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‘ ' For all Tags
A complaint survey was condusted In conjunction
with the recertification survay by the Offlee of
Heallhcare Licensing and Surveys on 6/16/15 X
through 6/18/15. The survey was prompted by Cheyenne Health Care Center-
complaint intake WY00002037. ~ - Annual Survey - 6/15- 6/18/2015 —
The-fol bbreviations 1 u od Plan of Corrections
(] owmg commen abbrevjations 4rs Us o
thioughoutthis. document. -+ - 1 Preparation and/or execution of thIS ‘
A plan of correction does not costitute| - -
ADLs~ Activities of daly lwlng , admission or agreement by the
BIM3-. Brief interview for mental status provider of the truth of the facts
CAA-  Care area assessment 1 . .
CNA-  Certified nurse alde. - alleged or concIusmn_s set forth in the|..
LPN-  Licensed practical nurss statement of deficiencies. The plan of
MDS-  Minimum Data Set correction is prepared and/or executed
RN-  Registered nurss solely because it is required by the
l.ess commonly used abbrevlations wil be provisions of federal and state law,
annotated in each deficlency. This plan of correction serves as the
F 164 483.10(e), 483.75(1){4) PERSONAL F 184 facility’s allegation of compliance.
g5=g | PRIVACY/CONFIDENTIALITY OF RECORDS
F 164 Personal
The resldent has the right to pérsonal privacy and Privacy/Confidentiality
gggﬁesntlahty of his or her persona[ and clinical Corrective Action
) The facility NHA has obtained new
Personal privacy includes accommouations, access to the hospital system for all
medical treatt_ment, Wﬁtt_eﬂlﬂﬂd 'el?ﬁ?ona% g facility nurses. This will alleviate the
.| communications, persohal care, visits
| meetings of family and resident groups, but this peed for ‘any manage-r to pull health
does not require the facllity fo provide a private information for a resident.
room for each rasident. The home has removed the
Except as provided in paragraph {&)(3) of this %/{)almtenance D;e (ifors acvjess to the
gection, the resldent may approve or refuse the C system which was glven by
release of personal and clinical records o any Cheyenne Regional Hospital.
indivicdual outslde the facliity,
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The NHA/Designee will review the
F 164 | Gontinued From page 1 F 164

The regident's right te refuse release of personal
and clinical records does not apply when the
resident is transferred to anather health care
institution; or-record release is required by law,

The facllity must keep confidential ali information
contained In the resldent's records, regardless of
the form or storage methods, except when
release Is required by transfer to another
healthcare institution; law; third party payment
contract; or the resident,

This REQUIREMENT Is not met as evidenced
by
Based on staff interview, and personnel record
review, the facility fafled to ensure resident clinical
record Information was kept confidential related
to 1 random staff member's (the maintenance
director) involvement dealing with private resident
health/meadical Information, The findings were:

Interview with the maintenance director on
6/18/15 at 12:05 PM revealed he had actess to
an electronic medical record system which
allowed tha facllity to share resident specific
health Infaermation with another provider. During
the survey from 8/15/16 through 6/18/15 the
maintenance diractor obtained resident specific
lab work and referral documentation for the
survey team from this system. The following
concerns were ldentifisd:

a, Review of the personnal record for the
maintenance director showed he did not have a
background or education related to madical
records, healthcare, or resident care,

b. The skills shown on the resume/application
were facility maintenance skills.

current access for staff members in
EPIC to ensure that only direct carc
staff members have access and that
Managers who do have access are on
the need to know basis.

Systemic Change

Education has been provided by the
NHA/Designee on/before the date of
compliance to the Maintenance
Director in regard to pulling of
protected Health Information Records.
Education has been provided by the
DON/Designee on/before the date of
compliance in regard to EPIC access
for Licensed Nursing staff.

Monitoring

The NHA/Designee will review all
facility EPIC access on a monthly
basis to ensure that the appropriate
staff members only have access. The
audits will extend for 3 months.
Results will be reported to the Quality
Assurance Performance Improvement
(QAPI). The QAPI committee will
evaluate the effectiveness of the plan
based on trends identified and
implement additional interventions as
needed to ensure continued
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reassess the need for continued
monitoring based on compliance.
Date — 7/23/15

F 203 | 483,12(a){4)-(6) NOTICE REQUIREMENTS F 203
55=0 | BEFORE TRANSFER/DISCHARGE

Bafore a facllty transfers or discharges a

resident, the facility must notify the resident and, F203

if known, a family member or legal representative . .

of the resldent of the transfer or discharge and Corrective Action —

the reasons for the move In writing and in & No opportunity to correct (the
tanguage and manner they understand; record Transfer has already occurred)

the reasons in the resident's clinical record; and
include in the notice the ltems described in
paragraph (a)(6) of this section. ID of Others

The Social Services Director

Except as specified in paragraph (a)(5)(i)) and (a) (SSD)/Designee will review

(8) of this section, the notice ¢f transfer or

discharge required under paragraph (a)(4) of this discharges in the past 60 days to
saction must be que by the faclllty at least 30 review if a formal written notice of
g;ﬁgf{;gge the resident Is fransferred or discharge was given for each resident

' that had a facility initiated discharge.
Notice may be made as soon as practicable Corrective actions will be taken as
before transfer or discharge when the heaith of needed.

indlviduals in the facility would be endangered
under (a)(2){iv) of this section; the resident's

health Improves sufficiently to allow a more Systemic Change
immediate transfer or discharge, under paragraph Education was provided to the NHA
(a}(2)(1) of this section; an Immediate transfer cr and SSD by the District Senior

discharge is requirad by the resident’s urgent o X
medical needs, under paragraph (a)(2)(ii) of this Administrator in regard to the proper

section; or a resident has not resided In the requirements of a discharge, The

facllity for 30 days. Education will occur on/before the
The written notice specified in paragraph (a)(4) of date of compliance.
this section must include the reason for transfer

or discharge; the effective date of tranafar or Monitoring
discharge; the location to which the resident is . .
transferrad or discharged; a statement that the The SS_D/ Designee will track E_“_ld
resident has the right to appeal the action to the tl"ﬂ}d d130harge:s for proper written
State; the name, address and telephone number notices on facility initiated transfers
of the State long term care ombudsman,; for monthly and review the results for
FORM CMS-2567{02-00) Previous Versions Obsolels Evont 11; MWB? 11 rectitondso®he audits will ektentidufion 3heet Page 3 of 58
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NAME OF PROVIDER OR SUPPLIER

CHEYENNE HEALTH CARE CENTER

SUMMARY STATEMENT QF DEFICIENC|ES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LBC IDENTIFYING INFORMATION]

(X4} 1D
PREFIX
TAG

Quality Assurance Performance
Improvement (QAPI). The QAPI
committee will evaluate the
effectiveness of the plan based on
trends identified and implement

F 203 | Coentinued From page 3 F 203

nursing facility residents with davelopmental
dizabilities, the malllng address and telephone
number of the agency responsible for the
protection and advocacy of developmentally

disabled individuals establlshed under Part C of
the Developmental Disabilites Assistance and Bill
of Rights Act; and for nursing faclllty residents
who are mentally ill, the mailing address and

additional interventions as needed to
ensure continued compliance monthly
for 3 months then reassess the need for

telephone number of the agency responsible for
the protection and advocacy of mentally il
Individuals established under the Protaction and
Advocacy for Mentally il incividuals Act,

This REQUIREMENT I3 not met as evidenced
by:
Based on medical record review, and staff
interview, the facility falled to Issue a written
notice prior to transfer/discharge for 1 of 1
sample residents (#100) who had a facility
initiated transfer/discharge. The findings were:

continued monitoring based on
compliance.

Date of Compliance — 7/23/15

1. Review of the 6/4/15 resident transfer form
showed the contact person for resident #100 was
net notified of the transfer, The form showed the
resident was belng transferrad due to a need for
secured unit placement which the current facility
did not provide. Review of the nursing notes from
6/4/15 at 1:30 PM showed {he receiving facility
called and had a bed avaliable and a driver was
sent to transport the resident. The note showed at
that time a call was placed to the power of
attorney (FOA) and a message was lefton a
machine, Review of a 3 PM nots on 6/4/15
showed the POA spoke with the nurse and was
upset because they had not been previcusly
notified of the transfer, The note showed the
transport was there and the POA declined the
transfer. However, the note showad the director
of nursing ordered the resklent to be transferred
and the resldent was transferred on 6/4/15. Tha
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ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse alde
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of thelr property,
and report any knowledge it has of actions by a
court of law against an amployee, which would
Indicate unflthess for service as a nurse aite or
other facility staff to the State nurse aide registry
ot licensing authoritles.

The facllity must ensure that all alleged viclations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
Immediately to the administrator of the facility and
to other officials in accordanca with State law
through establlshed procedures (including to the
State survey and certlfication agency),

The facility must have evidence that all alleged
violafions are thoroughly Investigated, and must
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(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x6)
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F 225 — Abuse Reporting
F 203 | Cantinued From page 4 F203| Corrective Action
note further showed the administrator would call The NHA has facilitated completion
and speak with the POA. . . .
of investigation for allegations of
2. Interview with the administrator on 6/18/16 at abuse for resident #41. Upon
9:20 AM verified the transfer was initiated by the completion of the investigations the
facility due to the need for a secured unlt. The NHA will ¢ the out to th
transfer was not an emergency and although he Wil report ihe ouicomes Lo the
remembered talking to the POA, he stated there Department of Health by the date of
was nothing in writing., The administrator verifiad comp]iance.
there was no written notice provided and he was
uneware of this requirement, ID of Oth
F 2265 | 483.13(c)(N(-(II), (€)(2) - (4} F 225| 1D of Others .
5S=E | INVESTIGATE/REPORT The NHA/Designee will conduct an

audit of all incidents and grievances i
the past 60 days to ensure that all
potential reportable occurrences have
been investigated and reported. The
audits will occur before the date of
compliance.

=]

Systemic Change

The SSD and NHA will receive
education from the Senior
NHA/Designee in regard to proper
abuse reporting. The education will
occur on/before the date of
compliance. Corrective actions will
be taken as needed.

All allegations will be properly
reported in accordance with federal
law, fully investigated, and the
findings of the investigations will be
appropriately reported to the state.
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The NHA/Designee will review all
F 225 | Contihued Fromm page 5 F 225| incidents and grievances monthly to

prevent further potential abuse while the
investigation Is in progress,

The results of all investigations must be reported
to the administrafor or hla desfgnated
representative and to other officials In accordance
with State law (including to the Stafe survey and
ceitificalion agency) within & working days of the
incldent, and If the alleged violation is verified
appropriate corrective action must be takan.

This REQUIREMENT s not met as evidenced
by:
gased on abuse investigation review, grievance
investigalion review, staff interview, and policy
and procadure review, the facility failed to
investigate or report to the state survey agency 1
allegation of abuse involving resident #41. In
additlon, the facility faited to report & of ©
investigated allegations of abuse to the state
survey agency. The findings were,

1. Review of the grievance log revealed a 6/8/15
gllegation of verbal abuse in which resident #41
accused RN #5 of varbal abuse and stated to the
social service director the nurse was very
aggressive, rude, verbally abusive, and s/he felt
unsafe as a result. The fcllowing concerns were
identifiad.

a, Review of the grievance log and incident
log revealad this allagalion was not thoroughly
investigated as shown by RN #5 being the only
staff member interviewed. Additionally, no
residents were Interviewed.

b. Further review showed the facility failed to
report the allegation to the stato survey agency.

c. Interview with the adminigtrater on 6/18/15

ensure all proper investigation and
reporting has occurred, The audits will
extend for 3 months. Any trends will
be reviewed and presented to the
QAPI committee by the
NHA/Designee. Results will be
reported to the Quality Assurance
Performance Improvement (QAPI).
The QAPI committee will evaluate the
effectiveness of the plan based on
trends identified and implement
additional interventions as needed to
ensure continued compliance monthl;
for 3 months then reassess the need fpr
continued monitoring based on
compliance,

