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PREFIX (EACH DEFICIENCY MUSY BE PREGEDED BY FULL PREFIX tQZpH GORREGTW@&}M@’@;&%@? BE COMPLETION
ThG REGULATORY OR LEG IOENTIFYING INFORMATION) TG GROES-REFERENCEDFTO P FARBROBRIATE DATE
i DERPENEYS ot Hocitity
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F 000 | INITIAL COMMENTS F 000 [1 APR 18 2614
 The foliowing comrmion abbreviations are used | | Blocitheos Laarnsing
{ throughout this document: : ; N
\  aace UAPERITEE »r‘.-:'
CiA- Carliffed Nurse Alde
DON- Director of Nursing
MDS- Minimum Dalg Set
RA-Resforative Aide
RN-Reglstered Nursa
SDC-Staif Devalopmant Coordinator
TCE food- food that requires timetemperature
contro! for safety fo limit pathogenic
microorganism growlh or taxin formetion
Less commonly used abbreviatlons will be
annolated i each deficlency,
F 178 | 483.10(n) RESIDENT SELF-ADMINISTER F176 1 The facility will contlnve Yo ensure that 5/10/2014)
55«0 | DRUGS IF DEEMED SAFE ; residents who are determined unsafe for
) . H self-administration of madications will not
An Individual rasident may self-administer drugs if glve thelr awn wedications.
1 the interdisciplinary team, &g defined by 1) Anew medication administration
§ §483.20{d)(2)(if), has determined that this evaluation was completed for
practics is safe, Resitlent #23 on 4/11/2014 which
determined that resicdent remalns
: W . unsafa for sel-adminisiration of
Thia REQUIREMENT Is not met as evidenced | m:mmuons In the dining root, and
 by: ' the rosldent’s care plan rematns
- Based on observation, medioal record review, accurate,
and steff interview, the facliity falled to ensuro [ 2) RN #1was provided one-to-one
residents who wara determined uhsats for education on 3/25/2014 regarding
seh-administration of medications did not have the cotrect process for determining
madications left unattended with the residen for 1 each residant's safety for self-
non-sample resident (#23) observed during administration of medications.
medicallon pass, The findings ware;
Review of the currant care plan for resident #23
‘roveaiedthe following, "1 cannol keep. tack of my
mezg;calio s and need the nurse to walch me i
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X440 SUMMARY STATRMENT CF DEFICIENCIES o PROVIDER'S PLAN OF GORREGTION e
PREFIX {EACK DEFICIENCY MUS'T BE PREGEDRD BY FULL PREFIX (EAGH GORREGTIVE AGTION SHOULD BE CEMPLENON
TAG REGULATORY OR LEG WDENTIFYING INFORMATION] TAG CROBEAEFERENCED TO THE APPROPRIATE DATE
DEFSIENGY)

FF 176 { Continued From page 1 F176 3) Each resident's assessment for safaty
swallow them." Observatlon durling morning in self-administration of medications
medlcallon pass on /2514 at B:06 AM showed Wil be reviewed to ansre s
RN # legt madleatioss in the maln dining room ;,“a“‘f's ENTWIED the resident's care
on tha lable with the residant. At 8:38 AM durin y ,
the observation e nurse laft the dining room, Et dp - Alllicensed staff will fb“' provided
hat time there ware two additional residents al education by the Steff Development
rasldent #23's lable and additional residents Covrdinator/Registered Nurse
present at other tables, There were only two staff (SDC/RN) regarding the o
members in the dining area at the opposite end of pr?‘:ﬁ’:’f‘” "f“erm’“'”g res d‘”f‘ts
the dinlng room, and they had thelr backs turned salety for seff-adminstration o
to the resident. At 8:47 AM the nurae returned to medicotlons, and the linportance of
the dining area and administered the medications fellowing the care plan.
to resident #23, Interview with RN #1 on 3/26/14 §)  Allesldents who have been
at 3:35 PM confirmed she made an arror leaving evaluated s unsafe to seif.
ther medications for the resident because the administer madications will be
rasident was not capable of salf-adminfstration of mohitared by nursing staff to ensure
medicalions, they do not have Independent access

