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CENTERS FOR MEDICARE & MEDICAID SERVIGES | WIDSR'T ™7 ... OMBNO,0936:0301
: OEFICIENGES  |(X1) PROVIDER/BUFPLIERICUA .| (R2)MULTIRLE H)ETION .. |ixay DaTe BURVEY
ﬂﬁ*ﬁ&i” gu? Eonﬂ&éﬁwzs ) [Eﬁnmoﬁ"rmrapmqmq R ﬁmgzaﬂ ffﬂﬂﬁﬁﬂu:. C%_Q \\ d( : }GOMPLETED _
‘ Liconsing R
| b s | REGRREST | IR A
HAMIE OF PROVIDER OR, SUPPLIER ' B ; O SYARRTAoRESE, CITY, BIAVE, 2 GODE : '
. ) - 2009 LARAMIE STREET
GOBHEN GARE GENTER _ N . TORRINGTON, WY 82240 .
mn SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN GF GORRECTION w’g
FREFK | (FACHEERIGIENCY MUBY BE PREGEDED BY FULL "PREFI (EAGH GORRECTIVE ACTION SHOULD B& :  { GOMPLETION
TAG REGULATORY OR L&C IBENTIFYING INFORMATION) A CROSE-REFERENCER TO THEAPPRORRIATE PATE -
. , Lo BERICIENGY) *
{F 000} | INITIAL COMMENTS {F 000}
| DON: Director of Nursing
MDS: MIiimgm Data Set
| RN:, Registered Nurgs  © © .
* | CNA: “Certifist Nursing Asslstant
'|-ADL:  Adlivitiés of Daily Living
LPN: Licensed Praofical Nutae
© {'URE . Upper Resplratory Inféctioh e
{F 323} | 4B3.26(h) FREE OF ACCIDENT {F 323}
bgeE | HAZARDSISUPERVISION/DEVICES e o
D n o The facility must ensure that the resident
The.fa?l_iiw myg,_t BI'\IQHR% that {hg maida'nt'. ' ) environment r_eme&ins ag frea Of:{mﬂidﬁht
envirenment remains aé free of accidant hazards [hazards b is possible; and eacli zesident
a8 Is possible; and sach resident recelves ' recaives adeqUiate supsivigion and aesistance
adaguate supervision and assiatance devices o, devices fo prevent aceidents. This-will be
prevent accldents. accomplished by: :
. A) Providing superyigors on the floor 1o
augment ctrevt staffing levela to
nagist with supervigion, care delivecy
T o - . ; and overall operations. '
This REQUIREMENT Is not ingt as evidanced A Maigingtaffing schednle 1o
Y. o R . provide appropriate cere
Based pn obssrvation, staff Interview, ahd . delivery for all téstdents.
medical record review the fagility falled to'engure b. Maintain hourly ronnding
litervaniions fo decrease the rigk of faliing were " progedure to-ensyre proper
imptemented for 3 of 8 sample Teeidents (14, care delivery for a1l
#50, #50) dentified as having falls. The finfings rosidents,
were: . ' : ¢, Provide contiming
1 . ' j . educationfiraining on
4, Revlew of the medical racord showed feaidént resident safoty and
#50 was adritted to the facliity-on-9/10/13 With - gupervision, , |
diaghdses ncluding dementia and gonfuslon; The d. Resident's #50 nd #57 !
‘| madical record fugther revealed the realdent hay sensor aliyms were A
‘systalned g fall oh 7/24/13 which resulled in a immediately placed in their ;
Hght hip fractite which regiulred &lrgical repair chairs it accordance with the
with hardware placement, Review of the glarterly care plan,
MDS assessment dated 1 2{30/13 showéd the e. DON mranged resident #4
résident was stverely cognitively Impaired, had * PT evaluation on 02/04/14,
TITLE (@) DATE

days {ellowng the date teso deeyments are made avaiible lo the faoility,
pogrsm pafleipation. /“ 5 : Z
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f the care ptan updatad 1/23r14 showed the

‘| sansor. alarm in‘bed; placing 4 pulf tab elarin in

| the regidint was ableep in a reclining ehair naar
| the nursinig desk on the 300 hall, There were no
el I plece, ' :

the fesident weis =Blaep In @ regular bed i bisfher
oo, Mterview with GNA#2 bt the fiinié of the
‘opservation confimed the bed coutd not be

Btansive asslstance from ataff for ADL's: Review
regkient was at high Hék for falling relaled to * .
mental status, impalred mability and recent -
histary of falls. 1itekvenitions inchided placing

the-béd and ehalr, and having a.low bed. Reviaw -
of the residents medical record further revealed .

| the resldent siistalned an Ufwitnessed fall fom 4 |
! raglining chair on "1/23/14: Post fall Interventione

included steff, instructed fedident on safe. .~ -
wangfer tachniques [and] ise of oall light". The
following conceras were identified: . .

a. Dbservatioh on 1/27/14 at 1:46 PM showed

. Opaarvatiori on 1/26M4 8} 6 PM with RN #1
showad the tesident wae seafed In-a reclining . .

chair near the nursing desk bn.the 300 hall and 1

ths Ware ho alaiii in Hlacs. The resident Had
slid dawn In the chair and had hisfher lege .
hanging over the foof rest of the issliner.. .-
Intarviéw withy RN #1 at the i of the '
dbservatioli revealed sfhe was unsues whather’
the rasldant utillzed any aldtms. Interview with
GNAZH e thie timeé of the observation revenjed
#/ho was also unsure whether the'resident utilized
any alarms, - o L

0. Obgervation on 1/29/14 at 9:30-AM revealed

lowered ¥-a lowar position and was nof & low
bed, The height of the bed from the top of the,
matrass ta this floor was 30.6 Inchee, Iriterview

it RN#4-althertime-of the-observation-alse

<7 care plan.

