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' The facility shall provide

thrsughout this dasurment:

AﬁLﬁ- Adtivitles of Daily Livieg

CAA:-  (Gare Area Asseasmant

CNAu Certifiad Nurgs Alde

DON-  Direotor of Nursing Bervioes
MAR- Madleation Adrilnlstratien Resord
MD8. Miniruri Data Bet

LPN-  Liesnsad Prastioal Nurge

RN-  Reglsterad Nuree

B« Fahrenhelt

L&gs sommonly usad abbraviations will be
| annstatad In eaeh defialenay.

F 263483, 16&& HOUSEKEERING &

g8=E | MAINT: OE 8ERVICES

The faclitty riust provida heusekeaplng and
malftanance servioes naoeasary 1o maliteln &
ganitary, ordsrly, and somfortable Intator.

This REQUIREMENT 18 not rmet a& evidenoad

by
g;\aéd on observation and taff interview the
fasility fallsd to ensure 8 of 4 ragident areas

and (A gaad fépair. The findifgs were:

1, Tour of the fasllity at 8 PM o 8/27/16 &nd
qam at 8:06 PM on 6/28/18 (dentifiad the
follswlng oonaerma:
z|gven resldent roome (108, 112, 248, 217,
218, 303 304, 806, 307, 402, 404) showed
?Asatdlméd bathireom lrcleum that was eﬂaky to
& tBush

The fellowing cofmmen abbraviations dre used

(North, Bouth, and West) were alaan, functional,

housekeeping and maintenance

services necessary to maintain a

sanitary, orderly, and comfortable

interior.

la.

A. All housekeepers will be
instructed to avoid
deviating from the mixing
protocol of cleaning
solutions when cleaning
resident rooms 103, 112,
216,217,218, 303, 304,
305, 307, 402, 404 and
ALL resident rooms,

. B. Allresidents, visitors, and

F 283 staff members have the
potential to be affected by
failure to provide
housekeeping and
maintenance services
necesgary to maintain a
sanitary, orderly, and
comfortable interior.

C. Education will be provided
to all Housekeeping staff
regarding the need to avoid
deviating from the mixing
protocol of cleaning
solutions when cleaning
resident rooms. The
Facilities Management
Director or designees will
conduct monthly

" inspections to ensure the
regident floors are not
d:sco]ored and or stlcky

&8) e
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STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

AND PLAN OF CORRECTION

. GoK04s

(x2) MULTIPLE CONSTRUGTION {X8) DATE SURVEY
COMPLETED
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BWING .o

| . 06/30/2018

"~ NAME OF PROVIDER OR SUPFLIER _
POWELL VALLEY CARE GENTER

BTREET ADDRESS, GITY, STATE, ZIF GODE
771 AVENUE H
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__ SUMMARY STATEMENT OF DEFICIENCIES
[(EACH DEFICIENCY MUBT BE FREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFQRMATION)

(x4) 1D
PREFIX
TAG

_Ip _ FROVIDER'S PLAN OF GORREGTION
PREFIX {EACH CORRECTIVE AGTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)

L, 8
GOMPLETION
DATE

F 000 [ INITIAL COMMENTS
The following common abbreviations are used
throughout this documént:

ADLs- Activities of Dally Living

CAA- Care Area Assessment

CNA- Certifled Nurss Alds

DON-  Director of Nursing Services
MAR- Medication Administration Record
MDS- Minimum Data Sét

LPN-  Licehsed Pracflcal Nurse

RN-  Registered Nurse

F- Fahrenligit

Less commonly used abbraviations will be
annotated in each deficiehcy.
483,15(h)(2) HOUSEKEEPING &
MAINTENANCE S8ERVICES

F 253
56=E
The facility must provide housékeaping and
malntériafics sérvicés hecessary to maintain a
ganitary; ofderly, and comfortable Interior.

Thi‘s REQUIREMENT is hot met as evidenced

¥i o

Basad on observation and staff Interview the
facility falled to ensure 3 of 4 resldent areas
(Narth, South, nd West) ware clean, functional,
and in good repal. The findings wars:

1. Tour of the faclilty at 8 PM on 6/27/16 and
again at 3:05 PM on 6/28/18 ideniified the
following concerns: o o
&, Eleven résident fooms (108, 112, 2186, 217,
218, 303, 304, 305, 307, 402, 404) showed
discolored bathroom linolsum that was sticky to
the tovich.

F253

F 000,

D. The Facilities Management
Director will aggregate
monthly data and report results
to-the Administrator, Care
Center Medical Director, and
Quality Council quarterly.
Quality Council will have the
overall regpongibility to ensure
the facility is in compliance.

Completion Date 8/14/16

F 253

t

LABORATORY RIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE '”

TITLE {XB) DATE

Ay dofiéiscy Etatsmant nding with an ssteriek () déholeé & daficlency which the inktitutlon may be excused from Garrecting providing It 16 detefminad that
athér saféguards provide sumMiclait protaction to tha patients: (See indtructiond.) Except for nusing homas, the findingé stated abbve are disclosables 60 days
fallowinig tha date of survey whéther or ot @ plan of coitaction Is provlded. For fitirsing hamas, the abave findings and plass of corrdetion ara dlaclorable 14
days following the data thess dacuiments afe Pnadeé &vallabld to the faciity. If deficlanciés ara clted, an appioved plan of coffecllon ls requisite to confinuad

pragrém particpétion.

FORM CME-2687(02-2%) Prévious Vargloni Obstlsle

Evant {D: 373814

P e it Frvorrccom L St SR

Faallly iD: Wyodz4 If continuetion shaéet Page 1 of 17
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FORM APPROVED

_CENTERS FOR MEDICARE & MEDICAID SERVICES .~ __ - .. OMB NO. 0838-0391
" | STATEMENT OF DEFICIENCIES (%1) PROVIDERISUPPLIER/CLIA - {%2) MULTIBLE CONSTRUCTION {x3) DATE SURVEY
/| AND PLAN OF GORRECTION IDENTIFICATION NUMBER: ABULDNG | : GOMPLETED
536045 B, WING 06/30/2016
.| NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE ‘
e N 0, 777 AVENUE H
| POWELL VALLEY CARE GENTER  POWELL, WY 82435
1 o SUMMARY STATEMENT OF DEFICIENCIES ) 'PROVIDER'S PLAN OF CORREGTION e
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
T TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROFRIATE DATE
: ' » DEFICIENCY)
’ “1b. . !
F 000 INITIAL COMMENTS F Q00 A. A contract including, a start
’ ' _ date, will be secured with
The following common abbreviations are used the vendor for replacement
throughout this document: of the flooring in rooms
218,303 and 304. An
ADLs- Actlvities of Daily Living invoice with the scope of
CAA- Care Area Assessment: work will be obtained. The
CNA- Certified Nurse Alde flooring replacement will
DON- Director of Nursing Services be completed within 36-45
MAR- Medication Administration Record days.
MDS- Minimum Data Set B. Allresidents, staff, and
LPN-  Licensed Practical Nurse visitors have the potential
RN-  Registered Nurse to be affected by failure to
F- Fahrenhsit provide honsekeeping and
' ] maintenance services
Less commonly used abbreviations will be necessary to maintain a
annotated In each deficlency, sanitary, orderly, and
F 263 | 483.16(h)(2) HOUSEKEEPING & F 253 comfortable inferior.
SS-E MAINTENANCE SERVICES C. Upon Completj.on Ofthe
, o flooring replacement, the
The facllity must provide housekeeping and s
maintenatgce sar\?lces necessary to maintain a Iggcﬂme.s Management
sanitary, orderly, and comfortable interior. irector or designee will
perform monthly
inspections to ensure the
This REQUIREMENT Is not met as evidenced bathroom floor does not
by: have a gaps creating
Based on observatlon and staff intervisw the uncleanable surfaces
facility failed to ensure 3 of 4 resident areas D. The Facilities Management
(North, Scuth, and Wast) were clean, functional, Director will aggregate random
and in good repalr. The findings were: monthly data and report results
‘ t0 the Administrator, Care
1, Tour of the facility at 6 PM on 6/27/16 and Center Medical Director and
?g"ain iat 3:05 PM on 6/26/18 identified the Quality Council quarterly. ;
owling concerns: li il wi l
a. Eleven resident rooms (103, 112, 218, 217, Sf;ﬁi:;gg&;gg?:n?u;
218, 303, 304, 305, 307, 402, 404) showed the facility is in compliance i
discolored bathroom linoleurn that was sticky to : ' -
the touch. Completion Date 8/14/16
LABORATGRY DIRECTOR'S OR FROVIDER/SURPLIER REPRESENTATIVE'S SIGNATURE TITLE (%9) DATE