Yo

Date of Compliance — 7/23/15
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F 241
F 225 | Continued From page 8 F 228| Corrective Action
at 12:95 PM qqnﬂrmed the facility failed to Resident Care Related
interview additional staff of residents, and failed 1 Resident #99 haved and th
to report the allegation to the state survey . Resldent #39 was shaved and the
agency. finger nails were cleaned.
2. Review of 5 incidents of elleged resldent Lo 2. Resident #72’s facial hair was
resident physical abuse showed each Incident removed.
was Investigated. The incidents included a ; ' : ;
5/15/16 Incident between resident #86 and 3. Resident #13's facial hair was
resldent #13, & 5/26/15 incident between resident removed.
#79 and resident #100, a 6/2/15 incident batween 4. Resident #85's long fingernails,
residenti #83 and resident #64, a 6/10/16 incident . .
hetween resident #28 and resident #99, and a dirty were cleaned and trimmed,
8/12/16 incident between resldent #93 and 5. Resident #38’s dirt under
resident #57. The following concerns ware fi .
identifled: ingernails was cleaned.
a. Review of the 5 Incidents revealed the 6. Resident #48's dirty fingernails
fasllity falled to report any of these allegations to
the state sutvey agency. were cleaned. o _
b. Interview with the administrator on 6/18/15 7. Resident #63’s dirty fingernails
at 12:05 PM conflrmad the facility failed to report |
the 5 incidents. The adminisirator stated he wer.e ¢ eaned’. o
understood the reguirement was to report 8. Resident #98's facial hair was
allegations of abuse only if substantiated. trimmed and fingernails were %P‘
3. According to the faclity policy titled, "Abuse & cleaned. N
Neglect Prohibition" last revised June 2013, N "(\
under "Investigation” 1. "The facility will conduct Dining Related A W" A\
an investigation of any alleged abuse/meglect...” Ining Relate 23,9 7 qfﬁf',(\r Jg-'
2. "The facility will report such allegaticns to tha . i .’\()MN\E# 7. ! A v
state,.." Residents are currently being served
F 241 | 483,15(a} DIGNITY AND RESPECT OF F 241 timely, in order to support tlmely
ss=E | INDIVIDUALITY service the home is instituting a
The facility must promote care for residents In a I}OSUhOStSSS program that will assist ip
manner and in an envircnment that maintains or timely delivery of meals and to serve
enhances _egnch resident's dllgnltyl and_respect in each table in the correct order is
full recognition of his or her indlviduality. maintained. The order for residents
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. dining. Service will be based upon the
F 241 | Continued From page 7 F 241} residents choice of meal as well as
arrival in the dining area; some items
This REQUIREMENT Is not met as evidenced require more preparation than our
by: daily special to prepare and plate.
Based on cbservation, staff interview, and ID of Others
med|cal record review, the facility failed to . . o
prommote dignity for 5 of 17 sample residents (#2, An audit of Residents for nail issues or
#3, #48, 1187, #98) and 8 non-sample residents unwanted facial hair will be completed
(#13, #38, #63, #72, #85, #99) during random by the Director of Nursing or designde
observations. The findings were: by the date of compliance. Correctivg
Related o grooming and personal hygiens: action Wiu be taken as nee_ded.
An audit of meal service timeliness i
1. Review of the quarterly MDS assessment both dining rooms will be completed
dated 5/5/15 showed resldent #99 had diagnoses by the NH%& Desi d p i
including Alzhelmer's disease and depression, Y LA/LJeS1gNee and correciive
Further review showed the resident required actions will be taken as needed.
extengive assistance for pergonal hygiene and
bathing. Observation on 6/18/15 at 11:66 AM :
showed the resident had long facial hair on the Sﬂystem.lc Ch-ange .
upper lip and chin, Observation on 6/18/15 at Education will be provided by the
4:40 PM showed the resident continued to have SDC/Designee in regard to proper najl
lgggef?vcg?llonaci)gg% gﬂjﬁe ;{'ﬁ I??ﬁ% ?Dhméhowed tha care during showers as well as the
resident’s fingamails on both hands had crusted need to remove unwanted facial hair
dark colored matter underneath the nails, for residents. The education will oceur
Obsarvation on B/17M16 af 5:40 PM showed the on/before the date of compliance and
dark colored matter remained. will given to Nursing Staff members.
2. Review of the quarterly MDS assessment Educ-:aFion will be provided to Nursing
dated 4/10/15 showed resldent #72 had & Dining Staff members about the
diagnoses Including dementia, Further review timeliness of meals and how the
showed the resident required extensive ‘dents should b d for th
assistance for personal hygiene and bathing. residents should be served for the
Observation on 6/17/15 at 8:44 AM showed the meal services. The education will be
resident hEld thick white factal hair on the ¢hin. provided before the date of
Observation on 8/18/15 at 4:40 PM showed the compliance
resident continued to have thick white facial hair. P '
FORM CM$-2567(02-86) Previous Verstons Obsoleta Event 1D: MWB711 FaclMﬁWédlg If continuationh sheet Page 8 of 58
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. The NHA/designee will complete
F 241 g"gt'”‘“ed i;r:)hm pagi al VDS t F 241! random audits 3 times weekly of meal
. Review of the quarterly 9SBESSMen : T
dated 1/31/15 showed resident #13 had service for timeliness and take
diagnoses Including dementia and had a BIMS corrective action as needed for
sgore of 3/16 (severe cognitive impafrment). identified concerns.
Ftbragermant nd ausing or sorsonal hygene The DON/Designee will monitor
2me X . .
Observation on 6/15/15 at 11 AM revealed the resident grooming fo ensure that
resldent had long white facial hair on the chin, residents’ facial hair is trimmed and
Observation on 6/18/15 showed the resident that proper nail care occurs; the audit
continuad to have long white facial hair on the will oceur 3x/week. Corrective
chin. . .
actions will be taken as needed for
4, Review of the 6/4/15 quarterly MDS identified concerns,
assessment showed resident {#85 had diagnoses Results of the grooming audits and
including depression and required extensive 1 . dits will b cted t
assistance with bathing, Observation on 6/15/15 meal service audits will be reported tp
at 9:40 AM showed the resident had long Jagged the Quality Assurance Performance
finger nalls with brown grime accumulated Improvement (QAPT) for 3 months.
underneath the nalls, Observatlon on 8/17/15 at : :
8:50 AM revealed the resident continued to have The QAPI committee will evaluate the
long jagged fingernails with brown grime effectl\-ienes's of the p‘lan based on
accumulated underneath the nalls, trends identified and implement
additional interventions as needed to
8. Review of the 4/23/15 quarterly MDS . tinued i thl
assessment showad resident #38 had diagnoses ensure continued compliance montily
including dementia and hemiplegia, and required for 3 months then reassess the need for
extengive assistance with bathing. Observatlon continued monitoring based on
on 6/18/15 at 11 AM revealed the resident had compliance
brown grime accumulated underneath the :
fingernalls, Observation on 6/18/15 at 4:40 PM
showed the resident continued to have brown Date of Compliance 7/23/15
grime accumulated underneath the fingarnails.
8. Interview on 6/18/15 at 4:40 PM with CNA#6
confirmed the residents' nails and faclal kair were
noticeable and should have been addressed. She
further revealed nail care and facial halr grooming
“should be done in the shower” routinely,
FORM CWiS-25687(02.85) Previous Versiona Obsolets Event IR: MWEBT14 Faclily [D: WY0Q008 If continuation sheet Page 9 of 50
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7. Revlew of the 3/25/15 quarterly MDS
assessment showed resident #48 required
extensive assistance with dressing and personal
hygiene. Observation on 8/16/15 at 11.40 AM
revealad the resident's fingernalls on both hands
had erusted dark colored matter underneath the
long nails, Observation on 6/18/15 at 11,04 AM
showed the dark colered matter remained, and
interview with CNA #1 at that time verifled the
nails wera unglean and should have been
cleaned on the resident's shower days. Intervisw
with shower aide #1 on 6/18/15 at 11:05 AM
verified the resident's nalls wera not cleaned on
6/15/15 when last showered,

8. Review of the 6/3/15 quarterly MDS
assassment showed resident #63 required
extensive assistance with personal hygiene and
bathing. Observation on 6/156/15 at 3:25 PM
revealed the resident's fingernalls were solled
with dark colored matter around the nail beds and
several nalls were broken and jagged.
Observation on 6/18/15 at 5:03 FM showed the
resldent's nails remained in the same condition,
At that time CNA #2 verified the nalls needed to
be cleaned and trimmed,

9. Madical record review showed resident #98
was admitted to the facility on 2/8/14 with
diaghoses which Included Parkinson's Disease
and Dementia. Review of the 2/25/16 annual
MDS showed the resident required extensive
assistance of one staff membaer for personal
hyglene. Ohservation on 8/15/15 al 240 PM
showed the resident had dirty fingernails In nesd
of a trim. The observation also showed the
resident had facial hair in naed of a trim,
Observation on 811815 at 5:15 PM showed the
residant continued to have fingernails that were

FORM CMS-2567(02-08) Previous Verslons Obsolets Evenl 1D: MWBT 1 Faclllty (D: WY0D0S If continuation sheet Paga 10 of 58
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dirty underneath and in nead of trimming. In
addition the rasident continued to have facial hair
in need of shaving, At that time RN #3 confirmed
the resident needed nall care and timming, and
facial halt in need of a shave.

Related to dining setvices:

1. Review of the 4/14/16 quarterly MDS
asse=sment showed resident #87 was
independent for eating. Observation on 6/15/15 at
11:52 AM showed the resident ambulated without
staff agsistance to the dining tahle and wailed for
the meal. The raesident sat for 25 minutes while
other residents at the table whe came after
him/her ata their meals, The resident was served
the meal at 12:17 PM,

2. Observation of dining service on 6/156/15
beghning at 11:20 AM showead resldent #2 was
seated at a table in the dining room with 2 other
rasidents. One of those other residents already
had been sarved the meal, and was eating. At
11:35 AM, another resident at the table received a
meal and began to eat, Resident #2, however, did
nhot receiva a meal until 12:05 PM.

3. Observation of dining service on 6/17/15
beglnning at 5:16 PM showed rasidant #3 was
seated at a table with other residants, one of
whom had already besn served a meal, however,
resident #3 did not recelve a meal until 5:58 PM.

4. Resident group interviaw on 616715 at 1 PM
ravealad the 12 residents in attendance had
concerns related to timeliness of the dining
seyvice. They stated that it was common for them
to "wait 30 minutes or more” to be served.

FORM CMS-2667(02-98) Previous Versions Obsolete Evant ID:MWET11 Faellity 1D: WYD035 If continuatlon sheet Paga 11 of 58
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When a resident or family group exists, the facillty
must listen to the views and act upon the
grievances and recommendations of residents
and families concerning proposed policy and
operational decisions affecting resident care and
lifa in the facility.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident and staff
Interview, and resident ccuncil minutes and
memo review, the facility failled to adequately
address a grievance from the resident council
regarding lost clothing and delay in receiving
clean clothing. The resident census was 99, The
findings were:

Resident group interview on 6/16/15 at 1 PM
revealed the 12 residents in attendance had
concerns related to the timelinass of recelving
thelr clothing back from laundry, as well 28
concetns with not receiving all of thelr ltems back,
They stated this issue had been brought up fo the
facility before; additionally, they felt the facllity did
nhot follow through with the concerns and [t was
still an Issue. The following concerns were
identified;

a, Review of the 1/28/15 resident council
minutes conflrmed the greup had & concern that
clothing was not always returned to residents,

Laundry services impact all residents
in the home.

Interviews will be completed with
interviewable residents regarding lost
clothing and delay in receiving clean
clothing. Corrective actions will be
taken as needed.

Systemic Change

Concerns will be reviewed M-F at
Morning meeting with the Customer
Service Coordinator as the facility
driver. The home will follow the
policy and procedure for making
corrections or resolutions to the
concern.

The NHA/Designee will meet with thie
Outsourced Company Representative
weekly for 4 weeks and then monthly
in regard to increasing their staffing
load for laundry services and resident
concerns.
Ambassadors will meet with residents
or representative two times per montl;
for 30 days and inquire about any
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F 244 — Group Grievance
e golmtmu?d Fr?*:r? tp;nagadﬂr istrator on 6/18/15 at "2¢1) Comective Action
. Interview with the administrator on a .
5:15 PM revealed timeliness and accuracy of A concern form for the laup fin.lssue
meals was an area that was In the process of was completed and the facility is
heing addressed, working with HCSG to improve
F 244 | 483.15(c)(6) LISTEN/ACT ON GROUP F 244/ staffing and the overall hiring process.
5s=k [ GRIEVANCE/RECOMMENDATION ID of Others
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The same concern was brought up af the 2/26/16
meeting. Also, review of a 3/25M15 resident
council memo showed, "Residents are concerned
that clothes are not being returned sven though
they are labeled.” Review of the facility reaponse
showed, "Wa are finding a lot of ciothes with
names too faded to read. We are working on
iraning on names to clothes we have a hard time
reading. As well we are finding a lot of closets
with piles of clothes at the bottom," The facility
failed to specify a timeframe to resolve this issus.

b. Observation of the facility [aundry on
B/16/15 at 11:15 AM revealed a backlog of dirty
clothing consisting of 2 clothing blng and 2 barrels
of ciothing with one laundry aide working.
Interview at that time with laundry aide #1
confirmed she was the only laundry aide, and
there was only one shift in the laundry. She
confirmed the laundry was usually backlogged
similar to the observation, When asked if the
facility had a plan to start a second shift in the
taundry she said "no". When asked if the facility
planned to hire another laundry akle to assist she
stated there was no current plan to increase staff
In the laundry,

o. Interview with the administrator on 6/18/15
at 2 PM revealed ths laundry staff are part of ah
outsourced company, and the facifity control is
imited. Ha statad the fagility sometimes sends a
staff member to asslst.
483,15(g){1) PROVISION CF MEDICALLY
RELATED SOCIAL SERVICE

The facility must provide medically-related social
services to attain or maintain the highest
practicable physical, mental, and psychosoclal
well-being of each resident.

F 244\ Monitoring

The Customer Service Coordinator
will review concerns monthly,
specifically any laundry based
concerns, to ensure the concerns are
addressed timely and followed
through upon, Resident council
minutes will be reviewed monthly for
any laundry concerns. This will occur
for 3 months. Results will be reported
to the Quality Assurance Performanc
Improvement (QAPI). The QAPI
committee will evaluate the
effectiveness of the plan based on
trends identified and implement
additional interventions as needed to
ensure continued compliance monthly
for 3 months then reassess the need for
continued monitoring based on
compliance,

[4"]

Date of Compliance 7/23/15

F 250 — Social Services
Corrective Action

F 250! The facility made a change within the
Social Services department to employ
a Social Worker with experience in
the role.

The home is presently working with
the Wyoming Guardian Group and
local courts to petition the courts for g
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This REQUIREMENT is not met as evidenced
by:
Based on Interview with staff and medical record
review, the facility failed to provide
medically-related sccial services to attaln or
maintain the highast practicable physical, mental
and psychosaocial well-being for 3 of 3 sample
residents (2, #87, #94) identlfied with social
service needs, The findings were:

1. Review of tha medical record face sheet
showed resident #87 was admitted to the facility
on 10/21/14 with diagnoses of hypothyroidism,
glaucoma, hearing |oss, history of fall, anxisty
disorder, blindness/low vision, and arthropathy.
The following concerns were identified:

a. Revlew of a consultant physiclan's initial
svaluation dated 2/3/16 showed "Upon interview,
tha patient Is not able to cohsrantly say the
circumetances and the reasens for [him/her]
belng at the SNF [skilled nursing facility], and
unable to coherently explain the circumstances
surrounding [histher] arrival to the SNF and what
is currently ocourring In terms of [his/her] medical
care. At this time, the patlent dees not have the
capacity to leave the SNF AMA [against medical
advice]: nor does [hefshe] have the capacity to
refuse assential, potentially-life-saving
precedures and treatments that are the standard
of care for hisfher medical condltion{s), At this
time, | would concur with pursult of surrogate
decislon making/guardianship as appropriate.”

b. Review of a social service note dated
4/10/15, a letter written by the physician dated
44715, and a letter written by the soclal service
director dated 4/9/15 showed the facllity and the
physiclan inftiated a process o obtain a guardian

X4) 1D SUMMARY STATEMENT OF DEFICIENGIES B PROVIDER'S 7L.AN OF CORRECTION (X6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
_ Resident #2 is scheduled to have
F 250 | Continued From page 13

F280] cataract surgery.

Resident #94 is set to see an urologist
for kidney stones.

ID of Others
Ambassadors will meet with residenty
or their representative to identify any
unmet social service needs.
Corrective actions will be taken as
needed.

The past 60 days of medical records
will be reviewed by the
DON/Designee to determine any
unmet medically related social service
needs. Corrective action will be taken
as needed.

Systemic Change

Education will be provided by the
NHA/Designee to the Social Service
Director on assisting with resident
medically related social service needs|
Residents will be evaluated upon
admission and quarterly for social
service needs.

A tracking log will be utilized to track
identified social service needs and
follow up.

Monitoring
The SSD/designee will track and trend
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for a rasident. Review of these letters showed
they were addressed to: "To Whom It May
Concern" with no clear indication of who the
[etters were sent ta and no confirmation that
these lefters were received,

¢. Interview with the administrator on 6/18/16
at 1:30 PM confirmed the resident still did not
have a guardian at that fime and he was unaware
if additional attempts had been made to follow up
on the status of guardianship for the resident
since tha [ettars were sent in April 2018,

d. Interview with the social services director
on 6/18/15 at 1:30 PM revealed she had recently
taken over the position and was unaware the
resident was in need of a legal guardian and had
net been involved in the process thus far.

2. Review of the 11/12/14 annual MDS
assessment showad resident #2 had limited
vision, Review of a social progress note dated
1/29/16 showed a care conference had hesn
held, and the resident's son stated the doctor
wantad the resident to have & cataract remavad,
The son further stated the cataract removal had
not been schedulsd, and he did want the resident
to have the procedure. Further review of the
medical record showed no evidence this request
was addressed.

3. Review of the medical record showed resident
#94 had a telephone order dated 4/7/15 for the
resident to see a urologist for renal (kldney)
stones. Further review of the medical record
showed no evidence this order was addressad,

4, Interview with the administrator on 6/18/15 at
1:37 PM revealed that referrals to specialists
ware typically handled by social services, and
confirmed the rafarrals for resldents #2 and #94

X4 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION )
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Results will be reported to the Quality
F 280 | Continued From page 14 F 260} Assurance Performance Improvement

(QAPT). The QAPI committee will
evaluate the effectiveness of the plan
based on trends identified and
implement additional interventions ag
needed to ensure continued
compliance monthly for 3 months the
reassess the need for continued
monitoring based on compliance.

