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B. 1. AllCNA's will be
F 241 483.15(a) DIGNITY F 241 educated related to the proper VY /72
88=E . technique of assistance with '
The facility must promote care for residents in a 9 ' t
manner and in an environment that malntains or meais.
enhances each resident's dignity snd respeet in ' ,
( full recognition of his or her individuality, B. 2. All nyrsing staff and
dietary staff will be educated
This REQUIREMENT is not met as evidenced related to service of medls in a
by; timely manner . Residents
Ba?él?ga‘lm obsgrr\éatjon,tﬁfaf:éiqﬁw;e};védathdm a #3,#6, #15, #7, #12, #14 seated
me record review the facility failed to provide . - .
a dignifiad dining exparience for 6 of & residents atthe assisted dining table will
(#5, #6, #7, #12, #14, #15) who were sating at the be served before the remaining
Assisted table. During 1 of 3 meal chservations, 3 residents are served to aliow
of the residents (#7, #12, #14) received liquefied i d time for th
diets without evidence of 2 supporting clinical nereasec time for these
rationale. In addition, the manner in which the residents to consume their !
”qu'd d'ﬂtg were pl"OVIdEd fﬂ”ad to Enhﬁhce aach mealina dj n'ﬁed manner. All | \
| individual's self-worth, and assistance for all § of i 8 ', . a' " , |
! the residents was delayed. The findings were: | residents requiring assistance
- _ with eating will be assisted by 1
A, Lack of clinical rationale for liquefied diats: CNA/NA/licensed nurse per 2
1. Review of the 10/2/09 annual Minirmum Data residents. The DON/designee
Bet (MDS) assessment showed resident #7 was will insure that there is
totally dependent on staff for eating and had FFici
chewing and swallowing difficulties, The MDS sutficient staff to allow for
also documented the resident receivad a adequate assistance with
mechanically altered, therapeutic diet. Review of meals,
physician's orders ravesled thickenad liquids and
| 8 8peech therapy evaluation for aspiration were ! The DON/designee will conduct
ordered on 5/1/08. Detailad review of the medical g /desig tc of the
record fafled to show & speach therapist's i random weekly audits of the
evaluation. However, ohservation during the dining experience for residents
evening meai an 12/15/08 established that the | to insure proper staffing ratios
: resident was recaiving a full liguid diet. ; o .
¢ Observation during this meal showed J and assistance technigues,
residents #12 and #14 also received full quuid_ ' Results of these audits will be ’
| diets. Review of each of these resident's medica) prasented at monthly QA ‘
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llowing the date of survey whelther or not a plar of porrection ie provided, Farnting hames, the above findings andl plans of correction are disclosable 14
ays following the date these documents are made avallabla to the facility. If defi®®nsies are cited, an approved plan of corraction is requisite to continued
cogram participation,
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record failed to show evidence a speech therapist
had evaluatad these resldents or provided clinical
rationales for their dists. On 12/21/09 at 2:27 PM,
the director of nursing (DON) reiterated the facifity
was unable to lozate any other information related
10 & speech therapist's evaluation and
detarmination that full liquid diets for residents
#7,#12, and #14 were the least restrictive they
could safely consume.

Interview with the administrator and the director of
nursing on 12/17/09 at 8:45 AM revealed the
avaluation was not done baciuse there was not 8
therapist available. According to the
administrator, the facility had been without thig
sarvice since July 2000,

B. Lack of dignified, timely meal assistance

1. Observation on 12/15/08 showed resident #7
was served the evening meal at 5:47 PM. No
assistance was provided untl 8:05 PM whon GNA
#1 handed the resident a banana, Assistance with
the liquid diet was not provided until :09 PM. At
6:11 PM CNA #1 moved around the resident anr
picked up a liquid diet for residant #12, who was
seated next to resident #7. With outstretched
arms, the CNA then held & giass in each hand so
that the residents could drink simultanenusly fram
Siraws,

Al 6:15 PM CNA #1 moved around the table
just to the right of resident #7 and assisted
resident #14 to consume a liquid diet. At 8:19 PM
the CNA agailn picked up glasses contammg full
fliquig diets and held them out at arm's length so
that residents #7 and #14 could drink
simultaneously. During this time the CNA was
talking to other staff and not watching or
conversing with the residents,
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Speech Therapy servicay
have been arranged via
5inks Canyon Theraples in
Lander, WY, Residents at
Thermopolis Rehabilitation
and Care Center who are in
need of those specific
services will be transported
by the fatility to Riverton
WY hospital for
consultation and resulting ..

" treatment procedures, if
required.

Audlit of the above process will ba
conducted by the Nursing Home
Administrator on monthly basis.
Results of these audits will be
presented at monthly OA meetings,
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During an itterview on 12/17/09 at 9,36 AM,
the director of nursing (DON} stated the facility
normally had & CNA assist only two residents
during a meal. She further stated it was not her
expectation to have one CNA hold a glass in each |
hand while two different residents drank full liguid
diets through straws. She confirmed this was an
undignified way to consume a meal, but added
that she was aware the practice hed been
ongoing since June 2009,

2. Obsetvation of the assisted tanle in the main
dining room on 12/15/08 from 5:15 PM to 6:30
PM (75 minutes) identified the following concerns
for the six residents listed above;

8. Residents waited up to 32 minutes before
their meal was braught to the table (rangs 21-32
minutes), The assisted dining residents were the -
last table to be served by facility staff.

b. Once food wag deliverad to thelr table,
these residents waited up o an additional 23
minutes (range; 17-23 minutes) before staff
actually provided functional assistance to eat,

¢, Only two staff members weare available to
assist the residents; therefore, each of the
employaes simultanequsly assisted multiple
residents. This resulted In the staff reaching
acrose different residents to hold straws to their
mouths when assisting with liquid diets.

d. Nursing Assistant (NA) #7 attempted to
feed resident #5 a pureed diet with a spoan while
also holding & drinking straw In position for
resident #12, The NA was distracted theough this
muiti tasking effort, and, as a result resident #5,
who according to the 11/23/09 quarterly MDS
assessment was totally dapendent on staff for
eating, twice got the clothing protector In his/her
mouth and was not able to eat from the spoan,
The NA was unawara the resident had the

