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Acomplgint survey was conduoted by Heatthcare
Licensing and Surveys fram 12/4/18 through
12/8/18. Complaints revlewed In the courge of
this survey were complaint Intake WY000002314,
WY00002318, WY000002319, WYDDD002320,
WY0Q0002323, 'and WY000002327.

The following common abbravistions ara used

throughaut this document:

ADLs; Activitles of Dafly Living
CNA; Coartified Nurse Alde
DON: Diractor of Nurslng
MDS: Minimum Data Set

RN: Registared Nurse

LPN: Licensed Practical Nurse

CAA: Care Area Assessment

PPE: Fersonal Protective Equipment
BIMS: Brief Interview for Manta) Status

Less commonly used abbreviations will ba
annotated ih each deficlency.

CENTERS FOR MEDICA E & MEDICAID SE VICES MgORg %ggg?c\ég?
STATEMENT OF DEFIGIENCIES 1) PROVIDER/SU  DAT: ‘
S N e s Sz sy

: c
: 535048 B. WING
12/08/2016
NAME QF PRQVIDER OR BUPPLIER BTREETADDH.ESB, CITY, STATE, 2IP CODE
GRANITE REHABILITATION AND WELLNESS - 128 BOXELDER DRIVE
CHEYENNE, WY 82004
. (%4 D SUMMARY BTATEMENT OF DEFIGIENGICS o PROVIDER'S PLAN OF CORREGTIO
PREFIX {EACH REFICIENCY MUST BE PRECEDER 5Y FULL PREFIX (EACH CORREQCTIVE ACTION SR:;:OULDNBE cﬂhﬂl;xLﬂE'ﬁUN
e REGULATORY OR L3C IDENTIFYING ’NFORMATIOH) TAG CROBS-HEFERENCEDTO THE APPROPRIATE BATE
OEFGIENGY)
Preparation and execution of the
F 000 | INITIAL COMMENTS F oo P

response and plan of correction
does not constitute an admission or
agreement by.the provider of the
truth of the facts alleged or
conclusions set forth in the
statement of deficiencies. The plan
of correction is prepared and/or
executed solely because it is
required by the provisions of the
state and federal law. For the
purposes of any allegation that the
facility is not in substantial
compliance with federal
requirements of participation, this
response and plan of correction
constitutes the facility’s allegation
of compliance in accordance with
the State Operations Manual
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()(2) The resident has the right to and the facllity : .
must make prompt efforts by the facllity 1o resolve 1. Corrective Action )
grievances the resident may have, In accordance Uniresolved clothing grievances for
with this paragraph. Resident #38 and #91 that were
{(3) The facilty must meks Information on ow ‘de“;‘ﬁzd;? 12/ 1(%28,]2?) 6
o file a grievance or complalnt avallable to the resolved betore .
resident,
(iX4) The faclity must estabish a grievanca pol 21D of Others
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to ensure the promipt resolution of all grievences The'Socml ,Seww.e , Dlrcctqr or
ragerding the residents' rights contained In this Designee will review the grievance
log for any unresolved grievances to
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paragraph. Upon request, the provider must give
a copy of the grievance policy to the resident, The
grievance polley must incluge:

(1) Notifylng resident Individually or through
postings in prominent Iocations throughout the
facillty of the right to file grievances orally
{meaning spoken) or In writing; the right to file
grievances anonymausly; the cantact Informatlon
of the grlevanca officlal with whom a grievance
can be flled, that is, his or her name, business
addrass (malling and emall) and businass phone
number, a reasonable expected time frama for
completing the revisw of the grlevance; the right
to obiain a written decislon regarding his or her
grievance; and the contact Information of
Independent entities with whom grievances may
be flled, that Is, the pertinent State agency,
Quality Improvernent Organization, State Survey
Agency and State Long-Term Care Ombudsman
pragram or protaction and advocacy system;

{11} Jdentifying a Grlevance Official who Is
responsible for aversealng the grievance process,
recelving and tracking grievances through ta thalr
concluslons; laading any necessary investigations
hy the facllity; maintaining the confidentiality of ali
Information dssoclated with grievances, for
example, the [dentity of the resident far those
grievances submitted anonymously, lesuing
written grievance declsions to the resident and
coordinating with state and federal agencies as
necessary in light of specific allegations;

(i) As necessary, taking Immediate action to
prevant further potential violations of any resident
right while the alleged vinlation is being
investigated;
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TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
ensure gri e ecolved
timely before 12/30/2016.
F 168 | Continued From page 1 F 188

 team members whom are responsible

3. Systemic Change

The Social Services Director or
Designee will complete a weekly
audit of the grievance log to ensure
grievances are resolved timely.

The Ditector of Nursing or Designee
will educate the interdisciplinary

for resolving grievances to ensure
the grievance is resolved timely
before 12/30/2016.

