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F 2761 483.20(c) RESIDENT ASSESSMENT ! e 276 i’ﬁ"ﬁ:ﬁﬁ‘;ﬁﬁﬂiﬁ?&“ﬁﬁ;’;‘: tgéthe plan i
88=8 e ] ) 1
. A facility must as#ess & resident using the ' ;;tmu:f:hm F&:ﬂ:ﬁ‘;ﬂ:’é‘;ﬁg}w !P“?Vldﬂi ff ;
| tuartarly review instrurment specified by the State forth ﬂ:’ ged or i usions set !
i and epprovad by HCGFA not less frequently than orth ip the statement of deficiencies. |
onee every 3 monihs. o !
| This REQUIREMENT is nol met as svidenced The plan of correction is prepared and
by: execnted salely because it is taquired by i
. . isi 11 ; ',
| Based on record review and staff intarview, the provision of Federal and State law !
| facility failed to complate a schadiled quarterly Thi don i ot
-Minimum Data Set (MDS) asseasment for one c'rﬂ;iﬂ:';ﬁi::‘l;ﬁ B?!;;f;;lﬁaﬁ;ﬁw § | |
(#70) of twelve sample residents who raguired AT
! quarterly assessments. Findings were; F-276 —Resident #70°s MDS was
l ‘ o
| Medical record revigw revealsd the most recent completed on Decettber 2, 2004,
quarterly MD& aszessment for resident #70 was . e )
completed on /24/C4. Furthef record raview | :; ﬁ";:;” E;::é" aﬁ%ﬁ f"{ m‘:ﬁ‘;:“ﬂ;” |
showed the next quadarly assessment was to be mm‘; s Alen on any ether
completed by 12/24/04. There was no evidence - : gm dom checks will be done by |
the facility had completed the quarterly " e MDS Conr dinammimmryaf [
assessment within the réquired time frame. An Nugsin i desi .
intarview with the MDS coordinalor on 1/6/05 at Mgﬁg’-; & o1 eﬁ’r‘!lnfﬂ d*:_ ﬂw]“fﬂ
2:35 PM confirmed the mos: recent quartarly B) A mevi are ‘}"ﬂ’;’fﬁl e i’ .
' gesansment was dated 9/24/04 and the next ) m:;g}? 01 "ll h C‘Qmp en%g [
| quarterly assesament was not completed, | by the Mlgﬁg}’c“étmdgifgllﬁe i
| f reviewed b; the Direator of l
F 313 483.25(b) QUALITY OF CARE p o F 313 Nurses or designee. g
SR=0 fl £
| To ensure that residents receive proper treatment | ! Results of the random MDS reviews for |
| and assistive davices to rmgintain vision and I timeliness will be reviewed at the GARA 5
I hearing abilities, the facilty must, if necessary, | committes for trends. I
+ agsist the rasident in making appointments, and | | : :
by arranging fo'j ?f“‘”sfl“mm m a‘nd from the Recommendarions will be fallowed to k
. office of 3 practitioner specializing in the ! ensure continued complisnce montly X 3 "
 treatment of vision or hearing impairment or the ' months and then revaluated j
 office of a profassional specializing In the : ; ' i
| provision of vigion or haaring aszistive devices, : Date of compliance is February 19, 2005,
| This REQUIREMENT [s not met as evidenced . :
[ , . :
LABORATORY DIRECTOR'S OR FROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLR W6} DATE
ey s Jﬁwﬁg FOAOV WIS Toor Q) | 31 )05

Any deficiency statement anding with an aslerisk (%) dencies 3 deficienay which
niher safequerds provide sufficlent proteciion io the patisats, (See Instructions,)
failwing the dabe of suvay whether or not a plan of correstio
dayn foliewing the dats t;)ase docum

pogam participation. PO

the Insthution may 9a excused from corracting providing & ig deterrined that
Except for nursing homes, the findings stated abiove zre disalesante 80 daye

