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A recertification survey was conducted by
Healtheara Licensing and Surveys on 9/28/16
through 8/28/18. Complaints reviewed In the
course of this survey were complaint intakes
WY000002126, WYD00002248, and
WY000002282.

The following common abbreviations are used
throughout this document:

ADLs: Adtivities of Daily Living
CNA: Cerlified Nurse Alde

DON: Director of Nursing

MBS Minimum Data Set

RN: Reglstered Nurse }

LPN: Licensed Practical Nurse F156 - N 11/13/16
CAA: Care Afea Assessinent Correction for cited residents:

Facility notification board has been updated with
contact information for Stnte survey and

Less commonly used abhreviations will be Mg
ceriification agency.

annotated in each deficiency.

F 1566 | 483.10(b)(5) - (10), 483.10{b)}{1) NOTICE OF F 186 1dentification of other residents:
s8=8 | RIGHTS, RULES, SERVICES, CHARGES All residents have the potential to be affected by
equired postings nat being accessible.
The faciity must inform the resident both orally requifes postings &
and in wiiting In a language that the resident
understands of his or her righis and all rules and ) Systematic changes and Monitoring:
regulations govemning resident conduct and Audit will be conducted annually to ensure all
respansibilities during the stay in the facllity, The required postings are posted and accessible to
facllity must also provide the resident with the - * |residents and visitors. o
notice {if any) of the State developed under
§1919(e)(8) of the Act. Such notification must be Outcome:
made prior to or upon admisston and during the 100% of required postings will be posted in the
resident's stay. Receipt of such Information, and . facility and avallable for residents, visitors and staff,
any amendments to it, must be acknowledged in to see. Administrator or designee will collect data)
writing. from annual audit with discrepancics investigated
and resolved Data will be aggregated on dashboard
The facility must inform each resldent who Is and reported annually at long term care quality
_ ‘ ) mieetings with action plans as appropriate. _
- - | AHORATORY-DIRECTOR'S OR PROVIDER/SUPFLIER REPREBENTATIVES SIGNATURE — -~ e B =~ e o B BRE -

Any daficisncy slalament ending with a}: asterisk (*) denotes a daficlancy which the Inslitution may be excused from comecting providing #t {s detammined that
ather safeguards provide sufficlent protection to the patisnts, (See insluctions.) Excspt for nursing homes, the findings stated abovauamm discloable 60 days
following tha date of surv. a whether ar nol a plan of carraetion Is provided. For nursing homes, the above findings and plena of cémection ere disclessble 14

days following the date thege dccumen are mads avallable to the faclfy. If deficienclas are ced, an approvad plan of comaction Is requisite to coniinuad
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F 156

-hon-exempt resources-at-the time-of -

Continued From page 1
entltled to Medicald benefits, In witing, at the time
of sdmission lo the nursing facility or, when the
resldent becomes eliglble for Medicald of the
items and services that are Included In nursing
faclity services under the State plan and for
which the resident may-not be charged; those
other items and services that the facllity offers
and for which the resident may be charged, and
the amount of charges for those sarvices; and
Inform each resident when changes are made to
the items and servicas specified in parsgraphs (5)
(IXA) 2d (B) of this section.

Tha facillty must inform each resident before, or
at the time of admission, and periodically during
thie resident's stay, of servicas avallable in the
facllity and of chages for those services,
including any charges for services not covered
under Medlcare or by the facllity's per diem rate.

Ths facllity must furnish a written description of
legal rights which includes:

A description of the manner of protecting personal
funds, under paragraph (c) of this sectlon;

A description of the requirements and procedures
for establishing eligibility for Medicald, Including
the right to request an assessment under section
1924(c) which determines the extent of a coup!es

institutionalization and atiributes ta the communlty
spouse an equitable share of resources which
cannot be consldered avallable for payment
toward the cast df the Institutionallzed spouse's
medical care in his or her process of spending
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone

F 158
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FREFIX
TAG

SUMMARY STATEMENT OF DEFIC(EHG!ES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATION}

FROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

D
PREFIX
TAG

L
COMPLETION
DATE

F 156

-Haclity falled-to- ensure State surveyand - -

Continued From page 2

numbers of all pertinent State client advocacy
groups such as the State survey and certification
agency, the Slate licensure offics, the Slate
ombudsman pragram, the protection and
advocacy network, and the Medicaid fraud control
unlt; and a statement that the resident may file a
compiaint with the State survey and certification
agency conceming reskdent abuse, neglect, and
misappropriation of résident properly in the
facllity, and non-compllance with the advance
directives refuiremerits.

The facliity must inform esch resident of the
name; Specially, and way of contacting the
physiclan responsible for his or her care.

The facilty must prominently display In the faciiity
written information, and provide 1o residents and
applicants for admisslon oral and written
information about how to apply for and use
Medicare and Medlcald benefits, and how to
recelva refunds for previous payments covered by
such benéfits,

This REQUIREMENT s not met as evidenced
by:
Based on cbservation and staff Interview, the

certification agency information was prominently
displayed. The findings were:

Observation of the facllity noificafion board on
9/28/16 at 5 PM showed no information for the
State survey and certification agency was posted.
Interview with the administrator on 8/29/16 at 10
AM confirmed the information was available to

residents within the admission packet; however, it

F 156
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¢
535022 B WING . 09/29/2018
NAME OF PROVIDER OR §UPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
S00 W 8TH ST
PIONEER MANOR NURSING HOME GILLETTE, WY 82716
PROVIDER'S PLAN OF CORRECTION (Xs).
PO | BEGIENGY MUST B PRECEDED AY FULL PREFIK CH CORRECTIVE ACTION SHOULD BE | CONPLETon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY) -
F 241 11713716
F 156 | Continued From page 3 F 166| Correction for cited residents:
was not posted elsewhere. a.Resident #99 receive;d co}lld soup,] ur;luble o
F 241 | 483.15(a) DIGNITY AND RESPECT OF F241| remedy cold soup for that meal however
INDIVIDUALITY lemperalure of soup will be maintgined durmgi
S8=k service times.  Microwaving of food is not]
Thefacy st oo car orestnt T
manner and in an environment that maintains or
enhances each resident's dignity and respect In requesied otherwise
full recognition of his or her Individuality. b.18 rosidents receved meal 27 minutes afler
scheduled meal service time. Unable to remedy
current  meal  service however supervisor to
This REQUIREMENT Is not met as evidenced measure the time of meal service from beginning to
by: . end including adherence to scheduled meal service
Based on observation, and resident, family, and times. Meal service to be served per policy and per
Sfaff‘ﬂtelvflgw.éha fa‘i:m)‘ fa;leqr;? P%' °g?°t3 dignity meny unless requested otherwise
during 3 of 3 observed meals, The findings were:
c.Resident #77 received frozen peanut butter and
1. Review of the "LTC Nutritional Services Pollcy Jelly crustees sandwich. Replaced with hand made
and Procedures” last revised an 4/30/16 showed peanut butter and jelly sandwich. Frozen snacks
nelghborhood 5 (N5) meal service Hmes were will be removed from kitchen fo prevent
11:15 AM for lunch and §:15 PM for dinner. reoccurrence Meal service to be serv;d per policy
Further review showed the main dining raom and per menu unless requested othenwise
meal service time was 5:25 PM for dinner. The
following concerns were identified: d. 15 Residcnfs conct’:rncd t}!at meals are always
a. Observation of the nelghborhood 5 (N6) Inte and sometimes wait 45 minuies to 1 hour to be
dining room on 9/26/16 at 5:25 PM showed three served and food does not arrive hot. Pattern of
dietary staff members serving eight tables for a gclays and food temperature to be evaluated to
total of 28 residents. Observation at 6,04 PM Clomine root e Unable to rzsolvf’ thal. meal
showed 3 tables had not yet recaived their dinner, service result i d ents 23”2’.”;5 t."'“’sl n mf;al
while dess-en was being served toall of the other residents Icav‘i‘; ef;ﬁ?: rsi::s t: “f)il:t,isf?i?'ng W;\; s(;
| tables: Further observation showed resident#08 | - - resultine o oot o, BrIOR-10. g 000
’ h p g in potential weight loss and snacking
recejved a meal tray at 6:03 PM and stated "This unhealthy foods, Meal service fo be served
Is barely even wam". One of the dletary calihy 100ds. per
soup : b ident policy and per menu uniess requested otherwise.
staff members was summoned by the residen Meals to be at recommended temperature per
and warmed the soup In the microwave. At8:15 policy.
PM the final table was served dinner (1 hour after
the scheduled meal service time). e. Heating of plates in microwave during meal
b. Qbservation of the N& dining room on service limes immediately halted. Meal service 1o
9/27116 at 11:30 AM revealed 18 residents be served per policy and per menu bnless requested
otherwise . i
"~ FORMCMS:2567(02:60) Frovious Varclons Gbsaisla ~ ~ EventID:aakitt Fackily 1D: Wy0u21 " Woonlinuation shestPage 4of22
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE& MEDICAIDSERVICES . . . v OMB NO. 0938-0391_
NCIES X1 PROVIDER/SUPPLIERICLIA {(x2) MULTIPLE CONSTRUCTION (XS) DAYE SURVEY
iﬁgﬁmg%ggg%m ! 1OENTIFICATION NUMBER: A BUILDING COMPLETED
c
535022 B WING » pasRel2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

