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

This is Part 2

(For Part 1 look at the previous survey with same survey date)
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|
F 328 | Continued From page 49 F 328| Monitoring:
at 2:40 PM, s/he said a/he had not recelved the Medication and Treatment adiministration records will
12 PM breathing tresiment, The resident be monitored 3 X Week by the DNS/Designes for
indicated s/hie was short of breath, An interview troatment administration as ordered. Identified trends’
with the resident later that day &t 740 PN will be submitted to the cepter Performance '
revgfllegl E;‘lh; ha;gu{rmtf);ﬁg?ﬁz];?fstmy siolant Jmprovement Commiitee monthly and as needed until
medloation, Review ¢ cians a lesser frequency 1s deemed riate,
ordar showed an order for Duonab nabulizer or frequency 1 docmied spRTOPES
treatrments four times a day. Review of the
714114 quarterly MDS assessment showed the
resldent had diagnoses to include COPD (chronic |

obstructive puimonery digease). Further, it
showed she was cognitively intact. Review of the
July 2014 MAR showed there was no
dosumentation to indicate the rasident racelived
o declined the medication on 713014 et 12 PM, 4

PM or 8 PM, During an intarviaw with the DON on Tgis Plan of Cortection i the conter's credible

8i114 aécil 45 PM, she acknowledged the nursing allegation of compliamce.

=iaff needed to give the medication as ordered of ="

indicate why it was not administered. ?ﬁiﬂ’ﬁiﬁ'&ﬁé’ﬂﬂﬁﬁﬁ E{fﬁiﬁ'ﬁg b‘;} g:ariaﬂ
¥ 520 | 403.25(1) DRUG REGIMEN 18 FREE FROM F 320| provider of the truth of the facts alleged or conclusions
854D UNNECESSARY DRUGSE . sei forih in the statement of deflciencies. The plan of

correction s prepeved andlor executed solely becouse

Each resident's drug regimen must be free from it I reqpuivad by tha provisions of foeral and state la.

unnecessary drugs, An unnacessary drug fs any
drup when used In sxcessive dose (including
dupficate therapy}; of for excassive duradion; o
without adequate monitoiing; of without adequate
ingloations for fts use; or in the prasence of
adverse conseguances which {ndicate the dose
should be reduced or dlscontinued; or any

combinations of the reasons above. \
, F329 ghMin

Based on a comprehonsive asgessment of a

resident, the facility must Snsura that residents Corrective Action:

wha have not used antipsychotic drigs are nod

given these drugs unless antipsychotic drug Resident # 96 reassessed for psychoactive medication

therapy is necassary to troat a spaciic gondition vse, regimen reviewed by physician, sationale for use

as diagnosed and docurnented the: clinical specified, and bebavior monitaring sbeets clarified.
1.
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1

FORM CMS-2667(02-68) Proviows werstona Dbaclele

ragord; and residents who use antipsychatc
drugs recelve graclual dose reductions, and
hahavioral Intarventions, urjess ciinically
contraindicated, In & efort to discontinue thess

drugs.

This REQUIREMENT is nat mat as avidenced

by-

Rased on chservation, medical recard raview
and ataff interview, the facliity falied to adequately
monitor 1 of 8 sample residents (#08) with
antipsychatic drug use, The findings wers:

Review of the inpatient paychlatric evaluation
dated 87/05 showed yesident # 96 had
diagnoses to includa dementia and bipolat
gisorder. Further, tha resident recelved fhe
medicstions Zyprexa (antipsychotic) and triteptal
{anti-sslzure medication), Reviaw of the Juna arid
July 2014 MAR showed the resident was ordered
Zypraxa 16 my &l bedtime daily, and 10 mg every
morning. in additien, trilepial 300 mg was o be
glven evety 42 hours. Further raview of tha MAR
showad the madications were ordered at the
aurrent dose on 922710 for bipolar disorder.
Review of the "Note To Attending
Physlnianll”rescﬂber" dated May 2012 showed
the rasident's condltion was stable. Barther, It
showed the following statement was checked!
apgtient has had good response to treatment and
requites this dose for condition stabifity, Doso
reduction 18 conkalndicated hecause henefits
outwelgh sisks for this patientand a reguction Is
Bkely to Impalt the rasidant's function andfor
cause poyohlatric Instubllity..." Review of the

Arvandit of residents with psychoactive medication
will be completed to validate documented rationale
for use, accumats behavior monitoring and care plan.

System Change:

Education will be provided by the SDC/Designee to
nursing and social services personne] related to
psychoactive medication ugo and behavior
moniforing.

Menitoring:

"The DNS/Designee will monitor behavior monitoring
fiow sheet records for accuracy weekly,

Sacial Services/Designee will review psychoactive
drug regimen for appropriate rationale for use and
GDR noeds, monthly for those scheduled for
assessment according to the RAT schedule.

Identified trends will be Hrought to the conter
Performance Tmprovement Committee monthly and
as needed until a lesser frequency Is deemed
appropriate.

Event I QUXIN
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o4y SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION )
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DETFICIENCY) .
F 320 | Gantinued From page &1 F 328
physloten/ pragoriber hote dated 3120713 showsd
fhe same stafement wes shecked, The
“Unnecessaty Drugs/RiskiBenafit statament'

dated /2813 showed tha following statement
was checked; "The current madicstion regiment
gllows the resldent fo function at thelr highest
practicable well being." The following ceneems
with medication management wera {dentified:

a. Dhservaiions on 713014 st 3:40 PM and
BM/14 af D AM showed the resident wandered In
the hallways and common arsa of the unit.
Intarviews with CNAs 35, #8, and #9 on Tr30M4
at 3:40 PM revealed he resldent wandered dally
and had for af least a year. They further stated
e rasident kicked staff daily whila attempting to
provide care and the behavior had become Warse
recently.

b, Durng an ohseryation on 71514 nt 2:55
PVt the resident was in bed and had removed
hisfhes incontinence pad full of stool and thrown it

goross tha room. Stool was aleo found inthe bod
with the resident, The ADON indicated the
behavior was not unusuzl for the resident.

c. Review of the 5/30/14 quartarty MDS
assessment showed the reaident had no
behaviors to inchide wandeting or rejection of
care, Raview of the anti peyshollc hehaviar flow
sheats showad behaviors (o ba monitorad
mohsced agitation, yeliing out and salf lsolation.
There were no behaviors noted to show the
resident wandered dally, Kicked the stafl or
rumoved solled moontnence pads and threw
them aoross ths room.

d. Acorrespondence from the physician
datod 88114 showed he had been the restdent's
primaiy care provider slnce November 2013,
Further it stated the medications had not been
adjusted dus fo the resident was well controfled.
]E: then repotted the residenta behaviors

FORM CNIS-258T{D2-00) Previous Versions Obsaieto fyant 10:OUX111 Faciily 10; WYOM 1f contiruation sheet Page 52 of 51'
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£ 329 | Continued From page 52
Inalléded agitation and aﬂ]gresslon towsard other
rasidents and staff and these hehaviors ware iy Plast of Coprection fs the corter’s credth
monitored by staff each shift, However; review of aﬂ:garla;quffagrn;lmanze. e ceter's rudibi
the the behavier monlioring shests and nurses
nates for June and July 2014 gid notIndicate the zorzmgﬂm ;ﬂar e:;jw:m af this plan O.tf;Drhrzcﬁnn
y ¥ rot constitule admission or agreetien iy &
:?:h a:&:;“ E;ODEIB: '?:I,,‘ed l‘gg: being documentad and provider of the truth of the frcts aileged or conclusions
P ye N sei forth In the slatement of deflciencies. The plan of
F 382 | 483.25(m){1) FREE OF MEDICATION ERRCR F 332] ‘correction is prepared andior excuted solely becanse
se-iz | RATES OF 5% CIR MORE it is required by the provisions of federal and state law.
Tha facility must ensure that It is free of
medicatich eror rates of five percent or groater.
This REQUIREMENT s not et as evidenced
hys
Based on medlcal record raview, observation F332 a. bﬂ ‘ [4
and staff intarviaw, the facilly falled to maintaln & ' .
medlcation amor rate under b pascent (%), Thiee Corrective Action:
medication errors were observed out of 28 rrective ACTon:
oppottunities for error, which resulied I &n error ) .
mte Of 10_‘]’(!/&’ 'The ﬂndings were: Rﬂsldﬁnt #90, #91 aﬂd #73 aSSCBBed and- datﬁ]'ml’ﬂﬁd
. . to have no adverse yesponse associated with
4. Obsatvalion on 7/30/14 at 3:30 PM showed RN medication administration variances.
#2 administered resident #91 Simvastin 20 mg.
Reviow of the physiclan orders dated 7418/14 Identification of Others:
showed the medication was to ba given at
hedtima. An audit of medication administration recorsds for the
) previous 30 days completed for current residents,
;2 %?nﬁmﬁsﬁrgggggﬂﬁ ;ﬁgjﬂ;ﬂ g'hozﬁd RN Physicim notified, orders obtained/clarified if
L) 4 - H te 1
e Of tle physician's orders datod 612114 indicated, and care plan updated as appropriate.

showed the medication dose to be administered
was 0.8 mg. In addition, the medication was o be
given at bedtime.

An interview with the ADON on 8//14 at 2240 A

FORM CMS256702-5) Previous Versions Checlale Byent 10y OUX11 Facllly 10 WYOO 18 If continuation sheet Page B3 ket
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835019 B, WING 0RA01/2014
HANE GF PROVIDER OR S8UPPLIER BTREET ADDRESS, CITY, STATE, ZIP DODE
31728 BOXELDER DRIVE
KINDRED TRANSITIONAL CARE AND REHARILITATION-GHEYE CHEYENNE, WY B2ODT
(x4} I BUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION o)
PREF (BACH DEFICTENGY WUST 56 PREGEDED BY FULL PREFIX . (5ACH CORRECTIVIEACTION SHOULD B BOMPLETION
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b
i 232 | Continued From page 53 Fam2 System Change:
varified the medications Flomex and Slmyvastin , o \
were to be admintetered et bedtime, Further, the Edm:,atu:m and GPIppetency validation related to
BON confirmed the most recent signad medication administration completed by the
rocapltulated physiclan orders showed the dose SDC/Designee for licensed nursing stafl. '
for Flomax wasg 0.8 mg, not 0.4 M.
Monitoring:
a. Obsarvation on 7/28/14 at 6:36 PM showed
rosident #73 (who had a diagnosis of Disbetes The DNS/Designee wiil monitor medication
Meilitus (DM) and was insulin dependent) wes pdmidisiration records for indication of omission or
administerad insulin Novolog 6 units with a error 3 X weekly. The DNS/Designee will conduct :
reported BS (Blood sugar level) of 85 mg/dl at 4 random observetion of medication edministration
PM, by RN #1. Review of the medical record 3xweekly, Identi . .
" y. Identified trends will be brought to the -
reveslad an order dated 7/28/14 at 3 PM to “hold centor Performance ] tC .
8 units of Novolog ineulin when B8 s < (less 1y and umco Improvement Committes .
than) 70 [ng/dil". Interview with LPN 31 on monthily and as l}eeded uniil a lesser frequency is
/{3014 5t 8 PM verifled the Insufln should not desmed appropriato.
have bean glven based on current physicien -
ordets. :
F 333 | 483.26(m)2) RESIDENTS FREE OF F 333 B . -—
58=D SIGNIFICANT MED ERRO RS This Plan of Carrection s the center's credible

The facilly must ensure that residents are free of

any significant medication erors.

