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The following abbreviations are provided here for
reference and will be used throughout the
remainder of the 2567 dacument:

CNA- Cartiffied nurse alde

DON- Director of nursing

LPN- Licerised practical nurse

MAR- Medlcation adminlstration record
RN- Raglstared nursa : '

F 250 | 483.15(g)(1) PROVISION OF MEDICALLY F250| F250 6/20/10
85=p | RELATED SOCIAL SERVIGE Pioneer Manor will ensure that all
requests [or vision, dental and hearing]
The facility must provide medlcallﬁ~r?lated sociat appointments will be referred to Social
services to atkain or mairtain the highest e s :
practicable physical, mental, and peychosacial Services to maintain - the highes
welkbeing of ench resident. praclicable Phyﬂlﬂﬂln_ mental  and
psychosocial — well-being  of  each
resident. This will be accomplished by:

This REQUIREMENT is riok mat as evidenced »  Rcsident # 64 has a vision

by; . feids
B);sed on resident and staff Interview, and appaintment scheduled for Friday,
medical recard review, the facllity failed to ensure May 28, 2010.

QNG nan-sample resident (#54) received services

to assist in obtaining funding or other assistance *  All requests lor vision, dental, and
in ardar o get a necessary vision examination, hearing appointraent will be

The findings were:

referred to Social Setvices o

Interview with non-sample resident #64 an 5/4/10 vetily provider and evaluate funds

at 1 PM revealed sfhe was still waiting for a vision available,

appolntment that was requestad alrmost a year ,
ago. Review of & 5/5/09 referral request to social »  Social Services teferral form will
services confirmend the resident's statement, the e used by all staff 1o request

request showed the resident was having "vision
difficiities- needs to se¢ oye doctor” The 1
following concerns ware noted: - up abave.

a. Review of the referral rasponse showed it
was dated 7/8/09 (two monthe after the requost)
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and the appointment could not be acheduled at )

; that time due to "No funds avellable.” * Al staff will be educited
. Further review showed no evidence funds were regarding the new process by Junc
i being sought related to the needed appointmant, 20, 2010,

b. Interview with the directar of nursing on
5/6/10 at 4 PM revealed the resident stiil had not
bean scheduled for the vision appointmant.

F 280 | 483.20(d){3), 483,10(k)(2) RIGHT TO F 280
§3=n| PARTICIPATE PLANNING CARE-REVIEE CP

The resident hag the right, unless adjudged
incompetent or ctherwise found to e
incapacltated under the laws of the State, to
participate in planning care and treatrrient or
changes in care and treatment.

A cofmprehensive care plan must ba developed
within 7 days after the completion of the
somprehensive assessment; prapared by an
interdiscliplinary teamn, that includes the nttending
, physician, a reglstare:d nurse with responsibility
for the resident, and othar appropriate staff in
disciplines as determined by the resident's neads,
and, to the axtent practicahle, the particlpation of
the: resident, the resident's family or the resldent's
legal representative; and pariadically reviewad
and revised by & team of quaiified persons after
each assessmeant,

; This REQUIREMENT is hot met as evidenced
: by:

Based on observatlon, stzff intarview, and

! medical record review, the Tacility failed to ensurs
] the care plan for 1 of 14 sampls residents (#61)

: was updated, The findings were:
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and the appointment could not be sehaduled at ) .
!. that time due o "No funds avallsble." Social Services will collzet this information
é Further review showed no evidence funds wers and report findings at the monthly QA
| heing sought related to the needed appoiniment, meeting, Aty deficiencics will be
| b. Intetview with the director of nursing on individually evaluated; Care Plan meetings
' 516110 at 4 PM revealed the resident still had not to inelude review.oF necd for ancillary
been scheduled for the vision appointment, medical services,
F 280 | 483,20(c)(3), 483.10(k)(2) RIGHT TO F280| posg 6/20/10
55=D| PARTICIPATE FLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetertt or otherwlse found to be
Incapacitated Under the laws of the State, to
participate in planning care and treatmeant or
changes in care and treatmant;

A comprehensive care plan must be dsvelaped
within 7 days after the campletion of the
comprehiensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a reglstered nurse with responsbllity
for the resident, and other appropriata staff in
disciplines as determined by the resident's neads,
and, to the extent practicable, the particlpation of
the resldent, the rasident's family or the resident's
legal representative; and periodically reviewee)
and revised by a tearn of qualified persang after
each assessment,

This REQUIREMENT Is not met as evigenced
by:

Based on observation, staff intarview, and
medical record review, the facility falled to ensure
the care plan far 1 of 14 sarmple residents (#61)
was updaled. The findings ware:

Pioneer Manor will ensure that resident #61
and all other residents and or their familics
uttless detneaned incompelent of otherwisg

the Btate, will participate in planning ol
care/treatment or changes in care/treatment

each residemt will be developed, preparsd
reviewed and updated by appropriate staff]
physiciang  and  murdes. This  will  bd
accomplished by:

Resident #011;

v Carc plan bascd on sppropriatc
asgessment to refleot wheelchair
bound with scatbclt status and
feeding assistancy complcted May
26,2010.

+  Cara Planning meeting to reflect
assessments and triggers.

»  Evaluatc carc planning procoss to
determine burriers to completion b
June 20, 2010

*  Staff specific to this process will by
inserviced by June 20",

found to be Incapacitated under the laws of

Additionally, comprehonsive carc plans for -
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The facility must ensure that the resident
enviranrnent remains as free of accident hazards
28 Is possible: and each resident recelves
Adevquate supervision and asslstance devices to
prevent dceidents,

Thiz REQUIREMENT is riot met as evidenced
hy:

Based on ohsarvation, staff interview and medical
record teview, the facility failed to ensure diat
orders wers gecurate and based on regident

nieads for 1 of 13 sample residents (#34) who had |

therapeutic dists. The facility failed to ensure
hursing assessment, monitoring, and measures
were In place to preve for & of 14 sample
residents (#15, #34, % #76, #118) and 2
nen-sample residents (#120, #121). The facility
failed to ensure a safe environment was
malntainad for 1 of 4 sample residents (#57) wha
lived in the secure unit. Finally, staff failed to
perform a side rall safety asssssment for 8 0f 10
sampla residents who had sids ralls #14, #15,

