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The following comufion abbreviations and o o 32010
acranyms are used fhroughout this deeument The facility will follow policy
and procedure that prohibit
RN = Regjistered Nurse migtreatrent, neglect,
DN - Director of Nursing Servise and zbuse of residents and
CNA - Gertified Nursing Assistant misappropristion of resident
LPN - Licensed Practical Murse praperty. This will be achieved
MD3 - Minfmum Data Set by
SDC - Staff Davelopment Coordinator, who is
also the interim MDS coordinator 1. A informal, mdocumented
RAP - Resident Assessment Protocot investigation was completed on
' the missing Ting & ident #31 b
|ess commonly used abbreviations will be thz Ti’ﬁsﬂfoé’ﬁ;;fmﬁzsﬁ;aﬁzn
annotated in each deficlency where used. oluded staff interviews, family interview, |
F 228 483.13{0} DEVELOP”MPLMENT F 2z room searches (includmg Tegident #31°s ’
&3=0 | ABUSENEGLECT, ETE POLICIES room and other vooms in the area, dining
The facllity must develop and implament written XOOFR, activity roomm, laundry, and
policies and procedures that prohibit sink p-traps)- _
mistreatment, neglact, and abuse of residents 2. VWntten dpcumeqtanon was
and misappropriation of resident properiy. completed regarding the informal
investigation on 10/8/2010.
3. All staff will receive 4 memo
This REQUIREMENT s not met &s avidenoad from the Administtator on 10/25/2010
by. . | reminding them of the process for
Baged on medical resd rd review, staff inferview, reporting missing/lost resident items.
review of policies and procedures, and review of 4. The facility Administrator will
taciilty investigations, the facility fal led fo perform ensure that any other iterns that are
a thorough investigation for 1 of 3 known roported missing will be reported. end
allegations requiring investigation. The facilify formally investizated per policy. The
failed to investigate an aflegation for resident #31 formal Y etioat n“l;’m P 111(31’.
that involved misappropiiatian of property. The ormal investigation wall leice
findings were: written documentation and notification
1o cmbudsman, WY Dept. of Health,
During 2 reviéw of the madieal record for resident and DFS/APS case worker. Fer
#31, & nurses note writien on 8/14710 showed a policy, the facility will gnoourage
family membar reported the resident's wedding vesidents on admission to RMC,
ring had been missing since &/8/10, The note aiso to not bring vahable itemos. al J
ORI P ERREPRESENTATIVES SIGNATURE TITLE eI DATE
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& iaraant ending with o s.-stETQk (*) denotas a detlclency whieh the ngtitution may be excuswd from coimecting providing 1t is determined that
ether safeguards proviga sufficlent protesticn to the patiants, (Bee instructlon,) Excebt for nursing homes, the findings stated above are disclosable a0 days
following the date bistwvey whether o not & plan- of cotraction I provided, For nursing héines, the above findings and plans of coraction & diseiepable 14
days follewing the date these dacumesnts are made avalable to the fantlly. If deficiencies are sited, an spproved plan of corraction is ragulsite to continued
program participation.
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TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG GROSE-REPERENCED TO THE APFROPRIATE DATE
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FF 226} Continued From page 1 F 228 5. Tncidents zequiring investigation
stated this information was shared with the - DCICERS TOqUIrng :
administrator and other staff, Review of facility will be reviewed quar;fly in Quality
investigations showsd there was no investigation Assutance (QA) Meeting,
related to this allegation, During Intarview with the F272
adrrinistrator on 9/16/10 at 1 PM, she expressed o 10/8/10
awarenass of the resident's missing wedding ting. The facility must conduct initially :
She siatad there was no writisn investigation And periodically a comprehensive,
because residents often misplace items, She Accurate, stindardized, reproducible
further stated whe did not interview staif because Assessment of ¢ach resident’s
she did not believe anyone took the rasidents Functional capaefty. This will be
ring. Review of the ravised June 2008 facility Achieved by:
policies and procedures concerring abuse
mvestigations showed misappropriation of .
rasident’s property needsd to be investigated, and 1. The cumpl:ehmlve
. f : . assessments for resident #31
may Inolude interview and supporting ] D .
documentation. addressing A. Ls, commqnmagon,
F 272 | 483,20, 483.20(b) COMPREHENSIVE F272| and deydration were reviews

55=

ASSESSMENTS

The facility must conduet inifially and periodically
a comprehensive, accurate, standardized
reproducible assessmant of asch resident's
functional capacity.

Afacllity must make & comprehensiva
agsassment of 2 resident’s needs, using the RAL
apeacified by the Sfate. The assessment must
Includes at least the following:

{dentification and demographio information;
Custormary roufine;

Cognitiva patterns;

Communication;

Viston;

Mood and betaviar patterns,

Psychosocial welkbeing;

Physical functioning and structural problams;
Continence;

Disease diaghosis and health conditions;
Dental and nutritional status;

and revised to accurately reflect
the resident’s cumrent functional
abilities, current communication
patterns/abilities, and dehydration
prevention needs on 10/7/2010 by
the acting MDS coordinator, The
care plans for resident #31 weze
reviewed and revised to reflect
his/her current needs.

2. The comprehensive
Assessments for resident #9
were reviewed, Tevised, and completad’
for all areas mentioned (cognitive
loss, ADL function/rehab potential,
nrinary indortinence, behavior
symptoms, falls, dehydration/fiwid
maintenance, oral/dental care, pressure
ulcers, and psychotropio drug use).
Care plans for resident #9 were also
Reviswed and revised to reflect
His/her current needs,
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B, WING
535038 09M 5010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
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ROCKY MOU -
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(%A 10 SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF GORRECTICN X8}
PREFIX (BACH DEMCIENEY HMUST BE PRECEDED BY FULL BREFIX {EAGH CORRECTIVE ACTION BHOULD BE GOMPLETION
TAG REGULATORY OR LSC (DENTIFYING INFORMATICN) G CROSE-REFERENGED TO THE APPROPRIATE BATE
DEFIGIENCY)
F 272 Gulntmuer:l I.:I'OWI page 2 Farz 3. (On 10/1/2010, MDS 3.0
Skin condltions; was implemented with a new
ﬁ*ﬂ"%ltyt!?um}"ﬁ software program, The MDS
Sp?ec?:?l ‘tﬁgments and procedures, cocrdinstor and acting MDS
1 I -
Dischatge potential coordinatar will engure that

This REQUIREMENT is not metas gvidenoed

Documattation of sumimany information regarding
the additlonal assessment performed through the
resident assossment protocuis; and
Documentation of participation In assessment.

by:

Based o medical record review and ghaff
interview, the facilty failed to ensure
assessmhents were comprehensive in a variety of
areas for 2 of @ sampla residents (89, #31). The
findings were:

1. Revlew of the 2/11/10 admission MDS
assessrment showed resident #31 required
comprehensive assassmenis for activities of daily
living (ADLS), communication, and dehydration.
Review of the assessment information ravealed
the assessment for ADLS did not inolude the
rasident's functional abililiss but rather focused
on medications. The assessment for
communication failed to address the fact that the
resident was from anofher country, and spoks
words from his/her native country daily. The
assassment for dehydration failed to deectibe the
resident’s fluid needs and the cognitive fimitations
the resident had in meeting hisfher own heeds
related to hydration. Interview with the aoting
MDS coordinator on 871510 at 2:40 =M verified
these assessments weare not comprehensive.

of the 8/24/10 signifieant change MDS
rasidunt #9 showed J

2, Review
assessment, Section V, for

any care area triggers (CATs)
will be addressed completely
and comprehepsively on the
care area asiessinents (CAAs),
Chart audits will be conducted
weekly for six weeks and as
needed theyeafter to engures
comprehensive assessment is
completed and accurate.

