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Tha followlng common abbreviations are used
throughout this documant:

{RN:  registered nurse

CNA:  oertified nursing asslstant
DON:  dhrestor of nuralig

MAR:  medlcation agminlstration racore
MDS;  Minlmyum Data Sat

CAA  Care Aren Aesassmont

RAP:  Resldent Assessment Protoool

Less commanly used abireviations wil ba

{ ennotated in each deflolency where used,

F 164 483.10(e), 483.75(14) PERSONAL

88=D | PRIMACY/CONFIDENTIALITY -OF RECORDS

The resfdent has the right to parsonal privacy and

F 000

F 184 South Lincoln Nursing Center will maintaln thd

{ Rusidents' rights and personal privacy as
defined by F164 and maintain confidentialily
of hsther persenal and slinical records,

[ S —

confidantialily of his or her personal and clinical L) Since the dato of the survey Rosident #4 | z/2g/41
records, has been provided %*ivucy in her nc-cunid "
2.) Stap signs have been posted on resident #4 A
Parsonal privacy Includes accomrmodations, | as well s the rost of the residents' doors to
fredioal timiz;‘men" Wiltenland te!t;.‘p;f{;ﬂﬂe d protoct the privacy of al] restdents,
' somiinications, persanal oare, visits, an 3.) The nursing steff will conduct an assess- $IOSMT
maatings of family and resident groups, but this Y ; g
ment of resident #17 wandering,
does nok requlre the facillty to provide a private . T—
| toom jor pach resident. - 4.) An aclivity ussessment will be conduoted -
" ] - by John Clift, MTE, MSW,
Except as provided In paragraph {€)(3) of this 3. A multldisclplinury cﬂrc-co‘nthrcnce will HasiLs
gection, the reskient may approvs or refusa the then be held and a care plan will be developed
relpage of personal and clinloal records (o ary to address resldent #17 wandeting and methods
Individug! outiide the faciity. to be used fo redirect her,
6.) 8taff will educated on the Interventions that
Th;’ hIBIB:dB;’tt'G ﬂ%‘t E’ refuss: r&lsflﬁg'ﬁf peﬂ:sonal have be care planned for resident¥}7 when she | 926711
and clinleal records doos nof apply Wien the ; dering.
rasident ls transfurred to another Healil care 18 wandering
institution; or record release la required by law.
LABORATORY DIREDTOR'S GR PROM DERISUPPLIER REPRESENTATIVES SIGNATURE TITLE {%8) DATE
Eric Boley, Administrator C{i Lo, 08/21/2011
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other ssfagands provide aufficlent pratection to the pallents. (See Insinzotiofy
following the dato of sirvey whelhwr or not a plan of sarrecllon o provldod,

Ay doflclancy statemant onting with #n amterlsk () denotes 2 doficlancy ng

days follawing the date these dacumenta are mado walabla 1o tg facllity, If deffclenales are clled, an approvad:plan of oot

the Intltutlon may ke sxsike

i fraim coraating providing It ks determinad that

Excopt for nursing homes, the findings sinled abave ara disglosable 50 tays

I uraing homen, the above Tindirgs andk plana of caraction aro o)
actlon s requlslie lo contiued

program pattiolpstion, HEEIEI) .
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Continued From page 1

The facility must keep confidentlal @l Information
contalned in the resident's records, regardless of
the form or slorage methods, excep! when
reieass Is requirad by franster fo anothar
healthcare Institution; law; third party payment
contrack or the resident,

g‘his REQUIREMENT |5 not met ais evidenced

¥

Bawsad on random observation, resldert and giaff
Interview, and medical racord review, the faclity
Talled fo ensure the right to personal privacy and
confidentlality was maintainad for one
non-sample residant (#4). The findings wers;

During an interview with resident #4 In hisfher
ream on 7126711 at 11:30 AM, resident #17 was
obssrved to wander into the room. Resldent #17
was asked ks leave; however, the regidant stayer
in the reom and attempted to fouch tha injured
atm of reskdant #4, Further observallon shower
residont #17 attempted fo remove a shirt rom a
chair and wes repeatadly meked to not remove
the Hem. Interview with rosident #4 at that time,
ravenled resldent #17 comes into histher room
“fraquently and when asked 10 laave, reskdeni

7.)5taff were educaled at the monthly staff

F 164 imecting on resident's privacy and cunﬁdentiallt:ﬂ,‘-&‘-}aﬂ'l
8.) The Director of Nursing will implement a BB

quality monitoring tool to easure privacy from

wandering eldors.

9.) The results of the monltor will be reparted N1

L the monthly QA/QT meeting and the monthly

edlcal Director meeting.

17 doas nol always comply.

Revlew of the behavior monitaring shests for
Juhe and July 2011 showed resident #17 had
wandering behaviors, and would stealirummage
Mrough other residents' belonglags. Actording to
the monitoring sheets, tha rasident exhibited
these behaviors 19 times during these twg
months, Interview with the DON on 7/28/1 at
3110 AM revealed the facllity had nat tried

FURM CMS-2607(02-20} Pravious Versions Ohioliols Everd I ZPSG1

— |
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anything fo-prevent the resident from wandering
into ureas whera efhe did not belong; the
approach used was {0 re-direct him/her,
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 Bouth Lincoln Nursing Center wifl maintain tho
85=p | INDIVIDUALITY Teskdent's ight to dignity and respoct of
] ndividuality 45 defined In F241,
The faclity must promote eare for residents In a 1.} Since the date of the survey elder #8 has 1847
mannar-and in an ehvironment thal malntaing or A .
, been provided cate that provides dlgnity and
enhances each residents dignity and respedt In .
respeot by the nuising staff,
full recognitiart of his or her individuality, .
F.) CNA #2 was educated on providing care Bt
whils maintalning the residents dignity and L
This REQUIREMENT s not met as evidencad fespect.
by: P.) All staff were educated on how-to provide
Baged on obsarvatlon, staif interview, and resident care while maintairing dignity and ~BAOMT
medloal record review, the Facilily fallad to ansure ‘espect of the resident at the monthly staff
1 of § sompls resldents (28} wete treated Ina neeting.
marnner which malnteined their dignity, The 4.) Since the date of the survey if it Is noted by
findinge waro: he charge nurse the clders dignily and respect
nol maintained whils resident cars Is provided -t
Review oftha 8/40/11 quarterly MDS assesament § ol i . /L
for resident #8 showad she raquired extensivs the chiatge husse-will provide an tmmedlate !
asslstance of ane staff member for transferring n-servica and corrective action taken with the
dressing, and tollating, This assessmeant also CNA involved, o
showed the rasident was totally dependent on 5:) The: Director of Nursing will develop u
stalf for brushing his/her teath, washing/drying quality menitoring tool for doing tandom 81511
histher face and hands, and for combing histher survelllance of the staff while they are providing
| halr, Oboeetvation on 7/26/11 from 10:12 AM untl bare to the residents. L
10:34 A(ri\flhshnwed CNA %2 washed tlhe ralsldant's 6.) ‘The resulls of the surveillanos will be T
face and hands and brushad the resldent's teath benarted at th thly QA meeti d th
while the resident was seated on the tollet having m}::‘:mmly Mte;:;':girigr ,ﬁe:?n:' el onan
a bowol movement and urinating. Wiile the '
resident was ot Intarviewable, the rassonahlo
person woulki not want their face and hands
washed or teeth brushed while tolieling. Interview
With the CNA on 7/20/11 at 9,32 AM revealad she |
usually performed reeldant care in fils manner
begause It was "easlar” for har, Tha CNA sald
FORM GME-2687{02-00) Prevloys Verslons Obaciala Event ID:ZP3G11 - Fazllty 0: Wyoo44 It sanfnuation sheet Pago 3 of 34
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{she had not thought about it baing undignified but
ayreed thal it was, Interview with the DON en
7126111 at 10:10 AM revosnled the resident should
have been provided perineal oara then
tranaterrad back ko the wheelchalr pror o
recelving morming cere,
F 248 { 483.15(0(1) ACTIVITIES MEET F 248{ South Lincoln Nursing Center will provide an
885 | INTERESTB/NEEDS OF EACH RES ongoing program of notivitles destpned to meet|

 the corprenhensive ageesament, the Intarests and

The facility muet pravide for an ongoing program
of activities designed fo meet, In accordarice with

the phystcal, mental, and peychosoctal wall-belny
of each resident,

This REQUIREMENT is not mat as evidenced
by

Bewsed gn ohservation, medioal record reviow
and staff Intarview, the facllity failed to provide a
meaningful plan of activitlea for 5 of & sample
rasidonts (#2, #6, #17, #18, #10). The findings
were: A

"1 Raview of the 3/26/11 quarterly MDS
esaeasment for residont #18 showad E_ets wara
very Imporiant t himher, Reviaw of the activity
edsezsmont also showad Thy resldent was

in aceordnnce with the comprehenslve nssess.
ment, the internats and the physical, mental and
psychosocial well-being of each resident,

1.) John Clift, MTRS will cornplete a new

#18, and #19) us well as on existing resldents
on » quarterly basts as the MDS is due and on
new resident admisstons,
{2 A new care plan with measurebla goals
identitied will be completed on residents (#2,
#6, 417, #18, and #19), Care: plans for each
resident will ba.reviewed and revised on a
quariecly busls us the MDDS is duc and they
will inchuds mensurable goals,
3.y John ClHY, MTRS or the MDS coordinator
will updste cach resident’s care plan and reviey
progress notes on & quarterly basls in conjune-
tion with the activity aide.

1 following concems were [dentified:

moderately Impalred for déclsior making and
histhar cognftive status Interfared with activity
participation. Review of the 7/23/11 activity
progress notes showed the resident st enjoyed
pets, playing cards, and golng on rides, The

& Review of Ihe care plan showed there were |
ne measurable goals ldentified, bt did rafer to
onha-lo-one vislts as neaded, Howavar, review of
the activity attendance record showad no

4.F The acliVity drd s beer InvHuced to make

does do orie-to-one actlvitics with the resident’s
6.) The Divector of Nursing will implement s
guailty monlloring tool to ensure the activitiy
asgessments completed, the care plan hos

activitics assessment on residents (42, 46, 17, -wﬁ

a1t

BI04

sure she is dofng one-to-one eetlvitios with |.8/18401
the residents that this noed has been identificd

and ears plonned,

5.)The netivity afde has also been nstructed _
on the Importance of documenting when she | 84§/1y”

e I

FORM GMB-2667(12.89) Provious Viersiona Clasioln

Event ID; 1P6G14

Foaiily ID; W a4

e |
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Conlinued From page 4

oha-to-one activitles oaourred or ware offerad
during the month ¢f July 2011, Review furthar
revesled there was no assessment to evaluate
thiy naed for PRN ohe-to-one visits,

b. Durlng an interview with the activity aids on
727111 at 11:10 AM, she verifed there were not
speoffic aclivily goals defined for the resident, or
documentation ralated o the ana-to-one
parliolpation, Random observations during the
eurvay on 7/26/11, 7/2611 and 7/27M 1 showad
the resldent spant much of his/her tire seated In
tha dinlng rosm.

