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';;f; ﬁ?;ss‘g{(%‘” .EXAMWATION OF SURVEY A resident has the right to exarmine the S
- ) ~{resulis of the most recent survey of the
A resident has the right to examine the results of facllity conducted by Federal or State
the most recent survey of the facility conducted by surveyors and any plan of correclion In
Federal or State surveyors and any plan of effect with respect to the facility, The
correction in effeot with respect to the facility, facility must make the results available
for examination and must post in a place
The facility must make the results available for readily accessibie to resldents and must
examination and must post in # place readily post a notice of their avallabliity, This
accessible to residents and must post a notice of will be accomplished by: 10/13/06
their availability. 1. Survey results date 03/02/05, /
06/06/05 and 08/15/05 have been
laced properly in a convenlent
This REQUIREMENT Is not met as evidenced Ecationpwhpereyresidents and have
by: acoess 10 read all survey results, 10/13/05
Based on staff interview and document review, 2, Anotice has been posted telling .
the facility failed to ensure 3 of 3 survey resylis of their availability to all interested
were posted for public review, The findings were; | parties, _
3. This will be monitored by the 10/13/06 |
Ouring tacilily four on 9/20/05.at 11-AM,-review-of general mahager,
posted survey results revaaled the complaint 4. All steps will be monitored by the 10/13/08
surveys dated 03/02/05, 05/06/05, and B/15/05 QA committee.
were not avallable for public review. Intarview with
a registered nurse on 9/20/05 at 3 PM revezled
she was not aware of the complaint survey
results, Tour on 9/22/05 at © AM revealad the
Surveys still were not avallable, interview with the
-general manager on 9/22/05 at § PM revealed he
Was unaware complaint survey results ware to be
available for public review.’
P 24g 483.15(f)(1) ACTIVITIES F 248
58=
The facllity muat provide for an ongoing program
of acllvities designed to meet, In acoordsnce with
the comprehensive agsessment, the interests and
the physical, mantal, and paychosocial well-being
of each resident,
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475 YELLOW GREEK ROAD
ROCKY MOUNTAIN CARE EVANSTON EVANSTON, WY 82930
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F 248 | Continued From page 1 F24g| F248

The facility will ensure that an ongoing
program of activities that meet the ~ |
S T interestsTand physical, mental and
psychosocial well-being of the residents,
This will be accomplished by:
1. The Activity Director will in- 10/14/05
service nursing, activily and

Th_is REQUIREMENT is not met as avidenced restorative staff on the activity

i . _ program and their level of
Based on observation, resident, and staff : involvernent in the programs
Interview the facility fajled to offer scheduled and that are scheduled for gl
meaningful activities an one of two living units, residents including but not
and falled to provide a varlety of activities on _ - limited to #38, #24 and #16.
oundays to meet ail resident's interests. The They will alsorbe in-serviced on
findings were: the leisure material available in

the unit to help nursing staff
assist with residents’ leisure
time,

2. Activities will be offered In the 10/44/05

1. The following concemns were noted concerning
activities In the speclal eara unit (SCU) on €/21/05
between 12:40 PM and 2;40 PM:
a. Observation revealed three residents (#38,
#24, #16) were seated at the table i the day
-l ———|-reom; CNA #5-did-notoffar oF éngage the
resldents in any activily throughout the entire

secured unit that will fiil their
——time-and-address their needs,

These activities will give

attention to the special need of -

observation, '
b. Review of the September 2005 activity unit those that can't leave the
calendar showed that an aciivity fitted ball toss secured unit.
was scheduied at 1:30 PM. This activity was not | 3. Resident's concem about 10717706 |
offered to any residents in the SCU. : Sunday's activities will be '
¢. At 1:50 PM in the SCU an annauncermertt addressed in the next activity
was heard over the loud speaker saying an plannlng meeting on October
activity ttled grandma's apple ple was starting. No 17 2005 at 1115 a.m. Al this
offer was made to eny residents in the SCU fo fime activity has schedule two
participate In this activity. chef's breakfast one of which
took place on October 2™ and
Interview with the: quality of fife soordinator on one that will take place on
8/22/06 at 9:15 AM confirmed that all scheduled < October 16", Residents #11,
| activities should be offered, She further stated #30, #33, #28, #7, #3 and #10
ghe expacted that games, activity boxes, and will be asked and given the
mavies would be offered to provide meaningful opportunity for their ideas for
activity for residents in the SCU. ' Sunday activities in future
FORM CM$2567(02-69) Provious Vesione Chealefe Bvent ID: UpoMty Fadity ID;  WYD025 If continuation sheet Page 2 of 14
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535038 B. WIRG 09/22/200%
NAME Of PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP COOE
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| ROCKY MOUNTAIN CARE EVANSTON EVANSTON, WY 82030
04y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x3)
PREFIX ,&EAOH DEFIGIENCY MUST 8E PRECEEDED BY FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG EAULATORY OR LSC IDENTIFYING INFORMATION} TAG GROSS-REFERESEEI% I‘[E?ng)ﬁ APPROPRIATE DATE
F 248 | Continued From page 2 F 248 planning.

