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F 000 | INITIAL COMMENTS F 000
A complaint survey was conducted on 4/12/17
through 4/14/17. Reviewed In the ¢aurse of the
survey were complalnt intakes WY00002346,
WY00002347, WY00002388, WYD0002388, and
WY00002391.
F 164 | 483.10(h)(1)(3)(1); 483,70(1)(2) PERSONAL F 164
sgnD | PRIVACY/CONFIDENTIALITY OF RECORDS
483.10
(h)() Persanal privacy Includes accommodatons, Preparation or execution of this plan of
gzamd:z]nﬁf:eai}m\i,nggggﬁglil?ete\l!?gi?:naen 4 correction does not constitute admission or
meetings of family and resident groups, but this agreement by the provider of the Lruth of thi
facts alleged or conclusions set forth in the
does not requlre the faclllty to provide a private £ deficienci
toom for each resident. statement 0 eficiencies. The plan of
correction is prepared and/or sxecuted
(h)(3)The resident has & right to secure and solely because the provisions of federal
confidential pereonal and medical racords. and state law require it. The plan of
correction serves as the facility's allegation
() The resldent hes the right to refuse the release of compliance.
of persanal and medical records except as
provided at F 164 Pri of Informatjon
§483.70(1)(2) or other applicable federal or state
laws. Corrective Action 5’/3? / /7
§483.70 In-service training was completed by 5/8/17
I . N j . N
gg)hq“izlﬁgcﬁtsor;ﬁt keep canfldentlel all gf t(he ISDL fo the muses ;cgﬂrd"-]g closing
Information contained In the resident’s records, c;tsagrolg :ifi‘,?p 3?:::;;; ;ﬁwgtxzh
regardless of the farm or storage method of the time th lkg pu ]
racords, except when release ls- ime they walk away from the computer
i to protect privacy.
(1) To the Indlvidual, or thelr resldent N
representative where permitted by applicable law; Identification of Others
(Ily Requlred by Law; This practice has the potential to affect any
resident who has an electronic medical

; A : erk(*) denotes
other sefeguards prog
follawing {hé dalg of

eflclency. wh

i ta the patients. (See Inslructions.) Except
sy whelhar of not & plan of correcilon is provided, For nursing homes,

TITLE (X8

Ich the

Tnaliulion fey D excyed 11am corTasling providing It i tstermindd the
for nursing homes, the findings stated ahove afe dlaclosabla 60 days

the abova findings and plane of carrection are disclosable 14

days following the daie these dacumenis ere mads avallable to the faclity, If deficlencles are clled, an npproved plan of carraction ia requisite (o conlinued

program participation.
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"' F 164 | Continued From page 1 F 184
: (lify For treatment, payment, or health care Systemic Change

operations, a8 permitted by and in compllance
wlth 45 CFR 164,506,

(iv) For public health actlvities, reporting of sbuse,
naglect, or damestic violence, health oversight
activities, judiclal and administrative proceadings,
law anforcernent purposes, organ donation
purposes, research purposes, or to coroners,
medical examinars, funeral directdrs, and to avert
a serlous threat to health or safety as permitted
by and In compllance with 456 CFR 164.612.

This REQUIREMENT |s not met as evidanced

by
gased on observation and staff intarview the
faclllty falled to ensurs privacy and confidentlallty
of protected health Informatlen during three
random observations. The census was 06. The
findings were:

1, Obseryation on 4/12/17 fram 11:46 AM through
11:52 AM showed the computer screen on the
south medicstion cart was open with resident
nemes visible and was not being used or
monitorad by nursing staff.

2. Observatlon on 4/12/17 at 5:30 PM showed the
south medication oart was parked outside of
realdant room #123 and was unattended wlih the
goreen open to a resident's Information. RN #2
was Ih a room with a resldent at that time.

3. Observation on 4/14/17 from 9:16 AM through
8:22 AM showed the computer screen on the
south medication cart was open with resident
names visibla and was not belng used or
monitored by nursing staff. During this timeframe
nurses, therapy nides, the adminlatrator, and
resldents passed by the medication cart,

In-service training was completed by 5/8/17
by the SDC 1o the licensed nursing staff
regarding closing the laptop computers on
the medication carts or locking down the
computer each time they wallk away from
the computer to protect privacy,

The Health Information Manager monitors
tho privacy of the electronic medical record
through random computer observations 4
times per week. She observes for
wnattended laplop computers that have
been left open or unlocked that would
allow others tq see protected health
information. Any negative findings are
immediately corected and reported to the
Director of Nurging for corrective action
with the nurse.

