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F 000 | INITIAL COMMENTS F000| Preparation and/or exceution of this plan
of correction does not constitute admission
of agreement by the provider of the truth
tﬂ;‘i{;ﬁfg’&%ﬁ&ﬁ%’; r?tl? breviations are used of the facts alteged or the conclusions sct
' forth in the statement of deficiencies. The
ADON  Assistant Director of Nursing plan of correction is prepared and/or
CAA  Care Area Assessment executed solely because it is required by
CNA  Cerlified Nurse Aide the provisions of federal and state law. _
IGF  Infection Control Practitioner , , . |
MAR  Medication Administration Raoord This plan of correction s the ,
MDS  Minimum Data Sat factlity’s allegation of
compliance, '
Less commenly used abbreviations will be “ '
annotated in each deficlency where used. 273 |
F 273 | 483.20(b}2)) COMPREMENSIVE F 273 . ) o :
55<=F | ASSESSMENT 14 DAYS AFTER ADMIT It is the practice of this facility to ensure
that & comprehensive assessment is s
Afacllity musat conduct & comprehensive complgted within 14 da;is of admission,
assessment of a residant within 14 calender days - excluding readinissions in which there is !
after admission, excluding readrmisslons in which no significant change in the resident’s
there is no significant change In the resident's physical or mental condition,
physloal or mental condition, (For purposes of 5
this eection, "readmission" means a retum to the | 1. Resident # 42 has had an admission o
facllity following a temporary absence for MDS completed, Resident # 56 has L
hospitalization or for therapeutic leve.) had an admission MDS completed. P
p
Resident # 57 has had an admission
MDS completed. Resident # 60 has
This REQUIREMENT is hot mict es evidenced had an admission MDS completed.
by:
Baser! on Mmedical record review and staff 2. Current Residents admitted {o the
ggﬁn.g:gh Ii;ﬂeofg(ittg Jggsi ﬁ: \t:’gssucriégﬁeted facility lbetwe;g 1C)ctabcr 1, 2012dand
: November 1, 2012 were reviewed to
wihin 14 days of :idmrssion for 4 of 18 sample N validate that an admission MDS was
residents (#42, #56, #57, #80). Tho findings were; completed within 14 days of
. , admission. Any Resident found not to
;;E;‘::ﬁ“gg{ﬁ:ﬁg&g:ﬁé ?&?g&ﬁg’gfgﬁgﬁgms have an admission MDS, will have the
related to the timaliness of the assessments: xgslf;izg letad prior to date of
a. Mexdioal racord raview revealsd resident piance.
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v deficlency siatement ending with an asterisk (%) denoles a deficiency whioh the institullon may be excused from correoting providing It is determined thog
or sateguands provide suficlent pratection {o thi patlents. (Sea instnsctlons.) Excant for nrsing hames, the findings stated above are disalosable 90 days
owing I data of survey whether or nol plan of oorreotion Is provided. For nurelng homes, the above findings and plans of cotrection are disclostble 14
% Tallowing 1thc‘ dala these docutents are made available to e facliity. 1 deficloncias are citod, on approved plan of corraction 1s requisite o continyey
gramy participsdion,
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F 273 Contihued From page 1 ‘ Fors| > 3]];8“2;;?:‘gﬁf;ﬂg:ag"l;:a’;';;“"'"d"‘g ail]
#57 was admitled on 8/27/12, However, the educated by the Administrator/ Ko
ﬂdm’%i"m MDD agsessment was not complated designee to the completion of an
until 10/3/ 12 (day 38), . _ admission MDS within 14 days of the
b. Resident #50 was admitted on 6/17/12, but resident’s admission.
the admission MDS assessment was not-
completed untl 717/12 (day ‘?”- 4. The Administrator /designee will
¢. Resident #50 was admitted on 9!2.6” 2, but review 20% of new admissions
g:)en:)?g:ésdsfaiﬂ%ﬁ2;32&?32}9%)‘" as not randomly each month for 3 months to
” d. Medicaf redeord l;avlew showed resldent :g::::ﬁﬁetga\i,ﬁrﬁl?ld:‘;'ff;;: ;\gDS e : ,
2 was admitted on 819/12. Reviaw of the . R . o
admission MDS assessment revealed it was not 22'::32323 S‘if,’;i'gﬁf)?foﬂm?&z:’ !
completad until /1912 (31 days) Baseg on oyteomes of review ‘
2. During &n interview on 1071812 at 10:28 AM, additional fn-service and corvective
the MDS conrdinator stated fhe faoillty had & action will be taken as needed, 11/28/2012
problem with iate andfor missing MDS

assessments. She confirmed the admission MDS
assessmoents wete late for the aforementioned
rasldents,

F 276 | 483.20(b)(2)(il)) COMPREHENSIVE ASSESS AT F 275
58=D1 LEAST EVERY 12 MONTHS

F27s

1t is the practice of this facility to conduct
a comprehensive MDS not less than once b
every 12 months. '

Afacility must conduct o vomprehensive

essessment of a resident not less than once L. Resident # 31 has had a .

comprehensive MDS completed,

every 12 months,

_ 2. Current Residents who were admitted
This REQUIREMENT is not tviet 2s evidenced to the facility priot to November 1,
by: 2011 were reviewed to ensure that g
Based on medical recond review and staff comptehensive MDS has been
interview, the facility failed to ensure an annual completed within the last [2 months,
assessment was complated within 12 months as Any Resident found not to have had a
required for 1 of § sample residents (#31) who comprehensive MDS completed in
required that type of assessment, The findings the last 12 months will have a
were; comprehensive MDS completed prior

to date of compliance.

Review of the medical record showead resident
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F 275 | Continued From page 2 | Foygl 3 The Interdisciplinary Team, including
| #31 had ho comprehensive MDS assesement the MDS Director, will be re-
since histher 8/10/11 admission assessment {14 cdu‘cated by the Adtn;11:§lratqr/
months). During an interview with the MDS designee (o t‘he completion of a
coordinator on 10/16/2 at 10:26 AM. she comprehensive MDS not less than
confirmed the resident did nol have a once every 12 maonths.
comprehensive MDS asses i - . :
3110:311 atimission a?‘»saesssmzwf nt eince hisfher 4, The Administrator / designee will
F 276 | 483.20(c) QUARTERLY ASSESSMENT AT Faze) e A of comprencnsive MDSs
55= LEAST EVERY 3IMON randomly o t o mon 1)
& MONTHS validate that the MDS was completed
Afacllly must assess a resldent using the with in 12 months of the last
uartetly review instrument specified by the State compre:henmye MDS. The results of
and approved by CMS not less frequently than the review will be reporied to the
onece every 3 months. QAP Committee, Based on
outcomes of review, additional in-
service and corrective action will be 11/28/2012

g"hls REQUIREMENT is not met ag evidenced
v

Based on medical record review and staff
Interview, the facility fallad to ensure quarterly
MDS assessments were completed In a timely
fanner for 6 of 18 sample reskients (#7, #27,
#31, #31, #52, #76). The findings were:

Review of section ZD500 of the quarterly MDS
asgestments showed the following concerns
related 10 the timeliness of the ausessments:

8, Review of the medioal record for resident
#7 showed ste was admitted on 3/26/12. Further
review showed the facility failed 1o complete any
quarterly MDS assessments, The only
assessment completed by the facility was the
4912 admission MDS assessment (more than 6
monthg age),

b. Review of the medical record for rasident
#27 showed stho was admitted on 3/8/00. Further
review showed the fadility failed to compiate a

quarterly MDS asnessment since 4/20/12 (.

taken as needed,
F 276

It is the practice of this facility te assess a
resident using the quarterly review
instrument specified by the state and
approved by CMS not less frequently than
every 3 months,

