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The followlng common abbreviations are uset in
thiz dovument: RIGHT TO PRIVACY.
ED- Exesutive Dipect SEND/RECEIVE MAIL
E0- Exeswllve Direstor
ICC- Infection control coordinator DELIVERY .
BNS- Direttor of nurging services o s
QAP Quautty assurance and performance l/J-*\ll lfi‘mttli:;;tsb )l:ave ;:1:" p:;mt;:l ;:
improveman ¢ affect no ma
F170] 483.10()(1) RIGHT TQ PRIVACY - FA70( Saturday. This theility will ensure
§5=81 SEND/RECEIVE UNOPENED MAII mail service on Saturday through
: the Matiager on Duty or designee |
! The resident has the right to privacy In wiltten g ible for the |& 7
communicatlons,Inclu%lntglthe rlghttﬁdsend and éﬂ}%evr;]gf?ﬁaiﬁsop;gs:gl? dm?{ﬁ "]Il: ‘27&[4:‘ .
' romptly receive mail that s unopensad, 5 '
Promety v P the case that the mail is delivered ;
late in the day, the Charge Nurse ? Z@ 7[ e
will be responsible for the service, A
This REQUIREMENT is not met as evidenoad P Ve
by: N ] oy 9
Based on resident and staff interview, the facllity The Ticensed nurses and lim.ngeri WLU? Fm ,
falled to ensure residents routinely recelved mall Imve: been‘educated on the mai 7/ / -
. on Beturdays, The findings were: service policy on 9/2/2010 by th -
| Activities Director. T -
Interview with the resjdent group oniB!'lOMD al 3 i £ [};t/"
PM revealed there was no.mall service on some o e el ‘ .
Saturdays hevause staff was not available to Ti,’l*; ./—\G‘Ll\:’;tlﬁil D'mc?f' dolr , dcsxgnl T et
defiver it. Interview with tha B on §/12/10.at 8:35 WHIL monitor the mail delivery s i
AM revealed passing out the resldent's mall wag on. Mondays for any thail nbt | § 1L
assi?ned to the manager on duty forthe delivered on Bafurday and will Gl
waeelend, lﬂtEW‘lf'W with th‘; 9‘?“"’"3’ aidgon X report the results to the ED ai the
8/12/10 at 9:50 AM revealed she passed out the thly QAPI committee mestii
resident mall Menday through Friday, She stated ;::;:" hﬂ},‘/mQﬂ n‘mnth:] then thg\
the manager on duty was responslibla to pass But i 1 re luate the need s
the Saturday mafl that oame In; however, she committee will re-evaluat e nee e e
confirmed this did not always happen. The activily for continuance The ED will
gide stated "about fitty percant of the Hime" the address  non-compliance  with
P . p
Saturday mail was waiting first thing on Monday appropriate corrective dction.
mornings to be distributed,
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When a resldent or family group exists, the Ficllity
| must listen to the views end a6t upon the
grievances and recommendations of residents
and families coneerning proposed policy and
operational decisions affecting resldent cara and
life In the facillty,

gh!s REQUIREMENT s not met as evidenced

V:

Based on review of regldent touncl minutas, and
resident and staff interviews, the facility falled to
ensure 2 of 2 oulstanding grlevances brought
forth by the resident councll were addressed in a
timely manner. The findings were:

Review of resident counal| minutes for 5126710,
B/8F10, and 711410 ravaaled there was & format
used to identify grievances. Thig included any
follow-up siction that needed to be tiken and the
dete the Issue was resalved, The followlng

