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F;;?g 483,10(b)(11) NOTIFICATION OF CHANGES F 167 Prepatation and execution. of this plan
A facllity mustimmediateiy inform the resident; of correction does not constitute an
consult with the resident's physician; and If admission or agreement by this provide
known, notify the resident's legal representative of the trath of the facts alleged or
or an Interested family member when there s an - conclusions set forth in statement of
seient kg e esdent i sute Geiienies, The pla of comecton s
inj .
intervention; a significant change in the resident's prepared a,zlld/or e?cecutad solely
physical, mental, or psychosocial status (i.e., a because it 1s :Irequlred by the provisions
deterioration in health, mental, or psychosocial of fedetal and state law. Completion
status In elther ifs threatening conditions or dates are provided for procedural
clinical complications); a need to alter treatment processing purposes and correlate with
significantly (l.e., a need to discontinue an th ¢ HY cot lated
existing form of treatment due to adverse © most recently conlempiated or
consequences, or to commence a new form of accoruplished corrective action and do
freatment); or a decision to transfer or discharge not necessarily correspond
the resident from the facifity as specified In chronologically to the date the facility
§483.12(a). , is of the opinion it was in compliance
The facliity must also promptly hotify the resident with requirements of participation or
and, if known, the resident's legal representative that corrective action was necessary.
or interssted family member when there Is a
change In room or roommate assignment as
specified in §483.15(e)(2); or a change in
resldent rights under Federal or State law or o]
regulations as specified In paragraph (b}(1) of Fis7 i
this section, The facility will inform the resident;
. ‘ consult with the resident’s physician;
The facllity must record and pericdically updatels and if known, the legal représentative or
the address and phone number of the rasident's an interested famil ber of an
legal representative or Interested famlly member. e 1 Tamily member of any
changes which may or may not require
physician intervention.
This REQUIREMENT |s not met as evidenced .
by: This requiremnerit will be met as
Based on staff interview and medical record | evidenced by:
review, 7 out of 7 times the facility failed to notify
a physician of blood sugar readings beiow.100, . . .
for sample resldent #54. The findings were: L. C11ar1‘ﬁ:.:at10n ?bfﬁllflf\q fml_n 1/15/06
LABORATORY DIRECTOR'S OR FROVIDER/SUPPLIER REFPRESENTATIVE'S SIGNATURE TITLE {(X6) DATE
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F 248
83=D

Review of the November 2006 physician's orders
for resident #64 revealed an order dated 8/30/05
1o notify the physician if the residents blood sugar
readings were less than 100, Review of the
resident's documentsd blood sugar levels
revealed that 7 of the B times readings were
taken during November 2005, this resident had
blood sugars readings of less than 100 seven of
the eight times it was taken during the month of
November 2005, Review of the entire medical
record revealed the physician was not notifled of
any of these readings.

Interview with the director of hurses on
12/1/05 at 2:30 PM corifirmed the physiclan was
not notified of the blood sugar levels balow 100.
She further stated the facility had no policy that
addressed physiclan notification.

483.15(f)(1) ACTIVITIES

The facility must provide for an ongoing program
of activities designed to meet, in accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychasoclal well-belng
of sach resident,

This REQUIREMENT s not miet as evidencad
by

Based onh observation, staff interview, and
medical record review, the faciiity failed to offer
scheduled, individualized, and meaningfuf
activities for 2 (#49, #57) of 15 sample residents,
The findings were:

1. Qbservatlan on 11/29/05 from ;30 AM untll
11:50 AM revealed residsnt #49 ramalned in bed,

F248 affected.

(%4} 1D SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX (EACH DEFICIENCY MUST 88 PRECEEDED BY FULL PREFIX (EACH GURRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)
F 157 | Continued From page 1 F 157

physician on 12/19/05 as to
parameters for blood sugar
readings on non-hyperglycemic
resident #54 and when to notify
when out of that parameter.

2. Will obtain specific parameters | 1/15/06
and when to notify physician on
an individual basis for residents
without a diagnosis of
hyperglycemia, but who get
blood sugar testing i.e. new tube
feeds., (Our current order is
parametexs for hyperglycemic
residents only.)

ID of Residents: :
All residents have the ability to be

System.:, Clarification sent to physician
on 12/19/2005. Charge Nurses in
serviced on 12/18/2002, 12/19/20035
and 1/10/2006 to seck individual orders
for non-hyperglycemic residents who
have blood sugar testing ordered. Re-in
servicing will occur as necessary.

Monitoring;
Director of Nursing and/or designee
will monitor for compliance.

FORM CMS-2587(02-88) Previous Veralons Obsolele Evenl ID: 14JU17
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activities for 2 (#49, #57) of 16 samples residents.
The findings were:

1. Observation an 11/29/05 from 9:30 AM unill
11:60 AM revealed resident #49 remained in bed,

a. Will be encouraged to attend
activities with active
participation and if does not
attend or actively participate

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION X6
PREFIX (EACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 157 | Cantinued From page 1 F 157 .
8c From peg Quality of Assurance:
Review of the Novernber 2005 physiclan's orders o o
for resident #64 revealsd an order dated 9/30/05 Resullts of momlom}g will be reported
to natlfy the physician if the resldent's blood sugar by Director of Nursing quarterly or
fea‘ﬂngs m&ere less ;hznbrood REVie\?’ of Ithe more frequently as needed at the
resident's documented bleod sugar ievels : : ,
revealgd that 7 of the B times readings were Qtlgli:tu?f OfdAssuIal?B Meeting for
taken during Noveraber 2005, this resident had roview and sRggestion.
blood stigars readings of less than 100 seven of
the eight times it was taken during the month of
November 2005, Revlew of the entire medical
recotd revealed the physician was hot notified of
any of these readings.
Interview with the director of hurses on
1211105 at 2:30 PM confirmad the physician was
not notified of the blood sugar levels below 100.
She further stated the facility had no pollcy that
addressed physician notification,
Fséig 483.15(f)}(1) ACTIVITIES F 248 1248
The facllity must provide far an ongoing program The facility w@l P{'OVldc an ongoing
of activitles designed to meet, in accordance with program of activities designed to meet,
the comprehensive assessment, the interests and in accordance with the comprehensive
g%eez};%slgsila Qwet.ntai. and psychosocial well-beihg assessment, the interests and the
r nt. 1 physical, mental, and psychosocial
well-being of each resident.
This REQUIREMENT s not met as evidenced
by: This requirement will be met as
Based on observation, staff interview, and evidenced by:
medical record review, the facility failed to offer
scheduled, Individualized, and meaningful 1. Resident #49 15/06
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F 248 | Conftinued From page 2

The following concerns were identifisd:

a. Review of the November 2005, activity
calendar highlighting activities the resident
attended revealed the resident did not attend any
activities that month.

b. Interview with the director of activities on
12/1/05 at 12 noon confirmed no activities were
attended by the resident in November and stated
it was because the resident was placed on the
one-to-one activity program. However, the activity
director was unable to find evidence that
one-to-one activities were provided for the
resident.

c. Review of the one to one participation
schedule revealed the resident's name was not
on the list of those who were fo receive
one-to-one activities.

2. Observation on 11/29/05 from 9:30 AM until
9:45 AM revealed resident #57 was in bed.
Observation on 11/29/05 at 9:45 AM revealed the
resident was dressed by staff and transferred into

hallway across from the nursing station and
remained there until 11 AM when he/she was
wheeled into the dining room by staff. The
following concerns were identified:

a. Review of the September 2005, activity
calendar that highlighted the resident's activities
revealed he/she had attended activities only 6 of
the 30 days.

b. Review of the November 2005, activity
calendar that highlighted activities the resident
attended revealed he/she had attended activities
only 6 of the 30 days,

¢. There were no activity goals identified for

a wheelchair, The resident was then placed in the |

248 will receive a 1 on 1 program.

at least two times weekly.

b. Documentation will be kept
current for activities attended
with participation and/or [ on
1 program.

¢. Care plan will be updated to
reflect needs.

2. Resident #57 - 1/15/06

4. Will be encouraged to attend
activities with active
participation and if does not
attend or actively participate
will receive & 1 on 1 program
at Jeast two times weekly.

b, Documentation will be kept
current for activities attemded
with participation and/or 1 on
1 program.

¢, Activity goals will be
identified, docwmented and
care plan updated.

T of Residents:
All residents have the ability to be
affected.

Systems: Activity staff will be in
serviced on the need to provide
documentation of participation in

FORM CMS-2567{02-89) Pravious Varglona Obeolele Evenl ID: 144U11

éﬁk Warding changes made to summary
Statement at Informal Dispute Resolution
M

lbl_. held January 27, 2006,

November 2005. activities, on group activities attended
and/or 1 on 1 program.
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The facilty must conduct Initially and perlodically
a comprehensive, accurate, standardlzed
reproducible assessment of each resident's
functional capacity.

A facllity must rhake a comprehensive
assessmant of a resident's needs, using the RAI
specified by the State. The assessment must
Include af least the following:

ldenilfication and demographic information;
Customary routine;

Cognitive pailerns;

Communication;

Vislon,

Mood and behavior patterns;

Psychosaclal well-belng;

Physical functioning and structural problems;
Confinence:

Disease diagnosis and health conditions;

Dental and nutritional status;

Skin condltlons;

Activity pursult;

Medicatlons;

Special treatments and procedures;

Discharge potential;

Documentation of summary Information regarding
the additionat assessment performed through the
resldent assessrnent protocols; and
Docutnentation of participation in assessment.

by Activity Director quarterly and/or
more frequently as needed at the
Quality Assurance meeting for review
and suggestions.
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F 248 | Continued From pade 3 F 248
Interview with the activity director on 12/1/05 at 12 Monitorng: oy .
ortng: Activity Director and/or
noon confirmed the calendars that documented ) onit 15_HA v yIf) i /
the resident's attsndance by highlighting the esignee will mopator for compliance.
activities were accurate, Re-in-servicing will occur as necessary
F 2721 483.20, 483.20(b) COMPREHENSIVE F 272| Quality of Assurance:
SS=E | ASSESSMENTS Result of monitoring will be reported
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Interview with the activity director on 12/1/06 at 12
noon confirmed the calendars that documented
ihe resident's attendance by highlighting the
actlvities were accurate.
F 272 | 483.20, 483.20(b) COMPREHENSIVE F 272
SS=E | ASSESSMENTS 22
The facilty must conduct nifially and periodically The facility will conduct initially and
e facility must conduct initially a ica V- ,
a comprehensive, accurats, standardized p¢.311od1.c§11y a compret_le?swe, accurate,
reproducible assessment of @ach resldent's standax Zﬁfd TGPTOdu‘ﬂb. € assessment
fukctional capacity. of each resident’s functional capacity.
A faclilty must make a c;oi\'morelﬂensiVPT This requirement will be met as
assessment of a resident's needs, using the RAI evidenced by:
specified by the State. The assessment must ¥
Inglude at least the following: )
Identification and demographic information; 1. Resident #23
Customary routlne; a.Nutritional assesstnent 1/15/06
82%”;:\'1:’?]591}?!‘5; completed on 12/16/05 and care
Vision: aton. plan updated to reflect any/all
Mood and behavior patters; changes.
Psychosocial well-being; b.Activity assessment completed
Physical functioning and structural proplems; on 12/26/05 and any/all changes
Confinence; . documented in plan of care.
Disease diagnosis and health conditions; . e r 1t
Bental and nutritional status: c.Restorative Nurse will initiate a
Skin condltions; bowel and bladder assessment,
Activity pursult; Upon completion of thesc
Med}c_:ations; . assessments the Restorative
g{’sﬁg'rg:ig?:m:l?”d procedures; Nurse will review for pattern
' T
Documentation of summary information regarding and document in the plan of
the additionsl assessment performed threugh the care,
resident assessment protocols; and 2. Resident #3
Dacumentation of participation in assessment, a. Restorative Nurse will initiate | 1/15/06
a bowel and bladder assessment
FORM CMS-2567(02-88) Previous Versivhg Obsolele Evenl iD; 4.JU14 Fachly I WYDO08 If continuatlon shaat Page 4 of 48
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DEFICIENCY)
F 272 Continued From page ‘_l k272 Upon completion. of these
This REQUIREMENT Is not mot as evidenoed assessmments tho Restorative
Ey' 4 on ab tlon. staff interview, medical ~ Nurse will review for patien
ased on observation, staft Inte , medica '
record review. and review of facility policies and and document in the plan of
procedures, the facility falled to ensure oars. ‘ , _
comprehensive assessments of identified b.MDS Coordinator in serviced
problem areas for 8 (#3, #13, #28, #48, #54, #57, on 12/19/2005 on necessity to
#67, #68, #70) of 15 sample resicents. The ensure that any RAP that
findings were: trippers e comprehensively
1. Revlew of section V of the 9/2:1/05 signlficant assessed and documented as
change Minimum Data Set (MDS) assessment for such.
resident #23 revealed the triggered areas 3. Resident #70 (resident no
requiring a comprehensive assessment included: longer in facility.) 1/15/06
urinary incontinence, actlvities, and nutritional . o
status. Review of the medical record revealed no 2. Admission Activity
evidence comprehensive assessments were Assessments will be c_:ompleted
completed for these three areas. Interview with within 7 days of adraission.
the director of nursing (DON) on 12/1/06 at 1:40 4. Regident#49 1506
PM conflrmed there were no comprehensive a.Restorative Nurse will initiate a

assessinents done for these areas.

2. Review of section V of the 10/20/06 arnual
MDS assessment for resident #3 revealed urinary
Incantinence and use of indwelling catheter was
triggered, and required a comprehensive
assessment. Review of the medical record
revealed no evidence that a comprehensive
assessment was done, Interview with the DON on
1241/05 at 1°40 PM canfirmed there was an
incoimplete Resident Assessment Protocol (RAP)
module on urinary incontinence and use of
indwelling catheter dated 10/15/08; stated that
she did not know why the assessment was not
sompleted.

