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DEPARTMENT OF HEALTH AND HUMAN SERVICES R ORM AL
OENTERS FOR MEDIGARE & MEDICAID BERVICES 7 JUL 03 2013 B NO. 0935.0391
SYATEMENT (F DEFIDIENCIER (1) PROVIBERVSUPPLIERICLIA {42 MULTIFLE GONSTRUCTION 053 DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A tuoiagitheare Liconsing COMPLETER
and surveys G
| ' 5aso4t L muwﬂ%w | OBM32013
NAME OF PROVIDER OR BUPFLIER STRERTAULRERS, UITY, BTATE, 2P GOl
‘ By 1801 HOWELL AVENUE
WORLAND HEAL THOARE AND REHARILITATION GENTER | WORLAND, WY 5240
1) 10 GUMMARY BTATEMENT OF DEFICIENCIES w0 FROVIDERE PLAN OF DORRECTION 18
PREFIX EACH DIEICIENGY MUST BE PRECEDED BY FULL FRERIX (EAGH GORREGTIVE ACTION SHOULD BE GOMPLETION
TAG EGULATORY QR LA IDENTIFYING IRIEORMATION) NG CROEB-REFERH&&&E;E% g%ﬁ APPROPIIATE bATE
F 00 | INITSAL COMMENTS F Q00| Prepamation and execition of this plan of
correstion does not constinte an
_ admission or agreement by this providis
;Pu%;ﬁmlrgﬁcggwal:t':?bravlaﬂona ate use of the fruth. of the fucts alleped or
' . conelusiops set forth in staterment of
SNA--Gertfied Nurse Al deficiencies, The plan of corvestion s
DON Director of Nursing prepaced and/or executed solely because
LPN- Licensed Practosl Nurge it s required by the provisions of feders)
MD B« Mirirnue Data Swt : and statw law. Completion dates are
RN- Regislered Nurse provided for procedaral processing
purposed and correlate with the most
| Leze commonly used abbreviations will be recontly cortemnplated or accomplished
annolated in each deflciency. correstive action and do not necessarily
F 228 | 483, 13(6)(1){IN-(), ()(2) - (4) F228| comospoud chronologically to date the
agek: | INVESTIGATE/REPORT factilty is of the opinion it was in
ALLEGATIONSHNDIVIDUALS cotmpliance with requirements of
. patticipation or that cortective dction was
The facility must hat employ individuals who have | Necessary.

beer found guilly of abusing, negleuting, or
mistreuting tealdznts by a court of law; or have
had a finding entered nto the Stale nurae aiinE ¥225
registry conceming abuse, negleot, mistraatment T .

of residenta or misappropriation of thelr property; The ficifity will snoure that the abmye

and ledye It has of aot Toglstry is cheeked for all Certified
unurltgo‘ﬁ;w zﬁ?g{vﬁf gmlplﬂyﬁﬁ ﬁh&"ﬁﬂf Nursing Asaistanls' hired. The facHlity will
indicate unfitness for sarvios 88 & Nurse aide or ensure that allegations of mistreatment
uther feelllty staff to the Stale nurse aidw reglatry will be thoroughly invostigatad md the
1 ar loansing suthoites, , results of the igvestigation will be
provided to the State,
The faclily rust ensure that all ellzged viclations
involving mistrestment, neghict, or abuse, Corrective action: 3/ }//j
intluding [rjuries of unknown gource and Btaff involved in ensurlpg Hiat the abuse BT
misappropriation of resident property are reporied Registry has been checked fop al] newly
Iminadiately i the administrator of the faility and hired Certified Nursing Assistants have
to other officlals in Rocordance with State law heen reeducated by the NHA/ Designee
through established progaduras (inciuding to the on the importance of ensuring this {5 done
State survey and certifkation agency). for all newly hired Certifiod Nursing

Assistants, The results of the

The fagility must have svidence that all alleged

LABORATGRY DIREGIDR#/0R PRO G PRESENTATVES SIGHATURE TiE )m::m/
,t’"'ﬁ - — T _.%:f e 3 o X

Any deficloncy stalement Ending with 2n astarlek (%) danotes 4 defoleroy whiloh the Institulion may ba sxsused ot comesting phwldtn;ﬁf is doliminad that
chhar sabsguanis provide suffiolent protection to the padlants, (Sea natrictions) Except for nersing omes, the findings ointed abovo are dlsdosable 80 daya
following the: date of survey whether or nat a plan of coraseon To provided, Fornursing homas, the ahova findings.and plans o corsetlon are distiosuble 14
dayt following-the dﬂlegzaa dodiifrente dre mede avallable to the fanillly, If defidencles are oited, an approved plan of corrention . radqudsite Lo eantinuad

rtiaipation. 5
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DEPARTMENT OF HEALTHAND HUMAN SERVICES p{_/ FORMABPROVED
S FOR MEDICARE & MEDIGAID SERVICES . { OB NO, 0b3B-0381
HIATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPRL ERMLIA {¥2) MULTIFLE CONSTRYGTION {¥7) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATICN MUMBER; A BULDING COMPLETRD.
G
; 536048 8. WinG 0822013
NAME QF PROVIDER R 5UPPLIER STREETADDRESY, OITY, STATE, ZIF CODE
' 1901 HOWELL AVENUE
ND HEA ITATID
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 02404
)0 SBUMMARY STATEMENT OF DEFIGIENOIES I FROVIDER'S PLAN OF OURRECTION o
FREFIK {EACH DERIGIENGY MLIAT BB PREQECED BY FULL PREFR {EACH CORRECTIVEACTION SHOULD a8 COMPLATION
B REGULATORY DR LG IDENTIFYING INFORMATION) TAG OROGE-REFERENOEL 1O THE AFPRORKIATE DATE
. DEFIGIENGY)
F 226 | Cantihued From pags 1 E 28 !nvsstigaﬂnn of the allggation idontified
viglations are tharoughly Investigated, and muet in the survey were reviewed with the
prevant further potential aluse white the sutveyor af the time i was identified. The
investigation ia in progreas. NHA/Deslgnies will reeducate the
Dirsctor of Nursing and Social Service
The results of all inveetigationa must be raporfed Dirsctor op ensuring that the results of
i the administrator or his dosignated any abvse itvestigation are sent into the
reproseniotive and to otheor eificals in gecnrdance State with in the flve days specifled by
with State law (including to the Gtate survay and the State.
cartiflcation agenay) within & working days of the
Ingident, and if the slleged violation l verifiad Idemtification of other residents:
appropiiate corective action must ke taken, Residents who teside at facility are
potentially affected by this deficient
practice,
This REQUIREMENT s not thet as evidenced System changos:
' Unusual oeswrrances, voncetns and
Basad on review of parsonngl files, staff s ! )
Inferviow, and policy and procedure roview, the f;s;' ?2“:3‘",:}],} sbfnf;ﬁ;z? Tl:' d mﬁge 24
tavillty falled to etstire the nurse aide registry wae I Hort. pLATy T et
gheaked for findings of abuse for 1 of 2 CNAS wil ’f?"“":a;hﬁ 24 hour yepurt L:Iurn;g the
reviawad, | addition, the facility failed b report morning leadership mesting and will
the results of the Investigation within 5 werldng identily iy concems thet nay indicate
days to tha stite survey agensy for 1 of 3 abuse. The facility will also monitor for
allegations of abusa or Injurles of unkhown erigin pattems/trends thut may indicate abuse or
roviewed, The finding were: negleet through investigetion of unusual
occurrencer, ‘The facility will also
1. Review of tha personnel file for CNA#, hirgd monitor through feedback from Resident
BAT7M3, revealed ho evidenoe the nurse alle Council, Resident and Fatnily feedback
regiatry was checlked for findings of abuzge, anel through fecdback trom the
During an interview on 6612/13 at &:66 PM, the Ombudsman, Abuse Issues jdentified will
staff devalopment ooordinator (SDC) staed she biz investigated immediately and the
did not ¢heck the nurse alde reglisty bacause she Investigation results repotted to the State,
srraneously thoupht the employee was & nurse O or befors the allegation of compliance
gide (NA}, and not & CNA. After she reviewed the the Facility lendership have been trained
pereonnel flls, the SDE acknowledged the by NHA/Designee on the investigation
ﬁi"‘f"“yee did have a GNAl g{’ﬁ"”"" :‘ fhe: Bme of and follow-up requirements of alleged
re, aid the reglety should have baen aheckad, Totst. specificall i
According to the facllity's "Abuse Probilbilon e Rbusé or neglect, specifically ensuring
FORM GMS-20607(02-88) Prouleun Viarsione Obeoiate Event {D;83CG1) Faciity Iz Wonod If continuatlon shaat Page 2 of 15
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Afacllity must conduct a comprehensive
asseasment of a resldant within 14 days after the
fanlity determines, or should have determiied,
thet there hes been & significant obange In the
resident's physian) or mental condition. {Far
purgee of this section, a signiicant changa
means @ major docline or impravement in the
residant'a statua thet will nat norreally rasolve
Talf without furthor Inforvantion by ataff or by
implermenting standan diseass-relaleg olinicel
mierventions, that hag an impast on more than
ohe aren of he rasident's haaith status, and
requires (nterdisciplinary review or revision of the
care plan, or hoth.)