2. Review of the 4/29/11 admisslon MDS
assesement for msldent #49 showed visiting with
famlly and frlsnds was very important fo Rimther.,
Review ofthe ackivily assessment alko showed
 the resldent was modorately impalred for desisfon
making and hla/her cognitive status intsrfered
with aotivity participation. The 7/23/41 activity
prograsa notes showad the resldent had changed
itle during the past month and that s/ha slapt
80% of the time. The notes indicated activity staff
would continue to worl with and previde
ane-lo-ona vislts with the resklent, The following
conearns wara kentifiod:

4. Raviow of the care plan showad there wene
no measurable goals idantified, but did refar to

F 248

has measurable goals, and one-to-nne activitios
done with the residents are documented,

7.) The results of the monitor will be reported _
al the monthly QA/QT meeting and the monthly
Medical Director meeting,

" [ore-fo-he ISl 68 fisedsd, HoWever, review of
the.July 2011 activity attendance record ahowed
no one-to-one activities occurrsd, of ware offered
during the month, Review further revealsd ihare
was o asagssment to evaluate the nead for PRN
onha-to-ona vials,

0. During &n interviaw with fhe activities alde
on 727111 at 11:10 AM, she verifisd there were
na speolfic activity goals defined for the resident,

{ or doctimentation related to the one-to-ona

HMm

HORM SMS- 2557 {005 Praviciza Viarlone Obzolelr

Hyont(:ZPER{1

Tucllity 1t Wyot41

If continusation shoet Page 5 of 34
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{-during the manth of July 2011, Review further

Continued From page 5

participation, Random obsarvations during the
survey-on 7i28/1, 7/26M and 7/27/11 showed
the resident apent most of hisfher thne In bed.

3, Review of the 11/26/10 annual MDS
nesessment for resldunt #2 ahowed listening to
imusle, golng outside ih good weather, and
raliglous practices were very Important to hinvher,
Review of the aclivily assessment afsg showed
the residant was moderataly impalred for decialon
making. The follawing concems were idenfifiod:
a, Raview of the care plan showed thera were
no maagdrable gosls [dentified, but did refar to
one-o-ene vislts as hesded, However, raview of
the activity attendance record showed no
-ong-to-one activitiea ocourred or were offered

revealad thers wag no assessment to evaluate
the need for PRN bne-te-one visits, In addition,
the-rasident was not offered any musle activities,
4. During an Interview with the adtivitles aide
on 72741 at 14:10 AM, she verifad thare wers
ha spactie activity goals dafinad for the resident,
or dacumentation relatad 1o the one-o-one
patlicipation, Random obsarvaticns during the
| sUrviy on 712611, 726111 end 7/27/11 showed
the resident spent much of isthertime In bed or

ﬂggplng.

F248

4. Review of the undated admisslon activity
assessment for residant #17 showad tha resident
had sutrent Inferest in cardsigames, artsforafls,
spiritualirelilous activiias, cutdoors, gardsning,
helping ottiers, and anlmals end pets, The
assasgrhent also showsd the rasident was
modarately impairad for decision making and
histher cognitive status Interfarad with aetiviy
pardcipation. The assessment fallad to analyze

FORM CMS-2587(02-00) Pravious Verslons Obaolete Bvonl Iy ZPEGETN

Foellty 1D: WY0041

Ifusntinbation aheot Fage 6 of 34
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| most of hisfher e wandering the facllity and

directad actvifles. Tha approashes for reaching

Continued From page 6

this Information to creals a meaningful plan for
tha residents activities, The followlhy cancems
wene fdentfied:

a. Revlaw of the care plan showad there was
nat an identified goal related fo activities,
afihough throughaut the resident care plan it
refarrad 0 ona-fo-one vislts as needed.

b, Interview with the activity alda on 7527114
at 11:10 am, revealed tha resident was not able
topursue hlster own activities and required
ohe-to-na visits and encouragement to
participats In small groups, The activity alde
further veritied there was no spacific activity goals
defined for the resident, or documentation related
t the one-to-one particlpation and the resfderis
respanse to thess activitias,

¢. Random obsarvations during the survey on
7126, 7128 and 72TH4 showed the resldant spant

napping,

8. Review of iha 3/18M 1 admizsion MDS
aBssassmant showad resldent 46 triggered for
activittes, The CAA for uctivities showed dya lo
hisier cognition the resident was unable to pay
attantion in 4 structured activity and cne-to-one
time would be. spent with the resident. The
assassment falled to ldentfy any meaningtul

F 248

aelivities et oould B8 arranged 16T the TaBIqant
The following concams were idenlifiad:

8. Ravisw of the cars plan for activities
showed it was dated B/10/08, The care plan
showed “reviewad continue next 90 days"
howsver, thera was no dats to-show whan It was
last raviewad, Further, the care plan falied to
Include ery measurabla activily goals, the only
goai was for the resident to malntain currant self

FORM GMS-2657(02-00) Prowious Varsiona Cbsolols Gvont ID: ZPSAE11

Faollty 1D WY0041
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AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDNG - DOMPLETED
83ADS1 B WG 07/28/2014
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESE, QITY, STATE, ZIP CODE
Y41 ONYX 8TREET
. SOUTH LINCOLN NURSING CENTER KEMMERER, WY 83101
- (X4} 100 SUMMARY STATEMENT OF DEFICIENGIER n PROVIDER'S BLAN OF CORREGTION "
! PREFIA {EACH CEMGIRNCY MUBT BE PRECEDED BY FULL PREFIX {EAUH CORRECTIVE ACTION SHOULD pE coubrinon
TAG REGULATONY OR LG IDENTIFYING INFORMATION 1AQ uaoas-nmnsgg&g l‘gc; g\r{:}e APPROPRIATE PATE
F 248 | Continued From page 7 F 248
this goai was to provide a large activity calendar,
nolify the resident 10 minutes prior ta the atart of
an aclivity and encourage. the resident to
perticlpate in aclivities, snd to provide one-lo-one
activifles a8 needed.
b, Interview with the activity director on
11271 at 12:45 PM verified the sstessment was
not well enough developed, He further verifled the
foals and zolivities provided nesded I e mare
detslled,
- 6 Random observation on 7/27/19 from
12:45 PN {0 6115 PM showed the rasident was
hiot provided any etivities. Interview with the
activlty side on 7/27/11 at 11:10 AM verffied thers
wae ho docurentation to show what kind of
one-lo-ohe activifes were pravided, or how the
reaidant responded to the activitles.
F 272 | 483.20(1){1) COMPREHENSIVEZ F 272 |8outh Lincoln Nursfng Center will enguro that
83=k | ASSESBMENTS upon admission and quarterly a comprehensive,
fecurgbe, standardizod, reproducible, asseasten
The factiity must conduet initiel ly and periadioally of each resident's funetional capaclty as defined
a comprehensive, accurate, standardized by ¥248 is completed
- Fﬁﬁgfﬂ"ﬁmﬁ asalessment of each resident's L) & comprchcnslve‘nssessmenl for activities,
nal capaclty. pain, and pressure uleers has been completed fdr 8A97T1
A faclity must make a comprehensivg resldentds. .
assessment of o resident's nasds, using the 2.) A oomprehensive pain assessmont will be
Tesident asgessment Instrument (RA|) spacifind campleted for resident #19 and the care plan | #2777
) by tha Siata."The acsessment misl Inclide al updated o refleot micaningfu approaches for B B
keast tha following: the resident’s paln,
Identification and demographle Information, 3.} Residents current MIDS assossment inchydes
Customary routine; comprehensive asscasment for each triggered | 816711
Gogniive pattarns; aréas. CAA's will reflect information obtained
Slg?;:?unlﬂaﬁon. in the agsessment as well as where tha informatibn
) ! ] :an be found,
Mood and behavior patterns; ¢hn »
, Psyehosoafalwaipbglﬂg; 33 A5y sy 0 Jeb ¥ Jgrd 2¥
Physleal functioning and structural problems; he @ . Con PM%‘J . (JIC

FORM ()Ms-.zﬁﬂf(oEW} Pravious Varalons Obsalabe Evant [2:2P&319 Facilty 1% Wyooa1 If gentinugthon sheot Page 8 of 34
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Pni;ugga.&nm%g
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0581
STATEMENT OF DEFICIENDIER {11} PROVIDERUSUPRLER/CLIA (X2} MULTIPLE CONSTRUETIION {43) DATE SURvEY
AND PLAN OF GORRECTION IPENTIFICATION NUMBER: A BUILDING COMPLETED
; 53A051 % WIKO 07/28/2011
HAME OF FROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZiP SODE
. . 711 ONYX STREET
SOUTH LINCOLN NURBING CENTER KEMMERER, WY 03194
I SUMMARY BTATEMENT GF DEFICIENCIES o PROVIDER'S FLAN OF CORREQTION %)
{EACH DEFIGIENGY MUBT BE PRECEDEQ BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULE BE SOMPLETION
AEGULATORY OR LSO (DENTIFYING INFORMATION; TAG CROGE-REFERENGED T THE APPROPIIATE bays
) DEFIGIENCY.
4.) The Director of Nursing will implement ]
Continuad From page 8 F 272/ quality monitoving ool to ensurc a B/18LH
Conlinence; comprehensive assessment is performed for
Disensn diagnoals and health condltions; each resident and the CAA's include sufficient
Dental and nubritional etatus; informution and analysls to develop mensurablg
Skincondlicns; poals and meaningful approaches on each
Activity purert; resident's plan of care,
Medlosfions; , 5.) The results of the monitoring will be 91
: gmﬂg’:m&g?nd proceduros; teported at the monthly QUQ! meeting and the
Dooumantation of summeary Infarmation regarging Medical Direstor mectlng.
the additionsl assasement performad on the cara
arees tripgerad by the complation of the Minimum
Data Sgt (MDS); and
Documentation of participation In esseszment.
This REQUIRENMENT {s not met oy evidenced
by
gased on medioal recond review and stalf
Intarview, the focility failed to ensure
comprehenslve assessments ware complated n
a varlety of areas for 4 of @ sample resklents (#1,
#8, #9, #10), The findings were!
~|1. Revisw ar the admissioi MUS Asessment - B I
dated 318/11 for resident #6 showed s/he
triggerad for & comprehiensive assesamant that
| Included the areas of activities, pain and prassure
Ulcers. Review of the CAAs &l dated 3118/ 1 for
thesa areas showed they falled to Include
stifticlent information and analysls to davelop
maasurable goals and meaningfl approachas on
tha resldent's plan of care,
FORM CMS-2587(02-65) Previous Verslons Obeolel Evont 10 2PSG11 Facifty 1D WYp0d It continuation sheel Pags 0 of 34
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FORM APPROVED
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STAYEMENT OF DEPICIENGIES (%1} PROVIDER/SUR PLIERICLIA (X2 MLLTIPLE CONSTRUGTION (X8] DATG. SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; COMPLETED
A BURDING
WING
‘ 53A051 b 07/28/2011
NAME OF PROVIIER OR BUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE

SOUTH LINGOLN NURSING CENTER

1 ONYX 9 TREET
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(%4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICENCIES
{EAGH DEFICIENGY WUET BE PREGEDED BY PUL,
REGILATORY OR L8G IDENTIFYING INFORMATION)

n
PREFIY
TAG

PROVIDER'S PLAN OF CORREGTION
{EACH CORREGTIVE ACTION SHDULD BE
CROSB.REFRRENCED TO THE AFPROPRIATE
DEFICIENGY}

EDM[?EEIGN

Far

F 278
58=E

3, Review of the anhusl MDS assassment dated

"would gara plan. In addltlon, the 8/18/10 RAP for

Talledi T Triads sUTelent nformatian and

resldent's status,

Continued From page &

2, Revlew of the 4/20/11 admisslon MDS
gssassment for realdent #10 showed she
triggered for comprehenshve pein assessment,
Review of tha CAAs; however, showed no
evidence & comprahensive pain assessment was
performed. Infarview with the DON on 7/26/14 at
10:10 AM revealed she was unsure why a paln
CAA was not performed.