3. Review of section V for the 9/18/05 admission
MDS assessment far resldent #70 revealad the
area of activities was triggered and required a

bladder assessment. Upon
completion of this assessment
the Restorative Nurse will
review for pattem and
document in the plan of cate.
b.Restorative serviced on
12/26/05 the need for
comprehensive bladder
assessments to include such
information as
1. Type of incontinence (1..
urge, stress, mixed, overflow
or functional)
2 History of incontinence
including onset, duration,

FORM CMS-2567(02-98) Previour Verslons Obaoisls
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comprehensive assessmsnt, Review of the
closed medical recard revealed no evidence an
assessment was done. |nterview with the DON on
12/1/05 at 4:46 PM revezled that she would iook
for the assessment on activitles, however no
additional Information was found.

4, Review of the 7/3/05 significant change and the
1012/05 quarterly MDS assessments for resident
#49 revealed he/she was incontinent (all or
alinost all of the ffme) of bowel and bladder.
Review of the 10/31/05 bladdsr assessment
performed by the facility revealed the assessment
was not comprehensive and lacked the following
information,

a. Type of incontinence (e.g., urge, stress,
mixed, overfiow, or functional);

b. History of incontinence, Including onset,
duration, characteristics, precipliants, associated
symptoms, and previous treatment and/or
management, Inciuding the response to the
interventions,

c. Patterns of fluid Intake, such as arnounts,
time of day, alterations and potential
complications, such as decreased or Increased
urine output;

e. Use of urinary tract stirnulants or irritants
(e.9., frequent caffeine intake); and

f. Environmental factors and assistive devices
that may restrict or facilitate = resident's ability to
access the toilet (e.g., grab bars, raised o low
tollet seats, inadequate lighting, distance to toflet
or bedside commodes, use of bed rails or
resiraints, or fear of falling).

In addition, raview of the entire madical record
revealad there was nc bowal assessment
completed. Interview with the DON on 12/1/08 st
n:30 PM reveszlsd there was no other hiadder
assessment and no bowel assessment performed

characteristics, precipitants,
associated symyptotns, and
previous treatment and/or
management including
response to interventions.

3, Pattermn of fluid intake, such aj
amounts, alternatives, and
potential complications suoh
as increase or decrease in
urinary output.

4 Use of urinary tract stimulants

or irritants (i.e. cafieine
intalke.)
5.Environmental factors with
assistive devices that may
restrict or facilitate a
resident’s ability to access the
toilet (i.e., grab bars, raised orf
low toilet seats, inadequate
Tighting, distance to toilet ox
bedside commode, use of
restraints or fear of falling)
c.Restorative Nurse will initiate a)
bowel assessment. Upon
completion of this assessment
the Restorative Nurse will
review for pattern and
docuipent in the plan of care.

5, Resident #49
a.A comprehensive pain
aggessment completed on.
12/20/05 and will include the

~o

§/15/06
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for this resident.

5. Review of the dlagnosis detail report from
October 2005 for resident #49 reveaied he/she
had an active diagnosls of imb paln, Review of
the 10/10/05 pain assessment revealed it was not
comprehensive and lacked the following
information as outlined on the facility's pain
assessment form. ‘

a. Current pain management measures In
use (both pharmacological and
non-pharmacological);,

b, Accomparylng symptoms (e.g.,
nauseafvomiting, itching, sedation, constipation,
urinary retention);

¢. Non-varbal signs that would indicate pain
(e.g., grimacing, reduced aftention span,
avoidance of soclal contact, avoidance of
conversation, refusing to eat, moaning, striking
out, or rubbing/splinting of body parts); and

d. Nursing Interventions/evajuation.

8. Review of the Inlflal 10/11/05 MDS assessment
for resident #54 revealed he/she was incontinent
of bowel and bladder. Review of the entire

| medical record revealed there was ho bowel of

bladder assessmeant completed. Interview with the
DON on 12/1/05 at 2:46 PM confirmed there was
no bowel ot bladder assessment completed.

7. Review of the Qctober 2005 physiclan's orders
and diagnosis detail report for resident #57
rovealed hefshe was admitted to the hospital with
a hip fracture on 10/13/05. Raview of the
admission record revealed the resident was
readmitted to the facility on 10/21/05. Review of
the 10/21/05 quarterly MDS assessment revealed
the resident had modetate pain in his/her hip
every day, Review of the 10/21/08 nursing

following information as
outlined on the facility’s pain
assessment form. Assessment
will be reviewed and results
documented in the plen of care
12/20/05.
b.A comprehensive pain
assessment form will be
completed on admission and
with each MDS review to
include, quarterly, annually and
change of condition reviews.
Plan of care updated to reflsct
any changes.
¢.Comprehensive pain assessment
to include:
1.Current pain management
measures in use (both
pharmacological and non-
pharmacological)

2. Accompanying syraptors (1.¢.
naugea, vomiting, itching,

_ gedation, constipation, urinary
retention)

3.Non-verbal signs that would
indicate pain (i.e. grimacing,
reduced attention span,
avoidance of social contact,
avoidance of conversation,
refusing to eat, moaning,
striking out, or
rubbing/splinting of body
part.)
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assessment completed at the ime of readmission interventions/evalnations,
revealed there was no pain assessment 6. Regident #54
completed. Interview with the DON on "12/1/05 at ' ) N 1/15/06
2:45 PM confirmed no pain assessment was a. Restorative Nurge will initiate &
completed. bowel and bladder assessment.
In addition, review of the 10/21/0% nUrSing UPOI]. Gomplatiﬂn of these
assessment revealed the resident was readmitted :
onh 10/21/06 with a Foley catheter. Review further ;? sessmt?ﬁts_ th_a Refstorau;!c
revealed the catheter was ordered to be removed urse will review 1or pattern
on 10/31/05, Observations on 11/29/06 through and will document in the plan of
12/1/05 revealed the resident did not have a care.
catheter. (nterview with certified nurse aide (CNA) 7. Resident #57
#1 revealed the resident had no catheter. Review :
of the entire medical record revealed there was a.Fain ei,sie‘sjsmem to_be:
no bladder assessment completed since removal completed on admission,
of the catheter. Interview with the DON on ammually, quarterty and with
12/1/08 at 2:30 PM confirmed there was no change of condition. Plan of
bladder assessment since the removai of the care will be updated to reflect
gﬁtﬂﬁ:{eadnd that there should have been one assesement findings.
) b.Restorative Nuxse will initiate a
8. According to the 10/23/05 significant change bowel and bladder assessment,
MDS assessment, resident #13 required Upon completion of this
comprehensive assessments for use of hypnofic assessment the Restorative
medications, bowel and bladder incontinence, . .
and activifies. Review of the assessment Nurss will review for pattern 1/15/06
information fisted In Section V of that MDS and document in the plan of
revealed comprehensive assessments were Not care.
completed, During an interview on 11/30/065 at c.If a resident is admitted with a
10:680 AM, the MDS coprdmatpr \{erlfled an Foley catheter, the physician
assessment for hypnotic medications was not + stat dical need and
completed, On 12/1/08 at 1:45 PM, the DON oSt siato B medical need an
confirmed the facility lacked comprehensive medically justify the catheter
assessments of the resident's bowel and bladder placement (i.e. urinary
status. interview with the activity director on retenfion, pressure uleer(s),
12/1/05 at 2:46 PM confirmed lack of g terminal disease or severe
comprehensive assessment for activities, : .
impairment)
9. Review of the 8/4/05 sign!ficant chahge MDS
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psychoactive medications. The location of the d. Seven (7) to ten (10) days after
assessment information for those triggered areas a Foley t?afhefer ig removed the
was the Resident Assessment Protccols dated Restorative Nurse will initiate g /1 506
7/30/05. Review of that information revealed the bladder assessment. Upon
facility failed to complete comprenensive completion of this assessment
assessments. In addition, a comprehensive bowel . .
Assessment was lacking. the _Restorauve Nurse will
review for pattern and
10. According to the B/18/05 annual MDS document in the plan of care.
assessment, resident #58 was totally incontinent 8. Resident #13 — expired
of bovyel, receiyed psycho_active medications, and 2. When a significant change
experienced mild daily pain. Review of the MDS is initiated:
assessment information itemized in Section V of .
the 8/18/05 MDS revealed the facility faiied to 1.A bowel and bladder
complete a comprehansive assessment for. assessment will be initiated.
psychoactive medications. In addition, a bowel Upon completion these
assessment was lacking, and the 14/11/05 pain agsesements the Restorative
assessment documented the resident had mild : :
) e 'SE W,
pain; however, the assessment did not identify N‘g‘? il rem.ewﬂfor ?attem
the location of the pain. and document I the plan of
cars,
E 275 | 483.20(b)(2)(iil) RESIDENT ASSESSMENT- F 275 2.Activity assessment will be
58=D | WHEN REQUIRED completed with the plan of
care updated to reflect any
A facllity must conduct a comprehensive changes.
assessment of a resident not less than cnce 3.If medication classified as a
every 12 months. b R
ypnotic 1s m use an
assessment will be completed
This REQUIREMENT is not met as evidenced with the plan of care updatod
by: to reflect findings.
Based on staff interview and medical record 9, Resident # 67 1/15/06
review, the facility failed to ensure a a.Restorative Nurse will initiate a
reassessment was completed for one (#57) of howel and bladder assessment.
seven sample residents who had an annual U loti £ih
reassessment due, The findings were: pon cornpiotion ol these
assessment the Restorative
According to the Centers For Medicare and nurse will review for pattern
FORM CMS-2567(02-99) Pravious Versions Obsolela Facilily I0:  WYOQD0B If continuation sheet Page .9 of 46
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psychoactive medicaticns. The location of the and document in plan of care,
assessment information for those triggered areas b.Any RAD (Resu_ient Assessmient
was the Resident Assessment Protocols dated Protocol) tl}at triggers on the
7/30/05. Review of that information revealed the MDS (Mimimurm Data Set) for
facility failed to complete comprehensive sigrificant change will requirs g
assessm:g‘;s. In ?ddli‘gion, a comprehensive bowel comprehensive assessment with
assessment was lacking. docimentation of where
10. According to the 8/18/05 annual MDS ~ information is located.
assessment, resident #68 was totally incontinent 10. Resident #68 115706
of bowel, received psychoactive medications, and a.Restorative Nurse will initiate 2
et mformation fomized m Secton v o bowe’ assesament. Upon
the 8/18/05 MDS revealed the facility failed to fl"mpl"’t“m of this assessment
complete a comprehensive assessment for he Restorative Nurse will
psychoactive medications. In addition, a bowel review for pattemn and
assessment was lacking, and the 11/11/05 pain document in the plan of care,
assessment documented the resident had mild b.Pain assessment completed on
pain; however, the assessment did not identify 12/26/05 and the plan of care
the location of the pain. ' .
updated to reflect findings.
Do i ]
F 275 | 483.20(b)(2)(ili) RESIDENT ASSESSMENT- F 275 cumentation of complaint of

35=D

WHEN REQUIRED

A facility must conduct a comprehensive
assessment of a resident not less than cnce
avery 12 months.

This REQUIREMENT is not met as avidenced
by:

Based on staff interview and medical record
review, the facility failed to ensure a
reassessment was completed for cne (#57) of
seven sample residents who had an annual
reassessment due. The findings were:

According to the Centers For Medicare and

pain to include (but not limited
to) location of pain.

c.Resident identified “at risk™ for
pressure area(s), plan o care to
be updated to reflect measures
to protect/prevent pressure
sores.

d.Any area on skin not identified
as, but has potential to become
pressure sore, will be assessed
thoroughly with pressure sore
precautions in place with plan
of care updated to reflect these
changes.
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psychoactive medications. The location of the
assessment information for those triggered areas
was the Resident Assessment Protocols dated
7/30/05. Review of that information revealed the
facility failed to complete comprehensive
assessments. In addition, a comprehensive bowel
assessment was lacking.

10. According to the 8/18/05 annual MDS
assessment, resident #68 was totally incontinent
of bowel, received psychoactive medications, and
experienced mild daily pain. Review of the
assessment information itemized in Section V of
the 8/18/05 MDS revealed the facility failed to
complete a comprehensive assessment for
psychoactive medications. In addition, a bowel
assessment was lacking, and the 11/11/05 pain
assessment documented the resident had mild
pain; however, the assessment did not identify
the location of the pain.

483.20(b)(2)(iiil) RESIDENT ASSESSMENT-
WHEN REQUIRED

A facility must conduct a comprehensive
assessment of a resident not less than once
every 12 months.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and medical record
review, the facility failed to ensure a
reassessment was completed for one (#57) of
seven sample residents who had an annual
reassessment due. The findings were;

According to the Centers For Medicare and
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F 272 '
: 11, Any/all assessments to be

initjated by ARD (Assessment
Reference Dafe) -

- ID of residents — All residents has the
ability to be affected.

| System — Nuxsing staff to be I serviced,

" Comprehensive assessments to include
(but not limited to) Pain, Bowel and

1 Bladder, Activity, Nutritional, Skin. and
use of hypnotics (if applicable) will be

. completed on admission, annually,

| quarterly and with change of condition,
Personalized interventions will be
implemented based on findings. Plan
of care will be updated and nursing
staff will review updated plan of care.
There must be (documented) medical

F 075 justification to support use of Foley

catheter, Assessments will be initiated
on Assessment Reference Date (ARD).
Monitoring ~ Director of Nursing
and/or designee will monitor for
compliance, with a mintmum of
monthly checks. Re-in servicing will
OCCUT 25 Tecessary.
Quality of Assurance — Results of
monitoring will be reported by Director
of Nursing and/or designes quarterly or
more frequently as needed at the
Quality Assurance meeting for review

- and suggestion.
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psychoactive medications. The location of the
assessment information for those triggered areas
was the Resident Assessment Protccols dated
7/30/05. Review of that infermation revealed the
facility failed to complete comprenensive
assessments. In addition, a comprehensive bowel F275
assessment was lacking. The facility will conduct a
10. According fo the &/18/05 annual MDS corprehensive assessment of a resident
assessment, resident #58 was totally incontinent not less than once every twelve (12)
of bowel, received psychoactive medications, and months.
experienced mild daily pain. Review of the
assessment information itemized in Section V of This requirement will b
the 8/18/05 MDS revealed the facility failed to - denéle P © met a5
complete a comprehensive assessment for v
psychoactive medications. In addition, a bowel ]
assessment was lacking, and the 11/11/05 pain 1. . Resident #57 1/15/06
assessment documented the resident had mild a. Annual Mindmum Data Set
pain, however, the assessment did not identify assessment Initiated on 12-01-
the location of the pain. 2005
b.All disciplines wi
E 275 | 483.20(b)(2)(ill) RESIDENT ASSESSMENT- F 275 o dis 121 o8 Wltlilfe ool
8S=D | WHEN REQUIRED SCIViCeE oL hiecd to Check
computer generated Minimim
A facility must conduct a ccmprehensive Data Set review calendar and
assessment of a resident not less than once ensure proper Minmimum Data
every 12 months. Set Review completed (annually
' versus guatterly)
This REQUIREMENT is not met as evidenced ID of residents — All residents have the |
by: ability to be affected.
Based on staff interview and medical record Systems — All disciplines will be
review, the facility failed to ensure a inserviced. Computer generated
reassessme:wt Wa?dCOTplef:edth()jr. one (#57)| of Minimum Data Set review list will state
seven sample residents who had an annua hat au . .
reassessment due. The findings were: 33 orqumiljly (aQ,sz;s j;nggé (l'e' Ql, Q2,
According to the Centers For Medicare and Monitoring — Director of Nursing
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Medicaid Services Long-Term Care Facility
Resident Assessment instrument User's Manual,
version 2.0, revised August 2005, page 2-3, the
annual comprehensive reassessment must be
completed within 366 days of the most recent
comprehensive assessment. Review of the initial
10/31/04 Minimum Data Set (MDS) assessment
for resident #57 revealed his/her annual
reassessment was due on 10/31/05. Review of
the medical record revealed a quarterly MDS
assessment was completed on 10/29/05 but no
annual assessment was done. Intervigw with the
MDS Coordinator on 12/1/05 at 9:30 AM
confirmed there was no annual reassessment
completed.

