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The facility will meet this

The following commoan abbreviations are usad . )
H requirement by documenting,

throughout this document:

RN - registered nurse investigating and reporting all
DON - director of nursing abuse and neglect allocations.
MDS - Mini Data Set [ Resident #20’s unwitnessed fall
- Minimum Data Set assessmen - . .

ted and reports
CNA - certified nursing assistant I W%ll be Elvcstlga d anl P the

PoC - Plan of correction will ~ be sent 0 '
DoC - Date of compliance Administrator, along  with
Less commonly used abbreviations will be other officials in accordance
annotated in each deficiency where used. with Wyoming law. The results
{F 225} | 483.13(c)(1)i)-{iii), (€)(2) - (4) (F225) o al investigations will be
gs=t | INVESTIGATE/REPORT drinistr ]
ALLEGATIONSANDIVIDUALS reported to the Administrator or
designee and other officials in
The facility must not employ individuals who have accordance with Wyoming law
seon o ulyof ahusng regectng or withn v (5) woring dys o
istreating residents by ¢ , e -
had a finding entered into the State nurse aide the incident. If a violation is
registry concerning abuse, neglect, mistreatment verified appropriate corrective

of residents or misappropriation of their property; action will be taken.

and report any knowledge it has of actions by a

court of law against an employee, which would . :
indicate unfitness for service as a nurse aide or All stafffvolunteers involved in

other facility staff to the State nurse aide registry resident care will be in-serviced X
or licensing authorities, on the correct procedure for
. o reporting and  investigating
The f@cdrty must ensure that all alleged violations allegations of abuse and
involving mistreatment, neglect, or abuse, | y A - £ th
including injuries of unknown source and . neglect, . review ol te
misappropriation of resident property are reported procedure will be included in
immediately to the administrator of the facility and monthly LTC staff in-services.
to other officials in accordance with Siate law
through established procedures (inciuding te the
State survey and certification agency).

o 9
)

The facility will maintain this
requirement with a  quality

The facility must have evidence that all alleged indicator developed and
violations are thoroughly investigated, and must monitored by Social Services
LABORATORY DIRECTOR'S OR PROVIQERISUPPUER REPRESENTATIVE'S SIGNATURE TVLE g {X6) DATE

X Al Alocn x CED/ Pl strator % iWis/ro

Any deficiency statement ending with an astensk (") denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patents, {See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
fallowing the date of survey whether or not 2 plan of correction is provided. For nursing homes, the above findings and plans of correclion are disclosable 14
days following the date these datuments are nade avallable tn the faciiity, IF deficiencies are cited, an approved plan of correction is requisite to continued
program participation
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UEFICIENGY)
{F 226} | Gontinued From page 1 {F 225) )
 prevent further potential abuse while the monthly  through  QA/QI '
investigation is in progress. prograin.
The results of all investigations must be reparted
ta the administrator or his designated
representative and to other officials in accondance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the allaged violation is verified
appropriate corrective action must be taken,
This REQUIREMENT is not met as evidenced
by:
Based on staff interview and review of
investigated incidents, the facility failed to
investigate 1 of 1 unwitneased falls (resident #20)
occurring since their proposed Do of 10/1/10.
The findings were:
Interview with the social worker an 10/19/10 at
1:30 PM revealed she was responsible for
completing investigaiions of allegations of abuse,
neglect, theft, and injuries from an unknown
source. During the interview, the social wotker
stated 4 res!Ident #20 sustained an unwitnessed o
fall on 10/4/10 which was not investigated as the ' b
injuries were "congistent” with having fallen, F226 _ W 10/10 g
Review of the completed investigations revesled The facility will meet this | . { .
- | an investigation was lacking. requirement by revising the ’
{F 228} iEBEL % SE(?FE! gél.\f’EEé;?PI!MPEgE!NTES {F 226} policy and procedure that ; "
S5=E ETCPOLIC prohibits mistreatment, neglect, |+ fi
The factlity must develop and implement written and abuse of residents and | . .
policies and procedures that prohibit misappropriation of resident ’
mistreatment, neglect, and abuse of residents property to include injuries of
and misappropriation of resident property. unknown origin. Investigation
FORM CHR-2847(02-08) Previgus Versiony Q0soists Evant I0; 628112
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2%:31am. 11-16-2010 321
14307+ 283 +3506 n213ram.

NOU-BE-2018  18:07 OFFICE OF REGIONAL PRMEE_' Eﬁ 2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OME NG, 0838-0394

