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A recertification survey was conducted by
Healthcare Licensing and Surveys on 3/20/117
through 3/23/17 at Life Care Center of Cheyenne
located in Cheyenne, Wyoming.
The following common abbreviations are used
throughout this document:
ADL; - Activities of Dally Living
BIMS: . Brisf Interview for Mental Slatus
CNA:  Certified Nurse Alde
MDS: Minimum Data Set
1LPN:  Licansed Préctical Nurse
RAI:  Resjdent Asgeaenient instrument
RN: Registered Nurse ‘
Less comimionly used abbreviations will be
annotated in each deficiency. .
F 156 | 483.10(d)(3)(@)(1)(4)(5)(13)(16)-(18) NOTIGE OF F186| F156 The facility must post, in a form 5/6/17
§5=8 R!G_HT..S' RULE?‘ SERVICES, CHAR?ES and manner accessible and
(d){(S) The facliity must enaure that each resident. ‘| understandable to resident, resident
remains Informed of the name, specialty, and way representatives: A list of names,
of contecting the physician and other primary cars addresses (mailing and email) and
professionals responslble for his or her care, ,
o e - S telephone numbers of all pertinent
§483.10(g) Information and Communication, State agencies and advocacy groups,
e e
| er ' .
governing resident conduct and responsiblities state Licensure office, adult
during his or her stay.in the facility, e protective services, the Office of the
()4 Th id th th. Haht to " ’ State Long-Term Care Ombudsman
4)(4) The resident has the right to recelve :
notices orally (meaning spoken) and In witing program, the protection and
(including Braille) in a format and & language he advocacy network, home and
or she understande, Including: .. community based service programs,
- and Medicaid Fraud
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Any deficlency statement ending with an aglarisk (* denotas a deficlency which the Inallitlonfray be excused from cotraoling providing 1t Is determined that
other safeguards provids sufficlent protection to tha patients, (See netructions.) Exoept for nuraing homas, the tindings slated above are diocioasble 90 days
Tollowirig the date of survey whéther or not & plan of correction la providad. For nursing homed, the Bbova findings and pians of comreetion gre diaclosable 14
duys following the date theze dacumants are mads avaliable to'the faclity. If deficlapclas are clted, ah approved plan of gpmeciion ts mqulaits o continued
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F 156 | Continued From page 1 F{58| Control Unit; and a statemeut that the

(i) Required notices as spacified in this section.
The facility must furnish to each resident a written
description of legal rights which Includes -

(A} A description of the manner of protecting
peraonal funds, under paragraph (H(10y of thls
section;

(B) A description of the requirementa and
procedures for estabilshing eligibiity for Medicaid,
inciuding the right to request an assegement of
resources under sectlon 1924(c) of the Seclal
Seourity Act,

(C) Alist of names, addresses (mailing and
email), -and telephone numbers.of all pertinent
State regulatory and Informational. agennles,
resident advocacy groups such as the State
Survey Agancy, the State licenaure office, the
State Long-Térm Care Ombudsman program, the
protection and.adyocacy agency, adult protective
gervices where state law provides for jurisdiction
in long-term care facllities, the ldcal contsct
agency for information about returning to the
comimunity and the Medicaid Fraud Control Unit;
and

(D) A statement that the resident may file a
complaliit with the State Survey Agency
concerning any suspacted violation of state or
federal nursing facility regulatians, Including but
not liited to resident abuse, neglect,
exploitation, mlaapproprlation of resldent property
In-the facllity, ron-compliance with the advance
diractives:requirements and requests for
infarmation regarding returning to the community.

(i) Information and contact information for State

resident may file a complaint with the State
Survey Agency concetning any suspected
violation of state or federal nursing facilily
regulation.

A) The facility has ensured that
applicable email addresscs for
perliment state agencics was added
to posting. The facility has added
a statement to show residents may
file a complaint with the Stale
Survey Agency. Required positing
was relocated 10 lobby during the
course of survey,

B) The ED or designee will conduct
weekly andits to ensure required
positing of pertinent Slate
agencies contact information
including email addresscs and
other nccessary statement remain
posted in a readily accessible
mannet. Any problems identificd
will resuit in immediate education
and/or corrcotive action,

C) The ED or designee will provide
cducation to resident coungil
group st menthly resident council
meeting regarding content and
location ol required posted
notices,

D) A Performance Improvement tool
will be utilized {0 randomly audit
the compliance of required posted
nnfives,

FORM GMS-2687(02-88) Pravious Verglons Obaolels

Event |D; 12vP11

Faeliity ID: WYdo14

If conflnualion sheat Page 2 of 24




04/24/2017 MON 14:42

FaX

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Zood/025

PRINTED: 04/06/2017
FORMAPPROVED

.Section 202(a)(20)(B)(ii) of the Older Americans

and local advocacy organizations lncludlng hut
not limlted to the State Survey Agency, the State
Long-Term Care Ombudsman program
(established under section 712 of the Older
Ameéritans Act of 1986, as amended 2016 (42
U.S.C. 3001 et seq) and the protection and
advocacy gystam (as daslgnated by the state, and
as established under the Developmental
Disabllities Asslistance and Bill of Rights Act of
2000 (42 U. 8.C. 15001 et seq.)
[§483.10(g)(4)(ll) will be Implamented beglhning
November 28, 2017 (Phase 2)]

(i) Infermation regarding Medicare and Medicaid
ellgibility and coverage;

{§483.10(g)(4)(1) will be implemented beginning
November 28, 2017 (Phass 2)]

(IV) Contact information for the Aging.and
Digabllity Resource Ceriter (established under

Act); of other No Wrong Door Program;
[§483.10(g)(4)(iv) will ba implementad beginning
Novembar 28,2017 (Phage 2)]

(v) Contact information for the Madicald Fraud

Control Unit; and

Edas 10(9)(4)(v) wiil be Implemented beginning
ovember 28, 2017 (Phase 2)]