F 241
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: _ A. Licensed nurses will be —_7‘,%"&
F 241 Contlnuec'l Fr?m page 3 o F241 educated regarding proper >f?
prateator in his/her mouth and stated, "Yau're not technique for test
eating much tonight,..* techmque tor testing
e. CNA #1, ona of the two staff observed at glucometers and recording
the assisted table the previcus evening, stated in ' readings for same.
an Interview on 12/16/09 at 11:20 AM that the Facing e
DON had divertad some staff to help in other Licensed nurse #5 and a
areas of the faciity and, as a result, the agsisted licensed nuyses will also be
dining table had been short-staffed. She added ducated rezard r
her apinion that two staff could not adequately € uca' ed regarding prope
 assist six residents, technigue of
f. Interview with the DON on 12M6/09 at 2,20 documentation and
FM revealed she had assigned a new aioe to one tio . en i
of the units and, therefore, the assisted table was action/actions taken |f'the
"short" &t the start of the meal, The DON further control results are outside
stated she was not aware of the problem with the the manufacturer's
assisted {abla becauss staff had not lef har know. .
blished range fo
F 281 | 483.20(k)(3)()) COMPREHENSIVE CARE PLANS | F 281 pubt ge tor
58=E acceptable values,
The services provided or artanged by the facillity Licgnsed nurses will be
must meet professiohal standards of quality. educated regarding
manufactures guidelines to
This REQUIREMENT is not mat as evidenced remedy or carrect out of
by: .
Based on observation, staff interviews, medical range cundltlon? of
record review, review of quality control logs and glucometer testing results.
policles and procedures, the facility failed to y The DON/designee will
ensure staff maintained professional standards of : .
practice relatad to disinfecting the glucometer, nsure that thera is proper
medication administration, and comptetion of glucameter testing
nursing procedures. The findings were: materials available to
A. Related to disinfecting the glucometer: nursing staff at aft times,
The DON/desighee will also
1. Review of sixty days (10/15/09 thraugh have a back-up glucometer
12/15/09) of quality control data for & Quintet iable # € th
blood glucose monitoring system ("glucometer”} avatiable tor use It the
found on mexication cart #1 showed six instances glucometer test result is
in which control results were outside the outside the range of
FORM CMS-2667(02-09) Previoys Verslons Obxolste Evant ID: S2YW11 Facility 19: v aceeptable Yalues and using iheet Page 4 of 23
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manufacturer's published range for acceptable
values. In ho instance did staff annotate an
awarenass of the unacceptable results nor were
corrective actions documented to show if the test
equipment was determined to be acceptable for
rasiclont testing. The out-of-range canditions for
the glucometer were; :

a. 11/09/08, Lavel t rasult was 110 mg/dl with an
acceplable range 74-100 mo/dl

b. 1112/09, Level 1 result was 112 mg/dl with an
acceptable range 74-100 mg/dl

c. 12/115/09, Level 1 result was 100 mg/dl with an
acceptable rangs 71-97 mg/dl

d. 10/31/09, Level 2 resull was 202 mg/dl with an
acteptable range 226-308 mg/d!

e. 11/03/09, Level 2 result was 216 mg/dl with an
acceptabls range 228-308 mg/dl

f. 11/08/09, Leve| 2 result was 215 mg/d} with an
acceptable range 224-302 mg/dl

in addition to these unaccaptable control results,
there were no guality control results recorded for
the Level Z control from 11/15/09 through
11/24/08 (10 days), The missing results were
annotated as "na solution availaple "

2. Interview with llcensed practical nurse (LPN)
#5 on 12/15/09 at 9:45 AM revealed the facility's
policy required staff o test 2 leveis of quality
contral material on sach day of resident testing
and each control value hatl 1o be within the
aqueptable range of values established by the
manufacturer. The LPN further stated staff were
required to circle out-of-range vales and
document corrective actions (i.e., rapsat, clean,
calibrate, contact technical assistance) on the
glucometer logsheet, She acknowiedged the cited
values were not traated In accordance with faaility
policy. She further stated she was not aware the
facility had been out of Level 2 control material In

(X4) 1D ib PROVIDER'S PLAN OF CORRECTION (XE)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULI) BE GOMPLETION
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F 281 Continued From page 4 F 281

il

B.2.1. Resident #7 was
gvaluated und exhibited no
5/'s of adverse reactions as a
result of receiving the’
Aricept at the incorrect
time, A physician order has
been ghtained to
administer the medication
at 1700, -

2, The physician has been
notified regarding the
Calcium order for resident
#16 and an order has bean
reguested for clarification
of the Calcium/Vit D
dosage. Resident #16 has
been receiving the current
ordered dosage of
Calcium/Vitamin D,

Licensed nursing staff will .
be educated regarding the
“6 Rights of Medication
Administration”,
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November.
B. Related to medication administration:

1. Observation on 12/14/08 showed licensed
practicat hurse (LPN) #2 prepared and
administered Aricept 5 milligrams (mg) to resident
#7 at 5:56 PM. Reconciliation of the medication
with physician orders showed it was specifically
ordared to be administered at bedtime. The LPN
provided no explanation for not administaring
Aricept at bedtime as trdered. According to the
2008 Seventh Edition pf "Clinical Nursing Skills
Basic to Advanced Skills” by Smith, Duell, and
Martin, if an order "iz questionable for any reason,
the physician must be notified for clarification.”

2. Gbservation on 12/14/09 showed LPN #2
prepared and administered CalCarb 600 mg with
vitamin D at 8 PM for resident #16, When
questioned abeut the amount of vitamin D, the
LPN reviswed the label and confirmed the dosa
was hot Indicated. She stated it was "what the
pharmacy sends” far administration,
Reconciliation of the medication showed tha
physictan ordered Calclurn 500 mg with vitamin [
400 mg. On 12/16/09 at 8:30 AM the director of
nursing (DON) removed the pharmacy's
over-label from the empty container and revealad
the manufacturer's label specified 400 mg of
vitamin [ She confirmed staff shouwld have
clarified the dosage. Review of the 2008 Saventh
Edition of "Clinlcal Nursing Skills Basic to
Advanced 3kills" by Smith, Duell, ahd Martin
showed "safe administration” of medications
“requires adherence to the 'Six Rights' each time
a medication is given." One of the "5ix Rights"
included varification of the right dose.

