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A recertification survey was conducted by
Healthcare Licensing and Surveys from 6/10/24
to 6/13/24. Also reviewed in the course of the
survey were complaint intakes WY00003904 and
WY00003907.

The following common abbreviations are used
throughout this document:

CNA: Certified Nursing Assistant
MA-C: Certified Medication Aide
DON: Director of Nursing

FDA: Food and Drug Administration
LPN: Licensed Practical Nurse

RN: Registered Nurse

MDS: Minimum Data Sheet

Less commonly used abbreviations will be
annotated in each deficiency.

F 582 Medicaid/Medicare Coverage/Liability Notice F 582 718124
SS=D | CFR(s): 483.10(g)(17)(18)(i)-(v)

§483.10(g)(17) The facility must--

(i) Inform each Medicaid-eligible resident, in
writing, at the time of admission to the nursing
facility and when the resident becomes eligible for
Medicaid of-

(A) The items and services that are included in
nursing facility services under the State plan and
for which the resident may not be charged;

(B) Those other items and services that the
facility offers and for which the resident may be
charged, and the amount of charges for those
services; and

(i) Inform each Medicaid-eligible resident when
changes are made to the items and services
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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specified in §483.10(g)(17)(i)(A) and (B) of this
section.

§483.10(g)(18) The facility must inform each
resident before, or at the time of admission, and
periodically during the resident's stay, of services
available in the facility and of charges for those
services, including any charges for services not
covered under Medicare/ Medicaid or by the
facility's per diem rate.

(i) Where changes in coverage are made to items
and services covered by Medicare and/or by the
Medicaid State plan, the facility must provide
notice to residents of the change as soon as is
reasonably possible.

(i) Where changes are made to charges for other
items and services that the facility offers, the
facility must inform the resident in writing at least
60 days prior to implementation of the change.
(iii) If a resident dies or is hospitalized or is
transferred and does not return to the facility, the
facility must refund to the resident, resident
representative, or estate, as applicable, any
deposit or charges already paid, less the facility's
per diem rate, for the days the resident actually
resided or reserved or retained a bed in the
facility, regardless of any minimum stay or
discharge notice requirements.

(iv) The facility must refund to the resident or
resident representative any and all refunds due
the resident within 30 days from the resident's
date of discharge from the facility.

(V) The terms of an admission contract by or on
behalf of an individual seeking admission to the
facility must not conflict with the requirements of
these regulations.

This REQUIREMENT is not met as evidenced
by:

Based on review of beneficiary protection notice

PREPARATION AND EXECUTION OF
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information, staff interview, and policy and
procedure review, the facility failed to ensure the
Notice of Medicare Provider Non-Coverage
(NOMNC) and the Skilled Nursing
Facility-Advanced Beneficiary Notice of
Non-coverage (SNF-ABN) forms were issued to
the resident or the resident's representative in a
timely manner for 1 of 3 sample residents (#76)
reviewed. The findings were:

1. Review of the SNF Beneficiary Protection
Notification Review form completed by the facility
showed resident #76 had a Medicare Part A stay
that started on 12/29/23 with the last covered day
of Part A services on 3/12/24. The following
concerns were identified:

a. Review of the medical record showed no
evidence a SNF ABN or NOMNC form was
completed at the end of part A services.

b. Interview with the business office manager
on 6/12/24 at 5:52 PM revealed the resident
should have been issued the notices; however,
she was unable to find evidence the notices were
issued.

2. Review of the policy titled "Advance Beneficiary
Notice" provided by the facility on 6/13/24 showed
"...5...a. For Part A items and services, the facility
shall use the Skilled Nursing Facility Advance
Beneficiary Notice (SNFABN), form
CMS-10055...c. A Notice of Medicare
Non-Coverage (NOMNC), Form CMS-10123,
shall be issued to the resident/representative
when Medicare covered service(s) are ending, no
matter if resident is leaving the facility or
remaining in the facility. This informs the resident
on how to request an appeal or expedited
determination from their Quality Improvement
Organization (QIO)..."

THIS RESPONSE AND PLAN OF
CORRECTION DOES NOT
CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
OF FEDERAL AND STATE LAW. FOR
THE PURPOSES OF ANY ALLEGATION
THAT THE FACILITY IS NOT IN
SUBSTANTIAL COMPLIANCE WITH
FEDERAL REQUIREMENTS OF
PARTICIPATION, THIS RESPONSE AND
PLAN OF CORRECTION CONSTITUTES
THE FACILITY'S ALLEGATION OF
COMPLIANCE IN ACCORDANCE WITH
SECTION 42 C.F.R. ;/488.18 AND
SECTION 7317A OF THE STATE
OPERATIONS MANUAL.

CORRECTIVE ACTION FOR THOSE
RESIDENTS FOUND TO HAVE BEEN
AFFECTED BY THE DEFICIENT
PRACTICE:

Resident #76 who needed both Notice of
Medicare Non-Coverage (NOMNC)

and Advanced Beneficiary notice is
deceased

HOW THE FACILITY IDENTIFIED
OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:
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The records of residents that were
discharged from Medicare were reviewed
on 6-14-24 by the Business office
manager/designee. Any resident identified
who remained in the facility and had
Medicare days remaining since that time
will be issued an ABN by 7-8-2024

Records of residents receiving covered
skilled services that were discharged from
Medicare Were reviewed on 6-14-24 by
the Business office manager/designee.
Any resident identified who did not receive
a NOMNC within the 48-hour requirement
was issued a NOMNC on 6-14-24.

MEASURES OR SYSTEMIC CHANGES
MADE TO ENSURE THE DEFICIENT
PRACTICE WILL NOT OCCUR AGAIN:

The Business office manager (BOM) was
educated on 6-13-24 by the administrator
regarding the requirement and
expectation to issue an ABN to any
resident who will stay in the facility and
have any Medicare Part A days remaining
after discharge. The BOM was also
educated 6-13-2024 by administrator
regarding the requirement and
expectation to issue a NOMNC to all
beneficiaries within 48 hours of when
skilled services are scheduled to end.

The facility policy and procedures has
been reviewed and revised by the
administrator on 6-14-24 to include that all
residents discharged from Medicare and
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still have remaining Medicare days will be
issued a skilled nursing advance
beneficiary notice at least 48 hours prior
to the last covered day of Medicare, and
will include notification of a complete copy
of the NOMNC to beneficiaries receiving
covered skilled services that must be
delivered at least two calendar days
before Medicare covered services end.

HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

The Business office manager/designee
(BOM) audited resident charts,
discharged from Medicare on 6-16-24 to
ensure ABNs had been issued as
required.

Results of the audit will be reported to the
QAPI committee, and the BOM/designee
will be responsible for reporting to the
monthly Quality Assurance Performance
Improvement (QAPI) Committee a
summary of findings for review and
recommendations for 3 months. QAPI
Committee will evaluate and determine
the effectiveness of the plan to ensure
substantial compliance is achieved and
determine if further monitoring and
evaluation is required. The Business
office manager/designee will be
responsible for following up on any
recommendations made by the QAPI
Committee.

