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DERARTMENT CF HEALTH AND HUMAN BERVICES E FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID SERVIGES B e OMB MO, 0938-0
STATEMENT OF DEFICIENGIES (1) PROVIDER/GURPLIERICLIA X2 MULTHILE CONSTRUCTY -CATISINGE (o) DATE SURVEY
AN PLAN OF GORRECTION IDENTIFICATICON NUMBER: A BUILOIN] ane Suvee Vs COMPLETED
536034 B, WING 056/41612013
NAME OF PROVIDER OR BUPPLIER  BTREET ADDRERS, GITY, STATE, ZIP CODE
15 CARING WAY
WESTWARD HEIGHTS CARE CENTER LANDER, WY 82620
: : PROVIDER'S PLAN OF GORREGTION
okl A Y ey T B PRECHDED AY FULL PREFIX (Ene CORRECTIVE AGTION SHOULDBE | coMLaTIoNn
The | REGULATORY OR LG IDENTIFYING INFORMATION) 7S CHOBA-REFERENCE TO THE APPROPRIATE DATE
] DEFCIERGY)
F 080 | INITIAL COMMENTS . FoCo
 "The fallowing common ebbreviatione are uses Dignity and Respect of Individunlity |
j throughout this document; i ] | TH/2013
|
CNA  Cartlfied Nurse Alde i | Copreet deficigncy to individual
:DON  Director of Nursing ! Resident #30 receives incontinenca care
AR medication adminlstration racond : while positioned in bed or on the toilet per
P MBS Minimum Data Set I
W PT Ph}fﬂc&l Theraplst . | care plzm.. Staff will be educated to
‘RN Reglsterad Nurse k | provide all requesied cares to residents {o.
| g | maintain theit need for dignity and respect
i Less commonly used abbravialions will ba | during care. The care plan for resident
anhotated in each deflclency where used. ‘ ! #30 has beet reviewed and updated !:n
8&#0; INDIVIDUALITY ' | andfor on toilet to receive incontinence
: The faclity must promote care for residents in a | care. |
{ manner and In ar anvironment that malntaings or ‘ b g x i
enhances each resident's dignity and respec In Protet resident from similar sithations |
full recognition of 1is or her individuallty, Audit completed to identify all residents
who require the use of a mechanical [ift
: ) for fransfers and/or to receive ADL cana,
I;‘_'s REQUIREMENT s "mmeft as evidenced Identificd residents have been reviewtd
Based on obsarvation and staff intorview, the ¢ for needed assistnce and catc plans haye
facility falted to ensure dignity during oara for 1 of been updated.  Staff will be educated on
12 sample residents (#30). 'The findings were: meeting the needs of r;:mdwntn to include
’ their right to be trepted with dignity and
DU{E‘B an &b%ﬂ'ﬂt'm of rgz;ﬁidsnt #3C ?“ 5413 respect while  encouraging  personnl
P at 10:40 AM, CNAs #1 and #2 viere ugihg a , L indepe ing ADL care. :
. sll-to-stand If to transfer the resident to his/ner : independence during care ‘
| bed. Also, RNe #1 and #2 were In the resldents | S i Ch "
. room at the fime. The residant was incontinent of | Measures/Systematic Changes to prevent
i uring and stood, and the sides began to provida . ! receour . |
I incontinence care to the resident whils sie was | ~ The DON/Designee will conduct rando
;in an upright position in the ik and holding onto | weekly audits on rosidents who require
- the lift handles, Betwaan 10:40 AM and 10:50 AM : { toileting/incontinence  care  using ia
| (5 minuted), the resident staled 4 times that sfthe Il mechanical lift for 90 days, St4ﬂ-‘

.IABEW;?R'S th PROVIDERISUPPLIER REFRESENTATIVE'S SIGNATURE TITLE .(mi HATE
Lo Loy L) Adnidata /3
dl |1

Any deficloncy stalerent anding with an esterlsk (*) denotes & deficiohay Which the inshitgtlsn sy be axcueed from corracting pravkiing itis determined thal
othur pafeguards provide sufficlant pratection to the patlents. (See mstructions,) Fxnet for nursing homes, the findings slate abuve are disclosable 00 days
foliowing the dats of survey whether or not & plan of porrection la provided, Far sursing mimes, ihe sbove ¥ndings and plans pf cortasiion ane discioanbln 14
doys followinyg the dale thaea docuanents are made dvallab'e to the fagllity. (Fdeficlencieg are oited, an Bpproved plan of corractian ls roquisiie ta conlinued

