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1. Qbservation on 12/9/08 at 6:25 AM revealed
resklent #31 required limited assistance with
activities of daily living (ADL.s). On the resident's
bedside table there was a bottle of eye drops,
Interview with the resident on 12/10/08 at 3:45
PM revealed s/he administered the eye drops
once a day. Medical record review showed there
was not any evaluation as to whether the rasident
was considered safe to administer medications
without staff assistance. Interview with the :
director of nursing (DON) on 12/11/08 at 8:30 AM
confirmed there had been no assessment that
i evaluated resident #31's ability to self administer !
| medications,

2. interview on 12/10/08 at 3:40 PM with the DON
revealed there was only one resident in the facility
that geif-medicated {resident #14), The DON
stated the resident did his/her own nebulizer
treatment. However, review of the medical record
for resident #14 showed the assessment for self

{ administration of medication had not been

and resident have been educated and it has
been documented. It was deterinined the
resident did not desire to have the eye drops

Center has updated the Self-Medication
Assessment on resident #14 with the
Interdisciplinary Team, The evaluation has
been completed and signed by
Interdisciplinary team,

Identification of Regidents with Potential
to be Affected

Facility resident room audit hax been
completed to fook for medications at
bedside. Any newly identified concerns
have been addressed in accordance with the
center Palicy and Procedures for Self
Administration of Medications.

and they have been removed from the center.,

o4 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF GORREGTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (RACH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATORY OR L.8C IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APFROPRIATE QATE
DEFIGIENCY)
F 176 | 483.10(n) SELF ADMINISTRATION OF DRUGS E 176
88=D This Plan of Correction is the center's credibh
| An individual resident may seif-administer drgs if dlogation Y omeron ’
the interdisciplinary tearn, as defined by
§483.20(d)(2)(i), has determined that this Freparation and/or exsoution of this plan of coveection
: practice is safa does .nar constiiile admission or agresmant by the .
p : pravider of the trulh of the focts alleged or conclusions
set Jorth i the statement af deficiencies. The Peonof
correction is prepared andior exocuted solely beoguse
: This REQUIREMENT is not met as evidenced it it vequirad by the provisions ¢f federad and state o,
by: .
Based on observation, staff inferview, resident F- 176 Self Administration of M Completion
interview, and medical record review, the facllity ) _ | Date: Jan
j failed to ensure 1 (#31) of 11 sample residents Corrective Action for Identified Residents | 12 2009
and 1 (#14) non-sampie residents who .
seif-administered medications were evaluated by Eye drops have been removed from resident |
the interdisciplinary team as safe to do so. The #31 after asking the resident, The family
findings were; had brought the eye drops to the resident
| with out the knowledge of the staff. Family
AY
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KA ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PHEFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX. {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLILATORY OR LSC IDENTIFYING INEGRMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
F 176 | Continued From page 1 F 176
, completed. The area for the interdisciplinary team This Plan of Correation is the center’s credibile '
i recommendation was blank, and there was no allegation of compliance.
date.
. Praparativn andfor éxecntion of this plan of correction
F 221 483.13(a) PHYSICAL RESTRAINTS F 22| o e o on of m‘;_,mg;y it
88=D provider of the truth of the facts allaged or conciugions
The resident has the right to be free from any setfarfri_l in the sratemg;ﬂ"g geﬁzmzmoﬂgr’e ﬁi’; :{e
physical restraints impossd for purposes of i L PISPATEa GRAOr &neti & '
' discipline or convenience, and not required to it vaquired by the provisions of fedsral and stats lav.
reat the resident's medical symptoms. Corrective Action to Prevent Reeurrence
s . . The Nursing Staff will be inserviced by Staff
g!r;_ls REQUIREMENT i& not mat as evidenced Development Coordinator (or designes) on
Based on observation, statf interview, medicai the senter Policy and Pr ‘;g‘:“;fjslgﬁ;fgmg
record review, and review of the facility policy on medications at bedslde
! rastraints, the facility failed to perform an '
o evaluation to ensure the use of physical restraints I .
was required to treat medical symptoms for one Monitoring/Quality Assurance
i who wasg physicall . . .
; iﬁ:ﬁ;&fawﬁmﬁagggzlaimf Py v The Director of Nursing (DNS) or designes
) ’ will do random weekly audits for 6 weeks to
Observation on 12/8/08 at 4:20 PM revealed ﬁi‘;‘;gﬂ;‘;“;ﬁﬁﬁ‘ﬂhg;m;’:n“"d
- resident #44 had a seatbelt on while in his/her :
wheslchair, Periadic observations from 12/8/08 . \ .
through 12/11/08 revealed each tims the resident At the completion of the audits the Director
was in the wheelchair, the seatbelt was used. o 1:" & ot ‘% rfomancg T ovement
: Review of the physician's orders revealed an E‘Lm;'t‘:: ((3ua?i e " Co]:nrmi oo
order for physical restraints was written on D N Ty tilisation Coopdineros
11/18/08, Review of the medical record revealed . ’“’:“lc’s' . smg* Activities Diroctor)
there was no evaluation performed to determing ,I;‘“E E"",‘:t""‘ a“,“ thc . ;‘ltﬁ I e moed
the medical necessity for the physical restraint. ¢ eﬁ.lr(:lmm 3? Wi q en ﬂ" TMIng the nee
There was also no evidence that less restrictive or further audits and reports.
| alternatives had baen attempted prior to utilizing
the physical restraint. Interview with registered . o
nurspa {RN) #7 on 12/10/08 at 3:15 PM revesled Director of Nursing will be responsible for
she was unaware of an evaluation having been continued compliance.
done for the physical restraints but stated the
resident had experienced falls out of the :
wheelchair Correction date: i
' f January 12 2009 ,
FORM GMS-2667(02-98) Fravious Veralons Cbsulete Event ID: FXED11 Faclity |D: WYTozp If continuation sheet Page 2 of 32

2T

B 3ovd HLWIH WINED HLINOS

648/ -pEE-LBE GCHLT BRAZ/LR/TO



PRINTED: 12/24/2008
FORM APFROVED
OMB NO. 0838-0391
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BBel)
| The facility must promote care for residents in a
manner and In an environment that maintains or
enhances each resident's dignity and respact in
full recognition of his or her individuality,

This REQUIREMENT is not mat as evidenced
| by: ,
i Based on observation, staff interview, family E
interview, and medical record review, the facility
failed to ensure dignity was maintained for one

{#44) of 11 sample residents. The findings were:

Revigw of the 12/8/08 quarterly Minimum Data
Set (MDS) assessment revealed resident #44
required extensive staff assistance for dressing.
! Interview with a family member on 12/8/08 at 7

SYATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE BURVEY
AND PLAN OF CORRESTION JIRENTIFICATION NUMBER: COMPLETED
A, BUILDING
N, o o
B. WIN
535036 12/11/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
542 16TH STREET
SOUTH CENTRAL WY HEALTHCARE &
LTHCA RAWLINS, WY 82301
XD SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORRECTION {XE)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROFRIATE DATE
; DEFIGIENCY)
)
F 221 | Continued From page 2 F 221
. . ] . This Plan of Correction is the center's credible
Review of the facility's policy on restraints, dated allegation of complianes.
. | 4/28/06, revesled the following Instructions: Preppirarion andlor exsouton of s plam of correci
. L FeClion
| & Before the use of a restraint, the dloes nat constitute acmtssion or agreement by the |
i Interdisciplinary team assesses th_e realdqnt ta pravider of the trth of the facts affeped vr conclusions
| determine the presence of a specific medical s¢t forsh in the statement of defiiencies, The plan of
' symptom that would require the use of restraints. corraction ix prepared andior execuied solely bocause
: b. Determina how the use of restraints would 18 required by the provisions of federal and state lav.
! treat the medical symptom and protect the _
i resident's safety. .
! ¢ The least restrictive device is to be used. ¥ -Tag 221 Physica) Restraints - dan 122009
d. Documentation in the resident's medical ) \ ) |
| recard shows evaluation of the effectiveness of Corrective Action for Identified Residents ;
| least restrictive method of restraint. . .
Interdissiplinary team completed evalnations
| nterview with the district director of dinical and o tames o R“'S‘;’e’};#‘“ far use ofa
“~ | operations (DDCO) on 12/10/08 at 3:30 PM selt-releasing belt on 12/09/2008.
' revealed an evaluation was complated on
12/10/08, 22 days after the initiation of the Care plan was updated on 12/10/2008 to
physical restraint include the use of a self-releasing belt when
F 241 . 483.15(a) DIGNITY Fogq I the wheelchair., Attempts are in process to

notify the family reparding the updates on
the chauges in the care plan,

Identification of Residents with potentig)
to be affected

A baseling audit has been completed to
slentify residents with physical restraints.
Corrections have been made for newly
identified issues.

Corrective Action to Prevent Recurrence
The Licensed Nursing staff as well as the
C.N.As will be inserviced by Staff
Development Coordinator (or designee) on
Polivies and Procedures the use of restraints,
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W
535026 12/11/2008

NAME OF PROVIDER QR SUPPLIER
S0UTH CENTRAL WY HEALTHCARE &

ETREET ADDRE2S, CITY, STATE, ZIP CODE
342 16TH STREET

RAWLINS, WY B2301

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORREGTION T
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! compLeTIoN
TAG REGULATORY OR LSC IDENTIFYING INEFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE bate
DEFICIENGCY)
F 241 ; Continued From page 3 F 241
: PM revealed the resident liked to wear pajamas Thiz Plen of Covrection Is the center's credible
to bed each night. Further interview revealed the allsgation of compliance.
. family washed and provided the pajamas for the )
' ; . . ] Freparation and/or exeention of this plan of correction
 resident Review of the /23/08 timed from & AM ook ot comatints cmioston st of core
I o nursing noteg revealed the resident pravider of the truth of the facts allaged or conclusions|
: preferred to wear pajamag brought from home to set forth in the statement of deficiencies. The plon of
| bed at night, Observation on 12/9/08 at 8:16 AM worrectlon is prepared and/or executed solely bucause
! revealed the resident was in bed wearing a dress itis required by the provisions of fedéral and siate law.
. shirt (observed on the resident at 5 PM on the
! gvening before) and incontinence briefs. Interview
with certified nurse aide (CNA) #8 at that time _
( tevealed she was unsure( why the resident was Monitoring/Quality Assurance
i not wearing his‘her pgjamas. . . .

F 274 | 483 20(b)(2Y(ii) RESIDENT ASSESSMENT- Fa74| Lo Director of Nusing (DNS) or designes
<D | WHEN REQUIRED wi comple}e andit charting, assessments,
3540 and evaluations rolated to physical restraints

™. | Afacility must conduct & comprehengive to validate accurate and appropriate

assessment of a resident within 14 days after the g"“"m"}‘“t:g“ o plt?“"i'_, This ‘“'l'c““;“hg will
facility determines, or should have determined, © complated weelly for four w‘:’? 5, thett
that there has been @ significant change in the monthly or as directed by the Performance

. A . - Im t Committee. At the completion

provemen p
resident's physical or mental condition. (For £ the audits the Ditector of Nursi i
purpose of this section, a significant change ot fe audl sl‘ e Lrec °r];’ P arsmg wi
means a major decline or improvement in the ;"p"“ comp mé‘“e ta the Per o e
resident's status that will not normally resolve “‘Pm""’me"t.m“mmm‘.’ (Quality
itself without further intervention by staff of by Assurapce). ¢ Committee will then
implementing standard disease-related clinical detetnine the need for any further ,
interventions, that has an impact on more than audits/roports. ?
one area of the resident's health status, and
requires interdisciplinary review of revision of the Responsible Party
care pian, or both.) ! The Director of Nursing will be responsible
: i for continued compliance.
This REQUIREMENT Is not met as evidenced i ,
by: I Correction Date
Based on observation, staff interview and medical January 12 2009
tecord raview, the facility faited to ensure a
significant change Minimum Data Set (MDS)
assessment was completed for 1 (#44) of 1 i
sample resident who should have had a ! i
FORM CMS-2667(02-00) Fravious Verslons ©bsolete Bvant ID: FXED11 Faaiity 10: WY0Q20 If confinuation shest Page 4 of 32
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535036 12/41/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, ZIP GODE
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL FREFIX {EACH CORRECTIVE ACTION SHOULD BE GUMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENGY)
F 274 . Continued From page 4 F 274
' significant change assessment. The findings Thia Pleot of Carvection is the center's eredible
ware,; allegation of complionce,
Acearn ding to the Centers for Madicara and gmparatron ar:d/’or ;ﬁx:::tjion af this plom of earvectios]
(iH
"Medicaid Services revised Long-Term Care pfii,ﬁiiij'f,‘ie mfm afrhl:}:cﬁ:g&iﬁ?ﬁfaﬂiﬁiﬂﬂ#ﬁ
| Facllity Resident Assessment Instrument User's st forth in.the statemant of defiziencies, The plan of
| Manual, Version 2.0, Revised May 2008, page corneciion ‘;ﬁ"ﬂfﬁd andior 9”““"5““ ’,"’fg ad
2-7, "If a significant change in status is identified i fs raquired by the provisians of federal and state law
in the pracess of completing a Quarterly
assessment, code the assessment as a4 SCSA
| [significant change in status assessment] and Jan 12 20bo
complete a comprehensive assessment. Do not F-241 Diguity an P
| code it as & Quarterly assessment.” Examples of
' a significant change included any decline in @ Corrective Action for Ydentified Residents
| resident's incontinence pattern fromQ or 1toa 3 ,
| or 4, Also included in the examples was a weight g':s?:g:fhl::‘gi:m‘f:; gl‘:’;:r“;ﬁ;rs:;ﬁ on
! 0 i
— ; loss problem (5% change in 30 days....). resident #44's dosite to wear pajamas 10 bed
| Review of the 9/15/08 initial and the 12/8/08 cach night (por fomily roquest). The
| quarterly MDS assessments for resident #44 mservics includes charting when the resident
! revealed the following concerns: refutses to wear his own pajamas on the back
a. Review of the 9/15/08 Initial MDS of the ADL Flow Sheet,
assessment for the resident revealed s/he was .
continent of bowel and bladder (coded as 0) The care plan for Resident #44 has been
Review of the quarterly 12/8/08 MDS assessment | updated to reﬂ:ect the res;d;:lm s preference
revealed the resident was incontinent (all or far wearing pajamas at night-time to bed.
aimost all of the time) of bowel and bladder The care plan also reflects the resident’s
(coded as a 4}, Observation on 12/9/08 at 8:30 intermitent refusal to ohange into pajamas
AM revealed the rasident was incontinent of for bedtime. The family will be updated
: urine. Interview with CNA #8 at the time of the regarding tretids in refusals to wear pajamas
 observation revesled the resident was almost it bedtime during cars conferences.
: always incontinent, . . )
b. Review revaaled the resident experienced The resident #44 will be monitored on the
a weight loss of greater than 5% in 30 days. ADL Flow Sheet for wearing pajamas to
Raview of the nutrition notes dated 12/4/08 bed.
revealed the resident experienced a weight loss o
of 6% in 30 days, Identification of Residents with Patential
; to be Affected
Interview with the MDS coordinator on 12/10/08 at .
All rezidents have the potential to be
FORM CMS-2607(02-50) Pravious Verslons Obaolata Eveni 1D, FXED 11 Facilty IB: WY0029 if 2antinuation shest Page 5of 32
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SENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT QF DEFICIENCIES [(X1) PROVIDER/SUPFPLIER/GLIA X2} MULTIIRLE CONSTRUCTION
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oay D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S FLAN OF CORREGTION L)
PREFIX : (EACH DEFIGIENCY MUST BE PRECEDED RY FULL PREFIX (EACH CORRECTIVE ACTION SHOLULD BE | COMPLETION |
TG REGULATORY QR LSC IDENTIFYING INF ORMATION) TAG GROBS-REFERENCED 1O THE APPROPRIATE DATE
X DEFIGIENCY)
F 274" Continued From page & F 274 |
‘ 12115 PM revealed she did not consider the This Plan of Carrvection is the center's credible ’
| resident to have had a significant change in allogation of compliancs, i
! condition, Preparation and iom of this plan af :
F N ANA/OF sxeculion qf IRIX b, afeorrection
F 278 | 483-20(9) - (J) RESIDENT MSESSMENT F278 dots nof constitute adrmiission or ggresment by the

