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F 000 | INITIAL COMMENTS F 000 Preparation and/or execution of this plan of
correction does not constitute admission or
Thefollowintcommon-abbraviations are-usad agreement by the provider of the truth of the facts »
alleged-orconclasions sot fort ik the statementof .|
thmughqut this document: deficiencies, The plan of correction is prepared
RN - rqglstered frse and/or exscuted solely because the provisions of
LPN - licensed practical nurse federal and state law require it.
CNA - certified nursing assistant
DON - director of nursing 41

MDS - Minirmum Data Set

Tt is the practice of the Tacility to promot re for
CAA- Care Area Assessment ! o o Trome o sare Jor

the residents in 4 mamer and in an environment

Less comimonly used abbreviations will be that maintains or enhances each resident’s dignity
annotated in each deflclency where used, & respect in full recognition of his or her

F 241 | 483.15(a) DIGNITY AND RESPECT OF F244| individuality.

s8=D | INDIVIDUALITY Corrective Action

) i . 1.Resident #5775 soiled clothing was removed and

The facility must promote care for TESIdl&ﬂtE.’: na she was assisted with pericare and clean clothing
manner and in an environtment that maintains or on 2/23/11.
anhances each resident's dignity and respect In 2 Resident had 1 new bladder evaluation
full recognition of his or her individuality. completed.

3.Aa incontinence care plan was placed inthe
resident’s record.

This REQUIREMENT is not met as evidenced Idendification of Others:
by: Residenls who require assist with incontinence
Based on observation and staff interview, the carc.
facilty falled to ensure staff maintained dignity for System & M

. 5 £1iY CASHICS.
1 of 15 sample residents (#57). The findings 1.AIl StalT will be re-educated by the
were, SDC/designee on or before 4/7/11 on providing

incontinence care and dignity surrounding

Review of the 1/12/11 admission MDS and ircontinent episodes,
corresponding care pian for resident #57 showed 2.Ambasgador to conduct observations 5 x weekly
the resident walked Independently, but requlred to monitor for soiled clothing.

3. The DON/Designee will complete random

extensive assistance with personal nyglene care weokly observations 3 — 5 times a week.

and toileting due to cognitiva impairment.
Obsarvation on 2/23/11 at 11:25 AM, revealed the
resident wore slacks that were visibly soiled with
wet wrine that covered the entire posterior and
thigh areas of the slacks, Continued obsarvation
revealed the residant walked throughout the
facility and lobby areas until 12:05 PM (thirty-five
minutes) before staff removed the soiled clothing

Mm&wg’ IRECTOR'S OR PROVI FR!SUPFLIFR REPRESENTATIVE'S SIGNATURE TITLE (¥8) DATE

VWyeningDeptofHselth ki) Reaiant)  NHA  Vasih 19 807/

i Any deficlency statement ending rﬂ}ﬁ‘- agterisk (¥ danctes a deficlancy which the institution may be excused from cotracting providing it Is determined that
: hﬁg&?fﬁ Z'ﬂfl rav!de sufficlent-frotection to therphtlents. (See Instructions,) Except for nursing homes, the findings stated above are disclosalils 90 days
t of survay whathar or not & plan of covrection Is provided. For nurelng homes, the above ﬁndings and ptans of comaction are disclosable 14
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A rasident has the right to reside and recelve
services in the facility with reasonable
accommedations of individual needs and
praferences, except when the health or safely of
the individual or other residents would be
endangered,

This REQUIREMENT is not met as evidencad
by;

Based on chservation, staff interview and medical
record raview, the facilify failed to ensure
individuat neads for communication and time
crientation were accommodated for 1 of 15
sample resldents (#85), The findings were:

Medical record review for resident #85 showed
the resident used a communication board to
express histher neads dus to aphasia,
Observation on 2/22/11 at 11 AM revealed the
resident was in & wheelchalr in histher room
holding an empfy cup. At that time neither the call
light nor communication board were within his/her
reach, The resident showed the surveyor the
emply cup and by using the communication board
the resident communicated that sihe wanied
coffee. The resident then attempted to reach the
call fight, but was unabla {o do 30 because she
could not self propel over the fall mat located
between the resident and the call light. Next, the
resident went into the hallway and held the empty
cup up to the staif, but no one stopped to assist
the resident. At 11:10 AM, LPN #1 gave the
resident medications and water and departed
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PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMILETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENGY)
F 241 Gontinued From page 1 F241] 041 continued
Monitor:
F. 248 QA&A—Data obtained by way of audlts wﬂl
] fﬁﬁﬁﬁﬁ == be—reviewsd=and—analyzed—F A i

trends and reported monthly to the fac:hty
QA&A commiltee by the DON/designee.
The QA&A commillee will evaluate
effectivencss of the plan based on frends
identified  and  hwplement  additional
interventions as needed to ensure continued
complianee monthly for 3 months.

Corrective Date: 4/7/11
246

It is the intent of the Facilily to ensure
residents have the right to roside & receive
services in the facility with reasonable
acconmodations of individual needs and
prefercnoes, except when the health or safety
of the individual or other residenis would be
endangered.

Clorrective Action:

1 .Resident #63°s communication board is in
place and within resident’s reach.
2.Restdent #65°s clock battery was replaced
on 2/25/11 and re-set to correct time.

