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A complaint survey was conducted in conjunction
with a recertification survey by Healthcare
Licensing and Surveys on 7/25/18 through
7/28/16, The complaint survey was prompted by
complaint intakes #WY00002178, WY00002208,
#WYD0002210, WY00002215, WY00002219,
WY00002235, WY00002238, WY00002251 and
WY00002261,
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ADLs
ADON
CAA
CNA
DON
MDS
RN

Activities of Dally Living
Assistant Director of Nursing
Care Area Assessment
Certified Nurse Alde

Director of Nursing

Minimum Data Set
Registered Nurse

Less commonly used abbreviatlons will be
annotated In each deficlency,

483.10(c)(2)-(5) FACILITY MANAGEMENT OF
PERSONAL FUNDS

Upon written authorlzation of a resident, the
facility must hold, safeguard, manage, and
account for the personal funds of the resident
deposited with the facllity, as specified In
paragraphs (c)(3)-(8) of this section.

The facllity must deposit any resident's personal
funds in excess of $50 In an Interest bearing
account (or accounts) that is separate from any of
the facility's operating accounts, and that credits
all interest eamed an resident's funds to that

-account. (In pooled accounts; thers must be a

F 159

F-159:
MANAGEMENT
PERSONAL FUNDS

FACILITY
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Corrective Actions:

Resident #104 has had their funds
returned to them.

Identification of Others:

An audit was completed by the
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BOM to determine if any other past
F 158 | Continued From page 1 F 159| residents are owed monies not

separate‘accounffng-fmwt:h“réﬁmermrfare,)

The facllity must maintain a resident's personal
funds that do not exceed $50 in a non-interest
bearing account, interest-bearing account, or
petty cash fund.

The facility must establish and maintain a system
that assures a full and complete and separate
accountfng, ar_:co_rding to generally accepted

refunded tmmely. Those found to
not have had a timely refund have
been remedied.

System Corrections:

The BOM will be educated on the
facilities policy on refunding
monies owed to  discharged
residents by the Administrator.

The BOM will develop a tickler file

-
i

funds entrusted to thé facility on the resident's
behalf.

The system must preciude any commingling of
resident funds with facility funds or with the funds
of any person other than another resident,

The individual financial record must be available
through quarterly statements and on request to
the resident or his or her legal representative.

The facility must notify each resident that receives
Medicaid benefits when the amount in the
resident's account reaches $200 less than the
S8l resource limit for ane person, specified in
section 1611(a)(3)(B) of the Act; and that, if the
amount in the account, in addition to the value of
the resident's other nonexempt resources,
reaches the SSI resource limit for one person, the
resident may lose eligibllity for Medicaid or SSI.

This REQUIREMENT is not met as evidenced
by

Based on financial record review and staff
interview, the facility falled to properly account for
and return monies pald to the facility on the
resident's behalf after the resident had

on discharged residents and follow
the facilities policy on refunding
discharged residents.

Monitoring;:

The BOM or designee will audit
discharged resident’s financial files
for any monies owed not returned
timely per policy weekly for one
month  then  bi-monthly until
resolved. The Administrator or
designee will do random audits
monthly. Any non-compliance will
be corrected. Results of the audit
will be presented to the Monthly
QAPI for effectiveness and
corrective action where necessary
until resolved,
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u
records reviewed (#104). The findings were:
Review of the Resident Account Family Member
Statement provided by the facliity on 7/27/16 for
resident #104 showed payments were made to
the facility by Soclal Security on 9/3/15 and
10/2/18,
Interview with the business office manager on
discharged from the facility oh 8/30/15, and the
facility continued to receive the resident's Social
Security payments through Qctober 2015, She
further revealed the facility had failed to return the
overpaid Soclal Security payments to the resident
or the resident's representative due to a change
in the faclilty's accounting system In October
2015, which had left her unaware the resldent
was owed funds,
F 164 | 483.10(e}, 483.75(1)(4) PERSONAL F 164
88=D | PRIVACY/CONFIDENTIALITY OF RECORDS l ‘ [{
. F-164 PERSONAL g VH (LS
The resident has the right to personal privacy and . : b
confidentiality of his or her personal and clinical PRIVACY/CONFIDENTIALIT &” )
Personal privacy includes accommadations, Corrective Actions:
medical tirealtment, writtan|and tele;;hone A privacy curtain has been installed
communications, personal care, visits, and : .
meetings of family and resident groups, but this n the.}1~a11 %00 shower room.
does not require the facility to provide a private Identification of Others:
room for each resident. The remaining shower rooms have
been checked for privacy curtains
Except as provided in paragraph (e)(3) of this and  curtains  placed  where
section, the resident may approve or refuse the necessary.
release of personal and clinical records to any
Individual outside the facility. ‘
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System Changes:
F164| The Administrator or desm,nee has

The resldent‘s nght to refuse release of personal
and clinical records does not apply when the
resident is transferred to another health care
institution; or record release is required by law.

The facllity must keep confidential all information
contained In the resident's records, regardless of
the form or storage methods, except when
release is required by transfer to another

educated the shower aides fo ensure
a shower curtain is in place in all
shower rooms and report to the
Administrator or designee any
rooms not containing a shower
curtain,  Non-compliant  shower
rooms will be remedied at that
time.