B). The care plans of the identified
residents were reviewed for needed
chimges and all new and existing’

* interventions are implemented.’

", All care plans are available |
ta CNAs on the. floor in the
care plan hook gstablished by
the MDS Coordinator, . ;

DON or designee provided immediate.

education {o facility norsing staff and

will provide on-geing edncation as
neaded on the following topics:

-8, Falls provéntion and proper
resident superyisiafs.
Urgenty towards fall alarms
The Falling Stars Program

. Docamented Homly Rounds

Safety InterVentions,
moiitoring ahd compliance
Pojt Fall Huddles .
Commumication of updatad
resident interventlons via pre
shift report- .
The facility DON or desijmes wil
congduct an audit on a1l fulls tv ensure
that facility fnll prevention systems

. gre in place and that appropriate

" assesgmants and/or interventions have

. been implemented, - The facility DON

or designee will also conduct-
observations of staff supervision and -
compliance towards resident fall
prevention interventions, Any staff

.c) I

s o

qa th

appropriate sensory alarms in|
Place in accordance with the|.
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. DEPARTMENT QF HEALTH AND HUMAN SERY A 9 ) A C A .
\ENTERS FOR MEDIGARE & MEDICAID SERVICES -~ W e QMB NO, 0630-0399
¢ DEFICIENCIES 1) PROVIDER/SURPLIBRICLIA | (X2) MULTIFLE CONSTRUGTION {XS) DATE SURVEY -
ﬁﬁ”ﬂﬁ@ﬂéﬁé@ﬁ&%’cmn w )qpan_nﬂc TION NUMBER: . | 4 ‘myipilG L COMPLETED
. A BULLDI o |
L e | B WiNG —— L 01/20/2014 |
. wwr:‘tfw PROVIDER OR SUPPLIBR STREET ADDRESD, GITY, BTATE, ZIP CODE T '
' ' 2006 LARAMIE STREET
X&) 1D BUMMARY STATEMENT OF DEFICIENCIES I PRY VIDERS PLAN OF GORRECTION o
FICIENGY MUST B FRECEDED BY FULL PREFIX EAGH CORRECTIVE AGTION SHOULDBE | COMPLETION
A%'x' é&%ﬁm%m Dthi LBG | NP ING INFGHUATION) T ¢ 0B-REFEREgg%gIEgg\I,-I’EP.P.PROFH)ATE DATE
(F 324} [ Continwed From page 1~ _ {F 323}
dectessad range of motion (ROM) jn blialerel :
upper. ad lower axtremities and raquired £ Regident #4  also g
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Fom £ 2014 1iD0FM ) No, jDOPZRlNTE' L)IEMZIZ
DEPARTMENT OF HEALTH AND HUMAN SERVICES @'Q/f}\m o{\i‘,\ . : rvoagi pLAcs \}3513

GENTERS FOR MEDICARE MEDIGAID BERVJGES OMB NO, 0938.0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPRLIERAGLIA (k2) MULTIPLE CONSTRUGTION ' Fp«:a) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING L : COMPLETED

