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F 000 | INITIAL COMMENTS F 000

A recertifioation survey was conducted by
Healthcare Liosnsing and Surveys on 2/21/17
through 2/24/17.

The following common abbreviations are used
throughout this document:

DON- Director of Nursing

MAR- Medication Adminlstration Record

mg-  milligrams

PRN- Latin phrase "pro re nata" which
transiates o as needed

RN-  Registered Nurse

Less commonly used abbrevistions wiil be
annotated in each deficlency.

F 167 | 483,10(g)(10)(){11) RIGHT TO SURVEY F 167
88=8 | RESULTS - READILY ACCESSIBLE

(6)(10) The resident has the right to-

() Examine the results of the most recent survay
of the facllity conducted by Federal or State
surveyors and any plan of correction in effect with
respect to the facility; and

{g)(11) The faciity must-

() Post in a place readily accessible to residents,
and family members and legal representatives of
residants, the results of the most racant survey of
the faclilty.

(i) Have reports with respsct to any surveys,
certifications, and complaint invastigations made
respecting the facllity during the 3 precading
years, and any plan of correction in effact with

LABORA R ] OVIDER/BUPPLIER REPREBENTATIVE'S 8IGNATURE TITLE OB ONTE

: P 3/2/1r

with an asterisk (*) denctes a dsficiency which the instiution ybumuadfmmeomcﬂnnpmm\nlhmhmdmﬂ
Mymdoﬂdumymmm . promﬁonm to th (;) patisnts. (Sse mﬁom.) Mfornum homu. the findings stated above
hmwmdmdmmywh

gr.not a plan of corrwetion |s provided, For nursing homes, the Mundpllmnfmeﬂonmdbdmu
mummuvmbuwmmmy ﬂdcﬁdmclumdbd.annppmdphnofenmdbﬂhnqubbbcnﬁﬂnmd

Mfzﬂk M p&g&aﬂu L0, M Dee e ST etnduid, s
If continuation sheat Page 10f20

917)7@ 16003 cu Pﬁmaz_ﬂ}d

d,o\«—eﬂ)-l

Healthcare Licensing and Surveys




. DEPARTMENT OF HEALTH AND HUMAN SERVICES . PRINTED: 030082017
-_CENTERS FOR MEDICARE & MEDICAID SERVICES . OMBNG, O35 04en

P g
a

*| STATEMENT OF DEFIQIENGIES 1) PROVIDER/SUPPLIER/CLIA MULTIPLE CON
AND PLAN OF CORRECTION o [DENTIFICATION NUMBER: ﬂmm STRUCTION
. 53A080 B, WING
| NAME OF PROVIDER OR SUPPLIER i STREET ADDRESS, CITY, STATE, ZIP CODE
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F 167 | Continued From page 1 F 187
respect to the facility, avallable for any Individual
to ravlew upon request; and

(ill} Post notice of the avallablity of such reports In
areas of the facllity that are prominent and
accesshble to the public.
Thre“;lacﬂtt‘ty will egture tl'u't nf&cmty ts!ur'v;:ys.
certifications, and complaint investigations
Wit ot BT
This REQUIREMENT s not met s evidenced displayed. This wil be accomplished by:

by: A) Facllity Surveys, certificat! d

Based on observation and staff interview, the cc):mplalrt\{ invastfgatlons f:' t::':i’ ::ocadlng 212512017
facllity falled to publicly display the avallability of years have been placed in our survey bindar

facliity surveys, certifications, and complaint for public display.

Investigations for the 3 preceding years for 4 of 4
days during the survey. The findings were:

; B) The Office Manager will ensure that
1. Observation on 2/21/17 at 4:45 PM showed the facility surveys are publicly displayed for | 4/1/47
| entrance hall near the nursing station had a the 3 preceding years.
wall-mounted display with a binder which
.| contained the Form CMS-25687 2016 survey

results and plan of correction. However, there C) Education to be provided to the Office
’ + ]

Manager on ensuring 3 preceding years of | 4/1/17

was no display to indicate the availabllity of the y
facillty surveys, certfications and complaint surveys are available for public display.
investigations for all of the praceding three years. O 0 A oo KD, é% will %%}W,
2. Interviw on 212317 at 3:35 PM revesled the G Y racely RL (¥ roafiis
facility administrator was not aware e ’ Po. -
requlreman‘fd ﬁort}t}t‘a facm‘lly gl’l '%rorfngt:‘r'\'g} posta fo & Supe 3%54)(?3 o Sodyey
notice regarding the avallabiity o surveys, cus k Ste ‘
certifications and complaint investigations for the It 53\‘{:’"} T K /d K
preceding three years. /w bse . s
F 228 483.12(b)(1)-(3), 483.95(c)(1)<(3) F 228
ss=0 | DEVELOP/AMPLMENT ABUSE/NEGLECT, ETC
POLICIES
483.12