. Resident # 7 has had a current MDS
assesstent completed, Resident # 27
has had a current MDS assessment -
completed. Resident # 31 has had a
current MIDS assessiment compieted.
Resident # 51 has had a current MDS
assessment completed, Resident # 52
has had a current MDS assessment
completed, Resident #f 76 has had a
current MDS assessment completed,
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F 276 | Continued From page 3 F276] 2. Current residents have been reviewed
months aga). to engure that a quarterly MDS
¢. Review of the medical record for resident assessiment has been completed in the
#31 showed sthe was admitted on §/10/11, last 3 months if appropriate. Any
Further review showed the facility failed (o Restdent found to not have an
g%ﬂgt?g a qug‘rterly F)\JDS assagsment since . appropriate MDS completed in the
months ago). last 3 months would have an
d. Review of the MDS assessments for appropriate MDS corapleted prior to
resident #51 showed s/he had a quarlerly MDS date of compliance.
agsessient completed on §/29/12, Further
;i‘ggg:?:fg?&?ﬁ;ﬁggﬁ%ﬁrﬁgﬁg %Ir?gg:‘gr 3. The Interdisciplinary Team, including
: the MDS Director, will be re-
assessmants had been complatad between e;,ucated by t,,e‘j{dmi,,isf;;f;,r,
18712 and 520712, 141 days. designe to the completion of a
& Review of the MDS assessments for quarterly MDS assessment no! less
resident #5f :gow?c: the }}f}g‘; 1cjzua£teég MDS frequently than once every 3 months.
asgessment completed on . Further '
review showad an annual MDS assessment was iniotratar / dagi ;
complotod on 812512, Ne ofher assessments e o aoignes will
ware shown to have been completed between i y .
completed randomly each month for
3124112 and 9125112, 185 days, 3 ths to validate that quarterl
f, Review of the medica! record for resident M’Bg” 1510 va eted ! 'thq e y
#76 showed s/te was admitted on 7/27/11. > Was comp e‘fel Wi in i
Furthar review showed no quarterly MDS moni-hs, Iﬁesults of the wvre»:.r .WI be
astesement slnce 4/6/12 (6 manths ago), ! reported to the QAPI Committee,
Based on outcomes of review,
During an interview with the MDS coordinator on additional in-service and corrective
10/18/12 et 10:26 AM, she confirmed the .action will be taken as needed. 11728/2012
residents did not have timely quarterly MDS
assessmants, She further gonfirmed the facility
was bihind on MDS assessments and was trying
© | to get canght up,
F 280 483.20{d)(3), 483.10(k)(2) RIGHT TQ FR80
88=D | PARTICIPATE PLANNING CARE-REVISE CP
The resldent has the right, unless adjudgec
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate In planning care and trostment or _J
W GMS-2567(02-98) Previous Varslong Obsolete ' Evan m:vaapﬁ Fualllty 1D, WY0023 Ir oolztin:x;a:r1 shesl Fage 4 of 27
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Acomprehensive ogre plan must he developed
within 7 days after the completion of the
comprehensive assessment: prepared by an
interdiscipkinary team, that Inclides the attending
physician, a registered nurse with responsibility
for the resident, and other appropriata staff In
disciplines as determined by the resident's needs,
and, to the extent practiczble, the participation of
the resident, the rasldent's famlly or the resldent's
legal representative; and petiodically reviewed
and revised by & team of gualified persons after
each assestment,

] This REQUIREMENT Is not met as evidenoed

i

Based on observation, madical record review,
and staff imerview, fhe facility falied to develop an
individualized care plan that refleated the
resldent's status for 1 of 18 sample residents
(#89). The findings ware:

Review of the medical record for resident #89
showad s/he was admitted on 5/14/08 with
dlagnoses which included paralytical disorder,
Furthet review showed an 8/12/12 physician
arder fo Use a vorvical brace as tolerated when
Up, and an order for a soft cervical collar when
up. Observation o 10/15/12 at 4:50 PM showad
the following two notes wera posted at the head
of the resident's bed: 1. "Must have soft eollar
while In bed, If out of bed heeds to have carvical
coliar on, Off for meals only." 2. *Resident
resident's name] has a cervical brace {hat [s/he)
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F 280 | Continued From page 4 Fzgp] 1280
changes in care and ant. .
g treatmant At is the practice of this facility to ensure
thai the resident has the right unless

adjudged incompetent or otherwise found
to be incapacitated under the laws of the
state, Lo participate in planning care and
treatment or changes in care and
treatment, and 4 comprehensive care plan
must be developed with 7 days afler the
completion of a comprehensive
assessment, prepared by an
interdisciplinary team, that includes the
attending physician, a registered nurse
with responsibility for the resident, and
other appropriate staff in disciplines as
determined by the resident’s needs, and o
the extent practicable, the participation of
the resident, the resident’s family or the
resident’s legal representative; and
periodically reviewed and revised by a
team of qualified persons after each
assessment,

[ Resident # 89 no longer resides at the
facility.

2. Current residents with splints or
braces will have their care plans
reviewed to ensure that the adaptive
cquipment has been care planned.
Any residents identified will have
care plan updated as needed,

W GIS-2567(02-98) Previous Varsiods Dbaolete Everd I0; VHSP1|
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F 280 | Gontinued From page &

needs to be wearing at all times axcept while
&ating or if fsthe] is flat in bed, then [sfhe} should
have the soft carvical collar on which 9 in
[histher] room, Also, if you see that the brace
pads are dirly you may wash them in activily
room washer and replace therm, |f you have any
questions about how to put [hisfher] brace ar put
the pads in place please contact therapy. We wilt
be happy to help you. Thank you."

The foliowing issues concerning the residont's
cervical brage and cervical soft collar wers
identified;

2, During muttiple ohsetvations from 10/15/12
at 2:36 PM through 10/17/12 at 6:45 PM, the
resident never wore either collar, These
observations included the following: 10/16/12 at
4:46 PM while ambulating in the hallway with &
walker, 10/16/12 at 5:05 PM while baing
transferred in his/her toom via full meshanical lift,

F280| 3. The Interdisciplinary Team, current

4. The DON/designee will review 10%

licensed nurses and cutrent therapy
staff will be re-educated by the
DON/designee to updating care plans
for the use of splints or braces. The
Interdisciplinary Team will review
physician orders and the 24-hour
report Monday through Friday during
morning meeting and revise care
plans as needed,

of care plans for resident using splints
or braces randomly each week for 4
weeks, then monthly for 2 months to
ensure that appropriate updates have
been made, The results of the raview
will be reported to the QAPI
Committee. Based on outcomes of
review, additional in-service and
corrective action will be taken as

