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The facility rmust not @mploy individuais who have - | The facility will ensure that il
been found guilty of abusing, heglecting. or | alleged violations involving
mistreating residents by a court of law; or have | mistreatment, neglect, or abuse,
had @ finding entared Intw the Sate nurse alde inelnding fnjurfes of xuknown |
reglstry concerming abuse, negiect, mistreatment d misanpropristion of \
of regidents or misappropriation of thelr property; source and misappropristion {
and repor any knowiledge It hag of actions hy & | resident property are reported
court of law against an employes, which would L impediately to the
| ingicate unfitness for service as & nurse aide of _ administrator of the facility and

other facility staff to the State nurse aide registry

\ " tals in wecordance
ot isenalng suthorities. | to other officials in

i
|
|
i
|

i with State law by: |

The fagility must eneurs that all ailegsed viclatlons 1) Al stnff will observe |

invarlving mistresment, neglact, or abuss, residents and gather .

Including injuries of unknown source and duta regarding potentiaf |

misappropriation of resident propety are reported aluge of resident #33 |

imimediaely to the administrator of the facility and 1 |
to other officials in sccordance with State law and all other residents.
through established procedures (inclurling to the 2) Allegations will be

State survey and certification agency). reported to the Charge

! Murge,

Tiwa facility rmust have svidence that all alieged . , ’

vislations are tharoughly investigated, and must 3) Charge Nl{mg will report |

prevent further potential abuse while the to the DON, Soclal
invesligation is ih progress. Services, and

N | Administrator ail
The resulis of all investipations must be réporte:d

appropriate correstive action must be taken.

l

i jonuble |
fo the adminiatrater or nis designated incldents of questionn !
|
i

rapresentativa and to other officizls in actordance ] ”E' n
1 with State kaw (Including to the Stato survey and J 1 CERHIFIEY NF fhcii
| Thig REQUIREMENT s not rmet as evidenced | snnn 0330_0R0P ERYY. 35 q |

i
I
cattification agenay} within & working days of the !
incident, and if the alleged violation is verified i l
|
L
RECIQES-GE PROVIDER/SUPPLIER REPREGENTATIVE'S BIGNATURE TTLE (o) e
g J—— T bfon oy

— ey .ﬂ%",-*“'”w' m bt
Arry def ian%ﬂstatamnt onging with an asterizk () denotas a défisizney whish (he inafiution may he uxcused from coreating providing il is determined that
other sdfeguards provide sulicleat pretoction to the patienta. (See instructions.) Except for nureing homee, the findings stated above are Jecioanble 99 days
following the data of survey whetiver or not @ plan of correction iz proviced Far nursing harmes, the above findings mnd plans of comeation are discicsatie 14

diys Toliwing the date these documents #re made avaliable & the faclity. IFdeficiencias are ¢ited, 2n approved plan of correction is requigite ta sontinved
progearm participation,
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developed » large bruise of questionable orlgin on
the anterior right lower leg “several manths age."
Pictures of the brulse ware provided by the family,
which verified an extrameiy large bruise on the
right lower leg. Medical record review revesled a !
nursas' note dated 3/22/06 that docurrented a "34
em bruige,,.an the right anterior lower right leg of
ihe resient. The resident stated it happened
when repo [repositioning] and up for AM." The
note further decumented the resldent as saying, "t
don't think thay know how rough it feels.”

Interview with the dirsctor of nursing (DON)
an 5/17/08 at 3:15 PM revealed the incident was
investigated, but the results of the investigation
did not suggest abuse. Therefors, the incident
wae not considerad abuse and was not reported
to the §8A or to DF S or the police, The KON wasg
unable to provide a copy of the investigation or
the incldent report.

Review of the facility's undated poilcles and
procedures related to abuse, provention of abuse
and reporting of abuse showed final results of the
(abuse) investigation “rust ba reported to the
Admiristrator and must be submitted to the

| Department of Health, Office of Health Quality by
|

reported to the

| working days.

] DEPT_HEALTH RO, Goi RNt 3 5
- - ek - e HRINTY, 08Q1/2006
_ DEPARTMENT OF HEALTH AND HI™ AN SERVICES T e om gppm@
- CENTERS FOR MEMGARE & MEDRL, o0 SERVICES CME NG, 93R-0391
STATEMENT OF DEFICIENCIES (K1) PROVIDERISUPHLIERICLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE BURVEY
AND PLAN OF GORRECTION (DENTIFISATIGN NUMBER: GOMPLETED
A, BUILIING
635023 B WING 06/47/2006
NAME OF PROVIER OR SUPPLIER STREET ADDRESS CITY, STATS, 2IP CODE
. ; . 1124 WASHINGTON BLVD
WESTON COURTY HEALTH SERVICES NEWCASTLE, WY 82701
XS0 | SULMERY STATEMENT OF DEFICIENGIES | BROVIDER'S PLAN OF CORRECTION 1 P
FREFD (EACH DEFICIENEY MUST BR PRECEEDED BY FULL ,  PREPIX {BACH CORRECTIVE ACTION BROULD BE GOMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATICN; TAG CROSE-AEFERENCED 10 THE APPROPRIATE BATE
DEFIGIENCY)
F 228 | Continued From page 1 F 2251

by: 4) Administrator will
Based on staff and family interviews, review of repuit to Police Dept, ‘
policies and procedures, medical record review, Adult Protective
and review of a photograph, the facility wes Services, Wyoming
unakie to provide evidenca of @ thorough ! De artxrient of Health
investigation for one of one allegations of abuse. : P . e
I addition, the facility failed to report the and Wyoming Board of
allegation to the Slata Survey Agency (85A) and Mursing, within 24 !
to taw enforcament or the Departmant of Family hOWrs.
Sarvices (DFS) as required. The findings were: %) Resident Abuse flow
Interview with family membsr of resident #33 o0 | record will be used to
51508 at 533 PM revealed the resident ' document all allegations

of abmse.cand wi/l be \b)&; n
6) Final results of the ‘
investigation will be

Administrator and the |
Pepartment of Health

1 Office of Qualisy and the
’ Wyoming Board of

| Nursiug within 8

rhe

s5)

?yy‘w‘
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STATEMEMT OF DEFICIBNCIES (1) PROVIDER/BUPPLIERICLIA (%) MULTIPLE CONSTRUGTION {(X3) DAYE BURVEY
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A BUILDING
535023 B Wil 05/17/2066
NAME OF FROVIDER OR SUPFLIER BTREET ADDRESS, CITY, 8TATR, ZIF GODE
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WEGTORN GOUNTY HEALTH SERVICES NEWCASTLE, WY 82701
() 10 I SUMMARY BTATEMENT OF DERICIENUIES 16 FROVIDER'S PLAN OF DORRECTION \ ()
PREFIX (EAtH DEFIGIENCY MUST B8 PRECEEDED BY FULL PREEX (BACH CORREGTIVE AUTION SHOULD BE GOMPLETICH
TAG REGULATORY DR LEC IDENTIFYING INFORMATION) TAG QROSS-ARFERENCED TO THE APPROPRIATE 1 DATE
DEEIGIENGY) |
F 225 | Continued From page 2 F 226 |
the Administrator or hig designes within five (5}
working days.”
F 228 ) 483.13(c) STAFF TREATMENT OF RESIDENTS ! F 278
§8=D “ ¥ 226 06/28/06

The facility must develap and implemeant written
policies and procedures that pronibit
mustreatment, naglect, and abuss of residents
and misappropriation of resident property. |

This REQUIREMENT s not mat as evidencad
by:

Basad on stal interviews and review of policies
andd praciadures, the facliity failed to assure iheir
policies and procedures appropriately addressed

one of the seven necessary somponents of an
abuse pravention program, The findings ware.

