DEPARTMENT OF HEALTH AND HUMAN SERVICES (ke \\ €% WY Dapt of Healkh FORM APPROVED

Hoed) %ﬁ( RECEIVED PRINTED: 02/14/2013
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA 2y MULTIPLE constrruUSTIoNy 2013 (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUI INCHQN., 1L
B, WIN G d Ll C
535025 oy Ve 01/31/2013
1 LA M0 T i 2
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE Ns)

2700 E 12TH STREET
CHEYENNE, WY 82001

N D

CHEYENNE HEALTH CARE CENTER

(X4} D SUMMARY STATEMENT OF DEFIGIENCIES I PROVIDER'S PLAN OF GORREGTION (*5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR 1.8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE.
DEFICIENCY)

respense and plan of correction do not

The following common abbrevigtions are used constitute admission of agreement by

throughout this document: the provider of the truth of the facts
alleged or conclusions set forth in the

CNA- Certifled Nurse Aide statement of deficiencies. The plan of

EPOI\I;{I.E: gﬁggﬁ I?’I'g:lii?;rllgl\iurse correction is prepared and/or executed

MDS- Minimum Data Set solely because the provisions of federal

RN-Registered Nurse and state law require it.

CAA-Care Area Assessment Tag 164- It is the intention of the facility to

provide the resident with personal privacy

Less commonly used abbreviations will be includes accomodations, medical treatment,

annotated in each deficlency,

F 1684 48310(@), 48375([){4) PERSONAL E 164 written and telephone commetnications,
§s=D | PRIVACY/CONFIDENTIALITY OF RECORDS personal care, visitis, and of family and
resident groups.
The resident has the right io personal privacy and Corrective Action: Education
confidentiality of his or her personal and clinical With CNA and Therapist on the Right to
records. . . ,
Privacy and on providing privacy for
Personal privacy Includes accommodations, residents during care on or before
medical treatment, written and telephene compliance date.
communications, personal care, visits, and ID of Others: Observations from Ambas

meetings of family and rasident groups, but this

doss not require the facllity to provide a private sadors/designee on providing privacy

room for each resident, during cares completed on or before
compliance date.

Except as provided in paragraph {&)(3) of this System/Measure:

section, the resident may approve or refuse the SDC /designee will provide Education to

release of personal and clinical records tc any

individual qutside the facility. facility staff on providing privacy to

residents during cares. Drape and dress
The resident's right to refuse release of perseonal resident appropriately. Use a close door,

and clinical records does not apply when the drawn curtain or both to shield resident
res[dent is transferred to ano_ther he_alth care during all personal care and treatment
institution; or record release is required by 'aw.

procedures,

The facility must keep confidential all information

LABORATQRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

Y Reaisma. N H-A- | &/075//3

other sgteguards proyidg/sufficient protection to the patients, (See Instructions.) Except for nursing homas, the findings stated above are disclosable 90 days
following the date of stivey whether or not a plan of corection Is provided. For nursing hores, the above findings and plans of corraction are disclosable 14
days following the date these doouments are made available to the faclity. if deficlencies are cited, an approved plan of correction fs requisite te continued

program partlcipation. :
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The resident has the right to privacy In written
communications, including the right to send and
promptly receive mail that is unopened.

This REQUIREMENT is not met as evidenced

by

interviews of family/ residents to see if
they are receiving mail timely.
System/Measures:

NHA/designee will provide Education to
Activities and facilities Managers on Duty|
on delivering mail on Saturday on or
before compliance date.
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F 164 | Continued From page 1 F 164 Rsimdom ot.Jservations of staff providing
contained In the resident's records, regardless of privacy during cares by Ambassadors
the form or storage methods, except when weekly x4 than a random audit monthly
release is required by transfer to another X2.
healthcare Institution; law; third party payment Activities Director/designee will review
contract; or the resident. any concerns regarding privacy during
monthly resident council x 3months.
This REQUIREMENT is not met as evidenced Monitoring:
hy: _ ( The NHA/Designee will track and trend
fBaiT)igdfOiT gl?[sewatlcin smj staff mter\g%\:’éitnheed observations to determine patterns based
acllity failed to ensure privacy was m : :
during personal care for 1 of 156 sample residents oha ?bsewat'on,s and de_term'ne the
(#32). The findings were; effectiveness of interventions. The
results of this review will be shared with
Observation on 1/28/13 at 3:20 PM showed the QAP! committee,
resident #32 was assisted to his/her room for Tag 170
incontinence care. The resident was assisted to it is the intention of the facility to i
bed where his/her clothing and incontinence brief ' : ! y 1o provice
were removed, At 3:28 PM, therapist #1 enterad the resident with the right to privacy in
the resident's room and left the door to the room written communications, including the
wide open to the hallway. The resident was right to send and receive mail that is
unclothed from the waist down, visible to any unopened.
person who might pass by his/her room. Interview c tive Action:
with CNA #1 who was providing perineal care at orrective Action: _
the time revealed she should have covered the As of February 2, 2013 mail has been
resident with a sheet to maintain the resident's delivered to residents on Saturday.
privacy. 0 PRIVAGY £ 170 iD of Others.
F 170 | 483.10()(1) RIGHT TO PRIVACY - Activities Director will do Random
ss=E | SEND/RECEIVE UNOPENED MAIL
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A facility must make a comprehensive
assessment of a resident's needs, using the
rasident assessment instrument (RAI) spacified
by the State, The assessment must include at
least the following:

Identification and demographic information;
Customary routine;

Cognitive patterns;

Communication;

Vigion;

Mood and behavior patterns;

Psychosocial well-being;

Physical functicning and structural problems;

Tag 272- It is the intention of the facility to
conduct initially and pericdically a
comprehensive, accurate, standardized,
reproducible assessment of each
residents functional capacity.

Corrective Action:

Admission Assessment for resident # 26

© was completed on or before date of

compliance,

0¢4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
‘TAG REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 170 | Continued From page 2 F 170 Activities Director/designee will track
Based on resident and staff Interviews, the residents weekly who receive mail on
facility failed to deliver Saturday's mall to Saturdays x 4 than random x 2 month
residents within twenty-four hours of delivery, The o y. ] , onins.
resident census was 90 at the time of the survey. Activity Director/designee will announce
The findings were: in monthly resident council that mail is
During a confidential interview on 1/29/13 at 2:30 delivered on Saturdays as long as the
PM, nine residents revealsd they did not receive post office delivers.
mail on weekends and they would like to have Monitoring:
their mail delivered. Interview with the receptionist '
on 1/29/13 at 4:30 PM revealad that on Saturday, The Activities/Designee will track and
the mailman placed the mail in a locked mailbox trend audits to determine patterns based
in the front lobby. The Saturday mall was then _ mine patiems base
delivered to residents the following Monday. on reviews and determine the effective
ungeor;if\m withlftihg;,sj acti.\lfities dir?(écolr: on 1(;’3:)!13 at ness of interventions. The resulis of this
; verified mail was not delivered to . . ,
residents or? Saturday or Sunday. review will be shared with the QA&A
F 272 | 483.20(b){1) COMPREBENSIVE F 272} Committee monthly x3.
§8=0 | ASSESSMENTS QA&A committee will evaluate the
The facility must conduct initlally and periodically effectiveness of this plan and will
a compr&?henswe. accurate, standardllzed implement additional interventions, as
reproducible assessment of each resident's _ ]
functional capacity. needed, to ensure continued compliance
Date of Compliance: 03/1213
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Continence;

