordinated the

assessments, Interview with the MDS cocrdinator |
' on 07/16/07 at 4 PM copfirmed the missing R2 |
signature. 1 !

5. Medical record review revealed an annual MDS |
assessment for resident #37 was dated 3/8/07 at ’ '
Saction R2b. In addition, all signaturés under AAB i
were dated 3/9/07.

6. Review of a quarterly MDS assessment for |
resident #44 showed the R2b date was 3/8/07,
and all signatures under AA8 were dated 3/9/07.

7. Section V for the 4/8/07 significant change
MDS assessment for resident #41 lacked the

i ; 1
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care planning decisione and the location of | '
assessment information. ! I

4:10 PM revealed she was aware the care :
planning decision and location of information at | |

Section V needed to be completed; she just did :

not do it. In addition, she verified Section Vwas |

not signed by the RN coordinator. Furthermore, '

she stated that areas not signed were because |

the assessments "probably got filed" while she

' was waiting for signatures, According to the ;

December 2002, Centers for Medicare & !

Medicaid Services (CMS) Revised Long-Term ‘

Care Resident Assessment Instrument (RAI} i j

User's Manual, Version 2.0, "The RN coordinator '

must not sign and attest to completion of the: ‘

‘assessment until all other indlvidual team

| members participating in the assessment have '

| finished their portions of the MDS; The— — - - - e
aforementioned raference further instructed that

|
Interview with the MDS coordinator on 7/16/07 at | i ‘
|
|

Sections AD, R2a, and Vb 1 and 3 must be 1
signed, the care plan decision and the location of | ;
assessment information must be indicated in ‘
| Section V, the MDS should be completed !
accurately, and Section R2a and R2b must not be|
sighed and dated before all other sections are
completed, | '
F 279 | 483.20(d}, 483.20(k)(1) COMPREHENSIVE
‘ !

58=D | CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's ,
comprehensive plan of care. | |
The facility must develop a comprehensive care ; i
plan for each resident that includes measurable | ‘
objectives and timetables to meet a residents !
medical, nursing, and mental and psychosocial I |

i
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| needs that are identified in the comprehensive
| assessment.

|, The care plan must describe the services that are |
to be furnished to attaln or maintain the resident's E
highest practicable physical, mental, and
| psychosocial well-being as reguired under '_
| §483.26; and any services that would otherwise |
be required under §483.25 but are not provided
| due to the residents exercise of rights under !
I §483.10, including the right to refuse trestment |
| under §483.10(b)(4). i

|

l This REQUIREMENT is not met as evidenced |
by:

‘ Based on observation, medical record review, [

and staff interview, the facility falled to develop

| comprehensive care plans related to assessed |

B aFalal

| areas of concern for 2 sample (#1
: h , o

esiden ndings were:

=Tt

Set (MDS) assessment showed resident #14 was
| assessed for cognitive impairment. However,
review of the care plan revealed the problem of
| cognitive impairment was not addressed.
| Interview with the administrator on 7/19/07 at3 |
| PM confirmed the facility had not developed & |
| care plan for impalred cognition.

| 1. Review of the 5/7/07 admission Minimum Data |

| 2. Review of resident #15's medical record |
| revealed a history and physical form from a |
i previous facllity, dated 5/1/07, that stated the |
resident smoked three packs of cigarettes a day. |

‘ The admisslon nursing notes from the facility,
dated 6/11/07, documented the resident as a 1
smoker , A smoking data collection and :
‘ assessment, dated 6/19/07, determined thatthe !
|

4, #24yandone| -~ -

1279 COMPREHENSIVE CARE

IPLANS

]This facility strives to ensure that ‘
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‘we develop a comprehensive care
| N ‘
iplan for each resident. This care

iplan will include measurable

objectives and timetables to meet a
iresident’s medical, nursing, and

mental and psychosocial needs

lidentified in the comprehensive
assessment. This will be evidenced

by the following:

iiResidem #14 will have an updated

updated assessment and care plan

will be added to their medical
record,

Resident #15 will have a care plan

‘which addresses the resident’s

smoking and will be added to the

besident’s medical record.,

F{esident #23 will have a care plan
which addresses the resident’s pain,
&)erbrectal cxcoriation, and scabbed

Iiglt ear added to their medical

.!
|
|
|
|
|
|
[

addressed on the care plan. The \
i
|
|
|
|
!
|
|
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! The services provided or arranged by the facility

must meet professional standards of quality,

| This REQUIREMENT is not met as evidenced

meeting.

thereafter. The results will be
presented to the Administrator to
be submitted to the quarterly QA

DOUGLAS CARE CENTER 1108 BIRCH STREET
DOUGLAS, WY 82633
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| resident could smoke independently. However, | |record.
review of the resident's care pian revealed there | |
was no plan developed to address the resident's . : .
smoking. Interview with the nursing home : All .r esident medical rec:,ords will be
administrator on 7/19/07 at 9:45 AM confirmed | |audited to ensure there is an
there was no care plan addressing the rasident's | updated and accurate care plan that
smoking. addresses all concerns identified in
3, According to the 3/29/07 significant change | glg;? mp;eh‘enslve pf?lre pcianf The
MDS assessment, resident #23 was assessed for | » or designee will audit five
pain. Observation on 7/18/07 at 3:40 PM revealed , medical records for four weeks
| the resident also had peri-rectal excoriation and a | then monthly until three
scabbed right ear. Review of the care plan consecutive months of 100%
showed these concerns had not been addressed, | o : : :
; . ompliance then quarter]
F 281 | 483.20(k)(3)(i) COMPREHENSIVE CARE PLANS | F 281 S0P  quarterly

5/1/e1

TS O FmPal W estoballl _NEF_LE1 X WP Ry
FZE-COMPREHENSIVECARE

.| which states that nurses must practice under the

| #14, #23, #41, #48) and 1 non-sample resident

' professional standards:

by:
Based on observation, resident and staff
interviews, and medical record review, the facility |
failed to assure professional standards of practice
related to physician orders, medication

administration, and assessments were

maintained for 5 of 11 semple residents (#13,

(#31). The findings were;

Unless otherwise noted, the described practices
that follow do not meet one or more of these

a. \Wyoming Nursing Practice Act, July 2005,
direction of a physician,

b. Helm, Ann. 2003, Nursing malpractice:
sidestepping legal minefields. Philadelphia: I

PLANS

Jhis facility strives to ensure that
services provided meet professional
standards of quality related to
physician orders, medication
E;l:ninistration, and assessments.

\ is will be evidenced by the
following:

E{esidem #13°s blood sugar levels
order will be clarified and written
in accordance with the physicians
wishes and added to their medical
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Lippincott Williams & Wilkins, which states " *
...don " { carry out any order from a physician if

you have doubts about Its accuracy or |
appropriateness. Follow your facility ' $ polioy for |
clarifying ambiguous orders. ™ i
¢. Helm, Ann, 2003, Nursing malpractice: :
sldestepping legal minefields. Philadeiphla; :
Lippincott Williams & Wilking, which states, " A |
nurse ls obligated to administer a prescribed i

| medlcation unless sha has reason to believe that
the medication is contraindicated for the patient...

d. Smith, Sandra Fucci, Donna Duell, and

Barbara Martin. 2004, Clinical nursing skills: basml
to advanced skiils. Upper Saddla River, N.J.; ;
Pearson/Prentice Hall. which states " ...ifa i
written order Is ...questionable for any reason, |

. the physician must be notified for clarification. "

é. Smith, Sandra Fucci, Donna Duell, and

' Barbara Martin. 2004. Clinical nursing skills: baslo’ -

to advanced skills, Upper Saddle River, N.J.. !
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record. The DON or designee will
imonitor the compliance and
documentation of the orders daily
for one week then once a week for
three months then monthly
thereafier. Any irregularities will
be reported to the Administrator for
further action.. b7 3/;7'
Resident #13 has had the order for
Haldol discontinued by the
physician therefote no further
-action or monitoring is necessary.
The nursing staff wil be inserviced
on the requirements for 2 correct
and accurate physician order, All
remdent medical rccords have been

FPearson/Frentice HMalt, wnich [IstSs ona o7 ine ‘
components of appropriate medication orders ag ‘
the " ...Name of medication. "

1. Review of the medigal record for resident #13

. showed the following:

a. The June, 2007, recapitulation of orders
was signed by the nurse as correct for biood
sugar levels three times per day "ac'[before
meals] "after meals and at bedtime.” The orders
indicated the physician was to be notified if the
blood sugars were below 70mg/d! or above
400mg/dl. interview with the acting director of

order was entered incorrectly and should have
read "qgid pc and hs" [four times a day, after

meals, and at bedtime]. The order was sighed by
the physician, but there was no evidence it had |

!
|
|
?
:
"| nursing (DON) on 7/17/07 at 3 PM revealad the |
I
I

clear ordels The DON or dCSJgnec
1will audit five charts weekly for
‘accurate and clear physician orders
for four weeks then monthly until
ithree consecutive months of 100%
compliance then quarterly after
that. The andits will be presented
to the Administrator to be
submmitted to the quarterly QA
meetings.

Resident #13 is no longer in need
‘for an Unna boot therefore no
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ever been clarified. Review of the biood sugar
records showed the resident's blood sugar was
434 mg/d] on 8/7/07 at 2 PM. The physician was
notified, and an orger to recheck the blood sugar |
after dinner was received, There was no avidence
in the record that this check was ever completed, .
On 7/18/07 at 12:50 PM the acting DON stated

_| she was also unable to find any evidence the

resident's blood sugar was rechecked in \
accordance with the physician's order. i
b. An order for Haldo! (antipsychotic ;
medication) 3 milligrams (mg) to be given as
heeded for agitation was included in all of the !
recapitulations of orders since admission in
" March 2007. All orders were signed by the
physician, Review of the nursing notes revealed
licensed practical nurse (LPN) #8 administerad 1
mg of Haldol to the resident on 5/14/07, The LPN
originally document that a 3 mg dose was
‘administered, but that figure was crossed out,
and 1 mg was written above it. The nursing notes
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taken on thiz matter. The nursing
staff will be inserviced on the
policy and procedute for physician
otder requests and receipt. . All
resident treatments will be audited
ito verify existence of physician
orders. The DON or designee will
audit five residents with treatments
for cotnciding physician orders for
four weeks the monthly until three
‘consecutive months of 100%
compliance then quarterly
thereafter. The audits will be
presented to the Administrator to
be submitted to the quarterly QA
meeting.

3%#/417'

also revealed the LPN administerad 1 mg of
Haidol to the resident an 5/16/07. Review of the
medication administration records (MARs) :
showed the order was entered as "3 mg." Review !
of all verbal and written orders revealed no order -
had been written for 1 mg of Haldol. The acting
DON was interviewed on 7/18/07 at 850 AM, She
stated they were not giving the resident any :
Haldol. Observation of the resident's medications .
on 7/19/07 at 10:50 AM verified Haldol was not
included.

¢. Review of nursing notes dated 7/17/07 at

1:30 AM showed LPN #6 applied an "Unna baot"

(a boot-like dressing of the lower extremity made
' of gauze and a zinc oxide paste In a glycogelatin

| base) to the resident’s right lower led fora

- puralent stasis ulcer with a foul odor, The LPN
; documented he cultured the area and faxed the
| !

Resident #14 has had the
Novasource tube feeding orders
clarified from the physician on
8/6/07 and added to their medical
vecord, The CT scan has been
.completed on 8/8/07, Orders for
labs will be clarified and added to
their medica) record and will be
followed through. by nursing staff,
The nursing staff will be inserviced
on the policy and procedure for
‘'order requests and reocipt as well
as proper follow through with these
orders. This resident will be

included in the audit concetning
!
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physician. Review of the medical record and the
physician's standing orders failed to show an ;
order for the "Unna boot” or cuiture of the wound. |
On 7/18/07 at 12:50 PM the acting DON stated
she was unable to locate any orders for a "Unna
hoot." |

2. Review of the medical record for resident #14
showed the following:

a. According to the June 2007 Recap of
orders, the resident was io receive one oan of
Novasource (diet given by feeding tube) thrae
times a day per gravity flow. Review of the MARs
showed the feedings were scheduled at 8 PM,
midnight, and 4 AM, and the resident consistently |
refused the midnight feeding in July 2007. Review

: of the nursing notes showed the resident
: frequently complained of nausea, and on 7/7/07

and 7/8/07 LPN #6 decreased the amount of _
Novasource administered, Review of the meadical !
record revealad no evidence the LPN obtained an

treatments with coinciding
physician orders. The DON will
monitor follow up and this resident
1o ensure proper care. Any non-
compliance will be reported to the
Administrator for further action.

Resident #23 will have the orders
concerning the scab to their right
car clarified and added to their
'medical record.. The nursing staff
will be inserviced on the policy and
_procedure for order requests and
receipt as well as proper follow
through with these orders. This
resident will be included in the
audits concerning treatments with

DOUGLAS CARE CENTER
DOUGLAS, WY 82633
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Soifr

order before decreasing the amount of either
feeding. On 7/18/07 at 8:60 AM the acting DON
verified there was no order to decrease the
amount of the Novasource, i
b. According to information faxed (o the

physician on 6/28/07, the facility requested a
pump to use for the night tube feedings, By 4 PM
on 7/18/07, the surveyor found no response in the
racord to this request. When questioned, the :
acting DON reported on 7/18/07 at 9:50 AM that |

i the physiclan had not yet responded to the |

request, However, on 7/18/07 at 8:30 AM, the
administrator handed the surveyor a response |
from the physician which ordered a CT |
{computerized tomography) scan of the neck and
chest on 6/28/07, The administrator stated it was
found in a basket at the nursing station and had |

not bean noted, On 7/19/07 at 3:02 PM, the

eoineiding-phystetanorders—The
DON will monitor follow up on
ithis resident to ensure proper care,
L Any non-compliance will be
%reported to the Administratot {or
further action.