PN (/) R un oy Vs Mty Kade? | Jidriqiionden,
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A PRINTED; 082472013
DEPARTMENT OF HEALTH AND HUMAN SE RVICES 5..'3/ FORM ARRROVED
CENTERS FOR MEDICARE & MEDICAID, SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {5} PRDVIDER!&UPPLIEHJCUA (%) MULTIPLECRNSTRUGTION (X2) DATE BURVEY
AND PLAN OF CORRECTICIN IDENTIFIGATION HUNBER: 4 BUILDING COMPLETED
535034 BWING _ 06/16/2013
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, BTATE, 21F CODE
15 CARING WAY
WESTWARD HEIGHTS CARE GENTER LANDER, WY 82620
xdy D SUMMARY STATEMENT OF DEFICIBNCIES s} PROVIDER'D PLAN OF CORRECTION )
PREFIX éEAcH PEFICIENGY MUST BE PRECEDED BY FULL . PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG EGULATORY OR LG IDENTIFYING (NFORMATION) TAG CROSS»REFERENESglEﬁg%E APPROPRIATE CaTE
DiE

| ; education will be provided to matutain

F 2411 Gontinued From pags 1 | F241| resident’s rights for respect and
I
|

*could not hald on, and requested to be-placed I individuality during care, :
i onitn the bed. The aldes did not got upon the . '
; ragident's requests, but Instead replied each time | ; Monit nent solutio :

; that they were trying to hurry, Aftar the first

' raquest, the resident lowersd bigfhsr head and DON/designee  will audit waekly for

! had @ visible frown, appearing uncomiortable. residents who require mechanical Yifis for
Finally, the residant spoke up a fifth time and | ADL nssistance, to muintain reidais
stated, "'m gaing to turn loose any tima." At thet | rights for dignity and respect during care,
polélt gl 10:50 AM the aldaT ﬁl(aﬁz‘: tge reeldentin | " for 90 days and then following MDS
bed. During an interview wit s &t and #2 i s : i 41
immediately after the abservation, sach staled A ::i];fgglffk;ﬁ?'th':tﬁr)m;:f::siww:;thl}?aﬂé worll Y j—ebdtui‘ﬂ?q
that they usually placed the resident In bed before M Gh dsopyS AoaVy fu S i N
adminlatering personal care, but felt this time they @ k. N [ 7 l??p— e
cauld hurry and get dona by leaving the resident 9_Deve fl ME
upright. They both acknowledged the bast Plans
procedure was not to leave the resident upin the 7/1/201%
b sty ottt
y Staff will b ted regarding 4
270 50200, 48 i) DEVELOP pare] S il e bt RS e
a0 COMPREHENSIVE CARE PLANS plan for resident #28 has been reviewdd
| A facillty must ugs the results of the assessment and updated to reflect ourrent functional
i o develop, review and ravise the resldent's status related to elimination.
comprehsnsiva plan of care. : , |
: ' How other are identified and correction to
The faciity must %avetop a comprohesisive care | gﬂhmgui'n similar situation u’?‘
i plan for each reslchant that Includes measurable | T s
objeciives and limetab/es to meet a resldent's ! | Interdisciplinary team hug roviewed care
medical, nursing, and menisl and peychosocial P’*m-‘* ,"f residents wiho are at risk fbr
needs thal are idantifisd in the comprehensive incontinence, Care plans have begn
: asoesgment, updated for all residents with risk fhr
| incontinenee, Care plans  will be
The cars plan must desoribe the services thet are maintained a8 eurrent by charge nurs}es
lo be furnighed to attedn or malntain the residents 1 and the interdisciptinary toam, ;

highest practicable physical, mental, and . i
psychosocial well-being ae required under ' '
§462.25; and ainy services that wouli stharwise

