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F 476 : 483.10(n} RESIDENT SELF-ADMINISTER F 78| This Plan of Correction is the Center’s credible
S5=D 'BRUGS IF DEEMED SAFE allegation of compliance.

Preparation and/or execution of this Plan of
Correction  does  not  constitute  admission  of

An individual resident may self-administer d!’ugs if agreement by the provider of the truth of the facis

the interdisciplinary team, as defined by alleged or conclusions set forth in the statemen! of

§483.20(d)(2)}iD), has determined that this deficiencies.  The Plan of Correction is prepared

practice is safe. and/r?r- exectited solely because it is required by the
provisions of Federal and State law.

This REQUIREMENT is not met as evidenced F176 Self Administration of Drugs 4116/10

by:

Bgsed on observation, staff interview and medical This requirement will be met as evidenced

record review, the facility failed to ensure 2 by:

non-sample residents (#41, #89) were evaluated

as safe to self-administer medications. The a. Medication self-administration

findings ware; evaluations will be completed for residents
#69 and #41 by charge nurse. LPN #1 will

1. Observation in the secure unit on 3/10/10 at be inserviced by SDC on medication

2:08 PM showed licensed practical nurse {LPN) administration policies, including those

#1 hianded non-sample resident #69 a cup related to self-administration of

containing pifis and ancther cup containing water. medications.

The LPN furned around after handing the resident
the two cups, and failed to watch the resident
take the pills. With her back fo the resident, the

L PN asked if-the pills went down; the resident

i responded "Yes."

b. Medication self-administration
evaloations will be completed for all
residents on admission and anytime a
resident expresses a desire to self-

2. Observation at 2:10 PM revealed {PN #1 _ administer medications. On residents self
handed non-sample resident #41 & medication ~administering medications, evaluations for
cup containing two white pills and a cup with continued safe self-administration will be

| water. After handing off the two cups, the LPN completed by charge nurse/designee
furned her back to the resident. The resident quarterly and anytime a change in ability
walked away holding the cups, s/he walked about to self administer safely is noted.
20 feet, took the pills with the water, and threw SDC/Designee will inservice a'll .hcen.sed
the cups info the garbage can. The LPN failed to nurses on medication self administration
watch the resident take the medicaticn and did policies and procedures.

rot ask the resident about taking the pills.

¢. DNS/Designee will conduct random
£ 3. Interview with LPN #1 at 2:12 PM revealed this checks of medication administration for
4 Was how these two residents always ook their both licensed murse administration and

L.
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F176 ; Continued From page 1 E 476 13;5 Plan of Correction is the Center's credible .
; medications. She was not sure where the f,,j;‘;';’j;‘j?o‘,’{ szj}::ﬁm;mﬁm of this Plan ,,{ ./16/10
 documentation was located in the residents’ Corvection does not constitute admission o] _
! racords; however, she thought they were safe fo agreement by the provider of the iruth of the facts
| self-administer their medications. Interview with alleged or conclusions set forth in the statement of
the director of nursing services (DNS) on 3/10/10 deficiencies. The Plan of Corvection is prepared
al 3:45 PM revealed-thers were no-svaiuations sz,’:‘,’;&f,:: 2}’;3;;,’5,’2,2;’ e &t 5 required by the
completed for these residents related fo
self-administration of medications. The DNS F176 Self Administration of Drugs
stated ths residents had not expressed any desire Continued from pace 1
to self-administer medications, and the nurse pag
i would need to be educated. Record review for . e
residents #41 and #69 showed o remldlents self administering to assure
self-administration evaluations. policies and procedures are followed.
F 241 | 483.15(z) DIGNITY AND RESPECT OF Health Information Manager/Designee
as=p | INDIVIDUALITY will conduct admission audits to assure
medication self-administration evaluations
The facility must promote care for residents in a are completed. Case Managet/Designec
manner and in an environment that maintains or will assure self medication evaluations are
. enhances each resident's dignity and respect in complete on any current residents
: full recognition of his or har individuality. expressing a desire to self-administer and

| any residents that self administer who bave
experienced a change of status.
1 This REQUIREMENT is not met as evidenced

by d. Any concerns noted in completion and
Based on observation and staff interview, the follow-through on medication self-
facility failed to ensure 1 sarapie resident #54), administration evaluations will be
, - anc 2 non-sampie residents (#48, #31) were addressed through the initiation of
i : freated in a dignified manner during 3 random Performance Improvement Action teams
observations. The findings were: and referral to the Performance
1 t Committee.
1. Observation in the secure unit on 3/8/10 at fuprovement --om
5:55 PM and on 3/9/10 at 8:30 AM revealed the

i table nearast to the sink was visibly soiled with F 241 | F241 Dignity and Respect

i dried liguids and food crumbs. In both instances,

! the table was not cleaned prior to residents #48 This requirement will be met as evidenced

| and #31 being seated and served thelr meals by by:
: the staff. interview on 3/10/10 at 2:10 PM with ) ‘

icersed practical nurse #1 revealed the tables I'a. Tables for residents #31 and #48 will | 03/09/10
| should have been cleaned prior to the residenis be cleaned immediately.
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s DEFICIENCY)
; _ This Plan of Correction is the Cenlers credible
F 241 | Continued From page 2 F 241 altegation qu;omp!fance.
. eafing. She stated "We probably got wrapped up Prepavation andfor execution of this  Plan of
"and failed to notice. " Correction  does  not  constitute  admission  of
| agreement by the provider of the truth of the facts
2. Observation on 3/9/10 at 2:45 AM showed eimes. The. P of Correntin e of
i certified nurse aide (CNA) #1 pushed resident andfor executed solely because it is required bv the
| #54 1o his/her room for perineal care due to provisions of Federal and State faw.
! urinary incontinence. Upon reaching the room,
the CNA left fo obtain a protective pad for the F241 Dignity and Respect
bed. The CNA said the resident was "soaked” Continued from page 2
and his/her slacks were wet. Observation
confirmed that statement and also revealed the b. Dining room tables will be cleaned by
wheelchair cushion was wat, After completing staff following use fo assure a clean
perineal carg, the CNA placed the clean brief and dignified environment for resident ’
then the resident's clean clothing on top of the dining/use
wet pad, contaminating them with urine. Then, c Ho;:sékee ing/Activities/Nursin
without cleaning the wet cushion, the CNA S ‘ff 1l bo i ping dbv o X £
: assisted the resident back into a wheelchair. A tatl will be mservice 'y Housexeeping
previously attempted interview on 3/8/10 at 4:10 Director on proper cleaning of resident
PM revealed the resident would not respond to dining tables and chairs after resident use.
| questions. On 3/10/40 the director of nursing Housekeeping Director will complete
services stated her expectation was that the wet random audits to assure an ongoing clear,
pad would be removed before clean, dry items dignified dining area is provided to
were placed on the resident, and the wheelchair residents.
cushion should be cleaned hefore being reused. d. Any persistent or recurring noted
F 248 483.15(N({1) ACTIVITIES MEET concemns will be referred to the
sg=£ | INTERESTSINEEDS OF EACH RES Performance Improvement Commniittee by
the Housekeeping Director for further
| The facility must provide for an ongoing program action/resolution. _
| of activities designed to mest, in accordance with LT
tha comprehensive assessment, the interests and 2.a. Skin checks will be completed by a 03,:10”0
the physical, mental, and psychesocial well-being licensed nurse to assure skin integrity an
of each resident. cleanliness are provided to resident #54.
CNA #1 will be inserviced by /(,,/ 7
— . . SDC/Designee on correct procedure for
lla ;1_!8 REQUIREMENT is not met as evidenced care of wrinary incontineno&;. u_l \[(
Based or observation, staff interview, medical b. Weekly skin cheeks will be complete
record review, and review of the activity schedule, by licensed nurses on all residents to
the facility failed to provide functicnal stimulation assure resident skin is clean and intact,
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TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
F 248 ‘ Gortmuea From page 3 This P.Ian of Cow_'ecrion is the Center’s credible
aflegation of compliance.
i or meaningful life activities for 4 sample residents Preparation andjor execution of this Plan of
| (#54, #65, #11 . #25), two supplemenial sample Corvection does wnol  constitute admission  of
! residents (#44, #48), and 11 non-sample agreement by the provider of the truth of the facts
residents (1, 40, #1215, 23, 427,731,432, e e o 1 e sttt o
#34, _#36’ #‘58) WhO the _fa_cf'hty deﬁer,m”?' ed and/or executed solefy because il is reqm‘repd i‘;y the
required one-to-one aclivilies. The findings were: provisions of Federal and State law,
1. Observation on 3/8/10 at 4:10 PM and 6:38 PM F24] Dignity and Respect
showed resldent #54 seated in a wheelchsir in ' :
hisfher room with the privacy curtain puiled. The Continued from page 3
resident was sitting with his/her head bowed, e .
ayes shut, and was facing the wall. On 3/8/10 at 2 (unl‘f;’:’ skin 2?\‘;6? Oﬂ?ﬁr‘gls.e asse.sseggnd 03710710
PM observation showed staff wheeled the note p“(.n) Als Wilh be inserviced by
resident into his/her room and positioned the SDC/Designee on policies and procedures
resident facing the wall. At that time, the resident for provision of care following a resident
was holding a doll, but was not interacting with it episode Of“““"’fry Incontinence,
in any way, The resident sat with eyes shut and c. Weekly Sk“} check Tes}llts and
head bowed. The resident was positioned in a random observations of resident
manner that prevented the resident from seeing incontinent care will be reviewed by the
into the hallway or out the window, Furthermore, 3C/Designee to assure compliance with
the walls had been painted a shade of brownish policies and procedures related to resident
tan so the room was dim because the lights were incontinent care.
off, and the blinds were half shut. d. Concerns related to provision of
Observation on 3/9/10 ai 8:45 AM revealed resident incontinent care will be referred to
staff pushed the resident to the television area the Performance Improvelnent Committee
cpposite the back nurses’ station. The resident by the SDC/designee for further follow-up.
remained there with his/her head down and eyes
shut untii 8:45 AM. During that one hour time F 248 | ¥248 Activities Interests/Needs
period, steff did not interact with the resident, and .
the resident gave no indication s/he was aware of ; . . : -
the surroundings or that s/he was "People gh'ls requirement will be met as evidenced | 4716/10
Watching” as was noted to be documented as on ¥
the rasident's aciivity flow sheet The resident ..
was also coded on the activity flow shest as a A‘f“"“y needs assessments__a“d .
"Active" for music, TV/iradio/movies, and pet visits program development appropriatc (o mee
i on this day. functional stlmuIatloq n_eeds.WﬂI be
Observation on 3/9/10 at 10:25 AM during completed by the Activity Director for
the "Sit to be Fit" activity showed the resident did residents #54, #65, #11, #25, #44, #48, #1,
not parficipate and, again, sat with hisfher head #3, #12, #15, #23, #27, 431, 1132, #34, #36,
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F 248 Continued From page 4 F 248 This Plan of Correction is the Cenier's credible

| bowed and eyes shut, Although the resident was

: seated next to the activity aide, during the ten

" minute observation, the aide made no attemptto
involve tha resident in the activity.

