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: ! o “Preparation and/or execution of this

323 483.26(h) FREE OF ACCIDENT F 323 plan of correction does not constitate

i

$8=£ | HAZARDS/SUPERVISION/DEVIGES

1 i
! The facility must ensure that the resident
ehvironment remains as free of accident hazards

1 a8 is possible; and each resident receives

! adequate supervision and assistance devices to

' prevent accidents, {

i . |

1 1
|
]

' This REQUIREMENT is not met as evidenced
by
! Based on observation, polisy review, staffing ,
' i schedule review, employes personnel file review, -
rand staff interview, the facility failed! to ensure all |
| staff involved in mechanical lift ransfers had the :'
| necessary training and skiils to prevent potentlal |
{ accidents, Twanly-four residents utilized
| mechanical lifls for transfar, The findings were:
! Observation of & sit-lc-stand mechanical lift
~transfer on 6/5/12 at 11:44 AM showed certified
nurse alde (CNA) #1 and CNA#2 transferred
resident #7 from the bed to a wheelchair, When |
_interviewed at the time of the cbservation, CNA |
: #2 explained that by facility policy, two staff were |
{ required for all ransfers. She further stated it J‘
j could be any staff member including a
i housekeeper. Interview with registered nurse
F(RN) #1 on 8/6/12 at 9:20 AM confirmed two staff g
fwere needad for all IIft transfers and that one staff '
i meimbar could be a housekeaper, She explained
| the job of the second person was to remove any
s ftem impeding the transfer and ensure the safely i
1of the transfer as a 'spolter'. Furlher Investigation g
 revealed the following concerns regarding staff
: tralning for fift transfers: i

admission or agreement by the
provider of the truth of the facts
alleged or conclusions sel forth in the
statement of deficiencies. The plan of
correction 18 prepared  and/or
executed solely because it is required
by the provisions of federal and state
law.” )

This plan of correction is the
facility’s  credible  allegation of
compliance.

F323

The facility must ensure that the
resident eavironment remains as free
ol accident hazards as is possible;
and cach resident receives adequate
superyision and assistance devlces to
prevent accidents,

Corrective Action

Upon  identification of the stated
practice, the NHA, DON apd
Department Managers informed stafT,
both individvally and in a formal
meeting, that the procedure of using
non-clinical cemployees to assist
clinical employees with mechanical
transfers is not an acceptable practice
in the facility.

Nursing Aides (NA) are not allowed
o provide resident care without
completion of o “hands-on” skills
competency  checklist  administered
and signed off on by a Registered
Nurse employed by the facility,

Toreso N 4

LABORATORY DIRECTOR'S OR PROMDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

NUA

TITLE

(o/&

q/14

Any deficlency statement ending with an aslerisl:- ") denotes a doficlency whioh the Institution may be axcused
other safequards provide sulflclant protection 1o the patlents, {See mstrustions,) Excep! for
fallowlng the dale of suvay whellr of not a plan of correction is provided. For nursing homes, the above i
days following the dale thase documenls are made available to the facllity, If deficiencies ara ciled, arr app

program paicipation,
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nursing homes,