PIONEER MANOR KURSING HOME

200 WBTH §T
GILLETTE, WY B2716

ENCIES PROVIDER'S FLAN OF CORRECTION {%8)
EQ:E)F’& (mé&%éﬁgﬁrﬁﬂgaugg;gggé%ag BY FULL PR’gle (EACH CORREGTIVE ACTION SHOULD BE OGWLEﬂON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENGY)
F 241} Continued From page 4 F 241| F241 continued
awalting meal service. Continued ohssrvation f. #42 wondered why meals taking so long and
showed the hot cart amived at 11:36 AM and the checking temps and she had not seen them do it
first tray was served at 11:42 AM (27 minutes before, Meals to be at recommended temperature
after the scheduled meal service tims). per policy.
¢. Observation of the N5 dining room on
8/28/16 at 8 PM showed resident #77 was served 8. # 67 Meal was late Unable ta resolve that mesl
a pre-packaged frozen peanut butier and Jelly service for r.eSIdents howev_er d_cluys in mfal
sandwich. After taking one bite, the resident service result in decreased s.atlsfacuon, loPg wails,
threw the sandwich on his/her plate and stated"| residents leaving t-able prior to finishing fqod
don't want this crap, it is frozen in the middle. | resulting in potential weight loss and snacking
want a real peanut butter and jelly saridwich." unh_ealthy foods, Meal service to be served per
Dietary 'staff member #1 went to the kitchen and policy and per menu unless requested otherwise
retumed with a hand-made peanut butter and jelly ;m; to be et recommended temperaiure por
sandwich at6:15 PM. . )
d. mtemew with 16 residents on 2/2716 at 1 h. #6] meals often served late meal service often|
PM revealed that 15 of the 16 residents were appeared Unable to resolve that meal service for3
éonco;mgd that “me‘als are alwqys Iate" and rggdcnts however delays in meal service result in
Le:{sdeegt: dsgmi;nrelsh‘:;‘; ;?eg‘:;:tglss ?o;gagetg decrensed satisfaction, long waits, residents leaving|
' table prior to finishing food resulting in potential!
do not arrive hot but dietary staff members will wcigh?r:oss and snacking unhealthy fnodps. Meal!
warm food up when asked. service to be served per policy and per menu unless!
e. Observation of the main dining room on requested otherwise Meals to be at recommended’
9’28’18 at 5:33 PM ShOWEd tha diatal‘y Staff (empern[urc pcr pD“Cy.
checked the temperature of the food on the
steam table. The dietary staif then began plating J. Residents received soup and sandwiches instead
items and microwavead the plales befora of the regular meal and delay in meal service,
delivering them to residents, Unable to resolve that meal service for residents
f, interview with resident #42 in the main however delays in meal service result in decreased
dining room on 9/28/16 at 5:55 PM ravealed s/he salisfaction, long waits, residents leaving table
- *| wonderéd if the meal service was taking so long |~ -| prior-to finishing food resulting in potential-weight - -
because dletary stalf was checking temperatures loss and snacking unhealthy foods. Meal service o
and hedling the plates in the microwave and sihs be served per policy and per menu uniess requested
had never seen them do that before. otherwise. Meals (o be at recommended
g. Observation of the main dining raom on temperature per policy.
9/28/16 at 6:05 PM showed resident #67 was
seated &t a table in the main dining room, with no
food in front of him/her. Interview at that time
revealed the resident was walting for the meal to
be served. The resident stated the meal was late,
FORM CMS2587(02.99) Frevious Varsions Obsalata EventID:38%711  Facky D:wyooz{ " If continuation sheet Page 5of22
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STATEMENT OF DEFICIENCIES (X1) FROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION | {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING GOMPLETED
C
635022 B WG - 09/29/2016
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
800 W 8TH ST
PIONEER MANOR NU RSING HOME GILLETTE, WY 82716 ;
4D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAS CROSS REFERENGED Ig:; g:‘l')EAPPROPRIATE DATE
F 241 Continued From page § F241]| Identification of other residents:
and added "hopefully they'll serve soon... it : All residents have the potential to be affected by
taking forever." Continued observation showed delayed meals, cold meals and long waits for
the resident was served the meal at 6:13 FM. mea!s. This r'esults in c_old food and residents
h. Observatlon on 9/28/16 at 6:10 PM leaving table prior to finishing meal.
showad resident #61 and histher family member
silting at a tabla In the maln dining room, with no Systematic changes and Monitoring:
food In front of the resident. interview at that time I, Meal service palicies will be reviewed and |
with the residént revealed meals were ofién revised as necessary to ensure resident satisfaction |
served late. The resident added that evening staff and proper mea! serving. !
assisted hinvher to the dining room at 4 PM that 2.Dietitian , Nutrition Supervisor and Director of
svening, and s/he had been walting "a long time Nursing will provide staff education related to ’
sitting up" to be served. The rasident's famlily provision of meals per policy, use of microwave
member staled the meal service often appeared and temp monitoring, ;
"very disorganized, even when they have a lot of 3. Evaluation of staffing schedules to ensure |
staff' to help serve, Continued observation adequate staffing for all meal service times to |
ls:ra‘(c;wed the resident was served the meal at 6:13 provide meal service timely and efficiently with |
. . . . " appropriate temperatures. !
i. interview with the ragisterad dletmaq on 4, Audit too! developed to measure the timeliness |
9/28/16 at 6:07 PM revealed serving the dining of meals per policy. Data will be collected and -
room should only take about 20 minutes. Further, monitored on the quality assurance dashboard |
the food on the steam table is supposed to be monthly. i
gg:bﬁsgi‘h%uéggzg:t food from the kitchen after 5. Nutrition leadership rounding during meal times |
) i to ensure adherence to policy regarding meal times, !
J. Observation on 9/28/16 at 6:10 PM dietary service and temp monitoring. Process improvement !
staff began offering residents soup and strategies will be implemented as needed.
sandwiches instead of the regular meal. Further i
observations at 6:20 PM hot items were taken Qutcome:
from the kitchen and swapped with ltems on the 1. P
R
| steam cait. At6:40 PM showed the last resident &am‘:i‘f,i‘:‘so‘ﬁ:j; be served within desiguated time
g:g;’:as “passed; 67 minutes aftermeal service™ 2. Meals will be served within recommendcd o
k. Iriterview with the registered diefitian on ;cng?:gff;ﬁssf';%:s d il coll
9/29/46 at 10:35 AM revealed the dietary Fom  andits - momhl "'S'g“elf will collct data
department was down 2 full ime employees and it dl g mm} g with _discrepancies |
there was a call off on 9/28/18 which affected the inve B ed on dashboncd with staff. Data will be
sverig mes! service. long.serm care quality. astrance. mectngs Sf'
F 250 | 483,15(g)(1) PROVISION OF MEDICALLY F 250 meetings wi
S5=D | RELATED SOCIAL SERVICE action plans es appropriate,