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGLIA {X2) MULTIFLE CONSTRUCTION {*3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
R
5385029 B.VIING 10/19/2010
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GEFICIENGY)
{F 226} | Continued From page 2 {F 2286) will be completed for resident
- #20's unwitnessed fall. Al
Th‘Is REQUIREMENT s not met as evidenced injuries of unknown origin will
Basaed on staff interview, review of internal be. investigated lfor posilblc
investigations, and review of menitoring activities, mistreatment, neglect or apuse
the facility failed to revise thair policy and of residents and reported (o the
procedurg, investigate an injury of unknown . appropriate
origin, and conduct monitoring to assure
compli i 110, - vy . .
ﬁndir?glgr\l::rg th their PaC by 101/10. The : The facility will in-service staff
on the change to policy and
Interview with the soclal worker on 10/19/10 at procedure.
1:30 th, re\frealad ah? was raspongible for
.| completing investigations of injurfes or unknown 1 : ‘gt ;
origin. During the interview, the social worker The facility will maintain this
stated an resident #20 sustained an unwitnessed requirement through a quality
fall (:mI 1&:!10. She further stated, and review of indicator that will be monitored
campleted invastigations confirmed, ihis fall was Iy by Social Services and
not investigated. During an interview an 1019710 rpogrtltleg ton A/QI commiltee
at 9:55 AM, the DON atated she did not know if rep '
the policies had been revised, but menitoring to '
enslire compliance was not In place. -
{F 241} | 483.15{a) DIGNITY AND RESPECT OF {F 241}
5s=E | INDMIDUALITY
The facility must promote care for résidents it &
manner and in an environment that maintaing or
enhances each resident's dignity and respeot in
full recognition of his or her individuatity,
This REQUIREMENT is not met as evidenced
by
Based on random observation ang resident and
staff interviews, the facillty falled to assure .
residents were ireated with dignity end respect. N
The findings were: i
Interview with the administrator on 10/18/10 at
FORM CMS-2607(02-00) Previous Veralae Gbaglets Evenl 1D: 828112 Faciity ID: WY000g If continuatian slhaet Page 3 of 20
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{F 241} Continued From page 3 {F241}, R241 *IIIS/ 10
1:18 PM revealedhthe tacility was not In > The facility will meet this
compllance wilh their pian of corraction {(PoC). ; o
The administrator stated thay had just started t requirement by trammf% stafg o
implement parts of the plan on 10/15/10. During proper statt/resident
an interview on 10/19/10 at 9:55 AM, the DON communication and customer
conﬁr:md m: facil';ty hfad1r$ot mat their stated services skills to maintain or
compliance date of 10/1/10, ; T
Observation throughout the survey enhat.lce cach res.x:l:lent s dignity A‘ ‘
revealed multiple instances where nursing staff and respect. Residents #2;
knocked on resident doors but entered without amd—17-will receive care m a
waiting for permission, };Ilau obserlved wEaS an manner and environment that
instance where resident #18 was tipped back in a ot ;
geriatric chair after moming care on 10/19/10 at g‘.‘a“?‘ams gr enhar:ce:?‘ ﬂ}elﬁ
7:10 AM. The resident was not Informed first, and ignity and respect 1n Iu
s/he jerked as if startied; staff et did not speak to recognition of his or her
him/Mer. Another observation oocurred on individuality.
10/19/10 at 8:40 AM when resident #19 was
served 3 meatwhich had been uncovered on the . : .
dining room table since 810, The CNA serving This ~ requirement will - be
the meal did not affer to reheat it untit the maintained by a quality
f#wayqé asked It:«; Esidfnt if '.’:'e elgglwas cold; indicator and will be monitored
e resident repli at it was “cool.” In still ; i :
another observation on 10/18/10 at 8:58 AM, by St;lc il Sg: v1cei and %)I\}
resident #17 was being toilsted and the montaly Toug QA/Q
disposable briaf was pufled down without any program.
warning or instruetions to the resident. The
residant fooked astonished and grabbed the brief,
During the exlit conferencs on 10/18/10 at 4:42 -
-| PM, the 10 people in attendance acknowledged
the instances showed lack of respect for the ,
residents, >
{F 274} | 483.20(b)(2)(ii} COMPREHENSIVE ASSESS {F 274} !
85=p | AFTER SIGNIFICANT CHANGE
A facllity must condtict a comprehensive
gssesement of 3 resident within 14 days after the
factity delermines, or should heve determined,
that there has bean a significant change in the
resident's physical ar mental condition. (For
FORM GMS-2567(02-88) Previous Vergions Dbaolele Evert I} 62812 Fauilily [D: Wy0a0e if contingtion sheat Pags 4 of 20
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{F 274} | Continued From page 4 {F 274}
purpose of this section, a significant change F274 e . : LAS10
means a major decline or Impravement in the The facility - will meet this
rteslgirn\tt;‘s sttaft';:;h thatI will nat normally resolve requirement as evidenced by
itsel O er intervention by staff or by i
!mplemenﬂng standard disease-relsted dlinical all- r§s1de’nt's : w}iﬁ r'nee.tf. the
interventions, that has an impact on more than critenia (o initiate the sigiticant
ane area of the resident's health status, and change of status assessment
requires interdisciplinary review or revision of the will have an  assessment
care plan, or both.) completed within 14 days after
facility determines there has
This REQUIREMENT Is not met as evidenced been a significant change in |
y. status.
!lnslearv;::v with tlhe administrator on 10/18/10 at
: revealed the facility was not in i
compliance with thelr PaC, The administrator The MDS/care plan will be
stated they had Just started to implement parts of reviewed upon completion at
the plan on 10/1510, During an intarview on weekly care plan meetings, by
:0{'}&!1'10 3! 9:?5 Atl\gl.‘ trlla DON confirmed the the MDS Coordinator and the
aciilty had not met thelr stated compliance date i iscipli
of 10/1/10. The DON confirmed all assessments interdisciplinary team metnbers
hed not been completed per the pln of to ensure accurate data has been
correction. The DON stated the faciiity was recorded.
“working on it.”
{F 278} | 483.20(g) - (j) ASSESSMENT {F 278} This requirement will be ;
85=E | ACCURACY/GCOORDINATION/CERTIFIED maintained by in-servicing and
The assessment must accurately refiect the training staff involved in the
resident's status. MDS process. A quality
A redistorsd t indicator has been developed
gis nurse must conduct or coordingte i ; ]
each assessment with the appropriate and $1111 e tx}tllomtored bég;? ’1;
participation of heaith profassionals, OntLy rough Q
program.
A registered nurse rust sign and certify that the
assessment is complete.
Each individual who completes a portion of the
assessment must sign and certify the accuracy of

