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A complaint survey was conducted by Healtheare
Licensing and Surveys frem 3/19/24 to 3/20/24.
The survey was prompted by complaint intakes
WYe0003702; WYJ0003798, WYD0003808, ;
WY00003811, WY00003814, WYD0D003818,
WY0Q003819, and WYQ0003827.

{ The following common akbreviations are used )
throughout this document ; ;

- | BIMS: Brief Intetview for Mental Status y ,

| CEO: Chiaf Executive Officer ; i ,

i CNA: Centified Nursing Assistant : ’ |
DON: Directar of Nursing
LPN: Licensed Practical Nurse
MDS: Minimurm Data Set
NHA: Nuraing Homé Administrator
RN: Registered Nurse
Shahbaz: Certified Nursing Assistant
SW; Social Worker

{ {
Less commanly used abbreviations will be ;
anhotated in each deficiency. ; )

F 695 | Reapiratory/Tracheostomy Care and Suetioning F 605 gﬁggoniégsp iratory/Tracheostomy Care  and

§8=D | CFR(s): 483.25(i)

It is the policy of this facility to ensure the
highest quality of care for all of our Elder$.
Consistent with this practice, the following

§ 483.25()) Respiratory care, including
tracheostomy care and tracheal suctionity.
The facility must ensure that a resident who

needs respiratory care, including tracheostomy has been done as there is the potential for all
care and tracheal suctioning, is provided sueh | ; residents to be affected. ;
i qare, consglstent with professional standards of | ! i
practice, the comprehensive person-centsred i 1. Social service called cumrent Vendor tp
care pian, the residents' goals and preferences, | request Wisp mask to meet Elder #3°s need;s
; and 483,85 of this subpart. i L to 04/09/2024. If unable to receive requested
| This REQUIREMENT s not met as evidenced | !
i by: 1 l
; (X8) DATE

LABORATQRY TOR'S OR FROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TITLE
%u,uu Y-1z-29

Any deficiency statarment ending with an asterisk (*) denotes a deficlency which the institution may be excused from correcting praviding It Iz determinad that
other safeguards provide sufficient protection to the patients. {Ses instructions.) Excapt for nursing homes, the findings stated above are disclonable 90 days
following the date of syrvey whether or not a plan of correctlon i provided. For nursing homes, the above findings and plans of cor(ectuun ara dlscloagble 14
days following the date theze dosuments are made available to the faclilty. If deficlencies are citad, an appraved plan of correction is requistte to continusd

pragiam partigipation. P . e " 2. i . —

W&agﬂjﬂ_myg o Bdxdn megapeon tlrrlyg e UB)~-
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Based on medical record review, and elder and
staff interview, the facility failed io have a system
in place to ensure respiratory ¢are was provided
consistent with the elder's goals and preferences
for 1 of 1 elder reviewed (#3) for respiratory care.
The findings were:

1. Review of the 1/24/24 guarterly MD&
assesament showed elder #3 had & BIMS score
of 15 out of 16 (cognitively intaet) and had a
diagriosis which included an unspecified
pulmenary disease such as asthma, chronic
obstructive pulmonary disease, or chronic lung
disease. The following concemns were identified:
a. Interview on 3/19/24 at 8:21 AM with the
elder revealed s/he had been having problems

| with hisfhar CPAP (contintious positive airway

pressure) mask for "approximately 3 months™,

The elder stated s/he had spoken with the former |

DON and nothing was dene so s/he called the
tespiratory service company in Casper and was
informed the DON had to make the inquiry. The
sider stated the SW racently brought him/her a
grievance form and s/he was going to submit it
"today”.

b. Review of a communication note, dated
2/26/24, showed "LATE ENTRY...Elder had some
eoncerns about [his/her] GPAP mask net fitting
properly and causing [his/her] eyes to becorne
red, dry, and iritated. Elder was frustratad that
the.concern was not being addressed. SW

i advized Eldar to reach out to regional

ombudsman if she falt she waanot (sic) being
heard, Elder also asked to call the CPAP POC.
SW obtained the CPAP number from DON and
shared jt with Elder. Eider called and was told
[s/he] can have a consult with a CPAP
reprasentative hut [Green House] has to set it up.
SW informad DON."

H i
%4) 1D SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORRECTION P |
ES‘RE)F]X (EACH DEFICIENGY MLST BE PRECEDED BY FULL ! PREFIX {EAGH CORRECTIVE AGTION SHOULD BE ff CONFLETION
TAG REGULATORYOR LEC IDENTIFYING INFDRMATION) TAG GRQ%—REFERESEC'EEIEg gl\;l)r—: AFPROPRIATE
7 ? ‘ )
i i i
F 695 | Continued From page 1 : Feos! mask from current Vendor by 04/30/2024,

Elder #3 will change vendors for h}er
respiratory services, :

2. MDS Coordinator will perform an audit fo
identify all Elders who currently use
respiratory cquipment. Social Services will
perform a facility wide rounding for all
Elders that require respiratory supplies to
identify needs/issues weekly % one month and
then monthly x 3 months. Care Conferences
held by Social Services will include a rep
on Elder’s respiratory equipment/supplies.
Any identified issues will be reported to the
DON.

