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L incompetent ar otherwise found to be Residents Found to have Been
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legal representative; and periodically reviewad s .
.&nd revised by & team of qualfied pergons after - staff’ regarding updating care

 each assessment, | , plans te  reflect  current
‘ ¢ Imterventions. | |
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participate i planning care and treatment or Aff ied by the Deficient
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| A somprahensive care plan must be developad . g |
Lwithin 7 days after the completion of the : The care plan for resident #4 i
- comprehensive assessment; prepared by s was updated to reflect the ‘
Interdisciplinary team, that inciudes the attending weight loss, recent labs, and |
physiciar, @ registered nurse with respons;rbility current interventions. Care plan
| for the resident, and other appropriate staff in . .. :
' disciplines as determined by the residants needs, | also jnoluded the addition of a !
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i

/ o N L - :
FCTOR'S TR PRUVIDERSOPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X&) IDATI

LARORATORY 1)1
ﬂ'(v CAh e lr Ennve D eermase Ey/ /4

Any deficency atatement ending with siotetisk (1 denotes deficlency whici the intitution may be excused from odrrecting provichy It Is datarmined that

other safeguarts orovide suffiviant protection to the pafients. {See instructions,} Eucept for nursing horrias, the findings statad shave are distleyabie 80 days

fotlowirg %@*ﬂ'ﬁtﬂ*ﬂfwimwwhmherimwnoi-a‘pmnroﬁeorrm' tion ig provided, Ror flurging homes, the ahove frdingg and plans of cartestion are disalosalie 14
g

rays {ollaging the dite th GG Tre made svainbie to 1he facilly, | defislencies are pited, am approved plan of torsction is reduisits to: cominued
program garticioation, RECEIVL

e WY DOPE IO et et s e
FORM G, FHET0Z-08) Previouws Varsions Olzsiste Rveit ID: FGWAA Fauiltty [D: Wt If caniingation aheet Paga 1 af 18

MAY 19 2014

Healthcare Licensing
and Surveys




DEPARTMENT OF HEALTH AND HUMAN SERVICES

FRINTED: 05A07/2014

-+ . FORM APP
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO, 0932%\3%?
STATEMENT Oﬁ: I'.!EFIGIEHNGIEES (X1 f"RDVE[')E'H.’SU!”!"L!E%RICLIA (%R MRTIPLE CONSYRUGTION (X0} DATE $URVEY -

AND PLAN OF GOBRECTION DEMTIFICATION MUMBER: A, BUILDINE }GDMPLETED
ol
535013 8 WING 04/2312071 4.

HAME (OF PRIVIDER DR SUIRFLI6H

KINDRED TRANSITIONAL CARE AND REHAHILITATION-CHEYE

STRERT ARDRESS, CITY, STATE, 2P QDG
4128 BOXELDER DRIVE
CHEYENNE, WY 820

(Hdy iy .i . BUMMARY STATEMENT (3F DiEFIGIENCIES [ 8] ! FROVIDER'S BLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENGY MUST BE PRECEDKD BY FULL PREFIX (BACH CORRECTIVE ALTION $HOULD e © GOMPLETION
TAG . ABGULATORY OR-LEC [ENTIFYING INFCRMATION) TAG CHDSB-HEF”ERENC&’]Q TE THE APPROBRIATE ; DATE
DEFICIENGY) ;
' : ;
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{ This REGQUIREMENT is not met as evidenced " Potential to be affected bv the
by’ ; . Lotential Yo he affected by the
! Based on medical racord review and staff | Sam nt Practice: ;
 Interview, the facility falled to snsure needed care | ; .
| plan revisions were made for 1 of 12 sample | E ill audit cutrent care plang |
i residenls (#48), The findings were: : Ef].:) ?;Si dents  with signif?i cant '
. Review of the weekly weight records showeg . weight changes to verify
; ;e:gicﬁnt ilma Ic:ift'; ?‘.Eﬁonéqnds fmmf ttl:‘@ weeﬂk”ulf accuracy, Based on the results of
: 2121714 through 2124114, Review of tha 202804 | : R '
T (Intardisciplinary Team) weight change notes | . the audit, care plans identified
shawed the rasidenthad an 8.4% weight loss In :  Will be updated as needed.
ane wael, Reddmimended imterventions inoluded | . ;
“adding a nuiritional cookle twice datly and o . \ : |
- confinue on weekly weights, Review of the most 1 Measures . f];“ : LEGLE !
_current care plan, datad 11/13/13, showad the E MM&W_NL_ g
- resident's waight loss was net addressed. The ; to Ensure that the Deficient |
 most recent revisions noted on this oara plan Practice(s) Does Not Recur |
P were dated 86/13, Continued review of the care ; ‘
| plan shawed i did not includa the addition of a ; \ j
- nutritional cookie twice daily or weaekly waights., . RD will update care plans |
h'ltlfll‘\l'liﬁwl:t’ith LPN #2 on 4;23[}{}14 at 10:]30 AM i ; weakly for residents that show
tevaaled he was unsure why the sare plan wes R 3 :
| net updated to reflect the resident's recent weight significant weight changes. :
Floss. ; ;
¥ 281 483.20(k)3)() SERVICES PROVIDED MEET | F281  TDT Team/RD will review care :
55«0 PROFESHIONAL STANDARDS | plans of residents with
H | . i + 1
- The services provided or arranged by the facility : significant  weight cl'um.ges }
must meet professional standards of quality. . weekly to ensure appropriate .
: | interventions are in place. |
 This REQUIREMENT is riot met @ evidenced | J |
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HBased on staff interview and medical record | ; ;
 review, the facility fallod 1 ensure staif followed l ;'
| physiciar's orders regarding disease ! : ;
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| Based on medicst record review and staff ! Sustained: :
| mrmrvlaw the: facility failed to ensure needed cara | i ;
; plan revisions were made for 1 of 12 samplg § \ R '
1 residents (#48). The findings were! | The RIVIDT team WI-_”-- ugdate
: . the care plans of those identified |
' Revie'w of the weekly welght records showed i a5 haviog a significant weight |
; | resident #48 lost 17,8 pounds from the week of , s . :
2121714 through 2/24714, Review of the 2/28/14 | | loss during  weekly weight
DT (Imerdisciplinaty Team) weight change notes } i meeting. 3
showsad the rasident bad an 8.4% weight loss in | !
- one week. Recommended interventions inchided The RD wi ort sienificant
' adding 2 nutritional cookie twice dally and o e ;'”H “’It’ s}fmﬁ‘“ ’]1 |
- continue on weekly weights, Review of the most i weight loss 10 the ®n
sourrant cace plan, dated 11713713, shawes the | Committee for review and :
' resident's weight loss was not addressed. The i recommendations. The PI
i rrrost racent reviglons rated on this cave plan : ' . . ;
' ware dated $/6M3, Continued review of the care / oomr_mttee will (.]eterrmne If the
| plan showed it did not include the additicn ofe deficient practice has been
' nutritional daokle twite daily or weskly W@fgh&s. : resolved and the frequency of
fnterview with LPN #2 on 472314 at 10:30 A * . e
revealed he was unsure why the care plan was l Ongoing monitoring, j
: Mot uptated to reflect the resitent's reécant weight i 3 . . |
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1 Baged on medical record raview and staff |
 interview, the facility failed to ansure needed care |
| plan revisions were mede for 1 of 12 sample : ; :
residents (#48), The findings wete: ‘ I |

