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F 000 | INITIAL COMMENTS F 000
This plan of correction does not constitute
Ardcartification survay Was coriducted by admission and/or agresment by the -
Healtheare Licensing and Surveys an 1/9/17 provider of the truth of the facts alleged or
through 1/12/17. Complaint Intakes WY00002304 concluslons set forth on the statement of
and WY00002333 wers also invastigated in the defclencles. This plan of correction ls
course of the survey. It was determined, based prapared as required by regulation.
upon the findings of the survey team, that no To remain in compliance with all Federal
deficlencles were identifled pertalning to the and Stats regulations, the center has taken
complaint Investigations. or will take the actions set forth In the
following plan of corraction.
Tha following common abbreviatlons are used
throughout tgis document: v , The plan of correction conslitutes the
center's alegation of compllance such that
ADL Activities of Dally Living all alleged deflolencles oited have been or
CNA Ceriified Nurse Alde will be correctad by the dats or dates
DON Director of Nursing Indicated.
LPN Licensed Practical Nurse
MDS Minimum Data Set
RD Registered Dietitian
RN - Registered Nurse
Less commonly used abbreviations will be
annotated In each deficlency.
F 248 | 483.24(c)(1) ACTIVITIES MEET F 248 21317
s8=D | INTERESTS/NEEDS OF EACHRES . ,
- Corrective Actions:
(c) Activities. Resident 39 is being encouraged to participate in
ctivities.
(1) The facliity must provide, baged on the ety
comprahansive assessment and care plan and Others Potentially Affected:
the prefarences of each resident, an ongoing All residents have the potential to be affected by
program to support residents in their choice of this practice,
activilies, both facility-sponsored group and
individual activities and Independent activitles,
deslgned to mest the Interests of and support the
physical, mental, and psychosanial well-being of
each resldent, encouraging both independence
and Interaction in the community.
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Aay deﬁ:lanwcy slatement anding wih an astariak (*) denotes a daficlancy which the instilution msy be excusad from corracting providing i Is daterminad that
other safaguards provide aufficiant profection o the patiants. (Eee (nstruetions.} Excapt for nursing homas, the findings slatad aliove are dlaclosable 50 daya

following the dala of survay whathar or not 8 plan of carraction fs provided. For nursing homes,
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the above findings and plens of correction are disclossbla 14
an approved plan of corrsction Is requislte to eontinued
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F 248 | Contintied From page 1 F 248
. Systemic Changes:
'll)‘;\ls REQUIREMENT Is npt m.e.t‘as evldel_me‘ad’ | The Acuvity Director has educatod the
Based on obaarvation, family and staff interview, Acrivity Department on inviting residents to
and medical racord raview, the facility falled to attend activities and completing the resident
sricourage participation In activides for 1 of 10 participation logs to include if the resident
sample residents (#39). The findings were: accepted or declined to attend the activity
when invitad.
1, Review of the 12/20/16 quarterly MDS
ansessment showed resident #39 had minimal
deprezslon, raqulr?ld the totac} a;slﬂﬁlancla of 1d had
rson for locomotion on and off the unit, and ha
giangnows that included Parkinson's diseass and Monitoring:
ﬂ}é’umataid arthritis. Review of the "Quality of Activity Director or Designee will audit
Life" care plan last revised on 7/1/18 showed the four activity Iogs a week x four weeks and
residehl needed assistance td and from activitles, then monthly for two months for restdent
and had Interventions which Included to participation and acceptance and
encourage Uie resident to participate In activities. declination of activities, The Actlvity
The following concerns were Identified:. Director will report findings to the
8, Observation on 1/10/17 at 8:16 AM showet monthly QAP! Commites for fart
the resident was In bad and did not pariiclpata In 3 reco or . ntll such
thie activities during that moming. analysis ;nn re Immmdmh' u
b, Otiservation on 1/12/17 at 8:65 AM showsd time os the QAFY Commirice has
an unidentified activity assistant wes rounding in determined compltance has been
the dining room and asked fesldents If they would sustained.
fike to attend the moming activity "energlze.”
Continued observation showad resident #30 was
not askead to attend the activity.
¢, Interview with the residents daughter on
1/8/47 at 4:30 PM revealed the faoliity had, in the
past, taken the resldent to aclvities and allowsd
him/her ta watoh. The resident appeared to enjoy
watohing the activities; howaver, the facllity no
longer dki that.
d. Interview with the activitieg diractor an
1142/17 at 2:45 PM revealed the resident would
gosturs if /i wanted o attend aotivities, and
staff should offer the residents the opportunity to
participate in activities.
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F 263 | Continued From page 2 F253| Corrective Actions:
~ F 253 483.10(1)(2) HOUSEKEEPING & MAINTENANCE F253| 1. Bidsto replace/repair the hallway floor |2/13M7
gs=|SERVICES -~ - - = '~ Tt “tiles outside Jaundty and maintenance
and the 300 shower room have been
{1(2) Housekeeping and maintenance services obtained. Flooring will be installed at
mat:efg!sarglml marltnla!n a eanltary, orderly, and contractor’s first availability.
comfortabie Intertor; 2. The 400 shower door has
This REQUIREMENT s not met as evidenced been m;amdl wer Toom foer
Based on observation and staff interview, the bfmTE: balirnﬁm the 500 dining area have
facllity failed to ensure 4 of & faclity hallways P
(%%‘Elpészﬁﬁ‘."‘?ﬁ eaggésxo% ;g?; were olean and in Others Potentially Affected:
good repar. 8 ) All residents have the potential to be affected
1. Observation on 1/11/17 at 5 PM shawed the by this practice. A facility wide unit by unit
haliway floor outelde laundry and malntanance audit will be completed by the Maintenance
had 84 ties thit measured 12 inches by 12 Director ar Designee to identify floor tiles
inches which were cracked, chipped, or broken, that need repaired, blinds that ave broken,
and ¢reated a surface that could not be cleaned and doors that are damaged.
effactively; ]
Systemic Changes:
2. Observation on 1/11/17 st 6:03 PM showed the The Maintenance Department will be
door of the 400 hallway shower room had a educated on physical plant expectations, Al
damaged area inside the room at the top of the staffwill be c%uim dl;n the work or dﬂ’
door that measured 5 Inches by 8 inches, where e
the finlsh had been rlezmdved and exposed the process.
underlying wood, which created a surface that ot eg
could not be cleaned effactively. Monitoring:
3. Observalion on 1/11/17 at 5:08 PM showed the The Maintenance Director or Designee will
300 hallway shower room floor had 2 tiles that conduct weekdy facility rounds 1o check to
measured 2 Inches by 2 Inches which were ensure; floor tiles are not chipped or broken,
crackad, chipped, or broken, and created a blinds are not broken, and doors are not
surface that could not be cleaned effectively. damaged. Audits will be complered weekly for
four weeks and monthly for two months,
4, Observatlon on 1/11/17 at 6:17 PM showed the Audits will be reported to monthly QAPI for
500 haliway dining area had 2 blinds that were review and recommendations to continue/
broken and dld not function appropriatsly. discontinue audit,
) 5. Intarview with the malntenance assistance on ‘ L
FORM CM8-2687{02-98) Pravious Veislons Obsolele Evant ID; IVPYH Faciltly ID: WYDO10 Feuntnuallon shoot Page 3 o 24
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§5=D | AFTER SIGNIFICANT CHANGE

