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A recertification survey was conducted by
Healthcare Licensing and Surveys on 2/27/17
through 3/2/17. Also reviewed In the course of
this survey waa complaint Intake WYQ00002357.

The following common abbreviations are used
throughout this document:

ADLs: Activities of Dally Living
CNA: Certified Nurse Alde
DON: Director of Nursing
MDS: Minimum Data Set

RN: Registered Nurse

SSh. Soclal Services Director

Less commanly used abbreviations will be
annotated In each deficiency.

F 166 | 483.10(])(2)-(4) RIGHT TO PROMPT EFFORTS F 166
s§=8| TO RESOLVE GRIEVANCES

()(2) The resident has the right to and the facility
must make prompt efforts by the facliity to resolve
grievances the resident may have, In accordance
with this paragraph.

{1)(3) The facllity must make Information on how
to file a grievance or complaint avallable to the
resldent.

(i){4) The facllity must esteblish a grievance policy
to ensure the prompt resolution of all grievances
regarding the residents' rights contained In this
paragraph. Upon request, the provider must give
a copy of the grievance policy to the resident. The
grievance policy must include:

() Notifying resident Individually or through
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other safeguards pravide sufficiant protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survay whether ar not a pian of correction Is provided. For nuralng homes, the above findings and plans of correction are disclosable 14
days following the date thesa docurnents ere made avalleble to the facility. |f deficiencles are cited, an epproved plan of cormaction is requisiia to continued
program participation.
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postings in promlnent locations throughout the
facility of the right to file grievances orally
(meaning spoken) or In writing; the right to file
grievances anonymously; the contact information
of the grievanice official with whom a grlevance
can be filed, that is, his or her name, business
address (malling and emall) and buslness phone
number; a reasonable expected time frame for
completlng the review of the grlevance, the right
to obtain a written decision regarding his or her
grievanee; and the contact Information of
independent entitles with whom grievances may
be filed, that Is, the pettinent State agency,
Quality lmprovemant Organization, State Survey
Agency and State Long-Term Care Ombudsman
program or protaction and advocacy system;

(ii) Identifying a Grievance Official who Is
responsible for overseelng the grievance process,
recelving and tracking grievances through to their
conclusions; leading any necessary investigations
by the facllity; maintaining the confidentlality of all
informatjon assoclated with griévances, for
example the {dentity of the resident for those
grievances submitted anonymously, issuing
written griavance decisions to the resident; and
c.oordinating with state and federal agencies as
necessary In light of specific allegations;

(iil) As necessary, taking immediate action to
prevent further potential violations of any resident
right while theé alleged violation Is being
invesﬂgated

(iv) Consistent with §483,12(c)(1), Immediately
reportlng all alleged violations invalving neglect,
abuse, including Injurles of unknown source,

and/or mtsapproprlaﬂon of resident pmperty. by

updated to contain all required
information including the grievance

number and the right to file a
grievance anonymously by 3/24/17.
All grievance procedure posters
will be audited by Social Services
or designee using an audit tool, to
ensure grievance posters contains
all the required information by
4/10/17. Social Services or
designee will monitor the grievance
procedure sign quarterly, for one
year to ensure that it contains all
required information. All results
will be taken to QA&A for further
review and analysis for one year.

officials name, address, and phone
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anyone furmishing services on behalf of the
provider, to the administrator of the provider; and
as requlred by State law;

{v) Ensuring that all written grievance decisions
1 include the date the grlevance was received, a
i summary statement of the resident's grlevance
1 the steps taken to Investigate the grievance a
summary of the pertinent findings or conclusions
regarding the resident's concems(s), a statement
s KN as to whether the griévance was confi rmed or not
i confirmed, any correctlve action takenortobe
£ taken by the facility as a result of the grievance,
and the date the writien decision was Issued;

(vD Taking appropriate corrective action in
accordance with State law If the alleged violatlon
of the residents’ rights 1§ confirmed by the facility
or If an outside entity having jurisdiction, such as
the State Survey Agency, Quality lmprovement
Organization, or [ocal [aw enforcement agency
confirms a vilation for any of these resldents'
rights within Its area of responsibifity; and

(vi) Malntaining evidence demonstrating the
result of all grievances for a period of no less than
3 years from the issuance of the grievance
decision.

