RECEIVED
WY Bopt o oam,

08182015

RINTED:
0CT 01 2045 FORM APPROVED

EATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA

D PLAN OF CORRECTION IDENTIFICATION NUMBER:

535013

(X3) DATE SURVEY
COMPLETED

09/03/2015

NAME OF PROVIDER OR SUPPLIER
KINDRED TRANSITIONAL CARE AND REHABILITAS

STREET ADDRESS, CITY, STATE, 2IP CODE

3128 BOXELDER DRIVE
CHEYENNE, WY 82001

(X4} ID
TAG

PREFIX |

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10 |
PREFIX |
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(%5}
COMPLETE
DATE

52810

S 000!

OPENING COMMENTS

Rules and Regulations utilized for this survey
are:

Rules and Reguiations for Program
Administration of Nursing Care Facilities,
Chapter 11, effective 06/26/2000

' Rules and Regulations for Licensure of Nursing
| Care Facilities, Chapter 18, effective 06/26/2000

A State ficensure survey was conducted by
Healthcare Licensing and Surveys on 8/31/15
through 9/3/15.

The following common abbreviations are used
throughout this document:

CNA: Certified Nurse Aide
DON: Director of Nursing

LPN: Licensed Practical Nurse
MODS:; Minimum Data Set

L.ess commonly used abbreviations will be
annctated in each deficiency.

Ch 11 Sec 5 (b)(iv) Organization and
Administration

(b) Personnel policies and procedures. The
governing body or its equivalent, through the
Nursing Home Administrator, shall be
responsible for implementing and maintaining
written personnel policies and procedures that
support sound resident care and personnel
practices,

(iv) Written policies shall ensure a safe and

| sanitary environment for residents and
| personnel.

(A) Tuberculin testing shall be
accomplished for each employee upon

S 000

$2010

{

$2910 '

Corrective Action:

All current employees have had TB
test completed. All new employges

will have test completed prior
beginning work.

Identification of Others:
Employee files have been checked

verify all employees have had their

TB tests completed.

11/1/2015
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§2910| Continued From Page 1 52910 System Changes: 14
The SDC, who is responsible fpr
:nmdpl:gtznug?l;%l"lgrle::ffgre residant contact begins completion of TB testing, will be in-
’ serviced in regards to the policy apd
(8) Employees having known positive skin regulation of employee TB testing.
testI:::a" provide a fceﬂiﬂﬁ:g;; The SDC/designee will condyct
noninfectiousness fora p n, .
recommendations, if any, for treatment, and random weekly audl.ts for 90 day.s to
evidence that they have complied with such confirm that TB testing was Pfo‘fld >d
recommendations. to all new employees prior to resident
tact.
(C) Individuals providing documentation of con
negative skin tests administered within the last L.
year need no physician follow-up at this time. Monitoring:
| g 48 8k A QA tool will be wused by
(D) Individuals never having had a skin /desi to look at new hire
test or who do not have written proof of skin test o desngrl:ee d e EEI'B test
results, shall have an intradermal Mantoux using a2l tl S G DL L U ;
5TU PPD. This shall be accomplished via the been given and read timely one time
two (2) step procedure. If the first test is weekly x 3 months. This will be
g:?;;g;z :“mda;h:n:":gleof:s:;:x;“g:g;“:ﬁge reviewed at monthly QA meeting for
to the results of the second skin test, further ~ review and  educatiorjal
opportunities.
() Anegative reaction requires no
follow-up by a physician at this time.
{1} A positive reaction (10mm
induration using 5TU PPD) requires a referral to
a physician for x-ray and certification of
noninfectiousness and appropriata treatment if
needed. Follow-up shall comply with
recommendations of the attending physician.
(E) If symploms occur, a new certificate of
noninfectiousness is required from the physician.
This RULE: is not met as evidenced by:
Based on employee record review and staff
interview, the facility failed to ensure tuberculin
STATE FORM Rr e MQSG“ =
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Continued From Page 2

(TB) testing was completed for each employee
befora resident contact for 2 of 8 employees
reviewed, The findings were;

1. Review of the employee record for
housekeeper #1 showed her date of hire was
6/10/15. Further raview of the record showed the
employee did not receive the test for TB until
8/1/15, approximately 3 months following her date
of hire.

