This survey was too big and has been split into 2 parts.

This is Part 1

(Part 2 is marked the same survey date as Part 1)
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The follswiny cormmen abbravistions are used This Plan of Correction Is the center’s credible
throbighout this document: allsgatton of compliance.
, ‘ Preparation and/or exsoutio
GNA- Cartifled Nurse '?dde ' daa:?;:! consilinte ad'miss.‘o: gf glgl:eiﬁz:n?ff b;a.;;':cﬂm
DON- Mrector of Nursing provider of the truth of ihe facts alleged or conclusions
LPN-Licensad Practicsl Nursa et forth in the stadement of deficlencles. The plan of
MDE- Minimurn Data Set carrection is preparved and/or excented solely bacauze
RN-Registered Nurse 1t is reguired by the provisons of federal and state law,
CAA-Care Area Assessment
trige- Milligrams
IDT- Interdiselplinary Discipline Tean
ADL~ Aotivitles of Daily Living
ADON- Asststardt Dicector of Nursing
POA- Power of Atlornay
Less sammonly used abbreviations will be
annotzted In each defldlency. ' F241 Sept, 24", 2014
F 241 | 483,15{a) DIGNITY AND RESPECT OF F 2411
55=E | INDIVIDUALITY . :  Corrective Action:
i Resident #24, #73, #96 and #107 assessed for dignity
The faciifty must promote cars for fesldents in & and hygiene necds and assistance required for
mannerand in an envirohment that meintains or completion of activitles of daily Yiving. Tmmediate
enhances vach residert's dignity andllreapect in needs uddressed, soiled clothing washed or replaced
full regognition of Ms ot her individuality, and plans of care updated as indicated. TFood and
fluids removed from comumon arcas and appropriately
This REQUIREMENT is not met as evidenced stored. Resident #24 assessed for approptiate dinfng
room placement and needed supervision during
Basad on observalion, resident and staft meals,
interview, and medical record review, the fapllity o
falled to ensure sffective meastres (o malntaln Identification of Othexs:.
vesident dignity were consistently Implemented for Baseline audit of current residents completed related
4 of 33 sample residenty §24, #78, 498, #107). to dignity, hygiene, ADL (activity of daily living)
The findings wera: needs and Caro Plans updated as indicated. Current
conter residents requiring supervision doring meals
1, Review of the 6/30/14 quarerly MDS were assessed for appropriate placement and
agsessment showed resident #U8 was severaly provision of needs during meals,
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The following cormimon abbreviations ars used
throughout this document;

CNA- Certified Nurse Alde '
BON- Birector of Nursing '
LPN-Licensed Practical Nurse

MDS- Minimum Data Sat
RN-Registered Nurse .
CAA-Care Area Assessient

mg- Milligrams

IDT- Interdisciplinary Discipiine Team
AL~ Activitles of Dally Living
ADON- Asslstant Director of Nursing
POA- Power of Attorney

Less sammonly used abbreviations will be
annotated In each deficiency.

ss=g | INDIVIDUALITY

The facility must promote care for residents in a
mamnerand in an environment that maintains or
anthances each resident's dignily and respactin
full regsoguition of his or her individuality,

This REQUIREMENT is not mat as evidenced
by:

Based on observation, resldent and stadf
interview, and medical record review, the facility
failed to ensure effective messures fo maintain
resident dignity were consistently implementead for
4 of 33 sample residents (#24, #73, #86, #107).
The findings wera:

1. Review of the 5/30/14 quarterly MDS
assessment showed resident #98 wag severely

F 241 | 483.15(a) DIGNITY AND RESPECT OF -  Faadl

BTATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%X2) DATE SURVEY
ANLI PLAN OF CORRECTION TENTIFICATION NUMBER: A BUILDING COMPLETED
535013 LWING _ 08/0112014
NAME OF PROVIDER OR SUPPLIER STREET ADDRERS, CITY, STATE, ZIP GODE
. _ _ , 3128 BOXELDER DRVE
KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE CHEYENNE, WY 82001
(%410 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S.PLAN UF CORRECTION {%5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHUULD BE CORMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAB CROSB-REFERENCED TO THEAFPROPRIATEE . PATE
DEFICIENGY) |
Fooo INITIAL COMMENTS £ 000

This Plan of Correction is the center's credible
allegation of compliance,

Preparation andior execution of this plan of correction
does nof constitute adniission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficlencies. The plan of
correction is prepared and/or executed solely because
it Is required by the provisions of federal and state law.

F241 Sept. 24™, 2014

. Corrective Action:

,  Resident #24, #73, #96 and #107 assessed for dignity
and hygiene needs and assistance required for
completion of activities of daily living. Immediate
needs addressed, soiled clothing washed or replaced
and plans of care updated as indicated. Food and
fluids removed from common areas and appropriately
stored. Resident #24 assessed for appropriate dining
room placement and needed supervision during
meals.

Identification of Others:.

Baseline audit of current residents completed related
to dignity, hygiene, ADL (aciivity of daily living)
needs and Care Plans updated as indicated. Current
center residents requiring supervision during meals
were assessed for appropriate placement and
provision of needs during meals.

e . Y ittt
LABORATORY DIRECTORS OF PRIVIDER/BUPRUER REP N‘T’WE‘S‘%NATURE

ﬁ‘xﬁ %//25‘7//4%}%5

Ay deficiency stalgmant ending with an asterisk {*) denoiSsa-teficlency-dhich toe Insti

ution may be exousSCTrom voriectihy providing itis determined that

ofher safaguards pravide sufficisnt protection to the patients, (See instructians.} Except for nursing homas, the findings stated atova ae diselosable 80 days
following tha date of survay whethier or not & plan of cottection is provided, For nursing homes, the above findings and plans of correction are disiclosabily 14
days foligwing (he date these documants are made available t the faclity, If deficienciss are cited, an approved plan of corraetion is requisite to conflnued

progeam participation,
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I 241 | Conkinuad From pege 1 F 241! Systom Change:

cognitively impalred and required extensive

This following conocerns wers idartified:

hailbads on buth hands were encrusted with
thick, hrown metter, The resident's {-shirt hewd
visihle food debris and staing, and hisfher halr
was uncombed,

b, Ohaervation of the evening meal on
12814 at 5:65 PM showed the resiient was
seated in a wheelchair in the 3rd floor dining

t-ahirt with vigihle feod staina, hisfher halr

and encrustad with thick, brown matter, 1n
aclelition, the residant had diied food &t the
comers of hisfhar mouth.

and bagan feeding him/fier. The CNAdid not
initiate any conversation with the resldent. The

proceaded to foed the resident without further
conversation. Puring an Inferview with the

"oan you 5t and taik to me? They never talk o

sald, "the staff.”

d. Ohaervation on 7/30/14 &t 3:35 PM
shiowead the resident wore & sofled shirt and
overblousa. The clothing appeared ko have
spillad food and fuds down the front of both

resident wora the same soited clothlng,

atsistonce with dreasing and personal hygleve,
1, Obsarvation of the rasidant on 7728114 at
8:35 AM revesled the resident was seafed i the |

hiill putside taher reom. The resident had ng,
jagged fingerneiis with chipped nail polish. The

raoin. The residant continued wearing the same

remalned uncombed, the fingemalls sontinued to
have chipped polish and remalned long, lagged,

6. Contnued observation on 7/28/14 gt 6:55
PM showed CNA#8 sat down Baslde the rasident

resitent requested to have dessert first and tha
GNA sald "no, you have to aat this first" The CNA

resident on 7129414 at 5 PM the resident stated,

me." When asked who “they" wera, the residant

articles of clothing. At8 PM that.uame day, the

Education provided to care staif by the
SDC/Designes related to dignity, hygiene, assistance
with Activities of Dhily Living, supervision,
engagement and provision of assistance during meals
and appropriate storage of food and fluids, Further

+ edycation will be provided to staff regarding

t incosttinent care, storage of urinals and validating

sanitary surfaces prior to serving meals,

Monitoring:

The ED/Designee will conduct random monitoring
rounds associated with resident dignity, hyglene, and
ADL needs 3XWeekly. Monitoring for appropriate
storage of food and fluids will be completed by the
DNS/Designes 3XWeekly. Dining service at random
tneals will be completed by the ED/Designee 3X
Weekly.

Thiz Plan of Carrecilon {s the cenfer's credidla
allegation of conpliance.

Preparation and/or exscution of this plan of corretion
does not constitute admission or agreement by the
provider of the truth of the facts alfeged or conclhistons
sat forth in the slatement of deflolencies. The plan of
correction is prapared and/or executed solely beocause
it is regquired ly the provisions of federal amd stete Jow,

Trends identifisd through monitoring will be brought
to the center Performance Improvement Cornmittee
monthly and as needed for review by the IDT untii a
lesser frequency is desmed apprapriate.
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" DEFICIENCYY
F 241 | Continyed From page 2 F241
&, Observafion on &/144 a9 AM showed tha

resident wandering ori the uidt wearifig & votied
sweatshir, '

2. Review of #he medival record showed resident
#24 had dianoses Including Muntington’s Ghorsa
and ron-Azheimer's dementla, Review of the
annual MO sesesament deted 771714 Identiflod
the resident se cognitively Impalred with poor
impulse control and raguired supervision and
asslstance with aating, Review of the care plan,
Jast updeted on §0/8/43, identified the resident as
baing ai rek for nutritivnal desling rafated to
histher diagnoses, Interventions included staff
providing assistarice as needed and manttoring
maal Intaks. The following concems were -
identified:

a. Obsarvation on 7/28014 from 4:40 FM untl
& PM ravealed the resident was seated in hisMer
whaelchair In the 3rd floor dinfag reem with 2
offier residents. A8 PM the resident was atill
seated at the table, alone, waiting to be served
the evening meal, At that time the restdent waa
observed resching acrogs tha dining table and
ealing the remnants of the averling treal laft by
another resident. The resident began eafing off
the plate with hisfher hands and hal consumad
ai half of the cake left before she recelvad
hisfher meal at 8:05 PM,

b, Observation on 7/20/14 from 4:56 PM untl
516 PM showed the resident was geaied it a
wheelciial at the nursing statlon on the Brd fioor.
The resldent reached up on tha nuraing station
desk and retrioved a bag of potao ¢hipe which
sfhe tore opan with hisfhor ieath and began
eating. In addition, the rasldont was cbservad
going through the frush an the slde of the
medication cart whils LPN's #2 and #3 atong with
RN 21 walked by but didl not asslst or re-diract

FORM (MG 2567(02-95), Pravious Varsions Obselsie Evant 10 OUXITY facllty J: WYGD1E It csntinuation shaet Pags 3 of 81
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TALTE OF PROVIDIER OR BUPPLIER FIREET ADDRESH, CITY, STATE, Zi¥ CODB
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™ SUMMARY BTATEMENT OF DEFIGIENGIES D FROVIDER'S PLAN OF GORRESTION 61
REFD (EACH DEFIGIENGY UST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVEACTION BHOULD 82 COMPLETION
TAD REGULATORY DR L8G IDENTIFVING INFORMATION) e CROSS-REFERENGED TG THE APPROPRIATE bAre
DEFICIENGCY)
¢ 241 | Contiried From page 3 F 241

4, Raviaw

the rasident, The resident sonsumed the potato
chips thien placed histher bare tands into anice
bath whers hiaulds wers atosed for het avening
meal, Finally, observetion showed the resldant
drank from an open conalner of julce leftan @
dining tabla by another esidant.

3. Observation on 7/30/14 at 42:30 PM showed
rosident #107 was woatlng a solled shirtwith food
and debiis on the lowet right hand corner. At the
time of the obesrvation, the resident was riding
the elevator down to the maln lobly an ‘first floor:
Intarview with tha resident ot the tine revealed
a/he was smbarrassed Dy the selled shirt but was
unable & change it him/herselt and staff was too
busy to help. The resident also sald staff was
supposed to clieck him/her far incontinence and
change the brief when wet of solled. However,
the restdent went an to say many times g/he had
ito visibly see hisfher wet Sothing and call for staff
! psstetance beoauss staff did not chack for
incontinence as often as they were supposed to,
At the time of this observatian and Intaiview the
resliant smalied of wine. According to the
7430/14 quartery MDS assessment, thls resident
was cognitive but required mxtensive assistance
of 1 for dressing, toilsting, and bathing ralated 1o
hisfher diagriosis of multipl sclerosis.

dated 67114 revealsd resfdent#73 had
diagnoses including Parkinsorn's disease; the
resident neaded setup asslstance with transters,
gating and personal hyglene, and hiad a physlcal
Jrapakrment In an uppar axtrarnity whictt imited
e resident's range of mation, The resident was
dependent on stalf for ADL help, The following |
coroems wers iventfied:

