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%) I SUMMARY STATEMENT OF DEFICIENGIES in PROVIDER'S PLAN OF CORRECTION {X5)
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FLL PREFIX (EACGH CORRECTIVE ACTION SHOULD BE QOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIDN) TAG CROBS-AEFERENCED TO THE APPROBRIATE DATE
DEFIIENGY)
F 272 | 483.20, 483,20(h) COMPREMHENSIVE F272| Preparation and/or execution of thig
85=D | ASSESSMENTS plan of correction does not constitutd
The facility must conduct inftialiy and perfodicaly adm’&m“n ot agreement by the
a comprehensive, acourate, standardized provider of the truth of the facts
reproducible aesessment of each resident’s alleged or conclusions set forth in thtl[
Tunctional capacity. staternent of deficiencies. The plan ¢f
A facility must make a comprehensive cotrection is prepared and/or executdd
sesessment of a residant’s needs, using the RAI solely because the provisions of
5pecified by the State. The asuesement must federal and state law require it.
:g“'“t?; a:ileast ‘clhﬁ h"““"“glfl_ iomation: This plan of correction serves a the
Gn?:tor::r; ot D aPAIG information; facilities allegation of comphiance,
Cognitive patterns;
Communication; Tag 272
Visior; Tt s the practice of the
y%mggc?gﬁ;:fggﬁ?mm facility to conduct initially and
Physlicat funationing and structuraf probisme; periodically comprehensive, accuratd,
Conlinence; : standardized reproducible assessment
Disenze diagnosia and heaith conditions; of each resident’s functional capacity,
Dental and mutrifional status; ¢ pacity
Skin conditions:; ) . .
Aclivity purm?ﬂ; Corrective Action; Resident #1
Medications; transfer asscssment has been updated
tpecial reatments and procedures; on 11/22/10. Resident #5 discharged
Discharye potentlal; 11/19/10
Documentation of summary information regarding RS T
the additional assessment performead through the ] .
resident assessment protocols; and Identification of Others:
Daeumentation of pardicipation n assessment, DON/designee will review all
‘ residents at high fall risk; review and
This REQUIREMENT is not met as evidenced update transfer assessments and
transfer/fall care plan.

by
Based on medical record review, review of
incidert report dosumeantation, and staff interview,
the facility fafled o perform a comprebensive
assessment for 2 of 2 sample mesidents {1, #5)