3 Speech therapy order received Lo re-
pvaluate resident 65 for cominmication
needs on 3/18/2011,

Idenidification of Others:

1.Residents who are not able to communicate
verbally and require an assistive device.

2. Residents who desire a clock in their room.

Systems / Measure

L. An audit of'all resident rooms wilh clocks
was completed to ensure clock is in working
order amd sel to correct time.

2.A11 residents with clocks intheir rooms
will be placed on TELS maintenance log,
checked, and reviewed every six months,

d|y
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F 246 Contmuec% From page 2 o F248| 46 Continued
after pouring water info the resident’s amply cup, 3.An In-service by 8DC/designee 1o educate the
Ne-attempt was made to communicate with the stafl on the use of communication boards will
residentusing-the-communication-board—which be-conducted ouor hefore A/7/11
remained in the resident's room. The resident & Ambassados fo oheck slock for operation &
in held up hisiher cu and the survavor told cotrect time, and will make sure commumication
again held up I s ¥ neads are met 5 x weekly,
the nursing unit manager that the resident wanted
coffes, Review of the 10/7/10 significant change Monitoring:
MDS and CAA showed stafl were to encourage Data obtaincd by way of andits will be reviewed
the resident to use the communication board. and n‘“(‘f’y"‘“d “hfl"‘ paticms and sronds o
Interview on 2/24/11 at 1:55 PM with the DON pored onthly to the facility Q
H committee by the NHA/designee. The QA&A
confin me’_d st‘aff neaded training on the use of the committee will evaluate elfectiveness of the
communication board, and spesch therapy plan based on trends identified and implement
. needed to reevaluate the resident's additional interventions as needed to ensure
communication devicos, continued compliance monthly for 3 months.
o e 1/2)]1
Staff's failure to accommodate this resident’s Corrective Date: 4/7/11
need for time orlentation was noted during the 210
following observations: On 22241 at 11:30 AM It is the praetice of the facility to use the resulls
and again on 2f25/11 at 8:30 A\, the time on the of' the assassment develop, review and revise a
resident's clock was 3:20. Interview with the DON comprehensive care plan for each resident.
on 2/25/11 at 12:05 PM verifled the time on the Corrective Action:
it g :
resident's room clock should be set to the corract 1 Resident #19 behavior carc plan was npdated
time. on 3/9/2011 to reflect resident #19°s action of
F 279 | 483.20(d), 483.20(k){1} DEVELOP F 279| repeatedly pushing on exit doors and ability o
88=n | COMPREHENSIVE CARE PLANS be re-directed.
2.Rdeiiczient i(?:j’zsﬂcloinmunécatiolil cate p}‘an was
. . updated on : to reflect the use of 2
A facility must '.:ISG the l'ESI..l[tS of the assessment communication board and instructions for
to develap, review and revige the resident's utilizing the communication board.
comprehansive plan of care,
Identification of (thers:
The facility must develop a comprehensive care LA audit of most recen CAA's (Care Area
plan for sach resident that includes measurable ssessment) for the last sixty days will be
objectives and timetables to meet a resident’ sonducted
i " v 05 10 moet a resident's 2.All CAA’s will be compared to care plans and
madical, mu rﬁiﬂ_g, aﬂ'd' mgntal and psychosoclal updated to reflect assossment of resident,
fieeds that are identified In the comprehensive
assessment. System / Measure:
L.On or before 4/7/11 the IDT will be in
The care plan must describe the services that are serviced by DON/Desigice concening updating
i " . care plans with CAA review upon admission,
to be fumished to ait intain the resident: d
0 De Wmisned 1o aitain or mainain the resident's change of condition and annually.
FORM CMS-2667(02-99) Previoua Verslons Obsclete Evant D Vasc1 Faclity ID; WY0005 If confinuation sheet Paga 3 of 17
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F 2791 Continued From page 3 F 279

highest practicable physical, menial, and
psychosocial welk-being as required-under

¥279 Continued

2.RCMD/Designee will complete a random

ivicestmatwouldotherwiss

weelkh-andit-of-comprehensive-nssessments-t

48325 andany s

be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b){4).

This REQUIREMENT is not met as evidenced
by.

Based on observation, medical record review and
staff interview, the facility failed to ensure the care
plang for 1 non-sample resident (#18), and 1 of
1b sample residenis {(#85) were updated to reflect
the current statusfneeds of the residents. The
findings were:

Gbservation on the evening of 2/23/11 revealed
resident #19 was wandering in the back hallway
i histher wheelchair, At that fime the lights In the
west e of the hallway were turned off, and it
was very dim. The resident was observed to
repeatedly push on the exit doors at each end of
the haliway from 7 PM to 825 PM. At no fime
during the observation did the staff working in the
araa attempt to redirect the resldent of intervens
in any way. Review of the 21 8/11 annual MDS
asgessment showed the resident had daily
acourrences of wandering that placed the resident
at significant risk of getting Info a potentially
dangerous sifuation. Review of the behaviors
CAA showed pushing on the exit doors was a
reoceurring behavior for this resident, and the
rasidant could be easily redirected. Review of the
care plan falled o menticn this behavior.
tnterview with the DON on 2/256/11 at 11:55 AM
revealed the information from the assessment
should be used o develop the care plan.

ensure care plans are updated to reflect CAA
{Care Area Assessment).

