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A complaint survey was condustad in sonjunction !
with the recertification survey by Healthcars :
Licensing and Surveys on 2/23/15 through
2126/16. The complaint Siiivay was promptecd by
complaird Intakes WY00001898 and !
WY00001925, i
The following common abbreviations are used
throughout this document:
CNA-  Certifled Nurse Aide
DON-  Director of Nursing
LPN-  Licehsed Practical Nurse
MDS-  Minimum Data Set
F 354 | 483.30(b) WAIVER-RN 8 HRS 7 DAYSIWK, F 3584
8§8=C | FULL-TIME DON

Except when waived under paragraph (e or () of
this section, the facility must uze the services of g
registered nurse for at laas: 8 consecutive hours

a day, 7 days a week, !

Except when waived under paragraph (c) or (d) of
this seation, the faciity must designate a
registerad nurse {o serve as the director of
nursing on a full ime basia,

Tha director of nursing may serve as a charge
nurse only when the facility has an average dafly
oceupancy of 80 or fewar residents.

This REQUIREMENT s not met ag avidenced
by

ansure a registered nurse was designated as the .

_
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et R "
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wthar safeft TR b (o s v s] ts. {Bee instructions.) Except for nutsing homes, Ihe findings stated above are disclosable 00 days

following (hé date of suw:{@@@tﬁﬁﬁﬁ{i@ a plan of corrdction Is provided, For nursing homas, the above findings and plans of corraction are disclosable 14
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program participation, WY Daf of Hagith
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DON on & full-time basls, The census was 23,
Tha findings were: . ) . .
The facility will designate a registered nurse

Upon entering the facility on 2/23/15 at 4 P, the : 16 serve as the director of nursing on a foll

soclal services director slated the facility did not time basis. This will be accomplished by:

have a full-time DON. She stated the previous - s

RON was now also working at the hospital, ) Glotia Prince, RN, will begin her rolg as
DUm?Q an interview on 2}(23” Bat 4:15 PM the full time Director GINHI‘&mg at Star Vﬂlley

DON stated he was also the DON at the attached Care Center. 0373015
hospital, He slated he started at the hospital Ifan w(‘ J i
around the end of November 2014, When asked Onapha, CompPhere 1 |
how many hours a waek he spent In this facility, (}’o %" e 3 W ), }t—a,
ha staled "abaut 10 to 15 hours.” He slated the Qe PoO) 4 prpyan~ -

MDS coordinator helped with some of the DON wide &9 PR de-

duties, but was not formally sharing the role of
DON. The DON further stated the facity had
hired a full-time DON who would stert the end of
March 2014,

F 363 483,35(c) MENUS MEET RES NEEDS/PREP IN F 383
85=E | ADVANCEFQLLOWED

Menus must meet the nutritional neads of
residents in accordance with the recommanded | ;
i dietary allowances of the Food and Mutrition ‘ ;
Board of the National Research Council, National ‘
Academy of Sciences; be prepared in advance; !
and he followed.

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of the menu and
ractpes, and staff interview, the faciiity fafied 1o
ensure the planned menu was followed for | of 1
meals. The findings were;

Review of the menu for the lunch meal on 2125115
 revealed the alternate meal was eggplant
1