» tonnerns with wo grisvances were [dentified:

a. Review showed that an igsue refated to the
Placement of twvo phones for realdent use in
summon areas was ralsed duritgy the May
meeting. The phones were nol easlly accessible
to residents, Agcording to review of the July 2010
meeting minutas, the lzsus was not resalved and
continued to be "In process." Interview with the
resident group on 8/10/10 at 3 BM verliled the
phones had not been moved, and communication
from staff related to the lssue was iacking,
Interview with the ED on 8/19410 at 2:390 PM
vonfirmed the issue was not regolved, and no
further evidence of communieation to the
residents could be found ralated to resolving tha
issle,

pdyto | BUMMARY STATEMENT OF BEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (RACH DEFICIENGY MUET BE PRECEDED BY FULL PREFIX {EACH CORRBOTIVE AGHION SHOULD B COMPLETION
TAG REGULATORY R |85 IDEMTIFYING |NFORMATION) TAQ CROBS-REFERENCED TO THIE APFROPRIATE DATR
DEFIGIENGY)
F 244 483.15(c)(6) LIBTEN/AGT ON GROUP F244| LISTEN/ACT ON  GROUP
$8=E | GRIEVANCE/RECOMMENDATION GRIEVANCE/RECOMMENDA

TION

A meeting 1o discuss the lowering
of the two phones for resident use
and the choosing of the paint colors
for the hallways was held with the
resident council on 8/18/2010, The
two phones were lowered to g
height that {s compatible for
wheelchairs on 8/27/2010 by the
Maintenance Director, The paint
color choice was discussed at the
regident council meeting held
972/10.  Color choice will be
brought 1o the council when the
facility is ready to paint the walls.

The Social Services Director (S5D)
re-educated all staff on the
Grievance Policy and Procedure on
9/2/2010.

Grievances from residents, their
families, staff members and visitors
will be documented on the Kindred
Healtheare, Inc. grievance form and
forwarded to the 8SD for
investigation and follow up. The
88D will monitor the progress of
the gtievance resolution for timely
completion and report the results to
the EL monthly for one quarter at
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by:

findings were:

F 244 Gonftinued From page 2

b, Review of the July meeting showed tha
rasidents desired o be Involvad ih the selestion of
paint aolors for the facility antrance and hallways,
Tha plan of action for this issue showed the ED
would [nvolve residents In viewing the color
choices for halls as able, The issue was llsted as
unresolvad, Interview with 2 group of residenis on
8/10/10 Bt 3 PM confirmed they had not been told
about any plan or time frame to Ibe prasented with
color choloes for the walls. inlsrview with the ED
on 8/11/10 at 2:30 PM confirmed he planned 1p
involve the residents. He stated a time frame to
involve the resldents had not been established,
and paint samples were not yet avallabla, He
further verified the plan was not efectively
commun|eeded back 1o the residents,

F 283 | 483,15(h)(2) MHOUSEKEEPING &
58=F | MAINTENANCE SERVICES

The fallity must provide housekeeping and
mainienanee sarvices necessary to maintain a
sanltary, orderly, and comfortable Interior.

This REQUIREMENT is not met as evidenced

Based en observation and staff nterview, tha
facility faled 0 provide maintenance ang
hoursekeeping to ensure § of § resldent arems
were gomfortable, clean, and in goot repalr, The

1. Chservation on 8/8/40 &t 2 PM showed the
floor-of the television ares by the back hall nurses
statich was un-swept with food crumbs and two
dead fiies. In addition, thete were eloht deag flies
noted in the window sllls of this resident areg,
Buring an obsarvation on 81210 at § AM the
dead flies remained In the window aills.

44| the QAPI meeling and then re-

F 253

evaluate need for continvance.
Report of grievance rosolution will
be presented at the bi-monthly
Resident Council meetings.
Non-compliance will be addressed
by the ED at the QAPI for further
cotrective actions.