4, From November forward activity |11/01/08
_schedule will include Sunday |
activily as residents plan for

_ |2 The following concerms were noled conceming-

Sunday ectivities: them in activity planning.
: _ - 3. Will be monitored by QA,
8. Review of the September 2005 activity .
calendars revealed that on Sundays only two ¢. didite Ajﬁfﬂ“z "M’m;ﬁ -
activities were scheduled: 10 AM mavie time, and pARHE € Ottt e diprind
. ; . kil T e
4:30 PM Latter Day Saints (LDS) service (a o. /or38. ey
denominational church service), S per ildal OO Méitfpwe
b. Resident interviews on /21105 at 10 AM Dok cwtthy, “or o Y,
revealed 7 (#11, #30, #33, #28, 17, #3, #10) out e eduihebo i
of 7 residents wanted more activities offerad on aphartedal O ifLe o eﬁéu/ﬂ .
Sundays, Three of the seven expressed that St @WM&&’* Sy 4. /
Sunday church services for reskients who were | E 0 opdiancng 1ot
not members of the LDS chureh should be Lhe. sHlng B i dprumi L=
offared, s 9 ﬂ j@ ,
Amal : AT
Interview with the quality of life coordinator on ,0;/‘«‘ “E 2
9/22/05 al 9:15 AM revasled she was aware that > 101m)
residents wantad more Sunday activities @/ — E'o!-( -
{-———- -because; it came-outof the fast residemnt council f}T \

meeting.”

=253
FS éﬁg 483,15(h)(2) HOUSEKEEPING/MAINTENANGE F 253) rhe facility must provide housekeepin g
- : , d maintenance services necessary 1o
The facility must provide housekea ifrg and anc : Y
meintenance services necassany 1op:mainlafn . maintaln a senitary, orderly and

sanitary, orderly, and-comfortable interior, :zgg;ﬁg:fe?fam' This will be

1, The DON In serviced all staff on | 10/14/05 -

This REQUIREMENT s not met as vidence  propershana procedure for
. : € cleaning |
BV - _ = of the bath tub. °
ased on observalion and staff Interview, the . 2. The DON wili do random checks | 10/14/05

facility falled to ensure tub cleaning was :
performed o ensure prevention of Infection with the staff on cleaning of the

. ' ) b to ensure compliance
during gne of ona obs , P '
The f?n dings wgri:o ervations of tub cleaning. 3. DON will present resuits of the | 10/14/05

audits to QA Committee for
ongoing compliance.
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ODEPARTMENT OF HEALTH AND HUMAN SERVICES | FORM APPROVED
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SUMMARY STATEMENT OF DEFICIENCIES In PROVIDER'S PLAN'OF CORRECTION )
éﬁ‘é;& (EACH DEFIOIENCY MUST BE PRECEEDED BY FULL 1 Prarx (EACH CORRECTIVE ACTION SHOULD BE OOMPLETION
TAG REGULATORY QR LSC IGENTIFYING INFORMATION) TAG CROSS-REFERESSE%Q;I}I’E APPROPRIATE
F 253 | Continued From page 3 F 253

1. Observation of fub oleaning on /20/06 &t 7:20 | _ .| . .. ... _. .
| | AMrevealed CNA #4 sprayed the bathtub with
1/2 strangth bleach and water, She scrubbed and
rinsed the twb two minutes later, She then began
filing the tub for resident #31 who was next on
the bath scheduls,

2. Review of the facility's policy and procedure on
bath tub cleaning revealed “the 1/2 strength
hleach and water or HDQ will be alowed to stand
atleast 10 minutes. Onee the 1/2 strength blaach
and water or HDQ has stood for 10 minutes the
bath tub will be scrubbed down, [The] bathtub wil
then be rinsed out."

