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F 000 | INITIAL COMMENTS F 000
A racertification and licensure survey was
conducted on 11/28/16 in addition with complaint
intake WY00002277. it was determined, bases
upon the findings of the survey team, that the
camplaint was substantiated,
The following cornmon abbreviations are used
throughout this document:
DON Director of Nursing
MAR Medication Administration Record
MDS Minimum Data Set
RN Registered Nurse
Shahbaz  Certified Nurse Aide
Shahbazim Certifled Nurse Aides
Less commonly used abbreviations will be
annotated in each deficiency.
F 225 | 483.12(a)(3)(4)(c)(1)-(4) INVESTIGATE/REPORT F 225 | How the corrective actian(s) will be 1/13/2017
§5=0 | ALLEGATIONS/INDIVIDUALS accomplished for those residents found to be
affected by the deficient practice:
(a) The facility must-
1. The Social Worker will meat with the
{3) Not employ or otherwlse engage Individuals Administrator to review the facility policies and
who- practicas to ensure that protocols for conducting
thorough inve;tigaﬁons an_d for preventing
(i) Mave been found guilty of abuse, neglect, further potential abuse wﬁ:le |nv§>stlglatéons gl;e
expaaton, isapprotaion ofpropery, o p g s cure. e s et
mistreatment by a court of law; be documented.
2. The Adminiztrator will engure that perfarming
(i) Have had & finding entegeci into the Siate a physical assessment for alleged physical ar
nurse 2ide registry conceming aPUSS‘ neglect, sexual abuse will be added to ths facliity policy
exploitation, mistreatment of residents or and that the policy is consistent with the
rnisappropriation of their property; or requirements stated in the regulations.
) 3. The Social Worker interviewed elder
(iii) Have a disclplinary action in effect against his #1687 on 3/14/16 and #174 on 7/24/16 to assure
or Her professional license by a state licensure they felt safe and comfortable.
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body as a result of 2 finding of abuse, neglect,
axploitation, mistraatment of residents or
misappropration of resldent property.

(4) Report to the State nurse aide registry or
licensing authorities any knowledge it has of
actions by & court of law agalnst an smployes,
which would Indicate unfitness for service as a
nurse aide or other facility staff.

() In response to silegations of abuse, neglact,
exploitation, or mistreatmert, the facility must;

(1) Ensure that all alfeged viclations involving
abuse, neglect, expleitation or mistreatment,
including injurles of unknown source and
misappropriation of resident property, are
reported immediately, but not later than 2 hours
after the aliegation Is made, If the events that
cguse the alisyation Involve abuse or result in
serious bodily Injury, or not later than 24 haurs if

the events that cause the allegation do not invalve
abuse and do not result in serious bedily Injury, to

the administrator of the facillty and o other

officials (including to the State Survey Agency and
adult protactive services where state law provides

for juriediction in long-term care facllities) In
accordance with State law through established
procadures,

(2) Have svidenca that all alleged violations are
thoroughly investigated.

(3) Prevent further patantial abuse, neglect,
exploltation, or mistreatment while the
Investigation is in progress.

(4} Report the results of all investigations to the
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F 225 Continued Fram page 1

As part of the quarterly MDS review, individual
#167 will be asked if she faels safe and
comfortable. Elder #174 expired on 12/24/16.
4. In the event allegations of physlical or sexual
abuse are made known or identified, the
Director of Nursing and Social Warkar will work
together to ensure these residents are provided
the medical treatmant, emotional support and
reassurance necessary 1 mesat their individual
nesds, The residents will be assessed and &
plan of carz will be developed when an
allegation of this nature is made. The resldents
will be monitored for changes, reassessed and
the plan of care revised &% necessary, A
physical examination will be conducted when
necessary {0 assess the physical and medical
status of the resident. Additional assessments
will be ¢conducted as necessary to meet the
needs of the residents and as necassary in
fully investigate allegations of physical or
sexual abuse, The information obtained will be
documented.

How the facility will identify other residents
having the potential to be affected by the same
deficient prastica:

1. The Sucial Worker will make rounds with
residents to identify and document concerns
quarterly. Staff rasponsible far monitoring
resident concerns will notify the Director of
Nursing and/or the designated administrative
contact persan on-call as nacessary to assure
all required actions are completsd and when
required, documented.