Measures/Systomic _chanpes to prevem

1 ba required under §483.26 but are noi provided TEOCCIN:
i
FORM CMS-2567 (02.60) Pravious Versions Obadleln Evont JD: 1ZXE1 Fpoiity 1D: WYQO3G i sontinuation sheet Rage 20f 10
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‘ PRINTED: 05/24/2013
DEPARTMENT OF HEALTH AND HUMAN BERVICES g FORMAPPROVED
CENTERS FOR MERICARE & MEDICAID SERVIGES OMB NO. 0938.D3H
i 8 X1y PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%) DATE SURVEY
iy B Eg;‘;gﬁiﬁ;’,:ﬁ 0 (GERTIFCATION HUMBRA: A GUILDING COMPLETED
RAR0IA B. WING 0:6118/2013
HANIE OF PROVIDER OR SUPPLIER BTREET ADURESS, CITY, $TATE, 2IP GODE
1580 CARING WAY
- WESTWARD HEIGHTS CARE CENTER LANDER, WY 82520
Y { | L
B | SUMMARY STATEMENT OF DEFIBIENCIER D PROVIDER'S PLAN OF CORRECTION Lo
FIGIEMGY-WUR T BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE | COMFLETION
PF;ES'K | H{Eﬁéﬁwﬁcrfltﬁ@ui.sc DEATIFING NFORMATION TAG cmss-nemngggg&% Lw}z&APP.m:an;ﬁ\Tz DATE
t T
R b s e ]
F 279 | Conlinued From page 2 | k279 Charge nurses and the Interdisoiplin
due o the resident's exercine of rights Lnder |team  will be re-cducated on the
§483,10, including the right to refise treatment .| expotation that care plans are reflective
under §483.10(b)(4). ' of each resident’s cument status, Cale
plans will be developed as a result of
' _ | | resiclent assessments and they will be
E‘B REQUIREMENT I8 not met as evidenced revised s needed 1o reflect current status.
: by Direct care staff also will be sducated
| Based on medical record review and staff _ ] _ ; ?l
i interview, the faclity falled to develap a cara plan | | rogarding personal carc needs of resideft
for all nagded areas for 1 cf 12 sample residents | | #28.
(#28). The findings were: | i
i Monitor permanent solution:
Ravlaw of the 2/6113 annual and 4/23/13 quarterly : The MDS nurse/designes will audic 2
MD5 agsassmants rw?al?ddaasid%r:t#zs was | residents care plans each week for tHe
frequantly incontinenl of bladder, The care ares
 awsessroent for incontinenae for the 2/8/13 “e;]‘t .30 d"é_s t 5“3“"“’1;1[1“1 t{:ey ﬂfg
annual MDS assessment showed the resldent | refiective assessment  results  ad
| required extensive assistance with talleting. ourrent status of the resident. "The cale
Review of the January through May 18, 2013 ! plant audit will target those residents who
CNA flow sheets revealad the rasident was have been identified as at risk for
'nW“Ig"BI‘“ of ?Iﬂddar almtast-eva;'y Sg'f:rag"ew incontinence. The audit will ensure thit
day. Roview of the current cara [ran oa oare plans are promptly updated whe
4124113 revenled It addressad combative ; cunce];ns aro i dé)ntiﬁgdy A]:'-y pmblgfs}
. behaviors during peri-aare, but failed to Include a | o orrocted and S
; tolleting plan or other Interventions to address the will be correeted and ongoing soncerms
| rogident'a Incontinenca, An infarview oh 6{16/13 with F27% will be taken to the W
{at 510 AM with the DON reveated the resident's ;'\E_ltaj.‘isc:i inary temﬂo):’omvigw. Ay j“i‘;";} Wﬂr !
! Incontinence shauld have been addressed on the ' N;{’f YM % > P ) e
 care plan. : FﬁVf} §§ ic Eﬁu)(;)ualiﬁaﬁu ,ré?émwa_r_ .
F 282 : 483, 20(k)(3)(1l) SERVIGES BY QUALIFIED F 282 i

a3«n | PERSONS/PER CARE PLAN

The servicas provided or arranged by the facility
muet be provided by qualified persons in
pocordarics with sach resident's weitlen plan of