Disease diagnosis and health conditions;

Dental and nutritional status;

Skin condltions;

Activity pursuit;

Medications;

Special treatments and procedures;

Discharge potential;

Documentation of summary information regarding
the additional assessment performed on the care
areas triggered by the complation of the Minlmum
Data Set (MDS); and

Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced
by:
Based on medical record review and staff
interview, the facility failed to perform a
comprehensive assessment for 1 of 18 sample
residents (#28). The findings were.

Resident #26 was admitted to the facility on
17313 with diagnoses including chronic
obstructive pulmonary disease, chronic
respiratory failure, and aftercare for a traumatic
hip fracture. Review of the medical record
showed there was no MDS assessment
completed for this resident. During an interview
with unit manager #1 on 1/30/13 at 11:45 AM, she
verified this resident did not have an admission
MDS assessment completed. She further said the
facility had been having difficulty with staff

ID of Others: An audit was completed on
or before date of compliance of the [ast
30 days to identify admission
comprehensive assessments that have
not been done.

System/Measures : Admission assess
ments will be completed promptly upon
MDS Coordinator will be hired and
trained according to the RAl manual on
compietion of Admission assessments
{Chapter 2 page 2-15). The interview
process has begun and will continue
until the appropriate candidate is hired.
MDS support staff will assist with
completion of comprehensive
assessments and the RCMC(Regional
Care Management Coordinator) will
review completion timeliness with the
IDT on or before date of compliance.
An updated MDS schedule will be
provided to the IDT on a weekly basis to
review and provide any schedule
changes.

The NHA/designee will review the MDS
calenctar daily Monday thru Friday with
the IDT to determine if assessments
have been completed.

Monitoring; Data obtained by way of
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there is no significant change in the resident's
physical or mental condition. {For purposes of
this section, "readmission” means a return to the
facillty following a tempcrary absence for
hospitalization or for therapeutic leave.)

This REQUIREMENT is nct met as evidenced
by:

Based on medical record review and staff
interview, the facility fafled to ensure the
admission MDS assessment was completed
within 14 days as required for 3 of 18 sample
resldents (#12, #27, #32). The findings were:

1. Review of the medical record for resident #27
showed s/he was admitted to the facility on
12M12H2. Review of the admission MDS
assessment showed it was not completed until
1/15/13, 34 days after admission.

2. Raview of the medical recaord for resident #32
showed s/he was admitted to the fagllity on
12/16M12. Review of the admission MDS
assessment showed it was not completed until
1/24/13, 39 days after admission,

3. Review of the medical record showed resident
#12 was admitted on 9/20/12. Review of the

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
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)
review will be reviewed and analyzed for
F 272 | Continued From page 4 F 272| patterns and trends and reported month
turnover in the MDS department which had ly to the facility QAPI committee by NHA
resulted in assessments not being completed In a /designee. The QAPI committee will
timely manner. evaluate effectiveness of the plan based
F 273 | 483.20(b}{2)() COMPREHENSIVE F273 ) i -
8S=D | AGSESSMENT 14 DAYS AFTER ADMIT on frends identified and implement
additional interventions as needed to
A facility must conduct & comprehensive ensure continued compliance monthly
assessment of a resident within 14 calendar days for three months.
after admission, excluding readmissions In which Date of Compliance: 03/12/13

Tag 273-It is the intention of the facility
to conduct a comprehensive
assessment of a resident within 14
calendar days after admission.
Corrective Action: Resident #12's
Admission MDS was completed on
3M1/13.

Resident #27's Admission MDS was
completed on 3/11/13.

Resident #32’s Admission MDS was
completed on 3/11/13.

ID of Others: An audit was completed
on or before date of compliance of the
last 30 days to determine the number of
Admission assessments completed
untimely. Those residents were review
ed to determine if a Significant Change
Status Assessment (SCSA) was
indicated.

System Measures: Admission assess
ments will be completed promptly upon
admission no later then day 14 (Z05008
) as well as the CAA’s (V0200B2).
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A new MDS Coordinator will be hired
F 273 | Continued From page 5 F 273 | and trained according to the RAI manual
admis:jsion MDSlaSSBSSH]??{éqOWBd g‘ was " on completion of Admission assess
gg&?ssﬁ)icomp eted on 2, 50 days after ments (Chapter 2 page 2-15). The
) interview process has begun and will
4. Interview with unit manager #1 on 1/30/13 at continue until the appropriate candidate
11:65 AM revealed the facility had been having is hired.
problems with keeping the MD8 position filled MDS support staff will assist with
since February 2012 and as a rasult, the MDS | t.pp : .
assessments were not up to date. completion of comprehensive assess
F 276 | 483.20(c) QUARTERLY ASSESSMENT AT F 276 | Ments and the RCMC will review
s5=0 | LEAST EVERY 3 MONTHS completion timeliness with the IDT on or

A facility must assess a resident using the
quarierly review instrument specified by the State
and approved by CMS nat less frequently than
once every 3 months,

This REQUIREMENT is not met as evidenced
by,
Based on medical record review and staff
interview, the facility failed to ensure a quarterly
MDS assessment was completed every 92 days
for 4 of 18 sample residents (#40, #57, #85, #33).
The findings were:

1. Review of the MDS assessments for resident
#40 showed s/he had an initiai MDS assessment
completed on 6/6/12, According to the MDS
assessment schedule, a quarterly MDS
assessment wag due by 9/2/12. However, the
assessment was not completed until 9/26/12 (24
days late). The next quarterly was due by
12/27/12. This quarterly was completed on
1121713 (25 days late).

2. Review of the admission MDS assessment for
resident #93 showed s/he had a significant

before date of compliance utilizing
Chapter 2 of the RAl Manual.

An updated MDS schedule will be
provide to the IDT on a weekly basis to
review and provided any schedule
changes.

The NHA/designee will review the MDS
calendar daily Monday thru Friday with
the IDT to determine if assessments
have been completed.

Any SCSA's identified will be scheduled
on or before date of compliance in
order for the |DT to review thoroughly
and complete accurately.