This REQUIREMENT Is not met as evidensad

by

Based on ohsetvalion, medical recotsd review,
poficy and procedura raview, and staff' intarview,
the facillty fallod to prevent a significant
medlcation arror for 1 of 2 sampla restdent (#73)
related to nsulin administration. The findings
were

Observation on 7/28/14 at 536 PM showed

aliegation of compliance.

Prepardtion andfor execution of this plan of correction
dloss not constitute admission or agreement By the
pravider of the trith of the facts alleged or conclusions
sai forth in the stafement of daficiencies. The plait of
correction 1s prepared andlor exected salely because
i ix required [y the provisions of federal and stale law.,

7\

regident#73 (who had a diagnosis of Diabetes 1333
Mallitus {PM) and was insuiin depandent) was
adminlstared nsulin Novoleg 8 units wiih a l_Correc‘t'we Action:
FDRM CME-2567(02-08) Previows Varslons Ohatiate Evant 10 OUX T Faclly 1 WYoHs If continuation sheat Page 84 of-g{
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DERPARTMENT OF HEALTH AND HURMAN SERVICES FORM APPROVED
_CENTERSFOR MEDIGARE & MEDICAID SERVICES OMB NO, 0na8-0381
GTATEMENT OF DEFICIENCIES 1) PROVIDERSUPPLIER/CLIA W
[epraemormeromiors |00 SRERGTGe U= COTRTEY v AT STV
G
536012 89N 08/09/2014
TR OF PROVIDER QR SUPPLIER STREET ADDRESS, OITY, STATE.ZIP CORE
: 41728 BUKELDER DRIVE
KINDRED TRANSITIONAL CARE AND RWAB!LITATIGN»-GHEYE CHEYENNE, WY 8 2001
ng EUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S FLAN Off CORREGTION ot
PREFX (EAGH DEFICIENGY MUSTB PIRECEDED BY FULL PREFIX (EAOH CORRECTIVE ACTION EHOULD BE QOMPLETION
TG REOULATORY GR .85 IDENTIFYIRG INFORMATION} TAG GROBS-REFERENCED TO 'FHE APPROPRIATE DATH
L DEFICIENGY)
F 333| Continued From page 84 F 233 Resident #’f?: asgessed fmd demonstrated no adverse
| roported BS {Blood sugar javel) of 65 g/l response to_msulm achministration, Medication,, - |’
(militers par deoliiter) &t 4 PM by RN, The dministrafion record updated to refiect physician
following concerns were ien fiod: ordered parameters.
a, Review of tha medical record revealad 2 :
new physlolan order dated 7/28/ 14 at3PMto Tdentification of Others:
"ol 8 units of Novolog nsulin when BS 15 <
(less than) 70 {eng/diT, whioh wes not updated on Buseline andit of medication. gdministration records
the MAR at the tme of Insulin administration. for patients with orders for insulin, completed to
. Review of tha faility polioy titied Diabeles valideto administration records reflective of
Mellitus (D), Guidelines for Menegemert, administration per physician orders, Physician
ravealed "the nurse s to compare {he results of notification compieted 25 indicated
the;ﬁ blood ;ﬂucosa leva;lwlth the ranges )
established by the phy clan, to notify the .
phystclem of bload glucose lovels below or above Systom Change:
ihe astablished ranges and implement any new . . . .
orders as appﬂaabie"; to "monitor lresident] for Educytlon provided by ttu_a SDCIL’_Iemg,nea o Licensed
hypoglycenio eplscdas (blood suger resulis Nursing personuel regavding medication. :
hatow 70 fmo/dl) ard to notify the physiclan." administration and prevention of medication ervors.
c. Staff intetview with LEN 21 on ‘7130/14 et 6 '
PM revesled the expoctation for communicating Monitoring:
new physician ordersis to verhally, and In writing,
pass on new physiclan orders ko the next shift; if The DNS/Designes will monitor medication
the nurse who recelves ties new order is not administration yecords for indication of cmission or
asaigned o the resioent tha expeatation & ko error 3 X weekly. The DNG/Designee will conduct
hotlfy the assigned nuree. This was not done at andom observation of imedication sdminisiration

the time the order was received and rosutted In
the resident recehing insulin whan a/he shoulkd
not have based an physlclan orders.

483.508) SUEFICIENT 24-HR NURSING STAFF
PER CARE PLANS

F 363
55K

The facillly must heve sufficient nursing utaff to
provide nursing and (elated services 1o attaln or
maintain the highest practicable physical, mental,
ang psychosocial well-being of each repident, s
detarmined by residant assessynents and
individual ptans of care.

I‘-’ORMGNE-ZGBT{O?.—W] Previpue Marlong Cheolels Event L3: DUXTI

¥ weekly- Identified trends will be brought to the
center Performance Tmprovement Committee
monihly and as needed wntil a lesser frequency is
deemed appropriate.

Vaclilly i WYO0IE

N
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FORM APPROVED

DMB NO. 0938-0391
{X3) DATE SURVEY

STATEMENT OF DEFICIENCIES (%) PROVIDER/SUPFLIER/GLIA (%2 MULTIPLE GCONSTRUGTION
AND PLAN OF CORREGTION MENTIFIGATION NUMBER: A BUILDING U " COMPLETED
‘ C
636013 B, WING o bj(/ 08/01/2014
NAME OF PROVIDER OR BUPPLIER STREET ADUREBS, OITY, BTATE, 2IP QODE
3428 BOXELDER DRIVE
KINDRED TRANSITIONAL CARE ﬁfND REHABILITATION-CHEYE CHEYEHNE, WY 82001
X4 D BUMMARY GTATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF DORRECTION o)
PRERY (EAOH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {FACH GORRECTIVE ACTION SHOULD BE COMPLETION
o REGULATORY OR LT IDENTIFYING IRFORMATION) TAG CROSE-REFERENQED TO THE APPROPRIATE DATE
. DEFICIENGY)
F 263 | Continued From page 86 F 363 \
The faclity must provide services by sufficlent y
numbers of aach of the following types of This Plow of Correction I tha center's credible
eraonna! an a 24-hour basts to provide nursing allegation of compliance.
car to all residents in accordence with resident )
care plans: Preparation andior execution of this plan of correction
| e e st o
r ruth g ofs al
Excapt when walived uncler paragreph (o) of this set forih in the staterient qf;q;a?efcfg:: arme@;?f: ;?'m
saction, llconsad nUrses and other nursing correction I prepared andior exeouted solely becisa
_ personnal. itis '_"‘1"""'-‘“' by the provistons of fedsral and statz law.
Exceptwhen walved under paragraph (c) of this
section, the facility must designate a licensad
nirsa to seve as a charge nurse on each four of
duty.
Tris REGUIREMENT s not met a6 evidenced
by: - ¥353 :
Based on observation, and staff, resident, and 4 \W “"\
family interview, the facilty falled to ensure Corrective Action:
adequate staff ware assigr&ed to prox;u?e for ﬂ(@la
physical, peychosocial, an quality of life needs . o
for 8 of 33 sample residants (7, #24, 1473, #68, ﬁeﬂigﬁgtnf?j’ #Qg anc;{#l{)‘] assessed for dignity and
#96, #107). The findings were: ygien necds and assistanc required for completion
of activities of daily living. Immediate needs
1. Observation duting the Inifial four of the faollity addressed, sofled clothing washed ot xeplaced and
on 7128114 et 9:36 AM revealed realdent #96 waa plans of care updated as fndicated.
soatad i the hall outelde Ris/her room. The RNA program for vesident #7, #24, #88, were
resident had long, Jagged fingernails with chipped avaluated, revised as needed and cate plans update as
nail polish. The nallpeds on both hands were appropriate.
encrusted with ihick, brown matter. The regident's
pink t-shirt had vigible fond debrie and stains, and
his/har halr was uncombed. Observaton of the
avening meal on 7/28/14 at 5:55 PM showed the
resident was seatod In a wheeichalr In g ard
floof dining raom. The resident gontinued wearing
the t-shirt with visible food staing, hisfer hair
ramained uncombed, the fingetmails conflnued to
have chipped polish and ramained fong, jagged,
FORM GMS-2507102-09) Pravious Voislans Obaclele Fvect 1 0UX1T Fallty 1D: WY O D 1§ continuation shaet Page 56 of &7