2. The Social Worker will be avallabla to attand
Resident Council and/or meet with individual
residents or their representatives upon raquast
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administrator or his or her designated to provide information and support about
representative and to other officials in aceordance facility policy about physical or sexusl abuse.
with State law, including to the State Survey )
Agency, within 5 warking days of the Incident, and What measures will be put into placa or what
if the alleged violation is verifled appropriate systemic changes the facility will make to
corrective action must be taken. ensure that the deficient practice does nat
This REQUIREMENT is not met as evidenced recdr
by ) . )
Basad on staff Interview and review of facllly o itactor of Mersing Seriioes conductad
. g with the nurses on when o perform a
abuss Inves.tlgatsqns, the facm,ty falled to physical assessment and where fo document it
adequately investigate allegations of abuse for 2 when thers is an investigation of alleged
of 3 abuse investigations reviewed (invalving physical or sexual abuse.
resident #167 and #174). The findings were: 2, The Social Warker will develop & tool to be
used durlng an invastigation of alleged physical
1. Raview of the abusge Investigation dafed 3/4/16 ar sexual abuse which will include ensuring a
showed an allsgation of physical abuse was physical assagsment has been completed and
brought to the attention of the facility by a family charted.
member of resident #167. The allegation was
related fo bruising on the resident's wrist. The
facility's Investigation failed to include a physical How the facility plans to monitor its
agsessment of the rasident, Including the brulsing perfoqmanca to make sure that solutions are
to the wrist. This information was, however, sustained:
mentioned in 2 late entry dated 3/7/16. 1. This plan will be implemented and the
2. Review of the abuse investigation dated ;’%gz&;’s e‘:‘;tlon svalusted for its
7/24/16 showed an allegation of saxual abuse , 2. The plan of correction will be intagratad info
was made by resident #174 against 2 shahbazim, the Quality Assurance Performance
The facility's investigation failed to include a Improvement (GAPI) program.
physical assessment of the resident. 3. The Sacial Worker will report to the Quality
Assurance Mapager any incident of alleged
3. Interview with the social services directar on physical or sexual abuse that required a
12/1/18 at 915 AM ravealed Investigationa into physical assessmant. The Quality Assurance
allegations of abuse Included obtalning writlen Manager shall review implementation of the
statements from any residents, staff, or family facility poficy and practices regarding resident
members involved. She also stated she looked at abuse on & guarterly basis to ensure
CNA charting as part of the investigation, but did compliance.
not always include nursing assessments, She Responsible: Social Workar.
confirmed nursing assessments should have
been included as part of the investigatians,
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F 241 483.10(a)(1) DIGNITY AND RESPECT OF F 241|Green House Living for Sheridan will ensure 1113/2017
88=0 | INDIVIDUALITY that the dignity, individuality, and privacy of
avary Elder ig protected and respected. This
i Ished by:
{(8)(1) A facllity must treat and care for each will be aecompl ‘ )
resident in @ manner and in an environment that %:{;’seﬂuégzxg b ?ﬁ‘gzzggﬂisgaﬁiﬁéagn 4
ﬁ;?nsgt;;;yn;?lﬁf;e?: : : :ngi: ; 222%&;;323;215 or continue to r_nonjtor this' staff member randomly
individuality. The facility must protect and for deficiancies in practice.
promote the rights of the resident. How the facility will identify other residents
This REQUIREMENT s not met as evidenced having the potential 1o ba affected by the same
béﬁ cod b " o staff interview. th deficient practice and what corrective action
aged on observation an nierview, (ne will be taken:
facility failed fo maintain the dignity of 1 of 14 1. The Guide will make daily rounds among the
sample residents (#11). The findings were: residents. The Social Worker will train all
Shahbazim on resident’s rights at their monthly
Obgervation on 11/28/16 at 4:25 PM showed team mestings.
resident #11 sitting in a wheelchalr naxt to the _
dining room table with 7 other residents present. What measures will ba put inta place or what
Shahbazim #1 and #2 approached the resident to systemic changes the facility will make to
transfer him/her to a dining room chair. As they ansure thsfnha ‘deﬁczl@m practices do not recur:
were assisting the resident to stand, shahbaz #1 1. The Guide will train the fadility staff in
pulled the back of the resident's pants and brief residant rights, especially the right to have
open 1o look inside the brief, In full view of the personal privacy, every year.
other residents in the area, The shahbazim then " -
wheeled the resident to his/her bathroom, e B P o T on are
Interview at 4:40 PM, after the resident's brief S:S;;?;;?CE © MAKE sure e
was changed, with shahbaz #2 confirmed the 1. The Quality Assurance Committse shall
resident's brisf had been soiled. review the Guide's report for protecting
. resident rights to privacy hased on
|nleplewdwt§"th glhe EbON on ';12/1(16 at 11 AM observations during daily rounds on a quarterly
confimed the shahbazim should not have basis
checked the resident's brief in a public area,
F 263 | 483.10(i)(2) HOUSEKEEPING & MAINTENANCE F 253 |Greenhouse Living for Sheridan will ensure thet | 4 43m047
S5at | SERVICES a sanitary and well-maintained environment is
provided in all 4 of 4 cottages by:
{1)(2) Housekesping and maintenance services _ )
necessary to maint%in a sanitary, orderly, and 1. Repairing the scrape at the axit door naar
comfortable interiar ! ! room #4 of the Whitney cottage to restore itto a
- YT safe, cleanable state without exposed wood or
g;{ls REQUIREMENT is not met as evidenced rough surfoes.
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Baged on observation and staff interview the
facility failed to provide a sanitary snd
well-maintained environment in 3 of 4 resident
cottages (Whitney, Founders, Watt). The findings
wers:

1. Observation in the Whitney cottage on
11/30/16 between 3:45 PM and 4:07 PM showed
the following:

a. The exit door by room #4 had a 7-Inch long
scrape on the wood creating a rough surface.

b. The wall comer by the kitchen entrance
clasest to the dining room table had a scrape 3
inches long at 20 inches above the basehoard
which exposed bare metal.