; Review of the weakly weight records showed
 rasident #4B lost 17.6 ptunds from the week of !
Caf2At4 through 2124414, Raviaw of the 2/28/14 |
DT (Interdisciplinary Team) weight shange notes |
F

showed the resident had an 8.4% weigh! aes In
. one week. Recommandad interventions included
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conhtinug oh weekly weights, Raview of the most
urrent Sare plan, dated $1113/13, showed the !
i resident's weight loss wag not addressed, The § |
i most recent reviglong noted on this care plan : ‘ r

s weare dated 8/6/13, Continued review of the care. | ‘ '
| plan showed it did noi include the addition of & J

nutriticmal cookig twice dally or weakly wei&sn 1 L8 ices Provid

Interview with LIPN #2 on 4/23/14 at 10030 A ‘ : Y

revealed he was unsure why the carg plan was ; mmw&dﬁ

Lot updated to reflect the resident's recent waight | »
! loss. ! . Corrective action(s) for Those

F 281 483, 20(k}(3)(1) SERVIGES PROVIDED MEET

: i | | Residents Found to Have Begn
580 PROFESSIONAL STANDARDS | AR by the Deficiern

The services provided or arranged by the facility j ctice: ;
must meet profassional standards of quality.

Revent weight was obtained for |
Resident #90. Physician was

 This REQUIREMEN f8 not met as evidenced I > \
' notified of current weight and J
|

i by: :
Based on staf interview and medical record }f
, review, the facility faled to ensure staff followed |
! physician's orders regarding disesse

that resident was not weighed
for 3 days upon readmission.

|
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TAG i REGLLATORY QR L8 IENTIFYING INFORMATION) i TAG ! CROSSREFERENGED 10 THE APEROPRIATE : DATE
, DEFICIENTY)
i T } .
| i ; |
F 281 | Continued From page 2 [ Fa281, T |
e pags 2 . i 287 Identification __of  Qthey
_maragernent for 1 of 12 sample residents . . : . ;
| (#90) The findings were: 1 | Reside aving the potential
» " ) | to_be affected by the Same i
! Review of the medical diagnos!s list showa 1 Deficient Practice: |
| residant #50 was re-admitted on 4/18/14 with ’ _ e :
 diagnoses including corchary anery disease, | | . .
i hypertension, and atrlal futter, Review of the i i An mudit of Weight orders of
i! re-admigsion orders dated 4/16/14 showed an i Cnew admissions within the last
order for staff to monitor the resident's weight far ‘ . .
' 3 days, Review of the medical record showed the . 30 days were reviewed by unit i
: rasident's waight was obtained on re-admission, | . managers to verify that the !
L 4/16/14, howaver. thare were no additional | { weight orders were followed j
| waights oblained and recorded in the medical co Physician was potified |
trecord after that date, Interview with the DON on ! ! if mcet;y‘ht y d asﬂ_e not
4123714 at 11:50 AM revealed | & welght orders w ;
hé was not sure why the weights wers not ‘ | properly followed.
obtained as ordared, She further said physician ; :
. ordeers should always be followed, ; Measures Put into i
According to the Wyoming Nuraing Practice Act Place/S changes Made
" of Jully 2005 and the Agmigiuagéati\m Hu%eg.aml ; to_Ensure that the Deficient f
Regulations of Novernber » page 346, EEI!'EQE] ot BEEQ
nuraing must funclion under the direction of a , | Ir Doxs » L
licensed physician, According lo Smith, Duedl, and. ; ) .
Martin in "Clinical Nursing Skills: Basic to f | The RNA. will be notified of any
Advanced Skills,® 7th Ediion, 2008; "Skil and | i new admissions/readmissions by
functions that professional nurses perform in cily | - :
practioe include; ... Administer treatments per . the  admission coordinator
ohysician's order,"” f fcharge nurse. IDT wili review |
E 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F282, weight orders and to wverify
55zl | PERSONG/FER CARE PLAN ! residents are weighed according :
The services provided or arranged by the facility | to orders. |
must be provided by gualified persons in : ;
| accordence with gach resident's weliten plan of :
' care.
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. admissions to ensure that |
Review of the medical diagnosis list showed ] . wei ¢ bei n ‘
 resldent #90 was ra-sdmittad on 4/15/14 with ? ! dght; a g done as
| dmgnm&s intluding coronary artery dignase, g ' ordered. ,
: hypertension, and attiai flutter. Review of the ? ; :
i re-admission orders dated 4/16/14 showed an | Monitoring _the _Corrective '
» order for statf o monitor the msldent's weight for | ;
3 days. Raview of the macical recard showed the | on(s).. Performan 2 ?
 rasident’s weight was obiained oh re-admission, | M ure Systems 8 ;
| 4118114, however, thets ware no additional | Sosthiined: i
i wesights ubtained and recorded in the medical ! ‘
- record affer thiat dede. Interview with the DON on | : . 5
| 4/23/14 at 11:50 AM revealed | The IDT Team/RD will review |
she was not sura why the welghis were nat i orders for new admissions/ !
: r.‘:abtainh&d &% ordergd, She 'ﬁimhe.‘:j said physician - 5‘ readmissions weights weekly
orders should always be followad, ! during the weight m&eting The ‘
According to the Wyoming Nursing Praotios Act RD will report the results of her i
of July 2008 a;md the Agmigisérgtiw Rulgs and | i findings to the (P) Committee }
Raegulations of Navarnber 2003, page 3-8, : : i
nursing must funetion under the direction of a ! for furtber review. *‘
llcensed physiclan. Accarding to Smith, Duell, and. : .
Martin In "Clinical Nureing Skills: Basic to | Date of compliance is 5-17-
Advitnced Skills,” 7t Edition, 2008: "&kill and C 014, ‘
 funstions that professional nurses perform In daily | i |
practice include: ... Administar treatments per i |
physivian's order.” ‘ ‘ :
282 ; 483.20(k)(3Xii) SERVICES BY QUALIFIED ! F 282 |
Sggp ! PERSONSIPER CARE PLAN i ;
The services provided or arranged by the facilty ;
| must be provided by qualified persotis in i i
 accordance with each resident's written plan of | |
" care. ; ; ;
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F 282 | Gontinued From page 3 . Fans, !

‘ Thig REQUIREM%NQT is 1ot mat as evidenoed ' 282; Yo 282 CES Y '

by: | - QUAIL PERSON: :

: Based on staff interview, and medicsl record | i CARE PLAN

| raview, the Taoflity falled to ensure staff followed |
the care plar for 1 of 12 sample residents (#90). ! .

The findings were: 1 ! ITECHVE. Aft“'“ 9
; ; ' 08¢ iden ound to

Have Been Aff the
Deficient Practice:

Resident’s # 90 Care Plan was
updated to reflect the current
services provided. ;

' Review of the medivsl racord ghowsd resident ;
| #90 had diagnoses including hypertension,
“earonary artery disease, and atial fufter ‘
{irregular heartbeat). Review of tha 1/21/14 care |
: pran showed .. Take biood pressure rbadlngs g
i Under the same aonéiltions each time. For 1
i example resident is sitting, use right arm,® ;
i However, review of the bload pressure monitoring " ;
- flow sheet showed staff did not routinaly follow Education provided to staff
this ifn‘tﬁr\rention. On Aneng A:alt ﬁ:sdaépm. on regarding following plan of care
417114 at 448 AM, 1059 AM, and 811 PM, an | a . :
(4718114 2t 5,52 AM, 9:32 AM, anc B:04 PM,on | 8 written for residents.
41814 at 12:18 AM and 1:47 PM, ahd on ‘: i
|

412114 af 12:42 AN, there was no !