‘z‘ﬁ)_/%@s/%ﬁ/



PRINTED; 08/16/2014

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
_CENTERS FOR VEDICARE. 8 MEDICAID SERVICES OB 5380381
STATEMENT 03 NEFIGIENCIER o41) PROVIDER/GUPPLIERIGHA (%) NULTIPLE DONBTRUGTION (X5 DATE BURVEEY
AND PLANOF CORRECTION IGENTIFIGATION NUMBER: A BUILDING ,___ COMPLETED
c
B35013 B. WING i 25(/ 08/01/2014
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' ]
E 353 | Continued From page 56 F 383
and encrustad with fhlck, brown malter. In
addition, the resident hed dried food at the - Thiz Plan of Correction is the center’s predible
comers of hiafher miouth. allegation of compliance.
Obaervation on 7/30/14 at 3:36 v showed
ihs e resident, #96, had a solled shirt and ,{,’mfmﬂm and/or excitin of this plan of correction
ovor-blouse, Tha clothing appaared to have o el i e rusions
spliled food and filds down the front of both sot forth in the statement of deflclenuiss. The plun of
arficies of clothing. At@ PM that seme day, the sorteation is prepared andfor executed solely becauise
reeldent had the same goiled olothing o, it s reguired by the provisions of federal and state law.
Observation on /1114 at 9 A shownd the . N
ragldent wandering on the unit wearlng & sollad
sweatehirt, Review of e 51304 quarterly MDS
aesessment showed the resident was soveraly
cognitively irpeired. Further, the: MD3
assosement revealed the rasident required
exta{nsive agsistance with dressing and persoral [dentjfication of Others:
hygiens. .
Baseline audit of current residents completed related
2, Obsarvation on 7130/14 at 12:30 PM showed to dipnity, hygiene, ADL (activity of daily living}
resident #407 was wearing a solled shirtwith food needs and Care Flans updated a3 indicated.
and debrls on tha lower right nhend corner. Atthe Baselino review for all patients wih ordess for
}}1%69?;\:2?:)?5ﬁiﬁﬁiﬂgﬁa{ﬁéﬁ? E‘g‘%ﬁ?‘&:}%r rostorative nursing progrem completed. Plans were
nterview with the resident at the tmo revealed evaluated, Fe:;:sed as needed and care plans updated
e wess embarrassed by the solled shirt but was s BpPrOprAE.
unabla to change it himfherself and staff was too
pusy fo help. The resldent also sald staff was
supposed to check himiher for incontinence and System Change:
change the brief when waet or soiled. However, , . .
the resident went on to say many times sfhe had Hducation provided 0 cae staff by the
to visibly see histher wet clothing and call for staff ' spCMesighes velated to dignity, hyglene, and
assistance hecause efaff did nof cheok for aasistance with Activities of Daily Living,
incontinence &s often as they ware suppused fo. Tuducation provided by sDC/Mesignes 10 Restorative
At the lme of thls obaervation and interviaw he Nurse, Restorative Aide, and Thetapy Program.
resident smelled of wine, Aocording o the Manager yegarding pmvision of Testorative pursing
7130114 quarterly MDS assessment, this resident program, oversight of progranms and documertation
was cognitive but required extensive assistance of providod services.
of 4 for drassing, toileting, and bathing related to
hisfher diagnosis of multiple scleyosls.
EORM [MS-2557 [02-08) Previgua Varslans Obsdlels fzyeat I QURIA Faclity It WYI10 If condinuation stiset Page 57 of B1
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I addifion, review of the madioa! racond for Tho DNB/Designes will conduct randor monitortig
the rasident showad a restorative nursing care rounds assovinted with resident digpity, hygione, and
rafercal datad 8/8/14 for raptorative services 3 to ADL needs 3XWeekly,

& fimes weeldy to asslst the resldent with DNS/designee monitor restorative program flow
yransfers, galt length of parallel bary forwards and shests and program review documentation weelkly

as tolerated, and
ransfer onto the nu-step the pragram

restorative care flow reoord
restorative program was Initiated
resident recaived restorafive

recommended 3 o & times por week.
ghowet 2 entries on
it was documented,

with restorative today.” No additiona)
whather staff

discontioned, Interview
713014 beiween 10:45

eating and parsonal hyglene, and had
impalrment in

7134114 at .05
had a strong smell of urite,
resident at that fime revegled

beckwarde, nu-stop \ave| 3 reslstance, Increase

£ the resident declines ta

should be
completed in parallel bars. Raview of the
revealed the

on 1534, The
sorvices on 3134,
3/16/14, 3120114, an7i4, and 33114, notthe
Review of
the April 2014 restorative care flow regord
4110014 and 41414 In which
nasident refused to work

documentaiion was made avalable that showed
gitempted further restovative

thetapy or If the restorative program Was

wiih ihe resldent on

AM and 11:20 AM
revesled she was supposed 1o perform axerclses
weekly but staff just "stopped coming."

3. Review of the quarterly MDS assassment
datad 6/7H4 reveaied resident #£73 had
diagnoses Including Parkinson's disease, th
resident needed setup asalgtanca with transfers,

an upper extremity which limited
the resident's range of mation. The rasident
depended on gtaft for ADL help. Obsarvation-on
AM revesied the restdent's foom
Inferview with the
s/he had knocked

monthly and as

0

a physical

fesser frequency is deemed appropriate.

e faglidy ot ot
4o q{,\;\m\? recsot GO
\\5e ;M:afa sy

. o

'frends identified through monitoring will be brought
to the center Performance Improvement Comnittee
needed for review by the DT untll &

FORM GMS-2567(02-501) Provigys Vareons Oeolols

the urinal over and the wine spilled onto the floor,
ihe reglcent further sald staif had not emplied It

Eyert 03 OURI

|

Faclliy 1D: WYDOL8

.““éi@ ?/ﬁ/ a4 |
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nagaln." Ancther observation on that ame oy =t
12-30 PM revealed the resident had 8 parfiafly ful
urinal placed on the pightatand. Observation
showed CNA#2 antared the rosidant's raam to
take vital sighs, wut did not emply the urinel,
Intarview with the CNAat 12:35 PM that same
day revealed she ernptiod the urinal of not
*depending on how much tirne | have.' The CNA
did not empty the urinat at that time and laft the

room.

Additionally, review of tha quarierly MDS
assessment dated 7114 revesled the resident
hed dingnoses which included Paridnsons, and
hed a physical wnpeirment In one of hisiner upper
extromitles that limited rangs of motion, Raview
of the medical record for the resident revealed
rastorativa nursing gervices for maintenence
ware ordered io begin on G/514 and to Include
standing hip ahduction, heel raises, hp
exionslon, and hip chack wiih fourth rasistance
(March) 3 fmes pet week. The gorvices were not
parformed ihree times a wesk 8s ordered on the
following dates: the week of B/6M4 fhrough
6/11/14, the week of 5/26/14 through 811114, the
waek of 6/0/14 through 671514, tho waek of
6123114 through 5120114, the weel of 63014
through T/6r14.

4. Review of the /20114 guasterly wDS
assessment showed resident #7 required Timited
nualetance of one Prson for bed mobllity and
fransfers. Fov arnbulation the rasident raquired
only supenvislon and pne person. Further review
showed the resident was unsteady during
ambuiation and ufitized a walker. Review of the
/29114 restoraiive care plan showed the resident
recjuived lower axtremity xercises inching
utlization of the nu-step (stoot) fiva times per
waek to improve ar maintein e resident's solf

. FOBEM CMA-2067 (0259} Provious Varslons Oteclate Event DL OUXEH Failly {p: WY0018

“é?_)@ Fostv

|
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performance of walking, with or without asslstive
| devices, Review of the 5414 general care plan

showed inferventlons included working with the
restorative CNA on the nu-step and therapy
bands, ‘The following concerms were Identified:

n. Review of the June o044 restorative care
fiaw record showed the residant recelved
restorative services only bnce perweek during
the first and gecond weeks. Rastorutive weas
providad thie firaes during the fhird week of
June 2014 then not agaln untll T34,

b. Review of the July 914 resioraiive caré
flow record showed the resident two Himes during
tha first and second weeks and one ime during
tha third week, The resident recelved no further
restorative services the remainder of July 2014,

- o Raview of the records showed no
avidence the resident refused restorativa
fnerapies during elther month.

5. Review of the 1198114 annual MDS
aseaanment showed resident #88 required lirnited
assistance of ona parson for bed mobifity and
ambulation, and extongive assistance aof two
parsons to transfer. Review of the 4/23/14
genetal care plen showed the resident had
smpaived mobility related to & hip fracture and
decreased copnition. interventions included
restorative services as noaded. Raview of the
530114 restorative oare plan showed the reskdent
was to recelve lower exiremity strangthening
exerolses and range of matlon {ROM) and galt
traintng with & front-wheeled walker and caregiver
assistance fhree fo five fimes par week. The
following concerns were identifled:

a. Review of the June 204 restoraliva care
fiow record showed the residont received
rastorefive therapy cnly one time during the first
waek, two times during the second week and one

JV—— |
ORI GIB-2B7 (02-90) Previous Veeglong Tsolole Evant 12: OUX111 Faclly I WYDD18 1§ continustion ehest Fogs 80 of 84
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time during the third week. The fourth week In

June showed no evidence tha resident had any
resiorative therapy at all

b. Review of the July 2044 restorative care
flow record showed the resident received
rostorafive services oné fime during the first

waek, two times durlng the geoond waek, and
one thme during the third and fourtn waeks.

. Review of the racords showed no evidence
the regident refused restorative theraplas dulng
glthar month.

8. Roview of the medical record for yesident #24
showed a restorative nursing care referral dated
5H4M4fora functiona) malntenance program,
The program Included range of motion and
giratching exercieas to bath lower extremities 3
firnes & week. Review of the May 2014 restorative
cara fiow record showed entries dated 51614,
5116714, and 51 g4 where the resident rafused
axercisas, Review of the restorative care
progress notes yevealed e restorative hursing
ran was discontinuad 831714 related o
resident refusais. Na further docurnentation was
provided indlealing stafi altervipts to perform
rastorative service 3 fimos weakly as otdersd.

7. Interview with he yestorative GNA on 7150114
a3 P ghowed the restoratlve nursing

department staif wera rasponsibla for agsisting
rasidonts with recornmended exeicises, The
interview further revealed the rastorative nursing
program had been without & gupervising nursé for
the tast month, sinoe the previous supervisor hed
resigned. I addition, she revaaled yeaidents were
ot seceiving resioralive pxorcians hecauss there
was not enough giaff and she was recuired to
work on the floor, The nterviaw further revealed
geveral residents who had previously recolvad

favent 10; OUXTH

Frcifty 107 WY1

Ses /iy
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by the faliowing categories of lcensed and
unlicensecd nursing staff directly responsible for
residant care per shift :
- Registered MUFSes.
-Lisensed practical nuracs or licensed
yocational nurses (29 deflned undar State law).
- Cedified nurss gklas.
o Resldent census.

The faciity must post the nuree staffing data
specified ahove on a datly basis ot e beglnning
of each shift. Data wiust be posted as follows:

o Cloar and readable format.

FOIM G20 T(02-00) Previous Vorlons Ohsoisle Evant Tk OURTH

Facily ID: WYOME

oL UM STATENENT OF DEFICIENOIES 0 PROVIDER'S PLAN OF GORREGTION )
PREFIX (A DEFICIENCY {UST BE PRECERED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE QOMPLETION
T REGULATORY OR LSGIDENT!FYINGNFORMATLDN) TAB CROBS-REFERENGED 10 THE APPROPRIATE DAY
o DEFICIENGY)
F 253 | Continued From page &1 §
iestorative exerolses nad experfenced an
increased number of falls. This Plan of Correction 18 the center’s credible
allegation of complianee,
. Interview Sv ith P74 o 713114 8t 3:30 PM Preparation and/or :zxecurion of this plat of vorvechion
yarified residents tied not been recaiving
does not vonsiltite adnission or ugreement by the
restorative nursing services 83 FecoMiT ended by provider of the truth of the focts allegad or conchislons
the therapist for maintenance of ADLE. sel forth In the slatomend of deficlencies. The plem of
correciion is pre o andior executed solely becmise
g, Whila interviewing the adminlstrator and DON it 15 requirad by the provisions of fedderal and state Jaw.
abhout tha quality !mpmvement rograrm on _________.-—-—-____,__.__.--—-
7/31/44 et 3 PM, staffing was prought up &8 an
fesue, During the discusston, the administrator .
suld she did not fes| thers was an nooival® staffing )
{asue but that twas just "staff's parception.”
Howevar, she was unable to explain wiy resldent
cara was not being perforrned adeduately and i
a fimely mannet. ™ }I"l
F 350 | 483.30(a} POSTED NURSE STAFFING F 366| 7356 ‘;] f
58=4 INFORMATION
: ) Corrective Astion:
The facl}iiv‘must post the foliowing information on
i; gﬂlg{lﬁfﬁ‘;ﬂ o Nusse Staffing board was updated to reflect current
o The current date. staffing dala
o The fotel number and the actual hotirs workad

1dentification of Others:

No ofher residents have the_potentia} to be affected by
this

System Chango:

Hducation wes provided 10 staffing coordinator
regarding updating, nursing staffing deta.

