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The Tollowing sommon abbreviations are used
thrpughout this document:

o tnfection Praventionist.

|RN:  Regislered Nurse _

| GNA; Gortifled Nurshig Asslstant

'WMDS:  Minimuim Data Set _
MAR:  Wedlealich Adminlstiation Keoord

Lesy sommonly used sbbreviations wilbs !

- | annotatad in each deficlericy whers used. F 956

¥ 266 | 488.45(n)(5) ADEQUATE & COMFORTABLE ¢ gu8) F 256 . _

5820 ; LIGHTING LEVELS Facility must provide adequate and
: somfortable lighting levels in all

The faciity must provide sdequate and : his wi i
voinfortabla lighting levals in all areas, . reas. Thiy will be accomplished by: ;

) i' 1. Lighting in toom 31 and Woet lounge
This REQUIREMENT ta notmef as evidenced | raren huy buen repliced.

!:g: 6 observalon and slafl interview e -2, Inservies teainlng to 8l staff regarding
| Buged, ) b o i

* foethty fallad to provido adequate lighting in 101 4 ;ﬁ‘;h‘t’i‘;’:"d‘“‘* for reporting inadequate ’

sample resident (#126) rooims on the West i ; . , .
secured unit, and in 1 of 2 resident iotunges It the 3. Maintenance Director or designee will

| Wost secured unlt, The Fndings were: . " nudit lighting monthly, taking immediate:
j . . - torrective action for noted infractions,

1. Observetion of resident #125's room on 14, Maintenanee Dircotor will report
[OMS13 ol 8:63 AM revesied that the ovarhead -rosulty of audits to the monthly QA

Uiiuorescent light was.net functional, The lightin
fiie room was nated to ba dim. Thot same day at -

[
",

meeting x 3 months at which point the

140:33 AM CNAs #1 and #2 who Wara providing 1QA Committon will detormine if
: parsongl cara lothe resident let hlsdherroom substantial comphinee has besn acl_uev
noted that the light did not worls, and CRNA #2 innd make approprisie reconnmendations.
states "We'll have lo tell them. fmalntenance].” _ 36713

Obsarvation of residant #125's room on 818113
gt 5:10 P rovealed the light continued to be
; non-functlﬂh‘al. and thefrmm-cqnﬂnuad to be
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oifipr safaguardy pravide suificlant profaation e the patients. (Ses ihshuctians.} Excap! for aursing homas, ha findings stated above un distiosatile 50 days
following the dala. of suntay whethar or not & plan of coriawion Is provided. For nuzsing bomes, the above findings and pans.of aareeciion dro disclosabla 4
oy tolicwing e date these dutumonls are mode avallable to the faclity. If deficlencles are gited, an approvied plan of correction |s raqulsite to continued
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TAG RESULATORY OR LSC IDERTIPYING INFORMATION) TAG UROSS-REFERESECE’&E;J&IE APPROPRIRTE BATE
F 256 | Contihuad From page 1 ! F 246
2. Obsarvalion on 6/18/13 at 9:15 AM of the ! Each redident will receive the facilily
resident lounge near the nurses' slation on the ] . Muals provide the nccessary care and
| West secured unit revealed that 1 of the 4 _Bervices fo attnin or maintaln the
i overhead lights was dim and fliokering, and that highogt practicable, physical, mental,
anothar wes not fitat all. This resulted In one heif and  psychosecial  welkbbeing, in
of the lounge baing dimly fit. Tan residents ware | accordance with the comprehensive
noled o ba In the lounge at the time. Interviaw sssessment and plan of care. This will
with the malntenance diractor on &/20/43 at 10 b and p . S w
AM confirmed the Bghts were In need of aftention, | be accomplished by: !
and reveated the faciiity was in the process of : ‘ : !
upgrading &ll of the overhead lights. Additional 1, Resident #118 is offered a “high
Intervisw with the malntenance dirsctor an fiber diet with daily fiber
8120113 at12 noon-revaealad there was not a _ Texi » d
" routine schedule for changing ighl bulbs, the o e roton
nursing staff or housekeeping staff in the Wast o ghib'p P
unlt would cornmunicate thelr noads by punp inhibitor.
{ submitting a work order. : 2. DON will review he current
F 300 483,25 PROVIDE CARE/SERVICES FOR F 300 policy and proesdure fqr
88=0 | HIGHEST WELL BEING ; ! obtalning  post eonsujt
| arders/motes, making revisions
Each resident must receive and the facility must } : i necessary. |
provide the necessary care and services lo attaln | . 3, DON  will review and it
or malntain the highest practivabla physical, o ot . N
 mental, and psyohosoclal well-being, in necessary revise the policy fy
acoordance with the comprehansive assessment noting orders ensuring that tke
and plan of care. orders ave properly ente
inte the computer for MA

1

pt
i

i

This REQUIREMENT s not et ag svidenced
s

Based on medical record revlew and resident
and staif nterview, the facllity faited to ensura 2
of 21 sample residents (#118, #18) receivad
physiclan ordered care and services, The findings
were:

{
i

|

4,

Sl

6.

population.