(*4) 1D SUMMARY STATEMENT OF DEFICIENCIES p PROVIDER'S PLAN OF GCORREGTION xa)
PREFIX {EACH REFICIENCY MUST BE F‘RECEDED BY FULL PFREFIX {EACH CORRECTIVE ACTION SHOULG BE COMPLETION
Tam REGLILATORY OR LG IDERTIFYING [NFORMATIGN; TAQ CHOGS-RERERENCED TO THE APEROPRIATE OATE
DEEIIENGY)
F 280 | Contihued From page 2 E ogo) F280 Contitued from page 2,
Review of the 2/2/10 care plan for resident #81 Moot cop ¢ :
showed sthe was Indepandent in bed mobility and Nurse Managers of delegate to ““d:]t 10
transfers, ambulated with a walker or cane, and cliarts per week for asscesments and cure
wais able to feed him/herself. Observation on planuing lo zellocl assessments utilizing
5/6/10 from 815 AM until 11:30 AM showed the audit tool and MDS triggers, Findings will
resident was wheelchair boundg with a seathealt be reported monthly to the QA mesting,
and required total fesding assistance by staff, wilh disctepancies investigated and
Infeiview with the DON on 6610 at 1:30 PM resolved.
verified that the care plan was inaccurate and did
not reflect the current status of the resident, She
staled the care plan should be updated.
F 323 1 483.25(h) FREE OF ACCIDENT F 323
ss=E | HAZARDS/SUPERVISION/DEVICES F323 6/20/10

TPioncer Manor will cosure that the resident
chvironment remains fiee of  accident
hazards and that each residenl receives
adequate supervision / assistance devices to
prevent accidents. This will be uccomplished

by:

Diet ortders accurale
s Resident#34:

» OnMay 5, 2010 Registered
Dietician requested an otder for a
Regular diet with pureed textires
with nectar thick liquids. Speech
evaluation completed on May 10,
2010, Dogtors’ order recoeived for a
regular diet with purced textures
noted May 11, 2010. Diet order has
been added to care plan snd dietary
reeords including tray cards have
been updoted.
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#31, #34, #48, 749, #73, #1118}, The findings
were:

1. Refer to Federa! citation F 368 fur delails
regarding the fallure to assess safe swallowing
capahility for resident#34, whose food texture
tieads had apparently changed,

2. Raview of the medica! racord for regident #57
showed s/he had diagnosss including depressive
disorder and Huntington's Charea, Raview of the |
nursing nates showsd the resident singed histher

- hair with a lighter on 1/22/10 and stated sfhe

wanted to kill him/hearself, The record also
showed the resident said s/he wanted to Kill
him/herself on 1/24/10. Review of the rursing
nates revealed on 4/5M0 at 818 PM the resident
remaoved shoastrings from a palr of shoss and
said sthe wanted to kill him/herself, Qbservation
of the secure unit on 5/6/10 from 8 AM to 171:30
AM showed there was a blood pressure cuff with
a cord, a stethoscope, a cart with hanging cords,
arel @ telephone with an expandable cord
unsecyred [n tha living/dining area. Perlodic
observations showed tha resldant was In and out
of the area where the potentially hazardous itams
were [ocated, Interviews with the administrator an
51610 at 2:15 AM and with the DON at 1:30 PM,
revealed the sforementioned iterns posed &
safety risk and should to be secured,

Safety of side rails

1. Qhservatlon on 5410 from 8:30 AM to 11:30
AM revealed resident #73 had two half side rails
on histher bad. Review of the 4/17/09 and 1/6H10
side il assessments documented the resident
hadt fluetustions n level of consciousness and
haet cognitive deflclts. Thess awsesaments also
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Falls prevention

(]

«  #15, 434,
#120, #1217760

vl
#76,#118 J‘Mr
5

#f 34 fall asscssmenl
reviewed and
interventions implemtented
on care plan, Nurse
Managers/MDE
Coordinators ta verify
interventions in place. All
alarms verificd in working
grder, Carc plan to rellect
interventions to include
bed operation.

#60, #120, #121 Nursing
and Housekeeping
education per managery
related to mopping foot
and residenty walldng on
wet Moor. lmtmediate
chatge in process for
leaving dry atea as well as
redirecting residents when
mopping is occurring by
both nursing and
housekeeping completed
Muy 7, 2010. Policy and
procedure revigion
completed May 20, 2010,
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showed no evidence the side rails were
assessed for patential entrapment of hady parts,- o #70 complete fall
such as limbs, head, nesk, or chest. : assessment and care plan

updated as appropriate,

2. Dhservation on 5/4/10 from 927 AM t& 11 AM completed May 26, 2010.

showed resldent #14 had two half sida raills.on
the bed in the upright position while slecping.

Review of the 4/17/09 side rall assassment Sale environment

revealed no evidence an assessment was tore . 67 .

to ensure the side rails could not enirap the )
resident. : o Offlce temporarily maved

) to secure area. May 7,
3. Observation an 5/4/10 from 8;30 AM to 14:30 2010 ‘

AM showed resident #48 had two half side rsils in
the uprght position on hisfher bed. Review ol the

; 1 I .d' . l‘
0/9/09 and 11/10/09 side: rall assassments o Bugcesslul medication

revealed the resident had perjods of inereased | Changf: resident per
confusion, Further review revealsd the Pgychiatrist completed
assessment did not include a risk analysis of the April 13, 2010, Resldent
side rails for enfrapment, was discharged from

4. Qlbservation on &/4/10 from 8;3C AM to 11:30 Hospice d“ett“ M7
AM shewed there were two half side rails on the fpravement on Miay /,
bed for regident #31. Review of the side rail 2010. Care Pan updated
assessmant completad on 4/22M0 showed the 1o reflect condition
resldent was confused at times. Raview also : improvement on May 26,

showed o svidence the side ralls were assessad

to ensure entrapiment could not oceur, 2010. Resident has 4

behavior wucking sheel
5. Observations on 5/4/10 from 8:30 AM ta 11:30 that is monitored
AM revealed thers wers twa half side rails an the continually.
bed of rasident #42, Review of the 7/10/0% and
B/23/09 sida rall assessments showed the Side rail asvessroent
resident had increpsed periods of confusion.
Further raview of the slde rall assessmeants ' 14.#15 #34. HAR #49. #73
showed it did not include a risk analysls of the * :”é #13, 131, 734, 48, #49, #73,
rails for antrapment.