Any deficlency statement ending with an asterisk (*) denotes a daflalency which the Ingtitution may ba sxcussd fram comecting providing It i dsterminad that
other safeguards provide aufficlent protection to the patients. (See Inetructions.) Except for nursing homas, the findings stated above are disclosabls 99 days
following the date of survay whather or not a plan of correction Is provided. For nursing homas, the above findings and plans of cormection are disclosable 14
daya following the date these documents are made avallable to the faclity. If deflclencles are cited, an approved plan of correction la requlsite to continued

program participation.

FORM CMG.25a7(02-56) Pravious Versions Obzolele

Event ID: G738Y1

Faeity ID: WY0024

If continuation sheet Page 1 of 17
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. .CENTERS FOR MEDICARE & MEDICAID SERVICES. . ... > oo oo oo OMB NO, 0938-0301.
STATEMENT OF DEFICIENDIES {%1) PROVIDER/BUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION (X8) DATE SURVEY
AND PLAN QF CORREGTION IDENTIFICATION NUMBER: ABUILOING . oo COMPLETED
o | 6045 |BWING oo g o | osmor2018
MAME OF PROVIDER GR SUPPLIER STREETADDREBB cmr STATE ZIF CODE
777 AVENUE H
‘_POWELLVALL'EY CARE CENTER o . .POWELL WY 2% 3 B
o) 1D SUMMARY STATEMENT ox- DEFIC!ENCIES D PROVIDER'S PLAN oF conaecnou (Xd)
PREFIX {(EACH DEFICIENCY MUST BE PREGEDED 8Y FULL: PREFIX {EACH CORREGTIVE AGTION SHOULO BE COMPLETION
126 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO3S-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F253

F 000 | INITIAL COMMENTS

The following common abbreviations are used
throughaut this document: _

ADLs- Activities of Daily Living

CAA-  Caré Area Assessment

CNA-  Certifled Nurss Aide

DON-  Dirsétor of Nursing Services
MAR- Medication Administration Record
MDS- Minlmum Data Set

LPN-  Licensed Practical Nurse

RN-  Réglateréd Nirse . L

E-  Fahrenhslt : - Co
lc.
Less coinmonly Uséd abbraviations will be A. A work order was
... |ahnotated In gach deficiency. . completed to fix the slow
F 253 483.15(h)(2) HOUSEKEEPING & F253 draining sinks in room 207,
§&=E | MAINTENANCE SERVICES 216, and 307
1d f, and
The facllity must provide housekeeping and B. ag;g: he:;:,ts};t:f ;f er:nial
falntenancé services netessary to maintaln a 0 be affected byl';'ailure 0
sahitary, orderly, and comfortable interior. provide housckeeping and
maintenance services
Thls REQUIREMENT Is not met as avidenced necessary to mamtain a
by sanitary, ord«?rly, .and
Based on obsatvation and staff intervlew the comfortable interior.
facility failed to ensuré 3 of 4 resldent aieas C. Education will be provided
(Noith, South, and West) wére ¢léan, functional, to all staff regarding the
and in good repalr The findings were: need to complete work
orders if the sinks drain
1, Tor of the facility at & PM on 812716 and slowly and to ensure we are
&galri at 3:05 PM on 6/28/16 identified the ' providing maintenance
following concerns: gervices to maintain a
a. Eleven résident rooms (103; 112, 216, 217, sanitary environment. The
d}:scolored bathraom Inolelii that was sticky to Director or designee will
the tolich perform quarterly audits to
e ensure sinks are not

(ABORATORY DIRECTOR'S OR PROVIDER/GUPFLIER REPRESENTATIVE'S SIGNATURE ure
draining slowly.

Any deﬂc]ency atatemam ending wlth an astarlsk (') denoias 8 deﬂnlency whlch ma !nstltullan may ba excusad !rom corraollnu providing lt Is datemnlned that
Gthar safapuards provide suffiélent protectian t4 the patients, (Saa Inatrbctlons.) Exeépt for nurbing homas, the findingé étalad abovs siz disclasabis 80 days
fonowlhg thé dale of uivey whether of hol & plan of corraélion Is provided. For nuring homas. the above flndings and plang of correctlon arg dlsclosable 14
days following the date thaes documents are mada svallable to the facllity. If deflclencles are clled, an approvad plan of correction is rafuisita to cohtinued
pragram participation.

FORM cMS-iB&r(cz‘-ns) Pravisils Verslons Dbsolsla Evint 1D; GTER1 Fafilty ID: WYp024 if continiiation ehae! Paga 1 of 47
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e I L PRINTED: 07/13/2016
DEPARTM ENT OF HEALTH AND HUMAN SERVICES % FORM APPROVED
.._.CENTERS.FOR MEDICARE & MEDICAID SERVICES . . __ e oo OMBNO, 0938-0391.
STATEMENT OF DEFICIENCIES {x1} PROVIDER/SUPPLIER/CLIA {x2) MUL‘T PLE cousmuchoN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BOLGING . . . ... . GOMPLETED
T 535045 | BWNGirmewroa e | 06/30/2016
NAME OF PROVIDER OR SUPPLIER BTREET ADDREES, GITY, STATE, ZIP CODE
- 777 AVENUE H
POWELL VALLEY CARE CENTER | powELL wy ses o
(%4 1D SUMMARY STATEMENT OF DEFICIENGIES | ) FROVIDER'S PLAN OF GORREGTION. T
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAB REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED T0 THE APPROPRIATE DATE
_ ) _DEFICIENGY)
F253
F 000 | INITIAL COMMENTS FOC D, The Facilities Management
Director will aggregate random
The following common abbreviations are used ‘ monthly data and report results
throughout this document: to the Administrator, Care
. Center Medical Director, and
ADLs- Activities of Dally Living Quality Council quarterly.
CAA-  Care Area Assesament Quality Council will have the
CNA- Cartified Nurse Aide , overall responsibility to ensure
DON-  Director of Nurging Services the facility is in compliance.
MAR- Medication Administration Record
MDS-  Minimurn Data Set Completion Date . 8/14/16

LPN- Lleahsed Practical Nurse
RN-  Registarad Nurse | | l

F- Fahrenhet 1d,
A. Ab board with
Less commonly usgd abbréviations will be ' cleaizllﬁirsug?;ce‘z;inic
annotated in each eﬂclency o nstalled on the wall behind
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253 tho bed in toom 40 T
§8=E | MAINTENANCE SERVICES B. All residents, staff, and

visitors have the potential
to be affected by failure to
provide housekeeping and
maintenance services
necessary to maintain a

The facility must provlde huusekeaping and
fnalnténance services necessary to malntaln &
ganitary, ordérly, and comfartable interior.