' Nursing staff will be in-gerviced on thi

Care Plan
T/1/2013

Corrget Deficieney to individual

posted  Physical Therapy  Transf lr

):ifuv'”c}

. care. ' Instructions for resident #6. E
i
Protect Regident in Similar Siuatiopns ‘
FORM G857 (02-20) Pravious Verslons Ohadlsle Event I 1ZKETY Fachity ID; WYO036 W Gontinuation sheel Fage 3 of 10
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page 18
DEPARTMENT OF HEALTH AND HUMAN SERVICES o PRINTED: O6r2uzote
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMEB NO. 0836-0381
OYATEMENY OF DEFICIENGIES (%1) PROVIDER/BUPFLIERIGLIA (X2) MULTIPLE GONSTRUCTION (%3} BATE SURVEY
AND PLAN OF CORREGTION ICENTIFICATION NUMBER; A BULDING COMPLETED
535024 B, WG 0571812013
NAME OF PROVIDER. OR SUPFLIER ETREET ADDRESS, GITY, BTATE, 2IP CODE
160 GARING WAY
WESTWARD HEYGHTS CARE GENTER LANDER, WY 52820
(XD - SUMMARY STATEMENT OF DEFIGIENCIES T w PROVIDE 'S PLAN OF CORRECTION okl
SREFX ©  (EACH BEFIGIENGY MUST RE PRECEDED BY PULL PREFIX | (EACH CORRECTIVE ACTION SBHOULD BE | DOUPLETION
Tha | REQULATORY OR LSC DENTIFYING INFORNATION) TAG | | OAOBSAEFERENOED 7O THE APPROPRIATE DATE
i i DEFIGIENGY) i
F 262 Continued From pags 3 F g2 [Audit completed to identify all resider ts
| This REQUIREMENT is ot met gs evidenced who require spesific Physival Theragy
| by: ‘ [nsiructions for transfers.
: Based on cbeervation, medice! record review,
- stalf interview, and revisw of posted instructions, Measures/systeinic changes to preveht
! the facility falled Lo ensure care was pravided in *irmogeur;
gﬁgmrdanige W'.tg tht: V‘;’gm?rrﬁ’ Iafrlnn%f_r?a;%for ?ﬁf _Nuraing staff will be in-serviced on
| sample residents (#5). The fintings Ware: {following the imferventions as listed on
Review of the current care plan for resident 46 the care plan. The DON/designos will
revealed an Intarvention dated 3/15/13 for staff to conduct randomn weekly audits (3xwk) jo
L "Ealiow wit whaelchalr] placement beside bed” assure proper transfer instructions are
;nd l“‘fhﬁ;atﬁv poattzg Iin rga%for wic poislgﬂninu-" utilized.  lsmes identifiesd will be
eview of the posted instructions raveale d immediatety.
“ransfer iInstriotions, Position wheelchair to vorteoted immediataly.
patient's LEFT side fush with the bed and raise .
the armreat. ¥ Obsarvation on 6/14/13 al 10:48 Monitor perpanent sobutk ,
| AM revealed CNA3 assistad the resident to | Results of obsarvations for following the
I tranafer from the whesichalr to bed. The realden! | gare plan interventions provided by
pusitionsd himsali/herself with hisiher lefi skla ! Physical Therapy for transfer inatructiofs
next ko the bed. How%ver. the Grr:lAtcnlc: I’ghe ! will be reviewed by the Interdiseipiin
resident to switeh, #nd position himselitharself fimed i and di
wifh tha right elde next to the bed, Tha GNA then * lffmf‘foifiﬂfﬁzﬂp;ﬂ‘: o A !
transferred the rasidant towards the right sida, B ds will bo reviowed i
Interviews on 6/14/13 at 1:26 PM and on BA513 concerns with F262 will be rewiosies BF ,
st 3 PM with BT #1 and PT #2 ravealad steff hed three months and te-cvatuated. A4l Wi
bean instructed to lansfer the patient towards (5w a4 QP imarfoph ol 3
histher feft sids. Aol gad Yhew U,J_;g,,z(,tf 4
£ 300 | 48325 PROVIDE CAREISERVICES FOR ‘ F 30el WWW J}l;q, l?wﬂ gt
g8=p | HIGHEST WELL BEING : .. ] -
; |
. , 71413
; Each residant must receive and the faciity must - b
; 5 [ 1 b
| provida the necessary care and sarvices to attain £309 The facillty wi w‘ﬂ—m—u’—‘%mf}““ the
or maintain the highest practivable physicel, facilities elimination protocol  fo: all
mental, and psychosadial well-balng, i residents i
i geeordance with the comprehensive asanssmaEnt i
» andd plan of care.
i | l
FORM CMS258702.84) Pravious Vargions Obsolols Bvond ID:1ZREN Fakiifty IN: WYD038 If continualion shest Page 4 of 10
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PRINTED: 05/24/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES , FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES e OMB NO, 08380391
STATEMENT OF DEFIGIENCIRE [h4)] PROVIDER/SURLIER/GLIA (X WULTIPLE[CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
H5034 . WiNe 05M16/2013
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIP-0ODE
12k GARING WAY
WESTWARD HEIGHTS CARE CENTER LANDER, WY 82620
(4] ID GUMMARY STATEMENT OF DEFICIENGIEY in PROVIDER'S PLAN OF CCRAECTION o,
FREFIX éEACH DEFICIENGY MUST BE PRECEDED BY FULL PREFI% || {EACH CORREGTIVE ACTION SHOM.D BE COMPLETION
TAG EGULATORY OR L&G IDENTIFYING INFORMATIBN) "y | OROBLREFERENCED TO THE APPROPRIATE DATE
i DEFICIENGY}
! {
! i
F 309 | Continued From page 4 ;. F 209 {Correct deficiency to individual:

Regident #6 will receive the facilities

This REQUIREMENT |s not met as avidenced elimination protocol intetventions as

by: outlined in the bowel protocol, i
Based on medical racord raview, review of the ;
facility’s elimination protocal, ancl staff inlarvigwy, . 3 i TRy
| the Faclity falled to implemant the facility bowel Rg“f’”ﬁ: #a7 ‘”;“c;f““;:fe rihe ﬁf“““;"“ 5
protocol for 2 of 5 sample resldents (#6, #27) who eMmination =~ proto enaon
were monftored 1o prevent constipation. The outfined i the bowel protocol. .
findings were! . : :
: i{ Licensed nurses will be educated on the
Raviaw of the facliity documentallon ttled : | facilitiea elimination protocol includitg
:Elimlnatlcn Protocol” showed the following: ! penerating a list of residenis in need ¢f
Each night, after midnight, the night nurse vl interventions for bowel managemer,