Review of the faciiity's 10/03 policy and i
procadura, "Abuse, Prevention of Abuse and !
Abuse Reporting," revealad reporting allegations |
of abuse to the state survey agency was nat
addressed. in addition, staff were Instructad to
report allegations of abuse (o law enforcemant
agencies or the Department of Farnily Services
(DFS) “ns deermed appropriate.” Interview with
the sovial services director (S50), the diractor of
nursing, and the administrator on 517/06 at 5:30
Al verifled the policy failed to address immedtate
notificstion of the stale survey agency as reguired
by regulation. Al thrae atated they were unaware
of ther nawest infarmation from the Canters for
Madicare and Medicald Barvices which definad
"immediately” as within 24 hours. In addition, the
S50 canfirmad she only notified the police w
DFS "if indicated.”

properiy.

The Tacitity will develop and
implement written polices and
procedures that prohibit
mistreatments, neglect, and |
abuse of residents and
wisappropriation of resident

1) Policies snd Procedwres

' will be updated io ‘
mchude changes in }
regolations, f

2) Al staff will be in-
serviced on new Policles
and Procedures.

PSRN CIMS-2567(02-50) Pravious Varsions Shagkle Event 1% E0HT11
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STATEMENT OF DEFIGIENCIES [£.4)] PROVIDERBURPLIERAULIA (Re) ULTIPLE CONBTRUGTION (2) DATE SURVEY
AND PLAN OF GORRECTION IDENTIEICATION NUMBER: COMPLETED
A BUILDING
§35023 " v 08/1712006

MAME OF PROVIDER DR SUPPLER
. WESTON COUNTY HEALTH SERVICES

STREET ADDRESS, GITY, 8TATE, 2IF CODE
1124 WABHINGTON BLVD
NEWCABTLE, WY 270t

58=D ‘

The facility must promote care for residents in &
manner and in an ekvironmant that maintaing or
snhances each residant's digrity and respest in
full recognition of his or her individuality.

"ghis REQUIREMENT ig not met as evidenced

.

Based on observation and etaff interview, the
facility failed to maintaln or ehhance dining dignity
for four residents (K2, #0, #11, #24) during one of
three meat obgervations in the main dining rooim.
Thé findings were,

Observation of the evening meal on 8MS5/08 af
5:37 PM showad certified nurge aide (CNA)#12
stood while assisting residents #2, #9, #11, #24
with eating, The CNA walked around tha table,
stopping 1o assist each resident with biles of food
and drinks of beverages. At 541 PM tha CNA
pulied A chair over 1o the table; haweaver, she
continued to stand while assisting the rasldents
untli 5:48 PM {pight minutes tater) when she
moved the chair to the Insids of the
horseshoe-shapad table and eat down. intarview
with the directar of nursing on 5/17/08 at 2:37 PM
confirmed she expacted staff to sit down while
assieting resldents with dining,

i
.

%43 1D BUMMARY STATEMENT OF DEFICIENCIES o) l PROVIBER'S PLAN OF CORRECTION (A5)

REFIX, EACH CEFICIENGY MUBT 26 PRECEEDEL BY FULL PREFIX (FACH CORRECTIVE ACTION SHOLLD BE COMPLETION

TAG ECULATORY OR LEG IGENTIFYING INFORMATION) TAG CHOSS-REFERENGED T0 THE APPROFRIATE DATE
DEFICIENGY)

F 241 483,15(a) DIGNITY F 241 !

F241
The facility will promote ¢aye
for residents in 2 manner and in
an environment that maintains
or enhances cach resident’s
dignity and respect in full
recognition of his or hex I
individuality by: i
1) ¥ducuting staff about |
appropriate dining
protocol of sitting while
assisting vesidents #2, #9,
#11, and #24 and alt
othier residents while
eating.
2) Random monitoring
of meaithmes to arsess
whether feeding
nyshatamts are seated
during mex) assists.
3) Report findings at
monthly Quality
Assurance meetings.

&/28/06

—_— iy —
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4:10 PM an unidentified cortified nursa aide
stated the resident hed diarrhea and was
currently incontinetit of bowal, Observation on
516106 at 810 AM showed registered nurse (RN)
#18 requasted assistancs from RN #51 to provide
care for resident #41. The two RMs transferred
the resident to the toilet as s/he was "too weak” {2
transfer with just one assistant, The residant was
incontinent of biwa! and bladder, and RN #18
provided perineal cara while RN #51 assisted the
resident to stand, RN #18 cleanged the resident's
perineum after ciaansing the anal ares. The RN
- used a back and forth maotion ever the perineum
| with the sama area of the wipe. RN #51 observed
i the procedure, but made no altempt {0 correct the
technique used by RN #18.
i Review of the laborstory results showed the

meetinge.

by 157

i3

STATEMENT OF DEFICIENCIES 1) PROVIBERISUFPLIERICLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRESTION IDENTIFIGATION NUKBER, COMPLETED
A, BUILLING
| 535023 8. NG O5M 712005
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE. 2IP CODE
) ‘ 1124 WABHINGTON BLVO
WESTON COUNTY REALTH SERVICES NEWCASTLE, WY 52701
(%4} 1D SUMMARY 3TATEMENT OF DEFICIENGIES 1 ' PROYV.DER'S RLAN GF CORRECTION ! 145
PREFIX {EAGH DEFICIENGY MUST BE PRECEEDED Y FULL PREFX (EAGH CORRECTIVE AGTIOM SHOULD BE GAMMETION
TAG REGULATORY QR LSC 1DENTIFYING INFCRMATION) TAS CROSBREFERENGED TO THE APPROPRIATE PATE
l DEFCIENGY)
1
i 312 483.25(a)(3) ACTIVITIES OF DAILY LIVING F 312
5%=h pm
A tesidant wha is unable 1o carry out activities of K312 . . 76/ 28/06
daily iving receives the necossary services to The Facility will provide
maintain good nutrition, grooming, and parsonal necessary sexvices o maintain |
| and oral hygiene. good nuteition, grooming and
persotial and oral hygicne to
those residemts unable to carry
Tris REQUIREMENT is not mat as evidenced out ADLS ludependently. by:
by: 1. Edncating imternal staff
! Besad oh obssrvation, medical record review, and condracted staff
and skeff interview, the facility feilled to assure | ahout proper methed of
persona! hyglane was completed cornzetly dunng :
cne of thies obeervations of care for dependent 1 wup}:&%mm fr%ntﬂtg #é/ qm{ 4 l{ o‘l{le 1
residents. Perineal care (incontinence care) was ; back. yoe 7E5 ‘e Jodefts vite
parformed Incorrectly for resident #41. The 2. An ip-servive will be g ‘f’- { Z
findings were: presenicd on 6/15 to Ferinée vl
.. address perineal care, |
According to the 2/1/08 significant changs and \ oy o |
4119/06 quarterly Miniroum Data Set 3. Random observation will
aasessments, resident #41 was incontinent of be doneggnd reported to
urine, but not of bowel. Howsver, on 51508 at Quality A\gurange

RORIA CME-26670%06) Pravious Versisas Dbrolele

SEvent i EGHTN

Fagility ' WY R34
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_GENTERS EQOR MEDIGARE & MERI,~,0 SERVIGES OMB NO. 0380351
ATATEMENT QOF OBEFICHENCIEY [£.A}) PROVIDER/SUFPLIERGLIA 2y MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF CORRECTION ILENTIFIGATION NUMBER: COPLETED
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NAME OF PROVIDER (R SUPPLIER
WESTON COUNTY HEALTH SERVICES

