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910 BUNMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION s
D MUST BE PRECEDED BY FULL
| SRR | T | oSSRl | off
{F 000}| INITIAL COMMENTS {F000}] This plan of correction is
submitted as required under State
On 8/1311; -6M4/16 a foﬂawaup to aba/an 8 and Federal law. This plan does
recertification survey was conducted by not constitute admission of
Healthoare Licensing and Surveys. liability on the part of the facility
The following common abbreviations were used and such liability is hereby
throughout this document: specifically denied. The
submission of this plan does not
CNA: Certified Nurss Algs X ,
DON: Director of Nureing constitute agreement by the
{F 225} | 483.13(c)(1)(li)-{il), (c)(2) - (4) {F225)| facility that the surveyors’
Ss=D| INVESTIGATE/REPORT findings or conclusions are
ALLEGATIONS/INDIVIDUALS accurate, that the findings
nstitute a deficiency or that the
The fasility must not employ Individuats who have cons A ;
been found gullly of abusing, neglacting, or scope or severity regarding the
mistreating residents by a court of law; or have deficiencies cited are correctly
had a finding entared into the State nurse alde applied.
reglslry conceming abuss, neglect, mistreatment
of residents-or misappropriation of their property;
and report any knowledge it has of actions bya
court of law against an employee, which would
Indicate unfitness for service as a nurse alde or
other facliity staff to the State nurse aide registry
or licensing authorities.
The facllity must ensure that all alleged violations
Involving mistreatment, neglect, or abuse,
including Injurles of un n source and
misappropriation of realdent property are repartad
lmmemiy to the administrator of the facility and
to other officlals in accordance with State law
through established procedures {including o the
Stats survay and certification agancy),
The facliity must have avidence that &l alleged
violations are thoroughly investigated, and must
pravent further potential sbuse whils the

(ABORATORY DIRECI0}28 OR PROVIDER/SUPPLIER REFRESERTATVES BTG TTE KB DATE
—é%’ ‘ /.%W st to/ LG
Any deficiancy atatement ending an astavisk (*) denoles a deficlency which the Instiution may be excuzed from cotre providing & s catarmined that
other safsguards provida sufficient prateciion th the patints. (Ses instructions.) Excapt for nursing homas, the fndings .6'93 above ars disciosable 80 days
foliowing the dats urornuupofmrmdbnlumwdod. Fornunhghmu,ﬂmtmﬂmngundphmofcmnwmmdhdnubhﬁ

g s avallable to the faciity. If daficiencias are oitad, yn plan of gomaction Is raguisits to continued
. Yl td, [Medey /z?j F7a qﬂw i, 95

7 / " Eyent ID:D18U12 %nym: lfeoq!ktunﬁon shest P’ana 1'017
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R MEDICARE OMBN
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {42) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING
535053 B.WING ’ 06r14/2016
NAME OF PROVIDER OR SUPFLIER STREET ADORESS, CITY, STATE, ZIP COBE
100 18TH 5T
PMWECOUW LEGACY HOME WHEATLAND, WY 82201
X0 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION sy
FIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL / ,
g REGULATORY DR LSC IDENTIFYING INFORMATION) i ca‘ﬁ“s‘é‘m°°““§?§é’§¢§¥a°é‘f§‘p%‘é‘&fm -
DEFICIENCY)
{F 225} Continued From page 1 {F 228}| F225- The facility will ensure that | 7/7/15
Investigation Is In progress. all allegations of abuse are
The resuits of all investigations must be reported reported to the appropriate state
to the administrator or his dasignated , agencies. All grievances from the
;'B'&I'Bssgtﬂa!ﬁve (!anc; tgfmg ggicsials In ancordaréce last 3 months will audited to
@ law (including tate survey an ;
certification agency) within 5 working days of the €nsure no a}legatmns of a(liausp :
incident, and If the alleged violation Is verified Any potential abuse found will be
appropriate corrective action must be taken, investigated promptly and
thoroughly with a full report of
findings sent to the appropriate
This REQUIREMENT is not mat as evidenced state agency. Staff was educated
; on 6/21/16 regarding the abuse
Based on grievance log review, dally staff policy, reporting requirements,
posting review, staff record reviaw, staff interview, : i
Stata survey agancy log raview, ar;d policy and and documen{iatlon reqmt:emer(xits.
procedure review, the facllity falled to ensure 1 of The abuse policy was reviewe
1 allegation of staff to resident abuse (unknown and updated on 6/21/16. Staff
resident) was thoraughly Investigated and will be suspended with any
reported fo the State survay agency, The findings allegations of abuse. Audits will
were: . .
be conducted by Social Services
Related to Investigating: or designee on all grievances on a
Review of a 5/16/16 grievance note typad and weekly basis x 3 months and
signed by licensed practical nurse (LPN) #1 monthly thereafter to ensure
revealed the following Information; "On Sunday, . .
May 15, 2016, [CNA#1] came to me and stated compliance. All potential abuse |
that a famlly member of a resident was upset with will be reported to the appropriate.
[CNA#2]. They felt that [CNA #2] was forcing state agency according to policy /
their famlly member o eat even sfter the familly and current regulations. All !
member would state no. It was stated that [CNA . Euiauons. /
#2) had force fed thelr family member, and they findings from audits will be ‘
were upsst that they falt [CNA #2] was verbally brought monthly to QA&A for
abuslve to the residents, This famlly volced one year for further review and
concems about [CNA #2] being too loud and analysis
having an inappropriate tone with thelr family YSIs.
member. It was reported that this family was
going to report it to state, [CNA#1] further
FORM CMS-2587(02.99) Pravious Versions Obsalsis Event ID:D18U12 Facily I0: Wypoz2
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NAME OF PROVIDER OR SUPPLIER
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STREET ADDRESS, CTY, STATE, ZIF GODE