;Resident #31 has received the
|Bacitracin Ophthalmic Ointiment as
|otdered. The nursing staff have
ibeen inserviced on the importance
of prompt administration of new
medications. The pharmacy has
been notified of the importance of
iprompt delivery of new

750k,
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| administrator reiterated she had checked with the
| staff and the test was not done, ‘
| ¢ Review of the physician’s orders since the |
I resident's admission on 5/3/07 showed laboratory |
| tests were ordered weekly for a complete blood |

count with differential, a comprehensive

metabolic panel, and magnesium levels, Raview '
| of the laboratory test results showed that none of |

the appropriate tests were completed for the !
| Week of May 18, 2007, and on 7/5/07 and I
| 7/12/07, the magnesium test was not completed, |
| On 7/17/07 at 1:25 PM, the acting DON I
 confirmed the tests were not done as ordered and |
: nursing did not follow up. [
| 3. Observation on 7/17/07 at 3:27 PM revealed [
resident #23 had a scabby area on the outside of |
| histher right ear. During the observation the :
| resident stated sthe applied a cream to the ear,
and poeinted to a small jar on the bedslde table.
| The cream was labeled "AdaptSkin.” Further I

| ob j 07 at-3:40-PM-showedth

B AT L™ i 1

| resident's right ear was covered with white [
| ointment. A container of AdaptSkin and another |
| of an unlabeled white ointment identified by i
| registered nurse (RN) #10 as A&D ointment with |
| Zinc were on the resident's bedside table Althe |
time of the second observation, the resident |
| stated, and the RN confirmed, s/he personally
| Applied the ointment to his/her ear, Review of the
| physiclan's July 2007 Recap of orders sheet I
I showed no orders to apply AdaptSkin and AGD |
| ointment with Zinc to the resident's egr. I
| Additionally, there was an order on the July |
| 2007 Recap of orders, as well as on the previous |
| order sheets, to cleanse the scabbed area on the |
[ Hght ear dally and as needed and apply an |
antibiotic ointment twice dafly unti! healed, The |
hame of the antibiotic ointment was not identifiag I

|
|
'medications. The DON or |
‘designee will audit all new orders |
for prompt action for one week !
ithen audit five resident medica] I
{tecords for four weeks then |
Imonthly until 100% coimpliance I
;the.u qQuarterly thereafter, The |
(audits will be presented to the
| Administrator to be submitted to
ithe quarterly QA. meetings, . % Yoy
| Resident #41 will have gl
Imedications in which they are
iallergic discontinue, The nursing
;Staff will be inserviced on the
ipolicy and procedure for order
[request and receipt which included

|

|

!

|

I

I

I

I

I

|

|

I
ladding-atter gies 1o order fequests I
lIand verification against allergies |
upon order receipt. All residents I
\will have theit allergies cross |
ireferenced with their medication I
jadministration record for any |
[irregularities. The allergies of |
ieach resident will be cross |
|referenced with what the pharmacy |
|has listed in order to maintain I
laccuracy and consistency, The |
IDON will monitor medication |
lorders versus allergies for any |
litregularities. In any non- |
|

icompliance is noted it will be
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on the order or on the MAR on 7/18/07 whan
copied by the surveyor at 3,20 PM. When

' questioned between 3:20 PM and 4:05 PM on

718107, the acting DON stated she was sure the

order was for Triple Antibiotic Ointment, and \
when the MAR was rechecked by the surveyor at |
4:05 PM, Triple Antibiotic Ointment was writien on |
it. However, all Recap of orders contain the !
phrases "Discontinue all previous |
orders...Continue these [new] orders for 30 days 1
unless otherwise specified.” No new order for !
| Triple Antibiotic Ointment was found in the record. .
On 7/19/07 at 6:15 PM, the acting DON

confirmed she did not obtain & new order for the
ointment,

4, Medical record review for resident #31

revealed a doctor's order written and notedon
710/07 for "Bacitracin Ophthalmic Ointment 1/2 |
inch ribbon ou [both eyes! gid [four times a day]." -
Observation during a medication pass on 7/17/07

F 281
reported to the Administrator for
further action,

Resident #46 is no longer in need
1of an antibiotic thexefore no further
(corrective action can be taken. The
;nursing staff will be inserviced on
the policy and procedure for order
requests and receipt as well as
proper follow up which includes
family notification and verification
.of prompt order receipt.

e

ot

_| within 24 hours of its being ordered.

T at 7.30 AM revealed the resident did not receive

the eye ointment, Interview at 8@ AM with LPN #5
revealed the eye ointment had not been delivered
to the facility yet. Interview on 7/19/07 at 9:45 AM
with the nursing home administrator revealed her
expectation was that 8 medication be started

5, According to the admission face sheet,
resident #41 was admitied on 2/26/04. Further
review of the face sheet showed the resident was
allergic to todine, Penleillin, Zanaflex, Sulfur,
Lasix, and Nitrofurantoin (Macrodantin). Review
of the June 2007 Recap of orders showed the
resident had been on Lasix 200 mg daily (in
divided doses) since before 5/9/07. Review of a
faxed note to the physician dated 8/7/07 showed
the resident was allergic to Lasix and "...continues

!

FORM CMS-2667(02-99) Praviaus Verslons Obsciete

Event [D: QRD&11

Fagifity 1D: Wyoo1a

If continuation sheet Page 3‘i of 78




@8/13/2087 19:22 3873581891

DEPARTMENT OF HEALTH AND HU. N SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

DOUGLASCARECENTER

PAGE B87/22

PRINTED: 08/02/2007
FORM APPROVED
QMB NQ, 0938-0391

STATEMENT OF DEFICIENGIES {(X1) PROVIDER/SUPFLIER/CLIA
AND PLAN OF CORRECTION IDENTIRICATION NUMBER;

535040

(X2) MULTIPLE CONSTRUCTION
A BUILDING

(X3) DATE SURVEY
COMPLETED

B. WING

C
07/19/2007

NAME OF PROVIGER OR SUPPLIER
DOUGLAS CARE CENTER

1108 BIRCH STREET
DOUGLAS, WY 82833

STREET ADDRESS, GITY, STATE, ZIP GODE

g in | SUMMARY STATEMENT OF DEFICIENCIES .
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG | REGULATORY OR LSG IDENTIFYING INFORMATION)

o | PROVIDER'S PILAN OF CORRECTION (XS)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE ‘COMPLETION
TAG ! CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 281 ] Continued From page 31 !
fo o/o [complain of] itching all over...Resident is
allergic to Lasix...taking Lasix 120 mg po qd
forally every day] and Lasix 80 mg g PM [every
night]" The physician ordered the Lasix
discontinued. Although the resident's allergies
were clearly listed, staff failed to clarify the order
when it was received, ‘
Additionally, on 7/2/07 at 2:35 PM the facllity |
received an order for Macrodantin 100 mg twice
dally for 10 days then every day for 3 months.
Again, no one clarified the order aithough the
allergies listed included Macrodantin. Review of
the MAR showed the resident received the
medication until 7/6/07 when a faxed order from
the physician ordered "Discontinue nitrofurantein |
[Macrodantin] pt [patient] is allergic]"

6. Review of a urine dipstix dated 6/25/07 showed .
resident #46 was positive for nitrites and i
leukocytes. The corresponding nurse's note dated‘
. 6/25/07 at 10 PM showed the urine sample was

FZB‘Tl

—— [0 besentimfor acultture and sensiyvily 1©st,
Eight days later, a nurse's note dated 7/3/07
showed the resident was started on Bactrim for a
- urinary tract infection. However, there was no
evidence of a physician's order for the Bactrim. In
.| addition, the facllity lacked evldenca that a culture -
and sensitivity test was done. Interview with the
acting DON on 7/18/07 at 1:28 PM confirmed
staff should have followed up with a phone call
the next day to obtain an order for the antibiotic.
She stated an order for the Bactrim and the
culture and sensitivity resuits were not found,

F 309 1483,25 QUALITY OF CARE

S8=G

Each resident must receive and the facility must
provide the necessary care and services {0 attain
or maintain the highest practicable physical,

- mental, and psychosocial well-being, in

F 309!
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accordance with the comprehensive assessment |
and plan of care, '

This REQUIREMENT s not met as svidenced
by:

B!;sed on observation; resident, family, and staff
interviews; medical record review; and review of
policies and procedures, the facllity falled o
assure 2 of 11 (#14, #25) open sample residents
and 1 non-sample resident {(#12) received the !
necessary care and services to reach their
highest practicable leveis of well-being. Due to
the lack of care and services there was no
evidence that the pain for resient #14 and the
bowel incontinence for resident #2& were
unaboidable. The findings were:

1. Review of the 5/7/07 admission Minimum Data !

| Set (MDS) aissessment showed resident #14

F309 QUALITY OF CARE

This facility strives to ensure that
each resident is provided with the
necessary care and services to
attain or maintain the highest
ppracticable physical, mental, and
psychosocial we]l-being, in
accordance with comprebensive
assessment and plan of care, This
is evidenced by the following:

Resident #14 will have a
comprehensive pain assessment
completed and added to their
medical record Pain management
(pharmacological and non-
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complained of daily, moderate headaches and

other pain, According o a pain assessment dated
$/16/07, the resident had left sided oral pain, :
mouth pain, and headaches. The total score was .

| left blank, but the intensity of pain on an average |

day was rated 6 to 8 oh a scale of zero (no pain)
to 10 (worst pain). Further review of the
assessment showed pain interfered with the
resident's ability to communicate, ability to
ambulate, mood, relations with other people,
tolleting, eating, sleeping, and enjoyment, The
rating of interference ranged from 2 to 10, on a
scale of zero (no interference) to 10 (complete
interference) with eating and enjoyment being 10,

! sleeping 8, and mood 6. Interventions described

as effective on the assessment included
prescribed medications, over-the-counter
medication, and non-medications, but the

pharmocological) methods will be
ladded to the residents care plan.
The CT scan was completed on
8/8/07 and the results will be added
to their medical record.. The Pain
Management Policy and Procedure
will be reviewed and revised and a
copy sent to the Medica) Director
for approval. The nursing staff will
be inserviced on this new Policy
land Procedure. The nursing staff
will be inserviced on the policy and
procedure for physician order
requests and receipt as well as
,&"ollow through on these orders., All
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non-pharmaceutical interventions were not . ‘
| identified, Both the oral pain and headaches were |
i described as radiating, The following concerns l
related to freatment of the resident's pain were ‘
| identified: |
a. During an Interview an 7/17/07 at 9:40 AM,
the resident stated s/he was nauseated and had al
headache, On 7/17/07 at 10 AM, a family
member stated s/he believed the resident's
nausea was caused by severe heacdaches which
might be ithe result of bone spurs in the resident's |
* heck, ‘
b. Acoording to the facility's 11/08 policy and |
procedure entitled "Pain Managsment Policy,"
"Residents experiencing pain will have that pain i
managed to their acceptable level thereby '
allowing them to reach their highest practicable [
level of functioning and well-being," Further
review showed residents with & score of 5 or
greater will be re-assessed weekly for four weeks
and then quarterly if the paln Is managed

comprehensive pain assessment
|a,|.1d it will be added to their
medical record. The DON or
designee will audit five residents
for complete Pain Management
which will include an updated
comprehensive pain assessment
and monitoring and documentation
of current pain control methods
(both pharmacological and non-
pharmacological) for four wecks
then monthly unti] three
consecutive months of 100%
compliance then quarterly
thereafier, The audits will be
presented to the Administrator to

I
|
 residents will have an updated |
|
|

e H

—aaloidt f '
re-assessed by the nursing staff weekly for four
.| weeks after each pain medication change or until
pain is managed satisfactorily...Pain assessments
will be done g [every] week on residents with
scheduled pain medication and charted on the
- Pain Assessment Sheet.” The paln assessment
dated 6/16/07 was the only one in the medical
record.

c¢. On 7/18/07 at 8:60 AM, the acting director
of nursing (DON}) stated the resident's pain was
usually from headaches, Although they were 1
documented on the assessment as being ‘
effective, the DON further stated the faciiity had |
not tried any non-pharmacological interventions to |
control or minimize the resident's pain,
' d, Review of the 8/17/07 ocare plan showed .
headache pain was not addressed. In addition, |

Resident #25 will be placed on a
monitored turning and bowel and
bladder schedule. An updated
lcomprehensive MDS assesstent

d a bowel and bladder
assessment will becompleted and
iadded to their medioal record. An
hpdated comprehensive pain
assessiment will be completed and
Ladded to their medijcal record,
hVIonitoring and documentation of
ipain control methods
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- STGerwas not in

}‘ non-pharmacologlcal Interventions were not

| Included for oraf paln,

| e Review of the physician's orders revealed
1 {N€ resident was on a routine pain patch, was !
| being treated for thrush, and had a topicai !
the bedside. Further review showed

the dose of the bain patch was doubled on

| 6/15/07 to 50 micrograms, Ultra
.’I twice daily wa
| with Codeine (

addition the tesident

anxiety almost daily,

DOUGLASCARECENTER

PAGE 18/22

PRINTED: 08/02/200

{X2) MULTIPLE CONSTRUCTION

A. BUILDING
‘—‘-—‘—h‘&—ﬂ*‘h

STREET ADDRESS, CiTY, STATE, z1p CopE
1108 BiRCH STREET

DOUGLAS, wy 82633

PROVIDER'S PLAN OF CORRECTION
(BACH CORRECTIVE ACTION SHOLLD g
CROSS-REFERENCED TO THE APPROPRIATE
PEFICIENCY)

B. WING

ID
PREFIX )
TAG I

1

F 309

I}(phﬂnnaco!ogical and non-
{phannacologica.l) will be
implemented. The resident’s care
plan will be updated to reflect the
comprehensive MDS assessment,
the bowe] and bladder assessment,
and the comprehensive pajy
management assessment and addeq
to their medjea] record, The
CNA’s and nIsing staff wil] pe
inserviced oq the bowe] and
bladder and turning schedule policy
and procedure, The musing staff
will be inserviced on the updated
ain Management Policy and
Frocedure, The DON or designee
I:will monitor the compliance of the
furning schedule and the bowel angd
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c