3, BSocial services will report to QA]i‘I
findings regarding respiratory equipment
from all audits and care conferences monthly
% 3 months. ;

1
t
i
i

4. Data for the audits will be presented to ﬂJﬁ
Facilities/QAPI meeting monthly x 3 months.
The DON and/or Administrator ate
responsible  for  implementing  an

maintaining the acceptable plan of correction.

Corrective action will be completed on:

05/04/20G2
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§483.36(a) Sufficlent Staff. . »
The facility must have sufficient nuesing staff with
the appraptiate sonpetenaies and skiils seis fo
| provide nursing-anid related senvices to gesure
résident safety and aitain or maintain the highsst
practicable physieal, mental, and peychosecial
well-helng of each resident, a5 dsteriinad by
resident essessmenis.and individial plats of care
and gonspering the number, acuity and .
diagnoses of the facllity's resident papulation in
aceordangs with the facllity agsessment raquired
at §483.70(a).

§483.35(a)(1) The facility must provide services
by sufficlent numbers of each of the following
types of personnel an A 24-hour basls 16 pravide
pursing care to all residénts In adeordance with
residént care plans:

() Except when walved under paragraph (&) of
this section, licensed nurses; and

(if) Other nursing personnel, includirg but not
limited to nurse aides.

'
H
i
'
¥

|
! §483 36(a)(2) Bxcept when waived under
paragraph (e} of this section, the facility must
designate a licensed nurse to sefve as a charge
nurse on each tour of duty.

This REQUIRENMENT is not met as evidenced
hy. '

Based on obsarvation, review of medical

Ay T

B ARY STATEMENT OF DEFICIENGIES D v PRDVIDER‘_:?{PLAN QF CORRECTIOH {%5)
F‘-’é@é& (EACi-llJ ggﬁglENGY Musn['\l BE PRECEDED 8Y FULL FREFIX [ (BACH CORRECTIVE AGTION SHEULE BE i GOMPLETION
TG REGULATORY Of LSG IDENTIFYING INFORMATION) TAG ] cRosa-REFEREgg ﬁg g\i g% EAPPROPRIATE |
- ', ]
‘ ' [
F 895 | Gontinued From page 2 F 695! j
; I
2. Interview with the current DON on 3/20/24 at ' ;
11:47 AM revealed the CPAP represantative had !
been called on 3/19/24. The former DON had t
recently resigned and was unavailable. ;
F 7258 Sufficient Nursing Staff E 725 5 . . |

It is the policy of this facility to ensure the
highest quality of care for all of our Eldeys.
Consistent with this practice, the following
has been done because there is the potential
for all residents to be affected.
1. The DON and/or Administrator W[ill
review weekly staffing, acuity and ratips
prior to the upcoming week to ensure’
sufficient staffing is in place. DON and/or
the Guide will review with staff to ensure the
common areas are frequently monitored.

With an increased focus for Elders #1, #2, #:5 ]

2. A compmupication binder has be%n
mmplemented in each house to include any
concerns or changes in acuity of Elders sugh
a5 potential wandering, DON to review daily
staffine concerns and make appropriate
adjustments accordingly. MDSC to audit
documentation weekly x 3 months and
ongoing, ;

3. Staff training on the Vigil Call Systein
upgrades, Audit of the alarm sensors to .Et:
done weekly by the facilities manager x
meonths and then monthly X 3 months,

FORM CMS-2687(02-95) Pravious Veralons Obsolste
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|} the Shahbaz were responsible for the following:

Flders and assure their gafety at-all-times. i

| prevent dacubitus as according to policy.

%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF GORRECTION (x8)
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F 725 | Continued From page 3 i F725 :

records, staff job descriptions, facility incident |}
reports, the payroll report, and the daily nursing
staff postings, and elder and staff interview, the
facility failed to ensure sufficient nursing staff to
provide nursing and related services to assure
slder safety and aftain or maintain the highest
practicable physical, mental, and psychosocial
well-heing of the elders. The census was 38, Tha
findings were;

Review of the "Shahbaz Job Description” showad

a. Recognize and respand to the needs of
b. Report changes in the Elder's condition to .
the RN's per "change in condition" protocols.

c. Promptly observe, report and provide skin
care and alert the presence of pressure areas o

d. Maintain oceupied and unoccupled beds,
to include changing bed linens, when necessary.

e, Aszist moving, positioning and transparting
Elders into/from beds, chalrs, bathtubs,
wheslchairs, lifts, etc,

f, Assist elders with personal care functions,
including: bathing, drassing, grooming, dental and
meouth care, halr and naif care, bowsl| and/or
hiadder care, and as-needed personal hyglene
care,

g. Assure that call nofifications by the Elders
are answered promptly and professionally.

h. Assist in performing restorative and
rehabilitative procedures as outlined by care
plans. '

i, Dbiain and record vital signs, such as
tamperature, pulse, respirations, weight, height, i
anatornical dimension and circumference, efc.

