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"~ F 000 | INITIAL COMMENTS F 000

Arecertification survey was conducted by
Healthcare Licensing and Surveys from 1/6/20 to
1/8/20. Also reviewed in the course of the survey
was complaint intake WY00003002.

The following common abbreviations are used

throughout this document:

ARD- assessment raference date

DON- Director of Nursing

MAR- medication administration record F 636

MDS- Minimum Data Set Correction

Less commonly used abbreviations will be Res1c!en.t #133 had their MDS

annotated in each deficlency. Admission Assessment completed on

F 636 | Comprehensive Assessments & Timing F63g| 01/14/2020 with an ARD of 12/19/19
ss=E | CFR(s): 483.20(b)(1)(2)(i)iii) was late per the RAI Guidelines.

§483.20 Resident Assessment Resident #133’s Care Plan was

The facliity must conduct initially and periodically reviewed for accuracy.

a comprehensive, accurate, standardized Resident #184 had their MDS

reproducible assessment of each resident's Admission Assessment completed onL

functional capacity. 01/06/2020 with an ARD date of

§483.20(b) Comprehensive Assessments 12/ _26/ 1 9 was lafe per the RAI

§483.20(b)(1) Resident Assessment Instrument. Guidelines. Resident #184°s Care Plah

Afacllity mt;s:f make i?i o:rmprelejgnsiv;e " was reviewed for accuracy.

assessment of a resident's needs, strengths, . i

goals, life history and preferences, using the ﬁsttatf‘d 1_1f1‘1the 2567, Resident #82

resident assessment instrument (RA!) specified ad a significant change MDS

by CMS. The assessment must include at least assessment with a late completion datg

the following: of 12/17/19, The Resident is due for q

gg)lg:';fgr?:rgﬂma:gngem°ﬂmph'° Information Quarterly Assessment on 02/18/2020.

; Identification
i) Cognitive patterns. :

glv) Communication. Audit completed of Residents

(v) Vision, _-/7 . currently residing in the facility to
LABORATORY DIREGTOR'S-OR PROV) REPRESENTATIVE'S SIGNATURE : )
: $ WA Z : < /O !‘/A = ./l.qnzd 2o
Any deficlen ent ending with an asterisk (*) denotes a deficlency which the institution may be excused from comecting providing & Is detarmined {hat

other safag provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 daja
following the date of survey whather or net a plan of comection is provided. For nursing homes, the abave findings and plans of carrection are disclosable 14
days following the date these documents are made avaligble to the facility. Ifdeficlencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 636 | Continued From page 1 Feag| ensure that there are no late annual
(vi) Mood and behavior pattemns. assessments. This will be done by
sv:l“))l;shycholo%llea;ﬂ well-being. MDS Coordinator,
\/ ysical functioning and structural problems, Resti ; :
(1x) Continence. thzs;:exits who la:.re being admcxltted to
(x) Disease diagnosis and health.conditions cility are being reviewed durin
(i) Dental and nutritional status. the AM morning meeting to ensure
(xil) Skin Conditions. that their MDS's are being completefi
(xill) Activity pursuit. timely.
(xiv) Medications. Systemic
{xv) Special treatments and procedures. Y i .. . .
(xvi) Discharge planning. The Director of Clinical Services will
(xvlla)rdDIocutrt:xentdatl’:llgn of| summary In{onn:;lon provide education to the IDT
regarding the additional assessment performed : :
on fhe cdre areas triggerad by the completion of :.egaréi ng MDE c.ompletlon
the Minimum Data Set (MDS). imeframes utilizing the I'{AI Manual.
(xvill) Documentation of participation in The MDS Coordinator will review
lass‘essmlent. The as:ﬁessment process must MDS’s due for the day morning
nclude direct observation and communication : :
with the resident, as well as communication with gu's‘;ness 'meetmg Monday through
licensed and nonlicensed direct care staff riday with the IDT.
members on all shifts. The MDS Coordinator will review hér
_ MDS scheduler on i
§483.20(b)(2) When required. Subject to the 4 weeks, then eve aovtv]:::d vzeblis}s fg]
timeframes prescribed in §413.343(b) of this oLk Iy e
chapter, a facllity must conduct a comprehensive months with the NHA to validate
assessment of a resident in accordance with the timeliness of assessments.
timeframes specified in paragraphs (b)(2)(i) Director of Clini i i
through (fii) of this section. The timeframes review the mr;csaihs Zr:;ces udl
prescribed in §413.343(b) of this chapter do not . S ona
apply to CAHs. weekly basis for 4 weeks then every
(1) Within 14 calendar days after admission, other week for 3 months and will
excluding readmissions in which there is no communicate with the MDS
significant change In the resident's physical or Coordinato .
mental condition. (For purpases of this section, rdinator any concerns in regard tc
"readmission" means a return to the facliity the timeliness of assessments.
following & temporary absence for hospitalization
or therapeutic leave.) Monitoring
(ii)Not less than once every 12 months.
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F 6368 Continued From page 2
This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
Interview, the facliity failed to ensure
comprehensive MDS assessments were
completed timely for 3 of 23 sample residents
(#82, #133, #184). The findings were:

1. Review of the medical record showed resident
#133 was admitted on 12/12/19. Review of the
MDS assessment information In the electronic
medical record showed an admission MDS
assessment, with an ARD of 12/18/19, was still in
progress and not completed.

2. Review of the medical record showed resident
#184 was admitted on 12/12/19. Review of the
MDS information on the electronic record showed
the admission MDS with an ARD date of 12/26/18
was stili in process and was overdue

3. Review of the medical record showed resident
#82 had a significant change MDS assessment
with an ARD of 11/18/19 and a due date of
12/2/19. Review of MDS section Z0500B in the
electronic record shawed a late completion date
of 12/17/19.

4. During an interview on 1/8/20 at 2:52 PM the
Director of Clinical Services (nurse consuitant)
confirmed the facility was behind on MDS
assessments. She stated the MDS coordinators
were both out in late November, and the facility
was trying to catch up on the late assessments.
F 638 Qrtly Assessment at Least Every 3 Months
§S=D | CFR(s): 483.20(c)

§483.20(c) Quarterly Review Assessment

peag| The facility will audit compliance
through weekly reviews of validation
reports for 4 weeks then every other
week for 3 months then re-evaluate.
MDS Coordinator will report resultsjto
the QAPI committee for tracking ang
trending,

Date of Compliance 2/13/2020

F 638

F g3g| Correction

Resident #5 had their MDS Quarterly
Assessment with an ARD of 12/23/19

FORM CM8-25687(02-88) Pravious Versions Obsoiste Event ID: D3PU11
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F 838 | Continued From page 3 Feag| completed on 01/20/20, . 'which
Afacllity must assess a resident using the was late per the RAI Guidelines.
quarterly review Iristrument specified by the State Identification
and approv%d by %‘Ms not less frequently than Audit completed of Residents
anoe.e mans. currently residing in the facility to
Th.ls REQUIREMENT is not met as evidenced ensure that there are no late quarterly
Based on medical record review and staff assessments, This will be done by the
interview, the facility failed to ensure quarterly MDS Coordinator.
MDS assessments were completed no less Systemic
frequently than quarterily for 1 of 18 sample The Di £ Clini . i
residents (#5) with quarterly MDS assessments. e Director of Clinical Services will
The findings were; provide education to the IDT
1. Revlew of the MDS assessment information in redaimp MBS completion
. Review of the ass ) B
the electronic medical record showed resident #5 timeframes utlhz.mg the RAI Manua].
had a quarterly MDS assessment complated with The MDS Coordinator will review
an ARD of 8/23/19, Further review showed the MDS’s due for the day morning
subsequent quarterly MDS assessment, with an business meeting Monday through
ARD of 12/23/19, was still In progress and not Friday with the IDT
' d. = ; )
Sompiets The MDS Coordinator will review h{r
2. D:trg:g an interview on 118(120 at 2:52 Pllrlatl:)e MDS scheduler on a weekly basis fo
Director of Clinical Services (nurse consultan 4 week:
confirmed the facllity was behind on MDS wett; S thtﬁri; v;rl)&zﬂtler wlt?:k for3
assessments. She stated the MDS coordinators months with the o validate
were both out in late November, and the facllity timeliness of assessments.
was trying to catch up on the late assessments. Director of Clinical Services will
F 645 | PASARR Screening for MD & ID F845| review the MDS Scheduler on a
