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) 10 SUMMARY STATEMENT OF DEFICIENGIES fI PROVIDER'S PLAN F CORRECTION XE;
PREFIX (EAGH DEFICIENCY MUIST BE PRECEDED BY FULL BREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLENON
™™e REGULATORY OR LAG IDENTIFYING INFORMATION) TAG GRGSB-REFERENCER TO THE APPROFRIATE DATE
‘ : : DEFIGIENGY)
FOD0 | INITIAL COMMENTS F 00C = s :
! : RECEIVED
The following common abbreviations are used : WY Ders of ety
throughout this document: \ :
' JAN 97 i
ADL - Actlvitles of Dally Living s 2015 |
L BIMS - Briaf Intarview for Mental Status : e B gt
| CAR- Care Area Assassment | Healthce:s Hesnsing
1 CNA- Certffied Nursing Aide i GG St ays
DON - Director of Nuraing | ' =
LPN - Ligenzed Practical Nurse ;
MDS - Minimum Data Set I
PRN - Pro re nata (as neaded) i
RD - Registerad Distitian
ROM - Range of Motion l
RN - Registered Nurse I

Less commeonly uged abhreviations will be
annotated In each deficlency.

F 226 | 483.13(){1){)-(iii), (c)(2) - (4) F 225 ' |
F225 Investigate/Repor{

88=E | INVESTIGATE/REFORT N
ALLEGATIONS/INDIVIDUALS Allegations/Individuals I 15/2015&
The facility must nof empfoy.[ndividugls who have Corrective Actions:
heen found guilly of abusing, neglecting, or The State Nurse Aide Registry was
mistreating residents hy e nourt of law; o have checked for CNA's #1, #2, #3, #4, and

¢ had & finding entered Into the Slate nurse alde #5, on 12/4/2014.
1egistry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property, Others Potentially Affected:
and report any lnowledge it hes of actions by a Any CNA hired since 0B/01/2014 have
f[aqn?;[ﬂ“;.fgam?gan ?:Rgéoggea' m‘ggg ;}'gglgr the potential to not have been cleared
ndicate unfitness for se -
other faclilty 2taff to the Btate nurae alde regisiry mruugh ttha;_slfata fl;‘lu;t“?e A'C:? Reﬁ}g:{;
ar llcensing autheritiss. 3 us polentially arlecting &l res
that reside within the facility.

The facilly must ensurs that all alleged violations | ;
involving mistreatrment, naglect, or abuse, a !

i
i

A
LARORATORY DIRECTORE OR PROVIDER/SUPFLIER REPRERENTATIVE'S SIGNATURE T
Jﬁ?‘/;/,ﬁ,&#?ﬁf l&/{/% ‘&H“l"’-éﬂ” OF 4/rs, e /- 715

Any daficiency statermiant snbing with an asterisk (4) denotes a daficlency which thi institution may be excused from correctlg providing I Is determinesd that
other asfepuards provide sufficient protoction ta tha patients. (Ses Instructions.} Exaapt for niwsing homes, the findings slalad above ars dlscibsabla 80 days
following fhe dete of survay whether or not & plen of porection i provided. For nureing homes, the abova findinge and plans of conection are disclosabls 14
daye following the dute these degumenls are made avallabla {o the faclily. If deficlencies are cited, an appraved plan of corrsctlon Ie requistte to confinued

program partieipalion.
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The results of all investigations must ba reported
to the adrninistraior ar kls designated l
‘ rapresentative and o other officlals in accordance i
[ with State law (Including to the State survey and !
certification agency) within & working days of the
incident, and if the alleged violation [s verified
appropriate corrective action must be taken,

i ghls REQUIREMENT is not met as avidencad
v
Buaged on employas file review, review of the |
state CNA sbuse log, and staff interview, the '
! facility Falled to ensure the state nurse aide ;
regisiry was checked prior to amployment for 5 of :
5 CNAg (#1, #12, #3, #4, i#5). The findings ware:

Review of the smployes flles for GNAs #1, #2, 3,
¥4 and #5 showed there was no dogumentation

to show the state nurse aide reglsfry had bgen !
| checled to verify these GNAs wete lsted and
: without abuse findings. Interview with the DON on {
' 123114 at 3:50 PM revealed sha was not aware |
: of the regisiry, and It had not baen checked for

| these CNAa. Review of the state CNA abuse
registry showed CNAs #1, #3, #4 and #5 had not

(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION P e
PHEFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL | Prerx {FAGH GORRECTIVE ACTION EHOULD BE | comirion
TAG REGULATORY OR LSC IDENTIFYING iINFORMATION) ! OTAG £ROSE-REFERENCED TO THEAPPROPRIATE  §  DATR
; DEFICIENCY) | :
] |
F 225 - Continued From paga 1 { F225, Systemic Changes:
: Including injuries of unknown source and ,' » Hiring Managers were trained
{ misappropriation of resident propery are reported | on .checking the State Nurse
“Immediately fo the adminlstrator of the Tacllity and | Alide Registry for all newly hired
j bo othar officials I accordance with State law CNA's on 12/03/2014.
| through established procedures (including to the «  An audit was compleied on all
| State survey and cerfificafion agenay). | CNA's hired since 08/01/2014,

. to detarmine any other new hire
violations are thoroughly Invesfigated, and must through the State Nuree Aide
prevent further pofential abuse while the | Reglstry |
Investigation lsIn progress. l « All CNA's hired since

J
T

through the State Nurse Alde
Registry.

The process of checking all new
hired CNA’s through the Stale |
Nurse Alde Registry has been
added to the hiring practice.

!

]

|

!

j 08/01/2014 have been run
|

|

!

Monitoring:

The Business Office Manager/designee
will complete an gudit on new hira files o
aneure cornpliance with hiring practice of

checking new CNA's through the State
i Nursa Aide Registry: weekly x 4 weeks,
i monthly x 3 monthe, and randem
; tharaafter,

]

1
¥
\
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c
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o) In BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN DF CORREGTION o -
PHREFRIX (EAGH DEFIGIENGY MUET BE PRECEDED BY FULL PREFX {EACH CORRECTIVE ACTION EHOULD BE GOMPLETION
TAZ REGULATORY OR L0 IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THEAPPROPRIATE DATE

DEFICIENGY} i

F 225’ Goptinued From page 2 _
been raglstered and therafore there was nothing
in the reglstry related to thege CNAs. The |
nan-registered CNAg had the following dates of
hire: )
| 8. GNA# was hired on B/6/14 {
. b ONAS was hired on 10/6/14

i © CNA# was hired on 11/6/14 !
d. CNA#5 was hired an 11/221/14 ;
F 244 | 483.15(=) DIGNITY AND RESPECT OF ;
88=D | INDIVIDUALITY X

Fhe faeflity must promote care for residents in &
manner ard In an enviranment that maintains or
gnhances each resident's dignity and respsctin

t fult recognitian of his or her Indlviduelity.

I
b

"rhis REQUIREMENT e not met as avidenced
by:

.l Baged on observation and staff interview the

' facllity failed to maintain the dignity of 1 of 3

- sample residents (#7) in the secure unift. The

- findings were:

i Observation on 12/2/14 from 8:15 AM ta 905 AM ¢

i showed resident #7 was seated in 8 wheslchairin |
the dining room eating breakfast. The resldent !

| was wearing a zin-front sweatshlrt, which was

! completely unzipped and the resident’s here

. breagls were exposed. At that time, distary aide .

i3], who was walking by, stopped briefly fo look at :

I the resldent, then continueq 1o the kiteheh without

I notifying nursing staff or offering asslstance to
protect the resident's dignity. At 8:18 AN, RN #1

| gave the resident a glass of fiuld, but falled to

QA;

F 225 The Business Office Manager will report
audit findings to the Quallly Assurance
Cormmittee monthly for further anelysls
and recommendafions.

The Quslity Assurance Committes
j members will analyze the resuits of
. audits to determine further correctlve
: action if necessary to ensure continued

F241; compliance with this plan of correction or
i andfor termination of moniteting if

intervention(s) are succassful.

F241 Dignity and Respect of
Individuality ifiofsis |

Corrective Actions:

Rasident #7's zip-front sweatshirt was
zipped up by RN#1, afier asking the
{resident if wshe could zip up her|
' sweatshirt; on 12/02/2014 @ 0905.

Others Potentlally Affected:
- No other residents were identifled as
having been affected by this practice. |

Systemlc Changes:

e All Staff will be educated on

providing Dignity and Respect to _

: the residents, by 1/28/2648. | ) j ,4 l F é)

« Al staff wil be edusated on
reporting inappropriate resident
altire to the licensed nurse by

 acknowledge the resident's need to he coversd. | 1/28/2046
| ALB:22 AM, whie the resident remained at the ?’ g
! table with the top stifl open, dietary alde #1 I lﬂ] Fe y,,'

FORM cm&zés?(m-aaj Pravious Versicns Dbscisla Evenl {0 B2DWH Facliity 1ID; WyDe10 If confinuption sheet Fage 3 of 42
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C
53A049 b. WinG 1210412014
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, HTATE, ZIP CODE
2009 LARAMIE STREET
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(%4 1D SLINMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF CORREGTION s
PHEFIX (EACH DEFICIENGY MUST BE PREQEDED BY FULL PREFIX {EACH CORREGTIVE ACTION BHQULL BE LOMPLETION
TAG REGULATORY DR LG IBENTIFYING INFORMATION) TAG CROES-REFERENCED TO THE APRROFRIATE DATE:
DEFICIENGY)
E Monftorlng:
F 241 ! Continued From page 3 E 241! The Unit Manager/designae will perform
a walking audit each morming to identify

+ femoved the residents breakfast plate, hutdd |

| not nottfy nureing steff of fhe resident's nead for any resklant who may be inappropriately

| assletance. At 8:34 AM, dletary aide #1 gave the attired.

; resident a lidded contalner of coffes, At 9:05 AM, :

! the resident left the dining root, and whesled | QA:

! hisher wheelchalr through the milfeu, at which Unit Manager(s} will report any resident
tlma RN #1 asked the resldent if she could zip up | inappropriate clothing frend ta the
the clothing. i monthly QA Committes.

The Quality Aesuratice Cominittee

1 lnterwew with the unit manager oh 12/2/14 ait
members will analyze the results of

| 12:40 PM confirmed that all facility staff should
elther assist ?dpaﬂiﬂlg* cl?iheddrﬁsgdent or notify audits to defermine further corrective
nursing should & resident need hefp, | action if necessary to enstre continued
F 253 433{15(“%%?%%%@%2'“6 8 , F 253 compliance with this plan of correction or
sg=0| MAINTE F & 5 andfor termination of monitoring If

The facilly must provide housekeeping and 1 intervention(s) are sugcessful.
meintenarice services necessary to malntein a ’
sanitary, orderly, and comforiable Inferior.
t Y F253 Housekeaping and
: Maintenance Services /
This REQUIREMENT 1s not met ag ev]denc:ad / /9/20!5’
hy: | Gorrautive Actions:
Based on observation and staff interview, the " The identified upholstered chairs in the
| facility fafled to enstre soiled chalrs were cleaned 200 and 400 hallways (outside of ropms
; I 2 of  resitent areas. The findings were: 207, 206 and 407) have been

shampooed fo remove any soiled areas,
1. Perjcdic observations on 12/3/14 of the '

: regident common area located oh the 200 hallway QOthers Potentially Affected:
 showed there were upholstered chalrs availahle : . Acleanliness audit was performed by the
Jfc:r resident uge, The following concerns were ! Housekeeping Director to identify any
identifled: ) L . ; other upholstersd chairs that nead
4. The brown racking chair sitiihg oulside ' cleanad.

" resldent ropm 207 was soiled with 3to 4 ;
! unldentified white spots on the seaf of the chair. -

b. The blusfgresn recliner iocajed outslda
! resirent room 208 was sofled with white streaks |
' on the seat of the chair. l

No other residents were identified as
having been affected by this practice.

|
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F 279 : 483.20(d), 483.20(k)(1) DEVELOP
88=n | | | COMPREHENSIVE GARE PLANS

| Afacillty muzt use the resulis of the aseessment
| to develop, review and revise the resident'’s
| | comprehensive plan of care,

} The facility must develop a comprehensive care |

: plan for each residert that Includes measurable
nbjacﬂves and timefables fo meet a residents
" medical, nursing, and mental and psychiosoclal !

» needs that are dentified in the comprehensive

- assessment.

. The care plan must describe the sarvices that are
: to ba furnished to eftain or maintain the resldsnis | !
- highest practivable physleal, mental, and E
' pgychasocial well-being as required under
| §483.25; and any services that would otherwise
» be required under §483.25 but ae nat provided
i due to the resldent's exerclse of rights under _
| §483.10, including the (ght to refuse treatment

under §483.10(b){4).

7

|
i

(4] 1D SUMMARY STATEMENT OF DEFIGIENCIES o | PROVIDER'S PLAN QF CORRECTION s}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDEDBY FULL \ PREFIX (EACH CORREGTIVE ACTION BHOULD BE TOMPLETION
TAG REGULATORY O LSC IGENTIFYING INFORMATION) ! fAG :©  CROSS-REFERENGED TO THE AFFROPRIATE BATE
| ; DEFICIENGY)
{ | Systemic Changes:
F 253 | Conlinued From page 4 F 253! » A cleanihg schedule for
i upholstered chairs hag been
2. The bius recliner located otitslde resident rooim ; developed, to routinely clean
407 appeared to be solled with brown . ! chalrs In common resident
discoloration on the gaat and footrest of the chalr, ‘ areas.
; i .+ The Housekeeping staff will he
3. During an Inferview with housekeeper #{ on | i edusated on the cleaning
12/4/14 et 10 AM, she revested the upholstered | f schedule for upholstered chairs,
1 chalrs on each unit were cleaned approximately f and the necessity to report any
 svery 6 moniths. Further, the ohairs on the 200 ' soiled  suface  identifled
hallway had heen cleaned in June 2014 and i ; throughout routine cleaning byl
chairs on the 400 hallway wers ¢loaned In May '
2014. |n addition, she acknowlsdgad the chairs /28)‘2 gf )&, 4
"naadad to be tleansd or discarded. Monitoring: )
F 279 .