0711972007

the record, and on 7/ 18/07 at

; 8:30 AM the administrator stated jt was found in g |
| basket at the nurses' station, On 7/1 8/07 at 3:02

If PM, the administrator confirmed the scan had not
| been done,

|
|

| fo the management of bowel incontinence for

| resident #o8: :

|| a. Observation on 7/17/07 from 1:35 PM to

| 4:10 PM showed the resident was not toileted or

| checked and changed during the two hour and 35

| minute observation, At 4:10.PM on 7/17/07,

|' CNAS #9 and #19 checked and changed the .‘

| resident, who had been incontinent of a large |

bowel movement, :
]

.‘

|

| 2. The following concems were identified related ,'
|

i

1

|| b, Medical record review showed there was

ladder schedule. Any non-
compliance will po reported to the
Administrator for further action,

Resident #12 has expired therefore
ho corrective action cap be taken.
The nursing staff wil] be inserviced
on the importance of proper body
bositioning and cueing during the
fining room experience. The DON
or designee will monitor the dining
room for compliance. Any
‘floncompliance will be reported to

{
|
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! no eviderice a bowel assessment was ever |  the Administrator for further
: completed for the resident. In addition, there were - action. _g/g,y,,-a

no MDS assessments, including one for bowel
continence, for the resident who, according to the
medical record face sheet, was admitted fo the
i nursing home on 2/12/07. Interview with the
acting DON on 7/18/07 at 2:10 PM confirmed
thers was no record of any bowei assessment for
this resldent, !
¢. Further review showed no care plan related ;
to any aspect of the resident's care, Interview with ; 5
the nursing home administrator on 7/18/07 at
1:56 PM confirmed there was not a care plan for |
this resident. , |
d. Review of the facllity's undated wound care ! :
policy and procedure showed the skin alert
program was to be followed for any resident :
identified as having pressure ulcers or a history of | ;
pressure ulcers. As outlined in the policy and ? F
procedure, the skin alert program included ' '

| establishing a toilating plan to keep the resident’

skin dry and clean. |
3, Observation of the evening meaal on 7/16/07 at |
8 PM showed resident #12 leaned to the right out |
of the geri-chair (a high backed, reclining, i
wheeled chair). Observation of the breakfast meal!
on 717/07 from B:06 AM through 8:20 AM
showed the regident remained leaning out of the
chair with histher head completely off the back of .
the chair, Although certified nurse alde (CNA) #7
was seated directly across from the resident, she -
did not reposition the resident or cue the him/her
to reposition independently. The resident fell
asleep at 8:15 AM; at 8:20 AM the CNA j
awakened, but did not attempt to reposition the |
resident, |
F 311 | 483.25(a)(2) ACTIVITIES OF DAILY LIVING ! F31. !
|

88=D '

! |
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| services to maintain or improve his or her abllities
| specified in Paragraph (a){1) of this section

—

his REQUIREMENT g not met as evidenceq

| By

| Based on observation, medicaf record review,
|and family and staff interviews, the facility faiieq
| to ensure services were provided to enhance

| activities of daily living for one (#37) non-sample
| resident and 1 (#46) of 11 sample residents, The
findings were:

o

|

£

1. Family interview on 7/18/07 at 1 PM revealed
they had concems about a lack of assistance with

| dining being provided for resident #37, They

| stated they were tolg assistance was being

|l provided for all meals, However, when the family

| Would stop in during a mea| service, they found

| the resident more than once without anyone

I providing assistance, and the resident's food

F311 ACTIVITIES OF DALY
ILIVING

;This facility strives to epsure
Iservices ate provided to enhance
iactivities of daily living (ADL’s)
(for all residents. This will be
ievidenced by the following:

Resident #37 will have an O
assessment of their dining
lassistance needs to Maintain an
loptimal dining experience. A care
'confetence wil} be et up with the
[fatmily to discuss the assegsment
land to update the resident’s care -
:plan. to reflect these needs. Nursing

st deaware of these

e spilled onto the floor, Opservation oh
| 7/18/07 from 6:16 PM to 8:40 PM revealed the
| following concerns related to dining for the
, resident:
| & The resident hag contracted hands ang
| Was Linable to completely open histher fingers.
| The resident's meal was served in a scoop plate,
|' with regular utensils and a straw in one of the two
| beverages, The resident was able to hold the

Spoon in the right hand, and used it to scoop

| toward the left side of histher body, The plate was
| tumed so the deep portion was at the 2 o'clock
| position and was, therefore, not beneficial based
l'on the resident's ability. Much of the food was
| Pushed out of the plate onto the serving tray, The
| resident attempted to get the giass without the
2 straw close enough to sip from the rim as s/he

I'needs. The DON will monitor this
resident’s dining cXpetience for
icompliance, Any non-compliance
will be reported o the
'Administrator for further action,
Ilg/,t TORYVIE0 G wuart

IIResident #46 will have a bowe| and
ibladder assessment completed and
added to their medjcal record. The
ICNA’s have been inserviced on the
need to offer toileting to residets
after all resident cares. The DON
lor designee will monitor the staff

for compliance, Any pon.
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could not Iift it off the table. Sthe was able to drink | | compliance will be reported to the
less than half of the beverage. At no time during Administrator fo cacH
‘ _ , \d. rator for further action.
the 25 minute observation was the resident | a7 EVitw Guan Eé EV? l g/g Y
offered any assistance from staff, The resident ga ~

consumed less than 50% of the maeall, ;

b. Review of the 8/18/06 care plan related to |
. potential nutritional deficit showed the resident .
required assistance of one as needed, straws for | |
liquids, and positioning of food and fluids within
reach,

c. Review of a nursing note, dated 7/13/07,
showed the resident had experienced a weight
loss of B.6 pounds in the past two months, and _
food intake at meals was documented as 75- ; ' |
100% consumed,

d. Review of the meal intake record for July
2007 showed 13 days from 7/1-7/18 where the ‘ | '
- | breakfast and lunch meal intakes were recorded, |
. These meal intakes ranged from 50-100%. |
However, only three evening meal intakes were !
recorded for the resident, |

e. Interview with the director of nursing on
7/18/07 at 2:37 PM confirmed the family had
expressed concern about dining assistance, and |
' the resident was to be assisted as needed, She
further stated the resident ate 75-100% of meals . ;
when assisted, '

2. Review of the 3/9/07 significant shange
Minimum Data Set (MDS) assessment for | |
resident #48 showed s/he required extensive : |
! assistance for toileting, and was incontinent of '
biadder ail or most all of the time, On 7/17/07 at
3.50 PM, CNA #4 lowered the full length side rail, |
changed the resident's incontinenca brief, and
then raised the rail back up without offering the
resident the opportunity to use the toilet, Medical | :
record review showed there was no evidence of 3
|- bladder assessment to determine a toileting

i |
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maintain good nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT I8 not met as evidenced
by;

| Based on observations, family and staff

interviews, medical record review, and review of ;

policies and procedures, the facility failed to
provide appropriate care during 5 of &

observations of incontinence (perineal) care, and -

1 of 2 observations of urinary catheter care. in

DOUGLAS CARE CENTER DOUGLAS, WY 82633
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F 311 | Continued From page 38 L FaN
schedule for the rasident. Interview with the | .
director of nursing on 7/18/07 at 1,07 PM 5 i
revealed the resident was supposed to be taken [ !
to the tollet, and "actually transfers easily.” P i
F 312 | 483.25(a)(3) ACTIVITIES OF DAILY LIVING ‘ F 812 :
SS=E { : )
A resident who is unable to carry out activities of | F312 ACTIVITIES OF DAILY !
daily living receives the necessary services to : LIVING i

This facility strives to provide
appropriate peri-care, catheter care,
arid adequate bathing services to all
residents, This will be evidenced i
by the following:

Residents #6, #10, #5, #44, #25, and
#44 will have their peri- care
monitored by the DON or designee

for cnn’mhmmp with the facilities

addition, the faciity faifet (o ensure adequate
bathing services were provided for 4 (#5, #25,
#46, #47) of 12 sample residents and one (#37)
non-sample resident, The findings were;

Related to incontinence and urinary catheter care;

1. Observation on 7/16/07 at 5:30 PM revealed
licensed practical nurse (LPN) # 11 performed
perineal care for resident #6. The LPN cleansed
the perineal area several imes with the same
area of the wipe. Review of "Nursing Assistant”
Sth edition, by Hegner, Agello, and Caldwell
published in 2004, page 364, revealed "....Avold

scrubbing back and forth, Always wipe from clean |

to dirty with a single swipe, then turn or discard
the cloth,.”

2. Obseyvation on 7/16/07 at 3:45 PM revealed

|
'

Pc&lucy and Procedure on peti-care

1d catheter care.  Any non-
compliance will be reported to the

Aéiministrator for further action.
le:me nursing staff will be inserviced
oxi the Policy and Procedure and all
CNA’s will complete 2 skills
chlecklist to include these cares. All
newly employed nursing staff will
be required to perform the skills
checklist prior to working on the
residents by themselves. The DON
will do five audits on peri-care and
catheter care weekly for four weeks

FORM CMS-2587(02-08) Previous Veralons Obsclele

Event ID: QRDE11

Facliity I0: WYDo18 if continuation sheet Page 38 of 78




98/13/2087 19:22 3873581891
ML AUMEN T OF HEALTH AND |
_CENTERS FOR MEDICARE

AAN SERVICES
& MEDICAID SERVICES

DAOUGLASCARECENTER

PAGE  15/22

PRINTED: 08/02/2007
FORM APPROVED
OMB NO, 0938-0331

STATEMENT oF DEFICIENCIES

(X1} PROVIDER/SUPPLIBR/CLIA
AND PLAN QF CORRECTION

{X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY

IDENTIFICATION NUMBER: A BUILDING COMPLETED
_—
c
B. WING
| 535040 R —— G7/19/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIp CODE
DOUGLAS CARE CENTER 1108 BIRCH STRERT
DOUGLAS, wy 82633
4D | SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORREGT] |
FEREFIX I (EACH DEFICIENCY MUST BE PRECEDED BY Ful,L. | PREFIX ll (EACH CORRECTIVE ACTION SRHSUI%NBE ' GOM{‘@T'ON
TAG | REGULATORY OR Lsg [DENTIFYING INFORMATION) /| TAG | CROSS-REFERENGED T0 THE APPROPRIATE |~ DATE
I| ' ! Il DEFICIENGY) I
F 312§I Continued From page 39 ;' F 312 i
| cer_tlﬂec: nursr;zf aide (dCN/:mgz _?ﬁrf%rg'n:d . ; then quarterly thereafter. The audits ,'
i perineal care for residen The used the 1 ! |
| Same area of the wipe while cleansing the i Xgnlini sbtfato rlz;egznslzg . ttt% 6 ttll:e |
| perineal area severa) times. Review of ‘Nursing | - . fitted to the |
| Assistant” 9th edition, by Hegner, Acelle, and ' Tarterly QA foeetings. ;73% 7
revealed '

! Caldwell published in 2004, page 364,
1" Avoid sorubbing back and forth. Always wipe
| from clean to dirty with 2 single swipe, then tum
| Or discard the cloth,..”

|

| 3, Observation on 7/16/7 at 3:50 PM # 5

li revealed training nurse aide (TNA) #18 performed

i perineal care for resident #5. The TNA useq the
| same area of the wipe while making several

| swipes back to front of the perineal area. Review

1 of "Nursing Assistant” Sth edition, by Hegner,

1 Acello, and Caldwel| published in 2004, page 364,

| revealed ".... Avoid scrubbing back and forth,
| Always wipe from clean to dirty with a single
|‘ swipe, then turn or discard the ¢loth...”

f 4. Observation an 7/4 HOT at4:35-Ph showed

—le

Al work group, consisting of the
Administrator, DON, and severa)
musing staff will review and revise
the bathing policies and procedures
fol ensure that al] residents receive
baths in g timely manner in
adcordance with their needs and
wishes. All nursing staff will be
inl‘servict:d on this policy and

agcurate documentation, Residents

#39, #46, #26, #3, and #47 will be

| CNAs #19 and #9 provided incontinence and
| Catheter care to resident #25, During catheter
| care, CNA #9 cleansed the catheter, which was
| covered with feces, using the same area of the
| Wipe to complete three strokes away from the

[
I
i
|

| urinary meatus before changing 1o a claan section |
of wipe. Review of the facility's undated policy and,

| Procedure, "Urinary Catheters", revealed clean
| technique during care was not addressed,

i However, on 7/18/07 at 1:32.PM, the acting

l director of nursing (DON) stated a new area of
| the wipe should be used with each stroke.

|| 5. On 7/17/07 at 7:27 AM observation showed
| resident #44 was incontinent of urine. When
| Providing incontinence care, CNAs #20 and #4

|
I
|
|
|

| Oleansed only the resident's buttocks; they did not ‘I
| ;

* meetings.

put on a weekly batl schedule. Al |
residents/family will be asked for
bathing requests and also put on a
weekly bath schedule. The DON or
designee will audit a)] baths for -
completion  and documentation
weekly for three months then
quarterly thereafter, The audity will

|
!
\
|
E
|
|
I
I
f
|
\
|
|
E
procedute  including proper and ;'
|
!
|
l
|
|
|
|
i
|
|
1

* be presented to the administrator 1o

|

|

l

|

|

|I

be submitted at the quarterly QA ||
| o
|

]

|

|

|
}
|
|
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cleanse the anterior groin or genitalia which were |
| @lso in contact with urine, After transferring the ‘
i resident to the tollet, the CNAs provided perineal ;
. éare a second time, Again the resident's anterior ‘
| groin and genitalia were not cieansed and CNA
| #20 did not use a clean area of the wipe for each |
| stroke. Review of the facllity's 7/06 polioy and
procedure entitied "Providing Perineal Care"
| verified staff were to ..,"wash...from front to back
of perineum.” Use clean section of washcloth for
| each stroke." ‘

| resident #46 was Incontinent of urine. CNA #16

I cleansed the resident's buttocks but failed to
cleanse the anterior groin and genitalia.

