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A fackity must immediately inform the resident;
cansult with the resident's physician: and if
known, notity the resident's legal reprasentative
or an interesled family mombegr when thare |5 an
acoident inveolving #ie resident which reaults i
irjury and hes the getential for requining physician
imarvention; & significant changa ia tha residant's
physical, mented, or peychosoclal status (le., a
deterioration in health, mentel, ¢ peychosonial
status in either life threatening condittons or
clinical complications); 2 heed to aker teatment
gignificantly (i.g., 4 need to discontinug an
exdiating form of treatment due to adversé
BoRseqUensEs, OF 10 commencs a naw form of
reatrmant); of a decision to transfer ot discharge
the residont from the faciity ag specifted in
S485.12(a),

The facility must pise promplly nalify the residant
and, I known, the resident's legal rapresshiative
or irmtarested family mamber whan thare 15 9
change In room or reomimate assignmant as
spacified In 5483, 15(e)2) or a change In
regident rights under Federal or $tate law or
tegtlations #s specified in paragraph (b){1) of
this section,

The facllity must record and pariodically update
ihe address and phone numbear of tha residant's
jegat representative of interssted family member,
The faeitity witl immediately volify the
regident’s physiclan and the restdent’s

This REQUIREMENT 8 not mat as avidsncad topal representative/interested family member
by: when thers is a signilicant change in the
Basod an wialf interview and record review, the resident's condilion, This wikl be accomplished
facility failed to imraedintely natify the restdent's by
physician and the resident's legal representative j
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uihor sateguards provida sulficient prolection Lo the patiants. (Sine Inntructions.} Exsept for tersing heme, tha findings stated above ara discinsable 00 days -c} - b 3
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ar interested family mamber when thees was g
signilicardt changs in the resident's condllion
which had the potantial for regulidng physiclan
infervention, This was identified for 3 of 10
sampled tegklants (¥4, #10 and #3 ) who had
documanied changes in their condition which
inchuded: 1) rectal bigading, 2) ehangss in biasd
pressure and 3) staff bolding resident
medications.

Findings include:

1. Regidont #4 was agmitted 1o the facility on
HMR08 with diagnosis which inciuded:
Partdnson's, hypartension, deprassion, anxiety
and seizures. The réaident was alao identifled as
having a supra puble catheter for a nevrogenic
bladder and history of constipation,

@&  Reviaw of resident #4's mediosl recor)
revaaled changes in the resident's conditfon
documented in the nursitg "Progress Noteg"
which kcluded:

11123 "8 (supry puble cathetar leaking,
blood I the uring noted, 5/P cathator #18
remaved using sterile tochnrigue, 20 ve H2O wit
{withdrawn) frem balioon. S/P calheler #18
repiaced, sterile fachnique malntalned. Balldon
inflated with 10 ec H2O, Pinkabiyveliow wrine
raturn in tubing. Fout sdar noted in urine,
Resident tolerated proceduse wedll"

{(Note: Thars wag dooumantation of follow up to
the physlatan with the rasident having blend and
ol smalling witng, The GNA "pocket care plan”

SAAGEG . WING DB/45£2043
NAME QF PROVIDER OR SUPPLIER STREET ADDREBE, DITY, $TAFE, AP CODE
114 HOSPITAL LAMNE
5TAR VALLEY GARE CENTER .
AFTON, WY B3110
15N SUMMARY STATEMENT OF DEFICAINIES 1H] PROVIDERS PLAN OF CORREGTION (8
PREFI (HALH DEFICIENGY MUST BE DRESEDED BY PUL. FRERTX TEASH CORRECTIVE ACTION SHOULD BE ROMPLETRIN
TAL REGULATORY O LEC IBENTHE VING INCORMATION) AL CROSS-REFERENCED 1O THE APPIRDPRIATE pATE
DEFIGIENGY)
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A, Resident #4 and 43 have been assegsed
and will continue 1 be assessed for coneerns
andfor significant changes which require
votification of their physician or legal
representative/interested family member,
Regident # 10 has been discharged from 09720713
facility.

B2 All pegident charty will be reviewed to
ensure that proper notification of {heir
physicians or leget representalive/inierested
Family mesnber is tn piace for any concerns or

FORM GMS2567(0009) Previsis Versians DDsat

noted.lij;@. rmsid@nt as having 4 history of MRSA significant changes. 00720713
[Methicillin Resistant Staphylococous) nketion i
the urine. )
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The next entry was (five days later) on
TIA-1645 (4:45 PM) "Rectal bleading-
msident notad to have bright red rectal bleeding,
large amaunt. dripping out of reatum, Resident
denies pain or discomfort asaociated with this.
Call made fo Or, (name) office, loft messsge on
(name) answering maching with report of redtal
tleeding.” (signad by RN}

There was no further documentation of vitel aigns
or assessments of this rasldent by the nurse,

117115 6P EA "Continves 1o have smalf amotint
of bright red blaeding from rectum, Denios pain or
discomtfort will continue to maonitor et atiempt to
contast MO again in morning.”

{There was no documentation of vital signs of
further assesament of (his resident by the nurse.)

111813 "No rectsl Bleading odey (Residant
name) out to meals and activilies, Bright amd alert
it problems noted,”

171913 8A-6H "No further rectal bleading noted

of reporied,”

(No documentation the resldent's physiclan wes

contaetad and notilied of Rloed and foul smalling
urine or large amount of blood fiom the rectum.)

The next entry was nol untd 2/12/13 (23 days
{ater),

2H1213 The residont was notad to be having
issums with nausen and vomiting.

211313 The resident started vomiting unidigested
food and was sent to the emergency reom at the
hospital for avaluation and traatmant.

b, Review of the outpatient record dated
2113013 showed the resident had an 1V infusion of
lactated ringers, started on IV antiblotics, given IV

N

s 1) The Change of Condition Polcy will be
reviewed and revised (o instude the following
SOOI

* The CNA is responsible to report any
conesen o changes in a resident’s condition to
the nurse immediately.

* The nurse is respansible 1o perform an
appropriale assessment of the resident's
condition {incloding vitsl signs).

* Significant chatpes or congerns, as well
a4 questions involving change in medications
whete (e modication may be held prior fo
response from MU, will be reported 1o the MD
by the nurse via ¢ither phone call or in pergon,
If no inumediate vesponss, the physician witl ba
cafled by each foltowing shift until a responsy
Is whtained.

* Change in condition charting will take
phce ench ahift following (e changeneluding

vilal signs and aesessment of the resident, until
& response i reecived from the physician,

FORM CMES-2557 (02897 Provious Varalon: Ohsoide

Byt 103 M1V

Fatilty 100 WO H eandinuaslion shest Prge 3 of 40



09/26/13

03:48PNK SYMC BUSINESS 3078855865 n.05

PRINTELD, OB27/20%3

DERARTMENT OF HEALTH AND HUMAN BERVICES FORM ARPROVED
GENTERS FOR MEL & MEDICAID SERVIGES OMB NO. 0§38-039+4
BTATEMENT OF DEFACIENCIES (K1) FROVEIBIRASUR L ERCLIA A2 MULTHELE CONSTIUCTION Py ATE BURVEY
ANY PLAN DF GORRECTION SENTIFICATIN NUMBEIR. A BULDING COMIPLETED
53A050 BWING e 0f/14/2013
NAME QF PROVIOER O SUPRLIER STRIEET ADCHEBES, CITY, $1ATE, A1 GO
110 HOSPITAL LANG
STAR VALLEY CARE ©
RVALLE ENTER ARTCGN, WY 33110
D SUMMARY STATEMENT DF DEFIGHNCIES 0 PROVIOER'S PLAN (OFf BORRECTION )
PREFIX (HACH DRFGIENGY MUST Bl PRECEIRL BY PULL PREFIX (EACH CORRECTIVE AGTION SHOLILD RE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATIGN) TAdS SDSNAREFERENCED TG YHE APRPROPRIATE bATE
DEFICIENGY)
F 87 | Contihued From page 3 F 157

medicaton for nauses and UA (urinalysis)
collacted.

6. Interview with the DON (Director of Nussing)
on 874513 confirmed that the rurslng progress
notes did not show the resident's physickan and
family were immediately informed of the residant
hawving changes In her condition,

The DON thes provigad o "Nurse/physglolan
communicstion” form which showed & sheet was
sent to the physician on 1/17/13 which stated,
“Resident noted to have bright rad rectal
blaeding, large armount, Denles pain assoniatad
with this." The physician signed and dated this
forms on 1/23/13 (six days after il was sent.)

The facility fatled to promptly notify the resldent's
physician and family membert of this resident's
changas i condition,

2. Closed record raview for resident #10 revealed
the resident was admitted to the Radillty on
BMTH2 with diagnoges thet includad coronary
atlery disease {CAD), congastive huart disease
{CHF), hypertension (HTN), siroke (£YA),
daprassion, agiaton, joint pain, and ulcaration of
tha intesting, Further review of the resident's
medical recad avidanced that the rasident was
tranefarrad 1o Whe hospital on $/29/13 (per e
rurse’s It antry prograsy pote),

a.  Revlew of the resident's physician orders
avidenced the following arders for hid diagnogis
of HTN:

FH4M2 Uisinoprl ¢ mg (miligrams) 1 tab PO
(oral) QO (daily)

the nurse immediaely.

condition (including vital stgnk).

is obtained.

C. ) Bducation will be provided to Nurses
and CNAs regarding the Change of Condition
Polley. Foenging on the following eloments:
# The CNA Is responsible to repord any
poncern or chasges in o resident's condition (o

* The nurse is respoasible to perfore an
appropriate assessment of the resident’s

* Significent changes or concerns, ay well
ag guestions involving change in medications
wheke the medication may be held prier o
response from MDD, will be reported to the MD
by the nurse vin either phone eali or in person.
If no immediste tesponse, the physician will by
ealled by sich following shift andl a response

* Change in eondition charting wilk take
place each shift following the change, inciuding
vital signs and assessment of the resident, until
a responsa is received from the physicien, 039/20/13
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7/14112 Atenolol tablet 28 mg 1 PO QD.

No blood pressure (BF) paramaters ware noted in
the ahove steders to indicala when {0 hold the
rradications andfar when fo notify the ghysician of

abnormal values. Additionally, a raview of the C. 3) The Star Valiey Care Center Routine

“star Vatiay Gare Gentar Routine Orders” Orders will be revised to inelude an area for the
revaaled no blood pressure parametels ware restdent's physician 0 specify bicod pressure
included. patameters, O%/20/13

b, Review of the resident's May, 2013
Medication Administration Racord (MAR)
revasled tha resident's Listnap:dl and Atenclol
were circled (1o Indicate the moedicatiuns were
teld) ui the fallowing dates with the blood
pressura ragdings:

G005 §:00 AM with B2 of 114/58
Biz4M2 8:00 AM with B® of 90450

H12613 6500 AM with EH: of 8/50 . 4) Any madicution held will have an
512613 8:00 AM with 8F of 90/50. explanation dogumented on the MAR. The
aursing staff will be trained regarding tis

There was no expianation on the MAR o note
why the medications wara held or that the
physiclan was notified,

docamentation stendard, GO/20/1 32

Agditionally, na BPs were dosumented with the
medications untit 5419713, On the followirg dates,
when the medications were hot held, the BPs
were noted to be

BIATI H:00 AM with BE 108/61
5203 8,00 AM with BF 96/G0.

¢ Review of the resident's myses’ Progress
Notes avidenced the following:!