|

FORM CMB-2567(02-98) Previous Veralons Obsulals
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c
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
$00 W BTH ST
PIONEER MANOR NURSING HOME GILLETTE, WY 82716
(xd ,b SUMMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
A8 REGULATORY OR LSC IDENTIFYING INFORMATIGN) 740 caoss_aerensgg;lg!;ﬁ g\x;n)s APPROPRIATE
F 250 | Continued From page 6 F 25D| F250 11713/164
Cor'rection for cited residents:
The facillty must provide medically-related social Resident #16 expired on 10/15/16, unable to
services to attain or maintain the highest resolve dental issue for this resident. Family
practicable physical, mental, and psychosocial not}ﬁed on 09/29/16 and daughter stated she would
well-belng of each resldent. be in the following weel to get them. Despite
communication with family, dentures were not
picked up for repair.
This REQUIREMENT Is not met as evidenced i Identification of other residents;
by: All residents have the potential to be affected b
Based on cbservation, medical record review _ denture related issues with defay in follow ug
and staff Interview, the facility failed to ensure - processes,
medically-related soclal services were provided
for 1 of 1 sample resldents (#16) with a need for Systematic changes and Monitoring:
dental services. The findings were: 1. Dental policies will be reviewed and revised ag
necessary.
Review of the B/25/16 annual MDS assessment 2. Directar of Nursin, i i i
" . ¢ and Social Services will
showed resident #16 had diagnoses that included provide staff education regarding denture issucs
cachexis (& wasting syndrome). Review of the and follow up process.
CAA for dental care, dated 9/2/16, showed "on a 3. Develo i : ; :
) . p audit tool to audit charts and complaint |
dental soft diet, cﬂentures are supposedly in the software and audit monthly related to any derl:nfrg |
works for repair. r'elat;:d ;:Sslxlles to ensure follow up is completed ina |
timely ion pet policy.
Review of the 8/26/18 progress note showed 4. Revi . e rs
"Spoke with [CNA] down on N2 [neighborhood 2] o oW ‘:é‘ éiié‘,-’{f'ﬁi;é}f“?“”f°’, denture use
for {the resident's] MDS interview and she stated facili fie for denture status in
that she had given [the resident's] top and bottom acility.
dentures to [family member] {o send In to get .
fixed ‘awhile’ ago. She can't remember exactly %’%@é;i dents with d , .
~-- | when but says [the resldent] has been on dental-- |-~~~ - ¢t - 7 ‘:js with denturcs will have timely
soft diet In the meantime. Notified social services related i P (7 days) per policy to resolve denture
to follow up on this.” 5 Secial v ,
. Social Workers. will collect data from audits
Observation of the resident on 9/27/16 at 12:28 m°"lthg with _ discrepancies  investigated and
PM showed his/her meal was 2 soft diet defivered resolved with staff. Data will be aggregated on |
in bowls, dashboard and reported monthly at long term care
quality assurance meetings with action plans as |
Interview with social worker #1 on 9/29/16 at appropriate.
12:45 PM reveated her belief the resident’s family i 4
©TTTFORN CME-2687(02-00) PRVIDIE VERIGNS 065886 T T EvealIDISERTTT T TRediyIDIWNE0ET T T T T i conilinuation Shast Pape 7of22
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F 250 | Continued From page 7 F 250
had taken the dentures to be repaired.
Subsequent Interview on 9/29/16 at 1:45 PM
revealed the soclal worker had called the
resident's family to inquire about the dentures,
and was told the dentures had never been picked —_— 1113016
up. The saclal worker stated the resident's Corrochion for cited residents:
dentures had then been located in a cupboard at -y W P
) #5 CAA revision teference 1o date of assessment
the nurses' station. She furiher revealed the Tated to Nutritional status, Care plan reviewed
faciity did not have a system for tracking soclal Tt : P
for consistency with CAA and resident condition |
service Issues such as denture repalr. #7 CAA revision reference to date of assessment |
F 272} 483. 20(b)(1) COMPREHENSIVE F 272| related to Falls and Nutritional status. Care plan
§5=E | ASSESSMENTS reviewed for consistency with CAA and resident
) " condition and supportive documentation for care
The facllity must conduct initially and periodically plen i
a comprehensive, accurate, standardized #13 CAA revision reference to date of assessment
repraducible assessrient of each resident's related to Cognitive Loss/Dementia and Nutritional
functional éapacity. status. Care plan reviewed for consistency with
CAA and resident condition
A facliity must make a comprehensive #16 CAA revision reference to date of assessment
assessment of a resident's needs, using the related to Ca_re plan re\{iewed for consistency with
resident assessment instrument (RAI) specified CAA and resident condition
by the State. The assessment must include at #21 CAA revision reference to datc of assessment
ieast the following: related 1o Cognitive Loss/Dementia, Visual
Identification and demographic information; Function, Urinary Incontinence indwelling catheter,
Cust tine: Mood State, Behavioral Symptoms, Falls
ustomary routine; N
Cognitive patterns; Nutritional status, Dental care, Pressure ulcers,
Communication; e o canteneg i A and rsden
\I\ﬁgfg 'and behavior patiemns; condition with supportive documentation to support
! he care plan decision.
-| Psychosoglal welkbeing; -~ t P
#di
Emiﬁgll.‘fgichoning and structural problems. #5‘3 e(;AA écvxston reference to date og al\qsessmem!
) . S related to Cognitive Loss/Dementia and Nutritional
giseta?e d‘ljagno's!s and haait.h conditions; status. Care plan reviewed for consistency with
ental arn HUtr}t“’nal status; CAA and resident condition |
Skin °°ndm°n§* HESCAA revision reference to date of assessment |
Activity pursult; related to Delirium, Cognitive Loss/Dementia,
Medications; Vision  Function, Communication,  ADL
Speclal treatmenis and procedures; Function/Rehabilitation Potentinl, Falls  and
' Nutritional status.
TTFORM GRS Z867(0566) 1 vaBE: Viersions Obgoleta Evenl 107Xy 1 e
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. ; plan reviewed for consistency with CAA and
Discharge potential; resident condition
Documentation of summary Information regarding #66 CAA revision reference 1o date of assessmenl
the additional assessment performed on the care related to Deliri Cognitive Loss/Di i
areas triggered by the completion of the Minimum O e B i arion
ot sot MDS): and Conmununication, ADL  function/Rehabilitation
ata Set { L ) an . Potential Urinary Incontinence indwelling catheter,
Documentation of participati t s
me participation In assessment. Mood State, Falls, Pressure ulcers, Psychotropic
drug use and Care plan reviewed for consistency
with CAA and resident condition with supportive
documentation to support the care plan decision,
#69 CAA revision reference to date of assessment
related t0 Cognitive Loss/Dementis,
Communication, ADL Function/Rehabilitation,
) Urinary  Incontinence  indwelling  catheler,
This REQUIREMENT Is not met as evidenced Psychosocial Well-being, Falls, Nutritional status,
by: Pressure uleers, Psychotropic drug use and Pain,
Based on medical record review and staff Care plan reviewed for consistency with CAA and
Interview, the facillty falled to ensura the resident condition with supportive documentation
comprehensive analysls of resident needs in a to support the care plan decision. :
variaty of areas for 13 of 21 sample residents (#5, #88 CAA revision reference to date of assessment
#7,#13, #16, #21, #41, #53, #65, 66, 460, #88, reletec} to Cognitive Loss/Dementin, Visual |
#89, #105). The findings were: Function, Urinary Incontinence indwetling catheter, |
Moo_d_ State, Behavioral Symptoms, Fails’
1. Review of the 7/28/16 significant change MDS Nutritional . status, Dental care, I_?ressu re uleers,’
assessment showed rasident #13 triggered for Psychotropic drug use and Pain., Care plan
comprehensive assessment for areas that reviowed for consisicncy with CAA and resident
included Cognitive Loss/Dementia and Nutritional condition with supportive documentation to suppor
Status. Review of the CAA for Cognitive the care plan decision.
Lass/Dementia showad only "staff provide cues | #83 CAA revision reference to d?.te of assessment
and supervision.” There was no cbmprehenslve ;eh:!cd toc Cogmltxva Lo.slecmentla am'i Nutmmr_ml
J-analysis.of the resident's condition or.needs. ... . :e:ff.m;lje p-? rtev'e‘vgfi~f°r cansistency wih
Review of the CAA for nutriiional status showed el o ion e Spportive
only "regular diet with nutritional drinks TID [three Sdpport e oare pran ceeistan.
fimes daily].” There was no comprehensive #105 isi
CAA revision reference to date of assessrnent
analysls of the resident's condition or needs, ;j:!ated to ADL Function/Rehabilitation Potential,
utritional status, Psychotropic drug use and Pain,,
2. Raview of the 6/17/16 annual MDS Care plan reviewed for consistency with CAA and
assessment showed resident #21 triggered for resident condition with supportive documentation
comprehensive assessment for areas that to suppart the care plan decision.
Included Cognitive Loss/Dementia,
-~ -~ FORM CMS-2687(02-68) Provious Veralons Obsoleta— -~ —"Evant I0: 36XT44" —~ =~
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Identitication of other residents:
F 272 | Continued From page 8 F272 All residents have the potential to be affected by