* then random thereafter. )

; audit reports to the Quality Assurance

|
|
}l
|

The Housekeeping Director/designee
will perform an audif of Upholsterad
Chair Cleanliness on a weekly basls x 4
weeks, then monithly x 3 months, and

QA:
The Housekeeping Director will report

Committee on & monthly basis for further
analysls and recommendations.

The AQuality Assurance Committes
members will analyze the results of
audits to determine further cormrective
action if necessary to ensire confinued
compliance with this plan of correction or
and/or termination of monitoring i
intervention(s) are successful,

i
|
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Py ID BLIMMVARY STATEMENT OF DEFICIENGIES
PREFIX (BACH DEFIGIENGY MUST BE PREGEDED BY FULL
TAG REGULATORY OR LG IDENTIFYING INFORMATION)

Iz

PREFIX

TAG

FROVIDER'S PLAN OF GORRECTION
(EACH CORRECTIVE ACTION SBHOULD BE
GROSSREFERENCED TO THE APFROPRIATE
DEFICIENGY)

(5)
GOMPLETION
DATE

F 279 | Gontinued From page 5
{ This REQUIREMENT Is not met as evidenced
by
. Based on madical record raview and siaff
i interview, the facifity fafled fo develop a
comprehensive plan of cara for 2 of 13 sample
residents (#4, #71). The findings were:

1. Reviaw of the residenf's 2/21/14 significant
change MDS assessment for resldent #4
revealed the resident triggered for further

| assessment in the ares of Psychotropic Drug

: Usa. Review of the 2/26M4 CGAA summary for
psychotropic madication use revealed the
faniliy's deciglen to care plan for this Issue,
however, review of the care plan showed ho cars
i plan for psychotrople drug use. [ntervew with the
| MDS coordinator on 12/4/14 &t 11:40 AM
canfirmed there was no care plan for

. psychotroplo drug use,

. 2, Review of the annug) MDS assesement dated
| 4/26/14 showed resident #71 triggersd for further :
i gageasment of areas Including Urinary }
Incontinence and Indwelllng Cathater, ;
1 Psychotropic Drug Use, and Pain. Review of the
| GAAs revealed the facility declafon to care plen |
for each of thoze aress, howsver, raview ofthe |
resident's care plan showsd nio caré plans for
these aregs. Interview with the MDS coordinater
on 12/4+14 at 14:40 AM confirmed there were no |
oare plans for these areas.

483.20{d)(3), 483.10(k)(2) RIGHT TO

F 280
FARTIGIPATE PLANNING CARE-REVISE CP

58=D

¢ Tha resident has the right, uriless adjudped

; Incompetent or otherwise found to be

| incapanitated under the faws of the State, fo
participate in planning care end treafment or

F27¢8

F 230,

270 Davelop Comprehensive Care | Wﬁ/@/ﬁ'
Plans i

Corrective Actions:

A comprehangive care plan far resident
#4 and resicent #71 were developed.
Resident #4's care plan was
reviewed by the Interdisciplinary
Team and updated as Indicatad
to reflect current resident status,
including Psychotropic
medications.

Resident #71's care plan was
reviewed by the Interdisciplinary
Team end updated as indicated
{0 reflect current resident status,
including Urinary {nconfinence,
, Indwelling Cathaters,
| Psychotropic Drug lse, and
Pain.

Others Potentially Affected:
No other residents were ldenfified as
» having been affected by this practice,

Systemlc Changes:

‘An audit of care plans will be
completed by the MDS
Nurse(s)/designes on residents
triggering on the 2014 Annual
MDS3 assessments for:
Psychotropic Drug Use, Pain, or
Urinary Incontinence/indwelling
Catheters,

The Licensed Nurses will be
educated on  developing
resident centered
Gomprehensive Cars Plans by
01282045 | [} 7)&-@)

FORM CMS-2657 (02-918) Previoua Versions Obsolsle

Evant ID; B2DWA1

Fac}ilw ID; Wyaoto rcanﬂnuatlon eheast Paga 6 of 42

NG



Jan 72015 2:04FM No. 1269 P. §

PRINTED; 12/18/2014

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM ABPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVICES QMB NO. 0938-0381
SYATEMENT OF DEFIGIENCIES (X7} FROVIDERISUPPLIERILIA {¥3) MULTIPLE CONSTRUCTION {43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
G
53A049 8, WING 1210472014
NAME OF PROVIDER OR SUPPLIRR STREET ADDRESS, CfTY, STATE, 2IP CODE
2009 LARAMIE STREET
" .
QBHEN HEALTHCARE COMMUNITY TORKINGTON, WY 82240
am SUMMARY STATEMENT QF DEFICIENGLES | I PROVIDER'S FLAN OF GORRECTION ¥ (45)
PREFIX j {EACH DEFIGIENGY MUST BE PRECEDRED BY FULL , PREFIX {EAGH CORRECTIVEACTION SHOULD B GOMPLETION
e 3 REGULATORY OR LEGC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROBHIATE DATE
; | DEFICIENGY)
Fa Z ) ; { Monltoring: !
80 | Continved From page @ i F280, The mterdisciplinary Team will audit cars
[ changes In care and treatment. plans for comprehensive resident
X . centered status with the MDE schedule
| Acomprehensive care plan must be developed ’ oh an ongoing basis. Identiflad concemns
within 7 dayﬁ after the wmp]etlon Ofthe ) wil be davek)ped and Updﬁtﬂd as
comprehensive assessment; prepared byan 1 Indicated ,
interdigciplinary team, that includes the attending '
physician, & regisksred nurse with responsibillty QA:
for the resldent, and other appropriste staff In -~ . ey .
disciplines as determined by the resident's needs, | mgs gﬂmﬁ(g‘) Kg' Jf; ort auglt dat% o
and, to the extent practicable, the participation of | ter] allty auranceé  Lommilee
the resident, the resident’s: farmlly or the resident's quararly.
legal representative; and periodioally reviewed . .
and revised by & team of gualified persons after  The  Quality Assurance Committee
each assessment. members Wit analyze the results of
_ audits to determine further corrective

i getion if necessary to ensure continued
1 compliance with thig plan of correction or
i andfor termination of meonitoring  if

: This REQUIREMENT Is not met.as evidenced intervention(s) are successiul.
by ; ’

| Based an observation, madical record review, ;
- aind staff intetrvlew the facillty fallsd to update the

. cara plan te reflect current needs for 1 of 13 : F280  Right to Participate Plannlngf

. sample residents (#4). Ths findings wers: : ; Care ///ﬂ/zwﬁi
*1. Review of rursing notes showed l Corrective Acfions;
documentation of resident #4 touching gther ’ | Resident #4's care plan has been
resldents or runolng into other residents with raviewed by the Interdisciplinary Team
his/har wheelchalfr Were made on 16 days in and updated as indicated to reflect
Octobsr, 2014, and 27 days in Noveimber, 2074, curent resident needs, behaviors
assnssment showad the resident exhibited : interventions.
phyeleal behavioval symptoma-dire;ted tolgar% !
others oh & daily basis. Raview uf the resldent's Others Potentially Affected:
care plan for behavior problems, updated on ' . .
93114, showed the resident was "becoming E:fédg: M ;f:rf'ﬂ;% : ';ethﬁgeflg%d !E'hn'“
increasingly aghtated lately and Is very diffioult to o P arected by tnis
rediract...[She] is Icreasingly aghated at meal practice.
tfimes and is upeetting other residenis by bumping |

FORN OMS-4687(02-89) Pravious Vemions Obsolele Event Il: B2DW11 Fadiity B Wyopo If continuation sheet Page 7 of42
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F 280 : Continued From page 7

into them with [his/her] wheelchaly..." The
following concems were Identified:

a. Review of nurzing notas showed ths ;
resident had drinks thrown an him/her en
10/17H 4 and 11/14/14, and was hit on the head
by another resident on 11/23/14.

. b.Observation on 12/2/14 beginhing af 8:15
AM showed the resident reached out to grab and
shake enother resldent’s shoulder several times,

: This other resident was vislbly aglitated when this

_happened and started to throw hisfher drink. Staff |

- did not intervena or move eifher resident.

" ¢ Further review of tha care plan for behavior
problems shawed approaches, most recently
updated 11/24/14, included reporting pain :

. Indlsators, and offering conversatlon or :
something to eat or drirk when the resldent

* began ta wander excesaively, No meaningful

' approaches were develpped, with regard to the

. resident's behaviors of touching residenis and
bumping into them with hisfher wheelchair, fo

t maintalh the resident's safely and the rights of

; other residents to be free of unwanted touching.

d. Interview with unit manager #1 on 12414 -

! gt ;45 AM revealed residents sat anywhers they -

1 choae for meals, even IF It was next to a resldent -

| who would be agitated by unwanted touching.

© a. Interview with the soolal worler on 12/414 -

| at 11:40 AM revaaled he had not been Included in |

! disoussions of behavioral interventions for this

resident.

| e.Interview with the MDS coordinatoron |

! 12/4{14 at 11:40 AM confirmed the resident's cere !
|

! plan had not been updated with epproaches

: gpecific to the resident's behaviors. of fouching

i other regldents and bumping Into thern with
 histher wheelchair. {

F 282 j 483.20(k)(3)(if) SERVICES BY QUALIFIED

| ystomic Changes!
F 280 » The DNS/degignee wil| educate
the Nurging Staff on resident
! contered care, root cause
; analysie, behavior monitoring,
separating residents for safety,
i and non-pharmacological
: interventions, and updating care
i plans.
. = The Unli Manager/designes wil
;r audit residant hehaviors on a
|

daily basls during walking
roynds.
» The Licenzed Nurse will update
care plans as neaded.
» The Unit Manager/designee will
communicats resident
behaviors {0 the Soclal Sarvice
Director and Director of Nurging,
when identified.

Monitoring:

The Social Service Director will audit
care plans of any resident exhibiting
behaviors, to ensure that meaningful
Interventions are being initiated and

updated.

" QA:
The Social Service Director will report
audit data to the Quality Assurance

Commiliee guarterly,

The Quality Assuwrance Commiftee
members wil analyze the results of
audits to defermine further corrective
gction if necessary to ensure continued
compliance with this plan of carreclion or
andfor termination of monitoring i
intervention(s) are successful,

F 282é

FORM CiS-2867 (02-88) Previous Versions Qbsoleto Event JD:B2DW11

Faclufy ID; Wyoo{a If contintiation shest Pege 8 .of 42

W \ ‘;)

I



Jan, 7. 2015 2:05PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

No. 1269 P 10

PRINTED: {2/18/2014
FORM APPROVED
OMB NGO, 0998-0391

CENTERS FOR MEDICARE & MEDIGAID SERVICES
STATEMENT OF DEF}JGIENCIES (41) PROVIDERISUFFLIERICUA (X2) MULTIPLE CONSTRUCTION {3 PAYE SURVEY
AND PLAN OF GORREGTION IDENTIFIGATION NLMBER: A BULGING COMPLETED
G
§3AD49 B WiNG 1200412014
NAME OF PROVIDER OR S8UPFLIER STREET ADDRESS. CITY, STATE, ZIF CODE
2008 LARAMIE STREET
GOSHEN HEALTHCARE GOMMUNITY TORRINGTON, WY 52240
4D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'E FLAN {)F GORRECTION )
PREFK | (EAGH DEFICIENGY MUST BE FRECEDED BY FLILL, PREFIX (EACH CORREOTIVEACTION SHOULD B COMFLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG UROSS-REFERENCED T) THE AFPRGPRIATE OATE
: DEFICIENCY) |
f F282 Services by Qualified Persons
F 282 | Cantinued From page 8 [ Fasz . ;
$8=0 | PERSONS/FER GARE PLAN Corrective Actions; / /nts
Resideni's #B7, # 68, and #72 are
The services provided or aranged by the facility receiving restorstive nursing care in
st be provided by qualified persons ih accordance fo the written care plan,
accoidsnce with each resldent's writteh plan of
i care, Others Potentially Affected:
: | Resldent's requiring restorative nursing
| [ care have the potential to be affected by
| This REQUIREMENT Iz ot met as evidenced ! this practice.
| by: i
! Based on medloal recard review and steff ' | Systemic Changes:
interview, the facliity failed to ensure care was ! « Restorative Nursing Aides are
provided in accondancs with the witlen plans of mssigned fo provide restorafive
 care for 3 of 13 sample residents (#67, #6B, #72). | care to recommended residents.
The findings were: ' *  Anaudit will be completed by the
1, Review of the 1/23/14 ennual MDS 23:2;2:::: Nurssel qesigneeagg
assezsment showed resident#567 had bilateral Restorafi enices
ROM limitations of the lower exiremitles. Thera estorative  gare gans by
wers also ROM limitations cn one &lde of the -et28/2015. | [ )3] ],
(pper extremities. The 8/1/14 care plan approach | « The Staffing ‘Coordinator and
related fo the limlted ROM showed the resident | Licensed Nurses will be
was fo recelva a "lovel one" restorative progtam ! educated regarding the practica
that included ambulation, In additlon, anolder i of steffing required in the
approach dated 4/18/13 showed passive ROM to | Restarative Nursing Program.
upper extremities and ambulate with asslstance {
+ of one 2-3 fimes & week, Revisw of the medical | : Monitoring:
" record falled to show evidence of participafion In i | The Restorative RN will audit restorative
' restorative services, : ‘ program compliarnce weekly x 4 weaeks,
! [ monthly x 3 months, and then quarterly
2 Review of the 10/23/14 annual MDS [ i thereafter,
I assessment showed resident #72 had bilateral I .
. ROM limitations for buth uppsr and lowar | i |
extremities. The 1/28/14 cars plan approdch ! ['
related to the limited ROM showsd the resldent
was lo receive restorafive program that included
"ulleys, restorator” and ambulation 3 to § fimes
l perweek, The last goal update for this areawas | 8
| on 4114/14. Review of the medical record failed to | | |
FUORM CMB-2567 (D2-55) Frevinus Yarglons Obsolele Event [0: B2DW14 Faollity I: wyDn1o If eantinuation sheet Paga § of 42
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F 282]: Continued From page 9
show evidence of partidipation in resiorative i
services,

3, Review of the quarterly MDS assessment

dated B/9/14 revealed resident #68 had :

diagnoses thal included peraplegla, depression,

and pain; and was alert and oriented with a BIMS

score of 15. Revlew of the care plan dated

; 612913 revesied the resident was to receive

: restorative nursing services to inchude "pulleys

_and T-band 3-5 imes a week and PRN [as

' needed]", as well as "hof packs”, with a goal of

i postponing further decline in strength i the
regidents upper extremities. Review of the

: restorative nursing documentaticn revealed the

- resident oniy received sgrvices fwice in

* Novembar 2014, on 11/13 and 11/14, with no

. documentsd refusals by the resident, [

[

* Interview with the DON and RN #2 on 12/3/14 at
+ 11:20 AM varitied documentation of restorative

| services was lacking, This was atirbuted toihe
restorative program halng only sporadically i
provided due to a shortage of staff for the past4
months. The DON verified on 12/4/14 at 1,35 PM
the care plan was fo be followed.