On 81515 Tar § P - 6 A~ "Hesident has ho |
FORNM CWMS-2551102.49) Pravious Varsions Obaalxla Event W MV Fality 11 WHEIOS If pentinuation sheet Page 6 of 42
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chservable SE (side effeots) from decresse in
Seroquel, He denied any pain & was cooparative
with M5 {badtime) Gares. Inefeass in Nores
10/325 myg to TID (thres timey a day) appears 1o
be working on pain during H3 shit”

The next nursing note was writian as a late entry
dated 5/20043 after the franaler to TR (atnergency
room). "At approx 2330 (11:30 PM) on 5/20M13
this RN {Registered Nurse} found resident laying
supine.... unresponsive to any stimult with the
exception of ... rregular HR (hoart rate} + rhythm
10 bpm (beats par minite), 82/62, T
{lempetature} 94, Regpirations 20/minute..”

[Nota: Review of the residant's hospital latioratory
reports ravealad that the resident was admitied to
the Emargency Departrasnt of (he hospital on
5/28/201% and the resident's hload was drawn on
6/20/13 st 0031 (12:31 AM). The resident was
actually transferred before midnight on $26/13,
The date and ime of the "Lare Entry" was
inacsurate. }

o, Raview of the resident's "Nurse/Physiclan
Comerunication® forms from 5/8/13 to 5/28/13
revealad the foliowing comsiunications with the
physician's responae and the date of response:

5153 at 2.00 PM - sommunication sbaut
antipayeholic and pain medicalion - signed by the
doctor on 811013,

BIA13 no time spaciiind - communication about
maeasurmment of contractures - signed by the
doctor on 816713,

BAG/43 no time specified - "G6/47. Resident has
been hypolensive, may wa request a B protocal

)|

C. 5) The nursing staff will have an inservice
regarding (he correct way to docuent fate

entries in the Medical Record.

0920113
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for Atenalal 25 g Q3 and Lisinoprl 10 mg Q0.
The physician response was "Pleass change BP
treatment to Lisinopril 10 mg PO QD and Atenalol
25 my 0 QD" This was signed by the physictan
oh 821113 and it was noted by the nurse on
2213 (Note: The ordars for thess two
medlcations are the same as the resident wag
racebing since 7/14/12,)

B/A23M4 at 11120 AM - "Naad parametars fior
hypotensive eplsades. Currenty taking Lisincpril
10 mg PO QD & Atenolol 26 my PO QD" The
physician rasponss wes "He should be treated
his BF numbaers are graeator than 180/80." The
physician signed this communication farn on
52313 and it was hoted by the nurse on 824713,

5124115 no time specified - ¥ (residents
name) has baon hypotansive. VWhal are
parametsrs yoil would fike his Liginopri &
Atanatol held? The physician's response wis "t
I8 claceased". The physiclan signed this 8/10/13,

B/2688473 m 14:48 PM - "7 84 P 104 R 20 BP 82/82,
Res transported to ER - was urvespansive, Gokl
Clamtny & had eplsode of N, V, &0, I with M.L
Family informed. The physician's reaponss Was
“Piis decaased”. The physician signad this
GIOMS,

From 518173 to 3/28/13, there was & lack of
avidencs thet the physician was natified and
responded in a tmely matner, YWhen the
physiclan did respond, e arders did not address
the request andfor ware hot timely. The facility
failsd to ensure that the physiclan was notified of
the résident's condition changs so that the
resiclent was sssessed and treatad.

13. 1) The PON will engure thut the Change
of Condition Policy is reviged,

. 23 The DON or designee will cheek for
chianges in conditbon, changes in medication,
and/or any concerns vin report sheets and
communication with ohavpe nurse for 3 days
oy week for 2 weeks, (hen weelkldy for 1 month,
PRN change in condition following o ensure
proper notification and assessments hayve wken
place, The results of thesy observations will be
recorded on the quality crlendar and reposted fo
ihe Quality Advisory Committue. The results
will he included it e facility-wide continuous
quulity nhprovement progran.

(f20/13

D9s20/13
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@, On 84513 in the alterncon, during intarviews I,')C 3) ) Fhﬂ m),N .wm Wrtmm 100% ““"“? .'1%ic“hl
with the Director of Nursing (DON) ard the MDS of 81 existing residents and any new admissions
Goordinater (MDEC), the survayor askedd If they 1o assure thar Yowd pressure parameters are
could locate any mure evidense of nurse charting, ordered by the physician in cases whete
vital sign records, of decumantation o show that medicution s been orr{en;d that affects blood
the resident's change in condltion was addressed pressure, The results of this audit will be
and the physitian was notifiad I a imely manner. reenrded on the gquality calendar and reporied to
The DON ard MDSE verlfied thet no additiona the Quality Advisory Committes. The resulis
documentation was available 1o show physisian will be incTuded in the facility-wide continuoug
natifioation, gqualtty improvement program, Ou/20/13
3, Raview of resldent #3's "Nurse/Physician
Communication” forms evidencad that on H28/13
the physiclan ordsrad a1 wine cullure to be done
on 7/30/13, On 730013, the physician ardered:
10, 4} The DON or designee will perform
Augreantin B78 1 pill Iwicesdey X 10 days periodic audits of the MAR 10 ensure reason
doeumentation for any medication that is held.
Trimathoprim 200 mg po gHS atler finighad with The results of this audit will be recorded on the
Augmentin. quatity calendar and reported to the Quality
Advisory Commivtes. The results will be
2. Review of the resident's August, 2013 MAR inchuded in the facility-wide continuous guaiity
evidenced that Trimathoprin was to be started on {mprovement progran. 09720413
10013 at WS, The word Start was written naxt to
tha box kydicating whas the nedication was to be
started, Then the word Start was written in the
tox whare the first doze was to be charted On
B/ ard 871213 the nurses' signalures ware
cireled, signaling that the moedication was amitted,
The undated explanation on the MAR as to why
thes medication was rot givan was "Aliacgle to
Sulia & Trmsthoprin s a Sulfa Orag. Hold untid
get clarification fram MD",
b, Review of the Progress Nolps evidenced the
foliowing information related to the Trimethoprim
bigsing held:
8113 8 a - 6 p - "Has complated Augmantin on
FORM SMS-2587(02:00) Pravious Vorsions Oosoluti Fuenl DRIV [Fauility 2 WYDI30 # continustion sheet Page & of 40
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A0 SUMMARY BTATEMENT OF DEFICIENCIES 13 ! PROVIEHER S FLAN OF CORPBECTION n
PREITIX (EACH DEFICHHMEY MUST BE PREGEDED BY FULL PREREEFIN [EALH CORREUTIVE AGTION SHOULD 812 ROMPLETION
TAD REGLLATORYT DIt LEG IDENTIFYING INFORMATION) T4G CROGE-REFGRENGED 1O THE APPROPRIATE RATH
TRFTCIENGY}
F 157 | Gantinued From pags 8 F 167
840413 for UTH (urinary tract infaction), has
ramained with adverse effects. ortlers are to stant , - . . , ‘
Trimethoprim 200 mg po q hs for UTI prophylaxis. 2. 5) The DON or designee will perform
Restdent noted to have allsrgy to Sulfa. 21530 periodio andits of the residents’ medical recordy
(4:30 PM) telpphone calt to Dr. ___ (name)'s {0 engure accurate documentstion of fate entries
office. Left messags regarding suifa allergy & will obgervation of CMA reparting of change of
wait furthar ordars. WIll hold off on Trimethoprim condition, adequale assessments related to
order, residont has not received any doses of it." change of condition, fimely notification of
[ruerae g this pote) pliysician, and follow-np on physiclan responge,
The results of this eudit will be reeneded on the
8/13/13 1330 (1:30 PM) "Nursing has haen quality ealendar and reposted 1o the Quality
holding Trimethoprim due do confusion an Sulfa Advisory Committes. The results will bs
allergy. inchuded n the facility-wida continuous quality
Fducatl ided that Trimethoprion &l *
Education wes provided that Trimathoprm &lone improvement program. 09/20/13

wilt not he & problem with Swifa aliergy.”
(pharmacist signed this note)

8/13/13 6 p - 6 a - "1 3t doge of Timethaprm 200
mg PO HE given,”

There wae 2 lack of evidence to show thal the
nursing staff followed up with the physician when
the physician did not retusn the call on 8111713,

L The resident was aot glven her medication for
tree days since ho charification was obtaired.

F 74 | 4822000 COMPREHENSIVE ASSESS [ 274
gaan | AFTER SIGNIFICANT CHANGE

A faciity must conduct a comprehensive
assessment of a resident within 14 days afler the
facility determings, or showld have determined,
that there has baen a significant changs in the
resident's physical or mantal conditlon. (For
purpose of this section, & significant changa
maans a majar decling or improvement in the
regident's status that wil not normally resolve
ftsalf withous frthar intervantion by stalf or by
implementing standard dispase-roletad clinkgal

FEHN CNS- 00093 Previows Varsians Obsolute Evant 1D: M1 ity 10 WO Il extsinuation shaet FPage B of 4G
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F 274 | Continuad From page 9 #2274

interventions, that has an impact on more than
one area of the rosident's haalth status, and
raquires Interdiscipinary review of revislon of the
carg plan, or both.)

This RECUIREMENT is not met as evidencad
by

Based on record review and stait intesview, the
facAity fatlect to perfurm a significant change
Minimurn Data Set (MDE) assesemant whab the
resident had a significant change of condition.
This failure iovolved ons of 10 sampled tegidents
(Resident #1).

The following are tha critoria for significant
changes based an Improverant:

o Any ireprovarment it ADI assistance where a
resident is nawly coded as 0, 1, or 2 when
praviously scored as a 3, 4. of &

o Gharnge in bahavior of other symptoma 15 coded

aa "improved” The facility will perform a signifieant change

Miringun Dta Set {MD%) assessment when a
resident has n signifivant ehange of condition.
This will be accomplished by

o Decraasa It the arass indicating sad or anxiows
mood as a problem as indicated by symptom
presence and fraquancy, or Wial sovelily soore,
on the MDS

o Residant's declsion making changes from 2 or
3obort

o Resident's incontinence pattern changes from 2
ordtoort; or

o Overall improvement of resident's conditon;
resident receives fewer supports,

FEIRM CMS-2047{03-08) Previous Meswns Obaciets 15w 10 MW Eqeility 30: WY If eontinuation shoet Pags 10 of 40
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Tha findings inclutiad:
A, Resident #1 will have a change: of condition
assessment al her nexl assessment date,

Her observation period started 8/27/13, 092013

Record review for resident #1 revaaled that the
residant was admitted of 3/11/13 and had
dingnoses that included damentia, depression,
amxiaty disordar, and |eg joint pain,

a.  Roeviaw of the regident's 810713 quarterly
and 31713 admission MDS dgcessments
evidenced the following Improvements in
tunetioning:

813 - Rasident reguivsd suparvision with bed
mobility.

313 - Resident required exienstive assistance
with ke mablilty,

813 - Resident required supsrvision with transfar.
3713 - Rasldant required extensive asslstance
with transfar.

&/13 « Resident required supervigian with
loomotion qn wiif,
3443 « Resident required extensive asslstance

ith lecomaotion oh unit, e " N
wi to B, The most recent MDS assessments for cach

resident will be roviewed by the MDS
coordinator and DOM o ensure that all
aescesments were completed on tesidents that
demonstrated a significant change in vondition,
If amy diserepancies ate found, o significant
B/13 - Residant raquired supervision wih walklng ¢clange MDE will be completed.

i ror,

313 - Residant required extensive asslstance
with wallkdng in roam.

6/1% - Residont roquirsd supervisiah with
locomaotian off unit,

3% - Resident reguired extensive assislance
with focomotion off unit.