[¥4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED By FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

1D PROVIDER'S PLAN OF CORRECTION x5}
P?_glx {EACH CORRECTIVE ACTION SHOULD BE BON:A!:‘EEDUN

CROBS-REFERENCED TO THE
DEFICIENCY)

APPROPRIATE

{F 225)

" | of Resolution showed "[CNA#2] knows she can

Continuad From page 2

Informed me that this family did not fee|
comfortable going to managsment becauss they
felt management would not do anything ahout It, |
did not further ask questions as | falt [CNA#1]
was not comfortable revealing whom the family
was or resident" The following concerns were
Identified:

&. Review of the corresponding 5/15/18
“Grievance Form", complated by the soclal
servicas director, showad the sccused CNA
denled the clalm of abuse and acknowledged
"she can be a bit loud and sound Iike she is
yelling at tmes-she will work on this," The Nature

be a bit too loud and sound like she s yelling at
times-she will work on this." The facliity falled to
Investigate this grisvance as an allegation of
abuse,

b. Review of the staff posting for the
timeframa of the grisvance through the start of
the survey showed the CNA accused In the
grievance was routinely on the work schedule,

c. Review of [CNA#2) staff record showed
the following dacumentation on §/17/16; "Spoke
with [CNA#2] regarding her tone of volce, [CNA
#2] verbalizes she does have a loud volce and
has been trying to keep It down. She states
Sunday she asked [resident #13] to eat her food
and felt llke she was encouraging her-'if you don't
eat you won't get stronger’ etc [CNA#2] states
she did not feel like she was belng maan or
Intimidating. Discussed with [CNA#2] how
residents and visitors can hear tone of volce and
feel diffrently even If the person speaking doss
not realize how they are coming across. [CNA#2)
verbalized understanding of this." The facility
falled to document a thorough Investigation of this
Incident.

d. Interview with the administrator o B/13/18

{F 225)
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DEFICIENCY)

”

OAYE

{F 225} | Continued From page 3

staff regarding this Incident. Interview with the
facility falléd to take any additional gotions to
ensura resident safety, Interview with the
administrator and social services diredtor on

interviéwed; howsver, the facility falled to
document those interviews,

Related t5 Reporiing:

N the faofity fellad 1 report the 6/16/18 buse
N dllogation. Interviaw with the administrétor on

not repoited to thé state.
“Abuse Pravention” showed the fallowing

The Nursing Home staff will immadiataly
al afieged violatiohs Involving mistreatmant,

source...to the Adminlstrator or his or her
designee. 2. The Administrator/dasignee wil

-, holiré of the ocouirence ar within 24 hours of

: a. Wyoming State Survey !
headlng V1, Protection® included was the
folowing, ™. During abusa Investigations,
residents wil be protected by the following
measures: 8, Emiployees accused of allaged

thelr pollay ragarding abuse Investigation,

at 3:16 PM showed he Interviewed 4 additional
administrator on 6/13/18 at 4:03 PM showed the

6/14/16 at 7:55 AM revealed other resldents were

Review of the state survey agency logs shoved
6/14/18 &t 7.66 AM confinied the allsgation was

Review of the undated policy and procedure titled

requirements under Identification Procedure; ™. Jf
sbuse or injuries of unknown origin Is suspected:

) (Including nights, weekends, and holldays) report
neglect of abuse, Including Injuries of unknown

make notification of reported allegations within 24

, recelving information of an alleged oceurrance to:
Agengy..." Undar the

abuse will mmediately be suspended withoyt pay
untll the admintstrator has ravjewed the findings
of the Investigation.” The facllity falled to follow