The Business office manager/designee
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audited the resident charts, discharged
from skilled services, on 6-16-24 to
ensure NOMNCs had been issued as
required. This will be done ongoing
weekly at the Medicare meeting. Results
of the audit will be reported to the QAPI
committee

F 645 PASARR Screening for MD & ID F 645 718124
SS=D | CFR(s): 483.20(k)(1)-(3)

§483.20(k) Preadmission Screening for
individuals with a mental disorder and individuals
with intellectual disability.

§483.20(k)(1) A nursing facility must not admit, on
or after January 1, 1989, any new residents with:
(i) Mental disorder as defined in paragraph (k)(3)
(i) of this section, unless the State mental health
authority has determined, based on an
independent physical and mental evaluation
performed by a person or entity other than the
State mental health authority, prior to admission,
(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
services, whether the individual requires
specialized services; or

(ii) Intellectual disability, as defined in paragraph
(k)(3)(ii) of this section, unless the State
intellectual disability or developmental disability
authority has determined prior to admission-

(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
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services, whether the individual requires
specialized services for intellectual disability.

§483.20(k)(2) Exceptions. For purposes of this
section-

(iYThe preadmission screening program under
paragraph(k)(1) of this section need not provide
for determinations in the case of the readmission
to a nursing facility of an individual who, after
being admitted to the nursing facility, was
transferred for care in a hospital.

(i) The State may choose not to apply the
preadmission screening program under
paragraph (k)(1) of this section to the admission
to a nursing facility of an individual-

(A) Who is admitted to the facility directly from a
hospital after receiving acute inpatient care at the
hospital,

(B) Who requires nursing facility services for the
condition for which the individual received care in
the hospital, and

(C) Whose attending physician has certified,
before admission to the facility that the individual
is likely to require less than 30 days of nursing
facility services.

§483.20(k)(3) Definition. For purposes of this
section-

(i) An individual is considered to have a mental
disorder if the individual has a serious mental
disorder defined in 483.102(b)(1).

(ii) An individual is considered to have an
intellectual disability if the individual has an
intellectual disability as defined in §483.102(b)(3)
or is a person with a related condition as
described in 435.1010 of this chapter.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, and staff PREPARATION AND EXECUTION OF
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interview, the facility failed to ensure a THIS RESPONSE AND PLAN OF

pre-admission screening and resident review CORRECTION DOES NOT

(PASARR) Level Il was performed for 1 of 3 CONSTITUTE AN ADMISSION OR

sample residents (#54) with a qualifying AGREEMENT BY THE PROVIDER OF

diagnosis. The findings were: THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE

1. Review of the 3/27/24 quarterly MDS STATEMENT OF DEFICIENCIES. THE

assessment showed resident #54 had a brief PLAN OF CORRECTION IS PREPARED

interview for mental status (BIMS) score of 8, AND/OR EXECUTED SOLELY BECAUSE

which indicated moderate cognitive impairment, IT IS REQUIRED BY THE PROVISIONS

and had diagnoses which included anxiety OF FEDERAL AND STATE LAW. FOR

disorder and post-traumatic stress disorder. The THE PURPOSES OF ANY ALLEGATION

following concerns were identified: THAT THE FACILITY IS NOT IN

a. Review of a PASARR level | assessment SUBSTANTIAL COMPLIANCE WITH

completed on 8/3/23 showed the resident had FEDERAL REQUIREMENTS OF

post-traumatic stress disorder listed as primary PARTICIPATION, THIS RESPONSE AND

psychiatric diagnosis. Further review showed the PLAN OF CORRECTION CONSTITUTES

resident was indicated as categorically THE FACILITY'S ALLEGATION OF

appropriate for "convalescent care after acute COMPLIANCE IN ACCORDANCE WITH

hospital stay, not to exceed 120 days, an SECTION 42 C.F.R. ;,488.18 AND

individual Level Il determination will be required SECTION 7317A OF THE STATE

on the 120th day if client stay will be extended." OPERATIONS MANUAL.

Review of the resident's medical record showed

no evidence a PASARR level Il was completed. CORRECTIVE ACTION FOR THOSE

b. Interview with the DON on 6/11/24 at 4:58 RESIDENTS FOUND TO HAVE BEEN

PM revealed she was unable to find a PASARR AFFECTED BY THE DEFICIENT

level Il assessment for the resident. Interview with PRACTICE:

the DON on 6/12/24 at 9:55 AM revealed social

services were responsible for the completion of

PASARR assessments; however, the facility did Resident #54 no longer resides in the

not have social services staff at that time. Further community.

interview revealed the facility did not have a Facility conducted PASRRs audit to

PASARR policy and the DON indicated the facility ensure proper level of care and quality

would follow CMS requirements. was being provided to residents on
6-14-24 by Admissions Director/ designee
by ensuring each resident had a current
PASRR and no expired PASRR existed in
the facility. Findings of the audit revealed
that there were no residents identified
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without a current PASRR.

Residents who triggered for a significant
change or received a new qualifying
diagnosis for the past 90 days were also
screened on 6-14-24 by Admissions
Director/ designee to ensure that any new
diagnosis which require level 1| PASRR
screening had a new screening completed
as identified.

current residents will be screened to
identify any all diagnosis that require level
Il PASRR screening. Findings will be
documented on audit tool by Admissions
Director/Designee by 7-8-2024.

HOW THE FACILITY IDENTIFIED
OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:

Staff responsible for completing PASRR
changes have been in-serviced by the
Administrator on 6-14-24 on the new
process for monitoring for PASRR
changes. The process to complete
application is as follows: A) Print resident
current existing PASRR notification B)
resident review of face sheet and
diagnosis list. C) review of PASRR
screen for listed diagnosis and condition
list as required for review. D) Resubmittal
of PASRR screen based on current list of
conditions. E) Review of care plan to
ensure person centered care. F) upon
new condition /new qualifying diagnosis
review and resubmittal of PASRR. G)
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Update PASRR audit tool.

Using the new process change, all
identified residents will have a completed
application submitted by 7-8-2024.

MEASURES OR SYSTEMIC CHANGES
MADE TO ENSURE THE DEFICIENT
PRACTICE WILL NOT OCCUR AGAIN:

Distribution of original screen by
admission coordinator from Hospital/
acute setting prior to admission with
diagnosis list review

Review of diagnosis list SW, MDS, and
PASRR screen submittal for any residents
with mental health diagnosis (new
admission or current admissions with new
diagnosis).

