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{F 000} | INITIAL COMMENTS {F 000}

i
This survey was condusted in conjuncfion with |
i seven new compialnts and a revisit to the
i December 11, 2014 and January 8, 2015
Lcomplaint surveys. The seven new complaints
Investigated were: WYO0001977, WYQ0001985,
{ WYD0001989, WYQ0001980, WY00001 983,
FWYDQ001896 and WYD0001067,

{ The following common abbreviations are used
: throughout this document;

{ CNA- Certifled Nurse Aide
i DON- Director of Nursing
i LPN- Licensed Practics| Nurse
* MDS- Minfroum Data Set

! RN~ Registerad Nurse /

! Less commonly used abbreviaticns will be : :’

. annotated In each deficlency, i ; fv\

{F 308} 483.26 PROVIDE CARE/SERVICES FOR {{F 309} F-309: Provide Care and Service : \}\

$g=p ; HIGHEST WELL BEING : for Highest Well Being

: Each resident must receive and the facility must !

- provide the necessary care and services to atfain - .

~or malntain the highest practicable physical, i The facility strives to ensure that |

" mental, and psychososial well-being, in feach resident receives and s

: accordance with the comprahensive assesament iprovided the necessary care and

. and plan of care. ; iservices to attain or maintain the

highest practicable physical, mental

: and psychosocial well-being, in

 This REQUIREMENT Is not met as evigenced accordance with the comprehensive

L by: assessment and plan of care.

. Based an resident and staff interview,

{ observalion, medical record review, standards of |

Enursing praclice, and facility policy review, the :

\ i i

{XC) DATE

LARORAFORY DIRECFOR'S OR PROVIDERISURPLIER REPRESENTATIVE'S SIGNATURE TITLE

| g Al ind Aefis

Any deficiency g;teﬂﬁﬁ't endifrg with an asterlsk (*) denoles a defiolency which The Institution may be excused from cortecting providing it Is delermined thal
other safegLs%nds provide sulfistent protaction to the patiants. {See instructions.) Except for nursing homes, the findings staled above are disolosabla 80 days
following tha'dale-of-awv8y whathar or tof a plan of correction is provided. For nursing homes, the above findings and plans of corroclion are disclosable 14
jayeapllewing-thadale these-dosumentsware-thade available to the facilly. f deficiencies are cited, an approved plan of correction Is requisite to continued
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who had sighs and symploms of gastrointestinal
i Hiness. The findings were:

1 Review of the 2/8/16 quanrterly MDS

| assassmant showed resident #11 had moderate

{ cognitive impairment, was frequently Incontinent
1 of bows| and bladder, and raqu fred axtensive
 assistance of 2 with personat hygiene.

: Ohservation on 3/2/15 at 1 PM showed the

{ resident resided in the sacure dementia unit.
HInterview with CNA#2 on 3/2/15 at 1:02 PM
| revesled this resident had been "sick since
i | yesterday® (3/1/15), Interview with the rasident on

H

i
i
i
i
!

: 312715 at 6:056 PM revealed s/he "had not felt welk i

and had diarthea all day”. Review of the 24 hour
' nursing report dated 3/2/14 showed the resident
 had "loose stool fafter] lungh, wili Hold Senna @

| HS [at bedtime]. ¥ The following concerns were

| identified:

! a. Review of the nursing notes showed no
tsvidence an assessment of the resident was

 performad until 3/3/18 (notes timed at 3 PM), 2

| days after the start of signs and symptorms.

| These notes showed the resldent ne fonger had

| signs and symptoms of nausea, vomiting, or

i dlarrhea,

i b Interview with the DON on 3/4/15 at 10:10

: AM revealed nurses did not documant

: assessments In the nurasing notes; they

+ documanted them on SBAR forms, However,

review of the SBAR (Situation Background

i Assassinent Request) form used to document

{ assessments in change of condition showed it

: wag also dated 3/3/15, Z days after signs and

| symptoms were identifled.

