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{F 000} | INITIAL COMMENTS {F 000}
The following common abbreviations are used | P21 11/24/10
throughout this document: ’ . . .
DON - director of nursing requirement by residents #4, 5
and 19 having a comprehensive
MDS - Minimum Data Set assessment assessment completed.  All
CNA - certified nursing assistant . N
PoC - Plan of corection res1de.nts Teceiving an order for
DaC - Date of compliance restraints .‘ will have a
Less commonly used abbreviations will be comprehensive assessment
annotated in each deficiency where used. completed.  The assessment
{F 221} ;ﬁ%gg&ﬂ%g;glg%mﬁ FROM {F221}| will define each resident’s
SS<E medical symptoms, detertnine
The resident has the right to be free from any the least restrictive restt:aint and
physical restraints imposed for purposes of identify safety protection and
discipline or convenience, and not required to improved quality of life each
treat the resident's medical symptoms. resident will gain. Restraint use
, ‘ will be appropriately care
This REQUIREMENT is not met as evidenced ; planned. \
by: ‘ /
Interview with the administrator on 10/18/10 at ¥ This requirement will be
1:18 PM revealed the facility was not in maintained b inservicin
compliance with their PoC. The administrator , y s &
stated they had just started to implement paris of nursing  staff, families and
the plan on 10/15/10. During an interview on physicians on facility protocol
10/19/10 at 9:55 AM, the DON confirmad the for restraint use and removal,
facility had not met their stated compliance date ;
for the 7/1/10 survey and that monitoring had not and .restr‘alnF assessment. A
been implemented by 8/15/10. She also stated quelity  indicator ha.s been
safety assessments had not yet been completed developed and  will  be
for the three residents who utilized siderails. monitored by IDT monthly
{F 244} | 483.15{(c)(6) LISTEN/ACT _ON GROUP {F 244} [jhrough QA]QI program.
$s=E | GRIEVANCE/RECOMMENDATION
When a resident or family group exists, the facility
must listen to the views and act upon the

LABORATORY DIRECTOR'S OR PROVIBER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%6) DATE

X b Btriee.. . & L inistater xR0

Any deflciency statement ending with an asterisk (") denotes a deficlency which the institution may be excused from cotrecting providing it is detem{ined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing hames, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of comection is provided. For nursing humes, the abovs findings and plans of correction are disclosable 14
dfgsrmnr:,:;lg itmzfdate these dacuments are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
prog clpation.
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(F 244} | Continued From page 1 {F 244}
grievances and recommendations of residents F244 11/24/10
and families concerning proposed policy and . il thi
operational decisions affecting resident care and The facility will meet this
life in the facility, - requirement by attempting to
resolve  complaints/concerns
: i er options can be
This REQUIREMENT is not met as evidenced umil no further op
by: identified.
Based on family and staff interviews and interview
with the board of trustees, the facility failed to This requirement will be
complete the actions s@at%dbln their PoC t_cr)h maintained by inservicing staff
zggir:gs: \%l;?;ances voloed by residents. The on facility procedure for filing,
' follow-up and resolution to
Interview with the administrator on 10/18/10 at resident and family
1:18 PM revee_a!ed th_e facility was notin complaints/concerns.
| compliance with their PoC. The administrator
stated they had just started to implement portions T
of the plan on 10/15/10. During an interview on A quality indicator has been
10/19/10 at 9:55 AM, the DON confirmed the developed and  will  be
facility had not met their stated compliance date monitored on a monthly basis
for the mm:: survey gnd that monitoring had not by Social Services through the
yet been implemented. QA/QI program.
A member of the board of trustees (frustes #2)
stated in interview on 10/19/10 at 1:20 PM that
sfhe was only recently made aware families had
complained about the long-term care facility. A
meeting held "...about two weeks ago..." was
his/her first indication that complaints and
grievances were unresolved.
During a confidential interview on 10/19/10 at
18:30 PM, a family member stated a concern that
the administratar and previces DON did not listen
io residents' complaints. S5/he acknowiedged the
facility recently hired a new DON, but had yet to
see "...a change in attifuda..."
{F 272} | 483.20, 483.20(b) COMPREHENSIVE {F 272}
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{F 272} | Continued From page 2 {F 272}
SS=E | ASSESSMENTS
£272 11/24/1

The facility must conduct initially and periodically
a comprehensive, accurate, standardized
repraducible assessment of each resident's
functienal capacity.

A facility must make a comprehensive
assessment of a resident's needs, using the RA}
specified by the State. The assessment must
include at least the following;

Identification and demographic information;
Customary rautine; '

Cognifive patterns;

Communication;

| Vision;

Mood and behavior patterns:

Psychosocial well-being;

Physical functioning and structural problems;
Continence;

Disease diagnosis and health conditions;

Dental and nutritional status;

Skin conditions;

Activity pursuit;

Medications;

Special treatments and procedures;

Discharge potential;

Documentation of summary information regarding
the additional assessment performed through the
resident assessment protocols; and
Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced
by:

interview with the administrator on 10/98/10 at
1:18 PM revealed the facility was not in
compliance with their PoC. The administrator
stated they had just started to implement parts of

The facility will meet this
requirement by  conducting
initially and periodically a
comprehensive, accurate,
standardized reproducible
assessment of each resident’s
functional capacity.

MDS 3.0 training was provided
in September 2010 and again in
October 2010 for the MDS
Coordinator and DON.