PASRR audit will be conducted by SSD or
designee at quarterly care plan meetings
to ensure new diagnosis that meets
PASRR level Il screening requirements
are screened appropriately

HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

Weekly audits will be conducted x4,
monthly x3, and quarterly thereafter to
monitor any activities that would require
PASRR change, ie. Admissions,
readmissions, significant changes and
new dx of mental illness by SSD/designee
Findings of the audit tool will be
addressed immediately through Inservice
training and appropriate staff will submit
applications for PASRR change.
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§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is not met as evidenced
by:

Based on observation, medical record review,
staff interview, and policy and procedure review,
the facility failed to ensure residents received
assistance with activities of daily living for 1 of 4
sample residents (#36) reviewed during dining.
The findings were:

1. Review of the quarterly MDS assessment
dated 3/29/24 showed resident #36 had
short-term memory and long-term memory
impairment and had diagnoses which included
diabetes mellitus, non-Alzheimer's dementia, and
dysphagia. Further review showed the resident
required set-up or clean-up assistance with
eating. Review of the nutrition care plan last
revised on 1/3/24 showed interventions which
included "staff provide cues and encouragement,
physical assistance as needed." The following
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All negative findings identified will be
submitted to the QAPI committee monthly,
by SSD/designee. QAPI Committee will
evaluate and determine the
effectiveness of the plan to ensure
substantial compliance is achieved and
determine if further monitoring and
evaluation is required. The SSD/designee
will be responsible for following up on any
recommendations made by the QAPI
Committee.
F 677 ADL Care Provided for Dependent Residents F 677 7/8/24

PREPARATION AND EXECUTION OF
THIS RESPONSE AND PLAN OF
CORRECTION DOES NOT
CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
OF FEDERAL AND STATE LAW. FOR
THE PURPOSES OF ANY ALLEGATION
THAT THE FACILITY IS NOT IN
SUBSTANTIAL COMPLIANCE WITH
FEDERAL REQUIREMENTS OF
PARTICIPATION, THIS RESPONSE AND
PLAN OF CORRECTION CONSTITUTES
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concerns were identified:

a. Observation in the sunflower dining room
on 6/10/24 beginning at 4:42 PM showed a
dietary staff member was passing meal trays. At
that time, an unidentified resident was attempting
to reposition resident #36 to a table for dinner,
where his/her meal was on the table. Resident
#36 began piling items such as a drink, a napkin,
and silverware on top of his/her plate. The
resident had not consumed any food at that time.
At 4:50 PM resident #36 began banging the table.
Resident #55 and resident #61 attempted to
provide verbal cues for resident #36 to eat his/her
food. At 4:59 PM resident #61 went the table of
resident #36, picked up a glass of fluid, and
attempted to physically assist resident #36 to
drink the fluid from the glass. Continued
observation showed resident #61 picked up the
pizza off resident #36's plate with his/her bare
hands, and attempted to physically assist resident
#36 to eat the pizza. The dietary staff member did
not attempt to intervene. Resident #51 continued
to try and assist resident #36 to eat until 5:05 PM
when the dietary staff member obtained a grilled
cheese sandwich and placed it on the table of
resident #36. No physical assistance or verbal
cues were provided by facility staff. At 5:06 PM
resident #55 stood and walked to the table of
resident #36, obtained a glass of fluid for resident
#36, and attempted to assist resident #36 to drink
the fluid. At 5:12 PM a staff member entered the
dining room and administered medication to
resident #36. No physical assistance or verbal
cues for eating were provided to resident #36 by
the staff member. At 5:15 PM the DON entered
the dining room and sat near the fireplace. The
DON remained in the dining room until 5:22 PM
when she assisted resident #36 out of the dining
room. No physical assistance or verbal cues for
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THE FACILITY'S ALLEGATION OF
COMPLIANCE IN ACCORDANCE WITH
SECTION 42 C.F.R. ;/,488.18 AND
SECTION 7317A OF THE STATE
OPERATIONS MANUAL.

CORRECTIVE ACTION FOR THOSE
RESIDENTS FOUND TO HAVE BEEN
AFFECTED BY THE DEFICIENT
PRACTICE:

Resident #36 was placed in the
appropriate dining room for future meals
on 6-12-2024, and individualized care
plan was updated then to reflect those
changes as well as the need for
assistance to be provided.

Director of Nurses was educated by
Regional Director on 6-12-2024 about
mandating staff to assist in Dining room
and making rounds

Licensed staff were placed in both dining
rooms on 6-12-2024 for each meal, and to
assist as needed and to help re-direct any
residents from assisting with meals and
explain why.

Clinical Services were verbally educated
on 6-12-2024 by the Director of Nurses to
assisting in dining rooms and ensuring
other residents are not assisting with
feeding

Dining Services was verbally educated on
6-12-2024 on intervening if other
residents are assisting with feeding

HOW THE FACILITY IDENTIFIED
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eating were provided to resident #36 by the DON.

2. Interview with the DON on 6/13/24 at 8:48 AM
revealed staff should follow a resident's care plan
for eating assistance. Further interview revealed it
would not be appropriate for other residents to
assist a resident to eat and the facility would not
normally want residents touching another
resident's food or attempting to assist another
resident to eat or drink.

3. Interview with the infection preventionist on
6/13/24 at 11:02 AM revealed staff should not
allow other residents to touch the food of another
resident. She revealed residents' hands may be
dirty and the food does not belong to them.

4. Review of the policy titled "Activities of Daily
Living" provided by the facility on 6/13/24 showed
"...3. Aresident who is unable to carry out
activities of daily living will receive the necessary
services to maintain good nutrition, grooming,
and personal and oral hygiene..."

5. Review of a policy titled "Meal Supervision and
Assistance" provided by the facility on 6/13/24
showed "...2. The facility will develop and
implement an individualized care plan based the
Resident Assessment Instrument (RAI) to
address the resident's needs and goals, and to
monitor the results of the planned interventions
such as adequate supervision during meal
time...15. If the resident refuses to eat, inform the
supervisor...17. Encourage the resident to
participate with his or her meal as much as
possible..."
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OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:

Facility Audit done 6/17/24 on dining
rooms by Unit Manager to ensure that
staff were assigned appropriately, and
residents were eating in appropriate
rooms. A facility-wide review of resident
care plans was conducted to ensure they
were individualized and updated as
needed on 6/ 18/24 by Assistant Director
of Nurses and Unit Manager, and no
further concerns were identified.

MEASURES OR SYSTEMIC CHANGES
MADE TO ENSURE THE DEFICIENT
PRACTICE WILL NOT OCCUR AGAIN:

Education was given to the clinical
Management team by the Executive
Director on 6-17-2024 regarding Licensed
Staff assignments and where postings
could be found.

Don and Assistant Don gave Education to
clinical staff on assignments and where
posting could be found on 6/17/2024

Education was given to Dining Staff on
6-18-2024 by Unit Manager about being
more observant in dining rooms and
helping intervene when appropriate if
seeing other residents helping out.
Education given to clinical staff on
6/18/24 staff by Unit Manager on
importance of following care plans, and
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Posted Nurse Staffing Information
CFR(s): 483.35(g)(1)-(4)

§483.35(g) Nurse Staffing Information.
§483.35(g)(1) Data requirements. The facility
must post the following information on a daily
basis:

(i) Facility name.

(i) The current date.

(iii) The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:

F 677

F 732

providing cues, assisting with feeding
when needed and re-directing other
residents when needed for infection
control purposes.

HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

DON/ designee will round daily x 4 weeks
using audit tool, Don/Designee will be
responsible for reporting to the monthly
Quality Assurance Performance
Improvement (QAPI) Committee a
summary of findings for review and
recommendations for 3 months. QAPI
Committee will evaluate and determine
the effectiveness of the plan to ensure
substantial compliance is achieved and
determine if further monitoring and
evaluation is required. The
Director/Designee will be responsible for
following up on any recommendations
made by the QAPI Committee.