' resident #11 on 3/3/15 to address
| gastrointestinal illness. The care
; plan included condition requiring

! precautions, type of infection,
! prevention precautions,  The
tsymptoms  were  resolved on

| 224/15,

{ An SBAR was completed which
"included nurses evaluation,
' physician and family notification
cand care plan was written for
! resident #12 on 3/3/15  to address
‘{.,astmmtestmal iliness. The care
plan included condition requiring
precautions, type of infection,
prevention  precautions,  The
- symptoms were resolved on 3/4/15,

Identification of Others

24 hour reports were roviewed by
the SDC to determine residents that
have symptoms of gastrointestinal
illness, The SDC completed
SBAR’s which included evatuation,
| physician and family notifications
i and updated care plans for those
identified as needed,

i
{
H

|
!
i

X430 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION 038}
PREFIX | (FEAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION SHOULD BE " COMPLETION
TAL REGULATORY OR LSC IDENTIF YING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
) i Corrective Action
{F 308} | Continued From page 1 {F 309} An SBAR was completed which
i facility Jacked evidence nursing staff provided the tinciuded NUrses evaluation,
necessary assessments and monitoring for 2 ¢f 3 physician and family noti f’crmon
residents on the secure dementia unit (#11, #12) and care plan was written for

FORM CMS-2567{02-88} Provious Vorsions Obsolate

Event {D: TBRJ2
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i 2. Raview of the 2124/15 quarterly MDS
: assessment showed resident #12 had ssvere
i cagnitive impairment, was frequently incontinent
Fof bowe! and bladder, and required exlensive '
. assistance of 2 with personal hygiene, Review of |
| the February 2015 recapitulation of physician
| orders showed the resident had diagnoses
tincluding dementia and rasided in the secure
i dementia unlt. ©n 3/2/15 at 12:50 PM the
: resident staked sthe was "wel", Interview with
“CNA#2 al that time revealed the “resident
: probably does [did] need changed because !
-{sfhe's] been having diarrhea since yesterday"
“{311/18). The following concerns were identified:
a, Review of the 24 hour nursing reports for
" each day from 2/23715 through 37318 showed no !
- evidence the resident's signs and symptoms,
, including diarrhea, were Identified by nursing
: staff.
{ b. Review of the nursing notes showed no
; evidence an assessment of the resident was
i parformed. Further review of the nursing notes
; showed the last entry was dated 2/24/15 at 1 AM.
| Review of the vitals signs flow sheet showed the
Jast set of vital slgns recorded weare on 2120715,
; ¢ Interview with the DON on. 8/4/15 at 10:10
i AM revealad nurses did not document
! assessments in the nursing notes; they
: documented them oh SBAR forms. However,
. review of the SBAR (Situation Background
! Assessment Reguest} form used to document
, | assessments in change of condition showed It
L was also dated 3/3/15, 2 days after signs and
- symploins were tdentlfl@d

; 3. According to "Nursing interventions & Clinical
| Skilis", 5th Edition, 2012, by Perry, Potter, and

- Elkin, page 113, "Nurses parform systematic

| assessments on a regular basis in nearly every

x4 0 | SUMMARY STATEMENT OF DEFICIENCIES T T ey
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL { PREFIX {EACH GORREGTIVE ACTION SHOULD BE ! GOMPLETION
THG REGULATORY OR LSC iDENTIFYING INFORMATION) | TAG CROSS-REFERENGED TO THE APPROPRIATE DATS
. | BEFICIENCY)
E ! Systemic Changes
{F 308} : Continued From page 2 . {F309} The Director of Nursing or

designee will educate nurses on
evaluating change of condition,
documenting in medical tecord,
documentation on 24 hour report,
physician and family notification, ‘
developing care plans for those |
with infections. {
1

The 24 hour report, new telephone
orders and new physician orders
will be reviewed at motning
interdisciplinary team meeting by
1D1rect01 of Nursing or demgnee
{ Documentation of nurse’s
,evaluat:on notifications and care
 plans will be checked at meeting to
i determine if a change of condition,
i including infections is addressed,

1

| Monitoring

‘A random audit of 10 residents
| with change of condition will be
 completed weekly by Director of
Nursing or designee for 30 days !
and then monthly for 2 months.