483.20(d), 483.20(k)(1) COMPREHENSIVE
CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet & resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plah must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exarcise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X6)
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F 275 | Continued From page 9 £ 75| and/or designee will monitor for

compliance. Re-in servicing will occuy
A% necessary.

Quality of Assurance — Results of
monitoring will be reported by Directoy
of Nursing or designes guatterly or
more frequently as needed at the
Quality Assurance meeting for review
and suggestions.

F279

The facility will use the results of the
assessment to develop, review and
revise the resident’s comprehensive
plan of care.

The facility will develop a

F279) comprehensive care plan for each
resident that inclndes measurable
objectives and timetables to meet a
resident’s medical, nursing, and mental
and psychosocial needs that are
identified in the comprehensive
assessment,

The care plan will describe the services
that are to be furnished to attain or
maintain the resident’s highest
physical, mental, and psychosocial
well-being.

This requirement will be met as
evidenced by:

1, Resident #49 1/45/06
a.Plan of carc updated on
12/01/2005 to address mutrition
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1. Review of the Resident Assessment Protocol
(RAP) summary dated 7/3/05 for resident #49
revealed nutrition was identified as an area that
should be addressed in the care plan because of
weight loss. Review of the 10/05 care plan,
however, revealed nutrition was not addressed.
Interview with the Minimum Data Set (MDS)
Coordinator on 12/1/05 at 1.50 PM confirmed
there was no current care plan that addressed
nutrition.

2 Review of the initial 10/11/05 MDS assessment
for resident #54 revealed activities was identified
as an area that should be addressed in the care
plan. Review of the October 2005 care plan
revealed activities was not addressed. Interview
with the director of nursing {(DON} an 12/1/05 at
2-45 PM confirmed there was no activities care
plan.

3. Review of the medical record for resident #23
revealed a diagnosis of Down's Syndrome.
Review of the 9/21/05 significant change MDS
assessment showed that communication
triggered, and was checked as addressed in the
care plan. A comprehensive assessment dated
9/20/05 was Done describing the resident as
“egsentlally non-verbal". However, communication
was not addressed in the 8/29/C5 resident care

(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 8y
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F 279 | Continued From page 10 F 279 and weight loss issues. {15106
2. Resident #54 .
a.Plan of care will be updated to
This REQUIREMENT is not met as evidenced address activities for resident.
by: 3. Regident #23
Based on observation, staff interview, and a.Plan of care will be updated to 1115/06
medical record review, the facility failed to ensure address commumication
a care plan was developed that addressed needs/difficulties for resident.
identified problems for 5 (#4, #23, #49, #54, #68) 4. Resident #4
of 15 sample residents. The findings were; ) 1/15/06

a.Plan of care updated to address
activity for resident.

ID of residents — All residents have the
ability to be affected.

Systems — Disciplines will be
inserviced on need to update plan of
care with each annual, quarterly or
change of condition Minimum Data Se]
review, Director of Nursing and/or
desipnee will randoxly review at a
minimum of monthly Minimum Data
Set reviews to ensure that any area that
triggers is addressed and/or updated.in
plan of care by appropriate discipline,
Monitoring — Director of Nursing
and/or designee will monitor for
compliance. Re-in servicing will occuy
as pecessary.

Quality of Assurance - Result of
monitoring will be reported by Directon
of Nursing and/or designee quarterly ox
meore frequently as needed at the
Quality Assurance meeting for review
and suggestions.
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F 272 | Continued From page 11 F 279
plan. Intetview with the DON on 12/1/05 at 1:45
PM confirmed that the care plan did not address
communication.
4. Review of the 1/2/05 annual MDS assessment
for resident #4 revealed activities was a triggered
area, and was checked as addressed in the care
plan. An assessment was Done; however,
activities were not addressed in the 10/6/05
resident care plan. Interview with the DON on
12/1/05 at 1:45 PM confirmed the care plan did
not address activities.
F 281 | 483.20(k)(3)(i) COMPREHENSIVE CARE PLANS F 2810 p281
S3=D : :
- AL
The services provided or arranged by the facility tTtilefscx.';f.ltces %];OWdic}dog aiz & £ .d ba}{
must meet professional standards of quality. e facilily will meet the profossion
standards of quality.
This REQUIREMENT is not met as evidenced This requirement will be met as
by: evidenced by:
Based onh observation, staff interview, medical
e e et 1. Resident 13 - cxpired
maintained Iprofessional standards of practice 2. Nurses mservmed'om 12/13/05
related to medication administration for 2 of 13 and 01/06/06 serviced on:
sample residents (#13, #68) and one non-sample a.Need to review admission
resident (#19). In addition, resident #13 was oxders carefully.
it bt o ot o 2 S e b rsident is admitod with
g urinary : 9 ' Foley catheter—need order for
1. Observation on 11/29/05 at 11:40 AM showed use of Foley catheter and need
resident #13 had an indwelling urinary catheter to have a diagnosis or medical
and an open pressure sore on the coccyX. The justification for use on
pressure sore was appreximately 1.5 centimeters admission orders.
in diameter with scar tissue around the edges and 3 Resident # 19 1/15/06
granulation tissue in the base. Certified nurse o en , i
aide #2 applied Desitin ointment to the open area. a.Licensed Staff inserviced on
FORM CMS-2567(02-99) Previous Versions Obsclste Event 1D: [4JU11 Facility ID:  WY0008 If continuation sheet Page 12 of 46
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According to the admission orders, the
resident was re-admitted on 11/23/05. Review of
the admission orders and those received since
that date revealed neither the indwelling catheter,
nor Desitin ointment to the pressure sore, was
ordered. Furthermore, review of the facility's
1/1/01 policy and procedure, "Pressure Ulcer
Prevention Guidelines," number CI-Nur-1401,
revealed Desitin was not an approved
intervention. interview with the director of nursing
(DON) on 11/30/05 at 10:30 AM verified lack of
an order for the catheter. Further interview with
the DON on 12/1/05 at 1:38 PM confirmed Desitin
was neither ordered by the physician nor included
in the facility's policies and procedures. According
to the July 2005 Wyoming Nurse Practice Act,
nurses shall provide care according to the
directions of a licensed physician.

2. Ohservation on 11/29/03 at 10:30 AM showed
licensed practical nurse (LPN) #1 administered
Cogentin per percutaneous enteral gastrostomy
(PEG or feeding) tube for resident #19. The LPN
flushed the tube with water, administered the -
medication per gravity flow, and flushed the tube
with water after medication administration was
complete. However, she failed to check for
placement of the tube prior to flushing it. When
questioned immediately after the procedure, the
LPN verified she did not check for placement of
the PEG tube prior to medication administration.
When asked how long the resident had the PEG
tube in place, the LPN stated, "Not too long."

Review of the facility's undated policy,
"Enteral Tube Medication Administration
Procedures,” #5460 revealed verification of tubs
placement should be done prior to medication
administration. According to the 2004 3rd edition
of "Nursing Interventions & Clinical Skills" by

protocol for medication
administration via enteral tube.
b.Placement of tube to be checked
prior to administration of
medication, {lushing and/or
feeding.
4. Resident #68 1/15/06
a.Order for use of oxygen
obtained on 12/01/05 and in
medical chart.
b.Licensed staff inserviced on
12/13/05 and 01/06/06 need to
obtain an order for continval
and/or PRN use of oxygen.
c.Licensed staff inserviced on
12/13/05 and 01/06 06 needs to
notify physician if oxygen
usage is necessary and resident
does not have an oxder for.
ID of Residents — All residents have the
ability to be affected.
Systems — Nursing Staff will be in.
serviced, Licensed Staff will review
physician’s protocols. A physician.
order will be obtained for use of Foley
catheter with a diagnosis or medical
justification for use. When oxygen is
used for respiratory distress (as per
physician protocols) the physician will
be notified and an order obtained to
continue use if necessary. Physician
protocols will be reviewsd before use
of any perineal ointient and if not
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F 281! Continued From page 13 F 281 | listed. on. protocol an order will be

F282
S§S=p

Elkin, Perry, and Potter, placement of the fube
should be checked prior to administering
medication through any kind of feeding tube.

3. Observation on 11/29/05 at 9:37 AM and 1:18
PM and on 11/30/05 at 8:25 AM showed resident
#68 utilized oxygen at 3 liters per minute (LPM).
Review of the physician's orders dated 11/15/05
showed oxygen was not ordered. Review of
standing orders dated 1/10/05 showed oxygen
could he utilized at 2 to 3 LPM for respiratory
distress, but the physician was to be notified
immediately. During an interview on 12/1/05 at
10:30 AM, LPN #1 verified lack of an order for
oxygen. In addition, the LPN confirmed the
physician was not notified when oxygen was first
utilized. According to the July 2005 Wyoming
Nurse Practice Act, nurses shall provide care
according to the directions of a licensed
physician.

483.20(k)(3)(ii) COMPREHENSIVE CARE
PLANS

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and medical
record review, the facility failed to ensure the care
plan was followed for 2 (#1C, #48) of 15 sample
residents. The findings were:

1. Review of the October 2005 care plan for

obtained for use (i.e. Desitin)
Monitoring — Director of Nursing
and/or designee will momitor for
compliance. Director of Nursing
and/or designee will review admission
orders with admitting nurse to ensure
compliance. Re-in servicing will occur
as necessary.

Quality of Assurance — Report of
‘monitoring will be reported by Director
of Nursing and/or designee quarterly or
more frequently as needed at the
Quality Assurance meeting for review

and suggestions,

5282 _

The services provided or axranged by
the facility will-be provided by

F 2g2| qualified persons in accordance with
each resident’s written plan of care.

This requirement will be met as
evidenced by:

1/15/06
1. Resident #49

a.Landing strip mat in place on.
floor beside bed 12/02/05.