review glimination records for thair nurses’

| station. From this review, they will generate a fist | documenting  in(erventions and bowpl

 of tasldents who are In nesd of Interveniians for | assessments  of residents, along wil
bowe! managemsent, This list will be documented residont’s comfort being noted In the
belew, ;| medieal record.
1at Day (24-hour perlod without 8 BM[bowsl
quvgmanlg—gbﬂ«am azt.Ip?u?e jliaica or‘ ratural How oibers are id
{ laxative and documant in intarviaw oolumn, ; . PR TP
land 3%“43-3?'4; period wiifout l?M}-GI\Le 30 | to-others in stmlar situations:
| COB itk o nes A, [by mauth} {or : . . .
whalever I!’RN {asrlr-::gded] i]s?clrdérgd by thgi(r ] An audit was gompleted and identified
physician) on tha 8-2 shift. Docurnent on MAR residents who have conpstipation as ia
{ imedlication administration record] and | diagnosis. CNA's will be educated dn
* Intervention cofumn. | residents need for acourate documentation
} 3rd Day(T2 hours without & BM)-Charge nurea to of bowel movements daily.
i posass bowel soundgﬁhpalgate ‘iand dooume?t ! ,
assessment results, The bowel assessman | .
shauld ba done by day charge nirsa (h evant Measures/systomic changes o preveht
there are absant bowet sounds that indicats TEOCeul:
physiclan notification) and again by the evening K
charge nurse prior to suppository admintstration. The DON/Designee will perform audits
! You wil also determine If resldant is Ixweek to elimination protocol and 4-5
:unc?qurtable ancjtdoc:umem. Tht-la;l} glive Ilflu|cr£%i<: yesidents, resident care flow shests for 30
ot ylyosrin supposliory as orders g given PR . hly x 3 s
at a time that Is agraeable (o resident (generally i?’j;maﬁ“ﬂ;gu;“g: rgs donts ::LZ ail

EOAM CM3-2567(02-0) Pravibus Versions Ghaolete Evant I0; 12XE11 Fagilify I0: WYDG2S if continuation shest Page 5 af 10
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PRINTEL: 06/24/2013

DERARTMENT OF HEALTH AND HUMAN BERVICES FORM APPRCVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NGO, 0938-0381
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/GUFFLIERGLIA (¥2) MULTELE GONSTRUCTON {R2) DATE SLIAVEY
AND BLAN OF CORRECTION IDENTIFIGATION NUMRER: A BLILDING COMPLETEL
6348034 B WING 08(16/2013
NAME QF PROVIDER OR SUPPLIER GTREHTADDRESS, EIY, STATE, 2P SO0
: 160JCARING WAY
WESTWARD HEIGHTS CARE GENTER LANDER, WY B2620
) I SUMMARY STATEMENT OF DEFICIENCIES | o ] PROVIDER'S PLAN OF GORRECTION iy
PREFIX (EACH DEFICIBNCY MUST BE Pmscedgn BY FULL i PREFI | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY DR LEG IBENTIFYING INFORIATION) I TAG CROBE-REFERENCED TO THE ABPROFRIATE | OATE
‘ : DEFICIENCGY)
F 309 | Continued From page & l F 309 t
glven 210 shift, after supper unless otherwlse
requested by resident). Decument on MAR,
24-hour sheet, and intervention column. .

4th Daywlf sbove intstventions have not keen

guecensful, advanoe to ehema #s orderad and
« gontinue with bowe! assessments each shift until
- resolved. The altending physician should also be |
i contacted as approoriate,” The following F
| concerns were noied: ;
t : 1
* 1, Review of fhe medical record showed resident | ;
| #6 had diaghoses Including constipation, Raview :
: of the CNA care fiow sheet showed the resident
| did not have & dosumented bowel movement
1(BM) on &/ 1113 through /1413, Review of the

“aliminafion pratocol’ decumentation for 5112113,
T EH13013, and /14413 showed nursing staff ‘
monhorad the resldent for not having a BM for 1,
2, and 3 days. However, further raview of the
| documentation and the May 2013 MAR ravagled
i e intarventions wera documentad during that . :
. timeframe. There lackad evidence staff followed | i
 the facility's efimination protocel. During an :
s intarview on 5£15/13 at 2 PM, the DON and RN
_#3 statad they could flnd no documentation of i
Vintarvienlivng giver, hut they felt it was probably 2 ‘
" *dooumentation iesua.” -

' 2, Raview of the March and Aprit 2043 alimination

" profocol for bowsl monftoring and intarvention
showed resident #27 did not have a bowsl

