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The following common abbreviations ere used PREPARATION ANDIOR EXECUTION OF
throughout this document: Smi&m“ég"msg,gﬁo;‘g; CONSTITUTE
THEF, mmoneonm‘,s‘“m"m,s LI
ADLs -  Actlvitles of Daily Living g‘uﬂﬂf SWBJENTOFDEF!clsuass.'I?sEEr Pri
BIMS-  Brief Interview for Mantal Status SOLEY B ARED. ANDIOR
CNA - Certified Nurse Alde mwwmqmﬁn'iumapw BY
DT - interdisciplinary Team '
MAR - Medlcation Administration Record
MDG - Minimum Dats Set
POA - Power of Attarney
PRN - Pro re nata (as needad)
| TAR - Treatmant Adminlstretion Record .
S
Less commoniy used abbreviations will be i
annolated In sach deficiency.
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 167

gs=£ | (INJURY/DECLINE/ROOM, ETC)

Afacility must iImmediataly Inform the residant;
consuit with the resident's physician; and if
known, notify the resldent's legal representative
or an interested family member when there Is an
accident Involving the resident which resuits In
Injury and has the potsntial for requiring physiclan
intervention; a significant change in tha reaident's
physical, mental, or psychosacial slatus (i.e., &
deterioration In health, mental, or psychosocial
status In alther life threatening conditions or
clinical complications); a need to alter reatment
gignificantly (i.e., @ need lo discontinue an
existing form of trestment due lo advesse
consaquences, or to commence 8 new form of
treatmant); or 8 dacision to transfer or discharge
the resident from the facllity as specified in
§453.12(a).

The facllity must also promptly notify the resident |

{*o) OaTE

RECTOR'S OR FRO\HDEWZSU/P?ER REPARSENTATIVES BIGMATURE TITLE '
NWEIX ]\Dﬁi_ E Y
SR WEE B AEETR T T Ienee- wdsficlancy which the Institution may be excused fram comecting providing i Is detarmined
fidahtpiitiaD the patients. (Jee netructions,) Exeept for numing homes, the findings aiated above ae disclosabla 80 deys

piln of corraction = previded. For nursing homes, the above findings and plans of eorreclion are disclosable 14

b l'l'l [ ]
days following fha tie Aiide avallable Id the fuckiy. IFdeficisncias wre clied, en epprovad pfan of comaction Is requisfia to continuad
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and, if known, the realdent’s legal representative
or Interested famlly member when thers is a
change in room or roommate assignment as
spacified In §483.15(e){2); or & change In

! resident rights under Federal or Stats law or

regutations as specified in paragraph (b)(1) of
this section,

The facillty must racord and perodicaliy update
the addrass end phone number of the resldent's

| legal raprasentative or interested famlly member.

g'hls REQUIREMENT 18 not met as evidenced
Y:

Baeed on record review, famlly Interview and
staff interview, the faclilty falled to contact the
resident’s physician about a change in the
resident's condition for 2 of 3 sample resldanis
(#4, #35) with a change in condition, The findings
wera;

1. Review of the face sheet for resident #35
revealad the resident hed diagnoses that included
dementia with behavier disturbance, diabstes
mellitus, generalized pain, and constipation. Tha
following eancems were identified:

a. Interview with & famitly member on 7/30/15
at 9:20 AM revealed the resident began to have
increased behaviors at the end of May, 2015
whan the facllity moved the resident to a different
rocom. Additionatly, the famlly member revealed
the resident's vislon was very impealired.

b. Raview of the nursing hote dated 5/27/185,
timed 2:15 PM, showad "Residant transferred
from 300 hall to Frontier hall room {room
number}, Confueed about change. Keeps
wandering to front and t2lking with nurse.

Re-directad to {room number]. Explained that this

CHANGES
(INJURY/DECLINE/ROOM, ETC)

It is the intent of the facility to
immediately inform the resident; consult
with the resident’s physician; and if
known, notify the resident’s legal
representative or an interested family
member when there is an accident
involving the resident which results in
injury and has the potentiel for requiring
physician mterventlon

1 Resident #35 no longer resndes within
the facility. Resident #35 family was
contacted  before and room move was
discussed before it happened. An in-
service conducted with facility LN
regarding notification to physician of 2
change of condition on 8/10/15. DON or
designes will audit the 24hr alert charting
books weekly to assure changes in
condition are reported to physician.

2. Resident #4 was reassessed for change
in condition and physician notified of
" current status and plan of care updated.

In-service conducted with facility LN,
staff regarding notification to physician ofJ
a change of condition on 8/10/15. DON ori
designee will audit the 24hr alert charting'
books weckly to assure changes in,
condition are reported to physician.

B8/10/15.
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waa [his/har) new room. Res [resident] axpresaed
itams wera missing will continue to monitor.”

¢. Review of the nursing note dated 5/27/15,
timad 8:30 PM, showed "Rt [resident] had & room
change today to [room number]. Rt [rasident] had
an Increase in behavlors, [S/he] hit another it
[resident] in the back of fhis/her] heed. No Injury
noted 1o rt [resident]...[Resident] fretled and wes
confusad, upset, “scarad” of [his/her) new
surraundings myself and other C.N.A.'s (sic)..."

i d. Raview of the "Determining Cause of
Disruptive Behavior® form dated 5/27/15 showed
the resident hit another resident. Possible triggers
for the resident's behavior wers listed as
“confused due to room change."

8. Review of the nursing nols dated 5/29/18,
timed "NOC" [night shift) showed, “Res [resident}
remains confusad and egitated over room change
and roommate. Continually rediracting and
asslsting res [resident] with ADLs. PRN ativan
given, Resident continues to wander, ask
questions, require assistance with taaks res
{resident] can eccomplish indep (Independentiy]
ex [example]: opening bathroom door, finding
room, looking for clothas, ste..."

f. Review of the nursing note dated 5/30/15,
timed "NOC" [night shift] shawed, “Res [resident)
ramains confused and easlly agitated tonight.
Obsessive re; tollet papar. Requires constant
redirection. Res [resident] put socka In tollet, kept
finding rolls of tollet paper and taking to room.
PRN silvan given..."

g. Review of nureing notes showed the
resident refused a shower on 5/11/16, 8/12/15,
and 6/15/15 and was |saving large amounts of
toitet paper and stool in the toflet that ware
caueing the toilet to be plugged.

h. Review of the nuraing note dated 8/30/18,
timed 11 PM, showad tha resident had been

DONO or designee will audit the 24hr alert
cherting books weekly to assure changes

in condition are reported to physician, YF
AT

An audit of the 24 hour alert charting was
conducted to assure residents with a
change in condition physician was
notified and documentation made in the
medical record,

Trends identifies will be reported to the
QAPI meeting monthly and as needed
until a legser frequency is deemed
appropriate.  Compliance shall be
completed by August 18, 2015.
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wandering the facility hallways, "looking for
[histher) room" end when passing another
resident in the haliway, hit that resident on the
back of the head with an open hand,

I. Review of the "Determining Causa of
Disruptive Behevlor" form dated 6/30/16 showed
the rasidant hit another resldent on the back of
the head. Possible triggers for the disruptive
behavior were described a8 "Has been very
moody and aggressive last couple days.
Unknown cause.”

J. Review of the medical record showed no
avidence the resident's physician wat eontacted
regarding the resident's increased behaviors and
difficulty in adjusting to & new room.,

k. Interview with the administratar, DON and
reglonal director of clinical aervices on 7/30/16
beginning at 3:45 PM falled to reveal any
evidence the resideni's physicien was contacted
sbout hisfher change In condition.

2, Reviaw of the face sheat showsd resident #4
was admitted to the facillty on 6/19/15 with
diagnosss that included Alzheimer's disease,
dementia with behaviers, generaiizad pain,
anxlety, and deprassion, Review of the rasident
progress note dated 7/7/15, untimed, showed the
resident was discharged to a behavioral haalth
facliity on that date due to increased behaviors,
The following concarns were identified:

a, Revlew of a resident progress note dated
717115, untimad, showed the facliity ettempted to

-contact the resident’s POA by phone beginning

712115 "regarding possible transfer to temporary
cara satting,” and recelved a csll from the
rasldants POA at “about 0915" (©:15 AM) on
7I7116 with verbal permission lo transfer the
resident. There was no documentation in the
medical record to show the residsnt's physiclan

F 157
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was notifled of the tranafer from the facliity.
b. Interviaw with the edministrator on 7/30/16
beginning at 3:48 PM revealed the facilily had a
discussion with the physician "way back” to ssnd
the reskient to & fadility in another statse, but she
wes unable to produce evidence the physician
was consulled ragarding the 7/7/15 transfer {o the
behavioral health facllity.
F 202 | 483,12(a){3) DOCUMENTATION FOR F 202
ss=2 | TRANSFER/DISCHARGE OF RES
Whan the facliity transfers or discharges a ‘a{
resident under any of the circumatancas specifled 8 )
In paragraph (a)(2)(i} through {v) of this section,
the resident’s clinical record must be
documentad. The decumentation muat be mede
by tha resident's physician when transfehr (ur) 230
discharge is necessasy under paragraph (8
or paragraph (a)(2)(il) of this section; and a F 202 483.12 (2)(3)
physician when transfer or diachargs Is nacessary DOCUMENTATION FOR
under paragraph (a)(2)(iv) of this section. TRANSFER/DIS GE OF
RESIDENTS
This REQUIREMENT is not met as avidenced
by: It is the intent of the facility to document
Blllld Dﬂdmetg;!lr'oiﬂltl:@ffd "::iﬁge:ﬁlg?:;;dfegm the circumstances of resident transfer or
revisw, end staff inferview, the : ; -
document the circumstancas of resident franafar Riciichol s
in the ¢linical record for 2 of 3 sampie residents , . ,
(#4, #35) who wers transferred. The findings 1. Resident #35 is no longer in the|
wara: facility. An in-service was provided to LN
staff at facility in regards 1o
1. Re\lfelzwthof the‘;aca :hgc‘;[for r“mt?:a ﬁﬁd ded documentation in the clinical record and
revealed the rasident had diagnoses that inclu notification to the resident’s physici
dementia with bshavior disturbance, disbates e o e LR
meliitus, generafizad pain, and constipation, The fer. This i . ducted
following concems were Identified: transter, This in-service was conducted on
8. Interview with a family member on 7/30/15 8/10/15.
|
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at 8:20 AM revealed tha rasident began (o have
increased behaviore al the end of May, 2016
when the fecility moved the resident to a different
room. Additlanafly, the famlly member revealed
the resident's vision was very impalred.

b, Review of the nursing note dated 5/27/15,
timed 2:15 PM, showsd "Resident fransferrad
from 300 hall o Frontler hall room [room
numbar]. Confused about change. Keeps
wandering to front and talking with nurse.
Re-directed to [room number]. Explained that this
was [his/aer] new room, Res [resident] expressed
items ware missing will continus to monitor.”

e. Review of the nursing nota datad 6/27/15,
timed £:30 PM, showed "Rt [ragident] had & rcom
change today to [room number). Rt [resident] had
an increase in behaviore. [S/hae hit another rt
[resident] in the back of {histher) head. No Injury
noted to rt [resident]...[Resident] fralted and was
sanfused, upset, "scarsd" of [hia/Mer] new
surroundings myself and other C.N.A.'8 {sic)..."

d. Review of the "Determining Cause of
Disruptive Behavior” form dated 5/27/16 showed
the rasident Wit another rssident, Possible triggers
for the resident's behavior ware listed as
“confused due to room changs.”