Monitorine:

nv ’H lgl l‘

contract: or the ras:dent

This REQUIREMENT s not met as evidencad
by:

Based on observation, medical record review,
and staff Interview, the facility failed to ensure
privacy curtains were In 1 of 4 shower rooms,
This failure resulted In lack of privacy for 1 of 1
sample resident (#1) observed recelving a
shower. The findings were:

Review of the 6/28/16 quarterly MDS assessment
showed resident #1 had an ADL seif-care
performance deficit due to Parkinson's Disease.
Review of the 5/23/16 care plan showed the
resident required extensive assitance with

bathing and personal hygiene care. On 7/26/16 at
8:16 AM, CNA#1 and RN #1 were observed
assisting the resident In the shower room.
Continued observation revealed the shower
curtaln that provided privacy for the resident was
missing. Further observation revealed RN #1
departed after the rasident was positioned in the
shower chair. When RN #1 opened the door, the
undressed resident was visible from the haﬂway
Inferviéw with the CNA at that time revealed she
did not know how long the curtain had been

The Administrator or designee will
monitor the shower rooms for
privacy curtains weekly for one
month then monthly thereafter until
resolved. A report of
noncompliance will be reported to
the QAPI committee for
effectiveness and corrective actions
where necessary until resolved.
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MIssing. DUring an nterview on 7726716 at 9:10
AM, the administrator verified the shower curtain
was necessary for privacy. He further stated the
curtain was possibly removed for cleaning and
had not been replaced.
F 241 483.15(a) DIGNITY AND RESPECT OF F 241
88=D | INDIVIDUALITY F-241: DIGNITY AND I
RESPECT or |y /4 %
The facility must promote care for residents in a INDIVIDUALITY.

SNANCEs each resigents algnify' and respect in

full recognition of his or her individuality.

This REQUIREMENT s not met as evidenced
by.

Based on chservation, staff and resident
interview, and medical record review, the facility
falled to ensure measures to malntain dignity
were effectively maintained for 1 of 18 sample
residents (#53) and 1 non-sample resident (#15)
observed during meal time. The findings were:

1. Review of the medical record showed resident
#18 required assistance with eating due to a
stroke and left sided impairment. Observation on
712516 at 5:25 PM revealed the resident was
served a single hot dog without a bun on a plate
with no other food items. Continued observation
revealed the resident made repeated stabbing
motions in attempt to slice the hot dog with
his/her one hand. Further observation revealed
another resident seated at the same table
intervened and sliced the hot dog for resident
#15. Al 5:40 PM, the social services director
wheeled resident #15 out of the dining room to
adjust his/her oxygen and returned at 5:50 PM, At
that time, the resident was posltioned at the table

Corrective Action:

Staff has been educated to ask
resident #15 if she would like
assistance with cutting up her food
when it is delivered.

Resident #53 had his therapy
scheduled at a time amenable to
him. Resident was discharged on
g/4/16.

Identification of Others:

An audit was completed by the
Therapy Manager or designee to
determine who requires assist with
meal set up, Those found to need
assist with meal set up have had
their care plans updated and staff
educated on the care plan and
resident needs.

The Therapy Manager or designee
has interviewed current residents
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hot dog.

2. Review of the medical record showed resident

#53 was admitted to the facility on 7/13/16 with

diagnoses that included peripheral vascular

diseass, a below the knee amputation and

Diabetes. This review also showed a physician's

order, dated 7/14/16, for therapy 6 days a week
WEERE TIeTVIEW Wi e TaSan
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who are participating in Therapy
F 241 Continued From page 5 F241| regarding a_ scheduled therapy
and resumed eating the pariially eafen Gola hot times. Those who requested a
dog. Staff did not offer a substitute or reheat the scheduled time has had it

scheduled.

System Changes:
Staff has been educated on meal set
up as well as offering a new meal

or walming up their plate if the
resident i pulled from the dmmo

| resident did not want to become Involved In

lOf B L ON
7/26/16 at 5:30 PM revealed the following
concerns: The therapy staff did not have
scheduled times for providing therapy services.
This lack of scheduled time made it difficult for
the resident to make plans for the day. The

activitles, vislting with other residents or watching
2 telovision show and be Interrupted for therapy.
Therefore, at times sfhe sat In the wheelchalr
wailing for hours until the therapist could provide
histher therapy. The resident had spoken to the
therapy staff about how this upset him/her, but
they had ignored him/her. The resident stated this
tack of caring about his/her feelings, "makes me
feel like | am a piece of nothing, like | am not
human®,

Interview on 8/27/18 at 9:25 AM with the director
of rehabilitation services, physical therapist #1,
and a certified occupational therdpy assistant #1,
revealed the therapy staff were aware of how the
unscheduled therapy times upset the resident but
they had not addressed this concern. At that time
the director stated arrangements could be made
to better accommodate the resident's desire to
have a more narrowed timeframe for histher
therapy.

room for a period of time by the
SDC. Staff will ask residents for
assistance with meal set up when
delivering their meals and set up
those who are care planned.

The Therapy Manager educated
staff to ask residents who have
orders for therapy if they would
like a scheduled time for therapy
during the initial evaluation.
Monitoring:

The Therapy Manager or designee
will monitor the dining services for
compliance with meal set up for
those who are in need and their
dignity and respect of the resident 5
times weekly until resolved. Non-
compliance will be addressed
timely and a report will be
presented to the monthly QAPI
committee  for review  and
corrective action where necessary
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88=0

RELATED SOCIAL SERVICE

The facllity must provide madically-related soclal
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

o xan "in PROVIDER'S PLAN OF CORRECTION L)
- BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
until  resolved.The 'I‘herapy
F 250  Continued From page 6 F250| Manager or designee will audit the
F 250 | 483.15(g)(1) PROVISION OF MEDICALLY F 2501  evaluations weekly Tor compliance

until  resolved. Non-compliance
will be remedied timely. A report
will be presented to the monthly
QAPI committee for effectiveness
and corrective actions made where
necessary until resolved.