4. Monitoring
The Social Services Director or

Designee will report results of the
audit to the facility monthly Quality
Assurance Meeting for 90 days or
until substantial compliance has
been achieved or sustained asg
determined by the committee.
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| abuse, including injurles of unknown source,

Contlnued From page 2

(iv) Consistent with §483,12(c)(1), Immediately
reporting all afieged violations involving naglect,

and/or misappropriation of realdent proparty, by
anyone furnishing services on behalf of the
pravider, to the atiministrator of the provider; and
as required by State law,

(v) Ensuring that all written grievance daciglons
Include the dats the grievance was recelved, a
summary statement of the resident's grievance,
the steps taken to investigate the grlevance, a
summary of the pertinant findings or conclusions
regarding the resident's concerns(s), a statement
as to whather the griavance was confitmad ar not
confirmed, any correctlve action taken or to be
taken by the faciiity as a result of the grievanca,
and the date the written decislon was issued;

(vi) Taking appropriate corrective action in
accordance with State law If the alleged violation
of the residents’ rights Is confirmed by the facility
or if an outside entity having Jurisdiction, such as
the State Survey Agency, Quailty Improvemant
Organization, or local law enforcement agency
caonfirms a violatlon for any of these resldants’
rlghts within Its araz of responsibility; and

{vii) Maintaining evidence demonstrating the
result of all grievances for a period of no less than
3 years from the issuance of the grievance
decizion,

This REQUIREMENT s not met as evidenced
by:

Based on observation, resident, family, and staff
interview, review of resident grievances, and
review of polley and procedures, the facility failed
to ensure grievances were resolved for 2 of 4

F 166

FORM CMS-2587(02-69) Pravious Vorslans Obaalate

it Ak

Bvent {D:FOKR1

Facilly 10: WYno1e

If continuation shaet Fage 3 of 19




'DEPARTMENT OF HEALTHAND HUMAN SERVICES

CENTERS FOR MEDICARE

& MEDICAID SERVICES

PRINTED: 01/27/2017
FORM APPROVED

* -1 labeled when the resident was admitted. The

sample resldents (#38, #81) who were rmlssing
clothing. The findings were; :

1. Interview with resldent £38 on 12/4/18 at 8:08
PM revaaled s/he was missing some clothing
itarns and was down to histher last items. Further,
the resident revealed s/he had reported this to the
facility and felt it toak them a long time to retum
ltems. The: following concerns were identifled:

a. Observation on 12/5/16 at 9 AM showed
the resident had 4 pairs of pants, 3 shirts, and 1
pair of socks In histher room. Intervisw with the
resident at that time revealed the facllity had not
returned all of his/ner missing ltems and some of
the itemns that wers returned after the resident
filed a grievance belonged to anather resident
with a similar name,

b. Review of a grlevance form datad 11/20/16
showed the resident filed the grievance on
11/29/18, The grievance showad the resident
reportad missing quarter socks, long sacks,
possibly pants, and shirts, The iterns wera

“Investigation/action" saction showed "found
muitiple items will continue to ook far additional
ltems" and "ltems were ratumed ‘o resident.” The
"resolution of grievance" section shawed the
grievance was resolved on 11/30/16 at 3:30 PM:
howaver, a note at the top of the grisvance
showed {aundry and housekeeping recelved the
grlevance on 12/2/18.

c. Observatian on 12/8/16 at 1:41 PM showed
the residant had 2 pairs of pants, 2 shirts, and no
socks In the room, Interview with the resident at
that time revealed the facility had not delivered
any itams since tha room was last observed on
12/6/18, marea than 72 hours aarlier.

d. Review of the medical record showed the

facility falled to complete an inventery of the

oMB NO, 0338-0391
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| tems. The family member stated "I have not seen

grisvance,

resident's belongings at the fime of admisslon on
11/818,

2. Review of a grievance form dated 1114116
revealed 8 griavance filed by g family member of
resident #91 which concerned tha loss of
persanal clothing that had not been retumed from
the laundry. The resident was admitted an
10/6/18, The fallowing concams were Identified;

8. Review of the resident's admission
inventory list included 1 coat, 1 hat, 1 palr of
shoes, 1 pair of slippers, & shirs, 6 swaaters, 4
Jeans, 7 palrs of sweat pants, 4 pairs of
cornpresgion stockings, and 4 hraces,

b. Observation of the resident's closet on
12/6/18 at 3 PM ghawed 1 coat, 1 hat, 1 pair of
slippers, 3 palrs of sweat pants, and 11 leng
sleeve shirts, The dresser drawers containad tha
stockings and braces. Observation of the resident
at the same time showed s/Me was wearing sweat
pants, shoes, and a long-sleaved shirt.

€. Interview with & family member on 1277118
at 4:50 PM canfirmed the loss of the clothing

4 palrs of jeans since [the residentl-moved inin
October.” She stated she was told that there was
@ whole plla of laundry in the laundry area and the
facllity was trying to hire paople to go through it
and sort It out. She stated she was told this
“approximately 2 weaks ago.”

d. The facliity was unable to provide any
documantation of efforts to resolve the 11/14/18

3. Interview with the administrator on 12/8/18 at
1:34 PM revealed there was a T2-hour ime frame
for items to be returned from tha laundry. Further,
sha dld not feel that missing ltems were "out of
hand.*

F 188
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4, Review of the facility "Grigvance Policy" last
updated April 2015 revealed: “...5, Griavances gre
resolved immediately, when possible, by the
individual recsiving the grievancs, 6. Whan
immediate resalution is not possible the
grievance Is routed to Soclal Services or
deslgnee within 24 hours, The Individual recalving
the grievance fiils out a Grievance Form,..8.