Rosident #18 pre and post pain
fssessments are docmnented _oln
the MAR.

WNursing staff will he edncntei_
on the above infractions, ‘d
Unit Manager's will condugt

FORM ORMS-ZR8T02.00) Brviaus Viernions Dinolets

Bwant ENVIVEH

weekly audils of MAR's
EMMWL
Faclity 10: Wyooz? If eontinuztion shool Page 2 uf 43




4

Jul 12 2013 1213PM Bushess Offkks  307-234-6208 page 4
_ ! PRINTED: 07/058/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES &/ FORM APPROVED
CENTERS FOR MEDIDARE & MED|CAID SERVICES OMB NO. D838.0301
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o 1 BUMMARY STATEMENT OF DEFICIENGIES : 0 PRUVIDER'S PLAN OF GORRECTION o
éREle_ 1 {EAGH DEFICIENGY MUGT B BRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTICN 8HOULD BE GOLBLETION
G 1 REGULATORY DR LSC IDENTIRYING INFORMAT:ON) i TAG GHOSE-REFENENCED TO TREAPPROPRIATE  © (AT
_ NEFICIENGY)
R _ mangagement iz assessed and
F 808 ' Continuad From page 2 F30e :

1. Review of the madical record shivwed résldant
1 #118 had disgnoses including mulliple sclaresls,
swallowiny difficutiies and depression. Intsiview

with the resident on-8718A3 at 11 AM revaalad
sihe saw a consullant gastroenteroioglat (GE) on |
B/24/13 ot which time 3 colonorcopy was '
perfurtned, The residant stated the doctortold |
him/ner “your colon Is besically non furctioning
1 due 10 the M3 The following concarns were
! otad;

a. Review of the medleal racord on SM6HS at |
1110 AM talled to show any report from the
gongultant GE, Interview with medical recorda.
I staff member #1 at that time confirmed the raport |
i was not in the medica! record, She further statad

the wauld raquast & fax copy be sent from the
: sonsyllant,

h. Review of the conguttarit raport on 8/18/13

| at 2:12 PM revealed the GE's plan included a

“high flber dlet with dally fiber supplementation,”
 Intervisw with the diatary mahager on 841913 at
216 PM revealed {he rasldent was not recelving
& Mgh fbar tliet and her deparimsent had not
raopived a "high fiber' dlet change ordar from
rsing.

¢ Further review of the madioal raoord :
; tevoalad the physiclan prescribaed tho medication |

gmeprazols {a proton pump inhibitor) for the
| rasident on the day of the colonosasoy (524113).
I Rovisw of the May 2013 MAR indlcated the
. nindleation was administerad from §/24/13
through ths and ofthe month, Review of the June

_ [ not administered during the first alx days in June.

ravenled several thinge that may have happensd:
nursmg steff missed giving the medication,

2&13 MAR howover revealed the madication was 1
d. Intervisw with RN #2 on 6/40/13 a( 3 PM :

o aprrgn iy

8 g Mty P T =

documented.

T Vuit managers will  andit
rvesident records for recelpt a%
implementation of a1l physici
vrders, i

8. Unit

restdent orders to assure that
they are properly entered info
the computer and populated oo
the MAR,

2. Regults of the above andits will
be reported to the monthly QA
committes for a minimum ofi3

months ai which polnt the tea}n

managers  will amFt

wili  delermine approprisje
reporting until ongoing
somplinnee is establisied, :
i 126013
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SYATEMENT OF DEFICIENCIES (1] PROVIDERISUPPUER/AGLIA
AND PEAN OF CORRECTION IBENTIFICATION HUMBEER:

535042

{33 HULTIPLE CONBTRUGTION

A EKJILI}IE‘G

‘B WING

v {X3) DATE SURVEY

COMPLETED

082012013

NAME OF PROVIDER OF BUPPL i
BHERHERD OF THE VALLEY HIEALTHOARE CENTER

$0 MAGNOLIA
CASPER, WY B2604

GTREEY ADDRESS, CITY, STATE, ZIb CODR

D SUMMARY BTATEMENT OF DEFIOIENGIES
PRIFX | (EACH DEFICIENCY MUST RE PRECEDED 6V FULL
TAG REGULATORY OR LBC INERTIFYING INFORMATION)

B PRDVIDER'S PLAN OF GORRECTION

FHUFX {EACH CORREGTIVE A

TAG DROSE-REFERENGED TO THE APPROPRIATE
DEFIGIENGTY)

PT

ACTION SHOULD B Q&Mt‘)lc.sﬁjnﬁﬂ
DAYE

F 309 | Gontinued Prom page 8

nursing staff dld give the medication but forgot to

+ Inttla| the MAR, and/or thare was & computer
piblem which resulted in the ameaprazale not
baing printad on the June MAR and the

.ggr}fgripitun error was not discovered untlt

2, Review.of tha medical record showed rasidant
.48 had diagnoses Including Farkinson's,
Prralysie Agitans-and Lawy Body Dementia,
Raview of the April and May 2013 physicien's
fecapitulation of erdars showed an order for
Hydrocodone-Acetaminophen 5-328 milligrarms
' 1-2 tabs evary 4 hours as heeded for pati,
Review of the April 2013 MAR showad he

' medication was administered 24.of the 30 days;
; however, the pre and postpaln assessments
were only decumanted for 10 of the 30 days.

i Review of the May 2013 MAR showed the

1 medloation was edminlslered 25 of the 31 days,
Liowever, the pre and post-paln agsebssments
weta anly documented on 14 of the 31 days.
Interview with RN #3 o 8/168/13 at 2:30 PM

| revealed "the pre @nd posl-pain assessiménts
should have been documentsd on the MAR."