1 contuation shost Page 62 of 1
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o In a prominent place roadily accessible to . .
res!degts and vlsplhors. Y ED/designee will verify accuracy of mursing staffing
information 3Xweekly. Results of the andit will be
The facility must, upan oral or writian recuest, brought to the center Performance Improvement
make nurse staffing data avalilable to the publlc Commiltee monthly and as needed for review by the
fat t\?jvlemw at @ cost not to exceed the commtinity [T uniil a lesser frequency is deemed appropriate.
standard.

Tha facilty must malntain the posted dally nursa
staffing deta for & mintmum of 18 months, or s

required by State Jaw, whichever 18 greater.

“This RECQUIREMENT Is not met as avidenced

B;zsad on ohservation and slaff interview, the
faciity falled to post the tokal nurnber of nureing
ataif and their actual hours worked for 4 of & days
of abservation. The findings weare:

Observation of the muee ataffing board on
7120114 at 10:45 AM showed the board was dated
7128144 and there weare 16 censed staff working
tha day shift, 16 lisensed staff working tha
evenlng shiff, and 10 ficensad staff working the
night shift, The column lsting nlicansed nursing
ctaif was blank for all shifis. In addition, the data
was not divided by the catagorles of reglatered
nurses, licensed practioal nurses and cerifled
nurse aldes.

R

Ohservations on FiooM4, 7130114, 713414, and
8/4/14 showed no changes were (mada fo the
board; it rameined daled 7128114 and was not
updated.

interview with the DON on 811114 at 11:55 AM
confirmad the board hed not been updated, and
should have beah.

- o Lo
' EORM QME-2567(02-08) previous Veralons Obsolele Event ID;0UX111 Facty ID: WY0018 1§ continuation sheet Page 63 of b1
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= 384 | 483.36(A){1}H2) NUTRITIVE VALUEIAPPEAR, pagel \
£8aD PALATABLE)‘PREFEH TEMP - -

Each resident recelves and the facliity provides
food prepared by mathods that conserve fiutritive

temperature,

Thie REQUIREMENT is rtof et as ovidenced

byt

Rased on ohservation and resident and family
intarview the facllity failed to enaure foods weie
palatable and gerved at proper tomperatures for 4
of 2 dining cbservations. The findlngs were!

about thelr concerns apout 2 months ago and 1t
was discovered the buffet wes not beling plugged
in and s was determined fo be the source of
tha cok food. Howaver, the resident ghared that
afne continued to recelve cold foud, spacifically
the tater tots and franah frios were, "ndarcooked
I¢h and the

eandwiches were sogay'

of the avening meal on 7/28/14 at 8:07 PM the
resident recelved a fruit and yagurt plete, which
s/ho stated, "this [s what { usually eat in the
avening, but the yogure's warm." Puring an
obsarvation of the evaning meal on 713014 at
g:20 P a test tray \which consisted of later tols,
tomato soup, and @ grilled cheose sandwlch was
obtained from the buffal cart on the 3rd fioor. The
internal temperature of the tater tots was 72

degrees and were frozen In the center, the
tomato soup was 108 degrees and was lukewarm

Event {D:OUAIN

valug, flavor, and appearance; and food that is
- doas nof constitute admission or zement by the
palatable, aftraciive, and &t the proper provider of the truth of the facks :lg!:ged ar co};xc.’m'lons

This Plan of Correction i the cenler's credible ‘
allzgation of compliance,

Praparaticy andior execullon of this plan of vorrection

P

sod forth n the statement of defiolencies. The plan of
- porraction is prepared andlor executed solely becanse
it is requived by the provisions of federal and siete low.

Inferview with resident 474 and hisMar POAON

7726114 from 1:46 PM $o 2:50 FM revenled hot F364 \ \,\\
foods were cold during all meals. The resident ﬁ Cally
and hisher POA talked with administrative staff Corrective Acton:

Resitient #74 interviewed 1o parding specific
satisfaction concens associated with food
temperature and palatability. Care plan updated as
appropriate.

Identification of Others:

All interviewable residents will be interviewed for
satisfaction concerns associated with food
ternperature and palatability. Specific concemns will
be addressed and plans of cate updated.

|

Eaciiy 10: WY0O18
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F 284 | Cantinued From page 64 F 364] Systems Change:
{temperatures recorded In Fehrenbel) and the - N . .
grilled chaess gandwich was 0gaY. ' ' Education will be provided by the SDLIpesignae o
= 968 | 483.35(f) FREQUENCY OF MEALB/SNACKS AT | Dietary and care staff regarding appropriste food
56=0 | BEDTIME . temperaiures for servie, validation of food
temperafures prior tO service and appropriate
Each resident receives and the facllity provides at storage/sarvice interventions {0 assist in maintaining
st threa meals dally, at regular imes: temperatures.
comparable to normal mealimes In the
community. Monitoring:
Thete must b no more than 14 hours between & The ED/Designce will monitor food temperatures
substantal evening mesl and breaicast the prior to service and during meal service af random
following day, excopt a8 provided below. meals 3¥week. The ED/Designee will conduet
. random fnterviews with interviewable regidents
The tacillty musk offer snacks &t bedtime dally. weekly regarding food/dining satisfaction. Tdentified
irends will be brought to the center Performance

up to 18 hours may elapse
evening meal
-1 ragident group
nourishing snack 1s garved.

resident 2
The findings

failed to offer each
facifity census was 108.

Confldential interview with
10 Al ravaalad the faciity

confirmed they could ask for a snack

raceive ane, hut said thay wera

on 7/30/14 at2:45

.l--—-“_’__,._.._‘---————“"-"—"‘ ey "
FORM CMS-2667(02-08) Pravioua Vertkons Obstlete

When & nourishing snack {s provided at bedtime,
hetween &
and breakfast the followlng day if 8
agraes to this maal span, ahd &

This REQUIREMENT s not et a8 evidenced

by
Bosed on reskent and staff Interviaw, the facility
bedtima snack, The

residants on 712014 st
falled to offer each
rasklent a hedtime snack. Each resld

not roufinely
offered a snack at bedtime. During an interview
P, the DON confirmed there
was ho documentation showing all the resldents

substantial

Wolty,

ent
and wauld

s

Evant 10 OURTT

Falctity 1Dz \WY OO

Improvement Commitizs monthly and as needed until
n lesser frequency i deemed appropriate.

Thiy Plan ¢f Correctlon i the center's crediliie
allagation of compliancs.

Preparation and/or exzentton of this plan of correction
does not constituts aduission o agreement by the
provider of the truth of the Jacls alleged or conclusions
el fortfh in the siatement of deficiercies. The plun of
corveclion is prepare amdfor exsented solely beceuse
1t I required by the provisions df, oderal and siate law,

368

Corrective Action:

1F continuation shect Page 85 of
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GENTERS FOR MEDICARE 4 MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (1) PROVIDER/BUPPLIERIOLIA {X2) MULTIPLE GONSTRUGTION . {¥5) DATE SURVEY
AND PLAN OF CORREGTION \DENTIEIGATION NUMBER: A BUILDING 2// COMPLETER
- Cc
38013 B. WING 08101/2014
RAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, SIATE, ZIP COBE '
3428 BOXELDER DRIVE
KINDRED TRANSITIONAL CARE AND REHABILITATION-CH EYE GHEYENNE, WY 62001
ey In SUMNIARY BTATEMENT OF DEFICIENCIES Ip PROVIDER'S PLAN OF CORRECTION pes)
PREF {EAGH DEFIGIENGY MUST Bg PREOEDED BY FULL PREFIX (EACH CORREC TIVE ACTION BHOULD BE OOMPLEVION
TAD HEGULATORY OR L8C IDENTIFYING [NFORMATION) O CROSS-REFERENCED TO THE APPROPRIATE BAE |
DEFICIENGY)
‘No residents were specified. HS (Hour of Sleep)
¢ 368 | Continued From page 68 . F36B ; ‘
addreddffedtallt dents,
wors offared 2 bedtime 3"&1“" #gnteww ;“ ‘ snacks essed and offered fo all center resk enis
7131114 at 610 PM with C revesled staif o gz e .
offered siiacks to some of the residents but not Igentifioation of Others:
all of then. She further verified the resldent's .
acoaptanca of afuisal of a anack was not Al ceniter residents have t}m potentia!: to be affected.
documented. Interviewable residents will be interviewsd to
E 3741 483.36() FOOD PROCURE, deterinine gatisfaction related to pIOViSiDll of HS
98K STORE/PREPARE/SERVE - SANITARY spacks
Tha faoliity must - . Systetn Change:
(1} Procure food from sources approved of
conslderad satisfactory by Faderal, State or local Education will be provided by the SDC/Designes 10
authorities; and care staff related to offering 8 snacks to nil
(2) Store, prepare, distributs and sefve food residents,
under sanitary senditions

Monitoring: -

The ED/Designee will interview random residents
X Week regarding satisfaction related fo offering of
1IS snacks by staff. Tdentified trends will be brought
by: to the conter Performance Imiprovemment Committee
Based on observation and staff Interview, the monthly and as I}eeded_unﬁl a lesser frequency is
fachity falled to ensura & sanitary environment in deemed appropriate.

1 ot & food preparation/siorage areas (the main
iitohen). The findings weare.

