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The facllity must have sufficient nursing sta¥f to
provide nursing and related services fo attain or
maintain the highest practicable physical; mantal,
- | and psychasacial well-being of each resident, ag
determined by resident assessments and
individual pians of care.

The Taclity miist provide services by sufficiant
numbers of esch of the following types of
parsonnel on & 24-iolir basis te provide nursing
care to all residents in accordance with resident
sare plans;

Except when walved under paragraph (o) of this
sagfion, licensed nurses and other nursing
parsonneal,
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i The following common abbreviations are used
1 throughout this document: F-353 SUFFICIENT 24- HR
NURSING ST. P
ADLs - Activities of Daily Living PLANS
CNA- Cerlified Nurse Aide
DON- Director of Nursing Coxrective action(s) for those
LPN-Licensed Practical Nurse .
MOS- Minimum Data Set residents fo lnlnd ;aﬁh?ve beencf
NHA - Nursing Home Administraor affected by the deficient practice.
Lass commanly used abbreviations will be Interviews were conducted with
| enngtafed ineach deficlency, | i residents #38, #42 to determine
{F 353} 483.30(a) SUFFICIENT 24-HR NURSING STAFF {F383} preference on number of times per
88=E : PER CARE PLANS

week to shower. Residents #103,
#60, #10, #62, #17, #78 were not
interviewable. Care plans and
shower schedules were updated to
reflect current preference.
Education was provided to staff
regarding completion and
documentation of showers and
following care plan.

Identify gthers with the same
deficient practice:

An andit of residents was

Exaep?whenfw,aivadfunderparagraphit;haﬁ:hls
section, the facility must-designats a licensed
nurse {o serve. as A chatge nurse on each tour of
duty.‘ ' N .

completed to verify showers were
given as scheduled. Showers found
not to be as per scheduled were
completed and documented.
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{F 383} | Continuad From page 1 {F 353}
This REQUIREMENT s not met as evidenced . :
by:
Based on medioel record review and resident . )
and staff interview, the facility failed to ensure Education provided to nursing statf
there was a sufficient number of staff imembers to regarding shower schedule,
provide the needed care for 6 of 46 non-sample Communication Tool and required
residents (#10, #17, #38, %60, #67, #103) whao d nentation
reslde on the second floor, I addition, 2 of 33 OCAM A -
non-sarple residents (#42, #78) who live onthe
third floor did not recelve thelr routine showers
per the established schedule. The findings were; |
nitoring; .
1, Review OF the 272614 quarterly MDS Mo
ﬁ;ﬁtﬁﬁmm showed resident #38 had _d,éajgno_sas Nursing supervisors will bring
g past cardiovascular accident, . ino fo
non-Aizheimer's dementia, paraplegia, and Shower lpnders to IDT moeting for
multiple scletosls. Further review of this MDS verification of shower completion
assessment showed the resident required as scheduled. Monitoring will be
extensive assistance upon siaff foe hathing, done 3 X weekly untii substantial
Review of the shower/bath schedule shawed the compliance is achieved
resident was scheduled for-a bath on Mondays P £ this audit ;}1 be brought
and Thursdays during the day shift. However, Results o 1S audil w ,
review of the bath decumentation in the medical to PI committee for further review
_ record showed the resident received snly one and recommendations monthly
showsr during the weeks of 5/18/14 through until a lesser frequency is deemed
/24114 and 5125114 thru §/31/14. Thare was no appropriate.
: evidence the resident refusec any baths.
; 2. Review of the 3/23/14 quarteily MDS Date of compliance is:
assessment showsd resident #103 had severe
| eognitive impalrment and requited extensive July 16, 2014
assistance with bathing. Review of the
showarfbath schedule for this resident showed.
s/ was scheduled for a shower/oath on
Mondays and Thursdays on the day shift
Cuntinued review of the scheduls showed tha
resident recelved only one shawer during the
. weeks of 518714 through $/24/14 and 5/25/4 _
FLRM CMS-2607(02.99) Pravious Yateions Obsolets Evert [D: w1z Factiy W Wyonia If qontinuetion sheet Page 2665,
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{F 363} | Continued From page 2 {F 363}

through 5131/14. The resident was riot
interviewable due to severe cognitive impairment,
However, there was ho evidence the resident
refused any baths,

3. Review of the 311114 quarterly MDS
assessment showed residant #60 had moderately |
impalred dally decision making skills and was
mhally depentdent upon slaff for bathing, Review
of the schedula for this resident showed sihe was
scheduted for a shower on Mondays and
Thursdays on the avening shift, Continued review
of the suhedule showed the resident recsived
anly oné shower during the waek of 5/25/14
through 5/31/14, There was no evidence the
Tesidint refused any baths and the resident wai
not interviewsible,

4. Raview of the 3/4/14 guarterly MDS
assessment showed resident #10 had severe
cognitive impaimmént and required extensive
assistance with bathing. Reviaw of the
showar/bath schediule for this resident showed
sihve was scheduled for a shower on Mondays
and Thursdays on the day ahift. Continured réview
of the schadule showed the resident recelved
only ene ghower during the weeks-of 5118114
through 5/24/14 and 8/25/14 thraugh 5/31/14,
The resident was not intérviewable due fo severe
sognitive impairment. However, thersé was no
evidence the resident refused any baths,
Additiorally, there was no farnily avaliable for
interview,

5. Review of the 3/5/14 quarterly MDS
assessmant showsd resident #62 had severe.
sognitive impairment and required extensive
assistance with bathing, Review of the
showerfbath scheduls for this resident showed

rom M 256?((]2-99) Pravious Veisionz Obsolate Evant 10 7OW14 Faullity 15: Wyao1a If dontinuation sheet Page 3 of 5
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&fhe was scheduled for a shower on Mondays
and Thuredays on the day shift, Continued raview
of the schedule showad the resident recaived
ohly one shower during the week of 5/25/14
through $/31/14, There was.no evidence the
resident refused any baths. Additionally, the
resident was not interviswable bacause of savere
cagnitive tmpalnrient and no family was available
for interview.