[, Assist with the application of slings, elastlc L ;

bandages, binders, etc,, as directed.

| 4. Data for the audits will be presented to the
Facilities/QARI mesting monthly x 3 months,
The DON and/or Administrator dre
tesponsible for implementing and maintaining
the acceptable plan of cormrection. Correctiffe

action will be completed on: 05/04/2024

) S
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F 725! Continued From page 4 F 725 '

ik Facliitate and/or assist Elder daily
! i ranga-of-motion exearcises, as needed, N
; . Follow safety precautlons to observe, , !

monitor, intervene or report any unsafe !
congditiens.

m. Prepare and serve meals; kitchen and
dining room clean-up after meals,; provide snacks
as requested cansistent with the posted menu
and stated preferences of the Elder.

- n, Launder Elder's clothing, finen and other
articles, as heeded.
. 0. Perform routine housekeeping duties 1
including cleaning Elder living arsas and :
h : environment. i :
i p. Perform ether clinical support related ; §
duties, as requestad. ;

b | Related to Watt Cottage (Gensus = 7).

1. Review of the 1/11/24 admission MDS
azsessment showed elder #1 had 2 diagnosis of
non-Alzhgimer's dementia, a BIMS scote of 4 out
of 15 {indicating severa cognitive Impairment),

- and was indspendent with bed mability, transfers, ! ,
; and had the ability to walk at least 150 feet. : :
; Review of the resident's care plan, dated 1/268/24, ‘
showed "l may wander or try to leava my cottage !
t/t History of atternpts fo leave facllity
unattended”, The following concerns were
identified:

a, Review of a facility incldent report, dated
2/3/24 and timed 9:20 AM, showed "Shahaz
raported to nurse that they found Elder outside
: the cotiage trying to leave ¢ampus..."

b. Review of a facility incident report, dated
2/25/24 and titned 10:40 PM, showed "...CNA ;
called RN to come outside right away as [the : i
elder] was trying to escape the compound & : |
i unable to redirect [elder]. Four staff showed up in | |

ﬁ FORM CMS5-2567(02-59) Previous Varsiohs Ohsolete Event 1D:48CB11 Facility ID: WY0042 \f gontinuation shest Page 6 of 16
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Continued From page §

front of the Watt building to try & get [the eider] to
return,..very angry and confused, [11:30 PM}Hthe
eldst] managed to slip out the front daor with
goap dispenser..*
. Review of a general progress note, dated

3/3/24 and timed 7:16 PM showed the Elder was
1 in the common room watching television and !
spoke with the RN about “walking tonight to pick
up a gas can for tomorrow"... (only 1 CNA present :
in house & giving a shower to another resident.)
RN stayed within house to wateh [the elder]
t Closely with {his/her] past histary of elopement til
| CNA was finished giving a shower. Qbserved [the 1
elder] walking around & looking into the kitchen |
| but also walking over to the exit doors. [The elder]
| asked nurse “about the lacks on the doors.” On ;
1 3/, back door found open by another resident &
very sure it was [the elder],.."

d. Review of an incident report, dated 3/10/24
showed "Shabhaz called this nurse to ask for halp
with Elder after elder struck shabhaz In the chest.
Before nurse could arrive the shabhaz called
again informing that the Elder had picked up a
broom and was swinging it. The shabhaz got hit
by the broom...The shabhaz was able 0 regain
the broom from the elder and then called the
Elder's daughter to calm the Elder down. This
was effective.” Immediate action taken showed
"This nurse went to the housa the elder is staying !
in and sat with him/her ([the elder] was calm by
this time [8 PM]). The alder's daughter arrived at
9:30 PM..."

! 8. Review of a "Communication” note dated

31724 and timed 4:21 PM showed "._.5W also

tinformed Elders daughter we will be sure to not

! schedule male Shahbaz in the cottage as it
'triggers Elder. SW clarlfled that there might be

i instances where 2 male might need to work in

» Watt due to staffing shortages.”

FORM CMS-2567(02-28) Pravious Veisions Obeolata Event (0 48CB11
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f. Review of a8 General Progress Note dated
3117124 and timed 3:58 AM showed "The elder
continues to roam throughout the facility and
excited (slc) the facility twice between the hours

-of 2000 (8 PM) and 2100 (9 PM)."

g. Review of & General Progress Note, dated
3/18/24 and timed 12:32 AM showed "Thig elder
: continues to wander throughout the unit. [The i

i elder] becomas frustrated and attempts to break
i the sliding doors into the kitchen area and goes
: through any closed door. [The elder] has gune
! outside info the parking lot and into the fenced in
: area in the back..."
{ h. Observation on 3/18/24 at 1118 AM
| showed the elder was sitling in the commaon raom
| of Watt cotiage with no staff in the vicinity. The .
]1 elder was obsarved to ambulate independently.
! i. Review of the daily hurse postings showed
: on 2/3/24 the census was 3 with 2 CNAs and 1 !
{ nurse scheduled during the day shift, on 2/25/24 !
| the census was 5 with 1 CNA and .5 nurse | :
i scheduled on the night shift, on 3/3/24 the census :
was 7 with 1 CNA and .5 nurse scheduled on the i
night shift; and on 3/17/24 the census was 7 with ]
1 CNA and .5 nurse scheduled on the night shift |
J- Review of the Vigil call histery report ‘
|

|
|

showed on 2/25/24 at 9:47 PM the elder departed

his/her room at 9:48 PM, the doar alarm at the

lobby entrance triggered and was canceled at

£ 9:52 PM; and at 8:52 PM an exit door alarm was

| triggered and was canceled at 11:08 PM. i

’ k. Interview with on 2/19/24 at 10:19 AM with |

i elder #4 revealed that elder #1 had behaviors and |

| attemptad to exit the cottage. Elder #4 stated

| pften times the staff weare not readily available
and the other elders in the cottage felt liks it was
their "duty” to keep the elder #1 from leaving the
cotiags.