a. Observation on 7728114 al 19 AM showed

of the quarterly MDS asseostnent

|
{
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DEFICIENCY)
F 241 | Corfinved From pags 4 F 241
the resident Hag 2 Toll urinat oo the ovar-thé-bed :
table next to thewater jug, Anotiter ohservation
on 7/30/14 at 5:30 PM showed the resident again
had & urina! on the over-the-bad teble, During this
obsarvation an unidentified CNA removed the
urinal but did not cléan the table hefora placing
the resldent's food fray dowrl.
b Observation on 731114 at 2:06 AM .
revaaied the resident's room haed & storig smelk '
! of urine. Interview with the resident at thet tme
revesled sihe had knocked the urinal cver g
e Urine splled obto the fioor, the resident further !
anid staff had not empfied it "agaln.” Anotfter
sbearvation on tiat same day at 12:30 PM
ravesied the resident tiad | partially full urinal v
placed pn the nightstand. Observation showed This Plan of Correction is the center’s creclible
GNAHR enteilred the resident's room to take V\;l'v't?l allagatton of complianse,
slgns, but did not emply the urinal. Infsrview with )
the CNA at 12:36 PM that same day revealsd she ﬁmﬁﬁﬁﬁff;’n?nﬁﬁﬂﬁ gf f;iiﬁﬁ:fﬁy"?ﬁ”"""
emptied the urinel or not “dapehding on how provider of the truth of the fucts slleged or conchisions
much time | have."” The CNA did not emipty the set forth in the slatement of deficlencles. The plan of
urinal at thet time ahd left the room. correctlan is prepared andlor axccuted solety because
it Is required by the provisions of federal and state Iavs.
While interviawirigy the actminlstator and OON
about the quallty improvement pragram or
7134114 at 3 PM, the number of concems and
camplaints in regard to ragident grooming, lack of |
incontinence care, and overall guality of life was
discussed, Dutlng the discussiorn, neither the ,
DON or the administrator made any commenta. 9 h"‘ i
F 246 | 483.16(e){1) REASONABLE ACCOMMODATION F 2486
s5=p ! OF NEE SIPREFERENCES
F2406
A resident has the ight to reside and recalve
services in the facliity with reasotiable 1 Corrective Action:
sccommadations of individual heeds aiid '
prefarences, exeept when the health of safety of ! The appropriate wheelchair was obtained for
ihe individual or other rasidents would be i Resident#14. :
|
Bvant (0 QURITY Fatiity I wyonia ¥ continuation stiest Page §of $1
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DEFICIENCY) |
B 248 | Continued From page § Fas4g| Identification of Others: !
sndanhgered.
Current center residents requiting a
wheclehair will be reassessed for seating and
positioning needs, Needed equipment will
This REQUIREMENT s not mat as evidenced be obtained as indicuted and care plans
by: apdated as appropriate.
Basad on medical record reviaw, resident and
staff Interviow, and review of fecility records, the Systems Change:
f.ac:llltscrj faiied to aocoglmodﬁta raaidafvg r;ee«fis :\Zrﬂtb
regard fo an approp ate wheelehwir for 1 of 1 : : :
sample regidents (#14) who reguived a g%u;]:)a;?u :él}c bzaﬁov;d&dbg the bors of
whealchalr. The findings were: gnee to cate stail and membors ©
the Tnterdisciplinary team on cepter process
Review of the gquerterly MDS asseasment dated to bg: followed for requesting an_d obtaining
10114 showed resident #14 was cognitively oquipment needed by center residents.
intact, Interview with the resident on 7/28/14 gt
2:45 PM revealad the rasident was unable to o
sasity propel him/hersalf in hisher cu frant Monitoring:
whealchair, The resident stated that a different
wheelchair was suppesed fo have been ordarad, The EJ)/Designee will review requests for purchase
bt if had been a “ong tlme” and sihe did net of patient equipment and stains of previousty placed
Kriow why the whealchalr had not yet anived. orders, weekly. Identified trends will be brought to
Fucthier, the resident stated that s/he milght ihe center Performance Improvement Committeo
pariicipate mora In activities if afhe were able 1o . monthly and as needed until a lesser frequency is
get to activitles Independartly, | deemed approgriate
riterview with ihe physical therapist on i )
7(31114 at 2:10 PM confirmed the rasident's i
curtent wheelchair was very difficutt for himther
sell-propel. Bhe further revealad tha request for 3
naw whealchalt had been sulmitted "2 long time
ggo" and she did not ioiow what had happened
witty the request. : |
Review of facllity records revesied a caplial
hudget request for a new wheelchair for the
rasidant was submitted on 12/2013 by & previaus
axscutive director who was no foriger mployed
by the facify. Howaver, that was over 7 onths
ago and the wheelchalr was not ordered untl |
8i4/4., Interview with the surrent executive !
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nﬁﬁx (EROH DEFICENCY MUST BE PRECEDED BY FULL PHEF H CORRECTIVE ACTION SHOULD BE pOMPLETIEM
AL REGULATORY OR LSC IDENTIFYING INFDRMATION] e cﬁcss-REFﬂ%EBlggig :Eﬂ g;iEAPFROF'FlWI‘E DATE,
)

F 246 | Gontinued From pags 6

unabie to explain the deldy in ordering

and that it wae Be exacutive divector's
reaponsibliity to follow up on calpltal By
requests.

F 252 | 483.16(M){1)

88=E

ENVIRONMENT
Thie faciity must provide a gafe, ciean,

the resident to use his or het parsonal
to tha extent possible.

by

{aecond floor, the Expressions unit, an
fizor) were raintained in & safe, clean
romalike marnar, The findings were:

irftarview and observation ofl ariMd at

anna

On the sacond floor:

1, The tharrqosiat in reom 210 had no
the wires wele exposad

and was discolored and splintered.
3. The sacond flotr shower room rear

director on 81/14 at 41:35 AW reveslad she was

wheslchait, stating, "it should have gotten done”

SAFEICLEANICOMFURTABLEIHOMEUKE

eomfortable and homellka anvirontoant, allowing

This REQUIREMENT s not mat as evidenced

Baged on pbagrvation and staff Inferview, the
facility falled to ensute 3 of 4 resident areas

residents’ home during the survey from 7128/14 %0

2. The vanity In room 201 had broken drawers,

tha

dggat.
262

helongings

d the {hird
and

1016 AM

with the matntenance director verifiad the '
toflowing s were In ngad ofmaintenante ar
upkesp. The following tems were uhsatved in the |

H

!
e

covet, atid

the

This Plan of Carrection Is the center’s credible
allagation of compllance,

. Prepatgtion andfor execiition af this plam of correction
. does nof consiliie admission or agreewent by the

provider of the sruth of the facts alleged or congclisions

- ‘set fortk in the siaterent of deficiencies. The plan of

corvection Is prepared andior execuled solely because
it I required by the pravisions of federal and state law.

F252 ,
4)a4h
Cotreciive Aciion:

Rooms 210, 201, 204, 229, 228, 307 bave had repairs
completed. Shower Tooms tiles have been repaired
or replaced and the showes rooms deep cloaned.,
Vendors have been contacted {0 roplace/tepair the
baseboard heating in rooms 203, 320, haliway
between 315 and 317. Vendors have been contacted
fot removal and repai fing of torn and Worn '
wallpaper and chipped door jambs arcas indentified
in the 2567, )

{dentification of Others:
Baseline sudit of resident rooms and common areas
completed.

System Change:

Fducation provided to Maintenance and EVE
Director on mainicnance schedule of rooms, cleaning
schedules and PM practices.

: l

FORN CM8-2687(02-00) Préviou Varsions Obsolste

S

et 103 LU

@47/

Faglity 10 WYOD4B

1 continution shest PPage 7 of 81
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FORM APPROYV
_CENTERS FOR MERICARE & MEWICAID SERVICES , ONB ND. 0 38»0%%?
STATEMENT OF DEFICIENCIES it FROVIOERIGUPPLIER/CLIA MULTIPLE € ;
AN BLAR OF CORRECTION B RRTIFIGATION NUMBER: ,ﬁum;,’:; CARETRUGTIEN i Eéﬁfé’%? Y
c
#38013 B, Wikis XL U8iG1120t4
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, $TATE, 4P CODE
_ i 3124 BOXELDER DRIVE
KINDRED T -] - .
(NDRED TRARSITIONAL CARE AND REHABILITATION.CHEYE GHEYENNE, WY 52001
%) D BUMMARY STATENENT OF DEFIOINCIES | I PROVIDER' PLAN CF GORRECTION :
PREFIX (EACH DEF(GIENCY MUST BE PRECEDED BY FULL PFHEFIX (EAGH BOHRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATOIRY OR 1.5C IDENTIFYING INFORMATION) ™ CROBS-REFERENCED T THE APPROPRIATE DATE
DEFIENCY)
¢ 252 | Cortinuad From page 7 Fotzi Monitoring:
slevators had broken and missing fles, and a The Muintenance Director and BVS
hiack, fuzzy-appearing sibstance on the groutin Directot/Designee will conduct random
the shower area. Environmental rounds assoclated with resident
4, The bageboard near room 203 was pulted out rooms, hallway and common areas, Auditing of
112 inoh from the wall, and had sharp edges, resident Toots, hallways and common areas will be
5. The towel rack In the bathroom in rdom 204 completed by the ED/Designee 3X Weekly, Any
Wa_? brolen. b identified trends will be reporied to the Performance
S;“OQ: ddﬁﬁﬁggmgéﬁﬁagg%pﬁ’gém . Tmprovement Commiftes movthly and as needed wntil
euffed to @ helght of 20 Inches. » lesser frequency is deemed appropriate. ’
7. Wallpaper in the dining room tiehind the
sacond floor nurae's station was fipped from the
wall in an arsa measuring 7 inches by 82 inches,
Ot the Expraseione Unik: .
i This Plan of Corvection fs the center's credible
8, The door jarib for room 229 wa broken end i allegation af compliance.
ﬁiﬂg‘sﬂ loan acea maasring 8 Inches by * ‘ Preparation andior execution of this plan of corvection
- , ‘ ; Hate aclmisst et by th
0. The baseboard in rosin 228 whs putled off the - ﬁﬁiﬁ;ﬁi‘;‘}’?ﬁ;ﬂi‘fg‘f qfrhi;:c?: 355;’;% c;;ur:fleans
wall In an area mgasuring 44 inches by 712 ‘set forth i the statemert of defictencles. The planof
in:hes, i correctlon is prepared and/or execuled solely becausa
i i s vequired Dy the provislats of federal ard state Iuw.
On the third flogr: g
40. The baseboard hester I toam 320 was ;
dentiaged and gaping away from the.wall. '
11, The hallway hasaboard hetter batwesn :
rooms 316 and 347 was pulled away fem the
wall 2 inches on the left side, with lagged metal |
stiges stlcking out. !
12 The wall behind the slnk (i ront 307 was [ 278
damaged, with exposed drywell measuring 23 q }3:4 )i
inches by 7 112 Inches. Cottective Action
F 2781 483.20(g) - ()} ASSESEMENT F a8
§8=0] AGCURALY/ GOORDINATION/GERTIFIED i Resident #96 reassessed for continued nse of seatbelt
and ability o self yolease. Care plan updated as
Tha assessment must adourately reflect the l appropriato.
FORM GNG-2067(02:06) Proviaus Verioria Obolete Everf 103: QU111 Faglily 10 WYoo18 IF comtinuation sheﬂf‘. Page 8 of 1
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DEPARTMENT OF HEALTHAND HMUMAN BERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAIL BERVIGES 9] 0. 09 ‘
BTATEMENT OF DEFICIENCES Pty PROVIDER/SURPLIBRICLIA ¥ MLLTIPLE CONSTRUCTION {K2) DATE BURVEY
AND PLAK OF CORREGTION IDENTIRIGATION NUMBER: A BUILDING 0!
' G
535013 B.Wie ’ak/ 08/)4/2014
FIAME OF PROVIDER Ot GUPPLIER T RET AODHERE, CIVY, GTATE, 21 CODE
' 124 BOXELDER DRIVE
KINDRED TRANSITIONAL CARE AND REMABILITATION-CHEYE CHEYENNE, WY 82001
XA D SUNMARY STATEMENT OF DEFIGIENCIES It PRQVIDER'S FLAN OF CORRECTION | o)
PREF AEAGH DEFIGIENGY MUST BE PRECEUED BY FULL PREFIN {EAGH CORRECTIVEACTION SHOULD BE I SONMPLETION
TAW GULATORY OR LSC INENTIFYING INFORMATION) TAG LRONS-REFERENCED T4 THE APPROPTIATE ATE
DEFICIENGY) | l
|
F 278 l Confinued From page B pa7st  Identification of Others:
resident’s status.
: No other center tesidents currently have orders for
£ reglstered rures muet conduct or coordinate geatbelt restraints, MDS und care piang for Center
each sussssment with the appropriate | residents with potential restraint devices reviewed for
parrticipation of health professionals. : acenracy and updated as applicable.

A reglstered nurse must sign and certify that the

assessment s completed. ' System Change:

- ’ Hducation provided by the 8D (/Designes o center
Beach '“d“'"’“?“ who corpletes 2 partior of the MDS hurse regarding acourate coding of restraint
assassment must slgn and certify the aceuracy of . devi MDS &
that portion of e assessment, ¢ dovices on ASSESEMENIS.

L

Under Medicata and Medioaid, an individual who .1 Monitoring:
wilifully and kiowingly certifies 2 mrintatial and ; ) . ) .
talse statement In a ealdent astessment ls The DNS/Designee will andit MDS coding accuracy
subject to a tivii meney penalty of not mgré than  for restraint devices weekly for those with schedled
$1,000 for vach essessmet; of an Individusl wito * assessments according to the RAF schedule,
wilifully and knawingly cauises another individust . Identificd trends will be brought fo the center
to oorlify a materis! and false statementin g ' performance Improvement Commities monihly and
yesident ansessment fs subject 16 a eivil money as needed until a lesser frequency i deemed
penalty of not tnore thar $5,000 for ach appropriate.
assessmant.

Clinfeal disagresment does not gonstitute a
material and fatse statement.

This REQUIREMENT Is hot miet 85 evidenced
by:

Based on observation, residsrtt ang staff . v ]
ntarview, and medical record reviaw, the famility ' |
“tafled o ensure tha MDS3 AGEASEMENT Was
scourate for 1 of 33 sample residents (418), The
findings werer

Review of the 53014 quarterly MDS assessient
showed for resldent #96 sfhe had diagnoses to
linclude ceretral vaccular ancident (CVA)

FORM GMS-2607{02-89) Provious Versions Obriolete Event ID:OUXHT Foclity 11y WYD018 it contintiation shest Page 8 6781
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FO

DEPARTMENT OF HEALTH AND HUMAN SERVICES ORM APPROVED
CENTERS FORMEDICARE & MEDICAID BERVICES QMEB NE, D 2
FIATEMENT OF DEFIGIENCIEE e PROVIE?ENBUPT"LIERJGLM 2 MULTIPLE CONETRUCTION
AND PLAN OF GORRECTION O NTIFIGATION NUMBER! ih !Zu“_;m L v é'&?;ﬁ‘;’{%’f Y
) 1+
56012 BOWING, — ’a{/ 0801/2014
TANE OF PROVIDER OR SURPLIER STREET ADDRESS, GITY, ETATE, ZIP OODE
4128 BOXELDER DRIVE
KINDRED TRANSITIONAL CARE AND REHAE!MTA’I‘!F!N-GHEYE GHEYENNE, WY 82004
{%4) 1D FAIMMARY GTATEMENT F DEFICIENGIES m AROVIDER'S PLAN OF CORRECTION -
PREFIX EACH DEEIGIENGY MUST BE PREGEDED BY FULL FREFI {EAGH CORREGTIVE ACTION SHOULD BE COMPAETON
TAG SULATORY OR LSC IDENTIFYING INFORMATION) TAB ChOSE REFERENCED TO THE APPROPRIATRE TIATE
DEFIGIENCY)
¥ 278 | Gontinued From page 8 F 276
dementia and ostecarthriit. Obgarvation on
713044 at ;40 PM showed he residat wis
siting Tn & wheelchair with 8 tpgtanad seat belt

aaross hisfver tap, Interview with the resident on : |
“1a1H14 gt 255 FM revaaled sihe was unabis to S ‘
relense the sedt balt ind andently. Interview with l
ONALT on 7/31/14 5t 3:06 PM indicated the '
rasident had a seat belt to keep timher from
shiding out of the chalr, Review of the care plan
initiated on 12712713 showed the resldent used 8

oo g 4

sippartive device/ghysical testraint alarming seat Thts Plan of Correctlon is the center's oredible

et due to the risk of f%l[s. Furiher, It shiowed allogation of compitance,

soclal services was to be consulted rislated to i evarat "

gontlmed usa of tha testraint due to the ?m'.; ot m&"ﬁi iﬁﬁ?ﬂﬁﬂ gf T;ﬁ:;g;yﬁ?ﬁm
residents inability to rmloase the seat belt provider of the truth of the facts alleged or conclusions
independently. Review of tha (DT notes far set forth in the statement of deflctencies. The plarof
restraint use dated 3/5/14 showed the resident correction Is prepared andlor executed solely becase

nad & restreint and the family wes notlfied. it i required by the pravisions of federal and siate la.