1 2. During random observations on 3/10/10 from

| 9:05 AM through 11 AM, resident #55 was asleep
©in & wheelchair and would not arouse when
spoken to. Review of the resident’s 12/1/09
quarterly Minimum Data Set (MDS) Assessment
showed the resident was coded for shorf and long
' term memory probiems, and was severely
impaired related to decisicn-making. Review of
the activity log for 3/10/10 showad the resident
was coded as "aciive” for Music,
TV/Radio/Movies, Pet Visits, and Relaxation, and
"individual” for People Waiching, during the time
of this 3/10/10 observation. The resident also had
ane-to-one activities documentad only once a
weak for reading newspapers or magazines.
Further review showed the facility had no
conducied oan activity assessment for this
rasident,

During an interview with the activity director
an 3/10/10 at 3 PM, he confirmad the resident
had no activity assessment, and stated the
resident was on the activity staff list for
! one-to-one activities, He also said staff coded the
resident as "active” during group activities hased
on occasional hand or eye gesfures and that staff
knew the resident well enough tc detarming if
thuse gestures reflected active involvement.

3. During an interview on 3/10/10 at 3 PM, the
activity director stated "people watching” involved
a resident being placed in hisfher wheelchair in
front of the television across from the back half

allegation of compliance.

Freparation andjor execution of ithis Plan of
Corvection does nol constitute  admission of
agreement by the provider of the ruth of the facls
alleged or conclusions set forth in the statement of
deficiencies.  The Plan of Correction is prepared
and/or executed solefv because it is required by the
provisions of Federal and State law.

F248 Activities Interests/Needs
Continued from page 4

#58. Activity Assistant will be inserviced | 4/16/10
by the Activity Director on correct use of -
Active/Passive when noting resident
participation in provided activity. Care
plans for those residents will be updated to
assure functional stimulation needs are
met.

b. Activity Director will complete activity
needs assessments for facility residents per
policies and procedures to determine
appropriate functional level and
participation level and placement of
residents on 1:1 program as appropriate.

c. Aclivity calendar will be revised by
Activities Director based on results of
Abilities Focused Activities Assessment to
assure functional stimulation needs of the
residents are met. Activity staff will be
inserviced by Activity Director/designee to
assure activities are provided in a manner
that meets functional ability levels of
residents. A calendar andit will be
consulted monthly x 3 to determine gquality

nurses' station. He alse stated that cne-fo-one of programming.
activities were only carried out for ten to fifteen
FORM CMS-2567(02-99) Previous Versions Obsolete Event D V2ZRR11 Facility [D: WY0O37 If continuation sheet Page 5 of 36
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s5=F i MAINTENANCE SERVICES

' The facility must provide housekeeping and
maintenance services necessary o maintain 2
sanitary, orderly, and comfortable interior,

This REQUIREMENT is not met as evidenced
by

Based on random observations and siaff
interview, the facility failed to enstire adequate
housekeeping and sanitation measuras for

i maintaining cleaniiness in the laundry room, the

i secure care unit, various resident rooms, and the
" northeast exterfor pathway along the outdoor

' petio. The findings were:

! Random observations from 3/8/10 at 4:30 PM
| through 3/10/10 at 3:48 PM reveaied the following
| concerns:

1, 1. Observation on 3/10/10 af 11:33 AM revealed
! the faundry room had two washing machines. The

i

4D | SUMMARY STATEMENT OF DEFICIENGIES PROVIDER'S PLAN OF CORRECTION xSy
PRECIX | {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
]
F 248 | Continued From page 5 E 248 T;‘;w P_!an };f Coa';rec.-rion is the Center's credible
_— ) , \ aflfegation of compliance.
! m'nUteS. per We?}.( for I.ESEdB‘nfS WI_-'O reqmreld fmat Preparation andfor execution of this Plan of
; interaction. Additional interview with the activity Correction does not  constitute admission of
director on 3/11/10 at 8:30 AM revealed the agreement by the provider of the truih of the facis
' facility had a "bunch of residents” who sat with a!legfad or conchisions ser _[o}:.!h in the statemeni of
 their heads bowed and their eyes shut He ﬁiﬁj’c’f’:ﬁi‘" [e?'s"oﬁ"’"b of (’O"f;“?‘io_” is _‘g"’g’""fd
! confirmed the facility provided mirimal activities provisions of Federal end State w2 e
for those residents who were dependent and/ior '
cognitively impaired. The director identified F24 o
residents #1, #3, #11, #12, #15, #23, #25, #27, Confhﬁlfg’;f;lI“;efgtsmeeds
|31, #32, #34, #36, $#44, #48, #54, #58, and #55 pag
! 28 requiring one-to-one activities. Review of the N . . 4/16/10
March 2010 activity calendar verified 2 minimum d. The Activity Director/Designee will
number of activities suitable for functiona! report findings of calendar audit and 1:1
s stimulation of dependent or cognitively-impaired program to Performance Improvement
| residents. Committee monthly x 3 for review and
F 253 | 483.15(h)(2) HOUSEKEERING & F 253| recommendations.

This requirement will be met as evidenced

F253 Housckeeping and Maintenance ( 4/16/10
Services \-—_}—/

by:

a. Washing machines and attached -
hoses/wires will be cleaned by the
Maintenance Director. Exterior pathway
between North and North West entrances
will be raked by the Maintenance
Director/Designee for removal of cigarette
butts (as weather permits), light fixture
over secure unit nursing station and air
vents in adjoining bathroom between
resident rooms #37 and #38 will be
cleaned by Maintenance Director.
Housekeeping staff will complete
thorough cleaning on all tables and chairs
in secure unit. Housekeeping staff will
clean cover guards on fans in resident
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= 253} Continued Erom page 6 E 053 This P.hm of Con_'ecfion is the Ceniter’s credible

; ) ) ) aliegation of compliance.
| e_xtenprs of both machines (taps, sides and Preparation  endfor execution of this Plan of
+ electrical control units), along with the water and Correction does  not  constituie  admission  of
- detergent hoses and the elactrical wires attached agreement Ly the provider of the trufh of the facts
i fo them, were encrusted in dried dirt and lint. The ziigfgrf? g; scon;;:fljg;:e; féfff,;”c r:f;; S,fﬁ?;;’;’,fﬁ
; maintenance manager confirmed the DbSE_NaiIDﬂ and/or executed solely becanse it is reguired by the
! and stated the last time he used a pressurizad provistons of Federal and State iow.,
E water cleaner system {o clsan the washing F253 Housekeeping and Maintenance
| machines, one of the machine's electrical units Services
| was damaged. As a result, he stated he was Continued from page 6
| "hesitant” to use the same meathod to again clean 4/16/10

the washing machines.

i 2. Observation on 3/10/10 at 12:08 PM reveaied
the exterior pathway running between the north
and northwest entrances was litterad with
cigarette buits. The pathway ran along the
outdoor pafio. The maintenance manager stated
at the time of the observation that he was
unaware of the butts being on the ground

| because they had been covered by snow. He
stated that the cigaretie butts were visible now
that the snow had mealted,

3. Observation on 3/10/10 at 3:48 PM revealed an
accumulation of lint on the light fixture over the
nurses' station in the securs unit and in the cailing
air vent in the bathroom batween resident rooms
#37 and #38. interview with the maintenance
manager at that time confirmed the above
chservations.

i 4. Observation in the secure unit on 3/8/10 at
4:55 PM revealted two of the four dining tables
had edges that were solled with dried on food.
There were aiso four chairs that were soiled with
food dried onte the arms. interview with licensed
praciicel nurse #1 on 3/10/10 at 2:10 PM revealed
she didr't say much attention to how well
housekeeping cleaned the chairs and tables.

clean cover guards on fans in resident
rooms #6, #39, #10.

b. Routine cleaning schedule for washers
will be initiated by Maintenance Director -
to assure ongoing cleanliness of machines.
Exterior pathways will be routinely
checked and raked (weather permitting) by
Maintenance Director/Designee to provide
safe and clean exterior, Light fixtures and
air vents in all areas will be cleaned per
routine PM Schedule by the Maintenance
Director/Designee. Housekeeping staff
will clean soiled chairs and tables daily
and will clean resident/common area fans
when noted to be visibly dusty.

¢. Maintenance Director/Designee will
complete PM Cleaning Schedules for
washing machines, vents, and lighting
fixtures. Housekeeping Director/Designee
will conduct random rounds to assure
ongoing compliance with cleanliness of
resident diing tables, chairs and cooling
fans.

d. If concerns noted, Performance
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F 253;; Continued From page 7 E 953 Tzis Plan of Correction is the Center's credib)‘e

1 . - . . allegation of compliance,

t Interview on 3/11/10 at 9;15 AM with Freparation andlor execution of this Plan of
housekeeper #1 revealed housekeepers were Correction does not  constitute  admission  of
expectad o clean the table edges and arms of egreement by the provider of the truth of the facts
the chairs after each meat, She sfated not at‘leg?d or conclusions set forth in the statement of
evaryone did a thorough ]Gb. deficiencies.  The Plan of Correction is prepared

andfor executed solely because it is required by the
provisions of Federal and Stare law.

F253 Housekeeping and Maintenance
Services

Continued from page 7

| 5. Observation from 3/8/1C through 3/10/10
revealed the following resident rooms: #5, #£38
and #10 had fans with dirty cover guards. The fan
iovated In the conference room also had a dusty

cover guard. .
g Fmprovement Action Teams will be

formed to address concerns with resulis

F 280 | 483.20(d1(3), 483.10(K)2) RIGHT TO I’ffef”"d by Housekeeping Director to

55=D | PARTICIPATE PLANNING CARE-REVISE CP erformance Improvement Committee.
H
| The resicent has the right, unless adjudged } )
H 1n30mpetent or Otherwise found o be F 280 F 280 ngh[ to Pﬂrticipate in P]anning
“inzapacitated under the laws of the State, to Care/Revise Care Plan
! participate in planning care and treatment or
. changes in care and treatment. This requirement will be met as evidenced @
by:
LA comprehensive care plar must be developsad (
; within 7 days after the CompIE‘iiOF of the a. MDS Coordinator will assure Care
: comprehansive assessment; prepared by an plans are appropriately revised to reflect
-interdisciplinary team, thaf includes the attending current status and needs of residents #26
, physician, a registered nurse with responsibility and #54.

