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A facitity must immediately inform tha rasident;
consult with the resident's physisian; and if
known, notify the resident's legal represantative
or an interasted fatlly mamber whan there is an
gccident Invalving the resident which results In
injury and has the potential for requirng physician
intervention; a significant change ir the resident's
physlcal, mental, or psychosocial status (e, a
deterioration in health, mental, or psychosocial
status in either (ife threatening conditions or !
clinical complications); a need to alter reatment |
significantiy (e, a need io distontinus an
existing form of treatment dus to adverse
-eonsequendas,or forcommenceaaw forma ol
treatment); or a decision fo transfer or discharge
the resident from the facility as spetified in
£4583.12(a).

Tha facility must also prompliy notily the resident
and, if imown, the resident's legal representative
or interested family member when there is 2
change in room or roomimata assigament as
gpecifiad in §483,15(e)(2); or a change in
resident nghts wnder Federal or State law or
regulations as specified in peragraph (b){1) of
this sextion.

The faclilly must record and periodically update
the addregs and phone numbsr of the resident's
tegai reprasantative or intarasted farmity member.

This REQUIREMENT s not met a2 evidenced
by:

Based on observativs, medics) record review,
and staff Interview, the facility falled to notify the
physician regarding one (#45) of gleven sample
residents who hagd a change in condition or

({4310 BUMMARY STATEMENT OF OEFIENCIES {¥] PROVIDER'S PLAN OF CORRECTION o)
FREFI (BAGH DEFICIENGY MUST BE PRECEDTD BY FULL PREFX (BACH CORRBOTIVE ACTION SHOULD BS COMPLETION
TAG REGULATORY OR LBT IDENTIFYING INFORMATION) TAG CROSBE-REFERENCED 10 THE APPROPRIATE DATE
DEFICIEMOGY)
F 167 | 483, 10(b)11) NOTIFICATION OF CHANGES F 157 F 157
55=0)

The facility will ensure thal the
resident. family and physician arc
notified immediately when there
has bezn o significant change in the
resident’s condition. 'This will be
accomplished by

Resident #45 hos expived.

Upon adwussion, the Director of
Nursitig, charge purse or foor
nurse will be respongible for
sompleting & skin asscasment on all
new pationts, 17 1ew slan ssues are
praseiited, the resident, family and
physician will be contasted
immediately and orders will be
abrained fo treat.

The Director of Mursing or
desigree will review admission &
skin assessments within 48 his.
Medieal Records will also include a
review of skitt ussessment during
the admission sudi, The Dirsetor
of Nursing will b responsible for
monitoring this process and will
repart to the Quality Assurance
Cammittes At l2ast cuarterly,

This will be completed by Ko7 gﬁ)
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Any deficiency stalenmagt o Aing with an asteriek (*) donotas 3 deficien
other safeguards provids
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otherwine raguirad physiclan notification. The
findings wease:

Medival record review revealed reskient #45
was discharged on 8/9/07 and reacmiftad on
B/11/07. Observation on 8M6/07 ot 5:48 Pl
revealed the ragident had a farge heart shaped
Duoberm dressing that coverad the lawer sacral
and coceyx area. Thare was no dase or fime
writlen on the dressing. Licensed practical nurse
(LPN) # 4 remaved the dressing, which revealed
a stage two pressure uloer on the contyx which
was 3 centimeters (cm) by 0.5 cm, and 0.5 cm

F 157

l/I{y‘/ /93_(’0‘

[

deep.The nurse-reapplied-a-DusDimm-dressing—

F 241
88«E

to the: area. The foliowing concerns. were noted:

a. Nursing prograss notes from the facility
and hosplce staff revaaled there was no
doaurnentation of a pressure ulcer on the coccyx
hor was there docurmantation that the physician
had been notified of a pressure uleer from the
time of sdmission on 5/11/07 thru 5/16/07 at 2,30
PM. There were no physiclan treatment orders
for & pressure uloer on the coceyx during that
peariod of fime.

b. Interview with LPN #4 on 8/16/07 at 5:30
PM revealed she was the aurse that admitted the
resident an 81107, The nurse siated she
identified the stage two pressure uler on the
rasident's coooyx at the tirme of adrission and
changed the DuoDarm drassing, but did not notify
the physician. Interview with the diractor of
nursing (DON} on 5/17/07 at 8:30 AM confirmed
the physlcian was not nofified of the stage two
pressure uicer, The BON revealad the physician
was nofified of the prassure ulcer an 8/16/07, six
cays after the residents admission
483.16(z) DIGMITY

The facility must promote care for rosidents in a

F 241

F 241

|
i
The facility will chsure that care i l
provide:d (o residents in a manner [
and envirotment that maintaing or f
enhances each resident's dignity |

\

Il

and respect, Titis will ba
aceomplished by:
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mariner and ity an ervirgnment thatt maintains or
enhances sach resident's dignity and raspect in
full racognition of his or her individuality.

This REQUIREMENT is not met a3 evidented
by:

Based on observation, medical resord raview,
and stefi end rosident interviews, the facility failad
tt agsure a dignified and homelike dining
atrosphere during twa of three meals obsetved
in two of two dining rooms, affecting seven
resiclents (#23, #25, #28, £10, #31, #95, #40),

o4 o SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORREGTION o
PREFIX tEACH DEFICIENCY MUST BE PRECEDIC BY FIALL PREFY {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUHLATORY OR LES IDENTIFYING INBORMATION) TAG CROSBABFERENGEDR TO THE APFROPRIATE DATE
DEFICIEREY)
£ 241 | Continued From page 2 F 241 Rusidents #23.426, #1F, #30, #31,

136, #40 witl nol have thair meals
served on plastic frava, Meal
service will be conparable to main
dining area. Al ilemg will be
removed from the serving Iy and
placed on the dining table, A list of
rasident requiring the use of
serving trays to establigh
houndaries per the cure plan was
placed in the conmnunication book
for the Specinl Care Unit.

A in-in-geevice for all nursing

Thefirdimys were:

1. The following concerns regarding the lack of a
homelike dining atmosphere in the secure care
unit (SCU) were Identified:

a. Observation in the SCL) on §/14/07 at 6 PM
revealed cortifiod nurae ajde (CNA) #& removed
trays contalning resident meals from the serving
cart, and placed the trays in front of the residents,
The plates and beverages were lef! on the plastic
serving frays for the duvation of the mes! for all
elght residants (#5, #14, #18, #20, #28, #28, #30
#31). A comparison observation oftha main
dining room on 5M4/07 at 6:40 Pillrevealed no
plastic serving trays wers loft on the tables; all
plates and baverage containers hatd been placed
directly an the tables.

b Observation on 6M6/07 at 5:58 PM once
again revealed CNA RS set the rays down In front
of the residents. The plates and bevarages
remained on the plastic seiving trays for the
duration of the maal for all eight residents.

¢, Review of the current nara plans for all
sight residents revealed only four rasidents {(#20,
#16, #5 and #14) had care plans which stated
thalr plates should be on trays In order to defined

persvmr Wil eld o et s707
to dineuss appropriate interactions
(i.e. being woere attentive to
resident neads und mote
sontpassionate) and creating a more
positive and hamelike envirotiment
for each rosident, wspectally during
meals,

The Social Servige Divecinr will
also provide minutes of the
Resident Council Maeting 1o the
Adminigtrator for review and
appropriaie departments will
acddress concerns that are dentifed.

The vharge nurse, foor aurac and
CNATs will be responsible for
maitmaining each residant’s dignity
during each meal, The
Administrator, General Manager,
Director of Nursing or Socia)
Serviee Director will also monitor
this area hy heing present in the
dining sreas during meals 2-3 times
per week,

FORR CMB2GET{0 259 Praviods Yerslors Obasisto

Evant Ifnakg 1t
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Continued From page 3

houndaries. The care plans of the ofher four
residents (#26, #28, #30, #31) did not indicate
platas were lo be left on plastic setving trays.
During an interview on 5/18/07 at 4:32 PM, the
director of nursing (DON) staled sbe was not sure
why all residents in the SCU would hava their
meals left on plastic serving trays.

2, Dbservation in the main dining raom on
BMASOT from 6:05 PM to §:37 PM (32 minutes)
revealed ataff failed to address residants by
name, offer 5 courtenus or dignified manner of
addrassing rasidents, or did not respond
appropriately to residents requiring sssistance,

F 2d1 ) . .
Tha Administrator will epart to the
Quality Assurance Commities at

! Jeast quarterly on the progress.

This will be completed hy*‘v‘f(ﬂ'/ﬁ’?ﬂd %% 7

GNA-#22-served-food-to-rasidonts-#28-and#36

and did not apeak to cither resident while serving
the evening meat, CNA #20 spokein a loud,
abrupt mantisr to rasident #40, asking, "Gut it?" in
referance to the resident's sandwich, She did not
addrasy the resident by namsa, spenak at an
appropriate volumg for the setting, or address the
resident in a courtoous mannar whien asking if
she neadad assistance.

3. Saven of nine anonymous rasident intervigws
collected randomly during survey revealsg
residents felt staff wers dissouriecus at imes and
appeared to ", _cluster up..." on the units and in
the dining room. Residents stated staff discussed
“personngl business.. ifke their dates and boy
friends..." during meals and found this to be
irritating. Further, rasidents stated staff wers not
attentive to their needs when engagad in
conversation with other staff membiers, and
requests for assistance were not riet in a tirmely
fashion, particularly during meals. Ona rasident
stated s/ha had to ask three fimas and wait over
30 minutes to have his/her meat out Into 2maeil
pHoces.

EORM CME-2007T{02-0%) Pravious Yerslons Olvsalats Branl 138111
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4. Review of regident council minutes dated
3507 revealad a comment iegarding otaff
behavior at meal times. The Scoial Services
Diractor (SBD) siated on SMB/OT at 2:30 PM the
diractor of nursing had addressed ", several of
the younger CNAs [certified nurse gides) about
their behavior in front of residents.* as a resyit of

resident concams raigad in the Marzh couneil 278
meating, The S50 acknowledged rasidents had
complaitied about situations in which staff talked The fueilisy will ensure that a
about persennal matters, such as dating, registered aurse conducts or
parcularly during maals. Shea further stated soma coortdinates each assessment with
regidents complained staff would rathar talic the apprapriate participation of ‘ B
among-themaelves-thar-assislresivents: nealny professionals and then sign
F2781483.20(g) - (}) RESIDENT ASSESSMENT Fo78 and certify that the assessment is
90 completsd. This will be
The assessiment must accurately reflest the arcomplished by:
resident's status,
; Cn 06/10407, the Director of
A ragistered nurse must conduet orcoordinate Nurgling met with MDS !
each assessment with the appropriate coardinator, dietary manager,
participation of health professionals. activities director and socinl service
desipnee und discussed the
A registered nurse must sigh and oartify that the imparlance of MDS complietion
assessment is completed. : and the need for signaturcs, dstes
i and appropriate section :
Each individual who cormpletes a potiion of the designations. 0o e
assasement must sign aind oerlify the accuracy of ; ) B o ;
that portion of the assessment. The MDS coordinator will only st /;M/Cﬁ
stan R2F For ul re.';idmu-m
Under Madicare and Medicald, an individual who disciplines have completad their  fle/
willfully and knowingly certifies a material and sectiong, signed and deted it the
falze staternent in a resident assessment is appropriate locations.
subject to & civil money penalty of not more than
$1,000 for each assessment; or an individus! whe , Resident #14 MDS dated 10/06/06
wiifully and knowingly causss snother individual has been signed by remaining
to certify & materisi and talse statement in a disciplines and dated with current
resident assessment is subject 16 a oivil money date. Signatures have been
pensty of not more than $8,000 for each i obtained and sactions identified For |