. movement far the following extended times '
periods: 3/28M 3 through 4/5/13 {10 days), 4613 i
through /1013 (5 days), 41512 through 42213

i {7 days), and 4/22H 3 fhrough A£28/13 (6 days), !
Furthar reviaw showed the aliinatlon pratocol

!-was not implementad. Raview of the March and

" Apri) 2013 MARs revealed no interventions wire

FORK. CMS. 2567 (02-88) Previous Verslong {baolala Evant It 1ZXE17 Facity |: WY0038 " c.antinualién sheo! Page &of 10
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PRINTED: 06/24/20113

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MERIGARE & MEDICAID SERVICES OMB NO. D838-0391
STATEMENT UF DEFICIENGIES {X1) PROVIDER/BUPPLIERIGLIA {X2) MULTIPLE GONSTRUGTION {X3) DATE SURVEY
AND PLAN 6F CORRECTION IBENTIFIGATION NUMBER: A, BUILDING COMPLETED
535034 B. WING D8MB/2043
HAME OF PRGVIDER GR SUPPLIER STRYEY ABDREBY, CITY, BTATE, ZIP CODE
_ 15D GARING WAY
WESTWARD HEIGHTS CARE GENTER U}ND ER, WY 82620
X SUMMARY BTATEMENT OF DEFIGENCIES o] FROVIDER'E FLAN [F GORREGTION I e
PAEFY | (FACH DEFIGIENGY MUBT BE PREGEGED AY FULL FREFIX EACH CORREGTIVEAGTION BHOULD BE ' COMPLETION
TAG REEGULATCRY OR LSG IDENTIEYING THFORMATION) TAG |  CROSS-REFERENCED TO THEAFPROPRIATE |  DATE
. DEFICIENGY)
[]
|interventions for bowel managetmont
F 300, g::::“a‘f '; r:mllpague: 8 + fime i sl F 308 | ensure residents are receiving appropriete
ented durlng those imaframes. In additian, : Nintarvant ;
review of the CNA documentation showed the ™ terventions per fucilitics bowel protocel.
aidas did not document bowel moverments for the - -
 rasidant ¢ uring those timerames, During an Monitor permanant sohution;
interview wilh the DON on 5/18/13 at 10,40 AM,
she soknawladged that, othar than the rmonitoring ;| The DONfDesignee will audit weekly
dostmentation showing extended periads withaut rosidents receiving elimination protocel
BMa, the facllity feflod to dosument Interventions interventions for aceurate documentation
1 on the alimination protocol forthe resident, for 90 days and the tnonthly x3 months.
. ' Any concerns related to F309 will e
3. During an interview on 5(16/1 3 at 10:40 AM the ’ : ‘
DON sialed the facllly had a good system In | taken to the E/_J\T for resolution. AR anll e
place, but It was not effective If staff ware not (79, A @A e Rfs rordly (ol
dooumnarting mppropriately to shaw the protocol 2 prpadas 4 Kaa w,\;mﬁa g
was followed, i Yhe feran S 4 Ko ‘Yen "
F 311 483.28(a)(2) TREATMENT/SERVICES TC F 311 J A
IMPROVE/MAINTAIN ADLS 74713

580 |

: Arpsident is given the approptiate treatment and |
“gervices to maintain ar improve hia or her abilities -
. spealfied in paragraph (a){ 1} of this saction,

| This REQUIREMENT Is not mat as evidented

i by

i Based on obaervation, medical record review,
staffinterview, and review of peslad instructians,
ihe facility falked {0 provide care to maintain or
Improve the abilily to transfor for 1 of 9 sample
resldents (#3) whe retjuired staff asslstance Wwith
. transfers. The findings were!

i Raview of the medical record revealed regliant .
#5 had diagnoses including cerebral vascular !
acoldant and right-sided hemiparesls. Review of
the current care plan showed an indervention

dated 3/6/13 for ataff to "Follow wis [wheslchall] |
| placement beside bed" and “Therapy posted in

L

Fill Correct deficieney to individual;

Resident #6 receives (ransfor from wheel

chair to bed a8 per care plan, Staff will be
.| edncated on the need to transfer residents
| 0a ingtructed by PT.