483.26 PROVIDE GARE/SERVICES FOR
HIGHEST WELL BEING

F 308
B8=D

| Each resident must recalve and the facility must

: provide the necessary care and services to athein
| or maintain the highest praclicable physioal, |
- mmentel, and peychosoctal well-being, In ;
" accordance with the tomprehensive assesement -
i and plan of care. , :

1
1

1 i

| The Restorative RN will report audlt data
i to the Quality Assurance Committes

. quarterly.

The Quality Assurance Committee
members will analyze the results of
audits to determing further corractive
action if necessary to ensure confinued
gompliance with this plan of correction or
andfor termination of monitoring  If

intervention(s) are successiul,

F309 Provide Care/Services for
Highest Weill Being

Corroctive Actions:
Resident #64's wound {gkin tear) has
g resolved as of 12/3/2014,

F 309

! Others Potentially. Affected:

:The DNS/designee will audit ail
[residents currently recelving wound
’ treatments to identify any other residents
|affected by this practice.

?No other residents were identified as

ihavin been affected by this practice.
1
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f E
F 282, QA
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1

F 309 : Continued From page 10
! This REQUIREMENT s not met as evidenced
! by:
' Based on medical rscond reviaw, obsarvation,
! staff Interview end review of policies and

 progedures, the facility falled to ansure wounds
| were moriliorad until they were healed for 1 of 1
: sample resident (#64) sheerved with wounda.

- The findings were:

|

! Review of the medical record showed regideni

: #64 had diagnoses that included convulglons and
! heart f2llure. The following concerns wers

! identified:

a, Dbeervation on 12/3/4 at #:50 PM
shawed the resldent had a dreselng on hisfher (eft
forearm dated 1171814 {15 days previous).

! Intarview that day af 2:55 PM with RN #3
gonfirmed the dressing headed to be changed.

h. Review of the nursing nots dated 11/18/14
Indicated the resident obtained a skin fear locatad
on the left outer forsarm, The wound was
closnsed and a Teyaderm dressing was applied.

« Further review of the notes showed the wound
| was aggessed on 11/18/14 and 11/20/114. There
, were no further notes regarding the wound Lntil
1 12/3/14 when the dressing was changed, 15 days
. after the initial assessment.
. ¢. Review of the skin care policy and :
1 procedurs, last revised in 2013, showad; "If & skin |
i Issue Is noted, a skin treatment will be started...
Further, "A skin treatment record will be started,
and documentatlon on the skin issue will be done
| dally with a weekly summary untll healed." |
d. Intetview with the DON and corporats !
l nurse on 12/4/14 at 1:60 PM confirmed wounds
were to be monitored and observations _
i dooumented until wolnds were healad.
F 212 483.25(g)(3) ADL CARE PROVIDED FOR

Systemic Changes:

F 308 « The DNS/esignee wili re-
aducate all Ucensed Nurses on
profesgional  standards  for
providing wound care and
following physiclan’s orders.

« The Licensed Nurses will
provide wound ftreatmen{ as
ordered by the physician.

Monitoring:

DWS/designee will perform a wound care
audit weeldy x 4 weeks, then monthly x 3
montha, then random thereafter.

QA:

The DNS/designes will repor! audit data
io the Guality Assurance Cormnites
guarterly.

The quality assurance committee
members will analyze the resulls of
audits to dstermine further corrective
action if necessary to ensure continued
compliance with this plan of correction or
andfor termihation of monitoring  if
intervention(s) are succesasful,

I
F 312

1 ' |
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F 312 Gontinued From page {1

85=0 ; DEPENDENT RESIDENTS

» Aresident who 1s unable fo carry ouf activitles of
- dally llving recefves tha hecessary services to
malntaln good nutrifion, grooring, and parsonsl
{ and oral hyglane.

This REQUIREMENT is not met a& evidenced
by

Baset on medical record review, cheervatlon,
ataff Interview and raview of compatency
 checklists, the facility fafled to ensure adequate

| incontinence care was provided for 2 of § sample
I'EE!dE!ﬂtS {#64, #68) ohserved for Inoontihence
 gare. The findings were:

i 1. Review of the B2/14 quarterly MDS
P asseasmant showed resident #64 had diagnosas |
that Included montal defisiency. Further, the ;
| yesident requirad extensive asslstance with toilet |
I use and was tolally dependsnt on staff for !
personal hygiene, Obssrvation on 12/2/14 &t B:35 !
AW ghowed CNA#7 transferred tha resident with :
|
[}

a sli-to-stand it to the bathrooin, The CNA
: rernoved the resldent's incontinence pad and,
| after changing her gloves, stood behind the i
[ resident end reached betwaen the residsnt'e legs |
" and cleansed the perineumn and the buttocks from |
i anterlor to posterior (front to back), swiping the
" areas 3 times. '

2. Review of the 9/23/14 quarterly MDS )
assessment showed resident #68 had diagnoses !
that included paraplogia (paralysls of the lower -
porticn of the body). Furthar, the resldent g
required extensive asslstance with toilefing and i
pereonal hygiene. Observation on 12/1/14 &t 3:30 |

F 312 | Residents

, Corrective Actions:
-Resident's # 64 and #6

the resident’s needs.

DNS/designee  on
dependent residents,

Dependent  residents

incontinent have the potential o be

affected by this practice,

Systemic Changes:

» The DNS/designee wil re-
educate the CNA's on the
practice of providing pericare on

the rasicdants,

s The CNA's will perform a
Pericara  Compelency and
successiully perform perigare on
@ dependent resident.

« The Licensed Nurses will be re-
gducated on the supervisory
role of monitaring CNA’s during

resident care,
' Menitoring:

pericare on & random

F312 ADL Care for Dependent

the necessary incantinence care fo mest

Others Potentially Affected
(An audit will be completed by the

The DN%/designee will audlt rasident

week X 4 weeks, then monthly x 3
months, and then quartesly.

I/ 1ef2zis|

8 are receiving

pericare  for

who are

residents each

I .
3
L
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| SUMMARY STATEMENT OF DEFIGIENCIES
(EAGH DEFIGIENCY NMUST BE PRECEDED BY FULL

} FROVILIPR'S PLAN OF CORRECTION

D
(EACH CORRECTIVE ACTION EHOULD BE

PREFIK |

D)
1: GOMPLETION

! PM showed CNA #26 completed inconfinence

- pare. The CNA cleansed only the left anterlor

, perineum and not e right perineum, upper

- fhighs or lower abdomen where urine may have
. tome in cortact with the skin. She then tumed

* the resident to hisher side and oleansed the

: buttocks.

. 3. Rewigw of the peri-care (perineum care)
competendy checklist, undated, showad the

* perineun was to be washed front to back,

. tleansing the middle of the labia thah each side

for females. For malw resldents, wash the fip,

! then the shait and scrotal sacks. After washing

+ the antetior perineum, the buttocks are to be

| cleansed.

! 4. During an interview with the DON on 12/4/14,
she acknowledged the Ingonfinence care
| provided was inadequate and incomplete.
F 318! 483.25(e)(?) INCREASE/PREVENT DECREASE
59=G | [N RANGE OF MOTION

1

. Based on the comprehenslve agsessment of &
| resident, the facility mist ensure that a resident
! with a limited range of motlon recelves

1 appropriate treatment and services fo Increase
i range of motion and/or to prevent further

| detrense in range of matlon,

This REQUIREMENT Iz not met es evidenced

: by
I Based on medioal record review, ohasrvation,

ansure a restorative nursing progiam was

" and staff and fambly interview, the facllity falled to

provided to increase ROM and/or prevent further -

i
PREFI )
TAG REGULATORY QR L3G DENTIFYING INFORMATION) YA CRORA-REFERENCED T( THE APFROPRIATE DATE
| ’ | DEFIGIENCY) i
F 312 I Continued From page 12 Fafz| QA .
’ Pe 2| The DNS wil report audit data to the

Quality Assurance Committee quarterly.

The Quality Assurahce Committee
members will analyze the results of
audits to determine further corrective
action if necessary to ensure continued
compliance with this plan of cofrection or
and/or termination of wmonitoring i
intervention(s) are successful.

!
;
{

F318/E318  Increase/Prevent Decrease In
Range of Motion

| Gorrective Actions: .
+ Restorative Services are heing
: . provided for residents #3, #4,
! #43, #44, #57, #88, #71, and
#72, And=tp,
. Resﬁdent #44 is recelving skilled
therapy services.
Certified Nursing  Assistants
have been hired by the fagility to
fll open direct care positions;
thus providing necesseary staff to
provide restorative nursing care,
[ |

///b/zofé'
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strengthenlng and mobility tralning, Further, It
| showed the therapy was (o start as soon as |
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DEFICIENGY)
. Others Potentlally Affected:
F 318 . Confinued From page 13 Fa18) An  audit wil be vcompieted on
. de¢rease In ROM for § of 13 sample residents Restorative Services and Restorative
1 (R, 94, 37, #43, %44, #5768, #71, #72} with care plans by the Restoralive Nuree.
| ROM Iimitafions, Fallurs to prowde these senvices -
! resulfed in an avoldable functional decine for Resldenls with recommendations Yor
 resident #44. Tha findings wers: Restorative Nuraing have the potential to
; , be affected by thie practice.
i 1. Observation on 12/2/14 at 8:30 AM showed ]
res:dent 44 was raneporied In a wheelchalr o Syatemic Changes:
| i’he nurses’ station by staff and [ransTerred to a v Restomfive Nurs]ng Aides are
rechner. The resident ragulred extensive assigned o provide restorative
- assistance to stand anr‘]:{ pfvo: to the recliner, Slr?e [ care to recommended residents,
i had a brace an the right wrist and bruising on the ' :
* right side of the face. Review of the madical i ' Qg;gﬂmgl bNau‘:gg;g ée;‘tieﬂ gg ﬂ;ﬁ
: record showed the reeident had diagnoses that | ; Rectorafive  Servi ces? an d
' Included ostecporosls and e right hip fractire that | s iy ™ I
: was sustained on 6/17/14. Further, on 11/25/14, {;fto a 8’% f7re /f’ ans
| the residant was sent to the emergency room _. 2812 ﬁz
after a fall, reaulting in & wrist fracture and » The Staff‘mg Conrdinator and
 hematoma to the right side of the head. The Licensed Nurses will be |
| fallowing concerns wene idantifiad; educated regarding the practice
&. Review of the physicel therapy dally of staffing required in the
resiment note daked 9715114 showed the resident Restorative Nursing Program.
was able to ambulate with a FWW (fronf whesled « The Restorative Nurse and
walker) and was full weight bearing and balance Skilled Therapist wili collaborate
- | an the right lower extrernity. Further, the resldent 1o Te-write acourate restorativ
was able to stand, pivot and transfer from the T (

; : programs by Q452820:15. 9.
chiar to the wheelchalr with only stand by ‘ he N Depariment wl
aseistance. Observailon on 12/2/14 showed the ’ @ Nursing t'?‘ Rost ratwe
resident required extensive segslatance to stand educated on e Resio

. and plivot to the recliner. Program,  restorafive  care
b. Review of the restorative care : guidelines, range of “"Ot‘onﬁ and
j communication dootment dated 9/23/14 showsd reporting  resident f
I the resldent had made good progrese in physical decline by,uma.tzm /)
therapy with Improved strength and function. | s . Restorsiive TecOmme!
| Further, reguiar physlcal activity was will~ ba*mpu‘t—mtawthe—elsctrmw
! rscommanded to malntaln mobliity and strength |
i and was to be done 2 (o 3 imee 5 week for (

‘“health*ra@and-b,y.m%(f ;
W\{#@l f’ / U{
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; Monitoring:
F 318 Continued From page 14 F 318! The Restorative RN will audit restorative
: possible. Reviaw of the restorative Iog calendar program compllance waekly X 4 weels,
- for November and December 2014 did rot show monthly x 3 months, and then quarterly
» any resforative therapy was provided. i thereafter,
. c Interview with thee resident's family member .
ton 12114 at 815 PM revealed there wgs a i GA:

problem with the rehabilitation program for the
' faciity, The family member indicated the rasidant
. wag no fonger provided an opportunity 1o
: exercise. The reskdent sat at the nurse's station in
i & reofiner most of the time for supervision due to |
 the history of falls, I
! o, Reviaw of the 10/2/14 quarterly MDS ‘
assesament, section (3, showed the resident
requlred exiensive assistance wiih transfers and
walking It his/her roorit. Further, secfion O
ehowed there were no restorative activiles i
performed during the observation period. .
[ @ During an Interview with the restorative

nurse on 12/4/14 st 1:15 PM, she acknowledgad
fhe resident had not been provided restorative
therapy and had declined,

2, Review of the medical racord showed rasident
'#45 had dlaghozes that included psripherzl
. vaseular disease and tremors. Observation on
| 12/3/14 at 3:40 PM showed resident #43 sal in a
wheelchair in the commen area of the sacure unit
and stood upright unasslsted. CNA#G, who had |
observed the resident skanding, instructed :
tilm/her to alt back down in tha chair and then
provided coffee to the resident. During &n ,
interview with CNAFE on 12/3/14 at 3:60 PM, she |
Indicated fhe resident walked very little. Furfher, |
i the resident had a walker in his/her room and i
only ambulated to the bathroom, Review of the |
funchional mobilly and safaty screen tiated i
_10/314 showed the resldent needed sfretching
! and ROM for the knees and shoulders. Further,
| for restorative care, the screening tool showed

| The Restorative RN will report audit data
' fo the Quality Assurance Commitlee
guarterly.
The qualty =sssurance committee
| members will anelyze the results of
i audits to determine further corrective
 action if necessary to ensure continued

. compliance with this plan of correction ar
if

andfor terminafion of monitoring
| Intervention(s) are successful.
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F 878 } Continued From page 15 | F 318,

! the resident would benefit from a walking !
[ program with upper and lowsr extremity i
i exerclses, Raview of the 10/6/14 quarterly MDS t
| assessment, section O, showet! there were ho
! restorative exercises provided.