corther, It showed the team recommended the
1se of the seat belt to ensurs gafety refated to
poor body cantrol and posturé, Review of the
quarterly MOS assassment showed the resident
was coded as not having a resteaint, Interview

with the MDS coordinator on 84114 Bt 8 AM
vetified the MDS assessment was not mcourately
codad for this ragidants restraint.
¢ 20 | 483.20(d)(3), 483.100q(2) RIGHT TT rogn| F280 4) ¥4l
§&=D PARTICIPATE PLANNING CARE-REVISECP :
Corrective Action:
The resident has the Aght, unless adjudged Oxygen discontinned for resident #96 by the
incompetent of olharwisé found tobe physician prior to survey due to non-use. Care plan
incapacitated under the laws of the Stala, 1 for residont #96 updated to reflect current oxygen
peticipate In planning care and treatment o orders. Caro plan meeting and review conducted with
oftenges In care and treatmant. | resident #73, Resident #89 has been discharged.
A comprehensive care plan must be daveloped
within 7 days after e completion of the
cumpmhanslve asgessment; prepared by ab
FORM CMS-2507(02-09) Pravious Versitts (bsolota Event ID: GUK1T Faciity 10 Wito18 ff continnation sheet Page 10 of 41
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STN!‘EMENTGF PRFICIENGIES KA F‘RDV]DEWBUPPLIEH!B A
AND FILAN OF CORRECTION B CENTIACATION WIBER: ﬁ';}f;‘,:’;“‘s GoNSTRUOTION o ETED
' o
525013 B WING e HBI0AZ0 14
WAME OF PROVIDER OR SUPPLIER STREET ADRTESS, Gy, STATE, 2P GODE
P : 3158 BOXELDER PRIVE
INDRED T GITIONAL G :
K 1 TRANSIT! Bl GAREAND REHABlLITATION.-CﬁN’E. CHEYENNE, WY 52001
oy o SUMMARY STATEMENT OF DEACIENCIES |t ] PROVIDER'S PLAN OF GOHRECTION e
FREFN (EACH DEFICIENGY (ST BE PRECEDED BY EULL PREFIX. éemu SORMEGTIVE ACTION SHOULD BE BOMPLETION
TAG R%UMTOR\’ OR 156 DENTIFYING (HEORMATION) i e Cl OBS-F!EFERENGED Ta THEAPPRDPRIA’I‘E GITE
! DEFCIENCY)
F 280 | continued From paps 16 l; pag;  Identification of Others

intarcaciplinary tear, it includas the attending !
hyalctan, & registared Hursd with responsibility

fot the resident, and other appropriate gtaff in

disciplines a8 determined by the rasldent's neeads,

and, o the exient praciicebie, the participation of

the resident, the resident's family ot the resldant’s

tegal ropresentative; and perlodically raviewed

and revised by a team of qualified persons sfter

euch assessment.

|

\' This REQUIREMENT i5 not et a3 evidentad

by

Baset on obstrvation, rradical record raviow l

 and ataff interview, the facillty falled to ansure L
accu ]

,\.sampie residents (#73, #59, §9B). The Tindings
ware!

\ 1. Obeervation of residert #89 on 7128114 at
i 10:25 AN shawed & periaroital hervatoma (2
black eye) ot the right slle. Review of progress
{ notes showett In the mont of July, 2014, the
resident suffered fills on 713, 116, 7T, TH2, gnd
7130, Review of the resident's care plan for falis,
lagt ravised on o4, shiowed the ragident did
1 ot like glartns, arid would "out them up If they
wata placed for safely. The following cotisems
; weve klentified:
| a, Review of a physfcian telephong order
L dnted 7014 showad an order o "0
\[discontlnue] alarms o retated o) resident
cutting alarms. Stact 16 minute checks reevaluaie
ort TI1A14 with DT tearn."
. Review Of & prograss viote dated 711414,
and tmed 4:01 pM, revealed it NOTE FQR

Evenl 10 OURAT

FORM G 2867(02:90) Provons Vargions Qhadlete

&

.
Foulity 10 WYoo1d

I

i

\ An audit will be completed for residents with
physician orders for oxygen it ensUIo CATe plan

1 gocuracy. An andit of current cemter residents will
i be completed o validate residentiresponsible patty
) potification wnd tyitation to attend the next

! scheduled care plan review meetng.

1
\ System Chenge: '

Education will ba provided by the SDC/Designee to
pursing staff regarding updating care plans to reflect
new of changed physician orders. Bducation will be
provided by the SDC/Designee 10 Social Services

pessonnel repparding resident right to participate in

. regirding appropriate process for patientn’rasponsiblﬂ
pariy notification 2nd invitation to aitend care plant
review meetings.

Monitoring:

DNS/Designee will complete andit of new physician

orders dxweekly to validate care plan poeuracy- k

ED/Desigoee will andit resident records weekly to
validate paﬁmt!responsible party notification to

‘ atiend care plan roview meetings per schedule and

record of participation. Tdentified trends will be

trought to fhe center Performance Jmprovement
Corarnities monthly and a8 noeded il 2 lesser
frequency 1 deemed appropriate.

ii'!.
|
l

it i

{f continuation sheet Page 11 of 81
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PREFIX

TAG REGULATORY O

HUMMAL DIEFISIENCIES
{EACH DERIGIENGY MUST BE PRECEOED BY FULL
120 IOENTIFYING INFORMATION)

FROVIDER'S PLAN IF CORRECTION
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PREFIX
TAG
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1,
GﬁMtPl-ﬂT (]
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F 280 | Continued From page 11

chacks.
¢, intarview with tha
the MDS coordinator on

inliial tesident sara pan basad
asgassmant,
updats the care plans
racammendations, In
received copies
aupposed to make appropriate
| resident care plans.
d. Further review
showad it was not up

minute safety
7141, T2, TH3, TH4,
7/23, TI2A, 7125, 1126,
711214 and 7/26{14 safely

fallen and sustained rjusy.
{. During an
7130/4 at 11:25

7720114, stating, 'There are no

15 yrin safoly checks WEG
care plan "wa did net have

Further, the resident's
FORM CMS-2E5T{02-05) Provious Varsions Obsgkete

the IDT tear was
with their
g ditlon, uni menagors

of ail phygician ordefs and were

interview with tha
AM, she confirmed there fed

the resident on
18 minute safety
[sMhe) was fine."

pean no safety checks done on

shecks from yesterday because
Vater, at 11:45 A, the PON-stated that hcauss
nat on the residents

to do them.”

| £ALLS - .. Continues Q Javary] 15 i, [roinuta]

RN spge manager and
/14 at 9 AM reveaed
fat, while the MDS soordinator formmlatid the

on tha MDS
supposad to

changes o

of the rasidert's care plaf
datet! to reflect the
phyelcian's ordel for 15 minute safety checks, of
e (DT team's racominendation to contlue

e,

& Review of Resident Montoring Tool forms
fot the dates of 711014 through 7/30/14 showed
incomplete and/or migsing documentation of 18

chacks for the ras

BON an

A Review of tha care plan fof roaident #06, last
ravisad on 7/2/13, ahownd stha recelved oxygen l

therapy for decreasad uxygen seturations,
saturailons weres to be

ident on 710,
7118, 719, 7120, 1122,

7/28, and 7/28. In fact, on
checks were
documentsd only after thet resident had ahready

F 280

|

J .

Event I OUX

_——

Pttty 10; WYOD18

A5l

\f continuetion slirest Page 12 of 81
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ATEIENT OF DEFICIENCEES ) PROVIDERISUPFLIERAGLA MULTIFLE CONSTRUCTION
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0
BASIT NG e per01iz014
VAN OF PROVIDER OR SUPRLIER STHEET ADDRESS, CITY, SIATE, ZIF COBE

KINDRED TRANSITIONAL CARE AND REHASLITATION-CHEVE

3125 BOXELDER LRIVE
GHEYENNRE, Wy 82001

P—

st

SUMMARY STATEMENT OF DEFBIENCIES
{EAGH QEFICIENCY WMUBT BE EDD AY FULL

Iy
PREG
HEGULATORY ORLEC OENTIFYING INFORMATICH}

PREFIK
TAl

I
PREFIX

PROVIDER'S PLAN OF CORRECTION

£+ CORRECTIVE ACTION BHOULL'BE
Tha DROGG-REFERENCED 70 THE APPROPRIATE
REFICIENGCY)

Lm
COMPLETION
DATE

F 280

menticred eact shiit Randomn obssrvetions on
7140H4 and B1/14 showed the realdent did not
have oxygen avaliable whils up in the wheslchalr |
of In ki oo, Raview of the physisian pyders |
dutsd B/30/4 showed the okygen end oxygen |
) saturation mpeshiforing had bestl disconiinued. An
Hinterview with the DON on 8/ 1114 &t 140 PM
vaiified the oire plan oadel to b upated to
show the resident na longer waed oxygen and the
monitoring was discontinued.

1

I

|

Continuad From page 1% \!
i

i

2. Review of the quarterly MDS assessrnent
dated 6/7114 revealed resident #73 was
coghitively infact {atert and arlanted). infervigw of
7130114 at B30 PM ravealed the rasident desired
to ba Involved in the care planning procass. Tha
following CoNcarns were identiflad:

a. The resident stated s/he had not heen
invited to pariicipate in & cart plan meeting to
plan his/her medical and nuralng caré of dally emd
recreational activilies. Review of the petical
record on TI31/14 st 8:16 AN varified thore was
no avidence the resident was Invited o care
conferances in May, June.or Juty 2014,

b. Reviow of the care pfan showed it was
ravizad on the following days: A7H4, 41114,
B4, BABIMA, gla7ii4, and 7120M4. Review of
the care plan showed no evldenca the resident
was Invitad fo participate In updating the care
plen on any of fhese pooagions.

¢. Interview with the DON on 8H114 st 1150
AM confinmed the fack aof documentation related
o care conferences in the medical tecord,
Further, she sald she was unsure why the
resident was not given the opportunity o
parficipate in the dlscussion and revision of
hishel care patl,
483,20¢k)(3)() SERVICES PROVIDED MEET

F 281

F 260

F 281 !

PO CS-25671 (02-48) Pravious Versions Olssoleta fvent IDLGURIH

- <
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DEPARTMENT OF HEALTH AND HUMARN BERVICES FORM APPROVED
 CENTERS FOR DIGARE & MEDIGAID BERVIGES OME NG, 0838-0301
A TATEMENT 4 DERICIENCGIES (#1) PﬁﬁVlUERIEﬂPPL\ERIGLL& A2 WULTTPLE CONSTRUGTION i3) DATE SURVEY
AND FLAR OF CORREUTION IOENTIFIGATION HUMBER: A BUILOING GOMPLETED
G
$a5013 B, WiNG 4 , D204
YAWE OF PROVIDER OR BUPPLIER TTREET AOLRBSE, GIrY, BTATR 2 GOUE A
) gy BIELHEN DRIVE
KINDRED TRANSITIONAL CARE ADiD REHAB] LITATION-GHEYE CHEYEMNE, WY 52001
pean | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF BORREGTION e
PREFIX ; (EAGH DEFICIENGY WUST 8E PREGEDED BY FULL HRERE {EACH GURREG‘I‘NEAGTIGN SHOULD BE UOMPké!luN
REGULATORY OR LEC IDENTIFYING NFORMATION} A EROBB-REFERFNCED TO THE APPRGPRIATE BATE
DEFIGIENDY)
This Pian of Correction 18 the cent t's credible I
(281 | Continuad From page 13 FE81|  sitegaton ,,fwf,,m e
g5eE | PROFESSIONAL STANDARDS

must mast professional standards of guality.

and staff interview the facliity failed io folkuw

tactily falled to notify the physician of 2
raadication afergy Yor 1 of 1 sarple resident
{#108). The findings wafie!

{1, Otigarvation.of testdent #89 on 728/14 af
1026 AM showed a pariorbital hamatoria (&

to DG [discontinue] alarms rit [related to]
resident cltting glams.

pM, revealed 0T NOTE FOR FALLE -

The followlng congeins were idontfied:

7M1, TH2, THS, 7114, T8, 7119, 7420, 7122,

The servioes provided or arranged by the Taclity

by:
Hased on obgaivation, hedizal record raview

physiclan's arders for 6 0f 33 sampla fesidents
f24, #73, #79, #86, #80, #106). In gridition, the

black eys) on the right side. Review of prodress
notes showed In the mronth of July, 2014, the
resident suffered falls on 708, 705,717, TH2, and
7130, Review of the residents care plan for falls,
lest revised on 52714, showed the resident did
nat fike alarms, and would "out them up If they
were placed for safely." Review of & physician
telephone order dated 7/ 10414 showed an order

start 15 minute checks
rsevaluate on 7114414 with IDT teant.” Review of
3 profiress note dated 7144114, and tmed 4:01

_ Continuss Q [every] 15 min. [mlnute) shiacks."
a. Review of Resident ioniioring Tool forms
for the dates of 7104 through 7130114 showed |
ircomplete and/or missing documantation of 16
rinute safety checks on the resident on 7/10,

7125, 124, 7425, TI28, 7728, and 7/29. In fact, o

This REGUIREMENT Is fiot met as evidenced

Proparation andior execufion of this plan of correction
dogs not consiitute admission or agreement by the
provider of the truth of the facts alleged or conchusions

et forth in the statement of defiiencles. The planof

corretion I3 prepared audior execuled solely becouse

" it i required by the provisions of federal and steite late.

gl

F281

Cotrective Action:

MD was notified of medications administered ontside
of ordered parameters for resident #88, #75, #21, and
#73. Patients assessed and demonsirate no indication
of asgociated adverse response or negative outcome.
Resident #106 assessed and did not demonstrate
advorse response associatod with admindstered
antibiotic. Physician of resident #106 consulted to
clarify drug allevgies and medical record updated as
appropriate. Resident #89 has been discharged,

Tdentification of Others:

Baseline audit of medication administration records
comploted to validate medications administercd i
accordance with physician ordered parameters,

Baseline audit of medication adminisivation records
for patients with orders for insulin, completed 1o
yalidate administration records reflective of physician
ordered parameters.

|
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71214 ung 7728714 safety thetks werd
documented only after the rasident had afready
fallen and sustained injury.

b, During an interview with the DON on
775014 at 11:25 AM, gha canflemed there had
paen na safely checks done on the rasident an
712914, stating, "There Bre fio 16 minute sately
chatike Srom yesterday hecauses [s/he] was fina."
During an Interview with the DON on 8/1/114 &t
42:30 PM, ahe acknowledged physician prders
shiould ba followed 26 vittan. '

5 Review of the physician's orders showed
resient #58 was admitted with clagnoses
includling sl fibrillation. A physicien's order
dated 12114112 showed the [esident was
supposed to retalve Lopressor 12.4 my fwice &
day. Tha orders further instruoted o hold the
Lopressor If the gysltolic blood pressure {B/F)
raating was legs than 410, the diastalic BIP was
{3 than 60 ar the heait rate (pulee) was less
than 60 beats per minute, Review of the dJuty
o014 MAR ldentifled the follawing concetis

a, Review showed the Loprassor was slgned
aff a5 administered on 712114 In the evering.
However, thare waa no evldance the resident's
BIP or pulse Were pbtatned.

v, Raview showed the residant's hoart rate
was recorded g 53 o0 the evening shift of
743114, and 55 on 7147114, However, fhie
Lepregsor was slgned off & ad rinfsterad desplie
the heart rafes belng 1855 than 80. n addition, the
resident’s heatt rate was recardad a3 63 on
711614 during the day shift and still the
medlcation was agministered.

c. Review of the MAR showed ho avidenca
thye &P or heart rate was ohtained prior {0
administaring the Lopressor on the marning shift

of 7i7114.