¢. Review of the nursing note datad £/29/15,
timad "NOC" [night shifi] showad, “Res fresidant]
remains confused and agitated over room change
and roommate. Continually radirecting and
assisting res [resident] with ADLs. PRN ativan
glven, Resident continues to wander, ask
guestions, raquire assistance with tasks res
[resident] can accomplish indep [independently)
@x (example}: opening bathroom door, finding
room, fooking for clothes, ete...”

f, Review of the nureing note dated 5/30/18,
timad "NOC" [night shift] showed, “Ras [resident)

remsins confused and easlly agiteted tonight.

F 202
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Obsessive re; tollet paper. Requires constant
redirection. Res [regident] put socks in tollet, kept
finding rolls of toilet paper and taking to roaom.
PRN ativan givan..."

g. Review of nursing notas showed the
resident refused a shower on 6/11/15, 8/12/18,
and 6/15/15 and was leaving largs amounts of
{oilet paper and steol in the tollet that were
causing the toliet to be plugged.

h, Reviaw of the nursing note dated 6/30/18,
timed 11 PM, showad the resident had been
wandering the facliity haliways, “leoking for
[hismer] room" and when passing another
residant in the hallway, hit that resident on the
back of the haad with an epen hand.

i. Review of the “Determining Cause of
Disruptive Bahavlor" form dated 8/30/16 showead
the regident hit another resident on the back of
the head, Possible triggers for the disruptive
bahavior wers descrived as "Has been very
moody and aggressive |ast coupla days.
Unknown cause.”

]. Review of the medical record showed no
evidence the resident’s physician was contacted
regarding the rasident's Increased behaviors and
difficulty In adjusting lo a new rcom.

k. Interview with the DON an 7/25/15 at 4 PM
revealod & care plan had not yet been developad
for the resident by the new corporation, and the
facilly had been basing care for the resident on
the cara plan develapad by the previous faciity.
Review of thal care plan, with a print date of
1/8/15, showed no changes In Interventions in
response to the resident’s increased behaviors
after the room change.

. Review of the resldent's medical racord
revealed a physiclan order dated 7/7/15 o
{ransfer the resident to a different facility as a

temporary placement for behaviors.

F 202
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m. Further review of tha medical record
showed no nursing noles were made after 7/1/15.

There was no documentafion of the resident's
transfer or the need for transfer.

n. Review of the Incident report deted 7/17/15 |
showed the resident returned ta the facllity on 2. Resident #4 has be reassessed for
7117115 and was sent lo an?dlher f‘f'ﬂ_:uyc;z"’“ 'aﬂer behavior and plan of care updated, In-
that same day. Howsvar, raview of tha cfinica : :
record showad no decumentation on the rasident :_erylx_ce L p;ovzd:ld to LN staff at
after 7/1115, and no documentation ta Indicate the acility in regerds to documentation in the
need for the resident to be traneferred again on clinical record and notification to the
7117186 to another facility. resident’s physician where there has been

a decision made to transfer. This in-|
2. Review of the faca sheet showead resident #4 service was conducted on 8/10/15.
was admitad o the facly on 5/10/15 wit 5{‘ el J"
diagnoses that Inclu simer's diseasa, . R
dementia with behaviors, generalized pain, An audit of dlsc.harg?s has ) b?en
anxlaly, and depression. Review of the resident conducted  to identify  missing
progress note dated 7/7/115, untimed, showed the documentation for other discharged
resident wae discharged 1o a behavioral health residents.
facility on thet date due to Increased behaviars.
The fallowing concarna warg kienlfisd: Medical Records or designee will audit

a. Review of & resident progreas note datad discharge records weekly fo assure
717115, untimed, showed the facliity attempted to ; FEE Y " :
contact the resident's POA by phone baginning ocumentation is in the records regarding
7/2/15 ragarding "poseible transfer to tamporary circumstances surrounding the discharge.
care selting," and recelved a call from the POA at
“about 0915 [9:15 AMJ* on 7/7/16 with verbal Trends identifies will be reported fo the
pecmission (o transfer the resident. There was no QAPI meeting monthly and as necded
doecumentation in the nuree's notes o show the AN e frequency is deemed
frreostl‘:! gg%ﬂ?ﬁ;{d’" was inwolvad in the discharge appropriate, Compliance shall be

b. Review of the physician notes for resident completed by August 18, 2015.

#4 showed tha most recent nots was dated
5/20/15, with no menticn of transferring the
ragident to & bahavioral haalth fachity.

c. Interview with the administrator on 7/30/156
beginning at 3:48 PM revealed facliity staff had a
discueslon with the physiclan "way beck" to send
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the resldsnt to a different faclity in Utah, but she i
was unable to produce any evidence the
physician was involved in the 7/7/15 transfer to
tha behaviora! health fachity. |
F 203 | 483.12{a)(4)-{6)} NOTICE REQUIREMENTS F203 .
g8-g | BEFORE TRANSFER/DISCHARGE ngm&gﬁsﬂ - OTICE

BEFORE,
TRANSFER/DISCHARGE |

It is the intent of the facility to notify in g(\d g
writing the resident or residenis POA of|
transfer and reason for transfer,

Before a facliity transfers or discharges a
rasident, tha facllity must notify the resident and,
If known, a family member or lega] representative
of the resident of the transfer or discharge and
the reasons for the move in writing and In 8
language and manner they understand; record
the reasons In the residents clinical record; and

includa in the notice the items describsad in
paragraph (8){6) of this section.

Excepl as specifiad in paragraph (a)(5)(ll) and (a)
(B) of this section, the notice of transfer or

1. Resident #35 is no longer in the
facility. An in-service to LN and
Administrative staff was conducted on
B/10/15 in regards to providing residents
or their POA with the required bed hold

discharge raquired under paragraph (a)(4) of this "
eaction must be made by the facility at lsast 30 [l
days before the resident Is iransfarred or .

dischergad.

Notice may be made Bs soon as practicable
befora tranafer or discharge when the health of
individuals [n tha facility would be endangered
under (a)(2)(lv) of this section; the resident's
health improves sufficienty to ellow a mors
Immadiats transfer or dischame, undar paragraph
(8)(2)()) of this saction; an immediate transfer or

discharge is required by the resident's urgent i
medical neads, under paragraph (a}{2)i) of this i
saction; or a resident has not resided in the
facllity for 30 days.

The writtan notice specifled In paragraph (a){4) of
this section must Include the reasen for transfer

it conlinuation sheot Paga 9 of 42
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or discharge; the sffective date of transfer or
discharge; the locatien to which the rasident Is
transferred or discharged; & statement that the
resident has the ripht to appeal the action to the
State; the name, address and telephone number
of the State long term care ombudsman; for
nursing facliity residents with devslopmenial
disabilities, the malling address and telephone
number of the agency responsible for the
protaction and advacacy of developmantally
disabled Indlviduale astsblished under Part C of
the Davelopmental Disabilities Asslstance and Bl!
of Rights Acl; and for nursing facllity residents
who are mentally [ll, the malling address and
talephone number of the agency responsible for
the protection and advocasy of mentally ll
individuals estabilshed under the Protection end
Advocacy for Mentally Itl Indlviduals Act.

This REQUIREMENT is not met es avidenced

by:
Based on medical record raview, family
interview, and staff interview, the facliily failed to
properiy natify, in writing, the resident's POA of
resident transfer and the rassons for the transfer
for 2 of 3 sample reaidants (#4, #36) who were
transferred to another facility. The findinge were:

1. Review of the face sheet for resldent #35
revealed the resident had diagnoses that included
damentia with behavior disturbance, diabetes
maiiitus, generalized pain, and constipation. The
following concems were identifled:

a. Review of the residant's medical record
ravealed a physician order dated 7/7/13 to
tranefer the resident to & different facliity as a
{emporary placement for behaviors,

b. Further review of the medical record
showed no nursing notes were made afler 7/4/15.
There wes no documentation of the rasident’s

2. Resident #4 has been rcassessed for
discharge need and there is no current
plan for discharge. In-serviceto LNand
Administrative staff was conducted on |
8/10/15 in regards to providing residents
or their POA with the required notice in |
writing. {
An audit of discharges from 5/19/15 from @\\B\‘
facility has been conducted to identify
other residents who had POA’s not
notified in writing.

An audit will be conducted weekly by the |
ED or designee on all discharges to assure
notice was given in writing.

Trends identified will be reported to the |
QAPI meeting monthly and as needed
until a lesser frequency is deemed
appropriate. Compliance shall be
completed by August 18, 2015.

|
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showed the facllity atlemptled to contact the
rasident's power of eltorney {(POA) by phone
beginning 7/2/15 "regarding posaible transfer lo
tamporary care setting,”" and recelved s call from
the POA at "about 0915" {8:16 AM) on 7/7/15 with
verbal parmiesion to transfar the resident. Thera
was no evidence of written nolice for this
discharge.

b. Intarview with the administralor on 7/30/15
beglnning at 3:45 PM confirmed the facillty
natified the resident's POA via telephone and not
in written form, regarding the transfer to the
behaviorai health facilily.