This REQUIREMENT e not met as evidenced Sﬂni?ly, glfd‘?ﬂ}’; and
by: comfortable interior.
Baged on obsérvation and staff Interview the C. Education will be provided
facility falled to shgure 3 of 4 resident areas to all staff regarding the
(North, South, and West) were ¢lean, functional, need to complete work
and In good repair. The findihgs weré: orders if there are exposed
walls with uncleanable

1. Tour of the facility at 8 PM on 6/27/16 and surfaces. The Plant
agam at 3:05 PM on B/28/18 identified the Operations Director or
following eoneerns: designee will perform

&, Eleven residant foorns (103, 112, 216, 217, monthly inspections to
218, 303, 304, 305, 307, 403, 404) showed ensure there aré no exposed
?;zct%lggﬁd bathroom Imolaum that was sticky to areas of drywall with

uncleanab]e surfaces
TITLE

{X8) DATE

R e .

LABORATORY MIREGTOR'S OR PROVIDER/SUPPLIER REPRRSENTATIVE'S STONATURE

Any défialency statsmanl endlng wlth an astarlsk (‘) dehotes 8 daﬂc!ancy Whlch thu !nktllutlon may bB exoused from correnllng provldlng It I8 determlhed thet
Gther safagiaids provide sufclant protaction 1 the pitients, {5¢@ lnetructions,) Except for nureing homés, the findings étated above are dlsciasahls 80 days
following the date of suivay whether of ol & pliaf of comaition Is provided. For nursing hornes, the above findings and plans of correctlon are discloaable 14
days fonowlng the dale ihese doournants afe madé avellable to the facllity, If deficlantles are cﬂad an approvad plan of correction I iegulsite to continied
pregrain participation.

o mmrimne iz pe—— e, gy

FORM CMS-2687(02-98) Pravioiis Verslans Obsoldts Evént [D;G73B(4 Fuclllty lD WQoz4 It continuation atiest Pege 1 of 17
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DEPARTMENT OF HEALTH AND HUMAN SERVICES (8'@ e AR

_CENTERS FOR MEDICARE & MEDIGAIDSERVICES ... . .. = ... . .. _.. . ... OMBNO,

STATEMENT OF DEFICIENCIES {%1) BROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONETRUGTION (X3) DATE sunvev
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: A BUILDING .. ... GOMPLETED

NAME OF PROVIDER OR SUFPLIER STREET ADDREBS, GITY, GTATE, ZIF GQDE
- 777 AVENUE H
“POWELLVALLEY CARE CENTER POWELL, WY 52435

__06/30/2016

%4} ID SUMMARY STATEMENT OF DEFICIENGIES b PROVIDER'S PLAN OF CORRECTION o
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIIN
S REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS- REFEREchD TO THE APPROPRIATE DATE
EFICIENCY)

’ F253

F 000 | INITIAL COMMENTS FOOL  D. The Plant Operations Director

will aggregate random monthly
The fallowing common abbreviatlons are used data and report results to the
throughout this dosument: Administrator, Care Center
. o . , : Medical Director and Quality
ADLs= Activities of Daily Living Council quarterly. Quality
CAA-  Care Area Agsassment Council will have the overall
CNA- Certified Nufse Alde responsibility to ensure the
DON- Direstor of Nuring Services facility is in compliance.
M}f\)R~ Medlcatioré Administration Record
MDS-  Minimuin Data Set . 8/14/16
LPN-  Licehsed Practical Nursé Completion Date
RN-  Raglataréd Nurse
F.  Fahtenhait I

L.ess commonly used abbréviations will be
| annotated In each defiiency. » ’
253 | 483.15(h)(2) HOUSEKEEPING & F 253 |
8&=E | MAINTENANCE SERVICES

Tha faciltly must provide housekeeping and
malnteriance &arVieés necessary 1o malntalh a
sanitary, orderly, and comfortable interior.

Thig REQUIREMENT is hot met as avidenced
by:

Based on absarvatlon and staff interview the
facility failed to ensure 3 of 4 resident areas
(Noith, South, ahd West) were &igan, functional,
and in good rapalr The findifgs were;

1, Tout of the facliity at § PM on 6/27/16 and
again at 3:05 PM on 6/28/16 identifiad the
follawing concarns:

a. Eleven résidént reoms (103, 112, 216, 217,
218, 303, 304, 305, 307, 402, 404) showed
diséolored bathroom lindleun that was sticky to
the touich.

LABDRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPREBENTATIVE'S SIGNATURE e (X8 DATE

o 1wt it fete s s [ — "

Ay deﬂclency atatemanl endlng wnh an autarlsk (‘) denoles a deﬂolency which the lnstItUtIon may ba axcusud from currocllng providing It I delermlnad that
Gthar eafauards provide sufficlent protaction 16 the patients. (Saa tnatructions.) EXeept fot nlirsing hofnds, the frdings statsd abovs ars discloasbia 90 days
fallowlng the dats of survay whather or hot & plan of corfaction Is pravided, For mirding homes, the above findings and plana of cofraction are discloaahls 14
daiys following the tets these documents are made avillable to the facllly. If deficlencles ara cited, an appravad plan of cofraction Is inqulaite to continued
program participation.

FORM CMS-ZBBT(OZ .8%) Previdiia Veigians Obsalste Event ID; GT$B11 Fathity 15: wWy0o24 IF cortiusitlon aheat Paga 1 of 17
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' PRINTED; 07/13/2018
FORM APPROVED

..OMBNO. 0938:0891.

'| STATEMENT OF DEF]CIENCIEB

(%2) MULTIPLE GONSTRUCTION

ADLs- Activities of Daily Living

CAA- Care Area Assessment

| CNA- Certifled Nurse Alde

DON- Director of Nursing Services
MAR- Medication Administration Record
MDS- Minimum Data Set

LPN- Ljeensed Practical Nurse

RN-  Registersd Nuree

F- Fahrenheit

Less commonly used abbreviations will be
annotated In each deficlency.

F 253 483. 15(h)(2) HOUSEKEEPING &

56=€ | MAINTENANCE SERVICES

The facillty must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable Interior.

Thig REQUIREMENT I8 not met as evidenced
by:

Based on observation and staff interview the
facility falled to ensure 3 of 4 resident areas
(North, South, and West) were clean, functional,
and in good tepalr The findings were;

1. Tour of the facility at 8 PM on 6/27/16 and
agaln at 3:05 PM on 6/28/16 identified the
following concetns:

a. Elsven resident rooms (103, 112, 216, 217,
218, 303, 304, 305, 307, 402, 404) showed
discolored bathroom (Inolsum that was sticky to
the touch.