Any concerns will be reported
to the QA comumitiee af least
Quarterly.
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PRINTED: 0%/28/2010
FORM APFROVED
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fe ¢
B,
53B048 WiNe 097152010
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, 217 CODE
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ROCKY MOUNTAIN CARE - EVANSTON EVANSTON, Wy 52930
(X4) ID SUMMARY STATEMENT OF DEFIGENCIES D PROVIDER'S PLAN OF GORREGTION s
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DEFICIENGY)
F 272 Continued From page 3 F272
the resldent required further assessment in g
variety of areas including coyhitive loss, ADL
functionslffehabilitation potentlal, urinary
incontinence and indwelling catheter, behavioral
symptorns, falls, dehydrationfiuid maintananses,
vtalidental care, pressuire uleers, and F274
psychofropic drug use. On Bectien V, required
assessment ansas were referred to the RAPS Key. The facility will thar
Review of the RAPs showed fhey were not r:om;i:ll:»l;iga az{:gsl-lsr:;enttisa condusted
comprehensive, DuUling an inferview with the MDS Within, 14 days after determining that there
oordinator on 8/1510 at 2:30 PM, she stated the N s ¢ . ch‘mm*f*g a 10/8/10
RAPs for the resident wers incomplate, and no a3 bon A signicant changema
other agsessments were co mp]eted for the Iesz.dﬂﬂ_t 3 phys.‘l(‘?ﬂl or mental condition,
required areas, _ This will be achieved by:
F 274 [ 483.20(b)(2)(l) COMPREHENSIVE ASSESS F 274 )
88=n | AFTER SIGNIFICANT CHANGE 1. The MIDS for resident #30,

A facility must conduct 2 comprehensive
assessment of a resident within 14 days after the
facility detetmines, or should have detarmined,
that there has been a significant chanye in the
resident’s physical or mental condition, (For
purpose of this section, a significant change
means a major decline or iImprovemesnt in the
resident's status that will nof normally resolve
itself without further Intervention by staff or by
implementing standard disease-ralated clinical
inferventions, that has an impact an mare than
one area of the resident's health status, and
retulres inferdisciplinary review or revislon of the
care plan, or both.)

This REQUIREMENT [ not met as evidenoed
by:

Based on ohservation, medical record raview and
staff interview, the facility failed to eompists a
slgnificant change MDS assessment for 1 of 6
sample resldents #30) who required such

FORM CMS-2567(02-99) Previous Varslana Obsolate

done on 9/11/2010, manifests the
change in resident condition and
accurately reflects his/her corrent
level of fanstion.

2. The facility IDT team will
monifor residents for change i
condition and will ensure that a
change of condition MDS is
completed on those who require it
‘within 14 days after determining that
there has been 1 significant change
{for better or worse) in a regident’s
condition.

3. Residents who are experiencing
a ¢hange of condition will be discussed
in census meeting and will be monitored
for the need to completed a change
of condition MDS. The MDS coordinator
and/or facility admwinistrator will ensnre
change of condition MD8s are being
completed and will report any concerns
to the QA committee at least quarterly.
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, A, BUILDING Q i
535038 B WING 08/15/2010
NAME OF PROVIDER OR SUPPLIER FIREST ADDRESS, CITY, STATE, 2\ CODE
475 YELLOW CREEK ROAD
ROGKY MOLNTAIN GARE - EVANSTON EVANSTON, WY 82030
{4 ID SUMMARY ETATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENGY MUST BE PREGEDER BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAE REGULATORY OR LG IDENTIFYING INFORMATION) TAG OHOSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 274 | Continued From page 4 274
assesament. The findings were. x
Review of the 6/15/10 admission MDS for
rasident #30 showed the Tesident had a
percutaneous endoscopic gastrostomy {faeding)
fube and urinary catheter. Observations on
81310 ~ 14710 showed the resident did pot
have a feeding tube or urinary eatheter. Review of
the physician's orders showed the feeding fube
had been discontinued on 8/5/10 and the urlnary
catheter had been discontinued on 87110, Dunng F278
an Interview on §/14/10 at 3:15 PM, the DNS 4
acknowledged the assessment coding grror at
stated a significant change assessment should Thf’f aﬁ;“?efl;eﬁf“smmglyh
have bean cornpleted due to the change In the reflect the resicent s SIaLUS. Bag
resident's condition. ndividual who complete's a portion
F 278 | 483,20(9) - () ASSESSMENT Fo7g| of the assessment st sign and 10/15/10
a5=p | ACCURAGYICOORDINATION/CERTIFIER - certify the accuracy of that portion
of the assessment. This will be
The asacssment must accurately raflact the achioved by:
resident's status,
1. Resident #9’s MDS was
A registered hurse must conduct or goordinate revised to reflact him/her not having
each assessment with the appropriate a pressire uleer on or before 10/15/2010.
participation of health profassionals. Resident #34%s MDS assessment )
. ) . was revised on or before 10/15/2010 '
A registered nurse must sign and certify that the to reflect his/her current functional ability.
assessment is completid. 2. The MDS coordinator and/or the
o - ting MDS coordinater will be
Eucl individual who completes # portion of the acting ¥, .
assessment must sign and certify the accuracy of itf;i;ﬂﬂ%ﬁﬂeﬁgﬁiﬁiw
t portion of the assessment. :
thiat porfion of the assessmer, The MDS coordinator will conduct
Under Madicare and Medicaid, an individual who weekly chart andits for six weeks and
willfully and knowingly certifies a matetial and as neoded thereafler to ensure acouracy
false staternent in a resident assevsment i3 of the MDS. Any concems will be
subjact to a civil money penalty of not more than addressed immediately and will be
$4,000 for each assessnent; O an individual who reported to the QA committee at Jeast
willfully and knowingly causes another individual quarterly.
' FORIM GMS-2587 (040} Frevious Varslons Obzoleta Event ID: 881441 gty 10- WyD025 If contliuation sheet Page & af 22
]
I
9 4 0892 oN

WaLL:g 01L0C "5¢ 120



DEPARTMENT OF HEALTH AND HUMAN SERVICES PR ojasiz010

GENTERS FOR MEDICARE & MERDICAID SERVICES OMB NO, 0938-0391

STATEMENT OF DEFIQIENCIES X3) PROVIDER/SURPLIERICLIA (2} MULTIPLE GONSTRUCTION {X3) DATE SURVEY

0 "
ANL 2LAN OF CORREGTION IRENTIFIGATION NUMBER: A BUILOING COMPLETED uq

B, WING
535038 DOM 52010
NAME OF PROVIDEI, OR SUFFLIER STRERT ADDRESS, GITY, STATE, ZIP CODE

A76 YELLOW CREEK ROAD
ROCGKY MOUNTAIN CARE - EVANSTON EVANETON, WY 52920
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BAFICIENCY)

F 2781 Continued From page 5 F 278

to certify & material and false statement in
resicent agsessment is subject to & alvll monay
penalty of not more than $5,000 for sach
assessment,

Clinigal disagreement does not constitute a
'| material and false stalement.

This REQUIREMENT is nof et as evidenced
by:

Based on observation, medical record reviaw,
resident interview, and staff interview, the facility
failed to ehsure alf areas of MDS assessments
were coded accurately for 2 of & sample residents
(#8, #34). The findings were:

Revigw of the 8/24/10 slgnificant change MDS
assegsment and corresponding RAR for resident
#2 showad sfhe had a stage | pressure uleer.
Hawever, aceording to the documentation in the
treatment administration records, weekly skin
agsessment, nurses nates, and 7/8/10 Braden
pressure Ulcer risk assessment; the resident did
not have a pressura ulcer. During an interview on
9/14410 at 10 AM, the resident stated a/he did not
have, and never had, a pressure UWcer. An
interview with LPN #1 on 9/16/10 at 1:55 PM, also
confirmed the resident did not have a pressure
uleer. During observation 22 PM, no pressure
utcers were observed when the LPN assessad
the resident's skin. Pusing an inferview with the
MDS coordinator on 916/10 at 2:30 PM, sha
stated the 8/24/10 significant change MDS
assessment and corresponding RAF were
inaceUrale conserning a pressure ulcar on the
resident's cocoyx.