Monitor: Data obtained by way of
review will be reviewed and analyzed
for patterns and trends and reported
monthly to the facility QAP committee
by NHA/designea. The QAPI
committee will evaluate effectiveness
of the plan hased on trends identified
and implement additional interventions
as needed to ensure continued
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F 276 | Continued From page 6 F 976 ([:)or:\pli?réce mlc.)nthly'for three months.
change MDS assessment completed on 3/5/12. ate o ornp 'an_ce' , o 03112113
Review of the entire medical record and Tag 276-Ht is the intention of the facility
discussion with unit manager #1 on 1/30/13 at to assess a resident using the quarterly
11:55 AM verlfied no MDS asse?sments were review instrument Speciﬂed by the
completed since 3/5/12, According to the MDS State and approved by CMS not less
assessment schedule, a quarterly assessment ; tiv th 3 h
should have been completed by 8/5/12 and requently than once every 5 monins.
another quarterly assessment by 12/6/12, Corrective Action: An quaterly MDS
Assessment was completed for resident
3. Review of the MDS asgess.ment for resident #40 on 1/21/13.
#85 showed sfthe had a signlficant change
assessment completed 2/24/12, No further ]
assessments were completed between 2/24/12 An appropriate MDS Assessment
and 1/30/13, 341 days. Quarterly MDS (SCSA) has been scheduled for
assessments were due in May 2012, August resident #57 with an ARD of 3/7/13
2012, and November 2012. An appropriate MDS Assessment has
4. Resident #57 was admitted to the facilty on been scheduled for resident #85 with an
9/10/10, The most current MDS quarterly ARD of 3/1/13. .
assessment was dated 9/28/12. No quarterly Corrective Action: Resident #33 was a
MDS assessment was provided for December, closed record review.
2012, The qua”t?fll’ aisg‘ssme”t was 34 days ID of Others: An audit was completed
past due at the time of this survey. on or before date of compliance of the
5, Interview with unit manager #1 on 1/30/13 at last 90 days to determine the number of
11:55 AM ravealed the facility had been having quarterly assessments incomplete or
problems with keeping the MDS position filled completed untimely. Those residents
since February 2012 and as a result, the MDS were reviewed to determine if a
assessments were not up to date. Significant Change Status Assess t
F 279 | 483.20(d), 483.20(k)(1} DEVELOP Faro| °M hang men
ss=p | COMPREMENSIVE CARE PLANS {SCSA}) was indicated or a quarterly
assessment scheduled.
A facility must use the FGSL.IHZS of the asses|sment System Measures: Quarterly assess
to develrc])p, rgavievif anelf ravise the resident's ments will be completed based on the
comprenensive pian of care. ARD (A2300) and completion (Z05008)
The facility must develop a comprehensive care of the most recent Admission or Annual
plan for each resident that includes measurable
FORM CMS-2687(02-99) Previous Varsiohs Obsolste Event 10: 369411 Fecility 1D: WY0005 if continuation sheet Page 7 of 26
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SUMMARY STATEMENT QF DEFICIENCIES

objectives and timetables to meat a resident's

medical, nursing, and mental and psychosocia!
needs that are identified in the comprehensive
assessment,

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 weli-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 undar
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT s not met as evidanced
by

Based on medical record review and staff
interview, the facility falled to develop a care plan
for 2 of 18 sample residents (#27, #50). The
fincdings were:

1. Review of the medical record for resident #50
showed s/he was admitted on 11/6/12 with
diagnoses of hypertension, chronic obstructive
pulmonary disease, and past hip fracture. Further
review of the medical record showed no plan of
care was developed for the entire 62 days the
resident was in the facility. The resident was
discharged on 1/31/13 without a care plan.
Interview with unit manager #2 on 1/30/13 at
10:45 AM verified there was no comprehensive
care plan developed for this resident.

2. Review of the medical record for resident #27
showed s/he was admitted on 12/12/12 with
diagnoses including diahetes. Review of the

(X4) ID o PROVIDER'S PLAN OF GORREGTION (XB)
BREFX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TC THE APPROPRIATE DATE
DEFICIENCY)
assessment. If a resident does not have
F 279 | Confinued From page 7 F 279

a SCSA (Significant change in status)

a minimum of three quarterly
assessments will be completed each 12
month pericd. The ARD will be schedule
within 92 days of the previous OBRA
assessment.

Quarterly assessments will be completed
no later then 14 days after the ARD.

A new MDS Coordinator will be hired and
trained according to the RA} manual on
completion of Admission assessments
{Chapter 2 page 2-25 — 2-26).

The interview process has begun and will
continue until the appropriate

candidate is hired.

MDS support staff wilf assist with
completion of quaterly assessments and
the RCMC will review completion
timeliness with the IDT utilizing Chapter 2
of the RAI Manual.

An updated MDS schedule will be pro
vide to the IDT on a weekly basis to re-
view and provide any schedule changes.
The NHA /designee will review the MDS
calendar daily Monday thru Friday with
the IDT to determine if assessments have
been completed.

Any quarterly assessments identified will
be scheduled on or before date of
compliance in order for the IDT to review
thoroughly and complete accurately.
Monitor: Data obtained by way of review
will be reviewed and analyzed for
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The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, medical record review
and staff interview the facility failed to follow
physician's orders for 2 of 18 residents (#44,
#57). The findings were:

1. Resident #57 was admiited to the facility on
9/10/10 with dlagnoses including dementia,
incontinence of urine and feces, and
osteoporosis. A physician’s order dated 8/3/12

Y '
636025 8 WING 01/21)2013 9
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
2700 E 12TH STREET
CHEYENNE HEALTH CARE CENTER CHEYENNE, WY 82001
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES It PROVIDER'S PLAN OF CORRECTION X6}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY}
patterns and trends and reported
F 279 | Continued From page 8 F 278 monthly to the facility QAPI committee by
12/12/12 admission nursing assessment showed NHA/designee. The QAPI committee
the resident had no pressure ulcers upon will evaluate effectiv. ft
admission. Review of the 1/15/13 admission MDS ot o s Koo he pl'a” t
assessment showed the resident was at risk for ased on rends ldentiied and implemen
skin breakdown. Review of the 1/2/13 nursing additional interventions as needed to
notes timed at 12 noon showed there was a ensure continued compliance monthly
blister on the resident's left hesl. The wound care for three months.
team a_ssesged the pressure ulcer on 172/13 and Date of Compliance: 03/12/13
determined it was a stage || pressure ulcer, The Tag 279-1t is the intention of the facility t
pressure ulcer measured 2.5 by 8.0 centimeters. ag 279-ltIs the Intention of the facility to
Review of the medical record showed the develop a comprehensive care plan for
residant was identified as at risk for pressure each resident. The care plan must
ulcer de\fek)pment upon admission, Howe\fer. describe the services that are to be
review of the care plan showed specific furnished to attain or maintain the
Interventions were not developed until after the ) ) _ ,
pressure ulcer was identified, Interview with the residents highest prac{'cable phy_su:al,
wound care nurse/DON on 1/31/13 at 11:35 AM mental, and psychosocial well-being.
verified a care plan for prevention of pregsurg Corrective Action: Discharge of resident
ulcers with specific Interventions should been #50 on 1/31/13.
developed upon admission. -
d :
I 281 | 483,20(K)(3)(i) SERVICES PROVIDED MEET Fog|'@Of O_Lherts Ac'; a_‘t‘td'; ‘;""Lb‘?l_‘:"mp'et‘*d
§8=D PROFESSIONAL STANDARDS on resigents admitied 1o 1aciity for month