7/8/24
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(A) Registered nurses.

(B) Licensed practical nurses or licensed
vocational nurses (as defined under State law).
(C) Certified nurse aides.

(iv) Resident census.

§483.35(g)(2) Posting requirements.

(i) The facility must post the nurse staffing data
specified in paragraph (g)(1) of this section on a
daily basis at the beginning of each shift.

(ii) Data must be posted as follows:

(A) Clear and readable format.

(B) In a prominent place readily accessible to
residents and visitors.

§483.35(g)(3) Public access to posted nurse
staffing data. The facility must, upon oral or
written request, make nurse staffing data
available to the public for review at a cost not to
exceed the community standard.

§483.35(g)(4) Facility data retention
requirements. The facility must maintain the
posted daily nurse staffing data for a minimum of
18 months, or as required by State law, whichever
is greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff posting review, and
staff interview, the facility failed to provide
accurate data on the daily staff postings for a 2
week look back period. The findings were:

PREPARATION AND EXECUTION OF
THIS RESPONSE AND PLAN OF
CORRECTION DOES NOT
CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF

1. Observation of the posted nurse staffing on
6/10/24 showed the census was 74 and the LPNs
and MA-Cs staffing data was combined on one
line of the posting.

2. Review of the daily staff postings for a 2 week

THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
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look back period from 6/11/24 showed the LPN OF FEDERAL AND STATE LAW. FOR
and MA-Cs staffing data was combined on one THE PURPOSES OF ANY ALLEGATION
line of the postings. THAT THE FACILITY IS NOT IN
SUBSTANTIAL COMPLIANCE WITH
3. Interview with DON on 6/12/24 at 10:02 AM FEDERAL REQUIREMENTS OF
confirmed the daily staff postings did show the PARTICIPATION, THIS RESPONSE AND
LPN/LVNs and MA-Cs were combined together. PLAN OF CORRECTION CONSTITUTES
Further, she stated the LPN's/LVNs and MA-Cs THE FACILITY'S ALLEGATION OF
should have been counted separately. COMPLIANCE IN ACCORDANCE WITH

SECTION 42 C.F.R. ;488.18 AND
SECTION 7317A OF THE STATE
OPERATIONS MANUAL

CORRECTIVE ACTION FOR THOSE
RESIDENTS FOUND TO HAVE BEEN
AFFECTED BY THE DEFICIENT
PRACTICE:

The daily staff posting was revised prior to
end of survey to clearly reflect RN, LPN
medication aides and CNA hours
6-12-2024 by Assistant Director of Nurses

HOW THE FACILITY IDENTIFIED
OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:

Audit completed on 6-12-2024 by Unit
Manager in all areas that staff postings
are visible to ensure they were updated
and clearly reflect accurate data and that
each position was individually posted and
not combined.

MEASURES OR SYSTEMIC CHANGES
MADE TO ENSURE THE DEFICIENT
PRACTICE WILL NOT OCCUR AGAIN:
Education given to Clinical Management
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Label/Store Drugs and Biologicals
CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be

F 732

F 761

team on 6-12-2024 by Executive director
on correct way to do staffing postings to
ensure data is correct and that each
position is written individually and not
combined.

Education given to clinical line staff on
6-12-2024 by Assistant Director of Nurses
on updated staffing postings, where they
are posted.

HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

The DON/ designee will audit the daily
staff posting 2 times a week for one
month, then weekly for one month, then
monthly for one month. The Don/designee
will be responsible for report monthly
Quality Assurance Performance
Improvement (QAPI) Committee a
summary of findings for review and
recommendations for 3 months. QAPI
Committee will evaluate and determine
the effectiveness of the plan to ensure
Substantial compliance is achieved and
determine if further monitoring and
evaluation is required. The Dietary
Manager/Designee will be responsible for
following up on any recommendations
made by the QAPI Committee.

7/8/24
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labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule Il of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, policy and
procedure, and manufactory recommendation
review the facility failed to ensure expired
medication were not available for use in 1 of 3
medication storage units (200 hall medication
cart). The findings were:

1. Observation of the 200-hall medication cart on
6/11/24 at 10:35 AM with RN #1, showed one
insulin Aspart flex pen 100 units per milliliter
(u/ml) and one Basaglar (insulin glargine)
injection 100 u/ml with no expiration dates.

2. Interview with the RN #1 on 6/11/24 at 10:35

PREPARATION AND EXECUTION OF
THIS RESPONSE AND PLAN OF
CORRECTION DOES NOT
CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
OF FEDERAL AND STATE LAW. FOR
THE PURPOSES OF ANY ALLEGATION
THAT THE FACILITY IS NOT IN
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AM confirmed the medication was for resident
use, and revealed the insulin pens were to be
dated when taken out of the refrigerator.

3. Interview with the DON on 6/11/24 at 12:52 PM
revealed it was the facility expectation for staff to
put an open date on the insulin pens. Further, she
stated the nurse informed her the observed pens
were not labeled with an open or expiration date.

4. Review of policy "Medication Administration"
dated 6/7/24 showed "...13. Identify expiration
date. If expired, notify nurse manager..."

5. Review of policy "Insulin Pen" dated 4/16/24
showed "...2. Insulin pens must be clearly labeled
with the resident name, physician name, date
dispensed...and expiration date...9. Insulin pen
should be disposed of after 28 days or according
to manufacturer's recommendation..."

6. Review of "www.mynovoinsulin.com" accessed
on 6/17/24 showed the NovolLog pen was to be
disposed of after 28 days even if there was
insulin left in the pen or vial.

7. Review of "basaglar.lilly.com" accessed on
6/17/14 showed the Basaglar insulin pen was to
be thrown away after 28 days.

SUBSTANTIAL COMPLIANCE WITH
FEDERAL REQUIREMENTS OF
PARTICIPATION, THIS RESPONSE AND
PLAN OF CORRECTION CONSTITUTES
THE FACILITY'S ALLEGATION OF
COMPLIANCE IN ACCORDANCE WITH
SECTION 42 C.F.R. ;/488.18 AND
SECTION 7317A OF THE STATE
OPERATIONS MANUAL.

CORRECTIVE ACTION FOR THOSE
RESIDENTS FOUND TO HAVE BEEN
AFFECTED BY THE DEFICIENT
PRACTICE:

Insulin Aspart Flex Pen and Insulin
Basaglar pen were removed immediately
on 6-11-2024 from 200 hall medication
cart by Unit Manager

RN number #1 was educated by Assistant
Director of nurses on 6-11-2014 to
confirm by visualization that any Insulin
pen has the expiration date on it when
removed from the refrigerator and the
policy to notify nurse manager if it is not.
Also to follow policy and manufacturer
guidance on disposal

HOW THE FACILITY IDENTIFIED
OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:

Each medication cart in the community
was audited on 6-12-2024 by Unit
manager and Assistant Director of Nurses
for undated insulin and no other concerns
were discovered.
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MEASURES OR SYSTEMIC CHANGES
MADE TO ENSURE THE DEFICIENT
PRACTICE WILL NOT OCCUR AGAIN::

The DON/ designee educated all nurses
and medication aides on 6-20-2024 for
compliance regarding appropriately
labeled insulin medications in the
medication carts, notifying charge nurse
when there is a deficient practice and the
policy and manufacturer guidance on
disposal of pens after 28 days even if
there is insulin left.