F $12; 483.25(a)(3) ADL CARE PROVIDED FOR
85=0{ DEPENDENT RESIDENTS

dally living receives the nacessaly services to
; maintain good autrition, grooming, and parsonal
; and oral hygiena,

S —

This REGUIREMENT 15 notmet as evidenced

¥ i
Based ot phiservation, medisal record review

Arestdent who is tinable to carry out activitles of

|

[ R

Fapa]

—— -

F a1z
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STATRMENT OF DEFICIENOIES D) PROVIOERISUPPLIERIGLL {2 MULTIPLE GONSTRUGTER N {#2) DATE SURVEY
| AND PLAN OF GORRECTION INENTIFICATION NUMBER: A BUILDING COMPLETED
435042 B Wie 08/20/2013
HANME OF PROVIDER OR BUPPLIER STRERT ADDREDS, OITY, STATE, ZIF CODE
SHEFHERD OF THE VALLEY HEALTHGARE GENTER 40 MAGHOLIA
_ | GASPER, WY 42604
{84} 10 HUMWARY BTATEMENT OF DEFICIENCIES s e PROVIDER'S ALAK OF CORRECTION L )
PREFIX | EACH DEFIG/ENGY MUBT BE PRECEDED BY FULL U pREFX {EACH GORAECTIVE ABTION SHOULD BE COUPLETION
G BULATORY OR LSC IDENTIFYING INFORMATION) T CROSE-REFERENGED TO THE APPROPRIATE Drre
. DEFICIEN(YY:
F 312 | Continued From page 4 Faiz
{and staff interview, the facility failed to provide .
appropriate incontinence care for one semple F3l2 _
rosident {#144) during 1 of 4 observations of Residents who are unable to warry ofit
Incontinence sara. The findings wers! i nctivities of daily living will receive the
| Realdent # 144 was admitted to the fectity o [ Rooossary Sorvices lo malntain godd
eaicel was 0ing lsawly on - . tiutrition, grooming, and l I
T TN 2 with dlagnoges to Include nen-Alzhelmer's | hygianol, ‘ﬁﬁs willgbe awﬁs‘gl&;;n g (?”
';'dementla dnd multiplaﬂsalarosis. Review of the - P ¥
resident's 2/8M 3 signiftcant ehange MDS . .
|assesament reveslad the reskient regquired the b Mursing Staff will bo inservioed
physloa) esslslance of twa ¢f more petsohs with i  the above deficiency, ,
{oltafing, and the resldent was always incontinent 2. Resident #144 will receive proper
of urine and bowel, . incontinent  enve uti[‘i:zizi{g
i acceptable practices,
: Dbservation of personal care for residant W44 oy ! o . .
6118113 at 9:08 AM revealed thet ane of the two t 3. Nursing Administration teum "*{‘h
 CNAS (CNA #2) providing Incontinenics care for wudit perineal caro weekly, wi
the fosldent wipad the resident’s perineal area immedigte corrective action fijr
from beick fo front. Interview with CNA #2 at that nobed infractions,
 ime verified ahe had wiped "the sides” of the 4, Mursing  Administration  will
1 periieal area from back to front. : teport regults of the weekly audits
s _ . i to {he monthly QA tommittec a
1 According to Smith, 8., Quell, B,, and Martln, 8. s . :
{2008) Clinfcal Nursing Skills (7(h Edition). Upper ; pumimum of 3 monthy at Which
Saddle River, NJ: Pearson Education, the : point  the feam will determ
| sccepled practice for providing perineal cara Is fo | approprisie subsequent reportin
* always wipe the area from front fo back, : until ongoing gompliance s
i cleansing the anal area last In order to prevent ] ‘gstablished. '
crose-contaminafion, : 7126113
Interview with the nurse mznager, RN €1, on
8/20/13 at 10:10 AM vonfirmed the faciity
axpectation is that perineal cleansing is .
performed. from frant to back. ;
F 4411 483,65 INFECTION CONTROL, PREVENT : Fddt
85=F | SPREAD, LINENS :
| The faclity must estabiish and nmintain an i
FORM CMS-2667(02-08) Pravious Varsions Olssoiale ﬂvsﬂt.ID:WYQH - Fnétﬁy 10y Wyodsr W eontiruation sheet Pags & of 13
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CENTERS FOR MEDICARE & MEDICAID SERVICES 8 NO,
ETATEMERT Op DEFIGIENCIES (K1} PROVIDER/GUPPLIERIGLIA 22 MULTIPLE GONBTRUCTION (X8} DATE SURVEY
AND PLAN OF CORREGTION BENYIFIGATION RUMEER: A BULOMG COMPLETED
5as042 B WING 08/20/2013
RANE OF PROVIDER OR SUPPLESR STREETAOURKSS. ITY, BTATE, %P LODE
B0 MAGNOLIA
THE' Al INT
SHEPHERD OF THE VALLEY HEALTHC_ RE CBNTER CASBER, WY 82604
BHo SUMUARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION 1 e
PREFIN | IEAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIK {EACH CORRECTIVE ASTION EHOULD e i UDMPLEYION
TG REGULATORY OR LEE IDENTIFYING INFORMATION) TAG CROBS:REFERENCED TO THE APPROPRIATE pae
: DERICIENCY) i
F 441 | Continued From page § GEEY
Infection Control Program designed to provida 2 : £ 44 |
safe, sanfiary and somforlable environmentand | T ¥ 44] . . . :
1o halp prevan| the development and Iransmlgsion ! ¢ The fhacility will establish and thaintajn
of dissmoe and Infoction, an Infection Control Program designed jo