FORM CMS-2567(02-89) Pravious Verskng Obisiete Evartt 10: 828112
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{X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
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DEFICIENCY)
{F 278} | Continued From page 5 (F 278}
t f . '
hat portion of the sssessment 278 11/26/10
Under Medicare and Medlcaid, an individual who The facility will meet this '
witifully and knowingly certifies a material and requirement as evidenced by all
false statement in a resident assessment is idents MDS will be reviewed
subject to & civil money penalty of nat more than fesidents
$1,000 for each assessment: or an individual who for accuracy.
willfully and knowingly causes another Individug)
o] ciderﬁ? a materig! a;?d false statement in a The MDS/care plans will be
resident assessment is subject to a civil money : i
penaty of not more than $5,000 for each reviewed upon completion bat
assessment, : weekly care plal} meetings, by
the MDS Coordinator and the
Clinical disagreement does not constitute a interdisciplinary team members
material and faise statement. to ensure accurate data has been 5
“recorded. J
This REQUIREMENT s not met a5 evidenced
marvlew with the adﬁi istrator on 10/18/10 at This requirement Wil be
nig n a P ini f
1:18 PM revaaled the fasilty was not in maintained by ;ﬁ%mg fiﬁ
compliance with their PoC. The adminlstrator mvolvcc‘l on thfa process.
stated they had just started to implement parts of A quality indicator has been
the plan on 10/16H0. During an interview on developed and will be
10/19/10 at 9:55 AM, the DON cenfirmed the monitored by IDT monthly
facility had not met their stated compliance date through QA/QI program
of 10/1/10. The DON confirmed the assessments rough QA/QI program.
had not been completed per the plan of corrsgtion
and that monitoring was not yet in place,
{F 280} | 483.20(d)(3), 483.10(k}2) RIGHT TO {F 260)
§8=E | PARTICIPATE PLANNING CARE-REVISE CP
The resident has the right, unless adjudged
incompetent or otherwise found o ba
incapacitaled under the faws of the Stats, to
participate In planning care and treatment or
changes in care and treatment.
A comprehensive care plan must be developed
ORM CMS-2587(02-50) Pravious Versions Obaniete Everd ID:528112 Eacilily 1D: WyDooe
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A. BUILDING
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' 538029 _ 10/18/2010
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(X4} ID SUMMARY STATEMENY OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION X
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ' ECTIVE ’
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) F'?EE"‘ cé&%&%ﬁggggggg i‘qg I"nogkﬁ%gn?frs cw&%mn,
DEFIGIERGY) :
{F 280} | Continued From page § - {F 280}
within 7 days after the completion of the | L’ '
comprehensive assessment; prepared by an F280 11/726/19-
In’:eﬂ_ilgclplmarylteam. that includes the attending "The facility will meet this '
physician, a registened nurse with responsibill ; i
for the resident, and other appropriate staft in ¥ reqmrcmcnt a evldencedlby all
disciplines a8 determined by the resident's needs, residents care plans will be
and, to the extent practicable, the participation of reviewed and updated in a
the resident, the restdent's family or the resident's timely manner or as significant
legal representative; and periodically reviewed chanee indicates
Bnd revised by a teem of qualified persons after g '
each assessment, '
A quality indicator has been
developed and will be
monitored by IDT through
Tris REQUIREMENT i not met 2s evidenca QA/QI program.
¥
Interview with the administrator 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 implement paris of
the plan on 10/15H0, During an interview on
10/19/10 at 9:56 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 statad
all resident care plans had not been revised and ;
that they were in the pracess of avaluating new
care plan forms. . o
{F 281} | 483.20(k)(3)i) SERVICES PROVIDED MEET IF 281) F281 11726110,
58=E | PROFESSIONAL STANDARDS The facility will meet this| = |
The services provided or arranged by the facility req'uirement as eviQenced by
must meet professional standards of guality. resident #27  will have
medication administered within
X the prescribed time to ensure
g:::is REQUIREMENT s not met as evidenced intended therapeutic effect. All
Intarview with the edministrator on 10/18/10 at nurses will be inserved on safe
1:18 PM revealed-the facility was not in medication practices.
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{F 281} | Continued From page 7 {F 281}
compliance with their PoC. The administrator . .
