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In addition to the recertification survey, a
complaint survey was conducted by Healthcare
Licansing end Surveys on 2/22/16 through
2728118, The survey was prompted by complaint
intake WY00002194. it was determined, based
upon the findings of the survey team, that no
deficlancles wers [dentified pertaining to the

complaint investigation.
An assessment v;ns completed for self-
; dministration of medications for resident #36 dn
The following common abbraviations arg used by
throughout this dooument: 16,

" The IDT team determined there were other
ggz’_“” S?m“gfetﬁm?nmr of Nursing residents that desire to selfadminister medjcatiéns.
r rsing Assessments were complated ap thase rcsidem{;ln

LPN« Licensed Practical Nurse 3116
MDS- Minimum Data Set -
mg- milligrams Al residents will be reassessed
quarterly to enshre,
RN- registered nurse if they desire to self-administer medications, th
Less commonly used abbreviations will be ey w0 5afe 10 d0.50.
annolated in each deficlency. .
F 176 | 483.10(n) RESIDENT SELF-ADMINISTER F 7g| A2y sencerns will be reported to the QA
ss=p| DRUGS IF DEEMED SAFE 3/1/16

An individual resident may self-adminlster drugs if
the interdisciplinary team, as defined by
§483.20(d)(2)(ii), has determined that this
practice is safe.

This REQUIREMENT I8 not met as evidenced

by:

_Based on observation, staff and resident
interview, and medical racord review, the facility
falled to ensure an assessment was completed
for safe ssif-administration of medications for 1 of

mn@soam§mﬁmwam SIGNATURE ADM\ ;)n{.a 51“{953’ {@

ending with & asterisk (%) denotes & dafielancy which the instiiution may bs sxeuzsd from cofrech providing 1t 1s detarmined
othar safaguanis provide sufficient protection ta tha patiants. (Sss Instruetions,) Buptforﬂuu!’nyg homes, the findings mmh’gabowargt disc!osabhmmz
following the datd of xurvey whether or hat u plan of comertion Is provided, For nursing homes, tha above kndk\gs and plans of comactian are disclogabls 14
prementiitys-followingthe date these. nh-(lrpfmad&am‘lnble to the facllity, If deficiancies am cited, an approved plan of esnection is requisite to continued
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9 sampie residents (#38), The findings were:

Review of the 12/17/15 quartery MDS
assesament showed rasident #36 was cognitively
intact with a BIMS (Brief Interview for Mental
Status) score of 14/15. Observation on 2/22/16 et
6 PM showed the resident was eating In his/hsr -
room and had a medioation aup containing
muttiple pilis located on the meal tray, interview
with the resident et that tims revealed the nurse
had left tha medications, and the resident
wondared If his/her pain medication was included.
Interview with LPN #1 on 2/22/16 at 8:05 PM
verified the medlostions had been [oft with the
resident, and the pain medication was Includsd,
She then verified she should have stayed and
ensured the resident took the medications,
Interview with the DON on 2/24/18 at 10:45 AM
verified nurses were expected to watsh residents
take medications, and there wae no assessment
completed for the resident relatsd to
self-administation,

F 225 483.13(c)(1)(I-(M). (c)(2) - (4) F225
§8=D | INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The faciity must not employ individuals who have
besn found guilty of abusing, neglecting, or
mistreating residents by & court of Jaw; or hava
had a finding antered into the State nurss wide
reglstry conceming shuga, neglect, mistraatment
of rasidents or misappropriation of thelr property;
and report any knowledge it has of actions by a
court of iaw ageinst en employee, which would
indloate unfitness for service 2a a nurse akde or
other facility staff to the State nurse aide registry
of ficonsing authorities.

FORM CME-258T(02-05) Praviows Vamiens Obsslals . Evant |D:008H11 Facltly ID: WYD025 if continuation ahest Pags 2 of 18
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The faciity must ensure thet all allaged violations
Involving mistreatment, neglect, or abuse,
including injuriss of unknown source and
misappropriation of resident properly are reported
immediately to the administrater of the facliity and
1o ather officials in accordance with Stata law -
through established procedures (including to the
State survey and certification agency).