Education will also be done on this
practice upon hire, annually, return to
work from and as needed that meets this
regulation. Any concerns will be
addressed immediately.

HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

DON/ designee will audit medication
carts weekly x 3 months and will be
responsible for reporting to the monthly
Quality Assurance Performance
Improvement (QAPI) Committee a
summary of
findings review and recommendations for
3 months. QAPI Committee will evaluate
and determine the effectiveness of the
plan to ensure substantial compliance is
achieved and determine if further
monitoring and evaluation is required. The
Director/Designee
will be responsible for following up on any
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§483.60(i) Food safety requirements.
The facility must -

§483.60(i)(1) - Procure food from sources
approved or considered satisfactory by federal,
state or local authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State
and local laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(iii) This provision does not preclude residents
from consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview,
manufacturer's instructions review, facility
cleaning schedule review, facility policy and
procedure review, and 2022 FDA Food Code
review, the facility failed to ensure a sanitary
environment in 1 out of 1 food preparation area
(kitchen). The census was 74. The findings were:

1. Regarding unsanitary items in the kitchen
preparation area:

a. Observation on 6/10/24 at 1:40 PM during
the initial brief tour showed a non-working hand

PREPARATION AND EXECUTION OF
THIS RESPONSE AND PLAN OF
CORRECTION DOES NOT
CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
OF FEDERAL AND STATE LAW. FOR
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recommendations made by the QAPI
Committee.
F 812  Food Procurement,Store/Prepare/Serve-Sanitary F 812 718124
SS=F CFR(s): 483.60(i)(1)(2)
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washing sink in the dishwashing room. The drain THE PURPOSES OF ANY ALLEGATION
pipe was disconnected and lying on the floor THAT THE FACILITY IS NOT IN
under the sink, with the water line still connected, SUBSTANTIAL COMPLIANCE WITH
and the ability to be turned on. Further FEDERAL REQUIREMENTS OF
observation showed a bucket of standing water PARTICIPATION, THIS RESPONSE AND
under the sink to catch the water and two PLAN OF CORRECTION CONSTITUTES
containers of hand sanitizer on the sink. THE FACILITY'S ALLEGATION OF
b. Observation on 6/10/24 at 1:40 PM COMPLIANCE IN ACCORDANCE WITH
showed the floor under the dishwasher was dirty SECTION 42 C.F.R. ;/,488.18 AND
with grime, food particles, and hard water SECTION 7317A OF THE STATE
build-up on the floor and pipes. OPERATIONS MANUAL.
c. Observation on 6/12/24 at 10:07 AM
showed the cleaning schedule was posted on the CORRECTIVE ACTION FOR THOSE
wall in the kitchen with no initials demonstrating RESIDENTS FOUND TO HAVE BEEN
cleaning as of 6/9/24. AFFECTED BY THE DEFICIENT
d. Interview with cook #1 on 6/12/24 at 10:07 PRACTICE:
AM revealed the faucet in the third section of the
3-compartment sink was broken and the hot Hand Sink in dishwashing room, and
water faucet was constantly running. Further drainpipe was repaired, on 6- 12-2024
interview revealed the facility was waiting on the Bucket with standing water under the sink
faucet to be fixed. was removed when sink was repaired and
e. Interview with dietary aide #2 on 6/12/24 at the 2 containers of Hand sanitizer on the
11:10 AM revealed the pipe under the handwash sink were removed on 6-12-2024 by
sink had been broken and the drain under the Dietary Manager
floor would need to be replaced. The floor. And pipes under the
f. Interview with dietary aide #2 on 6/13/24 at dishwasher was cleaned by Dietary
10:50 AM revealed the kitchen cleaning schedule Manager on 6-12-2024
was usually filled out and she was unsure why no Faucet in the 3rd section of the
one had done it so far that month. 3-compartment sink was repaired on
g. Review of the facility policy titled 6-14-2024
"Sanitation Inspection" provided by the facility
administration on 6/13/24 showed "...4. Sanitation Dishwasher was repaired 6- 12-2024
inspections will be conducted in the following during the survey process
manner: a. Daily: Food service staff shall inspect
refrigerators/coolers, freezers, storage area Dietary Manager was in-serviced and
temperatures and dishwasher temperatures daily. educated 6-12-2024 on Kitchen protocol
b. Weekly: The dietary manager shall inspect all by Regional Director of Operations, which
food service areas weekly to ensure the areas included daily rounds, log reviews to
are clean and comply with sanitation and food ensure all equipment is in good working
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service regulations..."

h. According to the 2022 FDA Food Code:
"...5-205.15 System Maintained in Good Repair.
Improper repair or maintenance of any portion of
the plumbing system may result in potential
health hazards such as cross connections,
backflow, or leakage. These conditions may
result in the contamination of food, equipment,
utensils, linens, or single service or single-use
articles. Improper repair or maintenance may
result in the creation of obnoxious odors or
nuisances, and may also adversely affect the
operation of ware washing equipment or other
equipment which depends on sufficient volume
and pressure to perform its intended functions..."

Regarding dishwasher temperature requirements:

2. Observation on 6/10/24 at 1:40 PM showed the
facility used an Ecolab ES-4000 chemical
sanitizing low temperature dishwasher. The
temperature of the water was to be monitored at
breakfast, lunch, and dinner. Review of the
Ecolab dishwasher manufacturer's instructions
showed the minimum temperature of the wash
and rinse water was to be 120 degrees
Fahrenheit (F), with a recommended temperature
of 140 degrees F. Review of the dish room
temperature log showed the temperature of the
wash water should be at 120 degrees, and if not
in range, to let management know. The following
concerns were identified:

a. Observation on 6/12/24 at 10:21 AM
showed dietary aide #1 was washing and
sanitizing dishes in the Ecolab ES4000
dishwasher. Interview at that time revealed the
temperature of the dishwasher water started at
110 degrees F and might get up to 120 degrees F
by the time all the dishes were washed.
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order, and temperature are correct on
Dishwasher, reviewed also manufactures
instructions for Dishwasher and the 2022
FDA Food code on Hot water and
Chemicals. Educated also on the
importance of immediate notification to
Administrator with all deficient practices in
the kitchen.

Maintenance Director was educated on
6-12-2024 by Regional Director of
Operations on reviewing all equipment in
dietary department monthly, also
manufactures instructions for Dishwasher
and the 2022 FDA Food code on Hot
water and Chemicals. Also, education on
immediate notification to administrator
with any and all deficient practices in the
kitchen.

HOW THE FACILITY IDENTIFIED
OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:

100% Audit was done in kitchen during
survey on 6-12-2024, by Dietary Manager
in regard to equipment including sinks and
drains to ensure they were in good
working order, testing of dishwasher to
ensure temperatures were correct,
Inspection of kitchen for cleanliness in
each area. Also an audit was completed
to ensure logs were up to date with
correct information. no other issues were
identified.