Communication and Nutrilional Status, Review of
the CAA for Cognitive Loss/Dementia showed
only "Cantinuatian of item on Care Plan.” There
was no comprehensive analysis of the resident's
condition or needs. Review of the CAA for
communication showed only "Has no speech it
[refated to] disease process,” and the resident
was at risk of having unmet needs, There was no
comprehensive anaiysis of the resident’s
condltion or neads. Review of the CAA for
nutrtional status showed only "CCHQO [controlled
carbohydrate dief] - with finger foods.” There was
no comprehensive analysis of the resident's
condition or needs.

3. Review of the 8/25/16 annual MDS
assessment showed resident #16 triggered for
areas that included Visual Function and
Nutritional Status. Review of the CAA for Visual
Funcfion showed only "Staff to monitor for
impairment and help with visual deficlts as
appropriate.” Thera was no comprehensive
analysis of the resident's condition or neads.
Review of the CAA for Nutritional Status showed
anly "high calorie, high proteln, fow sodium,
dental soft - nutritional drink TID [three times
dally).” There was no comprehensive analysis of
the resident's condition or needs.

-|-4:-Review-of the-8/12/16-admission MDS

assessment for resident #5 showed Nutritional
Status was ane of the areas for additional
assessment. Review of the CAA showed an
analysls of data to support the care plan declslon
was lacking for the area.

5. Review of the §/20/16 admisslon MDS
assessment for resident #7 showed triggered
areas which required additional assessment

incomplete comprehensive analysis of the CAA
and insufficient data to suppart care plan decision.

tematic changes and itoring:
f. Policy and processes related to MDS will be

! reviewed and revised as needed,

2. MDS Consulitant obtained to review MDS and
CAA processes.

3. Consultant information utilized to complete staff
education with documenting CAA utilizing RAI
manual guidelines for comprehensive analysis of
resident condition. MDS coordinator to pravide

education to staff'completing the MDS sections and .

CAA

4. Clarification of documentation requirements
with consultant MDS nurse,

5. Consult with Meditech analyst about revision of
computer documentation system to
discuss/implement required documentation
clements.

6. Develop audit tool to review CAA for
comprehensive analysis and sufficient data to
support care plan data and complete audit monthly.

Qutcome:

1. A minimum of 95% CAA audits will reflect
comprehensive analysis and supportive
documentation to support carc plan decision with
100% follow up with staff involved.

2. MDS coordinator or designee will collect data
from audits monthly  with discrepancies
investigated and resolved with staff, Data will be
aggregated on dashboard and reported monthly at
long term care quality assurance meetings with
action plans as appropriate.
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included Falls and Nutritiona! Status. Review of
the CAA showad analysis of data to support the
care plan decision was lacking for these 2 sreas.

6. Review of tha 11/27/15 annhual MDS
assessment for resident #41 showed triggered
areas which required additional assessment
included Urinary Incontinencefindwelling Catheter
and Nutritional Status. Review of the CAAs
showed analysis of data to support the care plan
decision was lacKing for those 2 triggefed areas.

7. Reviaw of the 6/10/16 annual MDS
assassmsnt for resident #53 showed triggered
areas which required additional assessment
included Delirlum, Cognitive Loss/Dementia,
Visual Function, Communication, ADL Function/

‘Rehabllitation Potential, Fafls, and Nulritional

Status, Review of the CAAs showaed analysis of
data to support the care plan declsion was
lacking ih thosa areas.

8. Review of the 5/18/18 annual MDS
assessment for resident #85 showad triggered
areas which required additional assessment
ncluded Cagnitive Losa/Dementia, Visual
Function, Urinary incontinence/Indwelling
Cathatsr Mood State, Behavioral symptoms,
Faila, Nutritional ststus Dental care, Pressure
u&cers. Peychotropic drug use and Pain. Review
of the CAAs showed an analysis of data to
suppoit the care plan declslon was lacking for
those areas.