3. Medlsal record review for resident #3 showsd
diagnoses that heluded right below e knee
] amputation and peripheral vagtular disease. ;
Review of the functional moblllty and safefy i
i screen dated 10/24/14 showed sfthe had
i developed tightness of the lower extremitles and
; elbows, Furihar, restorafive care was 1o include
i upper and lower extramity ROM exerclssis. '
- Review of the 10/28/14 quarterly MDS ; 1 !
" msgessment showed there was no regtorative |
i exarclsss provided. Review of the care plan, last .
* updated on 10/29/44, failed to show the resident |
f was on a restorative program to includs the !
| recommendead exarclses,

! aaseasmeont showed resident #57 had bilateral
1 ROM Imifatione of the lower extretnitios. There
.r were also ROM Bmitatlong on one side of the ;
| upper extremities. The 8/1/14 care plan approsch : ;
: related to the lnited ROM showed the resldent " f

!
.f
,I 4, Review of the 1/23/14 annual MDS i
|‘|
i

. was to receive 8 "level ena" rastorative program
 that ineluded ambulation, In additlon, sn older

s approach dated 4/18/13 showetl passive ROM to
» upper extremnities and ambulate with asslatance

i of one 2-3 times @ week. Revlew of the medical
record failed to show evidance of participation in
restorative services,

|
|
8, Review of the 10/23/14 annual MDS& j ‘
I[
]
l

assesement showed resldent #72 had bilsteral
ROM limitatione for both upper and lower |
extremifies. The 1/28/14 care plan approach f ;
Evant I0); B2DWA1 Faclity Io; wyoolo If sontinuation sheel Page 16 of 42
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F 318 | Continued From page 16 F3i8

related o the fimited ROM showed the resldent
wag fo receive restoratlve program that included
“oulleys, resforater and ambulation 3 to 5 times
per week, The last goal update for this area was
on 4/14/14. Review of the medical record failed o
1 show avidence of participation In restorative
sérvices.

8. Review of the quarterly MDS sssessment l
dated 9/9/14 revealed resident #88 had f
dlagnoses that included paraplegia, depression, |
and paln; and was slert and oriented with 4 BIIVS .
soare of 15. Review of the care plan dated [
5/28/13 revealed the resldent was to receive

i restorative nursing services fo Include pulleys and |

i T-band 3-6 fimes & week and PRN, as well as hot |

- | packs, with @ goal of postponing furéher deciing n |

I

1 strength in upper extremities. Review of the 5
: restorative nursing documentation revealed the
| resident only received servicas twice in
November 2014, an 117123 and 11/14, with no
! documented refusals by the resldent.

|
|
| |
7. Reviaw af the 10/23/14 quarterly MDS '
i
|

gssessment showad reglfdent #71 had bilateral
ROM limbailons of the upper and lower
. extremities. Review of the handwritten list of
i testorativa orders provided by the fucliity showed
i the resldent was to be reaelving restorative
! nursing senvices, speaifically walking. Review of
; the resident's care plan for ADLs, last updated
E 10/30M4, failed to show the residentwasona |
[ restorative program, and gave ne instructions for
assm'tlng the resident with ambulation. Review of |
{ rastorative cherting showed no restorative
nurging documentation aiter 3/24/14.

| 8, Review of the 1/7/14 quartery MDS
1 assessment showed resldant #7 had hilateral |

!
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N i
| i
F 3181 Cantinued From page 17 L F318
; ROM limitations of the upper and lower ;
| extremmitles. Review of the andwritten st of
. estorative orers provided by the facliity showed

. the resident wes v be receiving restorative
i nursing services, speclfically "benefit from LE
* llower extramity] ROM In hips and knese

allowsd it 3 X [Hmes] wk (week] 10 min.

! no instructions for assisting the rasident with

| restorafive exerclses, Review of restorative

charting showed no restorative nureing
documenizaton after 8/16/13,

"9, Review of the 11/16/14 quartarly MDS
sszessment showed resident #4 had bilataral
-ROM limitations of the upper and lower

: extremities. Review of faullity documentation

. showed the resident was 1o be receiving

: walking daily & min [minutes].” Review of the
| resident's care plan for ADLs, last updated
1 11/24/14, failed to show the resident was on a

restorative charting showsd no restorative
i nursing docuinentation after 8/22/14.

| needing restorative services.

! restorative prograr being only sporadically

. provided. The program was unable to be

- extansion, assist walking from restorative if [s/he)

| iminutes)." Review of the resident’s care plan for
| ADLg, Fast updated 11/14/14, falled to show the
! resident was on a restomafive program, and gave

, restorative program, and gave ne instructions for
. asslsting the resident with ambulation. Review of

| 10, Review of a hand wiitten list provided by the
" facility revealed 39 regidenks were assessed as

Intarview with the PON and RN #2 on 12/3/14 at
11220 AM verlfied documentation related fo the
i restorative sehvices was Iacking as a result of the

 restorative nursing services, specifically "continue :

H
t
|
i
]
I
i
]
|

l
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F 318 | Confinusd From prga 18 F 318 !
performed due to a shortage of staff fat the past 4
months. The interview further revaaled resforative
CNAs were being pulled from thelr restorafive
dulies in order ta work the floor, the CNAS
provided what restorative they could for residehts
if fime parmitied, and there was no maonitoring in
place ta identify residents who may ba showing |
| decling in funclional abilities. | i
F 323 | 482.25(h) FREE OF ACCIDENT | F323 F323 Accidents and Hazards |
28=D | HAZARDS/SUPERVIEION/DEVICES l} l ! // i /2&1 j5
_ | Correcfive Actlons:

FORM OMS-2687(02-88) Pravious Varslons Obsolele

i The Taclity must ensurs that the resident ;
! epvironment remeins as fres of agcident hazards |
* ga i possible; and each resident recaives

| adequite supenvision and assistance devices to
i prevent aceidents,

|
.! This REQUIREMENT tg not met a3 evidenged

i by:

_ Based on medical record review, observation,

, stadf Interview and mview of manufaciurers

, instruction guidelines, the facllity failed to ensure
! residents were transported safely and evaluated
for the appropriate use of the sii-to-stand lift for 2
of § sample residents (#3, ¥54) obseivad during
sit-to-atand [t transfers. The findings were:

1. Observation on 12/2/14 gt 8:35 AM showed
CNA#7 transferfed resident 484 from the
wheslchgir fo the bathroom with a sit-fo-stand lift,
i The rasidant was not holding onto the Iftbars 4
t and dangled hie/her arms to the slde. Further, the
! resident was only supported by the sling and did

j not bear his/har own welght. The GNA af that time
i Indlcated the resident did nof routinely hold onto
! [

. Residenis #3 and #64 have been
gvalugied for safe fransfers and are
" being safely transferred per policy and
| manufacturer's guidelines.

{thers Potentially Affectsed:

A tranafer evaluation was completed by
the Unit Managers on all residents that
are transferred using a mechanical lift
device.

- Residents being transferred with a
mechanicsl lift have the potentlal o be
affected by this practice,

|

I ]
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Systemlc Changes:
323 Gontlaued From page 12 F 323 « A Transfer Evaluation wil be

- the bars of the lift, Review of the nurse's note
dated 11/21/14 and tmed 1:42 PM showed for

- activities, the rasident was unable to bear weight, !

: Reviaw of the insiruction guide for the lift showed

"to assiet users into & standing position; "3, Relse .

' the sling bar about 10 ta 20 cr [eentimeters] (4 to the Licensed Nurses fo the

; process of completing Transfer

j performed  upon  admission,
|
|
i
!
|
i8Ingi . The patlent grabs the sling bar. ;
: 8In [inches]), The patlent g g ’ Eveluations and  monitoring
I

guarterly, annually, and with
significant change,
« The DNS/designee will educale

i Continue the liffing procadure.” . :
gp direct ocare staff  during

"2, Observation on 12/3/14 at 4:35 PM showed mechanical C { ﬁfem by

' GNA#8 and CNA#27 transferred resident #3
from the bed using the sit-to-stand IIft. The :
resident expressed fear of felling during the ! educate  Cerlified  Nursing
transfer. The CNAs, at that {ime, indicated the Assistants on transfers using 2
resident often resisted the use ofthe [ift durlng ' mechanical ; [iff ) device by
fransfers, Review of the nuree's notes showed { i 2845, | I P / M

the following: - ) )

2, On 10/2/14, tmed at 10:42 AM, the ! « The Unit Managersfdesignes
resldent abtsined a hematoma while flalling will complete Mechanical Lift
hisfhar arms during a transfer when the staff were ! Competencies for all Cerlified
. atternpting to get the resident to hald onto tha fift. Nursing Asgistants by 01/28/15,

8426446, |
« The DNS/designee will re-

b. On 10/10/14, timed &t 10:35 AM, the nurse and annually thereafier.
: nated brufsing to the right and left forearms; 4 on « The Unit Managers/designee
'the left and 5 on the right. The note Indicated the will update the care plans of all
- brulsing appeared to be consistent with resisiing residents who are ftransferred
care and fighting while on the it using a mechanicapl|ft device by
c. Qn 101614, timed at 5:40 PM, the 042845, | T / f //‘2,
' resitlent anquired a bruise to the Hght inner wrist ! 0

, while resisting care, The equipment (nvolved in
| the Incident was the mechantcal [ift.
: d. On 1012714, timed at 5:07 PM, the

i Monltoring:
|
! previous shift reported the resident had a new i
A
i

The DN&/designee willl observe a
minkmum of one mechanical lift transfer
for each resident that requires a
mechanical i davice far
fransferfmovernent, weekly x 4 wesaks,
monthly x 3 months, and then random

, bruises on the left and right forearms and (eft
 breast. Review of the Incldent repori showed the
itk sling wes the possible cause,

| 3. During an interview with the DON and | ! thersafter.
| cooperate nurse on 12/4/14 at 1 PM, they ! :
 acknowledged there was no documentaticnto | i
Faciiy ID: WYO0{0 IFcontinugtion sheet Page 20 of 42
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o4l | SUNMARY STATEMENT OF DEFICIENCIES T o FROVIDER'S PLAN OF CORFECTION [ om
PREFIX |  (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECYVEACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] booThAE BRDES"REFERESES&TES l_;r\lFle APPROPRIATE DATE
, : QA: '
F 323 | Continuadl From page 20 i F3gai The DNS will report mechanical lift
| show an assessmant had been complstad i :gse;;it;gnconﬂatgﬁ fo rttI;?{ Quality
| indicating the sit-to-stand litt wag safe for the sl Mitiee quarterty.
! residents’ use. Further, the residents needed fo T . )
be evaluated for the appropriate (Ift to be used m,::r’n bggam’ll ;ﬁ;;‘;i”ﬁze ‘Ifg;‘:j?t‘s'ﬁ%?
during transfers. ! ! .
F 929 | 483.25() DRuenyEF?duégN 8 FREE FROM F 329 ggﬂgs igﬂnefizt:;?rgﬂfo f:r':;huﬁ; gg;ft?r?f;;g
=D ! UNNECESEAR
53=D Ir NN compliance with this plan of correction or
i Each resident’s drug regimen must be free from and/or termination of monttoring  If
! unnecessary drugs. An unnecessary drug ls.any intervention(s) are successful.

| drug whan eed in excessive dose (including
duplicate therapy); or for excessive duration; or

| without adequete monitoring; or without adequate

| Indlcations for its use; or In the presence of

* pelverse consequences which indicate the doze

» should be reduced ot discontinued; or any

, combinations of the reasons above. i

Beased on a comprehensive asesssment of &
resident, the facllity must ensure thaf resldents
wha have nof used antipsychotic drugs are not |
given these drups unless antipsycholic drug I
therapy ks necessary to freat a speciffc condifion |
as gdiagnosed and doctimentad In the clinical
record; and residenis who use ardipsychofic
drugs receiva gradusal doge reducflons, and
bshavioral intarventions, unless clinically
eontraindicated, In an effort to discontinue these

drugs. :
!
i

This REQUIREMENT Ig not met as evidenged

hy:
Based on obsenvation, madleal record review,

i review of stebe survey agenoy Joye and skarf

|

F328 Drug Regimen Iz Free me'!
Unnhecessary Drugs

ejs
Corractive Actions: B |
Resident #7 has been evaluated by the
Interdisciplinary Team and Consulting
Pharmacist to determine regident needs
for the use of Seroguel make
racommendations for a Gradual Dose
Reduction; identify = specific target
hehaviors; and develop individualized
non-pharimacological interventions.