Monitoring:

Data obtained by way of audits will be reviewed
and analyzed for patterns and trends and
reporfed monthly o the feility QA&A
commitice by the RCMIV/designee. The QA&A
commitice will evaluate effectiveness of the
plan based on trends identified and implement
additional mterventions as needed to ensure
continued compliance monthly for 3 menths.

Corrective Date: 4/7/11

FORM CMB-2567(02-90) Provious Verslons Obsolale
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F 279 | Continued From page 4 F 279
Raview of the care plan for resident #65 showed
she had a comnunicadon poard, but the plan aid —
not include instructions for use. In an Interview on
2124111 at 1:26 PM, CNA #7 stated s/he had not
baean aducated an the use of the board and used
"common sense" when s/he used it with the
resident. Review of the 10/7/10 significant change
MDS showed the resident raguired further
assassment for communication needs. Review of
! the communication CAA showed the resident was
! fo continue to use the communication beard and
; be encouraged by staff to uss it. Further, the
assessment showed staff were fo give the
resident time to make him-fherseif undersiood by
allowing time to spell out each word, Interview
with the DON on 2/24/11 at 1:55 PM confirmed
the that the additional information regarding how
fo use the communication board had not been
included in the care plan. Bhe also stated staff
stilt needed to be trained on the use of the F281
communication hoard. ftis ‘the practi'zc; :;f the Facifi:lybw t}:lns;re ‘1,11.16
0| REESETER AR T | P R
Corrective Action:
The services provided or arranged by the facillty 1.Resident #28s physician orders for passive
must meet professional standards of quality. range of motion are being followed.
2.Resident # 37’s orders for daily weights are
being followed and weights are being obtained
This REQUIREMENT s not met as evidenced il
by: Identification of Others:
Based on medical racord revlew and staff I3.‘.An auf.ﬁl of all rei‘ider:s with physficiﬂ;l grders
interview, the facifity failed to follow physiclan's ~or passive range ol molion was condueted.
$ [l_;d';1251 g:; 925 (:L e1 r5e _sample residents (#28, #37), &lex‘:rtazf; s:)ltl1 ;::lzllgznts with ordeys for daily
System / Measure:
1. Rafer to F318 regarding the facility's failure to l.Licensc.d murses will be educated by the
provide passive range of motion dally for resident SDC/Designee on or before 4/7/11 on the
#28 as orderet by the resident's physiclan, importance of following physician orders.

FORM CMS-256T7(02-09) Previous Versiona Qbsolota

Evanl |D:VO8C11
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F 281 Continued From page 5 F 281 F281 Contimued
2.A random weekly audit by DON/Designee of
2_Revlew of the medical record for resident 37 residents receiving passive range of motion will
B E— ——— — — heconducteddorenmrerdoenmentatioiemr—
s.ﬁoweﬁ_ ﬁ?ﬁaﬂﬁiagﬁOE&Bﬁhat included chronic orders are being followed consistently.
kidney dise_.'ase and congastive heart fa_:ilyre. 3.A daily andit by DON/Designee will be
Further review showed a 1/256/11 physician's conducted to ensure daily weights are obizined
_ order for deily weights and staff were to report as ordered by physician.
; weight galn of ten pounds ar more. Review of the Montt
i " " LTI
;, Vital Sign & Welght" flow sheets for January and Data obiained by way of andits will be reviewed
: February 2011 showed no documented weights and analyzed for patterns and trends and
' for 213111, 214191, 21611, 21211, 213111, or reported monthly to the facility QA&A
2M17H1. Review of the entire medical record commitiee by the DON/designee. The QA&A
showed no WEEthS wera recorded for those committee will evaluate effectiveness of the
dates. Interview with the MDS coordinator on ploa dased on ronds ientified and iploment
2/24/11 at 3:30 PM revealed the resident should continued compliance monthly for 3 months.
be weighed daily as ordered. During the interview,
the MDB coordinatar stated she could not ba Corrective Date: 4/7/11
ceriain the resident was actually weighed on any g5
days that the weight was not recorded It is the practice of the facility to coordinate
\ . " assessments with the pre-admission screening
According to Smith, Duell, and Martin in "Clinlcal and resident review program under Medicaid in
Nursing Skills: Basic to Advanoed Skills,® 7th part 483, subpart C to the maximum extent
Edition, 2008, "Skills and functions that practicable to avoid duplicate testing and effort.
professional nurses perform in dally practice Corrective Act
H . " ) 1 MITCeCtIve Action;
mcludf. ...Administer freatments per physician's 1A pre-admission soreening has boen
order. completed for resident #5 on 12/15/10,
F 286 483.20(m), 483.20(e) PASRR REQUIREMENTS F 286 2.A pre-admission screening has been
s8=g | FOR Ml & MR, completed for resident #28 on 1/20/2011.
3.A pre-admission screening has been
3 completed for resident #37 on 11/8/10,
A facllity must coordinate assessments with the 4.A pre-admission screeming has been
pre-admission screehing and resident review completed for resident #57 on 1/11/10.
program under Medlcaid in part 483, subpart G fo 5.A pre-admission screening has been
the maximum extent practicable to avoid completed for resident #93 on 11/9/10,
duplicative testing and effort.
Identification of Others:
. 1.Any new resident pending admission with a
A nursing facilty must not adr!'“tv on or: after Dx of Mental Illness or Mental Retardation.
January 1, 1989, any new residents with:
(i} Mental fliness as defined in paragraph (m)(2)
(i) of this section, unless the State mental health
; authority has determined, based on an
I
i Event I0: VOGCHH Faciity I0; WYODDS

