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F o001 INFTIAL COMMENTS o Fong !
Acomplaint survey was sonducted at Cheyenne | 20114
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! : Preparation and/or execution of this plmr

The following common ebbreviations ere used | © ol correotion does not constitute
Usroughouk this document; ; : admission oragreement by the providerjof

 ple. oliviles of Deily L : [ the truth of the facts alleged or 5

ARG - eliviies of Daily Lving . wchisions set 1 inthe s it ol
CHiA Certified Nurse Aide i : g{;? 'u‘\.:o.n‘*. ‘:t?l.‘horllllqm :llu.: “.E.M:!tl-]ult- ol
OON- Diractos of Nursing : IC1CT ClF}S. & plan ¢ correction 15 -
LPN- Licensed Praclical Nurse _ % prepared and/or execuled solety becausg it
MDS. Minimum Data Set. : ! s required by the provisions of lederal
BBAR- . Biluation Baskground - O ©and state law. oo S

' -;ﬁs_sessmentfﬂppearanca Requesl “Fhis plan of correction serves as the ¢

s Less com:ﬁor{ly used abbreviaiions vill be i?aCl_lﬂy s allogation ol cmnplmnqe. L

: ahnotated in each deliciency. ' _ : ;

F 312 : 483.25(a)(3) ADL CARE PROVIDED FOR : F 312 _ o

5= ' DEPENDENT RESIDENTS j ¥312 ADL CARE PROVIDED Fori?
R 7 e ! DEPENDENYT RESIDENTS
;A;gs@gm whois unai_aia 10 cal,ry oul actvilies of L CORRECTIVE ACTION
thaily living teceives tha nacessary services lo . Resident #17 was bathed on/before the
' maintain good nulrition, gfooming, and personal ; estaen was bathed on/befors the
and oral hygiene. ' ; . date of compliance. :
; Resident #19 was bathed onfbefore the
* date of compliance, :
N e ) Resident #20 was bathed on/before the .
“:;h_ts RECUIREMENT is not met as avidenced | date of compliance.
. Based on medicat recerd review and staff and i Resident #38 was bathed vnfbelore the
“resident interviaw, the facilly failed to ensuroe ‘ i date of compliance. : o
there was a sufficient number of staff members to i Resident #45 was bathed on/bofore the
grovide the needed personal care for K10 i cate.of compliance. : :
non-sample residents (#17, #18. #20, 439, #45, Resident #62 was bathed on/before the |
N . . . . X A | 1
o2, e, 1#81: #91, #92). The findings were: ' date of compliance. | % N

mﬁﬂrmm*;:‘;;;m"go 5 Wﬂudg}i&@pyeﬂ g%g@wwgs SIGNATURE RegidEnRr # 7S Balled onrbetore Ii‘, M DATE
- e dale of compliance. /5/
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! : { "“Resident 181 was bathed on/before the

F 312 Continusd From page

1. Interview with RN #3 on 1/2/15 at 6:35 PM
“revesled she believed the facilily was short }
- slaffed which negalively impacled resident care:
{interview with LPNs-#1 and #2 on 1/2/15 at §:40
"PM revealeid they felt the facllity was understaffed .
F and were conceried about Ihe negative impacl
| on resident care. During this inlerview, the LPNs
| also stated nio-showers had been provided on
1 thal day (1/2/15) becdlse thare was not enough
! slaff to asslst with showers. Interview with
! rogident #8 on 1/2/14 at 8:40 PM revealed s/he
 thought there were not enough CNAs 1o meet the
i neads of rgsidents and frequently sfhe had to wail
! for cate. Finally, interview with the DON on 12124 |
* 3t 9:31 PMirevealed the facility had jdentified the
staffing sharage through their quality assurance
: and periornance improvement comemitiee back in
: Dctobar 2044, She said the laciily had been
_activély récruiting stafl and had recently hired
 staft who were slill being orienled. However, at
* this time stafling was *tight”. ’

Bvidence of tie failure Io' provide scheduled
bathing: :

i 1. Review of the 12/2713 inifial MOS agsessment
- showed resident #17 had diagnoses including

! chranic gbstructive pulmonary disease (COPD),

" respleatory failure, depression, anxiety and

: diabetes mellitus. Raview of this MDS

| agsessment showed the resident required

“ extensive assistance of one for bathing and

: personal hygiene, Furlher, review ol the 12/30/14
inilial MDS assessment showed the resident

j vontinued lo require extensive gssistance of ong ¢
Lstaff for personal cargs. Review of the 12/30/14

i MDS assessment showed over the enlire 7 day

L

i look tizick period the resident received no shower .

date of compliance.

Resident #91 was buthed on/before the
date of compliance.

. Resident #92 was bathed on/before the |
date of comphaiee, = P

F a2

_ IDENTIFICATION OF OTHERS |
~The Director of Nursing/designee will
i conduct a review of all residents inthe |
honte for baths/showers/bed baths given}g
in the past 7 days. For any residenis
%. discovered to not hiave received a'bath in
- the prior 7 days the home will olfer a
3 batl/shower in accordance with their
. bathing schedules, For any resident thial
- refuses bathing services; staff members ,
. are instructed 1o re-approach the resident
(o establish a better time for bathing, |
SYSTEMIC CHANGES |
The facility has established a bath aide |
~ program to be the primary diiver for the;
bathing process. :
The UYT will audif Bathing schedules an
care tracker documentation daily at the
morning mecting (M-F) and again at
stand-down to ensure that scheduted
baths/showers were completed, The
DON/designee will identify of any
* baths/showers not completed as
" scheduled, will then investigate the root |
. eouseand report back to the 1IDT,
" Education of stall members regarding the
. bathing process will be completed on or’

- before the date of compliance by the Staft -
PBavalor :

[

g
|
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' _ I Resulis ol the bathing gudits will be
F $12 Continued From page 2 F iz, tracked and trended by the

o batning. Review showed ne evidence the
resident refused care during that period.

* 2. Revlewof the 10/18/14 initizl MBS asgessiment |

_showed resident #19 had diagnoses including

. COPD, hypertension and nan-Alzheimear's

i dementia, Furlher review of the MDS assessment

{ showed the resident was frequently incontinent of

f--bow'el ‘and-bladder and was totally dependsnt

i upon staff for bathing and persenal hygiene.