This REQUIREMENT Is nutinet as evidenced
by

: committas to ensure the plan bas beey

CENTERS FOR MEDICARE & MEDIGAID SERVICES , =039
STATEMENT OF DEFIUIENQIER (%1} PROVIDER/SUPPLIERICLIA (%) MULTIPLE CONS TRUQTION {(X3) DATR BURVEY
AND PLAN OF GORKEGTION IDENTFICATION NUMBER: A BUILDING GOMPLETED

‘ G
53H048 | B g 0611372013
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, GITY, BTATE, ZIPF CORE
49 HOWELL AVENUE
wo [¥ E AND REHABI,
RLAND HEALTHGARE A ILITATION GENTER WORLAND, WY 82404
e In EUMUANY STATEMENT OF DEFICIENGIRR ) PROVIDERD PLAN OF SORREGTION )
PREHY AENJH DEFIGENGY MUST BE FRECEDED 8Y FULL PIREFIX {EACH CORRECTIVE AGTION BHOULD BE LOMPLETION
TG EGULATORY OR LSC IDENTIFYING INFORMATION) TAG OROBE-REFERENGED TO THE APPROPRIATE DATER
DEFIGIENCY)
F 226 | Continued From pege 2 F226| thot the results of the investigation are
Prevention Program" poﬂny (revistd 10!20!08)| stibmxt.ted to the State, On or before the
", etnployses will be checked for a istory of llegation of compliance the staft
3buﬁa u-lmugh thg F:'}Jt@ Nurﬂe Aide Reg'stryl" l.ﬂvolved ln t.he hl.l'h'lg Ofﬂew (‘:El‘ﬂﬂed
Mutsitry Asgistants have been in-serviced
2. Reviow of facliity dooumentation ehowad an by the Diractor of Nutting/Designes
invastigation of rasident 10 resldent abuze dated ropaeding ensuring that the ebuse registry
1153012, Thera laeked svidence the stale BUVEY is checked on all newly hire Certifiod
ayency was notified of the reotits of the Nutsing Assistauts. Pacility staff will be
inviestigation, On 6/13/18 at B:40 AM the DON in-segvited by the Staff Devolopment
confirmed the results of the Investiyation were nat Coordinator/Designes on the
reportad. She stated she wan out of town during abuse/negloct prohibition polley as part.of
that tima, According to the facility's "Abuse the hiring process, annually and #s
Prahibition and Pravention Pragram® policy TiecessaTy,
(revisad 10/20/08), "The Administtator or
designes will submit a report of the investigation ' Monitoring:
L’;}*;i‘?‘:ﬁ‘;‘i‘;ﬂ&‘iﬁ“ﬁm ngenay within & working | The Director of Nursing/Designee will
: " review the reported investigat;
F 274 | 482.20(h)2Kil) COMPREHENBIVE AGSESS F27a| Tolest o Fopo orths fhes quntior
55=p | AFTER BIQNIFIGANT CHANGE

thereafter to ensure the results of the
abuse investigations ars reported 10 e
States. lasues identified will be presenred
by the Director of Nursing to the QA& A

implemented, sustained, and evaluated for
its effectiveness,

The NHA will vversos these processes,.

FORM GMT-2787(02-99) Previous \iwslons Ohsclpta: ' Eyvant IR E3CG11
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| STATEMBNT OF DEFICIENGIED %1} PROVIDER/SUPPLIERICLA LTIPLE CONSTRUGTION ™ :
AND PLAN OF GORRECTION Wi IPENTIHIGATON NUMBER; f;fjffn;};“ aad “‘”’é‘@%“éﬁéﬁ«"é’é Y
c
| _ GaG048 W LA
NAME OF PROVIDER OR SUFFLIER BYREET ADDRESS, CITY, STATE, AP CODE
ORLAND HEALTHGARE AND REHABILY ‘ 1004 HOWELL AVENUE
W ARE AND TATION GENTER WORLAND. WY 82401
WQFID BUMMARY STATEMENT OF DEFIOIENGIES ‘ o PROVIDER'S PLAN OF GORRECTION )
REFIX (NGH DEFKIENCY MUST BE PREGEDED BY FULL PRE (EAQH CORREQTIVEACTION SHOULD BE OtMPLETION
TG REGULATORY DR LSC IGENTIFYING INFIRMAT IH) TAG OROSE-REFERENCED T0 THE APFROPRIATE aTe
DEFICIENCY)
F 225| Gontinusd From page 2 F 228
Frevention Program* poliey (revised 10/20/08),
".emptoyess will be checkad for a history of
abuse thraugh tha state Nurse Alds Reglsiry.”
2, Revlew of facility decumentadion showed an
Investigation of resident to resident abuse dated
11/30/12. There lacked svidoncs the staté survey
agency was nolified of the results of tha
Invastiyation, On 613713 at 2:40 AM the DON
confirmed the results of the invesligation ware nat
teported. She stated she was out of town during
that lma. According to the facllity's "Abuse
Fronibition and Prevention Program” boliey
(ravised 10720/08), “The Administratar or
designes will submit a repart of the Investigation
lo the appropriate state agehay within 5 working
days of the Incident. " _
F 274 | 483.20()(2)(1) COMPREHENSIVE ASSESE Fara
Bi&=0n | AFTER SIGNIFICANT CHANGE
Afaclity must conduot & somprehansive F 274
agsosemant of & rasldent within 14 days after the A facility will condngt a comprehensive
facility determines, or should have determined, mssassment of a resident within 14 days
that there has been a significant ohangs in the aftor the facility determines, or should
resident's phyaioal or mental condition. (For have detexmined, that thers bas been
purpoze of this ?‘Ecst'ﬂﬂ: a -';‘|Qﬂm°3m Uhﬁ" Fti significant change in the resident’s
menha & major dedling or Improvement in the vsleal or ot
residonts staius that Wil nof homally resoiv physical o¢ menta} candition
itseif without further intarvention by etaff or by Comective Action:
implemaniing atar'ldarq diserse-ralated clinical A slgnifleant change In status assessmont | 51/
intervantiona, that has an impact on tmore than 1 been commleted ident #48 7
one ared of the resklent's health status, and PIEIEC on. resident 748,
renqulras imerdiaclpllnary reriew or revision of the ' Ydentification of other residents
care plan, or both.) ;
potentially affected:
Residents reslding ut the fucility ate
This REQUIREMENT Ia not et as evidenced found to be potentially affected by the
by deficient practice. Begiuning June 13,
FOTM GMO-RIT08-0) mﬁoua Viitaluria Gheolele Evenl |ID: 650G 1 Faullity 107 WY000H If continuatiol shest Page 3 of 15
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES \ FORM ARPROVED
_Q'E_NTEBS EOR MEDICARE & MEDRICAID BERVICER /“\0 [c] 38-039
STATEMENT OF DEFIQIENCIES (1) PROVIDERISUPPLIGRICLIA {2 MULTIPLE GORSTRUCTION d {%8) DATE BIRVEY
AND PLAN OF CORRESTION IDENFIFIGATION NUMBEZER: A BUILDING COMFELETED
G
. B38048 B, WiNG. : GH1HZ2013
HAME OF FROVIDER R SUPBLIER 8TREET ADPRERR, QITY, HTATE, 2IP CODE

WORLAND HEALTHGARE AND REHABILITATION CENTER

4907 HOWELL AVENUE
WORLAND, WY 82401

The serviees provided or ervangad by the facility
must be provikied by qualified persons In
acoordance wilh each resldent's writtan plan of
care,