STATEMENT UF DEFICIENGIES (%7} PROVIDERJSUPPLIER/ELIA (KZ) MULTIPLE CONSTRUCTION {(3) DATE BURVEY
AN BLAN OF CORREGTION R RFIGATION NUMBER: | &, BULDING 9/!./ COMPLETED
L
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KINBRED TRANSITIONAL CARE AND REHABILFFAT[ON-CHEYE CHEVENNE, WY 8200 1
4 1o SURARY ETATEVENT OF DEFICIENCIES D PHOVIERS PLAN OF GORRECTION 5
PREFIX - DEFICIENCY MUET E PRECEDED BY FULL PREFIX GH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY (R LG DENTIFYING {HFORMATION) TAG (ROSS-REFERENGED TO THE APPROPRIATE DATE
. REFICIENCY)
£ 284 | Continued From page 14 # 84| ThisPlanof Correction 15 the center’s credible
allegaifon af complionee.

dops #ol constitite

Preparation andior executlon of this plan of eorrection

provider of the truth of the Jacts atlegsd or conclusiony
e forth in the siatement of deficiencies. The plan of.
correction s preplred andlor awctled solgly becwise
[ #is required by the provisions of fedsral und state faw.

admiision or agreement by the

281

Monitoring;:
DNS/Mesignes

System Change:

Bducation provided by SDC/Designes to nursing
petsomel regarding following physician orders for
medicaiion parameters, regident allergies and insulin
administralion.

administration records for aconracy associated with
patameters 3xWeek. DN8&/Designee will monitor
administration records for residents with insutin for
accuracy in administration 3XWeek. Medical
Records/Designee will monitor now physician orders
and new admission records weekly for acenrate
secording of cusrent allergies. Auny identified trends
will be reporied to the Performance Tmprovemsent
Committee monthly and as needed until a lesser
frequency 18 deemed appropriate.

N

1

will monitar medication

M
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289 | Continyed From page 15 Fogt
o, Floaily, the resident’s B/F reading was

rocorded as 102/ 58 (hoth the systolis and
diastolic ranges Indicated the medication should
be heid) on the evening ghift of 7/20/14 yet the
Lopressor Was administered.

4. Raview of the 71813 phiysician's order showed
supplemental resident %75 had an order for !
Lopressor 12.8 mg swice & day for & dlagnosia of |
hypertension, The order furher insirtcted ta hold |
the medication for 4 haart tate of less that 60 o
a eystolio B/P fess than 100. Ravlew of the Juna
20114 MAR showed, on the pvening shift of
B/13/14 and 6/29/14, no avidence the residents
B/P or heart rate were obtalned to daterming
whethet tha Lopressar should be. administered o
not. However, further review of the MAR showed
the medicatian was adrainlstered on both days,

4, Review of the physician’s order dated 31913
showed supplemental rosicent #21 had an order
for Ligihopril 40 mg once par day fora diagnosis
of hypertension. Further roview showed the
parameters for adiministration were to hold the
medication for 2 systolic B/P of less than 100, 8
diastollc BIP of tess than G0-and & heart rate less
than €0, Review of the July 2014 MAR identified
the following GONCArNs:

a, On 71114 the dastolic BIP was racordad
as 50, on 711814 1t was ranorded as 57, dn
7/20f14 it was 61 atd o 7130114 it was recorded
as 56, Fagh of thege fimas showed the diastollc
AP was outside the established parametars yat
he medication was gigned off a8 adminlstared.

4, On 7/114 no heart rate was recorded
detarming I the paraimeters for administration
were met, yat fe medication Was signad oft as

administered.
| (ntervierw with the RGN o /144 5t 1230 PM
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£ 281 | Continued From page 16

verlfled the readings hoted abave were stourate
and outside of the parameters for administration
nasad on physiclan's OTUse. ‘She further
acknowledged physictan’s orders should be
followed as written.

5. Rayiew of the June and July 2014 MARs
showed resident #1068 had allargles o metude
Mactodantin. Review of the Changsa in Medical
Conditlon dogumant dated 624114 showed the
resident had an urlnary fract infection {UTE) which
was resistant to the rradication Bactrim, the
antibiotic ordered to treat the Infection. The nurse
tequested arother antlbiotic and Macrobld was
ardered to be given 2 times gally for 10 days.
Macrobld and Macrodantin are the same
medication, Review of the the Juna and July
MARs showed the resident received the 10 days
of Macrabid, twice daily, as ordered and e
contined %o receive the medication dn sdditlonal
4 days, once each day, until 70714 A
cormmunteation from tha physiclan’s oifice catad
7110114 showed the resident continued to have
the UTY afters second UA was phtalned

, Furiher, the anfblotic was shanged dus to the

with the DON on 81714 &t 1:4B PM, ghe

of tha rasldent's documented allergy 1o the
medigatlon,

6. Obaervation on 772514 at 5:55 PM showad
resident #73 (who had 2 diagnosis of Diabstes
Metiitus {DWM) and was ingulin dependant) was
administerad insullry Novolog 8 units witha -~
reported B3 {Blood sugas jevel) of 68 moldi

(rnilifiters per deilitar) at 4 PM by BN, The
\foilowing congams wealo identified]

a. Roview of the medioat recerd ravoried 8

resident's allergy to Macrotid, Duiing an [rt@rviow

acknowledged tha physician needed fo ba notiflad

[ 281
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rew physiolan order dated 7/28/14 and fimed at 3
PM to *hoid 6 units of Novolod insuiin when BS 18

= (less than) 70 [mgfal]". The AR was not
updated to show the new order.

Matlitus {DM), Guidelines for Managament,

e Blood glucosa tevel with the ranges
satablished by the physician, to notify the

oglycemio optsodes (bood sugar rasults
physiclan arders Is to varbally, and fry weiling,
tha nurse who recalves the new arder Is not

the time the drder was recalvad and resultad

nat have based on physiclan orders.

Regilatians of November 2003, page 8B,

licansed physician.
= gaz | 463,20(k)(3X) SERVICES BY QUALIFIED
5828 PERSONSPER CARE PLAN

cara.

FORN CMd-2667(02-09) Praviows Vorskns Orolele

b, Review of the facility policy fifled Disbetey
covealed "the nuree s to compare the results of
physiclan of biood glucose tevels below or above
the astablished ranges and Implement any new
orders as applicable”; t© "mohitot [resident] for
hy
Below 70 [mgidl)) and to nafify the physician.”

&, Interview with LPN 41 on 7/30/4 at 6 PM
ravealod the expsolation for communicaling new
piss 0N New physician orders to tha next shift; if

aesignaed to the resident, the expectation s 1o
notify ihe agsigned furse. This was not done st

the resident receving insutin when sfhe sh ould

Accarding to the Wyoming Nufging Practice At
of July 2005 and the Adimiiistrative Rutes ard

nursing must funclion undar the dirsction of &

&

This Plan of Correction is the cenier's credible
allegation of compllance.

Prepuratlon andior execution of thiz plon of correction
dloes Hot constitute admisston or agreement by the
provider of the fruth of the fauts alleged ov conchusions
et forth in the statement of defictencles, The plan of
cortetion i3 prepored andlor executed solely bacause
it Is required by the provisions af Jederal ond state law.

F 2&211 '
' R Gl
The services provided ar arvanged by tha facility ‘ ) )
must be provided by gualifiad persons in | Comestive Action:
accordanca with each reeldant's wiittan plhan of RNA program for resident 7, #24, #73, #88, #107,
were-evaluated, revised as needed and care plans
update as appropriato.
v ‘ el
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,Sx'“ 0 SUNMARY STATEMENT OF DEFICIENGIES 3 PROVIDER'S PLAN OF CORRECTION W58
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) REFICIENGY)
|
F 282 | Continued From page 18 F 282 1dentification of Others:
Baseline review for alk patients with orders for
This REQUIREMENT Is not met a8 evidenoad restorative nursing progtam completed. Plans were
by evalunted, Tevised as needed end care plans updated
Based on resident and staff and resldent as approptiate.
interview end medical record veview, the facitity
failed {0 ensure the care plen was followed for 6 System Change:
of 33 sample Tesidents (7, #24, J73, #88, #107), Education provided by SDC/Designee to Restorative
The findings wors: Nurse, Restorative Aide, and Therapy Prograi
. . Manager regarding provision of restorative nursing
1. Review of the 6/20/14 quarterly MDS s ,
saessmant showed resident #7 required Writed E??:‘? &:; 2:;:%2;: f programs and documentation
osglatance of one person for bed mobilly and P 1008
transfers, For ambulation the resident requirad Monitoring;
only suparvision and one parsan. Furthar review onfiorng: _ . ]
ahowed th rasident wa unsteady during The YNS/Designee will monitor restorative program
ambulation and ufiized & walker, Review of the flow sheets anl} ProZran review documentation
420414 restorative care plan showed the resident weekly, Identified trends will be brought to tho
required lower extramily axercises Inoluding conter Performance Improvement Cotnmittee
uiilization of the nu-step (stool) five times per monthly and as needed until a lesser frequency is
weolk to Improve or rralntain the resident’s salf deemed appropriate.
performarice of walldng, with or without gesistive
devices. Review of the 5/4/14 general caré plan
showed intervantions Inchided working with the
rostorative CNA on the nu-step and therapy
1 pands. The following concerns were ldentifled:
a. Review of the June 2014 resforative care
fiow record showed the resident recelved
restorative services ohly cnoe par week during
e first and second woeks, Restorative was
provided three times during tha third waak of
June 2014 then not again until 113114,
b. Review of the July 5014 restorative care
fiow record showed the resident raceived
restoralive services two Himes during the first and
socond weeks and one time during the third
weok, The resident recelved no further restorative
services the remainder of July 2014,
c. Review of the records showed ho
avidance the resident refused regtorative
e
FORM GME-25687(02-00) Previcus Veralons Obaclete Evont 10 OUXIN Faciiy 10! WY00IR If continuation sheot Pepe 1pof i

Cg_ﬂ% S//zé"/j/




DEPARTMENT OF HEALTH AND HUMAN SERVICES
__CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED: 08/16/2014
FORM APPRGVED

STATEMENT OF DEFICIENCIES (X PROVIDERBUPHLERICLIA
AND PLAN OF DORREGTION IDERTIFICATION NURBER:

536013

OMB NO, 0838-0381
() MULTIFLE CONSTRUGTION (X3} DATE BURVEZY
BOMPLET

A BUILDING ,__ fg‘f LETED
C

B WING 2810112014

NAME OF PROVIDER DR SUPRLIER

KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE CHEVENNE, WY 82001

STREET ADDRESS, CITY, BTATE, Z1P CONE
2120 BOXELDER DRIVE

(X0 BUMMARY STATEMENT OF PENMCIEHCIED
PREFIX {EACH UEFRCIENGY WLST BE PREQEUED BY FULL
TAR REGULATORY DR LSC [OENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION 1%}

PREFIX gE&GH CORRECTIVE ACTION BHOULD BE COMPLETION

TAG 8 REFERENCED TO THE APPROPRIATE DATE
PEFICIENCY} '

F 282 | Continued From page 19
theraples during either month.

2_Review of the 7125/14 annual MDS
aseesgment showad ragldant #88 required limlted
aselstance of one person for bed mobillty and
ambulation, and extensive aasistancs of two
parsons to transfer. Review of the AI2314
geheral cara plan showed the resldent had
impelred mobility rolated to a hip fracture snd
doecreased cognition. jnterventions included
restorative services as needad. Review of the
B(30114 restorative care plan showed the resident
was to recaive lower extremity strengihen
axercises and tange of motion (ROM) and gait
training with a front wheeled weller and caregivar
asslstanca thiree to five times per week. Tha
following concerns were idenfified:

a. Review of the June 2044 restorative care
flow record showed the resldent revelved
restonative therapy only one fime during the first
wack and two times during the sacond week and
gne timer during the third week, The fourth weelc
I June showed no svidence the resident had any
| restorative therapy.

b, Raview of the July 2014 rastoraiiva care
fiow record showed the resident recelved
restorativa services one time during the first
weak, two tines during the sacond week and ong
fime during the third and fourth weeks.

o, Reviaw of the records showed no avidence
the resident refused restoraiive therapies during
pither memnth.

3. Reviow of the medleal record for resident #107
showed a festorative nursing cave referral dated
a/814 for restorative services 3 to 6 times waaldy
to assist the residant with transiery, golt
strengthening, nu-step lavel 3 reslstance,
increase as tolerated, and ithe resident decllnas

F 282
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¢ 282 | Continued From page 20 F 262
to tranater onio the nu-step the program ghould
ba compieted In paraliel bars. Review of the
rasforative care flow record revosled the

restorativa program wes initiated on 3/13/14, The
rasldant recalved restorative sarvices on 3/43M4,
5718114, 32014, 32714, and 331114, not the
recommended 3 to § limes per week, Review of
the Aprii 2014 restorative care fow racord
showed 2 entries on 4/107 14 and 41414 in which
It was documented, wasident refused towork
with restorative foday.” No additionel
documentation was made avaliable that showed
whother staff attempted furthar restorglive
therapy or if the restorative program was
discontinued. Interview with the resident on
7/30/14 between 10:45 AM and 11:20 AM
revenled s/ha was supposed to perform syercises
with staff but they Just quit coming several months
ago,

4. Review of the medical record for resident#24
showed a restorative nursing care reforeal dated
5M4/14 for a fncllonal malntsnanca prograr.
The program inchuded range of motion atd
stratching cxercises o hoth lower extremities 3
times & week. Review of the May 2014 restorative
care fiow recond showed entrles dated B/EMA,
504, and 5115/14 whert the resident yefuged
exarclses, Review of the restorative care
progress notes revealet the restorative musing
rogram was discantinued 5/41/14 related o
residant refusals. No further documentetion was
provided indicating gtaif attempts to perform
restarativa service 3 fimes weskly as ordered.