(b)(2)(1) Within 14 days after the facllity
determines, or should have determinad, that
thars has baan a significant change in the
resident'a physical or mental condition. (For
purpose of this gection, & “significant change”
means & major decline or improvement In the
resident's status that will nét dormally resolve
itself without further intervention by staff or by
Implementing standard dlsease-refated clinical
Interventions, that has an Impact on more than
ona area of the resldent's health status, and
requires interdisciplinary review or révision of the
care plan, or both.)

This REQUIREMENT s not met as evidenced

by:

Based on madical record raview, staff Interview,
and raview of the CMS RAI (resident assessment
instrument) version 3.0 manual, the feclllty falled
to ensure a significent change assessment was

were:

1, Review of the medical record showed resident
#30 was admitted to the facility on 8/1/14 with
dlagneses which Included Parkinson's Disease
and rheumatald arthritls, Review of the 8/19/16
annual MDS assassment showed the resldent
had a brief interview for menta status (BIMS)
score of 8 {(moderately Impsired), had no
evidence of delirium, had minimal depression with

Significant change assessments have been
completed for Resident #10 and Resident #39.

Others Potentially Affected:

Allresidents have the potential to be affected
by this practice.

Systemic Changes:

The Interdisciplinary Team will be educated
on the gnidelines for determining significant
change in status per the RAI manual,

Monitoring

The Director of Reimbursement or Designee
will conduct audits on four completed MDS's
each week to ensure MDS is a significate

change MDS if needed. Audits will be weekly
for four weeks and then monthly for two

| ths. Audits will be discussed by the
completed for 2 of 16 sample fesidents (#10, N dminiseator y
[Director of Relrmbursement at
#38) with a slgnificant change. The findings monthly Quality Assurance Process

Improvermnent (QAPI) meeting for review
and recommendations of continuation/
discontinuation of audit.
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(X4) ID GUMMARY GTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVEACTION SHOULE BE COMPLETION
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F 253 | Continued From page 3 F 253
1M2/7 gt 10:45 AM confirmed the items needed
- to be fixed. Further, it was revealed the facllity did -
not have a plan to comeot any of the damaged
areas.
F 274 | 483.20(b)(2)(ii) COMPREHENSIVE ASSESS F 274 Corrective Actions : 2/13/17
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F 274

Continuad From page 4

a ecore of 2, had no swallowing disorders, and
had an identlfied non-physiclan preecribed welght
loss. The following concarns were identifiad:

a. Review of section C of the 12/20/16
quarterly MDS assessment showed the resident
was not able to participate In a BIMS assessment
and was ldentified as having short term memory
loss, and the resident was severely cognitively
Impalred. Further, the résident was coded to have
displayad Inaftention constantly, disorganized
thinking behavior was present and fluctuated, and
altered lavel of consclouéness behavior was
pregent and fluctuatéd.

b, Revisw of saction D of the 12/20/16
quarterly MD$ asséssment showed the resident
had a depresslon score of 3.

c. Review of seotlon K of the 12/20/16
quarterly MDS assessment showed the resident
had ewallowing disorders of holding food in -
fnouth/cheeks or rasldual food In mouth after
meals, coughing or choking during meals or when
swallowing medibations, end continued to have
welght loss that was not physiclan presctibed.

d, Interview with the MDS coordinator on
1/12/17 at 3 PM revealed she was unsure If a
gignificant change assessment should have been
campletad.