{a) infection Gontrol Program

; The taclity must sstablish an (nfection Control
Program under which it -

{1) Investigates, controls, and pravents Infactions :
in the Tachily; :

(2) Docldss what prosedures, such as Isolation, ;
should ba applied to an Individusl resldent: and
£3) Maintelns a rocond of Inckisnits and corractive
¢ notions related o infections.

gh} Preventing Spread of Infection

) Whan tha Infection Centrol Frogram

: daterminag that a regident needs leolation to
 prevent the spread of infaction, the facility must

' fsolale the restdent. .
(2) The Faclifty must prohibit amployees with @
communlecable disease or Infocted skih iasions
from direct contact with residents or their food, if
direct conlact will transmit the disease.

(3) The facility must require staft to wash their

{ hands afier each direct resident contacl for which

hand washing Is indlcated by accepted

| profassaional practige.

- {c) Unang :'

Perssnnel must handle, store, process and
{rangport llnsns 80 as to pravent the spread of
Infecton,

Tiis REQUIREMENT 18 notmiet as evidenced
by
|

i

provide a safe, sanitary and comfortabje
environment and to help provent the
+ development and transmission of diseake

and infection, This will be accomplished

by:

1. Infection Control Nurse(s) hate
beon  inserviced to the uhm}a
Infraction. ;
All staff will reoelve inservics
instruction  to  the above

. . deficiency as it relates to propet
J band.washing.ard ey ,\Juaug‘r Crast (0
Nursing  Administration  wil
dovelop 1 program that includés

surveillenco records for inf; ctic?{f} b jod

and antibiotic usage, i ¢lod
The program will inolude iy
standardized tracking tool wiJh
data  eloments  that include
i fdentifying symptons, noting the
' onset date of symptoms, whether

coltures  were submilted and
; reports reoglved, and whother the
; infeotion olinically resolved.
: The program will also include the
; tracking of data olements that will
: identify trends based on resident
location, type of infection and
j whether thers aro inorensin'g

FORM GM3 2507(08-85) Previous Varslong tabaoiety
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Hased o review of surveillance documents and
insdical racords, observation, and staff Inferview,
the faciiity feled to maintain a complate and
aoounate Infeotion sontral program, This faliure
Wwis evident In the. failure to track current
Infections end entibiotic treatment for 2 of 7

~ 1420%) sample rosidents (#102, #138) with

Infections, Incomplate date collection for 15 uf 42
(36%) raisident Infections tracked in the as| 3
months, and a fellure to accuretely identlly trends
among Infections oceurring In April and May
2013. Thae findings ware:

1. Faclity Infeclon survelllance racords were

, feviewed with tha IP on /15713 beginnlrig at
12:10 PM, These documenis and actotiipanying
interview with the IP revealed the ollowing
ditcrepanclas:

. Suivaillance recards for Infection and
antibictic usage data collected In April and May
2013 ware Incomplete. In Apill 2013, of 18
residents Identiflad with infactions 4 (21%) lacked
ohd or more data elemants on the faclliies
-standardized tracking tool; omiseions ware
| dlscovered in idantifying symptoms, not g the
-date of onset of symptoma, whether cultures
wera submitted and raports racelvad, and
- whather the infection was clinieally rosolved,

! Bimlfarly, 11 of 23 (48%) resldants tracked for
infections or anliblotic usage I May 2013 also
lacked one or mors of orltical survsillance data

! alsments. The IP acknowledged In intérview on
819713 at 12:20 PM the survélllanse recorda for
April and May 2013 wers Incompleba. She further
stated the surveilance forms used for racking
Infeclions and entibiolic lreatment war designad
la capture critical data and were expsctad to be
samplets and accurate. :

1
A

Py ip ; SUMMARY BYATEMENT OF DEFIOIGNGIES ; 1B PROVIDER'S PLAN OF BORREGTION {5}
PREFIX {EACH DEFICIENGY MLIST BE PRECEDED 8Y FULL PREEIK {EACH CORREGTIVE ACTION SHOLILE b ShNBLETON
tha TEGQULATORY OR LBC IDENTIFYING INFORMATION) TAG aRuss-REFEREgg;Ig E%YF_{}EAPPROPRJATE BATE
: |
T N I
F 441 | Sontinuad From page 8 . kaqy & The program  will  addvess

practice and process surveillante
relative to the trends identified.
Unit Managers will conduct
weekly andits that address facility
staff’  utilizing  proper  hand
hygiene prior to assisting in the
meal service.  In the evept
infractions are noted, 1'|rm'1e<:iia[I
correctlve  action  will
deployed.