(X1) PROVIDER/SUPPLIERICLIA {(x3) DATE SURVEY
| AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
536048 B, WING 06/30/2016
| NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ' '
) 777 AVENUE H
N POWELL VALLEY CARE CENTER poWELL, WY 82435 , .
(W) ID SUMMARY BTATEMENT OF OEFICIENCIES D " PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE [PATE
- DEFICIENCY)
F 000 | INITIAL COMMENTS F ooo) le. o
' A. A contract including, a start
date, will be secured with
The following common abbreviations are used h dor f ) t
throughout this document; e Vercor 0T rep acemen
. ! of the flooring in the south

common areas and
hallways. An invoice with
the scope of work will be
obtained. The flooring
replacement will be
completed within 30-45
days.

B. All residents, staff, and
visitors have the potential
to be affected by failure to
provide housekeeping and
maintenance services

F 253 necessary t0 maintain a
sanitary, orderly, and
comfortable interior.

C. Upon completion of the
flooring replacement, the
Facilities Management
Director or designee will
perform monthly
inspéctions 1o ensure the
carpet in the common areas
and resident hallways is
¢lean without discoloration,

D. The Facilities Management

to the Administrator, Care
Center Medical Director and
Quality Council quarterly.
Quality Council will have the

Jthe facility is in compliance.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Director will aggregate random
monthly data and report results

overall responsibility to ensure

8/14/16

Completion Date »

1
{X8) DATE

-Any deficlency statsmant ending with an aaterlsk " denotes & deflclency which the Institution may be sxcused from corracting providing It Is determinad that
other safeguarda provids suMicient pratection to the patlents. (Ses Instructions.) Except for nuraing homes, the findings stated abova are disclosable 80 days
follawing the date of gurvey whether or not & plan of correction Is provided, For nuralng homes, the above findings-and plans of correction are disclosable 14
days following the date thess documents are mada avallable to the faclity. If deficlencias are cited, an approvad plan of corractlon Is requisite to continued

pragram particlpation.
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F 000 | INITIAL COMMENTS Fooo| I
. : A. A contract including, a start
) date, will be secured with
The follOWing common abbrevistions are used the vendor for replacement
throughout this document: of the flooring in the north
. common areas and
ADLs- Activities of Daily Living hallways. An invoice with

‘ CAA- Care Area Assessment
¥ CNA- Certified Nurse Alde

‘ DON- Director of Nursing Services
MAR- Medication Administration Record

the scope of work will be
obtained. The flooring
replacement will be

MDS- Minimum Data Set | completed within 30-45
LPN-  Ljcensed Practical Nurse , days.
RN-  Registered Nurse B. A.H‘remdents, staff, and
; F- Fahrenhsit visitors have the potential
N : to be affected by failure to
f Less commonly used abbraviations will be provide housekeeping and
annotatad in each deficiency. maintenance services
F 263 | 483.15(h)(2) HOUSEKEEPING & F 253 necessary to maintain a
sS=E | MAINTENANCE SERVICES sanitary, orderly, and
comfortable interior.
The facllity must provide housekeeping and _ C. The Facilities Management
maintenance services necessary to maintain a Director or designee will
sanitary, orderly, and comfortable interior. perform monthly
ingpections to ensure the |
carpet in the common areas |
't!)’hla REQUIREMENT is not met as evidenced and resident hallways is |
y: ) X .
Based on observation and staff interview the D, ?ﬁ?‘};:g;?gg i}ﬁ;;iﬁ:;‘

facility falled to ensure 3 of 4 rasident areas
(North, South, and West) wera clean, functional,
and in good repalr. The findings were:

Director will aggregate random
monthly data and report results
to the Administrator, Care ’~

1, Tour of the facllity at 6 PM on 6/27/16 and C“’“‘h‘?‘ I‘éedi“ﬂill[’“ cotor éad

again at 3:05 PM on 6/28/18 identified the Quality Council quarterly.

following concerns: Quality Council will have the

a. Eleven resident rooms (103, 112, 218, 217, overall responsibility to ensure

218, 308, 304, 305, 307, 402, 404) showed the facility i3 in compliance.

discolored bathroom linoleum that was sticky to ‘ _ \

the touch. Completion Date | 8/14/16
[ABORATORY DIRECTOR'S OR PROVIDER/SUFPLIER REPRESENTATIVE S SIGNATURE TITLE WO DATE,

Any deficlency statement sndlng with an asterisk (*) denotes a deficlenoy which the Institution mey be axcused from carrecting providing It Is determinad that
‘other safeguards pravide sufficlent protection to the patlents. (See Inatructions,) Excapt for nursing homes, the findings atated above are disclosable 80 days
following the date of survey whether or not & plan of comection iz provided. For nursing homas, the above findings and plans of carrection are diaclosable 14
days follawing the date thess documenis are made avallable to the faclity. If deficlencles are ciled, an approved plan of corraction Is requlsite to continued
progfam participation.
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F 253 | Continued Frompage1 F 253
~ b. The bathroom fivor In room 218 had 4
gaps In the seam; 2 of the gaps measured 5
Inches long and the other 2 measured 2 inches
long, The bathroom floor in room 303 had a gap
that measured 6 Inches long and room 304 had &
gap that measured & inches long. All of these
gaps created uncleanable surfaces.
" ¢ The sinks In resident rooms 207, 216, and F272
307 were slow to drain. . , o
d. Roomi 404 had a gash in the wall behind
the headboard of the bed that measured 8 Inches The facility will conduct initially and
long which exposed the drywall and created an periodically a comprehensive, accurate,
Unc’“?_gblesumt"‘”-th South Gomm g standardized reproducible assessment of
8. The carpet n the South common &rea an each resident’s functional capacity using the
the haliways extending down the 100 hall and 200 resident assessment instrum epm (lt{yAI) &
hall of resident rooms showed large aréas of specified by the State.
discolaration. e Notth ]
f. The carpet in the North common area an , )
the hallways extending down the 300 hall and the A, #Iém CA&‘\#S for residents #2, #7,
400 hall of resident rooms showed largs areas of 5, and #58 can no longer be
discoloration. edited as they ha\{e been
‘ transmitted. Moving forward,
2. Interview with the director of facliities CAA’s for all residents, including
management at 8:20 AM-on 6/30/16 revealed residents #2, #7, #55, and #58 will
there was no plan in place at that time to be completed to include a
replace/repalr the bathroom floors and there was comprehensive analysis, support,
"a large backlog of work orders.” In addition, he and justification regarding the
confirmed the stains In-the carpet were not decision to proceed with care
cleanable and the sticky floor was due to the planning.
housekeeper devlating from the mixing protocol B. All residents have the potential to
of the cleaning solutions. be affected by failure to complete
F 272 483.20(b)(1) COMPREHENSIVE F 272 comprahonsive, scourats,
§5=D | ASSESSMENTS standardized reproducibie
. . f each resident’s
The facility must conduct inltially and periodically assessments ol each re
a comprehensive, accurate, standardized functional capacity using the RAI
repreducible assessment of each resident's
functionel capacity.
FORM CMS-2557(02-89) Pravious Versions Obsolate Evant ID: 673811 Faciity |D; WYQ024 If continuation shest Page 2 of 17
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TAG REGULATORY GR L&C [DENTIFYING INFGRMATION) TAG - CROSS-REFERENCED TO THE AFPROPRIATE' TE
DEFIGIENCY) , ~
F 272 Continued From page 2 F 272
pad ¢ F272
A facllity must make a comprehensive C. All Interdisciplinary Team
assessment of a resldent's needs, using the members will be educa_ted on the
res|dant essessment Instrument (RA) specified importance of completing
by the State. The assessment must Include at comprehensive, accurate,
least the followlig: . _ o standardized reproducible
Identification:and demagraphic Information; assessments of each resident’s
Customary routine; ‘ functional capacity using the RAL
QQ,D(,ﬂ‘v{E:PE?QI'.nSI The Nursing Directors or designee
Slzllgg'lumcat on, will perform ongoing monﬂXy
i 1 CAA’s are
Mood and behavior patterns; audits to ensure that al
; o completed to include a
Paychosoclal well-belng; nensive analysis, Support
Physlcal functioning and structural problems; comprehensive analys's, &P ’
Disegse diagnosis and health conditions; decision to proceed with care
Dental-and nutritjional status; planning, ‘ )
Skin conditions; D. The Nursing Directors or designee
Activity pursult; will aggregate the random monthly
Medications; data and report vesults to the
Special treatments and procedures; Resident Care Services
Discharge potential; Administrator and the Care Center
Documentation of summary Informnation regarding Medical Director monthly and to
the additfonal assessment performed on the cara Quality Council quarterly. Quality
areas triggerad by the completion of the Minimum Council will have the overall
Data Set (VDS); and onsibility to ensure the facility
Documentation of participation In assessment. resp )
is in compliance.
Completion Date 8/14/16
This REQUIREMENT ls not met as evidenced
by:
Baged on medical record review and staff
interview, tha facillty failed to ensure a
‘ | comprehensive gsséssment was completed In a L . _
. FGRM GMS-2387(02-98) Previous Versiona Cbacléte Evant ID: G73R11 Faollly ID: WY0024 - " If conlinuation sheet Paga 3 of 17
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Continued From page 3