- ; ~ E:250: PROVISION QE
TS R R EMENT IS TR 55 BVINENeS .
t',; ; d MEDICALLY RELATED ﬁ j 4 / Itr
Based on medical record review and resident SOCIAL SERVICES :

and staff Interview, the facllity failed t6 ensure
medically-related social service needs were met Corrective Actions:

for 1 of 18 sample resideénts (#42). The findings
were;

Review of the 1/29/16 physician's progress note
showed resident #42 had presented for a cataract
evaluation. The note further revealed the cataract
surgery was not being scheduled at that time, and
the physiclan recommended the resident return -
for a visual field test, Further review of the
medical record showed no evidence the visual
field test had been scheduled or performed.

Interview with the resident on 7/28/18 at 3:32 PM
revealed s’he was “...begging them o take the
cataracts out - at least try. | want to see if it helps
with my vision,"

procedure  on  tracking the
Interview with the saclal worker on 7/27/16 at 5:11 appointments to ensure they were
PM revealed he did not know if the follow-up kept, SSD or designee has

appointment for the visual field test had actually
occurred. He stated he had looked at the
calendar, and an appointment had been
scheduled for 2/23/18, but he did not know if the
resident had actually gone to the appolntment or

Resident #42 has had their Visual
Field test done on 2/28/16.
Identification of Others:

The SSD has completed an audit of
appointments made for residents
regarding their vision for follow up
appointments for the past 60 days, .
Appointments missed or not made
were remedied .

Systemic Changes:

Staff has been educated on the
process of making follow up
appointments and the facilities

developed a tickler file to track
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appointments made and ensure any
F 250 | Continued From page 7 F250) follow up_appointments ordered
f Inmmﬂmq will be made and kept.
the facility did not have a system in place for Monitoring:
tracking appointments and recommendations Tt . ) . .
made at appointments to ensure they were rez,ei ﬁfi:]\g“s:f tor orr?emgnefe dwé”
scheduled and completed. € ce Y_r Gport prepared by
F 253 | 483,15(h)(2) HOUSEKEEPING & F253| the SSD - or  designee for
s5=£ | MAINTENANCE SERVICES compliance. Non-compliance will
be remedied timely. The reports
The facllity must provide housekeeping and will be presented to the monthly
maintenance services necessary to maintain a QAPI committee for effectiveness
' ' rior. and corrective action necessary
until resolved.
This REQUIREMENT is not met as evidenced '
v: F-253: HOUSEKEEPING AND / y j [t
This requirement is not met as evidenced by: MAINTENANCE SERVICES ”7
Based on observation and staff interview, the
facilily falled to ensure a safe and sanitary o _
environment In 3 of 4 shower rooms, 1 of 1 C orrective Acuons.
activity room, 3 of 3 dining rooms, and 6 of 6 The floors in the 100, 200, 300,
hallways. The findings were: 400, 500, 600 hallways, the Main
. Dining area, the Sunflower Room,
Observation on 7/25/18 at 2:45 PM and again on the Dining area in the Secured unit,
7/28/18 a} 8:05 AM revealed the following the Activity room, and the carpet in
concerms: . .
the television room will have an
1. 100 hallway: abatement request submitted and a
a. Agouge in the floor tile that measured 1 contract in place to complete the
and 1/2 inches by 2 Inches and 1/4 inch deep was repair/replacement of the flooring
located between room 107 and 108. and transition strips on or before
b. Acracked floor tile In front of the rear exit 9/9/16 with completi
pletion of the
door measured 3 inches long. flooring d i d "
c. Floor tiles to the left of the entryway to ooring done within 45 days. The
room 107 had a 3 inch crack and a 2 inch crack push pins in the baseboard have
that radiated in a spider web pattern, been removed and the baseboard
d. Cracked floor tiles spanned the length of affixed. The ditrt and debris on the
the hali between rooms 105 and 106.
e. Asplit transition strip between the tiled
‘ FORM CM5-2587(02-89) Pravious Verslons Obsolete Event ID: N3Q11 Faclllty ID: WY0023 {f continuation sheet Pégé Bof24
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lower sills of the entrance doors to
F 253 | Continued From page 8 F253] the room and the vent have been

floor and the wood grained Hoor contamed an

accumulation of dirt and debrls,

2. 200 haliway;

a. A split transition strip between the tiled
floor and the wood grained floor contained an
accumulation of dirt and debris.

b. A split transition strip at the entry to the
shower rocm contained an accumulation of dirt
and debrls,

cleaned as have the Insecfs on the
wall, crevices and window frame.

The wax and dirt build up in the
Sunflower Room has been cleaned.
The inside bathroom door in room
303 had the crack repaired. The
sink in room 301, and 401 had its
drain fixed. The drain access cover

.
transition strip between the bathroom and living
area.

3. 300 hallway:

a, Cracks In the floor tiles near room 306
spanned six 12 by 12 inch tiles,

b. A split transition strip at the base of the fire
doors contained an accumulation of dirt and
debrls,

¢. Atransition strip was missing from the
entrance to room 308,

d. Five out of 6 cracked floor tiles spanned
the width of the hallway between rooms 303 and
310.

e. The inside of the bathroom door of resident
room 303 had a crack that measured 7 inches
long and 1 inch wide.

f. Resident rooms 304, 307, and 308 were
missing a transition strip between the bathroom
and living areas.

g. The sink In room 301 was slow to drain.