' Review of the 12£20/14 quarlery MDS

- agsessmenl showed the regident had severe

! cognitive impairment and reguired extensive -

' assistance wilh personal cares. Review of e
12429114 MDS assessmient showed over the

- pntire 7-day look back periot the resident

. recaived ho shower or bathing. Review showed |

" 1o evidence he resident refused care during that {

perod. - i

-3, Review of the 9/2/14 significant change MOs
agsessmant showed resident #20-had ciagnoses
tncluding diabetes mefiitus-and non-Alzhgimar's

dementia, Furllier review of the MDS assassrient

- showed he regident was totally dependent upan

- staff for bathing and personal hygiena, Review of
| the 1114714 quaderly MDE assessment shewed
! thie resident had severe cognitive impalrifient and
* continued 16 requite extensive assistance of one
" slaff for personal cares. Review of tha 11/14/14
UMD gssgssmeint showed over the entire 7 day

1 look bagk period the resident received no ghower
: or hathing: Review showed no avidence the

! resident réfused care during that period.

| 4. Review of the 12/31/14 gquartery: MDS

. assessmenl shawed resident #38 had diagnoses
inciuding non-Alzhelmer's dementla and story of |

! CVA (stroke). Further review of the MOS

© . peed for continued monitoring based on

NHA/designee. Results will be reporied
* 1o the Quality Assurance Performance
fmprovement (QAPLY. The QAPT
committee will evaluate the effectiveneys
af the plan based on trends identified and
- implement additional interventions as :
- peeded to ensure continued complianice “;

N |
monthly for 3 months then reassess the
\
i

- gpmpliance. ‘
Bate - 2/9/15
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F 312; Continued From page 3
 nssessiment showed tha resident was !
occasionally Incontinent of bowel and bladder and .
| required- extensive asalslance of one for personal
[ cares. Review of the MRS assessment showed
+ over the entire 7 day look back period lhe
resldent received no shower ar bathing. Review
| showed no evidence the resident refised care
- during that period.

5. Review of the 10/8/14 quarlerly MDS

- assegsment showed resident 145 had diagnoses
including tiabetes mellitus and Alzhelmer's

_disease. Continued raview'of the MDS
assessment showed e resident had severe
tognitive impairment, was frequently incontinent
of Dladder and occasionally incontinent of howel.

' Review showed the resident was totally

: dependent upon slall-for bathing and personat

hygiene, Review of the 1244714 quarlerly MDS

- gasessment showed the resident continued to

| raguire extenslve assistance for personal cares.

- Review of the 12/4/14 MDS assessmant showed

i over the antirg 7 day look back period the

I resident received no shower or bathing. Review

| showed no evidence the rasident refused care

' during that-perdod. : : oo

8, Review of {he 12/4/14 quarierly MOS

. assessment showed resident M52 had diagnoses
including Alzheimer's disease. Further raview of

. the MDS assessment showed the resident had
saevers cognilive impalrment, was fraquently
incontingnt of urine, and requiréd extensive
asgistanca of staft for bathing and personal
hygiene. Review ol ihis MDS assessmsent .
showed over the entire 7 day look back period the ‘
resident roceived no shower of bathing. Review
| showed no evidence the residaal refused care

: during that period.

i
3

F 312!
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ke i o e s e ol e E
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7. Review of the 10115/14 anaual MDS ;

_assessmont showed resident #74 had diagnoses .

fncluding dizbetes mellitus and Alzheimer's

' disease. Further reviaw of the MDS assessment

* showed 1he resident was frequently incontinent of

- bowel and bladder and was totally dependent

- upon slaff for baihing and parsonal hygiane.

"Review of the 12/26/14 gquartery MDS
assessment.showed the resident had moderata
goghitive impairment and continued to.require
extensive assistance of one staff for personal

-cares. Review of tha 12/26/14 MDS assessment )

showed over the entire 7 day lock back period the ; !

resident received no showat or bathing.

8. Review ot the 92814 quarterly MDS
assessment showed resident #81 was i ;
_pecaslonally incontinent of bladder and fraquantly : '
incontineit of bowel. In addition, review shownd | .
the residedt was totally dapendent upon stafffor ° :
hathing aid personal hygiene Review of the : g
T 11/25/14 quarterly MDS assessment showed the
| resident had moderate cognilive-impatrment and
'. continued 1o raquire extensive assistarnce of one
! staff for persarial cares, Reviow of the /2614
* MDS assesgiment showed over the entice 7 day
- jook back pariod the resident recelved no shower
- or bathing; Review showad no evidence the
 rasigent refused care during that pericd.

| 9. Review of the 9/29/14 quarterly MDS , : P
l;:asse'ssment-showed resident #H had diagnoses . { 7
ingluding COPD and diabeles meilitus. Further . ;
 fpview of the MDS assessment showed the : ; _ o

 resident requirad extensive assistance of one for .
hathing and personal hygiene. Review of the '

- 11/18H4 quarterly MDS assessment shipwed the

" resident liad moderale cognilive impainment.and

FOiA TS HBD7.00) Prevous Yersions Chsolew Bwvent 1: 37U Fagilily 30y WY0D0%5 If continuation sheet Pags 5ol 17
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F 342 Continued From page 5
teguired limited assislance of one staff for
personat cares. Raview of the 1111814 MDG
© agsessment showed over the enlire 7 day laok
back period the resident receivec no showeror
bathing. Review showed no evidence the rasident .
refused care during that period.

- 110, Review of the 8222/14 inltial MDS assessment |
: showed résident #92 had dlagnuses inchuding
', non-Alzheimer's dernentia. Further review of the
i MDS assegsment showed (he resldant was
* nceasionally incontinent of towel and required
: gxtensive gssistance of one far bathing and
personal hygiene. Review of the 1112114
re-admission initial MDS assassment showed the
resident had severe cognitive impairment and
requited stiaff assistance with personal cares.
_ Raview of the 11/12/14 MDS assessment showed
" pver lhe'entire 7 day loak back period the '
' resident raceived no shower of bathing. Review
“showed no evidence the resident refused care
gurng thal period,
F 393 483.26(h} FREE OF ACCIDENT |
S8y ‘ HMAZARDS/ISUPERVISION/OEVICES
 The facility must ensure that the resident
+ enyironmerit ramains as free of accident hazards
 ag is possible; and each resident raceivas
! adequate supervision and assislance devices 1@
" prevent acoidants. .

Ihis REQUIREMENT is not et as evidenced
iy _ i
! frasad on observation, medical recard review,
" and stalf nlerview, the facllity failed to ensure

F a1z,

o

[

v 823 —
t

1323 FREY OF ACCIDENT :
- HAZARDS/SUPERY ISION/DEY ICEFS

: CORRECTIVE ACTION

| Fall interventions have been properly -

. established Tor resident #8 and resident .
#48 to prevent falls.

