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F 0001 INITIAL COMMENTS F Q00

The following common abbreviations are used
throughaut this dooument:

CAA- Care Ares Asseesment
CMNA- Cerlified Nuyse Alde
DON-Diractor of Nursing
MDS- Minimum Data Sat

RN » Reglatored Nurse

Less commenly used abbreviations will ba
annotated in each deficloncy where used,

F 278| 483.20(y) - ) ASSESSMENT F 278
g8=5 | ACCURACY/COORDINATION/CERTIFIED

The nssesament must aceurataly reflect the
residents status,

A registared nurse must conduct or coordinate
each assessment with the approprlate
participation of health profassionals,

A raglstared nurse must slgn and certlfy that the
assassment is completed.

Each individual who completes a portlon of the
assessment must slgn and ceriify the acouracy of
that pottion of the assessmeant.

Under Medicars and Madicald, an individual who
willfully end knowingly certifles a material and
false stalement Ih a resldent assessment Is
subject to a clvll money penalty of not more than
$1,000 for each aseessment; or an individual who
willflly and knowingly causes another individual
to cartify a matetlal and {alse statemeant v
residant assessment is subject to a clvil monay
penalty of not more than $6,000 for each

{.AHORATORY DIRECGTOR'S OR PROVIDERIBUPPLIER REFRESENTATIVE'S BIGHATURE TITLE

{X8) DATE

Any doftclency atatemant anding with an asterlsk () donotas a deficlency whioh the Institiution may be sxcused from camecling praviding it s determined thet
other safeguards provide stficlent protaction to the puttents, (Sea Instruations.) Except for nursing homes, the ndfgs

hiprehtatad above are distlosable 90 days
followlng {he date of survey whether or hot o plan of corraction ks provided, For nursing homes, the aboy %m Hid BlaLs 1 cttah ara dlsalosabia 14
days fo!lowla? ihaudate theag documents are made avsllable to the faclity, I deflklencies are cled, an a:}% (1 4 b %ﬁ eqitlsite fo continued
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Clinlcal disagreeimant does nof oonstitute a
material and falas siatament.

This REQUIREMENT {s not met as avidengsed
by
Based on medical recurd review and stalf
interview, the facllity fallad to onsure MDS
assessments were signed as regulred for 4 of 10
sample residents (F10, #11, #21, #22). The
findings were.

1, According to the Long-Term Care Facllity
Resident Assesament instrument User's Manual,
Yeraion 3.0, Septamber 2010, the RN coordinatar
slgne and dates at saction V0200 B1 and B2
which certifios that the CAAs have been
complated. A staff member slgns and dates
saction V0200 C1 and C2 after the care plan Is
complate, The following concems were Ideniifled:

2, Review of the 4/6/11 slgnificant change
MDS assessmeant for resident #11 showed
Section Y0200 B1 was not signed by the RN
coordingtor. In addition, Ssctlon V0200 C1 also
lacked a signature,

b. Raview of the 1721111 annual MDS
assessment for resftlent 21 showed there were
no sigaafures st section V (V0200, B and C),

¢, Roview of the 1M 2/1% annual MDS
gssassment for resident #22 showad there was
no signature at section v {V0200, B) for the MD&
coordinator, in addition, the cervesponding CAAs
for dental carg, ADLs, urinary incontinence, falls,
ahd pressure ulcers ware not sighed.

Signed, This will he complated by:

Nama,sectlon & date completed.
Prios to belng fited for sighatures,

Sighatures.

Reported to tha fadilities contmuous

Quallty calendar, Dir. of Nurstng will
Moenltor this. Completed,

jol

as veviewed B signed.
g+ 1
1h. The MDS Wwas reviewed & signed.

boy fedtb22

ia, the MD:

Slgned.
iy

Review all MIDSs priar to fliing for all

Ment conmittee, This is compieted.

F278 Facllity will ensure that all MDS's are

The ¢-slgnature has been activated on MDS
Program to ensure all MDS will have staff

The MDS coordinatar will review all MDSs
&l MDSs have been revigwed for proper

A guality Improvement tool will be put
Inte place, it will be monitored weekly 8

Qurality Improvement commities thry the

1t The MBS and CAAs wers reviewed &

2, The MDS Sectlon 2 Was Jfﬁl)ewed & signed.
4, The Diy, of Nursing/MD5 coordinator will
Signatures. This will be docurented weekly

On guality menitoring too! & reported monihly
To facdlity-wida cantinuous geality improve-
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Confinusd From page 2

2. Accurding to the Long-Term Cara Facilty
Rasldent Assassment Instrument User's Manual,
Varsion 3.0, Saptembar 2010, at Ssction ZOE0O,
ihe RN assessment ccordinator must stgn, and
thoreby certlfy the assessment Is complaete,
However, review of the 3/10/11 quarterly MDS
asgessment for reslident #10 ravealed the RN
gssessmeni goordinalor falled to sign at Saution
0500,

3, During an interview oh 8/26F11 at 1:58 PM, the
DON oonfirmed the assessments were lacking
the necessary sighatures, She stated "l usually
gign those," and was not sure how they were
missed,