i FORM CMS-2667(02-99) Previous Verslons Obsolela
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F 285 | Continued From page 6 F 288 F285 Continued
independent physlcal and mental evaluation System / Measure:

—| State mental health anthority, pricr o edmission;

(A) Thef, because of the physical and mental
condition of the individual, the individual raquires
the level of services provided by a nursing facllity,
and

(B) If the individual requires such leve! of
sorvicas, whether the individual requires
specialized services for mental retardation,

{il) Mental retardation, as defined in paragraph
{m}{2)(ii) of this section, unless the State mental
retardation or developmental disability authority
has determined prior to admission--

(A} That, bacause of tha physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
setvices, whether the Individual requires
spedialized services for mental retardation.

For purposes of this section:

(1 An individual is considered to have "mental
ilness" ifthe Individual has a serlous mental
iliness defined at §483.102(b)(1).

(i) An individual iz considered to be "mentally
retarded" if the individual is mentally retarded as
defined In §483.102(b)(3) or is a person with a
related condition as desciibed ih 42 CFR 1009,

This REQUIREMENT Is not met as evidenced
by:

Based on medical record review, and staff
interview, the facility failed to ensure the pre-
admission screening agsessmeants were
completed prior to admission for & of 18 sample
residents (#5, #28, #37, #57, #93). The findings

requ]rmg addltwnal pre-screemng
2. NHA/Designee will review the need for a pre-
admisgion screening with Social Services,
3.Any pending admissions will have a pre-
admission screening completed and PASRR I or
1I il indicated.
4.In-service from the state (ACS) level on
PASRR T and IT All Dept. Heads will be in
serviced on or before 4/7/11,
5.NHA/Designee will discuss all new pending
admissions in IDT meeting daily Monday
through Friday to review for completed PASRR
Ior II prior to admission to facility,

Monitor:

Data will be reviewed and analyzed for patterns
and trends and reported monthly to the facility
QA&A commitice by the NHA/designee. The
QA&A committee will evaluate effectiveness of
the plan based on irends identified and
implement additional interventions as needed to
ensure contimied compliance monthly for 3
months.

Corrective Date: 4/7/11

4/4/“
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=I=NMedicakrecord-revievw=showet:residentsti-was

re-admitted to the factlity on 12/2/10, Dusto g
new diaghosis, the resident required a new
pre-admission screening assessment (PASRR 1),
This assessment was completed 13 days after
the date of admission on 12/15/10. As a result of
the PASRR | assessment the residsnt required a
PASRR Il assessment to be completed, Review
of this PASRR H assessment showed the
determination date was 2/10/11, sixty-one days
after the date of admission. Interview with the
social service director on 2/25/11 at 10:10 AM
revealed this case was aspecially late due to
soma communication problems between
agencies,

2, Medical record review showed resident #03
was admitted to the facllity on 11/4/10. Record
review showed the pre-admission scraening
assessment (FARR 1) was completed on 11/9/10.
As a result of the PASRR | assessment the
resident requirad a PASRR [} assessment to be
completed. Review of this PASRR |} assessment
showed the determination date was 11/23/10,
nineteen days after the date of admission.

3, Rosident #37 was admitted on 10/21/10, but
the resident's PASRR Level | was not completed
until 11/8/10 (eighteen days after admission).

4, Resident #28 was admitted on 1/19/11, but the
resident'’s PASRR Level { was not completed until
the next day on 1/20/11.

5. Resident #57 was admitted on 1/06/11, but the
PASRR Level I was not completed until 1/11/10
{fiva days after admission).
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. . . 1t is the facilities practice to assist residents who
! Interview with the social setvice director on are unable to carry out nefivities of daily living
. 2125111 ot 10110 AM revealed the staff had caceive the necessary services to maintaingood
difficulty getting the assessments completed prior nutrition, grooming, and personal and oral hygiene.
to adrmission. Corrective Action:
F 312 483.25(z)(3) ADL CARE PROVIDED FOR F 312} 1 Peri Care has been provided for resident #52 on
S8=F DEPENDENT RESIDENTS 2/22/2011 after initial observation and ongoing.

A resident who is unable to cany out activities of
dally living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hyglane.