: I, [nterview with the DON on 3/20/24 at 11:47 !

FCRM CMS-2587(02-88) Pravious Versions Obsclete Event ID: 40CE11 Facllity 1D: WY0042 If continuation shaet Page 7 of 16
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i

: cottage at sround [6:30 PMJ" Further review
' showed the nurses that found the resident took
| him/her into Founder's cottage and then notified

Continued From page 7

AM revealed the "Vigil" call system was launched
at the beginning of March 2024 and the elder was
going to be the firet to be ouffitted with the
pendant which would monitor the elder's
whereabouts. The DON was unsure how to
interpret the Vigil call history reparts as they were
still learning the systam.

Related to Whitney Cottage (Census = 10):

1. Review of the 12/30/23 quarterly MDS i
assessment for elder #5 showed the elder had a
BIMS score of 6 out of 15 (indicating severe
cognitive impairment) and wandered 1 10 3 days
of the look-back pericd. Review of the eider's
care plan, last revisad on 6/29/23, showed the
elder was independent with transfers and used a
cane for walking, The follawing concerns were

‘ identified: :

2. Review of an incldent report, dated 2/13/24 :

 and timed 5:26 AM, showed "Elder exited facility

and was brought back intc Whitney cottage by
day shift shahbaz wha came early. [The eldet] did ;
not fall and had [his/her] jacket on...Employee exitj
alarm shows it had been ringing for 3 minutes.” |
b. Review of an incident report, datad 3/2/24
and timed 9:40 PM, showed "Elder was found
outside ambuiating on east side of Founder's

|
|

the shahbaz at Whitrey, The note saction of the
incident report showed "somewhat tired after i
ambulating a great distance. [RN] states that [the !
eider] had walked past south side of cottage I
befors turning northward on east side of cottage.” |
e, Review of the daily staff posting from

2/1/24 through 3/19/24 (47 days) showed the
cottage was staffed during the day with 3 CNAs

F 725

;
| ,
!

!
i i

i
)
i
!
!
:'
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ton 15 days, 2 CNAs on 16 days, 5 CNAson 1 |
day, and 16 days wera left blank. During the night |
shift the cottage was staffed with 2 CNAs on 16
days, 3 CNAs on 2 days, 1 CNAon 1 day, and 28
days were left biank.

Related to Scott Gottage (Census = 10):

8. Observation an 3/19/24 at 11:18 AM
showed 4 alders were sitiing af the dining table In
the common room in their wheelchairs. Activities |
assistant #1 and CNA#2Z were [n the kitchen
area, The activity assistant left the cottage to

| dishes from the morning meal. CNA#1 returned
to the cottage at 11:35 AM. At 11:39 AM the life
enrichment coordinator entered the cottage and
began assisting with the meal service, At 11:51
AM the maintenance director entered the cottage
and began assisting with maat servica,

b. Observation on 3/19/24 &t 11:23 AM i
! showad elder #2 was sitting in his/her wheelichair |
| accompanied by his/her representative. Interview :
with the elder's representative at that time '
revealed the elder had dementia and sleptalot. -
The representstive stated he had been asking to
have the elder transferred to a reciiner for “1 and
1/2 haurg" with no responge. The elder's
representative was becoming upset with the staff
using a ralsed voice when speaking. At 11:27 AM
the elder's representative asked CNA #2 again to
: tranafer the resident to a racliner, CNA #2 stated
her cara partner was on hreak and she was
unable to transfer the elder by herself. The elder
was transfarred to the recliner at 11:41 AM and
then at 12:168 PM was transferred back to his/her
wheelchair and brought to the dining room table
! for the noon meal.
i © Observation on 3/19/24 at 11:43 AM

! l

abtain ice and upon her return began washing the |

F 725!