09720413

813 - Rezident raguired suparvision with walking

in the corridet. |
t 313 - Residant requirad extensive assistance | |

FORM GRS 2867 (02-98) Provious Vissipns Obsolals Evant 1 bR 18 Faailiny 102, WY If sontirgalion shoat Py 11 of 49
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Confersnce Summary revealsd that the ADL
(Activities of Dafly Living) Review eviglenced that
thi resident was assessed 1o nead suparvision
for iransfers, bod mobility, locometion, and
anting.

6. The tesigeat's "CORE - ADL Detail Report”
{Certifled Nurse Aide elactrenic charting printout)
for the time period of 8/8/43 to 8014113 was
raviewad. This raview ravealad that the ADLs of
e moblity, tranafer, watking i room and in
gorridor, and leeamotion i unit and off unlt wers
charted 28 Indepengient, supetvision, or fimitad
assistance with the exception of the chartng
dona by ure CNA (H} for one bed tmiobility and by
anothar GNA (G) twetve timas. They Indicated
thist the resident reguived axtensive sagistanca
which questioned accuracy of GNA (G'8)
documesntation.

Bharing one of the interdews with the MDSC, the
charting by CNA () was discussed. Since e
charting by this ONA varied so much from the
othar GNAs, tha nesd for clarification (education)
o ha definition of extensive assistance and
reviaw with the CNA was indicated.

On 8794013 during intarviews with the MD5
~aordinator (MDSC), sha ravaalad that she had
not done a significant change assessmant on this
rasidant bacause the rasident hud oyelic
funclioning. Mowevet, she confitmad that she
thought a significant change asgassmant shoukd
b done when the resident was dug for het pext
assnssment,

€. 7} The DON, MDS coordinator and BSW
will be provided with edugation on buth the
identification of change in conditions, as well ag
fpiementation of echange of condition
szsosgmunts when a change in condition i
identtfed,

3. 1) The DON or designee witl pudit ehatting,
on mhdamized residets 3x per week for 8
werks, covering each resident at keast once, (o
ensure consiateney in charting by the TNAs.

0. 7} The DON will audit MIDS assessments
cheek Jor chionge of condition assegsments on
rasidents with change in condition, and record
on Quality Cafendar, The results will bo
reported to the Quality Advisory Comndltee as
part of the facitity-wide continuous qualily

!imprc:wtmant program.

AND PLAN OF CORRECTION IREN TVRCATION NUMBRR: A BUILOING GCOMPLETED
BIALED B3, WINGE . 084512013
NAMIE OF PROVIDER OR SURPLIER ETREGNT ADGRESS, GINY, §TATE, 71F CODE
110 HOSPITAL LANE
BYARVALLEY CANRE CENTHR
AFTON, WY 83110
{34} i BUNMARY SYATEMENT OF DEFCHENCIES (14] PREMVICITRR'S PLAN OF CORRECTION xu
PREFEL fEACK DERICIENGY MUST B FREGEDED By FLL PREFIX RAGH GORREOTIVE AGTION BHOULD BE GOMBLETION
TAC REGULATORY (5% LG IRENTHTVING INPGRMATION; TA CROBSREFERENGRD TO THE APPROPRIATE CATR
REFIGIENCY)
F 2741 Continued From page 11 F 274
with walking in the coridor, . 1) Bducation wilf be provided for CNA,
. staff on the definition of exteneive assistance
9 ! 1]
b.  Review of te resident's 6/18/13 Care a% il relules 1o the the charting system, 00/20/13

09/20/13

09/20/13

Qw2013

FORM CMS-28G7{ -] Previus Veesitis Oigshen

Tavinl 103 MV 31
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NAME QF PROVIDER O SURNLIER STREET ADDVESS, CITY, BTATE. ZIP CODE

110 HOSBYTAL LANK
TAR VAL GAHE GENT:
» RRY GA R AFTON, WY 53110
Xy 10 SLIMMARY STASEMENT OF DESICIENCITLS W PROVIBER'S PLAN OF CORRECTION x5)
PREMIX (FAGH DEFGIENGY MUST B PREGEDED BY FULL MEEE 1% (BACH CORREGTIVE ACTION SHOLULD 8F ADMPLETION
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F 274 | Confirued From page 12 Fdv4
Thare was no avidencs that the resident's change
of stotus wae recoghized as a sighlficant ehange
or that a full comprehensive re-assessment was
sheutd have been completed.
E 276 | 483.20(c) QUARTERLY ASSEBSMENT AT F 278
s8aD | LEAST EVERY 3 MONTHS
A facility must assess a resilent using the
quarierly review instrument spegified by the State
and approved by CME nuat lags fraquently than The Facility will assess each resident usiog the
once avary 3 months, quartely raview fngtiment specified by the
Srate and appraved by CMS not less frequently
) . . than once every 3 months. This will be
This REQUIREMENT is not met as evidenced accomplished by:
by:
Bused o racord review and staff Iitarview. it A, Resident #3 has had an MDS assesament
wag determinad thal the facility faifed to do a performed and completed. QR/20/13
guarterly Minimur Data Set (MDS) assessment
for one of ten sample regidants (#3). The findings B. Al olher residents’ most racent MDS
treluded!: assessronts will checked W ensure they are
' up-to-date, ascurate and timely. 08/20/13
feview of the MDS assessmants for resident #3
gvidenced there was 8 2/4/13 Significant Change - y —_ . _ ;
) ¢ The DON, MDS coordinator and S8W will
gﬁaﬂlﬁﬂ%ﬁﬁzﬁzmm ?gﬁwzi:ﬁgﬁif ba provided with education tegarding EUSUTTRE
qua'rmrly asse:;@rm:m was q;h;cg Lo be :;émplpm that MDD sssesaments ave fdentified and
al ? . ot . 0/
by approximately 7/20/13, this MDS sssassment completed no bess than evety 3 monthy, 09720413
was not found. B2 A spreadsiost will be crented to track each
. e . resident's last ARE date, and to identify when
O? &".1 3”1? a*hzgg?x'm?mg{g 1:;!;%"6')“ a; 5 the next MDA assessmoent is due, Awdits for
g;ﬁmﬁ;\;o;? the mlnjs{-;)ig; ;ngtxe;ém@nt sr‘:: was MDS assassments will ba performed by DON
iy ® - ST far each o 3 14 assessment [0 ang
unabite to locate the assessment, The Sacial 1;1" each t"‘f”pm:ed T]'mi l.. “;'fmh.mul ; :::Twm
Worker verified that sha had racently started they Wf i “'w: pleted no Bll:q ';g”,‘jn 5; an
tracking ihe scheduling of the assessments and avery § monts ”“; Y ° o w |
this resilont's assessment was missed, will be rocorded on the quality calendar and
reported to the Quality Advisory Conupities.
Al 4:45 PM, the MOSC repotted that & care plan The resus will be ilnciuded in the factlity-wide
continuous quality improvement program. ¢ 09720013

KORM CMSISET x93 Frovidus Vorsions Qlbisty Bynng iy MV 12

fagisty 10, WADONE
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TAG REQULATORY OR 1.EC HIENTIRVING INFORMATION} TAG CROSS-ARFERENCED T8 THE ARPROPFIATE DHIE
. 126 PIGHENC V)
i F276 ) Gonlinued From page 13 F 27
gonferance Was dohe on 87713 (without the
assessmant Ihformation).
\ £ 300 | 483.25 PROVIDE CARE/SERVICES FOR F 309
‘A sgep HIGHEST WELL BEING

Each rosident imust recaiva and the faciiity must
provide the necessary care and sevicss fo aitain
or maintaib the kighast practiceble physical,
mental, and psychosocial wellbeing, in
acoordancs with the compiehansive assessmant
ahd plan of vare,

Thls REQUIREMENT is not met as avidentsd
by,

Based on ohsarvaiion, recerd réview and staff
inteiviews, the facitity failed to provide ihe care
and sarviess necessary ta maintzin the highast
practicable physical well-being of twe of 10
sample residents (4 and #10), Spacifically: The
facility failed to ensuns these residants receved
timely asgesements, evaluation and managemasnt
of thelr care when having signiflcant shengss in
thelr conditions.

Fingings inciude.

1, Resident #4 was admitted to the fagiity on
1109 withs clagnoses which included:
Parkinsor's, hyperiension, geproseion, anxialy
and saizures, The resldent was also identified a3
having a supra pubie satheter for @ neurogenic
bladder and history of constipation.

a8, Review of resident #4'a medical record
rovesied changes i the resident’s condition
dogumented 1 he nursing “Frogress Notes
which inciuded!

The Facility will provide cage and services
necessary to maintain the highest practicalsls
physical well-being of our residents, This will
be accomplished by:

FORM GMS 2087(0298) Fravidns Varaions Qhnolale

vanl {0 kRt
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110 HOSPITAL LANE
BYAR VALLEY CARE CENTER
W ¥ AETON, WY 33110
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DEFEGIENGY)
F 308 | Continued From page 4 F 308
112013 "S/P (supra pubic) catheter leaking,
biood in the urine noted. S/P catheter #18
remuoved using starile lechnigue, 20 oo H20 wid
(withdrawn) from balioon. §/F catheter #18
replaced, siodle technique maintained. Balloon
inflated with 10 co H20. Finkish/yeliow urine
return in tublng. Foul odor poted 10 udng.
Resident tolerated procecdure weil” .
4 A, Regident #4 has been assessed, Mo current
{Note; There was documentation of further concerns/significant changes are avlive at this
assessmant ot follow up 10 the physician with the time which require notification of MD or legal
resident having Biood and foul smelting uring, The repregentative/interested family wmber.
rasident’s "pocket oara plan® notad ihe residant Resident #10 has boen discharged from the
as having @ history of MRSA [Mathichlin Resistant facility, (R/20/13

Staphylococcus) infection in the unine.)

The next srtry was (five days |atery 1117431645
{445 PM) "Reoctal bleeding- rasident noted to
have bright red rectat bteading, large ameunt,
dripping out of rectum, Regident denlaa pain or
discomior assoviated with this, Call mads to Dr.
{name) office, feft message on (nams) answaring
machine with raport of rectal hleeding.” (signed
by RN}

‘There was no documentation of vital gigns or an
assasemant of this residant by e nurse.

117443 6P-GA "Continues 10 have small mdut
of bright red blegding frath secturn, Danles pain ar
discomiont will cortinue to monlior et attermyt to
coftact MO again in moiming.”

{(Thate was no docurnentatian of vital signs o
further assessmeant of this resident by the nurse
or contact with tha physician.)

118/13 "No rectal blaading today (Residant
nama) out to meals and activitgas. Bright and alert
no problems noted.”

FORM CMS-2567{02.44) Pravious Visesichs Dpselute Eumat? 10 MIVIY Paritty 1D WSS If eontinuation sheat Poge 15 of b
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PREFY
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SUMMARY STATEMENT OF DEFICIEMIES
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PREFIX
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CAOSE-HEFERENCED TO THE APPROPEIATE DATE
[ FIGHEMEY)

F 308

Continued Frorm page 18

119013 "8A-BF No further rectal blesding noted
or reported.

{No dooumentation the resident's physiclan wiss
aontact and notified of biood and foul smeliing
urine ar arge arount of bivad frem the ractum. )

This et entry was not unt 212135 {23 deys
iater).

212113 Tha resldent was toted {0 be having
lssuas nausea and vomiting.

2113713 The resident statled vomiting undigestad
faod and was senl to the emargency roor at the
hospital for evaluation ahd treatment,

b, Raview of the outpatisht record dated
211314 showed the rasident had an 1V infusion of
motated ringers, started on IV antibictics, given IV
macication for naussa and UA (urinalysls)
collected. Tha phafmacy summary notes
idmrdified the resident as having a UT! and
culttives that grew out an &, ool Infactioh, The
résjdent was troatad with multipie antibictics
inciuding Gipre from 2/14/13 to 2/19/13, Gefzl for
saven days and wags on 3/18/13 Marrobid for 10
Clys,

o Interview with CNA (0) was completed on
84712 after the resident was obrerved bieing
tranaferrad into the bathroam. The GNA raported
that the regident has, "bad hemarrholds 4o we tall
the nurse when she complains and the nurse wil
come in and tregt them" Howeaver, review af the
MAR (medication administration retord) showead
the Anussl HE cream for hemontiolds and bad
not been ysad for the months of August {8/%3) or
July (73 and had only aen usad onéa in
January (3/13) when the resident was having the
rectal Dleading.