=

Date of Compliance 7/23/15
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F-253
F 250 | Continued From page 16 F 280
had not been addressed, He stated there had Corrective Action:
been turnover in the soclal service position, and )
the previous holder of the position had not made
the new position holder aware of resident needs #1.
- tha; :vse(r;) gn}f:gg.s CKEEPING & 953 Room #133: The divider between the
53 | 483. = : :
oot | MAINTENANCE SERVIGES bathroom and resident room will be
cleaned and /or replaced.
The facility must provide housekeeping and Room #134: The divider between the
malntsnance services necessary to maintain a bathroom and resident room will be
sanitary, orderly, and comfortable interior. replaced.
. Room #134: The divider between the
This REQUIREMENT is not met as evidenced floor and the hallway will be replaced.
by: . s
Based on observation and staff interview, the Ro_om #132: The divider betwee.n the
facility failed to ensure 5 of 5 resident hallways resident room and the hallway will bg
{North Hallway, South Hallway, Short Haliways 1, cleaned and/or replaced.
2, 3) were clean and in good repair. The findings Room #132: The divider between the
were. resident room and the bathroom will
1. Tour of the facility on 6/18/15 from 8 AM be cleaned and/or replaced.
through 9:30 AM identified the following concerns Room #135: The divider between the
with floors: : STRAA
a. The divider between the bathroom and resident room and the hallway will be
resident room floor In room #133 had a 0.5 inch replaced.
gap that was darkened with dirt and debris. Room #135: The divider between the
b. The divider area betwean the bathroom resident room and the bathroom will
and resident room floor in room #134 had the b laced
divider missing 35 Inches long and 0.26 inches ¢ replaced., _
wide that was darkened with collected dirt and Room #130: The cracked floor tile by
debris. _ _ the right wall of the room will be
¢. The divider area in room #134 between the replaced
floor and the hallway had tha divider missing 42 P ’ .
inches across and 1.5 inches wide that wes Room #137: The damaged floor tile
darkened with collected dirt and debris. by the bathroom door will be replaced.
d. The divider between resident room #132 Room #139: The right side bathroom
2 inch by 18 inch that . i
and the hallway had & 2 inch by 18 Inch area tha floor will have the crack cleaned and
FORM CM8-2567(02-99) Previous Versions Obsolets Fvent ID:MWB7 19 Facl NIRRT If continuallon sheet Page 78 of 55
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was darkened and collecting debrls,

8, The divider between the restdent room and
bathroom in room ##132 had the divider separated
35 inches by 0.5 inches thal was darkened with
dirt and dekbris.

f. The divider betwaen resident room #1356
and the hallway had an 8 inch by 1 inch damaged
area that was darkened and gollecting dirt and
debris,

¢. The divider between resident room #135
and the bathroom was missing 35 inches across
and 1 inch wide and was darkened and collected
dirt and debris.

h. The floor by the right wall In room #130
had an 11 inch crack across the tile which was
darkenad with dirt and debris.

i. The floor by the bathroom door in room
#4137 had a damaged and missing area 38 inches
across thal was darkened and collected dirt ang
debris,

J. The floor to the right in the bathroom of
room #1389 had a 15 inch crack that was
darkened with dirt and debris,

k. The floor In room #140 had 1 cracked tile
by the bathroom entrance that was 8 inches lang
and darkened with dirt and debris.

|, The bathroom floor in room ¥#141 had a 35
inch crack across the enfrance that was darkened
with dirt and debris.

m. The bathroom floor of room #142 had a
chipped out area 13 inches long that was
darkenead with dirt and debrls.

n. The divider batween the bathroom and
resident room floors In room #1563 was separated
36 inches across and was darkened with dirt and
dehris.

0. The ficor in room #152 had 15 cracked
tiles (each tile was 12 Ihches by 12 inches) that
were darkened in the cracks with dirt and debris.

X4 ID SUMMARY STATEMENT GF DEFIGIENCIES I PROVIDER'S PLAN OF CORREGTION (X6)
PREFIX {EACH DEFICIENGY MUST B PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
Room #140: The cracked bathroom
= . .
253 | Continued From page 16 F 253 entrance floor tile will be replaced.

Room #141: The cracked bathroom
entrance floor tile will be replaced.
Room #142: The chipped area in the
bathroom floor will be replaced.
Room #153: The divider between the
bathroom and resident room will be
replaced.

Room #152: The cracked floor tiles
will be replaced or repaired.

Room #152; The cracked bathroom
floor will be replaced or repaired.
Room #145: The bathroom and
resident room divider will be replaced.
Room #148: The cracked tiles across
from the room in the hallway will be
repaired or replaced.

Room #148: The cracked tile in from
of the resident room will be replaced.
Room #142: The cracked tiles in the
hallway near the fire doors will be
repaired or replaced.

Room #128: The cracked floor tiles in
front of the door will be replaced or
repaired.

Room #127: The tile(s) near the first
bed will be repaired or replaced.
Room #126: The divider in the
bathroom and the room will be
repaired or replaced.

Room #125: The non-skid strips in

FORM CMS-2667(02-99) Pravious Varalons Obsolste
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SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORREGTION

p. The battiroom flloor in room #152 had a
crack 30 inchas across and a second crack at the
back 24 inches across that were darkenad with
dirt and debris,

. The bathroom and resident room divider in
room #1485 was separated and the saparation
was darkenad with dirt and debris,

r. The hallway across from room #148 had a
84 inch crack across that was darkened with dirt
and debris,

5. One tfle by the enfrance to room #148 was
cracked 8 inches across that was darkened with
dirt and debris,

t. The hallway floor by the fira doors near
room #142 was cracked &2 Inches across and
darkened in the crack with dirt and debris.

u. In room #4128 by the front door there ware
§ floor tiles with multiple cracks that ware
darkenad with dirt and debris,

v, The floor in room #127 by the first bed had
an area of tile missing 4 inches by 3 inches that
created an uncleanable surface,

w, The bathroom and roem divider In room
#126 was separated and the separation was
darkened with dirt and debris,

X. The bathroom floor of resident room #1256
had three non-skid strips measuring 18 inches
long which were peeling up at the edges,

y. The bathroom floor of resident room #1256
had a crack measuring 18 inches that was
darkened with dirt and debris,

2. The bathroom floor in resident room #155
was cracked 18 inches and was darkened with
dirt and debris,

aa. The bathroom floor In resident room
#105 was cracked and chipped 40 inches across,

bh. The floor by the entrance to room #103
had multiple cracks 18 inches across that were
darkened with dirt and debris,

bathroom floor will be repaired and/or

the floor replaced.

Room #155: The cracks in the
bathroom floor will be repaired or the
floor replaced.

Room #105: The cracks in the
bathroom floor will be repaired or the
floor replaced.

Room #103: The cracks in the floor
by the entrance to the room will be
repaired or the floor replaced.

Room #102: The cracked tiles in the
resident room floor will be repaired o
replaced.

#2.

Room #133: The right inner
doorframe will be repaired and
cleaned.

Room #130: The right bottom side of

the doorframe will be repaired.
Room #138: The right front
doorframe inside the room and the
baseboards will be repaired.
Room #138: The right front door

kick-plate will be repaired or replaced.

Room #139: The front door gauged
areas will be repaired.

Room #126: The front door kick-plate

will be repaired or replaced.

X 1D in {8
F(’RE,FIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
Room #125: The cracks in the
F 283 | Continued From page 17 F 253

Room #105; The metal outer

FORM GMS-2567 (02-99) Previous Versions Obsolele
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) #3.
F 253 Contin u$$|] F;‘lom "’39‘9 ?ds t 102 had F253) Room #131: The crack in the
ce. The floor In resident room 4 a . X
multiple cracks, the longest of which measured bathroom wall will be repaired.
13 inches across, which were darkened with dirt Room #131: The back wall wallpaper
and debris, above the heat vent will be repaired or
o replaced.
2. Tour of the facility on 6/18/15 from 8 AM i
through 9:30 AM identifled the following concerns Room #130: The bascboard near the
with doors and doorframes: front of the door will be repaired or
a. The right inner doorframe to room #133 replaced.
was separated from the wall at the bottom 8 . .
inches across and 2 inches wide that was R(')om #13 9 T.he WE}H by the tpllet
darkened with dirt and debris, with paint peeling will be repaired.
b, The right bottom side of the doorframe In Room #141: The baseboard by the
room #130 was chipped 5 inches by 2 inches. right entrance bathroom door will be
¢, Tha right front doorframe inslde of room ired laced
#138 had & chipped area and a loosened repaired or replaced. _
baseboard 4 Inches from the floor. Room #128: The baseboard in the
d. The right front door kickplate of room #138 bathroom will be repaired or replaced.
had a 35 Inch area that was torn leose, ) .
e. The front door to room #139 on the Inside Room #127: The baseboard in the
had a gauged area 8 Inches across at 38 inches bathroom entrance will be repaired ot
in height from the fleor. replaced.
f, The front door kickplate for resident room . .
#1286 was cracked at 11 inches from the bottom, R(.)I(I)I;l #1271 'I;Ihe bathroom fnner wajl
with a Jagged piece sticking out. Wil be repaired.
g. The metal outer doorframe to resident Room #125: The baseboard to the
room #105 was bent at 7 Inches from bottom, right of the bathroom door will be
sticking out from the framing. repaired or replaced.
3. Tour on 6/18/15 from 8 AM through 9:30 AM Room #155: The bathroom wall paint
identified the following concerns with walls and behind the toilet and the wall paint
baseboards. n : s :
a. The bathroom wall by the sink in room Rext to #tilg 4S ink will be painted.
#131 had a 3 Inch crack that was dirty. oom #154: The bathroom wall cragk
b. The back wall above the haat vent in room by the toilet will be repaired.
#131 had peeling wallpaper 38 inches across. Room #120: The corner of the wall
¢. Tha baseboard near the front deor o the by the closet will b ired
right in room #4130 was pulied loose 3 inches by 3 y et will be repairea,
inches.
FORM GMS-2567(02-90) Previous Verstons Dbsoleta Evant 1D:MWB711 FaGIIﬁAD: WYQUOs If continuation sheet Page 19 of 58
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d. The wall by the follet in the bathroom of
room #1360 had paint pesling across 36 inches
and varying in height starting at 4 inches from the
floor,

e. The baseboard by the right entrance
bathroom door to room #141 was pulled away
from the wall @ inches on the left and 10 inches
on the right.

f. The baseboard in the bathreom of room
#128 by the sink was pulled loose from the wall &
ihches by 4 Inches.

g. In room #127 the baseboard between the
closet and bathroom entrance was loose 8 inches
8Crass.

h. The bathroom Inner wall of room #127 hag
a 3 inch by 2 inch chipped out area by the door.

i In resident room #126, the bagebeard to the
right of the bathroom door was pulled loose from
the wall 10 Inches by 4 inches.

j. The bathroom wall of resident room #1565
had palnt migsing behind the tollet, measuring 6
inches by 4 inches. The wall next to the sink had
an area of paint missing measuring 10 Inches by
3.5 Inches,

k. The bathroom wall of resident room #154
had a crack by the toilet meesuring 21 inches.

l. The corner of the wall by the closetin
resident room #120 had a piece missing with the
metal undarneath showing measuring 4 inches by
1 inch.

4. Tour on /18116 from 8 AM through 8:30 AM
identified the following concerns with shower
rooms;

The north shower rcom had clutter consisting
of 4 bedside commaodes in storage, 3 shower
chalrs, 1 coke bottle on the floor, a tub cut of
operation stored with varlous items, and rust
along the floor on each side of the weight scales

STATEMENT OF DEFICIENGIES (1) PROVIDERISUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (X} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
836025 B, WING 06/1M812015
NAME OF PROVIDER OR S8UPFLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2700 E 12TH STREET
EALTH CARE CENTE -
CHEYENNE HEALTH NTER CHEYENNE, WY 82001
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAM OF GORRECTION (XE)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
North Shower Room: The north
F 253 { Continued From page 18

F 253 shower room will be de-cluttered, the
rust repaired on each side of the
weight scales, the shower head
repaired or replaced, and the floor tilgs
in the front of the door repaired or
replaced.

#5.

The bathroom floors in rooms #134,
137,130, 138, 139, 144, 146, 128,
127,155,154, 148, 149, 117, 118,
119,120, 114,121, 111, 110, 102,
103, and 106 will be cleaned.

The handrails throughout the facility
will be cleaned.

The hallways and resident areas will
be cleaned with the urine odor
addressed.

Identification of Others:

The Maintenance Director and/or
Designee will conduct a facility audit,
to address any additional items
addressed in the “Corrective Action”
area of this Plan of Correction.

Systemic Changes:

FORM CMS-2667(02-98) Previous Verslons Obsolele Evenl ID; MWBT 11
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F 278
88=D

usad to weigh residents In wheelchairs, In
addition, the shower head was loozely dangling
with no area to hang it up, and there were 2
chipped tiles on the floor in front of the front door
that measured 4 inches by 4 inches.

5. Tour on 8/16/15 at 11;10 AM, B6/17/15 at 3 AM,
and 8/18/16 from 8 AM through 9:30 AM
identified the following concerns with dirty floors
and handrails:

a. The bathroom floors in room #'s 134, 137,
130, 138, 139, 144, 148, 128, 127, 165, 154, 148,
149, 117, 118, 119, 120, 114, 421, 111, 110, 102,
103, and 106 were ditty and sticky to the touch
during sach chservation,

b. The inlttal tour of the facility on B/15/15 at 9
AM and the ehvironmental tour on B/18/15 from 8
AM through %30 AM showed the handrails
throughout the facility were sticky to the touch.

¢. Periodic observations during the survey
from B/16/15 to 6/18/15 revealed the facilty
hallways and resident areas had a noticeable
urine odor.

Interview with the maintenance director on
611815 at 10:25 AM revealed he was aware of
the issues [dentified durlng the survey. However,
he confirmed there was no plan with a specific
timeframe to address those Issues, Interview with
the housekeeping superviscer on 6/18/15 at 11;05
AM revealed she was aware of the cleanliness
igsues identified during the survey. She stated
housekeeping hours and staff ware limited and
there was no plan with a timeframe to Increase
hours or staff In housekeeping,

483,20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

(Xd) 1D SUMMARY BTATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION XE)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROS3-REFERENGED TO THE APPROFRIATE DATE
DEFICIENCY)
The Maintenance Director and/or
F 253 | Continued From page 20

F 253| Designee will conduct routine audits

F 279 thickened liquids will be reviewed anf

to confirm the areas identified in the
“Plan of Correction” are part of the
Preventative and/or Maintenance
Schedule.

Monitoring;

The Maintenance Director and/or
Designee will report the results of thg
audits and the work accomplished to
the monthly QAPI for review and
recommendations.

Date of Compliance 7/23/15

F 279

Corrective Action

The care plan for resident #11 has
been updated to reflect mechanical
soft diets and thickened liquids.
The care plan for resident #69 has
been updated to reflect left upper arm
fistula and to not take blood pressure
in the affected arm,

ID of Others
Care plans of residents with
mechanically altered diets and / or

updated as needed to reflect diet and
thickened liquid orders by the direcior

FORM CMS$-2667{02.00) Pravious Viersions Obsoiste
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A facllity must use the results of the assassment
to develop, revlew and revise the resident's
comprehensive plan of care,

The facility must develop a comprehansive care
plan for each resident that Includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintaln the resident's
highest practicable physlcal, mentel, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exetcise of rights under
£483,10, Including the right to refuse treatment
under §483.10(b){4).

This REQUIREMENT is not met as evidenced
by:
Based on staff Interview and medical record
reviaw, the facillty failed to ensure the care plan
was updated to Includa current interventions for 2
of 17 sample residents (#11, #69), The findings
were:

1. Review of the 3/24/15 annual MDS
assassment showed resldent #6090 reguired
supervision and one person assist related to
gating. Review of the 3/17/18 physlcian diet order
showed the resident was on & mechanically
altered diet and nectar thickened liguids, The
followlhg concerns were identified:

a. Revlew of the resldent’s 3/26/15 care plan
for fluid deficit falled to be updated to veflect the

STATEMENT OF DEFICIENCIES (X4} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
G
535025 B. WING 06/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ARDRESS, CITY, STATE, ZIP CONE
2700 E 12TH STREET
CHEYENNE HEALTH CARE CENTER
TH CARE CEN CHEYENNE, WY 82001
(Xd) ID SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENGED TO THE APPROPRIATE CATE
DEFIGIENCY)
. Care plans of residents on dialysis will
F 279 | Confinued From page 21 F 279

be reviewed for any precautions and
updated as needed by the Director of
Nursing or designee.

