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DEFICIENCY)
]
F 161|483, 10(c}7) ASSURANCE OF FINANCIAL | F 51| Drohivaiion and evecifion of the
Sg=p| SECURITY . : FESMN SR _ang_plun of :_:m:reu:tmn deos
not consgfute an admmission of ar

| The facility must purehase a surety bond, or agreemest by the provider of the cuth
otherwise provioe agsurance satisfactory to the of the facty wleged ar conglusions sit

. Secretary, to assure the security of all personal bucth iu the aratement of defiviencie,

j funds of residents deposiied with the facility, The pian of carvection is prepared

angdior executed sodelv becanse it iy
refquickd by the provistons of federal
ang seate lavy. Yor the purpose of any

| This Requirsment is not met as svidanced by: Mlegatiun that the facilivy is not in
Based on recurd review and staff interview, it was EM—*M}P"!M&H—W
determined that the facllity did not have an reine e’ e narUFDRION, thiy
adeqvate amount of coverage In its surety bond TEIpe “"-"—]-f’—f“ﬂ‘fl ‘,",“rmm,mzﬂ of
to cover the amount actually in the persenal funds
accounts. A surety bond Is required as a PR
protectian of manies deposited in the personal
neads aecount of resldents wha choose o have E161 o |
the Eacllity hold their money. The findings Itis the practice of this theility 1o have the
ingluoed: * eppropiate amenot of coverage to insure | '

the amounts that are depasited with this |

Gn 10118405, the Administrator provided the facility. |
survayor with a copy of the faclity's surety bond, 1) The faility sorety bond was fucreased

Tha amount of tha current bond provided $10,000 p 10 $15,000.00 (ficca Thoosaud) onor

| iNSUTancs, abaut 11/13/2005 |

| 2) The: admanisicror and the Business _

L A review of the bank statements for the two ¢ office Manager will assurs that there isan
persohal needs accounts revealed that the adequate amonmt of coverage on its surery |
ending balances on 3005 totaled $11,792.97. bend fo cover the amount acmally in the ‘

: The Diractor of Medical Records venfied that their, - perseaal fonds account.
funds were alt personal needs funds. The bond 3) The Bosiness Office Coordinater hag
was inadetuate to cover the residents' funds betn instracted o inform the

- which ware held by the facllfy. Adwinistrator when there is a goed (o

mcrease the surety bond and when thep
15 a lrge amount in any oné sccount.

F.I 0 | . 4]T11¢Mmiuiﬁmlﬂl‘“ﬂlmumfﬁrfm . N
- ' A acting will be disendsed at least quarterty
The resident has the right to personal privacy ard at the facility QA comimilice meeting
| confldentiality of his er?‘uer peprionai and cllni}t.r':a! : COMPLETION DATE: 1I/AS0005

records,
L g ! H
LAR RY CIRECTOR S COR FROVIIEAMSLRPLIER REPRESENTATIVE S SIGNATURE TITLE (M) LATE
IRy AP At AR B

Any dafisancy stziemant end'T;u wl
other safegliards provide sufflclant pratectlon to tha palients. {Sea instructions.) Except for
follewing tha dete of siervay whother
days folloning tha dete trsee dooum
proqram peHicipation.

n aatarlﬁl-.({'f genatas a daficianey which the |nstitutla

A iy bo axcused fram ¢oraciing aroviding it ks detarmined shat
nare ng lieraes, the fhdings stated above are disglosabkle 90 days
=r not & plan of caerseton is provided, Far nursity homes, the above Yrdings and plars of correction am dise'osabla 14
ahts arz mare avaiab e to the feslllty. |f doficiencies are cited, an approved ptan of cormstion I8 raquisits to cantinusd S
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F184; Contirued From page 1 F g4
Personal privacy inclides accormmpdstions,
medizal treatmant, written and telephone
comiriinications, personal care, vislts, and
-meetings of family and resident groups, but this
does not require the facility to provide a private
roem for each resident.
Except as provided in paragraph (e)(3) of this
seclon, the resident may approve or refuse the
release of personal and clinleal records to any
individual cutside the facility.
The resident's right to refuse release of personal
and clinical records does not apply when the
resldent is transtarred to another heaith care
instiiulion; or record release is raguired by faw.
Thz facility must keep confidential all information
contzined in the resident's renords, regardiess of
the form or storage methods, excapt when
raleass is raquired by fransfer to another F 164
: healthcare institution; law, third party payment ==
; contract; ar the rasicent. Tt thc ioe of this facility 1o eaploy
qualified personnel that have the resident’
care, dignity, and westment a5 a priovity
under the laws of the State and 1he
: Resident Riphi's aot
! 1) The CNA involved in the care for
residemt #5 is no loager emploved by the
Bacility. An all staff mceting was held o
_ 1/2M2005 and ali the issues wens
: i reviewed and the HIFPA compliange
| This Requirement is not met as evidenced by: | g?;ﬁfw m‘fw “‘:;Iﬂidﬁ
i Based gn ohservation, resident interview and for Staff and ingt r}; smfffnyﬂ:e
| recard raview, the facility failed o ensure that one ing and requirements of
- of tar sample residents (#5) was provided privacy pﬁewiumgmm that the mﬁpm“mg pull :
and that confidential resident information was not -
1TLAT1 If sanllruatior, sheet Page 20f 105
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Continued Fram pagea 2
discussed within hearing distance of ather
residents. Tha findings inciudad, ‘

1. Recerd review of sample resldeni #5's
medicai record revealed tha resident had baen
admitted to the facility on 3/2/01 with disgnoses
that Ingluded cardiovascular acwident (stroke),
renal failure, reactive psychosis and damentla,
. The resident's current guantsrly Minimorm Data

| Bet {MDS) assessment dated 10/5/05 indicated
| the resldent had long/shert term memory loss and
I severely impairgd decision making skills, The

: MDOG also indicated the resident needad
: extensive to total assistance with bed mobility,
. transfers, dressing and toileting,

a. {Dbgenvatlor of the resident an 10/18/05 at

: 1:30 PM revealed CNA #1 was proviging
incontinence ta the rasident after lunch and laying
tha resident down for 3 nap. The CHA removed
the resident's incontinent brief and nisther
swealtpants and transferred the resident i the

i bed. Although the CNA piaced a cover over the

| resident, he did not puli the privacy curtains
around the resident or shut the doar of the room
‘after complating the personal care.

b, On 1018/05 at 4:25 PRY an ghservation of the
resident revealed thal the resident had kicked the
:cavars off and was laying on the bed with hisfher

Iower extramities (including the parlneurn}
exposed and observaole from the hallway.
Although stalf members were ooserved o pass
by the room in the nallway, na one antered the
room to cover the resident, pull the privacy curlain,
- QF clage the door,

¢ Anotner chservation on 10/49/05 at 2:40 PM |
revealed sample residant #8 lying on histher bad,
The resident had no Incantinent ariefs or pants on !

STATEMENT CF DEFIGIENGIES l(?h] PROVIGER/SUPFLIERACLLA {22) ULTIPLE GGNSTRUCTICN tx4; DATE SURVEY
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=184 F 184 privacy curtaing, close doote, zssure

residens are removed fram public view
and provide dothing or drapmy v
pmvenl:mcpﬂsamsafhndyparmdunng
persona). care and sexvices including
Resident #5. The plan of care for resident !
| #6 has been chapged 1o indicate the nesd . _
tepujithﬂpmmycmmnwhmthz
vesident is in bed, Oa 10/21/2005, the
Directir of Nurses and the HIPPA,

! compliance afficer informed CNA's and
Nurses that tallong outside of the
resident’s room regarding their care or
atry other {sswes is against resident righis
and it poses o dignily isens,  Sitedf was !
also inforpuwed, that & they paed 1o mlk
about isgoes that they need to fnd ao &rea
thal is away from the resdents

2) The IDT identificd residents who have
a iendemicy 10 expose themselves 1o sssure:
care plan reflegs curent plan of care. All
anyployess are oricntated oo the privacy
pragtices and confidentialiy during
oriemation and reviewed at least aawally

| 31 Cm 1042172005 the staff was in

i serviced on the regident rights with

. cnphasis on providiag privacy duting
cares and the 11PTA, privacy practice
relaled to not distussing resdens
protecied health information i the helis
or public area. The HDM will present the |
“Privacy Policies for Staff Sunumany™
education on an armeal basis. The
informaﬁﬁndisuusmdaitheinsmrice; :
will be included a5 part of the ariehration
for new staff  For poslfagency, the
jfrmation will be placed in the binder
as part of their orienration to the facility.
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i . I .
F 64| Continwed Fmrn page 3 _ _i F 164 4) The HIM or desigace will ask the
and was exposed from the waist down. The wesidemts during the soothly resident
privacy curtain was not pulled araund the bed and . il ¥ they bave heard ¥ oo
the door of the resident's room was open. comfideutial resident information inﬁo;nfg
2 {n an interview with 3 group of residents on 1511: ’ mfffrdm[ : Esmﬁlﬂm'm
10/19/05 at 9.00 AM they indicated that they had T s it the bl 6 Smsure that
_heard statf members talking about confldential ivacy js upheld. This Wilk be moaitored
| residen: information in the haltways, especially at ' ?m mmpaﬂaliagm wetkly for a month, and
aight. ' montlly thereafler.  Resulis of the andils
corrective action talen vwill be discussed
with vhe Quality Assurance apd
F226| 483.13(¢) STAFF TREATMENT OF RESIDENTS = F 246 ASFCSSIENt commities 31 least quarterly.
§5=E | _ |
The facility must devalop and implement writtah COMPLETION NATE: 10212005 |
noilcies and procedures that prohibit -
mistreatment, neglect, and abuse of residents
ahd misappropriation of resident aroperty. )
i

This Requiremert is rot met as evidenced by:

determined that the facility failad to develop and
implement aff requires abuse policies and
procedures. The faciiity failed to ensure trat
abuse policies and procedures were included in
the oricntation of staff, The findings included:

FAILURE TC DEVELOP ADEQUATE
ABUSEMEGLECT POLICIES:

i, Coples of the facility abuse protoco! were
reayested during the entrance conference on
10£18/55, Several policies were given to the

| survey team, titted as follows:

!: o Abuse or Meglect (#303)

‘o Abuse Prevention (#4071)

.0 Identfication of Residents ai Risk for Abuse

Baged an record review and siaff interview, it was

FORM CMS-2867(02-34) Prevlous Versions Obsglete
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F 226| Continued From page 4 F 226 i
{#401-1)
@ Avoiding situations of Abuse (#401-2)
o Investigation of Posaible Verbal or Mental

i Abuse (#401-3)

a,  Aninterview on 10M158/06 at 2,00 FM with the

social service director who provides

crigntationfdraining to staff regarding abuse and

neglect revealed that she was using an old abuse
i policy for her onientation classes, Review of the
~materials she used showed no evidence that the
cabove polisies (#3073, #401, #£401-1, ¥401-2 and
#401-3) were included in the orientationfraining
of stalf,

b. In an interview with the administrator ot :
10M9r05 at 2:30 P, he was asket which sef of O
- poficies were the current policiss and he again
- confirmed that the above policies (303, #401,
#4011, #401-2 and #401-3) were the current ;
policies, None of thess palicies showed when the |
policizs had been adopted by tha fasility or an
affective aate,

o, After the exit conference on 10/20/05 the
medical racords manager faxed three

pollciesforms and indicated these wera the |
policies used in the orientation on abuse. These |
policesfforms wete lhe ones prasentad to the
surveyeor by the social service director, These !
polices/forms did not show wher thess policles
gad been adopied by the facility or an effective
date,

d. Review of the policies which the administrator
had indicated were the current abuse policies
ravealad the following:

! . Tha ourrent abuse policies failed to indicate |
; that an ermployee wauld be precivded from

| |
FORM CME-2567(02-09) Provisus Yorsiars Obsoista 1YLE11 If eantiruaton seel Page & of |05
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F 2261 Gontinued From page § 228

employment for having a finding entered into the
state nurse aide registry concerming abuse,

" neglect, mistreatmert of rasidents or

' misappropriation of their property.

il.  The current abuse polices did not indicated |
that employea screening would include '
verification with all appropriate licensing poards
and registries including those out-of-stata boards
and registries.

il The currant abuse policies did not indicate
 that staff members whe have reported suspected
violations ase protected fram reprisal,

iv. The ourrent abuse polices did not indivate
that positive investigation fndings wollld be

' reporied to all appropriate fvensing buards and
ragistries. i

y. The policies (#401-3) Indicated reportable

: geedrrences ralating fo abuse/neglect far the

. state of Colorade. The policy did not show
reporiahle nocurrences relating to abusefnegiect
for the stata of Wyoming where tha facility is
Incated.

v The Director of Mursing indlcated that i
althaugh they evaluate a resident's needs vefore
- the resident was admit:ad to the Eacility, there was-
no formiprogess o assess the risk for
resident-to-resident abuse and potential
aggressive behaviors that could piace other
| residents ai risk,

' FAILURE TO IMPLEMENT ABUSE/NEGLECT :
POLICIES '

2. Review of personnel files revealed the facility
failed to implement thelr current policies |

i contimumation steet Pugo & of 105
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(42) MULTIPLE CONSTRUSTIC N

w3y DATE SURNVEY

| tegarding abuse and neglect. The facility failed to
iensure that all individuals {including peol agenzy

- staff} who provided personal care to the residents |
* did not have a history of abusenaglact before

previding care to the residents.

a. The current abuse policy (#401) indicated
that all polantial employeas will be screened to
avoid hirng those with & history of abuse of
potential sbuse. Policy (#401) titlea "Abuse
Freventlon”, indicated that background
shecksdicenses/ceriications will be completed
oh alf new hires at time of employment.

h. Review of the contract betwsan the facilty
and the staffing {pooll agency revealed when pool
staff was assigned to the facility, the stafiing

; agency was o fax copies of resume, skills
checkist, individual contrast, Immunization record

| tfor Hapatitis B, MMR(\Measles, Mumps and

: Rubellgliter, T8 Skin Test), and

licensuraisedification o the facility st the time of

sta¥ing agency/facility would ensare that

i individuals from the saffing agency had no
findings of abuse with the Wyorming Board of

iNursing or Murse Aide (NA) registry. The contrect

did have a stipulation that the agency and is

amplovess agreed to compty with all of tha

‘facility’s polivies and procedures.

ic Rewew of staffing schedules from &6/1/05 to
{ 10/20/05 shawed 21 poolfstaff agency employsas
were used to cover hoth nursing and CNA, shifts,

d. Ir an interview with the faciity administrator
on 10305 at 2:30 PM he indicated that the

staff had current licenses and GBI {Criminal
Background Investigation) checks, he indicated

assignment. The contract did not specify how the

staffing agency was responsible for ensuring thelr |

AMND PLANM OF CORRESTN IRENTIF{SATION MUMBER: A, EUILDING COMPLETED
535051 B VNG 10/20/2005
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Dy (D SUMBMARY STATEMENT OF DEFICIENGIES 1o PROVIDER'S PLAN OF CORRECTION o
PREF X {EAGH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE . SOMPLETION
T REGULATQRY 05 LSC IODENTIFYING [NFORMATIZIN TG CROSS5-REFERENCED T THE APPRIPRIATE
[ DEFICIENEY}
F 228| Continued From page € Foog’
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that when pool staff nurses/certifled nurse aides

{CNAS) are first assigned that the staffing agency

 was to zend the resulls of the CBI chack, copy of -

the individual's license and evidense of ;

tuberzulosis (TH) testing. This information was ¢

requasted on CNA#T, #2 and #3 who were :
srrployed by the staffing agency.

i, According to facility staffing schedules CNA
#1 was first assigned to the facility on 7/14/04, No
| employee information was prasantin the facility
until requested by the survey team on 13/18/05,
Tre Administrator ‘ndicated he had contacted the
staffing agency for the contractual inforraticn.
The CB| check had been completed on 10/9:05
| and faxed 1o the facility on 10/20/05, CNA#1's
Himmunization record shawed no evigence that a
. 1B test had been conducted, Evidence of the
CNA's Wyomlng nurse aide certificate was not
available in the fasility urtit requasted by the
SUrvey LEEM.

i, According to facility stafing schedules CNA

| #2 was first assigned <o the facifity on Bf25/05. No

| employee information was present in the facility

s Untll reguested by the survey team on 10/19/08%.

The Administrator indicated ha had contacted the

staffing agency for the contractuat information.

: The GBI check had begn completed on 10/8/0%
and faxed to the facitity on 10/20/08, CNA #2's

" immunization recond showed no evidence that a

TE test had been conducted. Evidence of the

CNA's Wyorning nurse aide certificate was not
available in tha facilty untll requested by the
survey team. Although the CNA had s Wyaming
CNA certffication thers was nd avidence thal the
facility or the staffing agency had called the
Wyaming Board of NuUrsing ta verify licensure
status of thig individual for possible findings of
acuse with the Wyaming State Board of Nursing

|
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) '|
F 228! Continued From page 7 F 226 !

F 226

It is the praciice of this faslity to croploy
cjualified persomasd theat have the resident
cire, ¢ignily, and treatment 45 a poinety
aidd to allow The resident a homelike
environment that i5 foce of Abuse and
Negleet unider the laws of thi State and
the Rosiden) Might's act.

1} According to the Policy and procedure
of the: Bacility, the papers 1egarding Abuse
and Meglect that was faved 1o the Federal
Surveyors has been corrested aod the new
policies given to the pew employees. The |
Incility Podicy and Peocodurcs have been, |
carmected To nefoed;
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CANYON HILLE MANCR 1240 CANYON HILLS ROAD
THERMGCPOLIS, WY 82443
Gapip | SUMMARY 57aTEMENT OF DEF|CIENCIES | D PROVIDER'S PLAN OF CARRECTIGN pE
FHEFIX (EACH DEFICIENCY MUST BE PRECEEQED BY FULL i BAEFIX (EACH CORRECTIVE ACTION SHOWLD BE COMPLETON
TAG REGLLATORY OR LSC IDENTIFYING INFORMATICH) | TAG CROSS-REFERENGED TO THE APPROPRIATE pATE
DEFICIENLY)
F 226| Continued From page 8 | F228 -
| or NA regisiry, : -not biring hose who havebad
_ i backprounds of abuse ate. (including
i, According to facility stafling schedules CNA nursing board) . .
|43 was first assigned o the faciiity on 9/28/05. No | ~Breenings inchule verification of active,
employes information was present in the fagilty lictnse with licensing boards and
until requested by the survey team on 10/19/05. | regigmies nchuding out of state.
The Adminlstrator indicated he had contacted the Staff will be in-seviced and sigh the
staffing agency for the contractusl information, acknowledgement of avoiding abuose,
The CBI check had been completed on 10/19/05 A form has been devised for the Soctal
and faxed to the facility on 10/20405, Evidence ¢f Service Director to assess the residentat |
the CNA's Wynming nurse aide certificate was rik For residtot-io-resident abuse. This
not available in the facllity untll requested by tha will also track aggressive behaviors prier
survay team, Although the CNA had a Wyoming 10 admission '
CNA gerification there was no evidence that the

Facility or the staffing agency had called the _
Wyoming Board of Nursing 1o verily licensure
status of this indivioual for possible findings of

abuse with the Wyoming Board of Nursinger i
registry. '

3. The current abuse policy (#401) indicated
that staff would receive in-service training on
abuse and neglaes upen hire and annually. The
facility failed to snsure that all individusis
(including paol agency staff) who provided

| perspnal care to the residents, received initial

| training and grientation of sbusedneglect pofiches

.and procedures and a general origntation 1o the
; facility and the residents.

a. Review of Infarmation an three statfing
ageney CNAs (#1, #2, and #3) reveaed no
documentation that they were orienled to the
favility or to the faciity's current abusefneglect

23 The: fules of alk current agency staff and i
| facility staff have been reviewed 1o assure |
I ey bave reccived traiving on the

facility’s abuse and neglect Policy and |
| procedure, All Agency staff will mect
the Facility's P/P mquireroenis pear n
goceptiog A shift When any Agéncy staff
i broughs i, all tequired afl information
will be made available to this facitity and
it will be kept on record prior to Agency
personnel aooepting a shift on the floor.

3) On 10421405, the Dirgetor of Nurses, |
the HIM, Social Service Director, and the i
Administrator reviewed the Abuse policy !
and procedure and presented 1o the QA
tearn af the next meeting for Gnal
approval. All std¥ and agency pool staff
were re-in serviced oo the abuse and
negloct Palicy and Procedure manual,

The Administration will review the prg-

pokicies. |
' o admission asscssment prior 1o admission

b, Inan interview with CiNA #3 on 10/18/05 at | and make a decision if the facility can

718 AM, she indicated she had received a timited - =

orizntation 1o the facility. She ind.cated she had .

not received an otientation regarding | !
L

FORMN CHME-2567(02-39) Provious Verslas Cbsolets 1YL811 If continuation sheet Fage 3 of 105
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AND PLAN OF CORREQTION DENTIFICAT.ON NUWBER: £ BUILD.NG COMPLETED

B, WIH 3

| 10202005 _I

CANYQ

mams OF PRCATEIER QR SUEPLIER

STREET ADTRESS CLTY, STATE, 2P COIE

H HILLS MANOR 1270 CANY (N HILLE ROAD
THERMOPOLIS, WY 82443

[y O SUMMARY STATEMENT OF DEF CIENCIES
~FEFLX (EACH DEFICIENCY M.JST BE FRECEEDED &Y FULL
TAG AEGEULATORY QR LSCIOENTIFYING INFORMATION)

F 241
55=0

F 226| Cantinued From page 9

_abusefmagled or a copy of the facility's current
a‘m.. se paliny.

"e.  in ahinterview with CNA#1 on 10M18/05 at
2:00 PM, he Indizated hs had received a imited
origniation to the facllity, He indicated he had nat
received an oriantation regarding abuse/neglect
or a copy of the facility’s current abuse palicy,
iWhen the surveyor interviewed CNA #1 regarding
the care nesded by resident #5 on 10808 at
1:30 PM, he indicated he was not sira what care
was neaded. (See F164 for specifics regarding
chservations of exposure of resident #5}.

493.15(a) DIGMNITY

The facility must promote care for resicents ina
manner and [n an environmant that maintains or
enhances each resident’s dignity and respadt In
full recognition of his or her individuality.

| This Requirement is ot met as evidenced hy:

- Based gn opservation and staff interview, it was
determined that the facility falled to serve and

. aesigt residants with meals in 2 tanner that

recognlzed and enhanced their dignity. This

failure involved 1 sample resident (#€) and three

i supplemental residents (#1171, #15, and #16). The

Andings included:

1. Observations of the evening meal service on
10/18/03 from &:00 PM to §.55 PM revesled a
Certifled Nurse Aids (ONA) was feeding residents

It ' FROVIBER'S FLAN OF CGRREGTION ) :
PREFLY (EACE CORZECTIVE AS™ION SHOULD BE W’-gp':ETlﬂ"
TAG CRAOSE-REFETERCED T THE APPROPRIATE =
OEFRGIENCY)

F 226 ‘ meet 1he neads of (he resident who

. exhihits aggressive behaviors.

i

4) The Adminisirator or designes will

monitor complinnce on a monthly basis
. and as needed thereafter. Results of the
| audits with gommeative action taken will be
diseussed with the Quality Assurance and
Assesament commities at least quarerly.

COMPLETION DATE: 12/07/2005

S 7 ]

i Itmthﬁpmcuuauftbf.fmlﬂymupmm
Faoat. and provvide services in oapliance with -
all applicable Federal, State, and local
laws, regukaticos, 4nd codss, and with
accepted professionsl standands and
priuciples that apply 1o professiooals |
providing services lu snch a facility. !

13 On 10/21/2005, the Direcior of
Nursing addressed in an all giaff mestiog
that &l residents are to be froated at alt
times with respect and dignity, The stadf
wa3 informed that standiag up and i
fiveding was umacceptible and thaithe |
Ades ned to sit down while feeding s
all v, The staff was alsg foformed
that tatking in this area needed w be
directed to the resident and that the
resident needed to be the madn focus of
the yorsing Staff Residents’ #6, #11, and
#lﬂmumaﬁmsﬁeﬂmﬂ]cdjmgmas
indicated. Resident #16 is independent in

while standing at thair sige. The CNA was ADL s
i asaisting 3 residents (#11, #15, and #16) seated himfhar::‘lif::dmgﬁ ﬂmem
at a square table, The CNA want fram resident fo recoiving assisiann:
I resident, giving thae residents’ hites of food witho )
FORM CMS-266T(02-80} Pravious Verslans Qbsaleta TYLE1T I 0 Wi alsa she Page 13 of 105
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STATEMENT OF DEFICIENGIES  [(%1) PROVIDER/SUPPLIER/ILIA (X2} MULTIPLE CONSTRUCTION (X3; DATE SURVEY
AHD PLAN OF CORRECTION IDENTIFICATION NUMEER: A PULCING COMPLETED
525051 e 10/20/2005
NAME QF FROVIGER OR SUPPLIER ETREET ADDRESS, CITY, STATE, ZIF CODE
CANYON HILLS MANOR 1210 CANYON HILLS ROAD
THERMOPOLIS, WY 82443
(Xa] |D SUMMARY STATEMENT OF DEFIGIENCIZS I o PROVIDER'S ALAN OF CORREGTION T s
PREF{X (EACH DEFICIENCY NiUST BE PRESEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ° conpLZnon
TAG REGULATORY OR LSG ICENTIFYING INFORNATION) A% CROSS-REFERENCED TO THE APPROPRIATE
DEMCIENGY)
F 241 Continyed Frem page 10 F241 :
¢Lalng, withaut teling the resident what food thay ilafﬁﬂ:ﬁlﬁ %liﬁ ﬂmﬂaﬂi
ware belng fed or without talking to each residant : staff should hﬂ'nrmthﬁ%idmts of The
. while they were being fed, The CNA was heard food thut they are fosding and what the
Htalking o ancther staff at the next table while resident it AbanL 10 Sonsmne
continuing fo feed these 3 residents. Resident #5 ) j
was also seated 2t this fable but was able 1o eat ; i
: by himherself and was not cued by staff when ﬁ%ﬁl&ﬂﬂiﬁm Ofﬂm:
' the resident pushed himselfiharselt away from the et o T
table. This resident had baen identified by staff as s To Rfbrantion dlsoesee ot the in
haviny 2 slgnificant walght toss and needing - oes will be inchuded os oart of the
encouragement to eat. The CNA did not offar STVICRS A Fpa:t
seconds to this resident and continued to visit QUEDIARON Ior Lew Stall. ¥or .
with coworkers. pooliagency, the information. will by j
placed in the binder as part of their
Interview with the dietary manager on 1G/18/05 at | oreatation to the facility. '
6:40 PM identified the four residents at this table | . ,
as neeting to be cued and assistad with meals. 4}£h3 Director of thucses or dmﬁrm
The faciiily falled to provide an envirenment ta w g‘“’;‘;ﬂr mnﬁlphz‘m W mmin a
enhance each resident's dignity and respect month sud monthly theseafter. Any weads
during the medl service, will have comestive acr'mntakenauduﬂl
be repatied to the Quality Assurano: and |
' Assessmcin copuimittee af least quarizrly.
F 253| 483, 15{h)(2) HOUSEKEEPINGIMAINTENANCE F253| COMPLETION BATY: 11112005
58 DE The facility must provide housekeaping and
maintenance services necessary to maintain a o E233 . » '
sanitary, ordery, and comortable interior { Iis the practice of the facility (0 opezal
) | and pravide services b compliance with'
* all applicable Federal, Staze, and local
This Requiremen: is nat met as evidenced hy! laws, regulations, and codes, and with
Based on observation and staff interview, it was accepted professions] saodards t?:]:nld
determined that the facility failed to maintain the principles that apply to pmfegm s
facility in a sanitary and arderly manner. The providiog seryioss in such & faotity. !
“findings included: 1y On or before 10/21/2005, the Directer i
of Maintenance: and the Housekesping
1. On 10M18/CH, starting at 9:23 AM, the | Supervisor developed a aleaning and
followeing observations wers made: repair schedule far all of the items listed
a3 deficiencies. The list i5 as follows:
a) Inroem 29, the heater unit covar located !
along the wall under the window wags partially off |

FORM CME-2567002-80) Freviays Yarsions Obsalate
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DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED
ZEMTERS FOR MEDICAREﬁ: MEDICAID SERVICES CMB MO, 05280381
STATEMENT OF DEFICIENCIES K1) PROVIDERISUFFLIERIGLIA ¥ KIULTISLE GONSTAUS TN 1
AND PLAN OF CORRECTION L[ :I IDEXNTIFICATIAN NUMBER L IBUILDENIE ™ lxa}gg;ifgﬁgg
B. WING
! 535081 142012004
NAME OF PROVIDER QR SUFSLIER STREET ADDRESRS, GITY, STAYE, 2F DOGE
CANYON HILLY MANOR 1240 CANYGHN HILLS HOAD
THERMOPOLES, WY BZd4)
4] 1D SLMMARY STATEMENT OF DERCIENCIES | [ PROVIDER'S PLAN DF COSREZTION I
BEEFIX {EACH DEFRIGIENCY MUST BE PRECEEDED B~ FLLL RAER (EAGH CORIECTIVE AOTICHN SEOULD BE CORFLET ON
TAG REGULATORY OR L5C IDENTIFYING [NFORNMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE LATE
DEFICIENSY)
B I - T
F t = 3 ntaciing carpet places for bi
;‘.53i tﬁr‘g%r;iid Fram page 11 F 253 9 Co " for bids
! ) on the dining mom floor
"b) In room 16, the heatar unit cover located b) iﬂmﬁdm;smm locks in the
: along the wall under the window was partialy off . : :
tné hooks “The bathroom had a strong wrine odor 2 E;ﬂdﬁﬁmagfd t?:?am staft
emell. The tile floo: in the resident's room had dint P :
and stains on it cavers. Saff ted on
' i 11722005
¢ During the inftial envirenmentad tour an d} m“ﬂ@@mﬂ. mﬁmam
10/18/05 from 8110 AM to :45 AM, the heater ! OUEEXE *;E m;g:m >
uniit Iri the bathroom in room 2 was partially loose veekly basis. Fans
and hanging off the wail and 34 were cieaned on 10/19/03
’ &) Replace the worn chair in mem
. 34 and add a mong intengs
. A4 .
d. Observaticn on 10/19/05 from 310 PM o al . schedule for e TGO

440 PM during the tour of the environment with
maintenance staff and the Administrator, the
heatar covers wera discussed. The maintenancs
staff reported that the covers of the wall heaters
were frecuently bumped and disledged from their
hooks. He reported staff was to replace covers on;
the hooks ar el maintenance if repair was
needed. Ha also reported they had beer [ooking
for & replacement cover for the type of units they
have but had net found a repiacament thus far.

12, The bedside dresser in room 11 had a _
mmissing strip of veneer off the front of he aresser,
creating a raugh and uncleanable surface. )

3. Durirg observations on the initial tour of the
facility on 10/18/05 at 8:30 AM with Nursing Staff, |
' urine cdars were present in the halway by reom |
34, These odors persisted through the survey.

Obaervation on 10{18/05 from 3:10 Pid to 4:40
PM during the tolir of the environment with
maintenance staff and the Administrator revesled
urine adars were gresant in the hatiway by room
34 andg in room 34, :

Room 16 was deep cleaned

fy Replage all the dompsters and
lids, Complated on 16/19/05
Blinds will be replaced in the
dining room by 11304035

%) Hand mail will be mstalled in the
dining room by 11/20/03

Room 16 had been cleansd and a !
gchedule i5 being formulated to remove
the tinelsum i the bathroom and replace |
it vAith 1ife and the bedside dresser in
Room 11 has bean replaced.  NHA will
review woeds for repair of furmiture in the
residents” rooms an rounds, Corrective
action will be taken as aesded.

2) The Housckeeping and Maintenance |
director completed an inspecion of the
facility to identify any additional cleaning |
or Mainfensmee needed and correctve
action tken as indicated. A notchbook is
kept at the norsing statian for the .
maintenance parson, o checd: any repair

FORy ChE-2567(02-59) Previous Yarslons Obeclete
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FORM AFPFROVED
DME NG, 0838-0381

1 an intgrvisw with the Housekesping Supenisor
on 1072005 at 8:30 AM she reporied that urine
odors had been an ongoing problem in room 24,

. Residert #18 who resided in room 34 had a
persunal chair which needes io bereplaced. This
replacement nead had been reparted back in
January 2008 howewver the chair had not been
replaced,

" In an interview with the corporate nurse
consultant on 10/20/05 ai 8:45 AM, the vrine
pdors in raom 34 ware reported, The nurse
cansciant then proceeded to room 34 to check

i Rasident #18's chair. Resldent #18's recliner was
positonad next to doar to the room, The chair

! wias a blue cloth racliner
and had a strong uring odor, The back rest of the
chair was also misshapen, leaving gaps and
unpaddded aress where the resident would sit
The nurse consulant confirmed that urine odor
was present and indicated she would talk fo

: sncial services about getting this resident's chair
raplaced. ‘

4, Obsarvation noded fans in the faciity which
wate in need of ¢laaning. i

]
~a. There was a large fan sitting on the desk at
the nurses station. The fan was turned on blowing
over the hurses statian as welt as a hallway
tsading to the dintng room. The fan had a bulld up
of dust and debris and was in need of a thorough
cleaning,

b Room 34 where two residents resided had a

| fan sitthg on the resident's smafll dresser. The fan
i had & build up of dust and debrls an the covering

' as well as the fan blades,

c. Rpoom 38 whare one resident resided had a

which had a stained seat| -

STATEMENT 9F DEFICIENCIZS 1) PROVIDERISUPFLERGLIA (X2} MULTIPLE CCNSTRUCT ON (i3] DATE SLRVEY
AND FLAN OF CORRECT Gk IDEMTIFICATION HUMBEF: A BUILBING COMBLETSD
' B. WING
535051 10/20/2005
NAME GF PROVIDER O SUPPLIER STREET ADDTESE, CITY, STATE. 7 CODE
CANYON HILLS MANOR 1210 CANYON HILLS RDAD
THERMOPOLIS, WY 82443
[ELARI) SUMMARY STATZMENT OF DEAICIENG ES | 1w} FROVIDERS PLAM OF CORAECTION (xE)
FREF:X IEACH DEFICIENGY MUST BE PAECEEDED BY FULL PREFIX [EACH CORAECTIVE ACT.ON SHOULD BE . GW{,':ET'DH
Tas REGULATORY OR LEC IDENTIFYING INFQRRLRTICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
F 253! Continuad From page 12 F 253!

aeeds found by all staff or honsckeeping. = |
He will imtial and date when compleiedd.
‘ For andditionsl cleaning needs the
Bouseleeping staff is notified of the room
i or &rca needing cleaning. The NHA will
U make daily ronnds ta check for cleaning
and repair needs, The NHA will montor
the mainienance work orders at leasl
weekly to assure repaiss are completed
timely, O weshends the mazager-on-
duty will make rounds 1o do follow-up oo
cir:amng nesds that pocd immediate .-

attention Chowge nurses will do follow |
tp a5 well. FMMW%M]{E&pmH
i5 not svailable, nurang staff bas accass

to mops and other cleaning matsrials ||

3} By 1170472005, the Direstor of
Maimenatee and the Houscleoeping !
Supervisor implemented this cleaning and ,
repoir schedale for all of the gems lized -
j as Aeficiencies. The Housekeeping staff

was T, serviced on the clearing schedale

and duties on 11715708, The information
‘ discussed at dhe in services will be

included as pant of the orientation for new
| staff. For poolagency, the informarics
will be placed in the binder as part of
‘ their arieniation to the faciity.

i 4} The Director of Maintlenance and the
Housckeeping Supervisor or degigoge |
will menitor compliance weekly fora !
month and monthly therealter. Any trende |
with corrective Aot ta::n will bﬂmd
rted o the Cuality Assufancs
fs}:;mem commites ar least quatitdy.

COMPLETTON DATE; 11/30/2005
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535054

(XE) MULTIFLE CONSTRUCTION
£ BULRIMG

B, WWEHG

X2 DATE SURVEY
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10/20/2005

NAME [OF PROVIGER O, SUPPLIER
CANYON HILLS MANOR

STREET ADDRESSE, CITY, STATE, &P GODE

1210 CANYDN HILLS ROAD
THERMOPOL!IS, WY 82443

%43 1D
PREFIX
TAL

SUMMARY STATEMENT OF DEFICIEWCIES
REGULATORY GR LSC IDENTIFYING INFORMATION) |

i
[EACHH DEFICIENGY MUST 8E PREGEEJED BY FULL P

T PROVIDER'S PLAN OF CORECTION |

%3
PREFIX (EACH CORRECTIVE AGTION SHOULD BE ) W’-‘ﬂ“'““
TAG CRO55-REFERENGED TO THE APPROPRIATE

" CERGIENDY)

TE

F 253

F 272
S5=E

! blowing in the direction of the resident. The fan

' iood and behavior patierns,

Continued From page 13
fan sitiing on the dressar. The fan was on anc

had a build up of dust ang debris on the coverng
as well a5 he blades and was in need of a i
thorough claan.ng.

483.20, 483.20{p} COMPREHENSIVE
ASSESIMENTS

| The facility must conduct initially and parlodically
ta comprehensive, accurate, standardized
reproduciale assessment of each resident's
functicnal capacity,

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

[dentification and demographic informatlon;
Customnary routine;

Cognifive patterns;

Communication;

Yision,

Poychosocial well-belng;

Physical functioning and structural problems;
Continence; '
Cisesse dlagnosis and health conditions;
Deantal and natritional status,

: Skin conditions;

Activity puirsuit,

Medications,

Special treatments and procedures;

Dischargs potential;

Documentation of summary information regarding
the addYional assessment performed through the
rezldent assessment protocols; and
Cocumantation of participation in assessment.