F 309

B. 1) All vesidonts’ chagts will be reviewed o
engure thl proper nofification is in place, and
aswessmants peeformed for sny eoncems of

gignificant changes. 09/20/13

B. 23 Al residents who have Anugol HE erea
preseribed will have their chart reviewed to
ensure propet adipnistration of the medication
ensuring that the resident is not in pain or
uncamnfortable, 0941313

FORM CME-2IT(0299) Mievons Yorsiona Chevlaty

Evant 10 MALH)
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d. Interview with the DON (Ehrector of Nuraing)
on B/18M13 confirmed that the nursing prograss
notes did nut show the resident's physiclan and
tamnily was Immediatety inform of the resident
having chamges in histher o that adequate
agspeaMents gt reatment were provided,

2. Closad record raview for rasident #10 revealad
that the resident was admitted to i facllity on
5417142 with diagnoses that included cotronsry
aitedy disease (CAD), congastive haart disaase
{CHFY, hypertension (HTN), strake (CVA),
depresslon, agitation, foint paln, and wlceration of
the limtesting, Further review of the resident's
madicat racord avidericad that tha resident was
Iransforrad to the hospital on 572913 (per the
riirse's late entry prograss nola),

a,  Raview of the resident's May, 2013
Medication Administration Resord (MAR)
revealad docurmantation of iow blood prassures
(B850 - 114158) from 61813 (whan the BFs
started being charted on the MAR) to 8/28/13
when ha was tranaferrael ko the hospital. Tha onfy
avidence that tha physician was notifled of the
inw blood pressures of that the nurses sssasgad
the resident's status were noted on the
Nurse/Bhysician communication flarms, dated
B3 to 520813, Thase comimyeations ware
a8 follows;

BM8MS no time specified «85/47, Reosident has
been hypolensive, may wa request a BF protocol
for Atenotal 25 mg GO and Lisinopril 190 rg QD"
The physiclan response was "Ploase charge BP
treatment 1o Lisinoprt 10 mg PO QD and Alenclat
25 mg PO G0 This was slgned by the physician

C. 1y Edugation will be provided 1o Nurses
and CNAs regavding the Changa of Condition
Policy. Focusing on the following etements:

* The CNA i responsible fo report any
coteert or ¢hanges In a resldent’s condition (o
the nurse immediately.

¥ The nurse is respongible to perform an
appropriate agsessiment of the regident’s
sandition {ineluding vital sigos),

* Slpnificant changes or concerns, w8 well
as questions ivolving change in madiegtions
whete the medication may be held prior w
response from MD, will be reported to the MDD
by the nurse via either phone oall or in person.
I no immediate response, the physician witl be
called by each following shifl until o response
is obtained,

* Changes b condition ebarting witl take
place each ghift Mllowing the change, fnctuding
vital signs and assessment of the cesident, until
a response is received from the physiclan. 09/20/13

C. 2) Pharmacy will provide an insorvices for .
the nurstig staff regarding Anusol HC cream, | 09720713
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on 524712 and it was neted by the aurse on
a5, (Noto: The orders for these two
medications are the same as the resldant was
recaiving sinoe 7/14/12.)

5122443 at 11,20 AM - "Nead parameters for
hypotensive eplsodes, Gurrently taking Lisinopri
10 mg PO QD & Atenalof 26 mg PO GD." The
physician responss was "He should be treated if
s AP numbars are groater than 15090 The
physisian signed this comminication form on
523013 and was noted by the nurse on 524/13.

8124713 no time specified -",_ __ {residenty

D, 2) The DON or degignes will check for

name) ‘1"‘3?:‘6'% hgﬁ,%‘?ﬂs“{ﬁ,; E’Q_afﬁazﬁ 8 changes In condition, chenges in medication,

z?;'ongiieég‘?%e ph;;cian's n;';pznse was "t ?‘"d"m any ConeEmns via rport Shwf' and

is deceased®, The physician signad this 5710113, communication with charge nurse {u_ar 5 duys
pet week for 2 weeks, then weekly for 1 rhotih,

B/al13 nt 1145 PM - T 94 P04 R 20 BF A5 'I.hf.'}' ﬂﬂsuhs of (hese ‘.7['.15!3"\"?1‘50“5 will be

Ros transponad to R - was uiresponsive, Cold. recurded on the quality calendar and reported 10

Clammy & had episode of N, V, &D. Dx with M.L. the Quality Advisory Commitiee, The results

Family informad. The physician's tespanse was will be included in the ficllityawide continuous

ot |3 despased”, The physician signed this quality Improvemend, progran, 09720413

810713,

(Refer to F157 Physiclan notification for mare

detallad information about the resident's blood

prassures and madizations)

b. Review of the resident's mirsas' Progrese

Notes evidenced nurses decumented the

follewing:

On $/15/13 for 6 P - § A «“Regident has no

observable SE {side alfests) fram dacrease in

Seroquel. Ha dented any pain & was cooperative

with HS (baatime) cares, increase in Narco

10/3285 mg to TI0 (tres times a day) appears 1o

FORM ENS-2807 (D2.80) Pravicus Versinng Obsoiatn fivanl 10 MV Farildy il WO 1 ealinuation sheel Page 15 ol 40
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Contitued From page 18
be worklng on pain during HS shilt.”

Tha next nurshng nole was writtar: as A late antry
dated 5/29/13 after the Fanshar to ER (emargency
rosmm). “At approx 2330 (11:30 PM) on 5/29/13
this RN (Registored Nursa) found rasident laylng
supine.. unrespansive ta any siimull with the
excaption of ... Iregular MR (heart rate) + hiythm
104 bpem {peats per minute), B2/62, T
{terparatuse) 94, Respirations 20hminute. "
{Note: Review of the residant's hospitat laboratory
reports covealed that the resident was admitted to
the Brmargency Departmant of ths hospital on
B/28/2013 snd the resient's blood was drawn on
H/20013 at 0051 (12:31 AMY. The residen! was
actually Fansferred bafore midmight en 5/28/13.

o On 8115015 In the aiternocn, during interviews
Wwith the DON 3 and the MDS Coerdinaler
MOSOY, the surveyor asked if they could locste
By more evidence of rurse charting, vital sign
records, of documentalion to show that the
residant's change In conditton was assessed and
documented by the nursas. Tha DON and MDEG
vetified that no additionat documentation was
avallable to show that the nurses were monitoring
aiwd asseraing the rasident's condhion.

483.26(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must eneura that thi resident
anvironmiant remeing as frea of aeeidant hazards
a8 Is posgible; and aach resident recalves
sdequate supervision and assislance devices L
pravant acoidents.

F 309

F 323
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This REQGUIREMENT i3 not met as svidenced
by:

Based on observations, recard raview and staft
interviow the facility failed fo enaurs the residents’
environrment remalned as free of acokdant
hazards ns possible: and eagh resident raceived
adeduate supearvision and assistive deviess 1o
prevent accidents.

Specifically refatad to:

13 residents with cognitive Impairment being te#
unatiendad on the toitet whils stlit attached to a
transfer device (St to Stand Jift) for 3 of 10
sampled rosidents (4, #3 and #3),

2) residents not baing properly assessed to
ansure safa tranefers with the equipment being
used,

3) resident #3's wheslchair arm was totr which
pated a potential for skin tears for this rasident
who was at a high rigk for akin tears, and

4) anvirgnmental hazards which Included
upsecurad stove and chemicals aceessible o
pesidents.

Findings inctuded;

1. Residont #4 was sdmitted to the facility on
14/20/00 with disgrosis which included:
Parkingon's, hypertension, depression, anxialy
ang selzures, The resident wag sl identified as
having & supra publa catheter far a neurogenic
hiadder and tistary of conslipation.

a.  ODhservations were made on 8/14/13 with
residont &4 balng transtarred, The resident had

F 323
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been asleep in her reckner. Staf suked the
ragident It she wanted (© be fransfarrad into her
whaelohalr for lirch. Tha resident then askad o
sit on the toilet bedars belng transferrad o the
whesichair, OMNAS () and (B} proceeded to use
the starding It for the transter, A sting was
placed on the resident and attashad io the Iift,
The resident was brought {0 8 standing pesition
and rolled into the bathresm and placed on the
taltet, The staff then gave the rasident the cal! bell
and laft the room with the resident still attached to
the aling white on the tollet, CNA{D} was asked if
the residant is iaft unattended? Stalf reported,
"Yag, wa usually give har 16 minutey ok the tailst,
Wa come back atd checlk her about avery five
minutes or so. Wea don't feave har sit very long
because she has really bad hemorrhotds." ‘The
CINAg then wend to asslst othar residents,

The DON (Director of Mursing) was in the halk and
informadd of the concern with the raaldent being
loft ungbended in the bathroom. Tha DON
intervened and staved with the roaldent until sha
was Transfarsed inty Mer whsslchair, The faoiity
failed to engure this resident who was at high «sk
for falls was not left unattended in the bathroem,

b,  Review of resident #4 madicsl record
revealad changes in the rasident's condition
gooumentad i the nursing "Progress Notes"
which included the resident having forio/clonto
salzures and heing sent to the ER (emergency
room} of the hospital on 478713, Afler that ingident
tha rasldent has had madicatlon adiustmants to
sontral her seizures, The reskdent wag also noted
to be a high fall rsk with falis on 5/14/13 and
B3 fron her racliner. The falls resuited when
the resfdent attemplad to get up by harseif.

‘T faeility will engtire the residents’
environment rematns as s of accldent hazardy
as possible and that each resident receives
adequate supervision and assistance devices 1
prevent accidents. This will be aceomplivhed
by:

A, 1) Regidents #4, #3, and #2 aro astended at
all times while atiached to a transfer device.

A. 2) Resident #3°s wheelchalr armprest have
bren replaced,

A, 3} The Stove hag been removed from the
dining room a8 it is not used.

A. 4) The door to the clean utflity room has
been closed and locked, and will retrigin ¢losed
and fecked when not in use.

