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F 000 INITIAL COMMEMTS F oo
Acomplaint survey was conducted in conjunction : ;
with the ragertification survey by Healtheare | j
Licensing and Surveys on 2/23/15 through ! ;
2£26015. The complaint Burvey was prompled by ! ;
complaint intakes WY00001896 and !
1 WYO0001925,
Thws following common abbreviations are used
throughoot this ducumant:
O Certified Nurse Ajds
DON-  Director of Mursing ;
(LPN-  Licensed Practical Niyze i
MREB-  Winimum Data Set
F 364 483.30(b) WAIVER-RN 8 HRS 7 DAYSANK, F 354
s8=01 FULL-TIME DON

i

Except when waived under paragraph {¢) or (d) of
this section, the facility must use the sarvices of &
: registersd nurse for at feast # conseculive hours
Taday, 7 days a week,

Except when waived under paragraph (¢} or {8) of
this section, the facility must designate a
registered nurse to serve as the direclor of
narsing o a fufl time basls.

The direclor of nurging may serve as a chiarge
nurse only whan the facility es at average daily
otcupancy of &0 ar fewsr residents.

This REQUIREMENT s not et as svidancad
by,

i Based on stafl Inferview, the facility faiied to
tensure @ registerad nurse was designsted Bs e

!
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F 354 Gontinued From page 1 L F 354
DON on a full-ttme basis, The census was 23. 5

The findings wers: ]
b The faciliny will designate a regisicred nurse
Upon entering the facility on 223615 & 4 PM, the ! wservenshe director of musing ona Bl
sovial services director staled the facilty did net  fime basis. This will be accomplished by
i have a full-time DON. She stated the previous i o . .
| DOM was now als working at the hospital. . ®) Closia Prince, RM, will begin hut role o3
§ Buring an interview on 202315 al 415 PM the - Tull fime Director of Mursiag al Star Valley ;
| DON stated he was also the DON #t the altached i Cam Center. [ 03730/15
tospital, He stated he started at the hospital e wnt] t
1 eround the end of November 2014, When asked i @m @m}) pEAEL g \ ;
how many hours a week he spent in this facitity, : %@ e } V;;c,x %1‘ }""(}. :
he staled "about 10 to 15 hours.” He slated the ; b ot neyEs .

MDE coordinator halped wilh some of the DON | w‘*{ ,,5"‘ {{{ﬁ% f i !f‘) ' f}”
duties, but was not formally shasing the role of | !
DON, The DON further siated the facllity had i
hired a fuil-time DON who woult start the ead of !
March 2014, : |
F 363 | 483.36(c) MENUS MEFT RES NEEDS/PREP IM
gaef | AAWANCEFOLLOWED

i
i
b
H

Menus must meet the nukritional needs of : i
residents in accordance with the recommended '
; distary allowances of ihe Food and Nutrilion _
! Board of the National Reésearch Councit, National |
Academy of Sclences; be prepared I advance;
arid be followed.

This REQLEREMENT is not met as evidenced
by

| Hased on abservation, review of the menu and
recipes, and slalff inlerview; the facilily fajled to
grasure the planned reny was followed for 1 of 1
meals. Fhe findings ware:

revealed the alternate meal was eggplant

t
¥

i
Faview of the meny for e lunch meal on :‘3!25??5'
l
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F 363 | Gontinued From page 2 ; F 363 i
panmesan, spaghetti and marinara sauce, ‘
parslied cauliffiower, and garlle franch bread. The
following concerns were identified: e facility will ensure planned menus are
P& Observalion of cook #1 in the kitchen on o served to the residents. This will be
| 226418 from 11:28 AM until 12:20 PM reveated | - accomplished by:
' she placed vuoked spaghetii noodles in the : ; . B
steam table. She did nol have marinara savce - P The Dictary Manager will conduct
Frrilxed in with the neodles, nor was there marinara i monthly stall training 1o cnswre regular
sauce on the steam table. Observation of tray line | i menus are corsectly followed and served,
service from 12:33 PM uittil 1:07 PM revealed 6 . The trainiiug will be recorded on the quality
residents (#6, 12, 315, #1721, #122) received calendar and reported 1o the Quality
' the allemnate meal. The residents recejved plain Advisory Cammittee. 04712415
'spaghetii noodles wilhoul marinara sauce. ! N ) o
: b. Review of the dally spreadsheet for the ! B} The Dietary Manger will conduct
! alternate funch maal for 2/25/15 showed the manthly stall’ rainiug 10 enswre alternate and |
puree meal was to include puies eggplaﬂt ~ speeific diet menus are correctly followed ;
f Qaﬂnes'an. purae spagheﬂl & ﬁ‘]afinaral pgjfee i - and S(‘f\"ii’e-d. | l_\l-‘ irsining will be recorded
parsiied caulifiowar, and puree garlic french’ o enhie quality calendar and reported 10 the
bread. Observation on 2/25/15 at 11:40 AM | Quaity Advisory Conmmiitee. CHI2A15
fevealed cock #2 pureed the eggplant parmesan. i " , , ,
At11:45 AM cook #1 pureed the cabbage. The 3 i:_). E}w Ulc[s}ry,m-._nmge.r or designee will
abservations revealed only hot water was added - -+ perlorn ‘“‘:j”‘s Asfweek r"'?“““'; then
during the pured process. At 12:33 PM resident ‘ _wm-":!\!?' to ensury neuus are c‘onfc% ¥ i
#19 was served hisMer meal from the steam mi["fﬁ““' and 59“‘“}“, the resulfs W’l” be
table; the resident received pureed eggplant recorded on the quality ealendarand
parmesan and pureed cabbage, hut did fiot reporied (o the Quality Advisory Commiitea.
recsived pureed Spagi1élti & ma'rinara or puraed The results will be included inthe facility-
gariic french bread wide continuous quality improvement
¢ The recipe book and menu was reviewed progeam. 04717415
with the dielary manager on 2/25/15 at 1117 PM. S . - .
He agreed that the recipe called for marinara <) '_!-hf'ﬁl‘nenuuu} will menitor monthly for
$'auce in the spaghetti. He also stated that the {mwg,umg gompliace Lo ensure menus are |
| pureed meal should have included spaghstti and carectly [:OHO“_’““ and served, The results
rmarinara and franch bread. : will bm‘euu:dm(l}on’[‘lm x\l‘ulnl‘il)’ Luét:ndm gﬁd
¢ - HENCY £ R G AT o TS to the Qualily Ad v;@ry ,om.n‘m%e.c.
F 3681 483.35(f) FREQUENCY OF MEALBISNACKS AT - T 368, The rosults will be inchided in the facility-
Se=k 1 BEDTIME :

§
Each resldent recehves and the facility provides at
! _

!

wide continuous qualily improvement

IECHETRTTL | )
peagraL FOA3AEA
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i

This REQUIREMENT is not mel as avidenced

y by

1 Based on ohservation, and stalf snd resident

s interviews, the facilily falled lo ensure sngcks

j were ¢fferad at bediime dally. The sensus was
23 The findings were:

‘i During a confidential group meeling on 2424/15
i.al 1:30 PM, 4 residents stated they were not
offerad bedtime snacks, The residents stated
some resldents ware on a "snack list"-and
raceived snacks, but tha rast of the residants
woilld need to ask for & snack,

-2 Observalion on 2/25/15 at 6:40 £ revaaled 15
residents were seatad in tha commons area for

s an activity. Al that ime, CNA#T was taking a canl
around to each resldent room, The CNAwas
praviding fresh water for gach resident and wag |
passing snacks oul to certaln residenls. Review