OVIDERISURPLIER REPRESENTATIVES SIGNATURE TITLE L 0% DR
Kiaime) JOHA [1- 5310

Any deflciency statomant ending with an asteriol (Yhdenotes x deficlency which the institutian may be excused from comaeting providing & iz deferminod that
other safoguania provid s it proteclion to e patiants. (See instructions.) Except for nursing hormes, the findings stated above ara disclosable DO days
following the dale of survoy whnthier or nof a plan of correction i provkded, For nureing homea, the abowa findings and plane of coreston are disclosablm 14
days following lhe;‘gma thexes dooumeits aro meda avakabie to the faclify. If deficiencies are ched, an approsdl plak oF cotrattion lis raquislte to continued
program particlpation.
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STATEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIER/OLIA ULTRL 1! 5
AND FLAN OF CORRECTION oy DENTIFIGATION NUMSER; ﬁlfm;e F CONSTRUGTION W’gg;gfggg“
G
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. 535025 NG 10/2872010
NAME OF PROVIDER OR BUPPLIER | BTREET ADDRESY, GITY, STATE, ZIP CODE
e c 2740 . 14TH STREET
HEYENNE HEALTH CARE CENTER CHIEYENNE, WY 52001
{4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o6
PREFIX {EACH DEFICIENGY MUBY 8E PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE BOMPLETION
TAG REQULATURY OR LSC IDEMI’IFYINE‘-'INFDRMATIGM TAG CROSE REFERENCED T THE APPROIRIATE CATE
DEEICIENGY)
F 272, Continued From page 1 F2r2)  System/Measurements: SDC /
who were #t rigk for falls, The findings wers; designee will provide in-service
1. Review of the nurses' notes and the incident education to License nursing staff ,
report dooumentation for resldent #1 showed sfhe regarding policy and procedure for
fell duting a transfer from the bed to his/her transferring residents on or before
wheaalmhas;ir oit ?lzb’ll'lﬂ. thcg E?saetﬂt?d ina 12/12/10.
sub-dural and sub-arachinol bieading of AT1 +oce! :
and around $he brain} and hospitalization, ‘The AIl.resndents who !mve a fall w1'11 be
review showed CNA#2 transferred the resident teviewed next business day during the
Alone &t et time and did not use 4 galt belt as moming business meeting and the IDT
valled for on the resident's transfer care plan. will teview the trangfer status with the
Review of the 81010 sighificant change MDS ost fall review
assessment for the resident showed two staff post] ’
merbers wera required to provide extansive L . .
assistance with fransfers. The 8/26/10 quarterly Monitoring: DON/designee will track
g’fx?es assessment shawed thear%sident rieq“i"gd and trend falls and interventions and
nsive assistance with transfers. Review ; : _
7121710 and 811110 interdisciplinary past fal will report findings to the QQ&A
reviews showed intervantion recommendations comumittee monthly. The QA & A
that included adding a floor mat by the residents committee will evaluate the
bad and an afanm to the reside'gga wheelchair. effectivenzss of the plan based on
However, the sssessmenty filled fo dotermine 3 : .
the method to be used for transfers such as the trenfi 5 identified anc_i Lmp I.emer.:it d
rieed for a mechanical iift, or 4 two person assist, additional interventions as needed to
enhsure continued compliance monthly
2. Review Og‘gﬂ Bf2jf“|0 gmgssior:jl\{‘ln?s » for four months then will reassess the
assessment for pasident #5 showed two sta o Frre | o
members were required o provida extomdive need ﬁ_)f further monitoring based on
assistance with transfers. Review of the resident's compliance. .
W28/10, 10/18/110, 10:20/10, 10/21/10, 10/24/40, Date of Completion: 12/12/10.
and 10/28/10 interdisolplinary post fall reviews
showed staff assessed the falls, and intervention
recommendations included re-education of tha TAG 274
ratident to use the call ight for assistance, adding :
a floor met by the resident's bed, and usa of &
gﬁit ?ft during resident hﬂngfe:‘s& Revimg 0f11’ a It is the practice of the facility to
physical therapy evaluation dated 107110 sHowed . - men
gssistance varnies with all transfars & ambulation, ;iondu'(:t %ccvmp}::}:]l;enﬂvg aSS:;Ser fh X
minimal assistance to moderate 1o maximurm | for atesident within 14 days after the
fagility determines, or should have
FORM ChS-3567(02.08) Praviaws Varalons Chesloin Event 1 Cusa11 Faciity I WY 0063 If confinustion sheat Page 2 of 4
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assessmanis failed to detormine the methad (i
or number of staff required) for the safe transfer
of the resident.

3. During an interview with the DON and MDS
coordinator on 10/29/10 af 11 AM, the DON
stated that resident care plans did not sddnass
stalf rumbers required for transfer, and no
ansessrments were done for residents #1 and #5
to riaka that delermination,

F 274 | 483.20(b)(2)(i) COMPREHENSIVE ASSESS
58«0 | AFTER SIGNIFICANT CHANGE

A facifity must conduct a comprehensive

facilty delermines, or should have deterntined,
that there has been a significant change in the
residents physical or mental condition. (For
purpase of this section, a significant change
means a major decline or improvemant in the
resident's status that will not nomally resoive
itself without further Intervention by staif or by
implementing standard disease-related clinival
interventions, that has an impact on mone than
ohe sa of the resident's hewlth status, and
requires interdisuiplinary raview or revision of the
care plan, or both.)

This REQUIREMENT iz not met as evidenced
by:
Based on madical racord ravisw and staff

interview, the facliity failed to complete o
significant change MDS agsesement for 1 of 3

assessment of a resident within 14 duys after the |

This plan of cotrection serves as the
facilities allegation of compliance.

Corrective Action: Resident #2
comprehensive assessment for
significant change has been complet
11/17/10.