of February 2013 to ensure
comprehensive care plans are completed
onh or before date of compliance,
Systems Measures: RCMC/designee will
provide education to the IDT on or hefore
date of compliance on providing compre
hensive care plans timely upon admission,
DON/designee will complete a audit of
newly admitted residents to ensure care
plans are implemented timely.
Monitoring: The DON/Designee

will track and trend audits and determine
patterns based on a review of
Comprehensive care plans of new admits
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dd i i f
F 281 | Continued From page 9 F 281 ?n eter mine the effecuvenesfs © .
. interventions. The results of this review
showed the resident was supposed to receive 90 ill be shared with the QAP G i
ec (cubic centimeters) of a house supplement will be shared with the ~ommites
{nulritional supplement) twice a day between monthly. QAPI committee will evaluate
meals and the amount consumed to be recorded. the effectivenass of this plan and will
The f(gm"‘i/'”g c?%cem;gzmt 'geé}%f;?gth 1 implement additional interventions, as
a, Review of the ate roug . .
1/9/13 showed the resident received a house needed, to ens:ure C?ntmued compliance
supplement twice a day between meals. The Date of Compliance: 03/12/13
amount consumed was not recorded. Tag 281-1t is the intention of the facility to
b. Interview with unit manager #1 on 1/31/13 provide services that meet professional
Supplement he rosident conbumed Ws standards of qualry.
supposed to be recorded on the MAR. Unit Corrective Action :House supplements
manager #1 verified the amount of the nutritional has been recorded by percentage on #57
supplement the resident consumed had not been on 3/1/13. Clarification of Albuterol order
recorded on the MAR. for resident #44 was obtained on
¢. Interview with the dietitian on 1/31/13 at 2123113
8:50 AM revealed nurses were supposed to - )
record the amount of house supplement the Id of Others: Audit was completed by
resident consumed on the MAR. The distitian nursing on or before date of compli-
said the house supplement had been increased ance to ensure current residents on
ba%sed oh the amoupt the rBS'de'n‘t consumed House Supplements are being doc-
while, at the same time, she verified the amount umented by percentage consumed. An
of supplement consumed was not recorded, di .
d. Interview with the DON on 1/31/13 at 11:20 audit was completed by Nursing on or
AM revealed the resident was supposed to before date of compliance for
raceive a nutritional supplement twice daily. The residents currently on Albuterol Nebs
EON fu;tlr;ﬁr raveale? Si’ht?] eXp?Ci:tt‘ed nlursm‘q staff to ensure orders are written correctly.
o record the amount of the nutritiona , .
supplement the resident consumed on the MAR System Measures: SDC/ designee to
as per the physiclan's order. provide Education to licensed nursing
staff the importance of recording house
2. Review of the medical record for resident #44 supplements and clarifying Albuterol
s?bOTeﬁ Ionuﬁﬂtngzoghaifpgy? i?r%?sor:?ﬁrniﬂligrams orders for accuracy.
| atbuterol sulfate 0. b 2. :
per milliliter) per nebulizer for shortness of breath Monday thru Friday telophone orders
every 1 hour PRN, On 10/1/12 an additional order will be reviewed for new Albuterol and
was written that showed the sama medication
FORM CMS-2507(02-09) Provious Versions Obsolete Event 10y 360411 Faclity 1D; WYD00S If continuation sheet Page 10 of 26
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as is possible; and each resident receives
adequate superviston and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, medical record review,
and staff interview, the facility failed to ensure
effective supervision and {nterventions were In
place to prevent falls for 2 of 18 sample residents
(#90, #93). The facility's failure to provide timely
assessments and consistent intervention resulted
in harm for resident #93. Ths findings were:

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORRECGTION {X6)
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 281 | Continued From page 10 F 281 :A"a”nS: ZL::/%I:QG:;Z 33’":’::2';'?\/': d’?'t ;
was ordered every 4 hours PRN, Both PRN .g. . 9 cation
orders, every 1 hour PRN and every 4 hours Administration Record to Ensure House
PRN, remained as active orders on the MAR from supplements are recorded with
Qctober 2012 through January 2013, Interview percentage and Albutercl orders are
with ;l_ﬂit {ﬂanagﬁg 1#;'2'1\'?”? éhjoﬁgﬂ 39;§|0dphmef]t transcribed accurately weekly x 4 then
coordinator on at 8 erffied having .
the two different orders remain active at the same rand‘om_au.dlt X2 m'onths. ,
time was confusing for staff. They further said the Monitoring: The Unit Manager/ Designee
order should have been clarified with the will track and trend audits and determine
physician. patterns based on a review of Medication
Administration Record, and determine
3. According to the Wyoming Nursing Practice ) . .
Act of July 2005 and the Administrative Rules and the effectlve:ness’of 'nt?rvent'ons' Thg
Regulations of November 2003, page 3-6, results of this review will be shared with
nursing must function under the direction of a the QAPI Committee monthly x 3. QAP
llcensed physician. committee will evaluate the effectiveness
F 323 | 483.25(h) FREE OF ACClDEN\T}; . F323|  of this plan and implement additional
$8=G | HAZARDS/SUPERVISION/DEVICES interventions, as needed, {0 ensure
The facility must ensure that the resident continued compliance.
environment remains as froe of accident hazards Date of Compliance: 03/12/13

F323-lt is the intention of the facility to
ensure that the resident environment
remains as free of accident hazards as is
possible and each resident receives
adequate supervision and assistance
devices to prevent accidents.