¢. Review of twa discharge notices lasuad to
the PQA of residant #4, dated 8/13/15 and
7/17118, showad Instructions were provided
should the resident or POA have wanted to
appasl the decision to transfer. However, the
centact information provided was for the
Washington State Office of Administrative
Hearings, and not the Wyoming Office of
Heslthcare Licensing and Surveys. Intarview with
tha administrator end regional director of clinical
services on 7/30/15 beginning at 3:48 PM
confirmed the cantact Informetion provided in the
dischargse notices was incorrect,
483,12{b)(1)&{2) NOTICE OF BED-HOLD
POLICY BEFORE/UPON TRANSFR

Before a nursing facilily trensfers a resiient to g
hospital or allows a resident {o go on therapsutic
leave, the nursing facliity must provide written
infermalion to the resident and a femily member
or legsl representative that spacifies the duration
of the bed-hold policy under the State plan, {f any,
during which tha rasident (s permitted to retum
and resume residence in tha nursing facility, and
the nursing facility's palicies regarding bed-hold

F203

F 206

A5
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transfer of the need for transfer. No transfer or BED-HOLD POLICY
discharge notices were found. e o et

3:45 PM ravesiad tha facflity had not completad

¢. Review of the Incldent report dated 7/17/16
showed the residant raturned to the fagliity on
7117115 and was sent 1o enother facility soon after
that day. However, review of the ciinical racord
showed no documentation on the resldent after
7/1/18, and no documeniation to Indicate the
need for the resident to be transferred again on
7117115 to another faciity.

d. Interview with a family member on 7/30/15
ot 9:20 AM revesled the famity member heid the
resident's power of attorney, but had not recelved
the raquired discharge natice with the required
items for either of the resident’s discharges from
the facllity in July, 2015.

e, Inferview with the adminlstrator, DON, and
reglional director of clinical services on 7/30/15 at

the required discharge etsps due o being
upaware of the palicy and procedure for
discharges.

2. Review of the face sheet showed residant #4
was gdmitted to the faclity on 6/19/15 with
diagnosas that Included Alzhaimer's disease,
dsmantia with behavicrs, generalized pain,
anxlety, and depresslon. Review of the 7/7/15
nurse's note showsd the resident was temporarily
discharged to a bshavioral health facllity on
7/7115. Review of the Nursing Admission
Evaluation showaed the rasidant was readmittad fo
the facllity on 7/17/15. The following concems
ware identifiad:

8. Review of the resident progress note dated
777115, untimed, showed the residant was
discharged to @ behavioral heaith faciity on that
date due to increased bshaviors. Review of a

resident prograss note dated 7/7/15, untimed,

BEFORE/UPON TRANSFER

It is the intent of this facility to provide
written information to the resident’s legal
representative that specifies the duration
of the facilities bed hold policy.

1. Resident #35 is no longer in the
facility. An in-service to LN and
Administrative staff was conducted

on 8/10/15 in regards to providing
residents or their POA with the

required bed hold pelicy.

s
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periods, which must be consistent with paragraph
f,:%ﬁ?r)‘m AR B O T 2, Resident #28 never received bed hold
i policy. In-service to LN and
At the time of transfer of a resident for Administrative staff was conducted on
hospitalization or tharapsutic leave, a nursing 8/10/15 in regards to providing residents
facility must pravide to the resident and a family or their POA with the raquired bed hold
member or legal rapresentative writtan notice policy.
which specifies the duration of the bad-hold policy 8\13\ ]
described In paragraph (b)(1) of this section. 3. In-service to LN and Administrative
staff was conducted on 8/10/15 in n:gg.rds
This REQUIREMENT is not met as evidenced to providing residents or their POA with
by: the required bed hold policy.
Based on medical racord raview, family intarview
Ef:t% starfflgleNIuaW. g?hfaemtydfall;d[to p:'ovlde An audit of discharges since 5/19/15 has
written Information to the resident's legal Py, t
reprasantative that specified the duration of the :e:: :ozi‘;:;eﬂ;:i g:zn;g : ;h ; : dtha licy
faclity’s bed hold poliey for 2 of 3 discharges ave ao policy-
(#28, #35). The findinge were: . . .
Medical Records or designee will conduct
1. Review of the face shest for rasident #338 a weekly audit of discharged residents to
revaaled the rasident had diagnoses that Included assure bed hold notice was given.
dementia with behavior disturbance, dilabat%a
melitus, hypartansion, generalized pain, an Trends identified will be re o
ported to the
ﬁ?a’:,“u‘},‘:}?“' g QAPI committee monthly and as needed
a. Review of the resldent's medical racord until a lesser frequency is deemed
revealed a physiclan order dated 7/7/15 o appropriate. Compliance shall be
transfer the resident to a different fecillty as a complete by August 18, 2015.
temporary placement for behavlors,
b. Further review of the medical record
showed no nursing notes were made aftar 7/1/16.
There was no documentation of the resident's
transfer or the need for transfer. No transfer or
dlscharge notices wers found.
¢. Review of the Incident report dated 7/17/16
showed ihe regident returned 1o the facillly on
| 7117115 and was sent to another facillty soon i
FORM CME-2567{02-58) Previous Vorslons Obsciate Event ID:MPIBTY Faclliy ID: WYD043 If continuation sheet Page 13 of 42
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* being unaware of the policy and procedure for
: dlscharges.

Continued From page 13

after, However, review of the clinical record
showed no documentation on the resldent after
711115, and no documentation {c indicats the
naed for the rasident to be transferred again on
7117115 to enother facility.

d. Interview with a famlly member on 7/30/16
at 9;20 AM ravealed the famlly member held ths
realdent's power of ettorney, but had not recelved
any bed hold Information from the faciitty for
aelther discharge.

2. Review of the madical racord for resident #26
showed the resident was discharged to en acule
care facliity on 7/7/18, Continued review showed
there was np evidencs of written notifleation far
the duration of the bad-hold policy providad to the
rasident and or famlly member or lagal guardian.

3, Intarview with the adminisirator, DON, and
raglonal director of clinicel sarvices on 7/30/16
beginning at 3:45 PM revealed the facillty had not
completad the required discharge steps due lo

483.13(c){1){I)-(1If), (c)(2) - (4}
INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

Tha faclifty must not employ individuals whe have
been found gullty of abusing, neglacting, or
mistreating residents by a court of law; or have
had a finding entered into the Stats nurse alde
registry conearning abuse, negleet, mistreatmant
of rasldants or misappropriation of their property,
and report any knowledge it has of actions by a
court of law against an employes, which would
indicate unfiinass for servics as a nurge aide or
other facility staff to the State nurse aide registry

F 205

B8\¢

F225

F225 483.13 (e)(1)(ii)-(iii), (e}(2) = |

(4) INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS |

It is the intent of the facility to document'
and investigate any events involving
lallagations of mistreatment, neglect,
inhuse, injuries of unknown source and

FORM CMS-2687(02-89) Pravious Viralans Obstlets Event 10:MPIIT1
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DEFICIENCY)
F 225 Conlinued From page 14 F 226|Miseppropriation of resident property in
or icensing atithorities. accordance with state and federal
:regulatory requirements.
Tha facility must ensure that el alleged vio!stions {.
:nzlol:i'ng mj‘s"ﬂgau?e"t& neglact, or ablm:. 1. Resident #4 has been re-assessed for
ncluding Injuries of unknown source ani ; .
misappropriation of resident property are reported :gg:;:: b:zai‘:g:ﬁd P];“ ?f ‘.’f‘.re
immediately to the administrator of the facility and afFhas b ce lor tacility
to other officials in eccordance with State law Stalt has been conducted on 8/10/15
through established procedures (Inciuding to the regarding the abuse reporting
State survey and certification agency). requirements.
2. Anin-service for facility staff hes
The facility must have evidence that all alleged been conducted on 8/10/15 regarding ﬂ\é
violations are thoroughly Investigaied, and must the abuse reporting requirements \
prevent further potential abuse while the 3. An in-service & fg °lq sk
investigation is In progres. ; 1ce for faoility staff has
been conducted on 8/10/15 regarding
Tha results of sl investigetions must be reported the abuse reporting requirements,
to the admlnlslratgr or his designatelr.l » i
representative and o other officiala In accordence An audit of incident reports fro
with State taw {Including to the State survey and forward has been condgcted to :‘ssf:f:egns
cerfification agency) within § working days of the that allegations of abuse have b
Incident, and if the alleged violation is verified reported een
appropriate corractive aetion must be taken. ported.
The ED or designee will audit the 24
hour alert charting fog and the incident
g’hls REQUIREMENT Is not met as evidenced log weekly to assure al legations of abuse
¥ A
Basad on medical record review, re\#el!w of ?tala SRl e
survey agency incident logs, and staff interviaw, jp— )
the facility falled to investigate and raport an Trends ldentgﬁed will be reported to the
allegation of abuse for 1 of § Incidents reviewed QAPI committee monthly and as needed
(#4). The findings were; until a lesser frequency is deemed _
appropriate. Compliance shall I
1. Raview of the nursing note dated 6/16/16 (iste compll:te by Ay gt}:st 18 201a5 ge |
entry) showed a CNA reported that resident #4 ! )
was “caught holding both the arms of another
resident” and the other resident “was screaming
for help [and] crying.” No injuries were noted.
Faciity ID: WYDD43 If continualion sheel Pege 15 of 42
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| the allegation at that time.
F 253 | 483.15(h){2) HOUSEKEEPING &
55=E | MAINTENANCE SERVICES

i The facllity must provide housekeeping and

| maintenance services necessary to melniain a
' sanitary, orderly, and camnfortable interior.

|

. This REQUIREMENT is not met as evidenced
| Based on observation and steff interview the
facility failed {o provide a sanitary and
waell-maintained environment In 3 of 4 rasident
hallways. Tha findings were:

1. Observalion of the floar in the haliway neer
room 306 on 7/30/15 at 2:10 #M showed there
ware 10 tlas measuring 12 inches x 12 Inches

that ware cracked.

| 2. Observation of the *Aspen Room" floor on
7130/15 at 2:14 PM showed there were 18 tiles
, measuring 12 inches x 12 Inchas that wara
' cracked.
3, Obgarvation of the floor outside the chemical
| storage area on 7/30/15 at 2:16 PM showed there
' ware 10 tiles measuring 12 inches x 12 Inches

! that were cracked.

0838-0381_
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: DEFIGIENCY)
j
F 226! Continved From page 15 F22%
I
[ 2. Review of the state tl:ur\feyal sllgené'.v lnhc;cclleg:e lop i
d not show the allegation A :
|on 7129115 di F253 483.15(h)(2
E reported to the state survey agency. 1 HOUSEKEEPING &
. 3, Interview wilh the administrator on 7/30/15 8t | NANCE SERVICES
, 10:38 AM ravesled she wae unaware of the | It is the intent of this facility to provide a
i allegation, and was opening an Investigation into sanitary and well maintainod

F 253 environment, ;

1. The 10 floor tiles in the hallway near
room 306 have been replaced. An in-
service to facility staff on reporting
areas of needed repair to
maintenance was conducted on
8/10/15.