BTATEMENT OF DEFIGHENCITS iX1) FROVIDERISLIFPLIERAGLIA (X2 MULTIPLE CONMBYRUGTION LX) DATE SURVEY
Ty ¥ falalLic 1R L g LlAY
HINLE LI LR LURNEL [N SALIVE ORI BUMILED, A BU D
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MaME OF PROVIDIER QR SURMIER BTRERT ADRIRESS, GITY, STATE, ZIP LODR
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STAR VALLEY CARE CENTER
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X0 SUMMARY BTATEMENT OF OEFICIENCIES ) FROVIOER'S PLAN OF CORRECTION 44
PREFIX (BACH DEFICIENCY MUST E #PREQEDED 8Y FUlL PREF (EACH SORBBETIVE AGTION BHOVLE BE GOMPLRTON
TAG FHGLILATGRY OR L3C J0ENTIFYING INFOIMATION) TAS SROGE-REFERENGED 10 THE APPROFRIATE DATE
PREFIGIENCY)
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. Review of the current MIDE (minimutn dats
set) quartery assesamant dated 7/29/13
idantified the resident as having savara cogniitve
Impaiment with a BIMS scnre of 7. Bhe required
extansive asslstance of two staff wilth bed
mobility, transfers, drassing, toilet use and was
icdantified as having falls.

d.  Review of residant #4's curtant medications
ravatlad the resident is currantly on three
anficonvulsant's (Didantin, Keppra and Klonopin),
Norooo for pain, Pristy for depression, Lopressecy
for hypertension and Ditropan for bladder
spasms. Thea resident also finished 3 series of
antibiotics for UT! furinary tract infectiota) on
B3,

&, Review of the PT (physical therapy)
svalugtion dated 3443 noted treatment
diagnosis was for musele weakness and debifily,
The primary concarn was decraased in ROM
{range of motlon) and funclionat strength, 1 also
nated the resident having poor postkg and
reeding two assist wilh sit to stand transtars,

£ Review of ihe resident’s "Care Plan” dated
7730013 for ADL/self defleit inchelad: "Toilet yse:
axtensive, she may do better on some days
depending on function R/T{related te) Parkinson's
Bx (symptoms), e, Incontinent of wring, She
ean void past her cathetar. Gfter toileling assist
oftan, {Resident name) wilt attempt to toilst
nerself but Is Very High Fall Risk, Encourage lo
calt and wait for assistance. Maka sure calf light i
atwiays i reach,” The carg pan also addressed
Fatls with mulliple intervantions, howaver i doed
not address the use of the sit to stand lift or
leaving the rasident unattetded in the [ift an the
tollat.

F 323

B. 1) Al residents will be evaluated to ensure
that the proper transfer device is being wsed,
All rogidlents who require transler devices are
arotapanied at all imes when thay are attachudd
to the device

and auy armrests with rears in the fabric to be
replaced.

2. 4) All rooms with hazardous materials will
e cloged and lockad wiseh not in age,

B. 2) Al resident’s aenuests are to be observed,

(9/20/13

0o120/13

04720713

FOHEM CMS-25a702-09) Provious Vs Oludleta

il 103 WY

Faviity 1 Wl

¥ sontinuation shist Sage 27 of 40




09/26/13 035: 48PN S¥MC BUSINESS 3078655865 n.z4

PRINTEL: 0B/Z7I2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPROVED
GENTRERSFOR MEDICARE & MEDICAID BERVICED COMB NG 0838.0201
HTATEMENT OF DEFICIENCIES (1) FROVIDERUSUPPLIERALIA G MUCTIRLE CONSTRUGTIDN {0 DATE SUSRVEY
AND PLAM OF CORRECTION IGEMTIFICATION NUMBER: A BUILDING COMPLETED
§3AG50 B. W 081512613
NAME CIIF PROVIUER OR SURRLIER STREGT ADDRESS, CATY, $TATE, 21 GOOR
140 HOSPITAL LANE
STAR VALLEY CARR CENTER
g AFTON, WY 83110
Ky D SUMMAITY STAFEMENT OF DEFICIENCIES ; 17} FROVIDER'S PLAN OF CORREGTION (x5)
PHRER, (BAGH DEFICHERCY MUST HE PRECIEDEE BY FULL U pRER (FRACH GORRECTIVEE AGTION SHOULT BIX COMPLENIRN
TAG REGUILATERY O LEC HIENTIEYING INFORMATIRN) TAG CROSS-IEFERENCED 10 THE APPROPRIATE DATE
DEFICIENGY)
!
F 323 | Continued From page 22 F 323

{Note: Per manufacturers's Instiictions that
gii-to-ataid lifts are devices designed to transler
& patiant betwesn two sosting surfaces, Thess
includs sUrfaces such At A commods, G,
whaoalchalr and bed. 5it to stand lifts ars only
used on patients that bave some lag mobtlity and
can put some pressura on thelr lega whan
standing.)

2. Racord reviaw far rasident #2 revealsd that the
resident was admitted to the Taciity on #2913
with dingnoses thet inchxded dementia,
hypertension, history of hip fracture, and
daprossive disorder,

& Review of the residents 7/18/13 guarterly
MDS sssessment ¢videnced that the resident
required extensive assistance by one or two stalf
members for bed wobility, tranafer, dressing,
ating, lollet use, personal hygiens, and bathing,
The regsident was assessed to have bilateral
Hrnltation in his range of mation an his upper and
lawer merenitios, The resident was agsosesd as
fraquently incontinent of urine. The staff had
assessed the rasidant to have short and long
term mamory problems.

b, On B8M14/13 at 8:53 AM, during an cbsarvation
of ragidant 22, he was transferrect from his chalr
to the tollet by GNAs (& and G} with the
Sifto-stand it Tha resident was placed on the
toiiat and el with the Hift altached. Staff left the
mom, The resident was checked 2t 9:03 AM
when he indicatad that ha was hot done and the
CNA feft the room again. AL 915 AM, CNAs (B
gnd E) transfarred the residant from the todet to
the racliner,

0. 1y Education to be completed with all
nursing and CNA stalf to engure that regidems
who use mechanical 1ifts (Sota Lifs)ue
accompanied at all tines by & stalt menther
when attached to the device, 0972013

. 1) The nursing staft will be provided with
an inserviee regarding the logistics and

importancs of filing 8 maintenance request for
any wheelchair armrests that fave holes/tears, Q20713

¢, 4 Eduention with the nursing staff to enstirg
that rooms with chemicals inside are closed and
locked when not in use. 09/20413

FORM CMS-25670r-58) Pravioud Versigny Qtmokate £vont 1 v
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Continuad From page 23
6. Raeview of the resldent'a cara plan revealed
that the resident was at rish for falle.

3. Record raview for residant #3 ravaglet that
the resident was admittad o the facility on 5/1/08
and had diagnosas that ingluded damentia with
behaviors, pipolar disorder, ostecarthritis,
diabenes, urinary tract infections (UT1), #nd
rostiass lag syndiome,

2. Review of the residant's 428113 quarterly
MDS assassmant evidenced that e resident
Wos assessed to require axtensive assistance by
ona of two staff members for tha bad mobility,
transfer, losometion on and off the unit, drasaing,
totlat use, personal hygiene, and bathing. The
residert was aseessed 1o have lmitatlons in her
range of motion with Impairmaent an one slde for
the uppar extremity and on hoth sides of tha
lower extrarities. The rasldent was noted (o be
occasionally ineontinent, The staff assessed tha
rasidant to heve short and lorg lerm memory
problams and to be moderately impairad with
dedision making.

b, OnBA418 81 §:22 AM, ah observation of the
staff iranafarring the resident from her wheelchalr
to het commade, usihg the ait ko stand fift, When
CNAs {1 and B transfened hor, the straps wers
wrapped sround her upper arns and the waist
helt slid up to her ampite. The resident
complaines of pain and was esated in the
wheelchair, The belt was adjusted and the
tranafer continued. The resident's legs were bent
as she was not supporting herself and she
eomplained of paln, Once the residert was on the
toiet, B il was laft attached o her, The DON
was prasont and sheerved the fransfer. The
residant was laft alona. The staff cheoked on her

P23

EIRM CME-2557 [0a-a0) Provious Varsioms Chsgigte Fwrent {2, MM

Bality [[3 WYOOS$ 1 continuation sheet Fage 4 of 40



09726713

05:48PH SWMC BUSINESS

PEPARTMENT OF MEALTH AND HUMAN SERVICES
CENTERS FORMEDICARE & MEDICAID SERVICES

ATAYEMENT OF DEFICIENGIES
ANG PLAM OF GORRECTION

3078855863

PRIMTELD: QB/27/2013
FORM APPROVED

OME NO._DG36-0391

X1 PEROVIDERASUPILIIRIGLIA
IGENTIFICATION MJMBER:

{2 MULTSMLE GONSTRUCTION
A BULIING

{X3) DATE BURVEY
GOMPLETTD

& salipie of times before she indicsed that she
was dons. At 250 AM, the resident was slood up
using the lift. She Indioatad that she wae in a ol
of pain hroughout the transfer. The residant's
iogs ware hent when she stood up. She was
moved 1o the bed,

& Record raview revealed that tha regltent had
a fall on 57713 af 2220 AM. She was fouad on the
floor with har tead and arms resling on the bed
(per the incident report).

¢ The rasidant #3's ieft wheelchais ar wag
ohserved to be torn, This was verifind by the
DON during observations of the residanl's
transfer arid gkin assessmant, The rasident was
obearvad wearing geri gloves to protect her arms,
The DON confirmed that the resident had fragie
gidn.

ENVIRQNMENTAL HAZARD:

On 8/16/13 at BOC AM the anvironimental tour
was comgplelad with the DON, maintenance
director and mamtenante staff member. The
diring roam was checked and found the stove
had 6 spacial protoctive cage over the controls
which was not losked or secured, The
mamtenance director statad, " mada the
protector but tis supposed (o have a zip tis to
pravent access of being turned on by acoident”
Howevar, it was opan allowing access to the
cantrofe fo urm the stove on. Additionally staff
[ooked for B Zip teg it the drawerg by the stove
byt none werg found,

GHEMIGAL HAZARD S

O 81303 At 9 AM, an inftial tour was
completed with staff {A). A rooim lpcated aoross
the hall from nurses station identified as the clean
utitity room was unlocked, The room Soar was

0. The [YON of designes will perform safety
audits 3x per week for 3 weeks, 1% per week for
2 weaks, then then monthly for the fotlowing
items: safe transforning with Sara Lifts/
mechanical 1His, eusuring armeosts do ot have
tears/boles in them, and ensuting that rooms
with ehemicals are closed and Tocked when not
in use. The resuhts of these sudits will be
récorded on he quality calendar and reported to
the Ouality Advisory Conmmities, The results
wlit be included in the feflity-wide continuouy
quality improveinent program.

HIADED B, VanG O8/16/2013
FAME (F PROVIDER DL SURRLIER BTREET AV RYS, GITY, STATE, ZiIP CODE
Ma HOSRITAL LANE
ETAR VALLEY CARE CENTER
AFTON, WY 33110
)50 BUMMASLY STATRMIENT DF DRFIGIENGIES n i PROVDER'S PLAR OF CORAECTION i
BHGFIX (EACH DEFICIEMGY MUSY [ FRECEDED BY FULL PREFIN (EACH CORRELTIVE AGTION SHOULD B CHMIELETGN
TAG REGULATORY OR LEC IDENTIFVING INFORMATION) TAG CRGES REFERENGEI TG THE APPROPEIATE DAFS
BEMGIENGY)
F 323 | Contitwed From page 24 F 323

(9120013
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STATEMENT OF DENICIENGIES
ANC PLAN O CORRRCTION

1) PROVIDERISLPPLIERACLA
IGENTIFIOATION NUMRBER:

BIA0G0

X} MULTIFLE CONSTRUCTION

A, BULDING

(X4 DATE SURVEY
COMPLETED

1. WHNGE

08115/2013

NAME OF PROVIBER OR SUIPLIER

BTAR VALLEY CARE CENTER

STREET ADURGESS, CITY. STATE, ZIP CODE
110 HOGPITAL LANE
AFTON, WY 83110

U
PRERIX
Thd

SUMMARY STATEMENT OF DETISIENGIGE
{EAGH DERIGIENGY MUST BE FROCEDEL By FULL
REGULATORY OR LU IDENTIFYING INFORMATION)

i+ ]
FIREFIX
'TASE

BROVIOER'S PLAN OF DORNECTION )
(AL CORRECTIVE AGTION SHOLLD BE GOMMETION

CROSEAERERENCED TO THE APITROPRIATE oAl
DEFIIENGY)

F 323

J /] Fase
R

Coptinued From page 25

opan with bottles of lkguid sitting on the cupboard,
The bottles were identified by stalf a3 massage
oils with a hand wrilten namme oh each boftle.
However they did nothave " Warning Labefs *
whieh identified risks agsociatad with indigestion
and of aye expasure. The room wae not lockad
and posed a potential sk for wandering
residants,

On 8H5M3 at 8:28 AM, the door to the Clean
Uity Floom was observed to be open. Thara
weire boltles of massage oils sitting o the
sountgr. There wae a can of dislnfectant epray
(Ban End It) gitting on the top shelf of a cart. in
the drawer labaled "E" there wera 10 dispasable
TRAZMME.