| According to the facility's 7/06 policy and
procedure entitied "Providing Perineal Care", staff
are to were to ..."wash...frem front to back of

\ perineum."

|
!
|
\
|
| 6. Observation on 7/17/07 2t 3:50 PM revealed |
1
|
|
|
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I 1. Interview with family members on 7/18/07 at 1 |
PM revealed they were goncerned about the

| quality of bathing being provided to non-sample |

| resident #37. Observation at that time revealad [

i the resident had a build-up of body soit behind |

hisfher left ear, Review of the current bath form |

| showed the resident was last bathed on 7/12/07, |

|

| 2. Review of the current bath and skin

assessment form for resident #46 showed the
 resident received one bath/shower In June 2007 !
| on 6/10/07 and the next bath/shower recorded
| was on 7/6/07, 25 days later, There were not any |
- documented refusals by the resident. In addition,
| the 7/5/07 bath/shower was the only one recorded |
| from 7/1/07 to 7/19/07 without any refusals by the |
| resident 1

V
i
]
1
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3. On 7119107 review of the current bath and skin
assessment form for resident #25 showed there |
ware no baths/showers recorded for the month of \
July 2007, and no refusals by the resident were ‘
documented, The last bath recaorded was on
6/21/07. |
!
4, Review of the current bath and skin |
agsessment form for resident #5 showed one ‘
bath was recelved in June 2007, on 6/7/07, and | |
| there were not any documented resident refusals, |
5. Review of the closed record for resident #47
revealed bath documentation was lacking for May
> and June 2007. Interview with the nursing home :
i administrator (NHA) on 7/19/07 at 1:56 PM :
confirmed there was not any reccrd found for |
resident #47 related to bathing for these two i
months. ]
5. Trterview with the NHA on 7719707 &t 755 PM |
verified the documentation and indicated there |
were no other records to review. i
F 314 | 483.25(¢) PRESSURE SORES ; F 314
88=p !
Based on the comprehensive assessment ofa F314 PRESSURE SORES .
resident, the facility must ensure that a resident i
who enters the faoility without pressure sores This facility strives to ensure that
Indiduats ciniea condion demonsiretes et | all residants admitted without
| .
they were unavoidable; and a resident having pressure sores do not= dev‘el,'op Sores
pressure sores receives necessary treatmens: and Junless the individual’s clinical
| services to promote healing, prevent infaction and ! icondition demonstrates that they
prevent new sores from developing. ! iwere unavoidable and residents
having pressure sores receive
This REQUIREMENT is not met as evidenced necessary tre‘fﬂment and SErvices 1o
by: promote healing, prevent infection,
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Based on observation, staff interview, policy and

procedure review, and medical recard review, the

factlity falled to provide treatment and services to

| prevent the development of avoidable pressure

l ulcers for 4 (#24, #26, #32, #44) of 4 sample ’
residents who had acquired pressure ulcers while

| in the facility. The findings were: ‘

|
\
l
i
\
| Review of an undated policy and procedure for ,l
- | skin care revealed pressure ulcers wers to be |
| assessed at least weekly or with dressing 1
changes. Any residents with pressure ulcers or a :
‘ history of pressure ulcers were o be on a skin |
alert program. The skin alert program was W
desoribed as including 2 repositioning program |
with a frequency of at least every two hours and |
| notifying the dietary department of the need to |
| evaluate the affected resident's nutritional needs.
| The following concerns were noted related to the |
failure of the facility to follow this policy:

|
|
|
F 314] |'
|
|
|
|
|
\

| and prevent new sores. This will

[be evidenced by the following:

I

|A work team consisting of the
rAdmipistrator, the DON, nursing

|staff, CNA’s, physical therapy , and

lthe Dietary Consultant will review |
|and revise the Skin and Wound

|Care Protocol. This protocol will |
|include the following: a weekly |
[wound care mecting,; a weekly |
iwound and skin report with copies |
I' going to the Administrator and the |
[DON; weeldy weights and |
[nutrition meeting; weekly skin |
'agsessments on bath day. All |
inewly admitted residents will |

| : 1

dated 2/12/07 showed resident #25 was confined
to bed and required total assistange with activities '
| of daily living. The form Included a current skin |
| assessment that revesled a stage IV pressure |
|

I TReview of the-admission nursing motes form |
| |

ulcer on the right heel and a reddened COGOYX,
| The following concerns were noted with the !
'l development of two Stage Il pressure ulcers wiile |
in the faoility:
a. Observation on 7/16/07 at 7:45 PM during |
I wound roiinds with lisensed practical nurse {LPN) |
#6 revealed resident #25 had. a stage Il pressura
| ulcer on the coceyx that was approximately 4 I
'| centimeters (cm) in diameter, A large area of the |
resident's buttocks and back were noted to be
| reddened. The stage !V pressure ulcer on the
heel was resoived. The LPN stated that the

|

I

| !
pressure ulcer on the coccyx was being cleaned {

| .

receiveacomprelensive skin
lassessment and Braeden scale |
completed and added to the |
medical record. All staff will be |
Iin,serviced On pressure sore !
prevention and healing, nutrition |
land hydration, positioning,
@activities, continence care, and the \
reporting and documentation, and |
|pressure preventing devices. The |
nurses will be inserviced on the |
Skin and Wound Care Protoco] will
ihave a wrilten exam to verify i
|

]mlclerstau,mding. Audit tools will be
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with a wound cleanser and left open to air.

b. Observation on 7/17/07 from 1:35 PM to
4;10 PM revealed the resident was lying in bed on
his/fher back with a sheet covering the iegs. The
resident's left [eg appeared to be propped up and
the right leg was resting against the left. During
the 2 hour and 35 minute observation, the
resident was not repositioned. Observation again

| at 4:35 PM showed the resident remained in the

position described above (a total elapsed time of
3 hours). Another open area, approximately 2 em

“ in diameter was noted on the resident's right
knee,

¢. Medical record review revealed no
evidence of any completed Minimum Data Set
{MDS) assessments, a comprehensive nuttition

“assessment, or any care plan. The most current

nutrition assessment was dated 2/19/07 and
showad the restdent had increased nutritional
needs, but intake was poor at every meal. There
was no documented assessment of actuai

p\

. director of nursing (DON) on 7/18/07 at 2:10 PM

confirmed there was no record of any MD$
assessments for this residant, and she was
unsure when the pressure ulcers on the
back/buttocks area or the knea were first

- identified.

d. Review of a 4/2/07 nursing note revealed
the resident had an open area on the buttocks:
howaver, there were no measurements
documented, Review of bath and skin

| assessment forms revealed the aide had
* documented "sores on the hottom" on 4/8/07.

With the excaption of the nursing admission
assessment In February 2007, there was no
evidence of any other wound assessment being
done prior to 6/3/07.

e, The 6/3/07 wound assessment revealed

|
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implemented to monitor success of
the protocol.

Resident #32 has expired therefore

‘no corrective action taken..

|Residents #25, #44, and #24 will
‘have an updated comprehensive

skin and wound care assessment
completed and added to their
medical record. Updated care plans
reflecting the residenis needs will

‘be implemented. The Skin and

Wound Care Protocol will be
followed for each of these

rresidents. Each residents physician
1 nelifiad ~f

?/:% 4

TAURTLINAL UL
 the resident’s status, Any new
]ordcrs received will be iminediately
implemented. All nurses staff will
‘be inserviced on each resi ident
care plan, Physioal therapy will
|assess pressure releasing devices,
|and other means of therapy to
ireduce pressure sores such as
iambulation and positioning.
Results of the weekly wound care
iteam will be presented to the
Administrator to be submitted at
the quarterly QA tneeting,

H3//s
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the res|dent had three Stage )l pressure ulcers.
They were located on the back/buttocks, the right :
heel, and the right knee, The assessment did not i
include any measurements for the uicer on the .
back/outtocks; However, a body diagram was
marked, showing a shaded area covering b
. approximately 100% of the buttocks, and .
approximately 26% of the back, On the shaded '
area was a circle on the cocoyx, and two small |
circles on the left buttocks; the circled areas did
not have any measurements. The right heel ulcer .
measured 1/2 centimeter (cm) by 1/2 om, and the | |
right knee ulcer was measured as "nickle" sized."
The wound status for the three Stage (| pressure :
ulcers were marked as "Non-healing," and the . |
wound care section was blank. !
f. Reviaw of July 2007 treatment record
showed no documentation for the back/buttocks )
pressure ulcer, The only physician's order, dated *
2/12/07, was for barrier cream to be applied as
needed for recurrent breakdown of the right

N1V

e =AY AT

g. Review of the 8/21/07 physical therapy
plan of freatment for this resident showed the
plan for healihg the pressure ulcers on the
- buttocks included bed positioning and air drying.
There were written comments made by physical :
therapy about this weund on 6/25/07, 6/28/07, |
6/29/07, 7/12/07, and 7/17/07. None of thase
comments included quantitative measurements of |
* the wound. :

2. Review of medical record for resident #32 -
revealed a 3/8/07 annual MDS assessment that i
showed the resident had limited bed mobility,
needed assistance with ambulation, was ;
frequently incontinent of urine, occcasionally i

!

incontinent of bowel and had no pressure uleers,
The following concerns were noted:

l
i
1
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|
| the care plan was not revised. E
b. Review of the care plan showed the !

| pressure uicer, which developed in May 2007, ’
| had not been addressad, |
c. Observation on 7/18/07 showed the [
|

!

|

|

|

(X5)
COMPLETION
DATE

|
1
|
F314]
|
|
|

| resident was seated in his/her room at 1:30 PM.
| At 1:45 PM staff wheeled the resident from
i hisfher room to the dining room where s/he
remained. The resident was still seated at the
dining room table at 6 PM when the surveyor left
the facility. A time period of 4.5 hours elapsed
| during which staff did not check the resident for
| incontinence or reposition him/her.
Review of the facliity’s undated policy and
| procedure, "Skin Care Protocal,” showed staff
i were to "Develop a repositioning schedule (at
least every two hours),,.Keep skin dry/clean.

| wetness."
| According to the professional reference: Hegner,
| Barbara R., Barbara Acello, and Esther Caldwell,

2004 Nursing assistant;

approach. Clifton Park, N.Y.: Delmar l.earning:
| Measures used to prevent pressure sores Include
keeping the skin clean and dry, removing feces or,
| urine from skin, and changing a resident's
| position every two hours or more,
F 318 483.25(e)(2) RANGE OF MOTION
38=D |

i
1
| Estabiish a toileting plan or frequent checks for | i
I
i
|
[
i
!

|' resident, the facility must ensure that a resident
with & limited range of motion receives
appropriate ireatment and services to increage |
range of motion and/or to prevent further 1R ) ) ‘
decrease in range of motion. : residents receive a restorative |

I' | program as needed. This is I

| | iewdenced by the following: |

| This REQUIREMENT Is not met as evidenced | 1 |

| 1 i i
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|

i

| DEFICIENGY)

| |

| by: ! |
!

Based on medical record review, staff interview, | The restorative program will be

|

I

!

2d on medic |
and interview with contracted personnal, the | teviewed and revised to reflect the i
|

| facilly failed to assure two (#13, #23) of three

needs of the facility and residents.

| sample residents on a restorative program | _ h )
recelved it as scheduled. The findings were: | ' Weekly restorative meetings will
| . | |be held with the DON, physical

\ On 7/18/07 at 4:27 PM the physical therapy ) |therapy, and restorative ajdes.

assistant (PTA) stated that therapy referred

residents to the restorative program and | . ; o
.l developed the program. At the completion of the IRBSldemS #.13 will have their
| restorative program, the resident was transferred | |programs will be re-assessed for
| to the maintenarr\‘ce program, normally a . | itheir restorative needs. Physical
 continuation of the restorative program performed itherapy will review and update the
| on a less frequent basls, The PTA also stated ! lcare plj; 15 and eoals Nurlz'in (o ff
| they had revised the format so each resident's | [~ P ) ; goals. 3_3 2

restorative and/or maintenance program was |“’111 be inserviced on the need for
‘ indicated on a referral form. The following ] 'restorative and maintenance
t concerns with the programs were identified: [programs and their responsibilities

a. Review of the 6/16/07 restorative referral in those . Facility i
‘ for resident #13 showed the program was | t.h _S p rg a ' . The ﬁ“hfy 8

=Yt

oraeraed ¥ W ; ViIEW O & Al Y y Ui AR UT]
- documentation showed the program was not Ikllowledgeable restorative aides,
| provided from June 1st through June 12thand | {DON, physical therapy, and

duly Sth through July 18th. No refusals by the | Administrator will monitor for

i resident were documented during these perlods. | . .
| b. Acoo_rding to an undated restorative . | |ac(c):ui21e C%szlftuon,ﬁf;he brmitted
| referral, resident #23 was to be on the restorative |pr gram. hesults will be submitte
- program twice weekly for one month. The goals | to the quarterly QA meetings.

were {0 "maintain current Jevel of endurance” and | | '
| “malntain gait to all meals" by utilizing the "walk to |
| dine" program; no exercises were specified, ! l s s

Review of the documentation showed the i i

program started April 17, 2007 and continued ) ' _
| through July 2007, but it also described upper and ' " Resident #23 has moved to the |
| lower body exercises performed by the resident, | t Shepatd of The Valley nursing |
| Eurther review showed the program was not | i home in Casper. |
| provided from May 17th through June 6th and | |
| J

June 21st through June 27th, No refusals by the

FORM CMS-2587(02-08) Pravious Versions Obsotets Event ID; QRDE11 Fuolty 10: Wy o015 i continuation sheei Page &0 of 78