!
FORM CME-RAET(02-90) Ponvioun Verstons bsolsis Evenit [0 QK119 Facily ¥ Wy If eontinuation shegt Page 5 of 22
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F 278 Continved From :
ontinued From page 5 Fars the 04/16/17 quarterly assessment
assesement. and cuwrrent dite provided.
Clinical disagresment doas not corstitule & Residert #26 MDS dated 06/1 2/06
material and false statement. hus reoived the approprile
i signawres and current date, The
; 0312807 quarterly assessment hag
This REQUIREMENT is not met 2 evidancad 2150 roccived the appromiine
by: A by -‘ AR g .
, signatires and current date.
Based on medical record review and staff SIENALIES And curre
interview, the facility failed o assure the Minimtuey Besiclont B33 MBS dared (0d2/07
entdent #33 MDS dated 04728/07
Data Set (MDE) assessments contained dated has recoived the appropriate
signatures for all staff completing portions of the signotures and curront date
assessments for 11 of 12 sample residents (#1, i a
ﬁﬁg#;nedq?j;’?g?#g‘r#za"#‘33' #AZ WA, 7). The D304/07 nasesament far
g4 : | Resident #1 has signatures and
current dates,

According to the Revised Long-Terrm Care
Resident Assessmant Instrurent User's Manual, The quarlesly sssessment for
for section AAB, *...All staff respongible for Rosidont 11 o 0426107 o
complefing any part of the MDS,must enter their CRIC A 0n LaieO/L7 s
sigriatures, files, seotions they completed, and
the date they compigted those seofions...”. The

sighatures and current dales for
complation.

foliowing concems were identifed: _ Resident i 19°s quarrerly

swament for O4/24/07 has the

1. Review of the 10/16/06 sigrificant change MDS e s za/u" s the
assessment for resident #14 showed two of the . .
dates of campletian,

four signatures at AAQ lacked datey. In adtdition,
there was only ona signature for the 4/16/07
quarterly MDS assassment, and ne seslions of
completion were identifiad.

Resident #23's quarterly
assessnoent has appropriate
slgnutlures and current dates of
complation,

2. Review of the 6/12/08 significant change MDS |
assessment for regident #26 revesiad two of the
three signatures at AAS lacked dates. In addition,
revigw of the 3/12/07 quarterly MDS assessment
showed two of the four slgnatures biokad dates.

Resident #4275 annual assessment
on 03/1 3407 has the reguired
signatures and current completion
dhaates.

4. Review of the 4/28/07 quartary MDS
assessment for resident #33 revealed two of the

FORM CMS2687 ([0:200) Praviobs Versions Obnctate Event ID: OK3117 Pty 10 wyoo2s if cantinuation shizel Page B o* 32
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four signaiures at AAS lacked dates.

4. Review of the 34/07 MDE assetement for
rasldent #1 showed two of the four signatures at
AAD lucked dates,

5. A guarerly MDS agsossmant for resident %23
duted 4/23/07 lacked attestation dates for three of
four signatures in sectioh AA.8.

6. Aquarterly MDE agsessimant for resident 19
dated 4724707 lacked attestation dalas for thiee of
faur gignatures in section AA.9.

{410 SUMMARY STATEMENT OF BEFICIENCIES ) PROVIDERS FLAN OF CORKECTION (x5}
PREMX {BAGH DREFICIENGY MUST BE PRECEDED BY FULL PREFIX {BAZH CORRECTIVE ACTIDN SHOULD BE COMPLETION
TAG REGUIATORY OR LEC IEENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APFROPRIATE DATE
DEFCIENTY)
F 278 | Continuee From pages F 278

Resident #44° s assesstment on
12/02/06 {8 complete with current
dates. Quarierly assessmnent for
DI/03/07 is signed with coreent
cate,

Resident #47°s admission
assessrnent dated 02712407 Section
AAD has been completed by
dietician nnd socia] services with
sigiaiures and cuivent dates.

Rusicent #1075 agsessment dated on
MAOKT and 041107 bas heen

7. A quarierly MDE assesament for resident #23
lacked sttagtation dates Tor three of four
gignatures in section AA 8. In each caze, the
assessment coordinator had already signed and !
dated Saclion B 2.b, atlesting v the accwacy and |
ctmplation of the MDS,

8. In addition, an annual MDS assessment for |
resident #42 dated 5/13/07 lacked signatures and
datas for two of three care providers pompleting
sections of the MDE; the sesessment coordinator
hed slready signed Section R.2.1 indicating the

' asgessment was complate and acolrate.

9. Raview of the significant change MDS
agsessment dated 12/2/06 for resilent #44
revealed the dietitian and the souig! service
direchsr falled to date tha day they signed saction
AAS, Further review showed they failed to date
their signatures under AA® an the resident's
quarterly MDS dated 3/3/07.

I 10. Review of the atmission MDE assessment
- dated 212/07 for vesident #47 revesiad the
dietitlan and the sockal servica diractor folled o
date the day they signed section ANS.

completed by dierician and social
services designes with signatuces
and cuvrent doges.

The MDS Condinateor will be
directly respongible for ensuring
that the MIDS s For all residents
have the required signatures. dates
and sections completed, Tha
THrector of Nursing, desigaee or
nurse consuliant will revizw ut least
five (5) MIZ& per month Lo ensure
they aee being completed in
apprapriute time frarncs and to
review Jor accusaey,

The Dircetor of Nursing will report
ta the Quality Assurance
Committee at least quarterly on the
PrOCess.

N
To be completed by “’-Hﬂﬁ(t?“‘/é/r}

Zarz
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F 2781 Continued From page 7 Fa78 |
11, Review of the admission MDS assessment
dated 110707 for resident #10 revemted the
dietitinh and the social service diractor falled to
date the day they signed saction A48, Furiher
review showed they failed fo date their signatures
under AAY on the resident's guarlerly MDE dated
411407,
12, On 817107 3t 10:30 A, the diractor of
rursing {OON) confirmesd the signadures lacked
dates,
F 279 483.20(c)), 483.20(k)(1) COMPREHENSIVE FZr
go=ry | CARE PLANS F1'm
A faclity rust use the results of the asssssment The fucility will ensure the regults
to develop, review and revise the vesident's of zach resident’s dasessment wifl
comprehensive plan of care. b utilized to develop, review and
i revise the resident’s plan of care,
The fﬂcmh’ st deveiﬁp 4 mmpl"ﬁhaﬂswe oarg This wiil be k\cﬁ@lnl:iliﬁhﬂ'd by"
pian for sach resident that includes measurable
Obj&ﬂﬁt’é& and timﬂtabias ] meﬁt A rQSidﬂntis | The Director of Nursing will
medical, nureing, and rental and paychosocial provide an in-service o the nursing
needs thet are identifled in the comprehensive stalf on 0671 5/07 the need for
assessment, interim eare plan on all rewly
admined residents w the facility
The care plan musl describe the sarvicas that are : that will address all needsrakitive
{o be furnishad to attzin or maintain the resident's P -
highest pracileable physical, mental, and
peychosocial weikbaing as raquired under Rasident #45 hag exprred.
§482.25; and any setvices that would otharwise
be required under §433.25 but are not provided O 0521607, the Director of
duﬂ tﬁ the resident's exemisa GF riﬂhtﬂ uncer Nl.ll‘Sil’lg met with ]u;spi{-_@ agency
§483.10, inclucling the right to rafulse treatment w digeuss admission assessmenis, l
under §483.10(b)4). mierim care plans and the
respondibitities hoth for the SNF
] | and hospice agency in e pa of
This REQUIREMENT s riot met &5 evidenaed the resident,
by:
Based on shservation, staff interview, and

FORM CME-260T(02-09) Provious Vorsions Olpatete Envant 1) QK311 Fagiity 10 Wyon2e W apitinuation sheet Page 8 of 32
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AND PLAN OF CORRECTION IDENTIFICATIN NUMBER: A BULOING COMPLETED

535038 B WING 0511712007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GUDE
475 YELLOW CREEK ROAD
ROGKY MOUNTAIN CARE EVANSTON EVANSTON, WY 02930
; " : : 7 i WADEER'S PLAN OF CORRECTION 46,
éﬁﬁéﬁ (m?# ’SQ‘SEI‘EEE%T&%‘S%‘ES FQS&&ES% ?-m‘ ' pn‘é’nx (E:C?l? GggRECTIVE AGTICN SHOULD BE coMbLETION
TAG REGULATORY QR LEC IDENTIEVING INFORMATION) B /Y CROSS-REFERENGED TO THE APFROPRIATE DATE
| DEFIGIENGY)
- £} : ‘ ”
F 279 | Continued From page 8 . ! F2re The charge norse and floor nurses
redicat record review, the facllity failed to provide . will he responsible for ensuring
an intarim care plan which addrassed pressure thul ussessments are eomplcted and
ulcer care and hospice care for one (#45) of one femparary cate plans in place to
newly admitted sample residents. The findings address specifie resident nesds
ware: within 24 houry of admission.
Medical record review revealed rosidgent #45 The Dircctor of Noesing will atsa
was readmitted on 6/11/07. Glservation on review admission sssessments and
5/16/07 at 6:46 PM revealed the resident had & care plans within 72 hours of
large heart shapad Duoberm dressing which admissfon. A iEport o ihe Qualily
covered the rasidant's lower saces! and Cobtyx
area. Licensed practival nurse (LFN) #4 removed Assurnnes Committee by the
the drassing to reveal a stage twopressure Woer Prireetor of Nursing will be dene al
on e CoREy R WHICK measured 3 sentimeters [east quarterly,
{om} tong, 0.6 om wide, and 0,3 om deep, Review /
of the Roster/Sample Malix provided by the To be completed by 7/4H07— Q/,c) ,@%)7
facllity revealed the resident received hospice
servioes, The following concems were noted:
&. Medical record review revealed no
documentation of a pressure wicer on the
resident’'s coccyy from time of admission on
BM1/Q7 thru 1617 at 2:30 PM, and there was
no evidence of an Intetim care plan from the
facility or hosplea that addressed this pressure
ulcar, Interview with the director of nursing (DON}
bonh B/17/08 at 160 AM confirmed that neither the
facllity staff nor the hespica staff iidated an
interim care plan that addressed the prassure
uleer op the resident's coooys,
b, Medical record review revealad no
collaborative care plan batwaen the fanility and
hospiee, which wotld outline the responsibilities )
of each. During an interview on 5/16/07 at § M, b 281
tha DON confirmed there was no collaborative e
cate plan for hospice. The DON stated they had The facility will ensure thar
not received & care plan yet from hospice, services provided or arranged for
F 281 483.20(k)(3)(1) COMPREHENSIVE: CARE PLANS | Fag1|  tho rosident will meet profussional
SEp) standards of quality. This wiil be
The services provided or arranged by the facliity agcomplished by:

FORM GME-25GT02.99) Previous Varalong Qbaalinie

Evant 10 QKB

Faolity 15 WYQoRs
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BUMMARY ETATEMENT OF DRRIGIENCIES ’
{EAGH DEFICIENCY MUST BE PRECEDED By FLLL. !
REGULATORY OR LEGC IDGHIFVING INFORMATION) j

D
PREFIX

DEFICIENTY)

PROVIDER'S PLAN OF SORRECTION ‘
{EACH CORREGTIVE ASTION SHOULD b
ROSS-REFERENGED TO THE ARPROPRIATE

R
COMPLEYION
NATE

F 281 s Continued From page 9

P

' must mest professional standards of Guality. !