5. Raview of the querterly WMDS assesarnent
dated 87714 revealed resident #73 had diagnosis
whish ircluded Parkinson's, and had & physloal
impalrment In one of hisfher upper extremiles

| mpatrmeit ¥ .
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that Imited range of motion. Review of the :
medicat record for the rasident revealed This Plan of Correction i the cenfer's credible
rastorative nursh;gg s;arvlces for malgtananoa allegation of compliance.
were ordered ko begin on B/6/14 and to Include :
standing hip abduction, hiee! relses, hip mﬂf“ﬁ'ggﬂzg e gf’f;f:;’;::{ gt
axtension, and hip check with fourth resistance rovider of the i of the fuets alfeged or conclusions
(Migreh) 3 {imes per waek, The sarvices were not set forth in the siatemenl of defictencles. The planof
performed three times a week a8 ordered on the correction is prepared andlor exaeyted solely becutiss
followling dates: the waek of /514 through \ it iy required by the provisions of federal and siate law.
BHM1/14, the week of 526114 through 8/1/14, the —_
weok of 6/9/14 through /16114, the week of "
6123 4 through 8I29/1 4, the week of B304
through 7/8/14.
8, Intarview with the DON on 81114 at 12:30 PM
revealed It I her expectation ihat staff follow
resident care plane. )
300 | 483.25 PROVIDE CARE/SERVIGES FOR F 309 FI09 , ,
a5 | HIGHEST WELL BEING : - 13
. ; Corrective Action:
Each restdent must receive and the facility must Residents #33, #58, #1106 reassessed for Pain,
provide the necassary eaie and services to altain ohysicien notified, now orders obtained and care
br malntain the highest prectioable physloal, 4 s O
mental, and psychosocial waell-being, in wzupf;';e%?s;}gpml?nm.& ot Jeted,
soeordanca with the comprehorisive aasessment sident #107: Skin assessmont oD ¥
and plan of bare. treatment orders_cla.nﬁed with physician snd care
plan updated as indicated.
Resident #73; assessed and demnonsirated no adverse
response to insulin administration. Medication
This REQUI REMENT s not met a8 avidenced adminigtration record updated to reflect physician
by ordered parameters.
Based on resident and staff Interview, medical Resident #105: Respiratory status assessed, physician
recard review, and facliily policy review, the notified and respiratory treatment orders revieved.
faclllly lncked evidenoe nursing staff provided the Care plan vpdated 43 indicated,
necessary assessments, monitoring, and nursing Resident #25 was discharged
measures to ensure adequate pain managamsnt
for 4 of & sample rasidants (25, #33, #58, #108)
who had paln of discomfort and for prevantion of

FORM GhIS-2697 (02-00) Prayinue Vosslons Uheolle

Event I3 QUATH

Faciity [0: WYDR18
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F 300 | Continued From page 22 I* 308
glin breakdown for 1 gample resldent (#107). In L
adldition, the facllity falled fo ensure fhe regimen This Plan of Correotion is the canter’s gredible
was followed a8 orderad by the physlclan for 1| of allegation of compliance.
2 gample resident (#73) who were on insulin for _ -
managelment‘of thelr disbetes meflitus, Finalty, ﬂﬁﬁ'ﬁ”ﬂﬁf ;;:;:;jg: ggj fggﬁ: g;;;;;v"on
the fachity falled to ensure 1 of 2 sample
regldents (#105) with respirafory problsms had ﬂ:f};ff;f ofthe ;;‘f:’,ﬂfﬁﬁ:ﬂ”cﬁfﬁ O ’;ﬁzfg"’
thelr needs addressad. The tesulis of these corraction is prepred andlor executed splely because

day for five days on

Cyclopadic Medlogt

FORM EMS-2667(02-00) Pravious Verstons

gystem fallures resultad in harm to theso
rasidents, The findings were:

In regard fo pain management

1. Review of the medicel racord showed resident
468 was noted o have a red ralsed rash on the
laft skia of hisfher upper back on 711414, The
physician ardared Valtrex 1 my three fimas per

posslbie shingles. According to Taber's

2006, page 840, ghingles Is the raactivation of
tha varicella virus years after tha inltiat infection
with chickenpox. Pafn often develops and persists
jor months after resolutlon of the vash, "This
diseomafort, which may be severe In pafients older
than 60, I known &8 postherpertic neuralgia...and
may intensify ot night or worsen
rub agalnet the gkin* Futther, medicatlona such
as Valtrex "...are effective Tn teducing viral
shedding and nerve pain damage If administered
within 3 days of onset of the rash." However,
ravigw of the July 2014 MAR for this restdent
showed s/ha did nct racelve the {irst dose until
the end of the day on 7/3M4, day three after ihe
onset of the rash, hecause It was "not avaliable
from pharmacy." Review of the July 2014 MAR
showed the residents pain was rated as Gona
scale of 0 o 10 with 10 being the worst (8/40) on
ihe 6 ANt to 2 PM shifl of 7/3/14; prior fo tha

714/14 for a diagnosls of
Dictianary, 20th Edition,

when clothes

Obrolate Event IO QUK

[

Pl I12: WY0D18

it is required iy the pravisions of federai and state law,

jdentification of Others:

A bageline audit of center regidents completed to
identify those with pain concerns that exceed resident
stated acceptable fevel of pain,

Baseline audit of medication adminisiration records
for patiemts with orders for fnsulin, completed to
validats administration records reflective of physician
ordered parameters.

&kin assessment coupieted for high risk residents to
determine current status of integumentary system.

A baseline andit of medication administration racords
completed for those with arders for inhalers to
validate administration 28 ordered and post treatment
pgsessment

System Change!

Fducation provided by 8D C/Designee to nutsing
personnel regarding, pain management, insulin

L1
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F 308 | Continued From pege 23 F309| administration, prevention of skin breakdown and
medication baing started and 3 days within the provision of treatments 83 ordered
onget of the meh. Onthe 8 AN to 2 PM shift on ks
714114 the resident’s pain weas noted to be BM0. Monitoring:
l:ﬁc\:\}h?;’d‘;:l H];G;';H ':11‘ ﬁ:grg{w Mlqiﬁtg;sggaglent Medication and Treatment administration records will
o residel non y . g
during the 7 day look bhack perlod of assassment. m".“ﬂ";.B z{d“te‘?kbxthe DNS/Designee for accuracy
Furiher review of the July 2014 MAR showed the "?ﬁ“ mi mmg;ratt::n,th:aaunmt a:im:(xlush:auon,
rasklent only extiibited pain 4 other tines during post respiratory How ent assessment wod pain
tha month which was tevel 2010, Intarview with monitoring. Identified trends will be submitted o the
ihe DOM on 811744 at 12: 130 PM revealed the center Performance Improvement Committee
facilty should have besn able 16 phtain a back up monthily and as needed ptil a Jessor frequency is
supply from ancther pharmacy and was unsure deemed appropriate.

wiy that did not happen.

2 Review of he physicad therapy plan

(POC) with a 7/26H4
rosident #25 hal dlaghoses to Include
back pain with thoraolc and vertebral

the rasident needed the therapy

and activity tolarance.

one tablat every 6

Review of the care plan for

jevel was 3-4 on A
cohcerns wera identifled:

a. Ravlew
was fo AEsEss

July 2014 MAR showed the residant's
aegessed each shift. The

of the nurses nofes for those deys Wi

FORM CHSLEETD2-08) Proviaus Verstons Cbsoleio

start of cave date

pompresgion frackires. Further, the POC showed
to reduce paln,
jmprove body mechanios and Increase sitength
Ravlew of the July 2014
MAR showed the resident was prescribed
pPercocet (a narcotic pain madication) 53286 mg
hours for pain and Floxes
{muscle relaxant)1d mg a8 naaded 3 fimes daily.
pain, inltiated on
728114, showed ihe rasident's accaptabie pain
seale of 3-10 with 10 being at
the highest level of discomfort. The following

reatdent roporied
level of 5 or greater 5 of 14 times or 36%. Raview
th reported

of care
showed
chropic

of he cars plan showad the faility
the residents pain each shift,
record results and any interventions taken. The

paln was
a pain

pain did not Indicate the paln wasd addressed 0|

Evant [D: QUKIH

Fachity 1D: WYQDE

< s Y
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Raview of the MAR

for mustle spasme

gach shift on 7/26/1

acoeptable range.

notified,

would Incraase ta B

effective for his/her

JET
FORM GMS-R68T{I2-89) Pravious Versions

Continued From page 24
include any interventions.

b, Tha care plan for pain showed the facliity
staff was fo assess and document the resident's
pain to [nolude Jocation, duration, quality,
aggravmlng!allavlaﬁng factors and intensity.

resident racelved the medlention Flexerll 3 imes
af © AM, 4 PM and 11:48 PM.
It did not Indicate what his/her pain level was ai
tha time the medication was administered, the
jocation of the palh or any agoravatingfalieviating
faiors. [t only showsd s/he had muscle spasme
and that the medication was effactive, Review of
the pain assossmaent docurmnentaticn completed
4 showed the resident
reported a pali love! of 40 during the B AM
through 2 PM shift only. The remalning two shilts
Indicated the paln level wae within hisfher

c. Review of the physical therapy note dated
773014 and tirmed 924 AM showed tha resident
reported sovere back pain with & pain leve! of 10
out of 10, Further, she requested to hold the
thorapy. The theraplst assistant noted the nurse
was informed. Review of the nurses' notes did not

Ihdleate the pain wes addrassed or the physician

d, An interview with the resldant on 7/30/14 at
5:45 M, revealed sho roeeived a routine dose of
Percocet every 6 hours and the medication only
tasted 3 hours. She reported hisftier pain level

the paln, the resident did not participate In
aoilvities provided Ry the faciiity and coutd not
always complete the preacribed Herapy. The
resident further indicated ofher interventions wera

showed on 7/26/14 the

pain and discugsed with the

atail but they wera not prescriped.
o. Raview of the pain m onttoring flowsheet
B ol l —

Obsoleis Everi 1 OUX111

F 308

|

Fechlty I0: WYotHs

Q,X Y, 5247?/
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for July 2014, recelved aftor the survey team
exlied, showad the rouine dose of Paroocet was

aseegsed for effectivenass E flmas between

7/26/44 and 773014, The medioation was

?dmmlntstered 19 times during thet same time
TRITIE,

5. Review of the initla wound cars axam Inatlon
deted 4/10/4 showed residont #1086 had & stage
4 pressure ulcer to the left hip, Review of the
treatment adminlstratioty racord {TAR) for June
2014 showed tha dressing was 10 be changed
every 3 days, The frequency of the dressing
changas want to twica dally on 7/9/14. Review of
tha June and July MARs showed the resldent was ’ .
to receive tha paln medication Norco 30 minutes
prior to hisher dressing changes. The June MAR
documentation showed the dressing changa was
completed 10 #mes and the resident recelved the
pain medication prior fo the dressing chanpe 8
times. in July, tha TAR documentation showed
the resident had 38 dressing chanjes completed
and the medication record showed sfhe only
received the pain medicatlon 2 times, There wag
no documentation to show the resident refused
tha madication. Review of the 7/8/14 physiclan
ordars for the dhange In wound care did not
indicate the pain medication was disoontinued,

4. Review of the 7/25/14 admission MD3
agsessment showed resident #33 had dlagnoges
to Inclucle rena failure, gefzure disorder and
encephalopathy (brain dysfunction). Review of
fhe June 2014 MAR showed the resldent was
prascribed the medicatlon Tylano! 3 times dally &
needed and recelved a foutihe dose of the pain
medication Norco (a narcotic pain medication)
once daly. Furﬂlg_r,* the resident’s acceptabia paln

FORN Cilt1-2667(32-98) Trevious Verslons Gbsalele Evanl 1D: DUX111 Facily 1D; WHODIS If continuation sheel Paga 28 of 01
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acceptable level 16

inoiude the location

rating pror o the
showed the dally

1t olid not show tha

glven fora headath

glaff needed to give

gffactiveness.

needed to give the
Indicate why It was

cffectivenass.

Confinuad From page 28
jevel was 0 on a scald of
being the highest jevel of pain. The palh
asscsarmant compieted
he tesident had @ pain level greater than hisher

rating wera hetwean 8 and 9. Further, the time of
the assessment was not racorded and did hot

Tylenol duses dooumented as given ghow
medication wes ghven 14
the reasan the medication wes given, the pain
dose ot
after it was given. Review of the July 2014 MAR
agpessment for pain was 0. .

Further raview ghowed

given, the pain rating
Ravlew of the nurses'

assecaments ware not
Review of the policy
management last dated 8/31/13 showed
components ncluded:
assessment and docurmentation includes pain
scale rating, location, duration, Intensity and
character," During &n Intetview with the DON on
8/1M4 at 1145 PM, she acknowledged the nursing

indicate why It was not administered. Further,
pain medications were to be monttored for thelr

5, During an interview with the DON on 81114 at
4145 PW, she acknowledged the pursing staff
edication as ordered of

hot agministerad. Further,
pain medications Were to be monltored for thelr

. e A AR
FORM GS-2667 (0789 Pravious Varslons Ohsoleto

T

0 through 10 with 10

sach 8 hour shift showed

timas. Fifteen of tha pains

of the
ed ths
times, It did not show

of the pain. Raview

the residents responks

Tylenol was gived 4 times.
asach the medication was
hefore or aftar ff was glven.
niotas showed Tylenol was
but paln ratings and
consistently completed.
and procedura for pain

2

w7, When pain is identfied,

the medication ae grdered or

F 309

Event 10 DU

Facdily 10; WYOD{G

oW

if cortinuation shest Page 27 of 81
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hypoglycemic

FORM GHME-2667([1240) Provlows Versione Qbaclola

repident #73 (whe had a diagnosis of Diabetes
Mollitus (W) and was Ineulln dependent) was
gaministered insulin Novolog & untts with &
reported BS (Blood sugar evel) of 68 mg/d!
(itifiiters pey denifite
foflowing CONCAMS Wwars idantified:

a, Review of the medical record rovealed a
hysiclan order dated 7726714 at 3 PM to
Hhold B units of Novolog insulin when BSla<
g, which was not updated on
the MAR ot the fime of Insulin adminigtration.

b, Review of the faclity polloy tiled Digheies
Mallitus (W), Guldalines for Managarment,
revealed "the nurse is fo coynpare the results of
the bood glucose level with the ranges
gtablished by the physiclan, o notify the
phyaiclan of tlood glucose lovels pelow of above
the established ranges and Implemant any new
orders as applicable’; to smortor [resident] for
ppisodes (hlood sugar results
pelow 70 [mafdl]) and 1o notify the physician.”