IDENTIFICATION OF OTHERS
 “Phe NON/designes will conduct a Lacility
. wide audit of fall risk assessments; (© |
| nssure aceuracy. The Care Plan will be

updated with interventions, if they are nat

SO CHG. 2667(05-00; Praviobs Versiuns (bsalets Event I 37U30
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tdentitied as a falt risk. The audit will
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ANC PLATR OF CORRECTION OENTHGATION HUMBER A DULOIMG GOMPLETED
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i c
636026 WG P el 0110212015
HRME UF PROVIDER OR SUPPLIER ' ATREST ADDRESS, CITY, BTATE, 49 SODE : .
- ST 2706 € 12TH STREET
CHEYENNE HﬁALT’II CARE CENTER CHEYENNE, WY 62001 - o
oo GUMMARY STATEMERT 0F DEFIGIENGIES T PROVIDEI'E PLAN OF CORREGTION 1 . ¢'9
SRERR | (EACH DEFICIENCY MUST AE PRECEGED BY FULY I (EACH CORRECTIVE ACTION SHOULD HE | COMPETIR
T L RESULATGRY OR LEC IORNTIFYHC HFORMATION) I - - T SROSE-REFERENCED T THE APPRCPRIATE DATE
: i BEFIGIENGY) |
P relieel the updated interventions from the
F 223 Continved From page 6 _ ‘ g ana; gare plans, The andit will occur on/before
 effective supervision andfor interventions were : b the date of compliance. 1
: inplemadted 1o prevent falls for 2of 7 sample - i The Resident Care Management !
| residents (#3, #48). The lack of tmely and 1 Directot/designee will audit all of the |
! pffective supenvision resulted in harm for-resident : i ]

| #48. The findings were:

1914 quarterly MDS hssessments showed the

* 1 Review of the medical record showed resident verity that a care plan accurately reflects
148 was admitted to the facilily on 22113 with 5 7 {he residenis fall risk/status, The audit
i diagnoses inctuding chiroric obstructive will otcur onfbéTore the date of ;
- pulmenary disease and mtsele weakhess: compliance.
" Review of the 8715114 sigrificant change and the o SVS"[’EM.IC":CI"IANGES i

|

resident requifed exiensive agsistarce of one to . Tiducation fo staff members will be

. two staff for ail ADLs including imobility. The - : - provided-on or before (he date of .
assassments aiso showed the resident had * compliance in regard to proper reporting
“impairest mobility in both the-upper and 10}\@-; . of falls by the DON/Designee.

* extromity.cn one side. Review of the 9/26/14 and ! C miciti fr o £
1218114 fall fisk evaluatians showed the resident iﬁ’l‘:’l‘:_“.“‘f'!"“f_f“l of ‘:Im'f_,ﬁ“!lfg}ﬁf‘f? 2'.‘5{ .
* was ahigh'fall figk. Review of the 1 120744 : S I G ineiue ed On the (‘i“( ex/block Shegt

i {untimed) SBAR report showed the resident rofled’ - ¢ forms (hat the R‘?Sldﬂl“?m'ﬂ Specialists ;

! out of the bBied because of the slick surface of the .. (RCS, similar term for C.NLAL) carry with

- mattress and the resident's increesed confusion. therm. These forms will-be available for
Review of fhe 12/26/14 (untimed) SBAR report - . . staft members o update digitally as
ghowed the _resadenl was found op_the flour next resident needs change.
to the bed. Further review of the report showed Educali “licensed stafl members
thie "Res {resident] attempted 10 gel oul of bisd sducation of licensed stafl members

et oo s s e B

- anid hit hig/er) head on [the} iiight stand and fell : rcgn_rding the fafl process will be

- to [ihe] floor fanding on {the] paddad (lgor mat on. i - completed on or before the date of

(the] residenti's] right side...Brisf [was] saturated complisnce by (he DON/Designee. - . . .

of urine:" The residant sustained a facaration to : Education will'be delivered to the IDF by
the right side of the head, Further review ofihis . © (he NHA/Designee regarding the ' '

report showed the resident called out for

assistance and lhe labs alaim was sounding importance of timely interventians for

- when s/he was found on the fleor. The following ., falls on or before the date of compliance.
" goncerns were idantified: ' . An audit will be completed weekly ford
2. intefview with LPNs 11.and #2 on 12115 at ' weeks of 10 random residents lor fall
(:40 PM revealed the restdent's laceration : - intervention accuracy as retlected inthe.

raquired lwelve slapies 1o close the wound, They
- furiher stated they fell the facility was e

FORM GREZ5GTI02:-50) Prisvious Varsons Dasolele Evert WY WU L ¢ ackity 10, VYOS i continuation sheel Page 7 of 17
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HIATEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIERICLIA
AR PLAN OF CORRECTION |QENTIFICATHON MUEMBER:

LRP) UL TIFLE CONSTRUCTION

A DULBING CONPLETED

%3] DATE SURVEY

“was placed on comfort care on 411614 for-whieh
.@ care plan was developed, __faii risk and
 praventive measures were notincluded,

. #8 was aumilled to the facility on 21213 with
- diagnoses including cerebral palsy, COPD,
: gonvulsions, and a histary of falls. Review of the
. 11/5/14 quarterly MDS assesement showed the
: resident required limited assistance of one with
- transfers and locomotion. Review slspshowed -
E'ihe resident required extensive asslstance of ohe
! with telleting and personal hygiene. Review of the |
£ 10/6/14 tall risk assessment showed tie resident '
- was at high risk of falling: Review of the SBAR
i report showed the resldent had an unwitnessed
“fali at 8:50' PM on 12/10/14: Review of the post
i fall evafuation showed the-rasident got out of the
. wheel chair and squalied down to plug the
" electric wheel chair in and fell in the process,
. Review of the SBAR showed the resident had
‘ another fall on 12/20/14 al 8:35 AM and injutec
Episher right shoulder. Review of tha post.fall

-the wheiel ¢halr and reached down 10 unplug
Frlsther electric wheel chair and fall. e residant
" hit the right shoulder on the dresser during the .

- fali. Upon nursing assessment the resident had

{ yain and limited range of motion in his/her right
“shoulder. Review of lhe cara plan, [ast reviewed
Ton 11120014, showed interventions included

: : Cc :
o ) ‘ - 83505 BYRG e e _ oAf2i2015
MARE OF PROVIDER-OR $Ul’PLi§il'{ ) BTRE E'F_A[‘)[)f(i?ﬂﬁ. CITY, STATE, Z\IF CO0DE
, 2700 E 12TH STREET
EYENNE HE : _ N
GHEYEN EH&ALTH (;AEE CEQTER . | CHEYENNE, WY B2001
A0 SUMMARY STATEHENT OF DEFICIENGIES i ' PROVIDERS PLAM OF CORREGTION L
PREFR {EACH DEFIGIENGY MUST BE PREGEDED BY FULL PRI I (EACH CORRET1IVE AGTION SHOULD BE GUbF ETI0N
TAG REGULATORY CR 185G INENTIFYING IKFORMATION: AL CROSS-REFERENGED TO THE APRROPRIATE onls
L DEFGICNGY) :
L T MONITORING
F 323 Gontinued From page 7 _ ¥ 323 Results of the audiis for care plan !
! understaifed on the shifl of the fafl and this lack of aceiiracy and fall inferventions will be |
; suffcient staif contributed to the cause of 1o ' tacked and trended by the N[‘-l.,-fx-/designc%
resident's fall. : : - e " ; .
gl _ : 1o repotted. uE :
I p. Observation on 1/2/14 & 8:35 P showed ! a_! ZT‘I) t’tle‘icl }0 t!:;lQAI ! C?mimt}?f
' the resident hat & low bed and a floor mat nexLto ~monthly. The QAPL commitiee witt =4
1t Howevar, review of the current care plan, fast svaluate (e effectiveness of the plan |
reviewed 9/3/14, showed nio evidance the , based on rends identified and implement
. rasident's fall risk was addressed. The resident + additlobalinierventions as needed to-