The faciiity must have evidence that all alleged
violations are thoroughly Investigated, and must
prevent further potential abusa whila the
investigation Is ih progress,

The resuits of all Investigations must be reported
to the administrator or his designated
repregentative and to other officials in accordance
with Etate law (Including to the State survey and
certification agency) within 8 working days of the
incident, and If the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT I8 not met as evidenced
b

Y

Based on review of policles and procedures, and
facility investigaion documentation, end staft
Interview, the facility failad to ensure resident
safety during the investigation for 1 of 3
allegations of staff to resident abuse reviewsd
(resident #34), Tha findings were;

1, Review of facility investigation documentation
ehowed an allegation of "mistreatment” Invelving
resident #34 oocurred on 8/9/15. An LPN was
accused of "lerking the resident up in bad" and
hurting his/her arm. Review of the facility's
documentation showed staff were told to always
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
o]
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F 226 | Continued From page 2 F225

Effective immediately, Administrator and DON
will ensurs any staff member mentioned in an

investigation involving abuse/mistreatment wil] be
suspendad until the investigation is complete.

Administrator will conduct monthly review of
investigations to ensure appropriate action is taken.

Any concems will be reported to QA committeh.

31114
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Continued From page 3

have 8 second staff peraon presant when caring
for resldent #34. There lacked evidence the
facifity protected other residents from potentisl
abuse by the LPN during the investigation, The
results of the investigation were dated 6/12/15;
the facllity dstermined the slflegation was
unsubstantiated.

2. During an Intsrview on 2/25/16 at 8:18 AM, the
administrator stated the LPN was not suspenhded
ar removed from direct resident contact during
the invastigation. She stated she did not do that
because the assessment of the resident after the
Incident did not reveal any injuries to the am,

3. Review of the facllity's policy "Abuse-
Prevention, Investigating and Reporting™ (#2001,
revised 6/2008) revealed ", Protection...If the
complaint alleges abuse by a staff mamber, that
etaff member will be suspended or removed from
direct patient care (whichever is appropriate to
geenmtec! the resident) until an invastigation has

=n complated,..”
483.15{c)(6) LISTENVJACT ON GROUP
GRIEVANCE/RECOMMENDATION

When a resident or famlly group exists, the faciilty
must listen to the views and act upon the
grievances and recommendations of residents
and familles conceming proposed policy and
operational decisions affecting resident care and
life n the facility,

This REQUIREMENT s not met as evidenced
by

Based on review of resident group meeting
minutes, and staff and resident interview, the

F225

F 244

FORM CMS-2507(02-85) Pravious Viwsions Dbaoials

Event ID; 068H11

Feaiiy ID: WY0025

If continuation sheet Page 4 of 15




o

Mar. 19.2016 9:56PM

No. 6819 P 11

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

b

PRINTED: 03/10/2018
FO'?M APPROVED

ROCKY MOUNYAIN CARE - EVANSTON

STATEMENY OF DEFICIENCIES X1) PROVIDER/SUPPLIERUCLIA {(X2) MULTIPLE CONSTRUCTION L )
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
535038 B WING
NAME GF PROVIDER OR SUFPLIER ETREET ADDRESS, CITY, STATE, 2IP CODE

475 YELLOW CREEK ROAD
EVANSTON, WY 82930

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.
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F 244 | Continued From page 4 F 244
facility failed to ensure grievances from the
rasident group were acted upon to resolve
rapeated lssues for 3 of 3 months (December
2015, January 2016, February 2016) reviewed,
The findings were;
Review of the resident councll meeting minutes . . )
for Dacember 2015, and Janvary and February The topic of acting on resident council concern,
2018 showed there wers issues that were was dlscussad with the ?asxdent council on 3/1/. 6
unresolved. These issues included the need for and thh the QA coml_mtgco on 3/2/16. The resﬁ:nt
more staff to answar call ights timely, the need counsil wm_,xld like to invita departmunt.mmn.g
for added assistance/coverage in the dining room 10 the meeting when there s a concern in their
for the evening meal, and to have nurses stay in depertment, After voicing the coneern, the |
the room to ensure residents took their department manager will come up with & resoldtion
medications. Confidential Interview with a group and will retum to the next month's resident couneil
of residents an 2/23/16 revealed of the 8 to discuss 'lh; resolution and énsurs it is accoptable
residents whc:1 attended the group in:irview, 7 felt to the council,
these lssues had not improved. interview with the
resident advacate on 2/24/18 at 8:50 AM revealed Department managers will be expected to address
the process for addressing resldent council orally and in writing any concerns voiced by
grievancasfissues was for the administrator to resident council. Resident Advocate will revie
respond in e-mall, The advocate received the monthly minutes of the resident council and if
e-mall and then relayed the information to the issue is brought for more than tree consscutivg
residents &t the next meeting. The advocate months, a written grievance process will be
confirmed the process was not always effectiv, initiated until the issue is resolved.
and rapeat izsues had been brought tp. . .