rils provided, Far aursing homes, the above findings and plane of aofraclian are disginsabla 14
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STATEMENT GFF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (8) MULTIPLE CONSTRUCTION (43) DATE SURVEY
AD FLAN OF GORRECTION IDENTIFICATION NUMBER, COMPLETED
A BUILDING
535025 e 01/0812008
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS GITY, 8TATE, 21 CODE
, 2700 £ 12TH STREET
CHEYENNE HEALTH CARE CHEYENNE, WY 82001
(X410 | EUMMARY STATEMENT OF DEFICIENCIES D _PROVIDBR'S BLAN DF CORRECTIDN Y
PREFIX |  (EACH DEFICIENGY MUST BE PREGEEDED BY FULL PR (EACH GORRECTIVE AGTION SWOULD BE | conpLETION
TaG | REGUIATORY OR LSC IDENTIFYING INFORNATION) | TAg CROBI-REFERENCED TO THE APPROPRIATE ‘ baTH
! f DEFICIENCY) !
Fa1s ! Continuad Fram page 1 : Faqal  Fa3130 The facility vatl work with the 1|
! by: 1 family to obtain glasses for Resident #69. | :
Based on family and siaff intarviews and medical ! Heview resi ; g6
record raview the facility failed to ansure dasirsy fnl.lomnl;:mdem WA glasses for the |
vision senvices were obtained for ong of one (#58) %) Repairs; i
. sampla resident whose glasses were missing. b.) Cleanliness: !
Findings ware: ¢.) Appropriate fit; and E
Review of the 7/28/04 significant change 4) Adoquate for residen |
Minimum Data Sel (MIDS) agsessment revesied s o " -‘
resident #59 bad adequate vision with glasses, ﬂxg ?e%iiﬂﬁﬁﬁi&;ﬁ%; ‘%ﬁ*lﬁﬂ% }
Accarding to the 11/9/04 significant change moTRing masting for wew alasse
assessrment, the resident was visually impaired . g o now glasecs ordered
or referral to ophthahmologist,
and no longer wore ¢lasses, Review of P & i
- documentation on the cument, undated plan of : , '
| sare showed the resident's glasses had been izlv;;tﬂ;e ”i4 h‘é“,"’ rep(gtifar changes it
" broken, but that the famly chose not to replace rlost or damaged flems hy the
“{hem. Social Services Director, Admimistrator, |
f Disring an interview on 1/4/05 at 7:35 PM 4 ar designes, |
{ family member staied the resident’s glasses were P
| rissing and the resident was unable 1o see i Review the care plans for acouracyand | |
! without the glassas, The family member stated ! needs far wenring glasses for residents by | ;
| the resident was examinsd by an optomatrist for a f Boclal Serviess Director, Adminisratos, | }
new prascription, but that the facility had never of desigaes, ‘ i
- contacted the family relatad to the naxt step |
. heeded in obtaining glasses for the residert. The . Tn-service licensed staff on referral form | |
 farnlly member fel! the matter was “just dropped.” | regarding residunt neads for glasses, This
| Interview with the social worker an 1/8/05 at  will be comploted by Unit Managers, | |
i 3:55 PM revealed she was unawarg of the , | Director of Nurses, or designee. N
i residenty,s missing or broken plasses or the ! ? {1
! documiantation on the plan of care. interview with | | Review of the 24 bour report for visual |
 the previous social worker (employes #143) on . problems will be reviewed by the QAZA | |
, the samne date and ime confirmed the resident ! ! commitree for trends. .
. saw the optomatrist, but stated she was unaware | ; ;
L of any follow-up which might have ocotrrad. ! © Recommendations will be followed to !
v Qn /54085 at 4:04 PM interview with the unit . ensure coptinued compliance monthly X 3
managar {employas #133) revealed she was the myonehs and then revaluated,
parson who wrote the comment on the planof |
rare that slaled the family chose not to replace Drate of compliance 15 February 19, 2005,
1 the glasses, The unil manager stated she did not | :
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NAME OF PROVIDER QR SUPFLIER

STREET ADDRBSS, CITY, STATE, ZIP CQOR
2700 E 12THW STRERT

1 preventative cam and sarvioes for one (#56) of
four sample residents wit were at risk for
, Prassure sores. The findings were:

1. Review of the 11/26/04 quattsrly Minimum |
Datar Bt (MDB) sesessment showed regident !
#77 required extensive assistance with bed }
mobility, transfers, and toilet use. Further review
- showed the resident required cuging and

supervision, was inconfinent of bladder daily and
" incontingnt of bowal two to thrae times per week.
 The MDE aisg showsd the resident had two state

the moming meetiag for sny l
changes and ensure aress are |
trented and evaluatsd timely . !
and adequately. To be
performed by the Director of