Review of the 8/7/10 annual MD$ assessment for

FORM CMS-2567(02-08) Previous Varslona Chsolela Evant [[); 881 X11 Facllity 1D; WY0025 . If confinualion shest Page 6 of 22
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X‘I)' PROVIDER/SUFPLIER/CLIA (%2 MULTIPLE CONSTRUSTION . {%3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER; ODMPLETED e
A BUILDING Q
535038 B. WiNG 0911512010
NAME OF PROVIDER DR SURPLIER ETREHT ADDRESS, GITY, 3TATE, ZiP CODE

475 YELLOW CREEK ROAD

ROGKY MOUNTAIN CARE - EVANSTON EVANSTON, WY 82930

(44} ID SUMMAIRY STATEWENT GF DEFICIENCIES B PROVIDER'S PLAN OF GDRRECTION X8
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
, DEFICIENGY)
F 278 | Continyed From page 8 F27a
resident #34 showed the resident had limited ¥ 280
fange of motion and full loss of voluntary The resident bas the right to participate 10/8/10
%g\éemen'r in m?e foct. Howaver, accﬁrdmg'tu. the In planning care and treatment or changes
/40 quarterly MDS assessmant the residents it ¢are and freatment,

| functional ability had declined. This assessment
showed the resident's limited range of motion and
full lass of voluntaty movement, affected both feet
and one leg. In an interview with the resident an

A comprehensive care plan must be
developed within 7 days after the

911310 at 535 PM, s/he stated that s/he had not completion of ﬂ:}e cc‘:mprehen.awe

experienced a decline in funciional ability "in assessment. This will be achieved

years” In ar interview on 9/14/10 af 2:45 PM, by

restorative alde #1 verified the rasidert's rangs of

mation and voluntary movement had not-changed : 1. The care plans for resident #9

from 5/7/10 - 7/28M0. During an interview on were updated to reflect his/her current

81440 at 3:10 PM, the DNS acknowledged the : level of functioning, The care plan

error in the assessmant and stated the ¢ asidant for pressure ulcer care was discontinued

had not expsrienced any changes in his/her on 10/4/2010, ;

functionat ability. . 2. The care plan dated 6/30/10 for
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO - F280) resident #30 addressing the feeding tube
s5=n | PARTICIPATE PLANNING GARE-REVISE CP and tho urinexy cafheter were discontimued:

on 10/4/2010. !

The resident has the right, unless adjudgad
incompatent or otherwise found to be
incapacitated under the lawe of the State, fo

3. Care plans will be reviewed ona
quazterly basis, for every resident,

paticipate T planning care and treatmest or in the ipterdisciplinary team mesuing,
changes in care and trestment, | The care plans will be reviewed and
updated for acouracy and appropriateness. -
A comprehensive care plan must be developed 4. 'The DNS and /or
within 7 days after the complation of the MDS Coordinator will ensure that care
comprehensive assessment; prepared by an plang are accurate and are being
interdiscipiinary tean, that includes the attending updated to accurately reflect resident’s
physician, a registerad nurse with responsibility current level of care. Weekly checks of
for the resident, and other appropriate staff in resident care plans will be conducted
dlsciplines as defermined by the resident's needs, by the DN for a period of three months,
and, to the extent practicable, the participation of t0 enswure accuracy, and as needed

the resident, the resldent's family or the residents
Jagal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment,

there after. Any concers will be
reportad to the QA. committes at
least quarterly.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
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CENTERS FOR MEDICARE & MERICAID SERVICES OMB NO, 0858-D391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SLIPPLIER/CLIA (¥2) MULTIPLE CONSTRUCTION (XA) DATE SURVEY
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A, BUILDING Q
535038 B, WNG 09/15/2010

NAME OF PROVIDER OR SUPPLIER
ROCKY MOUNTAIN CARE ~ EVANSTON

STREET ADDRESS, CITY, STATE, ZIP CRDE
475 YELL.OW CREEK RQAD

EVANSTON, WY 82930

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 045y
PREFIX {EAGH DEFIZIBNGY MUST BE PRECEDED BY FULL PREFIX (EAGR CORREGTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LBG IDENTIFYING [NFORMATION) TAG GROBS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 280 | Continued From page 7 F 280
This REQUIREMENT Is not met as evidenasd F 282
by
BilSE"d Gl observation, staff interview and medical ‘The services provided or arranged 10/15/10
record review, the faci{ity failed to ensure tha care by the facility must be provided
plan was updated to reflect the current condition by qualified persons in accordance
for 2 of 9 sample residents. (#9, #30). The findings with each resident’s written plan
ware, of care. This will be accomplished by:
Review of the 8/24/10 pressure uloer care plan Tor 1. The care plans for resident #5
e o o .0 s et 19 verooenod
aocotding fo the dooumentation in the treafiment and revised to mﬁle“’t hisher current
administration records, weekly skin assessment, incontinence neods, )
nurses notes, and 7/8/0 Braden prassure ulcer 2. Resident #5 and #29 will
risk assessment; the régident did not have a fece1ve ICOoNLinenee care per care
pressure Uicer, During an interview with the MDS plan. .
coordinator on 41810 at 2:30 PM, she 3. CIN.A. assignment sheets
acknowledged the 8/24/10 pressure ulcar care were modified o reflect those
plen was inaccurate. regidents who need assistance
with toileting per each
Revigw of the care plan, dated 6/30/10, for resident’s care plan, The charge
resiclent #30 showed interventions for care of a mirse wil] be verifying with
parautaneous endascopio grstrostorny éﬁf‘dmg) CN.A. staff that residents with
tube and urinary catheter, QOhservation of the : . N .
resident on 9/3/10 -9/14110 showed the resident o nenee CAL8 PIATS A6 being
did nef have a feeding tube or Urinary catheter, 4. An in—saervice for © NA. staff
Review of the physician's orders showed the L il be held
feeding tube had been discontinued on 8/5/110 on moontmence care Will be he
and the urinary catheter had been discontinuad on. 10/15/2010.
on 8/7/10. During an interview on 8/44/10 at 3:15 3. CN.A. assiznment sheets
PM, the DNS acknowledged the error and stated will be audited for two weeks
the care plan should have bean updated to show by the NS and as needed
the ahanges in cara, thereafier to ensure compliance.
I 282 A83.20(k)(3)() SERVICES BY QUALIFIED F282] Any corcems will be reported to
§5=D | PERSONS/PER GARE PLAN The QA coramittes at least quarterly.
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DEPARTMENT OF HEALTH AND MUMAI  IRVICES
CENTERS FOR MEDICARE & MEDIGAID SERVICES

FLORM AR YR
OMB NE, 0938-0321

STATEMENT OF DEFICIENGIES (A1} FROVI.DER!SUPPHEMGLIA (x| MULTIPLE CONSTRUCTION (%8) DATE AUAVEY
AND PLAN OF GORREQTION IDENTIRICATION NUMBER; COMPLETED
A BUILDING ‘ €
B. WING
535038 09/15/2010

NAME OF PROVIDER OR SUPFLIER

ROCKY MCGUNTAIN CARE - EVANSTON

STRERT ADDRESS, CITY, STATE, ZIP CODE

476 YELLOW CREEK RDAD
EVANSTON, WY 22930

B ID SUMMARY BTATEMENT OF DEFIGIENGIES 10 PROVIDERS PLAN OF CORREGTION 48
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH DORRECTIVE ACTION SHOULD BE CCMPLETION
TAG REGULATORY OR L8O IDENTIFYING INFORMATION) TAG GRO%S-REFERENOED T0 THE APPROPRIATE DATE
DEFICIENCY)
F 282 | Continued From page & F 282
The sarvices provided or arranged by the faciity
must be provided by qualified persons i
accardanice with each resident's wiitisn plan of
care.
Tnie REQUIREMENT is not met as evidenced
by:
Based on observation, staff interview and medical
record review, the faciiity fafled to follow the cate
plans for 2 rendom non-sarnple residents (#5,
#29) whose care plans were reviewed, The
findings were:
Refar to F315 for information regarding the
facility's failure to follow the care plan for
providing incontinence care for resldant #5.
Refer ta F315 for infarmation regarding the
facilify's failure to follow the ¢are plan for
providing incontinence care for resident #29.
F 309 | 433.26 PROVIDE CARFE/SERVICES FOR F 309 10/15/10
a8=G | HIGHEST WELL BEING F 309
Each resident must receive and the faciliy must Each resident must receive and the
provide the necessary care and services to atialn facility must provide the necessary
or maintain the highest practicable physical, care and services to atain or maintain
mental, and psychosocial well-belng, in the highest practicable physical
accordance with the comprehensive assegement muental, and psychosocial well-being,
and plan of care. 1. accordance with the corprehensive
assessment and plan, of care. This will
be accomplished by:
. . d
}I;u:ls REQUIREMENT is not metas evidenfze I, Resident #31 was re-assossed
Based on observation, staff intarview, medical for pain mapagementt and a pain assessment
racord review, and resigent interview, the faciity sheet completed for seven days, from
L falled to ensure pain managerment was provided 10/1/2010 to 10/7/2010. 1
FORM CMS-2587(02-08) Pravious Varsions Obslats Evant 10;88L%{1 Fackity (D WYOH25 If continuation sheet Page 9 of 22
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DEPARTMENT OF HEALTH AND HUMAN o£RVICES