This REQUIREMEBNT i3 not et as avidenced
by

Based on cbservation, madioal record raview,
and staff interview, the faciity failed to aseure
professional siandards of practics were
maintained refated to the documantation, Four
(#3, #19, 28, #45) of eloven open sample
fesident racords were atfested, Ths findings

 tha lap buddy was used o deter thgssisted

Were:

1. Review of the May 2007 physician's orders

F 289

resident’s safely.

‘ and #3 and for al! residenis

rseciving madiea onsinchuling

“showesd TesitEnt %28 was ordarad al pargonal |
alarm and a lap buddy {cushioned e restraint) in
the wheelchair for meals and activitiss, Raview of
the restraint review hote dated 2/28/07 showad

iransfers, and the restraint would confinue to be
used, However, observations of the resident on
5114707 from 5:50 PM untli 8:35 PM and on
/15107 from 7:35 AM until 1:40 M reveaisd a
personal alarm and lap buddy were not used.
Review of the treatment recard shower the
hurses initialed that the parsona) alsim and lap

' buddy were in place on 5A4/07 and 515/07,
During an interview on 5/16/07 st 9:45 AM, the
director of nursing (DON) atated the sersonal
alarm and lap buddy wers disoontinued sbaut G
week ago. The DON stated ihe physician's order

should have been changed. The DON aiso stater]
it was & professional standards isue that ihe
nurses continued to inital the trestment record
when the Interventions were actually not in phace,
According to the Wyoming Nursing Prantice
Act 2005 and Administrative Rules and
Regulations, page 3-8, the nurse shail function

under the direction of a licensad physician,

l’ nareotics, The Divsctor of Nuising

will roview med pass

b administration uf fast monthly ore
fore frequently if nccessary and
will report any egaiive findings (o
Quality Assuranes Commigies gt

least quarierhy.

Resident #45 has expired.

praper protocol for pesying

are done.

1/ W@L@

——
L:L/ Y /—i‘e’ /K LAl bttty el ot

o
i b
t%z%mf—”@‘”f’
|

e to the frequent refusal of
Restdent ¥26 w0 use the prersongl
alarm and lab buckdy, u physician
order was obtnined on 0620107 to
dfe. Mursing s wiy Gontinueg
with g 30 minute cheeks 1o monitar

Licensed nugses wil document
medieation immediately following
the administration to Resident # 19

Al in-service will e held on
06/15/07 to diacuss the importance
clfallowing physician ordess,

medications and emphasis on
doctimenting Leatments when they

N
Kkt

} &9&25/)/%.&@0‘('——— .

- ?//&/é._aﬁ—'allg

i

FORM CMS-2587 (03-59) Pravious Varsions (baslate

Evant Iy 20E09 44

Fadlty I3 Wytnas
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1 2. On 8MB/07 at-4:30 PM-observation of a

According to the sixth adition of "Clinical Nurging
Skills", by Smith, Duall, and Martin a niurse should
"...administer traatments par physitian's |
orders...". Furthermore, according to "Nursing
Malpractice: Sldestapping Legal Minafields",
eopyfight 2003, by Ann Helm, " complete,
accurate, and timely dooumentation is

crucial...the medical record provides kagat proof of
the nature and quality of care the patient
iecelved..",

random narcotic caunt on the 300 hall medication
cart revealed the followlng concarms:
a. Obsarvation of 2 bubble pack of

TMENT OF HEALTH AND H., AN SERVICES FORM ABPROVED
CENTERS FOR MEDIGARE & MEDIGAIDISERVICES OME NO. 0938-0391
STATEMENT OF DEFICIENGIES (XD PROVIDERISUPPLIERIC)IA (X2) MULTIPLE CONSTRUCTION {(%3) DATE SURVEY
ANE PLAN OF GORRECTION IDENTIFIGATION NUMBER: COMPLETED
A. BUREING
B. WING
555038 05/47/2007
NAME OF PROVIDER OR SUPPLIGA STREET ADDRESS, CITY, STATE, ZIP GODE
478 YELLOW CREREK ROADR
ROCKY MOUNTAIN CA EVANSTON
RE , EVANSTON, Wy #2930
X4} It SUMMARY BTATEMENT OF DEFICIENCIES [ o PROVIDER'S PLAN OF CORREGTION P
PREFIX (BACH DEFICIENGY MUST BE FREGEDED 1Y FLLL PREYIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
AR REGULATORY OR LEC IDENTIFYING (NFORMATION TAG SROBE-REFERENGED TO THE APPROPRIATE DATE
1 DERICIERCY)
F 281 Continued From page 10 F 281

The Director of Nursing wil be
respansible for ensuring that
nursing staff mea! vooaplable
professional sandacds of quality by
reviewing medication Passes al
fousr mouthly und reviewing skin
arsessmants woekly, She wifl
teport fo the Qualiny Assurange
Committee at foast quarterly on any
problens that are identified,

To be complered by J0+Ha {){4) “%’157&?

lorazepare 0.5 illigrars (mg) for resident #19
revealed it contained four tahlets. Eaview of the
narcotic sigh out book revealed it aicount of three
tablets of this medication for this resident.

b Observation of bubble packs of lovazepam
1 myg for vesidant #3 revealed 90 tablets. Review
of the narcotic sign out book reveated a count of
88 tablets of this medication for this residant,

¢, interview on S/1B/07 at 4:30 M with
licensed practical nurse (LPN)#2 revaated ihat
sha signed out her schedulsd narcolics at the
beginning of her shifi. .
During an interview on BM8/07 =t 605 PM, the
DON stated, "Nurses should sign ttem [narcsotics] |
out after they give ther.” According fo the :
facility's policy #2026 “Madication- Administration
of Drugs" (effectiva 5/23/68), *. Mediostions must
be charted Immediately foflowing the
administration by the parson administering the
drigs,..",
Review of the 3rd edition of , "Nursing
Intarventions and Clinical SKils" by Zlkin, Parry,
and Potter, showed "... Sign out the narcotic on
the narcatic sheet afler taldng narcotic out of the
drawer.."

FORM CME-25602-03) Provious Verlons Obssiate

Byant 1D: OKA114

Festhiity 10 \Wynoes
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[ SrATaimEN : !
T GF DEFICIENGIES (%4) PROVIDER/SUPPLIERICLIA 2) MULTIPLE CONSTRUGTION
AND PLAN € CORRECTION ILENTIFICATION NUMBER; o) NSTRUCTIO (xa)gg;'%f#%ﬁv
A, BUILDING o
" B, WG
865008 Q%M THO0T
NAME DIF PROVIDER O SUPPLIER STREET ADBRESS, OITY, STATE, 2IP CODE
ROCICY MOUNTAIN CARE EVANSTON 475 VELLOW GREEK ROAD
EVANSTON, WY 83030
[he 1] . BUMMARY STATEMENT OF DEFIG ENCIES [1s} PROVIDER'S PLAM OF DORRBOTION
PREFIX (EACH DEFICIENGY MUST BEE FRECECED BY UL FREFIX {EACH GORAECTIVE ACTION SHOULD BE compLETon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 1A CROJSAEFERENCED 10 THE APPROBRIATE CATE
! DEFICIENGY)
Fos1! Continsed From page 11 F 281

3. Observation on 511647 af 5:48 PM revealed
reslient #45 had a large heart shapad DyoDarm
dressing covering the lower sacral and SOGOYX
area. LPN #4 removed the dressing which
ravealed a stage two pressure vicer on e
r&sidésnt‘s couey The following concerns ware
notad;

2. Intarview with LPN #4 on S/B/07 at 5:30
Piv revealed she wag the nurss whi admitted the
resident an §/11/07. The nurse statzd sha
identied the stage two pressure uiter on the
resident'’s coceyx at the fime of adribssion and

changed-the-Buolerm-dressing The LEN foriier
stated sha did not document the pressure wiear or
the treatment she provided In the medioal rectrd.
b, Medioal record raview confiemed there was
na documentation of @ pressure wiesr or any
treatment that was provided at the tme of
admission:,
According to "Nursing Malpractice® by Ann Helm,
publication date 2003 “.. Complete, socurate, and
timely documentation Is crucial to the continuity of
each patients care.. The medicat record provides
lagal proof of the nature and quality of care the
 patient recelvad. . the prevailing ruleds I It lsn't
| docurnented, It hasn't been done.” e 10 FEcEve The necessiry
F 312 | 483.25(a)(3) ACTMTIES OF DAILY LIVING 312 cantinue iy recizive the neceszary

a8= assistance, Nursing staff will

o i isure thut residents are phacad

A resident who is unable to carry ot activities of prurc that residznts ere phaced
daily living recelves the NECEBBATY Salvices to ar.trnrummel'} al the d‘mmg tab ke
maintaln gm:;d nutrition, grooming, snd personal et that nssistamce with set-up and
"and oral hygiene ' ' eating takes place as required.

3

The facifity will ensure thel
regidents who are unable to carry
ont ADL's receive the necessery
services 10 maintain good nuteition,
This will be necomplished by

Resident #21 and o] residenss whao
reqitirg extensive aasistance will

A dmsgervice will be held on
/1507 for pursing staff o
discuss how {o better agsess and
provide the necessary services 1o
each resident during reals,

This REQUIREMENT iz not met a8 svidshoed
by
Basad on observation, medical record review,

. , |
FUIRM CMB 25 7(02-89) Provieus Vetslons Chadeto Evant 113 ORB111 Facliity 1x Wynnos If continyatian sheot Page 12 of 32
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~ DEPARTMENT OF HEALTH AND HUy.4N SERVICES Y PR w007
" GENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0238-0397
STATEMENT OF DERICIENGIES K1) FROVIDERIBUPELIERIGLIA #2) MULTIPLE CONGTRUGTION (XE)—E)ATE SURVEY. T
AND PLAN OF CORRECTION IDENTIFISATION NUMBEE: CUMPLETED
A, BUILINNG )
535030 . NG 054172007

NAME OF FROVIDER OR SUPFLIER
ROGKY MOUNTAIN CARE EVANSTON

STREET ADDRESS, CITY, STATE, 2IP CODE
478 YELLOW OREEK ROAD
EVAHSTON, Wy 82830

SUMMARY STATEVENT OF DEFIG ENGIRG

and staff and resident intarviews, the facility failed
to provide nevossary servioas to asaist in dining
for une: non-gainple resident (#21) during one of
three meal obsarvations, The finding were:

Raview of a quarterly minlmum data sat
(MD3) assasarment for resident 524 dated
1729107 showed the rasident required extensive
assistance of one perscn for eating. Acconding to
the Decermber 2002 Conters for Medicare &
Medicaid Services Long Terin Care Facility
Resident Assessmaent Instrument (RA) Liser's
Manual, Version 2.0, revised Dacembar 2005,