ty Review of the medical record showed residant: -

* gvaluation showed the residanl leaned forward in

ensure continued compliance monthly for
3 months then reassess the need for

* continucd monitoring based on

- compliance,

- Dat¢

- 20915

L+ S —— ——

FOIM GME-248702-90) Previous Vetsions Oosalete Eyont 1D 378N

£ patiy 11 WYODDE IF gopdienmation shesl Page 8 of 17



e s o AR TR T s s

" DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01116/2015
FORM APPROVED
OME NO. 0838-0391

CENTERS FOR MEDICARE & MEDICAID SERVIOES

* gpoouraging the resident 1o gall for assistance to
- prevent falls. Inlerview with the resident on Y2115
at 8:40-PM revealed the. resident was aware s/he
* was to ask for pasistance wilh hig/ner needs. The
: resident further staled glha hay Wrned on the oail
. light to ask-for assistance but (e oall light went
 yianswered for more {han 30 minvies and sihe
could not wait any. lorget. The resident stated this .
was the case in'bolh fails; sihe said the fagility did
- not have enough CNA stalf to care for resident ;
needs in alimely mannar, Review-of the 11/5/t4°
gisailery MDS'assessm'e_nlrshowed the resident
' had a BIMS scare of 15 cut of 15 which indicates |
- s/he Was cognitively infact. !

E 353 483.30(2) SUFFICIENT 24-HR NURSING STAFF |
a5=¢ . PER CARE PLANS »

| The facilly must have suflicient aursing staffto
: provide narsing and retated services to attain or

" maintain thé highest practicable physical, mentl,

" and psychosocial weli-béing of gachi resident, as

. determined by resident assessments and

! individuat plaris.of care.

* The fagility must provide sgrvices by sufficient

i aumbers of each of e following types of

: personnel on a 2d-hour basis 1o provide nursing
s care to alf residents in accordance with reaident
s para plans:

 Except when waived under paragraph (c) of thig
 goction licensed nufses and other Rufsitg
- personnel. - - :

; Except_ivijeh waived undet paragraph '(c)_qf this
_seclion, (he facility must designate a licensed

"nurse to serve ag a charge nurse on gach tour of
: gty '

1 STATEMENT OF OEFICIENCIES 41y PROVIDERISUPPLIERICIIA - (%2) MULTIPLE CONSTRUCTION “j{X®) DATE SURVEY
D BLAN OF CORRECTION  DENTIFIGATION NUMBER, A SUILDING (Y, COMPLETED
Y I ]
_ 535025 B, WING P~ 0110212015
FAME OF PROVIDER OR SUPFLIER ) ' STHREET ADLRESS, GHTY, SIATE, 2P CODE ' .
: o . 2700 E 12TH STREET
i £ LTH CARE CENTE : ‘
CHEYENNE HEALTH CARE CENTER CHEYENNE, WY 8200%
it TEUMHARY. STATEMENT OF DEFICHENEIES 0 “PROVIDER'S Pi AN OF GORRECTION T
PREF (EACH DEFICIENGY MUST S PRECEDED BY FULL PREFIX (EACH CORMECTIVE ALTION SHOULD BE L COMPLERUN
AL REGULATORY DR LG IDEWTIFYING INFORMATION) TAG CROSGHEFERENGED TO THEAPPROPRIATE | OATC
. ’ _DEF!CIENC‘:’) H
423 . Contintied From page 8 F 323

F 353

| F353 SUFFICIENT 24-HOUR

| NURSING STAFF PER CARE PLANS

~CCORRECTIVE ACTION

“i ‘I'he facility has initiated an Performance
¢ fmprovement Plan or staffing. :

. The facility has develaped a Critical

Staffing Plan to inforin staff members

* what are the minimum levels of stafling !

' for the home. This'Critical Stafiing Plai
assists staffimerabers in knowing When !
they need to reach out to the facility . "
managers (or greater assistance. '
‘The home hag a goal of adding a second-
Unit Manager to break up the current load

, of the only Unit Manager to allow for :

FORG CMSI8ITI03-0%) Provious Yarnsons Gbscels

" Evein [0.3703Y

Faciity [T WYLODS If continuation shes! Paga 8 of 17
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(72} MULTIHLE CONSTRUCTICGH (X3} DATE SURVEY

i This REQUIREMENT s not met as evidenced
by
. Oased on medical record
. staff interview, and review of fall documentation,
{lie-tacility falled to-ansure \here was a sufficient
nurnber of stalf meribers to provide the needed
_pare for2 of 7 sample residents (#8, #48} and for
" anaddilional 10 non-sample residents (#17, #19,
#20, #38, H45, #62. 674, #81, 491, #92). The
findings ware:

review, resident and

1. Review.of he medical record showed resident
"1 48 was admitted to the facility on 2/12/13 with
¢ giagnoses including chronic obstructive
“gultnonary disease (COPD) and muscle
veakness. Review of the 9/15714, significant.
changg and the: 11719014 quarterly MDS
' aéses’smpnls‘sh'dwed"t!%e' resident raguirad :
extensive asgistance ofone to two staff for ali ,
ADLs Including mobillly. The assessments also

fower extremity on one side,
7 0726114 &@ind 12728114 tall risk

" avaluations showed Whe residant was a high fall

i risk. Review of the 14/20414-funtimed) SBAR

. report stiowad the rasident rofied out of the bed

‘ pacause of the shick surface of the mattress and

! the resident's inareased canfuston. Raview of the

" 4212614 (untifned) SBAR repert showed the

| regidanit was found on the tioor next to the bed.

i Further réview of the report showed lhe "Res

! {resident) attempted o get out of bed and hit. -

! fhisier} hoad on (ihe] night stand zind fell to {the]

! fisor landing on [the] padded floor mat on jthel

i resideni('s] right side.” “Brief {was] saturated of |

yrine." The resident sustained a [aceration to the !

