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or she understands, including:

() Required notices as specified In this section.
The facllity must furnish to each rasident a written

description of legal rights which Includes -

(A) A description of the manner of protecting
pa?aanal funds, under paragraph (f)(10) of thils
seotlon;

(B) A description of the requirements and
proceduras for astablishing eligibllity for Medicsid,

lncludlng the right to request an assessment of

resources under section 1924(c) of the Soclal

Seourity Act.

(C) A list of names, addresses (mallihg and
emall), and telephione numbers of all pertinant
State regulatory and informaticnal agencles,
resident advocacy groups such as the State.
Survay Agency, the Stats licensurs office, the
State Long-Term Care Ombudsmen program, the
protectlon and advocacy agency, adult protective
services where state law provides for jurlsdiotion
In Iong—term care facllities, the local contact
agency for information about retuming to the
community and the Medicald Fraud Control Unit;

and

(D) A statement that the resident may file a

compleint with the State slur\fa};1 Fgencv
concerning any suspa violgtion of state or
federal nursing facllity regulations, including but

not limited to rasident abuse, neglect,
Ioltatia riation of resident property

in the faellity, non-gompliance with the advance
directives requirements end requests for
Information regarding retumning to the community.
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(1) Information and contact information for State
and local advocacy organizations including but
not limited to the State Survey Agency, the State
Long-Terim Care Ombudstrian program
(established under section 712 of the Older
Americans Act of 1985, as amendad 2016 (42
U.S.C, 8001 st s8q) and the protection and’
advocacy system (as desighated by the state, and
sis established under the Developmental
Digabfiitles Asslétance and Bill of nghts Act of
2000 (42 U.8.C. 15001 et saq.) !
[§483,10(g)(4)1) will.be lmplemented beginning .

November 28, 2017 (Phase 2)]

(if) Information ragardlng Medicare and Medloaid
eligibliity-and covarage;

[§483.10(g)(4)(il) will be implemented beginring
November28, 2017 (Phass 2)]

(v} Contact Information for the Aging and
Disabllity Resource Center (established under
Section 202(a)(20)(B)(ll) of the Older Americans
Act); or other No Wrong Door Program;
[§488.10{g)(4)(iv) will be implemented beginning
November 28; 2017 (Fhage 2)]

{v) Contaoct Information for the Medicald Fraud
Control Unit; and

[8483.10(g)(4)(v) will be implemented beglnning
November 28, 2017 (Phase le

(Vi) Information and contact information for filing
grlevanoes or complaints conoeming any
suspected violation of state of federel nursin

= regulations, Tncluding but nof im
regident abuse, neglect, exploltaﬁon.

misappropriation of resident property Inthe
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facility, non-compllance with the advancae
directives requirements and requests for
information regarding returning to the community.

(9)(6) The faciiity must post, In a form and
manner accessible and understandable to
residents, resident representatives:

() Alist of namee, addresses (malling and emall),
and talephone numbers of all pertinent State
agencies and advocacy groups, such as the State
Survey Agency, the State licensure office, adult
protective services where state law provides for
Jurisdiction in long-term care facllities, the Office
of the State Long-Term Care Ombudsman
program, the protection and advocacy network,
home and community based service programs,
and the Medlcald Fraud Control Unit; and

(i) A statement that the resident may file a
complaint with the State Survey Agency
coneeming any suspected violation of state or
federal nureing facllity regulstion, including but not
limlted to resldent abuge, neglect, exploitation,
misappropriation of resident property in the
facllity, and non-compliance with the advanced
directives requirements (42 CFR part 489 subpart
1) and requests for Information regarding retuming
to the community.

F 188

applicants for admisslon oral and wrltten
Information about how to apply for and use
Medicare and Madiceid banefits, and how to

Tecelve refunds for previous payments covared by
such benefits.

Wi CMS-2587(a2-a8) Pravious Veralons Obeolate

Event ID: TZL311

Faclity ID: WY0043
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(g)(16) The facility must provide a notiaa of rights
and aerviges to the resident prior to or upon
admisslon and during the resident's stay.

(1) The facility must inform the resident both orally
and In writing In a language that the resident
underatands of his or her rights and all ruies and
regulations governing resident conduct and
responsiblities during the stay In the faclilty,

() The facliity must also provide the resident with
the State-developed notice of Madleald rights and

obligations, if any.

(1) Recelpt of such information, and any
amendmants to it, must be acknowledged in

writing;
(g)(17) The fachity must-

(i) Inform each Medicald-aligible resldent, In
writing, at the time of admissgion to the nursing
facllty and when the resident becomes eligible for

Medicald of-

(A) The items and services that are Included In
nursing faollity services under the State plan and
for which the resident may not be charged;

(B) Those other kems and sérvices that the

F 166

facﬁllty offars and for whlch the raaidant may be

services. and

gllz Inform sach Madlcaid-algibla rasident when
anges ara made 8 and servioas

specified In paragraphs (g)(17)(1)(A) and (B) of
this section.
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(g)(18) The faclity must Inform each resident
befors, or at the time of admission, and
perlodically during the resldent's stay, of services
avallable in the facility and of charges for those
gervices, Including any charges for services not
covered under Medicare/ Medicald or by the
faollity’s psr diem rats,

(i) Whera changes in covarage are made to kems
and services covered by Medlcare and/or by the
Medicald State plan, the facility must provide
notice to residents of the change as soon as Is
reasonably possible.

() Where changes are made to charges for other
itams and servioes that the facllity offers, the
faclity must Inform the resident In writing at least
60 days prior to implernentation of the change.