F 253 483.15(n)(2) HOUSEKEEPING & F253| faominisveior will conduct monthly review of

58=E | MAINTENANCE SERVICES ! ua es Yor four montas to ensre

toncemms e being addressed appropriately.

Resident Advocate and/or Administrator will
monitor follow-up on resident council concerny and

will bring issues to QA committee,
3/2/16
:h!s REQUIREMENT 5 not met as evidenced
y:
Bazed on observation and staff interview, the
faciiity falled o ensure handrails were malntained
FORM CMS-2567{02:85) Piaviats Vissians Obsslate Evant (D2 088H11 Fachty 10: Wyor2s If continustion sheet Page 5of15




Mar. 19,2016 9:56PM

. No. 6819 P. 12

DEPARTMENT OF HEALTH AND HUMAN SERVICES
AlD SERVICES

PRINTED: 08/10/2016
~ FORM APPROVED

TEMENT OF DEFICIENCES 1) PROVIDER/SUPPLIERIGLIA MULTIFLE CONSTRUCTION
irngmu ormmscénon o IDENTIFICATION NUMBER: ﬁumm
535038 B.WING ;
NAME OF PROVIDER OR BUPPLIER SYREETADDREES, GITY, STATE, ZIF GODE
ROCKY MOUNTAIN CARE - EVANSTON gﬁx‘m::"
)i BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION s
PREFXX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFI {BAGH CORRECTIVEACTION BHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROS: mlgc‘r%emmm woE
F 288 Continued From page 5 F 283
in 8 of 3 regldent hallways (100 haliway, 200
hallway, 300 hallway). In addition, the facility
falled to snsure resident floors were malnhi;ned
to ensure adequate cleaning for the television . . \
area (connected to the maln dining area) and 3 of E:E h“‘%”ﬂ: W“l"ofs%h"d fgr ﬁzg‘:%‘;’mg
3 hu‘anm' ys (1 ogng;{mm 20.0 haltway, 300 han:’vg b; :ogz 105: hnu:g b}e’tweau roo:‘ns 300
hallwey), The gs were: and 302, hallway across from nursing station by
1. Observation on 2/25/16 at 10 AM ehowed the roum 200, haliway across from mursing station by
followt beauty shop, hallway across from nursing station
n? handralls had various soratches and by custod;'?l closet. The refinishing will be
a, In the hallway by room #103. completed on 4/9/16.
2' :3 g:: Ea“wa; gx lrggm ﬁ 8; The tile flooring was replaced in the following
d. Inthe haliway between tooms #300 and arses; doorway of room 100, doorway of ro
4302, 103, doopway of voom 106, doorway ofroom 107,
: hallway across ' doorway of room 110, doorway of room 200
msn"gymrgom &gu from the nursing dooyway of room 201: doorwsy of room 202:
£, In the hallway écmss from the nursin doorway of roorn 203, doorway of room 205,
station by the beatily sho 9 sitting foom (204) entry, font of room 208, foht of
In the hallw: acm%s from the nursin room 210, hallway near clesn utility room acro,
.4 by the e e I 9 from musing station, owtside exit door in day rdom
(YV room). The floor projects will be complet
2, Observation on 2/26/18 from 8:18 AM thraugh on 4156.
gaAM sgd ﬂm‘g’a mf:tu;mdc‘;n:&rfg:em The maintenance supervisor or designes will
hargaaum for cleaning’ inspect handrails monthly to ensurc they are nop
:q'!'ha fioor belwegn the doorway of roa showing excessive amounts of ware. Any that
y Y m show cxcessive ware will be refinished. The
.#100 a{‘d the hauway had a noticeable -gap 42 maintenance supervisor or designee will inspecg tile
?:ﬁ',?; in Jength which was darkened with dirt and ooring monthly to ensure fr 15 00t showing sﬁns
b. The fiaor at the front of racm #105 had 2 of eupking. Any that show cracking will be
tiles that measured 12 by 12 inches with a 8 inch P
noficeable crack that was darkened with dirt Any concerns regarding flooring or handrails will
¢. The fioor betwsen the doorway of room be brought o mme a Ad commitice,
#106 and the haliway had a noticeable gap 42 4914
;’emm in fength which was darkened with dirt and _
bris.
d. Tha fioor between the doorway of room
FORM CM3-2587(02-85) Previous Virslons Ohaslale Evant 1 088HT{ Faclily 10 Wygo2s If conbnusation sheet Page 8 of 15
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#107 and the hallway had a noticeable gap 32
m in length which wae darkened with dirt and
&, The floor between the doorway of room