stated they had jus! started w impleraent parts of - Med}c.atlons will be
the plan on 1071513 During an inixview an administered cotrectly to all
1011910 at 955 AM, the DON stated the facility residents.
had not met their compliance date of 10/1/10.
She further stated thai Lining of meaicauon : . :
passes had “impraved significanily” but confirmed Thl.s .requlrement will  be
it was stil an 1ssue. maintained weekly by
Observation on 10/12/7 shewed RN #2 observing and  reviewing
administered medications, inciuding Synthroid, to medication passes and
resident #27 at 935 AM. Reconciiaton of the monitored by Treatment Nurse
medication pass snowed Synthroiet was d directi of DON
scheduled to be given at 7 AN, Interview with the under  direction
RN immaeadiately afta the medication gass through QA/QI program.
revealed he was "¢ Jite cier ™ aba wih
medications. According lo the facliiy's policy
"LTC-Meds-22", medicationy should be
administerad ".. within sl nunutes belore ot after
prescribed time (¢ easuie indanced therapeutic
effect.”
{F 309} | 483.25 PROVIDE CARILGER ATEL 0K {F 309}
§8=F | HIGHEST WELL BEING _
] . o F309 11/26/1G
Each resident must raceive a..'.d_ e faciity mus? The facility will meet this
prowde_the necaessary cale and services 1o attain . t d db
or maintain e highest practical & trysical, req}liremen as‘ evidence y
mental, and psychessaial well-beityg. n resident #18 will be evaluated
accardance with the cempreliesive assessment and have pain assessment
and plan of care. completed to minimize pain.
| Each resident will receive the
i necessary care and services to
This REQUIRERMENT s net 0.t us eviuenced | altain or maintain the highest
by: practicable physical, mental,
Based on obsarvation, medical rerord review, and psychosocial well-being, in
and staff interview, the facaity Taika L ensure accordance with the
staff provided care ard secvicas fo mmirmze pain .
for 1 of 1 residents 418} anw maocace oweal comprehensive assessment and
function for &n unidentled nuone of residents. plan of care.
FORM CMS-2667{02 98) Fravic ug Viersmng Ghiio.g ient ID:E2RN2 Facility 1D: WY0009 If continuation sheet Page B of 20
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PREFIX (EACH DEFIGIENCY MUS F AF. £ CEDED B8Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLY [MEHT B0 00 ME S0 A 1OH) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 309} | Continueu From page 8 09 : . .
¢ } - bag {F 309) Staff will be in-serviced on
The findings were:
bowel protocol. Bowel
Interview with the administrator on 13/18/10 at protocol is implemented and
1 1:18 PM revaakad the facility was 10t in will be updated in a timely
compliance with their PoC. The administrator mamner. All residents will have
stated they had just started 6 impiement puns of bowel assessments completed
the plan on 191510, During or mlorview 00 e. S. P
10/19/10 at 9°55 AM the DUN cariimed the on  admission,  quarterly,
facility had wot ot freir st ! o el noe date annually andfor  significant
of 10’1é1b‘3- : \ y change and the protocol will be
servation on "W v at s T A : tn ey
showeu resident #10 was haing assisted out of implemented as indicated.
bed by CNAs #3 and #4. During the transferin a . i
sit-to-stand lift, the -esident displayed severe Assessment and findings will
facial grimacing, but staff did not otament or be incorporated into the care
appear {o recognaze ihal the gonmating might plan and will include resident
indicate pain Whan questioned by he surveyor, P .
the resicent d.¢ naf answel, St e gilinacing specific interventions
became worse; the 1esa i uoheu ve f st .
were crying withcul ieais, 0 ¥ AN el audng The MDS/care plan will be
RN #2 85312 (he 1830uri 2 417wy il bk reviewed upon completion at
been reparted to Mint. Review of the MAR showed weekly interdisciplinary care
the resident resaived Tvigncl 300 miltgrarns 1 ti bv the MDS
arouna B AM, However, madical rec ¢ Leview plan meetng, by 10e
showed no current pain assessiment or @vidence Coordinator and the IDT
the resident had been evalsated i deiarmine that members will ensure accurate
8 ff\l\l’hl afe; s/he w;.s a;:'eles,':,, up, "’:‘;’.‘“'ﬂ, most data has been recorded. A
effective: fime w adrmmstar pant medicadon. . oy
Review of tie bowel Iredkdng fum wih the quality indicator ha§ been
DON on 10/15/10 at 2 "M reveais, sgueid deve-loped and  will  be
instances wheare fesivenis AL gores diee days monitored by IDT monthly
without a bawel moy 2l aid D lacihiy s through QA/QI program:.
Protoeo. KeG 16k el wldai w il - Lid 1EvIew, '
the DO verified staf iailad o T2 icw e protocol.
(F 311} | 483.25{a)(2) TREATMERT SERVICES 1 a {F 311
5S=E | IMPROVE/MAINTAIN Au.u