2, Review of the medical record showed rasident
#10 was admitted to the facility on 9/11/16.
Revlew of the 12/18/16 quarterly MDS
assessment showed tfie resident had dlagnoses
which Included non-Alzhelmer's dementia and
senlle degeneration of the braln, Review of the
9/17/18 aninual assessment showed the resident
had a BIMS score of 8 (severely Impaired), had
no evidence of depreselon, had no wandering
present, and had no falls eince admisslon or prior
to the assessment. The following concerns wera

F 274
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F 274 | Conlinued From page § F274
identified:

a. Revlew of a progress nate dated 11/11/18
and timed 10;46 PM showad the resident was
found outside under a tree. At that ime, the
resldent stated "1 can't eat, my gums sre sore,
and | Just want to lay here and dle."

b. Raview of a progress note dated 11/21118
and time 11:45 PM showed the resident was
"nacing haliweye" and did not want to go to bed
bacause It was “full of diseases.”

c. Review of & progress note dated 12/9/18 at
4:25 PM showed a "wander guard [device used to
pravent the resldent from leaving the facility
without assistance)” was placed on the resident's
walker,

d. Review of saction C of the 12/18/18

uarterly MDS assessmant showed the resident
had a decline in BIMS score to 3 (sevarsly
Impaired),

e. Review of section D of the 12/18/16
quarterly MDS assessment showed the resldent
had = depresslon score of 8 (mild depresslon),

f. Reviaw of saction E of the 12/18/18
quarterly MDS assessment showed the resldent
had no wandering present,

9. Revisw of section G of the 12/18/18
quarterly MDS assessmient showed the resident
declined from belng Independent with no
gssistance needed to supervision with set-up help
In the areas of bad mabliity, transfer, and walk in
room. Further, the resident declined from
supervislon with ho suppart to limlted assistance
of 1 person In the area of pérsonal hygiene.

h. Interview with the MDS coordinator on
1/42/47 at 3 PM revealsd a significant change
could have been completad for the resident;
however, the facility did not sea the resldent as
truly declining.

FORM CMB-2687(02-08) Previous Versions Obsolate Evanl ID:VRYTY Fasiity 1D WYO010 It continuation ahast Page & of 24
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Continued From page 6
3, Review of the "CMS RAI version 3,0 manual,

Otctober 2014," showed "...04, Slghificant change |

in etatus asseasment (SCEA) (AD310A=04)...
other condltions may not ba permanent but would
have such an Impact on the resident's overall
status for more than two weeks that they would
require a comprehensive assessment and cara
plan revislon. For example, a hlp fracture may be
viewad g8 a tranglent conditlon but it would
generally have & major Impact on the resident's
functional tatus In mora than one sres (e.g.,
ambutation, tolleting; elimination pattems, activity
patterns)...” Continued review showed "...Decline
I two of more of the following...atiy decline in an
ADL (activities of dally living) physical functioning
area where a resldent ls newly codad as
Cxtensiva assistance, Total dependsncs, or
Activity did not oceur gince laat assessment.”
Fuither, tha RA) statad a significant change
assessmiant Is appropriste when * ..Therals a
detemriation that a significant change (elther
Improvement or decline) In a resldent's condition
from his/heér bageline has occurred as Indicated
by comparison of tHe regldent's current status to
the most recent Comprehansive assessment and
any subsequent Quarterly assessmenta...”
483.21(b)(3)(1) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

(b){3) Comprehensive Care Plans .

The services provided or arraniged by the facliity,
ad outlined by the comprehensive care plan,
musts

(1) Be provided by qualified perzans In
accordance with each resident's written plan of

care,
This REQUIREMENT is not met as evidenced

F274

E282| Cortective Actions: -~ 214317
Care plans for Resident #39 and Resident #68
haye been reviewed and updated and care is
being provided in accordance with the written
plan of care, The fall mat for Resident #68 has
been discontinued. The care plan gosl for
Resident #68 regarding hydration has been
revised.

FORM CMS-25687(02-05) Praviaué Varsions Obevlels
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| findings were:

Based 6n observation, staff and family Irtarview,
policy and procedure review, and medical record
raview, the facliity failed to ensure care wes
provided In accordance with the written plan of
care for 2 of 18 sample residents (#38, #G8) The

1. Review of the quarterly MDS assessment
dated 11/17/16 showed resident #38 had
dlaghuses that Included selzure disordar/epliapsay,
unspecified Intellectual disabliities, haart fallure,
and acute kitiney fallure, The resident required
the total assistance of two staff members for bed
mobillity, transfers, &nd toilet use and, in additlon,
the total asslstance of one staff member for
dresging, eating, and personal hyglena, Reviaw of
the cara plan showed the tesldent wag at risk for
falls related to histhar mental status and impalred
balancs and was &lso at risk for déhydration due
to his/her mental deficiency dlagnosis, histher
need for thickened liquids and dependence on
staff for food and flulds. The following concerns
were |dentified:

a. Reviaw of the care plan goal for
dehydration Initiated or 9/19/16 showed the
resident needsd 1646 to 1976 milliliters (&6 to 67
ounces) of fiulds dally. In addition, the care plan
showed that a fall mat was o be placed on the
floor when the resldent was In bed to prevent
injury from a potential fall.

b, Observation on 1/10/17 batween 8:15 AM
and 11:06 AM and 1/11/17 at 1:56 PM, showed
the resldent was In bed without a fall mat on the
floor beelde the bed,

¢. Interview with RN #1 on 1/11/17 et 2:16 PM
revealsd the fal mat should have been placed on
the floor when the reeldent was In bed. The RN
pleced the fsll mat on the floor at that time.

TS
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Others Poténﬁaﬁy Affected:
F 282 Continued From page 7 F2B2] ANl vesidents have the potential to be affected
by. by this practice,

?stemic Changes:

nrsing staff will be educated by the DON ox
Designes on following the written plan of care
and documentation of fluid intake. The
Activity Director has educated the Activity
Department on inviting residents to attend
activities and completing the resident
participation Jogs 1o include if the resident
accepted or declined to attend the activity
when invited.