+ of the snack tray on the cart showsd there were

[}

L SURMARY BTATERMENT OF DEFCIGHCIES ] PROVIDER'S PLAN OF CORREGTION (x)
PREFIX IEACH DEFICINGY MUST BE PRECEDED BY Filil, pm«.mx | (EACH CORRECTIVE ACTION GHOULD BE COMPLETION
TAG REGULATORY DR LEG IDEHTIEYING IFORMATION) TG | CROSSREFERENGED TO THE APPROPRIATE DaTE
l DEFICIENCY) )
| X |
368 | Contihued From page 3 F 3688|
feast thiee meals deifly, st regular times i
samparable 1o normal measfimeas in the !
communily. ! ;
i ; i i
1 There must be no more than 14 hours between 4 | :
s SUbstantial evening maal and hreakiust the
toliowing day, excepl as provided below, :
; L . . i
E The faclity must offer snacks at bedtime daily Th:; fhellity wilt pmvnlff ol ({Flur ench
{ resident o stack st bediime, This will be %
i Whan a nourishing snack s provided al bedtinme, arcomplished by: :
tupto 16 hours may elapse belween & substantial _ , .
evening maal and bleaklast the following day ¥ a | @ The D'f’."‘”.}' ‘.\’_1“““5’*-“.",”"’” psovz.ﬁx.‘f;‘d.mi-y
i tesident group agrees to lhis meal span, and a ﬁnack‘.hask‘.:t lol; qim' mupsing stall to offer to
1 nourishing snack is served. } wil rosidents s hediime a812015

. by The nursing staflT will offereach resident
o g snack at bedtime. The aceeplance or
refisal of the snack offering will be
. geepmented on the Snuek Record. :
sl . CBaans
: 3 Dawing weekly InterDisciplivary Team
wmecting, the Srack Record will be reviewed
angl compliance agsessed, The resulls will
be fncheled in the facllity-wide continuaus
quadity tprovemen program.

DA
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F 368 | Continued From pags 4 £ 368
snacks labeled with some residents’ names;

| there were no ofher snacks.on the cart, Inferview
wilh thae GNA at 6:45 PM revealed only certain |
rosidents received snacks befora bad, When i ,
asked aboul the oiner residents, the CNA replied ;
that snacks were offered after breakfasl and aflter
kinch, When askad abowt siacks after supper or
before had, the CNA again staled thal only cardaln
residents receivad snacks She stated the other
residents wern not offered anaicks, Tt coulkt
muelvo one if they asked. ‘ [
F 374 1.483.35()) FOOD PROCURE, LR ary
gz | STORE/PREPARE/SERVE - SANITARY ; :

The facilily must - : i
(1} #Procure food from sourcas approved oF : I
 considerad satisfactory by Faderal, State or Tocal
| authorities; and

| {2) Store, prepare, distribute end serve food t
{ indar sanitary conditions ;

@ i £ e i 2 vt 2t

:
4
|
i
i

| Fhis REQUIREMENT is not met as avidenced
by

Based on ohservation and slafl interview, the
facility fatled to ensure hot food was held at the
proper holding teinperaiure on the steam table for
1 of 1 meals observed. The findings were:

Observation on 2/25/15 at 12:25 PM revealed |
ook #1 ook the food itenms off of the steam lable !
in the kilchen and took the items into the ctining
room. The cook had difficutty finding placss for all
of tha food ltems on the steam table in the dining i
ragen. Therefore, some of the food items, ;
! i : :