CHEYEHNE HEALTH CARE CHEYENNE. Wy 82001
TR SUMMARY GTATEMENT OF DEFICIENGIES Cw PROVIDER'S PLAN OF CORRECTION I s
FREFIX | (EAGH DERCIENGY MUST BE PRECEEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE | CoMPLETION
7T REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROBE-REFERENCED T THE APPROPRIATE DATE
} DEFICIENGY)
! . ! |
F 313, Gontinued From page 2 F 313i F-314 - Regident #77 and #66 are w\
' gontact the family prior to documenting the | repogitioned every 2 hours, ‘ ‘
! statement, She verifizd that nothing furthat had ; _ ;
| bieen done to assist the resident and the \ Review of resident’s RDS to defermine |
residerit's family in obtaining 2 new pair of | resident’s risk of potentisl skib problens.
giasses. ! " Action to b taken ag needed,
| .
F 314 | 483,25(c) QUALITY OF CARE F 314! Create a list of resdents:
885=D 2.) That peod to be laid down
Based on the comprehansive assessment of 2 after meals. Place 3 copy in
rasident, the faciity must ensure that a resident the REPR's and MARs,
who enters the facllity withoul pressurs sorea Review weekly. Monitoring
does not develop prassure sares Unless the will be pexformed by the
individual's clinical condition demonetratas that Uit Mmgsrﬁ, Director of
they were unavoidable; and a resident having Nurses, or designes.
pressure sores recaives necessary treatmant and b) Do random rounds to ensure
services to promote healing, prevent infaction and Tesidonts are being laid
pravent new sores from developing, gz‘w;l and repositioned
Y.
' This REQUIREMENT s not met as evidencad n €) Tneservice nursing staff ox
| by ’ the process when you find a
i Baged on observation, medical record review, preasure uloer and staps
raview of policies and procedures, and staff taken to treat. The in-
‘ ¢ i fi ; | servive will be conducted b
i Interview, the facility failad to provide carg and the Unit onducted by
| garvices to promote healing for ane (#77) of three feN nit Managers, Director
| sample residents with prassure soras. In addition, q ;’{ﬁ Hrses, or designee, l
| the faclity fefled to mssure siaff provided ) view the 24 hotw report in |
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FORM APPROVED

_ CENTERS FOR MEDICARE & MEDICAID SERVICES OMBNO. 09380361
STATEMENT OF DEFICIENGIES (K1) PROVIDER/SUPPLIERIGLIA (42) MULTIPLE CONSTRUGTION 63 DATE SUAVEY
AND PLAN (OF CORRBOTION IGENTIFICATION NUMBER: GOMPLETED
A BUILDING
535025 B. VWING 04/05/2005

NAME OF PROVIDER OR SUPPLIER
CHEYENNE HEALTH CARE

STREET ADDRESE, CITY STATE, ZIF CODE
2700 E 127H STREET

GHEYEMNE, WY 32001

Ao | BUMMARY STATEMENT CF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREMY (EAGH DEFIGIENGY MUST B8 PRECEEDED BY FLAL RREFIX (RAGH CORRECTIVE AGTION SHCULD BE GUMPLETICN
tac | REGULATORY GR LEC IDENTIFYING INFORMATION) TAG QROBS-REFERENGED-TO THE APPROPRIATE | DATE
F DEFICENGY)
)
F 314 | Continised Fram page 3 F 314 Nurses, Unit Managers, ar
2 stasis vlcers. Review of the assessmant designee,
linfarmation showed the resident was at risk for &) In-service nursiog s1aff on \ !
| the devalopment of pressure sores dus to policy and procedure RCI -
dacreased mobllity, impaired ability to reposition M0L00 and 0102.00. This
- self-and incontinence: will e romplieted by the
[ Ohsarvation an 1/3/05 at 3 BM showed Unit Managers, Direcror of
certified nuirse sides (CNAs} #63 and #85 Nursgs, or designes.
transferad the resident from the wheelchair to £y Update care plans to reflece
ihe toflet, a procass that took approximately 30 resident’s condition will bs
secands, The resident was incontinant of urine performed by the Unit
and had a dressing on the lelt butteck, At the time Mamagers, Divector of
of the observation, the CNAs were interviewed Nurses, or designee.
| and stated they were unaware of the raasen for
: the dressing on the rasident’s buttock. Review results of random rounds to
Obsarvation on /405 2t 717 AM revesled ensure residents are heing laid down and
the resident was seated on a Maxifioat Gel repositioned timely. Results will be
Cushion (2 static cushion to reduce pressure), reviewed by the QA&A committee for
' Interviaw on that date with CNA #53 at 446 PM tends.
revegled the resident remained in tha wheeichair
from 7:17 AM to 3 FM, except for time taken to Recommendations wi A4 !
toflet the resident st 10:11 AM and 1:20 PM. The enums continned f,{,n‘;i};jni":;“‘;’;;‘hig vyl
elapsed time from 7:17 AM to 10:11 AM was 2 months and fhen revalusted, - i
" hours and 54 minules. The elansed fime from : i
10:11 AM to 1:20 PM was 3 hours 9 minutes.  of cormlisnce s F )
On 1/4/05 5t 3 PM, chgervation with the Date ofcoplivnce f Feoary 19, 2005.
accupational therapist and tha regional director of J
, pursing revealed the wound that had been |
| coverad with a drassing was locatad on e left ;
| described as unstageable and consisted of 90% !
| necrotic tissue. :
é According to “Nursing interventions & Chinicat i i
 Skilla” by Elidn, Perry, and Poitar, rd Edition: If | ' !
. Immaobility of inactivity are risk facters, i - .‘
, “.. raposition,.at least avery two houre." The ‘ |
; authars further state that static davices are : :
nanmpmwered and are prassure reducing. They
reduce pressure or provide ralief, bul olients rust :
i still be repositioned ragularly i ; 1
FORM CME-2567 ((2.00) Frevipus Vargiong Queolaly Evert (D) NXYX11 Facilty ID:  WYQO0E If continuation sheet Page 4 of 11
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B. WiNG
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NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, G, STATE, ZIF CODE
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Gy D | SUMMARY STATEMENT OF DEFIGIENCIES bow | PROVIDER'S FLAN OF CURRECTION 05
PREFIX. [EACH DEFICIENGY MUST BE PREGEEDED BY FULL PREFIK (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENGED 10 THE APPROPRIATE DAYE
| DEFICIENCY)
F 314 | Continued From page 4 ! F 314