L]
(=%

F274|  Identification of Others: RCMD /
designee will review and compare
residents lagt MDS with current statﬂts
for significant changes. Those

identified will be scheduled with
ARD'’s and completed within 14 dasls
of the identification.

System / Measures: Residents that
have been digoharged and returned
will be reviewed for significaint
changes in morning business meetin
and the IDT will determine if a
significant change of condition is
neeaded,

RCMC will educate RCMD/and MTJS
coordinator on identification of
significant changes and completing
the assessment within 14 days of the

L
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AND PLAN OF CORRECTION ) IDENTIFIGATION NUMBER: b M o RUGTION mﬁ)ggﬁfgr?;v
£ BUILDING
C
B WING
535025 10/28/2010
NAME F PROVIDER OR SUPPUER ETREET AUDRESS, CITY, BTATE, ZIF GODE
2700 B 12TH SYREET
CHEYENNE H GARE GENTE
NNE HEALTH GARE GENTER CHEYENNE, WY 82001
XA) 1D EMMARY STATEMENT OF DEFICIENCIER I PROVIDER'S PLAN OF CORREGTION
ol (EACH DEFICIENGY MUST BE #RECEDED v FULL PREFIX {EAGH GORRECTIVE ACTION SHOULD BE CoMAETIoN
TAG REGULATORY OR ESC IDENTIFYING INFORMATION) TaG CROBS-REFERENGED TO THE APPROPRIATE BATE
DEFICIENGY)
F 272 | Continued From page 2 F272| determined that there has been a
assistance. Howsver, the above mentioned significant change.

sample residents (#2) who required such an identification of the significant chanfe
assessment, The findings were: on or before 12/12/10.
Review of the medical record showed resident 42
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CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NO, 0938.0391

STATEMENT OF DEFIGIERCIRS ) PROVIDERIZUPPLIERIGLI LTIPL
AND PLAN GF CORREQTION o IFDEMﬂFIGATIDN mmn%n? 0 MULTIPLE CONSTRUGTION m’ggﬁfg@ﬁ"
A. BUILDING
G
B,
535025 VG 2812070
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P GODE
CH HEALTH GARE © 2700 E 12TH STRERT
EYENNE ENTER CHEYENNE, WY 82004
() 1 SUMMAHY STATENMENT OF DEFICIENCIES 2] PROVIDER'S PLAN OF CORRECTION
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ARTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IBENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE oiE
DEFHYENGY)
F 274 | Gontinued From page 3 F274) NHA will zeceive MDS tickler weeldly
had a Tall on 924710 that resulted in a hip fracture and review for assessment timelinesd.
and subsequent surgery. The resident refumed to
the facility on 9/30/10. Further review showed the o . ‘
lngt MDS assassment for the resident wee g Monitoring: NHA/designee to track
quartetly assessment on 7/16/10. The review and trend MDS assessment timeliness
showed he facility completed an interdisciplinary and report findings to the QA & A
posi-fall assesement on 9/24/10, and refarred to committee monthly. The QA& A
the oare plan for revision, Revisad changes to the | - N ol
cate plan upon e resident's return to the facility committee will evaluate the
showed staft was required to assist the resident effectiveness of the plan based on
y:g!mg;r;s:ags ﬁamf #‘hvlﬁa?dnf ;!ailyil ’lé‘ving. ote trends identified and implement
i 2ting. The resident could comple s : :
these tasks with minimal supervision prior to additional 1ptew¢nuons bas needed to
9/24/10. In addition, staff was requited to place an ensure continued compliance monthly
ahductor pillow between the residents legs when for 4 months then reasscas the need for
the resident was inbed, ) continued monitoring based on
During an intarview with the MDS coordinator compliance
on 10/28/10 (29 days since a significant change : .
had been defermined) at 2 PM, it was revealed Date of Completion: 12/12/10
that the resident required a significant change
MDS assessment related to hisfher fall, Howaver,
the MDS coordinator verified the assessment hag
nat bean completed,
Acconifing to the September 2010 MDS RAI
Version 3.0 Manual, page 2-15, a significant
change MDS assessment is required on the 14th
calendar day affer determination that significent
change In the resident's status has ocourred.
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