253

F272 |
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BTATEMENT DOF DEFICIEKCIES 1} PROVIOERIBUPPLIERT A {#2] ULTIPLE QLNETRUCTION (X3) DATE SLURVEY
AND PLAN OF CORRECTION [DENTIFIGATICN MUNMEER: A BUILDIHEG COMPLETED
B. WING
535054 10/20i2005
hAKE OF PROVIOER GR SUPRPLIER STREET ADIRESE, CITY, STATE, ZIF CODE
CANYGH HILLS MANGR 1210 CANYON HILLS RODAD
THERMOQPOLIS, WY BZ443l
{48y 0 SUMKMARY STATEMENT GF DEFIGEMNCIES e ' PROVIDERS PLAN GF CORRESTION (%5)
BEREFD (EACH DEFLGIEXNCY MUST HE PRECEEDED 2 FULL PREFLX, ([EATH SORRECTIVE ASTION SHOULD BE ¢DMDFL$£ It
TAG REGULATORY OF L30 |BENTIFYING INFORMATION TAL CRENSE-REFERENCED T THE APPROPRIATE A
I | BEFICIENSY)
. , ' !
F 72| Continued From page 14 F 272

! This Requrement is not met as evidented by:

i Bassd oh record review, observation and staff
intarview, it was determined that the faclllty failed
to accurately completa the Regident Assessment
Instrurnent (RAI} as specified and regulred for
four of ten sample residerts (#3, #1, #4, and #3)

L and to assess the sleep patlers for the

| cantinued use of sedativedhypnotic medications

for one of ten sample residents (#4; and che

| supplerriantal resident (#17) . The facility failed o

document the intake of &l nutritional supplemants

and snacks which were assessed and care
ptanned for the residents and to consistantly
document the ;taka of the bedtime snask for all
residents. The findings included:

RAP SUMMARY/UUSE OF RAL

| 1, Record review of sampla resident #3's 1/13/05

| RAP Surnmary form reveated that the location

* and datas of the specific assessment information

-usad for the assessment of falls and nutitional
status was not completed,

2. Record review of sample resident #1's 8/18/05
RAP Summary form evidenced a lack of dates for
| the specific assessment information used for the
| assassment of nutritional status and dehydration.

3. Record review of sample resident #5 s
medical record revealed the resident had bean
admittad to the faciiity on 2/2/01 with diagnoses
that included cardiovascular accident (stroke),
rena: failure reactive psychosis and demantia.

ZORM CMS-2EETI0R-09) Provio s Vamslens Obsolete
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Printed: 2022008
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STATEMENT OF OEFIGIENGIZS R PROVIDERISUPPLIEACLIA
AND PLAN OF COEEECTION IGENTIFICATICON MUMBER!

533031

E0E MULTIPLE CONSTRJGTICN [%3) DATE SLURVIY
&, BLALDIMNG COMRLETED
B, WAMG

10/20:2008

MAME DF PROVIDER QR SUPPLLER
GANYON HILLS MANOR

STREET ADDRZSE, CITY, STAYE, ZIF CODE

1210 CANYON HILLS ROAD
THERMOPOLIS, WY BZ443

| raadmitted to the facility on 12/11/03 with
diagnoses thal inctuded spinal s1erosis, duadenal
Jlcer, anemia, depression, hypattenslon, and
affective psychasis.

The resident's annual MDS dated 7/ZBf03

' included the Resident Assessment Prototol
{RAP) Summary, Review of the RAP summary

revealed no dates of the specific assessment

nutritional status and psychotrople drig use.

DOCUMENTATION OF SUPPLEMENTS AND
SNACKS

1 1, On 10H18/06 at 10:00 AM, in an Interview with
|

(%4 ID SUMMARY STATEMENT OF DEFIGIENCIES D FEOVIDER'S PLAR GF CORRECTIGN (%)
FREFIX (EACH DEFICIENGY MUST HE PREGEE0ED &Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE oo
TAG REGU_ATORY OR LSC [DENTIFYING INFORMATICH: | "Tas ORD&5-RETERENCED TO THE APPROPRIATE
DEFICIENCY)
F 272| Continued From page 15 LR 272
Tha resident's current quarterly Minimuom Dala
Set {(MDS) assessment dated - 0/8/05 indicated
tha rasident ha¢ longfshart term memory loss and
severely impaired decision making skills. The .
MDS also indicated the resident ngeded i
extensive tm *otal agsistance with bed maobilify, :
transfers, dressing and {oileling.
a} The Resident Asgessment Summary (RAS)
dated 10/8/05 indicated the residert had a
! changs in mood but there was no description of |
what that change was, The 10/8/05 MGS _
Cindicated no indicators of dapression of mood 6272
changs (section E1}. v i the practics of the faciliy to condict ©
njtially and periodically a -
b} The rasident's annual MDS dated 7/18/05 mmprghausivc, nn:lma}i, standardize]
inciuded the Resident Assessrent Protosal reproducible assesstent of each
{RAP) Surmnmary. Review of tha RAF summary resident"s fanctional capacity.
revealed no dates of the spegific assessment i
information for cognitive loss, nutrtonal status 1) The insendisciplinary clinical team !
i and paychotropic drug use. completed a comprehensive assassment
- _ i for yesident #1, #2, #4, and #5. The RAP
' 4. Recard review of sample rasident #4's summary has been completed for resident
medical record revealed the resident nad been #1, #3, #4, and #5 to wefloct the locatinn

infarmation for cognitive loss, mood and behawviot,!

and dates of the spesific infurmation,

The location and dates used for the i
assessment of falls and nutritions) sabas |
was complered for resident #3. The

lncation wnd dates for the assessment of
mtritional stajus and debydration were
campleted for resident #1. The mood

change for resident #5 bns been ny-
evalnaled. The locaten and dates for the
sssessrnend for cognilive Joss, putritonal
status, and psychotropic drug use woee
cotapleied for regident #5. The Jocaton

and dates for the asecgemant for cognitive
loss, mood and behavior, atritional '
slatus and peychomopic dug nse were
completed for residend #4,
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: the Cerlified Dietary Manager (COM), she was
‘reguestad th provide the surveyor with a list of
residents who recaive supplerrents andior

.| snacks. She stated that she could provide a list of
the residants who were on supplements, but the
"actual items would be diificult to list as they are
-changed conetantly. Nineteen of thirty-seven
rasidents were listad on the CDM's list of
rescdlerts on supplgmante/snacks (dated
TH18/05). Six of the ninetean residents were

- sample residents (#1, #3, #4, #6 #8, and #7) who
: lacked evidenoce that the intake of these
snacks/supplements were being monitored and
doctimented. The failure to dociiment the intakes
impactey the abilty of the faciity {o determine the |
appropriagtenass or effectivenass of these
Adtritional interventions.

2. On 10418/05, the Cotoher/2005 "HE (bedtima)
Snack" charting forms (Section t, 11, and 111) were

! reviewed. For the dates when "A" or "X" (for
accepted) were charted for the residents, o

parcentage of actual infake was noted. The

following were dates when na HS snacks wera
tocumented:

 Bectian [0 10/4/05, 10/5/08, 10/6/08, 1061 0f0S,
10/12/05, and 10MEBA05. On 10114405, two
residants were charted to have regeived HS
snacks. no refusale were charted or: this date,

: Begtion §: 10/3008, 1064105, 10/6/05, 10/8/08,
1077405, 1048/05, 10M0/05, 101 4/5, 10/12/05,
1041408, 10M5/05, 10{18/0S, 10/17/05, and
10f18/05.

i Section 111: 1043/08, 10/11/05, and 1G/18/05. On
101705, only one resident was notec to receive |
an HE snack and on 1015005, two residents werne
notad to receive HE snacks; no refusals were

STATEMENT OF DESICIENGIES A1) PROVIGERISUPPLIERICLIA, {KZ) MULTIPLE CONSTRUSTION (X1 DATE SLEVEY
AND PLAN GF CORRETIIN |DENTIFICATIEN WUMBEFR: 4 BUILONG COMPLETED
. B [NaH
[ 535051 7S 10/20/2005
NAME OF PROVIDER GR SUPPLIER ETREET ADDRESS CITY, STATE, ZIF GODE
CANYON HILLE MANOR 1210 CANYON HILLE RQAD
THERMOPOLIS, WY 82443
{Xd) O FUMMARY STATEMENT GF DEFICIENGIES 3] FROVIGER'S PLAN OF QURRECTION [P
PREFX - (E&CH DEFICIENGY MUST BE PREGEEDELD 3Y FULL PREF (EAGH SOARECTIVE ACTICHN SHOULD BE - CONPLETGH
TAG REGJLATCRY QR LEG IDENT-FYING INFORMATION) TG CROSS-AEFERENCED TO THE APPROPRIATE F
OERM EMCY)
F 272| ContinLed From page 16 F 272!

On 11/22/05, the noesing staff has been,
instrocted w dmumre.nt the
supplestent/smek intake for every
resident requining a specific supplement
or snack 1o include mesident #1, #3, 44,
#5, #6, and #7. The dietary manager mll
refumnm e residents’ average intake of i
supplements &for snacks in the
numtional progress netes.  On 11/22/65,
- the evening mrsig siaff was instrocted

to document the parcentage of bedime
sngck the regidents congurned on the
designated record. The saff has been
instructed 10 document if the resideng
declines the HS snack,

- Gm 10805, the repistered distcian
i assessed the nuiritional neads and food
preferences for resident 48. Resident
#8's nutritiona] rigks/needs care plan has
been reviewed/vevised as indicated by the
interdigciplinary cligical team o nclude
he segistered dictician, The peannt betten
and jelly sanitwich has been the finger
food preference for resident #8 for g ,
: period of ime. The staff routinely offers -
© pther alternates, bat the restdent has i
cousisiently refused, Finger foods will be: |
offered 10 the resident before offering the
peanut butter and jelly sandwicly., The
dietary manager will document the :
regident’s preference of alicinales and |
periodivally review this with the resident,

FORM CMB-2567{02-29) Pravioug VYergians Cbsolate
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charted on these dates.

' 3. Rewiew of the "ADL (Activities of Daily Living)
Fiow Recard” form revealed no place for meal
intake charting.

£ Review cf the "Meal intake Record” form
evidenced that thers were spaces to chart AM
{morning), PM {afterncon), and RS gnacks, There
were no separate spaces for the charting the

meais.

| 5, On 10/20/05 at 7:43 AM, in an interview with

' fhe Director of Nursing (DON), she verifled that
nuesing staff charted supplements given with the
meals as part of the overall meal intake. She

documentation was inconsistently done.

The failure to chart supplament and snack intake
' percertages limits the evaluation of the
effoctiveness of nutritional interventions Tfor
nutritonally at risk residents.

& Record review for sample resident #8 reveated
| and. osteoarthritis.

Observations of the evening meai on 10/16/05

and the naon mea! on 10/18/05 revealed that the

resident refused to eat the items on the menu.

, The resident was provided with a peanut butter
sandwich at each of these meals. The rasident

| was observed fo consume the sandwish at each

i maal, Ng other substifutas were offzred or

provided to this resident at either meal,

Review of the Octaber, 2005 "Weal Intake
‘ Recard” evidenced that staff charted that the

. intake of supplements which were given with the

' eanfirmad that she was aware that the HS snack

diagnoses that \nciuded dysphasia, gastric reflux.

' supplement und snack Bist. The dietary

#4.

| tesident #4. The reasons for the gesident’

! drup interventioas to implement prior 1o

. monitering Tecord were roviewed frovised |

" compuricated with yesident #177s

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QB NG, D238-0301
STATEMENT OF DEFIGIENSIES oty PROVIDEFUSUPPLIERICLIA (¥%2] HULTIPLE GORETRUCT QN 1433 DATE SLRVEY
AMD PLAK OF COARSCSTI0N IDENTIF CaTION MUMEDER: T, BULDING GOMP_ETED
535051 8. wihe 1042042005
sAME OF PROVIDER OR SURPLIER STREST ADDRESS. C.Tv, STATE, ZIF CODE
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. THERMOQPOCLIS, WY 82443
24§D BUMMARY STATEMEMT 0F DEFIGIENGIES I FROVIOER'S PLAN GF GORRECTION = !
FPREFIX (EASH DEFICIENGY MUST BE PREGEFDED BY FULL PREFX (EACH CORRECTIVE AETION SHOULD BE COAPLETION |
TG RECULATORY O LG IDEMTIFYING INFORMATION) TAG CROS5-REFERENCED TO THE AFPROFRIATE DATE
; DEFICHEMCY |
F 272 Continued Fram page 17 Farz| -
Resident #§ has been added 1o the !

manager Las reviewed/revised the diet
sard as indicated for rosident 8. A
dentist op 10/21/05 examingd Resident

A ligenzed nyrse on LLAOS/05 completed a
comprehansive slesp assessment for

insatnia were communicated to the
resident’s attending plysician, The '
Restor] will be audited and the nursing |
gtaft will 1y alterngtives prior to offecing i
thi medication and will be care planned
and documentations, The clinical
interdisciplinary team ta 11/22/0%
cornpleted an pssessonent  Specific nom-

adminisitring 2 Liypaotic are docyracnred :
on the medicarion administration record.
The resident's care plavs and bekavier

as indicaied to refloct the Tesident’s
gurTent plan of core.

A licensad nurse completed a
ive sleep asscssoeml o
11/18/05 For resident #17. The reasons
for the resideny’s insomnia have been

attonding pliysiciarn. Iasorania was related
{o the: introduction of caffelne and
tehacco during the late PM houss, The
resadent’s insomniz needs care plan and

- behavier-meniloring record wete |

reviewed and revised as indicated to
reflect the cnment plan of care for resident
#17.
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1 40 SUMARY STATEMENT OF DEFICIENGIES ) PROVIDZR'S PLAN CF CORRESTION %]
PREF|X yEACH DEFICGENGY MUST BE PRECEEDED &Y FULL PREF.%, [SRCH CORRECTIVE AGTION EHOULD BE Gﬂh'hF:.-_E_TIDN
TAG REGLILATORY QR LSC IDENTIFY MG INFORMATION) TaE CAOES-REFERENCED T4 THE APPROPRIATE E
_ DEFICIENGY;
F 272| Cantinued From page 18 F272°

! Interdisciplinary Pregress Notes (IPN) ravealad
that "Current wt is- 155.7 #. 4.8 % wi decrease
- past 8 mo. hawever 1% wi increase pastme. .
i Reg (reguiar) diet, finger food offered if poar po

| Maedication and Treatment records revealed that
i no sJpplements had been charted for the
resident.

resigent ate 25 % of the evening meal and 100 %
of the noon meal.

Review of the resident’s tray card revealad that
the resident was fo recelve "regular - finger foods
i not eatihg main enires." Additiona.y, the
notatians on *he breakfast, lunch, and dinner
sections of the tray card noled "Phielly sand.
freanut puttar and jelly sandwich) if not aating, '

Review of the resident's 1097085 RD's

{oral) intake.”

Feview of the resident's 16/12/05 Nutriticnal
Assassment noted "moderate risg - @ risk walght
decreased, diff {difficuty) chewing. DIff drinking
from reg (requian) eups. R {related to) tremors "

Raview of the resident's October, 2005

Mineteen of thirby-seven residents were fisted on
tha COM's list of residents on
supplementsisnacks (dated 10:18/05). Resldent i
#8 was not an the list as receiving sJpplemants

of snacks,

Review of the facility's menus svidenced tnat J
there was a tharapeytic finger food menu. Tha .
RO nad approved this metu n 505

There was na evidence 1o ingicate that the RD
was aware of or had evaluatedfassessad the
substitution of the entire meat for ane peanut

The MDE coardineror reviewed the most
recent RAP simynary of all residents to
assipee the [ooation and dates of the
specific assessment information weie
reflected. Comestive action will be taken
as Indicated

The dietary mapeger bas reviewed the
gpecifle supplament andfor snack neods
for each regident.  The distary manager
has reviewed the mlake records for the
past month for sach meal, supplements,

and suacks. The supplement and/or snack

needs for specific residents will be
reviewed and eviked as indicated. A
vangty of bedrime snacks will be
evadable cach evening,

The dieteey manuger reviewed the weight
stasus and meal infake of each residend.
Prior to the survey aud opgoing, any
mogident who has bad a significant woigh
variance &./or specific Butitional .
problemeesds wor assessed by the
registered dietician. The risident’s '
nniritional rsksneeds care plans will be
eyiewalrevised by the mmrdmmphnﬂry
team as Badicated.

Al residents who corrently have orders
for a Lypooticfsedative have beeo
weatified. A vamprehensive sleep
assessonent has been conpletsd as

indicated A detetmination of alfermatives
{10 be uged as indicared hag been identified

by the interdisciplinary team. The specific
noa-drag inferventions 0 be implemented
pnior 1o administering a hyprotic have
een documented on the medicadon
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SLEEF ASSESSMENTS;

Reference for Profassional Standards of Practice
fin Sleep Assessment; Fundamentals of Nursing,

. Faurth Edition, Lippincott, Tayler, Lilis & Lebone, !
Chapter 3% A comprahansive sleep assessment .
snauld fucus on Usual sleép patterns and recant
changes in that pattern Including usual sleeping
and waking thmes, nurmber of hours of
undisturbed sleen, quality of sleep and
nditber/duration of naps, The assessment should
also include the effect of the sleep pattern on
everyday functioning such as energy level and the
abllity to perform activities of daily living. Other
factars to corsider in @ comprahensiva sleep
assassment include the history of insomn.a, the

. use of such 5.eep alds as means to relax pefore
badtime, hedtime rituals and the sleep
enviranmental factors. Assessmant of sleep
disturbances ard cantributing factors should
incluce the nature of the sleep disturbance,

onsat, causes (physical psychasocial and
medicine-ralated) severity, symptams and

| interventions attempted and the results of those
Linterventions. Sleap procuced by
sedative-hypnatics is an unnatural sleep ard daily
usa of 8 sedative-hypnotic has safety concerns
gspacially with the sldeny. Possible reasons for
the insomnla such as dapression, pain, noise, |
 light, infections, caffeine, or other foods) should
e ruled out and interventions designed o |
gliminate or reduce these causative factors.

1, Recurd revlew of sample resident #4's

4
STATEMENT OF DEFIGIENCHES (X1) PROVIDERASURF IERGLA (%2 MULTIFLE GOMETRUCTION 5] [A EvY
ANT PLAN OF CORRECTION IDENTIFICATIGN NUMBER; A BUILDING a Jcommpfélgn
B. WWING
525051 £0/2D{2005
MaME OF PROVIDER CR SUPPLIER STAEE™ ADDRAESS, CITY, STATE, ZIP COLE
CANYON HILLS MANOH 1210 CANYON FLILLS ROAD.
THERMOPQLIS, WY 2443
. ottt
(KA 10 SUMMARY STATEMENT OF DEFIGIENGIES c PROVICER'S FLAN OF CORRECTION x5
PREFLX {EACH CEFICIENGY MUST DS PRECEEDEN HY FULL PREEI% {EACH CORREGTIVE ACTION SHOULD BE BEPLETION
TAG . REGLALATORY QR LSZ IDENTIFYING [NFORMATION; FEET| GROSS-REFERENCED TO THE APFROPRIATE BATE
: DEFICIENCY?
F 272, Continued From page 19 F272
| butter sardwich.

adrainistration record. The resident’s care
plan znd bebavior monitoring record have
been revised as indicaled w refleci the
curtént plan of care.

3} On 11/30/08, the MD5 coondinstor Bas
in serviced the interdisciplinary team on
the HAT process with emphasis on
inciuding the Jocation and dates of the
spectfic assessment information on the
RAP sisnmary and accuracy of the
resident aspessment SUINIACY
puinfaurm dare saf, The team was
instructed to noaki sarg There was
supparting docutnentation or description
af amy clunge such s mood or
insommiatslecplessness i the resident’s
tcrd.

O 1122405, the Director of Murses
instructed the norses o documeot (e
amount of sapplement on the respestive
residint’s medication administration
recard to include resident #1, #3, #4_ §5,
#6, #7, #2 and all residents recelving a
supplcoaent &/or snack, On 1422/05, the!
Director of Nurses insirocted the parsing
staff on the bedtime snack policy and |
procedurs with emphasis on docimenting -
on the designated record the amount of

medlcat racard revealed the resident had been bedtiwne snack each esident consumcd, %
| readmitied to the facility on 12/11/03 with The staff was {nstructed 1o dociment if
diagnoses that included spinal stenosis, ducdenal ‘ the résident declined the snack.
| . :
FORRG CS-256702-59) Praviuls Veraions Obsalals 1YL81T W cangnuation shiest Page 20 uf 105
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! ulcer, anernia, depression, hypsriension, and
! affgctive psychosis.

2. Review of the resldent's current physician
orders revaaled an ordar for Tamazepam
(Restaril, a hypnotic) 13mg at bediime which was
| started on 4/26/05, On 8/15/05 the Restoril was |
changad to PRN (a5 nesded).

b, According to drug manufactuter's infermation
Res'oril may cause lethargy, drowsiness, daytime
sadation, dizzlness, irrtability, memory
imnairment and gastrointestinal discomfort.

¢ Review of medication adminisiration reccrds
revealed the resident was taking this medication
cantinuously from July 1 through 9415005, (see
7329 for specifics ralating the failure to monita:.
hehaviors and side effects, to dooument

| adequate indications for drug Use, and 1o ansure
hypnatics were not given in excessive duration)

d. Aithough the order indicated the Restorll wag '
for “episadic mand disorder,” this |s a hypnotiz or
sleen aide and was always given af bedtims.
There was na docurmentatlon of any hadtime

L rmod disoraer”, The nurses' documentation of
tne administration of the Restoril indicated twas
actirally gven far insomnia or alegplessness,

a, Tha rasidant's current quarterly MDS
assessment dated 10/8/05 Indicatad the rasidant
did not havea complalnts of insomn.a {Section E 1
k). A Sigrifigant change MDS datea 5/13/05 and
one dated 7/14/05 indlcated that the resident haa
. no samplaints of insomnia atthough the RAS and
tha RAF namative reports indicated the rasident
wss taking the slaeping plll nightly.

f. Although the nignt shifl nurse documentad

EYATEMENT OF DEFHCIENCIES (%1] PROVIDERISUPPLIERGLIA 1%2) MULTIPLE GONSTRUCTICN (473) Dh"E SURVEY
ANT BLAN DF CORRECTION IDEMTIFIGATIGN HUMEBER: . COMPLETED
A BUNDBING
536051 B G — 16/20/2005
WANME CE PROVICER DR SUPPLIER STRIET ADDRESS, GITY, $TATE, ZiP CORE
CANYON HILLS MANOR. 1240 CANYON HILLS ROAD
THERMOPOLIS, WY 82443
WAID SLMMARY STATEMENT OF DEFIGIENCHES I v! FROVICER'S PLAN CF CORRECTION 28]
EREFIX | IEACH DEFICENGY MUST BE PRECFEDED FY FULL FREFIX (EAGH CORREGTIVE ALTION SHOULD BE mrﬂgm
TAG REGULATORY OR LSC IDENTIFNG INFORMATION; ~hE CROSS-AEFERENSED TO THE APPROPRIATE
| BEFIGIERHCY) i
F 272 Continved From page 20 Fa72 '

The: muzses have been, instructed on the
Unnecessary Drug regulatocy
requirements and the facility's policy and
procedure for hypnotic/sedalive use.
Whenever a hypnotic/sedative is ondered
for 1 redident who requests & medication
for insoania, {he licensed norse shall
complete a comprehensive sleep |
agsezsment 1o detgrmine the reason for
the residint’s insomnia and alternative
ineasures, The ourses have been
ingtructed (o provide infervantions
designad 10 eliminatt or redoce specific
cansative factors such as but not Limited
to adsministering pain medication i
indicated, correct any environmental
factors {noise, Lipht, room (2gperatme),
or eifer a snack or warm milk, The
rses wers instructed of the facility”s
policy of not Administedng a
Liypnotic/sadative medication untl pon-
drug inteventions have been provided,
The palicy includes not administeringa |

hypaotic/sedative befere 2100 o after -
0264,

The imforration discossed at the in
services will be inchwded as pant of the
arientalion for new staff, For
pool/agency, the information will be
placed in the binder a3 part of their
grieniation to the facility.

The pharmacy consultant will do anin
service for nursing stafi on
hvprotic/sedative side effects and
respouse by 12/36/05. Ona moathly
basis, the pharmacy consuitant will
monitor the use of hyprotics/sedatives

EORM CMS-2847T(02-89) Frovious Versions Obaplobe

1¥LE11 I¥ condingatir sheet Pago 24 of 108




DEPARTIENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Frintad: 12/02/2005
FORM AFPROVED
oMB NG, D9268-035"
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B. WING )
£35051 19/20,2005
HAME OF PROVICE S CR SUFPLIER STREEY ADDAESS, CITY, STATE, 2P CODE
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[=d] IO SUMMARY STATEMENT OF GEFICIEND ES i 1% FROVIDER'S PLAN OF COARECTION ! (8
PREFIX {EAGH DEFICIENCY MUET BE PAECEEDED BY FULL 1 PRESX (EACH CORRECTIVE AGTION SHOULO SE SUMPLETION
4 TAG REGULATORY QR L5E 1DENTIFYING |NFORMATION) CTaG CACSE-REFERENCED TO THE APFRUPRIATE OATE
: i DEFIZIENGY}
F 272| Continugd From page 21 | F 72| jond will make recennumendations &5
apisodic sleeplessness, raview of the residants “peeded. The medical director will be
F medical racord showed ho evidence that a given the swnthly veparts from the
comprehensive sloap aseessment had been pharmagist on the Lypnotic/sedative use
carducted to identify histher sleep paftern/sleep and will review it snd make
“disturbance, history of and possible reasons for recommendadons. These
any insamnia such a8 Fght noise, pain, side reconunendations will be part of the
| effect of othar medications or possible infactions. review at the Qoality Assurdnios
' Tha medical record revealed the resident had a Comruittes teeting,
histery of back pain.
: 4} The inierdisciplipary team will auelit
g. The Director of Nursing indicated there was the asonracy and coinpletion of the
no documanted comprehensive sleep compreliensive assessments before they
assessment for resident #4. In an interview wilh are sealed and wanemited 1o the State
the might nurse on 10/20/GE at 7.30 AM she darsbase, The MDS coardinator will
indicated that she was not aware of any monitoy the completed comprehensive
comprehansive sleep assessment form uilized in agsessments weekly to assnre the Iocation
the faoiity. and a dalg of he specific assessmaont
information is inclndsd on the RAP
2. Review of the medical recaord far summaries, The MDS coordinator will
supplemantal residant #17 revealed the resident review the residert nESESEMEN, SIMIMITIEE
was admitted o the facllity on 1341704 with and the MD83 1o assure there is a
' diagngess of spinal cord injury, hyparension, description wd supportisg documentation -
, schizophrenia and ostauparasis, The resident for &y changes in the resident”s moxl
was started on Temazepam {Resteril} 13mg at stale, behavioral or physical condidon.
" bedtime PRN (as neaded) on 9/805 for insamnia, | "The resnits of the audits with correciive
aeton taken will be discussed at least |
a.  According to drug manufacturers information quarterly at the facitity quality assessment |
Restarit may cause lethargy, drowsiness, daytime | and aRSUrAncy SOMInTee TEStibg, ;
sedation, dizziness, irdtability, memory ;
impairment and gastrointestinal discomfort, The Tha night nurse wilk check the
| resident was also on Risperdal and Paroxatine for documentatioa of the consumptica of |
schizophrenia. bedtie sracks nightly, IF the regigent |
: didn't sceept a snack a1 bedfime, the staff -
b, A fax memo to the physician dated 5/3/05 will offr a srzack if the rosident ig awake |
indicated the resident was nat sleeping but dusing the night, The dietary manager |
"wenias fhat (hsfher) caffeine intale hes cauvsed will mondtor e 15 snack docwnentaiion |
. (nisfher) sleeplessness’. A Fax mema Indizated weekly for a month, and monshly _
the resident was drinking "several (6 pack +) ... ... thereafter, Any concems will be reporied :
soda daily", : | to the Director of Nurses. Ay Gonssma
s s ro with corrective action will be discussed at :
FORM CMS-2857(02-981 Frévious Versions Qbsciete 1¥LB51 It saniinuation sneet Page 22 of 1G5
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camprehensive care plans.)

e, The resldent's current quarterly MDS
assessment daled 8/1/05 indicated the residant
did not have complaints of inscmnia {Section E 1
k}. Behavior tracking forms for September 2005
did not show the resident was having compialnts
of insomnia.

STATEMEMT QOF DEFICIENCIES X1 PROYIDER/ZUPPLIZRICLIA (%2 MULTIPLE SONSTRUCTIGN [)3) DATE SURVEY
AND PLAN GF £ORRECTION IDENTIFICATION NUNBER! & BUILDING COMPLETED
535051 o e 16/Z0/200%
NAME GF PRGY.DER OR SUPELER STREET ALIDRESS, CITY. STATE, 2IP CODE
CANYON HILLS MANOR 1210 CANYON KILLS ROAD
THERMOPOLIS, Wy #2443
(%410 SUMMARY STATEMENT OF DEFICiENCIES D PROVIDER'S FLAN CF GORRECTION K5
FREFI® (EACH DE=I0,ENGY MUST BE PRECEEDED Y FULL PREFIX (E&CH CORRECTIVE ACTION SHOULD BE oM PETIoH
TAG REGULATQRY CR LSC IDENTIFYING INFORMATICN) TAG CROSE-REF ERENCED TO THE APPROPRIATE
DEFIGIENSY)
F 272| Contfnued From page 22 F 272
c.  Review of the Medicatinn Recard for October least quarierly at the Zacilitg”s qoatity
2005 showed the resldent receivad this hypnotlc assesRment and asEnIance comoites
fram 1073708 through 10/ B, sixteen days. meeting.
: Medication records shaw the Restol was often
given with two Tykeno! for paln, See F328 for The Direcror of Murses or designes will
specifics regarding the failure o ensure regident mnanitor compliznce with docymenting
#17 anky raceived a hypnotic when other possible the percentape consumed for each
reasons for insemnia have been ruled out and supplement ar least weekly For 2 month,
faillec to ensure daily use of the hypnotic was lass and montily thereafter. Results of the
than 10 continuous days unless an atternpt at a audits with cormesive action will be
- gradyal dase reduction was unsuccessiul. discussed at least quartsrly a2 the
Facitity's muality asseesment s
-d, Review of tha rasicent's care plan did not asgurance comnitiee mestmg.
reveal a care plan regarding the resident's The Direcior of Nurses or designee will !
insomnia which wou'd nclude menikdyr compliancs in compieting
non-pharmasctogical narsing Intervantions, comprehensive glesp assessmneants,
Imataging pain priar to administration of 2 documentation requivemndnts in providing
hyprictic cr monitoring of the resident's hours of nou-drug interventions pricr to
sleep for effectiveness of interventions. (Ses admiuisicving hypnotics/sedatives and
F279 regarding the facility's faiure to develop completing behavior truking reconds at

least weekly for 3 month, and monrhly
thereafter, The psychisactive
medication/behavior manap el clioical
taro will menitor the nse of i
hypnotics'sedarives and Aemps Lo '
r&duee or elimingte At least goarterly. ||

On a monthly basis, the pharmacy

. . songultznt will monitor the uss of I
f. I an interview with the night nurse on hypnotica'sedatives and will make :
10i20/05 at 7.30 AM, she indicated that residgn: recomumendgtions a5 needed. The
#17 drank a ot of soda pop, She alse indicated riedical director will be given the
that she was nctaware of any comprehensive | monthiy reports from the phanmacist on

slaep assessmant form utilized in the facility.

the hypnotic/sedative use and will review
it omd make recommendations. These

g. Althaugh the night shift nurse documented recommendations will be part of the
episadic steeplessness, review of the rasident's Teview at the Quality Assurince '
madical racord showed ho svidence that 2 Commitice mecting. ‘

camprehensive slzep assessment had heen
condueted to identiiy hisfher sleap patternfsizep

Completion date: 12/15/05
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ETATEMENT OF CEFCIENCIES 1X1] PRCVIDERSS UFPLIER/CLIA

X2 MULTIPLE CONSTEUCTION

3] DATE SURWEY

The assessment must accurately reflact the
regidant’s status,

A registered nurse must conduct or coordingte
aach assessment with the appropriate
partizipation of health professionals.

A registerad nurse must sign ard cerify that the
i aszessment is completed.

Each individua. who completes a partion of the
: that portion of the assesament.

Unaer Medicare and Meadicaid, an individual who
willfully and knowlngly certifies a material and
false statemnent in a resident assessment is
subject to a civii money penalty of not more thar
$1,000 for each assessment; or an individual who
willFully and knowingly causes anether individual
to certify & material and falss statementin a
resident assessment is s.bject ta & civil money
penalty of not more than $5,00C for each
assessment.

Ciinica. disagreemeant does not sonstituis a
material and false statement.

| This Raquiraraent is not mel as evidenced by:
| Based on record review, ohegnvations and staff

- assmasmant must sign and certify the accuracy of _

AMND PLAN OF CGORRECTION IREMTIFICATION NUMBER: & BJILDING COMPLETED
535051 o e 10/20/2005
HAME OF PROVIDER OF SUPFLISR STREET ADDRESE, CITY, STATE, ZIP GODE
CANYON HILLE MANOR 1210 CANYON HILLS ROAD
THERMOPOLIS, WY 22443
(R4 ID SUMMARY STATEMENT OF DEFICIENCIES IG FROVIDER'S PLAN OF OGRRETT DN tus
FREFX . IEAZH DEFICIENGY #L3T BE PRECGEEDET BY FulLL PREFIX (EACH CORRECTIVE ACTION SHOQULD BE CENMPLETICH
TAG . REGULATORY SR 15C IDENTIFYING INFORMATION: Tals CROSS-REFERENCED TG THE ARPROFRIATE
i | ! DEFIC ENCY)
e T T
F 72| Continued From pags 23 : F273
disturbance, history of ant posgsible reasons for
any insomnia such as night noisg, pain, cafeing,
medication side effact, or posslble infections.
F 278|483.20(g) - (j) RESIDENT ASSESSMENT F2re
58=0
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interviaw, t was determined that the facility failed
to asourately assess four of ten sample residerts
(3, #2, #4 and #5}, These residants’ Minimim
Data Set (MDS) assessments did not contain
accurate information for the residents at the time
the assassments were completed. The findings
inciuded:

1. Record reviaw for samgple resident #3, admitted
88104, revealad diagnoses that included

fractured hip, chronic end stage airway i
obstruction, gastritte, and end stage Aizhelmer's, |

Review of this resident's 91515 quarterly MDS |
assessment revealed that the resident was coded
as requinng extensive assistance with transfer,
sa'ing, tolet use, personal hygiene, and bathing.
The resident was also assessed to usually be
continent af bowsl and oocasionally incontinent of
bladder. The resident was assessed fo be

| involved in activities 1/3 1o 2/3 of the time.

CQn A0MSR0E at 10012 AM, inan interview with a
. Cartified Nurse Alde {CMA), she stated that the
' res.dent requires total care, inciuding feeding,
"and is incantinent of bowel and bladder.

- Observations af the ever.ng meal on 10/18/05
and at the noon meal on 10MB/0E revealed that
the resident requlred total assistance with gating.

On 10/19/05, observations of the rasident being
' transferred and showered evidenced that hafshe
i required total assistanca.

On 101 9/08 ak 9:03 AW, in an interview with the
Activities Directar (AR}, she indicated that the
resident was net very active, but will come 1o a
few activities, She verified that the resident gats
Family vislts,

STATEMENT OF DEFICIERCIES %1} PROVIDERISUPPLERCLIA (%3 MULTIPLE GONSTRUCTION {#3) DATE SURVEY
AND BLAH OF SORREGTION [BENT FICATION HLUMAER: A BUILGING COWMPLETED
B NG
5as0s 1 0720/2005
RAME OF PROVIZER QR 3R _IER STREET ADORESS, CITY, 8TATE, ZIF CODE
CANYON HILLS MANOR 1210 CANY N HILLS ROAD
THERMOQPOLIS, WY 82443
(%4} D SUMMARY STATEMENT OF DEFICIENSIES ' 15 PROVIGER'S Pubi OF CORRESTION (K8}
PREF|% |EACH DEFIGIENEY MUST BE PRECEEDED BY FULL BREFIX {EAGH GORRECTIVE ACTION SHOULD BS Wmﬂf’;;é KN
TAG REGULATORY QR 56 IDEMTIFYING INFORMATION TAG CROSSREFERENGED TO THE ARPROFRIATE
F 27&| Continued From page 24 Fare
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TS |

REGULATORY OR LAE IFENTIMYING INFORMATICN) TAG

ETATEMENT OF DEFICENCIES (*1] PROVIDERSSLPPLIER!CLLA, OC MULTIPLZ CONSTRUCTION
AND PLAY OF CORRECT O IOENTIFICATION NUMBER: A BUILDING iy
d, WING
535051 . 102042008
MARE OF PRIDWIDER O3 SUPPLIER STREET AD2RESS, CiTY, STATE, IF SOOE
CANYON HILLS MANOR 1210 CANY QN HILLS RDAD
THERMOPOLIS, WY 82443
[Xd:l I} | :30) MM&.H.Y'ETRTEMENT OF DEFICIEHGIES In} FROCVIDERS FLAN QF CORRECTION (%3
RREFIX [EASH DEFIGIEMCY MUST BE PRECEEDED BY FLLL PREF, (EACH CORRECTIVE ACTICH SHOJLE BE SOMPLETION
CHOSS-REFERENCED TO THE APEROFRIATE BaTE

F 27 | Continued From bage 25

Fars:

2. Recond review for sample resident #8 reveaied
diagnases ‘hat included dysphasia, gastric reflux.
- and, osteoarthritis. Record review of sample
| pesident #6°s annual MBS dated 10M3/05
revealad “hat the arly dental Item marked was
daily cleaning of teeth/dentures and no autritiona: |
proolems weds marked.

Thraughout the survey, observation of the
resident revealed that the resident had some of
hisfher natural treth. Observation of the avening
- meal on 10/18/05 and the noon meal an 1 H05
revealed that the resident ate peanut butter
sandwiches. Staff indicated at this tima that the
! resident had fond dislikes and did not et many
foud items.