2. Observation in the Founders cottage on
11/30/16 between 4:08 PM and 4:32 PM showed
the following:

a, The entrance of the building had a line of
scrapad-off paint measuring 19 inches at a height
of 30 inches above the baseboard, which
exposed underlying drywall.

b. The wall behind the bed in rcom #4 had a
line of scraped-off paint measuring 20 inches
vertically starting at a height of 8 inches ahove
the baseboard, which exposed underlying drywall,

¢. The shelf by the halrdresser station sink
was not secured fo the wall, creating a possible
hazard.

d. Awall in room #8 had a line of scraped-off
paint measuring 20 inches at a haight of 31
inches above the baseboard, which exposed
underlying drywall.

3. Observation in the Watt cottage on 11/30/16
batween 4:33 PM and 4:52 PM ghowed the
fallowing:

a. The carpet next to the dining room flaor

X4 ID SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION 5)
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F 253 | Continued From page 4 F 2583 | Gontinued From page 4

2. Repairing the drywall and paint scrapes near
the kitchen entrance of the Whithay cottaga ta
restore the walls to a safe, cleanable state.,

3. Repairing the drywall and wall paint scrape in
the entrance and reoms #4 and #8 of the
Founders cottage to restore the walls to a safe,
tleanable state,

4, Securing the shelf near the halrdresser
station in the Founders cotfage fo the wall using
heavy-duty fasteners.

5. Repairing the campet seam in the Watt
cottage near the dining room floor with carpet
adhesive to return the carpet to a safe,
claanable condition.

6. Replacing the carpet thraughout the common
areas of the Watt cottage. The carpst
replacemant will include all areas that were
noted to be stained in Observation #3. The
carpet raplacement is scheduled for 1/8/2017 by
an outside contractor, The new carpet will be of
a modular construction io allow easy
replacement of stained areas in the futura.

7. Corner protectors will be installed on the wall
corners near the kitchen entrances in all 4
cottages to prevent damage in the futurs and
cover the exposed bare metal.

8, Adding the task of inspacting and recording
the condition of the doors, walls, paint, and
drywall throughaut all 4 coftages to the monthly
facility inspection checklist, Visual inspections
and racords will be completed monthly by tha
GHLS malntenance department, If future
damages are discovered, they will be
documerited and repaired by tha GHLS
maintenance department.

9. Adding the task of inspecting ths sacurity of
fixtures and furniture throughout all 4 cottages
to the quarterly facility inspection checklist.
Physical inspections and records will be
completed quarterly by the GHLS maintenance
departmant.
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had a separated seam measuring 2.5 Inches. ff future hazards or potential hazards are
b. The carpet in front of the patio window had discovarad, they will be documented and
a dark stain that measured 18 inches by 14 repaired by the GHI.S maintenance depariment,
inches. 10. Adding the inspection results from items #8
|  c The carpetin front of the kitchen entry near and #9 10 the Quality Assurance Parformance
| the hand wash station had & dark stain which indioators (QAPI) for e months and six
measured 50 inches across, 'months, rgspactlvely, to track the responge fime
d. The carpet in front of the closet across {by the maintenance department for possibla
§ #10 had a dark stain measuring 40 repairs and corrections, if any are found. The
form room 1| 9 results will b reportad at the monthly Safety
inches by 55 inches. . Commitiee Meeting and to the QAP| Committes
e. The carpet in front of the nurse's room quartarly.
entrance had a dark stain measuring 40 inches 11. i inspection results reveal that the rapartad
{ by 55 Inches. damages and or hazards remain out of
| compliance within the monthly and quarterly time
Interview on 12/1/16 at 10:03 AM with the frames, then it will be taken to the Safety
maintenance supervisor revealed the facility had Committes to focus on a solution. The Safety
identified some of the areas; however, there was Cormmittee will report the results to the QAPI
no fimeline for correction. Further, it was Commitiee.
confirmed that the areas wers visibly dirty and
required maintenance. .
F 278 ; 483.20(g)-{j) ASSESSMENT £ 278 {How the corractive action(s) will be accomplished  |1/13/2017
§8=D } AGCURACY/CQORDINATION/CERTIFIED for those residents found to ba affected by the
| deficient practics,
(g) Accuracy of Assessments. The assessment 1. Resldent #187 was weighed after being
must accurately reflect the resident’s status. released from bad rest. Tha MDS was updated to
reffact thelr new weight.
(h) Ceordination 2, The Director of Nursing and the MDS
A registered nurse must conduct or coordinate Coominatorvﬁlj meet with the Adn_qinlstragor )
each assessment with the appropriate review the facility p.rctoco!s‘ ragarding residan
{ participation of health professionals sszessment including policies and practices o
P p P : lonsure that assessrments accurately reflact the
§ e e status of the residents,
0] Cemﬂ?atmn ) 3. The Director of Nursing and the MDS
(1) A registered nurse must sign and certify that Coordinator will meet to review the needs of
the assessment is completed. individuals affected by the deficlent practice, The
MDS Coordinator will ensure that assessmenis
(2} Each Individual who completes a portion of the accurately reflect the status of the residents.
assessment must sign and certify the accuracy of How the facility will identify other residents having
that portion of the assessment. the potential to be affected by the same deficient
practice:
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(i) Penalty for Falsification
(1) Under Medicare and Medicaid, an individual
who willfully and knowingly-

(i) Cerlifies a matedal and false statementin a
ragldent agzsessment ls subject to a civil money
penalty of not more than $1,000 for each
assessment; or

(i) Causes another Individual to certify a material
and falsa statement In a resident assessment is

subject to a civil money penalty or not more than
$56,000 for each assessmment.