Irom corredting pruvidh(g it s determined that
the findings slated above are disclosable 90 days
ndings and plans of correction are disclosabie 14
reved plan of coraction Is recuisite to continued
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| direct care staff will be required to attend and
complete training related to resident lifts and
transfers during orientation and then annually
i
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F 323 Continued From page 1 F 323 Identification of Others i
i a When interviewed on 6/6/12 at 9:08 AM, DON and Therapy Rehab Director |
“housekeeper #1 confirmed she had assisted with. identified  all  residents  using
: resident transfers in the past, When asked about mechanical lifts for transfer,
twhen and how she received lraining, she stated
{ she never had any training and had understood Systemic Changes
her responsibillty was to only witness that the lift | Therapy Rehab Director/Designee
was correclly connectad, Further interview i " will educate clinical staff on lift and
: revealed the assistance request came from the | leansfer policy and  procedure,
32?3gaééda?sefgé%dpﬂ;;to?]ufses were aware she ’ Iu‘cl].lding tllle practice of only using ;
b. Interview with the directar of nursing (DON) clinical, trained staff to act as sccond |
on 6/6112 at 4:25 PM confirmed that . person assist on all mechanical Jifi ;
housekeeplng staff could act as & 'spotter, ; ansfors, on or before 7/20/12.
 Further interview revealed that they ¢id not - . _ :
{ receive formal iraining and she confirmed thay Iljerapy _ Rehab Qnrectou-f[)f;s;gnee
i were not instrucled in iifi safety, will continue 1o train new hires on
;G Review of staffing schedules showed that ; proper Nift and transfer policy and |
j hurse aides (NAs) were scheduled for patient [ procedure. ‘
i care, Review of employee filas on 6/7/12 &t 10:41 i
i AM with the human resource manager for NA #F Monitoring 3
Fand NA#H fafled to reveal competency skills The DON/Designee will audit lift |
?1§2$;81?$?gc§b£:2}$71|215d ’g\;gm";‘g]gg? lﬁfr;ee side and transfer training and competence
permit. Interview with the manager atthat tme | ;};ggi.l:[yﬁlfghfgulg izzmgd}tc%&mﬁ ]
¢ confirmed that ne compelencies were avaliable, comnmitice, The QA & A commitice |
! Interview with the DON on 6/7/12 at 3:04 PM T svaliate affantivannce nf |
: revealed the facllily had no documentation to ] Wl'q]lll E::le]i:dt;’n iﬁﬁgvf;‘cﬁ;ifg atll::l '
- determine which resident care items a NA had | par based on frends Identific |
! completed as competent, [ nnp[el&wnt addmonz?l l-])lel venthns fns
' d. Review of tha faility's pollcy tiled, "Lif, looded do eusue continued |
| Transfer, and Repositioning Policy,"copyright compliance for 3 months.
: 2010, noted in bold print, "Facility policy requires j
; two staff members to assist when [ifting with : 20
‘ mechanical devices." The policy states for : fuly 20,
! training, "All managers of direc care staft and the | 2012

i
1
|
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- andfor ag required to re-emphasize the ; ! 'I“3 56 . |
instructions set forth in this policy.,. Training will | The facility must post the follow |
 be completed using onsile training sesslons, and ’ information on a daily basis: |
LDVD or other interactive web-based ; Facility name, Current date, Resident |
i materials...staff will receive traiing with pertinent census, Total number and actual !
| instructions/materials from Iift manufacturers and J hours worked by licensed and |
complete "hands-cn" skiils competency....” unlicensed nursing  staff  directly !
F 3561 483.30(e) POSTED NURSE STAFFING I 356 responsible for resident care per
58=8 | INFCRMATION ! shifts. l
The facitity must post the following informaticn on . _ Corrective Action é
a dallylbasm: ‘ The facility Unit Assistant posted i
i.gfl-:ﬁg”(l:{a’r?;i?gé " : nursing staffing datalnem‘ tllm milil} :
* 0 The total number and the actual hours worked i 0}‘“?““‘?1"".‘?{{05 /B"}?."L viewing. 1_1“3
- by the follawing categories of ficensed and Ln,'t ssistant “519'"33_, updated
- unficensed nursing staff directly responsibie for data, as changes oceur, to ensure
' : resident care per shift : accuracy of data, The Unit Assistant
.. Registered nurses. l kept a copy of data on file. i |
- Licensed practical nurses or licensed : "
fvocational nurses (as defined under State law). Identification of Others
i~ Certified nurse aides. ! A record review was conducted to |
| o Resident census. : determine it any additional staffing |
: data was on file for the past 18- |
The facility must post the nurse staffing data : maonths,
specified above on a dally basis af the beginning ; !
of each shift. Data must be posted as foliows: Systemic Changes
io lClear and. lea?lalbla formg!l. i t The facility Unit Assistant/Designee !
'Ei?esr; daeﬁtrgrgége:isg:ﬁa reaclly accessible to will post nursing staffing data daity :
' near the main entrance for public |
 The facllity must, upon oral or wrltten request, | viewing, The Unit Assistant/ ,’
| make nurse staffing data avaiiable to the public | Designee  will update  dala, as |
tfor review at a cost not to exceed the community | changes oceur, 1o ensure accuracy of :
. standard. data, i
_’ : The facility Unit Assistant/Designee
. The facilly must maintain the posted daily nurse | will keep staffing data available for
: staffing data for a minimum of 18 months, or &s : alleastan |8-month period. !
H H b
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n to demonstrate competency in skills and
: techhiques necessary to care for resitents'
| needs, as Identified through resident
i assessments, and described in the plan of care.