#B8/13/2087 19:56@ 3873581091 DOUGLASCARECENTER PAGE @1/18

DEPARTMENT OF HEALTH AND He AN SERVICES "EOR Amera
-_ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
ATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPELIER/CLIA {X2)} MULTIPLE CONSTRUCTION (X3) DATE SURVAY
“ND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETER
' C
B, WING
535040 07/19/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
DOUGLAS CARE CENTER ;'gfj Z’l'_‘:: S\‘;‘rEi;sas
¥
Xayio | SUMMARY STATEMENT OF DEFICIENGIES T PROVIDER'S PLAN OF CORRECTION b om
PREFIX | (EAGH DEFICIENCY MUST 8E PRECEDED BY FULL | premx | (RACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUI.ATORY OR LSC IDENTIFYING INFORMATION; | TAG | CRO$S-REFERENGED 1’;0 THE APPROPRIATE ‘ DATE
' DEFICIENCY) |
F 318‘ Centinued From page §0 . F 318{ | |
resident were documented. : | |
Interview with the administrator on 7/18/07 at 1 | !
| PM revealed the restorative program was not | ! |
| always done if the restorative aide was | ‘
| reassigned to assist with resident care. ‘ . |
F 320 | 483.25(1) UNNECESSARY DRUGS | Fazel
SS=E
| Each resident's drug regimen must be free from | | )
| unnecessary drugs. An unnecessary drug is any | | |
drug when used In excessive dose {including | |
duplicate therapy); or for excessive duration; or | [
without adequate monitoring; or withaut adequate t | ‘
indications for its use; or in the presence of ) ‘
adverse consequences which indicate the dose | IF329 UNNECCESSARY DRUGS ’
should be reduced or discontinued: or any ‘
combinations of the reasons above. This facility strives to attempt |
Based on a comprehensive agsessment of a | |gradual dose reductions of |
re;idsnt, thetfacllltgr mLtJist en}?u{ie tdhat resiclentst | iantipsychotic medication. This js ‘
who have not used antipsychotio drugs are no ; ; .
glven these drugs unless antipgychotic drug ‘[ lewdcnced by the following: }
t f at a specific condition ! I , ,
as diagnosed and documented In the clinical | 14 complete Social Services and |
record; and residents who use antipsychotic antipsychotic medication |
drugs receive gradual dose reductions, and | assessment was completed on !
behavioral interventions, unless clinically ot
contraindicated, in an ef-'fort to discontinue these { |:§S£§::t£££;} ?iigzl alzzgeadded \
drugs, , Cir I , T
| medication was discontigued
! 'therefore no further corrective
| |laction was taken.
.| This REQUIREMENT Is not met as evidencead | Resident #41 will have
by: 7 ave a
Based on medical record review and staff : comprehensive antipsychotic
?;z;\f'e\:. g;% I‘;‘:Gil;ty f?iile?, tg;;igenfgg&g ;ati?: L:-f;' . ! medjcation assessment completed
regquct o anfipsyc 1G or T eal s
three (#13, #44, #41) of four sample residents on | and added to t‘hlelr medl,ca‘l rccorcll. |
antipsychotic medication. The findings were; ‘ The results will be forwarded 1o the |
]
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 physician for any potential dose

|i.ncrease or reduction. A behavior

1. Review of the physician's orders and the
medication administration records (MARs)
showed regident #13 received Haldol (an

antipsychotic medication) periodically. The will be implemented and care

original order, dated 3/26/07, was for Haldo| 3 |
miliigrams (mg) three times a day as needed for
" | agitation. Review of the current order showed it |
remained unchanged, The following concerns ‘
were identified; |
a. According to nursing notes dated 6/14/07,
the resident was demanding and frequently called |
out to staff, ohe milligram of Haldol was noted as
given, and the resident was asleep by 8 PM.
Nursing notes, dated 5/16/07, documented that |
the resident was trying to sit up In bed on his/her
buttocks, therefore 1 mg of Haldol was given and |
the resident fell asleep. Review of the medical
record showed no evidence that there was an
order for 1mg Haldol,
b. Review of a facllity generated form for

|planged to reflect acourate
information. The nursing staff wil]
Ibe inserviced to accurate] monitor
|and document residents behavior
and medication effectjveness
and/or side effects with physician
notification of any significant
change. Resident’s need for
continuation or reduction of .
‘medication will be reviewed . /27
quarterly.

l
|
|
;
|monitoring for antipsychotic drugs ‘
|
|
|

‘Resident #44 has had an updated

g 1on,
showed the resident was supposed to raceive
3myg of Haldol as needed for agitation.
. Furthermore, the documentation revealed the
resident experienced an increase in anxiety,
agitation, and excessive worrying when the dose
of Haldol was decreased.

¢. Review of the psychotropic monitoring
forms wtilized by the facility showed the resident's
behaviors were not monitored during July 2007.

2. According to physlician's orders and the MARs,
resident #41 received 25mg of Seroquel (an
i antipsychotic medication) at bedtime avery
evening. Review of the 4/8/07 significant change
Minimum Data Set (MDS) assessment showed
the resident expressed repetitive, non-health
related concerns, which were easlly altered, up to |

]

compretensive antipsychotic drig
assessment completed and added to
their medical records, The
recommendations will be added to
the updated care plan and added to
the medical records, Nursing staff
will be inserviced on the need to
document accurately and timely.
All xesidents will be audited to
review antipsychotic drug use and
dose reductions. All care plans will
be updated to reflect the
recommendations and added to
their medical record. All residents
will be reviewed quarterly. DON,
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F 329 ] Continued From page 52 i F 329
five days a week, The MDS also documented , S8, and Administrator will monitor

there was no change in the resident's mood :
: status, Although the monitoring forms used by the ’ for cOl?lleancte. Any nop-

facility for psychotropic medications were : comp’h.:anoe will be reported to the .
incomplete, record review stiowed no indications | Administrator fot further action, 5/""707
| of delusions of persecution, paranoia, or i
excessive anxiety during May and Juhe 2007.
The following concerns were identified:

a. Review of the comprehensive assessment
for mood patterns revealed the assessment was
incomplete, Review of the comprehensive
assessment for psychotropic medications
revealed the resident had been taking Seroquel
prior to admission on 2/26/04, and it was further
noted that the resident had recently
I demonstrated a decline in cagnition and short
term memory loss. According to the psychotropic
medication assessment: "...mood issues
continue." -

b. Review of the monitoring forms revealed
the side effects of the medication were not being

monitored, Tn addition, fhere had been no
monitoring for behaviors or medication side i
effects during the menth of July 2007,

¢, Review of a facllity generated form for
guidelines dealing with utilization of psychotropic .
medications, dated 2/12/07, showed the resident
had been on the same dose of Seroguel since \
10/19/05, Documented reasons for not attempting
. @ dose reduction were increased mood issues,
deprassion, increased anxiety, delusions of
abandonment, verbalizations of excessive fears,
tearfuiness, excessive fears of health decling,
feelings of hopelessness/helplessness, increased
: periods of shortness of breath, and
sleeplessness. Review of the medical record
failed to show evidence of these reasons. During
an interview on 7/19/07 at 3:10 PM, the social
service designee stated he was unable to locate

|
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F 329! Continued From page 63
|

| any information in the record dacumenting what
happened the last time a dose reduction was
|| attempted or the date it was attempted.

|
\
i
. | 3. Medical record review revealad resident # 44
| had received 1mg Haldol daily since 4/19/05, A |
form letter with also was in the medical record. |
This eter, dated 12114106, stated Haldolwas |
prescribed for psychotic disorder with |
| hallucinations. The letter also documented that
| decreases or withdrawal of the medication |
resulted in mood decline, increased delusions |
and hallucinations, paranoid ideations, feglings of |
| persecution, hypochondriac symptoms as :
| evidenoed by verballzations or assurity of |
contraction of catastrophic diseases, and |
| insistence of immediate doctor or emergency |
room appointments, Further medical record
review revealed no evidence that there had been |
I a dose reduction attempted at any time during the |

| resident's stay at the factlity. The psychoactive |

' me 2007 |

| showed no targeted behaviors by the resident,
| The July psychoactive medication monthly flow '
record was not available. Interview on 7/18/07 at |
\ ;50 PM with the pharmacist revealed he was |
| unaware of an attempted dose reduction of Haldol
i for this resident,
F 353 | 483.30(2) NURSING SERVICES - SUFFICIENT
Ss=E | STAFF |

| The facility must have sufficient nursing staffto |
provide nursing and related services to attain or \

| maintain the highest practicable physical, mental, |
and psychosocial well-being of each resident, as |
| determined by resident assessments and !
|

|

Individual plans of care.

| The facility must provide services by sufficient
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F 353 |l Continued From page 54 | F 353 ![ \
| numbers of each of the following types of 1 (F353 NURSING SERVICES- I
| Personnel on a 24-hour basis to provide hursing | { SUFFICIENT STALF
| care to all residents in accordance with resident | |
. i v g » . 3
care plans :  This facility strives to maintajn
Except when waived under paragraph (c) of this |, ;suﬂ"i.cxent statf'to provide cares and
| section, licensed nurses and other nursing |services to all residents. This is
| personnel. levidenced by the following:
I

|

| Except when waived under paragraph (c) of this

| section, the facility must designate a licensed

| nurse to serve as a charge nurse on each tour of

I'The scheduling did not reflect the
|accurate changes that were made to

| duty. |cover call ins, terminations or
.| Iresignations, howevey the facility jis
| . . i lusing all avenues to maintajn
Is not as evidenced ' .
| I;ls REQUIREMENT is not met as eviden i |sufficient staff. These avenues are
| Based on observation, family and staff interviews, | ias foltows: use of four separate
| medicai record review, and review of the posted lagencies; TNA’a awaiting
| sehedule and policles and procedures, the facility ! Inotification of licensure; inquiries
| fafled to maintain sufficient staff to provide care |\waits ,
a i #5-#39- i EWC

.campus 9/17/07; review of the
irecruiting, trajning, and retention
| practices of the facility. The

| #44 and #47) of 12 sample residents and 2
non-sample residents (#4, #37). Concerns were
noted related to bowel Incontinence, dining

| assistance, repositioning, bathing and restorative

|
|
|
|
| o Bt ; ! facility recognizes inconsistencies
| care. The findings were: | !in the scheduling as well as the
| 1. Scheduling: _| Iqu.a}Iity of the staff effect the
Review of the nurses schedule from June 17, resident care,and is not always due
| 2007 thru July 19, 2007 showed a varlation of the | lto the number of staff. All staff
|
|
i
|
!
|
t

| number of certified nurse aides (CNAs) et . . e
| scheduled on specific shifts. The following will be inserviced on the facility
practices and responsibilities for

| Goncerns were noted: . o
a. The schedule for the CNAs for the evening Iresident care. The Administrator
| shift from June 17th - 30th, 2007 revealed 10 of land the DON will monitor staffing
| the 14 evenings had 4 CNAs scheduled on the :
evening shift. June 18th (Tuesday), 26th

| (Monday), and 30th (Saturday), each had 3 CNAs

|
|
|
|
|
|
|
|
E
|
|
|
|
|
I
|
e |
|
|
|
|
!
|
|
|
i
|
i
i
|
|
|
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I scheduled, On June 23rd (Saturday), there were |  needs daily. QA will review results
only 2 CNAs scheduled for the evening shift = quarterly, S’/R//ﬁ 7
k. The schedule for the CNAs for the day shift | .
frorn July 1 - 14, 2007 revealed 11 of the 14 days l | facili L _
had 4 CNAs scheduled on the day shift. On July - The facility maintains that staff is
7th (Saturday), 8th (Sunday), and 14th (Saturday) | | not reduced intentionally on |
there were 3 CNAs scheduled on the day shift, ‘weekends. There is no policy to '

¢. The schedule for the CNAs for the evening ‘ reduce staff based on resident i

shift from July 1st = 14th, 2007 revealed 6 of the - .
14 evenings had 4 CNAs scheduled for the ,le:t\;es. “S taff shortages occur when
' evening shift, July 1st (Sunday) had 5 CNAs on statf call off and cannot be

the evening shift. Monday and Tuesday, July 2nd. | replaced. Programs and policies
and 3rd, 2007 had 3.5 CNAs. and July 6th | are in place to recruit staff, use of
(Friday), 12th (Thursday), and 13th {Friday) had 3 - agency, and train or discipline

CNAs scheduled. On Saturday, July 7th, there

were 1.5 CNAs and on Sunday, July 8th, there : jex1st1ng staff as needed. 5/; Yo
were 2.5 CNAs scheduled. ) f
d. The schedule for the CNAs from July 16th This team was confused as to
Ez 1gth. 2007 reveale?h3 daysAwith Eour Ci;l-As on whether a TNA could work alone,
e day shift, 1 day with 5 CNAs and one day with ; e b
3 CNAS on the day shift. The schedule showed 3 | so while surveyors were in the
othamg - eY-worked as § tcam.

evenings on the evening shift with § CNAs and 2
evenings with 3.5 CNAs, ’
The resident census did not change during the

times of reduced staffing. ! ‘

2. Interviews:

a, Interview with family member of
non-sample resident #4 on 7/17/07 at 8:20 PM
revealed that in & conversation with facility staff, :
the family member was told fewer staff were ! 1
scheduled to work on weekends because ‘
“...many residents are on weekend leave and
-there is less need for staff." |

b, When questioned about the greatly
reduced number of staff on the weekends on
9/18/07 at 7:18 PM, the administrator and social
services designee confirmed they were aware of . ;
it, i

| |
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| ¢ Interview with the administrator on 7/18/07 |

| at 1 PM revealed the restorative program was not |

| always done if the restorative aide was pulled to

| assist with resident care.

| d. Family interview on 7/18/07 at 1 PM :
revealed they had concerns with bathing. They

| alsc stated cleaning wasn't being done

| adequately because staff were too hurried,

| 3. Repositioning and pressure ulcers:
Refer to F314 for further details reiated to
préssure uicers and a lack of positioning as per |

| policy, |

a. Observation on 7/17/07 showed resident

| #25 remained In the same position from 1:35 PM :

| until 4:35 PM. When repositioned, observation
showed the resident had three pressure ulcers. :

' b. Observation on 7/18/07 at 1:20 PM showed

| resident #32 had two Stage If pressure ulcers,

| one on sach buttock. The resident had remained |

I in bed on herthis left side from approximately 1:301

(X4 I ! SUMMARY STATEMENT OF DEFRIGIENCIES X o | PROVIDER'S PLAN OF CORRECTION (X5}
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 PM after the aldes completed cares until 5:30 PM- |

| During the 4 hour observation, the resident was
not repositioned to prevent further skin

i breakdown,

i c. Observation on 7/18/07 at 2:25 PM

| revealed resident #44 had two Stage I pressure
ulcers on the sacral area. When the observation !