Systemic Change

Licensed nurses and the
interdisciplinary team will be educatg
by the Staff Development Coordinatc
or designee on updating care plans as
needed and including mechanically
altered diets, thickened liquids and
dialysis precautions.

Care plans will be reviewed upon
admit, significant changes of conditig
and quarterly per MDS schedule and
updated as needed for mechanically
altered diet, thickened liquids and
dialysis precautions.

Telephone orders and new orders will
be reviewed in clinical meeting and
care plans updated as needed by
director of Nursing or designee.

d

-

Monitoring

Random audits of care plans for
mechanically altered diets, thickened
liquids and dialysis precautions will
completed by the director of Nursing
or designee weekly for 3 months with
corrective actions as needed.
Results will be reported to the Quality

FORM CMS-2567(02-80) Previous Verstang Obsolols
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C
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION 5)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMAYION) TAG OROSS-REFERENCED TO g\l{:)f: APPROPRIATE DATE
»7g _ evaluate the effectiveness of the plan
F27 Contmuid ':mrmv!?ge IIzc?uIds ot the nectar thick F 279\ based on trends identified and
approach of providing necta . oos . . !
consistency ordered by the physician, implement additional }nterventmns as
b. Review of the 3/13/15 care plan for weight needed to ensure continued
loss/nutrition showed an approach to provide the compliance monthly for 3 months th¢n
diet as orderad; however, It failed to show what reassess the need for continued
the diet order was (mechanioal scft), ‘toring based I
¢. Interview with corporate RN #1 and the monitoring based on compliance.
administrator on 8/18/15 at 6:45 PM verified the
diet order and thickened liguids should be Date of Compliance 7/23/15
specified on the care plan,
F 280
2. Medical record review showed resldent #11 Corrective Action
was admitted to the facility on 10/31/91 with Resident #70 is bilingual. The care
diagnoses which included end stage renal 0 1l b dated to refl hi A
disease, Observation of the resident on 8/17/15 plan will be updated to retlect this an
at 1:10 PM showed the resident had a left upper other interventions for effective
arm fistula for dialysis. The resident stated sfhe communication.
had been recelving dialysis for 14 years. The : . : :
following concerns were Identified: R9ut1ne caregivers for I‘ESIdE?lt #,70
a. Raview of the care plan showed the will be educated on communication
resident had a care plan for dialysls, Review of care plan by Staff Development
the entire care plan revealed failure to include the Coordinator or designee.
resident's left upper arm fistula, and the ID of Oth
requirement of staff to avoid taking blood oL Aners o
pressures In that arm, Residents with communication
6/18?& Iﬁn;?rﬂe:vs \.xlm the fI;ADSdcg]OfdiﬂatOprl 0: barriers will be identified and care
: conflrmed the care pla . .
should include the left upper arm fistula and for Plan updE}ted to reﬂec.t Interventions
diract staff not to take blocd pressures in that for éffectlve communication by the
arm. Social Service Director or designee by
F 280 | 483.20(c)(3), 483.10(k)(2) RIGHT TO F 280| the date of compliance.
g&=p | PARTICIPATE PLANNING CARE-REVISE CP Systemic Change
The resldent has the right, unless adjudged Staff will be educated by the Staff
iﬂcﬂm!ﬂ?tent or oéhengls? foun? :1? bg t Development Coordinator or designee
incapachtated under the laws of the State, to .
participate In planning care and treatment or on develop ment and .followmg care
changes In care and freatment. plans for residents with
communication barriers.
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developed upon admission, and
F 280 | Continued From page 23 F 280

Acomprehsnsive care plan must be devalopsd
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff In
disciplines as determined by the resident's needs,
and, fo the extent practicable, the participation of
the rasident, the resident's family or the residant's
iegal representative; and periodically reviewed
and revised by a team of quallfied persons after
gach agsessment,

This REQUIREMENT Is not met as evidenced
by:

Basad on observation, staff interview, and
medical record review, the facility failed to
develop a care plan related to communication for
1 of 1 sample residents (#7C) Identified with
gommunication needs. The findings were.

Review of the 11/25/14 annual MDS assessment
showed resident #70 had diaghoses Including
Alzheimer's disease and symbolic dysfunction,
The area for communication requirad additional
evaluation, and the CAA was completed, Review
of the CAA showed the resident had a cognitive
impairment and “can both speak and understand
English but prefers to speak In Spanish.
Translator used for Communication." A decislon
was made to proceed and develop a care plan for
the area of communication. The following
concerns were noted;

1. Observation on 6/17/15 at 12;35 PM showed

reviewed and updated quarterly or
with significant change of condition
by MDs Coordinator or designee.

Monitoring
Random audits of care plans for

residents with communication barriers
will be completed weekly for 4 weeks

and then monthly for 2 months by the
Social Service Director. Corrective
actions will be taken as needed.

Results will be reported to the Qualit}

Assurance Performance Improvement

(QAPI). The QAPI committee will
evaluate the effectiveness of the plan
based on trends identified and
implement additional interventions ag
needed to ensure continued
compliance monthly for 3 months the
reassess the need for continued
monitoring based on compliance,

Date of Compliance 7/23/15

]

i
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F 282

CNA#8 provided toileting assistance to the
residant, The CNA provided verbal inatructions to
tha resident In English and the resident replied in
Spanish. Interview with the CNA at that time
revealad she was unsure of the resident's
communication abilittes and siated the resident
gets frustrated when she and other aides do not
understand. The CNA further stated she thought
the resident had a communication board, but was
unsure where it was located. She stated she was
told to speak very loudly in one ear as the
resldent had difficulty hearing.

2. Observation on 6/17/15 at 1:35 PM showed
GNA #5 provided toileting assistance to the
resident, The CNA cued the resident in Engiish
and the resident responded in Spanish. Interview
al that time revealed the CNA belleved the
resident was "100% with English," and could
speak three different languages,

3. Review of the care plan revealed nothing
related to the resident’s communication needs
and preferences.

4. Interview on 6/18/15 at 1:30 PM with the soclal
sarvices dirsctor, the administrater, corporate RN
#1, MDS coordinator, and RN #4 confirmed there
was no communication care plan for tho resident,
They further revealed they are unsure of tha
resident's true abilittes In Englsh, and confirmed
the resident would appear frustrated at times with
not baing understood, The MDS coordinator
stated she provided the resident with a translator
when conducting MDS assessments. She further
confirmed the resident did have a hearing loss
and stated that t was a "mild" logs,
483.20(k)(3)(ii) SERVICES BY QUALIFIED
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F 282
F 280 | Continued From page 24 F 280 Corrective Action

F 282

By Date of compliance the dietician
will review fluid needs for resident
#69 and update care plan and diet tray
card as needed. After dietician review,
staff who routinely care for resident #
69 will be educated on plan of care,
including hydration.

By date of compliance the Director of
Nursing or designee will evaluate car
needs for resident #12 and update
care plans as needed. After review,
staff who routinely care for resident
#12 will be educated on plan of care,
including incontinence management
and positioning,.

By date of the compliance the Director
of Nursing or designee will evaluate
assistance needed at meal time for
resident #24 and update care plan as
needed. After evaluation the Directqr
of Nursing or designee will educate
staff who routinely care for resident
#24 on plan of care, including
assistance with meals,

By date of compliance the Director of
Nursing or designee will evaluate
assistance needed at meal time for
resident #99 and update care plan as
needed. After evaluation the Director
of Nursing or designee will educate

[4"]
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PERSONS/PER CARE FLAN

The services provided or arranged by the facility
must be provided by qualifled persens in
accordance with each resident's written plan of
care,

This REQUIREMENT is not met as evidanced
by:
Based onh obsetvation, staft interview and
medical record review, the facility failed (o ensure
the care plan was Implemented for 3 of 17
sample residents (#12, #69, #83) and 2
non-sample residents (#24, #99). The findings
were,

1. Review of the 3/26/15 fluld deficit care plan
showed residant #69 was at a risk of fluid deficit
related to dementla and use of a diuretic
medication. Review of the care plan approaches
showed "place flulds at bedside.. provide 8-8
aunces of extra fluids at each meal time as
tolerated." The following cohsems wete [centified:

a. Cbzervatioh on 6/15M5 at 5:35 PM and on
6/16/15 at 5:11 PM showed the reslident was able
to handle the drinking glass without staff
assistance; however, was not provided the extra
8-8 aunces of fluids with these meals. Each of
these evening meals were served with
approximately 8 ounces total of thickened water.

b, Observation on 8/16/16 at 3:27 PM and
B/17/18 at 9:40 AM revealed fluids were not
available for the resident at the bedside.

¢ Interview with the administrator and the
reglstered diefitian on 6/17/15 at 3:30 PM verified
the care plan was expected to be followed.

2. Review of the 4/13/15 slgnificant change MDS
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#99 on plan of care, including
F 282 | Continued From page 25 F 282

assistance with meals,.
By date of compliance the Director of
Nursing or designee will update
resident #83’s care plan to reflect
refusal to wear colored arm band and
will be updated to include “no B/P in
left arm r/t fistula™. After care plan
updat the Director of Nursing or
designee will educate staff who
routinely care for resident #83 on pla
of care, including dialysis precautions.

=]

ID of Others
Care plans of residents with thickened
liquids, wounds, incontinence,
requiring assistance with meals and
dialysis resident will be reviewed ang
updated as needed to reflect current
interventions by the Director of
Nursing or designee, Staff
assignments sheets will be updated tg
reflect needs in areas of thickened
liquids, wounds, incontinence,
assistance with meals and dialysis
precautions.

Systemic Change

Licensed nurses and interdisciplinary
team will be educated on by Staff
Development Coordinator or designeg
on updating and following the care
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assessment showed resident #12 required the
extensive assistance of two persons for ADLs
including bed mobility, dressing, and toilet use,
and was totally dependent on the assistance of
two parsons for transfers. Further, the
assessment showed the resident had an
unstageable pressure ulcer that measured 4 cm
by 4 cm. Review of resident's care plan for
incontinence, updated 617115, showed the
resiclent was to be checked and changed every 2
hours. Review of the resident's care plan for
pressure ulcers, last reviewed on 6/17/15,
showed the resident was o have "rest paricds in
bed between meals”, The following concerns
were identified:

a. Continuous observation on 6/18/156
beginning at 9:47 AM showed the resident was up
in histher wheelchalr, sltting in the front area near
ihe facility entrance, At 10 AM, the resident was
taken back to the activity room. The resident was
not chacked for incontinence, or repositionad,
The resldent's participation in the activity was
minlmal, At 10;43 AM, the resident was wheeled
back to the front area near the facllity entrance
and left there. The resident was not checkad for
incontinence or repositionad. At 11:15 AM, the
resident was again taken to the activity room,
which also functioned as a dining reom for meals,
and was not checked for incontinence or
repositioned. At 1:08 PN, {3 hours and 21
minutes after observation began) the resident
was taken fo hisfher room and lald down in bed.
The resident's Incontinence brief was changed at
that time, and CNA#3 revealad the brief was wet,

b. Interview with CNA#3 on 6/18/15 at 1:13
PM confirmed that was the first time the resident
had been laid down or checked for incontinence
since "we got [him/sher] up for breakfast," Review
of posted facllity dining times revealad breakfast
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incontinence, assistance with meals
F 282 | Continued From page 26 F 282 and dialysis precautions,

Assignment sheets will be updated by
director of Nursing or designee to
include thickened liquids, skin
management, incontinence, assistanc
with meals and dialysis precautions.

T

T

Monitoring

Random observation audits will be
completed by Director of Nursing or
designee weekly for 3 months to
determine if care provided matches
plan of care, including thickened
liquids, wounds, incontinence,
assistance with meals and dialysis
precautions. Corrective action will b
taken as needed.

Results will be reported to the Qualit
Assurance Performance Improvemeng
(QAPI). The QAPI committee will
evaluate the effectiveness of the plan
based on trends identified and
implement additional interventions as
needed to ensure continued
compliance monthly for 3 months than
reassess the need for continued
monitoring based on compliance.

L1’

=

Date of Compliance 7/23/15
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was setved at 7:30 AM,

¢ Interview with the facility administrator and
corporate RN #1 on 6/18/16 at 6:45 PM
confirmed the care plan for the resident should
have been followad,

3. Review of the nutrition care plan last datad
6/11/5 showed resident #24 was to be provided
meal assistance as needed, and staff were to
encourage fluids. Observation on 6/16/15 at 5:11
PM showed the resldent was served a meal. The
resident began eating slowly and then started to
dosa on and off until the end of the observation at
6 PM. During this 42 minutes the resident was not
offered any encouragement or assistance by the
staff.

4. Review of the §/5/15 gquarterly MDS
assessment showed resident #92 required
extensive assistance with ane person physical
asslst for eating. Review of tha nutrition care plan
last dated on 4/5/15 revealed the resident was to
ba provided meal assistance as needed and staff
were to encourage flulds. Observation on 6/16/15
at 5:38 PM showed the resident was seated at
the table with a meal. The resident made no self
attempt to eat or drink. At 8 PM (22 minutes later)
CNA#1 encouraged the resident to eat
something, and the resident declined. The CNA
then moved onto ancthar resident af the table.

5. Review of the admlssion MDS dated 1/29/15
showed resident #83 had dlagnosas including
end-stage renal disease, Review of the
hemodialysis care plan, reviewed 3/27/16,
showed an approach of a "oolored arm band on
the arm that has the shunt indicating 'No B/P
[biood pressure] this arm."™ Qbservatian on
BM17115 at 1:08 PM showed the resldent had a
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F 312 — Dependent ADL cares
F 282 | Continuied From page 28 F282| Corrective Action
fistula on the left forearm, but no arm hand. : : .
Interview at that time with the resident confirmed Tl.xe Director of Nursing or designee
sthe did not have an arm band to indicate to staff will evaluate 1’351‘_1@1113 #98’s toileting
not to take blood pressure readings on that arm and personal hygiene needs, update
and that It was "just natural knowledge."1l?terv‘fw care plan and assignment sheet. Staff
with the MDS coordinator on 6/18/15 at 11,45 AM . ; .
confirmed the care plan should Include the left has provided bathing, nail care and
forearm fistula and direct staff not to take blood removal of facial hair and nail care fpr
pressures In that arm. resident # 98,
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F312| The Director of Nursing or desience
ss= | DEPENDENT RESIDENTS \ NUISING OF AeS1E
will evaluate resident #24°s level of
A resident who is unable to carry out activitles of assistance needed with meals, updats
daily living receives the nacessary setvices to care plan and assignment sheet. Staff
maintain good nutrition, grooming, and personal has provided removal of facial hair
and oral hyglene, , .
and nail care for resident # 24,
The Director of Nursing or designee
ill evaluate residen ’s level
This REQUIREMENT is not met as evidenced Wit uate reside .t #99’s level of
by: assistance needed with meals, updats
Based on observation, staff interview, and care plan and assignment sheet, Staff
medical record review, the facility failed to ensure has provided removal of facial hair fpr
required assistance was provided for 2 of 17 resident # 99
sample residents (#48, #98) and 7 non-sample . .
residents (#13, #24, #38, 63, #72, #85, #98) Staff has provided nail care to
who required assistance with vatious ADLs, The resident #48.
findings wers: Staff has provided nail care to resident
1. Raview of the 2/25/15 annual MDS #63. . o
assessment showed resldent #98 had diagnoses Staff has provided facial hair to
which Included Parkinson's Disease and f resident #72.
Dementla, required extensive assistance of 2 s . . ,
staff members for tolleting and parsonzl hygiene. Sta.ff has provided facial hair to
The following concerns were identified: resident #13.
a. Obsetvation on 8/15/15 at 3:20 PM Staff has provided nail care to resident
showed CNA#10 and RN #3 usad a sil to stand #85
i to the tollet. The . . . .
It to transfer the resident to the tol Staff has provided nail care to resident
FORM GMS-2667(02-69) Frevious Yersiana Obsolsia Evant D; MWBT711 I~‘acllli§3t B3wyooos If continuation sheet Pags 29 of 58
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resident was Incontinent of urine and the urine
had soaked through the resident’s pants to
halfway down hls/her legs in the back. The CNA
had to leave the room to find pants, and the
residents pants were partially down which
exposed the urine soaked areas to the residents
innar knees and back of histher calves, When the
aide returned, personal care was provided,
However, she failed to wipe the areas of the back
of the upper legs, inner knees, and back of the
calvas which had been exposed to the urine.
Interview with the CNA and RN after the
observation confirmed the raguirsment was to
clean sl areas of a resident that had exposure to
urine,

b, Observation an 6/15/15 at 2:40 PM
showed the resident had dirty fingernails In need
of & trfm. The observation alse showed the
resident had facial halr In need of & trim.
Cbsarvation on 6/18/15 at §:15 PM showed
resident #98 continued to have fingernails that
were dirty underneath and in need of trimming. In
addition, the resident continued to have facial halr
in need of shaving. At that time RN #3 confirmed
resident #98 needed nall care and trimming, ahd
facial hair in nead of a shave.