HOUSEKEEPING &
MAINTENANCE SERVICES

The television area by the back hall
nurses station and the activity area
wate swept, mopped, and the dead
Mlies vemoved from all areas on
$/13/2010,

Realth Setvices Group (MSG) re-
educated all housekeeping staff on
the proper cleaning techniques for
all areas of the Facility on 9/2/2010.
The Housekeeping/Laundry
Supervisor or desipnes will audit
the facility common arcag daily and

FORM CME-26G7(02-00) Pravious Verslne cibsololo Event [ ZTHET
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Observiation on 8//10 at 3:40 PM showed there
were sevantean dead bugs around the edges of
the activity area walls. The next day 8/10/10 at
7:30 AM, obeervalion showad the area hag not
been swept, and the dead bugs remainad an the
fioor, In addition, the back nall ard the south hal
of the facllity, which were not carpeted; had a dirt
build-urs around the perimetars of bath halle.
During an interview with resldents on 6/1 0M0 a3
P, three of nine residents thought the floors in
the facility were not clean anaugh, One of the
residents mentioned an accumulation of gt
arount the edges of the floor, and stated sthe had
seen slaff mop the floors without sweeping them

‘ first,

2. Raridom ohservations during e survey from
81910 thraugh 8/12/10 ravealed the followiny
locations had damaged doors or door frames;

i a. Room #1 ' 8 bathroom door.,

ﬁ b. The emerganty exit door near room #14.

¢. Room #17 ' 8 hathroom dovr,

d. Room #19 ' & carridor door,

e, Room #20 " = corridar door,

f. Room #27 's corridor door,

9. Room #28 ' s corridor door.

h, Room w45 ' s bathroom door,

I, Roorn #47 ' & bathroom and corldor dents.

J» Room #50 ' s bathroom door,

3. The following dirnage was alao ldentified in
resident areas ouring vbeervations on 870 from
245 PM untit 4 P

a, The runner hogrds, looated 18 inches from
the: floor thraughout alf flve tallways, were
scuifed, gouged, and faded,

b. All five hallways had multiple soratches
below the handralls, and were i need of touch up
i paint,

F25a| report the results to the 12D at the
monthly QAPI meeting for three
months then will re-gvalnate need
for continuance. HSC will address
all non-compliance and assess for
corrective action,

The edges around the tile floors
cannot be cleaned by conventional
means.  Plans are in place to
remove the dirty coving on the
walls and replace it with new
coving coinciding with the painting
of the hallway walls and touchup of /
the runner boards, handrails, and
baseboard covers, Cost estimates
were received on 9/3 for the new
coving. The hallway walls, coving,
runner  boards, handrails,—ang

baseboard covers v@he {ouched . /

up and/or painted {by 21'1‘17’20’1"1‘.'(5/24’ 0
The Maintenance \ Director or 7@+

designec will monitof thg@_,ateasf: WM/

daily to make repairs and touchups ; )
and will repart the findings (o the

ED at the monthly QAPI mecting
until completed.

Health Services Group (HS8G) will
serape off the dirty wax buildup
and re-wax and buff the corners
prior to the new coving installation.

FORM OMS-i87(02-09) Provious Verslona OChnnleln Event (D ZTHE
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| should be reduced or discantinued; or any
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F 253 Centinued From page ¢ F 263 Rooms #] s ) 7,. 19, 20, 27,J 28, 45,
C. Tha hallway between the front and hask 47, and 50 will have their doors
nurses' stations had scuffed and soratohed repaired ot replaced by 2/11/2011,
baseboard heaters with obvious paint missing the The front light switch cover in
entire length of the baseboarg covers, room #17 was replaced %/30/2010.
| d The fgont light switch cover in mom w17 The screw holes in room #22 were
Wwas cracket. ) -
e. In room #22, tha bathroom sink had eight Palﬂhﬂd Epul pa.m‘lled on §/30/201 0.
screw holes between the sink aig mior. the wall in toom #48 which was
1, Aerogs from room #48, the cothers of both gouged has been tepaired and
Sides of the hallway were gouged and soufed painted. The Maintenance Director
from the floor level to 2 fest high, or designee will monitor the facility
9. In room #48, near the headboard of bed B, for any necessary repairs to be
the wall was gouged 18 inches across, sompleted and t the repairs to
h. Across frotn the heck nirsee’ station, the completed and report the repa
corner of the lwo intersecting haflways was the ED at the monthly QAPI
gouged and seuffed frorm floor height to 3 feat meeting until completed,
high.
uring an interview with the ED on 8/12M0 mt
G810 AM, hes stated housekeeping hag redenth
bean outsourced and the numbey of hours
reduced, Upon being presented the findings of
the survey concerning failures in housekeaping,
the ED stated that hcmefé@epfng may be
understaffed, and stated he was respongible to ] § FREE
monitor hotisekeeping, (h addition, tha ED staled 31]:31?11 REG“‘#&I;E:;T sz‘,flll‘:;
the facility needed repairs and maltenance (o , y
doors and haliways, DRUGS
F 329 483.26() DRUG REGIMEN 15 FREE FROM F 324
85=D | UNNECESSARY DRUGS Resident #21 has had a physician | _ , n
conltaindication noted for a GDR ‘Q’/
Each regident's drug regimen must b frae from of Seroquel, Ativan, and Zolofl on ]
unnecessary drugs. An urnetessary drug is any 912010, ’ /!, /0
drug when used In excessive dose {Ineluding ' &] ? -
dupficate therapy); or for exceselve duralion; ar o _
Without adequate monitoring; or withoyt adeduate The resident’s medical recordg /
Indicetions for fis use; or in the presenag of have been audited and any resident
adverse consequences which Indioate the dose requiring a GDR. contraindicatios 5;7/ jo