; right side of the head. Furlhier review of this

Evpnt 10, 370312

 the upper and
i Review of the

F ORI RS- 2507(02-98) Provious Yers o3 Qlaiote

A AN OF GORRECTION L DENTIFICATION RUMBER n BUILOING N r GOMPLETED
[
1
535026 B NING ' 0140212015
HAMC OF PROVIGER OR BUPPLIER ' o STHBET ADDRLSS, CITY, STATE, AR CODE
| pMEYENNE HEALTH CARE CENTER 2700 E 12TH STREET
H i CHEYENNE, WY 82001 _

. -~ ____~_4,———-~————""'._._--—~—-‘—'-6 i ~ - " - - - - % -
wan SUMEARY BTATEMENT QF DEFIGIENGIES i PO DRRS PLAN OF CORRECTION "
PREFX (EACH DEFICIENCY MUBY BE PREGELIL BY FuLL PREFIL (EAGH CORRECTIVE AGTICN SHOULD BE GOMPLETION

T REGULATORY OR L5E DTN 11 YING INTORMATION} TAG GROSE REFIRENGED TO THE APPROPRIATE BATE
DEFICIENGY)
: “heer Function al communication at both
F 353 Confinued From page ¥ £ 355 station’s in the home.

. ghowed the resident had impaiced mobility in both

DENTIFICATION OF OTHERS'
£all light audits will bie conducted al
yarying times by the NHA/designee o |
determirie if staff members are able o !
angwer lights timely. These audits will 5
sceur on/before the date of compliance. :
The facility ambassadors will ask :
cesidents it they feel iF their call lights are

~ answered timely in manner 1o provide a

¢ larger samuple of resident input in regﬂrdé

. to call light response times. The review -

¢ will oceuy on/bofore the dateof

. compliance.

C SYSTEMIC CHANGES
The home will continue lo conduct
regular staff meetings (2 minimum of 3x
week for 12.weeks) : L
Staffing meetings will review but are not
Nimited to; review ol -open shifts, review.
of open positions, discussion of |
~recruitment efforts and new stafl hiring 1 o
and orientation, The Stafling Meetings ¢
will include at a minimum, the NHA,
DON/Nursing Designee; and the facility;
~ Scheduler. :
" Por ongoing audits the home will reyiow.
" and compare the Monthly Schedule to the,
Daily Sign [n Sheets to the Daily 671
Posting to the Key Factor report {(time
clock) The comparison of these four
reports ina crosswatk will offer a review
of what is scheduled versus what is

- gebually-worked-andinetudes the— .
Facdity ID.WYJ003 1l cantnuation sheet Page 1ol 17
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HTATEMENT OF DEFICiEI‘l!Z‘,lE:S [£83} PROVIDERISUPPLIERICLIA

(%2) MULTIPLE COMSTRUCTION

{X3) DATE BURVEY

rasidant calied oul for
assistance and the {abs atarm was soyrding
when sihe Was found on-the floor. Interview with
LPNs #1 and #2 on 17215 a1 §:40 P revealed
e resident’s taceration required twelye staples
‘o close the wound, They further stated they feit
the facility was understalfac on the shift of the tall
" and this lack of suificient staff contributed to the
“gause of the fall -
- 2. Revlew of the me
- #8 was admilted to
diagnoses including cere
convulsicris. and a hislory of falls, Review of the
C44/BA4 quarterly MDS assessmunt showed the
resident required fimited assistance of one with
_ transfers-and jocometion, Review also showed
e résident required extensive assistange olone
 with tolleting and personal hygiene. Review. of the
- 40/8/%4 fall risk assgssment shiowed the resident
-was 8l high risk of falling. Review of tha SBAR
. teport showed the resident had an-unwitnessed
fall-at 9:50 PM . on 12010134, Raview of the post
! fall evatuation showed the resident got oul of the -
“wwiheel chalr and squatted down 10 phig the
. elecliic wheel chatr in and fell iri the, process.
- LRaview of the SBAR showed theresident had
 another fall on 12/20/14 at 848 AM and injured
* higfher fight shoulder. Review of (he post fall
! evalualion showed the resident leaned farward in
3 the wneel chair and reached down to unplug
; hisfher elastric wheel ohalr and-felt, The resident
. hil the-right-sheulder on the dresser dudlng the
+ falt, Upon nursing assessiment e resivent haid
 pain and fimited rarige of maotion in His/her right
: shoutder, Review of the care ptan, last raviewed
on 11/20H4, showed intecventions jhclutled.
- gneouraging the resiclent 1o cali far asdislance o
prevent fafls. Interview with he residant on V2110
a1 8:40 PM revealed the reside

reparl showed the

dical record showed resident
he Taciity on 2(12/13 with
bral palsy, COPQ,

ANEY PLAR OF CORREGTION IDEMTIFICATION NUMBER: A BURLDING = I COMPLETED
c
35028 B WING — 01/0212045
HATAR LF FROVIDER O SUPPLIER STREET ADDRESS, CITY, STATE, ZIP €ODE ' .
i 2700 E 12TH STREET
CHEYENNE HEALTH GARE CENTE - '
Y HEALT! _A E CENTER CHEYENNE, WY 82001
I%8) 40 . SUMMARY BYATEMENT OT DUACICNCHES ) ! PROVIDER'S PLAN OF CORRECTION ! (a5
PREF (EACK DEFICIENCY $#UST DE PRECEDELC BY FulL PREFIX (EACI CORRECTIVE ACTION SKOULD RE © GIMPLETION
e REGULATORY TR LEC WENEEYING JHFCHIAATION) G CROBS-REFERENCED TO THE APPROPRIATE. | DAE
' ; DEFIGIENCY) :
‘ _ e rTeation of signatures on daily sign i
f 353 Continued From page 10 F 383, sheets, z

nt was aware sihe’

. MONITORING :

- Results of the ongoing audits will be

- fracked and trended by the NHA/designee

©and reported (o the QAP commiitee
‘monthly. The ongoing audits will consist

of reviews ol call fight andits and roviews

ot stalffing levels, The QAP commitiee
will evaluate the effectiveness of the plan
based on trends identified and‘imp[cmeni‘.-
additional interventions as needed to -
ensure continued compliance monthly for
3 months then reassess the seed for

! contintied monitoring based on

i gomplizice,

1

i
1]
}
|
i
A
A
!

