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F GO0 | INITIAL, COMMENTS F 000
The following comman abbreviations ane used
throughotst this document:
ADLs- Activitias of Deily Living
CNA- Cartified Nurse Aide
DON- Director of Nursing Services
MDS- Minimum Data Set
LPN- Licensed Practical Nurse
RN-  Repgistered Nurse
Less commonly used abbreviations will be
annotated in sach daficiency.
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 30%“’ Lt'g‘c":‘" N‘]"’Sir‘ﬂ Ce’ﬁge"g“ ?"3‘-"9 211518
residents pnysiclans are n Qran
§8=D | (INJURY/DECLINE/ROOM, EI'C) change In residents condition, Y
1. Progress notes and 24 hr, reports reviewet!
A faclity must immadiataly inform the rasident; for resident #2 to identify subsequent changg
cansult with the resident's physician; and if g\ gondition regeuiringdpzhzﬁician l:totiﬁqati%ré 215116
o PTOgress nowes an r. report review,
known, nolify the resident's legel representative on all other residents ta identify change in
or an interested family member when there is an condition requiring physician notification.
accident involving the resident which results in 3.A quality monitoring too! will ba implemertgd
injury and has tha potential for raquiring physician the nursing supervisor to ensure resident
intervention; a significant change in the resident's change of condition will be reported to
physical, mental, or psychesocial status (i.e., a physician or primary care provider.
deterjoration in heatth, mental, or psychosocial
status in sither life threstening conditions or
¢linical complications); 2 need ko alter treatment
significantly (Le., a need to discontinue an
existing form of traatment due to adverse
consequences, or to commence a naw form of
fraatment); or a decision to transfer or discharge
the rasident from the facliity as specified in
§483.12(a).
The facility must also promptly notity the resident
and, if known, the resident's legal representative
or interestad family membear when there iz a
change in room ar roommate assignment as
LABORATORY PROVIDER/SUPPLIER REPRESENTATIVE'S SH3NATURE TnE (XB) DATE

L.EM. 3fzs/1¢

o,

Any deficiancy Statomant anding with a7 Eterisk () denotes a deficiancy which the institution may be excused from cameciing providing K Is defermined that
athar sasfeguards provide sufficiant protection to [he pstients. {See instructions.) Except for nursing homes, the findings steted above are disciosable 90 days
following the dale of survey whether or nol & plan of corraction is provided.  For nursing homes, the above findings and plans of corection ore discigsabia 14
days following the dule theas documents ere mads availobla to the facility. - If deficencles are clted. an appraved plan of comection is requisite to continued
progrm participation. ~, E R I P e
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P CODE \\\Q
1 ONYX BTRRET d
SOUTH LINCOLN NURSING CENTER KEMMERER, WY 83101
o) 1D SUMMARY STATEMENT OF DEFICIBNCIER n PROVIGER'S PLAN OFf CORRECTION
PREFIX (EACH DEFIQIENCY MUST BE PREGEDED BY FULL PREFIX (Eﬁcu CORRECTIVE ACTION SHOULD BE ENOK
™G REGULATORY OR LEC IDENTIFYING INFORMATION) ™G ROBS-REFERENCED TO THE APPROPRIATE e
DEFIGIENCY)
F 157 | Continued From page 1 F 157
. 4. The results of the quality improvement
specified in §483.15(e)(2); or a change in Thonitonng toel wil ba japared s toa monthly
resident rights under Federal or Stats low or . mednclzal d rectodrs and ?At’%l meeting uritl
s as specified bY{1) o complianes is demonstrate
mumnas ® in paragraph (B)(1) ‘Cll%ag?e it condition will be given verbally to
. shift change.
*Changs in condition will also be documented,
The facility must recond and periodically update . Qualtg' monitoring tool will be used on all
the address and phone number of the resklent's changa in condition.
legal representative or intarested family member. * Change in condition will be tracked monthly,