(i) if a resldent dies or Is hospitallzed or Is
transferred and does not return to the facliity, the
facllity must refund to the resaldent, resident
representative, or estate, as applicable, any
deposit or charges already pald, less the faciilty's
per dlem rate, for the days the resldent actually
resided or reserved or retained a bad In the
facility, regardlass of any minimum stay or
discharge notice requirements,

(iv) The facllity must refund to the resident or

F 1868

resldent repressntative any and &ll refunds due
the resident within 30 days from the resident's
date of discharge from the facility.

v) The terms of an admission confract by or on
behalf of an individual seeking admiasion to the
facllity must not confilet with the requirements of

(M CMB.2857(02.85) Previous Vergions Qbaolete Event ID: T2LIN

Facky ID; WY004$ If continuation shest Page & of 45
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these regulations.
This REQUIREMENT Is not met as avidenced
by:
Based on observation and staff interview the
facllity failed to post the required notices in a form
and manner acgessible to residents and resgident
repregentatives. The census was 46. The findings
were.
Observation of the facillty during the survey
timeframe showed the names, addresses
{malling and emall), and phone numbers of all
pertinent State agencles and advocacy groups
and the required statement to Inform residents
they may file a complaint with the State Survey
Agency or request Information with ragard to
retumning to the community was not avallable.
Interview with the administrator on 8/29/17 at 4
PM verliled tha absence of the required postings.
F 184 | 483.10(h)(1)(3)(i); 483.70())(2) PERSONAL F 164| F-164 9/27/17 |
88=D | PRIVACY/GONFIDENTIALITY OF RECORDS Corrective action- DNS/ designes to
483.10 educate Aides involved on resident
(h)(1) Personal privacy includes accommodations, privacy. ) .
medical treatment, written and telephone ID of others- DNS/designee will
communications, Parzona! care, visits, agd " conduct random 3x week audits to
meetings of family and resident groups, but this : Yo et .
doas not require the faclllty to provide a private cnsure i:fldzm § privacy during cares
room for each resident, 1S mamntainec, : .
Systemic changes- DNS/ designee will
d provide education to all clinical staff
confidential personal and medical records, on privacy during cares.
Monpitoring- Results of audits will be
(1) The resident has the right to refuae the release taken to QAPI to determine need for /
provided at duration of monitoring. g
§483.70(1)(2) or other applicable federal or state
laws.
Event (0: TZL311 Pacility ID: WYon4a if continuation shaet Paga 7 of 45
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_| During cars, the bathroom door was lefi open and

Continued From page 7

§483.70

(1) Medical records.

(2) The facliity must keep confidential all
Information contained in the resident's racords,
regardless of the form or storage method of the
records, except when release ig-

(1) To the Individual, or thelr resident
representative where permitted by applicabla law;

(i Required by Law;

{tii) For treatment, payment, or health care
operations, as permitted by and In compliance
with 46 CFR 164.608;

(Iv) For public hesith activities, reporting of abuse,
neglect, or domestic violencs, health oversight
activities, Judiclal and administrative proceedings,
law enforcement purposes, organ donation
purposes, ressarch purposes, or to coreners,
madical examiners, funeral directors, and to avert’
@ serlous threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

This REQUIREMENT Is not met as evidenced

by:

Based on observation and staff interview, the
facillty falled to provide privacy during personal
oare for 1 nen-sample resldent (#33) who

oy

F 164

ulred aes ce tollsting. The findings
were: ‘

Observaﬁon ol'l 8/28/17 at 8:14 PM showed

CNA#‘I and CNA #2 Tha raeldant wes halped
Into the bathroom, histher pants were rembved,
and upon completion, perineal cars was provlded.

™ CME-2007(02-08) Previous Verslons Obsolete Evant ID:TZL311

Faciiy ID: WY0043 If continuation shest Page B of 46
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the privacy curtaln was not pulled, Further
obeervation showed the resldent’s roommate was
in bed but awake during the.care, and s/he
watched the care provided to res{dent #33.
Interview with CNA #1 on 8/268/17 at 10:14 PM
revealed she "forgot" to pull the curtain and
confirried privacy should-be given during cars,
Interview with the administrator and DON on
8/28/17 at 11:30 AM revealed the facliity's
expectation was for staff to provide privacy by
closing doore and pulling curtains during care. 927/
F 225 483.12(a)(3)(4)(c)(1){4) INVESTIGATEIREPORT | F 225/ E-225 17
s8=D | ALLEGATIONS/INDIVIDUALS Cotrective action- Resident to
Resident altercation identified as
483.12(s) The felliy must- occurring 5/9/17 has been reported
(8) Not employ or otherwise engage individuals a late report. )
who- ID of others- NHA/ designee will
() Have been found gulty of abuas, neglect, conduct an audit of reportable events
ave been found gu ) .
exploftation, mlsappropriatlon of property, or for thfhp ast 3 months to de'[ir};mx.lc ;g
Any reports with lack of proof of |
(in Have had a ﬁndlng enterad Into the State reporting will be reported. !
‘nurse aide registry concerning abuse, neglect, M ED educated on |
exploitation, mfstrefatwnt of resldents or reporting requirements |
misappropriation of thelr property; or Monitoring- All state reportable /
(ill) Have e dlsciplinary action in effect against his .events will be reviewed at QAPL
or her professfonal ucanse by a state llosnsure Proof of reporting will be provided
- 85 3 ol Jeand-reviewsd.
llcenslng authudﬁssany ImOWIadge t has of
actions by a court of law againat an employee,
which would indicate unfitness for service as a
M cmeas&(aa-ssj:#hvhmwm Obsolate Bvent IN: T2L344 - Faelity ID: WYD043 1f oontirrustion M'Pago 9 of 45
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| This REQUIREMENT Is not mst as evidenced

Ccmﬂnuad From page. 8.
nures side or other fadllity staff,

(¢) In regponse to allegations of abuse, neglect,
exploitation, or mistreatment, the faclllty must:

(1) Ensure that all-alleged violations involving
abugs, neglect, explolfétion or mistreatment,
incjudlng injuries of uknawn sourae and
mi=sapproptistion of rasident propefty, are
reportad immediately, but not later than 2 hours
after the allegation is mads, If the events that
cause the allegation Involve abuse or result In
serious-bodily Injury, or not Ister than 24 hours if
the evenits that cause the allagation do not involve,
abuse and do'not resiilt In serious bodlly injury, to
the administrator of the faciiity andi to other
officlals (including to.the State SurveyAgency and
adult protéctive services where state law provides
for jurfadiction in long-term care facilities) In
accordance with State law through established
procedures.