| The audit will include
documentation  of  evaluation, 1
notifications and care  plan.

| Corrective actions will be taken as
needed based on findings,

FORM GMS- 28670200} Previous Verslons Obsolste Even! I0: 188012

Facliity I WY0023

i conlinuation sheet Page 3 of 10
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] STATEMENT OF DEFICIENGIES (X1} PROVIDERISUPPLIER/GLIA 1 (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
ARD PLAN OF GORRECTION IDENTHIFICATION NUMBER: A BUILDING COMPLETED P?
R-C
836024 B, WING 030412015
HAME. OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
. 4306 8 POPLAR
POPLAR LIVING CENTER CASPER, WY 82601
RO SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF GORREGTION : 1%5)
PREFI (EAGH DEFICIENGY MUST BE PRECEDEC BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E { COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
; DEFICIENCY) !

‘ i ‘The Director of Nuwrsing or |

{F 309} : Continued From page 3 i {F 309} designee will track and trend the
. health care setting...In nursing homes, whena | results of the change of condition
“patlent's health status changes’. Review of the ¢ audits and report findings to the
i facility's policy on "Changs of Condition”, ravisad | QAPI it thi Th
- June 2008, showed the change of condition form commitice monthly. ©
i should be used to assess and document changes QAPL  committee  will evaluate
“in condition... provide clear comprehensive | effectiveness of the plan based on
i documentation,” (trends  identified and implement
{F 363} 1 483,30(a) SUFFICIENT 24-HR NURSING STAFF | {F 353); additional interventions as needed |
ss=E : PER CARE PLANS ‘to ensure compliance monthly for |

three months and tlien reassess the

;"Thef Ity must have sufficient nursing slaff to ; .
' acllity h iy need for continued monitoring

- provide nursing and relaied services to attain or

f
" maintain the highest practicable physical, mental, based on compliance. ]
and psychosocial weil-baing of each resident, as |
| datermined by resident assessments and E-353: SUFFICIENT 24-HOUR i
; Individual plang of care. NURSING STAFF PER CARE |
| The facility must provide services by sufficlent \ RLAN |
Enumbers of each of the following types of ! : !
; persennel on a 24-hour basis to provide nursing (The Tfacility strives 1o have
fcare o all residents in sccordance with resident | sufficient nursing staff to provide :
 care plans; nursing and related setvices to !

; o attat g mtain highe: F
: Excapt when waived under paragraph (o) of this | _faT. E; mau;tan:l ;“he mghﬁt c
! sectlon, llcensed nurses and other nursing € practicabic - phystcal,  mental,

personnal. psychosocial well-being of each
resident, as determined by resident

r. IR |
-assessment and individual plan of |

Except when walved under paragraph (¢} of this

section, the faclity must designale a licensed | care.

| hurse to serve as a charge nurse on each tour of ;

duty. ;Corrective Actions

; :A new bladder evaluation will be

Thig REQUIREMENT is not mel as evidenced -completed for resident #11 by |
by: ' -3/21/15 by Director of Nursing or :
Based on chservation, family, resident and stalf - . designee. After completion of the

i interview, staffing schedules and asslgnment
i sheels, and the resident cenaus report, the facilty

