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% 1) SUMMARY STATEMENT OF REFICIENCHS I FROVIDER'S FLAN OF CORRASTION
X R(Ew\écummclmcv MUST DE PRECEDID BY FULL PREFIY EACH CORREOTIVE ACTION BHOULD bz somPrTioN
T ULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-HEMERENGED TO THE APPROPRIATE DATE
GEFIQIENGY)
F 000} INITIAL COMMENTS F OGO
The following commian sbbrevistions are used
threughout this tooument:
CAA- Care Area Assessment
CDM- Cetlified Distary Manager
CNA- Certiflad Nurss Alde
DON- Direotor of Nursing
M8 Minivium Data Set
Less commonly used aboreviations will be
gnnotated in each defitiency whare used, ¥ 279
F 279 483.,20(d), 483.20(k)1) DEVELOP F 278 8411

88D | COMPREHENS IVE CARE PLANS ‘fho facility must use the fesults of the

assessment to develop, review

Afaeility must use the results afthe asgesameant and rovise the resident’s comprehiensive

ta develop, raview and revisa the residents

comprahensive plan of oare, plan of cere.
The: facTity must develop 2 aormprehsnsive care _ The ¢ore plan for resldans #6 was
plen for @ach resldent that Includes mesasurabla rovised to accurately reflect the residm_at’s
ohiectives and tmetables to meet a resident's need for jocontnence care related to bis/her
medical, nursing, and mental and prychosoctal functional incontinence on 8/2/2011.
hueds thiat s idenfified in the cofmprahensive |
Assastinert, 4 new bowel and bladder

‘ . assassnent wes completed and the care
The care plan must desciibe the sarviees thet as plan for residant #§ was reviewed and

to b fltinished fo attain or maintaln the rsejdent's |
highest practicable physfoal, mental, apd
psychosooial well-being as reguired under

revised to acourately rafleot-the resident’s
tolleting achisdule, the type of incontinemcs,

: ; : d indications for-use of inoontingnce
§458,25; and any services that would ofherwlse - Lioms £ IneBet

P Peeived under §483.28 but are not providsd produets, nchnding whea incontinence
due fo e resident’s exercise of rights under Products are needed and fype of
§483,10, noluding the righi iy refuse freatment incontinence produst to b wsed.
under §488.10(b) ().
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X410 SUMMARY STATEMENT OF DEPICIENO|ES 1 FROVIDER'E PLAN ¢F EORRECTION
PREFIX (EACH DERIGIENGY MUST BE FRECERED BY FULL PREFIX {EACH QORREQTIVIZ AGTION SHOULD BE caMg(LGE}mN
TAR REGULATORY DR LSG IDENTIFYING [NFORMATICN} TAG CROBE-REFERENCEDTO THE APPROPRIATE BATR
LEFIEIRNCY)
F 272 | Gontinved From pags 1 Faze| 1. WhenCAA is completed, the MDS
by: ' Coordinator will ensure hitontinence care

Bazed on medioal rocord review, observadon
and stedf Infarview, the facility failed to.develop a
comiprehensive care ptan with Indlidualized
interventions for 2 of 9 sampls residents (6, #8),
Tha finding s were:

1. Revew of the adtiission MDY assessment
datad /1311 showed resident #6 was
veezgslonally Toconfinent of urine. Revlew of the
CAA showed higther fype of incontinence was
furicional (unable to got to the toilst in fme due

to physical disablily, extsmal obsiacles or
problems thinking or communicsting}, Furher, Ik
siated the resident neadad zeslstance fo the
festroom and wore an Ineontinence padibrlef,
Review of the oare plan showed the appreash v
be usad by statl for the resident's incontinence
was a5 Mllows: "delermine type of Incortingnce
and placa on toilefing plan which baat mests ,
foes," Further, the “propar size” of ineentinence |
pads/liners was to be placed on himfbher, The
care plan did not spockly o tolleting plan, the type
of Incontinensa pad fo be wirm, ofthe vps of
incontinence the resldent had,