FRINJELL Ugapizu g

FORM APFROVED
CENTERS FOR MEDICARE & MEDRIGAID SERVICES OME NO. 0938-0891
STATEMENT OF DERGIENGIES f1) PROVIDBRISUPPLIERICLIA (¥2) MULTIPLE CONSTRUGTION (X9} DATE SURVEY
AND PLAN OF QORREGTION |DENTIFICATION NUMBER: COMPLETED
A BUILDING 3?
536038 B. WiNG 09115/2010
NAME OF PROVIDER OR SUFPUER STREET ARDRESS, CITY, STATE, ZIP COBE
475 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE - EVANSTON EVANSTON, WY 82030
(%4} ID SUMMARY STATEMENT OF DEFICIENGIER I F FROVIDER'S PLAN OF CORREGTION e
BREFIX (EACH DEF(CIENCY MUST BE PREQEDRD BY FULL, PREF, {EACH CORRECTIVE AGTION BHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
F 309 | Confinued From page @ F 309 2. Resident #31%s care plan was
In an effective manner for 1of 4 sample residents reviewed and revised on 10/8/2010
(#31) who were identified by the facility &3 having based on the seven days of pain
pain. By not assessing the residentin a tirmely gesessments.
mannar, resident #31 experenced avoidable pain 3. xisting pain memagement
resultirig in harm. In addition, the facility failed to policy was reviewed and revised to
ansuretc;ge “{"‘.'E pm,[‘i’ lda‘i mfa thely gmn ner 1|:° inchude weekly pain assessments.
ot : ey Thotn ;ﬁg o8 For o nen-sample Licensed nursing staff will be in-serviced
' ' on the new pain policy, the FLACC scale

According to the medical history, resident #31 and assessment t‘?‘ﬂs ‘m_lo" LY/ 2010.
was admitted to the facifity on 1/3010 with Contimung pain -sexvices will be
diagnoses Including dementia and a past right hip held throughout the coming year.
replacement. The resident resided on the facility's 4, All PRN pain medication will
secura unit, and was able to make him/Mhsrself be tracked on “pain flow sheet” located
understood according to the 7/31/10 quarterly in. the medication adminigtration record.
MDS assessment. Review of the July, August and nursing staff in-serviced on vse of
September 2010 pain flow sheets, and the MARs pain flow sheet on 10/5/2010.
showed resident#31 was being treated for pain 5. A line item will be added
on a regular basis (fourteen days in July, eleven to the treatment administration
%ﬁﬁ in ﬁ«;g)usi_tt.‘ eﬂlr;cl{I ;et) days S?diir i?é ¢ pain refe? record (TAR) on or bafore 10/15/2010

amber), The physiclan's orders Tol pain rel Tra &
were Lortab 5/500 mg, or Tylenol 650 mg as e that paln.is assessed every
neaded every four hours. Further review of the St - Bh et and)
medical record showead @ pain assessment had 6. Pharmacy consultant and/or
nut been completed since admisalon, and that DN$ will conduct monthly andits
assessinent showed the resident had no pain. to ensure adequate pain management
However, review of the careplan dated 7/28/10 for residents, Weekly pein assessments
showed pain was & problem, and the will be audited by the DINS for three
interventians includsd medication ang assessing weeks and as needed thercafter.
pain every shift and as needed. Interview on Any concemns will be reportod to
9410 at 4:30 PM with CNA #1 whao worked on the QA coinnittee at least
{he secute Lnit, Tevealed the resident had quarterly.
frequent lag pain, The CNA stated she could telf
when the resident was having pain because ¢/he
weuld start walking the haliway pacing carefully 1. The care plan for resident #5
along a line on the tile. She also stated the was reviewsd and revised to reflect
resident would sometimes tell her s/he was tis/her enrrent incontinence needs.
hurting. The following concerns were idenkified: 2. Resident #5 will receive

d. Obsewaﬂcﬂ ary a/{5/10 at 4':34 PM until inconﬁnence care per care p]_an‘
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DEPARTMENT OF HEALTH AND HUMAN . AVIGES
CENTERS FOR MEDICARE & MEDIGAID SERVICES

STATEMENT OF BEFIGIENGIES (X1} FROVIDEWSUPPL\ERIOLIA %R MULTIPLE COMSTRUCTION x8) BATE SURVEY
AND PLANCF CORRECTION iDEN’TiFlCATION NUMBER COMPLETED
A BUILDING Qg’
B, \WING
536038 —— 074512010

MAME OF PROVIDER OR U PPLIER

ROCKY MOUNTAIN CARE - BYANSTON

STREET ADDRESS, CITY, STATE, ZIP CODE
475 YELLOW GREEK ROAD

EVANSTOM, WY 52930

(4 0 SUMMARY STATEMENT OF DEFICIENCIFS
PREFIX (EAGH DEFICIENGY MUET BE PRECELED BY FULL
TAG REGULATORY ORLSG IBENTIFYING INFORMATION}

PROVIDER' PLAN DF CORRECTION

F 309 | Continued From page 10

&-34 PM showed the resident eppeared to be in
pain. The resident was pacing, was helding
histher back aras, was having faclal grimacing,
and was holding hisfer kreath. At 513 PM that
day (9/13) Interview with the resident revealed
sfhe was having pain in the lower back and right
hip area.

b, Continued cbservation showed RN #1
enterad the unit to pass meadications during the
evening meal. At §:34 PM the RN approached the
rosident to administer medicaiion, she told the
resident the medication was for her leg pain and
to help her sleap. The reaiclent at first refused the
medication, teliing the nures no, and pushing her
hand away. The nurse persisted and parsuaded
the residentto take the medication, again teling
ker it would help her rest, Interview with the RN at
5:37 PM revealed the anly medication she
administerad was Xanax for the resident's
anxiety. She stafed there was o pain medication
given, and she had net assessed the resident for
pain at that time. When asked why she had
mentioned pain reiief to the resident when no pain
medication was provided, the nurse stated she
was trying to encourage the resident to take the
medication rather than refusing.. Review of the
September MAR at that tme showed the rasident
had recaived Lortab 5/500 mg wach evening at
5:30 PM for 10 days from 92 to 8M1.

. On 91310 at 6:58 PM a pain assessinent

that thme RN #1 reported she had just done ane,
and the resident refused to take anything. Record
review the next day on 9/14/10 falled to show any
gvidence that & pain assessment was completed
or that the regldent refused any rnedication.

d. Interview with the DNS on ort4/M0 at 2:30
M revealed staff should be awars et non-vetbal
signsfsyinptoms of pain. Thz DNS then verified

of the resident was requested by the surveyor. At |

3] *8)
PREFIX (EACH GORRECTIVE AGTION SHOULR BE CoMPLETION
TAG CROBG.REFERENGED TO THE APFROPRIATE o
DEFIGIENGY)
e —— »
F 309 3. CN.A. assignment sheets

will be modified to reflect thoss
vesidents who need assistance with
tofleting per care plan. The charge
e will verify with CINA. staffthat
residents with incontmencs care

plans are being checked on. &

regular basis.

4. Anjn-service on inconfinence
care will be held on 10/ 15/2010. Topies:
covered will include: effects of
incontinence on skin, coniinence cars
and products selection to promote
dignity, tips for toileting, and timely
coptinence care,

5. Any resident using
incontinense products were assessed
for appropriate incontinence product
selection and proper fit to promots
dignity.