(vl) Information and contact Information for filing
grievances or comp!aints concerning any
suspected vibiation of state or federal nursing
facllity regulations, Including but not limited to
resident abuee, neglect, explaitation,
misappropriation of resident property in the
facllity, non-compllance with the advance
directives requirements and requests for

result in immediate education
and/or corrective action, The
audits will be conducted by ED or
designee,
L) The ED will report the results of
the andits ut the monthly
Performance Improvement
meeting. The report will include
any problems und/or trends noted.
Reporting will ocear forno less
thun three months until ongoing
comphance has been achicved.
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- (X4) 1D - . SUMMARY.STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORREGTION )
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F 156 | Continiied From page 2 F 158 Any problems identified will
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166 Contlnued Frdm page 3 _ ' " F156
lnformatlon regarding returnlng to the cummumty

(8X5). Thq taclllty must post, ina form and
mariner accéasible and understandabla to .
resldents resident represantatlvas

l(i) Allst of names, addressgs (malllng and amall),
and telephone numbers of all pertlnantStata
agencles and advocaoy groups such ag the State |
Suryey Agéncy, the ‘Stats licaraure office, adylt
: ‘| protective ‘services whére state jaw provideis-for
| lurisdiction I iong-term caré fagiiities, thig Dffica
L of the State Long-Term qué Ombudaman, -
_| pragram, the protec'don and advqcacy network,
o home and’ ‘community basad ervice prograns,
L and the Mbdloatd Fraud Control Unit ‘and

S A statement that the’ rasldent may-fle a
complaint with the State Survey Aganicy. .

. concemlng ariy. suspected vlolation of state or
i | federal nursing faciiity rqgulatbn including but not
' limited fo résident abuse; naglect, exploitgtion,
'mlsappropriatlon of regident property.in the

1 facllity, and’ nofi-Gompllance wlth the advariced |

’ ‘| directives requirements; (42 CFR part 489 subpart |
- {1 end raqueﬁta for.information regardlng returning
1 to the dbmmunlty .

(g)(1 3) The faclhty mugt dlsplay in {he facmty
written:information, and provide to residents and .
ap"plicants far admisslan, oral ajd writisn
inforration about how to apply for:and yse

. Mediidare ar‘ld Madicald benaﬂts and how to' .
[ receive réfunds for previods payments covered by|
) guch beneﬂts !

' .(g)('tﬁ) The faclllty muat provlde a notica, of rights
I -and sarvices to the nesldant prlur toorupen

,;FQRM cm&zsav(oz.eu) vaiouc Verslons Dbanlm : _ Eg-m iD;12vpae . Faility 1D; Wyo014 If continuation shest Page’ 4 of 24
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F 156

Continued From page 4
admisslon and during the resident’s stay,

(1) The facllity must Inform the resident both orally
and in writing in @ language that'the resident
understands of his or her rights and all rules and
ragulatlons governing resident conduct and
responsibilities during the stay in the facllity.

(1 The faolllly must also provige the resident with
the State-develpped notice of Medicald rights and
obllgatlons. If any.

(iii) Receipt of such information, and any
amendments to it, must be acknowledged in
wiiting;

(9){17) The facility must--

(I} Inform egch Medicaid-eligible resident, in
writing; at the time of admisalon to the nursing
facliity and when the resident becomes sligible for
Medicaid of-

(A) The Items and sprvices that are Included In
nursing faclity services urider the State plan and
for. wl_'tich the resident may not be charged;

(B) Those other items and services that the
facllity offers and for which the resident may be
charged, and the amount of charges for those
garvicas; and

(i) Inform each Madicald-eliglble resldent when
changes are made to the items and services
specified In paragrapha (g)(1 7)(I)(A) and (B) of
thie section.

(0)(18) The facllity must inform each resident

F 156

FORM CME-2687(02-88) Pravious Veralons Obsolele EvantiD: 12VP11
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- F 158 | Continued From page 5 F 166

facllity's per diem-rate,

“This REQUIREMENT Is not met a8 evidenced

bafore, or at the {ime of gdmission, and
periodically during the resldent’s stay, of seivices
available in the facllity and of charges for those
services, Including any charges for services not
covered under Medicare/ Medicald or by the

() Where changes in coverage are riiade to ltems
and gervices covered by Medicare-and/or by the
Medlcaid State plan, the facllity must provide
notice to residents of the change aé'soon as is
reasonably pessible. :

() Where changes are made 16 cherges for other
items and servicey that the facllity offers, the
facllity must inform the resldent in writing at least
80 days prior to implementation of the change,

(1) If @ resident dies or js hospitalized of Is
transferred and ddes not réturii to the facliity, the
facility must refund to.the resident, rgsident
representative, or estate, as applicable, any
deposit'or charges already pald, less the facility's
per dlem rate, for the days tfie resident actually
resided or reserved, or réfalried-a bed inthe
facliity, regardiess of any minimum stay or
djscharge notice requirements.

(Iv) The facility must refund to the resident or
resident representative any and all refunds due
the resldent within 30 days from the resident's
date of discharge from the faciiity,

v) The terms of an admission contract by or on
behalf of an indvidual seeking admisglon to the
facility must not coriflict with the requirements of
these regulations:

by:

FORM CMS-2587(02-08) Previous Verslons Obsoiels Event ID; 12vP11
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F 168
. 88=8

F 1668

‘ain entrance yestibule. The doors Into-the

Continued From page 8

Based on obsarvation and staff Interview the
facillty fafled.to post the required notices in a form
and manner readily accessible to residents and
resident representatives. The ceneus was 143.
The findings were:

Observation of the facllity during the survey

timeframe showed the natnes, addresges, and
phone numbers of all pertinent $tate agencies
and advocacy groups were listad on an 8 by. 11
inch framed document locatad on a.table in the

vestibyle from the facliity remain lpoked at all
times &nd requlred the manual depression of a
red button 16 open them, which made this
document Inaccasslble toresiderits, In addition, .
the document did-not contain the required enviall
addresses or a statemrient to show residérits-may
file a complaint with:the Stiite:Survey Agency.
The administrator declined to comment during an
Interview on 3/23/17 at 12 PM, o
483.10(j)(2)-(4) RIGHT TO PROMPT EFFORTS
TO RESOLVE GRIEVANCES

(1M2) The rasldent has the right to and the facliity _
must make prompt efforts by the facliity to resolve
grievances the resident ray have, in accordance
with this paragraph.

(iX3) The facllity must make Infarmatfon on how
to file a grievance or complaint available to the
resident.