10/16/12 at 8:35 AM while sitfing in » wheelshalr needed
in hisfher room, on 10M8/12 at 8:40 AM in his/her ' 11/28/2012
room while baing transferred via full meohanical
lift, and on 10/16/12 at 11:30 AM in higther raom
while belng transferred via sif-to-stand lift
b. Review of the resident's care plan showed
the resident's brace and soft collar wers not
addressed.
¢, During an interview with the MDS F 300
coondinator on 10/17/12 at 1:50 PM, she stated
the residents cervical brae and soft colar It is the practice of the facility to ensure
should have been care planned, each resident receives and the facility
F 309 | 483,25 PROVIDE CARE/SERVICES FOR F 309 provides the necessary care and services
85| HIGHEST WELL BEING to attain or maintain the highest
Each resident must recalve and the facility must E;:i;lﬁig:g ;?lzf,:f’ﬁm"?gnﬁ fai';f,,.dmm
provid'atthie TCE??;E"“Y care 'z‘\}mf sswfi?a“.} {o attain with the comprehensive assessment and
or maintain the highest practicable p ysical, | plan of care.
M CMS-2557102.99) Pravious Varsions Obsolate Event ID; ViOP 1Y Faciflty 10: Wyopza If gontinuation sheat Page &of 27
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F 309 Continusd From page 6 F308{ 1. Resident#2 no longer resides at the
mental, and psychosocial well-being, in facility. Resident # 7 hag had
| @ccordance with the comprehensive assessment appropriate monitoring of bowel
and plan of oura, elimination, Resident # 16 has had
appropriate monitoring of bowel
elimination. Resident # 27 has had
appropriate monitoring of bowel
This REQUIREMENT s tiot met as evidencad elimination. Resident #f 29 has had
by; appropriate monitoring of howel
Based on medical record review and staff elimination. Resident # 31 has had
interview, the faollity falled to montior the bowe| appropriate monitoring of bowel
elimination paftern of 12 of 21 samiphes residents elimination. Resident # $1 has had
(#2, 47, 116, #27, #29, #31, #61, 457, #80, #102, appropriate monitoring of bowel
#103, #104) to identily and trest constipation, The elimination, Resident # 57 has had
findings were; ‘ appropriate monitoring of bowe]
elimination, Resident # 60 has had
11, Durlng an interview on .1'0/1.3.{12 at 10:34 AM, appropriate monitoring of bowel
the ADON statad the facilty dic ot have a bowel elimination. Resident # 102 no
protecol In place fa protocol to instruet staff what longer resides in the facility. Resident
Intervantions to implement for residents who have # 103 no longer resides in the facility,
not hed a bowal movement in 3 days, 4 days, Resident # 104 no longer resides in
efc.). He stated CNAs documented bowel the facility
Mmovements in the computer, but (he facility did ’
nat have a system in place for nurees {¢ monitar ot ot . "
the bowel movements, of fo be notitied when 4 2 E:'e'fefgél;e;’de“ts have the potential to
resident had not had a bowel movement in 3 or e
more days. He stated the computer program had
a repott nursing staff could generate, but the -
facliity had not utilized that report yat, 3. Current Resident Care Specialists
' (CN.A) were re-educated by the
2. Medloal tecord review revesled the following DON/ designee 1o documentation of 2
aoncerns related io the lack of monitoring for residont’s bowe! elimination each
bowe movements: shift, If a resident js continent ti_lg__ /,;,)
a. Review of physician orders showed CN.A, will ask the residentefthey —7 W
resident #60 was ordared Golace 100 milligrams had a bowel movement during shift
{mg) twice per day for coristipation. Review of the and document aceordingly. Current
bowel alfmination charting revealed the rasident Licensed Nurses were educated by
did not have a howe! movement from &/6/1 the DON/ designee regarding the
through 8/15/12 (10 days). Review of September l.
A CMS-2867102-39) Prevlous Verslons Obaplgie Event 1D veap14 Facility ID; WyoD2s If continuation sheet Page 7of 27
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2012 nursing notes and the madication oonmentation of bowel elimination,
administration record (MAR) showed no evidence Bach nurse will roview the bowel
; ) . elimination report per shift, If a
nursing staff was aware of the ack of ) d ted bowel
documented bowel movements, or that any restdent has no documented | o i
additional inferventions were implemented for tavement for 3 days the hurse will
oonstipation. follow the f‘ac!hty bovyel protocol.
b. Review of the bowel efiminatian The DONAiesignee will ensure
dooumentation revealed resident #57 dig pot appropriate monitoring and follow up
have a bowel movement from 8/28/12 through by reviewing bow.cl elimination
91112 (8 days). Review of the MAR showed Milk documentation daily,
of Magnesta ( MOM) 80 cubic centimeters (ca)
was given on 8/29/12, However, there laoked 4. The DON/designee will review 10%
evidence the MOM was effecﬁive‘ or that ﬂurﬂmg of raindoin residents week]y for 4
sta:’gm(:nitored the bowel elimination status of the weeks then twice a month for 2
resiaent, months to ensure that bowel
6. Review of CNA charting showed resigent elimination is being appropriately
#2 did not have a howel movement from 9/1/12 monitored and addressed. The results
through S/6M2 (5 days). Review of the of the review will be reported 1o the
September 2012 ﬂUI‘SiﬂQ notes and MAR showed QAP Committee, Based on
Mo evidence nursing staff was aware of the Jack outcomes of review, additional in.
of bowel movemants, or that interventions were service and carrective action will be
implemented for constipation, taken as needed
d. Review of the Residont Bowel and Bladder ' 112872012
by Shift Chart for resident #16 showed s/he dig '
not have & bowel movement from &/1/12 through
9/9112 (9 days). Review of the September 2012
MAR during that time showed the regident
recelved the madication hydrecodone and
atetaminophen for pain ten times. In addition,
s/he received Cymbaita for dapression, Both
medications show they oan payse constipation.
Review of the nursing notes from 941712 through
9/9/12 did not show evidence tha resident had a
bowel movernent or was assessed for
constipation.
&. Raview of the Resident Bowel and Bladder
by Shift Chart for resident #29 showed sfhe did
hot have a bowsl movement from 891112 through | 1
"
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F 308 | Continued From page 8

SITM2 (7 days) and 9/22/12 through B/20/12 {8
days), Review of the September 2012 MAR
showed the resident reosived the pain medication
Vicodin 3 times between 91712 and 9/7/12.
Conetipation s 4 possible adverse reaction of this
medication.

f. Review of the Resident Bowef and Bladder
by Shift Chart for resident #51 showed g/he did
not have a bowal movement from 8/22/12
through 8/28/12 (7 days), 9/5M2 through 9717712
{13 days) and 9/22/12 through 9/27/12 (6 days),
Revlew of the September 2012 nurses' notes did
rotshow the resldent had & bows! movement or
was assessed for constipation,

9. Review of the bowel elimination racord for
resident #27 showed sthe did not have & bowal
rmovement for the following extended periods:
DM/12-8/6/12 (4 days), 9M0M2-0/22/12 (11 days),
Df23/12-0/2712 (4 days), and 0/28/12-10/3112 {4
days),

h. Review of the bowe! elimingtion record for
resident #31 showed sfhe dld not have a bowe)
movemont for the following extended periods:
9M/12-979112 (8 days), 9/10/12-8/16/12 {5 days),
9MB/12-8128/12 (4 days), and B24/12-10/6/12 (9
days).

L. ReView of the bowel elimination resord for
resident #7 showed sfho did not have & bowel
movement from 8/1/12 through 9/5/12 (6 days),

J- Review of the bowe) elimination record for
resident # 102 showed sthe old not have a bowe!
movement for the foliowing extended perinds:
8114/12 through 8119112 (6 days), B/22112 through
8/25/12 (4 days), 8/2712 through 8/30/12 (4
days), and 9/112 through 9/16/12 (18 days).

k. Review of the howel alimination recond for
resident #103 showed s/he did not have g howel
movement from 7/9/12 through 7/12/12 (4 days),