The facility will maintain this
requirement through a quality
indicator that will be monitored
monthly by IDT and reported to
QA/QI committee.
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{F 272} | Continued From page 3 {F272)
the plan on 10/15/10. During an interview on
10/19/10 at 9:55 AM, the DON confirmed the
facility had not met their stated compliance date
for the survey of 7/1/10. The DON confirmed all
assessments had not been completed per the
plan of correction and stated they were "working
on it." She further stated monitoring had not yet
occurrad as planned. Furthermore, interview with
the unit secretary on 10/19/10 at 1:15 PM verified 4 .
the facility was not ready to implement MDS 3.0 F274 _ 11/24/10
by 10/1/10. The facility will meet this
{F 274} | 483.20(b)(2)(il) COMPREHENSIVE ASSESS {F 274} . Y by all "
ss=D | AFTER SIGNIFICANT CHANGE requuement by all residents
{ who meet the criteria to initiate
A facility must conduct a comprehensive the significant change of status
assessment of a resident within 14 days afer the assessment  will have an
facility determines, or should have determined, assessment completed  within

that there has been a significant change in the

resident's physical or mental condition. (For 14 days after facility determines

purpose of this section, a significant change there has been a significant
means a major decline or improvement in the change in status. ‘
resident's status that will not normally resolve

itself without further intervention by staff or by The MDS/care plan will be

implementing standard disease-related clinical

interventions, that has an impact on more than reviewed upon completion at

one area of the resident's health status, and weekly care plan meetings by
requires interdisciplinary review or revision of the the MDS Coordinator and the
care plan, or both.) IDT to ensure accurate data has

been recorded.

This REQUIREMENT is not meat as avidenced
by i the ad {0810 This requirement will be
interview with the administrator on at maintained bv a it

1:18 PM revealed the facility was not in o ontor and Wil bo oﬁﬁiﬁ

compliance with their PoC. The administrator .
stated they had just started to implement portions by IDT monthly through QA/QI

of the plan on 10/15/10. During an interview on program.
10/19/10 at 9:55 AM, the DON confirmed the
facility had not met their staied compliance date
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resident's status.

A registered nurse must conduct or coardinate
each assessment with the appropriate
participation of heaith professionats.

A registered nurse must sign and certify that the
assessment is completed.

Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfuily and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil money penalty of not more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes another individua!
to certify a material and false statement-in a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each
assessment.

Clinical disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced

by:
Interview with the administrator an 10/18/10 at

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF GORREGTION {X5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

{F 274} | Continued From page 4 {F 274}
of 10/1/10. The DON confirmed all assessments
and monitoring had not been completed per the
PoC. The DON stated the facility was "working on
itl‘

{F 278} | 483.20{g) - (i) ASSESSMENT {F 278}

ss=£ | ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the F278 11/15/10

The facility will meet this
requirement as evidenced by all
residents MDS will be reviewed
for accuracy.

The MDS/care plans will be
reviewed upon completion at
weekly care plan meetings, by
the MDS Coordinator and the
interdisciplinary team members
to ensure accurate data has been
recorded.

This requirement will be
maintained by training staff
involved on the MDS process.
A quality indicator has been
developed and will be
monitored by IDT monthly
through QA/QI program.
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85=D

COMPREHENSIVE CARE PLANS

A facility must use the results of the agsessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment,

The care plan must describe the services that are
to be furnished io attain or maintain the resident’s
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25, and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treaiment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Interview with the adminisirator on 10/18/10 at
1:18 PM revealed the facility was notin

(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 278} | Continued From page 5 {F 278}
1:18 PM revealed the facility was not in
compliance with their PoC. The administrator
stated they had just started to implement parts of F279 1124710
‘1"0‘; 1%?1”00'1 1905’ :55/'; 1{\2- g”rg‘g an i“t;‘:“’nie"é’ on The facility will meet this
ate: , the confirmed the . .
facility had not met their stated compliance date reqﬁremem a8 ev1ldenced.by all
of 10/1/10. The DON stated the assessments residents care plan will be
had not been completed per the plan of carrection reviewed and updated as
and that moniloring was not yet in place. She indicated.
further stated the facility was "working on it."
{F 279} | 483.20(d), 483.20(k)(1) DEVELOP {F 279}

Care plans will include
psychotropic medications side
cffects and other non-
medication behavioral
interventions or individual
resident specific techniques for
behavioral modifications.

The MDS/care plan will be
reviewed upon completion at
weekly care plan meeting by
the MDS Coordinator and the
IDT members o ensure
accurate data has been recorded
and care plan updated.

Care plan changes will be
communicated to staff after the
care plan meeting and at stand-
up meetings.

This requirement will be
maintained by a  quality
indicator and will be monitored
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{F 279} | Continued From page & {F 279}

compliance with their PoC. The administrator

stated they had just started to implernent parts of by IDT through QA/QI

the plan on 10/15/10. During an inlerview on program.

10/19/10 at 9:55 AM, the DON confirmed the

facility had not met their stated compliance date

for the 7/1/10 survey. On 10/19/10 at 9:20 AM RN

#1 stated resident care plans had not been

completed and that they were in the process of F280 _ _ 11/24/10

evaluating new care pian forms. The facility will meet this
{F 280} | 483.20(d)(3), 483.10(k)(2) RIGHT TO {F 280} requirement as evidenced by all

SS=E

PARTICIPATE PLANNING CARE-REVISE CP

‘The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treaiment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and ather appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
gach assessment.

This REQUIREMENT s not rnet as evidenced
by

Interview with the administrator on .10/18/10 at
1:18 PM revealed the facility was not in
compliance with their PoC. The administrator

residents care plans will be
reviewed and updated in &
timely manner or as significant
change indicates.

Nursing staff will update all
care plans to reflect any
changes made including
discontinuing use of items or

new orders/interventions to be

initiated.