3. Interview with the infection control nurse on
9/22/05 at 11 AM revealed staff were expected to
follow infection control policies and procedures
and that the CNA should have waited 10 minutes
prlor to scrubbing and rinsing the tub

F 272 | 483.20, 483.20(b) COMPREHENSIVE F 272
$5=D | ASSESSMENTS

The facility must conduct initially and periodieally
8 comprehensive, accurate, standardized
reproducible assessment of eash resident's
functional capacity.

A facility must make a comprehensive
assessment of a resident's needs, using the RAI
specified by the State, The assessment must
include at least the following:

Identification and demographic information;
Customary routine;

Copnilive patterns;

Communlcation;

Vislon;

Mood and behavior patterns;
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DEPARTMENT OF HEALTH AND huMAN SERVICES FORM APPROVED
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(Xd) 1D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSO IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 272 Continued From page 4 . Fam :_ﬁnf ity wi hat &
. P I'ne raciity wiill ensure ]
ggy :gfﬁ?é%ﬁ';b?:%__ tructural problems:- - —|—-- ——|comprehensive, aceurate standardized. . .
e -C_rblrﬁtineﬁ-ce' g-ana-structural problems; - [reproducible assessment of each
Disease diagnosls and health conditions: lgzsl:cecz:)t;gﬁgﬁggnba;capacuty. This wil
gﬁiﬂ‘ﬂ",ﬂ'&igﬁg;'“°”a' status; 1. The faclly will ensure thata (1011406
Activity pursuit comprehensive assessment of a
Medications: resident wlthh_w 14 days of
Special treatments and procedures; | admission using the RAI
Discharge potentiat; _ specified by the state. -
Documentation of summary information regarding 2. The DON held an in-service to 10/10/05
the additional assessment petformed through the the team on completion of the -
resident assessment protocols; and comprehensive assessment;
Documentation of participation In assessment. instructed on all parts of MDS,
' RAPS and care plans,
timeliness and completions
dates.
3. Residents #39 and #32 have | 10/14/0°
nutritional RAPs completed and
placed in chart, N
- 4. The DON and MDS Coordinator | 10/14/05
This REQUIREMENT is not met as evidenced will do random chart audits
by ' . Quarterly for compietion of all
'Based on medical record review and staff : parts of comprehensive
interview, the facllity failed to perform a assessments, g |
comprehensive assessment for 2 (#39, #32) of 11} 5. Results of these audits will be | 10/14/0
sample residents who required further review of reviewed quarterly by the QA '
nutritional status. The ﬁngfngs were: - Committee meeting to ensure
_ compliance.
1. Review of section V of the 8/1/05 significant
change Minimum Data Set (MDS) assessment for
resident #32 showed that nutritional statua was &
- problem area that required comprehensive
assessmant. A RAP (resident assessment
protocol) module was identified as the
aseessment dacumentation, Review of the
medical record revealed there was no evidence
the nutritional status RAP module or any
hutritional status assessment was performed. [
FORM CMS-2587(02.98) Provious Versiens Obsolele Event ID: UBOM11  Faeitly I wygozs
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FORM APPROVED
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STATEMENT OF DEFICIENCIES X1) PROVDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

536038

{X2) MULTIPLE CONSTRUQTION (%3) DATE SURVEY
A. BUILDING

By WING

COMPLETED .

09/22/2005

NAME OF FROVIDER QR SUPPLIER
ROCKY MOUNTAIN CARE EVANSTON

STREET ADDRESS, CITY, STATE, ZIP OQDE
475 YELLOW CREEK ROAD

EVANSTON, WY 82030

) 10 . SUMMARY ETATEMENT OF DEFICIENGIES
PREFIX (EACH DEFICIENCY MUSY BE PRECEEDED BY FuLL
TAG REGULATORY OR LEC IDENTIFYING INFORMATION)

o
PREFIX
TAG

PROVIDER'S FLAN OF CORRECTION (5)
(EACH CORRECTIVE AGTION BHOULD RE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 272 Continued From page 5

aasessment for resident #39 ravealed nutritional
status was a probier area that required
comprehensive assessment. However, the
column for location and date of the RAP
assessment documentation was blank. Review of
the entire medical racord revealed there was no
Rutiitional status assessment completed.