(%410 It PROVIDER'S PLAN OF CORRECTION
PRIEFIX (EACH DEFICIENGY MUST BE PRECECIED BY FULL PRER BAGH CORRECTIVE s : ol
TAQ RESULATORY OR LEQ IMERTIPANG 1N FORMATION, AL cégaa.nspﬁnlgﬁmg;;mﬁg E?Ewﬂﬁé'fm?fm (:w&g o
DEFICIENGY)
F 312 | Continued From page 12 F 312

The Admimstrator, Direcior af’
Nursing, charge nurse and fAoor
turse will be responsible for
monitoring this concern during
meals. The Diroetor of Nursing
will report 10 the Quality Assttrance
Conunities al least quarierly
regarding prograss,

Te be complated on l}!ﬁﬁﬂ%‘"(ﬁt)

S50

exiensive assistance was defined-as " _—weight

. oasessment dated 4/30/07 continued to have the

bearing suppart provided three or miore times....
fuil staff parforrnance of activity (3 ar more times)
during part (but net ail) of lagt seven days."
Further record review ravealed the MIYS

resident assessed as raquiring exténsive
assistance for eating,

Observation on 6/14/07 at 5:55/PM revealed
the resident was sitting in the whesichair
approximately two feet away from the asalstive
dining talile. The resident attempted to move the
wheelchair, but only succesded in roving ina
small circla. At6:15 PM the resident's meal was
placed on the assistive dining tabla wnd the plate
cover was removed, The resldent remained it the
wheelchalr approximately twao feel from the table.
At 5:45 PM (30 minutes after the meal wasg
deliverad) certified nurse aids (GNA) #20 moved
the regident's wheelchalr up to the fabie and cut
the meat on the tray, Further sbaervation
revedled the GNA did not open the hesatih shaks
cantainer for the resident or offer any further
assistance,

Intarview an 6/17/07 at 8:16 AW with the
diractor of nurses revealsd that herexpectations

|
s

FORM CME-2567(02-09) Provious Vorsions Shaolale

Event {3; OKB11Y
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(3} i
PREFX
Tan

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENGY MUST BE PRECEDES BY RyLL
REGULATORY OR LEC IDENTIFYING 1N FORMATION

1>
PREFIX
TAGH

PROVIDER'S PLAN OF CORREGTION
(EAGH CORREGTIVE AGTION SHOULD B
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

(xt)
| GOMPLETION
PATE

Fa12

Cantinued From page 13

for a rasident who was assessed as requiting
extensive staff assistance with dining would be
that the resident's miea! would ba set up by staff,
the resident would recelva cueing throughout the
raal, and tha residant would have actual
assistance during the meal, assistahca would be
provided in & timely manner,

Two anonymous resident Interviews randermly
collected during. the survey- revealed-facllity. stofr
did ntat provide timely assistance to residents
during meals. One residant stated sihe had
trouixe opaning drink carons and *. i you don't

F a1z

calch-them{stafi] the-firat-time forget-atsmut

F 314

88=D

getting help..." Another resident statad sthe had
tty 25k three times and wait over 30 minutes on
one occasion to have hisfher meal ¢ut into
staller pleces,

483.28(c) PRESSURE BORES

Based an the comprehensive assessment of ¢
resident, the facifity must ensurs thet a resigent
who enters the facllity without pressire sores
doss not develop pressura sores unvess the
individual's clinical condition demonstrates that
thay were unavoidable; and a resident having
pressure sores racaives necessary fraatment and
services to prormote healing, preven! infection and
pravent new sores from developing,

This REQUIREMENT i not met as evidenced
by

Basad on observation, medical taoned review,
policy and procadure review, and staff intervisw,
the facility falled to prowvide necessary breatmeant
and services for one (#45) of four sample

residents with prassure ulcers. The findings were:

F a4

Fii4

The facility will ensine thata
resident wheo enters the facility
without pressure sores does not
develop pressure sores un less the
clinical condition demanstratos
they were unavaidable.

Resident #43 hos expired.

i admission or as NECCENATY, 2
skin ussessment will be performed
by the nurse (o determing corrent
skin prolilems or 1o idenufy the
potential for skin brvukenwn, A !
plan of cuve will then be esmblmhe‘:g} m D) et

0 addiegsmotinlial proflems, <7 : .
rua;&/ﬁlj}? & LQ/LA&'L/:) &’/&L{&,L/r’l—é—ﬂ-(’i 4
Anisservice will be held on

(16715107 with nursing sia ff (o
FEVIEV PrEssure sore prevention

£08.

=

FORM GVB.28 70200 Erevious Vesians Cheolals

Bvont 10 0KE114
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| LFN stated she did not notify the physician of the

I

pressure woer,

b, Medical record review confirmad the lack
of documentation of a pressura uleer on the
resident's coceyx upon adralesion, Further
medical record review from 5/11/07 thiy 8116107
at 2:30 PM showed no gosumentation of the
pressura uler or any treatment trovided during
that six day period. There was no physician arder
for pressure ulper treatment and the tturging oare
plan lacked interventions addressing pressure
uicer cara,

¢. Review of the decubltus ulcer palicy #2014
in the Racky Mountain Palicy and Procedure
Menual dated 8/22/98 under treatrert prosteol
5..¢..(2) revealed for a stage two, "a protective
wat to dry dressing was 1o be applied twice a day
unless othurwise specified by the physlcian,*
Interview with the director of nursing {(DOM)Y on
S/17/07 at 8:30 AM revealad that at thes time of
admisgion a wet to diy diessing was not apnlied

e & ‘ £ :
- SENTERS FOR MEDIGARE & MEDICAID SERVICES OMENG, JosB0han
MG PLAN OF CoRRRGTONT |7 PROVIDERISPLERCLIA PG MILTIPLE DonsTRUCTION P b

_ A. BUILINNG -
535030 e 0817/2007
NAHE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 21 CODE
ROGKY OUNTASN CARE EVANSTON 474 YELLOW CREEK ROAD
EVANSTON, WY 82939
} SUMMARY 8TATE OoF HELw T A5 2R ! -
FRAAX | (BAGH D T PREGEORD By ruLL | PRI (EACH CORREE TV A nRECTION o
Tats REGULATORY OR LEC IBENTIFYING INPORMATICN) TAL CROSEREFERENGED TO THE APPROERIATE BATR
DERIGIENGY)
314 Continued Erom page 14 f Fa

Medical racord review revealed resident #45 prosoecls and appsropriate treatment

was readmited on 5/11/07, Observation on protocols,
| S/1BI07 at 5:45 PM revealed the ragiden had 2 |
large heart shaped DuoDarin dressing covering ' The Dircetor of Nussang will ha
the lowear sacral and GOucyx ares, Liconsed ' i tespansible for manitoring prossore
practical nurse (LPN) #4 removed tlie dragsing | SOrG management in the lacility,
and revesled a stage twe presswe tiver on the [ Licemsod nurses will complewe a
Gocoyx that measured 3 centimetery (= long, weekly skin ussessmant lor each
0.5 om wide, and 0.5 m deep. The fatlowing pressure sove, The Director of
concems ware noter: o Mursing-vell provide-the—- - -
T T e nterview with CRR #4 on 5AB/07 at 5110 Administrator « monthly summary
PM revealed she was the nurse who sdmittad the ol all pressure sores, This
rasident on 8/11/07. The nurse stated she information will then be reported (o
! kientified the stage two pressura uleer on the e QTAITY ASResament awdl ]
., resident's caceyx at the time of admission and Assurance Committee al jeasi

changed the DuoDerm dressing, but she did nof quarterly.
document the pressure ulcer or the treatmend she |
provided In the medical record. Furthatmore, the To be compleied hyﬂ&ﬁﬂﬁ,@f& % s D

*ORM CM2-2907(0:.99) Previous Varsiane Obssista

BvantID: OKE114
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STATEMENT CF DEFICIENCIES 1) PROVIDEFUSUPPLIERICLIA 42) MULTIPLE CONSTRUCT : :
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SUMMARY STATEMENT OF DEFIG ENGIES

times, changing the area of the waghcloth (o a

PREF: (EACH DEEIIENGY MUGT BE PRECECED BY B3, PRERIX (EACH CORRECTIVE A oo S coMpLerion
TAR REGULATORY OR LYC IDENTIFYING (4 EORMATION) TAL CROSS-REFERENCED TO THiE APPROPRIATS DATE
DEFIGIENGY)
F 314 | Continued From page 15 F a4 }
to the resident's uoncyx ares. Further Inforview |
with the DON confirmed the physiclan was not |
notified of the pregsure uicer until 5718/07 and ,
there ware no physician treatment arders urntil ]
that tirne, g
F 315 | 483 25(d) URINARY INCONTINENCE F315 |
S8sD F 315
Based on the resident's comprehensive
assassmnent, the facility must ensure that 4 The freility will ensure that all
_ [ resident who enters the faeility withoutan. - .- residentswil I reccive ippropTETE |
indwelling catheter is not catheterized uﬁfﬁtl&';% the catheter care and personal care. _ .
rasident’s clinical condition demonstrates that This,witl be accemplished by . ol
catheterization was necessary, anda resident &f’ﬁ%ﬂ(“ 7 gdﬁj‘/ e ﬁfﬁ : &g N
_ ,wh:;:—ls-inemnﬁnent—aﬂaiadderfreﬂeives-apprupriate T Resident 95 TS expirsd,. [}f Tk A A)
treatment and services o prevant urinary tract 4%
infactions and to vestore as much nommal bladder An in-service will be held on
function as possible, 00307 with wil nersing staff to
review proper catheter care, The
Dircetor of Mursing will provide
This REQUIREMENT is not et ag evidenoad information relutive sa the proper
by: cleaning of cathoters a8 well 2s the
Based on absarvation and staff interviaw, the importance of yood hand- washing
facliﬂy faitled o provid@ csathaster pare for 2 (#23, | aned proper plove teshn iques.
#46) of 2 residents observed during catheter care
in 2 manner which wouid minleize the risi of The Director o Nussing. Director
urinary tract infaotions, The following concems of Staff Development and licensed
were rofed: nurses will be respongible for
ensuringg our residents roczive
1. Qbservation on 5M5/07 at 3:30 PM revealed approvriate saihaler care through
cetlified nurse aide (CNA)#22 performed frequent rounds in the factlity. The
catheter cara for sample resident #23, Using a Dyivector of Nugsing will report
washcloth, the CNA wiped the cathaier tubing : quarterty 10 the Quality Assurance :
{from the body to approximately 6 Iriches down ; Comimittee any wegative resuits. !
the tubing) using & back and farth motion witheut ’ s
changing the position of tha washeldth, interview To be completed by-A7447 gf,d /3~£/ &7
with the director of nursing (DON) on 5/16/07 at ’
915 AM revealed the procedure weiz 1o wipe ‘
down {away from the body) the cathater four !