' Sacial Services or deslgnee routes the Griavance
Form to the appropriate department mansger,
who reviews the grievance, responds within 48
hours, and retums the Grievance Form to Soclal
Services or designee. 9. Soclal Services or
deslgnee logs Griavance Forms on the Grievance
Log. 10, The ED reviews the Grlevance Log at
the Daily Stand-Up Meeting. 11, Saclal Services
or designee snalyzes grisvances monthly far
tracking and frending. Identifiable trends are
addraszed through the QARI Commiittes, "

F 282 | 483.21(b)(3)() SERVICES BY QUALIFIED F282| F282 Services by Qualified Persons|12/3018
$8sb | PERSONS/PER CARE PLAN Per Care Plan

(b)(3) Comprehensive Gare Plans

The services provided or amanged by the facility, 1. Corrective Action
a3 outlined by the comprahensive care plan, Care plan for Resident #56 was

must- updated before 12/30/2016.
(if) Be provided by qualified persons In

accordance with each rasident’s written plan of 2. ID of Others

| care. . , The Director of Nursing or Designe
g;is REQUIREMENT is not met as evidenced will audit residents identified for ris;i
Based on observations, staff Interview, and | of impaired skin integrity before
medlcal record review the facility falled to provide 12/30/2016 to ensure residents

the care according to the care plan for 1 of 10 : :
sarnple residents (#58) with dementia, The , identified are offloaded and
findings were; repositioned frequently.
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will educate nursing staff before
12/30/2016 to ensure residents arc
repositioned and skin is offloaded
frequently.

1. Review of the 9/19/18 significant change MDS
assessment for rasident #58 showed diagnoses
which Included Alzheimer's dementia,
Non-Alzhelmer's dementa, and Stage 2 prassure
ulcer, left and right buttack. The rasident had a
BIMS (Brief Interview for Mental Status) of 4/15
(esvere impairment), and 2 unhealed Stage 2
pressure ulcers, The resident was frequantly
Incontinent of urine and bowel and needed the
extensive assist of 1 staff member for tolleting
and personal hygiane. The following concerns
were identified:

a, Continuaus observation on 12/6/18 from
8:18 AM untll 12:45 PM (approximately 3 hours
and 30 minutag) showad the resident was seated
In & chalr In the dining room. At no time was the

The Director of Nursing or Designe
will complete a random audit of
residents ideritified for risk of
impaired skin integtity weekly to
ensure residents identified are
offloaded and repositioned
frequently.

L34

resident approached and taken to the bathroom.
At 8:45 AM s/he stoad up to have his/her chalr
moved 1o participate In an activity, At tha end of
) rthe activity the resident was pushed back to the
" I'dining table In histher chalr without standing up.
Tha resident then sat in his/her chair for 3 hours,

b. Review of tha incontinence secton of the
care plan dated 10/3/16 revealad "nursing to
provide extensive asslst with toilet use as
needed" and "check for Incontinenca; ¢lean and
dry skin If wat or solled."

¢. Review of the skin integrity section of the
care plan dated 10/3/16 revaaled "Encourage and
aselat resident to offload as needed.”

d. Interview with LPN #1 on 12/8/6 ut 215
PM revealad the expectation that the resident
should be toileted "every two hours while awake"
and "offload every couple hours." _
F 425 483,45(a)(b)(1) PHARMAGEUTICAL SVC -
88=0 | ACCURATE PROCEDURES, RPH

- F 428

The Director of Nursing or Designeé
will report results of the audit to the
facility monthly Quality Assurance
Meeting for 90 days or until
substantial compliance has becn
achieved or sustained as determined
by the committee. '

12/30/16

F425 Pharmaceutical Services-
Accurate Procedires RPY
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(8) Proceduras. A facllity must provide
pharmaceutical services (Including procedures
that assure the accurate agqulring, recelving,
dispensing, and administering of all drugs and
biologlcals) to meet the needs of ach resident,

(b) Service Consultation. The facillty must
employ or obfain tha services of a licensec
pharmacist who~

(1) Provides consultation on all aspacts of the
provislon of pharmacy services In the facillty,
This REQUIREMENT s not mat ag evidenced
by:
Hased on medical recard raview and staff
Intarview, the facllity failed to ensure medications
wera recelved In a timely manner for 1 of 1
sample resident (#107) with physician arders for
antibiotle tharapy. The findings were:

Review of the medical record for residsnt #4107
showed an undated telephone order timed 2:30
PM for Macrobid (an antibiatic) 100 mg
(miligrams) po (by mouth) q {every) day x (timas)
7 days, The order was marked as "STAT" (to be
started Immediately). The followlng concerns
were ldentified:

g. Review of a nurse's note dated 12/1/18
and timed "6 PM to 8 AM" showed the resldent's
Macrobid arrived at 1 AM; however, the first dose
would not be adminlstered untll 8 AM,

b. Interview with tha DON and regional nurse
on 12/8/18 at 11:38 AM revealed the facliity
usually had Macrobid in the amergency kit:
however, at the time of the order, 1t was not
available and thay had ta get it from the
pharmacy. The pharmacy did not send the
medication from a local back-up pharmacy to
begin treatment even though the order said

Resident #107 was discharged,
return anticipated and had a negativ
Jab result on 12/02/2016. .