i
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F 363 | Continued From page 2 i F 563 |
- parmesan, spaghetl and marinara sauce, f
parslied cauliflower, and garfic french bread, The .
following concerns wars identified: The facility will ensure planned menus are
a. Observation of cook #1 In the kitchen on served to the residents. This will be
2125015 from 11:26 AM uriil 12:20 PM revealed accomnplished by:
she placed cooked. spaghett awood[es In the o o
steam lable, She did not have marinara sauce | 4) The Dl?ﬁﬁf"y Manager wn]ll (";m‘tduct
mixed in with the: nocdles, nor was there marinara monthly stafl training to ensure regular
sauce on the steam lable. Observation of tray line | menus are correctly followed and served.
service from 12:33 PM uniil 1:07 PM revealad 6  Tho training will be recorded on the quality
residents (#5, #12, #15, $#17, #21, #22) received : calendar and reporied to the Quality
the alternate meal. The residents received plain P Advisory Committes. 04712015
I spaghetli noodles without marinara sauce, f b) “The Dietary Manager wil conduct
i b Review of the daily spreadsheet for the y Manager will col
| alternate lunch mea! for % fZ%."‘I 5 showed the montlly staff {raining to ensure alternate and
i puree meal was to include puree eggptant . speeific dict menus are correctly followed
i parmesan puré& spaghelti & marinars, puree - and serviced. ‘The fratning will be recorded
parslied cauliflower, and puree garlic french | on ﬂ]‘.c q"w‘;“?’ calegdar “’3?3?1’ oried fo the
bread, Observation an 2/25/15 at 11:40 AM | Quality Advisory Committee. 04412715
;ﬁ\g&ffgﬁﬁok #i g)%lflf%d thg t‘-ﬁgﬁ Pli';}t Par”;,i%”‘ ; ¢) The Dietary Manager or designee will
: €00 pureed the cabbage. The i L o e
observations revealed only hot watér was added : ﬁ{fﬂig";m{;'ﬂffgi 1"; :;fii;i‘:ﬁ:f:éﬁ then |
during the puree process. At 12:33 PM resident fﬁlle‘“{*"g 4l sorvedd. The reoute W‘I)lil bo i
10 was Senve d hisiher_ freal from the steam recorded ;n fhe ual’ify c'llen\éfar aﬁci
table; the resident recelved puresd eg%pia:nt erotted o Qquality A‘dviéory 0 it
parmesan and pureed cabbage, Pm ! .ﬂOt d The results will be included in the facility-
received pureer spaghetti & marinara or puree wide continuous quality improvement
garlic french Bread, oarmm 1 overien
e, The recipe book snd manu was reviewed program. 04712115
with the dietary manager on 2025115 &t 117 PM. N , e
; d) The Dietician will monitor monthly for
He agreed that the reg:ipe called for marinara ! on-going compliance to ensure menus are
sauce In the spaghetti. He also stated that tha correctly followed and served. The resulis
pureed meal should have inclided spaghstti and will be ileém ded on the qua‘itj;' cal.e.mh;r and
111.«:»3rmara and french bread. . . Teported fo the Quality Advisory Coramitiee.
F 368 48‘5":35@ FREQUENGY OF MEALS/SNACKS AT ; F 368, The results will be included in the facility-
8=k | BEDTIME i . wide continuous quality improvement
. \ ‘ TOLIANT.
Each resldent receives and the faciiity provides at brogram | 04/12/15
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least three meals daily, al regular times
comparable to normal mesltimss in the
community.

i ¥
i There must be no more than 14 hours between a |
substantial evening meal and breakfast the . :
following day, except as provided balow, : ‘

The facility must offer snacks at badtime daily, The facility will provide and offer each
! regident a snack st bedtime, This will be
When a nourishing snack ts provided at bediirme, accamplished by:
up to 16 hours may elapse betwesn a substantial - - o N
evening meal and breakfast the following day ifa a) The Dietary Manager will provide a daily
resident group agrees to this meal span, and a snack ‘baskat for the nursing staff to offer to
nowishing snack is served. all residents at bedtime 04112715

b) The nursing staff will offer each resident
a snack at bedtime. The aceeptance or

This REQUIREMENT is nat met as evidenced t refusal of the snack offering will be
ihy‘ ) ¢ documented on the Snack Record. L 04019715
¢ Based on observation, and staff and resldent ; . s ] '

interviews, the facility failed to ensure snacks | ©) During weekly IntetDisciplinary Team

wera offe}r;}d at bedtime daily. The census was ; mesting, the Snack Record will be reviewed

23, The findinas were: B i and compliance assessed, The results will

' 4R were. ' be included In the facility-wide continuous

H 1, During a confitentlal group mesting on 2/24/15 ; quality improvement program. 04/12/15

| at 1:30 PM, 4 residents stated they were not
affered badtime snacks. The residents stated
soma residents were on a “"gnack list® and
received snacks, but the rest of the residents
would need to ask for a snack.

2. Observation on 2/25/15 at 6:40 PM revealed 18
residents were seated In the commons areafor
an activity. At that time, CNA#1 was taking a cart
around to each resident room. The CNA was
providing frash water for each resident and was |
passing shacks out to certain residents. Review i
of the snack tray on the carl showed there weare !