On 10/19/05 at 7:40 AN, the nurse stated that the
resident was not eating well bacause [he/she)
had a sore tooth, Review of the: [nterdisciptinary
Progress Notes (IPN) on 10/19/05 and 10/20/105 |
evidenced that tre nurse had not documented
“that the resident had @ twoth problem. The last

nursing hate was dated 9/18/05. Tnere was an
PN by the RD, dated 10/11/08, but there was no
‘ mention of a tooth problem.

Review of the resident's medical staff progress
notes evidenced tnat the physician's assistant
{PA) repeatedy listed dysphagia as a diagnosis,
The resident had a diagnosis of dysphasia
 (difficuliy speaking), not dysphagia {difficulty
! gwallowing),

Review of the resldent's "RAP (Resident
Assessment Protocel) Narrative Report’, dated
10/13/05, evidenced that the resident had long -
- and short tarm memaory problems. Revisw of the

i resident's 10/13/05 annual MDS assessment

T-17%
RESIDENT ASSESEMENT

It is the practice of this facility to provide
nocurkts assessment o eflecl the .
resident’ s stalisg.

£) MD§"s will b raviewed by the [D
Team to datermine if the residents have
been aceurakely assessed or if thee are
" gther observations thal would contribnte
1o the asreRsIAST,
Resident # 3 has been reassessed with
completon of pew MDS, RAPS and
review of the cars plan for any changes in
cire pla pecds. -
Btesident #8 has been reassessed and an
updated MDS completed. A dental

SORM GMS-2587(02.99) Frovious Varsiang Obsolete
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: medical recornd revealed the resident had been
: admitted to the facility on 3/2101 with diaghoses
. that included cardicvascular accident (siroke),

| could make self understood. Qbservations and
Cimterviews with staff indicatad the resident's

reveried that the resident was coded as having
no short term memory problems and as having
kang term memaory probiems,

3. Record review of sample resigdent #5's

renal failure, reactive psychosis and dementia.

The resigent's guerent quartarly Minimum Data

Set (MDS) assessment dated 10/9/05 indicated
the res'dant had iongfshart term memary lose and .
severely impaired decision making skills. The '
MDS also indicated the resident needed [
extenaive fo total assistance with bed mobility, |
transfers, dressing and ioileting. !

3. The MDS nad section C4 (Making self
understood) with a "0” indicating the resident

spaach was often diffipult ta understand and the
resident was often very confused, The Resident
Agssessmert Summary (RAS] cated 1005
inticated the resident was only sometimas
understood,

b, The RAS also ‘ndcated the resldant had a
change In mood hut thers was no description of
what that change was. The 10/205 MDS
indicated no indicators of deprasslon of mnoad
change {sectlon E1).

4, Record review of sample resident #4's
medical record revealed the resident had beer.
readmitted to the facility on 12/11/03 with

i dimgnoges that ino.uded spinal stenosis, deadenal
- Uloer, anemia, aspresslan, hypertersion, and
 affective psychosis, Review of the resident's

{ surrent physician orders revesles an order for

STATEMENT GF CEFICIENGIES  (1X1) PROVIGERISUFPLIERICLIA (X2) MLLTIPLE CONSTRUCTION (X4) DATE SURVEY
AlB PLAN OF CORRESTION DERTIFIGATION NUMBER: A BUILDING CUMPLETED
B AdRCE
l 335051 10/20/2005
MAME OF PROVIDEX OR SUPPL:ER _STREET #DURESS, CITY, STATE, ZIP CGDE
1 CANYON HILLS MANOR 124 CANYON HILLS RCAD
THERMGFEOLIS, WY 82443
t24) il SLMMARY STAYEMENT UF OEF (CIENCIES i B FRCVIDER'S FLAN OF CORRECTION o
RREFIX (EACH DEFIC ENCY MST BE PRECEEDED BY FULL PRERTX [SALH CORRESTIVE ACTION SHOULD BE el
TAG REGULATERY OR LBC IDENTIFYING iNFORMATION) TAG CROSS-REFERENSED TO THE APPROPRIATE
DEFICIENCY,
F 278| Continusc Fraom page 25 F 278 axsegsment iy being completed to assess

detsl needs. The physician's assistant
will be roade aware of the different
dinpnosis for the resident, dysphasia
rather than dysphagia,

Resident # 5 has been reassessed for
making self-gpdersiood, mood, and
general Nuinction with an vpdaced MBS
compleizd. RAY's will be reviewed and
campleted 16 correspond wilh the
assessmant fudings for the MDS.
Resident # 4 has hod 2 sleep assessment
completed o determing ARCTIALvES 1o 18 |
of the hypaotic. All residents nsing |
hypaotics will have a slesp dssessment :
completed, Inthe fomare, other residents
will have a sieep assessment completed if
there is a problem with insomnia to assist
it determiing other means of aiding
thzm to sleep.

21 The IDT have identified residenis
whose assesements do aot accuzataly
reflect resident status and will collaborate
to assure that MDS reflecs the residear as
tecurate as the residenl currentky
preseats.,

3 On 11/30/05, the TDT were in serviced
on the care plan process with cmphasis on,
tayiging the sans plan and reflecting the
resident’s current stams,

4} The Director of Mrses and ADON or
desipres will monitor conlpliance weekly
for g mpnth and monthly thereaffer. Any
trends will cormotive action taken will be
reparted to the Guality Assurance and
Assessment coMMmIiltes al Jeast quartenly,

Completion Date sz 11/30/2005
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t Termazepam (Restan. a hypnotic) 15mg at
| badiime which was staried on 4/25/03, Cn

0/15/05 the Resloril was changed to PR (as |
-riseded).

The residart's current quarterdy MDS assessmant
dared 10845 indicated the resident di¢ not have
' complaints of insomnia (Section E1kLA i
 Signldcant change MDS dated 5/13/05 and one
dated 7/14/06 indicated that the: resident bad no
complaints of ingomnia although the RAS and the
RAP narrative reports indicated the resident was
taking the slesping pill nighty. :

£ 379] 463.20(d), 483.20(K)(1) COMPREHENSIVE ~ © F278

A facility must use the resdits of the assessment |
to develop, review and ravise the resident's
comprehansive plan of care.

[ The Facility must develop a caMprenensive carg

plan for sach resikient that inciudes measurable

 gbjectives and timetables to meeta resident's
medloal, nursing, and mental and psychosockal

| | needs that ars identified in the comprehensive

' gssessmant.

. | The care plan must describe the serviess thatare,
to te furnished to attain or maintain the resldant's |
. highest practicable physical, mental, ard
paychosocial well-being as reguired under i
| §483.25; and any ssrvices that would otharwise |
. be required under §483.25 out are not provided |
‘ dus 1o the residect’s exeroise of rights urde” ‘
| 5483,10, including the rght to refuse traatment
under §433.10(b)(4]).

Haniy | SUMWART STAEMENT OF DEFICIENCIES o PROVIOER § PLAN OF CORRECTION V5]
BREF.F {EAGH FEFICIENGY MUST BE PAECEEDSD BY FLILL [REET (EACH GCORRECTIVE ACTION SHOULD BE COHPLETIN
TAG RESULATORY Qf LSE IDENTIFYING INFORMATICN; ‘ TAG CROSE-REFERENCED TO THE APPROPRIATE DATE

F 278| Continued From page 27 EE
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| STATEMENT OF DEFIGIENGIES 1 PEOAVIDERSS UPPLIERICLA B MULTPLE CONSTRUCTION (%7 DATE BLURVEY
| AND PLAN OF CGRABCTION iDENTIFICATION NUMBER: COMPLETED
535051 10/20/2008
NAME OF PROVIDER &R SURALIER STREET ADDRESS, 7Y, STATE. 2IP SODE
CANYON HILLS MANCR 1210 CAMYCN HILLS RDAD
THERMOPOLIS, WY 62443
| SUMMARY STRTENENT OF DEFISIENGHES PROVIDER & P AN OF CORRECTION T
I éi“c?;'i [EAGH DiEFIGI':'.hD‘? rlausf BE PRECEEDED BY FULL |EACH CORREGT VE ACTION SHOULD BE - COMPLETION
Tas REGLILATOAY QR LSC IDENTIEYING [MFORMATICNN) GROES-REFERINGED TG THE APPROPRIATE
_ LEFIGIENCY!
. F 279| ContinLed Fram page 28 |
| This Requirement |s rot met as evidenced by: .
Based or record review, it was determined that
the facility failad to develop comprehensive cars
plans far one of len sample residents (#5) and
one supplemental resldent (#17), The findings
inehided: : .
l | @
|
: 1. Record review of sample resldent #5's
medical recard revealed the resident had Leen
admitted o the facility on 3/2/01 with dizgnoses
: that inchiaed cardiovaseutar accldent (stroke),
renal fallure, reactive peychals and dementia.
The resident's current quarterly Minimum Data
Set (MDS) assessment dated 10/8/05 Indlcated P29
the resident had long/short ferm memory oes and - _ L
severely impaired decision making sxills, The COMPREHENSIVE CARE PLANS
MDS alsoe indicated tha regident neaded . . o _
extensive to total assistancs with bad mobility, It is the practice of fhis facitiy to uss the
ransfars, drassing and tolleting. mm}lts of the psseesment to Jevelon,
review Aok ravise e resident’s
Thera was no care pfan refated 1o measurss o pomprehensive plan of cars.
fake to pravent this conflsed, cognitive impaired ) .
resident from self-exposures when the staff haa 1} Care Plans Tor Resident # 3 and #17
removed his/her garments during the resident's have been roviewed and corrections made
naptime (See F164 for specifics relaling o in 1B care Plans, Adteniion will be piven
EXPOBUIES). i preps in the Carg Plan that nesd
aporoaches by meat the needs of the
2. Review of the madical record for resident. .
supplomental resident #17 revealed the resident Attention will be given to resident # 3
was admltied ta the facility on 11/1/04 with needs related to confusion and peivacy to
FORM Ch5-2567(02-58) Pravious Versions Ohsoletn TYLa11 : I{ continugticr shae! Page 26 0% 105
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CENTERS FOR MEDICARE 3 MEchA’?'D SERUI!'E:EES OM!-E.Dr-Tg TJPQPSE%%E
STATEMENT OF DEFIGIENGI 1 i ) \
Aot e st v SRR
B, WING
535081 1012072005
NAME OF PROVIGER DR SUPPLIZR © 1 STREET ADDRESH, CITY, STATE, ZIP CODE
CANYON HILLE MANOR 210 CANYON HILLS ROAD
THERMOFOLIS, WY 22443
a)p | SUMMARY STATEMENT OF DEFICIENCIER 1o i BROVIDER'S PLak OF COARECSTION 1|
sREF | {EACH DEFICERCY MUSY BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GAOMPLETION
TAG | RESULATORY OR LAC DENTIFYING INFORMATICHN) TAL CROSE-REFERENGED TO THE APFROPRIATE  © J0TE
OEFICIENEY)
FZ78 ;;c-ntmued .'-'rcnj. page 23 . 274 provent exposurG. A sleep asscssment will
iagnoses of spinal cord Injury, hypertenslan, be completed to delsrming non-hypnotic
schizophrenia and osteoporasis. The resident eans of relicying insonaia and care "
was started on Temazepam [Restril) 16mg at ' olan uchI; mafhas
bedtime FRN (as needed) on 8/6/05 for insomnia. | ' %ﬁﬁw #plg hias had 4 sleep assessment
According to drug manufaciurers informaton 16ted and the care 'Q‘;pwiﬂ reflect
Restonl ray cause lethargy, drowsiness, daytime ' ’:fmp Eﬂ.w means of a;idrilug fhe resident 10
sedaticn, dizziness, irritability, memory | slelgpmslunh a5 determining if pain
impairment and gastrointestinal discomfert. The g { is noedid
resident was also on Risperdat and Paroxeting for _ RIRnAGEmEn '
sehizaphrenla, ; 2) Medications are veviewed with the care
a.  Althougn the night shift nurse documented mﬂcﬁsﬁ ﬁmﬂm of m}f
. episodic steepiessness, raview of the resident's caches changed or added. As
medical record showed ne evidence that a ApEr diate ches will be added to
: comprenensive sieep assesameant had been ' m A's mﬁww An sudis
conducied to identify hisfher sleen patternislesp 1 be completed to ©ASDIG (hat the
disturnance, nistory of and possible reasons for :_IDS IfﬁPE nd Care Plan reflect the |
any insomnia such as night noise, pain, caffeine, cldont’s needs and that the approaches i
madication side effect, or possible infections. T o ﬂ; woeds, The andit tuc:lpwill e
{Cross Reference F272: the faciiity failed to e od at Quality Asstrance
 as583s the sieep patterns for the continued use m Mestioges. I an arca necds |
. of sedativefhypnotic medications}. :E?riziom a mmninug; action plan and [
b, See F329 for specifics regarding the failure to iﬂﬁﬁ;ﬂﬂbﬂbﬁ;ﬁﬁ ;ﬁ';;mnzilthﬁ' i

ensure residant #17 onty receivad a hypnotic
when othier possible reasons for :nsemnia have
heen rulsd out and failed © ensure daily use of
the hypnotic was less than 10 continuous days
- unless an atempt at a gradual dose reduction

committes meetng To ensure compliance.

3) On 11/30/05, the IDT were in serviced | ;
ou the care plan process with emphasisen
cevistag the care plan when the residents

was unslceessful, o,
o Raeview of the resident's care plan did not ; , .

- P e 4}mnﬂhmdhm5mrsamdcmgm
revest a care plan regarding the resident's Wil roomitor compliance weekly for a

insomnia which would Inclide

non-pharmacological nuraing interventions, aunds amd momthly thereafter. Any trends

managing pain pricr to adminisiration of & will corrective action taken will be
' hypnotic or mehitoring of the resldent's hours of peporied 1o the Quality Assurance and
slzep for effectivenass of int2rventions, i Asressipent committes at least quantedy.

i Complétion date is: 15/30/2005
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AHD P_AK OF CORRECTION IDEMTIFIEATION NUMBER; 4 BUILDING - COMPLETED

535051 B ING 1012042005

NAME OF PRCVIDER (IR SUPPLIER
CANYON HILLS MANGR

ETREET ADORESSE, CITY, ETATE, ZIF CCDE

210 CANYON HILLS RGAD
THERMOPCLIS, WY 82443

o= CARE PLANS

The resident has the rght, uniess adjudgesd

incompeten~ or otherwvise fourd to be

incapacitatad under the laws of the Stele, W

paricipals in planning care and treatment or
| ghanges in care and treatment.

- A cumprehensive care plan must be developad
within 7 days after the completion of the

: comprehensive assessment; prepared by an
“interdisc.alinary teas, that inchides the attending
nhysician, a registerad nurse with respongibility
far the resident, and other appropriata staflin
disciplines as determined by the rasident's needs,
anc, to the extent practicable, the paiticipation of
the residert, the resident's family or the resident's
legal representative; and period.cally reviewed
anu revised by a team of quatified persons after
each assessment, |

i
’
i
I|

| This Requirement is ot me! as evidenced by:

! Based on recard revisw, pbsarvation, and stait

‘ intarviaw, it was determined that the facility failed

. to review and revise the care pfans of five of ten

| sample residents (#3, #2, #6, ¥4, and #5) as their

j individua! reeds changed. The findings included:

i Record review for sample resident #8 revealed
diagnoses that included fractured hip, chronic £nd

3 [ SUMMARY $TATEMENT GF DEFICIENCIES It PROVIDER'S »LAM DF GORRECTION o o
PREFIN (EACH DEFIGIENCY MUST 3B PRECEECED BY FilLL PREFIX, {EACH TORRECTIVE ALTON SHOULD BE e
TaG REGULATORY QR LEC [DENTIFYING INFOIMATION; oG BROSS-RSFERENCED TO THE APPROPHIATE
DEFIZIENCY)
=280 Continued From gage 20 260 .
F 280 483.20({d)(3), 483.10{(k)(2) COMPREHENGIVE F 280
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Primted: $2/02/20085
FORM APPROVED

CHB NO. 3538 0581

1%1) PROVIDERSUPPLIERICLIA

02 CORREGTION [JENTIFICATION MUMEZR,

5235051

(2 MULTIPLE CONETRJGTION
i, BUILDING
= LTI

(%) DATE SURVEY
COMPLETED

THZW2005

[

| NAME OF PROV DER OR SUPPLIER
tCANYON HILLS MANQR

STREET ADDRERS. GITY, STATE, 212 COUE
7416 CANYON RILLS RDAD
THERMOPOLIS, WY 82443

(o4 L0
FREF[|x
TAG

SUMMARY STATEMENT OF DEFICIZNCIES
{ERCH DEFIGIENSY MUST 3E *PAECEEDED 3Y FULL
REGULATLIRY 11 LEC IDENTIFYIMG |NFORMATION,

I FAOVIOER'S PLAM OF CORRECTION
PREF1X {EAH CORRECTIVE ACTICN SHOLI T BE
TRG CROSSREFERENCED TO THE AFRFROPRIATE
| DEFICIENG )

Ty
COM=LETION
CATE

F 280

, with locomotien en and off the unit and dressing.

Contnued Frem page 31

| stage ainway obstruction, gastritls, and end stage
! Alzheimer's. Review of the reésidant's 9M15/05

t quarterly Minimurm Data (MDS) assessment
“evidenced that the resident reguired extensive
assistance for bed mobility, transfer, sating, toilet
use, personal hygiene, and bathing and tofal care

1

| a, Review of the resident's care plan for actlvities
 revealed ar approach of “infracuce to psers with
i girmthar interests and encourage
interactipnfinvolvement,”

' Obsarvations on 101805 and 1077805 r‘euealaﬂ
i that the resident did not attend activities and i
interacted onwy with a family member.

O 10/15/05 at 9:03 AM, in an interview with the

' Activitles Dlrestor (AR}, she verified that the
resident was not very active in the facility's Aotivity
programs. She stated that the family visits the
resldert ofter and the resldent recsives one fo
one viss,

| b. Raview of the resident s care plan for at risk for
“inbection (D/28/04) revealed an approach 1o

“mchiter incision dafly and PRN (as needed).” .
The site for monitoring was the: left aip {from /04 !
hip fractura). The tamget date was 12/)5. :

| o. Reviaw of the resident's care plan for history of
nip pain fom fractured hip (9/04) evidenced an
_approach of "assist with mability as needed.” The
| resident was cbserved to réquire tola) assistance
with robilite, On 10M2/05 at 10:13 AN, mn an

irterview, the Certified Nurse Alde (CNA} vertfiad
that the res.denl was depencdeni on siaff for

mchility.

d. Revlew of the resident's care plan for potential

F 280 |
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DEPARTMENT OF HEALTH AMD HUMAN SERVICES FORM APPROVED
CENTERS FCR MEDICARE & MEDICAID SERVICES OME HQ. 092R-01381
STATEMENT OF JEFICIENTIES  [{K1} PROVIOER/SUPPLIZRICLIA [X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AN FLAN OF CORRECTION IENTIFICAT GN HUMBER! 2 BUILGING COMPLETED
535051 B, NG - 10/20/2005
MAKE OF PROVIDER Of SUPPLIER :. ETREET ADDRESS. GITY, STATE, ZiF COGE
CAMYON HILLES MANOR i 1210 CANYON HiLLS ROAD
; THERMOPOLIS, WY §Zd43
(X4} 10 BLIMMARY STATEMENT OF DEFIGIENCIES ¢ D PROVIDER'S PLAN OF CORFELTI OV, e
PREF X {EACH DERIGIENCY MUST BE PRECEEDED BY FULL FREFIX IEASH BORRECTIVE ACTICH SHOULD BE R il
TAG HEHULATGRY R LSG IDENTIFYING INFORMAT N | CROSE-REFERENCED T THE APFRUFRIATE i
! DEFICIENGY)
F 260| Continued From page 32 F 280 . '

for falls revealed approaches to "Keep :
' enyirenment free of cluttarfobstruction’, "weep i

: frequently used items within ____ {resident's
name) igach," and "monitor condition of ehoes,
_have repairedireplaced 25 needed.” The resident -
. was dependent on the staff for mobility and ealing
‘and drinking. The resident did not ampulate. '

2. Recerd review for sample resident #2 revaaled
the resident was admitted to the facility on
928189, The resident's diagnoses Incladed: MVA
| {motar vehicie accident) with traumatic brain
iniury, savere spasticity, joint contraciures and
aphasia.

a. Revlew of physiclan grogress notes included,

7713105 which ideniified te resident as being ina:
"persistent vegetative state”,

1001 305 "Resident unable to ¢ommunicale with
nursing steff, ... A lot of flexion contractures on
thve wrist and contractures of the lower
extretitias. "

ih. Review of the physical therapy screen dated

{7105 identiflad the resident as having full ioss of
 voluntary function with partial fuss of PROM

| (pagsive range of modion) nack, arms, hards and f

| Teet,

£, Review of the MDS (minimum data set) dated
B/26/05 idantified the resident as having wo
stage | {ons) and one stage i} {two) pressure
sores and saing totaly dependent on staft for all
cares.

d. Review of tha "Care Plan Conferencs

| Surmmary" sheet dated 7/7/05 had a note written
“in the "Summary of Care Plan conference

FORM ChiS-2EEF(02-99] Provious Varsions Obealets
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Printed: - 2022005
FORM AFPROVED

OME MO, 8532-0301

Discussion" secton stated, ' [Resident] has coras

| an [his/her] feet and [hisf her] [parent] would like

to krow why [hefshe] has these sores,” The area
on the pack of the shest Linder section marked
"Risks/Consequences” stated, "Sores on feet RIT
[reiated o] rolling {resident name] in bed.” There:
was no documeniation of actions or interventlons
taken to prevent further scres or injury to the
resident's feat in the plar of care.

3, Resident #5's medical recotd review revealed |

the resident was admitted to the facility 3/10/04

with diagnosis including; dementia with behaviore.

hypertension, atherosclerolic heart diseass,
ostecarthritis, reral and ureteral disease and
insomnia.

a. Review of the MDS date 8/17/05 identified
the resident as having a s.gnificart change in
condition, The areas idantified as decline
incluged: cognitve skills from madified
indapendence to moderataly impaired, transter

from needing supervisian to extensive assistance,

Change in ADL {activities of daily living) functich
rarked as (2) deteriorated, weight loss, falls and
increase in pain. A note on the review summary
with the assessmant stated, "significant decling
since recent Fx (fracture}.”

h. Review of the resldent's plan of care dated
G129/05 {onsel) with taroet date 12/05. This was
after the rasident had a fall which resulted ina
fractured clavicle. U llsted problem for fafls R/T
{related to) use of psychoactive medications and
continuous wanderirg. [Fesident] takes
antidepressants daity and antlanxiety PRN. The
qoal was -will remain free of fall every day, The
tyned approaches included;

 {) kesp environment free of clutter/obstructions
| avaryday,

STATEMENT OF DEFIQIENGIES  [(X1) PROV DER/SUPPLIERICLIA (32) MULTIPLE GONSTRUCTION 4S) DATE SURVEY
AND PLAN OF GORRECTION IENT.FICATIN NUMBER . BUILDING pae SV
. BWhHG ' :
53503 /202005 |
| NAME OF FROVIDER OR SUPPLIER STREET AULRESS, GITY, STATE, ZIP CODE
CANYOM HILLS MANGR 1210 CANYON HILLS ROAD
THERMCPOLIS, WY 82443
[ puapin _SUMMARY STATEMERT OF DEFICIENGIES T D PROVIDER'S FLAN OF CORRECTION T
FREEIX (2ATH DEFICIENY MUST 88 PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTIGN SHOULD BE | COMPLETION
16 REGULATGRY OR LEG [BENTITYIMG INFORMAYION) TAG CROSS-REEERENGED TO THE ARPROPRIATE DATE
ATZFICIENTT)
F 280 Continued From page 32 F 230
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CENTERS FOR MEDICARE & MEDICAID SERVICES QMR N, 0938-0391

STATEMEMT OF DEFICIENSIES |7} PROVIDER/SLIPPLIER/CLIA (%2) MULTIPLE CONSTRUSTION (%3} LATE SURVEY .
ANO PLAN CF CORRECTION IRERTIFICATION NUMBER: & FILONG COMPLETED i
1

B WG

53505 10/26/2005 |

NAME OF PROVIDER OF 3JPPLIER STREZT ADDRESS, CITY, STATE, ZIP CI0E !

CANYON HILLS MANOR 1216 CANYON HILLS ROAD
E THERMQPOLIS, WY §2443

XAy |0 SLMMARY STATEMENT OF JEFICIENGIES v PRUVIGERE PLAN OF CORRECTION on {X;]T 5
PREFIX [EACH GEFICIEMGY MUST BE PRECEEDED BY FulL PREF X [BAGH CORAECTIVE ACTION SHOULD BE 4 IMQF.I'I.TEI H

TG REGULATORY QR LSS IDENTIFYING INPORMATION) Thiu CAOS3-AEFERENZED TO éaj]E APERGPRIATE
DEFIZIEN

{ 280| Cantinued From page 34 F 280
2} keap frequently usad items within fresident’s]
reach, '

33 anticipats [resident's] needs daily,

5] medicate as ordered notify physiclan of any
change in behavior / imental status,

&) monkor condiion of shoes, have
rapairedireplaced as naeded,

By encourage to take rest pariods,

#) Keep room free from oluter”

There were additions written in with some of the
! resident's falls listed waich includad falls dated;
B{28/08, 7SAE, TME/GS, T20S, 8/2/05 and
: 9/12/08, The writlen in approaches were motlon
_monitor, bed alam, PT {physical therapy) to
- seraen aftar falie, schaduisd teilating q {(every)
- 2-4 Fours rouna the clock, boat matiress and seli i i
“releasing seat belt, These addiicnal approsches !

ware rot datad kb show limeliness of these -
inferventions or changes in aparoachas when
interventions were not effective. The resident
contwed to have falls,

The facility failed to ensure the care planis
evaluaisd and revised as to meet this resident's
nesds. (Crass refer to F324 regarding the i
facilty's failure to ensure atequate supervision to ;
prevent sccidents.)
Q ¢ F-2%0
i . - COMPRESHENSIVE CARE FLAN
4. Beonrd review of sample resident #4's ;
medlcal record revealed the resident had been © It i the pragtice of this faciliry to have e
admittec ter the facility an 3201 with dlagnoses :  yesident participate in their plan of cere
that included cardiovascular accident (stroke), : angd reatment or clunge in care and
renal fallure, reactive psychosls and cameantia, ! treatment unless adjudged ncosapetent o
The resident's current quarterly Misdimum Data | | otherwise found to be ncapacitsted under
Set (MDS) assessment dated 10/8/08 indicated the laws of the Staie and periodically
the resident had long/short term memary loss and reviewed and revised by a Team of
soverely impaired decision making skills, The | | qualificd persons after eaoh assesament
MDS also indicated the resident needed

FORM CRIS-2567{02-55] Proviaus Warasions Qbublete L3 If egabinualen shped Page 35 of 165
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STATEMENT QF DEFICIENGZS i¥1; PROVIDER'SUPFLIER/GLLA
AND FLEN GF SORRECTION IDENTIFICATION NUMBER:

535051
1

(X2} MLLTIPLE CONSTRUCTION
A, BULL WG
B. WING

[X0) OATE SURVEY
CORMPLETED

10/2G/2005

NARE OF PROVIDER CR, $UPPLIER : i
CANYCHN HILLS MANOR '

STREET AQDAESS, CETY, ¥TATE, ZIF COLE

1210 CANYON HILLS ROAD
THERMOPOLIS, WY B2443

3, Review of the resident's care plan revealsd
the care plan consisted of 42 pages of
problemssgoals and aporoaches to Use with the
resident. Many problams had repetitive

" approachas,

b, Tha residant had a care plan for pain in

" higfier theg, The eare p'an did not \ndicate the

i sdministration of any analgesics for pain refief
although the resident was recaiving Uitram twice
a day for pain, The care plan dia not reflect how
this cognitively [mpaired resident routingly
exhibited histher pain {i.e. grimacing irrttability
screaming out ete. ).

¢ The resident's care plan (#12) indicated the
resident was at risk for wandering although the
approaches as well as the current MDS indicated
hefshe was unable to stand or move the
whealghait without assistance for staff. Ono of tha
approaches indicated that staff were to allow the
resident to wander freely in the Tagility and to
verlfy hig'her location 5t least PRN (as needed)

d, The resident's care plan (#14) indicated the
esident had impaired verbal commurication.

- Approaches listed "become familiar with words
usad by (resldenty and what those words mean ko
(resident. Share info with other staff” and
‘hecame farniliar with non-verbal ¢lues, gesiures
and bedy language used by {resident. Share info
with other staff. The care plan did not list the

. words of non-verdal oarmnmunicatior. used by the

| resident to share with new."pocrl staff caring for the

b

| 1-Care Plans are being reviewed far

i mdividualized approaches that meet the
resident’s individual needs. Apprcaches
will b dated.

Resident # 3 the cars plan has bean
individualized and achvities will have

| approaches thal will mses the resident’s

. lewed of function. . A review of activity

[ propra for approprigle care plag

: interventions t meet resident’s needs has
Leen compicted, Idenrified issoes will
heve approachss to meet current needs
such as mobiliy, Al Care plang are
reviewed and revised as indicated o
reflect eorrent plan of care,

Resident # 2 has lad the cars plan
adjurted and interverdians in place

to prevent sares fom eccurting on

his ioes. His total care plan was

also reviewed revised as indicated

to reflect cument plan of care

Hesident #6°s care phan is npdate
reflect approashes that are current to mest
the: resident’s needs to prevend falls, The
additional approaches added 1o the care
plan will be dated as well as other
spproaches i the cave plan.

| Resident # 5's care plan will be rviewed
' with related problems combingd W reduce
the nunber of problems with the same
approachics. A problem basbeen
identified o wavaging her pain and
approaches to identify The need far
medication, Reéview of ber care plan
inciuded means of compunication and

(il 5 JMMARY STATEMENT OF DEFICIENCIES i SROVIDER'S PLAN OF SORRECTION 7,
| pEEFX {EATH DEFICIEMGY MUST BE PRECEEDED BY FULL PREFE {EASH CORRECTIVE ACTION SHOULD BE . oMPLETION
CTAG REGUIATORY QR LS [EENTFYING INFORMATION, TAZ ; CROSS-REFERENCED TO THE APPROPRIATE, . e
| | DEFICIENGY? |
F 280| Continued From page 35 F 280 .
extensive to tofal assistance with bed mobiily, i
transfers, drassing and toileting. !

resldent, methods of communication, Approaches |
, : for weelohair safely h.a\re heen
g. Review of the medical recora revealed that 'addx:ssui
FORM CRIS-2567112-83) Pravious Versiens Obsolele 1YLE11 K canlinuefion sheat Paga 38 of 106
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|
|
resigent #5 was taken to the emergency room on i
10/1225 after getting histher left middle finger
caugnt betwesn the spokes of the wheelchalr, |
amputating the tip of the fingar, Review of the |
resident's care pian revealed that this amputation |
was listed hut thare was no approaches regarding
'wheelchair safety to prevent reoccurrence of this

. Ingident with this confised rasidant,

8 Record raview of sample resident #4's :
medical record revealed the resident hao been
readmitied 10 the facility on 12/11/03 with
diagnosas that Includea spinal stenosls, duodsnal
ulcer, anemia, depression, hypenension, and
affective paychosis.

A, Althaugh the night shift nurse docurmented
episadic sleeplessness, review of the resident's
medloal record showed no evidence thata
comprehensive sleap assessment hac been
conductzd o identify hisfher siecp patternfs.eep
disturbance, hizstary of and passibla reasons for
any insomnis such as night noise, pair or
naasible irfections. (See F272 for reskdent
specifics regarding lack of a comprehensive
gleep assessment).

i
L
]

b Although the resident had a oars plan related
to the use of a sadative the plan did not include

STATEMENT OF DEF.CISNCIES %1] PREVIDERIT JRFLIERICLIA (M7 MULTIPLE CONETRICTION {%3) CATE SLEVEY
AND FLAN OF CORRECTION IDENTIFICATION NUME SR A BUILDING COMPLETED
B, WING .
$35061 ’ 10{20/2805
MARAE C3F PROVIDER QR SUPPLIER STREET .P-.DDF!.E?SS. CiT. BTATE, ZIP GOOE
CANYON AILLE MANOR 1210 CANY QN HILLS ROAD
THERMGROLIS, WY BZi43
¥4 1D SUMMARY STATEMENT QF DEFICIENCIES D  FICVIDER'S PLAN OF CORRECTION ot
PREFIX (EAGH BEFISIENCY MUST BE PRECSEDED BY FULL PREFIX (BACH CORREICTIVE ACTION SHOLD 2E o
TAG REGULATORY OR LEC IJENTIFYING INFORMATION) TAG GROFE-REFERSNCGED T4 "HE APPROPRIATE
CEFICIEMDY)
, —
E 2&0| Confinued From page 36 F 280 Resident# 4 has had a sleep assessment

eompléted and appooachss to vid in geep.
MNurses bave been fn serviced on gleep
aids other than hypnotic medication and
the lnitation an the frequency and sde
effects of pving hypnotics. The need for
other means of achieving sleep will be |
care planned and identified on the MAR i
or Ingerdisciplingry Progress Nots before i
1 elesper is used. Approaches in the care
plan are being reviewed to find related .
pooblems to combine o improve |
approaches and use of carg plan.

All resident’s and/or respensible parties
are invited to attend cave planning.
Nugsiog staff have been in serviced on
notifving fumilics, including resident
#2's, regarding any changes in condition
which includes slin conditions. Resident
#2°s leenl representative consistentty
perticipates in the rerident’s care
confarence

2y Al resident care plans will be
weviewed To asqure revisions have begn
made a5 ndicared,

7 On 11/30/05, the 1DT were in serviced
on the care plan process with emphasis on
reviging the care plan when the résidents

approachsas to ensure the resldent did not tae need chanpse. |
the hyprotic drug for mere than 10 continuous
gays unless an atlempt at a graduat dose 4} The Director of Nurses, ADON gnd
recuction is unsuccasshul, MDS norse will moniter compliance

. wikly for 8 momh and moathly
¢ Review of the resident's care plan reveaied thereatter, Any trends will corrective
the care plan consisted of 34 pages of action taken will be reposted o the !
probtarr sfgoals and approaches to usa with the (uality Assurance and Assessmen|
residant, Many problems had repetitive pommities gt least qoarterly.
approaches.

Completion date is 11/30/2003
FOFM CHME Z8R7I02-85) Previous Verslans Obaclete LB if continug Lbon 3haed Page 37 of 105
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STATEMENT OF DERC ENCIES B0y PROVIDERISURALIERICLIA, (2] MULTIFE SONSTRUCTION (%) DATE BURVEY '
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I
535051 . WING 101202008 |
MANE OF PROVDER OR SUPPLIER ' STREET ADORESS, CITY, STATE, ZIP CODE
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MayD SUMMARY STATEMENT OF DEFICIENCIES al PROVIDER'S PLAN OF CORRECTICH L0y
BREF ! JEATH GEFICIENGY MUST 8E PRECSEDED B FULL SREF|X {EACH CORTECTIVE ACTION SHOWLD BE CONPLETION
TaG | HECULATORY OR LBC IGENTIFYING IWFORMATION, tam i CROBS-REFERENGED TG THE APPROPRIATE LATE
| DEFICIZNGT
F 302| 483,25 QUALITY OF CARE F 309 .
55=D :

Each resident must recaive and the facility must
provide the necessary care and services to attain
or rrainsaln the highest practicable physica
mental, and psychosocial well-being, in
accerdance with the comprahensve assessment
and plan of cars.

"This Requirement is not met as avidenced by,
Based on observation, record review, and
resident! staff interview, It was determined that
the facillty falled o provide care in a manner
which helped four of ten sampie residents (#4,
#5, #7, and #8) reach their highest practicable
iavel of physical, mental, andfor psychosocial .
furctioning. The findirgs included: ; i

1., Review of the medical record for zample
resicant #7 revealed the resident was admitted to
the facility in November 1884. The resident's

: surrant dizgnoses included oruritus, dysphasia,
ostecpotosis, seizure disorder and arganic brain
syndrome, The resident hac a urine cuiture on
4/8/05 which showed contamination of E cail.
According te Tha Merck Manual, 16th edition,
Eecherichia ¢oli {E. ¢oli] i$ the most comman
cause of UTls (urinary tract infactions) in adults.
Thesa bacieria are normally present in the colon
and may enter the urathral opening ‘rom the skin
| arcund the anus and genitals. Poor perineal care
i can contribute to UTls,

a. The resident had a care plan for risk for
mfections secondary to a history af UTls. There
wers no approaches relaled fo preventive
measures for UTIS.

i corir yotios grest Page 38 of 103
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CENTERS FOR MEDICARE & MERICAID SERVICES OMB WO, 0938-0381
STRTEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIERGLIA X3} MLLTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIF GATION NUMBRR: A BULTING COMPLETED ,
B, VKT
535061 12/20/2005

MAVE OF PROVIDER OR SUPFLIER
CANYON HILLS MANOR

STREET ADDRESS, SiTY, STATE, ZIP CO0E

1213 CANYON HILLS ROAD
THERMOPOLIS, WY 52443

b. Inan observation on 10/18/05 at 4:10 PM of
GNA 4 during persotal cares for resident #7, the

s CHA indieated the resident had dried sraars of

stool on hisiner perineum and nuttocks. The CNA

. stated "they didn't clean (the resident} up very

well', Oosenvation of the resident and the care
pravided by the CNAS showed the pad under the

: resident was saturated with vrine and biood
- stafns from the open arsas on hls/har buttocks,

Tne CNA used seversl wipas to clean tha
resident's perinaum. When asked i the resident
had just had a bowel movament the CNA stated
"no tis is dried on from hefors”.