‘ bladder evaluation the care plan for

: i i i
FORM CMS-2667(02-99) Provious Versions Qbsolete Event ID: 708012 Faclilly ID: WY0023 If continuation sheet Page 4 of 10
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(XD, SUMMARY STATEMENT OF DEFICIENCIES 18] PROVIDER'S PLAN OF CORREGTION i (X5}
PREFIN {EACH DEFICIENCY MUST BE PRECEDRED BY FULL PREFIX [EACQH CORRECTIVE ACTION SHOULD 85 i COMPLETION
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DEFICIENCY} ;
f _ incontinence will be reviewed and |
{F 353} ! Gontinued From page 4 {F 363} updated as needed. Resident #11’s |
i failed o consistently ensure & of & nursing units ttask list will be reviewed and |
s were sufficiently staffed to meet the needs of : ‘updated as needed to reflect i
! resldems The findings were: . .
Incontmence management
1. Review of the quarterly MDS assessment | Interventions.  Education will be
| dated 2/9/15 showed rasldent #11 had moderate completed with nursing staff that
: cognitive impalrment, was frequently incontinent | [routinely provide care to resident #
g;;’gg‘ﬂi@fgﬁ?ﬁ o?gﬁnggﬁf;@‘ﬁéﬁ?w@ 5 } on incontinence management
 hygiens. Qbservation on 3/2/16 at 1:36 PM interventions per care plan.
i showed the resident resided In the secure . ,
 dementia unit. Observation on 3/2/15 from 1:35 dentification of others
| PM thiough 6:05 PM showsd the resident was in The Administrator and DON
bed, Observation at 162 PM showed CNA#2 reviewed nursing staff schedules
corsonal cars. nlenviow wih he resicent 3 605 beginning on 3/LY/15 through
. ; . L L
PM ravealed s/he had been sick with diarrea all | 4302015 for sufficient pursing |
day. The resident asked to have hisfher shit staff fo provide nursing and o
: changed bacause It was wet and sihe needed | related cares to the residents in |
hetp. The CNA (#2), who was in the haliway at the accordance with their care plans.
time, was Informed of the resident's request for
assistance. Interview with the GNA at the time Svstemie Ch
i n
i revealed the resldent had been In bed all day with | T}: emé:a?f.: gescoo dinator )
diarhea and she Immediately went in to change ; (B Loorcipalor  of
the restdent’s shirt. While changing the shirt the designee will contact available Sf'aff
bed was ocbserved to have a large, approximately to make arrangements to provide
18 inches by 20 inches, ares where utine had ‘sufficient nursing staff on days
; iIncontinence brief onto the sheet, The CNA ! 7
i changed the bedding. Review of the 11/17/14 | - o
‘ care plan showed the resident should be tlletad ;The _Administrator, DON, and ;
 before and after meals, upon waking, at bedtime ;Staffing Coordinator will review |
: and as needed. Continuous cbservation from ; slaf[“ ing levels 3 to 5 times per
162 PM o 6:05 PM shpwed the resident was not . ‘week to discuss any actions needed
'tol‘lettfd‘or offered tollating for 4 hours and 13 z“’ provide sufficient nursing staff
MiNASS fbasecf on current census and care
“2, Interview with the DON on 3/4/15 at 10:10 AM, ;piﬂ“ needs.
_and verified by the administrator in an interview |
FORM CMS- zaenuz 9% Provious Varsions Obsolsle Bvent ID: T68172 Faalfity I); WY 0023 If conflnuation sheet Page 5 of 10
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’ . ] The Administrator, DON and ;

{F 353} Continued From page 5 {F 353}, Staffing Coardinator will conduct 1 |

. on 3/17/15 at 4 PM, revealad the routine shifts to 2 staffing calls with Corporate |

i ware 7 AM to 7 PMand 7 PM 0 7 AM for aursing. Fevel Managers ; 3

; staff. For CNAs the shift hotrs were 8 AM to & : emplovee retegx i t(_’ . (lit};lcusts f

PMand 8 PM to 6 AM with & few 4 and 8 hour | ploye iton, - recruttment,

| shifts for staff who were unabie to work the 12 and staffing levels, ;

- hour shifts. i

; : Monitoring
3. Bassd on review of the facility's census, there | ;The Director of Nursing or |
-were 103 residents In-house on 2/24/15, Review | des1gnee will audit 5 resident’s care i

of the staff ime sheets for 2/24/16 provided by | )
. the facility on 3/16/15 showed during the night | _plan task lists 3 times per week for
_shift there were 3 RNs in the building to pass” | ,completeness (o include @
- medications, provide treatments, and parform ‘minimum of 1 in the Secured Care
| assessments as needed. An additional RN who ! ‘Unit) to gauge sufficient staffing to
“worked the day shift stayed over info the night | iprovide nursing and other cares
: shiff untl] 9:10 PM. There were 2 CNAs to care for : Y ,
! 103 residents, 20 of whom were In a separate (wero completed per the resident’s
“locked dementia unit. Thers was 1 CNA who ‘Care Plan for two weeks then 3

: worked the day shift who did not leave her shift resident’s care plan task lists (I in
cuntil 8:41 PM (41 minutes Info the night shift), : the SCU) per week after that.