b Nursing staff in serviced on
12/12/05, 12/13/05, 01/05/06
and 01/06/05 need to review
plan of care for any anciltary
equipment necessary, and
provide as listed.
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F 282 | Continued From page 14 E 282 o.Nursing staff will be in serviced
resident #49 revealed he/she was identified as at on 12/12/05, 12/13/05,
risk for falls. Review further revealed the resident 01/95/06; and 01/06/06 ou
was to have a landing strip (mat) on the floor ancillary equipment that should
beside the bed when the resident was lying down be utilized if resident is listed ad
because of the risk of injury from a fall. “ e - .
Observation from 9:30 AM on 11/29/05 to 12:30 ‘;11 :falltnsk ‘(1.3’. landing strip oy
PM revealed there was no landing strip on the floor) to assist in prevonting
floor by the bed. Observation again on 12/1/05 at mjury from fall,
11:05 AM revealed there was still no landing strip 2. Resident #10 1/15/06
on the floor by the bed. Interview with the director a. Nursing staff in-serviced on
of nursing (DON) and registered nurse #1 on 12/13/05. 12/13/05, 01/05/06
12/1/05 at 11:20 AM confirmed there was no anid 01/0’6/06/ ne?ed to Toview
landing strip on the fioor for this resident and that /0 on revie
there should be one to prevent injury from a fall. ?la“d‘-')f care and follow as
isted:
2. Review of the care plan dated 8/18/05 revealed 1.Resident to receive one utensih
resident #10 was to have, Assus't of one W!th for use at a time and one bow]
meals at an assisted table. One item at a time of food at a time
and one piece of silverware at a time." However, ) ala 11_1’1, L
observation on 11/29/05 at 11:56 PM revealed the . 2.Nursing staff in serviced when
resident was sitting at an assisted table with three resident is finished with the
uncovered bowls of food and four beverages in one bowl of food to remave
front of him/her. Interview with the DON on that bowl from ar efore
12/1105 at 1:45 PM confirmed the care plan vine next jte cab
should have been followead. gtving Lten,
F 312 | 483.25(a)(3) ACTIVITIES OF DAILY LIVING F 312 1/15/06
5S=E
A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grcoming, and personal
and oral hygiene.
This REQUIREMENT is not met as evidenced
by
Based on observation, resident and staff
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F 282 | Continued From page 14 F 282 ]:D OfreSidGIl’ES - All IGSidﬂ]lt have the
resident #49 revealed he/she was identified as at ability to be affected.
risk for falls. Review further revealed the resident Systems — Nursing staff will be
was to have a landing strip (mat) on the floor inserviced. Nursing staff will review
beside the bed when the resident was lying down lan of ¥ . .
because of the risk of injury from a fall. I;s 116G care. Re-in servicing will ocour
Observation from 9:30 AM on 11/29/05 to 12:30 ovssary. .
PM revealed there was no landing strip on the Mdmtormg ~ Director of Nursing
floor by the bed, Observation again on 12/1/05 at and/or designee will monitor for
11:05 AM revealed there was still no landing strip compliance.
on the floor by the bed. Interview with the director Quality of Assurance — Results of
of nursing (DON) and registered nurse #1 on monitering will b
12/1/05 at 11:20 AM confirmed there was no D g will be reparted by the
landing strip on the floor for this resident and that trector of Nursing and/or designee
there should be one to prevent injury from a fafi. quarterly or more frequently as needed-
at the Quality Assurance mieedting fo
2. Review of the care plan dated 8/18/05 revealed review and s’i geestions 5
resident #10 was to have, "Assist of one with 7312 : o
meals at an assisted table. One item at a time , _
and one piece of silverware at a time." However, A 1'_‘33_1C.1eﬂf whq 18 gngble to cmyuout
observation on 11/29/05 at 11:55 PM revealed the activities of daily living will receive the
resident was sitting at an assisted table with three necessary services to maintain g00d
uncovered bowls of food and four beverages in nutrition. grooming, and personal and
front of him/her. Interview with the DON on alh N gi RS, persd
12/1/05 at 1:45 PM confirmed the care plan oral ygiene.
should have been followed. ) )
This requirement will be met as
F 312 | 483.25(a)(3) ACTIVITIES OF DAILY LIVING F 312 | evidenced by: V1506
§S=E 1.Nursing staffin serviced on
A resident who is unable to carry out activities of 12/13/05, 12/13/05, 01/05/06,
dall_y Il\flng receives _the necessary services to and 01/06/06 on proper
maintain good nutrition, grooming, and personal
and oral hygiene. proosﬁdlure to use when
providing perineal care.
a.Policy/Procedure #CL-NU-171 ﬁ
, - . . reviewed with nursing on
gh.ls REQUIREMENT is not met as evidenced providing propet perineal care.
By' B " dent and staf? b.Staff Development Coordinator
ased on observation, resident and s will inservice and/or monitor
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F 312 | Continued From page 15 Nms;n'g assistants when
interviews, medical record review, and review of pr~ov1dmg1p anleal care for
policies and procedures, the facility failed to proper techniques. ‘
assure staff provided appropriate personal care o.Charge Nurse will provide
for dependent residents. During six cbservations supervision. on Nursing
of perineal care provided for incontinent Assistants to ensure proper
residents, three perineal care procedures for techmiques utilized when
three residents (sample residents #49 and #68 providing perineal care.
and non-sample resident #51) were completed d.0ne on one instruction will be
incorrectly. In addition, staff failed to provide JNE Ol ONG INSruchion Wi
appropriate oral care for sample resident #868. . provided as necessary to ensure
The findings were: proper technique is utilized
. _ . _ when providing perineal care.
1. Interview with, and observation of, resident #68 1/15/06

on 11/29/05 at 1:10 PM showed a moderate
amount of brownish substance caked on the
resident's tongue. The resident stated staff only
provided oral care every three to four days, and it
was not done that morning. The resident further
stated s/he preferred daily oral care and did not
like having the substance caked on his/her
tongue. Observation with licensed practical nurse
(LPN) #2 on 12/1/05 at 8.03 AM showed the
resident's tongue was still caked with a brown
suibstance. When asked if that was acceptable
oral care, the LPN stated she "would expect
more." According to the current care plan, the
resident required "assist of one for oral hygiene
as needed."

Raview of the facility's 1/1/01 policy and
procedure, "Morning Care," number Cl-Nur-1702,
revealed the purpose was "To facilitate resident's
overall comfort, cleanliness, grooming and well
being." It included oral care.

Observation on 11/29/05 at 1:50 PM showed
certified nurse aide (CNA) #3 transferred resident
#68 from the wheelchair to the bed. During the
observation, the CNA confirmed the resident's
incontinence brief and clothing were saturated
with urine, and the Dycem mat (a plastic pad to

2, Nusing staff will be in serviced
on proper procedure for
providing oral care..

a.Policy/Procedure #CL-NU-1702
reviewed with nursing staff,

b.Staff Development Coordinator
to inservice and/or rhonitor
nursing assistant when,

, providing oral care.

¢.Charpe nurse will provide
supervision to ensure that oral
care is provided.

d.One on one instruction wiil be
provided to enstire proper
techrique is utilized and to
ensure tat oral care is provided,

e.Oral care to be provided every
shift for residents that receive
no nutrition or fluids by mouth
(i.e. utilize an Enteral fecding
tube for nutritional support.)
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F 312 | Continued From page 16 £ 312/ 1D of residents - All residents have the
ability to be affected.

prevent sliding) and wheelichair seat were wet. N

addition, there was a strong smell of urine Systems — Nursing staff in serviced on

present. When providing perineal care, the CNA proper technique for providing perineal

failed to cteﬁnse the. resid(;ant's ?epitaltlri‘g r;nd g"roifn care. Nursing staff in serviced on

areas and the anterior and postierior thighs, all o : :

which had been in contact \ﬁith urine. A?ter importance of providing oral care and

completion of perineal care, the CNA left the when to do so.

resident lying on the same protective pad which Monitoring — Director of Nursing

was i_n contact vyith the resident's saturated brief, and/or designee will monitor for

clothing, and skin. corpliance and re-inservice as
necessary.

2. Review of the 11/1/05 significant change MDS

assessment for non-sample resident #51 Quality of Assurance — Results of

revealed hefshe was incontinent of urine and monitoring will be reported quarterly or
bowel (all or aimost all of the time) and required more frequently as needed by the
extensive staff assistance with personal hygiene. Director of Nursing and/or desi

. _ ! gnee for|
Observation on 11/29/05 at 11:25 AM revealed review and suggestions.

the resident was incontinent of urine. Observation
further revealed CNA #1 provided perineal care
for the resident. Observation of the perineal care
for this resident revealed the CNA used 'back to
front' motion with a wash cloth, thres times, to
cleanse the perineum. Interview with the CNA at
that time confirmed she should have used ‘front
to back' strokes to cleanse the resident.

3. Review of the 7/3/05 significant change
Minimum Data Set (MDS) assessment for
resident #49 revealed he/she was incontinent of
urine (all or almost all of the time) and reguired
extensive staff assistance with personal hygiene.
Observation on 11/29/05 at 11:50 AM revealed
the resident was incontinent of urine and feces.
Observation further revealed certified nurse aide
(CNA) #1 provided perineal care for the resident.
Observation of the perineal care revealed the
CNA used 'back to front’ motion with a wash
cloth, two times, to cleanse the perineum. Review
the facility's policy on perineal care dated 1/1/01
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F 312 | Continued From page 17 F 312 231461 " hensi
revealed instructions to "Clean, rinse and dry {the] ased on the comp;_,e CUSIVE s
perineal area, ...wiping front to back. assessment of a resident, the facility
will ensure that a resident who enters
F 314 | 483.25(c) PRESSURE SORES £ 314/ the facility without pressure sores does
55=D not develop pressure sores unless the
Based on the comprehensive assesstnent of a individual’s clinical condition.
resident, the facility must ensure that a resident demonstrates that they were
who enters the facility without pressure sores unavoidable, and a resident having a
does not develop pressure sores unless the pressuye SOTe Teceives Necessary
individual's clinical condition demonstrates that :
they were unavoidable; and a resident having ;re:liarmmllt and sc;va_ccs 'to pro(:inotc
pressure sores receives necessary treatment and ealing, prevent infection and prevent
services to promote healing, prevent infection and new sores from developing.
prevent new sores from developing.
: This requirement will be met as
evidenced by:
i U NT isn et as evide . . .
g{,].ls REQUIREMENT s nat m need 1. Resident #68 (Resident listed as 1115/06
Basad on obsetvation, medical record review, at Ils!( for p IESSPIE so'res). .
resident and staff interviews, and review of a.Nursm.g staff will be in serviced
policies and procedures, the facility failed to on Policy/Procedurs #CL-NURA
provide one of two sample residents (#68) with 1401 Pressure Ulcer Guidelines
e orainenaa, Tho andngewers, and CL-NUR 1403 Pressuro
yp ' g ' Ulcer Prevention Guidelmes,
According to the 8/18/05 annual Minimum Data b.Residents will be assessed
Set (MDS) assessment, resident #68 had nc annually, quarterly and with a
cognitive impairments and required total change of condition for risk.
assistance .w1th bed mobility ar)d transfers. ' ¢.Plan of care will reflect resident
Further review showed the resident was at risk for ¢ risk with et
pressure sores due to decreased mobility al s . with proper pre_ eLion,
secondary to a cerebral vascular accident with left techmiques and/or equipment to
sided hemiplegia. Observation on 11/29/05 at be utilized and updated as
115 PM showed regident #68 had an area of skin necessary.
on the right heel which was mtgct, discolored, and & Dietician to review residents af
identified by the resident as painful. The area was ik for developi T
approximately 2.54 centimeters in diameter and rigk for developing pregsure
brownish in color, After the observation the areas to see 1f addifional
1 |
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F 314 | Continued From page 18 F 314 n:utl'monall support is necessary
resident was left lying in bed with the heels flat on (1.e.. protefm, calories, Vitamin
the mattress. Interview with licensed practical C, 1on, zinc).
nurse (LPN) #1 on 11/29/05 at 2:45 PM revealed Dietician reviewed resident #68
the resident previously had a large blister on that with recommendations sent fo
spot that healed without cpening. Observation MD on 11/30/05.
with a second surveyor and the DON present on ; : ;

14/30/05 at 3:45 PM again showed the discolored e'If;ff;}g;t?gﬁg?lgi%g% p
lesion as described above. At the conclusion of d 01/096/0 " >
the observation, the resident was again left with and u. 0 on proper

the heels flat on the mattress. Observation on teclmiques to be utilized to
11/30/05 at 8:25 AM and again on 12/1/05 at 8:03 protect any bony prominence at
AM showed the resident was seated in a reclining risk for developing a pressure
geriatric chair with hisiher heels flat against the area/sore.

footrest. Review of the 8/18/05 care plan showed :

staff were to monitor skin "after any incontinence f. Pain assessments t_o b.e

and on bath days...encourage resident to cormpleted on admission,
reposition as needed." The care plan also quarterly, anmually and with
instructed staff to get the resident up before change of condition. Plan of
bregkfast, lunch, and supper and to put the care will reflect findings.
resident down after breakfast, lunch, and supper. Rach resident will b

The following concerns were identified: g-Lach resident will be .

a. On four separate occasions, staff evaluated/assessed for pain sach
positioned the resident, who was at risk for shift with proper interventions
pressure ulcer development, with the heels flat . Initiated to address complaint off
against the mattress or footrest of a geriatric pain and/or level of pain. Plan
chair. - -

_ b. Care plan interventions tc prevent pressure of care will be updated as
were not identified or initiated. necessary.

¢. Review of the facility's 1/1/01 policy and
procedure, "Pressure Ulcer Prevention 1D of Residents — All residents have the
Guidelines," number CI-Nu [-1401 sho.wed the ability to be affected.
purpose was to assure "residents at risk for the Qust Nue? taffwill b
development of pressure ulcers...receive . ¥s 61],15 - uIs%ng stali wllibe
interventions to reduce the risk of pressure inserviced. Atrisk assesstnont will be
ulcers." Included in the interventions were use of completed on admission, anmnually,
"devices that totally relieve pressure on the quarterly and with change of condition.
heels..." for residents who were completely ‘Personalized interventions will be
immobile, "seating and positioning devices for nitiated based on the findi .
chair-bound residents for..pressure relief," and initiated based on the findings. Nursing
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F 314 Continued From page 19 F 314 StaffW].l]. J."B‘VIGW updated p],aIl Oftf care,
"provide nutritional support...{protein, calories, Pain ass‘es‘sment form to be completed
vitamin C, iron, and zinc)..." on admiseion, annually, quarterty and
with change of condition. Personalized
F 315| 483.25(d) URINARY INGONTINENCE F 315/ interventions will be initiated based on
S8=D findings. Nursing staff will review

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and setvices to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, resident and staff
interviews, and medical record review, the facility
failed to manage urinary incontinence for one
(#68) of nine sample residents in a manner which
promoted dryness and maintained the resident's
dignity. The findings were:

According to the 8/18/05 annual MDS
assessment, resident #68 had no cognitive
impairments, was completely incontinent of urine,
required total staff assistance with toileting, and
was transferred per mechanical lit. Review of the
8/18/05 care plan showed staff were to check and
change the resident before and after meals, at
bedtime, at routine checks during the night, and
as requested.

Interview with certified nurse aide (CNA) #2
on 11/29/05 at 1:10 PM revealed the resident did
not use the toilet but was on a check and change

updated plan of care.
Monitoring — Director of Nursing

and/or designee will monitor for
compliance. Re-in servicing will ocowy
a8 necessary.,

Quality of Assurance — Results of
monitoring will be reported by Directos
of Nursing and/or designee quarterly o
more necessary if needed to the Quality
Assurance Mesting for review and
suggestions. |

F315

Based on resident’s comprehepsive
assessment, the facility will ensure that
a resident who enters the facility
without an indwelling catheter is not
catheterized unless resident’s clinical
condition demonstrates that
catheterization was necessary; and a
resident who is continent of bladder
receives appropriate treatment and
services to prevent urinary tract
infections and to restoxe as much
notmal bladder function as possible.