N |

F 308
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F 302 | Continued From page 9 F 308
|. Review of the bowal elimination record for
resident #104 showed sfhe did not have a bowel
Movement from /2512 through 9/28/12 {4 days), F312
Durlng an interview with the ADON on on _ it is the practice of the facility that a
1018712 at 10:38 AM, he gonﬁrmed the facllity resident who is unable to carry out
had no additional information to show Nurses activities of daily living receives
were awate of the lack of documentation necessary services to maintain good
;cg‘l‘f:nqgg% f;gg;;]eellcg( l%fs:gzﬂgnt bowel ]nut::ition, grooming and personal and oral
- \ygiene,
F 312 { 483.25(n)(3) ADL. CARE PROVIDED FOR F a2 &
58=n DEPENDENT RESIDENTS 1. Resident # 89 no longer resides at the
facilit
Aresldent who is unable to carry out activities of e
daily living recelves the necessary services to 2. Current male residents were reviewed
m?;”ta;?'goojd nulrition, grooming, and personal to determine if they were
and aral hyglene, uneircumeised.
3. Current Resident Care Specialists,
i . . , current licensed nurses and current
g;is REQUIREMENT is not met as evidenced therapy staff were re-educated by the
Based on observation, medical resord review uaif Devalopment Coordinator /
and staff Interview, the fa clity Failed to ensure’ designee to perineal care including
staff provided appropriate incontinence cara care for an uncircumeised male,
dwiing 1 of 8 observations of sample residents
(#89) who required staff assistance for . ;
incontinence. The findings were: 4. The Staff Development Coordinator /
designee will abserve random
Review of the 7/19/12 signfficant change MDS hericare 5 times a week for 4 weeks
assessment showed resident #89 required then 3 times a week for 4 wecks then
uxtensive asslstance with personal care, and 1 time a week for 4 weeks over all
frequently had bowel Incontinence, Reviaw of the shifts to ensure proper technique is
rasklent's tileting care plan also showed the being used. Results of the review will
resident had frequent bowel Incontinence. be reporied to the QAPI Committee.
Observation on 10/16/12 at 8:40 AM showed the Based on outcomes of review,
resident wa incontinent of bowe! and was [ additional in-gervice and corrective
assisted by CNAs #2 and #3. The residen! was action will be taken as needed 11/28/2012
v CM8-2567(02:09) Provivue Verslona Obsoleti Event 10: VgsP1 Facllity 10: WY0023 if conlinuation stiest Page 10 of 27




11/29/2012 THO 17:15

FAX

VEFAKIMENT OF HEALTH AND HUMAN SERVICES

Aorz/02s

PRINTED: 11/01/2012
FORM ARPROVED

CENTERS FOR MEDICARE - & MEDIGAID SERVICES OMB NO. 09380391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/BUPPLIER/CLIA (2) MULTIPLE CONSTRUGTION (X8) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: COMPLETED

A BUILDING
635024 B WING 10/1812012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GIYY, STATE, ZIP GODE
4305 8 POPLAR
OP LIVIN =
POPLAR LIVING CENTER CASPER, WY 52601
{X4) 1D SUMMARY STATEMENT OF DEFIGIENGIER I PROVIDER'S PLAN OF CORRECTION o)
FREEX (EACH DEFICIENCY MUST BE PRECEDED BY FIJLL PRERIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY O LS IDENTIFYING INFORMATION) TAG CROSS-REFERBNCED TO THE APPROPRIATE DAL
DEFICIENGY)
f
F 312 Continued From page 10 F312] F3Is
incontinent of luose stoo] that covered tha o iy
anterlor and posterior perineum. At that time, = It Is the practice of the facility to ensure
CNA #2 cleansed the resident front and back, bt that & resident who enters the facitity
falled to retract the resldant's foraskin and without an indwelling catheter is not
cleanse that area. During an intarview catheterized unless the resident’s clinical
immediately after the observation, CNA#2 stated cmd:t:qn dganmnstrates that
that she should hava refracted the resident's cal‘l_leler:zatlop was neessary; and a
foreskin and cleansed that area as wel, resident who is incontinent of blacider
F 315 483.26(d) NO CATHETER, PREVENT UT), F 315/  iecelves appropriate freatment and )
$5=D | RESTORE BLADDER services (o prevent urinary tract infections
and to restore as much normal bladder
Based on the resident's comprehansive function as possible.
assessment, the faollity must ensure that a _ .
resident who enters the fasility without an I, Resident # 52 has had his catheter
indwelling catheter is not catheterized unlees the positioned so that it is positioned
resldent's dlinical condition demonstrates that below the level of his bladder,

catheterization was necessary; and a resident

treatment and services fo prevent Urinary tract
infections and o restors as much normal bladder
function as possible.

who is incontinant of bladder racelves appropriate |

This REQUIREMENT s not met as evidenoad
by:

Based on obsarvation and staff interview, the
faoility failed to ensure a rasident with an
indweling catheter recelved the appropriate care
and services to prevent infection for 1 of 1
sample resident (#52) with 5 catheter, The

fineings were:

Review of the admission orders datad 8731112 for

resident # 52 showed sfhe had a urinary catheter
for urine retention and BPH {herign prostatic
hypertrophy), Furthar review showed diagnoses
to include “sepsis (systemic inflgmmatory
responea to infoction) secondary to urine," The

!

2. Current residents with an indwelling
catheter were reviewed to validate
correct positioning of the catheter,

3. Current Resident Care Specialists and

the 8taff Development Coordinator/
designee to the appropriate placement
of an indwelling catheter,

4. The ADON/designee will observe
Tesidents with indwelling catheters 3
times a week for 4 weeks then weekly
for 2 months to validate appropriate
placement of the indwelling catheter.
Results of the review will be reported
to the QAP Committee. Based on
outcomes of review, additional in-
service and corrective action will be
taken as needed

Licensed Nurses were re-educated by

112872012
"
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F 315 | Contitued From page 11 F 315
following conceims were identifieq:
a. Observation on 10/15/12 at 4:35 PM
Showed the resident was stiting in & realiner and
the tubing from the resident to the urine drainage
bag was draped aver the anm: of the thair and did
nol allow the urine to drain from his/her bladder,
Observation on that same day at 5:45 PM
showexd the tubing remained draped over the atm
of the chair, Interview with CNA#4 st that ime
confirmed the tubling was incorrectly positioned
and did not allow urine to drain from the bladder.
b. Obsetvation on 10/16/12 at 8:30 AM again
showed the resident sitting In his/her rechiner with
the catheter tubing draped over the arm of the
chair with urine sktting in the tube and nol draining
into the urine draihage bag. Interview with the
ADON at that time acknowledged the tubing was
not positioned to promote bledder drainage,
According to Eldn, Perry and Potter. Nursing
Intervention and Clinial Skills, 6th Edition; 2012,
énsure drainage tubing is not joopad or
postioned above the level of the bladder {page F 368
443); accurnulation of urine in the bladder
increases the risk for a urinary traot infection It is the practice of the facility to ensure
(page 430), that each resident receives and the facility
F 368 { 483,35(1 FREQUENCY OF MEALS/SNACKS AT FF368[ provides at least 3 meals daily, at regular
$8=k | BEDTIME times comparable to normal mealtimes in
: the community, there is no more than 14
| Each resident receives and the facility provides at hours between a substantial evening meal
least three meals dally, at regular times and breakfast the following day, offer
comparable to normal mesltimes in the snacks at bediime daily, and when a
comenuhity. uowrishing shack is provided at bedtime,
up to 16 hours may elapse between a
There rmust be no more than 14 hours hetween a substantial evening meal and breakfast the
substantial evening meal and breskfast the following day if a group of residents
following day, except as provided below. agrees to this meal span, and a nourishing
snack is served.
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Evart 1D, VeaP1s

