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F 000 | INITIAL COMMENTS F 000
‘The following common abbreviations are used
throughout this document:
COM- Certified Dietary Manager
CNA- Certified Nurse Aids
DON- Director of Nursing
Less commonly used abbreviations will be
annotated in each deficiency. f
F 225 | 483.13(c)( 1)), (€X2) - (4) | yiical Center will not
88=p | INVESTIGATE/REPORT not employ indivifluals who have been
ALLEGATIONS/INDIVIDUALS sing, neglecting, or
The facility must not emplay Individuals who have o .‘. I.CDMO‘F'HW,
been found guilty of abusing, neglecting, or <‘ bnteted into the State
i mmxndwwm } g
a entered Stutemnealde !
of residents or o gffﬂnkprupmr wmpiemﬂwCen—
and report any knowledge It has of actions by a ; d& Registry r
court of law against an employee, which would | iﬁ?de.“A RCmLmd
Indicate unfitness for service as a nurse side or | ;
othar facility staff o the State nurse aide registy | ' 12/14/20%4
or licansing authorities. il be implemented
The facility rust ensure that all alleged violations ires the DON to oheck the
involving mistreatment, neglect, or abuse, registry on a monthly
wmwmgummm basis so the DON can confirm no
on are . ¥ . .
'i"“wlwy"“"bﬁ by admlmi °”‘| mlofther "mw'amnd' findings. The DN will print a copy
to other officials in mccordance with State law | hr the personnel file. 12/14/2014
through established procedures (including to the | 3.CNA#1 will complete the Certified
State survey and centification agency). j. | sgdstry request and it
The facility must have evidence thet ail aileged ealth Care Licensin,
violations are thoroughly investigated, and must 2 DON will also chec
prevent further potentiai abuse whils the ' firm no findings. 12/14/2014
DIREGTCR'S R PROVID ATVE'S SIGNATURE
er NP o
Any mmmamrm?mwmu- Trp——
sufficent protection patients, (Sea instructions. sing homes, the fincifigs stated above are disciosable 90 days
Mmm«wm ot of o
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STATEMENT OF DEFICIENCIES 1 MULTIPLE CONSTRUCTION * 0%3) OATE SURVEY
AND PLAN OF GORRECTION " }mmnm :mmm COMPLETED
534051 B. WING %L/ “}m‘
NAMEUFM(H”MA STREET ADDRESS, GITY, WATE, ZIP CODE
711 DNYX STREET :
SOUTH LINCOLN NURSING CENTER KEMMERER, WY swg‘u
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 0
EACH MUST BE P EACH SHOULD BE wlﬂ'non
iy Jeauamw.acpmn TION) ?ﬂ“ : TO THE APPROPRIATE DAvE

to the administrator or his designated
and to other officials in

' reviewed. The findings were:

This REQUIREMENT Is nat met as evidenced
by:

Basedmmhwotpmvwlmes.staﬂ :
Inm.mdmlewufpoﬁeheammmm, !
the faclity failed to ensure the nurse aide :
. was checked prior to hire for 1 of 1 CNAs (#1)

Review of the personnel file for GNA #1 revealed
| she was hired on 7/1/14. Fur‘ll'lorrevbwdheﬂe .
Mmeﬂdenmmenursaammgmm
mtoumahohﬁmmdlbua,
neglact, or misappropriation of resident 3