Thig REQUIREMENT I hot met as evidenced

£

q\gw\v’l

Observailon on 7/28/14 at 8§40 AM showed the
following arsasfequipment which required mors
frequent cleaning:

a. Tha ceiling of the wall-in refrigerator had &
punidup of blackish spots near the cohdenser fan.

b. The caliing vents and the celling tes
throtghout tha kitchen Indduding over the food
preparation tables and clean dish storage areas
were sofled with grease, dust, and splatterad
foodsfligqulds.

c. The wall and floor behind the oven and

1

EORNK CMa-250T{0R-25) Previous Verstons Obyolate uint 1; OUX T fraciily ID; WYOR{S K eontinuation shest Hage 66 of 81
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
_CENTERS FOR MEDICARE & WMEDIGAID SERVICES ONB ND, 0838-0381
STATEMENT OF DEFIGIENCIES 044} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION  * (¥3) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFIGATICHN NUMBER! A BUILIING COMPLETED
c
536013 B, WING — X/ bBII2014
NAME OF PROVIDER OR SUPPLIER ‘BTREET ADDRESS, CITY, SIATE, ZiP GODE §
- 3128 ROXELDER DRIVE
KINDRED TRANSITIONAL GAREAND REHAEL LITATION-CHEYE CHEYENNE, WY 82001
) I BUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 18)
FREEX (BACH DEFIGIENCY MUST BEE PRECERED BY FULL PREFIX (EACH CORREGTIVE ACTION EHOULD BE COMPLETION
THG REGLLATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFICIENGY)
This Plar uf Correction 1s the center’s credibie ‘
F 371 | Gontinued From page 66 E 371| allegation of complance.
range unit were notsd fo be heavlly solled with )
foo debrs and groase T e b s agoemn
4. The hood vents above the griddie had provider of the truth of the fucis alleged or concluslons
areas of sofidified whillsh grease bulld up. There set forth in the statement of deficiencies. The plan of
was glso greasa vieible on the pipes for the flre coryection is prepaved andior executad solely because
supprassion systetn nasy these hiond vents. ) it iz required by the provistons of federal and stale law.

According to Food Code 2013, .8, Public Health
Service: 4-801.11 "(A) Equlpmsnt food-contact
surfaces and utenslla shall ba clean to sight and
touch...{C} Nanfood-contact surfaces of
aquipment shall b kept trea of &n accurrivletion
of dlust, dirt, food residue, and other debris.®

Interview with tha distary manager on Tr284 at Fa7l _ “\‘ 4
3:50 PM verifled the malntennca dep;artment _ 4
was responsible for some of the cisaning, and Cormecti Hon:

they had been short staff for about 2 months. In orrective Action

addtion, he staled the dietary doparier had No residents were specifiod. Celling of the walk-in

also heen short, and recently fled vavant
posttions which would ailow them to now catch up
on thess cleaning ams.

F 425 | 483.60{a),(b) PHARMACEUTIGAL VG ~

ag=p | ACGURATE PROCEDURES, RPH

veftigerator has been cleaned. The ceiling vents in

the kitchen have been cleaned. The ceiling tiles in

| thekitchen have been cleaned and vendor contacted
for tepainting of the ceiling, The wall and floor

behind the range unit have besn cleaned and debris

The faciliy muet provide routine and emergency remaved. The hood vents above the griddie hias been
drugs and biologicals to lts residents, or obtan cleaned.
them under an agreement deseribad In
§483.75(h) of this part. The faolily may permit Identification of Others:
unllcensad personnel to administer drugs if State
law permits, but oy under the general Weekly environmmental roands completed in the
supervigion of a Nloensed nurse, Kitchen area to identlfy aveas of concern.
Afauility must provide pharmaceutionl sarvices System Change:
(including procedures frat assure the accurate
acquiring, recelving, dispensing, and Education wili bo . .
. provided by the ED/Desifmoe to
f:l.? ;‘n Ag[ftd?";?e%t;ﬂ'rgﬁggﬂnd blologicals) to meet dietary staff related to kitchen sanitation and cleaning
' schedules.
FORM CMS- 2667 {02-94) Praviows Varsiend Obsolete Evont I OUXI1 Fraility ID; WYOU1B If continuation sheot Page 87 of B1
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The faciity must ermpioy or obtaln the gervices of
a icensed pharmaocist who provides consultation
on all espests of the provisicn of pharmacy
gervicas In the facility.

This REQUIREMENT i not met as evidenced

by

Bosed on steff terview and medicsl record
review, the facility falled o ensure medications
were avalable in a tmely mannaer for 2 of 33
gample residents (#33, #58), The fincings were:

1, Review of the madical record showed resident
#58 was noted to have & red raised rash on the
Jft side of hisfher upper back on 71114, The
hysiclan ordered Vairex 1 mg thres tmes per
day for five days on 714 for a diagnosis of
possible shingles. Accarding to Tabar's
Cyclopedic Medical Dictionary, 20th Edlton,
2005, page 990, Shingles s the reastivatlon of
ihe varicella vitus years after the Inltal infection
with chickenpox, Pain often develops and persists
for months after resolution of the rash. "This
discomfort, which may be severs in patients older
Hhian 50, is kKnown @5 postharpartic neuralgia...and
may Intensify at night or worsan when clothes
tub against the skin." Eurther, medications such
as Valtrax "...are cifactive In reducing virel
shadding and nerve pain damage if administersd
within 3 days of onset af tha rash." However,
review of the July 2014 MAR for this resldeant
showad s/ha did not recelve the flrst dJose until
the end of the day oh 7/3/14, day three gfter the
onsot of the rash, because It was "not avallable
from phaimacy.” Review of the July 2014 MAR

" The ED/Designee will conduct random. tours of the

DEPARTMENT OF HEALTH AND HUMAN SERVICES =ORM APPROVED
_ CENTERS FOR MEDIGARE & MEDICAID SERVICES OME NO. 0938-0391
STATEMENT OF DEFIGIENGIES ) PRDWDERISUPPLJEWGLM (X2) MULTIPLEODNSTR‘IJGTION (¥8) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFIGATION SUMBER: A BULDING B/ COMPLETED
[ c
638013 B, WING uﬁm..l 12044
NAME O PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, BTATE, ZIP CODE
3128 BOXELDER DRIVE
KINDRED TRANSITIONAL CARE AND REHABILITATIONCH EYE CHEYENNE, WY 82001
A0 SUMMARY HSTATEMENT OF DEFIOIENCIES 2] PROVIDER'S PLAN OF OORRECTION X5)
[QLS{EFIK {EACH BEFIGIENCY MUST BE PRECEDED BY FULL PREFIK {EACH OORREGTIVE ACTION SHOD BE CORPLETION
A8 REGULATORY OR L8G IDENTIFYING RFORMATION) THa CROBE-REFERENCED 10 THE APPROPRIATE DATE
PEFICIENGY)
F 426 Continued From page 67 Fary | Monitoring:

Kitchen 3:XWeek regarding sanitation. Tdentified
trends will be brought to the center Performance
Improvement Committee monthly and as needed until
a lesser frequency is deemed appropriate.

This Plan of Cerrection s the center’s credble
allegation of compliance.

Praparation andvor execution of this plan of corvection
does Hot constitute admission or agresment by the
provider gf the truth of the fucts alleged or conclisions
set fartls in the statemamt af deflclencies. The pian of
porrection 1s prepared andlor exscaied solely because
it i required By the provisions of federal and state fow,

F425

gl
Corrective Action:

Puin assegsment was conplete for rosident #33 and
care plan updated, Psychosoclal assessment was
complete for resident #58. MD was notified of
yosults. Care plan updated to veflect current status,

FORM CMA-2E07{D2-00) Pravipus Varsions Obsolat

Event 19: 0UX111

Facillly I WYDO18
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DEPAF&TMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB N 0301
GTATEMENT OF DEFICIENCIES SUPPLY ;
e Tl e i P S
) c
636043 8, WING e 08/01/2014
NAME DF PROVIBER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
3428 BOXELBER ORIVE
KINDRED TRANSTTIONAL CARE AND REHABILITATION-CHEYE CHEYENNE, WY 82001
oty 1o BUMMARY STATEMENT CF DEFICIENGIES I PROVIDER'S PLAN DF CORREGTION 05
PREF (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PRI (EACH CORRECGTIVE ACTION BHOULD BR: GCMPLETIDN
TAE REGULATORY OR LEG IDENTIFYING INFORMATIDN) TR CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFCIENSY)
F 425 | Confinued From paga 68 F 428 Tdentification of Others:
showed the resident's paih was fated gz B On A ) \ \ A
scale of 0 to 10 with 10 belng the worst (8/10) on Baseline andit of medication aveilability per
the 8 AM o 2 PM shift of 7/2114; prior fo the physician orders was complete. Medications obtained
madication belng started and 3 daye within the as neoded.
onset of the rash, Onthe 6 AM 02 PM shift on
714114 the resident’s pain was nated to be 6/10, System Changs:
Raview of the 6/7/14 quarterly MDS aesessment
showed the resident had pain on 1 lo 2 days Feducation was provided to nursing staff regarding
during the 7 day look back period of assessment. ordering and obtaining medication. Procedures were
Further review of ta July 2014 MAR showed the yeviewed from the pharmacy.
rasident only exhibitad pain 4 other times durlng .
the ronth which was level 210 Interview with ‘Monitoriag;
}he |I;)‘DN on 814 =t 12:30 PM re\'teaaled tht:}k g
cilily should have hean able to obialh & back up . : - . .
supply from another pharmacy and Wes UAsure DNS/designee will g.erﬁ?m wqﬁsb?ased on new
why that did not happen. orders to ver}fy medication ava.ﬂa ole 3}§Week1y. :
Trends identified through smonitoring will be brought’
2. Review of fhie 7/26/13 the nursa's nota datad #o the center Performance Fprovement Cogmitteo
6/21/14 and timed :33 AM showed resident #33 monthly and as needed for review b_y the IDT untila
nad hallucnations and startad "o scream ouk in Josser froguency is deexed appropriate.
fear." The nurse potifiod the physlcian on call and
tocelved an ordar for Allvan 1o be given as
needed. Review of e June o014 MAR showed
Alivan 0.5 mg was io be glven every & hours a8
noaded for "anxiousness.” On 6120114, the
raodication dose for Ativan Wes creled on the
MAR. Review of the nurse’s medication notes
showed the medication wae not glven due lo fts
unavaliability. Review of the nurse's hote dated
£/99/14 timed at 12:38 PM revealed the resident
was crying out with wyaual halluchations and
tratbling.”
F 441 | 483,86 INFECTION CONTROL, PREVENT F 444
ga=k | SPREAD, LINENS
The facillty must establish and malntain an
infaction Control Program deslgned to provide a
safa, sanitary and comfottable environiment and

EORM CMGBET(02-09) Provious Varslons Ohoclete Eyent [ QUXIT Faclity W0; WYDE S ¥ continumtion shaet Page 68 of B1
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DEPARTMENT OF HEALTH AND HUMAN BERVICES FORM ABPROVED
~ CENTERS FOR MEDIOARE E MEDICAID SE ICES ONE NO, 0938-0381
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIERICLIA X2} NULTIPLE CONBTRUGTICN () DATE BURVEY
AND PLAN OF CORREOTION IRENTIFICATION NUMBER: £, BULDING ‘ COMPLETED
c
635013 8, WING Xl/ 08012014
WANE OF PROVIDER OR BUPPLIER TREET ADDRESS, GITY, BTATE, 1P GODE
’ L 3128 BOYHLDER DRVE
YINDRED TRANSITIONAL GARE AND REHABILITATION-GHEYE SHEYENNE, WY 62001
) 1D SUMMARY BTATEMENT OF DEFIGIENCIES o FROVIDER'S PLAN OF GORRECTICN e,
PREFI {EACH DEFICIENCY MUST BE FREGEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION BHOULD Bt COMPLETION
TAG REGULATORY OR LBG DENTIFYING INFORMATION) A CROGG-REFERENCED TQ THE APPROPRIATE DATR
. DEFILENCY)
E 441 | Gontinued From page &9 F441

of dlsease and infection.