4. Record review of sarmple res.dent #5's
madical racerd revealed the rasidant had bean
admiftted to the fasility on 372/01 with diagrnoses
that irctuded cardiovascutar accident (stroke),
ranal fallure, reactive psychosis and damentia,
The resldent's currenl quarterty Minimum Qata
Set (MD3) azsessment dated 10/8/05 indicated
the resident had lorglshort tarm memory loss aad

" severgly impalred decision making skills, The

MDOS also indicated the resident nesqsd
extansiva to total assistance with bed mohility,
Iransfars, drassing and toileting.

a. Tre resident has several cars plan
approaches (#7, #8, and #16) which indicated
hefshe ate better when fed with small plastle
spoanz and small plasiic cups, Obsenations of
slaif members feading the resident during survay
ravaaled that the sta'T did not use plastic spoons
and cups as autlined in the resldent's care plan.

b, Observation of the resident on 10/18/05 at
1:30 PM revealed CNA #1 was providing pericare
0 the resident after Iuhch and laying the resident
down for @ nap. The CNA removed the resident's
incontinent brief and hisfher sweatpants and

(X4 10 SUMMARY 5TATEMEN" CF DEFIGIENCIES e PRGVIDER'S PLAN OF GORRECTION oL
FREFIX {EACH CEFICIENCY MIAST S8 PRECEEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD SE P OEOHELE
TAG REGULATORY OR LG IDENTIFYING [MFCHMATION TG CROSS-REFERZNCED TO THE APPROPRIATE
CEFICIENCY;
F 305| Continued From page 38 F 358!
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F 308| Continued From page 3%

| {ransterred nim/her 1o the bed. CNA used two
wipes 1o wipe the resident's front genital area and
rectal area. The CNA wiped with the cloth several
times to clean the resident’s genital area. i
Althaugh the resident was frequently inconlinent
and at nigh risk %or skin breakdown, the CNE. did
not apply any protestive creams after prewiding
pericata. The resident's eare plan {#3) indicated
the resdent was to be encouraged o lay on
hisfher side when in bed and a barrier cream was .
to be applied after gach incontinent episode.
Olbservation of the CNA #1's performance of
incontinent care for resident #5 did not show that
the resident was assisted to position hirmihersatf
in a sige-lying position of that the CNA anpliec the
barvier cream as diracted in the care plan.

‘o Raview of the resideny's care plan revealed
the resident had had several skin tears since
7120/05 and the resident was to have gerigloves
on o protect histher skin. Dhservalion on
10/18/05 frorn 12:30 PM to 7.00 PM reveaies

| these gloves had not been applied.

d. Review of the ChemicalPhysical Resiraint

Appropriate Review Form for 1610405 Indicatad

_the resident was to have a rriat on the floor for

| safety and the residents fal risk. Or 10/18/05 at
425 BM an observation of the resident revaalsd

the resident was lying on the bed, There was no

protective pad an the floer by the resident's bed,

4. Record review of sample resident #4's
medical record revealed the residanrt had been
| readmited to the facility on 12611/03 with |

diagnoses that included spinal stenosis, duodenal
ulcer, anemla, Jepression, hypertension, ard |
affective psychasis. "

a. The resident's annual MDS dated 72805

F 309

¥ - 309
GUALITY OF CARE

It is the practice of this facility to provide
" Yo regifent with the necessary cure and
. services 10 attaim or maintain ihe kighost
practicable physical, mental and
payshosacial well baing, fn accordance
with the comprabhensive assegsment and
plan of care.

| - Myrsing slff kas been in serviced on
providing pericare with an approptiale
technique. Compelencies on pericare
| wers done with CNA's to show
proficiency or need for additional training
and mesasures to prevest ITT1s was added
tor regident #7°s riske for infecrion Care
Flan.
Tesident #57s care plan for use of plastic
spoons and cnps bas been reviewed with
the eial and they have becu using plastic

i
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inchided the Residert Assessment Prototol
{RAPY Sumrmary. Review of the RAP summary
ndicated tha' the resident was at risk for skin
nreakdown and pressure wicers related to
ineontingnce and decraasaa mobility.

b. The restdent's care plan {18) related to the
risk for sk'a breakdown indicated the resident had
an anti-pressure device on histher ped and
diracted staff ko koep bed linens wrinkle free,
There was no approach listed for an anrtl-pressurs.
davice in the residen’’s wheelchair where he'she
gal severa; kours daily.

. Oheervation of he rasidant's whaalchair an
10/18/05 at 2:00 AM indlcated that Fefshe did
have 3 pressure-religving cushicon in the
wheelchair. The cushion had deep wrinkies in the
plastic cover and was covered with a lowel, The
resident indloated 1o the surveyor that the cushioh
was not really comfortable and the towet helped
some.

o, Observation of the resident's cushlon on
10/19/05 at noon revealed the cushion was
deeply wrinkled and coversd with a baih wwel

g, Agcarding to "Prassure Ulcer Treatment”,
U.5. Department of Health and Human Sesvices,
Clinieal Practice Guideling, Number 15, the
resident should nave an individually preseribed
seat cushion whizh will pelieve or reduce pressure
an bory prominences. Support surface and
positionirg necds should be assessed and ;
reviews=d regularly and determined by results of
skin inspection, patient comiort, abliity, and

Staff is heing made aware of all care plan

" issues in the care of the residen regarding

incontingnt eare amd protections and
positiming.

Residem # 5 Extea geri-gloves have besn
ordered and are availible 4t the aurses”
slation and in Supply,

The mat will be on the Joor aext 1o the

bed when the sesident #5 is in bed,

Resideds # 4 Cate plan for ant-pressore
device for the bed pressure relief cushion
in whealehair bas been care planned. The
cushion inthe wheelchair is appropriate
per mamfishoers spocification, The
resident should not be sittng directly on
the custnon and may have a thin cover
over The cushicn.

Resident # 9°s UTT had cleared and theys
bas nct buin 2 recccurencs since. Cn
11450/2008, the mmes wers in serviced
on follow up documentation when
resiceut s cxperiencing a change in
condition.

2) All residents with recent changes in
condition, docurmnenation have been
revissed 0 agmure documeniation ig
completed. Wheelchadr cughions have
been reviewed for approprialiness Cace
Flans xie pddated as nsoessary. All
easident’s andfor responsible parties ans
ixiited to attend care planning. MNursiog
staff have been in serviced oo notifying
Eamibies, including residens #2',
repundinng any changes in condition which
includes skin conditions. Resident #27s

A0 PLAK OF CGRRECTION DENT:FICATION MU RER, 4, BUILHNG COHALETED
B WING
E35054 AI20F2005
WAKE CF PROVIDER OR SUPP.IER STHEETIAD{:I RESS, CITY, STATE, ZF COCE
CANYON HILLS MAMOR 1210 CANYCON HILLS ROAD I
THERMOPOLIS, WY 22443 :
{Eai D SUMMARY STATEMEMT OF CEFICIENCIES 12 PROVIDER'S PLAN OF CORRSCTICH I :
FREFIX (EAGH DEFIG:SKCY ML ST BE PRECEEDED BY FULL FRIFLC iEAGH CORRECTIVE AGTION SHOLLD BE i cnnn ;.FEr b
A AEGULKTORY OR LES (DENTISYEL G IWFORMATION) TaZ CROSSAEFEREWNCED TO THE AFRFRIOPRIATE
' DEFHAEHOY)
F 308| Continued Frem page 40 F 309 equipmeot as per care plan for sach meal.

geheral state, Cavering these suppert servicea | legal tepresantative consistenily
with beg linens, towels of incontinent pads : participates in the resident’s care
decreases their effectiveness for pressure relief. CoTETence
FORRM CMS-2567(02-85) Previous Versions Gbaclate 1YL211 It canfinutian shee: Page 41 of 105
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33On llmﬁIOS,nurseﬁwnreinﬂ&mimd |
on the care plan process and docurment |
| meqniements for the COC, The |
| inforouition discussed g7 the i BUTVices |
will be mcluded a5 rart of the arientation

| | & Residen? #9 medical record review reveaied | |
j | the resident was admitted to the facttity on | ]'
] 6/14/086 witty diagnosis incluging: 08'gaporosis |

| | hyoertension, macar degeneration, Jaint pain |
| | pelvis ang depressiorn. |
I
|
I
|
I

Yor vew staff, For poolfagency, (o
| Review of the MDS dated 8/0/05 identifod he | | imformation will be placed 15 e binder
| resident's cognitive kil for decigion making as I % part of their orientazion 1o the faciijy, |
fodtfed indepandence, with fas in the past 35 | }
| dave and 31 -180 days, moderate pain daily, I 4 The DON or designes will mopjor
fecent UT! {urinary tract infection) and not PRing | | 1 weekly for & moph anid
6N & restorative nursing program, | | monthly therenfror, Ay trepds wit] |
| I | Eorrective ariign taken will ba reparted 1o
| Review of the Interdisciplingry Progress Notes" | the Guality Assurance apg Asgesgment
dated 8/10/05 Identified the resident was seen by GO 8t Jeast quanerly, I

the physician and had 2 rew order o Inorease | | [

| current antideprassant, The enlry cn 811/05 gt | Completion date jg 11/15/p5

[ 1100 A stated, "Res. o/o {complalnad of) N | |

! {hausea and vormiting) 2nd diarchsa, mod |

| {moderate) ermasis 1 e Phenergan I given as | | |

| orderad, wiil cont, ta monitor." The next : | |
documentation was 8/25/05 18 days later. The | |

| facility faliad to provide timely follow up far this |

| resicent whe hae a change in condition, There | |

| Was 1o fallow up to assess if the HCrease in | | |

-medication had causeq adverse side sffects or / |-

| othar causes for NEUsed, vomiting and diarrhsa,

| |
F311| 483.25(a)(2) ACTIITIES OF DAILY LIVING | Faf ’
SS=D| , , . I
A fesidernt is given the appropriate treatment and |
| services to maintain of imarove his er her abifities
| Specified in paragraph {a){ 1} of this section.

|
| | |
| This Requirement is not met as evidenced by |

Based on observation, residentstaff mterviews | I
1 and record revisw, it was determined that the | ' [

TYLE11 If cortinuation shest Pape 42 o 108
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F 3

Centinued From page 42

facllity Failed to provide adequate meal assistance
o three of ben sample residents 48, #8 and ¥7)

| and four supplemental residents (F13, #11, #15,
and #16). These residents ware facillty-assessed |
andior observed to be able to feed himferself all .
or part of his/her meals, but required supenvision, |
cuging, andior physical assistance to eat andfor
i~ be positoned at the table. The findings

: neludad,

1, Record review ‘or sample resident #8 revealed
| diagnoses that included dysphasla, gastric refilx,
and osteoarthritis, Review of the resident’s
10/13/05 annual Minimurm Data Set (MD3)
assessment revealed that the resident regusired
only setup help with eating.

& On 10/18/05 frem 530 PM to 638 PIM,
phservations of the residert during the evenling
mea! ravealed the following:

Whas the resident's meal was served at
approxirnately 5:45 PM, hefske indicated to stafl
that he/she 4 not want the faed, The CMNA sakd
that she wouid check pack with himfher to see if
- hg/sna warted something else to eat.

The resident was chserved ic be eating only the
banana and orangea, At 5:04 Pi, the surveyor
raquested that a CNA check with the resident
since the resident was not eat.ng and ne staff
member had raturned 1o see if the resident
wanted something diffarent to eaf,

The CNA orought the resitdent a peanut butter

' sandwich. She placed the piate with the sandwich
“on it to the left of the resident's other plate (off the
- Oyeem). '

The res'dent appeared ta have difficulty reaching

7311 ‘
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Continued From vage 43

the sandwich, but consumed it when hefshe got
ahold ¢f it, Thi resldant's juice and water were

placed abave the Dycerm and platas of food, so
the resident was unable ia reach them,

AL aparoximatey 6:25 PM, when the resinert
finlshet eating the sandwich, the surveyor wentto
gt the nurse to show her that the resident's

drinks were aut of reach. While the surveyer was
: walting to taix t the nurse, the resident

| requested assistance from anather surveyor, The
second surveyor reported to staff that the
 resident had asked for assistance. The staff

: mermber commented, "Oh does [residant] need
hisfher drink in reach?” Staff then placed drink

glasses within the resident’s reach.

The resident was abseatved to drink the entire
g.a55 of juice Immediately.

Review of the Octobar, 2005 "Meal 'ntake

b, Op 10719405 from 1200 noot te 12:45 PM,

ghservatlon of the resident during the noon meaa,
‘ revealed that the resident refused to vat the
‘menued items. The resident was provided with a
peanut bulter sandwich, which hefshe consumed
without drirking any lqulds. The liGuids were
placad above the Dycem, out of tha resident's
reach. No staff members were present at the
table of returned to the iable to offer agsistance to
the resitent.

' The faciiity failed ko pravide this rasident with

sugstitutes and/or assistanse in a timely marner,
The resident was observed to conslme the !
sandwich at each meal. No other substtutes were!
offared or provided 1o this resident at either meal,

Record” evigenced that staff charted that the
rgsident ate 25 % of the svening meal and 100 %
of the roon meal.

F3i

F-311
ACTIVITIES OF DALY LIVING

it is the practice of this facility 1o give
residents the approgriate treatment and
services to mainain or improve bis or her
abilities specified in paxagraph {a)(1) of
this section.

1} Resident #8 - When the resident does
oot wan the regnbar meal offered and
Tenuests a pean bacer amd jelly
sandwicl, the resident will be served the
peanat butter and jelly sondwich along
with the alleraaiz for thal meal. The
spmdwich will be considered a portion of
the meal with fhe alterate and the
porceniage considered from the total
amounl served as the alleroate, The
resident was reviewed by 1he RD and
fiynd fhe weiph to have stabilized The
resident 15 rlso reosiving 4 multvitamin,

FORM ChiS-2567{07-05) Pravlaus Vamoos Cheoista
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¢, Reyiew of the resident's care plan svidenced
that the resident was to be encouraged to diink
fluids, The staff fajed to place the resident's juice
Im reach. The resident did not drink the waler at
aither rmeal. Siaff did net offer the resident any
gaditonal fuids durlng the two meal nhservations.

2. On 1018405 from 5:30 PM to 835 PM,
obgervation of supplemental resident #13 duting
 the evenlng rmeal revealed the fallowing:

The resident appeared to have fallen asloap while
waiting far histher mea; to be served,

|

| At 5:50 PM, the resident was served his/her food.
The resident was observed o be seated at @
table with hisfher chin only slightly above the

- adge of the table. While the resident was eating,

hefshe kept hisfher arm on the armrest of the

chair. The resident was observed (o get a vary

small amaunt of food on the end of the fork and

then to Bring 1t to hisfher mouth witheut liftng

higfher elbow off the chair armrest,

ALG:25 P, a CNA approached the resident and
asked the resident if he/she was done eating. The
: resident had been eating continualiy, but had
consurmed onty spproximately 10% of the meatk.

The CNA did not sua, ansourage, or assist the
resident to eat. The CNA ambulated the resident
olt of the dining roam.

Review of the facility's "Weight Variance
Surcmany” evidenced ihat the resident was
experlencing a gradual weight logs (2.1% In 30
days, 7.4 % in 90 days, 6.4 % in 180 days).

3, Ohservations of the evening meal service on
10/18/06 from 6.00 FM to €:55 PM revealed a

(CV e SLAMARY STATEMENT OF DEFICIENCIES [x] PRAVIDER'S PLAN GF CORRECTION : GRE]
PREFIX (EACH GEFICIENCY WLST BE PRECEEDED BY FULL PREFI (EACH CORRECTIVE ASTION S4QUL D BE + CEMPLEION
TAG REGULATORY DR L3S DEMTIFYING INFORMATICN TAG CROSS-REFERENCED TD THE APFRCPRIATE
: DEFISIENGT)
F 311} Continued Fram page 44 Fan Tresideat #13 it will be shressed with saf

in an in-servics roganding the IMporalce
tor cue 2 resident if the resident has aot
eaten the greates portion of a meal, The
resident requests and reosives snaoks
frequently,

. Resident # 7 will be encouraged 1o at all
‘ of the altermate mea) if not eating regular
qiet,

| Resident #16 is independent in gating.

23 Al residents who receive Assistance
with meai service will be identified and
care p:'lan npdated if nectssary.

53 Stalf is being in sizviced by the DON
| reguding placement of food ems in
Front of the reaident so they are inrgach.
The staff is being; instructed when they
notics 3 rsident may have dronk atl of -
ome fiuid and not anothee, to ask the
resident if they would Khke something else
(o drink or if the resident s not able 1o
verbalize their desive, to offer additional
mid of preference, Stafl will focus an the
Tesident they are assisting with dining
and, other than as e planned, will sit al
oye level with the reeidont. Saff will be
in sepviced by the DON and COM on
how 1o measure meal intake, The CDM
will in-gervice the dictary stafl to be
certain adequede food is provided with ag
alievnate,

Tn addition, there is an assipned

manager wiho will cbserve the
dintng room at each meal during the wezk
and tme manager will supervise one meal
on the wethend. This manager Wikl look
for residents wh need special assistanes
and as appropriste for the manager's
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F 211 | Continued From page 45 F3U1 | onon, essonrage aad assistthe sesidant |
Certified Nurse Aide (CNA #3) was feeding o equest 4 preing staff ernber to 258ist
regidents while standing at thelr slde. Tha CNA the resident ta conmpleta the meal If the
was assisting 3 residents (#11, #15, and #15} resident refises (e meal offered, the
seated at @ square sable. Resident #§ was also will request £ alicriate 10 be
seated at this tatle but was ahle to eat by OMHEE m{f m_,[ anatlier chgice For the resident.
himénerzelf. The CNA (#3) did not sue the Tf the resident contiuoes to tefise to eat
| restdent when resident pushed self away fram the wwhat is affored, it will be noted on the
| table before finishing the meal. This resident nad ke sheet and anyone who has bad 2
| haen identified by staff as having & significant poar intalke will be olfered & enack later
! weight loss and needing encouragerrent to eat. ¥ heo the residunt waybe move willing 1o
The CNA did not offer seconds to thls resident \ the offored food. The charge mese
and continued to vislt with coworsers. will be mads avare whenover a rosideant
: i | refices 1o tat or Lias minimal intakee. 12 i
| Intervigw with tha dietary manager on 10/18/035 at of refusal i fonod on the intake '
&:40 Fid identified the four residents at this table oo, the resident will bS revicwed by the
as needing to be cusd and assisted with maals, Skin,fWai i, Hydration Co rmitiee 38 10
: . a need for 2 supplemet 1o be offered or
4. Review of the medical resord for sampls additional mrients added o te foods of
residant #7 revaaled the resident was admitted to o resident™s preforence, The 1¢si dent's
ihe facility in November 1984. The resident's ogioian and legal | ative will be
surrent diagnoses included prurts, dysphasia, pay o follos: _uﬁpp aI :r;lsiun will e
osteoporosis, seizure disorder ard organic brain mmuﬁndas ed. The resident’s care plan
syndrame. - will be revised to refleet Thoe current plan
a, Aithough the resident's current quar‘reﬂyﬁﬂDS , of cure.
assessment dated H28/05 indicated the resident and CDM will
“was indapendent with eating {5 1 £}, the resident iﬁﬁgﬁﬁoﬁmﬂ weekhy 10 506
' fad a cars plan for risk for weigrt loss. _ ot fouds axé offerod according to the
Approaches listed Included dlrectives far the staff mesm ond that assi (s provided to.
io encourage intake at meals. The care plan e reident in m:pma ot enanmer
L {#18) for "requires IImited to extensive assist with | This wmlll be most mmdpmfpﬂma;mpm
ADLs {activities of daily Itving}" inciyded weakly for 8 month and m outhiy
approaches to provide assist for eating all meals, Ay trends will conrective
The resident a$0 had a sare plan-for nsk for afh“mwfmmm arill be reported 1o
shokinig and aspiration. This care plan indicated e Assuranoe a0d ASSesSMEnt
sraff was to encourage small bites and monitol Q“‘mf"um a1 1e3st q ly.
for signs and symptomns of aspiration, conin s
b Obeervation of the evening meal nn 10/18/03 Completion Date is: 11205
reveaiad sample resident #7 was provided with :
{ | -
FORM CMS-2567102-00) Pravious Versions Dhsniats 1YLE11 If cantin.anon sneet Page 48 of 105
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| DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDIGARET& WEDHCAID SERVICES OMB NO, D&38-0381
STATEMENT OF CEFICENCIES (1) PROVIDERSURRLERCLIA X2) UL TIALE CONSTRUCTION (X3} GATE SUAVEY
ARD FLAN OF CORRECTION IDENTIFICATIZIN NUMBER. A BULGING COMPLETED
| ‘ B.WING
{ 33505 — 107202009
NAME OF PROVIDER OR SUPHLIER STREET ADDRESS, DITY, STATE, ZIF CODE
SANYON HILLS MANOR 4910 CANYON HILLS ROAD
THERMOPOLIS, WY 82443
o | SUMMARY STATEMENT OF DEFICIERCIES | D BROVIDER 5 F_AN OF CORRECTION T e
FREFIX {EACH DEFIGIENCY MUST BE PRECEERED B FLLL | PREFIX [EAGA CORRECTVE AGTION SHOULD 3E G'JM;'-E“DH
TAS HEGLLATORY OR LSG ICENTIFYING [NFORMAT O . TaG CRESE-REFERENGED TO THE APPROPRIATE ATE
: DEFIGIENCY) :
|
E 341, Contnued From page 46 | F3t ' .

reqular digt, The resident was oaserved fo paxe

araund the dining reom but only take a few bites |

of fanc. No staff was observed to approach the

rasident and encourags or cue himfher to aat the |

maall. The resident ate iess than 25 % of the
meal.

F 218| 483.25(e)(2) RANGE OF MOTION . F a8

Based on tha comprehensive astezsment of a
| resident, the facllity must ensure that a resident
" with & lImitad rahge of motion recaives
apprapriate treatment ang services 10 increase
range of motion and/or to prevent further
decrease in range of motion,

This Regulrement is notmet as evidenced by
Based on record review, shaervation and staff
Interview, it was determined that the facility failed
1o provide care planned treatment and services 10

increase or maintain range of motlod {ROM] for
six of ton sample residants (1, #2, #4, #5, #¥
and #8), The findings ircluded:

. On 10HS/05 &t B:42 AM, in an Interview with |

| the restorative aide (RAL she Indlsated thatthe
facility has tnree levels of rehanilitation. She
revealad that these levels are therapy, restorative |

nursing oy an RA, and maintenance providad by
| the nurse aides (NAS). |

" The RA stated that thera are 18 residents i

| recaiving restorative care. This RA revesled that ‘
the residents are scheduled 1o receive resiorative .

| three to six times 2 week, She said that she coud ! |

: get all of the residents cone, but was not

i providing services dally to each of the 18 _ ‘

| ‘ residents. The A wag requasted o nrovide a llst |

FORN CMS-2557(02+85) Previous Varslens Obsolete _ 1¥LE1
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Printed: 12/2/2005

DERARTMENT OF HEALTH AND HUMAN SERVICES ;
_CENTERS FOR MEDICARE & MEDICAIC SERVICES om?rﬁg_%gpz%%ﬁ?
STATEMENT QF JEFICIENCIES 1) PROVIDERISLPF [ER: ) L ]
AND FLAN GF CORRECTION } IDENTIFIGATION t&lEﬁT&CELEl f;&?f; 21; F OONSTRLGTION be) g;fﬁf%ﬁ“
B WING
535051 1042012008

NAME OF FROVIDER OR SUPPLIER
CANYON HILLS MANOR

BTREET ADDRESS. CITY, STATE, ZIF CODE
1210 CANYON HILLS ROAD
THERMOFOLIS, WY 82443

of residents wha received restorative nursing,

mamber provid.ng restorative services, She

stated that sne i scheduled to work Wednesday

| thigugh Sunday from £:00 AM to 10:00 AM or

1 44-00 AM. She Indicated that she has been the
pniy RA providing restorative singe she started

| working as an R abeut four or five /nonths age.

She confirmed that the previous RA also worked

alone.

Nate: The RA verified that there is not a

restorative dining pregram. Since the ras.denis

og: breakfast at 7:30 Add, no restorative SeTviCRE

| are pravided for approximatey an hiour. This
resUited in the RA having three to faur hours a

day, five days a week, to provide restarative
services to the residents.

The RA revealed that she has a restorative book
ta chart in. She sai¢ *hat the maintenanca
program is charted by the CHAs (Gertified Nursa
Aiges) on the CNA flow sheels.

' o Record review revealed that sample resident

| #1 had diagnoses which inciuded fractured hip,
fractured pubis, fractured acesabulum, diabetes,

- difficulty in walking, corvulsions, and

‘ osteoporosis, Review of the residart's 8/18/04

L significant change Minimum Daka Set (MDS)

‘ asgessment revealad that the resideat required

| fimited assistance with bed mobility, transfer,

' incomction off the unit, dressing, toiiet use,
personal hygiene, and bathing and extensive

 agsistarice with waiking in and out of hisMher

‘ raQm.

| Record review evidenced that the resident was
 refarred Srom physical theragy to restoralive on

The RA verified that she is currantly the on'y staff i

{14} 10 " SUMMARY STATEMENT OF DEFIG ENOIES I o FROYIDER 5 P oA OF SORRESTION ]
FREFN (EACH DERCIENCY MUST B PRECEECED BY FJLL PREFIY, {EACH CDRRECT VE ACTICN SHOULD 3£ COMPLETION
THE REGULATCRY OR L.5G IDENTIFYING INFORMATICN) TAL CRDSS.-REFERENGED Tr THE APPROPRIATE Ll
. BEFIGIENSY)
F 318| Continued Fram page 47 ch 1
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FORM APPROVED
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| to six imes & wesk. An agditional iz sterative
“refarral, dated 1057/C5, added a goal ¢* paln-free
with al! ADLs (activities of daily living) and
inciuded sit to stand, pehvic 4t and single knee to
chest exersises three to six times a week,

Revlew of the list of residents receiving
rastorative services andior maintenance Services
revealed that the resident was care planned 1o
receive rastorative services provided by the RA

' and maintenance services by the CNAs,

: Review of the resident's "Restorative Nursing
* Daily Docurnentation' forms for 10/D6 revea,ad
tne following

fioals: Independent ambulation with frant
whaetad walker for all mability needs - ambulate
40 to 60 feet ‘o tolerance and L to 150 feet two
to three times 2 day and independent ambuiation
with front wheeled walker; pain frae with all ADLs
in low back (started on 10/7/08).

Sopvices were documented as providad threz o
four Himes o week.

Review of the resident's "Maintenance
Restorative Nursing Documentation forms for
10/05 revealed the fallowing:

Goals: Ampllate to and from meafs from room:

wich front wheeled walker (three meals a day);

help orevent limitation of ROM and AMB

* (ambulation) - ambulate from whirlpoo!
chartroom {once on days and once on gvenings),

_and ambulate to and from bathrearn {days,

eyaning, and noc).

STATEMENT 2F SEFICIENCIES ;[{:f.'._h PROYIDERASLIPPLIERITLLA (%2 MULTIFLE CORSTRUCT.ON (%3} DATE SLRVEY
AN PLAN OF CORRECTICN i IDENTIFIGATION MUMDBER: A BLILDING CoOMALETED
B, WING
il 535051 10202005
MAME OF FROVIDER o8 SJPPLIER STREET ALDRESSE, CITY, 5TATE, ZIP CODE
CANYOHN HILLS MANOR 1240 CANYON HILLS ROAD
THERMOFOLIS, WY 82443
iwa) 1D EURMARY STATEMENT OF DEFICIENCIES 1n PROVIDER'S PLAN QF CORRECTICH 145t
EREF|% ({EACH DEFICIRNGY MUST BE PREGCEEDED #Y FULL PREFIX {EAGH CORRECTIVE ACTMON SHOULD BE “':’“[{,EFET &N
TAG REGLLATORY OR L8C IDENTIFYING [NFORMATION TAG CRCSS.REFERENGED TO THE APPROFRIATZ
. DEFICIENGY)
F 31| Continued From pace 48 F 318
8f31/05. The goal was independent ambulation i
with front whee| walker for 2l mobility nzeds thres

FORY CWS-256T(02-03) Previcus Versions Obsalea
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FORM AFPROVED
OMB NG 0938-0551

Services were documented as provided as
| Tollows:

Ambulate o meals: None charted 1001 through
TM3/AS and 10/16/35 (except anbulate from
cinnerl,

Ambuiate whirfpool to charfroom: None charted
cn days on 10£1/05, 10/2/05, 10/4 thiough
10905, and 10/18/085, None charted on evenings
101 through 10/3/05 and 10/7 through 10/19/05.

Ambulate to bathroom: None ¢harted on days on

STATEMENT OF DEFICIENCIES (K13 PROVIDER/SPPLIER/GLIA %2) MULTIPLE CONSTRUCTION
430 PLAN OF CORRECT ON IDENTFICATION HUMBER: i BUILDING im]gégq%f’grﬁw
535051 B. WiNG
. " 10/26/2008

HAME OF PROVICER QR SUPPLIER STREET ADORESS, CITY, STATR, 2P COJE
CANYON HILLS MANDR 1210 CANYON HILLS ROAD

THERMEPOLIS, WY 82443
Xy 15 SUNMARY STATEMENT GOFE DEFICIENCIES 13 FROVIDERYS PLAN OF CCARER
FPREF|X, {EACH DEFICIENGY MUST BE PRECEEDEL BY FLLL | PREFIX [EACA CORRECTIVE ACTION SHGEE;NEE Gﬂﬂ-g‘ﬁlf'ﬂ“

Tad RESULA™DORY R LSC IDENTIFYING INPORMATION) TR CROSZ-REFERENCED TO THE AFPROPRIATE LaTe
_ JEEICIENGYS
F316| Continted From page 49 F3i8.

1041005, 10/2/05, and 10/6 through 10/9/05; none
charted on evenings 10/1 through 104305 10/6
through 10/8/05, and 10412 througn 10/14/05; and
rene chated on nag (nights) 1041 through
10/3/05, 1045 through 10/14/08, 1G/18/08,
10/18/08, and 1041975, '

n 10/20/05 at 7.43 AM, in an interview with the
Director of Nursing (DON), she stated that the
maintenance care {as provided by the ChAS) is to
be done daily. She verifind thal tha
dogumentation was not being done tu show that
the CiNAS wera providing these sarvices.

3. Record review for sample res'dent #8 revealed
diagnoses that included dysphasia, gasinc reflux,
tand, ostecarthritis, Review of the resident’s
C10/13/08 annua’ MDS assessment revealsd that

i the resident required |Imited assistance with
personal hygiens and extensive assistance with
transfer, toilet use, and bathing. The resldent was
ended a3 independent with bad maokility,
Ipoomaticn on and off the unlt, and eating.

Review o the list of residents receiving
rastorative services andior maintan@nn& Bervices
ravealed that the resldent was care p.anned to

FORM S S-2587(02-99) Praviaus Verslans Obeolats
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|
| Review of the resident's "Malntenance
Restoative Nursing Documentation” forms

gvidenced the following!

I provided by the CHAs) [s to be dene daily. She

" dphasla.

- T#13/05 which identiied the resident in a

reoaive mainteriance services by the CMAs. The
poal of the aintanance services was “help
prevent limitation in ROM" with the approacnes |
iigsted as "when dressing B (bilateral) shoutder |
Hexion X 3 rep(repetitions) and knee to chest B
(bilateral} legs x 3 rap."

t-305: nane charted for seven of 31 days,

| 4/05: none charted for ning of 3C days.
6/05: no form provided to surveyor, i
7/08: none charted for 20 of 31 days,

; 8105: none charted for 25.0f 31 days, |
| B105: nome charted far 17 of 30 days,

10/05: none charted for 9 of 19 days.

O fd20405 af 743 AN, in an interview with the
DON, she statad tha! the maintenance care (as

varified that the documentation was not balng

sorvices

done o show that tha CNAs were providing these |

4. Racord review for sample resident #2 revealsd |
the resident was admitted to the facility on
9/26/99. The rasident's diagnoses included: MVA
{moter vehlcle accident) with raumatic brain
Injury, sevara spasticity, joint centractures and

a. Review of physiclan progress notes included:
"persistent vegetative state”,

10/ 8/05 "Resident anzble to communicate with
nursing stafl, ...A lof of flaxion contractures on

j STATEMEMT OF OEEIGIENCI S8 (%) PROVIDER/SURE JERICLIA (2] %LLTIPLE SONSTRUSTION {%3) DATE SURVEY
AND PLAN CF CORRECTEN IDEMTIEIGATION HUMEER: A BLILBING COMPLETED
. o B, WiNG / .
535054 | 10/ 2012065
NAME OF PROVIDER OR SUPPLIER STREZ™ ADDRESS, & Tv, STATE, ZIP COJE
CAMYON HILLE MANDOR T210 CANYON HILLS ROAD
THERMOPCLIS, WY B2443
Rajigy ) SUMMWARY STATEMENT DF DEFICIENCIES ' o PROVIDER'S PLAN OF CORRECTION )
FREFIX ! (EACH BEFICIENCY WMUST BE PREGEZDES Y FULL PREFIX {EACH CORRECTIVE ASTION SHOLLD 26 COMPLETICN
TAG REGULATORY OR LEC IDENTIFY NG INFORMATION; TAG CROSS-RIFERENCED TO THE APFROPR ATE '
DEFICIENSY)
o ; . i
F 318 Continued From page 50 Fatg
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Frinted: 1210272005
FORM APPROVED
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STATEMENT QF DEFIDIEN'EJEEI ix1] PRCVIGERSUPPLIEICLIA
AND BLAN OF CORRECTION IDENTIFSATION HUMBER:

t i 55051

P MULTIFLE QORSTHEUCTION A DATE SLiRvey
A BULDNG

a3, wiNa

COMPLETED

1072042005

| NAME OF PROVIDER OR SUPPLIER " | STREET ADDRESS, ITY, STATE, 2P CODR
CANYON HILLS MANOR 1210 CANYOM HILLS ROAD
THERMOPOLIS, WY 82443

(Rad D SUMMARY STATEMEMNT OF DERICIENCIES
RREFY {EACK DEFICIEMCY MUST BE PRECEEDED BY FULL
TAG ; REGLLATORY DR LEC IDEMTIFYING INFCRMATION)

Iz
FPREF|X
"G

PROVIDER'S PLAN OF CORREQTION )
{EACH CORRECTIVE ACTION SHOULD BE GOMPETION

CROSS-REFERENGED TO THE APEROPRIATE bag
DEFIGIBRY)

¥ 318| Continued From page 51
1 the wrist aind contractures of the lowar
- extramities, .

b. Review of the physical therapy screen dated
;7105 identified the resident &z having full loss of
vollinlary function with parial inss of FROM
{passive range of motion) neck, arms, hands and
feat.

‘¢ Review of the MDS {minlmum data set) dated
9/26/05 identified the resident as being totally
gependent on staff for all eares,

d. Review of the ragident's "Mamntenance

; Restorative Nursing Documaniation” forms for
: Bf05 ravaaled the following: "Restorative Nursing
Goal -help pravent limitation of ROM; '
1) ROM neck and arms,

2) ROM Feat {(NOC){nights]

3 Cangs In hands NOC." _
| An added nota which was dated 5/1/05 stated,
“De'd foat ROM until trained by RNAT,

Then: wera thres entries a5 cars provided for
ROM for nack and no docurnentation for ROM for
feet or use of conas in the resident's hand
contractures.

The leval three "Malntenance Restorative
1 Mursing” program which was reporiedly provided
taily was not decumented as belng provided for

this high risk resident.

: Review of the "Malntenance Restorative Nursing
. Documentation" sheet for Auguist 2005, July
20089, June 2605 and May 2005 also showead *hat
the pragram was not being provided as pianned
o meet this rasident s needs,

e. Qbservation on 10/18/05 at 5:20 PM two S‘r'-rm’f_ri

F 218 |

|
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" PORM APPROVED
OB NO. (18380391

STATERIENMT OF OEFICIENCIES ?[}(1] PROVICERISUPPLIERICL'A
AN PLAN OF CORRECTION I "GENTIFICATION MUMSER

BIFNST

]l:.?(2:l MULTIPLE CONSTRUSTION (%31 0ATE SURVEY
A BUILDING COMPLETEN
B WING

T0/2002005

NAME OF PROVIDER OR SURPLIER
CANYON HILLS MANOR

ETREET ARORESS, CITY STATE. ZIP CODE

1210 CANYON HILLS ROAD -
THERMOPOLIS, WY 82443 l

SUMMARY STATEMENT OF DEFCIENGHES
(EA0KH JEFICIENCY MUST BE PRECEEDER BY FULL
REGULATORY QR LSC IOEMT'FYING IMFOAMATION,

(40
PREF®
Tafk

10 |
FREPLX,
TG

]

SR'S FLAN GOF vl
PROWVIDER'S P CF CORRECTION SOMPLETICN

(EACH CORRECTIVE ACTION SHOULD BE
CROBS-RIFERENCED TO THE APFROFRIATE
DEFIZIEMCY)

F 318] Continuag From page 572

‘ {CNAs) entered the resident's room ta provide

cares. The two staff supported the resident's

toreo quring the turns but due to the resident's |
severe contractures and rigidity the resident's |
legs and feet were not protectsd or property
- Subpontad when turning. Staff ceported, "[resident]
is @ difficuilt 2 persor turn and 3 people is better |
but it's hard to get three staff tc turn alt the time..."
i The resident did not have positioning plilows or
hand cones in place., :

£ Observation on 10/18/05 at 11:20 AM two

Staff entered the restdent's room fo provide pen

care. Staff reported, The positioning pillows, dog
i bone shaped pillows, ware supposed to be used
between knees, bend of arm contractures and by
th feat when in bed, It's suppnsed to keep skin |
from rubbing ‘ogether *. Staif reportad that the |
res.dent's hand cones wera missing and night i
! siift reportad follow up was neaded to find the
hand splints. Rolled wash clathes ware placed in
tha resident's hands. The positioning pillows had
i not been used the previgus day,

5. Record review of sample resident #5's
medical record revealed the resident had been |
Acntited to the facility on 3/2/01 with diagnoses
that inciuded cardiovascular accident (stroke),

- renal failure, reactive psychosis and dementla.
The resident's current guarterty Minimum Data
Set (MDS) assessment dated 10/8/05 indicatad
the: resident had longishort term memory inss and
severely impaired decision making skills. The

: MDS also indicated the residert needed
extensive o total assietance with bed moblity,
transfers, dressing and toieting.