2. Reviaw of the admisslon MD$ sasesstiont
dated 1116111 showed reasident #8 was
sceaslonally Incontinent of uring. The quarterly
MDS assessment daled 58711 showedl the
ragldant way shways continent Obseryation on
TH3M1 at 10:08 AM showsd the resident wes
wearing an incontinenca pad and wag [neontinent
of Uring, Review of the CAA showad the realdent
was only ineontinent when she colld not get to
the restronm In adegirate g, She had
fursational inberiinense and needed asslstance
waing thy restioam and was unebls to get up by

plan includes pruper toileting plan, the type
of incontinencs products to be wed, and
the type of incontinence the residenthus.
Assessments will continue to be completed
upon admission, quarterly, and as neaded.
Using these assessmenty, the cure plans
will be reviewed to asmre they are accurate
and coincids with assessments,

2. MD8 coordinator will review all
{nsontinence oare plans on quarterly review
1 epsuts the care plans are ndividualized
and include all agpeots of aresident’s
Incontinenes cars,

3. Tn-seivice will be conducted with
- staff members who participate To cave
planning process on §/4/11 to help promote
tompunisation of resident’s ¢are plans and
to ensurs the CAAS and care plans reflect
an accurate picture of the resfdent’s plan of
care.

4. RBach resident will be revigwad
at Jeast quarterly by IDT team to
ansure accuracy of opre plans. Any
concarns regarding care plans witl be
reported to the QA committea,

FORM GMSRE67(0240) Provious Versions Qi solate Evant 10! 068211
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4 B SUMMARY STATEMENT OF DEFICIENCIES : 0 PROVIDER'S PLAN OF CORRECTION )
REFD. | (EAOH DEFICIBNCY MUET BE PREGHEOED 8Y FULL FREPIX [EACH CORRECTIVE AGTION BHOULD BE oomgiﬁerlon
TAG REGULATORY OR LSS IDENTIFYING INFORMATION) TAG OROB@REFEREESSI%I‘:‘E?{;%E APPROFRIATE DATH
F 279 | Continued From page 2 F 27
tim/Merself, The ¢ere plan showed e approach
fo be used by staff for hiwsher inconfinenca was
to tollet as schedulsd and as heeded,
Incontnence eare as needed and briefs/pads as
needed, The care plan did not axtlrees what the
toiraﬂn? schadule was, the type of Incontinenca o F3IR
the Indications for the use of incentinaroe pads,
3. Interview with the infaction oontrol nuree and Tt_w ﬂa."’ﬂ.‘ty A t}_a,at a resident
) with lirnited range of mation recaives
saclal services director on 7141 at 10 AM late troatrent and services to
revealed the care plans for ingantinence care appropriate realiient and services
should ba Individualizad, Inerease mge of motion and or prevent
F 318 | 483.26(a)(2) INGREASE/PREVENT DEGREASE |  F g1g| farther decrense i ronge of motion: 81111
aEmD | IN RANGE OF MOTION _ .
1. Resident #36 was evalnnted by
Baged on the comprehenalve gevessmentof g mursing staff on '7/1.3_‘!1 1 md a treatment
resident, tha facility must ensure that 2 resident plan was started, which meluded placing
with & limfted range of motior recslves something it his/ker hand during day.
apprapiiate treabment and services to Jnorease 2. New doator exder redeived on
range of motion and/or to provent further H15/11 for vesidettt #36 to have physical

decrease i range of motion. therapy evaluation,

3. Resident #36 received reatmonts '
in physlcal therapy afler initial evaluation, |

o It was defermined to put him/her on a .
E;I: REQUIREMENT fa not met s evidencad rastorative propram to help prevent forther .
Based on observation, medioa) resord review, decline in rango of motion, Restorative
aingl stalf interview, the facility failed to ensure 1 plan was started on 7/29/11.
of 4 satvple residents (#38) with range of metlon 4, DON will soutinue fo evaluate
{ROM} limitations recelved the care neadad fo onos per month the Appropristeness of
Prevent further decrease In range of moton. The restorative therapy services and monitor
| findings wers: progress of the jesidents reseiving
rastorative servicss, Allresidents, wpon
Review of the 5/8/11 admission ME3 sssessment admission, will be evaluated for the
showed residont #38 hed ROM impalnments of potential need for a thorapy evalumtion

| the-Upper and lower extremition, The assessment
showed these Iimpalrments aifasted both sldes of
the resident's body, Obhsetvation on 719211 at

and/or initintiom of restoyative therapy
program, DON will report any coneerns to
the QA commmittes guarterly.