8. The Infection Control Practitioner
will report the data collected frofn
survefllance and trending teports
i the monthly QA mecting,

9. Unit Managers will roport resul}
of weekly dining rooms to the
monthly QA meeting x 3 months
#t which point the team \:}i

T

()
ba

determine appropriate subsequeht
reporting uniil angoing
sompliance s aslablishedt. |

A3
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PREFIX
TG

SLMMARY STATEMENT OF DEFICIERGIES
{BACH DEFICIENGY MUST RE FRECEDED BY FOLL
REGULATORY OR LSC IDENTIFYING INFORMSTION)

[
PREFX
TAG

PROVIDER'S PLAN OF GORREGTION
EAGH CURRECTIVE AGTION SHOULD BE
B&nsa-ar-:ﬂ-:ﬂeucao TO THE APPROPRIATE
DEFICIENGY)

(td]
COMPLETION
DAYe

FA41

Haclilly 1 staled In interview on 6/19/13 at 12;30
EPM thal she did not have copies of sullure neporis :

{ data collectsd In April and May 2013 uncovered

Cortlnued From page 7

b. Of 7 sampla residents with infections
documented in thelr medical revords ovet the
masl 80 Jdaye, 2 resldents {#135 and #102) were
rot idantified on the survellianée logsheats. Both. |
resldents had bean Wransforrad 1o tha losal
. hospltals for diagnosis and tresiment of
Infactions; resident #102 was admitted on 4/8/13
{ and resident #135 was admittad 612/13, both
; retumned to the nurskig home ahter a 3-day
 admisslor:. Both resldents had microblologle
cuittres parformed during thelr hosphtalization
and each was raportad to have the same
Uneommon bectatisl leviate, Providancia stuartil,
 fromeither a urinas speciman {rasldent #1 02) ar
blood sultura (resident #135), The fadiilty falled to .
track sither resident for Infectlon or antiiiotie
usage onte resdmitted to the nursing home. The

sfrom elther resident's hospital stay and, furthar,
[was not eware thoy egch had the same

1 eommron bacteris! Isolata. i

¢. Review of the monthly reports summarlzingi

| resident Infections for Aprl and May 2013 on

61913 st 12:45 PM revealad pach month was
-summerized by a-statement "Na trands wers
ldentified In the type of infections or location.” The
1P stated In Interview on 8/18/13 at 12:56 PM the
menthly infection reporf was submitled to the |
Tacliity Quallty Assurance and Parformance '
Improvement (QAP)) commilites for review and
vonskeration, Reviewing the actaal numbers of
Infections and thelr location within the facilty for

several potential trends among residents. Of g

' naw Infeclions reported among residents in April
2013, 6 (62%) were clusterad in & single unit
(East). Furthar, urinary tract Infectlons (LiTis)

F 444+
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DEPARTMENT DF HEALTH AND HUMAN SERVICES 'Xv PRNTED: a0t
CGENTERS FOR MEDIGARE & MEDICAID SERVICES oMe 0397
BTAYEMENT OF DEFICIENGIES (X1] PROVIDERISUPPLIER/TLIA X2} MULTIPLE CONSTRUCTION {1} DATE SURVEY
AND PLAN OF GORREGTION IDENTIFIGATION NUMBER: A BULDING COMPLETED
£35042 B WING : 06(20/2013
NANE OF FROVIDER QR SUPPLIER BTREST ADORESS, GITY, STATE, 20 CODE
B0 MAGNOLIA
£2H RD OF THE VALLEY THCARE GENTER '
EPHE| VALLEY HEALTH CENTE | cASPER, WY 82604
X4y ib SUMMARY BTATEMENT OF BEPICIENCIED o PROVIDER'S PLAN OF CORRECTION %8} |
PREFIX {EACH DEFICIENCY MUST AE PRECEDED BY FULL, FREFIX (EACH CORRECTVE AGTION SHOULD bE COMMLETION
7Y} REGULATORY OR L8T IDENTIFYING INEORMATIDN) G $HOBE-REFERENCED 10 THE APPROFRIATE DATE
_ PEFIGIERIY]
_ |
F 441{ Cantinued From page 8 :

{ Interview on 6/19/13 at 2:10 PM that she had nat
{identifiad the clusters of infections nor te :
1 significant Increase in UTIs whan prepariig the

1 berineal cleansing téchniques durlng 1 of 4

i the two CNAs (GNA #2) providing Incontinence

1 showed a 450% Increase in May 2013 compared 55
1o the previous month. The IP acknowledgad In

| monthly summarlas for Aprll and May 2013, Sha
Turtherstated this type of Information should be
stibriitted to the QAP] comimittes lor assessment
| and atdion if nesded,