] Others Polentlally Affected:

No other residents were identlfied as
having been affected by this practice.

[
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interview the facility falled to engure adequate

- indications for use and monltoring of _
. psychoactive medleations for 1 of 4 sample ;
- reaitents {#7) recelving psychoactive

i madications. The findings ware:

i Review of the quarterly MDS agsessment for 1
: resident #7 revealed diagnoses that included
" non-Alzhelmsr's dementia end depresslon,
. Further review of the assessment showed the
resident exhibited both physical and verbal
" behavloral symptoms 4 to 3 days during the
asseasment pericd, and rejected care dally.

i Roview of he resident's care plan for behaviors

: showed the reeldent's hehaviors were described

! on 6/20/13 as verbalouthursts, swearing,
|rr|tabmt}' agitation, atempts fo leave the faclity,

| refuaa) of cares, rejection of shaffs offers to assist

| with care such as ADLs and espsclally hathing.

i Raview of the resldent's care plan for self care

1 daflch, laet updated 11/14/14, revealed the
- resident dfd not ke to be touched and fhat being ¢
touched tended 1o agitat him/her. ,

: Review of a physician communication dafed
I 1017114 showed the resfdapt had thirown 8 cup
i of cold water at resldent 94 while thoy were both
i sfiting at a table In the dining room. The oty
| infervention implementsd was fo place lids on the :
| regideht's cup to protect others. Raview of A
 nursing note dated 10/18/14 at 10:45 PM
revealed the resident did not like the coffes cup
with a lid, and refused io drink coffee et supper
! that evening. :

2
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X4 D SUMMARY STATEMENT OF DEFIGENCIES o FROVIDER'S PLAN OF CORREGTION 0
PREFIX (EARH DEFIGIENGY MUST RE FRECEDED BY FULL . PREFIX | {EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REQULATORY OR L&CG IDENTIFYING INFORMATION) 1 TAG i CROBE-REFERENCED T0 THE APPROPRIATE RATE
. i . DEFIGIENCY)
f |
F 320" Continued! From page 21 | Fagpy SYstemlc Changes:
P&y ; : The DNS/designes will

complete an audit on al
residents receiving

« Anfipsychalic drugs by

Q128118 to  identify target
behaviors, non-pharmagolegical
interventions, and  potential
GDOR's thaf need updated.

A new process has been
developed where the
Interdisciplinary Team will mest
weekly to discuss residents who
are receiving  psycholropic
medications, target behaviors,
behavior  monitaring,  ang
gradual dose reduction
recommendations.
The Psycholropic Committee
will make recommendations fo
the attending physician for
GDR's.

The DNS/designee will educate
the Licensed Nurzes on the
process for evaluating and
documenting regident behaviors
and  recommendations  for
psychotropm me matlons by
“Crif28M5. / a)

All physmla ord are ' being
reviewed af the marhing Clinical
meeting to determine resident
needs, care planning, and
potential furher evaluations that

) need to be complated.
! Review of & physiclan communication dated .
+ 11/14/14 showed the resident had thrown coffes | ;
at resident #4 when thal resident attempted to !
touch him/her. The only Infetvention Implemented ¢ i
FORM GhS-2567(02-41) Pravious Vaminne Obktists Fvent 10: B2AMWH Faenity Io: WYGodo If continuation sheet Page 22 nf42
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o) o SUMMARY STATEMENT OF DEFICIENCIES LoD PROVIDER'S PLAN OF GORREGTION ¥
PREFIX {EACH DEFIGIENCY MUET BE PRECEDED BY FULL ' BREFIX (EACH CORRECTIVE ACTION HOULD BE I COMPLETION
Thts REGULATORY OR LEC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROFRIATE DATE
: DEFICIENTY)
3 Monitoring:
F 3201 Cantimued From page 22 F328) The DNSfidesignee will compiete a
Hwas to add Seroquel (an anti-psychatic) 25 mg by monthly . audt of  Psychotropic
 motith twica dally to the resident’s medipation Medicatlons fo identify any potential
regimen for resldent #7. components  that may  need

Review of state survey agency logs showed the
resident had attercalionz with regident (#4) two
additionsal times, on 8/14/14 and 9/21714.

Observation on ‘12/2/14 beginning &t 8:15 AM
showed resident #4, who was seated close to
resident #7 at the time, reached out to grab and
shake resident #7's shoulder several times,
Resldant #7 wee vigibly agitated when this
happened and started to throw his/her drink at
resident #4. Staff did not Intervene or move. sither

resident.

Review of the medical record showad no
avidence the resldent's altercations with one
specific resident (#4) were evaluated or
| addreseed. There was ha evidence faoitity staff
| consfderad resident #4's propenslly for touching

j other residents as a trigger to resident #7's

! behavlors. There was no evidence
| non-pharmacologfcal interventions were
; oonsldered.
i Interview with unit manager #1 on 12/4/14 at 8:35
- AM revealsd residents chose whera they satin
i the dinibg raom, ahd staff had no instructions o
: redirect residents who were knowh to egltats
others fo tables where they wauild he welcomed.
The unit manager further stated the facility did not
{ have "specific target behaviors” they were \
monitorlng In connection with the resldent's :
psychpactive medications.

|
|
|
i
i
1
{

' Interviaw with e soclal worksr oh 12/4/14 at
i L 14:40 AM ravealed he had not been Involved i |

"individualized target behaviars, non-
. pharmacological Interventions, gradual

"a quarterly basis,

fmprovement (i.e. behavior monitoring,

dose reductions, elc.)

QA:
The DNS/designee will report audit date’
to the Quality Assurance Gommitiee on

The quality assurance committiee
members will analyze the resulls of
audits to determine further corrective
action if necessary to ensure confinued
compliance with this plan of correction or

and/or termination of monitoring i
intervention(s) are successful.

FORM CMB-2667{02-09) Previous Vemlong Obsolata
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The facllity must ensure that it is free of
medication error rates of five percant or greater.

This REQUIREMENT 15 not met aa avidenced
by:

Based ot meadicel record revinw, observation
end staff inferview, the facility falled to malntain &
medication sitor rats under 6%, Two mediosfion
arrors were observerd aut.of 28 opportunifies for
error, which resulted In 2n error rate of 7.1%. The
ﬁndings were;

1. Observation on 12/2/14 at 11 AM.showed RN
34 gave resident #68 calcliim Z00 my
(milllgrams) and vitamin D 400 1U (international
Unlte), Reviaw of the physician orders dated
/2314 shawed the resldent was 1o reesive
calclum 500 mg and Vitamin D 125 units 3 timey
each day. Durlng an interview with RN #5 on
12/3f14 at 8:40 AM, she verified the dose the:
resident recelved wag vitamin I 400 unlis and not
125 units, Further, she confirmed the resident
was given the incorrect doss,

2, Obsarvation on 12/3/14 at 7:15 AM showed RN
#5 gave resident #70 vitamin B-1 (thlamine) 100
mg with calciim 180 mg. Review of the physlclan
order dated 10/27H4 showed the resldent was

PDEPARTMENT OF HEALTH AND HUMAN $ERVICES FORM APPROVED
_CENTERS FOR MEDICARE & MERICAID SERVICES £MB NO, 0833-030
ETATEMENT OF DEFIGIENCIES {X1) FROVIDERIPPLIERICLIA {#2) MULTIPLE CONSTRUGTION (H8) DATE BURVEY
AND PLAN OF QORREGTION MENTIFICATION NUMERR: A BUILDING COMPLETED
G
53A040 B, WING 12{0472014
NAME OF FROVIDER QR BUPPLER GTREET ADDREBR, CITY, BTATE, ZIP CODE
2009 LARAMIE S'TREET
GOBHEN HEALTHGARE COMMUNITY TORRINGTON, WY 82240
{1 SUMMARY STATEMENT OF DEFICIENGIES Iy PROVIDER'S PLAN UF QORRECTION )
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION BHOUWLO BE COMPLETION
TAG REGULATORY OR [3G TDENTIFYING INFORMATION TAG GROSS-REFERENCED TO THEAPPROFRIATE DATE
DEFICIENGY)
F 320 | Continued From page 23 F 328
discuselons about tha resident throwing dtinks
bafore the Seroquel was ordered, and confirtned
nor-pharmacolpgical Inferventions should have
bean trled before adding an antl-psychotic fo the
resldent's medication regimen.
F 332 ) 485.25[m)(1) FREE OF MEDICATION ERROR F332| F332 Free of Medication Error
88=p | RATES OF 5% OR MORE Rates of §% ormore

Corrective Actions:

Resident #4 is receiving the proper dose
of Calcium/Vitamin D, per physician
prders,

Resident #5 13 recelving the proper dose
of Thlamine, per physician orders.

Others Potentlally Affected: Utf ﬁ: ¢

An audit was completed on 15 by’
the Unit Manager/designee regardlng
dosing of Calcium/Vitamin and
Thlamine.

-

Residents recelving Calcium/Vitamin D
or Thiasmine have the potentizl fo be
affected.

Systemic Changes:

» The facility has developed a
process where the physician is
notified of available dosing of
GalciumAitamin D and
Thiamine praducts.

» Clarification orders have been
raceived for all resident's
recalving Calcium/Vitamin D or
Thiamine praducts.

Jepos

s

PORM CNS-Z58T{0Z40) Pravisua Visstoris Ohsolals

Even! J0; B2DWH

Faclll
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(%) I BUMVIARY BTATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN GF GORRECTION o
PREFK, {EACH DEFICIENGY MUST BE PRECEDED BY FuLL PREFIX (FAUH CORRECTIVE AGTION 6HDULD BE COMPLETION
el REGUNATORY OR LGG IDENTIFYING INFORMATICN) TAG OROSS-REFERENCED TO THE APPROPRIATE oATE
DEFIIENCY)
» The DN5/designee wili educate
F 332 | Gantinved From page 24 F 332 fhe licensed nurees on receiving
presorlbed thiamina 100 g without calclum, physician orders containing
Intorviesw with RN #6 at 819 AM that day Calcium/Vitamin D or Thiamine
confirmed the resldent was to be administered products, by 01/28/45. (9
tha thiamine without calclum and confirmed the v A two-nurse verification sysfem @
ingarrect medlcation was given. will be utlized on all newly
F 353 | 483.30(a) SUFFIGIENT 24-HR NURSING STAFF F 363 recelved medications orders,

88=F

PER CARE PLANS

The facility moust have suificient nureing staff to
provide aursing and related services to attaln or
matain the highest practisable physleal; mental,
and paychosaclal well-being of each resldent, as
detetinined by resident assesstents and
individual plans of cars.

The facility must provide services by sufiiclent
nurmbers of each of the following types of
personnal on a 24-hour basls to provide nurslig
care to all residents iy soaordance with resident
cara plans:

Exeapt when waived under paragraph {¢) of this
saction, foengwd nurses and other tursing
persohnel,

Excepf when waived under paragraph (¢) of this
saction, the facilify must designate a licensed
nuree to garve as a charge rilrse oh each tour of

duty.

This REQUIREMENT i= not met 22 evldenced
by:

Basad on ohservation, medial rooord review,
shaif Intarview, reaident interview, family Interview,
ant review of staffing sheets, the facliity fulled to
ensuie adequate nursing staffto provide
necessany vare and sarvivss for regidents, The

» New physician orders will be
reviewed dally (Monday through
Friday) at the daily clinical
meeting for accuracy and
transcription,

Monitoring: .

An audif will be completed by the Unit
Manager/deslgnes on  all new
medication arders on a weekly hasis x 4
weeks, monthly x 3 months, and then ,
random thereafier.

QA:
The DNS will pregent the audit data to
the Quelity Assurance Committee
quarterly.

The quality assurance committee
members will analyze the results of
audits to determine further corrective”
action if necessary to ensure coniinued
compliance with this plan of comaction or
and/or termination of monitoring i
intervention(s) &re successful.

FDRM CME-2657(02-08) Praviour Veralene Qbuolale

Event ILB2OWT
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potential staffing needs.