8112110 for rasldent #1 showed the resldent
trlggared for a comprehensive asseasment that
Included the areas of peychosoctal well-belng und
dehydrationfluld maintenance. Review of the
RAP deted 8/18/1C showed ft was not
comprehensiva, The Infermetion showed the
resident had mild depression and ths facllity

dehydration was not comprahensive, it only
ahowed that tha resjdant recaived a diuretlc.

4, Raviaw of the annual MDS assessment dated |
816H0 for resldent #8 showed the resident
triggered for a comprehensive assessmant that
included the arsas of cognitive loss, visual
funstion, communication and mood state, Review
of he RAPs for these arens dated 9/17/10
showed thoy ware not comprehensive, The RAFs

Farz2

aralysls to develop mersurable goals and
meaningful appraaches on the resident's care
plan,

483.20(g) - () ASSESEMENT
ACCURACY/COORDINATION/CERTIFIED

The assesament must accurately reflect the

F 278

Seuth Lincoln Mursing Center wiil ensure that
cach assessment will securately refleot each
resident's status as defimed by F278,

1,) Bince the date of the survey section ¥ of th
MDE assessiment that have boen submitied
contains the locstion and fhe eontributing

.

FORM CMS-2507 (02408} Pravioin Veralons Obsolale

Evont I 2P5G1H
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FORM APPROVED

GENTERS FOR MEDICARE & MED|CAID SERVICES

OMB NO, D938-03014

false staterment in = residant assessment Is
subjact to a clvll meney penally of not more than
$1,000 for each assessmant; or an Indivldual who
willfully and knowingly causes another Indlvidual
to centlfy & materiel and false statement In &
resident assessmont 's.subjeot to a olvli monsy
penhalty of not more.than $6,000for each
assazament

Clinlcal disagroerent does not constitute.a
material and false staterment,

This REQUIREMENT 15 not met as evidencad
by!

BYATEMENT O BEEIOIENCIES (41) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION HUMBEH; COMPLETED
A BUILDING
B3A051 B K 07/28/2011
NAME OF PROVIDER OR SUPBLIER STREETADDRESS, GITY, BTATE, ZIP GODE
1 ONYX 8TREET
TER
SOUTH LINGOLM NURSING GEN KEMMERER, WY 83104
(%4} 10 SUMMARY STATENRENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORREOTICN 0
! PREFIX {EAGH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX | {EACH SORRECYIVE AGTION SHOULD Dt OOMPLETI
TAQ REGULATORY O} LEC INENTIFYING INFORMATION) TAG ORQHB-fiEFEREggEl[é[TEagHE APPROFRIATE oA
)
footors, tlaka, and sdditional information used
F 278 | Confinued From page 10 F2781n the CAA analysis.
Araylsterad nurse must conduct or coordinate 2.} A compruhenslve puln assessment hos been BAO7IT
each assessment with the appropriste berformed on résident #19,
participation.of haalth professionats. b.) The 8/11/11 MDS nssessment for rasident
/1 reflects compreficnsive assessmont for each  [BOI/LY.
A registered nurse must sign end certity that the S . (VA AL i
assessment ls completed oraa triggered and the CAA's reflect a
‘ pléied, comprehensive analysls.of the assessment
Each individugl who complates a pertion of ihe nformation nnrfl where the mfnrmatxc:n was
assessmment must sign and cerilfy the ateuracy of pollecied rom is documented in Section V.,
that porlion of the assessment, ) The Direotor of Nursing will implement 81811
j h quality monitorinig tool to ensure assossment
Under Medloare and Medicald, an indlvidsal who ceuracy/coordination.
wilfuly and knowingly certifies & material and .} The results of the quallty menttor will be | 9711/11

l-e ported al the monthly QA/QI meeting and
t the Medical Director meeting,

—Based orcstaifinterview-and-madicakrecond
review, the factify falied o ensurs the MDS
assessiments were accurate for 8 of 9 sample
residents (#1, #2, #8, #18, #10, #20). The
findings ware:

1. Reviaw of the 11/26M0 admission MBS

assasemeant for resident #2, the 3/25/11

admisefan MDS assassment for resldent #18, tha
4120111 admission MDS assessmant for resldent

FORM GM8- 2687 (02-08) Provious Yortlone Dbaolite

Evanl In 2P&a11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES a"" PR, it 1
CENTERS FOR MEDICARE & MEDIGAID SERVIGES QMEB NO, 0938.0301

STATEMENT OF DEFICIENGIES {%1) PROVIDER/SUPPLIERIOLIA {42} MULYIPLE CONBTRUGTION (X3 DATE SURVEY
AND PLAN OF CORREGTION IBENTIFIGATION NUMBER: COMPLETED
A BUILIING
B3A051 " WG 071281201
NAME O PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
11 ONYX STREET
SOUTH LINGOLN NURSING GENTER KEMMERER, WY 83104
%10, SUMMARY RTATEMENT OF BEFICIENGIES n PROVIDERS PLAN OF GORRECTION oy |
PREFIX {EADH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD b COMPLETION
TAD REGULATORY OIt LSG IDENTIRYIMG INFORMATIGN) TAG CROSE-REFERENCED T THE APPROMRIATE DATE
DEFIGIENGY)
F 278 | Continued From page 11 F 278
#18, the 8/12/10 annual MDS assesement for #1,
and the 9/16/10 annual MDS assessment for #8
showed aeotion V did not Idantiy the losallon of
tha assessmant data utilized In the CAARAP
summarles. Ths location Information dacumented
only indlcated the CANMRAP summery, not whers
"the contribuling factors, risks, and additional
informution used in the analyals ware lnzaled,
2, Revlew of the 7/6/11 admiseion MDS
assassment for resident #20 showed saotion V
was not completed, The section to show If the
iriggered care ereas would be addressed In the
care plan, and the losation and cate of CAM
information, was left blank,
3. Interview with the DON on 7/28/1 4 at 10:05 AM
revealad the MDS coordinator was unavallabls
but that she would spesk with the conminator
upon her retum regarding f1e concems abaut
| MOS naceuracies, .
> 280 { 483.20{d){3), 483.10{k){2) RIGHT 10 F 286 South Lincoln Nursing Center will ensure the
85=0| PARTICIPATE PLANNING CARE-REVISE CP elder's right w participate in planging care/
revising carg plan will be maintained gs dedined
The resldsnt has the right, unless adjudged in F260,
Incompetent of utherwise found fo be 1.} The care plon for elder #1 has been updated
ncapecitated undar the laws of the Stats, to to reflect.the treatiment of her prossure uleer and 29T
participals In planning care an;i_—tr-igtment o | . | heintorventions to provent new pressurg ulcer
_____ ehanges-in-care-and-treatment: T 2.) The area on resident 76 1s healed. -
‘ 3.) Resident #17 care plan will be updated
A comprehans.lva Qara plan mua_at be.devaloped to Identily interventions to address her
within 7 days afterthe completion ofthe , ) g
comprehensive assessment: preparad by an wandering bchlavior alter o 7 day assessment | 372547
Intardisciplinary tsam, that Includes the attending on her wandering has been compleled by the
physician, & reglsterad nursa with responsihilty rursing staff,
for tha resident, and other appropriate stalf in 4, All regidents will have n care plan-developed| 911711
disciplines as daterminad by the resident's nowds, thet addresses the residents area.of need,
and, to the extent practicabla, the rarficipation of nterventions, and goals.
FORM CVI9-2567(02-80) Provlous Venslons Chaolat Evant IDx ZP5GH Facilily I Wood I cantiauglion.shest Paga 12 of 34
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PRINTED; 081172014
FORM ARPROVED
OMA NO, 0936-0391

| the resident, the resldent's famlly or the resldent's

legal rapresentative; and perlodically reviewed
and ravisad by e team of qualified parsons after
aach assessmant,

This REQUIREMENT i3 nhot-mot 65 avidenced
hy:

- Bused on obsarvatlon, medical record review
and staff interview, the faclity fallsd to review and
revise the care plans for 3 of 9 sample residenta
{1, 36, #17) who needed such revisions to show
a chenge In status, The findings wers:

1. Review of the nurees' note dated 6/27/11 for
resident #1 showed hisher coctyx had a
reddened area with & “slight rough" appearance,
On 6/30/11, breakdown was noted on the cocayx
and bag balm was applled. Furihar review
showed on 7/14111 Mepllex Border (dressing
uead to promote wound heallng) was applied for
& stage J| proasurs vicer, Review of the cane plan,
iast reviewed on 2/41/11, showed the rasident
was at risk for developing a pressure ulcer,
Howevar, the care plah had nol been Updated to
show the developmant of an actual pressure ucer

ETAYEMENT OF DEFIGIENGIES 1) PROVIDERISUPPLIERIGLIA {(42) MULTIPLE CONSTRUCTION {43) DATE BURVEY
AND FLAN OF CORHEGTION IDENTIFIGATION NUMBER; COMPLEYED
A EiLoING
% WiNG
FIADS 07/28/2011
| NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, BYATE, ZIP CODE
; 711 ONYX BTREET
S0UTH LINGO NGO R
H LINGOLN NURSING CENTE KEMMERER, WY 63401
N} 1D BUMMARY BTATEMENT OF GRFICIENGIES It PROVIDER'S RLAN OF! CORREGTION 45,
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL, PREFIX (EAGH QORRECTIVE AGTION SHOULD BB COMFLJ?ION
TAG REQULATORY CR LIC IDENTIFYING INFORMATIGN; TAG GRDS&REFERENGDEED TOcT!‘-(I,E APPROFRIATE BATR
CIEN
5.} The Direetor of Nursing will implement A-m/
F 280 | Continuad From pags 12 F 280 [n quality monitorlng tool 1o ensure residents BART

care plang are wp dated in 4 limely manner to reflegt
interventions.and goals,

6.) The results of the quality menitoring fool will be
reported of the menthly QA/QI meeting and the
Medical Direotor meeting.

-and -tho-needed-reatment-Interview-with-the——-
DON on 7/28/11 at B:20 AM acknowledged the
heed 1o kipdate care plans to reflect the resident's
current care naada.