!
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showad CNA#1 and CNA#2 entered elder #6's
room and closed the door. The CNAs exited the !
room at 12:04 PM and brought the resident to the '
dining table for the noon rmeal. The nurse |
asslgned to the cottage was observed to-go in
and out of the room two.times from 11:43AMto | ‘
12:04 PM. i
d. Interview with CNA#1 on 3/19/24 at 3:20
PM revealed the census of Scott Cottage was 10
witfi 2 independent elders, 2 elders which
required toileting/transferring assistance, and 6
; elders which were dependent on 2 staff members |
for agsistance. Two elders required assistance |
' : with eating. The CNA stated there were days that ;
s i there was not enough time ta do.all of the tasks !
thay were responsible for: In addition, the CNA i
| stated. the mid-shift staff member catled eff, and
| administration stepped in to help, which was not
lltypicalllA
i e. Interview with CNA#2 on 3/19/24 at 3:356
i PM revealed mormnings. at the cottage wera
! "erazy" and when the night shift GNAg did not do
g the preparation for the morning meal it put them

: behind,
f, Interview with the life enrichment i
3 ooordinator (LEC) on 3/18/24 at 4 PM revealed |
she thought 3 GNAs should be scheduled for {
{ Scott Cottage at all times dye to the-amount of !
time the CNAs needed to care for the elders. The |
] LEC stated It took the CNAs at least 30 to 45 ' :
]
’ |
|

minutes to care for elder #2 at times. Further, the
LEC stated she had obtained her CNA license,
however, she only worked part-time at the faeility.
g. Review of the daily staff posting for Scott
Cottage from 2/2/24 to 3/19/24 (47 days) showed
the cottage was staffed during the day with 2
CNAs on 12 days; 3 CNAs on 22 days; 4 CNAs i
onh 2 days; and 11 days were not documented. | : |
During the night shift the cottage was staffed with | !
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2 CNAs on 36 days; 3 CNAs on 2 days; 4 CNAs
on 1 day, and 8 days were nof documatited.

| Related fo the general facility:

1, Interview with the SW on 3/19/24 at 2:31 PM
revealed at the beginning of February nine CNAs
submitted their resignations on tha same day,
citing an issue related to a member of the
managermient {eam. Further, the SW siated the
hoard of trustees were aware of the concern and
an Investigation was startad,

i 2. Interview with the CEO on 3/20/24 at 12:03 PM

- confirmed 9 CNAS resigned giving two week's

.\

notice at the beginning of February. The CNAs
had voiced a grievance with the board of trustees |
prasent. The board immediately placed the CNAS |
on administrative leave; not-allowing them to fulfill
the 2 week's nofice,

3. Review of the payroll hours report provided by
| the facility showed the following coneerns:

5. CNA#3 workad from 5:56 AM o 4:15 PM
with no lunch on 2/1/24 and then worked from

i 11:52 BM until 6:36 AM on 2/2/24 far a total of

17.08 hours. in addition, the CNAworked 58.48
hours the week of 2/4 to 2/10; 48.9 hours the
week of 2/11 to 2/17: 52.25 tours from 2/18 to
2124: 52.35 hours from 2/25 to 3/2; and 61.8
hours from 3/3 to 3/9. Interview with the CNA on
3/19/24 at 5:45 PM confirmed she worked a lot of
hours and stated "it takes its toll",

b. CNA#4 worked 70.68 hours the week of
2/4 ta 2/10; 37.03 hours the week of 2/11 to 2/17;

! 1 84.92 hours the week of 2/18 to 2/24; 48 hours

J'

the week of 2/25 {0 3/2; and 39.76 huurs tha
week of 3/3 to 3/0.
¢, CNA#1 worked 22 hours the week of 2/18

i

F 725
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to 2/24; 24,92 hours the week of 2/25 to 3/2;
24.78 hours the week of 3/3 to 3/9; and 24.82

CNA on 3/19/24 at 3:20 PM revealed she was
agency staff,

" 3/3 to 3/9 and 61.83 hourz the week of 3/10 to
'| 3/16. Interview with CNA #2 on 3/19/24 at 3:35
| PM revealed she had been smployed by the

! facﬂlty since 3/2/24,

4, Interview with the human resourcs director
{HRD} on 3/20/24 at 11:14 PM ravealed the

! 36 hours one week with a mandatory 48 hours
the following week. When the facility needed a
shift staffed, a notice would be sent out

electronically to the staff raquesting volunteers,

: agency staff and 3 full-time CNA openings, He
! stated {he scheduling for CNA#1 was an eror
“and she should have been scheduied for maore
than 2 shifts per week.

Posted Nurse Staffing Information

CFR(s): 483.35(g)(1)-(4)

F 732
55=B

‘ . 8483.35(g) Nurse Staffing Information.

i §483.35(g)( 1) Data requiraments. The facility
i must post the following information on a daily
basis;
(i) Facility name.
(i) The current data,

by the following categones of licensed and
unficensed nursing staff directly responsibie for
regident care per shift:

(A) Registered nurses.

(B) Licensed practical nurses or licensed

hours the week of 3/10 to 3/18. Interview with the

d. CNA#2 worked 56.44 haurs the week aof

| full-time CNAs normal working scheduls included | '

' Further the HRD stated the fachity currently had 2 :

! (iif) The total number and the actual hours Worked

¥

i

i
j

|
i
j

|

1

F 7256

F 732

F732 Posted nurse staffing information. |

It is the policy of this facility to ensure the
highest quality of care for all of our Elders.
" Consistent with this practice, the following
; has been done. No resident was found to be
* affected by the deficient practice; howeve,
! there is the potential for all the residents to be
l affected.

|
l

i
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. ‘ ¢ 1. All of nurse staffing information forms wi]l
F 732 Continued From page 12 - F782 4e placed in all GHL houses and will include

| vocational nurses (as defined under State law).