8. The following residents ware obsarved

FORM ChS-2587(02-89) Pravious Varsiong Cibsolale Event 1D; EA0114 Facllity 12: WyDD21 If canfinuation sheet Page & of 21
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pariodically throughout the survey (5/3-5/6/10) to , )
use side rafla while In bad. Review of the side rail @ Allabove residents o
assessments fur these residents showsd they have side rail assessments
consisted of yes and no questions that faiied to completed by RN by June
adequately conclude If the side ralls were safe: 20, 2010 and resylts of
a. Resident #15 used two half sida raiis, d
Reviaw of the 4/17/08 assessment was AEsESSTIENt an
incomplete as it did not Inolude how the rails were | interventions to be
measured or assessed for possible entrapment : ingorporated into carc
risks, plan. Carc Planning

b. Resident #1718 used two fuil gide ralls.
Review of the 7/30/09 sssessment falted ta
inelude evidence of how the ralls were assessed

meeting Lo rellect use of
gide rails and evaluatlon to

or measlrad for entrapment risks, ‘ b completed to determing
c. Resident #34 usad two half side ralls. The coniitved usage.

4716109 assessment failed to Include entrapment

risiks. s  Diet orders accorate

Inteview with the DON on 5/6/10 at 3 PM venfied o Chart audits for correet digts

there were 1o other assessment documents to ; de 1

review, have been completed on a

residents snd are consistent
Salety related to falls with physiciun order
verifcation of et digl

1. Review of the 2/12/10 fall risk assessment for requirements on care plan.

resident #34 showed sthe was gt risk for falls.
Review of the accident repart showed the
resident's last fall was unobservad on 2/12/10 and
happened when the rasident attemptad to fransfer

*  Falls prevention:

from the wheelchalr to the bed without @ Lall assessments will be
assistance, Avcording to the 3/31/10 care plan, svaluated for accuracy and
the interventions listad Yor falls Included a bed interventions implemented on
alarm, and 2 fall pad by the bedside, The care plan,

following concems were dentified;

8. Observation on 5/4/10 at 8 AM showad the
resident was attempting to get out of bed. Thers
was no fall pad on the floor, and no alarm was
sounding. The resident moved slowly and sat for
30 minutes with hisfher legs draped over the edge
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of the bed. At 8:30 AM, two CNAs zssisted the .
resident with getiing up. *  Safety:
b. Cbservation an 54710 at 5:10 PM revealed
the resident was in bed watching telavision. The o All siff 1o monftor
bed was in a raised position, and there was na fall environment for safety risks
pad on the floor, Interview and ebservation with and report findings to
tha DON at that time revealed the bed should be lendershi
in the low position, and the %l interventions -
should be in place, Upon Inspestion she ] .
carfirmed there was no fall alarm on the bed, She v  Side Rail assessment:
further stated since the bed could be ralsed 2nd . . .
lowared, It should be addressed in the care plan, © Al residents will have side il
‘ asscssment completed by
2, Qbservation on 5/6/10 at 756 AM in the secure August 6, 2010, care plan

unit showed housskespar#1 had completed

i in dinj . i ropriate to
moppRing the main dinirg area flwor. The entire pdated as approp

area was inopped and the floar was wet without assessrment findings and
any dry area to walk on, The housekeeper placed quasterly Care Planning review
a cautlonary sign in the ares, At that time three and any significant change to

regidents (sample resident #50 and non-sample
residents %120, #121) all walked on the weat flaor
to get coffee andfor sit &t tahles in the area, RN

include side rall assessment

#1 was In the area, but did rot attempt to redirect *  Dictorder correct;

or caution the residents about the wet floar L .
hezard, Inferview with housekeeper #1 a% 8:05 @ Palicy revision regarding
AM revealed she always mopped the entire floor dict modifications ta be
after breakfast and without leaving any dry area completed by June 20,
Interviow with RN #1 revealed some residents 2010,

were at risk for falls and walking on 4 wet floor
couid be a hazard. She stated the resldonts ware
usually directed o stay off the wet floor unti it
was dry, She stated she had not noticed the

+  TFall prevention:

residents walking on the wet floar that moming, o Nurse Managery/MDS

| Medical record review showed each of these , Coordinators to verify
three residents who walked on tha wet floar were interventions/assessments
at rigk for falls bBSEd on fa” assessmenis. Review as directed by care plan in

of the care plans for each rlasident also identified place. MDS Coordinator

monitoring for fall hazards in the envirenment was .
‘one of the Interventions for prevanting falls. to do assessments priot to
‘ Care Planning meeting,
FORM C5-2667(02-99) Previous Versiong Ohsolate Evant I0: E40111 Faghity {0 Wopo21 [ eontinuetion shoot Page 7 of 21
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-confirmed there was no fall alarm on the bad . She

af thie bed. At 8:30 AM, two CNAS assisted the
resident with getting up.

b, Qbservation on 5/4/10 at 5:10 PM revezlad
the resident was in bed watehing television. The
hed was in a raised positian, and there was no fall
pad an the floor. Interview and obsarvation with
the DON at that time revealad the bad should bs
In the low position, and the fall Intervertions
should e In place. Upaon inspection she

Turther stated since the bed could be relzed and
iowered, it should be addressed in the care plan.

2, Observation on 5/5/10 at 7:65 AM In the secure
unit shower! holsekeeper #1 had completad
mopping the main dining area floor, The entire
aroa was mopped and the floor was wat without
any dry area to walk on, The housekesaper placed
a cautionary slgn I tha area. At that time throe:
residents (sample resident #60 and non-sample
regidents #120, #121) all walked on the wet floor
to get coffee and/or sit at tables in the 2rea. RN
#1 was in the area, but did not attempt 1o redirect
or caution the residents abaut the wet floor
hazard, Interview with housekeeper #1 at 8:05
AM revesled she glways moppad the entire flaar
after breakfast and without leaving any dry area
Interview with RN #1 revealed some rasidents
were at risk for falls and walking an a wet floor
could ba a hazard. She stated the residents wera
usually directed to stay off the wet floor unti it
was dry. She staled she had not noticed the
residants walking on the wet floor that morming.
Medical reeurd review showed each of thase
three residents wha walked an the wet finor were
at risk for falls hased on Rl agsoessments. Review
of the care plans for each resldent slso ldentifiad
munitering for fall hazards in the envitehment was
one af the interventions for pravanting falls,

STATEMENT OF DEFIGIENCIES (%) PROVIDER/SUPPLIERICLIA {2} MULTIPLE GONSTRUCTION {X¥) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A, BURTING
35022 B. WING , . -
536022 05/06/2010
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIF GODE
90D W 8TH &T
PIONEER MANOR NURSING HONE
. GILLETTE, WY 82716
o o SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORREGTION (x5}
FREFLX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE BOMPLETION
TAG HEGULATORY IR LSS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE PATE
BEFICIENCY)
F 323 | Continued From page 6 Faz3| F323 Continved from page 3.

o Review activity and
restorative progeam to
enhance fall prevention
and safety, completed
June 20, 2010,

o  All Staff Education Lo be
completed by Jume 20%,
2010,

*  Side Rail Assessment;

o Side Rail assessments to
be completed and
findings/interventions on
care plan

Rounds by Housekeeping manager or
designes 1o determine compliance with
mopping, cleaning procedures.