(2) Clinical disagreement does not constitute a
material and false statement,

Thiz REQUIREMENT is not met as evidenced
by
Based on medical record review, Resident
Assessment Instrument (RAI) User's Manual
review, and staff interview, the facillty falled to
ensure the MDS assesament accurately reflactad
the resident's status for 1 of 11 sample residents
(#187), The findings were:

1. Review of the medical record showed resident
#187 had diagnoses that included pressure ulger
to lefi buttock stage 4, unspecified protein-calorle
malnutrition and quadriplegla, Review of the
resident's care plan showed the resident was to
be welghed monthly. The following concerns were
noted:

a, Review of the 5/4/168 admission MDS
assessment for resident #187 showed the
resident welght was recorded as 189 pounds
(ib.). Further, review of the 7/22/16 and 10/17/16

1. The MDS Coordinator will ensure steps have
been fakan fo obtain required assessment data
In & coordinatad, timaly and accurate manner.
The Director of Nursing will be informed of any
delays in obtaining accurate data and completing
the assessment in & timely manner,

2. The MDS Coordinator will ohtzin a record
sudit monthly from the Quality Assurance
Manager of resident assessments to ensure that
thay accurately reflect the status of the residents.

What measures will be put into place or what
systemic changas the facility will make to ensura
that the deficient practice does not recur:

1. The Quality Assurance Manager will ensure
that copies of the clinical records and/or other
dosuments containing resident-ralated
information are audited monthly to ensure data
are accurate. The audit results will be provided to
the MDS Coordinator for further action,

Haow the facility plans to monitor its performance
to make sure that solutions are sustainad:

1. The Quality Assurance Manager will perform
monthly random audits of resident assessments
o ensure accuracy.

2. This plan will be implemented and the
corrective action avaluated for its effectiveness.
3. This plan of comraction is integrated mto the
Quality Assurance Performance Improvement
(QAPI) program,

4. The accuracy of assessment data will be
reviewed on a quarterly basis by the Quality
Assurance Performance Improvement committes
to ensure compliance.

Responsible: MDS Caordinator.
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quarterly MDS assessments also showed the
residant weight was racorded as 188 Ib.

b. Review of the resident's weight recard
showed s/he had been weighed upon admission
with no further welghts done. Further, raview of
weight docurmentation showed a note dated
8/5/16 that indicated "do not weigh per [the
DONJ."

¢. Review of the Long-Term Care Facility
Resident Assessment Instrument 3.0 User's
Manual version 1.14, October 2016, Section
K0200 B, showed the weight recorded was to be
based on the most recent measure In the last
thirty days. it further instructed If the Isst recordad
welght was taken more than 30 days prior to the
assessment reference date (ARD) of the
assegsment, or the previous weight is not
available, to weigh the resident again. Further,
review of section 3.3, "coding conventions”,
showed a dash (-) value would be used to
Indlcate that an kem was not assessed.

d. interview on 12/1/16 at 10:00 AM with the
MDS coordinator revealed she was aware the
resident's weight had not been assessad since
5/4/18, and the welghts recorded on the quarterly
MDS assessments dated 7/22/16 and 10/17/16
were rict verified as the accurate weight of the
resident within the 30 day time frame.
483.25(d){1)(2)(n)(1)«(3) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

(d} Accidents.
The facility must ensure that -

(1) The resident environment remains as free
from accident hazards as is possible; and

{2) Each residant receives adequate supervision

F 278

F 323 | Regarding Observations #1 - #5: 113/2017
Greenhouse Living for Sheridan will ensure
that the water at all fixtures accessible by
rasidants maintain a temperature of no more
than 110 degrees Fahrenheit (F) in all 4 of 4
cottages by:

1. Adjusting the water heaters to a maximum
limit of 110 degreas (F) in all 4 cottages. Thase
adjustments were completed 12/19/2018,

FORM CMS-2567(02.85) Pravibus Vargions Obsolets Evant I0; RVFK14
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and asslstance devices to pravent accidsnts. 2. Adding the task of monitoring the water
temperaturas on all fixturas accessible to
residents to the preventstive maintenance
schedule and recorded monthly. Temperatures
will be taken using a calibrated,

instant-read thermometer.