(C) Certified nurse aides.
(iv) Resident census,

§483.35(g)(2) Posting requirements.

{i} The facility must post the nurse staffing data
specified in paragraph (g)(1) of this section on 2
daily basis at the beginning of each shift.

i (ify Data must be posted as follows:

(A) Clear and readable format.
(B) In & prominent place readily accessible to
residents and visitors.

§483.35(g)(3) Publle asceas to posted nurse
staffing data, The facility must, upon oral ar
written request, make nurse staffing data
available to the public for review at & cost not to
exceed the communlty standard,

§483,35(g)(4) Facility data retention
requirements. The facility must maintain the
posted daily nurse staffing data for a8 minimum of

18 months, or as required by State law, whichever

is greater,
This REQUIREMENT ig not met as ewdanced
by:

Bazed on review of the posted nurse staffing
data and staff interview, the facility failed to
ensure the posted 24/7 hour nursing staif

tincluded all required information, The cenaus was :
: 38. The findings were:

H i the following information: !
a. Facility name '

b. Current date

¢. Total number and the actual hours wc)rkg:d
by the following categories of licensed and
unlicensed mursing staff directly responsible
for resident care per shift ;
I. Registered nurses

II. Licensed practical nutses or vocatmnpl
nurses

I, Certified nuzse aides
IV. Elder census

Nurse staffing information forms will he
audited daily by Guide or appointed agent xll

- maonth. i
i

2. All Elders could be affected by failure to
post mmrse staffing information. DON or
designee will do a random sample of 5 Elders
pet week x one month to evaluate the
i effectiveness of posted staffing ratios, |

l

3, Nurse staffing information forms will be
audited to ensure completion by Guide @r

appointed agent weekly x 3 months. ‘

F
. 4. Data for the andits will be presented to the
! " Facilities/QAPI meeting monthly x 3 months.
f ) The DON and/or Administrator are

1. Review of the 2/1/24 o 3/18/24 daily nurse | Iew i ’ .
e . . responsible  for  implementing and

;a;gf;g?o&\if: rn‘;ggggri;gbsr‘ FolpAare Gotdga §/Ewsa i maintaining the acceptable plan of correction.
a R evigw of 14 out of 47 days (2111, 2/12 Corrective action will be completed on: 05/04/2004

2713, 2118, 2/17, 2121, 2/22, 2/26, 2/27, 2/29, 3/1,

3/2, 3/6, 3/18) failed to include the slder census,

the total number and actual hours worked by the '

FORM (:M$-2567(02-95) Pravious Versiong Obsalete Event ID:48CB1 Facllity ID: WY0042 If cantinuation sheet Paga 13 of 16
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]
¥

!
I Continued From page 13

CNAE, registered nurses, and the licensed
practical nurses per shift.

2. Review of the 2/2/24 to 3/18/24 daily nurse
staffing information for Scott Cottage showed the
fallowing concerns:

a. Review of 14 out of 48 days (2/4, 2/5, 2/8,
2011, 2713, 2117, 218, 313, 3/4, 3/5, 3/10, 3/186,
3117, 3/18) Tailed to include the elder census, the
total number and actual hours worked by the
CNAg, registered nurses, and the licensed |
practical nurses pear shift.

3. Review of the 2/1/24 to 3/18/24 daily nurse
staffing information for Whitney Cottage showed
the following concarns:
a. Review of 29 out of 47 days (2/2, 2/4, 2/5,

L 218, 217, 218, 2/9, 2111, 2/12, 2113, 2/14, 2/20,
12/21, 2/27 2/28, 3/4, 315, 3/8, 3/8, 3/9, 3/10, 3/11
'3/12 3713, 3/14, 3/185, 3/16, 3117, 3/18) failed to

mclude the elder census, the total number and
) aciual hours worked by the CNAs, registered
| nurses, and the licensed practical nurses per
shift.

4. interview with the DON on 3/19/24 at 2:56 PM
confirmed the daily nurse ataffing data
inforrnation posts were incomplete,

Governing Body

CFR(s): 483.70(d){1)(2)

i §483.70(d)(1) The facility must have a governing

body, or degignated persons functioning as a
governing body, that is legally responsible for ;
establishing and implementing policias regarding -’
the management and oparation of the facility; and

F 732"

