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CAA- Care Area Assessment Preparation and/or execution of this plan
CNA- certified nursing assistant of correction does not constitute
DON- director of nursing admission or agreement by the provider of
I.PN- licensed practical nurse the truth of the facis alleged or
MDS- Minfmum Data Set conclusions set forth in the statement of
RN- registered nurse deficiencies. The ptan of correction is
prepared and/or executed solely because
the provisions of federal and state law
require it.
This plan of correction serves as the
facility's allegation of comphance.
F 2411 483.15(a) DIGNITY AND RESPECT OF F 241 212812

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individualty,

This REQUIREMENT is not met as evidenced
by

Based on observation, medical record review
and staff interview, the faciiity failed to ensure the
dignity and respect for 1 of 4 sample residents
(#51) observed during dining. The findings ware:

Review of the 12/22/11 quarterly MDS
assessment for resident #51 showed s/he
needed limited assistance with eating. Further,
the 8/23/11 admission MDS assessient CAA for
ADL functionfrehabilitation potential showed the
resident had a cerebral vascular accident and left
hemiparesis {paralysis). Observation on 1/3/12 at
5:40 PM showed the resident sitting at the dining
room table with a filled water pitcher in the center

F TAG 241 DIGNITY-
CORRECTIVE ACTION:

she arrives to the dining room.

identified.
SYSTEMS MEASURES:

Resident #51 is baeing offered fluids when

1D OF OTHERS: The NHA made
observations of several meals to observe
for residents needing assist with
beverages. No other opportunities were

Staff will be educated by the Staff
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of the table. The resident turned his/her water Development Coordinator (SDC) on or
glass upright, then brought the empty glass to before 2/28/12 regarding dignity and
herther lips, On two occasions, the resident then specifically offering fluids o residents
pounded the emply glass on the table and raised when in the dining room.
the glass over his/her head. During the
observation, the dining room staff and nursing Dietary Manager or designee will perform
staff were assisting other residents and did not 3-6 random observations of dining reom
acknowledge the resident. After 10 minutes (at for offering fluids timely per week for 1
5:50 PM) the resident pulled the tablecloth month,
towards him/her but was still unable to reach the
water pitcher. At 6 PM (20 minutes later), the Meal Monitors will report to NHA any
dining room staff poured water for the resident. dining room observations any findings of
During an interview with the DON on 1/5/12 at 11 non-compliance with timeliness of offering
AM, she acknowledged the 20 minute time frame fluids.
to recognize the resident's gestures for MONITOR: Dietary Manager or desighee
assistance with fluids was too long. will track and trend audits and report
findings to the QA&A committee, The
QAS&A committee will evaluate the
effectiveness of the plan based on trends
identified and implemented additional
interventions as needed to ensure
continued compliance for 3 months.
Date of Compliance:
F 273 | 483.20(d), 483.20(k)(1) DIEVELOR F 279 228112
§5=D | COMPREHENSIVE CARE PLANS
A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.
The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assassmoent.