Identi on of
documertation of which arm or what nosition the | ' idents the
resident was in while hlg/har blood pressure ' Besidents Having . the

readings ware oblained. Interview with the DON ' - fo be Affe he

“art 4/23/14 at 11:60 AM revealad she was unsure | i Same Deficient Practice:

-why the cate plan was not followed. | ;

F 309 483.25 PROVIDE CARE/SERVICES FOR B 300 :
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DNS to verify accuracy. Care
| plans updated as needed to
i ancurately reflect current needs,
|
J

Egch resident must recelve and the facility must
( provide the necassary care and services to attain |
“or maintair the highest practicabls physical, !
| merital, and psychosoolal welkbeing, In {

| gecordance with the comvprehensive assessment
“and plan of care,

|
|
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F 282 { Continyed From page 3 | Fas2 , :
 This REQUIREMENT s niot met as avidenced - | Measures Puj Inig |
| by: : ; Elace/Svstemic Changes made
| Based on staff interview, and medical record | { to_Engure that the Deficient
{ raview, the tacifily failed to ensure slaff followed . Practie oes not r
- the pare plan for 1 of 12 sample residernts (#90), ;
The findings wers; | i .
: ; ! i Care plans of at least 5 residents
; Reviewdc:; the mmdir;a! ;re;ordhahovied rﬂl:esident : . per week will be audited to :
" #90 had diagnoses including hypertension, i | . : !
coronary artery diseasae, and atrlal fiutter j i venf:y . acc;r acy. 1 Dngﬁl!l:g '
 (Iregular heartheat). Raview of the 1/21714 ¢are | | Mmonitoring of care plans will be |
- plan showed ".., Take blood pressure raadings | done quarterly, anmally, and |
| under e same conditicns sach time. %':. j with change n condition, ,
example resldent s sitting, use right arm, : |
. However, review of ihe blood pressure monitorirg \ . . !
: fow sheet showed staff did not routinely follaw MDS murses will monitor care
717104 34D AN, 1088 A8 a8 11 BH plans upon |
CAMTA mt Ad R 1eH , and 8:1 L on o -
| 4/18/14 gt 5:52 AM, 9:32 AM, and 8:04 PM, on adm'ss“l’“’“’adm‘i'ls‘m 4 i |
4/16/14 at 12:16 AM and 1:47 PM, and on i Quarterly, Annually and with & |
AZ114 a1 12:42 AM, there was no r ! change of condition, [
documantation of which arm or what posilion the | ; |
resident was in while histher blood pressura ' . ]
readings werg obtained. Interview with the DON . Care plans will 315_'0 be reviewed
or 4/23114 at 11:50 AM revealed she was unsure ~ for accuracy during care plan
why the cara plan was not followed, ? meetings with the IDT Team.
F 309 48328 PROVIDE CARB/GERVICES FOR

Mopitoring  the Corrective

ction Performance ¢
Sur slem are
Maintained.

The DNS/Unit Managers will
audit Care plans of at least 5

FORM GAIS-2507{02-69) Frevinis Vissions Dbanlale Evart 1D, I7Quv14

Eaulify 1D WY6014

If pontinvation-shest Page 4 of 18
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CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/07/2014
FORM APPROVED
OMB N, 0938-0391

EYATEMENT OF DIEFICHENGIES X4} PROVIDERISUPPLIERICLIA {X2) MULTIFLE CONSTRUCTION %3) LATE SURVEY
AND PLAN UF GORREGTION IENTIFICATION NUMAER: A, BUILDING COMPLETED
5 . c
535013 B. WING Q412372014

NAME GF PROVIDER OR SUPPLIER

KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE

STREET ADRREBS, CITY, STATE 210 CODE
_ 3128 BOXELDER DiIVE
CHEYENNE, WY 82001

5=D MIGHEST WELL BEING

- Bach resident must receive and the faciiity must
- pravide the necessary carg and servicas to attain
- br maintain the highest practicable physicai,

mental, ard psvehosocial wall-being, in
_aceprdanca with the comprehenaive agsessment
 and plan of care.

- SUMMARY STATEMENT OF DERICIENCIES oo FROVIDER'S PLAN (F CORRECTION HE
PREFIX {EACH DEFICIENCY MUST BE PRECEDBED BY FULL HREFIX {BALCH CORRECTIVE AGTION SHOULD BE ; UOMPLETION
TAG REGULATORY OR LSE (ZENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE | DATE
j : i DEFICIENGY) g
| : ! [
F 282 | Continued From page % L Fony . ,
' This REQUIREMENT is rot et as evidenced |  Tesidents per week to verify
by + accuracy. Based on the results of
Based on staff interview, and medical record + the audits, additional training
: Teview, the facility failed to ensiure staff folowed will be provided to staff as
mfec}?;glséasnmtg;; of 12 samplo residenis (#8905, needed. The audit will be
i ;. conducted weekly for 4 weeks.
' Raview of the matics reaémrd showad rasident i Resulis of the audits will be
#90 had diagnoses including hypertension, ‘r i . :
coranary art%ry disease, and afrial flutter ! l E“’”mi“d o thr’ (PI) Co.mm.mm'
 {ireguier heartbeat). Rview of tha 1/21/14 sare | | Committee will determine if the |
 plan showed .. Take blood pressure readings | i deficient practice has been |
" under the same condlitions sach tir;ae‘ Fur ) ' resolved and the frequency of f
P exarnpls restdent Is sitting, use right arm.” ; ! : G . 1
; Hr.:weEer, roview of the biood prassure manitoring ¢ Ongoing monttorimg. ‘;
flow sheet showed statf did nol routinely follow J | i
this intervention, On 4/16/14 at 6:58 P, on : | Date of cnmp]iance is 5-17- ‘
417114 at 443 AM, 10:58 AM, and 8:11 PM, on | 2014 :
418114 at 5.2 AM, 8:52 AM, and 8:04 PM, on | ) ,
41914 8t 12:16 AM and 1:47 PM, ang on ; 1 :
412114 at 12:42 AM, there was ho : : ;
documentation of which arm or what position the | ; i
resident was in while hisfher biood pressure i . OVIDE ‘
readings were obtained. Inferview with the DON
on 42314 at 11:50 AM revealed she was unsure SERVY F
why the care plan was hot followed, HIGHEST L _BEING ;
F 309 483.25 PROVIIHE CARE/SERVICES FOR |

rrective Actions For T ;
F D have been Aff b

the Deficient Practice

A new pain assessment wag
completed on resident #48, Pain
meds were reviewed, and q shift
pain assesgments will be monitored
3xweekly for 2 weeks to verify her

FURMCMS-2587(072:09) Previoys. Vidgions Obaulpoie Evant ID17EWIT

Fackiby 1D WYOQT ¥ oonfinuation sheet Pege 4 of 18
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FORM APPROVED
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STATEMENT OF DEFICIENGIES X1y PROVIDERMSLIMALIERICLIA (X2) MULTIPLE GONSTRUCTION
v oA © - BUVIDER/S . L ! K (X3) DATE BURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMILETED
@
535043 B WING 041232014