F 837

F837 Governing Bedy

It is the policy of this facility to ensure ﬂic
highest quality of care for all our Elders.
! Consistent with this practice, the following
has been done. No resident was found to be
. affected by the deficient practice; however,
there is the potential for all residents to be
affected. ;

i
)
H
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F 837 | Continued Frem page 14 F a37| 1+ The cutrent Board of Directors bccan;xe
. . aware on 3/15/2024 of the failure to meet the
ggg‘ﬁgsot(rc;)gr)\;?s ig-o vaming bocy BpRaits-tTe regulation ¥837 by hiring an administrator
(i) Licensed by the State, where licensing is ; Without an active license and took ]I'.:'I'.wdmfw
 required: ':- actllop to0 remove QEO from qdmmzlstratpr
(ii) Responsible for management of the facility: | position. As stated in #2 of findings of state
and survey that the Healthcare Facility Change § Tn
(tii) Reports to and is accountable to the Personnel Address Form did not include
geverning body, Wyoming professional license number as
This REQUIREMENT is not met as evidenced CEQ was not licensed in the state of
by: Wyoming for this practice. i
Based on review of the Wyoming Administrative ,
Rutes, Nursing Home Adminlstrators, Chapter 2: The Board of Directors will recruit and
Licensure 'Requiremants, the ’fgcility assessment, | " appoint a Nursing Home Administratér
; the Wyoming Healthcare Facility Change Form,  licensed by the Wyoming Board of Nursing
g and Staﬁ and boai’d Of trustEG interView. the ! ( Home Administrﬂtors WhO meeits
{ facility failed to appeint a licensed, administrator : sl Eieetions a8 miaied, bn Administator Tib
as established by the Wyoming Board of Nursing % iotion. Will upda "'j\ demi 4K ?rrb
Home Administrators. The census was 38, Tha Nﬁi?p taIc;n. A P .;Tmm;nuumﬂmr o
Sl A ing Home Admini .
findings were: & !
1. Review of the Wyoming Nursing Home 2. All Elders co'uld be affected by t.hr.’: faihu;‘e
Adminigtrators Chapter 2 Rules, effective to meect regulation that the goveming body,
12/18/189, showed "Section 1. License Reguired. the GHL Board of Directors, to appoint ' a
No individual shall perform any funetien licensed admunistrator. :
specifically autherized for & Nursing Home j
Administrator nor function as a Nursing Home 3. The Govemance Committee and the Boatd
Administrator nor represent himself as a Nursing President on the GHL Board of Directors will
. Home f\dministrator uniess licensed by the cnsure that Nursing Home Administrator is
Board. licensed by the Wyoming .Board of Nursing
. Home Administrators. Governance Committee
2. Review of the Wyoming Department of Health ; .
"Healthcare Facility Change in Personnel/E-mail Wlu. repor;to thg Baard of Dir PCIDR O, SIaths
Address Form", dated, 2/13/23, showed the GEO of licensed Nursing Home Administrator on a
was named as the new Administrator/Director. monthly basis for 3 months. 05/04/2024
The form did not include a Wyoming professional | i
license number. : i
: i '
! 3. Review of the facllity assessment, (ast updated : i ]
| on 1/29/24, showed "Part 3. Facility Resources | ; B
FORM CMS-2667(02-09) Pravious Versions Obsolete Event 1D:48CB11 Fagillty ID: WY 0042 If gontinuation shast Page 15 of 16



.....

PRINTED: 04/02/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES \ o OMB NO. 0938-0381
STATEMENT OF DERICIENCIES (¥1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION et {X3) DATE SURVEY
AND PLAN GF GCORREGTION IDENTIFICATION NUMBER: A BUILRING GOMPLETED
C
‘535054 B, WING 03/20/2024

NAME OF FROVIDER OR SUPPLIER

GREEN HOUSE LIVING FOR SHERIDAN

STREET ADDRESS, CITY, STATE, ZIP CODE
2311 SHIRLEY COVE
SHERIDAN, WY 82801

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG | REGULATORY QR LSC IDENTIFYING INFORMATION)

!

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

CROSS-REFERENCED T THE APPROPR
DEFICIENGY)

(EACH CORRECTIVE AGTION SHOULD BE

[15)
GOMPLETION

IATE DATE

F 837 | Continuad From page 156

Needed to Provide Competent Suppert and Care
for our Elder Population Every Day and During
Emergencies Staff type 1.1 Outfined below are
the typa of staff members, other health care
professionals, and madical practitioners that we
heve identtified are needed to provide support 2nd
care for our elders.” A CEQ was listed as being
on-staff; however, there was no avidance the
facility employed a NHA,

4. Thae facility was unable to locate & job
description for the GEO or NHA,

| 5. Interview with the CEQ on 3/19/24 at 12:39 PM
i revealed her title was CEQ and she did not have
" a license from the Wyoming Board of Nursing

! Home Administratars.

Diractors on 3/19/24 at 3 PM reveated the board
had recently becoma aware of the regufation and
was taking immediate action. Further, the

: president stated the CEQ had been acting as the

| rzmursing hatrie administrater since February of

1 2023,

|
} &, Interview with the president of the Board of
l

i
|

t

F 837

|
%
i
|
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DEFICIENCY)
5 000] OPENING COMMENTS S 000

Ruies and Regulations utilized for this survey are!

Rules and Regulations for Program :
Administration of Nursing Care Facilities, Chapter
11, effective 07/01/2020

Rules and Regulations for Licensure of Nursing
Care Facilities, Chapter 19, effective 06/26/2000
A complaint survey was conducted from 3/19/24
to 3/20/24. The survey was prompted by
complaint infakes

WY00003792, WYD0003788, WY00003805,
WY00003811, WYD0D03814, WY00003818,
WYQ0003819, WY00003782.