2, Interview with the staff devalapment
soordinator on 8/16/13 beglnning at 2220 PM
revealed she was newly assigned tha role of
collecting survellance data for assessing staff
compllance with infection prevention practices,
such as hand hyglene, perineal care, waund care, |
usé of personal prolection equiprment, and
housekeaping activitles, Sha acknowladgad eho
wae not currenily performing complianes
monitoring dmong facltity stalf. ‘She furlher stated |
she did not know when process survelilance wag
last conducted nor what the outéarnss wera in

¢ arsas with tha potential for transmitting Infections
among residorly, Observations:during the survey
showad facily stail Talied (o use appropriate

ohsapvations:
&, Oboorvalion of personal care for resident
: 44 on B/18/13 at 9:03 AM revealed. that one of

| care for fhe resldent wiped the resident’s perineal

- aren. from back ta front, Inténviaw with CNA RS at |

that ime verified she had wiped "the sldes® of the

fermaal area from back to front. Interview with
ha nurse manager, RN #1, on 6/20/13 at 15:40

AM confirmed tha facility expectation Is that

' perineal ceansing is performed from front ko

- back,

; _ !

F 441

FORM ChIB:2567(02-90) Pravious Versions Obsalete Bvant DVIYRL

Rasliy 0 Wyno
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MERICAID BERVICES 4 QMB NO, 0938-0381
DEFICENGIES K1) PROVIDEIUSUPPLIERICUA (X2} MULTIFLE BONSTRUCTION ) g {18) DATE GURVEY
iLngiiwgl?gDRREﬁTIDN { )tDEHTIFlCATION NUMBER: 1 ABULDING COMPLETED
538042 8. Wisl : D6/20/2013

AR OF PROVIDER OR SUPPLIER
gHEPHERD OF THE VALLEY HEALTHOARE CENTER

1 BTREET ADDRESS, OITY, BTATE, 2IP CODE
a0 MAGNOLIA

| caseer, wy sas04

5 ol F DEFIGENCIES Fom PROVIDER'E PLAN OF CORRECTION o X8
ik u[i!)v\chliJ HEEIGINGY MUY S8 PRECEDARBY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE °°"é”-1.§!“°“
TAG REGULATORY GR L3C IDENTIFYING INFORMATION) TG CROSS-HEFEREROED TO THE APPROP RIAYE * b
DEFGIENGY} i
y _ ‘
£ 441 { Continued From page 9 L F 44t l
3. For2 of 2 meal chservations, evening meal on E465 . _
8/17H4 and lunch mesl on 6/18/13, facillly steft | The facility will provide a safe,
mads 1o atlempt to perorm or provide hand . functional, sanitmy and comfortatite
I’tyg]et}e ‘toigeslggntsdpt:forl tosenrtldngt mod(i The . puvironmeni for residents, staff and the
ack of resident hand hygiens prior ta eating was ublic. ‘This will be i o
onslstent aoross 3 separat?f dining areas: East, v s will be accomplished by: L
{:aniral, and South, The staff devélopment . )
soordinatorstated in inlervisw on 8/19/13 at 310 Lo Teb will be removed from interipr
i PM that he facllity had not ldentified resident g door frame of the walk-in freszer.
hand washing. She scknowdedged that washing | % Maiatenance and dietary staff will
hands befors sating wag a prudent practice. be inserviced (o the abode
F 4R5] 483.70(h) . : F 466 deficiency,
83D, %FEIF[&J(P)JETIONAUSANETARY’GOMFOR’MBL ; 3. Director of Maintenanoe will sogk
EENVI o ' ~ outslde  consultation  frof
| tha fagillfy must provide a safe, funclioral, i 1 spacialized rafnger?non services .
satillary, anc comfortable anvironment for f lo determine what Js bost cours
 rosidonts, staft and the publle. . of action 1o prevent future
. } [ excessive dce  bulld up and
[T v 4y i imploment the recommendation,
"é;n_as REQUIREM}:NT s not m#t a3 avidanced g _. 4. Maintenance has placed order for
1 Based on observation and staff intarview, the 1 a freezor replacement daor, dogr
facity failed to ensure a safe end sanitary - insert, doov jauv/panels.
environment In 1 of 1 walk-In freezers, The ! 3. Director of Dielary or desi
findings were i :mll monitor daily the freezer fgr
. - ico build up taking immedia
i Obastvation on 6/17/13 at 3,38 PM showed tha i corrective action If loe baild up {s
! finterior of the walk-in fraezer-l? the maln klichsn noted _
-yt large aroounts of accumuleted ioe arourid the P ,
door trame, on ihe fioor, ceiling, and on the & ? irector of Dietary will repog
plastis curtaln in the ettrance, Obsanvation on frequency of of ics build up
18120113 at 9:45 AM showed the freozer remained tho monthly QA meeiing x
I the saihe condition with the accurulsted les. | i mionths at which point the teaw)
 infarviaw wilh the malntenance director on ! | will  determinc  appropriate
oS maE o toralnare || odsoqunt poing
= P i : ; ongoing comyliance i
PR GHE 2067 (0790 Provicus Vorskns Chscisle Evnt I0:VIYS11 Fooity D: WY ASNEQ. Jf conthvation sheet Pagt 40/0 3
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. ! ;
BEPARTMENT OF HEALTH AND HUMAN SERVICES (}_/ RN ADAROY Y
CENTERS FOR MEDICARE & MEDICAID SERVICES ! DMB NO., 0938-038
| STATEMENT OF DEFICIEHOES (X1} PROMIDERIBUPPLIERIGLIA 1) HULPLE CONSTRUCTION U {H8) DAYE BURVEY
AMD PLAN OF CORRECTION IENTIFICATION NUMBER:. A, BUILDING COMPLETED
536042 B, WiNGg ) ﬂsmrofzm 3 7
; WAME OF PROVIDER OR SUPPLIEH STREET ADDRESS, CUTY, SYATE, #iP GODE o