' Date
L 2ANS

Dgmsiohdn A | RIEER R

Due to the influence of the F353

Statfing tag upon the F312 & F323

tags, 1 am including both of those
POCs in their entirety within this tag.
The information is merely provided (
assist in allowing the POC for I'353 th
stand alone, o

i

sumEmMTB AN

F312 ADL CARE PROYVIDED FOI
' DEPENDENT RESIDENTS n

FORM CRSHET02-59 Previoiss Vorsiens Cood'ele Evdnt 1D ATUIH

rocig ORAMCTIVE ACTIORtinuation sheel -Page 1ol 17
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STATEMENT OF DEFIGIENCIES (X1} FROVIDERISUPRLIERICLIA 1427 MULTIRLE CONSTRUGTION {453 DATE SURVEY
AND PLAMNOF CORRECTION IOENTIEICATION HUMBER: A HUILCING }ﬁ_ﬂ GOMPLETED
_ ‘ . ] o
. L . ) 535025 [ O WING - . - 0170212046
FARIE OF PROVIDER DR SUPPLIER TTRERT ADDRESS, CITY. STATE, 2IP CODE
. 2700 B 12TH STREET
CHEYENNE HE.ALTH _CARE C[:N_TE:R  CHEYENNE, WY 82001 |
oA | SUMMARY STATEMENT OF DEFICIENCIES ! n | PROVIDER'S-BLAN OF CORRECTION Loy
BREFK {BAGH DEFICIENTY MUST BE PRECEQED BY Pl PREFIX {EACH CORRECTIVE ACTION SHCULD BE I goMBLETION
YA REGULATORY OR LSG IGENTIPYING INFORMWATION; TAG i cmss-naseaw;gg 1? g:‘m.ﬁr’waopﬂwa 1 BATE
o i DEFICIENC'T E
T Resident #17 was bathed on/before the i
- T t ~ « .
F 355 Continued From page 11 F 3831 date of compliance.

- wag o ask for assistance with hisfher needs. The .
- resident further stated s/he had wrred on the call
; fight lo ask for assistance but the cail light went i
| unanswered for more than 30 minutes and she |
| could not wait any longér, The resident stated-tiis |
twas the case in both falls, sihe said the faolity did .

jnothave enough CNA slaff to'care for resident
; heads In.4 finjely manner. Review of ihe 11/5/14

{ quarlerly MDS assassmenf showed the resident

+had a BIMS score of 15 out of 16-whigh indicales

'+ sthe was cognitively intact. AT

-3, Review:of the 12/27/13 initial MDS assessment .
shawed resident #17 had diagnioses. including
COPD, respiratory faliuré, depression, anxiely
. end disbetes mielitis. Further review of the MBS
assessment showed the resident reguired
exlensive assiglance of one for batking and
personal hygiene, Review of the 12430014 initial
MDS aseessment showed the resident conlinued
; W0 requirg extensive assistance of one slafffor

personal cares, Review of tha | 2030114 MDS 1
- assesshian! showed over the entire 7 day fook
back-period the rasident received no shower of -
* pathing. Review showed no evidehcs the resident .
 refused eare during that periodl. ;

4. Review of the 10715714 Initial MDS assessment
- showad resident#19 had dlagnoses including

| CORD, hypéitension aig nan-Alzhaimer's .
! denientia, Furtiier review of the MDS assessmen
;_showed-m_é_rfasident was tolally dependent.upon
 staff for balhing and personal hygiens. Review of
! the. 12/20114 quarterly MDS agsessment showed .
! the resident had severe cognitive impalrment and

Prequited extensive assistance with personal

- cares. Review of the 12/26/14 MDS assessment. |

v showed over the entlre 7 day ook back period the

: resident recelved no shower or bathing. Review

! Resident #19 was batlied on/belore the

i date of compliance.
" Resident #20 was bathed on/betore the * -
_ date of compliance.
Resident:#38 was bathed on/before the
date of compliance. i
" Resident #45 was bathed on/before the
date of compliance. ‘
Resident #62 was bathed ov/before the
~ date of compliance. :
¢ Resident #74 was bathed on/belore the !
 date of compliance. S
' Resident #81 was hathed on/before the |
- date of compliance. |
Resident #91 was bathed on/before the
date of conpliance. '
Resident #92 was bathed on/before the
date ol compliance.

IDENTIFICATION OF OTHERS
The Director of Nursing/dasignee will
conduct a review of all residents in the
home for baths/showers/bed baths given:
in the past 7 days. For any residents
discovered to not have yeceived & bath in
' the prior 7 days the hiame will offera |
bagh/shower in accordance with-their 1
bathing schedutes. For any resident that|
refuses bathing services; stalf members
ave instructed to re-approach the resident
. to establish a bedter time for bathing,
' SYSTEMIC CHANGES
- The facility has eslablished a bath aide

3 T r
TCHYET TOT

FOER CEAS-PROH02-68) Plavidus Vorsions Clautele T EvenlID U

prin-to-be-the-prim ty

04 N ﬂl’t{ ‘
Fncll{'l?‘ nYDR0E cenlinuation shest Page. 12 ol 17
fathing process, :
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STATEMENT OF DEFICIENCIES (£1) PREVIDEHISLIPPLIERICLIA (%28 MULTIFLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTHON IDENTICATION NUMBER: A, BULDING ) XL/ COMPLETED
Y C .
536074 Is WINGS : - 01/0212015
| NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CHHY, STATE 7R CODE
" : o ' 2700 E 12TH STREET
| eHEYENNE HEALTH CARE CENTER . | CHEYENNE, WY 832001
WKA0 SUMMARY STATEMENT OF DERIGIENCIES . PROVIDEAS PLAN OF CORRELTION P e
PREFK {EACH DEFICIENCY MUST BE PRECEDED DY FULL . PRER (EADH CORRECTIVE AGTION SHOULD BE - 1 COMPLETION
TAG REGULATORY OR LSC IDEN FIFYNG INFORMATION] TAG CROSE RETERENCED TO THE ARPROPRIATE - OATE
DEFIGIERCY) |
i ' : e T will audit batbing schedules and
F 353 Continugd From page 12 . i3s3 cure tracker dotumentation daily at the
! showad no evidence tha resident refused care _ morning meeting (M-F) and agnin al
' turing that period: S ' ! stand-down to ensure that scheduled

: ] _ _ o ' * baths/showers were completed. The
1 5. Review of the 9/2/14 signlficant change MDS | DON/desigee will identily of any
 assessment showed resident #20 had diagnoses  baths/st b omple *i. )
including diabetes mellitus and non-Alzheimer's + baths/showers not completed as

¢

dementia, Further revisw of the MDS assessmenl - scheduled, will then investigate the roof
_showed the resident was totally dependant upon i cause-and report back to.the IDT.
. staff for bathing and personal fygiene. Review of ! - Education of staff mejnbers regarding thi
£the 11/14/14 quarterly MDS assessment showed - - © 1 bathing process will be completedonor -
 the resident had severe cognitive impafrment and - l befori the date of cainpliance by the Staf

continued 16 require extensive assistance of one

" staff for personal cares. Review of lhe 4014014 Developaient Coordinator/Designee.

MDS assesament shiowad over the entire. 7 day MONITORING
! ook back pericd the resident reciived e shower ' Resulis of the bathing audits will be
of bt—_it_hh’?g. Review showed no evidange the - trocked and trended _by the
. resident refused care during that period. . NHA/designee, Resalts will be reported!