MAME OF PROVIDER DR SLIPPLIER

KINDRED TRANSITIONAL CARE AND REHARILITATION-CHEYE

STREET AUDRESS, 17y, STATE, 21k CODE
3128 BOXELDER DRIVE
CHEYENNE, WY 82001

' This REQUIREMENT Is not et as evidenced |
by !
Based on residant and wtalf interview, medicsl

record review, and review of facility policies and

pracedures, the facility faiied to ensure all :

necessary asseasments, menitoring, and nursing |

| maasures ware impiemented for pain |

 managerment for 1 of 3 sampls resfdlents (#a) |

who were reviewad for pain, The findings were: |

¢

b

. Review of the April 2014 recapitulation of
. physician orders showed resident #48 had
diagnoses including ostecporpsis. Further review |
. of these orders showad on 2/17/14 the physician
ardarad Percocet (narcotic) 5/325 mg one tabist
savery 8 hours as needed for pain, Also orcargd
- on the same date, 2/17/14, was Tizeniding HOL
- {hydrochlorothiazide) 4 mg far muscls apasms 3
- every B hours as needead. On 2/18/14 an order for |
Hbuprofen 400 mg avery 6 hours as needed was 1
- &lsaq ardarad for pain. Review of the 11/20/13 ‘
significant shangs MDS assessment showed the |
rasident had almost constant pain daily rated at 9 |
on a scale of O to 10 with 10 baing the worst !
(9710). Further review shawed the pain fimited
- with the resident's daily activities. Review of this
' MOS assessment showad the resident hed :
't moderate cognitive impairment at that tima, ;
- Review of the 217714 quarterly MDS assessment |
- showed staff asseesed the resldent's pain as !
 daily based upon pratective postyres, facial i
1 expressiong and by the resident’s vocal
compiaints, Review of this quarterly MDS
. assessment showed the resident was cognltwﬁsfy'
. Intact, Review of the 10/13/13 initiad and the
42213 revised care plan showad the resident
had an acceptable pain goal of 510, The
i Toltowing soncema with pain management were
Videntified:

(0 ' SLIMMARY STATEMENT OF DEFICIENGIRS i D i PROVICER'S PLAN OF CORREL TION i (X5}
PREFX (EACH DEFICIENGY MUST il PREGEDED BY FLLL . OPREEX (EACH QORBEGTIVE ACTION SMOULD BE | ccawu:rmw
TAG REGULATOIRY OR LG IDENTIEYING NFORMATICN) ; TAG CROSS-HEFERENCED T THE APPROPRIATE ! [P
i i DEFIGIENGY) ‘
i ! !
} . l ‘ i .
F 308 - Continued From page 4 = 3[)9! pain level is consistently at for i

below het toletable pain level.

Education was provided to staff
regarding pain manageinent and
follow-up after administration of
pain medicution.

Identification of Othery affected |
| by the same deficient practice(s) .

| Audit of pain monitoring
flowsheets for current residents was
complsted.

Based on the results of this audit, !
MDD will be notified for new orders
for any resident identified as

{  consistently showing pain levels

| above their acceptabie level of
paii.

Systemic changes put in place to
engure that the deficient practice |
(5) does not recar |

|

IDT will review andits in moming .
clinical meeting 3xweekly for 5
needed follow-yp, Unit managers ;
i will follow-up with MD for 1
- changes to pain management as
needed. DNS will provide marsing
with post-it flags to use on the

!

FORM GMS- 2.’16?{0& UB) I’mmous let,n-ns Dhsolmté Evant 16; 170W14

Fazlity 1D: WYGD18 If continualion shest Paga 4 of 18
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FORM APPROVED
SIME NO. 0936-0331

BTATEMENT DF DEFICIENCIES (R} PROVIDERISUFPLIERIGLIA X&) MULTIPLE CON CTI
AND PLAN OF GORRECTION IDERTIFISATION NUMBER: fq. L;uu NG STRUCTION o R
<
835013 B WING 041242014

NAMIEL OF PROVIDER OR SUPPLIBR
KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE

STREET ADDRESE, CITY. STATE, ZIF CUBE
3128 BOXBLLER BRIVE
CHEYENNE, WY §2001

b & Review of the 4/3/14 shifl assessment for |
i the 2 PM f 10 PM shift (no specific time wae !
¢ identified) showed the resident had a pain level of |
i 8110, Raviaw of the pain monitoring flaw sheet
i i showed o evidence the resident was assessad
; as 1o Jovation, durafion, intensity and character, In
Laddition, the niext pain assessmant was not
performer.f until sometime during the 10 PM io & !-
T AM shift (10 BM 4/3/14 to 8 AM 4/4/14); the
i resident's pain level was sgain noted to b /10, |
i 10 change from the previous shift, Review of the i
L AP0 T4 MAR and TAR, tiie pain monitoring
“flow sheat and nuring nct@s showed no 1
i evidence from 2 FM to 8 AM (16 hours) the j
! rosident was administered any pain medication ot |
! previded any nen-phaimacologios! intervientions. |
|
|

Revigw of the 444114 paln rmonitoting flow sheet
timed at 9 AM showed the resident's pain was
7H0 at which point the resident was administered
ofte Pefcocet tablet. The tesident's pain was
rated oraater than 5/10 for approxirmately 18

1 howrs without intervention by staff.

b. Renvdew of the 4/7/14 shift repart for G AM
to 2 FM showed the resident's nain level was
B0, Review of the palh manitaring flow sheet
showed the resident waa tepositioned and
i recelved one Pereucet at 9:30 AM for the pain.

FHowever, continued review shiowed ne avidencs
! the resident's pain was re-assssssd i determine |
1 the effectiveness of the medication in ralieving
histher pain.,
o Review of the pain monitoring flow shest
s showed on 4/B/14, the rasident had pain raed |
LB/ at 8:42 AM Tor which s/e reseived one ;
» Peraoset and was repositioned. Continued reviaw |
- showed 1o gvidence the resldent was
re»smesseu to determine the effestiveness of tha
; PaIn management interventions In relieving the :
: pain. !

on | BUMMARY STATEMENY GF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION ' B
PREFIX | (BACH DEFICIENEY MUBT RE PRECEDED BY FULL PREPX (RAGH CORRECHVE AGTION SHOULD BE f cmmf:{ﬁ‘-m.m
TAG REGULATORY (R LSC DENTIFYING INF(JF(MMDN) TAG GROSS-REFERENGED TO THE APPROPRIATE | DATE
: X ; DEFIGIENGY) '
i .J : |
F 309! Confinued From page 5 : F 300!

. MARs. Nurses will verify flagged j
| paim monitoring flow sheets have j
follow-up corpleted prior to ;
| changing shift.

| Monitoring__the Corrective |

. Action ormamce to |

M Sure System '
Mauintained,

| Audit of pain monitoring flow

| shoets will be completed 3Xweokly

The results of these andits will be
. brought to the P Committee for
i review ko determine the frequency
J' of the andits and if the deficient
practice has been resolvad.

' for 4 weeks,

| Date of comphance is 5-17-2014.