Monitoring

The Health Information Manager reports
any patterns or trends identified through
her observations to the Quality Assessment
and Performance Improvement Committee
for their review and resofution. These
Health Information obscrvations will
continue for 3 months unless the Quality
Agzessment and Performance Improvement
Committee deems it prudent to continue,
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PROVIDER'S PLAN OF CORREGTION

(c)(7) Orlentation for Transfer or Discharge

A facliity must provide and document sufficlent
praperation and orlentation to residents to ensure
safe and orderly tranefer or dlscharge from the
facllity, This orientation must ba provideéd in a
form and manner that the resldent can
understand.

This REQUIREMENT |s not met as evidenced

by:

gased on madioal record review, and staff and
resident interview the facility failed to ensure a
gafe dlscharge for 1 of 3 (#087) resldents reviewed
for discharge to tha community. The findings
ware:!

1. Revlew of the madical recard showead resident
#07 waa admitted to the facllity on §/8/15 and was
diacharged to tha community on 4/11/17 et 5 PM.
Raview of the 1/7/17 annual MDS assessmant
showed the resldent had a BIMS score of 16/16
(cognitively (ntact) and hed diagnoses which
included hemiplegla (paralysie on one side of the
body) and bipoiar disease. Furiher review
revesled the resident neaded the extensive
assistance of 2 staff members for bed mobliity
and transfers and the extansive asslstance of 1
staff member for tollet use, personal hygiena, end
bathing. The resident used a wheelchalr for
maobility. The fallowing concerns wera Identiflad:
8. Review of a doctors progress note dated

F 204 Discharge Planning

Corrective Actlon

Resident # 97 no longer resides in the
facllity,

Identification of Others

An audit was conducted of residents who
have been discharged home in the last 30
days from the facility on 5/4/17 by the
Social Services Director. Attempts were
made to contact identified residents (or
familics of) by a member of the Social
Services Department by 5/8/17 related

to discharge outcomes, and the

responsc documented in the medical
record.

Systemic Change

In-service training was provided to the
Social Service team on 5/5/17 by the
Social Services Consultant (LCSW)
regarding the elementa of discharge
planning and following up with the
selected agencies to ensure that they
are providing the needed services.

%QJ& (EAGH DEFICIENCY MUST BE PRECEDED 8Y FULL pn'g::m (RACH CORREGTIVE AGTION SHOULD BE coMpLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CRQEB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 184 | Continued From page 2 F 164
4, Interview on 4/14/17 at 10:10 AM with LPN #1
and LPN #2 roveaied the facllity expectation waa
computers be elther lockad or the lid shut when
the computer was unattended.
F 204 | 483,16(c)(7) PREPARATION FOR F 204
58=D | SAFE/ORDERLY TRANSFER/DISCHRG

5/9/&7
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. In«service training was completed with
F 204 | Qontinusd From page 3 F204| theIDT on 5/4/17 by the NHA regarding
3/30/17 revealad-the resident was working with the elements of discharge planning,
an outslde advocacy group for discharge to the
community in Aprll 2017, wae mostly wheelchalr A discharge care cohference meeting is
bound, and self-transferred. Further review offered to each resident when the
revealed "...HH [home health] order for [outside discharge date is approaching. This
advocacy group] to get warking on R early HH for | meeting is held to ensure all servicesare |
' RPT/OT/CNA/RN 6x/wk x 8 wks |b times a week arranged priov to discharge home. If an
for 8 wesks] or mom-.: ' agency chooses not to attend the meeting
b. Review of the Physlclan Face-To-Face the Social Worker calls the agency to
Encounter Form” showed the physiclan had a verify that services are arrangod and
" face-fo-face encounter with the reeidant on confirm the dischatge date. The
" 3/30/17. The section entitied "Medical Condition” nformatian is then doc ' ted i
i showed the resldent waa In need of home care the med: “'“e“.f’l 1
‘ services due to cerobrovascular accldent, e medical record by the social worker
hamiplegla, weakness, and belng wheslchair _
bound. The section entitied "Medical Necesslty" A f.ollow up 'call is placed to tht‘a
showed nursing, physical therapy, occupational remderlxt/famlly on the next buginess day
therapy, homs health alde, and RN were all after discharge to ensure all services are in
: marked for "mediocal necessary home care place post discharge. The social worlcer
servicas." calls the appropriate agency if any
c. Review of the "Horne Visit Worksheat" concemns arise during this follow up call.
dated 4/6/17 and completed by the faclity's The results of this call are documented in
physlcal therapist showed areas that needad to the medical record by the social worker,
be addressed prior to resident discharge Included
tolleting end self-care/hyglene, and transfers to Monitoring
and from tg:thtollet o; cumfgode.dObs;vr‘;auotns of
"simulate room transfers and activities to : . : ‘
ensure safety" showsd "not [deal setup' was }h elso,mlfemces [Jl":m’r tracks all
' documented In reference to "tranafer safaly an/off Ischarges Lo ensure that services were
tollet" and "difficult In 20 Inch chair' was arranlgud ax?d implemented. The Social
documentad In reference to "Maneuver AD [ Services Director reports anylnugalivc
asslstive device] into bathrdom." Revlew of the patterns or trends to the Quality Assurance
gaction entitied "Additional noted and Performance Improvement Committes
ohallenges/obstacles” showed "laundry-home monthly for their review and resolulion.
health?, grooerles?, and money?" was The Social Serviee Director will track
doeumanted, discharges for 3 months unless the Quality
d. Review of a letter addressed "“To whom It Assurance and Performance Improvement
may concem" and signed by the facllity's physioal Committee deems it prudent to continue.
theraplst and the realdent's physiclan, but not
FORM CMg-2607(02-08) Pravioua Versions Obsciels Evant [0: 5ORH11 Facliity ID: WY0005 If continuation sheet Page 4 of 8
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F 204