F 248 | 483.15(1)(1) ACTIVITIES MEET ~ toany medications, o

so=t | INTERESTS/NEEDS OF EACH RES 6}  Regular chservations of medication

passes will be conducted by the
The facliity must provide for an ongeing program Director of Nufsing {OON) to assure
of activilies designed to masat, In accordance with that residents’ plan of care for safety
| the mmp[ehensh’a ESSGESMGN, the in[6rests and Of self-admlnlstration of medications
the physical, mental, and psychosoclal well-baing  followed.
of each resident, : 7} AQuality lmprovement (Qf] indicator
wilt be developed to moniter all
resldants wha are unsafe for self-
This REQUIREMENT s not met as evidenced administratlon of medleations, and
by the results of this monitoring will be
Based on review of the activily calendar and reported to the facility’s Quality
resident and stafl inlerview, tha fadllity falled to Improvement/Performance
offer adequata activities during the weekends, Improveragnt (QI/PT} Committee on a
The facility cansus was 70. The findings were:! quarterly basis untH rasolved.
8} The Director of Mursing will monitor,
Confidantial Interview on 3/26/14 at 2 PM with
nihg resldants revaaled the facilly falled 1o
provide adequate activities on weekends, Bach
} resident confirmed the only agtivities provided o
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_ 707 SHERIDAN AVENUE
WEST PARK LONQ TERM CARE CENTER CODY, WY 22414
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8
Fad \?{2:1?::3: :{g?;:?:vi on Saturdays and F 248 The facl [ty witl continue to provide for 511012014
' ¢ f activicle
church services on Sundays. The residents ;:s?:ﬁgéngﬂifm:mizr:m:nd
stated they mentioned this to activity staff "a while physical, ments! and psychosotlal wall-
ago," but wers Uncertalh. as 1o whon, Review of being nf' each resident, The activitias
the March 2014 activily calendar shawed a movie schedule will be expanded to Include
{ was offered ench Saturdey and church services additional activities on weekends.
word offered sach Sunday. Further reviaw 1) The certified sctivities assistant's
revesled ho additional activiles were offerad on work hours will be adjusted to
the weakends. Inlerviaw with the activity director provide weekend “activitles on
on 312614 at 5:26 PM conflrmed the faclity falied Saturdays
| to offer activites on the weekend beyond that \
listed on the activity calendar due to the fack of 2l An ﬂd]d itlur?al empld::ee W"LW“?
weekend activiy sfaff, B ite ot seta
F 282 | 483,20(k){3)(1) SERVICES BY QUALIFIED 3 Realdoots wil be queriod st each
<0 | PERSONS/PER GARE PILAN ‘ ik
§5=0 ” bl-monthly Resident Council
; ” ] i
The services provided or arranged by the facility ::,i};ﬁ,fngm,"fhzhﬁEdu”nﬂ of
must be provided by gualified persons In activities, Including weekends, and
‘Zlg;;grdance with each resident's written plan of adjustments mad In sccordance
’ with the residents’ feedback,
4) A QUindicator will ke developed
_ . from the resldents’ response 1o
| ';;:is REQUIREMENT Is not met as evidenced the activities program, aad the
‘ i . results reported to the facility's
‘ Based on observation, madical record review, resu '
| and staff interview, the facility falled to ensyre b")‘;ﬁ: Comilties on a quarterty
cars was provided in gccordance with tha written i : . ,
plans of care for 2 of 13 sample residents (#3, | 5 The Adminlstrator will monkor.
#65). The findings were: ‘ TP The facility will continue to ensure that 5/10/2004
1, Raview of the current cars plan showed cara 15 provided in accordance with the
 resident #3 had a gel cushion in his/her written plan of care for each resident.
whaelchair. However, psricdio ohservations _
during the survey from 3/25/14 at 7.56 AM i
through 3/28/14 at 2 PM revealed tha resident |
ulllized a gerl-chalr (wheeled recliner). However,
thete was no gel cushlon in the geti-chalr. During
an Intevlew on 3/26/14 at 2:06 PM, CNA#1 and
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F 282 | Continued From page 3 F 282 1) Tha Restorative Nurse/RN will
CNA#2 stated the resident had a gel eushion in T:f::;f;g;iﬂfg‘:;{é:’ i
the geri-chalr when the rasldent fived upstalrs, but: the wse of & vel cushl & thg
they had nol saen It since the resident moved déi:::efgr : 03:1 f“;;‘:a:d";;:’sur;
g%v;rt}ﬁlaagg to tha first floor Fast unit about a reduction. Whichever typa of