This requirement will be
maintained by  in-servicing
nursing  staff on  these

procedures. Nursing staff will
also be in-serviced on proper
notification of pon-nursing
disciplines when new orders are
received. A quality indicator
has been developed and will be
monitored by DT through
QA/QI program.
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0

PROVIDER'S PLAN OF CORRECTION (X5)

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidencead
by:

Interview with the administrator on 10/18/10 at
1:168 PM revealed the facility was not in
compliance with their PoC. The administrator
stated they had just started to implement paris of
the plan on 10/16/10. During an interview on
10/19/10 at 9,55 AM, the DON stated the facility
had not met their compliance date of 10/1/10.
She further stated that tirning of medication
passes had "improved significantly” but confirmed
it was stilt an issue.

QObservation on 10/16/10 showed RN #2
administered medications, including Synthroid, to
resident #27 at 9:35 AM. Reconciliation of the
medication pass showed Synthroid was
schedulied to be given at 7 AM. Interview with the
RN immediately after the medication pass
revealed he was "quite often” late with
medications. According to the facility's policy
“LTC-Meds-22", medications should be
administered ".. within 30 minutes before of after
prescribed time to ensure intended therapeutic
effect” :

éﬁ:,’p'& (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 280} | Continued From page 7 {F 280}
stated they had just started to implement parts of
the plan on 10/15/10. During an interview on
10/19110 at 9:55 AM, the DON confirmed the
facility had not met their stated compliance date
of 10/1/10. On 10/19/10 at 9:20 AM RN #1 stated
all resident care plans had not been revised and
that they were in the process of evaluating new
care plan forms. ‘ F281 11/26/10
{F 281} | 483.20(k)(3)(i) SERVICES PROVIDED MEET {F 281} - . .
s8=E | PROFESSIONAL STANDARDS The facility will meet this

requiremnent as evidenced by
resident #27 will  have
medication administered within
the prescribed time to ensure
intended therapeutic effect. All
nurses will be inserviced on

safe  medication  practices.
Medications will be
administered correctly to all
residents.

This requirement will be
maintained weekly by
observing and  reviewing
medication passes and

monitored by Treatment Nurse
under direction of DON
through QA/QI program.
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gs=F | PERSONS/PER CARE PLAN F282 N _ ‘ [1/24/10
The facility will meet this
The services provided or arranged by the facility requirement as evidenced by all
must be provided by qualified persons in . . \
accordance with each resident's written plan of re_s,ldent car.e plan mtfarventlons
care. \ will be individualized and
iraplemented as written.
This REQUIREMENT s not met as evidenced Nursing staff will be updated as
by: needed regarding care plan

Inferview with the administrator on 10/18/10 at

1:18 PM revealed the facility was not in inferventions  at  stand-up

compliance with their PoC. The administrator meetings.

stated they had just started to impiement parts of

the plan on 10/15/10. During an interview on The facility will maintain this
10719/10 at 9:55 AM, the DON confirmed the requirement  with  weekly

facility had not met their stated compliance date

of 10/1/10. The DON stated that quality resident care observations and

assurance monitoring was not yet in place. will be monitored by IDT with
{F 308} | 483.25 PROVIDE CARE/SERVICES FOR {F309}| follow up through QA/QI
8s=£ | HIGHEST WELL BEING program.

Each resident must receive and the facility must
provide the necessary care and services {0 attain £309

or maintain the highest practicable physical, i . .
mental, and psychosociat well-being, in The. facility will meet this
accardance with the comprehensive assessment requirement as evidenced by
and plan of care. | resident #18 will be evaluated
and have pain assessment

completed to minimize pain.

et

1/24/10

This REQUIREMENT is not met as evidenced Each resident will receive the
by: necessary care and services (o
Based on observation, medical record review, attain or maintain the highest

and staff interview, the facility failed fo ensure : .
staff provided care and sewizes tc minimize pain practicable physmal, n.lentgl,
for 1 of 1 residents (#18) and manage bowel and psychosocial well-being, in
function for an unidentified number of residents, accordance with the
The findings were: comprehensive assessment and

phm of care
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(¥3) DATE SURVEY

The facility must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident receives