: o . » 40 the Quality Agsurauce Performance |
. e 12481014 quarterty MDS : . g A oo
. 8. Review of the 12/51/14 quariey ™ +Improvement {QAPL). The QAPI b

" assessmenl showed resident #38 had diagnoses -

! ineluding non-Alzheinier's dermentia and history of . committee will evaluate the effectivencss

| CVA (stroke). Further réview of tha MOS ; of the plan based on trends ideatilied and
 agsessment.showed the resident required - - implement additional interventions as '

- extensive assistange of ono for personat cares. " needed to ensure continued compliance

| Review of the MDS assessmenl showed over the
- entira. 7-day look back periad the residant

| received no shower of bathing. Review showed.

 no-evidence Ihe fesident refused cate guring that !
1period.

monthly for 3 months then reassess the -
need for continned monitoring based on
compliance, : '

s Date — 2/9/15

17. Review of the 10/8/14 quarterly MDS _
' issessiment showed residant #45 had diagnoses

Uincluding diabetes meililus and Alzheimer's " 323 FREE OF ACCIDENT .
. disease. Furiher review of the MOS assessmenl TIAZARDS/SUPERVISTON/DEVICES

showed the resident had severe cognitive ' :
“mpalrnent-and was totally dependent upon stafl -~ CORRECTLYE ACTION i

. for bathing and parsonal hygiene. Review.of the i ‘
T 1214014 quarterly MOS assessment showed the Fall m.lewen.tmns {HWG been properiy ;
- resident continued 1o require extensive . established for resident #8 and résident:

T CRE2567102.09] Prévious Versiona Qusets Eyant 10: 37U Pl fsvapevent talls. If continuasion shaet Page 13 0f 17
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waln SUMMARY STATEMEENT OF DEFICIENGIES ‘ Ity _ PROVIDER'S FLAN'OF GORRECTION T
PREFY, (EACH DREFINENGY MUST BE PRECEDED BY FULL . PRERIX {EACH SORRECTIVE ACTION SHOULD BE b COMPLERON

TAG REGULATORY OR L.5C MENTIFYIHG INFORMAYION) U TAS BHOSS. REFERERCED TO THE APPROPRIATE - AT
_ DEFICIENGY) :

TDENTIFICATION OF OTHERS

F 363, Continued From page 13 - F 353 The DON/designes will conduct 8 facility
: assigtanct for personal cares. Review of the : wide audit of fall risk-assessinents; o *
1214114 MDS as's_es_sment showed ovar the entire assure aceuracy. The Care Plan willbe -
| 7 day look back period the resident recelved no updaied with interventions, if they are nat

{ ghowsr or bathing. Review showed no evidence

, e Trees tlon o
o rosident refused care during that period. included prior. The ADL flow sheets that

the RCS (Cria’s) stnff members carry will

‘8 Reviewof the 12/4114 quarlerly MDS = - refleet the updated interventions [rom the
. assessment showed resident #62 had diaghoses * care plans, The audit will ooccur on/bei’m{e
including Alzheimer's disease. Further review of 7 the date of compliance, =

the MDS assessment showed the resident had The Resident Care Management

- severe cagnitive impairment and required
exiengivi dasistance of staff for bathing and

- personal [iygiene. Review of this- MDS :

- assessment showed over the enllee 7 day look.

© Director/designee will audit all of the
. facility eare plans for residents that are
identified as a full risk. Fhe audit will

- back period 1he tésident received no showeror . © verify that a ¢are plan accurately reflects

: ?gafhmﬂ.» Review ,show_e,_d ho svidence the residerit ; * the residents fall visk/status. The audit

 tefused caro during that penod-.. M Ewill oceur on/belore the date of :

9. Review of the 10/16/14 annual MDS ' C?llil}l"j“%- o

. assessment showed resider #74 had diagnoses SYST EMIC CHANGES

, including diabetes mellilus and Alzheimer's i Education to stafl members will be |

 digedse. Further review of the MDS assessment provided on or before the date of

i showed the resident was tolally dapendant upon cbmp]iance in regard to proper reporti ;

3T T Tearrtis o _ gard 1o proper reporting
sialf for bathing and personal hygiene. Review of of falls by the DON/Desighee. i

! the 12/26/14 quarterly MDS assessment showed

. S TN
: the resident had moderale cognitive impafment . Communication of interventions for falls

’ ” : - \ ) {
i and conlinued to reguire extensive.assisiance of ~will be included on the cardex/block sheet
" one staff for petsonal cares. Review of the forms that the Resident Care Specialists
12/26/14 MDS assessment showed over the - (RCS, similar term for C.N.A carry with
; entire 7 day Jook back period the rasident ther. These forms will be available for

‘ recal rower or bathing. A1 memk i
recalved na shower or bathing stafl members to update digitally as
-} 40. Review of the'9/29/14 quarterly MDS resident needs change.
 assessment showed residant #81-was tolally 7 “Education of licensed stall members
, dependent ugon staff for bathing and personal . | regarding the [all process will be
: hygiene. Review of the 11/25/14 q}iarterlyﬁMD§ ! _completed on of before the date of
| assessmant showed the fosidant had moderate " compliance by the DON/Designes.
| cognitive impalrment and -continued 1o require ! Bducation will be delivered to the HT by
Lexlensive assistance of one staff for personal iducation wil] he (elverst 0 1 Y
o b ST e Ny estaee TCERTAITE e, .
O CHS-2 56707 08) Previous Yeisens-Dbsoleto Eearg 10 37U Fagily 1D WWY0R0s S coftinuntion shael Page 14 of 17
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! " {mportance ol timely interventions for !

F 3563 . Continued From page 14 # 353 [alls on or belore the date of compliance,

cares. Review of the 11/25/14 MDS assessmant - An audil will be completed weekly for 4

- showed over the entire 7 day look back pariod the ~ weeks of [0 random residents for [ail