SHEPHERD OF THE VALLEY HEALTHCARE CENTER

40 MAGNOLIA
CASPER; WY B2804 -

PROVIDER'S PLAN OF CORRECTION ¥t

%) 1D SUMMARY STATEMENT OF OEFICIENGIES o ; o
PREFDL (EACH DEFICIENCY MUST 82 PRECEDED BY FULL PREP (EAGH GURRECTIVE AGTION BHOULD BE (EMPLETION
TG REQULATORY OR LSC DENTIFVING INFORMATION) TAG GRDGS-REFERENGED TO THE APPROPRIATE BATE
DEFIOIENCY) '
i* 465 ¢ Contlnved From page 10 F «%85!
door after tha previous years survay (4/26/12); ]
fiowever, the lce hulidup hed confinued to be a F3513
'Pﬂ;)biem.lHe gliltrther stated th::t the dcltor necdad ' The facility must fils in the resident’s
{0 ba replaced lo ¢reale a tighter seal; however, Ainical ; ;
st that tima thare had been no parts ot = i :j nmatfgc 0;"? S’%‘,md ‘mf. dated rcports pf
replacement door ortered. 1 1?1’);)3 othot dingnostic services, Thiy
F 513 1 483, 7B(K}2)(v) X-RAY/DIAGNOSTIC REPORT # 13| WHIbe eooniplished by:
55<0 ! I RECORD-SIGN/DATED
The faciltly must file In the resident's clinial l t, Nursing Personnel & Medicfl
 record signed and dated reports of X-ray and ; : Records personnel  will o
fother diagniostio servines. i inserviced to the above deficient
i | practics.
This REQUIREMENT I5 ot met as evidenced | i & DON will review the cumept
by: : policy and procedure  for
Based on obsarvation, medical record review 1 ebtaining post consuft
and staff interview the facility falled to ensure B I i wrders/notes, meking tevisions If
diagnostio proéaedure report was;I includad in the E TEOSISALY. ;
{ medical record for 4 of 21 sample residents 3. Uni i audid rosi
' | . Unit managers will audit rogident
{#118). The findings v?are. . records  for  receipt &
Raview of tha medical record showed resident implomentation of ail physician
#118 had dlagroses Including multlple sclerosls orders. :
{N48), swallowing difficullies snd Jepreasion. 4, Resulte of the above audits will
interviaw with the residént on 6/9M3 at 11 AM be reported to the monthly QA
sevaaled the resldents physician reférred the sommittee for a minlmum of
ragident to B consuitant. gastroenterclogist {GE). months at which point the 4
‘The Tesident was sxammined by a GE on 8/24/13 il detenmine. . apnrosia
and a colonoseopy was parformed at that time. ' L~ delermine — approprial
The rasident stated tha doctor told Nm/her "your _. wporting  until  ongoin|
| colon in basically non-functioning dus to the M3." ! f gompliance is established. :
E . £ !
Review of the medical record on 6/16/1% al 11:10 i T
AM fafled lo show & report from the consultant } |
| GE. Interview wilh the mediosl racords staft i
riwmber #1 ot that time revealed the report was ] ‘
- not In the madical racord. She further stated she l 1
FORM OMS2507 [02+00) Provious Vorsions Obsolele’ Gvant 1D VIYS1H Fachity 1D WYTUZY JF eontinuation shect Paga 14 of 13
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paga 13
. PRINTED: 07/06/2013
DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDIGARE & MEDICAI SERYICES o B NO. 09380391
STATEMENT OF DEFICIEHCIER (X1} PROVIOER/SUPPLIERCUA {332 BULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION [DENTIFIGATION NUMBER; A BULDING COMPLETED
538042 8. WG .. 1 veiz0/2013
MANE O PROVIDER OR SUPPLIER WTREET ADDRESS, CITY, STATE, 21 GODE
SHEFHERD OF THE VALLEY HEALTHCARE GENTER 8 MAGKOLLL
' CASPER, WY 82604 _
o) 0 SUNMARY TATEMENT OF DEFIGIENOIED o PROVIDER'S FLAN OF CORRECTION 45
PREFIX [EACH DEFIGIENGY MUDT BE PRECEOED AY FULL PREEW {£ACH GORRECTIVE ACTION S8HOULD B BRELETION |
TAG 4  HEGULATORY OR LSC IDENTIFYING INFORMATION) Y] CROSSREFERENGED TO THEAPPROPRIATE  ,  DATE
H CEFICIENCY) . i
' i 1
# 513 | Sontinuad From page 11 O F813
would raquest a fax capy ba sent fromy the : !
| cohsitant. ‘ F 520
F 820 | 483.78(0)(1) GAA ¥ a20] The facility will maintain a quall
5= | GCOMMITTEE-MEMBERS/MEET L nsseggment and assurance committes that
 QUARTERLY/PLANS devolops and implements an - offcetive
. : , - quality plan 1o gustain the correction of
A faclity must maintaln & quality asssssment and t identified infection control practices. This
aesurarice committee sonaisting of the dirscter of | will be accomplished by:
nuraing services; a physicien tesignated by the |
! facility, and st loast 3 other mambers of the _ 1. The Quality Assurance team will
: fasility's staff, ,‘ be inserviced fo the above
- infroction, }
1 The queality assessment and assurence . y o vy e
pomimitiee meata al least quarterly fo identity 2. Il;:;’e QA Toam "i"“ {ncorporat
 lssues with respect to which quality assessment ' fection  contro “S““"”ua“‘?e.
and essurdnce aollviies are necessary; and with focus on clugters o
i develo?s and imprements appropriate plans of fnfactions” and trending of certuTn
aotion to correct identifisd quality deficioncies, types of infeotions.