FORM CMB-2387{0249) Provigus Varsions Obsoleta Evatit 088211 Faulily 10 Wi onss
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STATEMENT OF DEFICIENGIES 1} PROVIDERISUPPLIER/C MUL oY ' [
MND PLAN OF CORREQTION wh IDENTIFIG.QTlON‘NUMHELI;? T;UMEZLED RRUGTION W}gﬂﬁf@%ﬂ
b3t e O7TH4IZn1
NAME CF FROVIDIER R, SUPPLIER B'REET ADDRESS, GITY, STATE, 2IP CODE
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&nin SUMMARY BTATEMENT OF NEFICIENGIES D PROVIDER'S PLAN QP CORRRGTION,
EACH DEFICIENSY MURTY By ULL
o | Ao oo T Gy | e | molcoRerysmonsicinue | confnon
. DEFICIENGY)
F 318} Gontlnued From paga § Fa1g|FaTi -
8:06 AM showed the resident requited tota! The Savility must procure food from
aeslatance from staff for activitles of dally living solirees approved or somsidered
(ADLg). At fhat time 1€ was @lso noted the resident satisfactory by Faderal, State, or
had ;s -confracturs of histher right hand, Ihkeniew lowal anthorities and must store,
with the DON on 7/14/11 at 10:30 AM revealed prepare, distribute and serve food
the resident was not reselving any ROM services under sanftary cenditions. This
releted to the contracted hahd or olher ROM will be achieved by: .
limitations.
F 871 ) 483.35(1) FOOD PROGURE, F 371 1. The two ovens in the main JERTLT
&3afk | BTORE/PREPARE/SERVE - SANITARY kdtchen were clsaned on 8/1/2011 and
" ill b added to a oleaning schedule
The Facility ineet - o
{1} Prooura food fram sources approved or :‘2? c;:?:;,i: n?tiﬁ::- Wﬁilzna?fthﬂ
oonﬁeidrred safisfactory by Fedaral, State of Jocal B e L J6ms B
authorfies; and . s
2) Store, prepare, dlstribute and serve food 2. The celling venty were cloaned
fm’dﬂ. sanﬁan'fmndiﬂm serve With & de-greaser by the CIM on 8/1/3011,

They will be added to a cleaning sdhadnla
to be ¢leaned onee per tonth at a time i
when food s not being prepared ox served. |
3. The stand mixer wag cleaned ‘
omn ‘7/13/2011 to remove the dried batter/
Thjs HEQU[REMENT I3 not et ag evwenﬂ’-ed food on the wnderside of the arm of the
mixer. This will be cleaned after every
uze to enaure no food debris is left
belnnd.
4, The CDM will diseuss

by:
- gﬂﬁéd o ebaervation and staff interview, the
-facillty failed fo ansure food aguipment and
oeliing vents wesre maintained in a clean manner,

T findingis ware: , with distary staff on or befors 8/5/2011
1, Observation on 7/11/11 at 8:25 PM revezled the need to keep kitchen equipment
the two ovens in the tmaln kitohen ware not clean; ¢leaned and the need to follow cleaning
there was spilted burmt foad In the bottoms and schedules. ' ]
on the interlor wals of the ovens. There was alse 5. The CIM will monitor clesanliness
&n accurnulation of dust and greass visible on of kitchen/kitohen equipment weekly fox
saven cefing vlr vents that were alf losated sbhove four weeks and dietician will continme
food praparation feervice areas, In addiffian, there to fuspeot kitshen for oleanless once
wera splatters of drisd battarifond oh ther pot quarter and &5 needed. Any conoems
underside of the amm of the stand mixer, will be reported to QA commities,

FORM CM$-2587(02-80) Pravious Varsions Oheglele Evart ID: 655214 Faniity 1 Y0025 If continuatian sheey Fage 4 of 11