Facllily ID; Wy nezs

tf continuation sheet Page 12 of 27




11/29/2012 THU 17:16

FAX

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDIGAID SERVICES

An1a/028

PRINTED: 11/01/2012
FORM APPROVED
OMB NO, 0938-0391

STATEMBNT OF DEFICHNCIES (X1} FROVIDERISUPPLIER/GLIA, {X2) MULTIFLE CONSTRUCTION (X2 DATE BURVEY
AND PLAN OF CORREGTION INENTIFICATION NUMBER; COMPLETED
A, BUILDING
835024 B. WING 101872012
NAME OF PROVIDER OR SURPLIZR STREET ADDRESE, CITY, STATE, 21 CODE
4305 8 POPLAR
POPLAR LIVING CENTER CASPER, WY 82601
SUMMARY STATEMENT OF DEFICIENGIE i PROVIDER'S PLAN OF GORRECTION )
éﬁ?ﬁﬁ (EACH Ugﬁclﬁncv MUST BE FRI‘:’(';EIEDED B&sl’ULL PREFIX, (EACH CORRECTIVE ACTION SHOULD BE GUMg'ﬁETlDN
TAG REGULATORY OR LBG IDENTIFYING INFORMATION) TAG cROSSREFEREDNgggiES g\fj)&s APPROPRIATE bare
F 368 | Continued From page 12 Faeg| ! Noresidents were cited.
The faciiity must offer snacks at bedtime datly, 2. Current residents who receive meals
from th ility kitel
When a nourishing snack Is provided at bedtime, potomtind o by Kielen have the
up ta 16 hours may elapse between a substantial '
evening meal and breakfast the following day if a ot Pty ahafit e
resident group agrees to this mea! span, and a 3. Current Dictary staff, Current
nourishing snack Is served Resident Care Specialists (CNA)
9 ’ and current Licensed Nurses were re-
educated by the Staff Development
) Coordinator/ designec to offering
This REQUIREMENT s not met as evidenced snacks to residents oach evening, A
by: snack cart or cooler will be brought to
Based on resident and staff Interview, the facllity each nurse’s station each evening
failed to offer all residents a snack prior to bad, with 8 variety of snacks to be offered
The censtss was 101 at the time of the suvey, o current residents.
The findings were: ‘ o
4. The DON/designes wiil interview 10
Duting a confidentiat aroup interview on 10/18M2 random coghitive residents weekly
at 1:30 PM with § residents, they stated evening for 4 weeks then monthly for 2
shacks were not offered to all the residents, months to vafidate that bedtime
Confidential interview with a resident who resided sacks are being offered. The
on the 100 hallway on 10/17/12 at 1:46 PM DON/designee will make random
revealed s/he was not offered an evening snack, observations 2 time 4 week for 4
weeks then weekly for 2 months to
At intetview with CNAS on 10/17/12 at 510 PM validate that the snack cart/cooler i
revealed dietary provided snacks to Incude being delivered to the nursing unitg
sandwiches which were brought from the kitohen and that the snacks are being offered.
and placed at the hurses' station, Residents were Results of the reviews will be
to msk for shacks if they wanted them but thay reported to the QAPI Committee,
were not offarad the shacks, Based on outcomes of review,
F 387 483.40(c)(1)(2) FREQUENCY & TIMELINESS F aB7 additional in-service and corrective
55=g | OF PHYSICIAN VISIT action will be taken as needed 112812012
The resident must ba geen by a physiclan at least
once every 30 days for the first 90 days after
admission, and at least once every 60 days
thereafier.
|
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A physlcian visit iz considersd timely If it ooctrs
not later than 10 days after the date the visit was
required.

This REQUIREMENT i not met a avidenced
by:

Based on medical racord raview and staff
interview, the facllity falled to ensure regidents
were seeh by a physician at laast once evary 30
days for the first 90 days after admission and af

least once evary 60 days thateafier for 8 of 18

sample rosidents (#2, #7, #16, #27, #31 , ¥57, #80

ared #96). The findings were:

The following concemns were identified regarding
the timeliness of physioian visits:

&, Review of the medical record showed
resident #57 was admitted on 8/27/12, Further
review showed no evidenos of a subsequent
physician visit.

b. Medioal record review showed resident
#50 was admitted on 6/17/12, Additional méedies
record review ravealed the anly fwo physician
visits for the resident were on 6/18/12 and
91812,

0. Resident #2 was admitted on 5/15/12,

‘Review of the medical revord showed o physician

visit on 6/11112, and then not another one until
{2012,

d. Medioal racord review for resident #16
showed the resident was admitted on 9/28/06.
Further review showed a physician visited on
7116/12 and not again untll 10/10/12,

. Raview of the medioal recond for resident
#27 showad sfhe was admitted on 318109, Further
review showed the resident had no physician

| visits from 1/26/12 through 7/24/12 {177 days).

POPLAR LIVING CENTER
CASPER, WY 82601
(X} ID. SUMMARY STATEMENT OF DEFGIENCIES D PROVIDER'S PLAN DF CORREGTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED By FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE CoMbLEION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 387 | Coninued From page 13 F387] F387

It is the facility practice that a physician
must see the resident at least once every
30 days for the first 90 days after
admission, and at least one cvery 60 days
thereafter,

1. Resident # 2 no longer resides in the
facility, Resident # 7 has been seen
by their physician. Resident # 16 has
been seen by their physician.
Resident # 27 has been seen by theit
physician, Resident # 31 has been
seen by their physician. Resident # 57
has been seen by their physician.
Resident # 60 has been seen by thetr
physician. Resident # 96 has been
seen by their physician,

2. Current residents were reviewed (o
validate that a current physician visit
is documented in the chart. Any
resident identified as not having a
cutrent physician visit docimented
will have a visit scheduled prior to
date of compliance

3. Current attending physicians were
notified by letter regarding required
physician visits and timeliness of
these visits. The Medical Records
Department will track all attending
physician visits to ensure that ihe
visits temain in compliance,

tM CMB-2807¢02-05) Pravious Veielons Obsolete
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F 387 | Gontinued From page 14 F 387 4. The Administrator/ designee will
f. Review of the medioal record for resident audit 20% of random resident charts
#7 showed sihe was admitted on 3/28/12, Further monthly for 3 months 1o validate at
review shawed the resigent had no physiclan physician visits have ocourred every
visits from 3/26/12 th rough 61012 (77 days), 30 days for the first 90 days and
9. Review of the medical record for resident every 60 days there afier, Results of
#31 showed s/he was admitted on 9710014, the review will be reported to the
Further review showed the resident had no QAPI Committee, Based on
physician visits from 4/24712 thtough 8/28/12 outcomes of review, additional jn-
(129 days). i service and corrective action will be
h, Review of the medical record for resident taken as needed. If physicians arc
#96 showed sihe was admitted oh 2/27/06. non-compliant with visits, the facility
Further review showed the resident had no Medical Director will be notified and
physician visits from 6/13/42 through 9723712 corrective action will be taken. 11/2872012
(102 days), '
During an interview on 10/18/12 at 10:34 AM, the
ADON stated the facility was unable to Jocate any
additional physiclan visits for those residents.
F 441 483.66 INFECTION CONTROL, PREVENT F 441
86=1. | SPREAD, LINENS
The facility must establish and malotain an
Infection Control Program designed te provide a
safe, sanitary and comforiable environment and
to help prevent the development and transrnission
of diseaise and infection.

{a) Infection Control Program
The facilty must estabiich an Infection Control
Program under which it -

in the facility;
(2) Decites what procedures, stch as isolation,

(1) Investigates, controls, and prevents infections .

should be applied to an Individual resident; and
{3} Maintains a record of incidents and corractive

actions related to Infections,

{b) Preventing Spread of Infection

|
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F 441 Continued From page 15 Fa41| ragq

(1) When the Infection Control Program
determings that & resident heads lsolgtion to
pravent the spread of infaction, the facility must
tsolate the resident,

(2) The faciiity must prohibit smployeas with a
communicable disease or infected skin fesions
from direot contact with residents or their food, iF
direct contact will transmif the disease,

{3) The fecility must require staff o wash their
harids after each direct resldent contact for which
[ hand washing Is Indicated by acoepted
professional practice,

(c} Linens :
Personne! must handle, store, process and
transport linens so as to prevent the spread of
Infection.

This REQUIREMENT Is hot mat as evidencad
by:

Based on observation; staff interview; and review
of medical records, Infection conlrol data,
manufacturers instructions, and policy and
procedures, the facliity falled to malntain an
infection control program that ensured
identification, investigation, intervention, and
containment of infections, This failure resulted in
harm to residents as evidenoed by a significant
increase in infections after initial identifioation of a
contaglous pracess, Therefore, this resulted In an
Immediate jsopardy situation for all residants of
the facility. The census was 101, The findings
were;

On 10111112 the facility nolifiad the state survey
agency via fax conceming an outhreak of

it is the practice of the facility to establish
and maintain an Infection Control
Program designed to provide a safe,
sanitary and comfortable environment and
to help prevent the development and
transmission of disease and infection.