88=D | CFR(s): 483.20(k)(1H(3) _ weekly basis for 4 weeks then every
§483.20(k) Preadmission Screening for other week for 3 months and will
individuals with a mental disorder and individuals communicate with the MDS
with intellectus! disability. Coordinator any concerns in regard t¢
§483.20(K)(1) A nursing facility must not admit, on the timeliness of assessments.
or after January 1, 1989, any new residents with: Monitoring
(i) Mental disorder as defined in paragraph (k)(3) The facility will audit compliance
(i) of this section, unless the State mental health through weekly reviews of validation
F;‘JRM CMB-2567(02.868) Previous Verslons Obsolete Event ID:DSPU11- Faoillty ID: WY0023 If continuation sheet ﬁage 40f14
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- TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-nsreaagggglg cﬂyi)amnopme DATE
F 845 | Gontinued From page 4 Feqg| reports for 4 weeks then every other
authority has determined, based on an week for 3 n.lonths tl}en re-evaluate,
independent physical and mental evaluation MDS Coordinator will report resultsjto
performed by a person or entity other than the the QAPI committee for tracking an
?I{?t'la‘h mel;,tal hesith ofa:‘mor'i‘ty. prior to admission, trending.
at, because e physical and mental :
condition of the individual, the individual requires Date of Compliance 2/13/2020
the level of services provided by a nursing facility;
and
(B) If the individual requires such level of F 645
sefvices, whether the individual requires .
specialized services; or Carrection .
() Intellectual disability, as defined in paragraph The PASRR Levell II for resident #82
(k)(3)(il) of this saction, uniess the State was completed on 12/16/2019. he
Intellectual disability or developmental disability PASRR Level II Determination Repbrt
?Al;h_‘?hﬂt{ :85 duemdmI&m Pl_lliOl; miﬂdf:’llsslozl has been obtained. The recommendatigns
That, because of the physical and men
condition of the individual, the Individual requires I MNP A SRR SCeval Sl hEvOR U
the level of services provided by a nursing facility; p p
and _ resident #82
(B) If the individual requires such level of i
services, whether the individual requires Identification
specialized services for intellectual disability. All potential new admissions, and fll
residents with primary Major Mental
322363\?0‘)(2) Exceptions. For purposes of this Illnesses and /or primary Intellectpal
(‘I)The.preadmlsslon screening program under Dlsabl.htles could pott?ntlally be. affected
paragraph(k)(1) of this section need not provide by }hls .alleged deficient practice. An
for determinations in the case of the readmission audit will be completed for all currgnt
to a nursing facliity of an individual who, after residents in order to ensure that all of the
::l'nsgf:d":jl't:':d tortehle nut?lnglglc“w' was required PASRR documentation is |in
nsferred for care in a hospital. :
(i) The State may choose not to apply the place and is accurate.
preadmission screening program under ,
paragraph (k)(1) of this section to the admission Systemic .
to a nursing facility of an individual- Prior to admission, all potentjal
(A) Who is admitted to the facility directly from a admissions will have a PASRR Leve| I
hospital after receiving acute inpatient care at the completed, and, if necessary, the PAS
hospital, Level IT will also be completed prior |to
FORM CMS-2567(02-68) Pravious Version Obsolete Event ID: D3PUA1 Facifly ID: WY0022 if continuation sheet Page 5 of 14