This REQUIREMENT s not met as evidenced
by:

Based on observatl‘on staff interview, and review
of policy and procedire the faclity falled to
ensure the grievance policy and procedure
contained all required information. The census
was 46. The findings were:

Obseyvation of the facility showed an 8 by 11 inch
framed document located near the entrance to
the &ctivity raom which explalned the procedure

FORM GMS-2567(02-80) Previaus Verslans Obsolete ©EventID:CTIUN Facliy 1D; WY0022 " Ifcontinuation shest Page 3 of 18
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F 166 Continued From page 3 F166| F274- The currcnt assistance 4/16/17
for filing a grievance, however, the document did requirements as well as the current
not contain tagl required ltrjlgonnahon ghe pohcyb did plan of care have been reviewed for
not contain the name, address, or phone number . s
of the grievance official and did not address the Tesxdex}t #,2 and 2 s1g_mf}cant change
right to file a grievance anonymously. Interview is not indicated at this time. A
with the SSD on 3/2/17 at 8:05 AM confirmed the significant change assessment is
policy and (Iar?cedutge did not contain the appropriate for resident #22 and
necassary nrormation. TR s
F 274 | 483.20(b)(2)(T) COMPREHENSIVE ASSESS Faral e;fmplft;? by Al;nl 16&
§S=D | AFTER SIGNIFICANT CHANGE - Floor stalt was educated on
3/16/17 regarding changes in
(b)(2)(if) Within 14 days after the facllity condition. Floor staff will inform
determines, or should have determined, that the care plan team of any resident
there has been a significant change In the thev fecl onif
resident's physical or mental condition. {For Oy lecl may meet significant
purpose of this section, a "significant change" change criteria. The care plan team
means a major d?cllneigr i“t‘PmVe"“xeﬂf in %he will evaluate these residents and
resident's status that will not normally resolve -
itself wi thout further intervention by staff or by T:o?pletg s:gnl\jg: ant Cha:;iies as
Implementing standard disease-related clinical indicated. MDS Coordinator or
Interventions, that has an impact on more than designee will compare resident’s
one area of the resident's health status, and status to the most recent
requires interdisciplinary review or revision of the comprehensive assessment and
care plan, of both,)
This REQUIREMENT is not met as evidenced subsequent quarterly assessments
by: using an audit tool to determine if a
Based on observation, medical drec:c:rd rievlew significant change has occurred
staff interview, pollcy and procedure review, and . . . .
review of the CMS RAI (resident assessment requiring a significant change in
instrument) version 3.0 manual, the facilty falled the MDS. The MDS Coordinator
toensurea significant change assessment was has completed the RAC
completed for 2 of 7 sample residents (#2, #22) certification course on January 20,
with a sign Ificant change. The findings were: 2017. The MDS coordinator has re-
1, Review of the 1/30/17 quarterly MDS reviewed CMS’s RAI version 3.0
assesément showed resident #2 had diagnoses manual on significant change in
which included schizophrenia, left fibula fracture, status assessment including ‘acute”
and Joint disorder. Further, the restdentwas con d1t10ns that may reqmre a
_ FORM cMs—zsandz—ss) Previous Versions OIgaulgté Event D:CTILAY " Faelity 10: Wyo0z2 'If continuation sheet Page 4 of 19
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lndependent with transfers and walking in room
and corridor; was independent and required set
up help for locomotion In and out of the room;
supervision with set up help for bed mobility
requlred; and limited assistance of 1 person for
dressing, tollet use, and personal hyglene. The
following concems were identified:

a. Review of a physiclan's note dated
10/10/16 showed the resldent had a fall "3-4
weeks ago” in his/her room and “twisted [Ris/her]
left ankle.” The resident had paln with rotation of
the ankle and slight sweliing. Review of the
assessmentlplan section addendum dated
10/12/16 showed results of an x-ray indicated a
left non-displaced oblique fibula fracture.

b, Review of the 11/1/16 annual MDS
assessment showed that after the fall the resident
required limited assistance of 1 person for bed
mobliity, transfers, walking | In room, and
locomotjon on the unit, Further, the resldent
requlred extenslve assistance of 1 persan for
dressing, tollet use, and personal hyglens.

c. Review of the 8/2/16 quarterly MDS
assessment showed that before the fall the
resident was Independent and required no
assistanice with bed mobility, transfer, walk In and
out of room, and locomotion on and off the unit.
Further, the res Ident requ!red limited assistance
of 1 person for dressing, tollet use, and personal
hyglene.