(b) The facllity must develop and implerment

FORM CMB-2587(02-85) Previous Versions Obsalste Event (D; SACS11 Faciity 10: WY0030 If continuation sheet Page 2 of 20
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- H DEFICIENCY MUST BE PRECEDED BY FULL REFIX EACH CORR ACTION SHOULD BE .
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F 226 ‘c 4 adF‘ ‘2 | | F 228 of |
ontinued From page
o The facility will efisure that all allegation
written policles and procedures that: lnvolvtnguyham{:uh/repumd withl:lgz h%u'n.
This will be accomplished by:
(1) Prohibit and prevent abuse, neglect, and
exploitation of residents and misappropriation of A) The facliity policy “Abuse Prohibition
resident property, Program"” has bean revised to specify that |3/46/2047—
’ all allegations of abuse and other allegations|
/o (2) Establish policles and procedurss to :‘n::::’ing harm are to be reported within 2

Investigate any such allegations, and

N (3) Include tralning as required at paragraph
Wl §483.85, : B) There are no current allagations or 3HM81Z0TT
e suspicion of abuse present at this time.

f 483,96 ‘
13 (c) Abuse, neglect, and exploitation. In addition to
the "99§°m from abuse, neglect, and °"PW°" C) Education will take place for all care
requirements In § 483.12, facliities must also center staff on the new allegation of abuse
1 provide tralning to thelr staff that at a minimum rule, specifying that allegations mustbe  [4/1/17
N educates staff on- ' reported to the state within 2 hours by the .
‘ : DON or designea.
i @)1 Aoﬁvlﬁe:d that! consﬁmgs gows?, nggmlact.
K axploitation, a m sappropriation of residen D) DON or designee will perform audits
property as set forth at § 483.12. wzukly for 4 wegkn, then monthly for 6
) months to ensure that all allegations of
(c)(2) Procedures for reporting Incidents of abuse, abuse are reported within 2 hours, The 4117
neglect, exploitation, or thie misappropriation of results will be recorded on the quality
resident property calendar and reported to the Quality
a Advisory Committes. The results will be
: g:r)éggr?ﬁ:wenﬁa management and resident abuse gﬂgf;:’n:grg‘:.:ﬁ%w;:"ﬂ"“w‘
1 This REQUIREMENT s not met as evidenced
by:

Based on review of facllity policies and staff
Interview, the facllity falled 16 revise policies
related to reporting allegations of abuse, neglect
or misappropriation of resldent propéity in
accordance with federal regulations, The findings
were; .

- During an Interview on 2/23/17 at 3:36 PM the , N i
FORM CMS-2867(02-99) Provious Versions Obeolets ' Bvent [D:8ACa11 Faoitly ID: WY00M {f continuation shest Page 8 of 20
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Continued From page 3

administrator and DON stated they were aware of
the new federal regulations for nursing homes
effective November 28, 2016, Howaver, they
stated they were not aware that ajlegations of
abuse and other allagations involvjng harm were
to be reported within 2 hours, The administrator
stated the facllity's policles had pot been updated.
Review of the facility’s: poacy "Abuse Proh Ibition
Program” (reyised 11/2018) revesled allegations
would be reported "immed| atety.“ bt did ne
definé what that meant, During the interview on
2123117 at 3:35 PM the adminlstrator stated
Immediately meant within' 24 hours.

-F 263 383 10(!)(2) HOUSEKEEPKNG & MAINTENANCE
iy 8§8=E

(2) Houaekeeplng and malintenance services
necessary to malntaln a sanitary, orderly, and
comfortable Interio

This REQUIREMENT Is not met as evidencad

lT’Byaaed on observation and staff interview, the
fadllity falled to ensure 2 of 3 resident areas
(resldent hallways, activities room) were clean
and In good repafr The findings were:

1. Observation on 2/23/17 between 9:44 AM and
10:17 AM revealed the following environmental
concems In the resident hallways:

a. The wall between the doors labeled "Electrical*
and "DON conference room" had a 2 inch scrape
with exposed drywall which could riot be cleaned

effectively,

b. The wall between rooms #2086 and #206 had 2
holes measuring 1/2 inch each that resulted in a
surface that could not be ciaaned effactively.

F 2563

The facllity will ensure that all resident areas
re¢ clean and in good repair. This will be
ccomplished by:

) Scrape identified in observation between

Electrical” and “DON confarence room® will

e repairad. Holes between rooms #205 and
06 will be repaired, Wall hooks Identifled

t the entrance of rooms #206, #207, #208,
10 and #211 wili be ncurad Celling vents

n the shared bathrooms of rooms #219/220

nd #221/222 will be cleaned. Willplpur In

ctivity room will be secured and repaired.

B) All walls will be checked to ensure that

there are no scrapes or exposuras to drywall
praventing cleanable surfaces. All hooks In
hallways will be checked to snsure they are
secure. All celling vents will be placed on a
cleaning schedule to prevent dust bulldup.