2, Revisw of the 8/17/41 care pian for resldent #6
showed potontial pressure uloer deve lopment
was ldentiiiad as a problem.ares. The resigent -
was at ok related to decraased mobliity, and risk
for dehydration and inconlinence, Roview of

91171}

FORM EMB-2607{0200) Provosh Yardons Qhaolole

Evenl 1, 285314
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FORM APPROVED
CENTERS FOR MELICARE & MEDICAID SERVICES OMB NO, 0848-0381
STATEMEN'T DR DEFICIENCIES (K1) PROVIDER/SUPRLIERIGLIA (X2} MULTIPLE CONSTRUCTION {X3y DATE BURvEY
ANE PLAN. OF CORREDTION | IDENTIFICATION NUMBER: 1 COMPLETED
A, BUILDING
534051 | 0712612011
NAME OB PROVIDER OR SUPPLIER 8TREET ADDRESSE, CITY, ETATE, ZiP CODE
74 ONYX STREEY
SOUTH LINGOLN NURSING CENTER KEMMERER, WY 83101
14} D SUMMARY BTATEMENT OF DEFIOIENCIES n PROVIDER'S PLAN OF CORRECTION )
PREFIX {EAGH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EAGH QORREQTIVE ACTION SHOULD hE SOMPLETION
TAG REGULATORY OR LEC: IDENTIFYING INFORMATION) TAG CROBS-REFERENGER TO THE APPROPRIATE OATE
DEFICIENCY)
F 200 | Continved From page 13 F 280
nurse's notes, dated 71121, rovealed an apen
ares was [dentified on the reskdent's Hght sacrum,
The care plah was not updated to show the actual
pressure ujcer andthe Ireatment,
| 8. Review of tha care pfan for tesident #17
tovealed wandaring hehavior was a problem,
Obsarvalion on 7/26M1 and 7/26/11 showed the
| realdent wore two separate wanhderguard davices
. on the back of his/her shirt, Intarview with the
t DON on 7/28M7 at 8:10 AM revealed two ware
. usad lo ansure the exlt deor sansor would be
' activated, the resldent was known to remove the
; devices If s/ha could feadh thar, In addition, a
! motion sensing alamm that played musio had baen
. placed In te rasldent's root o alort staff of
1 histher movements, According to nursing nofes,
the movemant sansor alarm had bean In use
alnee 6MMY, Finally, the /2911 CAA
asseasment relatad to behaviors showed thers
were 30 minute cheoks done on the resldent to
ansur eafely, Raview of the care plan dated
B/2411 falled fo show these updated approaches
tha Facillty had implamentad. ‘ . .
F 282 | 483.200)(3)) SERVICES BY QUALIFIED F 287 [South Lincoln Nursing Center will ensure staff
55=p | PERSONS/PER CARE PLAN follow the residents care plin es defined by ¥282,
1.y Wine pressure redustion imattresses, § prossure -
| The sarvices provided or aranged by the facllly rodugtion sushions and twoe ROHC cushions werg
=~ | mmstbe-provided by qualiied persons in ondured,
aceordatioe with each resident's wiltten pian of 2.) Pressure reduction mattresses were gul on the bed{ —SHSTT
care, )
of resident #6, and 43,
3.)#6 hos had a pressure reduction cushion:placed i SHBMT
This REQUIREMENT is not met as evidenced whaelghair.
by: 4.) All the residents who are found to be a risk for ST
Based on obsayvation, staff interview and pressure lcers will be provided pressure eeduction
medical racord raview, the facllly falled to ensura. deviges, . -
staff followad the care plan for 3 of 9 sample 5.) I it is noted staff duils to foitow Ihe care plan TM
instruclion will be provided immediataly {¢ staft

TORM CMA-2647102-88) Provious Voislons Obaolsln

Evarl 12: ZPRO14
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| STATEMENT OF DEFICIERGIER 1) PROVIDER/SUPPLIERADLIA A2) MULTIPLE CONSTRUCTION )
| AND PLAN OF CORRECTION " IDENTIFICATIIN NJMBHER v ™ ¢ © " )UDSME;’SE’.'JIBE\I,JEY
A A BULIMNG
B3A0S1 B, WiNe 07/28/2011
NAME OF PROVIDER OR SURRLIER STREET ADDRESS, CITY, $TATE, XIR CODE
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(ApID BUMMARY BTATEMENT OF DEFIGIRRGIES D PROVIOERE PLAN OF GORREGTION ws)
PREFIX (EAGH DEFIGIENGY MUBT BE PRECEDED BY FULL, PREFIX (EACH CORREGTIVE ACTION SHOULD BE COUFLETION
TAG REGULATORY OR LBQIDENTIFYING (NFOHMATION) TAQ BR()EB-REFERENS'EII(JJ I‘ro THE APPROFRIATE DATE
[»] EHCT)

F 282

Faoe

Conlinued Frorn page 14
resldents (#6, #8, #18). The findIngs wers:

1. Review of the 4/20/11 care plan for resident
#18 showed paln was identlfied as a problsm
velated to the resident'a arthritls, past bip fracture,
and right 'eg amputation, The care plan Inaluded
muktiple [nterventions that were not being
followsd, Refer to F304 for detalls regarding the
staffs lack of implementing the care plan

Infarventions on & conslstent basla, Intarview with |

tha DON on 7/28/11 et 8:20 AM revealed staff
should follow the care plen for eroh resident,

2. Raviaw of the 6/17/11 updeted care plan for
resldant #3 showed sfhe was a sk for
deveioping pressure ulcers. The approaghas for

pravention included a pressure reducing device to

the residant's bed, Qbservation on 7/28/11 at
0:36 AM revealed there wes no pressure
reduelng oushion/device oh the reeldents bed,
tnlerdew on 7/28/11 at 12:20 FM with the DON
verlfisd the-cara plan nesded to be followed and
the pressure regdusing devices should ke used,

3. Observation on 7/26¢1 at 10;12 AM showad
resident #8 dkl not hava a cushlon in {he-seat of
‘hisiher wheslchalr. Review of the eare plan last
reviewed 6/10M1 showed the resident was at

‘moderale fsk-for developing pressure vloers, The

cara plan Inlervenitons showed the resldant was
to have 6 Roho or gef cushlon In histher
wheelchalr, Interview with the DON on /2811 at
10:10 AM revealed the resldent had a prassuro
reduolng oushlon for hisfer wheelahair, Further,
she was not certain of the cushion's lecatien at
that time, but verifiad the residant was to have
one In-hig’her whaelchalr,

483.25 PROVIDE CARE/SERVICES FOR

involved by the charge nurse,

6.) The Director of Nursing will itnplomient a
quality moniloring ton] to ensure that the pressurs
roduction devices are in place and care plans are

followed,
) The resuits of the quality monltorlng tool will be

reporied af tho monthly QA/Q! meeting and 4 the
monthly Medical Direcior meeting,

ol Yan ‘RJ ;opain wrll
{R\x fbn};wxé 603? Ppc:m ¥,
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F 309
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, DITY, BTATE, 2IP GODE
’ 711 ONYX STREHT
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B BUMMARY STATEMENT OF DEFIOIENCIES 1 FROVIDER'S PLAN OF GORRECTION
éﬁ’gﬂx {EACH DEFIBIENSY MUS'T BE PRECEDED BY FULL PREFIX [EAGH GCORRECTIVE ACTION SHOULD RE Gmmmu
TAQ REGULATORY DR LSG IDENTIFYING INFORMAT] O} TAG GROSS-REFERﬁggEg ll'];?l g\l;l)ﬁ ARPROPRIATE DATE
F 308| Cantinued From page 15 F 30| Sounth Lincotn Nursing Conter will ensure resident's
58=E | HIGHEST WELL BEING ‘receive the necessary care en serviees [o attain,
maintain, the highest practicabis physicu, iehtal,
Each rasldent must receive and the faoillty must and psychosocial well being in accordance o the
pravide the necessary care and seivicas to attain comprehensive ussessment and phan of care o3
or maintain the highest practioable physical, .
merital, and psychosocia) wel-belng, In deflned in F309,
scoordance with the comprehanzive.assessrment 11) Licetsed nursing staff were educated on the need
and plan.of cars, to perform an essessment for prin that ingdudes the
p
level of pain priot Lo medication administation, BHSHH-
trequency, inlgnsity, exacerbating factoss, non-
) ) verbal indicators of pain, non madication interventiogs,
g;tf 3 REQUIREMENT Is not mat as evidenced and fotlow-up assessmelst of pain ofter an inter\renti‘:l
Based on observation, staff and resident o5 beon Implomenied,
Interview, and medlcal record review, the facily 2,) Since the sirvay residents 42,6346, and ¥19 bave] —
falled to ensura all hecessary assessments, and had asgessment for pain perfarmed descrilsing the
monitoring were Implemented for preventive pain resident’s pain, froguoncy, and intensity afier a pain .
managerment for 4 of 7 sampie residents (2, #3, infervention hes been comploted, .
#8, #19) who had patn, The findinga were: 3.) A comprehonsive pain assassment was completed| S
1. Reviw of the 61711 quarteriy MDS Rrpesident 43, ‘
agsessment for resident ¥8 showed afhe had 4.} The Director of sursing will impleiment a.qoality
Traquent pain with vacal complaints of pain, facial mentoring tool to enswre tesidents are nsscssed for  |-BHETTT
expressions-and protective body movemsnts, Intetisity, frequency, exacerbation fxtors, and
Eurther raview of the medical record ravealad rengsesement of pain following inlerventions taken
thate wae no assessment to show the Intensity of to alloviate the pain
the resltient's palir, or whet the aceaptabla levels 5) Tho zasol(s of h' i Horing tood will b )
of pain would be for the resident. Review of the ) Tho zesull of the quality monitoring taol witlbe | 9111/11
- [July 2011 MAR showed the rasident was on a reporicd at the monthly QA/QI meeling and the
achaduled pain medication, oxycodone ER 10 mg monthly Medieat Dircstor mioting,
given at 8 AM each moring. In addition, there
wara orders for PRN (a8 nesdad) Tylenol 326 mg
{-2 tabs every four to slx houts, and PRN
oxycodona HCL & myg 1 tab every three hours,
Obsarvation on 7227111 e 6 PM revealsd the
rasident was having paln. At that time the
resident approached one of the survayors
camplalning of & tendble headuche” the residant
FORM QMB-2607{D2-90) Previove Versiong Obsolatn Evar I ZPSG 1. Facllity Lk Won4 It conlinuation sheel Paga 16 of 34
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F 308

{ DS assessmant showed the rosldent requen

Contnued From paga 16

was grimacing and holding her head, The
surveyer ralayed the Information to the nurse who
pravided pain medicatlon. The foilowlng concerns
wera Identifiad with the assessment and
ra-agsessmant of the resident's pain;

a When reviewed on 7/26/11 the July 2011
Paln management flow record showad the nurse
provided the resident "oxy" for 2 headaohe on
TI27111 a1 6:08 PM; howaver, It showed nothing
further, there wae no paln rating or
re-asseasment for affectiveness. In addltion, tha
July 2011 pain management fow record showed
five other Uimes when he resident wes provided
FRN pan medication, The pain flow record failed
to show the reeldent’s pain lavel prior to the
medicallen, and atso fallad to show any rafisf or
effaoliveness four out of those tive Uimes.

b. Interviow with the DON an 7/28/11 at 8:15
AM revealed the resident had complaints of
headaches and would show nonverbal signs of
paln, and was able to vocalize hisher paln, Thy
RION verlfied the paln flow shests naeded to be
completed to show tha assesement of the paln
and algo If the freatment was sffective,

2. Raview of lhe 7/6/11 history and physical for
tesident #2 showed a/e had diagnoses including
Farkinsen's disease and ah old fraciure of the
spina and pelvis: Review of the 5R7M1 quarterﬂ;

exparianced moderate pain, Review of the
physician’s orders showed an order for two
tablets of Tylenol 325 mg, as nesded for pain,
The following concerna wers idantified:

8. Reviaw of the July 2011 MAR shawed the
rasldent recalved twa Tylenol tablets for pein on
713011 ot 8,28 AM, on 7/4/11 at 4:15 PM, on
17511 at 814 AN, and on 7/14/11 at 4:25 PM

F 300
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with 1o evidence an assessment deacriblng the
paln, frequency and Intensity was performad In
addition, the psin medication wag not
doclimentad or the pain flow sheet or in the
nursing notes, Flnally, roviaw of the medical
record revaaled thera was no evidenca the
vesident’s paln was re-assassed o determine the
offectiveness of the medication In resolving the
resident's patn,

showed two Tylenol tablets were adminlstered at
11:35 AM on #40/41 and at 8 AM on 7/14/11
Without evidence an assessment was performad
desciibing the realdent's pain, fraquenay, and
intenstly,

| AM ravealed nursing staff should have essessed
and re-assessed the resident's paln and
dooumentad the findings on the paln
managament flow sheat,