3. Monitoring of the water temperatures in
resident rooms will be added to the Quality
Assurance Parformance Indicators (QAPI) far

three months to track any possible trends in

(n) - Bed Rails. The facility must attempt to use
appropriate alternatives prior to installing a side or
bed rail. I & bed or side rail i3 used, the facllity
must ensure corract installation, use, and
maintenance of bed rallg, Including but not limited
to the following slements,

(1) Assess the resident for risk of entrapment
from bed rails prior to installation,

{2) Raview the risks and benefits of bed rails with
the resident or resident representative and obtaln
informed consent prior to installation,

rising water temperatures. The resuits will be
reported at the monthly Safety Commitiee
Meeting and to the QAPI Committee guarterly,
4. If water tamperaturas continue to remain
out of compliancs, then it will be taken to the
Gafety Committee to focus on a solution. The

Safety Commitiee will raport the results to the
(3) Ensure that the bed’s dimenglons are QAPI Committes.
appropriate for the resldent's size and weight.
This REQUIREMENT is not met as evidenced Regarding Observations #6 - #12:
by: Greenhouse Living for Sheridan will ensure
Raged on observation, staff interview, and raview that the rugs in all l}'coﬁagas are secured and
of facility water temperature logs, the facility failed of a better composition ta prevent falls by,
to ensure safe water temperatires in resident 1. Purchasing and installing rugs that are
showers In 4 of 4 resident cottages (Founders, heaviet and contain a non-siip backing to
Scott, Watt, Whitney). Also, the facility failed to pmveri\t the rugs from rolling, curling, or sliding
ensure carpets were secured to prevent falls in 4 when in use.

2. Educating the Shahbazim regarding the
of 4 resident cottages (Founder, Scott, Watt, propar placement of rugs to prevent falls and
Whitniey). The findings were:

door abstruction. This trainlng will be
incarporated into the written housekeeping
guides and the manthly housakaaping
coordinator meetings.

3. Visually monitoring tha integrity and
effectiveness of the new rugs in preventing
falls will be added to the Quality Assurance
Performance Indicators (QAP!) for

thrae months to determine if the new rugs are
a permanent solution. The results will be
reported at the monthly Safety Cormmittee

Regarding water temperatures in resident sreas:

1. Observation in the Seott building on 11/30/16
between 3:32 PM and 3:44 PM showed the hot
water temperature at the resident shower in room
#12 measurad 128.1 degrees Fahrenhelt {F).

2. Observation in the Whitney building on
11/30/16 between 345 PM and 4:07 PM showed
the hot water temperature at the resident shower

FORM CME-2367(02-88) Pravipus Vearsions Obsaleta
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in room #1 measured 122.7 degress F., and the
hot wateér temperature at the resident showar In
room #9 measured 134.6 degrees F.

3, Obsarvation In the Founders bullding on
11/30/16 between 4:08 PM and 4:32 PM showed
the hot watsr temperature at the resident shower
in room #4 measured 134 degrees F., and the hot
water temperature at the resident shower in room
#8 measured 138.5 degreeg F,

4. Observation in the Watt bullding on 11/30/16
betwesn 4:33 PM and 4:52 PM showed the hot
water temperature at the resident shower in room
#2 measured 124.3 degrees F., and the hot water
temperature at the resident shower in room #10
measured 131.3 degrees F.

5. Tour with maintenance staff member #1 on
11/30/16 at 5:51 PM verified that water
tomperatures were above 120 degrees F. He
stated that showers were naot part of the water
temperature logs that were kept. Further, staff
were aware the resident showers did not have
mixing valves to regulate water temperatures.

Regarding the carpeting in resident cotiages:

6. Observation on 11/28/16 at 425 PM In the
Scott bullding showed the floor mat at the
key-coded entrance door was found to be easily
kicked up and moved. There was no tape or
adhesive to the rubber underside of the mat to
ensure safety.

7. Observation on 12/1/16 at 8:11 AM In the
Whitney bullding showed the floor mat at the
key-coded entrance docr was found to be easily
kicked up and moved. There was no faps or
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meetings and to the QAP Commities quartarly.
4. Based on the criteriz in ltem #1, If the new
rugs are determined to be inadequate for
preventing falls, then it will be taken to the
Safety Committea to focus on a solution. The
Safety Committee will report the results to the
QAPI Committee. Responsible employeea:
Maintenance Director,
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adhesive to the rubbar underside of the mat to
ansurs safety.

8. Observation on 12/1/116 at 8;13 AM in the
Whitney building showed the floor mat at the
maln entrance door wes lifted up onto the door
threshold, and did not lie fiat, There was no tape
or adheslve to the rubber underside of the mat to
snsure safety.

9. Observation on 12/1/16 at 8:15 AM in the
Founders building showed the floor mat at the
key-coded entrance door had three bubbled
edges which did not fle flat. There was no tape or
adhesive to the rubber underside of the mat to
ensure safaly. '

10. Observation on 12/1/16 at 8:17 AMin the
Founders building showed the floor mat at the
main entrance doar was Ifted up onto the daor
threshold, and did not fie flat. There was no tape
or adhaslve to the rubber underside of the mat to
ansure safefy.

11. Observation on 12/1/16 at 8:21 AM n the
Watt building showed the floor mat at the
key-coded entrance door had two hubbled edges
which did not jie flat, There was no tape or
adhesive fo the rubber underside of the mat to
ansure safatly,

12. Observation on 12/1/16 at 8:17 AM in the
Founders building showed the fioor mat st the
main enfrance door was lIfted up onta the door
threshold, and did not lie flat. There was no tape
or adheglve to the rubber underside of the mat to
ensure safety.