F31a

i DATE
T
!
i

F-31%
RANGE OF MOTION |

it is the practice of this Sicility To ensure
that the comprehensivi assessment of a
resident with a limited range of motion
FoCeVes approprinte [raiment and
BeTVIQus 10 iDcTease rangi of motion
andfor to prevent further decreass in

|
]

FORNM CME256202.53) Pravious Versions Staplaie

magsof motion
d. Review of the Restorative Referral dated . |
1112005 indicated the resident was ‘o have a ' | Tefer to Wyoming Health Department,
| resiorative treatment program 2-5 times per || Stevey F353, J
|
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Printed; 12/02/2005
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OMB NG, DE38-0331

weel. Thare s no dacumentation to show that the:
aravision of gxercises at the Iower range of 3
fimes a waek was based on patient need vorses
staffing avallability.

b, 1nan interview with the Director of Nursing on
1820405 at 7:45 Al she indicated that the :
resident recelved restorative services Stimes a |
week anly when restorative staff was available.

B Raview of the Malntenance Restorative
Mursing Documentation for August 2005 showad
the resident went frem 8708 to 8/113/08, 8/13 /08
to 81305 and 8/21/08 o 8/27/05 without any
documeniation of ranga of motion (RORM)
exercises. This documentation shows a rangs of
aniy 1 10 2 times a week,

d Revew of the September 2008 Maintenance
Restorative Nursing Dosurmentation showed the
resident received ROM exercises only gne tme
from 705 to Y1705, The 805 Maintenance
Restarative NMursing Docurmentation for :
ambu.ation indigated no assistance from #2105 to.

B/13/05,

i e. Review of the Septermber 2005 Waintenance |
i Restorative Mursing Documentation shawed the

| resldent recsived ROM exarcises oniy ens time

s from 947405 to 31170, The B/05 Maintenance

; Restorative Nursing Documentation for

L ambulation indicatet no assistance from BY2/05 to
. &1 3/05.

| 8. Record review of sample resident #4s

| medical record revealed the resident had peen

| readmitted to the facility on 12/11/03 with

| diagnosas that Included spinal stenosls, duodenal
ulcer, anemia, depression, hypertenslon, and
affective peychos’s,

STATEMENT UF GEFICIENCIES Xt} PROVIDERISLPPLIERIGLIA {#2) MULTIPLE CONSTRUSTION ¥3) DATE ]
AND FLAN OF CCRRECTION IBENTIFCATICON NUMBER, A BLILDING [ ]ESMF‘EI!;JTHE:UIEFY
A, WIKG
533051 10/20/2605
MAME OF PROVIDER OR SURFLER STREET ADDRESS, CITY, STATE, ZIF CODE
CANYOM HILLS MANOKF 1210 CANYDN HILLE ROAD
THERMOPCLIS, WY 82447
Py | SUMMARY STATEMENT OF BEFICIERCIES 3 . " PRCVIDER'S PLAN OF CORRECTION T m
PREFIX [EACH DEFLCIENGCY MUSY BE PRECEEDED BY IFULL PREFIX (EAGH GORRECTVE ACYTION SHOULD BE CEMPEETION
TRG REGULATORY OR LSC IUENT-PYING INFORMATION Tas CROS3-REFERENCED TO THE APFRDPRIATE RATE
DEZICIENGY;
F 318| Confinued From page 53 F 318

1-A btensed wurse now directly oversees
1he rostorative program, She and the
physical therapist will be ingtructing the
Testorative aldes on he procoss and
expoctation of the Level 2 program on
11/30405. Tl licensed nurss and physical
therapist do in servicing with the CNa
s1afT oo the functions of (he Livel 3
program. She will also be doing seme of
the restorative foctions while
demonstratiog Lo the sl Evaluation of
the reridents needs for the different levels
of restorative will be done. The aumse will |
also andit “Restorative Nursng Daily :
Docnmetation” for completeness and
that the program plans is being followed.
Resident #1 only ambilates with her
witllcer independently in her room, Tor
bathing ¢r to bathroom aud theugh
docnznentation did not reflect tis
ambalmion the resident was performing
this function with fic CNA’s, The
CNA's Iivve been In-sepviced on
docomentation. This is also includad on
e daily astignment shess,

Begidont # 8's Range of Motton is being
provided snd stafl has been and again will
be in-serviced on doing docamentation,
Resident # 2 night mrse and staff have
been trained oo doing ROM and
plagcement of hand ¢ones, Hapd copss ane
available a0d are being placed in
resident’s hands. Pillow will be wsed for
positioning as care planned,

Resident # 5 Therapy referral has
provided specific periméiers for
frequengy,  Staff hag been in-serviced on
the appropriate documeniation. She is

PR CS-2587 (02.949) Fravious Yerslans Cbsclabs
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STATEMENT OF DEFICIENCIES %1} PROVIDERSUPPLIER/CLIA

ARD LAY

F CORRECTICH ICEHTIFICATIGN NUMAER:

535061

{#2) MULTSELE SONETRLCTIZHN (%3) DATE BURVEY
A, BUI_DING COMPLETED
B, WiRG

10/20/2005

. HamE CF PROVIDER OR SUPFLIER
i CANY TN HILLS MANDR

STREET ADJRESS, C.1%, S8TATE, £.7 CODE

1210 CANYON HILLS ROAD
THERMOPOLIS, WY 82443

PROVIDZR'S PLAN OF CORRESTICH (A&}
COMPLET.ON

oy | SUISMARY STATEMENT UF DEFICIENCIES D |
PREFIX 3 (EACH CERCIENCY WJST BE PRECEEDED BY FULL. PREFIX {EACH CORRECTIVE ACTION SHOULD BE | CouELE
TAG REGLLATORY (IR LSC |DENTIFYING [NFORMATION: TAG CROIES-REFE Reggflré | :[:?4 g‘bﬂ;‘_ APPROPRIATE
F : i
F 33| Continued From page 54 . Fais
arabutabed to and from the batlimoom on '
1. Twe physicizn telephone orders dated 8/2/05 ths Restorative Maiwtenance program. |
indicaied that physical therapy and occupalional Resident # 4 has had 2 specific time set
therapy sarvices were discontinued and the 1n referral {rom therapy for frequency of
ralsidantwas pﬂc&d on a restorative program 3G : testorative  Resident iz to amlale to |
Himes & week. There is n6 documentation to show ' and from meals and o keve knee braces :
; that the provision of exercises at the lower Fange . on When ambulating, Resident is notable !
o 3 times a week verses the more frequent range | 10 ambulate withous braces, Saffwasin
of 8 times @ week was based on patient need serviced om 11/30/05 reganding
verses staffing avallability, doctmenfation requisements ‘
;. Residenr # 7 Therapy has provided
(B Review of the Maintenanze Restorative '+ specific frequency of ROM by |
Nursing Documentation for August 2008 reveaied ! | Maimenance Restorative Staff, Nursing |
the resident received ambulatlon from the RA staff bas bezn in serviced on doing the
staff gight times In entire month of August documentation as indicated. !
| (BMI0S, BIGMIG, B/TI05, BI13K08, 8/14/05, 8/27/05, [
- B/2ZB0S and 8/31/05). The restorative 2} The restorative programs currently
documentation shows that knee braces were ordered have been reviewed to assu
applied on B/4/03, 8/6/0%, 87705, 8/13/05, o progroms luve been done as instructsd
84105, 8119403, 8121105, BI27/05, and 8/31/08), . an(] dogpimentition compitied.
i The form indicated the knee hrace was tobe on | I
! days. 3) Norsing stalf was in-serviced on the |
TESLOMEVE Programs Jocmentation |
¥, Review of the medical record for sample I requirements by the MDS coordinator and |
resident #7 revealed the resident was admitted to | dfmgndpd RN. -
| the facillty in Noveinber 1984, The resident's ! ! i
gurrent diagaoses Ingluded pruritis, dysphasia, 4} This will be menitored by the
| Osleoporesis, selzure disorder end organic brain regtorative muse and the Director of !
syndrome. Mirrses weekly for a month snd monthly '
| theregiter Any trends will corrective
.8 A physician telephone order dated §/16/05 - action tiken will e reporied to the
i ngicated hat physical therapy (PT) services ware | Qualily -Assavance aid Assessiment
 discontinued and the restdent was placed on a COMMileS 5t least quarterly,
resiorafive program 3-8 times a week. There was
no documantation to show that the provision of Cempletion Date is: £1/22/08 !
| exercises at the lower rarige of 3 times a weak !
- verses the more frequent "ange of @ times a week, ! [
was haged on patiant need verses staffing | |
avaitability, '
1
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F 318 Continued From page 55 F 314
b, Review of the Maintenance Resiprative
| Nursing Dacurmentation for September 20085
‘revegled the resident only received ROM
exercises from: the restorative staff twice (on
8/23/0% and 9/25005) during the first weels after
the PT services were discontinued,
F 328 £83.25¢(h){1) ACCIZENTS F 323 |
B5=E '

: This Requirement is niot met as evidencad by:
t Based on record raviow, observation, and staff

The facllity rust ensure that the resident
environment remains as free of accident hazards
as is possible,

interview, it was determinad that the facility failed
10 ensure that the environment was a8 free of
acoident hazards as pogsible. The findings
inciuded:

1. On W0/18/05 at £:2% AW, dudng the initial tour
of the Kitchen with the Certified Distary Manager
HEDM) present, ibwas obsarvad that the unlocked
: storage arag under the handwashing sink
conkained bleach {galion bottia), Whistle
degleaser (spray battie), even cleaner ('wo spray
cans), Greasestrip Pius, WD-4D, Stainlass Steel
: cleaner (thres cans), and Windshield Wash {ons
galon). The handwashing sink was located next
ta the door which opsred into the halway through |
which the residents entared the gining ream. This
door was aobsarved © b opan whan staff were
not prgsent In the kitchen araa,

On 1008 at 7:23 AM, ebservation revealed
that the chiemicals wars still in the urlocked
: eaphoard under the sink,

FGERM OMS-258702-55) Prevlous Varslans Obaaolete
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Eh23

Continued From page £6
2. On 10/19/05 at 9:30 AM, abservation ofthe |
cupboards situated abtve the caunter top at the |
hurses' station evidenced that the cupboards

! containad stock medications, \ntravenous {1V)

- suUppllas, needies, and dlood draw supplles. The
clipboards wees locked with magnetic latches that)
. Unlocked when another special magnet was

| placed over the lateh. The magnet ussd to open ‘
the cuphoards was kept on the refigerator

tacated below the counter at the nurses' station. .J
- This system of storage allowed easy access by -
anyane.

| Additionally, at the nurses’ station there was a
- bottle of nail poiish rarmover In a canying ray.
Thig tray was placed g the counter.

! SI0F RAILE

| Referance for Professional Standards of Practice
: for hed rail-related entrapment deathsfinjuries:
Bed rall-related entrapment deaths and injuries
can occur ih the eldery population, who are often
! a: rigk dug fo lirmfied mouility, psychaactive or |
 sedalive medicaticns, confusion, sedation, i
restlasaness, lack of muscle cortrel, size and
physical deformities. Death by asphyxiation or
i Injurfes to the resident's extremities can ocour
when tha restdent becomes caught betwaen the
matiress and the bed rail; the headboard and the
: bed rail; or getting his or her headfextremity stuok
Iri the bed zil, Both split and flil rals have the
patential to cause fall-related injurias as well as
shtrapment. Addltionally fall-related injuries or
Injurfes to extremities can oscur when
| confused/disorienied residents climb over the top |
-of gide ralis ar got an arm or ieg arirapped.
Placemsnt of air pressurs maliresses (elthar
overlay air maltresses placed on top of a reqular

Faza

F-323
ACCEDENTS

It is the practice of this facillty to engirs
that the resident ¢rovironment remains as |
fres: of accident hazards as i possible, i
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rail when the matirass compressas as the
resident shifts hisfher welgnt on the bad. Ses
FDA Safety Aler: Entrapment Hazards with
Hospital Bed Side Rails August 23, 1565 and
Joint Commission on Acoreditation of Healtheare
Organization: Sentinel Event Alert, ssue 27,
September 8, 2002,

: 1. Observation on initial tour of the facility on

- 10A5/05 at 8:30 AM with Nursing Stalf, residents
. were identified as using side rails for positioning
davices. These resldents inciuded:

2. HResident#17 was resting In bed with g 1/2
: (half) slde raif up io the cpen side of the bed. The

: Japs ir the qall tself. Staff confirmed the resident
' sed the rail 1o assist him/hersealf in and out of
bed,

|b. Resident#9 had half side rails on the bed
- which staff reported the resident used 1o assist
with repasitioning,

c. Resfdent#1 had a u-shaped half rail an the
open side of the bed which siaff repertad the:
: resident used for positioning.

2, Observatlon an 1049405 from 310 PM 0 4:40
Fh during tour of the snvirenment with
maitterance staff and the Administrator the

, above side rails were checked and reviewed,

. There were three diferent types of side rails

i being used as asslstive devices, Resident #17's
side rail was checked and meastred, There
were three inherent gaps within tha slde rail itszif,
The two end gaps whick measured approximate.y
8 inches wide and 8 inches In fength and a center

|

type of sids rail In use was noted to have inherent |

¥4y 0 SUMMARY STATEMENT I3F CEFICIENTDIES ' I0 PROVIDERE FLAN OF CCRRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEEDEN BY FULL FREFIx {EACH CORRECTIVE ALTICH SHOLLD BE CORBLETION
TAG REGULATORY QRLSC IDENTIFYING INFORMATION) - Tag CROSS-REFERENTED TO THE ARBROPRIATE SATE
: DEFICIENG Y,

F 323| Continved From page 57 | Faag| ! -Chemicals vill be Jocked under hand

; beds it -in ai : sink: i Jdtchen, aod in service of dietary

: inatiress or beds with built-i air matiresses) - ,

| alters the space between the rmattress and the siaff 1o keep chemicals locked. Lock will
bes installed oo cabinet, Cetified dietary

manager will mogilor this. This will be
compleled by 11/14/03

Mail palish remover aned other uosafe
materinls has been ramoved from the
aurees’ station and siored e a secirud
aread, The kesy For bleod dmiw supplics
has been placed on the mursas’ key ring,

SIDE RAILS

Side ratls have bewn rensoved from 3l
beds where there is no onder for use,
New grab bars have been ordered, !
recetved and replaced on the beds wers
the facility determined need for
replacement,

Regident #17 was re-gvaluated by the
therapist and a trapeze was placed on the
bed and the side sails regoved,

1-b-Resident #2 was assessed for safety
with the side xztil and the space batween
1ails and berween the rails and matress
i were found to be undar 5 inches so the
resident to be unable 1o et wedged

between the wil or matiress,
Resident # | was assessed for safiaty with
| the side rait and the space herween mils
1 wonld not allow the residents head fo &
betwewn the rails,
Resident $17 the rails were replaced wirh
3 trapeze after determited by the physics)
therapist
Rigident # & requested side mils for his
betl, 1o provide added protection ixdsters
are placed along the rails when the
resident is in bed,

Resident #19 rails have been removed, | '
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la, The Administrator reported that a restraint |
| feview form is complatad when using restraints
and assistive devices inciuding side rails.

! Howsver tha form does ot assess the safaty of
the devices being used or assessment of the bed |
and matiess with the devices used. He reported

: that the slde rails and other assistlve devices
would ba toaked at in regards to resident safety.

b, The Maintenarce staff reported that residant |
#17 had the only side rail of that type. j

" ¢. Review of the ‘Chernival/Physical Restraint
Appropriate Review Form® for Residents #17, #5,
and #1 did not address assessment for safaty

: with the devices aurrerly in use,

| 3. Observatians of residents' bads on 10/20/05
at 10:30 A revealed the folfowing residents had
; Side ralls attached to their beds;

Sample residant #8 had two full side rails
Supplemental resident #13 had two half rails
Supplemental resident #20 had two U-shaped |
half rails :
Sunplemental resident #21 had two haif rails
Supplemental resident #22 had two U-shaped
half rails

Supplemantal resident #23 had two U-shaped
haif ralls '

| Sarnple resident #6 had tvo U-shaped half rails

There was no individualized evaluation of the

CANYON HILLS MaANGR 1210 CANYON HILT.S ROAD
THERMOPOLIS, WY 82443 _
(4] .0 SUMBARY BTATEMENT OF DEFICIENG 25 | i FROVIDER'S PLAN OF CORRECTION ; e S
FREFL {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACK CORRECTIVE ACTION SIHOULD BE  Coup. ETIG
TAG REGLLATORY R LST IDENTIFYING INFORMATION TAG CROSS-REFEREHEZED TO THE APFRGPRIATE -
DEFIGIENGY;
F 323" Contnued From pages 58 F 323" Resident # 205 mails are in plase for
gap 8 iInches wide ang approximately 12 inches - Yositinemng,
down to the mattress and 17 and a 1/2 inches | Regident # 21 bas a trapeze and one half
c¢own to the bed frame. These opehings were | ril for positioning,
large enough to pose risks for potentiat resident © Iesident #22 has dischurged,
; entrapment, | Renident # 23 no jonger has rails,

. requiranenis of the assessrent aud

+ 4} Thig is t be moniiored by the DON

 will corrective action tiken will be i

Rasident # 6 the rails have been tocked in
Phuce, the resident has a boat mattress angd
the resident bas a bighlow bed.

2y Al wide rails tn ase have been
identificd and comective action taken as
indicoted

3} The safety comuuilies Lias been in-
serviced on 11/15/05 with regards to the

docurmentation for any side mil. The
entire facility stalf will be in serviced on
December 7, 2005 on the nead to be
aware of (s hazards posed by unsafe side
ratls A Measure 10 Prevent Accident in
service has been done 1o address haonds
that might be foond such s xail palish
remover, chemical storage, disposal of
needles and the MSDS sheers for
chemicats roviewed as well as policy on
slerage of chemicals and disposal of
needles. Salety awareness to include
TNEASUEES 10 préover! accidents wiil be
included in the peneral omentarion of new
and teinporacy staff

and NHA for compliance weekly For a
mond; and monthly thereafter, Any treads

reported o the Quality Assurance and
Assessinent committes: al least quarierly.

Completion date is: 12/07705 |:
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F 323 Coniinued From page 59 | Fa3

safely of thess rails for the respeotive residents | ‘
Wwho were using them i.e, measurement of gaps | '
to enslre no ertrapment risk. f | : |

F 324 483.26(h}2} ACCIDENTS | Faz4 |
$5=G '
. The facility must ensure that each resident ;
receives adeguate supervision and assistance , |
devices to prevent accidents,

This Requirement [s nat met as evidenced by
Based an observation, record review, and staff |
intarview, & was determined that the facility fzed | |
to superviae and provide adequate assistance to
faur of ten sample residents (#2, £6, #7, and wal :
(R orger to prvent accidents, The findings : |
included:

1. Record review for sample resident #2 revealed | 5
the resident was admitted to the facitity o |
B/28/99. The resident's diagnoses incJded; MVA :
{motar vehicle accident) with traumatic brain [ i
injury, severe spasticity, Joirt contractres and |
aphasia.

a. Review of physician progress notes included:

741305 which identified the resident ta be in a
"persistent vegetative state”,

| 10/18/05 "Res!dent unable to communicate with
i nursing staff. ...A ot of flexion contractures on | ‘ |
the wrist and sontrastures of the iower .

! extremlties.. "

2. Review of the physical therapy screen dated |
. 1/7/08 dentified the resident as having full loss of - '
| voluntary function with partial loss af PROIA l |
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; REFICIENGY) |
Fa2d| Gantinued From page 50 | F 324 |
| (passive ranga of motion) nack, arme, hards and i
izet. |
c. Raview of the MDS (minimum data set) deted X
9/26/05 ientified the rasidert as having twe

stage | {ane) and one stage Il {two) pressure |
sores and heing fetally dependant on staff for all '
ares, |

d. Revlew ofthe "Care Plar Conference
Summary" sheat gated 7/7/05 evidenced a note
wiitten in the "Summary of Care Plar conference _
Discussion” seciion statad, "(Resident] has sores
on [hisfther] feet and fhisf her) [parent] would e
to know why [hefshe) has these sores.” The area
an the back cf the sheet under secticn marked
"RisksiConsequences” stated, "Soraes on feet R/T
[ralated {o] ralling [resident name] in bed." There
was no dacumantation of actions or intervantions
taken to prevent further soras or injury 1o the
resident's fest,

‘8. Review of a "Fax cover shest* to the
physician dated 7/22/05 stated, ‘{resident]
bitateral feet scabs, ronitor, lotion, healing." |

1. Obsarvation on 10/18/05 gt 1:25 PI gtaff
. enterad lhe rasident raom to do cares, 4 three _
persar, total lift was done to transfer the resident |
. fram the wheelchair to the bed. The resident's
| SOCKE were remaved waich revealad two small
scabs o the top of the sight ‘oot and a scab over
the tap of the left foot. Staff (CNA) reparted the
- soabs on the resident's feet wers from the ked,
Tha staff stated, " know they were looking at how
1o pad the bed but we haven't seen anything welk"”,
- Note: The resident was on a Clintran {Mluticdlz ad
therapy bed). The bed hzs a elongated oval ridoe
; frame which holds alr fluldized beads used to
- accelerate healing of wounds and skin disorders, :
I |
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(CNAs) entared the resitent's room to provide
cares, The resident was in bed and had been
!incontinent of urine and feces. Staff rolled the
_rasident fram side to side mult:ple times in an

F atiewipt to provide pari cave and charge the brisf
-and sheet under the resident. Whlle the regsident
was being wurned the resident's feet were
pbserved to hit against the iop edge of the bed.
Curing 3 turn o the resident's lefl side & scab was
Rumped off the resident's left foot with blood
ohaerved on the wound and on the sheets. The

and rigidity the resident's iegs and faet were not,
| protected or pmperly supported when tureing.

| Staff reported, residert] is a difficutt two person
. turn and three peopie Is better but it's hard to get -

' three staff to turn all the time. I'l.tell the nurse
about hisfher foot"

h,  Ohservation an 191908 at 11.20 AM two
Staff entered the resident's room (o provide peri
care, The resident was furned from side to sides
with the resident's faet hitting the hard edye of the
specialized bad. Staff reported positioning pillows,
t"dog bona shaped pillow", were supposed tH be
; usay batween Knews, hetweaen the bend of the
Brms and by the feet, However the positioning
pillows were not In wse and had not been usen

the previcus day.

. Review of the monthly "Incident/Accident”
resors fram Jung 2008 to Qotober 2005 with the
last entry being on 10/11/05 ravealed ro
decumentation of Incidents far this resident.

of survey 1o show the facility had addressed the

g. Obsensation on 10/18/05 at 5:20 PM fwo Staff|

two staff supported the resitent's torso during the i
turn but due to the resident's severe contractures | .

- Thers was no dovumentation provided at the time |
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resident's ongoing issues of injurfes and seabs on
Hthe feet. The family brought soncemns to the

faerity in the care plan meeting an 7/7/05. The
hate written in the "Summary of Care Plan

: conference Discussion” stated, [Resldent) has |
sores on [histher] feet and {hig/ her] [parerd]

would ke to know why [hefshe) has thess sores "
The same type of lnjury was observed 10/18/08
during survey. This showed ongolng iss.as for

the: past 3 months without evidence of |
Interventions or implementation of intervantions to
" prevant further regident injury.

Z. Resident #8 medical record review revoalod
the rasident was admitted to the facility 31004

hypertension, atheroscleratic heart dissiase,
ostenarthritis, renal and Ureteral disease and
inggmnta.

2. Review of the MDS dated 8/17/05 identified

: Ihe resident as having a signifleant change in
condition, The areas identified as decline
inciuded: coginltive skills fram modified

" ndependence io mederately impalred, fransfer

" with diagnosis inciuding; detnentia with behaviors,

from needing supervision o axtensive assistanca,
Uhange In ADL (activities of daity living) functian
marked as {2} deteriorated, weight loss, falls and
lincrease in pain. A nots an the review BUTHTIARY

Lith the assegsment siated, "significant aecling
since recent Fx {fracture) clavicle related o fall

b. Review of "Radiology Reports” showed
rapeated falls whish inchided: |

$/12/03 "Fall this AM left shauider pain. No acute |
fraciure or dislacation of the left shoulder are |
 noled, Moderate to marked osteoarthritis, ioft

| shouidar." ‘

F324‘

STATEMENT OF DEFICIENCIES X3) PROVIDER/SUPPLIERCLIA (%2} MULTIPLE SORSTRUGT.ON (%2 DATE SURVEY
AND PLAN OF GORREGTION IDENTIF CATION MUMBER: A BUILD N5 COMPLETED
SIS051 P NG 10202005

hkhEE OF PROVIDER OR SUPPLIER ETREET ACDREES, CITY, ETATE, ZIF COOE

- CANYON HILLS MANOR 1210 GANYOUN HILLS RDAD
THERMOIFOLIS, WY 82443
| rdzi | SUMMARY STATEMENT OF DERIC SNt ES ' [ I PROVIDER'S =LAN UF CORRECTION HE)
PREFIK {EACH DEFICIENCY MUST BE PRECEERED BY FuiL, PREFIX | {EACH CORRECTIVE ACTIGN SHOULD BE COMELETIond
TAL REGULATORY OR LS IDENTIFYING IKFGRIMATION Thd CROSE-REFERENCED T THE ARPROPRIETE =
LESICIENGY;
F 324 Gontinued From page 62

FOREM Chi$-2587(02-83) Provious Varsions Qhso,6ta

TYLE11

IF eamtnation siew Paga 64 of 168




DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR (ECICARE & MEDICAID SERVICES

Printed: 1202f2005

FTATEMENT OF GEF CIENCIES
AND PLAM OF CORRESTION

(%1 PROWDER'SUPPLERM A
IJENTIFICATION NUMBER:

1 525051

FORM AFPRCVED
DB NG, 0B38-03eY
X MULTIPLE CONSTHUC“DN [xg,} DATE SLFVEY
A BUILDING COMPLETEL
0. WG
AUfZGIEGDE

MAME OF PROVIDER OR SUPPLIER
CHATON HILLS MANOR

STREET ALIRERS, SITY STATE, ZIP COGOE
1210 CANYON HILLS ROAD

| THERMOPOLIS, WY 82443

4] 1D

SUMMARY STATEMENT OF DESIENGIES |

o | FROVIDER'S PLAN OF CORRECTION
FREFX |

[%5)

: tendon tear. A fracture has developed through tha:

- degeznerative changes of the righl hip remaln

8I02/05 1;"Fall 5/27/08, left shoulder paln, There
are sevare degeneralive changes of the Jeft
shauider with superor subluxation of the hurneral
head consistent with 2 chronic supraspinatus

distal shaft head of tha clavlcle.” 2 Hip pain
"Tnere is a left iotal hip prothesis with no
alteration in pcsition or alignment. . Mild

stable. .." |

7/16/05 "left shoulder pain s/p (status post) fall
this Al Thara is an oblique fracture through the
lateral shaft of the clavicle without displacemant
or angulation... Shaidar impingemnant syndroms.
Sevare degenerative [oint disease glenchumersl
joint..."

72005 "Hip pain s/p hew fal! this AM.. stable lefi
hip prosthesis with no eviderce of complication...”
¢ Review of notes oi "Chemical & Physical i
Restraint Program Mote" identified tha resident
heving recuning faks. The note incluced;

SA25/05 "Post fall an 5125/05 at 0400 (4:00 AM),

FRasident was ound on fiooT iing on left sldae.

: Urine on the fioor. Apparently slippad in urine.

1 Assasament shows no sign of injury.

reassessment 0450 (4:50 AM) showed bump on
{his 7 her) head..."

5/5/08 "post fall on 5/31/05 at 0420 {4:20 AW,
resldant sed alarm going off by the time staff
reached (him / her) was found siting on the floor |
an buttocks in the hallway, Deries pain.,."

611305 "pos! fall on 6/11/05 gt 14:15 (2:15 PM)
fnand sittiag on th 2 fioar in bathroom with urns
| an tha floor, Siarted o new meds 69,05

FREF:X {EADH DEFICIENCY MUST BE PRECZEDED BY PULL (EACH COIRECTIVE ATTION SACULD BE COMALETIDY
TAG REGULATORY OR LSC iDENTIFYING 'KFORMATION) TG CROBS-REFERENGED TO THE APPROPRIATE aate
‘ DEFIGIENGY;
F 324| Continued From page 63 | Faz]

]

FORM CMS-256T{02-99) Pravious Varsions Obselete

1YLB11

If ansnuaton sheal Fage &4 of 105



DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE & MEDICAID SERVICES

1 d byt et iy 8 e B

F"DRM ARPROVED
QOMB WO, 0834-033%

STATEMEMT GF DEFIQIEMCES ‘{Xh PHOVIDER/SURPL ERIC LA,
AND RLAN OF GORRECT!HY IDENTIFIZATIGHN HUMAER,

i ! 535051

(A2 MULTIPLE CONSTRUGTION
A, BUILDING

B, WIMG

3] DATE SURVEY
COMPLETED

1020/2005

NAME OF PROVICER OR SUPPLIER
CANY DN HILLS MANDR

STAEET NCTCRESS, GITY, STATE, 24 CODE
1210 CANYGN HILLS ROAD
THERMGPQLIS, WY 32443

| Risperdai was [sign for increased), Xanax 0.25
‘g TID {three times a day} and Vicodin | {one}
' PAN ( as nesded)..."

813105 "Chem review, remiaing on Celaxa 20 myg

and Namenrda 10 mg BID (twice a day}. stared

an Restoril q fevery) HS (badtime) PRN on

! 8/28108 and Deo'd 5/27/08, Started or. Risperdal

{.,5 mg & HS on 5/27/08 which has changed 1o

Fisperdal i mg at HS and Risperdal 0.5 rng in

AN and Xanax 0.25 mg TiD. Xanax order was

changed to PRN on 6/{3/05 due to res.dent
lethargy.."

|

L B/ODI05 “nost fall at Q500 {5:00 AM). Stood up
and tried to walk fell to the foor landing on L {eft) |
side. Mo oo {complaint of)-pain ROM (range of
motlon) WL {with.n narmal limits) L arm
rernaing in sing and figurs § brace, "

d. Raview of the "Inierdisciplinary Resident
Bereen and Referral’ sheets identifiac recurring
falis which ingiuded:

i §/29M05 "ragcant fall-Pf {patient) had uring on
{Fim/her} when fell. Recommend q (every) 2 hour
toilleting [sign for secondary] falls involve pt. being
wat giten..."

#/2/05 "recent f2li- Pt found in bathreom an floor
at 3:36 AM- motion monitor hot attachea. Last fail
alsa invelvad taileting and occurred at 4 AM..
Suggest toileting pt. at 5 Al in morping -wic

[ {wheeichair) seal alarm and metion manitor,"

' There was no evidence of the resident bairg put
on @ tolleting schedule o address his/her needs
with repeated falls invalving the resident being
wet artnfing o tofiet self. There was

~ ACCIDENTS

{Xet) 10 SUMMARY STATEMENT DF DEFICIENCIES o FROVIDER'S ALAN OF CORRECTION ol
FREER {EACH DEFICIENCY MUST BE PRECEEJED BY FUEL PREFLA {EACH CORRECTIVE AGTION SHOULD BE " DAYE
TAG REGULATORY OR LSE IBENTIEYING INZDRMAT ON, THG GROSS-REFERZMCED 1O THE APFPROPRIATE .
BEFICIENCY] | !
F 324 | Contlnued From page 84 F 324

F-324

Alteriatively, due fo the requirtments of
Federal Law and withowl préfudice to the
faclity’s request for informal eview a5 i
the validity of this deficiency, the facility
subairs the following plan of correction.

- documeniation of reassessing the residant to see 1) Resident #2 positioning needs were
. if the resident had removed the alarm, If mobon reassessed by the physical therapist on
i |
FORK CME-2567{02-99) Pravious Varsions Obsolete TYLE If centinuztion aheet Page 89 of 105



Printed: 12/03,2008

DERARTMENT OF HEALTH AND HUMAN SERVIGES FORN. APPRCVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB MO, 0538-0391
STATEMENT OF DEFICIENCIES (A1} PROVIDER/SUPPLIETTLEA (%2 MULTIFLE CONSTRUGTION (X5} DATE SURVEY
sMD FLAN OF SORREGTION IDENTIFICATION NMBER A BUILY NG CGMPLETED
W
535051 INe 104202062
NAME F PROVIDER OR SURPLIER STREE™ ALORESE, CITY, STATE. ZIP CODE
CANYON HILLS MANCOR 1210 CANYON HILLS ROAD
THERMOPOLIS, WY 52443
(%) |G SUMMARY STATEMENT OF DEFICIENCIES It BROVIDER'S PLAN OF CIRRECTION 12
PREFIE | (EACH DEFISIENCY HUST B, PRECEEDED BY FULL PREFIX [EACH CORRECT.VE ACTION SHEO JLD BE CoMrLERGN
THG REGLULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERERCELD TRHTHE APFROPRIATE =
DEF IGIENCY;
£ 324| Continued From page Bo F 324
manitor was an effactive approach far this 11/20/05. The nursing staff was
| resident or if staff falled to attach the alarm, insiructed on the repositoning
; : . techniques, application of protective
* &, Review of the resident's pian of carg whicn was boots, and positiontug devices to use
dated 6/25/05 {prisat) with target date 1208, This when resident #2 is tiraed rem side to
was after {he rasident had a fall which resulted in side in bed, The resident’s care plan was
a fracturad clavicle. 1t listed a problem for falls | revigweil/revised as indicated to reflect
R/T {releted %) use of psychoactive medications the cwrrent plan of care with 1he reeidents’
| and continucus wanderng, [Resident] takes lepal representative, The Turses wort
 antidepressants daily and antianxiaty PRN, The jngiracted to complete an incident report
goa! was il remain free of fall every day. The in the event the resident sustaing avy
approaches included. signs of injury. The CNA's assigrment
|14y keep environment free of clutterfopstructions ehexls indicate the information for
sveryday, ; positioning of resident® 2. Nesv prsing
2} kaep frequenily used items within [resident's]- cmployees 4nd (SMPOUATY agency stadl
reach, i will be oriented to resident #2378 special
3) anticlpate [resinent's] needs daily, positioning needs as well as auy otber
5) medicate as ordered notify physician of any vesident’s special pasitioning and wgesfer
change in behavior / mentat status, pesds during orientation
&) monitor condition of shoes, have The clinical gafety team reviewed resident
repairedfreplacat as neaded, #6"5 history of falls and curreat
2) encourage to take rest perods, interventiong. The residend ‘s fall xisk
9} Keep roara free from clutier”, care plan was reviewed/revised as
| The care plar then had some of the resident's indicated to reflect the corrent plan of
: talls added under the problem for falls dated cars. Residend # 6 has been assessed for
G128/05, 7/5/08, 718105, T/20/05, 8/2/05 und timely toileting needs and placed on his
412405, The written In approaches were motion schedule, The nursing stafl’ bas been
manitar, bed alarm, PT (physical therapy) (o instrusted on the eosident’s todleting
sareen atter falls 10) scheduled tolleting q (every) schadule and needs, New nursing staff
| 2-4 hours ToLind the clock, boat mattress and self and temporary agency staff will be
: relpasing seat belt. Thesa additional approaches ariented to resident #15°s toileting
wore not dated to show timeliness of these schedule as well ap other residents’
irtarventions or changas in approaches when | specific Tolleting needs. Resideat # 6
Interventions were not efiective. Huwevgr an toileting times ars placed on the CNA'S
" nierdisciplinary Progress Nete" showed the s s stated that there
! motion ataprm wes not applied urtl 7/28/05 and mmbfu mm;; 2 hnuﬂrft during
| the boat mattress on ?ﬁEEEDE after the resident ‘ he day and chock and change oo rounds ;
tractured hisfher clavicle. NOC |
‘ ¢ The resident was cbsarved during survey on ‘ | ﬁggﬁmmgﬁﬂﬁ |
1YLE11 if contnuailon shast Pege B3 of 184
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MED!CARE & MEDICAID SERY GES

e e ——

' FORM APPROVED
OME NO, (0828-0361

ﬁf.‘le"iﬁa”‘l'i at 12:40 PM seated in a wheelchalr in
| the hallway by racm with chair alarm on and the
seat belt nct aitachiad.

g. Review of the "IncidenyAccident Monthly
Tracking Log" for the past & months from May
305 0 Octeber 2008 revealad resicent w6 had
recurent incidents. The incidants included the
Folfowing:

ay 2005 3 fallg,

£~ 2/05- 11:00 AM "acation otherfal wio
fwitnoui} ind {imjury)”,

5125/05- 4:00 AM "fm:atu:-n s ™M (resident roamj
~fall wio Inj", ;
5/31/05-4:20 AM "location hall-fall wio inj", ;
The fall log does not jdentify the fall which

resufied i the lefy glavicle fracture.

Juine 20058 3 falls,
671 1195-14:55 (215 Pid) "location - bath room -
shin teai ",

Bf28/05- 08:30 [AM) "lacation res rm fall wio in]",

BA1E/05- 05:00 {AM) "lecation - hall -fall wlo inf", |

July 2505 4 falls snd one other incident identified,
7/5/05-08:45 (AM) "location T.V. rcom-fali wio

{with) )",
7120/05-11:25 (AM}- "lncaton T.V. raom-fall w
{with} inj, sant for x-rays",
. FI24005-04:00 {AM) "lacation res rm fall w/o inj",
CFfAGIDE-53:30 (AN location bath recm- other
: {abrasion),

I August 2008 1 fall,
8111/05- 0%:59 (AM) "lecation - hall -fall wio in/",

i, |
' 718/C8-06:15 (AM) “location TV. roam-at w |

| September 2605 1 fall,

STaTEMSHT 0OF DEFICIENSIES %1 PROVIDER/SUPFLIEYGLIA (%29 Kb _TIFLE CONSTRUG TIIN {X3) DATE BURVEY
Akif) PLAN 2F COAREGTION SIENTIELGATION HUMBER: & BUILEING CORPLETED
i B, WANG
i 35051 1072002005
NALIE GF PROVIDER O SUPPLIGR STREET ADDRESS ©ITY, STATE, ZIP COGE
CHNYON FILLE MANCH 1210 CANYON HILLS RGAD
THERNQOPFOLIS, WY B2443
e 10 SUMMARY STATEMENT OF OEFICIENCIES i PROVIDER'S FLAN OF CORRESTION | iﬁm _
FREFIX, {EAZ DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE A TION SHOULD BE ﬂﬂk}m b
TAE REELLATORY Of LEC IDENTIFYING [ NFDRMATLON) TAL SROSE-REFERENGED TO THE APPROPRIATE
! DEFIGIE WS
F 324; Continued From pege 66 F324, TheCNA assignment records were

. (he resident #5 and #7 are qumreat
i Besident #5 and #7°s ADL deficit care
plans were reviewed to assure the

. Yaye had a £all or injury during the pasi

! the spectfic necrts ore reflected oo the
| care plan and Ow CN.A assigmment sheets.

reviciwcee) 1o assure the tnsfer needs for

assistance required for transfers are
UGt

2) The clinical safety team les identified
all regidents who require specific
pasitioning devices when they are
repositioned imbed. The care plans were
reviewed/revised i indicated to reflect the
current plan of care.