d. Interview with the DON and MDS
coordinator on 3/4/17 at 4:40 PM revealed the
resident had a fall that resultéd in a fracture. The
interview confirmed when the facility Ideptified the
fracture and the resident's care needs changed, a
significant change assessment should have been
completed Continued Interview confirmed a
significant change assessment should have also

been completed when the frachire healed and the
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L L . 535053 B.WING._ R — 0310212017
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1. xaio ) suwaaysmmsmommmsnmes u: " "PROVIDER'S PLANOFCORRECTION Coey
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE *
. DEFGENGY)
F 274 | Continued From page 4 F 274 recuperahon tIme 1onger than two

weeks. The change in resident

condition or status policy was
reviewed with the MDS
coordinator on 3/23/17. Using an
audit tool, the MDS coordinator or
designee will monitor changes in
ADLs, changes in behavior,
resident decision making, and
incontinence to monitor resident
status on a quarterly basis and acute
conditions as they occur to avoid
missing changes in the future.
Results will be taken to QA&A
monthly for three months and }
quarterly thereafter for one year for
further review and analysis.
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regldent's care needs changed again.

2. Review of the 6/4/18 annual MDS assessment
showed resident #22 required extensive
assistance with bed mobliity, transfers, dressing,
eating, tollet use and personal hygiene The
following concerns were identified:

a. Review of the 8/24/16 quarterly MDS
assessment showed the resldent had declined
and was totally dependent on staff for bed
mobllsty. transfers, dressmg, eatmg. toilet use and
personal hyglene. Review of the 11/18/16
quarterly MDS assessment showed the resident
continued to be totally dependent in the same
areas as assessed in the 8/24/16 quarterly MDS
assessment

b, Observation on 3117 at 1:30 PM revealed
CNAs #1 and #2 provided total care for the’
resident when they transferred the resident from
the wheelchalr to the follet, provided pérsonal
hyglene care, transferred him/her to the recliner
chélr and gave him/her a drink of water,

c. Interview on 3/2/17 at 10 AM with the MDS
coordinator revealed a slgnificant change MDS
should have beén completed instead of a
quarterly MDS on 8/24/16.

3. Interview with the DON and MDS coordinator
on 311117 at 4:40 PM revealed the facllity had
changes in staff at the MDS coordinator position
and that was why the need for significant change
assessments had not beén Identified.

4, Review of the policy titled "Change in a
Resident's Condition or Status” last revised
November 2015 showed . A“s!gniﬁcant
change® of condition Is a dec[lne orimprovement
in the resident's status that a. Will not normially
resolve ltself without Intervention by the staff or by

’Foemcms.zsa?(uz 89) Previcus Versions Obsolele  ~ EventID:CTIU Facillty ID: Wyugz2
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Continued From page 6

implementing standard disease related clinical
interventions (s not "self-limiting"); b. Impacts
more than one area of the resident's health
status; ¢, Requlres interdisciplinary review and/or
revislon to the care plan; and d. Ulimately Is
based on the ]udgement of the clinical staff and
the guidelines outlined In the Resident
Assessment Instrument and 42 CFR 483.20(b)

(“)...“

5. Review of the "CMS RAI version 3.0 manual,
October 2014," showed "...04, Significant change
in status assessment (SCSA) (AD310A=04)...
other conditions may not be permanent but would
have such an impact ¢ on the resident’s overall
status for more than two weeks that they would
fequire a comprehenisive assessment and care
plan revision. For example, @ hip fracture may be
viewed as a transient condition but it would
generally have a major Impact on the resldent's
functional status In more than one area (e.g.,
ambulation, tolleting, elimination pattemns, activity
pattérns)..." Continued review showed “...Decline
in two or more of the fnl!owlng L,any decﬂne Inan
ADL (activitles of dally living) physlcal functioning
area where a resident Is newly coded as
Extensive assistance, Total dependence or
Actlvity did not occur since last assessment."
Further, the RAI stated a significant change
assessment Is appropriate when " ... Thereis a
determination that a significant change (elther
improvement or decline) In a resident's condition
from his/her baseline has occurred as Indicated
by comparison of the resident's current status to
the most recent Comprehensive assessment and
any subsequenl Quarterly assessments..."
483.24, 483,25(k)() PROVIDE CARE/SERVICES
FOR HlGHEST WELL BEING