' ¢ushioh the rasident chooses will
2. Review of the 2/61 4 quarterly MDS Ee pn:jvh_ﬂe; and:lhe ca':ie plan will
assassmant showed resident #65 had functional i“p M:' t"&“’l “”d"
firnitations and upper extremity impairment on ‘f;°rma‘ O "]]E ’E;i ent
one side. Review of tha current eare: plan showed choases a type of cushion that
staff were to apply a hand roll to the resident's left may not provide adaquate
hand dally and the RA was to provida passive pressure raduction, appropriate
range of motion fo the left hand 2.3 timas waekly. patlent educatian will be provided
Review of the restorative care documentation and documented In the resident’s
showed the resident received this restorative care medical record.
6 times from 12130113 to 8/26/14 (alimost 3 2} The Restorative Nurse/RN wil re-
months), Periodic obsarvations from 3/24M4 to a53e55 RESlq’Gﬂt #65 to determine
3126114 revealed staff did not provide restorative | the rasldant’s tolerance and
gare for this resident, Durlg an interviaw on acceptance of passive range of
3126114 al 10:30 AM, RA#1 verifled the accuracy inotlon. The resident’s plan of
of the documenlation. The RA further stated care will be updated with the
range of motion and hand massages Improvet results of the assessment.
the resident's ablllty to mova hisfer fingers, The 3} Whenever a reskient changes untt
RA further stated the restorative staff were unable {ocation thel care plan will be
to provide the restorative care 2.3 times a wesk reviewed to ensure that all care
due 1o stafilng scheduls changes, needs. wili contintie to ba mat on

I 314 | 483,26{c) TREATMENT/SVCS TO the paw unit,

ggap | PREVENT/HEAL PRESSURE SORES 4)  Staff education will be provided

by the D.O.N, to ensure il staff is

Based on the comprehensive assassiment of 8 awae of the Importance of
resident, the facllity must ensure thal a resident following the plan of carg, and to
whao entars the faclily wilhiout pressure sores nolify supervisory staff if a

does not develop pressure sores uniess the resident is not recelving services,
individual's elinical condition demonstrates that Includling due to refusa! of

lhey were unavoldable, and & resldent heving treatment, so that resident
pressure sores recelves necessary trealment and education can be provided sad
setvices to promole healing, prevent Infestion and dacumented b the medical
prevent new sores from developing. record.
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| gel sushion wen used in the wheelchalr, A

| wheaichair. ‘The following concermns were

Funtll B:20 PM revaaled thare was no cushion in
the gerl-chalr when the resldent was sealed in it.

i Diring an Interview on 3/26/14 at 2:05 PN, CNA

the resident was al sk for pressure uicers, and a

12127113 skin risk assessment revealsd the :
resldent was at modsrate risk for pressure ulcers |
due to very limited mobiity and very limited

sehgaty perception, Review of the current care
plan showad the resident had a gal cushion in the |

identified:

& Review of nurging notes showed on
3/16/14 a raddened area to the laft inner buitock
wag observad on the residenl. Obsatvation on
26114 at 3;:20 PM confirmed the reskient had a
reddenad area on-hisfhor buttocks.

b. Observations on 3/25/14 from 7:56 AM

Obsarvallon on 3/26/14 at 2 PM evealed lwo
pleces of egy crate foam were in the peri-chair,

#1 and GNA #2 stated the resident had a gel

cushionin the gerl-chalr when the resident was

A (0 SOMMAIY STATRMENT OF DEFICIENGIES o PROVIDERS PLAN OF CORRECTION o)
PREFIX (EACH DEFIDIENCY MUSY BIE PRECEDED BY ELILL PREFIX [EACH CORRECTIVE ACTION BHOULD 98 | ComLETIoN
TAG REGULATORY OR LGG IDENTIFYING INFORMATION) ThG CROSS-REPERENCER TO THE APPROPRIATE onve
| DEFIGIENCY)
F 314 Contlnued Frotn pags 4 F282. | 8) #ach resident’s care plan wil be
reviewad bh at least a quartarly
basts and revised with any change in
This REQUIREMENT is not met as evidenced the résident's reeds or sigalficnt
by: change in condition to assure there
Based on.abservation, meclcal record reviaw, Is a comprehensive plan of care that
and staff and resident interview, the faclily falled medts the resldent s nasts.
{0 ensure inferventions wera conaistently 6] AQUP Indicatar will be developed
implemented to prevent pressure uicers from to monttor that care plans are
{ developing for 1 of 7 sample regidents (#3) reflective of the care and services
Identified at risk for pressure. ulcers, The findings belng provided 1o the resident, A
weare! representative sempling of the care
plans will be raviewed oh & monthly
| Reviow of tha 1/14/14 annual MDS assessment besls, and the results of the
revealed resident #3 did not have pressure menktoring will be reported to the
uicars, but was at risk for the development of facllity’s QI/F) Committee,
| pressuire uloers, The care area asssssment 7} The D.OM. will manttor.
{CAA} for pressure uloers dated 171414 showed
k314 The faclliky wh continue to ansura thar 5/10/2014