Interview with the director of nursing on 8/22/05 at
11,35 AM revealed nutritional status assessments
should have been dohe. Further, she was unable
10 find a documanted assessment for either
resident,

F 316 1 4B3.25(d) URINARY INCONTINENGE
$8=D

Based on the resident’s comprehensive

F272

| 2-Review-of seclion-V-of the 4/9/05-anhualMDE—|-- -+~ |- i = mmommerimims wocs

F 815

assessment, the facility must_ensure-that.a
resident who enters the facility without an
indwelling catheter Is not catheterized unless the
resident’s clinical condition demonetrates that
catheterization was necessary; and a resident
who s Incontinent of biadder receives approptiate
treatment aind services to prevant urinary tract
infections and o restore as much normal bladder |
funetion as passible,

"ll)rhts REOUIREMENT is not met a8 avidenced
y:

FORM CMB-2867(02:9) Pravious Versions Obasieia Bvant i0: LBOM11
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DEPARTMENT OF HEALTH AND huMAN SERVICES

PRINTED: 10/05/2005
FORM APPROVED

c RS FOR MEDICARE & MEDICAID SERVICES CMB NO. 0933-0391
STATEMENT OF DEFIOIENOISS {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUOTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
535030 . ViNG 09/22/2005
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
475 YELLOW COREEK ROAD
ROCKY MOUNTAIN CARE EVANSTON EVANSTON, WY 82930
(X4) ID SUMMARY STATEMENT OF DEF|CIENCIES D PROVIDER'S PLAN OF CORRECTION %8
PREFIX (EACH DEFICIENCY MUST i PRECEEDED BY FULL PREFIX {EACH CORREOTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG caoss-REFEREB:ggg ;E% &E APPROPRIAYE bATE
F 315 Gantinued From page 6 F315[F315 ,
Based on observation, staff interview, and The facility must ensure thﬂi @ rasld_ent
, o . who enters the facllity who is incontinent |
i __|medical record review, the facility failed to. provide |- 2
n : of bladder recelves appropriate
care to minimize infection risk for one (#9) of two treatment and services 1o prevent
sample and one (#30) non-sample residents who Featmen’ and services dpr on |
had a urinary catheler, The findings were: gﬂﬁ\rﬁgf;tan{f:é;%": :;‘ P ;:sriﬁtséor%ﬂ:
1. Observation of rasident #9 on 8/20/05 at 6:40 will be accomplished by: .
AM revealed he/she required the assistance of 1. Residents #9, and #30 witbe | 19/71/0
two certified nurse sides (CNAs) for transfer from observed for signs and
the bed to the wheelchalr utitizing a mechanical symptoms of UTI and treat as
lift, The observation revealed the resident had an needed
m;?v"ﬁ? urig:ar\ Eth?ter.dljttrl}rlng ttge 2. Tth?f DON in-serylct:ecfi ?Ii nursing | 10/14/05
vation, place e catheter ba starr on appropriate foley
above the resident's bladder on the resident%. catheter care when transferring
abdomen during the transfer. Observation a resident with a hoyer to
revealed urine flowed back into the bladder. wheelchair. They were
' instrueted that the catheter must
2, O_bservation on 5/20/05 at 7:17 AM revesled always be lower than the
certified nurse aide (CNA) #2 and #3 transferred . bladder to prevent infection,
non sample resident #30 with a mechanical lif 3. The Quality Care Manager and | 10/14/05
from.bed-Inta-hls/er-wheelehair-During-this the RN staff trainer/infection S
transfer, CNA #2 placed the catheter bag on the control nurse/MDS Coordinator
resident's upper thighs near the stomach, Further will do random monitoring with
E}lﬁewtation revealed urine fiowed hack up the CNA's on appropriate care of
ng to tha resident. residents with foley catheters.
‘ o . 4. Mentoring program will be 10/14/05
3. Interview with the diractor of nursing on 6/22/05 provided for all new CAN's for ‘
at 4:50 PM revealed that when handling a appropriate techniques of foley
catheter bag, it shoutd not be placed where urine catheter care.
can flow back up the tubing, 5. All steps will be monitored by | 10/14/05
4. Review of the facility's refarenice regarding gﬂﬁ:ﬂ y for ongoing [
catheter care entitied "Skills and Tachniques for .
The New Nursing Asslstant Textbook, 7th edition
by Glllogl).r and Conley, copyright 2004, revegied
the following information. "To keep a free-flowing
systerp going, the catheter dreinage tubing and
collection bag or container must be properly
placad, The collaction bag or container must
FORM CM3+2567{02.89) Pravious Versions Obsoiste Evairl 1D: UBOM{1: Fatlity ID: - Wyoops
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NAME OF PROVIDER OR SUFFLIER STREET ADDRESS, GITY, $TATE, ZIP CODE
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475 YELLOW CREEK ROAD
EVANSTON, WY 82930

SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFICIENCY MU3T BE PRECEBDED HY FULL
REGULATORY OR LG IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFBRENCED TO THE APPROPRIATE

D
PREFIX
A DEFICIENCY)

(M5)
COMPLETION
DATE

Continued From page 7
always be below the level of the bladder to allow

F 315

.-|{the urine o drain. ... Germs.and bacteria.grow.
very quickly in urine. If urine is allowed to pool or
if the collaction centainer is above the level of the
bladder, these germs and bacteria can travel
back into the body to cause liness,”

A483.36(h)(2) SANITARY CONDITIONS - FOOD
=F | PREP & SERVICE

The facillty must store, prepare, distribute, and
serve food under sanilary conditions.

This REQUIREMENT s not met a3 avidenced
by

Based on observation, staff interview, and review
of facility policles and procedures, the facility
falled to assure expired nutritional beverages
were not available to give to residents, In addition,

F371

The facility will ensure policies and

procedures are followed on expired

nutritional beverages and not given to
residents. Also eaten food items and
dirty dishes are taken care of properly.

This will be accomplished by:

1. All employees wiil be In-serviced
on proper rotation and throwing
away of out dated itemns.

2, All drinks held in the fridge at
the nursing area will be checked
daily by nurses handing the
drinks out to residents to ensure
no resident gets and expired

F 371

the facility failed to assure eaten food itams-and

ditty dishes were not stored with ¢lean dishes,
| The census was 47. The findings were:

1. Observation of the pantry of the nursing tnit oh
8/22/05 at 10:30 AM revealed the following
concems:

a. There was one.can of Ensure Plus that had
an expiration date of 11/1/04. '

b. There were five cans of Magnacal Rena!
drinks that had an expiration date of 6/1/05,

¢. There were twa cans of cholee dm
nutritional beverages with an explmtion date of
11/1/04, and one additional can with an expiration
date of 6/1/05, -

2. Interview with licensed practical nurse #1 on
9/22/06 at 1:15 AM revealed she wag Unaware of
the expired drinks in the cupbeard and that thay

drink:

3. Al drinks have been checked
and disposed of with expired
dates,

4. Drinks will be checked weekly
for expired dates,

5. Anin-service will be done by
DON to all staff to educate each
employee as to the many
concerns this inappropriate
action causes residents,

6. A training class for CNA’s

\ working the SCU to how proper
technique for handling return
trays with dinty items on them

| and placed on the retum caft

: 7o 9o back to the kilchen.

Committes.