This REQUIREMENT is nct met as evidenged
by:

Based on observation, staff interview and medical
record review, the facility failed to ensure
appropriate perineal care was provided during
care of 2 of 7 residents whose care was
observed. (#52, #61). The facility further failed to
ensure oral care was provided during 3 of 6
observations for 2 residents (#51, #56, #87). The
findings were:

1. Inappropriate perineal care was noted during
the following observations:

a. Observation on 2/22/11 at 9:15 AM showed
CNA #1 failed to clean resident #52's antarior
perineum after the resident was incontinent of
utine. While the resident was standing with the
assistance of a sit-to-stand lift, the CNA removed
the resident's brief, cleaned the posterior
perineum and buttocks then reached betwsen the
resident's legs from behind to clean the anterior
perineum. However, observation showed the skin
of abdormen and upper thighs was not cleansed.
Review of the annual MDS assessment dated
12/30/10 showed the resident required extensive

2.Peri Care has been provided for resident #61 on
2/23/2011 and ongoing,.
3.0ral care has been provided for resident #51 on
2/24/2011and ongoing,
4.0ral care has been provided for resident #56 on
2/24/2011 and ongoing
3.0ral care has been provided for resident #87 on
2/24/2011 and ongoing

Identification of others;

1A review of documentation for residents
requiring assistanoe with peri care and oral care
will be completed by DON/designee.

Systermic Changes:

1L.DON/designee will complete random weekly
observations of peri — care and oral care and
review with IDT at morning meeting Monday thry
Friday.

2.Residents assigned ambassador will monitor
hygiene to ensure compliance Monday thru Friday.
Manager on duty will round the facility on
Saturday and Sunday to observe for peri care
needs,

3.8DC/Designee to provide education to all
licensed staff on or before 4/7/11 on providing
proper peri care and oral care,

Monitor:

Data obtained by way of audits will be reviewed
and analyzed for patterns and trends and reported
monthly to the faciliy QA&A commiltee by the
DON/designee.  The QA&A commiitee will
evaluate effectiveness of the plan based on trends
identified and implement additional interventions
as needed to ensure continued compliance monthly
for 3 months.

Corrective Date: 4/7/11
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assistance with personal hygiene and tolleting.

F 312

i} Reuiewﬁih&ﬂﬂﬁﬂicamlaniormsident

i

for persnnal hyglene care and tolleﬂng
Ohservation on 22311 at 12:12 PM revealed
CNAs #1 and #5 cleansed the resident after they
removed the urine-soiled, disposable brief.
Continued observation revealed, the CNAs
reached between the resident's legs from behind
1o cleanse the resident's anterior perineum area,
but failed to cleanse the posterior region.

Interview with the staff development coordinator
on 2/25/11 at 7:68 AM verified that an incontinent
resident’s skin should be cleaned both posteriorly
and anteriorly.

2. Lack of oral hygiene was noted during the
fallowing cbservations:

a. Acconding to the 1/7/11 guarterly MDS
assessment and corresponding care plan,
resident #51 was documentsd fo need extensiva
assistance with oral hyglene and personal care,
Observation on 2/23111 from 7:23 PM to 7:40 PM
revesled naither GNA #1 or #4 provided oral
hygiene before or after they transferred the
resident to bed,

b. Observation on 2/23/11 at 8 PM showed
neither CNA #2 or #3 offerad oral hygiene fo
resident #87 before transferring the resident to
bed for the night. Review of the guarterly MDS
dated 11/26/10 showed the resident required
extensive assiatance with personal hygiene.

¢. Observation on 2/23/11 at 8:25 PM
showed neither CNA#1 or #4 provided oral
hygiene to resident #56 before transferring the
resident to bed for the night. Review of the
quarterly MDS dated 11/25/10 showed the
resldent required extensive asalstance with
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personal hygiene. It is the practice of the facility to ensure that a
- ident with limited f moti i
[ Interview with the DON on 2/24/11 at 11:10 AM spropriate-sonlmont ARG somioes o inorense
revealed stalf were expectad 10 provide oral range of motion and/or to prevent further decrease

. hyglene for all residents at night. in range of motion,
: F 318 | 483.25(e)(2) INCREASE/FREVENT DECREASE F 318

85=D IN RANGE OF MGTION Corrective Action:

Based on the comprehensive agsessment of a
resident, the facility must enstre that a resident
with a limited range of motion receives
appropriate treatment and services to increase
ranga of mation and/or to prevent furthar
decrease in range of motion.

This REQUIREMENT i3 not met as evidenced
by:

Basad on medical record review and staff
interview, the facility failed to ensure restorative
care was consistently provided for 2 of 8 sample
residents who received restorative services (#28,
#64). The findings were:

1. Review of the 2/1/11 admission MDS
assesement showed rasident #28 had range of
motion {(ROM) impairment to upper and lower
extremities on both sides. Further review showed
the resident had a diagnesls of multiple sclerosis.
Review of a 1/29/11 physician's order showed the
resident was to receive passive ROM exercises
from the restorative program daily to all
axtremilies. Review of the restorative care
documentation showed the facility failed to
praovide passive ROM exerclses on 20111, 212111,
20411, 21111, 212111, 213711, 216711,
21811, 2719111, and 2/20/11, with each of those
dates documented with "Activity did not coour”

1.Resident #28 has received passive range of
motion everyday and is monitored daily Monday
through Friday by restorative nurse. Ifthe resident
refuses the refusal will be entered into care tracker
as such and noted in weekly restorative note by
Restorative murse/designee.