F274

F 309
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3/1/17 of resident #34 not receiving
483.24 Quality of life the medication as ordered. The
Qua"ty of lifeisa fundamental pl‘lnclple that physician re~evaluated resident #34
applies to all care and services provided to facllity .
residents. Each resident must receive and the on 3/8/17 with no new orders.
facllity must provide the necessary care and Nurses will be re-educated on the
services to attain or malntain the highest process of noting and administering
practicable physical, mental, and psychosoclal medications including clarifying
well-belng, consistent with the resident's any medicati ders if orizinal
comprehensive assessment and plan of care, y medication Orders 1i ongin
order does not specify all of the
4B3.25 “Rights” of medication
{k) Paln Management. administration. Nursing staff was
The facllity must ensure that pain management is ducated licy that 20
provided to residents wha require such services, re-educated on policy that 2™ nurse
conslstent with professional standards of practice, is to verify medication orders with
the comprehensive person-centered care plan, a second nurse for clarity and to
and the residents’ goals and preferences. avoid transcription errors. All
() Dialysls. The facility must ensure that nurses administering medications at
residents who require dialysls recelve such the facility will have this education
! sefvices, consistent with professional standards completed by 4/16/17. DON
j of practlce, the comprehensive person-centered discussed the medication order and
; care plan, and the residents’ goals and b involved with th
1 preferences. su se‘:q.uent error involved with the
This REQUIREMENT is not met as evidenced physician and the pharmacist. The
bg‘ 4 dical recort rev d staf pharmacist and physician will make
@sed on medical record review and s
mtervlew, the facllity falled to ensure accurate chE}nges to ensure .orders are
administration of medications for 1 of 13 sample wnttep more specifically on the
residents (#34) who recelved dally medications. order itself as well as the
The findings were: medication labeling by April 16,
1. Review of physlcian's orders for resldent #34 2017' DON and/or c.iesx‘gn ce will
showed an order dated 2/15/17 for Medrol 4 mg audit all current medication orders
Dosepak (medication used to treat inflammatory for clarity using an audit tool by
conditions). Reviéw of the iréstmctlons or; the April 16,2017. The DON or
mediuatxon package showed the 4 mg pllls were
to be given in tapered doses of ane less pill each designee will review medxcatmn
FORM CMS-2567(02-85) Pravious Versions Obsolete Event ID:CTIUN Fachity ID: Wyooa2 : Ifcontlnuaunn sheet Paga B8 uf19
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/|" F308| Continued From page 8 F agg| Orders using an auditing tool every
: day. The following concerns were identified: two weeks for 3 months and
a, Review of the February 2017 medication quarterly thereafter for one year to

administration record (MAR) showed the order

was transcribed as Medrol 4 mg Dosepak for ensure orders are written clearly

sciatica to be given dajly at 7 AM. Further review and include the 5 1:1ghts of
of the MAR showed on some days the resident medication administration. Results
recelgled only one plll Instead of the tapered dose will be taken to QA&A monthly for
number of pllis.
b. Interview with the DON on 31/17 at 10:45 three months and quarterly
i AM revealed It was a transcription error because thereafter for one year for further
R the medication was entered incorrectly on the review and analysis.

: MAR. Stie stated the order should have been
4 clarified with the physician, and the medication
o should have been given according to the
directions on the package.

¢. Interview with the pharmacist on 3/2/17 at
11:05 AM revealed the medication was for the
1 resldent's sclatic paln and in order to be effective
should be given in tapering doses according to
the directioris on the medication. She fuither
stated the error caused a delay in the effect of the
medication.
F 323 | 483,25(d)(1)(2)(n)(1)(3) FREE OF ACCIDENT F 323
§8=g | HAZARDS/SUPERVISION/DEVIGES

(d) Accidents.
The faclilty must ensure that -

(1) The resident environment rernalns as free
from accident hazards as is possible; and

(2) Each resident receives adequate supervision
and assistance devices to prevent accidents.

{n) - Bed Ralls. The facllity must attempt to use
appropriate alternatives prior to Installing a side or
bed rall. Ifabedor slde rall Is used, the facllity
must ensure correct Installation, use, and

FGRM GG 2527(02.98)Frevicus Verslons ol ‘Event D:CTIU Facily 10: WY0022 If continuation sheet Page § of 18
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maintenance of bad ralls, Including but not fimited
to the following elements.

(1) Assess the resldent for risk of entrapment
from bed ralls prior o installation.

(2) Review the risks and benefits of bed ralls with
the resident or resldent representative and obtain
informed consent prior to instaliation,

(3) Ensure that the bed's dimensions are
appropriate for the resident's size and weight.
This REQUIREMENT is not met as evidenced
by:

Based on observation, famlly and staff interview,
medical record review and policy and procedure
review, the facllity falled to ensure bed assist bars
were assessed related to safety for 6 of 8 sample
residents (#2, #4, #11, #17, #29, #30) with falls
outoforneara bed. The findings were:

1. Review of the 1/30/17 quarterly MDS
assessment showed resident #2 had diagnoses
that Included schlzophrenla, and had 2 falls since
the prior assessment. The following concems
were identified:

a, Observation on 3/1/17 at 10 AM showed
the resident had an assist bar attached to the
outslde of histher bed and the other side of the
bed was placed agalnst the wall. The asslst bar
was designed to have a gap that measured 3 1/2
Inches by 47 inches and was large enough to
place a limb through.

b. Review of the resident's medical record
showed no évidence that a safety assessment
was completed.