7. This will be monitored by the QA

10/14/05

10/14/05

10/14/05

 10/14/05

1014105 |

10/14/05

10/14/05
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SUMMARY &TATEMENT OF DEFIO|ENGIES D PROVIDER'S PLAN OF CORRECTION )
RREX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH GORRECTIVE: ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED f{;?u ?;'%E APPROPRIATE =
F 371| Continued From page 8 Fart
should have been discarded, )
3, Observation in the special care Un-it-dining
room on 9/20/05 at 12:10 PM revealed CNA #5
placed a tray of dirty dishes with partially eaten
food on them into a dietary cart containing a clean
tray of Gups, Qbservation revealed after placing
the tray of dirty items sbove the clean items, she
took the tray with clean cups and placed them in
the special care unit cupboard for resident use,
Interview with the infection control nurse on
| ©/22/08 at 1 PM revealed trays of dirty dishes and
partiaily eaten food items should not be placed an
a clean dletary cart.
387
. ' Residents must be seen by a physician
'.;gfg 3?83,-?-2(0) (1-2) FREQUENCY OF PHYSICIAN F 387 30 days after admission and at least
every 60 days thereafter, This will be
The resident must be seen by a physician at least accomplished by; ,
once every 30 days for the first 80 gayiaﬁer 1. Residents #6 and all residents | 10/14/ps- | -
admission, and at least once every 60 days Will recelved physician services
thereafter, as required and needed.
Medical records and DON will
A physleian visit s considered timely if it ocours monitor,
not later than 10 days after the dateythe visit was 2. Aletter will be drafted and sent | 10/14/05 |
reguirad, 1o all physicians by General
7 Manager to address timeliness
This REQUIREMENT s not met as evidencod of physician visits. Residents
by: will be taken to physician office
Based on medical record review and staff for appointments as needed by
interview, the facllity failad o ansure that 1 (#6) of the RTA staff.
11 sample residents was seen by a physician as 3. Medical records will audit charls 10/14/05
required. The findings were: _ monthly and report to General
‘ Manager or DON. Physican will
Review of the medical tacord revealed resident be nofffied of needed visits by
#8 was re-admitted to the facility on 3/13/05. medicat records.
According to the doctor's progress notes the 4. Audits will be reviewed at least 10
resident was seen on: 3/30/05, 415/08, 4/29/05 quarterly by QA Commitiee to /14/05
ensure ongoing compliance.
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| PROVIDER'S PLAN OF CORREGTION 5
éﬁ‘gr-!& :moﬁuysﬂfgéasgc F&%N;EC;FR%EE&EE%O&SFM PRE)FH( (EACH CORRECTIVE ACTION SHOULD BE WM&E“ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss.nansaeggﬁ% ;re?w &E APPROPRIATE baTR
F 387 | Continued From page ¢ F 387
and on 9/15/05. There wers rio physician visits
documented between-4/29/05-and-9/15/06-
Interview with the director of nursing on 5/22/08 at
11:35 AM confirmed there was no additional
documentation of physician visits for this resident,
F 426 | 483.60(a) PHARMACY SERVICES - F 426 | F426
88=E | PROCEDURES : A facility must provide pharmaceutical
: services Including procedures that
A facility must provide pharmacautical services assure the accurate acquiring, receiving,
(including procedures that assure the aceurate .| dispensing and administrering of all
acquiring, receiving, dispensing, and drugs and biologicals to meet the needs
administering of all drugs and biclogicals) to meet of @ach resldert, This will be
the needs of each resident, : accomplished by: 1014
1. The medication room will be checks 05
weekly for outdates by Don or designee
This REQUIREMENT is not met as evidenced for compliance. 14/05
by: . 2. The DON held an In-service on 10
Based on nhservation, staff interview; and-review- Policy-and-Procedure onexpired T
of facliity policles and procedures, the facllity medications open or unsealed and
falld to assure expirad medications were not discontinued medications to dispose of
available to administer to residents, The census or return to pharmacy. '
was 47. The findings were: 3. The In-service was held to all nursing | 10/14/05
_ staff on proper disposal of outdated
1. Observation of the medication storage room medications,
and refrigerator on 9/22/05 at 10 AM revealed the 4. DON and General Manager wil do  |10/14/05
following concarns: weekly checks to ensure compliance,
8. Accuzyme (debriding eintment) olntment 5, Facliity policy will be covered in in-  |10/14/05
for resident #4 had an expiration date of 8/1 3/05. service for all staff members awareness
( ;aigromet?az;na (aﬂghistamine) 50 milligrams of this area of concern.
mg) 10 ampules for resident 26.had an 6. Will be monitored quarterly by QA
expiration date of 7/18/06, Committec quarterly by QA | 1014105
¢. Five prochtomerazine (antipsyshotic, o v MAL
antiemetic) 26 mg supposories for a teaident 7 Cd( ‘MPQ“M‘L ""’% 3}‘“ b,
who no longer resided In the facility had an c;lmﬂ@m d o ot Lhu D
expiration date of 9/17/05, An additional box with : 1 Ahe - 4
two suppositaries had an expiration date of NE-CT ﬁ'ﬂ
i7" g
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
F DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {(3) DATE SURVEY
)S\IIBTE&?&? CORRE%E%N e IDENTIFIOATION NUMBGR: A BUILDING COMPLETED
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MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP O0DE
476 YELLOW CREEX ROAD
ROCKY MOUNTAIN CARE EVANSTON EVANSTON, WY 82930
SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN-OF CORRECTION X5
l'%qs)l:& {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE co%‘#gmu
YAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
! : GEFICIENCY)
F 426 | Continued From page 10 F 426
D/16/05, '