%X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION
m;rg&?;g &5’:52?:"?%‘?458 0 IDENTIFICATION NUMBER. A BUILDING COMPLETED
' R
535029 B. WING 1019/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
T LONG TERM CARE 713 OAK STREET
CROOK CO MEDICAL SERVICE DISTRICT L R SUNDANCE, WY 82728
SUMMARY STATEMENT OF DEFICIENCIES ib PROVIDER'S PLAN OF CORRECTION (X5}
sk (EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ATE
DEFICIENCY)
{F 309} | Continued From page 9 {F 309}
Interview with the administrator on 10/18/10 at Staff will be in-serviced on
1:18 PM revealed the facility was not in bowel  protocol. Bowel
compitance with their PoC. The administrator protocol is implemented and
tséate? et qg%j:ﬁtostgrtgd e imp{grrcgnt %?1“5 of will be updated in a timely
e plan on . During an interview . .
10119/10 at 9:55 AM, the DON confirmed the manner. All residents will have
facility had not met their stated compliance date bowel asscssments completed
of 10/1/10. on admission,  quarterly,
: ({Lj)bse_r;atito;%n 10/ 1;” 10 at 7{1t7 QM of anmually andfor  significant
showed residen was being assisted out 0 :
bed by CNAs #3 and #4. During the transfer in a F:hange and (;he ?r(()it'ocol dWlll be
sit-to-stand lift, the resident displayed severe implemented as indicated.
facial grimacing, but staff did not comment or
appear to recognize that the grimacing might Assessment and findings will
indicate pain. _When questioned by thq surveyor, be incorporated into the care
the resident did not answer, but the grimacing ) d will include resident
became worse; the resident looked as if s/he plan and will icht siaen
were crying without tears, At 8 AM that morning specific interventions
RN #2 stated the resident's grimacing had not
:Jheen r?gortted to .hi-n;.Terevie\:vscg Jhe.ﬁ‘."AR showed The MDS/care plan will be
e resident received Tyleno milligrams . :
 around 8 AM. However, medical record review reviiwed u porzl_cm'n[;.l etion at
showed no current pain assessment or evidence weekly nterdiscipiinary care
the resident had been evaluated to determine that plan meeting, by the MDS
8 AM, after s/he was already up, was the most Coordinator and the IDT
effective til_'ne to administer pain_medicatiop. members will easure accurate
Review of the bowel tracking form with the data has b ded. A
DON on 10/19/10 at 2 PM revealed saveral ala has been recoracd.
instances where residents had gone three days quality indicator has been
without a bowel movement and the factlity's developed and will Dbe
e DON veriied saff il o ollow he protocol monitored by IDT monthly
verified staff failed to follow the protocol.
{F 323} | 483.25{(h) FREE OF ACCIDENT {F 323} through QA/QI program.
5= | HAZARDSISUPERVISION/DEVICES
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R
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X4y 10 SUMMARY STATEMENT OF DEFICIENCIES [ls] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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- {F 323} | Continued From page 10 F 323
pag | . 323} pam . {124/10
adeguate supervision and assistance devices to " . .
prevent accidents. The faCIhty will meet this
requirement by resident #26
will be provided an appropriate
hot pack when needed, for back
This REQUIREMENT is not met as evidenced pain. All residents will -be
by: _ provided an area as free of
Interview with the administrator on 10/18/10 at potential burn risk as s
1:18 PM revealed the facility was not in possible.

compliance with their PoC. The administrator
stated they had just started to implement parts of

the plan on 10/15/10, Observation on 10/18/10 at Staff will be in-serviced on
3:13 PM showed CNA #3 wet a wash cloth, appropriate hot pack use. The
heated it in the microwave for 45 seconds, put it facility will maintain this
in a ziploc bag, and tossed it from hand to hand requirement by quality

as it was "a little too warm." The CNA then placed

it on resident #26's back (over the clothes). The indicators  to - ensure  the

resident stated it was "plenty hot." This same environment remains as free.of
scenario was cited during the 8/13/10 Federal accident hazards as is possible
survey. During an interview on 10/19/10 at 9:55 and each resident receives

AM, the DON stated the facility was "working
on..." the corrective action plans but confirmed
they had not met their stated compbance date of

assistance  devices, when
needed, to prevent accidents.

10/110. The.  IDT, DON  and

{F 329} | 483.25(]) DRUG REGIMEN IS FREE FROM {F 329}| maintenance staff will monitor

s5=D | UNNECESSARY DRUGS monthly and report to the
QA/QI program.

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including

duplicate therapyj}; or for excessive duration: or F329 11/26/10
without adequate monitoring, or without adequate The facility will meet this
indications for its use; or in the presence of - t id d b
adverse consequences which indicate the dose Tequiremen ’as evi en(:f: oy
should be reduced or discontinued; or any the completion of medication
combinations of the reasons above. regime review per the IDT
- quarterly, annually and/or with
Based on a comprehensive assessment of a significant changes in status

FORM CME-2567(02-99) Previous Verslons Obsalete Event ID: FXVZ12 Faclity ID; WY0009 If continuation sheat Page 11 of 22



1307+ 283 +3506

bEPARTMENT OF HEALTH AND huMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

11:07:0% a.m,. 11-16-2010

13423

PRINTED: 11/03/2010
FORM APPROVED
OMB NO. 0938-0391

; OF DEFICIENCIES .4 PROVIDER/SUPPLIER/CLIA [%2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
%ﬁﬂ%& co%mlsc'nom IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
| 635029 B. WING 1019/2010
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
E DISTRICT LONG TERM CARE 713 OAK STREET
CROOK CO MEDICAL SERVICE DIS R SUNDANCE, WY 82729
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {xg)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE CoM = TION
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE A
DEFICIENGY)
F 32 inued From page 11 320 ' .
{F 329 Corlwtln ed F m.'.) d . {F 329} and as needed with
resident, the facility must ensure that residents d .
who have not used antipsychotic drugs are not ocumentation to Support use.
given these drugs unless antipsychotic drug The physician and pharmacist
therapy is necessary to treat a specific condition will be kept abreast of changes
B reaiont who use SpYCHONC and the DT will seck
drugs recelve gradual dose reductions, and .recommendatlons as neccssaty.
pehavioral interventions, unless clinically ) _ -
contraindicated, in an effort to discontinue these This rtequirement will be
drugs. maintained by monthly
monitoring of quality indicator
by IDT through QA/QI
program.
This REQUIREMENT s not met as evidenced
by: .
Interview with the administrator on 10/18/10 at
1:18 PM revealed the facility was not in F332 11/24/10
compliance with their PoC. The administrator The facility will meet this
stated they had just started to implament parts of requirement by: all residents
the plan on 10/15/10. Interview with the DON on wi?l have a re{rie w completed
101910 at 9:55 AM confirmed the facility had not by ch _ p
met their stated compliance date of 10/1/10. The y charge nurse of monthly
DON stated new indicators had been devised but order sheets and any updated
monitoring was not yet in place. information will be noted.
{F 332} | 483.25(m)(1) FREE OF MEDICATION ERROR |  {F 332}| Nursing will review fo ensure
ss=E | RATES OF 5% OR MORE .
accuracy of recap before being
The facility must ensure thal it is free of sent to medical staff and Unit
medication error rates of five percent or greater. Coordinator will review for
changes after the recap has
been  returned. Nurse
This REQUIREMENT is not met as evidenced administering medication will
by. . check each of the 6 rights of
I'inf‘egrv!;ti:\\&v with tihrra:i ;?mfinig.}:;atur on 1:‘){1 8/10 at medication administration prior
: revealad the faciity was notin to administering a medication
compliance with their PoC. The administrator 8 '
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0X4) ID SUMMARY STATEMENT OF DEF|CIENGIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE - DATE
DEFICIENCY)
{F 332} | Continued From page 12 , {F332}| This requirement will be
stated they had just started to Implement portions maintained by weekly
r ' i L) L
of the plan on 10/15/10. Interview with the DON observation of medication pass