2.Regident # 64 has received Range of Motion and
Ambulation restorative program 6 days per week.
If the resident refises the refiisal will be entered
into care tracker as such and noted in weekly
restorative note by restorative nurse/designee.
3.Resident # 64 is being offered a “walk to dine”
program daily.

Identification of Others:

1. DON/Designee will review all restorative
programs for the last 30 days to ensure all
restorative programs have been implemented and
documented as provided.

Systemie changes:

1.DON/Designee will educato restorative assistants
on ensuring restorative programs are completed
and documented per nursing ordear on or before
47711,

2.The restorative nurge will review decumentation
for restorative programs provided daily Monday
throngh Friday to ensure complete and refusals are
documented appropriately.

3.The restorative nurse will review all restorative
programs on a weekly basis to ensure
appropriateness of program. Restorative nurse will
document refusals and if resident continves to
refuse the physician and family will be notified.
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"Other*; and three additional days showed

4.Restorative meetings will occur weekly to review
residents on programs and modify programs as

"Activity did not aco” and "Refused.” Interview

needed.
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F 318 | Continued From page 11 F 318] 1315 continued

——withrthe-restorative-coordinator-orn-2/24 0:36

AM, revealed she was not certalh what staff
meant when documenting "Other” as a reason
why an activity did not occur, inferview with the
resident on 2/24/11 at 10:15 AM revealed that
sfhe naver refused passive ROM exercises
because they felt good. During an interview with
restorative GNA #6 on 2/24/11 at 11:50, she
stated that when staff documented "Other" for an
activity that did not ccour, it usually meant staff
could not get te i,

2. Review of the restorative care plan, updated
2115111, for resident #54 showed approaches
included ambulate with front wheeled walker 260
fest or walk to dine. Review of the 2011
restorative schedule showed transfars/
ROM/ambulation were to be provided for the
resident at least six days a week, Review of the
rohabifitation/restorative service delivery record
showed the resident recelved restorative services
four times and refused twice in the menth of
January 2011. Further review of the service
delivery record showed the services had been
provided two times in February and the resident
refused two times. Review of the ambulation
detail report showed the "Activity did not ocour”
from 2/17/11 to 22411 (elght days). During
periodic observations of the resident from 2/22/11
to 212411, there were no obsarvations of the
residant recelving restorative services, Intarviaw
on 2125111 with CNA #6 at 8:50 AM and the
nursing unit manager at 9 AM confirmed the
resident had not baen receiving restorative
setvices according o the restorative schadule,

Moeonitoring:

Data obtained by way of audits will be reviewed and
analyzed for paiterns and frends and reported monthly
to the facility QA&A committee by the
DON/designee, The QA&A commitiee will evaluaie
effectiveness of the plan based on trends identified
and implement additional interventions as needed to
ensure continued compliance monthly for 3 months,

Corrective Date: 4/7/11

F 323 | 483.25(h) FREE OF ACCIDENT F 323
88=D | HAZARDS/SUPERVISION/DEVICES
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F323

It is the practice of the faclhty o ensure that the

as is possible; and each resldent receivas
adequate supervision and assistance devices lo
prevent accidents.

This REQUIREMENT is not met as evidenced
by

Based on observation, record review and staff
interview, the facility falled to monitor the
affectiveness and safely of equipmeant used for
resident care and reassess the appropriateness
of tha equipment for 1 of 15 sample residents
#45) and 2 non-sample residents (#52, #87).
The findings were;

1. Observation on 2/22/11 at 11:38 AM revealed
CNAs #5 and #8 were using the mechanical lift to
transfer resident #45 to the shower chair when
the resident told them to "stop” hecause sfhe folt
pain caused by histher catheter belng pulled. At
that time, the CNAs noted the resident's urihary
dralnage bag was caught on the bed frame and
both stated they had forgotten to ensure the
drainage bag was positioned properly during the
transfer.

2. QObservation on 2/22/11 at 315 AM showed
residant #52, while in a sit-to-stand lift during
incontinence care, was unable to hold onla the lift
with hisfher left hand, CNAs #1 and #5 told the
resident to hold anto the lift while they wera giving
care, The resident used the lift strap around
hisfher chest for primary support. Review of the
resident's care plan showed the staff should not

hazards as is posmhle and each resldent receives
adequate pupervision and assistance devices to
prevent accidents,

Corrective Action:

1.Resident #457s catheter tubing and containment
bag are being positi
2.Resident #5% was re-assessed for transfer and
appropriate lift on 2/22/2011.

1) of Others:
1. An audit of all residents requiring a mechanical
Iifi will be completed,

Systems/Measurements:

1.8DC / designee wilt educate all licensed nurses
and C.N.A’s on or before 4/7/11 regarding the
importance of a safe transfer, positioning of
equipment and symptoms of discomfori.
2.DON/designee to random observe 5 transfors a
week x 4 and then monthly ongoing.

Monitor:

Data obtained by way of audits/observations will
be reviewed and analyzed for palterns and irends
and reported monthly to the facility QA&A
committee by the DON/designes. The QA&A
committee will evaluate effectiveness of the plan
based on {trends identified and implement
additional interventions as needed to ensure
continued compliance monthly for 3 monibs.