{a) Infeciion Confrol Program

The faclity must establish af [nfection Control
Program under wihich It~

in the facllity;

should ba applled to an Individual resident; and

gotons relatad o infectlons.

(b} Preventing spread of infection
(1) When the infection Contral Program
datermines thet a resident neads solation to

isolate the resident,
(2) The facllity mugt prohibit employee with a
communlcable disease oF Infected skin leslons

dlrect contact will transmit the dissase.
(8) The feaility must require stalf to wash their

hand washing i indicated by accepted
professional preciice, '

{c) Linens

Personnel miat handle, stors, pravess and
transpost Ilnens 60 as to pravent the sproad of
infection,

“rhis REQUIREMENT s nat met as evidenced

to help prevent the developrant and {ranemission

(1) Invesiigates, contrals, snd prevents Infections
{2) Decldes what procedures, such as isolation,

{3) Maintalns 2 record of incidents and cosractive

prevent the spread of infaction, the faciity must

from direct contact with regidents or their food, if

hande after each direct residant contact for which

Y
Based on observakion, ataff intorview, and review
of the facillly policy for hand hygiene, the faillty

This Plan of Correction 3§ the center’s cradibie
allegatton of campliance,

Preparetion and/or axceulion of this plom of correction
dozs not constitute adnmissiorn or agreemeni by the
providerof the ir th of the fucts alleged or conclusions
21 forth in the statemand of daficlencies. The plan of
correction is prepared andior exeoated solely beoatise
It Iy reyuived by the provisions of fedural and state law,

F441

gt

Corrective Action:

Rducation and skills velidation regarding haond
hygiene provided, surface sanitation when providing
meals and care of arinals to C.N.A. #4, CN.A. {110,
and Nurse #1. . : :

Identification of Others:

All residents have he potential to be affected ,
System Change:

Bducation provided by the SDC/Designes for
Licensed Nurses and Certified Nursing Assistants for

hand hyglene, Standard Precautions including surface
sanitation when providiog meals and care of urinals.

L1

Lf“alled ia ensute staff followed socapiable Infection

FORM CMS-266T(02:008) Provious Yeralns Ohnoivle

Evgnt i OUX114

Tocily 1D: WYQDIR
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Tha findings were:

1. Observation on 7728714 at 4:40 PM reveaiod
CNA#4 uncovered the plastic on the dessert and
bavarage cart for the Expressions unit, Continued
obsarvation showed the plastic caver wis
gragged along fhe fioor in the dinlny room, After
providing a beveraga {o pne resident, tha CNA
plaged the plastic cover back ofito the food cart.
in the process, the portion of the plagiic contatnar
thett was drug across the floor touched a piece of
caka which was [ater getved to a resident.
Interview with the Infection control enordinator on

8/1114 at 11 AM verifled the plastio cover should
not have bean placed hack onto the food cart
aftar it touched the floor. She sald a8 pRew cover
should have been obtained and utilized.

2. Observation o 723444 at 12:00 showad CNA
10 walked resident #31 to tha hathrocm. The
regldent was asaistad to the tollet and urinated on
the floor. The CNAfook & towel looated on the
towe! har and proceeded 1o wipe the wine with
the towel pushing It along tha floor with her foot.
Tha GNA then ploked up the uring seturaied towel
with her gloved fand and digposed of it. Howsve, |-
she did not clean fha bottom of hyer wet shoes
pefore leaving the resident's roorm. In addition the
floor was hot oleaned by housekeeping

3. Obseyvation on Ti2Bi4 ot 450 PM showed
nurse # coughed into her (aft hand abd did not
wash or sanitize her hands. She proceeded 10
caury the glucometer (machine wsad for blood
sugar testing) Into rasident #58 room, donned
gloves, and tested the restdents BS {Blood
suger). The nurse ramoved her gloves, but did

not perform hand hygiene before donning gloves

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MERICAID SERVICES OMB NO, 0938-088
STATEMENT OF DEFIOIENCIFS 1y PROVIDER/BUPPLIERICUA MULTIPLE CONSTRUCT
AND PLAN OF GORREGTION a [DENTIFIGATION NUMBER: ﬁuu.mm RUGTION e H(/ o) ggﬁ%\f?
C
_ 536013 B WiR® —— 08/01/2014
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, ZIF CODE
3129 BOXELDER DRIVE
KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE CHEYENNE, WY 82004
0k} ID TUMMARY BTATEMENT OF DEFIGIENCIES 1o PROVIDER'S PLAN OF OORRECTION o
PREFIX (EACH DEEIGIENGY MUBT BE: PRECEDED 8Y FULL PREFIX (EACH CORREGTIVE ACTION BHOULD BE COMALETION
TAG REGULATORY OR LG IDENTIFYING {NFORMATION) ThE CROBR-REFERENGED TO THE APPROPRIATE DATE
DEFICENCY)
1
F 441 | Contlnued From page 70 E 441| Monitoring:
conitrol practices duting & random chesrvations,

The SDC/Designee will monitor randon staff for
hand hygiene during provision of care 3 X week.
|dentified trends will be brought to the center
Terformance Tprovement Commitiee monthly and
as needed until o lesser frequency is deemed

appropriate.

EORM CMS-2587 (02-91) Fravicus Verslons Obeclela

Event 10, OUXIHL

Facilly Y0 WYG018
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FORM APPROVED
OMB.NO. 0938-0391

536012

SYATEMENT OF DEFIGIENCIES (1)) PHDVIDERISUPPLIER!CHA
AN PLAN OF CORRECTION ADENTIFIGATION NUMBER:

2 MULTIPLE CONBYRUCTION {X&) DATE EURVEY
COWMPLETED

A BUILDING S )\](_,
L

B.WING 08/04/2014

[SANE OF PROVIDER Gt BUPPLIER

KINDRED TRANSITIONAL CARE ANIH REHABILITATION-CHEYE CHEYENNE, WY B2001

BTREET ADDRESS, CITY, STATE, ZIF CODE
4128 BOXELDER DRIVE

a1 SUMMARY STATIMENT OF DEFICIENCIES
FREFX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG B ILATORY OR LG IDENTIFYING INFORMATION)

n SROVIDER'S PLAN OF CORRECTION )

PREFIX {EAGH GORRECTIVE ACTION SHOULD 5% COMBLETION

TAG OROBE-REFSRENGED 70 THE APPROPRIATE DATE
DEFICIENGY}

& 441 | Continued From page 71
sgain to clean the glucometar.

after removing gloves.

hand.

the realdent's food ray down.

4, Obsarvation on 7/28/14 at 8:06 PM showed
hurse 4 did not perform hand hyglene before
donning gloves o administer insulin to resident
444, The nugse did not parformn hand hyglena

§. Obsatvation on 7/28/14 ut 6010 PM showed
distary side 1 wrapped the cord of the footd
sarvice cart with a glovad hand, and proceeded o
sefve a residant's food with the sarme gloved

6, Obhservation on 7130114 at 145 PM ghowed
CNA#1 donned gloves, removed the wet
inoontinence bifef for rasident #6, performed
paricare, replaced the Incontinancs brief with a
new ong, did nat refnove her gloves, plaoed iyl
regident's blanket over the lower half of the
resiclont's hody, ranoved her gloves, and
removed the garbage hag from the container.
The CMAthen repositioned the reskient In bed
without having washed or sanliizing her hands
aitar parforming the pravious tasks. Interview of
the CNA following this observation verified she
should have ramaved her gloves and performed
hand hyglene before touching the resident.

7. Obsetvation on 128414 at 10 AM showed
resident #73 had & full urinal on tha overdhe-bed
table naxt to the water Jug. Another abaaryation
on 7/30M4 at 5:30 PM showex tha resident agaln
nad a urinal on the over-the-bed fable.
observation an unidentified GNA removed the
uinal but did not clean the table befora placing

8. Interview with resident #74 and Hisfher POACR

F 441

Puring this

FORM CMS-2667(02-59) Previoua Vargkng tisolate

Event ID:0UX1H
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G
08/01/2014

B, BULDING oo e

836013 13, WING

e
GTTEET ADDRESE, OITY, BTATE, ZIP CODE
3128 BOXELDER DRIVE
CHEYENNE, WY 82001

o) D SUNMARY STATEMENT OF DEFICIENCIES — [ SROVIDER'S PLAN OF CORRECTION

FREFI eACH DEFIGIENGY MUSY BE PRECEDED BY FULI PREFIX (EACH GORREGTIVEACTION BHOULD BE 0OM

TAG REGULATORY OR LEC IDENTIFYING lNFDRMATlON.) TAG GROSS-REFERENCED TO THE AP PROPRIATE DATE
. DEFICIENCY)

NANE OF PROVIDER OR SUPFLIER
KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE

F 44| Continued From page 72 F 444

7128144 et 2:60 PM revenled they had conoems
abott staff not being eble to clean the wall around \

the sini inthe resident's bathroom. Observation
af that thne revealed ah arca surrounding the sink
thet measured approximataly b inchas byl2
inches where the wall paper was torn eway o
plaster wos exposed, creating & non-cleanable
surface. The resident and POA stated the wall
had been that way for, wahout 2 moehths.”