6\\§\\;’\
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combinations of the reasens ahove,

| Based on a compretiansive BoBessment of g

| helve any physiolan cohtralindioation for GORs for
| any of the threg meclivalions, Review of the

resklent, the facllity must snsyre thit residenta
who have not ysad anfipsycholls drugs am not
given these drirgs uniess antipsyehotls drug
tharapy s necessary to treat a specifip eondltion
as diagnosed ang documented In the clinfes|
record; and residents who yea antinsyohotia
drugs recelve gradual dose reductions, ang
kehavioral Interventions, unlass alinicalty
gontralndlcated +In an effort o discontinue these
rugs,

‘ghis REQUIREMENT s not met as avideticad
v

Based on medics| record raview ang staf
interview, the faclity failed to @hslire the drup

regimen wes frew of Unnecessary medioafions for |

2 oF 10 sample residariy (#13, #21). The findings
Ware;

1. Review of the monthly summery and Gradyal
Dese Raduction (QDR) reviews for resident #2
showed! e/he was evaluaied fof the madications
Seraquel, Aivan and Zoloft {all psychotropic
medications) on §/4/10, G/1/10, and 7/12/110. Baoh
of thase reviews showad the fesidient did not

monthly surmaries showed the Ativar and Zolo
were started on 9/12/09 and tha Seroguel was
started on 10/14/09, Interview with the DN an
B/11/10 at 2:10 PM verified 2 GDR wag not
attempted on theee medications singa they were

- a copy of the (Mg 483.25(1)
regulation and  the Kindred
Healthoare, e Polley and

their medical records as of 9/1/10.

The admitting physicians have had

Procedure delivered to them on
9/212010. The LN staff Were re-
educated on the regulation ang
Poliey and Procedure by the 8D
on 9/2/2019),

The Heaith Information Manager
(MIM) has developed a tickler file
and will alert physicians when a
GDR ovaluation s required for a
resident on g psychotropic
medication. The HIM will ensure
that the evaluation s completed in
a timely manner and placed in the

- resident’s medical record. All hon-

compliance will be reported to tho
ED and the MD at the monthly
QAP meeting for six months for
any appropriate corrective actions,

Resident  #13  has  had an
assessment  related to TD ag
recommiended by the pharmacist
completed on 8/3/10 and 8/18/10
and placed in hisher medical
record.
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started although there were not any
tontraindications for GDR noted by the physiclan,

2, Raview of the medlcal record for resident #13
showet the resident had recelved dally doses of
Seroquel since Decembar 2008 Raview of the
7/2/10 and 8/3110 medication regitnen review by
the pharmacist showed & recommendation for the
facllity to complete an aesessment related to
tardive dyskinesia (TD), a possible sida effect of
the medication affecting the nervous systam,
Raview of the medical record showad the
assessment had not been done: In an Intsrview
o B10M0 at 4:30 PM, the DCN ravealed sialf
ware unable to find avidence of any any
assessment havihg been done related to TD,

88=H | SPREAD, LINENS

The taciity must establlah and maintain n
Infection Centrol Program designed to provide a
safe, sanltary and comfortable envirenment and
to help prevent the development and transmission
of dissase and (nfactlon.