This REQUIREMENT is not met as evidanced

by:

Basad on medical record review and staff
Interview, the facillty falled to notify the physician
of a rasident ehange of condition for 1 of 2
sample ragidants (#2) with a change in condition.
The findings were:

Review of the 11/13/16 gquarterly MDS
assassmant showed resident #2 had diagnoses
that Inclucded carebrovascular disease,
hyperiension and demaentia. Review of the
12/31/45, timed 3:43 PM, progress note showad
"This morning before breakfast a CNA requested
help with this resident in [his/her] bathroom. CNA
stated that resldent had walked to the bathroom
with har without incident, After having a BM
[bowsl movernent), resident was unable to stand.
This nurse observed resident sitting on the toilet,
leaning forward, [S/he) had [hisfer] right hand on
the grab bar, the other wag limp in [histher] fap.
This nurse had to kneel down on the fioor to be
able to look up into [histher] face. [$/he) had a
slack, flat affact. | esked [him/her] how [s/he] was
doing und got 0o response. Eyes were opan and
blinking. | asked [him/her] if [sfhe] could smile for
me with no maaction. It took two peaple to assist
[himv/her] to stand, and one to wips and pull up
[his/her] clothes. We then realized that (his/her]
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underwaar were wet with urine, The CNAs
changed [his/her] clothes, this nurse assassed

' the catheter which was leaking from the stoma

; site. Adjusted catheter and placed 44 at site.
Again, with one parson an each side we assisted
| [him/her] to stand and into a wheelchair.

- Questioned resident as to how [s/he] was fesling,
. to which [s/he] replied | think I'm okay. Reskient

| has net been able to ambulate todsy. Charge
nuree swane,”

Further raview of the medical record falled to
show any avidence the physician was notified of
the resident's change of condition.

Interview with the interim DON and restorative
nurse on 1/8/16 at 2:20 PM revealed tha author of
the progress note was not the nurse assigned to

i tha resident on 12/31/15, but had assisted with

| the resident when CNAs requested help. She
then gave report on the resident’s condition to the
nursa assigned to the resident. The interim DON
and restorative nurse confirmed there was no
avidence the physician had been notified of the
resident's change In condition.

F 248 483,15(f)(1) ACTIVITIES MEET
s5=¢ | INTERESTS/NEEDS OF EACH RES

The facility must provide for an engoing program

of activities designed to meet, in accordance with

the comprahensive assessment, the interests and

the physical, mental, and psychosocial well-being
of sach resident.

| This REQUIREMENT is not met as evidenced
| by:
Based on observation, resident interview, review

F248| South Lincoln Nursing Center will provide an]  1/7/18

ongoing program of activities designed to

meet residents neads

1. A full ime activities director was hired effejt
d

Jan. 7, 2016.

2. Activities director has been interviewing a
obzerving all residents to develop individual
comprehensive activities cate plan.

FORM APPROVED
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of activity catendars and staff interview, the facllity
failed to provide an ongolng program of activites |
designad to meet residant needs for 3 of 5 j-
months raviewed (November 2015, December
2016, January 2016) The findings were:

Group interview with 5 residents on 1/5/16
beginning at 1 PM, reveslad the facility had been
experiencing dificutias with the activities
pregram. All of the residents stated they wers
bored and did not have: enough to do.

¥
11

Review of the activity calendar for the month of |
November 2015 showed 15 of 30 days (50%) had
no schaduled activities. Of the 15 days thethad ¢
scheduled activities, 5§ days showad a single ;
schaduted activity, and 4 listed only food or drienk,
such as "hot chocolste™ or "banana spiit*

Reviaw of tha Dacermbar 1015 acfivity calendar
showed 12 of the 31 days had two activites
scheduled for the day. Seven days showed a
single scheduled activity such as “Snowman
Word Search” or "Christmas Movie.” Only 2 days |
of 31 had an activily scheduled after 2230 PM.