FORM Chag. 2% (P2-92) Previous Versions Qbtalain Eveal 0170014

F comtingtion feet Page 6 of 18
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 05/07(2014
- GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0338051

STATEMENT OF DEFICIENCIES {11 PROVIDER/SUPPLIERIGLIA (X2} MULTIPLE CONSTRUCTION
AN PLAN OF CORREGTION IDENTIFIGATION NUMBER; A ,ju LN "‘“’331}55 é’*r-ﬁﬁ}f:w

G

535013 B, WING
i . . - 047232014
NAME OF PROVIDER QR SURRLIER STREET ADDRESS, GITY, STATE. P GODE

KINDRED TRANSITIONAL CARE AND REHABIL . 9128 BOXELDER DRIVE
HABILITATION-GHEYE CHEYENRE, W ot

xayi SUMMARY STATEMENT OF DEFICIENCIES . b PROVIDER'S PLAN OF GORREGTION ,

PREMY (EACH DEFIGIENCY MI/ST BE FREGEDED BY PULL, L OPREFIX | {BEAGH CORRECTIVE AGTION SHOULD BE " ombprion
TAG REGULATQRY OR LSC ENTIFYING INFORMATION) TAG | CROSSREFERENCED TO THE APPREPHATE AT

. ‘ : DEFICIENCY) i

]
fl

;
F 308 . Continued From page 6 F 309;

d. Review of the 8 AM to 2 PM shift pair : ;
| esessment on 4/10/14 showed the residents ‘
' paity level was 6/10, Further, reviaw showed the
. residen{ was administered one Perccost atan |
| undocumented time turing the same shift, i
; However, there was no evidencs the residents |
: pain was re-assessad 1o determine the :

; effectivenegs of the Intervantion, i ;

i & Raview of the 6 AM to 2 PM shift ! ;

| assessment for 4/15/14 showed the residents | ' :

| pain level was §/10, Reviaw of the pain f ; ;
menitoring flow sheet showed ne svidence the |

. resident wag adrhinistered any pain madcation or | i

| provided non-pharmacological interventions F

; during this time periad,

. f. Imterview with the resident on 4/2304 2t 16

: AM revealed sitie was uncomfortable and in pain
much of the {ime,

g. Review of the facility paln management

policy dated 8/31/13 showed "Pair is assessed at |
D lemst every shith, when a patient complaing of pain | |
L and after an analgasiz is given to determine ‘ ‘ ;
- effectiveness of the analgesic... When painis | i l
identified, assessment and documentation ‘ g
sincludes pain scsle rating, location, dutation, : |
intenzity and character.” Inferview with LEN #1 i :
- on 423{14 at 10:30 AM revisaled pain was 1 ‘
typloally re-assessed within 2 hours sfer _
- administering a pain medicstion to Jetermine the :
. affectiveness, The LN further verified this 5
. resident had "iots" of pai and had bacome
"almost bed hound” because of I | :
F 316 483.25(d) NO CATHETER, PREVENT UTI, F 315
55=0 ' RESTORE BLADDER |

V
|

|

i i
! , 5
: | !
' i

: Basad on the resident's comprehansive
- assessiment, the facility must ensure that & , : ;
- resident who enters the faaility without ar | i

i i '
L ! 3 w
FORMCMS-ISET{0IL4%) Bravious Verslans Ohsolets Evens 10 17CW14 Fratlity ¥3; WYO018 If continuation shest Page 7 of 18
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES R Aaor 201

CENTERS FOR MEDICARE & MEDICAID BERYICES OMB ND, 0838.03%1
STATEMENT OF DEFICIENGIES Pﬁ‘i) PROVIGERIBLIPELIB RGN (X2) MULTIELE CONSTRUCTION
EMENT OF DEFICH L (X3) DATE SLAVEY
AND PLANQF DORRECTION INENTIMOATION NUMBRR: A BUILDING COMPLETED
"
_ 635014 B, WING — D4/2372014
NAME QF PROVIDER OR SUPRLIER STREET ALDMESS, CITY, STATE, 2HF Hdtg

2128 BOXELDER DRIVE
CHEYENNE, WY 82001

o FROVIDER'S PLAN.BF CHOR RECTION

KINDRER ¥RANSITIONAL CARE AND REHABILITATION.CHEYE

X410 Eﬁrﬁygﬁmg‘g STAT{&ME%«JT oF F?r{wmlﬂwms H)
PRERX . (EACH DERICIENGY MUST 8E PREGEDED BY FiLL PREFX | {EACH GORFECTIVE ACTION SHOULD B GOMPLETION
TG REGULATORY OR LEC IDBENTIFYING INFQORMATION) TAG i CROS5B-REFERENOED 1) THE APF’%%F’R&TE : DaTE
‘ : DEFIENGY) :

F 315 Continued From page 7 F.315
-indwelling catheter is not cathaterized unless the

) ¢ F-315 NO CATHETER,
residant's dinical sondition demonstratas that ; L UTL RESTORE

- catheterization was nacassary, and 2 regidant ' BLADDE

fwho la Incontinant of bladder receives appropriate f
Corrective action for those found

freatment and sarvioes (o prevam urinary tract

Infections and to restore ag much normal bladder | . to haye been affected by the
funchon as poasible. ; . deficient practicefs); |
i i |
| This REQUIREMENT Is not mat &s evidensed | Bducation provided to staff |
: by: - regarding incontinence needs for ‘
| Based Iun nb;?éawation. staff interview and - resident #48 and #24. Education !
! medical record review, the facility failed to ensure ‘ ! z tegardin : ;
7 of B sample regicents (#24, #48) whe were ] ;}:; ﬂ?:;f: dreg g following ;
incontinent of urine recelved the care and . :
. services hegded W dearaage inconiinanee Thv_.erapy to evalua:ze :md ?“‘"‘“ ;
 gpisodes, The findings were; ! resident #24 for minimizing i
; ' incontinent episodes. Labs were :
1. Review of the 2/17/14 quarterly MDS , - drawn for reg #48 with new orders
" assessment for resident #48 showed sfhe was from MD '
incantingnt of urine all of the fime. Interview with . : E
CNA#T on 4/22/14 a2 .40 PM revealed the . .
' resident was mostly incontinent but weuid Identify others that mi
sometimes let staff know when sthe needed 1o be | fffected by the same deficient
 toileted, Review of the 12/19/13 care plan showed ractice:
tha intaWrarithmE for the resfdent's incontinence
was o asslst the resident with imgontinent care . .
"and brief managemant. Interview with LEN #2 on | - Observations will be done on
472314 at 10:30 AM revealed the expectation | incontinent residents to verify they
was for staff to chack the resident for : ,  are being toileted in a timely
- inconfinence every two hours during thisir rounds. . fashion. These observations will be
, However, observatian gn A721/14 from 12 noan to | | done 3 x week x 4 woeks,