3. Review of the 4/28/11 admission MDS
assessment for resldent #10 showed she
triggered for fraquent pain. Review of the 4/20/11
care plan showed paln wes ldentified as a
problem for the resident due te diagnosas
Including arthritis, past hip fracture.and Hight fng
amputation, Review of the pain care plan

- - |infarventions-neluded monitoring the slerments of
pain which included: frequency, Intenslty, and
location, essessing the resldent.one to two hours
after madication adminlsivation 1o determing the

| effectiveness of the Intervontion, dooumenting the
pain rating before and after interventions, and to
utilize the paln managament. flow sheet. Roview
of the July 2011 MAR showed tha rosident was
administered a PRN Tylenol 326 my tablet on
71411 at 5:46 AM, on 7/10/11 at 11:39 PM, and

b, Review of iha paln managament flow shesi

¢ Intarview with the DON on 7/28/1 at 8:20

FORM GMS-2687(022-00) Previois Varslons Otisalaln Evenl [ ZRSG1{
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Faog

| order was for one to two tablets of Tylenol 926
[ ng every four to six hours as neaded, Review of

Review of the palh management fow sheet and
the nursing nofes showad na avidence an

Continued From page 18

on 7/10M1 af 12:29 PM. The fellowlng aoncems
ware iclentifiad;
8. Review of the physiolan's prder showad the

Ihe MAR showad the maximum amount of
Tylenal In 224 hour period was Emited to 3000
milllgrams, Continued review of the MAR showed
the number of tatlats was not cocumentsd,
Therefare, an acourate account of tha milligrams
adminlsterad. could not be Monltared. to ensurs
tha 3000 mg limit was not exceaded.

b. Review of the paln managamant flow sheat
showed the Tylenol adminlstered on the
aforementioned dates and times, were not
documented on the flow shast, anly on the MAR,

asseasment describing the pain, frequency and
intensity was performed, Finally, review of the
miedical racord revealed there was no evidance
the resident's pain was re-assessad to determine
the effacliveriess of the medication In resclving
ihe resldent's paln,

o, Review of the paln managernent flow shaet
showed the resldent-was adrinistered two
Tylenol for pain at 8:45 AM on 7/3/11, howsver,
there wers no assessment or ra-assassment
findings-noted on the fiow shest,

d. Interview with the DON en 7/28/11 at 6:20
AM ravealed nursing staff shauld have assoesed
and re-aasessad the reskisnts pain and
documented the findings cn the paln
managament flow sheet,

4, Reviaw of the 61211 quarterly MDS
asgpssmamt showed resfdent #3 had pain,
Review of the 2M7H1 cara plah showad the

Faong

FORM OMA-2607(02-00) roviows Vorslann Obsally Event [D; ZPEG1Y
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Tauting pain medication was orderad, The

showed the resident was sdministared the

residents palt was related to a previous csrebral
vascular accident. Revisw of the care plan also
showed non-medical Interventions for paln
Included massage and application of heat or cokl.
Revlew of the physician's orders dated 4/27/00
showed an order for Tylenol 325 mg one tablot
evary folrhours as nesdad for pain, Continyed
veview of physlolan's orders showed the Tylenc
was lnoreased ta 500 mg one tablat as needad
for pain on 7A9/11. Further review showed np

following concems were identifled:

a, Review of the July 2011 MAR showad the
resident recelvad Tylenol 326 mg 22 fimes.
Review ravealad he resldent's paln was not
described sy to type or inlenslty 16 of the 22
tmes (73%). In addition, 21 of the-23 times (91%)
there was ne evidanae the peln was ra-assessed
to detormine the affectiveness of the medication.

b, Further review of the July 2011 MAR

Increased dose of Tylenol 500 my 15 times.
Reviaw of tha paln managament flow sheat
showed the resident was not assessed in regard
to pain Inlanslly, using a pain seala of O 1o 10 with
10 belng the worst, 13 times (87%). Raview of the
pal mahagement flow sheat also showed thet
4% of the tme (7 of 13} thers was no evidence a
paln re-assesstnant was performed to determine
the effeclivenass of the pain medisation in
relieving the rasident's paln,

, Interview with the realdent on 72701 at 2
Pt revealed the Tylenol 325 myg did noi rellsve
the pain su sfhe requested something addltional,
Tha Tylenol was then increased to 500 mg but
lhe-resldent continued to have sl without relisf,

d. During aih Interview with the DON on
7128111 at 8;20 AM, she acknowledged the

FORM CMBES(05-00) Provious Veraslonk Cbsalats Even! [D; 2PSGT1
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| wheslchair to the bathreom using & sit-to-stand It
| easlsted by CNA& #2 and #3, When the

| eleanse the anferior parinaal area which was in

dally living receives the necessary services 1o
maintain good nutrition, grooming, and personal
and oral hyglene,

g’hls REQUIREMENT s not mel as evidenced
!

Basad on obsarvation, modical record review
and staff inlerview, the facllity falled ta ensuye
adsquste ncontinence care for sample resldents
{#2, #8} during 2 of 6 random. cbuervations. Tha
finding s were:

1. Obsetvation on 7/26/11 at 8130 AM showed
resident #2 was ransferred from hisMer

incontinenas brief was removed, it showad the
realdant had been Incontinent of urine, CNA #3
falled to clean the anterior pubic area when
providing Incontinence care.

2. Review of the 6110/11 quarterly MDS
assessment for resldent #8 showed tha resident
was Ihcontinen of urlive all of the fime and was
tolally dependent upon staff for personal hyglane,
Observation on 7/26/11 al 1012 AM revesled the
rasident was incontinent of urine and bowel,
Continued ohservation showed ONA#2 did not

contact with the uring. Interview with the CNA on
712611 at 9:32 AM revealsd she was aware of

Iafl mecting,

moniloring tool for rendomly observation of perinenl B3
sare being performed to ansure that the residenis

Fecoive propor parineal eare;

3.} The tosulls of the quality monitoring will be

reparfed at the monifily QARQE meeting and af the | %11/

s dotined by F312,

monithly Medical Director mecting

) Staff were instroeted on proper techniqus for
erinanl care for incontinent residents athe monthly

) The Direotor of Nursing will implement s quality

FORM Ctv8-2607400-5) Proviols Varsions Obsokita

Bvont 1D 2P8G11
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308 | Continued From page 20 F 309§
resident neaded further assessment for pain,
F 312 | 483,25(2){3) ADL CARE PROVIDED FOR F 812 South Lincoln Nursing Center will ensuea that
88slx | DEPENDENT RESIDENTS residents receive Ihe necessary pervices Lo maintain
d nutrition, grooming, personal, and oral hygienc
A resident who Js unabie to carry eut activities of o ) SIONTIE. P i

Ity b0; VY041
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03, WING
BIA051 07/28/2011
NAKE OF FROVIIER OR SURPLIER STREET ADDREGS, GITY, BTATE, ZIP OODE
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NURSING & KEMMERER, wY 83101
o [ BUMMARY BTATEWENT GF DERICIENCIES 0o PROVIDERS PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PHREFIX EAGH GORRECTIVE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAL céoss-nEFErthcglg w A%l"?‘(%,fﬂil‘fm nmﬁmu
DBFICIENCY)
f 312 Continued From page 21 F312
the proper technique for providing perinesl care,
including clsanging all areas that were In contact
with the urlne, i i
South Lincoln Nursing Center will ¢ ssidgnts
F 314 463.25(0) TREATMENT/SVGS TO Fatal . oo Hursig Leler will ensure resida
g8 | PREVENT/MEAL PRESSURE SORES recelve treatment and sorvices to prevent/hesl
pressure sores as defined by F314,
Based on the comprehansive assessment of 1.) Resiclent #1,#6-and #8has been providedn | BTE/T
resident, the facllty must ensure that e resident ) ducti proviced
who antars the facllity without pressura sores pressure reduction matiross,
does not develop pressire sores unfess the 2,) Licensed nursing staff were instrucied on (He
mdivlduai'a l:-lhfgg Ugndlliogl dem?dnat;t?]lesilhat | need to notify the medical provider of any B
ey were Uhavoldable; and a resldent having P
Predsurs sores recaivas necassary treatment and  chianges It the resideats conditlon and to
sarvices lo promots healing, provantinfeation and abludn orders for freatments at the manthly
Prevent new sores fram daveloplhg, staff meeting, Bsiy
) - 3.) A pressure redustion-cushion hes been
This REQUIREMENT s not met as avidentsd placed in resident 41 and #6 chair.
B: o di o o 4.) Resldont #24 hay & pressure reduction 34811
aBed on medical record review, observation ; i .
and staff Inforviow, the facility falled to. ensure 3 cushion in th.c chair in the wmm:_m urea..
of 8 sample resklents (#1 46, #8) who had 5.) The cushion for resident #8 roho eushion |
ﬁredssure ulcerht: or were at sk for pmsscl'lm Ucers wits Iooated and placed in the residents chalr, | 32T
ad praventailve measuras. [mplarmented, In e 3l
addition, the faciliy falled to ensire preventalive ) Siaff wero Instructod on the necd o cme |
measures for 1 non-samplo rasiden (#24) who pressure relloving devices are properly placed [846H1
was at risk for prassure Ulears. The findings were; al all times at the monthly staff meeting.
. T itis not ide
-11. Review of the 8117711 quarterly MDS ).If I.l'. is oy ed R resi {.:Tt hes no presyyro
asaessment showed resident #8 was relieving device when it is care planned, staff
Indspendaiit for bed mobliity; however, reguirad will be ounseled immediately on Lhe need o | 9/11/11
axtensiva rssistance for transfers, The MDS [ tollow the care plan and on the importance of
agzeasment aigo showed the resldent used a . . .
whealchatr for mobility and was at risk for having pressure relieving devices in place,
developing prossure ulcars. According to the 8.) The Ditectorof Nursing will implement a
3/18/11 CAA for pressure ulcars, the resident wes unlity monitorlng tool to ensure prossnse SHEIT |
at risk due to being In.a wheslahalr most of iha ¢ " y . ¢ ’
day and que fo incontinence. The following relisviag devices are properly In place,
9.) The results of the quality manitoring toof
FORM GME-2057({02400} Previous Vovstons Cbeslala Evant iy ZPaaiq Frelily 107 WYD04 I sontinuation shest Paga 22 of 54
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concerns wers ideniified;

| tried various cushlens or any adjustmenia to the

2, Raview of tha quarterly MDS assessment

8. Revlew of the resident's €/17/11 updated
cara plan showed thare were approachas
developed to pravent tha development of
progsiire ulcers. The approaches Included a
prossurs redusing devics to the resident's bed.
Howaver, there was nothing related to the
whealohalr,

b. Observation of the tesidant's bed showsd
thera was no presaure rellsving device being
used,

¢, Ubaervalioh on 7/27/11 at 6:15 PM and oh
772811 at 9:05 AM revealod the resident did not
have any tushion ah the wheslchalr seat,
Interview with the restorative alde on 7/28/11 at
:05 AM revealed the resident did not have any
prossitre rellaving devlca in the wheelchalr
because.she would slide out of the chalr when a
cushlon wag used. Further Interview with the
OON on 2128111 at 8:16 AM varffied this
reaganing, and she further revealed, they had not

wheelchair in order to provide a prossure
reducing device without the risk of fulls,

d, Roview of nurse's notes dated 713411 at
14:05 PM showed a gkih assessment was
completed with a small open area noted to the
raslidant’s fight buttook,