L. Resident #62 was added 1o Infaction
Prevention surveillance log and
monitored for signs and symptoms,
Resident #73 was added to Infection
Provention surveillance log and
monitored for signs and symptoms.
Resident #78 was added to Infection
Prevention survetllance log and
monitored for signs and symptoms,
Resident #80 was added to Infection
Prevention surveillance log and
monitored for signs and symptoms.
Resident #83 was added 10 Infection
Prevention surveillance log and
monitored for signs and symptoms,
Resident #84 was added to Infection
Prevention surveitlance log and
monitored for signs and symptoms.
Resident #86 was added 1o Infection
Prevention surveillance Jog and
monitored for signs and symptoms.
Resident #90 was added (o Infection
Prevention surveiltance log and
monitored for signs and symptoms.
Resident #95 was added to Infection
Prevention surveillance log and
monitored for signs and symptoms,
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gastrointestinal symptoms {nausea, vomiting,
diatrhea) at the facility which Involved twelve
residents and seven staff members st that time.
The ICP was calied on 10/12/12 by the survey
agency, and the ICP stated the fa¢ility had
notified the state epidemialoglst about the
outbreak. The ICP further stated the facility was
attempting to oblain stool specimens to

determine if the outbreak was a norovirus. The
following concerns were notad:

During an Interview on 10117/12 at 9:16 AM, the
IGP stated that fast week, around Qctober 10th,
she printed off the Wyoming Deparimant of
Health Epidemiology Section's recommendations
regarding an autbreak of viral gastrosnteritls,
Review of "Guidelines for the Contro) of &
Suspected or Canfirmed Qutbreak of Viral
Gastrosnteritis in & Nursing Home" showed the
follewing recommendations:

8. Isolate ill residents from others by
confining them to their rooms ...group il people
together if possibla .. discontinue activities where
it and weli residents would be together.

b. 1l staff should remain out of work for 3
days following cessation of diarrhea and/or
veniting,

. Minimize the flow of staff between sick
and well residents ..,

d. Staff should wash their hands when
entering and leaving evety tesldent room. Hand

sanitizers might serve as an offective adjungt in
between proper handwashing but should not be
considered a substiute for soap and water
handwashing,

e, Fraquently disinfect areas with greatost
likelihood of contamination Including bathrooms,
high-touch surfaces such as handralls,
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: I
F 4411 Continyed From page 168 F 441 Resident #98 was added to Infection

Prevention surveillance log and
monitored for signs and symptoms,
Resident #99 was added to Infection
Prevention surveillance log and
manitored for signs and symptoms.
Resident #88 was added to Infection
Prevention surveillance log and
manitored for signs and symptons,
Resident #67 was added to Infection
Preventfon surveillance log and
monitored for signs and symptoms.
Resident #14 was added to Infection
Prevention surveillance log and
monitored for signs and symptoms.
Resident #53 was added to Infection
Prevention surveillance log and
monitored for signs and symptoms,
Resident #61 was added (o Infection
Prevention surveillance log and
monitored for signs and symptoms.
Resident #54 was added to Infection
Prevention surveillance log and
monitored for signs and symptoms.
Bducation for housekeeping was
staried on 10/17/12 by the
Environmental Services
Director/Designee on the proper way
to disinfect floorsfsurfaces, Areas
disinfected were disinfected with a
1110 bleach solution, Facility surfaces
and floors were re-mopped starting
10/17/12 by housekeeping using the
above solution, The Assistant
Director of Nursing started education
for residents and nursing staff on
10/17/12 that during any outbreak,
residents’ hands are washed with

1
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F 441 Continued Erom page 17 F 444 soap and water or antiseptic gel
dOO_TKITObE, and physical/occupational terapy before and afier meals, afier toileting,
equipment ...envlronmental surfaces should be as needed prior to activities with
disinfaoted using a freshly made chloring blesch other residents, and if hands are

solution or other commerclally prepared product

reglstered with the EPA as effective against
norovirus ... Personne| perfotming environmental

senvices should adhere {o the manufacturer's

instructions for diition, application, and contact
time.

At the time of suivey, the facilly had not
mplemented the above recommendations, Refer
to the evidence In this citation for detalls,

The following deficlencies in the infection confral
Progratn were identified on survey:

a. On 10/15/12 the ICP provided a fist of
residents and staff with gastrointestinal signs and
symptoms that had been revised since natifying
the state survey agency on 10/11/12. The [ist
conlaincd 24 residents and D staff members, A
review of medics! records in the secune unit

revesled 11 additional regidents with
gastrointestinal signs and symptoms {nauses,
vomiting, andfar diatthea) who had not been
identified and were not included in current
survelllance logs: #60, #73, #78, #B0, #83, #84,
#E8, #20, #04, #O8. and #99, In addition, review
of the facllity 24-hour reports revealed 6
addtional residents were not included i active
survelllange: #88 on 10/6, #67 on 1072 {identified
in infection control data on 10/13), #14 on 10/11,
#53. on 10110, #81 on 1 010, #54 on 1617, During
an intetview with the ICP on 10/16/12 at 2 M,
tihe stated the facillty fafled to employ anyone in
the Infection control role from 5/4 2012 untll
912712, and survelllance activitles were not
completed during that time, The {CP stated she

soiled. Staff with signs and symptoms
of navsea, vomiting and o1/ diarrhea
was sent home immediately. Staff
members remained out of the facility
until 72 hours after symptoms cease.
Full body mechanical lift slings were
washed starting on 16/17/12,
Residents that were sympfomatic anc
wished 1o get up were assigned their
own full body sling, All lifis and
community used equipment was
wiped down with micro-kil
disinfectant per manufaciure’s
directions for disinfecting, Current
staff was educated on infeetion
control practices, including hand
washing, reporting vesident/staff
illnesses starting 10/17/12. Oncoming
staff did not work until they received
the training. Infection Prevention,
The Staff Development Coordinator
received addition training by the
Regional Clinical Director/designee
on Infection Prevention including
tracking and trending of infection.

2. Cuwrrent residents in the facility have
the potential to be effected.
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i 3. During an outbreak of any kind the
Fadt Coninued From page 18 F 441 facility will attempt to separate
had failed to track everyohe during the outbreak symptomatic residents fiom
beocause sha hiad other duties competing for her o pogidentc -
: . ; asymptomatic residents, Approaches
tme. The ICP was assignéd fo a medrcauoq cart for cohorting residents will include
and corresponding resident hallway at that time. o N
_ placing residents with active
The ICP stated she used 24-hour hursing reports \ ;
) \ symptoms In a multi-occupancy
and Infortnation digcussad In the dally room, or designating resident care
management meetings to anter residents angf areas ‘or contiguous sections within
stalf members into the infaction controf tracking the ficility for resident cohorts
data. At that ime she stated her primary funiction Sy .
was In direst care roles, and not i Infation Residents wili be placed on contact
survelllance, Therefore, the ICP stated sha did procuttions while symptomatic,
not review the 24-hour feporis or attend During meal times, residents with
meanagderment meetings daity. When asked when active symptoms will be encouraged
8he last reviewad the reporis ard/or atiendad to feceive a room tray. If residents
dally management meetings, the ICP said, 1t hay choose to go to the dining room they
been awhile, and I do not attend rheetings or will be placed in the auxiliary dining
review the reports daily." room located across from the main
b. On 10/16/12 &t 2 PM, the ICP cenfirined dining room, This dining room will
the facility had failod to Investigate the outbraak be cleaned with an appropriate
to delerming the source, The ICP stated she disinfecting solution afier each meal,
called the stalg epidemiologlst sometime during Symptomatic resident rooms will be
the prior week and left a voige-mall message cleaned with & 1:10 bleach solutjon
conceming the faciity outbreak, but had not daily, and more oflen ag needed, by
received a return call, interview with state housekeeping, Commonly used
epidemiologist #1 an 10/17/12 at 11 AM showad equipment, such as lifts, will also be
the state epidemivlogy department had no recond cleaned after each use during the
conceming a mestage from the facilily regarding ! outbreak and more often if soiled.
the outbreak. Review of Infaction Survelliance Each resident who uses a full body
data provided on 10/18/12 showed residents Iift sling will have the appropriate
affecled with gastrointestinal signs and symptoms size sling placed on a hook inside
since the outbreak had risen to 41, and the staff their closct door. The sting with be
with the slgns and symptoms had risen to 18, used only by the assigned resident, if
During that time, one rasident (#2) was sent to a it becomes sofled, the sling will be
: ' , g willbe
looal hosgital on 10/16/12 with gastrointestinal taken o laundry for cleanin and a
signs and symptoms. The resident returned to the clean sling will be obiained % use b
facilty on 10117712, the re:ideﬁtm e ovtaied for use by
According to the facility policy and procedure
AL N P
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F 441 Continuad From page 19 F441|  The DON/Infection Control Program