Interventions are mplemented to
prevent pressure ulcers from develaping,

1

The Rastorative Nursa/RN will
Intarview resldent # 3 to determine
her choice regarding the use of a gel
cushion or other device for comfort
and pressure reduction, Whichever
type ol cushien the resident
chooses will be provided and the
care plan wil be updated to rellect
this infarmatlon, If the resident
chonses 3 type of cushion that may
not provide adequate pressure
reduction, approprate patlent
educatlon wiil be provided and
dotumented In Lhe residam’s
medital record,

PORM OMS2867 (07209} Provious Varslons Qoeolale
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§35027 8. WG 03/27/2014

NAME OF PROVIER DR SOPPLIER STREET ADDRESS, CITY, STATE, 710 CODE

_ 107 BHERIDAN AVENUE
WEST PARK LONG TERM CARE CENTER CODY, WY 62414
Uy i SUMMARY ETATEMENT OF DEFICIENGIES " PROVIDER'S PLAN OF GORRECTHON 5]
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FUL, PREFIX (EAGH CORRECTIVE ACTION SHOULD BE SOMPLETION
TAG REGULATORY QR LG IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TQ THE APPROPRIAYE DATE
; BEAGIENCY)
F$14 | Continuad From page & Fand " s resident o \
upstairs, but thay had not seen It since tha P Fe ] ot ;';::‘:;;.:iir;gla?mﬁzun '
resident moved downstalrs to the flist floor East | od hat 4l
unit about & month ago, revlzwe mtc en;sure t‘b all care
| o, During an interview on 3/27/14 at 8:15 AM :ﬁ: ni:f " :::m hua to be met-on
the DON stated the gel cushion should have '
stayod in the gerl-chal when the residant moved 3 The lin ek assessmonts wil be
downslalrs, At 9:50 AM the DON came back to Lt maderota sk oy highar for
the surveyor and stated she was told by stuff that ressure ulcars, The resident will
the resident had refused the gel cushion, and Ehe' e obsermed (s onsur that
preforrad the egy crate in the gerl-chalr. e o EJ‘S o |
However, reviaw of the medicsl record showed 3 ef"'at“ "ress"l‘: ';f ”; " ;
no documentation the resident had ever refused - ‘"t'f oy es oo residents’
the gal cushion, On H27/14 at 10:30 AM the consistently l"l';'“" it f;’i e“ﬂs
resident was Interviswed. The residant staled | care plans will be updated vo reflect
stha had not refused a gel cushion, When asked pressure r:"m’;“g d‘?”';e“lha'tfm
if sthe praferred the gel cushion or the egg orate kelng used, and any refusals o
foai‘ﬂ, th(’! res[dﬂnt sald "QBL" treatmar-\t will be documented in
F 318 482.25(e)2) INCREASE/PREVENT DECREASE | the medical record.
i the SDG/RN regarding the i
i ‘ -
Based on lhe comprohenslve assessment of a zm’"”a“ce °f p"’“;}‘m drenelvmg ot
resdent, the facility must ansure that & resident evices {0 pr%wmtt € developmen
with & limlted ranga of motion receives of pressisre ulcers. ooed
appropriate ireatmant and services to increase 5] AQUP indicator ";'”.:]"e developa
tangs of motian andlor to prevent further from the review of the skin sk
decreasa in range of motlon. assessments for alt residents who
are at modoerate or gher risk for
pressure ulcers, and the resuits
reported tothe faclity's QIR ;
| This REQUIREMENT 15 nol met as avidenced Cainmittee oh a quarterly basks.
. 6] The D.OWN, will monltor.
Baged on observallon, madical record review )
&nd staff Interviaw, the facility fallad to F 318 The facility will continug to ansute that 5/10{2014
consistently provide range of motion and hand {  tesidents with a Imited ange of imotion
magsage therapy for 1 of 3 sample resldents I recaiva appropriate treptment and