(I(4) The facllity must establish a grlevance policy
to engure the prompt resolution of ali grievances
regarding thé residente' righte contained in this
paragraph. Wpon request, the provider must give
a capy of the grievance poligy to the resldent. The

F 158

F168] F166 The facility must establish a

gricvance policy to ensure the prompt
resolution of all gricvances regarding the
residents’ rights. Upon request, the provide
must give a copy of the gricvance policy to
the resident.

A) Facility Grievance Policy and
Procedure amended 1o include
contact information of grievance
official, cxpected time frame for
campletion of the gricvance,

- contact information for
independent entitics with whom a
gricvance could also be filed, and
right to file grievances

-

5/6/17

FORM GMB-2687(02-55) Previays Verioris Obualela

Event [D;12VP11

Facility ID: WY0014
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grievance pollcy must Include:

() Notifying resldent indwidually or through
postings in prominant locations throughout the
fagliity of the right to file grievances orally
(meaning spoken) or in Wwriting; the right to file
grievances anonymoualy, the contact information
of the grisvance ofﬂc!él with whom a grievance
can be filad, that is, his or her nartie, business
address (maillng and email) and business phone
number, g reasonable expected time frame for
-completing the review dfithe grievance; the right
to obtaln & erttan dac,lglnn redaiding his or her
grievance; and the contact information of
Independent entities with whiom grievances may
be filed; that s, the pertinent State agency,
Quality Improvement Organization, State Survey
Agency and State Long-Term Care Ombudsman
program or protection and adyocacy system;

(ii) Identlfying a Grievance Officlal who s
réspansible for overaeelng the grievance process,
receiving and tracking grievances through to their
conclusions; leading any nesessary investigations
by the' facillty, maintaininy the confidentiality of all
information assoclated with'grievancas, for
example, the identity of tfie regidant for those
grlevances submitted anonymously, issuing
written grievance decisions to the realdent; and
coordingting with state and federal agencies as
necessary In light of spegific allegations;

() As necessary, taking Inimediate-action to
prevent further potential violatlons of any resident
right while the alleged violation is being
inveatigated;

(iv) Consistent with §483.12(c)(1), Immedrately

(X4) 1D SBUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION oo
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FUL. - PREFIX (EACH CORRECTIVEACTION SHOULDBE | COMPLETiON
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED O THE APFROPRIATE DATE

DEF|BIENCY)
F 166 | Continued From page 7 F 166

B) The D or designee will cducate
the facility resident council
regarding amended grievance
policy and procedure on or
belore 05/06/17.

C) The LD or designee will conduct
an in-service on or before
05/06/17 with all facility stall
regarding changes made to
facility grievance policy and
proceduve,

D) ‘The amended Grievance Policy
and Procedure will be presented
at monthly Performance
Iimprovement Meeting on or
beforc 05/06/17.

E) The Executive Director will
monitor amended policy for
inctusion of requirced
information. The report will
include any probloms and/or
trends noted. Reporting will
occur for no less than three
months until ongoing
compliance has been achieved,

FORM CME- 2067(02-86) Pravious Verslons Ohlnim

Event |0 12VP14
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reporting all alleged vlolations Involving neglect,
abuse, Including Injurles of unknown sourcs,
and/or misappropriation of resident property, by
anyone furnishing services on behalf of the
pravider, to the adminlstrator of the provider; and

as required by State l_aw;

(v) Ensuring that all written grievance decisions
include the date the grievance was racelved, a
summary statemerit of the resldent's grievancs,
the steps taken to investigate the grisvance, a
summaery of the pertinent findings or conglusions
regarding the resident's concerns(s), a staterment
as to:whether the griévance was confirmed or not
confirmed, any corrective action taken or to be
taken by the facllity as a resylt of the griavance,
and the date the written declsion was lesued;

(vi) Taking appropriate corrective action in
accorgance with State law if the alleged violation
of the residents’ rights Is confirmed by the faclilty
or If an outside entity-having juriediction, such as
the State Survey Agency, Quality Improvement
Organization, or local law enforcement agency
confirme & violation for any of these residents’
rights within Its area of responsibility, and

(vll) Maintaining evidénce demonstrating the
result of all grievances for a period of no less than
3 years from the lesuance of the grievance
declsion.

This REQUIREMENT Is not met as evidenced
by: o
Based on staff interviaw and review of pollcy and
procedure, the fac|lity falled to ensure the -
grievance policy contalned all the required

Information. The census was 143. The findings
warse:.

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN ,6F CORREGTION sy
PREFIX (EAGH DEFICIENCY MUST HE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD.BE cw%reﬁnon
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T() THE APFROPRIATE b
: e DEFIGIENCY) :
F 186 | Continued From page 8 F 186
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. SUMMARY BTATI:MENT, OF DEF!G!ENC ES

care.plan, ‘af both.)
by:

The fi ndlngs wtan;l

resident's status that will not’ ‘normally resolve
Itself without furthier intarvention by-staff or.by .
implerienting stendard dlaease«t’elatad clinical
Interveitions, that has:an Impsct on'More than
one-araa of the resident's health étatus, and
requ!res mterdisolplina(y rev:aw or reylslon of the '

This REQUIREMENT Is.not met as. avldenced

Based on medlcahecond raview, staff'interv!aw
and re\dew of the CMS RAI verslon 3.0. manual,
the facility: falled to ensura.a-significant’ change

agsessment was completed fqr 20f5 aamgle
‘residents (#40; #110) wnh a sigmf cant change