This requirement will be met as
evidenced by:

‘
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F 315 | Continued From page 20 Fa1s . . 115/06
Th CNpAgt ted the usual procedure L. Residont #68
program. The stated the usual proce g N
was to change the resident's incontinence brief a.Restorative Nurse will inttiate a
between 9 and 10 AM when s/he was assisted up bowel and blac‘lder assesspnent.
and then to check and change it, if needed, Upon completion of this
around 2 PM when the resident was put back to assesgment the Restorative
) o e aforemantoned proceaurs Noxso will reviow for paticrn
was the "usual routine," but that s/he would like to and docurnent in the plan of
use the toilet as s/he recognized the need to care,
arinate. In addition, the resident stated s/he had b. When indicated by assessment
to use "Attends" (incontinence briefs) as s/he was a toileting program will be
o ponioa . Futhermare, devised by the restorative Nurse
e . , , . .
when asked about the incontinence briefs, the base% on. ﬁnd“}g,s to mcll‘lc'ie
resident stated "It's nasty” to be wet. transferring ablllt%_cpgmhv-e
Observation on 11/29/05 revealed the impairment, and ability to
resident's brief was not checked or changed from recognize need to toilet, Plan of
o e rositont o the whoelchai f care will rfloct amy changes
ransferred the reside . .
the bed. During the observation, the CNA G'i_f};ﬁfﬁlﬁ #ffbv;ﬁlz:;ge;ﬂk;d
conﬁrmed the resident's 1r)cont}nence brief and meals, at bedtime and at routind
clothing were saturated with urine and the Dycem hecks during the gieht and
mat (a plastic pad to prevent sliding) and checks during the mght and as
wheelchair seat were wet, [n addition, there was a requested until bowel and
strong smell of urine present. bladder assessment is
completed.
F 318 | 483.25(e}(2) RANGE OF MOTICN F 318 | ID of residents — All residents have the
SS=E Ssed on th ens Cof ability to be affected.
ased on the comprehensive assessment of a stems — . ; .
resident, the facility must ensure that a resident ‘Sy . mg g urs?g Sdt?bff‘g;n bein
with a limited range of motion receives servioed. Bowel aid bladder
appropriate treatment and services fo increase assessment will be initiated on
range of motion and/or fo prevent further admission, annually, quarterly and with,
decrease in range of motion. change of condition. Personalized
interventions will be implemented
based on comprehensive findings.
This REQUIREMENT is not met as evidenced Nursing staff will review the updated
by: plan of care.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 14JU11 Facility ID:  WY0008 If continuation sheet Page 21 of 46




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/01/2006

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILCING
535048 B WiNG 12101/2005
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WORLAND HEALTHCARE AND REHABIL 1901 HOWELL
WORLAND, WY 82401
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 315 Continued From page 20 F 315| Monitoring — Director of Nursing
program. The CNA stated the usual procedure and/ or designee will monitor for ‘
was to change the resident's incontinence brief compliance, Re-in servicing will oceur
hetween 9 and 10 AM when s/he was assisted up 48 TIeCEssary,
and then to check and change it, if needed, : _
around 2 PM when the resident was put back to Qualvlty .Of As_surance Results O.f
bed. During an interview cn 11/29/05 at 1:15 PM, monitoring will be reported by Directoy
the resident stated the aforementicned procedure of Nursing and/or designee quartexly or
was the "usual routine," but that s/he would like to more frequently as needed to the
use the toilet as s/he recognized the need to Quality Assurance Meeting for review
urinate. In addition, the resident stated s/he had and suggestions, |
to use "Attends" (incontinence briefs) as s/he was '
unable to walk to the bathroom and had to be
transferred per mechanical lift. Furthermore,
when asked about the incontinence briefs, the
resident stated "It's nasty" to be wet.
Ohservation on 11/29/05 revealed the
resident's brief was not checked or changed from
9:37 AM until 1:50 PM. At 1:50 PM CNA #3
transferred the resident from the wheelchair to
the bed. During the observation, the CNA
confirmed the resident's incontinence brief and
clothing were saturated with urine and the Dycem F 318
mat (a plastic pad to prevent sliding) and Based on the comprehensive
wheelchair seat were wet. In addition, there was a assessment of a resident the facility will
strong smell of urine present. . . . .
ensure that a resident with a limited
F 318 | 483.25(e)(2) RANGE OF MOTION F 31g| T08e of motion receives appropuate
S8=E treatment and services to ncrease range
Based on the comprehensive assessment of a of motion and/or to prevent further
resident, the facility must ensure that a resident decrease in range of motion.
with a limited range of motion receives
appropriate treatment and services tc increase : ; ;
range of motion and/or to prevent further Th_xs requirement will be met as
decrease in range of motion. evidenced by:
1. The Restorative Nurse will 1/15/06
‘ _ . develop and initiate an
g;lls REQUIREMENT is not met as evidenced individualized Range of Motion
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F 318 | Continued From page 21 F 318

Based on medical record review, observation,
and staff interview, the facility failed to ensure &
(#10, #49, #57, #67, #68) of 6 sample residents
receiving range of motion services were provided
with services as ordered. The findings were:

1. Medical record review for resident #10
revealed a physician order dated 10/27/05 for
active assistive range of motion to all extremities
to maintain and or increase functional mobility in
range of motion three times per week.

Observation on 11/29/05 at 10:20 AM
revealed a group exercise activity in the secure
unit called "dining dynamics" which included
upper extremity stretching with jingle bells and
music. Resident #10 was seated in the group, but
did not participate in the exercise cther than
tapping hisfher feet to the music, and was not
assisted with the activity.

Review of the November 2005 restorative
calender for resident #10 revealed the
aforementioned observed activity was part of the
restorative program. However, the calendar did
not indicate any resident participation or any
duration of time spent doing this or any other
activity for the entire month.

2. Review of the hospital discharge summary for
resident #49 revealed he/she was hospitalized
with a fractured hip from 4/28/05 to 5/4/05.
Review of the nursing restorative program
records revealed the resident was scheduled for
restorative exercises three times per week to
tnaintain and or increase strength and endurance
in all extremities. Review of the 8/05 restorative
records revealed the resident did not receive
services three times per week during three of the
four weeks. Further review of this document
revealed a restorative note dated 9/30/05 that

Program for resident #10 and
plan. of care will be updated.
Will receive restoratives at a
minimum of three times per
weel.

2. The Restorative Nurse will 1/15/06
develop and initjate an
individualized Range of Motion
Program for Resident #49 and
plan of care will be updated.
‘Will receive restoratives at a
minimum of three times per
week..

1/15/06

3. The Restorative Nurse will
develop and initiate an
individualized Range of Motion
Program for Resident #57 and
plan of care will be npdated.
Will receive restorative services
at a minimum of three times per
week.

4. The Restorative Nurse will
develop and initiate an
individualized Range of Motion
Program for Resident #67 and
plan of care will be updated,
‘Will receive restorative seryices
at a minimum of three times per
week. 1/15/06

5. The Restorative Nurse will
develop and initiate an
individualized Range of Motion

1/15/06
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extremity. Review of the entire medical record
revealed the resident did not receive any
restorative services. Interview with the DON on
12/1/05 at 8:30 AM revealed she was unaware

FORM CMS-2567(02-98) Pravious Versions Obsolele
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include goals for program,
duration of program,
participation by resident and
vesident’s response 10 prograui.
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F 318 | Continued From page 22 F 318 Program for Resident #68 and
stated "Restorative has been pulled to work [the] 1an of care will be updated,
halls as [a] CNA all month."” Review of the gNill receive res toratige services
documented program for October and November o ; .
2005 was a calendar with highlighted activities at a minimum of three times per
which included exercise groups, dining dynamics, week, 1115106
and AAROM/PROM. Review of the calendars 6. ‘When resident is discharged
revealed there were no stated goals for the from. skilled therapy, the
program, no duration of the program, no level of Director of Nursi ’ i1 .
participation by the resident, and no Irector of Nursing will recelve
documentation of the resident's response or a copy of the discharge oxder
progress. and inform the Restorative
Observation on 11/29/05 at 11:10 AM showed Nurse. The Restorative Nurse
the resident was present for group exercises but : :
had his/her chin lying on hisfher chest with his/her gfﬂl assess and an_ecessary
eyes closed. Observation revealed the resident evelop 2 Restorative program
did not participate in the group exercises. In and the plan of care will be |
addition, observation revealed no encouragement updated. 1/15/06 -
?hr assistance F:vag off(-zrfet(ri1 by st?ff tg participate in 7. The Restorative Nurse will
e program. Review of the restorative .
documentation for October and November 2005 ASFOSS r_es;.dants ?f'or need of
failed to show any evidence the program was restoraltve program on
completed as prescribed. admission (if admitted with
skilled therapy services will
3. Review of the hospital history and physical for agsess once discharped from,
resident #57 revealed he/she was hospitatized
from 10/13/05 ta 10/21/05 because of a hip theal;"f‘tm; caseéoac.?l’l m"ﬁmauy’ .
fracture. Review of the 10/29/05 quarterly MDS quarterly anc will change o
assessment revealed the resident had a decline copdition. Plan of care will be
in range of motion with partial loss in one leg. npdated.
Review of the 11/2/05 physical therapy evaluation 8. Restorative services to be 1/15/06
and plan of care, as well as the 11/2/05 physical provided a minimum of three
therapy progress notes, revealed the resident "
was 1o receive restorative nursing services to times 2 week and
maintain AAROM in the right extremity until the documentation to reflect such. 1/15/06
resident could begin weight bearing on that 9, Documentation of program to

l
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the resident required restorative services. ID of Residents - All residents have the

ability to be affected,
4. Review of the 8/4/05 significant change Systems — Restorative Nurse will in
Minimum Data Set (MDS) assessment showed service restorative nursing assistants.

resident #67 had limited range of motion (ROM)
oh both sides with partial loss of voluntary
movement in the arm and "other.” Accerding to

:Rastorative Nurse will assess residents
‘on admission, annually, quarterly and

the 7/28/05 physical therapy documentation, the “with change of condition. Personalized
resident was discharged to the restorative interventions will be inzplemented
program for manual stretching of the foot and based on findings. Plan of care will be

ankie three to five times a week. Review of the
restorative program for September 2005 showed
the resident received 15 minutes of passive ROM

updated accordingly and nursing staff
-to review updated plan of care.

(PROM) to the ankle and 15 minutes of active Monitoring — Director of Nursing
assistive ROM (AAROM) three times a week. -apd/or designee will monitor for
However, the documented program for October compliance. Restorative Nurse will

and November 2005 was a calendar with

highlighted activities which included exercise monitor restoral1ve nuIsing assistants

groups, AAROM, PROM, and dining dynamics. for compliance. Re-in servicing will
Goals for the program, duration of the program, OCCUL 48 Necessary.

participation by the resident, and the resident's ' Quality of Assurance — The results of
response were not included. the monitoring will be reported by the

Observation on 11/29/05 at 11:20 AM showed . : - ‘
the resident participated for a short time in the Dixector of Nursing and/or designee
group exercise program, then s/he ignored it and quarterly or more frequently as
read the paper. No encouragement or assistance necessary at the Quality Assurance
was offered by staff. Review of the restorative -1 Mesting for review and suggestions.
documentation for October and November 2005
failed to show any evidence the restorative
program for this resident was completed as
prescribed.

5. According to the 8/18/05 annual MDS
assessment, resident #68 had limited ROM with
partial loss of voluntary movement on one side for
the arm, hand, leg, and foot. Review of the
September 20056 documented restorative

program showed the resident received PROM for
15 minutes to all extremities on the left side, 15
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minutes of active ROM (AROM) to extremities on
the right side, and paraffin baths for 20 minutes to
both hands. The program was completed three
times a week. However, the documented program
for October and November 2005 was a calendar
with highlighted activities which included paraffin
baths, exercise groups, AAROM, PROM, and
dining dynamics. Goals for the program, duration
of the program, participation by the resident, and
the resident's response were not included.

Observation on 11/29/05 at 11:25 AM showed
the resident shook a beil with the right hand
during the group exercises. tHowever, no one
provided PROM to the left side, encouraged the
resident to complete AROM to all extremities on
the right side, or checked to see if greater ROM
could have been obtained. Review of the
restorative documentation for October and
November 2005 failed to show any evidence the
program was completed as prescribed.

6. Interview with the DON cn 12/1/05 at 8:30 AM
confirmed staffing had been a problem during the
months of September and October and that
restorative staff had been required to work the
halls as CNAs.

483.25(1)(1) UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unhecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

F 318

F 32917329

Each resident’s diug regimen will be
free from, unnecessary drugs, An
unnecessary drag is any drug when
used in excessive dose (including
duplicate therapy); or for excessive
duration; or without adequate
monitoring, or without adequate
indications for it’s use; or in presence

of adverse consequences which indicate
!
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This REQUIREMENT is not met as evidenced
by:

Based on medical record review, staff interview,
and review of facility policy, the facility failed to
assure the drug regimen was free of unnecessary
drugs for two (#12 #13) of two sample residents
who received hypnotic medications. The findings
were:

1. Review of the medical record, and the
October and November 2005 medication
administration records (MARs) revealed resident
#12 had an order for, and was receiving Ambien
10 milligrams for insomnia every evening starting
on 9/16/05. Review of the psychoactive drug
reduction follow up review dated 11/16/05
revealed Restoril was changed to Ambien (both
hypnatic medications) on 9/16/05. However, this
form indicated no other alternatives to hypnotic
use were recommended or attempted. In addition,
although the change in hypnotic use was two
months prior to the review date, the resident was
not considered for a dose reduction and the
reason documented was "recent med
[medication] change."

Interview with registered nurse #4 on 12/1/05
at 4:38 PM confirmed there was no behavior
tracking done for the Ambien in October or
November 2005, Additional interview with the
director of nursing on 12/01/05 at 1:40 PM
revealed she was unaware of any additiona
documentation regarding dose reduction for the
Ambien,

Review of the 10/30/01 facility policy titled:
Psychotropic medications, indications for use and
reduction revealed, hypnotics should be
evaluated after 10 days of continued use.
Additionally, review of the August 2001 clinical

discontimed; or any combinations of
the reasons above.