The 18 floor tiles in the “Aspen

Room” have been replaced. An in-

service to facility staff on reporting |

areas of needed repair to '
maintenance was conducted on

8/10/15.

3. The 10 floor tiles outside the
chemical storage area have been
replaced. An in-gervice to facility
staﬁ: on reporting areas of needed
repair to maintenance was conducted

B
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| " on 8/10/15.
F 2531 Continued From page 18 F253 4, The9 floor tiles outside room 406
[oTon lion of the foor outald 406 on and the 13 floor tiles outside room
4, Obaervation of the e room 406 o e e
| 7/30116 gt 2:22 PM showed thers were 9 lies :fi,{tfg'}:z?“’;*’;f:;"m e
. measuring 12 inches x 12 Inchas that were ¢ needed . porting
crackad. Continued observation at that time . ereas of needed repair to
showed 13 files measuring 12 inchea x 12 inches l maintenance was conducted on
that were cracked outside of room 407. : 8/10/15.
6. Observation of the floor In the “Anislope Al 5. The S floor tiles in the sitting are near
: ervation of the floor In the “Antelope «A ntelope Aly” and the 3 tiles near
sitting srea on 7/30/15 at 2:25 PM showed & ties the"dfr;":ﬁlit’; e oy
measuring 12 Inchag x 12 inchea that were laced. An in-servics to facili
cracked, Continued observation at that time gl el Sy e LI ity
showed 3 Hles measuring 12 inches x 12 inches staff on reporting areas of needed
that were cracked cutside the dirty utifity room, repailrtc; maintenance was conducted
on 8/10/15.
8. Observatfon of the floer batlwean room 414 and . |
room 416 on 7/30/15 &t 2:30 PM showad there @ T": 9 ﬂ°°4f tiles between room 414
| ware 9 tiles measuring 12 inches x 12 Inches that and room 416 have been roplaced.
! ware cracked, An in-service to facility staff on \gl
i reporting areas of necded repair to \
7. Qbsarvation of the Roor near the oxygen maintenance was conducted on
s:torage'i axit on 7/30/16 ;a; fsg PM sgoweds - 4 tles 8/10/15.
measuring 12 inches x 12 inches an [ : N
measuring 7 inches x 12 inches that were g :;2:: e g the oxygen
cracked or braken. rage area measuring 12 inches x
12 inches and the 5 fioor tiles {
8. Observation of the ehower room on the rehab measuring 7 inches x 12 inches have
: west hell on 7/30/16 tzt 2:4:a E‘Mtshowed m:;es been replaced. An in-service to
were gaps between the ti at measure facility staff on reportin
; inches in length, where the watar flowed between repaizo maintenal:\ce wﬁ:gi’zzte d
i them, and which could not be effectively claanad. on 8/10/15.
j 8. Observation of the hall ouiside room 402 on 8. The shower room on the refab west
17/30115 &t 2:18 PM showed the ven! cover was hall has been taken out of service.
I off and sharp metal adges were axposed. 9. Vent has been repaired. An in-service
! te facility staff on reporting aress of
* 10, Observation of raom 407 on 7/30/1% at 2:20 needed repair to maintenance was |
l PM showad the wall hed damage 10 the comers conducted on 8/10/15
 near the bathroom. Area #1 was four Inches from | i I
Even! 1D MP1311 Facity 10: WY0043 It comtinustion shest Page 17 of 42
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- 10, All damaged noted in room 407 has
F 263 Cantinued From page 17 v F283  beenrepaired, An in-service to
the floor and measured 28 inches In length, with facility staff on reporting areas of
exposed metal and underlying drywall. Area#2 | repair to maintenance was conducted
was four inches from the no::l and n:eazured 18 on 8/10/15.
inches In length, with exposed metal an .
underlying drywéll. Continued observation at that L il damaged notec! 1oom 411 has
tima showed a hole in the wall behind the empty been repaired. An in-service to
bed closest to the entry door, The hole measured facility staff on reporting areas of
13 inches by 6 1/2 inches. needed repair to maintenance was
conducted on 8/10/15.
PM showed the wall had damage te the corners hall has been taken out of service
! near the bathroom. Area #1 was four inches from 13. The show: th h'ab
SO e e e o e " all has been taken out of servics
1 exposed metal end unde drywall, Area #2 : .
| started at the flioor and measured 23 Inchas In i Grand rounds have been completed to
{ength, with exposad metal and underlying ' identify other areas in need of repair. A
drywall. complete renovation is planned.
12. Interview with the administrator on 7/30/16 at ED or designee will conduct weekly |
8:45 AM showed there was a plan lo remodel the rounds to idﬁnﬁfy further pOtBﬂﬁB.l
faciiity; however, there was no documented environmental issues
timeline far correction. :
13, Interview with the maintenence director en Trends identified will be reported to the
7/30/15 at 2:50 PM confirmed the areas were QAPI committce monthly and as nceded
damaged and because of the damage the facliity untit a lesser frequency is deemed
‘é":':'gg’;%t \?r:lalshlgrl?hzﬂs%cc:ug?r:l;:? the tiles, the appropriate. Compliance shall be
F 278 483,20(d), 483.20(k)(1) DEVELOP PR AT b A B
85=£ | COMPREHENSIVE CARE PLANS
A facility must use the results of the assessment
| \o develap, review and revise ihe resident's
: comprehensive plan of cere.
The facility must develop a comprehensiva care
| plan for each resident that Includes measurable
: objectives and timetsbles to mest a resident's
|
AORM CMB-2507(02-09) Pravious Varsions Obuclets Evani iD:MPiat1 Facily (D WYDD43
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F 279 | Continuad From pﬁge 18

‘ naeds that are identified in the comprehensive

i assessment

! highest practicable physical, mental, and
psychosocial wall-being as required under

| due to the resident's exercise of rights under

| under §483.10(b){4).

' plan of care for behavlors for 3 of 3 sample
residents with behaviors (#4, #28, #35). The
findings wera:

had dlagnoses that Included dementia with
behavior disturbance, diabetes mellitus,

The following concerns were identifiad:
Increased behaviors at the and of May, 20185,

the resident's vision was very impalred.

timed 2:15 PM, showed "Resident transfarred
| from 300 hall to Frontler hall room [room
number]. Confused about change. Keeps
wandering to front and talking with nurse.

y madicsl, nursing, and mental and psychosocial

| The care plen must describe the services that are
! to be furnished to atiain or makntain the resident's

§483.25; and any services that would otherwise
| be required under §483.25 but are not provided
| §483.10, including the right to refuse treatment

This REQUIREMENT Is not met as svidanced

by:
B’Tased on medical racord review, family Interview
and stafi interview tha facllity fallad to develop a

1. Review of the face sheet showed resident #35

hypertension, generalized pain, and constipation,

a. Interview with a family member on 7/30/16
at 9:20 AM, ravealad the residant began lo have

when the facllity moved the resident fo a different
| room. Addltionally, the famity member revealed

b. Review of the nursing note dated 5/27/15,

F 279! F279 483.2(d), 483.20(k)(1)
DEVELOP COMPREHENSIVE

CARF PLLANS

It is the intent of this facility to develop a
plan of care for behaviors that is
individual to each resident’s needs.

1. Resident #35 no longer resides in the \
facility. b Bl

2. Resident #28 reassessed and care plan
has been updated. Social Services and LN
staff have been in-serviced on the
importance of behavioral care planning
and behavior management and facility
staff has been in-serviced on documenting
behaviors,

staff has been in-serviced on documenting
behaviors.

3.Resident #4 has been reassessed and
care plan has been updated.. Social
"Services and LN staff have been in-
serviced on the importance of behavioral
care planning and behavior management
and facility staff has been in-serviced on
documenting behaviors..
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F 279 ! Continued From page 19 ,  F2719{ 4. Social Services and LN staff have
i Re-directed to [room number]. Explained that this been in-serviced on the importance
; was [hls/her] new room. Res [resident] expressed of behavioral care planning and
| items were missing will continue to monitor." behavior management dsfa o
| ¢, Review of tha nursing nole dated 5/27/18, stafF has been Lomcrrioss cility
| timed 9:30 PM, showed "Rt [residen{] hed 2 room p a5 been in-serviced on :
i change today to [room number). Rt [residant] had ocumenting behaviors, |
an increass In behaviara. {S/he) hit another it . \
[resident] in the back of {his/her] head. No injury An audit of the 24 hour alert charting logJ
. noted to rt [resldent)... [Resident] fretted and was and the behavior monitoring sheets has
: confused, upset, “scared" of [hia/her] naw been completed to assure residents with
« surroundinge myself and other C.N.A.'s (sic)..." behaviors have a plan of care i
| " d. Review of the “Determining Cause of plan of carc in place. G\\B\\g
| Disruptive Behaviar” form dated 5/27/16 showad An audi .
! tha resident hit another residant. Possible triggers n audit of the behavior monitoring
i for the resident's behavior wera listed as Sh_\‘-ef-'-' and the 24 hour alert charting log ||’
"confused due to room change.” will be conducted weekly by the Social
i 3 Rav::?w[ c;f $e '::#‘msh;‘g ngt; d;tedlslzgﬁ!.] Services Director or designee to assure 1
med "NOC" [night shift] showad, "Res [residen reside q ;
remaing confused and agitated over room change e nts with behaviors have a plan of
and roommate. Contin rediracting and y
gssisting res [rasident) with ADLs. PRN alivan ce s .
givan. Resident continues to wander, 88k Trends ‘dﬂﬂt{ﬁed will be reported to the
questions, require assistence with tasks res QAP! committee monthly and as needed
[resident) can accomplish indep {independently) until a lesser frequency is deemed
ex [axample]: opening bathroom door, finding appropriate. Compliance shall be
| room, |nokiﬂg for CIDH‘IQS, etc..." complete by Augusr 18 2015 I
f. Review of the nursing nota dated 5/30/15, » c
. timed "NOC" [night shift) showed, “Res [resident] | 1
| remains confused and easly aglated tonight.
! Obsessiva re: toilet paper. Requires constent
| redirection. Res [resident] put sacks In tollet, kept
I finding rolls of tollet paper and taking lo room. .f
l PRN ativan given..."
! g. Review of the |DT note dated 6/3/16,
i untimed, showed *[Resident] Is In an “okay" mood
| today. Res {resident] is on ativan and depakote
for dementia and behaviors. [His/her] BIMS score
|Is 11 [Sihe] has & hard time steeping and Is often
| feefing restless. [Resident name] often has
Evenl ID:MPIBI Faclity ID: WYDD43 If continualion sheet Page 20 of 42
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F 279 I Continued From page 20
| wandering lendencles which puts (sic) no one at