I
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-ru%m;wﬁﬁ.ﬁ..f@,ﬂ MEDICARE & MERICAID SERVIGES OME NO, 0938-0391
BTATEMENT 0OF DEFICIENCIES X1) PROVIDERISUPPLIBR/CLIA 3 IO ever )
ARD PLAN OF CORRECTION *) INENTFIOATION NUMBER: 018) MULTIPLE CONGTRUGTION (xa)ggztESFuT‘;ﬁ\t’JEY
A, BUILDING T
536039 B WING 061712007
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, (Y, $TATE, ZIP GODE
ROCKY MOUNTAIN CARE BVANSTON 475 VELLOW CREEK ROAD
EVANSTON, WY 82030
Ot SUMMARY STATEMENT OF DEFIQENCIES o PROVIDERS BLAN OF CORRECTION o
PREFIX (BACH DEFICIENGY MLIST BE PRECEZED 8Y FLLL PREFIX (EAGH CORRECTIVE AGTION SHOULD BR BOMELETION
TAGR REGULATORY OR L8 IOBNTHIFYING NEORMATICN) TAG SROZE-REFERENCED TO THE APPROPRIATE OATH
DEFICIENCY) !
F 315 Continued From page 16 F 315
clean area each time,
2. Observation on 5/16/07 at 5:45 BM reveal
licensed practival nurse (LPN) #4 pertormed a
dressing change an the coctyx ares of sampie
tasident #46, After completing the dreasing
change, the LPN then provided cathater care on
the resident without washing ier hands or
changing her gloves, Interview with the DON on
SM7/07 ot 818 AM revealod the cornact e e R
[ procedure would have been for theinurse to '
complete the dressing change then rermove the
soiled gloves, wash har hands, and put on new
| gloves hefore she provided cathelecoare——— ; — — T T o
F 324 | 483.28(h)(2) ACCIDENTS F 324 I 324
88=)
Tha fmi!ity rust énsure tha.t each resident The facility must ensure that cach
receives adayuate supervision and agsistanoe resident receives udequate
davices to prevent accidents, supervision and wssistive gleviees (o

prevent accidents, This will be
v dceomplished by

This REQUIREMENT [z not mat as evidenced ;
by.

Basad on observation, medics) record review,
review of facility doourmentation, and staff
interview, the facility failed to assure supervision
to pravent aceldants during one of three mesls
observed in the secure care unit (SCU). The
potential for involvement in an acoliant affected
six residents (#14, #20, #26, #28, #30, #31). The
findings wers:

Daring meals in the SCU, 2 stwl(T
member will be present (o it
cach resident, |Fa sinff menber
ngeds 1o lerve the dining srea to
asnist another resideny or for any
ather reason, they witl lgeate
another staff member who will
reemaine iy the dining room until
they retum. This will ensure that
Adeguate supervision is pressnt 1o

Observation on 5/14/07 at 6:26 PM nevealed .
seven rasidents (#14, #16, #20, #26] $28, 430, prevent an acident,
#21) wera eating in the SCLIL One cartified nurse

side (CNA#8) was present in the dising roomy; no
other stalf were in the SCU. At 8:27 PM, CNA #5

took resident #18 to the bathroom indhe |
resident's room, leaving the other siv residents F

Al vesidents, including #14, (6, 26,
20, 28, 30 and 31 are receiving
appropriate supervision during
medl timas,

i
I H
FORM CM8-230702-00% Fravious Versions Obsolals Bvont ID:OKET 1 Faciity i Wyobes If continuation sheel Page 17 afay
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FORM APPROVED
OMB NG, 0938-0301

STATE-’MENT OF BEFIQIEBNGIBS (X)) PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDEMTIFICATION NUMBER, CGOMPLETED
A BUILDING
. WING
5ABOSE PEMTiZ00T

NARE QF PROVIDER OR SUPPUER

STREET ARDRESS, GITY, STATE, ZIP OODE

unsupervised while they ware still sating At 6:32
PM (five minutes later), the CNA returned ta the
dining room.

Medical record raviaw revealed the-foliowing:

8. Reaview of the 4/16/07 quarterly Minimum
Data Set (MDS) assessment showed resident
#28 required fimited physical assistance for
aating.

revialad resident #31 requirad suparvision and
sel-up assistance for asting,
c. Review of the 312/07 MDS sssessment

____ b Review of the 3/22/07 MDS gssessment__ |

A e was posted in the
communiization boolk for the SCU
& rmain floor regarding the need to
have a stafl member present in the
dining arca during meals to provide
sdequate supervision and to prevent
acsidents Tor all residenrs,

Anineservice will be held with all

the protocols for dinity areas.
Charge mirse and floor niese will
menitor during cach shift and will

_ hursing stalfon 0671 SA07 10 roview

. " 475 YELLOW CREEK ROAD
ROGKY MOUNTAIN CARE BVANSTON
EVANSTON, WY 82036

(X4} Iy BUMMARY STATEMENT DF DEFICIENGIES Iy PROVIDER'S BLAN OF CORABCTION X
PREFIX (EACH DEFICIENEY MUST BE PREGEDED BY FULL FREFIX - (BACH CORRECTIVE ACTION SHILLE Bl COMBLETION

TG REGULATORY OR LSC IDENTIFYING INFORMATION) THS CROSSBREFERENCED 10 THE ARPROPRIATE DaTE

DEEIGIENGY)
F 324 | Continued From page 17 | F 324

—LEPEE Ay CoBCermE-lo-the-Director

showed rasident #26-raquired-supenvision-and

set-up assistance: for cating.

d. Review of the 4/16/07 MDB sssessment
revealed resident #14 required set-yp assietanoe
for eating.

&. Review of the 5/7/07 MDS assessment
showed resident %20 requirad set-up assistance
for aating,

f. Heview of the 211507 MDS sssesernent
revealod resident #30 required set-up assistance
i for ealing.

{

' When asked about the facillty's policy on
supetvision st meals, the diractor of nursing
(DON} provided the surveyor a typad decuniont
entitled "Dining Room Process”, which stated
"...Staff meambers monitor residents while in the
dining room.. there should always be at least one
staff membar in the dining reom withi residents
who require assistance when feeding...one staf
trember remains in dining raom Lkl residents
have axited, ", On SM6/07 ot 4:45 P, the
adrinistrator stated it was a mistake! for residents
in the SCU dining room to be left alone. The
admiristrator stated the staff mamber should
have called another staff to come back fo the unit,

of Nursing. The Director off
Nursing will report to the Quality
Assurance Comniitee cach quarter
aoting any corcerna,

To be completed by—?fﬂﬁﬁ'!{)//t)

a5/
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X 1D SUMMARY STATEMENT OF DEFIGIENGES ' 5y PROVIVER'S PLAN GF CORRECTION P e
PREFIX (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULDBE | coubLenon
TAG REGULATORY OR LEC IGENTIEYING IMFORMATION) TAG CRD&S-REFEREEGED Ttl.a gHE AFPROPIATE pat:
) EFIGIENCY) : i
} A
F 329 | 483.25(1) UNNECESSARY DRUGES F 320 |
S8= Fam |
Each resident's drug regimen must be frae from '
unnecessary drugs, An unnecessery drug is any The fucility will ensure thal cachy

drug when used in excessive dese (including
duplicate tharapy); or for axcessive Quration: or
without adequate monitoring; or without adeguate
indications for its use; or in the presence of
adverse consequences which Indicste the dose
should be reduced or discontinued; or any
combinations of the reasons above-
Based on 3 comprehensive nssessment of 2
restdent, the facility must ensure that residents
who have not used antinsychofic drags are not

. _AyDrerato § mg MO O day. -

restdent's drug regimen is froe
flean unsecessary drugs. This will
be aceomplished by:

Resident #25 nhysician order was

writlen an 05/15407 0 decrense

Psyehotropie medication will be
reviewed at least cvery guarter on

Al residents and-ns-necesary-b ¥

“rgivarrihesedrgs tniess antipsychetic drug
therapy is necessary to freat a spacific condition
a3 diagnosed and documented in the clinleat
record; and residents who use antinsyctiotic
drugs receive gradual dose rechustions, and
behavioral interventions, unless clinically
confraindicated, in an effort to discontinue these
drugs,

This REQUIREMENT is not mot as evidenced
by:

Based an madical record review and staff
interview, the facility failed to assurethe druig
regimen was free of unhecessary druge for ane of
12 sample residents (#26). The findings were:

Raview of physician ordars showesd tesident 826
was prescribed Zyprexa (antipsychofin) 7.5
miligrams (mg) everyday sinoe 10/2/06. Raview
of the psychotrople medication review notes
daied 3/28/07 showed stalf recommended the

Zyprexa be decreased ta 5 mg evarytiay, The

© meeting, the Director of Nursing

the prychotropic revigw commitice.
Recommendations will then be
submitied 1o the physicisny and
nsvchotropic medication sunMnary

will be returned w the Direcior of
Nursing for review and
irmplementation, !

The Director of Nursing or
designee will provicks the plrysician
with the commiine s
recommendationg within 24 hrs,
The Heensed nuvsing seaff will
implement fhe shysician‘s decision
fmmediutely, Within ore week
following the Psychatropic

will follow-up on the
Fecompmiendations to easwe a plan
hag been tmplemented.

i

FORM CMS-2067 (0200} Provisus Versions Ohwalata
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The faciity must develon policies and nroceduras
that engure that —

(i) Before offering the influenza imenization,
each resident, or the resident's legal
representative receives education resarding the
benefits and potential side affects of the
imriuntzation:

(il) Each resident is offared an influstves
immunization October 1 through Marsh 31
annualy, unless the immunization is medicaly
cortraindicated or the rasident has alrendy boen
immunized during this fime period;

(H#} The resident or tha residents legzsi
raprosentative has fhe opportinity to efuse
Hmmunization: and

(Iv) The resident's medical record inclutlas

! documeantation that indicates, at a minimum, the
i following:

J

|
|
|
|
|
J

pneimonia vacaing anc that the
medical recore will contgin
documentation nolitg that
ecucation was provided 1o the

‘ resident, family ar guardian, Thig

( will be aceomptished b

|

I

Resident #23 g docurmaniation o
“Medication Administraiion
Consent & Preumevax Inguiry
Form" in ihe medical reenrd,

I Preumocacenl wys given an

! 08720007, Infiuenza shiot given on

' 1471 6436,

Resident #26 hag documentation in
nurse’s notes, Immunization &
education feeord is also presend,
Pneumocaccal given on N6/21 47,

4} ID i SUMMARY STATEMENT QF DEFIC.EMCIES 3] PROVIZER'S PLAN OF CORRECTION XB)
PREFIX (EAGN DEFICIENGY MUST BE PRECECED RY FULI, PREFIX (BACH CORRECTIVE AGTION SHOULD B COMPLRTION
TAG REGULATORY OF LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE paTE
’ _l ORFICIENGY) ]
F 329 Gontinued From page 19 F 328 i
psychotropic medication review summary shoat J The DON will report ro the Grality |
! dated 328/07, showed the staff's Assutance Commitice at least |
recommendations that the Zyprexa be decreassd fuarterly on (e Psychotropic i
was given to the physictan. The physiolan Committee s progress, '
; respanded oh 4/9/07 and documenterd agreement ]
with the recommandation. The physician also To be completed b;-'h'iﬂ)—l-!fﬁ—‘@/,d %J/
27
instrunted the facility to implement the change, |
Howaver, review of the physician orders and the
medication administration records for Aptit and S
] __MEYEQQ?jmweﬂ_themsidtam.was;stiﬂ-me&iving—.- -
- |the original dose of 7.5 mg. During an interview
on 3417 at 3:38 PM, the dirsotor of nursitg i
(DON) stated the dose was not decreased, but _ , -
_ sho,uld.hava-beenéﬁhe—ﬂ@%stﬂted*tharwhfan*the
physician agread with the paychotropic i
medication commites's recommentlation, she I F 334 |
would wiite out 3 telephone order for the change i }
in dase, but it was not done for this resident l The ficility will ensure shat sach |
’523; ﬁ&ﬁ%ﬁg J{?{%}E ENZA AND PNEUMOCOCCAL !' F 334 resident is o fered fn Muenza and
I