6. C.N.A. assignment sheets
will be audited two weeks by the
NS and as needed thereafier poil
compliance with care plans for
incontinence is achieved. Any
canicerns will be reported to the
QA vomittes at least quarterly,
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DEPARTMENT OF HEALTH AND HUMAN _ ~RVICES : FORN AFF RV EL

' CENTERS FOR MEDICARE & MERICAID SERVICES OMB N, 0938-0581
ETATEMENT OF DEFICIENCIES e)) PROVIDER/SURPLIER/CLIA [¥2} MULTIFLE COMNSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORREGTION IDEMTIFICATION NLMBER: COMPLETEDR
A BUILDING if
535038 BNE 0911572010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIp CODE
475 YELLOW GREEK ROAD

ROGKY MOUNTAIN CARE - EVANSTON

EVANSTON, WY 82830

{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION e
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY TULL PREFIX (EACH GORREGTIVE ACTION SHOULD BE OMFLETION
TAG REGLLATORY OR LG IDENTIFYING INFORMATION) ThG CROSS-REFERENCED TQ THE AFFROFRIATH DATE
DEFICIENSY)
F 309 | Confinued From page 11 . F308
that a comprehensive palh assessment had not
beeh compisted to Identify indicators of paln for
the resident,
Refer to £315 for information regarding the
facliity's failure ko provide care in & timaly manner ¥ 312
to prevent bows! incontinence for resident #6.
F 342 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312 A recident who is wnable to carry out 10/18/10
a5ep | DEPENDENT RESIDENTS activities of daily iving (ADLs)

received the necessary services

to maintain good nutrition, SrOMMING,
and personal and oral hygiene. This
will be accomplished by:

A resident who is unable to carry out activities of
dally Iving receives the neoessary services to
maintain good nutritien, grooming, and petsonal
and oral hygiene.

1. Resident #5, #17, and #29
are currently siting at an assisted

This REQUIREMENT s not met as evidenced diming table where staff can assist
by: them during meal times.

Based on ohservation, staff and family interviews, Resident #36 has boen discharged
and medical racord réview, the faoliity failed to from, the facility.

ansure adequate dining assistance was provided 3 The facility will ettsure

er non"samp‘e r&sidents {#5, #ﬂ?, #29, #36) in 1 that leisidﬁﬂts who raqujre asrsismnce
of 4 dining tooras. The findings were: with eating have adequate time and

; staff asaistance to achieve the
Review of the most recent MDS assessments for asalsiance io

T idans 15, #17, #29 and #36 showed all bighest prasticable lovel of wellbelug
required total or extensive assistance with eating. 3. Tho facility will be adding
Ohservation on 914110 at 8:05 AM revealed the an additional C.N.A. staff member,
rosidents were served breakfast in the room 200 beginning on 10/18/2010, on the
dining reom, Continuous observation revealed morning and afternoon shifts
CNA #2 assisted the resicents by walking fram that will assist with meal times and
one resident o anoiher giving each one with ADL care.
prompling and bites or spaonfuls of food. The 4. ‘The DN§ and/or ADON
CNA stated that sitting beside the residents o will continue to snomiter graffing
provide giinihg aseistancea was not & manageabla peeds and will ensure adequate
task during imes when she was responsible for staffing to meet the resident’s needs.
fe&:d'.ng l“nct'e“ than two msldEHtS. At 8:40 AM A_ny COTICErDS will be Iﬁportﬁd to the
(thirty-five: minutes later), the GNA placed the QA commitiee at least qu arterly.
FORM CS-2587{05-9) Previous Verslons Obsolabe Hvant |D: RELX11 Fachlly ID: WYOU2E if sonbinwation sheet Page 12 of 22
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CENTERS FOR MEDICARE & MERICAID SERVICES OB NO. 0938-0391
STATHMENT OF DEFICIENGIES ra) PROVIDERISUPPLIERICLIA (x2]) MULTIPLE GOMSTRUCTION (%) DATE §URVEY
AND PLAN OF GORRECTION |DENTIEICATION NUMBER: COMPLETED
A, BULLDING Q
B, WiNG
535038 T 09/15/2010
NAME OF PROVIDER QR SUPPLIER TREET ADDRESS, GITY, STATF, ZIF CODE
475 YELLOW CREEX ROAD
RO b G ~EYANSTO
CKY MOUNTAIN GARE ~E ANSTON EYANSTON, WY 82930
A D SUNMARY ETATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTIGN {48}
PREFIX (EACH DEFICIENCY MUST BE LREGEDED BY FULL PREFIX EncH CORRECTIVE ACTION SHOULD BE GOMFLETION
TAG REGULATORY OR LSC: IDENTIFYING INFORMATION) TAG CROSSLREFEREEIGE‘% -lrEON T\I-})E ARPROPRIATE DATE
EEICIENC

Confinued From page 12 B2

partially eaten irays of food In the food cart and
whesled the residents out of the dining reom.
Ohservation of the food consumption for fhe
residents revealed one resicent ata more than
259% of hisiher breakiast and each of tha other
ihree residents ate less than 25%. Infaiview on

1 5/14/10 at 12:15 PMwith 2 famlly member of one
: of the residerts revealed this family member
‘ visited at least four times & weak during
mealtimes. The family member algo stated that
the tesldents in the reom 200 dining foom heeded
"quite a bit of e and sssistance to aomplete
thalr mesals; and they nsually ate hetler when they
reseived this.
F 316 | 483.25(d) NO CATHETER, PREVENT UTL, 5
a5=D | RESTORE BLADDER F315
| 10/15/10
Based on the resident's comprehensive "[he facility prust ensure that 2
assessiment, the facility must ensure that a resident who enters the facility
resident who enters the facility without at without an indwelling catheter
indwelling cathetar 18 net catheterized unless ihe is not catheterized unless the resident’s
resident's clinical condition demonstrates that Clinical condition demonstrates
eatheterization was Necessan; and a resident fhat catheterization Was necessary; and
who is incontinent of biadder receives appropriate | n resident who i incontinent of ’
troatment and senvices to pravent urinary tract bladder Teceives appro Tiate
infections and to restore a8 much normal bladder froatment and Pk I:
function as possible. atment a7¢ BECVICES 1O provent
wrinary tract infections and to
cestore as mich normal bladdex
This REQUIREMENT 8 riot met 28 evidensed function as possible. This will
by: be achieved by:
Based on observations, medical record review,
and staff interview, the facility failed to ensure 1. The care plans for resident #3
appropriate carg and services were provided for 2 and resident 425 were reviewed
nor-sample residents (#9, #20) who wera and revised to reflect his/her coerent
ranclomly observed for care of bladds? incontinence needs.
incontinence. The findings Wers: 5 Resident #5 and #29 will
. Review of the 7/21/10 guarterly MDE agsesarment ;ﬁgﬁw incontinence GALe per Care
: FORM CMS-2567{02-95) Provious Verslons Chaolsta Evant (D2 BELXI pacifity 10, WYDG2S ¢ continuatlon sheal Page 13of22
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
__ CENTERS FOR MEDICARE & MEDIGAID SERVICES

FRINTED: 09/28/2010
FORM APPROVED
OMEB NO. 0938-0391

' STATEMENT OF DEFICIENGIES 1) PROVICER/BUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER:
536038

(%23 MULTIFLE CONSTRUCTION (X8} DATE SURVEY
GOMPLETED
A, BUILDING ({ (1
. WING
09152010

NAME. OF PROVIDER UR $UPPLIER
ROGCKY MOUNTAIN GARE - EVANSTON

STREET ADDRESS, CITY, STATE, ZIP CODE
475 YELLOW CREEK ROAD
EVANSTON, WY 52230

{X4) 1D SUMMARY STATEMENT OF bEFICIENGIES in PROVIDER'S PLAN OF CURREGTION ths)
ErEFX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGYION SHOULD BE GOMPLETION
TAG REGULATQRY OR LSC IDENTIFYING INFORMATION) TAG GROS&REFEREE(E:E% ﬁs‘% -é%e APPROPRIATE DATE
F 316 | Continued From page 13 F 315 3. CN.A. assigament sheets

for ree:ident #5, revealed the rgaider}t had bladder will be modified to reflect
Incontinence daily and bowel incontinence fwes fo those residents who need
three times & week. Review of the assassment . e gt