This REQUIREMENT is ot met as evidenasd

by

Based an ahearvation, staff interview Hnd
medioal record revlew, the factily falled to ensure
staff fallowad the care plan for 2 of 13 sarmple
regidaits {44, #46). The fkdings wers:

1. Review of the 3313 quarierly MW
aeressment for resident #d4 showed the resident
was cognitivaly innpaired, frequently invontinent of
urlng, able to ambulate independently with a

. process.

oo SUMMARY STATEMBENT OF DEFIOIGNOIES B PROVIBER'S FLAN DF CORREGTION )
S {EAGH DIFICIENGY MUST SE PRECEDED BY FIAL PREFIX {EACH CORRECTIVE AQTION BHOULD BE DOMPLETION
TG REGULATORY OR L3C IDENTIFYING INFRRMATION) TAG CROSS-REFERENQED TO THE ARPROPIIATE DATE
DEFIGIENGY)
F 274 | Qonlinued From page 3 Fa74) 2013 up until the allegation of
Besed an medioel Tecord review and stelf compliance the Inter Discipiinary Teau
Interview, the Eaohly faled @ complete a will teview records ofr?mdelnts‘rasldmg
signifieant change assessment for 1 of § sample at facility to determine if a significant
residents (#43) who required that lype of ohemge in the resident’s physical status
asspssment, The findings were! has oogurred. Thiy review will Include the
' eomparlson betweet the most recent
Review of the 121512 yuarterly MDS Minimum. Data Sheet to the prior
agsesement ravesled residart #48 raquirad Minimur Dittn Shoot. If'a significant
Imited asslstence (poded as “2) Indressing, change in status was detepmined a
taftating, and hygiene, & comparlson of thy significant change in status assessment
subsequent 3H 713 quarterly MD3 assesamant has been completed,
revaaled the resident declined and required
axtenslve as?lstsimca {uoul:_llad “3") for drassing, System Chemges:
toileting and hyglene. During an Interview on discinli :
G/11M2 8k 4:10 PM fho MRS -coordinator Eﬂ‘ﬁ;ﬁm‘;,;::“g’h“;a“?’;“n“;:ﬂ:i‘;;‘;;’;‘j‘“
corfirmed the resident declined In more than two quarterly, annoally, and with significant
o st g scasmor g s Fch inin D
K 262 | 483.200[8)(N) SERVICES BY QUALIFIED Fom] St ety 28
ageDn | PERSONSPER CARE PLAN

changes. 1f the Inter Disoiplinary Team
deterygines that the Resident has had
changes [n two O more areas thai are not
Tolf imiting, then 5 slpnificant change in
status assesgmant will ba completed, On
or before the allegstion of compliance the
Direotor of Nupsing /Designes will in-
service The Interdisciplinary Team with
regards to this process, The Diector of
Nursing/Dresignee will gversee this

Monitoring:

Quarterly the Minimum Lt Sheet
Nurae/designos will compate each
resldent’s Minimum Data Sheet to the
prioy Minimum Data Shoet to identify ifa

PORM CMS-2567(02.08) Provious Varslons Obaolele

EventiD; 830011

Faclily D WryDals

I contiation sheel Paga 4 of 16
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DEPARTMENT OF HEALTH AND HUMAN SERVICES N PRINTED: Soizrens
CENTER# FOR MEDIGARE & MEDIGAID BERVICES ~ OMB NO. 01938
STATEMENT OF BEFIGIENGIES {X4) PROVIDER/BLUFFLIERIOLIA {X2) MULTIFLE CONSTRUCTION \J (X3) DATE BURVEY
AND FLAN OF GORRECTION IDENTIFIGATICN NUMBLR: A BULDNG GOMPLETED)
C
| s E35040 B. WING : OR13/2013
MANE OF PROVIDER OR SUPPLIER STREETABURESD, GITY, BTATE, ZIP GODH
y . 1801 HOWELL AVENLIE
WORLAND HEALTHT?ARE AND REHABILITATION CENTER WORLAND, WY 82401
(%4) 0 BURAMARY STATEMENT OF DRFIIENCIES R PROVIGER'S PLAN OF QORREGTION pE
PREFIX {EAGH DEFIGIENCY MUST 5t PRECEDED BY FULL PREFIX (EAGH QORRECTIVE ACTION SHOULD BE mLEarmN
TAG REGULATORY DR LB (DBNTIFYING IMFORMATION) TAG DROYE-REFERENCED TG THE APPROFRIATE DATG
DEFIGIENGY)
F 274} Centinued Frot page 3 F274| significant chenge nesessment is required.
Based on medical record review and staff The Minimum Data Shaet Nyrse wil
Interyiew, the faciity faflad to complete a review 6 random records per month
slgnlfiant change saseserment far 1 of & gample comparing the most recent Minimum
residents (#48) who raquired thet type of Data Sheet to the prior Minimuort Data
sesossment. The findings wore: Sheet to determine if a slguificant change
assesaimient shoull have been complatad.
Review of the 12/115/12 quarterly MDS Tssues identified will bz cottected at thet
assagment revesled rosident #48 raquired time and trends will be-presented by the
limited aoslatancs (Goded as "2") In dreesing, Miniinum Data Sheot Nurse/ designee in
toliefing, and hyginne, A comparison of the QAA to onsure plan has beep,
subsaquent 34713 quarterly MDS aesessment Implemented, sustained, evaluated for its
revedlad the real{ent declined and requiradg 1 effectiveness.
extensive aselstance (codad "3" for dressing,
toltatng &nd hyglene. During an Intardsw on
B1112 at 410 PM the MBS coordinator
confirmed the resident dectined in more than two
areas and a significant change assesament
should have been dona.
F 2821 483 20(k}(3) N SERVICES BY QUALIFIFD F 282 F282
85=0 { PERBONS/PER CARE FLAN
The gervices provided or arranged by the faclity The senvices proved or arranged by the
sl ba provided by gualified persons in facility will be provided by qualified
acodance with aadh rasidents wrltten plan of persons in accordance with each
cire, i tesldent’s written plan, of chre.
. Corrective Actlon;
This REQUIREMENT i not met a2 evidenced 1. Resident #44 is now being toileted e //// 3
by, pet his/er plan of care. The Directey | 395
Based on obsesvation, st interview and of Nursing/ designee re educated the
medical record reviaw, the faollity falled o eneure ataff on het plan of care spesific to
' staff followed the care plan for 2 of 13 semple his/her toiteting nesds,
residents (i#44, #46). The fndings were: 2.Resident #16 is now using a ditferent | &) )
wheelchair cushicn, She hns agreed 846 >
1, Raviow of the 3/3/13 quartery MDS to leave the cushion in. the whoelchyir
aasessment for resldent #44 showed the resldent stating that it does not bother hee and
wae gognitively impalred, fraguently incontinent of is combortable.
uring, able to ambulate indapandettly with a '

FORM GMB-28907(02-34) Frevipun Vamslonn Obsclrn Evenuu:aaw*n Facltiy In: WYQU0s i continuatian ghoet Page 4 2?5
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walker, and required Imited Rssistanne with
toileting, Raview of the care plan, revisad 6/6/13,
showed =stalf neaded to monitor he resldent
bapause ai Unes, w/he was unable to parform
projrer pericara ot conthiue] to wear urine
soaked d!erosable briafs aftar tolletisg

him/herselt without staff assistance, Furthar
review of the care plan showed staff wera
tirected o assist the residant with kileting before
and after meals, at bediime and svery two hours
#t night. Confinuous obyarvetion on /11413 from
7:60 AM until 1230 FM revealed staff did not
easlst the resident to the tollel, nor did they cheok
for Incontinencs, M 520 AN CNA #2 was
phuerved as she entered the reskients robm and
duparted without checking the resident for
ingontinente or praviding assistance with
telleting, AC11:05 AWM GNASES was observed am
sha msaistar the resldant o -%ie dining room for
liresh, but the GNAID net check the resident for
Incanlinence or assist hirmder to the toflst, From
1985 AM until 12:30 PM, the resident zat In fle
dining room eating luneh, In &n injerview on
B2 at 10:60 AM CNA#2 stated when ehe
was in the resident's Toony on 6111413 at 9:20 AM,
the CNA saw urlhe th the toilet ahd assumed the
rezldent had gone o the bathroom withioud ataft
asslstange, The CNA further stated this was the
raason she did not assist the realdant to the tollst
at that tine. Tha CNA did nat explain why ahe
hae not chacked the rasklent for proper parl-care
or dry dispusal brief as directad by the care plan.