I ended at 5:15 PM, two hours and fifty minutes

| fater, the resident had not been repositioned, .

| d. According to the medical record | resident |
#24 developed a pressure uicer somatime In May |

| 2007, Observation on 7/18/07 showed the

I resident seated in his/her room at 1:30 PM. At~ |
1:46 PM staff wheeled the resident from his/her

I room fo the dining room where s/he remained.

| The resident was still seated at the dining room !

| table at 6 PM when the surveyor |eft the facility, A |

| time period of 4,5 hours elapsed during which |

|

|
i
I
:
i
|
|
I
|
I
|
I
|
I
|
I
I
i
I
|
I
|
|
|
;
|
|
|
|
I
!
I
I
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| |

|

|
I
|
staff did not reposition the resident. ||
|| 4, Bathing: ; % |
. a. Interview with family members on 7/18/07 |
| at1 PM revealed they were conoerned about the |
| quallty of bathing being provided to non sample | |
resident #37. Observation at that time revealed | I
| the resident had a bulid-up of body soll behind
his/her left ear. Review of the current bath form | E |
showed the resident was last bathed on 7/12/07.
b. Review of the current bath and skin !
assessment form for resident #46 showed the .
resident recelved one bath/shower in June 2007 | |
on 6/10/07 and the next bath/shower recorded - '
was on 7/5/07, 25 days later. There were notany | |
documented refusals. In addition, the 7/5/07
bath/shower was the only one recorded from
7/1/07- 7/19/07.
C. Review of the current bath and skin ; i
assassment form on 7/18/07 for rasident #25 : |
showed there were no haths/showers recorded

forth not—— i

.| any documented refusals. The last bath recorded
was on 6/21/07.

d. Review of the current bath and skin
assessment form for resident #5 showed one
bath was received in June 2007 on 8/7/07, and
there were not any documented refusals.

e. Review of the closed record for resident
#47 revealed bath dooumentation was lacking for
May and June 2007, interview with the nursing |, ;
home administrator (MYA) on 7/19/07 at 1:55 PM | |
confirmed there was not any record found for this '
resident related to bathing for these two months.

Hf. Interview with the MYA on 7/19/07 at 4:55 i
PM confirmed there was a lack of documentation , |
to show bathing occurred at acceptable levels for | !
these residents.

| i !
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5, Restorative program:
| 1. The following concerns with the restorative :
programs were identified:; ;
a. Review of the 5/16/07 restorative referral |
| for resident #13 showed the program was '
jordered 1 0 2 times a week. Review of the 2007 |
| documentation showed the program was not 1
| provided from June 1st through June 1st and July
| th through July 1st. No refusals by the resident |
| were documented during these periods. '
b. According to an undated restorative
| referral, resident #23 was to be on the restorative |
program twice weekly for one month. Record
| review showed the program was not provided
i from May 1st through June th and June ‘st i
| through June nth. No refusals by the resident |
| were documented.

I 6. Bowel incontinence; ,
| Observation showed resident #25 was not !
checked for Incontinence from 1;38 PM untll 4:35 |

I
|
F353l

. Lo g ) b Ay
! P f-cheekedat-4:35

PM, the resident had been incontinent of a large |
l amount of feces,
I 7. Observation of working arrangements:
| Observation during the evening shift on |
7116/07 showed staff consisted of two training |
| aides and one CNA. All the staff worked together
| when providing care for the residents and went |
from side to side of the facility, This left
| alternating sides of the faclility without staff, .
F 356 483.30{e) NURSE STAFFING |
58-8 - ‘
| The facility must post the following information on |
& daily basis: - |
| 0 Faoility name, -
o The current date, |
| o The total number and the actual hours worked
]
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| by the following categaries of licensad and

| unlicensed nursing staff

resident care per shift:
- Registered nurses,
- Licensed practical nurses or ficensed

- Certified nurse aides,

0 Resident census.

|

|

| vocational nurses (as defined under State |aw
|

I

I

!I The facility must post the rurse staffing data

| specified above on a dail

| of @ach shift. Data must be posted as follows:

I o Clear and readable format.

|0 In & prominent place readily accessible to
residents and visitors.

|I The facility must, upon oral or written reguest,

| make nurse staffing data availapl
| for review at a cost no

I standard.

The facility must maintain the posted daily nur

[ staffing data for a minimum of 18 months, or as

}I required by State |aw, whichever is greater,

|
I

Observation on 7/18/07

This REQUIREMENT is not met as evidenced
by:

B:—:;sed on observation and staff interview the
facllity falled to post the nurse staffing data at the |
I beginning of each shift. The findings were:

| nurse staff data was posted for the entire day,
| Interview with the administrator and sogia

| services designee at the time of the observation

| revealed the night nurse always posted the

| Information for the entire day, Nelther the

| administrator nor the social services deslgnee
|

directly respansible for

).

e to the public
t to exceed the community

at 12:05 PM showed the

y basis at the beginning :

|
|
J
!
I
|
|
|
i
|
|
:
|
|
I
!
|
i

[
|
I
|
|
l
!
|
|
|
I
]

h‘his facility strives to ensure that
the posting of the facility name,
current date, total number and |
lactual hours worked of all licensed
and unlicensed musing staff

IE'B 56 NURSE STAFFING
|

directly responsible for resident |
'care by shift on a daily basis. This
is evidenced by the following.

[The Policy and Procedure for

be reviewed and revised by the
\Administrator and the DON. The
l'nursing staff will be inserviced on
||this new policy and procedure. The

icompliance on a daily basis for one
'month then weekly thereafter. Any |

,‘action.

!
I
i
|
|
I
I
|

non-compliance will be reported to
lthe Administrator for further

Ga 1o Rrvrcw ?f/”"’l""/f.

|

|

|

|

|

IiPosting Daily Staffing on Duty will I|I
I

|

|

|

|

7%

|
|
[
|
I
I
I
I
I
|
I
|
I

|
|
|
!
|
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wee aware if changes were made to the posted
" | information if the schedule changed, |
FF 386 | 483.40(b) PHYSICIAN VISITS ' F 386

The physician must review the resident's total
program of care, including medications and
treatments, at each visit reguired by paragraph (c)
of this section; write, sign, and date progress
notes at each visit; and sign and date all orders
with the exception of Influenza and pneumococeal
polysaccharide vaccines, which may be
administered per physician-approved facility
policy after an assessment for contraindications.

F386 PHYSICIAN VISITS

The facility strives to ensure the
physicians review the resident’s
total program of care, write, sign,
and date progress notes at each

| visit. This is evidenced by the

This REQUIREMENT is not met as evidenced | _ ifOllowmg.
by:
Based on medical record review and staff \ ‘The physicians office will be

interview, the facility failed to assure the physiclan contacted for a copy of restdent
reviewed the total program of care and wrote, '

signed, and dated progress notes at each visit for . #1.3-3 P hysxc;ap visit. T.h'e copy
2 fm—#i%M%ﬁmﬂeﬁsidems—seefrbyﬁe—'—M—bﬂ%l@e“ tn-the medioat
! ‘records. All residents will be

pl':ysici‘an. The findings were; ,
’ placed on a schedule to see

!
1. Medical record review revealed the only | .physicians on a minimum of a l

. | documented physician visit for resident #13 | . -
! occurred on 4/2/07, Interview with the acting ‘quarterly basis. Medical records

director of nursing (DON) on 7/18/07 at 12:50 PM will andit for timely vistis and for \
revealed the physician.saw the resident in the for completion of signed and dated
clinic on 6/15/07. The acting DON confirmed |progress notes after each physician |

there was no progress note related to that visit in

the medical record. ivisit. The results of the audit will

be presented to the Administrator

2, Review of physician progress notas for resident to be submitted to the quarterly QA
#14 revealed the medical record lacked any -nctes| cominittee. 524
which documented a physician reviewed the Yo

resident's total program of care, On 7/18/07 at |
9:56 AM, the acting DON reported the physician |
saw the resident on 6/15/07; however, she ' |
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! confirmed there was no documentation of this | |

visit in the medical record. ! |

F 387 l

|
'F387 FREQUENCY OF
| PHYSICIAN VISITS

|

|
E
|
|
The resident must be seen by a physician at least |
once every 30 days for the first 90 days after ;
admission, and at ieast once every 60 days |
‘ thereafter, |
| The physicians office will be
| ‘contacted for a copy of resident
. |#]3’s pltysician visit. The copy
| ‘will be placed in the medjcal
| |records. All residents wil} be

A physician visit is considered timely if it occurs
not later than 10 days after the date the visit was
required,

) i t id
| g';is REQUIREMENT is not met as evidenced | |place d on 2 schedule o see

Based on medical record review and staff ,’ ' physicians on a minimum of a
‘ Interview, the faollity failed to ansure 2 (#183, #46) | | quarterly basis. Medical records
| of 12 sample residents were seen by a physician | | will audit for timely vistis and for

1. According to the admission face sheet, | tPffO_greBS notes after each physician
. | resident #13 was admitted on 3/26/07. Review of | ‘ visit. The results of the audit will
the physician progress notes showed the only be presented to the Administrator

documented physician visit for resident #13 i - i o t
oooutred on /2107, Intervew vt the acthg | | 0 be submitted to the quattetly QA

director of nursing (DON) on 718/07 at 12:50 PM  committee,
revealed the physician saw the resident in the | |
clinic on 6/15/07. The acting DON stated the ,

resident was not seen by a physician in May. | |
2007, ‘
2. Review of the medical record face sheet for
resident #46 showed s/he was admitted to the g |
nursing home on 4/15/05. The most current
physician visit recorded in the record was on !
| 3/30/07. Interview with the acting DON on 7/18/07 .
i at 1:28 PM oonfirmed the physician had not | |

|
|
|
|
|
|
|
|
at the required frequency, The findings were: for completior of slgned and dated i
|
|
|
|
|
|
|
|
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F 387 ‘ Continued From page 62 . F 387! [
visited the resident since 3/30/07. ' \
F 426 | 483.60(a),(b) PHARMACY SERVICES . Fa28] ‘
38=D: |
The facility must provide routine and emergency r
‘ drugs and biologicals to its residents, or obtain |F425 PHARMACY SERVICES. |
] them under an agreement described in o |
inlcenaod paraoriel to et e e | [t Zacility steves to obtain
Icens onn ) : H ! H
“law permits, but only under the general gmedicatlon ﬁ?m%}:f p_harrpacy na ’
supervision of a llcersed nurse. | imely manner. 5 15 evidenced
by the following.
[ A facility must provide pharmaceutical services |
gggm;:g E;ggﬁr?r?éesditsh;etna:iﬁ;rz g"de acclrate iResident #31 has received her |
} ' ' H H :
administering of all drugs and biologicals) to meet k : ophthalmic (?in fmext. A policy and
the needs of each resident, | !pro_ceduflcbwﬁ b‘;‘ie?ted and
reviewed by the Administrator to
Tr;'e facili(tjy rEust emp:oyhor obta_:‘g the servi'tt:etg, of i ‘cnsure all residents receive
a licensed pharmacist who provides consultation medication in a 1
on all aspects of the provision of pharmacy i ‘ toa omna temc?]y mlanner:
services in the facility, ! Pharmacist and nursing staff will
| j ]bc inserviced vrrtite mew policy and
! | iprocedure prior to implementation. |
| | [The DON and Pharmacist will !
This REQUIREMENT is not met as evidenced | jaudit all new medication orders |
by: i imonthly., The resuits will be
Based on observation, medical record review, ‘ Presented to the Administrator to
and staff interview, the facility failed to obtain be submitted to the quartetly QA
medication from the pharmacy in a timely manner | lmc etings. ) 3/5%?
for 1 (#31) non-sample resident, The findings .
were ! | |
Review of physician orders dated 7/10/07 Q |
revealed an order for Bacitracin Ophthalmic !
Qintment, 1/2 inch ribbon in both eyes four times ' :
a day for 10 days. The following concerns were 5 |
l noted: '
a. Observation on 7/17/07 at 7:30 AM | |
. . |
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F 426 | Continued From page 63

| revealed the resident did net receive the eye
I ointment during a routine medication pass.
! b. Interview with licensed practical nurse
(LPN) #5 at 9 AM revealed the ointment had been
ordered, but it had not yet been abtained from the
| pharmacy. On the afternoon of 7/17/07 the LPN
| obtained the medication,
G. Interview on 7/18/07 at 9:45 AM with the
I nursing home administrator revealed her ,
| expectation was that medication would be started |
within twenty four hours of being ordered by the
I physician,
F 428 | 483,60(c) DRUG REGIMEN REVIEW
$SF |
| The drug regimen of each resident must be
reviewed at [east once a month by a licensed
I pharmacist,
|
|

|
|
|
|
I

The pharmacist must report any irregularities to
the attending physician, and the director of

I
|
|
[F428 DRUG REGIME REVIEW

ITT‘IE ‘Fﬂﬂili'[y st,l“i\'}'es_t_g_e_n_s_the_Ehe___—_—

|
|
nursing, and these reports must be acted upon. I
|
|
1

This REQUIREMENT Is not met as evidenced
by: ;
I Based on medical record review and staff ‘
| interview, the facillty failed to ensure the monthly |
| medication regimen was reviewed by a licensed |
pharmacist for 11 (#5, #13, #14, #23, #24, #25,
‘ #32, #33, #41, #44, #48) of 11 sample residents |
i who resided ih the faaility at the time of the ,
| survey. The findings were: I
I

| Review of the monthly medication regimen
| reviews for residents #5, #13, #14, #23, #24, #25, |
| #32, #33, #41, #44, #46 revealed the last review |

|monthly mediation regiment ig
ireviewed and revised by a licensed |
‘Pharmacist. All residents will have I
|a pharmacy review completed this

month and monthly thereafter, |
Admiuistrator and DON will |
Imonitor for compliance. The

|results will be submitted to the |I
quarterly QA meetings. _

I 5547
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date was 5/31/07. Interview with the nursing . .
home administrator on 7/18/07 at 3:45 PM | I
revealed she spoke to the pharmacist and, _ |
| because of his vacation, he was late in reviewing |
the medication regimens for the month of June : i
| 2007, | |
; F 441 ‘