The Adrinisteator was walking ih the hall outside
of this reom, She varified that the door was
supposed to be locked,

£83.30(2) POSTED NURSE STAFFING
INFORMATION

The facility must post the following infoimation on
a tlaily basis:
o Faciy nine,
6 Tha cutrant data,
o The totat number and the actuat hours worked
by the followlng sategories of licensed and
urlicensed nursing stalf directly raspongible for
residant care per shift:
« Resglisteradt nulrses.
- Licrnsed praclics! nurses of licansed
vosational nurses (s defined under State law).
- Certified nurge aldes,
o Rasident cansus,

The facility must post the nurse stalfing deta
specified abova on a daily bagls at ihe beginning

¥ 323

F 356

PR CWIES-2RET (0245 Pravions Veraiang Chitiei

Event 10:Miva11

Faudity 10, WEEWM

if continuation shes Page 28 of 40




09 /26713

N3: 46PN SVMC BUSINESS

DEFARTMENT OF HEALTH AND HUMAN BERVICES

3075855865

p.z28

PRINTED: 08/27/2013
FORM ARPROVED

GENTERS FOR MEDICARE & MENCAIR SERVICES OMR NG, 05380391
STATRMENT OF DEFCIENCIES [EL)] PROVIOER/SUPPLIBIIGLIA {429 MULTHA B COMSTRUCTION (3) DATE SURVEY
AR MLAN OF CORBECTION BIEMFIFIATICIN NUMBIER: A HUILDING COMPLETED
534080 B, VWG _ 0B8/15/2043
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STAR VALLEY CARE CENTER
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(a0 BUMMARY STATEMENT OF GEFICIENGIRS i PROVIBERS PLAN OF GORREGTION (N5}
CREFTK {EAGH DEFICIENCY MUST 8 S1ECEDED BY FULL PREFIX [EAGH CORREGTIVE AGTION BHOULD B SOMPLETION
TAG BEGLEATORY O LS8 (QENTIEYING INFOIRMATION} TG CROSS MEFERENCED Tt YHE APRROFRIATE DATE
DEFICIENCY)
F 356 | Continued From page 26 F 368

of sach shift, Data must be posted a3 ollows:
o Clear and readabla formal,

o In @ prominent place seadlly accessible to
fesidants and visitors,

The facility must, wpon oral or writtan fequest,
make nurse slafling data avallable to the public
fior reviaw at a cost not 1o exceed the comminity
standaid,

The facilty must maintatn ihe posted daily nurse
staffing data far & minimum of 18 menthg, or a8
roguired by State ‘aw, whichever is greatar,

This REQUIREMENT is not mat as evidenced
tay:

Basad on obsarvation ang staff interview, the
faclity failed to include the raquired information
on thair nursa stafling poeting dooument. tThe
findings includa:

Required nurse staff posting information which
wias nat ifoludad was,
TP total number and the actaal hours worked by
the Yollowing categories of licensed and
unhicensad nureing slaff directly resporsiila for
residatt cana per shift

- Ragistared nuriss.

«» Litensed practical nurses of lisensed
yooational nurses (s defined under State iaw),

« Corified nurse sides”

1. On BM 314 abaarvalion reveslad that the
facillty's daity staffing and census sheet for staff
posting was Jocated at the nurses station and was
incomplets.

2. Review of the postings shest for all days of

V!

,

The facility will include the requised
infermetion on thelr nurse sradfing posting
document, This will be accomplished by,

A. Staffing information corrected to melude
carrect amount of Bours for nuese and CNA
each day.

B. Rach day the DXN or designee witl coant
and total the hours on the slaffing sheet,

€. Bdueation will be canducted with the DON,
MBS eoordinator, office manager and charge
nurse on ensuring hours are counted gach day
ug the statfing information ls posied,

I The DON ot degignes will perform sudits
sxfweek for 3 wesks, then monthly. The resuliy
of these avdits will be recorded on the guality
calendar and reported to the Quality Advisery
Committee, The results will be inchuded s the
facility-wide contintols quality improvement
prograsm,

0820413
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The facility must -

{1) Procure tood from sources approved of
cansidered satlstactory by Fedaral, State of losal
authorities; and

(2) Store, prapare, distributs and serve foord
under sandtary conditions

This REQUIREMENT I nol mat as avidenced
by

Based on obsarvation, racord review. and stall
interviaw, it was determined that the facilily failed
to siore, prapare, and serve food under sanitary
conditions. Specifically:

1) Dishwashing mashine did not always reach the

CENTERS FOR MEDICARE & MEDIGAID SERVICES B NG, 0838-0881
HTATEMIENT O DEFICIENCIES (4] PROVIDERMSIAPLULRIRIGLIA (X2} MULTIRLE CONSTRUCTION (X% DATE SURVEY
AN ELAM OF CORRECTION BrGNTIFIATION MNUMBER: A BUILEING COMPLEYER

i o 7
$3A050 B NG {1 5/2013
MAME G PROVIMER QR SURPLIER STRERT ADDREGES, CIEY, STATE, ZIP GO
STAR VALLEY CARE CENTER 110 HOBPITAL LANE
AFTON, WY 83110
{RA} !B JUFEHHK[\I \ﬁli".l LIHILHI Ul- UEI‘IUJﬂHOI!’.‘U I ey arghinds D1 AR D SOEEERIES L e
PREFIX (ALK DEFCHNGY MUST BE BRECEDED Gy Bl PREFIX {EACH DORREUTIVE ACTION SHOULD BE HOMPLETION
TAG REGULATORY CIR LBGC IDENTIFYING INF GRMATION) TAG CROSSREFEEENCGED TO THIE APPROFRIATE DATE
DEFHSIENCYY
7 386 | Continued From page 27 ¥ 356
survey did nat fist the total umbar and the aclugl
hours workad by the fsliowing categories of
Hoensad and unlicensed nursing staff dirscsly
responsibie for regident oare pur shifh,
- Registered nurses,
- Licensed practical nurses or licensed
vocational nurses (as defingd under State kaw).
» Gertiflad nurse aldes.
/12 Interview with the Direclor of Nursing on
/1 B1BMT confirmed that the pesting did not tist the
{ | actual hours worked by Reglsterad Nurses,
Licansed Nurses, and Certified Nurse Aides per
shift.
Tha facility failod to ensure nurse posting
included all the required informatton,
F a71| 483,358() FOOD PROCURE, F 371
5= | STOREFPREPARESERVE - SANITARY

FORM CME-R56F 052-48) Previous Yarsiong Qusolie
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DEPARTMENT OF HEALTH AN} HUMAN SERVICES EORM APFROVED
LLENTERS FOR ME 2 2 MEOICAID SERVIGES 7 OMB NO. 0928.03091
STATEMERT OF DEFICIENCIES (1) PROVIDERBURALIERIGLIA (X2) MULTIPLE CONS TRUGTION X5 DATE SURVEY
ANG BLAN OF GORREGTION IDENTUFHTATION NUMBER! A BUILDING . COMPLETED
V1Y g syt LM HE Y
BIANS0 . MNG Baj5/2043
NAME DF PROVIOER DR SUPPLIER. BTRRET ADDREGS, CITY. STATE. 21 GODE "
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BTAR VALLEY CARE GENTER ARTON, WY 83440
(K it BUMMARY STATEMENT OF DEFIGIENGIES n PROVIDERS PLAN OF CORRECTION X5y
PRREFIN (EAIH DEFICHINGY MUBT B PRECEDED BY FULL PERLX EACH CORRECTIVE ACTION BHGL BE GOMILRTION
TAG REGULATORY NR LSS IENTIFYING INFORMATICHN TAG GROSEAF ERENGED TO THE APPROPRUATE (PATE
DEFIGIENGY)
F 371} Continued From pags 28 F 374 e fucility wild store, prepare, and gerve food
::emg?r:turaa regjuired for washing and sanitizing under senitary conditfons, This will be
ha distes, ot ok .
2) lee machines were not being cleanad dnd aecoroplihed by:
ganitized per manufacturars instructions, and A. Dishwasher tampsratures ate feaching
3) Mighty shakes wera re-frozen and a large apptoptiate witet temperatures with cacl
cantaingr of bread crumbe was obsenved to be washing and stunitizing phase. Toe machines
sithng open in the dry storage reom, ave cleanad awl sanitized per manafactarer's
instructions, Re-frozen mighty shakes are
The findings included: thrown away. Bread crumb contniner are
stoved propeily in dry storage room. 09/201 3

1. On 813013 at 9:35 AM, during the Initial tour of
tha kitchet and dining seony with the Dietary
Suparvisor (I5), the foltowing observalions werg
made

& Inthe dry starage reom, thars was a farge
white bkt which neld a lrrge bag of bread dumbs,

The lop of the birt and the bag were open 1. Pishwasher wmperatures will be observed

10 ensure approprinte water leinperatare, fce
machines will be cheeked w ensure ey have
been cleancd and sanitized per manufacturet™s
instructions. Mighty shakes will be checked to

b. The DS was asked ahout the cleaning of the
ica machine which was loogted in the kitchen, Me
said that [t was clesnad weekly by the diefary

staff. The DS revaaled that ica was emptied out ensure they are not re-rozen. Al storage items
and the inside of maching was wipad dawn with in dry storage room will be checked 1o ensure
sandtizing sotution. they are stored properly with tops of bins and
bajs ¢losed. Ou/20/13

¢ Gbservation of the dishwasher balng run
{hrough four cyclas evidenced the following
temparatures in Fahrenheit:

Wash 122 degress, Rinse 153
Wash 127, Rinsa 171
Wash 133, Rinse 180
Wash 137; Ringe 180,

Distary staff mamber {1) was present and varifiad
{he temperalures. I 8n intarview, she stated that
tast week the tomperature for the wash cyele was
tow. She documentad | I the log and reporied it

FEIRM GG - 1ESB7{UR-8H) Pravinus acsony Ohsolata Eyant 10 MV Facilty 10 A0S I pontinuatian shaat Page 29 of 40




02/26/13 03:48PH 3VMC BUSINESS

DEPARTMENT OF HEALTH AND HUMAN SERVICES
MEDICAID SERVICES

30768655865

p.3l

PRINTED: 0827/2013
FORM APEROVED
OMB NO. 09380381

_CENTERS FOR MEDIGARE
BYATEMENT OF ORFICIENCES
AN PLAN OF GORRGGTION

{41y BROVIDERISUPPLIERILIA
INENTIFIGATION MUMBER:
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to the DS, The RS was present at the time staif
member {1) reporied this o the surveyar. The DE
gald that he was 1ot awara of the low
temparaturas,

d. Observetion of the refrigeralor which was
locatad in the dining room avidenced rozen
Mighty Shakes in the freezer soction, The 03
indicated that dietary puts the Mighty Shakes out
frozan and that nursing takes these gut and dates
thom when they need them for & regsident. Thare
was ong shake with rasidant #8's name oo it The
0352 confinmad that the nursing staff wollid neve
thawed that ang placed It back in the freezer to
re-freeze i W lacked a date and shouid not be
re-frozan afler being thawed,

2. During the environmental tour of tha faciity on
B/15413 from 900 AM o 10:00 AM with the DON,
Malntenancs Director ang Maintsnance staff
member, two Issues were investigeted which
included: 1) Dish maching te! reashing propss
lemperatures for wash cycla or santtizing cycla, 2)
lge maching not being sanltized per
rranutaciurers instructions,

a.  The DS (distary suparvisor) wias asked to run
& load through the dish maching. The
temperature on the maching showasd the wash
oyole was 180 degrees and rinse/sanitizing cycle
at 178 degraas not resching the proper
temperaiura, The DS checked the machine and
reported the load of pots ond pans was
overioaded. Me ramoved some of the pang and
re-ran tha machine which then showed 152 wash
and 181 rinse. Me reported that he would have to
repducate ataff lo not overioad the machine.