?‘ a0 ) ' PRDVIDER‘& PLAN pF connecnon (i)
7. PREFIX {EAGH REFICIENCY MUST PE:PRECEDED BY FULL . PREF])& ) (EACH CQRRECTIVE AGTION SHOULD BE COMPLETION
©TAG” REGULATORY OR Lso IDENTIFYING INFdRMATION) | e CROBS-REFERENCED TO THE APPROPRIATE DATE
: . ) ) " DEFIGIENCY)
F 168 Gontlhuad me  page 0 -F168] .
.| Review of "Gnevance Pmcedures v last mvlsed :
11/19/18, showad the’ pohcy falled to- mclude
required lnformation Including the name, address ‘
' and phone.number of the grievance ofﬂcral ‘the
expet;ted time frame fof completion.of the .~ -
¢~ | grievarice, the contact information of lndspﬂndqnt _
Q | entities with Whom a. Qriévance.could also be. * -
v Rlgd; and'did not address the right to: ﬂle 8.
\ : gnevance angnymously ’ ’
f lntprv:aw wifh the: admmlstrator on 3/23/17 at -
N 10:10-AM conﬂrmsd the pollcy .and’ proceQure did |
‘ not contaln &)l necessary Information) " . p
F 2741 483. 20(b)(2)(ﬂ) COMPREHENS!VE ASSESS F274| 1274 Comprehcnsive Asscssment after 5/6/17
i '88=D: AFTER SIGNIF ICANT OHANG significant change within 14 days after the
‘g lucility determines, or shauld have been
. (b)(Z)(H) W?thm 14 days after the facmty determined, that there has been a
NI determlnes ot should have determined that' significant change in the resident’s
j';"*, ,-there has: beéna S‘QT\}ﬂCaﬂt Ghﬂﬂge in. the physical or meutal condition.
, " | resident'a physical or migntal canditjoh, (For A) A significant change assessment
L purpose, ‘of-this section, a “significant change” for resident #40 was completed
- means‘a major décline or.improvementin the

on 04/10/17. A significant
change (or resident #110 was
completed ou 04/10/17.

B) The DON or designec will
conduct a 100% veview of all
residents to determine il a

significant change ussessment

required. Required significant
change asscssments will be

completed by MDS coordinators,

Any problems identificd will
rosult in immediate educalion
and/or coirective action.

‘FORM CM8-2667(02-98) Previous Versions Obestata .
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DEFICIENCY)
o ' : C) ‘The DON or desi ill )
F 274 Continugd From page 10 F 274 ) e W

1. Review of the quarterly MDS assesement
dated 2/3/17 showed resident #40 at section
1300 D (Psychomotor rétardation) was coded as
behavior fluctuates. Further review showed the
resldent had a depression score of 6 (mild),
verbal behavior symptorns directed towards
others'that occurred 1 to 3 days, other behavioral
symptoms not directed at others that occurred 1
to 3 days, no functional range of motion
fimitations in range of motion In upper extremitles,
occasional as needed pain madications,
occaslonal pain with a numeric score of 4 out of
10, non-physician prescribed welght loss, use of
antlpsychoﬂc meadication for 6 days, use of
antisnxlety medication for 7 daye, and use of
antidepressant medication for 7 days during the
assessment period. The follawing concerns were
Identified:

8. Revlew of the admisslon MDS assesament
dated 12/2/18 showed the resident had no
behaviors present for ssction 1300 D, had a
depression scoreof 4 (minlmal) no verbal
behavioral symptoms directed towards others, no
other behavioral symptems not directed at others,
tunctlonal limitations of both upper axtremltles. no
as needed paln medication, no identified pain, no
welght loss, and no antipsychotic, antianxiety, or
antidepregeant medication use during the
asgessment period.

b. Interview with MDS coordinator #1, MDS
coordinator #2, MDS coordinator #3 and. the
social servicee director on 3/23/17 at 12:16 PM
corifired a significant change assassmant
should have. been ¢completed.

2, Re\new of the quarterly MDS assessment
dated 3/7/17 showed resident #110 sometimes
made self underétood, had a BIMS score of 8
(moderate!y |mpalrad). 2 depression score of 3

D)

F)

conduct an in-service on or
before 05/06/17 with a1l MDS
coordinators regarding the
requitements lor significant
change assesyments,

A Pertormance Improvement
tool will be utilized 10 conduct
weekly audits to determine if
significant change assessments

hive been completed as required.

Any problems identified will
tesult in immediate education
and/or corrective action. The
audits will be canducted by the
DON or designec.

The DON will report the resulls
of audits at the monthly
Performance Improvement
meeting. The report will include
any problems and/or trends
nhated, Reporting will oceur for
no fess than three months until
ongoing compliznce has been
achicved.

FORM CMS-z687(07- -98) Previous Veralons Qbaaiote
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F 274

Continued From page 11

(minimal), wéis continent of bowel, had scheduled
pain medicatione, had no as needed pain
madications, and no falls. The follawing concerns
were identified:

a. Review of the admission MDS asaessment
dated 10/20/16 showed the résldent rarely/iever
made self undsrstood, was unab!e to interview for
BIMS with identified short term memary loss and
modérate impalrment for dally decisions, hed &
dapreaslon score of 9 (mild), was otcaslonally
incontinerit of bowel, had no scheduled pajn
medlcatlon, a8 need pain medicatton. and 1 fall
with no injury since adm!sslon or pridr.
assassment,

b. Interview with MDS coordinator #1 MDS
coordlnator #2, MDS coordingtor #3 and the
social servlces director an 3/23/17 at 12:16 PM
confirmed & significant change assessment .
should have been completed.

3..Review of the "CMS RA| version 3.0 manual,
October 2018," showed "...04, Significant change
In status assesamant (SCSA) (A031 0A=04)

other conditions may not ba permanent but would
have such an Impact on the resident's overall -
status for more than two weeks that they would
require a comprehensive assessment and cara
plan revision. For example, a hip fracture may be
viewed as a transient condition but it Wouid
generally have a maler Impact on the reeldent's
functiohal status in' more than one ares (e.g.,
ambutation, toilating,- ellmlnahgn patterns; activity
patterng)...” Cohtinued review showed "...Decline
In two or more of the following, ., any dechne inan
ADL (activitiee of dally living) physical functioning
area where a rgsldent is newly coded as
Extensive assigtance, Total dependence, or
Activity did not occur since last gssessment.”