STREET ADDRESS, GITY, STATE, ZIF SODE
1124 WABHINGTON BLVD
MEWCASTLE, WY 82701

D | SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S FLAN DF CCRRECTION T
BREMX {EAGH DEFICIENGY MUST GE PREGEEDED BY FULL PEBFIA (AGH CURREGTIVE ACTION SHOULD BE | GOMBLETION
TAG BEGULATORY QR LEC IDENTIFYING INFORMATION) TAG nma&nwm&gg&g lm g%e APPROPRIATE } DATE
‘ 3% !
F 812 Continued From page 8 | Fan2
resident had seven urinary tracl Infections (UTls) ,
during the past year (4/19/08, 5/20/08, &/1/08, [
PHBI0G, 10/22/06, 11/15/05, 12/31/08). In }
additian, the laboratory results also showead one ‘ !
episode of blood in the urine in 2005 (12/21/06) \
and two episodes in 2008 (1406 and 2/13/08), | !
Furthermare, the resident wag theated with :
Pyridium (relleves pain, urgency or frequancy, ,
and burning) on 8/24/06 for & chronic UTH, i
According to the facility's undated policy and ’
procedure entitlad "Perineal Care” staff should
“wezh paringal area, wining fram front to back * |
Then they should claanse the rectal avens, ! ‘
F 323 | 483.28(h){1) ACCIDENTS Faza Fi23 ‘e /28706
56=D 1. The clectrical outiet was
The facifity must ensure that the resident removed and the water |
anviranment remains as free of accldent hazards !
o i faneet was capped to
as is posaible, ]
prevent accidental
diseharge, |
This REQUIREMENT is not mat as evidenced 2. Awew cover plate was |
by: installed on 5/18/06.
Based on obsarvation and staff interview, the Rooms will be ingpected
taciliiy failed to ensure the environment was safe monthly to prevens i
from elecirical hazards. The findings wers: reoccuf*mnfe {
1, Obsarvation on 5/15/08 at 4.48 PM and again Houselieeping stafl was
on B 706 at 1:30 PV revealed a live electric bricfed on this ;
outiet on the wall in v small enclave next to the diserepancy and will ‘
| office of the director of nursing (DON) in the main r:sv r&inﬁ?ﬂi%vents as |
hallway. The enclave contasined & seda machine, port i |
a poriabie set of scales and a wall telephone. The detected, This will allow

outlet was approximately & fest from the floor, A
water faucet was & Inches directly above the
outlet. The wall telsphone was tocated
horizentally within 3 feet from the faucet. Interview

for movre timely repair.

|
|

PORM GV S-2867{02-59) Previpus Varsions Qbanolels
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. DEPARTMENT OF HEALTH AND HU N SERVICES o FORM APPROVED
_ GENTERS FOR MEDICARE & MERKmO SERVIGES - OME NO. 0938-0391
STATEMENT OF DEFICIENGIES {4) PROVIRER/GUPPLIERICLIA (42) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIGN NUMBER; COMPETED
A BUILDING
£38023 B WING 051712008
NAME OF PROVIDER (R SUPPLIER STREET ADDRESS, CTY, STATE, 21 CODE

1124 WASHINGTON BLVD

WESTON COUNTY HEALTH SERVICES NEWC ASTLE, WY 82701

(%4} ID ‘ SUMMARY STATEMENT OF DEFICENCIES g PROVIDER'S PLAN OF SORRECTION ()
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
Taa | REGLLATORY OR LSC IDENTIRYING INFORMATION) TaG | CROSEREFERENCED TO THEAPPROPRIATE | O
[ | % DEFIEIBNCY) |
i
F 323 Continued From page 8 | F azai
with the fagillly maintenance manager on 5/17/06
at 1:30 PM confirmed the water faucet was
uperational. Interview with the DON on 6/17/06 at
216 PM revealed residents used the phone daily,
usually afier dinner.
2, Obsarvation on 5/15/06 at 413 PM and on 1
» 571 7/08 a1 2:00 PM revealeds a partially missing |
electric outiet cover plate on the wall In resident
room #5, The outlet was approximately 6 inches
from the floor. Closer chservation revealed the
metal alsctric box was visibls bahind the I
damaged covar plate. interview with the fachity
maintenanca manager on 5/17/06 at 2 PM
sonfirmed the cover plate should be replacad.
F 3711 483.36()(2) SANITAR'Y CONDITIONS - FOOD F371  ypam 06/38,/05
§9<E | PREP & BERVICE . The facility will store, prepare,
The facility must store, prepars, distribute, and i distribute and serve food upder
serve food under sanitary conditians. ! ganitary conditions.
1. Refrigerator
temperatares willbe o oo &
monitored and
This REQUIREMENT is not met as evidenced by dietary staff twice
by. daily.
Based on pbservations, review of a temperature 2. Temperatures greater
log, and staff interview, the facility failed o ensure than 40 degrees willbe
one of four refrigerators was mainiained at an reported to FSS and !
- appropriate temparature. The findings were: maintenance |
Observation on 8/15/06 at 3:15 PM revealed the

main dining reom wag 50 degrees Farenhait (F). Quality Assuyance
The refrigerator containad rasldent foods  onthly.
' Including yogurt, mighty shakes, and mosting y

l .
' immediately. ‘~
ternperature of the cafeleria refrigerator in the { 3, FFS will report to !
i |
| E
| i

1

I 1
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FORM APPRGVED
OMB NO. 0938-0391

STATEMENT OF DEFICIEMGIES 1) BPROVIDER/SUPFLIER/CLIA
AND PLAN OF CORREGTION IDENTIFICATION NUMBER:

535023

{%2) MULTIPLE CONBTRUCTION
A, BLALOING

B, WANG

{%3) DATE SURVEY
COMPLETED

05/17/2006

NAME OF SROVIDER OR SUPPLIER
WESTON COUNTY HEALTH SERVICES

1124 WASHINGTON Bi.VD

HEWCABTLE, WY 82701

STREET ADDRESS, CITY, 8TATE, ZiF CODE

{Xd) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES ‘
(FACH DEFICIENSY MUST BE PRECEEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION

D PEROVIDER'E PLAN OF CORRECTION |
PREFIN, (EAGH CORRECTIVE ACTION SHOULD B | GOMPLETION
TAm 1 CROSS-REFERENCED TO THE APPROPRIATE | DATA

DEFIGIENCY)

F 3

"1 AM confirmed the temperature of the
' redrigerator should be maintained at 41 degrees

Continued From page 7

approximately 10 gallons of milk, When asked on
£/15/06 at 3:20 PM, the dietary manager took &
temperature reding of & one quarter fuit galion of
milk freim this refrigerator. The rasult was 47.8
degrees F. Interview with the dietary manager at !
this time revealed the door didn't always get shut
tightly, Observation on 8/16/06 at 8:46 AM and
again at 8:50 AM revealed the ternperature of the
refrigerator remained higher than 41 degrees F
respaciively (42.3 degrees F and 47.9 degraey

F

Review of the termnperature log posted on the
door of the refrigarator for the month of May 2006
revealed temperatures were to be recorded twice
daily (in the AM and PM). On §/4/06 the
lemperature was 43 degrees in the AM, and the
PWi temperature was blank. Cn §/5/06 the AM
terperature was 48 degrees F and the PM
temparature was 41 degraes F. On 5/1, 572, 5/3,
é18, B8, 510, 5/14, and 515 of 2008 the PM
temparatures were blank. On §/13/00 there was
no termperature recordad for either AM or P, On
BT tha AM temparature was 42 tiegrees I,
interview with the dietary manageér on 6/17/06 at

or below, She etated the temparatures should be
recorded on the log twice daily. The dietary
manager further stated she had not been notified
on the days when tarmparajures were too high.