2, Review of the 4/22/15 admlssion MDS
assessment showed resident #24 required limited
asslstance for eating. Review of the nutrition care
plan last dated 6/11/15 revealed the resident was
to be provided meal assistance as needed, and
staff were to encourage fluids. Observation on
£/16/15 at 5:11 PM showed the resident was
served a meal. The resident began eating slowly
and then started to dose on and off until the end
of the observation at 6 PM. Durlng this 48
minutes the resident was not offerad any
encouragement or assistance by the staf.
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F 312 Continued From page 29 F 312| The Director of Nursing or designee

will complete observation audits by
the date of compliance for nail care,
facial hair, toileting, and timely meal
assistance. Corrective actions will be
taken as needed.

Systemic Change:
The Staff Development Coordinator or
designee will educate nursing staff by
the date of compliance on providing
assistance with ADL’s including
timely assistance with meals, nail car
facial hair and toileting and
incontinence care.

Ambassadors will complete routine
rounds to check nail care, facial hair,
timely assistance with meals and
toileting concerns., Any findings will
be reported to nursing management for
follow up.

L
™

Monitoring

The Director of Nursing or designee
will conduct observation audits of
ADL’s three times weekly for three
months which will include nail care,
facial care, timely assistance with
meals and toileting and incontinence
care. Corrective actions will be taken
as needed.
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. (QAPI). The QAPI committee will
F 312 Continued From page 30 F 312| evaluate the effectiveness of the plan
3. Review of the 6/5/15 quarterly MDS based on trends identified and
assessment showed resident #99 required implement additional interventions a3
extensive assistance with cne person physical needed to ensure continued

asslst for eating, personal hygiene, and for compliance monthly for 3 months then

bathing. Review of the nutrition care plan last .
dated on 4/5/15 revealed the resident was to be reassess the need for continued

provided meal assistance as needed and staff monitoring based on compliance.
were o encourage fluids. Observation on 8/16/15
at 5:38 PM showed the residen{ was seated at Date of Compliance 7/23/15

tha table with a meal. The resldent made no self
atiempt to eat or drink. At 8 PM (22 minutes later)
CNA#1 encouraged tha resident to eat
something, and the resident declined. The CNA
then moved onto another resident at the table. In
additon, observation on 6/16/16 at 11:56 AM
showed the resident had long facial hair on the
upper lip and chin. Observation on 6/18/15 at
4:40 PM showed the rasident continued to have
long facial hair on the upper lip and chin,

4. Review of the 3/25/15 quarterly MDS
assessment showed resident £48 required
extensive assistance with dressing and personal
hygiene. Observation on 6/16/16 at 11:40 AM
revealed the resident's fingernails on both hands
had crusted dark colored matter underneath the |
long nails, Observation on 6/18/15 at 11:04 AM
showed the dark colored matter remained, and
interview with CNA #1 at that tima verlfied the
nalls were unclean and should have been
cleaned on the resident's shower days. Interview
with shower aide #1 on 6/18/15 at 11:05 AM
verified the resident's nails were not cleaned on
6/10f15 when last showered,

5. Review of the 6/3/15 quartarly MD3
assessment showed resident #63 required limited
assistance with one person physical assistance
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F 312 | Continued From page 31 F312

for personal hygiene, and extensive assistance
for bathing. Oksarvallon on 6/15/15 at 3:26 PM
revealed the resident's fingernails were soiled
with dark colored matter around the nail bads and
several nails were broken and jagged.
Observation on 6/18116 at 5:03 PM showed the
resident's nalls remained in the same condition,
At that time CNA#2 verified the nails needed to
be cleaned and frimmed.

6. Review of the quarterly MDS asgessment
dated 4/10/15 showed resldent #72 had
diagnoses including dementia. Further review
showed the resident required extensive
asslstance for personal hyglene and bathing,
Observation on 8/17/15 at 8:44 AM revealed the
resident had thick white facial hair on the chin,
Observation on 6/18/15 at 4:40 PM showed the
residant continued to have thick white faclal hair.

7. Review of the quarterly MDS assessment
dated 1/31/15 showed resident #13 had
diagnoses including dementia and had a BIMS
score of 3/15 (severe coghitive Impairment].
Further review showed sfhe reguired
encouragement and cuging for parsonal hyglane.
Obsarvation on 6/15/15 at 11 AM showed the
resident had long white facial hair on the chin.
Observation on 6/18/15 at 4,40 FM revealed the
resident continued to have long white facial hair
on the chin,

B. Review of the quarterly MDS asssssment
dated B/4/15 showed resicent #85 had diagnoses
including depression and required extensive
assistance with bathing. Observation on 6/156/156
at 8:40 AM showed the resident had long jagged
finger nalls with brown grime accumulated
underneath the nalls. Observation on 6/17/15 at
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= 312 F 314 - Pressure Ulcers
g;:ﬂ,i:gmed Fmch ?P?e 32‘(:1 t continued to have 912 Corrective Action
! revealed the resident con o ha \ .
long |agged fingernails with brown grime The DON/Designee have reviewed the
accumulated undetneath the nails. care plan interventions related to
‘ wound care for resident #12 on 6/17,
9. Review of the quarterly MDS assassment 7/4, & 7/17/15. New treatment orders

dated 4/23/15 showed rasident #38 had

diaghoses including dementia and hemiplegia, were obtained on 6/17/13, 6/26/15,

and required extensive asslstance with bathing. 7/9/15, & 7/17/15.
Observation on 8/15/15 at 11 AM showed the
resident had brown grime accumulated
underneath the fingernails. Ohsarvation on ID of chers . .
6/18/15 at 4:40 PM revealed the resident The Director of Nursing or designee
continued to have brown grime aceumulated will review care plan interventions fgr
underneath the fingemails. residents with wounds and update as
10. Interview on 6/18/16 at 4:40 PM with CNA#8 needed. CNA assignment sheets will
confirmed the nalls and facial halr for residents be updated to reflect interventions as
#13, #38, and #72 were noticeable and should appropriate.
hava been addressed. She further revealed nall
care and facial hair grooming "should be dons in .
the shower" routinely. Systemic Change
F 314 | 483.25(c) TREATMENT/SVCS TO F 314| The Staff Development Coordinator pr
§8=6 | PREVENT/HEAL PRESSURE SORES designee will educate nursing staff on
Based on the comprehensive assessment of inerventions to promote wound
resident, the facility rust ensure that a resident healing and following care plans,
who enters the facility without pressure sores Nursing management will conduct
does not develop pressure sores unless the :
individual's clinical condition demonstrates that randorp rounds_ thr?e t}mes per week
they were unavoldable; and a resldent having on residents with significant wounds
pressure sores receives necessary treatment and to ensure care plan interventions are
sefvices to promote healing, prevent infection and followed, including incontinence

prevent new sores from developing. management and positioning,
This REQUIREMENT s not met as evidenced Monitoring

by: . . - e
Based on observation, medical record review Tltle Director of Nursing or designee
will conduct wound management

FORM GMS-2667{02.00) Provious Verslona Chsolete Event ID:MWET11 raciiusidbsossiceKly to checiy Ldtuation sheet Page 33 of 58
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- system are in place. The audit will
Gogtirt]u;?n:'row pa?: ?;,3 ity falled to Implement F314| include observations to check that care
and staif interview, the facility failed to Implemen . . :
intarventions to promote healing and prevent plan 1nt.ervent1-0ns are being followed.
avoidable worsening of pressure ulcers. This Corrective actions will be taken as
fallure resulted in a negative outcome for 1 of 2 needed.
sample residents (#12) with prossure ulcers. The Results will be reported to the Quality
flndings wera:
Assurance Performance Improvement

1. Review of the 4/13/15 slgnificant change MDS
assessment showed resident #12 raquired the
axtensive agsistance of two persons for ADLs
including bed maobility, dressing, and toilet use,
and was fotally dependent on the asslstance of
two persons for transfers. Further, the
assessment showed the residant had an
unstageable pressure ulcer that measured 4 cm
by 4 cm. Review of weekly pressure ulcer records
showed an unslageabls pressurg ulcer, located
on the resident's left ishium, was identified on
411115, Al that time, the ulcer measured 4 cm by
4 cm. Review of the resident's cara plan for
ingontinence, updated 6/17/15, showed the
resident was to be checked and changed every 2
hours, Review of the resident's care plan for
pressure ulcers, last reviewed on 6/17/15,
showad the resldent was fo have “rest perieds In
bed between meals." The following concerns
were [dentified:

a, Review of the 3/15/15 SBAR [Sluation
Background Assessment Recommendation)
communication form showed the resident had
developed a previous cpen area to the butiocks,
"Not laying resident down after sach meal" wag
listed as something that made the condition
worse, and "laying resident down after sach
meal’ was listed as something that made the
condition better.

b. Review of the 3/268/15 SBAR
communication form showed the resldent
developed a "2.5 cm reddigh area to L [left] lower

(QAPI). The QAPI committee will
evaluate the effectiveness of the plan
based on trends identified and
implement additional interventions a
needed to ensure continued
compliance monthly for 3 months th
reassess the need for continued
monitoring based on compliance.

Date of Compliance 7/23/15

LTl
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F 314 | Continued From page 34 F 314

buttock." "Positioning” was listed as something
that made the condifion worse and better,
Additionally, the communication form noted the
resident needed to be repositionsd every 2 hours,

¢. Review of the 4/8/15 nursing
weekly/monthly summary showed "...Pressure
ulcer i now a stage |1 4.0 X [by] 4.0 ulcer lefi
ishium. Air mattress is on bed, with fraquent
turning, keeping [resident] dry with every 2 hour
check and changa...and [resident] lies down
between megls fo relief (sic) pain pressura on
ischial tuberosity..."

d. Review of the 5/29/15 weekly pressure
ulcer record showed the pressurs ulcer to the left
ishium had Increased in slze to 4.8 by 5.2 cm,
had a large amount of purulent exudate, and the
resident was being referred to a wound clinic for
treatment.

@, Review of 6/4/18 wound clinic
documentation showed the ulcer had a large
amount of drainage, had a foul odor, and
measured 5.0 by 5.0 cm, with a depth of 1.5 cm,
Physlclan orders from the wound clinic, dated
8/6/186, included "Keep pressure off wound at all
times."

f. Review of 6/16/15 wound clinic
documentation showed the wound's healing
progress was Unchanged, nstructions from the
wound clinic Included "Nurses to keep Pt [patient]
off wound area lft buttock area."

g. Continuous observation on 6/18/15
beginning at 0:47 AM showad the resident was up
in his/her wheelchair, sltting In the front area near
the facility entrance. At 10 AM, the resident was
taken back to the activity room, The resident was
not checked for incontinehce, or repositioned.
The resident's parficipation in the activity was
minimal. At 10:43 AM, the resident was wheeled
back to the front area near the facility entrance

FORM CMS-2607{02-99) Previous Verslona Obsoleto Event ID: MWB711 Facllly ID; WYC005 If contnuation shaet Page 35 of 68
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Based on the resident's comprehensive
assessment, the facllity must ensure that a
resident who enters the facility without an
indwelling catheter s net catheterized uniess the
resident's clinical condition demonstrates that
cathelerization was necessary; and a resident
wha is incontinent of bladder recelves appropriate
treatment and services to prevent urinary tract
infections and to rastore as much normal bladder
function as possible.

The Staff Development Coordinator or

designee will educate nursing staff on
incontinence management and
following the interventions in the
incontinence care plan.

The Ambassadors will conduct routine

rounds with residents and if any
concerns 1/t incontinence or toileting
are observed they will notify nursing
management,

A. BUILDING
c
535025 B. WING 06/18/2015
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2700 E 12TH STREET
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X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN CF CORRECTION (X5)
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL FREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPIETION
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DEFICIENGY)
F 315 — Catheter Care, Prevention of
.F 314 Continued From page 35 F314| UTI
and left there. The reslident was not checked for : :
incontinence or repositioned, At 11:16 AM, the Correc_tlve Action . .
resident was again taken to the activity room, Tl?e Director prur.smg or designee
which also functioned as a dining room for meels, will evaluate incontinence
and was not checked for incontinence or management for resident #12 and
repositioned. At 1:08 PM, (3 hours and 21 .
minutes after the observation bagan) the resident update care plan and assignment shect
was taken to his/her room and faid down In bed, as needed by the date of compliance.
The resident's Incontinence brief was changed at Routine care givers for resident #12
that time, and CNA #3 revealed tha brief was wet. : : :
h. Intsrview with CNA #3 on 6/18/15 at 1:13 will be educated on incontinence
PM confirmed that was the first time the resident interventions by the Staff _
had been laid down or checked for Incontinence Development Coordinator or designee
since "we got [him/her] up for breakfast." Review by the date of compliance.
of posted facility dining times revealed breakfast
was served at 7:30 AM,
I Interview with the facility administrator and ID of Others
r:.or;;lor&lttz| ThN #;] on ?/1 BHSdat 6t45k PM The Director of Nursing or designee
confirmed the physician's order to keep pressure 1 e . :
off of the resident's wound meant, In order to will 1den’F1fy 1ncoqt1nent residents,
promote heallng of the wound, the resident evaluate 1nterventions and update carg
should not have been sliting up In a wheelchair plans and assignment sheet s as
for such & long period, and that s/he should have needed by the date of compliance.
baen chacked for incontinence every two hours,
F 316 | 483.25(d) NO CATHETER, PREVENT UTI, F 315 .
$9=0 | RESTORE BLADDER Systemic Change
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This REQUIREMENT Is not met as evidenced
by,
Based on okservation, medical record review
and staff interview, the facility failed to provide
necessary Incontinence services for 1 of 7
sample residents (#12) with incontinence. The
findings were,

1. Revlew of the 4/13/15 slgnificant change MDS
asasasment showed resident #12 required the
extensive asslstance of two persons for tollet use,
and was always Incontinent of urine, Further, the
assessment showed the resident had an
unstageable prassure ulcer that measured 4 cm
by 4 cm, Raview of the resident’s care plan for
incontinence, updated 6/17/15, showed the
resldent was to be checked and changed every 2
hours. The following concerns were ldentified:

a. Contnuous observation on 6/18/15
beginning at 9:47 AM showed the resident was up
In hisfher wheelchalr, sitting in the front area near
the facility entrance, At 10 AM, the resident was
taien back to the actlvity room. The resident was
not checked for incontinence, of repositioned.
The resident's participatlon in the activity was
minimal. At 10:43 AM, the tesident was whaeled
back to the front area near the facilily entrance
and left thers. The resident was not checked for
Incontinence or repositioned. At 11:15 AM, the
resident was again taken to the activity room,
which also functlons as a dining roam for meals,
and was not checked for Incontinence or
repositioned. At 1:08 PM, (3 hours and 21
minutes after the observation hagan) the resident
was taken to his/her room and laid down in bed.
The resident's incontinence brief was changed at
that time, and CNA #3 revealed the bilef was wet.

b. Interview with CNA#3 on 6/18/15 at 1:13

() 15 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ox8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHCULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
The Director of Nursing or designee
F 315 | Continued From page 36 F 315! will conduct random rounds three

times a week to monitor if care plan
interventions for incontinence are
being followed. Corrective actions
will be taken as needed.