-——|——d-One-bag-of Intravenous-solution-with-——-
vancomycin (antibiotic)1,5 Gram for a resident
who no longer resided in the facllity had an
expiration date of 9/5/05,

e. One vial of pneumovax vacelne had an
expiration date of 12/1/04.

f. One syringe of hepalitis vaccine had an
expiration date of 9/25/04,

g. Two opened and three unopened viais of
influenza virus vaceine had an expiration date of
1211404, ' .

k. Two one pint bottles of Enulose (laxative)
had an expiration dated of 7/6/05.

3. Interview with the director of central SUppiy
during the observation revealed these expired
items shouid have been discarded,

4, Interview with the director of nursing on 9/22/05 i

S at1:30 PMtonfimed these items should have
baen discarded.

3. Review of the facillty policy on expired
medications, Undated, revesled expired
medications should be discarded. Review of
facility policy #8016 on pharmacy services -
management of drugs dated 5/22/98 revesled
"Drugs fo be destroyed are those which are
opened, unsealed, outdated and discontinued.”

F 454 | 483,70 PHYSICAL ENVIRONMENT F 454
8S=D
The facility must be designed, constructed,
equipped, and maintained to protsct the health
and safety of residents, personnel and the public,
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREOTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PREGEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-nerenegggl% iy gyﬂr—: APPROFRIATE pATE
F 454 | Continued From page 11 F 454 | F454
This REQUIREMENT s not met as evidenced The facillty must be designed, -
by: . fonSt;ucttet?{ elqulﬁnt%ed 3ndr;niaint?mgd_ e
| Based on observafion and staff inlerview, the o prowect the heaith and safety o
facllity failed to ensure the kitchen and tub room ﬁ.sflder']lfsé personne:-a,? ddlhe.pub"c'
floors and a door inio the tub room were § Wi ie accomplished by: 10/14/05
maintained, The findings were: 1. Ecﬁfaﬂgzlgf?;f \ggie}ga;z aan?rl;anlng
1, Observation on 8/20/05 af 10:20 AM and on areas in kitchen. This will be
9/22/05 at 10:10 AM revealad a white and green dona monthly or 2 needed. 10/
build up on the floor underneath and behind the 2. Maintenance will replace pipe 14/05
ice machine that was losated in the iitchen, on back of steamer so tha
Additionzlly behind the steamer and the ovans, water from steamer goes down
there were burnt crumbs of food, and a dark drain and not onto the floor
brown accumulation on the floor. Interview with causing lime build up, 10/14/05
the dietary manager on 9/21/05 at 2 PM revealed 8. The white and green build up
the white and green build up eansisted of "hard was hard water bulld up that has
water spots.” The dietary manager stated the been removed with proper
floor under the ice machine and behind the ovens cleaning technigues. 114105
and steamer should be cleaned monthly. 4. Dietary manager created and | 10
Ziowever. was unaware of the last fime this was fist and will monitor monthly. 10/14/05 - |
A|-— ——|-done; - 3. Monthly findings from the '
maenitoring will b ‘ il
2. Observation of the tub room on 9/20/05 at 7:18 QA quartgrly to :nz[ﬁ:e:rigii;og )‘BB )"i{;@
AM revealed 7 broken tiles undemeath the bath compliance, »’\QE}&" pﬁ’ b ¢
tub, Inferview with the director of maintenance on 6. Broken tiles will be replace, #v* | 10/21/05 J“
9/22/05 at 8:16 AM revealed he was awara of the | 7. Shower hose and wand wil be |10/21/05
broken tiles, but was not planning to fix them until replaced.am It g4 hevog )l e G ry ?Jﬂ op-
@ new bath tub was Installed. When asked how 8. All bath aides and CNA's have 10/1 \ﬁﬂ'{
soon that would be, he stated he did not know, been Informed to check 4/05 |
. ommode after each resident
3. Observation of the shower room on 8/20/06 at | c i
10;30 AM revealed a washcloth wra pped around ﬁﬁvﬁfﬂi ?t?: :":Jiﬁ??s}dm'ts
the flexible tubing of the shower wand st the goes Info a clean sh .
outlet in the wall, Intarview with certified nurse 9. Tub room will b nspectod oF
side (CNA) #1 on 9/20/05 at 10:30 AM revasled " monthly by Mainteninescd O |10/14/06
there wasg a leak, and shs stated that she had told direct Y ol Ganenanice
maintenance "several wesks ago.” During F.rzc‘: or and General Manager,
inferview with the director of maintenanca on i nongs will be reported ‘to QA
9/22/05 at 8:15 AM he stated he wax unaware of 0 ensure ongoing compliance.
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813/04 for a thyroid pane! to be performed
annually, Review of the laboratory reports
revealed no evidence this test was done,