Accarding to Food Code 2006, U.8. Public
Health Service, 3-601.16: Potentially Hazardous
Foud (Time/Temperature Control for Safely
Food), Hot and Cold Holding, Potentinlly
hazardous foed medemperature control for
sufaty food) shall be malntained: (2) Ata
temperature specified in the following: (a) 59
[degrees] C (410F) or eas;

Famn

Formd CMS256702-69) Pravious Versions Ouaolsle Ever ID: EOHT11

Facilty 1D WY a4
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D04 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION | e
PREFIX (SALH DEFIGIENGY MUST 8B PRECEEDED BY FULL FREFIX (EACH CORREGTIVE ACTION SHOUL BE COMPLETION
TEG REGULATORY (3£ LEC IDENTIFVING INFORMATION) THG CROSS-REFERENGED TO THE APPROPHIATE \ DAvE
DEFICIENGY} ‘
|
zgzg 483 60(c)(1) DRUG REGIMEN REVIEW F 428 F48 {)6 /26,06
The druy regimen of sach residert must be Currenily MDS . ‘
reviewad at least once a month by # licansed Courdinator reviews DURs
pharmacist, ag part of her
CQUPorformansce
_ A ¢ Improvement. The
; ;.:a.. REQUIREMENT is not met as evidenced | Pharmacy department will
flased on medical record review and staff l review this documentation
interviews, the faclllty failed 1o sssure drug 80 a8 to stay comphiant, “
regimen reviews were completed for ane (#26) of | % £ Phataatv Aepactment DA
13 sample residenta. The findings were: I : bmatss P
 Ging resi et 2z 6 DUR
According to the 8/9/08 admission Minimum Dats
Set assessment, residant #26 wos admilled with do éc,’“”é’ < _
disgnoses including depression, coronary artery Df \
disessa, hypothyroldisrm, high biood prassure,
arthritis, chronic pain, sick sinus syndrome,
digbetes, diabetic neuropathy, strokes,
amphysera, chronic renal failure, congestive !
hear failure, ssophageal varices, and feg ;
weakness from childhood polio. Review of the i
May 2006 madicstion administration record .
showetd the resident routinaly received 25 !
madications, Howsver, review of the entire
medical revard showad the last drug regimen i
review complated by the pharmaclet was dated 'E
December 2005, Interview with the direstor of
nurging (DON) on 6/17/06 at 7:20 AM coifirmasd |
drug regimen reviews for 2006 wers not in the ‘
medical record, The DOMN stated she checked ‘
with the pharmacist, and he did not know what ! |
happened. During an interview on 5/17/08 at 7:00 1
AM, the pharmaciat verified he was unabls to !
locate any drug ragimen reviews for 2006. : ;
| |
| .
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inetructions, and the expiration date when
applicable.

This REQUIREMENT is not met gs avidencad
by:

Based on random observation, staff interview,
and revisw of pollcles and procedures, the facilly
failad to agsure medications wers jabelad and
stored in one of one madication carfs atcording
to acospted profess|onal principles, Multipie
expired madications were gvailable for resigent
use, a facility appliad label for non-sample
residont #13 coverad the axpiration date of tha
medication, and rurging staff transferrad the
comtents of one container to another. In addition,
an expired medication was available In the
sorage cablnet. Tha findings were;

medications on the madication cart and in the
storage cablnets with the director of nursing
{DON), The fallowing concerns were identified:
B, Qbservation of the madication cert

revealad raultiple expired medications inclucing:
- Two hotties of Flurisolide nagal spray, expired
405

- Three bottles of AKWA tears, expired

508
« One hottle of Artifisial tears, expinad 1/05
- One holtle of Adificial tears, expired 7/05
| « Two botties of AKWA teary, expired 2/06
| - Cnig boitls of Fluorometholane

On SMTI08 at 1,50 i, the surweyar reviewsd the l
|

| vty inspection. This laspection wil

s et Mﬁt dated medications, <L
V¥ N~"inappropristely labeled or store

Imappropriate

</ macy depurtinent will no

W‘,zéﬁ/, lomger deliver bulk medications

Cowes (Lactulose). From here on the
| Pharmacy will inspect the status

of the bulk medications and fil
tihe dspensing coutainer a5
nseded. Additionally the
izbeling will be inspected
monthly.

nd

naedications: )
. Wmt/pﬁﬁhmm rmdicatiuus_Wf i
15

) 1D SUBIMARY BTATEMENT OF DEFICIENCIES 1 PROVIDER'E PLAN OF CORREGTION Vo
PREEI (EAGH DERISIENGY MUST BE PREDEEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION SHOULD BE | GOMPLETIGH
TAG REGULATORY OR Lyt IDENTIFVING INFORMATION) TAQ |  CROBS.REFERENCED TO THE APPROPRIATE |  OATE
| | DEFIGIENTY]
|
F 431 | 483.60(d) LABELING OF DRUGS AND F 431 l
55=f | BIOLOGICALS
Drugs and biologicals used in the facility must be Fast Op/ 28706
labeled in accordance with currently sccipted | Starting jn June/2006 the
professional pringiples, and inelude the p Fharmacy Dopartment ereated
5 * i o "
appropriate accessury and cautionary oD Y 5 montily medication room

\
\
L
|

.

wie.w,@é;
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P
i
|

—

F 431 1 Continued From page 10 F 431

Dphthalmic suspension 8.1%, expirea 408
« One Advar Digkus (inhaied medication)
with thi expiration date worn off.

b, Observation of the storage cabinet
revealed one bottle of §.1. 37 solution for oral
paln, expirad 4/95. -‘

¢. Review of medication labels failsd to shuw
an expiration date on an Advair Diskus for
resident #13. At 2 PM on the same day, the DON
stated the expiration date was actually on the
Advair Diskug, but wag covered by the tbel
appliod by the pharmacist, At 4:65 PM on 5/17/06,
the DON stated all facillty labels shoulg clude
thi axplration date.

d. Observation showed a large pump botlle of
Lactulose stored on top of the medication car,
The lgbel lacked an expiration date, Howaver, at
155 W on 85717068 the pharmaeist statad the
medication was not outdated because lhe mirsing | ;
staff flled the contalner with Lactulose from a
new bottla which he cent up. The phammacist i
reachad up and cbtainad the naw, correctly : |
jabeled botls fram a shelf above the cart. The i
DON stated she was unaware fhe nursing stafl |

|
|
|
I

were pouring Lactulose frem oné containar to
annther.

&. During an intervisw on 8/17/06 at 4.86 PM,
the DON confirmed all the madications waie
avaliable for ragident use, The DON stated it was
her expectation that sxpired madizations nol be
adrninistered to residents. Sha further siatad tha
pharmacist was responsible for checking for
axplred madications.