All other offices In the facllity will be checked
fto ensure walls are Intact and cleanable,

4ann7

aMnr

mmcummmmwmom Event ID; SACH1

Facily (D: WY0039

if continuation sheet Page 4 of 20




. DEPARTENT OF HEALTH AND HUMAN SERVICES ‘ PR RMAppa'o‘ Al

vGENT A 3 . . . ) 8.08
"STATEMENT OF DEFICIENCIES . Y r——— : JMB:NO. 0938-035
fAND PLAN OF OF CORREETION M "B“eﬁ"ﬁ“’n‘éi’%%‘i NUMBE%A mmw coNsTRUGTION BL (c3) DATE SURVEY

1 53A080 B WING _ ' 21242

.| NAME OF PROVIDER OR SUPPLIER STREET ADDREBS, GITY, STATE, ZIF GODE 02/2412017

| STAR VALLEY CARE GENTER 110 HOSPITAL LANE

WL ARVA : AFTON, WY 810

| o4 _ BUMMARY STATEMENT OF DEFICIENCIES o FROVIDERS PLAR T

o DEFICIENCY. 1 \

B T mw&ww couiaon

y , C) Education to take place for all )

F 263 | Continued From page 4 F 253 |staff on using the ﬁef.:?y.m“ J?&::&';” "
: environmantal concarns st the facliity.
¢. The brass-colored wall hooks with metal Maintanance staff to be educated on
’ screws and plasﬁo wall anchors at the entrance of ensuring all surfaces are cleanabls, with no
rooms ﬁOﬁ #207, #208 #210 and #211 were .M‘:(:gh":!:::oo\;lll also.gededucatad o T
not secured o the wau creating a safety hazard, :v!;ls'urlng ::ooks and ems attached t: the
cured.
. d. The shared bathrooms of rooms 219 and 220, sducated on a.anmf."é:'.'h'ﬁ'?;"%l ::::vt‘:l.:
ik and rooms 221 and 222 had calling vents which the resident rooms and bathrooms.

A were solled with dust.

A 2, Obsarvation on 2/23/17 10:03 AM showed the D) Audits will be Initiated by the Maintenance

ol wall near the bird cage In the activity room had Department weskly for 4 weeks, then morithly

! wallpaper peeling from the wall, measuring 5 feet for 6 months on ensuring all surfaces are

ﬁ: ; vihich creatsd a su that could not be cleanable and all items on walls are secursd,

¢ ;01033. b rface Audits will be initisted by Envifonmental

saried effactively. Servicas waekly for 4 weeks, then monthly

A for 6 months on snsuring that all caliing AT

! 3. Interview on 2/23/17 at 10:18 AM with the vents In the Care Centor are on a cleaning

1: maintenarice djrectar mvgalad the facility had scheduls, and that the scheduls Is being

H Identiffed some of the areas; howsver, there was ollowad appropriatsly. The results will be

. no timeline for correction, He stated that he was corded on the quallty calendar and

t ok s the cllr v 1 jhebebrois vere P remcita wil e ncloded o one e

) on a ¢leaning ule. Further, he confirmed the cllity-wh

-V areas reviswsd were visibly dirty and/or In prog’lt'yam ds continuous quallty Improvement

RE digrepelr and required maintenancs.

- F 308 | 483,24, 483,25(k)(1) PRQVIDE ‘CARE/BERVICES F 309

4 sswp| FOR HIGHEST WELL BEING

483,24 Quallty of Iifa
“ Qualty of lifs Is a fundamental pringiple that

‘ {6 all care and services provided to faclity i

‘ residontn. Each resident must recsive and the

. faciiity must provide the necessary care and
' services to attain or maintain the highsst

practicable physical, mental, and psychosocial
waell-beirig, consistént with the resident's
comprehensive assessment and pian of care,
483.26

FORM CMS-2567(02.99) Pravious Vsraions Obenlels Event ID: BAGS{ Faclly I0: WY0039 " Heontinustion mpmiuféo
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caysihg uncontrolled spasms. The physician
documentsd "...As a result of this lthasbean
diffioylt to Keep [his/Mmer] pain cohtroked,” During
&n Intarview on 2/23/17 at 4:30 PM, a famlly
member stated the resident fisd savere spasms
whlch she recalved paln medication to manage.
eview of orders showed, in addition to
rouﬁne medications, the resident hiad orders for
morphine sulfaté 10 mg every 4 hours and
acetaminophen 850 mg every 6 hours PRN for
pain. Review of the’ MAR from 1/14/17 through
2/21/17 revealed the resident raceived the
morphine sulfate 33 timds and the
acetaminophen 25 imes, Further revisw of the

nurse to verify that their pain goals are beling
ot with thelr currant pain management
regimean. All other rasidents currently have
ollow-up assessments following pain
dministration,