: . R
e el BBAGE 5, WING, e — 01/2912014
NAMEOFPROVIDER ORSUPPLIER -~ ' "STREET AODRESS, CITY, STATE, ZIP CODE S
' : 2008 LARAMIG §TREET
GOSHEN CAHE_ GENTER TORRINGTON, WY 82240
"o o SRR swem"ém CFDEFIGIENGIES | 1 | PROVIOER'S PLAN OF CORRECTION T
PREFIX (BACH DEFICIENCY MUST, BE PREGEDED DY FULL PREPIX {EACH GORRECTIVE AGTION BROULD Bet COMPLETION
e REGULATORY OR LEG IDENTIFYING lNFORMATlDN) . TG CROBS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY) :
{F 323}{ Continued From page 2 ' {F 323}
confirmed the cegldent did nothave g fow had but
'| wids gupposed to according to the tare ‘plan. In mextber. found not to be in
‘| addition, ihe RN verified he resjdent was, ' compliance with the fall prevention
supposed to have a sensorAlann in hl{alhﬂr bead C program will recefve immadiate
ane a pull tab siaem whils In the bed orchalr, The | - .~ |~ education.
intarwaw fuirthir fevealad thiia Was no process 4 D) The 500 hall will be wnﬁgﬂmd S0
 to eriglrg prevéntative fall interventions werain | " fhat direct line of sight,of Tesidents, by
p!ace per thé rﬂsldent‘é ind}vlduallzad carg plans. . staff, oanbe incronged to Yedics fall
_ . risk. Two way radios will be in place
2,.Revigw of the medmal record shoye reaident : t0 incrense staff commumication of
#59 Was host fecently re-agmitted to the Fagllity , _+location of residents.
| on B/8113 with diagnosés that Included © . - B) Theresnlts of the fall andits wili be ,
Alzheimer's dlagase, disbetes maliitus, obeslty tabulated and reported ot the feoility’s
1-and back pain. RevieW of the 1$/20/18 significant monihly Performance Improvement
change MD3 assessmat ahowad the resident * Commities. The audits will continue | .
| réquirdd extensive assistance of 2 staff for bed - unti] such time that complisnce is
mobility, transfers and ﬂmbulation Furiher review sustained, at >80% complisnt for a
of thiy MDS assessmert showed the fésident had | period of 120 days or-4 months,’
unsteady baldnge when ioving fram a seaed t Apprapriate follow up actlons will be
stariding position. Fialy, review of the MIIS T injtlated by the Performance - ‘
agsesgment showsd the realdent had bilatera) 4+ Improvement Comumities. * 3/03114
ROM jinpaimyaht in both upper and Iower . , . ,
aktramities, Review of the rasldénts caré plan .
shiwad an inteventioh, dated 12/26/13 "Sensor
alarm: make sure plugged In, "Observation of the
resident on 1/20/14 at 10:45 AN revealod the
residént wag seated In histher wheelchalr in'the
dining room. No sensor alarm was In place. .
Wheit asked at the tinie of the ubsan‘vatldn if the
tasidant was supposed to havs &, sensgr alarm,
CNA#9 stated, "Alarm? That | don't know. | ihlnk
80" Furiher review of the medical racord shoWeci
the resident had fallen 5 times in the pefiod from
1 12/26/13 thiough 172014
3. Review of the madloal Yecord showad reaident
#4 was admitted {0 the facllity on 7/31/13 with
diagnoses that Included Alzhalmer's disease.
Revipw-of the-1112113-quarterdy MDS

FORM GM§-2567{02-99) Previous Version Osalpla Eveit [0 7E2112 Facliiy ID: WY 0010 " continwation sheet Page 3 of 13




red L1 14 1I2IFM No. 36, s
- . - ! 0 I00%wrle, Mnanon
DEPARTMENT OF HEALTH AND HUMAN SERVICES -?Q’-a\gﬁ\ T RCRMARPROVED
. CENTERS FOR MEDICAR & MEDICAID SERVIC . _ i ‘ OB NM}QB‘"OS‘Q‘.
STATEMENT OF DEFICIENGIES %9y PROVIDERISUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION ' .| (%3) DATE BURVEY
AND RLAN OF CORRECTION " IDENTIFICATION NUMDBR: A, BUILDING , . COMPLETED
. R
e . .. B3An40 B, WING _ . ; 01/28/2014
NAME OF PROVIDER OR BUPPLIER T BTREET ADDRESS, CITY, 8TATE, ZIP CODE
. . 2009 LARAMIE STREET
GOBHEN CARE CENTER | . TORRINGTON, WY 82240 :
X4y 1D GUNMMARY GTATEMENT OF DEFIGIENCIBS D PROVIDER' PLAN OF CORRECTION x0)
éR FIX (EACH DEFICIENGY MUST BE FREGEDRD BY FULL ‘PREFIX (EAGH CORRECTIVE AGTION BROULD BE GURPLETION
ThG |  REGULATORY OR LEG IDENTIFYING INFORNATION) A CROSS-REFERENGED TO THE APPROPRIATE | DAYE

DEFICIENGY)

{F 323}/ Confinyed From paga-3 , o
aggessment showed the resifent hid imitation of
ROM In hath ipjer and both lower exiremities. .
" | Adaitionally, thie resident retuired Himited
asélstarice with bed mobliy and ambulation.
Finally, review of this MDS asségarent shiowed
| this reilent raquiret suparvisior wnen maving
| from & sested to stariding position,. Review of the
12120413 nurelng noteé timed at 10:08 PM -
showed the residant *had difficulty stangdlng after
restingin reciér aftér suppe for ghort fibe,
aselel of 2 alaffio transfer to wheelchalr..."
| Reviaw of thie 12/22/13 niirging notes timed at 5
1 PM showad the resident expérienced & change
ftom haseline™...greater confusion/moare
pronounced deceas In functioning.” Review of
tio 12127743 mursing notas timed at 352 FM
showed "Ingremsed diffictilty. with Shoit térm
temary, galt and balangs more unafeddy..”
rview of e 1/7/14 nursing nioteg timed bt 5,63
PM showdd the resident wae"more Uisteddy oh