Review of the January 2016 activity calendar
showed no activiies were schaduled on 3 of 31
days. SBixteen days had two activities scheduled.
Seven days showed a singla scheduled activity
such as "Crosswords.” No activities were
scheduled after 12:30 PM,

Observation of the posted activity acheduie in the
faciity miieu on 1/5/16 at 9 AM showed

"Noodieball” was scheduled at 9:30 AM, and
*Humorous Storles™ was schaduled for 12:30 PM, /
Continuad obsanvation of the milleu showead the
scheduled "Noodleball" activity did not occur.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPLIERICLIA (X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDNG
53A051 B. WG 0110612046 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, ETATE, ZIP GODE N
741 ONYX STREET /@}
S0UTH LINCOLN NURSING CENTER KEMMERER, WY 83401
SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDERS PLAN OF CORRECTION e
). (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE coupLETON
TG REGULATORY OR LEC IDENTIFYING INFORMATION) e CROSS-REFERENGED T0 THE APPROPRIATE
R
F 248 | Continued From page 3 F 248" 32116

3. In addition to the monthly activities
calendar, the activities director will acton |
resident activities suggested during maonthly.
Resident's Council Meetings. ;
4. A quality monitoring toal will be implemerted
by the nursing supervisor to ensure;
2. activities care plans will be reviewed duling
quarterly MDS assessments and pm
b, activities director will follow up on resident
suggestions made during resldent countil