2. Raview of the 12/8/16 quarterly MDS

assessment showed resident #4 had a diagnosis

e OMB NO. 0938-0391
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Ty SUNMARY STATENENT OF DEFICIENGIES. ) " PROVIDER'S PLAN OF CORRECTION 08
. PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
i TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caossnsmsg%%gégggsawnopam DATE
F 323 | Continued From page 9 Faz3| F323-Assist bars on the beds of 4/16/17

residents #2, #4, #11, #17 and #29
will be evaluated by therapy by
3/24/17 for risk versus benefit of
assist bars including the potential
for entrapment related to the “gap”
versus the benefit provided to the
resident by using the assist bar. It
was determined that residents #4,
#11, #17 and #29 will benefit from
the use of the assist bar to increase
their independence related to
mobility. Resident #2°s assist bars
were removed on 3/24/17.
Resident #30 has passed away. A
safety assessment will be
completed on all residents with
assist bars by the Director of Rehab
(DOR) or designee to determine
risk related to safety versus benefit
of assist bar for resident mobility
by 4/16/17. All new residents
admitted to the facility will be
evaluated for risk versus benefit of
assist bars by the therapy
department in relation to the assist
bars. Residents will be re-
evaluated quarterly by DOR or
designee for risk versus benefit of
assist bars. Results will be taken
to QA&A monthly for three
months and quarterly thereafter for
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<" F323|Continued From page 10 F323| one year for further review and
of non—Alzheimer’s dementia and a BIMS scare of analysis.

8 (moderately Impalred). Further, the resident
required the extensive assistance of one staff
member for béd moblllty and transfers and was
not coded as having physical restraints while in
bed. Medical record review showed the resident
had a fall near his/her bed on 12/19/16, The
following concems were identifi ed:

| a. Observation on 2/27/17 at 10:40 AM,

e showed the resident had an assist bar to the
LB outslde of the bed and the other side of the bed
was placed agalnst the wall. The assjst bar was
; deslgned fo have a gap that measured 3 1/2

A inches by 17 inches and was large enough to
A place a limb through.

o b. Review of the resident's medical record
showed no evidence that a safety assessment
was completed.

3. Review of the 1/19/17 quarterly MDS
assessment showed resident #11 had diagnoses
that Included non-Alzhelmer's demientia,
% peripheral vasoular disease, and glaucoma,

¥ Further review showed the resident had severe
¥E cognitive Impajrment, a history of falls, and
i impalred vislon. Medical record review showed
the fesident fell on 12/17/46, while trying to
transfer from the bed to whealchalr without
assistarice. The follawing concerns were
identified:

i a. Observation on 2/27/17 at 2:20 PM
" revealed an assist bar was attached to the

‘ outside of the resident's bed and the other side of
. the bed was placed agalnst the wall. The asslst

: bar was designéd to have a gap that measured 3
112 inches by 17 inches and was largé enough to
place a limb through.

b. Review of the resident's medical record

showed no evidence that a safety assessment

FORM CMS-2567(02-98) Previous Versions Obsolels Event ID:CTIU1Y - Facllty ID:Wyooz2 " Ifcontinualion shest Page 11 of 19
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Continued From page 11
was completed,

4. Review of the 2/7/17 annual MDS assessment
showed resident #17 had diagnoses which
Included Alzhelmer's disease, non-Alzheimer’s
dementia, anxlety disorder, depression, and
macular. degeneraﬁon and had a BIMS score of 3
(severely impaired). Further, the resident required
the extenslve assistance of one staff member for
bed mobl|ity and transfers and was not coded as
having physlcal restraints while In bed. Review of
the medical record shows the resident had a fall
near hisiher bed on 08/11/16. The following
concerns were identified:

a. Observation on 2/27/17 at 10:40 AM
showed the resident had an assist bar ta the
outside of the bed and the other side of the bed
was placed against the wall. The asslst bar was
designed to have a gap that measured 3 1/2
inches by 17 inches and was large enough to
place a limb thmung

b. Reviéw of the resident's medical
record showed no evidence that a safety
asséssment was completed.