PM incicated tie fesident wés "ot slanding vaty

well today." Finally, review of the 1HB/14 Autsiig
notes tiimed at 6:08 PM showed the rasident was
described as "doss ot stand vety well I
trénsfers..." “The following Soncerns were
identitied with fall prevention-and the resident's
degling in condition sinee the 19112/13 quarterly”
MDS assessment was pefformed:

a. Alatd entry nursing note timed for 1/6/14 at |
6:35 PM showed the resident susteinéd a
witnassed fall and,"stid” out of his/her wheelchalr
whife attemping fo,"slt down." The sate pole
| furiher showed a®..referral Bant fo PT..." Revlew
ol the fiadisal record showed 1o evidence the
resldent was ‘evaluatad by the PT after the fall as
resommended. ~ -

b. Interview with the DON on 1/20/14 at 11:40

faet.." On 1/12/14 the nurslng nbte timed at 6:30° |-

{F 323}

* ‘This page loft blank Intentionglly-

TANvarified physical therapy had notrecelved &
FORN CMS-2567(02-25) Fravious Verslons Chsoleto © Bvent Ii7EZL12
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DEPARTMENT OF HEALTH AND HUMAN SBERVIGES % &\gﬂ\‘ FORM APFROVED

0l ARE & MED]GAID S_B_]QEB. ; Oj E NO, 0938-0391
BTA'I'EMENT OF DEFIGIENCIES (1), PROVIDERISUPPLIER/GLIA o) MULTIPLE: cousmucnou {%3) DATE GURVEY '
ANE FLAN-OF CORRECTION mENTlnt;AﬂoN WUMBER: A BULOWNG COMPLETED |
R
N 53A049 L E—— | 0112912014
NAME OF PROVIDER OR BURPLIER STREETADDRESS, GITY, BTATE, ZIP CODE '
. o 2008 LARAMIESTREBT

SUMMAR‘I" ATEME.N”I’ O DEMGIENCIES D Paovmlm'a PLAN OF OUB EGTION L)

é’éﬂé& . (EACH DEF‘IGIESEY MUAT BE PRECEDED BY FULY FREFIX (EACH CORRECTIVE ACTION SHOULD BE cowl.gloﬂ
TAG hﬁaummnv OR LBC iDENTIF\'ING INFORMATION) TAG CROSS-REFERENCED TO THE AFPRDPRIATE DA

DEFIGIENGY}

{F 323} { Continued From page 4

physician’s order to gvaluate th rasident nureing
staff did not follow . on the physical therapy
refarral aftar the fﬂll on i /814,

the fesklenit Weis propeling him/Hereelf in a -

standgird wheslohair, Thé resident was chserved

to-propel hlm!herself over to a Jow wall and pull

himiherself yp-out of the wheslchair sitempling to

stand hefora sitting back dolw In the whaslchair.

Thara were ho sta fsrésent duiing the

.| obsérvatiah to provide augswislan

[F 441}| 483.65 INFECTION CONTROL, PREVENT
gguR | SPREAD, LINENS -

The facllity must eatabllsh and malntaln an:
Infection Gontrol Program designed ta provide a
gafe, sankary and corhioriable environmant and
to help pravant thie development and transmisélon
of diseass and Infecflan

{a) Infechon Control Progrﬂm

The i’ﬂcil(ty must establish an Infection C-ontru]
Pragiam bndar which'lt

(1) Inveatigatas, ‘controls, and prewants Jnrectlons
‘I the faclity;

(2} Decides what procedures, alich as isglation,
should he applied to an individual resident; snd
(3) Maintaing a record of Incidents and comeciive
sctions related {o infections.

{h) Preverifing Spread of lnfaouon

(1) When the Infection Control Program
detepmines that a resident nesds isolation {0
prevent the spraad 6 infactlon, the facility must
isoiate tha resident.

(2) The facility must prohitlt emplpyees with a
communicable divesse or Infected ekin laslons
fram direot contact Wwith reslidents or their food, if

G Obsemlinn N "1 27/14 at 2:16 PM revealed |

{F 323}

{F 441}| The facility must establish and maintain an
Infection Control Program designed to provide
a gale, sanitary and comfortable environment -
and to help prevent the developinent and
transmisaion of disease and infection. (a)
Toféction Control Program. The: facility must .
establish wm Infection Conirol Program under
which it (l) Investigates, controld, and prevents
infections in the facility; (2) Decidés what
procedures, such ag iselation, shouldbe -
applied to an individusl resident; and (3)

| Maintaiits & record of Inidents and oorracnve
actions related to-infections, (b) Pr eventing
Sproad of Tifection (1) When thie Infection
control Program determines that a resident
needs isolation to prevent the spread of
fiifection, the facility must isolate the resident,
(2) The fagility must prohibit employeés with 4
commuuicable. disease or infécted skin lesions
from direct contact with residents or their food, |
if direct contact will transmit the disease, (3)
The facility navist require stuff to wesh thelr
hands afier euch divect resident contact for
which hand washing is indicated by accepted
professional practice, (c) Linens, Personnel
st handle, store, process and transport linens
50 a3 1o prevent the spread of infection, This -

FORM CMS-2587[02-80) Provious Varsions Ghai)laiu Event 1D: 7E2L12

Faollit 10: WYOt4 " Weontinuation shest Page  of 13
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. OMBNO. 0936:0301

| control documentation, the facilily falled to -
| effactvely implement measures to pravent the

" | 88. The findings wers;