STATEMENT OF DEFIQIENCIES {X1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE CONBTRUGTION {8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
G
534042 B, Wing 1210472044
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESE, GITY, STATE, ZIP O0DE
2000 LARAMIE BTREEY
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M) I BUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'E PLAN OF GORREGTION [¥5)
PFREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {RAGH CORRECTIVE AGTION SHOULD Bz COMPLETION
O REGULATORY OR LSG IDENTIFYING INFORMATION) 0 ©ROZS-REFERENCED TO THE APPROPRIATE RATE
PEFICIENCY)
F353  Sufficlent 24-ht Nursing 5taff(
F 353 | Continuad From page 25 F 353
resident censua was 77, The findings ware: Corrective Actlons: o . '%5/20/5 /
» The facility has sufficient nursing | ©
1. Interview with the DON and RN #2 on 12/3/14 staff to provide nursing and
at 11:20 AM verliled decurnentation related fo the related services as needed by
provislon of restorative setvicas was lacking due the residents, an all unlts of the
to the restorafive program heing ohly sporadically facility.
provided, Thatprngaam was o%n?h;l? fzo bﬁ pruvitdfd'
regularly due i a shortage of etaff for the pas . - .
s, The terview orihet reveslsd the CNAS e e e o pharsing
_ s have besn hived by
provided what they could for resldenta If time e facility to il open direct care
permitted, and there was ho monltoring In place e P CHity 10 ih P her
to identify residente who may be showing decline posiuons, us - provi !59
In functional ahllites, Review of a hand wrilten lst necessary  &taff to  provide
provided by the facility revealed 39 residents were restorative nursing care.
assessed &5 heading restorative services. _ o
Resident #44 wag idenified as having avoidable " Resident #44 is receiving skilled
decline In funotional akility feiatad to the |ack of therapy services.
services, Refer to F218 far details,
Others Potentlally Affected:
2. Review of the staffing shests from November All residents have the potential to be
and Degember 2014 showed the facility's day . affacted by this practice.
&hift and night shift plan for staffing was net baing
+ | met. For esch date; thera were hours that could Systemic Changes:
e T G e e
the four mile. Inferview wit iha DON on 12/4/12 Staffing Coordinator/Schadler
at 10:45 AM verlfied the staffing plan for each unit % 9 fo dl?e o o a g
was not always able to be fillad. There wens pé ternts r are - an
vacancies and staff wers “shuffied” around where restorative care. o
needed. During a later interview with the DON on « The facillly In collaboration with
12/4f14 at 1:35 PM she statad they had the Rearulter will advertise and
vacanclss and were attempting fo fill § full time reoruif new staff as indicated,
positions (4 CNAs and one hurse), « A daily mesting hag been
mplemented where staffing
3. The facifity's plan for staffing the memory care needs are identified and
unlt for the day shift was to have 2 GNAs working remediated.
from 3 AM to 5:30 PM and one GNA from b AM lo « The scheduler will nofify the
FORM DMO-2BE7(02:90) Previous Vemlme Dbeolels Evenl [0} B20W 11 Fao each month, for review of page 200742
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F 363 | Continued From pags 26

/28, 127, 11/28, 11/29, and 11730 the 6 AM to
1:30 PM shift wag lacking some or ell of (he
hours. In addition, the faclify's plan for staffing
the night shift on the memory cere unit was 2
GNAs from 5 PM to 5:30 AM, and 1 ONA from 5
PM to :30 PM. On {1/21, 11/22, and 11123 there
was only 1 CNA for the entlre night shift, end
acearding to the staffing sheets the CNAwas on
Tight duty.

4, Dbservation on the night shitt of 12/3/14 from
8:30 PM fo 1018 PM showed the following
shortages:

a. The 1 PM to B:30 PM shift was unable to
he filled on the 200 hall unlt, leaving 1 GNA from
5 PM tor 5:30 AM. The census of fhe Lt was 21
residents,

b. The 1 M fo 8:30 PM shift on fhe 500 hall
unlt was veeant and one of two 8 PM fo 6:30 AM
shifts was vacant for 8,5 hous frem 11 PM fo
530 AM. Thisg leff 1 GNA on the unit from 11 PM
o & AM. The 500 hall unit had £ consus of 23
residents.

¢ The 400 hall unit 5:30 PM o 5 AM CNA
shift was vacant from 1 Al to 5 AM (4 hours}. In
addition the 400 hall nurse shift from 1 PM to 8:30
AW was vacant, inferview with LFN #1 at 8:45 P
revealed she was talking ¢ara of the 300 hall and
half of the 400 hall, the other half of the 400 hail
was taken care of by the 200 hall unit nurse on

duty,

B. Interview with & family member on 12/3/14 at
12:50 PM revealsd 3/he was congerned about
resident safely on the 500 hall af night. The famlly
member etated sihe was &t the facility regularly
untl 8:30 PM or latar and the residents i the 500
hall millew wete often unsupervised, Further, the
famlly member staled restorative nursing "had not

| . Fa53) A daily meeting has hean Implemsntad

Monitorinb:

where sfaffing needs are Identified and
remediated,

The scheduler will notify the
DON/Administrator when the nursing
schedule is complete each month, for
review of potential staffing needs.

QA!

The DNS will report nursing staff
openings to the Quality Assurance
Gommittee quarterly.

The Quality Assurance Commitiee
members will analyze the results of
audits to determine further correcfive |
acfion if necessary to ensure confinued
; compliance with this plan of corraction or
and/or termination of monitoring I
intervention(s) are succasstul.

FORM OMS-2BE7{02-00) Previous Verslona Obsolets Evant I B20VH1
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PREFIX
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SUMMARY STATEMENT OF DEFJCIENGIER
{EACH DEFICIENCY WMLST BE PRECEDED BY FULL
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ID
PREFIX
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F 363

F 366
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Gontinued From pege 27

been happening" for histher family member, and
that the restorative aldes had heen used as floor
atdes for approximately 4 monthe.

8. Review of tio quarierly MD3 assedstnent
dated 8/0/14 revealed resident #88 had
diaghozes that inchided paraplegla, depression,
and paln; and wag alert and oriented with a BIMS
score of 15. Futther raview revaalad the resldent
neaded tola] asslstance with fransfers. Tha
following concerns wera noted:

a. Observation on 12/3/14 at 1010 PM
showed the resident in histher wheelchalr in
hisfher room. Intaevisw on 12/4/14 gt 8 AM with
the resident revealsd the regident had o walt "a
while" to get help ta go to bed the evening hafors;
It Is a reclrming problem becauge the CNAs have
to gef their compuler charfing finlshed before
midinight and It takes wo CNAs Lo operale the
Hoyer fiit.

b. Interview on 12/4/14 at 9:30 AM with unit
manager #2 revealed the expectation was for the
CNAG to asslst the resldent infe bed bafore the
computar charling was done.

6. During interview with resident #68 on
1211114 at 3:20 PM the resident Indleated s/he
wag paralyzed from the walst down and wanted
the exerclse program previously offered fo
restime. The resldent further revealed the
exercises helped reduge neck and shoulder pain.
483.30{e) POSTED NURSE STAFFING
INFORMATION

The facllity must post the following Information an
& deily bagls:

o Fagility name,

o Tha current date,

& The total number and the actual hours worked

F 353

F 358

F386 Posted Nu;se Staffing

Information

Corrective Actlons:

The facilify fs posting the total number of
nhursing staff and their actual hours at the
beginning of each shift worked.

e

FORM GMG2697{02-08) Feevinus Vienslons Obeclete
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- Cerlifled nurse gides,
o Residant census,

The facility must post the turse staffing dats
speciied above on a dally basls al the beginning
of sach shilt. Data must be posted as follows:

¢ Clear and readable farmat,

0 In & protninent piace readlly accessible tv
residents and visltors,

The facility must, upon oral o writien reguest,
make hurae efaffing data avallable to the public
for review at a cost not to exvesd the community
sbanderd.

The faclity must maintain the posied dally nutse
staffing data for & minimum of 18 manths, or a8
required by State law, whichever Is greater,

This REQUIREMENT is not met ez evidencad
by:
Basad on staff Intarview and review of the daily
nurse staffing sheets, the facilily fallsd to ensure
18 months of nurse staffing data were malntalned
and available for revlew. Tha findings wers:

Review of the daily nurse staffing sheels revesled
there wera ofily 12 months of dafa avallable,
Further review showed that of the months that
wara aveilable, dats was missing. For the month
of June 2014, pnly & days of data were available
for revlew; May 2014 had 14 deys of data

)i BUMNIARY STATEMENT OF DEFIGIENGIES I FROVIDER'S PLAN OF GORREGTION {5}
FRAFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFTX {EAGH CORREGTIVE ACTION SHOULD B COMPLET!ON
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) ™a CROS8-REFERENOED 70 THE ARPROPRIATE DATE
PEFICIENGY)
F 356 | Continued From page 28 F 856, Others Potentially Affected:
by the following wategorles of lleensed and Ne-residante-wero-identifiad-as-aiected .
unResnsad nursing staff directly responsible for ﬁﬁhw Ml pssiclents halte. iy gsteathia
resldent care per shifc A \oe A bj 5 prashte
- Reglstered nurses. 8yatemic Changes:
- Licensed practical nurses or lleensed « The DNS/designee has
vooational nurseg (a8 defined under State law), educated the Staffing

Coordinator/Scheduler to post
the total nurmber of nurging staff
and their actual hours at the

beginning of each shift,
includirg changes related tfo
staffing changes.

The DNS/designes will educate
the Licensed Nurses on the
regulation and requirement to
save the Daily Nurse Staifing
posting.

The Staffing
Coordinator/Scheduler will save
the Daily Nurse Postlng sheets
in a desighated area and
maintain  for the required
. ftimeframe, _

Monitoring:

The Staffing Coordinator/Scheduler will
audit Daily Nurse Posting eheets weekly
x 4 weeks, monthly x 3 months, and than
monthly for compliance  with the
regulation,

FORM CME-2507{P2+a0) Prévious Verslons Obeatels
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D64) I BUMMARY STATEVENT OF DEFOIENCIES It FROVIDER'S RLAN OF CORREGTION (5|
FREYK (EACH DEFICIENCY MLIST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ADTIGN SHOULD BE coMpLIonN
TAG REGULATORY OR LEC [DERTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE RATR
DEFICIENCY)
QA:
F 356 | Conflnuad From page 29 F 368) The Staffing Coordinator/Schedular will
available; and Aprll 2014 had 9 days of data report audit data to the Quality
avallable, intetview with the DON on 12/4/14 at Assurance Committee on a quarterly
10:68 AM, aonfirmad the faciify did not have 48 basls.
manths of daily siaffing data.
F 363 | 483,35(c) MENUS MEET RES NEEDE/PREP IN F363) The Quality Assurance Committew
g6=E | ADVANCE/FQOLLOWED members will analyze the results of
. audits to determine further corrective
Menus must mest the nulritional needs of action if necessary to ensure continued
rasidents In accordance with the recammended compliance with this plan of correction or
dietﬂry H"DWanaS of tha Food and Nutrition gndfor terminaﬁu" of monjtorjng if
Board of the National Ressarch Council, Nationsl intervention(s) are successful,

Academy of Solences; be prepared Ih advanoe;
and ba followed.

This REQUIREMENT s not met as evidenced

y.

Paged on obearvation, stafl nterview, and raview
of the meny and resident dlet order list, the facilily
falled to @nsure the menu was foliowed in { of 3
dinlag raoms for content and palions of food
ltems. The findings were:

Review of the planned lungh menti for 12/3/14
showed chlcken stips 3 ounces (vz), steak fries
172 qup, peas and garrots 1/2 oup, and mixed
berrlea with yogurt 1/2 cup. Thess [fems and
poitions were the same for both the regular
texture and thé puree textured digls, Tha
fallowing conuems were ldentifled:

g Observation on 12/3/14 at 12:06 PM in the
metmory oare dining room showad the mixed
barries and yogurt were not included for any of
the residant maals. Review of g 12/3/14 updated
dist orcter st provided by the reglatered dlefitian
(RD) showex there were 28 residents it tha
memary care unit,

b. The portion size ssived for the pureed

F363 Menus Moot Res Needs/Prep
in Advance/Followad

Corrective Actlons:

The facilty follows the approved menu
for all dinlhg rooms, in content and
portion.

Resident's #0, #11, #41, #71, and #75
are being served the appropriate portion
of all menu ftems.

Others Potentially Affected:
Residents on pureed diets and those on
the Memory Care Unit have the potential
to be affected by this practice.

Systemic Changes:
¢ The Reglstared
Dielician/designee will educate
the dietary staff on following
menus and portion size by

"o /jﬁ/)a@ |

1i]15,

FORM CMS.2607(02-85) Frevious Verslona Qbaolele
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The facility must -

{1) Prosure food fram &nurees approved or
considered gatisfactory by Federal, State or [ocal
autharities; and

(2) Bfore, prepare, distribute and serve food
uhder sanitary conditions

This REQUIREMENT s riol met as evidenced
by:

Based on observation and staff Interview, the
feiciity failed to ensure & sanitary-envirorment i
1 of 2 foud preparation arese (H00 halt kdtchan)
and 1 residant food starage area (room #411).
The findings wers:

1. Qbservations during the Iuheh tood service on
1213114 in the memory care unit showed ihe '
following congerts with hand hyglene:

a, At 11350 AM diatary alde #1 put o @ hair
net and progeeded, without performing hand

(06 1D SUMMARY STATEMENT OF DEFICIENCIES m PROVIDER' PLAN OF CORRECTION 6)
PREFIX (EAGH DEFICIENCY MURT BE PRECEDED BY FLL, PREFIX {FAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG HEGULATORY OR 1.8C IDENTIFYING INFORMATICN) e CROAS-REFERENGED TO THE APPRUPRIATE DATE
DEFIGIENGY}
e The Registered
F 3823 | Continyed From page 30 F 363 Dieticlan/designes will educate
iterne wers l2ss thah planned, The puresd the nursing staff {o notify the
chioken, potatoss, and vegetahle portions wers serving staff if food ftems are
174 cup {2 ounees) for each of the thres items. missing from the tray, -
Revlew of a 12f3/14 updated dlet order |ist
provided by the RD showed thers were 5 Monitoring:
tesidents with pureed diets (#9, #11, %41, ¥71, The Registered Dletician/designes will
#76). audit meal service daily (random
¢. Interview with the RD on 12/3/14 at 1:10 meals/random dining raoms) for proper
PM reveated the menu, including portlon sizes, portions and following the menu X 2
should have been followed and she was tincetialn .
why & had not been followed, weeks, then weekly x 4 weeks, and
F 371 | 483,351} FOOD PROCURE, k371 monfhlv X 3 months, and random
gu=f | BTORE/PREPARE/SERVE - SANITARY  thereafier.