C B 9 20T TR

No, 7735 P

6

DEPARTMENT OF HEALTH AND HUMAN SERVICES

«[E[hlu

PRINTED: o8/z2011

A FORM APP
GENTERS FOR MEDIGARE & MEDICAID SERVICES 093§0V§D
STATSMENT OF DEFICIENCIES: ! 8UPPLI '
A PLAN OFGORRECTION |0 (N MPRIon Motupage |C MHLTIPLE GaeTRUC o o CowpLE
A BUILDING
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585038 g 07472011
NAME OF PROVIDER DR SUPPLIER STREET ACURESS, DITY, STAYE, XIP CODE
A4¥5 YELLOW CREEK ROAD
ROGKY MOUNTAIN CARE - EVANSTON EVANSTON, WY 82930
ey 1o SUMMARY BTATEMENT OF DEFIOIENCIER 1 PROVIDER'S FLAN OF CORRECTION
PREFX | (BAGH DEFICIENCY NUST BE PRECEDED BY FULL PREFIX (EA0H CORREGTIVE ACTION SHOULD 85 | vonbiamioy
n REGULATGRY OR LAE IBENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DHAICIENGY)
F 871 | Continusd From page 4 F871| 1. Theovens (oenventional and
Observation on 7311 at 10:20 AM revealed the mictowave) in the astivity roorm were
equipment retnained In an uhclean atate, clezned on 7/13/2011 by the activily
Intetview with the CDM on 7143111 at 1030 AM staff, _
veriiled the wguipment was In nead of routine 2. Tha ovens will be placed
cleaning, 01 a cleaning schedule for the activity staff
to ensure they aye being vleaned thoroughly
2. Obssrvsition of the activily kitalien on 7/ 141 and routinely. ‘They will be cheoked daily
at 3:58 PM and on 7/13/11 2t 11 AM revealed the aud-¢leaned ifneeded. Staffwas also
aanvantional oven end the mioroweve oven were remindad on 7/15/11 at in-service to olenn,
dlitly with feft overfoumt foed debris. Interview up when something spills over, The
with the activily direstor on 7/18/11 at 11 AM activity staft wers in-serviced on
raveiat her depertment wag raspaneible for the 7£29/1 Inegarding the uew schedule to
cleaning and there was not any set schedula, maintain oleanliness of squipent.
According o Feal Gode 2008, 1.8, Publlo Heslth 3. Activity director will monitor
Hetvice: 4-601.11 "{A) Equipment food-contant compliance with cleaning schedule and
surfaces and ufshells shall be clean to sight and will ensure kitchen equipment in the
totoh, (B) The foot-contict surfaces of cooking Uptivity room s Kopt olean. Bquipment
equipment and pans shE}][ be kept free of *will be checked every day for cleaniness.
encrusted grease depasits and othar sall Any concerns will be reported to the QA
accumulations, (G) Nonfood-contact surfsces of committes
equipment shall be kept free of an azeumtlston ) -
of dugk, dirt, foad residu, and other debris,"
F 428 | 483.60(c) DRUG REGIMEN REVIEW, REFORT F 428 B1/11
88=1 | IRREGULAR, AGT ON
The drug regimen of each resident must be
revigwed at lesst once a month by a licenaed
pharmecist,
The: pharmacist must repott sny Irregularities to
the attending physician, and the dlrector of
mursing, and these reparts must be acted upan.
FORM GMS-2487{02:00) Frevious Versiing Obusista Evant |D;03821 Prolily 0 WYOD2S If oontinuation sheet Fage 5 of 14
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04) I BUMMARY STATEMANT OF DEMICIENOES G PROVIDER'S PLAN OF GORREOTION %
PREFX (BACH REFIGIERCY MUST BE PRECERRD BY FULL PREFIX R(EAOH CORREQTIVE ACTION SHOULD pR, comﬁmuu
TAG REGULATARY R L&C IDENTIFYING INFORMATION) TAG CROSS-RERBRENCED T0 THE APPROPRIATE PATE
DEFICIENGY)
; F 428
=428 | Continued From page & F 428 The drug reglmen of sach residsat mnst he
This REQUIREMENT is not met as evidenced reviewed nt Jeagt once per month by a
by Heensed pharmaoist,
BfEI.BEd on medical kecord raview andl staff
terview, fhe faollty failed to ensurs Iregulsriies 1 At must repo
ientifed b th phamnaclst wers cted o for Erhagf,]f:ﬂ”t’;% ‘o tho sitondiog prosilas and
1 of 9 sampla residants (#24), The findings were; the diractor of nirsing and fhese Teports
Review of a Ipha;rmacis;t o physici{an ) st bo bsted vpor,
| communicetion for resident €24, dated 8725/11,