How ogtherg are jdentified and correc

1o others in siinilar situations;

Audit completed to identify all residenis
who receive instructlons frem PT on
{| mainfaining /improving ADLs. |

Measure/Systemic changes fo  prevait

TEQCoUL.
|

FORM GMS- 25070255 Pravious Yersions Obaalete

Bvent 1D 1ZRELY

P‘acTty I0: Wyedus

i cortlmiation shewt Page 7 of 10
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DEPARTMENT DF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDIGARE & MEDICAID SERVIGES OMB NQ. 09380391
STATEMENT OF DEFIGIENGIES (Y1) PROVISERSLIPPLIERIS LA (X2 MULTIPLE CHNSTRUCTION () DATE SURVEY
ANP PLAN OF CORRECTION IBENTIFIGATION HUMBER: A BUILDING COMPLETED
B304 B WING 051 5/2013
NAME OF PROVIDER OR SUFPLIER 87RZET ADDREEE, CITY, STATE, IF CODE
16 CARING WY
| WESTWARD HEIGHTS CARE CENTER LANDER, WY 62620
X | SUMMARY STATEMENT OF DEFIGIENCIES ) | PROVIDER'S FLAN OF CORREC TION [ ?«x@
PREFIX  {EACH DERCIENCY MUST BE PRECEDED 8Y FULL PREFIN | (EAGH CORRECTIVEACTION SHOULDBE | GONFLENON
TAlh REGULATORY OR LSC IDENTIFYING INFORMATION) ™0 | CROSS-REFERENCEDTOTHEAPPROPRIATE . PATE
DEFICIENGY)
i 1
. . ! . |The DON/Designee will conduet rendom
e g:::m::;;?aﬁ;i?ng " Ravigw of the posted ) 3115 audits (3xweek) on transfers from wmibl
4 L' i i . ¥
nstructions revealed “Transfer Instructions. | cl(}a.xr atll? het% for tlllw ne‘)‘(’t 5;10 days. T
: pogition wheelchair to patient's LEFT side flush ; [eduoetion for afl new  fures, on
with the bed and ratse the artrest..." Qbservation tecommondations for
on 613413 at 10,48 AM revaaled CNA #3 maintaining/improving ADLs  will
assisled the resldent to transfer ffom the provided with follow wp audits on a
| whaslchair fo bed, The resident gosltioned quarterly bagis. :
himeelfheroelf with hisfher left slge igext to the !
bad, Howaver, the CNA told the risident to .
switch, and posttion himselfherséif with the right | onitor sohiflon:
side raxt to the bed. The GNAthen transferfred | ) ) )
the resident towards the right sida. Interviews on DQNIDeslgnee will audit weekly for
5/14/13 &t 1:26 P'M and on 5M5/13 &1 3 PMwith | residents who have PT recormmendatiors
PT#1 and PT #2 reverlad staff had been | for maintaining/improving ADLs for 90
Hinstructad to transfor the patisnt towards hisher days and then following MDS cycle. Any
- {eft side, which was his/her strang side, concerns with 311 will bo taken fo the
F 315 | 483.26(d) NO CATHETER, PREVENT UT, F 318! DT for resolution, Au i i ke i‘edtg}.w ol
s5=0 i RESTORE BLADDER ekl ﬁ} Y gt Angl kWﬂ
| A \'?*"‘%MM (Erapdon oy oo cfew
! Based on the resident's comprehansive . 3 w4 / . ML‘ ) ? 1.%(
: aspessment, the faclity must ensurs that a | F315 Carrect deficiency to indiyiduali™ |
residant who enters the facility without an . i 1201]
indwelling catheter 15 hot catheterized unless the {
r‘ﬁfﬁ;gf;;JJE;G\?JEW”d“g;ggm;"gtra:asl;mtt Resident #28 receives assist with toileting
G on, was nss : and & res - ot
wha ts Incortinent of bladder racelves appropriate %? ! UM; ,';lanf 'S‘tiaﬂ W.“tl bt."ﬂf ?“fiﬂ:?dfin
treatment and sefvices to prevent urlnary tract he noed 1o providy assist with lotleting to
' ireations and to restore as much normal bladder | dependent residetis. ;
f function as posalble, : :
; How others are identified snd correctign
: . i to athers in similar sitwations:
This REQUIREMENT 15 not met as evidenced
by: ; G , .
Basad on ohservation, medical record review Aufgt c;mp;eted to. ident}fi nli}:l ;‘Iﬁngmf
and staff interview, the facility fatied to provide rosidents who require assist with lofleting,
servioss to promote coniinence for 1 of 4 sample | Identified residents have besn raviewed.
residents (#28) with urinary incontinence. The
findings were; i
FORM GMS-2887(02-09) Pravious Versions Qusolste Fvent 1D 1ZXEN Fagllity ID: WYR03S It continuztion sheel Page 8of 10
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‘)\/ PRIMTED; Q8/24/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MERICARE & MEDICAID SERVICES OMBNO, 0938-0391
HTATEMENT OF DEFICIENGIES (1) PROVIDER/BUPPLIERACLIA {X2) MULTIPLE| CONSTRUC TION {X4) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMFLETED
536034 B. WING 051162013
NAME GF PROVIDER Bt SUPPLIER BTREET ADORKDS, GITY, HTATE, ZIP CODE
150 GARING WAY
WESTWARD HEIGHTS CARE CENTER LANDER, WY 82830
MO SUNMARY GTATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF GGRREGTION {15y
PREFX | WEAGH DEFIGIENGY MUST BE PRECEDED BY FULL {  PREFX (EAGH GORAECTIVE ACTION SHOULD BE COMPLEYION
TaG | REGULATORY OR LEC IDENTIFYING INFORMATION) i TAG GROSS-HEFERENGED TO THE APPROPRIATE DATE
! i DEFICIENCY)
. ' -
F 315 | Continuied From page 8 I £ 415 Measures/Systemic chanpes to prevent
i