Audits of the above process
Will be conducted by the
DON /dasighes on a

Monthly basis and presented

. At the manthly QA meeting.

"".
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C. Ralated to incomplete nursing procedures;

1. Review of the facility's policy and procedure
entitled "Neurological Evaluation” last revised
April 2005 showed "neurological evaluations will
be initiated and continued for 72 hours” fot any
resident having a fall resulting in & suspected or
known head injury. Furthar review showed the
facility's "Neurological Check Flow Sheet”
required the evaluations be completed avety 15
minutes for the first hour, every 30 minutes for the
seqand hour, every holr for the nexdt two holrs,
every 4 hours for the remainder of the first 24
hours, then every § hours for the remainder of the
72 hour period. Failure to cotmplete neurological
{neuro) checks per the policy and procedure was
ilentified in the following instances:

a. According to nursing documeantation,
resident #7 was found on the floor on 9/28/09, As
this was an unwitnessed incident and whether the
resident hit histher head was Lhknown,
neutological checks were initisted, However,
review of the flow sheet showed no evidence the
checks wera completed per the facility's time line,
In addition, the required slements of pupil
response, hand grasps, movement of axtremities,
response to pain, and vital signs were not always
completed each time a check was conducted.

b. According to the medical record, resident
#15 fell on 11/18/08, Further review showed
neurological chacks wers started at 6:30 AM, but,
according to the documentation, the checks were
not performed propetly, The decumentation
showed both pupils were equal and reactive to
light, but both were also documented as
non-respansive. Mavement of extremities was not
documented at all, and the vital signs were not
always completed. Finally, the facility's required
time lihe was not followed.
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. €.1.a. Residant #7 has baen

re-evaluated and shows no
change from haseline ,
evaluations prior to
092605,

b. Resident #15 has been
re-evaluated and shows no
change from baseline
evalyations prior to
111809,

¢. Resident #36 has heen
re-evafuated and shown no
change from haseline
evaluations priorto .
092209,

All nursing staff will be
educated related to the
necessity of initiating and
comgleting neurclogical
evajuations after rasident
fall resulting in a suspected -
or krown head injury.
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Interview with the DON on 12/16/09 at 1:55 PM

rasident #36 had an unwithessed fall on 9/22/09
at 3:20 PM. Neurological checks were Initiated as
it was unknown whether the resident hit his/her
head, but thay were not completed par the
facility's time lihe. Nor were pupil responsa, lavel
of consclousness, motor functions, response o
pain, or vital sighs always completad,

ravealed the policy and supporting forms were
current. She stated all eriteria for the neurological
checks should have haen completed, or staff
should have indicated the reason they were not

2. At 4:50 PM on 12/16/08 the DON stuated she
had no record of competencies for licensed staff.
During an interview an 12/17/0% at 8 AM, the
administrator confirmed the facility did not have
competency checks for licensed staff,
483,26(a)(3) ACTIVITIES OF DAILY LIVING

A resident who is unable to carty out activities of
daily living receives the necessary services 10
maintain good nutrition, grooming, and personal
and oral hygiene,

This REQUIREMENT is nat met as avidenced
by: '

Based on observation and staff interview, the
facility failed to ensure staff provided appropriate
perineal care for 1 of 3 residents (#29) who had
besn incontinent and required staff assistance
with perineal care, The findings were:

Observation on 12/15/09 at 7:55 AM showed
non-sample resident #29 had been incontinent of
urine, When cartified nursing assistant (CNA) #3

F 312

(4) ID SUMMARY STATEMENT OF DRFIGIENGIES D PROVIDER'S PLAN OF CORRECTION (X&)
PREFIX (FAGH DEFICIENGY MUST BE PRECEDED BY FULL, PREFIX -{BAGH CORRECTIVE AGTION BHOULD BE COMPLETIGN
TAG REGULATGRY OR LSG IDENTIFYING INFORMATIGN) TAG CROSS-HEFERENGED TO THE AFRROPRIATE RATE
' DEFIGIENGY)
F 281 | Continued From page 7 F 281 F312
¢, Review of the medical record showed 483.25(a}(3)

instruction related to
perineal care.

education related to
perineal care. The

weekly random audits

complete perineal care

further individual

For skin breakdown rft

Improper perineal care

Breakdown was noted,

will be presented at
monthly QA meetings.

CNA #3 received individual

. . ’
All nursing staff will receive

DON/designee will perform
observing the performance
of perineal care. Failure of
a nursing staff personnel to

appropriately wil} result in

instruction and supervision

Resident # 29 was assessaq

Afver an episode of bladder

Incontinence and ho skin
T

The rasults of these audits

21

,v’".‘
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provided perineal oare, she falled to cleanse the
antariot groin and perineum, Intarview with the
CNA immediately after the observation confirmed
the resident had been incontinent of urine, The :
CNA verified that she did not complete perineal
care correctly, She stated she was taught to
cleanse the groin and perineum whan doing .
perineal care.
F 323 | 483.25(h) ACCIDENTS AND SUPERVISION F 323
88=D
The facility must ensure that the resident | / oo y/ 2
environment remains as free of accident hezards F323 2/
as is possible; and each resident receives 483.25(h) _
adequate supervision and assistance devices to
pravent accidents. Speech Therapy services have been -

| ehoking hazards for 1 of & sample residents

| 12/18/09 at B:18 PM revealed resident #10 was

| choking at meal times."” The physictan responded

This REQUIREMENT is not met as avidenced
by:

Based on cbservation, staff and resident
interview, and medical record review, the facllity
faitad to have a speach therapist evaluate
swallowing problems as ordered to minimize

(#10). The findings were:
Observation on 12/14/09 at 5:45 PM and

indspendent when eating, except for set-up
agsistance, Review of & communication form to
the resident's physician, dated 11/22/09, revealed
the resident was having "daily episodes of

with an order, dated 12/1/09, for a speech
therapist to evaluate and treat. Howevar, medical
record review showed no evaluation had been
done by a speech therapist, Interview with the

Arranged for resident # 10 vla Sinks
Canyon Therapies in Lander, Wy,
Resident #10 will be transported
By the facility to Riverton, Wy.
Hospital for consultation and
Resulting treatment procedures

If required.