552k
| The assessment must accurately reflect the
| resident's status.

provider of il iruth of the fagts alleged or conclusions
serJorth in the statement of deflciencies. The plan of
carreclion is prepared and/or executed solely becausa .
33 requived by the provisions of federal and state lmv;{

' A registerad nurse must canduct or coordinate affected j
| each assessment with the appropriate '
| participation of health professionals,

Corrective Action to Prevent Recurrence |

: A registered nurse must sign and certify that the

assessment is completed, Staff Development Coordinator (SDC) or

designee will inservice all staff on dignity,
including adhering to resident personal

Each individual whe completes a portion of the preferences regarding vares,

| assessment must sign and cerlify the accuracy of
that portion of the assessment.

)

Under Medicare and Medicaid, an individuat who Monitoring/Quality Assurance

willfulty and knowingly certifies a material and

 false statement in & resident assessment ig
subject to @ ¢ivil money penalty of not mare than
$1,000 for each aggessment; or an individual who
willfully and knowingly causes another individual
to certify a material and false statemant in a
resident asgegsment is subject to a civii monay
penalty of not more than $5,000 for each
assessment.

Clinical disagreement does not constitute a
material and false statement,

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, and staff

. interview, the facility failed to timely complete the
i resident assessment protocol (RAP) summaries

The Director of Nursing or designee will do |
random weekly audits for 6 weeks to '
monitor that resident #44 is being offered to
wear pajamas at night.

1
The Dirdctor of Nursing or designee will
report trends to the Performance
Improvement Committee (Quality
Assurance) for review and

| recommendations,

Director of Nursing will be responsible for
continued compliance.

Correctlon date:
Jatiuary 12 2009

FORM CMS-2867(02-08) Previous Versions Obsolate Evant J0: FXED 11 Faciity 1ty Wyo029 i continuation sheet Page § of 32
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A, BUILDING
o c
535036 B wing 12/11/2008
NAME OF PROVIDER O BUPFLIER STREET ADDRESS, CITY, BTATE, ZIP CODE

SOUTH CENTRAL WY HEALTHGARE &

542 16TH STREET
RAWLINS, WY 82301

1. Review of the 4/23/08 admission Resident
Assessment Instrument (RA1) for resident #21
showed the registered nurse (RN) coordinator
sigred (at VB2) that all Resident Assessment
Protocols (RAPs) were complete on 4/23/08,
However, the RAPs for psychosocial, mood, and
activities were dated as having been completed
on 4/27108.

2. Review of the 6/5/08 annual RAI for resident
| #35 showed the RN assessment coordinator
 signed that all RAPs were completed on 6/5/08,
« However, the RAP summary for psychosocial
_wellk-being was dated ag being complated on

' 6/11/08 and the RAP summaty for mood state

{ was dated as completed on 8/19/08,

3. Review of the 4/10/08 initial RAI for resident
#41 showd the RN coordinator signed that sl
RAPs were completed as of 4/10/08, However,
the RAP summaries for psychosocial well-being
and maod state were dated as completed on

| 4115/08,

i

: 4. Review of the 11/5/08 annual RA for resident

| #42 showed the RN coordinator signed that ail

i RAPs were completed as of of 11/5/08, Howevar,
the RAP summaries for psychosocial well-belny,
mood state, and behavioral problems wers not

{%4)1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION X8
PREFIX¢ (EAGH DEFICIENCY MUST BE PRECEDED BY FULL, PREF)X (EACH CORRECTIVE AGTION SHOULD B COMPLETIQN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 278 | Continued From page 8 F 278
for 8 (#4, #8, #13, #21, #31, #35, #41, #42, #44) This Plan of Correction ix the canter's cradible
fof 11 sampla residents, The findings were: allagation gf complience.
: i ; Praparation andor exeoution af this plan of correation
Review of the Centers for Medicare and Medicald does nat sonstitute adimission or agresmeai by the
Services (CMS) RAI User's Manual, version 2.0, Brovider of the truth of the facts afleged or convhasians
' page 3-2348 revealed VB2, ", Date that the RN set forth in the statement of deficiencies, The plan of
coordinating the Resident Assessment Protocol correction tz ;;Wjiaemdandlfar exam;:ds}al.e{y becamse
(RAP} assessment process certifies that the I is required by the provisions of fodsral and siate faw
RAPs have been completsd.” The following '
concerns were identified: i
! =274 Significant Cha Jan 12 204

Corrective Action for Identified Residents

A significant change MDS was completed
oft resident #44 on 12/12/2008.

The care plan has been updated related 1o the
Significant change MDS. The family will be
updated with the care plan changes during
care conferences or when there has been a
sighificant change in condition.

The District Director of Clinical Operations
has inserviced the Case Mansager on
completion of updated MDS with significant
changes in condition.

Identification of Residents with Potential
to be Affected

- All residents who have a significant change
have the potential to be affected.

'
H
i

|
Corrective Action to Prevent Recerrence

The Case Manager or designee will inservice
nurges and Interdisciplinary team on

FORM CMS-2587(02-08) Frovigus Versions Obsolsts Event ID: FXED11 Fachiy ID: WYDoze If continuation shaet Page 7 of 32
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dated as completed untif dated 11/12/08.

- 5. Review of the 9/15/08 Initial RAI for resident

: #44 showed the RN coordinator signed that all
RAPs were completed as of B/15/08. However, all

* RAP summarias were actuaily dated ag

| completed 8/18/08, with the exception of

| peychosocial well-being, which was dated on
8/17/08.
6. Review of the initial MDS assessment dated
11/30/08 for resident #31 showed the VBZ date

" was 11/30/08, indicating the RAP assessment
wasg completed, However review of the individual
RAP summaries including: cognitive lose,

. communication, ADL function, psychososial

i well-being, activities, falls, nutritional status, and

b, | pressure ulcers showed they wers all dated after
11/30/08. All were dated 12/3/08, except cognitive

loss, which was dated 12/2/08.

7. Review of the RA for resident #4 revealed the

: RN assessment coordinator signed that all RAPs

: were completed on 8/12/08. However, the

i psychasocial well being and mood RAP

» summaries were signed as having been

| completed on 8/15/08.

|

| B. Review of the RAI for resident #8 revealed the

: RN coordinator signed that all RAP summaries

" were completed on 10/22/08, However, the

. cognition, aclivities of daily living (ADL), falls,

- nutrition, dehydration, and pressure ulters RAP
summaries wers all signed as completed on
10/29/08, )

' 9. Raview of the RA! for resident #13 shawed the
| RN coordinator signed that all RAPs were
' carriplete on 11/18/08. However, the mand,
| psychosocial weil being, and delifum RAP

| summaries were sighed as completed on

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3) RATE BURVEY
AND PLAN OF CORRECTION iDENTIFICATION NUMBER: COMPLETED
A, BUILDING
"ﬁ\ B, WING C
535036 o 12/11/2008
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIF CODE
5§42 16TH §TREET
SOUTH CENTRAL WY HEALTHCARE &
RAWLINS, WY 82301
{X4) 1D i SUMMARY STATEMENT OF DEFIGIENCIES 18] PROVIDER'S PLAN OF CORRECTION F %)
PREFIX | {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREF!X {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DBATE
; DEFICIENCY)
1
F 278 ; Continued From page 7 F 278

This Plem of Cotrection iy the center's credible
allegation of compliance,

Freparation and/or execution of this plan of corvection
dpey nat constitute admission or agreement by the
provider of the ruth of the fucts alleged or conciysions
selfortk in the statement of deficiancias. The plan o
correction is prepared andior execuled solely because
it is required by the provisions of federal and state Ime.

significant changes and sighificant change in
statis assessments.

The Case Manager or designee will run 3
comiparison report on MD5s before

cotnpleting MDS to assure that a significant :
change is not migsed.

Monitoring/Quality Assurance

The Director of Nursing ot designee will do
random weekly audits for 6 weeks to
tonitor MDSg for significant changes,

At the completion of the audits the Director
of Nursing or desighee will report
compliance to the Performance Improvement
Committee (Quality Assurance). The
Cormntnittee will then determine the need for
further pudits and reports.

Director of Nursing will be responsible for
continued compliance.

Correction date:

January 12 2009

FORM CM5-2667(02-09) Fravious Versions Dbgolete Event |} FXED11
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| plan far each resident that includes measurable
| objectives and timetables to meet a resident's

' medical, nursing, and mental and psychosocial
' needs that are identified in the comprehensive

| assessment,

The care plan must describe the services that are
| to be furnished te attain or maintain the resident's
| highest practicable physical, mental, and
| psychosacial well-heing as required undar
| §483.25; and any services that would otherwise
| be required under §483.25 but are not provided
: dus to the resident's exercise of rights under
. §483.10, including the right to refuse treatment
| under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on medical recard review and staff
interview, the facility failed to develop
comprehensive care plans for 3 ( #4, #8, #13) of

Identification of Residents with Potential
to be Affected

All residents have the potential to be
affected.

Corrective Action to Prevent Recurrence

The Disttict Director of Clinical Operations
will educate those members of the

on the proper dating of RZb/Vb2 dates,
Social Service Director or designes will be
educated once she returns from FMLA.

The Case Manager or designee will print out
the RAPR without dates to allow the
Interdisciplinary Team bas 7 days to
complete the RAPS after the cotnpletion of
the MDS,

Interdisciplinary Team who complete RAPS |

RA

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NCQ, 0038-0301
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SLIPPLIER/CLIA (¥2) MULTIELE CONSTRUGTION (%) DATE BURVEY
AND PLAN OF CORRECTICN IDENTIFIGATION NUMBER: COMPLETED
A, BUILDING
N B. WING c
535036 ) 12M11/2008
NAME OF PROVIDER OR SUPPLIER STREET ANDRESS, CITY, STATE, ZIP CORE
842 16TH STREET
TH CENTRAL WY H ‘ RE 8
SouT EALTHCA RAWLINS, WY 82301
(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES [ ] PROVIDER'S PLAN OF CORRECTION (¥5)
PREFIX (EACH DEFIGIENGY MUST BE FREGEDED BY FULL PREFIX {EAGH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGILATORY DR LS IDENTIFYING INFORMATION; TAG CROBS-REFERENCGED TO THE APPROPRIATE DATR
DEFICIENCY)
F 278 | Continued From page 8 F 278
11/19/08 and the cognition, vision, ADL, activities, This Plan of Correction is the center's credible
« hutrition, urinary incontinence, dehydration, and allagation of compliance,
pressure ulcers RAP summaries were signed as » — J this e of
reparation and/or execution of this plan of corvection
completed on 11/24/08, ‘ dovs nof constitute adwmission or agreement by the
. : provider of the truth of the facts alleged or conclustons
10. interview on 12/10/08 at 2:10 PM revealﬂd the set forth in the statement of defiviencies, The plen of
MDS coordinator was aware the RN coordinator correction it prepared and/or exeoutad salely becosa
| was not supposed to sign off at the VB2 Section 1845 required by the provisions of federal and stats law.
 until all RAP summaries were done. - $
F 279 | 483,20(d), 483.20(k){1) COMPREHENSIVE Fero| E2Z t Assessment Jan 122049
=0 | CARE PLANS
83D Corrective Action for Ydentified Residents
" A facility must use the results of the assessment . . o
' to develop, review and revise tha resident's The Diswriet Director of Clmlt_:al Operations
, comprehensive plan of care. has educated the M[_)S Coordinator and the
: DNS on the approptiale process for
— The facility muet develop a comprahensive care completing, sighing and dating the RAPs,