! Finally, there were 2 RAs (resldent assistanta)

i who also worked from 8 PM to 11 PM and 1 RA The Customer Service Director or

: who worked from 6 PV to 6 AM. However, review
' of the faclliity job description for an RA showead an ;
! i RAwas not qualifiad to provide personal care for

designee will conduct random
interviews with interview able ;

. residents. Their ditles Ingluded keeping resident

; rooms neat and orderly, making beds, ﬂlimg waier

| pitchers, pushing wheelchairs, and answering call
lights to let a resident know the RA would locate a
{ CNA or nurse to asslst him or her, The ratic of

| CNAs to residents was 1 to 51 duting the night |

i shift.

f

| 4. Based on review of the facility's census, there
rwere 102 residents in-house on 2/25/15. Review |
! of tha staff time sheets for 2/25/15 provided by
i the Tacilify on 3/16/16 showed during the night
i ghift thare was 1 RN in the building to pass

- medications, provide treatments, and porform

residents weekly for 4 weeks and
then monthly for 2 months to fing j
out if their needs are being met in a
ttimely manner,

The results of the audits will be
ipresented to the QAP! monthly
mmeeting for review and corrective !
:actions where necessary,

i
|
H i
i
i i
v

FORM CMS-2567(02-99) Previous Versions Obaclale Event [D: T60J12
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' assessments as needed from 7 PM to 7 AM. An
; additional RN who worked the day shift stayed
i over into the nignt shifl untit @ PM, There was 1 |
i { CNA who workad the entire night shift to care for |
i 102 residants, 20 of whom were in a separate
!locked dementia unit. An additional CHA worked
! from 10 PM to midnight, One CNA from the day
r shift warked until 6:30 PM, an exira 30 minutes.
. Finatly, there was 1 RA who worked from 6 PM to
: 8 AM and 2 RAs who worked from 6 PM to 10:30
i PM. One RA worked from 1 PM to 10 PM as well
j {4 hours Into the night shift), Again, RAs were not
. qualified to provide personal care for residents,
i The ratio of CNAs to residenis on the night shift !
‘was 110 102. Tha ratio of RNs to residents during ; |
; the night shift was 1 to 102, i i

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVES
GENTERY FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-03¢1
| STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X7} MULTIFLE CONSTRUCTION {X3) DATE SURVEY
5 | AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: - | 4 s o COMPLETED
. : - 1y
R-C
635024 B, WING 03/04/2015
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, BTATE, ZIF GODE
: 4305 § POPLAR
v : .
-POPLAR LIVING CENTER CASPER, WY 8260_1
v SUMMARY STATEMENT OF OEFICIENGIES e PROVIDER'S PLAN OF GORREGTION R
BREFIX | (EACH DEFIDIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD 8 | CoMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSG-REFERENCED TO THE APPROPRIATE | OATE
3 y DEFICIENCY) Lo
]
{ 353} ; Continued From page & {F 353}, |
{ i
i |

: 6. Based on review of the facllity's census, there | !

Pwere 104 rasldents In-house on 2/26/15, Review | :

! of the staff time sheets for 2/26/15 providad by | :

' the facility on 3/16/16 showed during the night i

! shift thare were 2 RNs in the building to pass i

| medications, provide treatments, and perform

| assessments as needed from 7 P to 7 AM.

| There were 2 day shift RNs who worked over Into

{ the night shifi; one until 9 PM and one unlil 7:30

M, Continued review showed onfy 1 CNA

fworked the night shift from & PM to 7 AM to

i provide personal care for 104 residents, 20 of

’whom were in a lockad dementiz unif, One day

| shift GNA stayed untit 8:30 PM and another CNA
rworked from 4:30 PM to 1 AM. One RA worked

