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F 000 INITIAL COMMENTS F OO0 L eution ol . 7182012
: I| Preparation and/or execution of the respense an
; { rrechi ; issi
. plan of correction does not constitute admission or
i The fO”DWIﬂQ common abbreviations are used i, agreement by the provider of the truth of the facts
3 throughout this document: alleg(.ed or conclusions set forth i'.l tlu-e statement of
| deficiencies, The plan of correction is prepared
: » ) . and/or exccuted solely because the provisions of .
| CiNA- Certified Nurse Ajde federal and state law require it. For the purpose of :
DON- Director of Nursing i any allegation that the facility is not in substantial :
| MDS- Minimum Data Set H compliance with federal requirements of '
! participation, this response and plan of correction |
i . constitutes the facility’s allegation of compliance. !
i Less commonly used abbreviations will be ’ E
| annotated In each deficiency. R |
F 241 ' | e Facility must promote care for residents in a
2... 1 ) ?SS'L?E?E’)’EIEIGT&J{IW AND RESPECT OF F 241 { manner and in an environment that maintaing or
552 | ' enhances each resident’s dignity and respect in full
! . i recognition of his or her identity,
! The facility must promote care for residents ina ! | Coreective Acti
: manner and in an environment that maintains or e
| Resident # 6 is assisted with shaving daily and
enhances .ElECP‘I resident's di'gnl‘ty_ andlrespect I clothing is monitored for soiling and vesident is
 full recagnition of his or her individuality. assisted with clean clothing as needed throughout
: the day.
i
i . . ) ID of Others;
i Thlis REQUIREMENT is not met as evidenced ; An audit of vesident’s requiring extensive assistance
E by, with dressing and hygicne needs will be conducted .
- Based on observation, medical record review, | to determine those that are at risk. !
and Staff and farily ihterview; the facility falled to——— T Y e ———— i
S " —y System Mea :
—ensye-1 ef5%m9|&resIfﬁﬁﬁtﬂ'r(#@'}waﬁfgfeemadﬁil*Stnffwilkbe*educate(lfb)rtheﬁta FBevelopment :
“in @ manner to promote dignity. The findings Coordinator (SDC) on or before July 18, 2012
 were: . reparding dignity and respect to include timely
; i | replacement of soiled clothing and hygiene needs.
: R 1 DON er Designee will round facility 5-7 times per
i d
: Medical record review showed a 21'! 6/12 quarterly | week to view dignity and care of residents weekly
; MOS assessm(?nt that_ revesled resident #6 i| for four weels then randomly monthly for three
| needed extensive assistance with dressing and | months.
| hyglene. interview on 6/6/12 at 12:05 PM with the ' Monitor:
| resid'ent‘s spouse reveaiad that when the resident ; ] D:,':ﬂ"lf,;,md by way of audits conducted fo be
f was mdependent, the resident's routine was to : | reviewed and analyzed for patterns and trends and
! shave svery morning. The followlng concerns i reported monthly to the facility QAA committee by
; g g ! ¥
| wers noted: i D!:'lectml‘ of Nl:rsinf%mesignee. The QAA committes
. , i will evaluate the effectivencss of the plan based on
a, ODSSNHtI.Oﬂ on 6/6121 2 at 10:35 AM , ' trends ideniified and implemented additional
! revealed the re$|dr:ent was in a whealchair in the 1 interventions as needed to ensure continued
| hallway working with the occupational theraplst. - | complinee monthly for three months,
| K
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE
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Any deﬂc-Ency stalement@»g with an astorisk (*) denotes a deficiency which the institution may be excused frorm correcting providing it is determined that