#1410 and the allway had a noticeabls gap 42
m;ln lenpth which was darkened with dirt and

f. The floar at the front of room #200 had 1
tile that messured 12 by 12 Inches with & 8 inch
noticeable orack that was darkened with dirt.

g. The fioor between the doorway of reom
#201 and the hallway had & noticeable gap 32
mm length which was darkened with dirt and

h. The floor at the frant of room #202 had a
noficsabla crack which measured 38 Inches In
lenath and was darkened with dirt.

L The fioor at the front of room #2038 had a
noticaable crack which measured 24 inches in
length end were darkened with dirt,

). The floor at the front of raom #2085 had
muitiple cracks which measured 30 Inches in
length and were darkenad with dirt

k. The floor at the front of room #204 (the
sitting raom) had multiple cracks which messaured
66 inches In length and were darkanad with dirt,

1. The fioar at the front of room #208 had
multiple oracks which measured 38 inches In
length and were darkened with ditt,

m, The floor at the front of room #2710 hed 2
tom tles which measured 22 inches In langth snd
were darkened with dirt,

n. The haliway flaor by the clean utility reom
across from the nureing station had a gap
between 2 tles which measured 12 inches by 12
m each with an acoumulation of dirt and

0. The outskds exit door In the television room

cennected to the main dining area had multiple

F 253
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oracks on the floor which measured 32 Inches In
length and collected dirt and debria.

3. Intarview with the maintenance director on
2/25/18'at 9:50 AM confinned he was aware of
the issues with the handrails and floors, He
“touched-up" the handrails at intervals, but
confirmead thera was no achedule with a
timeframe to address the handrails. He stated the
facifity planned io place new flooring in the
building. However, he confirmed the faciiity did
not have g plan with a timeframe to address the
fioor issues.

483.25 BROVIDE CARE/BERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facifity must
provide the necessary care and services to attaln
or malntain the highest practicable physical,
mental, and psychasocial well-being, In
accordance with the comprehensive assessment
and plan of care,

This REQUIREMENT Is not met as evidencad

by:

Based on medical record and staff interview, the
facility falled to ensure 1 of 1 sample resident
(#13) who had a fall with & head Injury recelved
neurological checks (neurc-checks). The findings
were:

Medical record review for resident #13 showed
s/hehad a fall on 2/816 at 2:30 PM. Review of
the corresponding post-fall asssssmant showed
the following under the team meeting notes, "Per
nurse resident lost [his/her] balance and fell in

F 253

F309
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[his/her] room. Blood sugar 83, Shightly relsed
area to right posterior eranium.” Review of the
entire medical record showed no documentation
of any nguro-checke after the resident's fall.
interview with the DON on2/24/18 at 5:30 PM
confirmad the facility falled to perform
neuro-checks on the resident after the 2/8/16 fall,
She further confirmied her expectation was for
facility staff to perform fieuro-checks any ime a
residant has an injury to his or her head.

Agcording to Lippincott Nursing Prosedures,
Seventh Edition 2014 by Woltera Kluwer, after a
fall, "Determine whether the patient experienced
a head trauma, which requires further diagnostis
evaluation to rule out subdural hematomna...Even
if the patient shows no signs of distress or has
sustained only minor injurles, monitor his vital
signs and 888ess his neurological status
frequently until his condition stahilizes, Nolify the
practiioner If you note any change from tha
baseline.”