| 53A050 BWING_________ m 02/24/2017
; AN OF PROVIDER GR SUFFLER ’ " | STREETADORESS, GITY, STATE, ZIP GODE 2242007
110 HOSPITAL LANE
) ;STAR VALLEY QARE CENTER 7 ‘AFTON.‘WY 8311 0 . |
BT SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF consam-;ou o
4 . FREEX a@cﬁ“mwnv oﬂ%@%&%%ﬁu P caos&REFERa;I : Ecgms'r%sb%mwe 'ﬁ hiow
A
| F 309 Continued From page 6 F 308
| (k) Pain Mansgement.
| The facillty must ensure that pain management Is
o provided to residants who requiré such services,
4 conslsten’;wﬂh professional standards of practice,
- the comprehensive n-centergd care plan,
5 and ths residonts’ gosls and preferences,
N o
Al (1) Diatysts. The faclity must ensyre that
.,: residents who mqulrgtydmh recelve such
it services; consistent with professional standards
ki of pragtice, the comprehensive person-centered
il care plan, and the residents’ goals and The facllity will snsurs all residents are
! y “::l“:Id for "c}.th Mﬂ:ﬁ,ﬁf, pain
A ) evidenced medication and the resul
: -.:' I;-u REQUIREMENT Wnatmet ea ‘ auclssmcnt documented in the slectronio
I Based on medical fecord review, staff and famlly o Facord {EME). This willbe
# Intsrview, and review of paficias, the facllity falled
] to ensure the ness of PRN paln A) Resident #16 has been assessed by the »
i medication was mluabd and documented for 1 nurse to verify that her pain goals are being BeHT
o of ‘:"-eémple residents (#16) who required pain 23 mt: tg:ncur:ounr:’ pau:. Tmm?‘t“
il ce y
N menageiment. The findings were: 2180 discharged to another faclilty closer to
1. Review of the physician's progress nots family.
) (hlstory and physloal) dated 1/9/17" showed
' resident #18 fad severa Parkifigon's dissase B) All residents have besn assessed by the

Fowcmmmmwnmom
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL P (EACH CORRECTIVE , COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) %E.FG‘X CROSB-REFERENCED fwg%%%ﬁ DATE
DEFICIENCY)
F 308 | Continued From page 8 F 309 ;
C) Education to all
MAR showed no documentation of the m)edlcaﬁon aﬁec‘tlv:g:;sa:esg:;::‘egn?‘:nsam
effectiveness of the pain medication. Review of the EMR documentation of this assessment,
nursing notes for that time period Emphasis will be placed on ensuring that | #1117
(1114117-2/21117) revealed the effectiveness of this assessment is completed regardless of
the PRN paln medications was only documented whether or not the EMR reminds them.
10 times,
T 2)potcrdares et st
Management Program” (revised 6/18) revealsd month, then monthly on com'pls!};on and
"Following administration of analgesic drugs, documentation of pain medication
: including scheduled and PRN medications: The effectiveness assessments for one new pain
resident will have a follow-up assessment by the medication order (if applicable) and one 4HMT
nurse addressing paln medication effectiveness. medication order previously placed. The
This will be documented in the resident's results will be recorded on the quality

calendar and reported to the Quality
Advisory Committes. The resuits will be

included i o
3. During an Interview on 2/23/17 at 4:45 PM the ety BT vemmont oraioe continuous

administrator stated nursing staff should
document the effactiveness of PRN pain
medications on the MAR. He stated there was a
pop-up field In the electronic MAR to remind
nursing staff to do that, but for some reason it
was not working with resident #16. He stated
nursing staff had not communicated to him,
pharmacy, or maintenance that it was not working
properly. The facility will ensure physician visits

occur as required {once every 30 days f:
l; gfg gaﬂi?%?gm@sﬁ$EQUENcy & TIMELINESS OF F 387 e firat 80 days a rsd oy G?d.y'a'sge r‘):r

Electronic Medical Record.”

This will be accomplished by:
(c) Frequency of Physiclan Visits A) Resident #16 has since been discharged
from the facility to be closer to family, 01T
(1) The residents must be seen by a physician at Resident #10 has been assessed by the
least onca every 30 days for the first 90 days after physiclan and has had a documented visit
admission, and at least once every 60 thereafter. placed In ths Electronic Medical Record.

(2) A physician visit Is considered timely If it
ocours not later than 10 days after the date the
visit was required.

FORM CMB8.2567(02-9%) Pravious Varsions Gbsolete Event iD: SACS11 Facility ID: WY0038 If continuation sheet Page 7 of 20
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NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE o
‘| STAR VALLEY CARE CENTER 110 HOBPITAL LANE
3 AFTON, WY 83110
04 10 SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL 1 ~ 3
| e e | T | oESiemmecrasoi, | off
carlon ‘ E) All residenis i the facllity fonger than 90 days
ntinued From page? F 387 e e n l l.twithl oezmure ey have had a
, days.
This REQUIREMENT s not met as evidenced i faclfy lnas than 50 deyy have bees chacked
o 5 gt ot e oo o varienn, | 7
Based on medioal record review and staff res montns of admission,
Interview, the facllity failed to ensure physiclan 17;:::“: .‘L%‘.‘:.‘J:S m'&i?.?htﬁ’ﬁm'
visits occurred as required (once every 30 days hysician.
for tha first 90 days and every 80 days after) for 2 C) The Care Center Office Managar, DON, Social
of 8 sample residents (#10, #186), The findings ‘orker, physicians’ MA staff and MDS nurse wiil
\ educated on the necessity of physician visits at| 4417
were. east every 60 days for all residents present longer
an 90 days, and at laast every 30 days for all
1. Review of the madical record showed resident esldents present within the first 3 months,
#16 was admitted on 1/8/17, The medjcal record D) DON or desl
showed only one physiclan visit on 1/8/17. During )r 12 months on :;-wr:::lg;:lf:::“ Al r?:dr:':at?rl‘y
an interview on 2/23/17 at 3;19 PM the DON h: ?ki'gf‘s; logg;r t*t-:n Bg d-y: tgm p:n& o viat
confirmed there was no avidence of another ensure they have had a physician visit
physician vistt after the 1/8/17 vist. an 90 days have been checked 1o snsure ey |4/117
ave had a physiclan visit every 30 days for the
2. Review of the medical record for resident #10 ?megmﬂg.o; Sdﬁ"q'r“]?"'}h' ro:ult;:til'ld
revealed a physiclan visit on 11/23/16. The next ' 8%y calencar ana re
phyaician visit was not yntll 2117/17. During an A A At b g
Interview on 2/23/17 at 11:48 AM the DON uality improvement program,
confirmed there was no evidence of a physiclan
visit befween 11/23/16 and 2/17/17.
F 428 | 483.45(c)(1)(3)-(6) DRUG REGIMEN REVIEW, F 428
ss=D | REPORT IRREGULAR, ACT ON
¢) Drug Regimen Review
{1) The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist.
(3) A psychotropic drug Is any drug that affects
brain activities associated with mental processes
and behavior. These drugs Include, but are not
limited to, drugs in the following categories;
() Antl-psychotic;
{il) Antl-depressant,
FORM CMS-2587(02-95) Frevious Versions Obsolets Evant ID: 8ACB1 Faciity ID: WY0039 [t continuation sheet Page 8 of 20
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(4) The pharmacist must raport any irregularities
to the attanding physician and the