reduce pressure of provide relief, but cllents must
still be repositioned ragularly

2. Observation of resident #86 on 1/5/05at |

1 3:01 PM revealed the resident was depencent on
! staff for ingontinence care, repositioning, and
{ transferring. Interview with CNA #13 at that time
| revealed the rasident was totally depandant for
repositioning, transfars, and incontinence cara.
Medical record review revealad a quarterly
Minimum Data Set (MOS) assessmant dated
1111/04 which dooumentad the resident was
totally dependant on staff for Gare In the areas of
bed mobility, transfers, dressing, hygiene, and !
I bowel and bladder incontinence. The facility's [
| resident data sheet assessment, dated 10/23/04,
assessed the resident a3 at risk for pregsure sore
| development. A second continucus obsarvation
| on 1/8/05 from 7:46 AM until 12:55 PM showed
the reaident remained in his/her wheel chalr for 8
period of five houra and nine minutes withouk
| repositioning or incontinence care. From 12:585
| PM o 1:41 PM the observation showed staff
 transferrad the resident to bad and provided
incontinence care, The observation revealed the
resident had skin redness [o the lower third of the :
bittocks and upper half of the thighs, skin
indertations from clothing wrinkles, and urinary [
 Incontinence. On 1/6/05 at 12:40 PM, Interview |
| with the licensed practical nurse (LPN) caring for ‘
| the resident revealed she was Lnaware the CNA | ’
l
)
|

: had not repositioned or ¢hecked the resident for |
i incontinence. Review of the working care plan !
' used by CNAs dated 8/2/00 revealed CNAs were |

instructed fo “turn every 2 hours and PRN [as '
" needed]" and check far incontinance "upan rising, !
. before and after meals, and PRN.” | | i