Corrective Action:

Resident #93 was a closed record review
Resident #90 was reassessed for fall risk
and care plan updated with current fall
prevention interventions in place. Inter-
ventions include night light, low bed with
mat, tabs alarms on hed and wheel chair|
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1. Review of the 3/6/12 significant change MDS
assessment {most recent assessment) for
resident #93 showed s/he had a fall since
admission, Review of the fall risk evaluation
performed on 3/27/12 and again on 5/20/12
showed the resident scored 20 (a total score of
10 or above represents high fall risk). The
following concerns with fall management were
identified:

a. Review of the medical record showed
inconsistent Information In regard to the resident's
transfer and mobillity capabllity and the extent of
assistance the resident required. The following
inconsistencies with assistance requirements
were Identified.

i. Revlew of the 3/5/12 significant change
MDS assessment showed the resident required
limited assistance of one staff for mobility.

ii. Review of the 5/20/12 resident transfer
evaluation showed the resident required a
mechanical lift for transfers,

iil. Review of the undated resident care
cardex worksheet showed the resiient required
stand by assistance whan ambulating secondary
to balance problems. Review of the 3/6/12 care
plan showed the resident required stand by
asgsistance for transfers most of the time.

iv. Review of the 3/5/12 care plan for falls
showed the resident was on the falling star
program and interventions included encouraging
the resident to ask for assistance, provide
wheelchair assistance as needed, and offer to
toilet fraquently.

v. Interview with the DON on 1/31/13 at
11:35 AM verlfied the inconsistencies and said
she thought the resident was "mostly
independent" in mobility.

b. Review of the physician's notes dated

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. provided high back wheel chair, scooped
F 323 | Continued From page 11 F 323 "

mattress, medication adjustments or labs
were drawn recently, The Care Cardex
was updated and staff were reminded of
this importance of following the plan of
care.

ldentification of Others:

The IDT will complete an audit by 3/4/13
for residents who have had falls during
the month of January 2013 to determine
whether appropriate interventions are in
place to prevent future falls, DT will
complete an audit by 3/4/13 of the
medical record of current residents to
ensure fall risk assessments are up to
date. Discrepancies will be corrected.
Systemic Measures;

Residents with falls will be assessed by a
licensed nurse for injury, MD and family
will be notified of the fail and a post fall
review started. The licensed nurse will
communicate the fall via the 24-hour
report. The IDT will review resident falls
within 24-72 hours at the morming IDT
meeting to determine the root cause of
the fall. Once a root cause is identified,
the IDT will modify the plan of care and
treatment approach to minimize fufure
falls. The resident care specialist Cardex
will be updated to reflect the plan of care.
Residents will be assessed for fall risk
upon admission, quarterly, annually, and
with significant change using the fall risk
assessment and care plans in place for

FORM CMS-2567(02-99) Previous Varsions Obsoleto Evenl 113, 269411
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F 323 | Gontinued From page 12 F 323 residents at r.|sk for fa-lls. Residents Wlt.h
0/27112 showed the resident had dizziness, actual falls will be reviewed weekly during
falling, difficulty with ADL's {activities of daily the At-Risk Review Meeting to ensure

living), and gait disturbances, Review of the

10/25/12 physician's hotes showed the resident residents with falls have appropriate inter

had increased fatigue, restlessness, a slower ventions and treatments to minimize
gait, and continued difficulty with ADL's. Review future falls.

of the 10/27/12 nursing notes timed at 1:50 AM .

showed the resident was weak, was stumbling, IDT wiil be educated by the Regional
and required hands on assistance with a gait belt Clinical Director on the post fall review

for transfer and ambulation rather than the usual
standby assistance or supervision, Review of the
physician's notes dated 12/18/12 showed the based on trends, and the importance of
resident continued to have gait disturbances and
falls, weakness, ataxia {lack of coordination of

process, how to determine root cause

implementing interventions/care plans for

movements), dizziness, generalized pain, residents with falls that mitigate the poss-
involuntary movements, lightheadedness, ibility of future falls. Education will be
numbnass, tinnitus (ringing in the ears), vertigo _

and visual disturbances. Review of the 1/1/13 done on or before the date of compliance.
nUrSIng I‘lotes t,med at 9 PM Showed the FBSIdent Licensed nurses W|” be re_eduGated on

x:?e ;/(?;‘%tm;sc}?ady - The following concerns the above fall system by the

i. Review of the medical record showed SDC/Designee on or before the date of
ne evidence the resident was re-assessed for

safety in regard to mobllity after it was noted by compliance.

the physician that the resident began having Monitoring:

dizziness, gait disturbances, and falls in The DON/Desi ilt track and trend
September 2012. The most recent MDS © esignee Wit fraccand tren
assessment was completed in March 2042 and falls and repeat falls, determine patterns
the most recent fall assessment was in May based on a review fall risk assessments,
2012,

Il. Review of the current care plan and and determine the effectiveness of inter-

resident care cardex showed no evidence it had ventions. The results of this review will be
been updated to reflact the resident's decline, as

noted by the physiclan. The most recent care shared with the QARI Committee monthly.

plan for falls was dated 3/6/12, six months prior o QAPI committee will evaluate the effect-
the physlcian's notation of the resident's decline. .  this bl -

il. Review of the 1/2/13 post-fall review 'veness of this plan and will Implement
showed the resident was walking unassisted, fell additional interventions, as needed, to

FORM CMS-2667(02-00) Previous Versions Cbsolete Event ID: 3689411 Facllity 1I2: WY0005 If continuation shest Page 13 of 26
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after tripping over another resident's wheelchair,
and broke his/her hip,

Interview with DON on 1/31/13 at 11:35 AM
revealed the resldent subsequently died at the
hospital,

2. Review of the the medical record showed
resident #90 was admitted 8/12/12 with
diagnoses Including mental retardation, senile
dementia, arthritis, and depression, The resident
was identified as beihg at high risk for falls on the
8/19/12 initial MDS and on the subsequent
1118712 quarterly assessment. Both
agsgssments showed the resident required one
person assist for transfersfambulation, had
impaired decision making ability, and had
Impaired short and long term memory. Review of
the fall risk evaluations dated 9/8/12, 12/7M12,
1/8/13, and 1/24/13 showed the resldent had a
high risk for falls with scores of 16-23 (total score
of 10 or above represents high risk), Review of
the medical record showed the resident had 14
falls betwean 10/3/12 and 1/14/13. The following
concerns were |dentified;

a. On 1073112 at 1:30 AM the resident
was found on the floor near the bed after staff
heard the bed alarm. The resident stated s/he
was trying to get to the wheelchair, Review of the
recommendations from the post-fall evaluation
dated 10/15/12 Included the following: continue
the falling star program, continue to keep alarms
on the bed and wheelchair, have the resident
wear non-skid socks in bed, and ensure the night
light in the bathroom was turmed on at bedtime.
Further review of the medical record showed on
10/3M12 at 3:25 AM the staff again responded to
the bed alarm and withessed the resident falling
to the floor. The resident was observed by staff to

ensure continued compliance.