07 PM ghowed the resident was seatad inthe
dining radm the entire time. Staff did not cheek |
'the resident for incortinence or offer to toilat the |
!rasident at any tirme during this 4 hour and 7 i
- miirite observation, |

| 2, Roview of the 12710115 and 3/3/14 quarterly | ;
FORM CME-2587(02:09) Pravigus Versions Ohsolvle Buent i 1660 Facllity ID: W pg ifeontinuation shest Page f-of 18
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SYATEMENT OF DEFICIENCIES - ISP ) : .
A1NDTPLANN£§F9 u:armz»:rmé‘n i Imﬁgt!?i%}ﬁ,ﬁg:mi)ﬁé%ﬁ j\xi:lm;m‘: CONSTRUETION %) c?é\:ﬂf'; E‘éJTF%E\EﬁY
, G
535013 B WING M4r23/2014
NAME OF PROVIDER QR SUPMIER STREET ARDRESS, UITY, STATE, 715 CORE
3126 BOXELDER DRIVE
KINDRED TRANSITIONAL CARE AND REHABILITATION.CMEYE CHEYENNE, WY 82001
X4 BUMNMARY STATEMENT OF DEFICIENGIES 1 mo PROVIBER'S PLAN OF CORRECTION | %6)
PREFX | (EAQH DEFICIENGY MUST BE FRECEDED BY PULL PREFIX (EAGH CORRBGTIVE ACTION SHOU)D BE | GOMBLEYIN
TAG REGULATORY OR LBE IDEMTIEYING INEORMATION) ' e ! GROSS-REFERENCEL TD) THE APPROPRIATE | DATE
| DEFICIENCY) |
I' (
F 315 Continued From page 8 F = 31.-5‘ ic ch
| MDES assessments showad resident #24 was I | Systemic changes :
- fraquently inconfinent of urine. Interviaw with LPN | ) ) :
L1 on 421714 at 410 PM verified the resident | Residerits will be assessed for ]
' was incontinent of urine, Inferview with CNA #1 | inmgomtinence upon admission, ]
~on 4f22/14 at 1:40 PM revesled the resident was : marterly, and with a change of
_ mostly ineontinent but would somletime% lot gtaff | condition. Care plan will be |
- know when s/he nesded ta ba toilsted, Review of | P ’ ‘,
"the 5/29/13 care plan showed the resident was on | g updated to reflect current status of
" a "prompted voiding schedule.” Raview of the | i incontinence. C.N.A’s will be |
faollity's policy on prorpted voiding, revised ! ' notified of resident needs by Unit
10/31/09, showed staff shoulc prompt 14e I :  Managers as updates are |
resident o try to use the toilet if the resident does - completed. ’;
' not request teiteting assistance on hisfhar awn, :
| Further review of the palicy showed regular ‘
| monitoring with encouragement o report 3
; confinencs status,; protmpting to ilet on a 1
sc:hedu!ed hasis; and praise and positive J Monitoring __the Comgt!'ve
i feedhack. when“the rw&ndeﬂttxgaq continent anc . I Action(s Performance to
| attemptad to tollet were the three components o I
! the promptad viiding plan. Observation on ! Malm s Sure Systems are
| 4121714 from 12 noon ta 4:G7 PM showed the . Maintnined.
' resident was ssatod in the dining roam and was |
| not approached by staff to prompt toileting during | | Observation rownds will be done 5
the entire 4 hours and 7 minutes, Interview with | | 3%weekly for 4 week |
LN #2 on 4/23/14 at 10:30 AM reveaiat the | | 2AWCGKTY 10T 4 Weeks., '
resident should have been prompted or asked | The resulty of these audits willbe |
evary 2 hours during rounds. Observaticn at 4:07 | : brought before the PT committee to |
- PM revealed the resident was incontinent of uring | ; determine if the duyation of these :
and required incontinence care and a new i - observations and if the deficient ;
incontinence briet, i | practice has been resalved i
F 353, 483.30(2) SUFFICIENT 24.HR NURSING STAFF | F 353] - |
s6=t PE = PLANE ; i ]
s9<t FER CAREFLANS ; | Date of compliance is 5-17-2014.
The facility must have sufficient nureing staffto | ; |
provide nursing and related servioes to altaln or |
maintath the: highest practicable physical, mental, | ;
-and psychosocial well-baing of aach resident, as !
determined by reaident assessments and ‘ :
H : | .
FORM CRB-2587(02-98) Pravigus Vierdions Obeolale. Event I {Fues PrtclitE: WO ¥ eomtitish shest Page 8 of 18
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z FORNM APP L
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 093’;%\{3%1
BTATEMEN Y OF DEFICIENCIES (X1} PROVIDER/BUPPLIER/CIA (X2) MULTIFLE CONSTRUCTION g 5
AN PLAN OF CORRESTION IGERTIFICATION NUMBER: A ;U“_D"‘re © {xm&?:'liﬁ‘:{fgg\'
o
536013 B. NG Q412372044
NAME OF PROVIDER DR SUPILIER STREET ADDRESS, OITY, STATE, ZIP BODE
, . 3128 BOXELDER DRIVE
KINDRED TRANSITIONAL CARE ANL REHABILITATION.CHEYE
CHEYENNE, WY 82001
P _ SUMMARY STATEMIH® OF DEFIGIENCIES D | PROVIDER'S PLAN OF CONREGTION :
PREEIX | (EAUH DEFIDIENCY MUST BE PRECEDED BY FULL eREEY (EACH CORRECTIVE ACTION SHOULD BE | fJDMl?(L%.?TF{)N
W3 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ' CROSGS-REFERENCED TO THE APPROPRIATE : DATE
: DEFICIENCYY i
! |
F 353 Continued From page © Fa63,  F-353 SUFFICIENT 24- HR

! gare plans:

. personnal.

“quty.

by:

individual plang of oare,

- Tha facility must provide servises by sufficient
numbers of gach of the fallowing types of

~ personnel on a 24-hour basls to pravide nursing
Cpare o all residents in mccordanse with residant

Excapt when waived under paragraph () of this
section, licensed nurses and other nursing

CThis REQUIREMENT s not met s evidenced

. Except when waived under paragraph {c) of this ;
: section, the facilty must designate a licensed
- nuree to serve as 2 chargs nurae on esoh tour of |

i Based on obsarvation, medical resord review,

' resident and staff interview, and review of fagilify

I policy and pracedure, the Taclity fatled to ensurg |

I thers wis @ sufficient number of staff members to

| provide the needed care for 2 of 4 sample

' residents (#24, #4B8) and for an addilonal 18

" nor-sample residents (#1, #6, #8, #9, #14 #18,
H28, #30, #AT, ¥38, #4d, #EE, BTT, #76, #91, #03,
#95, #105) residing on the third floor, excluding
the lockad unit. The findings were:

1. Raviow of the 2/17/14 guarterly MDS !
assrsament for resicant #48 showed site was

haontinent of urine &Yl of the time. Interview with
CGNA®T on 4/22114 at 1:40 PM revealad the '
resident was rmestly incantinent but would !
sometimes lat staff know when s/he nesded 1o be |

PLANS

Corrective action(s

regsidents found 0 have been
affected by the deficient practice.

|
| Residents # L#6, #8,

#0,#14,#19 #28, #30,

444, 468475, #76, 101, #93, 495,

and#105 were bathed. ?
- Therapy to evaluate and treat f
" resident 24 for minimizing E

incontinent episodes.

draven for res #48 with new orders

from MD.