24



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/24/2020
FORM APPROVED

STATEMENT OF DEFICIENCIES ol '
RORRGICTRIRG | SR [z oo
i 535024 & e . 01/08/2020
| NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4305 8 POPLAR
IOASPER MOUNTAIN REHABILITATION AND CARE CENTER CASPER, WY 82601 ) ..
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; ident is admitted under a tirhe-
F 845 Continued From page 5 FBa5| oo : !
: limited/categorical ~ approval,  Sodial
(B) Who requires nursing facliity services for the : : i
condition for which the individual received care in .Se.rv ices will ensure that pgensiont LR
the hospltal, and is in place, and that the resident is referfed
(C) Whose attending physician has certified, for a PASRR Level II prior to the 90" day
before admission to the facility that the individual after admission. An education was
is likely to require less than 30 days of nursing performed with Social services regard|ng
facility services. the above procedure,
g:g:ﬁg(k)(a) Definition. For purposes of this Monitoring
() An individual Is considered to have a mental Social Services will review thef PAS
disorder if the individual has a serious mental process, and any identified -
disorder defined in 483.102(b)(1). issues/concerns,  with the QAPI
(i) An individual is considered to have an Committee monthly for three months.
intellectual d;sab::llg if tl:ie lf?dlvlt:ual has an .
intellectual disabllity as defined In §483.102(b)(3 A
or Is a person with a refated condition as Date of Alleged Compliance 2/18/2020
described in 435.1010 of this chapter.
This REQUIREMENT is not met as evidenced
by
Based on medical record review and staff
interview, the facllity failed to ensure a
pre-admission screening and resident review
(PASRR) was completed timely for 1 of 2 sample
residents (#82) reviewed for PASRR screening.
The findings were:
1. Medical record review showed resident #82
admitted to the facllity on 3/28/19, with a plan to
remain at the facility following a faliled discharge
to the community. The resident had a psychiatric
diagnosis of Bipolar Disorder, indicating the need
for completion of a PASRR Level il prior to
admission,
a. Review of the PASRR Level | showed it
was not completed until 7/2/19 and a PASRR
Level il was not completed unti 12/16/18.
b. Interview with the Social Services Director
A (SSD) on 1/8/20 at 3:10 PM revealed the resident _ )
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: D3PU11 Facilty ID: WY0023 if continuation sheet Page 6 of 14
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F 646 | Continued From page 6 F 845

had previously discharged from the facility
following successful completion of therapy goals
and retumed to the facility about 1-2 months later.
He confirmed the resident had a completed
PASRR Level | on histher prior stay at the facility,
but one would still be required on the second
admisslon on 3/28/19. The SSD shared concerns
the facility has had difficulties with timely PASRR
completion in the past:

c. interview with the facility's soclal work
consultant on 1/9/20 at 10:15 AM revealed the
facility was required to complete a PASRR Level
1 prior to admission. She also confirmed that the
PASRR forms for resident #82 were not
completed within the required time frames.

F 877 | ADL Care Provided for Dependent Residents F 677
§8=D | CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who Is unable to carry
out activities of dally living recsives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT s not met as evidenced
by:

Based on medical record review, resident and
staff interview and facllity documentation, the
facility falled to ensure staff provided needed
services for 2 of 2 sample residents (#3, #71) F 677
who were unable to carry out dally living activities Correction
of personal hyglene. The findings were:

interviewed t.
1. Review of the annual MDS assessment dated il has. SecnIftenjews o.
8/20/19 showed resident #3 had diagnoses which determine bathing preferences and is
included obstructive uropathy, diabetes mellitus, receiving showers per wishes. The care

deforming dorsopathies lumbar spine, macular lan has b iewed to reflect
degeneration, and morbid obeslty. Further review P arf| o5 Dean Teview ¢
showed the resident was dependent on staff for preterences.
bathing. The following concerns were identified:

FORM CM3-2567(02-88) Previous Versions Obsclets Event ID:D3PU11 Facity ID: WYD029 If continustion sheet Page 7 of 14
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F 677 | Continued From page 7 Fery| Resident#71 has been interviewed to

a. Review of the care plan dated 10/29/19
showed the resident required extensive to total
assistance by 1-2 staff with showering 1-2 times a
week, and preferred to have his/her showers
before breakfast.

b. Review of the bathing/shower
documentation in the care record showed
between the dates of 12/6/19 at 9:59 PM and
1/8/20 at 4:14 AM the resident recelved showers
only 2 times, specifically 12/11/19 at 1:59 PM and
12/18/19 at 1:59 PM.