(&) Infection Gontrol Program

The faciltty must astablish an Infection Contro)
Prograrn undar which Ht -

(1) Investigates, controls, and prevants infections
ity the faoility:

(<) Decidas what procadures, suah as isclatian,
shouid be applled o an Individual resldent and
{3) Maintains & record of Incidents and cortective
actions relatad to Infactinns,

F 441 483,85 INFEGTION CONTROL, PREVENT F 441| Healthcars, Ine, Policy  and

(¥4) ID ., SUMMARY BTATEMENT OF DEFICIENTIES D PROVIDER'S PLAN OF GORRECTION
PREFIX | (BAGH DERIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVEATION SHO\LD b | aowbiaron
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DEFIGIENGY)
F 329 Continued From page 6 Fapy| The LN have been re-educated on T

the necd for an assessment related

by the SDC.

The MDS Coordinator or designee q

medical record. A tickler file will
be devaloped to ensure timely re-
ASsea8mMeEnts por  Kindred

Procedure by the MDS
Coordinator. The HIM of designee
will audit the charts monthly for
three months for compliance and
report the results to the ED at the
monthly QAPI meeting.  Non-
compliance will be addressed by
the ED for appropriate cotrective
actions.

INFECTION CONTROL,
PREVENT SPREAD, LINENS

to TD for residents on medications
where it is a side effect on 9/2/10 — / Y7,

will complete an assessment related
to TD for all newly and re-admitted | g' 16

residents who teceive daily doges Q 2
of a medication with ‘T as a side
effect and place it in the resident’s

Residents #1, #2, #3, #4, 45, #6, #3, "
H12, #16, 428, #33, #34, 435, 438, %—-——

{b) Preventing Spread of Infaction #42 were named a3 being affecte D
(1) When the Infaation Contral Program by the facility’s failure to engure a » Zl/
determines that a resident needs Isolation to ‘ ;f
prevent the spremd of infeation, the favility must

FORM CMS-2587(02:00) Prevlaus Varsions Obsoletn Event 10:2THE1 Pooiliy 10 WyoDep 5’ - / 0
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isolate the rasident,

(2) The fallity must prohibit amployees with a
communicable disease or Infected akin lasions
from direct sontact with residents or thelr food, If
dirent contact will ransmit the disease,

(3) The facllity must require staff to wash thelr
hends after sach direct resident contact for which
hand washing Is intlicated by accepted
profegsional practice,

(c) linens ‘
Personnel must handle, store, provess and
trahsport linens so ay to prevent the spread of
infection,

This REQUIREMENT Js not met as evidenced
b r

Based on observation, staff interview, review of
policles and proceduras, training docutnantation,
and review of surveillancs records, the faclity
fefled to malntain an infection control prograrm fo
prevent, minimize and centrol te risk for
Infections and communioable diseases. The
program falied to ensure an unknown number of

staff who were documenled ag baing Il with
nauzea and diatrhea were adaguately monitored
and lracked to prevant transmisslon &f infection,
Thiss failurs resulted In harm to 15 of 24 residents
(1,92, ¥#3, #4, #6, #B, #8, #12, 16, #28, #33,
#34, #35, #38, #42 ) who were alther confirmed

with & diagnosls of norovirus ar had documentad
slgns snd symptoms of gastraintestingl illioss
{ over a fen-day period, The findings were:

1. Review of the facility's Infection tontrol
program Information shewed the facility reported
]' an outbreak of gastrointestinal ilness to the