4. 400 hallway:

a. The transition strips at the entrance to
room 405 and 413 were split and contained an
accumulation of dirt and debrls.

b. The sink in room 410 was slow to drain.

oo 609 hag heen repaired

The Shower room in the 600
hallway has had the grab bar and
the wall on the base of the tub
repaired and the shower room deep
cleaned to include the shower
curtain. The Shower room in the
200 hallway has had the toilet
replaced and the  baseboard
repaired. The Shower room in the
Secured Unit has had the stored
items removed and has had the
cracked tiles repaired. The Shower
room in the Secured Unit has been
deep cleaned.

Identification of Others:

The Maintenance Director or
designee has rounded the facility
for flooring in repair, tiles cracked,
slow sink drains, and stained toilets
throughout the facility. Areas in
need of repair have had an action
plan completed with timetables and
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~ F253 Continued From page § F253] obtainable dates of completion
' 8. 590Tfhla"W5Y= w0 chined floor files at th The  THousekeeping  Laundry
a. There were two chipped floor tiles at the < or dec; .
exit door near roorm 508. One measured 1/2 by 1 Manage.x o dengm?B hag rounded
inch and the other 1/2 by 1/2 inch. the facility for areas in need of
b. Cracks In the floor tiles to the left of room deep cleaning, wax and debris build
508 extended 24 inches over three 12 by 12 inch up, or vents that need addressing,
tiles. o Areas found have been remedied.
¢. The entryway transition strip was missing Systemic Changes:
from room 507. The Maintenance Director or
6806 ;my‘ dpdgnpp. will round u/'epl(ly and
a. The floor near room 612 contained cracks repair items found timely. A
that radiated in a spider web pattern on four 12 by maintenance request form has been
12 Inch tiles. developed and staff educated on the
b. Bub}bled and crackedhﬂogrtlge‘ below t!;e d process to aide in the recognition
ginuciagiaer::\:z,;:tsag:'?gcgeart 8 lire door create and repair of areas of concern.
¢. Two gouged and chipped floor tiles near The Housekeeping and Laundry
the fire door divider measured 2 1/2 by 1 inches Manager will do weekly rounds
and 1/2 by 1 Inch and created an uncleanable and spot check room and common
S“ﬁ?le% edt fioor s In front of 504 areas for cleanliness, wax build up
- Lragked Tioor tiies In front of room and debris throughout the facility
extended aver four 12 by 12 Inch tiles. ; oo | ,. e
e. The drain access cover to the ieft of the Any areas in need will be addressed
sink in room 609 was loose which exposed a at that time or at the earliest
metal edge. In addition, thé mopboard in the opportunity.
comner to the left of the sink was pushed back into Monitoring:
the wail which exposed 1/2 inch of uncleanable The Maintenance Director and the
surface. Housekeeping  and  Laundry
Observation on 7/28/16 at 9:05 AM revealed the manager will present their round
following concerns in the dining and activities reports to the Administrator weekly
rooms: tor review and corrective actions
1. Main dining room: needed.  The Administrator or
a, Clreular cracks at the (?omers of theifloor designee will do random rounds to
tiles and linear cracks in multiple 12 by 12 inch leani ad
tiles throughout the expanse of the room, ensure cleaning and repairs are
, 2. Sunflower dining room: ‘
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- being completed.  The results of
F 253 | Continued From page 10 F253| the round reports will be presented

- ning area
and the hallway was missing.
b. Multiple circular cracks at the corners of
the 12 by 12 inch floor tiles throughout the
expanse of the room.
¢, Wax and dirt bulldup on the mopboards
underneath the radiator.

3, Dining rcom/televislon room In the secure unit;
a, Linear cracks extended over 18 of 20

to the Monthly QAPI committee

for effective and corrective actions
taken where necessary until
resolved.

dining area.

b. Azigzag gouge in the floor to the right of
the south exit doors extended over seven 12 by
12 inch tiles.

¢. Acrack on the floor near the north
enirance to the television room spanned the width
of a 12 by 12 inch tile.

d. The carpet In the televislon room had
multiple stains of varying sizes throughout the
room, The high traffic areas of the carpet and
behind the recliner next to the outside exit door
had stains that were uncleanable.

e, The baseboard to the left of the north
entrance door to the television room was held to
the wall with push pins.

f. The television room had dirt and debris
buildup on the lower sills of the entrance doors to
the room and on the vent, in addition, dead
Insects were on the wall and in the crevices of the
window frame.

g. The well to the left of the outside exit door
had multiple scrapes and peéling paint.

h. The cslling in the television room above
the north window was cracked and joint tape and
compound had peeled away from the surfacs,

4. Activity room:
&, Acrack In the floor extended over two 12

FORM CMS- -2587(02-66) Previous Varsions Obsolate Event D 5N3Q 14
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By 12 inch thes measured 16 nenes S ong.

Observation on 7/26/16 at 8 AM and again on
7/27/16 at 4.57 PM of the shower raoms revealed
the following concems:

1. Bhawer room in the 600 haliway:

a. Abuildup of insects in two of two light
fixtures,

b. The wall near the base of the tub on the

ﬂU
disintegrated plaster that exposed the metal
mesh and fell to the floor when touched,

¢. The grab bar fo the right of the shower
chalr was loose.

d. The bottom 6 inches of the shower curtain
was black with mildew,

2. Shower room In the 200 hallway:

a. The toilet bow! was stained brown,

b. The baseboard around the base of the sink
had pulled away from the cabinet,

3. Shower room in the secure unit:

a. The room was used to store a sit-to-stand
{ift, 3 dining room chalrs, 2 large garbage cans
without bags, and a portable oxygen canister.

b. The vent above the sink had a buildup of
dust.