Audit of the above process will be
ronducted by the Nursing Home
Administrator on a monthly basis.
Results of these audits will be
presented at monthly QA maetings.

¥y
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F 323

. E 329,
88~D

Continued From page &

resident en 12/16/09 at 1:30 PM revealed sihe
sgometimes choked on food. In acddition, sthe
confirmed a swallswing evaluation had not been
done. Interview with the administrator and the
director of nursing on 12/17/0¢ at 8:46 AM
revealed the avaluation was not done hecause
there was hot a therapist avallable. According to
the adminlgtrator, the facility had been without this
service since July 2009,

483.25(1) UNNECESSARY.DRUGE --

Each rasident's drug regimen must be free from
unnecessary drugs. An unnacessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which Indicate the dose
should be reduced or discontinued; or any

| combinatlons of the reasons above,

Based on & comprehensive assessment of a
resident, the facilify must ensure that residents
wha have: not used antipsychotic drugs are nat
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific eondition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to disoontinua these
drugs.

This REQUIREMENT s not met as evidenced
by:

F 323

- accomplished.

F§29 A88.25(1) UNNECESEARY DRUSS Feb 1, 2040

!

1. Resident #36 — Corrective
Action

On 12/14/2008 a request for reduction
of the dosage of the Celexa from 20 mg
par day to 10 mg per day was sent to
the primary physician. The physician
signed the order for the reduction of |
the Celexa on 12/15/2008. The
reduction of this medication has bea:p

2. Resident #15 — Corrective
Action

On 12/14/2009 a request for reduction
of the dosage of Remeron from 15 mg
Q/H% to 7.5 mg Q/HS was sent 1o the
primary physician. The physician signed |
the order for the reduction of the |
Remeron an  12/15/2000, The |
rethictton of this medication ks been |
agiomiplished. ;i