" Reviaw of the 2/6M 3 annual and 4/23/13 quarterly .

- MDE assessments ravealed resldlent #28 was

: fraquantly Incontinant of biatider. ‘The care area

" agsezsment for Incontinence for fhe 2/6/13

 annual MOS asdessment showsithe residant

required extensive assistance with tailating,

| Roview of the January through May 16, 2013

CHA How sheets ravesled the radident was
 Incontinent of uring almoat every shift, every day,
. The following concearns were identified:

a8, Rewviow of Ihe currant care plan dated

4124113 reverled It addressed combative
behaviors during peri-care, but falled to Inciude a
tolleting plan or pther interventions to addreas the
regidant's incontinence. The DON confirmed the
fack of & tailsting plan during an nterview an

I 6613 at 8:10 AM,
’ b. Obaervation on 61413 ghowad the
! resident went from 8:05 AM unth 11:30 AM (3
haurs 26 minutas) without staff agsisting ar
gncauraging the rasldant bo ugs the bathroom. At
11:28 AM CHA#1 asked the rasident if s/he
wanted to use the bathroom, The resident replied
“ don't naed ta." Howaver, an Interview with CNA
# carlier ab 14:20 AM revealed the resident did
not always know whan s/he needed to use the
bathroom. At 11:47% AM GNA#3 wssisted tha
residant with & trensfer from the bed o the
wheelchair, When asked, the resident told the
CNA sthe did not nesd to use the hathroom, The
| CNA did mot eneourage he resident to use the

toilet, or wsk the resldent if sha eould check to
: 86w If afhe wag wat. Durlng an intarviaw at 1152
| Add, CNA #3 sald the resident was usually
- incontinent and did not know when sfhe needed
i to use fhe bathroom. At 1:30 PM (5 hours 26
: minutes sihee the start of ohservation at B:05 AM)

‘| The DONMDwsignee will conduct rando

| up competencies at the quarterly basis, '

peocour:

resident andits (3xweek} on assist with
toileting for the next 90 days.  Staff
edupetion for new hires will be providéd
for residents toileting needs, with follow-

|
Monitor pegmanent solution: !

DON/Designee will andit weekly for
dependent tesidents who require assist
with toileting for 90 days and then
following the MDS scheduled cycle. Any
poneerns with F315 will be taken to the

T for resolution. "J'S MJ ke ré’ﬁ
4}’{’ QA ruffz’h ;ﬁ
J‘W .

——

el

i
!
|
|
|

FORM CMS-2567 [02-08) Provious Viarslons Obsolele

Evont 1D 12XE

Facllty 100 WYO036

If continuation sheat Page & of 10
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jL FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVIGES j QMB NO, 0938-0361
STATENENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLLA {X2) MULT IPLEICONETRUGTION (%) DATE BURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER! A, BUILBING COMPLETED
635034 | B. WING n5MBI2013

NAME OF PROVIDER OR SUPPLIER

WEETWARK HEIGHTS CARE CENTER

1B} CARING WAY

STREET ADDRESS, CITY, STATE, ZIR CODE

LANDER, WY #2320

was very wel,

every bwo hours,

slated the resident was incantinet and the biriat

0. During an Interview-on §/16/13 at 9:10 AM
the DON stated the CNAS had hegn educaled to

- asslat rasidunts to the bathroom lfrequently”,

{which meant during routing rounds eppraximately

(X410 SUMMARY STATEMENT GF DEFISIENGIES D PROVIDER'S PLAN OF CORREGTION e
PREFIX {EAGM DEFICIENGY MUST BE PRECEDED BY Put), ! PREFI% (EAGH GORREQTIVE AQTION SHOULD BE COMPLETION
"TAG REGULATORY (R LSC IBENTIFYING INFORMATION) TAR CROBS-REFERENCER TQ THE APPROPRIATE vATE
DEFICIENCY}
F 315 Continued From page 8 F315
CNA took the reuldent to the bathroom, She '

FORM CME. 68T (02-00) Previous Veralms Ghaalete

Fvan, |0y, 1ZXE4H

Famrm |, Wooas
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