varlety of areas for 4 of 15 sample residents (#2,
#7, #55, #58). The findings were:

1. Review of the 6/10/16 annual MDS
assessment for resident #2 showed the following
areas that triggered which required a
comprehensive assessment: Deliium, Cognitive
Loss/Dementia, VIsual Function, ADL
FunctlonailRehabﬂltatlon Potentlal Urlnary
Incontinence and indwelling Catheter, Falis, and
Nutritional Status, The following concerns were
identified:

a. Review of the CAA for Délirlum falled ta
show any anajysis or justification for the decision
not to care plan for deliriurn, showing “IDT
[Interdisclplinary team] does not care plan for
delirium. Signs and symptoms of delirium are
addressed Immediatsly In the emergency.room."

b. Review af the CAA for nutritional gtatus
falled to show any.analysls of the resldent’s actual
or potentla! nutritional status problems such as
current eating patern, functional probleme that
affect the. abllity to eat, dentalloral problems, only
stating "Undar wi [welght] since admitted to care
ctr [center]. [Sihe] has maintained [hia/her] welght
fairly well however In the past 8 months w/o
[without) significant wt [welght] changes."

2. Revlew of the 3/8/16 annual MDS assesement
for resident #7 showed the followlig ereas
triggered for further assessment: Delidum, ADL
Functional and Rehabllitation Potential, Urinary
Ihcantinence end Indwelling Catheter, Mood
State, Falls, Nutritional Status, Dentg| Care,
Praessure Ulcer, Paychotroplc Drug Use and Pain,
The following concerns were dentified:

a, Review of the GAA for Dellrium falled to
show any analysis or Justification for the decision
not to care plan for dslirlum, showing "IDT does

F272
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not care plan for dellrium, Signe and symptoms of
dellrium are addressed lmmedlately In the
emergancy room."

. b. Review of the GAA for Mood State falled to
show any analysis of the resldent's actual of
potential mood prablems, showjng only that elhe
had dlagnoses of depression and anxlety, and ah
Infection was causing the resldent to-feel tired.

¢. Review of thé CAAfor Falls ghowedno
analysis of the resldent's fall risk, such as health
considerations that would i mcreasa the resldant's:
risk for falllng, showing only the fésidarit§ Motse
fall score and the date of the residenit's last fall.

d. Review of the CAA far’ Psychotroplc Diug
Use falled to show any analyeis'of the residenits
psychotropic drug use, showing only that the
resident recelved paychotropic medications.

3. Review of the 6/2/16 admisslon MDS
assessment for residerit #5 showed the
following areas triggered for further assessment:
Cognitive Loss/Dementia, Visual Function,
Communication, ADL Functional/Rehabllitation
Potentlal, Urlnary Incontinence and Indwelliig
Catheter, Psychosocial Well-Being, Activities,
Fallg, Nutritional Statys, Pressure Ulcer, and
Paln. The following concerns were Identir ed;

8. Review of the CAA for Activities showed no
analysls of the rasldent's activity needs; such as
the resident's abllity to participate in actlvmes and
what assistafice might be needad for the resident
to participate, showing only “The resident”
paiticipated in lIttle activities before admission"
and noting that prior to admisslon the resident
was putting puzzles together and watching
movies.

b. Raview of tho CAA for Falls showad no
analysis of the resldent's fall risk, such as heslth
conslderatlons that would increase the resident's

(X4 ID SUNMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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risk for falling, showing only the rasident’s.Morse
fall score.

¢. Review of the CAA for Pain failed to show
an analysls of the resident's pain, such as
diagnoses related to pain, or the resident's
specific indicators of paln, showing only "The only
time [s/he] appears to be in pain I2 during
transfers In the Sara IIft, but staff has reported
that if they usa the battery Sara (it vs. the manual
[s/he] tolerates It very well and not In pain,"

4. Review of the 4/28/18 admission MDS
assessment for resldefit #58 stiowed the
following areas that triggsred for comprehenaive
asgessment: Coghiltive Loss/Dementla and Visual
Function. Revlew of the CAAs for these triggered
areas showed causes and risk factdrs wers not
shown and there wers no concluslons drawn or
svidence the data was anaiyzad to support the
care plan declslon, ‘

5, Intarview on 6/30/16 at 12:23 PM with RN #1
and RN #2 revealed mare trainlng was needed to
ensure the CAAs were analyzed as requirad to
ensura they were comprehensive,

483,25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensyre that the resident
environment remains as free of accldent hazards

'DEFICIENCY)

Far2

F323

The facility shall ensure hot water

temperatures in resident bathrooms

and showers do not exceed 110

degrees Fahrenheit

A. Plumber’s will stall a

mixing valve to correct the
hot water issues noted on
the North, South, West
Units and Dining area.

as Is pozelble; and each rasident receives B. Allresidents, visitors, and
adequate supervision and agsistance devices to staff members have the
prevent accidents, pqtentm] to be affected by
failure to ensure hot water
temperatures in bathrooms
and showers do not exceed
110 degrees Fahrenheit.
This REQUIREMENT Is not met as evidenced ' I
 FORM CMS-2667(02-98) Previous Varalons Obsolate Event ID; G73B41 Facility ID: WY0024 IF santinustion sheat Fage 6 of 17
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Based on observation, resident and staff
interview, and review of facility logs, the facility
failed to ensure hot water temperatures at
end-use points were malntalned at a safe
temperatura in 4 of 4 resident areas (North unit,
South unit, West unlt, Dining Hall). The ﬂndmgs
were.