; : assistance with toileting per
also revesled the resident required axiensive tan. The ch ece will
assistance for tolletig. Review of the 82/10 care Gare p “’?&h G ;; Aﬂgiz ; that W
plan showed approaches included: check the Ver'.lfy with CN.A. staff tha
resident every two to three hours for residents with incontinence care
Incontinence. Continuous observation on 9/14/10 plns are being cheoked on 2
from 8:05 AM until 12:15 PM (over four hours) regular basis. _ _ '
revealad the resident was not checked for 4, An in-sefvice on incontinence -
incontinence or provided tolleting assistances, cate will be held em 10/15/2010. Topics
During that time, the resident afe breakfast, covered will include; effects of
attended the morning activities, visited with tnoontinence on skin, continence care
histher spouse and ate Junch, Interview with the and produots selection to prowmate
spouse on 8/14/10 at 11:15 AM revealed staff had dignity, tips for toileting, and timely
not assessed the resident for incantinence or conﬁm’nc& Care
pravided toileting assistance during the spolize's 5 An re..sidﬂnt using
visit, The spouge also stated the residant was , g y ducts sseqsed
tatally dependent on staff for ingontinence care; incontinence products were a duct
because the spouse was not physically able to for appropriate Incontménce produc
provide this oare. Inferview with CNA #2 at 1:30 selection and proper fit to promote
PM ravealed the resident's spousa had dignity. .
transferred the resident to hed after uinch and the 6. CXN.A. assinment sheets
CNA and LPN #1 weare preparing to assist the will be audited two weeks by the
resiient to the toilet. Observation at that fime DNS and as needed fhersafier until
{over five hours had elapsed) revealed the Compliance with care plans for
rasident had been incontinant and his/her clothing Incontinence is achieved. Any
were soiled With fF.‘:C'.eS 'and urine, GOAGETNS wﬂ]_ be reportad to the

mmitree at least quarterly.
Review of the 4/20/10 RAPs for regident #29 QA.wo wtq y
showed staff were instructed to check the
resident every two to three hours for
incontinence. Review of fie TH4/10 quarterly
MPa assessment revealed the resident hiad
muliiple dally episodes of urinary incontinence
and was fotally dependant on staff for taileting
assistance. Review of the 7/22/10 ¢are plan
showed care plan approaches included: provida
incontinent care after each episode. Observailon
FORM CMS-e567(12-99) Frovious Varsions Chaalete Event [D: 88LX11 Fatilty 1Dy WYOURS if contintiation sheet Page 14 of 22

G}

4 089( oN

WdEL:d 0100 "0 '1°0




DERARTMENT OF HEALTH AND HUMAN .. -RVICES " RORM APPROVED

GEMTERS FOR MEDICARE & MEDICAID SERVICES CMB NO. 0938-0391
STATEMENT OF DEFIGIENGIES {X1) PROVIDER/SUPPLIBRICLIA (%2} MULTIFLE CONSTRUSTION (¥3) DATE BURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 6,@
B. WING
535038 09M5/2010
NAME OF PROVIDER OR SUPPLIER STREET ADRRESS, CITY, STATE, ZIP GOOE
475 YELLOW CREEK ROAD
OCKY MOUNTAL € u NSTO
ROCKY MOUNTAIN CARE. - EVANSTON EVANSTON, WY 52930
RN \D SUMMAIRY STATEMENT OF DEFICIENOIES in PROVIDER'S PLAN OF GORRECTION 0By
PREFIX (EAGH DEFICIENCY MUST BF PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING IRFORMATION) TAZ CROSE-REFERENCED TO THE APFROPRIATE BATE
DEFICIENCY)
- —_
E 316 | Gonltinued From page 14 F 316

aft 9/14/0 fram 8:05 AM unt! 11:35 AM (three
and half hours) revealed staff did not check,
ohange or provide toileting asslstance for the
rasident. Further obsatvation on $/14/10,
revealad CNA %S and CNA #4 removed the
resident's urine soilad disposable brief at 11:36
AM.

During Interview on 8/14/10.at 12:30 PM, the ONE
stated that both residents (#5, #28) should have
received tolleting assistance and/or inconiinence
care at least avery fwo to three hours, The DN
stated the facility did not have a systern for F323 10/1%/10
overseeing and ensuring stai provided this care
i a imely manner, The DNS also stated that the
uhtitnely care was partially due to hiet having
anough CNAs on duly and stalf remssignments
due to the temporary envirenmental changes

The facility must ensure that the
resident environtent remams
at free of accident hazards as {

related to remodeling the dining room. possible; and ezch resident
F 323 | 463,25(h) FREE OF AGCIDENT Faza|  Teceives adequate supervision
s5=p | HAZARDS/SUPERVISION/DEVICES and assistance devices to prevert
accidenis.
‘The facility rnust ensure that the rasident
environment remaings as free of accident hazards 1,  Resident #33 was
as is possible; and each rasident receives evaluated by the IDT team
adequate supervision and assistance devices to and found not to be at risk due
preverit acoldents. to exit-seeling behaviors.
His/her care plan was updated to

reflect this assessment. Ho/she

was moved to & TOOmL NEAT
This REQUIREMENT Is ot met as evidenced the muses station where he/she can
by: be monitored. He/she wilt be
Based an observation, medical record review and monjtored closely for to ensure
staff intarview, the facllity failed fo ensure safety in the new envirotiment.
adequale supervision In the secure uni for 2 of 6 In moving resident #33, there
sample residents #31, #33) who were dentiiisd are 1o longer regidents who
as needing increased supervision, The findings are aguressive to one another
ware: in the secure unit.
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CENTERS FOR MEDICARE & MEDRICAIDR SERVICES

FUHKM ARy B
OME NO, 0938-0391

STATEMENT OF DEFICIENCIES 1l PROVIDER/SUFPLIERICLIA
AND PLAN OF CORREGTION

IDENTIFIGATION RUMBER:

535038

() MULTIPLE CONSTRUCTION
A. BUILDING

B, WING

(a) DATE SURVEY
COMPLETED

0OHS5I2M0

NAME OF PROVIDER OR SUPPLIER

ROGKY MOUNTAIN CARE - EVANSTON

STREET ADDRESS, LITY, 8TATE, ZIP CODE
475 YELLOW QREEX ROAD

EVANSTON, WY 82030

(%4) 1D SUMMARY STATEMENT OF DEFIGENGIES iD PROVIDER'S PLAN OF GORRECTION 58] .
PREFIX (EACH DEFICIENCY MUST BE PREGEDHD BY FULL PREFIX (EACH GORRECTIVE ACTION 8HOLILD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING (NRORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 15 F323 9.  Staff will be instracted
to keep watch on residents when
Review of the 8/19/10 care plan for resicent #33 it pommon areas with others.
showed s/he was a risk for Injuries refated to An in-service will be held to
exit-eeeking behaviors, and his/her whereahouts discuss supervision in the
wera to be menitored. The resident aleo had a spcure wnit on 10/15/2010.
sty of e oring o e ey Dt 5. St willbe added o
= 2 (4] 5 . 1 CHN
abeenvation of he secure urit on 871310 at 4:30 day and aftsrnoon shifts begfaning
i i ; on 10/18/2010, They willbe
PM the resident was being assigted out the doar able b it i i e
into an endlosed courtyard area by another available 10 2351 ”{11 0 s8¢
resident (non-sample #10). Resident #33 was upit should the nead anse.
seated in hisfer wheelohalr, and resident #10 4, Charge nurse on siift will
was trying, with difficuity to getthe wheslchair nmonitor SUPETVISIon ﬂfr_emdems
over the door Jam, There were no staff In the arsa in the secure unit and will be
to help the residents. A few minuies fater, at 4:32 available to agsist as needad.
PM GNA #1, who was in anothar reom with three DNS and ADON will continue
residents, came to the dining roem area to 1o monitor staffing levels
introtiuce herself. At that time she becatne awals and the supervision of residents
of the two residents struggling to get out the door. 1 the secyre upit, ALY COncems
The CNA assisted residert #33 outside. After :
. A ; . - will be reported to the QA
staying outgide with the restdant for & minute or Committee at least quarterly
fwa, the CNA returned Inside leaying resident #33 )
outside Unsuperviged unti 4:45 PM (10-1 1
minutes), Intarview with CNA#1 on M40 at
4:30 PM revealed she was unsure if it was gafe
tor the resident to be outside unattended. She
tnhen stated there was only ane aide warking in
the unit, and it was “hard to be in two places at
oncs." She revesled itwaa seldom that all $iX
residents who resided in the secured unit were in
the same room, and fhere were not enough si=lf
to "pe with the residenis.”
Interview with CMA#T while on the secura uhit
8743110 at 4:40 PM revesled two sample
residents (#33 and %31) did not get along with
one another; she stated there were mu'tiple
instances where the wo wauld physically lash ouf
and fry to hit of Kick oh= another. Shs further
—
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DEPARTMENT OF HEALTH AND HUMA: EFRVIGES
__CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB N, 09380394

(9/18110) from 4:30 P to B:34 PM, the two
tasidents wera togather and unsupervised ina
dining room area or the unit on multiple
oceasions, Interview with the DNS on 9/14/10 at
990 PM revealed he had goncems about the
sacure uni refated to staffing. The facility's
administration was actively trying to eliminate the
secure Unit to better ulilize giaff and provids care
fo the residents.