: for the resident, ang cther appropriate staff in

; disciplines as determined by the resident's needs,
+ and, to the extent practicable, the participation of
i the resident, the resident's family or the resident's dat a ) 4 need
 legal representative; and pericdically reviewed ppdate to reflect current status and needs

i + and revised by a team of qualified persons after pf residents at cach resident’s routine care
' each assessment plan meeting. Interdisciplinary Team staff

contributing to care plan development will
i e inserviced by the MDS
toordinator/designee on accuracy and
revisions of care plans.

b. MDS Coordinator will confirm Care
Plans for all residents are reviewed and

| This REQUIREMENT is not met as evidenced

TORM CIMS-2567.02-08) Pravious Versions Obsolete Event ID: VARR11 Facility iD: WY0037 If continuation sheet Pags 8 of 36
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F 2802 Continued From page 8 = ogg| This Plan of Correction is the Center's credibie
; allegation of compliance.
Coy Preparation andfor execution of this Plan of
| Based on observation, medical record review, Correction does not  constivte  admission  of
; and staff interview, the facility falied to revise the agreement by the provider of the truth of the facts |
care plans for 2 of 15 sample residents (#28, #54) Zﬂeg{ed or c.'on;;nsf?;:;r sel fo(l;ﬂ! in !_J"Je s_fa.re;‘flc’nr-o_a;"
o acocuraiely reflect each resident's current oficiencies. The Plan of Cor: ection Is prepare
- - . andfor executed solely because it is required by the
condition. The findings were: provisions of Federal and State law.
) . F 280 Right to Participate in Planning
1. According fo the care plan last updated with Care/Revise Care Plan
the 2/7/10 quarterly Minimum Data Set (MDS) Continued from page 8 4/16/10

assessment, resident #54 was be toileted for
incontinence, receive skim milk and small
portions for a weight loss program, use a seat
belt in the wheelchair, be encouragad to self
propel the wheelchair, and be transferred with a
mechanical [it. Intermittent ohservations from

| 3/8/10 through 3/11/10 revealed none of these

| interventions were implemented.

The care plan contgined inconsistencies with
regard to the itemized interventions. Several of
the interventions were repeated numerous times
however, only one would be changed on the care
plan. For example, on 3/10/10 at 10:23 AM the
dietary manager stated the resident was recently
i placed on regular porticns and wkiole milk as s/he
was no [onger on a weight loss program. She
confirmed some of the distary interventions had
not been changed. On 3/11/10 at 9:18 AM, the
MD3 coordinator confirmed the care plan had not
besan revised to reflect the resident's current
" cendition.

| 2. Review of the care plan showed resident #26

. Was to be transferred using a walker and contact

i guard assistance, tofleted by staff, receive set-up

i . assistance with mea]s and receive staff
assnstance with a colostomy bag as needed.
Rundom observations from 3/8/10 through

; 3/71/10 showed the resident changed the

i colostorny bag and transferred and toileted

|

¢. Random care plan audits will be
completed by the Director of Nursing
Services/Designee to assure ongoing
accuracy and revision of care plans to
reflect resident current status and needs.

d. Identified concerns will be presented to
the Performance Improvement Committec
by the Director of Nursing
Services/Designee for further action, if
needed.
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F 280 | Continued From page 9 F 280{ 7This Plan of Correction is the Center's credible
| him/herself independently. Meal observations on f,f;ﬁgfg’; j’;f ";’”’[5}”"’"""' don of this Flan of
| P ! y Preparati md/or execation of this Flan ¢
3/8/10 at 5;’55 PM and 3/ 9./ 10 at 8 ’_9 AM showed Correction does  not  constitute  admission  of
: set-up assistance was neither provided ror agreement by the provider of the truth of the facts
| offered. On 3/41/10 at 9:20 AM the MDS alleged or conclusions set forth in the statement of
coordinator stated the care plan for this resident deficiencies. The Plan of Correction is prepared
should be revised. and/or executed solelv because i is required by the
i rovisions of Federal and State Jaw.
F 281 | 483.20(k)(3)() SERVICES PROVIDED MEET F281] 7 o Vederal and Siate faw
ss=r PROFESSIONAL STANDARDS
1

| The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as avidenced
by

Basad on vbservation, staff interview and medical
record reviaw, the facility failed to ensurs
professional standards were foliowad related to
medication administration for 2 non-sample
residents (#41, #69). In addition, non-gualified
staff attempted to provide nursing services for 1
samble resident (#62). The findings were;

1. During observation in the secure unit on
(3010 at 2:.08 PM and 2:12 PM, licensed
practical nurse #1i failed to follow standards of
practice related to medication administration for
residents #41 and #68. According to Smith, Duell
and Martin "Clinical Nursing Skills Basic to
Advanced Skills,” Seventh Edition, Prentice-Hall,
Inc., 2008 when administering oral medications,
the nurse should always make sure client
swallows medication. Refer to Federal ciiation
F1786 for details related to the improper
medication administration for residents #41 and
#69.

2. During an interview on 3/10/10 at 4 PM,

resident #62 stated a "kid" had attempted fo

F281 Services Provided to Meet
Professional Standards

/ )
This requirement will be met as evidence{ 4/16/10
by: .

1. Please refer to Plan of Care for F 176

2.a. Social Services Director will meet
with resident #62 to assure resident that
cate delivery will be provided by qualified
staff,

b. Social Services Director/Activities
Director will assure all children present in
building are properly supervised. If
volunteering, Activities Director will
provide children information concerning
allowed tasks. Social Services Director
will interview interviewable residents for
input related to presence and activities of
children in the facility. Activities
Drrector/Designee will inservice staff on
policies and procedures related to
presence/activitics of children in facility.

c. Activity Director/Designee will conduct
random observations of children in facility
to assure ongoing compliance with

expectations. Social Services Director will
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E 284 Continued From page 10 E 281 This Plan of Correction is the Center's credibic
X allegation of compliance.
; changg hzs!hfer oxygen tank a oouple. gfweaks Preparation andfor execution of ihis Plan of
. ago. The resident was upset that a child was Correction does not  constitute  admission  of
i allowed to do that and stated the child's parent agreement by the provider of the truth of the facts
worked at the facility. During confidentiat alleged or conclusions sei forth in the statement of
interviews, five other residents confirmed they ""{;ﬁ“’"c“-’s- 57’0 !Plfm;) of Correction s prepared
! ? - and/or excented solely because it is required by the
had seen a child attempt tc change resident provisions of Federal and State law.
oxygen tanks and {ake blood pressures, On
3/11/10 at 8:34 AM the director of nursing F281 Services Provided to Meet 4/16/10
services stated she was unaware of this praclice, :
TVice Professional Standards
but children were not allowed to change oxygen Continued from 10
tanks or take blood pressures. page
F 300} 483.25 PROVIDE CARE/SERVICES FOR ! conduct rand b . .
s5-G | HIGHEST WELL BEING conduct random o servatllons of chllldren
in facility to assure ongoing compliance
Each resident must receive and the facility must with expectations. Social Services
| provide the necessary care and services to attain Director will conduct random interviews
| or maintain the highest practicable physical, with T@’Sldeﬂfs (interviewable) for
mental, and psychosocial well-being, in concerns/satisfaction with
i accordance with the comprehensive assessment presence/activitics of children when
i and plan of care. present in facility.
i d. Social Services Director and
i - . Activities Director/Designee will refer any
: Th_ls REQUIREMENT is not met as svidenced ongoing concerns to Performance
i by: ] . . ) Improvement Committee for further
. Based on observation, staff interview, medical L
; ; ) . . - hction, if needed.
i record review, and resident interview, the facility
| failed to ensure pain management was provided
' in an effactive manner for 1 supplemental sample . o .
 resident (#48) and 2 of 6 sample residents (#15, | © o0 [ 209 ?‘%‘;‘i;ﬂga‘."e’ Services for the
#22) who were identified by the facility as having 1ghest Well Being
pain. By not assessing the resident in a timely ) ‘ ] . 4/16/10
manner, resident #48 experienced aveidable pain This requirement will be met as evidenced
resulting in harm. In addition, the facility failed to by
coordinate care for 1 of 1 sample resident (#62)
who was receiving hospice services. The findings £, a. Director of Nursing Services/
were: Designee will complete new pain
. assessments Tor residents #48, #16, #22.
' : Pain Assessments will include pain indicators

FORM CMS-2567(02-99) Fravious Yersions Obsciste

Event 10: VZRR11

Facility [D: WYO037 If continuailon sheet Page 11 of 36



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

ﬁu@”

PRINTED: 03/24/2010
FCRM APFPROVED
OMB NQ, 08938-0381

P STATEMENT OF CEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AR PLAN OF CDRRECTION IDENT.FICATION NUMBER: COMPLETED
; A BUILDING
C
< B. WING
535031 03/11/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1002 FOREST DRIVE
WIND RIVER HEALTHCARE & REHABILITATION CENTER .
RIVERTON, WY 82501
xain | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION X8
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFPRIATE DATE
; DEFICIENCY)
F 308! Continued From page 11 F 308

1. Review of the 8/23/08 pain assessment

showed resident #48 had joint pain reiated to

arthritis. The assessment also showed the

resident was uhable to express verbally either

his/her acceptable level of pain, cr the

effectiveness of an as nesded (PRN) pain

medication, Lortab, The assessment further

showed paln intervention was necessary and

referred to the resident's plan of care. Review of

the care pian, dated 1/28/08, showed a primary

intervention for the problerms of wandering and

restlessness was to "Rule out pain... " However,

there was no further mention of pain as a probiem

for this resident throughout the care plan.
Review of the most current 12/17/09 pain

i @ssassment showed the resident did not have

l any pain, However, the resident had received

; pain medication according to the Decamber 2008

i medication administration record {MAR). The

' resident received PRN Loriab for pain eleven

' times from 12/2- 12/31/C9. In addition, the

 resident received the PRN pain medication

 seventean times in January 2010, and twenty

| times in February 2010. Review of the December

2009, and the January and February 2010 pain

i monitoring flow sheets showead the signs of pain

| included restlessness, anxiety, and agitation, The

| following concems were identifled regarding the

! provision of paih relief for this resident in a timely

| manner;

; a. Observation in the secure unit on 3/8/10

i from 4:55 PM unti! 8:15 PM showad the resident

| appeared to be in pain. During the confinuous

| observafion, the resident wandered the haliway

iand diningfecommon area of the unit with quick

| movements, revisiting the same areas over and

! over, and appeared to be anxious and locking for

i something. At 5:03 PM the program coordinator

This Plan of Correction is the Center's credible
allegation of compliance.