2. ID of Others

The Director of Nursing or Designeg
will complete an audit of Antibiotic
orders to ensure medications are
administered timely before
12/30/2016.

(1

3. Systemic Change
The Director of Nursing or Desi oneg

will educate nursing staff before
12/30/2016 to ensure Antibiotic
orders are administered timely.

The Director of Nursing or Designes
will complete a daily audit for six
(6) weeks then weekly of Antibiotic
orders to ensure medications are
administered timely before
12/30/2016.

4. Monitoring
The Director of Nursing or Designeg

will report results of the audit to the
facility monthly Quality Assurance
Meeting for 90 days or until
substantial compliance has been
achieved or sustained as determined
by the committee.
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F 423 | Continued From page 8 F425) Fd41 Infection Control Prevent

“"8TAT." The DON and regfonal nurse also
confirmed the medlestion was received on
12/2/16 at 1 AM and the first dose was not

Spread, Linens

administered untl 8 AM on that same day. ' Corrective Action
F 441 | 483.80(a)(1)(2)(4){e)tf) INFECTION CONTROL, F441| Resident #51, #50, #67, #26.4 15, (12730118
8g=£ | PREVENT SPREAD, LINENS #16, #35 and #36 were placed into
(a) Infection prevention and eontrol pragram, (solation for investigation and
assessment of iliness suspected,
The facility must establish an infection pravention physician recommendations, and

and cantro! program (IPCP) that must include, at

reviewed for chronic underlying
a minimum, the following elements:

conditions that can be contributing

(1) A system for preventing, identifying, reporting, factors, if applicable before
investigating, and controfiing infections and 12/30/2016 with reflected
communicable diseases for all residents, staff, documentation in support of these
volunteers, visitors, and ather individualg interventions. -

providing services under a contractual ' .

arrangement hased upon the facility assessment

conducted according to §483.70(e) and following Resident #14 and #21 were not

acceptad national standards {faclity assessment

; placed into isolation as there last
implementation Js Phase 2);

noted symptorm was on 12/04/2016,

(2) Written standards, policies, and procedures
far the program, which must include, but are not

The Director of Nursing or Designee

; ! .

imited to: { conducted rounds on all units for

() A system of survelilance designed to Identify each isolatiori room immed 13{613’ on
possible communicable digeases or Infections | 12/07/2016 to ensure appropriate
before they can spread fo other persons in the | PPE usage, cleaning, review of
Factllty; documentation, and transmission-
(i) When and to whom possible Incidents of based precaution interventions were
communicable disease or infections should ba mn place,

reported; ' ‘

(iti) Standard and transmission-based precautions The E?cecutwe l?lrcctor or Designee
to be followed to prevent spread of infections; sought counsel from company

: | _infection control preventionist to
FORM CMS-2887(02-98) Previous Varsions Ohselets Evanl ID:FGKB11 Fatiity ID: WYDD18 If continuation ¢haet Page 9of 19
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{lv) When and how Isolation should be used for a
resident; Including but rot limited to:

(A) The type and duration of tha Isolation,
depending upen the Infectious agent or organism
Involved, and

(B) A raquirement that the Isclation should be the
least restrictive poesible for the rasidant under the
clreumstances,

{v) The circumstances under which the faciiiy
must prohiblt employees with 8 communicable
diseass or infectad skin leslans from diract
contact with residents or thelr food, if direct
contact will transmit the disease; and

(V) The hand hygiane procedurss to be fallowad
by staff involved In direct resident contact,

(4) A system for recording incldents Identified
under the faclity's IPCP and the corrective
actions taken by the facillty,

(e) Linens, Personnel must handle, store,
pracess, and transport lnens so as to prevent the
spread of infaction.

{f) Annual review. The facility will conduct an
annual raview of Its (PCP and updats their
program, as riecesaary,

This REQUIREMENT is not met as evidencad
by:
Bysed on abservation, resident, farnily, and staff
Interview, medical racord review, and policy and
procedure review, the facllity falled to implement
an effactive Infection control program that
ensured ientifleation, investigation, Intarvention,

and containment of infeclions. The census was

review policies and procedures,
checklists and department education
before 12/30/2016.

The Staff Development Coordinator
- or Designee obtained two (2) stool
samples which were submitted to the
Wyoming State Epidemiology, the
negative results for Noro and other
bacterial and viral infectious agents
were received before 12/30/2016.

The Director of Nursing or Designes
educated nursing, dietary, activities
and housekeeping staff regarding
transmission based precautions,
PPE, PPE Storage, use, cleaning
requirements for potential infections
hand hygiene and C-Diff/ Noro
‘suspected precautions, dietary
infection control guidelines and
symptom free requirement for staff
every shift for 24 hours before
12/30/2016.