MEASURES OR SYSTEMIC CHANGES
MADE TO ENSURE THE DEFICIENT
PRACTICE WILL NOT OCCUR AGAIN:
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b. Observation on 6/13/24 at 10:04 AM
showed dietary aide #2 tested the dishwasher
temperature, obtained a temperature of 115
degrees F after running the dishwasher twice,
and 120 degrees F after the third run of the
dishwasher. Interview with the dietary aide #2 at
that time revealed the facility maintenance staff
and the technician from Ecolab were aware of the
low temperatures.

c. Review of the March 2024 dishwasher
temperature log sheets showed the temperature
of the wash water reached 120 degrees F, 1 out
of 93 opportunities.

d. Review of the May 2024 dishwasher
temperature log sheets showed the temperature
of the wash water reached 120 degrees F, 4 out
of 93 opportunities.

e. Review of the facility dishwasher
temperature policy provided by the facility on
6/12/24 showed "...2. Manufacturer's instructions
shall be followed for machine washing and
sanitizing...4. For low temperature dishwashers
(chemical sanitization): a. The wash
temperatures shall be 120 degrees F... "

f. According to the 2022 FDA Food Code 4-
703.11 Hot Water and Chemical, "...Efficacious
sanitization depends on ware washing being
conducted within certain parameters. Time is a
parameter applicable to both chemical and hot
water sanitization. The time hot water or
chemicals contact utensils or food-contact
surfaces must be sufficient to destroy pathogens
that may remain on surfaces after cleaning. Other
parameters, such as rinse pressure, temperature,
and chemical concentration are used in
combination with time to achieve sanitization.
When surface temperatures of utensils passing
through ware washing machines using hot water
for sanitizing do not reach the required 71°C
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Education was completed on 6-20-2024
for dietary staff, by the Dietary Manager,
in regard to completion of daily rounds,
manufactures instructions, and ensuring
temperatures are correct, and that all
equipment is in good working condition,
logs are accurate.

The Dietary Manager was in-serviced by
the Staff Development
Coordinator/Designee on 6-30-2024 on
utilization of the updated weekly
sanitization audit tool, and daily cleaning
schedule.

The Dietary Manager will in-service all
dietary staff by 7-8-2024 regarding the
daily cleaning schedule and weekly
updated audit tool, as well as
communicate the importance of the
Dietary Manager being notified
immediately of any areas of concern in
the Department so they can be addressed
immediately.

HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

The Dietary Manager/designee will be
responsible for reporting to the monthly
Quality Assurance Performance
Improvement (QAPI) Committee a
summary of findings for review and
recommendations for 3 months. QAPI
Committee will evaluate and determine
the effectiveness of the plan to ensure
Substantial compliance is achieved and
determines if further monitoring and
evaluation is required. The Dietary
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(160°F), it is important to understand the factors
affecting the decreased surface temperature. A
comparison should be made between the
machine manufacturer's operating instructions
and the machine's actual wash and rinse
temperatures and final rinse pressure. The actual
temperatures and rinse pressure should be
consistent with the machine manufacturer's
operating instructions and within limits specified
in §§ 4-501.112 and 4-501.113. If either the
temperature or pressure of the final rinse spray is
higher than the specified upper limit, spray
droplets may disperse and begin to vaporize
resulting in less heat delivery to utensil surfaces.
Temperatures below the specified limit will not
convey the needed heat to surfaces. Pressures
below the specified limit will result in incomplete
coverage of the heat-conveying sanitizing rinse
across utensil surfaces..."

Governing Body

CFR(s): 483.70(d)(1)(2)

§483.70(d) Governing body.

§483.70(d)(1) The facility must have a governing
body, or designated persons functioning as a
governing body, that is legally responsible for
establishing and implementing policies regarding
the management and operation of the facility; and

§483.70(d)(2) The governing body appoints the
administrator who is-

(i) Licensed by the State, where licensing is
required;

(ii) Responsible for management of the facility;
and

(iii) Reports to and is accountable to the
governing body.

This REQUIREMENT is not met as evidenced

F 812

F 837

Manager/Designee will be responsible for
following up on any recommendations
made by the QAPI Committee.

7/8/24
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by:

Based on observation and staff interview, the
facility failed ensure a licensed administrator was
responsible for the management of the facility.
The census was 74. The findings were:

1. Interview with the facility administrator on
6/13/24 at 10:23 AM confirmed she did not live in
the same town the facility was located. She
revealed she communicated with the facility via
email and phone calls and she confirmed she
was unable to work on premise due to be
employed with another agency in the town where
she lived. Further interview confirmed her other
employment requirements prevented her from
being on-site at the facility and she revealed she
had never been to the facility.

2. Observation between 6/10/24 and 6/13/24
showed the identified facility administrator was
not present, on the premises, during the survey.
Further observation throughout the survey
showed the unlicensed administrator in training
occupied the administrator's office and
performing the management functions.

3. Interview with the DON and administrator in
training on 6/10/24 at 1:41 PM revealed the
facility administrator did not work on-site and had
weekly calls with the facility.

4. Interview with the chief operating officer on
6/13/24 at 9:56 AM revealed the previous
administrator went on leave on 5/20/24 and he
was expected to return on 6/24/24 (6 weeks). She
confirmed the current licensed administrator did
not work on-site at the facility and revealed the
she was employed at another agency in the town
where she lived.

PREPARATION AND EXECUTION OF
THIS RESPONSE AND PLAN OF
CORRECTION DOES NOT
CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
OF FEDERAL AND STATE LAW. FOR
THE PURPOSES OF ANY ALLEGATION
THAT THE FACILITY IS NOT IN
SUBSTANTIAL COMPLIANCE WITH
FEDERAL REQUIREMENTS OF
PARTICIPATION, THIS RESPONSE AND
PLAN OF CORRECTION CONSTITUTES
THE FACILITY'S ALLEGATION OF
COMPLIANCE IN ACCORDANCE WITH
SECTION 42 C.F.R. §488.18 AND
SECTION 7317A OF THE STATE
OPERATIONS MANUAL.

CORRECTIVE ACTION FOR THOSE
RESIDENTS FOUND TO HAVE BEEN
AFFECTED BY THE DEFICIENT
PRACTICE:

The facility Governing Body appointed a
qualified full-time licensed administrator
who’s on premises for the management of
the facility.

HOW THE FACILITY IDENTIFIED
OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
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POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:

All residents are at risk of being affected
by this alleged deficiency.

MEASURES OR SYSTEMIC CHANGES
MADE TO ENSURE THE DEFICIENT
PRACTICE WILL NOT OCCUR AGAIN:
On 6/13/2024 the facility’s
Administrator/designee was educated by
the organization’s Governing Body to
ensure that the facility has a qualified
full-time administrator who is on premises
for the management of the facility.

The Governing Body representative will
be responsible for conducting weekly
audits x 4 weeks, then monthly for 2
additional months to ensure compliance.

HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

The Governing Body representative
/designee will be responsible for reporting
to the monthly Quality Assurance
Performance Improvement (QAPI)
Committee a summary of findings for
review and recommendations for three
months. QAPI Committee will evaluate
and determine the effectiveness of the
plan to ensure substantial compliance is
achieved and determine if further
monitoring and evaluation is required.