facility's medical director and director of nursing,
and these reports must be acted upon,

(1) Irregularities Includs, but are not limited to, any from the facllity to be closer to family. at2orT?
drug that meets the criterla set forth in paragraph
(d) of this s for an unnecessary drug. a)DRos‘l{de;t #10 t;as hag pain addressed by
and pharmacist, and has since been 326MT

g‘& %Vé?ﬂg&%&ar:s::g: gm:‘%‘:‘?g‘zg's; placed on additional pain medication.
separate, written report that Is s!ant to t::gI l
:g:gg?gnpdhﬁl:?tgragfdn?;ﬁ:l a%sn':ts‘ ;? a C) DON or designes will ensure that all other
minimum, the resident's name, the relevant drug, ;;‘:g;’;‘:y”r:‘;;’.’::gh‘i‘:k':‘:::xz’g'ms
and the Irregularity the pharmaclst identified, requiring action by the physician. Those AT

, Items that have been Identified will be
{If) The attending physician must document in the !addrused by the physician in the resident's
resident'’s medical record that the identified Electronic Medical Record.
irregularity has been reviewed and what, if any,
action has been taken to address it, If there is to
be no change In the medication, the attending
physiclan should document his or her rationals in
the resident's medical record. D) Education to be provided to the residents’

physlcllutynl :n I:lmlﬂvllgs ;f :yrvugt:gd the
necessity of physiclan documentation

Sheieesl ot B L et
review that Include, but are not limited to, time ucation to be provided to DON an 41nT

frames for the different steps In the process and
steps the pharmacist must take when he or she
Identifies an iregularity that requires urgent action
to protect the resident.

This REQUIREMENT is not met as evidenced
by
gaaad on medical record review and staff
intarview, the facliilty falled to ensure the
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F 428 Continued From page 8 F 428{The facll{? mltl”ensum the pharmaclst sends
Ity Anti-anxisty: and a sspara n report of potential
%!v)) Hypnotic. b irregularities identified during the drug

regimen review (DRR) to the physician and
the medical director, and ensure the
physiclan documents his/her rationale when
no changes were made in the medication,
This will be accomplished by:

A) Resident #16 has since been discharged

ipharmacist on communication to the

rasidents’ physician and Care Center
edical Director, as well as ensuring

ollow-through of physiclans on necessary
ctions of pharmacy review,
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F 428 Continued From page 8

pharmacist sent a ssparate written raport of
potential irregularities Identifled during the drug
regimen review (DRR) to the physician and the
medical director, and falled to ensure the
physiclan documented his/her rationale when no
changes wers mada in the medication for 2 of 8
sample residents (#10, #16). The findings were:

1. Review of the 1/10/17 DRR for resldent #18
showed the pharmacist documented under
*action taken® to "Discuss with provider if
potassium can be changed to liquld (multiple drug
interactions).” Further review of the medical
record showed no evidence a written report of the
|dentified potentia! rregularity was sent to the
physician and the medical director. The DRR for
the following month (dated 2/17/17) showsd "Staff
Is notad to be crushing medications, with provider
and staff raparting that resident would refuse
liquid potassium..." Howaver, there lacked
evidence In the madical record that the physician
reviewed the identified potential imegularity or that
the physician documented his rationale for not
making a change.

2. Review of the DRRs for resident #10 showed
the following [dentified potentia! Irregularities:
a. 11/21/16 = "Wiil discuss pain with provider.”
b. 1/4/17- "W} talk to provider that the
addition of a long-acting pain medication appears
to be needed.”
Review of the medical record showed no
evidenca the physician and the medical director
were sant a written report of the |dentified
potential irregularities.