FORM Ch3.2587(02-88) Fravious Varslons Obsolats Event ID: FXED11
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IENCIES ' PROVIDER'S PLAN OF CORRECTION i 5
F(')l(:E)FjI[})( ’ (EAC?&%ESEE%&SESE%S;?ES&%ED BY FULL F'R‘EFIX ' (EACH CORRECTIVE ACTION SHOULD BE | GDM#‘LE)TION
TAG REGLILATORY OR LEG IDENTIFYING INFORMATICN) TAG CROS8-REFERENCED TO THE APPROPRIATE @ PATE
| : PEFICIENCY) |
i {
F 279 | Continued From page 9 F279
| 12 sample residents, The findings were: This Plan of Corvection is the center's credibls
altegation of comphicnce.
I 1. Medical record review for resident #4 revealed . oo _
| saction V (psychosocial well-being) of tna RAI dﬁfﬁ i‘:::; ;?m i’,:’;‘,f.‘,?;‘;f;";' 3{ fg’ﬁﬂ%ﬁf ;;:;:crmu
’ dated 8/4 ?IOB, would be addressed in the care . provider of the irith of the facts alfeged or conclusions
plan. Review of the care pian, however, revealed set forth in the stetement of deficiencies. The plan of
| the problem of paychosocial well-being was not , carroction is prepaved andlor evecuted solely berause
! addressed. Interview on 12/11/08 at & AM with U 13 vequired by the provistons of federal and siarg law,
| the Minimum Data Set (MDS) coordinator
. confirmad this problem should have been )
| addreseed in the resident's plan of care. The Case Manager or designee will do
! random weckly andits for 6 weeks to
| 2, Review of the RA, for resident #8 dated validate the dating of RAPS are completed
10122/08, revealed psychosocial well-being and correctly.
; cognition triggered as problems that would be _ . |
addressed In the resident's care plan, Review of At the completion of the audits the Case
P i the care plan, however, revealed these areas manager ot designee will report compliance ’
were not addressed. Interview on 12/10/08 at to the Perfortnance Improvement Commitiee |
2:10 PM with the MDS coordinator confirmed (Quality Assurance). The Committee will |
j these problems should have been addressed on then detetmine the need for further audits
the resident's plan of care. and repotts. ]
‘ 3. Review of the RA for resident #13, dated Case Manger will be responaible for |
| 11/18/08, indicated problems related to vision, continued compliance. |
. activities of daily living, and delirium. Howevar, - !
| review of the resident's care plan showed these I i
. areas were not addressed. (ntesview on 12/11/08 Correction date: !
| at & AM with the MDS coordinator confirmed January 12 2009 |
i vigion, activities af daily living, and delirium should
* have been addressed on this resident's care plan, F-279 Comprehensive Care Plans Jan 12 2004
| but had not been done because the
- comprahensive assessments were not completed | Corrective Action for Identified Residents
| for these areas. Review of CMS RAl User's
manual, page 3-238, states that the VB4 date is The Care Plan for resident # 4 has been
| the date the care planning deaisions are updated to address section V(psychosocial
! completed and is done after the care pians. well-being) of the RAL
Review of the section V of the resident's RAP
| surnmary revealed a VB4 date of 11/18/08. The Care Plan for resident #8 has been
F 281 483.20(k)(3Yi) COMPREHENSIVE CARE PLANS F 281 updated to address psychosocial well being
l .
mm':y 0 %uizs ’ If continuation shest Page 10 of 32
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! obstructive disease. Periodic abservations on

i 12/8/08 through 12/11/08 revealed the resident
did not have oxygen in use, Observation reveated
there was a tank of oxygen an the back of the
resident's wheelchair, but it was not turned on,
Interview with RN#7 on 12/11/08 at 8:40 AM
revealed the rasident did not like to wear the
oxygen, but said discontinuing or changing the
 order had not been discussed with the physician.

2. Interview with resident #42 on 12/8/08 at & PM
revealed s/he had felt ill that morning with
complainis of diarrhea and stomach ache. During
an interview with RN #7 on 12/8/08 at 4:50 PM,
she stated sha would not administer the
resident's regularly scheduled Colace (stool
softener) that evening because the resident had
expefienced diarrhea earlier in the day. Interview
with the resident on 12/9/08 at 7 AM revealed
s/he continued to have complaints of
stomachache and diarchea. Review of the
physician's arders revealad an arder dated

{%4) 1D BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF SRRECTION (X5}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FLLL, PREFIX {EACH CORKEGTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T8 THE APPROPRIATE DATE
DEFICIENGY)
F 281| Continued From page 10 L F281!
5§80 , \ » ! Thiz Plan of Covrection is the centar's cradible
The services pravided or arranged by the fagility allegation of compliance.
must meet professional standards of quality.
Preparation andior exeeution of this plan of corvection
dbes zi constitute admission or agreement by the
. . \ previder of the trulh of the fucis alleged or conclugions
This REQUIREMENT is not met as evidenced get Jorth b the statement of deficiencies. The plan of
by: carrection is prepared and/or executed golely because
Based on observation, medical record review, it s required by the provisions of federal and state le
+and staff and resident interviews, the facility failed
" . to ensure professional standards were followed in
regard to physicians’ orders for 2 (#36, #42) of 11 The Care Plan for resident #13 has been
. sample residents. The findings were; updated to address vision, activities of daily |
; living, and delirium. i
i 1. Review of the Decernber 2008 physician's i
orders for resident #35 revealed an order dated o . ;
| 8/29/08 for oxygen at 2-3 liters per hasal cannula Identification of Residents with Potential ;
,~ continuously because of chronic airway to be Affected

All residents who have items trigger on the
RAT have the potential to be affected.

Corrective Action to Prevent Recurrence

The Case Manager or designee will review
Care Plans to make sure areas that have
triggered on the RAPS are addressed and
cate planted if needed,

The Case Manager or designee will inservice
those completing care plans for triggered
items as needed.

Monitoring/Quality Assurance

An audit will be cotnpleted by Case
Manager or designee to validate RAPS that
trigger are addressed in the care plan as
needed,
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| residents. The findings were:

- 1. Review of the December 2008 physician's

- Review of the entire medical record revesaled no
" evidence staff ever followed this

order for resident #44 revealed s/he had
diagnoses including chronic cystitis, Review of the
9/23/08 care plan revealed an
intervention/approach for staff to monitor the
resgident's urine output for amount, ¢olor and odor,

intervention/approach. Interview with registered
nurse (RN) #7 on 12/10/08 at 4:15 PM confirmad

Corrective Action for Identified Residents

Oxygen order on resident #35 has been
changed to PRN per Doctor, Continuous
order is D/ed.

Resident #42 orders for Lomotil have been
clarified by the M) on the parameters of
dosage,

Resident #42 will inform the nwse of having

Lesss

FORM CMS-2567{02-99) Fravious Versions Dbsolete

GT

Evant (D) FXED11

Fvd HLTW3H WelNID HINGS

{#A) |1y SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORREGTION T )
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE | COMBLETION
TAG REGULATORY QR |L5C IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TC THE APPROPRIATE PATE
; DEFICIENGY)
F 281 | Continued From page 11 F 281
10/23/07 for Lomotif {anti-diarrheal) after sach This Plan of Correction Is the center's credible
loose stool as needeq.. prever. Paview of the allegation of complionce,
December 2008 medication administration record
revealed no Lomotil was administered on the two ggmﬁm’" “;ﬂﬂf amsaulion ;’{ thix plan ?“:ﬂ:fﬂia"
€ - ¥ NOL COnS q AAMIEI0; ATV EOHEN, ' H
. days the resident was reported to have diarrheal providar of the truth of the fixts afieged! o comehosion s
spisodes, wat forth in the statemant of deficienciss. The plan of
, corvaciion is prapared andror executed solely becomse
3. According to the Wyoming Nursing Practice it i required by the provisions of federal and state Imy,
Act of July 2005 and the Administrative Rules and -
Regulations of November 2003, page 3-8, nursing random weekly audits for 6 weeks to
must function under the direction of a licensed monitor RAPS and Care plans and then
physician. monthly for 2 months,
F 282 . 483.20(k)(3)(ii)) COMPREHENSIVE CARE F 282
Ss=t) . PLANS . ,
Case Manager or designee will report trends
The services provided or arranged by the facility to the Performance lmprovement Committee :
S must be provided by qualified persons in (Quality Assurance). The Committee will
accordance with each regident's written plan of then determine the need for further audits
carg, | and reports.
: Case Manager will be responsible for
This REQUIREMENT is not met as evidenced continued compliance,
by:
Based on observation, staff and resident Correction date;
interview, and medical record review, the facility January 12 2009
failed to ensure staff followed the cara plan in &
variety of areas for 2 (#2, #44) of 11 sample = hensive Care Plans Jan 12 200

Faclity ID; WY0029
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STATEMENT OF DEEIGIENCIES xn PROVIOER/ISUPPLIERICLIA (X2) MULTIPLE GONSTRUGTION (X3) DATE SLRVEY
AND PLAN QF CORRECTION IRENTIFICATION NUMBER: COMPLETED
o A, BUILDING -
535036 B. WING 12/11/2008

XD | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION L X
PREFIY ' {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EAGH GORREGTIVE AGTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSSB-REFERENCED TO THE APPROPRIATE DAYE
DEFICIENCY)
F 282 Continued From page 12 F 282
i there was no ev Ide,n ce monitoring was This Plem of Correction ix the center's oradible
! completed, but verified that it should have been, allegation of complionce.
In addition, review of the nutrition care plan . .
revealad weight loss was Identified as & problern ot o extoulon of this e ofcamacton
| for this resident. Further review of the care plan provider gf the truth o the facts abtegod or coametusions
revealed an intervention added on 12/1/08 set forth in the siatement of deficiancies, The plan of
included ice cream twics daily with lunch and corvention is prepaved andior executed soiely beomusa
dinner. Observation of the evening meal on it is vequired by the provisions of federal and state law.
. 12/8/08 and the lunch meal on 12/9/08 ravealed ; : -
" the resident recaived no ice cream. Interview with orders and documentation will be provided
. the registered dietitian (RD) on 12/10/08 at 2:10 in medical record. ‘
PM confirmed the resident should have had ice
cream at lunch and dinner and stated it wag an
"oversight" the ice cream was not served.
Identification of Residents with Potentia)
2. Observation on 12/8/08 at 6:20 PM, 12/9/08 at to be Affected
N 1:10 PM, and 12/10/08 at 3:30 PM revealed .
resident #2 was grinding hisfher teeth. Medical A baseline audit has been completed for
| record review showed the resident had a residents having an order for Lomotil, Any
| diagnosis of anxiety, and the facllity had identified newly identified issues have been addressed,
| this behavior. According to the residant care plan,
| last updated on 8/4/08, staff were to monitor and A baseline audit has bean completed for
; chart behaviors, including repetitive physical residents with orders for oxygen to
: movements. Interview with licensed practics) determing utilization in accordance with
| nurse (LPN) #9 revealed she had noticed the physician orders. Newly identified igsues [
i teeth grinding during the past couple of days. She have been cottected. |
| stated it was a long standing behavior for the ;
| resident and cccurred almost constantly. Corrective Action io Prevent Recurrence
: However, raview of the behavior monitaring sheet
! fram 12/1/08 to 12/10/08 reveslad there had baen Staff Development Coordinator (SDC) or
- no epigodes of repetitive physical movements designee will ingervice Licensed staff on
'documented. . Policies and Procedures related to Oxygen
F 323 483.25¢(hy ACCIDENTS AND SUPERVISION F 323 Therapy and on the itnportance of obtaining
B8=) ; parameters for administering Lomotil. i
i The facllity must ensure that the resident :
| environment remains as free of accident hazards Staff Development Coordinator or designes |
as is possible; and each resident receives will insetvice licensed staff on following
adequate supervision and assistance devices to physician orders and documentation in the
prevent accidants, medical records when a resident has o
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This REQUIREMENT g not met as evidenced
by:
; Based on observation, staff interview, and
| madical recard review, the fagility failed to ensure
staff provided safety supervision for 1 (#44) of 11
sample residents. The resident was left alone in
an at-risk position for falling, which resulted in
immediate jeopardy. The findings were:

" Observation of resident #44 on 12/9/08 from 8:28
AM until 8:40 AM revealed CNA #8 raised the
resident's bed from the low position, provided

A incontinence care, and dressed the resident.

; Next, the CNA attempted to transfer the resident

| from the bed to the wheelchair with the bed still in
a raised position. Observation revealed the CNA
i was unable to transfer the resident on her own so
: ghe left the resident on the edge of the raised
bed, and exited the room. The resident was
leaning toward the foot of the bed, partly

. supported by his/her right elbow. The resldent's
 legs were hanging partway off the bed, with one
hip completely off. The wheelchair had been

| placed parallsl to the foot of the bed. The

" wheelchair's position was such that, in the event

1 of a fall, the resident's face would likely come in
contact with the foot pedals of the wheschair,
Because it appeared the resident was likely to fall
given his/her position on the bed, the surveyor,
without leaving the room, maotioned for licensed
practical nurse (LPN) #10 to come into the room,
When the LPN entered the room the surveyor
asked her to stay with the resident to prevent
him/her from falling. The LPN walked over to the
' resident, placed her hand on histher shoulder

This Plan of Carrection ix the center’s credible
allegation of complignee,

Preparation and/or executton of this plan of correction
does not constiivte admission or agreement by the
pravider of the truth of the facis alleged or conclusions
aet forth in the stapement of deficiencies. The plon of
correction is prepared and/or exeowled salely beoayse
It 1 regquired by the provisions of fedeval and state law.

Monitoring/Quality Assurance

The Director of Nursing or designee will do
random weekly audits for 6 weeks to
monitor Medication Administration Records
to validate parameters are in place and are
being followed for Lotomil orders are being
followed correctly,

The Director of Nursing or designea will do
random weekly audiis for 6 weeks to
monitor those residents who ate being
weaned off of oxygen. Documentation will
be reviewed to validate accuracy.