483.25(d) NO CATHETER, PREVENT UTI,
RESTORE BLADDER :

Basad on the resident's comprehensive
assesement, the facility must ensure thata
resjdent who enters the facliity without an
Indwalliing catheter is not catheterized unless the
resident’s clinlcal condiion demonstrates that
catheterization was necessary: and a resident
who is incontinent of bladder receives appropriate
frestment and services to prevent udnary tract
Infactions and to restore &8 much normal bladder
function as possible,

’

" | This REQUIREMENT 18 ot met as evidenced

F 315

his/her head.

t0 head,

committee,

A head to toe assessment with neuro check
completed for resident #13 on 3/2/16. No c%m
were identified, Memo provided to nursing on
2125/16 and 3/3/16 regarding neuro-checks neefling |,
to be done anyrine a resident has an injury to

Neura checks post fal] added to weekly audit
cthecklist. DON or designee will ensure neuro-
checks are initiated when a resident sustains m)rry

Any concerns will be reported to the QA
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TAG REGLILATORY OR LSC DENTIFYING INFORMATION) TAG CROBE-REFERENCED TO THE APPROPRIATE RATE
DEFICIENCY)
F 315 | Continued From page F316
by: . Rasidetit #29 was seen by his/her atiending
Based on observation, medica) record review, physician on 3/3/16, Resident was diagnosed with
and staff interview, the faciiity falled to an ncumpnmﬂ:r dysfimction of the bladder,
indwelling the catheter was clinically necessary Physician roported cathetar is clinically n
for 1 of 2 sample residents (#28) with Indwatiing Catheter will remain in place for resident #29
oatheters, The findings were: will be reviewed with quarterly assessment.
Observation on 2/22/16 at 4:44 PM reveslad Any resident having a catheter in place (whethey on
, residant #20 was in bed, with 8 catheter drainage admit ot otherwise) will be reviewed weekly by
bag uttached to the side of the bed, Raviaw of the DON or designee for appropriateness to ensure
1 0/328/15 admisclon and 1/28/16 quartary MDS clinical gecessity. Any found o lack clinical
asseasmenis revealed the resident hed an necessity will be reviewed by physician and
IndweRing cathetsr, Review of the Care Area addressed per physician recommendation.
1S mveemmtrant showed e ronident hmn g " Ay concemt denifie il b broughto s QA
catheter "related to impaired mobillity and commsties.
tncontinence as evidencad by need for foley 3316
cathetar to prevent skin breakdowr.” Review of
physician progress notee showed no medical
Justification for the catheter, in fact, the catheter
was not mentionad at all. During an Interview on
2/24/18 at4:45 PM, the ADON stated "if residents
are admiited to the facility with it [catheter] in, we
can leave it In.* On 2/24/18 &t 5:30 PM the DON
stated they didn't evajuate cathelers for
. appropriate use if they ware present upon
admission,
F 371 483.35(1) FOOD PROCURE, F374
86»F | STORE/PREPARE/SERVE - SANITARY
The facility must -
(1) Procure food from sources approved or
considared satisfastory by Federal, Stata or local .
authoriies; and )
(2) Store, prapare, distribute snd serve food
under sahitary conditions
PORM CS-2907(02-37) Previous Versions ou&m Evard ID:08BH1Y Fackly D:WY0028 if conlinuation aheet Page 10 of 14
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DEFICIENCY)
F 871 Continued From page 10 F 371
Activity room appliances (oven, microwave, and

This REQUIREMENT is not met as evidenced small fridge) were cleaned on 2/25/16.

? . Activity staff was in-serviced on 2/25/16 regmfing

Based on obsarvation and staff inberview, the cleaning of appliances. The appliauces will be
facility failed to ensure food and food service placed on a cleaning schedule to be cleaged
equipment was stored/prepared under sanitary weekly,
condifons In 2 of 2 kitchens (activity room Activity staff was in-serviced on 2/25/16 regarfling
kitchen, main kitchen). The findings were: dates on open items.
1. Observations of the activity room kitshen on Activity director or designee will inspect the .
9123116 at 9:10 AM showed the oven, microwave, appliances agd the food items to casure complince
and small refrigerator were in need of cleaning. with the cleaning schedule and lebeling
The equipment was soiled with food debrs on the tedquirements on a weekly basis,
interior and extarior surfaces, In addition, the
emall refrigerator with containers of pudding In Any concerns will be reportsd to the QA
was not equipped with a tharmometer. Further, committee. .
the large refrigerator in this kitchen contalned
food iterms which wera not dated to show when The 6 beverage pitchers in the main kitchen wére
they were to be discarded, These items included discarded on 3/18/16. The cutting hoards wi
" | buns, & partlal bag of shredded lettuce, two shell discarded on 3/18/16 and replaced with new ones.