F 353 | 493.30(a) SUFFIGIENT 24-HR NURSING STAFF
o5~E | PER CARE PLANS

The facility mugt have sufficlent nursing staff to
provide nureing and related services to attain of
maintain the highest practicabia physical, mentat,
and psychosooial welkbeing of each resident, as
determined by resident assessments and
individual ptans of care.

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

Except when watved under paragraph (c) of tis
section, licensed nurses and other nursing
personnel,

Except when waived undet paragraph {c} of this
seation, the facility mst designate a licensed
aurse to serve as & charge nurag on aach tour of
duty,

This REQUIREMENT is hot rnat as evidenced
hy:

STATEMENT OF BEFICIENCIES (X4) PROVIDERISUPPLERICLIA (%2) MULTIPLE CONSTRUGTION [xa) DATE SURVEY
AND PLAN OF CORRECTION (DEMTIFIGATION NUMBER: COMBLETED
: A, BUILDING g (
BWNG . o e '
635038 _ 09{15/20:10
NAME OF PROVIDER OR SUFPLER STREET ADDRESS, CITY, STATE, ZIP CODE
475 YELLOW OREEK ROAD
ROCKY MOUNTA - EVANSTON
KY MIOUNTAIN GARE: - EVANAT EVANSTON, WY 82930
o6 I SUNMARY STATEMENT OF DEFICIENCIES o FROVIDER'S £LAN OF CORRECTION oSy
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX (EAGH CORREGTIVE ACGTION SHOULD BE EOMPLETION
TAG REGULATORY OR LEG IDENTI FYIMG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPIRIATE DATE
DEFIGIENGY)
F 323 | Continued From page 18 Fa23
stated staff were Instructed to keep them 353
separated, During osbservations that evening 10/18/10

The facility must have suffictent
pursing staff to provide nursing,
and related services to attain or
[maintain the highest practicable
physical, mental, and psychosooial
well-being of sach resident, as
determined by resident assesaIments
and individual plas of care.

F 353 This will be achieved by

1. ‘The facility bas hired
three additional CN.A.8 8s of
10/7/2010 and will coptinue to
hire staff to assist with resident
neads.

»  Anadditional CN.A.
staff memmber will be added to
fhe day and aftemoon ghifis
Peginning oo 10/18/2010.

3, Staffing levels will
be monitated daily by the
DNS and/or ADON and
changes, if peeded, will
be made immediately 10
ensure adequate staffing
to raeet the needs of
cach resident. Staffing will
be monitored based on the
acnity of residents and iffwhen
additional staff 15 warranted,
based on acuity, 1t will be
added. Any conoems
will be Teported to the QA
comunittes af least quarter)y.
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DEPARTMENT OF HEALTH AND HUMA . LERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

FORM AFFRUVEL
OMB ND. 0936-0381

STATEMENT OF DEFICIENGIES (xi) PROVIDERIEUPPLIERICLIA ox2) MULTIPLE CONSTRUCTION (X2) DATE SURVEY
AND PLAN OF CORRECTION [DENTIECATION NUMBER: COMPLETED
. A BUILDING e
B.WING __
Gab038 09152010

NAME OF PROVIDER OR SURPPLIER

ROCKY MOUNTAIN CARE - EVANSTON

STREET ADDRESS, (ATY, STATE, ZIP CODE
475 YELLOW CREEK ROAD

EVANSTON, WY 52930

forrnula she had to use-which did not take the

Based on observation, staff, resident, and family

intetview, and medical record raview, the facility
failed to engure staff were available to provide
adequate ADL assistanice for 4 hon sample
rosidants ({5, #17, #29,#36). I addition, a tack
of staffing contributed te safety concerns In the
secure Unit for 2 sample residants (#31, #33) and
the failure to provide incontinence care (na timely

manner for 2 (#3, #28) non-sample rasidents.
The findings were:

a. Inerviow on 9/t5/10 at 2:40 PM with the
SDC who made the scheduls for the CNAS
revealed it was a chailenge to make a schedule
due to the lack of people to wark, Ascording fo
the SDG, many residents requirad a high level of
oars, and four CNAs were needed 1o provide the
needed care on the day and aftemoon ghitts.
However, she was enly able to schadule thrae
wides. She then stated this was in part dua to the

acuily of the residents into account.

b, Interview with resicents during the deys af
survey from 81310~ 971 510 revesled they wers
conceined with the lack of CNAS to help regidents
with tolleting needs. Two residents revagled they
had to wait for an hour of more © have thefr call
light answersd and be pravided assistance,

especially around meal times.

o Infarview with the DNS on 8/14/10 at 2220
PM revealed the facility was strugnyling to get
GNAE hited. They wers "spread oo thin." The
DNG also stated they were using a formu [}
appraach to staffing rather than basing mitrbers
on the acuity of the thirty-six regidenss at the ime
of survey. Ha furthar stated the administragion
waa working on eliminating the secure unit 5o
ataff could be hetter utlized.

4. Refer to F309 for details regarding the

faciity's failure to ensure sufficlent staff fo provide

x4 D BUNMARY STATEMENT OF DEFICIENCIES \D PROVIDER'S PLAN OF CORRECTION i
PREFIL (EAGH DEFICIENGY MUST BE PRECEDED BY FLULL PREFIX (EAGH CORRECTIVE AGTION SMOULD BE COMBLETION
TAG REGULATGRY OR LSG IDENTIFYING INFORMATION) TAR CROSS-REFERENGED TO THE APPROPRIATE DATE
[YEFIOIENGY)
E 353 | Continued From page 17 F 353
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DEPARTMENT OF HEALTH AND HUMAN 8. /ICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES x4 PROVIDER/SUPPLIERICLIA

2) MULTIPLE OONBTRUGTION

OMB NO, 0938-0391 |
(%3) DATE BURVEY !

AND PLAN OF CORRECTIGN IDENTIFICATION NUMBER: COMPLETED ? ‘i
535038 0911512010
NAME OF PROVIDER OR-SUPPLIER STREZT ADDRESS, CITY, STATE, ZIP GODE
475 YELLOW GREEK ROAD
ROCKY MOUNTAIN CARE - EVANSTON  EVANST ON, WY 52930
o) 1D SULMARY STATEMENT OF DEFIOIENCIES D WHOVIDERS PLAN OF CORRECTION .
PREFIX (EACH WEFICIENCY MUST BE PRECENER BY FULL PREFIX, {EAGH (ORREGTIVE ALTION SHOULD EE COMPLETION |
TAG REGULATORY OR LSO IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
& 353 | Continued From page 18
fecal incontinense Care and toileting in a timely
manner for resident #5.
e. Refor to Fa1G fot details regarding the
faciiity's fallurs to ensure gufiiolent staff to
provide urinary insontinence care in & timely F 363
manner for regidents #5 and #29. 10/15/10 -
f. Refer to F312 for details re:lated oz Memms must meet the nuiritional needs
lack of ataff to provide assistance with dining for of residents in accordance with foe
residents #8, #17, #29, and #38. recommended dietary allowinces of
g. Refer to F823 fof detalls related to 2 o0 food and Nutrition Board of the
fack O 43, in the secure unitfor atiopal Research Council, Natioral
. d A . 4
c 363 | 485.36(c) MENUS MEET RES NEEDS/PREP IN b o b This will
5= | ADVANGE/FOLLOWED = '
be accomplished by

Menus must meet ihe nuiritional needs of
residents In accordance with the recoinmended
dietary allowances of the Food and Nutrition
Board of the National Resaarch Councll, National
Academy of Sciences; he preparad in advances;
and be followad.

This REQUIREMENT is ot met as evidenced

by.

Rased on observation, staff interview and review
of the menu spreadsheet, the tacility fatled fo
ansure the planned amount of food was served
far 29 of 20 residents (#1, #2, #3, 45, #6, #7, 5,
%9, 12, 13 #14, #15, 1@, #17, #18, #18, #22,
sy g2d, #27, #28, #29, #30, #34, %32, #33, #34,
a5, #36) who had regular portiored diets
provided for the hoon tneal an 911410, The,
findings were:

feview of the meny spreadsheet showed the
heet stew for the noen maal an 91410 was
planned as an eight ounce regular portion and an
eight ounce portion for the pureed diets as wall.