ghowed the pharmaclst wiote "Lse of ASA 1. Resident #24°s pharmacy
[aepirin] = Calabies + Fosomax: The Use of these resomaiendations wers noted and drg
meds together i additive for Gl and kidney Tegimon changes were mads according
tmclaity, md lees than expeotsd bona mineral to physiviad ordets op 7/13/11.
stabliization from the Fosomax. Please monltar]” 2. Anmew process was implemented
Further review showed on §/20/11, the physictan on 7/23/11 to assure all documentation |
wrota the follcwing new orders on the coming from phermacy
sammunication fem: "Take 81 mg ASA =t recomnmendations and/or physicianals |
bedfne, Take Celebrex in am, only as needed. noted and ncted upon by the owrsing
Held both ABA and Calabrex on day of Fosamx department prior to betng filed in the
dﬂsé?gagléﬂklgr“ Il-llowa;::r, review of the J ;I!I\y 20 31 1 medical record
me oh.adminlstration record (MAR) showe P
{ thesaupin wes sdmietorod ot noon, s 1 2. Monflly mudits will be conducted by
; e medical records departrent to
Celebrex was given rovtinely every morning In enchats being
addition, neither medioation was held on the day ausiee redommenciations are being
Fosomax was given, Puring ani interview on noted end acted upon b}.r a licensed.
7H311 2216 PM, the DON stated that nurse. Any concems will be reported
[ pharmaoist reports with physlclan orders were to the QA committes at loast quarterly.
given i, However, whean shown the
phattmacist report for this resldent, the BN
stated he had not seen that report. Tharafons, (e
physicliin orders had hot been ceried out, 431 _
F 431 ) 483.60(0), {d), (8) DRUG REGORDS, F431| Drugs aud biologieal used in the 8111
2@=D | LABEL/STORE DRUGS & BIOLOGICALS facility must be labaled in aceordancs
with ourrently accepted professiona]
The facilify must employ or obtain the setvives of principlos and include the appropriate
& lioensad pharmacist who establishes a system accessory and cantionary ingtructions
of reconds of receipt and risposition of alf and the expirstion date when,
conirofied drugs i sufficlant detail to enable an applicable,
FORI CMS-2567(02:69) Prastous Vanslang Cbsolete Event ID; 08024 Facity 10y WYGo g
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FORM AFPROVED
ENTERS FOR MEDICARE & MEDICAID SERVICES GMB NG, 0838-0349
{ BPATEMENT OF DEFICIENGIER | (%1) PROVIDERGUPPLISVELLA (%) MULTIPLE CONSTRICTION X2) DATE SURVEEY
AND PLAR OF CORRECTION IDRNTIRIGATION NUKEER: A BUILDING GOMPLETED
535088 B. WO 0741472011
NAME OF PROVIDER OR BUFPLIER STREET AUIRSSS, CITY, BTATE, 2P CODE
! 476 YELLOW GREEI ROAD
ROCKY MOUNTAIN CARE - EVANSTON EVANETON, WY 52830
4 BUMMWARY STATEMENT OF DEFIQIENCIES I PROVIDER'S PLAN (F CORRECTION e
FREFX |  (EACHDEFIGIENGY MUST BE PREGEDED BY FLLL PRI (FAQH DORRECTIVE ACYIGN SHOULD BE COMPLETION
TAG | REGULATORY UR L8O IDENTIFY(NG INFORNISTION) TAG CROSEREFERENGED TO THE APPROPIRIATE DATE
DEFIGIENCY)
=431 | Gontinued From pags & F4311 1. The medication vials without time
aceurate reconcillalien; and detetmines that drug and date ware desteoyed on
recarde ra in order and that an account of =il 7115/2011.
controlled drygs is maintained and perlodioally 2, In-servics to Heensed nursing staff
| reconiled. on /15711 and 7/29/11 regarding
_ . the need to time, date, and thitla]
| Druge and biologicals used in the facillty must be any mulit-dose vials whenthey |
labaled in aml':cordanm wifhdt.'iUrrantly accapted ro opened,
prafessional principles, and include the _ _
sppropriofe accessoly and cautlonary 2 ﬁ&?ﬁ?ﬁ%ﬁgﬁhﬂkw
g‘;&ﬁg& and the expiration datte when unlabeled medications by nursing
' administration. Amy concerns will
In accordance with Stete and Fedaral [aws, the be cofrected unmediately'a.nd
faclllty must store all drugs and blologicals In reposted fo the QA committes,