Monitoring:

The DON or Designee will audit four
tesidents weeldy to ensure fluid intake
documentation has been completed and the
rexident’s plan of care is being followed. See
F248 for additionsl audits, Audirs will be
completed weekly for four weeks and then
monthly for two months. Audits willbe
discussed by the DON/Designee and the
Activity Director/Designee at monthly QAPI
meeting for review and recommendation of
continnation/discontinuation of audit,
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. d. Reviewof the November 2018 TAR ____ ]
{tiealment aesessment record) revealed e
resident was to be offered flulds between meals.
The start date was 11/17/16. Further review
showed 15 of 28 opporiunities were marked not
applioable and 4 were left blank, Review of the
Dacember 2016 TAR showed 22 of 62
opportunities were marked not applicable and 2
ware left blank. Review of the January 2017 TAR
showed 2 of 20 opportunities were marked not
applicable.

o. Review of the facillly policy titled "Resident
Hydration and Dehydration Prevention” revised
December 2016 showed "6, Nurses’ Aldes wll
pravide and encourage Intake of bedslde, snack
and mea! flulds, on a dally and routine baslis as
part of dally care. Water pass will be completed
each shift. Intake will be documentad In the
medical records, if ordered/recommended.”

f. Interview with the RD on 1/11/17 at 8:47 AM
revealed that she was responsible for monitoring
fluld Intake and confirmed the resident was not
recelving enough fluld according to the
documentatlon,

g. Intarview with CNA#1 on 1/11/17 at 2 PM
revealed she did give the resldent fluids, but she
| ¢td not dogument it. Further, she stated she
should be doing so and will start.

h. Interview with the DON on 1/12117 at2:16
PM confirmed that the documentation of fluld
intake did not meat her expectations gnd "not
applicable” was not an option for this task. In
addition, sha statad the nurses and the dletilian
are responsible for following up on fluid intake.

2. Review of the 12/20/18 quarterly MDS
assessment showed resident #39 had minimal
depresslon, required total assistance of 1 parson
for locomotioh on and off the unit, and had
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| fieumatold aithitis. Review of the "Quality of ™

Continued From page 8
dlagnosss that included Parkinson's disease and

Life" care plan last revised on 7/1/16 showed the
resldent needed assistahce to and from activities,
and Interventions which Included to encourage
the resident to participate In activitles. The
following concams were ldentified:

a, Observation on 110117 at 8:16 AM showad
the resident was In bed and did not participate In
the activities during that morning. :

b, Obasrvation on /12117 at 8:55 AM showed
an unidentified activity assistant was rounding in
the dining room and asking residents If they
would like to attend the moming activity
“gnerglze.” Continued obsetvation showed
residant #38 was not offered the activity,

c. Intefview with the resident's daughter on
4/9/17 at 4:30 PM revealed the facility had, in the
past, taken the resident to activities and gliowsd
him/er to watch. The resldent appeared to enjoy
watching the activities; however, the facllity no
longer did that.

d. Interview with the activities director on
1/12/17 at 2:45 PM revesled the residant would
gesture If &/he wanted to attend activities and
staff should offer the residents-the opporiunity to
parficlpate In activities. :
4B3.24(a)(2) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

(8)(2) A residant who |s unable to carry out
gctivities of daily living recelves the nécessary
services to maintain good nutrition, grooming, and
persanal and oral hygiene.

This REQUIREMENT is not met aa evidenced

by
Bassd on reskdent and staff interview, and
medical record review, the facility failed to ensure

F 282

F 312! Corrective Actions;

bathing.

Residents #7, #10, #14, #23, #54, ¥57, ¥68,
#73 are receiving the requived assistance for

211317
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required assistance for bathing was provided for
B of 15 sample residents (#7, #10, #14, #23, #54,
#57, #68, #73) who required sssistance with
ADLg, The findings were:

1. Review of the 12/16/18 quarterly MDS
gssassmant showed rasident #57 had dlagnoses
thet included cardiavascular accident and
acquired absence of the left foot. Further review
showad the resident required extensive
assistance of 1 staff member for bathing. The
following concerns were identified:

a, Interview with the resldent on 1/41/17 at
4:07 PM revealed sfhe never refused showars
because thers were 2 scheduled per week and
staff did not always give them. Further, the
resident stated at times It had been 7 days
batwesn showsrs and that made him/her feel
self-consclous after e/he'd exarcleed and
sweated. The resident sald e/he falt dirty and
concernad s/he "stinks.”

b. Review of the 12/16/16 quarterly MDS
showed the bathing activity did not ocour during
the 7-day look back perlod.

¢. Raview of the bathing records showed the
resident did not recelve a bath or shower for 7
days between 10/15/18 and 10/22/18, 7 days
between 10/22/16 end 10/28/18, 7 days batween
11/8/46 and 11/16/16, 10 days betwsen 12/7/18
and 12/17/48, and 10 days between 12/21/16 and
12/31/18.

2. Review of the 12/18/18 quarterly MDS
assessment showed resident #10 had diagnoses
that Included Non-Alzheimer's dementia and
senlle degeneration of the brain, Further, review
showed the resldent required extensive
assistance of 1 person for bathing. Tha following
concerns were [dentifled:

_ All residents have the patential to be affected .
by this practice,

Systemic Changes:

DON or Designee with educate nursing staff
responsible for bathing on bathing schedules
and procedure for resident refusals. A
Resident bathing tracking tool will be
developed and implemented to monitor
bathing schedules and completion of bathing.

Monitoring:

DON or Designee will audit four resident
buthing records weeldy to ensure bath was
completed. In addition, four random
residents will be interviewed weekly to
ensure their bathing preferences ave being
honored. Audits will be completed weekly
for four weeks and monthly for two months.
Audits will be reported to monthly QAP for
yeview and recommendations to continue/
discontinue audit,
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a. Review of the bathing record showed the
rasident did not receive & bath or shower for 18
days between 11/13/16 and 12/1/16, 13 days
between 12/1/16 and 12/14/18, 8 days batween
12/14/18 and 12/23/48, and 7 days betwsen
114117 and 111117,

3. Review of the 10/25/16 quarterly MDS
assessment showed resident #7 had dlagnoses
that Included selzures, subdural hemorrhage, and
dellrium, Further review showed the resident
requlred total asslstance of 2+ person for bathing.
The following concerns were ldentified:

a. Raview of the bathing racord showad the
resident did not recelve a shower or bath for 7
days betwsen 11/10/18 and 11/22/16, 6 days
betwésn 11/28/16 and 12/5/18 with a refusal on
12/4/18, 7 days between 12/6/16 and 12/13/18,
16 days between 12/18/16 and 12/20/18 witha
refusal on 12/16/16, 6 days batween 12/29/18
and 1/5/17.