2. Review of the annual MDS assessment dated
11/08/19 showed resident #71 had diagnoses
which included muscle wasting and atrophy,
dorsalgia, spondylosis lumbar spine and
sacrococcygeal disorders, Further review showed
the resident required supervision and oversight
for tolleting and bathing. The following concemns
were ldentified:

a. Interview with resident #71 on 1/7/20 at
1:36 PM revealed "l haven't had a shower in
seven days".

b. Review of the care plan dated 12/16/19
showed the resident required supervisory to
limited assist of 1 staff for bathing and the
resident preferred to have a shower 3 times a
week.

c. Review of the bathing/shower
documentation in the care record showed the
resident raceived a shower on 12/27/19 at 1:59
PM, and did not receive another shower until
1/8/20 at 1:47 AM.

3. Intarview on 1/8/20 at 10:53 AM with CNA #1
ravealed "We have just changed to having the
floor aldes do their own baths. There is nota
really good way to make sure they all get done."

determine bathing preferences and is
receiving showers per wishes. The care
plan has been reviewed to reflect
preferences.

Identification

Resident currently residing in the facility
are at potential risk of this finding.
Residents currently residing in the facili
were reviewed for their preferences pripr
to survey entering the building, they ar
being offered showers on days chosen iy
them and their care plans have been
reviewed.

Systemic

On or before Feb 3, the C.N.A.’s have
been educated and designated to focus
on completion of scheduled showers by
the DON/designee. The education
included the Shower schedule based off
resident preferences, which is clearly
organized, If a Resident refuses a
scheduled shower, the nurse will be
notified. If the resident refuses for the
nurse, a shower will be offered the next
day, if still refusing a bed bath will be
offered. If the resident continues to
refuse the nurse will be notified.

FORM CM8S-2567(02-88) Previous Veralons Obsolels
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F 684
§8=D

4. Interview on 1/9/20 at 9:08 AM with the
Director of Clinical Services (nurse consultant)
and the DON revealed it was recognized the bath
plan and documentation needed work. They
stated it was possible residents had gone many
days without a shower. They further steted the
care plan for bathing should be foliowed.

Quality of Care

CFR(s): 483.26

§ 483.25 Quality of care

Quallty of care Is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’ choices.

This REQUIREMENT Is not met as evidenced
by:
Based on medical record review, staff and family
interviews, and review of bowel movement (BM)
records, the facliity failed to provide care for
constipation for 1 of 2 sample residents (#5)
reviewed for constipation. The findings were:

1. During an interview on 1/7/20 at 10:01 AM a
family member stated resident #5 had issues with
constipation. Review of a 12/2/19 nursing note
showed the resident was recelving more PRN (as
needed) morphine, so nursing staff requested an
order for a stool softener. Review of physician
orders showed on 12/4/19 the physician ordered
Miralax powder 17 grams in the morning and
SennaCon 2 tablets at bedtime. Review of the
12/16/19 bowel and bladder evaluation showed
the resident had symptoms of constipation and

Fes4| Care plans will be updated at that time
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F 877 | Continued From page 8 Ferz| The Unit Managers will complete daily

shower audits Monday through Friday
monthly x3, then weekly x3 months.

New admissions will be reviewed for
bathing preferences and added to the
shower schedule by the Unit Manager.

New nursing staff will be educated on
this process during the orientation

process by the Unit Managers/designes
upon hire.

Monitoring

Unit Managers will trend
compliance/refusal of showers through
their monitoring audits and review it at
the monthly QAPI meeting with the
committee to ensure that compliance is
sustained.