(2) Have evidence that all alleged violations are
thoroughly lnvesﬁgated

(8) Pravent further potentfal abuss, naglect,
exploltation, or mistreatment while the
‘investigation Is.in prograss.

(4) Report the results of all investigations to the

F 225

adminisirator or his or her dea%Fated
repregentative and to other officials Tn accordance
with State law, Including to the State Survey’
Agency, within & working days of the incident, and

if the alleged viokation e verifisd & fate
corrective action musf be takan

by:
Baged on review of facllity Investigation

M GMB—EEW(OMB) Pravicus Varslons Obsolate

Event ID: TZL311

Factfly ID; WYoods
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Continued From page 10

tlocurnantation, facility policles and proceduras,
State Agency Incldent report log, and staff
interview the facliity failed to report an allegation
of abuse to the State Survey Agency for 1 of 3
allegations (Involving resident #37, #38)
reviswed. The findings were:

1. Review of facliity investigation documentation
revealed an alleged Incident of resident to
resident physical abuse Involving resident #37
and #38 ocourred on 5/9/17,

2. Review of the State Agency Incident report log
for May 2017 showed no evidence the allegation
was reported as required.

3, Intarview with the administrator on 8/30/17 at
2:15 AM revealed she wag not the administrator
gt the time of the incident and was unable to
locate any documentation fo confirm the incldent

had been reported.

4. Review of the facility's policy "Abuse, Neglect,
Exploitation, and Misappropriation of Resldent
Propetty Prohibition"”, updated March 2017,
revealed "7, b....The Center reports allegations
and substantiated occurrences of abuse, naglect,
exploitation, misappropriation of property, or
Injuries of unknown sourcs to the state survay
and ceriification agency..."

F228

E.244|F-244

9727/17

A ISTENACTI.ON.GROUP
GRIEVANCE/RECOMMENDATION

Corrective action- Grievances

identified as having not been written
from resident council May and June

roups.in.thefaciiby

(v} The faclilty must congider the views of a
rasldent or family group and act promptly upon

(1)(5) The resident has a right to organize and
Ipatein-residentg

Rave been Writen and SUDMITED.

ID of others- ED/ designee will
review previous resident council .
ievances for past three months with

1
1

W CM8-2507(02.96) Pravious Verslons Obsolets

Event ID: T2L31t

Fachity 10; WY0D4A
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F 244 | Continued From page 11 F 244 resident councﬂ members to determme
the grievances and recommendations of such if any c%n ev;nﬁes ht:ive not I}reen
groups conceming Issues of resident care and life reported or followed up on from
in the facility. resident council. Any identified
' grievances will be submitted.
(A) Thes facliity must be able to demonstrate their Systemic Changes- DNS/ designee
response and rationale for auch respones. will provide education to staff on
(B) Thig should not be construed to mean that the gricvance policy . )
faciiity must Implement as recommended every Monitoring- All grievances will be
request of the resident or family group. reviewed at standup meeting.
This REQUIREMENT ls not met as evidenced
“by:

Bassd on review of resident councll mesting

1 minutes and resident and ataff Interview, the
facility falled to ensuré grievances from the
resident councll wehe acted upon and followed
through to resolution for 3 of 3 months revjewed
(May 2017, June 2017, July 2017), The ﬂndlngs

ware;

1. Revisw of the resident councll minutes for May
2017 and June 2017 showed concsims were
discussed rejated to the flavor and.femperaturs of
the food. The following concerns were identifled:

8, Interviaw with 8 residents oh 8/28/17 at 11
AM revealed there had been no response from
the facility In regard to the grievance made about
the food in both May and June 2017.

b. Review of the June 2017 and July 2017
resident councll minutes in the section "Old

__ | Buglnage" s% the section was lsft blank.
¢ In 8 &g diractor on
8/29/17 at 8:66 AM revesled If a concarn was

discussed et a resident council meoﬁng and the
psldents agreed, 8 grevance form was filled out