2. Review of the employee record for CNA# 4
showed his date of hire was 3/16/15. The first day
of resident contact was on 3/28/15, Further, the
record showed a negative TB test on 4/5/15,
completed 8 days following initial resident contact,

3. An intesview on 9/3/15 at 6:25 PM, she
acknowledged the TB tesling needed to be
completed prior to resident contact.

Ch 11 Sec 6 (b)(ili) Physical Environment

(b) Sanitary Environment, The Nursing Care
Facility shall establish policies and procedures
for investigating, controlling and preventing
Infections.

(iii) The facility shall report the required
diseases/conditions to the Wyoming Department
of Health, Epidemiology Unit as per W.S.
§35-4-107. In addition, those conditions
classified as nosocomial where two (2) or more
persons, elther residents or employees, are
affected shall be reported immediately to the
State Health Officers, the County Health Officer,
and the Licensing Division. The Nursing Care
Facility Administrator or his/her designated
representative shall fumish all available pertinent
information related to such disease or condition

52910

52028

52928

Corrective Action:
The Licensing Division has be

informed about the prior outbregk,

which is no longer active.
Identification of Others:

The Staff
clinical condition of residents
determine signs and symptoms of
outbreak.

No signs or symptoms of flu h
been reported.

Development
Coordinator/designee will assess the

11/1/2015

=1

to
an
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The SDC/designee will audit 4ll
o the Licensing Division infections weekly for 90 days and
. determine if an outbreak exists.
The Infection Control nurse, who is
This RULE: is ot met as evidenced by responsible for completion and
isn en - . . .
Based on review of Licensing Division records, .Sl.lbmlS.SIOI‘l .Of proper forms, w.1 It ke
and staff interview, the facility failed to notify the in-serviced in regards to the policy pf
Licensing Division of an outbreak of Infectious reporting outbreaks to state and
disease in the facility. The findings were: monitoring protocols.
Review of Licensing Division records failed to ..
show any report to that agency of an outbreak of Monitoring: .
infectious disease at the facility in the month of A QA tool will be wused by
October, 2014, Interview with the infection control /desionee to ensure outbreaks ate
nurse on 8/3/15 at 3:10 PM revealed the facillty — - dg': i -
had identified an outbreak of influenza in the repo . ary oy 4
facility, with residents testing positive for influenza and agencies. The audit tool w}ll_ be
where notification was done to the state completed during daily clinical
epidemiclogist, but confirmed the faclity failed to meeting x 3 months. This will be
notify the Licensing Division. reviewed at monthly QA meeting fpr
further review and  educatien
52968 .
Ch 11 Sec 8 (c)(lv) Nursing Services §2068 opportunities.
The facility shall have sufficient nursing staff to
meet the needs of the residents.
(c} Restorativa Nursing Care. There shall be an
active program of restorative nursing care
directad towards assisting each resident to
achieve and maintain hisfher highest level of self
care and independence. This program shall
include;
(iv) Assisting residents to carry out the
prescribed therapy regimen between visits of the
physical, occupational, and speech therapists.
This RULE: s not met as evidenced by:
STATE FORM  anm MO5G11 If continuation sheet 4of 7
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Based on medical record review and staff
interview, the facility failed to have an active
program of restorative nursing care for 4 of 4
sample residents with Identified range of motion 52968
limitations. The findings were:
2
Review of the 6/15/15 annual MDS assessment . S 111
for resident #17 showed the resident had Corrective Action:
functional limitation in range of motion with both
lower extremities. Review of the medical record Resident #17, 47, 55, and 77 haye
showed no evidence the resident was receiving : C
restorative nursing services designed to increase received therapy evaluations.
range of motion or prevent further decrease. . )
Identification of Others:
Review of the 8/5/15 admission MDS assessment
for resident #47 showed the resident had : : . -
functional limitation in range of motion of one The Director of I\.h_lrsmg./ Demgne.e w\nll
lower extremity. Review of the medical record conduct a facility-wide audlt' to
showed no evidence the resident was recaiving confirm that residents requiring
restorative nursing services designed to increase restorative  nursing  services  are
range of motion or prevent further decrease. provided those services.
Review of the 8/26/15 quarterly MDS assessment
for resident #55 showed the resident had System Changes:
functional limitation in range of motion of one
lower extremity. Review of the medical record . . :
showed no evidence the resident was receiving SDC wn-Il provide education to' CNis
restorative nursing services designed to increase to provide ROM, walk to dine, jor
range of motion or prevent further decrease. appropriate programs during their
signments
Review of the 7/10/15 quarterly MDS assessment assig
for resident #77 showed the resident had . . . .
functional limitation in range of mation with both The Director of Nursing/Designee will
upper extremities. Review of the medical record conduct routine weekly audits for 90
fhﬁ“ﬁcgr?:[dlem:;;?o:s?m}t ‘":ds gf:chr'ienag days to confirm that residents
astoral rsing asign se " . . .
range of motion or prevent further decreass. requiring restorative nursing serviges
are provided those services.
Interview with rehabilitation technician #1 on
9/3/15 at 2:15 PM revealed the facilty did not hava
a restorative nursing program. She was unabie to
STATEFORM T o MO5G11 H continuslion sheet & of 7
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Continued From Page 5