| Interview with the director of nureing (DON) on
9/21/06 at 1:30 PM confirmad this test was not
completed as ordered.

2. Review of September 2005 physlolan's orders

and {olate labomtory tests to be completed

for resident #14 revesled an order for vitamin B12

CENTERS FOR MEDICARE & MEDICAID BERVICES ‘ ;
NT OF DEFICIENCI X1} PROVIDER/SUPPLIER/CLIA (2) MULTIPLE CONBTRUGTION {X3) DATE SURVE
iLgTFELNAEN OF connacmnEs a IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
535028 & WING 09/22/2005
NAME OF PROVIDER OR SUPPLIER ' STREET AQDRESS, CITY, BYATE, ZIP CODE
475 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE. EVANSTON EVANSTON, WY 82830
04) 1D SUMMARY BTATEMENT OF GEFIGIENCIES y L] Jgﬁgg&&&ﬁwg :gﬁgﬁg&gg&ﬂaﬁ camgﬁgﬂou
P%l\gl * n‘aﬁé?ln%glncxlfﬁgg I&‘iﬁ%ﬂ%ﬁﬁ%ﬁﬁ?@%ﬁlﬁoﬁ e cﬂ(oss-aewﬁaﬂggg% E—:?: é‘}y-l,E APPROPRIATE BATE
F 454 | Continued From page 12 F 454
theleak. .
4, Observation of the shower room on 8/20/05 at
1 10:30 AM revealed a commode wae filled with
approximately 4 inches of a yellow tinged liquid,
interview with CNA#1 on 9/20/05 at 10:30 AM
revealed she thought it was urine diluted with
shower wter, She stated the commode ehould
have bean emptied and cleaned aftar the
 resident's shower was given,
!; 502 483.76())(1) LABORATORY SERVICES F 602 |F502
S=D . \
ility must provide or ebtain lab
The facility must provide or obtain laboratory zsﬁ,ﬁ:s' 12-,, me:t ?he r:eeds of its
seIvioas to mest the needs of ifs residents. The residents. This will be accomplished by: |
fafc&:ty is responsible for the quality and timelinoss 1, Residents #1, #14 and all 10114/05
oF the servicss, residents will receive ordered
! ; . lab services in a timely manner,
;rat;.ls REQUIREMENT is not met as ewden_ced This will be monitored by DON
: . i .
Baged on staff Interview, and medical record 2, Egg :\:I:Ciﬁ\es Eﬁ:g{ C‘E}” be
sefvices to meet the needs of 2 (#1, #14) of 11 Records to insure |abs ar
sample residents. The findings were: ordered in the month they are
. due. Medical records will verify
1. Review of the September 2005 physician's i
orders for resident #1 revealed an orz.e.-r dated that all results are obtained from

hospital and place in charts,

3. New admissions to facility will
receive lab work as ordered.
Routine non emergency labs will

; be drawn at the next schedule

f weekly lab draw. DON will

: monitor for compliance.

4. Lab spreadsheets will be
monitored quarterly by QA
Committee for ongoing

10/14/05

' 10/M14/05

 annually in August. Review of the laboratory compliance.
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F 602 | Continued From page 13 F 802
reports revealed no evidence these tests were
done.Interview-with-the-DON-on-9/24/05-at-1:30
PM confirmed these tests were not completed as
ordered,
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