I CMS-2EB7(02-09) Pravious Versions Obsclats

Evant [D:5JYW11
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(%4) 10 SUMMARY STATEMENT OF DEFICIENGIES & EAON T CORRECTIVE ACTION SHOULD BE coMbLETON
i éﬁéﬁ%ﬁ:&?%ﬁ’a"f&”‘f@é&i‘fﬁ«?ﬁg ?355&%?%&) i cp(‘oss-REF ERENGED TO THE AFPROPRIATE DATE
: L. e DEFIGIENCY) :
s T
F 328 | Contlnued From page 10 — Fa20 | pagidonts #36 and #15 will
Based on medical record review, staff interview, e manite
and interview with the consulting pharmacist, the b mumtaredlfbr signs and
facility failed to ensure the medication regimeans symptoms of increased
for 2 of 13 sample residents (f“:] 5, #3:15) wari free * depression or behaviors.
of unnecessary medications, The findings were: Any adverse symptoms wil
1. According to the physician's orders and " ba referred to the .
madication administration records (MARS), T psvchoactive Committee for A
resident #36 had recelved the anfidepressants v Psycha ) . ation shest F
Celexa 20 milligrams (mg) since 9/11/08 and further consideration with
Remeron 15 mg since 2/16{%‘;\. Review of the appropriate notification te
Gertatric Depression Scale (GDS) dated 11/11/09 i s Ebapieh
showed the resident exhibited no indicators of W priwaty physician.
-depreseicn, Review of the medical record showe! Plan of Action . )
ho evidence that reducing the dosages of either to prevent re-accurrence:
medication had been considersd prior to the ,
sufvey, nor was there evidence the physician had 1. Implementation of usage of
provided & rationale for continuing both Psychoactive Medication
medications at the same dosgs. On 12/16/09 at Quarterly Evaluation forms,
1:68 PM, the director of riursing (DON) stated she ‘these” forms will allow the
wag unable to find any documentation related to Psychoactive Committ hich
the risks of continuing the medications at the e Ittee, whic
same dose versus the benefits derived fram their will include the Director of
Lse. She further stated she was unaware of the Nursing/designee, the
need for a physician's rationale, On 12/16/09 at Minimum Data Sets
4:4%5 dMéghisu?it?ll SLVicﬁgtgi”’fctorégfﬁi)on Cooredinator, the Director of
veri e kept the psychotropic m Saci
review information. She stated she was unable to o :l Itsaer:ices, and Pharmacy
find & physician's rationale for continued use of nsutant , to review each
the antidepressants, and she confirmed the GDS Resident's drug regimen, , !
was correct, Ipterview with the consulting psychoactive drug use,
pharmacist on 12/21/09 at 10:40 AM confirmed evidence of side effacts, ifany,
thera was no documantation from the physician, diagnoses, Gerlatric Depression |
2, Review of the physician's orders and MARs S;a'e results, non-
showed rasident #15 had recsived Remeron 15 pharmaceutical  interventions
mg daily since 1/2/08. Madical record review attempted, and physiclan's
showed no evidence a reduction in the: dosage of responsé to the request for
this antidepressant had been considered. Further
FORM GMS-2567(02-88) Pravious Varalons Obsulote Event 1D 8JYW11 Facliity 1D WYD003 b+ if gontinuation sheet Page 11 of 23
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_— o ¢ DEFICIENCY)
F 529 | Continued Fram page 11 Fagg| ' réduction/discontinuance  In
review showed no evidance the physician had pepchoactive medications.
evaluated the risks versus the benefits of The Director of Social
continued use of the medication at the same Services will implement and
?hos?, c:rt\y 1l2mk7139 aths) ﬂ,h;!, the St$D clon]j‘érrmed ' maintain the guarterly review
o facility lacked a physigian's rationale § in the )
continuing the medication or for not attempting a D.":,S t‘l " _Psychoa;)ct!v:
dose reduction. Intervisw with the consulting Medication ~ Review  baok.
pharmacist on 12/21/08 at 10:40 AM confirmed When the review is completed
there was no docurnentation from the physician, and all documentation of the
F 356 | 483.30(e) NURSE STAFFING F358| drug review is received, a copy
85=B . _ o , of that form will be placed into
';'t:% i‘;?rct:ggig%t post the following information on the Resident’s Medical Record
o Facility - and a copy maintained In the
0 The current date. . Psychoagtive Medical Review
o The total mimber and the actual hours worked hook.
by the following categories of licensed and 2. The Direct ; i
unlicensed nursing staff directly responsible for ' wil m;ri;; ?r of Sm:nalt SQMC?;
regident care per shift AN & separate reco
- Registered nurses, of all residents recewing
- l.icensed practical nurses or licensed psychoactive medications. That
vocational nurses (as definad under State law). record will be updated each .
~ Certified nurse sides. month ptior to the Psychoactive
o Resident cansus. . . .
Review Committes meeting. '
The facility must post the nurse staffing data The Pharmacy Consultant will
specified above on a daily basis at the beginning be provided with a copy of that |
of each shift. Data must be posted as follows: recard in order to assist with
o Clear and readable format, ] identification of those
:'Dalsr} d?-:erﬁ{:g!\':fci; EF::;;E readily accessible fo individuals who are due for
: quarterly review of their g
The facility must, upon aral or written request, medications. The Psychoactive
make nurse staffiing data available to the public Medications Review Committce -
for review at a cost not to excead the community will receive ftraining on the
standard, regulations governing tha use
The facifity must maintain the posted daily nurse amii.mi?'m”p 8 9f ESYChOQC:tW
staffing data for a minimum of 18 months, or as tedications for individualy in a
i lang term care setting.
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F 8566 | Continued From page 12 F 356 .Tmmm
required by State law, whichever is greater. . on hehaviors) wberventions amd
traoking  beheviers o
. _ . intervantions prior t
;;I.IS REQUIREMENT is not met as evidenced administration of psychoactive,
Based on ohservation, staff Interview, and review | medications will be completed
‘of the Kursing scheduls, the facilify failed to post for direct care staff, .
the purse staffing data az required. The findinge 3. Audit of the above process will
were: be conducted by the Nursing
Review of the nursing schedule requested during Home Administrator on a |
the entrance conference on 12/14/09 at 3:03 PM menthly basis. Results of these -
showad a daily list of staff who would be working aurits witl be prevented at
each shift for _the coming week, On 12/16/08 at 2 msnthiy QA meetings.
PM, observation of the posted staffing information : - -
showed copies of the same information were " F356
hanging in the entrance foyer, Interview with the ¢ S ‘Feb 1,2010.
director of nursing (DON) on 12/17/00 at 7:45 AM 483.30(e)
re;:eale?_ t?h?) %oNstetd :he- irljlfm'maa:tl;:mt for 1:5\ weak at A new form for nurse
a time. The stated she was in the facility - gg:
saven days a week, and, If she remembered to staffing data has been
do so, made changes as they ocourred, After implemented, It is posted
business hours the charge nurse was to make the| daily at the beginning of
changes. However, observation at the tims of the h shift with the h
inferview shiowed the posted information was stil each shift with the hours
for the previous day, The DON further stated she scheduled for each RN, LPN, .
did not have eighlesh months of information as CNA, Bath Aide, and
her coples anly went back ta January 2009. y PRARES S
Finally, the DON stated she was unaware of the Restorative Alda. This form
gpecific information required by the regulation for also contains the name of
posting the staffing data. the facility, the date and
F 371 | 483.35() SANITARY GONDITIONS F 371 n .
§5-F . the resident census. Thig

The facility rust -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorlties; and

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

form will be posted at the
start of the each shift, The
DON/designese will
complete the form with the

actual hours worked on the

FORM GMS.28a7(02-09) Pravious Versiens Obsalats
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by

| manager at 3,30 PM, the roast was 108 degrees

This REQUIREMENT is not met as evidenced

Based on observation, staff interview and review
of in-gervice information, the facility failed to
follow safe practices for cooling potantlaily
hezardous food. The findings were;

Obssrvation on 12/14/00 at 3:30 PM ravesled
large pork roast (approximetely 20 pounds)
cooling in the walk-in refrigerator. The roast was
in the pan in which it was cooked. Additionally, it
was covered tightly with foil, creating a situation
that wauld further delay the cooling process,

Interview with the dietary manager at the time of
the observation revealed the roast was being
cooled for the next day's iunch. She gtated the
roast had been put into the walk-in refrigerator at
1 PM, and she did not know the temperature of
the roast st that time, Observation revealed that
when the temperature was taken by the dietary

Fahrenheit (F). (nterview with the dietary manager
at that time revealed the facility did not keep track
of time or temperatures when cooling fonds.

At 7 PM {six hours after the roast had heen put
into the cooler) the evening cock again ook the
temperature of the roast and discoverad it was 64
degrees F. Intarview with the cook regarding the
facility's cooling process verified the facility did
not have time cantrols for cooling foads or
maonitor temperatures during the cooling process,
Interview with the ragisterad distitian (RD) on
12017/02 at 12:10 PM revealed he was surprised

o) 1D SUMMARY STATEMENT Off DEFICIENGIES D PROVIDER'S FLAN OF CORRECTION g(sg
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOWLD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENGY)
F 371 | Continued From page 13 Fan

" DON/designee. The DON

' records are kept in an
" orderly fashion and will be

" The posted daily schedule

next business day. The
posted daily schedule will
be updated with any
necessary changes as
needed by the .

will insure that all schedule

retainer for a period of at
least 18 months,

records will ba monitored
for aceuracy and
completion on a monthly
basis by the DON/designes.
The resuits of these audits
will be presented at
monthly QA meetings.