and. given to the soclal worker, the appropriate

departmant mapager, and/or the administrator to
follow-up on. After the concern was resolved the
_grievance form wee refurned to herandthen | ) '
! GCMB-2857(02-06) Previous Verslons Obsoiote Evant D:TZL311 Faciy (D: WYo043 If continuation shest Page 12 of 45
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F 244 | Continued From page 12 F 244
discussed with-the residents at the next councl)
maeting. In addition, she would note in the
section of "Old Buslness® how méany grisvanges
| had been discussed and have the reeldents |nitial
the grisvance form.
d. Interview with the soolal worker on 8/29/17
at 11:05 AM revedled no grisvance about the food
was dogumentéd on her log shest.
e. Interview with tha activities diractor on
8/30/17 at 3 PM verifled there was no evidence
the grievance had baen followsd through to
resolution In regard to theé concarn about the
food, - ‘
F 2631 483.10(1)(2) HOUSEKEEPING & MAINTENANOE. F263|F-253 9/27/17
sg=e | SERVICES Corrective actiop-Identified Door
frames, Doors, heater vent and base
(2) Housekesping and maintenance gervices
necegsary to maintsin a sanitery, orderly, and coves from foom 418, 415 and 412
oomfomb]e Inter}or have been 1'3pall'ed.
This REQUIREMENT I8 not met as evidsnced ID of others- Maintenance Director
by: /designee- Door frames, Doors, heater
Based on observation and staff intarview, the vent and base coves will be audited to
facility felled to ensure 1 of 4 resident hallways identify if th .
(400) wers clean and In good repalr. The ﬂndmgs identify if any others show signs of
were: disrepair. Any identified areas of
concern will be repaired/ replaced as
AM showed the inner bathmom door frama had ¢ Changes- Maint
an ares that measured 38 Inches up from the Systemic Changes- Maintenance
floor Whlch was damaged and exposed the Dn‘e.ctor will be educated on “Other
.,. aiying metal. The heste Environmental conditions” as outlined,
“bathrdom had a brac atwas[ be'lg %uft:hvard 1in State operation manual,
exposed a sharp ge TheIngide o6f the Monitoring- Door frames will be
bathroom door hada scraped area 5 1"2 :: audited weekly during environmental
the door snd expoaad tha underiylng Wc:od TOUmds. Kesulls of audits will be taken
Further, the door hed & hole 7 Inches up from the to QAPI to determine ongoing
floor and 12 inches in from the edge that frequency of monitoring.
Rvent ID:TZLS 11 FacilRy ID: WYO043 ' W continuation sna_at#sg. 13 ot 46
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Continued From pagse 13

measured 5 inches by 3 Inches and a sscond
hole 4 [nches up from the fioor and 1 Inch from
the first hole that measured 4 1/2'inches by 3/4
inches. The outer door frame had an area that
meesured 26 Inches up from the floor that was
damaged and exposed the underlying metal, The
base cove on the outside of the bathroom had
pulled away and had aecumuléted dirt and debris
behing it. The damaged areas created surfaces
which could not be oleaned effactively.

2. Observation of room 415 on 8/28/17 at 2:30
PM stiowed the bottom right corner of the inner
kickplate had pulled away and was folded
outward. The outer door frame had an area that
measured 30 Inohes up from the floor which was
damagded and exposed the underlying metal. The
damaged areas created surfaces which could not
be claaned efisctivaly.

-8, Qbsarvation of room 412 on 8/29/17 st 2:42 .
PM showed the Inner bathroom door had a hole
11 Inchas up from the fioor and 8 inches in from
the edge which measured 2 inches by 4 Inches.
The damaged area oreated & surface which could
not be cleaned effactively.

4, Intérview with the maintenance diractor on
8/30/17 at 8 AM revasted the facliity had idéntifisd
7 damaged doore; howsaver, replacement doors

had not been ordered at that ﬂmo Fuﬂher. ltwas

F 283

ﬂamesand oonﬂn'nad they oould not be cleaned
offectively.

F 272

483, 20§b‘é1g COMPREHENSNE
8 >

S=E

(b) Comprehensive Assessmaents

have hd assessments complcted to -
MDS with additional information

9/27/17

gdded to the CAA section

M CM3-2657(02-08) Pravious Varsions Obsolste

Event D: TZL311

Faciliy {: WYoo43

If continuation ahaat Puge 14 6145
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F 272 | Contlnued From page 14 F 272/ ID of others- An audit will be
erformed on MDS assessments
(1) l:eséﬁentAssesrsersent ll‘;lstrument A :aoc:‘illty l&;’c.unplt‘:’tcd over the last month to
must make a comprehensive assessment of a L : :
realdent's neads, strengths, goals, life hlstory and determine lfany other residents fldd
preferences, using the resident assessment not have CAA adequately complete
instrument (RAl) spacified by CMS, The Any residents identified will have a
agsesamant rust include at least the following: modification completed.
Systemic_Changes- Education
ldentification and demographic Information M .
8% Customery routine, grap provided to MDS$ Coordinator and
(i) Cognitive patterns. Reviewing nurses on the CAA
(Iv) Cogmuntcaﬂon. requirements,
(v) Visfon, Monitoring- CAA will be reviewed
(v) Mood and behavior pattarms. prior to submission by DNS designee
(vli) Psychological well-being. . . .
problems. ‘ be reviewed at QAPI to determine
(Ix) Continence. ongoing frequency of audits.
{x) Dlaease dlagnosls and healih conditions,
.(xi) Dental and nutritional status.
{xil) 8kin Conditions.
{ (xi)  Activity pursutt,
(xiv)  Medlcations.
(xv) Special treatments and procedures.
(xvi)  Dlscharge planning.
(xvi) Documentation of summary information
regarding the additional assegsment performed
on the
care ereas triggered by the completion
of the Minimum Data Set (MDS).
W_M)%@%mwmum_
assessment. | e assessment process must
Include direct
) obaarvaﬂon and oommunlcaﬂon with
fosnsedend '
non-ficensed direct care staff members
on all shiits,
V1 CM8-2687(02-60) Pravious Varalons Obsolaia Evant I; TZLa1Y Faniiy I0: W@a If continugtion aheet Page 15'0f45
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The asssssment process must includs dirsot

observation and communication with the residént,

as well as communication with licsnsed and

n:;;élcansad direct care staff members on all

. s N

g’hia REQUIREMENT s not met-as evidenosd .
V. . :
Based on medical racord.review, staff interview, )

and review-of the CMS RA| version 3.0 manisal,

the faollity falled to ensure the comprehensive

assasament of resldent neads in a varigty of

ereas-for 6 of 7 gample residents (#3, #9, #10,
#16, #38, #40). The ﬁndinga wers:

1. Review of the &/17/17 slgnificant, ohange MDS
assessment for resident #3 showed the following
areas triggersd and required a comprehensive
assessment: cognltive loss, commupication,
urinary incontinence, falls, nutﬂtlonal status,
dehydration, pressure ulcers, and-peyihotropic
drug use. Review of the CAAs for these triggsred
areas showed they were lnoomplate wera not
Individualizéd to the care area, and lagked an
‘analysis-of the data to support the cars plan
deoision,

2, Review of the 7/11/17 annual MDS
assessmant for resldent #9 showed the following
areas triggerad and required a comprehenaive

pssessihent: %5 %ggw oss, visual function, ADL
Tunctionallre on potential, uinary
Incontinence, peychosocial well-being, falls,
nutﬁﬂona! Btatus dantal oara, and praasura

ey
!ndlvlduallzed to the care ares, and lacked an
analysis of the data to auPport the ca¥e plan

deoclsion, . . L .
| MB-2857(02-95) Previous Vivalons Obgolate Evant 1D: TZL311 - Fachlly ID: WYDD4S If continustion sheet Page 18 of45
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3, Review of the 1/10/17 significant change MDS
assessment for resldent #10 showed the
following areas triggered and required a
comprehensive assossment: cognitive
loss/dementia, ADL functional/rehablijtation
potantial, urinary Ingontinence and Indwelling
catheter, psychosocial well-being, mood state,
activities, falls, nutritiorial status, debydration,
preasure ulcer. psychotropic drug use, and pain.
Review of the CAAs showed a thorough and
Individualized analysls of deta to support the care
plan declsion was lacking for the following
triggered areas; urinary ineontinence and
indwalling oatheter, activities, falls, hutriional
status, dehydration, pressure ulcer, psychotropic
- drug use, and pain.

4. Review of the 7/3/17 annual MDS assessment
for rasldent #16 showed the followlng areas
triggered which required & comprehépsive
assessment. cognitive losa/dementia,
communication, urinary lnconﬂnanoa.
psaychosodlal well beélng, mood stats, falls,
nutritional status, pressurs uléers, and
peychetroplc medication use, Raviaw of the CAAs
for these triggered areas showed they were
incomplata and lackaed a thorough analysis of the .
data to support the care plan declslon, .

| 6, Raview of the £/1/17 annual MDS sssessment
for resident #39 showed the following ereas
triggerad and required a comprehiénsive

assessment; dellrium, cognitive loss, vistal
fance,

psychosaoial well-balng, falls, nutritional status,
dental care, pressure ulcers, and pain. Review of
the CAAs showed a thorough and Individualized
analysis of data to support the care plan decision , ,
V! CM8-2887(02-88) Previous Verslons Gbaolele BventID:TZL3M ' Faclity 1D: WY0043 If continuation sheet Page 17 of 45
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or strengths...The CAAs reflect conditions,
symptoms, and offier areas of concem (af are

Continued From page 17

was lacking for the following triggered areas:
visual function, communication, urinary
Incontinence, falls, dental care, pressure ulcer,
and paln.

6. Review of the 5/2/17 annual MDS assessment
for resldent #40 showed the following areas
triggered whish required a comprahensive
assessment: cognitive loss/dementle,
communication, urinaty incontinencs, falls,
nutritionel ststus, dental care, presgure uloers.
and peychotropic medication use. Review of the
CAAs for these triggered areas showed they were
not individuslized to the specific care area, and
lacked a thorough analysis of the data to support
the care plan declsion.

7. Interview with the MD8 coordingtor on 8/30/17
at 10 AM revealed the CAA Identifled what each
resldent triggered for and without an
Individuallzed analysls of the care areas, the
facility could not develop an Individualized end
thorough care plan. Further, it was confirmed that
the analyses of the care areas for the identifled
residents were not individualized.

8. According to the CM8 RAI vergion 3.0 manual
*...The completed MDS must be analyzed and
combined with other relevant Information to
develop an individuslized care plan. To help

F272

triggerad regponsés to ltemsa coded on the MDS
gpecific to a resident's possible-problers, nesds

common Ih nursing home resldents and are

commonly identifled or suggested by MDS
findings. Interpreting and addressing the care

M CM8.2557(02-86) Previous Verslons Obackate Evant ID; T2L311

Facifty ID: WY0DAS

If continuation sheat Page 18 of45
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F 272 | Continued From page 18 F272
areas ldentifled by the CATs Is the basls of the
Ceare Area Assessment process, and can help
provids additional information for the
development of an individualized care plan,” 9/27
F 278 | 483.20(g)-()) ASSESSMENT F 278|F-278 27117
§8=D | ACCURACY/COORDINATION/CERTIFIED Corrective action- Modifications have

(g) Accuracy of Assessments. The asssssment
must accurately reflect the resident's status,

(h) Coordination
A registered nurse must conduct or coordinate -

each assessment with the appropriate
participation of health professionals.

(i) Certification
(1) A registered nurse must sign and cerify that

the assessment s complsted,

(2) Each individual who completes & portion of the
asgsessment must sign and certify the acouracy of
that portion of the assessment,

() Penalty for Falgification
(1) Under Medicare and Medicald, an Individual

who willfully and knowingly-

() Certifies 2 material and false statement in a
regidant assegsment Is subject to a civil money

| penalty of not more than $1,000 for each

been made to identified residents #3
and #10 section M of MDS and
resubmitted,

ID of others- DNS/ Designee will
review MDS section M for the
previous 3 months to determine if any
other errors were present. Any errors
found will have a MDS modification
submitted.

