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(Y1) Provider/Supplier / CLIA/ (Y2) Multipllc.C()nstruction (Y3) Date of Revisit
Identification Number ]}3\ ‘E'!vlluldmg 04/02/2015
335053 - wing
Name of Facility Street Address, City, State, Zip Code
PLATTE COUNTY MEMORIAL NURSING HOME 204 15TH STREET
WHEATLAND, WY 82201

This report i3 completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously reported on the
CMS-2567, Statement of Deficiencies and Plan of Correction that have been coirected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the
regulation or LSC prevision number and the identification prefix code previously shown on the CMS-2567 (prefix sodes shown to fhe left of each requirement on the survey report form).
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Correction Cotrection Correction
Completed Completed Completed
1D Prefix  Fo157 03/06/2015 D Prefix o241 03/06/2015 ID Prefix  F(246 03/06/2015
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Correction Correction Correction
Completed Completed Completed
ID Prefix  F0315 03/06/2015 [DPrefix 0323 03/06/2015 IDPrefix  F0328 03/06/2015
Reg. # 433.25(a) Reg. # 483,25(h) Reg. # 483.25(k)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
D Prefix  Fp371 03/06/2015 ID Prefix  Fo441 03/06/2015 ID Prefix  pp463 03/06/2015
Reg. # 483 35i) Reg. # 483 65 Reg- # 483.70¢n
LSC LSC LSC o
Correction Correction Correction
Completed Completed Completed
ID Prefix  wos514 03/06/2015 1D Prefix _ ID Prefix
Reg- # 4g3.75041) Reg. # Reg #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # e Reg. #
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Reviewed By Reviewed By Date: g ngtare of Surveyor;
CMS RO
Followup to Survey Completed on: | Checlc for any Uneorrected Deficiencies. Was a Summary of Uncorrected
Deficiencies (CMS-2567) Sent to the Facility? 7
01/23/2015 YES NO
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STATEMENT OFDEFICIENCIES |(X1) FROVIDER/SUPPLIER/CLIA 1 | (xz) MULTIPLE cONETRUGTION (X3) DATE SURVEY
AND FLAN OF CORRECTION ' IDENTIFICATIGN NUMBER: ABILDYE : 7 COMPLETED
[ S U S R N4 SRR T IR %1 RC
536053 | BovanG et s : 04/02/2015
MAME OF PROVIDER OR SUPPLIER STREET ADDRYESE, SITY, STATE, 2P CODE
204 16TH STREET
PLATTE GOUNTY MEMORIAL NURSING HOME WHEAFLAND, WY 82204
%) ID SUNMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION gy
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX (EACH CORREGTIVE ACTION SHOULD BE coMpLETON
TAG REGLLATORY Gf% LSC IDENTIRYING INFORMATION) TAG OROBB-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENGY) :
(F 000} | INITIAL COMMENTS {F 000}| This plan of correction is submitted
as required under State and Federal
law. This plan does not constitute
{F 309} | 483.25 PROVIDE GARE/SERVICES FOR {F 308} . i Y ;
s8=0 | HIBHEST WELL BEING admission of liability on the part of

the facility and such Liability is

Each resident must recelve and the facllity must hereby specifically denied. Tf}.a

provide the necessary care and services to attain
or maintaln the highest practicable physieal,
mental, and psychosocial wall-belng, in
accordance with the comprehensive assessment

submission of this plan does not
constitate agrecment by the facility
that the surveyors’ findings or &

£ /T #

and plan of care. conclusions are accurate, that the
findings constitute a deficiency '.i;})r
that the scope or severity regarding
the deficiencies cited are correctly

applied. "

'kl)'his REQUIREMENT ls not met as evidenced
¥

Based on medical record review, staff interview,
and review of polley and procedure, the facility
falled I ensure neurclogical assessments were
completed as necassary for 2 of 7 sample
residents (#10, #38) who exparisnced falls, The
findings ware;

Review of the 2/17/18 updated "Fost Fall
Management Guldelines" showed the nurse on
duty was to assess residents for injury by
performing physical assessments for all falis,
Further review revealed neurclogical (neura)
checks were to be parformad on "any fall with
known or possible head injury (including
un-withessed falls with potential for head injury)." |
These neuro checks were to be dune “at the time
of the fall, Q [every] 15 min x 4 [four times], G
[every] 30 min x 2 [two times)], Q [every] 1 hour
4, and Q [every] 4 hours x 2." The following
conoerns were [denfiflad:

1. Review of an incidant report dated 4/1/15 at
TILE (X&) DATE

msomwsuemm REPRESENTATIVE'S SIGNATIRE

Any deficlency statement ending with aff asterisk (*).denates a deficiency which the instituion may be exeused from eerrecting praviding it Is detormined that
other safeguards provide sufficlent protection to tha patiants, (Sen instructions.) Except for nursing homes, the findings statad abave are disclosabla 90 doys
following 1he duta of survey whether orabt o plan of caraction Is pravided. Far nutzing homes, the-above findings and plans of cormallon are disclogabla 14

days following the date these doruments ere made avellable to the faclily. If deficlanciss ara clted, an approvad plan of corcection Is agulsite to sonlinued
program partiipation,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEQICARE & MEDICAID SERVICES ' OMB NO. 0938-0391
&TATEMENT OF DEFIGIENCIES (1) PROVIDER/SUPPLIER/CLIA {X4) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING . COMPLETED
R-G
535053 B, WING 0410272015
MAME OF FROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
204 15TH STREET
PLATTE COUNTY MEMORIAL NURSING HOME WHEATLAND, WY 82201
{X4) I SUMMARY STATEMENT OF DEFIGIENGIES ID PROVIDER'S FLAN OF CORRECTION (5),
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORREGTIVE ACTIGN SHOULD BE GOMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED 10 J%EAPPRDPRIATE DATE
{F 209} { Continuad From page 1 {F 308} F309- The facility fall policy was | 4/20/15 .
7:20 AM showed resident #10 had an xevised on 4/17/15. Resident #10

| unwitnessed fall and was noted o havea "1 mm

[millimeter] laseration to right pinky finger, bruise was assessed by tl}e Medical .
to right elbow 3 em [centimeter] in diamater, 2 cm Director on 4/1 with no nevrological
In diameter goose egg 1o right side of head." concerns. Resident #38 received a
Review of the neuro asisesgments showad an . CT scan on 4/13/15 for continual
assessment was complefed at the tima of the fall . :
at 7:20 AM and every 15 minutos per the protocol issues with falls. Results showed
at 7:35 AM, 7:50 AM, and at 8:05 AM. Howevar, improvement from CT scan done
the 30 minute checks, the hour checks, and the 4. prior to bis admission. An audit was
gour cherikg were not done. The nextd completad by D.Q.N., of all falls
poumented heuro assessment was doneon . p
472115 at B:00 AM, an Interval of 11 hours and 55 from 3/6/15 to 4/2/15 with head
minutes. injuries and un-witnessed falls to
ensure neurslogical assessments

2. Review o;“ the 3/26/15 care plan cunfgrence were completed. All nursing staff
summary showed resident #38 was moderately . :
impaired for decision making with a Brief will be educated on the neurologi_cal
Interview for Mental Status (BIMS) of 11/15. agsessment component of the policy
Review of fall ingident notes showed the resident after a {all by 4/20/15. The nurse
had ag grhwitriessed fall in his/her room on 4115 management team will audit falls
st 1:3 . The resident was assessed by the . T :
nurse and did not have any signs or symptoms of with head injuries and un-witnessed
head injury; howsver, the resident sustained a falls to ensure that neurological

| skin tear to the elbow. Accarding to the note, assessinents are being completed.
negr;: chgc;ksbware rt‘:lone at the fime of the fal{l Aundits will be conducted on all falls
and found to be within normal limits. No additional : I .
neuro checks were documented, Interview with with head injuries and unm_W}tn.cssed
RN &1 on 41215 st 4:45 PM verified no further falls with suspected head injuries for
neuro checks were completed after this fall. one month, and monthly thereafter
3. Interview with RN #1 on 4/2/15 gt 4:46 PM ff’r NN A@lﬁ.ﬁ?ﬁs 3111 I;ZV ow
revealed staff required additiona) training: and the . rought to Q urther
guidelines were expected to be followed related and analysis,

to the frequency of the neuro assessments,
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