This requirement will be met as
evidenced by:

1. Psychoactive Drug Monthly 1/15/06
Flow Record initiated on
12/01/05 for Resident #12 for
use of Ambien. ' 1/15/06

2. Addressed with physicians
12/29/2005 the need for
hypnotic as short-term use only
(no greater that ten consecutive
nights) with need for evaluation|
after that time for continued
DSE. 1/15/06

3. Policy/Proceduye #5515

residents will be assessed and a
gradual dose reduction
attempted at least 3 times in a 6-
month period before a clinical
contraindication is documented.
Resident #13 expired.
Residents to be assessed after 7
consecutive days of hypnotic
use, Assessment to include
causes of insommnia such as
depression, pain, noise, light,
caffeine, incontinence or
indwelling catheter,
6. If a hypuotic is designated as 1115/06
medically necessary, the
physician will document that

1/15/06

wop
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sleep aid) every evening as needed. Review of
the Qctober 2005 medication administration
record (MAR) showed, that with the exception of
10/11/05, the resident received Ambien nightly
from October 1st through Octeber 25, 2005. On
10/17/05, the physician ordered Lunesta (sleep
aid) nightly to be started after the Ambien was
completed. Review of the October and November
MARs showed the resident received Lunesta
nightly from 10/26/05 through 11/6/05; the
resident was then hospitalized. Lunesta was
reordered nightly on 11/26/08 after the resident
was re-admitted, and according fo the November
2005 MAR, it was administered as ordered.
According to the 2005 edition of the "PDR Nurse's
Drug Handbook," Ambien is for short term use,
identified as 7 to 10 days. Review of the
manufacturer's insert showed use of Lunesta is
recommended for 7 to 10 days, with a maximum
of two weeks.

Review of the medical record failed to show
the resident was assessed for causes of inscmnia
such as depression, pain, noise, light, caffeine,
incontinence, or an indwelling catheter. Interview
with the Minimum Data Set (MDS) assessment
coordinator on 11/30/05 at 10:50 AM confirmed

Director of Nursing of any/all
new orders received for use of
hypnotics,

ability to be affected.

Systemms — Nursing staff will be in
serviced, Plan of care will be updated.
Nursing staff will review updated plan
of care.

Monitoring — Director of Nursing and
or designee will monitor for
compliance. Rein servicing will occur
a8 necessary.

‘Quality of Assurance - Results of

of Nursing and/ox designee at the

more frequently as needed for review
and suggestions.

D of resicdents — All residents have the

monitoring will be reported by Director

Quality Asstrance Meeting quarterly ot
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329 | Continued From page 26 F 329 the benefits for excessive
p?:}cyéﬁésstgmffrqm EfmissaryhPhatqmagy being duzation of use exceed the risks
utilized by the facility for psychoactive drug ; .
monitoring showed, "Residents who receive Oftﬂ“ﬂg the hypnotic, ,
antidepressant, hypnotic, antianxiety, or 7. Ifthere is a need for continued 1/15/06
antipsychotic medications are monitored to use of hypnotic. The physician
evaluate the effectiveness of the medication.” will reassess on a regular basis
Additionally, for hypnotics, "a gradual dese and document in medical
reduction is attempted at least three times within record
six months before a clinical contraindication is ' . .
documented.” 8. Hypnotics will be momitored to 1/15/05
evaluate for effectiveness.
2. Review of a physician's order dated 8/25/05 9. Nursing staff to inform the
revealed resident #13 was prescribed Ambien (a 1/15/06
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F 329 | Continued From page 27 F 329
the facility lacked an assessment to determine
the cause of the resident's insomnia. In addition,
she confirmed there was no evidence the
physician had documented that the benefits for
the excessive duration of use exceeded the risks
of taking the hypnotics. Furthermore, review of
the medical record and interview with licensed
practical nurse #1 on 12/1/C5 at 4:45 PM,
confirmed the facility was not menitoting the
resident for behaviors and side effects from the
use of the hypnotics.
According to the facility's August 2001 policy
and procedure, "Psychcactive Drug Monitoring”
number 5515, "Residents who
receive...hypnotic...medications are monitored to
evaluate the effectiveness of the medication.”
Further review showed "Residents receive a
psychoactive medication only if designated
medically necessary by the prescriber. The
medical necessity is documented in the resident's
medical record...The continued need for the
psychoactive medication is reassessed regularly
by the prescriber” and “indicated in the medical 331
record...The clinical record contains evidence to ‘ . ‘
support justification for use of a drug not meeting Based O,n 2 compr&hgl}Slvc‘aSSGSSment
the dosage criteria but considered clinically ofa ras?deut, the facility will ensure
appropriate by the physician." that residents who use anti-psychotic
drugs receive gradual dose reductions,
F 331 | 483.25(1)(2)(i)) ANTIPSYCHOTIC DRUGS F 331; and behavioral interventions, unless
$S=D clinically contraindicated, in an effort
Based on a comprehensive assessment of a to discontimie these drugs,
resident, the facility must ensure that residents
who use antipsychotic drugs receive gradual dese \ ) .
reductions, and behavioral interventions, unless This requirement will be met as
clinically contraindicated, in an effort to evidenced by:
discontinue these drugs. 1. Resident #10 was assessed on
12/13/2005 and a dose 1/15/06
This REQUIREMENT is not met as evidenced reduotion request was sout fo | |
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Based on review of the medical record, review of
facility policy, and staff interview, the facility failed
to ensure that 1 (#10) of 1 sample residents using
antipsychotic medication received gradual dose
reductions. The findings were:

1. Review of the medical record, and the
October and November 2005 medication
administration records (MAR) revealed, resident
#10 received Seroquel (an antipsychotic)100
milligrams three times daily per physician's order
dated 4/16/04.

According to the psychoactive drug
assessmentireduction plan dated 4/27/05,
Seroquel was listed under medications. However,
the form was not filled out entirely, and there was
no mention of any attempt to decrease the dose
of Seroquel even though the resident had
received the same dose for 18 months.

Review of the psychcactive drug reduction
follow up dated 8/31/05 revealed the medication
being reviewed was not indicated. Additionally,
"No changes" was written in the section for
changes and/for responses to interventions.
Further, the section for reduction and/cr
elimination was marked "no" and the comment
was,"optimal at this time, changes in unit
dynamics." No physician statement verifying that
this was an optimal dose was included in the
medical record.

Interview with the director of nursing on
12/01/05 at 1:40 PM revealed she was unaware
of any additional documentation regarding dose
reduction for the Seroquel.

According to the August 2001 clinical poticy
(# 5515) from Emissary Pharmacy being utilized
by the facility for psychoactive drug monitoring,
"Residents receive gradual dose reductions of the

A BUILDING
B. WING
535048 12/01/2005
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F 331 | Continued From page 28 F 331 the physician.
by: 2. Residents receivin,
& 1/15/06

antipsychotic medication will b
reviewed and agsessed for
dosage reduction on a quarterly
basis and as necessary.

3, The psychoactive drug
assessment/reduction plan form.
will provide documentation to
support reason for and/or for not
teducing a psychoactive
medication.

4. Physicians to provide statemnent
verifying at optimal dose if no
change is to be made and to be
included in medical records.

1/15/06

1/15/06

D of Residents — All residents have
the ability to be affected.

Systems — Nursing staff will be
inserviced. Plan of care will be
updated and mursing staff will
review updated plan of care,
Monitoring — Director of Nursing
and/or designee will monitor for
compliance and rein servicing will
DCCUT A8 NeCessary.

Quality of Assurance — Results of
monitoring will be reported
quarterly or more frequently as
necessary at Quality Assurance
Meeting for review and
suggestions.
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antipsychotics drug, and behavioral interventions, The facility will have sufficient nursing
unless clinically contraindicated, in an effort to staff to provide nursing and related
discontinue these drugs.” services to attain or maintain the
highest practicable physical, mental,
Z gég g@rﬁg(a) NURSING SERVICES - SUFFIGIENT F 353’ and psychosocial well-being of each

The facility must have sufficient nursing staff to
provide nursing and related services to attain cr
maintain the highest practicable physical, mental,
and psychosocial well-being of each resident, as
determined by resident assessments and
individual plans of care.

The facility must provide services by sufficient
numbers of each of the following types of
personnel on a 24-hour basis to provide nursing
care to all residents in accordance with resident
care plans:

Except when waived under paragraph (c) of this
section, licensed nurses and other nursing
personnel.

Except when waived under paragraph (c) of this
section, the facility must designate a licensed
hurse to serve as a charge nurse on each four of

duty.

This REQUIREMENT is not met as evidenced
by:

Based on observation, medical record review,
and staff interview, the facility failed to provide
sufficient staff to provide timely care and services
for five (#10, #49, #57, #87, #68) of six residents
who required restorative services. The findings
were:

resident, 45 determined by resident
assessments, and individual plans of
care,

This requirement will be met as
evidenced by:

i 1. Restorative.Nurse will develop
and individualized Rarge of 1/15/06
Motion Program for resident
#49 and plan of care will be
updated. Will receive restorative
services at 2 minimum of three
tirnes per week.

2. Restorative nurse will develop
an individualized Range of
Motion Program, for resident#10
and plan of care will be

.updated. Will receive restorative
services at a minfmum of three
times per weel.

3. Restorative nurse will develop
an individualized Range of 1/15/06
Motion Program for resident
#57 and plan of care will be
updated. Will receive restorative

services at a miniomum of three

1/15/06

times per week.

[
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F 353/ Continued From page 30 F353| 4. Restorative nurse will develop
T . - 1/15/06
an individualized Range of
1. Review of the hospital discharge summary for Wotion Program for resident
resident #49 revealed he/she was hospitalized .
with a fractured hip from 4/29/05 to 5/4/05, #67 and plan of care will be
Review of the nursing restorative program updated, Will receive restorallve
records revealed the resident was scheduled for services at a minimum of three
restorafive exercises three times per week to times per weel.
maintain and or increase strength and endurance 5, Restorative nurge will develop
in all extremities. Review of the 9/05 restorative - dividualized R £ 1/15/06
records revealed the resident did not receive an UAlZEA RAnge o
services three times per week during three of the Motion Program for resident
four weeks. Further review of this doccument #68 and plan of care will be
revealed a restorative note dated 8/30/05 that updated, Will receive restorative
stated, "Restorative has been pulled to work {the] services at 4 minimum of three
halls as [a] CNA all month." Review of the times ver week
documented program for October and November p g
2005 was a calendar with highlighted activities .
which included exercise groups, dining dynamics, 6. Restorative services will be 115106
and AAROM/PROM. Review of the calendars provided at a minimum of three
revealed there were no stated goals for the Hmes a week for residents with
program, no duration of the program, no level of s n : \
participation by the resident, and no an individualized restorative
documentation of the resident's response or program.
progress. 7. Restorative Nurse will provide 1/15/06

Observation on 11/29/05 at 11:10 AM showed
the resident was present for group exercises but
had his/her chin lying on his/her chest with histher
eyes closed. Observation revealed the resident
did not participate in the group exercises. In
addition, observation revealed no encouragement
or assistance was offered by staff to participate in
the program. Review of the restorative
documentation for October and November 2005
failed to show any evidence the program was
completed as prescribed.

2. Review of the hospital history and physical for
resident #57 revealed he/she was hospitalized
from 10/13/05 to 10/21/05 because of a hip

supervision for restorative
nursing assistants to ensure
compliance,
ID of Residents — All residents have the
ability to be affected.
Systenis - Restorative Nurse will
inservice restorative nursing assistants.
Documentation will reflect stated goal,
duration of program, resident’s
response and/or progress. Restorative
nursing assistants will review updated

‘plan of care,
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F 353 | Continued From page 31

fracture. Review of the 10/29/05 quarterly MDS
assessment revealed the resident had a decline
in range of motion with partial loss in one leg.
Review of the 11/2/05 physical therapy evaluation
and plan of care as well as the 11/2/05 physical
therapy progress notes revealed the resident
should receive restorative nursing services to
maintain AAROM in the right extremity until the
resident can begin weight bearing on that
extremity, Review of the entire medical record
revealed the resident did not receive any
restorative services. Interview with the DON aon
12/1/05 at 8:30 AM revealed she was unsware
the resident required restorative services.

3. Medical record review for resident #10
revealed a physician order dated 10/27/0% for
active assistive range of moticn to all extremities
to maintain and or increase functional mobility in
range of motion three times per week.

Observation on 11/29/05 at 10:20 AM
revealed a group exercise activity in the secure
unit called "dining dynamics" which included
upper extremity stretching with "jingle bells" and
music. Resident #10 was seated in the group, but
did not participate in the exercise other than
tapping his/her feet to the music, and was not
assisted with the activity.

Review of the November 2005 restorative
calender for resident #10 revealed the
aforementioned observed activity was part of the
restorative program. However, the calendar did
not indicate any resident participation or any
duration of time spent doing this or any activity for
the entire month.

4. Review of the 8/4/05 significant change
Minimum Data Set (MDS) assessment showed
resident #67 had limited range of motion (ROM)

F 353

Monitoring — Director of nursing and/oy
designee will momitor for compliance.
Restorative Nurse will supervise
Restorative nursing assistants with a
minimum of monthly checks.
Reinservicing will occur as necessary.
Quality of Assurance — Results of
monitoring will be reported quarterly or
more frequently as necessary at Quality
Assurance Meeting for review and
suggestions.
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on both sides with partial loss of voluntary
movement in the arm and "other." According to
the 7/28/05 physical therapy documentation, the
resident was discharged to the restorative
program for manual stretching of the foot and
ankle three to five times a week. Review of the
restorative program for September 2005 showed
the resident received 15 minutes of passive ROM
(PROM) to the ankle and 15 minutes of active
assistive ROM (AAROM) three times a week.
However, the documented pregram for Octeber
and November 2005 was a calendar with
highlighted activities which included exercise
groups, AAROM, PROM, and dining dynamics.
Goals for the program, duration of the program,
participation by the resident, and the resident's
response were not included.

Observation on 11/29/05 at 11:20 AM showed
the resident participated for a short time in the
group exercise program, then s/he ighored it and
read the paper. No encouragement or assistance
was offered by staff. Review of the restorative
documentation for October and November 2005
failed to show any evidence the program was
completed as prescribed.

5. According to the 8/18/05 annual MDS
assessment, resident #68 had limited ROM with
partial loss of voluntary movement on one side for
the arm, hand, leg, and foot. Review of the
September 2005 documented restorative
program showed the resident received PROM for
15 minutes to all extremities on the left side, 15
minutes of active ROM (AROM) to extremities on
the right side, and paraffin baths for 20 minutes fo
both hands. The program was completed three
times a week. However, the documenied program
for Qctober and November 2005 was a calendar
with highlighted activities which included paraffin
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baths, exercise groups, AARCM, PROM, and
dining dynamics. Goals for the program, duration
of the program, participation by the resident, and
the resident's response were not included.