on 10119110 at 9:55 AM confirmed the facility had

not met their stated compliance date of 10/1/10. and reconciliation with the

The DON stated new indicators had been devised orders. A quality indicator has -
but monitoring was not yet in place. : been developed and will be

{F 406} | 483.45(a) PROVIDE/OBTAIN SPECIALIZED {F 4068} monitored by DON and MDS

s8=D | REHAB SERVICES Coordinator through  QA/QI

If specialized rehabilitative services such as, but program.
not limited to, physical therapy, speech-language
pathalogy, occupational therapy, and mental F406 ‘ 11/24/10
health rehabilitative services for mental ilness The facility will meet this

and mental retardation, are required in the

resident's comprehensive plan of care, the facility requirement by providing for or

must provide the required services; or obtain the arranging the provision of

required services from an outside resource (in specialized rehabilitative
, p o !

accordance with §483.75(h) of this part) from a services such as PT, OT,

rovider of speciatized rehabilitetive services. )
P P eI Speech and mental illness

rchabilitative  services,  if
This REQUIREMENT is nol met as evidenced resident’s comprehensive plan

by. of care requites it
Interview with the administrator or. 10/18/10 at , rereq .
1:18 PM revealed the facility was not in

compliance with their PoC. The administrator This requirement will be

stated they had just started to implement parts of maintained and monitored by
thgzplan on 2} Oé:_) 5.’1{\?. Interview with the DON on Restorative Therapy through
10/19/10 at 9:55 AM confirmed the facility had nol e
met their stated compliance date of 10/1/10. The chart audlt.s and  reported
DON stated new indicators had been devised but monthly through the QA/QI
monitoring was not yet in place. program.

{F 425} | 483.60(a),(b) PHARMAGEUTICAL SVC - {F 425}

55=p | ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency F425 11/26/10
drugs and biologicals to its residents, or obtain The facility will meet this
them under an agreement descrived in requirement by all residents

483.75(h) of thi itity me i \ .
§483.75(h) of this part. The tacility may permit will receive ordered

FORM CMS-2567(02-99) Previcus Versions Obsolee Event D FRVZ12 Facllity ID: WYDD08 If continuation sheet Page 13 of 22
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R
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
713 OAK STREET |

OOK CO VIC
CROOQK MEDICAL SERVICE DISTRICT L.LONG TERM CARE SUNDANCE, WY 82729
(X4} ID SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
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{F 428} | Continued From page 13 : {F 425) medications within the
unlicensed personnel [o administer drugs if State acceptable standard of practice
law permits, but only under the general timeframe as determined by
supervision of a licensed nurse. | acility policy.

A facility must provide pharmaceutical services . .

(including procedures that assure the accurate This requirement will be

acquiring, receiving, dispensing, and maintained and monitored

administering of ali drugs an biologicals) to meet ine staff. A

the needs of each resident. mon?thly .by. nurs. & b
quality indicator has been

The facility must employ or obtain the setvices of developed and will be reported

a licensed pharmacist who provides consultation through QA/QI program.

on all aspects of the provision of pharmacy ‘

services in the facility,

This REQUIREMENT s not mat as evidenced

by:

Interview with the: admivistrator on 10/18/10 at

1:18 PM revealed the facility was not in

compliance with their PoC. The administrator

stated they had just started to implemeant parts of F428 11726/10

the plan on 10/15/10. Interview with the DON on ah ; i

10/19/10 at 9:56 AM confirmed the facility had not The facility wil llmee[. i thts

met thelr stated compliance date of 10/1/10. The requirement by all residents

DON stated new indicators had been devised but will have a monthly drug

monitoring was not yet in place. . regimen  review. The

{F 428} fgggg(g)t Egu& ?E(?\!MEN REVIEW, REPORT | {F 428} pharmacist will report any

SS=E ' v irregularities to the attending
The drug regimen of each resident must be physician and the DON.
reviewed at least once a month by a licensed
pharmacist. Nursing staff and  current
The pharmacist must report any irregutaritie tﬁ pharmacists will be in-serviced

- eguiariies :
the attending physician, and the director of on CM_S 1jegulat10ns a‘nd a
nursing, and these reporls must be acted upon. communication sheet will be
placed in the review book_for
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$8=D

LABEL/STORE DRUGS & BIOLOGICALS

The facility must emplay or obtain the services of
a licensed pharmacist who asiablishes a system
of records of recelpt and disposition of all
controlied drugs in sufficient detail to enable an
accurate recanciliation; and determines that drug
records are in order and that an account of all
controlied drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable,

In accordance with State and Federal laws, the
facility must store all drugs and biciogicals in
locked compartments under proper tempersture
controls, and permit only authorized persannal to

F431

The facility will meet ‘this
» Tequirement by all residents

will have new labels as orders

change.