13. Intarview on 12/1/16 at 9:42 AM with the

F 323

FORM CM8-2587(02-80) Pravieys Versions Qbsolate Evant ID: RVFK1

Facility ID: WY0042 if continuation shael Paga 11 of 18




JAN/09/2017/M0N 01:30 PM Green House Living

FAX

No. 307-752-1852

P,

013/020

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/15/2016

GREEN HOUSE LIVING FOR SHERIDAN

2311 SHIRLEY COVE
SHERIDAN, WY 62801

FORM APPROVED
ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (%1} FROVIDERISUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION (X9} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
535054 8. WING 12/01/2016
NAME OF PROVIDER OR 8UPPLIER STREET ADDRESS, CITY, STATE, 2P CobE

X410 BLMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION XE)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGQULATORY OR LA IDENTIFYING INFORMATION) TAG GCROSS-REFERENCED TO THE APPROFRIATE DATE
REFICIENCY)
F 323 Continued From page 11 F 323
maintenance supervisar revealed the mats ware
provided by an outside company and were
brought to the facility. He observed and confirmed
the mats wera aasy to move out of place and
were not lying flat on the floor, which created a
safety hazard.
F 441 | 483.80(a)(1)(2)(4){e)(f) INFECTION CONTROL, F 441 Green House Living for Sheridan will ensure 1/13/2017
§5=0 | PREVENT SPREAD, LINENS that all tubing for oxygen equipment and
accessories will be changed monthly, This will
(a) Infection prevention and contral program, be accomplished by:
The facility must establish an infection prevention 1. Eider #187 had the tubing changed on her
and control program (IPCP) that must include, at SVN on 12-1-2016 NOC shift and was
a minimum, the following efements: scheduled for monthly change-out of tubing on
the first Thursday of every month henceforth,
Elder was discharged to home on 12-20-2018.
1(1) A s-yﬁt-em for preventin_g, identifying, reporting, 2. All nursing pars%nnel were in-serviced on
nvestigating, and controlling infections and ) .
; oxygen iubing changes at the monthly nurses
communicable diseases for all resldants, staff, mesting on Degember 15, 2016
volux_'lteers, visitars, and ather individuals 3. All Eldars at GHLS witr; orderls for oxygen or
providing services under a contractual nebulizer treatments have monthly tubing
arrangement based upan the facility assessment changes scheduled on their TAR (12-22-2018),
canducted according to §483.70(e) and following 4, Gulde will moniter oxygen tubing dates as
accepted national standards (facility assessment part of her weekly walk-throughs In every
implementation is Phase 2); cottags,
5. DON/infection Preventionist will monitor
(2) Written standards, policies, and procedures TARs waeskly for evidence of completion of
for the program, which must include, but are nat tubing changes. Results of these observations
limited fo: and walk-throughs will be reported to the QA
Committee quarterly and any negative trends
(i) A system of survelllanca designed to identify will be addressed and a Plan of Action initiated,
possible communlcable diseases or infections
before they can spread to other persons in the
faclity;
(ify When and ta whom possible Incidents of
communicable disease or infactions should be
reparted,
FORM CMS-2567(02-88) Previous Versions Ohsolata Event ID: RVFK11 Facliity ID: WY0042 if eontinuation sheet Page 12 of 19
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(i) Standard and transmission-based precautions
{0 ba followed to pravent spread of infections;

{iv) When and how isolation should be used fora
resident; including but not limited to:

(A} The type and duration of the Isolation,
depending upon the infectious agent or organism
involved, and

(B) Arequirement that the isolation should be the
{east restrictive poasible for the resident under the
circumstances,

(v) The circurmstances under which the facllity
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(v) The hand hyglene procadures to be followed
by staff involved in direct resident contact,

{4) A system far recording incidents identified
under the facilify's IPCP and the corrective
actions takan by the facliity.

(e) Uinens. Personnel must handle, store,
process, and transpart linens so as to prevent the
spread of infection.

{f) Annual review. The facility will conduct an
annual review of its [IPCP and update their
program, 28 necessary.

This REQUIREMENT is not met as evidenced
by:

Basaed on ohsearvation, policy and pracedure
review, and staff interview, the facility failed o
follow an infection prevention and control
program for one random abservation of small
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vaiume nebulizer use (involving resident #187).
The findings were:

1. Observation on 11/29/18 at 8:12 AM showed
resident #187 had a small volumas nebulizer
machine at his/har bedside table. The machine
had fubing connectad fo & nebulizer cup and
mouthpiecs, The tubing was dated "10/26". The
tubing was further observed on 11/30/16 and
12/1/16 and showed the same date.

2, Review of the facility pollcy enfitied,
"Respiratory Equiprmant Change-Qut," last
revised 6/8/16 showed smail volume nebulizers
and tubing were fo be dated and changed out
monthly.

3. Inferview on 12/1/18 at 8:40 AM with RN #1
revealed that oxygen and nebulizer tubing was
changed monthly by the night nurse, She further
canfirmed the date 10/26/18 as the date the
tubing had last been changed.