3. During an Interview on 2/23/17 at 1:41 PM the
pharmacist stated the "action pian” in the DRR
was where she documentad Identifled potential

F428 E) DON or designes will psrform audits

monthly x12 months to ensure proper
commiunication to the physiclan and Medica!
Director, as well as ensuring physician
documentation takes place on necessary
actlons of pharmacy review. The resulits will
be recorded on the quality calendar and
reported to the Quallty Advisory Committee.
The results will be included In the
facllity-wide continuous quality
improvement program.

4Mn7
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Irreguiarities, She stated if the physiclan was
active In the electronic medical record (EMR),
then she sent a note In the computer to the
physician and medical director. However, she
stated some physlclans did not like to use the
EMR, and for those physiclans she would have a
face-to-face conversation with them, and then
document the rasuits of the conversation In the

! next DRR. She stated for residents #10 and #18
. there was no evidence a separate report was
sent to the physiclan and medical director of the
ldentifiad Irregularities, Furthermore, she stated
physiclans did not document in the medical
record that they had reviewed the report, nor did
they document their rationale when they did not
want to make a medication change.

F 441 | 483.80(a)(1)(2)(4)(e)(f) INFECTION CONTROL, F 441
8s=D | PREVENT SPREAD, LINENS

(a) Infection preventian and control program.

The facllity must establish an Infection prevention
and control program (IPCP) that must include, at
& minimum, the following elements:

(1) A system for preventing, Identifying, reporting,
Investigating, and controlling infections and
communicable diseases for all resldents, staff,
volunteers, visitors, and other individuals
providing services under a contractual
arrangemant based upon the facllity assessment
conduotad according to §483.70(e) and following
accepted natlonal standards (facllity assessment
implementation Is Phase 2);

(2) Written standards, policies, and procedures
for the program, which must include, but are not
limited to:

FORM CMS-2587(02-00) Frevioua Versiona Obsolate Event 10; 5ACS11 Facifity 1D: WY0038 if continuation sheet Page 110120
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() A system of survelllance designed to identify
possible communicable diseases or infections
?ﬂﬂom they can spread to other persons in the

(iy When and to whom possible incidents of
communicable disease or infections should be

reported;

(ill) Standard and transmission-based precautions
to be followed to prevent spread of infections;

(tv) When and how isolation should be used fora
resident; Including but not limited to:

(A) The type and duration of the isolation,
depending upon the Infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
jeast restrictive possible for the resident under the
clrcumstances,

(v) The circumstances under which the facility
must prohibit employees with a communicable
diseass or Infectad skin fesions from direct
contact with residants or their food, if direct
contact will transmit the diseass, and

(vi) The hand hygiene procedures to be followed
by staff nvolved in direct resident contact.

(4) A system for recording Incldents identified
under the facility’'s IPCP and the corrective
actions taken by the facllity.

(e) Linens, Personnel myst handle, store,
procass, and transport linens 8o as to prevent the
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F 441 Continued From Pege 12 ahal The facility will follow Infacti ti
® will fo n on prevention
spread of infection. ;tha'mi:lli:!; for all meﬁlt':‘atlon administrations.
ed by:
(f) Annual review. The facllity will conduct an # Wil he accomplished by
annual review of its IPCP and updats thelr A) Resident #1 and #14 have had
program, 83 necessary. medications administered by the nurse “BonT
This REQUIREMENT is not met as avidenced following proper Infection control
by: guidelines.
e, B
of standards o oe, tha ty ow
infection prevention standards for two of two mdication administration parformed by the
g prop
medications were dropped. The findings were: guidelines, specifically passing medications [3/20/47
without touching them with bare hands.
1, Obsarvation on 2/22/17 at 12:36 PM showed
RN #1 was preparing medications. A half tablet of
the medication quetiapine fumarate was dropped C) Education will be provided for all Nurses
and fell onto the top drawer edge of the st the Care Center on ensuring all med
medication cart. The nuree used her bare hand to passes are performed following proper
infaction control guidelines. At no timeis it |4/1/17
pick up the half tabiet and place 1 into @ acceptable to touch medications with bare
medication cup. The medication was then hands and then administer them.
consumed by resident #14. Further, on 2/23/17 at
9:26 AM RN #1 was observed preparing
medications and dropped a tablet of the
medication Paxl! onto the top of the medication
cart. The nurse used her bare hand to pick up the
tablet and place it into a medication cup. The D) DON, Pharmacy or designse will parform
medication was crushed with other medications, audits 3x/wesk for 2 weeks, then weekly for 4
and then consumed by resident #1. waeks, then moanthly for 8 months to ensure
madlﬁﬂo?dp?s follo;vs propelr laneﬁﬁon
. trol guidelines and protocol. During
2. During interview on 2/23/17 at 9:41 AM with con
RN #1 In regard to medication disposal, she thetle audits, all nurseg working wit b | 4mn7
stated "i keep my cart and hands clean, but if recorded on the quality calendar and
they [the pllis] hit the floor, there Is no five second reported to the Quality Advisory Committae.
rule, they're done.” The results will be included in the
fucliity-wide continuous quality improvement
3, Interview on 2/23/17 at 5:44 PM with the DON program,
revealed the expectation for Infaction control
concerning medications was staff should not
touch pllis with thelr bare hands when preparing
FORM CMB-2587{02-98) Previous Varsions Dbsolets Event ID: SACS11 Faclity I3: WY0030 if continuation sheet Page 13 of 20