Nursing staff and pharmacist
will be inserviced on CMS
regulations  for  updating
medication labels when orders
are changed by the physician,

This requirement will be
maintained by monthly audits.
A quality indicator has been

developed and will be
monitored by DON through
QA/QI program.

STATEMENT OF DEFICIENCIES {1} PROVIDER/ISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING i
535029 B WiNG 101912010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
713 OAK STREET
CROOK CO MEDICAL SERVICE DISTRICT LONG TERM CARE SUNDANCE, WY 82728
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION X5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDZNT:FYING INFCRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 428} | Continued From page 14 Fa28} the pharmacist to complete
upon regimen review. A copy
will be faxed to physician and a -
copy will be given to DON to
ensure follow-up on
Ehis REQUIREMENT is nol met as evidenced recommendations made.
y. :
Interview with the administrator on 10/18/10 at ) ) a1 b
1:18 PM reveafed the facility was not in Th1|s _reqmrement wil oe
compliance with their PoC. The administrator maintained by monthly audits.
slzate? they t;ad just stlarted to imp:r?n;wen!t) %a’\lj'ts of A quality indicator has been
the plan on 10/15/10. Interview with the on : b
10/19/10 at 9:55 AM confirmed the facility had not de"e_“’l’eg ) ?}d, C‘”“iﬁ e
met their stated compliance date of 10/1/10. The monitored by Unit Coordinator
DON stated new indicators had been devised but through QA/QI program. -
monitoring was not yet in place. , The facility will meet this
{F 431} | 483.60(v), (d), (&) DRUG RECORDS, {F 431)

11/24/10
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A. BUILDING .
535029 B. WING : 10/19/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' ERVICE DISTRICT LONG TERM CARE 713 OAK STREET
CROOK CO MEDICAL SER SUNDANCE, WY 82728
(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAM OF CORRECTION (X5)
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TAG REGULATORY OR LSC WDENT F'¢ING iHFCRMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
{F 431} | Continued From page 15 {F 431}
have access fo the keys.
The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Prevention and
Conlrol Act of 1978 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systams ir which the
quantity stored is minimal and a missing dose can
be readily detected. :
This REQUIREMENT is not met as evidenced
by
Interview with the administrator on 10/18/10 at
1:18 PM revealed the fachity was not in
B compliance with thelr PoC. The administrator
stated they had just started te mplement parts of
the plan on 10/15/10. interview with the DON on
10/19/10 at 9:55 AM confinmed the Tacility had not
met their stated compliance date of 10/1/10. The
DON stated new indicators had been devised but
monitoring was not yet in place. She further F441 11/15/10
stated they were still having trouble getting labels The facility will meet this
F 441} | 48566 INFECTION CONTROL requirement by fnservicing and
{F 441} 483, J ROL, PREVENT (F441}} training all staff associated with
$5=€ | SPREAD, LINENS .
LTC on proper hand washing
The faciiity must establish and maintain an technique. LTC staff, including
Infection Control Pragrar designed o provide a housekeeping, wil} be
safe, sanilary and}comiorlabie: ;erwironment gnc_l inserviced on PPE, equipment
to help prevent the developiment and transmission disinfecti nfecti
of disease and infection. 1snlecting, miection
transmission.  prevention and
(a) Infection Controf Program proper linen handling, storage
The facility must establish an Infaction Control and fransport.
Program under which i -
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{F 441}

Continued From page 16

(1) Investigates, controls, and prevents infections
in the facility;

{2) Decides what procedures, such &s 13olation,
should be applied to an individual resident; and
{3) Maintains a record of incidents and corrective
actions related 1o mfechons.

{b) Preventing Spread of Infection

(1) When the infectior. Can*ro' Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isclate the resident.

{2) The facility must prohib.t erpioyees with a
communicable disease or infected skin lesions
from direct contact with resident: o their ‘ood, if
direct contact will transmit he disease.

(3) The facility must require staf to wast their
hands after each direel resident contact for which
hand washing is indicated by accepted
professional gractice,

{c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT ic not innel as evidenced
by

Based on observalion and steil intz;view, the
facihty faied * enforce acceptable infection
control practices among steff. Faikires were
evident in 3 areas:

a. Facility staff faiied to use proper hand
washing technique on 3 of 4 random
chservations.

b, Facility staff failed to comply with
requirements to keep food and drink out of areas

{F 441}

This requirement will be
monitored monthly by Infection
Control Coordinator with a
quality indicator and will be
reported to the QA/QI program.
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with the potential for contamination.

c. Facility staff ‘ailed to properly clean 1 of 2
countertops used ko prepare resident drinks and
snacks. .