5. Review of the 12/6/16 quarterly MDS
assessment showed resident #29 had diagnoses
that included non-Alzheimer's dementla arid
Parkinson's disease, Further review showed the
resident had a history of falls, impalred memory,
and Impaired vision. Medical record review
showed the resident feil from the bed to the floor
on 11/10/16. The following concerns were
identified:

a. Periodic observations on 2/27/17,
2/28/17, and 3/1/117 revealed an assist bar was
attached to the outside of the resident's bed and
the other side of the bed was placed dgalnst t the

F 323

FORM CMS.2557(02 Bﬂ) Préviaus Versions Obsbieis Event ID: GTILN

Faclity [D: Wy0022

If continuation shieet Page 12 of 18



3073227435

12:53:40  04-06-2017 14/20
. DEPARTMENT OF HEALTH AND HUMAN SERVICES PR ORi A‘}ﬁi}f&}g&
'ENTERS FOR MEDICARE & MEDICAID SERV]CES Y e OMB NO. 0938—0391
| ETATEMENT OF DEFICIENCIES | (X1) FROVIDERISUPPLIERICLIA ™~ | (X2) MULTIPLE CONSTRUCTION ‘ 1
‘| AND PLAN OF GORREGTION ) IDENTIFICATION NUMBER: f;uxwme STRUCTI 3 33{,%,?3{'2’5*
- , 535053 B.WING __ — 03/02/2017 .
" NAME OF PROVIDER OR SUFFLIER ’ "|  STREET ADDRESS, CITY, STATE, ZIP CODE S
; . . 100 19TH ST
LATTEC
~ P,-, \TTE COUNTY LEGACY HOME WHEATLAND,WY 8220 1
Jpa o * SUMMARY STATEMENTOF DEFICIENCIES D . PROVIDER'S PLAN OF GORREGTIDN s
|- PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE “DATE
~ DEFICIENCY) ‘
F 323 | Continued From page 12 F 323

wall. The assist bar was designed to have a gap
that measured 3 1/2 Inches by 17 inches and was
large enough to place a limb through,

b. Review of the resident's medical
record showed no evidence thata safety
assessment was completed.

6. Revlew of the significant change MDS dated
2/17/17 showed resident #30 had dlagnoses that
lncluded deprassion, demenha, moderate to
severe paln and a history of falls. Medical review
showed the resident had a hlstory of a femur
fracture on 11/26/12. The following concerns
were Identified:

a Observatmn on 2/20/47 at 11 AM showed
an assist bar was attached to the outslde of the
2] resldent's bed and the other side of the bed was
I pushed up agalnst the wall. The assist bar was
designed to have a gap that measired 3 %

; inches by 17 inches and was large enough to
: place a limb through.

b. Review of the medical record showed no
evidence that a safety assessment for the asslst
bars had been completed

¢. Interview with the resident's daughter on
2/27/17 at 2:10 PM revealed the resident recently
had a fall out of bed after s/he attempted to get
up without assistance.

7. Interview with the DON on 3/1/17 at 4:40 PM
revealed the assist bars had not been assessed
for safety related to resident limb entrapment and
the assist bars were avallable on all beds of the
faclity, but nat all resldents used them.

8. Review of the policy titled *Bed Safety” last

- revised 12/2007 showed *...1. The resident's

v sleeping environment shall be assessed by the
B interdisclplinary team, considering the resident's
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safety, medlcal condlﬂons, comfort, and freedam
E of movement, as well as input from the resident

v and family regarding previous sleeping habits and
: bed environment. 2. To try to prevent
deaths/injuries from the beds and related
equipment (Including the frame, mattress,
sideralls, headboard, footboard, arid bed

b accessories), the facllity shall promote the
following approaches...e. |dentify additional safety
measures for residents who have been Identified
as having a higher than usual risk for injury
including entrapment (e.g., altered mental status,

. restlessness, efc.)..."

F 329 | 483,45(d) DRUG REGIMEN IS FREE FROM F320
- gs=F | UNNECESSARY DRUGS

: (d) Unnecessary Drugs-General, Each résident's
gl drug regimen must be free from unnecessary
o drugs. An unnecessary drug Is any drug when
) lsed—

(1) In excessive dose (including duplicate drug
therapy); or

{2) For exce_sslve duration; or

(3) Without adequate monitaring; or

(4) Without adequate Indications for its use; or

{5) In the presence of adverse consequences
which Indicate the dose should be reduced or
discontinued; or

(8) Any combinations of the reasons stated In
paragraphs (d)(1) through (5) of this section.