4. Review of the 12/21/16 annual MDS
assessment showad resident #54 had dlagnoses
that Included Alzhéimer's Disasse, mental
disorder, and decreased mobillty. Further review
 showad the resident required total assistance of
2+ person for bathing. The following concems

| were identified:

8. Review of the bathing record showed the
resident did not receive a bath or showsr for 10
days between 11/3/16 and 11/14/18, 7 days
batwaen 11/14/18 and 11/22/16, 7 days betwasn
12/5/18 and 12/13/18.

6. Raview of the 11/17/18 annual MDS
assassmant showsd resident #68 did not receive
a showar during the 7 day lonk-back period.
Review of the facility bathing documentation for

F312
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November 2018 ravealed the resident recaivad a
bath 4 times that month on 11/8, 11/23, 11/28,
and 11/30. Review of the bathing documantation
for Decemnber 2016 revealed the resident
recaived a bath 4 Umes that month on 1277,
12110, 12/24, and 12/31.

8. Revlew of the 12/20/16 significant change
MDS aasessment showed resident #14 raquired
the total assiatance of 2 staff membars for
bathing. Reviaw of the bething documentation for
December 2016 revesled the resident racelved a
bath 6 times that morith on 12/1, 12/6, 12/16,
12120, 12/26, and 12/26. ‘

7. Review of the 12/3/18 quarterly MDS
assessment showed diagnoses for resident #73
Included paralysls, Review of the cars plan,
revised 12/12118, showed the resident required
extensiva assistanca with bathing and drassing.
Review of the 11/1/16 to 1/11/17 bathing
documentation revealed the resident dld not
receive or refuse baths/showers durlng the
following time perods: From 11/13/18 to 11/24/16
(11 days), 14/27/18 to 12/7/16 (10 days), from
12/8/18 fo 12/16/18 (7 days), from 12/18/16 to
32/2?/16 (7 days), and from 1/7/16 to 1/11/16 (4
ays).

8. Revlew of the 12/9/16 annual MDS
assassment showed resident #23 required
extensive assistance with bathing, hygiene, and
dressing. Review of the care plan, revised
12/8/16, showed the resldent required assistance
with ADLs due to cognitive impalrment, Review of
the 12/1/16 to 1/44/47 bathing documentation
revealed the rasident did not receive or refuse
baths/showars during the following time perioda:
From 12/4/18 to 12/10/16 (6 days), from 12/24/16

F 312
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(b) Skin Integrity -

(1) Pressure ulcers. Based on the
comprehenslive assessment of & resident, the
facliity must ensure that-

(i) Aresident recalves care, conalatent with
profassional standerds of practice, to prevent
pressure ulcers and does not develop pressure
uloers unless the Individual's clinical condition
demonalrates that they were unavoldable; and

(1) Aresident with pressure ulcers receives
necessaty treatment and services, conslstent with
professional standards of practice, to promote
heallng, prevent Infection and prevent new ulcers
from developing.

is REQUIREMENT s not mat as evidenced
by:
Based on observation, madical racord review,
staff Interview, and polloy and procedure raview,
the facllity failed to ensure pressurs ulcer care
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F 312 | Continued From page 13 F 312
to 12/28/16 (4 days), and from 1417 to 111117
{7 days),
8. Interview with the unit managsr an 1/12/17
from 11:30 AM to 11:45 AM ravealed rasidents
ware scheduled to have 2 showars per wask and
had to have & minimurn of 1 shower per week.
Further Interview revealed the lack of & system
far ensuring residents received baths and
showers,
F 314 | 483.25(b)(1) TREATMENT/SVCS TO F 314] Corrective Actions: 213117

Care and treatment has been implemented for
Resident #73's pressure tlcer. The non-slip pad
has been removed from Resident #73°s chair, A
pressure re-distributing

chair cushion is in place.

Others Potentially Affected:

All residents with pressure ulcers have the
potential to be affected by this practice,

Systemic Changes:

The DON will educate licensed norses on the
Prevention of Pressure Ulcers policy. A weeldy
Skin and Nutrition Meating will be
implemented with nuraing leadership and the
RD in attendance to review all cuxrent
pressure ulcers for evaluation,
recommendatians, and treatment plan review/
revision if indicated. A Pressure Injury
Tracking tool will be implemented and
completed weekly Lo ensure treatments are
initiated timely and the RD assessment has

and treatment were Implemented in a timely been completed timely,
manner for 1 of 2 residents (#73) with pressure
ulcers, This failure resulted In the wersening of a
FORM GM8-2887(02-00) Provious Verslans Obsolata Event ID: IVPY11 Facily I0-WY0010 " contingaton sheet Page 140124
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Continued From page 14
pressure ulcar for resident #73, The findings,
wera:

Review of the 12/3/18 quarterly MDS asssssment
showed resident #73 was not cognitively
Impaired, was at risk for developing pressure
ulcers, required extensive assistance with bed
mobiiity, and was tatally dependent with transfers,
Review of the cars plan, revised on 12/12/16
showed staff ware diracted to reposition the
resident every two hours while i bed and when
up in the electric scooter. This raview revaaled
the resldent did not have mobility génd sensation
below the waist Including the lower extremitles
due to paralysls. Review of the care plan and
November 2016 to January 2017 dally nursing
notes revesled the rasident resisted staff efforte
to offload him/her with frequent repositioning
when up in the electric scooler. Thig review also
revealed the resldent refused to take rest perlods
out of the eleotric scooter during the day. Review
of the Weakly Wound Documentation Form
showed a pressure ulcer davelopéd on the right
ischium on 12/8/18. This review also showed the
following measurements: 2.4.cm (¢entimeters) x
0.8 ¢ x 0.3 ¢m on 12/6/16, 0.9 cm x 3.1 cmx
0.3 gm on 12/20/16, 0.2 cm x 2.4 m x 0.3 cmon
12/27/16, 0.5 cm x 3.8 om x 0.4 cm on 1/3/17,
and 0.8 em x 3.0 cm x 0,3 em on 1/7117, Review
of the wound care.hurse's 12/6/16 documentation
showed the pressure ulcer was a stage || with no
drainage and 100% pink viable tissie wound bed,
Review of the wound care nuree's 1/3/18
documentation showed the préssure ulcer had
declined to a stage 1ll with serosanguinous
dralnage, no tunheling, and 75% thin yellow
slough with 26% granulation on the wound bed.
Intervisw with the unit manager on 1/11/17 at5

PM revealed an indwelling urinary catheter was

F 314

Monitoring:
The DON or Designee will andit all pressure

“ulger's weeldy'to eniftive treatment has been

ordered and initiated tmely and the RD
assessments have been completed. Audits will
be completed weekly for four weeks and then
monthly for two months. Audits will be
reported to monthly QAPI for review and
recommendations to continne/discontinue
audit
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fesident's dlet,

Continued From page 15
ingerted on 12/8/16 to prevent the right Ischial
prassure ulcer from belng satuirated with urne
during Incontinent eplsodes. She further stated
the catheter caused the development of an
additlonal pressure ulcer In the resident's genttal
area, and tha cathater was discontinued on
1/6/17. Review of the Weekly Wound
Documentation Form showed the pressure ulcer
caused by the catheter wes first noted on
12/20/18 and described as an intact bilster. This
reviaw showed the pregsure ulcer measured 0.5
om X 1.4 cm with no depth on 1/3/17, theh
gressed 1o & stage |i, measuring 6 cm x 2 cm
% 0.3 ¢m on 1/10/17. The following concarns ware
ldentifled:

a. Observation of both pressure ulcers
with LPN #1 on 1/11/17 at 4:10 PM revealed the
two areas ware as documentéd on 1/3/17.

b. Ravlaw of the Dacember 2018 wound
care treatment record shiowed the nurses applied
Calmoseptine (an ointmént for minor bruises) to
tha right lachium pressure ulcer from 12/6/16 until
12/4018 (4 days). Révlew of the physiclan's
orders, dated 12/10/18, showed a treatment order
for Collagen Powder and Hydragel Sliver and
coverwith & dry dressings. Further review
showed this treatment was ordered dally and as
neaded.

¢, Review of the distary note showed &
dietary asaessment regarding nutritional needs to
promote pressute ulcer healing was not done
until 1/10/18 (38 days sfter the resident
developéd the right ischium preasurs ulcer).
Further review reveslad the agsessed nutritional
needs included adding proteln supplemants to the

d. Interview with the unit manager on
1/14/17 at 5 PM revealed the wound care nuree

talked with staff sbout the positioning non-slip

F 314
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pad.that was placéd on the pressure-relieving
chalr cighlon, Acconding to'the unit manager, tha
wound care nurse told staff the resident nesded 8
chalr cushion that provided pressure
redistribution and a support device that did not
seoure the resldent In & non-pressure relief
position for prolonged perlods of time In the same
manner as the non-slip pad did, The unit
manager stated ghe did not remember the exact
date of the conversation with the wound care
nurss; however, no actiona had been taken
regarding the wound care nurse's
recornmendations.

&, On 111117 from 11:20 AM 10 1:30 PM,
the resldent was observed In histher room simng
in the electric scooter of the cushion with the
support devica. During the observation staff dld
not offer to reposltion the resident. At 1:30 PM the
resident went with the activity ataff on a shopping
trip and returned at 3 PM. Intervisw with activity
asslstant #1 on 1/11/17 at 4 PM revealed the
residant rerriainéd In the electric acooter while on
the shopping trip and was not repogitioned from
1:30 PM fo 3 PM.

f. Intetview with the DON on 1/12/17 at
1:56 PM revealed shé was unable to provide
avidance that the Collagen-Hydroge! treatment

ulcer davelopad; the nutritional assessment had
been done earilar than 35 days; and the pressure
reflef cushion and support positioning device had
been re-gvaluated prior to the 1/8/17 to 111217
survey,

g, Review of the polioy titled, "Pravention
of Pragsure Ulcers”, ravised February 2014,
showed the general guldelines Included the
following: Pressure ulcers are often made worse
by continual prassure, héat, molsture, Irritating

was Initiated earfler than 4 days after the pressure|.

substances on the resident's skln...decllne in

F 314
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| nutrition and hydration status, acute liness andfor
decline In the resident’s physlcal and/or mental
condition. Onoe & pressure ulcer develops, it can
be extremely difficult to heal, Pressure ulcers are
a serlous skin condition for the resldent. The
facility should have a system/pracadure to assure
gssassments are timsly and appropriata and
changes in condition ara recognized, avaluated,
reported to the practitioner, physlclan, and famlly,
and addressed. . .
F 323 | 488.26(d)(1)(2)(n)(1)-(3) FREE OF ACCIDENT F 323| Cotrective Actions: 2/43/47
gs=¢ | HAZARDS/SUPERVISION/DEVICES Water temperatures have been adjusted and
are below 110 degrees (F).
(d) Accldents.
hat - ,
The facliity must ensure that Others Potentially affected:
(1) The résident environment remains as frea ]
from aceldent hazards as Is possible; and All residents have the potential to be affected
by this practice.
(2) Each resldent récelves adsquate supervision )
and assistance davices to prevent accldents. Systemic Changes:

appropriate for the resident's size and weight.