ather & udvds provida ient protection to the patients. (See instructions.) Except far nursing homes, the findings stated above are disclosable 90 days
followin _edata of survey whether or not a plan of correction Is provided. For nursing hemes, the above findings and plans of correction are disclosable 14
days following the date these decuments are made avallable to the facillty. If deficlancies ava cited, an appraved plan of correction is requisite to continued
program particlpation,
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F 241" Continued From page 1 LOF241,
- The resident was wearing sweat pants with dried ;
, food on them and was unshaven. ; E
b, Further ohservation that day showed the i
resident remained unshaven and was wearing the |
soiled sweat pants at 12:06 PM while in the dining
room with hisfher spouse for lunch. Interview with :
the_resident's spouse af that time confirmed the Date of Compliance 8012
resident had on sciled clothes and was ; | pas :
unshaven. Th@ Spﬂuse Stated th@ rﬁs‘idenfs ' The facility must provide medically- related social !
clothes pﬂ)bﬂbly wouldn't be Ghal‘lgﬁd unless the | services to atfain or maintain the higilhest . ‘
\ . i practicable physical, tal and psy 1 well-
resident was wet. The spouse further | being of each resident.
commented, "[Sthe] looks pretty scruffy” # o
. ap 1 Corrective Action:
Continued obiservation thr(}ughout the day until 5 . Resident #3° care plan to address s/sx of depression
i i i : as placed in chart on 6/7/2012, On 6/7/12
PM confirmed‘the remdgnt remained unshaven - e s o et # 3 siss of
and was wearing the soiled sweat pants. ’ depression. On 6/7/12 facility obtained an order for
3 . : ervi ith hol : POA contacted
o clnleviewon 6/7/12.at 10:30AMWIIthe T | e o depression Facllty |~ - -
— DONTevealed the expectation was that residents | was denied permission fo from POA toshtain
were Sha\fﬁd on theii‘ ShOWer days (t,wice a Week) psychological services for resident #3.
and in betwaeen if they needed It Interview on .| Dot Others, e of rsident
. . n andit has been completed of resident’s
6’?”2 at 1 30 PM with CNA #2 re\f@aled displaying s/sx of depr(:ssion a5 evidence by the
residents’ ¢lothes were to be kept clean. | PHQ2 score.
F 250 483.15(g)(1) PROVISION OF MEDICALLY F 250, | Systom Measures
aa o i RCD or design il duet an in- i ith
§8=D RELATED SOCIAL SERVICE : Sncialoéélweicgta f)ﬁi!r‘:cto‘lr'os:ln&lgoi:‘_::il“;'a::\l;iv(:ls‘x:slistallt
! on or before 7/18/2012 regarding resident showing
Hi : H { fsx of d i d pr follow-up to ensure
The faC"EW mUSt prOWdle m?dlca"yrrelated Sﬁmai | :):;cllas:é)if\?:::‘:(ll::rcpl::il:l‘;rm(;t.o]"'{ve:ip:le::tz \frlill be
services to attain or maintain the hlghest i assessed on admit, quarierly, anmually, and with
practicable physical, mental, and psychosocial | ot vy resdents wih s uf depressin
1 wel[—being of each resident. i wiI‘l 'In)edﬁ;rtllrer a]sscssetd and thsicsian n;usl family
i ! notificd for further interventions. Social Services
H ) notes will be reviewed randomly on a monthly basis
; ) to ensure adequate documentation is provided for
: resident's psychosocial needs.
L'Thi ' i ! Monitoring:
: Th‘ls REQUIREMENT Is not met as evidenced ; D(gﬁf;)ig;gnce will track and trend the results of
| by i chart reviews and infervicws and veport findings to
! i i i | the QAA ittee monthly. The QAA ikt
‘ .Baso,d on deICE“ rec{l)rd review and Sta,ﬁ : wli'I:l ev:llu:‘:(]a“t]l‘::a e?l?ectivl;nL:s of It‘:m plnn‘:E:;::ll nf]e
lﬂtﬁr\’lew. the facllity failzd to pI‘OVIde social ; trends i(lrl:ntiﬁed and implement additional )
- service interventions for 1 of 1 sample resident | Eeiomen semihiy X3 months, hen renssss e |
(#3) identified with & social service need. The i need fflil' continued monitoring based on
findings were: i compliance. 1
' ' l
. i H
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F 250 Continued From page 2 F 250
Review of the medical record for resident #3 :
" showed sihe had diagnoses which included senile 3
delusions, dementia, and depression, Review of 5
the 6/16/12 admission MDS assessment showed -
the rasident was coded for depression. Review of | Date of Compliance s
-2 5131112 nurses note showad the resident T 280 .
“refuses cares, rEfUSGS meals1 aﬂd refuses The resident has the right unless adjudged -
: meds," In additi(}n‘ the reSideht made Qta'{emems ; incompetent or otherwise found to be incapacitated
: ; . M under the lnws of the State, to participate §
i {o staff th'at‘in(;lu‘jed : Lf“}a\)'e me alone|" and “| JU$t plmn:lingec:l":si;: tn::tmzrlct :3 (l:)]::;:gc:egi}:lecl:re and
want o die.”" The following concerns were noted; treatment.
a. R.E‘Vi@W of the care plan showed ; A comprehensive care plan must be developed
depressmn was not ad dregsed_ i within 7hday§ after the cor:lpletinn of the
" " comprehensive assessment; prepar
b lnter\{lew with thﬁ? uhit manager on 6/6/12 interdisciplinary ten:1, thatli)llzll:::ieesdtll:::tl;emling
at 4 FjM Ver[ﬂed the fammy had nOt addressed the ' physncmn,.a registered nurse within responsibility
. for the resident and other appropriate staff in
] f@smen[ s dap[’essmn dis:l:iplines as determined by the resident’s needs
7—0_';\16 e da e | —andHfo-the-extént-of practicable; the participation-of —
view of the medicaf record showed the — e reident, reidents Tl o e rsklent’ og
physmlan had not been n0t|f"ed Goncermng the : rcp'rcsentnlive; and perio'(lically reviewed and
| resident's negative statements until after the | xevised by a team of qualified persons after ench
' ) surveyor interviewed the unit manager on 8/6/12, Corrective Act
arrective Acnon:
f On 677112 the ph}’SiG[an orcerad a consult witha | Tesident#3’s Care plan has been revised to inclnde '
COﬂSUﬂIng p?&?CthOgy gl’OUp ! : s‘tntustof :lep;:(ﬁsionlns‘well as interventions and '
; acceptance of those in tions. :
d RCVEG,:W Of the SOCIE} SEWICGS ' Res_iilent #3's (;EII'E pls:lrl‘::: l;‘:::s reyised {o include
documentation showed the resident’s depresslon o mation me oy straion
was not addressed until 6/7/12, when social ' D ot Ol ¥
. - . of Ot :
services staff contac_tgd the power of attomey_ : An sudlit of resident’s medical record with sfsx of
concerning the phqulan's arder for Consuitauon i (Iep;essin:ll mulI or I;X of depression will be
; condncted to identify other ¥
- with a psychology group. : pan o depression and inerventions i n piace
F EBO | 483 20( )(3) 483 10("(){ ) RIGHT TO F 280 n andit of resident’s medical record with oxymen
" ¢ . . ! and or respirat tat liti ill
8=D | PARTICIPATE PLANNING CARE-REVISE CP - | eomdnetedt ety ofhers 0 naure tht n care
: R : pinn for Respiratory Status and interventions is in
i ) H place,
i The resident has the right, unless adjudged Sotem M
. ystem Measure:
!ﬂﬁompe.tﬁnt or otherwise found to he ! DON/ Designee to educate interdisciplinary team on
Incapacitated under the laws of the State, to docmmentation of sl pertineat informafion ca tho
) N X . are plans on or N i
pafﬂmpate n plﬁnnlng care and treatment or . : condlllct random \:czll:y andifs ﬂfc(:ﬁjll:)l:::sgl:fe “
Ghanges in care and treatment, : : ensure all pertinent information is on the care plan
i : x 4 weeks and then random audits,
. A comprehensive care plan must be developed
! !
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within 7 days after the completion of the
comprehensive assessmant; prapared by an
interdisciplinary team, that inciudes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in