DEPARTMENT OF HEALTH AND HUMAN SERVICES
‘ ) | VIC

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING

STATEMENT OF PEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION ' b\/

S3A050 B. WING
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, OITY, GTATE, ZIP GODE

' 110 HOSPITAL LANE
' STAR VALLEY CARE CENTER AFTON, WY 83110

) ID BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )

EFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE cowﬁnon

TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG OROSS-REFERENDEGFE‘géﬁ THE APPROPRIATE DATE -
NCY)

F 441 Continued From page 13 F 441
for resident consumption.

4, Review of the textbook Fundamantals of
Nursing, Ninth Edition, copyright 2017, showed
gkills for administering oral niedications included
“To prepars tablets or capsules from a ficor stock
bottle, pour required number into bottle cap and
transfer medication to medication cup, Do not
touch medication with fingers..." and "When using
blister pack, 'pop' medications through foil or

. paper backing into a medication cup” with the
rationale of "Avoids contamination and wasts of
medication,”

F 626 | 483,70(0)(1)-{4) Hosplce F 528

884D
(o) Hosplce services.

(1) Along-term care (LTC) facllity may do either of
. the following:

(1) Arrange for the provision of hospice services
through an agrasment with one or more
Madicare-cartified hospices.

() Not arrange for the provision of hospics
services at the facllity through an agreement with

a

Medicare-certified hospice and assist the resident
in transferring to a facliity that will arrange for

the provision of hospice services when a resident
requests a transfer.

(2) If hospice care is furnished In an LTC facliity
through an agreament as specified in paragraph
(0)(1)(1) of this section with a hospice, the LTC
facility must meet the following requirements:

() Ensure that the hospice services mest

. le -
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professional standards and principles that apply
to

individuals providing services in the facliity, and to
the timeliness of the services,

(I} Have & written agreement with the hospice

gat la signed by an authorized representative of
e

hospice and an authorized representative of the

LTC facility before hosplice care Is furnished to

any resident. The written agreement must set out

at least tha following:

(A) The services the hospice will provide.

(B) The hospice’s responsibliities for determining
the appropriate hospice plan of care as
specified In §418,112 (d) of this chapter.

(C) The services the LTC facility will continue to
provide based on each resident's plan of care,

(D) A communication process, including how the
communication will be documented between

the LTC facllity and the hospice provider, to
ensure that the needs of the resident are
addrassed and met 24 hours per day.

(E) A provision that the LTC facllity Immediately
notifies the hospice about the following:

(1) A significant change in the resident's physical,
mental, soclal, or emotional status.

(2) Clinical complications that suggest a need to
alter the plan of care,

(3) Aneed to transfer the resident from the facility

F 526
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F 528 | Continued From page 16

for any condition.
{4) The resident's death.

(F) A provision stating that the hospice assumes
responsibllity for determining the appropriate
course of hospice care, including the
determination to change the level of services
provided.

(G) An agreement that it is the LTC faclitty's
responsibility to furnish 24-hour room and board
care, meet the resident's personal care and
nursing needs In coordination with the hospice
representative, and ensurs that the level of care
provided is appropriatsly based on the individual
resident's nesds,

(H) A delinaation of the hospice’s responsibilities,
including but not limited to, providing medical
direction and management of the patient; nursing;
counseling (Including spiritual, dietary, and
bereavemsnt); soclal work; providing medical
supplies, durable medical equipmsnt, and drugs
necassary for the palliation of paln and symptoms
assoclated with the terminal lliness and related
conditians; and all other hospice gervices that are
necessary for the care of the resident's terminal
lineas and refated conditions.

() Aprovision that when the LTC faciity
personnel are responsible for the administration
of prescribed theraples, including those therapies
determined appropriate by the hospice and
delineated In the hospice plan of care, the LTC
facllity personnel may administer the theraples
where permitied by State law and as specified by
the LTC faclilty.

F 628
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(J) A provision stating that the LTC facllity must
report all alleged violations involving
mistreatment, neglect, or verbal, mental, sexual,
and physical abuss, including Injuries of unknown
source, and misappropriation of patient property
by hosplce personnel, to the hospice
administrator Immed!ately when the LTC facliity

. becomes aware of the alleged violation,

(K) Adelineation of the responsibliities of the
hospica and the LTC faclilty to provide
bereavement services to LTC facliity staff.

(3) Each LTC facllity arranging for the provision of
hosrlce care under a written agreement must
2 designate a member of the facliity's
N Interdisciplinary team who Is responsible for
working with hospice representatives to

! coordinate care to the resident provided by the

: LTC facliity staff and hospice staff. The
' interdisciplinary team member must have a
clinical background, function within their State
scope of practice act, and have the abliity to
assess the resident or have access to someone
that has the skills and capabliities to assess the
resident,

The designated interdisciplinary team member Is
responsible for the following:

(i) Collaborating with hospice representatives
and coordinating LTC facliity staff participation in
the hospice care planning process for those
residents recelving these services.