2. Review of the medical record for rewithent #46
revedled the rgsldent was at risk for developing
pressure ulgers bacause she had dovalopad
prassure ulcers in tha paut that healed. Reviow of
the H17H3 significant change MDS assessment |

L includa and roileting per the. resident

R FORM APPROVED
CENTERS FOR MEDIQAISE & MEDICAID SERMICES OME NG, DO38.0301
BTATEMENT OF DEFIENCIES {X1) PROVIDER/BUPPLIERIOLIA 1R2) MULTIPLE CONSTRUGTIGN Gl/ {%a) DATE BURVEY
AND PFLAN OF CORRECTION IDENTIFTIGATIEN NUMBRR: A BULDING GOMPLETER
G
535048 B, WING R6MBIZ013
NAME OF PROVIDER OR BLIpALIER BTREET ADDRESS, GITY, BTATE, ZIF GLODE
WORLAND HEALTHGARE AND REHABILITATION CENTER ﬁgﬂﬁﬁg‘w;‘m .
£
pid)In BUNMMARY STATENENT OF DEFICIENOIRS o PROVIDER'S FLAN OF GORRECTION (X8}
FREFX (BACH DEFICIENCY BUBT BB PRECEDES BY FULL PREFIX {EADH CORRERTIVEACTION SHOLLD BE COMALETION
TAG REGULATORY OR L30 IDENTIFYING INFCIRMATION) TAG CRQ&B-REFEREI{;IE&E Izﬁ gy}e APEROPRIATE DATE
F 282 | Continued Fron paga 4 F292 sdentification:

Resident’s who reside at feeility are at
risk. On or before the allegation of
compliance the Dixector of
Nursing/Designee will re edueate the
Licensed Mursing Staff and the Certifiad
Nursing Assistants on the hwportance of
following the Resident’s plan of cars to

individual care plap and ensure
interventions to reducs pressure ulser pisk
ure in place per the plao of care,

Systemic Changes:

The Resident’s individual Tolleting Plan
#nd pressure ulcer pravention
interventions if indicated will be included
on the Certifled Nutsing Assistants plan
of care. The Certified Nursing Assistants
plan of care i3 updated by the MDS
Coordinator/ desighee when indjcated,

On or before the allegation of compliance
the Director of Nursing /Deaignes will re
gducate the Licensed Mursing Staff and
the Certified Nursing Assistants on the
Certified Nutsihg Assistants care plan and
the iniportance of tbllowing the
Resident’s plan of oare 1o invlude
ensuring pressure ulcer preventlon
fmterventions are in place and tojleting per
the regident fndividual care plan. An
attendance shoet will be utilized and
teconelled with the Cortified Nursing
Assistais apd the Licensed Nusing Stalf
and thoso staff umable to attend will be
prévided 1:1 education,

FORM CM3-2557102-00) Previmira Visrslons CHiste Event ID; B3CGT Facltily D WYRo0s if continuation shest Puge & of 15
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FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ONMB NG, 0838-0361
HTATEMENT OF DEFIGIENG|ES (%1) PROMIDEFYBUPPLIER/CLIA (X3 MULTIPLE CONSTRUCTION (0L PATE BURVEY
AND PLAN O GORREGTION IDENTIFIGATION NUMEER: » BULONG b‘« COMBLETED
Cc
hiraed | Bve — ” 08/13/2013
MAME OF PROVICIER OR SUPPLIER STREET ADDRESS, GITY, STATE. ZIP GODE
1901 HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILTTATION CENTER WORLAND, WY 82401
o) 1D BUMMARY BTATEMENT OF DEFIGIENCIES I PROVIDER'® PLAN OF CORRECTION sy
PREFTX {EAQH DRAICIENQY #UBT PE PRECECED BY BULL FREFIX {EACH GLRAECTIVIE ACTION SHOULD BR COMELETION
™ REGULATORY DR LSC IDENTIFYING INFORMATIN TAG OROBE-REFERENCED TO YHE AFFROFRIATE RATE
BEFIGIENGY)
F 282 | Continued Feom pege 5 F282| Monitorlng:
revesled the residen: was atueesed as needing & The Director of Nursing /Designee will
preasurs raducing cushion in hisfher wheelchair, do facility rounds 3 times weekly and ay
Aocording to the correeponding care plar, o necessaty _obsewlng vare to epsure siaff
preasure feduoing cushion was to ber positioned are fullowing the resident’s twileting plan
In the resldeht's wheelchalr, On 641413 &t 91:06 of cere and pressurs uleer interventions
'AM, LPN #1 was abeerved as she applied a are in place per individual vesident care
dressing to the reopened pressure sore on the plang, Issues identified will be porrected
resident's left hip. Furthar obsaivation revealed at that time and the Director of
the open arga was & small, red, and molut slage Nursing/designes will review tends in
Il presaure ulger. At that thme the LPN siated this | QA&A to ensure plap is implementsd,
was 8 healed prossurg Lieer thal had reopenad sustained, and evaluated for its
and It was firat noted on 6/10/13, Periedla affectivenoss.
ohaervations of the resident on 8M10/43, 6/11/15
and G213 revoalsd the resident sat In hisfhay
wheslehair without & pressure raduelng aushion,
In ani interview on 6/ 213 at 12:25 PM, the LPN
confirmed the pressure reduocing cushion had not
baen in the resident's whesloheadr, The LPN siated
the resient removad the cushion due to
dizstmfort shd staff had not began the process of
finting @ more suitable yushion for the rasident
becavss they had not knawn the current cushion
was not comiortable,
3. An interviow wilh LEN #1 on 8M2/13 at 10:10
AM revealed the care plan Interventions for
residents #44 and #48 wara curent, and staff
werg axpacted Lo follow the care plan for hoth
residents.
F 314 | 463.25(c) TREATMENT/SVCGS TO Fatd] F314
s8=0 | PREVENT/HEAL PRESSURE SORES
Based on-the comprehensive: assesament of a Basei) on the comprehensive assessment
resldent, the facility must ensure that a residant ::s?d]:":ﬁﬁ ;’ :,?;;.:Tll:;yﬁﬂ}};n ::::ﬁ:ilf ta
who enters the fanlliy without pressure sores prexssure sores does not develop pressure
dogs not devalop pressure somes inless the so:;:s wnloss tho individual's cl?n[i) 1
individuat's olinical condition demonsirates that dition demonstrates that they vere
they were unavoldable; and a resident having oot ot sirates ey Werk
FURM GMB-R00710:2-08) Fravitus Verslons Gbsoltte Evon! i 63GaH Patllly 10z WrnK009 {f continuation whieet Page © of 15
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OTATEMENT OF DEFIMIENGED {(¥1} PROVIDER/GUPPLIERICLIA {%2) MULTIPLE COMETRUCTION %8} DATE BURVEY
AND PLAN OF GORREGTION IDENTIFOATION NUMBER: A BUILDING GUMFPLETED
Bab04s . Vo XL 0611372012
NAME OF FROVIDER OR SUPPLIER STRBEY ADDRESS, OITY, STATE, ZIP GODE
1304, HOWEL), AVENUE
wr?RLAND HEALTHOARE AND REHABILITATION GENTER WORLAND, WY 02401
(XA} 2 SUMMARY STATEMENT OF DEFIGIENCIES: D FROVIDER'S FLAN OF GURRECTION )
PREFIX {EAGH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORREOTIVE AGTION SHOULD BE * DOMPATION
TAG REGULATORY OR LBC [DENTIFYSNG INFORMATION) AL OROBE-REFERENGED TO THE APPROPRIATE DATE
DEFICENGY
F 282 | Cantinued From page 6 Fagal unavoideble; :am:l a resident having
revealed the resident was assessed s needing a pProssitts sorek focaived necessary
presr reducing cshlon in histher wheelchalr, treatment and service to promote healing
Acoiding te the comesponding oare plan, 2 prevent infection, and prevent new soros
pressura reduaing oushion was to be positioned from developing.
in the meident's wheelchalr, On 6/1113 &t 11:05 . .
AM, LFN #1 wae obseived as she applied a Corractive Action: i
dressing to the reapaned pressurg sove on the 1. Resident 3# is recelving wound care gg 115,} I§
residend's left hip. Further observation revealed per policy aud is free from infection,
the cpen area was 8 smell, red, and molyt siuge The nurse idemified In the survey s
1l pressure yloer, At that time the LN stated this not providing wound care with good
was & hesled pressure ulcet that had reupensd infection control techniques has been
and it wag flrsf hoted on 81013, Pariodic reeducated by the Director of
abservations of 1he resident on 8/10/13, 8/11/13 Nusing.
and 8M12/13 revealed the resident sat in hisfhar 2. Resident #46 nuw has 3 new = ) /]
whaeelchair without i pressure reducing cushion. wheelehair cushion in place. Sho has ,{,_,,/ 3
. I an interview on 8112713 at 12:25 PM, the LPN agreed to leave the cushion in place,
confirrned the pressure reducing cuehion had not stating that it is comfortable
been n the resident's whealohalt, The LPN stated ' '
fite restdent ramoved the cushion due to —
Teendificution:
discomfort and staff had not began the process of Residents who veside at facility and
finding a mare sultable cushion for the resident ‘ o d care and
because thay hud not known the currant cushlon - Fequire wound care and or pressure ulpsr
was not comfortabie, prevenilon interventions.
3, An Inferview with LN #1 on 612118 at 10:10 Systemic Changes: _
AN reveaied the vare plan interventions for Wound Care will ba provided per policy.
regidents #44 und #46 were current, and siaff On of before the allegation uf compliance
were mxpected to follow thi care plan for both the Director of Nursing/Pesignes will
ressldents, readueate Ligensed Nursing staff ou the
F 314 } AB3.26(c} TREATMENT/BVGS TO 314 “Clean Dressing change” and ensuring
88=D | PREVENT/HEAL PRESSURE BORES good :lnﬁ:ctiu; cunt::ll when providing
wound cire. Licensed Nursing staff and
Basad o the comprehensive asteaanmernt of = the Certdfied Nursing Assistants on
tasidant, e faclity must ensure that a resldent Pressure Ulcer Prevention to juclude
who enters the facility without preesure aoras ensyring wheelchair cushions are in
doas nat develop pressure sores urings the place. An attendaiee sheet will be utilized
Individuals clinleal conditlon demanstratas that and reconciled with the C.N.A and the
they wera unavoldable; and & resldent having

