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SNH  LIC REGS FOR NURSING HOMES 1 SNH The facility will continue to
: ensure (hat the resident
environment remains as free of
i accident hazards as is possible,
and each resident receives
: WYOMING DEPARTMENT OF HEALTH adequate supervision and _
L AGING DIVISION assistive devices to prevent
| RULES AND REGULATIONS ) accidents. ;
FOR PROGRAM ADMINISTRATION OF 1. Resident #1 is no longer :
NURS%.N”G CARE FACILITIES using cigarettes, lighters, or
CHAPTER 11 matches, and is using a
* Sectllon 5. Organization and Administration. battery-operated clectronic
. clgaretie.
a) Governing Body. “The Nursing Care Facllity , ,
ih}all have a goveﬂ\;mg body whi (oh has the legal | 2 Resident 1 has been advised
authority and responsibitily to operale the Nursing ; to notify staff prior to leaving
Care Faciliy. The governing body shall ..(v) The | the building, and siaff will
administrator shall enfosce the rules and . monilor the resident’s safety
requiations relalive Lo the level of health care and | outside through use of the
safety of residenis and for the protection of their facility's security camera,
personal and property rights.”
_ 3. A wheelchair management
. This REQUIREMENT was not met as evidenced agsessment {copy enclosed)
by was conducted for Resident i
: #1 on 02/27/2013 which ;
| Based on obsarvation, staff interview, and reflects that the resident is
! medical recotd reviaw, the facility failed to ensure able to independently
| resident safety and/or supervision for 1 resident manage a wheelchair, a
I (#1) of the facilily who was altowed to smoke, :
| Review of a facility-resident contract and leter of 4. A Morse Fall Scale
| policy violation showed 1he facility was aware the assessment (copy-enclosedT™
! resident was not safe to smoke; however, aliowed was conducted on Resident
: the ulnsafe practice to conlinue. The findings ; H1 on 03/1572013 which
were. i reflects that the resident is at
" Review of the 1/9/13 physician progress note low risk for falls. 5
showed resident #1 was admitted on 4/10/11 and :
had diagnoses which Incluted end-stage COPD
! {ehronic obstructive pulmonary disease), The
- physician also noled the resident continued to
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WEST PARK LONG TERM CARE CENTER oo o e, THVE
oD SUMMARY STATEMENT OF DEFICIENCIES T _PROVIDER'S PLAN OF CORRECTION Lo
PREFIX | {EACH DEFICIENDY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE . COMPLETE
TaG 1 REGULATORY OR LSG IDENTIFYING INFORMATION) 1AG CROSSREFERENCED TO THEAPPROPRIATE  §  DAIE
DEFICIENCY) i
SNH Continued From page 1 SNH 5. The Care Plan for Resident #1
| smoke "about four cigarattes a day. (Sihel s was revised on 02/27/2013 to
| admonished not to smoke when {g/he] has . reflect that resident no longer
| [hisfher] oxygen on." Review of the residenl care smokes, uses a bﬂ‘ﬂﬁf_}'” .
| plan showed a probiem identified was "risk of operated electrnic cigarette, is
! injury while using oxygen and smoking.” Tha reminded io advise the staff
| review dates documented with this care plan before leaving the building,
L were: 4/5112, 4/16/12, 75112, 10/4/12, and most and will be maonitored by
©currently 1/3/13. The goal was for the resident 1o security camera when ougside
. have no injuries related to smeking, The the building. 7
' documented interventions showed "educats and :
* remind [resident] of risks and safety precautions 6. Staf¥ was educated on :
- quarlerly at minimum." The care plan showed no 02/27/2013, 02/28/2013, and
! other interventions had baen added or 03/20/2013 regarding the care :
; discontinued. Review of the 1l4r’13_quar$e£iy plan for Resident #1 related to
- assessment nole related to the resident's non- smoking, and how to ;
cognition and s.omall!zailcn, showed the resident ensure the resident’s safety, .
i had moderale impairment based on a teot used =
' to determine mental stetus known as T‘BiMS“ 7. The envirenment of safety and
- (brief interview for mental stalus) score of B'OLH‘Of supervision for all residents
. 15. The note further showed this was a decline in will be monitared through
: eognition based on hisfher previous score of 14 Lerly envir ]'i‘>
- out of 15. Additionally, this assessment note quarterly environmenta
" showed the "social worker re-gducated the rounds conducted by the
! resident on hazards of smoking while oxygen is in Director of Nursing, Plant
: use." The following concerns were identified Operations Director and
. telated to safety for this resident: Infection Control Practitioner,
i a Observation on 2/25/13 at 1:.02 PM and any areas of concern
| shawed resident #1 was outside on the sidewaik addressed immediately.
. about 80 feel rom the facility entrance smoking 2 -
| cigarelte while hisfher oxygen was in use. The 8. The results of environmental
‘ resident had an oxygen canisier affixed fo the rounds will be reported to the
i back of hisfher wheelchair and used a nasal Environment of Care i
| cannuta (lube fike apparatus which is {_nserted Commiltee with oversight by
! into nostrils) to breath the oxygen flowing f(om the QI/PI Commitiee on a
 the tank. Within a minute into the cbservalion, RN quarterly basis.
: #2 walked oul the main entrance and turnad off : SEEE N
i the rasident's oxygen tank. The RN did not stay 9. The Director of Nursing will :
- with the resident, and the resident was nol monitor. 3i?;(?/2fJ|3 /
: gupervised by any other staff at thal fima. PN
b, Review of a document titled "Relzase of
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Responsibility For Smoking" showed the resident
and facility representalive signe¢ the release on
39112, Review of the relzass showead the facility
policy did nof atlow smoking anywhers in lhe
building or on the properly. However, the