9, Revlew of 8/8/16 annua! MDS asssssment for
resident #56 showed triggered areas which
required additional assessment included:
Delirium, Cogiiitive Loss/Dameritia,
Communieation, Urinary Incontinénce/indwelling

F272

.16
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Continued From page 11

Catheter, Mood State, Falls, Nutritional Status,
Pressure Ulcers, Psychotropic Drug Use, and
Pain. Review of the CAAs showed an analysis of
data to support the care plan decision was
lacking for each of those areas.

10. Review of the 11/26/15 admission MDS
assessment for resident #89 showed triggered
areas which required additional assessment
included Coghitiva loss/Dementia,
Communication, ADL Function/Rehabilitation
Potentiel, Urinary Incontinence/indwelling -

-Catheter, Mood Stats, Falls, Prassure Ulcer, and

Psychotropic Drug Usé. Review of the CAAs
showed an analysls of data to support the care
plan declsion was lacking for each of those
areas,

11. Raviaw of the 2/12/18 annual MDS
assessment for resident #88 showed triggerad
areas which required additional asseéssment
included: Cognitive loss/Dementla,
Communlcation, ADL Function/Rehabilitation
Potential, Urinary Incontinence /indwelling
Catheter, Psychosocial Well-Being, Falls,
Nutritional Status, Pressure Ulcer, Psychotroplc
Drug Use, and Pain. Review of the CAAs showed
an analysis of data to support the care plan
decislon was lacking for each of these areas.

12. Review of the 9/5/16 annual MDS
assessrent for resident #89 showed triggered
areas which required additional assessment
included Cognitive Loss/Dementia and Nutritional

Status. Review of the CAAs showed an analysls
of data to support the care plan declsion was
lacking for these 2 areas,

13. Review of the 1/5/16 annual MDS

F272
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assessment for resident #105 showed triggered
areas which required additional assessment E278 ' Ln3é
included ADL Function/Rehabilitation Potential, - 0
Urinary Incontinence/indwelling Catheter, Correction for ﬂtcd residents:
Nutritional Status, Psychotropic Drug Use, and Resident #89 section E on MDS was corrected and
Paln. Review of the CAAs showed an analysis of retransmitted to reflect the documented physical or
data to support the care plan decision was verbal behaviors directed towards staff or rejection . :
lacking for each of these areas. of cares. !
14, Interview on 9/29/16 at 12:66 PM with the Identification of gther residents: |
' All residents have the potential to be affected by!
MDS coordinator revealed she had not received a : patet Y
lot of training on CAAs, and had "always inaccurate MDS documentation. f
guestioned" how to complete them. She |
Systematic changes and Monitoring: !
f}?:rzrmdat::[t :gn;:t%feu;:gm did not shaw 2 1. Policy and processes related to MDS will be‘,
g ¥ ' reviewed and revised as needed.
F 278 | 483.20(g) - (J) ASSESSMENT F278| 2 Develop audit tool to rteview Section E
§8=D | ACCURACY/COORDINATION/CERTIFIED specifically in conjunction with accuracy of the |
MDS.
The asstsment must accurately reflect the 3. Chart audits will be done on Section E for the
resident's status. accuracy of the MDS monthly.
4, MDS coordinator and MDS consultant to
A registered nurse must conduct or coordinate provide Staff education on documentation
eact;iass'essn}al?t with the appropriate requirements will be completed regarding Section |
participation of health professionals. E.
5. Give social workers access 1o electronic
A registered nurse must sign and certify that the medication record for review related to refusal of
assessment is completed, medications.
Each individual who completes a portion of the Qutcome: . , .
assessment must sign and certify the accuracy of 1. A minimum of 95% of resident §ectmn.E audits
that portion of the assessment. will accurately reflect the care provided with 100%
follow up with staff involved.
Under Medicare and Medicaid, an individual who 2. MDS coordinator or designee will collect data ;
willfully and knowingly certifles a materiaf and fom audis monhly = with o Clsctepence:
false statement in a resident assessment is Investigated anc resolved win stat. Jaie Wi Do
subject to a civil money penalty of not more than ilggre%atcd on dashblqard and reported n.lonthly‘al:
$1,000 for each assassment; or an individual who a%?fm ;?:nscgzp%?:;gm: ssurance meetings wit
willfully and knowingly causes another individual '
FORM CMS-2567(02-98) Previaus Versions Obsolele Event ID; 38%711 Faclilty 1D: WYg021
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F 278 Continued From page 16 F273
medical record as a basis for coding behaviors on F325 W ‘
the assessment. She further stated as long as Correction for cited residents: —A31s
behaviors were documented in the electronic Dietitian assessment completed on resident #69 |
medical record system, the behaviors should Care plan updated with interventions. ]
have been captured on the MDS assessment. :
Identification of other residents:
4, Review of the RA! manual, version 3.0, All residents have the potential to be affected by’
October 2014, MDS items section E showed: weight loss and failure to have Dietitian
..."Steps for assessment, 1. Review the medical assessment. t
record for the 7-day look back period. 2. Interview i
staff, across all shifts and disciplines...wha had Systematic changes and Monitoring:
close interactions with the resident during the 1. Revision of Weight Monitoring policy to reflect
7-day look back pariod,...3. Observe the resident ‘1 systematic changes of residents.
in a variety of situations during the 7-day look ©'2. Daily rounding to discuss residents at risk for
back period", "Coding instructions Code..., - follow-up by dietitian.
behavior of this type occurred...if the behavior 3. Dietitian to provide education of nutrition tech ta
was exhibited...regardless of the number or c_onsult dietition when screen identifies resident at
severity of episedes that occur on any of those risk.
days". 4. Consult with Meditech analyst about revision of
F 326 | 483.26(1) MAINTAIN NUTRITION STATUS F 326 oroner documentation system to generate order
59=p | UNLESS UNAVOIDABLE or consult for at risk residents.
5. Weekly weight rev nd
3 Y 4 iew and report to DON or
Based on a residents comprehensive Oﬁfg" regarding residents with a 5% weight gain
?:;3::’{‘?’“- the facility must ensure that a 6. Develop audit tool to monitor processes to assure |
(1) Maintains acceptable parameters of nutritional | - i:,:lnﬂ(r:\s,,s:,s;:f;ﬁ;m completed and complete
status, such as body welght and protein levels, Y
emonstrates that this Is not possible; and 1.100% resndcnls ill have dietiti
4 (2) Recelves a therapeutic diet whan there ks & policy. ’ WIT TAVE cletiian asscssment per
nutritional problem. 2. Nutrition supervisor or designee will collect data
from audits monthly  with dxscrepanc:es
investigated and resolved with staff, Data will be |
aggr:hglatcd o? Quality dashboard and reported |
montnly at long term carc quality - assurance |
:;hls REQUIREMENT is not metas evidenced meetings with action plans es appropriate. l
Y.
Based on observation, medical record review,