meeﬁn?s

5. The results of the quality improvement
monitoring tools wil be reported at the monthty
QA/Q meeting untll compliance is demaonstrated.
*We will develop monthly activities eelendarri
“We will assess all residents st least quarterly
for activities in their cara plans. ;
*We will Interview all residents at least monthly
for individual plans,
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F 248 | Continued From page 4 F 248
Interview with CNA #1 at 9:53 AM confirmed the ‘;
activity was supposed o oceur in the milieu. The ;
CNA did not know why the activity had not ;
oceared, f'
interview with the activities director on 1/6/16 at {
1:38 PM revealsd she worked part-time and anly ;
worked until 2 PM on the days she worked. She ;
further revesled the activity program was "in
transition" and was not adequstea for residant
neads. !
F 308 |483.25 P}I_QOVIDE CA::gSERV\CES FOR ' F308) south Lincoln Numi:?g Center tv;i[ﬁl)g;pvide th{
88=p WE] 1 necessary care antd services N oF ma
HIGHES BEl ) taig the gégheosta p;raw%tli;:abg:e pPysical,rdnéemal, 2/15/186
Each resident must recetve and the faciiity must 20 peycnosocla weil being |n accordance
provide the care and 1cas to attain | ;?;?1 t(l)'lfe .;or:prehenswe assessment and
or maintain the highest practicable physical, 1. Progress notes and chart for resident #2
mantal, and psychosoclal well-baing, n \g:;g igz\gaﬁd n;of; ﬁtr:‘gsequent change in
accordance with the comprehensive assessment 2. Progress notes and chart for all other residents
and plan of care. rev:e\?%d nfgr subsequent change in condition eznl‘l 5/18
none fou
3 change of condition reported ta chame
nu%uﬁllé:eng?ollomeddup by charge nurseaé%d 2/15/16
nci ocumerted nursing assessmen
This REQUIREMENT Is not met as evidencad vita sighs. noffcation of iy o lege
by: representative, and resident placement
Based on medica) record raview and staff on alert charting and 24 hr. report.
interview, the faciity failed to perform nursing
assassmants for 1 of 2 sample residents (82) ,
with 2 change in condition. The findings wera: é
Review of the 11113116 quarterly MDS |
assessment showed rasidant #2 had diagnoses ; ]
that included cerabrovascular disaase, !
hypertension and dementia. Review of the
12/31/15, timed 3:43 PM, progress note showed ,’
“This moming before braskfast a CNA requested :
heip with this resident in {hisher] bathroom. CNA i t
stated that resident had walked to the bathroom ; i
5 a
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%4) D SUMMARY STATEMENT OF DEPICIENCIES ) PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVE ACTION SMOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION} THG CROBS-REFERENCED TO THE APPROFRIATE DATE
DEFCIENCY)
F 309 Continued From page & F309| 4 Aquality monitoring tool will be implamentdd
with her without incident, After having a BM by the nursltng %uggggfnoer r}% gggt;;e cgumr;;gtg
[howal movement], resident was unable to stand, assessment en IS
This urse observed rsident iting on the o, e e L
leaning forward. {S/he] had [his/her] right hand on monitoring tool will be reported at the monthiy
the grab bar, the other was limp in [his/her] lap. medical directors and QKIQI meeting until
This nu:'sa had to knee! down on the floor to be compliance is demonstrated.
able to look up into [his/her] face. [Sthe]lhada | v ; : ;
sisck, flat sffect. | ssked [himiher] how [sihe] was s g on willbe given verbally
doing and got no response, Eyes warg open and | Al=o change In condition will be documented
blinking. | asked [him/her] if [s/he] eauld smile for *This will be tracked maonthly.
me with no reaction. It took two people to assist
{him/her] to stand, and one to wipe and pull up
[his/har] clothes, We then reafized that [his/her]
underwaar were wet with wrine, Tha CNAs
changed [his/her] clothes, this nurse assessed
the cathetar which was laaking from the stoma
site. Adjusted catheter and placed 44 at sita, i
Again, with one persan an each side we assisted |
[him/her] to stand and into a wheslchair, :
Questioned resident as to how [s/he) was faeling, |
to which [sMhe] replied | think I'm okay. Resident
has not been abla to ambuiate today, Charge
nurse awane."
Further meview of the medical record failed to
show any avidence a nursing agsessment was
completed on the resident. Additionsily, no vital
aigns such 83 blood pressure, temperature and
regpirations were racordad for the resident on
12/31/16. No vital signs were recarded until
174118,
Interview with the interim OON and restorative
nurse on 1/6/18 at 2:20 PM revealed the auther of
the progress note was not the nurse assigned to
the rasident on 12/31/15, but had assisted with
the rasident when CNAs raquesied help. She ;
then gava report on the resident's condition to tha |
nurse assigned ta the resident. The interim DON !
FORM CMS-2587102.00) Previous Versians Gheclate Everd (D Tka511 Fuckity ID: Wytios1
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x4 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 3HOULD BE
TAG REGULATORY OR LSC IDENTIRYING INFORMATION) TAG CRDSS-REFERESEG&&TE%HE APPROPRIATE OATE
Y)

01/06/2018

F 308 | Continuat From page 6 F 308

and restorative nurse confirmed there was no
evidence a nursing assessment, including
measurement of vital signs, had baen performed.
F 323! 483.25(h) FREE OF ACCIDENT F 323
s5ag | HAZARDS/SUPERVISION/DEVICES

The facity must ensure that the resident
anvironment remains as free of accident hazards
as is possible; and each esident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met ag svidenced

by:

Basad on observation, staff and resident
intarviaw, review of the fall prevention program,
andnndmlmcwdrevw the faciily failed to
ensure a safe environment related to hot water We will plaoea?ovemortollmlttemperature Y1518
temperaturas for 3 of 3 rasident sinks (room on all ginks in all rooms to ensure does not exdeed

temperatures above 110
#112, #107 and the showerftub room bathroom We will QA/Q the tempergetgres for a quarter

$ink) that were tested. In addition, the facllity then continue quarterly after that. And will be
failed to provide adequate assistance to prevent monitored monthly in QA/QI meetings. Plant
falls for 1 of 3 sample residents (#9) who had manager will monitor this far continuation.

falls. The findings were:

1. On 1/5/16 the hot water tamperatures were
tkan fo ensure safety. The following concemns
were identified:

8. The sink in tha bathroom adjoinad fo the
showerftub room was textad at 8:40 AM and
showed 135.4 degrass Fahrenhait (F).

b. The =ink in room 107 was tested at 9:55
AM and showed 120.6 degress F.