- disciplines as determined by the residen{'s needs,

s and, to the extent practicable, the participation of -

| the resident, the resident's famlly or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
egch assessment.
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: The DON/Desi ill revi he 24 hour
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for changes in condition, for example symptoms of
Depression and changes in orders for example,
Oxypen to ensure a plan of care is in place to
address the changes.

Monitor:

Data obtained by way of andits will be reviewed and
analyzed for patterns and trends and reporfed
monthly to the facility’s QA& A commiitee by
Director of Nursing/ Designee. The QA& A
committee will evaluate the effectiveness of the plan
based on trends identified and implement
additional interventions as needed to ensure
continued compliance monthly for three months,

This REQUIREMENT {5 not met as-evidenced—!

bv. :
Based on medical record review and staff

: interview, the faciity failed to ensure a care plan

1 was developed for 1 of 6 sampile residents (#3) .

; The findings were.

1. Review of the 5/16/12 admission MDS
assessment showed resident #3 was coded for
depression, Review of a 5/31/12 nurses note
showed the resident "refusos cares, refuses
meals, and refuses meds." In addlition, the [
 resident made statements to staff that included |
" gave me alone," and “f just want to die." Review’

of the care plan showed the facility failed to
inifiate a plan to address the resident's
: dapression. Interview with the unit manager on
1 6/6/12 at 4 PM verified the facility failed to initiate

a plan of ¢are to address the resident's
depression.