(#65) with renge of matlon limitations. The finding | services to Increase range of motion
were: and/or to prevent further decrease in
range of motien.
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on ) 707 SHERIDAN. AVENUE
WEST PARK LONG TERM CARE GENTER CODY, WY 82414
o) ID SUMMARY STATEMENT OF DEFIC BNGIES ™ PROVIDER'S PLAN OF GORRECTION P
BREFTX (EAGH DEFICIENCY MUBT B PRECEDED BY FUL, PREFIK {EAUH CORRECTIVE ACTION SHOULD B6 [ coMpLeTion
TAG REGULATORY OR 1,56 IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APFROPRIATE | OATe
DEFIGIENGY)]
F 318 [ Continuad From page & F318 | 1} The Restorative Nurse/IN will re-
Review of the 2/9/14 quarterly MDS assessment o 'if’mfm 6% to je?e"“';“* the
| showed resident #56 had functional limitations st to igvtol m‘.?; anee
and upper axtrormity impairment on one sida. ol passive ";'"ge‘f o il
Revlew of the current care plan showed stalf ’eﬂdf"{t{’" e c‘*mhws'nr;
wara to apply & hand rall to the resident's left updated with s 'I"; "
hand dally and the RA was to provids passive ;‘ses”mem an s?':'cl‘” prov Ie "
range of motlon to 1hs Isft hand 2-3 ties weekly, ha accordance with the care plan,
Review of the rastorative care documentation | 2} Al patients with orders for range of
showed the resident recelved this restorative oare motlon traetmant will be assessed by
8 times from. 12/30/13 to 3/26/14 {almost 3 the Restorative Nurse/RNto
months), Perlodic observations from 3/24/14 to determine the appropriateness and
3/26/14 revealad staif did not provide restorative efficacy of the treatment. Based on
care for this resident. During an interdiew on the assessment, the appropriate
1 8/26/14 al 10:30 AM, RA #1 varified the gceuracy Trequency of services will e provided
of the.documentation and stated renge of mofion and documented in the residents’
and hand massages improved the resident's edical record end on the resldents
ability to move histher fingars. The RA further crcplan.
stated the restorative staff were unable to provide 3] Staff education wil be provided by
[ the restorative cara 23 timas & week dua to the SDC/RN to ensure al staff is ‘ .
' staffing schedule changes. aware of the Importance of providing i
368 | 482.35(f) FREQUENTY OF MEALS/SNACKS AT range of motlan, and te notify :
so=e | BEDTIME suparvisory staff If a resident Is not !
recelving services, Ihcluding due to
goh resldent tecelves and the facilly provides at | fefusal of reatraant, so that resident
Jeast three meals dally, at regular times education can be provided and
comparable to normal mealtimes in the documented In the medical record,
community. 4} Aweekly review of the provisionof
. tange of motlon will be conductad by
There must be no more than 14 hours betwaen a the Restorative Nurse/RN, and the
substanllal ovening meal and breakfast the | information will be developed Into a
following day, except as provided helow. : Q/Pindicator and repoited to the
! Q)P Commities on @ quarkerly basis.
The facility must offer snacks at badlime daly. | 8] The D.ON. will monitor,
i
When & hourishing snack is provided at bedtime, F368 | The facllity will continue to ensure that 5¢10/2014
up to 16 hours mey elapse between a substantial ) snacks are offered to afl resldents at
evening meal and breakfast the following day ifa bedtime on a daliy basls, and that the
resldent group agrees to thls meal span, anda | | snacks will be docurnentad as given or
.‘1 refused pet the resident’s preference,
{