Prioe to the survey and ongoiog, &l
residents are assessed for their rieks for
falls upon admission, with significats
¢hange of condition, at least guarterly,
An aidit was condosted by the clinical
safety team to identify all residents who

quactey, Their care plans were
reviewed/amended if indicated 1o reflect
tha cwrrent plan of care to prevent fails
and or mjury. The meosfer needs for 2
residents have been reviewed to assure

3% The clinicsl safety team has reviewed
the faritities fall prevention and
mansgement guidelings, On 1LOLDS,
the staffwas it scrviced on the Balf
preventon and mumagement gnidelines.
O 11/15/05, the nursing staff was in
serviced on the plan of caré when
reposilioning rezidents #2. Beginning
1140135, the CHNA's completed
compatencies on ransfer techniques and
repositioning a dependent resident that is
seviersly contracted.
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DEFARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE & MEBICAID SERWVICES

Frimted: 12/024/2005
FORM AFPROVED
OB MO, 0238-0391%

1_[:{1; PROVIDERSURPLIERICLIA

%i8105- 07.30 {AM) "location res rm {resident
recm -fall wha ing”,

Ostaber 2005 had ane Incident list as resident to

! resident event,
- This tracking log did not show the actions or

i transfer. Transferring & residant in this manner

incidents from renccUriing with 8 falls logged after

imterventions taken in an attsmpt 1o pravent
the resident fell gnd had a fracture.

interview wlth ine Adminlstrator on 10/18/05 at
8:30 AM reported tha? falls had been an jssus
and a falls cemmiites was started the end of July.
Tha committee was loaking at resident which
have tepeated falle, The interventions and actions;
for those residants wens Feviewed through the QA
{quality assurance) commiitee. No information
was providad at the time of survey to show how

 the fali committee was addressing resident #6
. having repaatad falls with irjury.

TRANSFER TECHNIQUES

4. i an abservation on 0/16{05 at 410 PM of
CNa #4 durirg a transfer of resident #7 from the

chair to the bad the CMA told the regidsnt to "give |

me a hug" and dirscted the resident to place
her/his arme around the CNA'S neck during the

place both the residert and the staff member at
Hsk for Injury.

2 In an observation on 10/18/05 at 1:30 PM
CHA #1 during a transfer of resident #3 fram tae
chair to the bed the CHA told the resident to "ghve
me a hug" and directed the resident ta place
rerfhie arms around the CNA'S neck during the

transfer, Transferring a resident in this manner
place hoih the resdant and the staff member at
risk for injury.

services with aursing staff and CNA"s on
transfer lechuigres and plans 16 do 26 2l
staff in service oo 1242205, For spscial
residear ueads, staff is rained wich that
resident om the mansier teclminues to be
wsad, inchding: resident #5 sod tesidont
#7. As pant of the new staif orieniption,
the physical therapist reviews (ranefr

technicues. Pool/agency staff wilk be
shown by the facility staff meraber they
are teamed with the trangfir techniques 1o
roet the individial resident needs, The
CNA's assigninent sheeks will refle
each resident’s transiér Technigue needs.
A Hst of residents requiting a mechamical
lift ig reflected on the C.A assignment
record a5 well as posted af the purse™s
gtatiod,

the status and investigate the cause of ail
£alls anel {njuries yeiduin 48 owrs afe the
incidentfaccident The resident’s care
plan will be reviewed and revised to
yeRect the qurment plan of care.

4} The Director of Nutees of designee
will mogilor compliance wilizing 4
lAnjury-monitoring tol, which
includes 2l steps of the post fall or injury
procedure. Trends will be analyzed and
corrective action will be discussed at the
monthiy safety commitiee and at least
quartesly at the facility"s qualify
assesement and Asnce COMmIiTee
meeting.

Completinn Pate iy: 11/30/08

STATEMENT OF DERGIENCIES (X2 KULT FLE COMWETR JCTION (%3} DATE SURVEY
AND PLEN QOF CURRECTION | IDERTIFICAON NUMBER: 4. BUILDING COMPLETED
£
q 2, WING
| 33503 102012005 i
KAME CF PROVIDER DR SUPP IR STREET ADDRESS, CITY, STATE, ZIP COGE
CANYON HhoLE MANGR 1210 GANYOHN HILLS ROAD
THERMGPOLIS, WY 82443
{4 1y SURARY STATEMENT OF DEF|CIEWGIES [m} FROVIGERE PLAN OF CORRECTION (M5
PREFIX [EAGH QEFICIENCY JUST BE PRECEEDED BY FULL FREFIX . (EAGH GORRECTIVE AGTION $HO J.D 3E BOMPLETIGN
TAG REGULATGRY OR LEC i ZNTIFYINGE INFORNMATION) TRG | CROSS-REZFERENCED TO THE APRROPRIATE DATE
| DEFICIENGY)
E az24| Continued From page 57 [324 | The physical theeapist has dons in-
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SEPARTMENT OF REALTH AND HUMAN SE RWICES
FENTERS FOR MEDICARE & MEDICALD SERVIGES

oLy Ll
FoRM APPROVED
Ol WO D83R-0381

Basad on @ resident s comgrehensive
assessment, he facility must ensure thata
resicent maintaing acceptable parameters of
nutritional status, such as body weight and
profein levels, uriess the resident's clinical
condition demaonsirates that this is not passible.

| This Requirement is not met as evidenced Ly

. Besed on mudical record review and staf

intervigw it was determined that the fac.ity failed
to Hrpely asaess and provide intervertons to
maintaln acceptable parametars of nutritional
status for 1 of 10 sample residents (# 1) The
findings includad:

Record review for sample resident #1 revealed
dlagnoses that included diabetes, fracture hip,
angina, convulsions, spina. stenosfs, and
coionary artery ¢iseass.

Reviaw of the resident's 8/30/05 Registerad
Cietitlan (ROY's irterdisciplinary Progress Nobes
{IPN) evidenced that "Current wi. {weignt} is 138

STATEMENT GF BEFIGIENCIEE Y PROVIDERS/SLPPLIZRIGLLA [%2) MULTIFLE SONSTRUCTION (w4 DATE AURYEY
AMD PLAN OF CORAECTION : IDERTIFIGATION RUMEBER: A SUILDMNG COMPLETED
2,
535051 e 1072072005
MAEISE OF PROVIDER OR S1FPLIER STRIET ADDRESS, CITY, STATE, ZIF GOJE
CANYON HiLLS MANOR 1210 GANYON HILLS ROAD
THERMOPOLIS, WY 82443
) 1L SUMMARY STATEMENT QF DEFICIENCIZS ' o RROVIDER'S PLAN OF GORRECTION }
PREFIL (EACH DEFICIZACY tUST BE PREGEEDED 8Y FLLL PREFIK (EACH CORRECTIVE ACTICH SHOULO BE CoNELESBH
TAG LEGULATGRY OR LG IDENTIFYING [NFORMATICH) TAG CROSSREFERENGED TG THE APPROFRIATE
DEFIZIENSY]
F 524| Continued From pags B8 F 324
| ' reference for Professional Standards of Practice
in Iftlngfiranster technigues.
Fundamentals of Nursing, Concepts, Process,
and Practice, Potter and Perry, Mosby, 1887,
_ Chapter 37 "Mobility end Immabillty”: the nurse is
| gt risk for injury to lumbar muscles when lifting,
yransfarring or positicning the immabilized
resident. The proceduse for transferring residents
from the ned 1o & chalr does not include _
raquasting the rasident to place hisher anms !
araund the nurse o to "hug” the nurse & this can i
contribute to neclback Injuries. JI
: |
F 3251 483.25())(1) NUTRITION F 325
58=C
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GEPARTMENT OF HEALTH ARD HUMAN SERVICES
_CENTERS FOR MEDICARE & MEDICA|D SERYICES

Printed: 42f0272005
FoORM APPROVED

_ OMB NO. 0936:0991
ETATEMENT OF DEFICIE i K : : g
s K RTIPIEATION NLMRER: 6@ LI LE CORBTRETIAR O SOMPLETED
B, WG
£35051 122005
HARE OF PROVIDER O SUPPLIZR STREET ABDRESS, CITV, STATE, Z1* CODE
CANYON HILLS MANOR, 240 CANYON HILLS ROAD
THERMOPQLIS, WY 82343
(e 1D SUMMARY STATEMPBNT OF GEFIC:ENCIES ’ G PROVIDER'S FLAN OF CORRECTION )
FREFIZ. (EAGH DEFICIEMCY MUST BE PRECEEDEL BY FULL PREFIX (EACH CURREGTVE ACTHCM SHOLLD BE. LOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORNATION) TAG BROSEREFERENCED TO THE APPROPRIATE IATE
DEFIGIBNC'Y) ;
F 325| Continued From page 63 F 325
# {pounds). 1°.0 % weight decreass past mo.
{month) Sigaificant wt change. .. RD recommends
NCS (No Concentrated Sweets) meal fortification. .

? Offar routine snacks." ' i
Review of the resident's 10/11/05 RD's IPN i 'I
revaaied that the resident's “current wi. |s 138 #, | i
IBWR {fdeat Body Weight Range) is 109 - 1 T |
12 % wt loss past 3 mo. {months) of 158 #.

- Bignificant wi loss. RO recommenas sugar free
healthehake PRN {as needed) o slow significant
wt loss. Continua NCS digt”

. Review of the resident's 1¢/13/05 W Nitg |

: {meeting} 1PN notes evidenced "4 i (pound) Wi
down in 90 days RT {related to} probable weight
error and possible decrease in appetite.”

| Review of the resident's tray cacd svidanced that -

' the resident was receiving a NUS diet with na
added salt and nectar-thick ilquids, Mo
supplernents were listed on the card, 318

NUTRITIGN

: Review of the resident's October, 2008
Mecication and Treatment records reveaied that Iy is the practice of this facility to cnsune
no supnlements had been charted for the that A resident maintains accepable
resident, fers of punriiiona status, such as

body weight and proteift levels, wnless the
Review uf the resident's weekly weight surmmary resident’s clinical condition demonsirates
{August, September, and Cictober) revealed the (hat (his is ot possible.

: following weights (in pounds): The Facility has acquired 5 new scale for

' move geonrate weights, The skin, weight,
Fravious weight 158 and hydration commities will revisw
August - 15t week; 157 everyane with a weight loss of 5% ina
Atgust - 2nd week: 140 (with * 38 crossed month, 7.5% in & quArter of 10%in 6
through) aonth to be cortain that supplements are
Atgust - 3rd week; 136 atfered o the residents with weight 1oss

_Augusi - 4 th week: 138 orto use other suppiements 1o stabilize

| September - 18t week: 144 (x 2) voei s,
September - 2nd week: 134

FORM CME-2567402-99) Pravigus verslons Obsolete L8111 Y contir uation 5"a# Page 70 of 165
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CENTERS FOR MEDICARE & MEDICAID SERVICES

F1HIE,
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FORM AFPROVED
DOME NO. 0858-0351

ETATEMENT (OF DEFICIENCIES I[xn PROVIDERISUPELIER/CLIA, () MULTIFLE CONETRUCTION (X3} DATE SURVEY
ARD PLAN OF CORRECTION i IDENTIFIGAT.CN NUMBER; A BUILDING COMPLETER
i 535051 B. NG 0FZ 02005
i MAME OF FROVIDER OR ELPPLIER STREET ADDRESS, CITY, STATE, 2IF COGE
r TANYON HILLY MANOR 1210 CANYOMN HILLS ROALD
; THERMOPOLIS, WY 82443
(X} 10 SUMMARY STATEMENT OF DEFIC ENCIES D PROVIDER'S PLAN OF BORRECTION My
FREFIY {BASH DEFICIERGY MUST BE PRECEEDED 2Y FULL PREFix [EACH CURRECTIVE ACTION SHOULD &8 SOMPLETIAN
A REGULATORY QR LSC iDENTIFYING INFOIMATION) G BRDSS-REFERENCFEE -IFE?J Erj]E APPROPR:ATE DATE
0E ¥
¥ 325| Continuad From page 70 F 325
Sephember - 3rd weex! 140 prossed through
September - £ ih weed nohe
October - 7 st week; 140 :
October - 2 nd week: 138 I |
- 3 rd week; 4. f
October - 3 rd week: 141 | 1. Resident # 1 is within bex ideal body
| On 10/20/05 at 7:32 AM, in an interview with the | weight and the plan is to maintain that
: Diracior of Nursing (DON; and the nurse ~ weight. Residens will be weighed weekly
. consultarit, the DON stated that If resident's | to assure weight remains stable,
- weight varies more than five pounds fram the ; Snacks are being recorded and any
' previous welght, the rasidant is reweighed. She | ; supplements given. Goal is to maintain
stated that there was a problem with the scale | weight, RD will cvatuate any resident
about six weeks age. Basad on the DON's with a significant Welght vamancs.
aprments, a review of the weekly weight
; summary for August, Septernber, and Qctober for © 2 DM has reviewed the weight statutes
! 22 of the facillty's residents revealed that only two i of all the residents. The team evaluates
residents {including resident #1) had gecumented all residents who have a weight variance
welght less of greater than ive pounds from the 1 weeckly and corestive aciion is taken i
st ta the 2 nd week of August, All of the 22 ! needed
residents’ weights were crossed through for the 3 =
rd week of Septembar and no weights werg 1) Training on the weight mapagement
recarded for the 4 th week of Septomber, guidelines will be done on11/22/08 wiith
nuesiug staff,
The tacllty failed to ensure that this resldent who
had significant welght foss was accurately 4) This i to be monitored by the CDM,
assesssd in order o plan and implement . and RD or designee wockly for & month
nutritlonal interventions. There Wwas no ' and monthly thereafier. Any trends will :
documentation io indinate that the RC's | corrective aclion wken willbe reponted i |
recammendations were impiemented, | the Quality Assurange and Asgessrent
Snacks/supplements were not recarded for this D committee at lenst quarterly.
resident.
Completion Date i5; 11/30/05
F 328|483.25((1) UNNECESSARY DRUGS Faz29,
8&=D - :
Each resident's drug regimen must ba fres from :
| Unnecassary drugs. An unnecessary drug is any i
orug when usad jn excessive desa (Inoliding ‘
auplicate therapy}; or for excesslve duration; or
withaut adequate monitoring, or without adequate |
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1YLAEH

if oer faualien sk eet Fage #1 of 108



DEPARTIMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printad: 12/02/2005
FORM APFROVED
OMB KD, 09380391

STATEMENT OF OFPICIEMCIES AN PROVIDER BURPPLIERICLIA () WLULTIPLE CONSTRUCTION (%A} DHATE &

ATE I PR . 4 : SLURVEY

AN FLAN OF GORRECTION IGENTIFICATION NUMBER; 4 BULDING COMPLETED
535051 B WHE 10/26/2005

HABIE OF PROVIDER OR SUPPLIER
CANYON HILLS MANOR

STREET ADDRESS, GITy, STATE, ZIF GODE
1210 CANYON HILLS ROAD
THERMOQPOLIS, WY 82443

1. Reoord review of sample residant #4's

' a2 Review of the resident’s current physician

! started on 426/05, On o155 the Reastoril was

indications for Its use; of in the presance of
adverse consequences which indicate the dose
ghould be reduced or discortinued, or any
cornbinations of the reasons above,

This Requirement is nat met as evidanced by;

Based on record review and staff interview, it was
determined that the facility failed to accJrately
mom tar behaviors snd side effects, to document .
adequale indlcations for drug use, and 1o ensurs ‘
hyprotics were not given in expassive duration for
ohe of ten sample residents (#4) and one
supplenental resident (#17). The findings
included:

madicz] record revealed the resident had been
readmited to the facility an 12/11/03 with .
diagnoses that included spinal stannsis, dugdenal

ulcer, anemiz, deprassion, hy pertensgion, and

affective psychosisg.

oreers revesled an order for Temazepam
(Restorll, 8 hypnotc) 15mg at bedtime which was

changed to PRN (as needed).

b, According to drug manufacturers infermation
Restoril may cause lethargy, drowsiness, daytme
sedation, dizziness, imitability, memory
impalrment and gastrointestinal discormfart.

o Review of Madicatien Administration Records
(Ars) revealed the resident was taking this ;
raedication continuously from 2/7/05 through |

(X in SUMMARY STATENENT OF DEFICIENGIES | 1o | PROVIDER'S ALl aF CORRECTICN [t
BAEFIX [EACH DEFIGIENCY MUST BE PRECEEDED BY FLILL FREFX {EACH CORRECTIVE ACTIDN SHOULD BE Ahtfe il
TAG REGULATORY OR LEG IDEX TIEYING HFORMATION) TAG CRO34-AEFERSNCED TO THE APFROPAIATE CATE '
OEFIQIENGY}
F 323] Continued From page 71 F 329 |

FORM CMS-2567(02-59) Praviaus varsiora Dosalute
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[d} 1D
PREF[X
ThG

SUMMARY STATEMENT OF DEZICIENCIES
(EACH DERICIENCYT MUST BE FRECEEDED BY FULL
REGULATGRY DR LEG |DENTIFY MG INFGRMATION)

)
FREF.X
TAG

PROVIDER & PLAN OF CORRESTIDN [£5
{EMCH CORRESTIVE AGTION SHOURD HE cm;m:g‘mru
CROSE.REFERBHGED TO THE APPROFRIWATE
SEFIGIENSY;

F 324

j congistent documentation of the reason and
! effectivencss of giving the PRN medication during

a/1SHE.

- sonducted 1o identiy histher sleep patiemnisieen |

&, Tha care plan for use of the hypnotic (¥8)

Continued From page 72

d. Aithough the night shift nurse docunented
enisodic slesplassness, review of the resident's
medlica' record showed ng evidence tnat &
comprebensive slesp assessment had been

disturbaros, histary of and possible reasons for
any insorsnia such as night ncise, pain of
possible infections. (Sea F272 for rasident
specifics regarding lack of a corprenensive
sleap assessmant).

Indicated the hours of the resident's sleep were (&
ba marnltorad. Review of the Behavior Tracking
Forms for Sapteraber 2005 through October 2008
does not show that tha hours of sleep were
consistently monitored. Septernber 2005 behaviar
shaat has no hours of sleep daclimanted ol !
97405, 9508, fram B/A10I05 through 9719/G5, on
0/28/0%, B/28/05, §/26/06, and 913005,

. Raview of MARs for July 2005 revealed the

' residertt received Restoril at oedtime in Juty 2005
(for 31 days), August 2005 {for 31 days} and from

641403 through 9413405 (thineen daysy,

g. On9M6/05 the Restor! was changed to PRN
fas neadad). Review of the physician progress
note far 8/15/05 Indicated the residant's famlly felt
there was overuse of the Restoril. Althaugh the
meclcation order was changed to PRN, the _
rasident continugd to get & daily bedtime dose of
Restoril from 841805 trough $/28{05 and fram
101305 through 10/18/05. Thers was no

this time period.

F 329

©E-329

FOYRR CMS-2567(02-49) Pravious Verglans Ohanlota

INNECESSARY DRUGS

1t is the practice of this facility to ensure
that each resident’s drug repimen is free
of any nnnecessary drug used in
excegive dose or for exoegsive duration;
or without adequale FCROrng, oF
without adequate indications for 15 psg;
or in the presence of adverse
consequences which tdicate the dose
shonld be reduged or discontinned; or Gy
oombination of the fore mentioned
TEAS00S,

!
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!

schizophrenia,
1

for insamnia have been rdled ouf and failed to
ensure daily use of the hypnotic was less than 10
continuaus days unless an attempt af a graduoal
dosa reduction was unsuceessful,

2. Review of the medicat record far
supplementzl resident #17 revgaled the resdent
was admitted to the facility en 1171/04 with
diagnoses of spinal cord injury, hypertension,
schizophrenia ana osteoporssis. The resident
was started on Terazapam [Restoril) 15mg at
bzdime PRN {as neaded) on §/9/05 for insomnia,
Areording te drug manufacturer's information
Restoril may cause lethangy, drowsiness, dayt me
sedation, dizziness, iritallty, memory
impairment and gastrointesting, discomfort. The
resident was a'so on Risperdal and Paroxetine for

a.  Althougn the night shift nurse documented
episotic sleapiessness, review of the resicent's
redical record showed rio avidence that 2
cormprehensive sleep assessment had bean
conducted to identify hisfher slesp pattern/slesp
disturbance, histary of and possible reascns for
any insomnia such as night nolse, pain, cafeing,
medication side effect, or possible infactions.
{Cross Reference FZ72) the taciity failed to

1
1

assess the sleep patterns for the ¢ontinued use
- of sedattvefhypnotic medications}.

‘b Raviaw of the resident’s care plan ald not

 ravaal & care plan regarding the resident's

i insomnia which would include

: non-pharmacologicat nursing interventions,
rznaging pain prior to adminlstralion of a
hy pnotic or raonitering of the resident's hours of
sleap for effectiveness of interventions, {See

CANTON HILLS MANCR i 1210 CANYOQN HILLE ROAD
| THERMOPOLIS, WY Bi443
[Rayid SLMMARY STATEMENT OF DEFICIENCIES ' 1D PRCVIDER'S FLAN CF CORRECTION T
FREFIX {EACH DEFICIENCY MUST BE PRECEEDELD BY FULL MREF % {ELCH CORRECTIVE AGTION EHOULD BE ‘-"P"‘D'}{?Ef 1an
THG REZULATORY OR LG IDENTIFYING INFORMATION TAG SROBS-REFLRENGED TD THE APPIOPRIATE _
DEFICIENG Y
N - ] .
F329| Confinved From page ¥3 _ F 329 _ :
The fasflity falled to ensure resident #4 only 1) Resident #4 Las had a Sleep
recelved a hypnotic when other possible reasons | Assessment completed. Care Plan hag
i been completed 10 iadicare other means

of resident achigving sleep withmut use of
bypaotic. Reason for giving the PRN
hvpuotic will be docunented after ofher
means; Sleep medication will only be
grven to ibis resident if e continnes (o
have g problem with gleep after restden
hag been checked for pain, tempemmre of
the roown, that the room is dark aod quiet,
offered food, or 4 back rub have bean
nrsnceesfl, :
Resident # 17 has hiad a Slecp Assessmenr
campieted. The are plan wil] be
cornpleted for inrammiy 4o vss ather
mans Tt 1l pesident 1o aekisve sleep

and oty after Bailuce of these efforts will.

!lt-f: bypontic be used us ordered taking

into coasideration nesd for short e nge.,

Slpc:p medication will only be given to
this resident if he continnes to Liave a
problem with sleep after resident has beep
chackes] for pain, temperature of the
room, that the room is dark and quiet,
offered food, or a back mb ynil afier
10PM. Resident # 17 remains _
uneaaperative with his intake of caffeine
and tobacog.

2) Al kypnotics have been ideotifisd and
aeeessed, Cormective action taken a5
nocded.

K} Nu.rsi.ng"@_ru}"ﬂ'hﬂs been frained oo the
sleep asséaiment PRP and the use of the
ypnotic P&P on 11/30/05. The Director

- of Nurses reviews the MAR’s and marks

FORM CM5-2667402-53) Praviaus Yersions Ohsolsta
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£33 |0 SUMMARY STATEMENT OF DEFICIENC.ES b PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX, {EACH DESICIENEY 1M UIST BE PRECEEDED BY FLLL FREF[X [EACH COARECTIVE AZTION SHOULD BE mg‘;&: oH
TAG REGLLATOAY OR 150 IDRNTIFYING INFORMATION] TAG CROSS-REFERENGED 70 THE ARPROPRIATE
DEFICIENCY}
F 324 Sontinued From page 74 F 329
F278 regarding ihe facility's failure to develop our the tenth day for a hypnotic/sedative
camprehensive care plans.) to e 2t a minimu the medication
! : . will not be given in excess of 10 days.
! . Although the medication order was for this | The DON or degignee also reviews the
nypriotic of & PRN basis, the sesidant raceived i medication sheets weekly for compliance.
(per Medication Records and Controlled Drug "the mursing staff is w document the
Adminlstratior Records) a daily tediime dose of efforts made as an alternalive 10 8
Restor! from S/8/05 through Bi27/05 (inetasn slceping medication and documerd the
days) and from 10/2/08 through 10/18/05 outcomes of the afternstives. The
(seventeen days). There was no consistent pharmacy consultant veill monitor
| documentation of the reasan and effectiveness of 1 moniily the documentation of the use of
' glying the PRN medication during these time - hypmotics and the alternative meagures
reriods. Medication records show the Restor, implemented. The pharmacy consyhian
. was often given witn two Tylenal for pain. will discnss any concems, with
i recomnendations for corrective action, as
g, Inan interview with the night nurse on indicated, 10 the Direclor of Nurses with
10/20/G6 at 7:30 AM she indicated that the " review during the Quality Asgurance
resident received this hypnmotic on a nightly Committes mesting,
basis.
4 This is 10 be monitored by the DON
_The favility failed to ensure resident #17 only and Pharmacy Consultant weekly for a
i rocaived @ hypnotic when other possible reasons month and iy thereafier, Any trends
for insomria have been ruled aut. The facility " will corrective action inken will be
failed to engure daily use of the hypnotic was less . teporiid to the Quality Assuramse and
than 10 continuous days unless an attempt ata Assessment commnities at least quanczly.
| gradual dose reduction was unsuccessful, i
Completion Date is: 11130405
F 353! 483.30(a) NURSING SERVICES - SUFFICIENT Fa53°
gg=g| STAFF
The facility miust have sufiicient nursing staff to
 provide nursing and related services to atiain or
. malntain the highest prasticable physlcal, mantal,
and peychosacial well-being of each resident, as
detarmined by resldent assessmeants ant
indlviduzi pians of care.
The facilty must provide senvices by sufficient
| numbers of each of the followlng types of

FORM CMS-2567(02-08) Pravicus Yerslons Obazleto
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STATENENT OF DEFICIENCIES i%1) PROVIDER/SUPPLIERICLIA

(X2 MULTiPLE CONSTRUCTION

ONB NO. $938-0389
(%3] DATE SURVEY

pa-sennel on a 24-hour basis to provide nursing
care lo 2ll residents in gocordance with resldent
cara plans:

Except when waived under paragraph (c} of this
saction, licensed nurses and other nursing
personnsl.

Except wher waived under paragraph (¢) of this
section, the facilily must designate a licensed

duty.

This Reguirement is not met as evidenced by

Based on the observations, record review, and
resident, family, and staff intendews. it was
determined that the facility failed o provide
sufficient nursing staff to meet the needs of the
residents. The facility had a census of 37
residents. The direct resident care was provided
wy cerified nurse aides {CNAS) with the nurses
passing medications and doing treatmants, The
failures are evidenced by the deficient pract.ces
eited in this survey raport and residents, family
and staff whe commented on tne shartage of staff
. <0 provide ranga of motion exercises 1o residents
assassed to heed these setvices, to serve the
meals in 2 timaly manner, to assist the residents
with activities of daily [Iving (ADLS), and to
supenvise residents. For spesific details refer to
Fadi, 7309, F311, F318, and F324. The findings
Lineluded:

1. On 10+18/05 and 10/19/05, during interviews
- with @ family member, hafshe stated that the
faciity had been really short of staff, The family

nurse to serve as a charge nurse on each tour of |

AMD PEAN OF CORREOTION IO ENTIFIGATION NUMBER: A BUILOING COMPLETED
3, WING
535051 19{20/2005
HAME OF FROVIDER OR SUPRLIER STAEET ADORESES, CITY, STATE, 2IP COLE
CANYON HILLS MANOR 1240 GANYON HILLS RCAD
THERMOPOLIS, WY 52443

. (XA} ID EUMMARY STATEMENT OF DEFICIENGIES ! D FREMDER'S PLAK OF CORRECTION T

RPEEFIE {EAGH DEFIGIEMCY MUST BE PRECEEDED BY FULL FREF: {EACH CORRECTIVE ACTION SHOULD BE LaMPLET G

TAG REGULATORY DR L5G IOENTIEYING INFGRMATION; R CROSS-REFERENGED TO THE ASPROPRIATE UATE
| [EF|CIENCY)
F 383| Gondnued From pags 75 F 353

FORN ChS-RE67025 5} Previous Varsions Cheoicte
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; 535051 16/20/2005
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& D SUMMARY STATEMENT-OF DEF|CIENCIES 1o FROVIDER S PLAN 0OF CORRECTION (8]
FREFLL JEACH DEFICIERGY MUST BE PRECEEREL BY FLLL PREFIX (EACH CORRECTIVE ACTION EHOULD 2E Cl’-‘”;ﬁ':.ﬁ;_!"ﬂ‘*
™G REGULATORY OR LEC IDEMTIFYING |MFEHMATION, T CROSS-REFERENGED Tt THE APPRUE SHATE :
: . DEFICIENG'Y;
F 33%; Cuntinued From page 76 Fas3

member stated the resident had not received the
two baths & week &s scheduled. When the oath
scheduled for Wednesday was missed, the
resident was not bathed unkl Saturday.

The famlly member indicated that the resident
was (o have medicaticn ane hour before the
. meals, Hefshe commented that due to staffing,
the madlcation was not 2lways given at the e
 that it should be given and then the resident had
i ditficulty when it was mealtime. The famiy
mermbar said that the stalf used to do exercises
with the resldent buk it was not effective, s¢ the
famiiy member now does arm exanisas,

The family member raveatad tha? at night no ane
{ztaff) walches the residents, Thare arg
“wandeting residents who go info histher
residant's room and the resident |5 helpless o
protest himfherself from thase residents.
Review of the residents record evidenced a letter
of complaint, dated 929705, from the family
member. The following concerns were identified
in this letter;

"Mew help should be trained for more than just
one day "

Baths not given as scheduled.

"Severs cbs and brises on ... hands and arms.”

. Water and snacks placed out of reach.

. . . i
: Medlcations and ointmants not given as ordered,

Ants and flying ants in resfdesnt rocm.

Lack of respensible person - buck passing.

[

FGRM GME-235702-39) Previous Vers ong Obaolan
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| DEFICIENGY)
F 383| Continued From page 77 F 353 |

2. 0n 104805 2t 4:00 PM, in a resident
interview, the resident revealed thal sometlmes

1 staff do not come to assist nim/her as fast as

hefshe would ke, The resident said that th's was
espacially true or. nights and weekends. The
regident stated that at night wandeting residants
come In bs/her roorm: These ragidents dant
bathar anvthing but may use the flcor for the
nathioom. Accarding ta the residen, staif are

bissy ai night, so they are not availadle o stop the

Wanaerans.

i 3, Review of the faciliy's "Bath Schedules” far

October, 2005 evidenced that 24 of the 39
residents fisted on the forms lacked

. documertation to show that they recenved their

baiha as requently as ssheduled. Tha schedule
showed iniat from TOMIGE through 10/18/05,
thess 24 rasidents missed between cne and four
bathsishowers, Mo refugals were charted for
these residents on the days when they did not
rergive ther scheduled baths/shawers.

4. See F218 for the speclfics regarding the

 facillty ' s failure to provide restorative care. The
| RA verified that she is currantly the only staff

member providing restorative services. She
stated thet she is schedules to work Wednesday
throngh Surday from 6:00 AN to 10:00 Al or
11:00 AM. She Indicated that she has been the

' only RA providing restorative since she startad
| werking 2s an RA about four or five months aga.

She confirned that the previous RA aiso worked

F-353
ATAFY
1t is the practics of this facility to provide

safficient mustop stall fo provids nossing
and related senvices t attain of mednmi

NUREING SERVICES -~ SUFFICIENT

FORM (3hS-2567(02-29) Pravious Varsions Obsalete

atone. I an interview with the Director of Nursing the highest practicable physical, mental
on 10/20/05 ai 7:45 Al, she indicated that ¢ und psychosocial well-being of cach |
resldents received restorativa services only when | sesident, as determined by resident -
| restarative stalf was available.  asstssments and individual plans of care, |
| Refer 1o Wyoming Health Departuient
& in an interview with a group of residents an Survey F333. |
LB If comtinuatan 5oat Page 78 uf 103
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F 353 Confinuad from page 78

 short of staff especially on weekends.

whan arriving for that shift she found that

mnake two rounds to provide totleting and

rounds avery two hours

8. Only gre CHA and one nurse were

nursing shifis.

- 1095 2t 5:00 AM, they indicated that they had

: to "stend around to wait for meals’ hecause there .

“was net enough staff to serve the meal, The
greup of residents indicated the facility was often

6, in an inferview with CNA #3 on 10/ %/05 at
7:15 AM, she Indigated that she regularly werked
an the night shift. She stated that sometinies

residentz han not baan toilstad or changed befare
: they were put to bed. She stated that &t times the
i staffing on the night shift was only ohe NuTEe ahc

- ane gide. On those nights she was only able ta |

assistance to ihcontinent residants instead of
7. Raview of staffing schedules for 8/ /D5
through 10f20/05 revealed nine registerad

nursasllicensed practical nurses and twelve
CiNAs were employed through 2 staffing agency.

B, July: Gn TGS, 708, TIBIG5, 7/9/08,

scheduied r the following dates (night shift):

a. Junz: On 6/4135, 6M10/05, /11708, 61205,
B/15/08, 61606, BAT/06, and 6/27/05. On
' 832008 the two TNAS whe worked the night shift
tad also worked an 8-hour gvaning shift. On 10
of the 30 days in June the Director of Nursing
worked at & staff nursa to fill In for uncovered

F 353 .!Il}Agmmyataﬁdidnﬂtrepoﬂwthe

facility as the ageucy had committed,

| Agencies ave requested o provide

license/certification of swil provided,

backgroand screens, evidence of TH ests.

Additional orientation for Agency staff is

provided including: facility tour, mission

and values, resident’s rights,

confidentiality and prisacy, abuse

 prevention, chain of command, shift

, routines, daily assigrument sheets and
documentation ineluding meal fotake and

. ADL flow sheet, fire panel and

| cmerpency procedure, break and meal
pulicies, telephone use, and infecnan
confrol policies, general safety mle,
smoeking policy.

' The facility has recenrly has iad swccess

with higing tnore staff,

| Nipht staff is mopitoring for wandering

residents to enable other resideats io have

resthl sleep,

Baths have been chiecked and given at

frequensy schednled and if aresident

refuses, an ablergue Hme is planoed.

A Heensed nurse with expericncs in

restorative working with the physical

* therapist is new respensible o be snrs
(hat 1evel 2 and level 3 restorative carnt is

. being provided and documenizd.

Cricaration for pool staff will be
confaioed in a binder that will be
! yeviewed with the pool/agrnoy statf whea
. they amive in e fcility. Prier to the
survey and ongoing, & oticntaton

THOI6, 7014008, TI21/05, T/22/08, 7123115, and checklist designed for lmporaty Agency
126105, The CNA working the night shift on staff is conplered to mdicate needzd
/8105, T/9/05, THOD5, 7/21/05 and 7/2B/05 had information hus been completed and
previously worked the 8-haur evening shift, The orientation completed. Poolfagency staff
night shift on 7/28/05 was cavered by two will be teamed with a fhoility staff
menpbat for the Srst shift worked.
FORM CAIS-2567(02-3%) Minviaun Versions Cheolats 1YLE11 it connnuatizn shast Pags 79 of 105
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STATEMERT OF DEFICYENC 1} Y| DE FRLIEAS MULTIPLE O ’
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.
535061 WIKG 10420/2008
NARIE OF FROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE 7
CANYON HILLS MANOR | 1210 CANYON RILLS ROAD
| THERMOPOLIS, WY 52443
£4) 10 SUMMARY STATEMENT OF DEFICIENGIES 3 FROVIDER'S P_AN OF CCRRECTION %5
AREFIY, (EAGH DEFICIENGY WL.ST BE PRECEEDED BY FULL PREFIX (ERCH CORRECT VE ACTION SHOULC BE COMPLETION
TAG REGULATLRY DR LG IDENT:FYING INFORUAATION; Tas CROS5.REFERENCED TO THE APPROPRIATE OATE
DEFICIENGY)
F 353| Continued From page 79 F353| Unoenificd stff will also be eamed with |
unoerified nurse aida(sk(NAs). The Director of | a0 axperienced facility staff member.
Nursing (GON) indicated that NAs could anly Whenevér the: nipght shift has been
work with direct supervision of an experienced covered by a temporary agency staft
' certified nurss aldz, mgrether and/or uncertified mursing
: _ assistant, ag experienced Heensed nise
¢, August Twa night shifts In August were or certified musing assistant is on duty to
covered by uncertified nurse aides {8724/05 and ansre adeguate provision ad
8/25/054, On 10 of the 31 days in August, the supervision of core which includes it
Diractor of Nursing worked at a staff nurse to fill pot limited to the Director of Nuzses or
in for uncovered nursing shifs. Ascistant Director of Nurses providing
direct resident care,
d. September: On 93105, H7I2E through
g/15/08, 92508 and 9/26/03. The DO worked Nisiog siaff will makes contidacd rounds
a6 a ChA for five shifts in Septernber. Eleven to ensure yesident safety. Residents who
night shifts in September wera coversd by are up during the night will be given
uncartifled nuTse aides (93105, 8/8/05 thraugh ngthvitics from the activity boxes to moet
910705 and 9113/05 through 8/17/05). The night their needs for activities.
| ehit on §/26/06 had aniy one nurse scheduled
- and na CNAg. 23 The staffing noeds to bave been
_ reviewed by the Administrater or DON
e, October: On 10f4/05, 10/8/05, 10/7/05,
105/05, 10105, 10/13/03. 10/14/08, and 4y The NH, snd DON have iraplementsd
10420405, The night shift on 10/4/05 was covered saveral recruitment aud retention
by one uhcerified nyrse alde. sratepics such as eaensive adverhizement
contractad for NA, cowrse and lure on
brommises and differentiat
F 371 | 483,35(h)(2) SANITARY CONDITIONS - FOOD F 371 _ _
g5=t| PREP & SERVICE 4) The DON aod NHA or designee wil
monitor complisnce weekly for a month
The facility must store, prepars, distribute, ana and monthly theseafier, Any trends will
sarve food under sanitary conditions, corrective action token will be réparied tw
: the Quality Asturancs and Assessment
I 'This Requirament is not met as evidenced by: committe 3 least guartery.
Basac on bhsarvaiion, record raview and staff . .
ntenview, it was determined that the facility failed Comgletion dute iv: L1/
to s'are, prepare, and distribute food in & manner
which minimized the potential for food-oome |
iinesses, The findings included: '
1, Gn 10/18/05 starting at 8.29 Ard, during tha
iYLa11 ¥t continugtion shest Paga 50 of 105
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* |nitial tour of the dietary department with the
' Cortifled Distary Managsr (CDM) present, the
Tollowing observations wers made:

a. There were coffee grounds spiled on the blus |

tray which was piaced Lndar the coffee maker
and in the arawer lecated bengath the coffes
maker

6. The hzndles and fronts of the cupboards were
spotted, sticky, and'or greasy o touch.

¢, Thers were two open bioxes of sorn siarch on
the sneving located above the counter {by the
steam 2ble). .