Systemic Changes- Education
provided in accordance with RAI
manual for section M to MDS nurse,
DNS, ED and MDS review nurse on
MDS accuracy

Monitoring- MDS will be reviewed by
DNS/ RN prior to submission for
accuracy. Results of review will by
taken to QAPI to determine ongoing
monitoring,

quaE g ivll monaypaaliy' BF Fiot more than

QSBeESmENt, or
(ll) Causes another rndlvldual to cerﬂfy a materlal

$6,000 for each assessment.
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_w_—gg__htmmwwmmmm
dated 3/8/17 through 8/8/17 showed the resident

Continued From page 18

(2) Clinica! dlsagreement does not constitute a
material and false statement.

ghis REQUIREMENT Is not met as evidenced
Byasad on madical racord revisw, staff interview,
and review of the CMS RAI version 3.0 manuel,
the facllity falled to ensure MDS assessments
were accurately compléted for 2 of 7 sample
residents (#3, #10) reviewed. The findings were:

1. Ravlew of the significant change MDS
assessment with an ARD of 3/13/17 revealed
resident #3 was at risk for pressure ulcers and
was codad as having no unhealed pressure
ulcara or current pressure ulcers. In addition, the
resident was coded as having no other ulcers,
wounds, or skin problems. Raview of the
slgnificant change MDS asgessment with an ARD
of 6/17/17 showed the resident was at risk for
‘pressure ulcers and was coded as having no
unhealsd pressure ulcers, current pressure
ulcers, or other skin problems. Review of the
quarterly MDS assessment with an ARD of
8/10/17 showed tha resildent was at risk for
pressure ulcers and was coded as having no
unhealed pressurs ulcers, ourrent prasaure
ulcers, or other skin problems. The following
concams ware [dentifiad;

a, Raview of a nurse's note dated 2/26/17
showed thé resident had a new open area to the

F 278

‘had an open area fo the cocoyx/aacral araa that
was being monitored and dressed,

b Review of the "Waekly Skin Fvaluation®
dated 3/16/17 through 5/15/17 showed the

resident had an opsen area fo the buttocks that
was being monitored. In addition, review of the

| "Waekly Skin Evaluation” dated 5/2/17 through

M CM§.2387(02-98) Previous Veralona Obsolete Bvent (D: TZL313
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8/27/17 showsd an area to the left knes that was
being monitorad.

2. Review of the 12/13/16 quarterly MD8
aassasment for resldent #10 showed the resident
had one stage 2 pressure ulcer with the date of
thé oldest recorded as 11/28/16. Review of the
"Pressure Ulcer Care Plan” initiated on 11/28/16
and last revised on 8/18/17 showsd the rasident
had a stege 2 pressure ulcer on the sacrum.,
Furthér review showed traatment was ongoing
with no evidence the pressure ulcer had rescived,
The following concerns weré identified:

a. Revlew of the 1/10/17 signliicant change
MDS agaessment showed the resident hed one
stage 2 prassure uloer with the date of the oldest
pressure ulcer In ssction M0300BS dashed, which
indicated the date was unknown. Saction MOBO0A
(Were pressure ulcers present on the prior
essesament?) was left blank,

b. Review of the 331/17 quarterly MDS
assessmant showed the resident had one stage 2
pressure ulcer with the date of the oldest
prassure ticer dashed.

o. Review of the 6/16/17 quarterly MDS
assessment showed the resident had oné stage 2
prassure ulosr with the date of the oldest
pressure ulcer dashed, Section MO300B2
(Number of stage 2 pressure ulcers pregent at
admit/reentry) was coded as 1. Revlew of the

readmhted to the Tacllity from the hospital on
1/317.

ron 8/30147

|3, Interview with_the MDS coordinato
at 10:16 AM confirmed the ekin /ssues were not
coded on the MDS assessments. Further, she

stdted, when she was aware of wounds, she gave
the assessment to the RN to complete.

IM CMS-2887(02-85) Pravicus Vwsions Obsolste Evant 1D; TZLS 1
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4, According to the CMS RA! version 3.0 manusal
saction MO300B2 "...5, If a resldent who has a
pressure uicer that was originally acquired in the
facility is hospitalized and returns with that
preasure ulcer at the same numerical stage, the
pressure ulcer should not be coded as 'present
on admisslon' because it was originally acquired
at the faclliity prior to the hogpitalization.” Section
M0300B3: "Entar the date of the oldest Stage 2
pressure ulcer. The facllity should make every
effort to determine the actual date that the Stage
2 pressure ulcer was first Identified whather or not
it was acquired In the facliity..." Section MOS00A:
“...Enter 1: if there were pressure ulcers noted on
the prior asseasment.”

483,20(d);4688.21(b)X1) DEVELOP
COMPREHENSIVE CARE PLANS

F 278
§8=D
483,20

(d) Use. A facility must maintain all resident
assessments completed within the pravious 16

results of the assesaments to davelop, review
and revige the regldent's comprehensive care
plan,

483,21
(b) Comprehensive Care Plans

manths In the resldent's active record and use the

F 278

F-279 ‘
F 278| Corrective action- resident identified
as #6 has had care plans reviewed and
updated for fall occurring 6/28/17,
including addition of interventions as
appropriate.

ID of others- An audit will be
conducted on all active residents for
needed care plan reviews/ updates/
additional interventions. Identified
care plans will be reviewed/ updated.