Education provided to staff
regarding documentation of
showers upon completion.

deficient practice:

Observations of residents being
toileted according to plan of care '
will be done 3 x week x 4 weeks, |

Showers will be audited 3 x week x

toileted. Raview of e 12/19/13 ¢are plan showsd | 4 weeks by the SDC,
- tha intervertion for the residants incortinence | i unit managers.

fEIRM GME*EB&T';OE-GQ) Pravinta Vardans Ghsolata Evenl D T7CWIT

NURSING STAFF PER CARE |

Identify others with the same

r those :

437, #38,

Labs were

DNS, and

Fariity (0 WY 0014

It eantiugtion shest Page - 10-of-15
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- scheduled for a bath on Tuesdays and Fridaya
- during the evening shift. However, review of the |
* April 2014 bath documentation in the medial i

recard showed the resident recelved only one | o
i bath during the weeks of 4/6/14 thraugh 4112114, | . Monitoring:
Land 4/13/14 through 4/19/14, Interview with the

| nseded more staff. The resident said /e had
" been waiting to get up for & lang while that !
I rhornifg but staff had not vat come to ausist .
s himher. !

s MDS asgessments showed ragident #24 was i
| frequently incontinent of uring. interview with LPN
TR on 4721114 at 4:10 PM varified the resident

| wag Incontinent of Urine. Interview with GNA 4

resolved,

| mastly incontinent but would sometmes let staff
: know when sfte needed 1o ba toilsted, Review of | |
! the 5729113 care plan showed the resident was on |
“a "protipted volding schedule.” Review of the |

l

 facility's policy on prompted voiding, revised

. 10131108, showed staff should prompt the i
; resident fo try to use the taifet if the resident does |
: not requast toileting assistance on histher own,

' resident an 4123714 at 10 AM revesied the faciity . Dbservations of toileting and
showers audits will be brought
before the PI committes. The
fiequency of these observations/
‘ - aundits will determine the frequency
2. Revigw of the 12/10/13 and 3/3/14 quarterly i of these observations/audits, and if
the deficient practice has been

 ON 4/22114 at 1:40 PM revealed the resident was | Date: of compliance is 5-17-2014
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F 363 | Gontinued From page 10 . F 353
twas fo assigt resident with incontinent care and E i¢ chan: i
| brief management, |nterview with LPN #2 on ! ;
i 423114 at 10:30 AM revesled the axpectation. | ' i i ‘
| wae for staff to chack ?he residen( ’ft:nEJ f i CN!;.-; ﬁfﬁ:f:gn?;f eﬁn‘;';lnl:le |
| inoortinence every two howrs during their founds. | |  Tesponsibh howers and ;
- However, observation on 4/21/14 from 12 noon to ’ .:.:locumlentlng Showers ain . =
| 4:07 PM showed the resident wag seated in the : | incontiience care per shxﬂ: Uniat J
{ dining room the entire time. Steff did not check | ‘ manager/designes will verify i
| the residant for incondinsnce or offer to toilet the : | documentation is presemt prior to ;
“resident at any tirme during this 4 heur and 7 | f shift change. Unit managers will i
' minute ohaenvation. ! ; ist with showering and toileting |
i Inaddilion, review of the showesbath , ;. BeBst wi CTIng dod basig. |
| schedule far this resident showed s/he was ! . of residents on an as needed basis.
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“incontinence brigf,

F 383 : Continued From paue 14

Futther review of the policy showed regular
- monitoring with encouragement to report
i continence status; prompting to tellet on a
: schatuled basis; and praise and pogitive
 feedback when the resident was conlinent and
- attampled 1o tollet were the three components of
- the prompled voiding plan. Observetion on
L421714 from 12 noon to 4:07 PM shawad the
- tasident was seated in the dining reom and was |
. not appreached by staff 1o prompt tolleting during
i the entire 4 hours and 7 minutes, Interview with
i LN #2 on 4£23/14 st 10:30 AM revealad the
- resident should have been prompted or asked
sgvery 2 haurs during rounds., Observation st 4:07
P revealed the resident was incantinent of urine
jand requirgd ingontinence care and a new

3. Review of the 2/19/14 arnuzl MDS
assessmant showed rosiclent #35 had severs
cognitive impairment and was totally dependant
- upon staff for bathing. Review of tha showerbath
. sehethile showed the residant was scheduled for
. & bath on Mondays and Thuradays guring the
: evening shift. However, mivienr of the bath
s documentation in the meadicel record showed the
! resident regeived no bathing fom 3730714
“through 4120714 (2 weeks). Thare was rio
evidence the rasident refussd any baths,

-4, Review of the 1/13/14 annual MDS

| assessment shawed rasldent #1 had moderate

| cognitive impaitment and required extensive

 assistance of staff far bathing, Review of the

| showerfhath schedule showed the resident was

- wehetuled for & bath on Monday and Thursday

"evenlags. However, review of the Aprll 2044 bath
tocimentation in the medical racord showed the

: resident recelved only ohe bath during the week

T
'
1
v
|

o PROVIDER'S PLAN QF CORRECTION I iy
RREFX {EACH QORREGTIVE ACTION BHOULR BE | GOMPLEMON
TAC CROSS-REFERENCED TO TrE APPROPHIATE AT

DHEFICIENTY)

F3ba

i
;

)
v

|
|
!
!

3
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! of 4/B/14 thraugh 412/14. In addition, thare wag
: no evidencs the resident received a bath at all
| turing the week of 4/13/14 through 4/19/14,
According to this bath resord the resident did not

racelve a bath/shower from 4/7/14 throutgh
141217114 (13 days), Thera was no evidence the
| resident refused a bath during thase weeks,

| 5, Review of the 1/24/14 annual MDE
| assessment showed resident #8 raquired limited '
. agsistance with bathing, Reviaw of the
showerfbath schadule for thie regitent showad
sihe was scheduled for bathing on Wednesdays
@t Saturdays during the day shitt, Review of the
i April 2014 bath documeantetion showed the
| reaident received anly one bath during the waeks
of 4614 through 4/12/14 and 4/13/14 through
| 4/19/14, There was no avidence the resident
] refused a bath durdng those wasks,

7. Review of the 8/7/13 initial MDS assesgment
showed resident #9 requirad sxtensive
; ansigtance with bathing. Review of the 217114
“quartarly MDS avsessment showad duting that.
' aaneasiment pariod, the rasident received no
i bathing, Raview of Ihe shower/bath schedule
' showed thls resident was scheduled for bathing
1o Tuesdays and Thuraszys during the day shift: l

8. Review of the 3/11/14 initial MOS assessment

~showed regident #8 had severe cognitive
tmpairment. Review of the showear/bath sohaduile
showsd fhe residert was schaduled for one bath
a weak, day not specified, on the day ahifl.

- However, raview of the bath documsntation in the -

- medical retord showerd the resident recelvad no
bathing fram 3/31/14 through 4/14/14 (14 days),

- There was no evidence the residern! refused g
brath during that time.

]
|
1
i
1
]
]

]
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| Raview of the bath documentation in the medical i
| retord showed the resident received only ome |
\

' bath during the weeks of 4/B14 through 4/12/14
and 4/13114 through 4/18/14. Therg was no ‘
evidence the resident refused a hath durlng those *
wieks, .

. 8. Review of the annual 1/10/14 MOS E

; assessment showed resident #14 required

L extensive assistance with bathing. Review of (he

L ghower/bath schedule showed the resident was

“schadulad for a bath on Mondays and Thursdays.
However, review of the bath documentation in the

medical record showed the resident raceived onty |

ore bath during the weak of 4/6/14 througi

1 4/12/14, There was ng-evidenoe the resident

| refused a bath during that wesk.