According to the facility's undated palicy and ; ‘
procedure, "Labeling of Medications," the purposs
af thig procedure "is 1o insure that all medications | y
 maintained in the facility ara proparly l

: lablad...labals must include: The explration
|
EORM CMi3887(02-98) Previous Vergions Qbsolele Event t: 20HT1 Facily I WYGOS4 if conwinuation sheet Page 11 of 25
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FREFIK (BAGH DEFICIENGY MUST B PRECEEDEL AY FULL PREFIX (BAGH GORRECTIVE AGTION SHOULL BE 1 COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION: TAG GROB3-REFERENCED 10 (1;%5 APPROPRIATE DATE
F 431 | Continued From page 11 | F 431
date." In addition, according to that policy and
procedure, "Any drug label that Is soiled,
incompiete, llegible, worn, or makashift must ba
returnad and replacerd by the issuing |
phatmacy...Only the issuing pharmacy mey place i
2 drug labei on a medication container .. Contents g
of one container may not be transfarred to ‘ !
another container.” Furthermore, the rursing stalf '
pould nat have removed the labal and found tha |
gxpiration date on the Advair Diskus (in ¢. ebove) | -
| becauss (per the faclity's aforementionad policy), ! |
i "Cnly a physician or pharmaclet may change a ] |
medication tabel.” Review of a policy and | ! ,
pracedure entitied "Pharmacy Policles,” revised !
| 316188 revealed "tHacontinued, outdated drugs, .. | !
i are returnad to Bharmacy for proper dispagition,” | | ‘
| !
F 441 483.65(a) INFECTION CONTROL F 441!
8=k
The facility must establish and mairtain an - Pl /28706
Infection epntrel program designed to provide a | The Facility will ¢stablish and
o vantinG deverophvant an vansmisaicn o | tuaintain an infoction control
op nsmi o . : i
disease ond Infection. The faciliy must estabiish | p g designed to 1“;""‘“” 2
st infection control progrsm undar which it | safe sanitary, and comforiable l
investigates, contrals, and prevents infactions in environment and to prevent the
the facility; decides what procedires, such as development and transmizsion
St e, | e o
Sident, 1 Bi ;
correchve actions related to infastions. | ;’:;;;_‘;f::: g;tions velated to
1) The imfection control
This REQUIREMENT s not met as evidenced Practitiener will conduect 2m
by. awnual im-service to all staff on
Basod on obssivation, stalf inerview, review of Policy and Procedures (o
policies and procedures, end review of inelnde:
professional standards of practics, the faciity ’
|
FORM CME-2687(02:08) Pravioua Varslons Qbsalets Evant 10 EGHTY Faciity IDx WY OUM If gontinuation shaet Page 12 ¢f 25
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failed to comply with infection aontrol policies
ralated to isblation of il residents and reporting
raguiraments for one of pne gastrointestinal (Gl)
putbreaks, The findings wers:

Interview Wwith the director of nursing (DON) an |
05/15/06 at 1:55 PM revesled the faciity was in
the midst of ab outbreak of gastraintestinal (G1)
limess, The fellowing information was provided by
the: DON:

& Atotal of 15 residents had diarrhes, or
diarrhea accompanied by nausea and vomiting,
within the past 72 hours, An additional 7
employass wers rapotied to have been sick with
the same symptomatic pressntation. A prasumed
index case was traced (o 05/11/0G.

b. Residents with Gl gymptoms ware not
mandatorily rastricted in thelr movemeants about
the facilily and were fraa to eat In a group dinning
raom if thay chose to do so. The declding factor
in whether a resident ate i group settings or in
his/her room was the residenl's cholce,

o Residents with (31 syrpioms were not
prohibited from attsnding and participating in
group ativities. Each resident had the choice to
attend, o net, depending upon haw s/he felt,

d. &taff calling In sick were instructed to
rarnain home unifl they falt betier. The DON
stated staff members were relurming to work
"..once they felt better." Tha DON further stated
she was ill over the weekend (571 3/05 and
5/14/06) with symptoms of tha Gl outbraak, bt
returnied to work that marning.

2. An unknown numbser of empioyees
sornplained of a recent bout with “stomach fiu”
{reporting symptoms consistent with Gi illness) on
their "off waekand", that i, daye other than those
schedulad for work.

A) Report all Group A
diseases within 24 hours

B) Report all Hrowp B
diseases within 7 days of

) Restriet residents with
symptoms of illness to
rooms according to the
Wyoming Department of
Health guidelines,

D) Sizff who are ill will
repoxt illness to the
Infection Control
Practitioner who will
instruct them ol
appropriate time {rame
to remain off of work,
dependent npom signs
and symptoms and the
Department of Health
guidelines.

of diagnesis. oo The Wio

PEPARTMENT QF HEALTH AND HE™"5N SERVICES EORM APPROVED
GENTERS FOR MEDICARE & MEDD. ) 8ERVICES | OMB NO. 0938-0397
STATEMENT OF DECICIENGIES {(¥1) PROVIDER/SUPPLIER/CLIA (%2y MULTIPLE CONBTRUGTION (43) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: ) COMPLETED
&, QUILDING
536023 B WING 05/1 742006
NANE OF PROVIDER OR §UPPUIER STREET ADDRESS, CITY, STATE, 2P COOE
1924 WASHINGTON BLYD
WESTON COUNTY HEALTH SERVICGES NEWEASTLE. WY 82704
(X4} D SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF GORRECTION (5)
SRERX (EAGH DEFIGIENCY MUST BE PRECEEDED BY FULL FREFIX (EACH CORRECTIVE AGTION SHOLILE BE CORPLETION
TAG REGULATORY OR LEG IDENTIFVING INFORMATION) G | CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 441 Gontinued Fram page 12 F 441

| iyle)

diagnosis. T2 Fhe WO 330}”

]
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_been contacted regarding the G autbreak,

£, AL the time of the interview, the facility had
not contacted the local publle health officy, the
Wyoming Department of Health, Epidemiology
Bection, or the State Survey Agency.

interview with the facility infection contrel

practitioner ({CF) on 06/18/08 at 2:15 PM
revealad the nursing home coflected infection
control data and consolidated that data into a
monthly surmmery report for the facility ICP, The
facility |CP further stated she was only hotified of
the ongoing I outbreak in the nursing home
v within the past 30 minutes”, being unawars of
the outbreak unti that time. During the course of
the interview, the hoepital ICP canfirmead ihe
required public health and state officials had not

Review of infection control records on
OB BI08 at 415 PM, updatad to reflect current
concitions in the nursing home, revealed the total
nummber of rosidents reported with G liness was
24; nine new cases were reported on 05/15/06
after ihe Initial tour of the facility.

Review of facllity-wide infaction control
policies and proveduras revealed policies refevant
to Gl iilness and disease autbreaks. The faciity's
pollcies included the following:

a. A copy of Wyoming Depariment of Health
feportable Diseases and Conditions, datad
05/24/01, was postad and referencad in the
facility Infection contrel policies. This docutnent
cited the requirement to notify the Epidemlology
Section, Wyoming Department of Health, of
selacted repartable conditions, to Include
"Olarrhea! Disease Clusters and Outbraaks.” The
document furthier provided a telaphone numbear
and stated a requirerent for "imrediate
notification...o coordinate epidemiology and lab
response.”

X4y 1D SUMMARY STATEMENT O DERICIENCIBS B PROVIDERS PLAN OF GURRECTION (x5)
PREFLC | (EACH DEFICIENCY MUST 8E PRECERDED BY FULL PREFIR (BACH GORRECTIVE ACTION SHOULD BE COMPLETION
TG | REGULATORY OR LSC IBENTIFYING INFORMATION) Yo% CROZL-REFERENGED TO THE APPROFRIATE DATE
: DEEICIENGY) |
1
F 441 | Continuad From page 13 F 441

|
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' cormnplete a form labeled "Erployee Infection

b. Faeility policy entitied, "lsolation
Precautions”, dated 11/98, ravision 11/98,
directad faciity personhel to use universal
precautions and initinte contact isolation for
several infectious disease conditions, te include
"Entarie infections with 4 low Infectious dege or
pralangsd environmantal survivial', with speclal
amphasis placed on those Individuals exhibiting
inganfinence.

c. Fagility policy entitied, "Employee Infestion
Repoi*, dated 08/87, revised 03/08/98, stateu
that "..employee lilness due to infactions will be
reporied to the infection control officer.” The
palicy further directes] facllity employees o

Report” for submisgion to the infection control
offlcer, Among the Indications for submitling an
smployes infection report wasg "...gastro-Intestinal
infaction.”