TRM Cis -ABENOR90) Pravinus Yermslons Obadlato

Hvant 1D 4B 5

|
|
1
i
f
1
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DEPARTMENT OF HEALTH AND muMAN SERVICES FORM APPROVED

-GENTERS FOR MEDICARE & MEDIGAID SERVICES OME ND, 0838.0391
ETATEMENT OF DEFICIENCIES 01) PROVIDERISUPPLIER/CLIA (%2 MULTIPLE GONSTRUGTION (%3} DATE SURvVEY
ANG PLAN QF CORBECTION IDENTIFIGATION NUMDER, COMM_ETED

A BUILDING
595038 B. NG 08712067
MAME OF PROVIDER DR SUPPLIZR BTREET ADDRESS, GITY, STATE, 2P CODE
. AT YELLOW GREEHK ROAR
ROGKY MOUNTAIN CARE EVANSTON EVANSTON, WY 52030
oD SUMMERY STATEMENT OF DEFIC ENCIES D PROMIDER'S PLAN OF QURERECTION I
PREFIN {EACH DEFICIENCY MUBT BE PRECECED &y FULL ' PREFIX (EACH SORRECTIVE ACTION SHOULD Bt L GOMPLEYICN
TAG REQULATORY OR LSC IDENTIFYING INEORMATION; I TAG CROSS-REFERENCED TO THE APFROPRIATE | DAtk
DEFIGIERCY) }
F 334 | Gontinued From page 20 334 , ‘ o
(A) That the resident or resident's legal Rasident #10 has *Immunization
representative was provided educetion regarding and Bducation Consent™ form in
the: benefits and potential side effects of influenza the medical recoxd,
immunization; and - o
(B) That the regident elther recelved the fosident #10 ceatved
influenza immunization or did a0t recsive the pEumacocea: vaccine on U6/ 11107,
influenza immunization die 1o meadical Dacurnented on medication resord
contraindications or refusal, ane imnwinization record, horse
notes and arder from physician, } - -
- --| The facility-must davelop-policies andprocedures - - T
that ensure that - Resiclont #42 has “Immunizmion
() Before offering the pheumococol and Edueation Consent Farm™ i
irﬂmuﬂizatiﬂn, each resident, or the resident's ] _ _the miedicairecordand—— -
—legarremesaniative Teceives cducalion vegarding docUmMentation in nuries nofes and
the benefits and patential side effects of the an order from the physician,
immunization; Preumacoceal was given on
() Each residant is offered a preutiococeal (642107,
immunization, uniess the immunization is
medically confrainciizated or the reeident has On admizsion, the Direstor ol
already been immunized, Nursing or designes will complete
{iii) The: resicdent or the resident's legal the “Immunization and Edication
representative has the opportunily t refiise Consent Form™ with resicent ar
irmunization; and guardian and provide educarion on
(iv) The resident's medical record intiudes the vacelnes. License nurses will
tocumentation that indicatad, at & minimum, the administer the vaceines when ;
following: ) sppropriste and place i
(A) That the resident or resident's tegal docunientation in the residents
representative was provided education regarding medical record,
the benefits and polential sids effacs of
pneumoecoccal immunization; and Fasility potley #2049 -
{B) That the resident aither raceived the “lmmunization of Res'dents™ has
pneumaceacal immunization ot did tot receive heen updated to address the
the pneumosaccal immunization due to madicsl erlucation of rosident and/or lega
contraindication or refusal. representative,
{v} As an alternative, based on an assessment
and practitioner recommendation, aisecond
preumococeal immunization mey b given after &
years following the first pnaumocoseal
immunization, unless madically contraindicated or i

FORM CMS-2567{02-98} Praviour Varsions Obaclute Bvent I KB4 Faclity iD: Wy H eontinustion sheet Page 21 of 32
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STATEMENT OF DEPICIENCIES X1 PROVICERISURPLIERIGLIA, (X2 MULTIBLE CONSTRUGTION (X9) DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUKMBER: . COMPLETED
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525038 B, NG 0511712007

NAME OF FROVIDER OR SUPPLIER
ROCKY MOUNTAIN CARE EVANSTON

BTREET AUDRESS, CITY, STATE, ZF CODE
ATS YELLOW CREEK ROAD
EVANSTON, Wy 82030

SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S BLAN OF CORREGTION W

policies, and staf interview, tha tacility failed to

_reviewed-for-immunization-status-lecked-ail

the resident or the residents lagal representative
refuses the second immunization.

This REQUIREMENT is not met ais avidenced |
by
Based on medical recard review, seview of facility

develop policies to address documentation for
infruenza antl pneuronoccal vaccinations, In
addition, four of gix racords (#10, #23, #26, #42)

(X ib 7] 5
PREFIX (EACH DEFIGIENGY MUBT BE PRECELED BY FULL PREFIX, (BEACH GORRECTIVE AGTION SHOLLD BE : mméu,a?ﬁou
TAG REGULATORY DR L8C IDENTIFYING INFORMATION TAG CROSE-REFERENCED TO THE APPROPRIATE DATR
DEFIGIENTY)
F 334 Gontinued From page 21 F 334/

The {nrector of Nursing or
designae will be responsible for
ensuring that residents or legs|
representative roceive the
appropriate education regording
inflianzy and preumaonia ane that
vageinations see piven thimely,
Medical recores will assigl by
auditing the medical record.

The Director of Nursing will repon
to the Quality Assurance
Committes at feast quarterly,

| received the pratmococcal vaceing in 2003, but

required documentation. The findings were:

Review of the facility's policy and procedure
"Glient Care- immunization of Residents" (policy
number 2018, revised 2MB/07) revoaled the
policy did not addrass that the melical racai
must contain documentation of education
provided and whether or not the resident raceived
the influenze or pneumococeal vaceing,

Review of medioal records and documentation
provided by the facilily revealad the following:

a. The medical record confained evidence
dated 11/16/06 that resident #23 and/or the family
was educated ragarding the influeniza vaccine,
but there was no avidente the resident rasaived
the vaceination. The madioal record lacked
evidence the resident was up to date with the
prevmocaccal vacsing, On 5/16/07 at 9:45 AM
the director of nursing (DON} confirmed there
was no decumeniation the resident recaived the
influenze vaccination, Tha DON stated she calied
the hospital that morning and the resident

that wast't docurmanted in the meadital record.

To Be comnpleted br’ffll—l-/lﬁ“@/;)

%,
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SUMMARY STATERIZNT OF DERGIENCIES
(EALH DEFICIENGY BUST BE PRECEDED BY FUL,
REGUIATORY ON LEC IDBNTIFVING INEDRMATION)

() 1
FREMXK
Taa

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE AGTION SHOULD BE
CROSS-REFERBNCED TD THE SAPPROPRIATE
DEEICIENGY)

(XE)
COMPLETIGN
DATE

F 334 | Continued From page 22

i b. There waa no svidence in the madicai

| record that resident #26 was up to date with the
| neurochocat vaceine. On 51807 at .45 AM
the DON stated she called the hnspital that
morning and the: resident received the
pnaurmococcal vaccination on 12/47/08, but that
information was not documanted inthe medical
recond,

¢, Thera was nd evidence in the medieal

mfluenza vaccination, nor evidencethe resident
had ever raceived the preumccocsal vaccine, On
SM6/I07 at 9:38 AM the DON stateditha resident

record that resident #10-had recelvmi i — 1

F 334

was adimitted at the and of Dacamier, and she
was not sure if the resident was offered the
Influenza or preumacoonal vaceing.

! d. There was no evidenne in the medicat

i fesotd that resident 842 was up o date with the
pneurnococcal vaceine. On BMB/OT at 9:45 AM
the DON stated she valled the hospitat that
miorning and the resident receivid tha
preumococcal vaccination on 4/18/M6, but thet
irformation was hot documented in the medical
record,

483.35(1(2) SANITARY CONDITIONS - FQOD
PRER & SERVICE

The facillty must store, prepare, distribute, and
serve foad under sanitary conditions.

| This REQUIREMENT is riot met asevidencad
by:

Based on obsarvation, raview of dishwashing
fogs, and staff interview, the favility felied to
assure nutritional supplements were labaled with
the thaw dates in one of two refrigerators, failed

Fan

Fin

The facility will stare. prepare,
distribute, and serve food under
sanitary conditioms, This will be
avcomplishac by:

The cartens that were identiBed
dueing the survey were disposed on
&1 707,

i
|
1
I
|
[
|
'

FORM CME.3567(02-09) Previous Viemslons Obstisle Event ID; CHCA4 11

Fasilliy K WY onan

# continuation sheot Pags 59 of 35



Ve o7

' ' : PRINTED: 08/04/2007
DEPARTMENT OF HEALTH AND ho dANISERVICES FORM APRRCAT
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STATEMENT OF DEPIGIENCIES (X1} PROVIDER/STIBPLIBRICGLIA 04 MULTIPLE CONSTRUGTICHN (X3 DATE SURVEY
AND PLAN QF CORREGTION IDENTIFIGATION NUMBER; GOMPLETED
A BUILEING
B, WING
b3soss DEM7/2007
NAME OF PROVIDER OR BUPPLIER STREET ARDRESE, CITY, BYATE, 2IP GODE
, 476 YELLOW GREEK ROAD
ROCKY MOLUMTAIN CARE EVANSTON
0 B EVANSTON, WY 82930
0443 D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION x8)
PREFIX {EAGH DEFICIBNCY MUST Bi PREGEOED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD Bt GOMPLEYION
TAG REGULATORY R LEC IDENTIEVING INFWMATI(JN} TALG CHOSS.REF EF&EEQED IT?I THE ARPROPRIATE DATH
! EFIGIENCY)
<37 ; 7 .
! cnrmti?ued From page 23 . _ F 371 When nutritional supplements are
to raintain onhe of three microwave ovens In o removed from the freezer 1o thaw.
clean manner, and failed to moniior the sanitlzer dictary 1l will immedintely placs
concentration of the dmhwshing triachine. The current date on (he box or carton i

findings were: ! be thawed. Siaff will then follow

, ; . , Manufacturer s instrustions and i
1. Observation of the walk.r refrigarator in the dispose of cartuns that have not !

kitsheh on 5/14/07 at 4:56 PM revealad four large
cardboard boxes of nutrifional supplements. The
hoxes contained: approximately 36 carions of
I _thawed-chc:cmlate-heaﬁhshakes,—apmmximmmly-w-"-- T
cartonis of thawed vanilta haalthshaxes,
appraximately 30 cartons of thawed strawberry
healthishakes, aind approximately 35 cartons of |

been used within 14 days of |
thawing.

The Dietary Manager will provide
education to diutary staff by <
07017 on dating the boxes ar l

cartons-ol orritamlopplerients,

thawed-orange Resoorcs dninke. E86A caron
containgd instructions which stated the product
was gaod for 14 days after thawing, Neither the |
large boxes nor the individual cartons contained a
thaw date. Inferview with the dietary staff =t thet
time revealed the boxes should coniain a thaw
date. The staff member was not sure how tong
the product had been thawed,

Observation on 5115107 at 11:38 AM revesied
the large boxes and individual gartons still iacked
a throw date. On 51807 at 9:50 AM the surveyar
| showed the dietary manager the canons. The

dietary manager slated the boxes stould contsin
a thaw date, but he confirmed they did not, The
dietary manager was Lnsure how long the i
| product was thewed. The distary manager statad
the "received by" data marked on the bax enight
be close to the thaw date, but the raceived by
date for the vanllia shakes was 472507 and the
date for the chocolata shakes was 5/2/07.