The Maintenancs Director rapoiad fhe maching

. Maintenance will have education regarding
proper cleaning and sanitization of ice machines,
as well a8 appropriate wator temiperature for the
dighwagher, The dietnsy staff will have an
inservice regarding proper storage of items in
dry stomage, mighty shake storage/use, and
sppropriate dishwasher temperatures,

The nuesing stafwilt have an inservice
regarding not refreszing the mighty shakes.

I3, The dictary manager of degighes will
perform andits 3x/week for 2 weeks, then
weekly x 1 month on propet dishwasher
temperatures, mighty shakes to ensure not being
re-frozan, and proper storage of itemy in dry
storage room, Audits will be conducted by
malntenince 3x/week for 2 weeks, then weekly
%} month on proper dighwasher lenspetatires.
‘The dates of Jes maching cloaning and saniiizing
will be posted on (ke side of the jce machive
itsell The resulis of these sudits will be
recorded on the quality colendar and reporied o
the Quality Advisery Comnittee. The vesults
will be included i the facility-wide continuous
guality nmprovement progrant,

A UL TRNEY
G3A060 . NG DB/ 1672013
NAME OF PROVIDER OR SUPPLIGR BIREET ABDHESS, CUY, $TATE, ZP CQDE
110 HOLPITAL LANE
STAR VALLEY CARE CENTER
AFTON, WY 4310
(X4 I SUMBMARY STATEMBNT OF DEFGILRGES & PROVIOERS PLAN OF GORRECTION (X8
PREEIX (EAGH DEFICIENGY MUST BE FRECEDED BY Full, BRI {EACH CORRECTIVE ACGTION SHOULD B GOMPLE N0
A REGULATORY OR LS80 ITENTIFYING INFORMATION TAG ROGS-REFERENCED 70 THE APPROBIRIATE DATR
DEFICIENLY)
F 371 Continued From page 29 Farts
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PREFIX (EACH DEFCENCY MUST BE PRECEDES DY FULL FEIEFIX [EACH CORREGTIVE AGTION SHCGLULD BR EMALETIoN
TAG REQULATORY OFL LG KEN TE YING INFGRMATION) AL SROSE-REFERENGED T1 THE APPROPRIATE DATE
[RFICIENGY)
F 3711 Continued From page 30 F 371

had a naw sensor which was put on
approxknately 8 monthe ago, Gwing the past
week maintonanca wes calted to check the
maching but he was not sure what hed bien
dane to the maching, Me reported he would faliow
gy to aneure the machine was reaching proper
tamperatures consistently.

. The staff was than asked about tha two g
machines, one which was located in the kitcthan
and a second ohe was a counter top ice maching,
I a szl room, across Fom the nurses station,

The Malnienance Director reporied that bath
dhatary and maintenance were responsible for the
cleaning of the: machine. Ha stated, "We did
some checking yestarday about sahitizing the ice
machines, to ffush the inside of the machine, It is
supposad to be done at least avery six months
pear poamfacturing instructions but it has naot bagn
done. We will have mainfenance start doing it. |
have berh hete many years and it has never
been dona."

Furlher interview with the Maintenance Director
rovasled thet the claaning and flushing of tha ice
tnaghine was not on s cleaning schedule, Thers
was ne racord of when tha ise mackines hag
been propary cleared or el manufacturer
specifications for cleaning had baen foltowed. '

The dietary supaervisor raported the dietsey stalf
wiped out the ice bin hul had not done sy further
cleaning or sandtizing of the (e machines,

Authoritative Referance; FDA, US Public Heslth
Servica Food Coda 2009,

Mzittenance and Operation.

4501, 110 Mechanicsl Warewashing Foutpmeant,

FORM G182 56 70 2-08) Fravicus Virsions (isolels Evanl 1I0: MIVITL Fahity 10 WY Il conlinualion sheet Page 51 of 40
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Wash Solution Tamperature,

{A) The tarmparature of the wash solifion in spray
type warewashers that use hot water fo sanitize
Ay nel be tess than:

(1) For a stativnary rack, single temperature
maching, 74°C (18658°F).f¢

(2) For & stationary rack, dual teraporature
raahing, 68°C {160°F); P

{3) For a single tenk, canvayor, dual temparature
maching, 71°C (180°F);Pfor

{4} For a mullitank, conveyor, mulfitemparatura
maching, 68°C (150°F).Pf

(8} The wemparature of 1w wash sofufien in
spraystype warewashers that use shwinicals (o
sanitize may not be iesa than 49°C (120°F). #f
4-501.411 Manua! Warewashing Eduipment, Mot
Water Sanitization Temparaturas.

If ftrimsersion i hot water i used for saniizing in
a manugl cparation, the tamparalure of the water
shail be maintaines at 77°C (171°F} or above. P
501,12 Mechanical Warewnshing Equipmant,
Hot Water Sanitization Temperatures,

(A Excapt as spacified in 1 (B) of this secticr, in
a mechanical operation, the ternperaturs of the
frash hot woler sanitizing ringe as # enters the
manifolid may not be mote tan 50°C (194°F), or
tnes than: Pf

(1) For & stationary rack, single temparature
machine, 74°C (185°F);Pf or

¢2) For &l other machines, 82°C (180°F). 11

(B) The maximum temperature specified undsy §]
{A) of this section, does not apply to tha high
prassure and temperature systems with
wane-type, band.hald, spraying devices used for
the in-place cleaning and sanitizing of equipmant
such as maal saws,

Glpanng of Equipment and Utensils
4-602.11 Equipment Food -Conltact Surfaces and

BIATEMENT OF (RFIIBNCIES MY PROVIDEIRSUPPLIERAOLIA X2) MULTIPLE GONSYRUGTION ({3 DATE BURVEY
ANL HLAN OF CORRECTION ITHENYIFICATION NUMBER, A BULTING COMBLETED
N 1. Lt
53A050 . WMING pR/18/2013
MAME OF PROVIDER OR SLPPLIER SYREET ADORESE, GITY, STATE. ZIP COOE
110 HOEPITAL LANE
STAR VALLEY CARE CENTER
AFTON, WY 83118
(R} 1D SUMMARY STATGEMENT OF DERFICIENCIES [13) PROVIDER'S PLAN OF CORRECTION %5
PREF EADH DERIGIENGY MUBT HE PRECEDED BY FULL PRGN (BACH CORFECTIVE ACTION SHOULD DE COMPLETIDN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GHOBS REFERENGED TO THIE AFPROPRIATE DaTH
LESIGIENGY)
F 371 | Continued From page 31 Fami
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HAMIE OF MROVIDER OR SUPPLIER STRLE P ADORESS. GFTY. BTATE, 2@ CODE

- I HOSPITAL LANE
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(Xa) 10 SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S ELAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BRI PRECEDED BY FULL PREFX EACH CORREGTIVE ACTION SMOULD BE CAMELIFTIGN
TAG REGULATORY OR 30 IDERTIEVING INFORMATION) TAG GHQES--F':EI=EREI|:§:_:‘:’!‘J: m ;t‘?;)&‘ ADPROPRIATE all
F 371 Continuad From pages 32 F 371
Litensils,
{(4) In ecrsipment such 25 ice bins and beverage
dispansing nozzles and enclosed compongnts of
equiprmant such g4 e makers, conking oit
slorage fanks and distibulion lines, heverage and
syrup diepensing lines or tubes, coffes baan
1 grinders, and water vending equigrmant:
(=} At a frequency spacified by the manufasturar,
or
(b} Absant manufacturer specifications, at a
frequency Heoessary [0 preclude accumulation of
égz soll or meld,
f F 4411 483.66 INFECTION CONTROL, PREVENT F 441
A se= | SPREAD, LINENS

The facitity must sstablish and mantaln an
infection Control Program designed o provide a
sale, sanitary and comfortable environment and
to help pravent the development and ransmizsion
of dingase and infection,

{a) Infeotion Control Program

The faciity must establish an Infaction Canteol
Pragram uncler whish if

{1) Investigates, controlz, ard prevents infections
irt the faclity,

{2} Decides whal procedures, such as isclation.
should be applhied to an individual msident; and
(3} Maintaing & record of incidents and corractive
actions related o infections.

(b} Preventing Spread of Infaction

(43 When the Infeetion Control Program
determines that & resldant needs iselation to
pravent the spread of infaction, the facility most
isolate iho resident.

{2 "The faollity must prohibit employess with a
communicable disaase or infecied skin lasions

FORM CIMSASEFHOR09) Previous Wieslons Opsoiale Byt 10 MW
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¥ 441 | Continuad From psge 33 F 441

fratn direct cortant with residents o their food, if
diroct contact will tranamit the disesse,

{3} Tha facility must requite staff to wash their
hands after sach dirsot residernt cortacl for which
hard waghing s indicated by acoeptad
professional practics,

(&) Linens

Personnel must handle, store, process and
fransport linens so as to prevent the spraad of
infaction,

This RECILIREMENT {3 notmet as avidencad
by:

Based on obsarvation and stafl Inferviaw, it was
determined that the facility falled to ensure that
staff uead aporopriate handg hygianae during cares
to minimize the potential for cross contamination
and the spread of infections. Additionslly, the
facility falled to malntaln resident care acuipment
in a slean, sanitary roanner, The findings
fncluded:

REFERENGES: CDC MMWR 2005 / 64 (09):
220-223,

Recommendad Infaction-Control And Safs
injection Practices to Prevent Patient To Patient
Transmission of Blosdborne Pathagens:
Diehetes Care Procedurss & Techpigues

= Environmental surfaces such as glusematers

"The facility will ensure that staff use appropriaty
hasd hygiens during cares o minines the
potentint for crss contamitation and the spraad

should be decomtaminated raguiasly and anylime of infesction. The Tacility witl maintain resident
comtamination with blood or bady fitids oogurs or care equipment in a clean, sanitary ranner.
is suspected, Glusomaters should be ansigned (o This witl bo aecamplished by

indlvidual patisnts, I a glucomeler that has been
waad for one patient must be reused for another
patient, the device must ba cieaned and

F I CME 2567 (02.06) Provinug Versians Disolele Evan! 15 MVIT facHity B WHEQ2H If poptnualion sheal Page B of 40
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GLUCOSE MONITORING and MEDICATION
PASSH:

1. On 81313 starting at 5:20 PM, dusing an
ohsarvation of the medication pase i tha dining
roam, nUese (A) periormad giusese menitoring on
ragident (#11). Tha plastic bax containing the
glucosa monitoring eguipment wag sitting an the
right extended shelf on the medication carl. The
glucose monitor was taken out of the box,
praparad for use, and taken to tha table whare
the rosidant was seated. When the procedure
was comptetad, the nurse placed the giucose
moniter on the medication praparation ares of the
car whare it steved for saveral minutes, Then It
was returned ta the plastic box withowt cleaning.

2, 0n BM5M13 starting at 525 P, during an
ohsarvation of the medication pass in the dining
oo, nurse (A} performad glcose mentaring oh
residant {#11). The plastic box contaising the
glucose menttodng squipment was sitting on the
right axtended shelf on the medication cart. The
glucoss monitar wais takeh out of the BoX,
prepared for use, and taken o tho table whers
the resldent was seated. When the procedure
was completad, the nurse placed the monter on
the medication preparabion atea of the cart whote
il stayed for saveral minutes. Then I wag
returnad to the plastic box withaut cleaning.