A resident is given he appropnate t=atmant and
services 1o Mmantan Or Llisve o oF ner sollities

FORM CMS-2567{02-99) Frevicoy Vorsiors Chy
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(xa} DATE SURVEY
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1011912010

Interview with the admihistrator on 10/18/10 at
1:18 PM revealed the facility was nat in
compliance with their PoC, The administrator
stated they had fust started to implement parts of
the plan on 10/15/10, During an interview on
101510 at &:55 AM, the DON confimed the
facility had not met their stated compliance date
of 10/1/10. Obgervations on 10M9/10 at 7:10 AM
and 8,58 AM showad incontinence care was

provided incomectly for residents #18 and #17,

NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
; 713 OAK STREET
c VIC
ROOK CO MEDICAL SERVICE DISTRICT LONG TERM CARE SUNDANGE, WY 82720
x40 SUMMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF CORREGTION o
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH GORREGTIVE ACTION BHOULD BE COMPLETION *
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO THE APPROPRIATE OATE
BEFICIENCY)
{F 311} | Gontinued From page 9 (F 311} F311 11/15/10}
specified in paragraph (a)(1) of this saction. The facility will meet this
requitement as evidenced by
This REQUIREMENT is nat met as evidenced residents #15, #17, and #19 will
by: be promptly cued or assisted
interview with the administrator on 10/18/10 at while dining. All residents will
1:18 l:;M reveatlhe«tih the facitity was ncrti in be cued or assisted as needed in
compliance with their PoC. The administrator : .
| stated they had just started to impiement parts of 4 timely manner for meals.
the plan on 10/15/M0. During an interview on . .
101910 at 9:55 AM, the DON confirmed the Dietary staff will serve meals to !
facility had not met their stated compliance date - residents and assist with cueing
of 10/110. Observation of 2 meals during the residents when needed.
survey revealed muttiple instances where : . : ,
residents were not promptly cued or assisted ll{emdent' seating during meal
while dining. These instances involved residents times will allow for staff to
#16, #17, and #19, assist with feeding in an
{F 312} 483.25(a)(3) ADL CARE PROVIDED FOR {F312) efficient manner. ‘
$5=E | DEPENDENT RESIDENTS
A rasidant who Is unable fo carry out activitles of The .facility Wil,l maintain ﬂ.l is
dally living receives the necessary services to requirement with a quality
maintain goud nutrition, granming, and personal indicator monitored by the
and oral hygiene. Nursing staff or DON monthly
through QA/QI program.
This REQUIREMENT s not mat as evidenced
by: F312

The facility will meet this
requirement as evidenced by
residents #18 and #17 will have
proper toileting care provided.

All  residents who require
toileting will have proper
toileting care provided.

154

FORRM CRIZ-288 T(02-09) Previaus Vartions Obaglete

Evaat iD: 828142

Paciity 1D wygons
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adedjuate supervigion and assistance davices to
prevent accidents,

'l:'his REQUIREMENT |s not met as avidenced
Y-

Interview with the administrator on 10/18/10 at
1:18 PM rovaaled the facility was not in
compliance with their PoC. The administrator
stated they had just started to implement parts of
ihe plan on 10/15/0. Observation on 10718/10 at
3:13 PM showed CNA #3 wet a wash cloth,
heated it in the microwave for 45 seconds, put i
in a Ziplock bag, and toased it from hand to hang
as it was “a lithe too warm.” The CNA then placed
iton resident #28's back (over ihe clothes). The
resident atated it was "plenty hot," This seme
scenario was cited during the 8/13/10 Federal
survey. Observation throughout the survey
showed wheelchair bound residents did not have
covered turmblers or haiders to secure the
tumblars while prapeliing the wheslchairs. During
an interview on 101910 at .55 AM, the DON
stated the facilly was "working on..." the

6y 1 SUMMARY STATEMENT OF DEFICIENCIES [3} PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH LEFICIENCY MUST BE PRECEDED BY FULL ' :
TAG REGULATORY DR LSG IDENTIFVIMG INFORMATION) ”?EQ”‘ cn‘S“s‘éf‘n%?ESSSEE"’E#ﬂSS f;ﬁ%gn?fm cw;:'gfﬂ ™
: DEFIGIENCY) '
{F 312} | Continued From page 10 (F 312} Staft have h_ecn Inserviced on
{back and forth several times with the same area proper toileting and .mfectlon )
of the wipe for resident #18 and only to the control protocol for residents.
?3}11%:;’5% for resid:pdt#‘l‘i). During an interview on
0 at 9:55 AM, the DON statad her i '
expectation was that perineal care be provided The fmrsmg staff and DON W‘Ill
correctly and 1o the entire perineal area each time monitor weekly. A quality
, a resident was toileted. indicator has been developed
{F 323} | 483.25(h) FREE OF ACCIDENT {F 323) and will be reportéd monthly to
§8=€ | HAZARDS/SUPERVISION/DEVICES QA/QI program.
The facility must ansure that the resident
envirdnment remains as free of accident hazards - 1
as Is possible; and each resident recaives E323 11/24110 |-

The facility will meet this
requirement by resident #26
will be provided an appropriate
hot pack when needed, for back ~
pain. All residenis will be B O
provided an area as free of 1

potential burn risk as s
possible.
Wheelchair bound residents

who need covered tumblers and
holders for their hot drinks, for
safety reasons, now have those
iterns in place.

Staff will be -in-serviced on
appropriate hot pack use. The
facility will maintain this
requirement by quality
indicators to  ensure the
environment remains as free of