¢, The sink In room 112 was tasted at 9:47
AM and ahawed 120 degrees F.

FORM CMS-2987(02:09) Previous Versions Obsoiold Event 10 TKB511 Fociiy iy INYODS1 i eentinustion sheet Page 7 of 11
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i

Py 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDEIYS PLAN OF CORRECTION
PREFIX DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORREGTIVE ACTION SHOULD BE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)
F 323 Continued From paga 7 F 323
d. Interviaw with the meintenance director on
1/6M6 at 9:25 AM verified the temperatures wera
tao high, The director stated the goal was for the
hot water to not exceed 110 degrees F. He firther
siatad the watar iemperature was adjusiable at
exch sink in the resident rooms. Temperatures
ware ot routinaly monttored at the residant leve,
but wera adjusted as needed if nursing staff or
residents had concems.
2, Interview on 1/5/16 at 9:56 AM with resident #2 ?gﬁ%gﬂ&ﬂﬁzﬁtﬂrgxﬁ; ";’2‘ gnsue that
reve:zle? brulamg to his/er face ar;: neck were a accident hazards as is possible and each
result of a fall that occurred at the facllity. resident recelves adequate supervigion and
Observatlon of the resldent's face and neck at assistance devices o prevent accidents
that time showed a raised bump with a scab on 1. Faot rests were placed on resident #9's 1ne
the right syebraw and significant brulsing that selchair
affectad his/her eyes, cheeks, nuse, and neck. B xeauag by retiorsive nurse on admision | 21518
;'he’?:ulsels waTr: markl ;ad.ty?.!lm, t:ﬂcl ';'a:ded ang prn forh oot rest addlt:on develoned and
AacK i Color. The regident s o 3, Comprehensive care pian developed an
happenad when 2 staff member was Pushing lmplémgmﬁd for resident #8, this includes 1711716
him/her in a wheelchair without foot 8. Th additional interviewing for fall precautions
. pedals. The 4. All nursing staff signed documentation they
resident couldn't keep his/er feet up and said raceived and reviewed Fall Prevention Program
sfha was thrown out of the wheelchair onto the as of August 31, 2015.
fioor face first. The following concarns were 5. A quaitty monltoring tool will be implemented
identitied: by the nurslgg supervnsf?;ilto erés#:'e the;‘ Fﬁhlls
e e e TS s e Y ——————
. * resi e S Were assesse r res
resident was being taken in a whealchair to the a&c‘! fgclnlne were in negd o; tfd\em. e,
clinic for a physician appointment. A i X s are reviewed and docume
the note, th:: ry:sIdent v'i‘!‘:::s'umabhaE to ?tco?c'lﬂh?sglhtzf :n';a"s prevertion protocol will be tracked
feet up and when the feet fall fo the floor it
cauged the regident to fali aut of the wheelchair
hitting his/er head. Vitals were taiten and the
physician was notified at the time of the
appointment. First ald was performed,
b. Review of the 12/24/15 incident repart
showed steps to pravent recurmence were for
“staff to slow down when pushing resident in wic
[wheelchalr] and remind resident often to hold
FORM CMB-2867(02.05) Pravious Vislons Oosolete Rvert IO TKRS11 Facity 1Dz Wyboe1 if continuation shest Page 8 of 11
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(X4) I SUMMARY STATEMENT OF DEFICIENCIES [*] PROVIDER'S PLAN OF CORRECTION [t L)
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8. The resuits of the quality improvement
F 323| Continued F"_:m page 8 F 323 manitoring too) will bequre rtyIl'ted in the monthiy
fest up. If racident unable slow down more.” medical directors and QA/Ql meeting until

¢. Review of the medical record falied to compliance is demonstrated.
show a post falkevaluation to devalop efiective
intarventions was completed.

d. Review of the Interim care plan showed R
was developed on the 12/21/15 date of
admiszion. The cara plan shawed the resident
was gt risk for falls. The interventions showed
“fall precautions,” reoriant aa ngeded, and
ambulate with assistence. Thera was no update
or new care plan developed ralated to falis after
the 12/24/15 fall with injury.