Date of Compliance 2/13/2020

F684 Quality of Care
Correction

Resident #5 has not shown any
signs/symptoms of constipation. The cae
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F 684 | Continued From page 9 F 684 plan has been reviewed by the IDT and
received laxatives and/or stool softeners. The updated.
following concerns were identified: dentificati
a. Review of the BM record sho:vad no entification
documented bowe!l movements on 12/5/19 \
through 12/10/19 (6 days). Review of nursing Residents currently residing in the facillty
notes and the MAR showed no interventions, on have been reviewed to ensure that
dh:rﬁmaﬂ';m: "3"“':: ng'“ﬁz""s- to address the they are having BM’s routinely or have
o b;plgevlgwl:)fr;lg\e :hy;&aan-;n oel:ders showed interventions initiated to avoid
no PRN orders for constipation, and there lacked constipation. Their care plans are
evidence the physician was notified of the dated as needed.
resident's lack of BMs during that timeframe. RRCELEClasings
c. During an interview on 1/9/20 at 8:49 AM Systemic
the DON stated the facility did not have a bc;iwal
management protocol and confirmed the resident
did not have PRN orders for constipation: She The nursing s.taff have been educ:tet;i 1 Y
further stated there was no evidence the resident the DON/designee to notify the Physician
hag a Bleror'n Dg‘cem#eli 5'th through mect‘le%ﬂl when a Resident has had no BM for 3
and no evidence the physician was contacted. days, the nonpharmacological method
.R U re plan showed i ]
Wnﬂpa:mo; t:;:dr;emn;:ead. 3:?,9,20 at have not been successful, and no prn
10:12 AM the DON confirmed constipation was orders are in place.
not addressed in the care plan.
F 756 | Drug Regimen Review, Report irregular, Act On F768] DON/designee is completing a daily au&}it
§s=£ | CFR(s): 483.45(c)(1)(2)(4)(5) to ensure residents are having routine
§483.45(c) Drug Regimen Review. BM'’s. Care plans are being reviewed and
§483.45(c)(1) The drug regimen of each resident updated as needed.
must be reviewed at least once a month by a
licensed pharmacist. New admissions are being reviewed by
. I-
§483.46(c)(2) This review must include a review the lDT fo-r risk of constipiftion, care plans
of the resident's medical chart. are heing implemented with
interventions as needed.
§483.45(c)(4) The pharmacist must report any
irregularities to the attending physician and the On or before 02/03/2020 newly hired
facility's medical director and director of nursing, ; ted to the abové
and these reports must be acted upon, nurses are being educated to the abov
FORM CMS-2667(02-08) Previous Versions Obsolete Event ID: DSPU11 Faclity (D: Wy0023 If continuation sheet Page 10 of 14
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F 766 | Continued From page 10 F 768 procedure by the Unit Managers upon
(1) \rregularities include, but are not limited to, any hire.
drug that meets the criteria set forth in paragraph .
(d) of this section for an unnecessary drug. Monitoring
(if) Any irregularities noted by the pharmacist
during this review must be documented on a DON/designee will identify issues
statga?lte' W':iﬁ?; Npoﬁt&ﬂ:::'w to t::k:al through their monitoring audits and
attending physician and the 8 m .
director and director of nursing and lists, ata review it at the.monthly QAPI meeting
minimum, the resident's name, the relevant drug, with the committee to ensure that
and the irregularity the pharmacist identified. compliance is sustained.
(iii) The attending physician must document in the
resident's medical record that the identified Date of Compliance 2/18/2020
Irregularity has been reviewed and what, if any,
action has been taken to address it. If there is to
be no change in the medication, the attending
physician should document his or her rationale in
the resident's medical record.
§483.45(c)(5) The facllity must develop and
maintain policies and procedures for the monthly F 756
drug regimen review that include, but are not Cotrection
limited to, time frames for the different steps in » )
the process and steps the pharmacist must take Resident #6 has had a Pharmacist
when he or she lcf;inﬂffes an irregularity lt‘l;at review completed for the month of
requires urgent action to protect the resident. January and will have one done
Th'ls REQUIREMENT is not met as evidenced monthly as long as they remain in the
Based on medical record review, pharmacy facility.
report review, an; I;taff mr:lllew. thle facility ifaﬂed Resident #44 has had a Pharmacist
to ensiire a monthly medication regimen review :
wits candlucind @ roquired for 5 of & sample review comple.ted for the month of
residents (46, #30, #43, #44, #64) reviewed for January and will have one done
this area. The findings were: monthly as long as they remain in th
facility.
1. Review of the medical record showed resident : ;
8 was admitted to the faclty on 122815 Res.ldent #64 has had a Pharmacist
Review of the record failed to show evidence of a review completed for the month of
pharmacy review of the medication regimen. January and will have one done
Review of the October, November and December
FORM CMS-2087(02-68) Previous Versions Obaolets Event ID:D3PU1 Facity (D: WYD023 If continuation sheet Page 11 of 14
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2019 consulting pharmacy reports failed to show
a review had been done for this resident.