QA:

The Registered Dietician will report audit
data to the Qualily Assurance
Committes on a quarterfy basla,

The Quality Assurance Committes
members will analyze the results of
audits to determine further comective
action if pecessary to ensure continued
compliance with this plan of correction or
and/or termination of monitoring if
intervention(s) are suscessful,

FORM ¢MA-2887{02-08) Frevious Veralohy Obeolate

Evani It AZRW 1
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STATEMENT OF DEFICIENCIER (X1) PROVIDERISUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION {X8) DATE SURVEY
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c
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NAME OF PROVIDER OR BUPFLIER STREET ADDRESS, GITY, STATE, ZIP CODE
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{od) I SUMMARY STATENIENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRELTION {xs)
PREFIX (EACH DEFIGIENCY MUST BE FRECENED BY FILL PREFIX {EAGH GORREGTIVEACTION SHOULD BE BOMPLETION
TAd REGULATORY DR LEC IDENTIFYING INFORMATICN) TAG CROSS-REFERENGED T0 THE APEROPRIATE DATE
DEFIGIENGY)
. _ F371 Food Procure,

F 871 Continued From page 31 F 371|Store/Prepare/Serve-Sanitary '
washing, to pour beversges into gleases for '
res/dents, Corractive Actions: // ’ﬁj 2&'/.5]4

b. At 11:60 AM the CUOk handIEd the P The facim-_y provides a Sanitary
refitgerator door muliiple times retrieving items to environment in food preparation
mike a sandwich. The caok then donned gloves areas.
and made fie sandwleh without petforming hand
waghing. . o .

o. At 12:05 PM dlatary aide #2 enterad into The food within the refrigerator

: as discarded prior to putting
the back of tha kitchen and, without any hand it fHoarator Into sarvi
washing, donned gloves and prepared & food tray & new refrgeraior nio SeivIce.
for a resident. » Tha refrigerator for room #411
According to Food Code 2093, U8, Public Health wae replaced on 12/2/2014, with
Service, 2-201.14 When to Wash: FOOD a new refrigerator.
EMPLOYEES shall clean their hands and Thermometer was placed in
exposed portlona of their arms... “(E) After refrigerator and verified proper
handling solled EQUIPMENT or UTENSILS...(H) functioning of the new
Before donning glaves far working with FOOD, refrigerator, by the Registered
and {) After engmging In other activities that Dietician,
opitaminate the hands :

, Others Potentially Affected:

2, Observation on 1211414 at 11:20 AM, end on Tha resident's residing on the 500 unit
127214 at 11:46 AM showed the following items have the potential to be affected by this
In the mematy care kitchen wers in heed of practice
nIeanI|11ghor reptaalr: e hood svel bova th )

8. The vents of the hood systern above the .
range were soiled with visible grease and dust, 8ystemlc Changes: stered

h. The misrowave was solled with dried v The _ Registere:
splattered food on the Interior walls. Dietician/designee will educated

o. A.coffea pot used for decaffelated coffes the dietary staff on hand hygiene
had a broken plastic spout and was In use during and proper glove use.
both pbsarvations. » The vent/hood system on the

Memory Cava Unit was cleaned
According to Food Code 2013, U5, Publie Health of vigible grease and dust.
Service: 4-801.11 "(A) Equlpment food-contact ¢ The microwave in the Memory
surfeces and utensile shall o clean to sight and Care Unit was cleaned.
touch. (B) The food-oontact surfaces of cooking
aquipment and pans shali be kept frae of
encrusfed grease deposita and othar sall
FORM GME-RE6T(02-00) Proviows Verglons Opsalala - Even [0; B2DIV] Faclliy ID: WYD0'0 If eontihuation sheat Page 32 of 42
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G
34040 B, WING 1210412014

NAME OF PROVIDER OR SUPBLIER
GOSHEN HEALTHCARE COMMUNITY

BTREET ADRRESS, CITY, ETATE, ZIP CODE
2009 LARAMIE STREET
TORRINGTON, WY 82240

taefrigerator. The RD stated she would got the
temperature. Interview with the RD on 12/3/14 at
10:08 Ald varified the temperature in the
refrigenstor was 45 degress Fahrenheit when
tested, and this was st the coldest satiing. t wag
faund the refrigeralor was Liable fo keep the
food at a safe temperature, She then stated the
food items In the refrigerator had been discarded
and a hew refiigerator was provided with a plan
for monlturing the refrigerator temperature by the
staff.

Auccording to Food Code 2018, U,S, Publle Health
Servioe, 4-204,112

%4 1D SUMNARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFIGIENCY MUST BE PRECEDIED BY FULL PREFIX {EAGH CORRECTVE ACTION SHOULD BE DOMFLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROBE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
n
ot * oo poL i e e
accumulations, (€) Nonfood-cotitact surfaces of service on 12/4/2014,
aquipment shall be kept free of an accumulation
of dust, dirt, food residua, and other debris.” Munitoring:
According to Food Code 2011 3, U.8. Publio Health ggrefor]?r? gistered Dletlcianﬁ;?ggiin\ﬂ_
Service: 4-202.11: “(A) Multluee : ; :
FOOD-CONTAGT SURFACES shall be: (1) \‘,’J:g&'}'”f:j;f,f‘,;"g?ﬁnﬁﬁg'tgr“"[’f;'ﬂ{,g;
SMOOTH; (2) Fres of breaks, open seaps, thereafter '
oracks, chips, Incluslons, pits, and slmilar .
Imperfactions; (3) Fres of iharp Internal angles, QA:
A ; {4} Finlsh ave - o _ .
SO0 weids o+ i N S e
3. Interview with fhe RD on 12/3/14 at 1:10 PM Committes on a quarterly basis.
revealed cleaning of the ldlchen needed to be _ .
dene more frequantly, Further, she was unaware The Quality Assurance Committes
of the conditlon of the coffee pot. She also members will analyze the resulis of
varlfled the fanllly expectation was that hand audits to determine further corrective
washihg would be done prier to donnthg gloves. action if necessary to ensure continued
compliance with this plan of correction or
4. Observatlon an 1212114 at 8:40 AM of the smalj andigr terminztion pof monitoring  if
Lﬁg%ﬁ,?gmﬂﬁg}“n :"4,;": :rl;?g:g;fowaﬁ filled with intervention(s) are suocessful,
tharmometer., Interview with the RD on 12/2/14 &t
A| 2 AM verifiad the facllity stsff did not manlter the

FORM CMS-2567{02-19) Pravious Varslonn Obaolsts

Event ID; B2DWH

Faeflity 10: WYOHD
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BTATEMENT OF DEFIGIENGIES ¥1) PROVIDER/SURPLIERCLIA MULTIPLE CONSTRUC
AND PLAN OF CORREGTIGN O ENTIFIOATION NUMBER: ﬁmmm@ TN O COUPLETED
1
§3A049 B, WING 120412014
NAME QF PROVIDER OR 8UPPLIER STREET ADDRESS, CiTY, STATE, 7R CODE
2000 LARAMIE STREET
B08H EALTH
SHEN HEALTHCARE COMMUNITY TORRINGTON, WY 2240
o D SUMMARY STATEMENT OF DEF[UlENGlE& D FROVIDER'S FLAN OF CORREGTION (X8)
PREFIX (EACH DEFIIENCY MUST RE PRECEDED BY PLILL PREFIX (EACH CORREGTIVE AQTION BHOULD BE GOMPLETION
TAG: REGULATORY OR LSC IDENTIFYING INFORMATION) TAGR {{ROS5-REFERENGED TD THE APPROPRIATE PATE
DEFICIENGY)
F 371 Continued Fram page 33 F 371

{B) Except as spaclfiad in 1 (C) of this seetion,
aold or hot holding EQUIPMENT used for
TIMETEMPERATURE CONTROL FOR SAFETY
FOQD shall be designed to include and shall he
equipped with at lsast one Integral or permanently
affixed TEMPERATURE MEASURING DEVICE
that is lozated to milow easy viewing of the
device's temparature display.

F 431 | 483.60(b), (d), (&} DRUG RECORDS,

8g=D | LABEL/STORE DRUGS & BIOLOGICALS

The facllity must employ or oblajp the services of
a cenes pharmacizst who establishas a systemn
of reponds of recalpt and disposition of all
conirolled drugs Ih sufficlent datail to enable an
acelraie reconclliafion; and determines that drug
recotds ara in order and fhet an socount of all
controlled drugs is mainkained and pariodically
racontied.

Drugs and blclegicals used in the faolity must be
labsled In eccordance with currently accepted
professtonal prnolples, and include the
appropriaie awmyasory and cautionary
instructions, and the explration date when
applicable.

[n aceordance with Slate and Federal laws, the
faclity must store all drugs and blofogleals in
locked compariments onder proper femparature
controly, and permit only authorized persorinet to
have access (o the keys,

The facility must provide separatsly locked,
parmanertly affived eompartments for sforage of
guntrolled drugs fisted In Sohedule ) of the
Comprehensive Drig Abuse Prevention and
Confrol Act of 1876 and other drugs subject to

F43{| F431 Label/Stors Drugs 3 \
iploglcal
Blolnglcals /ﬁﬁ/%ﬁ

Corrective Actlons:

The expired  medications  and
medications without explration dates on
the Iabels were removed from
medication carts and medication rooms

on 12/04/2014,
Others Potentially Affected:
-An  audit - was--conducted....on. all
medication carts and medication roorms,
for the purpose of identifying expirad
medications or medicatlons  without
expiration date ¢n the label, an 8.

No other residents were idenfified as
having been affected by thig practice.

FORM GMS-2087(02-98) Fravious Varslons Ohepluls Evenl 10: R2DWi {
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' 1AND PLAN OF CORKECTION

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-031
%1} PROVIDERISURPLIERICUIA H2) MULTIPLE GON )
( jiDENTIFIDATIﬂN-NLIMBER: J(\. ;UlLDlNG CONBTRUGTION {XS)C?S%%E&JT?{)EY
c
G3A048 B, WING 12104/2014

MANME OF PROVILER OR S8UPPLIER

STREET ADDRESS, GITY, SYATE, ZI¢ CODE

2008 LARAMIE 8TREET
COZHEN HEALTHCARE COMMUNITY
TORRINGTON, WY 82240
BUMMARY STATEMENT OF DEFIDIENGIES [2) PROVIDER'S PLAN OF CORREETION {9
{EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFRIX [EAOH CORRECTIVE ACTION SHOULD BR GOMPLETION
REGULATORY QR 1.8G [DENTIFYING INFQRMATION) TG CROAS-REFERENCED TO THE APPROPRIATE DATE
DEFIBIENCY)
) - Systemic Changes:
Continued From page 34 F 431 + The DNS/designee wlll educate

abuse, sxcept when the faciily uses single unit
packege drug digtiibution systems in which the
guantity sfored Is minimal and a misging doss can
be rexdlly detectad, '

This REQUIREMENT s not met as evidenced
by;

Based on observation and staf nterview, the
facllity failed to ensure expired medications and
medlcationa lzcking explration dates were not
avallable for resident administration In 2 of 4
medication rooms. The fAindings wera:

1. Observation of the meadication roor end cart
lopated in the 300 hellway an 121214 st 2:10 PV
with BN # revaalad 2 cassettes of Tramadal 80
mg {mifigrams) with 3 fablets in each, The
madiotitions were not labsled with an expiration
date, irt adyition, 2 oasseltes of the medication
hydrocodong 5 mg with acetaminophen 326 mg,
zontalning 8 tablets each, were not labsled with
an epirafion date, Interview wiih RN #4 at the
time of the observellon confirmed the
medications were not [abeled with the expiration
rafe and were avallable for use,

2. Obsarvation of the medication room and cart
located ih the 200 hallway on 12/2/14 at 2:30 PM
with RN #6 showed 1 casselte each of
hydrooodone & mg with acalaminophen 324 mg
sontalnihg 8 tablets and Tramado! 50 mg with 2
revnalning tablats wers not [abeled with an
expiration date. Inferview with RN #6 at the time
of the obsetvalion confirmed the caseatios ware
not labsled with the expiralion dafa and wera
avallable for use, Addifionally, a casestte

containing the medication oxycodona with

the llcensed nurges on
medication expiration dates and
checking labsls for expiration
dates upon receipt of weekly
cycle medicatipns, by
G2B/2048, J)g /9%7

Resldant cycle medications will
be checked for expiration dates
on the label prior to being put
Into the medication cart for
adrminisfration.

A process has been
implemented where the
medication rooms will be

checked on & weekly basis for
expired medications.

Monitoring:
The Unit Manager/designee will perform
a medication room sudit to identify and

. remove any expired medications, weekly

x 4 weeks, monthly x 3 months, and then
random thereaftar.

"

ThE; UM's will report audlt data quarterly
to the Quality Assurance Gommittee.

The Quality Assurance Committee
mernbers will analyze the results of
audits to determine further corrective
action if necessary to ensure continued
compliance with this plan of correction or
andfor termination of monitoring  if
Intervention(s) are successful.