" On 1121414 2 12,45 PM, surveyors Were:

| 12:40 PM revealed the facliity had residents who

| and symiptomns of influenza and réspiratory

plofessionel practice,

(e) Linetis” L
Peirsorine| must haridle, store, proteas and

‘tranaport inens 50.as to prevent the spread of
infaction. :

This REQUIREMENT 18 not met as evidenced
by: L : .
Based dn observation, ataff Interview, and raview
of faciliy policles and procadures and Infettion

spiread of a kpqwh'fegplrﬁatdry Infection oéourring |

within the' fagility, This failure. resulted in 4n
Immedidte jednaidy situation, The cansus was

4

instrycted by the infection preventioniat (IF) to

.wear g mask prior to touring or éntering tha 200

hall bacausa the entire kil was an lsolation
recautions, The |P further. Instructed survayors

_ fo‘ dispnae of thé mask and paiform harid hyplene

| befora leaving the 200 hall, Chasrvation of

 glgnage posted on resident ropms on 1/21/14 at

were on droplet Isalation precautions for signs
Infestion, Review of the infeation control

documentation showedl as of 171914 residents
#B7 and #8 tested positive for Influenza rapkl

F OF DEFIGIENCIES %1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUGTION {x9) DATE BURVEY
i’&%"‘é&%’“& Enrfggcmﬂ w IDENTIFICATION NUMBER: A, BULDING . COMPLETED
- : R
o .. BoADAD B, WING 012002014
NAME OF FROVIDER OR SYRPLIER : ATREET AUDRESE, CITY, STATE, ZIP CODE i
. : L 2009 LARAWIE SYREET
GOBHEN CARE CENTER | TORRINGTON,WY 82240 |
T j STATEMENT OF DEFICIENCIES | PROVIDER' PLAN OF GORREBTION 5
%Erlﬂc llEAcsrij gg;l@?éﬂ& Mﬂm* BE PRECEDED BY FULL PREFIX, {EACH CORRECTIVE ACTION SHOLLT BE bOM&#glON
TAG REGULATORY OF LEG IDENTIFYING INFORMATION) TAG cRoss.Rl;:FEREgg&gl‘E%%E APPROFPRIATE
{F 441} | Goiitinued From pagh 6 L {F 441}
diréct contact Will transmt the disease. _ _
(3) The fecillty must tegulre staff to wash their will be accorplished by:
hands aftér each dirett resldent contact for which A} - Nursing will assess and monitor each
. | hand washing is indicated by acoeptat tegident that exthibits:

a2 degree température change
. from the resident’s baselins,

b Produstive cough,

¢, Nasal drainage.’

B) Each resident that exhibits the signg
and symptoms indicated in “a” above
will be placed on the Hospitalist list
for examination by physician within 4 |
heurs of natification,” Thie physiciim
will determine whether further testing .| -
is warranted and the course of
Hroniment.

C) The Hall nurse will assess all.
redidents daily as described in “a™
above until seven days aftexr the last

 positive influenza resident has bisen: -
identifled. Any necessary testing will
be loft to the resident’s primary care
physiclan's disoretion. -

Tn addition, special focus will be
provided toresidents identified as
*high risle’ in the Emergency
Influenza Flan, Examples of high risk
regidents pre those that have not
teceived the fiy vacelne, those with
chronic health conditions such as
COPD, and those with a compromisad
imonume systen.

B) Facility will follow policies for

)

dtegrostic-testing-indicating they-were infacted

- FORM CMS-2867§02-99) Previous Vereitns Qbsolele
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BEPARTMENT OF HEALTH AND HUMAN SERVICES
. GENTERS FOR MEDICARE & MEDICAID SERVICES