other resident's rooms. {Resident name] is
indepandent with ADLs, (S/he] sometimes naeds
1o be pointed in tha right direclion of where to go
when [s/he] gets turned around. (S/he) has bad
ayesight and wears glasses..,” There was no
analysis of the rasldent's agitation, and no
recommendations for inierventions to assisi the
resident In adapting to new surroundings.
h. Review of nursing notas showed the
; residant refused a shower on 6/11/15, 612116,
+ and 8/15/15 and was leaving large amounts of
iollet paper and stool In the loflet that wera
! causing ths toilet to be plugged.
i I Review of the nursing note dated 6/20/15,
' imed 11 PM, showad the resident had been
| wandering the facllity hailways, "locking for
! [hister] room" and when pasaing ancther
| resident in tha haliway, hit that resident on the
| back of the head with an open hand.
J. Review of the "Determining Causa of
Disruptive Behavior” form dated 8/30/15 showed
 the resident hit another resident on the back of
i the head, Possibla triggers for the disruptive
1 behaviar were dascribed as “Hes been very
| meody and sggressive last couple days.
i Unknown cause,”
L k. Review of the resident’s medical record
 ravaaled a physiclan order dated 7/7/15 1o
. transfar tha resident {o a diffarent facliity as a
| tamporary placemant for behaviors.
i. Interview with the DON on 7/28/15 8t 4 PM
i revesied a care plan had not yat been developed
' for the resident by the new corporation, and the
' facility had baen basing care for the resident on
the care plan developed by the former owners.
| Raview of that care plan, with a print date of
| 1/8/15, showed no changes In Inlarventions in

risk. {S/he] has a habit of taking loilet paper out of

l
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F 276 Continued From page 21
, responsa to the resident's increased behaviors
after the room change.

2. Raview of the actlvities cere plan showed

. resident #28 had diagnoses that Included anxlety,
dementia with behavior disturbancas, depressive
disordar, epllepsy, and peraistent Insomnia,

: Review of the nurse's notes ahowad the resident
was tamporarlly discharged to & behavioral hesith
Facility on 7/7/15 due te behaviors, violent

. outbursts, and hitting other residents. The
rasident was re-admittsd to the facillty on 7/17/15.
The follewing concerns were identified:

| a. Review of a nurse's note dated 7/17/15,
timed for tha "NOC [night)" shift, showad the
resident was wandaring until approximately 2 AM.
A wandergard was placed on the resident's right

| ankle. The resident atiempted “numereus times”

| ta leave the facility out the “back daor by 02

| [oxygen] tanks."

b, Ravisw of & nurse's note dated 7/18/15,
timed for the "NOC" shift, showad the resident
was wandering the “majority of the shift."
Continued review showed the rasident was found
urinating "throughout building" and going Into
other resident's reome "causing agitation to other

| regidents."
' ¢. Review of a nurse's note dated 7/19/15,

timed for the *NOC" shifi, showed the ragident
was "wandering helis and other resident rooms.
Verballzes {a) desire to leave.” Further review
! showed the resident raquires “constant cues to
{ urinate In bathraom, not haliways, dining room,
: other res, room etc.”
d. Review of nurse's notes dated 7/20/18,

timed 5:30 PM, showad the rasident was

| observed urinating In the dining room and

' heliway,

a. Raviaw of nurse's note dated 7/28/15,

F 279
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F 279 | Continued From page 22 F 279
| timed for the "NOC" shift, showad the resident

gonﬂnued to pace halls and tried to urinsts on the
oor,

f. Review of the care plan dalad 7/23/16
showed the facllity did not develop Intarventions
10 pravent the resident from antaring other
i rasidants’ rooms, Furthar review showed the only

Intervention for inappropriste urination was (o i
j "check bathroom door throughout the day to -
" meke sura it's not lockad.” Further review showad
the facliity did not cara plan intervantions for
behaviors, viclent outbursts, end hitting other 6“{
residents, or Interventions for behaviors that were 18\\
previcusly ldentified and resulted in disclrarge on
71716,
. @, Review of the *Interim Plan of Care" that
| was undated showed the resldent was
| independent with tolleting and reguired
*occasiong| staff check.” Further review of the
behavior section showed the rasldent was
irritable, confused, and forgatiul; however, no
interventions were identifisd.

3. Review of the face sheet for resldant #4
showed an admission date of 5/18/15, with
diagnozes that Included Alzheimer's disease,
dementla with bshaviors, carebravascuiar
gccldent (CVA - stroke), detusions, and
psychosis. Review of the nursa's notss showed
the ragidant waa temporarily discharged to a8
behavloral health fecility on 7/7/15 due to
Increased behaviors. Review of the Nursing
Admission Evaluation showad the resident was |
readmitted to the fsellity on 7/17/15 and indicated
the residant’s mental status was confused,
forgatful, withdrawn, agitated, combative, and
saxually ineppropriate, The following concamns
ware identified:

a. Review of the nurse's note dated 71915
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F 279 Continued From page 23
and timed 3:30 PM showad the resident "became
combative™ and siappad and punched a CNAwho
. was assisting him/her to the tollet. Tha nurse's
| note dated 7/22/15 and {imed 12 AM showed the
rasident was "ripping [his/her] badroom screen
apart [with) part of heater vent [sthe] tore off wall,”
was “sbusive 2nd Inappropriate with staff," and
““was grabbing other female residants.” The
nurse's nele datad 7/22/15 and timed $:30 PM
showed the resident hed behaviors inchuding
."invading personal space and improper remarks-
| pregnant staff member was punched by ras
. [resldent)] as she trled to assist (him/er] to bed."
The nurse's note dated 7/25/18 and timed 11 PM
* showed the resident was "wandering end talking
and bothering other resident [sic] end trying to
touch staff."
b. Interview with CNA #1 on 7/28/15 at 3:20
. PM revesled she had not recalved sny training or
education regarding the resldent's behaviors. She
stated that it was “trial and error” and the resident
I "can be very difficult at times to redirect.”
c. Intarvisw with CNA #2 on 7/29/15 et 8:35
AM ravealad the resident could get aggressive
when she tried to provids cares, and thet she
| would iesva the resident elone to calm down. She
stated she was "sfrald somatimes" of resident
' #4's reaction to other residents. She confirmed
| she had not recelved any training or aducation
' regarding the resident's behaviors,
d. Interview with CNA #3 on 7/30/15 at 8:40
AM revesied she had not recelved any training
regarding the resident's behaviors. She stated it
[ wss "trial and error to see whal werks” regarding
| the bahaviors, and that she found rediraction or
 leaving the resident afone and re-approaching
| later worked for her.
. Review of the intarim Plan of Cars,
_undated, "Behaviorall Mental Status" indicated

F279
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F 279 Continued From page 24 F 279
the resident was alart, but the resident was not |
 Identified as having behaviors, nor wers there
interventiona In place related to behaviors.
f. Interview with the DON on 7/30/15
beginning at 3:45 PM revaaled the facility had
been using the nterim plan of care since F309 483.25 PROVIDE |
admission CARE/SERVICES FOR HIGHEST
WELL BEING |

4, Interview with the administrator, CON and
regional director of clinical sefvices an 7/30/15
beginning at 345 PM revesled each episode of
resident behaviors was reviewed at the IDT

i masting the following day, and the care plan was
to be updated as needed.

F 309! 483.28 PROVIDE CARE/SERVICES FOR

ssag | HIGHEST WELL BEING

Each resident must receive and the faciiity must
provide the necessary care and services to attain

It is the intent of this facility to foliow
physician orders and completely
idocument the administration of PRN
|rnedications and accurately transcribe
F 308 physician orders into the MAR. :

1. Resident #35 no longer resides in the
facility. An audit of current facility

or maintain the highest practicable physical,
mental, and psychosocisl wail-baing, in

and plen of care.

accordance with the comprehansive assassment

medications regimens has been conducted
to assure that orders are in eccordance
with physician’s orders, transcribed
correctly and documented correctly. An

in-service for LN staff was conducted on q\ﬁ“{
8/10/15 regarding physician's orders,
transcription and documentations
medications.

i This REQUIREMENT is not met as evidencad
! by
Based on medical record raview and staff
Interview, the Facility falled to follow physiclan
orders for 2 of 10 sample resldants (#14, #35),
falled lo completely document the edminisiration

| of PRN medications for 3 of 10 sample residents
(#4, #8, #11), and failed to accurately transcribe
physician orders onto the MAR for 1 of 10 sample
residents (#1). The findings wers:

Regarding physician orders:
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2. A medication reconciliation has been °
1. Ravlew of the face sheat f?': reisldr'&t 1:'35 completed for resident #14 to assure
showed sfhe had diagnoses that include : ; i
diabsies mellilus. Review of physician's orders cﬁe: migczm;:[m;;\:lﬂ?;ysi::n
showed an order, with an order date of 2/4/15, for L Y ez
glucose checks to ba performed on the resident aud;t of current facility medications
three times weekly. The following concems wers regimens has been conducted to assure
fidentified: that orders are in accordance with : {
| a.Review of the June, 2016 TAR shawed physicians orders, transcribed correctly H\ @
| documentefion of giucose checks was missing on and documented correctly. An in-service
A e K e L for LN staff was conducted on &/10/15
: " b. Interviaw with the DON on 7/28/15 at 4 PM regarding physicians orders, transcription
| cenfirmed the glucose checks hed not been and documentations medications, .
1 parformed.
: Regarding the documentation of PRN
{ 2. Review of the 7/6/15 admisslon MD8 medication administration:
| assessmant showed resident #14 had diagnoses
lé\:‘l'llenwc!g??:el lﬂ?ﬂg} b;g[“nésﬂxg. :howa“d “"Srnf: = 1. A medication reconciliation has been
| resident recelved promethazing HOL (an completed for resident #11 to assure
| anti-psychotic and anti-emstic) 25 mg threa times orders are in accordance with physicians
' daily. Revisw of the June, 2015 MAR showed the orders and accurately transcribed and
| resident recelved promathazine HCL. 25 mg by PRN documentation prompt available.
; mouth thrae times dalgrh?om igf‘ 6 ""lr 6{7! 15, An in-service for LN staff was conducted
aleate (en i . . .
o Mot andl antemet) g by mouth lon 8/10/L5 regarding physicians orders
| thres times dally from B/8/15 through &/30/15, transcription and documentations
- The following concerma were identified: medications.
. 8. Review of the physician order
' recapitulation for May, 2015, signed by the
. physieian on 5/14/15 shewed an order for
| prachiorperazine maleate 5 mg by mouth three
times daily. There was no order to administer
. promethazine HCL 26 mg, and no order to hold
| the administration of prochlorperazine maleates §
mg.
b. Review aof the physician ordar
recapitulation for June, 2015, signed by the
Bvent ID:MPIB11 Faciilly 1D WYB043 It continuation shes! Psge 28 of 42
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! phyelclan on 6/5/18, ehowad an arder for

|' prochlorperazine maleate 5 mg by mouth three

' imes daily, There was no order lo adminiater
! promethazine HCL 25 mg, and no order to hold
! the administralion of prochlorperazine malests 5
' mg.
e ¢. Interview with DON on 7/29/15 at 2:45 PM

administer the promethazine HCL, or to hold the
prochlorperazine maleats,

} Regarding the documentation of PRN medication
+ administration:

1. Review of the 7/8/15 admission MDS
assessment showed resident #11 had diagnoses
! that Included depression, anxlely disorder and

! hypoxemia. Review of the July 2015 physiclan

| order recapltulation showed the resident had an
order, dated 6/26/15, for Ativan (an anti-anxiety

' medication) 0.5 mg 1 to 2 tablets thres times dally

i as needed, and an order, dated 7/14/15 for Ativan

" 1 mg by mouth three imes daily ae needed. The

i following concerns were identiflled:

| a. Review of the July, 2015 MAR showed

| between 7/1/15 and 7/14/15 the resident received

1 13 doses of Ativan, howaver, there was no

! dacumentation o show the reason the medication

i was adminigtered, whether 1 or 2 tablets had

i basn adminlstered, or whether the administration

| was effsctive.

b, Further raview of the July, 20156 MAR
showed between 7/14/15 and 7/27/16 the
resiient racelved 14 doses of 1 mg Alivan,

« howaver, there was no documeniation to show

! the reagson the medication was adminiatered, or

E whether it was efiective.

: 2. Review of the 7/14/15 admission MD&

confirmed the faeility did not have a valld order to |

F 308! 2. A medication reconciliation has been

completed from residents #6 anto assure
orders are in accordance with physicians :
orders and accurately transcribed and |
PRN documentation prompt available. |
An in-service for LN staff was conducted
on 8/10/15 regarding physiciens orders,
transcription and documentations

medications.

3, A medication reconciliation has been
completed for residents #4 to assure
orders are in accordance with physicians
orders and accurately transcribed and
PRN documentation prompt available,
An in-service for LN staff was conducted
on 8/10/15 regarding physicians orders,
transcription and documentations
medications.

4, An in-service for LN staff was
conducted on 8/10/15 regarding
physicians orders, transcription and
documentations medications.

Regarding the transcription of
physician orders onto the MAR:

I 1. Medicel records and LN staff in- |
serviced 8/10/15 regarding medication
transcription review policy and procedure. |

B|iahs]
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| An audit of current facility medications
regimens has been conducted to assure

that orders are in accordance with |

F 309i Conlinued From pags 27
! agsesament showed resident #8 had dlagnoses
| thatinciuded non-Alzheimer's dementls, mild
! cognitive Impalrment, and dementia without

i |
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROFRIATE
i BEFICIENCY)
i
|

behaviors. Review of the July 2015 Physiclan physicians orders, transcribed correctly |
! Order Sheet showed the resident had an order for and documented correctly. |
| Xanax (an anli-anxl’%ty m;dlcation) ?.ﬁs mg every |
| 8 hours as neaded for anxiety, The following e ; .
concerms were ideniified: $ge‘ DOEI tgr cll\zs;g'ee wﬂ:daudnt the new,
2. Review of the May, 2015 MAR showed the § and the 8 weekly to assure
residant recaived Xanax 10 times, with no transcription and documentation is B ﬂ
evidence of the reason for administration snd no complete and accurate. V2™
! documentation of ils effectivaneas.
b. Review of the MAR for June, 2015 showad Trends identified will be reported to the
the residenft r|<1acelved Xanaxdaa tlm‘eii wlt?‘ no . | QAPI committee monthly and as needed
evidence of the reeson for administering the . .
medication, and no documentation of its until a lesser frequency is deemed
effectiveness. appropriate.
¢. Review of the July 2015 MAR through July

! 27 ghowed the ragident received Xanax 28 times,

. with no evidance of the reason for adminlstering
the medication and no documentation of Its

: effectiveness.

| 3. Review of the face sheet for rasldent #4 ,
i showad an sdmissian date of §/19/16, with |
- diagnoses that Included Alzheimer's diseass,
dementia with bahaviors, sarebrovascular
accidant (stroke), delueions, and psychasls.
| Reviaw of the MAR for Mey 2015 showsd the
resident hed an order for "Alivan [an anti-anxiety !
medication] 1 mg" as needed avery hour, up to 3
: mg (n 3 houra, not to exceed & mg per day. The
following eoncerns were [dentified: -
a. Reviaw of the May, 2015 MAR showed the |
realdaent recaived Ativen 17 times with no
gvidence of the resgon for administration and no
documantation of its effactivensss. 5
| b. Review of the Junse 2015 MAR showed the
| resident received Ativan 84 timas, with no
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Contintted From page 28
avidence of the reason for administration and no
documentation of its effectiveness,

4. Interview with the administrator, DON and
raglonal director on elinical services on 7/30/15 at
3:45 PM confirmed the expectation that
documeniation of the administration of PRN
medications ahould Include the reason for
administration and the effeciveness of the
administretion.

Regarding the transcription of physiclan orders
onto the MAR:

1, Review of the face sheet showed residant #1
was admitted on 7/26/15 from enother skilled
nursing facility, with diagnoses that included
Alzheimer's disease, dementia with behaviors,
generalized pain, anxiety, ahd depreasion.
Admigslon orders for medications Included
~Seroquel [an antl-psychelic medication) 12.8 mg
1 [tab] PO Q HS {1 tablet by mouth every night at
bedtime}, ... acetaminophen 660 mg 1 tab PO
TID [1 tablet by mouth three times & day].* The
following concems wers [dentifisd:

a. Review of the July 2015 MAR showed the
following handwritten order. *7/26/16 Seroquel
12.5 mg PO q BiD PRN" [by mouth two times a
day 88 neaded]. The ordar for "BID" was
handwritien over a previous order and made the
original order liegible. Review of the July 2015
physictan order recepitvlation showed the order
wiitlen as "SEROQUEL FIC 25 mg (1/2 table
(12.6 mg)) TABLET Oraf" with the frequency
Indiceted as “As Needed Two Timas Baily
Starling 7/26M15."

b, Further review of the July 2018 MAR
showad the order for acataminophen was typed

Inta the MAR as "Tylencl 8 hour B50 mg (1 tab)

F 308

B\Id;{
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ihree times datlly.” However, the *1 tab" had a
handwritten allaration to read “2 tab,” equaling
1300 mg per dose, Instead of the 650 mg
ardered.

¢. Interview with the DON on 7/30/15 at 5:10
PM confirmed the corract dosage for the
medications was tha original admisslon orders.
Continued interview et that time revealed the
resident had besn recalving Seroquel 12,8 mp
once daily at bedtime and acateminophen 325
mg 2 tablets three times a day. Thea DON also
confirmed that the madications were writien In the
MAR incorrectly, and the MAR ghould not have
been altered by writing aver an exlsting order,
Further, it was confirmed the July physielan order
recapitulation showed an incomect order for the
Seroquel.
483,25(c) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facility muet ensure that a resident
who enters the faciiity without pressure sores
doas not develop pressure sores uniess the
individual's clinical condition demonstrates that
they wera unavoldable; and a resident having
prassura sores receives nacessary iraatment and
gservices lo promote healing, prevent infection and
prevent new asores from developing.

This REQUIREMENT Is not met as evidenced
by: .
By;sed on obaervalien, medical record review,
staff interview, and policy and procadure review,
the facllity falled to Imptement interventions to
promote heafing and prevent worsening of
pressure uleer for 1 of 1 sample residents (#32)

Bl

F314 F314 483.

TREATMENT/SVCS T
PREVENT/HEAL PRESSURE
SORES

It is the intent of this facility to jmpiement
interventions to promote healing and
prevent worsening of pressure ulcers.
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Fagilty 10: WYD043 U continuation shest Paga 30 of 42



08/18/2015 13:02

DEPARTMENT OF HEALTH ANC HUMAN SERVICES

ENTERS FOR MEDICARE & MEDICAID SERVICES

FAY) P.035/051

PRINTED: 08/12/2015
FORM %F;PROVED

STATEMENT OF DEFICIENCIER oviD
Smancrameeices [ SRR | e conecToN
vinoss . WING 07/30/2018
NAME OF PROVIDER OR SUPPLIER BTREETADDRESS, CITY, STATE, ZIF CODE
1326 8BAGE STREET
e ROCK S8PRINGS, WY 82801
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION {8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEE ACTION SHOULD BE COMPLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROES-REFE!EBI;;”EE'Z:OT;;E APPROPRIATE OATE
F 314} Continued From page 30 F 314
with a pressure uicer. The findings were;
1. Reylew of the 7/9/16 edmigslon I!':"Dds L e :
asseasment showad resident #32 had dlagnoses - Resident #32 has been
that included cersbrovascular accident, muscle promotion of healing to th;e:f :::::‘gm
disorder, and generzlized pain. Further review plan of care has been updated. LN ¢ er
showad the resident required the tolal assistance e ted. LN staff 6
of 2 or more persons for transferting and the breakd 1c¢d on prevention of skin \B
exiensive aasiatance of 1 person for bed moblllty, own and treatment of wound to
dressing, and personel hygiene and the resident promote healing on 8/10/15. Current
was al riak for pressure uicers. The following residents received a head to toe skin
concemns were [dentified: check to assure no other residents had
| @, Observation on 7/30/15 at 3:58 FM wounds. An audit of current resid
 showed the reaidant had an open area just below treatment sheets was conducted —
the leR buttock, near the schial tuberosity, that e e LI LT
had a bright red center and the edges of the o ctier unidentified wounds were being
wound sppaared white In color, The area was (reated.
:’cI:und in shape and approximately the aize of a An audit will be conducted weekly by the | :
me. H .
b. Review of the nurse’s note deted 7/27/15, 3‘0::5“" designee of the skin assessment
timed 1:10 PM, showed the resident had a "dime cets and the treatment books to assure
sized"” open area 1o the left buttack and “peste” there are no unidentified areas,
e dated 72716 Trends
<. Review of the nurse's note date 15, rends identified will
, limed 5:30 PM, showed the rasident was aware QAPI committes n‘:,:mtll’s rep%r:ed fa Lo
! of the braakdown to the buttocks area and until & lesser frequency i: ;:e “d'lBEded
expressed underatanding of the need to appropriate, Compli ; med
raposilion and to get up for meals and aclivities. pliance shall be
d. Review of the "Resident Weekly Skin complete by August 18, 2015.
Check Sheat" showed 4 separate weeks of
documentation, The "weak 2" asseasment dated
7120115, untimed, describad a "tiny scraich like
remainder” of left buttock wound. Review of the
“week 3" assesamant dated 7/27/15, untimed,
showed a “dime sized” open erea to left buttocks.
6. Review of the “Skin Integrity iImpeirment
Care Plan”® datad 7/15/15 showad the resident
was at high risk [for skin breakdown], had
impaired functianal mobliity, and was incontinent -
FORM CMB-2657(02-88) Previous rsions Ctaniels Event [D:MM51Y Facitly ID: WYD043 If continvetion sheet Pags 31 ol 42
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i £ Review of the July 2015 TAR showed there
were no new orders for treatment to the left
buttock wound after identification of the wound on
7127/18.