FORM CMS-2667(02-99) Previous Versions Obsolets

Event ID;YRDTH1

Faellity ID; WYG005

If continuation sheet Page 2 of B




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/5/2012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQC. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUCTION {X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
535025 B WING 01/06/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2700 E 12TH STREET
CHEYENNE HEALTH CARE CENTER GHEYENNE, WY 82001
(X4) ID SUMMARY STATEMENT OF DEFICIENGIL:S D PROVIDER'S PLAN OF GCORRECTION {XE)
PREFIX (EACH DEFIGIENCY 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-279-|-Continued-From-page 2 F279 )
The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).
This REQUIREMENT is not met as evidenced
by:
Based on medical record review and staff F TAG 279
interview, the facility failed to to develop a
comprehensive care plan for 1 of 1 sample CORRECTIVE ACTION:
resident (# 98) who required a care plan for fluid Resident #98 discharged on 12/5/2011.
restriction, The findings were:
ID OF OTHERS: An audit was conducted
Review of the face sheet for resident #98 showed for residents with fluid restriction orders.
s/he had diagnoses including chronic kidney Any found will have care plans updated,
disease and morbid cbesity, Review of the
11/16/11 physician's progress notes showad the SYSTEMS MEASURES:
resident was receiving dialysis for chronic renal RCD/designee fo educate the
failure. According to the 11/16/11 physician's interdisciplinary team on documentation of
admission orders the resident required a 2000 cc all pertinent information on the care plans.
fluid restriction. However, an interview with the
DON on 1/5/12 at 11 AM confirmed the fiuid DON/Designee will review care plans for
restriction was not on the care plan, and needed alt residents on a fluid restriction weekly
to be due to the resident's fiuid restriction. during Care Managerment Risk Review.
DON/designee to conduct random weekly
audits of care plans to ensure all pertinent
information is on the care plan x 4 wesks
and then random audits.
MONITORING: The DON or designee will
track and trend and report findings to the
FORM CME-2567(02-09) Provious Vorslons Obsolste Evant {0; YROTH
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' QAZA committee. The QA&A will evaluate
the effectiveness of the plan based on
trends identified and implement any
additional interventions as needed to
ensure continued compliance for 3
months.
Date of compliance:
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 212812
88=D | HIGHEST WELL BEING
Each resident must receive and the facility must
provide the necessary care and services to attain
or matntain the highest practicable physical,
mental, and psychasocial well-being, in
accordance with the comprehensive assessment
and plan of care.
This REQUIREMENT is not met as evidenced
by:
Based on medical record review and staff F TAG 309
interview, the facility failed to provide the CORRECTIVE ACTION:
necessary care to maintain the highest
practicable level of physical well-being for 1 of 5 Resident #98 was discharged on 12/5/11.
sample residents (#28) who were at risk for
dehydration and 1 of 4 residents (#98) who were Identification of Others:
at risk for respiratory complications. The findings
were; An audit of nursing notes for the last 30
days has been conducted for residents |
Review of the face sheet for resident #98 showed with signs and symptoms of nausea,
s/he was admitted on 11/16/11 with diagnoses vomiting, shortness of breath, respiratory
including chronic kidney disease, morbid obesity distress, to ensure signs and symptoms
and obstructive sleep apnea. Review of the were addressed,
10727111 consultation note from an out-of-state .
hospltal showed the resident had gastric surgery An audit of residents receiving nebulizer
in June 2011, respiratory failure in July 2011, and treatments or orders for nebulizer
a pulmonary embolus in October 2011. Review of treatments has been conducted to
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the 12/56/11 Resident Transfer Form and Change
of Condition form, completed by the facility,
revealed the resident was fransfarred from the
facility to a local hospital (nineteen days after
admission fo the facifity) due to hydration needs,
confusion, lethargy and nausea with vomiting.
The following concems were identlfied regarding
the facility's failure to provide the care the
resident needed during his/her nineteen day stay
at the facility prior to the hospital transfer:

Related to assessment and maonitoring of fluid
intake and oufput:

a, Review of the 11/16/11 physician's
progress notes showed the resident was
receiving dialysis for chronic renal failure. Review
of the medical record showed the 11/16/11
physician admission orders included: a 2000 cc
daily fluid restriction and phenergan 12.5 mg
every 8 hours as needed for nausen. Review of
the Nursing Daily Skilled Summary dated 12/5/11
at 11 AM showed the resident had nausea and "
light brown mucous vomit " with decreased
appetite. Interview with RN #1 on 1/4/12 at 2:50
PM, who had written the nurses hote, revealed
she did not medicate the resident for vomiting on
12/5/11. She stated she did not administer the
phenergan after isolated episodes of vomiting,
only if there was more than one episode of
vomiting. The RN further stated the resident had
periodic episodes of vomiting and decreased
appetlte throughout the fime s/he resided at the
facility. During an interview oh 1/4/12 at 3:25 PM
CNA# stated the resident had episodes of
vomiting and "dry heaves." The CNA did not know
the number of episodes of vomiting. An interview
with physical thetapist#1 on 1/5/12 at 10:25 AM
revealed the resident had complaints of nausea

determine need and usage in the past 30
days.

An audit of residents receiving
Hemodialysis was conducted o review
current plan of care,

An audit was conducied for residents at
hydration risk which includes history of
treatment for dehydration, new conditions
that increase fluld needs for example,
fever, diarrhea, and any recent changes
of condition.

System Measures:

SDE/Designee will provide education to
the nursing staff on or before 2/28/12 to
include administering prn medications
when symptoms exist, documenting
results and effectiveness of pm
medications, hydration risks including
signs and symptoms of dehydration (not
limited to but may nclude fever, sunken
eyes, increased thirst), assessment prior
to and after nebulizer treatments as well
as signs and symptoms of respiratory
distress (not limited to but may include
shortness of breath, adventitious lung
sounds, wheezing, decreased air
exchange or decreased lung sounds,
increased anxiousness),