| charts of cases and inferview involved personnel

tithed, "Outhreak Investigation" the facility should
designate a staff member as the investigation
coordinator. The Infection Preventionist wil
gather and compfle data related to the infaction(s)
as follows; 1. Conduct case findings (review
angoing surveillance charts of ofher patients at
risk and mictobiology repo!s) to detering
whather therg have been other cases of the
infaction, 2, Evaluate previous faclity experietice
with the infaction, 3. Prepare 5 ling listing of
cases 1o include: resident, room number, date of
admission, date of infection ohset, site culture
resulls, and physiclan, 4. Plot number of cases by
tate of onset (epidemic aurve), 5. Review patient

for variotis factors that concaivably may have
playad a role n transmission of an infection, e.g.,
geographic locations of patierts, spacific
personnel having contact with patients,
medications and treatments administered, 8,
Review various Infeckon Prevention techulques
(hand hygiene, usé of standard precautions, ete.) |
as actually practiced In the fagility, and 7,
Maintain survellance for osourrence of any
further infections,

¢, Puring an interview on 10/16/12 at 2 PM,
the ICP further stated the facility falled to monitor
ataff andfor resident handwashing. Observation |
on 10/16/12 at 8:06 AM shawed the medical
recards director passed water/ice to résidents in
the 300 hallway. The water pitchers were brought
aut of the rooms, fillad with ioa and water, ang
refumed to the resident's rooms, She cleansed
her hands with hand sanilizer, but at no time
during the observation did sha actually wash her
hands. Observation on 10/18/12 at 10:26 AM
showed CNA #6 provided bersonal ¢are to
resident #42 after tolleting. The aide wore gloves,

Designee will monitor infections by
preparing a line listing of residents
with current symploms on the “Line
Listing of Resident Infections” form,
This will include the date symptoms
starled and ended, type of infection,
location of infection in the facility,
and {reatment provided, This tracking
will be updated daily during any
outbreak until sympioms cease. The
DON/ designee will provide
education on infection control
practices such as hand washing,
disinfecting resident areas and
common areas with the proper
disinfectant with each outbreak. The
DON/Infection Control Program
Designee will conduct random hand
washing audits during an outbreak to
ensure compliance. The
DON/Infection Coniyol Program
Designee will review the infection
control-tracking daily during an
outbreak. DON/Infection Control
Program Designee will post and afert
visitors during an outbreak of
infection or during the fly season, not
to enter the facility if exhibiting
respiratory or gastrointestinal
symploms on al] entrance doors, Any
resident on isofation will have a sign
posted on the resident door asking
visitors to see {he nursing staff before
entering.  Employees who exhibit

!
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F 441 | Continued Fram page 20 F 441 signs and symptoms, such as nausea, -

but falled to wash her hands or the resldent's
hands afler removing her gloves,

Accarding to the facllity policy and procedure
titled, "Hand Hyglane" the purpoge of hand
hyglene is "To decreass the risk of tra hsiission
of Infection by approptiate hand hygiens," The
policy stated information whieh included,

"Handwashingfhygiene is generally considered
the most important single procedure for
preventing healthcare-associated Infections.”
Under the title, "Handwash ing" the following was
noted, "When hands are visibly dirty or
contarminated.........after going to the bathroom,

| and before eating, perfarm hand hygienes with
elther & non-antimicrobial seap and water o7 an
antimicroblal soap and water,”

The foliowing concerns with a lack of disinfection
were identiflac

The ICP stated in interview on 10/17/12 at 0146
AM, that upon the first gastrointestina| signs and

1 doorknabs and handralls with & 10% bleach
solution. Na resident rooms or other sregs wore
cletned or disinfected with bleach, Observation
on 10/16/12 at 8:06 AM showed resident roor
#3068 was being cleaned by housakeeplng staff
#1. She used Ecolab A-456-1| which was
automatically dispensed. The surfaces were hot
visibly wet within 8 minutes of the dpplication of
the solution, Obsarvations an 10/18/12 ot 8,25
AM and 8:36 AM ravealad housekeeping staff #2
cleaned rooms 410 and 414. She used the
product A-456-1) and the surfacas trealed wate
not visibly wet after 6 minutes. During an
interview with housekeeping staff #2 ang #3 on

symploms among the residants, she cleaned hall ;

vomiting, diarthea, fever and other flu
like symptoms, weeping skin
disorders, and-conjunciivitis will be
restricted from working in the facility
until the symptoms have subsided for
72 hours. An Employee Infection
Record will be maintained by the

DON/Infection Contro] Program
Designee on each employee
displaying symptoms. The log will be
reviewed daily in morning meeting to
ensure employses are clear to return
to work. The State Department of
Health, Epidemiology Department
and county Health Department will
be immediately notified on an
outbreak according to protocol,

The Administrator/ designee will

review the infection control-iracking
log weekly for 4 weeks then monthly
for 2 monihs to ensure appropriate
infection control (racking and
trending and rool cause analysis is
ongoing. DON/Infection Control
Program Designee will conduct

random hand washing audits 10 times
per week for 4 weeks, then 5 times
per week for 2 months. Results of the
revicw and audits will be reported fo
the QAPL Commitiee, Based on
outcornos of review, additional in-
service and comrective action will be
taken as needed,
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F 441/ Continued From page 21 F 441

1011712 at 10:30 AM, eash confirmed they did
niot ktiow the difference betwesn Cleaning and
disinfecting with regard to the Ecolah product
A-456-. In additton, housekenping staff #2 stated
she wiped down surfaces with & selution sosked
wet cloth, then immadistely used another eloth to
dry the same area, Raview of the manufacturer's
instructions for the product showed for
disinfection, the freated surfages must remain wet
for 10 minutes. During an terview with the
housekeeping supervisor on 10/17/12 at 10:30
AM, she stated the Ecolab A-466-1l sholild cfean
on contact, She was unaware of the
manufachurer's requirement of a 10 minuta
contact time for disinfection, On 10/1{7/1% at 2:69
PM, after the facility was made aware of the 10
mintte contact time, staff was obsarved mopping
the floor outside of the dining room using the
A-456-11 product, The floors were not visibly wet
at 3:05 PM (& minutes later),

The following concems wers identifiad
concerning emplayes liiness:

During an interview on 10/17/12 at $:16 AM, the
IGP stated the facility's policy was that (il
employess could return to work when "symptome
subside." She further stated she understood the
state epldemioiogy section recommendad JI
employees did not return to work for 72 hours
after the cessation of symptoms. Review of
dacumentation provided by the facility on
10f17/12 at B:46 PM revealed & employess
reporting defined symptoms for acute
gastroenteritis returned o work within 24 hours of
thedr lest reported symptoms and an additional 2
staff mambers returned within 48 hours of their
last reported symptoms.