483.70{h) :
SAFEFUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The faclity must provide a safe, functional,
sanitary, and comfortable environment for
resldents, staff and the publio,

This REQUIREMENT is not met as evidencad
Ly

Based oh observation and staff interview, the
facllity falled to provide a safe snvirohment for
kitthen staff it one of one wallk-in freezers, The
findings ware:

Observation of the kitchen walkdn freszer on
threa consecutive days (05/24M 1 at 1:45 PM,
0526011 at 8:58 AM and at 3:48 PM and then
agaln on 05/26/11 at-11:11 AM) revealed an
approximate 1 fool (1) by 2 ft by 1/2-Inch sheet of
ice on the floar, The ioe was divectly undermeath a
cailing-mountad condenser, Interview with the

F 278

FF 465

F 465 Faclity will provide a sale environment
For Kitchen staff regarding walk-in freezer.
Fachity will adjust refrigeration unit freeze &
Thaw cycles, This eliminated condensation,
There Is no ice bulld-up o floor. The

Facilities dopt. lesder will monitor this with

Food services dept. keader. 'This will be added
To facllity-wide continuous guality improvemeant
Program. This is complete.

June 14, 2011

FORM CMS-2667(02-09) Previous Varstons Cheolat
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88-B | FEDERAL/STATEA.OCAL LAWS/PROF 87D

The facility must operata arid provide services i
vompliance with all applicable Fedsral, State, and
local laws, regutations, and codes, and with
acoepted professiunal standards and principles
that apply to professlonals providing services in
such & facllty,

Thiz REQUIREMENT Is not mat as evidenced
b -

Based on review of facllily dosumentation and
staff interview, the facility failed to ensurs it was In
oompliance with fedaral raguletions pertalning to
nurse alde training for 2 of 8 GNAg hired Ib the
past year, The findings wers;

During an Interview on 5/26/11 at 8:15 AM, the
DON and administrator stated they did hot baliave
CiAs who wers hired within 12 months of
complsting a nurse aide tralning and compatency
evaluation program were reimbursed for the costs
associated with the program. The administrator
stated that Issue was brought up by tha Instructor
of the hursa alde program, but the faclity had not
resolved the Issue yet. Acoording to a list
provided by the human resources (HR) director,
of the slx CNAs hired in the past year, two would
have completed the mirse aide traliing program

F492 Facility will be In compliance with

42 CFR 483.152. Facllity will have policy te

Cutline process to retmburse CNA for costs
Associated with nyrse alde trainkg &

Campatancy evaluation program. This polley

Will be presented for approval by the facility-wide
Compliance Advisory committee & adminlstrative
Teamn. HR Director will monltor and repart on this.
CNAS meating above triteria will be reimbursed,
This will be corpleted by

“I"’\,o ng,ll bz,,\..m.,)wz_,ﬂ (a( July 08, 2021

inm\.g ercnn >

STATEMENT OF DEFICIENCIES (%1) PROVIDEREUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AN PLAN OF GORREOTION IDENTIFIGATION NUMBER; COMPLETER
A BUILDING
C
R, WINES
53IA0B0 05/26/2011
NAME OF PROVIDER OR SUPPLIER BYREET ADDIESS, CITY, BTATE, ZIP CODE
110 HOSPITAL LANE ‘
EY CARE CE
STARVALLEY CARE CGENTER AFTON, WY 83140
() i BUMMARY BTATEMENT OF DEFICIENC|ES I PROVIDER'S PLAN OF CORRECTION )
PREFY (FACH DEFICIENGY MUST BE PRECEDED BY FULL PRIEFI {EACH CORRECTIVE AUTION SHQULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG cRosa«EFenEggﬁ% lTE% T‘I;!)EAPPROFRIA‘I‘E DATH
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F 485 | Continued From page 3 F 485

diatary manager on 05/26/11 at 11:11 AM

acknowladged the ice on the floor was coming

frorn the condenser and constituted a fall hezard

for staff, In addition, the manager stated plans

ware In the works for the problam ko be resclvad

"now that & malntenance manager was hired

several weels ago.”
F 402 | 483,76(b) COMPLY WITH ¥ 492

fn’“
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within 42 months of baing hired by (he facllity, On
5/28/11 at 9:35 AM, the HR director stated neither
of the CNAs had been reimburead for ¢osts
assoclaled with the nurse alde tratning and
competenay evaluation program.

According to 42 OFR [Coda of Federal
Regulations] Subpart D, 483,152, "(c} Prohibltlon
of charges. (1) No nurse aide who (s smployed
by, ar who has recelved an offer of employment
fram, a fadlllty on the date on which the alde
begins a nures aide tralning and compatency
evaluation program may be charged for any
portion of the program (Including any fees for
textbooks or other regulred course materlsie). (2)
If &1 Individual who is not employsd, or does not
have an offer to be employed, as a hurse aide
becomes employed by, or receives an offer of
employment from, & facllity no later than 12
menhths after completing a nurse alde tralning and
competency avaluation program, the State must
provige for the relmbursement of costs Incurred in
sompleting the program on 8 pro rata basis
during the peried inwhich the Individuat ls
employed a8 a nurse aids."
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