FORM OCM&-2687(02-00) Pravious Versions Obsalete

Event ID:SJYW11

Facility [D: WYO003 Ly

If gontituation sheet Page 14 of 23

V\«V\

A



FROM

{TRCC FAX NO.

DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVICES

13978642847

Feb 91 2018 B2:23PM Pl7/25

PRINTED: 01/05/3010
FORM APFROVED
OME NQ, 0838-0391

STATEMENT QF PEFICIENGIES {X1) PROVIDER/SLPPLIERIGLIA {%2) MULTIPL.E CONSTRUCTION (X9 DATE SURVEY
AND FLAN OF CORREQTION INENTIFIGATION NUMBER: COMPLETED
A BUILDING
15051 18, wWiNG ¢
535 121712009

NAME OF PROVIDER OR SUPFLIER

THERMOPOLIS REHABILITATION AND CARE CENTER

STREET ADIRESS, CITY, 8TATE, ZIF CODE
1210 CANYON HILLS ROAD

THERMOPOLIG, WY 82443

(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN GF GORREGTION e
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFQRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ ) PEFIGIENGY)
F 371 | Continued From page 14 F a7t ‘
at the inappropriate procedure used in cooling the Fa7i , ~ 1
roast as he had provided in-service education on 483 .35(l) Feb 1,2010
this topic in September 2009, Review of the
in-garvice informatioh confirmed the topic was ' .
covered as statad by the RD. All dietary staff has been
1. According to Food Code 2008, U.%. Public inserviced regarding the
Haalth Service 3-501.14 Cooling. "(A) Conked time/temparature
POTENTIALLY HAZARDOUS FOOD proper time/ ”f )
(TIME/TEMPERATURE CONTROL FOR control for safety foo
SAFETY FOOD) shall be cooled: {1) Within 2 (Food Cade 2005, Us Public
hours from 57°C (135°F) to 21°C (70°F); and (2) , e 3.601.14,
Within a total of & hours from 57°C (136°F) to 6°C Health Service 3 X |
(41°F) or less, " Cooling. A policy has heen }
2. 3-501.15 Cooting Methods. “(A) Cooling shall developed and [
be accomplished in accordance with the tirme and . 0 '
temperature criterla spegified under § 3-501.14 by lmplemenFed Itn meet this
using one o mere of the following mathods federal guideline,
based on tha type of food being cooled:
(1) Placing the food in shallow pana; Radom audits of the
cooling temperatures of
portl(‘;'zgss_eparating the food into smaller o thinnar cooked food will be
(3) Using rapid cooling equipment; conducted weekly for 4
_ weeks, monthly for 3
o ég) wsa:itg;nt?attg? food in & container placad in months and quarterly
{B) Using con'tainers that facilitate heat thereafter to assure
transferj;:\ . continued corrective
(6) Adding ice as an ingredient; or .
(7) Other effective methods." functioning.
F 441 | 483.85(a) INFECTION CONTROL F 4441
58=E Results of these audits will

The facility must establish and maintain an
infection control program designed to provide a
safe, sanitary, and comfortable environment and
to prevent the development and fransnission of
disease and infection, The facility must establish
an infaction contral program undet which it

be presented at the OA
migeting as they are
completed.
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oorrective actions related to infections.

This REQUIREMENT is nat met as evidenced
by :

Based oh staff Intetview and review of infection
control records, the facility failed to maintain an
aceurate and complete surveillance program for 4
{May, June, July, and Septembar 2009) of 8
manths reviewed. The facility further falled to
routinaly conduct menitoring activities to ensure
staff practiced appropriate hand hygiehs, The
findings were;

1. Review of the facifity's infaction pontrol
pragram on 12/16/08 included an evalusation of
surveiflance records and staff interviews, An
interview with the director of nursing (PON) and
infection control nurse (ICN) on 12/16/08 at 3:30
PM showed the DON misunderstood the
definition of nosocomial (i.e., healthcare
associated) infections. As a resulf, she
misidentified the statua of resident infections for 4
(May, June, July, and September 2009) of 8
rmonths.

According to the Centars for Disease Control and
Prevention (COCY: "The term
healthcare-associated infection (HAI) is ysed to
refer to infections associated with healthcare
delivery in any setting {e.g., hospitals, long-term
care facilities, ambulatory settings, home care)."
Tha facility's infection control surveillance data
showed 9 of 12 infections (78%) In May, 8 of 13
infectiong (62%) in June, and 7 of 10 infections
{70%) in July ware coded as being acguired

received education related
to nesocomial infectigns.
The infection Control Log
for resident #51 has baan
corrected to refiect the
presence of & nosocomial
infection.

2. The facility has a policy
dafining the relevant
criteria for tracking resident
infections contalning
necessaty information to be
collected to complete
actions or conditions to he
monitored. The tracking
log has bean modified to
refiect the antibiotic
ordered and any noted side
effects of the drug. The
DON/designee will parferm
monthiy audits of the
infection control records to
insure compliance with.
potcy.