F323| Date of Compliance:

03/12/13

FORM CMS-2567(02-09) Previous Versions Qbeolste Event 10: 369411
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"bump [histher] head on dresser.” Raview of the
1/21/13 care plan showed no evidence leaving
the night light on at night was included in the care
plan.

b. On 10/23/12 at 10:45 AM the resident
was found on the bathroom floor. The wheelchair
alarm did not sound but the resident did puil the
emergency call light. Review of the post-fall
evaluation dated 10/24/12 showed the following
recommendations: continue to keap the alarm on
the wheelchair and make sure it was gitached
and working, and to continue the falling star
program. Review of the medical record reveaied
no evidence staff checkad the alarm on the
wheelchair to determine why it did not alarm at
that time,

c. On 10/24/12 at 11:30 PM the resident
was found on the floor by the bed "meassing with
the pressure atarm box to [his/her] wheelchair."
Review of the post-fall evaluation dated 10/26/12
showed no evidence earlier recommendations
had been Implemented such as wearing non-skid
socks while in bed or whether the bed alarm was
functioning propetrly. One new intervention was
recommendad which was to place a fall mat next
to the resident's bed. Review of the 1/21/13 care
plan showed this recommendation was not added
to the care plan as an intervention,

d. On 10/28/12 at 7:45 AM the resident
was observed skeeping in his/her wheelchair at
the nurses' desk and "jerked self awake, pitched
out of we [wheelchair]." Review of the 10/20/12
post-fall evaluation showed the only new
recommendation was to assist the resident to bed
when s/he “falls asleep" in the wheelchair.
Review of the 1/21/13 care pian showed this
intervention was not added.

a, On 12/13/12 at 9:45 PM the resident

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUBPLIERICLIA (%2) MULTIPLE GONSTRUGTION {X3) DATE SURVEY
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was found on the floor next to the bed. Review of
the post fall evaluation dated 12/14/12 showed no
evidence the resident was agssessed to defermine
if the recommended interventions had been
implementsd to possibly prevent this fall. There
was no evidence the bed alarm was working or
the resident had on histher non-gkid socks while
in bed, Continued review of the post-fall
evaluation showed the only recommendation was
to "allow resident to adjust to new room mate, If
unsuccessful wilt eval [evaluate] for roocm
changs."

f. On 12/16/12 at 9:45 PM the resident
was found sitting on the floor mat next to the bad.
Thera was no evidence the bed alarm was
assessed to determine if it was properly working.
Review of the 12/17/12 post-fall evaluation
showed recommendations were to follow all
current inferventions and to obtain an
occupational therapy (OT) evaluation. Review of
the 12/21/12 OT evaluation showed the core
issue related to falls was the resident's poor
safety awareness. Contihued review of the OT
assessment showed a goal to increase the
resident's safety awareness, however, no new
interventions were developed or implemented
over the next four weeks of therapy.

g. On 1225112 at 6 AM the resident was
found sitting on the floor by the bed. There was
no evidence the bed alarm was assessed to
determine if it was properly working, Review of
the 12/26/12 post-fall assessment showed
recommendations were te continue using the
high-low bed, the fall mat next to the bed, the
alarm to the wheelchair, and for "staff to
encourage res [resident] to use call light for
assistance.”

h. CGn 12/28/12 at 9:40 AM the resident
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F 323

Contihued From page 18

was found on the floor by the door to his/her
room. Review of the post-fall evaluations dated
1128112 and 1/3/13 showed no new
recommendations were made.

i, On 1/6M3 at 5 AM the resldent was
found on the floor by the bed, Review of the pest
fall evaluation dated 1/7/13 showed no new
recommendations were made.

j. On 1/6f13 at 2 PM the resident was
found on the floor in the resident's room near the
wheelchair and bed, Review of staff
documentation showed "alarm was hot sounding,
but seams to work after we put back”. Review of
the post-fall evaluation dated 1/7/13 showed no
new recommendations.

k. Qn 1/8/13 at 7:15 AM the resident was
found on the floor by the wheelchair. Review of
the 1/8/13 nursing notes showed the resident
receivad a laceration to the foreheaad and nose,
and a"ST [skin tear] to (L) wrist and bruise to (L)
side." Review of the 1/10/13 post-fall evaluation
showed "will attempt tabs alarm to chair instead
of pressure 10 decrease agitation, " However,
review of the 1/21/13 care plan showed no
evidence this was added o the care plan or any
other interventions were implemented to try to
decrease the resident's agltation, Review of the
entire medical record showed no evidence staff
assessad the impact of the resident's agitation on
his/her frequent falls,

l. On 141713 at 4 PM the resident was
found on the floor In front of the wheelchair near
his/her room. Review of the 1/14/13 post-fall
evaluation showed ho additional
recommendations were made except to
ehcourage the resident to rest in bed when sthe
was tired. Review of the 1/21/13 care plan
showed fhis intervention was not incorporated

F 323
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F 323 | Continued From page 17 F 323

into the plan.

m, On 1/14/13 at 11 AM the resident slid
to the floor during an assisted transfer from the
wheelchair to the bed. Raview of the 1/15/13
post-fall evaluation showed one new intervention
which was to obtaln a pharmacy consultation to
determine If medications were a contributing
factor in the resident's multiple falls. On 1/15/13
at 12:18 PM, an e-mai| was sent to the pharmacy
representative requesting a medication evaluation
for the resident related to his/her frequent falls,
The same request was made again 1/28/13 at
9:04 AM because the pharmacist had not yet
rasponded, The pharmacist replied by e-mail on
1/28/13 at 2:41 PM, 13 days after requested.

n. Review of the 1/21/13 care plan and
the care plan reviews dated 1/10/13, 1/14/13 and
1/24/13 showed no evidence the interventions
recommended by the fall team on their post-fall
evaluations were incorporated into the plan.
Recommendations that were not included were:
leaving the night light on in the bathroom,
assuring all alarms were working, using a
high-low bed, placing a fall mat by the bad, and
addressing how the resldent’s agitation impacted
histher falls.

Interview on 1/31/13 at 11:15 AM with the
DON revealed staff wore aware of the resident's
frequent and multiple fails. The DON said "[s/he]
has been a hard oneg", The DON verified ncf all
recomimended Interventions were included on the
care plan.

Review of the facllity policy, Fall Management
dated August, 2012 showad falls were
communicated to the IDT (interdisciplinary team)
by the nursing 24 hour report. The responsibilities
of the IDT team included the review of all falls
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. Tag 368-1t Is the intention of the facility to
323 Continued From page 18 F323| offer snacks at bedtime daily.
within 24-72 hours; revisions to the plan of cars; Corrective Action : HS shacks are offered
and placing and removing residents from the to current residents since 3/1/13
falling star program. According to the same esldents since %
policy, the falling star is a "visual ID of Others: Ambassador /designees
identifierfreminder™ program te recoghize will conduct Random Interview of current
residents at risk for falls. residents to determine if the residents
F 368 | 483,35(f) FREQUENCY OF MEALS/SNACKS AT F 388| were offered HS snack daily.
§5=E | BEDTIME System Measures: SDC/designee will
Each resident receives and the facility provides at provide Education to nursing and dietary
least three meals daily, at regular times staff of importance of offering HS snacks
comparable to normal mealtimes in the daily to current residents on or before
community. date of compliance.
There must be ho more than 14 hours between a Activity Director/designee will review with
substantial evening meal and breakfast the residents during resident council if they
following day, except as provided below. are they are being offered HS snacks
daily.
The facility must offer snacks at bedtime daily. Ambassador/designee will do weekly
When a nourishing snack is provided at badtims, audits to see i‘_c residents received their
up to 16 hours may elapse between a substantial HS snacks daily x 4 weeks than random
evening meal and breakfast the following day if a monthly audits x 2.
resident group agrees to this meal span, and a Monitoring: The Unit Manager/Designee
nourishing snack is served. will track and trend audits and determine
patterns based on a review that will
determine the effectiveness of interventiong.
This REQUIREMENT 1is not met as evidenced The results of this review will be shared
by: ' , , with the QAP| Committee monthly.
Based on resident and staff interviews, the QAP committes will evaluate the
facility failed to offer snacks to all residents prior _ . =
to bedtime. The resldent census was 90 at the effectiveness of this plan and will imple
time of the survey. The findings were: ment additional interventions, as needed,
fdential interyi 1129113 at 2:30 to ensure continued compliance.
During a confidential interview on at2: Date of Compliance: 03/12/13
PM, nine residents stated they were not offered a P ' 12
snack at bedtime. Interview with CNA #2 on
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88=t | STORE/PREPARE/SERVE - SANITARY