Systemic Changes- Education will be

provided to licensed nurses on care

9/27/17

(7Y The Taclity must devalop and Tmplement a plans. Care pians will be reviewed by

comprehensive person-centered care plan for IDT team with 14 day MDS

each rasidant, consistant with the resldent rights assessment and quarterly with the
= vib&-schedule

includes measurable objecilives and timefrarnes
to meet a resident's medical, nursing, and mental
and psychosoclal needs that are ldentified in the

Monijtoring- Results of audits will be’
reviewed at QAPI to determine
{requency continuing care plan audits

M CME-2887(02.95) Previous Versions Obaolels Evant ID: T2L311
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oars plan must describe the following -

or maintaln the resident's highaest practigable

under §483.24, §483.25 or §483.40 but ars not
provided due to the resident's exerclse of rights
under 5483 10, inoluding the right to refuse
traatment under §463.10(c)(8).

(i) Any speclallzed services or specialized
rehebilitative services the nursing facllity will
provide as a result of PASARR

findings of the PASARR, It must Indicate its
ratlonale In the resident's medical record.

(iv)in consultation with the resident and the
resident’s reprasentative (8)-

(A) The restdant's goals for admission and
deslred outcomes.

(B) The resident's preference and potsntial for
future discharge. Facllities musf document
whether ?13 raa!dant’s daalra o retumn to the

comprehensive assessment. The comprehsnsive

(1) The services that ars to be furnished to attaln

physloal, mental, and psychosasial well-being as
raquired under §483 24, §483.26 or §483.40; and

(il) Any services that would otherwise be required

recommendations. If a facliity disegrees with the

F 279

entmas, for thls purpose

______1{C) Discharge plang in the comprahensive care

plan, as appropriate, in accordance with the
reqtélr'ements set forth in paragraph (o) of this
.section,

IM CMS-2587 (22-95) Provious Versions Otwalets Bvent (D: T2ZL3H
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Continued From page 23
This REQUIREMENT Is not met as evidenced
by:

gased on medical record review, fall review
dooumentation, and staff interview, the facility
failed to engure a comprahensive oare pian with
meaningful Intervantions was developed baged
on resident needs for 1 of 7 sample resldenis
(#8). The findings were:

Review of the 8/7/17 quarterly MDS assessment
for resldent #8 showed the resldent had
disgnoses which Included hyperténsion, disbetes
mellltus, depression, schizophrenla, unspegified
pulmonary diseass, hypothyroidism and migraine.
The resident requlred the limited asslstancs of 1
staff miember for locomotion. Review of the June
2017 physlcian order racapitulation revealéd ths
residént was presoribed medications for diabetes,
hypertension, depression, schizoaffective
disorder, diabetes netiropathy, chronic pain, and
hypothyroidism. Review of a hurse's note dated

6/28/17 showed the resldent had tripped In the

bathroom and fell hitting his/er head on the fieat
register and landed on his/her right side. The
resident was taken to the emergericy department
for evaluation. Review of the Ihtérdisclplinary
Teamn (IDT) fall review dated 6/28/17 showed the
root cause of the fall was the.resident was not
using his/her walker In the bathroom and logt
balance. CQntrlbuhng factors matked ware

F 278

Tend "1'olleﬁng stams " There Weg o

docurnentation of an Inveatigation to determine

what cauaad the reslclent o loge hls/her balance

T (physlcal therapy) ecrean the raaldant and the

.caré plan was updated, Review of the "Fall Risk

Care Plan" last revised 6/29/17 showed no

evidence interventions were developed or

M CMS-2587(02-88) Pravioud Varsions Obsolate
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implemanted after the fall. Intsrview with the MDS
coordinator and the administrator on 8/30/17 at
10:10 AM confirmed the care plan was not
-updated to show Interventions after the fall.
F 282 | 483,21(b)(3)(ll) SERVICES BY QUALIFIED F282|F 282 927117
8$=p| PERSONS/PER CARE PLAN Corrective action- Resident identified
#16
(b)(8) Comprehensive Care Plans as.th ’ 43 had Org ef:ams cgmp leted
The services provided or arranged by-the facilltty, With no adverse eltects noted.
as outlined by the comprehensive care plan, Resident #40 had had skin exam
must- preformed which was negative. ,
Resident # 16 had care plan updated to
() Be provided by qualified persons In reflect appropriate toilefing stgtus
accordance with each resldent's written plan of ID of others: N
care. 1D of others: A random audit will be
This REQUIREMENT s not mat as evidenced conduc:zd on cares performed to !
v ensure they are consistent with care
Based on obgervatlon, staff interview, and plan. Care plans will be reviewed and
medjcal record review, the facility falled to follow UpdaEed as needed
care plans for 2 of 7 sample residents (#186, #40) g ic Ch .
who required assistance with tolleting, Systemic Changes- Staff have been
positioning, and oral care. The firidings were: educated on care plan and providing
care per care plan, C.N.A care cards
ahowed the resldent had diagrioses that Included residents closets wh iate f
non-Alzheimer's dementla, depresslan, esidents closets when appropriate for
overactiva bladder, and urinary incontinence. casier access for aides.
Further review showed the resident required Monitoring- DNS/ designee will
extsnslve assistance of 1 person fof transfers, conduct random 3x week audit to
' dressing, tollst uge, and peraonal hyglene, was ensure care being provided is
fraquently Incontinent of biadder, and consistent-with-cere-plan—Resultsof
= ynoontiment bf boweh-Review of the consistent-with-carep ts=085
"Sglf.care Deficit" cara plan last revised 3/28/17 audits will be reviewed at QAPIto
showed the resident required staff to provide determine ongoing frequency and
going Irequency
“Oral osre BID [twice par day] and PRN [as monitoring
—{neosded]* Review of the ™ =
revised on 7/30/17 showed "Resident toileﬂng
schedule: Q [svery] two (2) hours." The following
M CMM%B&?{GMO) Previous Verslons Obsolale Event ID; TZL311 Faclity 1 WY0043 : . IF continugition shest l;s;ga‘ 25 |.;I' 46
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Continued From page 26
concemns wars ldentifled:

2. Observation on 8/27/17 at 3:50 PM
showad the resident was taken to the dining
room, provided coffes, and placed at a dining
table, Continued observation showed the resident
was taken fo his/her room at 8:10 PM, 2 hours
and 20 minutes later, by CNA#3. The CNA
assisted the resident with Incontinence care,
asgisted the rasident Into pajamas, and assisted
the resldent Into bed. Oral care was nof offered or
provided and tollet uee was not offarad during the
care observation.