[¥4) ID SUMMARY STATEMENT OFf DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION %5
PREFIX (EAGH DEFIGIENGY MUST BE PREGEDED BY FULL PREFI% {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG cgoas-REFERt:ggﬁ% IE% g;t}e APPROPRIATE ATE
, [ -
F 441 F:ontqu\:ed From pagle 18 o F a4t} Eadl feb 1, 2010
investigates, controls, and prevents infections in 483,65(2)
the facilty; decides what procedures, such as ' .
isolation should be applied to an individuzl " 1. The DON and Infection
resident; and maintains a record of ingidents and ‘ Control Nurse have
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F 441 | Continued From page 16 F 441
outside the healthcare environment, Futther,
supplemental resident #51 was listed as having
hoth nosocomial and non-nosocomial infections . .
in the month of September 2009 with no ! 3. All staff will be educsted
explanation for the differences in the agsociations related to the correct
uf tha infections, ' dure for hand
The DON stated in her 12/16/09 interview that proceaure
she should have recorded the infections cited In washing to'include
May, June, July, and September 2009 as demonstration and return
healthcars asscclated, demonstration. Random
2. During the 12/16/09 interview, bath the ICN audits of all staff will be
and DON acknowledged the faciiity lacked a conducted to monitor for
written surveillance plan o guide the ‘
data~collection process, define relevant criteria for proper hand washing,
tracking resident infections, and provide a list of
actions or conditions to be monitored, For
exarnple, the ICN stated she was not presently
monitoring antibiotic usage among residents,
instead she tracked culture results to detertiing :
the infection status of residents. She The results of all audits will
acknowledged some residents received antibiotio ‘ t anthl
therapy without cultura results and these be Wesef‘ ed at ,m 4
residents would not be monitaréd under the QA meetings to insure
present surveillance method. compliance,
3. Per the 12/16/09 interview with the ICN, it was
dlscovered the facility falled to develop a
systematic monitoring program to ensure staff
compliad with appropriate hand hygiene
standards. The ICN provided documentation to
show hand washing was tracked as pari of the
assessmeant process for feeding residents in the
dinning room. However, she acknowledged there
were no other systems in place to observe and
avaluate hand hygiene amaong staff providing
cares, assisting residents with adtivites of daily
living, oF among non-nursing employees,
F 500 | 483.75(h) USE OF OUTSIDE RES8QLRCES F 800
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SUMMARY STATEMENT OF DEFICIENCIES [[p] B | | (X5
,9;({2;.!3( (EAGH DEFIRIENCY MUST BE PRECEPED BY FULL PREFIX FB00 D BE GOMELETION
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F 600 | Continued From page 17 E 800 Speech Therapy services have been /} / 4 d(

If the facility does not employ & qualified
profegsional person to furnish a specific service
i be provided by the facility, the facility must
have that service furnished to residents by 2
pergon or agency outside the facility under an
arrangement described in section 1881(w) of the
Act ar an agreement describad in paragraph (h)
(2) of this section.

Arrangements a8 described in section 1861(w) of
the Act or agréements partaining to services
furnished by outside resources must spacify in
writing that the facility #assumes responsibility for
abtaining services that meet professional
standards and pringiples that apply to
profesgionals praviding sarviees In such a facility;
and the timelinass of the services.

This REQUIREMENT is not met as evidenced
by:

Based on observation, medical record review,
and staff and resident interview, the facility failed
to ensure speech therapy servises were avaiiable
o meat the needs of 1 of 1 sample residents
{(#10) who had physician arders for spesch
therapy. The findings were:

Medical racord raview showed a physiclan's order
dated 12/1/09 for speech therapy to evaluate and
treat resident #10 related to datly episodes of
choking during meals. interviaw with the
administrator and the director of nursing on
12/17/09 al 8:45 AM revealad the order was not
carried out bacause the facility did not have a
speech therapist available to perform the setvice.
The administrator stated the facility had been
without a speech tharapist since July 2009. Refer

Canyan Therapies in Lander, Wy,
: Resident #10 will be transported
By the facility to Riverton, Wy.
Hospital for consultation and
Resulting treatment procedures
If required.

An occupational therapy
consult has been requested
from the physician fur
evaluation and
recommendation regarding
texture and feeding
assistance required for this
resident to insure safety
during meals.

Licensed nurses will
rmonitor and dosument
rasident tolerance to
taxture of foods offerad.

All orders for speech
therapy referral s will be
handled In the above
described manneat,
Audit ofthe above process

FORM CMS-2567{02-99) Previous Versions Obaplate
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{f the facility provides ts own laboratory services,
the services must meet the applicable
raguiremants for laboratories specified in part 493
of this chapter.

If the faclity provides blood bank and transfusion
s@rvices, it must meet the applicable
raquirements for laboratorles specified in Part
493 of this chapter,

If the laboratory chooses to refer specimens for
testing to anather laboratory, the referral
taboratory must be cettified in the approptiate
specialties and subspectaltiss of servicas in
accordance with the raquirements of part 493 of
this chapter.

if the facility does not provide laboratory services
on site, it must have an agresment to obtain
these services from a labaratory that meets the
applinable requirernents of part 493 of this
chapter.

This REQUIREMENT I3 not mef, as avidenced
by:

Based an observation, staff interview, reviaw of
the manufacturer's instructions, and the
requirements found in 42 CFR Part 493 (Clinical
Laboratory improvemeant Amendment:
Requirements for Laboratorias), the facility failed
to prevent the use of 1 of 1 botties of expired
urine tost strips and further failed to maintain a
glucose testing device ("glucometer”) as spatified
by the device's manufacturer. The findings were:

F 503

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUFPLIERICLIA (%2) MULTIPLE CONSTRUGTION (X3) DATE SURVIEY
AND PLAN OF CORREGTION IPENTIFIGATION NUMBER: COMPLETED
A, BUILDING
G
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THERMOPOLIS REHABILITATION AND CARE GENTER THERMOPOLIS, WY 82443
06 I SUMMARY STATEMENT OF DEFIGIENGIES D FRSUIREING N A8 AS DRRRATION x5
PREE(X (EACH DEFICIENCY MYST BE PREGEDED BY FLLL PREFIX F503 JBE FOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG 1 . . RIATE PATE
‘ ' 4B3.75(j){1)(i-iv)
) j inera
F 500 | Continued From page 18 F 500 1. The expired container of fop 12010
to F323 for details regarding the resident's current urine test strips has been ’
status. discarded. All laboratory
F 503 | 483.75() 1)(i-v) LABORATORY SERVICES

supplies and medications
will he reviewed on a
monthly basis. Expirad
medications and labordtory
supplies will be discarded.

2. Licensed nurses will be
educated regarding the
proper technique for
cleaning glucometers.
Glucometers will be
cleaned after each patient
use.

All medication carts and
cupboards will be
menitored on a monthly
basis to insure that all
expired laboratory supplies
and medications have been
praperly discarded.

The resulis of these audits
will be presentedat
manthly QA meetings.