| 3 According te "Nursing Assistant; A Nursing i 1 i
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F35020 B WING oo 01/08/2005
NAME OF FROVIDER OR SUPPLIER. STREET ADDRESE, CITY, 8TATE. ZiF CODE
700 E 42TH STREET
CHEYEMNE HEALTH CARE CHEYENNE, WY 82001 .
R HUMMARY STATEMENT OF DEFICIENGIES oo PROVIDER'S PLAN OF GORRECTION T )
PREFX | (EAGH DEFICIENGY MUST B PRECEEDER BY FULL | PREFIX {EAGH CORRECTIVE ACTION SHOULD B COMPLETION
TAG | REGULATORY OR L3( IDENTIFYING INFORMATION) L TAG CROBE-REFERENGED TO THE APRROPRIATE | DATE
| DEFICIENG) ;
! I
F 314 | Continued From page 5 b F31 F316: Resident #66 and #77 will be i
! Frocess Approach,” ninth edition, by Hegner, wileted and changed every 2 hours. l
t Acedo, and Galdwell, the measures usad to |
prevent pressure sores-inciude- keepéng the-skin Review-rusident's-toileting plan-for i
! clean and dry, removing feces or urine from skin, nceyracy of teileting program and \ :
I and changing a resident’s position avery twa APPTODTiateness. |
» hours or more. &) ]I;ist olr' residents that need 10 \ i
: e toileted and/or checked
F 316»I 483.25(d)(2) QUALITY OF CARE F 316 and changed. This will be \ |
&&=D performed by ehe Unit ' {
A resident whe is incontinent of bladger receives Managers, Divector of |
appropriate treatment and sarvices o prevent Nurses, or deslgnee. H
' urinary tract Infections and to restore as much b} Review the equipment for !
normal bladder function as possible. residents foy toileting to 'i
ansure the aquipment is i
This REQUIREMENT Is not met as evidenced erffmpria(;et; ‘"gll:.is Iijs to be 1
by performed by the Unic ‘
» Based on ohservation, steif inferview, and ;I;‘r':ﬁ‘g:‘ d?;'“mf of
| medical record review, the faml:ty failed i assure ¢) U d oot gmie
| staff pmwdad care and services to maintain ' 3;] at"’m ¢ CaIG pians to
“drynass for 2 of 11 sample residants (466, #77) ;F W,l ¢ resident’s needs
“with urinary incontinence, Tha findings were: oF torleting.
4. Roviaw of the 11/26/04 quarterty Mirimur Do zaodom tound revicws o enause
: Data Set (MD$) assessment showed resident tesidents are toileted or changed timely,
’ #77 required extenslve asalstancs with tollat use, Results of th ‘ !
- needed cues and suparvision, and waa “‘?§ s ot i I‘* random reviews for |
( incontinent of bladdar dally. According to the residents toileted timely will be reviewed
| 9/22/04 bladder retraitiing review, the resident by the QA&A committee for trends, |
| was alert and oriented to saif, but had symptoms | , , !
' af urinary urgeney and diminished perception of | iiﬁgﬁgﬁ;fé’i ':V:]nl‘::nfiuﬂ“ egﬂm xi |
! the need fo urinate. Review of the care piar | montho snd them rmlﬁmﬂ; moithiy
" showed staff wers to toilet the resident upon :
- arising, before and after rmesls, at bedtime, and | . . N
' as needed. Observation an 1/4/68 showed ! Pate of compliance 15 February 19, 2005,
‘registerad nurse (RN) #138 answered the ;
resident's call light at 9:50 AW, and tha resident :
requevtpd to usa the toilat. instead of assisting | '
. the resident immedisiely, the RN lold the rasident i ‘
FQRM CMB-2687(02-09) Pravigus Viersiors Gbscleta Evant I2: NAYX1 Fagifity I WYonos if contirisation sheet Page 6 of 11
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%3) DATE BURVEY
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0152005

NANE OF PROVIIER DR SUPPLIER
GHEYENNE HEALTH GARE

2700 E 12TH STREET
CHEYEMNE, WY &2001

BTREET ARDDRESS, CITY, §TATE, ZIF GODE

(4D | SUMMARY BTATEMENT OF DEFICIENCIES
PREMX | (EACH DEFICIENCY MIJBT BE PRECEEDED BY FULL
TAG | REGULATORY OR LSC IDENTIEYING IMFORMATION)

PROVIDER'S PLAN OF CORRECTION

liv] . [ 50]
PREPIX (FAGH CORRECTIVE ACTION SHOULD BE : comg:_ragmn

L TAG CROSS-REFERENGED TQ THE APFROFRIATE
LEFICIENGY)

F 316! Continued From page 6

 8he would gel a certified nurse aide (CNA) and
! Jeft e room. The rasident kept rapeating, “I'm

Luning-to-be-weland-Y-nead-o-use the

j bathroom.”

At 9:58 AM CNA #73 ontarad the room, the
| resident requested to use the toilet, and the CNA
| left briefly o gat CNA #8. Uipan thelr return, the
regident's mommaie requested to use the fallet,
50 the CNAs took the rocmmate into the
bathroom first, Resident #77 was not taken into
the hathroom uniil 10:11 AR, During this entire
tima parod the resident kept velling sihe would be
wet tha GNAz atated the regident was incontinert
of urine when tolleted 21 minutes after the light
was firat answered.

s i Colearvation of resident #8105 at 3:01
1 PM revealed the resident wore disposable briefs,
' was Incontinent of urine, and dependent on staff
for ingontinence cares, inferview at that ime with
GNARYI, who was responaible for the resident's
¢are, revealed the resident was tnlally dependent |
on staff for incontinence care and was on an
every two hour check snd chenge schadule,
Intarview with the rasident’s licensed practical
| nurge (LPN) on 1/6/05 at 12:40 PM verified the
; regident was on a check and change program.
Madical record review revealed an annual
! regident essessment instrument {RAI) dated
1 §/18/04, which documanted the resident was
 incontinent of bladder. The faciliiy's resident data
- sheet assessment dated 10/23/404 showed the
resident remained incontinent of urine and used
padsfbriefs to contain the incontinence. The last
. bladder assessment dated 8/27/02 documented |
| the resident was incontinant of bladder, was not &
i pandidate for retraining, was depsndent on staff |

\
|
i
i
\
|

for perineal care, and was placed on a scheduled |
s pragram for ineontingnce cars. The program

FORM OME-2867(02-08) Previovs versions Obsclate Evant 10 NXYX11 Fasility I WYD00S
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(%2} MULTIPLE CONSTRUGTION
A, BUILDENG
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3 |
PREFIX
TAG