At the completion of the andits the Director
of Nursing or designes will report
compliance to the Performance Improvement |
Committee (Quality Assurance). The
Commitiee will then determine the need for
further andits and reports.

Director of Nursing will be responsible for
continued compliance.

Correction date:
January 12 2009
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wrang with leaving the resident leaning” on the |
edge of the bed. The CNA statad "Oh [s/hel won't :
fall, [s/he] laans like that all the time." Review of
the medical record revealed this resident had a
kistory of falls that had occurred on 10/6/08,
10/20/08, 10/24/08,10/27/08, 11/10/08, 11/11/08, -
and 1115/08. Review of the 11/15/08 timed at
4:45 PM revealed the resident had been found on
the floor next to the bed. Interview with the
director of hursing servicas an 12/9/08 at 12:15

| PM revealed that fall was unwitnessed,

“On 12/9/08 st 11:50 AM the adminlstrator was
: notified of the immediate jeopardy.
|
1 On 12/10/08 at 4:50 PM the immediate jeopardy
i was removed on-site by the following actions:
! a The resident received one-to-one
| suparvigion.

b. A physical therapy evaluation was
completed for safety and transfers.

¢. Immediate in-service education regarding
falls and safety was provided to nursing staff,
Staff received education prior to baginning thelr
shift.

(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES [Tn] FROVIDER'S PLAN OF CORREGTION (X8}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGLLATORY OR 1.5C IDENTIFYING INFORMATION) TAG CRO3S-REFERENCED TO THE APPROPRIATE | DATE
i DEFICIENCY) ;
L T
F 328 Continued From page 14 F 223 Z
"1 {without attemmpting to assiat the resident), and This Plow of Correctian is the center’s eredib i
I . i l
| stated, "l can't transfer [him/her] by myself dllegation af congliance. : |
| because | have a bad shoulder.” The LPN then
' dropped her hand from the resident's shoulder mf“";“"" ancfor L":ﬁj“"‘m o this plan °fg’;ﬁﬂ"‘m!
: nol constilivte gamission or agreement by the .
: and stepped away, She walked toward the door, provider of the truth of the fucss alleged or conelusions.
| stafing she needad to go get some assistance. sed farth in the stetement of deficiencies. The plan of
The surveyor stated that the CNA had already vorreotion is prepared and/or exsouted solely because |
gone for help, and somebody neaded to stay with it is required by the provisions of federal and state law.
. the resident to prevent a fall. The LPN respondad
that "it wouldn't be the first time.” Neither the CNA
nor the |.PN atternpted to use the call light to
request assistance during this observation.
During an interview with the CNA (#B) on 12/9/08
at 1.50 PM, it was revealed she saw nothing ' F-2 mprehensive Care Flaps Jan 12 20(

Corrective Action for Identified Residents |

The Director of Nursing has updated she
behavior monitoring sheet for Resident # 2
to reflect teeth prinding,

The care plan for resident #44 has been
updated to reflect monitoring output for

! urine color and odor has been appropriately
removed from care plan,

Nursing staff and dietary will be in~serviced
on following care plans and resident #44°s
prefercnce to get ice-cream with lunch and
dinner, f the ice ¢ream is not on the tray
they are to ask the dietary staff to provide
him ice cream,

Identification of Residents with Potential
to be Affected

All residents have the potential to be
affected.

FORM CMS-2567(02-89) Pravious Versions Chaolata Event Iby; FXED11

8T 39vd HLWaH "MaN3D HLROS

Fegllity I0; WYDO25 If continuation shaet Page 15 of 32

6454-p2E-L0E ¢Z:LT BOBZ/L0/TH




PRINTED: 12/24/2008

- DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAIR SERVICES OMB NO. 0938-0391
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bt

85=0
| Based on a resident's comprehensive
| assassment, the facility must ensure that.a
resident -
(1) Maintaing acceptable parameters of nutritional
, status, such as body weight and protein isvels,
| unless the resident's clinical condition
: demonstrates that this is not possible; and
{2} Receives a therapeutic diet when there is a
| nutritional problem.
|

|

i This REQUIREMENT s not met as evidanced
| by,

' Based on observation, staff interview and medical
i record review, the facility failed to provide

| interventions as planned to maintain weight for
i one (#44) of four sample residents who had

‘ expefience a weight losy. The findings were;

. Review of the 8/15/08 duarterly Minimum Data

1 Set assessment for resident #44 revealed s/he

| had experienced a 6% weight loss [n 30 days.
Review of the nutrition care plan revealed weight

| logs was identified as a problem for this resident.

1D | SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORREGTION [ (xs
PREFIX {EAGH DEFICIENCY MUST BE PRECGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG | REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TOQ THE APPROPRIATE DATE
DEFICIENGY)
F 323 i Continued From page 15 F 323
I d, Competencies were completed for staff This Plart of Correction is the center’s cradible
with regards o transfers, . aflegetion of compliance,
e. The CNA Ihvolved receivad in-sarvice » . )
+ gducation and the LPN involved recalved dgﬂﬁ’%ﬁ?ﬂﬂ;ﬂ 31'?;:2%3’3’”%”’“
; H 1 4
in-gervice education and was suspended for provider of the truth of the fucts alleged or conchusions
possible neglect. The facility will submit the st Jorth it the starement of deficlencies, The plan of
' results of the investigation to the survey agency. oorraciion is prepaved and/or executed solely because
f. The facility identified other residents at risk, it iz required by the provisions of federal and state iaw,
I and therapy screens were completed on thoge - -
- regidents. Care plans were updated regarding Corrective Action to Prevent Recurrence
; transfer status, i
F 326 . 483.25(i) NUTRITION F 325. Swff Development Coordinator (SDC) or

designes will inservice nursing staff on the
policies and procedures on following care
plans,

Care plans will be reviewed per the RAI
process.

Nursing staff will chart the offering of ice
eream during lunch and dinner.

Monitoring/Quality Assurance

The Case Manager ot designee will do
random weekly audits for 6 weeks to
monitor care plans for evidence of accuracy,

The Director of Nursing or designee will do
random weekly audits for 6 weeks to make
sure behavior monitoring sheets are
completed per care plan.

At the completion of the andits the Casge
Manager, Divector of Nursing or designes
will repert compliance to the Performance
Improvement Committee (Quality
Assurance), The Committee will then
determine the need for further audits and |
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*| STATEMENT ©3F DEFIGIENGIES {x1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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535036 12/11/2008
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K4y 1D SUMMARY STATEMENT OF DEFIGIENGCIES [[4] PROVIDER'S PLAN OF CORRECTION { (8)
PREFIX (EACI‘I DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! GOMPLETHON
TAG REGULATORY DR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE OATE '
DEFIGIENGY)
F 325, Continued From page 16 F 326
Futther review of the care plan showed an Thiz P » 4
Intervention added on 12/1/08, which included ice a,,egm',‘-“;‘,,‘;{}‘if,’,,,’ﬁ;’,ﬁﬁ’;;" o conjers crectble
: cream twice daily with lunch and dinner, However,
observation of the evening meal on 12/8/08 and Preparation and/or execution of this pian of corvection
the lunch meal on 12/6/08 revealed the resident ﬁﬁ,ﬁgﬁg’,’;ﬁ'ﬁ,ﬂ;’;ﬂ;jﬂ gﬁ:;:;’;f’;’;;’;:m’u
did not receive ice cream, Interview with the RD i serforth inthe Staterment of deficiencies. The plan of
ort 1210/08 at 4:15 PM confirmed the resident correction is prepared and/or executed solely hecause '
-1 should have had ice cream at lunch and dinner. i# is required by tha provisians of federal and state low)
' The RD stated the failure to serve the ice cream :
- in accordance with the resident's care plan was i
L an "oversight,” Director of Nursing will be responsible for
F 364 | 483.35(d)(1)-(2) FOOD F 364| continued compliance.
58=0
Each resident receives and the facility provides Correction date:
food prepared by methods that conserve nutritive January 12 2009
value, flavor, and appearance; and food that is
N  palatable, attractive, and at the proper
temperature. F-323 Agcidents and Swpervision Jan 12 20(
| | Corrective Action for Identified Residents
This REQUIREMENT Is not met as evidenoed |
by: Resident #44 received ong-to-one
Based an observation, staff interview, and supervision on 12/09/2008 until rezident was |
. madical recard review, the facility failed to ensure cvaluated by therapy for recommendations
staff provided a palatable meal for one (#44) of regarding safety and transfers.
elaven sample residents, The findings were;
A physical therapy evaluation was
Observation on 12/9/08 revealed CNA #8 placed | completed for safety and transfers for
' & breakfast tray for regident #44 on the resident #44 on 12/09/08,
| over-the-bed tablg in the resident's room and .
| removed the cover at 8:15 AM. The rmeal The C.N.A involved received in-service
. | consisted of an egg, vatmeal, and muffin. education and was counseled. The LEN
Continued observation in the resident's room involved received in-service education apd
revealed the CNA replaced the cover on the plate | wis suspended for possible neglect.
| at 8:28 AM. At 8:49 AM the CNA stated she would '
 take the tray to the kitchen and request a fresh Investigation for neglect by the LPN was
one since it would be cold. However, observation substantiated and the LPN was terminated.
on 12/9/08 at 8:55 AM ravealed CNA #8 actually The resulis of the investigation were sent to
| placed the resident's tray on the table where the | the state survey agency.
5 |
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DEPARTMENT OF HEALTH AND HUUMAN SERVICES

PRINTED: 12/24/2008

| resident dined and left it there, Continued

- observation revealed there was no fresh tray

+ provided for the resident, and the food on the tray
» was not reheated. Observation also revealed the
resident was positioned at the dining table and
wssisted with the meal at 8:55 AM (40 minutes

| after the meal was first delivered), Interview with
the cook on 12/8/08 at 8:16 AM and with the
dietary aide at 9:20 AM verified that they did not
prepare & fresh tray for the resident, nor did they

' re-heat the meal, Review of the 12/8/08 quarterly
Minimum Data Set agsessment for resident #44
revealed s/he had moderate cognitive
impgirmant. While the resident was unahble to
express whether the temperature of his/her
breakfast was warm, a reasonable pereon would
N assume 1 40 minute wait would result in food that
was cold and unpalatable,

F 371 | 483,35(l) SANITARY CONDITIONS

85=K
The faciity must -

(1) Procure food from sources approved aor
considered satisfactory by Federal, State or local
' | authorities, andg

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

B):;aed_ on observation, staff interview, snd raview
of facility documentation, the facility failed to
ensure food was stored, prepared, and served
under sanitary conditions. Raw and ready-to-eat
meats were stored in a manner that allowed the
ready to eat meat to become contaminated.

allagation of complionce.

This Plan of Correction is the center's oredible

Preparation andior execution of this plan of correction
does not canstitite admission or agreement by the
provider of the truth of the farts alleged of sénclusions
set forth in the stetemen: of deficiencies, The plan of
correctlon is prepared and/or execuled solely because
it is required by the provisions of fadaral ang state law.

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION {X8) DATE BUIRVEY
AND PLAN 0F CORRECTION IDENTIFICATION NUMBER: COMPLETED
ey A, BUILDING -
B. WING
535036 12/11/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, TATE, ZIP CODE
. 542 18TH STREET
SOUTH CENTRAL WY HEALTHCARE
4 RAWLINS, WY 82301
(%4} 1D SUMMARY STATEMENT OF DEFIGIENCIES D | PROVIDER'S PLAN OF CORREQTION (X8}
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTICN SHOULD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED ’T% TI{'I)E APPROPRIATE DATE
DEFIGIENG
F 364 | Continued From page 17 F 364

to be Affected

potentia] to be affected.

to beginning of their shift.

residents. Cate plans were
regarding transfer statug,

plans,

i y
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Identification of Residents with Potential
All vesidents who are fall risks have the

. H
Corrective Action to Prevent Recurrence |

i Anin~service education regarding falls and
F 371} safety was provided to nursing staff on
. 12/10/2008. Staff received education prior

Facility identified other residents at risk, and
therapy screens were completed on those

Monitoring/Quality Assurance

The Swff Devalopment Coordinator or
designee will do random weekly audits for 6
weeks to monitor that regidents arc being
transferred appropriately according to care

At the completion of the audits the Staff
Pevelopmens Coordinator or designee will
report compliance to the Performance
Improvement Committee (Quality

updated
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PROVIDER'S FLAN OF CORREGTICHN l

44y 1D SUMMARY STATEMENT OF DEFICIENCIES s I (X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX 1BACH CORREGTIVE ACTION SHOULD BE COMPLETION

TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE pafs
. DEFICIENGY) |
‘ |

F 371 | Continuéd From page 18 Fan ;
| Furthermore, this was the routine practice for Thix Plan of Correction is the conter’s credible |
- thawing meats in the dietary department. The allegation of compliance.
| food preparation staff did not recognize the risk ' . -
| associated with this method of thawing of Preparatian and/or execution of this plan of correotion
| patentially hazard foode. resulting in does not constitute admission or agresment by the
| potentialy ' ous  FRSUtting - provider of the truth of the fucts alleged or conclusions
| immediate jeopardy. In addition, commarcial ‘ ot forth in the statement of defiviencles, The plan of

nutriional supplements were available for service correction is prepared andior execuied solely becatse
I after the expiration date; distary staff handled it is roquiredd by the provisions of federal and staie law.
| food while wearing contaminated gloves; and - :
" water pitchers were badly damaged, preventing determine the necd for further audits and |
| sanitation of those containers. The facility census reports. |
, was 45, Findings were: ) i ) ]
< Director of Nursing will be responsible for
| 4. Observation on 12/10/08 at 10:45 AM revealed continued compliance.
- a plastic tub in the the walk-in refrigerator ]
' [ conitaining a plastic bag of sliced raw bacon, a Correction date:
s, i January 12 2009

|' large plastic bag of raw chicken pieces, and a bag

of diced meat, Pooled Yquid that appeared to

| have dripped from the raw chicken had

l accumulated in the bottorn of the tub and had
contaminated the hags containing the bacon and

i diced meat, According to Food Code 2005, U.8.