say exactly when the restoralive program had
ceased, but said it had "been months” since there
had been a restoralive program in the facility.

Interview with the DON on 8/3/15 at 6:25 PM
revealed the facility did not have a restorative
program due o inadequate staffing levels. She
further acknowledged residents would benefit from
having a restorative program, and instead the
facility was referring residants for skilled therapy
whenever they showed a decline.

Ch 11 Sec 11 (a){i) Dietetic Services

The facility shall provide dietetic services that
meet the nulritional needs of residents according
to the science of nutrition. The dietetic service
shall operate with safe food handling practices
from receipt through service in accordance with
the most current edition of the FOOD CODE
from the U.S. Department of Health and Human
Services, Public Health Service, Faod and Drug
Administration.

(a) Dietary Supervision. Overall supervisory
responsibility for the dietetic service shall be
assigned to a full-time qualified dletetic
Supervisor.

(i) If the qualified supervisoris nota
Regislered Dielitian, she/he shall be a graduate
of a dietetic technician program approved by the
American Dietetic Association or a dletary's
managers' educational program approved by the
Certifying Board of Dietary Managers. Training
and experience in food service supervision and
nutrition equivalent in content to the approved
educational programs are acceptable.

52968 Monitoring:

S$3001

A QA tool will be implemented aTd
completed 3x week x 30 days and

weekly for 60 days thereafter, by the
DNS/ Designee with results taken o
the monthly QA meeting for
identification trends  and

recommendation for lesser frequency.

X
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This RULE: Is not met as evidenced by:
Based on staff interview the facility failed to
| ensure the minimum qualifications were met for S3001 - IDR
| the dietary manager. The census was 83. The |
findings were: ! Corrective Action:
Interview with the dietary manager on 9/2/15 at - Registered Dietician is employed full
3:50 PM revealed she did not meet the | time with the facility and has been
requirement for being a certified dietary manager assigned as the dietetic supervisor.
and was not enrolled in any certification program
| at that time.
! Identification of Others: !
This section is not applicable, as the
facility only has 1 dietary
| department/supervisor.
| . System Changes:
Registered Dietician will continue {to
oversee the department on a full time
basis |
Monitoring:
| The ED will ensure an RD is in place
| oraqualified Dietary Manager
| .
|
|
|
—— —— —J | _
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