¢. Review of the Falls Prevention Program
showed it included specific staps for ensuring
resident safety from falls and also a procedurs to
follow when & fall oceurrad. The information
showed staff were educated and the program
was inltiatad the last week in August 2015. The
pracess after 2 fall includad the following items to
be complated: & tist of 10 questions to ask in
arder to determins roat cause, an

fiall huddle, the incident raport,
and neurclogical assessment.

f. Interview with the intarim DON on 1/6/16 at
11:40 AM revealed after the fall there should have
been a team approach to devalap new
interventions to prevent future falls. She verified
the fall pragram proceas was not fuly
implamented and new written interventions for the
resident were lacking. Further, education was
lacking, only the nurse who was transporting the
resident at the time of the fall was pravided verbal
education related 1o wheelchair safety.

F 514 | 483.75{)(1) RES F 514} South Lincoln Nursi r will ensure resi
o= | RECORDS-COMPLETE/ACCURATE/ACCESSIB Gocumamaton Contams suficient miommation rated
LE 1o the residents final hours,

The faciity must maintain clinical records on each

FORM CtiS-2467 (D2-09) Pravious Varsions Dbwolete Event 10: THES T4 Faciily 1D: WYD049 (f cortinuetion shest Prpa 8 of 11
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Continued From page 9

resident in accordance with accepted prafessional
standards and practices that are complate;
accurately documented; reedily accessible; and
systematically organized.

The clinical record must centain sufficient
infermation to identify tha rasident; a record of the
resident's assassments; the plan of care and
services provided; the results of any
preadmizeion screening conductad by the State;
and progress notes,

This REQUIREMENT Is not met as evidenced

by:

Based on medical record review and staff
interviaw, the facility fafled to ensure nursing
documentation was complate for 1 of 8 sample
rasidends (#16). The findings were:

Raview of the 12/9/15 physician progress note
showed resident #16 was saen for complaints of
nausea and loose stools. Review of the nurse's
notes fram 12/8/15 to 12/10/15 showad tha
resident waz not feeling well and was being
monitored. Review of the 12/10/15 nurse's note
timed at 8:51 PM showed the resiient was "Pale
and listtass, Confused, Skin is cool and
clammy..." The on-call physician was notified.
The next note at 10:05 PM showed the on-call
phyeicisn saw the rasident and thers were no
new orders. The on-call physician planned to
speak with the resident's primary care physiclan
in the morning and “go from there.” The next note
dated 12/11/15 at 12:40 AM showed the on-call
physlcian was notified the rasidant was "without
pulse and without response to stimufi. Expiration

confirmed.” The following concems were
identified:

F 514

1. Current postmortem protocol raviewed

2. Additional charting defails added to protocol
3. Nurses notified of changs in protocol
4_nursing suparvisor will develop quality

is detailed in the resident record

5. The results of the quality monitoring tool will
bie reported st the monthly medical director
and QA/QI meeting until compliance is
demonstrated.

* Death protocol will be used as needed.

* Death protacol will be tracked monthly.

monitoring tool to ensure adequate dowmel‘Ltation

2/115/18
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a. The nurse's notes falled to document the
details related to resident's last hours between
10:05 PM and when sthe wase found
unrasponsive.
b, lnterview with the intarim QON on 1/8M18 at
11.55 AM verified the medicsl record did not
contain documentation to show the details of the
regident's iast hours and position when found
unresponsive. She stated more information was
expactad for the record to be considerad
comphate.
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