F 880 | Infection Prevention & Control F 880 7/8/24
SS=E | CFR(s): 483.80(a)(1)(2)(4)(e)(f)

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:LTP811 Facility ID: WY0023 If continuation sheet Page 27 of 36



PRINTED: 07/12/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
535024 B. WING 06/13/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

4305 S POPLAR

CASPER MOUNTAIN REHABILITATION AND CARE CENTER CASPER, WY 82601

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 880 Continued From page 27 F 880

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(ii) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:
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(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.
The facility will conduct an annual review of its

IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and policy
and procedure review, the facility failed to ensure
infection prevention guidelines were followed
during meal service for 1 of 2 dining areas
(sunflower). The findings were:

1. Review of the quarterly MDS assessment
dated 3/29/24 showed resident #36 had
short-term memory and long-term memory
impairment and had diagnoses which included
diabetes mellitus, non-Alzheimer's dementia, and
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PREPARATION AND EXECUTION OF
THIS RESPONSE AND PLAN OF
CORRECTION DOES NOT
CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
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dysphagia. Further review showed the resident OF FEDERAL AND STATE LAW. FOR
required set-up or clean-up assistance with THE PURPOSES OF ANY ALLEGATION
eating. Review of the nutrition care plan last THAT THE FACILITY IS NOT IN
revised on 1/3/24 showed interventions which SUBSTANTIAL COMPLIANCE WITH
included "staff provide cues and encouragement, FEDERAL REQUIREMENTS OF
physical assistance as needed." The following PARTICIPATION, THIS RESPONSE AND
concerns were identified: PLAN OF CORRECTION CONSTITUTES
a. Observation in the sunflower dining room THE FACILITY'S ALLEGATION OF
on 6/10/24 beginning at 4:42 PM showed a COMPLIANCE IN ACCORDANCE WITH
dietary staff member was passing meal trays. At SECTION 42 C.F.R. ;488.18 AND
that time, an unidentified resident was attempting SECTION 7317A OF THE STATE
to reposition resident #36 to a table for dinner, OPERATIONS MANUAL.
where his/her meal was on the table. Resident
#36 began piling items such as a drink, a napkin, CORRECTIVE ACTION FOR THOSE
and silverware on top of his/her plate. The RESIDENTS FOUND TO HAVE BEEN
resident had not consumed any food at that time. AFFECTED BY THE DEFICIENT
At 4:50 PM resident #36 began banging the table. PRACTICE:
Resident #55 and resident #61 attempted to
provide verbal cues for resident #36 to eat his/her Resident #36 was placed in the
food. At 4:59 PM resident #61 went the table of appropriate dining room for future meals
resident #36, picked up a glass of fluid, and on 6-12-2024, and individualized care
attempted to physically assist resident #36 to plan was updated then to reflect those
drink the fluid from the glass. Continued changes as well as the need for
observation showed resident #61 picked up the assistance to be provided.
pizza off resident #36's plate with his/her bare Director of Nurses was educated by
hands, and attempted to physically assist resident Regional Director on 6-12-2024 about
#36 to eat the pizza. The dietary staff member did mandating staff to assist in Dining room,
not attempt to intervene. Resident #51 continued making rounds, and ensuring that
to try and assist resident #36 to eat until 5:05 PM residents were not helping with feeding
when the dietary staff member obtained a grilled due to infection control.
cheese sandwich and placed it on the table of
resident #36. No physical assistance or verbal Licensed staff were placed in both dining
cues were provided by facility staff. At 5:06 PM rooms on 6-12-2024 for each meal, and to
resident #55 stood and walked to the table of assist as needed and to help re-direct any
resident #36, obtained a glass of fluid for resident residents from assisting with meals and
#36, and attempted to assist resident #36 to drink explain why.
the fluid. At 5:12 PM a staff member entered the
dining room and administered medication to Clinical Services were verbally educated
resident #36. No physical assistance or verbal on 6-12-2024 by the Director of Nurses to
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cues for eating were provided to resident #36 by
the staff member. At 5:15 PM the DON entered
the dining room and sat near the fireplace. The
DON remained in the dining room until 5:22 PM
when she assisted resident #36 out of the dining
room. No physical assistance or verbal cues for
eating were provided to resident #36 by the DON.

2. Interview with the DON on 6/13/24 at 8:48 AM
revealed staff should follow a resident's care plan
for eating assistance. Further interview revealed it
would not be appropriate for other residents to
assist a resident to eat and the facility would not
normally want residents touching another
resident's food or attempting to assist another
resident to eat or drink.

3. Interview with the infection preventionist on
6/13/24 at 11:02 AM revealed staff should not
allow other residents to touch the food of another
resident. She revealed residents' hands may be
dirty and the food does not belong to them.

4. Review of the policy titled "Activities of Daily
Living" provided by the facility on 6/13/24 showed
"...3. Aresident who is unable to carry out
activities of daily living will receive the necessary
services to maintain good nutrition, grooming,
and personal and oral hygiene..."
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assisting in dining rooms and ensuring
other residents are not assisting with
feeding

Dining Services was verbally educated on
6-12-2024 on intervening if other
residents are assisting with feeding

HOW THE FACILITY IDENTIFIED
OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:

Facility Audit done 6/17/24 on dining
rooms by Unit Manager to ensure that
staff were assigned appropriately,
residents were eating in appropriate
rooms., and residents were not assisting
with feeding. A facility-wide review of
resident care plans was conducted to
ensure they were individualized and
updated as needed on 6/ 18/24 by
Assistant Director of Nurses and Unit
Manager, and no further concerns were
identified.

MEASURES OR SYSTEMIC CHANGES
MADE TO ENSURE THE DEFICIENT
PRACTICE WILL NOT OCCUR AGAIN:

Education was given to the clinical
Management team by the Executive
Director on 6-17-2024 regarding Licensed
Staff assignments and where postings
could be found.

Infection Control Preventionist gave
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education to Clinical and Dietary staff on
Infection Control and safety measures as
it relates to having residents serving and
helping to feed other residents in the
dining rooms on 6-18-2024

Don and Assistant Don gave Education to
clinical staff on assignments and where
posting could be found on 6/17/2024

Education was given to Dining Staff on
6-18-2024 by Unit Manager about being
more observant in dining rooms and
helping intervene when appropriate if
seeing other residents helping out.
Education given to clinical staff on 6/18/24
staff by Unit Manager on importance of
following care plans, and providing cues,
assisting with feeding when needed and
re-directing other residents when needed
for infection control purposes.

HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

DON/ designee will round daily x 4 weeks
using audit tool, Don/Designee will be
responsible for reporting to the monthly
Quality Assurance Performance
Improvement (QAPI) Committee a
summary of findings for review and
recommendations for 3 months. QAPI
Committee will evaluate and determine
the effectiveness of the plan to ensure
substantial compliance is achieved and
determine if further monitoring and
evaluation is required. The
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§483.90(d)(2) Maintain all mechanical, electrical,
and patient care equipment in safe operating
condition.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and review
of the dishwasher temperature log sheets,
manufacturer's instructions and the 2022 FDA
Food code, the facility failed to ensure essential
equipment was in safe operating condition in 1 of
1 food preparation areas (kitchen). The census
was 74. The findings were:

1. Observation on 6/10/24 at 1:40 PM showed the
facility used an Ecolab ES-4000 chemical
sanitizing low temperature dishwasher. The
temperature of the water was to be monitored at
breakfast, lunch and dinner. Review of the Ecolab
dishwasher manufacturer's instructions showed
the minimum temperature of the wash and rinse
water was to be 120 degrees Fahrenheit (F), with
a recommended temperature of 140 degrees F.
Review of the dish room temperature log shows
that temperature of the wash water should be at
120 degrees F, and if not in range to let
management know. The following concerns were
identified:

a. Observation on 6/12/24 at 10:21 AM
showed dietary aide #1 washing and sanitizing
dishes in the Ecolab ES4000 dishwasher. Dietary
aide #1 revealed the temperature of the
dishwasher water started at 110 degrees F and

PREPARATION AND EXECUTION OF
THIS RESPONSE AND PLAN OF
CORRECTION DOES NOT
CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
OF FEDERAL AND STATE LAW. FOR
THE PURPOSES OF ANY ALLEGATION
THAT THE FACILITY IS NOT IN
SUBSTANTIAL COMPLIANCE WITH
FEDERAL REQUIREMENTS OF
PARTICIPATION, THIS RESPONSE AND
PLAN OF CORRECTION CONSTITUTES
THE FACILITY'S ALLEGATION OF
COMPLIANCE IN ACCORDANCE WITH
SECTION 42 C.F.R. ;/488.18 AND
SECTION 7317A OF THE STATE
OPERATIONS MANUAL.

CORRECTIVE ACTION FOR THOSE
RESIDENTS FOUND TO HAVE BEEN
AFFECTED BY THE DEFICIENT
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Director/Designee will be responsible for
following up on any recommendations
made by the QAPI Committee
F 908  Essential Equipment, Safe Operating Condition F 908 718124
SS=F CFR(s): 483.90(d)(2)
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might get up to 120 degrees F by the time all the PRACTICE:
dishes were washed.

b. Observation on 6/13/24 10:04 AM showed Dishwasher was repaired 6- 12-2024
dietary aide #2 tested dishwasher water during the survey process, and it tested at
temperature, obtaining temperatures of 115 correct temperature.
degrees F after running the dishwasher twice and
120 degrees F after the third run of the Dietary Manager was in-serviced and
dishwasher. educated 6-12-2024 on Kitchen protocol

c. Interview on 6/13/24 at 10:04 AM with by Regional Director of Operations, which
dietary aide #2 revealed facility maintenance and included daily rounds, log reviews to
the technician from Ecolab were aware of the low ensure all equipment is in good working
water temperatures. order, and temperature are correct on

d. Review of the March 2024 dishwasher Dishwasher, reviewed also manufactures
temperature log sheets showed the temperature instructions for Dishwasher and the 2022
of the wash water reached 120 degrees F 1 out of FDA Food code on Hot water and
93 opportunities. Chemicals. Educated also on the

e. Review of the May 2024 dishwasher importance of immediate notification to
temperature log sheets showed the temperature Administrator with all deficient practices in
of the wash water reached 120 degrees F 4 out of the kitchen.

93 opportunities. Maintenance Director was educated on
6-12-2024 by Regional Director of

2. Review of the facility dishwasher temperature Operations on reviewing all equipment in

policy provided by the facility administration on dietary department monthly, also

6/12/24 showed "2. Manufacturer's instructions manufactures instructions for Dishwasher

shall be followed for machine washing and and the 2022 FDA Food code on Hot

sanitizing. 4. For low temperature dishwashers water and Chemicals. Also, education on

(chemical sanitization): a. The wash immediate notification to administrator

temperatures shall be 120 degrees F. " with any and all deficient practices in the
kitchen.

3. According to the 2022 FDA Food code

4-703.11 Hot Water and Chemical, "Efficacious HOW THE FACILITY IDENTIFIED

sanitization depends on ware washing being OTHER RESIDENTS HAVING THE

conducted within certain parameters. Time is a POTENTIAL TO BE AFFECTED BY THE

parameter applicable to both chemical and hot POTENTIAL TO BE AFFECTED BY THE

water sanitization. The time hot water or SAME DEFICIENT PRACTICE:

chemicals contact utensils or food-contact

surfaces must be sufficient to destroy pathogens Audit was done in kitchen during survey

that may remain on surfaces after cleaning. Other on 6-12-2024, by Dietary Manager in

parameters, such as rinse pressure, temperature, regard to equipment testing of dishwasher
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and chemical concentration are used in
combination with time to achieve sanitization.
When surface temperatures of utensils passing
through ware washing machines using hot water
for sanitizing do not reach the required 71°C
(160°F), it is important to understand the factors
affecting the decreased surface temperature. A
comparison should be made between the
machine manufacturer's operating instructions
and the machine's actual wash and rinse
temperatures and final rinse pressure. The actual
temperatures and rinse pressure should be
consistent with the machine manufacturer's
operating instructions and within limits specified
in §§ 4-501.112 and 4-501.113. If either the
temperature or pressure of the final rinse spray is
higher than the specified upper limit, spray
droplets may disperse and begin to vaporize
resulting in less heat delivery to utensil surfaces.
Temperatures below the specified limit will not
convey the needed heat to surfaces. Pressures
below the specified limit will result in incomplete
coverage of the heat-conveying sanitizing rinse
across utensil surfaces."
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to ensure temperatures were correct,
Also an audit was completed to ensure
logs for temperatures were up to date
with correct information. No other issues
were identified.

MEASURES OR SYSTEMIC CHANGES
MADE TO ENSURE THE DEFICIENT
PRACTICE WILL NOT OCCUR AGAIN:

Education was completed on 6-20-2024
for dietary staff, by the Dietary Manager,
in regard to completion of daily rounds,
manufactures instructions, and review of
2022 FDA Food code on Hot Water and
Chemicals to ensure Dishwasher
temperature is correct, and that all
equipment is in good working condition,
logs are accurate.

The Dietary Manager was in-serviced by
the Staff Development
Coordinator/Designee on 6-30-2024 on
utilization of the updated weekly
sanitization audit tool, which includes
testing temperature for dishwasher.

The Dietary Manager will in-service all
dietary staff by 7-8-2024 regarding weekly
updated audit tool, testing of the
dishwasher, ensuring temperature logs
are correct with no missing days, as well
as communicate the importance of the
Dietary Manager being notified
immediately of any areas of concern in
the Department so they can be addressed
immediately.

HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
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SUSTAINED:

The Dietary Manager/designee will be
responsible for reporting to the monthly
Quality Assurance Performance
Improvement (QAPI) Committee a
summary of findings for review and
recommendations for 3 months. QAPI
Committee will evaluate and determine
the effectiveness of the plan to ensure
Substantial compliance is achieved and
determine if further monitoring and
evaluation is required. The Dietary
Manager/Designee will be responsible for
following up on any recommendations
made by the QAPI Committee.
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