: d, 'There were fiies landing on the stear table
" and the stove.

&, The three compartment sink contained several
Cdifty utensiis and pans. The CDM indicated that
i the sinks are sehitized and vsed to wasn

nroguca. Note; The kitchan area had one
handwashing sink and the three companment
sink.

[, In the outside walk-in freezer unit, thers was a
haif of 2 ham. The open and of the packaging
was loosaly coversd with foll. When tha falt was
removed, the ham appearad drieg out. There was
a chunk of ice on the floor undar:ihe condensar

“tubing. This piece of ice was approximately three
* inches in diameter by one and a half inches high,

g. in the dry storage area in the kjichen area,
there were two bags of combread mix which had
been used, One bag wes standing open; the
other was closed. Neither bag was dated. The
COM canfirmed that the facilty policy was for
open ams to be dated. There was 280 an opan

ATATEMENT OF DEFICIENES (X1} PROVIOEREUPPLIERTTLIA (H2) KLY IPLE COMBTRUCTION (X3} BATE SURNEY 1|
AND P_AY OF CORRECTION |BENTIFISATION HUMBER; A BLILOING COMPLETED -
|
35051 B. Wing 1612002008
] MAME OF PROVIDER OR SLPPLIER STREET ADDRESS, £.7Y, STATE, 2P CODE
| CANYGHN HILLS MANOR 1210 CANYON HILLS ROAD
' THERMOPOLIE, WY B2443
[Xd} 10 SUMAMARY STATEMENT OF DEFIGIENGIES ' el PROVIDER'S PLAK OF CORRECT OM o
PREFX (EACH DEFICIENGY MUST BE PREGEECED BY FULL FREFLY [BACH CORRECTIVE AGTION SHOULD BE i
TAG REGULATORY OF LEC IDENTISYING [NFQRMATION) ! Ta  ,  CROSS-REFERENCED TO THZ APPROPRIATE
; | DEF CIENSY)
Coatinued From page 30 F 371 |

FORM CMS-256T02-88) Previous Werslong Obsolate
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i
ETATEMENT OF CERCIENCIES (1) FROVIDERSUFPLIGRICLLA
AT PLAN OF CORRECTION FIENT FICATION HUMBER:

5350541

gy MULTIPLE CONETRUCTION (K2 DATE §JRVEY
A BUILDING COMPLETED
B. WIHG '

i 15232068

SAME DF PROVIDER OR SUPPLIER I
CANYDM HILLES MANGH i

EREET ADTIRESS, CITY, ETATE, ZIP COLE
1210 CANYON HILLS RDAD
[ THERMGPOLIS, WY 82443

| gnough that the peanut buvter was visible.

: Crumbs were spilled on the top shelf. There were
ppen andfor Lndated boxes of carrot cake mix,
yellow cake rix, and ieing mix. The shelves Ire

: this storage srea were wooden, painted shalyes
which were rough, especlally on the edges, and
had areas where the paint was missing. These
shaives wera not cieanable. The temperature in
this slorage unit was 2.2 degrees Fahrenhelt.

i, The CDM varified that this room was het and
. that sne needed & fan n ikl rHom,

5 Cin 10419005 at 7:23 AbL, ohservations in the
dietary department revealad tha following.

There was til moffee grounds in the drawer
upder the coffee makar,

In the dry sterage area in the Kitchen area, there
was 3 iargs plastic container with peanut hutter i
It The CPN verified that this was the peanut
putter from the cracked bucket of peanut butter,

The cook and the CDM wera observed cracking

(e n BLMMARY STATEMENT OF DEFICIENTIES 3 PROVIDERS PLAN CF CORRECTION tmg
FREFIX | [EACH DEFIENCY WUST BE PRECEEDED BY FULL BREFIX {EACH CORRBOTIVE AGTION SHOULD BE SORPEETIGH
A6 REGULATDRY 08 LG IDERTIFYING INEQRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE LA
: DEFIZERCT}
F 371| Continued From page 81 Fan

haw of Al Bran. There was Med Pass 2.0 In a
earton, The box that the Med Pass came inwas
stuck to the shelf with drisd Med Pass that had |
spllied or leakad at same point in time. ‘
f. b the walk-in refrigerator, there were drops of
millc on the edge of the top shelf. The COM lifted B-371
a gallon of mitk and stated that it was eaiing. A SANITARY CONDITIONS - FOODL
cardboard flat with egg shalls and whele eggs | PREP & SERVICE

: was sitting on top of the case of shell eggs. B

' ‘ 1t is the practice of this facility to store,

/i, In the dietary storage room, iocated across prepare; distribute, and serve food uader
from ihe nurses' staton, there was a five pound sanitary Gonditions.
plastic bucket of peanut butier. The hattam and
side of tha bucket was cracked and open wide 1) The kitchen Las been thoroughly

cleaned and a checklist of rouine

cleaning as been completed as follows:
drwer andey tha coffas maker cleaned,
open boxes of com starch thrown #way,
 dried ont L discarded, com bread mix

L discarded, peannt butter in cracked
coprainer oW Eway.

Al open items have been cavered atter

: being opened and used. Monitoriog to be
sture doors e closed 1o prevent flying
insects form gelsing into kitchen,
extermingtor has compieted rovnds nd
will continue such, Sioks are sanitized
before fresh prodice are placed in them.
ATl items tn the freezers will be properly
sealed o placed in coversd cantainers.
The condenser has been checked and ares
cleared of ice. Open items jn storage have
biecn govered, and dated, Siprage areas
will be routinely cleaned according 1o the
leaning schedule and area will be
monitared by the CDM Refrigemted area
has been cleaned and the routing cleaning |
schedule will be followed and monitored |
| Ty the COML

FORM CI5-2367(32-8%) Sravious Versions Ubsolete
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of water {one with a first nams on it), ard resident:
foodfiuids, The nurse consultart was presant and
stated that she would verify whethar or aot the
shakes and water were staff ltems. Cn 10/20/05
the nurse consuitant verified that the items did

weekly,

2} CDM completed a thorougls inspection
of the katchen ad sterage avea 1o idenrfy
any other cleaning or storage. Neede aod

| ETATEMENT OF DEFICIENEIER 1) FROVIDERSUPPLIERICLIA {242 MULTIFLE CONSTRLETHOM Lx:g.; DATE SURVEY
AND PLAN OF CORRECTION P ICENTIF CATION NUNBER: A BUILGING | COMPLETZD
1
1 535051 " 7 | o000
MAME CF PROVIDER OR SUPPLIER STREET ADORESS, CITY, $TATE, ZIP CODE
L CARYDON HILLS MARGR 4310 CANYON RILLS ROAD
THERMOPOLIS, WY 82442
(XA} 1D SUMMARY STATEMENT OF DEF|CIENGIES ‘ D PROVIDER'S #LAN OF GORRECTION ECN
PREFIX {EAGH DEFISIENCY MUST BE PRECEEDZD BY FULL PREFIK (EACH GORPESTIVE ALTION SHOULD BE | LOME _ETICh
TAG . AEGULATORY 07 LEC IBENTIFYING MEQRMATION) TAG CACES-REFERENGED TO THE APIROPRIATE
| ‘ DERIGIENGY}
£ 371| Continued Fror page 52 | Far ‘ .

one Bgg ageinst another egy when they were | Storape area was cleaned and painted.
frying 29gs. The DM was not wearing gloves * CDM will monitor the temperaiure a5 a

L while preparing the eggs. She was toughing into thermometer has boen placed ia the area,

- her zrim while standing at the stove. Ste oltained The CDM will moniter the storage of
nackages of ketchup from the dry storage room items being covered and dated i opened,
and raturnad ko ovaking eggs without washing her * A fan has been placed in the area io
hands. The agg shells were piaced back in the MANALE (be Tampesalnee.,
flat with whaols 20gs. After the meal service was
completed, the COM ptaced tha five remairing Cooks in serviced that only pasteurized
eqgs in a bowl. These eggs were ohserved fo eggs will be used and only onc egg afa
have the liquid from the used egge on their shells. time will be cracked,
Observations of tha friad eggs which had been The Dietary staff was in serviced on
served to the residents revealea that soma saft 11/0803 on the food preparition and i
egg yolks and egy smears were found on the | storage Policy and Procedury and '|
plates. One resident verified that the egg was soft | cleaning procedures. A thermemeter was :
CooKed. * placed in the Activity room refrigerator

+ angd 2 moniTarog log is in place for i

3. On 40/19/05 at 8:00 AM, obsarvation of the monitoring the temperatue. The activiy |
refigerator [ocated in the activity room revesled i stait mosators this, |
that there was no log for monitaring the | ;
temperatures, The Activides Director and tha ! | Staff has bees remninded to keep their

! Social Services Directur verified that the © iterns in the refriperator providad for

: refrigerator was used for residents’ drinks and them. The DON will check the
that no monikoring iog was being Kepl. refeigerator rontinely. A wmperamre-

. monitoring log hag been place with the

4, On 10/59/05 at 3:37 AM, observation of the refvigerator for the night nurss 1o rocond
nourishment refrigerator at the nurses' statian the temperature. The DON will monitor
avidencad three welght 065 shakes, three bottles that ihe: temperaiures are necorded at least

FORM ChS$-2567(02-98) Provleus Versions Chsolele

L
' balong to staff members and that the items had | corrective action taken a3 needad
! been retnoved from the refrigerator. Review of :
the moniioring log for this refrigerator evidenced | 4) The dietary staff was in serviced o
that oo temparatures were recorded for 1073, 11/08/05 on food prepamation slovage
1012, and 10/15/08. P&P and cleaning procexlures. -
1¥LE11 It continuatier cheat Fage 83 of 108
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Frintec: 12/02/20085
FORM AFPROVEDR
OB WO, D236-02%7

! Based on record review, it was determined that
the facility fa'led to ensure the physician made the
reguired visits to assass ong of ten sample

residants {#8). This resident was seen by the

vy the physlclan, The findings ncludad:

Physician Assistant {PA}, without alternating visits -

Ravlew of tha physician prograss notes for

. sample resident #8 evidenced that the resdent
Lwas seen by the attending physician on 1/18/03,
2/23/08, and 4/19/05 and by the PA on 5/23/08,

STHTEMENT OF DSFICIENCIES (X1) PROVIDERISUPPLIERICLIA £245) A THELE COMSTRUCTION (K3 DATE B JRVEY
AND FLAN OF CORRECTION IDEN“IFICATLIN MUMBER; A BUILDING COMPLETED
r i 536051 B e 40120/2005
| WAME OF PROVIDER &R SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COGE
P GANYON HILLS MANCR 1210 CANYON HILLS ROAD
THERMOPOLIS, WY B2443
{4y D SUMMARY STATZMENT GF DEFICIENGIES I FROVILER'S PLAK OF CORRECTION <5
PREFIX (EACH QEFICIENGY WUST BE PRECEEDED BY FUL. PFEFLY {EACH CORRECTIVE ACTION SHOULD BE COPLETILM
TAL REGLLATORY GR LSC IDENTIEYING INFORMATION) TAG EROSS.REFERENSED TO THE APPROPR ATE DATE
DEFICIENGY)
F 371| Continued From page 83 F371!  4) The COM will moniio: the wmperativs
E. On 10420405 at 10:22 AM, cbssrvations were i of b storage arcs and covered and dated
made in the dietary siorage arsa {lecated across apened supplies ai least weekly, The
frorn the nurses' statian and whera the activity director will moaitor the
-amperature had been 622 degrees Fahrerheil temperature in the activity refrigerator at
when it was checked by the surveyor on least weckly,
10/18/05), The facd items which have stoage Administator will eonitor that all logs
uireo‘iln_:ms 1I’r:tr starage in s “cool dry are:a" insldded are; in place and femperatures recorded.
brownie mix, semi-sweet chacolate chips, and The Administrator or designes will i
nar dairy srearmer. The COM was present and monitor complianes weekly on ot i
verified that tnesa items were to be stored in & monitoring 1ools for a month and monty
cool dry ares. thereafier, Any roads will corrective
acton taken will be reposted to the
Qualw;' Assurancs snd Assegement
F 388| 483,40(c}{3)-{4) FREQUENCY OF PHYSICIAN Fagg | Commitke at leasl quanieely,
sg=p YISITS c )
omplition date is; 112205
| Excapt as provided in paragraphs (6}4) and (f) of
this section, all required physician visits must be F-338
made by the physician persanally. : FREQUENCY OF PHYSICIAN VISITS
| At the cption of the physician, requirgd visits in ‘ Kis ﬂlﬂ me-‘ﬁ:cf of this facitiiy to havs
| SNFs, after the initial visit, may alternata between physician visil initially and alwermate
| personal visits by the physician and visits by a between the physician and visits by the
| physician assistant, nurse practitioner or cinical Phymmn assiglant, DUTSE ACHHONET OF
nurse spetialist in accordance with paragraph (e} | clinieal quase spectaiist in acoordans
» of this section. ‘ with paragraph (¢) of this soction
1) Resident #8 was visited by his
This Requirement is not met as evidancen by: attending Physician on 13/15/2005

2) The Health Informalion Manager has
revicwed the stabus of physiciun visits for
all residends, Corrective action taken if
neaded

3) The Health Infoimsziion Manager and

the PA lmve met to work out the schedule
of vigihs to assure that rotaticn of visits by |
the physicians mect repalation.

FORM CIS-2567{02-09) Previous Versions Giasobeta

1YLET1 If pantirJation shest Page B4 of 103



Flbsd, A AU

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 08%8-0281
STATEMENY OF DEFICIENCIES (A1) BROVIDERISUPPLERICLIA (#2) MULTIPLE CONSTAUCTION [£3) DATE SJRVEY
FHND PLAN QF CORRECTION |DERTIFICATION MUMAER: A BUILDING GCMPLETED
- B, ARG
: 536051 : 1 0/ 20/ 2008
HAME OF PROVIDER OF SU3PLIER STREET ADDRESS, CITY, STATS, ZIP COCE
CANYOMN HILLE MANGR 1210 CANYON HILLS RGAD
THERMGPOLLS, WY 32443
%4} b FUMMARY STATEMENT CF DEFICIENGIES i o PROVIGER'S PLAN OF CORRESTION s
PREFIX (EAGH DEFIGIENCY MUST 8 PRECEEDED BY FULL i PREFIX (EACH CORRECTIVE ACTIGH SHOULD BE COMPLETION
TAG REGLULATORY QR LEC IDENT,FYING tNFORMAETIDRM) ! TAG CROSS-REFERENCED T THE APFROFRIATE
i HERICEREY)
I 368| Continued From page 84 . F 388
8/22/45, and §/Z8/05. There was ng evidange [ ] . _
! found 16 indicate that the resicent was being seen # The HIM o designes will moator
by iha physic'an and the PA or. an altetnating pfanmwmkly on al} monitozing
basis. Additionally, ta residert was not seen Mm. o it moth and monthiy theseafier.
every sixly days as required (5/23/05 t 8/22/05). . Ay trends will corrective action tiken
\ will be reparted 1o the Quality Assurance
The surveyor raquasted additonal documentation | ; and Mfﬂ‘“mﬂm commitiee 52 least
to skow that the resident had been seen by the Quarterly,
prysician. No physician visits Information was .
| provided to the surveyor. Compietica date is 11/18/05
F 425| 482,60 PHARMACY SERVICES ¥ 428 |
53=0

The facilily must provide routing and emergency
drugs and biclogicals to its residents, ar obtain '
them under an sgresment daseribed in
§482.75(h) of this par. The faciity may permit
unficensed personnel to adm|nister drugs if State
law parmits, but anly under the general
superv.sion of 2 licensed nurse.

This Reguirement is not met as evidenged by

Bases on recard review and staff interview, it was |

datermined that the facllity failed to snsure that ¢

rautine medications were available in a timely

i manner ta meet wo of ten sampie recidents’ @5
and #10) and tw supplemental sample residents
{#17 and #24} needs, as crdered by the '

- physiclans, The findings included:

1. Resident #10 medical record review revealed
the resident had been admitlad to tha facility on
42996 with dizqnosts including: brain condition,
guadriplecia, CVA (cetebral vascular accldent),
osteoporosls, chionic prostalits, GERD
fgastrossophageal reflux disease) and

| contractures.,

FORM CMS-256T(02-99) Frevious Yersiors (bsolela 1¥LE11 If sonkruaton sheat Page B8 af 105
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$TATEMENT OF DEFIGIENCIES
24D Bk OF GORRECTION

535051

(1) PROVIDERYSURPLIZRICLIA
IDENTFICATION MUNBER:

tx7; MULTIPLE GOHETRY LTICH
A BJILDING
B, WING

(33 PRTE BURMEY
COMPLETED

| 1o1z0iz008

NAME OF PROYICER OR SUPPLIER
GAMYON HILLE MANOR

STREET ADDRESS, CITY, & ATE ZIP GGOE

<210 CANYON HILLS ROAD
THERMOPOQLIS, WY 82443

P

Review of the MDS (minimum tata set) dated
7/28/06 ideniified the resident as having full loss

of ROM {range of motion;} with lirmitation on both
sides for hands, legs and feel.

' Review of the plan of care dated as 7I08, BI05
(arossed off) and 11705 identified the resident 2t

| risk for decline i, RDM related to contraciures ‘

and physical rasiraint 1se secondary to spastic |

quadriplegia, CYA (cerebral vascular accident),

| csteoporos's, safety, and positioning. |

Raview of the "irterdisciplinary Progress Netes'
datad 7/25/05 stated, “In the past two weeks ! |
nave placed 2 calls to __(name of pharmaty} |
and 2 calls to___ {name) Fanily practice : |
regarding resident nct having his prescription
fited %or Bagiofen. ___(name of pharmacy) stated
they read preauthorization from the physician
" ana the staff at __ (name famity practice)
| asgured me this was taved to them. [ @il pass
this Info to day nurse in report and ask that I
| ancther call to ___(nams of pharmacy) s made”. '
| Thare was no follow up docurnentation 5o address|
the resident not getting prascribed medication or
monitoring for adverss side affects due to |
| withdrawal from this madication.

| Review of "Physician's Orders' dated Septerrbar |
| 2008 identified the resident on Baclofen 10 mg

| 472 tablet three times a day, "Must stay on |
| Bactofen, cannct use anything else 1-26-015", :

| The facility was asked to provide decurmentation ||
| of cansultant pharmacist reports for review, The |
reports weara not glyen to Surveyors for review at |
“the trme of survey. There was no documentation

| ko show now the facility hau addressed the issue

aof ordered medlcations not being avallable for

£y D SLNMARY STATEMEMT QF DEFICIENGIES | 10 PROVIDER'S PLAN OF CORRECTION 5
PREFIX [EALH DEFICIFHCY MUET BE PRECEEDED BY FLLL PREFIX (EAGH GGRRECTIVE ALTION SHCULD BE COMPLETIOHN
THE FEGULATORY CR LSC [DENTIFYING IMFORMATION, Ti CROSEREFERENCED 10 THE APPROFPRIATE DATR
REFICIENGY)
F 425| Continued From page 88 [F 425

P-415 |

PHARMACY SERVICES T

W is the practice of this facility to provide |
roRtng and sreEency drogs and |

BORM CME2SET(02-59) Previcus Voraisns Shaolate
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LN D S JHiAIL- E.EHWEES " ——
STATEMENT OF DEFICIERGIES  dtitr) pREVIBBRSUPRLERE LA {2 MULTIPLE GORSTAVETION
ANB #LANQF CORRECTION IDENTIFICATION NUMEER, A BUILDINE -
| bashs1 i 10/50/2005
| WAVIE OF PROVIER OR SUPPUER ' STREET ADBARSS, CITY, GTATE, 217 COBE

resident ¥4 tévedied thel a medicalin duse was
laken from this ragidenit's supply and used for

Alse, the reorder procsdrre s t be

4 0 — SOMMARY STATGMENT OF DEFICIENGIES It PROVIDERIS PLAN OF CORRECTION _ o)
PREFIX {EACH DEFIGIENTY MIIST o PRECEEDED BY FuLL PREAX (BACH CORRECTIVE ACTION SHOULD g GoMPETION
TAS FGULATORY PR LSCIDENTIFAING INFORMATION] TAR cHQES-hEFEREEJEIEDG IE?J ;r%E APFREOPRIATE
F 42| Corifinuzd From pagé 88 F426 | H
| adminisiration.
arvisw wi ; - biolopical itens to its sesidents, or obtafn
Interview. with the DON (Difagtar oF Nurging) on V| . :
10/20/05 at 8:30 AM ravedled there had been '%"f?mwﬂ described in
Keuas with rhregrrmtmns hging availamia and 131 patt..
gedtifig sorvie refils msky due to nesding . . e
preguthoriatian, The DON repatted, “This Is an ;m:gﬂﬁw d’;ﬂm w
| 1=8ue and we are working on ¥ ' aed ﬁmmmmml?mﬁw'
e e A . ' thorization,
Referania: "Nufsitg 2008 Drug Hatidbaok 25 th preautborizati e
Edifion” |dantifies Baolofan 46 skefotal mugele The %"‘ﬂ ﬁg the Eﬁﬁ"“
rélaxant, "Agtivn «Hyperpolarizes fibers io reduca sticker i e mﬁmﬂse
ImpUisE fransthission, Appedrs o radurs proudthotizs The St ot et
transmissith of irpulke frem e spinal cord to mJH'mi &mﬁ inﬁmw ﬂiﬁﬁaﬁh' :
skefetal musole, s decradsing the fegushcy il ﬂml’.’. e wm:ﬁ‘”‘”ﬁ
and aimplitudi of tusele spasrs i patisnts wi - W ¢ Gk
pinal cord lesions. ... NUrsing dorsidarations .., @0 pliysictin’s oftice.
| Don't withidraw drg gbrptly afterlong term use _ _ N
! unidgs Severe reations detmand it doify So tiay | 2) The rotication st e Al reshieats
precipitate seiruriss, halucihations, or reboung mﬁmttm m‘*’m‘["m
spasticity...” A ordeced.
2, Reviewof the Contfalled Difug Agtiiniatration 2) 1t has been emphasized and staf¥in
| Riociard-for the Ternazipam dispenced to sample ueications Btrm dne resident 15 duciler

sampls resident 36 (in mid May 2008, ﬂm m mggﬁiﬁﬁ are
:FB;. Ruﬁu;aw of the E‘ﬁnhnllé‘dﬂgruy Adrmitistration Supply reghaining
Beard for e Terazenartt Jispansid b simple o _
rasitient #4 from 8/16/05 through 10/17:08 4) The DON, RHA, and phutriiacy
revealed that five medickition doges wera takeh conistltat of designee will stipnitor
from this residents supply attd usad for | - compllance swoekly on all sdhitorig
supplementtal sanple residents #17 and #24, - ' mﬂ for a w and monthly thﬂfh':rﬂer
Aty trénde will cersctive action taken
| 4. in a3 intervigw an 10720406 2t 7:39 AM with the Will be reported to the Quality Assurance
hight nuree, sz (hdiezited thit if & medication and Assestement comrnittos at least
was nol avallable for 3 resident, medicationg quurtezly, ]
were takan fror riedicstions dispansod 5 ofher '
residents. When asked %or avidehta thal these { Cofitpletion, 35te i 11/E05:
FORM DMS-2557(02-90) Praviopa Varsions amr;m R I'ruuﬂ.'l.l.nm':lun sheetPaga 670 105
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DEPARTMENT OF HEALTH AND HUMAN SERYICES

| PabLeEd. L ZTLAE] LD

FORM APFROVED

FahAl kS o mmma mAmd

Frimted: §2/022005

CENTERS FOR MEDICARE & MEDICAID SERVICES T 51
STATEMERT OF NEFICIENCIES {:’(1} FHWI-DEFJ“SUFFUEMSLLQ\ [ MULTIPLES SO ETRUIC TN X3 oAaTE SURVEY
AND PLAN OF CORRECTIGN IDENTIFICATION NUMBER: A BUILDING CCHPLETED
535051 B WWIHE 40/20/2005
HAME OF PROYICER OR SU PIELER | STREET ADDRESS, oITY. STATE, ZIF SORE

CANYON HILLS MANOR !

| 4210 CANYON HILLE ROAD
| THERMOPOLIS, WY 82442

[l SLIMMARY STATEMENT OF DERCIENCIES 10 ! PLOVIDER'S PLAN GF CORREGTION ()
FREFL, [SAGH DEFICIENCY MUST BE PRECE ELED BY FLLL PREFI, {EACH CCRREGTIVE AGTION SHOULR EE COMELETI Y
Ry REGLLATCRY OR LS DENTIFYING HFORMATION] TAG CROSS-REF ERENCER TQ TriE APPROPRIATE BATE
DEFICIENGY,
F 425| Continued From page 87 F 425
madleadons were then returned to the resident
]_ sha verfied thers wag nc evldence that the
1 medicatons had been returned.
F 43Z; 483.80{#} STORAGE OF DRUGS AND F 432
Seck BIOLOGICALS
In accordance with State and Federal |aws, the
facility must stare all drugs and biclagicals in
locked compartmants under propai temperatlre

. controls and permit oniy autherized pergonnsl to
hewve acress 1o the keys.

 The faciity must provide separately locked,
permarently affixed compartments for storage of
controlled drigs Yisted in Schedule |l of the
Comprenensive Dnug Abuse Pravention and
~antrol Act of 1876 and other druge subjuct to
abuse, sxcept when the facllity uses singte Juit
nackage deug distribution sysiems in which the
guantity stored IS minimial rd a missing dose cen
be readity detected,

i This Reguirement s nat met as avidenced by
Baset on absgrvation, record raview, ahd staff
interview, it was determined that the facility failed
io store drugs and biologicals in lockad storage

' areas and tc ansure that medloatians were stored
| at proper temperatlres . The findings included:

1 Oybsenvation on 10/19/05 at 7.40 AM during the
medicatior, pass, the nurse went o the nurses’

| 1

r-432 |
STORAGE OF DRUGS AND
BIOLOGICALS |

ltisﬂmpmcﬁmufmjﬁfacﬂﬁytastmau ‘

: statlon, took a magnet off the refrigeratorand ) drgs and biological items in focked
anenad ihe cabinets. The caoinets contained | 15 nmder Propér teperature
redications and the nurse reporled that she was controls and peroit only suthorized |
looKing for & medication which was nat an the ‘ | persommsh to have actess o the Keys. |
medicaticr cart. The medications noted nithe L |
e L o
FORM CMS-2557 (02-35) Pravious Versions Obsamaty 1YLa11 if eoriinuatior: shesl Page B8 sf 105
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B g O NI N i = . 5 ND. 0938:0391
i STATEMANT OF DEFICIENCIRS X1y ROVIBRRSUPRLIERICUA [2) MULTIPLE CONSTRUCTION (63 PATE SURVEY ,
- s e ———— BLCC
HAME OF RROVIDER DR SUPPLIER STREET ADORBYS, OITY. STATE, 2P CODE
CANYON HILLS MANGR; 1210 CANYON HILLS ROAD
_ THERMOPOLIS, WY 52443 o o
T SUNMARY ETATEMENT OF DRFIGINOTES T PROVILERS PUAN OF CORRECTIGH T
A | ORI | mEx | s eam AT, | coddon
TAG EGULATORY. R L5C IDENTIFYIRG INFORMATION) TAS CROSS n;mnagé:g% 1 é“ﬂE APEROPRIATE
" £432] Continued From page 56 Fa32 "
cabinets included vitaming, laxatives, atiaclds,
| s%pinin, Tylenid and liquid geugh medicine, The i
nurse cartfinmied that diy staff could gecass the ||
medicatens 4 well a8 labotatry guppiis kapt in -
{he cabinats, : -
2, On 10719/06 2t $.30 AW, sbsérvation bt the All resieams (et il o) Bt e
cupbaards sitisted above the counter top at the ﬁfﬁ 1w "e.ﬂﬁf‘_".’f ‘E;nm s
nuISes’ staion eviderioed U tha oupboards N peberice including '
‘coftairitd stack mediclicns and intravenaus (IV) o .
| supplies. The cupbedrds wete locked with 1, The cupliinds that had childgrodf
o Tagiets e wow Ml kiyed and there i o
riragnetic latches that unlockad when another Yoy on cach of i b g
 spevial maghet was placed ever the iatch, The  Key on &4 Targes” ke fing.
megnet uead to apen the cupboards was kent on - The surse i sespokivible 1o e checiing _
the refrigerator |ocated below the sounter at tre and readditiy the refrigerdtor erhpetatuise
hurses’ station, This sysiern of starage allowed om thic: meifitoning Toig daidy,
FRSY AcceEss Wy anyong
2} The locks for il seediciions hive
+ 3. Obsairvition durlhy e enviranmant four on bieety cheiki] to assore that they are
10MS/05 frar 310 PM to 4:40 FM with the  properly samus,
Adrhinistrator dnd the maintenance stsff revesled
Issues will We storage of drugs, The medication 35 On 11/30/05, the thirsss have bien
cabingld locatéd in the Hurses skation had a instructed on Hicir resprotEibliGy of j
MagAetic lock antry. The msgnet that was used b making sure medicstons ars Jocksd
- open the Gabinets Was kept on tié outsida of degigeited cabinets or carts, the checking
small feftgarator fosdted lh the Betom cablriats, of the tenipershire daily of the mediration
The suiveyar wis Indtructed By rigistanance sk and honrishment reftigerator, o
on Kigw th apen g access the cabirets whlsh documentadon on ilie degignsind logs. i
contained medications, The Administrater and the Nurses wese figtiuctod on the
maintenance staff cififrmed anyone watching or respongibility
ohiserving a nurse decaszing e madication
| cabinets with the fiaghat ceultrepoat the 4) The DON aiod NHA @il motitor or
pretess and gain gocess. This oroated the designes will meiilr ooinplizice weekly
potentlal forthe dccess of miedicatiols dy the ot Al sssniteding toods for atronth and
unauthorizey parsons, | wonthly theresfier. ﬁnyﬁﬁﬁhﬁ wilt
| ! Stive at¥ien ik e o
4, Oh 10/20/05 at 9:6b AM; review 8f the thie Quuiliry ﬁw::: and Assossmeqy *
redCatitn (st identifiey 3¢ differert medicatiops _committes 4t feast quarteely,

b

bRing kapt in the magnetic eabinsts atihe purses |

| station,

Comtypletiovn die iy 117£00S

FORM CMS-2557 (02-49) Fravious Varsidhs Sbsclers

1YL811
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Printed: 12/02:2005

HEPARTMENT OF HEALTH AND HUMAN SERVICES F
CENTERS FOR MEDICARE & MEDICAID SERVICES OME I A RONEL
STATEMENT OF DEF|GIENCIES (%7} PROVIDER/SUPPLIER/CLIA %2) MULTIFLE CONSTRUCTION 1
AND PLAN OF CORRECTION IENTIFICATION NUMBER; l_ SUILOING ”“"’EQMT%E;‘PE”;E“
|B.WING
535081 ] 1012012005 |
| NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIR CODE 1
CANYON HILLS MANOR 4240 CANYON HILLS ROAD '
| THERMOPOLIS, WY 82443
%43 D S JMRMART STATEMENT OF DEFICIENGIES o ! PROVIDER'S BLAN CF - -
PREF(X (BAGH EFIGIENCY MUST BE PRECEECED BY FULL . PREFIX [EACH CORRECTIVE AGTEJQP? gl-Eig'IJ&NEE FomP-ETioN
TAG RETGULATORY OR LEC IDERTIFYING INFCRMATION] TAD CROSS-REFERENCED TO THEAPPROPRIEE = DATE
: DEFIZIENCTY)
F 432 Continusd From page 83 F 432
'5. On 10F105 st 3:30 AM, review of the log for
i the medication rafrigerator lpcated at the rurses’
staflon revesigd that the temperature was not
decumentad on 1073, 1045, 1068, 10M2, 18115,
and 1041805, ; |
The facikly failed to ensure drugs are storsd in a
rranner that allows only those Individuals
authorized to adminlster the drugs access (o
them.
F 444| 483 .95(a) INFECTION CONTROL F 441

55=F n \ -
. The facility must astablish ahd maintain an

Infaction contro! prograrm designed ta provide a
safe, sanitary, and comfortabis environment and
to prevant the development and transmission of
disease ang Infaction, The faciity must establisn
an infaction cortrol program under which it i
investigates, contrels. and prevents infections in
the facility; decldas whal procedures, stch as
isoiation should be applied to an indlvidual
resident: and maintains a recorc of incigents and
corrective actions related to infeclions,

This Requirement |s not met as svidenced by,

Raseq on record review, cbservation, and stafi
intarview, it was determined that the facility failed
to establish andiar Implement - infestion control
prograrm in order to provide a safe, sanitary, and
comfartable environment which minimized the
potential for the spread of infection amang the
rastdents. The findings included:

FORM CM5-2567(02-49) Previous Yarslons Ohsulets TYLe M If eoatnuzion sheet Paga 90 of 105
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DEPARTMENT OF HEALTA AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, DEEA-0301
| STATEMENT OF DEFICIEWNCIES (1] PADVIDESUPPLIERICLIA (2] MULT ALE CONSTRUCTION (%3} DATE SURVEY
: AND BLAM OF CORRECTICN RERTIFICATION NUMBER, A, BUILING COMALETED
i

535051 8. NG 012042005
NAEE GF PROWDER GR BUPFLIER STREET ADJRESE, Q'TY. STATE, ZIF CODE
CANYCN HILLE MANGOR 1210 CANYON HILLS ROAD
THERMOPOLIS, WY 82443
" [xa] 1D SUMMARY STATEMENT OF BDEFIGIENSIES o PROVIDER'S PLEN OF CORRECTIDN ol
FREF!X tEACH DEFICENGY WMUST BE PRECEEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE SOMPLEYIOHN
TG AECULATORY &R LSG IDENTIFYiNG INFGRMATION) . TAG £RADSS-REFERENGED TO THE APPRGPRIATE naT=
i DEFIC ENCY)
= 444 | Continusd From page 90 i F a4

1, During the initial kour of the facility an 16/ 805
! at 8:30 AM, rursing staff on initial tour dentflad

- resident #15 as having a MRSA {Methicillin
Reslstant Staphylacoccus Aureus) infection of the
uring. The staff identified the resident as being on
altarnating antibiotcs for the infection for a lung
timne,

i 2. Revizw af the "Infection Control Prograrm” ang
interview with the Director of Nursing (DON} on
104905 at 7:30 PM reveatad that there had been
changes in staffing and she had been deing the
duties of the ICC (infection Control Geordinalor)
the past coupe of months. .

a.  The monthly tracking logs for Ooteber 2005
ihad not been started. The DOM stated that the |
! procedure Lsad for tracking infections was done |
at the end of each month. She stated, " loox
through the' MAR (Medication Administration
Racord) o see who has been started an an
antibiotic, Then | put thern town an the infection
sartrol log, | don' separate the chronis infectians
fom the acuts Infedions”. The DON was asked
hiow many current residents had MRSA and she
reported, "l don't know. 1 usually put them on my
log but some are onrgoing or resldants with:

! histaries of MRSA, | mark 2 map of the ropms but
| don't Krow rigitt now who has what type of

: infaction. There s no specific policy or procedure
~that I'm aware of for Infections like MRSA and
“VRE {vancomyein resistant entergcocel ). | was
going te plan an inservics but it hasn't bean done
yet"

b Review of the [nfection contral logs for

September 2005 listed 5 residents with infections

and three of those residents were listed multiple
thmes. They also had multiple antibistics used
wlih no decutentation of cuiwres ar follow up

FORM GRIS-2BET{02-05) Pravious Yersions Ohsolsts

TYLET1 It cantnuatan sHest Pags B1 of 108



DEPARTMENT GF HEALTH AND HUMAN SERVICES
CENTERE FOR MEDICARE & MEDICAID SERVICES

Frintad. 12/02/2005
FORN APPRUOVED

ETATEMENT OF DEFICIENCIES 1) PRCVIDERSURPLIERICLIA
AND PLAN OF CORRECTIOM iDENTIF|CATHON NUMBER
535051

{22 MULT *LE CONSTRUCTION (%3 DATE SURVEY

A BUILCING COMPLETED

B, WING _
10120200

OB WNQ. DZ38-DE8T

NAME 07 FROVIDER OR SUPPLIER
CANYON HILLS MANOR

EYREET ADDRESS, CITY, STATE. ZIF SODE

1210 CANYQN HILLE ROAD
; THERMOPOLIS, WY 82443

X4y 10 SLINMKBIY GTATEMENT OF DEFICIENCIES
FREF[X IEACH DEFICIENGY MUST BE PRECEEDED BY FULL
TG REGULATORY O LEC [DENT . FYING INFORMATION]

I
PRERiS
TaG

FROWVDER'S #LAN OF CORRECTION {5)
{EACH CCRRECTIVE ACTIGN SHOULD BE COMPLENAN

CROS3-REFERENCED TC THE APPROPRIATE o
DEFICIENCYY

F 441| Continued From page 91

docurnenied.