2. Review of the medical record showed resident
#30 was admitted to the facility on 8/27/14.
Review of the record failed to show evidence of a
pharmacy review of the medication regimen.
Review of the October, November and December
2019 consulting pharmacy reports showed a
review was done in December 2019, but not the
other months.

3. Review of the medical record showed resident
#43 was admitted to the facliity on 12/4/18,
Review of the record falled to show evidence of a
pharmacy review of the medication regimen.
Review of the October, November and December
2019 consulting pharmacy reports showed a
review was done in Navember 2019 but not the
other months.

4. Review of the medical record showed resident
#44 was admitted to the facility on 7/2/18. Review
of the record failed to show evidence of a
pharmacy review of the medication regimen.
Review of the October, November and December
2019 consuiting pharmacy reports failed to show
a review had been done for this resident.

5. Review of the medical record showed resident
#684 was admitted to the facllity on 8/6/19. Review
of the record failed to show evidence of a
pharmacy review of the medication regimen.
Review af the October, November and December
2019 consulting pharmacy reports failed to show
a review had been done for this resident.

6. Interview with the Director of Clinical Services
{nurse consultant) on 1/9/19 at 11 AM revealed
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F 758 | Continued From page 11 75| monthly as long as they remains in the

facility.

Resident #30 has had a Pharmacist
review completed for the month of
January and will have one done
monthly as long as they remain in thT
facility.

Resident #43 has had a Pharmacist
review completed for the month of
January and will have one done
monthly as long as they remains in the
facility. ﬂT
Identification

Residents currently residing in the
facility have been reviewed for the
month of January for possible
Pharmacological recommendations by
the Consultant Pharmacist.
Systemic

Director of Clinical Services discussed
the requirements of the regulation with
the consultant Pharmacist on
01/27/2020 via telephone conversatiop
with the NHA present. The NHA
followed the conversation on
01/28/2020 by emailing a copy of FtaL
regulation 756 to the Pharmacist for
her to review for complete
understanding,

DON will review monthly Pharmacy
report to ensure that all residents have
been reviewed. If any Residents had
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F 768 | Continued From page 12 F 766 beep missed the Pharmacist will be |
the pharmacy consuitant was emalling the notified to complete the review within
information, and any additional information the required time frame. DON will
avallable for these residents would be provided. ensure that follow up of

Fs:;?: z%ﬁs%reena&ﬁigmlemmSew&Smmw F812| recommendations is completed timely.