Theuaﬂsufulhmmmsmstbonponed f

F225)  implemented by the Director of Nursitig

the monthly QA ‘
compliance is

strated. 1R/1472014

the Haad with check with the appropriate
registries * .
F 253 | 483.15(h)(2) HOUSEKEEPING & F 263 1South Lincoln Nugsing Center will |
8$8=0 | MAINTENANCE SERVICES provide houseke g and maintenance |
The facility must provide housekeeping and ﬁwiccs necessary|to maintain a smimyL
; derly, and ¢ environment. |
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(X2) MULTIPLE CONSTRUC TION (X3) DATE SURVEY
8 NG ... 5 107302014
STREET ADDRESS, CITY, ¥TATE. ZiP CODE
7M1 ONYX 8TREET = °
SOUTH LINCOLN NURSING CENTER KEMMERER, WY 6313+
x4 10 SUMMARY oF o PROVIDER'S P{AN OF CORRECTION
w;%;u mmmzmw% PREFiX Qg@ggmn %
1.The peeling | at the nurses
F 253 | Continued From 2 F 253 s =
mahm.urpvi::necemrytnmmha station will be repaired and the tape
sanitary, orderty, and comfortabie interior will be removed, 12/14/2014
2. The foam that was attached to the
This REQUIREMENT is not met as evidenced of the toilet in thom #108 was remo
: O { - during the surviy. /302014
on cbsesvation and staff Interview, the 3. The mai staff have been
facility failed to ensure a ined and
homelike environment in 1 of 1 resldent aress. in
addition, the faclity faled to ensure resident
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B3A061 B. WING - 10/30/2014
NAME OF PROVIDER OR SUPPLER STREET ADORESS, CITY, B{RTE, ZIP CODE
711 ONYX STREET
SOUTH LINGOLM NURSING CENTER KEMMERER, WY 831!
0W) D SUMMARY GTATEMENT OF DEFICIENCIES | .8 PROVIDER'S PIAN OF CORRECTION (x8)
T edRRMEESSE b | ST [ef
i i
F 309 | 483 26 PROVIDE CARE/SERVICES FOR F 309 South Lincoln Metical Center will provide
8$=p | HIGHEST WELL BEING ithe necessary careand services to attain
Each resident must receive and the facilty must or maiutain the higthest practicable
provide the necessary care and services to attain physical, mental, 4d psychosocial well{
or maintain the highest practicable physical, being, in accordagce with the com-
MimWwM'h i prehensive assessthent and plan of care.
and plan of care, A ' 1. The cushion for resident #3 chair was
i purchased and placed in the residents
| chair 11372014
2.A quality monitdring tool will be i
This REQUIREMENT is ol met @s evidanced :
by: implemented by fthe Director of Nursidg
Based on observation, medical record review, to ensure the resident cushion remainsi
WWIMMM,NMQM in his chair whekeve: he is it in ‘2“4‘,2014
Io provide suppertive and comfortable seating for ; . . 5 J“
1 of 7 residents (#3) in 2 wheeichair. The findings 3. The results of quality improveme
were: | monitoring tool will be reported at the
! Review of the medical record reveaied resident monthly medicaldirector and QA/Q
#3 was admitted with diagnases including meeting until cotfipliance is demon
hemiplegia (paralysie of haif of the body). Review . 2/14/2014
of the 8/2/14 Braden skin assessment risk : 58
showed although the resident was not at risk for St ol eycly cte ail
pressure ulcers, the resident was chairfast (spent a7 5 ( a) ACZJ
most of the time in the chair). Periodic fe5. eS| M\ Sl (04
observation throughout the survey from 1027714 F ok
through 10/30/14 showed the resident spent maost fol Cdhlon - e
of the time during the day in the wheelchair. ;
Further observation revealed there was no
?mhbnhlnﬂ;addw&m:pimdﬂg“wn
non-glip surface) on top the sling seat.
10/28/14 at 11:34 AM the resident was asked If
s/he ever had a cushion in the wheeichair, The
resident responded "Not that | remember, But |
need one. My butt hurts " An interview on
10/30/14 at 7:30 AM with DON #2 revealed the
resident used to have a cushion in the
wheelchalr, but It got a hole in it, 5o the previous