! the entire night shift, one-worked from 1 PM fo '
- 9:16 PM, and one worked from 6 PM to 7 PM.

| The ratio of CNAs (o residents was 1 to 104 :

; during most of the night shift from 1 AM to 8 AM.

|

| 6. Based on review of the facility's census, there | : :

i were 104 residents in-house on 2/27/15, Review . : |
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i Continued From page 7

of the staff time sheets for 2/27/15 provided by
the facility on 3/16/18 showed during the night
shift there was T RN and 1 LPN in the building to
: pass medications, provide trealments, and

f parform assessments as needed from 7 PM to 7
LAM. There were 3 CNAs on tha night shift to care
for 104 residents, 20 of whom reslded in a locked |
dementia unit. In addition, one CNAworked from
5:30 PM 10 1 AM, one from 6 PM to 10 M, and
one who worked until 7 PM. One RA worked from
1:45 PM to 8:41 PM, The ratio of GNAs to
residents was 1 ONA to 34 residants afler 1 AM.

7. Based on review of the facility's census, there
wera 103 resldents in-housa on 2/28/15. Review
| of the staff time sheets for 2/28/15 provided by
the facility on 3/16/15 showed during the night _
shift there were 2 RNs and 1 LPN in the bullding |
fo pass medications, provide treatments, and ;
perform assessments as needed from 7 PMio 8 !
AM. In addition, 1 day shift RN worked unti! 7:30
PM, 30 minutes beyond the and of the shift, !
There were 4 CNAs who worked the night shift for:
a ratio of 1 CNAto 26 residents, Two day shift |
CNAs worked over uptil 7 PM. No RAs worked |
durlng that night shift,

8. Based on review of the facilily's census, there

were 101 residents in-house on 3/1/15. Review of |
i the slaff thme sheets for 3/1/15 provided by the
facillty on 3/16/15 showed during the night shift
there were 2 RNs and 1 LPN in the building to
pass medications, provide treatments, and
| parform assessments as neaded from 7 PMto 8 |
{ AM. In addition, 1 day shift RN worked 1 hour and |
i 12 minutes beyond her shift and another worked |
an additional 2 hours into the night shift. There |

i

were 4 CNAs who worked the night shift for a
: ratio of 1 GNA o 25 residents. One CNA worked
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Ltrom 5 PM to 10:44 PM, one worked from 10 PM

Hto 7 AM and there was 1 RA who worked from 6 :
| PM 106 AM, | |
! i
1 9, Interview with 2 CNAs, #1 and #7 on 3/1/15 at
;10 PM revealed there was almost always only 1
LGNA for the nlght shift in the securs unitand 1 for
the remainder of the hails. Both staled staffing
had been and continued fo be a "huge" ssus,

,f 10, Interview with a family member on 3/2/15 at
112,30 PM ravealed the facility was short staffed,
She sald ™ think they nesd mere help." The family
member verified there was only T CNA in the

| sectre unit and 1 CNA on the halls outside the |
: secure unlt on the night shift; that was when !
{incontinence care was not provided in a timely !
! manner, She said the CNAs worked very hard !
i and provided the best care possible hased on the | i
number of staff available, ' i

211, On 31716 fram 1630 PM until 10:45 PM, !
: CNA#3, CNA#G, CNA #4 and LPN #1 werp i
interviewed individually regarding staffing. All
stated there was insufficient staff on the second
12 hour shift and the lack of staff resulted in
delayed response to call lights, delayed meal
service, lack of monitering for falls and the
| Inability to provide tolteting assistance timely. One
i CNA staled the supervisors and administrative |
 staff came In or ramained on duty o help at 5
|

§ times, but not every time. The interview with the

i LPN revealed the Hoensed nurses had to

| postpane passing medications and assist the

i CNAs with resident care when there was
Finsufficient staff on duty. The staff scheduls for ;
[ 2124115 to 371116 was reviewed with the DON on : |
| 3/3/15 at 6:55 PM. At that time the DON stated | ‘ i
s staffing with CNAs continued to be a chailenge, | ' |
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