ID of Others

The Director of Nursing or Designee
will complete an audit for new
symptoms of nausea, vomit, and
diarrhea through medical recard
review, staff and resident interviews
to ensure residents presenting with

OME NO. 0938-0391
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105. Further, the facillty failed to ensure Isolation
precautions were followed during 3 of 27
ohservations of care (Invelving residenta #51,
#56) for residants on contact precautions. The
findings were:

1. Observation during the initial tour of tha
building an 12/4/18 at 5:10 PM showed resident
#B7 was In his/her bad with a family member
prasent, Interview with the family member, at that
time, revealed the rasident had been vomiting
and had diarrhea gince 12/3/18, Observation on
12/4118 at that time showed thera was no PPE or
signage on or near the resident's door to indicate
the resident had been placed on any precautions,
Review of a nurse's note dated 12/3/16 and timed
9:45 PM showed "[tha] resident had emesis and
diarrhea for ana hour during the luneh time, and
again for an hour this evening from 1750-1850
[5:50-6:50 PM). *- ‘

2. Observation during the initial tour of the
building on 12/4/18 at 5;18 PM showed resident
#26 was In bed during the evening meal. During
ebservation of the 2nd floor nurse-to-nurse report
on 12/4/16 at 5:61 PM, the off-going nurse
revesled the rasident remained In his/her room
related to episodes of "emesls [vomiting)."
Ohservation of the resident's raom on 12/4/M6 at
§:51 PM showed no evidence that isolation
precautions had been implementad. Review of
the medical record for the resident showed no
evidence of assessment or menitoring of nauses
or vamiting. Observation on 12/5/16 at 7:56 AM
showed the res|dent was In the 2nd floor dining
room with other residents, Further, no

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPRLIERIGLIA {X2) MULTIPLE CONSTRUCT)
AND PLAN OF CORRES . : oN (X3) DATE SURVEY
TION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
5385013 B. WING ¢
12/08/2018
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GRANITE REHABILITATION AND WELLNESS 125 HOXELDER DRIVE
CHEYENNE, WY 82004
Y SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE coMBETON
TAQ REQULATORY OR LEC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TG THE APPROPRIATE DATE
' DEFICIENGY) .
Fadi{C : ed into ieatart
ontinued From page 10 F441) symptoms are placed into isolation

precautions had been Implemented related to the infection,
residents symptoms,

potential common source of

for type of jllness suspected,
physician recommendations, and ..
reviewed for chronic underlying
conditions that can be contributing
factors, if applicable. A Line Listing .
of all residents/ staff symptomatic
was initiated and maintained for
tracking and monitoring for
continued and removal of isolation
precautions before 12/30/2016.

The Director of Nursing or Designee
conducted rounds on all units for
each isolation room every hour
before 12/30/2016 for 24 hours to
ensure access and availability and
use of PPE for all current
transmission based precautions
rooms. ‘

The Environmental Services
Director or Designee monitored
housekeeping staff on each isolation
room, three times per day before
12/30/2016 for 24 hours to ensure
appropriate cleaning technique when
cleaning areas identified with
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3. Interview with LPN #2 on 12/6/16 at 8:30 AM The Staff Develo ment inat
revealed 7 residants (#14, #15, #18, #21, #26, or Desj .ee wi]fg I"d th}ox:cdtxl?atox
#35, #36) on the 2nd floor had nauses, vomnifing, ' . sign aldate t ai the
and/or dlarthea over the wsekend. Further, the 1solation implementation policy and
symptoms “"came and went In a day” and the | procedure is available on each unit
facility kept the residents In thelr rooms far the as a reference before 12/30/2016.
day. '
4. Review of the medical records for residents The Director of Nursing or Designep
#14, %15, #16, #21, #8, #35, and #38 on 12/5/18 will educate al] staff regarding the

showed no evidence tha residents had been proactive identification of a potentid]
agsessed or monfiored for hauses, vomiting,

andlor diarrhea outbreak and the course of action to
. _ ' be taken immediately to prevent
5. Interview with resident #38 on 12/6/16 at 8;09 _ further potential spread of illness
AM revealed s/he had been "slck for 3 or 4" days before 12/30/2016.

with diarthea and vomiting, Review of tha 121/18
quarterly MDS sgsessment showed the residant

was cognitively Intact with & BIMS (Brlef Interview | Monitoring l
of Mental Status) score of 16/15, ‘ The Director of Nursing or Designe¢
6. Interview with the Infection preventionist on will °°mp]etlf an audit of signs or
12/5/18 at 10:55 AM revesled she was not aware Symptoms of nausea, vomit or

of any residents having symptorns that might diarrhea daily for six (6) weeks to
have been related to gastrolnte?ﬁnal Hinass]. ensure residents presenting

Further, she revealed If residents were hav g ‘ G .

any nausea, vomiting, or diarthea it should have Symptoms are placed into isolation
been communicated verbally to the nurse on call for type of illness suspected,

and/or written on the 24-holr repart. Residents physician recommendations, and

wha had gastrointestinal symptoms should have

1 reviewed for chronic underlying
been placed on contact precautions until 48 haurs

after the symptoms had ceased, Continued conditions that can be contributing
interview confirmed nane of the residents that factors, if applicable. As well as,
had been identifled by the nurse as having | proper usage of PPE including
symptoms over the weekend were placed an family education in transmission
precautions.

based precaution rooms.