No. 3004 19

u2ii 212014

A Y,
"'%&/1\3‘“\“{ STEUA L .rmpgﬁ'ﬁwmovso

- OMBNQ. 00380391,

ENT OF DEFICIENCIES ¥1) BROVIDER/ALIRPLERICLIA (K2} MULYIPLE CONSTRUGTION (X3} DATE SURVEY .
ﬁﬁﬁsﬂu ugggnnséﬂgu ‘ W IDENTIRIGATION NUMBER: A BULEING . - COMPLETED
- R' .
;) Bangde o Bwme, . : L. oumpiz0ta
WANIE OF PROVIDER OR SUPPLIER ' ' GTREET ADDRESS, GITY, STATE, ZIPCODE ~
o : 2008 LARAMIE STREET
BOSHEN CARE CENTER TORRINGTON, WY 82240
e TV B m i - '8 PLAN OF GORRECTION | o5
() 10 bl A PREFIX (EAOH BORRKCTVEAGTION SHOULD BE . | OoNPLETIoN
v éi‘é%'ﬂﬂ%’ﬁ%‘%%’é‘&?ém%m INFORMATION) TG PROBE-AEFERENCED 10 THE ARPROPRIATE pATE
{F 441} Céintinuad From page 6 o {F 441}
with Influeriza type A. {n addition, other reeidants _ . _
Including all residents on the, 296 hall (#1, #2; #3, Diroplot Precantions md Outbreak
35, 17, #8, $10, 499, 112, 13, %14, #15, #16, " Tavestigation antd Contro! foithogs
. | #97, 918, #19, f?o: ﬁ"‘ a%;}:#ﬁ?#gg%fﬁﬁﬁ _ 'yegidents that qualify. < - -
-Vyaid  residents'on the 300 ha “ i K ility 4 -
Yo #5p, 143, 542, 452, #63) were placed on B & eeommendations
droplét pregatitlone for boligh and elevated ettt .
taimperatiras with symptom onset dates of Wyoming’s eplderhiologlat
111814 &g 1/19/14. QR the 400 hiah, 2 residents concerning infection prevention,
ware [gentified, #57 Wi wigs known poaiitvg for These recommeridatiors were nsed to
1 infienza A, and the roommale (#68) with a create policy and protocol 10 manage
1119/14 oniat date of influenza-like aymptoms. . Infivenza by piilizing the Influenza
Both were on, droplet piécaufions and exhibited Outbreak Manegemost Poligy ind
levated temperatyres and colighs, As of Procedimn, ° —
1422114, therg ware no residents on the sacure roescue. o
unit identifted with éigns and syinptoms of () DON or designee provided immadinte
respiratory infection. The following concerna with edueation to facility nirsing staff and
implementing Infection control praclices wers will provide on-going education as
ideniffied;- L " needed on the followlng toploa:
a. Obisavition of thi 299 hall cn 1/24714 at a. Infection Control practices,
8:55 PM showad three GNA's and 0iia niirso H) The facility DON ox designes will
. .| were working. The: arén was closed off fa the rest | |1, Mo MGy IR Or easenee
| of thie faclity and tats Were located outélda the © - - conduet an audt on all Tesidents who
1 doors to the hall which were stocked with, are 11, to ensure that facility infection
dispogable masks, gowns, and gloves, The cart | cantol systems are‘in place and that
alsp Included hénd sanitlzihg gel. Observation al appropuiae assessments andior
‘?lRM dShov';ﬁqnc?l?m? ﬁg&“{ong ;:fﬁg g;ﬂatl :t” a8 Interventions have been fmplemented. |
dlready arol Bl e L |
ressiclont #9 (known positive for inflienza). The The fucility DON or. designes will
gide used hand sanittzer when entering the reom, als conduot audits of staff
Tut did not wear any gloves, While In thie room superyision atid compliancs towatds
the alde was ohserved toughing the residenls vesident infection control
shouldars, ahd handling the resident's wheglchair intetventions. Any steff member
while helping him?her into tlhq ptguyhrpom. The aldte fotnd not to be in compliance with
fallad to wear any personal protective equipmen C -
(PPE) other than the mask wile asiisting the Eﬁ‘:"g’“ “°':1“'°l practices will receive
reskdent, The aide then éxited the reom, used ociata adnoation.
hand sanitizer and falled to, dispose of the mask. ) Theresults of the jnfection conirol
The-alde-lowered-the-task down-helow herngse——
PORM Chig2807(0%-90) Piiavigus Verslons Obaciela Eiont 12 7E2142 Foality JU2WY0010 If cgntinuatian shael Paga 7 of 13
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and maouth and continued to work in the main ’ ,
arga frourid nther fﬁﬁiﬂg!‘ll&l Intaiview with the allits will be tabulated and reporied
other b CNA's woikind dn the hall (CNA#8 and at the faoility’s monthly Perfiniance :
#7) 3t 4:30 PM revesled they wora thelf same . Improvement Committee. Theaudits | . .
masks without changlig them between fesident . il confinus il ok timo that | |
cotaét, Thay aiso did not waar the maske around , anos & o,
fhielr rioeé and mouth Wnléss they ware in'direct comaplianos is sustatned ar290% ).
contact with the residants. Interview with LPN#1 .. cortipliont fot  period of 120 days or
at4:20 PM révealed the area was put on faoladion | 4months. Appropriuts follow np
n?slﬂoﬁon is,tgrﬁn the ,ﬂ,vjan:ng' of f!'l-s?!';l) 4.8p | aetions will be inifiatéd by the .
50 revealed thars wes not an gducation or, - Performance 1 ont - —
training session provided to'staff related to this commim: Tproveron ( 30314},
instanca of hall isoletion taking place, The nifse o S , . N L

stated stalf had ah adupation in December 2013
| refatet] to Isblation precaibtions and use of PPE,
b, Obisarvalion on 1/21/14.at 4:40 PM showed -
resident #40 wais seated In his/her wheelohair in
the 300 hall The Fesldent wag fushed, hed red,
wataly eyes, a prosuctive cough and autible,
wheezing. The tesident stated, "l Teel bad, my
throat Is sore and | [have) besn boughing vp -

aware of the residerit's somplaints By the
surveyor. Observation on /21714 at 6106 Fi
shiawad the-residént wae geated in thé main
dinig toom with oiher residents, staiff; anid
‘visitors, The resident was productively coughing
Inko @ népkdn sind ynable to eat, RN #3 offorad
assistance with eating, however, did not address
the: resldents productive enigh. Ihterview with the
DON zithe fime of the obsevation révealad the
rasiclent was ating In the maih dining reom.
because sihd did not heve a faver, Howaver,
review of thé resldent aasessment realilis dated
1122114 at 4 PM showed thei resident Was .
wheezing, hed a lemperature of 102.6 dagreas
Fatranhait (F), was Been by the physician, placed
on droplet precautions, and reoelvad an arder for

stuff After the Intervielw nuraing steff were hade | S

Tamifiv (usst to freat infigenza) 76mg
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(millgrars) dally,