¢. Two toothbrushes and an uncapped
toothpaste tube were laying on the sink,

d. Cracked and chipped pink ceramic tiles
along the bass of the tubroom created an
uncleanable surface.

interview with the malintenance director on
7128116 at 9:50 AM verified that the identified
areas needed cleaned and/or repaired.
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T2 T 483.20(0)(1) COMPREHENSIVE F272] 1272 COMPREHENSIVE o 41
| ss=E| ASSESSMENTS ASSESSMENTS i
The facility must conduct Initially and periodically \ o
a comprehenslive, accurate, standardized Corrective Action:
reproducible assessment of each resident's Resident #22, #42, #49, #50, #67,
functional capacity. #72, #78 has  had  their
. Comprehensive Assessinents
Afacilty must make a comprehensive completed and entered into their
assessment of a resident's needs, using the MR
by the State. The assessment must include at Identification of Others: _
least the foliowing: Residents with  Comprehensive
Identification and demographic information; Assessments completed in the last
Customary routine; 30 days will be reviewed for
Cognitive patterns; CAA’s (Care Area Assessments)
Communication; . i .
Vision: and if completed without full
Mood and behavior patterns; analysis  will have care plans
Psychosoclal well-being; reviewed for thoroughness related
Physical functioning and structural probiems; to each resident specific condition,
gﬁs’gg;eenglea;gnosis and health conditions System Measures:
10Ns; i -
Dental and nutritional status; DD%CR4/Dg¢1gx1ee h.as educat.c d 'the
Skin conditions; I . (Social Services, Activities,
Acﬁvity prSUlt; Dletary, MDS Staff) on the
Medications; completion of CAA’s and analysis
Speclal treatments and procedures; of findings. DDCM/Designee will
Discharge potential; review 2 -~ 3 comprehensive

Documentation of summary information regarding

the additional assessment performed on the care assessments weekly for four wecks

areas triggered by the completion of the Minimum then monthly for three months for
Data Set (MDS); and CAA completion with analysis of
Documentation of participation in assessment. findings.
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This REQUIREMENT is not met as evidenced
by:
v Based on medical record review and staff

; interview, the facility failed to ensure the
comprehensive assessment of resident needs in
a variety of areas for 7 of 18 sample residents

Monitor:

The facility will audit compliance
through  weekly  reviews of
conducted assessments. Results of
audits will be reported to the QAPI
for effectiveness and corrective
actions taken where necessary until
resolved.

(#22, #42, #49, #50, #57, #72, #78). The findings

Ware:

A 1. Review of the 5/28/16 admission MDS
assessment for resident #48 showed the
assessment triggered for further assessment of
the following caré areas: Cognitive
Loss/Dementia, Communication, ADL
Functional/Rehabilitation Potentlal, Urinary
Incontinence and Indwelling Catheter,
Psychosoclal Well-Belng, Behavioral Symptoms,
Falls, Nutritional Status, and Pressure Ulcer, The
following concerns were identified;

2, Review of the CAA for ADL
Functional/Rehabilitation Potential showed only
“[Resident] needs assistance with ADL's r/t
[related to] right sided hemiplegia, aphasic, s/p
ABD [after abdominal] surgery, acute pain r/t
surgery, balance issues." There was no analysis
of the resident's specific needs in this area.

b. Review of the CAA for Urinary
Incontinence and Indwelling Catheter showed
only "[Resident] has Incontinence r/t impaired
mobility, right sided hemiplegia, acute pain r/t
surgery, S/P ABD surgery with new colostomy,
urinary retention, poor balance, aphasia." There
was no analysis of the resident's specific needs in
this area.

c. Review of the CAA far Psychosocial
Well-Being showed only "[Resident] has a

“FORM CMS-2587(02-86) Pravious Versions Obsolets Event 1D; SN3Q11 Facliity I0: Wy0023 If continuation sheet Page 14 of 24
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p
psychosocial well being.” There was no analysis
of the resident's spacific needs In this area.

d. Review of the CAA for Behavioral
Symptoms showed only "If [resident] does not
understand how the staff is helping him he may
become upset." There was no analysis of the
resident's specific needs In this area.

2. Review of the 10/21/15 admission MDS

o1 2L
gasessmentiforresidentid-showed4he

assessment triggered for further assessment of
the following care areas; Cognitive
Loss/Dementla, ADL Functional/Rehabilitation
Potential, Urinary incontinence and Indwelling
Catheter, Falls, Nutritional Status, Pressure
Ulcer, and Psychotroplc Drug Use, The following
concerns were dentified:

a. Review of the CAA for Cognitive
Loss/Dementia showed only “[Resldent] exhibits
short and long term memory loss," There was no
analysis of the resident's specific needs in this
area.

b. Review of the CAA for ADL
Functional/Rehabiliitation Potential showed only
"Resident needs some assistance with ADL's 1/t
cognition issues, use of psychoactive
medications.” There was no analysis of the
resident’s speclfic needs In this area.

¢. Review of the CAA for Psychotropic Drug
Use showed "[Resident] exhibits short and long
term memory assoclated with her diagnosls.”
There was no analysis of the resident's spacific
needs in this area,

3. Review of the 5/13/16 admission MDS
assessment for resident #22 showed the
assessment triggered for further assessment of
the foliowing care areas: ADL
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lncontmence and !ndwemng Catheter
Psychosocial Well-Being, Activities, Falls,
Dehydration/Fluid Maintenance, Dental Care
Pressure Ulcer, and Pain, The foliowing concermns
were identified:

a. Review of the CAA for Activities showed
"Resldent has little Interest or pleasure In doing
things." There was no analysis of the resident's
speclfic needs In this area.