Preparation andfor execution of this Plan of
Correction does not constifle admission of
agreement by the provider of the truth of the facts
alleged or conclusions set forth in the statement of
defictencies. The Plan of Corvection Is prepaved
and/or executed solely because it is required by the
provisions of Federal and State law.

F309 Provide Care/Services for the
Highest Well Being
Continued from page 11

Assessments will include pain indicators C
and indications of pain relief. Both
pharmacological approaches will be
identified and mdications for
use/effectiveness noted. Staff caring for
residents #48, #16, #22 will be inserviced
by the SDC/Designee on resident care and
interventions as relate to pain

management.

b. Director of Nursing
Services/Designee will inservice licensed
nurses on policies and procedures related
to pain assessment freatment and
documentation. Licensed nursed will
assure current pain assessments are
completed in a timely and thorough
manner for residents. Licensed nurses will
provide ongoing observations and
treatment of residents with pain.

¢. Director of Nursing Services will
complete random observations of
residents, review assessments and
documentation to assure ongoing

compliance with policies and procedures

4/16/10
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& 308 ' Confinued From page 12 F308| This Plan of Correciion is the Center's credible
asked the resident what s/he was searching for, fhegation of compliance. s Bl
. the resident did not respond. The coordinator Cfo‘;fg;;gﬁ" does n of"'eff;ﬁ?:;rmzf admission zj;
i then asked the resident if s/he wanted to sit )

agreement by the provider of the truth of the facts

i down. The resident responded "Yes" to sitling but alleged or conclysions set forth in the siatement of
i did not sit. The coordinator did not pursue any deficiencies. The Plan of Corvection is prepared
| further communication with the resident. The andfor exectted solely because it is required by the
' resident continued to wander the area in an provisions of Federal and State low.
| anXious manner, occasionally sitting down for a . .
few moments. At6:07 PM the resident sat in a F309 Provide Care/Services for the 4/16/10
chair grimacing and moving in a rocking motion. Highest Well Being
The resident appeared to be uncornforfable and Continued from page 12
did not stay seated. Sfhe again began moving
around the area where three staff members ware related to pain management.
working to gef residents seated for the evening
meal. At 8:15 PM the resident again sat down in a d. Any concerns related to pain
t chair. The resident put hisfher head back with management will be addressed through a
| eves closed and moaned. During the 1 hour and ‘ Performance Improvement Action Team

20 minute observation, the resident was not
guestioned or otherwise assessed for pain, .

b. According to the March 2010 MAR, the
| resident was assessed for pain on 3/8/10 at 7 PM
and determined to have a nonverbal pain level of
"5" (moderate significant pain). The MAR showed
Lortab £/500 milligrams (mg) was given,

and Director of Nursing Services will
review results with Performance
Improvement Commitice.

2. a. Hospice information, including
orders, assessments will be placed in the

However, the MAR failed to show if the chart for resident #62. Care Plan mecting

medication was effective. The pair monitoring with both faglhty and hosptlce §taff will be
i flow sheet was blank for the month of March. held to provide care coordination for

c. Interview with licensed practical nurse resident #62.

{LPN) #1 on 3/10/10 at 9:55 AM revealed she did . .
'not assess the resident related {o pain on her shift b. Staff Development Coordinator will
: the evening of 3/8/10. She stated she was not inservice nursing staff on responsibilities
. sure what pain the resident had other than having of facility and hospice staff and required
| pain prior to bowel movements. The LPN stated documentation for coordination of care for
i she might need to be more aware, because she residents placed on hospice. Director of
E knew the resident was given Lortab mOSt I‘Ilghis Nursing Sewices/Dgsignee will meet with
i d. Although the resident was administered hospice nursing director to clarify roles

! pain medication at 7 PM on 3/8/10, the resident
had heen displaying what the facilily had
: previously identified as signs of pain for this

and coordination of proiocols.

¢. Director of Nursing Services/Designee

FORM CMS-2587(02-99) Previous Versions Obsolete Evart iDiVEZRR14 Faglity ID: WYoo37 If continuation sheet Page 13 of 36
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F 302 | Continued From page 13 F 309 This Plan of Correction is the Center's credible
! resident since 3:55 PM. The dslay in assessing ;’,f’:ﬁgf‘a‘;’r;if C:’"ijf‘f"cr’: .
| the resident for pain resulted in harm to the Corvection. does  nos anen & s Flanof
' resident who could have been relieved of histher agreement by the provider of the trufh ’:}sffﬁ"” of
ipainupto 3 hours and 5 minuies sooner. alieged or conclusions set forth in the siatenfﬂﬁcgf
i deficiencies. The Plan of Correction is prepared
' 2. According to the 1/6/10 annuai Minimum Data andfor executed solely because it is required by the
| Set (MDS) assessment, resident #16 experianced provisions of Federal and State law.
| mild daily pain of bone, hip, soft tissue, and joints. .
. Review of the comprehensive pain assessment 1309 Provide Care/Services for the 4/16/10
dated 1/6/10 showed the resident's pain score Highest Well Being
rating was documented as 7 to 8 (on a scale 6 0 Continued from page 13
inc pain] o 10 [the worst pain]}. Review of the ]
care plan showed staff were to "assess the will conduct review of newly admitted
effectiveness of pain medication” and report to residents to hospice to determine that
the physician if ineffective and "assess and documentation and coordination are in
document non-pharmacoicgical interventions for -~ place. Director of Nursing/Designee will
pain relief: (e.g. heat, ccld, massage, positioning, complete random audits of hospice-
t music,etc.)” The foliowing concerns with this designated residents’ charts for ongoing
| resident's pain management program were - ompliance. ©
| identiﬂed!: hough th d dentified in th
i a. Although the resident was identified in the d. ! : )
1/6/10 MDS assessment as having some difficulty Nursiignscgﬁfcgsrfgi?ied:y th]e] Ig“'ecml of
making dacisions in new situations only, the thviewed throvsh th I;gn fe will be
resident's acceptable level of paln was not Hrovement Cg © Perlormance
ascertained. Instead, "Unable to express" had - ,act].j e o s ommittee for further
been checked. The level of pain documented on 1ons if indicated.
the pain score rating ("7 to 8" of the pain
assessment was described as "moderate
significant pain” to “freguent significant pain &t
rest or severe pain with movement.” On 3/10/10
at 2:10 PM the resident stated s/hie wouid like the
pain level kept at "3" or below. S/he further stated
his/her current program for pain control was
inaffective.
b. The 1/6/10 assessment failed fo describe
 how pain affected the resident’s activities of daily
| living and non-verbal indications of pain were not
| identified. During an interview on 3/ 0/10 from
E 2:10 PM through 2:25 PN, the resident stated |
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Continued From page 4

s/he "doesn't want to do anything." The resident
specifically stated s/he did nct want to go to the
dining room because it hurt to walk. The resident
further stated s/he had no interest in activities as
participating caused increased pain. During the
interview, the resident continually rubbed both
knees which were covered with old surgical scars.
The resident also had a surgical scar on the left
hip.

c. Even though the resident's pain rating was
docurmented as "7 to 8," further review of the pain
assessment showed the conclusion was "No
pain, intervention is not necessary.” An additichal
note documented the resident had a "long history
of narcotic use...will on occasion overstate
pain...will request PRN Jas needed] pain med”
and then be seen dancing in his/her room. There
was no determination if dancing was used as a
nen-pharmacolegical intervention for pain
management,

~d. Review of the datlly pain scores showed
they were documented at 8 AM and between 7
PM and 8 PM. The effectiveness of routine pain
medications was not re-evaluated throughout the
day. When asked on 3/10/10 at 3:50 PM how pain
was evaluated throughout his shift, registered
nurse (RN} #1 shrugged, but did not reply. At 2:26
PM that day the resident rated his/her pain lavel
as a "6 to 7," which was describad on the facility's
pain scale as moderate significant pain.

3. Review of an undated pain assessment in the
medical record for resident #22 showed the
resident had left hip pain due to surgery that
involved a left hip fracture. Review of a
physician's order showed the resident had a
2H1M0 order for Darvocet N-100 mg for pain.
Review of the care plan showed staff was
required to evaluate the resident's pain after pain

F 309
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non-verbal pain information, pain effect on guality

ContinLied From page 15

medicafion administration and notify the physician
for unrelieved pain. The following concerns with
assessment of pain were identified;

a. The resident's pain assessment was
blank for the resident’s description of pain,

of life, causes of pain, indicators of pain relief
including acceptable pain level, or conclusicn as
to staff interventions. The care plan required staff
to notify the physician when the residents pain
was unrelieved. Mowaever, staff failed to document
the resident's acceptable pain level on the care
plan, and there was no documentation in the
record to show the physician was ever notified of
unrefieved pain. :

h. Review of the February and March
2010 MAR showed the resident received
Darvocet N-100 mg once or fwice each day. The
review showed staff documented pain at "5"
before and *1 to 3" on tha MAR or pain monitoring
fiowsheets after the resident receivad pain
medication. However, on 2/19/10, 2/27/10, 3/4/10,
3/5M0, 3/6/10, 3/7/10, and 3/8/1C staif did not
document a level after the resident was
medicated for pain.

c. The director of nursing services was
interviewed on 3/10/10 at 11:15 AM. She stated
the resident's pain assessment was incompleie,
and staff failed fo document an acceptable level
of pain on the assessment or care plan. She also
siated her expectation was for staff to evaluate
the resident's pain level bafore and after the
administration of pain medication and to follow
the care plan.

Hospice

According to the physician's orders, resident #62

F 309
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88=D | RESTORE BLADDER
I
| Based on the resident's comprahensive
1 assessment, the facility must snsure thata
' resident who enters the facifity without an
| indwelling catheter is not catheterized uniess the
| resident's clinical condition demonstrates that
| catheterization was necessary; and a resident
| who Is incontinent of bladder receives appropriate
I freatment and services to prevent urinary tract
| infections and fo restore as much normal bladder

. function as possible.
o

This REQUIREMENT is not met as evidenced
by: '

Based on observation, staff interview, and review
of policies and procedures, the facility failled to
provide care in a manner to prevent urinary tract
infections for 1 of 1 sample resident #37) with a
urinary catheter. The findings were:

! Observation on 3/6/10 at 8:10 AM showed

! resident #37 was transferred to bed by certified
nurse aides (CNAs) #5 and #6 with the use of a

XD, SUMMARY STATEMENT OF DEFICIENGIES iD FROVIDER'S PLAN (OF CORRECTION x5
PREEIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
ARG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
]
F 308 ; Continued From page 18 F 309 73;@? Plan of Correction is the Center's credible
N . \ aflegation of compliance.
was admit@ed o hospice ¢n 3/4/10.‘ Medical Preparation andior esecution of this Plan of
record review on 3/10/10 at 3 PM showed no Correction  d : o
- 1 orvection does  not  constifute  admission  of
evidence of coordination of care betwsen the two agreement by the provider of the trath of the facts
facilities. The hosplce assassments and care plan alleged or conclusions set forth in the statement of
| were lacking; thus, there was no way to deficiencies. The Plan of Correction is prepared
determine which facility would provide specific andfor executed solely because it is required by the
. provisions of Federal and Siate law.
care and services to meet the needs of the
; . resident. Additionally, there was no indication as
! | to which facility had overall professional
management responsibility related to the terminal
iness and related conditions. On 3/10/10 af 5:05
i : PM social workers #1 and #2 confirmed
; ; coerdination of care was lacking.
F 315 | 483.25(c) NO GATHETER, PREVENT UTI, Fats| D3 1d5dN° Cathoter , Prevent UTI, Restore ! 4/16/10
aader

This requirement will be met as evidenced
by:

a. Staff Development Coordinator will
inservice CNA's #5 and #6 on proper
transfer of resident #37 for correct
placement of catheter bag during lift
transfer.

b. Staff Development
Coordinator/Designee will inservice
mursing staff on correct transfers of
residents with indwelling catheters.