FORM CMS-2557(02-08) Previous Viersiona Obsalate Event |D:43CF 11 Facility 10 WY0044 H continuation sheet Page 4 of 8
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E & MEDICAID SERVICES i B
TATEMENT OF DEFICIENCIES PROVIDER/SUPPLIER/GLIA CONSTRUCTION [X3} DATE BURVEY
:No movogomm i IDENTIFICATION NUMBER: fmm":"[,:l i fF/ COMPLETED
534061 B WiNG : 10/30/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 6FATE, ZIP CODE
SOUTH LINCOLN NURSING CENTER ::HQIER!R,“””IWY“ 831h1
o) STATEMENT OF 0 PROVIDERS OF CORRECTION
%ﬁ {mﬂﬂu&wumw% H:ﬁg): lf (EAGH Tag'r“%nms:ﬁ w'ﬁrm
F 308 | Continues From page 4 F 309
DON ordered a new one, However, the new one {
was not the right size, so the previous DON was
going to order another ane. The DON then left the
facility In May 2014, and staff did not follow up
with the cushion,
m\gnmb?mmmm
Occupational Therapy Physical Dysfunction,
dehEdﬁm.zma,'...B'bcﬂvesaa&ghn
several broad goals, inciuding (1) enhanced
posture, comfort, hyslological maintenance, and
skin protection... sling saat, common o
folding and unlocked wheelchair cross-brace
frames, is the seating slement most often
crlhdbemmtmmpmnmpe!vh
Mnhbﬁ&andnmhﬂumnmno!mmﬂwﬂn“f
F 371/ 483.35(j) FOOD PROCURE, F 371| South Lincoln Nursing Center will ensupe
The e . or considered sati by Federal,
(1) Procure food from sources approved or State, or local ties and will store.
(2) Store, prepare, distribute and serve food | sanitary Wmm J
under sanltary conditions {1.The m in the kitchen and
' dining room be cleaned on a dail
basis by the d staff. 271472014
2.The ceiling above the meat slicer’
will be cleaned fveekly by dietary staff.12/14/2014
'bf';is REQUIREMENT is not met as evidenced 3. The portable . in the dish room will
Based on observation, review of dish machine be cleaned ly by the dietary M.lﬂlm*
temperzature logs, and staff interview, the facility
falled to ensure sanitary conditions related to 2 of
2 microwaves, 1 of 4 vents, and 1 of 1
Htmenﬁmalnaddmnﬂ.&n!hdﬁuﬁmedk)
muhd\shmadﬂnemhcyelehmpumm
FORM CMS-2507(02-99) Pravious Vermions Obsolsts IEvem 10: 42CF 11 Faciily I2: Wygo41 !fconﬂnadoumlﬂm s50f8
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DEFICIENG! MULTIPLE CONSTRUGTION : 0€3) DATE SURVEY
mmonosumnm!s ?um - 3(/ COMPLETED
B, WING : 10/30i2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S{ATE, 23 GODE
SOUTH LINCOLN NURSING CENTER m:n.‘“ﬂml o 1
(XA) 1D SUMMARY STATEMENT OF a7 PROVIDER'S Wmu )
TG | HEGUUATORY OR Lot s My AL Phe. | cioess T THEAPPROPRATE | oArs
F 371 | Continued From page 5 F 3712. A quality monitdring tool will be
Wwas adequate in accordance with manufacturer's implemented byithe Director of
specifications. The findings were: Dietary Servicet to ensure the micro- |
1. The following concerns with cleanliness were wave, vents andifan are cleaned on a
Identified: weekly basis, | 1472014
a. Observation during the Inftial tour on 5 ity i
10/27/14 &t 4:03 PM reveated the interior of the p. The results °f mq::my '"‘p"‘“"ﬂ;
microwaves in the kitchen and the dining room manttoring tool Will be reported at
wers splattered with grease and food particles, monthly QA/Q1 ng until comp)
Observation on 10/28/14 at © AM and 4:20 PM {sdammm] 2/14/2014)

showed the microwaves were In the same L
condition. :

b. Observation the initial tour on
10/27/14 at 4:03 PM and again on 10/28/14 at
4:30 PM revealed the ceifing vent above the meat
elicer in the kitchen had an accumulation of dust
visible.

¢. Observation on 10/28/14 at 4:30 PM In the
dish machine room revealed a portable fan
[mamam,nmmmwm
sink. The fan was visibly dirty and dusty.

d. During an interview on 10/30/14 at 9 AM : 5
with the CDM revealed dietary staff wern
responsid'e for cleaning the microwave, the fan
and the ceiling vents in the kitchen. She
acknowledged the diry condition of the terns. On
10/30/14 at 8:06 AM DON #2 stated nursing steff
were responsible for cleaning the microwave in
the dining room, but there was not a schedule for
cleaning.

Accerding to Food Code 2013, U.S Public Health
Bervice: 4-601.11, *(A) Equipment food-contact
surfaces and utensils shall be clean to sight and
touch.. (C) Nonfood-contact surtsces of
equipment shali be kept free of an acoumulation
of dust, dint, food residue, and other dabris.*

2. Observation during the initial tour an 10/27/14
FORM CMS-2867(02.95) Pravicus Varsioes Otsoiets Event ID: 42CF11
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| temperature
degrees F); (2) For a stationary rack, dual
temperature

on 10/30/14 at 8 AM, the COM stated she had not
mmmdmmmmm
¢ycle temperatures, She stated sha mentioned it
mEnniab(mpanywhowppﬁadmash
machine soap), who told her to raise the booster,
;maewmmmmmbmw.mm
temperatures increased, wash cycle
temperatures did not. There lacked evidence the
mm.mmnmmwmmm

nndwmwﬁngplwy.