- document further showed the resldent was

" assuming "all risks" related io choosing o smoke.
“The risks were shown as "may include, but are

“ not limited to: burns, falls, fracture, injury by

vehicle, respiratory disease and infections, and
other risks including possitle death from injury,
accident, or iliness.”

¢. Review of a lelter to the resident dated
6/26112 from the faclity showed on 6/2112 the
resident had been found smaking in higther reom
In the facility. The letier descriped the viclation lo

! the smoking poticy and advised tha resident fhat
i "Any further occdrrences. . will result in immediate

removal of all smoking materials from your

| possesston, and possibie further action lo

discharge you from the facility."”
d. Interview with the DON on 2/26/13 at 3:1&

- PM verified she was aware the resident wenl

‘ putside and smoked multipls timas daily, The

. DON further revealed the resident had signed the
- release and the facllity felt that this was ckay and
_they dig not provide staff lo supervise the resident
" because it would take staff away from other
_residents, However, the DON acknowledged this

- was an unsafe praclice because the resident did

not atways turn off the oxygen when smoking and
sarious injury could result. She furlher verified the
resident did not keep his/her own smoking
materials, they were kept at ihe nurses desk and
the resident had to ask for them,

e. Inferview with CNA#1 on 2/26713 af 2:40

L PM, RN #2 on 2/26/13 at 4:45 PM, and the

administrater on 2/26/13 at 4 PM, ali revealed it
was commonly known the resident smoked daily

- without supervision, and at fimes did so with
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hisfher oxygen in use, Furthermors, they all three
verified the plan of care was io allew the resident
10 do so at hisfher own risk.

©(n 2726113 at 4 PM, the administralor was

! notifled of the immediate leopardy. The nursing
facility's action plan included immediate changes |
to include:

a, An assessment of ihe resident's smoking
and safety completed 2/28/13 |
; b, Agreement by the resident to immadiately i
i stop smoking, with ail smoking materials
i removed from the resident on 2/26/13

c. The resident's family was advised and
: agreed to not provide the resident with any future
 smoking materjals involving ignition source such
- as matches or lighters. !
: d. The resident was offered and accepted the |
option to use 2 battery operated glectronic '
cigaretie.
. The facilily staff were educated on the new
practice/care plan for the resident related to
smoking
f. The facility policy and procedurs that
i smaking s not permitted anywhere in the buiiding
| or on the grounds is and will be slrictly followed.

| The action plan was acceptad on 2/27/13 at
$10:17 AM, and the immediate jeopardy was
removed on 2/27/113 at 12:30 PM.

|
i

i
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