9, Obaarvation on 712014 at b PM revealed CNA
241 was bare hended and arrying a bag of solied
inen in her left hand and 2 water pitehers in her
right hand down the 300 hall, The GNA
procasded down tha hall and entered the soflad
utliity soomm, discharded the solled linen into a bin
while continuing to hold the 2 water plichers in
her right hend. The CNA then antered fhe
naurishment Foent, filed the waler plichers with
lce: and water, and retumad them to the residents.
10, [nterview on &/1/14 at 11 AM with the stadf
development gootdinatorfinfection cohtrol
coordinatar confitmed e gxpectafion was 10
perform hand hyglene between resident contact,
aftar coughtng, and befors and after removing
gloves. She also varifted the axamples noted In
this document staff did observe and use proper -
infeotion control practices, Review of the policy
tiled Hand Hyglene!Handwashing ravealed ¥
Hand hypisna is to be performed, Bafore donning
gloves for working with food; After touching blocd,
hody flulds, saoretions, excrefions, and
contaminated items, whathar or not gloves are
worr;, After coughing, snoezing, oF biowing the
nose; intarmitiently aiter glovas are removed,
betwesn patent contacts, and when othanwise
indicated to avold transfar of microorganiams o
piher pafients of environments.

£ 468 | 483.70(h)(3) CORRIDORS HAVE FIRMLY F 468
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536013 B.WING 08/04/2014
MAME O PROVIDER OR SUPPLIER ] GTREET ADDRESS, CITY, STATE, ZIF GODR
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o) I SUMMARY STATEMENT OF DEFICIENCIED 0 PROVIDER'S PLAN OF OORRECTION "
PREFIX (FACH DEFICIENGY MUST BE PRECEDRD By FULY, FREFIX (EACH CORREGTIVE AGTION SHOULD BE GOMPLETION
TAG AGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROGE-REFERENDED TO TH APPROPRIATE LATe
DEFICIENCY)
This Plun of Corvection is the conter's credible
¥ 465 | Conflnued From pege 73 ¥ 468 | allegation of compliance.
58=D | SECURED HANDRALS Preparation and/or execution of this plan of correction
doas not constitule admission or agreenient by the
Tha facility must equip corridors with fismly prowider of the truth of the fucts alleged or conclusions
gecured hatdrails oh ach side. sel forth In the statement of daflctencies. The plon of
cofvection ix prepared and/or axeciied solely becavse
it ix required By the provivions of fedaral and state law.
‘This REQUIREMENT s not met g8 evideticed
by
Based on cbeervation and staff interview, the
facility falled to equlp cortidors wiihi Armly secured
handralls on each side for 2 of 3 floors {second
floor and third ficor) in the Faolliy, The findings
wened
Opservation of the facility on 7/30114 heglnning at F468 c?, }’()‘1 )M
5:05 PM reveslsd the following: Corrective Action:
1. Handrails were rising on tha second floof No residents were specified. All handrails identified
batwaen the "Unlt Manager’ and the "Trash in 2567 repaired or replaced as need.
Biohazard Bin." :
2 Handralis next o room 220 was very 00SA. A .
% Handralls were missing on the third floor Iéle“tll.ﬁ““m; tuff%tlm;:.-q otod
between "Office” and "Trash Blohazard RBin." aseline audit of handrails compicta
4. Hangralls were missing on the thixd floor _
balwesn "Clean Linen Reom" and "Cloan Utilky" System Change: )
[COmS, Hducation pravided to Maintenance Director on
5. The handrall on "Elic Mountaln Hall" next to maintenance schedule of handrails and PM practices.
"Solled Linen” was vary loose, and cama off the
walt when pulled on. Monitoring:
''he Maintenance Director and EVS
Tour and interview with the maintenance direcloer Director/Designee will conduct tandon
on 811114 beginning at 10:15 AM confirmed the Buvironments! rounds associated with resident
missing and loose handrails. The malntenance rooms, hallway and common arcas. Auditing of
director furihar stated that he was new to the Job resident rooms, hallways and common areas will be
ﬂ‘;&ggﬁ%ﬁggﬁ;&f ausess the fecllly's completed by the ED/Designoe 3X. Weekly.
) Identified trends will be reported io the Performance
F 513 ?g%}%@gg}g éﬂ?ﬁl_ﬂ%“é@“OSﬂC REPORT | Improvement Commities monthly and as needed until
§8=D 2 lesser frequency s doemod appropriate.
pORM GMS-266T(02-20) Provigus Verstong Ghstlbte Rvanl ID;OUX Faulity ID; WYon1a 1f contnuation shaat Paga 74 of 81
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The facilfy must file n the residents clinicel
record sighed and dated reports of seray aind
other diagnostio services.

This REQUIREMENT & not met og evidenced

by

Basad on medical record review snd slaff
interview, the facility falled o enslire & diagnostic
procadure report was included in the resident's
alinical record for 1 of 2 sample residents {#80).
The firdings were;

Review of the madical record for resident #89 on
7/30/M4 ut 9:45 AM showed 6 order for a CT
{Gomputed Tomography) scan (ah Imaging
method that uses X-rays to creaie platures of
cross-sections of the body) dated 71614, The
resulis of the CT were not [ocated In the madical
record, and there was no documentation that
showad the reswits had been commurticated o
the physician. Interview with the DON at that time
confirmed the results ware not in the chart.

F 544 | 483.75()(1) RES

85=D REGDRDS—CDMPLETEIACCURATEIACCESSIB
LE

The facility must malntaln clinical records on each
rasident in accordance with aooepted professional
standards and praciices that ere complete;
accurately dosumented; readily accessile; and
gystematically orgen lzed.

The elinlcal record must contaln sufficlent
information to identify the resident; a record of the
resident's assessments; the plan of care and
sarvices provided; the results of any

STATEMENT OF DEFICIENGIES {41) PROVIDER/BUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X8) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING %/ - GOMPLETED
G
535013 B, WING 0B/01i2014
NAME OF PROVIDER OR SUPPLIER STREET ADDREBS, CITY, BTATE, ZIP CODE
3128 BOXELDER DRIVE
KINDRED TRANSITIONAL CARE AND REHABI LITATION-CHEYE CHEYENNE, WY 82001
A0 SUMMARY BTATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION )
FREPIX {EAGH DEFICIENGY MUST BE PRECEDED BY PULL PREEIX (EACH GORREGTIVE: ACTION SHOULD BE COMPLETION
TAG REGULATORY OR |8G IDENTFYING INFORMATION) TAG GROSS-REFERENOED TO THE APFROFPRIATE DATE
DEFICIENDY)
This Plan of Correotion Is the center'’s credible
¥ 513 | Continued From paga 74 E 513 alfegation of compliance,

Preparafion andor executlon of this plan of carrection
does not aonstiute ndmission or agreement By the
provider of the trufh of the fucts alleged or conclusions
sef fordh in the staterment of deficlencies. The plon af
corvection is prepared andor exeowied solely becanse
it Is requived by the provisions of federal and state law,

¥513 : 4l b

Comrective Action:

CT scan results wore obtained for resident #89 and
placed in chart,

Identification of Others:

Haseline audit was performed of orders in last 30
days for diagnostic reporis and Tesults present in
chart. Results were obtained and placed in chart ag
needed.

Systemic Change:
Bducation was provided to nursing gtaff regarding

obiainitg resulis, placing in chart, and physician
notification.
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BTATIEMENT OF DEFICIENCIES (X{) PROVIDERISUPPLIER/CLIA [X2) MULTIPLE GONBTRUCTICN ) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION HUMBERS A, BUILING COMPLETED
G
636013 B. WING — 0BI01/2014
HAME OF PROVIDER OR BUPPLIER CTHERT ADDRESE, GITY, BTATE, ZIP CODH
2128 BOKELDER DRIVE
KINDRED TRANSITIONAL CARE AND REHAB!LI"I‘ATIOM-CHEYE CHEYENNE, WY 52001
(41D SURMARY STATEMENT OF DEFICIENGIES 1 PROVIDER'S PLAN OFf CORRECTION )
PREFIX {EATH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIK {BAGH GORRECTIVE ACTION BHOULD BE com‘@mtun
TAG REBULATORY OR LBG IDENTIFYING INFORMATICN) TAG GROBA-REFERENCED TO THEAPPROPRIATE
. : DEFTCIENCY)
F 54 | Gontinued From page 75 513 Monitoring:
preadmission screening conducted by the State; .
and prograes notes. DNS/designes wili perform an audit for diagnostic
results present in chart 3XWeekly. Trends identified
through monitoring will e brought to the center
This REQUIREMENT s not met as evidenced performsance Improvement Committee monthly and
blg::asad on medioal racotd review and staff saneodod o reviow sy T DT ]2 Josser
o g froquency is deemed appro riate.
o, the fadity faled to assura medicel y pRop
racord nolations were acourate pnd complete in
tegard to medicatlon sdministration for 4 of 33
gampla resldents (24, #42, #60, $HOT). The
findings were:
1, Review of the behavioral moritoring flow This Plan of Correction Is the cenfor's credible
sheots for resident #42 reveslod there were 2 allepmtlon of comphance.
monitoring flow sheets each month, ona for ” ' ; ]
négative statements and another for Severs ﬁmﬁmgw;’ :;‘::;:;:ﬂ z{fg’mﬂ ;’;gg’;}ﬁ“""”
anxlety, Coplas of tvo manths worth of fiow provider o dh trath of the fucts afleged or concluslns
sheels wore provided by the facllity, however, ot foril In the statentent of deflclencics. ‘The plan of
there wera no dales on any of the flow ghaets. convection is prapaved andiot axectiled solely becise
it is required by the-pravisions of] rfaddral amd state .
Interview with the DON on 8/4/14 at 130 PM —
rovealad her expectation was all medical record
decuments would be dated and accuracles
should not have oceurred,
4 Revtaw of the physician order racapitulation for
the month of July, 2014 showed resident #80 had
+ dlora for Zoloft (an ant-dapressant) and Afivan \?u\ h“i
{an antl-anxiely madlcation). Review of behavior 514 9
monitoéing documentation for the ragident
showad the resident was bsing monitored for : e
crying, calling ouf, and resfiessness in refation to Correeiye AcHON:
‘ :ggrslﬁf:'ggfﬂcaﬁuns. The,following CONGEINS WOFS Residont # 24, #42, #60 and #107 reassessed for
a. Re;v'lew of behavior moniforing psycl}o_active Enedicatiun 15&, 1'e.gir:.§n reviewed by
documentation far the month of Juna 2014 physiciat, rationale for use spocified, aud behavior
ahowed fhe residant had experienca no episades monitoting sheets clarified
| of crying In the month, and a single eplsode of !
FORM CHi&-2867 (0:00) Provious Varsons Obsolela Eyent 1O: QURTH Py 10; WOOLB it continuation sheel Page 78 of &
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535013 B, WING 08/01/2014
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(%4) D SUMMARY STATENENT OF DEFIGIENGIES D PROVIDERS PLAN OF CORREGTION e
PREFIX (EACH DEFICIENCY WUST BE PRECEDED BY FULL PREFI (EAGH CORREGTIVE ACTION SHOULD BE CONPLETON
AR REOULATORY OR LSC IDENTIFYING INFORMATION) TAG GROBS REFERENGED 10 THE APPROPRIATE DATE
DEFICIENGY)
514 | Continued From paga 76 = 54| 1dentification of Others:
calling out or restiessness on B/13M4. However, . 5 . . L
reviaw of the pain monttoring flowshest for the An audit of regidents with psychoactive medication.
motith of June 2014 showed the rezident was will be completedto validate documentad rationale
treated with pain medication on B/, B2, and B/7 for use, acctrate behavior monitering and care plan.
for "orying," and was treatad with pain medication
on 6/1, 614, and 8/27 for restiesshass andfor System Change:
qaling out.
b. Inerview with the DON on gM/14 at 11:65 Education will be provided by the SDC/Designes 1o
AN confirted the facllity expectation that nursing and social services petsomel relafed (0
pehavior monitoring wil be appropriately peychosstive medication nse and behavior
docurnanted, pOMIfOHAE.
3. Raview of ihe medical tecord showed resident Monttoring:
#107 wes adrmiitsd to thlq faciilty 2/26/08 with ORitOTINE:
5
ﬁ‘;?fm;gg,‘m"gi?gg'gmfg:ggj‘;hg’gfggggs,m [he DNS/Desigree will monitor behavior monitoring
Relew of the quarterly MDS asscssment dated fiow sheet rocords for accuracy weckly.
412014 showed the resident was moterately’ Social Services/Designee will reviow psychoactive
cognitively impalred and had signs and symptoms drug regimen for appropriate rationale for use and
of depresaion. Review of the cara plan updated accurate behavior monitors, monthly for those
B84 identified the resident as using an ' seheduled for assessment according o the RAL
anfidepressant, antianxiety medioation, ahd 1 schedule,
psychotrnplc medications telated o neuropathlc Identificd trends will be brought to the center
paln managament. lnt_ervanﬂons tcluded staft Performance Improvement Committee monthly and
monitorlng and recording behavlors, and o5 tieeded until & lesser frequency s deemed
reporting increased behaviors to the physiclan. appropriate .
Reviow of fhe MAR 4#1/14 through 7130114 ¥ "
ghowed 7 behavior monltoring shaets for
motftoring slgne and symptoms assoviated wih
anxisty, depression, and antipsychotic drug side
pffects, however, there wes only 1 sheet that waa
dated for 4/2014. On the 412014 1t was indleated
staff were supposed to monlitor for behavlors
assoclatad with anxiety 3 fimas deily, thera were
g3 blank spaces where behaviors were assessed.
Intarviews with LPN #3 on 7rA0M4 at 4:30 PM
confirmad the behavlor cheals were not dated but
should have baen. Review of mental health
Mychothempy pregress notes dated 6/5114,
FORM CMS 2067(02-08) Proviots yerslona Obaclats Tvant I OUXTH Fockily i WYGD1a 1 continuetlon sheet Poage 77 of 84
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Irritebiity, enxlety, dospair, and withdrawal,
Addltional review of the medical record showed
the foliowing mental health psychotherapy
prograss notes, &i5M4 the resldent was, "yelling
ot akaff, "you always forget me" the theraplst
Intervened”, &/7/14 the resident, "was quite
depressed and sald | don't like anything about
myself", 77114 tho resident reported, "[resident's
name] reported increased dapression and sald
I'm bored everyday I'm hare they are all the
same", 7i26114 the rosident reported, "f'm 47 and
{ hate it hiere; no one helps me’.