Further, the RAI stated a significant change

F 274
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results of the gssessment to develop, review

(d)Use. A facllity must maintain all resident
assessments complated within the previpus 15
rhonths In the resident's active racord and use the

and revise the residept’s comprehenslive care
plan, ' ' -

483.21
(b) Comprehenslive Care Plens

(1) The facillty must develop and implement a
compreliensive person-centéred cara plan for
each residant, consistent with the résident rights
set forth at §483.10(c)(2) and §483.10(c)(3), that
includes measurable objectives and timeframes
to meet a residefit’s medical, riursirig, and menta
and psychosocial needs that are identified In the

comprahensive assessment, The comprshenslve.

care plan must deacribe the following -

() The services that are to be furnished to attain
or maintaln the residént's highest practicable
phiysical, mental, and psychosocial well-heing as
requiréd under §483.24, §483.25 or §483.40;-and

(W) Any services that would otherwise be required

(X4} 1D BUMMARY STATEMENT QF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 5)
"PREFIX (EACH DEFIC)ENCY MUST BE PRECEDED BY FuLL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLERION | .
CTAG REGULATORY OR L&C IDENTIFYING INFORMATION) TG caoa&ae;am—:_gﬁg%;ggy)e AFPROPRIATE UATE
F 274 Continued From page 12 F 274
assessment Is appropriate when " .. There s a '
detarmination that a slgnifipant change (elther
Improvement or dacline) In a resident's condltion
fiom his/her bageline has pocurred as Indicated
by comparison of the resident's current status to |
the most recent Coniprehensive asséssment and
‘any sibsequent Quarterly assessments..,"
F 279 483-29(&)?4&3-21 (b)(1) DEVELOP F270| m79a facility must use the results of the 5/6/17
552D | COMPREHENSIVE CARE PLANS assessincnl to develop, review, and revise
483.20 the resident’s comprehensive plan of care.

A) The care plan for resident #85
was updated on 4/10/17 to include
an approuch for repositioning,

B) The DON or designee will
conduct a 100% audit of residents
al moderate or higher pressure
sorc Tisk to ensure repositioning is
a carce plan approach. . Any
problems identified will result in
immediate educalion and/or
correclive action.

C) The DON or designee will
conduct an in-service on or belore
05/06/17 with all licensed nursing
stall regarding the importance of
repositioning as an approach for
residents determined to be at
moderate ov high pressure sare
risk.

'FORM £M3-2687(02-66) Previous Versians Obasiste
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under §483.24, §483.26 or §483.40 but are not
provided due to the'resident’s éxerclse of rights
under §483.10, Including the right to réfuse
traatment under §483.10(c)(6).

(m) ‘Any specialized services or speclaiized -
rehabllitative services the nursing facllity will
provide as a result of PASARR ..
recommendations. If a facility disagrees with the
findings of the: PASARR, it must indicate Its -
ratlonale In the resident's medlcal racord,

(lv)ln consultation with the resident arid the
re'sida’nt’s representative.(a)-

(A) The: resldent‘s goals for admlssmn and
‘desired oubcomes

{B) The resident’s preference and potential for
future dlscharge. Faclities myst document
whether the resldent's desire to returf to the
communlty was assessed and any reférrals to
local contact agencies and/or pther appropriate
enlities, for this purpose.

(C) Discharga plans In the comprehengive care
plan, as appropriate, in accordance with the
requirements set forth In paragraph (c) of this
gection.

This REQUIREMENT s not met as evidenced
by:

Based on observation, medical record review,
and staff Interview the facility falled to ensure a
comprehenslva care plan was developad on
tesidéent needs for 1 of 21.sample residents
(#85). The findings were:

1. Review of the 1/8/17 quarterly MDS
assessment showed res(dent#85 had dlagnoses:

L)

will be utilized to conduct
random audits ol moderate or
high risk residents* care plans to
ensure repositioning as an
approach. Any problems
identified will vesult in
immediate cducation and/or
corrective action. The audits will
be conducted by the DON or
designce.

The DON will report Lhe results
of audits at the monthly
Performance Tmprovement
meeting. The report will include
any probiems and/or trends
nated. Reporting will acour for
10 less thun three months until
ongoing compliauce has been
achicved,
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which ncluded heart failure, diabetes meliitus,
Parkinson's disease, depression, and difficulty in
walking. The resident requilred the extensive
asslstance of 2 staff members for bed mobility,
transfers, dressing, and tolleting, Review of the
1/4/17 Braden scale assessment for predicting
-| pressura aore risk showed the résident scored 14
(moderate risk). The following concerns were
Identified: '
" a. Observation on 3/20/17 at 2:10 PM

-ehowed the resident was in his/her wheelchalr In
the dining réom’ attending an activity. The
resldent's right foot-was supported by a foot
trough, and a'left trunk support pad.and biiateral
’ arm rest pads were ori the whaelchalr. At 3:36
15 PM the resldent was brought to his/her room for a
A blood sugar chéck, At 4:20 PM CNA#1 returned
the resident to the dining room for the evening
meal. At 5:32 PM the resident was brought back
to hie/her room by GNA #2. Canltinued
observation-untll 6:05 PM showed the resident
had rot been repositioned for 4 hours. -

b. Review of the 1/19/17 care plan section
"Rigk for Pressure Ulcers" showed spproaches
which included weekly skin assessments,
quarterly Braden scale agsessmerits; floated
heels while in bed, arid pressurs relleving or
reduction dévices to the bed and wheelchalr, The
care plan falled to address the need for
reposlitioning.

c. Intarview on 3/22/17 at 3;30 PM with LPN
#2 revealed the resident was transferred with a
sit-to-stand lift and was totally dependent on staff
for mability. :

d. intérview with the DON on 3/23/17 at 12:12
PM confirmed the resldent's care plan did not
Include repositionihg as an intervention to prevent
pressure ulcers and, In addition, It was his
expactation that residants at risk for developing