The facllity must «

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authoritles; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on ohservation and staff interview, the
facility failed to ensure food equipment in the
kitchen was in a sanitary condition. The findings
were!

Observation on 1/28/13 at 8:30 AM and later that
day at 525 PM showed the stand mixer had dried
food splatters on and under the mixing arm. The
mixer was hot in use at those times. In addition,
the electric slicer which was stored under a
plastic covering was noted to have drled-on food
in many of the crevices of the eguipment, and on
the slicer blade. Also, the area of the counter
undermeath the slicer was hot clean having

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORREGTION (8)
PREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
PEFICIENCY)
Tag 371- Itis the intention of the facility
FF 368 | Continued From page 19 F 36810 store, prepare, distribute, and serve
1/30/13 at 3:55 PM and CNA#3 on 1/30/13 at food under Sanitary conditions.
4:06 PM verified that residents were not offered a Corrective Action: Stand Mixer was
bedtime snack. Interview with the kitchen ) o
manager on 1/30/13 at 4:08 PM also verified that cleaned on 1/28/13. The electric slicer
bedtime shacks were not offered to all rasidents. was cleaned and counter undermeath was
Interview with resident #26 on 1/30/13 at 4:15 PM cleaned on 1/28/13.
and with resident #25 at 4,20 PM revegled the ID of Others: Kitchen Sanitation Check list
facility did not offer them snacks at bedtime.
F 371 483.35() FOOD PROCURE, E 371 was conducted on or before date of

compliance by regional RD for proper
cleanliness of kitchen.

System Measure: RD/ designee will
provide Education to all dietary staff on
proper cleaning technique .

Dietary Manager/designee will do random
checks 3 x a week to ensure cleaning
schedules are followed,

RD/designee will do a weekly Sanitation
checklist x4 weeks and than random
monthly audits x2 months.

Monitoring : The Dining Manager/Designee
will track and trend sanitation audits and
determine patterns based on a review ,
and determine the effectiveness of
interventions. The results of this review
will be shared with the QAPI Committee
monthly. QAPI committee will evaluate
the effectiveness of this plan and will
implement additional interventions, as
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Continued From page 20

evidence of dried food particles. Interview with the
acting manager on 1/28/13 at §:26 PM verified
the equipment needed to be cleaned more
thoroughly. According to Food Code 2009, U.S.
Public Health Service: 4-601.11 "(A) Equipment
food-contact surfaces and utensils shall be clean
to sight and touch. (B) The food-contact surfaces
of cooking equipment and pans shall be kept free
of encrusted grease deposits and other soll
accumulations. (C) Nonfood-contact surfaces of
equipment shall be kept free of an accumulation
of dust, dirt, food residue, and other debris."
483.60(a),{b) PHARMACEUTICAL SVC -
ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and blologicals to its residents, or obtain
them under an agreement described in
§483.75(h) of this part. The facillty may permit
unlicensed personne! to administer drugs If State
law permits, but only under the general
supervision of a licensed nurse.

A facliity must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, receiving, dispensing, and

| administering of all drugs and blologicals) to meet

the needs of each resident,

The facility must employ or obtain the services of
a ficensed pharmacist who provides consultation
on all aspects of the provision of pharmacy
services in the facllily.

M This REQUH%I::M’ENT' Ié not met as evidenced

F 371

F 426

Tag 425

It is the intention of the facility to
provide routine and emergency drugs
and biological to its residents.

Corrective Action: On 1/28/13
Pharmacist recommendation of a
decrease in #90 Zyprexia from 5mg to
2.5mg

ID of Others: An audit of facility
requests for medication evaluation for
the last 30 days was completed on or
before date of compliance.

System Measures: Division Director of
Pharmacy services/designees will
educate the consulting Pharmacist on
completing the medication reviews on
identified frequent fallers timely.

IDT team will contact Division
Director of Pharmacy Services if no
response from consulting Pharmacist

_.with in 3 business days of requesting a __|.

medication evaluation.
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F 425 | Continued From page 21 F 495 Monitoring: The DON/Designee will track
by: and trend the requests for the timeliness
Based on staff interview and medical record of medication evaluations, to determine
review, the facility failed to ensure timely o
pharmacy services were provided for 1 of 18 patterns based on the timeliness of
sample residents (#90). The findings wers: interventions. The results of this review
Review of the medical record showed resident will be shared with the QAPI
#30 was admitied on 8/12/12 with dlagnoses Committee monthly. QAPI committee will
including mental retardation, senile dementia, luate the effecti :
arthritis, and depression, Revlew of the medical ova UE? e' © enec Nené‘_ss of tlhls plan _
record showed the resident had 14 falls between and will implement additional interventions,
10!3’12 and 1/14!13. RBVieW Of the 1/15/13 as needed, to ensure Conﬁnued
post-fall evaluation showed the fall team )
recommended & pharmacy consultation to compliance.
determine if medications were a contributing Date of Compliance: 03/12/13
factor in the resident's multiple falls. Review of . . . .
the medical record showed no documentation of Tag 441-ltis the intention of the facility to
the pharmacy evaluation, however cn 1/30/13, establish and maintain an Infection
the DON provided e-mail communication . .
hetween the facility and the pharmacy showing on Control P_rogram designed to provide a
1115/13 at 12:18 PM, an e-mall was sent to the safe, sanitary, and comfortable
pharmacy representative requesting a medication environment and to help prevent the
evaluation for the resident related to histher o _
frequent falls, Due to a lack of response by the development and transmission of disease
pharmacist, the same raquest was made again and infection.
on 1/28/13 at 9:04 AM. The pharmacist replied by . .
e-mail on 1/28/13 at 2:41 PM, 13 days after Corrective Action: Antibiotics was start on
requested. Interview with the DON on 1/31/13 at resident #32 on 1/16/13. Antibiotic was
11:15 AM revealed the resident's Zyprexia was N
reduced from 5 milligrams {mg) to 2.5 mg on started on resident #20 on 1/15/13.
1/20/13. ID of Others; SDC/designee will review thd
F 441 | 483,65 INFECTION CONTROL, PREVENT F441] last two weeks starting February 1, 2013
SPREAD, LINENS e .
. Of identified infections to ensure that
The facility must establish and maintain an follow up and investigation was completed
Infection Control Program designed to provide a . .
safe, sanitary and comfortable environment and n & timely manner.
to help prevent the development and transmission
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Systern/Measure: SDC/designee will
F 441! Continued From page 22 F 441 iprovide education to licensed nursing on or
of disease and infection. ' before date of compliance on infection

control protocol once an infection is
Identify the nurse will notify primary care
physician if no response with in 24 hours