Results will be reported to the Quality
Assurance Performance Improvement
(QAPI). The QAPI committee will
evaluate the effectiveness of the plan|
based on trends identified and
implement additional interventions a$
needed to ensure continued
compliance monthly for 3 months th¢n
reassess the need for continued
monitoring based on compliance.

Date of Compliance 7/23/15
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858=D

NEEDS

The facility must ensure that residents recelve
proper treatment and care for the following
special services:

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ilecstomy care;
Tracheostomy care,

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses,

This REQUIREMENT ig not met as evidenced
by:

Basad on obsarvation, staff interview, and
medical record review, the facillty falled to ensure
oxygen therapy was provided as needed for 1 of
5 sample residents (#88) who used oxygen
therapy, Tha flndings were:

Review of the 6/11/16 annhual MDS assessment
showed reskdent #88 had diagnoses including
chranic obstructive pulmonary diseass, heart

¢4y i SUMMARY STATEMENT GF DEFICIENCIES [s} PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
PEFICIENGY)
F 328 — Treatment for Special Needs
F 315 Continued From page 37 F 316
PM confirmed that was the first time the resldent : :
had been laid down or checked for Incontinence Cor{'ectlve A(’ztlon
on 6/18/15 since "wa got fhim/er] up for Resident #88’s oxygen tank was filled
breakfast." Review of pasted facility dining times by staff members as noted in the 256}/,
revealed breakfast was served at 7:30 AM. ID of Others
¢. Interview with the facility administrator and The DON/Desi il d
corporate RN #1 on 6/18(15 at 6:45 PM € esignee will conduct an
confirmed the resident should not have been audit of all portable oxygen tanks in
sitting up In a wheelchalr for such a long period, the building to inspect for the presenge
and that s/he should have been checked for of oxveen
incontinence every two hours, yEen.
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328

Systemic Change

Education will be provided to staff
membets by the DON/Designee
on/before the date of compliance in
regard to, but not limited to, proper
ways to check an oxygen tank to
confirm the presence of oxygen. Staf
members are educated to check on
oxygen levels during cares.

s

Monitoring

The DON/Designee will conduct
random audits of portable oxygen tar
levels weekly and review those audit
for trends. Corrective action will be
taken as needed.

Results will be reported to the Quality
Assurance Performance Improvement
(QAPI). The QAPI committee will
evaluate the effectiveness of the plan
based on trends identified and

sy
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compliance monthly for 3 months then
F 328 CO”ti”“adngom pa‘l[ige ;’B e doctor F 328| reassess the need for continued
failura, and dementia. Review of the doctor's P :
progress note dated 6/4/15 showed an addltional monitoring based on compliance,
diagnosis of hemoplysis {coughing up blood} and _
bronchitis, Review of a physiclan telephone order Date of Compliance 7/23/15
dated 5/3/15 at 3 PM showed an order for "O2 e
[oxygen] therapy as heeded to malntain SATS F 329 — Unnecessary Medications
[saturation levels] greatsr than 90%." Continuous
observation on 6/15/15 beginning at 3:15 PM Corrective Action
showed resldent #88 sitting at a table immediately The pharmacy consultant and the
following an activity, with a nasal cannula in place ttendi hvsici 1l iew th
and an oxygen tank hanglng from the back of the attending physician will review the
wheglchalr. The dial on the oxygen tank was antipsychotic and antidepressant
observed to show "empty." At 3:20 PM, the medications for resident # 87. A
resident removed the nasal cannula from hisfhar .
nhose and played with it before letting it drop to the Gradual Dose Rec.luctlon was
side of the wheelohair. The following concerns requested for Resident #87 on each of
were identified: . the 5 medications referenced. If
a. At 4:12 PM, CNA#2 provided the resident medications are not reduced a risk /
with a magazine, but did not assist with replacing benefi 1 b ided. A
the nasal cannula on the resident’s nose or check enelit statement will be provided. A
the axygen level of the tank. Psychoactive Medication Evaluation
b. At 4:50 PM, the resldant self-propelled the form has been completed and behavipr
whealchair down the hall. At 4:55 PM, CNA#B s i
noticed the oxygen tubing hanging from the side monitoring sh.eet has ]?eel,l initiated for
of ihe wheelchair, disconnected the tubing from the psychoactive medications and
the resident's tank, replacad it with new tubing, antidepressants.
but did not check the oxygen level of the fank at
that time,
c. A5 PM, CNA#T pushed the resident in ID of Others . o
the wheelchair down the hall toward the dining An audit of psychoactive medications,
room for dinner when the resident reqélestecl to including gradual dose reductions anl
use the tollet, RN #2 assisted the resident in the . .
bathroom at 5:09 PM and checked the oxygen ! or r'lsk'beneﬁt statements, behavior
tank (1 hour and 54 minutes after originally monitoring sheets and quarterly
observed on empty). Interview with the nurse at evaluations, will be completed by the
that time verifled that the tank was “completely social Service director or designee by
empty." . )
F 520 | 483.25(1) DRUG REGIMEN |S FREE FROM F 329| the date of compliance. Corrective
actions will be taken as needed.
FORM CMS-2667{02-08) Previous Vorslons Obsolzte Event ID; MWB711 Facilly ID: VY0005 If continuation shest Page 39 of 58
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The Interdiscipinary team will be
F 329 | Continued From page 39 F 328 educated by the District Director of
58D | UNNECESSARY DRUGS Clinical Services or designee by the
Each resident's drug regimen must be free from date of 901}191131105: on.faclllty
unhecassary drugs. An unnecessary drug ls any Psychoactive Medication
drug when used in excessive dose (énc[uding Management protocols,
duplicate therapy); or for excessive duration; or . \ . .
without adequate monitoring; or without adeguate The facility will begin conducting
indications for its use; or in the presence of weekly Psychoactive Medication
adverse consequences which Indicate the dose Meetings with the assistance of a
should be reduced or discontinued; or any consultant Social Worker. The
combinations of the reasons above. N .
purpose of the meeting is to review
Based on a comprehensive assessment of a current medication regimes for
resident, the facility must ensure that residents residents receiving psychoactive
who have not used antipsychotic drugs are not medications. Residents on
given these drugs unless antipsychotic drug o T .
therapy Is necessary to treat a specific condition psychoactive medications will be
as diagnosad and docurmnented in the clinical reviewed upon admission, with
record; and rasidents who use antipsychotic changes in medications and quartetly
drugs recelve gradual dose reductions, and hedul
behavioral interventions, ualess clinfcally per MD.S schedule, _ o
contraindicated, In an effort to discontinue these An audit of psychoactive medications
drugs. will be completed in conjunction with
the weekly meeting. The audit will
include gradual dose reduction and /
or risk benefit statements, behavior
This REGUIREMENT Is not met as evidenced monltorl.ng-forms, and ql.xarterly )
by: completion of psychoactive evaluation
Based on medical record review, and staff form,
interview, the facllity failed to ensure the drug
regimen was free of unnecessary medications for Monitori
1 of 17 sample residents (#87), The findings onttoring _ _
were: The Director of Nursing or designee
1. Review of the medical 4 showed resldent will complete random audit of
. Raview of the medical racord showed residen . .
#87 was admitted to the facility on 10/21/14 with psychoactive medlf:atlons' weekl’y for
diaghoses of hypothyreidism, glaucoma, hearing 3 months. Corrective actions will be
FORM CMS-2667(02-39) Previcus Verslons Obsolate Even It MWB741 FaallhAb Sy ggsnecaed. If continuation sheet Pags 49 of 58
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loss, histary of fall, anxiety disorder, blindness/low
vision, and arthropathy. Review of the June 2015
MAR showed the resident was receiving the
following medications:

~Trazodone (an antidepressant) 25 mg dally
at 8 PM started on 10/21/14

-Saroquel (an antipsychotic) 76 my twice
daily at 8 AM and 8 PM with a start date of
2/14/15, and a B0 mg dose to be givan at 2 PM
started on 2/19/15

-Reimeron (an antidepressant} 15 mg dally at
8 PM started on 3/6/15

-Abllify (an antipsychotic) 2mg daily af & AM
with & start date of 4/8/15

-Zoloft (an antidepressant) 80 mg daily at &
AM with start date of 4/17/15

Review of the 11/18/14 admission MDS
assessment showed the resident had & BIMS
score of 12/156 (maderately Impaired 8-12).
Review of the 2/26/16 quarterly MD5 assassment
showed a decline in the BIMS score to 8/15.
Review of the 414115 quartetly MD3 assessment
showed 5 months after admission the resident
had further declined in cognition to a BIMS score
of 315 (sevarely Impalred 0-7). The following
concerns were identified:

a. Review of the medical record failed to
show documented clinical rationale for the benefit
of, or necessity for, the use of multiple
medications from the same pharmasologleal
clags (2 antipsychotics and 3 antidspressants),

b. Revlew of the medical record showed
there were no nurses' noles or other notes with
evaluations of these medications since the
evalualions tltled “Psychoactive Medication
Evaluation” which were dated 4/68/15. The
evaluation for the use of Sercquel showed the

STATEMENT OF DEFICIENCIES {¥1) FROVIDER/SUPRLIER/CLIA {42 MULTIPLE CONSTRUCTION (R3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
538025 B. WING 08{18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2700 E 12TH STREET
CHEYENNE HEALTH CARE GENTE
HEYENNE HEALTH GENTER GHEYENNE, WY 82001
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The results of the weekly meetings
328 | Continued From page 40 F 329) will be brought to QAPI by the SSD 1o

show progress in the system as well as
examine trends.
The QAPI committee will evaluate the
effectiveness of the plan based on
trends identified and implement
addittonal interventions as needed to
ensure continued compliance monthly
for 3 months then reassess the need for
continued monitoring based on
compliance.

Date of Compliance 7/23/15
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behavlors that warranted use of the madication
were "hitting, yelling, repetitive statements,
attempting to call others." The evaluation showed
these hehavioral eplsodes occurred daily, The
recommendation was "GDR [gradual dose
reduction] requested.” Rsview of the medical
record and monthly MARs falled to show any
evidenca of behavioral monitoring related fo
these distrassed behavlors, Further, there was no
evigence a GDR was attempted.

¢. The 4/9/16 evaluafion of the Remeron
showed It was used to treat yelling, trouble
sleeping, hittihg and aggression. These behaviors
were shown as a daily frequency, Review aof the
medical record and monthly MARSs failed to show
any hehavicral manitering related to thase
distressed behaviors,

d. Review of the 4/9/16 evaluation for the
antidepressant Trazodone showed the medication
was used to treat dafly eplscdes of sadness,
self-isolation, agitation, and sleeplessness.
Review of the medical record and monthly MARs
falled to show any behavicral monitering related
to these distressed behaviors.

e. Review of the 4/9/15 avaluation for Zoift
showed It was used to treat daily episodes of
sadness, self-isolation, yelling and agitation.
Review of the medical record and manthly MARs
failed to show any behavicral monitoring related
to these distressad behaviors,

{. Review of the 4/9/15 evaluation for tha use
of Abilify showed it was used to treat daily
excessive talking and excitability, Review of the
medical record and monthly MARS falled to show
any kehavloral monitoring related to these
distressed behaviors.

g. Review of the Psychiatry follow-up notes
showed the resident was seen on 12/30/14,
1413M18, 20316, 313118, 477115, 4113115 and
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Therapeutic dlets must be prescribed by the
attending physiclan.

This REQUIREMENT Is not met as evidenced
by,
Based on observation, staff Interview, review of
recipe instructions, diet order Information,

madical racord review and review of the diet
manual, the facllity failed fo ensure the
therapsutic dist plan was followed for 5 of 8
sample residents (#2, #11, #48, #60, #70) and 21
non-sample residents (#1, #4, #5, #9, #10, 17,
19, #21, #22, #25, #40, #43, #560, #67, #61, #E8,
#72, #74, #82, #05, #99) who had therapeutic
diets. The findings weore:

Review of the diet order list printed on 6/17/156
showed residents #1, #2, #4, #5, #9, #10, #11,
#17, #19, #21, #22, #25, #40, #143, #48, #560, #E7,
#61, #68, #69, #70, #72, #74, #82, #65, #99 had

Resident #4 is now receiving the
proper diet as ordered

Resident #5 is now receiving the
proper diet as ordered

Resident #9 is now receiving the
proper diet as ordered

Resident #10 is now receiving the
proper diet as ordered

Resident #17 is now receiving the
proper diet as ordered

Resident #19 is now receiving the
proper diet as ordered

Resident #21 is now receiving the
proper diet as ordered

Resident #22 is now receiving the
proper diet as ordered

Resident #40 is now receiving the
proper diet as ordered
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F 367 — Therapeutic Diets
6/10/15. Rev_iew of the notes showed the resident Resident #2 is now receiving the
had depression and anxlety relaled to being in the di dered
hursing home and separation from his/her son, proper diet as ordered
The notes referred to the use of these Resident #11 is now receiving the
medications; however, failed fo include evidence proper diet as ordered
of the distresaed behavlors or olinical . . .«
contralndication for dose reductions. Resident #48 is now receiving the
h. Interview with corporate RN #1 on /18115 proper diet as ordered
at 7:50 PM verlfied additional behavior menltoring Resident #69 is now receiving the
documentation could not bs located related to the roper diet as ordere
continued use of these medications, Additionally, IIJ{ p dent #70 d ving th
the clinical rational for the use of multiple csident 15 now recetving the
medications in the same classification was not proper diet as ordered
able to be found. Resident #1 is now receiving the
F 367 | 483.35(e) THERAPEUTIC DIET PRESCRIBED F 367 proper diet as ordered