. Public Health Service, 3-302,11: Packaged and

| Unpackaged Food-Separation, Packaging, and

| Segregation. (A) FOOD shall be protacted from

" cross contamination by: (1) Separating raw

| animal FOODS during storage, preparation,

| holding, and display fromy: (a) Raw

' READY-TO-EAT FOOD, ..

i Interview on 12/10/08 at 10:55 AM with cook
#2 verified the diced meat in the contaminated

[ bag was ready to eat turkey that would be used in
|8 sandwich the next day without any further
cooking. She stated this was the normal

’ procedure for thawing meats, because there was
i only enough room for one tub on the bottom shelf
| jn the walk-in, and there was not enough roorm to
| separate all the items. The cook then asked if the
 facility's practice was “okay,” The cook was

|

Jan 12 20q

E'=]

F-325-Nutrition ‘

Corrective Action for Identified Regidents |

Tce cream is being offered to resident #44 at
Tunch and at dinner according to care plan.

Identifieation of Residents with Potential
to be Affected

All residents have the potential to be
atfected.

Corrective Action to Prevent Recurrence

Staff Development Coordinator (SDC) or
designee will inservice dietary staff and |
mursing staff on following tway cards, filling |
special requests as noted on tray cards, and I‘
£ H o
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o@D | SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORREGTION x5
PREFIX | (EACH DEFICIENCY MUST BE FREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CUMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | Continued From page 19 F 371

and put it on a separate tray. The tray wag placad
on another shelf in the walk-in refrigerator,

| Observation in the walk-in refrigerator on

' 12/10/08 at 1 PM with the administrator and the

I RD resulted in all items from the tub (including
the turkey) being discarded. The RD stated the
observed thawing practices had haen

Inappropriate. Further intarview with the RD on

| 12/10/08 at 2:05 PM verified the diced turkey

s would not have received further cooking and was

: going to be served on 12/11/08 to residents on
machanical soft diets, She provided a list of

twelve rasidents (834, #4414, #13, #15, 19, #22,
#27, %32, 2 #6, #1, #21) who would have
received the ready to eat turkey the next day.

Review of the facility's in-service history

: detail, showed the dietary staff had food safety

. education on 9/26/08, Review of these written
materials showed the education was titled

' "Kaeping Food Safe-It Depands on You."

- Although many food safety issues were

i presented, the materials did not include education

i.to prevent cross contamination of potentialiy

hazardous foods. An in-service that specifically

addressed cross-contamination had been

provided in March 2008 aceording to raview of the

in-service attendance roster and was titled "Be

i Smart, Keep Foods Apart-Don't Cross

Contaminate,”

On 12110/08 at 2:44 PM, the administrator was
notified of the immediate jeopardy.

!
| On 12/11/08 at 9:45 AM, the immediate jeopardy
i wais removed on-site by the following actions:

a, The contaminated foods were discarded.

observed to remove the diced turkey from the tub |

This Pian of Corvection ia the canter’s predible
allegation of compliance.

Freparation and/or exeoution of this plan of correction
dows not conmitute adnussicn or agreement by the
Provider of the truth of the Jacts alleged or conolusions
et forth in the statement of deficiencies. The plan of
corraction is prepared andlor exacuted solely beccuss
it is required By the provisions of federal ard atats law, .

Nursing and Dietary will track that Resident
#44 receives ice cream for lunch and dinner.

Monitoring/Quality Assurance

The Director of Nursing or designee will

i audit jce eream tracking tool weekly for 6

¢ weeks 10 validate ice cream is being put on
the tray and being offered to rosident #44 at
hinch and dinner. !

The Dietary Service Mamager will complete
random weekly Tray Card Accuracy Audits
for 6 weeks,

At the completion of the audits the Ditector
of Nursing, Dietary Service Manager or

- desipnee will report compliance to the
Performance Improvement Comimittes
(Quality Assurance). The Commitioe will
then determine the need for further andits
and reports.

Director of Nursing will be responsible for
continued compliance,

Correction date:

b. The facility provided in-sarvice eduction to January 12 2000
all diatary staff on the prevention of cross
FORM CMS-2887(02-88) Previous Versions Obsalete Event ID: FXED11 Facility ID: WY 0020 If continugtion sheet Pags 20 of 32
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N

i contamination and food safety.

! c. Bins/tubs were purchased and placed in

| the walk-in refrigerator with labels instructing staff

| o store meats separataly.

! d. The facility presaented a written plan to

| ensure ali areas of food storage would be
raviewad by the RD in order 1o identify any other

l potential cross contamination problems.

@. The RD pianned to complete daily audits to
ensure proper procedures were baing followed for
food storage.

f. Information from the RD's audits were to be

, brought to stand-up meetings and to monthly
performance improvernent meetings.

|" o The RD has planned to work full-time

| (specified as 30 hours per week) until the dietary

i manager has completed the state-required
certification course,

2. Observation on 12/8/08 at 3:20 PM revealed 27
: thawed vanilla nutritionai supplements in a box in
 the walk-in refrigerator. A date of 11/10/08 was
written on the box. There was no indication as to

| what the date was for, Review of the information

| printed on the cartons revealed the product was
good for fourteen days after being thawed.
interview with cook #1 at 3:20 PM revealed the
date written on the box was the date the shakas

| had been thawed (20 days earlier). Further

| interview at 3:50 PM with cook #1 revealed she

i was not aware the shakes were expired, as she

', was hot aware they were only good for fourteen
- days once thawed. Interview with the RD on

| 1278/08 at 4:35 PM revesled the written date on
| the box was actually the date the shakes ware

| received fram the vendor and not the thaw date,

| She confirmed the dating system was unciear and

that the staff would be re-educated. She stated
' the thaw tste would be clearly indicated in the

Thiz Plan af Correction Is the center’s credible
alegaiion of camplicmes,

Preparation end/or execution of this plan of correction
dous nol constitute edmission or agreetient by the
provider of the trutk of the_faots alleged or conolusions
set forth in the statement of deficienciss, The plem of
correction iy prépared and/or execwted solely baomuse
it Iz required by the provisions of federal and staty Law.

F-364 Food ‘

Corveetive Action for Identified Residents |

Resident #44's meals will be monitored 1o
make sure they are given at the appropriate
temperatute.,

Identification of Residents with Potential
to be Affected

All residents taking room trays have the
potential to be affected.

Corrective Action to Prevent Reeurrence
Registered Dieticion or designee will
inservice nursing staff and dietary staff on

appropriate food temperatures and proper
gerving of room trays.

Monitoring/Quality Assuranee

The Regiatered Dietitian or designee will do

Jan 12 2009

random weekly andits for 6 weeks 10
monitor the room tray temperatores and the
timeliness of the iray being delivered,

At the completion of the audits the

|
|
|
I

[
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!I future so the shakes could be discarded when
} expired.

| 3. Observation on 12/10/08 from 11:33 AM to
| 11:40 AM revealed cook #2 was wearing
disposable gloves while preparing to serve the

into the walk-in rafrigerator on three separate
occasions handling the walk-in door with her
gloved hands wach time. On sll three occasions
fhe cook continued to wear the same pair of

| digposabie gloves, The third time the cook came
out of the walk-in with a bag of hamburger buns,

her gloved hands, According ‘o Food Code 2005,
| U.5. Public Health Service,3-304,16 Gloves, Use
| I Limitation. (A) f used, SINGLE-USE gloves shall
oo be used for only one task such as warking with

| READY-TO-EAT FOOD ar with raw animal

'j when damaged or soiled, or wheh intefruptions

| ocour in the operation,
|
“the dietary aide was filling water pitchers for the

| aide stated they were used at each meal, and

| placed on the dining tables, The water pitchers
| were made of plastic, and had visible damage

| such as scratohes and gouges on both the

| insides and outsides, including around the rims.
| Further interview with the aide and cogk #2

| Interview with the RD on 12/11/08 at 10:15 AM
| ravealed new water pitchers were ordered in
| March 2008, they needed to be replaced again.

| Service, 4-202.11 Food-Contact Surfaces. (A)
|

neon meal. During the obsarvation, the cook went

$he procesded to open and handie each bun with

! FOOD, used for no other purpose, and discarded |

| 4. Observation on 12/10/08 at 11:08 AM revealed

noon meal, There were fourteen pitchers, and the

| confirmed the pitchers were niot in good condition,

| Accarding to Food Code 2005, U.S. Public Health

| Multiuse FOOD-CONTACT SURFACES shall be:

" This Pitor of Corraction is the center's credible
allegation of complianas.

Preparation and/or execution of this plan of correction
does not canstiture admission or agreenent by the
provider of the iruth of the faots alleged or conclugions
saf forth in the statement of deficiencies. The plan of
carvection is prepared and/or execwted solely becouse
i iz raquived by the provisions of federal and state low.

compliance to the Performance Improvement
Cotmittes (Quality Assurance). The
Committee will then determing the need for
further audits and reports.

Registered Dietician will be responsible
for continued compliance. |

Caorrection date:
January 12 2009

F-Tag 37] Jan 12 2004
Sanitary Conditions — Food Prep &
Bervice

Corrective Action for Identified Residents

Bacon, chicken and dieed pre-cooked meat
was discarded at the time of the survey. |
Shakes with mislabeling weve discarded at |
the time of the survey.

|
\ |
New water pitchers have been ordered, 1
received and old water carafes have been i
discarded, [
Vanilla nutritional supplements were thrown 5
out. |

I

|

Identification of Regidents with potential

FORM CMS-2567(02-08) Previous Vergions Obsalate Evant I FXED11

42 39%d

HLWAH WLNTD HINGS

Facility 10: Wy0029

645/ -P2E-LBE

if cantinuation sheat Page 22 of 32

¢dil1 BBBE/i0/14



DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 12/24/2008

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0354
STATEMENT OF DEFICIENGIES {1} PROVIDERI&UPPLIERICLM (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A BULDING
o, T TTe— C
oo B. vaNG
- 535036 o 12/11/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESRS, CITY, STATE, 2P cope
242 16TH STREET
SOUTH ¢ L WY HEALT
H CENTRA ALTHCARE & RAWLINS, wy 82301
(X4 1D SUMMARY STATEMENT OF DEF'C!ENCIES [[4] BPROVIDER'S PLAN OF CORRECTION {%4)
BREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FLALL FREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | = apr
i DEFICIENGY) |
F 371 | Continued From page 22 ( F 371 |
J( 1) SMOQTH: _(2) Fr_ee of b.reaks-. Open seams, This Plan of Correction is the center's crodible !
i gracks, chips, inclusions, pits, and similar I altegation of compliance.
i imperfections: » i and) o sl of y
; reparation aneior exeqiition plon of corves {{a)s)
F 4411 483.65(a) INFECTION CONTRQ, F 441 does not constitte. admission or agrésmeny by the
S5=F . . Provider of the ruth of the facty allegred or conehustons
‘ The facility must establish and rmaintain an sest fortls in the statement of deficiencies. The Panof
| Infection control program designed to provide a correction is prepared anal'or exacuied solely becase
safe, sanitary, and comfortable environment and 14 requived by the provistons f fedeval and scte Lo,
" to prevent the development and transmission of }
: disease and infection. The facility must establish . .
an Infaction control program uncer which i : Any resident has the potential to be aﬁe"“’"‘f
s investigates, contrads, andg pravents infections in X e
i the facility; decides what procedures, such ag Corrective Action to Prevent Recurrence l
I Isolation should be applied to an ingividua) ) ) |
! resident; and mainiaing a record of ihcidents ang ggw[’;:miﬁ;“;f;‘}?‘;ﬁﬁﬂ:;ﬁ‘;fm of
j ted to | ons,
corrective actions related to infection Cross-comtamination and praper storage of I
o fonds, ’
is REQUIREMENT is not met gs evidenced \
! ;,r::m EQu The Dietary Manager or designee has ‘
| Based on observation, staff interview, and review - hserviced dictary staff on hand washing and [
| of infection contro! surveillance records and the proper use of gloves. ,
' policies and procedures, the facility failed to . .
| ensure staff followed appropriate infection control The Dietary Manager or designee has ‘
| Practices when assisting three residents with yuerviced dictary staff on the proper (
| dining, washing their hands, persanal care. and labeling and thawing of nutritional i
J dressing. The census was 45. The findings were: | supplements, !
,[ 1. Observation an 12/9/08 at 8:30 AM revesjed The Dietary Manager or designee will
. | certified nurse aide (CNA) #8 provided patineal spect. glasses and water carafas and
| care for resident #44 who was incontinent of discard ones that are worn out and old,
; Wine. Observation ravealed the CNA threw the L ]
U soited linen on the fioor bensath the wheaichair, Monitoring/Quality Assurance
After completion of the perineal care, the CNA _ _ _
‘cked up the soiled linen and moved it closer to The Dietary Manager_ or designee will do
Y door of the resident's room. The CNA then daily and monthly_qu}ck rounds to monitor
oved her gloves and washed her hands, compliance of sanitation and crogs
*ver, after washing her hands, ghe picked up contamination. At the completion of the
lled laundry with her bare hands, holding ! audits ‘l:he Dietary Manager will report
wious Verslons Obsolata Event ID: FXEL14 Fagility 1(x Wy0029 ¥ cantinuation shest Page 23 of 32
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the other aprons that would be used for the next
' two meals that day.