s, and an opened bag of shredded cheese, The white cutting board sufface of the steam tdble
Ohservation an 2/24/16 at 3:35 PM showed the will be replaced on/before 4/9/16. The lids usqd 1o
condition of the equipment remained solled, and cover plates will be discarded and replaced wif

| I some of the undated food items had besn new ones on/before 4/9/16. The ceiling vents jvere
removed, cleancd on 3/14/16,
According fo Fond Code 2013, U.S. Public Health The dietary manager or designee will inspect l}
Service: 3-601.17 "(A)...refrigerated, kitchen equipment once per month to ensure there
READY-TO-EAT, POTENTIALLY HAZARDOUS are no issues with un-cleapable surfaces and 1 -
FOOD (TIMETEMPERATURE CONTROL FOR ensure items are in proper working order withgut
SAFETY FOOD) prepared and held in a FOOD signs of wear. ;
ESTABLISHMENT for more.than 24 hours shall Kitchen vents will be placed on & bi-weekly
be clearly marked to indicata the date or day by cleaning schedule and will be inspected monttly
which the FOOD ghall be consumed on the for cléanliness by distary menger or designee.
PREMISES, gold, or discarded when hsld ata . LA
temparature of 5°C (41°F) or leas for a maximum Auny issues identified will be reported to the Q
of 7 days, . committee, ek
FORM CVIS-25%7(02.55) Pravious Vanlans Obsciels Event I0:088H11 Facllty 1D: WY0025 If continustion sheet Page 11 of 18
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SUMMARY STATEMENT OF PEFICIENCIER
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING mmmmom

AR
TAG

D
PREFIX
TAG

PROVIDER'S PLAN DF CORREGTION xs)
(EACH CORRECTIVE ACTION SHOULD BE

CROBB-REFERENCED 'TO THEAPPROPRIATE
DEFICIENCY)

F 371 | Continued From page 11

surfaces and utensils shall
touch...(C) Nonfeod-contact surfaces of

of dust, dirt, food residus, and other debris.”

11 (C) of thiz sestion, ool or hot holding
EQUIPMENT usad for TIME/TEMPERATURE
CONTROL FOR SAFETY FOOD shall be

least one Integral or
TEMPERATURE M
located to allow easy viewlng of the devlce's
temperature dispiay. "

rmanently

an un-cleanable outer surfacs due to
eccumulation of adhesive labels, and 2 white

’ discolored ahd scored from use, The white
o cutting-board surface of the stsam table was

outer plastic material was wom, creating 8
non-clsanable surface. Further, thera were 3
ceilihg vents above the food preparation and
serving tables with visible dust on the outer
surface and surraunding ceiling ties.

normal use conditions.

According to Food Code 2013, U,S, Publle Health
Service: 4-801.11 "(A) Equi ment food-contact
tiaan to sight and

equipment shall ba kept free of an accumulation

Accarding to Food Cods 2013, U,S. Public Health
Service; 4-204.112 ", 58) Exvept as specified in

designed to Includs and shall be t:im;:gjed with at
SURING DEVICE that Is

2. Observation of the maln kifshen on 2/24/16 at
. | 11215 AM ghowed 6 beverage pitchers which hal

cutting-boards which ware stored on & rack were

discolored and gcored from uss, Tha lids used to
caver plates of food were visibly stained and the

Accaording to Food Code 2013, U.S. Public Health
Service: 4-201.11 "EQUIPMENT and UTENSILS
shall be designed and constructed to be durable
and to retaln thelr characteristic qualities under

F 371
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3. Interview with the dietary manager on 2/24/16
a1 3:35 PM verified the abova mentioned
aquipment neaded to be cleaned and or replaced
in the main kitchen. Alsa she confirmed the
activity room kitchen was in nead of monitoring to
ensure items were dated and lebusled and that the
equipment was cleaned.
F 431 483,60(b), (d), (¢) DRUG RECORDS, F 491 ‘
88« | LABEL/STORE DRUGS & BIOLOGICALS