i This REQUIREMENT is not met as evidenced
by,
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F 328 | Continued From page 14 F 328} ' behavior monitoring system was 4/16/17
: Based on staff !ntervcljaw me;iica! t;ec?ard"}';v;e??r,d “revised on 3/23/17 to address each
and policy and [pracedure review, the facllity falle , ‘g .
to ensure behavior monitoring was completed to - medication more specifically for
identify medication necessity for 4 of 8 sample 1 thﬂ’dlagﬂOSlS and /or behaviors for
residents (#5, #11, #29, #36) who used -which the medication was ordered.
psychotmpic medlcations The findings were: -On March 23, 2017 residents #5,
1. Review of the 212117 quarterly MDS '11, 29 and 36 have an .
assessment showed resident#5 had diagnoses 1nd1\{1du.ahzed medication specific
which Included Atzhejmer's dementia and jmonitoring system in place.
depression. fg“l:l?f the residtentgaddno ; ‘Nursing staff will be educated on
symptoms of delirium present and a depression , : . o .
scoré of 0. Review of the behavior manitoring , the changes in behavior monitoring
record for Decembier 2016, January 2017, and ‘by April 16, 2017. All residents
February 2017 showed the medications used to taking psychotropic medications
. o will be audited (using an auditing
(antipsychotic). Further review showed target tool) by DON or designee by April
" behaviors included "anger, yelling at staff, 16, 2017, to ensure each resident
S residents,” "Non~partlcipatlon In activities,” has an individualized behavior
i "withdrawn, fiat affect" arid "side effects: monitoring system in place that
restlessness, anxlety. Increased confusion, ad dicati bed £
: drowsiness.” The following coricerns were addresses medication prescribed 1or
X identified: identified target behaviors.
a. Review of the behavior monitoﬂg% rebcord Medications will be reviewed
; for December 2016, January 2017, and February . s
| 2017 showed all of the Identified target behaviors every t."l‘f" o eegs d“g“% medication
were tracked on a single form which did not reconciliation by DON/ ADON or
indicate which medication was beling used to treat designee to ensure residents taking
| specific behaviors. Further, the target behaviors psychotropic medication have the
were vague and non-specific. behavior monitering system in
f? 2. Review of the 12/22/16 quarterly MDS place. Newly admitted residents
assessment showed resident #36 had dlagnases with psychotropic medication as
which !nri;;med %lzhelrrpgr's dlseas;a and a;nxlety well as newly ordered psychotropic
Further, the resident had no symptoms o e . - ;
delirium present and 8 daprass[on score of Q. ‘ medl.cauon Wlu l‘mve medication
Review of the behavlor monitoring records for specific monitoring system added
_ December 2016, Janary 2 2017, and February by DON or designee. Social
FORM cms-zsm(cz 98) Previous Veraions Obaoleis " EyentID:CTRMS Facitty [D: WY00Z2 I continuation shaat Pagl 15 uf‘lB
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%' Fage Continued From page 15 F 320| Services wﬂl review monthly to
2017 showed the medicatlons used to treat ensure all psychotropic medication
behaviors were busplrone (antianxlety), Namenda is monitored f
XR (extended release), and Morphine XR behaviors an dc;r the specific
(analgeslc). Further review showed the target or symptoms for
g behavjors Included "anger, yelling at staff, which the medication was
4 residents,” "confusion,” "withdrawn, flat affect,” prescribed.  All results will be
n, i
;e:’r:ac,l1 u?g)élety The following concerns were taker:hto QA&A monthly for three |
a. Review of the behavior monitoring record months and quarterly thereafter for
for December 2016, January 2017, and February one year for further review and
2017 showed all of the identified target behaviors analysis

were tracked on a single fonn which did not
indicate which medication was being used to treat
the specific behaviors. Further, the target
behaviors were vague and non-specific.

4 3. Review of the 1/18/17 quarterly MDS

L assessment showed resident #11 had diagnoses
that Included non-Aizhelmer's dementia and
depression. Further review showed the resident
had no symptoms of delirium and a depression
score of & (mild depression). Review of the
behavior monitoring records for December 2016,
January 2017, and February 2017 showed the
medications used to treat behavlors were
lorazepam (antianxiety) and Zoloft
(antidepressant). Further review showed the
target behaviors were “anger, yelling at staff and
residents,” "non-participation in activities,”
"withdrawn flat affect,” apd "depressed mood .
The following concems were identified:

a, Revlew of the behavior monitaring
record for December 2016, January 2017, and
February 2017 showed all of the identified target
. behaviors were tracked on a single form which
. did not indicate which medication was being used
1. to treat the specific behaviors. Further, the target
behavlors were vague and non-speclﬁc
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4. Revlew of the 12/5/16 quarterly MDS
assessment showed resident #29 had diagnoses
that included dementla, Parkinson's disease, and
depresslon Further review revealed the resident
had no delirium and a depression score of 12
(maderate dapresslon) Review of the behavior
monitoring records for December 2016, January
2017, and February 2017 showed the
medlcahons used fo treat behaviors were
Seroquel (antipsychotic), Wellbutrin XL
(antidepressant), Namenda (cogmﬁon enhancing)
and Aricept (cognition enhancing). Further review
showed the target behaviors were “anger; yelling
ot at staff and resldents," "non- -participation In
actlyities," "withdrawn flat affect," and