¢. Staff Development
Coordinator/Designee will conduct
random reviews of transfers of residents
with indwelling catheters to assure
adherence to correct policy and
procedures.

d. Identified needs/concerns will be
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The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents,

This REQUIREMENT is not met as evidenced
by

Based on observation, steff interview, product
labeling, and reference review, the facility failed to
ensure a safe environment for residents in 1 of 3
dining rooms, 1 of 3 bathing roems and 1 of 4
haliways. The findings were:

(X4 5D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION xs)
PREFIX (SACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 315 Continued From page 17 F 315| This Plan of Correction is the Center’s credible
-mechanical lift. The resident had a urinary f,‘:’jgj’i";.’ of Cz::’ﬂf'"c:'ec ion of this Plan of
; - . - eparalion " xeculon
; C‘athEt"'r with tubing aﬁ?Ched to a (_:athel[er bag. Correetion  does  not  constitute  admission  of
C_/NP‘ \ #5 secured the U”naryvcathe{er bag fo the agreement by the provider of the truth of the facts
lift above the level of the resident's head. The bag aileged or conclusions set forth in the statement of
remained above the resident's head throughout deficiencies.  The Plan of Correction is prepared
the transfer prOCESS. Ye”owish_cjear u”ne was En and/or executed SD,ely because it s I‘equired b_V the
the catheter tubing, and some urine was provisions of Federaf and State law.
observed to drain back into the resident via the
catheter, F315 No Catheter , Prevent UTI, Restore
CNA #5 was interviewed immediately after Bladder
the fransfer. She stated the catheter bag and Continued from page 17
tubing were to be kept beicw the level of the
resident's bladder. She stated she someatimes presented to the Performance
forgets, Improvement Committee by the Staff
) i . Development Coordinator/designee for
Accord ing fo the policy and procedure entitied, further corrective action needs if indicated.
“‘Indwelling Urinary Catheter Care," #14, "To
reduce the incidence of reverse flow... secure the
urinary bag to hang below the resident's
- 323 | 48525(s) FREE OF AGGIDENT F328| e on Acoident
F - ) - Hazards/Supervision/Devices
$5=E | HAZARDS/SUPERVISION/DEVICES P 4116/

(="

This requirement will be met as evidenced
by:

a. Storage cupboard over music system in
main dining room will be locked unless in
immediate use. Missing ceramic tile on
half wall will be replaced. Picture outside
Room #5 with noted cracked cover will be
removed and cover replaced. Flooring
opposite Room 35 will be repaired to
eliminate potential of tripping hazard.

b. Maintenance Director will inservice
staff on procedure for reporting needed
repairs and observations of potential
hazards.
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F 323 Continued ~rom page 18 Eaz3| This Plan of Correction is the Center’s credible
i allegation of compliance. 4/16/10
i Preparvation andfer execution of this Plan of
; 1. Observation on 3/8/10 at 4:28 PM, on 3/¢/10 at Correction does not  constitule admission  of
i 1:45 PM ard then again on 3/10/1C at 11:40 AM agreement by the provider of the truth of the facis
revealed three botfles (two 32 oz. botiles and one alleged or conclusions set forth in {he Statement of
1-liter bottle) of Windex in an unlocked cupboard defictencies. The Pln of Correction is prepared
directly over the music system in the main dining ;fovf;l;;ff)}ﬁd“;?;,‘;n;eg‘;;f: | ired By e
roorm. Review of the labels showed all three
botties contained ammonium chloride. According
o b Colimba Enycpeda o s, 205 P s Tade
causes skin and eye iritation. Inferview wih the Azarcs dufp crvision/Levie
maintenance manager on 3/10/10 at 11:40 AM Continued from page 18
revealed the cupboard doors should be locked,
2. Observation on 3/8/10 at 4:28 PM, on 3/9/10 at ¢. Maintenance Director/Designee will
1:45 PM and then again on 3/10/10 at 11:40 AM conduct routine PM rounds to detcrmine
during a facility tour revealed the following compliance with provision of a safe,
additional concerns: hazard free environment.
a. A two-inch square pisce of ceramic file was
missing on the half wall in cne of three bathing d. Maintenance Director will present
rcoms. The missing tile was about 2 - 3 fest unresolved concerns to the Performance
above the floor's surface and created 2 potential Improvement Safety Committee for further
hazard for residents and staff if they were to action.
bump up against the wall,
b. A 2 it. x 3 ft. picture was hanging on the
wall in the main carridor opposite room #5. The
pictlire was covered in hard but flexible plastic.
An approximate 5 crack was noted. The crack
wag approximately 5 fi, from the floor and had a
sharp edge creating a hazard to anyone rubbing
their fingers across the crack. _
¢. Half of a floor tile that wouid be about 1 ft
square was missing. The section of flooring was
located opposite roomn #35, creating a possible
trip hazard to anyone using a walker for
ambulation.
irterview with the maintenance manager on
3/10/10 during the tour confirmed the above
observations.
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58=D: UNNECESSARY DRUGS

| Each resident's drug regimen must be free from

. unnecessary drugs. An unnscessary 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 cor discontinued; or any

'3 cornbinations of the reasons aboves.

1

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
! as diagnosed and documented in the clinical

i record; and residenis who use anfipsychofic
drugs receive gradual dose reductions, and
hehaviorst interventions, unless clinically
contratndicated, in an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staif
interview, the facility failed to ensure the
madication regimens for 2 of 15 sample residents
(#286, #47) were free of unnecessary medications.
The findings were:

1. Medical record review showed resident #26
was admitted on 11/16/07 with diagnoses that
*‘ included depression and dementia. According to

AN SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PIAN OF CORRECTION (X3
PREFIY {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC [DENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
1
i 328 1 482.25() DRUG REGIMEN {8 FREE FROM F 3201 This Plan of Correction is the Center's cred:bl
allegation of compliance. 4/16/10

Preparation and/or execution of this Plan of
Correction does not  consfitute admission o

agreement by the provider of the truth of the facis
alleged or conclusions set forth in the statement of
deficiencies.  The Plan of Correction is prepared
and/or exectted solely because il is required by the
provisions of Federal and State law.

F329 Drug Regimen Free of Unnecessary
Drugs

This requirement will be met as evidenced

by:

a. Psychotropic medication usage with
associated diapnosis for residents #26, #47
will be clarified through the Psychotropic
Committee. Physicians will be asked to
complete a risk versus benefits statement
for each of the noted residents.

b. Social Services Director/Designee will
compiete inservicing for licensed nursing
staff on policies and procedures related to
appropriate use of psychotropic
medications.

c. Members of the Psychotropic
Committee will complete ongoing routine
reviews of residents receiving
psychotropic medications; providing
needed interventions as indicated.

d. Concerns related to psychotropic
medication usage will be presented to the
Performance Improvement Committee by
he Psychotropic Committee Chairperson
for any indicated follow-up.

FORM CMS-2567(02-9%) Previous Versions Obsolete

Event ID:V2RR11

Faclity 10: WYDD37 if continuation sheet Page 20 of 36



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

& o

L

PRINTED: 03/24/2010
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} FROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

535031

(X2) MULTIPLE CONSTRUGTION
A, BUILDING

(¥3) DATE SURVEY
COMPLETED

B, WING

C
03/11/2010

NAME OF PROVIDER OR SUPPLIER

WIND RIVER HEALTHCARE & REHABILITATION CENTER

1002 FOREST DRIVE
RIVERTON, WY 82501

STREET ADDRESS, CITY, STATE, ZIP CODE

{44 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

PROVIDER'S PLAN OF CORRECTION

[n] (x5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 329

| falled a previously attempted dose reduction, and

Continued From page 20

the physician's orders and the medication
administration records (MARs), the resident had
been receiving the antidepressant Celexa 20
milligrams (mg) since 1/26/08. The pharmacist
requested a dose reduction of Celexa on 1/5/10.
The physician's response was, "Do not attempt to
taper the dose of this drug because in my
professional opinion to do so is dlinically
contraindicated. This patient's behaviors are dua
to the psychiatric diagnosis, and the prescribed
medication at the current dose is the appropriate
treatment.” There was no evidence the resident

the January 2010 Cormnell {est for depression
showed the resident was nof depressed. On
3/10/10 at 5 PM the director of nursing services
{DNS) confirmed the resident did not have a
psychiatric diaghoses and that an analysis of the
risks versus the benefits of continuing the
medication at the same dose was lacking,

2. According fo the medical record, resident #47
was admitted oh 8/7/05 with diagnoses including
dementia and deprassion. Review of the
physiclan's orders and the MARSs showed the
resident had received Klonopin 0.5 mg daily for
anxiety and vertigo since 3/13/09. Review of a
request from the pharmacist for a dose reduction
revealed it was dated 1/5/10. However, the
physician had responded, "Do nhot aftempt to
taper the dose of this drug because in my
professional opinion ta do so is clinically
contraindicated. This patient's behaviors are due
to the psychiatric diagnosis, and the prescribed
medication at the current dose is the appropriate
treatment.” On 3/10/10 at 5:20 PM the DNS
confirmed the resident did not have a psychiatric
diagnosis and that a statement from the physician
identifying the risks versus the banefits of

F 329
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F 3291 Continued From page 21 "F 329| This Plan of Correction is the Center's credible
- N aliegation of compliance.
continuing the medication at the same dose was Preparation andior execution of this Plan of
130}?'“9- Fu.rthermore,' there was no evidence the Corrvection does not comstitnte  admission  of
resident failed a previously attempied dose agreement by the provider of the truth of the facs
reduction. alleged or conclusions set forth in the statement of
F 356 | 483.30(e) POSTED NURSE STAFFING F 386 (ficiencics. The Plan of Correction is preparec | 47161
$S=B | INFORMATION _ ' # AL S

provisions of Federal and State law.