'FORM CMB-2667(02-88) Fraviovs Veralons Obsalete “Event 1D: 12vP11 Feolilly [D: WYD014
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. 278 Continugd Fiom page 15- Lo R
; . préssure lr;jurlgs:g& repositioned evary two haurs. - :
" F 2821 483.21(b)3)(1)) SERVICES BY QUALIFIED . 'F282]  F282 The services provi
R v o)1) e BT =D, : provided or arranged :
§6=0 ;?ERSQNS” PER _QARE PEAN G ‘ 1 by the facility, as outlined by the 5(6/17
| ,(B) @), pompréﬁensi_ve C:E,TB .P',alﬂs . ( - comprehensive c'a‘re plan must be
g The seryices provided-oi arrangad by the facliiy, provided by qualified persons in
és _putlinsd. By th‘a‘_cdmp,nehar'islve'cara..pl'an.' ST accordance with each resident’s care
S must- : i R plan.
;:g. j(") ,Béfpf?ViF’.?d by anllﬁed peréoné i ‘. | A) The licensed and certified
. - ag:;é;rdqpce,wlth each resderit's written plan of . - nursing staff for residents #66
care. TR A . and #27 were educated
),r : '.:;\:IS*REQWBEMENT 'I_s not met ag evidenced- - ' regarding care planned
; B%se d.on ébsarvatiqn."rne dlpal,"r,e_cp’ rq"féﬁlew. I approaches for incontinence, .
- and etaff Interview.the facillty failed to snsure: - |, B ~
-, .p!%f?ls of cdre were followad as.written far 2 of 21 ) The DON or des'gnee. wil
b " gample résidents (#86, #27). ‘The findings were: con:wt random audits of
' T o R T residents who are incontinent
;\. ' 1.%B\ﬂawﬁf‘th6'1!5/17 qu,arterly MDS ) and TEC[u.lre extensive
‘,' agﬁssmgnt shgw.eg;re\sidgnt #35 had molsture assistance with toileting to
e flssoi}é’te.‘q!tpkindd‘a:‘rnafg% was fraqu_enﬂy - ensure care planned
: neontinent, and required extensive assistance.
I { with tolleling. Review of {he resident's care plan o are folowed as
$ for incoritinence showed approaches that - i Al
h { Included:nstructions for staff o tollet upon rising, - dentified will result in
: ‘befofe and after mesls, at bedtimg andas -+ '~ | immediate education and/or
I | needed. The following concerns were Identified: | correotive action.
£y @ Gontinuous observation.on 3/20/17 1 .
1 | beginning:at 2 PM and ending at :30 PM (3 1/2 €l The DON or designee wil
1t hours)showad the residang was.aé‘_a'ted ih:ﬁ: o conduct an in-service on or
:Whﬁ_ﬂlc_,halr- The rggidant was lnlh‘e:dlnlnq'(room before 05/06/17 with all
. . frql'n:Z_PM untit 4 PM, At 4 PMLPN#" brought licensed nursing staff regarding
i the rasident to-his/her room for medication - i i
ihyitnbd it atian the importance of following
administration and then returned him/her back to care planned hes f
‘the dining room without tolleting him/her. At 4:45 : oo Approaches for
} -| PM'the resident was gerved dinner. At 5:30 PM neontinence.
1 | the resident finlsheg dinner and remained in the {
| FORM.CMS-2667(02:96) Provious Vermlong Ohiolets Y Facily e
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| bedtime.”

dinirig room. At no time during the abeervation did
staff offer to tollet the resident.

b. Interview with LPN #1 on 03/20/17 at 4 PM
i revealed the resident was to be tolleted before
and after meals and at bedtime. In addition, she -
stated the resident required total lift pssistance
from staff.

c. Interview.on 3/21/17 at 1 PM, with RN #2
revealed "The rasident does have stress
incontinence and can also tell ug when-s/he
needs to use the bathroom. We take him/her to
the bathroom before and after meals and at

d. Interview on 3/23/17 at 12:12 PM with the
DON revealed it was his expectation staff would -
tollet residents per the care plan.

2. Ravlew of the 3/6/17 significant change MDS
assessment for resident #27 showed the resident
had dlagnoses which included non-Alzhelmer's
dementia, Parkineon's disease, selzure disorder,
periodic paralysis, and had a left lower extremity
fracture, The resldent required exterielve
assistance of 2 staff members for transfers,
dressing, toileting arid personal hygiene. Further
review showed the resident was at risk for
pressure Ulcers and had malsture associated skin
damage (MASD). Review of the 3/8/17 Braden
scala assessment for pradicting pressure Injury
risk.showed the resident scorad 14 (moderate
risk). Review of the care plan revised on 2/17/17
shawed the restdent had & knes immohilizer, at
minimal flexion, on hisfher lefl leg which required
staff stabilization during ADLs. Further review of
the care plan showad staff were to "sncourage
and assist as needed with frequent repositioning
when In bed or chair" and “toilet upon rising,
before and after meals, at hs (bedtime), upon
request and as nesded." The following concerns j
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D) A Performance Improvement
tool will be utillzed to conduct
random audits of residents who
are incantinent and require
extenslve assistance with
toileting to ensure care plan is
followed as directed. Any
problems ldentified will rasult in
Immediate education and/or
corrective action, The audits will
be conducted by the DON or
designee, A \*J'I‘S‘ will be perte
weelely,

E) The DON'will report the results
of audits at the monthly
Performance Improvement
meeting. The report will include
any problems and/or trends
noted. Reporting will accur for
no less than three months until
ongolng compliance has been
achieved.

L
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were identifled:

a, Continuous observation on 3/20/17 at 2:10
PM showed {he residant was In the dining.room in
hig/her wheelchair at an: activity. At 3:40 PM the
resident was takan to his/her room and remained
there until 4:20 PM whgn CNA#3 ‘took him/her
back to the dintng room. The resident was
réturned to his/her roof after the evenlrig meal
by RN #1 et 4:55 PM, At 5 PM (2 hours and 50
minutes since observation- bagan) 3 staff
members enterad the roof (CNA#1, CNA#4,

d RN #2) to transfer the resldent with a Hoyar It to
: his/fier bed, The resident resisted the transfer
and therapist #1 was called at 5:20 PM. 6 gtaff
members (CNA #1, 'CNA#3, CNA#4, RN #2,
theraplst #1, CNA#E) then transferrad the
resldent fo fis/her bed using the pivot method as
they supported his/her leg. At 5:28 PM pericare
was parformed and CNA#1 conflrmed the
resident had been Incontinent.

‘b. Interview on 3/23/17 at 12:12.PM with the
DON revealed It was his expectation that the
résident be repositidned every twa hours and
tolleting shoould be affered as per the care plan.

F 371 483.60(){1)-(3) FOQD PROGURE, F 371| F371The facility must — (1) Procure food 5/6/17
§S= | STORE/PREPARE/SERVE - SANITARY from sources approved or considered

: satisfactory by Federal, State or |
(1) - Procure foad from sources approved or iSlhiiion

considarad satlsfactory by federal, state or local authorities; and (2) Store, prepare,
authurmes distribute and serve food under sanitary
conditions.

() This may include food Items obtained directly
from local producerts, subject to applicable State
and lacal laws or regulations.

(ii) This provision does not prohibit or pravent
facliities from using produce grown in facillty
gardens, subject to compliance with applicable
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. DEFICIENGY)
F 371| Continued From page 18 F 371 A) lce machine in main kitchen was

1 (h(2) - Store, prepare, distribute and serve food in

gafe growlngand food-handiing practices.