STATEMENT OF DEFIDIENCES (K1) PROVIDER/SUPPLIERIGLIA (X2) MULHIPLE CONSTRUGTION (%) DATE SURVIEY
AND RFLAN OF BORRECTION IDENTIFICATION NUMBRR: COMPLETED
A, BUILLING
o
B, WING
535036 08M2/2010
NAMIE OF PROVIER OR SUPPLIER STREET ADDRESE, GITY, STATE, ZIP GODE
842 16TH BTREET
souT T: 0O H CARE & REHABILITATION CTR
UTH CENTRAL WYO HEALTH E IT M RAWLING, WY 82301
(%43 15 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION o
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX AEAGH GORRECTIVE AGTION SHOULD he GOMPL
TAQ REGULATORY OR .86 IDENTIFYING INFORMATICIN) TAG G DSB-REFﬁREEgﬁ% ITE?I g‘l;;)ﬁ APPROPRIATE oA
F 441 | Continued From page 7 F444| unknown number of staff who were

documented as being il with
nausea  and  diarrhea  were
adequatoly monitored and tracked
| to prevent transmission of infoetion
and cannot be corrected. Al
regidents have the potential to be
affected by this,

The new SDC has been educated
and orientated on the Kindred
Healthoare, Ing, Policies,
Procedures and Forms for infection
control  and  infectious  disease
spread prevention by a District
Director of Clinical Operations

on 9/1/10.  The staff has been
| educated on the process of valling
in fll and how their illness will be
tracked and monitored by the SDC
who  will be responsible for
sereening them prior to returning to
work under the guidelines of the
Policy and Procedure regarding the
omployee Return to Work Policy
foliowing an illness and the spread
of infectious digeases on 9/2/10 by
the SDC.

New infections will be documented
and  tacked  per  Kindred
Healthcare, Inc. Policy ang
Proceduro regarding the fucilities
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Ay D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST RE FRECEDERD BY FULL FREFIX (EAGH CORREGTIVE ACTION BHOULD pE comp non
TAQ REGULATORY OR LG IGENTIFYING INFORMAT DN} TAG CROGS-REFERENCED TO THE APPROPRIATE DATES
BEFIGIENGY)
F 441 | Gontinyed From page B F 441 Eiul'Véi.”Ell‘lGe . p:-oc.cclures.
physaiclans, state survey ageney and state ‘5“""‘3‘”5‘,”""3 will _include 7‘?’757//7
epidemiologist on 6/15/10. Revisw of the medlaal systematic  data colicction  of | >
recards for residents #5 and #88 revealed both regident and  staff infoctions,

tested posiive for narovirus on 6/22/10. On
8/10/10 at 3:30 PM, the DNS stated she wasg
unsura about the speclflo measures Implemeniad
during the gastrolintesting! sutbreak that lasted for
ten days (616710 - 824103, The DNS further
stated the nurse who was responsibla for the

infection control program during the outbreak wae
no longer a facility employes and remaining
facords lacked elear informatian, According to the
policy: "Infectian Surveilance Procedures. (FRQO
56002)", the facility's survelllance: procedures
were to'include the followlng:

" 5, Colleot data an indivitual casaes veekly that
included at least: the unit on which the infection
was present, whether (he infeation was
nosoecomial of community-gcyulred, site of the
Infection, riek factors present, type of
fransrmission precaution Instituted, and Infectious
organism,

6. Compare the data to the previous week fo
identify increases in the nymbar of infeclions by
unit, site, and arganism.

7. Investigate the causes of incregses ay
institute controls appropriate to ihe causos,

8. Caloulate the prevalence rates (expressac
a8 %) monthly..

Accordlng to the facllity's Infestion Control
Pragram Root Cause Analysis policy (POL,
003-01) , the enalysis must "idenfity changes that
sould ba mace in systems and bropesses,
through efther redesign or develapment of new
systemns of processes that would reduce the rigk
of sueh events opourting In the future,” Review of
the survelllance recorde for that Hime pariod aind
documentation of the event revealed the following

concems with the facilily's infaction control

analysis of trends and causes, aid
determination  of  intervention
effectivencss.  The SDC  will
implement proper precautions per
Kindred Healthcare, Inc. Policy and