10 charts per week will be reviewed by
leadership team for the following:
assessment and findings/interventions on
care plan (fall prevention, safety, side rails,
and diet orders). Tata will be presented
monthly at the QA meeting, Discrepancios
will be investigated and resolved,

FORM CVIS-2567(02-98) Previous Versluns Dhsolete

Event |D; Edd114
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Based an a cormprehansive assessment of a

Each resident's drug reglmen must be free from
unnecassary drugs. An unnecessary drug is any
drug when used in excessive dosa (including
duplicate tharapy); or for excessive duration; or
without adequate monlioring; or without adequats
indications far its use; or In the prasence of '
atverse consequences which Indicate the dose
should be reduced or discontinued; or any
combinations of the reagens abova.

resident, the facilty must ensure that residents
who have not used antipsychotlc drugs are not
given these drugs unless antipsychotls drug
therapy is necessary to treat a spacific condition
83 dlagnused and documented in the elinleal
recard; and residents who use antipsychotic
druga receive gradual dose reductions, and
behavioral interventians, unless clinically
contraindicated, in an effort to discontinue thess
drtigs.

monitoring and distribution of dugs will be
applied towards oll residents to prevent
disttibution of unnecessary druge. This will
be accomplished by:

Resident #21:

*  Completion of slecp cvaluation
using sleep svaluation lorm,
Assessment [indings to be plaged
on care plin and communicated to
physician for wigdication review
completed May 27, 2010,

s  Pharmacy teview of slecp
evaluation to be completed as part
of monthly review. Sleep
evaluation to be a component of
Care Planning meetings.

| | 4 e
"DEPARTMENT OF HEALTH AND HUMAN SERVICES W FRINTED: 081202010
CENTERS FOR MEDICARE & MERICAID SERVICES OMB NO). 0B38-0391
STATEMENT OF DEFICIENGIES [X1) PROVIDER/SUPPLIER/GLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVIEY
ANE PLAN OF GORRECTION IDENTIFIGATION NUM3ER: COMPLETED
A, BUILDING
535022 & ke , — 05/06/2010
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, QITY, 8TATE, ZIF CODE
200 W 8TH ST
PIONEER MANDR NLRSING HOME GILLETTE, WY 82718
%4 1D SUMMARY STATEMENT OF DEFICIENCIES " FROVIDER'S PLAN OF CORREGTION (X6
FREFIX {EACH DEFIEMENGY MUST BE PRECEDED BY FUILL PREFIX {EACH CORREGTIVE ACTION SHOULY BE COMPLETION
TAG REGULATCORY OR LA DENTIFYING INFORMATION) TAG CROBB.-REFERENCED TO THE ARFROPRIATE DATE
- PEFICIENGY)
FF 323 | Continued From page 7 F 323
3. Review of the 10/7/09 admissian Minimum
Data et assessment for resident #76 showed
the resident needed axiensive assistance of two
staff members to transfer and was totally
dependent for focomotion. The MDS agsessmant
prompted a fall Resldent Assessment Pratocol
{RAR), whiich referred ta a fall rlak assessment.
Further record review showad staff falled to dute
the fall risk assessment, and the assessment was
incomplete as the ares for interventions was
blank. Althaugh the resident had not had any falls,
review of the resident's care plan showed the
facility had not added interventions to address the
resident's risk for falls untl 1/10/10,
£ 329 | 483.25{)) DRLIG REGIMEN IS FREE FROM Faz2g| 5329 /20710
53=F | UNNECESSARY DRUGS Pioncer Manor will ensure that proper]

FORM CMS-2307(02-99) Previous Versiane Obsclate

Event ID: 40911
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Rexident #31;
«  Consultant Pharmacist Medication
Regimen Review and Physician

This REQUIREMENT Is ot met as evidenced Notification form completed May

by: 5, 2010,

Based on medical record review and staff ‘

interview, the facliity falled to ensure drug «  Behavior tracking log initiated on

regimens wera free of unnecessary drugs for S of . May 7, 2010,

14 sample residents (211, #31, #34, #35, #66).

The findings were: »  Asscssment {indingy ndded to care

1, Review of physician orders for resident #21 plan compleod May 27, 2010.

showaed gt order dated 5/28/09 for femazepam (2

sedative-hypnotic)15 mg nightly, and an order Resident#d3: _
dated 472/08 for Cymbalta {an anti-dapressant) 60 » Completion of dleep cvaluation
mg daily. The following concerns wera identified using the slewp evalustion form,
with the Lge of these meadications: Assessment findings to be placed
a. Raview of the rasldent's March, April 2010, an care plan completed May 26
and May 2010 MARs showed the resident 2010 !
racelvee the temazepam 16 mg each night and .
Cymbalta 60 mg each day. .
b. Review of the medical racord showed the *  Pharmacy review of sleep
facility falled to cornplete a comprahensive sleep evaluation to be cotpleted as part
assessment to determine the resident's usual ol monthly review. Sleep

sleep pattern/disturbance, and if

roa; i evelnation to be a component of
non-pharmacalogical interventions would be

Care Planning meetings.

useful.

¢. Medical recartd review showed the fauility » ,
falled to attempt a dese reduction for temazeparn * Physician addressed sloeping
or Cymbalta or to obigin a statament frorn the tmedication on May 13, 2010,
physician that explained why each medication:
should be continued without change. Resident #34:

+  Consultant Pharmacist Medication
2, Review of the physician's orders far resldent

#31 showed an order datied B/14/09 fur i,“%ftﬁm‘:,h‘;e_w und P;“f‘;’;‘\‘:
lorazepam (an anti-anxicty medication), Review vutication form compieled May
of the March, April and May 2010 MARs shower] 6, 2010.