“This facility strives to ensure that it

- safe, sanltary, and comfortable environment and

\ to prevent the development and transmission of
disease and infection, The facility must establish

| an infection control program under which it

‘ investigates, controls, and prevents infections in |

| the facllity; decides what pracedures, such as

‘ isolation should be applied to an individual
resident; and maintains a record of incidents and f

| corrective actions related to infections, |

!

lestablishes and maintains an

|
|
F441 INFECTION CONTROL |
|

\infection control program designed

to provide a safe, sanitary, and

comfortable environment and to

|[prevent the development and
itransmission of disease and

linfection, This is evidenced by the

Ifo'llowing-,

| This-REQUIREMENT-is-not-metasevidenoed

by: |
| Based on observation, medical record review,

‘ family and staff interview, and review of poliay |
and prooedure, the faciiity failed to implement an I
effective infection control program, The findings

were:

l The following concerns were noted with the
infection control policy and procedure, dated 5/07:
‘ a. The policy and procedure repeatedly '
referred to the infection control officer. Interview
on 7/19/07 at 3 PM with social service designee |
| revealed there was not an infection control officar

b. The policy and procedure documentad, *...
| Proper isolation precautions will pe implemented
. per Policy and Procedure by the 1CO [infection

The Administrator and DON wil]

]review and revise the Infection

which will be approved by the

Medica] Director. The policy and

lprocedure will include the

following; a designated Infection

Control Officer; description of

al)

levels of precautions; procedure for
fl’he culturing and follow up on all

infections; too] for monitoring

\employee illnesses; educational

|
|
|
|
‘
Control Policy and Procedure book |
|
|
|
|
|

materia] for old and newly hired

’ for the facility. I
i
|

|staff regarding handwashing,
|
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control officer] or designee..." Interview with the perineal care, and oatheter care;
social service designee on 7/19/07 at 3 PM | proper disposal and handling of
revealed these isolation precautions were not linen in soiled incontinence
included in the policy and procedure and there ducts: and pe infecti
wasn't a separate isolation policy and prooedure. } products; and proper in eotion
o. Review of the Infection control log from ! contro] technique in the dining
6/13/07 to 7/3/07 revealed 10 infections reported, f room. All staff will be inserviced
eye nfactons n (s v woek perod winro | | on the new policy and procedure
. Cultures or follow up. There were three urinary i ancl{tjl;c aforz?;nent!oned items will
| tract infections with no cultures, but all three | |be added to the skill checklists for !
' residents received antibiotics, There were no , -all employees were appropriate. ‘
follow-up cuitures to see if the antibiotics were | lThe IFO will audit the infection .
Gl of the iections were net anaren ™~ Sontrol log for acouracy and
I I ! o I L ¥ A )
d. Interview on 7/19/07 at 3 PM with the | (completenss daily for one month
social servioe desighee revealed there had been | ‘ﬂl@ﬂ weekly for three months then
no monitoring of employae ilinesses, Nor was monthly thereafier. The results will
'fher?oa"y POfrfle ‘Izlitht :riteria ft:u'h wpﬂen if!c g | |be presented to the Administrator
employees should stay, or go, home or cou , 'to be submitted to ¢ ) o/
bt heiv 0 be submitted to the quarterly QA 2(/3 Yoy

e Furtherinterview with the soolai setvice i
designee revealed there had been no monitoring
of, or education about, handwashing, perineal i
care, or catheter care. Please refer to F444 !
(handwashing), and F312 (incontinence and
catheter care) for problems in these araas. Other
examples of lack of an effective infection control
program:

- Observation on 7/17/07 at 3:26 PM showed
certified nurse aides (CNAs) #7 and #16 stripped
the bed for resident #27, bundied up the dirty '
linen, and both CNAs held it next to their clothing |
before putting it in a bag. CNA #16 then leaned
over another bed and changed the inoontinence
brief for resident #48, ‘

- On 7M7/07 at 7:53 AM observation during |
the breakfast meal revealed CNA #1 repeatedly
picked up drinking glasses by placing her fingers !

| a
lmee&ﬂga.
i
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F 441 Continued From page 66 | F441) |
on the drinking surfaces around the rims. She | i ||
assisted residents #28 and #31 to drinlc from the | | |
same glasses. During the same observation, | I
CNA # @ also picked up the drinking glasses by | | |
the rim and then gave resident #28 a drink. | i |
F444 | 483.65(b)(3) PREVENTING SPREAD OF | F4a4 |
88=EF | INFECTION | | \|
The facility must require staff to wash their hands | !F444 PREVENTIN SPREAD OF |
after each direct resident contact for which | lI‘NFECTION |
handwashing is indicated by accepted | s [
professional practice, ' : e . . ) |
' |Thls facility strives to ensure it |
‘ donced | Fequires staff to practioe proper |
R;I'IS REQUIREMENT Is not met as evidence i ' standard precautions which |
Based on abservation, staff interview, and I‘ 1nc.ludes hand washing .after each |
| standard handwashing procedure guidefines, the resident contact for which hand |
| factlity staff falled to wash their hands as | lwashing is indicated by accepied
| indicated by accepted professional practice. The I lprofessional practice. This is |
| indings were: | levidenced by-the-following: |
7. "Nursing Assistant' oth edltion, by Hegner, | | ‘ _ ‘ |
| Acelio, and Caldwell, copyright 2004, page 172 | IProper haud washing technique will |
‘ revealed, "...Handwashing should be . o |be posted in all areas where hand |
T iowig cncems Mo ey | [washing s necessry. LPN g
n f
this Standard were noted: | I’TN'A. #18' and #‘ ] 7:. a.nd a]l Staff Wlll |
| a. On 7M6/07 at 7:20 PM licensed practical | be ms:ervxcf:d on the proper |
nurse (LPN) #8 washed his hands after |techmqu.e for hand washing and |
performing wound care on rezsidenii ﬁﬁZ.tThe LPNL | will retum demonstrate technique. j
left this resident's room and pushed the treatmen . )
cart to the room of resident #22, Before the LPN | |':[he D QN or designee will monitor |
entered the room, he put on a pair of gloves | Iﬁve staff member_s weekly for l
without washing his hands first, The LPN therr | proper hand washing technique for |
| performed wound care on the residenta removed li ]one month then five staff members |
the soiled gloves, and washed his han s. The fweeldy for three months then
LPN left this resident's room and pushed the 1o e T . |
| treatment cart to resident #32's room, Before the |‘ Jmonthly thereafter. The results wil] |
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|
| to the room of resident #25. Before he entered |
| the room, he put on a pair of gloves without i

I' washing his hands first, He enterad the resident's '
room and performed wound care. !
b. On 7/18/07 at 7 :20 PM training nurse alde |

|| (TNA) #18 and certified nurses aide {CNA} #17 |
| performed incontinence care on resident #22 who |
| had been incontinent of bowel, The TNA and |
| CNA washed their hands before leaving the |

| resident's room then came out into the hall and _
| pushed the two barrels that contained solled linen |
| and garbage down the hall to resident #32's |
| room. When they entered that roem, they puton |
| gloves without washing their hands and oo
| performed Incontinence care for that resident. l\

When they completed the incontinence care, they |

§
I
1

DOUGLAS CARE CENTER DOUGLAS, WY 52632
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| LPN entered the room, he put on a pair of gloves ! Il
} without washing his hands first, The PN then 'be presente { s
| performed wound care on resident #32, removed Eto ]f o sieb 1%_3 illetﬁdm1n~1tstrlator ! )
the sailed gloves, and washad his hands. The | uomitted to the quarterly QA |273/ 07
| LPN feft the room and pushed the treatment cart | meeting, |

|| removed their gloves, i8-and

' refurned to the hall. Again, they pushed the two ‘
il barrels that contained dirty inen and garbage |
| down the hall to the room of resident #25. They |
| éntered the resident's room, put on gloves without |
| first washing their hahds, and performed

| incontinence care for the resident,

|
|
|

’ 2, Observation on 7/16/07 at 5:45 PM showed g |
| staff membser spilled a glass of water onto the |
floor while serving the evening meal. Training |‘
nurse aide (TNA) #17 cleaned up the water with a ‘

| towsl, picked the towe! up off the floor and placed |
it on the end of the assisted table, wiped it |
around, and then assisted resldant #22 with the |
| meal (the plates, silverware, and glasses
| remained on a tray), The TNA failed to cleanse |
|| her hands prior to assisting the resident Review I‘
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of the facility's undated policy and procedure

- entitled "Hand Hyglene" showed it did not address

cleansing the hands after contact with

| contaminated objects, However, 1t did reference

the 2002 "CDC Guidelines for Hand Hyglene in

Health~Care Settings." According to those

guldelines healthcare workers should:

| "Pecontaminate hands before having direct

contact with patients...after contact with patient's

, Intact skin....after contact with inanimate objects
In the immediate vicinlty of the patlent...Before

eating...,.wash hands,,."

F 485 | 483.70(h) OTHER ENVIRONMENTAL F 465|F465 OTHER
s8= | CONDITIONS ! ‘ENVIRONMENTAL
{CONDITIONS

The facility must provide a safe, functional,
sanitary, and comfortable environmen for
residents, staff and the public. This facility strives to provide a
safe environment for residents,

;staff and the public. This is

This REQUIREMENT is not meét as evidenced . !
by evidenced by the following———————————————

Based on observation and staff interview, the

facility failed to provide a safe environment for The Maintenance Supervisor will
residents, staff, and the public. The findings were: . Ircplace ot repalx the heating covers

| 1. Periodic abservations from 7/16/07 at 1 PM inrooms #'s 25,28, 24, 17,8, 2,
through 7/18/07 at 10:10 AM revealed metal iand in resident bathroom in room

_| baseboard heater covers were either missing or #27, in the hallway by rooms #14

bent out away from the wali and projecting into and #2 and in the dinj _
the interior of the hall or resident rooms. Interview T.V mgil b cil mmg rqo:; and
with the facillty maintenance director on 7/49/07 |- Y+ 100 by doors and windows

i at 10:10 AM vertfied the sharp edges of the in the east wing. The Maintenance

' baseboard covers represented a safety hazard to ISupervisor will monitor for broken
resident's, staff, and guests. The following . |or missing heater covers on daily

locations wera noted:

_a.The hallway opposite resident rooms #25, . irounds and will replace or repair as
#28, #124, #17, #8, #20. needed. The Maintenance

[Supervisor will clean and replace

b. The hallway next {o resident rooms #4,

i .
|
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. #14, #2, and the dining room,
east walls;
resldent's bathroom.,

near west window.

¢. In the dining room along both the west and
d. In resident room #27 and also in the

e. In the communal TV room by back door,

caulking in the shower room B and
repair the counter cabinet door in
the dirty utility room. Broken fans
will be replaced. The Maintenance
Supervisor will monitor on daily
rounds and fix or repair as needed.

2. Observations on 7/16/07 at 11:30 AM revealed The resultls of his daily rpu‘nds will
a bead of mold epproximately 5 inches long on be presented to the Administrator
the floor where the floor met the walt in the to be submitted to the quatterly QA 77
shower stall in the "shower room," B wing, near meetings. 'Y /) 7
room #23. In addition, the counter cabinet door
was pulled away from the frame exposing both
the hinge and the sharp pointed woed screws In
the dirty utility room near the nurse’s station. Two
of the five dihing room fans did not work.
Interview with the facility maintenance director on
7119107 at 10;10 AM verified the presence of the
mold, the exposed metal screws, and the broken

fans.
482483 75(by ADMINISTRATION F492
Se=E ;
The facility must operate and provide services in F492 ADMINISTRATION

compliance with all applicable Federal, State, and
*local laws, regulations, and codes, and with

accepted professional standards and principles This facility strives to ensure State
that apply to professionals providing services in rules and regulations are met for all
such a facility. ‘ iresidents, This is evidenced by the
) following,

This REQUIREMENT is not met as evidenced , i i
by: All agsessments, including resident
Based on observation, staff interview, and ' #14 will be completed and signed
e ros and reguiatons were met-or 2 a1 by an RN, An audit will be

0 : .
sample residents, This failure related fo ' im]f Ie‘nlaemed. and results will be
assessments completed by licensed practical submitted to the quarterly QA
nurses (LPNs) for resident #14 and duties ‘meeling.