¢. Interview witi LPN#4 on 7/30/14 at & PM
yevealed the expactation for
physiclan orders ls to varbally, and in wiitng, .
puss ON New physiolen orders to the next shift; if
fhe nurse who receives he new order s not

ving insulin whan sfhe should
not have based on physician crders.

1 regard to skin braakdown:

Review of the edical record showad resident
107 was admitted to the facliy /28108 with

) at 4 PM by RN #1, The

comimunicating new

vent ID: GURATA

Faghily 10: W01l

<V
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in regards © ingulin administration:
Ohservalion oh 712814 at 5:36 PM showsd
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dlaghoses including multiple golerosts (MS),
non-Aizheimer's dementia, and depression,
Raview of the quarterly MDS assassment dated
420114 showed the Tasldent was always
(ncontinent of bowel and bladder, Reviow of the
oare pen updated 4123444 \dentifiad the resldent
as having the potential for gkin Integrity related to
mullipie sclerasts, deoreased mobility, and
incontinence. Intetventions included staff
peseselng skin woekly and as neaded, apply skln
oare products 10 axcorlaled araas as neaded,
Roview of the weatment administration racond
showed an order dated 7/25/08 for staff © apply
caimosepiine (&0 intment to pravent and treat
skin Irjtation) to inner thighs as needad, and an
wrder dated 2/8/12 to apply skin protection craam
1o abdaminal and groln folds as needed. The
followling CONCEBINS Ware identified:

a. Puring an interview with the resldent end
higher POA on 7/30/14 at 10;45 AM through
11:20 AM the resident rovesled sha had, "irntted
fealing below my walst because of the S butl
have & sore on my leg and 1t burks, will you lnok at
it". The regident axposed hisfher upper right innar
fhigh and there was an ablong open area that
measured approximaiely 1.5 em{centimetars) bY
3.5 om by 0.3 om deep flangti, widh, and depth). { .
‘Fhe resident statod, vit's hean that way for about
a month but It is woree, and | have told the
nurses®, The resident denied staff apply any
wintment or crean to hlsfher Inher thighs during
peri-care. The realdent opened hisfher pedside
table drawers and repled, "see thers is ne cream
in era for thetn to puton 1t*. The resident stated
g/ve, "ried o show it ko the hurse but they ware
busy and wero supposed to comea back and look
at It but dldn't". The resident further expressed
a/fie, "foel ik | have to beg for help and staff

]

ignore me”,

FOM CMS-ZHAT02-08) previoya Vorsiona Obsolela Eyent D) QUX11Y Faily i WYGU8 if mntinuaﬂon shoel Page 29 of 81
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b. Review of waekly ekin checks showed &
sidn chaok dated 7/26/14 ‘dentified the open ared
ag, *ireitation from brief on right thigh. Loflon
applied with every change”. No measuraments or
description Were Tecorded.

g. This survevor Informed hursing stedf of open
grea on tha residents right upper, Innes fhigh.
Review of a nursing riote deted 7/30/44 and timed
for 14:10 PM revealed measuraments were
rocorded ag 3,8¢m by 1.76m and the wound was
a partial thickness wound with red, gpitheficzation
otasrring ( no depth wes recorded). The
physiclan was nofified and wound Care was
changed and initlated at that time.

{1 regard to respiratory problems;

Accordlng to the June 2014 MAR, resident #10b
recelved Proventil inhaler 2 pufis every 4 hours
as needed fof ghortnass of preath, This order
was written by the physlolan on 520/ 4. Review
of tha June 2014 MAR showed the tesident was

rovided the inhaler on ’

g/ 4 at 10:30 AM, on 8714 at 5:30 PM, snd oo
gfofi4 at 2 PM, however, there was no gvidence
the jesklent wes re-pusessed to determing the
affactivenass of the medication In relieving his/net
shorliass of breath, 1o addition, roview of the
June 2014 MAR showad the resident was
provided the Proventll inhaler {wlee on 61014
and one time on 6/28/14 without evidence of an
assessment of the residents shortness of breath,
without a re-assagsment of the effeclivenass of
tha Inhaley In relieving the residents discomfort,
and without dncurmentation of tha time of
administration.

Review of the July 2014 MAR showed

resident wes provided the Proventl Inhaler oné
fime on 7714, 71 0j14, 7244, ang 7/30414

ML_____M
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[ 308 | Continued From pags 30 W hin Plan of Corvection i the center's credtble
without evidenae of an sesessment of the llegution of compliance.
regidant's shortnees of breath, without a
re-nesessment of the effectivaness of the inalar Preparation At e ;{‘;gig;’;:,;’,f i
1in reflaving the resldents discomfort, ﬂnq withaut provider of the trutl of the facis allaged or conclusions
dooumentation of the tima of adminietration, sai forth in the staiement of deflciencles. The plan of
£ 3411 483.26()(2) TREATM ENT/SERVICES TO [ 391 correction is prepared and/or executed solly because
98- IMPROVEMAINTAI N ADLS 11 it s required by the provisions of federal and state law,
A rosident Is given the appropriete treptment and
gervices fo malntaln or improve his or her ablliies
spocified in paragraph (R)(1) of this section,
This REQUIREMENT s not met as evidenced
. 1251
Beised on medical record review, and staff and F311 41t
resident interview, the facliity falied to ensure
restorative nursing exerclses were oonsistently Corrective Action:
LlﬂliZBd o ma|ntﬂin Ell:ldfﬂr IBStOi‘E ADL fl.lnCMD'n RNA -pl-ogran] {or rcgid@nt #7’ #24, #’?3’ #88, #107’
for 5 of 5 sample residonts (#7, #24, #73, 455, were ovaluated, revised as needed and care plans
#107) who were referred fof restorative services. update as appropriate.
Tha findings were!
: [dentification of Others:
4. Review of the 6/20114 quartenly MDS , . . .
ansassment showad reslident #7 required mited Bascline review for all paticnts w‘;‘h “é_dm for
aalstance of one persan for bed mobliity and restorative nuising program cotmplote Plans were
trenaicra, For ambutation th resident required evaluatod, rovised as necded and care plans updated
only supervision and one.pereon. Fusther review as appropriate.
showed tha resident wae uneteady during
ambulation and utilized  welker. Review of the System Change:
4129714 rastorative care plan showed the resident Education provided by SDC/Designee to Restorative
required lower extremity oxercisss including Nurse, Restorative Aide, and Therapy Program
ulliization of the nu-stop (stwol) flve times per Manager regarcding provision of restorative nursing
waek fo Improve or mainiain the residents self program, oversight of programs and documentation
parformance of walking, with or without essistive of provided services.
dovices, Review of the b4/14 general cava plan
showed Interventions included working with the
restarative GNA en the nu-step and therapy
FE)RM CAME-2607(02-00) Frivions Verski Obsutele Evant 1D: QUK Faclity [ WYDD1B I continuatlon sheet Page 31 of 81
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F 311 | Continued From piage 4
bands, The following CONGETHS Werd idantifled:

flow record howed the resident received
jastorative servicos only onoe per weak durig
the first and sacond weske. Restorative was
providad thres times during tha thirg week of
June 2014 then riot again unti Ti3/14. .

b, Review of the July o014 restoratlve care

. Review of the records showed no
evidence the resident refused restorative
theraples during aither month,

2 Review of the 725{14 annual MDS

agsistance of one person for bed mobility and
armbulation, and axtansive mesisiance of two
persans o tyansfor, Revlew of the 423114
general care plan showed the resident had
impalred moblity relatad to a hip fracture and
decraased cognition. Interventions included
rastorative sorvices a8 needed. Review of the

was fo receive lower extramily strengthening
axercises and range of motion (ROM) and gait

pasistance three to five timas par week, The
following concems werd identil :

flow tecord showed the resident recelved

time during the third weelk, The sourih weelk in

restorative therapy atall,
b, Review of tha July 2014 resioratlve care

a, Review of the June 2014 restorative céra

fiow record showed the Tesident two times dutlig
the first and second waoks and one time during
ihe third waek, The resident recelved no further
restorative sarvices the remeinder of July 2014.

assesement showed tasident#58 required finited

G/30/14 restorative care plan showed the tesident
tralning with & front-wheeled walker and caregiver

a. Review of the June 2014 réstoraﬂve care

rastorative therapy only ona tme during the first
weik, two times during the second wenk and one

June showed no evidence ine rasident had any

|

R

Fomu-\ CoMa-2657(02-69) Praviotie Yeislons Osolets

Fvent 10;CUXMA

Faoltty I WYDD18

F 311) Monitoring:

The DNS/Designee will moonitor restorative Program
flow sheets and progtam review documentation
weekly, Identified +rends will ba brought to the
canter Performance Improvement Committee
monthly and as needed until a lesser frequency s
deemed appropriate.
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F 341 | Continued From page 32 -F 8
flow record showed the nesldent recelved
restorative services one iime during the first
waolk, two times dgurdng the sagond weak, and
one time during the third and fourkh weeks.

¢, Ravlaw of fhe tecords stiowad no avidence
the resident refused restorative theraples during
elthar.tnonth.

3, Review of the medioal record for resident a7
ghowed a restorative nursing care raferral dated
578114 for restorative services 3 to 5 tImes weekly
to meslat the resident with transfers, galt langth of
parallel bars forwards and packwards, hu-step
lave! 3 resisiance, increase as tolerated, and if
the resident declines {o transfer onto the nu-step
the program should ba completed in patallel bars.
Review of the restorative care flow record
ravealed the restorative program was Initlated on
A113/14. The resident racalvad restorative
servicas on 31314 316114, 32014, 312TA4A,
and 331114, notthe recommended 3 i 5 titnes
por wook, Review of the Aprll 2014 restorafive
cara fiow record showed 2 entries on A1 014 and
414714 n which it was documented, "resident
refusad o work with restoratlve today.” No
additional dogumentatjon was meio avallable
that showed whether staff attempted further
restorailve therapy ot If the restorative progrant
was discontinued. Interview with the resident on
713014 between 10:48 AM and 14:20 AM
ravealsd she was supposed to perform exarcises

with staff but they Just quit comiing geveral ronths
ago.

4. Review of the medical vacord for resident #24
showed a restorative nursing care refetral dabed
5/44{14 for a functional malntenance prograr.
Tha program Included range of motion and
stietching exorcisas fo both lower extranities 3
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Hmes a week, Raview of the May 2014 restorative
care flow record showed enilrias dated 5/16/14,
5/40/14, and 516114 where the resident refused

' | exerclaes, Roview of the testoralive care
progress noles revealed the restorative nutalng
program was discontinued B/3/14 related to
resident refusels. No furthar docu mentafion wee
provided Indicating slaif attempts to perform
restorative servica 3 fimes weekly as ordered.

&, Review of the quarterly MOS aswessrnent
dated 68/7114 ravealed resident #73 had
dlagnoses which Included Parkinson's, and had a
physical impalrment in one of his/her upper
extremnilles that mitod range of mollon. Review
of the madieal record for the resident tevaslad
restorative nursing semvices for malntenance
wefe ordered to begin on 6/6/14 &nd to include
standing hip abduction, hael taisas, hip
extenaion, and hip check with fourth resistance
{March) 3 times per week. The setvices were not
peifurmed three times a waelk as orderad on the
following dates: the waelk of 515114 through
B/11/14, the week of 5/26/14 through 6/1/14, the
weok of 6o/ 4 through 671614, the week of
6/23/14 thsough 6128114, the waak of 830114
through 7/6M14.

8. Interview with the rastoralive GNA on 73014
at 3 PM showed the restorative nureing
department staff were respangible for assisting
residents with recommenied axercises. The
interview further revenled the restorative nursing
program had bean without & supenvising nurss for
iha last month, since the previous supervisor had
restgnad, In additon, she ravealed residents were
not recelving resforative exerclses because thers
was no shough staff snd she wes required to
work oh the floor. The interview further revealad
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™S REGULATORY OR L6G IDENTIFYING INFORMATION) TG CRDSBREFERENGED TO THE AFPROPRIATE DATE
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F 311 | Continusd From page 34 This Plan of Correction is the cenfer's credible
saveral residents who h!:.;d previously recelved allegation of compliance.
restorative exetclses had expetienced an nation and/ar exscullon of s plan of corvection
increased number of falls, ‘:ae‘: H:r!::onﬂfmfﬂ admission gf agrémenq{by ﬁ
provider of ihe truth of tha Jucts allegad or conclhusions
7. intarview with PT #1 on 7/31/14 at 230 PM set forth in the starement of defictenctes. The pln. of
varified resldenta had not besn receiving correction i prepared and/or executed solely becuuss
restorative nursing services as recammended by it s required by the provistons of federal and stata Jaw.
the theraplst for maintenance of ADLs.
F 942 | 483.25(a)(3) ADL CARE PROVIDED FOR F312
ag=k | DEPENDENT RESIDENTS
Aresident who Is unable to carey out activities of
dally living recelves the necasssry gefvices to
malntaln good nuttition, grooming, and parsonal
and oral hyglene,
312 4o
Corrective Action:
1;‘15 REQUIREMENT Is not mt as avldenced Resident #37, #58, 96, #107 assessod for oral care,
' i o6 o nssisi:z i i
Based on observation, medica! record review, Ezﬁgﬁggg‘ﬁﬁg dﬁefﬁsﬁeﬁ;ﬁﬂﬁm
and staff and resldent interview, the fzeiity failed Tothi hed 1aced and plans of care
1o eheure residents who recuirad extensive clo “’g was ;. or;ep aced anc pians oLo
agsistance parforming ADLs r;acelv?&:l assi{gﬁtagna updatod as mdicated.
with hyglene for 4 of 27 sample res ents {37, o .
58, 196, #107} Identified aaprequ‘uing extensive Idontification of Others:
asgistance, The findings were; Baseline audit of carrent residents completed related
to Oral care and personal hygiene needs and Care
1. Raviaw of the medical recond ghowed resident Plans updated as indicated. .
437 was admitted to the facillty on 7130013 with
diagnosges Inchiiing non-Alzhaimer’s dernantia System Change:
Review of tha querterly MDS assessment dated Hducation provided to care staff by the
/22714 showed the resident was moderately SDC/Designee telated to oral care and nssistance with
cognitively impuaired and required limited personal hygienc.
assistance with personal hyglene, Review of the
care pan updated 11/20/13 identified fhe resident
as having a ssii-care defloit. Interventions
included nursing staff providing exten siva
FORM GS-2687(02-86) Frevfous Woralans Olsolata Event 10 QU111 Facillly 40: WYOD1% If cuntinuation sheet Faga 35 of 81
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aseistance with dressing, tollet usa and bathing.
Observation on 7/28/14 &t 1:40 PM showad the
rasidart had long fingernalle and nallbads were
ancrusted with thick, brown matier. Subsequent
ohservations on 7/29/14 and ‘773004 revesled the
resident continued to have long fingetmalls
ancrusted with thick, brown rmattar, inferview with
the resident on 7/30/14 at 8:35 PM revealed she
was unable to vlean or trim higfher Ringemalls,
with the resident stafing, can't see themn good
enough to do IL"

2, Review of the medical racord showed resldant
#107 was admitted fo the faciity 2/26/08 with
dlagnosas that Included roultiple sclerosis,
norAlzhelmer's dementla, and depression.
Review of the quarterly MD3 aseessment dated
4104 showed the resident was moderately
gognitively (mpaired and raguired sxtansive
ansistance with ADLs, Review uf the care plan
updated 1/16/13 identified the resldent &s having
a self-care daficit, Interventions included staff
providing extensire assiatance with dressing and
pathing. Review of the medical record showed
dental consultation findings dated 5/21/14 that
included, "Homecare is poor! [Resident namae}
neads asslstance with brushing and flossing."
The following CONGEINS Were identified:

a. Observation on 7/28/14 al .40 AM
revented fhe resident biad long, jagged fngernalls
wlth chipped pollsh. The naiibeds were encrusted
with thick, brown matter. The resldent's halr was
combed but oily, Bubsequent cheervations on
7i70144 and 7i30M4 showed the resident
continued to have long, Jnggad fi ngemails with
chipped pollst. The nalbeds coniinved fo be
unclean and the residents hatr continuad ta
appear olly and lmp. Additionally, the resident

was obsetved wearg a t-ahirtoh 772814, and

hygiene 3X Weeldy.

lesser fraquency is deerned appropriate.