PORM GM3-2567 (02-09) Previnus Yasloha Qbsolela

EvantID: BRBW11
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ouy D SUMMARY BTATEMENT OF DEFIGIENCIES D FROVIDER'S PLAN OF CORREGTION (4G}
PREFIX (EACH DEFICIENGY MUST RE PRECECED BY FIH.L PREFIX (EAGH CORRECTIVE AGTION SHOULD RE DOMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG ORORS-REFERENCED TO THE APPROPRIATE, DATE
DEFICIENGY)
F 431 | Continued From page 36 F 431

acetaminophen, holding 16 tablets, had & use by
date of 1/11414 {explred by 10.5 months). Another
cassette with the medleation Tramado! 50 mg had
a uge by dete of 7/16/14 (expired by over 4
tnonths). Interview with RN #8 at the time of the
observalion confirmed the medications had
expired and were affll available for use,

F 441 | 483,65 INF?GTION GONTROL, PREVENT F 441 F44L1 Infection GControl, Prevent
=F | SPREAD, LINENS Spread, Linens X
S5=F 1 p [ , / /ﬁ /Zﬂ (‘5 ,
Thie facllity must establish and maintain an | Corrective Actions: '
Intactlon Control Program dasigred to provide a The facility has estabiished an Infection
to help praveni the devslopmeant and transmiseion controls, and prevents infection within
of disease end infection. the facility; including a method to trac.lf.q-
(a) Infaction Control Program _ il tre"d I[]Ie?‘gonsig; ;'-fi'ﬁ (D and Fio5.
lrﬁggﬂﬂgnﬂé‘ftwi?éﬁb&h an Infeclion Contral The famlity staff parform hand hygiena
(1) Investigntes, confrols, and prevents infections aﬁppmprlately durin thelr”w,‘ Dir,k,,.fghlﬁ fol AP
; . res:dents neludin )
in the facllity; ‘ Biy (3, A & 224 5,963 and "
(2) Decldes what praceduras, such as Izolation,
ghowld be applied to an Individual resldant; and Others F°t°"t'a“3' Atfected:
(3) Meintains a regerd of incidents and corrective All residents have the potential to be
actions related fo Infactiona. affected by this practice,
{h) Preventing Spread of Infaotion
(1) When the Infection Cantrol Program
determines that & resident needs Isolation fo
prevent the spread of Infectian, the faclilty must
isolate the resident,
() The facility must prohibit employees with &
commuricable diseese or Infected wkin lesions
fram direct contact with resldents or thelr food, if
dirot contact will tranamit the diszase.
(3) The faoility must naguire staff to wash thelr
hands after each direaf resldent contact for which
hand washing is indigated by accepted
FORM CJ8-2067(02-98) Previous Verslong Ol Evanl IT:B2DWIT Fapillty [0 W io If eonlinuation shaet Page 36 of 42
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4 10 BUMMARY STATEMENT OF DEFICIENCIES ) FROVIDER'S FLAN OF CORREQTION ]
PREFIX {BAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREOTIVE AGTION §HOULD BE COMPLETION
TAG REGULATORY OR L&C IDENTIFYING [NFORMATICN) TAG GRDSMEFERE[I;I%%E%%EAPPRI:)PRIATE DATH
) Systemic Changes:
professional practice. were educated on the elements

(o) Linens

Peyaermst must handle, etore, procsss and
franaport nene go s to prevent the spread of
infaction,

This REQUIREMENT is not met ag evidenced
by

Based an review of infection control program
information, obsetvation, and staff infervietw, the
facliity falied to establish &n Infactton control
pragram that included & record of Incldents and
corective gotions related to nfestions. In
atidition, hand hyglene concerns were [denfifled
during randoim reskiont care observations
affacting 5 sample resldents (#49, ¥4, #64, #68,
#72) and 4 nan-sample resldents (#2? #37, $53,
#86). The findings wera:

1. Revlew of the Infection conttol srogram
information shower! there was nio record of
resident Infections, what their tealments
includead, If they wara cultured, and when the
infections ware regolved, Thterview with the DON
on 12/4H4 beginning ai 7 PM revealed she was
newly in charge of the program and there were
parte not yet implemented. Sha atated resident
infections were discussed and tracked dally on an
erasable board, In addition, there wes & waakly
meafing where infections were reviewed with the
nurging team members, Hisborical informatlon
wag not available related o reskdent Infections.
Reviaw of available information showed 4
resldents were belng treated for urnary tragt
infactions at that ime,

of an Infection Ap rol Program
by O/28/15. | / ﬁ

» The DNS/desighee will educate
the licensed nurses on infection
gontrol practices (o prevent tha
spread of infection by D+28:45. |

+ The DN8/designee will educate
the CNA’s on infection contral,
hand hygiene during resident
care, glove use, and hand
hygiene durlng meal /aerwca by

1128M5. {!t ! fﬂ

s The Nursing
» Hand Hyglzne j mpete Gles

Hand Hyyi
will beé completed upon new hire,

pa
atan

anntally, and ae indicated,
» The DNS/designee will educate

the CNA's on handling of linens
and mechgnical yl slings by
otears. || 1 (f ;’

The Infection Control Repori has
of

baen Implemented, as

12/19/2014.

il 4,

FORM CMS-2587{02-80) Previous Verslang Obsolele

Bvonl [P; BEDWA

Feoify (1 Wy0010

If continusilon sheel Page 37 of 42

N\




Jan,

7.2015  2: T0PM

DEPARTMENT QF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

No. 1269 P,

PRINTED:

39

181872014

FORM APFROVED
OMB NOQ, 0938-0321

STATEMENT OF DEFICIENGIES 1} PROVIDER/ISUPPLIERICLIA {%2) MULTIZLE GONSTRUGTION X3) DATE
AND PLAN DF CORREGTION o RN TIGATION NURER: A ;uwme Y COWPLETED
e
53A049 B WING 12/04/2014

NAME OF PROVIDER OR SUPPLIER
GOBHEN HEALTHCXARE COMNUNITY

BTREET ADDRESS, CITY, 6TATE, ZIF CODE
2009 LARANIE STREET
TORRINGTON, WY 82240

(%4) ID
PREFIX
TAQ

SLUMMARY STATEMENT OF DEFIGIENCIES
(EAGH DEFIGIENGY MUST BE FREGERED BY PULL
RECULATORY OR LST DENTIFYING INFORMATION)

PROYIDER'S PLAN OF GORREQTION
{EAGH CORRECTIVEACTION SHOULD B
RROES-REFERENCED 70 THE APPROPRIATE
DEFGIENGY)

2]
PREFK
TAG

{xd)
QOMFPLETION
DATE

F 441

Continued From page 37

2. Observation on 123414 at 11:55 AM showed
CNA#9 agsisting residents #3, #37 and #68 In
the dining reom during luneh. The resldents were
gitting at the same table, The CNA cut up the
regidont'a food with the same silverware the
residents had used, whils pigo ad|uzsting clothing
profectors and touching sach resident at the
table. CNA# 10 was observed at 12 PM durlng
the same meal asslsting residents #27 and #7772,
The GNA cut up the resident's food after the
realdent had hendled the siiverware and then
wontinuad fo assist the other resldent sltiing at the
tabls, adjusting the dlothing, Nelthar GNA
performed hand hyglene befween residenis.
During ari lnfesview with CNA#9 at 12:13 PM thet
same day, she ravealed ehs did not realize the
need to perfortn hand hygtene between rasidents,
oily between tables with residents,

3, Review of the quarterly MDS assessment
dated 8/24714 revasled resldent #64 had
disgnoses that ncluded unspecified Intellectusl
disabiliies; and needed extensive assistance with
fransiers and toflet yse. The Tollowihg concerhs
ware noted:

a. Observation on 12/2/14 at 8:35 AM showad
GNA#7 provided incontinence care for restdant
#64, After providing oare, the GNA removed her
ghoves and fransfarced tha regident to bed wilth
the: use of a sl-to-stand lift. After removing the Kt
#ling from around the residant, she threw it on the
fioor. She then eontinued to provide care,
teposttionihg the resident In bed, replaced the fall
mat on the floor beslis the hed and then covered
the resident with blenkets. She dld nol alzanss
her hands aftet removing her gloves and before
cottinulng with regident care. In addition, the sling
thrown on the floor was picked up by the CNA
and draped aver the |Ift apd placed in the haliway,

Monitoring:

The DNS/designee will audit resident
infections for tracking/rending, weekly x
4 weeks, and then monthly thereafter.

F 441

QA:
The DNS will report audit data quartarly
to the Quality Assurance Committee.

The Quality Assurance Commitise
members will analyze the results of
audits to determine further corrective
action if necessary to ensure continued
compliance with this plan of correction or

andfar ferminafion of monitoring If

intervention(s) are successful,
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The sling Was not uleaned or replaced after it had
hean an the floor,

h. Obseryation on 12/3/14 at 8:50 PM
showed CNA#11 transfarred resident #54 ina
gfi-fo~stand lift from wheslchalr fo the toilet. The
CNA performed meuth care, removad gloves, did
not parfort hand hyglene, donhed hew gloves,
wiped the resident's perinaum font to back, did
not remove her gloves, proceeded to place s new
brisf, and transferred the resldent from the
bathraon to the bed, lowered the resldent to the
bed, and then removead gloves and parformed
hand hyglens. Interview with CNA #11 on 12/3/14
at 9:46 PM revealed she forgot fo perform
adequate hand hyglene,

4, Qbservation on 42/1/14 at 3:20 PM showed
CONA %26 parformed incontinahce care for
resldent #48. After compleiing the ¢ars, the CNA
removed her gloves and continued to asslst the
resident. The CNA put & clean incontinance pad
on the resident, asslsted with dreasing and then
iransferred the resldent from the bed wilh the uses
of & lift. ‘The CNAdid not perform hand hygisne
after removing her gloves and before centihulng
with other tasks.

5, Observation on 12/8114 2t 9:15 PM showed
CNA#11 ransfared resident #85 in a sitfo-stand
lift ftom hisfher wheelehuelr fo the tallat, The CNA
removed the resident's brief, which was wet with
wrine, and did not remove fier gloves before
lowerlng the resldent fo tha tollet by using the
hand conirele on the (If, The GNA rempved her
gloves but did not perforin hand hyglene befare
parforming mouth care for the realdent. CNA#F11
then donned now gloves, ralsed the residentin
tha Tli, wiped the resldent's perinewm, did not
remave her gloves, and proceeded {o placea

F 441
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new briaf. The CNA removed her gloves, hut did
hat parform hand hyglene, and transferred the
rasident from the bathroom to the bed. The GNA
theh performed hahd hygiene, Interview with CNA
#11 on 12/3/14 at 9:46 PM revesled she was
nervous and forget to perform adequate hand
hygiene.

6. Obaervation an 12/2M4 at 10:11 AM showed
CNA #12 took reeident #4 to the follet. After
donning gloves, the CNA removed the resident's
incontinance brled, stating the resident had bean
inoohtinent. After the resldent velded In the toilet,
the CNA cleansed the regltent's patineum with a
wipe. Keeping the same gloves on, the CNAthen
ptacad a clean incottinence brief on the resident,
pulled up the resident's pants, helped the rgsldent
sit back down In the wheelchair, helped the
reskdert to wash hls/her hands, and pushed the
resident out of the bathroom (n hisfher
wheelchair, After the resident was out of the
bathroom, the CNA removed her gloves and
performed hand hygiens.

7. Reviaw of the polioy and procedure entitied,
“Handwashing/Hyglene" last revised August 2014,
showsd “Employees must waeh their hands for at
least twanty (20) secpnds using anlimlerablal or
non-antirmicrobial soap and water undar the
followlng conditions:...c. Beforg and after direct
resident contaot (for which hand hyglens Is
indlcafed by acceptable professional practica)..q.
Before and aiter asslsiing a realdent with
mesls...h, Before and affer sssisting a resident
with personal cere (e.g. oral care, bathing)...n.
Before and after aseisting a resfdsnt with
tolleting... 0, After remaoving gloves or aprops.,."
Further, the poliey showad, "Hand hygiens I3
always the final siep after remaving and

F 441
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disposling of parsonal protective equipmant.”
#posing of p P P FA98 Nurze Alde Demonstrate I
8. Durlng an Inferview with the DON on 12/4/14 Competency/Care Neods 118 jnis
beglnning at 1 PM, she acknowledged staff /
nesded to wash their hands after removing - Corteative Actions:
gloves, batween residentz, and after providing CNA's have been assessed to be
perecnal gare fo resldents, Further, the sling used COmPEtegnt in resident care using
during the [ift transfer should not have been mechanical Iifts and while providin
avalleble for use after it had placed on the fivor, pericare bga&nm dem.gnstrtion, et
483,75(f) NURSE AIDE DEMONSTRATE Fapg| CNASCH H 2l and ¥77.
COMPETENGY/CARE NEERR Others Potentlally Affecte:
. All resldents have the potential to be
The facllity must ensure that nurse sides are able affected by this practice.
to demonsttate competency Tn ekllls and
techniques neceasary o oare fc;l;j reildents‘ Systemic Changes:
needs, as identified (hawugh reelden * The DSIdesi '
' : gnee  will  re-
assasaments, and described in the plan of care. educated  Cerfified  Nuraing |
Assistants on transfers using a
_ . . mechanical it device b
Th‘ls REQUIREMENT i not met as evidenced 04128115, Y
Based on review of personnel flles, and stuff * The Unit Managersidesignee
intetviow, the faolity Falled to ensure 3 CNAS (#7, will complete Mechanical Lift
#26, #27) pbuerved providing less than optimal ComPEteanS far all Certified
care had been evalaated for demonstrated Nursing Assistanty by 842815, | ( /(/ /i“/
cempetenay in skills and fechnlgies. The firdings and annually thereafter., 6
ware: *» The DNS/deslgnee will re-
educate the CNA's on the
Review of the CNA education files showed those practice of providing pericare on
hired within In the past 4 months had ak" the regidents. -
decumented cormpetency In sidlls checkllst » The CNA'S wi
complated, The compstency oheck list sovered a Peri 8 il perform &
: g . ericare  Competency  and
varisty of care gkills Including mechanleal IR successfully .
! ; perform pericare on
transfare and parlnes| sare., The following a depandent residsnt
cohcems weare idantiflad. . Th E -
8, CNAS #7, #26, and #27 wers observed o de icansed Nursas will ba re-
provide care which did ot demonsrate educated on the supervisory
competency with mechanlcal [ift ranafers and/or i role of monitoring CNA's during
| resident care.
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Menitoring:
F 488 | Coptinued From page 41 F 498 The DNS/designee will audit resident
perineel care. pericare on 8 random residents each
b. [ntarvhew with the DON on 12/3F14 &t 4,25 week % 4 weeks, then an[]‘"y X 3
FM ravealed CiNAs who hed worked ef the fElGI”ty n'](;.nthsI and then quarteﬂy_
priar fo new ownership (4 months eerfler) did not
have any dooumenbation shuwing demonstrated
cornpetanay in skifls and fechntgues. Review of
GNAs flies Yor CNA#7, CNA i:?,(’é IfmthNA #zf‘r QA:
showed they ware hired prior o the change o ; i
aunera. CNARY e ke on 528/0; 1o o Qualty Asouranco Gorron.
#26 was hired on 4/20/79; and CNA#27 was :
hired on 1"21"?8' The Quality Assurance Gommiites
members will analyze the results of
audits o determine further corrective
action if necessary to ensure continued
compliance with this plan of correction or
andfor termination of maonitoring  if
intervention(s) are successful,
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