The fallowing commen abbreviations are used
throughout the document:

CEO: Chief Executive Officer
NHA Nurging Home Administrator

Less commonly used abbreviations will be
annctated in each deficiency.

£25800) Ch 11 Sec 5(a) Organization and Administration 82900 52900 Organization and Administration

{a) Goveming Body. The Nursing Care Facility It is the policy of this facility to ensure the
shall have a governing body which has the legal highest quality of care for all our Elders.
authority and respansibility to operate the Nursing Consistent with this practice, the following
Care Facility. The governing body shall: has heen done.
(i) Appointa full-fime, on premise, ;
administrator qualified by education, training and ;@;:e m;x;rlesnlgoBz‘olard of Directors becanje
experience as established by the Wyoming Board on of :nh‘e failure to o et the
of Nursing Home Administratars. regulation 2900 by hiring an administater
. without an active license and iook immediate
{A) The adminisirator shall have a action to remove CEQ from administratilr
gurrent license as a Wyoming Licensed Nursing position.
Home Administrator. l ]
Wyarning Dept of Health, Aging Division, HTafﬁa_cara Licensing and Surveys
LABORATORY D OR'S (R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THTLE (X6) BATE
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TAG REGULATORY OR LSC IDENTIFYING lN,FORMATlON) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFIGIENCY)
52000 | Continued From page 1 52000 As stated in #1 of findings of state survey that

(i) Temporary License. A temporary license
may be granted by the Wyoming Board of
Nursing Home Administrators:

(A} Tofill a position of Nursing Home
Administrator that unexpectedly becomes vacant,

{B) For a periad not to exceed six (6)
months,

{C) After consideration by the Board of
Nursing Home Administrators on an individual
basis; and

(D} To an individual who does nat meet
all the licensing requirernents under the Act, but
who is of good character and meets the
educational requirements as stated.

(iii) Atemporary license may be renewed for
good cause for one (1) time if requested thirty
{30) days prior to the termination of the initial
temporary license,

{iv) The admiaistrator of a hospital with a
connection nursing care wing ¢an serve as the
administrator and shali be Jicensed as a Wyoming
Nursing Heme Administrator.

(v) The administrator shali enforce the rules
and regulations relative to the level of health care
and safety of residents and for the protection of
their personal and property rights.

(vi) The administrator shall plan, organize,
and direct those responsibilities delegated to hlm
by the governing body or its equivalent.

the Healthcare Facility Change in Personpel
Address Form did net include a Wyoming
professional license number as CEQ was hot
licensed in the state of Wyoming for this
practice.

The Board of Directors will recruit gnd
appoint a Nursing Home Administrator
licensed by the Wyoming Board of Nursing
Home Administrators who meeta
qualifications as stated in Administrator Job
Description, Will update Administrator Jobj to
Nursing Home Administrator,

2. All Elders could be affected by the failire
to meet regulation that the governing bofl ’
the GHL Board of Directors, to appoind a
licensed administrator.

3. The Govemance Committee and the Bogrd
President on the GHL Board of Directors will
ensure that Nussing Home Administrator| is
licensed by the Wyoming Board of Nursing
Home Administrators. Governance Commitiee
will repott to the Board of Directors on status
of hicensed Nursing Home Admuinistrator of a
monthly basis for 3 months. 05/04/3024
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{vii) An employee of the facility shalt e
authorized in writing to act on the administrator's
behaif during his/her absence.

This State Rule and Regulation is not met as

[ evidenced by

Bazed on staff interview, review of the fagility
assessment and the Wyoming Healthears Facility
Change Forrm, the fagility failed to appoint a
full-time administrator qualified by education,
training and experience as establisfied by the
Wyoming Board of Nursing Home Administrators,
The census was 38, The findings were:

1. Review of the Wyeming Departtment of Heaith
"Healtheare Facility Changé in Personnel/E-mall
Address Form", dated, 2/13/23, showed the CEO
was named as the new Administrator/Director.
The farm did not include & Wyoming professional
license number.

2. Review of the facility assessment, last updated
on 1/29/24, showed "Part 3. Facility Resources
Needad to Provide Competent Support-and Care
far our Eldér Population Every Day and During
Emergencies Staff type 1.1 Outfined below are
the type of staff members, other health care
professiopals, and medical practitioners that we
have identified are neaded to provide suppart and
care for our elders,” A CEO was listed as being
on-aiaff: however, there was no evidence the
facility employed a NHA.

*| 3, The facility was unabie to locate a job

description for the CEQ ar NHA.

4. Interview with the CEO on 3/19/24 at 12:39 PM
ravealed her title was CEQ and she did not have
2 ficense fram the Wyoming Board of Nursing

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 18} PROVIDER'S PLAM OF GORRECTION {X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE AGTION SHOULD BE GOMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATIQN) TAG CROSS<REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)
$2800 | Continued From page 2 $2000
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i

Home Administrators.

5. Interview with the president of the Board of

Pirectols on 3/19/24 at 3 PM reveaied the heard

had recently become aware of the regulation and
was taking immediate action. Further, the
president stated the CEO had been acting as the
nursing home admipistrator since February of
2023.
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