FORM CMS-2E8T(02-00) Provious Versions Obsolets Event 10 E40111 Feollity 1D: Wya024 If eontinuatlon sheet Page @ of 21
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the resident recaived the lorazepam almaost daily
gince 8/14/09. Review of the drug regimen review
revealed the physician indicated, in regard to the
lorazepeim, the resident was tolerating the
psychotropic medication wall, had no untowsard
side effects, and the benefits outweighed the
risks. However, the record showed na evidence
an aftempted dose reduction was trisd in the past
that had caused the target symptoms to return or
worsen. In addition, there was no avidence a
gradual dose reduction attempt was ciinically
contraindicated due to a likelihood of Impairing
the resident's fungtion or causing psychiatrie
etability by exacerbating an undetlylng medical
ar psychiatric disorder,

3, Review of the March, April and May 2010
MARS for resldant #35 showed s/he received
zolpidern tarfrate 5 mg each night. The sleep
medication was ordered on 3/11/09 for
insomnla/sleeplessness to be Used as nesdad,
Review of the madical record failad to show any
gvaluation of lhe resident's insomnia, altemnatives
to the medication, 2nd any attempt to evaluate
the medications cantinyed use. Interview with the
DON an 5/6/10 at 3 PM confirmed the information
falled o show rational for the continued usa of the
medication.

4. Review of the March 2010 recapitulstion of
physician orders showed resident #34 had orders
for two antipsychotic medications, geodon 80 mig
twics 2 day since B/9/D7 and  Zyprexa zydis 20
mg at bedtime as orderad since T0M7/07, Review
of the medieal record falled to show any atempts
at dose reductions or & staterment by the
physiclan to describe why a reduction would be
contraindicated for these medications. Interview
with the DON on 6/6/10 at 3 PM confirmed the

| Resident #66:

41D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION o)
PREFIX (EACH DEPICIENGY MUST 58 PRECECED BY FULL PREFIX (RACH GORRECTIVE ACTION SHOULD BE COMPLETION
" TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG ORO8S-REFERENGED TO THE APRROPRIATE DATE
DEFIGIENTY)
F 829 Continued From page § Fa2g| F329 Continued from page §,

*  Behavior tracking log teviewed on
May 26, 2010.

*  Anlipgvcholic Medication
Quatterly Evaluation/ AIMS form
to be completed May 26, 2010,
Asgsessment findingy added Lo care
plan and reviewed at Care Planning
meaetings

*  Consultant Fharmacist Medication
Regimen Review and Physician
Notilication form completed May
20, 2010.

»  Behavior tracking log reviewed
May 26, 2010. Carc plan teviewed
May 26, 2010. Physician rcview
ol medicationy and chanyey made
on May 13, 2010,

* Completion of sleep svaluation
using slecp cvaluation form
tommpleled May 26, 2010.
Assesyment findings to be placed
on care plin and communicated tg
physician lor medication roview
conpleted May 26, 2010,
Pharmacy review ol'slesp
evaluation to be completed ag part
of monthly review.

FORM CME-2667(0298) Previoua Varalons Cbaoiote
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%41 1D SUMMARY STATEMENT OF DEFICIENCIES

D PROVIDER'S PLAN OF CORREGTION )
BREFIX {EACH DEFICIENGY MUST 85 PRECEDED BY FULL PREFX {EAGH CORREGTIVE ACTION SHOULL BE COMPLETION
TAG REGULATARY R LS IDENTIFYING INFORMATION) TAG CRUSE-REFERENCED TO THE APPROPRIATE DATE
_ _ DEFICIENGY)
“ F329| Continued From age 10 329| F329 Continued Jrom pape 8.
P P
continued use of these medications needed to be |
avallated. Sleep evaluation to be a corponent

: af Care Planning meetings ,
5. Review of physicinn orders for resident #66

showed orders for doxepin (& tr-cyclic ‘ Al specific stalf will complet
anti-depressant) 10 myg at bedtime on 7/ 7/08, : ' nccc:gr; e‘:ﬂ.ugaiion by Junemgguf’
and slprazolam (anti-anxisty) 0.5 mg every six 2010. ’

hours as needed on 6/268/08, The following
concerms were identified:

a. Review of the resident's MARS for April * All residenty taking antipsychatics)
2010 and May 2010 siowed the resident racelved and/ar  sedatives/hypnotics  will
alprazalam 0.5 mg at least once each day, and have an approptiale assessment to
Doxapin 10 my daily. include pharmacy review, nursing

b. Medical recard raview showed the facllity aggesgment,  and  physician
falled to attempt a dose redustion for elther documentation ol risk/benefils
medication or to abtain 2 statement from the Tegarding medications,
physician that explained why each medization Findings/intetventions  will b
should be continued without changs, reflected in the resident care plan.
Interview with the DOI\] on B/8/10 at 1:30 PM Leadership team to audit 10 charis per

_ Eevea:eddfamlny stam: Idn:lt lnc:ut ge; wgatl;gr asa month for the foltowing
ean) 1o discuss medication regimens far antipsychatic/ ATMS assessment, shee
residents. She further stated only the pharmacist gvah‘,’m’{un and documentation of risk ES

reviewed the drug regimen reviews and worked
with physicians to rnonitor medications, The DON
safd the facility was not doing what it should be to

benofits and report to monthly QA meeting.
Diserepancies will be imvestigated and

ensure the medications were appropriate and corrected.

duse reductions occurred as neaded, especially

with psychotrople medications.
F 368 | 483.35(d)(3) FOOD IN FORM TO MEET F 365| F365 6/20/10
55=D | INDIVIDUAL NEEDS . Ploticor Manor will ensure each resident

. . teceives prepared food provided by the
EFach resident racelves and the faelity provides oo, . e
foad prepared in a form designed to meet facility in a form designed to meet cach
individual naeeds. tesident’s individual needs. This will be
accomplished by:

This REGUIREMENT is not met as avidenced
by

FORM GMS-2567(02-89) Pravipus Versiens Qhsalata Event ID:E40711 Faclity 10; YWynos1 If eantinustion sheet Page 11 of 29
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| Based on observation, staff interview, and
medical record ruv{ew. the facility falled to ensurs Resident 34:
1 of 13 samiple residents (#34) with therapeutic : e OnMay5, 2010 Registered Dictician

diet orders wes assessed to ensure sthe had a .
diet order that reflectad the textura appropriate to reguested an arder for a Rogular d]?t
the resident's current naads, Findings were: with pureed textures with nootar thick
liquids,

Observation of resident #34 during the evening
meal an 54110 at 5:17 PM, and the lunch meal on »  Speech evaluation completed on May
6/6/10 at 11:35 AM revealed the resident was

sarved a diet with graund meat. The remalnder of 10, 2010.