! SUMMARY STATEMENT CF BEFICIENCISS
(RACH DEFICIENCY MUST BE PRECEEDEQ BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

|
|

in PROVIDER'S PLAN OF CORREQTION j (Xl

PREFIX (FACH CORRECTIWE ACTION SHOULD BE ¢ COMPLETION
TAG ' CROSS-REFERENCED TO THE APPROPRIATE GATE

DEFICIENGY)

F 318

Continued From page 7

. schedule was upon arising, before meals, after
rreals, ot hedtime, and a5 neaded. According to
the incontinence care plan dated BH/04, stalf
weara directed to check and change the residenty,

Faie

F 29
55=0

$ pads/riefs with “rounds” and as needed at

| night. The working CNA plan of care dated 872/00
| documented for CNA stalf that the resident was
unable to &it on a toilet and nesded 4 be chenked
for incontinence upon arising, kefore and afler
mizals, and as nesded.

Chsarvation of the resicent on 1/6/05 from
7:46 AM to 1:11 PM showed the resident was not
checked for incontinence or changad unlil 12:83
M {(a period of 5 hours and 8 minutes). At 7:46
MM the resident sat in the dining room, having
preskfast, Al 8:34 AM, the rasident was laken to
higthar rooms and parkad naxt to the bad. The
staff member did rot chack tha resident for
incontinenca, At 10:24 AM, tickened figuids were
placed in the room, but the staft membar did nat
chack the resident for incontinence, Al 11:30 AM,
a CNA enterad the room and took the resident to
the dining room without checking the rasident for
incontinence. interview with the reeidentys LPN at
' $2:40 PM on 1/8/05, while the resident was still in
\ the dining room, revealed she was unaware the
: CNA had not checked the resident, At 12:55 PM
i the resident was taken ta his/her room and
! cl'nleaked. The resident had baen inconfinent of
! urina,

| 483 26(0(1) QUALITY OF CARE

Each resident's drug regimen must be free from
, urnecessary drugs. An unnecesaary drug is any
drug when used in axcessiva dose (including |
i . . . P T 1
- duplicate therapy); or for excessive duration; or |
, without adequate manitoring, or without adequate

! indications for its use; or in the presence of !

F 329

FORM CMS-2387 (0293} Previous Versions (bsolela Event 10: MXYR11
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B PR