The findings were:

1. Regarding hand hygiene: Cbservation on
10/19/10 revealea 3 of 4 staff members failed to
use proper handwashiryy lechnique when
randomly abserved at the facility's hand washing
station,

a. At 7:40 AM RN #? was observed to use her
hands to turn off the faucels afler washing
instead of using paper towels, (hus
recontaminating ner hards. The RN proceeded to
enter information into resident medical records
and delivered linen to the tub/shower room. When
interviewed at 7:51 AM, the RN described proper
hand washing steps; she was unabie {o axplain
why she did not follow the slaps correctly.

b. At 8:01 AN environiies & sida #5 was
observed to reach for paper towels with her right
hand, but used her left hand to turn off the
faucets, thus recomaminating her nand, The aide
then prepared-ice water for resijarnt hydration
handling cups, the ice scoop, and using both
hands to seal the lids or piastc arnking cups.
When interviewed at 8:08 AM, the aide was able
to correctly recite the properly steps in washing
her hands; she was not aware she performed the
sequence incorechy. !

c. At 8.11 AN} housekesper #6 was ubserved
to wear gioves winbe enipiying 2 tasn cans o the
vicinily of the nuraes siadiin, ure of which had
previously been used by staff to throw away
tissues used 10 wipe a resiie s nouse and mouth.
Stili wearing the sams gioves, (he housekeeper
opened a package Of paper towes and
replenished the aispense: over the hand washing
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sink, The housekeeper was further observed to
wash her hands at 3:21 AM, then use her hands
to turn off the faucets, thus reconlarninating her
hands.

2. Regarding drirks in potentially contaminated
areas: Observation cn 10/18/10 from 8:24 AM to
8:48 AM (22 minutes) showed 2 housekeepers
(#6 and #7) kept iheir crink containers (s coffee
cup and a soda bottle) on the hotsekeaping cart.
The cart was located in a resigent haifway and the
housekeepers were cleaning contact surfaces
and emplying trash cans

The housekeepers were obsatved lo spray
disinfectant on to a cleaning cloth neld 12-14
inches above the drinks. Both housekeepears
were seen to drink from their drink containers
intermittently; no hand hygiens was performed by
sither housekeeper during the obsarvation period.
When asked about facility p»! cies on food and
drink in areas wikh o pclentia s sohlaminaton,
housekeeper #7 statad "It [coftee cup] probably
shouldn't be here, but no ong ever says anything
about it."

Observation while tcuring with the infection
control nurse on 10/19/10 at 145 2M showed an
uncovered coffee cup, atout ¢4 full, siting
adjacent to the hand wasning sink. VWhen asked,
the infection contro! nurse stated staff should not
have food and drink in any area whers it could be
contaminated, "...the s know beiter, we st talked
about it..." The infection contiel wdise
acknowledged drnh conlamner, should not e on
the housgkeeping Carl o &g of ool alely
adjgcent to the hand washing sink.

3. Regarding praper cleaning of areas used for
preparing drink and snacks: Obse vation of
10419/10 at 8:26 AN showed housekeepar #7

{F 441}
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cleaned the hand washing sink with disinfectant
sprayed on a cleaning cloth. She then used the
same clath from the hand washing =mK to clean
an adjacent countertop surface. Staff were
chserved at 9:05 AM to use the countertop when
preparing resident dritiks and 5 & focaton (o hold
several packages of snack crachers,
4. The infaction contral nurse Chstad in intzrvew
on 10/19/10 at 2:20 PM *hat staff received
in-sefvice training cn proper hand washing and
she recently began monitaring coimpliance with
the techniques covered ui training. Sne
acknowledge she did not routinely monitor
non-nursing staff for hand tygiene cormplisnce or
cleaning techniques.
{F 496} | 483.75(e)(5)-(7) NURSE AIDE REGISTRY {F 496}
§8=C | VERIFICATION, RE FRAINING :
Before allowing an individual 10 serve as a nurse F496 ‘E?‘t-SLLL
aide, a facility musl iesene reydd y Veritication - The facility will meet this | [-19-1D
that the inditvidue:l ha?hrne’: :;lornpeltencyl_elve;_luation requirement by  verifying, .
requirements unless the .nciviatal is a ful-time to SV
employee in a tranmig and competency receiving - and mamtalnmg A AT
evaluation program approved by the Siate; or the copy of the state registry :
individuat can prove that he or shie has recently information on all CNA’s. This  #\ta-t®
successfully completed & trainng and copy will be retained in the w¥
competency evaiuation program or compatency personnel  filte in  Humapn P nawr
evaluation prograim approves by the Stele end R o d will b d 7@\’/(._,
has not yet been incluged i iha registry. esources and will be made
Facilities must follow up to ensurz that such an available upon request.
tneividuad actually becomes registered.
Sefore allowi i A quality indicator has been
efare a1lowing &n WASLIEN W a2 v as & nlrse H
alde, a faciity mus: scer ntoimstion om every deve.l opeg and — will e
State registry established undar seoions 1819(e) monitore by Human
(2)(A) or 1919¢e) 2 (A) o e Act the Taciity Resources monthly through
believes will Inzivde informiaion oh e individua, QA/Ql program.
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If, since an individual's most recent completion of
a training and competency evaluation program,
there has been a continuous penca of 24
conseclitive months during none of which the
individual provided nursing or inursing-related
services for monetary compensstion, the
individual must compiste a new training and
competency evaluation program or a new
competency evaligtinn progrs ~. _
F498 - 11/24/10
i , The facility will meet this
This REQUIREMEHNT is not met as evidenced : y .
by: requirement by completing
Interview with the adrminisirator on 10/18/1C at competency forms for any
1:30 PM revealed the faciiity had not achieved the agency personnel within the
quality assurarice actions statad in their PoC for first week of starting work
this deficiency. Acccrding o e adm:nistrator, the The charce murse will readil :
facility had just begur to irglernent portions of charge o Wil readily
the PoC on 10/45/41. observe and record the agency
{F 498} | 483.75{f) NURSE AIDE DELIOINETRATE (F 498}{ personnel’s competency.
$s=E | COMPETENCIY/CARE RELLS
The DON will also ensure that
The facility must ensure that nurse aides are abie oy
to demonstrate conipetency in skilis and the facility St_aff be evaluated
techniques necessary to care for residents’ upon completion of orientation
needs, as identified thiouyn resident and annually.
assessments, and Jdesoribed i the plan of care.
This  requirement will be
This REQUIREMENT is ncl as: s evidenced monitored by implementing a
by: quality indicator and will be
Interview with the adminstator o 10/18/10 at monitored by DON monthly
1.30 PM revealed e fauiliy had not completed through QA/Q} program.
the actions stated in their PoC for ihis deficiency.
According to the adrmrisiraton, the facility nad just
begun to implement vortichs of the FoC on
10/M15M0.
{F 520} | 483.75(0)( 1) QAA {F 520}