the diet wag & regular consistency, During the , L

tnual observations it was noted the dlient ate *  Doctors” order reccived for a regolur
without assistanoe and did not appear fo have et with purﬂed extres hoted May 11,
any difficulty with the texture of the foods. Reviaw 2010, Diet order has been added o cate
of the March 2010 physlclan's ofders showed the plan and dietary records including wray

. resident had a dief erder for a ragular diet with
' pureed texture. According o the resldent's care
plan, dated 3/31/10, the resfdent was at risk of

cards have been updated.

asplration due to poor swallowing ability, One of *  Chart uudits for cotreet divlg have

the interventions on this plan was a puresd diet, been completed on all tesident’s

Regarding the fallure of the facility o re-evaluate My 11, 2010- May 13, 2010,

this &'e»aldegt tﬁ: snsure the diet order Laﬂgcﬁ;ad the

resident's highest level of function and abilities, ; M be i ;

the following concems were noted: = Al spemﬁt.t:hstaff will be inserviced
a. Rovigw of the 3/2/09 note written by the by Tune 207, 2010,

registered dietitlan (RD) documented that the . L .

resident was on a mechanical grognd dlet. A Registzred Distician or delegate will audit

9/10/09 RiY's not shows the resldent was 10 charts per weck for dict order consistent

recelving a pureed diet secondary to dysphagia with physician otder and

and the speech therapist's recarmendation, imterventions/assessment will be reflected on

Intorview with the RD on &/6/10 at 2:15 PM resiclent’s care plan. Data will be reviewsd

revesled the resident had orders far a pureed in the monthly QA meeting and any

diet. The RD stuted she was unable to find any discrepancics will be individually addresyed.

recommendations to change the diet arder,

; b. Although the resident was capable of

' - | handling a mechanizal suft diet per absarvation

' during the aurvey, and the resident’s dist eard
showed sfhe weg recelving a mechanionl soft,

FORM GM-2667(02.99) Provious Versions Obauléte Event 1Q: E401117 Faadity i0: wWyoo2 i confinuatian shest Page 12 af 21
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ground meat dlet, the faeility had no evidence the
resident had been reassassed to anstire s/he was
swallowing safely or that the physlelan had been
hotified af the resident’s improvement,
E 371 | 483.35(f) FOOD PROCURE, Far| F371 . _ 6/20/10
sE=F | STORE/PREPARE/SERVE - SANITARY Moneer Manor will ensure each residem

The facllity must -
(1) Procure food from sotirgas approved or

considered satisfactory by Federal, Staie or local |

autharitles; and
(2) Store, prepare, distribute and sarve food
under sanitary conditions

This REQUIREMENT s net met 25 evidenced
hy:

Based on pbservation and staff Interview, the
faellity failed to ensure food was prepared in g
sarltary mannar in the main kitchen related to a
lack of cleanliness of celling vents, and celling
sprinklers. In addition, the faciity talled to ensure
foad contact surfaces were effectively sanitized,
Furthermore, the facliity falled to establisk a
system to manitar foods that were stored In
individual resident refrigeratars fo ensure foods
wera safiely stored for 2 sample residents (#356,
#73) and 16 non-gample residents (#1, $#17, #23,
#20, #4411, %56, #50, #60, #B82, #885, YO8, #100,
#101, #102, #115, #118). The findings were:

a, Obgervation on 5/5/10 at B:50 AM rovealed two
eooks were working with foad In the main
preparation area of the kitchen. Two calling vents
ahove this area were noted Lo be soilad with an
acaurnulation of dust and graase. In addition,

receives food that is prepared in
sanitary mannet and envirotiment, Ini
addition, Pionecr Manor will cosurd
regidents with individual rcfﬁgcralorsl
will be monitored (0 cnsure foods are
salely stored, This will be accomplished
by:

# 35, #73, 81, #17, #23, #26, #41, 456, #58,

169, #82, #83, #96, #100, #101, #102, #1135,

#119

»  The temperature log for

refigerators has been updated to
melude nil refrigerators within the
rosident’s roows and thermometers
bave been placed in all refrigerators
tetnperatures will be taken weckly
per policy.

*  Ceiling grate replaced May 7, 2010
Sprinkler heads cleaned May 17,
2010 both of these iterms have been
added to the cleaning schodule

»  Sanitation log has been put in
place to record the parts per million
{PPM) that we take when filling the
sanitation bucket
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there ware four sprinklers i the ceiling of this ‘
area that were alse eovered in thick dust and »  Stafl education will be completed

grease. Intetview with the certified dietary
manager (COM) on 5/5/10 at 3:45 PM revealad
new vents had been ordarad, and she was not

Juae 20", 2010,

sure when lhey would be installed. »  100% of cleaning solutions will be
Accarding to Food Cods 2009, U.S, Fublic within range. Dietary supcrvisors

Health Service: 3-305.11 "(A),.. Food shall be and Manager will monitor cleaning

protected frorn contamingtion by storlng food:(1) : assignmets and relrgeralor temp

In a clearn, dry lesation; (2} Whete they are not

axposed to splash, dust, or ather mionitaring and report monthly

contarminaton,.,.” : resulls o QA committee,
Dhserepaneies will be investigated
b, During observation of faed preparation on and correeted,

676110 from 5:50 AM to 9:50 AM, cook #1 bad
completed preparing sandwiches for that day's
aternative lunch mesl. She was using a towel
and bucket with a soapy solution 1o clean the
preparation counter, She stated the solution was
used to ciean the area before and after the food
peeparation, and i contalnad bleach as the
sanitizing agent, When asked If the solution hag
besn tested for concentration of santtizer, sha
stated it had not been tested. She also stated the
consentration of the solution In this bucket was
not recorded on any type of lng when it was
testod, The surveyor informed the cook that she
wolld like to test the sclution. Just as the
surveyor was prepating te test the sanitizing
solution, however, cook #1 purposely poured out
the contents, thus effectively pravanting the test.
According to Food Code 2009, LS. Public Health
Servioe; 4-701.10 "Equipment facd-oontact
surfaces and utensils shall be sanitizad."

c. Random ebservation revesled some residents
had persanal rafigersation units in thelr rooms.
The refiigerators of nen-semple resident #1 and
sample resident #35 were obsarved to contain