Observation on 11/28/05 at 11:25 AM showed
the resident shock a bell with the right hand
during the group exercises. However, no one
provided PROM to the left side, encouraged the
resident to complete AROM to all extremities on
the right side, or checked to see if greater ROM
could have been obtained. Review of the
restorative documentation for Octeber and
November 2005 failed to show any evidence the
program was completed as prescribed.

6. Interview with the director of nursing (DON) on
12/1/05 at 8:30 AM confirmed staffing had been a
problem during the months of September and
October and that restorative staff had been
required to work the halls as CNAs.

483.60(a) PHARMACY SERVICES -
PROCEDURES

A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biologicals) to meet
the needs of each resident.

This REQUIREMENT is not met as evidenced
by:

F 3563

F426

The facility will provide
pharmaceutical services (including
procedures that assure the accurate
administering of all drugs and
biologicals) to meet the needs of sach
resident.

426

iThis requirement will be met as
evidenced by:

1. Nursing staff will review 1/15/06
medication bottles in
medication rooms at nurse’s
station on a monthly basis.

Based on observation and staff interviews, the ) Lot wi o
facility failed to assure expired medications at two ' I"hgrmams wﬁ conUm;le o 1715106
of two nursing stations were removed from TeVICW as por s nom
cabinets and made unavailable for resident use. schedule. . V1506
The expired medications included both stock 3. Expired drugs will be pulled
x
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medications and those labeled for individual
resident use. The findings were:

1. On 12/1/05 at 11.05 AM, the following expired
medications were found in the medication room
cabinets at the nurses' station for halls 1 and 2:

a. 3 stock bottles of Theratabs, 100 tablets
each, one opened, expired 7/04.

b. 4 stock hottles of Aspirin, one openad,
expired 8/05.

¢. 2 stock bottles of Aspirin, expired 10/05.

d. 12 ounce stock bottle of Geri Max, opened,
expired 10/05.

e. 1000 milliliters of Acetic Acid 0.25 %
irrigation solution for resident #2, expired
11/15/05.

f. A stock bottle of Oyster Shell Calcium with
Vitamin D, 100 tablets, expired 11/05.

Interview with licensed practical nurse (LPN) #1
revealed the pharmacist checked monthly for
outdated medications. The LPN also confirmed
the itemized medications were expired.

2. 0n 12/1/05 at 11:30 AM, observation of the
medication room cabinets at the nurses’ station
for halls 3 and 4 revealed a box containing 51 out
of 60 doses of ipratropium bromide inhalation
solution expired on 7/05. The box was unlabeled,
but interview with registered nurse (RN) #2
revealed the medication was for a specific
resident. However, the RN was unable to
remember the resident's name.

3. On 12/1/05 at 11:35 AM, the director of nursing
(DON) confirmed the pharmacist was to check
monthly for expired medications. However, the
DON stated that nursing was also to check for
outdated medications.

from cabinets and given to
Director of Nuxsing for
destruction.
ID of Residents — All residents have the
ability to be affected.
Systems — Nursing staff will be
inserviced, Monthly checks will be
completed by nursing staff in addition
to those by the pharmacist.
Monitoring — Director of Nursing
and/ot designee will mounitor for
compliance and reinservicing will
OCCUT a8 NIecessary,
Quality of Assurance — Results of
monitoring will be reported
quarterly ox more frequently as
necessary at Quality Assurance
Mesting for review and
suggestions. '
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The pharmacist must report any irregularities to
the attending physician and the director of
nursing.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
interview, the facility failed to assure the
pharmacist identified excessive hypnotic use as
an irregularity and reported it as required for 1 of
(#13) two residents receiving hypnotics. The
findings were:

Review of the admission face sheat showed
resident #13 was admitted to the facility on
8/25/05. Review of the admission orders showed
they included Ambien (a sleep aid) every evening
as needed. Review of the Cctober 2005
medication administration record (MAR) showed,
that with the exception of 10/11/05, the resident
received Ambien nightly from October 1st through
Qctober 25, 2005. On 10/17/05, the physician
ordered Lunesta (sleep aid) nightly te be started
after the Ambien was completed. Review of the
October and November MARs showed the
resident received Lunesta nightly from 10/26/05
through 11/6/05; the resident was then
hospitalized. Lunesta was reordered nightly on
11/26/05 after the resident was re-admitted, and
according to the November 2005 MAR, it was
administered as ordered. According to the 2005
edition of the "PDR MNurse's Drug Handbook,"
Ambien is for short term use. Short term use is
identified as 7 to 10 days. Review of the
manufacturer's insert showed use of Lunasta is
recommended for 7 to 10 days, with a maximum

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
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F 429 | Centinued From page 35 F 429|F429
F 429 | 483.60(c)(2) DRUG REGIMEN REVIEW F 429 |The pharmmacist will report any
55=D irregutarities to the attending physician

and the director of nursing,
This requirement will be met as

evidenced by:

1, The pharmacist will
communicate amy/all
medication irregularities to the
physician. and Director of
Nursing utilizing the Physician
Action Report. The original
will be semt to the physician for
signature and a copy placed in
the resident’s medical record
until onginal returned with
physician signature.

2. Addressed with physicians 1/15/06
12/29/2005 recommended use
of hypnotics for short-term use
only aud the appropriate
documentation and assessments
needed to justify extended use.

ID of Residents — All residents have the
ability to be affected.

Systems — Licensed staff will be
inserviced. Plan of care will be updated
arid nursing staff to review updated
plan of care. Assessments to include
causes of insommia such as depression,
noise, light, pain, caffeine, incontinence
and vuse of indwelling catheter,
Physician must document that the
benefits for excessive duration of use

1/15/06
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F 429 Continued From page 36 F 429 exceed the risks of taking the hypnotic.
of two weeks. Monitoring — Director of Nursing
Review of the monthly drug regimen review and/or designes will monitor for
completed by the pharmacist from August 2005 compliance and reinservicing will ocou
through November 2005 showed the pharmacist as necessary.
was aware of th_e ardered hypnppcs. However, Quality of Assurance — Resulis of
there was no evidence he identified the nightly monitoring will be reported quarter)
use as an irregularity and reported it to the oring Wi reported quarteriy o
physician and director of nursing (DON). interview more frequently as necessary at Quality
with the DON on 12/1/05 at 2:12 PM confirmed Assurance Meeting for review and
she was unaware of the irregularity. suggestions,
k444
F 444 | 483.65(b)(3) PREVENTING SPREAD OF F 444 - 1
85=D | INFECTION Th? faC].llty W]ll quulTe: staff to wash
their hands after each direct contact for
The facility must require staff to wash their hands which hand washing is indicated by
after each direct resident contact for which  accepted professional practice.

handwashing is indicated by accepted

orofessional practice This requirement will be met as

evidenced by:
1. Staffinserviced on hand
This REQUIREMENT is not met as evidenced washing and provided with 1/15/06
by Policy/Procedure CL-NUR-
Based on observation, staff interview, and review 1722,
of policies and procedures, the facility failed to 2. Nursing staff inserviced on

assure staff decontaminated their hands when

indicated. During two randem observations nced.to_ Temove gloves after 1/13/06
involving residents #13 and #51, staff failed to providing perineal care and

cleanse their hands after providing care which prior to continuing care of the
contaminated them. The findings were: resident.

3. All staff inserviced on need fo

. i t ignifi DS
1. Review of the 11/1/05 significant change M wash hands or use alcohol based|  1/15/06

assessment for non-sample resident #51

revealed he she was incontinent of urine and product after removing gloves
bowel (all or almost all of the time) and required and if moving from a
extensive staff assistance with personal hygiene. contaminated body site during

Observation on 11/29/05 at 11;25 AM revealed
the resident was incontinent of urine. Observation
revealed CNA #1 provided perineal care for the

resident care or after contact
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F 444 | Continued From page 37 F 444 ”-Wlﬂl manimate objects in the
resident. Observation further revealed the CNA immediate vicinity of the
did not remove her gloves after providing perineal resident.
care and prior to continuing care of the resident D of Residents — All residents have the
Interview with the CNA at that time revealad ability to be affected.
she knew she should have removed her gloves Systerns — Staff Devel i
after providing perineal care. Review of the ysterr cveiopment
facility's policy on handwashing dated 1/1/01 Coordinator to provide inservicing to
revealed "After...or assisting others with toileting, all staff on proper technique for
or after personal grooming.” - handwashing. Alcohol based products
2. On 11/29/05 at 12:20 PM observation showed EIl\r/.L[adt?tre?,dlly ngai 13,?[6 t? Is\Ttafﬁl
the occupational therapist (OT) repositioned onitormg —~ Liwecior ol NULsmg
resident #13 by placing her left hand on the and/or designee will monitor for
resident's thigh and her right hand on the bottom compliance and reinservicing will occuy
of the resident's shoe, Without decontaminating 48 necessary,
her hands, the therapist then un\n{rapped .the Quality of Assurance — Results of
silverware and, using her contaminated right e .
hand, handed it to the resident. Later during the monitoring will be reported quarterly or
meal, the therapist picked up the resident's cup more frequently as necessary at Quality
with both hands and used her contaminaied right Assurance Meeting for review and
hand to turn the straw towards the resident, the suggestions.
resident drank from the straw,
3. According to the guidelines published by the
Centers for Disease Control {CDC) in October
2002, hands should be decontaminated (washed
with soap and water or rub with an alcohol based
product) "after removing gloves...if moving from a
contaminated-body site to a clean-body site
during patient [resident] care...after contact with
inanimate objects in the immediate vicinity of the F465 i . .
patient [resident]." The facility will provide a safe,
fimctional, sanitary, and comfortable
F 465 | 483.70(h) OTHER ENVIRONMENTAL F 465|environment for residents, staff, and the
$5=B | CONDITIONS public.

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

This requirement will be met as
gvidenced by:
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F 465 | Gontinued From page 38 E 485 ]. Haﬂd Sin.k dl‘al']’lS in dietal‘y aréa 1/15/06
will be cleaned with diginfectant
and 4 brush nightly until
This REQUIREMENT is not met as evidenced approximately 1/20/2006. By
by: 1/20/2006 BooLab is scheduled
Based on observation, and staff interview the to deliver and set up a Quat
facility failed to ensure the kitchen hand washing (leaner that will be used on e
sink used by staff was clean and sanitary. The ‘ . .
findings were: ‘ daily baf‘ﬂs' Do
1D — All hand sinks in dietary area have
Observation on 11/28/05 at 4:55 PM, and again the ability to be affected.
on 11/30/05 at 10:50 AM revealed a blackish System, — Dietary Staff will be
grey, rippled, slimy looking build-up in the : : :
uncovered drain of the kitchen hand washing Elseg{c;ii c;)rn'prprcI.‘ techmique tc: clean
sink. The drain was about two inches in diameter, ana st ain in dietary area with
and the build up extended from the opening of the disinfectant ad brush. After the Quat
drain to as far as could be seen down the drain Clean is installed distary staff will be
(approximately 3 inches). Interview with the inserviced on new method installed by
dietary manager on 11/30/0 at 11 AM confirmed EcoLab. This task will be addsd to the
that the build up was "slimy looking" and "gross, . . \ .
and it should be cleaned out, list of daily duties assigned the
afternoon cook.
F 492 | 483.75(b) ADMINISTRATION F 492 |Monitoring — Distary Manager and/or
58=D designee will monjtor for compliance.

The facility must operate and provide services in
compliance with all applicable Federal, State, and
local laws, regulations, and codes, and with
accepted professional standards and principles
that apply to professionals providing services in
such a facility.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and review
of policies and procedures, the facility failed to
assure ceriified nurse aides (CNAs) provided
oxygen in accordance with a directive from the
Wyoming State Board of Nursing (SBON) for two