locked compartments ynder proper temperatire |
controls, end permit enly authorzed personnel ta
heve accsss to the kays,

The Taciliy must provide separately [neked,
pemmanonty affied compartments for siorage of
contralled crugs lstad In Schedula Il of the
Comprehsnsive Drug Ablse Pravention and
Control Act of 1976 and athar dugs subject fo
abuse, except when the facity uses sihgle unit
package drug distilbulion systams in whith tha
guantity stored is mitivnal and 2 missing dose oun
b readily delected. '

This REQUIREMENT Is not met as evidenced
by:

Based on obaervation and staff interview, the
Tacllity fafiad to anstire aper mullidose vials
glered in 1 of 2 medioation carts were dated
when opened, The findings wera:

Cbservafion on 7H2M1 gt &48 PM showed the

FORM QMB-2HeT{02-85) Pegvios Virtalons Obsclal

Event I0: 088211
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F 431 Continued From page 7 F 43
medlcation cart used for residents lonated in
corfidors 1 and 2 had B vial of Humulin-R, one
third full, which was notlabeled gnd inftialed i
show when It was opened, In addifion, one vial of
Humulin-i, one fourth full, was opened and did
not ehowrwhen It was openad, Both vizls were
-aveilabla for-use-interviswwith RN-#4-at the fime
of the observation oonfirmed the medications
should have been labelad with the date opened,
Ancarding to Smith, Duell and Martin in *Clinical
Nursing Skills Bagie to Advanced Skills"saventh
addition, 2008, page BOS, If tulti-use vials are
apaned, they should be marked with the date and
time the containgt 's entered and nuree’s Hitials "
483,65 INFECTION CONTROL, PREVENT FA41|  F a4} BAM
SPREAD, LINENS 'The faoility must establish and
maintain an infection comtrol
The faallity must estabiish and maintain an progrmm designed to provide a
Infection Gontrel Pragram designed tn provida a safe, sanftory end pomfortable
safe, sghitary and comifortable envirnmant and
g o environoent and to help preveit
¥ help prevent the tevelopment and transmission tha development and transmission
of dlaease and lfection. of disense and infaction.
(&) Infeation Control Program .
 The feclily must establish an: Infeation Control 1. The facility has obtained
Program under wiioh b - individually wrapped
{ {1) Investigates, conlrols, and prevents infacions gormicidal wipes that witl be
in the fasjtity; kept in fhie med cart whers
(2) Dacldas what procedures, suah as isolation, they are easily accessible.
should be appllad to an Indiidual resldent; and There ave effsctive agafugt
(%) Maintzins & record of Incidents and eorrective Hopatitis B, Hepatitis C, and
acllons related to infections, HIV/4T08. Thess will ba
used to sleange the
{b) Prevanting Spread of infiection .
(1) When the Infection Control Program glucomater batween uses
datermines thot a reslkdent naeds lsolation ta
pravent the spread of Infection, the facily must
lsolabe the resident,
FORM CME-2887{0:05) Fieious Varsions Chaniat Evors 050211 Faelity I0; Wy0020 f continuiation shest Paga & of 11
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AND PLAN OF GORREGTION JOENTIICATION WUMBER: SOMPLETED
i A BILDING
636088 (A 071412011
- NAME OF PROVIDER OR SUPPLIFR STRHET ADDRESS, CITY, STATE, ZIP GODE
. " 478 VELLDW GREEK ROAD
ROGKY MOUNTAIN CARE « EVANSTON EVANSTON, WY 82030
1 FUMMARY BTATEMENT OF DEFICIENCIER o PROVIDER'S PLAN OF GORRECTION (8
e BADH DEFICIERGY WUST BE PREGEDED BY FULL PRIEFIX (EAOH CORRECTIVE ATTION SHOULD B COMALETION
TAR REGULATORY O LEC IDENTIFYING INFORNATION o] GROBS-REFERENGCED TO THE APPROPRIATE DATE
DEFICIENY)
2 Im-gervice eld on
F4471| Continved From page 8 F 441 7 ;]11; an;’:dsz%/ﬁ tg
{2) The facilily must prohibit amployees with 4 edneate staff regarding nse of
communicable disease or infected skin lesions germicidal wipes nstead of
frorn elirect contact with residents or their facd, If aloahol wipes for disinfeoting
lrect oontact will Fmnemit the disease, nedioal equipment. This
{8) The faclitty must require stxff to wash thelr tovic mﬁm added 1o ths
hands after each direet resident contact for which P blood b "
| hand.waghing Js ndicated by accepted . . yeatly blood borno pathogens
professional practios. m-service, In eddifion, staff
was edusates] regarding the
(6) Linena need to eleanse hands
Persunnel must hande, sters, proceas and between interactions with
Iransport linens o ae to prevant the spread of sach rosident, with specia]
1 Infaction, emphagis on mad pass and
meal times.
Nursing, admtinistration to
o obsarve blood sugar checks
p’ll# REQUIREVENT s nat met as evidencexd ance per wegk for one month
y
Based oh obsarvaticn and skaff interview, the fngﬂ:oi?e‘xi;: :E;ﬁmﬁar' orted
facilly faled to ensure 1 of 2 blood glucose To O committes P
monitors {glucameters) wans properly clesned .
after resident use.  In addition, the facility falled
to enstre staff followed appropriate infection
control practicey regarding hand hygiene during 1
nf 3 medlcation pagses. The findings ware:
1. Obgurvettion up 712/ 1 at-4 1125 AM showed
ficansed practival nures (LPN)#1 cleansed the
glusomeler with slcohol alter obtaining blood
ghyeose results for residant #18. Interview with
the Infection contral Burse on 7714771 st 530 AM
tenealed she was not awars alcohol was not a
recommended piaduct to uge for cleaning the
mobers, Avcording o racstly released guidance
by the Food and Drug Adidnistration (FDA) at
wirw.fda.goviMedicalDevices/Producteand Medica
IPracatwes/inVitro Diagnostios/iiem227855.him
{accessed 7/20M1} for cleaning und disinfacting
FORM CRs2587102-08) Praviova Vierslons Qhsolela Event 1D:058214 Faclity 10; Wyo02s it continnation shedt Paga 9 of 14