ANl Digtary sttt wilf be regponsible
for ensuring that natelional
supplersents are appropriately
dated, The Dretary Manager This
will ehizels daily ko ensurs
compliance.

The Dietary Munager will report
progress to the Quality Assurance
Comumittee at least quarterly.,

The micrawave in the 30U was
cleansd o 03716/07
Housekerping will ¢lean the
microwave ot least onge per dlay.
Nursing stall"in SCU have been
asked t clesr the misrowave us i
nccessary in borween, :
The Housskeeping Supervisor will
ba momtoring the cleariiness of all
micrawaves uf felsl once per wask.
The supervisor wil) repott W the
Quality Assuranee Commirtes cach
quaiter on the progreas,

2. Observation on §/16/07 at 8:50 AM and again
on 5ME/07 at 9:30 AM revealed the microwave in
the seoure eare unit (SCU) had dried food
splatters on all inside surfaces, On 5M5/07 at 11
AM, certifisd nurse aide (CNA) £3 stated the

]
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BTATREMENT OR CERMGIENGIES (R} PROVIDERSUPPLIBRICLIA (#2) B THALE CONBTRUGTIEN (%3] DATE SURVEY
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S35038 08/ Fi2007
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(XA} D SUMMARY STATEMENT OF ORFICIENCIES n PROVIDER'S PLAN OF CORRESTION )
PREF|X (EACH DERIGIENGY MUST BE PRECEDED BY BULL PRERIX (EACH CORRBCTIVE ACTION SHOULD B5 COMPLETION
TAZ REGULATORY OR L3C IDENTIEYING THEORMATION) TAG CROSS-RERBRENCED TO THE APPROEHIATE DATE
CRFICENGY)
i !
F 371 Gontinued From bage 24 l F 37
microwave was uged to Heat up resident food, On ; The Dietary Maguger haz
! BPGIOT ot 9:50 A, the dietary marager stateg | piirchasad tosl strips in order (o tesy
she was unsure who was responsitie for cleaning | the ehlorine lovels in the
the microwave, but it was not the ressponstility of { dishiwasher, Manuper or designee ,‘
m@ diatary d&partrr_‘ent._ On 516/07 at 4:32 PM, | WiIP be r(:.:.npcmml:ﬂ\l:‘ ‘Ff.n- 1_cfsting.rhc ‘
& director of nursing {DOM) stated she was not ! ! chlorine three (3) times/day or as
Bure who was supposed! to clean the microwave, | necessaryy A log will be kept to

According 1o the Food Coda 2005, 5.8, Bublic
Health Service, 4-60,11: "...(B) The "ond-comntact
I _surface&-of;caalﬂing-equipm@nmrad-pans-:tzhall-be—""' A

i _—+esordThe results, The Digtary
Manager will report to Quatity

~Assurance Connmities each quarter,

 free of encrusted gresse deposits and other soll WA
accumulations, (C) Nonfood-contact surfaces of Ta be com pl&gt)/)hy WOt / P V i
aquipment shall be kept free of an ascurnulation W ,
|

n ,./J./V‘J Vi
i g e © i o T
—[ofdustdint food residas, and BtETdebs. g{/\ A WVV%M :
3. Observation of the dishwasher ary 5/16/07 at 70%& “/V(
 9:50 AM revesled a manufacturer's labal which /&U 4/Va/ﬁf ’
Intlicated the dishwasher required 50 pptn (parts A
r per million) of ehiorine. Review of the posted
dishwashing log near the dishwasher showed
staff were hot monitaring the concantration of
chlorine. During an interview at that time, ihe
dietary manager stated the faciity used to have a
high temperature machine, but raceived this new
chemical sanitizing machine last August. She
stated staff were monitoring water temperaturas
because that's what they used to do, and she had
let thern continue that, ‘The dietary manager
stated staff did not monitor the chlorine
concentration, and the faciity did not'even have
any test strips, On §/16/07 at 1:30 PM, the dietary
manager stated the Iast tme the dishwasher was
serviced and chiorine concantration levels
checked was on 2/20007. Aceording fo the Food
Code 2008, U.S. Public Healih Service, _!
4-601.114 ™. & chemical sanitizer used in a 1
- sanitizing solufion for & manual or mechanical
operation...shall be usad in acoordance with the
EPA-approved manufacturers label use |

FORM CMS-2U076012:89) Frevious Yensiens Obsolata Evant ID: Oika111 Raciiity B Wyopas If continuation sheat Page 25 of 5z
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~ CENTERS FOR MEDICARE & MERICAID SERVICES OQMB NG, 0938-0391
STATEMENT OF DEFIGIEMNCIES (1 PROVIDER/SURPLIBRICLIA (X2} MULTIPLE CONSTRUGCTION {H3) DATE SURVEY
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(%) D SUMMARY STATEMENT OF DRFICIENCIES i ! PROVIDER'S PLAN OF CORRECTION P
BRIFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREEN (BACH CORREGTIVE ACTION SHOULD 88— aonirion
TAG REGULATORY DR LES IDENTIEVING INFRRMATION) TAG CRUBS-REFERENGED T THE APPROPRIATE | DATE
‘i DEFICIENCY)
F 371] Continued From page 25 F 371 E
instructions...” and 4-501.118 *__concantration of l
the sanitizing solution shall be accurately @
determinad by using a tast kit or other device,”
F 444 | 483,66(b)(3) PREVENTING SPREAD OF F dd4!
$8=E | INFECTION ra4d
The facillty must require staff to wash their hands | The facitity will ensure thay staff '
after each direct resident oontact for which Washes their hands o fler cach direer i
handwashing is indicated by accepted b resident confactin order e prevent— - - |
----- —- —— —tprofessional-praeticy —— ——— ——— ~ the spread of infection. This wiit
he accomplished by |
, Thi$VREQU7|REMENT is not met as evidenced Abstiffwiltbrecrivemiveanon ang
by ' ) raiting by 07/0 107 regarding
: BSS@U n Obml’v&’iiﬂn, Staff |ntEW|EW, ar!d Rty froper el w:g_thm-_; f'L.‘.(lII'mi'C]‘l;ES
 of policies and pracaduras, the faciiity failed to and the vac of gloves,
| ensure staff followed acceptable standands for | -
+ hand hygiene during two of three meals and twa | Allyesidents, including #7. 17,771
[ of four care procedunes that were obsarved 5 28, 401, 92 nng 48 are reseiving w
| during the survey, Seven residents (#7, #1 7 #23, | appropriate infection contrg! ‘
#28, #40, /42, #45) wore affected. The findings practices by effective hand washing |
were: and glove rechniques durirg care |
and meal times, |
1. Observation on 514407 from 8:08 P to 632 |
PM (27 minutes; irt the main dining room On D6/ 17417, the Dircetar of |
revealed staff foiled to comply with established Mursing provided education ang |
standards of practice for hand hygiete. The . waining ro all siaff omphasiaing the
following concams ware notad: ! mportance of bund washing and I
a, Certifled nurse mide (CMA) #22' rubbed her changing gloves before applyving |
nose with the back of her left hand whils assisting nintmans i different parts of the |
resident #17 with the evaning meal. After rulibing batly or disssine chan ;_m This
bare skin adjacent to roncus merbranes, the eduention alsn :‘t:;}dres.céwl the i.l,“:l'.‘. of
CNA did not wagh her hands before louching the alcohol based produces, )

resident's food, dilnking glssses, eating ulensits,
ur napkin. The CNA rubbed her faoe with her
hands 3 times, touchad her hair twice, and |
adjusted her clothing twice during the 27 minute
observation, The CNA failed to sanitize her hands
after each cantact, or did 10 in 2 manner that

FORM CMS-2562(02.09) Pravigus Vorslong Obsgtotn Event 10 QKBS 15 Bsiedlity 10 WYDIE ¥ continuatlon aheet Page 26 of :52
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BEFIGIENGY
” i
F 444 | Continued From page 26 444!

woltkd not reduce the potential for contarnination
to & resident, For exampls, CNA #22 used hand
sanitizer from a small plastic botle, rubboed her
hands fogether, and then handled the
contaminated bottle again, moving it around the
tatie several times,

b, CNA #20 was observed to assist residents
#7 and %42 with thelr meals, The CHA twica lifted
drinking glesses by the rims, with thumb and
" fingers covering aress fkely fo contact the
rasident’s mouth. The CNA did no! wash her
hands or use a sanitizer batween touching the

| nuese will be responsible for
motitoring these practices in
nursing areas daily through

hoads will be responsible For

0 the Quality Assurance
Coramittec at least guarterly,

The Hrector of Nupging, Director
of Siaff Development and the Hoor

compiiance rounds, Deparoment

sonitoring their own sto (T throwgh
daily ohservations wnd through

— —— | providingeonsistered e ation-and—— -
waining, Concerny will e provided

two residents’ drinking glusses, Shetkept a bottle

of hand sanitizer on the window sill hehind her
chair and on two ocoasions, after using the
sanitizing agent, placad & hand on the window sil
to push her chair back to the teading tabls. I
each case, she assisted residents with their foo
without washing or sanitizing her hands.
Obgervation of the window sifl on 6 4/07 at 7:20
PM showed it to be sovered with dusat.

2, Qbservation in the main dining roam on i
5/16/07 from 8:05 A {0 6:14 PM (3'minutes)
revealed CNA #20 twice rubbed her face and
once covered her mouth with her right hand
(yawning} while serving food o residents #23 ang |
#40. Her actions included remaoving .itensils rolfed |
up in & napkin, sffixing clothing protectors, and |
remaving lds from food containars, Tha CNA, did
not wash her hands during the observation. ARer
passing trays, the CNA assisted resitlent #42 to
prepare a sandwich; the CNA removed a shce of
bread, handled tornato slices, replacad the bread,
and cut the sandwich. The GNA did not wash har
hands prior (o touching the resident's food,

3. Interview with the Infaciion Control Practitionsr
(ICF) on 5/16/07 at 2:10 PM revealed the topic of E

i

To be completed b .\rqmviv'{ﬁf‘@ f%ﬂ-% Y,

i
|
l
:
|
[

!
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DEFICIENGY)
F 444 | Continued From page 27 F 444 !

i her expectation that hand washing would he

hand washing wag included during in-seivice
fraining for etaff on 13107, She further staiad

accomplished .24 avery appottunity..." The IGP
stated the faciity monitored hand washing as pan
of the medical competancias required of cara
providers, but did not have an established
program to evatuate hand hyglane praclices
ameng nen-nursing stalf or among smployoos

assisting with Tegident dining. Faailitypolicy
#6026, "Handwashing,” dated 5/22/08, raquired
staff to wash their hands *.,.after peirsonal body
funation (&.q.. blowing or wiping the

nose...)...bafore and after eating or handling
regident fond, "

4. The Cenizr for Disease Control ars! Prevention
{COC) Guideling for Hand Hyglene in Hegith-Care
Satlings, published Oolober 28, 2002,
recommenda hand decontamination after
touching intant skin, mucus membranas or
secretions, or after contact with inanimate objects
and environmenta! surfaces (p. 33). The CDC
guidelie furiner recommends hand hygiane be
monitored and recorded to determing compliznce
with acceptad standards (. 34).