The Wyoming Departrnent of Health,
Epidemicingy Section, In "Guidelines for the
Conirol of 5 Suspecied or Conficraed Outbreak of
Viral Gastrosniaritis in a Nursing Home”,
speciiically recommends employess refrain from
raturning to wark after being symptomalic with

gaetrointestinal symuotoms (such as diarthes and
vomiting) for a period of 72 hours atter the \
caggation of symptoms. The state guidelines are |
basad on standards publishad in |
"Recommendations and Reporta” by the COC, |
“Nomalk-Like Viruses; Fublic Meatth
Consequances and Quibreak Managsment”,
Juna 2001, Observations and Interviews reveaiing
a facility practice of allowing staff 4o retura to work
irmmediately after tha cessation of symptoms
ware inconsigtent with the racernmended
standards of practice.

STATEMENT OF LEFICIENCIES (%1} AHOVIDER/SURPLIBR/CLIA (X2} MULTIPLE CONSTRUGTION (X3) DATE SLRVEY
AND PLAN OF GORRECTION {DENTIFIGATION NUMBER: CONPLETED
A, BUILDING
B, WIHG
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regident.

by:

disenae conditions,

environmernsl surv

rontrol praciitiongr

Based on interview

from May 11, 2006
DON further stated

This REQUIREMENT is not mat as evidenced

Basad on observation, regident and staff
interviews, review of polleles and procedures, and
review of professional standards of practice, the
facility failed to enforce isolation procadures for 2
of 24 (#26, #41) potentially contagious residents
to contain an outbreak of gastrointestival (Gl)
ilness. Tha findings ware.

Review of the faciiity-wide infection control
policies and procedures revealed the faciity had
adepted e standard of practics of the WDH,
Eplderniology section and addressed Gl liness In
8 policy entiied, "Isolation Pracautions”, dated
11068, ravised 11798, This palicy directed fagility
persoringt to usa universal precautions and
initiste contact Isolatlon Far several infattious

with a low infectious dose or prolonged

placed on those individuals exhibiting
incontinencs. Interview with the facility infection

confirmed the refaranced policy was current.

to Include *Enteric infactions

ival", with special gmphasis

{(1CF) on 06/18/06 at 2:15 PM

with the DON on 05/15/08 at '

1:56 PM, this policy was not followad. The DON
reporied 24 resldents ware I with 81 symptoms

through May 16, 2006. The |
ragidenis ware not timited in

their movernent about the nursing hame, nar i

residents to their rooms

Department of Health’s
guideline.

according to the Wyorming

NO 631 TanrP 10
: . e . AUNTF 10472008
DEPARTMENT OF HEALTH AN HY N SERVICES FORM APPROVED
. CENTERS FOR MEDICARE & MEDi.. .. SERVICES OMB N2, 0838-0301
STATEMENT OF DEFICIENCIES (K1) FROVDER/EBURPLIRRIOUA (42 MULTIPLE CONSTRUCTION %3y DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NLIMEER; . COMPLETEL
A, BUILDING
515023 8. ViING 05/17/2006
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1424 WASHINGTON BLVD
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(xay 10 EUMMARY STATEMENT OF DEFICIGNCIES B | PROVIDER'S PLAN CF CORRECTION %8)
PREFIX (BAGH DERCIENGY ML/ST BE PRECEEDED BY FULL, PREFIX ' (EACH CORRECTIVE ACTION SriOULD BE COMPLETION
a8 REGULATORY G LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
|
F 442 | 483.85(0)(1) PREVENTING SPREAD OF F 442 ‘
sa= | IMFECTION
Y ’ F442 06,/28/06
Witen the infection cantred program deterrrines Facility will prevent the spresd
that o resident needs izolation to prevent the of infeetion:
sproad of infaction, the facility must isolate the 1) Restrics symptomatic

Resilewts wil] be et fred
i and Mf&#‘]‘écl. Qs per Figl,

|
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F 44?.]; Continued From page 16 F 442,

were symptomatic resklents restricted in their l
abillty t participate In group or individusl ]
activities, Regidents remainad frew to eatin a '
group setting if they chose ta do so.

Observation sontimed the following residents ' |
who exhibited signs 2nd syrmptorms of the Gl l
ilngas ate in group settings:

@ On 6H15/06 at 3:20 PM resident #26 stated \
 sfhe had had naysea, vomiting, and diatthea l
"since yesterday or the day before” However, the ‘
rasident was eat in tha dining room on 5115/06 al \
5:40 PM, On BA6/06 at 1015 AM the rasident |
stated s/he was not feeling well. The reaidant .

|
|
1
|
!

further stated sfhe felt gond afler esting last night,
then became nauseated again.

b, On BI5/08 at 450 PM interview with an
umidantified cattifies nurse alte rovealad resident
#44 had diarches, However, the reaident was in
the dining room that evening at 5:55 PM. The
resident complained of being "sick” and said the
staff were aware hisfher stomach hur,

L 'The stendard of practice for healthcare facllities,
as stated by the Wyorning Depariment of Haditi,
Epldemiology Sectlon, requires facilities to

v . isolate il residents from others by conbiing
them to their rooms (until 3 days after their last
gymptamg), Group (Il pesple together i prssibie,
Diseontinue activities where ill and well residents !
would be together. Graup activities should be l
kept to & minimum or postoonad until the |
outbreak is over.” (nterview with a state .
epidemiciogist, Wyoming Department of Health, l
on 05/22/06 at 9:35 AM indicated acute ‘
gastroenteritis in long-term care facilities is oftan
attributed to 2 viral pathogen (Nerovicuses). Sihe :
further atated the basis for isolation is the |
" highly contagious nafure of the viral pathogen’

1 i
FORM GMS-2567(02.08) Previous Varsluns Obsolele Evant |[); EDRITi1 Faclity i WY 0034 (f continuation sheet Page 17 of 25

O




JUN 19,2905 11 36AM

JERT HEALTH

DEPARTMENT OF HEALTH AND HU N SERVICES
.__GENTERS FOR MEDICARE & MEDIG/nO BERVICES

KO 651 7aNmP. 13mimoos
FORM APPROVED
OMEB NO, 0938-0861

SYATEMENT OF DEFICIENCIES 1 PROVIDER/BUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: " COMPMLETED
A BUILRING
B. WANG
835023 05(17/2006

NAME OF PROVIDER OR 8UPPLIER

WESTON COUNTY HEALTH SERVICES

ETREET ADDRESS, CITY, $TATE, 2P GCDE
1124 WASHINGTOM BiVD

HEWCASTLE, Wy #2701

stated other employses ware sick on their"oft |
fime" (time other than a period of schedulad
duty). Acsording to the DON, the 7 11l staff
included 2 nurses and 5 cerlified nuraing aides
(CNAs), all of whom were involved In direct carg
anfivities. The DON stated staff wera riot
permitted to work while sick, but returned when
i they felt better."