Aug. 29, 2011 12:11PM

No.

135 b1

DEPARTMENT-OF HEALTH AND HUMAN SERVIDES

¢
‘rHH

PRINTEL: 08f22/2011

FORM APPRCVED
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HTATEMENT O DEFIGIENOIES (31) FROVIDERISUPPLIERICEIA (X2) MULTIPLE QONSTRUGTION (%3} DATH SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDNG COMPLETES
535058 B VNG 0rhai2011
MAME OF PROVIDER G SUFFLIER STRERTADDRESS, CITY, STATE, 1P CODE
478 YHLLOW GREER ROAD
ROCIKY MOUNTAIN GARE ~ EVANBTON BVANSTON, WY 82030
f"‘g i SUNMMARY STATEMENT OF DEFICIENGIES D PROVIDER PLAN OF GORREGTICN I
FREFIX {EACH DEFIOIENCY HUST BE FREQEDED 2Y FULL PREFM {EAGH CORREGTIVE AOTION SHOWLD BE combLaron
TAQ REGULAYSRY OR LEG IDENTIRYING INFORMATICN) TAS CROSE-RERERENGHD T4 THE APPROPRIATE AYe
. DEFICIENCY)
F 441 Confinued From page 9 F dd
of blood glucose meters, ... Tha disinfection
aolvent you chooee should be effarive against
HIV, Hepeadifie G, and Hepatitis B virus,” Further,
"Please notd the 70% sthanct sofutions are not
effective against viral blocdboine pathogens,”
Further interview with e lnfection control nurse
on 7114111 at :40 AM raveslad she was not
invalved In any training reletad to the oleaning of
the glucameterns, '
2, Observation on 7M111 at 3:45 PM showsed
I.PN {82 adminfstersd medication to residents
#27, #19, end #28. The LPM touched each
residant, Inanimabs okjects surrounding sach of
1 the reskdents and the medication cups after each
resltient had handled therm. She did not cleanse
1 har hands after each coptect 2nd before
preparing medieation for the next rasident, F 465
Intarview with the infection cuirot nurse on The facility must provide 2 saf®,
THAM &l 8:30 AN reveaied the nursing staffare functional, sanitary, snd somfostable
o wash thelr hands betwasn residants during environment for residents, staff
medication pass. and the publie,
F 465 | 483.70(n) F 465 8211
58=0 | SAFEFUNCTIONAL/SANITARY/COMFORTARL 1. The stainless steel two
E ENVIRON oompartment sink was detached
X from the wall and sent to he
The facilly musat provite & safe, functional, welded by an outside conttactor
sanltary, and comfortable environtent for 1 on 9727/11. Welding was completod
teaidents, staff and the public, end sink was re-Installed on 872711,
2, The nreaugder the sink
. . was cleaned and disinfected by
'Thls REQIBREMENT Iy hot met as avidenced Kitchen saffon 2711
Based on ohservation and staff interview, the 3. The area under the sink
faciify failed fa ensure kitchen equipmient was was put on a cleaning schedule
mainkainad In a sanitary and safe working to be mopped onos per-day,
FORM ChS-250'7{02-50) Erevious Varsiona Obaolatp Event ID: 658241 Facslity iz Wyoo2a If cortinuation sheet Page 10 of 14
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71311 at 10:20 AM showed thera was a two
tompartment: $lok squipped with & garbage
disposal on onw slde. Undemasth fhe sink there
was a puddle of standing water and a lerge
amount of g simy graylsh siudge. Intarviewy yith
aook 3 on 7114/17 af 11:15 AM revealed the
parbege disposs] leaked and fis had heen going