S 4. Review of the 6/27/16 significant change MDS

3 assessment showed resident #50 triggered in
areas including: Delirlum, Cognltive
loss/demeéntia, Mood state, Psychosoclal
well-being, Urinary incontinence and Indwelling
Cathster, Actlvities, Falls, Pressure ulcer, and
Psychotropic drug use. These triggered areas
required additional assessment. Review of the
CAAs fof these areas showed they were lacking
information and analysls.

5. Review of the 4/12/16 annual MDS
assessment showed resident #67 triggered in
areas including: Cognitive loss/dementia, Urinary
Incontinence and Indwelling Catheter,
Psychosoclal well-being, Pressure ulcer, and
Psychotropic drug use. These triggered areas
required additional assessment, Review of the
CAAs for these areas showed they were lacking
information and analysls,

6. Review of the 7/7/16 annual MDS assessment
showed resident #78 triggered In areas Including:
Cognitive loss/dementla, Visual function, and
Nutritional status. These triggered areas required
additional assessment. Review of the CAAs for
these areas showed they were iacking
Information and analysis.
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7. Review of the 3/13/16 annual MDS
assessment showed resident #72 triggered in
areas including: Cognitive loss/dementia,
Psychosocial well-being, Behavioral symptoms,
and Activities, These triggered areas required
additional assessment, Review of the CAAs for
these areas showed they were lacking
information and analysis.
f-interview-witrthe-MBS-reordirator-on-F28/46
at 3:50 PM verified some of the CAAs were not
comprehensive. The coordinator stated different
departments were responsible for various CAA
completion and there was a need for additional
training to ensure the analysis was being done.
F 274 483.20(b)(2)(ll) COMPREHENSIVE ASSESS F274
58=p | AFTER SIGNIFICANT CHANGE
Afacility must conduct a comprehensive ¥-274 COMPREHENSIVE it
assassment of a resident within 14 days after the ASSESS AFTER SIGNIFICANT ,7 14 / %
facility determines, or should have determined, CHANGE i
that there has been a significant change in the
resident's physical or mental condition. (For Corrective Action:
purpose of this section, a significant change orrective Action: i
means a major dacline or improvement in the Resident #21 had a comprehensive
resident's status that will not normally resclve assessment completed 8/2/16.
itself without further intervention by staff or by Identification of Others:
implementing standard disease-related clinical A review of residents with
interventions, that ﬁas an impact on more than assessments completed within the
one area of the resident's health status, and last 30 days | b eviewed
requires interdisciplinary review or revision of the ast JU days have been reviewed to
care pian, or both.) determine if a significant change in
assessment status was warranted
and not completed. If one was
This REQUIREMENT is not met as evidenced
by:
Based on medical record review and staff
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warranted and not completed an
F 274 | Continued From page 17 F274| _assessment was__initiated and
terview, completed.
slgnificant ?hange Mz?)s aﬁsessm‘ené ?l:‘r 1of4 System Measures:
sample residents (#21) who required that : )
asse‘:‘sment Tha E‘indings wereq: DDCM/Demgne‘:e ‘has educated the
IDT (Interdisciplinary Team) on
Review of the medical record showed resident identification of Significant Change
#21 was admitted to the facllity on 1/6/14 with in Status assessments .
diagnoses which included cellufitus and muscle RCMD (Resident Care
wasting. Review of the 1/7/16 quarterly MDS Management  Director)/designee
assessmem ghowed the resident required ity will review residents for sjionificant
10 , . b .
Impairments. Review of the 3/7/16 quarterly MDS Ci}ange In status during morning
assessment showed the resident continued to clinical meeting by reviewing
have no impalred extremities, used a wheelchair clinical dashboard, orders, 24 hour
and walker, and required supervision with all report, clinical rounding as well as
ADLs except transfers required extensive team discussion
assistance. Howaever, review of the 5/16/16 o '
quarterly MDS assessment showed the resident Monitor: , ) i
required extensive assistance with bed mobility, The facility will audit compliance
transfers, dressing, tollet use, and parsonal through  weekly reviews of
hyglene care. This review also showed the conducted assessments. Results of
resident had bilateral lower extremity impairments audits will be reported to the QAPI
and no longer used a walker. Interview with the for effectivencss and corrective
MDS coordinator on 7/28/16 at 5:30 PM verified , ' ’ N
the facillty failed to complete a significant change actions taken where necessary until
MDS assessment for the resident's decline in resolved.
status,
F 411 483.55(a) ROUTINE/EMERGENCY DENTAL F411
58=E | SERVICES IN SNFS F-411: ,
The facllity must assist resldents In obtaining ggﬁ%ﬁ?ﬂgg&g@gﬁggNm &’; / 4 / (0
routine and 24-hour emergency dental care, - . . L
Corrective Actions: (
A facility must provide or obtaln from an outside The facility has obtained an
resource, in accordance with §483,75(h) of this agreement  for  routine  and
part, routine and emergency dental services to emergency dental services.
meet the needs of each resident; may charge a
Medicare resident an additionai amount for
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% , Residents #9, #10, #19 have had
|- __F 411 Cortinued From page 18 F411) _appointments made and kept for
' routine and emergency dental Services; must if routine dental care.
2opolimmentss and by amanging ot ransporation Meutification of Others:
to and from the dentist's office; and promptly refer ! h‘? 88D has coxl}pleted an audit of
residents with lost or damaged dentures to a residents requesting or in need of
dentist. routine or emergency dental care.
Those needing dental care have had
. i appointments scheduled.
Th.ts REQUIREMENT is not met as evidenced Systemic Changes:
by: ) : ey Staff has heen edurated on _the
ensure dental services were avallable for 3 of 3 process of recognizing residents in
non-sample résidents (#9, #10, #19) who needed need of routine or emergency
routine dental care. The fidings were; dental care and the procedure for
On 7/25/16 the surveyor requssted evidence of scheduling appointments.
the provision of dentdl services. On 7/26/16 at 2 SfSD ?r des’g'?ee has c!eveloped a
PM the administrator stated they did not a have a tickler file to track appointments
current dental contract because it expired in made and ensure any follow up
March of this year. He further stated they could appointments ordered will be made
make arrangements for emergency dental care, and kept,
but did not htave 3 syst'em forle;\suglng reishid?]nts Monitoring:
recelved routine dental care. Interview with the nictratnr or declo i
soclal services director on 7/28/16 at 9 AM The Administrator or designee will
revealed he maintained a record of residents who review a weekly report prepared by
would receive dental care when they are able to the SSD  or designee for
provide this service and currently residents #9, compliance. Non-compliance will
#10, and #19 were waiting for routine dental care. be remedied timely. The reports
F 4411 483.65 INFECTION CONTROL, PREVENT F 441 will be presented to the Inonth]y
§8=D | SPREAD, LINENS QAPI committee for effectiveness
The facility must establish and maintain an and  corrective actions  where
Infection Control Program designed to provide a necessary until resolved.
safe, sanitary and comfortable envirenment and
to help pravent the development and transmission
of disease and Infection,
(a) Infection Control Program
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Program under which It -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decldes what procedures, such as isolation,
should be applied to an Individual resident; and
(3) Maintains a racord of incldents and corrective
actions related to infections.