I'
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| performed by certified nurse aides (CNAs) for

| resident #23, In addition, temperature )

j requirements for hot water accessible to residents |

in rooms #5 and #6 and certification requirements |

.{ ;or the dietary manager were not met . The |
indings were;

’ |

; 1. Related to assessments completed by an LPN: |

| Review of the Wyoming Nursing Practice Act July |
2005 and Administrative Rules and Regulations |
| November 2003 revealed the following: i
"Section 3. Standards of Nursing Practice for the ;
Licensed Practical Nurse : l
I {a) Standards related to the licensed practical '
| nurse's contribution to the nursing process,
(I} The licensed practical nurse shall:
| (A) Contribute to the nursing

| (I} Collecting, reporting and
recording objective and

TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
)

!
1
| assessment by; |
|
|

Sl t himer;

| Pata collection includes:

| {1.) Observation about the condition or I
change in condition of the client;

| (2.y Signs and symptoms of

| deviation from normal health status,”

This regulation was not met as evidenced by: 1

| Review of the comprehensive assessmenis for i
activities of daily living, falls, and pressure uicers

| revealed they were completed by licensed |

| practical nurse (LPN) #11 on the 5/17/07 |

admission Minimum Data Set assessment for |

| resident #14. The acting director of nursing I

| {DON) confirmed this on 7/16/07 at 4 PM, |

|

|

\

2, Related to duties performed by CNAs;
Observation on 7/17/07 at 1:35 PM showed
| _
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resident #23 was in a wheelchalr in the hail way,
The resident asked CNA #7 to check his/her |
oxygen, and see If it was out, CNA#T |ooked at
the oxygen regulator on the back of the |
wheelchair, and saw it was set to zero. She then
adjusted the knob to three liters per minute (Ipm). |
The oxygen flow rate was not posted on the
oxygen tank, The CNA stated she would have the
resident check at the nurses station to see If it ’
was gn accurate liter flow. Once the resident felt
the flow of oxygen, s/he left toward the dining |
room, and did not stop at the nurses station: the !
‘ aide went about her work not checking the liter |

flow rate with a nurse, Medical record review ‘
1 showed the July 2007 recapltulation of orders was|
for oxygen at 2 ipm continuously. According to the ‘
| May 2001 declsion by the Wyorning State Board
of Nursing (BON), a CNA may be delegated the |
’ task of adjusting the oxygen liter flow if the liter
l flow is clearly marked by the nurse on the i
concenirator and/or oxygen tank, ;

| All residents requiring oxygen will -
bave their oxygen flow rates posted -
on the concentrator so the CNA's
will be able to change the oxygen
and apply and take off the oxygen.
All nursing staff will be inserviced
on this procedure, The DON or

: designee will monitor for labeling

on a daily basis for compliance.

The results will be presented to the

| Administrator 1o be submitted to

. the quarterly QA meetings.

—

| The Dietary Manager has applied
and recejved her course materials.
The Dietaty Manager will complete
the course in approximately one

DOUGL.AS CARE CENTER DOUGLAS, WY 82633
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! —
F 492 F 462! ~—.— .. —

z/%

year. The Dietary Consultant-will

I H
1
| 3. Interview with the facility administrator on
| 7/17/07 at 3:48 PM revealed the dietary manager |
had been employed in that capacity for |
| approximately one month but was not yet

-| certified. According to the Rules and Regulation !

: for Program Administration of Nursing Care ;
Facilities, Chapter 11, Section 11. Dietetic
I Services, (a)(i) If the qualified supervisor Is not a |
\ Registered Dietician, she/he shall be & graduate
of & dietetic technician program approved by the l
i American Dietetic Assoclation or a dietary |
| manager's educational program approved by the
| Certifying Board for Dietary Managers. |
|
|

| 4. Observation on 7/19/07 at 11:11 AM whie in

be preceptor and monitor progress.
The quarterly QA will monitor the
progress.

The mixing valve was repaired on
7/24/07. Water temperatures in all .
rooms are within normal range.
Maintenance Supervisor will
monitor the water temperature

daily. The results will be presented
to the Administrator to be

submitted to the quarterly QA

Sty

5/3/».9

o : meeting.
‘ the presence of the facility maintenance manager [ & ‘
. revealed the bathroom faucet water femperature |
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i of the services.

services to meet the needs of its residents. The
facility is responsible for the quality and imeliness

This REQUIREMENT is not met as evidenced

hy:

Based on medical record review and staff
interview, the facility failed to assure laboratory
(lab) tests were completed, as ordered, for 2 of

DOUGLAS CARE CENTER DOUGLAS, WY 82633
OF DEFICIENGIES [»] ' PROVIDER'S PLAN OF CORREGTION X5}
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F 492 | Continued From page 72 F 492,
In rooms #5 and #6 were 118 and 117 degrees ;
Fahrenheit, respectiveiy. According 1o the Rules
and Regulation for Program Adminigtration of
Nursing Care Facliities, Chapter 11, Section 6.
Physical Environment, (a)(iv) Shower/bath and
resident lavatories shali be set to provide water of
a temperature not to exceed 110 degrees
Fahrenheit, |
F; g?g 483,75()){1) LABORATORY SERVICES F. 602 F502 LABORATORY SERVICES
' | The facility must provide or obtain laboratory

i The facility strives to assure
‘laboratory test will be completed as
ordered. This is evidenced by the
following:

The Administrator and DON will
develop a policy and procedure for
laboratory test copletion and

| R,

11 (#14, #23) sample residents who resided in
the facility at the time of the survey. The findings
were.

1. Review of the 6/3/07 admission physician's
orders showed resident #14 was to have a weekly
comprehensive metabolic panel, complete blood
count with differential, and magnesium lab tests.
Review of the |ab test results showed no tests
were completed on 5/18/07 and the magnesium
leval was not done on 7/5/07 and 7/12/07.
Interview with the acting director of nursing {DON)
on 7/17/07 at 1:25 verified the tests were not
done as ordered.

2. According to physiclan orders dated 3/22/07,
resident #23 was to have monthly digoxin and
PT/NR (lests to determine If the blood is too thin}

Tle-rut SiiJ.E, staffwitl-be
inserviced on this policy and
procedure prior to implementation.,
The DON and MDS coordinator
‘will monitor for compliance
weekly. The results will be
presented to the Administrator to
be submitted to the quarterly QA

rneeti ng.

-h.,..\k:n...
AWECKIES

1

5’/?’ D7

i

L
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The facility must file In the resident's clinical
record laboratory reparts that are dated and ;
contain the name and addrass of tha testing
laboratory.

This REQUIREMENT Is not met as evidenced
by:

Based on medical record review and staff
interview, the facility failed o ensure |aboratory
resutts were included in the resident record for 2 i

' (#14, #48) of 11 sample residents, The findings

were;

1, Review of the 5/3/07 admission physician's - |

i
!FSO? LABORATORY SERVICES

"This facility strives to ensure it files
the resident’s record laboratory
repoxts that are dated and contain
the name and address of the testing
{aboratory. This is evidenced by
the following.

The newly developed policy and
procedure for laboratory

DOUGLAS CARE CENTER DOUGLAS, WY 82633
MMARY STATEMENT OF DEFICIENCIES iD i FROVIDER'S PLAN OF CORRECTION (X3)
éﬁtgf!& (E)"sﬂslflJ DQSCIEN&TMUST BE PRECEDED BY FULL FREFIX (EACH CORREGTIVE ACTION SHOULD BS OOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | Ta@ '  CROSS-REFERENCED TO THE APPROPRIATE d
[ BEFIGIENCY)
|
|
F 502 Continued From page 73 | Fs02’
levels. Review of the lab test results revealed the :
tests were not done in May 2007, On 7/18/07 at 3 |
| PM the administrator confirmed the 1ab tests were | :
not completed as ordered. i
F 507 ' 483.75())(2)(iv} LABORATORY SERVICES F 607
8S=D: ,

orders showed resident #14 was to have a weekly |
comprehensive metabolic panel, complete blood
count with differential, and magnesium lab tests. |
Review of the lab test results showed the tests for !
7/5/07 were missing, Interview with the acting
director of nursing {DON)} on 7/17/07 at 1:26 PM
revealed those tests had been ¢completed, but the ;
results were still at the lab.

2. Review of a urine dipstix dated 6/25/07 showead

i
|
i
resident #46 was positive for nitrites and '

. leukocytes; the corresponding nurses note dated

6/25/07 at 10 PM showed the urine sample was
to be sent in for a culture and sensitivity. Elght |
days later, a nurses note dated 7/3/07 showed thel

resident was started on Bactrim for a urinary tract

infection. Further review showed the urinary

- analysis (UA) and culture and sensitivity results

completion and tracking will
include the filing in the resident’s
record laboratory reports that are
dated and contain the name and
‘address of the testing laboratory.

[Residents #14 and #46 will have

their laboratory results filed in their
medical records.

é
i
|
|

IS”o’/‘M
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The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organizad.

The clinical record must contain sufficient

resident's assessments; the plan of care and
services provided, the results of any
preadmission screening conducted by the State;
and progress notas,

Information to identify the resident; a record of the -
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F 807 | Continued From page 74 F 507

were not included In the medical record. Interview

with the acting DON on 7/18/07 at 1:28 PM .

confirmed the UA and culture and sensitivity |

results were being faxed over from the :

physician's office. i
F 514 | 483.75()(1) CLINICAL RECORDS F 514
SS=E

F514 CLINICAL RECORDS

‘This facility strives to ensure
.clinical records are accurately and
icompletely maintained and
systematically organized. This is
evidenced by the following.

adiag]

This REQUIREMENT s not met as evidenced
by:

Based on observation, staff interview, and review
of medical records, the facility failed to ensure
olinical records were accurately and completely
maintained and systematically organized for four

| (#13, #25, #47, #48) of 12 sample residents. The !

findings were;

' 1. Medical record review for resident #25 showed
| there was no Minimum Data Set (MDS)

" assessments, no care plan for any aspect of the
' resident's care, and no vital signs flow record for
| the month of July 2007, Intetview with the acting
| director of nursing on 7/18/07 at 2:10 PM
cohfirmed these records were not includad in the -
resident's medical record.

rx ewW Lvn.-uxucu ,l_\UbUAUb oupClVlBUl
will be hired and trained. All
medical records fortesidents and #
13, 25, - will be review and
;orpanized to contain all

iassessments and care plan records
needed for resident care.

Gt

I
L4
1

Resident #47 and #48 will have
lthejr nedical records organized and
CIOSed per facility procedure.
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+ 2. Medical record review revealed the record for The Administrator and MRD will
i resident #13 was incomplete, According fo the audit the med
| face sheet, the resident was admitted on 3/26/07 for comalin if’al,lf'f’°°rd‘s ‘ﬂ‘m‘?ﬁ'y
and identified concerns were partially assessed, 'oF corupiance. 1he results wi
Howaver, there was no avallable care plan for the be submitted to the quarterly QA
resident, On 7/48/07 at 11:30 AM the ! mectings, E{/ﬁ ’/"”
administrator stated the facility was unable to find .
any care plan for the resident.
3. Review of the closed medical record for
resident #47 revealed s/he was discharged from :
the facility on 6/11/07, When the record was ;
retrieved it was not bound, and pages were .
sticking out and not in any particular order. The
bathing record for May and June 2007, and
certified nurse aide flow sheet for June 2007 were .
hot found in the closed record. Interview with the
nursing home administrator on 7/19/07 at 1:58 :
PM confirmed she could not jocate these items. ;
4. Review of the closed record for resident #48
revealed all the pages were Unpound and pfaced |
in random order in manila folders, Review of the
record was extremely difffcult as hothing was
systematically organized, :
F 520 483,75(0)(1) QUALITY ASSESSMENT AND F 520|
$8=H | ASSURANCE |
4520 QUALITYASSESSMENT
‘ ND ASSURANCE
A facility must maintain & quality assessment and ‘
assuranoe committee consisting of the director of arrn , . ..
nursing services; a physician designated by the Ehe facility strives to maintain an
facility; and at least 3 other members of the ffective Quality Assurance
: facility's staff. rogram. This is evidenced by the
: . ollowing.
i The quality assessment and assurance
committee meets at least quarterly to identify .y
. Issues with respect to which quallty assessment he Administrator and the QA
. &ahd assurance acliviies ara necassary, and | ommittee will develop and
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develops and implements appropriate plans of implement a Quality Assurance '
action to correct identified quality deficiencies, | Policy and Procedure to be :
A State or the Secretary may not require approved by the Medical Director.
disclosure of the records of such committee 'Meetings of the QA committee will
except insofar as such disclosure is related to the me held monthly for six months
| ?g”{‘jﬁ_‘fgiﬁtgfs}gg‘;‘;rgt?;:tee with the and then quarterly thereafter. Al
quirer : staff and the Medical Director will
Good faith attempts by the committee to identify be m.se?'viced on the program. The
and correct quality deficlencies will not be used as Administrator will monitor
a basis for sanctions, monthly for compliance. The
Administrator and the QA
This REQUIREMENT is not met as evidenced committee will review all audits for 5/3%"?
by: |trends and effectiveness of
Based on staff interview and review of the quality procedures,
assassment and assurance (QA) committes
mesting minutas, the facility failed to maintain jan
effective committee. The findings were:
Intarview on 7718707 With the current
administrator and acting director of nursing |
(DON), and review of the QA committee meeting |,
minutes, revealed the last QA meeting wasonl. .
6/22/07. Prior to that meeting, the committee met
on 12/29/06 and 7/12/06. A physician did not
- attend any of the meetings and actually sighed off
as reviewing the minutes for the December 2006
| meeting on 2/12/07, two months later. Further
i review showed only the previous administraton
and a nurse were prasent at the 12/29/08
meeting. in addition, the minutes of both
meetings consisted of an outline with only the
heading of the topic to be discussed, During the
aforementioned interview with the administrator,
she and the acting DON confirmed a physician
never attendad the meetings, The acting DON
stated she was the nurse at the QA meeting with
FORM CMS-26687(02-08) Provious Verslans Obaclete Event {D: qRD@11 Faollity 1D: WY0016 if sontinuation sheet Page 77 of 78

AUG 18 2




B8/13/208@7 21:37 3873581891

DERARTMENT OF HEALTH AND HUwiAN SERVICES

» GENTERS FOR MEDICARE & MEDICAID SERVICES

DOUGLASCARECENTER, PAGE ©82/86

PRINTED: 08/02/2007
FCRM APPROVED

OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X8} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMRER: COMPLETED
A, BUILDING
B, WING ¢
535040 ‘ 07/19/2007

NAME OF PROVIDER OR SUPPLIER
DOUGLAS CARE CENTER

STREET ADDRESS, CITY, STATE, ZIF GODE

1108 BIRCH STREET
DOUGLAS, WY 82633

{X4) (IO
PREF (X
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEF|CIENCY MUST BE PRECEQDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION X5}

(EACH CORRECTIVE AGTION SHOULD BE COMPLETION
CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)

F 620

Continued From page 77

the previous administrator on 12/28/06, and she
gonfirmed they were the only two people present.
No information related to concerns, or areas

| identified as needing improvernent by the facifity,
| was available. Furthermore, evidence of selected
" Indicators, benchmarks, action plans, ch-going
evaluation, and/or revised action plans was
lacking. That lack confirmed there were no
current, effective QA projects in place.

F 520
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