L *haliucinations." The following concerns were
Identified:

a. Review of the behavior
monitoring record for December 2016, January
2017, and February 2017 showed alt of the
ldentiﬁed target behavtors were tracked in a
slngte form which did not indicate which

BN miedlcation was belng used to treat the specific
= behaviors, Further, the target behavxors were
vague and non-specific.

5, Interview with the DON on 3/2/17 at 9:16 AM
conﬁrmed the behavior monltoring record did not
Identify target behaviors for individual
medications, and further confirmed the behavior
L monitoring récord In its current form would not

: provide useful data on medication effectiveness.

6. Review of the policy titled "Medication
Utilization and Prescrlblng-clinlcal Protocol” last
revised September 2012 showed "Assessment
and Recognition 1. When a medication is
prescribed in response o an identified problem,

ECIRM CMB-2587(02-98) Previoys Verslons Obaclels ~~ EventID:iCTU1t Faclity ID: Wyooz2
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condition, or risk, the physiclan and staff wil
idéntify the indications...Cause Identification...2,
The physic;an and staff will evajuate the
effectivenass and effects of the’ medications in a
resident's regimen.. Treahnenthanagement 1.
The physician and staff wil) adjust existing
medications based on thelr efficacy and the
continued presence ¢ of ralevant condltions and
risks...Monitoring 1. The staff and physiclan wii
periodically re-evaluate the conditions and
symptons for which each résidént is recelving
medications to ensure the medicationand
dosage are still relevant and are not causing
undesired compllcatlons..

F 371 483 60(i)(1)+{(3) FOOD PROGURE,

ss=E | STORE/PREPARE/SERVE - SANITARY

(1)(1) - Procure food from sources approved or
considered satisfactory by federal, stata of local
authorities.

(1) This may Include food ftems obtalned directly
from local producers, subject to applicable State
and local Jaws or regulations.

(i) This provision does not prohlbit or prevent
facliities fram using produce grown in facllity
gardens, subjact to compliance with applicable
safe growing and food-handling practices.

(i) This provision does not preciude residents

gccordance with professional standards for food
service safety.

(1)(3) Have a policy regarding use and storage of

from consuming foods not procured by the facflity.
(i)(2) - Store, prepare, distribute and serve food In
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F371- The ice machine including | 4/16/17
Fa74| theupper water sealant molding ’
and air filter where cleaned on
3/2/17. The ice machine cleaning
log has been updated to include the
date air filter and water sealant
molding were cleaned. Ice
machines have been put on a
weekly cleaning schedule.
Maintenance or designee will audit
all ice machines by 4/16/17 to
ensure cleanliness of machines
including air filters and water
sealant molding. Maintenance or
designee will audit, using an audit
tool, all ice machines monthly, to
ensure cleanliness of machines,
including the air filter and water
sealant molding. All results will be’
taken to QA &A for further review
and ana1y515 for one ‘year.
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F 371

Continued From page 18 |
foods brought to residents by family and other
visitors to ensure safe and sanitary storage,
handling, and consumption,

This REQUIREMENT s not met as evidenced
by:

Based on observation, staff Interview, review of
the ice machine cleaning log, and manufacturer's
instructions the facllity falled to ensure sariltary
conditions In 1 of 1 kitchens. The fi ndmgs were:

Ohbservation on 2127/17 at 10:31 AM and on
2/28/17 at 10 AM showid the Interlor of the
kitchen |ce machine had a build-up of dust along
the upper water-sealant molding and the alr filter
was dusty. Review of the user manual for
"Scotsman lce Systems Prodigy Plus D Series
stated “.,, The Ice maching's water system should
be cleaned and sahitized a minimum of twice a
year.." and",..clean air filters when they become
visibly dirty. Thay will need cleaning more often
than the other items..." Review of the ce machine
cleaning log revealed the Jce machine was Jast
cleaned and Inspected on 11/16/16. Interview with
the malntenance siipejvisor.on 3/1/17 at 8:17 AM
revealed he had last cleaned the lce machine and
filter on 2/14/17, however, the cleaning log was
not documented with that information. In addition,
the maintenance supervisor confirmed the lce
machine was in need of cleaning.

F 371
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