7. Raview of the facility policy titled "Surveillance
for Infections" published 06/15 showed "Palicy

FORM £E-2587(02.98) Previous Yersions Obsolate Evant I: FGKB44 Faeliity ID; Wyop1) If continuation shent Paga 12_01‘ 19

— o —— i e« e,

[ —— ———— m———— e




DEPARTMENT OF HEALTH AND HUMAN SERVICES

FRINTED: 01/2772017

CENTERS FOR EDICARE & MEDICAID SERVICES OME%?&%EZ?%%EE
STATEMENT OF BEFICIENCIES 1) PROVIDER/SUFPLIER/CLIA
AND PLAN OF CORRECTION (X) IDENTIFICATION NUEMRQCE:R: i’fgm,u;.ggm GONSTRUCTION pcmggﬁfggev
C
535013 B, WING
NAME OF PROVIDER OR BUPPLIER 120/z018

* GRANITE REHABILITATION AND WELLNESS

STREET ADDRESS, CITY, STATE, ZIP GODE
3178 BOXELDER DRIVE
CHEYENNE, WY 82001

‘[ Infections (HAls) and other epldemlclogically

Statement: The Infection Preventionist conducts
ongoing surveillance for Healthcare-Assnciated

significant infactiona that have substantial Impact
an the potential resident outcome and that may
requlre trangmisslon-based precautions and other
prevantative Intarventions, Survelllance of
Infections: 1.The purpoze of the survelllance of
infactions is to identify both Indivigual ceses and
trends of epidemiologically significant organisms
and Healthcare-Assaciated Infactions, to parmit
Interventions, and to prevant future infections .3,
Infections that are included In routine survelilance
include those with: a, Evidence of transmissibility
in & healthcare enviranment; b, Available
processes and procedures that pravent or redyce
the spread of infection; ¢. Clinleally significant
morhidity or martality associated with Infaction
{e.g., pneumonia, UTls, C. difficlle); and d.
Speclfic pathogens assaciated with serious
outbreaks, (e.g., invasive streptococcus Group A,
acute viral hepatltls, norovirus, scabies, Influenza)
«..5. Nurging Staff monltor residents for signs and
symptams that may suggest infectian, accarding
to current criteria and definitions of Infections, and
document and repert suspected Infections to the
Infection Preventionist Immediately. 8. If o
communicable disease outbresk Is suspectad,
the Informalion is communicated to the Director
of Nursing Sarvices and Infection Preventionist
immediately .,." ,

In regard to appropriate precautions for residents
on isolation:

8. Obaservation on 12/4/16 at 7:15 PM showed
resident #56 was on contact precautions for G-diff
(Clostridium difeile) and was taken to his/her
room by CNA#1. The CNA donnad a mask and
gloves, but no gown, and took the rasident to the

The Environmental Services
Director or Designee will audit
isolation rooms daily for six (6)
weeks to cnsure housekeepers use
appropriate cleaning technique wheh
cleaning areas identified with
potential common source of
infection,

The Director of Nursing or Designeg
will report results of the audits to thé
facility monthly Quality Assurance
Meeting for 90 days or until
substantial compliance has been
achieved or sustained as determined
by the committee.

(%4 10 SUMMARY STATEMENT OF DEFICIENGIES | ) PROVILER'S PLAN OF CORRE
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(Xdy 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PREGEDED BY EULL
REGULATCRY OR LSC IDENTIFYING INFORMATION]

D
PREEIX
TAG

DEFICIENGY)

PROVIDER'S PLAN OF CDRRECTION (x84
{EACH CORRELTIVE ACTION SHOULD BE COMPLETIGN
CROSE-REFERENCED T4 THE APFROFRIATE DATE

F 441

Continued From'page 13

bathroom. At the same time LPN #8 used hang
sanitizer, donned gloves and a mask, but no
gown, and eritered the room to adminjster
metfication, At 7:20 PM the LPN dohned a mask
and gloves, but no gown, and re-entered the
room to administer medication. Interview with
CNA#1 on 12/4/16 at 7:35 PM revealed that
masks and gloves were to be worn In the -
bathroom of resident #56 when skin-to-skin
contact was anticipated: however, she was not
awars that a gown should be worn. Intervisw with
LPN #3 on 12/4/16 at 7:38 PM revealed that
masks and gloves were to be worn In the
rasident's room; however, she was nat aware that
& gown should be worn,

9. Qbsarvation an 12/6/16 at 10:10 AM showed
resident #56 was taken to his/her room by CNA
#3. Tha CNA dld not don any PPE at this time,
went into the resident’s bathroom with the
resident, then from the bathroom ta the resident's
closet, CNA#2 came to the door af the resident's
room and instructed CNA #3 about the PPE
needed for the roam. CNA #3 then donned a
gown, cap, and gloves and continuad to asslst
the resident. Interview with CNA #3 on 12/5/16 at
10:30 AM revesled she was called in for an
unscheduled shift and was nat given any
instruction on PPE untll she was In resident #56's
room, Observatlon on 12/5/8 at 12:32 PM
showed resident #56 was taken to his/her roam
by CNA#3, whe donned appropriate PPE:
howaver, after leaving the room solled tems ware
l&ft In 2 pink basin on the floor of the resident's
bathroom. Observation on 12/5/18 at 12:48 PM
showed CNA#3 donned gloves, but no gown,
and bagged the contaminated salled tems In &
red bag.