(b) Preventing Spread of Infection

“SONMARY STATEMENT OF DEFICIENCIES (D PROVIDER'S PLAN OF CORRECTION x8) .
é’é‘é’é& {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
e REGULATORY DR LG D ENTIFYINGINFORMATIONY TR RING EAPPROPRIATE IATE
nsstcnancv)
N , F441 Infection Control, Prevent .
F 441 Contlnued Frompage 18 s F441] _Spread -
e Tac must estabiish an Intéction Lonfrol Correctwe Actions

Current LN staff has received
education on glucometer cleaning
between residents who require
routine gluocometer testing
including residents #34, #23, #30.
Identification of Others

All residents have the potential to

1w
determines that a resident needs Isolation to
prevent the spread of Infection, the facllity must
isolate the resident.

(2) The facllity must prohibit employees with a
communicable disease or Infected skin lesions
from direct contact with residents or their food, i
direct contact will transmit the disease.

(3) The facllity must require staff to wash their
hands after each direct resident contact for which
hand washing (s indicated by accepted
professional practice.

{c) Linens

Personnel must handie, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT s not met as evidenced
by:

Based on observation, review of policy and
procedure, and staff interview, the facllity failed to
ensure staff consistently disinfected the
glucometer {device used to test blood sugar)
after use for 1 sample resident (#34) and 2
non-sample residents (#23, #30) during random
observations of resident testing. The findings

baaffactad b ihic weaniiog
Gttt b S o8

Systemic Changes
The Staff Development
Coordinator or designee will.

educate Licensed Nursing staff on
proper decontamination procedures

for glucometers, including
disinfection between use with
residents. The Staff Development

Coordinator or designee will audit
compliance through 2 random
weekly observation audits per
nursing  unit  of  glucometer
cleaning,  including  cleaning
between residents for 4 weeks and
then monthly for 2 months. Results
of audits will be reported to the
QAA committee for tracking and
trending,

Monitoring

Results of glucometer cleaning
audits will be reported to the QAPI
committee monthly by the Staff
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' Development  Coordinator  or
F 441 | Continued From page 20 F441  desionce  and  reviewed.  for
were! effectiveness and corrective actions
Observation on 7/25/6 from 3:40 PM to 4 PM fake;’ d“’hem necessary  until
revealed RN #2 used a glucometer for testing resolvea.
resident #34's blood sugar level. Further
observation revealed the RN used the same
glucometer to for testing glucose lavels for
residents #23 and #30. Continued observation
revealed the RN did not disinfect the glucometer
at any time during the observation. After he
Tomp
glucometer into a zipped pouch. Interview with
RN #2 on 7/26/16 at 9:18 AM revealed he knew
the glucometer should be disinfected after use
but he had forgotten to do this, Review of the
Glucometer Decontamination Pollcy and
Procedure, revised 9/2015, revealed the
glucometer shouid be decontaminated with the
facllity approved wipes following use on each
resident.
F 466 | 483.70(h) F 465
55=D | SAFE/FUNCTIONAL/SANITARY/COMFORTARL
E ENVIRON F-465:  SAFE/FUNCTIONAL
The facility must provide a safe, functional, SANITARY/COMFORTABLE ? /ﬂ / (&
sanitary, and comfortable environment for ENVIRONMENT. ‘/l ‘
residents, staff and the public. 4\0/
Corrective Actions: {
) ) The ceiling near the three
'g)l;ts REQUIREMENT is not met as evidenced compartment  sink has  been
Based on observation, review of maintenance repaired.The missing ti.les were
requests, and staff interview, the facility falled to replaced throughout the kitchen.
ensure a safe and sanitary environment for staff The pipe under the sink has been
in 2 random locations. The findings were: affixed properly.The leak in the
1. Observation on 7/27/16 at 4:36 PM of the sink has been repaired The area
ceiling and the floor of the kitchen showed
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, DEFICIENCY) :
o behind the Ice Machine in the
F 465 | Continued From page 21 F465| Secured unit has been repaired and
T?ug‘:eg:reas included a section of the caxllng near the floor cleaned.
the 3 compartment sink which had cracked and %entx}t\i&: ation of ‘OﬂlER:S': )
missing material. Three tiles on the wall near a e Maintenance  Director  has
refrigerator unit were missing and the surface completed a facility rounding for
undefneath was unable fo be thoroughly cleaned. any areas or equipment in the
' The pipes under the 3 compartment sink were kitchen and around the ice
held together with black tape, and thers was a :