(i) This provision does not preclude residents
from cunsumlng foods not procured by the facliity,

gccordance with professlonal standards for. food
service safety

(1I3) Have a policy regarding use and storage of
foods brought to residents by family and other
vieltors to ensuré safs and sanitary storage,
handling, and ¢onsymption.

This REQUIREMENT s not met as evidenced
by:

Based on observation. staft Interview, and review |

of maintanance records, the fac|iity falled to
ensure 2 of 2 icé machines (main, Arrowhead)
ware-malitained In & sanitary condition. The
ﬂndlngs were:

Observation on 3/20/17 at 9:10 AM of the ice
machine in the main kitchen showed the literior
of the iid was solled with dlscolorad debris.
Further, the lcé machine in the Arrowhead kitchen
ared showed a bulld-up of discolared debtis on
the Interior surfaces and the fan/vent was
covered In dust.

Additional observatior on 3/22/17 at 11:05 AM
showed the icg machine In the kitchen remalned
unsanitary with-the debrls o the interior of the lid
and the drea afound the hinges-of the lid. :
Observation oh 3/22/17 at 11:48 AM of the ice
machine-located n the Arrowhaad Kitéhen
showed |t remaln unsanitary. Thére was a yellow
colored substance which appeared slimy across
the surface of the ice-making mechanism located

above the Ice bin, Interview with tha dietary

B)

Q)

D)

cleaned of debris around hinges
of the lid on 3/22/17. Ice machine
in the Arrowhead kitchen was
cleaned and substance removed
on 3/22/17.

The Dietary Director, or designee,
will conduct weekly audits to
ensure all facility ice machines
remain free from debris and
unsanitary substances. . Any
problems identified will result in
immediate education and/or
corrective action,

The Dietary Director, or designee,
will conduct an in-service on or
before 05/06/17 with dietary
department staff regarding the
importance of regular cleaning
and maintenance of facillty ice
machines.

A Performance Improvement tool
will be utilized to conduct random
audits of ice machine cleanliness,
Any problems identified wiif
result in immediate educatian
and/or corrective action. The
audits will be conducted by the
Dietary Director or designee,
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* PREFIX
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SUMMARY STATEMENT OF DEFICIENCIES
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PREFIX
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{x5) -
co N

g

F 371

F 431
§8=F

.| should be kept sanitary and there may be times

the echedujed times.

.coffes biean grinders, and water vending

Continued From page 19

manager on 3/22/17 at 12:48 PM verified the
machines werp in need of cleaning. She stated
the maintenance department was responsible for
the sanlfation. :

interview with the maintenence director on
3/23/17 at 9:40 AM.verified the Ice machings

were sanitized every 3 months. Raview of the
maintenance record showed the machines were
|ast saiitized on 12/15/16 and due again on
3/31/17. The record did not show séparate entries
for when maintenance/clganing was dons, it
referred to "Ice Machines." According to the
director the schedule was to clean/sanitize both at
the same time. He further verified the machines

when sanitization/cleaning was needed between

According to Food Code 2013, U.S. Public Health
Service: 4-602.11 "...(E) Except when dry N
cleaniny methods are used as speclfied under §
4-803.11, surfaces of UTENSILS and
EQUIPMENT contacting FOOD that Is not
TIMEITEMPERATURE CONTROL FOR SAFETY
FOOD shall be cleaned: -

(4) In EQUIPMENT such as Ice bing and
BEVERAGE dlspensing nozzles and enclosed
components of EQUIPMENT such s Ice makers,
cooking oIl storage-tanks and distribution lines,
BEVERAGE and syrup dispensing lines or tubes,

EQUIPMENT.: (&) At a fretiuency specified by the
manufacturer, or (b) Absent manufacturer
gpecifications, at a fraquency ne¢essary to
preclude-accumulation of soil or mold.”
483.45(b)(2)(3)(g)(h) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

F 371

F 431

E) The Dletary Director will report
the resuits of audits at the
monthly Performance
Improvement meeting. The
report will include any problems
and/or trends noted. Reporting
will occur for no less than three
manths until ongoing compliance
has been achieved,
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o . DEFICIENCY)
F 431 | Continued From page 20 F 431! FA431 Drugs and biologicals used in the 5/6/17
facility must be labeled in accordance to
The facility must provide routine and emergency - currently accepted professional principles,
:ihrugs anc? biologlcals to Itf c;'e:c-s[ckl?nntg.‘c:r obtain and include the appropriate accessory and
em under an agreement described in cautionary instructi )
§483,70(g) of this part. The facllity may parmit ot whay o ac sy and the expiration
unlicensed personnel to adminlster drugs if State Ppiicable.
law permits, but only under the general
eupervision of a licansed nurse.
A) Thetwo bottles of Simethicone,
(8) Pracedures. A facillty must provide o f Seleni
pharmaceutical services (including procedures bn:"ﬂb Ot?:o . = enium, and one
that aissure the accurate acquiring, recelving, ottie of Nystatin were removed
dispensing, and administering of all drugs and from cart and destroyed on
biologicals) to meet the needs of each resgident, 3/23/17.
| (b) Service Conauitation. The facility must B) The DON or designee will
employ or obtain the services of a licensed conduct a 100% audit of
pharmacist who-- medication carts to ensure no
‘ expired medications are available
(2) Establishee a syetem of records of recelpt and and medications have expirati
. : . piration
disposition of all cantrolled drugs In sufficient dates labeled. A bloms
detall to enable an accurate recongillation; and cates fabeled. Any problems
‘ identified will vesult in immediate
 (3) Determines that drug records are In order and Cdlfcaﬁ‘m and/or corrective
that an account of all controlied drugs is action.
malntained and periodically reconciled. .
. C) The DON or designee will
(g) Labeling of Drugs and Biologicals. . conduct an in-service on or
' Drugs and biologicals used in the facliity must be before 05/06/17 with all licensed
labeled In accordance with currently accepted nursing staff to ensure expired
professional principles, arcl‘d include the medications are not available on
appropriate accessory and cautionary -
instructions, and the expiration date when medication carts and that
applicable, medications are [abeled with
expiration dates.
(h) Storage of Drugs and Blologlcals,
(1) In accordance with State and Federal laws,
the facility must store all drugs and biclogicals in
FORM GMS-2587(02-08) Pravioua Varelona Obeclets Event ID: 12VP11 " Feclllty ID: WY0014 it c;,nl|n;,,g|gn sheet Page 21 of 24
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l o U v . P o 1 N N - 1 ;
: i lc:‘sgzgguc?m?::mi?t: 5r:der proper temperature i P} A perfarmance improvement tool
ill be util
L controls, and permit only authorlzed. personnel to , W d.:e t" Hized to conduct weekly
{ hava dcce 86 to the keys. . au IAS 0 ensure expired
! . : medicatlons are not available and
1(2) The facllity must.provide saparataly Iocked : all redications are labeled with
parmanenﬂ?afrxed comdartments for 5toraga of expiration dates. Any problems