483,70{i)(1)(5) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

(1) Medical records.
(1) In accordance with accepted professional
standards and practices, the facility must

maintain medical records an each resident that
are-

(1) Complets;
(liy Accurately documented:;

(iiiy Readily accessible; and

F 441

F 514

Green House Living for Sherldan will ensurs
that every Elder has a complete medical
recerd, including the times when the EMR is
unavallabla. This will be accomplished by;

1. Each cottage at GHLS will maintain in the
nursing office a notebook with blank MARS,
TARs, and Progress Notes corrasponding to
the twalve rooms in each cottage. MARs and
TARs will be filled in by nursing, using the most
recant papar copy of Physician Orders kept in
each Elder's physicai chart,

2. Tha Shahbazim will have a notebook at their
desk in ach kitchen which contains blank
Daily Cares charting sheets for each of their
twelve Elders. This will include an area

113/2017
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{Iv) Systematically organized

(5) The medical record must contain-
(i) Sufficient information to identify the resident;
(1) A racord of the resident's assessments;

{iii) The comprehensive plan of care and services
provided;

(Iv) The results of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

(v) Physician’s, nurse's, and other licansed
professional's progress notas; and

(Vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50.
This REQUIREMENT is not met as evidenced
by:
Based on obaervation, medical record raview,
and staff interview, the facllity failed to ensure the
rmedical record was complete for 36 of 48
residents (#11, #17, #49, #50, #51, #52, #63, #54,
#78, #87, #88, #89, #93, #94, #95, #105, #115,
#117, #119, #132, #133, #138, #144, #160, #162,
#164, #176, #4177, #178, #180, #182, #183, #184,
#186, #188, #180). The findings were:

Interview with the Director of Human Resources
on 11/30/18 at 10:50 AM ravealed the facility had
an issue with thelr electronic medical record
systemn from 8/12/16 until 8/15/16. He stated the
facility staff charted on physical forms during that
timeframe because the server was down. Review
of the resident list during those dates provided by
the DON showed the census was 48. The

F 514

Continued From page 14

for desumenting q15 minute rounds.

3. Upon restoration of service to the EMR, all
paper charting will be filed in the physical chart
of each Elder, which is kept in the nursing
office of each cotiage.

4. QA Cammittes will reviaw Plan of Action
quarterly, in the event of a loss of the EMR,
{DON and QA Coordinator will monitor charting
daily until EMR service resumes. Negatlve
trends wiff be brought to the QA Committee to
revise Plan of Action.
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following concems were identified:

@&, Review of written documentation provided
by the DON for the 8/12/16 through 8/15/16
timeframe showed 12 residents had MARs, The
review showad the following residents did not
have MARs: #11, #17, #48, #50, #51, #52, #53,
#54, #78, #87, #88, #80, 403, #94, #05, #105,
#115, #117, #119, #132, #133, #1390, #144, #160,
#162, #1684, #175, #1777, #178, #180, #182, #183,
#1684, #1688, #188, #190.

b. Interview with the DON on 12/1/18 &t 11:45
AM confirmed that all 48 residents at the facility
from 8/12/16 through 8/15/16 had medication
orders. She further confirmed the facliity had no
additional documentation of resident medication
administration for that pariod,
483.75(m)(1) WRITTEN PLANS TO MEET
EMERGENCIES/DISASTERS

The facility must have detailed writtan plans and
proceduras to meet all potential emergencles and
disasters, such as fire, severe weather, and
missing residents.
Zhis REQUIREMENT ig not met as evidenced

y:
Based on staff interview, emergency palicy and
procedures raview, and Call History review, the
facility failed to ensure an adequate plan was
developed to address call-ight system failure
concerning 1 event of call-light system fsllure for
4 of 4 cottages (Founders, Scott, Watt, Whitney).
The findings were;

Interview with the maintenance director on
121116 at 8:40 AM revesled the electronic
call-light system for all four resident cottages,
(Founders, Scott, Watt, Whitney) failed to operate
from 8/12/16 at 6:38 AM untll 8/29/18 at 11:52 AM

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES [ia] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE RATE
DEFICIENCY)
F 514 | Continued From page 15 F 514

F 517 | Greenhouse Living for Sheridan will meet the | 1/13/2017

requiremeant of being prepared for all potential
emergencies and disasters in all 4 of 4
cottages by

1. Devaloping and writing detailed plans and
procedures that addrass Information
Tachnalogy (IT) systems failures specific to the
squipment and software owned and operated
by GHLS, including: GHLS Network Server,
Nurse Charting, Nurse-Call (call fight) System,
Telephone Service, Intarnet Sarvice, and
GHLS Email Server.

2. Integrating the IT Failure plans and
procedures into the GHLS Disaster and
Emergancy Preparedness documentation,
training, and periodic drills for all GHLS
smployess.

3. Condusting employae trainings and drills wili
be added to the Quality Assurance
Performance Indicators (QAP!) for three
months to ensure that all employees have
raceived and understand the IT Failure plans
and procedures. The rasults will be raported at
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due to a server lssue. He stated that since the
call-iight fallura the facility had recelved 48
manual bells that could be rung by residents if the
call-light system fails in the future. Review of the
Call History for the call-light system confirmed the
call light system was not operating for resident
rooms during that imeframe. The following
concerns werg Identified:

8. Raview of the facility emergency policy
and procedures revealed that call-light system
faflure was not addressed.

b. Interview with shahbaz #3 in tha Founders
Cottage on 11/30/16 at 12 Noon, and shahbaz #4
in the Founders Cottage on 11/30/16 at 12;15
PM, revealed that during the call-ight outage of
B12118-8/29/16 the staff checked on the most
vulnerable residents evary 15 minutes. They
further stated the resldents with persansl phanes
had the facllity phone number added to use for
speed dial to communicate with staff, and the
facility did riot have a set ime to check on those
resldents. Thay stated the facility did not have
physical bells for resldents to ring for heip during
the outage, and there was no cocrdinated staff
training to address the callHight issue. Shahbaz
#4 further stated that staff used the daily nurse
report charting to document any issues.