STATEMENT OF DEFIGIENCIES {tt) PROVIDERISUPPLIER/CLIA (¥2) MULTIPLE CONSTRUGTION (X3) DATE SURVITY
AND ELAN OF CORMECTIOM IDENTIFIEATION NUMEER: COMPLETED
A, BUILDING
535025 B. WG 01/08/2005
MAME OF BROVIDER OR SUPRLIER STREET ADDRESY, CITY, STATE 2P CU0E
2700 E 42TH STREET
GHEYENNE HEALTH CARE CHEYENNE, WY 82001 1
x| SUMMARY STATEMENT OF DEFICIENCIES oo PROVIDER'S FLAN OF GORRECTION et
PREFX |  (EACH DEFICIENGY MUST BE PRECEEDED BY FULL L OPREFIX (EACH GORRECTIVE AGTION SHOULD BE ~, COMPLETION
TAG | REGULATORY DR LEC IDENTIFYING INFORMATION P TAG CROBS-REFERENCED TO THE APPROPRIATE | OATE
[ | ! UEFICIENGY) '
- . ! i
F 320 Continued From page & . F m! F-329: Resident #77 on ambien was |
| adverse consaquancas which indicate the dose | | discontivned on Jamiaty 25, 2005 and the |
Fshould he redused or discontinued; or any | | restoril was rovaluated by the physician | | ,
combinationsof the reasuns above: t—and ordars were changed to every other S?V o
| _  day on January 12, 2005. e te
| Thig REQUIREMENT 5 not met as svidenced i o oM iy b
by: ; Rﬂsidem‘%ﬂ was unahle to reply as g
Rased on medical record review and siaff resident is deceased,
interview, tha facility falled (o asaure two of four
| sample residents (#77, ¥04) who received Review psychotropic medications for the
! hypnotips (peychotropic redication used for ; following:
i sleep) did not raceive them unnecassarily. The } a) Adequate medications;
findings were; ; h.) Behavior Monitoring
Form acouracy andl [
Review of the face shest showed resldent #77 specifics; |
was admitted on 5/18/04, Raview of tha ) Appropriate diagnosis; i
physician's ondars revealed 7.5 milligrams of 4) Existence of a care plon: | |
Restoril {a hypnotic) was ordered nightly on 8. Pharmecy review; !
TIBH4. According to the medicalion £) Consent; and \
; administration records (MARY), it was given fram g Quarterly evaluation. ,
that date through 1/4/08, Review of the antire ;
medical record failled to reveal physician In-service nursing staff on approaching a
docurnantation of the rationale for exceeding the diffieuls resident. This will be performed
| recommendsd administration tme. According to I | by the Unit Managers, Director of Murses,
| the 2005 PDR Nurse's Drug Handbook the : | o designee, i
medication is fof short tarm use enly; long term | | P
use can cause dependence and withdrawal I | Inwervice staff on alternative approaches J
- symptoms. Further review of the Handbook : | other than drug therapy. This will be
! showed rebound insomnia may be gxperienced ; . performed by the Unit Managers, Director | !
I after maore than three weeks of continuous use, | of Nurses or designee, P
Interview with the director of nursing (DONjon E 1
| ‘1!5!0531: 11:45 AM r&vee'ec-i the facl!ity laoked a- | : Review the 24 hour repott for medicgtion : !
' physician's statement explaining why the hypnotic * changes to be performed by the IDT or
1 inedication was used nightly since 7/8/04 and why I designes.
i alternative methods of sleep induction, a ‘ !
. decreased dose, or different medications were \
- not alterpled. In addition, the facllity falled fo
' provide svidance that other pessible reasons for [ i
insomnia (8.g., depression, pain, noige, light, ; : '
' caffelng, new environment) were eliminated. On | f ‘
FORM £MS-25B7(02-04) Pravious Versiona Obsolata Event [D: NXYXi1 Facilty 10 WYNDOS if continualion shewt Fage 9 of 11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 7 FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NO. 0%38-0381
STATEMENT OF DEFICIENCIES (%$) PROVIDEEUSUPPLIERICLIA {%2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENT:FIGATION NUMBER: COMPLETED
A BULDING
548025 oW 0119612008
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
CHEYENNE HEALTH CARE iﬁ;ﬁ;ﬂ;ﬁfﬁ: 001 |
)0 SUMMARY STATEMENT CF DEFICIENCIES : 0 PROVIDERS PLAN OF CORRECTION 48)
PREFIX i (EACH DEFICIENCY MUST BE PRECEEDER &Y FULL ' PREFIN | (EAG_H RRRRECTIVE ACTION SHOULD BE . cwmfglan
TAG | REGULATORY OR LAGC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFPROPRIATE
l DEFICIENCY)
1
F 328! Continued From page 9 F 329
1 ' v ,
| 1/6/05 st 2:08 PM, the DON confirmed he had j  Hadom peyshottopie reviens willbe
reviewed the record and thars was no information | L el "’t.“ 1;."’ rhﬁ “1’1?;"1’“““’"".653 of the
in the current or thinned record which supported TR eot. This willbe |
continued usa of the medication, documented At the Soclal Services
that-other methods-of sleep induction-wera woetor, Director of Nursss, or designes
attempted, or dotumented that the benefits of Rand . . \
dally consecutive use for aver six months andom revigws of psyehatropic |
outweighed the risks. medications for appropriateness of the |
medications for residents will be reviewed
Raviaw of the physician's ordars in a closad by the QA&A vomuittee for treuds,
sample medical record showed resident #94 had | a , .
diagnoses which included renal failure. Further { ecommendations will be followed to
| review showed 10 milligrams of Sonata (a | | emsure continued compliance monthly X 3
hypnotit) was ordered nightly on 7/19/04. Review | i months and thew revaluated,
of the MARs for July, August, and September
. 2004 showead the resident received the Date of compliance is Febreary 19, J005. -
madication as ordered. However there was ro [
staterment in the record by the physiclan
decumenting the rationate for continled dally use
of the medication. Acuording o Moshy's 2003
Mursing Drug Referance, the medication Is for
{ short term use only and should be used with : .
| caution in the elderly and those with renal ; t
| disease. On 1/6/08 at 2:08 PM, the DON !
L confirmed he had raviewed the racord and thare | |
| was no information n the current or thinned l !
! racord which supported continued uss of the j |
! medication, documentad that other methods of ‘r
: sleep induction were atterpted, or documented | !
| that the benefits of daily consecutive use | i
. autweighed the fisks, : i |
. : f
F 465! 483.70(h) PRYSICAL ENVIRONMENT I F485]
S8 ‘ :
; The faciiity must provide a safe, functional,
~sanitary, and comfortabia environment for .
' rasidents, staff and the public, : .i
| This REQUIREMENT is not met as avidencad | |
ROARM CMS-2667(02-98) Pravipus Versions Qlisolols Bygnat i NXYXTY Faciity 10 \WY00(5 if continuation sheel Page 19 of 11
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|