2 Observation on 12/9/08 from 8:55 AM revealed
CNA #11 asslsted resident #44 with the breakfast
meal, Observation revealed at 8:58 AM this CNA
coughed and snheezed into a napkin then placed
the napkin on the table where the resident was

Committes will then determine the need for |
any further andits/reports, ’
The Dietary Manager or designee will do ,
randotn weekly audits to monitor dietary

staff for the proper use of gloves and hand
washing for 6 weeks to monitor compliance.
At the completion of the audits the Dietary ‘

Manager will report compliance to the |

(X4) 1 SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF GORRERTION )
FPREFIX, (EACH DEFICIENGY MUST RE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOLILD BE COMPLETION
TAG |  REGULATORY OR LEC IDENTIFYING INFORMATION) TAG OROSE-REFERENGED TO THE APPROPRIATE DATE
| DRFICIENCY)
F a4l Continued From page 23 F 441
the soiled laundry next to her body and left the This Plan of Correction is the conter's credible
' room. After placing the soiled taundry in the soiled allegatton of eompliance.
utility room, the CNA assisted residen}( #43 1o the Preparation dndlor execution of this plan of arsect
physical therapy departrnent.then hack into the d;., noE consiitule o . :r ':eiﬂ; bm;ke e
d'"'"9 room. The following concerms were provider of the tnﬂ‘ki’f”:ﬁz‘cls Eagsd or oa{:clmiam
identified: set forth in fhe stwement of deflotenctes. The plan of
a. During the entire abservation of providing correction is prepared and/or executed sololy heoause
perineal care, dressing the resident, and handling it is required by the provisions of federal and siats law.
soiled linen next to her body, the CNA was - -
i wearing her distary apron. Continued chservation Committee (Quality Assurance). The
ravealed the CNA hung her dietary apron ona Committee will then determine the need for
. hook in the assisted dining area at 8:50 AM. any further audits/reports.
| b, Interview with the RD on 12/10/08 at 11:68 __ o
| AM revealed dietary aprons were not supposed to The Dietary Manager or designee will do
{ be worn during resident cares, only for dining randorit weekly audits of the kitchen's water |
| assistanca, pitchers for 6 \n:feeks to monitor mmp_lmnce.
- ’ ¢. Interview with the infection control At the completion of the audits the Dietary
7| conrdinator on 12/10/08 at 10:30 AM revealed Manager will report complianice to the
' dietary aiprons were only used for serving and Performance Improvement Committes
agsisting residents with meals. She further stated (Quality Assurance). The Committee will
the aprons were not to be worn during personal then determine the need for any further
: ’ gare or transporting soiled linen. In addition, the audits/teports,
| infection control coordinator stated sofled linen _ ) '
! should be bagged and not just placed on the The Dietary Manager or designee will do
| fioor. Finally, she stated solled aprong should hot randt_)m weekly audits of the labeling and
i be hung on the hangers for further use but should thawing of the heaith shakes for 6 weeks to
‘ be placed in the soiled laundry hamper, monito:_' comphgnm:. Atthe comglmon of
d. During an interview with CNA #8 on the audits the Dietary Manager will report
| 12/9/06 at 9:10 AM, she stated she placed the compliance to the Performance mprovement
| soiled apron in the dirty laundry hamper, however, Committee {Quality Assurance). The
| abservation revealed sha hung the apron up with

i
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! SUMMARY STATEMENT OF DEFICIENCIES

{X4) I D PROVIDER'S PLAN OF CORRECTION (%)
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F 441 ]| Confinved From page 24 F 441
eating. Without washir]g her hands, th e CNA then This Plan of Correction is the center’s aredible
j touched each of the digshes on the resident's tray alfegation of compliance. |
and continued to assist him/her with eating. Prepaation and o o s pl of ormac
| Continued observation revealed at 8:05 AM the v ';;” "ﬁfm;"m?;;;: s plan ': ;w;';eﬂ ian
: CNA again coughed into the napkin, placed the provider of the truth of the m‘;’ alioged of ¢ e sions
| napkin on the table, then resumed assisting the st forth in the statement of deficiencies. The pian of
[ resident without washing her hands, corraction is prepaved and/or execiited solely baciuse
| it iz required by the pravisions of federal and stine law.’
| 3. QObservation on 12/0/08 at 9 AM revealed a " - -
| nursing student (#12) was in the room of resident (Quality Assurance). Th; Cﬂmﬂf{lllﬁﬂe will
' #21 to take the resident's vital signs. The resident then determine the nead for any further
[ came out of the bathroom in his/her room with audits/reports. |
| urine soaked pants. The resident refused to go . |
back into the bathroom, so the nursing student Responsible Party |
asked the resident to sit at the bottom of the bed The Registered Dictician Wﬂ! be
(on top of the blanket), so she could take the responsible for future compliance,
— resident’s vital signs. The resident sat on the bed. )
2 | Then the resident stood up, and the nursing Correction Date |
j student assisted the resident to the bathroom, Januaty 12 2009
' where she changed the rasident's clothing. When
| the resident came out of the bathroom with clean F-441 Jan 12 20(

| pants an, the nursing student asked the resident

! to sit at the bottom of the bed (in the same

| location the regident sat earlier with wet pants) so
she could finigh taking the vital signg. The

| resident sat on the bed. After all cares were

| provided, the nursing student made the bed, with

| the same blanket the resident had sat on with wet

| pants, During an interview on 12/10/08 &t 10:43
AM . the nursing student (#12) stated she didn't

| notice that the resident sat on the bed with wet

| pants,

| 4. Observation on 12/0/08 at 6:42 AM revealed a
[ nursing student (#12) put toothpaste on the

| toothbrush for non-gample resident #20. The

i resident's toothibrush touched the opening of the
| tube of toothpaste. Later that sama morning at9
'| AM, the same nursing student (12) used the

Corrective Action for Identified Residents ‘

The ¢.N.A. mentioned in the 2567 has been
counseled and educated regarding
handwashing, provision of personal care,
and transporting of dirty linens and the
proper procedure for wearing aprons. Aprons
were removed and taken to the lamdry.

New aprons have been ordered so thay there
will be enough to have clean aprons ai ¢ach
theal,

Toothpaste has been provided for both
resicent #20 and #21.

The Director of Nursing has validated

|

resident #21 has clean, dry linens on her bed,

T 78

82 39vd
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same tube of toothpaste when assisting resident ) of Corvection is the :
#21 with oral hygiena. Resident #21's toothbrush aniﬁfﬁ g);fompliaﬂos. he oerer's aredibie
 also touched the opening of the tube ofm Freparation andi o f sl f oo
i toothpaste. During an interview on 12110/08 at i ”';; c‘::;':m;' ;ﬂ:ﬂi ;o:wa e!;ﬁ :r er N
1 10:45 AM, the nursing student (#12) stated she provider of the trah of he facts atttor e o
used the same tube of touthpaste, but the set forth in the statement of deficiencivs. The plan of
resident's normally each had their own, corraction ix prepared and/or execwled solsly bacause
5. Observation on 12/11/08 at 9:656 AM revealed 1S required by the pravisions of federal and state law
resident #13 had a pressure sore on hisfher left - ) : - ;
upper back area, Licensed practical nurse (LPN) the nursing school informing the instroctor
#9 washed her hands, put gloves on, and of the need to educate nursing students in
removed the sofled dressing that covered the proper provision of cares and handling of
 area. Then, without rermoving the contaminated linen.
gloves, washing her hands, and applying clean . . '
gloves, the LPN proceeded to clean the area with Xdentification of Residents with Potential
saline, apply cintment, and cover the area with a to be Affected
— clean dressing. . .
7 v 444 | 483.65(b)(3) PREVENTING SPREAD OF £ 444 Allresidents have the potential to be
56=E | INFECTION affected.

J The facility must requira staff to wash their hands
| after each direct reaident contact for which

! handwashing s indicated by accepted

| professionsl practice.

’ This REQUIREMENT % niot met as evidenced
by

| Based on observation and staff interview the

, faciiity falled to ensure the staft washed their
' hands after direct resident contact during two
| random observations. The findings were.

I, 1. Observetion on 12/0/08 at 8:55 AM revealed

| CNA #11 assisied resident #44 with the breakfast
meal. Refar to £441 far details related to this
CNAs failure to wash her hands when indicated

{ whila assisting this resident with the meal,

1
Corrective Action to Prevent Recurrence |

Staff Development Coordinator or designee
will inservioe ursing staff on appropriate
hand washing and linen handling,

Seaff Development Coordinator of designee
will inservice nurses on appropriate hand
washing during dressing changes.

| Staff Development Coardinator or designee
will in- service mursing staff on assisting
with eating.

Student nursing instruetor will be notified of l
nursing smdent wsing the same tube of !
toothpaste and not changing linens after the J

‘: resident sat on them with urine soaked pants, |
| e .
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F 444

F 445

Continued From page 26

2. Observation on 12/11/08 at 9:56 AM vevealed
rasident #13 had a pressure ulcer on hisfher left
upper back area. LPN #8 washed her hands,
applied gloves, and removed the dressing that
covered the area, Then, without remaving the
soiled gloves, washing her hands, or applying
¢lean gloves, the LPN proceeded to claan the
wouhd with saline, apply olntment, and cover the
area with a clean dressing.

483.65(c) INFECTION CONTROQL. - LINENS

SS=E|

N

Personnel must handle, store, process, and
f transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
| by:

| Byasad on observation and staff interview, the:

| facility failed to ensures staff handied and
transported soiled linen in & manner to prevent
cross contarnination during observation of care
for 1 (#44) of 4 sample residents, The findings
| were:!

| Observation on 12/9/08 at 8:30 AM revealed
i certified nurse aide CNA #8 provided parineal
| care for resident #44 who was incontinent of
urine. Observation revealed the CNA threw the
soiled linen on the fioor beneath the wheslchair.
After completion of the perineal care, the CNA
picked up the soiled linen and moved it closer ta
tha door of the resident's room. The CNA then
’ removed her gloves and washed her hands.
However, after washing her hands, she pick_ed up
the soiled laundry with her bare hands, holding
the soiled faundry nest to her clothing and left _tbe
room. After placing the laundry in the soiled utility
| room. the CNA assisted resident #42 to the

F 444

F 445

This Plan of Corraction is the center's credible
atfegation of compliance.

Praparation andior execttion af this plan of correciion

does not constitute admission or agreement by the
provider af the trath of the faots allegred or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepiared andior execited solely becoyes
It is required by the provisions of fedéral cnd stete Taw

in~service her students on proper oral care
and linen and incontinence care.

Before the next clitiicals, the Staff
Development coordinator or designes will
re-in-service students on proper oral care an
incontinence care and linen care,

Each resident will be provided his or her
own tube of toothpasie,

The Staff Development Coordinator or
designee will complete competencies for
LNs and CNAs on hand washing and oral
care,

Monitoring/Quality Assurance

The Director of Nursing or designee will do
random weekly andits for 6 weeks to
validate that resident’s linens are changed
correctly.

At the completion of the audits the Director
of Nursing or designee will report
compliance to the Performance Improvement
Committee {Quality Assurance). The
Committee will then determine the need for
further audits and reporis,

b
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: FORM APPROVED
CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NO. 0938-0391
ITATEMENT OF DEFICIENCIES {K1) PROVIDER/EUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN QF CORRECTION. IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
/N C
535038 B. WING 12/11/2008

NAME OF PROVIDER OR SUPPLIER

SOUTH CENTRAL WY HEALTHCARE &

STREET ADDRESS, CITY, STATE, ZIF CODE
242 16TH STREET

RAWLINS, WY 823801

X410 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX j {EAGH DEFCIENCY MUST BE PREGCEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE ! CDMDIT;.EJION
TAG | REGULATORY OR LEC IDENTIFYING INFORMATION) TAG (‘JIR().'ES—REF"!':'REg(é-‘E'I%;‘l'E?~J g‘l-;)E ARFPROPRIATE
F 445 l| Continued From page 27 F 445
' physical thetapy department then back into the This Plan of Corvection is the center's credible
Ii dining room. The following concerhs were allsgation of compliarice.
identified:

a. During the entire observation of providing Prepuration and/or execusion of this plan of correction
peringsl care, dressing the resident, and handiing ettt e o et
soiled liner, the CNA was wearling a distary | set forth in the statemént of deficiencies. The plan of

| apron. Continued observation revealad the CNA correction it prepared andior executed solsly beoause |
l hung her dietary apron on a hook in the assisted it is raguived by the provisions of federal and stare ke,
dining arem at 8:50 AM, -

tﬁ Interview with the RD on 12/10/08 at 11:58 random weekly audits for § weeks to

| AM revealad dietary aprons were not to be womn validate appropriate technique during
. | during resident care, enly for dining assistance. dressing changes. |
| ¢. Interview with the infection control . . ’ |
| coordinator an 12/40/08 at 10:30 AM verified At the completion of the audits the Director |
; dietary aprong wera only used for serving and of Nursing or designee will report i
] assleting residents with meals, She further stated Gomphﬁncc 1o the Performance Improvement
. | the aprons were not to be worn during personal Committes (Quality Assurance). The
: | care or while transporting soiled finen. \n addition, Commltteu.wall then determine the need for |
the infection control coordinator stated solled fusther audits and reports. |
[ finen should be bagged and nat just placed on the . . ' . |
[ fioor. Finally, she stated soiled aprons should not -~ The Director of Nutsing or designee will do ‘
| be hung on the hangers for further use, but random weekly audits for 6 weeks to
i should be placed in the soiled laundry hamper. | validate that proper hand waghing is |
| d. During an interview with GNA #8 on performed during dining assistance.
. 12/10/08 at 12:28 PM, she stated she placed the
| gailed apron in the dirty laundry hamper, howsver, At the upmpletioq of the a_mdits the Director
| ybservation revealed she had actually hung the of Nursing or designec will report
| apron on the peg for aprans which would be used compliance to the Perforinance Improvetent
| for the next two meals that day. Comuiitice (Quahty Assura;?ce). The
F 502 483.75()(1) LABORATORY SERVICES F 502 ?(:tr:::lrlttc;'\t:ﬂl tg::pdﬁennme the need for
8=D u audits and reports.
8 || The facility must provide or obtain laboratory
| services o meet the needs of its residents. The

i facility s responsible for the quality and timeliness
| of the services.

| This REQUIREMENT is ot met as evidenced
| BY:

i
The Director of Nursing or designee will do l\
random weekly audits for 6 weeks to |
validave that serving aprons are put in the J
laundry after each meal,

| At the completion of the audits the Director G
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: FORM APPROVED
ﬁmﬁ?;igfc::fmm% & MEDICAID SERVICES QOMB NO. 0938-0391
3
IND PLAN OF CORRECTION ~ |"~ " IDBNTIFIGAON NUMBER. [ 1oL GONSTRUGTION o COWPLETED

A, BUILIANG
N B. WING C
" 535034 12/M11/2008
NAME OF PROVIDER OR SUPPLIER STREET ADRESS, OITY, STATE, ZIP GODE
SOUTH CENTRAL WY HEALTHGARE & b4z 16TH STREHT
RAWLINS, WY B2304
X410 | SUMMARY STATEMENT .
F"RE.)FB( I (EAGH DEFlCiEﬁEYTIEUST BSEQES&%EE‘E&?:ULL FRIEIE)FIX '{E:gl-? ggggggrﬁ?fﬂf#&?g&gn&NﬂE comms’ﬂon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 502 Continued From page 28 F 502
Based onh medical record review and staff . , )
interview, the facilty failed o ensure laboratory T o Corrastion s the gentors credible
services were provided in accordance with
physician orders for 2 (#18, #44) of 11 open ﬁzzfm;""’” firmf;r ;geﬁw:w f thiz plan f:f;ur;-scra‘

! . . K 1ai consti mission or i T the

: samplé residents. The findings were: provi d_‘;: of ;f” et of he f‘f‘ m da': h o]:. cb:xia:]

et forih tn the 5 nt of deficiencies.