3. The Administrator will monitdr
the program  x 3 months fo
asswe  compliance,  making

[N,

ASiale or the Ssoratary ray hot requirs
! disctosure of the records of such comeniltee
except ingofar as such disclasura is refated ta the

compllanca of suoh committae with the , necessary  adjustments  until
equiramants of this section. compliance is achloved. :
] : 7/26/13
{ Good faith atiempts by the commities to idantity
T gnd corvect qualky defislenales will ot be ussd as
“a basls for sanstions. !
¥

rhis REQUIREMENT f& aof mat 43 evidenced

e o i e

1
by li
Baged on staff intetvlew and infactlon coniral 1
document review, the facility falled to devaiop and -
imiplawient an effective quality planto sustain the
pefrection of Identifiad infection conirof practices, - ‘
| Thesa preoticas ware found to be nen-compliant | .
i . : i ‘
PO CNIS. 2867(0200) Fravious Varslons Obaciola Event ID:VIVSAT Fachty 10: WY0027 { ontiuation sheel Pege 120113
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page 14
. PRINTED: 070
OEPARTMENT OF HEALTH AND HUMAN SERVICES TR g0
GCENTERS FOR MEDICARE & MEDICAID SERVICES - _OMB NO, 0838-0381
BTATEMENT OF DEFICIENGIES  |(X1) PROVIDER/BUPPLISRICUA | {2} MULTIPLE GONSTRUCTION [X3} DATE SURVEY
AHND PLAN OF CORRECTION IDENTIFICATION NUMBER! A BUILUING / COMPLETED
R J swzizots
A OF FROVIDER DR SUPPLER ' SYREET ADDREGE, CITY, STATE, ZIP LODE
SHEPHERD OF THE VALLEY HEALTHCARE CENTER 98 MAGHOLIA
- T CASPER, WY 82604
P io SUMMARY BYATEMENT OF DEFIGIENCIES {0 PROVIDER'S PLAN GF CORRECTION . %8}
BREFIN {EAGH DEFICIENCY MUST BE PREGEDED BY FULL FREFIX | {FACH CORREOTIVE AGTIOR SHOULD BE GOMPLETION
Ta% REGULATGRY OR L5 IDENTIFYING INFORWMATION) TAG QROSS-REFERENCED TO THE APPROPRIATE bAr:
DEFICIENGY) 1
F 520 | Contimued Fram page 12 ¥ g20
during B of 5 re-ceriification surveys. The findisgs
were;
Review of the infection program documantation
showed survelllance and monltoring for resldents
1 ith Infaclians wes lacking. The (# acknowledged |

In Interview on 61913 Bt 2:10 PM that she had

Aot Identified the clusters of Mfections ner the :

| elgnificant incraasa in UT1S that were present

when preparing tha monthly summatles far Aprl

1 and May 2013, She turther stated this type of

| information shotld be submitted to the Quatity

! Assutanca snd Program Improvament
Qommittes for assessment and action if reeded.

Review of the facilily compliance report (Casper 3
report) showed the previous four surveys (April | .
2000, March 2010, Maroh 2044 and Apill 2012) | Co
the infectien control program was cited as a
 daficlent aren, Interview with the admiblstrator | i
arid the director of clinleal servioes 6r 6/20/13 at
L 10:40 AM veiilled a roport on Infaclions was

{ Includad as part of their monthly quality

» assurance committed meetings; towever, the
Information was net baing affectively evalualad.
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