FORM CM3:2607(02.80) Previvus Versling Obsolslg
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, F 358 1] All staff were reminded via memo
F 368 | Continued From page 7 by the D.O.N. on 3/31/2014
hourishing enack is served, regarding the importance of
] ensuriing that residents are offered
a bedtime snack,
2] Nursing stafl wiif be educated by
This REQUIREMENT Iz not met as evidenned the Director of Nursing regarding
by: the requirement to provide and
Based on review of resldant snack disiributlan dotument bedtime snacks ona
dosumentation, and resldent and stafi intarview, dally basls,
the facllity falled 1o offer each resident a bedtime 3} The Diractor of Nursing wilf review
| snack. The facility censug was 70, The findings the documantation of snacks on s
WETe! . weekly basls to ansura that
bedtime snacks aré belng offered
Confidential Interview on 8/25/14 &t 2 P8 with to residents and documented.
{ nine residants revealad the facitily falied fo offer 4} A QP ndicatar will be developed
i each resldant & hedtime snack, Each resident to monitar the provision of
confirmad tay oould ask for a snack and would bedtime snacks and the results will
racelve ane, bul were not asked by staff if thoy: be reported to the facility's 0P|
desired & snack, Durlng an Intervisw on /2644 Committes on a quartarly basls.
at 4:20 PM, CNA#| stated staff ware supposed 5) 'the Dlractor of Nursing will
to offer shacke to residents, and thenh dotument monitor.
 the resulls, She stated staff were to cirole "A" for |
accept, “R" for refuse, or "Q" for olher (residant !
sleeping or out of the fackity), However, review of
the "East Sneacks" book for the time period
311114 through 32514 showed no
documentation related to bedtime (HS) shaoks for
any resident. Raviaw of the 2nd floor snack
| logbaok on 3/26114 at 6:10 PM showsd that &
days during the period of 3/11/14 through 3/26/14
faliad 10 include docurtentation that HS snacks
ware offered fo rasldents, CNA #3 stated in
4 Interviow on 326414 at 5:20 PM, resklenis were
offared simcks, but acknowledged the laclk of
docurnentation to substanlista the practica. The
CNA further stated eveninga were busy ang
charting [HS snacks] did not routinely get done. 4/29/2014

F3mn
88eF

483,35()) FOOD PROCURE,
STORE/PREPARE/SERVE « SANITARY

F371

The facllity will continge to ensure that
foad 1s stored, prapared, and
distributed under sanltary conditions.
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degress Fatwenhait (F), The executive chef

took the temperature of the roast, which was 88

stated the soast starled coolihg about "30 minutes
ago.” Review of a posted slgh on the reftlgerator
door showad the following Instructions: "Cooked
fpod MUST be cooled from 135 degreas to 70
dagreas within 2 hours, And then, From 70
degrees to 41 degress within an additionsl 4
hours," Duing an obsservation on %25/14 at 11
AM, the "cooling loy" was reviewad, which wasg
postad an tha refrigerator, [t indicated the
followlng; 1) Roast turkey, 185 deprees on
324114 at 4,30 PM; 85 degrees at 6:30 PM: and
80 dagress at 8 PM, 2) Roast pork, 180 dagrees

4} ID SUMMARY STATEMENT OF DERICIENCIES io PROVIDER'S PLAN OF CORRECTION Py
PREFIX (EACH DEFIDIENGY MUST BE PRECEDED BY FULL EREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSE IDENTIFYING INFORMATION) TAG CROGS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENEY)
F 371 Continued From page 8 F371. 1) Thecoollng log form was revised
on 3/26/ 2034 o more accurately
document the caoling
The facliity must - .
(1) Prosure food from saurces approved of ﬁ:;?i;‘:;;ﬂlsf’p‘?m:gzﬂ;“”d
fa}g?haei)m?; :ﬁﬂsfaotory by Federal, State or local 2 Apolleyand procedire for caoling
(2) Store, prapare, lstridute and serve food ﬁ.’ff ;fss/;v;;flwmte" o approved
tnder sanitary coneltions | 3 Nutrition Sarvices staif wlll be
provided inservice educatfon on
/2942014 by the Mutrition
Sorvices Divector regarding tha
polley and procedure for proper
This REQUIREMENT is not mat a5 evidenced | gooling of foods and completion of
by the coolng log.
Based on obsarvation, raview of posted f 4} Cooling logs wi!dl be regularly
instructions, staff Interview, and review of logg, ravigwed .%“ 8 "’“J’ basis by tlhe
the facility failed to ensure the coallng process for Exacutive Chef and/or Nutrit on .
caoked roasts (TCS food) was followed during a servicas Director g ensure cooke
random ohservatlon i the main kitchen, The food i being properly cooled.
findings were: 8)  The information from the cooling
logs will be developed lato a QU/PI
Observation during the Inltial tour of the kitehen | Indicator and rapotted to the
on 324114 from 457 PM until 5:15 PM revealed a facility's QU/PY Committee on a
pork roast, cut inte smaller pleces, in a pan i the quartgriv basls, ‘
walkIn refrigerater. The food sarvice managar 6) Th;;! Dlreti:tor of Nutrition Services
will menitor,