SATEMENT OF DEFIGIENCIES ) PROVIDERISURPLIERICLIA WULTIPLE GONSTRUCTION :
AND FLAN OF GQRRECTION B ENTIFIGATION NUMBER: ‘f‘zu,wm gl_/ iy
635013 B. WING 08/01/2014
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KINDRED TRAHSITIGNAL C. AN -
N ITIGNAL GARE AND REHARI LITATION-CHEYE GHEYENNE, WY 82001
oA D SOMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION )
PREFIK AGH DEFICIENGY MUST B RECEDED Y FULL PRIEFIX (EAO CORRECTIVEAGTION SHOULD B2 | CEMPLETION
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F 912 | Continued From page a5 F 342| Monitoring:

The DNS/Designes will conduct random monitoring
rounds associated with resident oral care and personal

frends identified fhrough menitoring will be brought
to the center Performance Tmprovement Commitiee
monthly and a8 needed for review by the IDT until a
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F 212

Contlnuad From page 36

durlng an Interview with the regldent and his/her
POA on 7/30M4 &t 10:48 AM, the resident
continued wearing the same purple t-shirk.

b. During an interview with the resident and
is/her POA on 7/30/14 at 10:45 AM through
14:20 AM, the resident corfirmed s/ was
wearing the same tehir as the day before, The
resident revesled when staff assisted himfher o
bad the nipht before, they wars aupposed fo
return and assist him/her with ghanging clothing,
however sfe had fallen esleep bafore thay
raturned. The resident further revealed sfhe had
“not had & hath or hair washed in aweak," and
that hisfher fingernalls had baen polished by staff
about 2 waeks ago, but sthe could not recall the
tast fme they had baen titnmed and cleaned.
The resldent stated, "] have to ask them to trim
and clean my fingemalls and usually they will tell
me they don't have ime and wit do it later ori
pan do It myself, but 1 don't heve strength in my
hands and it doesn't get done.”

c. The residant raportad thet faciity staff did not

aaslst him/her with tofleting every couple of hours,

They changed the resident’s brief In the morning
and before the evening meal and sometimes the
reeldent would notice that his/her clothing was

wat with uring and would tell staff siha needed o

" | be changed. Interview further revealod the

reskient refused showers "ortly If | ‘el raally bad
and | asked If they can do it later, but they never
come back”

d. The rasldent atso revealad that sfhe was
supposed to perfarm axercises with staff, but that
staff had quit coming to do this several months

A0,
o. The resident stated sfhe felt "ilke | have to beg
for help and staff ignore me."

£ Also during this inferview, the resident's
POA revealed the resident’s dentist had wrliten

. F312
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F 312 | Continued From page 37 F 312
an order for staif to gsslst the resident with
brushing and flossing his/her tmeth, but it was hot
baing done. .
This Plant of Correction Is the cemler's eredible
3, Obsarvation on 7/30/14 at 336 PM showed atlegatton of compliance.
rasident #96 had a solled shirt and over-blousa, P d o of this o ,
The dlothing appesared to have spilled food and dg‘::gr’g::ﬁmfﬂjﬁ;ﬁému g Lgf.-.’iﬂ,?f ;'; Iﬁi‘"""”
| fiutds down the front of both arflcies of clothing. At provider of the iruth of the ficts alleged or conclusions
& PM that game day, the resldent had the same set forth In the stotement of daficiencies. The plan of
soflad clothing on. Observation an 8/4/14 at 9 AW correatton I8 prepared andlor executed solely because
showed the resldent was wandsiing on the unlt it i roquired by the provistons of federal and state Iz.
weating a solled sweatshirt, Raviaw of tha
6/30/14 quarterly MDS assessment showed the
resident was sevesely cogriltively fmpalyed and
required exiensive gssistance with dressing and
persenal hygiena.
A. Review of the 8/17/13 annual and the a4
and 8M 714 quarterly MDS assessments showed
resident #58 required extendive assistance with F315 \,a,,\ \ "
parsonal hyglens and grooming. Observation o 9 |
71284 at 206 PM showed the residents halr Corrective Action:
was uncombed,
. Assessment completed for resident #14 to defermine
Interview wiih the edministrator and DON on current howel and bladder status and elimination
18114 at3FM revealed thay had no comments needs. Care Plan updated to roflect status
ko make regarding resident grooming. - ’
¥ 315 | 483.25(d) NO CATHETER, PREVENT UTi, F 315 gt i
=D | RESTORE BLADDER Tdentification of Others:
Based on the rosidents comprehensive Baseline audit of high risk rosidents for bowel and
asnessmant, the facility must ensure that a bladder control and elimination needs completed and
realdent who enters the faclity without an caro plams updated as appropriate.
indwelling cathatet fs not.catheterized unless the ]
resident'a clinlcal condition demenstrates that Systemic Change:
cathalerization was necessary; and a yasident '
who I8 Incontinent of bladder recelves apprapriate Education provided to care staff regarding
freatinent and services to prevent urinary tract incontinence care and toileting.
. 1
FORM GME-Z#S?(DMEI} Pravioue Voralens Obaolate Ewont it OUR11H Eaciljy 1D WYDK 1B 1 continuatlon sheet Page 38 of 89

“wa<:) Fasif



PRINTEL; 08/16/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES ¥ORM APPROVED
CENTERS FOR W ICARE Mm(ﬁ[ﬁ_’u‘ﬁﬁ)ﬂ(ﬁ'ﬁ_—— OMB NO. 09236-0321
STATEMENT OF DEFICIENCIES (44} PROVIDERJSUPPLIERICLIA (°2) MULYIPLE CONSTRUGTION (%) DATE BURVEY
AND PLAN OF CORRECTION \DENTIFICATION NUMBER! A BULDING _ SOMPLETED
C
535013 8, WING e n 0BINAJ2014
NAWE OF BROVIDER OR SUPPLIER TrERT ADDRESS, CITY, BTATE, ZIP CORE
4126 HOXELDER DRIVE
KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE GHEYENNE, WY 82001
XD SUMMARY STATEMENT OF DEFICIENGIES n PROVIDER'S PLAN OF GORRECTION \ 5)
PREFX (EACH DEFICIENGY MUST BEE PRECEDED BY FULL PREEIX (EACH CORREGTIVE AGTICN SHOULD BE GOMPLETION
A3 REGULATORY OR LG IDENTIFYING INFORMATION) e CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
{
E 316 | Continued From page 38 F 816 Monitoring:
Infactions and to restore &8 mueh normal bladdar o ) -
funciion a6 posaile. DNS/designee will perform rendom monitoring
rounds associated with incontinent residents
’ 3XWeekly. The BED/Designec will conduct random
This REQUIREMENT Is not met as evidenced catisfaction interviews with residents and/or
by . responsible party wookly.
Baisﬁed on ubs%waﬂ;n. {ﬂ&dcﬁé rac:{:rd revif:w,
resident and staff Interviaw, & review of faciilty Trends identified fhron, itoring wi
poticy end procedures, the faciity fallad to provide 4o fhe cefter peﬁﬁﬁaﬂﬂﬁggﬁ,’;ﬁﬁg’e br_o ught
mimittee
appropriate and Himely tolleting fo restors as monthly and as needed for coview by fhe IDT nti
B osmal bladder funotion as possible for | of losasr froquency is deemed i untl e
12 sample raskionts (#14) with fncontinence. The quency is dsemed appropriate.
findings weare.
Review of the quarterly MDS assassment dated
124 for resident #14 showed the resident wasg
cognithely inteict, Was frequenty incontinant, and
rbquired the axtensive asslsiance of 2 or mofe
persgns for follet use. Review of the residents
cara plan for incontinence, lest revised on
10/23113, showad 8 goal of wresident] will be
continent during waking hotirs throtgh the Teview
dote," with a target date of 101614, Interventions
inciudad "Prampted sohedule as required fof
incontinence” and "N rag jrwsrsing] stafl to provide
exiensive assistance with Tollst use.” During '
intarview with the BON on 8HA4, poginning at
11:65 AM, she was unahle to define what
“prompted schedule as required for Incontinence”
meant for this rosident, Review of facitity policy
and procadire tijed "Prompted Volding," provided
by the facility on 81/14 showed that prompted
yolding Involved 2 resident being protapled to
ioliat on & scheduled hagis, The polley did not
define thet schedule.
Continuctys observallon of tha the resident on
712674 from 2:30 PM o A:52 BM showed the
resident was not tofletad In that tima period.
ryrther obeervation in that time period ghowed
FORM CME-537{02-20) Previnus Varslons Ohzolol Event 1D: OUKAN Faciity 10z WYCDD If gontinuation shest Page 90 of 01
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inferview on 7/28/14 at 2:45 PM the residant
stated that sha could fael "a Iiiie” when sihe
naedad fo void, but was "navar tolletad” and that
s/he wore an Inoontinence brlef that was changed
by staff after Incotitinent episodes.

483,25(h) FREE OF AGCIDENT
HAZARDS!SUPERVISlONIDEVICES

The faciiity must ensure that the resident
environment remains es frec of aocident hazards
as {5 possible; and each resident receives
adequate suparvision and mgalstance devices fo

prevent accidednis.

This REQUIREMENT is not met as avidenced

by

Based oi ohservatlon, madical record review,
gtaff, residert and family interview, review of fall
documentation, and review of faclity policy and
facility falled to ensure pifaciive
supervision and intarventions were implemnentsd
{o prevent ol for 8 of 9 sample residents {#24,
%70, 1189). As & yesllt, i

sarious avoidabla injuries
oceurred to sample rasldent #89 and the potential
for serious injury oceurred wih resident #24, In
addilion, & determination of immecdiate jeopardy
was made for 4 0f 9 sbsefved sample residents
(#24) with preventative measures not consistenty
utlfized, and 1 resident {188} who required diract

b e
FORNT CHG-20

323

staff supstvision to prevent falls. The findlngs
wels

_m-'-_—-—-“‘-'—_
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F 315 | Continued From page 39 F 315
access fo the bathroom in the resident's roorm |
was obstiuctad by the bed, making It Impossible Ihie Plan of Corveatior Is the center’s credib
e e & wheslchais Into fha bathraom, During én e aphance. s rodile

Preparation and/or axocution of this plant of correction
doex not constifle admixsioit or agreement by the
provider of the truif of the foois alleged o conciuslons
seiforth in the stafersht of defictencies, The planof
corvection Is prepared andlor execuled solely beoause
It i regiatred by the provisions of federal and state law.

F323 4 ]gw ™
Corrective Aetion:

Assessment completed on. Resident #24, during the
gurvey for fall risk in relation to the immediate
jeopardy citation. Resident was found to have safely
devices i place as ordered and no adverse affects
associated with safety device placement or funetion.
Resident 1170 reassessed during the survey fox fall
risk, Both residents were re-evaluated with regard to
jrterventions to prevent falls, new orders gbtained
and care plans updated as appropriate.

Regident #89 is discharged.

If continuation shest Page 40 of 81
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. |
F 323 | Continued From page 40 F323| Identification of Others:

4. Raviow of the medical vecord showed residant
#24 was edmitted to the faciity on 4/11/13 with
dingnoses Including non-Alzheimer's dementia,
Hunfington's disaass, and arthiitis, Review of the
yuarterly MDS assessmant dated 4/12/14 and the’
annus) MDS essessment dated 7111114 identifled
the resident ss beling at risk for falls, The
quarterly MDS assessment datad 411/14 also
showed the resident had expetiancé 2 ar more
falls elnca the previous assassment had been
capletad. Review of the CAA dated 7M114
showed the resident was at risk for falls due to
decraased mobliity, Incontinence, dementia,
disease processes, pain, medications, and history
of prior falle, Review of the gare plan updated on
5/10/14 identified the resident a6 being at rlsk for
falls secondaty o decreased mobliity, decreased
cognition, and history of falls, incontinenca,
Huntington's choraa, paln and medicatlons.

Dated interventions included encouraging the
resident to request assistance as needed
(7/643}, tab atarm whon In wheeichale (7/6/13),
educate/remind hir/her to recuest assletance
prior to transfesTing (7/16/13}, monitor medicafion
gid effects and report to physician (7116113),
refar physical therapy evaluate and troat B8
needed (7/16/13), hall side rails X 2 to ald with
positioning In bed {10M/13), bed In low position,
alarming prassura pad in bed, dray fioor pad and
fip mettress (1011 8/13). In addition, antl-tip bars
and rollbacks were suppased {0 be applied to
wheelehalr and maintenance were supposad o
chack for proper positioning (1018718). The most
currant Intervention dated 7114 was placing the
rasldent on tha falling star program, Review of the

falls dooumentation from 114744 through 7/8014
ghowed e resident had experienced
unwitnessed falls on 1/16/14, 714, B34,
B/7/44, and 772411 4. Raview of the fall dated

A baseline sudit of center residents with safety
devices was completed during the survey. Patlents
identified as high risk for falls and those experiencing
fafls In fhe prior 30 days were reassessed, physician
orders valtidated and care plans updated.

Systern Change:,

Réduncation provided by the SDC/Dosignea to care
staff regarding epplication of safety devices,
validation. of placement and fall prevention measures.

Monitoring:

The ED/Designes wilt monitor safety devices for
placement accoxding to physician orders 3Xweekly,

A Fall Conumittee Meeting will be conducted weekly
to yeview fall trends and interventions. Tdentified
trends will be brought to the cenfer Performance

_ Improvement Commitiee monthly and as needed vntil
a lesser frequency is deemed appropriate.