The Dept. of Health guidelines,
- Visual compliance with  the
prevention of the spread of
infectious disease of al] staff will
be completed by the SDC and/or
desighee. The data collection and
Root Cause Analysis reporis will
beé presented by the SDC to the
ICC/QAPT  monthly meeting for
one year and appropriate procedire

and  policy actions will o
developed and implemented at that
time.

The DNS or designoe will audit the
IC log for compliance to Kindred
Healtheare, Inc, Infection Control
Policy weekly until  four
conseeutive months of 100%

compliance  is  achieved then
monthly for one year with the
results reported to the ED af the
monthly QAPT meeting and
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progrem and fallure to foilow its policias:

& Review of deted and undated information
showed residents, 1, ¥, #3, #4, #5, #6, 8, #12,
#16, #28, 433, #34, 435, #3B and 147 were “glok
during the norovirus eutbroak, According fo this
data, 15 of 44 (34%) residents at the facility during
the outbreaik presented with signs or teportad
symptoms of gastrolntesting! iiness, Based on
| review of the dated infarmation, the followlng
pragression of iliness could be determined: BiK
residents (#1, #3, #6, 128, #34 and #42) had
halisea, vomiting and/or dlsrrhed on 615/ 0 twa
additional residents (4, #18) hed diarrhes on
6/16/10; and two mare residenty (#5, #38) M
dlartea on 611710, The facllity's infection control
fecords were incomplets and lacked evidenoe of
systematic data collaction, analysis of trends ang
cauges, or a system fo deteriing the
effectiveness of intervertions that were
implamantead.

b, Information regarding empioyees showed one
oF more employaes in the dietary and nuraing
departments had gastrointesting) aymploms on
6/15/10, B/16/10, B/17/10 ang &M1B8/10, and were
; @ither too ill to come to work or had to by sent
home. Information regarding trands, the dentity
and humber of It employees, and systetn for
shsuring compliance with the "retuin o work!
pollcy was lacking. Interview with the 1CC on
8/11710 at 11:08 AM revealed there webe ny
cultures collectad for any of the i amployens,
The ICC slated & root cause Inveatigation ro|atey
to the outhreak was leicking.

€. An 6/18/10 attendance roster showed anclliary
and nursing staff atiended 5 tralning program
titled "Handwashing," The 6/15/10Q and 6718110
hote written by the previous Infection contral

corrective  actions takon  whete
appropriate,

-2

F 441
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F 441 | Continued From page 10 F 441
nurse showed houseleeping and nursing staf
were given Instructions aboyt using Virex solutlon
to "tlean rallinga, doorknoks ang thing In patignt

Fo0ins.” However, thare was o evidence that the
fclilty monifored staff compliance with the

itfection control ingtructions.

d. In an interview on 8/12/10 at 10 AM, the DNS
stated a root cauee analysis for the norovirus
outbreak should have been incorporated into the
infection control case study action plan ort, hut
the facillly failed to do this, Review of the: infaction
control eaas study actlon plan, complated op
612210, showed tha facilty census was 44 when
an oulbreak vocurred on 6/15/10, Howevey, the
type of oltbresk, number of residenta affected
and Information about proceduras for asgessng
staff compliance and efficacy of the action plan
was not Included i the case sfudy action plan,

&, Addltional review of tha facliy's infection
oontrol program included a review of the May,
June and July 2010 Weekly surveillatice racords
for eye, urinery trant, wound, yenst and other
Infectinne, The recoredy weye incoripiste In one or
more areas of data collection and there was no
evidenca of analysis of date, 1o doclimentation of
prevalence ratas, invastigations, or actions taken
| ®18 A result of ihe data collasted,

f. The infection contro) records lacked
documantation 1o show how infectlon contral

l activities wauld be Integrated Info the facllity's
overarching QAP| program. Interview with the ED
on /12110 at 9:05 AM revealad the faclity tid net
collect data or conduct audits related to the
infectlon contra| outbreak in June 2010,