FORM CME-2587(02-88) Previous Veraiung Onsolels Eveani ID:89Q112

Facillty 10: W¥0009 1f cantinuabion shast Page 11 of 20
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) ID SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION o
PREFIX {EACH DEFICIENCY MUST B PAEGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG cnnssnepsneggﬁg I;g ér%s APPROFRIATE OATE
{F 323}| Continued From page 11 {F 323) accident hazards_das 13 poss_lb'ré
correctiva action plans but confirmed they had not and each resident receives
met thelr stated compliance date of 10/1/10. assistance  devices, when
needed, to prevent accidents.
The = IDT, DON and
maintenance staff will monitor
monthly and report to the ,
QA/QI program.
Interview with the administrator on 10/18/10 at
1:18 PM revealed the facility was not in
compliance with thalr PoC. The agministrator
stated they had just started Lo implement parts of
the pian on 10/15/10. Obsarvation on 10/18/10 at
3:13 PM showed CNA #3 wet a wash cloth,
heated it in the microwave for 46 seconds, put it
in a ziplock bag, and tossed it from hand to hand
as it was "a little too warm." The CNA then placed
it on resident #26's back (over the clothes). The
reaident statedt it was “plenty hot.” This same
soenario was cited during the 8/13/10 Federat
survey. Obsatvation thraughout the survay
showed wheelchair bound residants did not have
cavered tumblers or holders to secure the
tumblers while propslling the wheelchalrs, During ‘
an interview on 10/19/10 at 8:55 AM, the DON
stated the facifity was “working on.,." the
corrective action plans but confirmad they had not
met their stated compliance date of 10/1/10.
{F 363} | 483.30(a) SUFFICIENT 24-HR NURSING STAFF | {F 383) .
The facility must have sufflcient nursing staff to The facility will meet this
pravide nursing and related services o attain or requirement by  providing
maintain the highest practicable phystral, mental, adequate staffing to meet the
and psychasoclal well-being of sach resident, as needs of all residents. The
determined by resident assassments and e . : '
individual plans of cars, facility will monitor staff for
FORM GMS-2567(02-80) Previous Versions Obsoletr Event 10:628112 Facifity 1D: WY 0000 If cantinuation sheet Page 12 of 20
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BTATEMENT OF DEFIGIENCIES X4 PRO\![DER!SUPP LIEHICLJA {*2) MULTIPLE CONSTRUCTION %3} DATE SURVEY
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(x4 ID SUMMARY STATEMENT OF DEFICIENCIES

PROVIGER'S PLAN OF CORREGTION [X8)

The facility must provide routine and emergency
drugs and biologlcals to its residents, or obtain
them under an agreement describad in
§483.75(h) of this part. The facility may parmit
urdicensed parsonnel to adminlster drugs if State
iaw permits, byt ofily under the generai

EREFIX (EACH DEFICIENCY MUST Be PRECRDED BY FULL PREFIX (EACK CORREGTIVE AUTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIPYING INFORMATION} TAG CROSS-REFERENCED T0 'THE APPROPRIATE * DATE
DEACIENCY) :
{F 353} | Continued From page 12 {F 353} possible - burn-out, - frusiration
and stress. 'Toby Leser was
The facility must provide services by sufficient brought in to facilitate with
numbers of each of the fallowing types of staff to identify problems and
persartnel on a 24-hour basijs to provide nureing solutions to better identify the
gg:g Lolnaanlls.resldents in accordance with resident needs of staff to prevent
burnout and stress.
Except when walved undar paragraph {c) of this
section, licensed hurses and other nursing This requirement will be
parsannel. maintained by a quality
Except when waived under paragraph (¢) of this indicator to monitor appropriate
section, the facility must desighate 3 licenaed staffing levels to adequately
nirse to serve as a charge nurse on each tour of provide care to residents.
. Social Services will monitor on
a monthly basis and report to
Ihis REQUIREMENT is not met as evidenced the QA/QI committee.
Y. |
Interview with the administrator on 10/18/10 at
1:18 PM revealed the facility was not in
compliance with their PoG. The administrator
statad they had jusi started to impiement parts of
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
of 1011/10. Although ataffing had improved, she
stated it was stitl an issue and they wera still
using agency staff. She further stated monitoring
had not yet besi implementsd,
{F 425} | 483.60(a),(b) PHARMAGEUTICAL SVC - {F 425) Co
ge=E | ACCURATE PRQCGEDURESR, RFH 'F425 1 /24‘(](:)

The facility will meet this
requirement by all residents
will receive ordered
medications within an

FORM CMS-2567(02-80) Pravious Versions Obedlete Evenl (D:52B112
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COMPLETED
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NAME OF PROVIDER OR SUPPLIER
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(X4) ID
PREFIX
TAQ

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING [NFORMATION)

0 PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTIDN BHOULD BE
TAG CROSS-REFERENGED TQ THE APPROPRIATE

DEFCIENCY)

c%&sﬁiﬂun
DATE

{F 426}

{F 441}
88=F

Continued From page 13
supervision af a licensed hurge,

A facility must provide pharmacettical services
(including proceduras that assure the acourate
Bcquiting, receiving, dispensing, and
administering of all drugy and biolagicals) to meet
the neads of each resident.

The facility must employ or obtain the services of
a licensed phammacist who provides consultation
on all aspects of the provision of phamacy
services in the facility,

This REQUIREMENT is not met as evidenced
bhy: )

Interview with the adminlstrator on 10/168/10 at
1:18 PM revealed the fectiity was not in
compiiance with their PoC, The administrator
stated they had just started (o implement parts of
the plan on 10/15/10, Interview with the DON an
10/1810 at 9:55 AM confirmed the facility had not
met their stated compilance date of 16MA0. The
DON stated new indicators had been devised but
monitoring was not yet in place.

483,65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designad o provide a
safe, sanitaty and comfortable environment and
o help prevent the development and transmission
of digease and infection.

(&) Infection Conirol Program
The faceliity must estabilsh ap Infeation Control
Program under which it -

{F 426)

{F 441}

L

FORM CMB-2557(0:4-95) Pravioug Versions Obsolele Event ID: 628112
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PRINTED, 1108/2014
MFORM APPROVE[

(1) Investigates, controls, and prevents infactions
in the fauility;
(?) Decides what procedures, such as igolation,

" | should be applied to an individual resident; and

(3) Maintains a record of incldents and correstive
actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Pragram
determines that a resident needs izolation to
prevent the spread of infection, the faciiity rust
lstlate the resident,

(2) The faclity must prohibll employees with &
communicable disease or infecsted skin leslons
from diract cantact with residents or thelr food, If
direct contact wilt ransmit the disease.