! 1. Review of physician orders for resident #18 car{scn‘an r‘spr:;‘m; ﬂ,,éa,i,;:‘:;f;’mg;ﬁ“:ﬂ,
showed that on 8/26/08 the physician's ordered t is required by the provisions of federal and state law.
weekly PT [Prothrombin Time] and INR
[International Normalized Ratio] labs, Review of compliance to the Performance Lnprovetnen
the medical record ghowed lab raports dated Comtnittee (Quality Assurance). The
10/8/08 and 10/20/08, but no other lab reporta Comimittee will then determine the need for
between those dates. On 12/11/08 at 8:35 AM the further audits and reports.

DON provided the surveyor some lab reports, but
none ware dated betwaen 10/6/08 and 10/20/08.
On 12/11/08 at 10:10 AM, the DON stated "I The Director of Nursing or designee will do
o dan't know what happgnedl" randoin Wﬂﬁkl}’ audity for 6 weeks to
- 2. Review of the 10/2/08 physician's orders for . validate that oral care is performed correctly.
resident #44 revealed an order for a urihalysis
with cutture and sensitivity for signs and At the completion of the audits the Director
symptoms of a urinary tract infection (UTI). of Nurging or designes will report
Review of the medical record revealed the. compliance to the Performance Improvement
urinalysis was performed and the resident was Committee (Quality Assurance), The

| dlagnosed with a UTI. The resident was treated Committee will then determine the need for

| with Levaquin (antibiotic), however, the: cuiture further audits and reports,

+and sengiiivity was not performed so it wias

I uncertain if the Levaguin was the appropriate
antibliotic. Interview with the DON on 12/11/08 at Director of Nursing will be responsible for

. 1 10:45 AM revealed the order for cutture and _ continued compliance.

| sensitivity was not performed because it was not

| properly marked by nursing staff on the laboratory Correction date:
request form. January 12 2009

F 520 | 483.75(c)(1) QUALITY ASSESSMENT AND F 520
s5=f | ASSURANCE

: F-444 Preventing Sprepd of Infectiop - Jan 12 2049
|
A facility must maintain a quality assessment and Corrective Action for Identified Residents
assurance committee congisting of the director of
nursing services; a physician designated by the Nursing staff will follow proper hand
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 08938-0361
JTATEMENT OF DEFICIENCIES {X1) PROVIDER/SURPLIERICLIA (X2) MULTIFLE CONSTRUGTION (%3) PATE SURVEY
WP PLAN OF CORRECTION IDENTIFICATION NUMBER: GCOMPLETER
A. BUILDING
SN G
B. WING
. 535036 12M1/2008
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
542 16TH STREET
S0UTH CEN HEALTHCAR
TH CENTRAL WY HCARE & RAWLINS, WY 82301
(X4} 1D [ SUMMARY STATEMENT OF DEFICIENCIES [u] PROVIDER'S PLAN OF CORRECTION X5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORREC'TIVE AGTION SHOULD 8E QOMPLETION
TACG | REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS5-REFERENCED TO THE APPROPRIATE RATE
; DEFIGIENCY)
F 520 | Continued From page 29 F 520

facility; and at least 3 other members of the
facility's staff,

The quality assessment and assurance
committee meels at least quarterly to identify

: jgsues with respect to which quality assessment
and assurance activities are nacessary, and
davelops and implements appropriste plans of
action to corract identified guality deficiencies,

A State or the Secretary may not require
disclosure of the records of such committee
gxcept Insofar as such disclosure is related to the
| compliance of such committee with the

'[ requirements of this section,

o~ | Good faith attempts by the committes ta identify
{ | and correct quality deficiencies will not be used as
{ a hasis for sanctions.

| This REQUIREMENT is not met as evidenced

| by:

1 Bised on staff interview, medical record (eview,
and review of facility documents, the facility failed

| to ensure the performance impravement (P1)

| program wag effective in resolving prablems in

| the Tacility. The findings were:

| 1. Review of the medical record for resident #44

revealed a/he experienced falls on 10/6/08,

10/20/08, 10/24/08,10/27/08, 11/10/08, 11/11/08,

| and 11/15/08. Review of the performance

| improvement action plan for 11/11/08 revealed

| falls were identified as a problem in the facility.

| Review also revealed resident #44 was

| specifically identified as a high fall risk. The I

i following conoerns were identified with the P

| @ction plan and oversight related to falis:

This Plan of Correction is the center's credible
allegution of complidnes.

Preparation end/or exccution of this plan of ¢correciion]
does rot congiitute admission or agreément by the
provider of the truth of the facts alleged or conelusio
set forth in the statemant of deficiencies, The plan of
corvection 1y prepared and/or sxgcuted solely bnoarisa
i I regwired by ths pravisions of Jederal and siate law.

#44 with eating,

Licensed nurses will follow proper hand \
washing procedure while performing |
dressing changes for resident #13.

Identification of Residents with Potential
to be Affected

All residents who need assistance with
eating and who need dressing changes have
the potential to be affected.

Corrective Action to Prevent Recurrence

Staff Development Coordinator or desighee
will in-service nursing staff on appropriate
hand washing.

Staff Devalopment Coordinatoy or designee
will in-service nurses on appropriate hand
washing during dressing changes

Staff Development Coordinator or designes ‘
will ity service nursing staff on ngsisting with |
eating. ||

Monitoring/Qualily Assurance

The Director of Nursing or designee will do
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ITATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERIGLIA ¥2) MULTIPLE CONSTRUCTI
WND PLAN OF CORREGTION O ERTIPICATION NUMBER ) HECo oN (xs;gg;‘ifg%\gev
i A, BUILDING
c
B. WING
5350136 12M11/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE
542 16TH STREET
SOUTH CENTRAL WY HEALTHC
ALTHCARE & RAWLINS, WY 82301
XAy SLMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION )
PREFIX (EACH DEFICIENCY MUST BE FREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ~ GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE | DATE
| . DEFICIENCY}
1 .
F 620, Continued From page 30 F 520
a, Review of the action plan revealed items This Plan of Corraction is the center's credibl
listed to address this resident's falls included alizgation qfca:;f!;u:; )
| monitoring tabs alarms for residents who were ‘
independent with mobility by answering alarms as {’ﬁﬂ';'imﬁz’&m?:gx :{ thix plam ﬂ w:;!wﬁw-
i 1 Ll agraemen {3
' soon as possible. However, review of the 12/8/08 provider of the ruth f the facts aﬁ: ot o o st
| quarterly Minimum Data Set agsessment for this st forth in the statement of deficiencies. The plan of 1
| rasident revegied s/he was no longer correotlon is prepaved and/or sxecited xolaly bacoise
’ independently mobile. Review of the 11/11/08 i is-required by the provisions of federal and state imvr
| performance improvement action plan regarding ; )
. validate that dressing changes are done
falls revealed there was no evidence staff g chang ’
| implemented the action plan and the resident coreetly. |
| experienced another fall aftar the implementation ) . _ _
target date of 11/10/08, Atthe cpmpletmn of the s:mchts the Director ‘
b. No further action items were established of Nursing or designeo will report
except to have the licensed nurse attend the compliance to the Performance Immwemenﬁ
| moming meetings from Monday through Friday Commitiee (Quality Assurance). The \
'“""‘. and for the diractor of nursing service to Improve Committee will then determine the need for
data entry so percentages of falls would be more further audits and reports.
aceurate. . ) , )
¢. Review of the medical record, the event The Director of Nursing or designee will do
: reports, and the post fall reports revealed there random weekly audits for 6 weeks to
| was no assessment to deterriine the cause of validate that proper hand washing is
falls. Review of the care plan revealed it was not performed during dining assistance.
| updated regarding falls until 12/8/08 and review 01“ i ) ‘
| the medical record revealed the resident was not At the completion of the audits the Director
' re-assessed for risk of falls until 12/10/08 after of Nursing or designee will report
| immediate jeopardy was called. Refer to F323 for compliance to the Performance Improvement
details regarding the immediate jeopardy. Cotnmittee (Quality Assurance). The
Committee will then determine the need for
further andits and reports,
2. Review of the previous survey findings dated ) . 1
| 11/28/07 revealed the facility was cited for not Di‘re:ctor of N urs!ng will be responsible farl
foliowing the care plan for regldents (F282). In contineed compliance,

| addition, the facifity was cited for this tag duting
! the 2004 and 2006 surveys. Review of the

. | 11/28/07 survey plan of correction revealed the . Correction date:
| DON would perform weekly audits for six weeks i January, 12 2009
| and report back to the performance improvement
| committee for further determination of actions. F-445 Jari 12 200
| ]
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STATEMENT OF DEFIGIENGIES 01) PROVIDER/SIPPLIERICLIA {%2) MULTIPLE CONSTRUGTION (X5) DATE SURVEY
WD PLAN OF CORREGTHON IDENTIFICATION NUMBER: COMPLEYED
— A BUILDING o

B, WIN
535036 12/11/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CORE
542 16TH STREET
T wy RE &
SOUTH CENTRAL HEALTHCA RAWLINS, WY 82301
oo SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
|
F 520 | Continued From page 31 F 520

‘ However, review of the 1 1/11/08 performance This Plan of Carrection is the center’s credible

. improvement action plan revealed care plan allegation of compliance,

| implamentation and fallow through was not being _

\ monitored and improvement was not sustained as sfa:ﬂ';‘:':"m‘;?ﬂf :;ﬂf:;?g” ;‘{ thels pian c;fbmzmon
| evidenced by repeated deficient practice related TSMNOR OF GEYECIENT DY e

Brovider of the truth of the facts afleged or conclusions
sat forth in the statemani of deficienicles, The plan of
correction Is prepared andior executed solely because
it iz reguired By the provizians of federal and siote lew.

i to care plan implementation.

Corrective Action for Identified Residents
Soiled linens wil! be hundled appropyiately.

Aprons have been removed and taken to the
l Jaundry. New aprons have been ordered w0
that there will be enough to have clean
o~ aprons at each meal,

Identification of Residents with Potential
to be Affected

All residents have the potential to be '
affocted, |
|
Staff Developiment Coordinator or designee

will in-service nursing staff on appropriate
hand washing and linen handling,

|
|
|
|| Corrective Action to Prevent Recurrence
|
|
|
|
|

Staff Development Coordinator or designee |
will in-service all staff on the appropriate |
use of gorving aprons and how they are to be |
put in the lavmdry after each meal. |
\
|

The Director of Nursing or designee will do

l

'.

! ! Monitering/Quality Assurance

|

|

E random weekly audits for 6 weeks to

| P ol
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STATRMENT
e g soee
A BURDIG COMPLETED
$43038 B, WANG 1 f (]
NAVIE OF PROV
‘ IBER OR BUPFLER STRRET ADDRESS, OITY, BTATE. ZIP CODE
SOUTH CENTRAL WY HEALTHCARE & 342 10TH STRERY
Y o RAWLING, WY 82201
WMARY BTATEMENT OF DEMCIENCES 1 PROVIDERT BLAN OF
PrliFLY GH DRFICIENCY CORARETION "
M| e | " | SRS cafo
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F 445 Continued From page 27 P45 j
physical therapy depattmant then back Into the '
dining reom. 1] mlmtng HONCAIME Wark This Plan of Corvaciion is the center's credibile
idan | alfegation of compliance.

3. During the entire observation of praviding '
perinaal cure, draasing the rasidant, any hand ng Preparation and/or execvtion of this plan af corrdotion
sailed linlh. tha CNA was waanng a dluhry docs nat constitite admission or agreciiert by )

* apron, Continued obwervation fevealed ths CNA provider of e imith o e Jacly o e o conclkions
mﬂg her diﬂt.g 5? ron on 8 hook in the wssisted ] correctian is prapared and/or executed solely bﬂﬂ}lﬂ
o e it e RD o 120108 o 1488 s reaiedly o rovions affeders end e
| AM rivesied distary sprons were not to be wah iled Ii ndied -
| during m‘d m mm-t:“'v ot dining easistance. ;«:(1;3:;;113 and soiled linens are handied.
. Intemvi ¥ gontral . T '
aoordinator on 12710008 at 10:30 AM veried jon of the audits the Diredtor
diatary aprons were only used for serving and At the completion of the audits the Diredtor
assisting residers with meals. She further stated of Nursing ot designes will report by
e aDrons ware.not to be wom during personel -compliance to tho Performsnce mproveinent
. cure or while tranaporting sofled ner. In adidition, Committee (Quality Assurance). The

the Infastion control coondinetor stated golies - Comthitteé will then determine the need for
Jnan should be bagged and ot just pleced on the * further audits and reports.