According to Food Code 2013, U.S Public Health
gamua:‘l:sot‘l’losh;ledwical
quipment, Wash Solution Ternparature “(A) The
temperature of the wash solution in spray type
wwmhmhtwehntwmsanmm
not be less than: (1) For a rack,
machine, 74 degrees C (165

FH?)":IMBBWCUSO i
degrees F); ortlﬂ‘nhhnk,oonveyor, ual
an?gﬂ'rm,ﬂdqm&scusa
egrees F); or or & multitank, conveyor,
nmmng)o?ummm,wdegmasmmo

AND PLAN OF CORRECTION IDENTIFICATION NUMBER.
634051
NAME OF PROVIDER OR SUPPLIER
SOUTH LINCOLN NURSING CENTER
S pemCeroe
TAQ Jmmoaucmnmmmmnm
F 371| Confinued From page 8 Fang'[‘hadishwadw oe person s
at 4:03 PM and again on 10/29/14 at 10:39 AM ; scheduled to reptiir the dishwasher. nfzmoxi
o ety had @ Hobert hot ater 2. A quality monitbring tool will be
the front of the dish machine indicated that the ; implemented by the Director of
;’;hmw&“.wg | Dietary fo ensure the
mms a minimum o “'Is-h .
180 degrees, Review of the dish machine ,’ offhe Cyefe and rinse cycle sre 4}
temperature logs for August, Septernber and |, the appropeiate 2/147201
Ontobar 2014 revesled that aithough the rinse 3. The results of thie quality improvem
mmWM1de-ﬂ": : monitoring tool ill be reported at the
e - g e e monthly QA/QI ineeting until comp
were recorded in the 130s. During an intarview 1271472014

} is demonstrated.

]
i
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CENTERS FOR MEDICARE & MEDICAID SERVICES ' Q 1
BIATEMEN' DEFICIENCIES FPROVIDER/SUPPLIERICLIA MULTIPLE CONSTRUCTION = {X3) DATE SURVEY
AND PLAN OF CORRECTION g IDENTIFICATION NUMBER; T’m s g/ COMPLETED
53A061 B. WiNG L 10/30/2014
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE. ZIP CODE
741 ONYX STREET |
SOUTH LINCOLN NURSING CENTER | KEMMERER, WY 831}
FRGFK | (EACH DEPICIENCY MUST BE PRECEOER B FULL PREPR (EACH e | sl
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) ™wa CROSS-REFER TO THE APPROPRIATE UATE
|
F 387 | Continued From page 7 F 287 3
F 387 F 287 |South Lincoln Nutsing Centet will ensufe

not iater than 10 days afler the date the visit was
required.

483.40(c)(1)<2) FREQUENCY & TIMELINESS
OF PHYSICIAN VISIT

The resident must be seen by a physician at least
once every 30 daeys for the first 80 days sflar
admissian, and at least once every 60 daye

A physician visit is considered timely If it occurs

This REQUIREMENT is not met as evidenced

on medical record review and staff
interview, the facility failed to ensure timaly
Wﬁmmm1d?ammmidm(}10).
The findings were:

Review of the medical record for resident #10
tevaaled s/he was admittad on 5/15/14. Further
review of progress notes showed the only
physiclan visit was on ©/15/14. During an
interview on 10/28/14 at 2:53 PM, DON #1 stated
muﬁdmw in the clinic in July 2014 for
& fracture, was not @ routine physician
visit. She confirmed the residant did not have =
physician visit monthly for the first 90 dsys as
required by reguiations,

the residents are s:@m by a physician at
least once every 30 days for the first 90
days after admissiin, and at least once

demonstrated,

every 60 days theiizafter.
1. Atthe N medical staff meetinig

the medical were educated on

the requi < for residents being

seen by the phytician, 11/472014
2. A quality moni tool will be

implemented byt the Director of

Nursing to ensure physician visits are

according to 12/14/201
3. The results of

monthly medicat director and QA/QI
meeting until compliance is

12/14/2014
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