Continued From page 4

datad, Included the foliowing: [Resident's nama)
had & phyalcal therepy home evaluation with
[hiafher] current whealchalr, [s/he] is unable to
navigate [his/her] current apartment due to the
width restrictions for the hemi-drive system,
[8/ne] |s able to use & 20-nch wide wheelchalr for
all mobliity and transfers within [histher]
apartment.”

a..Raviaw of a fax transmigslon report dated
4/7117 showed orders, medloations, and
diagnoslis codes were sent to @ home Health
agency. Further information waa faxed on 4/11/17
and 4/13/17.

!, Revlew of an undated and unsigned
document provided by the facllity revealed &
representative of tha {outside advocacy agency]
"was not happy with resident's discharge from the
faclity" and wented "home health to be setup
prior to resident leaving the faallity." Further
revlew showed no confirmation was made with
the homa health agency priar to the residant'a
dlecharge to ensure services were going to be
provided.

g. Revlew of fax tranamieslan reports dated
4/13/17 end tmed 11,13 AM and 12:34 PM
showed Information was sent to & second home
health agency two days after he resldent was
dlscharged from the facility.

h. Interview on 4/14/17 at 8:36 AM with
occupational theraplst #1 revealed the electrlc
wheslchalr the regldent had was oo big for the
apariment, In addition she stated the resident
usad a manual whesichalr from the facllity when
the homae visit evaluation was done,

. Interview on 4/14/17 at 8:56 AM with social
service director #1 revealed soclal services was
not involved In setfing up homs health for the
rasident. n additlon she stated the resident left

the faclity with his/her slectrio wheelchalr and a

F 204
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 mariual wh\?alchalr that had been modifled to

'88rV|co nesds for the' raaldent prior to discharge,

aogcommadate his/her lower axtramity hemiplagla,
nalther of which was compatlble with
manauyering through the apartment.

J. Phong Intarview with rasldent #87 on
4/14/17 at 8:45 AM Gonfirmed s/he was
discharged from the facllity to an Independent
&partment on 4/11/17. The residant also
confirmed that e/he required @ wheelshalr for
locomotion. The resldent stated that s/he was
unable to-navigate the haliway, bathrom, or
bedrdom of the' apafment bacauge the motorized
wheelchalr was too'large, Further, the resldent
stated that s/he had to slgep In the living room
aree In his/her wheelchalr the first night et the
apartment dus ta the wheelchalr slze Iseue. The
next day, ah outgide dvocate brought the -
resldent a smallér wheelchalr on & temporary
baels, The resident atated the facility was aware
the elactrle wheelchair was (oo Iarﬁe o fit In some
aréas of the apartment, and gave him/her-a
preacriptlon for & different wheslchalr upon
dlschgrge. However, the resldent stated the
faclilty falled to aaslet him/her to obtaln that
whesichalr pylor ta discharge. Tha resldent stated
that from discharge on 4/11/17 through the phone
conversation on 4/14/17 s/he had not recelved
home health services, and the faclilty had falled
to ensure those services were sot-up for apecific
sarvices and timeframes for visits, S/he was not
sure when hame health aervices would stert.

k. Phona interview with the ADON on 4/14/17
at 11 AM confirmed she had been In
communication with an outside advocacy group
{o aaalet with discharge of redident #97 o an
independent apartment. The ADON had fexed
Information and left volce-mall messages for a
locdl home health agenoy concerning -home