Reinservicing will oceur if necessary,
Quality of Assuraunce - Results of
monitoring will be reported by Dietary
Manager and/or designee quarterly or
more frequently as needed at Quality
Assurance Meeting for review and
suggestions.
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F 465 | Continued From page 38 F 465
This REQUIREMENT is not met as evidenced
by
Based on observation, and staff interview the
facitity failed to ensure the kitchen hand washing
sink used by staff was clean and sanitary. The
findings were:
Observation on 11/29/05 at 4:55 PM, and again
on 11/30/05 at 10:50 AM revealed a blackish
grey, rippled, slimy looking build-up in the
uncovered drain of the kitchen hand washing
sink. The drain was about two inches in diameter,
and the build up extended from the opening of the
drain to as far as could be seen down the drain
(approximately 3 inches). Interview with the
dietary manager on 11/30/05 at 11 AM confirmed
that the build up was "slimy looking" and "gross,"
and it should be cleaned out.
F 492 | 483.75(b) ADMINISTRATION F 492 i‘F492 iqs . .
SSeD The facility will operate services in
The facility must operate and provide services in compliance with all applicable Federal,
compliance with all applicable Federal, State, and State and local laws, regulations, and
local laws, regulations, and codes, and with codes, and with accepted professional
accepted professional standards and principles (s
that apply to professionals providing services in Star;dart_is ax;d Prm(.:g?les that.ap P%y to b
such a facility. Pro e"s_smna § Providing sexvices i suc
a facility.
This REQUIREMENT is not met as evidenced This requirement will be met as
t;y: 1 o observation. staff intervi e evidenced by: :
ased on observation, staff interview, and review 1. Nymsi taff inservi
of policies and procedures, the facility failed to II\TZ /1521?0‘%55 12512 /8?”3;}105 /06 H15/08
assure certified nurse aides {CNAs) provided ) C !
oxygen in accordance with a directive from the and 01/06/06 on Directive frora
Wyoming State Board of Nursing (SBON) for two Wyoming State Board of
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F 492 | Continued From page 39 F 492 Nursing dated 6-13-2001.
of two (#13, #68) sample residents who utilized CNA's may turn on liter flow or
oxygen. In addition, the nasal cannula for resident adjust liter flow if liter flow rate
#68 was not cleansed or replaced after contact is marked by the nurse on the
with the floor. The findings were: concentrator and/or portable
Observation on 11/29/05 at 9:35 AM showed oxyger tank.
resident #13 used oxygen at 6 liters per minute 2. Residents on oxygen will have | 1/15/06
(LPM) per concentrator. Observation on 11/28/05 - concentrators and/or portable
at 14:40 AM showed a CNA removed the :
resident's oxygen and transferred him/her from oxygenltlanlt;marked with the
the bed to a wheelchair. After the transfer, the , correct liter owW. L
CNA changed the oxygen tubing from the 3. Charge Nuvse will monitor liter |  1/15/06
concentrator to the portable tank and set the flow for residents on oxygen.
oxygen flow rate at & LPM. The flow rate was not Liter flow to be monitored on
posted on either the concentrator, the tank, or ,
over the bed. The CNA canfirmed the lack of a both concentrator and/or )
posted flow rate, but reported it was on the CNA po:rta@le oxygen tank. If liter
charting sheet. The CNA stated he noted the rate flow 1s net correct, the CNA.
on the concentrator and set the flow rate on the will be inserviced immed:ately,
tank at the same LPM. In addition, the CNA 4, Nursing staff inserviced 1/15/06
stated CNAs turned on about 95 percent of the ,
oxygen used by the residents. Immediately after 12/12/05, 12/13/05, 01/05/06,
completion of care, the CNA and the surveyor and (_]1/06/06 on the need to
checked the CNA charting sheet; the documented provide clean nasal cannula for
oxygen flow rate was 2 LPM. residents. If cannula dropped
According to the facility's 5/7/02 policy and on the floor it should be cleaned
procedure, "Oxygen Concentrator,” number . :
CI-Nur-1064, "the maximum flow rate on a or replaced with a new cannula.
concentrator is 5 liters.” If a rate greater than 5 is 5, Ras@ent #13 expired
required, "an alternative system must be 6. Resident #68 Nasal cannula 1/15/06
considered.” Further review of the policy revealed treplaced and concentrator and
a CNA "may assist as allowed by state-specific ortable oxveen tank :
regulations." According to the 6/13/01 directive P :":f] Lite ﬂyg matked
from the Wyoming State Board of Nursing, CNAs wath ler Low, .
may turn on oxygen liter flow or adjust the fiow ]D_ quesidents — All residents have the
rate only if the liter flow rate “is clearly marked by ability to be affected.
the nurse on the concentrator &/or oxygen tank or Systems — Nursing staff will be
over the client's bed.” inserviced. Plan of care updated and
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F 492 | Continued From page 40 F 492 inursing staff will review updated plan
2. Observation on 11/29/05 at 9:37 AM showed of care. Policy/Procedure CL-NUR-
resident #68 used oxygen at 3 LPM per portable 1064 will be revised/amended to
tank. Observation on 11/29/05 at 1-:50 PM include OXYgen, Iiter flow greatel- than
showed a.CNA transferrad the resident from a five liters and also address the need for
wheelchair to a bed. The CNA dropped the lonl; ¢ 1 i
resident's nasal cannula on the floot, picked it up, cleanumess ol nasal Canmu.a. _
placed it on the resident without cleansing it, and Monitoring -- Director of Nursing
turned on the oxygen concentrator at 2.5 LPM. and/or designee will monitor for
The liter flow rate was not posted on the oxygen compliance and reinservicing will
concentrator or tank, nor over the resident's bed. OGGUT 28 NECESSar
According to the 6/13/01 directive from the . Y-
Wyoming State Board of Nursing, CNAs may turn Qual'lty _Of As:.surame —Results of
on oxygen liter flow or adjust the flow rate only if monitoring will be reported
the liter flow rate "is clearly marked by the nurse quarterly or more frequently as
on th(? conc.eintrat_or &for ox;}:gelr_n t?nk or over the pecessary at Quality Assurance
client's bec_j. Review of the facility's Meeting for review and
aforementioned policy related to cxygen ;
administration revealed it did not address suggestions.
cleanliness of the nasal cannula.
F 502 | 483.75())(1) LABORATORY SERVICES F 502 F502
88=D - ‘ _ The facility will provide or obtain
The facility must provide or obtain laboratory laboratory services to meet the
services to meet the needs of its residents. The needs of it’ idents. The facilit
facility is responsible for the quality and timeliness _ - 5 IESIQONTS. 2118 TACLIty
of the services. 15 responsible for the quality and
timeliness of the services.
This REQUIREMENT is not met as evidenced This requirement will be met as
by: .
. . , evidenced by:
Based on staff interview, and medical record
review, the facility failed tc ensure laboratory tests . .
were completed as ordered for 1 (#57) of 15 1. Remdent #57—Physician ‘ 1/15/06
sample residents. The findings were: informed on 12/2/05 regarding
lipid panel done versus liver
1. Review of the 10/13/05 physician's orders panel{ordered).
revealed an order for a liver profile in one month ) s :
for resident #57. Review of the entire medical - Nurses in-serviced on 12/13/03 1/15/06
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2. Observation on 11/29/05 at 9:37 AM showed
resident #68 used oxygen at 3 LPM per portable
tank. Cbservation on 11/29/05 at 1:50 PM
showed a CNA transferred the resident from a
wheelchair to a bed. The CNA dropped the
resident's nasal cannula on ths floor, picked it up,
placed it on the resident without cieansing it, and
turned on the oxygen concentrator at 2.5 LPM.
The liter flow rate was not posted on the oxygen
concentrator or tank, nor over the resident's bed.
According to the 6/13/01 directive from the
Wyoming State Board of Nursing, CNAs may turn
on oxygen liter flow or adjust the flow rate only if
the liter flow rate "is clearly marked by the nurse
on the concentrator &/cr oxygen tank or over the
client's bed." Review of the facility's
aforementioned policy related to oxygen
administration revealed it did not address
cleanliness of the nasal cannula.

483.75())(1) LABORATORY SERVICES

The facility must provide or obtain laboratory
services to meet the needs of its residents, " The
facility is responsible for the quality and timeliness
of the services.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, and medical record
review, the facility failed to ensure laboratory tests
were completed as ordered for 1 (#57) of 15
sample residents. The findings were:

1. Review of the 10/13/05 physician's orders
revealed an order for a liver profile in one month
for resident #57. Review of the entire medical

F 492

end 01/06/05 regarding
initiation of use of lab log-gin
sheet.

3, nurses in-serviced on 12/13/05 1715106
and 01/06/06 regarding need to
double check labs with orders
received.

ID: All residents with lab orders have
potential to be affected.

System: Nursing staff will in-serviced.
Night shift to review labs and note
verification on log sheet. Lab orders to
be placed on the TAR. Care plan.
updated as necessary and mursing staff
to review updated care plans.

F 502

Monitoring: Director and/or designee to
monitor for compliance, Re-in-
servicing to occur as necessary.

IQuality Assurance: Results of
monitoring will be reported by Director |
of Nutsing quarterly or more frequently
as needed as the Quality of Assurance
meeting for review and suggestions.

1 a1
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The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of cars and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
hy:

Based on medical record review, staff interview,
and review of an internal log, the facility failed to
assure staff maintained complete, accurate
resident records and internal logs of facility
programs. Medical records for 1 (#57) of 13
sample residents were not accurate and the
medical record for sample resident #58 was
incomplete. The facility's internal log for the
infection control program was inaccurate and the
documentation was corrected inappropriately.

(x4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
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F 502 | Continued From page 41 F 502
record revealed there was no liver profile test
completed in November 2005. Review of the
outpatient request form dated 11/15/05 revealed
the test ordered was for a complete blood count
and lipid panel. Review of the order form further
revealed a liver profile was not marked as
ordered. Interview with the director of nursing on
12/1/05 at 2:30 PM confirmed the liver profile was
not done.
F 514 | 483.75()(1) CLINICAL RECORDS F 514 F514
SS=E The facility will matotain clinical

records on each resident in accordance
with accepted professional standards
and practices that are corplete,
accurately documented, readily
accessible; and systematically
orgarized.

This requirement will be met as

evidenced by
1. Activity will be inserviced on 1/15/06
the need to chart in a timely and
accurate manner.

a. Activity staff will be inserviced
on documentation and need to
be in chart where readily
available,

b.All activity charting will be
placed in. specific resident’s
medical chart at the end of the
month,

c. Activity docurnentation will be
completed on a daily basis for
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original document included exercise and music.
On the copy faxed four days iater, the aciivities
documented were exercise, music, and bingo.

b. On 9/15/05 the activities highlighted on the
original documented included music. On the copy
faxed four days later, the activities documented
were exercise, music, and bingo.

c. On 10/18/05 the activities highlighted on
the original documented included hand massags
and TV land. On the copy faxed four days later,
activities documented included hand massage,
TV land, and exercise.

2. Review of nursing nctes dated 7/12/05 at 10:30
AM showed a urine specimen was obtained for
resident #58 and sent to the laboratery (lab) for
urinalysis (UA). The documentation indicated the
lab results were back and on the chart, the
physician was notified, a culture was to be done
by the lab, and the resident was started on an
antibiotic. Review of additional documentation
dated 7/20/05 showed another UA was cbiained
and sent to the lab. This documentation also
indicated the report was back and on the chart, a
copy was faxed to the physician, and the lab was
called to do a cuiture. Review of the medical
record, including lab reports and physician orders,
showed the culture results for 7/12/05 and the UA

pud/or designee will monitor for

uality of Assurance — Results of
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F 514 | Continued From page 42 F 514 gach activity attended and for
The findings were: each resident specific,
d. Activity staff will be inserviced
1. During the 11/29/05 through 12/1/05 ot corrzct method of alteri
recertification survey, copies of the 9/05 and ; ) ung
10/05 activity calendars highlighting the residents previous documentation, a
attendance at activities for resident #57 were single line through the area to
made. The facility faxed copies of the same be conected, date, time and
calendars on 12/5/05. Review of the two sets of : - :
. , signature of person changin
calendars revealed the following concerns with Ea P SoR Eng
acoUracy: the documentatior.
a. On 9/1/05 the activities highlighted on the 2. Nursing staff in-serviced 1715006

12/12/05, 12/13/05, 01/05/06,
and 01/06/06 on correct method
of altering any previous
documentation, a single line
through the area to be corrected,
date, time and signature of
person changing documentation.
D of residents — All residents have the
nbility to be affected.

Systems — All staff inserviced on the
proper method of altering previous
Hocumentation. Plan of care to updated
and staff to review updated plan of
Care.

Mouitoring - Directox of Nursing

sompliance and reinservicing will ocour
as Tiecessary.

monitoring will be reported quarterly or
more frequently as necessary at Quality

Ekssuxance Meeting for review and
nggesiions.

|
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and culture results for 7/20/05 were not included
in the record. Interview on 12/1/05 at 9:30 AM
with a registered nurse (RN) confirmed the
discrepancy between the nursing notes and the
lab results. The RN was unable to locate the lab
results,

On 12/1/05 at 9:35 AM, the RN obtained
the infection control log and stated she was the
infection control coordinator. Review of the log
with the RN showed a UA was obtained on
7/12/05, the results were logged as a nosocomial
(facility acquired) infection, a culture was done on
7/12/05, and a horizontal line was drawn through
the space for "organism." When the RN brought a
copy of the log to the surveycr at 9:45 AM, it had
been altered. The culture date was scribbled out
for resident #58 and for the resident's name on
the line above it, 7/20/05 was written as the
cuiture date for resident #58, the date for the
culture for the other resident was not
documented, a zero with a diagonal line through it
was drawn over the horizental line in the space
for "organism," and "7-20" was written in the
space for "date cleared." Interview with the RN at
that time revealed she had altered the log. The
RN also stated she did not know which
documentation, the nursing notes cr the leg, was
accurate, On 12/1/05 at 10:25 AM, the RN
brought copies of the lab results for all the
aforementioned dates and stated they were not in
the record so she obtained them from the lab.

According to "The Lippincott Manual of
Nursing Practice," seventh edition, 2001, a
common legal claim is for "Departurs from
Standards of Care...Altering a medical record
without noting it as a correction with signature,
date and time of change."

F 520 | 483.75(0)(1) QUALITY ASSESSMENT AND F 520 1/15/06
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A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, review of facility reports,
and quality assurance information, the facility
failed to cotrect identified deficiencies in the areas
of incontinence care, activities of daily living care,
range of motion, assessment, care planning, and
following the care plan. The findings were:

Review of the facility OSCAR 3 report (a history of
deficiencies cited on the previous 4 annual
surveys) revealed the following concerns:

a. Incontinence care was identified as
deficient in the years 20G1, 2002, 2003, and
2004.

b. Deficient practice in the provision of
activities of daily living was identified in 2002 and
2003.

¢. Deficlent practice in the provision of range
of motion exercises was identified in 2004.

d. Assessments were identified as deficient in
the years 2001, 2002, 2003, and 2004.

e. Care planning was identified as deficient in
the years 2001 and 2002.

f. Following the care plan was identified as
deficient in 2002 and 2004.

During the annual survey for 2005, all these areas
were again cited for deficient practice. Interview
with the director of nursing and the administrator
on 12/1/05 at 10:15 AM revealed these areas

Thig requirement will be met as
evidenced by:

1. Quality Assurance Commijttee
will review past deficiencies as
taken from OSCAR 3 report
CONCeIImng
a. Incontinence care
b.Activities of Daily Living
¢.Range of Motion.
d.Assessments
e.Care Plarming
f. Following the Plan of Care.

2, The Quality Assurance
Committee will monitor
problem areas to ensure
compliance.

3. Any suggestions made by the
Quality Assurance Conimittee
will be followed up on by
Director of Nursing and/or
Assistant Director of Nursing.

1D of Residents — All residents have the
ability to be affected.

Systerms — Nursing staff will be
mserviced. The Quality Assurance
Committee will review the concerns
with revisions made as necessary to
ensure compliance,

Monitoring — Director of Nusing
and/or designee will momitor for
cotpliance and reinservicing will
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were not identified as problems or monitored
through the quality assurance program.
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Quality of Assurance — Results of

momnitoring will be reported
quarterly or more frequently as
necessary at Quality Assuwrance
Meeting for review and
suggestions.
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