1. Observation of thé South unit on 6/28/16
showed the fallowing: -

a. At 9:07 AM the temperature of the *
bathroom sink hot water in room 108 measurad
130 degrees F.

b. At 9:15 AM the temperature of the
bathroom sink hot water In room 111 measured
132 degrees F,

¢. At 8:17 AM the temperature of the
bathroom sink hot watsr in room 110 measured
130 degrees F.

d, At B:45 AM the temperature of the shower
hot water in the South shower raom measured
122 degrees F before dropping to 110.1 degrees
F.

2. Observation of the North unit on 6/28/16
showed the following:

g, At'8:34 AM the temperature of the
bathroom sink hot water in room 413 measured
127 degrees F.

3. Observation of the Dining Hall on 6/30/16
showed the following:

a. At 10:39 AM the hot water temperature at
the sink in the public women's bathiroom
meesured 129.7 degrees F,

4. Review of facllity domestic hot water

temperature logs showed the following:

(X4) [0 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CORRECTION ey
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8KOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
MESMEMAA
F 323 g,ontmuad From page 6 F323
Y.

C. Education will be provided
to all Plant Operations staff
regarding the need to
ensure hot water ]
temperatures in bathrooms
and showers do not exceed
110 degrees Fahrenheit and
to take immediate
corrective action o prevent
risk or actual from buming
if the temperature is beyond
110 degrees. The Facilities
Management Director or
desipnee will perform
audits weekly to ensure the
temnperatures do not exceed
110 degrees Fahrenheit and
maintain documentation of
corrective action taken at
the time a temperature
exceeds 110 degrees
Fahrenheit if applicable.

D. The Facilities Management
Director will aggregate
monthly data and report results
to the Administrator, Care
Center Medical Director, and
Quality Council quarterly.
Quality Council will have the
overall responsibility to ensure
the facility is in compliance.

Completion Date
8/14/16
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-degress F.

a. On 6/11/18 at 7:46 AM, the hot water
temperature In "North Nourishment" measured
127.3 degrees F.

b. On 6/11/18 at 7:51 AM, the hot water
temperatura’in "West Dlnlng“ measured 132.2
degress F.

¢. On 5/18/16 at 1:42 PM, the hot water
temperaturé In "303" measured 127.5 degrees F.

d. On 5/18/16 at 1:46 PM, the hot water
temperature In "eye wash room wast' measured
121.8 degrees F.

e. On 5/18/16 at 1:49 PM, the hot water
temperature In "202" measured 124.0 degrees F.

f, On 6/25/16 at 8:30 AM, the hot water
temperature in "Room 208" meaaunad 1271
degrees F.

g. On 6/15/16 at 9 AM, the hot water
temperature In "N. Nourishment".measured 141.1
degrees F, ‘

h. On 6/15/16 at 9:04 AM, the hot water
termperature in "W, Tub Room" measured 136.4
degrees F.

|. On 68/16/16 at 8:07 AM, the hot water
temperature In "S. Nourishment" measured 133.8

J. On 6/22/16 at 7:17 AM, the hot water
temperature in "West Dming" measured 126
degrees F.

k. On 6/29/18 at 9:10 AM, the hot water
temparature in "South Nourishment” measured
126.6 dagrees F,

. On B/29/16 at 9:12 AM, the hot water
temperature In "Dinning [slc]“ measured 122.8
degrees F,

m. On 6/29/16 at ;15 AM, the hat water
temperature In "North 500" measured 123 7
degrees F.

5. Interview with a group of 11 resldents on

FORM APPROVED
_ CENTERS FOR. MEDlCARE MEDlCAlD SERVI CES e ol e e o :0MB 0938-0391-‘.
[ STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUFPLIERIGLIA (X2) MULTIPLE CONSTRUGTION B ’ .
| AND FLAN OF CORREGTION IDENTIFICATION NUMBER: A rgmmms o "‘”88&%33,%‘?5*
_ . _ 535045 B, WING 06/30/2016
"~ NAME OF PROVIDER OR SUFFLIER ‘ “STREET ADDRESS, GITY, STATE, ZIP CODE '
: 777 AVENUE H
L E
i PQWELL VALLEY CARE CENTER | POWELL Wy 82435 |
{X4) 1D SUMMARY BTATEMENT OF DEFICIENGIEB [} s PROVIDER'S PLAN.OF CORRECTION oE
PREFIX {EAGH DEFICIENCY MUST BE FREGEDED BY FULL PREFIX (EACH GORREGTIVE AGTION SHOULD BE GOMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70 THEAPPROPRIATE || DATE,
DEFICIENGY)
F 323 | Continued From page 7 F 323

FORM CMS-2567(02-68) Previous Varalons Obaclete

Event ID: G73B1

Faclity ID: WY0024

If continuation shest Paéa 8of17




CAug 80 2016 T:24AM PVHC 307-754-3176 No. 8336 P 7/15

\gg/ ‘PRINTED: 07/13/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

-_CENTERS FORMEDICARE & MEDICAIDSERVIGES .. wo oo OMBNO.038:0391

STATEMENT OF DEFIGIENCIES (X1) PROVIDERISUPPLIER/GLIA {X2) MULTIFLE CONSTRUGTION | (X3) DATE SURVEY
- | AND PLAN QF GORRECTION IDENTIFICATION NUMBER: A BUILDING . L ' GOMPLETED

_ 535046 BWNG T , 06/30/2018
| NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ’

777 AVENUE H
| POWELL VALLEY CARE GENTER POWELL, WY 82436

(44) ID SUMMARY STATEMENT oF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8-

PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETON
TAG REGULATORY OR L5C IDENTIFYING. INFORMATIDN) TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE

,  DEFICIENGY) . .

F 323 | Continued From page 8 ' F 323|

6/28/16 beglnning at-10 AM revealed the hot
water térmperature in the fecllity fluctuated, with
one resldent statlng s/he had been ahocked while
taking a showsr because the water would get
very hot suddénly. The resident further stated the
water was "hot enough to burn you."

&..Interview with bath aide #1 on 6/28/16-at 2:19
PM revealed the hot water tsmperature in the
‘South-ghower room fluctuated greatly, and she
frled to kesp showers at & lower temperature so
as not 10 harm residents.