DON/Designee will compiete weekly
Medication Administration Record Audits
x four weeks then random Medication
Administration Records monthly for three
months. Nurses will be re-educated as
heeded,
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and vomiting during his/her therapy sesslons from
the time of hisfher admission, The therapist The [DT (interdisclplinary Team) will
stated she didnt know the number of times the review residents at risk for hydration
resident complained of nausea and vomiting, but weekly in Care management risk review
did notify the nursing staff of the complaints. {CMRR) meeting to ensure interventions
Review of the November and December 2011 are appropriate. The IDT will review meal
MAR showed it was documented the resident intake percentages, supplements, fortifiad
only received two doses of phenergan during that foods and current diet orders.
time, on 11721711 and 11/22/11.
b. Review of the physician orders dated The IDT will review residents at risk for
12/4/11 at 3:30 PM showed Imodium (for hydration weekly during CMRR andg
diarthea) 4 mg first dose then 2 mg after every determine if Intake and Output (180} is
loose stool was ordered, Review of the MAR with needed as an infervention and noify the
the DON on 1/4/12 at 3 PM showed the physician to obtain an order if warranied.
medication was not documented as given. 1&0O's will be completed as ordered by the
Interview with LPN #1 at that time via telephone physician,
revealed the resident was experiencing diarrhea
stoals, the physician was notified, and the LPN The DON/Designes will ensure
received an order for Imodium. The LPN also communication to staff mermbers on any
stated she gave the first dose as ordered, but changes in interventions related to
was not certain if the medication was effective. hydration status determined by the team.
Further, the LPN stated she was not sure if she
documented the medication was given. Review of The DON/Designee will review the 24
the Nursing Daily Skilled Summary dated 12/4/11 hour report during the morhing business
showed ne documentation related to the amount meeting for any changes in condition,
or frequency of diarrhea, notations of nausea, decreased appetite,
¢. Review of the entire care plan for the and symptoms of respiratory distress to
resident with the DON on 1/5/12 at 11 AM enhsure appropriate interventions are
confirmed there was no intervention that implemented.
addressed hydration/ fluid maintenance, Further
review of the 11/18/11 care plan for hemodialysis The DON/Designee will conduct weekly
showed no information regarding the 2000 ce rounds with the nursing staff to assist with
daily fluid restriction as ordered by the physician, identifying any resident needing early
The DON also confirmed there was no evidence interventions for possible symptoms of
of a comprehensive assessment for hydration. decline.
Interviews with LPN #2 on 1/6/12 at 10:45 AM,
and DON on 1/5/12 at 11 AM revealed the facility
did not have a system for measuring and Monitor:

FORM CiMS-2587(02-99) Pravious Versions Ohsalete Evenl th: YRDTT) Facllily ID; WY0005 If continualion shest Page G of 8




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/05/2012

monitoring the resident's fluid intake and output.

Related to the assessment and monitoring of the
resident’s respiratory status;

a, Review of the admission physiclan orders
dated 11/16/11 for the resident showed oxygen
was o be administered at 2 lifers to keep oxygen
saturations above 90 percent. in addition,
albuteral nebulizer treatments were to be given
every six houwrs as needed for shortness of
breath.

bh. Review of the 2011 November MAR
showed the resident received atbuterol four times
from 11/23/11-11/26/11. Review of the Nursing
Dally Skilled Summary for those dates showed no
rafionale for the use of the medication. The area
for respiratory assessment did not show
documentation the resident was short of braath.
There was no evidence the resident's respiratory
status was assessed before or after the
treatment. According to Smith, Duell and Martin in
"Glinical Nursing Skilis-Basic to Advanced”,
seventh edition, 2008, page 952 "Documentation
for respiratoty prevention and maintenance
measures include pre and post intervention
breath sounds and adventitious sounds.”

¢. An interview with the DON on 1/4/12 at
2:05 PM confirmed the nursing staff was to
assess the respiratory status of the resident and
decument any abnormal findings to include
wheezing, shortness of breath or decreased
breath sounds. Review of the medical record
showed no evidence there was a comprehensive
respiratory assessment completed by the nursing
staff except during the 11/16/11 admission
assessment at which time the lungs were
documented to be clear. On 1/4/12 at 3 PM the
DON attempfted fo locate any additional medical
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DON/Deslignee will track and trend audits
and observations and report findings to
QA & A Committee, The QA& A
Committee will evaluate effectivenass of
the plan based on trends identified and
implement additional interventions as
needed to ensure continued compliance
for 3 months.

Date of Compliance:

FORM CM3-2567(02-99) Pravious Versions Obsolets Event 1D:YRDTH1

Facilly 10: WY0006 if continuation sheet Page 7 of B




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

PRINTED: 03/95/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER;

535025

(X2) MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

C
01/06/2012

NAME OF PROVIDER OR SUPPLIER -
CHEYENNE HEALTH CARE GENTER

STREET ADDRESS, CITY, 8TATE, ZIP CODE
2790 E 12TH STREET

CHEYENNE, WY 82001

{(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFCRMATION)

8] PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH CORRECGTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFIGIENGY)

F 308

Continued From page 7

F.308

records for the resident. She later confirmed
there were no other records for this resident.

d. Review of the 12/6/11 change of condition
dacumentation completed by RN #2 prior to the
resident's transfer to the hospital, showed his/her
oxygen saiuration rate was 84% on 2 liters of
oxygen. Interview with the RN on 1/4/12 at 2:05
PM revealed she did not assess the resident's
lungs to determine if there were decreased breath
sounds or wheezing prior to the hospital transfer,
Review of the hospital admission history and
physical dated 12/5/11 revealed an assessment
of the ungs. The resident had coarse rhonci
(indicates partial airway obstruction) and reduced
breath sounds on the right side. A CAT scan of
the chest showed right lower lobe pneumonia and
empyama {a collection of pus).
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