(‘A ID | SUMMARY STATEMENT OF DEFIGIENCIES b PROVIDER'S PLAN OF CORRECTION %)
PREFY {EACH DEFICIENCY MUST B PRECGEEDED BY FULL PREFIX (GACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATICN L TAQ GROSS-REFERGNCED 10 THE APRROPRIATE RATE
, DEFICIENCY)
)
F 442' Continued From page 17 PP 442
and refterated the naad for stringent adharsnee 10, !
isolation and containment to prevent the spread |
of infaction,
F 443 483.85(0)(2) PREVENTING SPREAD OF F 443
552k | INFECTION
The faciity must pranlblt employees with a F443 &/ 20/06
communicable disease or infected skin jaslons The Facility will prohibit @
fromn direct contact with residents or their food, it employees with 2 communricabie
direct contact will tranemit the diseass. disease or infected skin lesious
from direct comtact with
This REQUIREMENT i8 not met as evidenced residents or their food, if divect
by: contact will transmit the disease
Based on obsarvetion, staff interview, review of by:
pollcies and procedures, and review of 1) Staff who are ilt will
professional standards of practice, the: fawility report illuess to the
falled to monitor poteniiely infectious employees ufection Control
in & manner intended to prevert the spread of o i
gastrointestinal (G1) liness. The findings were: Practitioner wio wi
instruct them on
1, Interview with, the director of nursing (DON) on appropriate time frame
| staff members with Gl lliness during the peried of dependent on signs and
May 11, 2006 through May 15, 2008. The DON p Sig
stated she was il ovar the waekend (5/13/05 and symptr{ms and the
5M4106) with symptoms of the Gl outbresl, but Wyoming Department of
returned to work that morning. The DON further | Health guideline. i

:
!
H
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DEFIGIENC

F 443 | Continued From page 18 ‘ F 443

2_ \nterview with the infection control practitioner
(ICP) in the nutaing hore on 06/17/08 at 2:55 PM
confirmad the prevalense of staff reperted as I,
who retumed (o work ance symptoms subsided.
Potantially infectious staff members, not
otherwise scheduled for duly, were detectad only ,
through anecdotal evidence as the facility lacked |
& method to accurately identify and monitor i
amployees experiencing G iliness if the timing of |
the liness did not require missing 8 schadulad
work shift. Thers was no documeniation available
during the survey to wecurately deterrnine the total
number of direct care staff or other emplayees
that experienced Gl liness duting the outbreak
period.

|
|

3, Interview with the faciity laundry suparvisor on |
05/16/06 at 1:50 PM revaaled one laundry ‘ |
emprloyee left work with Gl-reiated syrmptoms on 1 \
|
\
|

05/16/08, Interview with the distary manager an
51708 at 11 AM revesled a covk and 3 distary
aide loft worlk on 5/14/06 because they were i
(symptoms not reparted). interview with the
nursing home ICP on 05/17/06 at 3:50 PM
revealad Information on sick anciliaty staff, such
as laundry and distary pargonnel, was not
reported an the Infaction contral monthly report.
interview with the facility ICP on 05/17/06 &t 1:25
PM revealed an unawareness of the number or
types of ancllary staff raparting sick with G
infections, The facillty P was unable to produce
| evidence ilt stafft members had completed an
"Employes Infection Report’ au reduired in facikty
infection control policias.

4. The Wyoming Department of Health,
Epldemiology Saction, in “Guidalines for thi
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, BEFICIENCY)
1 13
F 443 | Continued From page 19 R a4
Control of a Suspected or Confirmed Qutbreak of
viral Gastroenteritis In & Nurging Homs" |
specifically recomments employses refrain from '
raturning to work after being symptomatic with |
gastrointestinal symptoms (such as diarrhea and |
 verniting) for a period of 72 hours after the i
cessation of symptoms. The stale guidatines are ! |
based on standards published ag
"Racemmendations and Reports” by the Centers
for Disaage Control "Nomwalk-Like Viruses, Public ? ,
| Health Consaquences and Outbraak |
) Management,” June 2001. Obeervations and j
| Intervisws revealing & facllty practice of aliowing
| staf to return to work immediately afier the |
cessation of symptoms were inconsistent with the | !
recommended standards of pragtice, In additon,
the facility lcked & method to (dentify and track
! all sympiomatic ampicyees. :
F 444 | 483.65()(3) PREVENTING SPREAD OF F 344
ga=D | INFECTION Fdd4 6/ 28706
The fecility must reauire staff to wash their hands The Facility will require staff to
5 : IF R@Nds " i
after each diract resident contact for which wash thelr handy after sach
handwashing s Indicated by acoepted direzt resident contact for
professional praciice. which hand washing is
indicated by seclpied: ,
- . . 1) Imstruction to CNA #11 '
Z;lls REGUIREMENT s not met & evidenced and afl staff on hand ! b \S
\ . . washing pretocols. /‘J\’ )’
Based on random observation, review of pulicies . 7} Rand - ‘
and procadures, and raview of professional ) Random monitorig™ | _
gtandards of practice, the fasiity failed t monitar l staff hiygiene and report | d
hand hygiene ameng staff to prevent the potential | to monthly Quality '1
tranamission of gastrointestinal {Gl) linees 1 | Assurance Committee, i
amonyg rasidents in the facility. The findings were: | : |
, | |

57
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i

TAG REGULATORY OR LEC IDENTIFYING INFORMATION)

F 444 | Continued Erom page 20

1. Obsarvation on 06/17/06 at 7:15 AM revealed
cerified nurse aide (CNA) #11 handled toast for .
resident #14 in the apecial care unit (SCU) dining |
roam, The rasldent tad eaten part of the toast.
Residant #19 was reportad [1 with diarrhea on
08/15/06. Without washing his/her hands, CNA
#11 proceadad to peel & banana for resident #17,
handiing both the pee! and the banana, This
sarme CNA removed the gantnent protactor from
rasident #17, as It was soiled from wiping the
rasident's face and mouth. Resident #17 was
raported to exhibit Gl lness on 05/15/06. CNA
%11 continued to feed other residents in the S8CU
without any observed hand hygiene Overa 12
minute obsarvation period from tha inltial contact
with resident #18, GNA #11 made contact with <
other residents’ food, plates, utensils, and
condimants. ;
The Wyoming Department of Mealth
Epiderniology Section, in "Guidelines for the
Control of a Buspected or Confirmed Outbreak of
Viral Gastroenteritis in & Nursing Home,"
gpacifically identified the potential for healthcare
providers to aid in anamiting Infaction between |
resldents. These guidelines further detall
recommendations for heaithcara providers to
axercise siringent hand hygiere practices when
caring for or assisting Il residents. Interview with
a staff epidemiologist from the Wyoming
Dlepartment of Health on 05/22/06 at 10:20 AM
confirmed the necessity for aggressive hand i
hygiene practices, particularly in the midst of a Gt '
outbreak, ‘

z
;S

2, Observation on 5/16/08 at 5:47 AM showed |
CNA 45 provided perines) care for resident #41, ! |
At §:53 AM the CNA turned on the water faucel, !
washed her hands, obtained paper towels ard 1‘
| L
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F 444 | Continued From paga 21 F 44-‘4\ ‘\
tirned off the water faucet, then dried her hands ' ‘
on the same towels, According o the faciity's !
yndated palicy and prosedurs eriitied ! ‘~
| “Mandwashing," staff should "dry hands j | ‘
thoroughly with paper fowels and then tum off .
fauoets with & claan, dry paper towel.” 1 |
F 445 | 483 85(c) INFECTION CONTROL. - LINENS F 445
§=E Fad5 (6/28/06
Personng! must handie, store, process, and Al openings in this room have
fransport Yinans s as to prevent the spread of been sealod,
infection.
- Alstter will be submitted
Tris REQUIREMENT I$ not imet ae svidencad | requesting this citation be

by

Based on observation, staff interview, and review
of standards of practics, the facliity falled to stare
solled Ynens In & manner that minitnized the
spraad of infection. The tindings ware;