FORM CMS-2687(02-89) Pravioyus Varslons Obaolate
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_ Resident #50 is now receiving the
F 387 Crcl)nt;nlued F;om |:age- 43 simoshanical sof dlo F 367| proper diet as ordered
physiclan orders for a ground/mechanical soft die ; ; .
texture. [n addition, residents #1, #10, #40, #69, Resxdelzlt‘ #57 is Crllowdrecelvmg the
74, #82, #99 had orders for thickaned liquids. prc)}?er 1ct as ?1‘ €re o
The following concerns were identifled: Resident #61 is now receiving the
N{a. Oasewaétittz;‘n of tthet 6!15!1d5br;0020r|}1$aals proper diet as ordered
service showed the cut steamed broc . . .
served to residents with mechanical soft dist Remdent. #68 is now receiving the
orders without any chopping or further proper diet as ordered
n]odiﬁca;ign. Thr.:at brocdcolli waf}zn?teﬁto r?? large Resident #72 is now receiving the
pieces of flowerets and also o 1 inch long :
pleces of the stems. In addition, the dinner roll proper diet as (.)rdered .
served for the msal did not include any additional Resudent. #74 is now receiving the
malsture, the roll was observed to have a tough proper diet as ordered
cruséoa;ls;ae‘t: gf the facllity's recipe instructions Resident #82 is now receiving the
. recl .
showed the "oroccoli cuts" were not to be served proper diet as ordered
for the mechanical soft consistency. Rather Resident #95 is now receiving the
chopped or sliced broccoli was to be substituted, proper diet as ordered
¢, Dbservation on 6/16/15 at 511 PM showed : : et
resident #59 was served three meatballs, rather Remdent. #99 is now receiving the
than the ground texture meatballs which were proper diet as ordered
available.
d. Observation on 6/17/15 at 5:50 PM 1D of Others
showed resident #69 had been served vegetable e . . .
soup which consisted of cut vegetables In a thin Facility NHA/Designee will monitor|5
broth which was not thickened, and also had a random meals before the date of
glass of lce water which was not thickened, Compliance to inspect for proper
&. Observation on §/17/16 at 5:50 PM during PR
the evening meal service showed the soup textures and proper liquids per the
served to residents was all of the same thin broth resident tray card. Any concerns
regular dlet consistency, Interview with the identified will be corrected prior to the
registered dietitian (RD) and dietary manager on tfrav being served to the resident.
5/18/15 at 12:30 PM verlfied the soup was of a Thy D tg M dost L
thin broth conslstency and not thickened, € Dielary Manager or desighee Wi
f, Review of the facility's dlet manual audit tray cards for correct diet and
resource: Healthcare Services Group, Ine. Diet thickened liquid orders by the date of
Manual Third Edition 2011, showed breads and : . . AN
rolls with dry hard crust was not allowed for compliance Corrective actions will b
mechanical soft diets, In addition, the diet manual taken as needed.
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STORE/PREPARE/SERVE - SANITARY

The facility must -

{1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepars, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:
gased on observation and staff interview, the
facility falled to ensure food was properly stored,
that equipment was clean, and that wet wiping
clothes were held In sanltizer solution, The
findings were:
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_ Education will be provided on/beforg
F 367 | Gontinued From page 44 F367| the date of compliance to the Dining
showed large vegetables such as broceoli or Staff by the Dietary General Managef
cauliflower should be chopped or sliced. . )
g. Interview with the RD and the distary n regard to the requirements for each
manager on 6/17/15 at 3:22 PM verlified the Diet Type that the home serves. The
cooks and servers needed (o be aware and serve education provided will be maintained
the diet as ordered and in the appropriate size . .
and consistency. The RD verified the dietary staff in the kitchen for reference of the
were provided education related to modified dists dining staff members.
in orientation. However, there was nothing The Staff Development Coordinator pr
documented and a routine or formal education on designee will educate staff members
the subject was lacking. In additlen, the dietary & d wh .
manager verified the computerized system which on reading tray card when serving tray
contained the menu recipas and instructions was to ensure proper diet is served.
not accessibla by the coolks. Furthet, this
information was not previded In a format that was ..
available In the Kitchon for production purposes. Monitoring _ ,
F 371 | 483.35()) FOOD PROCURE, F 371| The NHA/Designee will monitor 3

meals weekly for 12 weeks and review
the results of each meal observed to
help improve the meal delivery
system,

Results will be reported to the Quality
Assurance Performance Improvemeng
(QAPD). The QAPI committee will
evaluate the effectiveness of the plan
based on trends identified and
implement additional interventions aj
needed to ensure continued
compliance monthly for 3 months thgn
reassess the need for continued
monitoring based on compliance.

Date of Compliance 7/23/15
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1. Obsarvation on 6/15/15 at 9:14 AM showed
various unlabelad or explired items available in
tha reach In refrigerator, These neluded;

a. A container of "Perk loin” dated "use by
6/12",

b. A pan of what appeared to be brown gravy
with no label of date,

¢, A small container of "sliced turkey" with no
date.

d. Marinara sauce in a large container labeled
"use by 6/14".

2. 3 partial packages of sliced cheese with no
dates,

f. Cooked macaroni in a container with no
date, the contents appearad to ba spolled with a
slimy liquid in the bottom of the container.

According to Food Code 2013, U.8, Public Health
Sewvice: 3-501.17 "(A) Except when
PACKAGING FOOD using 8 REDUCED
OXYGEN PACKAGING method as specified
under § 3-502.12, and except as spacified in 11
(D) and (E) of this section, refrigerated,
READY-TO-EAT, POTENTIALLY HAZARDOUS
FOOD (TIMEfTEMRERATURE CONTROL FOR
SAFETY FOQD) prepared and held In a FOOD
ESTABLISHMENT for more than 24 hours shall
be clearly marked to indicate the date or day by
which the FOOD shall be consumed on the
PREMISES, sold, or discarded when held at a
temperatura of 5°C (41°F) or less for a maximum
of 7 days.

2. Qbservation on 6/15/15 at 9114 AM and
B/16/16 at 4:66 PM showsd the exteriors
including the handles of the refrigeration and
freezer storage units were solled with grime and
sticky food residues. These included the 3 units
hear the back door and the fregzer and

discarded during the survey as listed.
The fridge and freezer units were
properly cleaned.

The facility ovens were properly
cleaned.

ID of Others

The NHA/Designee will conduct an
audit of the kitchen food storage for
expired items or items not
labeled/dated properly. Additionally
the NHA/Designee will review the
cleanliness of the kitchen equipment.
Issues will be corrected as identified.

Systemic Change
Education will be provided on/before
the date of compliance by the
GM/Designee for the Dining Staff.
The education will include, but not b
limited to; Proper Labeling of food
products, food storage timelines and
requirements as well as cleaning of
kitchen equipment. The facility will
adhere to the current cleaning
schedule to ensure compliance. The
GM/designee will provide a daily
informal review of the kitchen
environment,

v

Monitoring

X410 BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREGTION X6}
PREFIX (EAGH DEFIGIENCY MUST BE PRECERED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFCRMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
The food items noted in the 2567 wete
F 371 | Continued From page 45 F 371
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as well as inspecting for properly
ne C:r;ﬂn ue;d FmIT ps;(?‘le . th wall. In addition, th 371 cleaned surfaces.
refrigerator unil on the south wall, In addition, the .
interior and exterior of the 2 ovens and the top The r esults will be reported to the
convection oven were solled with greass and food Quality Assurance Performance
build-up which needed to be cleaned. Improvement (QAPI). The QAPI
committee will evaluate th
According to Food Code 2013, U.S. Public Health oot N be d
Service: 4-601,11 "(A) Equipment food-contact ¢lfectiveness ol the plan based on
surfaces and utensils shall be clean to sight and trends identified and implement
touch, (BJ'tThﬂd food-cor?t&ltlcé SLllcrfatG?s of c;ooking additional interventions as needed to
equipment and pans shall be kept free o . .
encrusted grease deposits and other soll ensure continued compliance monthly
accumulations. {G) Nonfood-contact surfaces of for 3 months then reassess the need for
equipment shall be kept free of an accumulation continued monitoring based on
of dust, dirt, food residue, and other debris.” compliance.
3, Observation on 6/M15/15 at 9:26 AM showed a i
cutting board and knife located on the food Date of Compliance 7/23/15
preparation table. There was no food on the table
at that time, howaver, there were three wet wiping . . ..
cloths on the table. F 386 — Physician Visit
Documentation
According to Feod Code 2013, U.S, Public Health Corrective Action
Service, 3-304.14; "(B) Cloths in-use for wiping .
counters and other EQUIPMENT surfaces shall The notes for Resident #54 were
be: (1) Held between uses in a chemical sanitizer received in the facility during the
solution at a concentration specifled under § survey and placed in the medical
4-501.114; record.
4, Interview with the registered dietitian and the ID of Others .
dietary manager on 6/18/15 at 3:15 PM revealed The facility Health Information
tha kitchen needed more frequent cloaning and a Manager (HIM)/Designee will
deep cleaning list was being developed. The duct dit of all t resideht
expiredispoiled food items had been discarded conduct an aucit ol all current residen
and the dietary manager verifled the need for charts to inspect for physician visit
proper labels and dates for ell items, notes for the past 6 months. If notes
F 386 éngﬁ%EEg%gﬁgﬁgS”S - REVIEW F386| are found to be missing they will be
$8=D requested and placed in the medical
record.
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The facility made a change in the

T '?ﬁgt;)r:ll;zrijc::a[:mf;r:\j;w the resicdent's total e position of HIM in late May. The new
nrogram of care, Including medications and HIM started on 6/15/15, the first day
treatments, at each visit required by paragraph (c) of the survey.
of this section; write, sign, and dafe progress Education will be provided by the
notes at each vislt; and sign and date &ll orders DON/Designee to the current HIM
with the exception of influenza and pneumococeal . .
polysaccharide vaccines, which may be on/before the date of compliance in
adminlstered per physiclan-approved facility regard to the importance of proper
polley after an assessmant for contraindications, filling of such visit records.

This REQUIREMENT is not met as evidenced Monitoring
by: The HIM/Designee will complete and

Based on medical record review and staff

interview, the facility failed to ensure physician audit monthly to inspect that the most

progress nates were avallable In the medical recent visit notes are present in the
racord for 1 of 17 (#64) sample residents, The chart.

findings were: Results will be reported to the Quality
Medical record review showed resident #54 was Assurance Performance Improvement
admitted to the facility on 5/24/11, The review (QAPI). The QAPI committee will
revealed there were ho physician progress notes evaluate the effectiveness of the plan
in the record since 12/3/14 and na ::iocumentatlon based on trends identified and

to show physlclan visits since that time, On . . . .
6/17/115 at 11 AM the administrator provided implement additional interventions aj
physiclan progress notes for 1/26/15, 2/26/15, needed to ensure continued

3/17/5, 4/28/15, and 5/26/15. Intorview at thal compliance monthly for 3 months then

time revealsd the facility acquired the progress

notes on 6/17/16 via fax from the physician's reassess the need for continued

office, and the notas had not been available at the monitoring based on compliance.
facility prior to that. 6
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 i
s5=0 | SPREAD, LINENS Date of Comp'1ance 7/23/15
F 441 - Infection Control
The facillty must establish and maintain an ; Corrective Action
Infection Control Program designed to provide a .
safe, sanitary and comfortable environment and Resident #94 hgs been placed on
to help prevent the development and transmission contact precautions. The care plan has
been updated to reflect the contact
FORM GMS-2667(02-09) Provious Versions Obsolete Evenl |0 MWB711 Faclijgiegdiitions, Routine daxotguwbrssiwelPage 46 of 55
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of disease and infection,

{a) Infeotion Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, contrels, and pravents infections
in the facility;

(2) Decldes what procedures, such as isalation,
should be applled to an indlvidual rasident; and
(3) Maintaine a record of incldents and corractive
acfions related to infections,

(b} Preventing Spread of Infectioh

(1) When the Infection Contro! Program
determines that a resident neads isolation to
pravent the spread of infection, the facility must
isolate the resident,

(2} The facility must prohibit employees with a
communicable disease or infected skin leslons
from direot contact with residents or their food, If
diract contact will transmit the disease.

(3) The facllity must require staff {o wash their
hands after each direct resident contact for which
hand washing ls indicated by accepted
professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection,

This REQUIREMENT Is not met as evidenced
by:
Based oh observation, madical record review,
review of facility policy and procedure, and staff
Inferview, the facility falled to implement infection
control procedures fo prevent the spread of

(X4 1D SUMMARY STATEMENT OF DEFICIENCIFES I PROVIDER'S PLAN OF CORRECTION 05
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L.3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)
‘ interventions for the current infection
F 441 Continued From page 48 F 441

for resident #94 by the Director of
Nursing or designee. A sign stating
that “Any Visitors Must Visit the
Nurses Station Prior to Entering the
Room” was hung on the resident’s
door.

ID of Others

The DON/Designee will review all
residents with communicable diseases
requiring to ensure that proper
infection control precautions are in
place. Staff will be educated as
needed. Corrective actions will be
taken as needed.

Systemic Change

Education will be provided to Staff
members on/before the date of
compliance in regard to the proper
requirements needed for Isolation
Precautions and when someone should
be placed on precautions. The
education will include that signage
will be used to alert staff members to
the changes in a residents care needs,
Signage on the resident room will alert
staff members to the precaution.
During daily clinical meeting, lab
results, new orders for antibiotics and
new infections will be reviewed by

FORM CMS-2567{02-09) Previous Verslons Obeolale Event 10: MWB7 11
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evaluate interventions and amend as
needed.

When someone is placed on isolation
precautions staff who routinely
Review of the 3/24/15 adrnission MDS provide care to the resident will be
assessment showed resident #94 was admitted educated on precautions to be initiatdd

to the facility with a stage IV pressure ulcer, d f . by th
Review of the 6/10/15 lower coccyx wound and reason for precautions by the

clilture result showed methlcillin resistant Infection Control Nurse or designee.

Staphylococcus aureus (MRBA) was identifled. The infection control Nurse or

Raview of the resident's care plan for Infection, . . :
dated 6/11/15, showed the resident was on designee will complete observation

F 441 Continued From page 49 F 441

disease for 1 of 1 sample residents (#94) with a
communicable disease. The findings wers:

cohtact Isolation precautions, Review of the rounds 3 times per week of resident ¢n
6/12/15 nursing dally skilled summary showed isolation precautions. Corrective
Continue contact iso [lsolation] related to actions will be taken for any identifidd

reported wound culture..." The following concerns

were identified: concerns.

1. Raview of the facility's polley for contact Monitoring

precautions (2012 ICP Assoclates, Inc.), revealed :

"V|, Contact precautions may be considered for The Infection Control Nurse or
{(examples); A, Multi-drug resistant organisms designee will review residents on a
(2.9, MRSA...)." Further review showed "lll, weekly basis to ensure that those
Gowns. A. Agown should be dornned prior to residents requiring isolation

entering the roam or resldent's cublcle, B, The

gown should be removed before leaving the precautions have them in place.

resident's rom. C. After removal of the gown, Results will be reported to the Quality
Olothil‘lg should nqt contact potentlﬁllly . Assurance Performance Improvement
contaminated environmental surfacas, (QAPI). The QAPI committee will

2, Obsarvation of the resident's room on 6/17/15 evaluate the effectiveness of the plan|
at 12:05 PM showed nothing po_sted on the door based on trends identified and

ot In the area to indicate the resident was on implement additional interventions as
contact precautions, or that persons entering the .

room should consult the nurge. There was no needec} to ensure continued

personal protective equipment (PPE), such as compliance monthly for 3 months th¢n
gloves or gowns, placed near the door. reassess the need for continued

3. Observation on 6/7/15 at 1:01 PM showed monitoring based on compliance.

LPN #1 entered the room to check on the
FORM CMS-2587(02-08) Provious Versions Qbsclele Event ID; MWB711 rastilBlEvadok-ompliance 7 {Rodflmiation sheet Paga 50 of 68
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F 441 | Continued From page 50 F 441

resident and tell the resident that aldes would be
in shortly to asslst him/her. The LPN then leff the
reom, telling the resident "I'll be right back, | have
{0 get some gloves." The LPN returned with
gloves a short time later,

4. Observation on 6/17/16 beginning at 1:12 PM
showed GNA #t4 entered the resident's room,
washed her hands and donned gloves, but did hot
don a disposable gown, She raised the resident’s
bed and used a pull shaet to position the resident
onto his/her left side. CNA#5 enterad the room at
1:18 PM, washed her hands and donned gloves,
but did not don a disposable gown. The two aides
proceaded to provide personal care to the
rasident, included amptying the reslident's
colostomy bag, emptying the resident's urine
collection bag, cleaning the residant and
repositioning the resident. CNA #4 was noted to
rub the bottom of her noge with her gloved hands
twice while providing care to the resident. The
aides finlshed providing care to the resldent, and
then removed the trash In a regular trash bag.