. ¢, Observation on 1/21/14 at 3:45 PM showed
there were § resldant rooms on the 500 hall'and 2|, L
resident rooms on the 400 hﬁ!" that had droplat I . S .
précaution elgns posted on the door, Qbservation | - : ' o
from 3:45 PM unitl 6:10 FM shdwed CNA's #3
and #4 were wearing {he same dlsposabld masks
 Intid tooms postéd with doplet precalltions and - R o :

teioma that Vere not ppated, Observation also . This page left blank infentionally
showed CNA #4 Was wearing the disposable - .
magk bélow her npse. Interview &t thet ime with
GNA#M ravaslod the CNA's weie told they only
| had to wear'a mask if fhey hud not.hiad the flu

' ahdt ar If ey chose. The interview further
ravealad the CNAwore the same maslk for the
- entire shift. Chsstvation at 4:40 PM ravealed
 ONA#8 exited the room of resident #67 (who had
tested positve for influenzs) and then enfered
anottier resident's ropm aoross th hal Wearing
the sare’disposable mask,
| o During the observation on 1/21/4 at 8148
+ 1 PM, CNA#S exlted a droplet prabautlon room
wlth bare hands carylig solléd linéns held
aakist her clothing and depositatt the linens into
& cart Iy thechall, Qbéervation of the Bolled (ility
room at 5 PM showed thare ware unbagged
| soiled linens on tha floor and bagged trash on the
flook not contained In & trash racepiacle. CNA#4
wis observed ahtering the soiled utility room with
bagged frash. Thé GNA piokad up the solled
1 linens and the' bagged traah off the floor and
placed them Into recoptacies using bare hands,

&, Observation of RN #2 at 6:10 PM revesilad
this RN was wearing a parsonal cloth fagé mask,
Intarlaw with the BN at the times reveajed she did
not take the influenza Immunization and had to
wear a mask during fiu season because that was
the facllity's policy. The RN Indicatad the mask

Wag-her-ovn- pemonaltmam..
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I taclity's policy and tise the dispoaable masks

Aralfirig to staff related to the oulbréak oocurring

" | bl g tefnperatures et day of over 100 degress

f, Interviow with the 1P on 1/22/14 at 8:06 AM
varifiod magks wére disposable and shollld ba
disbirded after each resident contact, Intarview
further revealad shé expacted etaff o follow the

provided by the faciity and not personal masks.
In eddittion, ghe verifieg a resident with an aotive
cough shoyld not have begn takeh fo tha dining
rodm., Relatéd to staft education, the IP-verlfied
she fiad not providad dny specific educatidn or

inthe faclily. . = . T
9. Interview with the' DON on 1/21/14 at 5,15
PM revealed 8 daclslon was made 1o discontinue

the droplet piacautions for 24 resjdenls on the
200 hall with-the exception of residant #8, Droplet
precautions were discontinued even though
additional resident spacirhens that had baen
collédted and sent to the Etale Epidemiology Lab
to verify infillenza were pending, Thé DON etated
the reason for.didggontinuing the isclation .
precaution’s was bbcaise nong uf the residents

F, Observation'on 1/21/14 at 5:56 PM verified the
doors werk open ahd the resldents wha Were
previously isolated] with the axception of resldant
#8 were Now ¢o-mingling with other residents in
the: maln dining room. At thie fime it was noted
the droplet precadition signs weré refovad from
the area, and thera waa np
housekeeping/clganing parsehnal warking in the
area, Interview oh /22714 at 9:05 AM with the
DON, the IP and the adminlstrator revealed
fleaning of the 200 hall area and raoms was
started that morning (1/22/14), The interview
reyealad according to polloy-and procédurs, the
cloaning should have baen Implemented the night
befors when the precaytions were discontinued.
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fevesled 10 rasidant apscimens (8l from the 200
{ halty wate sent to the State Epiderinlogy Lab for

| symptome: "chilla, faver, url [upper resplratory

-aleo stated tha tracking was incomplete makirig it

.| are met,

Continued Fram page 10

further tétting and the results were pending, -
Review of documented test results provided on |
1123114 showid, 2 speamens were ungbie fo be
tsted, and the other 8 apacimeis from residants
(1,2, #8, 7, #19, #20, #22, #76) were shown

1 to be poitive for Influehza A infections conaisting |-

of 2 subtype A 3 striin. R
i: Review of an employes lleas log showed
11 employees had ane.or more of the following

infection}, d {diarchea), n [nausea), vomiting." The
dates of thess employes absences due to lineas
ranged from 1/6/14 to /2314, Interview with the
IP an 1/22/14 a1 9,08 AM raveslad trackingof,
employée iliness was done in "retrospect’, ahe

diffleuit o snstre ataff did not retum to work while
potaritially contaglous.