g. Interview with the DON on 7/30/15 st 4:30
PM raveaied sha was not eware the resident had
a wound. In addition, she stated the nurses
should report wounds via the 24-hour report, and

. 4 days without proper treatment could hava had a
negative sffect on the wound.

h. Review of the "Skin integrity” policy

| updated July 2014 showed “Procedura...7, Upon

i discovery of a newly identified skin Impaimsnt
(abrasion, brulse, bumn, excoriation, pressure
sora, rash, skin tear surglcal wound, etc.), the LN

_[Licensed Nurse] completas the following:

Documents skin impairment that includes

measurements of size, color, and presence of

odor exudates, and prasence of pain agsoclated
with the skin Impairment in the nurse's notes and
on Wesekly Wound Evaluation. Notifies the

Physician and oblains a Trastment order If

needed, document on the Treatment

Administration record {TAR) after

implemented...implaments interventions and

decument on the resident's care plan and Care

Directive...”
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of "fecal,”

323 483.25(h) FREE OF

F 323 | 483.25(h) FREE OF ACCIDENT F 323 ACCIDEN:!:
g8=D | HAZARDS/SUPERVISION/DEVICES HAZARDS/SUPERVISION/DEVIC
The iaciity must ensura that the resident ES
environment remalns as free of accident hazards
. 8 s possibla; and each realdent receives It is the intent of this facility to ensure
adequate supervision and agslstence devices (o that the environment remains fee of
prevent accidents. accidents and hazards.
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F 323 | Continued Fram page 32 F 3231, The water feature next to room 103 was
. iremoved on 7/30/15. An in-service for
facility staff was conducted on 8/10/15 on
l‘;ia REQUIREMENT s not met oe svidenced reporting hazards to maintenance. E
Based on observation end staif interview the 2. The »:ator7m; r:zt_to o 1?,3 e |
facllity failed o ensure the environmant remained R - An In-service 1o
free of accident hazerds for 1 of 1 wall-hung facility staff was conducted on 8/10/15 on
water faaturas in the securs unit. The findings reporting hazards to maintenance,
were; 3. The water feature next to room 103 was
removed on 7/30/15. An in-service for
LopaETvation o1 T e N facility staff was conducted on 8/10/15 on
water feature decoration was hung on the i .
the secure unit naxt to room 103. Further reporting hazards to maintenence.
observation at thet time shawad a pawer cord . .
was hanging dewn from this fixture, with the plug Facility grand rounqs were conducted to
at the level of the handrail, ensure that the facility is free of potential
hazards,
2. Observation on 7/20/15 at 12:05 PM showed y . . '
the powsr cord from the water feature continued g&?ﬁ:‘;ﬁ::;g‘: “"1:1"““3“;‘[;”““3’ |
to hang down from the fixlure, with the plug at the s a:lnr 9 and follow
leve! of the hendrail, procedure ior removal,
3. Interview with CNA #3 on 7/30/15 at 3:07 PM Trends identified will be reported to the %\l@l{(
revealed the steff member had to rediract8 QAPI committee monthly and as needed
resident from pulling on the cord of the wall until a lesser frequency is deemed
hanging. : appropriate. Compliance shall be
4, Intarview with the malntenance director on complete by August 18, 2015.
7130116 at 3:15 PM revealed the water feature
could be pulled off the wall and If it ianded on
someona It could injure them.
F 329 | 4823.25() DRUG REGIMEN IS FREE FROM F 328
ss=D | UNNECESSARY DRUGS
Esch resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug I any
drug when used In excessive dose (including
duplicate therapy); or for axcessive duration; or
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without adsquate monttoring; or without adequate fF 29 483.25(1) DRUG REGIMEN
indications for its use; or in the pressnce of IS FREE FROM CESSARY
adverss consequencas which indicats the dose '"DRUGS
should be reduced or discontinued; or any -
combinations of the ressons above. It is the intent of this facility to adequately
Based on & comprahenslve assessment of a monitor for adverse effects of
resldent, the facifity must ensure that residents medications.
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug Resident #14 has been reassessed via the
me:’alapy is nedces;a;y fo treat :d s:pc“ffliﬁc lrf:og::uon AIMS testing and results reported to the
s diagnosed and documented in the clin fcian. Resi
record; and residents who use antipaychotic 'r’:a’f;:s'::d ﬁf"t‘hd:“ﬁfg/}g ‘t‘::ﬁz“’“
g and
drugs receive graduel dose reductions, and " dto th s
behavioral Interventions, unless clinically results reported to the physician. LN staff
contraindicated, in an effort to discontinue thase was in-serviced on 8/10/15 on AIMS
drugs, testing and those medications requiring it.
audit of current facility residents
eiving medications that are known to
use tardive dyskinesia has been
This REQUIREMENT Is not met 8s evidencad completed to assure they have been
by: assessed using the AIMSs tool, Positive ﬁhd{
Based on obsarvation, medical record review signs have been reported to the physician.
and staff Interview, the faciliq‘ fall?ﬂd to u:dequa%alyf !
monitor for adversa effacts of medications for 1 0 c . g
10 sample residents (#14). The findings were: The DON or designee will audit
residents receiving medications
Review of the 7/8/15 admission MDS sssessment| ™
shewed resident #14 had disgnoses that included
lung, brain/spins, and liver cancer. Review of the
May, 2015 MAR showed the resident racelved
pramethazine HCL 25 mg thrae times dally.
Review of the June, 2016 MAR showed the
resident recelvad promethazine HCL (en 26 mg
by mouth three times dally from 6/1/16 until
8/715, and then recsivad prochlorperazine
maleate (an anti-emstic and antl-peychetic) 6 mg
Even ID:MPIAI FuclBly iD: WY0043 i conlinuatian shaet Page 34 of 42
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6/30/16. Review of the July, 2015 MAR showed
the rasldent continued to recaive the
prochlorperazine maleate 5 mg by mouth threa
times daily. The following concems were
Identified:

a. Observation of the resident on 7/28/16 at
10 AM showed the resident had a protruding
tongue. Review of the resident's medical record
falled to show an AIME (abnormal involuntary
movement scals) assessment had bean
complsted.

b. According to the State Operations Manus),
ragidents taking medications such a8
promethazine HCL and prochlorperazine malsate
must be adequately monitored for tardive
dyskinesia (a dizorder characterized by abnomal,
recurrent, Involuntary movements that may be
irmeversible and typlcally present as laters|
movements of the tongue or jaw, tongue
thrusting, chewling, fraquent blinking, brow
arching, grimacing, and lip smacking, although
the truck or other parts of the body may also be
affected).

¢. Interview with the DON on 7/26/15 at 2:46
PM revasled an AIMS agaessment had not been
previausly completed on the resident for the use
of prochlorperszine maleate, and that an
assessment had haen compleled that day.
Review of the nawly completed AIMS assessmant
showed tha resident's tongue protrusion was not
recorded In tha assessment. Further interview
with the DON at that tima revealed she had not
recorded the resident's tongue protrusion on the
asgsegsment bacause It was "not 8 new |
symptom,” 1|
483.60(a),(b) PHARMACEUTICAL 8VC - .
ACCURATE PROCEDURES, RPH

F 426
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F 320 | continued From page 34 £ 320 zeu‘:renu“"t ‘im‘ms"‘S weekly to assure
by mouth thres times daily from 8/8/15 through done assessmeants have been

Trends identified will be reported to
the QAPI committee monthly and as
needed until a lesser frequency is
deemed appropriate, Compliance shall
be complete by August 18, 2015.
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F 425 | Continued From page 35 F 425 PHARMACEUTICAL

|

| of 10 sample residents (#36). The findings were;
| 1, Reviaw of th face shest showed resident #35 |

The facility must provide routine and emergency
drugs and biclogicals to its residents, or obtain
them under an agreement described in
§483.75(h) of this part. The faclilty may permit
unlicensed personnel to administsr drugs if State
law permits, but only under the general
supervision of a licensed nursa.

Afacliity must provide pharmacautical services
{including procedures that assure the accurate |

acquiring, receiving, dispensing, and

adminlstering of il drups and biologicals) to meet
the needs of each resident.

The facllity must smploy or obtain the services of .
a licensed pharmacist who providss congultation
on all aspects of the provision of pharmacy
garvices In the facillty.

This REQUIREMENT i8 not met as evidenced

by:

Based on medicsal record raviaw, family
intervisw, and staff interview, the facility failed to
previded routine and emergency medications to 1

had diagnoses that included dementia with
behavior disturbance, diebetes meliitus,
hypertansion, generaiized pain, and constipation. :
The following concerns were identifed:

a. Intervisw with a family member on 7/30/5
at 9:20 AM revesled the resident bagan to have
incressed behaviors et the end of May, 2015

whan the facliity moved the resident to a different

RP§V HQACC!_JMIE PROCEDURES, :
= Sk

It is the intent of this facility to provide
routine and emergency medications to
residents.

1. Resident #35 no longer resides .
within the facility. In-service with
facility LN staff was conducted
8/10/15 regarding safe keeping of
residents medications that leave the
facility for a temporary period with an
anticipated return.