FORM CMS-2887(02-89) Pravious Vorsions Obsolele Evant ID: 38X711 Fachily 1D: WYD021 i cantinuation sheet Page 16 of 22
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F 367 | Céntinued From page 17 F 367| r367 11/13/16
the facility failed to ensure residents recelved Carrection for cited residents: |
therapeutic diets as prescribed by a physician for Resident #53 !

1 of 10 sample resldents (#53) with therapeutic 1. Diet card corrected with correct ordered diet. i
diet orders. The findings were: 2. Care plan reviewed for correct diet. !
] 3. Dietitian assessment completed on resident. |
1. Review of the 8/2/16 quaiterly MDS !
assessment showed rasident #53 had diagnoses Identification of other residents: °t
that Included Parkinson's disease and dysphagla All residents have the potential to be affected by '
(difficuity swallowing). Review of the physician incorrect diet cards and staff going by memor
d ltulation dated 9/15/16 showed i e o
oraer recapliua 0':} ale showed Ine related to diet rather than using (wo patient | I
physician orderad “Regular diet with pureed identifiers. s

sollds...” Review of the resident’s"Altéred i
Nutrition" care plan, dated 14/30/15, showed "I !
”" §
SIeeBl‘g tfg:g;ﬁgléread The fo!lowing concems - Systematic changes and Monitoring: ]
T 1. Review policy related to therspeutic diet
a, Observation on 9/26/16 at 6:3
showed thé fesident wgfsg'v e dtth o L\Zhgln g preparation and delivery, revise as necessary, !
meal, conslsting of a mechanieal soft textured 2, Dietitian and nutrition supervisor will provide | -
shre&de’d pork with diced cooked carrots staff education related to 2 resident identifiers
mashed potaloes, and pureed broccoll. ' validation (picture and diet card prior to servmg

b. Gbservation throughout the rest of the meals).
survey, from 9/27/16 through 8/30/18, showed the 3. Develop audit tool for observation and review of
resident received all pureed foods. diet cards monthly as accurate with physician !
¢. Review of the dletary tray card showed order.
instructions for the resident were "Regular diet; .

s e - - - Mach; jmachanical] Soft- Level 1 Pureg; With - |~ Qutcome: . .
Gravy/salices,” The tray card was ot dear 1. 100% of the audited residents will have correct
whether the resident was to recelve mechanical diet card per their order. ‘
soft foods or pureed foods. 2. Nutrition supervisor or designee will collect data |

- | ——d-Interview-with-the-registered- dielittan on-- - | - - - from audits monthly with discrepancies |
9/29/16 at 9 AM revealed the dietary servers use investigated and resolved with staff. Data will be
the {ray cards as reference when preparing egch aggregated on Quality dashboard and reported |
resldent’s dish. She furiher confirmed the fray monthly at long term care quality assurance '
card showed both machanical soft and pureed, meetings with action plans as appropriate.

and-acknowledged it may have been confusing fo
dietary staff. Additionally, she revealed the
resident required pureed foods to reduca the risk
for aspifation or choking while eating.
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Correctian for cited reSIdems )
The facliity must provide routine and emergency Expired cards were removed from the medication
drugs and blologlcals to its residents, or obtain cart. |
them under an agreement described in !
§483.75(h) of this part. The facility may permit Identification of other residents: i
unlicensed personnel to administer drugs If State All residents have the potential to be affected by |
law permits, but only under the general expired medications. §
supervislon of a licensed nurse. |
Systematic changes and Monitoring: |
A facility must provide pharmaceutical services 1. Policies and processes will be reviewed related [
(Including procedures that assure the accurate to management of expired pharmaceuticals. %
acquiring, recelving, dispensing, and 2. Director of Nursing will provide staff education
administering of all drugs and biologicals) to meet related to noting expiration dates prior to
the nesds of each resident. administration.
3, Develop audit tool to monitor expired
The facliity must employ or obtain the services of medications in medication carts and rooms monthly
a licensed pharmacist who provldes consuitation ta ensure the removal of expired medications.
on all aspects of the provision of pharmacy 4. Pharmacy supplier to address conflicting
services in the faclllty, expiration dates to ensure expiration date is !
consistent. i
Qutcome:
100% of the audited medications in the facility will
o “This- REQUIREMENT- s not met as evidenced show no expired medications. DON or designee |
by: will collect data from monthly audit with !
Based on observation and staff interview, the discrepancies investigated and resolved, Data will |
facliity failed to ensure expired medications were be aggregated on dashboard and reported monthly ]
S B Ll qvai[able.for.use;In.‘1-qf..6.(seeur.ed;umt) A I at long term care quality assurance meetmgs with |-
medication carts. The findings were: action plans as appropriate. i
]
1. Observation on 8/28/16 at 10:20 AM of the
securad unit medication cart showed 3 prefilled
blister packs of resident medications had explred.
The following concerns were identified:
a. Trazodone 50 mg tablets for resldent #15
expired on 9/7/16,
b. MAPAP {(acetaminophen) 500 mg capsules ,
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The facility must establish and malintain an
Infection Contral Pragram designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facliity must establish an Infection Control
Program under which it -

(1) Investigates, contrals, and prevents infectians
in the facllity;

(2) Decides what procedures, such as isclation,
should be applied to an individual resident; and
(3) Maintains a record of Incidents and corrective
actions related to infections.