(3) The facility must require steff 1o wash their
hands after each direct resident cantact for which
hand washing is indicated by accepted
professional practics.

(¢) Linens

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

1b”nis REQUIREMENT i% not met as evidenced
y.

Based on observation and staff interview, the
faclity failed to enforce agceptable mfection
control prachices among staff. Fallures were
&vident in 3 areas:

a. Facility staff failed to uge proper hand
washing fechnique on 3 of 4 random '
ohservations.

b. Facllity staff fafled to comply with
requirements to keep food and drink oyt of areas

The facility will meet this
requirement by inservicing and
training all staff associated with
LTC on proper hand washing
technique. LTC staff, including

housekeeping, will be
inserviced on PPE, equipment
disinfecting, infection

transmission  prevention and
proper linen handling, storage
and transport.

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

X2) MULTIPLE CONSTRUGTION T
AND PLAN OF CORRELTION IDENTIFIGATION NUMBER: ) "‘"’SSMSE‘#}S{.F*
A BUILDING .
R
B, WING
535029 1011912010
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIP GODE
713 OAK STREET
CROOK CO MEDICAL SERVICE DISTRICT LONG TERM CARE
SUNDANCE, WY 82729 .
o) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF GORREGTIO)
PREFIY (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX F{EAGH GORRECTIVE ACTION sHSL‘Lé" K COMBLENON
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
{F 441} | Continued From page 14 {F 441} '
F441 i 1/15/10
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DEFICIENGY)
{F 441} | Continued From page 15 {F 441}

with the potential for contamination.

-0, Facilty staff failed to properly ciean 1 of 2
countertops used to prepare resident drinks and
snacks.

The findings were;

1. Regarding hand hygiene:

Observation on 10/19/10 revealed 3 of 4 staff
members failed to use proper handwashing
technique when randomily observed at the
facility's hand washing station,

& At 7.40 AM RN #1 was observed to use her
hands to turn off the faucets after washing
instead of using paper towels, thus
recontaminating her hands. Tha RN proceaded to
enters information into resident medical records
and defivered linen to the tub/shower room. When
interviewed at 7:61 AM, the RN described proper
hand washing staps; she was unable to explain
why she did not follow the steps correctly.

b. At 8:01 AM environmental aide #5 was
abserved o reach for paper towels with her right
hand, but used her left hand to tum off the
faucatls, thus recontaminating her hand, The aige
then prepared ice water for resident hydration
handling cups, the ice scoop, and using hoth
hands to seal the lids on plastic drinking cups.
When interviewed at 8:09 AM, the aide was able
to carrectly recite the properly stepe in washing
her hands; she was not aware she performed the
sequence incorrectly.

c. At B:11 AM housckeeper #8 was observed
to wear gloves while emptying 2 irash cans in the
vicinity of the nurses station, one of which had
previously been used by staff to throw away
tisgues used to wipe a resident's nose and mouth.
Stilt wearing the same glovas, the housakeeper
opened a package of paper towels and
replenished the dispenser over the hand washing

FORM CMS-2667(02-B4) Pravious Versions Obzalele

Everd ID; 62BL12

Facilly 10: Wygogs
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(F 441}

Continued From page 16

sink. The housekeaper was further observed to
wagh her hands at 8:21 AM, then use her hands
to turn off the faucets, thus recontaminating her
hands.

2. Regarding drinks in potentially contaminated
areas; Observation on 10/19/10 from 8;24 AM {o
8:46 AM (22 minutes) showed 2 housekeepers
(#6 and #7) kept their drink containers {a coffes
cup and a soda boltle) on the housekeeping cart.
The cart was iocated in a resident hallway and the
housekeepers were cleaning contact surfaces
and emptying trash cans.

The housekeepers were observed to spray
disinfectant on to a cleaning cloth held 12-14
inches above the drinks, Both housckespers
were seen to drink from their drink containers
infermittently; no hand hygiena was petformed by
either housekeeper during the observation period,
When asked about facllity paiicies on food and
drink in areas with a polential for coptamination,
housekeeper #7 stated "It [coffes cup] probably
shouldn't be here, but no one ever says anything
aboutit”

3. Regarding proper cleaning of areas used for
praparing drink and snacks: Observation on
10/19/10 8t 8:26 AM showed housekeeper #7
cleaned the hand wasghing sink with diginfectant
sprayed on a cleaning cloth. She then used the
same cloth from the hand washing sink to clean
an adjacent countertop surface. Btaff were
observed at 8:06 AM to use the counterop when
preparing resident drinks and as a location o hold
several packages of snack crackers.

4. The infectioh control nurse stated in Interview
on 10/19/10 at 2:20 PM that staff received
in-gervice tralning on praper hand washing and