F356 Posted Nursing Staff Infi ti
The facility must post the following information on osted Nursing Stall information

a daily basis:

o Facility hame, This requirement will be met as evidenced

t o The current date. by:
o The fotal number and the actual hours worked . .
by the following categories of licensed and a. Correct nursing staff posting has been
uniicensed nursing staff directly responsible for done.
resident care per shift;
- Registered nurses. b. Information will be posted on a daily
- Licensed practical nurses or licensed basis by the Staffing Coordinator/Designee
vocational nurses (as defined under State law). utilizing required form.
- Certified nurse aides. .
0 Resident census. ¢. Director of Nursing Services will
conduct random reviews to assure nursing
| The facility must post the nurse staffing data staff information is posted per
specified above on a daily basis at the beginning requirements.

of each shift. Dafa must be posiad as follows:
¢ Clear and readsble format.

o In a prominent place readily accessible to
residents and visitors,

d. Results of compliance review will be
presented to the Performance
Improvement Committee by the Director

The facility must, upon oral or written request, of Nursing.

make nurse staffing data available to the public
for review at a cost not fo exceed the community
standard,

The facility must maintain the pested daily nurse

staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT s not meat as evidenced
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F 356 : Continued From page 22 F aB5; This Plan of Correction is the Center’s credible
by- allegation of compliance.

Preparation and/or execution of this Plan of

Based on observation, Staff_ inierview, and review Correclion does not constitute  admission  of
of the staffing book, the facility failed to post its agreement by the provider of the fruth of the facts
 slaffing data as required. The findings were: alleged or conclusions set forth in the statement of
deficiencies.  The Plan of Correction is prepared

Observation from 3/8/10 through 3/40/10 showed and/or execuited solelv because it is required by the

the facility's staffing data was posted on a dry provisions of Federal and State law.

erase board at both the front and back nursss'
stations, The data failed to include the name of
the faciiity, the census, the number of hours each
person worked, and the total number of hours
worked par category of ficensed and unlicensed
staff. interview with the director of nursing

H services on 3/10/10 at 10 AM revealed the dry
erase hoard was the only thing currently being
used for posting the staffing data. Review of the
staffing book (which was not posted for public
review) showed the facility retained 118 months of
information; however, that information was aiso
incorrect and did not meet the regulatory

Fa7 ;%%ugg?;e;éséo PROCURE F 371 Srone/Poanire e g
1 J35( = Store/P g Sani 4/16/10
ss=F | STORE/PREPARE/SERVE - SANITARY ore/Frepare/Serve-Sanitary
The fadility mus - g}l:'ns requirgment will be med as evidenced

{1) Procure food from sources approved Gr

i i 1 1 F Stat
I gg?;é?.ieﬂzq :ﬁgsfacuory by Federal, State or jocal a. Ouidate food 1tems will be removed

. (2) Store, prepare, distribute and serve food from walk-in refrigerator and discarded.

| under sanitary conditions Meat slicer tray, stand mixer and
convection oven will be thoroughly
cleaned. Damaged cutting boards will be
! discarded and replaced by new ones.

i ' Damaged ceiling area will be repaired.

; Utensils will be cleaned and re-hung after
. This REQUIREMENT is not met as evidenced beiling repair is completed. Staff

} by: Development Coordinator/Designee will
| Based on observation and staff interview, the inservice cook #31 on hand washing and
 facility failed to ensure staff practiced acceptable blove s in Kitchen.
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4o | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (x8)
PREFIX ! (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TLG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
3
F 371 Continued From page 23 F 371\ This Pian of Correction is the Center's credible
i hand hygiene, discarded outdated food, and that ;’)”‘fg“{“”,’ of compliance. .
: food equipment was in good condifion and stored (Jof"f‘e’;ﬁ’o‘i" (g’;‘;’o’m‘f‘e‘;‘;‘;:‘s’;;n ::f gt';; P."’: (‘j}r
P ’ ) ¥ i issio
(ina ctean manner. The findings were: agreement by the provider of the truth of the fucts
‘. ' . o alleged or conclusions set forth in the statement aof
! a. Observation durlng the initial kitchen tour deficiencies. The Plan of Correction is prepared
1 on 3810 at 4:10 PM revealed four containers in andfor executed solely because it is required by the
the walk-in refrigerator that were labeled with 4 ’;’,‘;"“’"s of Federal and State law.
expired use by dates. The products were: Swiss F371 Food Procedure, 4/16/10

broccoli use by (3/7/10), cranberry sauce (use by
3/58/10), chicken noodie (use by 3/7/10) and lunch
meat (use by 3/7/10), Ohservation the next
morning 3/9/10 at 7:15 AM revealed these four
fiemns were still available for use in the walk-in
refrigerator. The dietary manager was interviewad
on 3/8/10 at 11 AM. She revealad that, acoording
{0 dietary policy, the items should have been used
or discarded on the dates indicated on the labels.

k. Observation during the initial kitchen tour
on 3/8/10 at 4:10 PM showed the meat slicar was
stored on the counter and draped in & plastic
cover. Inspection under the cover showed the tray
of the slicer was solled with a significant amount
of off-white granules, Observation the next
morning on 3/9/10 at 7:15 AM revealed the
granules were still on the tray. Interview with the
dietary manager on 3/9/10 at 11 AM revesaled the
granules were bread crumbs. She was uncartain
how they got onto the tray. [ addition,
observation of a stand mixer iocated in the
preparation area of the kitchen showed there was
dried food splattered on the arm that held the
bowl of the mixer. Finally, there was a thick black
bumed spill on the floor of the convection oven,
Interview with the dietary manager that day at 11
AM confirrmed the equipment needed to be
cleaned.

According to Food Code 2009, U.S. Public
Health Serviee: 4-601.11 "(A) Equipment
j food-contact surfaces and ulensils shall be clean

Store/Prepare/Serve-Sanitary
Continued from page 23

b. Staff Development
Coordinator/Designee will inservice
dietary staff on food storage time lirnits,
cleaning of equipment and handwashing
and glove use.

¢. Dietary Service Manager will post
cleaning schedule for kitchen and areas
and equipment. Will monitor routinely for
ongoing compliance.

d. Dietary Service Manager will present
related concerns to Performance
Improvement Committee for additional
review if indicated.
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F 371 | Continued From page 24 F 371

to sight and touch. (B) The food-contact surfaces
of cooking eguipment and pans shall be kept free
of encrusted grease deposits and other soil
accumutations. () Nonfood-contact surfaces of
equipment shall be kept free of an accumulation
of dust, ditt, food residue, and other debris."

¢. Observation on 3/9/10 2t 7:.15 AM showad
a cutiing board stand on a shelf under a
preparation counter. Six of the cutting boards
were deeply scored and discolored. Interview
with the dietary manager later that day at 11 AM
revealed the cutting boards were about 5 years
old and new ones were needed,

According to Food Code 2009, U.S. Public
Health Service; 4-202.11..."(A) Multi-use
food-contact surfaces shall be: {1) Smooth; (2)
Free of breaks, open seams, cracks, chips,
inclusions, pits, and similar imperfecticns;"

d. Observation in the preparation area of the
kitchen on 3/9/10 at 7:40 AM showed there was
leak. Six of the serving and mixing spoons that
were on a holder near the hole were splattered
with dried white spots. interview with cook #1 on
3/9/10 &t that time stated the leak started the
weekend prior, and maintenance repaired the
problem; however, the hole still needed to be
patched up. Interview with the dietary manager on
39110 at' 11 AM confirmed what the cook said,
however, didn't realize the spoons had been
soiled,

According to Food Cede 2009, U, S, Public
Health Service; 4-8903.11 "(A) Except as specifiad
in 4 (D} of this section, cleaned equipment and
utensils, laundered linens, and single-service and
single-use articles shall he stored: (1) In a clean,
dry [ocation; (2) Where they are not exposed fo
splash, dust, or other contamination;"
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xa | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %5}
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; BEFICIENCY)
37 i Cortinued From page 25 F 371 This Pfan of Correction is the Center's credible
i . allegation of compliance.
E Handwashing concems: Preparation andfor execution of this Plan of
I Correction does not constitute admission .:éf
i During the observation of the morning maal agreement by the provider of the truth of the facis
l sarvice on Y810 from 7:15 AM to 8:15 AM cock a!k.’g(_?d or conclusions set forth in the statement gof
 #1 failed to use appropriate hand washing ‘;ﬁ{;ﬁ;ﬁ"j’_"i :»Z‘M 1P!!m;; of Correction is prepared
! techniques on two separate occasions. At 7:40 prbvfsio;:f ;;;;;eds;,’.;’;,,; gfzf; ,:wl_s required by the
| AM the cook stepped away from the serving line '
| to enter the walk-in refrigerator. The cook was
wearing disposable gloves at that {ime and fajled
to ramove them and wash his hands after
handling the door, and before returning to the line
and continuing to prepare resident meals. At 8
AM the cook touched both the main door handle
to the walk-in, and the side door to the walk-in
which was visibly soiled with dried on food,
i Without changing his gloves and washing his
hands, the cook returned fo serving resident
¥ meals, Interview with the distary manager on
£3/9/10 at 11 AM revealed the staff had all been
, educated on glove use and handwashing in
s January 2010, and the cook should have washed
i his hands.
Agccording fo Food Code 2009, U.S. Public
| Health Service,3-304.15 Gloves, Use Limitation.
f "(A) If used, SINGLE-USE gloves shall be used
| for only ane task such as working with
I READY-TO-EAT FOOD or with raw animal
| FOOD, used for no other purpose, and discarded
when darnaged or soiled, or wher interruptions
oceur in the operation.”
F 431! 483.60(b), (d), {e) DRUG RECORDS, F 431 .
5S=D : LABELISTORE DRUGS & BIOLOGICALS i ggﬁii‘c‘;‘:}’ds' Label/ Store Drugs (@
' The facllity must employ or obtain the services of ) ) i )
| a iicense;y pharmacigt who establishes a system This requirement will be met as evidenced
' of records of receipt and disposition of all by:
sontrolled drugs in sufficient detail to enable an . .
acourate reconciliation; and determines that drug a. Open and undated vials noted during
records are in order and that an account of all survey will be discarded.
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controfied drugs is maintained and pericdically
reconciied.

Drugs and biologicals used in the facility must be

labeled in accordance with currently accepted

professional principles, and includs the

appropriate accessory and cautionary

instructions, and the expirafion date when
applicable.

i In accordance with State and Federal laws, the
facility must store all drugs and biclogicals in
locked compartments under proper temperature
contrals, and permit only authorized personnel o
have access to the keys.