: oy
‘ Based on cbservetions and staff interview, the
| facilily faiiad to assure a elean envicanment in the |
{ iaundry area. Findings wens:

F-465: The Maintenance Director will
eniure that the area behind the dryers is
clean and free of lint and equipment
components for the dryers remain aftached
to the piece of equipment until the repair

STATEMENT OF DERICIENCIRS (X4} PROVIDER/SUPPLIERIGLIA (%2) MULTIPLE SONSTRUCTION (X3) GATE SURVE'
AND PLAN OF GORRECTION CENTIFICATION HUMBER: 5 BULDING COMPLETED
s B, WING
635025 0170612008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
] 2700 B 127H STREET
CHEYENNE HEALTH CARE CHEYENNE, WY 82001
BUMMARY STATEMENT OF DEFIGIENCIBE i 0o PROVIDER'S PLAN OF CORRECTION Xy
é’;ﬁé‘i [EACH DEEIENGY MUST BE PRECEEDED BY FULL | PREFIX | {EALH CORREGTIVE AGTION SHOULY BE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYIMG INFORMATION) i TAG | cﬂosa-ﬂﬁreaeggrslcé :]‘"?1 E%E APPROPRIATE bate
| 1
! [
F 485, Continued From page 10 i F 4661
\

Ohservation in the laundry area on 1/5/05 at
10:00 AM revealad the area behind the dvars
centained approximately two to three inches of
sccurnulated lint. The tctal ares of this
accumulated lint was approxirmately three square
feat. In addition, the observation raveatad the
back covering of one of the dryers had been
removed exposing the drive belts.

A second obhseirvation of this sames area on 1/5/05
at 3:00 P revealed the arga behind the dryers
' had been cleaned and {ha hiack covering of the
| dryar had been pul back on. Interview with the
facility maintenance director (in charge of laundry,
howsekeeping and fioor) at this same time
revealed the laundry area accumulatad a
considerable amount of fnt, Lint is rernoved from
the tops of the dryers daily while the area behind |
tha dryera is cleaned monthly, interview also l
| revealed the cavering on the back of the dryer
! had been removed several dayg a0 to maka
 repirs. The director stated the job was !
interrupted and the dryer bagk covaring was not
| replaced.
|

i t
' !

t
|

parts(s) have been received.

The Maintenance Bireetor or designee
will clean the lint behind the dryers 2
times per month, |

Results will be reviewed monthly at tha
QGASA conpmittee for trends.

Recommendations will be followed to
engure contired compliance monthly X 3
months and then revaluated,

Date of compliance is February 19, 2005,
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CENTERS FOR MEDICARE & MEDICAID SERVICES "A" FORM
STATEMENT OF ISOLATED DEFICIENCIES WHICH CAUSE FROVIDER # MULTIFLE CONSTRUCTION DATE SURVEY
N0 HARM WITH ONLY A POTENTIAL FOR MINIMAL HARM A. BUILDING COMPLETE:
FOR §iNFs AND NEs 835025 B. WING 1/6/2005
NAME QF PROVIDER QR SUFPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
2700 E 2TH STREET
CHEYENNE. HEALTH CARE CHEYENNE, WY
jiv] .
PREFIN
TAG UMMARY STATEMENT OF DEFICIENCIES
F241 483,15(2) QUALITY OF LIFE

The facility must promote care for residents in & manner and in an epvironment that maintaing o eshsnces
each resident's dignity and respect in full recognition of his or her individuality

This REQUIREMENT iz not met as evidenced by:
Based on observation, family and siaff interviews, and medical record review, the faeility failed to assure
loundry staif replaced clothing correctly in each rasidents closet. Another resident's clothing was hung in the
closet of one (#69) of nine sample residents who reguired assistance with dressing Findings were;

Review of the 11/9/04 significant change Minmuem Data Ser(MDS) assessment ravealed resident #64 had
severely impaired cogaition, required extensive assistance with dressing, was five feet tall, and weighed 98
pounds. On 1/4/C5 at 4:05 PM observation showed certified nurse ajda(CNA) #33 assisted the resident to
thange clathing. The CNA remaved 3 very large shix from the closet After checking the initials inside the
shirt, the CNA stated it did not belong to the resldent. Interview with a famity member on 1/4/08 st 7:35 PM
revealed sthe often found the resident wearlng other residents clothing, The family memher stated this was
upsetting ag the residont had several sets of marked clothing which kept"disappearing.” The family member
further stated when reporting the missing items to the facility s/he was wld they wers probably in the laundry,
Qn 1/5/05 at 3:00 PM interview with the person in charge of laundry eomfirmed the faciliry was aware
regident clothing items wers being lost or misdirected Applying the reasonable person scenario, a person
would prefer to wear hlg or ber own clothing
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