"‘E ; ‘ I A j g ; it . OM N ;-,
X ,aTATEMEN‘r OF DEFICIENGIES (X1) PaoleER/auPPu;swch ' (X2) MULTIPLE CONSTRUGTION {X3) DATE GURVEY'
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, . c .
‘ : 636025 B. WING 04/14/2017
: NAME OF PROVIDER OR BUPPLIER ‘ ) STREET ADDRESS, CITY, BTATE, ZIF CODE
; 2700 B 12TH 9TREET
CHEYENN ; CENTER
| CHEYENNE "f”"mgm! CHEYENNE, WY 82001
L (X4) 1D SUMMARY GTATEMENT OF DEFICI=NCIES o PROVIDER'S PLAN OF CORREGTION ' '2«)
- PREFIX (EACH DERICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTIGN SHOULD BE COMPLETION
TAQ REGULATORY OR L8G [DENTIFYING INFORMATION) TAQ CROSS.REFERENCED TO THE APPROFRIATE DATE
, DEFICIENCY)
2‘ o
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(a)(1) A facllity must treat and care for each
resident in 8 manner and in an environment that
promotes maintenance or enhancement of his or
her quallty of lfe recognizing each resident’s
individuallty, The facility must protect and
promots tha rights of the resident..

This REQUIREMENT Is not met as evidenced
by:
gased on observation, and resident and staff
Interview the faclilty falled to ensure timely
dellvery of maals during 2 of 2 meal services
obaerved (noon, evening). The findings were:

1, Interview with resident #18 on 4/12/17 at 5:06
PM revealed, "l walted an hour last night for
dinner. | gave up and went to my room and thay
brought me a tray."

2 Observation on 4/12/17 at 5:16 PM revealed
resident #12 was whealed Into the dining room by
staff, At 6:04 RN #1 asked resldent what 8/ha
wanted to eat. At 8:11 PM the resident was
served dinner (54 minutes).

a. Interview on 4/14/17 at noon with the DON
raveaied that proiongad meal times wera
unacceptable and sha would took Into It.

STATEMENY OF DEFIGIENGIER (%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
535025 8 WING 04/14/2017
NAME OF PROVIDER OR BUPPLIER STREET ADDRESY, CITY, ETATE, 2IF CODE
2700 £ 12TH STREET
CHEYENNE HEALTH CARE CENTER CHEYENNE, WY 62004
(X4) D SUMMARY STATEMENT QF DEFICIENCIES ] PROVIDER'S PLAN OF GORRECTION (X&)
PREFIX (EACH DEFICIENCY MUST BE-PRECEDED BY FULL PREFIX (EAGH GORREGTIVE ACTION HQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROB6-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 204 | Continued From page 6 F 204
The ADON had discussed these plans with the
representative for the outside advocacy group, .
and belleved the required services had heen
set-up. However, the ADON revealed the facliity
falled to ensure specific services with a timeframe
for those services to start were confirmed with the
home hesith agency prior to the resident's
discharge from tha facility.
F 241 | 483.10(a)(1) DIGNITY AND RESPECT OF F241| F241 Dignity
55=0 | INDIVIDUALITY 5/ 5%"‘)

Corrective Action

Residents #16, #12 and #19 were
interviewed by the NHA on 5/8/17

to determine if they had any concerns
aboul the meal times, All voiced that
they were satisfied currently.

Meal times were posted on 5/3/17 for
both dining rooms.

Identilication of Others

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

Systemic Change

A Resident Council Meeting was held
regarding what types of activities they
would like to have available in the dining
room for entertainment prior to the meal.

Using the input [rom the Resident Couneil
Mezgting the Activity Director developed
aclivily boxes thal are kept in the dining
rooms for the residents who ghoosg to come.

FORM CMS5-26687(02-96) Previous Versions Obsolele
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| 4. Observation in the maln dining area on 4/13/17

at 10:55 AM showed a staff member brought
resident #18 to tha dining room In histher
wheelchalr. The resldent was with no other
resldents or staff. The resident was not served
untll 11:48 AM (54 minutes) afler s/he was
brought to dinlng, and na other activities
oceurred,

: - >
GTATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION (X3) DATE SURVE
AND PLAN Of CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
Cc
535026 B WING 04/14/2017
NAME OF PROVIDER OR SUEPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2700 E 12TH STREET
CHEYENNE HEALTH CARE CENTER CHEYENNE, WY 82001
SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORRECTION (x6)
éﬁ?é& (EACK DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE compLeTIoN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY) A
to the dining room prior to the meal.
F 241 Continued From page 7 F 241

An all staff in-service was completed on with

the activity boxes if they choose to participite,

Monitoring

5/8/17 regarding resident preferencs as to
when they would like to go 1o the dining
room, end how to effectively engage
residents The Dining Room Managers
continue to monitor the dining room with
special attention to timeliness and activity,
Any identified negative findingg are
reported to the NHA. The NHA will
report any negative patterns or trends to
the Quality Assurance Performance
Improvement Committee monthly for
their review and resolution, This
monitoring will continuc for 3 months
unless the Quality Azsurance Performance
Improvement Committee deenis it prudent tp
continue,
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