8. The nurses’ notas on 7/19/41 at 11:05 AM
and 71441 at 12:01 PM showed hag baim was
applled to the open area, Ravlew of the physician
orders failed to show any orders for the bag baim
or any ofher treatment orders for the cpen area,

dated 5/12/11 for residant #1 showed 5/ha was
rot at risk for pressute vicers, However, review of |
the care plan last reviewesd 2/11/11 showed the

oD SUMMARY STATEMENT OF DEFICIENGIZS (o PROVIDER'S PLAN OF GORREQTION it}
PREF|X (EAGH DEPIOIENGY MUST BE PRECEDED BY FLLL, FRERIX {EAGH CORREGTIVE AGTION SHOULD BE cnmSummz
TAG REGULATORY DR LSC IDENTIFYING INFGRMATION) TAQ GROES-HEFEREEEED E’% g"(t): APPRUOPRIATE DATE
CIE,
wHI be reported at the monthly QA/QT meeting [ 9/11/11
F 314 | Continued From page 22 F 314 [and at the monthly Medical Director meeting.
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FORM APPROVED
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CENTERS FOR MEDICARE & MED|CAID SERVICES
STATEMENT OF DEFIGIENCIES | (X1) WROVIDER/BLIP PLIER/CLIA
AND PLAN.GF CORRECTION

IDERTIFICATICON NUMBER:

FIADBT

(X2} MULTIPLE GONSTRUCTION

A BUILDING
B. WING

(X3} DATE SURVizy
COMPLETER

07/28/2011

NAME OF PROVIRA OR SUPPLIER
SOUTH LINCOLN NURHING CENTER

BTREET ADOREES, CITY, STATE, 2IP CObE
T11 ONYX BTREET

KEMMERER, WY 83101

(X4 D
PREFIX
TAG

SUMMARY STATEMENT OF DEF|CIENCIER
(GAGH DEFIOIENGY MUST BE PRECEDED BY FULL
REGULATORY OR L.5C IDENTIRYING INFORMATION)

16
FREFX
AR

FROVIDER'S PLAN OF CORREGTION 46)
{EACH CORRECTIVE AUTION SHOULD b BOMPLETION

CROBS-REFERENGED 7O THE APPROFRIATY bate
DEFIGIENCY)

F 314

| 3. Observation on 7/268/11 ot 9:08 AM showed

i & presssure redueing device without the rlsk of

Continued Frot page 23

rasident was at ngk for the devalopment of
pressure ulcers due fo histher histery, Tha
followlng voncers ware ldentified;

8. Review of the nurse's netes datad 8/28/41
at 11:01 AM showed the resident had developad
a redden aren with scab formation, The nures's
noles dated 6/23/11 at 4,60 PM showed thers
was breakdown noted.on the ooccyx, and bag
balm was applied. Further, on 7/8M 1 at &:37 AM,
notes rovenled skin breakdown was locatsd on
the lett gluteal oleft and a dressing to promote
wound hagling wae applied to the staga )i
prassure ulcer on 74741,

b. Reviaw of the nurses' notes from 6/26/11-
7/28/11 did not Indicats the residents provider
wae nolified of the pressure uker,

¢. Obsarvation on 7/27/11 at 9:05 AM showed
the resldent did not have pressura relloving
devices on elther hisfer bad or chalr,

d. Interview with the DON on 7/26/11 at 8:08
AW acknowladged the rosident needed
praventiva devices in place and the cale plan
headed o refiect the residents current condltion.

resident # 24 transferrad from his/her whesl ohalr
to & launge chalr In the common area using a
sii-to-stand lift, The resident had only a fiat pad In
the seat of the wheelchalr, Review of tha care
plan showed a/Me was at moderate rsk for
developing pressurs ulers and was to have:a
pressura-ralving davice In the ohalr, Intarview
with the DON on 7/28/11 at 816 AM ravealod a
cushlon was not used in the resident's whealehalr
dug {o a risk of falls. The DON further revealed
they had not tried varfous cushiens or any
adjustments to the whealchalr in order to provida

F 314

FORM CMB-2687{02.60) Previous Varstng Obyolols
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DEPARTMENT OF HEALTH AND HUMAN SERVICES o 201 1
. —GENTERS FOR MEDIGARE & MEBICAID SERVICES OMB NO, 0938-0301
! | srAvEmeNy oF DEFICIENCIES 11 PROVIDER/SUPRLIERICLIA MULTIPLE CONBTRUCTION
| | ANO FLAN OF CORREGTION " IDENTHF|GATION NUMBER: imwwme wg&:ﬁf&%ﬂv
i I WS
_ 537051 b O7/28/2011
NAMLE GF PROVIDER OR BUPPLIER BTREET ADURHES, CITY, BTATE, ZIP CODE
| 711 ONYX 8 TREET
SOUTH LINCOLN NURSING CENTER KEMMERER, WY 83101
44 [ SUNMARY BYATEMENT OF DEMIGIENCIES 1 PROVIDER'S PLAN OF CORREGTION )
PREFIX {EACH DHHIGIENGY MUST BE PRECEDED BY FULL, PREFIX {EAOH CORRECTIVE ACTION EHOULD B combrron
TAR NEGULATORY OR LEO IDENTIFY!NG INFORMAYION) TG GROSG-REFERENCED TO YHE APPROPRIATE DATR
CEFICIENGY)
F 814 | Contihued From page 24 F314
falls, ‘
4, Reviow of the aare plan last reviewed GH0M
, showad residant#8 had a Braden score (tool
. used to prediot pressure ulcer risk) of 14,
: Indicating & mederate riak for developing
! prassure ulcers. An intervention to pravent
; preasuiry Ulcer development was to hava a Roho
or ge! cushion In histher wheelchalr, Observation
on 7/26M1 at 10:12 AM showed the resident did
not hava a cushion in the. seal of hishar
wheaksheir. Interview with the DON on 7/28/11 at
10:10 AM revegled the resident had & pressure
reduging cushlon, but it was not currenty In place,
Tha. DON was nol cartaln of the cushlon's
focation at that ime, but verliied the resident wes
to hawe one In hisher wheslchalr.
F 323 | 483.25(h) FREE OF ACCIDENT F 328 Soulh Lincoln Nursing Center will ensure
58=0 | HAZARDS/SUPERVISION/DEVIGES residents envirorument is free of aceldent
The facllity must ensure that the residant hazards 3 deflned by 323,
environment remalns a3 free of acoident hazards 1.) The Charge nurse were instructed to keep
as is patsaih!e: 'anldl egch ‘;es!dtlaz;t recei;ves: . the medication cart locked at all imes when | 7/29/11
adequate supervisicn and assistanse deviess to , .
prevent acoldents, il Is not in use and unattended,
2,) All of the nursos were insteucted to keep the
medieation cart locked at all ey when itis | 8/10/1)
not.in use and unattended et the monthly staff
This REQUIREMENT [s not met a8 evidenced meeting.
lg: o o o I odlcal 3.) The Direotor of Nursing will implement a
nsed on ohservation, medical regord review . —_ .
and staff inforview, ths faclity fafled fo ansure Aanllty moritoring tool 1o do random ohgrks of
axdaquate supervigion to minimlze accidents for 1 the medication cari to ensure that it is locked | 8718711
of § sample residents (#17), The findlngs were: At alf times when it is not in use and unattended
ST d {
Gbservation on 7427711 from 5:20 PM untl §:24 ) The results of the random checks willbo
PM showad the modloation cart was left yniocked reported at the monthly QA/QT meeting and the| 911711
l monthly Medica Divector meeting, ¥
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AND FLAN OF CORRECTION (RENTIFIGATICH NUMBER; A BULOIG COMPLETED
53ADS1T 8. viNg
- 012812041
NAME OF PROVIDER OR SUFPLIER STREET ADDREDS, CITY, STATE, P CODE
711 ONYY STREET
ouT SING G
3 W LINCOLN NURSING CENTER KEMMERER, WY 83101
X8y [0 SUMMARY STATEMENT GF DEFICIENGIES 1o PROVIDER'S PLAN OF CORRECTION )
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREPIX {EACH CORRECTIVE ACTION BHDLILD b1 comi’urrmn
TAQ REQULATORY OR LBG IDENTIFYING INFORMATION) TAG BROSENMEFER Egg};&g 10 E}F\l-,{)E APPROPHIATE DATH
i~ 323 | Continued From page 25 F 828
In tha nursing stafion. Observation furthar
revedlad renident#17, who was cognitively
impaired based on the &/24111 quarterly MDS
assessment, was seated al the nursing desk
faclng towards tha medivation cart, Obeervation
ghowed only one staff member was In the viinity
gt the time, but she had her back turned away
from the reglident ehd the medioatlon carl. While
the observation showed the residant did not try to
open the med|cation cart at this tme, an earllar
obsatvetion on that asmae day, showed the
resident was attermpting to opan the medication
catt. Intatview with RN#1 an ¥/27H1 at 5:24 PM
revaaled tha cari should mot be left unlockad
| unless there was & nurse In the nursing station to |
watch It Inferview with the DON on 7/28/11 at
8:37 AM reveaslod the medication cart should be
kept locked when not In use. ]
F 9291 403.26() DRUG REGIMEN IS FREE FROM F 329 | South Lincoln Nursing Center wil) ensurc the
§8=D | UNNECESSARY DRUGS tesident's drug tegimen s free from unnecess-
Each resident's drug regimen must be free from o1y dmgs aa defined by 1329,
unnecassary drigs. An unnecessary drug is any 1) At the next psychotropic drug review
drug when used in axcessive dose (_Inc!u?llng meeling resident #2 will have the celexa
tuplicate therapy); or for excassive duration; or : - .
without adequaz ;Tlﬂl"lftﬂ ring: or without sdsquate rcf\rlcwed and doss reduction arnd risk benefit | o/11/11
]ndkm[ions for lts use: or n "—lB presenice nf disoussed and a recommetidation made to the
adverse consequences which indicais the dose medlee] provider,
Btw"gf bﬁge:‘é?‘?g ar dmggg u"bﬁd; or any 2.) At the next Medival Staff mectlng the
gl 3 )
Fominatan raasons aoove Medical Dlteotor will educate the modical | 9/11/11
Based on a somprehensive assessment of staff about drug regimen (kee of unnecessary
resident, the faclity must eneure that resfdents drugs as defined by F329, '
who have aot used antipsyshetic drugs are nat ; e Nursing wlll
glven these-drugs unleas anfipsychoti drug 3, The Director of Nursing will implement
therapy is necesaary to treat a speciic condition quality monitoring tool to ensure the resident's | B8
as diagnosed and documentad in the clinloat drug resfmen i
\ p regimen s free of unneeogsary drugs.
. g _
record; and rasidents who use antipsychofic 4.3 The result of the quality monitoring tool
TORM-OMS-2557(02-92) Frevios Verslons Gbeslats Event ID:ZPBG1 Facllly |2 Wyaodd If contisation sheot Pags 28 of 34
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FORM AFPROVED
OMB NQ. 0935-0391

1 Based on medioal record review and stalf

-dose raduction, During an Interview with tha DON

drugs racelve gradual dose raductions, and
behavioral Inferventions, unleas clinleally
conralndicated, in an effoit to discontinue thess
drugs,

This REQUIREMENT I8 not met as evidancad
by

intarviaw, the facility failed to enours fhe drug
reginmen was free of unnecessary drugs for 2 of 9
sEmpla residents ({#2, #6). The findings wers;

1. Reviow of tha madical record for resldent #2
showed s/he hed diagnoses which icluded meod
disorder, Review-of the July 2011 recapltulation of
physielan's orders showed an order for Gelexe
{anfidepressart)10 miligrams (mg) dally orderad
on 11£24/09. Further roview of ihe medical record
showad the faclity falled to attempt a gradual

on T/2811 at 820 AM, she sald the Celexa was
discuseed in thelr monthly psychotrople drug
meetings, Howaver, review of these maeting
minutes showed no-evidense a gradual dose
reduction was attermpted or was contra-indicated,