G The tracking sheet for August 2005 was not
in the manual ahd net available for review at this
timne.

i, The July 2008 trecking shest identiied thres

resldents with MRSA of the urine and & gther _
resldents with urinary tract Infections without the |
I organism identified of cultures being done o
! ensure effective antibiotic use. There was no_
dorumentation of the rasponza ta the antibiotic or |
if the infection was resolved.

e. A concurrent surveilance of residents having

signs and syrmptoms of Infections was hat dana Lo
ensure timely fellow up prevention of tifactions tin

the facility,

f. There was ne tracking of the infection control
raie o peruent of infectians for each month,

' 3. The infection contral Izsues identified during
- survey were reviewed on 10/18/08 at 7:20 PM |
with the DON. The DON reported that the facilty

was using universal or standard precaLtions |
| facility wide and that if thera was excessive '

drainage or potential for contamination, contact
- pracautions would be used. The following
infaction contral lssuas were reviewead with the
DON:

a. Resident #2's medical record identified the
resigent as having & left lower lung cangestion
and the resident was pu® on antibiciics on

= 10414/08,

During cbservation of the resident's room, a fan
was noted seting on the gresser. The fan was ar

and blowing ir the direction of the resident, The I|

Fd44i:

:

FORN ChE-2567¢32-98) Pravious verslena Gbenlate
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l 535051 10420/2005
1 KAME OF FROVIDER OR SUPRLIER STREET ADDRESS, CITY, STATE, 2P CODE
t CANYGN HILLS MANCR 1210 CANYON HILLS ROAD
! THERMOPOLIS, WY 82443
Do lp SURIMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORREC™1ON T e
i PREFIX (EAGH GEFICIENCY MUST BE PRECEEDED BY PULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE . GOMPLChON
TAG HEGULATORY OR LSS IDENTIFY NG INFORMATICN TAG | CROSS:REFERENCED TO THE APPROPRIATE
: JEFICIENCY}
F 441 Continued Fram page 82 F 441

1

far bad & bui'd up of dust and debris on the
|3 thorough clesning.

Qbservations during the provision of care on
1041805 al 5240 PM and or 10MB085 at 11,20
AM revaaled the rasideni had an open ended
gastrstomy tube, The adminiziration set up for

. the fube leeding a'so had an gpen end which was
not capped. Inderview witn staff or 10/18/05 at
120 Al repartad that the feeding hag and
tuhing were changed every 24 hours and that the
2nd of the tuding should bs capped to prevent
confeminatian. This staff alss repoded that the

- &nd of the feeding tuke itself was not being
plugged because It had beer cracked at one time
and had o be replaced. The ataff verified that

| they were [saving the ard of the tubing open.

‘b, Review of the feciiity policy on “Mursing
Procsdures / Gastreintestingl Care / Tube
Feeding" was not dated. It did staie, "6, Assure
patency and position before administering
faading. a. Remove cap or plug from tube. .. 17,
To discontinue gastric feeding:... 18. Cover and of
feeding tUbe or cap." This policy was not being
foilowed. '

o Referance: Fundamentals of Nursing, The Art
and Science of NLrsing Care, Fourth
Edifion-Lippincott : page 1113 "Procedurs

L immediately aiter water has been Installed.

i Discarinact from the tube. Clamp tuba and cover
end with sterile gauze secured with Fubber band
ar apply cap., Siamping the tube prevants air
from enteting the stomach, Cover on the end of

 the tube deters entry of microorganisms and

protects patient 2nd dnens from fluid leakage
from tube..."

caverlng as well as the blades and was in nged af

-Administering 2 (ube feeding.. ¢, Clamp the tubs '

|

FORM ChME28C702-45 Previous Yerdions Qbsalate
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Printad: 12/02{2005
FORM APFPROVED
OME NG DI28-0351

STATEMENT OF DEFICIENGIES 1iE1) PROV.DERSURPLIERICLLA
&MD PLAN OF CORRECTION IDENFIRICATION MUNBER:

5AS0NET

(2] MULTIPLE GONSTRUCTION
A DUILBING

E. WikG

[X5) DATE SURVEY
COMPLETED

16f20/2G05

NAME DF PROVIDER OR SUPPLIER
CANYON HILLS MANOR,

&TREET ADDRESS, ClTY. ETATE, #IF QC0E

1210 CANYON HILLS ROAD
THERMOFOLIS, WY 82443

vated or signed,

5. Interview with the DON on TR20/05 at 830 AM
revealed she was unaware of the procedure for

s infection santral for "Methizillin Registant'
provided by the consultant Af this tims the OON

. proviged the infection contral log for August 2005, |

8. Reference. CDT (Center for Disease control)
antimicrabial Resistance - Multi-drug Resistant
Crganlsms in Nen-Hospital Healthears Settings:
They are beclerta and other microurganisis that
have developed resistance to antimicrobia; drugs,
.. MRSA (Methicitlin Resistant Staphylccoocus
_aureus) and VRE (vancomycin-resistant
- enferoceoe are the most cormmonly encountered
. multidrug-resistant oFganksms in patianks residing
tin non-hospital hazitheare faclities. Nan-hnspital
healthcare facilities can safely care for and |
manage these patients by following appropriate
infection contra! practices. Current prevention
methads is an angoing investigation. Mo slagle
-prevention approach is ilkely ‘o wark alone,
Careful handwashing is important for prevention
of spread of many Mfactions inciuding Staph
auraus... "

7. Dhbservatlon of the roum where sample ‘

L3 SLIM ST, i : Y =g . |
FREEX . (EACH DEFIIENCY USY BE PRECEEDED BY FuLL | o e SRR T corbiahan
TAG REGULATORY OR LSC LBENTIFYING INFORMATION TAG CROSS-REFERENCED T THE APPROFRAIMTE - PATE
, BEFCIENCY: [
F 441! Coniinued From page §3 OF 441
d. Resident #18 was [denilfied on the initial lour i
of the facility on 10/18/05 &t §:30 Al as naving
MRSA of the urine are staff was unsure if any
| pracavtions were put in place.
P44l
4, During an interview on 10/20/05 at 8:00 AM INFECTION CONTROL
with the Nurse Consuliant, & copy of a procedure
for Infection control for “Methici lin Resistani was It is the practice of the facility o have an
provided to the surveyor, The sonsultant reported infection eontrol program designed to
that she policy and procedure was from. @ manual | provide a ity sanftary and comfortable
in the Adminisiratur's offics. The policy was not eavironment and fo prévens the

developiment and ransmission of diseass
and infection, The facilily fas an
infection control propram (o investigars,
cantrol and prevent infections im the
facility; and decides what procedures
such as isolation should be applied to an
individual resident; and maintaing a
recard of incident and comective astiong
reladed to infections.

1- The Director of Murses bay assigned
the imieciion control tracking and
monitoring to ADON. The ADON will
trnek location of infectons i, the facility |
and do cause anabysis, Individual iracking |
of a reaident who has reocourring 5
infections will be dene 1o defermise aay
canse sl effect factor.

She will do in setsdeing with staff on
infertion cootrol and mfection control
with regidents with MRSA, L

Al fang heve heen cleamned and pot on 3
cleating schedube, This was done ¢
10/19/05

The houseleeping supervisor and The
WHA moniror this, Residest # 2 - The
tube is not to be capped fog tus specific
regident pre physician’s order bat wdl he:

FORM CME-2567(52-9% Provltus Vamsions Qbisolats

1YLET1 i1 contnuation cheet Page B4 of U5



DEPARTMENT OF HEALTH AMD HUMAN SERVICES
LENTERS FOR MEDICARE & MEDICAID SERVICES

[l a1t ¥

AU

FORM AFPROVED
OME NC. OB28-0321

STATEMENT OF DEFICIENGIES
ANE FLAN OF CORRELTION

X1 PROVIDER/SUPPLIERMCLIA
IBENTIFIGATION NLMBER

535051

%% MULTIPLE CONSTRUCTION
A AUILOING

B, Wik

(%3] DATE SURVEY
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g F 441
|

- residents #5 and #7 resided was made on
10/18/05 at 4110 PH. Several drops of blood were
: Nated or the foor in frant of the bathroom.

a. Wher asked about the blocd, the CNAg

indicatsd that resldent #7 had open areas on

histher buttocks that were bleeding. The survevor

asked {o observe the open areas when the CNAs

were dolhg pericgre. The CONA indleated turing

I the pericare that the area, which was covared

i with OlioDerm drassing needed to ba changed,
The DON carre to change the dressing and the

+ blood was brought to her attention. The DON

| Indicated that biood spllls shouid be cleaned up

s immediztety. '

| b.  Observation at 7:30 AM on 10118/05 the next
 morming revealed there continuad to be several
| drops of dried blood in the same area on thg fioor
| in front of the bathroom as noted the day before.

[l 8. Record review of sample resident #4's

| medicat record revesled the resident had begn
readmitted {o the faofiity on 42711/03 with
diagnoses that included spinal stengsis, dugdenal
uicer, anemia, depression, hypertensian, and
affactive psychosie,

a.  The resident had complants relating {0 &

winary tract infection in May 2005. A urinalysis

- with 2 culture and sensitivity (C&S) was

conducted on &/28/05 and the resident was
staried on Bactrim DS for seven days.

B, The resulls of C&S completed on 7/1/05
. showed Strentocpocus agalactiae which was
sansitive to several madications but was not

) 40 SUMKARY STATEMENT OF DEFICIENGIES o PROW.DER'S PLAN OF CORRECTION r 5]
PREFIX (EACH DEFICIENCY MUST BE ARESEEDED BY FLLL PREFEX [EACH CORRECTIVE ACTION SHOULD BE Lo *;Fﬁ‘:f 1ok
TAG REGULATORY OR LEC IJENTIFYING INFORMATICN) TAG CROEE-RESERENCED T THE APPRCPRIATE
DEFIGIENSY)
Continuad Fram page 84 F 441

covered with sterile gaize. Siaff is belay
in serviced on claroping the tubing acd
covering il with a sterile gaeze, Staff vwifl
also be in serviced on placement of the
tube to avoid mhing frem being under the
resident This is rnonitaved try the DO,
Besident # 7 has been tested For scabies
and st was pegative, The physician
determined it to be “Neurodermariss™ and
preseribed medication he felt appropriate.

23 All residants who correatly have an
infection have beon identified. The

urses will follow the CDC guidelines for |

determining an iafection.

3) In the review of the medical recards,
the phacmacy consulians will review
antibiotic use and the mdicationg of the
anbibiotic nse for the infeclious agent
They will review o ensure the residang
was not allergic to the antibiotic used, if
there had baen a meaction to AnHEOHG e,
and appropriate follow-up as needed has
becn, ducuup.r:nmd. The antibictics used i
the month will be reviewed with e
medical dirsctor for his consideration of
appropriateness for the infectious agent,
and interaction with other medications.
Thir will alsa be part of the Cuzatity
Agsuwnes Commites monthiy review,
This process will be ongoing monhly for
the next year and quarterly there after.
Whengver a regident exhibits a ragh or

-any sipns/symptoms of an infeotion, the

msident’s physician will be notified, The

sensitive 1o Backim, There was na eviderce that nurse will document the Sindings, notify
: the nursing staf contacted the physician to the physician and legal representative,
| ensure that was the antibintle that he/she wanted reqest aeders, document treatment
| .
FORM CiM5-2567{02-89; Pravlous Vorsions Clozolpta 1YLET1 feuirlauatior sheet Fage 95 of 106
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L SUBMARY STATEMENT OF DZF|CIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFK (EALH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHAULD BE FOMPLETION
TAC REGULATORY OR LSC ICENTIFYING INFORMA™ DN) TG ‘ CROSS-REFERENCED TO THE APPROPRIATE |,  UAE
DEFIGIENSY) ;
F 441" Continued From pays 95 R 441 ‘
o continyz. | implemented, and eitablish/implement a
i tam sddeessi X
8, Review of the medical record for sample ;‘:j,f,ffﬁ,‘},,m_ ;L;f ln;m ﬁ;ﬂm of
resldent #7 revealad the resident was admitted to | Nurses will investigate the causative
the faclity in Novembar 1884, The residant's | factors and foliow the CDC guidelines for
: current disgroses included pruritls, dysphas.a, determining an infestion. The Assistan
" osteoporusis, seizure disorder and organic brain Directer of Nurses will follow-up 1o
~ayndrome. LA : CADTEIT
a.  According to The kerck Manua!, 16th edition, huplemmp;?im&gumm mﬂm
Sectioh 16 " Dermatalogle Disorcers | pruritus needed. The ADON will confer with the
- can be related to anything from dry skin to . . _ :
undiagnosed cancer, Pruritls can be a symptom resident’s atending physician or medical
of infaction such as scabies or body lics, an directot as neadel.
allergic raacion to certain medications, foods or Biafl was in serviced on 11/22/05 on
: other chemicals reacting with the resident’s skin, cleaning blood spill areas with Blood spilt
' Prurltis s marked by intense itritaticn and itching, - | kits.
b Observations of the resident's buttocks
showed deep raw areas where the rasident had - 4) The NEA, DON aod Housckeeping
soratehed untll the skin was opan and bleading, supervisor or designes will monitor
Record review showed the faclliy sttempted to conplianes weekly on all monitoriag
findd the cause for this pruritis, i.e. medization side tools for a morth and monthly thereafier,
effects, behaviors and urinary tract infectian, Any rends will carrective action laken
There was no avidence the faciity had evaluated will be seported 1o the Qualiy Assniance
the posslble food allergles or possible infectious and Agsessment coouaittes at least
cause for the resident's itching such as scabies or quEATLAT]Y.
lice.
Completion date jy; [1/M:40s
F 465! 483.70(h) OTHER ENVIRONMENTAL F 455
55=F| CONCITIONS

The facility must provide a safe, functional,
sanitary, and cemfortable environment for
residents, staff and the sublic,

» This Requirement is not mel as evidenced by:

. Based on observations and staff interviews, the

 facility failed to pravide a safe, functional ang
comferiable envirpnment for the residents, the

staff, and ‘he public. This was related to nat

FORRS CHM3-2557{02-99) Pravious Verslons Obaalets
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STREET ADDRESS, OITY, STATE, 2w nOOE
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KAME OF PROMDER OR SUPPLIZR
CANYON HILLE MANCOR

oY SUMMARY ETATEMEMT GF CEFICIENTIES | o | PROVIDER'S PLAN OF CORRECTION T
PREFIY, [EACH DEFICIENCY MUST BE PRECEENED BY FULL PRESIX | {ERCH CORRECTIVE ACTION SHTULD BE | ey o
TAG REGULATORY ORt LSS IDEMTIFYING INFORMATIOMN) TAG I| CHUSE-REFEREHGE Y FO THE ARRRUBRIATE
| ! DEFISIENGY)
F 465 | Continued From page 95 I Fass

: ensuring backflow devices ware functionirg fo
protect the water system. The findings included:

Obsarvation on 4071805 from 3:10 Pivito 4:40 | : ‘
P during & taur of the environment with ;
maintenanse and the Administraicr the following -

| issues were idantified: | ; I

|F-4455 ' '

1, The shower room by station ene had ona . NME
shower arga with twe showers, The showers ggg;]lmmgggm NTAL
i each had a hose with a nand hald shower head
i aftechment. The hoses wers long anough to . . . .
enable the shower heads to secess the floar, The ~ Itis the practice of the mmﬁ;”dm provide
: shower floor had & gradual slop to tha drain which fsafﬁ I abim-mm‘l, m’fﬁr i
allowed! water ic collect before draining. This had mfg:d T et dests,
| & potential for the shower heads & have contact stall P,
i with water from the drair. There was no bagk fiow . . .
] devices ofi the showers. 1-Bawk flow dovices will be installed In
shower heads, in the beauty El}np onltha
Inierview with the maintenance staf at the time of i Spray nozzle as soon as erder 1S received,
the abservation confirmed the showers did Aot | ! Dm‘?'gm"“;bﬂcf“ will be replaced omce
have a back fiow device ko ensure prevention of | all bidg itte obtaiucd.
pack siphonage of contaminatad water into the . .
| notable water system, 2) All showerheads have been inspected
' . . and coerestive action will be taken as
2. Observation of the beauty shop reveated a hair | Indicareq
: washing sink which had a hose with & hand hald . . .
spray nozzle. The spray nozzle could reach the A) Maintegance supervisor will install |
} bottorn of the sink, There was no pack flow or | back flow devices when rocedved, |
tisiphonage davi \ .
antizsiphonage davice an the water systam 4) Mai supervisor or designee
13, There was an area in the dining roem where | will momitor compliznce weekly on all
the vinyi flooring was cracked. The area was just moniening toois for a month 2ud xoonthly
: inside the gining room entrance which was a high thereafier, Any trends will corrctive
traffic area for residents ard staff. The cracked action taken will be reporied to the
aree Wwas approximately 12 inches in length and Ruality Assurance and Assessment :
was separated by aporoximately a 112 inch with commities at least quanierky,
the floaring starting to lift 4p, leaving 2 irlp hazard |

Land the surface diffioult io clean. Completinm date is: 11/30/08

FORM CME-3567{02-89) Frovinus Yorslons Obealshs 1¥LE1 If cortinuation sheat Page 57 of 104
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FORM APPROVED
L OMB MO, 0838-0391

F 4581 483 75(f, FROFICIENGY OF MURSE ADES
88=Fi '
| The facil'ty musi ensure that rirse aides are able
‘_ w demonsirate competency i skills and
- technigques necessary to care for residents’
needs, as identlfied through resident
assessments, and described in the plan of care.

This Requirement is not met as evidenced by:

Based on record reviews and staff inferview, the
: faciity falled to ensure that nurse aides {NAs)

| who were working at the facility but who wers
emplayed by a staffing agency were certified, had !
backyround checks done, had tuberculosis
testing, and were adeguately criented to the
fecilly. The findings included:

1. Review of personnel files revealad the facility
i Tailed to implement thefr current policies
 regarding abuse ard neglact. The facility tailed to
ansure thet all indivicuals {including pocl agency
staff) who provided personai care to the residents |
! didd not have a Hstoery of abuseinegiect before
providing care to the rasidents (see F225
regardlng the facility's filure to develop and
implement 2ff required sbuse pallcies and
procedures including orientation of staff to thoss
policies. )

a. The carreni abuse policy {(#401) indlcated
that all potentia employeas will ba screened to
avoid niring those with a history of abuse or
potential abuse. Policy (#401) titled "Abuse
Prevention”, indicated that background
chacksfllcenses/oartiications wlll be completed
on all new hires at time of employee.

h. Review of e confract between the facility
and the stafing agency revealed when poal staff
were assignas 1o the facility the staffing agency
would fax gopies of rasume, skills checklist,
individual contract, immunization record (for

FTATEMEMT GF QEFICIERCIES F![?-tijl PROVIDERISURELERCLIA (X MULTIFLE COMSTRUCTION
AMD FLAN OF CORRECTION ' [SENTIFCATION HLMBER: A BUILOING vl ggﬁﬁf;%?
. .
! 5 B, WING ; , . -
| 350851 | oie0i2008 |
NARE DF PROVIDER OR SUPFLIER STREET ADDRESS, CITY. STATE, ZIF CODE -
CANYON HILLS MANDR 1210 CANYON HILLS ROAD f
I| THERMOPOLIS, WY 82443 j
1Xa) 10 SUMMARY STATEWENT OF DEFICIEHGIES T PROVIDER'S PLAK OF CORAECTION | ey
HREFIX {EAGH CEFISIENGY MUST BE PRECEEDESD BY FULL RIZEFIX (EACH CORBELTIVE ACTION BHOULD BE COMPLENEN 3
TAG REGLLATORY GR LEC |DENTIFY. NG [NFORMATIOM) —Ag CROSS.REFERENCED T THE ARPROPRIATE DATE
BIEFHC Bl
[ 485

FORM CMS-2567(02-90) Provious Versions Obsaleta
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PREFIX |

SUMMARY STATEMENT OF DEFIGISNCIES ‘
Tag

{EACH DEFICENGY 4il7ST 8E PRECEEDED BY FULL
RECULATGRY OR LEC IDENTIFYING INFQHRIAATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF GORRECTION
(BACH CORBESTIVE A5 TION SHOULE B2
CROSSREFERENCED TO THE APPROPRIATE
CEFICIENCY)

L]
COWPLETIG Y
RATE

F 451-‘3! Continved From page 38 |

| Hepatitls B, MMR/irer, TB Skin Test), and
| lcansurefcertification to the Facility af the time ef
~ag=ignment, The cortract dic pot specify how the
stafing spencyfachity would ensurs thai ' ‘
individuais from the staffing agency had no
findings of abuse with this state Board of Muesing
or Nurse Alde registry, The contract did have a |
stinuiation that the agency and lts employees '
rgread ty comply with al' of the facility's policies
and proceduras.
. In an inferview with the facility Adiministrator
| on 10/18/05, he indicated that the staffing agency |
} was rasponslble for ensLiing their staff had
surrent licenses and Cal (eriminal background |
‘ imvestigation) checks, He inaicated that whan ‘

pool staff ruises/certified nurse aides (CNAs) are
first asaigned that the staffing agency was to
| send ths resuits of the CBI Check, copy of tha
| individuai's ficense and svidence of tuberculasis
{TB} testing. This informalion was requested on
GNA #1, #2 and #3 who were employed by the .l
staffing sgency. |

I Acsording to facility staffing schedules, CNA |
#1 was first assigned (o the faciity on 7/14/08. No |
empleyes information was present in the facility
until reguested by the survay team. The |
Adrninistrator indicated he had contacted the |'
stafiing agency for tha contractual information, i
| The CBI check had been completed on 10/9/05

; and faxad to the facility on 10/20/05. CNA #1's

| Immunization record showed no evidence that a

' TB test had been conductad. J

i According te facllity staffing schedules CNA El
| #2 was first assigned to the facility on D/25/05. No
- employee information was present In the facility
until requested vy the survay team, The |

F 498 .

F498
PROFICIENCY OF NURSE AIDES

It is the practice of the facility to casure |
that nurees aldes are able to desnonsinte |
campateacy in skills and techniques :
TECERSArY 1o care for residents’ needs, as ]
identibed theoogh resident assessments,
and o the glan of care |
|

1) Mo agency staff will be ennployed
without the spcocy providing the staff's
applications/resumes,

liceose/certifications, backgrclmd checks,
tkills cliscklist, and inrmumisation nocords
for employyes, Refer to F-352.

Employee handbook: addressing |
prevention god reporting of resident abuse |
docs spealk to employee béing able to |
mepout events without fear of retnbution. :

2) The files of all curmently cmpleyed ‘
agency stafl has been received to assum:
wmployess have 4 liccnse, CBL results of
FI'D are available and orienttion récords

ane compleie.

3) The DON has informed the pool |
agencies who provide supplemental staff |
to the facility of the abava requirements.

The fheility staff and agency stflf were in I
sarviced on the abuse policies on o

FORNM CME-2567(02-55) Previous Virsions Obsolsta

Administrator indicated he had contacted the i 11/22405,
stafiing agancy for the contractus! information. | i
1¥LET1 i eernuafion staot Pope B9 o7 108
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Py 1ty SUNMMARY STATEMZNT OF CESICIENGIES ' B ZR'S P '
FREF, {EACH DEFIZIEMGY MUST BE PREQEEDED BY FULL PRIEDFLX —I ¢EA§|-? EE&S&?@%&%&@&%E WE@TIW
1A% REGULATORY OR LSE IDEMTIFYING INFORMATION) TAG | CROSSREFERENCED TS THE APPROPRIATE LATE
DEFIZIERCY)
F 498| Candnued From page 93 F 488
The GBI check had been completed on 10/6/05 4} The NHA. DON i
o I and Hogseice
and fexeq to the facility on 10/20/06, CHA #2's E,;;Pmmxﬁ desipnee “}111? mg}“‘g
Himmiunization recort showed no evidence that a complizmee weeldy on all monitoring .
T8 test had been conducted, Although the CNA tools for & month and mouthly thereafter, |
hed a Wroming SNA certitication, there was na Any trends will corrective action taken
- | gvdence that the facillty or the staffing agengy will be reported to the Quality Assurance
| had calied the Wyoming Baard of Nursing to and Askersnient conumintes at Least
- wenify licengure status of this indlvidual for quarterty,
- pussikie findings of abuee with thie siate Board of i
Mursirg oF ragistry, Complrtion date is; 11/30/85
lli, According to facility staffirg schedules CNA
#3 was first assigned to the faciiity an 9/28/05. No

employee information wasg prazent in the facility
urtil requested by tha survey team. The

- Administrator itdicaled he had contacted the
staffing agency for the cortractual information,
The CBi check had been completed on 10/15/05
and faxed to the facilty on 10/20/05. Although the
CiNA had a Wyoming CNA certification, thers was
| no evidenca that the facility or the staffing agency
| had called the YWyoming Boerd of Nursing to

| verify licensure status of this IndividJal far

Nuwrsing or regisiry.

_| 2. The currsn' chuse policy (#4071} indicated
 that staff weuld recaive in-service training on
“abuse and naglect upen hire and annually. The
 facility falled fo ensurs that all individuals
{ingluding pool sgency staff) who provided
personal carg to the residents received initlal
training and ofentation of abusaMmegiect policias
ang procequres and e general grientation to the
facility and the residents.

'a. Reviaw of information on three stafflag
agency CNAs (#1, #2, ard #3) revealed no
documentation that they were oriented to the
facility or f the fagilty's current abusamaglect

" possible findings of abuse with this state Board of |

FORM CIMS-2567(02-9%9) Bravlaus Yersiors Ohsobyts
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{EACH DEFICIENCY MUST BE PREGEEDED BY FULL
REGULATORY OR 4.5C (OENTIFYING T NPORRATIC ‘

(¥4) I
PREFIL
TAL

f

[l
FREF:¥
Tal

FAOVIDER 5 PLAN OF CORRENTION
{EACH SORRECTIVE ACTION SHOLILD BE
SROSS-REFZRENCED TO THE APPROPRIATE
DEFICIENCY) '

I
| CRIMBELE YICH
LATE

F 458, Cortinued From page 100 |

-palicies.

b, in an interview with GNA #3 on 10/18/05 af
| 7:15 AM, she indicated she had received a [mited
- uiientation to the facility, She indicated she hag |
not received oriantation regarding abuse/naglact |
; O @ copy of the facility's elrrent abuse policy.

C. inan IMterview with CNA #1 on 10/18/05 at
2:00 PM, he indicated he had raceived a limiisd
arientation io the facifity, He Indlcated he had ne*
recelved orientation regarding gbusenegledt ora
' capy of the facllity's current abuse palicy. Whan

| the surveyor interviewed CNA#T ragarding the

| care heeded by resident#5 on 10/18/08 at 1:30
PM, he indicated he was not stre what care was
needad, (Sea F164 regarding specifics reganding
bservations of axpasure of resident #5).

483.75(0)(2)-(4) QUALITY ASSESSMENT AND |
ASSURANCE '

F&z1
86=F

: The quality assessment and assurancs |
| commities meels at least quarterly to idenfify |
i Issues with respect to which quaiity assessment
and assurance activities are Recessary; and
develops and Implements appropriate plans of |
action o correct identified qualtty deficiencias. |

A State or the Secretary may not reduire
disclosure of the racords of such commities ‘
except insofar as such disclosure is related ‘o the
compliance of such committee with the
reguirerants of this sectior;, i

Goad faith attempts by the commitiee to Identify |
and corrget quality deficiencies wii not be used |
a5 & bzsis for sanctions, |

F 458

FORM CME-2567(02-05) Previous Yaralong Obsalpte

F-52
QUALITY ASSESSMENT AND
ASBURANCE |

It is the practice of the facility to have the
quaiity assessment and agsvrance
Coruniitiee at least quarnerly to idenrify
issues with respect to which quality
assessment and assurance activities are
necessary; and develops and implements |
appropriale plans of acdion o correct |
identified qualily deficiencivs,

1) The Adminigrator ¢4 menitor that :
the inforruation necessary to identify

quality deficiencies is presented to the
tuality assessment and assnmnce |
COmunittes, |
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e | ELMMARY STATEMENMT GF CEFIQIENGIES i I PROV'DER'S PLAN OF CORRECTION D
FREFI (EACH DEFICIENCY MUST BE FRECEEDED BY FULL PREFLX (EAGH CORREGTIVE ACTION SHOULE BE COMPLETIDN
TAG REGULATORY OR LSC IDENTIFYING INFORMATIDN) ‘ TAG CROSE-REFERENCED TO THE 4PPROPRIATS hare
. DEF.GIENCY) -
- |
F 521| Centinuad From page 101 F 521 ‘
i F241
QUALITY OF LIFR
P F 253
Thig Reguirement is not met as evidenced by: | ENVIRONMENT
Baused on record reviaw ang staff interview. it was ; E272
datenmined that the facllity falled to identify issues SLEEF PATIERN
which were prablemsfconcerns related to the F-279 '
quality of care and qually of life far the residents | COMPREHENSIVE CARE PLANS
and/or t3 develop and implement apprepriate F-280
plans of action to cormect quality deficiencies. The COMPRESHENSIVE CARE PLAN
| findings included: F - 309
! ! QUALITY OF CARE
1. During &n interview with the Administrator, who F-311
was Ine Quslily Assurance Coordinatar, on ACTIVITIES OF DALY LIVING
20105 645 Al he indicated fhat the G F-318 i
{Quality Assurance) Carnmittee met monthly ang RANGE OF MOTION
with the physician in attendarse. He reported that | B-323
issues with fals had been identified and the ACCIDENTS
corporate offica had asked ghout the fall -1 KF-324
comittee, A fai comrmittee was then started the | accments
| enc of July 2003 to review residents who had . K328
: falls, . ' ¢ NUTRITION
| F-329
2. Based on the findings of deficient practice in UNNECESSARY DRUGS
: this survay, there were areas {including but net _ ¥-353
( fmited to quality of life and quatity of care lssues) | NURSING SERVICES - SUFFICTENT
which should have been identifled and addressed STAFF
| by the facility's QA process. Thus the facility faited F-3a71
- {0 have an effectlve QA program, ! SANITARY CONDITIONS - FOOD
¢ PREF & SERVICE
Refier to the following cliations for additional for PF-388
linformation; i FREQUENCY OF PHYSICIAN VISITS
F4258
QUALITY OF LIFE: FHARMACY SERVICES
' F241: The facility failed to serve and asslst F-432
: residents with meals in a manner that recoghized STORAGE OF DRUGS AND
and enhanced their dignity and failed to ensure BIOLOGICALS
staff did not talk about confidential medieal i Pl
Infoermation within hearing of residants. || INFECTION CONTROL
| .
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STATZMENT OF DER SIENGIES

(X1} PROVIOERISURPLIERCLIA

W2 MULTIPE CONS TRUCTION

(%5) DATE BURYEY
COMPLETED

|[ FZ72: The facility falled to assess residents for |
| sleep patterns for the continuad uss of

sedativerhypnotic medications and failad fo
nacurnent the Intake of all nutnitional suppfementsi
| @ne sracks which wers assessed and care |
| planned, ;

| F279/F280; The facility failed to develop and |
- Update comprehensive care plans io meet :
residents spacific needs.

GUALITY OF CARE:

FE0% The facitity faiied to provids care in a
maiiner which helpad residents reach their |
highest praciicable lavel of physical, mental,
and/or psychosoeial functioning,

. F311. The facility falled to provide gdequals meal

| aszistance io residents needing supervision,
Guairng, and/or physical assistance 1o gat

Fa18: The facifity failed to provide care planrad
reatment and sanvizes to increase or maintain
residanis range of motion (RO}, '

| F522: The faclity failed o ansure that the |
environment was as fres of accident hazards as i

possible, |
| Fsoa: The facility failed to ensure adequate staff |

AND PLAN 07 CORRECTION |l DENTIFICATION NyJMBER: A, BLILDG
{- 535081 e _ | 1ozoiz008
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE ZIP CobE
CANYON HILLS MANGOR 1210 CANYQON HILLS ROAD
THERMOPOL{S, WY 82443
{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIOER'S PLAN OF CORRECTION N
PREFIX (BACH DERICIENGY MUST BE PRECEEDED B FULL FREFIX | (EACH SOIRECTIVE ACTION SHOU.D BE SN B TIoN
TALS REGULATORY OR 50 IDENTIFYING IMFGRMATION) TAG CROSS-REFERENCED TG THE AFPFROPRIATE
| DEFICIENCY!
F 521| Contihueq From page 102 FS21) o
- F233: The facility 7ailed to maintain the facility’'s '
. : : . QOTHER, ENVIRONMENTAL
nyirformentina s near, ;
I envirorment in a sanitary and orderly manner | CONDITIONS

2) For all tags cited, the Adhninistrator
will devise and utlize tools, both, zudit
{md othierwise, 1o measare if the
nierventions piver effsctively interveng
10 apgist the resideny

3) The Quality Assurance tearas wil]
mpart and kesp all track off all rems
listed for appropriate interventions.

4) The: facility will be nsing mudiv forms
on a regular basis that will trigeer sny
issyss. The forms will be taken to the
Cualily Assirancs Committee for review
and action plans completed to follow up
oo concemns. The andit will be done
agnin before the next QA mecting 1o note
compliznee or additional follow up needs,
The process has been reviewed with the
facility staff. Staff members are :
ENCOUrafed (0 MpOTt Ay process I
IIprOvement conceins or issues to the
Dinector of Nurses or NiYA.
Admipistraticn will fallow-up oo any of
these concerns 45 needad by sither
apponling a tearn (o carTy oat he QA
process or the QA commitiee wit] address
the specific issue. CNAs and department
mavapers will completz audits, The
results of the 2adits with comective action

| supanvision and assistance to prevent accidents, will be Tﬂl;ig‘ﬁm! at ﬂ:;?e“k C‘}fmmittﬂﬁ
meehing, ow-ip action will
F325: the facllity falled to Yimely assess and communicated ta the general or involved
provide inferveritions fo maintain acceptanle | stalf for follow-up compliange, Audit of
. paramneters of nutritional gtatus | | the pi1§n1g &ll be cﬁfﬂ before the aext QA,
REET the designated Jiscipling,
F328: The facilty failed to accurately monitar to | | c
i ; ompletioa daie i3: [1/30/05 |
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i ensura hypnotics were not given in excessive

turaticn,

F3E3: The fasility failad to provide sufficlent
nursing staff to meet the facility-assessed needs

' of the resider's.

F371: The fagiity fallsd (o siore, prepare, end

distribuie food in a manner which minimlzed the
patential far food-borne ilinesses.

| F425; The faciiity faed to ensure that routing

medications were availabls in a timely manner to
mest the residents' needs, as ordered by tha
physicians.

| Fa22: The facility faiied tc store drugs and

biglogicals in locked storage areas.

FA44: The faciity falled to establish andfor
implement an infection contral pragram in arder
to provide a safe, sanltary, and comfartable
environment which minimized the poteatial for the

. spread of infection,

F465: The facility faiied to provide a safe,
functional and enmfortabie environment for

- residents, staff and publlc. This was relatad to not
- ansurng ihat there ware backflow devices on

hosa to protect the water sysleme,

F498: The fazility falled to ensure that nursa

. aldes who were working at the facility for

extended periods of time but who were smployed
by a staffing agency were certified, had
biackground checks done, had tuberculosis

~testing, and were adequately orlented to the
facility. There was no evidence that the nurse

aldes had acceptable skills to provide direct care

o residents, Record review revealed these aides

5‘5‘_-‘-.'."EMEHT UF DEFICIENS ES (K1} PROVIDER/SUPPLIERICLIA X2y MLLTIPLE CONSTRUCTION [(}ca] CATE SURVEY
AR PLAN OF CORSECTION IDENTIFICATION MUMBER:; A BUILDING COleLETED
B, WG
225051 ! TH2AO2005
HANE OF PROWTER OB SUPRLIER BTREET ADORESS, CETY, STATE. 2IF CQDE
CANYON HILLS MANDR 1210 CANYON HILLS ROAD
THERMOQPOLLS, WY BZd43
[(%E) SUMMARY STATEMENT OF DERCIENCIES ' 1C ' PROWIJER'S PLAN OF SORRECTICN (5]
FREFI {EACH DEFICIENCY MUST BE PRECEEDED Y FULL PREFIX. [EACH CORRECTIVE AGTION SHOUILD BE SOMPLETION
TAG REGULATCRY OR LSC 1DENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APFROPRIATE ATE.
DEFICEEMDY’]
F 521| Continued From page 193 F g21
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CENTERS FOR MED:CARE & MEDICAID SERVICES OMG MO, 393R-038
FTATEMENT OF DEFICIEMIES ||:x11 PROVIGER/SUPPLIERICLIA {X2) MULTIRLE GONSTRLICTION fixa} DATE SuRvEY
AND FLAN OF CGRRECTION ' IDENTIFICATION NUMBER; A BUILDING i COMFLETED
B. VWING
! 536051 1042012005
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CLOE
D CANYOM HILLE MANDR 1210 CANYON HILLS ROAD
THERMOPOLIS, WY 22442
(o} o SUMMARY STATEMENY OF DEFICIENCIES o PROVIDER PLAM IF CORRECTION 1. G
FREFHX {EAGH DEFICIENCY MUST B PRECBEDED BY FIJLL ' PREFfz | (EACH ROARECTIVE AGT.OM SHGULD BE i COMPLETION
TAG REGULATORY CR. LS IDENTIFYING INFORMATICN; TAG  °  CROSSREFERZNCED TO THE APPROPRILTE C4FE
: | DEFIZIENCY)
F821| Contirusd From page 164 Fg21 |

die! not receive any training by the facility.

| -

|
r ?
{
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