Random audits will be
complated to observe the

FORM CMB8-2567(02-99) Previous Vargiona Obsolets
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proper cleaning of
glucometers, Thé results of
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presented at monthly QA
meetings.
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Continued From page 19

1, Observation on 12/15/09 at 10:40 AM showed
& bottle of urine test strips (Chemstrip 10 + 8G)
labelad with a quantity of 100 strips and an
expiration date of 2009-11. Thirty one test strips
rernalned in the containar, At 11:08 AM that day,
licensed practical nurse (LPN) #4 was observed
to retrieve the container of expired test atrips from
the counter and place it in a locked cupboard.
Interview with the LPN on 12/15/09 at 11:07 AM
revealed she was unaware the urine test strips
were expired: she stated she was putting them
back into the locked laboratory storage oahinet
until they were used again. When shown the
expiration date on the label, she acknowiedged
the product was expired, a fact she had
previously overiooked.

2. Ohservatian on 12/14/09 at 5 PM showed staff
used an alcoho! pad to clean the exterior eurface
of a glucameter (Quintet Blood Glucose
Monitoring Syatem, PSS Worid Medical, Inc.).
Interview with |L.PN#2 revealed staff routinely
cleaned the glucometer with alcohol,

a. Review of the manufacturer's instructions for
claaning the glucomater (User's Manual, revision
03/08, page 56) showad the approved method for
cleaning the exterior surface required the use of
" ,.a damp cloth and mild soap/detergent, Keep
the tast strip port and Smart Code Key base from
getting wet." Thera was no documentation in the
literature provided with the glucometer ta indicate
cleaning with alcohol was an acceptable practice.

b, The staff in-servics training coordinator and
infection control nurse, LPN #5, stated in
interview on 11/16/09 at 2:15 PM that staff used
alcohol pads to disinfect the glucorneter between
residents. When asked by the surveyor, she
acknowledged the facility had hot contacted the

F 503
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A facility must maintain a quality asssssment and
assurance commiftee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

The quality assessment and assurance
cormnmittee maets at least quarterly to identify
issues with respect to which guallty assessment
snd assurance activities are necessary; and
develops and implements appropriate plans of
action to cotrect identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related o the
compliance of such committee with the
requirements of this seation,

Good faith attempts by the committee to identlfy

and correct quality deficiencies will not be used as
a basts for sanctions.

This REQUIREMENT is not met as evidenced

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFGATION NUMBER GOMPLETED
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F 803 | Gontihued From page 20 F 503 _
manufacturer to determing if alcohol was an ks g
acceptable cleaning solvent in lieu of the "...damp 20 Feb 1, 2010
cloth and mild soap..." described In the user's 483.75(0X1)
manuai. '

¢. The LPN reported on 11/15/09 at 2:40 PM . :
that her telephong eall to the manufacturer's Each monthly OA meeting
raprazantative revealed the facility was to adhere will include results of gil
sttictly to the instructions accompanying the " e F.
instrument and thaf cleaning with alcohol was auits dEta'md_ In above
unaccaptable, Tags, Any audits not at

F 520 | 483,75(0)(1) QUALITY ASSESSMENT AND F 520 100% compliance will be

&5=E | ABSURANCE

referred to a
muttidisciplinary team for
further review and action,
The multidisciplinary team
will avaluate the problem,
determine the underlying
cause of the problem,
provide a plan to correct
the problem, assist with
implementation of the
corrective action and
continue tu monitor the
problem for compliance.
This pracess will continue
until there are acceptabte
leveis of compliance for
each identified problem or
areq of deficlency.
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by

warg ineffective,

Based on observation, staff interview, review of
the quality assurance performance improvemant
(QAPI1) program and minutes, medical record
review, and review of quality control logs,
insetvice education, and policies and procedures,
the facility failed {6 ensure the program was
effective in identifying problams and implementing
actions to resolve those problems, Theé failure
specifically affected 1 supplemental resident and
3 of 13 sample residents, whose care was
deficient in areas clted during prévious surveys.
In addition, the faciiity failed to identify and
implemeant action plans to correct other issues
that were identified by the survey team as
ongoing or systemic. The findings were:

1. During an interview on 12/17/09 at 8:01 AM,
the administrator revealad the facility's QAR
program was hot a multi-level, facllity-wide
process. For example, the program did not
identify the root cause of problems ot potential
problems, or develap, implement, and monitor
solutions to resolve those problems. The
administrator steted the facility had no formal,
overarching plan for tha QAP program. He
further stated the QAR committee met monthly
with staff briefings Monday through Friday to
troubleshoot speaific problems, but they did nat
determine the underlying cauge of those
problems. Reviaw of the QAR program and
commitfes minutes confirmed the facility Jacked a -
plan which proactively identified goncerns,

| developed criteria for monitoring, Implemented
actlon plang, and developed benchmarks for
tracking the level of success of the action plans,
In addition, the facility had not implementad a
method to review and revise action plans that

Adefitionalty, aach morth
the QA committee will
assign the same process to
any and all areas of concarh
ldentified or presented at
the OB meeting,

Preblems identified or
presanted during the
normal AM briefing will be
refarred to the appropriate
department head for
audlt/monitoring, The
resubts of these audits will
then be presented at the
monthly QA mestings with
the above described action
to be implemented and
followed, '
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2. During the sufvey, ongoing deficient practice
was identified in the following care areas:

a. Refer to F312 for details relatad to failure
to adecuately assist a dependent resident with
ingontinence care, Previous deficiencles at F312
werae written during the last four surveys.

b. Refer to F323 for information regarding the
facility's failure 1@ provide adequate evaluation
and assislance 10 prevent choking, Pravious
deficiencies were written at F323 during the last
three surveys,

&. Refer to F329, also written during the last
two surveys, for datails related 1o failure to ensure
residents' medication regimans were free of
unnecessary drigs,

3. The program failed to identify and resolve
systemic distary 'ssues. Refer to F371, also
written during th'®e pravious surveys, for further
information.

4, Due to failure ¥ correct previously cited
defigiencies at F281 (last four surveys), F441 (last
three surveys), 8N F520 (fast full survey and
revisit survey), deficiencies in these areas were
also written on this survey, Refer to these specific
F tags for detail$ Of current non-compliance.

o N
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