FORM CMS-2667(02-90) Previous Versions Dbsolsle Gvent ID: 891641 Facility 1! Wy 0ga9 if continuation sheel Page 4 of§
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| This REQUIREMENT is not met as evidenced

Conlinued From pags 4

snacks [abeled with some residents’ names;
there were no other snacks on tha cart. Interview
with the ONA at 6:45 PM revealed only certain =~ |
residents recelved snacks before bed, When
asketl about the other residents, the CNA repliied
that snacks were offarad after braakfasi and after
lunch, When asked about snacks after supper or
before bed, the CNA again stated that only certaln
rogidents received snaclks, She stated the other
resldents were not offered snacks, but could
receive one if they askad.

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

The faillly must «

{1} Procure food from sources approved or
considered satisfactory by Federal, State or local |
authorities; and ;
{2) Store, prepars, distribute and serve food
under sanitary conditions

hay:

Basad on observation and staff interview, the
facility failed to ensure hot food was held at the
proper holding temperature on the steam table for
1 of 1 meals observed. The findings were:

Observation on 2/25/15 al 1225 PM revealed
conk #1 took the food items off of the steam table
in the kitchen and took the items into the dining
raom. Tha cook had difficuity finding places for all
of the food lterns on the steam tble in the dinlng

room. Therefors, some of the food items,

F 368

F a7
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F 371 Continued From page & L Farti 5 ‘ ;
including a pan of sliced turkey, sat out of (he . The facility will ensure hot foud is heldl ut !
steam table whila she made adjustments. Once ~ the propor holding temperature on tho steam
all of the food items were in the steam lable, the i table. This will be accomplished by:
cook taok temperatures of the hot facd using a . T
! thermometer. At 12:35 PM, the ihermometer (n . @) The Dictary Managor will train the
the pan of sliced turkey read 118 degrees ; dieluy staff regarding 1’“}1’?‘ [‘I"ldmg
Fahrenheit (F), When the surveyar asked the ' :E?ﬁzfﬁﬁifzw'?zfﬁ?égﬁuﬁiﬁrm. the food
conk about the temperalure, an_d confirmed the services temperature record book,
temperature was 118 degrees, the cook stated (4712115

the: turkey “must have sat out of the steam table
too long." The cook made no move to reheat the
Lturkey, and inslead, started gelting plates raady I o helaw the nromar
to serve residents. At 12{3?‘ PM the dietary K‘ ;ﬁ:g%gf;?;&;ﬁ:;:'(' below the prope
manager enterad the dining room and same (o 104712718
the sleam table. The caok did not mention the
low temperature of the turkey, so the sUrveyor
informed the dietary manager of the termperatire.
The dietary manager took the turkey back into the
Kitchen for reheating, During an interview on
2125156 at 117 PM, the dietary manager
| confirmed the cook should have reheated the
turkey since the temperature was too low,

b The Dletary Manager will train the
dietary staff regarding the procedure for ree

¢} The Dietary Manager ot designee will
perform audits 3x/week for 2 weeks, then
weekly to ensurs proper holding
temperatyres arc being recorded,
documented and maintained, The results
will be recarded on the quality calendar and
reported to the Quality Advisory Commiltes,
The results will be included in the facility-

, . wide continzows quality improvement
According to the Food Code 2013, U.S. Public program, TP

Health Service, 3-601.16 Time/Temperature 04/12/15
Control for Safety Food, Hot and Cold Halding,
"(A) Except during preparation, cocking, or

{ cooling, or when time i used as the public health
controlf as specified under 3-501,19, and excapt
as speclfied under (B) and In {C) of thie section, |

TIME(T EMPERATURE CONTROL FOR SAFETY ¢ reported to the Quality Advisory Commitiee,
FOOD shall be maintained: (1) at 67 degrees C The results will be included in the facility-
(135 degrees F) or above, excepl that roasts wide continuous quality improvement
cooked to a temperature and for time specified in progran.