FORM GMS-2587(02-08) Fravioue Yerslons Obssloty Event [T:E40711 Faciilly 10: WY0021 If eontinuation shest Page 14 of 21
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foad such as yogurt and cookies. However, hath
units lacked a thermormeater to ensure the interfor
temperature could be mohitored. Resident #3353
stated that as far as s/he knew, the temperature
was net monitated. mterview with the COM on
5/5110 at 3:50 AM revealed the Individual
refrigerators should be checked sach waek when
menus wers distlbutad. Review of a llat provided
hy the COM en 5/2/10 af those residents in the
facllity that had their own refrigerators revealed
residants #1 and #35 weara not included. Further
interview revealed there was na evidence of any
monitoring. Review of a new compratiengive list
provided by the COM ar; 5/6/10 showed the
fallowing 18 residents had refrigerators in their
rooms:#1, #17, #23, #26, #35, #41, #56, #53,
#H39, 73, W2, #BE, #96, #100,#101, #102, #4115,
and #119). ‘
F;;:é g?’ERGE?A g!Flﬁgg;?sN CONTROL, PREVENT F 441 Ffi41 . - 6/20/10
' Pioneer Manor will ensure the facility
The facllity must establish and maintain an establishes and maintains an Infection
Infection Contral Program designed to provide a. Control Program that is designed to
safe, sanitary and comfortable environment and provide a safe/sanitary and comfortable
tc; ggip prevent the dtg:ve[npmant and transmission: environment to assist and prevent the
af diseass and infection, development/iransmission  of  disease
The fasility must establish an Infection Control by:
Program under which i - ‘
(1) Investigates, contrals, and prevents infections o RN #2, LPN #1, LEN #2, LPN #3
in the facility;
(2) Dedides what procedures, such as Isolation, All ab .
should be applled to an Individual resident; and © . : DV% nIEEE were
(8) Maintains a record of incidents and correctiva given one on one
actions related to Infections. ingtruction regarding
cleansing of glucometer
(b} Preventing Spraad of Infection completed May 7, 2010,
{1) When the infection Control Program

FORM CME-2567 (02-95} Praviaus Varsions Cbsalals
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determines that a resident neads isclation to
prevant the spread of Infection, the facility must
isolate the resident.

(2) The factity must prehibit employess with a
communinable disease or infacted skin leslons
from direct contact with residents or thelr food, if
direct contact will iransmiit the disease,

(3) The facility must require staff to wash their
hands after sach direct residant contast for which
hand washing Is Indicated by accepted
professional practice,

(¢} Linens :

Personnel must handle, store, process and
transport linens so as to pravent the spraad of
Infection,

g‘hls REQUIREMENT I not met as evidencad

A

Based on obsarvation, staff interview, and review
of the Centers for Disease Gontral
recommendations, the facllity failed to ensure
stalf follawed appropriate infection control
jractices durlry 7 random observations. The
findings were;

1. Observation on 5/4/10 at 4 PM showed RN # 2
Used a glucometer to perform glucose tests on
two non-sample resldents (#54, #95). The
ohsetvation also showed the RN ¢id net clezn the
glusemeter between resident uses. During an
interview with the RN immediataly after the
ahservation, she stated glucometers wera.
cleanad ly the night shift every 24 hours.

2, Obsstvation on 5/4/10 at 4:15 PM shewed LPN|
#1 used a glucomeler to perform gitcosa fests on

%4y 1D SUMMARY STATEMENT F DIEFIGIENGIES iD FROVIDER'S PLAN OF CORRECTION
PREFIX (EAGH DEFICIENGY MUST BE PRECGEDED BY EULL PREFIX (HACH CORRECTIVE ACTION SHQULD BE comPLETION
TAR REGULATQRY OR LSC MENTIFYING INFORMATION) TAG CRO33-REFERENCED TO THE APFROPRIATE DATE
DERIGIENGY)
F 441 Cantinued From page 15 F 444 | F441 Continued from page 15.

o]

#6, #77

o

Q

»  StalT#1

Q

" May 27, 2010, Immediate

»  HB4, 95, #3T, #69, 123, #24, #710,

e H122 96, #77,#1, #4

Additional Nurse

Education provided {or
Professional Nutse's at
nurses stoff meeting on

monitoring of cleaning
process implemented.

Glucometer cleaning
betweon residents
immediately implemented
and monftared.

Apprapriate cleaning of
glucomeler por
manufacturer
recommendations
implemented.

Immediate education of
sff infection prevention |
practices completed May
10, 2010.

Staff will utilize mask
durlng working shify 10
prevent spread of porms
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two non-sample resldents (#37, #69). The
observation also showed she did not clean the during duration of
glucometer batween regident uses. Interview wita sytmpfoms.
the LPN on 5/4/10 at 5:10 PM ravealad the
gﬁ;z?:\resters were cisaned by the night shift avery »  Infection controlisafety education

will be sotnpleted by June 20,
3. Observation on 5410 at 4:40 PM showed RN 2010
#3 used a glucometer to parform glucose tests on
threa non-sample residents (#23, #24, #70). The N
abservation also showed she did not clean the
glucameter betwaan resident uses. During an
interview with the RN immediately after the
observation, she stated the might shift cleaned the
glucometers avery 24 hours,

A policy revision to include
cleaning process will be completed
by Jung 20, 2010,

100% of instramemnts will be eleaned
according (o manufachirer

4, Observation an 6/5/10 at 4110 PM showed LPN recommendations,
#2 used a glucometer on resident non~-gample

resldent #122 to perform a glucose test. Nursing Leadership will monitor 30

Immadiately after the t=st, the LPN claaned the
area arolng the insertlon site for glucose
monitoring strips with an alcohal pad. During an
Interview at that time, the 1PN stated sha cleaned
the glucuse rmonitor with an alohnl pag betwean
each fest. She further statad the night shift
¢laaned glucometers every 24 hours.

5. Observation an 5/5/10 at 4:25 PM showed RN
#4 used a glucometer to parfarm glucose tests an
two non- sample residants (#1, #5). immediately
after the tast, the RN cleaned the ares around the
insertion site for glucose monitoring strips with an
alcohol pad. During an interview immediately after
the ehservation, the RN statad she cleaned the
glucose muanitor with an aleohol pad betwasan
each test. 8he further stated the night shift
cleaned glucometears every 24 hours.