(I Communicating with hospice representatives
and other healthcare providers participating in the
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provision of care for the terminal fliness, related
conditions, and other conditions, to ensure quality
of care for the patient and famlly.

() Ensuring that the LTC facility communicates
with the hospice medical director, the patient's
attending physiclan, and other practitioners
participating In the provislon of care to the patient
as neaded to coordinate the hospice care with the
medlcal care provided by other physicians.

{iv) Obtaining the following Information from the
hosplee:

(A) The most recent hospice plan of care specific
to each patient.

(B) Hospice election form.

(C) Physiclan certification and recertification of
the terminal lliness specific to each patient.

(D) Names and contact information for hospice
L personnel involved In hospics care of each
patient.

(E) Instructions on how to access the hospice's
24-hour on-call system.

(F) Hospice medication information specific to
each patlent.

(G) Hospice physician and attending physician (if
any) orders specific to each patient,

(v) Ensuring that the LTC facllity staff provides
orientation in the policles and procedures of the
facility, Including patient rights, appropriate forms,
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and record kesping requiraments, to hospice staff requirad slemsnts, ensure the care plan
furnishing care to LTC residents. includes the hospics pian of care, and

E—rrie e

(4) Each LTC facifity providing hospice care under

a written agresment must ensure that each

resident's wrltbqh plan of care includes both the

most recent haspice plai of care and a

desgription of the garvicas furnished by the LTC

facifity to atteln or maintain fh’ resident's hlqhest
iy

wall-baing, as raqu

This REQUIREMENT s/ not matas evidenced

by:
Based on review of written agreements, staff
Interview, and medjcal record review,, tthwqlm facility

fallad to ensure the written
hasploe lnoluded all of the requir elameptq and
falled to ensire hospics staff id orlentation
to the policies of the faciltty. In addition, the facllity

fallad to ensure tie care plan included the
ospice pian of cars for 1 of 1 sample residents
(#16) recaiving hospice services.

1, Review of the "Hospice and Nursing Facllity
Services Agreement” (dated 6/14/15) revealed
the foliowing requirad elements wers not
Included:

g. A communication process, including how
communication will ba documented between the
LTC [long term care] facility and the hosplce
providst, to ensure the needs of the resident are
addressed and met 24 hours per day.

b. A provision stating that the LTG facllity
must raport all alieged violations Involving
mistreatment, neglect, or verbal, mehtal, saxual,
and physical abuse, including Injuries of unknown
origin, and mlsapproprlaﬁon of patient property by
hospioa personnel, to the hosp}qa adminlstrator

ensure that hospice staff receive orlantation
to the policles of the facllity. These will be
accomplished by:

A) The Hospice and Nursing Facliity
Services Agresment will be updatad to

- |include a communication process, including
how communication will be documentsd
betwaen the LTC facllity and the hospice
provider, to ensura the needs of ths resident
are addrassed and met 24 hours per tay. It
will alio Includé a provision stating that the
LTC facliity must report all iilleged violations
Involving mistreatment, neglect, or varbal,

cHity becornas awars of the afleged
olatlon.

B) Hospice staff Invoived in care of current
or potantial residents will be orlanted to the
applicable policies of the facllity, such as
re safety, abuss, and infaction control.

C) Resident #18 has since been discharged
to another facility to be closer to family,
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aware of the alleged violation. D cather residents ara currantly on 312042

2. During an Interview on 2/24/17 at B:51 AM, the
DON stated she was the designated staff parson
to collaborate and coordinate with hosplce. She

stated there was no evidence that hospice staff E) Educatlon provided to Office Mana
furnishing care In the facillty had recelved MDS Nurse, s,:clal Worker and DON ogh"'
orlentation to the policles of the faclilty. ensuring all Hosplce staff are oriented to
applicable policles of the facliity.
3. Review of the care plan dated 2/23/17 for Educaﬁon;:’ pack;t wti:‘lﬁbe zrfogm? to e
o8 ensure uniform orlentation of hospice s
roeidan 10, e t:::men%lgn e s members. Education to DON, MDS Nurse | 4117
! and Soclal Worker on ensuring hospice
not included. During an Interview on 2/24/17 at patients have the hospice plan of care
8:51 AM the DON confirmed the hospice plan of included in the facllity's care plan,
care was not Included in the facliity's care pian. Education to Office Manager and DON on
addendum to the Hospice and Nursing
Facllity Services Agreement.

F) DON or designee will perform audits
monthly for 12 months to ensure that
identifled required documentation is
provided from Hosplce personnel such as
hosplce slection forms, physician
certification/recertification of terminal
iliness, instructions on how to access
hospice 24 hour system, DON or designse
will porform audits monthly for 12 months to | 4/4/47
ensure all hospice staff have documented
arlentation prior to working at the facllity,
and all hospice residents have a hospice
plan of care included in the facllity's plan of
care. The results will be recorded on the
quality calendar and reported to the Quality
Advisory Committes, The rasults will be
included in the facility-wide continuous
uality Improvement program,
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