2. Review of the physician's orders for resident #3
shawed a 5/11712 order for oxygen as needed to

FORM CMS-2667(02-99) Previous Varsions Qbsolets Evenl 12: RESW11

Facllity IDr WYDO0$ If continuation sheet Page 4 of 6

A\

el

AN



DEPARTMENT OF HEALTH ANE HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:: 06/21/2012
FORN APPROVED
OME NOC. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

535025

{X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
COMPLETED
A BULDING
B, WING ©
| 06107/2012

NAME OF PROVIDER OR SUPPLIER

CHEYENNE HEALTH CARE CENTER

STREET ADDRESS, GITY, STATE, ZIP CODE
2100 E 12TH STRERT
CHEYENNE, WY 82001

and oral hygiene.

by

gg=p - DEPENDENT RESIDENTS

" Atesident who is unable to carry out activities of
daily fiving receives the necessary services to
“maintaln good nutrition, grooming, and perscnal

This REQUIREMENT iz not mat as evidenced

Based on medival recard review, observation,
and staff interview, the facility falled to ensure the
staff provided appropriate care to 1 of & sample
residents (#6) who needed assistance with
personal care, The findings were:

1 Medical record review for resident #6 revealed a

| quarterly MDS assessment with an assassment
reference date of 2/6/12. The assessment
showed the resident was incentinent of bowel and -

L]

XD SUMMARY STATEMENT O DEFICIENCIES D _PROVIDER'S PLAN OF CORRECTION (8,
PREFIX (EACH DEFICIENCY MUST 8F PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC tDENTIF YING INFORMATION) TAG CROSS-REFER’:SE&%%%&%E APPROPRIATE DATE
Date of Complianee
7/18/2012
{280 Continued From page 4 F280 | m12 ,
. . . . A resident who is unable to carry out activities of
 keep hisfher axygen saturation abova elghty-eight daily living receives the necessary services to
' percent, Review of the 5/11/12 nurses’ notes and oral bygiene, e perona
“ showed the resident had an oxygen saturation of Cortective Actions
gighty-four percent and required supplemental SDC provided re-education fo C.N.A’s
. i1 H r - d‘ rovidi ) . of 1 re |
oxygen at that time. Review of the residents incontincat residents fo resident #6 on 61772012,
nurses' notes showed the resident had an oxygen
saturation of above ninety parcent each day after A ot ofsosident’s requiring extensive
the 5}1 1”2 CI(;}G]IEHEB. RE&Vi@W of the care plaﬂ :li)ssisfn:ce Wilth t](;'essingl :m(ll hygicne needs w.ill
Showed {he facimy fa”ed tc’ il‘liﬁate a p|8n to e conducted to determine thosc that are at risk..
: address the resident's required oxygen saturation System Measure: .
| PN - . SDC will provide re-education on or before ]
: mOnltO“ng and oxygen administration as needad. GAS2H2 to the C.N.A,'s regarding proper "(/ ]‘v/j P ,
' H H : Ti fori tinent residents inchudi "
mt&?F.VIeW W]th th@ un,lt man&[lgef on 6!6“2 ﬁt4 PM }'::eatsntti:ltone]:dc (:(l: l;:t:;estr(:i:l :lrll: ;)':'f);llerfr:r%anner J
varified the faﬂlllty failed to inltiata 4 pian of care to wipe/clean residents.
to addr_ess th@ fes!dam'g requ!rement fOl' Oxygen Randome weekly audits of pericare will be
saturation monltorlng and OXYQEH administration 'completle(l I(le the sd?'dcsignec to ensure pericare
a8 needed. ; is completed corrvectly.
E9i7 483 Zb{ﬂ}l\d’} O CARE PROVIDED FDR f F 31 All-newly-hired-€NAs will-be-educatedon

perieare during orientafion by ihe
SDC/MDesignee.

Unit Manager/Designee will randemly observe
pericare of resident’s on a weelly basis x4, then
monthly x2, then quarterly.

Meonitor:

The DON or designee will track and trend
results of the pericare andits and report findings
to QAA committee monthly, the QAA committee
will evaluate the effectiveness of the plan bascd
on trends identificd and implement additional
inferventions as needed to ensure continued
complisnce monthly x3 months then reassess the
need for eontinued monitoring based on
compliance,
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F 312 Continued From page § F 312
bladder and needed extensive assistance with '
personal hygiene, The following concerns were
noted.
a. Ohservation on 6/6/12 at 11:30 AM showed
CNA#4 and CNA#3 transferred the resident from
a whealchair into bed. CNA#3 stated the
resident's incontinent brief was wet, Continued
ohservation showed CNA#S cleaned the
resident's lower abdormen and anterior perineal
areg with a back and forth, sida to side motion.
She did this several times without changing the
area of the wipe being used. ,
b. Observation on 6/7/12 at 810 AM showed -
CNA#4 was assisting the resident with morning
. care. The CNA confirmed the resident's

incontinent Hrief was wet, Again, {he CNAUsed &

back and forth, side to side motion to clean the
resident's anterior perineal area. Also, the CNA
placed & dry incontinent brief on the resident
withou! cleaning the resident's lower abdomen,
thighs or buttocks,
¢. Interview on 6/7/12 at 1130 AM with the

. DON confirmed incontinence care included

: cleaning the lower abdomen, perineal area, upper
thighs, and buttocks wiping from front to hack.
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