FORM CMS.258T2-09) Provious Versions Obsokln Event 1D 801511 Facily 10 WYDHR9 W continuztion shedt Paga 5ofg
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1] 1 1
i ;
F 371 | Continued From page 5 Far: _ _
including a pan of sliced Wurkey, sat oul of the The 'i'alﬁc)éﬂ)r W;!}I enrsuye !.ml !o.od is held ut
steam table while she made adjusiments. Dnce the proper hiolding temperature ou the steam
all of the foad items were in e steam lable, the . tuble. This will be avcomplished by: :
“cook took temperatures of the hot food using a fhe Dictary Manaser selll train the i
 thermometer, At 12:36 PM, the thermomeler in : 3} The 1“).";\[.“.“‘1“'35“:?"',“‘1! 1]”’;'}.' N i
the pan of sliced turkey read 118 degrees fetnry st f_'q;fr ne %"c:,[‘ TT }0 ding F
Fahrenheit (F). When the surveyar asked the tmperatures. A record of the low
cook aboul the temperature, and confirmed the temperatures will be documented in the foogd
temperature was 116 degrees, lhe cook stated services temperature record book. 0411215
the lurkey "must have sat out of the steamn table e ad . I i ‘
i 100 long.” The Gook made na move ta reheal e i: ﬁ;\?? lljiﬁ:r}fﬁi‘f’;’l .\‘v::_i):::lml??m e i
| irkey, and inslead, started getling plates ready n m?"',}m;f’hz;t ﬁ};'c ,:C'fow ;]"w -~ :
to senve residents. At 12:37 PM the dietary ' boldine tonmoratures. R |
manager entered the dining room and came fo | { HOIING fomperaies. R R R
the steany able. The cook did not mention the  ; A The Dielaiv Mensaer o fe '
low temparature of the turkey, sothe surveyor “Lgﬁﬂi:ﬁ:} ;\:;a‘;tg&(i'z(l‘e:?;: el::,;,lf
informed the distary manager of the temperature, fwe‘kl (o ensure proper holding
Tha dietary manager loqk. the “!”“W back Into the tem.pe?'amrcs e l[)Jeiuig recorded
" l:,;tggﬁ% fg{r 11'?31!‘!? gtii;g!'hggg;n?‘ an |n{ewle§v on ; documented and malntained, The resuiis
: canfimed “:l@ c Ok'Sl ﬂ'?imy magagfﬁd g ! * will be recotded on the quality calendsr and
lrkay since lheol N LQ-I’ t( 15\:’?5‘: -eE; ec the v zeporied Lo the Quality Advisory Commillee,
Y > lempera qre Vas 100 low. : The resulls will be included in the facility-
According to the Food Code 2013, U.S. Public witde conlinvous quality improvement
- L e I
; . . ! i ‘REIn, ;
Heailh Service, 3-501.16 Time/Temperature ! progrive R E b B
P - A % H ]
?ﬁntg" for S!af?’ly FQOU. Hotand Cold Helding, ) The Dielician will monitor monthly for
t:(dczlinxc?)?t\:'ﬂl':g mﬁ ?fe_psalzat‘gn'- c?ﬁ;‘lng&?ri it anl-going compliance o ensure proper :
ﬁﬂnirugl.a 1} ; 318 id Sgl "ST 10 pUd ichea i holding tempelatures are being recorde,
s speciied under 3-501.19, and excapt i * documenited nod maintained. The resulls
a5 Specgied under (B) and in (C) of lhis saction, i ¢ will be recorded on the quatily calendar and
'Elg'Eﬁ MPERATL.JRE LO.NTR.OL FOR SAFE‘FY : roported to the Quality Advisory Commiitce,
FOOD shall be mainizined: (1) al 57 degrees C The results will bo included in the facility-
(s e e | kb oo
. - a ' 2 TR
3-401.14B) or rehealed as specified in i Preg D4 LS
| 3403.11(E) may be held at a temperature of 54 ’
degrees C (130 degrees F) or above.,.” !
F 441 i 483.65 INFECTION CONTROL, PREVENT V44
;

FORN CHE-2587(02.49) Frevous Varsuns Olsolete

Evant 1D: 59161
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of disease and infection.

: (a) Infection Control Program
The facility must establish an Infeclion Conlval
Program under which it -

Cir the faclity;

{2) Decides what procedures, such ais isclation,
should be applied (o an individual resident; and
1(3) Maintains a record of incidents and corrective
| actions relaled to Infections. '

{b} Freventing Spread of Infection

{1} When the Infection Gontral Program
datermines that a resident needs Isolation to
prevent the spread of infection, the facility must
isolate the resident.

{2) The fagility must prohibit employees with a
communicable disease or infected skin lesions

: from direct contact with residents or their food, if
direct contact will lransmit the disease,

{3) Tha faciiity must require staff lo wash their
hands after each direct resident contact for which
hand washing is indicated by ascapted
professional practice.

(2} Lnens

: Parsannel must handle, store, process and

s fransport nens so as to praven! the spread of
frdection.