- resident recelved no shower or hathing. Review
 showed io-evidence the resident refused care

initervention accuracy as reflected in the: -

Sucing that period. .. 1e$1d9nt_ care plan by the _DQNdeSIgﬂCL.‘.
11, Review.of the 9/28/14 quarterly MDS : ? _ :
assessment showed resident #91 had diagnoses - MONITORING ;
incuding COPD @nid diabetes melitus. Furiner Results of the audits for care plan

review of the MDS assers}s[ﬂenl‘showad She ) accuracy and fall inlerventions will be
resident required exfensive assistance of one for ack R VA Fhoad
“pathing and personal hygiene, Review of the - o tdg ed and trended by t_htf: I\.I*l/—\f‘des:gneg
1141814 guarterly MOS assessment showed the . and reported to the QAPT committee
residant had moderate cognitive impaimentand . wouthly. The QAP committee will .
requirsd imiled assistance of one-slaff for P evaluate the effectiveness of the plan
“personal cares. Review of the 11/18/14 MDS. based on trends identified and implement
_’_ass_essfmgmshowed over the’eni%_ra T day look ' additional interventions as needed to
back perind the resident receivad no shower or . i - _
‘ . ensure continued compliance monthly far

bathing. Review showed no svidence the resident | ¥
: 3 months then Teassess the need for
. continued monitoring based an

rafused care during that perlod. -
2. Review of he 822414 inilal MDS assessnient. compliance.
showad tesident #92 had dlagnoses including - Date
non-Alzheimer's dementia. Furthar review of the C200/15 ‘ .;
MDS assessment showed the rosident required ¢ - ) ' Sk
exiensive assistance of one for bathing and 5 :
- | personalhygiene. Revigw of the 1171214
{ re-udinigslon initial MDS assassment showed the
 vesldent hiad severe cognitive impairment and
» required staft assistance with personal cargs.
: Review.of the 11/12/14 MDS assessment showed
" over the enlire 7 day look biack period the
, rasiden! received no shower ar bathing. Review
i showed no evidence the resident refusec care
: guring that pariad. :

113, Interview with RN #3 on £/2/14 al 6:35 PM ;
i revealed she pelieved he facility was ahort i .
| staffed whioh negalively impacied resident care. | { _ {
FORM CHS256T:02.80) Provious Varsions Olsclely T Evenl M) 37U Facility I AWYQ003 I continuation shezt Page 15 0f 37
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# 353 | Continved From page 16 - F 353 ﬂ
! ntervipw with LPNs #1 and #2 o 12145 al Bid0 . 1590 _ ]
" PM revealed they felt the facility was undérstatfed - Al A ceirean ol Par . P
! and were conaernod about the negative-impact | , ?ﬁldi.ll) ..A_.sz..umnct.! Performance 1
| on résident care, interview with resident #8on mprovement i
“1/2/14 2t B:40 PM revealed sfne thought there 3
- were not énough CNAS o meet the neads of ! Corrective Action f
; rasidap_;a_alaind‘ .f‘requlemly sﬁ\telz hgc(i) ;3 wait ;c}q . ! The current staffing plan has been :
- cars. Finally, Interview with the DON on 1/a/14 al  implemented, It has boen reviewed by the
9:31 PM raveai_ad the fe’lciiity hag id@llmi_ed fhe : llcf\" N”A(ST'\” d'}lc 11‘201313)‘} ﬂl!d Y ‘l‘
- glaffihg shorage through their guality assurance D : e Vet
and parformance improvement commiltee back in ~ Division Director of Clinical Services. -,
Oclobar 2014. She said the faclity had been ; :
 aclively recrailing staff @nd had recently hired {1 of Others
statf who wero stll being orignted. Howsver. al ~ Quality Assurance affeots all residents.
_ _ this ““5‘9 staffing was "tight”. ] "'!Di “The home will feview past PIP’s and
F 5207 483.75(0)(1) GAA F 20 Action Plans from the past 60 days of

ae=n COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality assessment snd
assuratice commitige consisting of the director of
pursing services; a physician designated by the

Aaclllty; and atleast 3 other rmembers of the
facility's staff,

: The-quatity assessmient-ang assurance.
| committes Ingats at leasl quartetly to identify
.~ issues with respect to which gualily assessmant
and assurance activities are necessary, ang
“develops and tmplements appropriale pians of
. actien to correct identified quality deficiencies.

. A State or the Secretary may riol require

: disclasure of the records of such commities :
“excepl insofer as-such disclosure Is ralated to he
 compliarice of sucit.commitice with the

{ requirements of this section.

Quality Assuiance coverage. Each plan

will be reviewed by the NHA for current _'
offectivencss and will includea
verification of systems still in plage. The
© NHA will conduct this review on/belore:
the date ol compliance, }

© Systemic Change .
Bducation was.provided lo the IDT by {l\c' '
NHA on 1/22/15in regard to the
workings of an-efficient QAPL program.
The mformation presented will be a
reflection of the CMS waining:
hitps/www.cms.gov/iMedicare/Proy ider-
- Eorollment-and- :
j Certification/SurveyCertificationGenln o/
: Dowu10ﬂds/'3urvevvqnd-Cert-!;ettei'- 13-
- DS.pdf

i:
|

FOIR GRS 2567102-40) Provious Versions Obsokie Zgent i IR

r;.ﬁﬁ"@ﬁﬁ&ﬁ&"ﬁ TWaekTy QALTMERINSEst .i’agé 160017
will be held Tor the following 12 weeks '
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i
;
i

sy _ _
| Based on obsarvation, staff and residant

| finding$ were

i Co
1 interview with the DON on 1/2/14 at 9:31 PM
- ! revealed the facility QAP team had identified

¢ However, inferventions were not implemented
! until 1/2/15; three monthi after idenlification of

_F312 (personal care and grooming for the
" dependent resident), F323 {failure lo prevent
Aalls), and F353 {stalling}.

- Goad faith attempts by the committaa to idantify
- and correct qualily deficiancios will not be used 85!

interview, and review of madical fecords and fal

| documents, the Tacillty failed o ensure the quaiity
| assurance and performance improvement {QAPRT
 pragram was timely in implomenting interveriltons
! to resolve an identified problem with staffing. The

e problem. lnvestigation of five complaints on
472115 restlted in citalion of daficient practice for

This REQUIREMENT is not met as evidenced

| insufficiént staffing &s a problem in October 2014. i

1

Han SUMMARY STATEMENT GF DEFICIENCIES i PROVIOLIYS PLAK OF CORRECTION L
PREFIX (EAGH DEFIGIENCY NiJST DE PRECEDED BY FULL PREFIX (EAGH CORRELTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LT IDENTH YING INCORMATIONY Ta GROSS-REFERENCED 70 THEAPPROPRIATE ~ DATE
: : DEFICIENSY) _
: _ : U Trom the date of 1/21/15 through 4/15/15. '
F %20 . Continued From page 18 ' P 820! Those meelings will review the overall ;

events of the building including, but not’
" limited to, the resulting deficiencies from
" the 1/2/15 Survey. The focus of the '
" weekly QAPH meetings is to establisha
- [low and éxecution to plans and delivery:
© As appropriate the home will involve
Senior Leadership for guidance. Each
month the home will have a larger QAPE
nieeting, resulting in 3 weekly and 1 futl
“ QAP! cach month. The home will
continue this practice for 3 months
resulting in 12 weeks of QAPL weekly
with:3 larger full meetings and 9 smaller
weekly meetings focused on the current §
survey resotution.

The OAPI committee will evaluate the -
. effectiveness of the plan based on trends
;identified and implement additional

! interventions as needed to ensure

* gontinued compliance manthly tor 3

. months then reassess (the need for
continued monitorig bused on.

- compliance.

i
i
1
'

; Date
209418
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