Fralily iDs WYDO18 It continuntion shent Page 41 of 81
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F 323 | Continued Frotn page 41

transporied io the amergency

dated 318114 showed

residents with ADLS,

RN G#9-2867(02-09) Provious Vessong Obsolela

evaluation, Review of & phyelcian's prog
“recommendations -
Aways have a medical asslstant socompany the
patient for office vighs, Pt [patient] suifers
dementia, agitafion, and 1 prona to falisl” The
follawing concerns werg jdentified:

a. Obaetvation on 7/30/14 at 30 AM
revealed the resident was gaatad in hisfher
wheelchalr beside the fow bed.
alarm clothing cfip wes clipped to the cord and
the unit was lumed off, Aleo, thars was \io
praseure pad alarm In the wheslchalr. The
resident self-ransferred from the wheeichalr to
tha low bed using unsteady, Jerky movemonts.
LEN #4 was notified and yerifled the resldent
should have had the tab alarm clipped to his/het
shirtand a pressure ped alam iy ihe wheelchalr.
LPN #4 was unavere the tab alarm was not
wirned on or In place, and stated the resident
"orabably took the ftab] alann off
the time of the cheervation revea
wata responsible for making sure
Intervantions were i place ctt gach ghift.
However, restorative was supposed 1o check
alarms to ensure batterles were replaced and the
alarme wers warking propery woekly. She also
revealod CNAS were responsible for making sure
alarms were in placa when they nssisted

1116{14 revesied the resident had been
dapartment for
rass nota

The resident's tab

b, Review of fall dooumentation revealed
findings of the unwitnessad fall on 6/7 7114 included
the: resident had reroved the kb alarm mohltar
from Rismer shirt. [n addition, the resldent's
whoalchalr was supposed 0 have been equipped
with anti-dippers, which were not n plage, and
anti-rollbacks, which did notto
L(anti-tlppers prevent the wheelchair from flipping

uch the floor

v [nferview at
ied nursing staff
fal) prevention

Fa23

Event L O

Faclly iD: WYOU18
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F 823 | Continued From page 42 F 323

over, and anti-rollbacks prevent the wheelchelr
from roliing back !f their ubber-tipped stoppers
contact floor surteces). The anti-lippers and
anti-roliback devices had been implementad as
fell pravention measures on 1611813,

c. Interview with the restoretiva GCNAON
7130114 at 3 PM showed the restoralive nursing
daparirment staff were respansible for checking
residant alarms (o ensure they wera In place and
functioning properly dally, However, the last time
fhe alarms were checked was on 8/29/ 14
hesause she was required to work the floor
mstead, The interview further revealed the
restorative nursing progre:m had been withouta
supervising nurse for the last month, singe the
previous supeivisar resighed. In addiion, she
revealed rosidents were not recelving restorative
sxerclses of showers, end several residents who
had previously recelved restorative exercleas had
gxperiencad &an Increased number of falls. The
CNA verified fiere wera 3 notebooks which
contained documentation for the restorative
program and daily alarm documeniation that were
Jocatad In fe restorative nursing affiice. Hawever,
when the CNAwent to refrieve the noteboolk
containing the daily glartm check documentation,
tha notehook was "ml ssling."

d. interview with the DON oty 7130714 at 6:65
PM variied facllity stafi wete aware the resident
oftety removed histher tab alarm. She also
verliied the ieb alarm continued o bo utilized a5 a
preventative fall [ntervention for tha resident and
should have been aftached 1o hig/Mer clotiing and
turned o,

a. Review of the fall cara ptan initiatad &n
7H6/13 denflfied the residant as baing &t risk for
falling, however, the resident Was not placed on
{he falling star program Lt 57114, The care plan
further showed na new fall prevention

FORM CMS-26a7{02-08) Pravios Yarsions Cbaolnte Evant 10: DUX Y Facllity 2 WYD01E IF cordinuation shieet Page 43 of 84
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Interventions were initiatad after 617114,

2. Observatlon of resident #8 on 712814
showed a periosbital hematoms (a black ays) on
the right side. Review of projress notes showed
in the month of July, 2014 the resident suffered
falls on 713114, 7I6FA, 7114, TH2/14, and
7130/14, Review of the rosident's cave pian for
falls, last revised on 5214, showed the resident
did not ks alarms, and would "cut tham up K they
wore placed for gafoly.” Review of 2 physiolan
tolophone order dated 7110114 ghowed en order
to "DG [discontinue] alarms it [related to}
rasldent cuiting alarms. Start 15 minute checks
reovaluate on THAM4 with 10T {interdisciplinary
tearm)] team.” Review of & progress note dated
7114114, imed A:01 PM, revealed "IDT NOTE
FOR FALLS - ...Continues Q [every] 16 min.
[minute} cnecks.” Interview with {LPN 2 on
713014 et 10:50 AM ravealed safoly cheoks wore
the nurse's responsibility, and were not delegaiad
to GNAg, The following concorns were identiiled:

o, Review of Resident Manitoring Tool forms
showed Incotnpleta or missing documentation of
safely checks. On 7i10/14, thera was no
documentation Indicating thiat safely chocks were
performed between 546 PM and 7:45 PM.

p. On 7/11714, there was no documentation
indicating that safaly chacks were performed
between 10:46 PM and 11:46 AM.

o, On 7112114, there was e docutvientation
Indicating that any safety ohoaoks werg performad
during the enfire day untlh the resident fell at
approximately 10:15 PM, at which time tha
regldent was found on the floor In hisfher oM.
Progress notes dated 7142114, tmed 11325 PM,
showed “Bepinning of ahiit resldent saen in bed
watchlng v @ [all 2215 [10:16 PM] cha got this
rurse, entered room to find resident on fiooriying | l_

O (ME-2587 (7R-00) ProvioUa Varakns Cheololy Event I, OUXH " Facily 1 WYDO1B 1f continuntlon shaet Page 44 of 81
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vight side by ped, Whan asked If anything hurts
statea my head. Resident has bruise right
forehead with rajsed lump. sm [small] ebrasion
right cheek from eyeylasses which broke
{frame)..."

4. On TH3/14, there wes na documantation
indicating that safety checks were performed
batwaen 3:15 PM and 945 PM.

a. On 744114, there wus no documentation
indioating that safaty chacks were performed
between 2:30 PM and 045 PM.

£ On 7118414, fhera was ho doournentatlon
indlcating thet safety checks were parforned

petween 6:16 AM and 1:45 PM.

g. On 7HMBM4, there was no documentation
indioating that safety checks were parformed
pbelhween 6 AM and 145 PM.

h. On 7120114, theve was no gosurmantatlon
Indicating that safely chiecks were perform ed
petween 6 AM and 9:45 PM. .

1, From 7422014 to 7428/ 14, there was NG
documentation of safety checks at all

j. From 7/28/14 through 7/20/14, there was
no documentetion of safety checks at all.

k. Documentation of safety ohecks began
again on 7/30/14 at 492 AN, Review of progress

wSeon In bed at 2330 [11:30 PM) remains on Q
{every] 15 min [minute] sefely checks, At 11:45
AM CNA called 1his nurse to rootn reeldent on
fiaor lying on fight slde. Resident alort atates
head hurt, Body audit reveals blood and
lacatation 1.6 cm postarlor left head...3ent 0
fhosplial] ER [emergency room] via emergent

| e
£OTIM EME2867{02-08) Previous Visions Cheolale Eveni In:ODXT

ambulance at 0019 [12:16 AM]"

i, An interview with the DON on 7780114 ak
1125 AM, sha contirmed thera had been no
gafely checks dona on the resident the evening

notes dated 7/30/14, tmed af 12:28 AM, revealed

i B

prior ¢ the fail with injury on 712014, steting,

Eudilty 15t WY0018 1 sondlnuation sheet Page 48 of 84
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Continued From page 46
IThers are no 16 minuis gafaty checks from
yesterday because [8/he) was fine.”

3, Review of the medical record showed rasidont
570 had baen admitted fo the faclilty on 120106
with dlagnages including non-Alzhelmer's
dementia and stroke. Review of the quarterly
DS assessment dated 71044 vevosled the
resident was cognifively impaired, made poor
decigions, tequlred cues and supervision, and
had Impalied communication, The resident wes
also ldentifled a8 reaquinng extansive assistance
from etaff for wheelchalr mobility, and had
axperienced 2 of more falls slnce the prior MDS
assassment, Review of the care plan Upda
7125114 showed she Wes ot risk for falls related
1o confusion/dementla, poor gormmunication,
deceased mobllity, incotdinence, diminished
gafely awareness and a histary of falis. Dated
intarvantions mcluded using bedslds Impact
absorblng floor mat while In bed (5/23/12), lipped
riatirase (5/23112) bed and chalr elacm
(6/23112), uslng 8 rechanical Jift fof transfers
(B/24H2), therapy soveen fot wheelchald
positioning (81714, whaelchalr cusnlon to be
reptacad with pormimel cushioh (7128M14),
filt-spuce whaglchalr in place, cushion with Valero
1o prevent silding (7123114}, Review of falls
dacimentation addiionatly roveatad the residant
gxperience an unwlinessed fall o 72114 and @
witnessed fall an 71 8/14, howaver, no 10T
post-fall follow-up was documentsd for elther
fncldent untl 712384, at which time the IDT
racomimended using a pormimel cushion intha
resident's wheelchelr. On 7/20/14 at 6:30 PM the
DON provided an ardar form for & flip down
pommel cushian dated 7120114 and timed 458

¥ 323

PM (6 deys after the |07 recomimendation was
made). The following CONGEINS Ware identified:
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floor beslde hisfher bed, The
on, however, the alarm had not
and the batteries had to be raplaced.

was askeop In a low bed, and the
rolled up and leaning against the

gray

beside the bed.

¢. Raview of the
811114 shewed the
wheelchair essessed, proparty positioned,

physical

education ongoing. ™

positioning (2 £ PNs and 2 CNAs)
d. Interviews

fhe past couple
any In-servioes,
dlificust to figure out, one
in @ different place.”

gliding out of hisfher wheelchalr * 8"

was again ohsemvad sliding out of hisfher

made availatie
rofarred to and

FORM GME-2507 {02-95} Previous Varslohs Qsolote

a. Review of fall documeantation dated 3120114
showed the resilent was found on tha maton the
alarm was tuined
been sounding

b, Observations on 712814 at 9:40 AM and 3
PN, and 7i28/14 at 4220 P4 revealed tha resident
mat was
foctooard of the
ragiden{s bad, instoad of buing on the floor

thetapy note dated
acidents poattionlng In

wheelchalr and oushion are approprlate ~stafi
Ravlew of & staff tralning
documentation form with the sama date showed
4 etaff members ware aducated on wheelchalr

with CNA#11 and CNA#1Z on
7129114 st & PM revealed they did not recall any
in-services related to positioning the yesident
propetly in hisfherwheelchalr. CNAZI stated,
"itha resident] has had several wheelchairs over
of months but we've nevar had
and soma of them have best

of thern the brakes were

o, Review of nursing documentation dated
711414 revaaled the rasident was abserved
flnes and
roquired staff intarvention 1o prevent failing,
Additional nursing nofes ghowad physlcal tharapy
was not notified untll 7118114 when the resl dent

whaalchair and staff had to {ntervene to pravent
{ha resident from falling. No docurmentation was

to show the resident had baen
avaluated by physleal therapy.
s
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Additionally there was nty documentation relating

to the varlous types of wheelchairs until & nursing
note dated 7/26M4 Indicated the resident wes
currently uilizing & tit in space whaelchalr whicht
raciined In an atieropt io reduce fhe risk of the
yesldant faling forward and siiding put of the
wheelohalr. Review of the care plan did not reflect
ihe wheslchalr changes.

f, Interview with PTAH, who elso acls &8 the
rehebiiitaion director, o 7i31/44 at 1:30 PM
raveated not all faclity ataft ware In seiviced on
positioning e resident in his/her wheelchalr,
usually several gtaff members were educated,
theh they educated other atait durlng shift report
when on shift wend off duty and another shift
came on duty. She aiso ravesled she had
evaluated the resident saveral imes and saveral
different types of wheslchalrs hiad been used o
tmprove the yesident's posture and reduce siiding ) '
from tha whealehalr. ahe further distlused she
did not document avery time she performed 2
physical therapy straening agsasement for
rasidents. No brdditional documentation was
made available related to physical therapy
sareaning and recommending different types of
wheelchalrs of ataff education related to tha
oparation and positioning of the resident In the
diffarent wheslchalrs.

On 7304 at 3:05 PM the acting adminlstrator
was notified of the immediate jeopardy- The
faclity's plan showed immediate changes a8
follow:

2. Staff educailon was parformad by profasslonal
ficansed staff for proper application and
placemet of fall Intervention equipment prio? to
starting on shilt

b. 100% audit by fioor of ali 216 safety devioss to
valldate placement in gocordance with piyalcian

orders,
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¢. Reassesement of Morse Fall risk Initated for
100% of the 18 high-risk rosidents based on falls This Plan f Correction is the center's credible
In the last 30 days. allegtion of compliance.
d. Interviaw Pf floor steff on monitoring safaty Preparation and/or execition: of this plem of correction
devicesiequipment throughout the day. does nat constilute adwission or agresment by tha
e, Agsessment complstad on the resident in providar of the truth of the fcis allesed or concliisions
irmeciate leopardy, with no adversa oulcome. ‘set forth n the statement of deflciensles. The plan.of
Further, the fachity validated the resldent hed carrection is propured andfor exscuted solely becmise
physictan ordeted safaty devices In plece. 1¢ ix roguired by fhe provisions of federal and stale faw.,
The action plan was accapted on 7/301 4 at 527
PM and the inmediate jeopardy was remnoved at
that fime. However, the deflclent practice
remainad at a level G
F 326 | 483.26(K) TREATMENT/CARE FOR SPECIAL F 328
55=0 NEEDS
“The facliity must ensure that rasldents recelve
proger treatment and care for the following 328 4 \‘?ﬁ ‘M
speclal services:
Injentions, ) Corrective Action: :
Paranteral and enteral fhuids;
?ﬂgﬁgg{é rtrjlr;ra‘t::rrz;?tnmy, or ilepstomy care; Rgs_ident #63 respimtory status assessed, ph}{sician
Trecheal sucfianing! nohﬁetli and respiratory reatment orders reviewed.
Rasplratory care; Care plan. updated as indicated.
E?g;&i?é: nd Identification of Others:
A baseline audit of medication administration records
This REQUIREMENT te not metas avidenced completed for those with orders for inhalers to
by: validate administration as ordercd and post treatment
Based on madical record raview and resident agsessment
and staff inferview, the facility failed to ensure
Jesidents recolved the necasaary treatment for System Change:
regphatory care for 1 non-sampie resident (#83). Friuoation provided by SDC/Designee to nursing
Th findings weret personnel regarding provision of treatments a8
ordered. :
\ During an interview with resident #63 on 71304 reere J
. S I
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