B. Observation an 5/5/10 &t 5 PM shawed LPN #3

FORM TMS-2087(02-88) Previous Verslons Qbsalele

observations pet month and report monthly
10 QA commitiee, Immediate education and
intervention will occur for all discrepancies.
All devigtiona from cleaning policy will be
imemediailcly coneeted,
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used a glucometer to parform glucoses tests an
two nor-sample residents (48, #77), Between
tests, he LPN cleaned the area around the
insertion site for glucose monitoring strips with an
alcohol pad, After the two tests, the LE'N gleaned
the entira outside of the glusometer with a Super
Sanl Cloth wipe.

During an interview with the DON on 5/6/10 at
12:55 PM, she stated staff should cleanse
glucormators after each use. The DON further
sfated she was unsure what the manufacturer
recommended. Review of the manufacturer
Infortnation provided by the DON on 5/10/10 at
4:08 PM revealed, alcohol was not approved for
cleaning the glucometers, The meters were to be
cloanad with & cloth dempened with a 10%
bleach solufian or disinfectant wipe,

According to the Centers for Diseases Control
recommendations, "Glucometers should be
assigned o Individual patients, If a glucomatar
that has been used for one patient must be
reused for another.patient, the davice must be
cleansd and disinfected.” Recommended
infection-contrel and safe injection practices o
prevent patient-to-patient transmission of
hipodbarne pathagens, Centers for Diseasa
Canfrol website. 2008, Available at:
www.cde.govihepatitis/Resoyrcas/OrderPubs/He
althProffFravP-to-PTransHandout_Eng. pef.
Accessed May 10, 2010,

7, Qbsarvation on 5/8/10 at 11:25 AM showed
dietary staff #1 was wearing a surglesl mosk
while serving tha resident meals in the facility's
seclred unit. She stated she had a cold with
runny nose, sneezing and coughing. Sha further
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revealed she had had thase symptoms since
Maonday (6/3/10). Previous observations on 5/3/10
at 2:18 PM and 5/6/10 at 9:10 AM revealed
digtary staff #1 was working in the Kitehen and
was not wearing any toask, Interview with the
infection control coordinator an 5/8/10 at 1% PM
revealad the staff member should have been
wearing the mask in all locations of the facility as
long as symptoms were present,
F 4982 483.75(p) COMPLY WITH F492| 402 6/20/10
55=E | FEDERAL/BTATE/LOCAL LAWS/PROF §TD

The facility must oparate and provide services in -

sampliance with ali applicable Federal, State, and
loca laws, regulations, andd codes, and with
accepted professional standards and principles
that apply to professionals providing services
such a facility.

1 This REQUIREMENT Is not mat as evidenced
b N

Based on staff Intesview and medical record
review, the facility failed to ensure CNAS
performed tasks far'which they ware gualified and
within their scope of practice for 8 (#15, #34, #34,
#48, 149, #118) of 8 sampls residents who had
slde rafl assessments performed. The findings
were:

Raview of the slde rall assessments for sample
residents #£31, #34, 15, 48, #40, #118 reveslag
they were parformed by CNA 31, Interviaw with
the DON on 5/6/10 at 3 P\ eonfirmad the
agsussments showld be completed by & ficensed
nurse. According ta the July 2005 Nursing
Practica Act and Administrative Rules and
Reguiations November 2003, performing an
assessment (s not within the scops of the practice

Pioneer Manor will enswre each CNA
performs tasks in which (hey are
qualified 1o complete. In addition,
Pioneer Manor will ensure cach CNA is
within their scope of practice. Thig will
be accomplished by:

#31, #34, #48, #49, 1118
*  Side rail assessments completed by
RN and assessment findings
incorporated into caro plan; Care
Planning meetings lo include side
tail assessment and plan for use of
side rails a5 appropriate.

*  Restorative Nurse or designee (o
evaluate side rajls assessment
during MD'S data collzction,

*  Leadership to andit 10 charis per
weel and findings/interventions
will be refleelcd on the resident’s
care plan and reportcd monthly to
QA comrmittes,

FORM CMS-25587 [0D2-59) Pravious Varsiany Clvaalats
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Before allowing an individual to serve as g nurse
aide, a fasility must recalve registry verification
that the indivicLal has met campetency avaluation
reguiremsnts uniess the individual is a full-time
employee in a training and competanay
evaiuation program approved by the State; or the
Individual can prove that he or she has racently
successfully completed a training and
cumpetency evaluation programnt or competency
evalyation program apgproved by the State and
has not yet been Included in the registry.
Faciiities must follow up to ensure that such an
individual actually becomeas registarad.

Before allowing an hdlvidual to serva as a nurse
aide, a factlity must seak information from avery
State regletty established under sections 1819(2)
(2)(A} or 1919(e)(2)(A} of the Act the facility
helieves will includs information on the individusk,

if, since an Ingividual's most recent completion of
a training and competensy avaluation program,
there has heen a continuous pericd of 24
consecutive monthe during nane of which the
individural provided nursing or nursing-relatecd
serviges far monetary compansation, the
individual must complate 2 new training and
competency avaluation program or a new
competensy evaluation program,

prefers registry verification on  cach
CNA and that the individual has mc
compeleney  requirements  beforg
allowlng the individual to serve as a
nurse aide, This will be accomplished
by:

«  #2#3 #4 Recoygds verified through
the State CNA registry,

» Al CNA staff will have nutse aide
rogistry verificaton, Future
employed stall will have nurse aide
tegisiry verification as part of
initial refarenge check prior to
emplayment and rcport put in
personnel flg,

100% of CNAs employed will hive nurse
alde registry verification. HR will genetate
a report for all new CNA staff and DON 1o
reporl at monthly QA meeting.

All specific staff will be inserviced on ar
before June 20, 2010,
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F 492 | Continued From page 19 F d92| F492 Continucd from page 19,
far CNAg
o All specific staff will be cducated
Retfer to Federsl citation F323 for additional on or before Tung 20, 2010,
details related o inadequate side rail
assesyments for these residents. - .
F 498 | 483,75(e)(5)47) NURSE AIDE REGISTRY F 493 F496 ‘ | 6720010
s5-£ | VERIFIGATION, RETRAINING ‘ Pioneer Manor will ensure the facility
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This REQUIREMENT s not met as avidenced
by:
Based on personnel record review and staff
interview, the facility fzilad to engtira 3 of 3 CNAs
(#2, #3, #4) whose records were reviewed wara
safe and sompetent employass., The findings
were:
' Review of the persorme! records for CNAs #2, #3,
#4 showed the facllity falled to check the State
CNA Registry, During an Interview with the DON
on 5/5/10 at 12;30 PM, she confirmed the facility
had failed to chesk tha State GNA Registry for
these CNAs prior {0 employment.
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