Obsarvation on 0571 7/06 at 9:20 AM revealed the |
fachity iep! solted finens In a raom adjolning the |
nursing home, connected through a glass door 1o |
tha main hallway in the vicinity of roorm 36, In
addition to faciity linens and residert cloting, the
room served as the calleciion polnt for pereonal
clothing for residents whose families did their
Isundry, Tha llnen storage room wis not
inaulated, lacked forced air ventiation, and did
not have an exheust fan, The room hed &
cotrugated rmetal roof and the intarlor
fermparaiure was noticesbly warmar than the
adjecent hatway, The combination of elavated
room temperature and the lack of an pxhaust fan
faciitated the movement of air from the sciled
inan rogm inta tha nursing home when the

|

walved pending the rencvation
of the Manor, This cenovation !
project will begin on or about |
the 19% of Jume. As part of this i
project the existing sofled linen
room will be repiaced by new |
construction with a room I
specificalty designed for soiled
linens. ‘
|
I
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PREFX |
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CROBEAEFEHENGED TO TrE APPROPRIATE

X5
combLETIoN
bt
DEFICIERGY)

F 445

F 454
HE=E

Cuontinued From page 22

intarvaning door was opened. In additon, the
room had openings to the outside theough a
missing plywood pansl and unsealad areas under
fhe gaves. Thers were no soreens across the
apenings in the walls or adjacent to the roof to
prevent the entry of flies or other pests. Interview ‘
wiiih the inundry suparvisar on 05/17/06 at 3:45
PM in the solled linen storage room revealed the
ronm was often . vary warm and smedly. " in the
summer manths. The iBundry supstvisor also
stated bats had been seen in the scited finon
room. She further stated there had been a
v lerge incraase [n soiled lineng over the past |
weak” and indicated s pardeular ncrease in linens
and elothing that smalled of focal contamination,
The 2003 "Cuidelines for Environmentsl
infaction Control in Health-Cars Facilities”
publishad by the Centers for Disteace Cantrol
constitute the standard of professional prectice
far Infection control strategies In the healthcare
geiting. These guidefines recommend zoiled
lihens be stored in a wallvenlilatad area,
prefarably with relafive negative air pressuie to
prevent the movemant of air from soiled and
patentially contaminated linens Into resident
BIEAs,

483.70 PHYSICAL ENVIRONMENT

The faclilty must be designed, constructed,
equipped, and maintained to protect the health
and safely of residants, parsennel and the pubilc.

This REQUIREMENT is not met as evidenced
by
Based on observation and staff interview, stalt

F 445

F 4841

Fa54 (Physical Environment)

0B/ 28/06
a) Wiring fo the heater was |
repaired and condmit |
was secured to the wall,
b) This item was corrected
immediately and staff
hias been briefed om the
importsuce of keeping

|
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1

a Ohservation on 5/17/08 at 2:00 PM
ravealed & didy laurdry storage shed attachad to ‘
the: main bullding. Insids the shed was an
ovarhead heater used In the winter. The heater
was hard wired into the facility's main alectrical
circult, The wires exiting the hester were exposed
and not installed :n accordance with NFPA 70
Bection 430-131.

b, Observation ot 6/17/06 af 2:16 PM
revaaled a chair placed in front of & portable fire
axtinguisher In the hallway ouiside of resident
roam #42. When the chair was moved, a sign
was visible posted to the fire exiingulehar, it
instrusted staff, "D not place tems in frontol |
extinguishar.” Partable fire extingUishers in ail
health care occupancies must be in accordancs
with 0.7.4.1 NFPA 10, 183,56, 18.3.5.6,

¢. Obseryation on 5/47/06 at 2:22 P
reveaked 8 storage room opposite the old oxygen
storage room in fhe main hafway. The amount of
stored materiat in the room was substaniial and
constituted a hazard storage areéa. The door into
the: toom did not have & self closure davice, Life
safely cods requires dowrs to hazard areas he
gelf-closing in accordance with 7.2.1.8. In
addifon, materials wers stored within 18 inches of
the ceiling mountsd sbrinkler system (Violation of
1.ife Safety Cade MFPA 25 Section 2-2.4.1).

|

i

%4y 1) BUMBARY STATEMENT OF DEFICIENCIES I ! PROVIDERE PLAN OF CORREGTION ()
BiEFIX (EACH DEFIGIENGY MUBT B8 PRECEELED BY FULL PREMX EACH BORRECTIVE ACTION SHOULD BE COMPLETION
TAl REGULATORY OR LBG IDENTIEYING (NFORMATION) TAY CROES-AEZERENGED YO THE AFPROPRIATE ULTE
DEFICIENGY}
- fire extinguisher actess |
1l ' N
F 4541 Continued From page 23 F 454 clear of obstruetious. l
tailad to ansure the facliity was mainiained In o ©) Materisls stored in this
séfe manner. The findings were: Foon were removed,
, 5 B jefed o
i interview with the maintenance director on Slz;at?}? S:fm hgef; n
708 at 2:48 PM confinmed the following this 1ite ely L.ode
situations were safety hazards: regunirements conceriing
ihis storage roonu
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(X4 10 | GLMMARY STATEMENT OF DEFIZIENCIES LW PROVIDER'S PLAN OF CORREGTION T
FREFIX (EAGH DEFIGIENCY MUST BE PRECEEDED BY FyLL PREFIX (EAGH CORRECTIVIE ACTION SHOLLD BE COMPLETION
TAG REGULATORY OR LES IDENTIFYING INFORMATIGH] TheH aﬁuss-hﬁr&znﬁgté?u E?J ;\!;{)F APRERCIIRIATE DaTE
FIGHENG
- 1
F 402 | 483.75(b) ADMINISTRATION | Fae2 "
$90 l
The facility must eperate and provide services in | .
compliance with ak applicable Federal, Stale. and ¥ 492 06/28/06

{oeal laws, regulations, and codes, and with \
egepted professional standards and pringiples
that apply to profassicnals providing garvices in
such a facility.

This REQUIREMENT is not met as evidencad
by,

Based on staff interview and feview of Wyoming
state rules and regulations, the faciity faded lo
report in a imely manhner ane of one outhreaks of 1
infectious diseasae as identified by Wyoraing
Statute section 36-4-107. The findings ware,
Interviaw with the factlity DON on 05/18/08 at 1:45
P confitmed 24 residents and 7 siaff hed
gaatrointasting) (OF) Blness from May 19, 2006
through May 15, 2008, Intarview with the fagility
jfaction control practitionar (ICF) on Q81806 at
715 PM confirmed the autbreak and revealed
required state agencies had not baen notifind
prior to 05/16/06, Wyoming Department of Health
Fules and Regulations for Program
Admindstration of Nurging Care Faciities speclfies ‘
disensas/conditions will be reported to the
Wyorring Department of Healih, Epidamiclogy
Unit, as per Wyorring Stalute section 3B-4a107.

In failing to report the disease outbrealk i 4 tirmaly
manner, the facllity did not comply with applicable
State faw and reguiations,

The Facility must operate and
provide services in compliance
with applicable Federal, State,
and ocal laws, regulations, and
cotes, and with accepted
professivmal standards snd
principles that apply to
professionals providing services
in snek a facility. This Facility
will provide compliance by

1. The chayge Nurse with
potify the Infection
Control Practitioner 6f
any ouitreaks of
infectious diagnosis,
The Infection contvel
Practitioner will report
{0 the Wyoming
Department of Heaith.

i
|
|

3, Nohbahon £ ™ l Fang
i i) be ma hngl, aed]

|
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