; B. Review of the 5/2/14 significant change MDS
- asseesment showed residant #17 had severs

| cognitive impairmant and required extensive
assistance with bathing, Review of the
shower/bath schedule for this resident showed
s/he wag schaduled for a shower on Mondays
ard Thursdays on the evening shift, Continusd

: review of the schadule showed the resident

g received only ohe shower during the week of

’ §/25/14 through 5/31/14. There was no evidence
the resident refusad any baths, The resident was.
not interviewabla tue to severs cognitive
impairment, and no family was available for
interview,

7. Review of the 5/2/14 quarterly MDS
agsessment showad resident #78 had severe
cognitive impairment and required extensive.
assistance with most ADLS Including personal
hygiena. Review of the showar/bath schedule for
this resident showed s/he was scheduled for a
shower on Wadnesdays and Saturdays on the
night shift. Continued review of the schedule

showed the resident réceivad-anly tne-shower
during the week of §/25/14 through 5/31/44, The |
rasidant was not Interviawable due to severs i
| tognitive impairment, and there was no family
available to interview. However, there was no
evidence the resident refused any baths,

FORM OMS-2507(02-08) Prévlous Visrsions Obsblets Evam 1 17CIVIZ Fadiily i \WyooIR ' I corttinuation sheet Page 4 of &
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Gontinued From page 4

8. Review of the 3/28/14 quarterly MDS
agsessment showed resitfent #42 was
ogcaslonally inconfinant of urine and always
incontinent of bowel, Further review showed the
residsnt requirest mxtansive assistance for most
ADLs, Raview of tHe shower/bath sohieduls for
this resident showed s/he was scheduled for a
hath oh Tuesdays and Sundays during the day
shift. However, review of the May 2014 bath
documentation i the medical record shiowad the
resident received anly ong bath during the week
of 26114 thivugh 6/31/14. There was no
evidence the resident réfused any baths,
Interview with the resident on 8/5/14 of 4:25 PM
revealed the fagllity needed mors staff,

D. Interview with LPN #1 on-8/4/14 at 1:30 PM
ravenled the facility was short staffed and not al
residents received the care they need. Intarview
with the DON, NHA, and corporate cliical nurse
cohsultant on 8/6/14 at 5:07 PM revealed they

were actively recruiting more GNA staff, however, .
staffing was based on a ratio, not on acuity.

{F 353}
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Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, Including time for reviewing instructions, searching existing ¢ata sources, gathering and
maintaining data needed, and completing and reviewing the collection of information, Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for redycing the burden, to CMS, Office of Financial Management, P.Q. Box 26584, Baltimore, MD 21207; and to the Qffice of Management and Budget, Paperwork
Reduction Project (0938-0390}, Washington, D.C. 20503.

(Y1) Provider/ Supplier/ CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
535013 B. Wing 6/5/2014
Name of Facility Street Address, City, State, Zip Code

KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE | 3128 BOXELDER DRIVE
CHEYENNE, WY 82001

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory improvement Amendments pragram, to show those deficiencies previously
reported on the ChMS-2567, Statement of Deficiencies and Plan of Carrection that have been corrected and the date such corrective action was accomplished, Each daficiency should be
fully identified using either the regulation or LSG provision number and he identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4) ltem (Y5) Date {Y4) Item (Y5) Date {Y4) Item (Y5) Date
Correction Correction Carrection
Completed Completed Completed
ID Prefix F0280 05/17/2014 ID Prefix  F0281 05/17/2014 1D Prefix  F0282 05M7/2014
Reg. # 483.20{d)(3), 483.10(k)(2} Reg. # 483.20(k){3)(i) Reg. # 483.20{k){(3)(ii)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  F0309 05/17/2014 ID Prefix F0315 05M712014 iD Prefix
Reg. # 483.25 Reg. # 483.26(d) Reg. #
LSC LSC ' LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix o 1D Prefix
Reg. # Reg. # ) Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix D Prefix
Reg.# Reg. # - Reg. #
LsC - LsC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix o ID Prefix - ID Prefix
Reg. # Reg. # Reg. #
LsC _ ts¢c LSC o
ReviewedBy | Reviewed B ,I / ate: Signature of Surveyor: i I Date:
dil m/) /. g/
StateAgency l Lo /Dbt s
Reviewed By — | Reviewed By Date; Signature of Surveyor: Date:
,EMS RO . — QM);‘HGQS— 7" 2 “
Followup to Survey Completed on: o Check for any Uncorrected Deficiencies. Was a Summary of
412312014 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO
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