.g:o’:. ﬁlnnwt.h:m siabd aotied r;mm should rot o

LR On tha havngies T futher use, but The Director of Nursing or designee will do

ghould be placad In fhe solied tiindry hamper. rat:zlmg mﬁ audi‘::s fgdr 6 wee%:; to
X d, ﬂurh!g an Intarview with CNA #8 on | validate that serving aprons are put in the
12/10/08 #t 12:28 PA, she statad she piaced the lanndsy after each meal
sallad spron in :m: dry !aﬁ:dly hwmper, however, aun ] -
gjpmr{sv on he pag for ap:m q!nsvwhh:l'a m&lmm At the completion of the audits the Dim‘JFmr
for thi aiaxt twa rmeals thet day. ‘ ‘ of Nureing or designee will report
F 502 | 483.75()(1) LABORATORY $ERVICES F802|  compliance to the Performance Improvefnont
88D | ‘ Committee (Quality Assurance). The
The facifity must provide o obtain laboratgry | Commistee will then determine the need for
services to meet the needs o7 its redldents, The further audits and reports.
facliily Is responsitds for the quality and timeliness i
of the aafvices. oo . o Director of Nursing will be responsible for
' : S continued compliance.
Thie REQUIREMENT (s no} mat.a svidénced Correstion date: ;
by . T January 12 2009 |
AORM GMS-Z8A7(12.09) Provis Viesions Gbeaies - Fapality |8, W09 {f cortinvation shoet Page B of 90
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AND wmu”::zl? gggsﬁmu i nmmhgﬁmmm nm'i'f X2} MULY LK CONBTRUGTION %3} DATE BURVEY
' A, BUILDING COMBLETED
[T BOWING G
NAME OF PROVIDER OR S1FFY, R o oy ——— JRANR008
SOUTH GENTHAL WY HEALTHCARE & A1 1STHOTRERY
oy T SUNNARY RANLYS. WY &
PREMYX (BACH DEFISIENCY MUSY BE PRECROND DY F OF DORRECHON =
TAG | AEGULATORY ORLLSC ENTIFVING INFORMATIOF) "he m“ﬁ““ﬁﬂnﬁ:"é&'ﬁ#@ TR AFPROPRGATS .rwg%m
F 502! Continued Brom page 28 F 502 1
Based on medical racord review and staff
m’mtylew, the facility failad to enure gﬂb"m Thiz Plan of Correction iz tha center’s credible |
SErvices ware provided in accordence with - allegation of compliance. .
physicien ordars for 2 (#18, #44) of {1 open ' !
sarmple residents, The ﬂndlnm Wara Preparation and/or exseution of this plon of corrckuon
does not constitute admission or agreement by the:
1. Raview of physician oidars for resident #18 provider of the truth of the faciz alleged or conclysions
. showed that on /26108 the, phyaiclan's ordered et arepared o e solen ek
Woakly PT [Prothrombin Tire] and INR 1t i reguired by the provisions of federal and siasd Taw, *
{!mmat_iqm Normalized Retio) abs. Revisw of T :
. 1'3'@"@% e mm% F-Tag$02 Laboratory Services .| Jan {22009
; mh't NI g Wm m mt&;zam‘hﬁ 8:25 mbtnt’ Cnrrectiﬂa Auiion for Ydentified Residpnt
nohe wers dated botween 10/8/08 and 10/20/08. . {100 .- .
"On 12/11/08 at 0:10 AM, e BON nied Rosident £] g;lggmm has been formed
t know what happened.” s - . IS . o
2. Raview of the 10/2/08 phyaician's ardess for Co . .
© o Tewidian WA4 ravealed an arder for 2 urinalyaia + Labs on Resident #15 will be momtbm.d ko
with culture sindl sansifivily for signe and validate oxders are completed per physiclan
e e =
& madical record ¥au th e
:ifﬁl'wﬁl mp:ﬁ% and %:m m‘ldtmfi:a The physicisin for resident #44 was awarp
agnoded - 110 FRRKIONT wae: d sensitivity was not
with Lavaquin {sntibigtic), howevar, the culture | ;‘Lﬂ;{;‘;ﬁ’fﬁ,ﬁmﬂ&ﬁﬁ;
et 1l Lov ot e s Aetoor
anqerig fAQUIn Was e RRpr L . . .
aglﬁ“m |m~m ;2“ mr Dgru on 12/1 ggm at :;lmtif}fc::::: of Residents with pﬂtenﬂml
Lo} tiyysn tirder-for eiliuie and.
senaltivity was not parformed bacauge it wsk not , )
* properly m by nunsityy staft on the laborstory All residents with orders for labs have e
request form. T ' potential to be affected.
e oo oksndbci. | res N
83-E \ o © Corrective Action to Prevent Recurrenice
- N - o .- . -"- E ?: ; The system for tracking the completion pf
A facilily must maintein & qusity assessrent and lab orders has been revised. Staff
dasyrance commitied gonsteting of the direclor of Development Coordinator or designee will
© | muningsanices; @ physician derlaneted). by the . review the lab order systems and mnake
RORM CMBASATI0200) Provicus Vasioms Obiciie .~ fiveii I P04 1 Facary DWRES 1D TR Wot 5
J . O per physician orders. 23 %
” : The Staff Development Coordinator or
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ff:gll:w. and at ineat 3 other mambers of the

The quality assesgment and assursnce
coniivittee mewts st leaat quartarly to identify
iasues with respect to which quaiity assessmant
aind agsurancs activities are necessary; and
develops and implerments sppropriate plans of
acton o identiffied quelty deficlenciee,

A State or the Secratery mey not redidre
mummwmmﬁwmmm
mwcapt insofar ae such disclakurs i reluted 1o the
Complinncs of guch committes withthe - -
requiraments of this: sactian,

Gogd faith attempta by the committen to identiy

oy
| Basad on staff intervisw, madical necond reviws,

ang mrudquaﬂtv deficlencion wi not be uged as
& Basis for sangtions. .

| This nmmnmwr 8 nmm - nyaemd

anl review ot faciity docurrents, the faclity feikd |
' fo ensurs the pasforvmance imptovarment (P1)

program was affective in mtngmmh
thia fcllly. The Sndings were:

1. Review of the medical mnord for mﬂdantm
mvealed she axperiented.falle 1CI'MB.
10/20/08, 10/24/08,10r27/08, 11710/08,™ 1/14/08,

: . etion p an ahd ovarsight re hlth ]

and 'I‘D“IBIDB Rlvlaw the pnrﬁmw Assurance).
inprovarnent action pﬂ for 14111108 mnml

W B0 Tvad WhB i Nursin Designee
Wm Iﬂnnﬁﬂ ud " " W fal risk_ TM Director of Nursing or g

| Jannary 12, 2009

GENTERS FO JEORM ARPROVED
ATATEMENT QF DEFICIBNGIER X ' -
AN PLAN OF CORRBTION x1) mmmkﬁm X3} MULTIPLE CONSTRUGTION %3] DATE SumVEY
A BULLDING COMPLETED
) B WiNa “
12/112008
NAME OF PROVIDER O JUPPLIER STREET ADBRESE, QITY, STATE, TP GODE
EOUTH CENTRAL WY NEALTHCARE & BAZ 16THATREET
— - RAWLING, WY 8231
#M n LIMMARYY STAT!HEHT L‘JF ORMCIENGHTS T PROVIDE
(BAGH DERICIENGY NUBT N PARCITIED B PULL RY PLAN OF CORRECTION )
REQULATOIRY OR LaX: IDRNTIFYING INFORWATION "BO | CMGSAREPERENNDTOTIE Aoy | ST
BEMICIENCY)
F 520 Conunmu From page 20 ¥ 520

This Plan of Correction 12 the center’s credible
allegation of compltance,

Praparation and/or execution of this plon of correctton
does hot constitute gdmission or agreement by
provider of the truth of the facis alleged or conclugions
setforth in the skatemant of daeficiencies. The plon of
correction i pregared and/or executed solely beckuse
it ix vequired by the proviztons of federal and stuld Jiow,

designee will in-service the hmnsnd'nmj;ss
on the correct way to write and follow |

orders, .

The Staff Development Coordinator willfin-
service the nursing staff in all changes of/ the

tab mcmntonng system. i '

Momtarmnguallty Assurance

The D;rectbr of Nursing or designee will
complete random audits for 6 weeks to
validate labs are completed per physician
orders,

Repotty will be given to the Performange
Improvement Committee (Quality
Assurance) and further monitoring will b
deteimined by the Performance
Improvement Committee (Quality

T

HORM Mmﬂmm readons Vesakna Obeclet Rvant ;0 Facitly &% Yoo If oontinustion shees Page Wof 99
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TATEMENT "
SERNIIIR [ e, [ R
o]
i B viwa 12/14/2009.
NAME OF PROVIOER Of BUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
942 18TH STRERT
SOUTH CENTRAL WY HEALTHOARSE & AAWLING, WY 82301
()0 SUMMARY STATENENT OF DERICIENCIER o PROVIDER'S PLAN OF CORKECTION o
CH DEPICIENGY
| Aty | R | BUNHRLTSTIARR, | f
F 520 Continued From page 30 F 520
& Review of the action plan revealed (tema
liatet 40 wddrasn this realdent's falls Included This Plen of Carvaction is the center's credible
rmnltoring tabs alarms for raskiants who were aliegation of compliance.
qutrhrly Minimum Dats Bet assasument for this jﬁ::;:}::mfgﬁﬂ?ﬁfeﬁﬁﬂﬁfcﬁmmw
- rggidant rovenied s/he wes no longer st forth in the stalement of deficiencies. The plah of
! Mnmdtntw ivobils. Roview of the 11/11/04 corvection ix prepared andior exacutad solely b:F:nm -
" | puriormunce improvement action plan reganding it is required by the provisions of federal and state law,
folls revealod there was no svidence l;g
irnplemantad thin ﬁnﬂof:wp:& andd this reaident
expaienced ancthor P imphmcmmfon
tgrgat daie of 11/10/08. -
k. No further action items wmntlhllhhod F-Ta unlity Assegsment and
wxcapt to Rave the licensed nure atend the Assurapee
rnnmfg;mmmgl from Mnl:n':ny thmu%: Friday -
and diceclor of nursing servics & improve Corrective Action for Identified Residents
m mt.fy 0 mmagu of fula woudd be more (See F-323)
upﬂ%?:mfm%fwm.mé Identification of Residents with potenfial -
was 1o aagsssment 1o datarmine the cotue of to be ammtad o
{alia, thewufmnmiplaﬂrwmnwnnm ;
updlM rding failn unt 12/9/08 and review of All residents ha\m the potential to be |
racnrd revemied the resident was not affected. ;
mmml for rink of falls untl 12/10/08 after. ,
Imrdiate Woperdy wes calied. Refer o F323 for Corrective Action to Prevent Reerrence
demila mqardlnq e Imﬂlm Jmmnﬁ( r]
Members of the Performance Improvement
Committee will be in-serviced on the
“m&mmmmmﬁ writing, inplementation, and follow-up of
foliowing the cans pian for residenty (FM) In Performance Improvement Action plang as
adcitian, e tacility wa, civied for fhs tag durlng, well as the purpose of Performance
11 2004 and 2008 sun . Rinbw oof 'ul}lﬂ Improvement,
ﬁmw wm; plan of cormaction revissiled the . )
PON would perfom Wl%:“udug l’ol‘blxm Action plans will be reviewed at each |
and’ remrt Mﬂt i the performance iniptoverhant monthly performance fmprovement mesting
commities for further mmﬂ of sctions. i until committee has decided that
FORM CVR-200PD104) Pravicus Varwgne Obeca mfnnmq iy T R iabon aaet Pugo W0f 3:-:‘3
: . ' e o ' If improvement is not made, the action plan 35 4

will be modified.
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DEPARTI;IiNT OF HEALTH AND HUMAN SERVICES FBORM APPROVED
ETATEMENT OF DEFIGIENCIES £ mmugmppuam MLLTIOLR AANSTRUCT!
ANG PLAN OF CORRECTICN xh [DENTIMCAYION NUMBER: ¥a) o Ok (£ gg;;l SurvEY?
A BUILDING FLETED
5038 VNG G
Piopp—— - " 121112008 |
NAMECF P NOR N HTREET ADORESQ, CHTY, STATE, ¥ GODE
SOUTH CE HEAL 842 10TH ATRRRET
NTRAL WY THOARE & RAWLING, WY B2301
mmw"?t (EAH DEPRIINGY MUBT. ;Ep m Yo - m"&?"' il 1 o covi o
L
REGLIATORY OR LEC IDENTIFING WIOHIM\'IOIH TAG GWMEFEREI&!E:'% TB'QN‘T}'%E APPRORRIATE mTg
F 520 Continuad From page 31 L PR
evar, Taviow 7M1 rfwmu :
:.rlic;”mv:rmnt agﬂ:nf ?&; M:qmm Pl;:\“ This Plan af Correction iy the center's oredible
lmpi?tmentntlnn and follow through was n:! baing allegation of compliance.
monitored and improvement wes not susteinac e Preparation and/or execution of this plan of corrketion
avkiancaed by repaated deficient pricticn raiated doeﬁam constitule admission ov agreament by
10 cire plan implamantation, provider af the trush of the facts alleged or conclysions
soi foreh In the statement of daficiencies. The plap of
correction is prepaved and/or exécuied solely begarse
it ix requived by the provisions of fedsral and stave law. *
: Monitoring/Quality Assurance
The Executive Director or designee willido
rasidom audits on Performance Improvement
Action Plang, monthly, to validate
improverment is being made and stays inf
place,
5 .
The Exemnve Director or designee will
- ~ report comppliance to the Performance
T Improvement Conimittee (Quality -
Assuranee). The Committes will then
determine the need for any further
. audits/reports,
M
. : Responsible Party
The Exaetive Ditector will be responsiple
for continued compliance.
Correction Date
Janwnary 12, 2009
| e
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