¢. Interview with shahbaz #5 in the Watt
Cottage on 11/30/16 at 11:16 AM revealed that
during the cal-light outage of B/42/16-8/29/16 the
staff checked on the most vulnerable residents
every 15 minutes, and other residents every 30
minutes to every haur.

¢. Interview with the DON and MDS
coordinator on 11/30/16 at 3:30 PM confirmed the
facility did not have a specific and documentad
plan during the 8/12/16-8/29/16 call-light outage
to address that emergency, and the potential for
that emergency to happen again, However, each

the monthly Safety Committee meetings and to
the first quarterly QAPI Committae meeting.

4. Ifit is determined that staff members remain
untrained, ar that the plans and policies
inadequately prepare staff members for an {T
failure, then it will be taken to the Safety
Committee for review and impravament. The
Safaty Committee will report the results ta the
QAF] Committee. Responsible amployes:
Maintenance Director.
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F stated that an emergency plan to address &
potential call-light outage was being formulabed
by the Safety Committee. Each confirmed the
facliity did not document the checks on residents
- during the ceall-light outage, and they continued to
instruct staff to document by exception (when an
' occurrence warrants). .
F 5201 483, 75(g){ D)-(H}2) (D (i)h) () QAA F B20]How the corrective action(s) will be {113/72017
§8=0 | COMMITTEE-MEMBERS/MEET accomplished for those residents found to be
 QUARTERLY/PLANS affected by the deficlent practice:
(g) Quality assessment and assurance. 1. The Quallty Assurance Manager will mest
with the Administrator to review the regulations |
(1) A facility must maintain & quality assessment and facilitx policies re‘gardi’ng the management |-
and assurance camm[ttea cons]sﬂng at a of the fﬁmllty. The pOIICy will describa the
' minimurm of purpese and membership of the quality
’ assessment and assuranca committes. The
, _— committee will develop and implement
(i) The director of nursing services; ; apprapriate plans of action to correct identified
N . . \ o . i quality deficiencies. .
() The Medicat Director or his/her designee; 2, The Administrator will ensure that the facflity |
o " alicies gnd procedures are consistent with
(i) At least three other members of the facility's eauiatony remuromente.
- staff, at least one of who must be the 3. Under the direction of the Director of
administrator, owner, a board member ar other Nursing, residents affected by the deficient
individual in a leadership role; and practica(s) will be assessed and provided the
treatment, services and environment necessary |-
| (9)(2) The quality assessment and assurancs for their health and safety by qualified staff,
| committes must ; 4, The qualily assessment assurance
5  committee will review implementation of the
{i) Meet at ieast quarterly and as needed to iplans of action pariadically to ensure that the
coordinate and evaluate activities such as plans remain effective.
identifying issues with respect to which quality , .
assessment and assurance activities are What measures will be put into place or what
necessary; and systemic changes the facility will make to
: ! ensure that the deficient practice does not
(if) Develop and implement appropriate plans of reaur.
action to correct identified quality deficiencies; 1. The Quality Assurance Manager will require
all sub-committees to turn in meeting minutes
FORM GMS-2557(12-59) Previnus Verelons Obsolsts " EvantID:RVFKY Faciity |0 Wy0042 If continuation sheet Page 18of 19
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(h) Disclosure of information. A State or the on a monthly basis. All sub~committees will
Secretary may not require disclosure of the also be required to report out on any identified
racorda of stch comm[{tee except in so far as deficiencies on g ‘quarte'rly basis, The qpalsty
such disclosure Is refated to the compliance of assurance committea will assess the minutes
such committes with the requirements of this and any other data and developand
saction. implement plans of action to correct Identified

quzlity deficiencies.
(i) Sanctions. Good faith attempts by the How the faciiity plans to monitor its
committee fo identify and correct quality performance tg fnake sure that solutions are
deficiencies will not be used as a hasls for sustained:
sanctions.
This REQUIREMENT s not met as evidenced 1. All plans of action will be reviewsd an a
by. quarterly basis.
Based on QAP (quality assurance, performance 2. This plan will be implemanted and the
improvement) meeting minutes review and staff torrsctive action evaluated for its
interview, the facility failed to address all required effectiveness.
areas In the QAPI committee, The findings were; 3. This plan of correction is integrated Into the

Quality Assuranca Parformance improvement
Review of QAPI mesting minutes, which included (QAPI) program,
the minutes from the 7/11/16 and 10/10/16 Respensible: Quality Assurance Manager.
meetings (before and after the caliHight and
electronic medical record failure), confirmed the
facllity had a QAP] commitiee that mst each
quarter. However, review of the minutes for the
10/10/16 meeting revealed the QAP committee
failed to address the call-light system failure of
8/12/16-8/28/16 or the medical record system
failure of B/12/18-B/15/16. Interview with the
Administrator, DON, and Financlal Manager on
1271718 at 1115 AM confirmed the QAPI
committea failed {o address the system failures.
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