Corrective Date: 4/7/11
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use the lift if the resident was not able to hold on
with both hands,
3. Observation on 2/23/11 at 8 PM showed CNAS
#2 and #3 used the sit-to-stand iift for resldent
#87, whe during transfer continued to tell staff
"Hurey up." After the resident was placed in bed,
sihe complained of left shoulder pain; Review of
the med!cal record showed the resident had a
history of osteoporosis and arthritis. In addition,
the resident's pain evaluation dated 2/17/11
showed s/ha experienced frequent joint pain.
Interview with the DON and nurse administrator
on 11/24/11 at 9:15 AM revesled the facility would
reassess the residents for the use of the
sit-to-stand lift. They staled staff would make sure
rasidents were able to use the lifts before placing
them in the devices. ft's’?f:h cacilit’s oractico \
18 the 1acilily’s practice 10 ensure each
I;Safg ﬁﬁ’NzggéggngRggdggN 18 FREE FROM F 329 resident’s drug regime is free. of unnecessary
= druss‘. Anunneec?ssa;y drl(l_g 1:; a;y dl(-iug lwhet::
Used 11 an excessmve dose nciuding duplical
Each resident's drug regimen must be free from therapy); or for excessive duration;gor vc}r)ithout
uhnecessary drugs. An unnecessary drug is any adequate monitoring; or without indications for
drug when used In excessive dose (including its use; or in the presence of adverse
duplicate therapy); or for excessive duration  oF consequences whu.:h indicate the dosc.sho.uld be
N . reduced or discontinued; or any combinations of
without adequate monitoring; or without adequate the reasons ahove.
indications for its use; ur in the presence of
adverse consequences which indicate the dose Corrective Action:
should be radiced or discontinued; or any L Resident #45 discharged to hospital
combinations of the reasons above., 2. Resident #82 Hours of sleep are being
documented and care plan was updated to
Based on a comprehensive assessment ol g reflect non-pharmacological interventions.
rasident, the facility must ensure that residents ID of Others:
who have not usad antipsychotle drugs are not 1.DON / Designee to review all residents on
given thesa drugs unless antipasychotic drug hypnotic/sedative drug therapy for behavior
therapy is necessary to treat a specific condition monitoring, care plans for hon- ,
as diaghosed and documented In the clinical ﬁha'mafc"]'“g'ca' interventions and fracking
record; and residents who use antipsychotic ours ot sieep.
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drugs recelve gradual dose recuctions, and Systems/ measures:
behavloral lntervenﬂnns unless Gll[l! allv 1.The DON/Demgnee w111 re-educate the l1csnse
7 hypnotmfsedatwe medlcatmns on or befon o 4/7/’ 11
2.The DON/Dezipnee will re-eduoate the license
nurses on offering non-pharmacological
approaches to sleep and to record their
effoctivenoss on the behavior tracking form on or
before 4/7/11.
3.The DON/Designee will re-cducate the licensed
This REQUIREMENT Is not met as evidenced fhees to acorately fﬁfﬁi the pumber of he;u;ﬁof
. sleep on the behavior CKING shes [Or" TCE1: 8
gy' d dical rd . d staff receiving hypnotics/sedatives and to document
h ase . on me Ca_ .I’EOD- reviow and & follow up results of medication given on or before
interview, the facility failed to ensure 2 of 15 4471
sample residents dit not recelve unnecessary 4,The DON/Designee will review physician orders
medications (#45, #82). The findings wera: and the 24 hour report for orders for hypnotics lo
ensure the behavior monitoring forms, care plans,
Review of the February 2011 recapitulation of pon phrstcological appraachies 1o slecp and
- ; tracking hours of sieep are in place. The
physician orders for resident #562 revealed a DON/Designec will complete random weakly
gfzdot{ 10 pfhysllma I‘I'SROI'd.EF forfﬁf‘mb;e';) daily 2151 ’ audits of medication documentation, hours of sleep
SOUME 1Or Sleep. Kaeview OF Ine Fapruary on behavior tracking form.
recapitulation of physiclan orders for resident #45 5.Any resident requesting the use ofa
revealed a 10/27/10 physiclan's order for Ambien hvvnot:;fsetijltlwe or Phw;l‘fn order to initiato a
[hypnotic] at bedtime for sleep as needed. Review ﬁ:‘:]z:yattlﬁwgh";:’;z)‘f'iln m‘;::ﬁ;:weungﬁo
of the medical records for the two residents initiate a study of hours of sleep prior to initiation
revealed no svidence there had been a formal of medication,
assessment of the causes and confributing
factors for their insomnia. In addition, there was Monitoring ! . i
no evidence that any ncnﬂpharmacofogical Data O-btalﬁEd by way of audits/observations will
Interventions had been attempted. Interview on be reviewed and analyzad for patterns and trends
/2514 at 9:15 AM with th h it and reported monthly to the facility QA&A
at o wi 8 NUrsing unit manager committee by the DON/designes. The QA&A
COFIﬁITI’iBC! the lack of a sleep assessment for committee will evaluate effectiveness of the plan
these residents, based on trends identified and implement
F 371 483.35(1} FOOD PROCURE, F 371|| additional interventions as needed to ensure
=F | STORE/PREPARE/SERVE - SANITARY continued compliance monthty for 3 months.
Corrective Date: 4/7/11 /
The facility must - &/ 1 {(
(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authaorities; and