F 441
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10, Interview on 12/7/16 at 11:48 AM with a family
member, in the doorway of residant #56's roam,
revealed no education had been offiered In

regards to what precautions ware needad upon
entry Into the room. The family member was not
wearing any PPE. |

11, Interview with resident #51 un 12/8/16 at 1:45
PM showed s/he had witnessed staff bring
non-dispasable food trays into the room, which
was under [solation precautions, and then later
remove the trays and place them on the food cart
without covering them. Observation at that time
showed the resident and histher roommate had
nen-dispogable food trays in the room, Also at
that time CNA#7, without any PPE, came into the
room and remaved a food tray and placed the
tray uncovered on tha food cart, Review of the
12/5/16 quarterly MDS assessment showed the
resident was cognitively intact with a BIMS score
of 15/18.

12, Interview with the infection preventionist on
12/5/18 at 10:55 AM revealed PPE for contact
precautions should include gioves, gowns, and
masks when providing care to residents. Further,
for residents with gastrointestinal symptoms, the
PPE should be worn into the resident's roam
during care or cleaning.

31, Review of the facliity Palicy and Procadure
titled “Initiating Transmission-Based Precautions”
published 05/15 revealed a policy statement:
"Transmisslon-Based Precautions are Inftiated
when there is reason to believe that a resident
has & communicable infectious diseass,
Transmission-Based Precautions may include
Cantact Precautions, Droplet Precautions, or ‘
Alrborne Precautions,” ;
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The procedura was defined as; 1. If 2 resident fe
guspected of, or identifled as, having a
| communicable infectious disease, the Charge
Nurse or Nursing Supervigor notifies the Infection
Preventioniat and the resident's Attending
Physiclan for appropriate Transmission-Based
Precautions ...4, Transmission-Based
Precautions remain In effact untll the Attending
Physiclan or Infection Preventionist discontinues
them, which veeur after pertinent criterfa for -
discontinuation are met. 5, Whan
Transmission-Based Precautions are
Implemented, the Infection Preventionist or
desighee: a, Validates protective aguipment {l.e.,
gloves, gowns, masks, atc.) is malntained near
the resident's room so that everyone entering the
roem can access what they need; b, Poests the
appropriate notice on the roomn entrance door and
on the front of the resident's chart so that all
persannel will be aware of pracautions, or be
awere that they must first see a nurse to obtain
addltlonal information about the situation before
entering the room. This Center's pracess for
notification is signage ...f. Explains to the rasident
(or represantative) the reason(s) for the
precautians... I t
F 502 | 483.50(z)(1) ADMINISTRATION F 02| T>02 Administration 12130116
§5=D '
{a) Laboratory Services Corrective Action :
Received negative lab results for
(1) The facility must provide or abtain laboratary \ ‘ _
services to meet the needs of Its residente, The resident #107 before 12/30/2016
facility Is responsible for the quality and Urmeliness
of the services. - ID of Others
This REQUIREMENT is not mat as evldenced The Dircctor ofNursing ot Designce
by: . - ‘ . ‘
Based an medical racord review and famlly and will complete an audit of UA orders
staff interview, the facility falled to ensure labs to ensure labs were obtained timely
before 12/30/2016.
FORM CMS-2567(02-69) Pravious Varslons Ohaotate Event 1D: FEKB1 Fagiity ID: Wyoo1s It eantinuation sheet Pags 16 of 18
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sample resident (#107) with orders for Iaboratory The Director of Nursing or Designes
testing. The findings were: 4 educated nursing staff on UA orders
Rau the medical for el . and the importance of obtaining lab
aview of the medical record for resldent #107 i .
showed the resident had a telephone order timely before 12/30/2016.
written on 11/23/18 at 1 PM for the faclity to ; . .
callect a urine specimen for a foliow-up urinalysls. The Director of Nursing or Designed
The following concers were identiflad: will audit UA orders daily for six (6)
ol o s || vkt vty v U
ow 5 w T . .
and found to lgave "mossible contamination” on orders and labs are obtained timely.
11/27/16. o
b. Review of a lab result dated 12/1/16 Monitoring
showed a new specimen was collected on The Director of Nursing or Designee
11/2916 and results on 12/4/18 showed the i1l repost 1 Its of the audi to
resident was positiva for Enterocaceus fascalls (a Wil report the resu ¢
bacterial organism). ' facility quality assurance meeting
c. lntewla\ﬁ with the DOﬁN angl {ﬁgior;ﬂal ;Efs& for 90 days or until substantial
an 12/8/18 at 11:38 AM confirmed thers had been S : :
& delay In obtaining the urine specimen and comghancc has' beep acc;lhlev.(;:d of
stated It was bacause the resident took | sustained or determined by the
him/herself to the bathroom. committee.
d. Interview with a famlly member an
12112116 gt 8:15 AM revealed the resident was
able o walk to the bathroam withaut asslstanca in
the past; howaver, the resident was no longer
able to do $0. Further, the resident fargot to use
his/her call fight and, during the last care plan
mating It was decided that & "prompt” tollsting
plan should be initiated due to concerns over .
increased urinary tract Infections and tolleting.
e. Revlew of the quarterly MDS asseasment
with an assessment refarence date of 9/12/18
showed the resident required the extensive
physlcal zasistance of one person for transfers
and toilet use, _
F 514 483.70())(1)(5) RES F514 12/30/16
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!!_?EECQRDS-COMPLETE/ACCURATE/ACCESSIB F514
| . a R;?ords Complete/Accurate/
o ceessible
{) Medlcal records. :
(1) Invaccordance with accenteq ‘ '
standards and practices, thciJ faciﬁt;a ::3:{?”8! %
g'lr:{ntainmedfcal records on each resident that The Director of Nursing or Designe
wil] ec{ucate staff before 12/30/2016
(i) Complate; .‘regarc‘hng proactive identification of
. infections or suspected infections
() Accurately documented; and t};;’ cours%‘of action to be taken,
] as well as, staff communicat
i) Readly acesssibie: ' hon to
{ii)} ¥ accossible; ang theVStaﬁ” ’Developm ent Coordinator
(V) Systematically organizag on infections or Suspected infections
(5) The medical racord must contain- 2.1D of Others
"—-m"_—___
. The Director of Nurs; Desi
(I) Sufficient informatio, i sident: : D Of Designe
N to ldentify the resident; will complete an audit of signs or
(i) A record of the resident's assessments; symptoms of nausca, vomit and or
| , diarrhea utilizing multiple sources t¢)
(il T;g:d gomprehenaive plan of care and services ensure the medical record is accyratd
provided: before 12/30/2016.
(1) The results of any preadmission screening
and reslder review evaluations and 3. Systemic Change :
determinations canducted by the State; The Director of Nursing or Designes
(v) Physiciars, nurse's, and other licensed : il ec!ucate wafl before !2/30'/ e
| professionar’s progress, nofes: and regarding proactive identification of
infections or suspected infections,
(vl) Laboraicry, radiology and other diagnostic the course of action to be taken,
services repars 2s rqu.uredtund?r 543%52 ; appropriate documentation in the
g"h]s.REQU'REMENT 5 no me as evigence medical record, as well as, staff
géseé on observation, resident and siaff | communication to the Staff
intarview, and medical record raview, the faclifty Development Coordinator or
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" | andfor diarrhea over tha waekend. Further, the