7. Interview with bath alde #2 on 6/28/16 at 12:00
PM revealed the hot water In the North shower
room fluctuated, and she could often feel on her
own skin the water had gotten too hot,

8, Interview with the director of facilities
management on 6/28/16 at 2;32 PM revealed the
facllity became aware the hot water temperatures
were too high on:4/8/16 after an employee
communicated a concern about the
températures. Since that time, the facility had
been moving through the process of sollciting
bids and‘galning Board approval for the plumibing
work nécassary to fix the problem. Howsver, the
-faclllty had not put any interventions Into place in
the meantime to eneure resident safety; and the
hot water témperatires hed continued to be high.
He further siated the facility had turned the heat
down on the hot water the morning of 6/28/18,
and had been able to reduce the hot water
temperatures at end-use points,

F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328
ss=p | NEEDS

The facliity must enaure that residents receive
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proper treatment and care for the following
speclal services:

Injactions;

Patenteral and enteral flulds;

Colostomy, ureterostomy, or lleostomy care;
Tracheostomy care;

Tracheal suctioning,

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT Is not met as svidenced
by:

Based on medlcal record review and staff
Interview, the facility falled to ensure oxygen
therapy was monltored to ensure proper
treatment for 1 of 6 sample residents (#36) who
used oxygen. The findings were:

1, Reviaw of the 4/11/16 quarterly MDS
assessment showed resident #35 had received
oxygen (02) therapy. Review of the active June
2018 physician orders showad an order for
oxygen as nesded to keep saturation levels
above 80%. The following concerns were
Identifled:

a. Review of the medical record falled to
ghow oxygen saturation levels were monitored
regularly.

b. Revlew of the nursing progress notes from
April 2016 to June 2016 showed 5 entries when
the nurse documented the resident was placed
on 02 due to saturation levels in the 80's,

c. Interview with the DON on 6/29/18 at 3:15
PM varified he was undbie to find additional
monitoring, and the 02 saturation levels should
be monitored dally to ensure the résident .

recelved oxygen as needed.

=NT OF D ‘D ’ B
FREFIX {EACH DEFIGIENCY MUST BE FRECEDED BY FULL PREFIX (EACH GORRECTIVEACTION BHOULD BE . COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED Y0 THE APPROPRIATE DATE
N DEFIGIENQY)
F 328 | Continued From page 9 F 328 F328

The facility will ensure that oxygen therapy
will be monitored to ensure proper
treatment. )

A, All nursing staff will be instructed
to ensure that oxygen saturations
will be monitored as ordered by
physician’s orders for resident #35.
All residents receiving oxygen
therapy have the potential to be
affected by failure to momitor
oxygen saturation levels regularly.
All nursing staff will be edveated .
on the importance of following
physician orders to keep saturation
levels above 90% at the
nurses/CNA meeting in August.
This has been added as a weatment
for the nurses to monitor oxygen
levels every shift. The Nursing
Directors, or designee, will perform ,
ongoing monthly random audits to
ensure that nursing staff are
monitoring oxygen levels per
physician orders.

The Nursing Directors will
aggregate the randorn monthly data
and report results to the Resident
Care Services Administrator and
the Care Center Medical Director
monthly and to Quality Council
quarterly. Quality Council will
have the overall responsibility to
ensure the facility is in compliance.,

Completion Date

8/14/16

]
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Each resident's drug regimen must be free from
unnecessary drugs. An unhecaseary drug Is any
drug when used [n excessive dose (Including
?‘tcate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; of In the presence of

advarse conseqUencas which indicate the dose

should be reduced or discontinued; or any
¢ombingtions of the reasons above.

Based on a comprehensive.agsassment of a
resident, the facllity must ensure that residents
who have not used antipsychotlc drugs are hot
glven these drugs unless antipsychotic drug
therapy Is nacessary fo treat a specif ic.condition
a5 diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs recsive gradual dose reductions, and
behavioral Intarventions, unless clinically.
contralndicated, In an &ffort to discontinue these
drugs,

This REQUIREMENT [s not met as evidenced
by:

Based on medical record review and staff
interview, the facility falled to ensure the drug
regimen was free of unnacessary drugs for 3 of
11 sampla residents (#14, #43, #568) who used
psychotropic medications, The findings were:

1. Review of the 12/31/156 medication regimen
revisw (MRR) showed resident #14 used

medications which were schedulad to have GDRs

['sTateienT o DEFIGIENCIES {X1) PROVIDER/SUPPLIER/GLIA ¥%2) MULTIBLE corxéﬁdéﬁﬁﬁ
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; ;.‘;U,LD,NG ‘»"3’38&'?-32—’{"5‘8‘“
_ ‘ 535045 B.WING__ : — 06/30/2016
NAME OF PROVIDER OR SUPPLIER ' STREEY ADDRESS, ‘GIW.:STATE. ZIP GODE
777 AVENUE H
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| ~ POWELL, WY 82438
(%4) |o SUMMARY S8TATEMENT OF DEFIGIENGIES iD ' PROVIDER'S PLAN OF GORRECTION CUE
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F 328 483.25() DRUG REGIMEN IS FREE FROM F32g| F329
5g=E | UNNECESSARY DRUGS

The facility shall ensure that the drug
regimen for residents who use psychotropic
medications will be free of unnecessary
drugs.

A. All pharmacists will be instructed
to ensure that 8 Gradual Dose
Reduction (GDR) will be attempted
or contraindicated for residents
#14, #43, and #58.

All residents have the potential to
be affected by failure to ensure that
GDRs are done regularly.

All pharmacists will be educated to
complete GDRs regularly and as
per their schedules, The Pharmacy
Director, or designee, will perform
ongoing monthly random audits to
ensure the Gradual Dose
Reductions are being completed.
The Pharmacy Director will
aggregate the random monthly data
and report results to the Resident
Care Services Administrator and
the Care Center Medical Director
monthly and to Quality Council
quarterly. Quality Council will
have the overall responsibility to
ensure the facility is in compliance.

8/14/16

Completion Date
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(Gradual Dose Reduction). The phermaoist
ghowed on this review when the medicaions
were due for GDRs. The followlng concama ware
identlfled:

a. The GDR for Olanzapine (antipsychotic)
was due in December 2015, Alprazolam
(sedatlvelhypnoﬂ ) c) and Venlafaxing
(antidepressant) were due In January 2016,
Review of the medical racord falled to show a
GDR was attempted or cantraindicated for these
medications.. ‘

b.:Review.of the MRRs dated 2/28/16 and
419/18 showed Trazodone (anﬁdepressant) was
due for a GDR In April 2018. Review of the
medical record falled to show a GDR was
attempted,

¢. Reviaw of the June 2016 physlclgn orders
showed active medications for the resident
(ncluded: Olanzapine 6 mg AM and PM,
Alpiazolam 0.25 mg twice dally with an ‘addltional
0.5 mg PRN (as nesded), Venlafaxine 160 mg
dally, and Trazodone 50 mg at badtime,

d. Interview with the DON at 8:45 AM on
8/30/18 verifled a8 GDR had not been atternpted
related to thege medications for this resident,

2. The MRR dated 6/6/16 for resident #43
ravealed a GDR for Temazepam
(sedative/hypnotic) was due In January 2018,
Reaview of the medical record failed to show an
attempted GDR. Review of the June 2016
physician orders showed the resldent's active
medications included Temazepam 15 mg at
bedtime. Interview with the DON at 8:45 AM on
6/30/16 verified the lagt time this resident had an
attempted GDR for Temazepam was on
211712015,

3. Review of the 3/28/16 MRR showed resident ‘
FORM GM$-2667(02-08) Pravious Veralons Obaolate Evant ID: G73811 Faallfty 10: WY0024 IF continuation eheet Pags 12 of17
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The facility must -

(1) Procure food from sources approved or
consldered satlsfactory by Féderal, State or local
authorities; and

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

This REQUIREMENT Is not met as evidenced
by:

Based on observatlon and staff intarview, the
faciiity falled to ensure sanitary requirements
ware metIn 1 of 1 kltchens. The findings were:

1. Observation on 6/27/16 at 6:20 PM showed a
bucket containing sanitizer solution was sitting in
a food disposal sink. The sink was not clean;

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
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F 328 | Continuad Fram page 12 F 329
#58 was recelving the antidepressant fluoxstine &
myg dally on admiselon (9/24/15). The pharmecist
documanted the first GOR for thig drug was due
In April 2018, Review of the 4/28/16 MRR showed
the fluoxetine was changed In Aprll 2016 to 10 mg
dally, and the next GDR was due In October
2016. Review of the 4/22/16 physiclan order
ghowed the medication dose was not changed,
the resident cortinued to recelve fluoxetine 10 mg
0.5 tab by mouth dally, Review of the Jurie 2018
MAR showed the resident was recelving the & mg
dose dally. Interview with the DON on 6/30/16 at
10:30 AM verified there was no evidence a GDR
for the fluoxeting had been attemptad since
admisslon, F371

F 371 { 483.35(l) FOOD PROCURE, Farn

58=F | STORE/PREPARE/SERVE - SANITARY The facility will ensure sanitary

requirements are met in the kitchen,

A. All Dietary staff will be instructed
regarding the need to not place
buckets containing sanitizer
solution in ditty food disposal
sinke, to ensure that all food items
have gone into the disposal, and to
also ensure that the bucket is
cleaned/sanitized before moving it
from a dirty area to a clean area.
All Dietary staff will be instructed
regarding the need to keep wet
wiping cloths in the sanitizer
solution instead of on the counter
where she worked, In addition,
dietary staff #2 will be instructed
regarding the need to not have wey
wiping cloths on carts being used to
transport food to the service linc.'
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thera ware pleces of raw chicken vislble which B. Al residents have th .
had not gone Into the disposal. At 5:25 PM dletary - Allresidents have the potential to
staff#1 refilled the sanitizer bucket with fresh be affected by failure to ensure
solution and moved the bucket to a food sanitary requirements are met.
preparation counter. The dietary staff falled to C. Al dietary staff members will be
claan/sanitize the bucket prior to moving it out of educated on the importance to
the contamlnated disposal slnk maintain sanitary conditions. The
: Nutrition Director or designee will
According to Food Code 2013, U.S. Public Health perform ongoing monthly audits to
Service: 4-602.11 “(A) EQUIPMENT ensure compliance.
FOOD-CONTAC']I" SURFACES and UTENSILS D. The Nutrition Director or designee
shall e cleaned: "...(5) At any time during the will aggregate the random monthly
operatlon“whan contarmination may have : data and report results to the
occurred Resident Care Services
2, Observation on 6/29/16 at 11:10 AM showed ﬁd'gm'f g’,m and the Care Center
dietary staff #2 was praparing food on a food edical Director monthly and to
preparation counter. Awet wiping cloth was Quality Council quarterly. Quality
located on the counter where ehe worked, As she Council will have the overall
complated her task, the diatary staff member responsibility to ensure the facility
picked up the wet towel from the counter and is in compliance.
wipad down the area. n addition, a wet wiping

cloth was observed on 6/20/16 at 11:34 AMon

cart belng used to transport food to the service .
line, Completion Date 8/14/16

Acconding to Food Code 2013, U.S. Public Health
Service: 3-304.14 " ...(B) Cloths In-use for wiping
countera and other EQUIPMENT surfaces shall
be: (1) Held between uses In & chemical sanitizer
solutlon at & congentration specified under §
4-801.114;"

3. Interview with the dletary manager on 6/20/16
at 12:30 PM verified wet towsls were to be kept In
the sanltizer golution. Further, he verified the
buckst with sanitizer solution should not be In the
dirty slnk.
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F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 o
55=D | SPREAD, LINENS The facility will ensure the infection control
program is designed to provide a safe,
The facliity must establish and maintaln an - sanitary and comfortable environment and to
Infection Control Pragram deslgned to provide a help prevent the development and
safe, sanitary and comfortable environment and transmission of disease and infection.
to help prevent the devalopmant ahd transmisslon o : B
of disease and Infection, | A, All Nursing staff will be instructed

regarding the need to clean and
sanitize hands before and during
assisting residents at meal time.

(a) Infection Control Program

The facllity must establish an Infection Control
Program under which it -

(1) Investigates, controle, and pravents infectlons

in the facllity, B. All residents have the potential to
(2) Decides what procedures, such as Isolation, be affected by failure to provide
should be applled to an individual resldent, and safe, sanitary and comfortable
(3) Maintains a record of incidents and corrective environment and to help prevent
actions retated to Infections. the development and transmission

' of disease and infection.
(b) Preventing Spread of Infection C. All pursing staff will be educated
(1) When the Infection Control Program on the importance of handwashing
Ir;rmel\éetzgtt ‘:r;e res'gl?;?t of infection; the faclilty must _ mursing and CNA/NSA meetings in

August. The Nursing Directors, or
designee, will perform ongoing
monthly random audits to ensure

(2) The facility must prohiblt employees with a
communicable disease or Infected skin lesions
from direct contact with residents or their food, if

direct contact will transmit-the disease. - that all nursing staff and NSAs are
(3) The faclllty miust require staff to wash thelr washing han_ds before: and in
hiands after each diréct résident cantact for which between assisting residents at meal
hand washing Is Indicated by accepted time.

professional praclics.

(c) Linens

Personnel must handle, store, progess and
transport linens so as to prevent the spread of
infaction.
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This REQUIREMENT is not met as evldenced
by: ‘
gased on observation, ataff interview, and policy
and procedure review, the facility falled to ensure
sffective hand hygiene practices were
Implemented during 2 of 2 meal observations.
The findings were:

1, Observation on 6/28/16 at 12:01 PM showed
nutrition support agslstant (NSA) #1 was passing
meal trays and fiulds to the resldents seated In
the dining room. The NSA touched his face and
glasses multiple times and wipad his nose with a
Kieenex. The NSA then went to the table, cut up
food and fed resident #42 his/her lurich. The NSA
did not perform hand hyglene prior to feeding the
resident.

2. Observation on 6/28/16 at 12:10 PM showed
CNA#1 feeding resident #11. The CNA then
wiped a second resident's mouth with a napkin
and returned to fesding the first resident. The
aide did not perform any hand hyglene between
resldents.

3. Observation on 8/20/16:at 5:36 PM showed
CNA#2 walting at the food service counter. The
alde was touching thie counter, her clothes, and
reaching Info her pockets. The aide then returned
to the table to feed resident #11. The alde did not
perform hand hyglene prior to feeding the:
rasident. '

4. Interview with the infection prevention nurss on
6/30/16 at 9:05 AM conflrmed hands were to be
cleansed before serving and feed|ng residents,
when feeding multiple residents, and after
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F 441

Completion Date

D. The Nursing Directors will
aggregate the random monthly data
and report results to the Resident
Care Services Administrator and
the Care Center Medical Director
monthly and to Quality Council
quarterly. Quality Council will
have the overall responsibility to
ensure the facility is in compliance.

8/14/16
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touching thelr own (employse) facs, clothes or
blowihg the nosa,

5. Review of the policy and procadure fitled "Hand
Washing" revigsed 6/13, showed "1. When to wash
hands:...d. After coughing, sneezing, using a
handkerchief or disposable tissue... |, After
engaging in other actlvities that contaminate the
hands."
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