FORM CMS-2587{0:2-59) Praviols Vislnns Ohaolee

Event 1 390541
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PRINTED; D8/27/200%%
FORMAPPROVED
OMB NO, 0938-0361

DERFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDIGARE & MEDICAID BERVICES

STATEMENT ¥ DEFIGIENGIES {41) FROVIDRR/SUPPLIBR/CLIA (X8 MULTIFLE GONBTRUGTION {43) DATE SURVIY
G
635040 B, WING 06M32013
NAME UF PROVIDER OR SUPPLIER BTREET ADDRESE, CITY, 8TATE, ZF UODE
1AM HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILITATION GENTER, WORLAND, WY 82401
4) D B_UMMA}W BTATEMENT QF DEFIGIENGIES I3 FROVIDER'S PLAN QF GORRECTION gwg
PREFIN (EADH DEFICIENGY MUBT BE PRECGRED BY FULL FREFIX {EACH UORRECTIVE ACTION SHOULD BE oomEL TN
TAG REGULATORY OR LYC IDENTIRYING IKFORMATION) TAG CROSS-REFERENGED TO THE APFROPHIATE DATE
DEFICIENDY)
F 814 | Continued From page 6 Fa44| Licensed Nursing Staff Roster and those
piésatre Sores receives necessary trentment and staffunabl to attend will be provided 1:1
gervices to promote hewling, prevent Infaction and edugation.
prevent new sores from developing. oo
Monitoring:
The Drirector of Nutaing/Designes will
| This REQUIREMENT Is not met & svidenced observe wound care being providad three
by: times weekly and as necessary. The
Baead on observation, medioal record review, Director of Nursing/Desigoee will do
| otaff Interviaw, and poloy and proosdurs review, facility Rounds ‘Three imes weekly and
1 the facllity falied o-ensure praventstive measures as necussury to ensure the wheelehairs
ware oonsistantly implemenmad and adeguate . cushion ave in place Issues. Identifled will
walind care was parlormed In a manner ta by comrected at that time and the Divector
prevent infection and promate healing for 2 of B of Nursing/Dosignee will repurts issues in
| sample residants (#2, #46) who had pressure QASCA 1o ensure plun Is implemented,
wlcers. The findings were: sustatned, and evaluaterd for its
1. Review of tho BGHMS Braden Soals for eAkctivenost.
resldent #3 showed s/he was scored at 18 (mild
riek) for pressure uloers, Howsver, aooordlng to
the resident's 3/28/3 significant change MOS
assessment, the resident had two stage IV
pressure ulcers. Review of the resldent's 3/26M13
medical consult showed s/he had two stage IV
pressUre Licers, one on aaoh heal, that weia
debrided on that day. Observation on 51119 ot
9:35 AM showed the resident had a debrided
prassure uleor on each heel. The following
concertis with pressure ulcer care for resldent 3
were identified at that tine;
a. RN #1 plcked up the resldeni's trash can
and removed tha contents. However, the RN did
not waish her hands afterward, and was not
wairlivg gloves,
b RN #1 donned gloves without washing
hands, piclesd Uy the trash can, and placed It on
tha reskdent's bed undar tha resident's left lower
Ieg. She placad g towel hetwaen the resident end
the trash oan, but failed to place o bander
FORM OME-2667 (02-09) Frevous Vamiona Obsokity Event |D; 33061 Pty 10: WY 0008 ¥ genlinvation eheat Fage 7 uf 16
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0, 0036-0381_

836098

(2 MULTIPLE CONBTRUGTION
A BUILDING

B. WING

{X3) DATE SIIRVEY
\( COMRLETED
[ ]

0614812013

NAME OF PROVIDER OR BUFFLIER,
WORLAND HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 21P CODY
1904 HOWRLL AVENUE
WORLAND, WY 2401

I
ik
TAG

ELMMARY HTATEMENT QF DEFIGIENGIES
(EADH BEFICIENGY MUSY BE PREQEDED BY FULL

REQULATORY OR LEC JDENTIFVING INFORMATIGN)

I PROVIDER'E PLAN OF CORHEGTION E‘s’ '
FRERIX {BA(H GORREGTIVE ACTION SHOULD BE CUMPLETION
TAR GROSS-REFERENCED TQ THE APPROFRIATR DATE

DEFICIENCY)

F 314

Continued From page 7

bhetwaah the trash can and the residant's bad,

a. RN #1 thel performed wound care with B
four-by-four gavze pad soakad with normal
aaling, The RN dropped the fourby-four an the
bed, pleked it up, and continued wound oara.

d. RN #1 finkshed wound ¢ate on the left heel,
then slid the tragh can from the resldent's laft
lowar leg b support the residant's Hght ley, and
provedsd to traat the right hesl, Mowaver, ghe
fallad to place a barar batween the trash aan
and the residant’s bed.

a. RN changed gloves between wounds,
but falfisd to wash or sanlfize her hands betwasn
care on the restdant’s left and right heels, or at
any ime during the observation untll all tasks
were omplefsd,

f. During an interview with RN #1 on 6/11/13
at 1.66 AM, she aoknewledped she should have
washed har hands belwasan tasks, and should not
have placed the trash ean on tha resident's bad,

According to the BAQT faclly policy and
procedura tllad, "Clean Dressing Change" the
procadure ncludied, "...8. Weash hapds and put on
clean glaves, 10, Clean wound as orderad.
Carefully dry sieiy around wound.,..12, Remove
mlovas, wash hands and put on olean gloves. 13,
Apply dressing and sacure as orderad, If
afproprate, lightly pack all desd space, Le.,
ungennining, tinneling, ele, to prevent abeoess
formation.”