The facility must provide separately iocked,
permanertly affixed compartmenis for storage of
contralled drugs listed in Schedule 1] ¢f the
Comprehensive Drug Abuse Pravention and
Control Act of 1976 and other druge subject to
abuse, except when the faciiity usas single unit
package drug distribution systems in which the
guantity stored is minimal and a missing dose can
: be readily detected.

{ This REQUIREMENT s not met as evidenced

| by

Based on observation and staff interview, the
facifity failed to ensure medications available for
: use in 1 of 3 medication carts were not expired.
The findings were:

During an observation of the medication cart
at the front nurses’ station on 3/10/10 at 3:10 PM,
three vials of Novolin R insulin, one vial of Novolin
N insulin, and one vial of Lovenox (an

(A4 ID | SUMMARY STATEMENT OF DEFICIENGIES a) PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX {EATH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RESULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 434 | Continued From pace 28 F 434 | This Plan of Correction is the Center's credible
pag allegation of compliance. 4/16/10

Preparation  and/or execution of this Plan of
Correction does not  constitute  admission of
agreement by the provider of the truih of the facis
alleged or conclusions set forth in the statement of
deficiencies.  The Plan of Correction is prepared
and/or executed solely because it is required by the
provisions of Federal and Staie law,

F431 Drug Records. Label/ Store Drugs
and Biologicals
Continued from page 26

b. Charge nurses will check for any open
and undated vials and discard ther.

¢. Director of Nursing Services/Designee
will inservice licensed nurses on policies
and procedures for storage and labeling of
rugs and biologicals. Random weekly
observations of the medication carts will
be performed by the Director of Nursing
Services/Designee and corrective action
taken as needed if unlabeled/undated items
are unidentified.

d. Findings will be reported by Director of
Nursing Services to Performance
Improvement Committee for review and
recommendations.
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{1} Investigates, controls, and prevents infections
L in the facility;

' (2) Decides what procedures, such as isolation,

I should be applied to an individual resident; and

| {3} Maintains a record of incidents and corrective
i actions related to infections.

!
I (by Preventing Spread of Infection

‘ (1) When the Infection Contro! Program

| determines that a resident needs isolation to

‘ prevent the spread of infection, the facility must

b. Director of Nursing
Services/Designee will assure Gluco-Chlor
pads are available at each station for
cleaning glucometers. Any other pads
used for cleaning of glucometers will be
removed from nursing stations. Director
of Nursing Services/Designee will
inservice licensed staff on policies and
procedures for use of Gluco-Chlor pads for
cleaning of glucometers.

| STATEMENT OF DEFICIENCIES (X4} PROVIDER/SLPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
P AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
; A, BUILDING
B. WING c
535031 ) 03M11/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1002 FOREST DRIVE
| WIND RIVER HEALTHCARE & REHABILITATION CENTER
i RIVERTON, WY 82501
(41D SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION %5)
PREFIX (EACH DEFICIENCY #MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFIGIENGY)
F 431 | Continued From page 27 E 431 This Plan of Correction is the Center'’s credible
) allegation of compliance.
alntlcoagmant) were (_3pen9d: but had rct been Preparation andfor execution of this Plan of
dated, and were available for use. Correction does not constitute admission of
Registered nurse #1 was interviewed agreement by the provider of the truth of the facts
immediatefy after the observation and stated he allegfzd or conclusions set forth in the statement of
could not find an open date for any of the five deficiencies. The Plan of Correction s prepared
. andior executed solely because it is required by the
opened vials. He also stated he could not provisions of Federal and State law.
determine how long the vials had been opaned or
if they were outdated. He confirmed the vials
! were available for use.
| According to Smith, Duell, & Martin, "Clinical
! Nursing Skills Basic to Advanced 3kills,” Seventh
| Edition, Prentice-Hall, Inc., 2008, page 605: "If
multi-use vials are opened, they shouid be
merked with the date and time the container is
entered and nurse's initials,”
F 4411 483.65 INFECTION CONTROL, PREVENT F 441] F441 Infection Control. Prevent Spread, @
ss=E | SPREAD, LINENS Linens
i The facility must establish and mzintain an This requirement will be met as evidencea
| infection Confrol Program designed to provide a by:
| safe, sanitary and comfortable environment and
to help prevent the development and fransmission 1. Please refer to POC F507
; ! of disease and infection.
| { . - .
i i . 2. a. LPN #2 will be inserviced on
! i a) Infection. Control Program oG policies and procedures to utilize Ghuico-
| The facility must e§tab.hsh an Infection Controf Chilor pads to clean glucometers.
5 Program under which it -
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' (2) The facility must prohibit empicyees with a
communicable disease or infected skin lesions
from direct contact with residents or thelr food, if
direct contact will transmit the disease.

{3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted

| professional praclice.

- () Linens

- Personnel must handle, store, process and
:fransport finens so as to prevent the spread of

| nfection.

[ This REQUIREMENT is nof met as evidenced

| by

i Based on observation, staff interview, medical
record review, review of faxed laberatory {lab)
results, and review of the manufacturer's

i instructions, policies and procedures, and the

I Material Safety Dats Sheet (MSDS), the facliity

: failed to maintain an effective infection conirol

i program. This failure affected tracking of lab

; rasuits for 2 of 15 sample residents (#16, #47)

i and 14 other non-sample residents, One of 2

i glucometers (machine for obtaining finger stick

t blood sugar resulis) was not cleaned per the

- manufacturer's instructions; nor were the controls

 for that glucometer maintained within their

1 expiration date after being cpenead. The findings

| Were:

|

{1, During an interview on 3/11/10 at 10:30 AM,

i the infection control practiticner (ICP) stated

i culfure and sensifivity (C&S) results were not

i always returned to the facility in a timely manner,
I

xa o | SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION [X5)
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE BATE
DEFICIENCY)
F 4411 Continued From page 28 F 444 | This Plan of Correction is the Center's credible
! isolate the resident. allegation of compliance. 4/16/10

Preparation andfor execution of this Plan of
Correction  does not constitwie  admission  of
agreement by the provider of the truth of the facts
alleged or conclusions set forth in the statement of
deficiencies. The Plan of Corvection is prepared
andfor executed solely because it is required by the
provisions of Federal and State law.

F441 Infection Conirol. Prevent Spread,
Linens

Continued from page 28

¢. Director of Nursing
Services/Designee will complete random
checks of glucometer cleaning to assure
compliance with use of appropriate
cleaning agent.

d. Results of checks will be presented
to Performance Improvement Committes
by Director of Nursing Services for further
actions if indicated.
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F 441 | Continuad From page 29 F 441

Review of the C&S results for resident #47,
completed on 3/8/10 and faxed to the faciiity per
request on 3/14/10, showed the infecting
organism, Proteus mirabilis, was resistant to
Cipro. The physician had not ordered an antibiotic
to which Proteus mirabilis was sensitive by
3/11/10, and the ICP was unaware the crganism
was resistant to Cipro. Refer to F507 for further
information related to residents #16 and #47.
Without the C&S resuits, the ICP was unable
to efficiently track and trend the types of
infections oceurring in the facility and or
implement specific, effective measures to prevent
or miitigate the spread of infections. Review of the
infection control log for January, February, and
March 2010 showed 16 of 28 instances (55%)
where a C&S was ordered but the resulis were
not indicated on the log. The ICP stated that
although the facility did rot receive the results,
physicians were able fo access the laboratory
computer system. This resulted in the facllity's
‘| inability to ensure effective clinical management
of infections for its residents..

2. During an observation at the front nurses'
station on 3/9/10 at 4:20 PM, registered nurse
(RN) #1 performed blood sugar manitoring for
four residents using a Life Scan glucometer.
Before use, after each use, and after completion
of all testing, the RN used a Gluco-Chlor pad to
‘wipe the glucometer machine and walted several
minutes between cleaning before additional
testing was performed. At that time, the RN
stated he always used the Gluco-Chlor pads to
clean the glucometer. Comparison of that
observation with one at the back nursing station
on 3/8/10 at 4:36 PM showed licensed practical
nurse (LPN) #2 cleaned a Life Scan glucometer
with a "Super Sani-cloth” wipe prior to using it on
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F 441 | Continued From page 30 E 441

another resident. After use, he again cleaned the
glucometer with the same type of wipe.

Review of the facility's policy and procedure
entitled, "Blood Sugar Monitoring" under
Procedure, #23, showed "Clean the glucometer
using a 10% bleach solufion moistaned wipe
between each resident, Allow a 2-minute contact
time and wipe any residual bleach solution off of
the meter." This policy and procedure reflects the
manufacturer's instructions for cieaning the
glucometers.

According to the Material Safety Data Sheet
{MSDS} for Super-Sani Cloth wipes, the
ingredients include " 0-60% isopropanol, 0.25%
BenzykC 12-18-alkyldimethyl ammonium
chlorides, 0.25% Quaternary ammonium
compounds, C 12-18 alky! [{ethylphyl) methyl]
dimethyl, chlorides.” The remaining ingradients
are inert. The total chioride (bleach) ingredients
amounted to 0.5%.

On 31110 at 11 AM, the director of nursing
sarvices stated that all nurses should clean the
Life Scan glucometer with Gluce-Chior pad
before, between, and after each use.

3. Observation at the back nurses’ station on
3/8/10 at 4:45 PM showed both high and low
controls for the Life Scan giucometer had been
opened, but neither the date they were opened
nor the expiration date was indicated on either
bottle. Review of the labels showed the controls
should be discarded 90 days after being opened.
During the observation, LPN #2 confirmed the
controls had been used. He confirmed the bottles
were undated and stated he could not assure the
90 day expiration date after opening had not been
exceeded.

F 463 | 483.70(f) RESIDENT CALL SYSTEM - I~ 463
s5=F | ROOMS/TOILET/BATH
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F 463 i Continued From page 31

! The nurses' station must be equipped to receive
tresident calls through a communication system

i from resident rooms; and toilet and bathing

F facilities,

| This REQUIREMENT is not met as evidenced .
[ by:
i Based on observation and staff interview, the
| facility fafled to maintain the resident call systern
i in optimal working condition. The findings were:
Multlpae observations, from 3/8/10 through
. 310410 at various times, revealed a call bell
' sound was not heard upon activation of the call
{ light system at both thefrant and hack nurses'
| stations. Interview with the administrator om
L 3M10/10 at 4:48 PM revesled the resident call
| system used to have a working sound component
' s part of the system, but it no longer worked
i bacause of the on going overhead ventilation
| system construction project that "probably cut a
1 wire.®
i In addition, five small ght buib covers with
| corresponding identifying resident room numbers
I stamped on them were missing on the wall
i mounted resident call light display unit af the back
i nurses’ station, The exposed light bulbs
i ungernesath the missing covears were all

: operational, but without the cover, they were
 subject to breakage. Also, new staff would not
; - necessarily know which room to respond fo in the
| svent one of the unlabeled resident room call
i ights was turned on. Resident reoms affected
iwere: 8,2, 11, 37, and 39.
: Finally, on the wall-mounted call light display
' upit, five communal room locations (non resident
! roums) had missing light covers. A room location
|

7

F 4# f Plan of Correction is the Cenier’s credible
legation of compliance.