(n) - Bed Rells, The fality must attempt to use
appropriate alternatives prior to installing a sids or
bed rall. If a bed or side rall Is used, the facility

must ensure correct installation, use, and
maintenance of bed rallg, Including but not limited

to tha following elementa.

(1) Agsess the resldent for risk of enfrapment
from bed rails prior to Installation,

(2) Review the risks and bensfits of bed ralls with
the resident or resldent representative and obtain
informied consent prior to Installation.

(3) Ensure thet the bed’s dimenslans are

Water heater has been adjusted and regulated
to maintain water temperatures below 110
degrees (F).

Monitoring:

Maintenance Director or Designee will audit
four random rooms weekly to ensure water
temperatures are below 110 degrees (F).
Andits will be completed weekly for four
weeks and then monthly for two months,
Audits will be reported to monthly QAPI for
yeview and recommendations to continue/
discontinue audit,
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This REQUIREMENT Is not met as evidenced

Basad on observation end staff interview, the
facility falled to ensure water temperatures Were
balow 120 degrees Fahrenhelt (F) for 3 of 4
hallwaya (200, 300, 400) with resident rooms.
The findings were:

1, Obsevation of the 400 Hall on 1/12/17
ghowad tha following:

a. At 10;20 AM the temperatura of the
bathroom sink hot water In room 402 measured
123 degrees F.

b. At 10:24 AM the temperature of the
bathraom sink hot water in room 411 measured
1223 degrees F,

2. Observation of the 300 hall on 1/12/17 showed
the following:

o. At 10:30 AM the temperature of the
bathroom sink hot water in room 306 moasured
120.2 dagrees F.

3. Observation of the 200 hall oh 1/12/17 showed
the following:

a. At 8:48 AM the temperature of the
bathroom sink hot water in room 201 measured
121.3 dagrees F.

b. At 10:38 AM the temperature of the
bathroom elnk hot water I room 201 measurad
122.3 degraes F. .

c. At 9:52 AM the temperature of the
bathroom sink hot water in room 244 measured
121.1 degrees F.

d, At 11:40 AM the temperature of the
bathroom sink hot water In room 214 measured
121.8 degrees F.

. -4, Interview with the malntenance assistant on , o ) _
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1112117 at 10:45 AM revealed the facllity checks
waler temps regularly and Has an acceptable
range on thelr "TELS" program of 108 to 114
degrees Fahrenhelt. Further, he confirmed the
temperatures were out of range and he was
unsure why thay were so high.
F 384 | 483,60(d)(1)(2) NUTRITIVE VALUE/APPEAR, F 384| Corrective Actions: 17
g5+ | PALATABLE/PREFER TEMP
Regidents will receive food that is palatable and
(d) Food and drink at appetizing temperatures.
Each resldent recelves and the facillty provides- Others Potentially Affected:
{d)(1) Food prepared by methods that conserve gﬁidm;fm the potential to be affected
nutritiva value, flavor, and appearance; practice,
| (d)(2) Food and drink that Is palatable, stiractivs, Systemic Changes:

and at a safe and eppetizing temperature;
This REQUIREMENT Is not met as evidenced

Basad on obszervation and staff and resident
intarview, the facility failed to ensure resldents
recelved food thet was palatable and at
appetizing temporatures, The facility census was
88. The findings were:

1. Concams about food and meal service were
identifisd during the following resident Interviews
and observation of meal service;

a. Intarview with resident #57 on
1/11/17 at 11 AM revealed &/he gets a room tray
and It takes & long time for the food to be
dellvered, By the fime the trey is recsived, the hot
food & cold and It doesn't taste good. Furtfier, the
resident stated if the food was dellvered timely it
would be at the appropriate temperature and
foods the resident didn't llke could be talerated,

b. Group interview with 8 resldents on

The Registered Dietitian has educated the
Dietary Department on:

- Point of Service Temperatures, keep steam
table turned up, keep plate warmer on (usehot
pads), keep foods covered as much as possible
while on the steam table,Take end of service
ternps, Use different thermometers if you are
gerting unnsual readings, The RD will keep
minutes of the food committee meetings and
complete grievances if indicated to address
concerns, promote follow up, and resolution of
any food related concerns,
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Monitoring:
F 384 | Continued From page 20 F 3684 nraring .
1110/17 &t 1 PM ravesled, "The food is not hat, The RD or Designee will conduct weekdy
they have to bring it over from the 100 hall. Then random audits of point of service food
It sits there untll they get all the people into the teroperatures, In addition, the RD or Designee
dining area.” . will interview four residents a week to ensure
c. Observatlon an 1/1217 at 8:24 AM In food is palatsble and st appetizing
the small dining area showed hot ceraal with temperatures, Audits will be conducted
approximately 1/4 Inch of clear llquld on top of a weelly for four weeks and monthly for two
white substance. Intarviaw with resident #82 at months, Audits will be reported to monthly
that time revealed biscuits and gravy, and cream QAP for review and fecommendations to
of wheat was on the menu. S/he further stated, continue/discontinue audit.
"the gravy Is thin and runny."
*-d. Intarview with resldent #32 during
the meal observatlon on 1/12/17 at 8:24 AM
revealed, "the biscults tasted like bread and the
gravy Is watery. I'm not real happy with the food
today. It puts me in a bad mood when it's not ok
fo eat” )
. An Interview on 1/11/17 at 12:30 PM
with resldant #73 revealed food was nothot
because s/he ate in his/har room and the room
trays were served last.
f. Interview with resident #63 an
111117 at 1:46 PM revesled the food tasted
"okay", but sometimes the hot food was cold and
the cold food was not as cold as It should be,
2.0n 110/17 at 8:65 PM, a sample tray was
tested after all of tha residents were served, Cook
#1 was observed lesting sach food ltem. This
obeervation revealed the temperature of the
cooked graen beans was 103 degrees Fahrenhalt
{F), the ziti was 130 degrees F and the ham salg
was 64 degrebs F. :
3. Interview with the RD on 171117 at 10:45 AM
revealet she had been aware of some of the
resident concerns about the food since
November 2016, She stated cohcerns were
discussad during the food committee mestings,
FORM CMS-2687(12-00) Provisus Verslons Obsolete Even! 0 1VPY 11 Paclitylo; Wyooso Ifconlinuation sheet Page 21 of 24