{b) Preventing Spread of nfection

(1) When the infection Control Program
determines that a resident nesds isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or Infected skin lesions
from direct contzct with residents or thelr food, If
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 is Indicated by accepted
professional practice.
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for resident #11 expired on 9/1/16 .
¢. MAPAP 325 mg tablets for resident #27 ,
exph'ed on 9/4/16. F441 11“3/16|
d. Interview W“.h.RN #2 on 9/29/16 at 10:20 Correction of cited residents: ]
AM verified the medications were avallable for #5 on the spot education all rehab staff related toi
resident use and were pasl their explraﬂl)n date. catheter placemgnt while ﬁansfcrring or:
F 441 | 483.55 INFECTION CONTROL, PREVENT F 441{| ambulating. (catheter bag must remain below the |
ss=Dp| SPREAD, LINENS level of the bladder at all times.)Education for:
nursing and therapy staff on how to properly

transfer residents with & catheter drainage bag.

Identification of other residents:

1.All residents who have a catheter have the
polential to be affected by inappropriate
_placement of the catheter bag .
Svstematic changes and Manitoring; ' §
1. Review/revise policies regarding cleaning |
disinfection/sanitizing after excretion of urine and
feces and proper handling of catheter drainage
bags.

2. Enhance leadership rounding tool to include
observation and validation of proper sanitization
processes when responding to body fluid spills and
conduct monthly.

3. Director of Nursing and rehab supervisor to |
provide education with all direct care providers |
regarding catheter bag placement during ADL'’s.

4. Director of Nursing and Infection Prevention to
provide education with all staff related to infection ;
control process when responding to body fluid
spills. i
5. Develop and implement an audit process to '
observe residents with a catheter to assure proper -
catheter bag placement and conduct observations ;
monthly. :
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(c) Linens Outcome: . .
Personnel must handle, store, process and i 1. All residents with ca(he}er will -havc catheter bag
transport linens so as to prevent the spread of below the bladder at all times evidenced by 100%
Infection. compliance.
2. Staff will be compliant with sanitizing arcas
where body fluid spills have occurred.
3. DON, EVS supervisor and Therapy supervisor or
N designee will collect data from monthly audit with
Z;is REQUIREMENT is not met as evidenced discrepancies investigated and resolved. Data will
: . be aggregated on dashboard and reported monthly
pB;ﬁi;dagg g?::;;ﬁgg:' asrl\?jﬁ\"er::; rv?g}vt.}:eewew of at long term care quality assurance meetings with
manufacturer’s instructions, the facllity falled to action plans as appropriate.
ensure infection prevention practices were '
followed by staff for 1 of 5§ sample residents (#5)
with indwelling urinary catheters. In addition, the
faciiity failed to use use appropriate sanitation
techniques during a random observation of
environmental disinfection. The findings were:
1. Review of the 8/12/16 admission MDS
assessment showed resident #6 had diagnoses
that included arthritis and muscle weakness.
Further review showed the resident had an
indwelling urinary catheter. Review of the
resident's care plan, dated 8/1/16, showed the
resident had altered ellmination and required
“staff to assume all catheter cares..." The
following concerns were identified:
a. Observation on 9/27/16 at 11:24 AM
showed RN #3 and physical therapist #1
positioning a fransfer sling around the resident to
transfer him/her from the bed to a wheelchair
using a full body lift. The RN lifted the resldent's
urine collection bag and placed it on the
resident’s bed while securing the sling to the lift.
After the sling was secured, the physical therapist
lifted the urine collection bag above the level of
the resident's bladder. Confinued observation
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showed urine In the tubing flowed back toward
the bladder. The urine collection bag was dipped
to the sling above the resident's bladder for the
duration of the transfer.

b. Interview with RN #3 on 9/27/186 at 11.46
AM revezled the expactation was to keap the
urine collection bag below the resident's bladder,
and theraplists “are not always aware" of that
expeciation.

c. Interview with the infection control nurse #1
and infection control nurse #2 on §/29/16 at 9:45
AM revealed the catheter drainage bag needed to
remain below the resident's bladder to prevent
backflow of urine into the bladder because it
increased the resident’s risk for catheter
assoclated urinary tract infection.

d. Review of the pollcy and procedure titled
"Urinary Cathater Care," approved &/3/15,
showed "The drainage bag must ba
held/positioned lower than the bladder at all times
to prevent the urine in the tubing and drainage
bag from flowing back into the bladder.”

2. Observation on 9/27/16 at 9:30 AM showed
CNA #2 and CNA#3 transferred resident#94 to a
shower chalr. The resident evacuated a large
amaount of stool onto the floor. CNA #2 wiped up
the stool with wet wipes; however, housekeeping
was not notified fo disinfact the floor. Interview
with housekeeper #1 on 8/28/16 at 12:10 PM
confirmed that she was the housekeeper on that
hall the previous day and she was not paged to
the room for disinfection services. Interview with
the housekeeping manager on 9/27/16 at 2:35
PM confirmed the infection control process for
body fluids Included "sanitation by a housekeeper
after the CNA has ¢leaned the initial spill.”

FORM CMS-2587(02-09) Previous Versions Obsolels Event ID:38X711 Facilily ID: Wyno21 If continuation sheat Page 22 of 22

p.24