FORM CMS-2567(02-98) Pravieia Varslons Obselete Evant 10; B4LX{1

00 4 089 oN

1. Two eight ounce serving £coops
were placed in the Kitchen for the staff
to have access 1.

4, The menus werere iewed by
the Dietary Manager and any eight ounce
portion sizes Wers poted. .

3. Lavget 12 ouncs bowls were
purchased on | 0/412010 to gecotamiodate
better for the eight ounce serving
size, The larger bowls will be used
when the mem calls for an gight ounce
serving and when the Tegular bowls
can't accommodate the required
gerving size.

4. The kitchen staff was in-serviced
on 6/30/2010 and will be m-serviced again
on 10/15/2010 regarding serving sizes and
fhe jmportance of following the men.

5. The distary manager will engins
that proper serving sizes are being sexved
and will réport any concems to the QA
committee at least quartezly.

Faohity 102 WYD025 If cantinuation shaet Fage 19 of 22
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ORI A1 1 e

CENTERS FCOR MEDICARE & MEDJCAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (1) FRDVIDEFJSUPFUERICLIA X8) MULYIPLE CONSTRUGTION (X8} DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: GOMPLETED 0
A RUILDING by
FA5028 BOWNG e GOMBI2010
HAME OF FROVIDER OR S8UPFLIER STREET ADDRESS, CITY, STATE, 2P CODE
275 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE - EVANSTON EVANSTON, WY 82030
KD SUNMARY STATEMENT OF DEFICIENGIES Iz PROVIDER'S PLAN OF SORRECTION )
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREAIX (ZAGH CORRECTIVE ACTION SHOULD B8 COMFLETION
TAG REGULATORY OF LSO IDENTIFYING INFORMATICN) TAG CROBS REFERENGED TO THE APPROPRIATE BATE
DEFICIENGY)
F 363 | Gontinued From page 19 F 363
Observation of the noon maal on 9/14/10 showed
ihe cook had prepared beef staw, During the
ZeTving process, heginning at 1 {:50 AM, the cock
dished up six ounces of stew for aach resident
meal. When serving the pureed meals, the cook
uged a #8 scoop which s aeuivalent to foulr
ounces. She dished up one and ope-half sconps
of the pureed stew yielding a portion of six
olmces. Duing the ohservation, the cook stated
six ounces was the portion baing zarved fo the
residents, and at no ine during the observation
did she review the menu spreadsheet to verify the
planned portion. Interview with fne distary
r%anag.e;" on 9N 4!30 at 12:10ﬁ1:M stated the menu
should be followed, and she then verfizd the
poftion size should have peen elght ounces for ¥I7L 1018710
the reguiar portion of beef stew. The facility must procure_food from
F 471 | 483 38(7) FOOD PROCURE, £ gy4| sources approved of consideted
csger | STORE/PREPARE/SERVE - SANITARY satisfactory by Federal, State, or
local authorities and mmst stote,
The facility must - : prepaxe, distribute and serve food
(1) Procure food from sources approved or \under sanitary conditions. This
considered setisfactory by Federal, Sfate or local will be achieved by:
authotities; and
(2) Store, prepare, digtriptte and serve food 1. The lce machine was drained,
under ganitary conditions cleaned, and disinfected on the
afternoon of 9/14/2010 and the yellow

substance was tlemmed off completely.
7. The ice machine will be

ganitized once per month in acoordance
This REQUIREMENT is not met as evidencad wrih the service records. ‘This ask vl
by: b shared by the waintenance staff and
Brased on observation, stalf interview and raview the dietary staff. ) )

of maintenanee service records, the fawility failad 3, The maintenance director will
t0 ensure food ¢ontact equl pment, and stored ensure the e machine is being cleaned &
frozen food was maintained in & sanitaey sapitized every month and will report
candition. The findings were: any concers to the QA committee at

1past guacterly.
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DEPARTMENT OF HEALTH AND HUMAN _ARVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NO. 0935-0891

STATEMENT OF REFICIENCIES (ct) PROVIDER/SUPPLIER/GLIA (%2 MULTIPLE CONSTRUCTION (33) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETER
A, BUILDING fﬂ
- 535038 B WING e 09M5/2010
NAME OF PROVIDER OR SUPPLIER ATREET ADDRESS, CLTY, STATE, ZIF CODE
475 YELLOW GREEK ROAD
ROCKY MOUNTAIN CARE - EVANSTON EVANSTON, WY 22930
e I SUMMARY STATEMENT CF DEFIOIENCIES T D PROVIDER'S PLAN OF GORREGTION e
PREFIX {EACH DEFIGIENCY MUST BE PREGELED BY FULL PREFIX {EADH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY DR LS50 IDENTIFYING INFORMATION TAG CROSS-REFERENGED TO THE AFFROPRIATE DATE
DEFICIENGY)
F 371 | Continued From page 20 FamM .

Obssrvation on 93/ at 3:10-PM and again on 1. Axequest was called mto
SMAMD at 12:35 PM revealed the ice machine in a contractor on 10/6/2010 to repait
the kltchen was not sanitary. Insile the iea the condenser it in the walk-in frcezer.
machine, the white part of the “ice maker" was The contractor will be here on 10/12/2010.
sofled with a yeliow sliry substance that coversd 2. The freezer willbe repaired
an area fourteen inches wide. Interview with the hased on the yecommendation. of the
dietary menager o 9/14/10 at 11:36 AM revasled contractor.
the mainfenance petson routinely saul'z'rtize_d ihe 3. Tn accordance with maintepance
ice machine, and she was unable {o identify the department service records, the walk-in
yellowish substance. Review of the service feezer will be inspected nonthly by 8
records for the ice maching, showed tha interior ober of the mARieRanoce staff o
was last sanitzed on 9/3/10, Interview and IaInher ﬁrfn AT
observation of the ice machine with the ensure proper functioning. Y
adminitrator on 8/14/10 at 12:35 PM verified the concerms will be reported to the QA
substance could likely contaminaie the tee, and cornmiittee at least quarterly.
needed to be cleaned. According to Food Code
2000, U.8, Public Hea'th Sewice: 4-601.11
Equipment, Foad-Contact Surfaces,
Nonfood-Contact Surfaces, and Utenslis, {A)
EQUIPMENT FOOD-CONTACT SURFAGES and
UTENSILS shall be olean to sight and toush.
Observation on 91310 at 3:10 PM ant again on
9/14M0 at 12:35 PM revealed the condenser ubit
in the walk-in freezer was leaking and there was
lee accumulated oh a bag of roll deughy, Interview
with the dietary manager on 914040 at 11:36 AN
revaslad the condenser Unit had heen leaking for
about thiee wasks, She stated there was 2
profeasbna! in at some point to detarrning the
prableny; however, she did not know the status of
when it would b repaired, She was not aware ice
was acoumulating on the package of foad in the
fyeezer, According fo Food Code 2004, U.8.
Public Health Service: 3-305.11 "{A) Except as
specified in 1 () and (C) of this section, FOOD
shall be protected from cantamination by stering
the FOOD: (1) In a clean, dry lecation; (2) Where
it is pot exposed {0 splash, dust, ar ather
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DEPARTMENT OF HEALTH AND HUM:. . SERVIGES PRINTED: Og/28/2010

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0838-0391
STATEMEWT OF DEFICIENGIES (t4) PROVIDER/SUPPLIBR/GUA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND RLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING iv;
F
8, WiNe
535038 w 09/15/2018
NAME OF PROVIDER OR SUPFLIER STREBT ADINRESS, QITY, STATE, ZIP CODE
475 YELLOW CREEK ROAD
UNT, w BV, O
ROGKY MOUNTAIN CARE « EVANST! EVANSTON, WY 82930
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES i} PROVIDER'S PLAN OF CORREGTION X
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD RE AOMBLETION
TAS REGULATORY OR &G [DENTIFYING INFORMATION) TAG ORGES-REFERENOED 1O THE ARPROBRIATE pATH
DEFICIENGY)
F 371 | Continued From page 21 £ 571
cantamination;"
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