o T s A e sl i b

S s S R A e

" Feb 272017 2:39PM Ne. 2710 P 23
DEPARTMENT OF HEALTH AND HUMAN SERVICES P R, a2t
—GENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO. 0838-0381
DB’ T ree TAL v LR ey 5 a3 ~ 3 g ™ T —
W [ R [T e
c
83A049 ‘ 0171272017
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, BTATE, 1P GODE
2000 LARAMIE 8TREET
. GOSHEN HEALTHCARE COMMUNITY YORRINGTON, WY 62240 ‘
T SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION 0E)
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX . {EACH CORRECTIVE ACTION SHOWRLD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) CGROB5-REFERENCED TO THE APPROPRIATE bt
DEFICIENCY)
F 384 | Continued From page 21 F 364
She statad staff and residents attended the
figetings, and discussad tha concarmis, but she
did not have records of the meetings. She also
stated she dld not have information about dates |
of Identifled concerns, measures Implemented to
address concerns, resolution timeframe, and
follow-up discussions with the reslidants, .
F 441 | 483,80(=)(1)(2)(4)(8)() INFEGTION CONTROL, F 441 Corrective Actions: 21317
§39=D | PREVENT SPREAD, LINENS

(a) Infection preventlon and control pragram,

The facllity must establish an infection prevention
and control program (IPCP) that must Include, at
a minimum, the following elements:

(1) A systam for preventing, Identifying, reporting,
investigating, and controlling Infactions and
communicable diseases for all resldents, staff,
volunteers, visitors, end other individuals
providing setvises under a contractual
arrangemsant based upon the facllily assessment
conducted according to §483.70(e) and following
accepted natlonal standards (facliity assesement
implementstion is Phasa 2);

{2) Writen standards, policles, and procedurea
for the program, which must include, but are not
limitad to:

(1) Asystem of survelllance designed to Identiiy
possible communicable digeasas or Infactions

before they can spread to other paraons In the

facility;

(I When and to whom possible incidents of
communlcable disease or infections should be
raported;

No immediate correction could be taken for
Resident #39's caves o the linen handling in
which infection control practices were not
followed.

Others Potentially Affected:
All residents have the potential to be
affected by this practice,

Systemic Changes:

The DON or Designee will educate
nuraing smff an proper linen handling and
perineal care,

Monitoring:

The DON or Designee will complete weekly
audits on perinea) care and linen handling to
ensure infecton contra] practices sre belng

- | followed, Audits will be completed weekly for
months. Audits will be reported to monthly
QAPI for review and recommendations to
continue/discontinne andit;
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(ili) Standard and transmission-based precautions
fo be followed fo prevent spread of infactlons;

(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

BA requlrement that the Isolation should be the
least rastrictive possible for the rasident under the
olroumstances,

(V) The clrcumstances under which the facllity
must prohibit employaes with a communlcable
diseass or Infacted skin leslons from direct
cohtact with residents or their faod, If diract
contact will transmit the disease; and

{vl) The hand hyglene pracedures to be followed
by staff Involved in direct resident contact,

(4) A systam for recording Incldents Identified
under the facility's IPCP and tha corractive
aotions taken by the facllity,

(&) Linens, Personnel must handle, store,
process, and fransport linens so as to pravent the
spread of infection,

(f) Annual raview. The facllity will conduct an

annual review of its IPCP and update thelr

program, as necessary.

ghia REQUIREMENT Is not met as evidenced
Ve

Based on observation, and staff interview, the

facility falled to ensure Infection control praoﬁces

were followsd for 1 of B reekients (#39) during
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perineal care and 1 random observation of inen
handling: ' )

1, Observation 1/9/17 at 4:11 PM showed CNA#2
and CNA#3 entered resldent #38's room to
provide care and get the resldent up for dinner.
The CNAE rolled the resldent towards the wall
and CNA#2 pulied down the rasident's pants,
CNA#2 told CNA#3 the rasldent had been
Incontinent of stool and the resident's pants were
soiled, CNA #3 removad the pants and without
placing them in a bag lald the pants on a cloth
chalr In the resident's room. CNA #2 removed the
resident's brlef and wiped the residsnt using a
gloved right hand, After wiping the resident, the
CNA uséd the solled hand and reached Into the
wipa contalner to remove more wipes, The CNA
continued to wips the stool off of the resldent and
than reach Into the wipe container to obltaln more
Wipes,

2. Observatlon on 11117 at 10:54 AM showed
CNA#4 was In room 402 changing the bed linen,
The CNA had a eart In the foom with unbagged
clean linen placed on top of tho cart, The CNA
placad the dirty linsn in 8 bag and placsd it on the
bottom of the cart, The CNA then left the room
with the cart and took It Into the utility reom,

3, Intarview with tha DON on 1/12/47 at 12:16 PM
revesled staff should not have touched the olsan
wipes with a solled hand or placed solled clothing
on the cheir, Further, she revealed clean and
solled ltemns should be bagged and they should
not be transported togeather.

F 441
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