FORM GME-2667¢p2-00) Mravious Versions Chsolale
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F 371 Continued From page & R
oh 324714 at 4:30 PM; 90 degreas at 6:30 PM;
and 60 degress at 8 PM. The following coneems !
were identifled:
a. Faclllty staft did not indicate ot what ime
| the reasts reached 136.dagrass F (o start the
two hour timeframe to reach 70 degrees F),
Actording to the facillty log, the temperatures of
-the roast were both above 70 degraes F at two
hoeurs, but the starting temperatures ware above
136 degrees F, 1
b, Facility slaff did not documenl any

temperaturas after 8 PR, The last recorded
temperatute at 8 PM was 60 degiiees F 1o+ both
roasts which was ebove the fihal required cooling
temperature of 41 degrees F. Dug ¢ lack of
documentation, it was unable to be delermined
when the roasts would have reached the final
cooling temperature of 41 dagraes F.
- o, Durlng an Interview on 326714 at 10:65
| AM, the food service manager and diatitian 1
both agreed that the proper covllng procedure
could not be verlfied based an the decumeanlation

oh the cooling log.

Actording to the Food Cade 2013, U,8. Public
Heslth Sarvics, 3-601.14, "Cooling. (A) Gooked
TIME/TEMPERATURE CONTROL. FOR SAFETY
FOOD shall ba coaled; (13 Within 2 hours friom §7
degrees C {136 degreas F) to 21 degrees G (70
degrees F); and {2) Within = total of 6 hours from
57 degrees C (135 degrees ) to & degreas C {41
degress F) or less."

F 441| 483,85 INFECTION CONTROL, PREVENT Fadl ... | Thefaciity will continus to maintainan 5/10/2014
gg=¢ { BPREAD, LINENS Infection Control Program deslgned (o
provide & safe, sanitaty and cormdfartable

The facility must establish and maintaln an environment and to help prevent the
infection Control Program designed to provids a development and transmission of
safe, sanitary and somfortable environmant and dissase and Infection,

FORM CMS.2507{02:98) Provios Verslons Ohealate Event IC-GCFOTL Faolity 1B: WYQ035 ¥ sontiruation sheet Page 10 of 13
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F 441 | Continued From page 10 F441 1} One to one education was provided
{0 help prevent the development and transmission to RN #2 on 3/27/2014 regarding
of dissase and Infection. the praper procedure for
disinfacting the glucometer,
{&) Infsction Control Program 2) The Qlucose Maonltoring skilis
The facillly must establish an infaction Gontrol checklist was revised on 4/10/2014
Program under which 1t - to reflect the disinfection time of
(1) Investigates, contrals, and pravents Infections thrag (3) minutes In eccordance
In the facilty: with the propertles of the new Sanl-
(2) Decides what procedures, such as lsolation, cloth P'mdl"“"h‘“ Is currentiy i use
should be applled to an Indlviduel resident; and B N e cond
(3) Maintaing a record of incidents and correctiva ) Allaursing staff who conduct
aclions related {o infactions. glucometer testing have been
assigned a mandatory education
{6) Praventing Spread of Infection moduls regsrding the use and
(1) When the Infection Conlrol Program disinfestion of the glucomater
determines that a resident needs isolation fo between resitlents,|
prevent the spreed of infeation, the facilly rmust 4 Wursing stoff utilzation of
Isofate tha resfdant, glucometers will be abservad by the
2) The facllity must prohibit employees with D.OM. 10 assure proper technique
comimunicable disease or infected skin keslons for infaction control practices,
from direct contact with residants or their food, If 5} The D.OM. will develop o QU/P!
diract sontact will ransmit the dissase. indicator regarding glucometer
(3) The facilty must require staff to wesh their disinfection and report the findings
hands after sach direct resident contact for which | tothe facllity's QIfPI Comnilttee on
hand washing Is Indicated by actepted j  aduarterly basls
professional practice, 8) One toone education was provided
to dietary staff #i1 on 3/26/2014
(6} Linens regarding handwashing protocols.
| Personhal must handly, stere, process and 7] All dietary staff will be educated
trahgpott linens so as to prevent the spread of regarding propes handwashing
infackion, protocnls at a staff maeting
scheculed for 4/25/2014.
8] The Director of Nutrition Services
! will alserve stafi handwashing, and
This REQUIREMENT s not mat as evidenced develop a Q1/P1 indicator from the
by. obsenvations, which will be
Dased on observation, slaff interview, and review reparted to the facklity's CU/PI
of policies and proceduras, the facllity falled to Committes on a quartery basls,
affectivaly disinfect the glucometer during ]
FORM CHIG-2667102-08) Praviols Vesions Obsdiolo vt I0x GG ~Fuciy 19; WY 0002 If continuation sheet Paga 11 of 13