{F 225}
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X410 SUMMARY STATEMENT OF DEFICIENCIES K PROVIDER'S PLAN OF CORREGTION xs)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION BHOULD BE GOMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION) T8 CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 226} | Continued From page 4 {F 225}
reporting, and ensuring resident safety during the
process,
F 367 483.35(e) THERAPEUTIC DIET PRESCRIBED F367) F367- On 6/15/16 the physician 7116
§5=E | BY PHYSICIAN discontinued thickened water on
residents #8,12,13,21,22,35,43, and
ribed by th AN S
:g:ﬁ?:; ‘;‘,’,;‘;:,‘g;’f st be prescribed by the 4§. Remaining thmkent.zd Ixt%mds
will be purchased pre mixed if
. available to ensure proper
This REQUIREMENT Is not mét as avidenced consistenicy. Charge nurses will be
by: 1 , .
Based on observation, staff Intarview, medical responsible for thickening all other
record review, and review of manufacturer’s liquid as ordered. The facility
Instructions, the facillty falled to ensure resldents policy and procedure for Dysphagia
received a therapeutic diet of thickenad liquids as — Clinical Protocol was reviewed
prescribed for B of 8 residents (#8, #12, #13, #21 . P . s
#22, #35, #43, #45) with physician orders for and updated with physician input
thickened lquids. The findings were: on 6/21/16, Staff was educated on
the thicken liquid policy and
1. Review of the physician's ordars for residents et
#8,#12, 13, #21, #22, 35, #43, 45 showed pr?igedmf ond§/21/ 1 1?.bUtﬂxz;ng ta.x:i
orders for nectar-thickened liquids. Obsarvations audit tool, au x?s W1ll be conducte
on 6/13/16 of the lunch meal at 11:58 AM and the by DON or designee, of nurses
:!hlnner meal at§:51 PN:‘ Zi‘!ﬂkWEdegt eag; meﬁ mixing thickened liquids to ensure
afe were 7 glasses of thickenad water on the . . .
tables, Review of tha manufacturer's Instructions appropriate consistency. Audits
for using powdered thickener ravealed 1 will be conducted weekly for 4
tablespoon of powder was needed for every 4 weeks and monthly thereafier for
ounces of liquld to achleve a "nectar-like" one year. All results will be taken
consistency. The following concems were to QA&A monthly unti]
Identifiad: o oniy un o
compliance is determined during J
a. With both meal obsatvations, 3 of the 7 the QA&A process and quarterly
glasses of thickened water contained ice cubes. thereafter for one year for further
Further observation showed the ica cubes were review and analysis,.
melting Inta the thickened water, which-had the ysis.
potantia] to diminish the therapautic value of the
thickened water. - |
FORM CMS-2587(02:3) Pravioux Verslons Obsolets Evant ID: D18U12 Facihly ID: Wyoo22
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F 367 | Continued From page 5 F 387

b. Intarview with CNA#4 at 8:21 AM on
B/14/16 revealed the dietary aldes prepared the
thickened water and the CNAs praparsd other
thickened liquids as needed. Intarview with the
distary manager (DM) at 8:06 AM on 6/14/18
revealed powder thickener s usad to thinken
liquids when needed; howeaver, she "does not
know how the staff does IL” Further, shs revealed
she had not éonsidered that adding o oubes lo
thigkendd liquids would alter the conalstency. She
\ added theit nursing sarvices trained the stiff
R rembers to'thicken the Hguids,

. C. Interview with the assistant DON at :15
AM on B8/14/16 ravesled she did not know who
trained the staff and would ask the DM for
educational tréining documents related to
thickened liquids, Further, she stated that adding
lcs cubes ta thickened liquids may alter the
consistancy,

d. Intarview on 6/14/16 at 11:08 with CNA#3
revealed she used 1 tablespoon of powderad
thickener for an 8 ounce glass and 1 teaspoon for
84 ounce glass to make nectar thickened Tiquids,
Infarviaw on 8/14/18 at 11:16 AM with CNA #4
revealed she also used 1 tablespoon of powderad
. thickener for an 8 ounce glass and 1 teaspoon for

84 ounce glass, She further revealed she was a
travaling CNA, and was provided Inatruction on
thickening liquids by a distary alde,

a, Obsetvation an 6/14/16 at 11:30 AM
showed two unidentified diatary aldas praparing
thickened watér, using 1 heaping tablespoan for
_ | each B ounce glass of water,

, 1. Review of distdry audits dated between
FORM CMS-2887(02-4%) Pravicus Vartona Dhsciets Event ID:D98U12 Fackly 1o: Wynozz
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X4) 1D
FREF
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
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P | e o comEon Fivon
N SHOULD BE Conp
CROSS-REFERENCED DATE

TAG

TO THE APPROPRIATE
DEFICIENCY)

F 387

Continued From page 6

611118 and 8/10/16 showed 47 meals werg
audited, and 21 of those meal audits showed
concerns ar a need for educstion related to
thickened fiquids.

g. Interview on 6/14/16 at 2:10 PM with the
DON revealed the facillty tralned the distary staff
on haw to properly thicken liquids; however, there
was no documented evidence of formal tralning,
She further verified the aldes and CNAs weare not
following manufacturer's recommendations for
using the powdered thickener to thicken liquids,
She added that the staff "need more education.”

F 387
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