&, Obuervation on 5/18/07 at 5:45 PN revealed
licensed practical nurse (LPN) #4 parformed a
dressing change on the coceyx area of sample
resident #45. Afler completing the dréssing
change, the LPN than provided catheler Gare for
the resident without waghing her hands or
changing her glovas. Interview with the diractor of
nurses (DON) on 5M7I07 at 8:16 AR revealed the
corrgct prosedure would have baenifor the nurse
to cormplete the first procedure, then remove te
sofled gloves, wash har hands, and put on naw
gloves hafore she staried the second procedurs,

|
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. l DEFICIENGY)
F 444 | Continted From page 28 ¥ 444
6. Obsarvation on 5507 at 8:60 FM showed ;
LPN #4 appiied fidex ,05% cintrment to [
non-sample residant #28. The LPNwashed her
hands, put on gloves, applied the lidex ointment
1o & glove and theh applled it to thairesident's
buttocks, Sha then applied more ointmant fo the
game glove and rubbad the ointment unie the
back of the resident's knees. Interview with the
DON on 5M6/07 at 2:45 PM revealed the corract o ;
“-procedure-aftar-anapplication of sirtrent o one - B |
area of the body wouldl be for the nurse to ‘
dispose of the soilad gloves, wash her hands and
put on new gloves before applying aintiment to a
différerd ares of the Hody. )
¥. Raview of the facllity poilcy #8026, 'I F 465
Handwashing (5/22/38), revealed staff ware )
requirad to wash their hands *...after handiing The fagitity will provide a safe, i
used dressings, contaminated equipmant, etc.” functitmol. sunitary sad
Furtier, t.he.- policy requirad handwashing ... after sombortable envevnment far
handling items polentially cortaminatad with residents, statf and the pubkic, Thi
blood, body flulcls, excretions, or saeretions. ..” will be accomplishad by:
Interview with the 1I0P on 5/16/07 at 2:10 PM
confirmed the handwashing poitey was current | On OGOT the facility has hirad a
and reflected standards expected ofidirect care | lundseaper to begin working an the i
. staff. i wroands and o provide & more '
F 4851 483.70(h) OTHER ENVIRONMENTAL F 465 nesthetic appearsnce to the exterior
CONDITIONS ' of the building and o keep the
. surrounding areas free of garbage. l
The facility must provide a safe, funciional, i j
ganitary, and comfortable environment for Tz will aise melude the area
rasidents, staff and the public. around the patio,
The Maintenance Superviaar will
This REQUIREMENT is not mat as svidencsd repair the areas of chainslink fance
by: that are in divrepan and identify
Based on observation and resident and staff ahy other arcus nesding sttention. !
interviaws, the faciity failed to maintain a |
comfortable, safe, and aesihetically pleasing !
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F 465 | Continued From page 29

|
exterior appearance to the faclity. The findings |
| were: !
i

Multiple observations frorm S5/14/07 thirough _

517107 revealed the exterior buildiryg and |
| grounds were in an unkempt condition, The i

grounds and general landscaping ware
overgrown, and grass along the building in the
vicinity of the main entranca was up'te 28 inches
tall. Several arnas of the chain-link fanes -
enclosing the facility grounds were in disrepair,
rnost notably at the northeast comer adjscent to a
service road, The garbage pick-up point at the

Fass  The Mantenance Supervisor has
eialigned the slingles on the roof
andd will identily the need for
repairs en any of the other areas ol
rhe roaf.

The facility Adnvnistrator and !
General Manager have obtained an 1
estimate 1o replace the existing
wood ziding with g more dupile
and maintenance free viny! sichinig,
hut the-cost {s very hiph, -The
Facility is sceking estimates on
paitting the exierior of the huilding I
and shoutd bave them by 07/01/07,

reatof the-facility-was-littered-with-disposable

plastic tems, paper, and beverage cuns. The
extetior of the buliding had paint cracked,
bubbled, or peeling from 10% to 15% of the wall
surface. In addition, the roof at the north end of
 the buliding had 2-3 shingles misaiignedaged and
| ioosened from the raof,

An outdonr patio srea accessible from the
thain dining room was frequented by residanis as
& stoking aren, The covarad patio grea had
several cracks in the cement slab, soma of which
had gaps up to 2 inches wide and created an
unlevel surface. Further, dried gress, leavas,
cigarette butts, and paper litter had ascumulatad
under two benches where residents sat to vise:
and, on occasion, smoked, Resident #39 staled
i an inferview at the outdoor smeldng area on
5/16/07 at 3:35 PM ", yeah, the place 18 trashed
up, hut it's been worse...”

The mainfenance supervisor stated on 5/17/07 at
9:16 AM that the failly lawn mowsar was bging
repaired as & result of improper mainienance bya
contractor. He acknowlsdged maintenance and
repainting was needed on the extarior of the

| bultding aind stated furding for siding and

|

Flrensrdemizion wiiTie made o
begin wark on improving the
exterior of the physical plant.

The Maintenance Supervisor will
fill in the gaps in the concrate and
then rent u congreie grinder
seels Ut the uneven or souph
secrions of the atio. The
Mulotenanos Supervisor will assess
athet wrews yround the facility for
aimilar repairs,

The Administrator and genera!

I Manager will be responsible for
monitoring the appearance af the
exrerior of the fueility and ensuring
that it is acsthatically plersing by |
walking around the facility at fessy

weekly and identifymg any

‘ - poteanial hazards or ilems that are

in disrepair or ink ampt.

The Adminsiraror andior Genaeal ’
Manager will report to the Quality |
Assurance Moeoting at least '
quarterly on the progress. §
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(X1} PROVIDERSURPLIER/GLIA
IDENTIFICATICN MUMBER:

534038

FI2RM APPROVED
OMB NO. 09380394
1X2) MULTIPLE GONSTREUQTION (%3 DATE SURVEY
A, BUILDING ) COMPLETED
8. WG
QEITI2007

NAMIE OR PROVIDER DR SUPPLIER
ROCKY MOUNTAIN CARE EVANSTON

STREET ADDRESS. CITY, STATE, 21p CONE
475 YELLOW CREEK ROAD

EVANSTON, WY 32930

cutcome of the requested Iboratony testing was
missing frrn e resident’s racond,

The Director of Nursing (DON) statad in an
interview on 5115/07 at 5:30 PM the facility was
"...a litfle behind...” In sorting and fliry laboratory |
reports. A urine culiure and sensifivity report wag |

(X4) ID I SUMMARY BTATEMENT OF DEFICIENCIES s] PROVIQER'S PLAN OF CORRECTION (X
PREFIX (SACH DEFICIENCY MUST BE PRECEDED &Y FLiLL PREFIK (EARH CORREGTIVE AGTION SHOLILD BE : GOMPLETION
TAQ REGULATORY OR LSU IDENTIFYING INFIRMATICN) TAG CROGE-REFERBNCED T0O THE APPROPFIATE DATE
DEFIGIENGY)
F 485 | Confinued From page 30 F 465
FepEIRg fied Been requestad. o )
F 507 | 483 TB()(2)(iv) LABORATORY SERVICES F 507" I 507
885=0
The facility must file In the resident’s clinical The Facility will ensure that each
racare laboratory reports that are dated and resiclent’s lahoratary reposts and
contain the name and address of the testing ather disynostic services will be
taboratory, signed, dated, and placod in the
medica] record. This will be
aceomplisiied by
This REQUIREMENT |8 not met asevidencad '
by: Resident #3'5 urine resubs ang
Based on medical record review and stalf cultute for (4741557 have been
interview, the facllity falied to ensure ishoratory placed in the medical recorsd, i
raptits ware postad in the clinical records for two | documentad, signed and dated,
(#3 and #19) of eloven open sample residents.
The findings wena; Resident #19°s wring resuliz and
cnrbiues for G4/25/07 have bean
Reviaw of the medical resords for regidents #3 placed in the madical record.
and #19 on 6MBIA7 ab 10:48 AM revaaled each ; documented. signed and daled, Lt
N N i o
wiag mizsing laboratory reports, Progress notes | L A j
dated 4/6/07 documented & urine spacimen from i The chavge marss will be direony }f: _? 723,&.44{ /él
resident #3 was sert o the laboratory on 416807 : responsible for ensuring that once. : @/L‘ W
to investigate a potential urinary tract infection lab-renite-is-obipinddathe result 2 / f’p
{LUT1). The resident's rapord further ihdicated will be placed in the medical record., 7o
antibiotic treatment was inllated on 4/8/07, and immediately und thet the 5/‘)
subsequantly madifiad on 4/2/07, on the hasis of appropiate notffications and
laboratory oulture and sensitivity repots. documeniarion are abso completed.
However, laboratory reports from the culture and
sensitivity tests were missing from the rasident's The Director of Nursing has pur a
racord, Clinleal records for resident 119 included manitorinyg tool in place o ensire !
a progress note dated 4/25/07 docuinentinga | b resutts are placed n the medica! !
provider's requast for a uring specimen to be sent recard, This will be done semi- :
to the laboratory to evaluate & possible UTL The monthly, The DOMN will repoet to

the Quality Assuramce Committee
at least guarterly on the progrese,

Ta be completed by-(RL0L07-

éz/}%y
|

FORM CMB2607(02-89) Provious Verslons Obsolato

Evant I CRe111

Facility 5% WYH0ps
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| establishaed

reports waiting to be posted. These findings weare |
added to the clinival record on 515407 at 4 PM. ;
Subsequently, a wine anziysis and culture repont
were found for esident #19 and posied to the
elinical record on BHBI07 at 4:25 P

Intetview with the taboratory manager ai the
refarence laboratory on 5/16/07 at 1:35 PM
revealed each of the missing lsboratory reports
had baen faxed to-the facility consistent with ~
, proceduras. The Isbioratery manager
| stated the fax log showed reporie forresidant #3
were fexad to the facility on 4/6/07 (preliminary

4 FORM APPROVED
~CENTERS FOR MEDIGARE & MEDICAID SERVICES OME NO, 0835-0391
ATATEMENT OF DRFICHNGHES (%) PROVIDER/BUF IER/CLIA {K2) MULTIPLE CONSTRUGTION (%3) DATE BURVEY
AND PLAN OF CORRESTION IDENTIFICATION NUMBER GOMPLETED
A BUILDING
\ B, WING
Sasnas 0544712007
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, 2P COBE
475 YELLOW CREEX ROAD
ROCKY pMoLr ' E
G NTAIM CARE EVANSTON EVANSTON, WY 82030
D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDERS FLAN OF GORRECTION .
FREFEX | - (BAGH DEFICIENGY MUST BE PRECEDED BY FULL PRERG (BACH CORRECTIVE AGTICN SHOULD BE COMPLETION
TAG | REGULATORY Oft LBC IDENTIFYING INFCRMATION) TAG | CROQS-REFERENCED TO THE APPROFRIATE DATE
I ‘ DEFICIENCY)
F 507 Continued From page 31 r F 507
found for resident #3 in a coliection of laboratory

on 27107,

|
l

firtngs) amr476/07 (final repaor); zboratory
féports for resident #3 were faxed {o the facility

i
i

i
|
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