. 04/18/2014 PRI 14116 Fax

= OHLE

PEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

[doLta/ela

PRINTED; 04/08/20144
FORM APPROVERD
OMB NO. 0938-0391

STATEMENT OF UEFIIENCIES (%) PROVIDERIEURPLIERICLIA X2} MULTIPLE CONETRUCTION (%3} DATE SURVEY
AND PLAN OfF CORRECTION IDENTIFICATION NUMBER; A, BUILDING ( COMPLETED
Bas0ay B, WING 032712014

NAME OF PROVIDER OR SUPPLIER
WEST PARK LONG TERM CARE CENTER

STREET ADDRESS, CITY, S$TATE, ZIP CODE
107 SHERHIAN AVENUE
CODY, WY 82414

(X4) o
186

PREFIX |

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY PULL,
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PROVIDER'S PLAN OF CORRECTION
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CROSS-REFERENGED TO THE APFROFRIATE
DEFICIENGY)

o
COMPLETION
DATE

F 441

-Gonthued observation ravealed the RN then
1 usad a Sanl-cloth to clean the glucomeler for
Hifteen seconds after using It for resident #56 and

 for effectively disinfecting the glucometer, Reviaw

[ minutes, then allow Lo alr dry."

adting surface of the tebles and shoulders and
| backs of non-sample residents #11, #20 and #55,

 Intarview with the distary staff (#1) after the

Conlinued From page 11

observations of blood glucose testing done for 3
of 3 resldents (#9, #3E, #73) absarvad racelving
this teet. Tho facilty aleo falled to ensure slaff |
compliad with recognized standards of hand i
hygiens during 1 of 2 mealima okservalions, The
findings wara;

1. On 3264 from 11345 AM fo 11:66 AM, RN #2
was obsatved performing fingerstisk blood
glucoss testing for resldanis, During the
observation, the RN cleansed ths glucometsr with
& Sani-cloth for ten saconds after using i for
rasldent #9 and balore using it for resldent #35,

before uging it for resldent #73. An intarview with
RN #2 on 3/26/14 at 2:00 M reves'ed she was
not aware of the required Sanl-cipth contact fime

of the facliity's Glucose Monilorhg System and
interview on 3/26/14 at 4:50 PM with the 8DC
ravealed the procedurs for disinfesting the
glusomater betwasn residents required the
following steps: "Using two Sanl-cloths thoroughly
welfwrap surfaces of the ghicometer for flve

2. Observation during the noontima meal on
32614 al 12:15 PM showed a member of the
diatary stalf (#1) used a dishtowel to wipe up a
5pi on the floor of the main dining area, At that
lime she was not wearlng gloves and fallad to
wash her hands, immedlately afterward, tha
dietary staff (1) weant to two raskiant dinlng
tables and placed her unwashed hands on lhe

9)  The Dlrector of Nursing and the
Director of Mutrition Services wilt
manitor.

FORM GME-2567 (0203} Pravious Varsions Obaolele

Event 1D: GCPI

Enciltty 1 Wypoas

It conlinvatlon sheel Page 12 6f 13



. 0471872014 PRI 14117 FAY  --- OHLE

Fota/nla

PRINTED: 04/08/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES N OMB NG, 0858-0391
SYATEMENT OF DEFICIENCIES X4} PROVIDER/SUFPLIER/CLIA {X&) MULTIPLE CONSTRUGTION (#2) DATE SURVEY
AND PLAN OF GORRECTION IDERTIFIGATION NIMBER: A BULOING COMPLETED
53802y 1B WiNG 032712014
NAME OF PROVIDER GR SUPRLIER | STREET ABDRESS, GITY, STATE, ZIF CODE
707 SHERIDAN AVENUE
WESBT PARK LONG TERM CARE CENTER CODY, WY 62414
(%4 D SUMMARY STATEMENT OF DEFIOIENGIES P PROVIDER'S PLAN OF CORREGTION {3)
PREFIX (EACH QEFICIENGY MUST PIE PRECEDED BY FUHLL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATICN) TAG BROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 441 | Gonlinuad From page 12 F 441]
observallon confirmed she should have washed '
her hands bafore touching the lables and
residents.
H :
t
el
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