SS=F

COMMITTEE-MEMBERS/MMEST
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QUARTERLY/PLANS ES20 1l1/15/10
The facility will meet this
A facility must maintain a quaiity assessmant and requ{r'e:ment by the DON, a
assurance committee consisting of the director of physician and three other LTC
nursing services; a piysician designated by the staff members attending
facility; and at least 2 other members of the quarterly QA/QI meetings. If
facility's staft. the medical director cannot
The quality assessment and assurance attend the QA/QI meeting, s/he
committee meets at least quanerly to identify will designate an alternate
issues with respect lo which quality agsessment provider to attend in their place.
and assurance aciivitles are necessary, and The appropriate personnel will
develops and implements appropriate plans of ] { f .
action to correct identified quality deficiencies. implement plans of action 1o
correct all quality problems
A State or the Secielary may not reguire identified in the survey process
disclosure of ihe records oi such conirittes and by the committee.
except insofar as such disclosura 1 related ta the Tmpl tatio il include
compliance of such committee with the mip f.:mcn 1, 1 . Wil Incid
requirements of this sestion tracking/monitoring plans of
action with identification of the
Good faith attempts by the ccinmittes to dentify root cause. and solutions to
and correct quality cefic.encies wil' not be used as : . :
2 basis for Sancions. 1m1?lement1ng_ [‘)lan. of .actzon
to include deficiencies cited by
the survey team in this survey.
This REQUIREMENT is not met as evidenced Acceptable standard levels will
by be i e '
. _ . e identified to meet Is
Interview with the administiator or 10716/10 at ¢ e of : the.ngo‘;
1:30 PM revealed the fasilify i.ac rot cormpeted 0 € pians an Wi ©
the actions stated in the;r 2¢? fer this deficiency. reported to the committec at
According io the administacor, the faciiity had Just each meeting.
begun to implement poruns of e PoC on
10/15/12. Review of (e revicad 4 Jiuators : ; :
revealed data had not peen Lojleuled o ;}8?\! ‘Xl(lll .b? momtor::jd b:’i
monitoring by the compliance date of 10/1/10. ' ministration and wil
be reported to the Board of
Trustees through the QA/QI
s nrngrg“m.
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F 244 | 483.15(c}{B) LISTEN/ACT ON GROUP F 244
ss=k | GRIEVANCE/RECOMMENDATION :
, _ N N F244 11/9/10
When a resident or family group axizis, the facility The facility will meet this
; must listen to the views and act upon the , t b idents #11
grievances and recommendations of residents ;  requircment by reswents
.| and families concerning proposed policy ard i and #12 having proper access to
operational decisions affecting resident care and coffee and cappuccino drinks.
life in the facllity. All residents will have access to
i the coffee and cappuccino
This REQUIREMENT s not met as evidenced | drinks. A table has been placed
by: | for coffee, cappuccino and
Based on resident and staif interviews, the facility | other hydration drink
failed to complete the actions stated in their PoC containers allowing all
i g8 voiced by residents. . ’ . .
?ﬁq?ﬁ%r: ise?;evanc,t.s voiced by iesidents. The residents easy access, including
' those wheelchair bound. All
Interview with residents #11 ang #:2 on 13/1810 drink containers are covered.
and again on 10/16/10 revealsd the faliiity had
not completed actions to address a grievance i . . :
concerning residents’ access to a coffze ard : D“’“‘?Y staff WI.I 1 hreplemsl;
cappuccino machine. These residents stated the | Containers cvery SIX hours an
current locaticn of the rmacning was no ‘s | as needed throughout the day,
accessible to residents in wheelchairs. The Activity staff will replenish
resic!ents Sté)rtﬁe&( ;t&fd te adminisaater :sftnd prior to leaving the facility in
4 5 ocara. " : : :
previols LT did 5ot . Seem o care... I, Of the evening and night CNA. will
whern, the prodlern was fiagd, \ 7.
replenish after midnight. The
The administrator stated in interview on 16/19/10 table is located in the dining
at 3.45 PN thal the faciity was warkany o area (o i_mprovc access for
improve access fo the coifus and cagpucing . residents.
machine, bt nad not fully rezolved imitations that !
prevented wheeichair-tour d rasidents from . . .
independently accessing & She furthsr stated a This  requirement will  be
table of the correct liaight ad been ordered, but maintained by Dietary
had not arrived. personnel. A quality indicator
has been developed and will be
| monitored by CDM weekly and
| ! | reported to QA/QI program.
LABORATORY DIRECTOR'S OF. PROVIDER/SUPPUL # REPRLSE NTA T/E'S SIGNATURE TITLE (X6} DATE

tory . I
uo Al Lo/ Aotministrater et
Any deficiency statemet #ncing with sn esierini (4 derotes o deficiency which the institution may be excused from cotrecting providing it Is determined that
ather safeguards provide sufficiant protection to the patients. {Se¢ instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not 3 plan of carrection is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days following the date these cocuments are made avaiaale to e taciity. if deficlencies are cited, an approved plan of correction is reguisite to continued
program participation. )
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