|
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10:40 AM revested when staf calted In, they
called the front office and the secrelary would fill
out an absentee reporl, When asked how she
monitored emplayess whe oalled in sick, to get
further Information on symptoms to look for
pattérns, the ICP responded thst employea valls
wend discussed dusing the morhing mansgement
Meetings. However, she stated she was not
always able to attend those meetings,
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F 441 Continued From page 22 [ F 441
Furthet interview with the ICP on 10/17/12 at ;

The following addltional concerns were identified:

& Dwring the survey periad from 10/16/12 at
2:35 PM through 10/18/12 at 1215 PM,
observations showed the facility failed to post
signs in the facility to address the outbreak and
fnstruct visitors in what to do (example: see nurse
before entering room).

b. Multiple cbservations during the survey
period fram 10/18/12 at 2:35 PM through
10/18112 at 12:15 PM showed staff and fesidents
failed to wash residents' hands,

¢ Observations during the evening meal on
10/16/12 and noontime meal an 10116112 showed
the facility falled to cohort rosidents with
symptoms during meals, or have resldents eat In
their rooms if they had gastrointestinal symplome,

d. Observation on 10/16/12 at 5:08 PM
showed the restorative care manages ahd CNA
#7 used a full mechanical lift to transfer resident
#88 from hisfher wheelchai to the residant's bed,
When asked after the transfer, CNA #7 statod
staff used the {it slings rapeatedly with other
residents and would change them out each
evening or if they became visibly sclled. The sling
was not cleaned before or after the iransfer, An
additlonal observation of resident #89 on

—~— -
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10/96112 at 11:30 AM showad the restorative care

manager and CNA#2 used a sit-to-stand fift {o
transfer the resident, The sling was not changed
or cleaned before or after, An interview with Hie
CNA Immedistely after the obsarvation revealsd
the facility changed the lift sling after the evening
shift, ahd if the slihg became vislbly solled, During
an chservation on 10/46/12 at 11:40 AM, CNAs
#2 and #3 used a full machanics) Ut to transfer
the: tesident from hisfher bed to the rasident's
wheelchalr, The Jift siing was not changed or
tleaned before or after the transfer, During an
observation on 10/16/12 at 9:10 AM, CNA #5
transferred resident #49 from his/her chalr to the
bed using a sit-to-stand 1, Afterward, the aide
provided incontinence care for the resident while
weeiring gloves, However, the alde did not wash
het hands or the resident’s hands after the care
was provided. In addition, the aide did-not clean
the sling used during the transfer. During an
interview immediately after the observation, the
oide stated the lifts were cleaned on the night
shift, and the slings were changed out at the end |
of each shift, :

On 10M7/12 at 12:14 PM, the administrator was
hotified of the immediate jeopardy. The facllity's
action plan included the following immediate
changes:

8, Education for housekeeping staff regarding | ,
disinfection, with use of a 1:10 bleach solution,

h. Education for residents and nursing staff I
concerniing proper hand hygiena, '

¢. Achange In policy for staff liness that
Included remalning out of work for 72 hours post
gastrointestinal signs and symptoms,

d. Achange in policy and procedure
regarding lift slings which Included assignment to

R GWIS-2507 (02-00) Previoys Versiona Obnolete Evant 1; vBoR11 Facllity ID; Wypo2a If continuadion sheet Page 24 of 27
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each resident a sling of their own, Also, lifts and
slings will be disinfected with micro-kil
disinfectant according to manufacturer's
insttuctions,

&. Achange in policy and procadure to cohort
regidents with like signs and symptoms which
included a spacific dining area,

f. Achange in Infaction cantro! monitoring to
include ohgoing motitoring of residents for signs

and symptoms of lliness and Infection, and
posting for visitors to Include instruotions e eee

with an affected resident,
g, Education for ail staff concening these

changas,

The faollity action plan was accepted on 10/7/12
at 6:08 PM, and the immadiate Jeopardy was
removed on 10/16/12 at 9:38 AM. Howaver,
deflolent practice remained at a sGope and
soverity of H (actual harm that is not immediate
jeopardy),

On 10/25/12 at 9 AM, state epidemiclogist 1
provided the State Survey Agency with the

following update received from the fasiiity on
10/2412: at that time 45 residants, 27 staff
menibers, and 1 visitor had reported
gastroiitestinal symptorms since onset of the
cuthteak.

403.75(0)(1) QAA
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

Afaollity must maintain a quality assessment and
asaUrance committee consisting of the director of
hursing services; a physician deslgnated by the

F 444

F 620
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facility; and at feast 3 other ime ftl , . .
f c)illt));'s staff t3 other members of the Itis the practice of the facility to maintain
a quality assessment and assurance
‘The quality assessment ahd agsurance comimittee consisting of the director of
committes meets at least quarterly to identify nursing services; a physician designated
Issues with respect to which quality assessment by the fecility and at loast 3 other
and assurance activities are necessary: and members of the facility’s staff, to meet at
develops and implemonts appropriate plans of least quarterly to identify issucs with
action to currect identified quality deficienclos, respect to which quality assessment and
assurance activities are necessary; and
AState or the Secretary may not reguire develops and implements appropriate
disclostire of the records of such cammittee plans of action to correct identified quality
axdept insofar as such disclosure is related fo the deficiencies,
compliance of such committee with the e wrere it
| requirements of this section. . No residents were cited.
Goud faith attempts by the committee to identify 2. Curtent residents have the potential o
and correol quality deficiencies will not be used as be effooted,
& bagls for sanctions.
3. Current members of the managemeni
team, including the Staff .
This REQUIREMENT is not met ag evidenced Development Coordinator, were ré-
Ly educated by the Administrator/
Based on staff interview and review of qualily designee to the QAPI process with
assurance program information, the facllity failed regard to infection control tracking,
to Identify, monitor, and corract issues related to trending and root cause analysis
nfaction control. Tha findings were:
4. The Administrator/ designee will
During an interview with the ICP on 10/16/12 gt review the infection control-tracking
PM, she stated that the facillty failed to employ fog weekly for 4 weeks then monthly [
anyone in the infection control role frorn /12412 for 2 months to ensure appropriate el h ol Ay s
until 9727/12, and infection control concerns infection control tracking end % € Lar/ el n‘j”"’f ’
inciuding handwasghing were not routinely trending is ongoing, Results of the 7 (_,? /"Z";’ 7 ffZ I _;;,f Jf
monitored during that ime, The ICP also stated review will be reported to the QAP x:"‘?zp AP plotwss e
thet she had no specialized training related to Comimittee. Based on outcomes of ,,, Pl pel porlt o n
infection control. In addition, she confirmed the teview, additional in-service and  .2h & _Ter 0023 st g
facility had failed to investigate the currant corrective action will be taken as 7SN IhN kL
gastrointestingl outbreak 10 determine the source. needed. 11/28/201 ﬂ
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Dutting an interview with the 1CP on 101712 at
9:16 AM, she stated the faclitty failed to aeducate
housekeaping staff or monitor the staff
canceming disinfeotion praclises,

During an Interview wit the adminfstrator on
10718112 at 11 AM, revealsd there was no
meohanisim in plaoe to enisyre the quality
assurance committee was provided data and
feedback regarding infaction controf issues,
Review of the quality assurance cormmitiea
meeting minutes at that time showed ho speoifle
ifestion contral measures wera addressed. The
administrator acknowledged that infection control
monftoring should have been a vital part of the
facllity quallty assurance program. Howaver, the
facility falled to monitor infection control issues
sinee 51212, whan the facillty faited to assign
anyone ib the infection controf rale untll 9/277/12.
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