2, Review of tha medioal record for resldent #8
showed athe had an Increase of fantuny!
{madication for paln) from 60 meg to 76 meg on
41911, In addition to fentanyl, tha resident
recelved the following pain medications:
hydrocodone 7.5 mg/acetamincphen 500 mg one
daily, and acatarinophen 3285 mg two tablats
every 4-8 hours as neadsd (pm) for paln. The

HTATEMENT O} DEFICIENCIES {%1) PROVIDER/SUPPLIER/GLA MULTIPLE CONSTRUGTION X%3) DATE BURVEY
AMD PLAN OF GORREGTION ! IDENTIFIGATION NUMBER: e ( E,GOMPLETITE‘EE
A BUILDING .
B, WING
53A061 07/28/2011
NAME OF PROVIDER-OR SUPPLIER 8TREET ADDRESS, CITY, BTATE, ZIP CODE
71 ONYK BYRELT
SOUTH LINCOLN NURSING CENTER
. NV KEMMERER, WY 93109
{%4) 1D SUMMARY STATEMENT GF DEFICIENCIES 1D BROVIDER'S PLAN OF GORRECTION 0y
PREFIN {EACH OEFICIEROY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETIDN
AR REGULATORY OR LSC IDENTIFYING INFORMATICN) TAD CROSS-REFERENGED T0 THE APPROGPRIATE DATE
CEFICIENCY)
F 320 | Continuad From page 26 = 520) will be reported at the monthly QA/QI mecting| 9711211

and the menthly Medloal Director meeting.

e Prysiaen i) Fontu
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FORM APPROVED

Fa71
88=F

following concemns wers lientified:

a. Review of the Apill 2011 nurses' noles and
the pain flow record prior fo the ncrease of
fentany), shawed no Indloalion for the Increase in
paln medleation,

b. Raview of the 3M&/M1 and 4/21411
physlclan provider notes showed no dooumented
resson of Indication for tha Increase In the paln
medication.

0. Interview with the DON on 7/28/11 at 8:20
AM ravaaled she. would try to lonate the
Justification for the lncrease; however, as of
8/t/11 nothing had been found,

483.35{) FOOD PROCURE,
BTORE/PREPARE/SERVE - SANITARY

Tha faciity must -

{1) Procura food from sourees approved or
considered satistactory by Federal, Stale or local
authoritiss; and

{2) Store, propara, distributa and sarve food
undar sahitary conditions

This REQUIREMENT I3 niok met as evidencad

Bassd on observation and staff intarview, the
faallity fafied to malntaln kitchen/food equipment
In a sanltary mannar, Tha findings were:

Obsarvation on 7/26/11 at 4:17 PM revealsd the
avens, ranga top, fryer, hood and vants wers not
maintalned In & clean manner, The hood system
and s vents had notloeable bulld-up of grénse
and dust, The range top and avens has a bulld-up

GENTERS FOR MEDICARE & MEDICAID SERVICES CME NO. 08280381
HTATEMENTOF DEFICIENCIER 1) PROVIBER/BUPPLIER/OLIA MULTIPLE CONBTRUGTION 9 8
AND PLAN OF CORREGTION o [DENTIFICATION NUMBER: o2 w ,%Em%v
A BUILDING.
83A054 B VNG 07/28/2011
NAME OF PROVIBER OR BUPPLIER STREET ADDRESS, CITY, 8TATE, 2P 6DD&
11 ONYX STREET
u
 SOUTH LINGOLN NURBING CENTER KEMMERER, WY 83101
(¥4} ID BUMMARY STATEMENT OF DEFICIENCIES [I) PACVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY UL, PREFIX {EACH CORREGTIVE AGTION SHOULD BE GOMbLENION
TAG REGULATORY OR LS IDENTHFYING INFORMATION) TAB GROS&-REFEHEBIOE% Je?; &E APPROPRIATE DATE
EFi
F 829 | Continued From page 27 F 328

F 371 | South Lincoln Nursing Center will ensure that
foud will be stored, prepared, distributed, and
served under sanitary conditions In pecordance
with Federal, State or Loeal authotities.

1.) The Dletary Manager ordered a Fllter
Baffle Bog i tool to help inorease ense of | 728711
cleaning hood filers,

2.} A very thorough and deep cleaning of the

ranga top has been performed, 8711
{3:) A very thorough and deep oleaning of the )
gl top hag boen performed, 8617

4.} The Iictary Manager held an in-service _
o educate staff on the need for cleanliness and] 875771
Low to ¢clean hood, vents, range top, fryer, and
ovens,

5.) The Dietary Manager will develop a quallty
monitoring tool to ensure weekly clesning BAEIT
{of the hood, vents, range top, fryers, and ovens,
6.) The rosults of the quality monitarng tool | 9711711
Wi eefing,

FORM CMS-2687{2-80) Provious Versions Obalaly Evont I 5611
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FORM APPROVED
OMB NO. 0928-0301

STATEMENT OF DEFIGIENCIES X1} PROVIDERISUPFLIER/ILIA {7 MULTIPLE GONSTRUSTION {4} DATE SURVEY
AND PLAN OF CORREGTION PDEHTIFIGATION MUMBER: COMPLETED
A BUILDING
B WiING
834051 07/28/2011
NAME. OF PROVIDER OR SUPPLIER STREET ADDRESS, (ITY, 8TATE, ZIP CODE
. 711 ONYX STREEY
SOUTH LINGOLN NURSING CENTER KEMMERER, WY 83101
064) (D EUMMARY STATEMENT OF DEFICIENOIES In PROVIDER'S PLAN OF OCRREGTION )
FREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FLHLL PREFIX {EACH CORRECTIVE ASTION SHOULD BE COMPLETION
TAG REGULATORY OR LEG MYENTIFYING INFGRMATION) 1AG CROBS-REFERENDED TO THE APPROPRIATE DATE
OEFICIENTY)
F 371 | Conlinued From page 28 Fari
of bumad on foad debris. Observation on 7/27/11
at 6:26 PM revealsd the aqulamant remalned In
the sama un-clean condition. Interview with the
dletary manager on 7/28/11 at 9 AM verified
these items weore on a cleaning sshadule and
‘wera expacted fo be oleaned at least monthly,
The dietary manager then veriflad the schadulas
1 were riot alweys signad off as belng aompleted
and they needled betbar fraquency of cleaning.
According to Food Gade 2008, U.S. Public Health
Servios; 4-601.11 Y(A) Equipmant food-contact
strfeces and utensils shall be clean to sight and
touch. (B} The food-contact surfaces of gooking
efulptnant and pahs shall-be kept free of
enctustad granse deposits and other soil
{ Beeumulations, {C) Nonfood-contact surfaces of
equipment shall be kept fres of an accumulation
of dust, dirt, food residue, and other debris.”
F 441 | 463.65 INFECTION CONTROL, PREVENT F 441 | South Lineoln Nursing Center wil] ensure the
8= | SPREAD, LINENS prevention end transmisslon of disease and
The faclity must establish and mahntaln an iafection 8 defined by P4,
ihfiestion Contro! Program deslynad to provide a 1.y CNA#2 was counseled on proper hand-
sate, sanitery and comfortable environment and washing technique and acceptable professional | 27/1T
to help prevent the developmant and transmiesion otloe
of disezsa and Infaotion. practice.
2.) All slall were instructed oh proper fiand-
(8} Infection Contral Program washing techniques and profossional praclice  |-8HO/ .
The facillty must establlsh an Infaction Contral at the montlsly staff meclin
+ Pmgram under which it - e montily e
(1) Invasfigates, conirels, and prevents Infections 3) The Direclor of Nursing will implement g | )
'(g;hue fa”cllity: et ] b g5 kol quality motiitoring tool (o etisure proper BARHT
eckies what procedures, such as ksolation, . .
should ba applied to an indlvidual resident; and handwashing technique and professlenal
{3y Maintalne a record of incldents and corrective stundards,
actlens refated to Infections, 4.) The results of the quality monitaring ool
(b} Preventing Spread ofnfaction will be reported ot the m.nnlhlg'f QA mefzting 91111
and nt the monthly Medical Dircelor meeting.
FORM GMS-2657(02-09) Provious Varalons Dbsolals Evant I 2PG1 Failly 1D: WYao41 If canfinuation shaat Page 20 of 34
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FORM APPROVED:
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STATEMENT OF DEFIGIENCIES (%1}, FROVIDER/SUPPLIER/GLIA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER:

63A0EY

{42) MULTIPLE GONSTRUGION
A BULDING

B, WiNa

{XS) DATE BURVEY
COMPLETED

07/28/2011

| NAME OF PROVIDER OR S8UPPLIER
' SOUTH LINCOLN NURSING CENTER

M1 ONYX BTREET
KEMMERER, WY 63101

STHEET ADDRESS, CITY, BYATE, 2IP CODE

(X4) 1D
PREFIX
TAD

SUMMARY STATEMENT OF DEFICICNO)2S
(EACH DERIOIENGY MUBT BE PRECENED BY FULL
REGULATGRY OR LEC IDENTIFYING (NFORMATION

[[n) PROVIDER'S PLAN DF CORREGTION s}

PREFIX {EACH GORRECTIVE ACTION BHOULD bit BOMPLETION
TAG CROBS-REFERENOED TO THE APPROPRIATE DATE

DEFICIENDY)

F 441

| {3) The facility must requlrs staff to weish their
| hands after each direct residant contaol for which
- hand washing 1 indioatsd by accapted

-care for resident #8, The GNA did not change har

Continued Fiom page 29

(1) When the Infeclion Conlval Progiam
delarmines.that & reskiant neads Isolation ta
prevant the spread of infection, the facilty must
isolata the resident.

{2) The faclily must prohlblt employees with &
commuhlcable diseasa or Infeoted skin lasions
from direot contaot with resldents ar their foad, if
direct confect will transmit the disease, )

professlonal practice.

{c) Linens

Parsonnel must bandle, stars, process and
transpott linens so as to prevent the spraad of
infention,

g‘hla REQUIREMENT Is not met as evidenced
V.

Bagad on observation and staff intarvisw, the
faclify falled to-anaure etalf followed apprapriate
Infection control pravtices rogarding hand hyglene
durlng 3 of 3 random absarvations, The findings
were:

1. During observation on 7/26/11 at 10:12 AM,
CNA#2 provided moming eare and incontinence

gloves while she assisted the residant on the
tollet, remavad the Incontinence brief which was
soiled with trine and faces, washed the residant'y
face and hands, brushed the residenta testh,
provided 'ﬂaﬂneal care, drassead the resldent In
clean clothing, and finally, transfarred him/her to
thet whaelchalr, It was not unlil al of thess tasks

Fas

FORM CMB-2667{02-00) Prywiute Vitsions (baoklo BvinliD:2P5614
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| ware completed, in the order aforementioned, the

{ clean tasks,

tooms, handling the usad water pitohers and the

F 502
88=D ]

CHA removed her solled gloves, During an
Intarview with CNA#2 on 7/26/11 al 9:32 AM, she
sald she should have removed her gloves
between dirty and clean taska, Interview with the
director of aperations, who had oversight over the
infection control program, on 7/28/11 at 9:37 AM
revosled the CNA should have removed the
solled gloves, washed her hands, then donned &
clean set of gloves when golng bstween dirty and

2, Obearvation on 7/26M9 vt 10:20 AM showed
CNA# wore disposable gloves while passing
snacks befween rosidents, While ahe was
wearing the gloves, the CNA handled the
refigerator-door jecated in the maln dining room. -
Without removing her glaves or oleansing her
hands the CNA continued to pass snacks to
resklents, opaning the wrappers and louching the
resldents clothes and wheelnhalrs,

3, Obeervation on 7/26/11 at 155 PM showed
GNAs #1 and i#t4 woaring gloves while pagsing
water to individual resldants In rooms 105, 1086,
and. 107, The CNAs ramoved the used watgr
plichers from each of the rooms, fllled with lce
from an ice buckst using & plastle cup and then
relutned the plichars to the resident's reom, In
addition, the CNAs were passing clean linens at
the same time as the water, During this process
the CNAs falled o ehanga gloves or cleanse thelr
hiands, The same gloves wars wormn bafwesn

tlean linens,
483.76()(1) ADMINISTRATION

Tha lacllity must provide or obtaln laboratory

F 502 South Lincoln Nursing Center witl provide or

obtafut Inboratory services to el th
ofits residents as defined by F502.