5, Interview with CNA#4 on 6/17/16 at 1:26 PM
revealed she was unaware the residant was on
isolation precautions.

6. Interview with CNA#5 on 6/17/15 at 1:18 FM
revealed she believed "the resldent was still on
conlact precautions."

7. Interviow with corporate RN #1 on 6/18/15 at
6:45 PM confirmed the resident's room should
have been posted as requiring contact
precautions, PPE should have been readlly
available, and all staff providing care to the
resident should have bgen educated on contact
precautions.
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LAB NAME/ADDRESS

The facllity must file in the resident's clinical
record laboratory reports that are dated and
contaln the name and address of the testing
laboratory,

This REQUIREMENT is not met as evidenced
by
Based on medlcal record review and staff
interview, the facility failed to file resident
laboratory test reports In the clinical recard for 3
of 17 sample residents (#£3, #18, #94}, The
findings were:

1. Review of the medical record for resident #3
showed a telephone crder dated 51415 for a
complete blood count, comprehensive metabolic
panel, and ipids o be done on 5/18/15. Further
review of the clinical record showed no evidence
these tests had baen completed. Test results
provided by corporate RN #1 on 8/18/16 at 4 PM
confirmed the tests ware completed, and
inferview at that fime confirmed the results had
not been filed in the resident's clinlcal record,

2. Review of the medical record for regident #18
showed the following:

a. Atelephone order dated 4/24/15 for a basic

mefabolic panel to be done on 4/27/15,

b, A talephons order dated 5/1/15 for a
urlnalysis with culture and sensitivity to be done
on 5/4/16.

¢. Atelephone arder dated 1/28/15 for a basic
metabolic panel fo ba done on 2/2/15.

Further review of the medical record shawed ho
evidence these tests had bheen completed. Test

XA} 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTIGN %6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 507 — Lab Reports not present in the
F 507 | 483.75(){2)(lv) LAB REPORTS IN RECORD - F 607

Chart

Corrective Action

The lab results for resident #3°s labs
were placed in the chart during the
survey,

The lab results for resident #18°s labs
were placed in the chart during the
survey.

The lab results for resident #94°s labs
were placed in the chart during the
survey.

ID of Others

The HIM/Designee will audit the pas
60 days of Physician orders and
Medical records for any diagnostic
tests & results to ensure that all of
those requests have been properly
completed and filed.

Systemic Change

Education will be provided on/before
the date of compliance to the HIM by
the DON/Designee in regard to the
timeline and process for information
to be filed in the residents chart.
Education will be provided to the
licensed nurses by the Director of
Nursing or designee by the date of
compliance on the process for
ordering and obtaining results for labs,

-
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The facility must provide or obtain radiology and
ather diagnostic services to meef the needs of its
residents. The facility is responsible for the
quality and timeliness of the services,

This REQUIREMENT is not met as evidenced
by:
gassd on staff intervlew and medical record
review, the facility falled to ensure radiclogy and
diagnostic procedures were completed for 1 of 5
sample residents (#84) with these types of
procedures orderad. The findings were;

Review of the medical record showed resident
#84 had diagnoses including hypartension,
schizophrenia, and bipotar disorder, Review of
the physiclan's “raport of consultation”
documentation dated 6/11/16 showed the
following recommendations: "1, | have requested

STATEMENT OF DEFICIENGIES {%1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
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(%) ID SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION 6
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG ckoss-REFeneggggl"éﬁ (‘}I’%E APPROPRIATE DATE
During daily clinical meeting orders
F 507 Continued From page 52 F807| for labs will be reviewed for
results provided by corporete RN #1 on 6/18/15 at : ‘
4 PM confirmed the fests were completed, and complet.lon and presence of results in
interview at that time confirmed the results had the medical record.
not been filed in the resident's clinical record.
Monitoring
3. Review of the 6/27/16 report of consultation for . .
resident #94 showsd a culture and sensitivity was The. DON/Designee will conduct an
orderad on the resident's wound. Further review audit of labs weekly for weeks and
of the clinical record showed no evidence this then monthly for 2 months to ensure
culture and sensitivity was completed. Test .
results provided by corporate RN #1 on 6/18/15 at that the labs results are fe"e“’ed and
4 PM confirmed the culture and sensitivity had placed in 1.;he chart timely. .
bean completed, and inferview at that time Results will be reported to the Quality
confirmed the results had not been flled in the Assurance Performance Improvemen“:
resident's clinical record. . .
F 508 | 483,75(k)(1) PROVIDE/OBTAIN F 508 (Q’“I‘PI)- Ehe foAP_I comm“lfe; W‘il
§8=p | RADIOLOGY/DIAGNOSTIC SVGS cvaluate the effectiveness of the plan

based on trends identified and
implement additional interventions ag
needed to ensure continued
compliance monthly for 3 months the
reassess the need for continued

monitoring based on compliance.

1

Date of Compliance 7/23/15

F 508 — Radiology Results
Corrective Action

The EKG was completed for Resident
#84

ID of Others
The HIM/Designee will audit the pas
60 days of Physician orders and

Medical records for any diagnostic

=t
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The facllity must filg in the resident's clinical
record sighed and dated reports of x-ray and
other diagnostic services,

This REQUIREMENT Is not met as evidenced
by
Based on medical record review and staff
interview, the facllity falled to ehsure radiology
reports were filed in the medical record for 3 of 3
sample residents (#3, #18, #89) with radiology
reports. The findings were:

1, Medical record review showed an order dated
2/28/15 for resident #69 to recelve an x-ray of the
left hand related to a fall. Gentinued review of the
racord falled to show the results of this radiclogy
procedure. Interview with the administrator on
617115 at 10:36 AM verlfied the results of the
x-ray were not in the record, The results were
obtained and filed In the record on 6/17/18.

2. Review of the medical record for resident #3
showed a telaphone order dated 6/2/15 for a
cervical-spine x-ray. Further review of tha clinizal

for EKG’s will be reviewed for

completion and prescence of results in

medical record.

Monitoring

The DON/Designee will audit EKG
requests weekly for 4 weeks and
monthly for 2 months to ensure that ¢
EKG’s are properly completed.
Results will be reported to the Qualit,
Assurance Performance Improveme
(QAPI). The QAPI committee will
evaluate the effectiveness of the plan|
based on trends identified and

implement additional interventions a$

needed to ensure continued

compliance monthly for 3 months then

reassess the need for continued
monitoring based on compliance.

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (X6)
PREFIY (EACH DEFIGIENGY MUST BE PRECEDED 3Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD B2 COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS‘REFERE,‘;‘%B,Eﬂ g\:{a}& APPROPRIATE DATE
those requests have been properl
q Y
F 608 | Continued From page 53 F 608 completed and filed.
an EKG on [resident] 8/19/14, 2/19/15, and
3130115, | have never received these resulis...” .
Review of the electrocardiogram order, dated Systemic Chan_ge ] _
8/27/15, showed an EKG was ordered by the ‘The DON/Designee will provide
medical director, There was no documeantation In education on/before the date of
the madical record of additional EKG orders or 1i to Li 4 Nursi taft
results, Telephone interview with the complance to Licensed NUrsing sta
adminlstrator on 6/24/15 at 10:16 AM verified members in regard to the proper
thera IWtﬂSan avidence the ordered EKG was process to receive orders and Setup the
completed, .
F 513 | 483.75(k)(2)(iv) X-RAY/DIAGNOSTIC REPORT F §13 g’pc.’mt’:l’e.rllt of.p?ocleduret'. ;
35=E IN RECORD-SIGN/DATED uring dail y cilnical mecting orders

11

y

b

Date of Compliance 7/23/15
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Corrective Action

F 513 | Continuad From page b4 F 513| The X-ray results for resident #69 were
record showed no evidance this test had been placed in the chart during the survey.
completed. Test results provided by corporate RN The X-ray results for resident #3 were
#1 on 6/18/15 at 4 PM confirmed the tests were placed in the chart.

completed, and interview at that tme confirmed

the results had not been filed in the resident's The MRI results for resident #18 were

clinical record, placed in the chart.
3. Review of the medical record for resident #18 ID of Others
showed a telephone order dated 3/26/16 for a The HIM/Designee will audit the past 60

magnetic resonance imaging cervical-spine

without contrast, and a telephone order dated days of Physician orders and Medical

5/1/16 for computerized axlal tomography of the records for any diagnostic tests & resulty
head without contrast. Further review of the to ensure that all of those requests have
clinical record showed no evidence these tests been properly completed and filed.

had besn completed. Test results provided by

corporate RN #1 on 6/18/15 at 4 PM confirmed
the tests were complated, and interview at that
time confirmad the results had not been filed in

Systemic Change
Education will be provided on/before the

the resident's clinical record. date of compliance by the DON/Designee
F 516 | 483.75(1)(3), 483.20(f)(6) RELEASE RES INFO, F 816/ to the Licensed Nursing Staff in regard tp
§8=F | SAFEGUARD CLINICAL RECORDS the proper protocel for receiving the order
Afacill ‘el information that | and arranging the service. r
aciity may not release intormation that (& During daily clinical meeting orders for
resident-identifiable to the public. XRays and MRT’s will be reviewed for
The facliity may release Information that Is completion and presence of orders in
resident-identifiable to an agenl only In chart,
accordance with a contract under which the agent
agrees not to use or disclose the information Monitoring
teoxggp; ;o the extant the facility itself is parmitted The DON/Designee will audit Xray and
' MRI requests weekly for 4 weeks and
The facility must safeguard clinical record monthly for 2 months.
inforrnatlpn agalnst loss, destruction, or Results will be reported to the Quality
unauthorized use. Assurance Performance Improvement

(QAPI). The QAPI committee will
evaluate the effectiveness of the plan
based on trends identified and implement

FORM CMS-2567{02-89) Pravious Versions Obsolole Event ID; MWB711 Facl S} FARIBES 11_1tervent10ns _ﬂ‘mﬁﬁiﬁﬂlwheat Page 55 of 58
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3 months then reassess the need for
I 518 | Continued From page 55 F 516| continued monitoring based on
by: compliance.
Based on ohsepvation and staff Interview, the
facility falled to safeguard medical records :
against unauthorized use In 1 of 3 record storage Date of Compliance 7/23/15
areas (the medical records office). The findings F 516
were: Corrective Action
Observation of the medical record office on The 12 boxes were removed from
8/17/15 at 11:10 AM showed there were 12 boxes improper storage. The facility sent
of unsecured madical records on the floor. Other excess files that were appropriate for
medical records were stored along the walls In : :
open lateral file cablnats. Intarview at that time Offs.l t.e storage to. t.he Iron Mountain
with the medical records manager revealed the Facility. The facility was then‘able tg
records were not secured within the room. At the properly secure all of the medical
end of her work day the main door was Iocked. records within the medical records
However, in addition to herself, the DON, MDS i
coordinator, administrator, and maintenance oLhee. ,
director had keys to the room, With the Access to the Medical Records has
maintenance director having access to the room, been limited to the Health Information
the facility failed to ensure only those with a need : :
to know the information had access to the Mal}ager, Ifflrector of Nursing and
racords. Resident Director of Care
F 520 483.75{0)(1) QAA F 520| Management.
s5=g | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS ID of Others
The NHA/Designee conducted an
A facllity must maintain a quelity assessment and audit of the facility premises to inspect
assurance committee consisting of the director of for any subsequent areas of impropef
nursing services; a physician deslgnated by the d
facility; and at least 3 other members of the record storage.
facility's staff,
Th It cand e Systemic Change
@ quality assessment an assurg . . .
commitiee meets af least quarterly to identify Educatlon.vvlll be provided ‘?y the
lssues with respect to which quality assessment NHA/Designee to the HIM in regard
and assurance activities are necessary; and to proper storage of files and the neeg
develops and implements appropriate plans of for proper levels of security in order jo
Dl'-lf ULI«II:]I. luoidcllt iufuuuatiuu.
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actlon to correct identifled quallty deficlencies.

A State or the Secretary may not reguire
disclosure of the records of such committee
except insofar ag such disclosure i related to the
compllance of such committee with the
requiremants of this saction,

Good falth attempts by the committee to Identify
and correct qualily deficiencies will not be used as
a basis for sanctions.

This REGUIREMENT is not met as evidenced
by:
Based on staff Interview and compliance history
Information, the facility failed to ensure an
effective quality assessment and assurance
{QAA) program was being implemented to
prevent repeat deficiencies (F241, F228, F312,
F371) from previous surveys. The flndings were:

1. Review of the Casper 3 raport last updated on
8/5/15 showed the facllity was cited for resident
dignlty issues (F241} on the 2/2011 and the
1/2012 recertification sutveys. In additlon, the
facllity was cited for F241 on the 3/19/15
compliant survey and dignity Issues are being
clted for the 6/18/15 current recertification survey.

2. Raview of the 6/5/15 Casper 3 repott showed
the facility was cited for non-compliance with
Investigation and reperting of resldent abuse
allegations (F225) on the 1/2012 recertifivation
survay. Additional non-compliance was clted for
F225 on the 1417/14 complaint investigation and
ramained out of compliance on the 3/20/14 revislt
survey. The facllity is also cited with
non-compliance for these issuas on the 6/18/156

medical records office weekly for 4
weeks and monthly for 2 months to
ensure all files are properly stored
within the office.

Results will be reported to the Quality
Assurance Performance Improvement

(QAPI). The QAPI committee will
evaluate the effectiveness of the plan
based on trends identified and

implement additional interventions as

needed to ensure continued

compliance monthly for 3 months the
reassess the need for continued

monitoring based on compliance.

Date of Compliance 7/23/15

n

F 520 — Quality Assurance
Corrective Action

Repeat tags for 225 Abuse, 241
Dignity, 312 Dependent ADL Cares,
371 Kitchen Sanitation

1D of Others
Review of Current PIP’s and Action
Plans with the outgoing NHA.

Systemic Change

The Senior NHA/Designee will
provide Education to the Facility
Leadership team in regard to an

[%4) 10 SUMMARY STATEMENT OF DEFICIENGIES i) PROVIDER'S PLAN OF CORRECTION (X5)
PREF)X {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE GOMPRLETION
TAG REGULATORY OR L3S0 IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
REFIGIENGY)
Monitoring
F 520 | Continued From page 56 F 520| The NHA/Designee will audit the
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racattification survey,

3. Revlew of the 6/6/15 Casper 3 report showed
the facility was cited for not providing resident
ADL asslstance (F312) on the 2/2011
recertification survay, Review of complaint
Investigation reports showed the |ssues were also
cited on the 1/2115 and 3/19/16 complaint
surveys, The facllity was also found to be
non-compliant with these requiremants on the
6/18/15 racertlfication survey,

4, Review of the 6/6/15 Casper 3 report showed
the facility was cited for food storage and kitchen
sanitation issues (F371) during the 2/2011,
112013, and 3/20/14 recerification surveys.
Non-compliance with the F371 requirements was
also |dentified on the current 8/18/15
recartification survey.

5, Interview with the administrator on 6/18/15 at
5:15 PM verified the guality assurance process
was not effective in all areas,

The NHA/Designee will hold weekly
QAPI meetings to ensure proper
discussion and follow up or progress
is being made in regard to the
correction of the current deficiencies
The home will still conduct a Monthly
QAPI meeting to review all issues in
the home but will use the other
meetings to focus on the currently
outstanding tags. Results will be
reported to the Quality Assurance
Performance Improvement (QAPI).
The QAPI committee will evaluate the
effectiveness of the plan based on
trends identified and implement
additional interventions as needed to
ensure continued compliance monthly
for 3 months then reassess the need for
continued monitoring based on
compliance.

Date — 7/23/15
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