" 9. Review of the 2117714 guarterty MDS

s assessment showed resident 19 required
extensive assislance with bathing. Review of the ‘ ;
shower/bath stheduls showed the resident was
gcheduled for & bath on Tuesdays and Fridays. !
Feview of the bath dooumentation in the medicat |
recond showed during the week of 4413014

s through 4719714, the resident recaived only ong

i bath, Théra was no evidence the resident refused j i

(@ bath duting that week. | ‘ ;

- 10. Review of the 4/4/14 initial MD& assessment

: showed resident #30 had severe cognitive

. Impairment and required extensive assistance

- with most ADLe. Review of the shower/bath .‘
schedule showed the resident was scheduled for |
bathing one lime per wagk, Howaver, further
review of this documentation showed the residant |
received no bathing fram 4/7114 through 42014
(13 days). "There was nb evidehos the rasidant .

_tefused bathing during that time frarne, i
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£11, Review of the 7/16/13 initial MDS assessment

- showed resident #28 had moderate sognitive

{impairnent and reduived extensive aesistance

, with biathing. Review of the 1/21/14 quarterly

{ MD$ assessment showed the resident did not

* have a bath during that review pericd but reguired

' extensive assistance with other ADLs. Review of
the shower/bath schedule showat the rasident
was sohaduled for & bath on Mondays and

. Thursdays. Howeaver, review of the bathing
deaumeartation in the medical record showead

- during the weeks of 4/8/14 through 4112/ 4 and
41153/14 through 4/15/14 the resident recaived
anly one bath, There was no evidence the

_resident refused a bath during thiat weel.

" 12, Review of the 1/8/14 duarterly MDS

| apsasstment showed resident #37 was
roderately cognitively impaired and required
extehsive assistance with batking, Review of the
shower/bath schedule showed the resident wag

. schedufed for a bath an Wednesdays and
Gaturdays. Review of the bath documentation in

- the medical record showed the resident receive)

: & bath on 475114 and then not again until 4/19914
{13 days). There was n¢ evidence the regidisnt
refused a bath during that time.

13. Review of the 2/13/14 significant shange
i MDS assessment showed resident #38 had
' moderate cognitive inmpairment and required
. extensive awsistance with ADLs. This MDE
| showed the resident had not bethed during the
i raview period. Review of the showsr/ball
: schedule stiowed the resident was scheduled for
o path sach weak duing the day shift,
; However, reviaw of the April 2014 bath
: doeuméritation in the medival récord showed the

¢
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- fesident raceived a bath on 4/7/14 then not again |
L until 4720714 (13 day y&). There was no avidence
tha tesident rafused & bath during that week.

14 Raviaw of the 4/21/14 mitial MDS assezssment
! showed resident #44 was admitted on 4/8/14 with |
| @ diggnosis of Alzheitmer's dizease, had sovere
| cognitive impalrment and required extensive
P agsistance with all ADLs. Review of this same
I MIIS azsessment showad the resident had no
i' bathing duting the review period, Review of the
| showar/bath achedule showed the residant
! ' recelved his/her first bath 6 days after admission,
| There was no evidence the resident refused any | : E

baths, : !

.15, Review of the 1/15/14 quarterly MDS ; :
. #gsassment showed residen| 268 had maderate | ' !
! poghitve impairment and required extensive
' geslstangs with ADLs, Review of this same
- assessment showad the regident had recefved no
* bathing during the review period. Raview of the
. shower/bath schadule shawed the resident was
. scheduled for a tuth on Mondays and Thursdays. |
! Review of the bath dosumentation showed the
' regident recalved & Dath on 4/3/14 and not again
S until 4414214 (10 days). Thera was na evidence |
" the resident refused a bath during that time. :

16, Review of the 1/28/14 annual MDS | ‘
- agsassment showad resident #75 had severe : i :
r.‘.c::gmtfve impairment and raguited extensive ) |

| @ssistance with ADLg, Review of this sare MDS : ‘
assessment showed the resident received no i i |
baths during the review periad, Review of the | ’ |

: shower/bath schedulz showed the resident was :

! sehedulad for  bath on Wednasdays and :
" Saturdays duting the evening shift, Review of the g i
 bath documentation it the medical recard shawed | ;
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| duting the weeks of 4/5/14 through 4/12/14 and
FA/13114 through 4/19/14 the resident recelved |

| orrly one bath instead of twa, Thare was no ; ,

' avidencs the rasident refused a bath during those | i
woeks, !

L 17, Review of the 1/21/14 quartarly MDS

1 angessment showed rasident #76 had motlerate

" ehgnittive Impalrmant dand required limitag ;
| assistance with ADLg, Furlher review showed the ;
resident had ro bathe recorded during the review |
period. Review of the shower/bath schadule |
showed the regident received # bath on 3/30/14 |
btk not again for 14 days later ¢n 4/14/14, There |
was no evidence the resident refused a bath
during thoae weeaks,

|
L 18. Review of the 7/24/13 initiel MDS assessmant |
, showad resident # 91 had moderate cognitive
v impairment and required extatgive sesistanca
with bathing. Review of the 1/30/14 quarterly i
1
i
i
|

MOS aggeserment showed the resident had no
baths during the review period, Review of the
showar/bath schedyle showed the resicdent had
1o bath frotn 3/31/14 through 4/13/14 (14 deys).

- There was no evidence the ragident refused a
bath during that time.

19, Review of the 1/8(14 quarterly MDS i
asgessment showed resident #93 had moderate :
. cognitive impaisment ard required exiensive : ! ‘
- agsiatatioe with bathing. Review of e ; ; :
showerbath schedule showad the resident was | I
scheduled for % biath on Mondays and Thursdays. -
Howevar, review of the bath docurmentation in the |
medical record showed during waek of 4/6/14
through 44124 the resident received onlyore |
bath. There was no evidence the reaident refused

. & bath durlng that week. ¢
i - L
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' 20, Review of the 1/23/14 annuzl MDS

 assessment showad resident #105 had maderate
| coagnitive irmpakment and required extensivie

| assistance with bathing, Review of the

" ashower/bath schedule showed the resident wars

seheduled for baths on Wednesdays and

; : Saturdays during the day shift. Review of the bath :

Fdoevmeantation It the medivs! record showead the

1. Interview wilh CNA #1 and LPN #2 on M??KM

- at 1:40 PM revealed there were fimes wheon {hers |

+was not enough staff to provide for the needs of
| residents, CNA#1 stated when the facliity wag
$hr:rr1 staffed, it was usually the baths that were
nc:t provided. During an interview on 4/23/14 at

{ 10:30 AM, LPN #2 again reiterated staffing was
short

' 22. Interview with the adrinistraler and DON on

4122114 at 4:20 PM revealed they were aware of
- the staffing shortage and had been warking
 aggressively lo address the facility needs. They

further said managers end floor rurses had been
- assisting with bathing anc resident care nesds to |
: asaist the CNAS, howaver, there was no eviderce | |
s of such, lnterwew with tha clinlesl rurse !
fconsultant on 423114 at 12:60 PM ravealad she

toa wag aware of the short ataffing but the facmty
had been actively racruiting,

' resident received only one bath during *he weeks
L of 4/8/14 thraugh 4412/14 and 41 8/14 through
| 4/19/14. There was no evidencs the resident
“refused a bath during either of these weeks.

[
\
|
|
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