This REQUIREMENT is not met as evidenced
I by: I
. Based on staffing schedule review, employee E
,personn@l file review, and staff intarview, the {
: facility failed to ensure competency and training

competency in skills and techniques
necessary o care for residents’
neecls, as identified through resident
asscssments, and described in the
plan of care,

Corrective Action
The facility completed a competency
checklist, under the supervision of a
registered nurse for all nueses aides
arrently employed.
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F 356 | Continued From page 3 F 356 '];'1111211%11.2\1/% , o audit d
: " . C ’ esignee will audit the
: required by State law, whichever is greater. | stffing data file woekly to ensure
: - data has been retained and that the
! This REQUIREMENT is not met as evidenced data i accurate. The NHA/Designee |
will report findings to the QA & A |
l Based on observation and staff interview, the : committee. The QA&A committec
| | facllity falled to ensure the daily factlity stafiing | will evaluate  effectiveness of the |
! sheels were posted and ratained the for 18 i plan based on trends identified and !
. ! menths. The facility census was 110 residents. . implement additional interventions as
! The findings were: : © needed to  enswrc  continued
: compliance for 3 months. :
: Observation on 6/5/12 and 6/6/12 failed to reveal
» postings of the dally facility staffing. Interview with |
- the director of nursing {DON) on 6/6/12 at 3:34 July 20,
g PM and observation with her at that time I 2012
| confirmed the dally staffing was not posted. Al
! daily staffing sheets were then requested, On
1 6/6/12 at 3:49 PM the DON stated the dally
. posting was now up but that no postings had :
| been done since 6/7/12, Interviaw on 6/6/12 at :
| 4:25 PM revealed the DON was unable to find -‘
| any other dally postings prior to the 5/7/12 i
: posting. ’
F 498 { 483.75(f) NURSE AIDE DEMONSTRATE F 498 498
38=0 ! COMPETENCY/CARE NEEDRS o .
: The facility must ensure that nurse
: The facility must ensure that nurse aides are able aides are able to demonstale
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- for 2 of 3 nurse aides (NA#F, NA M), The faciity '

- census was 110. The findings were;

Review of staffing schedules showed that nurse
aides {NAs) were scheduled for patient care,

i Review of employee personnel files on 6/7/12 at
10:41 AM with the human resource manager for
NA #tF and NA#H failed to reveal competency

| skills assessments, Each had a temporary nurse
aide parmft. Interview with the human resource
manager at that time confirmed that no
competencies wera avallable, nferview with the
1 DON on 67112 at 3:04 PM confirmed the faciity
: had no documentalion to defermine which

i resident care items a NA had completed as

| competent,

| According to the Wyoming Board of Nursing
1 {(BON) rules (Chapter 2., Section 9. Temporary
t Permits, (f) Graduate Temporary Permit for
! Nursing Assistants/Nursa Aldes.), "(I) The
» candidate, who successiully complates a state
| . approved Nursing Assistant Training and
| Competency Evaluation Program (NATCEP) may
: be eligible fo receive a temporary permit to
| practice as a graduate nursing assistant/nurae
| aide while awaiting competency testing and
1 certification....(G) A graduate nursing
| assistantnurse aide holding a graduate Nursing
| Assistant tempmary permit shall practice only
-Under the supervision of a licensed nurse,
- Bupervislon shall be defined as " the immediate
. physical availability of an advanced praclice
i registered nurse or reglstered professional nurse
| for the purpose of providing assistance,
i coordination and evaluation of the pra(,uce of

L another " as found in Chapter 1, Section 6 (lxxix), |

- {H) Agraduale nursing assistant/nurse side

i
1

i

!

dentification of Others
An employee record review was | '
conducted by the Homan Resources |
Coordinator to identify any Nurse
Aldes working in the facility,

Systemic Changes
The DON/Designee will ensure that
curtent  Nurse  Aides  have
successTully completed a competency
checklist before providing vesident |
care, The DON/Designee will also |
ensure that new hire Nurse Aldes witl |
successfully complete a competency I
cheeklist before providing care to |
;

residents.

\'
Mountoring |
The DON/MDesignee will audit the |
employee  files of norse  aides

monthly, and within one weok of |
new hire, to ensure the successful |
completion of a  competency
checklist. The DON/Designee will
report findings to the QA & A
commitiee. The QA&A committee
will evaluate effectiveness of the
plan based on trends identified and
impiement additional interventions as
needed  to  ensure  continued
compliance for 3 months.

July 20,
- 2012
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' holding & graduate Nursing Assistant temporary f i
| permmit shall be held to the eslablished Standards . '
1 of Nursing Assistani/Nurse Alde Practice. Any
I'hiring facility shall be responsible for verifying _
| individual competency as it refates to individual :
! staff assignments,” ‘ :
| i
|
.
| - ”
i
i !
l | |
| | |
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