{F 441)
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{F 441} ! Continued From page 17 {F 441}
she recantly began monitoring compliance with F450 o . hi /15710
the techniques covered in training. She The _ facility will ’ P_;lee.t. is
acknowledge she did not routinely manitor requirement by administering in
non-nursing staft for hand hygiene compliance or such a manner that there will be
(F 420) ::’:';';%E:gg#& {F 490 adequate qualified staff to meet
S5=F | ADMINISTRATION/RESIDENT WELL-BEING the ‘residents’ needs, majntain
effective  infection  control
A fa:lig;yin:ust be its::!minla:tenmd in @ manner that program and provide adequate
ena t to use its resources effectively and ifi ision for th
efficiently to attain or maintain the highest q;ﬁlfmd supervision ot e
pracicable physical, mental, and psychosocial Stalt.
wall-beinyg of each resident.
The facility has implemented
: and will maintain a quality
-
b;I:IS REQUHREMENT s not et as evidenced assessment  and assurance
Interview with the administrator on 10/18/10 at program to assure the facility
1:30 PM revealed the facility had not completed identifies issues related to the
the actions staled in their POG for this deficiency. quality of care and quality of
Accarding to the administrator, the facility had just life for every resident in the
begun to implement portians of the POC on o
10/16/10, facility.
{F 514} | 483.75()(1) RES {F 514} L
gs=F | RECORDS-COMPLETE/ACCURATE/ACCESSIB Quality indicators have been
LE developed and will be
The facility must maintaln tlinical records on each :n enitored by the Afmmwgt:'mr
resident In acoordance with accepted professional .0 cns_ure approprate reporting
standards and practices that are complete; in a timely manner by all staff
agcurately documented; readily accessible; and involved in the QA/QI
systermnatically organized. program.  Results of QA/QI
The clinical record must contain sufficient will be reported to the Board of
informatian to identify the resident; a recard of the Trustees quarterly. :
resident's assessments; the plan of care and :
services provided; the resulits of any
preadmission screaning conducted by the State;
and pragress notes,
FORM CRMB-2567(02-88) Pravious Vargigns Obsolate Evani 1D: 82812 Freiity I WYB00s If cordinugtion 2heet Page 18 of 20
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A. BUILDING
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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PREFIX | (EAGH DEFICIENCY MUST BE PRECEDED B FULL - g
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DEFIGIENCY) ,
{F 614} | Continued From page 18 {F514)] .
F514 J1/15/10
This REQUIREMENT is not met as evidenced The facility will meet this '
by: requirement by all residents
lng%rv;ah\: with t|ha admlngitim!or on 10/16/10 at medical records will be
: revealed the facility had not completed satai i
the actions stated in their POC for this deficiency. maintained in an accurate and
According to the administrator, the faciity had just orderly manner.  Staff have
begun fo implement portions of the POC on been trained on appropriate
10/15/10. documentation method to
{F::Bg g‘gh; “?‘(If'i)_‘(_ :E)E?QQMBERSIMEET (F520}  ensure sufficient, accurate and
QUARTERLY/PLANS complete clinical records are
maintained in accordance with
A faciity must . i " accepted professional standards
cilty must maintaln a qualily assessment and i i
assurance committee consisting of the direstor of andd_I practices aggj wil bg
nursing services; a physician desighated by the readlly ~ accessiple 4n
facility, and af least 3 other members of the systematically organized.
tacility's staff,
This requirement will be
The quality assessment and assurance :
commitiee meets at isast quarterly to identify o mitored py ID T and DON
izsues with respect to which quality assessment with a quality indicator. Each
and assurance activities are necessary, and resident’s medical record will
de\{eloFs and implernents appropriate plans of be reviewed as needed
action to correct identified quallty deficienciss. quarterly, annually and/or if a
A Blate or the Secretary may not require significant change in status is
discloaure of the records of such committee indicated. This will be reported
except Insofar as such discloaure is related i the to the QA/QI program.
compliance of such committes with the
raquirements of this section.
Gaod falth attempis by the committes to identify 7 ‘
and correct quallty defioiencies will not be used a3 E20 BN AR
: requirement by the DON, a
physician and three other LTC
FORM GMS-2067(D2-69) Pravicus Versions Oheolels Evard 10:820007 Faclthy 1D: WY aond it continuation shoet Page 19 of 20
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OEFICIENCY)
{F 520} | Continued From page 19 {F 520}
This REQUIREMENT is not met as evidenced staff ~ members  attending
by. quarterly QA/QI meetings. If
Interview with the administrator on 10/18/10 at the medical director cannot
1:30 PM revealed the facility had not compiated he OA/OI meeting, /b
the aclions stated in their POC for this deficiency. atFend t e'Q QI meeting, s/he
According to the administrator, the facility had just will designate an alternate
begun to implement portions of the POC on physician or provider to attend
1%‘_&3!1:3.3"‘3 '110!19110 raat Q:Sah Am rgview of the in their place. The appropriate
gew?xdicatora ggdp gn g:wﬁﬁed?bu?yagmfxm persor{nel will implement plans
monitering had nat been collectad. of action to comrect all quality
problems identified in the
survey process and by the
committee. Implementation
will include
tracking/monitoring plans of
action with identificafion of the
root cause, and solutions to
implementing plan of action
to include deficiencies cited by
the survey team in this survey.
Acceptable standard levels will
be identified to meet the goals
of the plans and will be
reported to the committec at
each meeting.
This will be monitored by
DON, Administration  and
Department Heads of LTC and
will be reported to the Board of
Trustees through the QA/QI
program.
FORM CMS-2567(02.99} Pravious Varsiaas Odaclete Evant 10; 4281712 Faciity 10: Wyaoom
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Public reporting for this collection of information is estimated to average 10 minutes per respense, including time for reviewing instructions, searching existing data sources, gathering and maintaining data
needed, aund completing and reviewing the collection of information, Send comments regarding this burden estimate or any other aspect of this collection of information ineluding suggestions for reducing the
burden, to CMS, Office of Finangial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork Reduction Project (D938-0390), Washington, D.C.
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