. FORM APPROVED
©_CENTERS FOR MEDICARE & MED|GAID SERVICES QMB NO. 0036.0301
BTATEMENT OF DEFIGIENTIES (1) FROVIDERIBUPPLIERGLIA {X2) MULTIPLE CONSTRUGTION {3 DAYE SURVEY
AND PLAN OF COHREGTION IDENTIFIGATION NUMBER: COMPLETED
A BUIBING
B, WING _
B3A0E1 077282011
NAME OF PROVIDER OR SURPLIER [ BTREET ADDRESS, O{TY, 8TATE, ZIP CODI
741 ONYX BTREET
BOLN It
SOUTHLIN NURSING CENTER KEMMERER, WY 63101
) |0 SUMMARY STATEMENT OF DEFICIENGIES o PHOVIBER'S PLAN GF CORREGTION o)
FREFIX (EAOH DERICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIDN SHOULD BE COMPLETION
TAG REQULATORY OR LSG IGENTIFYING INFORMATICN) TAG cnusa«emeugel% Ji?u ;%e APPROFRIATE DATE
DEF
F 441 | Continued From page 30: F 441

he needs

FORM CMS-2507(02-08) Provious Verglona Obsolote Evon} ID:ZPS011
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FRINTED: 08A1/2011

FORM APPROVED
CENTERS FOR MEDQICARE & MEDICAID SERVICES OME NO, DD38-0351
STATEMENT OF DEFIOIENGIES (X1 PROVIDERISUPPLIERIGLIA (X2 MULTIPLE CONSTRUGTION {K8) DATE BURVEY
AND PLAN OF CORREOTION IDENTIFIATICN NUMBER: ! COMPLETED
A, BUILDING
83051 e D7/282011
HAME OF PROVIDER OR BUPPLIER ETREEY ADDREBS, CITY, BYATE, 2 OO
711 ONYX BTREET
SOUTH LINGOLN NURSING CENTER KEMMERER, WY 83101
e} o SUMMARY STATEMENT OF DEFIGIENCIES I PROVIDER'S PLAN OF CORRECTION i
PREFIX {EAGH DEFIGIENGY MUST BE #HECEDED 8Y FULL PREF {EACH CORREQTIVE ACTION BHOULD BE DOWPLETION
TAG REGULATORY QR LBG IDENTIFVING INFORMATION) TAQ BROGS—REFEREggﬁ% ;f:?m T;I)E APPROPRIATE BATE
F 802 | Goninued From page 31 F 502 | 1.) The order for the PSA and TSH was
sorvicen fo meat the needs of It resldants, The clarifled with the medical provider, BUSHT
f8'ﬂ|'|‘|ly 3 I'B[&pﬂl'l!iibh for the quallty and timelineas 2.} All the residents will have medical oyders
afthe sarvices, reviewed nightly by the chargenurse and will | 77280T
ba clarified as needed.
gms REQUIREMENT s not met as evidenced 3.) The Director of Nursing will Implement.a
B;a\se d on staff Interview and medlcal record quality monitoring tool 10 ensure the review of | BALELL-
raview, the faciity felled to ensure laboratory tests standing and current orders and thea clarified
were performed ag ordared for 4 of 8 samgle ns needed.
_rg..a aid ﬂer? c?lsnggtlﬁ)e:weiru e laboratory tests ordared. 4.) The results of the quality monitoring too)
will be reported at the monthly QA/QI meeling | %/11/1]
Review of the. physlolan's July 2011 recapHulation and the montily Medical Director moeting,
orders for residsnt #10 showed a thyrold
stimulating hormone fest and a prostate-spacific
antigen test were ardered annually during the
health fair I Fabruary 2011, Roview of the entiro
tedleal record showed these taats were not
parformed os orderad, Intarview with the DON on
712811 at 10 AM confirmed the tests were not
perdarmed.
F 614 | 488.75(){1) RES F 514 [South Lincols Nursing Center will maintain
88E | RECORDS-COMPLETEfACCURATE/AGGESSIH fellnoal records on each resident in accordance
LE with aceepted professional standards and
The faclity must malntaln clinlcal records oh esch practices as defined by F514,
n::ic:?n:j in ac;urdar:rce wt!tﬁh t’cmcﬂpted F}"?‘ﬂaﬁiﬂnﬂ' ) Physician progress notes on residents #1,
standards-and practices that are completa: —
acowwately dosumentad; readily accessibte: and 13, #6, U8, #18, #19 have been added tothe 871670
systematically organized. resicents imedleal regord,
“The dlinical d { contalr sulficient ) The Medical Staff will be instracted on
| The cilnlcal record must contaln sufficlen :
| information to identliy the resldent; a racord of tha W {0 copy and pasic progress notes from 91
{ resident’s assessmarits; tha pian of care and ¢ Allscripts EMR to the residgnt EMR in
services provided; the results of any ealth Land o the next Medical Staff Meeting,
preadmission screening conductad by the Stata; ) The Dircotor of Nurslug will imploment a
and prograss notes. ) e
uellty monitoring tool to ensure progress notes | $48/17

FORM GM3-2807(2-00} Iredois Viarslons Obgotaly

Evenl ID:ZPSG11

Fadlfty I, WYo04 ¥ conlinuation shest
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

10:22:38 aam.  0B-22-2011 a4 145

(b/L/ PRINTED: UB/11/207 1
FORM APPROVED

CENTE EDICARE & MEDICAID SERVICES OMB NG, 0938035
BTATEMENT OF DEFICIENGIES 61} PROVIDER/BLIFPLIERIGLIA {32} MULTIFLE CONSTRUBTION {X3) DATE BURVEY
AND PLAN OF GORREOTION IDENTIFIGATION NUMBER: , COMPLETER
A BUILBING
B WiNG
83A0s1 0712872011
NAME OF PROVIDER OR BUPRLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
19 ONYX BTREET
SOUTH LINCOLN NURSING CENTER
H LINGOLN NURSING OENT KEMMERER, WY 83101
A JUMMARY BTATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRECTION 15
FREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULI, FREFIX (EACH CORREOTIVE AGTION SHOULD pE COMPLETION
TAG REGULATORY OR LBE IDENTIFYING INFORMATIONy TAG GROSS-REFERENESEI% YO THE APPROPRIATE DATR
n )
are in the resldents medical record,
F §14 | Gontintied From page 32 F 314[ 4.) The results of the quality monitoring tool

F 520
S8=F

-sample residents (1, #3, 48, 49, #18, #19), The

[ commiltes maels at least quarterly to identiy

dovelops and Implerments appropriate plans of

This REQUIREMENT is not met as evidenced
by:

Baged on madioal record review and staif
interview, the facility fallad to Include physlclan
progress notes In the meadical recard for & of 8

findings wers:

Review of the medical records for rasidanta #1,
#3, 48, %8, #18, #19 showed progress notss from
the physlclane and mid-level practiionars were
lasking, Inteniew with the DON on 7/28M 1 at
4:06 PM ravenled tho progress nates ware
maintained In compular system hat was separate
from the resident record system. The DON was
abla lo produce coples of these notes; howavar,
she verified the nurslng home staif wers ynabis
to acress the systom with the notes, and they
wara nat Usually placed Into the residents’
records,

483, 75(0)(1) GAA
COMMITTEE-MEMBERS/MEET
GUARTERLY/PLANS

A facilly must malntain a-quality assesament and
assuranoe committes consialing of the diractor of
nureing services; & physioian designated by the
faclltty; and at loast & other membars of the
faclilty's staff,

The quality assasemeant and assuranse

Insuss with respect te which quallly assessmant
and nysurance selivites are necessary; and

will be reported at the monthly QA/QI mecting| 9/11/1)
and at the monthly Medical Dlrecior mesting,

F 520 South Lincoln Nursing Center will ensure the
designated physician will attend the QA/QI
meeting on & quarterly basts ng defined by F520,
1.} The Administrator educated the Chlef of
Staffon the need to attend the QA/QI meeting |STTETT |
Ol & -Guarterly basts,

2.} The Director of Nursing will implement a
quality monltoring tool 10-ensure the attendancd 848711
of he Chief of Staff'to the monthly QA/QI
mesting at least querterly,

5.) The results of the quality monitoring tool
will be reparted at the monthly QA/QT meeting | 971 1/11
and af the monthly Medloal Director meeting,

FORM GMY-2687(02-40) Previous Vensluns Dbsolals Eyvent (D ZP8GH

Facdity ID; WY0041 If continuatlon shept Page 33-0f 34
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 038-0391
BTATENENT OF DEFIGIENCIES 1) PROVIDER/SUPPLIERASLIA MULTIPLE GONSTRUCYION 3) PATE
AND FLAN O GORRECTION * IDENTIFICATION NUMBER; fz;uum - " ,mupfeuﬁs%ﬁv
B, WING
G3A051 — 072612011
. { NAMEOF FROVIDER QR SUPPLIER STREET ADDRESS, €ITY, BTATE, 2P CODE
i | g _ : ‘ Ti DNYX STREET
E OUTH LINGOLN NURSING CENTER - KEMMERER, WY 84101
. ()0 SUMMARY STATEMENT OF BEF |0 IENCIES I PROVIDER'S PLAN OF CORRECTION ()
. PREFIX (EACH DEFICIENGY MUSY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY 0R L56 INENTIFYING INFORMATION) TAG CROBS-REFERENCED T0 THE APPROPRIATE DATE
DEFIGIENOY)
F 520 | Continued From page 33 FE20

action lo correct dentiffed quallty defislencles.

A Bfate or the Saoretary may not requira
disclosure of tha records of auch committes
except insofar as such disclosure fs related to the
compliance of such commities with the
retuiraments of this seation,

Gaod faith attempis by the committes to idantify
and correct quallty defislenties will not ba uaed gs
a basis for sanutions.

This REQUIREMENT s not met as svidencag

Basad on staff intervisw and review of Quallty

| AssurancafQuallfy mprovament (QA/GL)
doouments, the facllity fafled to ensure the

* physiclan member of the committes was In
attendance for 7 of 7 meetings held In 2011, Tha
{ findings ware;

Reviaw of the 2011 QA/Q) meeting attendance
monthly meeling sheet showed no physician had
attendad eny of the meetings. Intarview with the
DON on 7/28/11 at :37 AM varifled the phygician
member of the committes had not particlpatsd in
any of their QAIQY meatings.

" FORM CMA-2517(02-00) Previnws Vordons hcdorn Evont I0:248G1{
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