: leak from one of the sinks. Inferview with the mac}nnets' Ithaf ari ufafe’
distary manager on 7/27/16 at 5:15 PM verified nonfunctional, or unsanitary. Areas
teseoreaswers irTeed-ofrainterarce=Fhe found.swere remedied

manager stated she had filed work orders and it System Changes:
was slow to get the items fixed. Review of the The Maintenance Director or
mainténance request log showed a request dated designee will round the facilit
) Yy
?J:é 12 ;tovj‘:;’?;g:"ggﬂ,‘,ng in the kitchen repaired weekly for any areas that are unsafe
) or unsanitary and equipment or
2. Observation on 7/27/16 at 5:20 PM showed the fixtures that are nonfunctional or
area surrounding the ice machine located in the unsafe.  Areas found will be
secured unit was in need of maintenance. The remedied timely.
vl banin tne ce machine was open sxposing. Stafl has been cducated on the
the dry wall with dark colored spots and streaks. i;o?edure fODr. _ bolifying  the
The fioor was un-clean and there were damaged aintenance Director of similar
| tiles. Further, the area on the sides and behind areas in order to ensure they are
the machine were clutiered with plastic bags, remedied timely.
papers and boxes. Interview at that time with the Monitoring:
oontractedud!gttgwtggwigﬁg:gggggoz mﬂed the The Administrator or designee will
amr:l&:fe%r;ﬁcg an% cle al?‘dn g q review the maintenance logs and
F 520 483.75(0)(1) QAA ) F 520 weekly rounds reports weekly for
s=E | COMMITTEE-MEMBERS/MEET compliance.  The Administrator
QUARTERLY/PLANS will do random rounds weekly for
compliance. Any noncompliance
, will be remedied timely. The
A facility must maintain a quality assessment and . : :
assurance committee consisting of the director of reports will be submitted to the
nursing setvices; a physician designated by the
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. Monthly QAPI committee for
F 520 | Continued From page 22 _ F520) effectiveness and corrective actions
f ' orthe where necessary until resolved.
facilly's staff, 24
The quality assessment and assurance F-520: QAA Committee-
committee meets at least quarterly to Identify Members/Meet Quarterly/Plans / 4 / I
Issues with respect to which quality assessment Corrective Action: q !
and assurance activities are necessary, and Performance Improvement Plans
develops and implements appropriate plans of (PIP) have been written or revised (
action to correct Identifled quality deficiencles, to more effectively identify and
AL ﬂnrrgg&*mmhﬁnﬂ
A WS R .
disclosure of the records of such committee Deficiencies.
exceptinsofar as such disclosure Is related 1o the Identification of Others:
compliance of such committee with the A review of currently active PIP’s
requirements of this section. related to the non-compliant areas
Good faith attempts by the committee to identify was Complet?d by  the
and correct quality deficlencles will not be used as Administrator  for  effectiveness.
a basls for sanctions. PIP’s shown to be ineffective have
been revised by the QAPI
. d members,
’ll)’c'is REQUIREMENT is not met as evidence Systemic Changes:
Based on staff Interview, and review of previous The QAPI members have been
survey results, the facllity failed to ensure the educated on F-520 and the QAPI
quality assessment and assurance program was process by the District Director of
effactive identifying and resolving recurrent Clinical Operations. An effective
problems related to dignity, soclal services, QAPI committee will identify
unsafe and unsanitary environment, pressure . . : ;
ulcers, and housekeeping and maintenance. The issues with respect to which q.ua.‘l.lty
findings were: assessment and assurance activities
are necessary; and develop and
Review of findings from the facility's last surveys; implement appropriate plans of
dated 1/15/16 revealed the facility was cited for
their deficiencies regarding dignity, soclal
services, unsafe and unsanitary environment, and
housekeepmg and malintenance concerns.
Review of findings from the complaint survey
completed on 2/1 0/16 revealed the facility was
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action to correct identified qualit
F 520 quatty

Continued From page 23

F 620

__deficiencies.

07
pressure ulcers. Survey findings from this current
survey showed repeat citations in all of the above
areas and is evidence of the facility's inability to
sustaln compliance with the requirement to
ensure each resident receives adequate care and
services,

An interview with the DON on 7/28/16 at 4 PM,
revealed she had been the DON for

Monitoring
A weekly report on the progress of
the QAPI program and its

effectiveness will be presented to
the District Director of Clinical
Operations for effectiveness and

corrective actions where necessary
untibresaluad

approxtratety-G-rronths-and-during-the-time-she
and staff had identified problem areas Including
some of tha deflciencles cited during this survey.
She further stated systems had been developed
to address problem areas, but some changes
take more time than others.
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