4. Reviaw of the medical rotord showed resident
#24 was admitted to the Facility 114113 with
dlagnoses including non-Alzheimet dementia,
Huniington's disease, and arthritis, Raview of the
annual MDS assessment dated 7/1/14 dentified
the resident as having algns and symptoms of
deprassion and no behavlors were recorded.
Reviaw of the CAA dated 7/23/4 showed the

sesident triggered for antl psychatio, antianxlety,
and antidepressant medications and shauld have
a cars plan doveloped. Review of the care plan
updated 7R3 reveslod the residant had the
potential 1o demonsirate physleal beh gviors, and
mood problems refated {0 gotual depression,
mierventions included developing a behavior
monitor fo track the rasident's behaviors. Review
of MARs dated AH/14 through 7/30/14 undated
hehavior fracking sheets for Celexa
(antideprassant med), Atlvan (antianxiety med),
Seroquel (hehaviors associated with dementia).

The sheets were 1ot dated with @ monih or year
and Included zeroes for overy sntry, indicating the

rasident had not axperienced any hehavlers or

signs and symptoms of dapression, Howevar,
i il AR S i il
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4 0 SUNNGRY STATEMENT OF DEFICIENGIES L PROVIDERS PLAN OF CORRECTION 1 o5
PREFK H DEFICIENGY MUBT BE PRECEDED BY FULL PREFIX ACH CORREGTIVE ACTION SHOULD BE SOMPLENION
TAG HEAILATORY O L8G IDENTIFYING INFORMATION} TAG CROSS-REFERENDED TO THE APPROFRIATE DATE
- DEFICIENCY)
F 514 | Continued From paga 77 : F 514
6i7/\4, 7114, THANA, 7j28/4 and 7/28/14 listed
prosanting pehaviorsfeympioms of depresslon,

_

Evend [D:0LXM

Fandiy 1D, WY001D

“Er ) Gy

If continuatlon sheatPage 78 of 81



PRINTED: 06/16/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NQ, 0938-0381
STATEMENT OF IEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {¥2) MULTIPLE CONSTRUCTION " (X4) DATE SURVEY
AND PLAN OF CORRECTION IDERNTIFICATION NUMBER: A BUILBING ’ JV COMPLETED
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536013 B. WING,_ 08j01/2014
NAME OF PROVIDER. OR SUPPLIER BTREET ADDREES, GITY, STATE, ZIP GODE
3128 BOXELDER DRIVE
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41D AUMMARY STATEMENT OF DEFICIENCIES Ity PROVIDER'S PLAY OF CORRECTION )
REFX OH DEFIGIENGY MUST SE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE SOMFLETION
™ REGULATORY OR LSC IDENTIFYING INFORMATION) TAD cmmmnﬁgggg JamE APPROPRIATE DATE
Piris Plan of Co s th 's oredii
F B14 | Continuad From page 78 aﬁ:m,z;g«m;ﬁm, e conter's aredible
review of mental health psychotherapy progress
notes dated A&/ 4 and 7/28/14 tha resident Praparction ,ff?;ff;' exsoution g%ﬁ; ﬁmm
resented with bahavior symploms of depreseion, orovidor of the truth o the fuctsalleged o7 conclusions
rvitabilliy, and anxiaty, set forth in the statement of deflotencles. The planaf
F 620 | 483.76(0)(1) QAA E520| cvrrection is prepared andior executed solely becuuise
G8=E COMM!‘I’F‘EEuMEMBERSMEET # Is required by the provisions of federal and state law. |
QUARTERLY/PLANS
Afacliity must maintaln & quality assessment and
assurance committea conslsting of the director of
nursing services, a physician designated by the
fachity; and aileast 3 other memmbars of the
faclity’s staff,
F520 9 fav I
The quality assessment and assuranco
commitiee meets at least quarterly to identlfy Corrective Action:
igsues with respoct o which quailly assessment No residents specifically identified.
and assurance activities are necessary; and Vegr in reviow of the QA/P d foll
davelops and fmplements appropriate plans of o dentiontion of ronds process and 10LOW-Up
action {o correct identified quallty deficlancles. ation o1 tronds.
A Slate or the Secretary may not requlre Idengification of Othors:
dlsclosure of the records of sush committee All resident poteptial to be effected.
except Insofar as such disclosure Is related to tha
compilance of such sommitice with the
requirements of this sectlon. Systemic Change:
Good falth attempts by the committee to identify Education was provided to Management staff
and corect quallly deficiencles will not be usad a8 regarding QA/FT mrocedures, goals and expectations,
24 baBIS fUI' Sanﬂﬂl’)ns. Distuct Team Dmig—nee-
This REQUIREMENT s ot met as avidenced  Monitoring:
by: - . . .
Baged or ohservation, staff, resident, and family 1t\r1¢:hﬂt1111)y %MP.]I:. mm‘]‘)w” will be submitted for review
interview, and review of medical record, the 0 the q istrict Team LeSIEnes, monthly end as
acilty falled to ensure the performeance ‘;;;f‘;m;}‘fél a lessor frequency is docmed
[3ALS N
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F 520 | Continued From page 79 F 620
Improvemant {P1) program was effeciiva in
maintaining and sustalning Jmprovernent in
rapeating deficlent practices |dentified and cited
over the past four surveys. The findings ware.

Throe exemples where the cara plan was not
updated to reflect the surrent resident status
during the 2014 survey 18 detalied In Federal
cltation F2680. Deficient practice in regard to not
updating vare plans was also written in 2010,
2011, and 2013, Falling fo follow professional
standards of care was cited a8 deflcient practice
in 2012, 2013, and again In 2014 {rofer to Federal
citaiion F281). Refer o Foderal cliation F262 for
evidence faollity staff did not follow the care plan
for residants during four sUVeys, 2010, 2012,
2043 and 2014, Federal cltation F308 describos
how staff did not provide the necessary care and
garvicas for residents in 2011, 1012, 2013, and
agaln In 2014, Federal citation F312, toileting,
groaming, and caralasslstance with acivities of
dally ivlng, was cited a8 & deficlency In 2010,
2011, 2012, and 2013, This personal cars tag will
agaln be clted in 2014, Feders) iag F323
rogarding providing supervision to prevent
accidents was cited in 2011, 2012, and 2013.
This cltation will again ba olted during this current
survey and was the tacus of an immodiate
jeopardy called during the 2014 suvey. Federal
tag F2286 regarding ihe utllizafion of axygen
therapy was cited in 2012,204% and will be clied
In 2044, A cltation regardlng clean shd sanitary
cancitions n the kitehen was oited in 2010, 2013,
and will cited In 2014, Federal cltation F2328
regarding unnecesaary mmedications will be clted
in 2014 and was els0 cited N 2010 and 2012,
Finaily, F253 In regard to housekeeping and

maintehance was cltad in 2040, 201, and 2093,
r253 will again ba clied d uring the current survey.,
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F 820 Continued Fram page 80 F 520
Interview with the administrator and DON an
8114 at 3 PM revesled these wera areas being
monitored In Pl However, each of {hese arsas
continued to be olted &g areas of deficlent
practice during the most cuirant survey.
Event I OUXIY Faalilly 10; WOo1a ¥ continuation shest Page 51 of 61
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