= 526 A83.76(0)(1) QAA
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F 520 | Continued Erom page 11 Fs200 COMMITTEE-
QUARTERLY/PLANS MEMBERSHIP/MEET
QUARTERLY/PLANS

A fachity must maintain a quality assessmant and
assurance committee consisting of the director of
nursing services; a physiian deaignated by the
facility, and at least 3 other members of the
facility's staff

The quality assessment and #ssurance
committee meets ot least quarterly to identify
lesues with reapect to whish quallty assessmeant
and assurance aofivitles are nicessary: ang
develops and implements appropriate plahs of
#clion to correet Jdentifled guality deficiencies,

A State or e Secretaty may nt require
disclosure of the records of such committes
excapt insofar as such disolosure Js related to the
compllance of such committee with the
reguirements of this section,

Good falth attermpts by the committes to ldentify |
and correet quailly defivlenclos will not be used ag
a basts for sancfions,

This REQUIREMENT {s not et as evidencay
by

Based on staff intarview, the facllity fziled to
enaure an effective QARI pragram wae being
Implemented. The findings wera;

Interview with the &0 on 874 2M0 at 9:05 AM
revealod there was ot o QAP erogram at the
time of the survay, The E[ stated there was
£oma date bedng collected related to pain,
incontihence, and restraint ues; hewever, there

Wwas niothlng being done with the data, In addition,

committee to meet CMS guidelines

The facility has established a QAP

and held a meeting on 8/20/10. The
members consist of the Exeoytive

Director, DNS, SDC, Social plhr
Services Divector,  Activities m )
Director, Nutrition Services ;e ]
Dirgctor, Health Sctvices Group ) /’ 5

Manhagor, Maintcnance Manager,
Business Office Manager, Payroll
and  Benefits Coordinator, and
Medical Director.

The  committee members  were
educated  on  the  Kindred
Healthcare, Inc. PI policy and
procedure on 8/20/10 by the ED at
the QAPI moeting,

Issues were identified and action
plans developed by the respective

department  manager to  he
implemented, monitored, and data
colleccted a3 to  the plans
olfectiveness  to  correct the

identificd quality deficiency. These
fesults will bo presented to the RD
at the monthly QAP] meeting for
one year where corrective actions,
changes, and recommendationg by

ORM MB2B57[02-09) Previoys Vorsions Ohsglete

Event 10:27ME1 4

Facility 1% Wynos

i sontinuation sheet Pagi 12 pf 13



DEPARTMENT OF HEALTH AND HUIMAN SERVICES

CENTERS FOR MEDICARE 8 MEDICAID SERVICES

PRINTEL: 08/28/2010
FORM AFPROVED

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUFFLIERICLIA (X2 MULTIPLE COMNBSTRUGTION {X4) DATE BURVEY
AND PLAN OF QORRECTION IDENTIRICATION MUMBER: COMPLETED
A, BUILDING
¢
B. WING
535036 08/1272010

OMB NO, 0538-0391

NAME OF PROVIDER O SUPPLIER
SOUTH CENTRAL WYOQ HEALTHCARE & REHABILITATION CTR

STREET ABDRESS, OITY, 8TATE, ZIP GODE
542 16TH STREET

" RAWLINS, WY 02301

the ED stated there ware no past meeting
rminutes to be reviewed, and a cummities nesded
to be establishad. Futthermore the ED revealed
thare were no data or audits relatad to intacton
coniral, heluding the norovirus cutbrealk, that
affectad residents and staffin June 2010,

diseussed and implemented. Data
collected  related to  pain,
incontinence, and restraint use was
discussed and it was delermincd
that these areas are in substantial
compliance and will be monitored
te maintain compliance,

(%4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION o)
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