T DON is notifying the Pharmacist when
§483.60(i) Food safety requirements. the New Admissions are entering the
The facility must - facility so that they may be completef
§483.80()(1) - Prooure food from sources within the required time frame. DON
approved or considered satisfactory by federal, will ensure that follow up of
state gr local authorities. e recommendations is completed timely.
(1) This may inciude food items obtained di Director of Clinical Services will
from local producers, subject to applicable State .
and local laws or regulations. review monthly Pharmacy reports
(i) This provision does not prohibit or pravent during monthly visits with DON to
fac&iﬂes from using produloe growlrt!’:n fa?lmty : make sure that all residents are being
gardens, subject to compliance with applicable 3 :

Tfe crowing and foodhandling pracioes. ;(:I\(/)l‘;ei»tv;d and follow up is complete.
(iif) This provision does not preclude residents ; ) =
from consuming foods not procured by the facility. t?arON Vl\lllillutrend any issues identified
ou, is process of the Pharmac

§483.60()(2) - Store, prepare, distribute and reportgs and fgllow up and report on y
gerve food In accordance with professional this to the OAPI C .
standards for food service safely. s to the QAPI Committee monthly
This REQUIREMENT is not met as evidenced X3, to ensure that substantial

by: compliance is being maintained.

Based on observation, review of food DateI:)f Compliance g/ 13/2020
temperature logs, and staff interview; the facility
failed to ensure food preparation areas were

clean for 1 of 1 food preparation areas, and failed
to ensure food temperatures were taken prior to F8iz

service. The census was 82. The findings were: Correction

1. Observation on 1/8/20 at 11:66 AM showed the On or before 1/28/2020 ducation of
food for the noon meal was ready to be served on dietary Zt?ll; was com;‘;eteeducz;ont e
the steam cart. At that time dietary aide #1 dished completion of t ture | )

up 2 meals to go to the secure unit. Review of the P VoL e perallS *IOgsprior;yo

service including pureed foods

FORM CMS-2567(02-96) Previous Versions Obsolsie Event ID:D3PUH Facilly ID: WYo023 if continuation sheet Page 13 of 14
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8. Review of the temperature logs for that
week (1/5/20 to 1/8/20) showed temperatures
were not always taken. There were no
temperatures available for foods served at
breakfast or lunch on 1/6/20, and temperatures
for food ttems at breakfast on 1/8/20 were
lacking. -

b. The logs used were production sheets and
thera was an area to record temperatuires.
However, there was no area to record the
temperature of pureed foods and these were not
recorded for any meal from 1/6/20 to 1/8/20. In
addition, alternatives to the main meal food items
that inoluded hamburgers and hotdogs on 1/8/20
were not listed and did not have a temperature
recorded.

c. Interview with the dietary manager on
1/8/20 at 11:59 AM revealed the expectation was
to record the temperatures of foods prior to
service. He verified the production sheets did not
include temperatures for pureed foods and the
altemative items.

2. Observation on 1/8/20 at 11:45 AM showed the
ceiling tiles and vents above the food service line
had a bulld up of dark colored grease and dust. In
addition, the hood vents above the grill and range
were heavlly solled with grease buiid up. Interview
with the dletary manager on 1/8/20 at 12:28 PM
revealed the celiing vents and tiles had been
cleaned approximately 4 month prior and the
hood vents approximately 2 months prior.

similar findings to those noted.

Systemic Changes

will develop a production log that
includes tools for  documentifig
temperature of pureed foods. The Dini
services Manager or designee will revigw
temperature logs weekly to ensure
completion,

The Dining Services Manager or desigTe
t

The Dining Setvices Manager or designge
will develop a cleaning schedule fo
include ceiling tiles and vents. Weeklly
checks will be completed to ensufe
continued compliance.

Monitoring
The facility will Audit compliange
through weekly review of temperatufe
logs and cleaning schedule for 4 weeks
and then every month for 3 months.
Dining Services manager will rep
results to the QAPI committee for
tracking and trending.

Date of Compliance 2/13/2020
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F 812 | Continued From page 13 F 812 L
temperature logs showed there were no On or before 1/2.8/2020, ceiling tiles were
temperatures recorded for the meal, and replaced in the kitchen and vents clean
interview with cook #1 at that time revealed she
had not written them down. The following Identification of others
conoems were identified with the food
temperature system: An audit of temperature logs revealed
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