Praparation andior execution of this Plan of
Correction does not  constitute  admission of
agreement by the provider of the truth of the facis
alleged or conclusions set forth in the statement of
deficiencies.  The Plan of Correction is prepared
andfor executed solely because if is required by the
provisions of Federal and State law.

¥4p3 Resident Call System- w
Rooms/Toilet/Bath %ﬂ”

Th
by

s requirement will be met as evidenced

a, Needed visual and audible portions of
call system for back station will be
ordered.

b. Call locations will be checked by
Majintenance Director to assure call lights
and locations are correctly identified and
functioning.

¢. Maintenance Director will perform
routine checks of call light system(s) to
assiire residents/staff have functioning call
sysfem in place,

w

d. Maintenance Director will report any
idemtified concerns to the Performance
Imgirovement Safety Committee for review
andlrecommendations.

O

4/16/10

(=
'

X 2

T N
“QE"
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E SUMMARY STATEMENT OF DEFICIENCIES

E ENVIRCON

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

This REQUIREMENT is not met s evidenced
by:

Based on chsetvation and staff intarview, the
faciiity failed fo ensure the walis and floors in the
kitchen were maintained in a sanitary manner.
The findings were:

buring the kitchen observations on 3/8/10 at 4:10
P and 3/8/10 at 7:15 AM., the walls around the
preparation area were noted {o have multiple
areas of marring whers the paint was worn off,
and the walls were dirty with drled on food

! splatters. In addition, the floors in the preparation
area, and around the convection oven were noted
to have & build up of food debris under the
shelving. Intarview with the distary manager on
39110 at 11 AM revealed the floors should be
swept each evening including under the shelves.
Regarding the walls in the food preparation area,
she stated it had been a couple of years sinca
they had been painted.

(X4 1D D PROVIDER'S PLAN QF GORRECTION x5
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
;453% Continued Trom page 32 £ 463 This P'ian of Cor::ecfion is the Center'’s credible
: ; ; ) ) allegation of compliance.
. was written on the call board in fadad ink next to Preparation andlor execution of this Plan of
: the Hight bulb, However, several of these notations Correction does not  constitute  qdmission  of
were incorrect. For example, "phone” was written agreement by the provider of the truth of the facts
on the call board next to a light that corresponded jﬁ’;ﬁ;‘iﬁ’e s""”;ﬂ:f‘f,’;;ﬂ“’; fﬁ’ég’”_g’c :;gi :L‘";:’;’)’; :{J;
H 3 1 " ” : . ? 2
to the social services Ofﬁce and "smoke ro_om and/or executed solely because it is required by the
comresponded o the activities offica. Interview provisions of Federal and State law.
with the administrator on 3/10/1C &t 4:48 PM
revealed not all of the pencilad in rmarkings
carresponded o the correct room call light, F465 e
F 465 | 483.70(h) F 485 gafe/Functional/Sanitary/Comfortable C 4/16/10
§5=0) | SAFE/FUNCTIONAL/SANITARY/COMFORTABL Environment ———

This requirerent will be met as evidenced
by:

a. The walls around the preparation area
will be cleaned and painted. The floors in
the preparation area and around the
convection oven will be thoroughly
cleaned.

b. Observation of the kitchen will be
conducted to identify other areas of needed
cleaning and painting and action taken to
correct, '

¢. A cleaning schedule will be established
and staff will be trained. Dietary Services
Manager will post cleaning schedules for
kitchen areas and equipment. The dietary
services Manager will monitor routinely
for ongoing compliance.

d. Dietary Service Manager will present
related concerns to Performance
Improvement Gommitiee for additional
review if needed.
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Before allowing an individual fo serve as a nurse

believes will include information on the individual,

aide, a faciiity must receive registry verification
that the individual has met competency evaluation
requirements unless the individual is a fuli-time
employee in a training and compeatency
evaluation program approved by the State; or the
individual can prove that he or she has recently
successfully completed a training and
competency evaluation program or competency
evaiuation program approved by the State and
has not yet been included in the registry.
Facilities imust follow up to ensure that such an
individual actually becomes registered.

Before allowing an individual to serve as a nurse
aide, a facility must seek information from every
State registry established under sections 1818{e)
{(2)(A) or 1818{e}2)(A) of the Act the facility

If, since an individual's most recent compleation of
a training and competency evaluation program,
there has been a continuous period of 24
consecutive months during none of which the’
individual provided nursing or nursing-related
senvices for monetary compensation, the
individual must complete a new training and
competancy evaiuation program or a new
competency evaluation program.

This REQUIREMENT is not met as evidenced
by

Based on personnel record review and staff
interview, the facility fajled to ensure 3 of 3
sample certified nurse aides {CNA) (#2, #3, #4),
whose records were reviewed were safe,

Preparation and/or execution of this Plan of
Correction  does not  constitwte  admission of
agreement by the provider of the truth of the facts
alleged or conclusions set forth in the statement of
deficiencies.  The Plan of Correciion is prepared
andior excented solelv because il is required by the
provisions of Federal and State law.

F496 Nurse Aide Registry Verification

This requirement will be met as evidenced
by:

a. CNA certification was verified for
CNA's #2, #3, #4. The Wyoming State
CNA Registry was checked for CNA's #2,
#3, #4. Completed 3/30/10

b, Employee files will be reviewed to
determine verification of CNA
certification and the State of CNA registry
and action will be taken to confirm proper
documentation is in place.

¢. The Staff Development Coordinator
will be trained on necessary verification by
the Executive Director/Designee. A tool
will be utilized to track verifications upon
hire an certification renewal,

d. Random audiis of CNA files will be
done by the Staff Development
Coordinator/Designee on a monthly basis
and findings will be reported to the
Performance Improvement Committee for
review and recommendations.

—r b - 03/24/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENGIES X1 PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLEN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B, WING ©
535031 ' 03/M14/2¢10
NaMz OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1002 FOREST DRIVE
WIND EAL & -
ND RIVER HEALTHCARE & REHABILITATION CENTER RIVERTON, WY 82501
X4y 1D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} - TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 496 | 483 75(e}(5)-(7) NURSE AIDE REGISTRY F 406! This Plan of Correction is the Center's credible
VERIFICATION, RETRAINING allegation of compliance.
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The facility must file in the resident's clinical
record laboratory reports that are dated and
contain the name and address of the testing
labaratory.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, staff intarview,
and faxed laboratory (lab) results, the facility
falled fo assure Iab results were maintained in the
medical records for 2 of 15 sample residents
(14, #47).

1. Medical record review for resident #15 showed
on 3/2/10 the physician ordered lab tests that
included blood cultures. Further review showad
the results were not filed in the medical record by
3/10/10. Interview with registered nurse (RN) #1,
on 3/10/10 at 11:35 AM revealed he did not know
it the cultures had been obigined. He confirmed
the results were not waiting for the physician's
review before being filed. At 1:50 PM that day, the

o | SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

g DEFICIENCY)
F 496 | Continued From page 34 F 496| This Plan of Correction is the Center’s credible

P . alfegation of compliance.

! competent employees. The findings were: Preparation and/or exeention of this Plan of

i Correction does not  constitute  admission  of

‘ Review of the personne! records for CNAs agreement by the provider of the truth of the facls

#2, #3, and #4 showed the facgﬁty failed to verify alleged or conclusions set forth in the statement of

CNA certicaton for any of the sampe ONAS. o e o et o e

' Further review showed the facility failed to check provisions of Federal and State law. -

: the Wyoming State CNA Registry also prior to

 hiring these individuals as required.

: During an interview with the siaff

| development coordinator on 2/10/10 at 4:45 PM,

{ she stated the facility had failed to confirm CNA

certification, and did not check the Wyoming
State CNA Registry for the sample CNAs.

F 507 | 483.75()(2)(iv) LAB REPORTS IN RECORD - F 507 , /16/10
ss=0 | LAB NAME/ADDRESS F507 Lab Reports in Record — Lab .

name/address

This requirement will be met as evidenced
by:

a. C & S resulis for residents #16 an #47
were obtained from the lab and placed in
tbg Medical Record.

b. The Iofection Control Log will be
reviewed to determine missing C & S
results and charts will be audited to
determine the presence of those results.
The lab will be notified for missing items
that will be placed in medical record,

¢. The Infection Control Practitioner
{1CP) will be retrained on the use of the
infection control log audit completion.
The log will be utilized appropriately to
confirm that the C & S results are received
and adequately addressed. The Infection
Conirol Log will be reviewed weekly for
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 507 | Continued From page 35 F 507| This Plan of Correction is the Center's credible 4/16/10
RN d d the faxed iab it d reiterated allegation of compliance.
| procuced the axe. ab results and rel ?ra € Preparation andfor execution of this Plan of
i that they were not available from the lab prior to Correction does nol constitute  admission  of
| being faxed fo the facility. agreement by the provider of the truth of the facts
alleged or conclusions set forth in the staiement of
| 2. Review of lab results dated 3/6/10 showed deficiencies. The Plan of Correction is prepared

and/or executed solely because it is required by the
provisions of Federal and State law.

F507 Lab Reports in Record — Lab

i resident #47 had a urinary tract infection (UTT)
and culture and sensitivity (C&S) tests were
needed. Further review of the medical record

name/address
revealed the C&S resulfs were not presant as of X
3/10M0 at 5:10 PM. Review of the physicians' Continued from page 35
orders showed the resident was staried on the . .
antibiotic, Gipro, on 3/6/10, but it was Control Log will be reviewed weekly for
discontinued on 3/8/10. On 3/11/10 at 8:45 AM, completion and corrective action team.
the infection contrel practifioner confirmed the
C&S results were missing. Review of the G&S d. Results of weekly review will be
results, compieted on 3/8/10 and faxed fo the reported to the Performance Improvement
facility per request on 3/11/10, showed the Committee by the Infection Control
infecting organism, Proteus mirabitis, was Practitioner for recommendations.

reststant to Clpro. The physician had not ordered
an antibiotic to which Protaus mirabilis was
sensitive as of 3/11/10, Without the C&S resuiis,
the ICF was unaware the organism was resistant
to Cipro.

4
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