[ | conitrollgd-drige it in Schegiils If of the -

identified will result in immediate
Compréhensive Brug Abuse Prhvgntlon and

i . Contml Act.0f1976 and other drugs subject to. | edtl;canga andé?r COI:ZCUVE
| | abuge, except when the facllity uges singls unit action. The audits will be
l .| package drug distrlbution systsme/in which the | - conducted by the DON or
| ’ * | quiantlty storéd is thinimal and‘a mleslng dosa can designee.
: . .| be readlly detected. - E) The DON will report the results of
" I This REQUIREMENT ls not mgt as evldencad audits at the monthly
.. © by oo ’
R - Based on observatlon and staff intervlew the Pme;(:ir: a:.;e 'rr:p;?tv :::ﬁ:t‘ d
- {facllty. felled to-discard expirey: inedications-for 3. & the rep inciude
.+ | of7 medieatign carts (Hall 400 medication cart, any problems and/or trends
3 | Southwést medicstion cart, Therapy Center A R noted. Reporting will occur for no
; medlcaﬂon cart), The findings. were ' less than three months until
. ' ongoing compliance has been
. 1. Observatlon on 3/23/17 at 10 514:AM of tha achieved.
, medicatipn cart In hatl #400 wﬂh RN # revealed
‘ the following; '
X 1 - a. Abottle-of the medlcatson Simethicone 80
cob mllﬂgrams (mg) had an -opened. date &f 6/16/16
cF * | and had 'an expiratloh date of 2/17. '
L 1 bl Abottle-of the medicatlon Selonlum 200
N "micrograms had an opened date of 8/11/16 and
1 ‘ an explration date of 1M7. :
E I 2. Observation of the Southwust medication cart |
' .on 82317 at 10:25 AM reVealed abottleof ‘
_SImethlcone 80 g had &n expliatitn dats of
‘06/16. The medlcatlon was avallabla for'use.
I 3 Observatlon of the Therapy Cénter West cart
. ‘on 8/23/17 at 11 AM revealed a battle-of liquld -
Nystatln 100, 000 u/mil had no exptration date L _ .
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' F431|Continued From page 22 F 431
writteh on the label and was avallabls for use.
‘ 4. Interview qn 3/23/17 at 10;51 AM with RN #3
; and RN #4 revealed the nurses were responsible
for enauring there were no expirad medications in
the medication carte, They further confirmed the
medications Simathicona and Seionium were
explred and stiil avallable for use. F502 The facility must pravide or obtain 5/6/17
F 502 | 483.50(a){1) ADM!NISTRATION F502| laboratory services to meet the needs of
$8=E : its residents The facility is responsible for
(@) Lgbomtow Services quality and timeliness of the services.
(1).The facility must provide or obtaln laboratory
servicas to mest the heeds of its residants. The
fachity is respansible for the quality and timeliness A) Al bottles of expired Medisense
of the geéndces, glucose control solution was
'll;;ns REQUIREMENT I8 not met as evidenced discarded an 3/23/17.
Based on observatlon. stafl Interview and B) The DON or desi Il eanduct
menufacturer instructions, tha facliity falled to ) 100% audit ofe:/;irdlss‘zanwse ;Ounco:z
ensyré the accuracy of ﬂnger stick blood sugar trol soluti
lavels abtalned by staff. Tha findings ware: control solutian to ensure
solution is not expired. Any
1. Observation an 3/23/17 at 10:69 AM revealed a problems identified will resylt in
1 medication cart in the 400 hali had a Medisense immedialc cducation and/or
glucese control solution box which had an corrective action..
opened date of 11/15/15.
o €) The DON or designee will conduct
2. Observation on 3/23/17 at 11:20 AM revealed a an in-service on or before
medication cart in the 500 hall had a Medlsanse 05/06/17 with licensed nursl
ghicose controf solution box which had an staff regarding tlhzni:\3 or:;:\:f f
| expiration date of 2/17. i ; . PO °
iscarding expired Medisense
3. Interview on 3/23/17 at 10:59 AM and 11:20 glucose control solution.
AM with' RN #4 revealed the night shift nurses
check the glucometers on each medication cart
and stated the nurses uséd the Medisense
glucose control aolution for callbrating the
" IRM GMS-ZGOT(OZ-W_)—PW Varsions Oheolets Evanl ID; 12VP11 Faciify I0: WY0014
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» 'F 802 Continued From page 23 F 602 "D) A Performance Improvement tool
glucometers, She further confirmed the control will be utllized to conduct weekly

solutlons in the box with the opened date of
11/18/16 and the control salutions with the
expiration date of 2/17 were expired and should

audits of Medisense glucese
control solution to ensure

have been discarded and not used for callbrating solution is not expired. Any

the glucometers. problems identified will result in
immediate education and/or

4. Review of the Medisense glucose control corrective action. The audits will

solutions instructions be conducted by the DON or

(pdfstream.manualgonline.com/1/1818548d-8671
-4107-a796-c130265689edc, pdf pg 66, retrieved
3/23117) showed “Do not uss the control solution E) The DON will report the results of
If the expiration date has passed. Check the audits at the manthly

expiration date printed on the control solution

designee.

bottle. When you open a control solution bottle for Performance Improvement
tha first time, count forward 90 daya and write this meeting. The report will include
date on the control solution... Thiow away any any problems and/or trends

: remaining solution after this date.”, noted. Reporting will occur for no

less than three months unti
ongaing compliance has been
achieved.
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