1 resldent Hiness.

failed to ensure tha medical record was accurate
and complete for 7 of 34 sampla residents (#14,
#15, #16, #21, #28, #35, #38) with nauses,
vomiting, and/or diarthea. The findings were:

1. Durlng observation of the 2nd floor
nurse-to-nurse report on 12/4/16 at 5:51 PM the
off-going nurse revesled resldent #28 remained In
his/her room relatad to eplisodes of emesls.
Interview with LPN #2 on 12/5/16 at 8:30 AM
revealed 7 residents (#14, #15, #16, #21, #28,
#35, #36) on the 2nd floor had nausea, vomiting,

symptoms “came and went In a day" and the
facility kept the residents in thelr rooms for the
day. The following concems ware identified;

4. Interview with the Infaction preventionist on
12/5/16 at 10:55 AM ravealed she was not aware
of any residents having symptoms that may have
been related to gastrointestinal ilness, Further,
she ravealed If rasidents were having any
nausea, vomiting, or diarrhes it shauld hava been
communicated verbally to the nurse on call and/or
written on the 24-hour report,

b. Intervisw with the DON on 12/5/8 at 1:08
PM revealed she had raviewed the records of
residents #14, #15, #18, #21, #26, #35, #36 and
confirmed nohe of them had documentatior of

c. Intarview with resldent #36 on 12/6/16 at
9:08 AM rewealed sfthe had been "sick for 3 pr 4"
days with diarrhea and vomiting.

d. Reviaw of the medical reanrds for
regidents #14, #15, #16, #21, #26, #35, and %35
on 12/5/16 showed no avidence the residants had
been assessed or monitorad related to nausea,
vomiting, and/or diarrhea,

%) ID SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION x8)
FREFIX {EACH DEFICIENCY MUET BE PRECEDED BY FlL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . e CROS8-REFERENCED TO THE ARPROPRIATE DATE
. DEFICIENCY)
F 5§14 Continued From paga 18 F 514

designee on infections or suspected
infections. '

The Director of Nursing or Designee
~ will complete a daily audit for six
weeks then weekly of signs or

| symptoms of nausea, vomit and or
diarrhea utilizing multiple sources to
ensyre appropriate documentation in
the medical record.

4. Monitoring

The Director of Nursing or Designee
will report results of the audit to the
facility monthly Quality Assurance
 Meeting for 90 days or until

| substantial compliance has been
achieved or sustained as determined
by the committee.
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