). Revigiw of polioles and procedures falled 1o
ghow procedures weré devéloped related {6
influsnzi infectiar Tn & vulherable, eiderly long
term care populafion. i1 addjtion, the facllity poliey
and piocedyras were not implerventad for
adherihg to praper procedures with droplet
precautions ur with tracking employee iliriess
information. Review of an e-rall dated 1/16/{4 at
7,68,AM té all émployees fiam the corporate
VR/CMOD (chisf méadical officer} showed it was for
"mplementation of Visitor Réstriclions and
Retuirn Yo Work procadures.” Review of the
procedures shawad they were affastive 1/20/14,
and “Agy employes with fespiratary Riress fmay
rot ratum to work unti] i of the following critera
* wiihoyt fever for at laast 24 hours without
the use of fever redycing medications and ‘

{F 441}

This page left blank int'entlionaﬂy '

T d

aWay-fromi-wark-for-{7)-ealendar-days-after onset

FORM GM-E.i‘-zEB?{ﬁE-G 8) Previous Versions Ohsalate Bvenl IO TE2L12

Facliy I0; W00 . Ieanfinuation sheel Paga {1 of 1




} Feb. 210 2014 1:H3FM , No. 3662, 20
: - | , o 4 L RINTL, SJe2/2014
GEPARTMENT OF HEALTH AND HUMAN SERVICES * . ., &89 g\ 3¢k FORM APPROVED
___CENTERSFOR MEDIGARE & MEDIGAID SERVICES - - OMB NO, 0838-0801
STATEMENT OF DEFICIENCIES . |(%1) PROVIDERIBUPPLERIGLIA ~ | (K25 MILTIPLE CONSTRUGTION {X3) DATE SURVEY .
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING , BOMPLETED
: R
: ) §3A049 | B.WiNG ' . 0112912014
NAME OF PROVIDER OR BUPPLIER ' STREET ADDRESS, GITY, BIATE, ZI (:ODE '
' ) ' 2009 LARAMIE BTREET
%4) 10  BUMMARY BTATEMENT OF DEPICIENGIES . "PROVIDER'S PLAN OF.CORRECTION | {nE)
REFIX (EADH DEFICIENGY MUST BE PREDEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION SHDULO BE COMPLETICN
TAG REGULATQRY OR LG IDENTIEYING INFORMATION) TAG GROBS-REFERENCED TO THE APPROPRIATE BATE
) o - o , DEFICIENCY)
(F441}] Continsed From: page 11 {F 441}
of syfmptoms. B ’ .
*f eifiployee cari provige writign proof frém

their physiclan to Ocupational Health'of

.| confirmed non-contaglous alternate diagnosis
(Le: slrius Infection), they miay be reloased to
work prior to the séven-day period,

. {

¥ Clgarad through Qccupationl: Heslth
. "If gmployee has regidual cough When
refurned to work In patient cané facilities he/she
will be regulred to mask whils at work untl

symptome hiave resolved.”

O 1122114 at 11:50 AM the administrator was
notified of an immedlate Jeopardy sifuation In the
area of Jnfaction gonkrol, THe facillty's action plan
inclided tha tmmediate changes; |

“a, The facility will complete a riuraing
assensmant on 100% of residents o detarming
any.gigns and symptoms of URI, '
b, E4ch rasldent identified with signs and
syrhpitoms of DRI will be seen by a phiyslélan
| withi 4 hours, The physiclan vl determine, .

further festing And course'of treatrignt,

¢, The facility will Immedlately implement the
| pollgles and procedures relgted fo Droplot
Precautions and Outbreak Investigation.and
1 Gontral,
1+ d. The faclity wilt follow recommendations
fram the Centers for Disedse Control and
Pravention and the State of Wyoming
 apldemiologist conearning infection pravention.
These recotnmendatjons will also be used for
daveloping & policy antl propsdure to manage
influenza euthreake n the futdre,

@, The leadership leam wil condugt
aducation and training 1o 100% of staff on draplet
pracautions and outbreak nvestigation and
control &t the beginnirig of wach shift,

£ The fasllity wil-rform-vieitera-of-the

]Ihis pago left blank mtenﬁonafly
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oulbreak of URI And provide ouidancs and
appropriata PPE with Instiustions for use,,
g. Tha faciity will Implement the personnel

eriigrie.

The action plan was acuepted oh 1123¢i4 gt
10:10 AM, and besed on Jmjpleméntation of the
plan, the iratvedlete jeopardy was dbated on

172344 at 2 PM. However, daficlent practics

rémalnad at & soppé anil saverity of H (actial - -
harm that 1s not immediate [gopardy). .

Review of updted Irformiation provided on
1/23/14 showed 9 additional residents were
|dentifiod threugh the action plan sk having signs

and symptoms of posgible URI, Those idéntifted
1 included 4 residents on the Sectra unit (460, ¥77, )
| #80, #82) and residents #33 and #40, These
| residerits ware put.on isolation precautions antl
.| Were seen by a phygliclan. - L

heetth policy-requiring tracking of employses who |
.| aré ill and enforeing the spedified returh to Work 1

This page left blank in‘te‘ntionailﬁ
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