2. Review of the medical record for nesident t46
revealad the resldent was at risk for devalaping
pragsure Uicers benause she hed developed
prassure uloess in the past that healed. Review of
thie /17743 significunt change MDE aseessmant
revealed the resident was assassed as needing. a

F 314

BFORK CMS-2507(02-08) Pravious Veralons Hbaolaty Event ID: 35001
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FORM APPROVED
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BTATEMENT OF DEFICIEHCIES 00t PROVIDERIUPRLIERCLA X2 MULTIPLE CONSTRUGTION {X3) DATE BURVEY
AR PLAN OF GORREQTION IDENTIRIGATION NUMERR: A BUILOING \\/ COMPLETRD
G
B35(M4B B, WING 0B%2013
NAME OF PROVIDER OR SUPPLIER STREET ARDRBSS, CITY, STATE, ZIP GODE
141 HOWELL AVENUE
WORLAND HEALTHGARE AND REHABILITATION GENTER WORLAND, WY 52404
%) 1 SUNMMARY BTATEMENT OF REFIGIENGIRG in PROVIDER'E PLAN DF CORRECTION oa
PREFIX (WACH DEFICIENCY WUST BE PRECEDED BY FULL PREFIX BACH CORREQTIVE ACTION BHOULD BE: COMPLETION
AG REGULATORY OR |3C IDENTIFYING INFORMATIEN) TAG ROBS-REFERENGED Y0 THE APPROPRIATE NATE
DEFICIENCY)
F 314 | Continued From page 8 F 314
pressung fedusing oushion in histher wheslohalr,
According o the soresponding care plan, 8
presstra tedusing ushion was to be positioned
in the resident's wheslchair, On 811718 at 11:08 |
AM, LPN # wae observed as sheapplled a
dragsing to the: reopened pressure sore on the
reskient's left hip, Further obswervation reveslexd
the oper area was & small, red, and molst stage
H pressure uicer. At that imethe LPN statad this
was a healad prassure uleer that hed reopened |
and it was lirst noted on 6A10M3, Perlodio
observations of tha reaidenton 6/10M3, 8113
and GM2/13 revesled the resident sat in hisfhar
wheelchalr without & pressure reduaing cushion.
in an interview on B/1213 at 12225 Pw, the LPN
confirmed the pressure reduning Gushion had not
been in the residenl's wheglshair, The LPN statad
the residant rernovedd the cushlon due to
disgomfort and stall ha not hegan the process.of
finding a more suitable oushio for the resident
because they had not known the curment cushion
was not comfortable, F315
F 318} 483.26(d) NO CATHETER, PREVENT U7, F 3156}
88=D | REGTORE BLADDER Bused on a resident’s comprehensive
. assessmant, the faeility will ensure thet a
g:‘:::s?r?em?t;lflfgigiﬁ m’gfg;z?:lr& ta {esldalllt who enters the facility without an
resident who anters the faclity without an m{}:re Iltr;l% cat{::te? Is lr}u]: Tmhm?il:i%ed .
indwalling cathetar is not catheterized unlees the '&" 86 ms‘t;” 9 Ginical condition
raatdent’s olinfcal condition demenstrates that emmmtrfftcs at uau:tedzaﬂon was
oatheterizution was necessary; and a resident neosoary, and A moeident who s
who is incentinent of bladder receives apprapriate incontibent  of ~ bladder  receives
Urastment und servicss to pravent urinary fract appropriate teetment wnd servions 1o
infeclions erid & restore as much normal bladder prevent uripary tract infections and to
function as posslble, resiors a5 much normal bladder function
as possible,
This REQUIREMENT is not met as evidenced
FORM SNISZU0A0E2) Previdde Yemione Dbealnte fvent M BI0GN Eacity fo; Viryodes If gontinuation eheet Page 9 of 15
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CENTERY FOR MEDICARE & MEDICAID SERVICES Y QMB NO, 8938-0391
BYATENENT OF DEFIOIENCIES 1) PROVIDER/SURPLIER/DLIA BULYIPLE GONSTRUGTION %) D,
AND PLAN OF GORREGTION Y RNTIIGATION NUMEBER; ﬁ:u,mmu GoNeT * )ggﬂgfgﬁ;{:ﬂ
G
35040 B, WING - 0512013
NAME OF PROVIDER OR SUFFLIER BTREET ADDRESS, CITY. STATE, ZIP CODE
WORLAND HEALTHCARE ANDO REHABILITATION CENTER ::g::iﬁgl'wﬁg :4% 1
A ,
{X4) I HUMMARY STATEMENT OF DEFICIENCIRE [r) PROVIDER'E PLAN OF GORRECGTION ey
PREFIX (EAGH DEFICIENGY MUGY BE PREGEDED BY PUL). PREFIX (EALH GURRECTIVE ASTION SHOULD PE COMPLETION
™S REGULATORY OR LEC IDENTIFYING INFORMATION) TAG r:mwsrraneyggg “T!ﬁ g%EAFPROPRIﬂTE bare.
F 316 | Gontinued From page © F3{a| Corrective Actiom: g } /
. Resident #44 ls pow assisted with i
' - , 8/
Based on obasrvation, medise! record review, toileting andfor perf care before wid aftor e
and staff intutview, the faolllty falled to shaure imeals, HS, and 4 necesstry pet her plan
tofleting neslstence and approptiats Incahtinencs of care The Diyector of Norsing/ designee
care were provided for 1 of 7 sample residents s educated the staff on her specific plan
’Imd*'t) who requdred this lype of assistance. The of core.
ndings were:
Identiffoation:
Raview of ths 3343 guarterly MD'S sssessment Resident’s who reside at facllity are ut
for rsident #44 ahowead the resident was rigk. Qo or before the aliegation of
sognitively impaired, frequently incontinent of compliance the Direstor of
wring, able to ambulate indepand sntly wihh & Nursing/Tiesignes will re educate the
walker, and required imitad azsistance W'g} Licensed Nursing Staff and the Certified
tofleting. Heview of thiz care plan, vevied 8/6/13, Nursing Assistants en the importance of
showed steff neaded fo monitor the resident L '
following the Resident’s plan of care to
bioause at imes, athe was unable to perform include e Teenf
; : yroviding incontinent care and/or
L proper perlearg or continued to wear urlne foileting per the plar of care
sogkad disposable briafs atber toilating &P P )
himfherself without eteff avsletanue, Further Systemnic Cl ,
review of the care plan showed staif were e ol Tollatt
dirscted to assist the rosident with tolleting before 1 be momuded on o Toileting Pl
and after meals, at bedtime and every twa hours will be included on the Certified Nursing
at night. Continuous observation on 84113 from Assistants plag of vare. The Certified
7:50 AM until 12:30 PM revealed staff did not Nursing Assistants plan of care Is updated |
aesist the resident to the lotlel, nor did they check by the MIE Coordinator/ designea when
for Neohtinence, At 920 AM CNA #2 was Indicated. On ot belore the allsgation of
absstved as she entered the residant's room and compliance the Pirector of
departed without checking the resident for Murzing/Designee will re educate the
incontinehes ar providing asslstance with Livensed Nutsing Staff and the Certified
toieting, At 11:55 AN CNAE2 was observad as Nursing Assistants on the Cettlfisd
gha assisted the resident to the dining room for Nursing Assistants care plan and the
lurtoh, but the GNA did not ohewk he resident for importarios of follovwing the Resident’s
inoontinghss or asslzt him/her to the tallst. From Jan of vare: specific toglet]
1685 AVl 1230 PM, o rovdontvis D sidlont Indfviina) E;:%wﬂ,ﬁg per e
obsatved siting in the dinlng roam eating lnch. attendatnce sheet will be utilized and
rmmmgmlgﬁ; ﬁﬂﬁ 10,60 M CrA KR reconciled with the Certified Nursing
tants and 5]
81113 at 9:20 AM, the GNA saw uring in the Asslstants and the Licefised Nursing Staff
PORM CMS-2067{02-08) Previows. Virsions Dhaclite Bvent 0 BICE1M Foolity 1D Wybaa It cardinuation shoat Rage 10 of 15
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GENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO, U83B-0391
STATEMENT OF DEFIGIENGIES (#1) PROVIDER/GUFFLIER/CLIA {X2) MULTIPLE QONETRUGTION ~ {X8) DATE SIRVEY
AND PLAN OF GORRECYION IDENTIRIATION RUMBER: A BUILBING GOMPLETED
c
BAS048 b WING , 0611372013
NAME OF PROVIDER OR SUPPLIER BTAEET ADDRESS, CITY, $TATE, ZIP GODE
] 1909 HOWELL AVERUE
WORLAND REALTHCARE AND REHAB|LITATION CENTER WORLAND, WY 52404
{X4) lu SUMMARY §YATEMENT QF DEFIGIENDIES I PROVIDER'S PLAN OF CORRELTION e
PREFI {RACH DEFICIENGY MUBT Bl PRECEDED BY FULL PREFIX éEAOH QORAEQTIVE ACTION BHAOWLD BE COMFLETION
TAG REQULATORY OR LEG DENTIFYING INFORMATION] TR usaﬁEFEnEMgﬁ&mgH,EAPPROPRJATE DATE
F 318 | Gontiued From page 10 F 15| andthoss staff unablo to aftend will be
ollat and essumed the regident had gone to the provided 111 education.
hathroom without vlelf seslstance, The GNA o
further stated this wes the reason she did not Monitoring: ) , )
assist the reslelent to the toilet at that time, The The Director of Nursing Designee will do
CNA I pot explein why she ke not chieoked the facility rounds 3 times weekly andas
regidaent for proper peri-cara or dry disposal brief tecesshyy observing care to ansure staff
F 4411 483,66 INFECTION GCONTROL, PREVENT F 441 are following the residept’s tolleting plag
98< | SPREAD, LINENS of caye. Jssuss identified will be corrected
at that time and the Director of
The faclity mtist ostablish angd malrdaln s Nursjng/designee will review trends in
Infaction Control Program designed {o provide a QAZA to ensure plan is implemented,
gafe, sanitary vnd conforiabls envirenment and sustained, and svaluated for lts
ta help prevent the development and transmisslon offactiveness,
of disgase and Infaction,