]

fo halp prevent the developiment and lransmission !

{trinvestigates, contrals, and prevents infections ;

¢

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLEZIICLES {%2) MULTIPLE CONGTRUGTION [%3) DATE SURVEY
AND PLAN OF CORREGTION IDEMTIFICATION NUMBER: A BULDING \S COMPLETED
_”_,,wv'“
B C
FIANGY 6. Wik 022612015
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PREFIX [EACH DEFIGIENCY MUST BE PRECEDED BY FULL PoprERX [BACH CORRECTIVE ACTION SHOULD BE | COMPETION |
A ; REGHATORY OR LSC IDENTIFYING INFORMATION) ‘ TAG i CROSB-AEFERENCED TO THE ADPROPRIATE i DATE
o , ; =
¥ 441} Continued From page 6 F 441
8520 | SPREAD, LINENS 5
: " . e |
; The facifily must eslablish and reakvain an :
Infection Controf Program designed to provide & | _
safe, sanilary anid comfortabla environment and !

FORM GS-2567{02-99) Peavious Vamlons Dbsoleia Evaal ) 8061
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i
[
1

DEFICIENGY)

F 441 Continvad From page 7

This REQLIREMENT 13 not met as evidenced
by

Bagad on observation, policy revisw, end siaff
interview, the facility failed to ansure staff
followad appropiiate infection control practices
during 1 of 3 observations. of wound carg, The
 indings were; ;

Chbsarvation on 2/24/15 at 11:20 AM rovealed
LPN #1 performed wound care for resident #15,
Ths LPN put on gloves, and lhen removed the
resident's shoas and socks. The LPN femoved a
solled bandage from the 4th toz on the resident's |
tight foot: The LPN stated there was an open
area between the 4th and 5th toes. Then, using
the same gloves, the LIPN cleansed lhe wound
with a wound cleanser, and then applied a new
dressing to the toe.

Curing an interview on 226015 st 330 PM, |
; LIPM #1 slated she should have changed her
! ghoves before applying the clean dressing.

£n 2126115 at 8:35 AM the administralor end
30N stated during an inlervievs that the
gxpectation was for stalf to change gloves after
- removing the ofd dressing, and to perform hand
hygiene before putting new gloves on.

Review of the facility policy litled “Isolation
Precautions," revised Cotobar 2012, showed "3,
| Use Slandard Precautions for the care of all
residents...D. Wear gloves when louching blcod,
1 body flulds, secretions, excretions and

; sontaminated items. Put on clean gleves just

The facHity will ensure stal¥ folkow

© appropriste nfection comeal practices
during wound gare. This will be
accomplished by

7 a)} Wound gure for Resident #15 will bo
esmpleted accotding 10 appropriate infection
vorirof praciicds. (Gloves will be changed
hetween removing contaminated dressing
and placing the clea dressing,

- D3RS

B} Wound care for all residents will bo i
completed according 1o appropriale infection
! conteol practives. Gloves will be ehanged !
bolween removing romarminated dressing
sl placing the clean dressing,

« R 5

£} Bducation to all nurses regarding
appropriaic infeclion control praclices for
woutil care. Gloves will be changed
hetween retaving contaminated dressing
and placing the clean dressing aeeording to
Faciluy policy,

d) DON or designee will perforn audils
waglly Tor 1 mouth, then monthly regarding
vigemnd cave being performed according Lo
appropriate infection control practices and
accarding to facility policy, The results will 3
¢ be includted o e faeitity-wide continuous '

| bafore {ouching mucoys menibranes and i ; o !
 nonntact skin? Change gloves between tasks + quality mprovesue progrism- IESHENE
f and procedures.on the same residents after

+ contact with malerials that contain a high )

{mncentratiun of microorganisms. Remove gloves | i
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¥ 441 ] Continued From page 8 PR 4d
; promplly after use, before Iouching
nof-contaminated fems and srpdionmental
sutfaces, and before going o snofher resident,
and wash hands immediately to avoid fnmnsfer of
microorganisms o ather residents or
anvironmaents,”
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