(a) Infection Control Program
The facility must establish an [nfection Control
Program under which it -

(1) Investigates, controls, and prevents infections will notify Medical Director.
in the facllity;
(2) Dec‘d@s what procedures, such ag iSOIation, Unit managers/designee will review 24

should be applied to an individual resident; and
{3) Maintains a record of Incldents and corrective
actions related to infections.

hour report for any newly identified
infections daily Monday thru Friday to
ensure timely interventions are in place
{h) Preventing Spread of Infection
{1) When the Infection Control Program Monitoring: The SDC/Designee wil

determines that a residant needs isolation to

prevent the spread of infaction, the facility must track and trend and audits, determine

lsolate the resident. patterns based on a review infection
{2) The facility must prohibit employess with a log to determine the timeliness of
communicable disease or Infected skin lesions interventions. The results of this review
from direct contact with residents or their food, if will be shared with the QAP

direct contact will transmit the diseass.

(3) The facility must require staff to wash thelr Committee monthly. QAPI commitiee

hands after each direct resident contact for which will evaluate the effectiveness of this

hand washing Is indicated by accepted plan and will implement additional

professional practice, interventions, as needed, to ensure

(c) Linens continued compliance.

Personnal must handle, store, process and Date of Compliance: 03/12/13
transport linens so as to prevent the spread of TAG 465

infection. Corrective Action: Residents #70 bath

room was cleaned on 1/31/13.
Residents #83 floor was cleaned

This REQUIREMENT is not met as evidenced on 1/31/13.

by: ID of Others : An audit to be completed
Based on review of the infectlon control program on or before date of compliance of
documentation, staff interview, medical record residents rooms for dried urine on floor.

review, and review of the 24-hour nursing shift
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reports, the facility failed to ensure an effective
infection surveillance and treatment program was
in place. The program falled to address identified
infections with timely treatment interventions for 2
of 15 sample residents (#32, #00). The findings
were; :

1. Raview of the 1/7/13 nursing notes timed at
10:50 PM for resident #32 showed his/her left ays
was red and had yellow drainage. Review of the
24-hour nursing report dated 1/8/13 showed the
potential eye infection for this resident was noted.
However, continued review of the medlcal record
showed the physician was not notified of the
potential eye Infection until 1/13/13, six days after
it was identified. The physician ordered eye drops
on 1/14/13 to treat the infection; however, the eye
drops did not arrive from the pharmacy until
1/16/13, Nine days lapsed from the time the
infection was identified on 1/7/13, until treatment
began on 1/16/13. Interview with the infection
control coordinator on 1/31/13 at 10:45 AM
ravealed he was aware of the eye infection but
had not yet performed ary Investigation or
follow-up. He said a nine day delay in treatment
was too long and staff should have notlfied the
physician sooner,

2. Review of the medical record showsd resident
#90 had a urine culture and sensitivity ordered by
the physician on 1/7/13. The test results were
received by the facility on 1/11/13. The resulis
were faxed to the physician on 1/11/13 at 1:15
PM. Because they received no orders or
response from the physiclan by 9:30 PM that
same evening, the test resulis were faxed again.
The order for the antibiotic to treat the urinary
tract infection was not received from the

provide education to facility staff on
providing a safe, functional, sanitary and
comfortable environment for residents,
staff and the public. In addition remind
that all staff has access to housekeeping
supplies including mops and disinfectants
Maintenance/ designee will do daily
rounds of facility x3 for urine odors.
Housekeeping Staff/ designee will track
the times of cleaning residents #70
bathroom and resident #83 floor daily.
Manitoring:

The Maintenance/Designee will track and
trend audits to determine patterns based
on a review of daily facility rounds, and
determine the effectiveness of
interventions. The results of this review
will be shared with the QAP Committee
monthly. QAPI committee will evaluate
the effectiveness of this plan and will
implement additional interventions, as
needed, to ensure continued compliance
Date of Compliance:

A, BUILDING
C
B, WING
5636026 01/31/2013 O
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE
2700 E 12TH STREET
C ENNE HEALTH CARE CENTER
HEY A T CHEYENNE, WY 82001
04y ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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DEFICIENGCY)
F 441 | Continued From page 23 F 441 Systems Measures: SDC/dasignee will

03/12/13
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F 441 | Continued From page 24 F 441

physician until 1/14/13, resulting in a three day
delay in starting treatment. Interview on 1/31/13
at 10:45 AM with the infection control nurse
revealed that the nursing staff was responsible for
communicating with the physician and should
have followed up to obtaln an order for antibiotics
sooner than the three days.

F 465 | 483.70(h) F 465
85=D | SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRCN

The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation and staff interview the
facility failed to maintain a sanitary, odor free
envircnment for 2 of 2 hon-sample residents
(#70, #83). The findings were:

1. During an observation on 1/28/13 at 11:20 AM
and 1:50 PM, a strong urine odor was detected in
tha north-west hallway. During an interview with
the maintenance director on 1/30/13 between 11
AM and 11:30 AM, he sald residents #70 and #80
were known to urinate on the floor in their rooms.
The following concerns with maintaining a
sanitary environment ware identified:

a. During an interview on 1/30/12 at 2:156 PM,
the unit manager #2 stated resldent #70 misses
hoth the urinal and the toilet wheh urinating, Unit
manager #2 aiso said resident #83 purposefully
urinated on the floor,

b. Observation on 1/31/13 at 8:35 AM showed
dried urine in front of the teilet (1 square foot) in
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the room of resident #70. Additionally, a large
area {4 square fest) of dried urine was observed
next to the bed in the room of resident #83, Both
rooms and the hallway had a strong odor of urine.
Observation on 1/31/13 at 9:30 AM with unlt
manager #2 verified the strong odor of urine,
fresh and drled, was still present in those rooms
and in the adjacent hallway.

c. Interview with the infection control
coordinator on 1/31/13 at 10:45 AM revealed that
housekeeping supplies including mops and
disinfectants were available {o staff 24 hours per
day and confirmed that using paper towels to
clean the urine on the floors was not adequate.
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