"The nurse varitiod that this was the faciity's new
glutose monitoting device and it was used for all
of the residents who reguired glucose testing.

There was no evidence the glusoss monitar was
being cleaned and diginfactad between resident
T1:1:3

A. Approprinte hand hygienc is wtilized during
cares wilh residents. CHucose monitoring
machine is cleaned after each vse. Medications
are hven o restdent #12 in apptopriate, sunitary
maniner. Resident #2's pericares are performed
correctiy.

B, Sl metbers will be observed changing
gloves when going from dicty sorfaces to clean
surfaces, (Hlucose machine will cleaned
properly between residents to ensire proper
infection control. Medications will ba
achinistared in o proper mannst walaizining
infeetion prevention practices. Pericare will be
property performed on all residents.

GENTERS FOR MﬁDiGARE & MEDNCAID SERVICES OME MO, 0958-00381
BTATEMENT OF PEFICIENCIES (1) PROVIDERMSUPRUEIRCLIA 1M MULTIREE CONSTRUCTIGN £ DATE SURVEY
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5IADE0 (8. VENG ., Q3/15/2013
HAME OF FROVIDER 0F SURBLIER STRERT ADDRESS, CITY, STATE, 2P GODE
M0 HOSPITAL LANE
STAR VALLEY CARE CENTER
APTON, WY §3110
(HAY I SUMMARY STAFEMENT OF DEFIGIENGIZS [l¥] PROVIDERS PLAN OF GORRECTION ey
RERIX HEACH DEFICHENEY MUST B PRECELIES BY FULL FREFIX [EAGH CRRFGECYIVE ACTION SHOULD BE LOMPLETION
G REGULATORY OR LB ENTIFYING INFORMATION) TAG CROSS-AEFERANGED TO THE APPROPRIATE DATE
DEFIGIENCY}
F 441 | Gonlinued From page 34 F 441
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REFCIENCY)
F 441 | Continuad From page B5 F 441

3, During the 8/15/13 5:25 PM medication pasgs
ohsarvation, nurae (A was obsayved o prapare
madications for tasident #12, Tha nurse counted
the medications after preparng them. Sha
indicated that one was miesing, She found the
missing pill in the boktam of the medisation
drawes whara the rasident's medication cards
were starad. The murse used & medioafion oup to
piek Lp the madicstion and then she placed the
medicatian in the plastie bag and processsd to
erush It with the other medications, The
madioation cart drawer is nat a olesn surface.

PER} CARES:

4. Review of the residant #2's 7/18/93 quarteriy
M5 assesament evidenced that the resident
reguired extensive assistancs by oha ortwo staff
members for bed mobllity, franafer, dressing,
aating, toilet use, personsi hygleny, and bathing.
The resident was assesand as froquently
incontinent af urine.

O 814713 at 8:85 AM, during an ohsarvation of
resldent #2, ho was transferred from his chair to
the tolfet by GNAs (E and G5) with the Sit-to-stand
[ When fhe rasident was finished using tha
tollet, he wia stood up using the Bt Using the
same pai of gloves, the CNA (B) performed
peri-care and put the residant's clean brief on
hisn,

5. Record raview fior resident #3 revesicd that tha
resident had a history of utnary tract Infections
(LT and had baen or antibiotics which were
started on 730013 for & UT) with E. Coll as the
cultired orgarism.

(. The nhises and CNA stafl will be provided
an inservice regarding the proper method of
changing gloves between "dirty” and “clean”
wreas, especinlly focusing on changing gloves
between performing pericare sned putting on &
new brief. Bdueation wil be provided to mases
to emphasizing the importnnes of vleaning the
gluaose monitor sfler each use,

Pharmaey will provide the nursing stefT with an
inservice regarding sltandards for preventing
contanynation during medication pass, An
iagrvice witl be provided for the nurses and
CNAE on propet infection prevention when
performing pericara with emphasis placed op
changing gloves after pericare and before
dressing the restdent and tzanslerring them,

092003
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BIATEMENT OF DEFIGIEHNES X1} PROVIDERISUPPLIERAILIA (X2 MULTILE CONBTRUGTION (RO DATE BURVEY
AMEI PLAN OF GORIEGFION HOINTIRCATEON HUMEER ! A BUILDING COMPLETED
BAADED B. WING DB/18/2013
MAME (OF PROVIOER OR GUERL IR ATREET ADDRIESS, CITY, §TAYE, 2P COMR
140 HOSPITAL LANE
STAR VALLEY CARE CENTER AFTON, WY 53140
(X4} 153 HUMMARY STATRMIENT OF DEFICIENGIES ] PROVIDER'S FLAN OF CORNMEOTION £
PR {FACH DEFICIENGY MUST 012 PIRECEDED BY FULL PREF, (EAGH GORRECTIVE AGTEIN SHOULD BE COMMTION
TAG REGULATQRY 01 LSC IDBNTIFVINI BFORMATION) TAG CROSSJHEFERENCED T0 THE AFPROPRIATE LATH
DEFICIENGY)
F 441 Coptlnued From page 36 £ 4d1iD. Compliance rounds will be perlvrmed by
Review of the maident's 4/29/13 quarterly MDS DON or designes 1o assure proper ¢leaning of
assesament evidenced that the resident wes glucose monitor between residents, pericares
aesnssed to requira extensive assistance by one and hand hygigne. Thess compHlance rounds
or bwos staff membecs for the bad maohility, will be perforned Ix/week for 2 weeks, then
trangfar, locontotion on and off the unit, dressing, Ixfweek For Tmonth. then monthly. The
foilet use, personal hyglene, and bathing. The pharmacist or desighee will conduet audits of
residgnt was noted to be ococasionally incontinent, medleation administration woekly 23 weeks,
. then monthiy. The results of these audits will be
On B14/13 5l W22 AM, an observation of the yecorded on the quality calendar and reported o
staff iransfarring the resident from herw}\&éiohsﬂr the Quality Advisory Committes. The results
o har mmmode. using tha sit to f.%lanc:i %I,{t' AL9:50 will be included 1 the facility-wide oontimious
AM, the resident was stood up with the lft, The quality improvement program 09/20/13
GNA (£) wipar the restdants rectal arsa and then o S '
tha resident's briaf and pants ware pulied up. No
peri-cara wis done to tha resident's frant
perineurn oF grain area, There was A large
amoumt of dark amber colored uring in tha
sommode, The sama gioves were used for the
peri-cars, dressing, and transferring the resident
to bad,
F §14 | 483780} 1) RES P14
agei | RECORDE.COMPLETEACCURATEACCRSSR
LE
|
j The faciity must maintain ellnlcal records an sach
3 resident in aggordance with acsepted profzssional
‘ stendards and pravtices that ars complete,
| accurataly dooumanted, readily accessible, and
f systematically organlzed.
The clinical recotd must contain sufficient
infarmation to idantify the resident; & reqord of the
resident's assossments; the plan of $arg and
servicas provided; the resulta of any
preadmission sereening conducted by the Stats;
and prograss totes.
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This REGUIREMENT is rot thel &8 avidenced
by:
Based on record review and staff interview, It
was determingd that tha facility failed o ensure
that the rasidents' medical recordy werd adiurate
and complete for 4 of 10 samplad residents (#4,
#10, #6 and #5) ga¢ ohe supplemental rasident
#11, Tha findings included:

1, Review of the restdents' medical records had
inaccurate and incormpiste dostumaentiation for the
follewing: 1) resitant naading dlabatic
management and the administration of sliding
soake insulin and ¥) resident having significant
change in contition which requirad assessments
and monitoring, The elinical record failed to
aontaln sutficlent information of the resident’s
assessments and follow wp to onaure Gare was
pravided timaly, (Croas refer i F109)

2, Roview of residants MARS (medication
administration record) contained and order which
included;

13 "Tylenol (Acetaminaphan) po each shift,
Docwment amaunt given not 1o exeesd 4000
mg24 hours. A and GP", Thate was not &
spacific doss idantified with each entry,

2} "Tyienol 325 my 2 tablets Fo PRN Pain”.

2 Residenis #6 andg #5 MAR both had the
above order noted on their MARS,

b tterow with Nurse (1) reposted " Tylenol
(Acetatninophen) pa each shift, Document
amaunt given nat fo excaed 4000 mg/24 hours,
B and 6P was not actually a medication arder
bt 5 tracking mathod used for tracking total

The facility will ensure that the residents’
medical record are accurate and compltete. This
will be pocomplished by

A, Orders on MARs for resident #£6 and #5,

reguesting documentation of amount of Tylenol
giver exch shift, have been removed beginning
on the moath of Septembur 2113, Resideat #11
MAR written description clarified regarding the
gppropriate ingulin doge thmnes. 09101/13

B. Orders on MARS tor all residents, tracking
the amount of Tylenol given oach shift, heve
baen removed beginntitg Seplember 2813 to
raduce Uie chanoe of sonfusion, All residents
with Ingwlin orders have been reviewed, No
further issues nesding clarification have been
identified, DHOL/D

FORIM CWMSRR67 (02088) Pravimss Vorssng Ohrofsto
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F 84| Continuad From page 36 F 514

amount to Tylenol gven per shift,

& Review of the July and August, 2013 MARs
lor resident #3 evidenced ths following Tylenal
(aeataminophan) or sombination Tylenal
medication orders:;

3/872011 Tylenol 325 mg 2 tablets PO 11D (5:00
AM, 11:00 AM, and 8.00 M)

BAI2008 Tylenol PO Each shift Dooument
amount given not to excasd 4000 mg/24 hours

Lortab {Hydrocodone and acetaminophen) §-500
mg 1 tablat PO PRN Pain.

During the irdepview with nurge (J), sha revesaled
that the total amount of acetaminophen was
documentad for this resldent. Whan the
dogumentation ofi this resident's August MAR
wae reviewes with nuree, she verfled that the
amount of Tylenol in the Lorlak was not inshuded
in the dally totals. The tracklng was inaccurate
and confusging.

3. Review of the nsulin dosumaentation on the
August MAR for resident #11 avidenced the
feallowing:

| Bi24/13 Novnlog give one unil for every 15 Grams
of carboliydrate aaten menls and snacks. (limes
ot MAR 1130 AM and 530 PM)

B/24/3 Novolng give one upit for gvery 10 Grams
ot carbuhydrate eaten meals and snacks. (time
on MAR 7130 AM),

Raview of the rasident's physician orders and
Nurse/Physictan Communication forms faiied o
clarify the 18 or 10 grams for which meals.

. Ingervices with be conducted with nucses,
MDE coordingtor and DON regarding the
renioved of the confusion Tylenal totaling
docasmentation; the mforthation will also focus
ob the importance of identifving and clarifying
orders s they are easily umdersiandable on the
MARs. 09/20/13

0. The pharmacist or designee will peeform
sudits Ix/week for 2 weeks, theh tionthly to
engsule orders are understandalsle and clear. The
rizsults of these audits will be recorded on the
quality calendar and reported 1o the Quality
Advigory Commirtae. The resufls will be
ncheded in the facility-wide continuous quality
Improvenssnt program, 09/20/13
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F 514 Continuad From page 38 F 54

On 87115/13 in the afternoan, an interview with tha
Chitector of Mursing (DON) and nurgs (A) revesled
that the one unlt for 10 grams was for the
breakfast meat. A signed comrmusication farm
which was dated 6/24/13 was found for this. No
ordar or clarification was found that the 16 grams
only applied at lunch and dinner, This was verifiod
by the DON ang nurse {J), The MAR was
inaccurate and confusing,
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