3-401.11(8) or reheated as specified in
3-403.11(E) may be held at a temperature of 54
| degrees C (130 degrees F) or above...*

F 4417 483.65 INFECTION CONTROL, PREVENT F 441

d) The Dietician will monitor monthly for
on-going compliance to ensure propet
holding tenmperafures are being recorded,
documented and maintained. The resulis
will be recorded on the quality calendar and

04/12/13
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« {a) Infection Control Program

* communicable disease or infacted skin lesions

i Personnel must handle, store, process and

Continued Frorm page 6
SPREAD, LINENS

The facliity must establish and maintain an

infection Control Prograrm designed to provide a
safe, sanitary and comfortebla environment and .
to help prevent the developmant and transmissian |
of digsease and infection.

The facility must establish an Infzclion Control
Program undar which 1t -

(1} Investigates, controls, and pravents infections
in the facilily;

(2) Decides what procedures, such as isolation,
should be applied to an Individual resident; and
(3) Maintains a record of incidents and corrective
actions related to Infsctions,

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident nesds Isclation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a

from direct contact with residents or their food, if
direst contact will transmit the disease.

(3) The facllity must require staff to wash their
hands after each direct resident contact for wihich
hand washing is Indicated by acceptad
profassional practice, ‘

{c) Linens

franspart linens go as to prevent the spread of
infection,

FORM CMS-2567{02-99) Pravious Versions Ohsalata Evart 1591611
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This REQUIREMENT s not met as evidenced | i i
by: ; ‘:
Based on observation, policy raview, and staff :
Interview, the facility failed to ensure staff o ‘ . i
followed appropriate infaction control practices The facility will ensure staff follow :
during 1 of 3 observations.of wound cars. The | appropriate infection ¢ontre] practices '
findings were: tluring wound care. This will be i

accomplished by:

[
Observation on 2/24/16 at 11:20 AM revesled i
LPN #1 periormed wound care for resident #15.

8} Wound care for Resident #15 will be

The LPN put on gloves, and then removed the completed according to appropriate infection
resident's shoes and socks. Tha LPN removed = contiol practices. Gloves will be changed
solled bandage from the 4th tos on the resident's between removing contaminated dressing
right foof. The LPN stated there was anopen | and placing the clean dressing. 03/18/15
area between the 4th and 5th toes. Then, using . . . *
the same gloves, the LPN ¢leansed the wound b) Wound care for all residents willbe |
with & wound cleanser, and then applied a new completed according to appropriale infection
dressing to the tae. conrol pra{}ﬁr;:ets. Gloves will be changed
Durlng an interview on 202515 at 3:30 B, bat_wae'r{remo‘wug contaminated dressing
LPN#1 stated she should have changed her and placing the clean dressing. 04/12/15
gloves before applying the clean dressing. ", — - !
On 2/26/15 at 8:35 AM the administrator and ©) Bdueation to all nurses regarding

appropriate infection contrel practices for
wound care, Gloves will be changed
between removing contaminated dressing
and placing the clean dressing according to
facility policy. 04/12/15

DON stated during an Interview that the
expectation was for staff tb change gloves after
removing the old dressing, and to perfarm hand
hygiene before putting new gloves on.

Review of the facility policy tifled “lsclatlon
Precautions," revised October 2012, showex! "3,
Use Standard Precautions for the care of all
residents...D. Wear gloves when touching blood,
body fluids, secretions, excritions and
contaminated Hlems. Put on clean gloves just
before touching mucous membranes and
non-intact skin, Change gloves between tasks
“and procedures on the same residents aftar |
; contact with materials that contain a high ' l
concentration of microorganisms, Remove gloves i [

FORM OMS-2867{02-80) Previeus Versions Obsolats Evanl 1D: 591611 Facifity 0 Wy0Dag If continuation shaet Page 8 of 9

4) DON or designee will perform andits
weeldy for | month, then monthly regarding
wotthd care being perfornied according to
appropriate jnfection control practices and
segording to Tacility poliey. The results will
© be included In the facility-wide continusus
guality improvement program. ¢ 012418
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promptly after use, before touching
non-contaminated iterns and ervironmental
surfaces, and befora going to another resident,
and wash hands Immediately 1o avoid transfer of
microorganisms to other residents or
anvironmants,”

FORM CM5-2667{02-99} Pravious Versions Obsolstn Evenl 1D; $31611 Facility ID: WY0039 If continuation shect Page 8 of 9