The facllity muat smpioy or obtaln the services of
a licansed pharmacist who establishes a system
of recorde of receipt and disposition of all
controfied drugs in sufffcient detall to enable an
aceurats reconciliation; and determines that drug
records are In order and that an account of all
controlled druga s maintained and periodicaly
reconciled,

Drugs and biologicals used In the facity must be
Iabeled In accordance with currently accepted
professional prinoiples, and Include the
appropriate accessory and cautionary
instructions, and the explration date when
applicable,

In accordance with State and Federal [awa, the
Tacllity must store all drugs and hiologlosls in
locksd oompartments under propar tamperature
controls, and permit only authorized personnel to
have access o the keys,

The facility must provide separately locked,
permanently affixed compariments for storage of
controlled drugs fisted In Schedule 1l of the
Comprehensive Drug Abuse Pravention and
Control Act of 1978 and other drugs subject to

FORM CMS-2587(03-65) Pravious Verslons Obuctbla Evant (D:00BH1
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F 431

F 465

Continued From page 13

abuse, except when the facliity uses single unit
package drug distribution systerns in which the
quanfity stored Js minimal and @ mlsslng dose can
be read}!y detected.

This REQUIREMENT is not met as evidencad
by: .
Basad on obaarvation and staff interview, the
facllity failed t0 ensure madications available for
use were not available past the expiration date in
2 of 3 storage areas (Group | medication cart,
Group || medication cart). The findings were:

1, Observation on 2/25/16 at ©:25 AM with RN #1
showed the Group | medication cart had 24
tablets of Phenergan 25 ma (anti-emetic) with an
expiration date of 8/15/15 that was avallable for
use for resident #31. At that time RN #1
confirmed the medication was expired and
available for use.

2, Observation on 2/28/M8 at 9:40 AM with LPN
#2 showed.the Group Il medication cart had 21
tablets of Zofran 8 mg (anti-emetic) with an
explration date of 1/2/16 that was avallable for
use for resident #8. At that time LPN #2
confirmed the medication was expired and
avallable for use,

According to Clinical Nursing Skills 7th dition by
Smith, Duell, and Martin; the six rights of
medication adminisiration jncludes the right
medication, "Compare drug container label {o the
medication sheet (MAR) three times. Note
expiration date...”

4B83.70(h)

F 431

F 466

The expired medications that were found were
removed from usc and properly destroyed on
2/25/16.

The DON or designee will conduct weekly audy
medications to ansure expired medications are g
available for use.

Any concerns will be brought 1o the QA
commitiee.

k of
ot

272511
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E ENVIRON

The faclity must pravide a safe, functionsl,
sanitary, and comfortable environment for
residents, staff and the public,

This REQUIREMENT s not met as evidenced
by:
Based on observation and staff interview, the
facility falled to ensure a safe and sanitary
environment in 1 of 1 dish rooms. The findings
were:

Observation of the dish room on 2/24/18 et 11:15
AM showed the wall behind the sprayer had black
grime which covered an area approximately 2
fest long by 6 inches in height. In addition, the
dish room cefling vents had visible dust on and
amund them, and the pariition wall between the
dirty and clean side of the room was sofled with
food debria and had & comer plece missing.
Interview with the dietary manager and the
malntenance director on 2/24/16 &t 4,50 PM
verifled these areas needed to be cleaned and/or

repaired.

Y

The sections of wall covering identifisd in the d
room wers thoroughly cleaned by dietary staff
mexbier on 3/18/16. If the wall covering does
clean adequately (after discussion with the
consuitant dietician) the sections of wall coveri
will be replaced on/before 4/9/16.

The ceiling vents in the dish room were cleaped
3/14/16. The vents were placad on a bi-weekly|
cleaning schedule.

The well covering and corner pieces on the
partition wall in the dish room were replaced w
new wall covering and new comner picces on
3/10/16.

ish

th

In-servica conducted with dietary staff regardi

cleaging techniques and requirements on 2/25/16.

Dietary manager or designee will inspect dish 1.
end kitchen areas for ¢lzanliness once per mo:
Extre cleaning will be done if issuos are id

Any issues identified will be reported to the QA
committes,
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