An audit of current facility residents
medications regimens along with their
supply of medications was audited to
assure ordered medications were
available,

The DON or designeé will audit the med ‘
supply weekly to essure discharged meds'
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room. According to the family member, the
resident was iransfarred to a behavioral cenler in .
another state to ba treated, with the expactation
the resldent would reium to the facility. The
resident retumned to the facllity on 7/17/15, but
was at the facllity only for a short tims due to
histher behaviors. The famlly member stated the
resident did not recalve any medications for
his/her agitation when s/he returned lo the facillty
on 7/17/16 because the facility had thrown the
resident's medications away after s/fhe was
transferred on 7/7/15.

b. Review of the resident’s medical record
revealed a physiclan order dated 7/7/16 to
transfer the rasident to a different facliity s a
temporary placement for bahaviors.

c. Raview of tha Residant Transfer Form
dated 7/7/16 showead the resident was being

behaviors,” The form Indicatad the resident's bed
was being held. i

d. Review of the incldant report daled 7/17/16
showed the resident returned lo the faaitily on
7717115 and was sent to another facility soon afier
on that day. However, review of the clinical record
showed no nursing notes afler 7/1/15, no .
admisslon arders, and no nursing assessment of
the reeident sfter his/her retum.

o. Interview with the administrator, DON, and
ragional director of clinical services on 7/30/16
beginning at 3:456 PM revealed the resident's
medicationa were destroyed after hisfher 7715
transfer. The DON was unable to explain why the
meadications ware destroyed, saying It was “not
the usual pragedure” for medications to ba
destroyed when a resident was temporarily H
transferred. Tha DON stated she was working on
another hall on 7/17/15, and did not know if the .
transfarring facility had glvan report on the

b
1
1

trensferred for traatment for "Intrusive wandering .

expected to return to the facility,

Trends identified will be reported to the
QAPI committee weekly and as needed |
until lesser frequency is desmed
appropriate. Compliance shall be
complete by August 18, 2015,

Bt
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reaident before he was returned to the faclilty.
Further, the DON stated the facility had difficully
getting “hard scripts [prescriptions]” from the
F 441 483.88 INFECTION CONTROL, PREVENT F 441 =241 48365 INFECTION
SeD | SPREAD, LINENS ! I(:‘ON'II;IFS'.;OL, PREVENT SPREAD,
The facllity must establish and maintain an
Infection Control Program designad to provide & It is the intent of this facility to ensure
safe, sanitary and comfortable environment and infection prevention practices are %\\SLG'

to help prevent the development and transmission
of disease and infection,

(a) Infection Conlrol Program

The facility must estabish an Infection Control
Program under which ft -

(1) Investigates, controls, and prevants Infections
in the facitity;

(2) Dacides what proceduras, such as isalation,
should be applied to an individual resident, and
(3) Malntains 2 record of incidents and correclive
actions related to Infections.

{b) Prevanting Spread of Infection

(1} When the Infaction Control Program
datsrmines thal a resident needs isolation o
prevent the spraad of infection, the facllity must
isolata the resident.

(2) The facliity must prohibit employees with a
communicable diaaase or infected skin lesions
from diract contact with residents ar their foed, if
direct contact wiill transmit the dissass,

(3) The facllity must require staff to wash their
hands afier aach diract resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens

followed.

1. Resident #32 has been reassessed for
safe transfer status while assuring proper
positioning of catheter. An in-service for
nursing staff was conducted on 8/10/15
regarding appropriate placement of
catheter bags during resident transfer.

An audit of current facility residents with
catheters has been conducted to assure
proper placement to prevent infection.

The DON or designee will conduct
weekly rounds on residents with catheters
to assure proper placement,

Trends identified will be reported to the |
QAPI meeting monthly and as nesded
until a lesser frequency is deemed
appropriate. Compliance shall be

omplete by August 18, 2015.
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Personnel must handle, stors, process and
transport linens so as to pravent the spread of
Infaction.

This REQUIREMENT Is not met as evidenced
by:
Basad on cbsarvation, staff interview, and
nursing procadure review the faclkty failed to
gnsure infection prevention practices were
followed by staff for 1 of 1 sample residents (#32)
with a urinary cathetar, The findinge were:

1. Revisw of the 7/8/15 admisslon MDS
pssegsment showad resident #32 had diagnoses
that included cerebrovasculer accident, muscle
disorder, and generalized pain. Further review
shawed the resident required the totel assistance
of 2 or more perzons for transferring and the
extansive assisiance of 1 person for bad mobliity,
dressing, and personal hyglens, Further revisw
showed the resident had & Foley catheter and a
history of urinary tract infection. The following
concems were idantifled:

a, Observation of & transfer on 7/208/16 at
9:38 AM shawad CNA#3 and CNA #4 positioned
the mechanical lift negr the reaident's bed and
atlached the straps of the sling that was under
the resident to the machanicsl lift. The residant's
urinary drainage bag was sacured to the Iift bar of
the machanical [ift. When the {ift was ralsed, the
urinary drainage bag was positioned above the
resident's bladder, Continued obsarvatien at thet
time showad there was urine in tha resident's
catheter tubing.

b. Interview with the DON on 7/30/15 at 10
AM ravealed the urinary drainage bag should
have been kept below the bladder to prevent

=
&
=N

FORM TME-2587{03-6%) Provious Vorsions Otwolals Event ID:MPB11

Facitty ID: WYG043

if confinustion shest Page 39 of 42

5
N



AN P.044/051

08/18/2015 1304

PRINTED: 08/12/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ENTERS FOR OMB NO. 0938-0391
STATEMENT URVEY
SiomenorosconEs b movoesenancuA | v waTiLE coneTLeON e sy
c
WYoo43 LT 0713012015
NAME OF PROVIDER OR BUPPUIER STREET ADDRESS, CITY, STATA, ZIP GODE
1325 SAGE STREET
e ROCK 8PRINGS, WY 82001
{x4) ID GUMMARY ETATEMENT OF DEFICISNCIES ) PROVIDER'S PLAN OF CORRECTION
PREFIX {RACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE combtanon
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROYB-REFERENCED 7O THE APPROPRIATE DATE
DEPICIENCY)
F 441 Continued From page 38 F 441
backflow of urine into the bledder as it can cause
en infection,
. According (o the sixth edition of
"Lippincofl's Nursing Procedures” by Lippincolt,
Wiliama, and Wilkans, 2013, "Indwelling Urinary
Catheter Care and Removal...Speclal
conslderations...To prevent reflux of uring, which
may contain bacteria, avoid raising the drainage
beg above the bladder."
F 514 { 483.75(1)(1) RES F 514
§$5=D | RECORDS-COMPLETE/ACCURATE/AGCESSIB F 514 483.75 RE :
C CORDS- | % 8
LE Igll\gL TEIACCURATE/ACCES
The fecllity must melntsin cinical records on each SIBLE /
resident in accordance with accepted professlonal It . |
standerds and practices that are complete; tis the intent of this facility to majnta:
accurately documented; readily accessible; and complete clinjcal : "
records on resid
syetematically organized. estdents.
1. Resid . .
The clinical record must contaln sufficient the fac";;t #35 no longer resides within
information to ldentify the raaldent; & record of the '
resident's egsesamants; the plen of care and 2. Resi .
services provided; the resulls of any - Resident #4 clinical record has been
preadmission screening conductad by the State; audited to assure record is compjeta ot
and progress notes, Zﬁ /15 re-admission, An in-ge fv ic: ;;:Ce
o e 4
ne U
This REQUIREMENT Ia not met es evidencad complete medical mio"r;:icnts for

by:
Based an medica! record review and staff
interview, the facllity feiled to maintaln complete
clinical records for 2 of 10 sample residante (#4,
#35), The findings wera;

1. Raeview of the face sheet for resident #356
revealed s/he was admitted ta the facllity on
10/7/2013, when the facilily was owned by a
different corporation. Further review ravealed tha
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resident had disgnoses that included damentie
with behavior disturbancs, diabates mellitus,
hypertension, ganeralized pein, and conatipation.
The following eoncerns ware identified:

a. Review of tha resldent's medical racord
revealed a physiclan order dated 7/7/16 to
tranefer the resident to a different facility as a
temporary placement for behaviors.

b. Further review of the madical record
showed no nursing noles were made after 7/1/185,
There was no documentation of the resident's
transfer or the need for transfar.

¢. Review of the incident repori dated 7/17/15
showed (he resident returned ta the faclfity on
7/17/18 and was sent o another faciiity soon
afler, Howaver, review of the clinlcal record
ahowed no documentation on the resident after
7/1185, no documentaiion Indicating the reafdant
returned to the faclity on 7/17/15, and no
documentation to Iindicate the nead for the
resident to be transferred again on 71715 to
anothar facillity.

2. Reviaw of the face sheet showed resident #4
was originally admitted to the facllity on 6/10/16
with diagnoses including Alzheimer's diseass,
dementia with behaviors, generallzed pain,
anxlety, and dapression. Review of the 7/7/16
nursa's note showsd the resident was temporarily
discharged to a behaviorai health facility on
717115, Review of the Nureing Admission
Evalustion showed the resident was readmitied to
the facility on 7/17/15. The follawing concerns
were Identified:

a. Revlew of a discharge notice dated 8/13/15
showed the notice waa provided to the rasiden!'s
POA, with a planned discharge date of 7/14/15,
Tha nolice indicated the resident wae 19 be
discharged to a residantial addrass, due to

non-payment,

manager staff was conducted on the
requirements for complete medical
records.

An audit of current facility residents
clinical records has been completed to
ensure no missing items,

The medical records director or designee
will audit newly admitted residents
records and discharged records weekly all
other residents records quarterly,

Trends identified will be reported to the
QAPI committee monthly and as needed
until a lesser frequency is deemed
appropriate. Compliance shall be
complete by August 18, 2015.
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b, Review of the rasident progress note
{(unlimed), datad 7/7/15 ehowad the rasident was
discharged to a bahavioral haalth facliity on that
date due to Increased behaviors. There was no
documentation In the notes o indicate the original
discharge plan had besn changed or why.
Further review showed no decumentation of
incroeased behaviors unth 7/7/15, the date of
diacharge.

3. Interview with the adminlatrator, DON and
regional director of clinical sarvices on 7/30/15
teginning at 3:45 PM revealad the opportunity to
send the residents {o the behavioral health facillty
"fell into [thelr) lap" and confirmed the lack of
documentation regarding tha trangfers.
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