FORM CMS-2667(0:22-00) Previous Viersions Obsolsta

Event IDx;V08C11

Facillly 1D: WY0R05E

If continuation sheet Page 15 of 17

\
SN




DEPARTMENT QF HEALTH AND HUMAN SERVICES

PRINTED: 03/10/2011

FORM APPROVED
CENTERS FOR MEMCARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA (xz} MULTIPLE GONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETEDR
A, BUILDING
G
535025 8. wiNe 02/2512011

NAME OF PROVIDER OR S8UPPLIER

CHEYENNE HEAETH CARE CENTER

ITREET ADDRESS, CITY, STATE, ZIP CODE
2700 E T2TH STREET

CHEYENNE, WY 82001

(X4 1D

SUMMARY STATEMENT OF DEFICIENGIES
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{2) Store, prepare, distribute and serve food
under sanitary conditions

x“'
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F 371 | Continued From page 15 Fa71|| 371

1t is the facilities practice to procure food from
soorees approved or considered satisfactory by

Federal, State and local authorities; and store,

T T D AN SV O R LTI S AT H ]

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to ensure food eqguipment and
vantilation hoods located in the kitchen were
maintained in & sanitary manner, Ih addition, the
Tacility failed to ensure wiping cloths were
properly stered. The findings were:

a, Observation on 2/23/11 at 10:50 AM showed
the meat slicer, a blender, and the table mounted
can openet located in preparation areas of the
kitchen were not clean. Food preparation was not
taking place at that fime of the observation, and
none of the pieces of aquipment were baing used.
The outside of the blender was noted to be
splatiered with dried food on the operation
buttons and the base of the unit. The counter
below the meat slicer had ah accumulation of
dried food and liquid, and the can opener biada
was soiled with a build up of food and debris. In
addition, the hood baffles above the range and
griddle were observed fo have a thick
acourmulation of greass and dust, Interview with
the dietary supervisor on 2/23/11 at 10:50 AM
revealed the hood system was cleaned by an
outside company, and this was last done on
12/20/10. The dietary supervisor verifiad the
equipment was in heed of mora thorough
cleaning.

According to Food Code 2009, 1.5, Public
Health Service: 4-601,11 *(A) Equipment

conditions.

Corrective Action-

1.Hood Vents washed and free of grease and dust
on 2/23/11.

2. Wiping cloths are propesly stored in sanitizer
solufion.

3.Meat grinder, blender and table mounted can
opener wers cleaned on 2/23/11.

11 of Other:

1.DM to review all Sanitation audits for the last 30
days and correct to ensure cleaning and storage of
any identified areas has been completed.

Systems/Measnres:

1.DM to re-educate all dietary staff on or before
4/7/11 and train on sanitation assignments, proper
cleaning techniques after each use of equipment,
proper storage of sanitation cloths.

2.0M/designee to do daily sanitation checks
Monday through Friday to ensure proper cleaning
of equiptment and stotage of cloths is being done.
The DM/Designee will report findings in morning
mesting Monday through Friday for the next 8
weeks.

3.RD/designes to do weekly sanitation checks to
ensure proper cleansing techniques and storage of
sanitation cloths.

4.NHA/designee to do random observations
monthly,

Monitoring:

Data obtained by way of audits/observations will
be reviewed and analyzed for palterns and trends
and reported monthly to the facility QA&A
committee by the NHA/designee. The QA&A
committee will evaluate effectiveness of the plan
based on irends identified and implement
additional interventions as needed 1o ensure
continued compliance monthly for 3 months.

Corrective Date: 4/7/11

9/ i

FORM CMS5-2667(02-90) Pravioue Vierelons Obsolate

Evet ID:VOIG11

Facillty 1 WY)Q05

W\
NN

If eonfinuation sheet Page 16 of 17



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/10/201

FORM APPROVEI
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB MNO. 0938-D39
STATEMENT OF DREFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (%8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
c
B. WING
535025 02/25/2011

NAME OF FROVIDER OR SUPPLIER
CHEYENNE HEALTH CARE CENTER

SYREET ADDRESS, CITY, STATE, ZIP CODE

2700 E 12TH STREET
CHEYENNE, WY 82001
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATICN)

I
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORREGTIVE AGTION SHOULD BE
CROS3-REFERENCED TO THE APPROFRIATE
DEFICIENCY)

(b}
CUMPLETION
DATE

F 371

Continued From page 16

food-contact surfaces and utensils shall be clean
to sight and touch...{C) Nonfood-contact surfaces

F 374

of equipmen eptir 1
accummlation of dust, dirt, food residue, and other
debris,"

b. Cbservation on 2/23/11 at 12 PM showed three
wet wiping cloths lying on the side of &
three-compariment sink. Intervievr at that time
with the dietary supervisor revealed the cloths
should be in the sanitizer solution, He stated he
was unsure what the cloths were being used for.
According to Foud Code 2009, U,S. Public Health
Setvics: 3-304.14, "...(B)} Cloths In-usea for wiping
counters and other equipment surfaces shall be;
{1) Held between uses in a chemical sanitizet
solution at a concentration specified under §
4-501.114"
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