{2 Infection Confrel Prograrm

{ The faclity must establish an Infection Contro)
Program under whioh it «

{1) Investigates, aontrols, and pr&venta Infections
in the faclllky;

(2) Decides what prossxlures, such as isolation,
ghould be applied to an lndividual resldent and
{3) Maintains a record of Incldents and corractive
actions related o Infections,

{b} Pravanting Spread of Infaction

(1} Whan the Infection Centrot Program

1 detarmines that a resident needs isvlation to
prevant the spread of infeotiun, te facility must
isoiate the resident,

(2) The faclity musi prohibit employees with a
communicahble disease or infeoted skin lesions
from direct contact with reaidents or thelr food, If
direct contact will transmit the disease,

{4) The faaliity must ragulre staff to wash thelr
hands after each direct resident contaot for which
hand washing is indicated by.acoepted
professiohal practics,

FORM CMERHA7{02-50) Fravious Vieraions Obsolely Evont I 836611 Fadilly I3t WOD08 " It qonlinustion shest Page 11 of 16
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STATEMENT 01 DERIGIENCIRS {#4) PROVIDER/SUPPLIERIGUA {44 MULTIPLE QONBTRUGTION S ke nare suRVEY
AND PLAN DF DORRECTION DENTIRIGATIEN NUMBER;: A BULDING COMMLETED
C
FaH04e 1 & wine 0B/1312013
NAME OF PROVIDER OR BUPRLIER | STREET ADDRESS, GTY, GTATE, ZIP 000E
Lrr A ‘ 180¢ HOWELL AVERUE
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82404
3D SUMMARY BYATEMENT OF DEFIGIRNGIES o PROVICER'E PLAN OF CORRERTION X5
é’gu-'n( {EACH DERICIENGY MUST BE FRECEDED RY PIALL PREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAB REGULATGIRY OH LAE IDENTIPYING INFORMATION) The CROBB-REFERENGED 10 THEAPPROPRIATE DATE
PEFICIENGY)
F 315 | Continuad From page 10 F315
{ailet end assumed the resikient bad gone fo the
bathraom without staff assistance, Tho CNA
further siabad this wes the reason she did pot
gasist the reaicknt to the Wlfet at that time. The
| CINA did ot explaiin why she had not checled the
ragident for proper pari-care or dry disposal briaf
F 441 ] 488.68 INFEGTION CONTROL, PREVENT F 441 .
&aoE | GRREAD, LINENS
The faility must estabitsh and mailalh an .
Infection Contrel Program desighed to provide a ¥ 441
safe, sanltary and comfortable environmant and
to help pravent the development and transmisslon The faollity will sstablish and maitain
| of dizaase end Infection. and Infection Control Program desigied
" to provide a safe, sanitary, and
{a) Infection Canirol Program , curlzlformbie envi,ronme;i’ and fo help
Th@ faﬁﬂlfﬁf mUEt E(\“Eblish an |ﬂfﬁ{:ﬂﬂn Cﬂi‘lh’ﬂ] Prgvmt fha -davelop]nant and m-anmlsgim
Program Under which it - - of disease and Infection.
l(1} Investigates, contrals, and prevents infections
I the faility; ‘ ; P
(2) Decldes what provesdures, suh as Isolation, i S L8l
L AP ; program Is I-E/f
should be epplied o en individusl resident; and established in the facility. The nfecti 878
(3) Malntains & revord of incidens and cormaotive 1l tte tacuiity. ilection
aciions related fo infections Conitol turse hag been reedncated
) regurding her need to continue to track
- the regident’s infection tach month until
{b) Preventing Spread of Infection A
(1) When the Infection Cortyol Program resolved, The infections noted og the
drtarmines that & resldent nesds laolation to Infiction control logs during the last 3
prevent the spread of nfeation, the faclity must Islflghﬂ' fgrﬁk;?dem_ 5 #3, ﬁﬁi 23;; 5‘1;113,
sotats the rasldent. s B, an ave since resolved. The
{2) The facllty must prohibit employees with a RN observed during survey providing in
sommunicabla dizesse o infected skin lesions propoy wougd care apd placing frash can
from direct contact with residents or thel Ruad, 1f on the residents bed without a bamder and
direct canact will fransmit the dlssase, using the 4x4 after dropping it onto the
(3) The facllity must requira stait to wash thelr bed has be reeducated on the propor way
hands after each direct resident confact for which t0 provide wound care to prevent cross
hﬂnfd Wf.i!:‘vhlrl'lg Is i]’t[]déﬁﬂted by accapted { contaminatiotr. The Certifled Nursing
professional practios.
FORM GMS-2687(02-92) Pravdous Verslorne Chuolole - Evant [D: B3CGH Faciilty I ywyoona i}
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STATEMENT GF DEFICIENCIES (1) MROVIDER/BUPFLIERICLIA (H2) MULTIPLE OCNBTRUCTION (43) DATE SURVRY
AND PLAN OF CORREGTION IDENTIFIOATION MUMBHR: A BULDING COMPLETED
v
i 53!}1148 L B WING - oV eManna
NAME QF FROVIDER OR SBUPPLIER BTREET ARTIRERS, QITY, BTATE, ZIF CODR
! . 1901 HOWELL AVENUE
LTHCA K | GENT
WORLAND HEA RE ANR REHABILITATION GENTER WORLAND, WY 32404
(%4) Iy BUMMATIY JIATEMENT OF DEPICIENG B8 D FROVIDER'S PLAN OF QQRREGTICN ! 5}
PREFIX {EACH DEFICISNCY MUEST B PRECEDED BY FULL PREFIX {BACH COHREUTIVE ACTION BHOULD BE { comrLerion
TAG REGULATORY OR LSG IDENTIFYING INFORMATIEN) TAG CROBE.REFERENCED TO THE APPRUOFRIATE T
DEFICIENQY)
F441] co Assistants observed during.surveg
Continuad From page 11 F 441 providing It perl eate and thes fasking to
{ (o) nens do proper hand hyglons efter removal of

infeotion,

| This REQUIREMENT is not met ag evidencad

[ aeldition, the Infection contro! progranm failed to

‘who reslaved antibiotic therapy, Finally, the

Paraohinal must hand(e, aiore, process and
transport linens"so s& fo pravent the spread of

by

Baesd on ohsalvatlon, staff Interview, and raview
of projest plans end infeotlon control togs, the
facility failed o ersure stal? followed appropriate
Infection cohtrl practicss during 3 random
pbservations of resident care (#3, #38, #58). n

Inolukte clinical resclution and menltoring for &
resldents (913, ¥66, 23, 45, $13, #54, 45, #68)

infection prevantlon aotivities falled to Inchide an
Infectioh control rick assessment (JGCRA) and a
plan far continued monitoring durlhg work on the
faclity aellings, The fircings were:

1. Interview with the infection control practitloner
(G} onGM2M3 et 325 PM and review of the
Pacembar 2012 {0 Jung 2018 tnfaction Gontral
survailiange loga reveeod fhe igok of a fing
chnlesl resolution for elght residants (13, #6586,
#23, #0, 3 3, #0d, ¥8, #58) documentad as
rseeiving aptiblotic thempy, The ICP glgo
revaaled she racked each patent for a month
and il there wers nod e resolution during tat
month she did not confinue to tracl therm or
Inelude thent in her data analyss,

2, During the tour of the faciity on 80118 and
again on 8H1/13 workers ware oherread drilling

gloves and bafore dressing the resident
have been rzeducnted oh the ensuring
bend hygiene s completed before and
aftor removal of gloves to prevent cross
contamination. Tha ICRA (for the work
being completed at the facility that
including drilling holes in the ceiling and
votnoval of ceiling tilesy was completed,
prior to fhe surveyors exiting the facility

Identificarion:
Residents that reside at factiity are a
patential risk

Systemis Changes:

On or befors the allegation of
Compliatice the Director of Nurging wikl
in service to the Infection eontrol nurse
on the feeility's Infection Control

progam to Include surveillance, complete
data collection, tsolation implementation,
and preventing the spreas of infoctions
gpacifieally contnuing o wack tesldem’s
intections each month ontil resolved

The RN's LEN?s were re educated on the
proper way to perform wougd shre to
prevent cross contamination

The Cortifiod Nursing Assjstants were
teedugated on the importance of hand
washing before and after cergyval of
gloves when providing peri care

HORM GMS-2007{02-99} Previous Varslona - Obuolntg

Evont ID: 030G H
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QIATEMENT OF REFICIENCIES #1) FRCVIDERSUPPLIBRIGLIA LT
AND PLAN OF CORREGTION o (PENTIFIOATION NUMRé%m ' f:"::::;'l D":;LE CONSTRUETION e Eéﬂ'ifé;ﬁé’f Y
G
#8048 B.VING 0811372013
NANIE OF PROVIDER OR BUPPLIER BTREETACDRESS, QITY, STATE, ZIP OBE
. 1904 HOWELL AVENUE
WORLAND HEALTHGARE AND REHABIF!TATION.CENTER WORLAND, WY 82404
o) ID SUMMARY BTATEMENT OF DEPIGENCIES D FROVIDER'S PLAN OF SORRECTION 5)
PREFEC (FACH DEFICIENCY MUST BE PRECEDED BY #ULL PREFIX (EACH CORRECTIVE ACTION SHOULD B GUMPLETION
TAG REQULATORY DR LEC IDENTIFYING INFORMATION] X cnu&a-n&mn&gggg;gﬂ g“l‘;l)EAFFROFRlATE bAvE
F-441 | Continued From page 12 F 441 .
holes in the celing and outting celling files in one | Monttoring; _
araa of the 100 hall and one areq of the 200 Hall, f‘&ccol:ding “? sompany protocol,
Further obearvation reveaied duat abatement infoctions will be tracked and tronded
meRBures hat baen Implemented and residents through surveillance, complete data
wete hot observed 1o be et rgk, Raview of e epllaction, isolation implamentation, and
faoily work projest plan shawed on the 200 Hall preventing the spread of infections. The
holus In the oeling were belng drilfed out for the - resident iufections will be tracked until
spHnkler systern placernant. Review of the plan resolvecl. The infection control logs will
alao showed un the 100 hall caling tiles were be reviewed by the Director of
freing cut for placement whara dust migeation Nursing/Designee to ensure resident
ponld ba controlled. Flowevar, Intarviews with the infeotions are tracked il resolved and
ICP on 611213 at 3:25 PM and the DON on Trends, cutbrealks sud/ or lesuey
SM2M3 ot 420 PM roveabod they had not cquceming infection control program
chrmplsted an (CRA for this project, nor had they inchuding ensuring JCRA's wre completed
lmplﬂmentet‘i ] B}ISBBITI fle' Uhgﬂlng mDn[lDﬂng to A whan chsmlcﬁm]- wm'k is being
enaure sate Infectlon provention practices for the completed in the facility. This will be
residents who resided on the. two halls. reviewed by the Director of
3, Olservation on B/41713 ui 7:50 AM revealed Nursing/Designes it tl’}f menitly QA
the pllksw that had baen placed behlnd resldent D monto st tad o
#5660 braok to faoliiate proper posttianing (n the lmp efme!’ , bugtained, and evaluated for
wheelchair had $alen from the wheelshair to the lis effectiveness. Director of
fiaor, At that tine sirts were sleo obsarved on the Nursing/Asslstant Director of Nursing
floor near the pliiaw, Cottihuous chsarvation will monitor every month vla random
revealed RN #1 removed the pillow from the floor vbrervation of Certified Nursing
and placod It In a nearby emply chair at 810 AM, Assistants providing peri care to ensure
At 8:20 AM, dietary aide #1 moved the pliow from Jund washing is occurring before and
the chiair and positioned it bahind the resident's after removel of gloves. [ssues identified
back. Inbarview with the ICP on BM2M3 at 326 will be tracked and corrected at that tine,
PM revealed using & plilow fFral had bean on the trenls as well as infection control reports
flnor wae not an anceptable atendiard of infection will be presented in QA&A by the
pravention praotioes, Director of Nwrsing/Dosignee to onsurs
plan bag benn implemented, sustained,
4. Om 6/1/19 ot 9:06 AM, GNA B4 ond CNAE2 and evaluated for its effectiveness,
[ ware chserved providing feoal innentinence care
for resldent #38. The CNAs removed thelr glovas
[ after cleansing the resident’s skin, Then, without
petforming hand hygiens, they proceaded to
FOHAN BMS2HH0204) Previous Vialons Dhyolata Rvent I a3GGH Faciliiy [D: WYO008 i conthation sheet Page 13 of 16
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AND PLAN OF CORRECTION [DENTIFICATION NUMBER; A BUILDING COMPLEYED
¢
i 84365048 | B WING 0BM 512013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, BTATE, ZIF CODE
4001 HOWELL AVENVE
WOR LTHCARE AND R GENT
LAND HEALTHCARE A EtI:IAEirI.rTATION JENTER WORLAND, WY 8240
" 4o BUNMMARY STATEMENT GF DEFICIENHES 0 PROVIBER'S PLAN OF CORREGTION Q
PREFM [EACH DEFIGIRNGY MUST B2 PRECEDED BY PULL PREFIX HAGH GORRECTIVE AGTION SHOULD BE omgl'? TION
TAG REGULATORY OR L30 INENTIFYING INFORMATION} TAG & DSS—REFEHEggEIglmg}:’EAPPROFRV\TE DATE
F 441 | Continued From page 13 F #4441

dress the resident, using thelr ingloved hands o
treus his/her upper torse and lower extremity
glothing. Interview with the ICP on BA2/15 ot §:25
PM revesled the fallure to perform hakd bygiens
after giove removal was not an acoeptable
standard of Infieclion prevention practices,

5. The following Infaction control concerms wene
[dentfled during pressure lcer care for resident
| #3 on 811719 at 936 AM;

8, RN #1 picked up the resident's trash oan
and remaved the contents, However, the RN did
not wasl her handy ofterward, and was hot
wearing gloves.

b. RN #1 donned gloves without washing
hands, plcked up the irash can, and placed It on
the resident's bed underthe resident's eft lower
lag. She placed a towal between ths resident and
¥ frash can, but failed o plave & barrer
patween the frash can @il the reslident's bed,

o. RN 41 than performed wound care with g
four-by-four gavlze pad soaked with sormal
silfne, The KN dropped v four-by-four on the
bed, picked iL up, and continued wourkl care,

d. RN # finizhex wound care on the left hael,
than slid the tresh can from the residents left
kower leg to support the restdent's right leg, and
procedad to freat the fght heel. Howavsr, she
fallad to place a barrler batwaen the trash tan
and the resident's bed,

8. RN#1 shangerd gloves between woumcs,
bt felled o wash or sanitize her hands betwesn
cane on the resident's left and rght hesls, or at
gny time during the observation until all lagke
wire vormplated,

f. Purlng-ain nterview with RN #1 on 6741113
ot 8:86 AM, she acknowladgad she should have
washed her hamis bedweaan tasks, and shoutd hot

FORM nmséﬁsﬂuz«um Provigys Voral g Qbsoisla Evant ID: 835611 Faclily I%: Wihooa It enntiniation shoot Paga 14 of 16
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F 441 | Continued From paga 14
have placed the trash can on tha rezldant's bed,

F441|
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