| on for & while, She varified the sink and disposal

were sl being usad on a regular busls, Infarylaw
with the GDM on 7/13/11 at 10:30 AM verified the
slnkAdlsposal had boan leaking for s Yeouple of
moviths", and ghe ted to olean up the mess at
lenst oncs aweek, The CIM statedf the
rnaintenance departmant was aware and thay
were trying ta find someons {0 make the needed
repales.

2, Qbeervations of the wallein-fraszesr on 4 1M1

at 325 PM andd on 7/13M1 at 10:20 AM ravealed
thare wag 5 lsak fom the condenser unlt, The

} wetter from the leek was heing caught it a pan

which had becoms full, and fha water had Jeaked
onto the floor and formed an eight Inch mound of
le, Thete wete also smalier spots of lce on the
maln area of the walk-in floor, interview with the
meintenanos direstor and the COM o 7/14/11 at
11:46 AM revealed they bad not comnunicate
ahott this leal, "The COM revealsd i was o slow
small feak thid had beer eontinuous for the past
year. The malnisrience director was net awere of
e Jesk,

2. Maintenance staff will
a)sne proper opetation of walk-in
freezer by dhecking for ice bufld-up
‘once par month,

3, Kitchep staff will notify
maintenance staff of any issues
hmmediately. Any concerns
will be reported to the QA committee
ot & guarterly bagis,

b FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO_02388-0201
| STATEMENT £ REFIGIENG] s {X1) PROVIDERISUPPLIERIC A {(42) MULTIPLE CONSTRUOTION (X9) DATE BURVEY
AN PLAN OF CORREGTION IDENTIFICATION NUMRER: GOMPLETED
A RVILING
| 534038 B Wha 0711412019
NAME OF PROVIDER OR SUPPLIBH BTRART ADDREES, GITY, ETATE, ZIP GODE
A7 YELLOW CREEK ROAD
ROGKY MOUNTAIN GARE - BVANSTON BVANSTON, Wy 52030
Ay 1D SUMMARY STATEMENT OF DEFIOIENGIES I " PROVIDERE PLAN OF CORREGTION s
FREFIX H BEFICIENCY MUST BE PREGEDER BY FULL FREFIX {EACH CORREGTIVE AGTION SHOULD BR QDMPLE,HQN
TAG REGULATORY OR L8t {DENTIFYING INFORMATION) TAG unnss-aamae}gggg To g%r; APPROPRINTE DATE
F 483 | Centinved From page 710 F 465 L. A contactor was contacted
condifion, Tha findings were: on §/1/1 Iregarding the walk-in _
feezer. Contraotor repuired broken drain
1. Observation oh 7/11/11 2t 2:26 P and on fine in freezer on 8/2/11.
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