2. Review of the 7/24/17 quarterly MDS .
assessment showed resident #40 had diagnoges
which inciuded Alzhelmer's diseaee, weakness,
and anxlety dtsorder. Further review showed the
resident required extenslve asslstance of 2 or
mors people for transfers, total assistance of 1
parson for dressing, tollst use, and personal
hyglene, and was frequantly Incontinent of bows!
and bladder. Review of the
"Dsmantie/Alzheimer's” care plan created on
7/27/17 showed the resident required steff to
"Turn and repesition, Q [every] two (2) hours."

'| Review of the "Self-care Deficit" care plan (ast

revised 1/6/16 showed the resldent required staff
-to provide "Oral care BID ftwice per day] and PRN
fas nesded]." Review of the "Oral/Dental’ care
plan last revised 1/6/16 showed "Provide oral

F 282

-cars st least BID [twice par day]." The following

concerns were ldentifled:
&. Observation on 8/27/17 at 3:50 PM

showed the resldent was taken out of his/her

MWQ sarthe
nurse's station, Continued observation showsd

the resident was taken to the dining room at 4:16
. PM whete the resldent remained until 6:40 PM, 2
_hours and 50 minutes later, when the residant

M CME-2667(02-80) Pravious Varsions Obsolala

Event ID; TZL311

Facltly 1D: WY0043

If continualion sheet Page 28 of 46

o/




0942312017  20:00

FAX) P.028/053

PRINTED: 08/14/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AppRong
. CENTERS.FOR MEDICARE & MEDICAID SE VICES. . . " B:089°
BTATEMENT or DBFICfﬁNOIEB 1) PROVIDERISUPFLIERIDLM (X2} MULTIPLE OONETRUCTION - (X&}gDAjTE SUR\
AND FI.AN or GDRREGTION IDENTIFIGATION NUMBER A BULDING , OOMPLEQ':Y
e T ao e -
: ‘ T
» 636086 BWING e e 08/30/2047
NAME OF PROVIDER OR 8UPPLIER " STREETADDRESS, CITY, STATE, ZIP CODE R
1326 SAGE STREET
SAGE VIEW CARE CENTER RDGK SPRINGS, WY 82001 o
| e | b P o TR e | colon
P?EE'X REGULATORY 5% LsC. mgmlmua INFORMATION)” TAQX ctgbbs- ggeggg?% Eﬂ gﬂeApp?zé'r?R?ATa
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was taken baok to the sitting room. The resident
was not repositioned during that time.
b, Observation on 8/27/17 at 6:50 PM
showaed the resident was taken to his/her room by
CNA#4. The CNA asslsted the resident to
change Into a gown and provided incontinence
care, No oral care was performed or offarad.
9/17/17
4, Interview with the adminlstrator, DON, and F-309 ‘
reglonal nurse on 8/29/17 at 11: 30 AM revealed Corrective getion- MD/ family of
the facllity expected staff to follow the care plan Resident #6 were notified of
when providing care to resldents. ; £
F 309 | 483,24, 483.25(k)(l) PROVIDE CARE/SERVIGES |  F 308 g:;gﬁfgﬁ“::;:f::;’?:f;dence
§8=0| FOR HIGHEST WELL BEING .
of adverse effects with none

_that residents recsive treatmant and care In

483.24 Quality of life

Quality of iife Is a fundamental princlple that
appliss to all cars and services provided to faclllty
resldents, Each resident must receive and the
facility must provide the necessary care and
getvices to attain or maintain the highest
practioable physical, mantal, and paychosocial
well-belng, consistent with the resldent's
comprehensive assassment and plan of care,

483.28 Quallty of care

Quality of care Is a fundamental principle that
applies to all treatment and care provided to
faclifty residents. Bassd on the comprehensive
assessment of & resldent, the facllity must ensure

identified.

ID of others-Unwitrnessed falls or
falls requiring neurological
assessments over the past 3 months
will be reviewed to determine any
other discrepancies or lack of
initiation, Residents/ families/
physicians will be notified as
appropriate of any missing
assessments/ adverse results, ;
Systemic_Changes- Education on
neurological assessment policy will be
provided to all nursing staff.

BCCOrdance Wih professional standards of
practice, the comprshensive person-centsrad
care plan, and tha residents’ choices, Including

Monitorinmr=Neturologicat-assessments
will be audited/ reviewed during
clinical meeting to ensure neurological

——1 but-not limited to the following: —nssessments were-campleted-per
policy.
(k) Pain Management,
The facility must ensure that pain management s g;sgits of audits will be presented ati

M CMB-2807(02-88) Pravious Versions Obsoleto
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proyided to résidents who require such services, |
consistent with professional standsrds of practis,
the comprehensive persan-centered care plan,
and the residents' goals and prefersnces.

() Dlalysls. The facllity must ensure that
residents who require dialysis receive such .
services, conalatent with préfessional standards »
of practlca. the cdmprehensive person-centered .
care plan, and the resdents’ gosle and

preferences.
This REQUIREMENT is not met as evidenced

by:
Based on medical record review, staff Interview,
and policy and procedure review, the facliity falled
to ensure neurological asasssments were
completed as necessary for 1 of 6 sample
resitients (#8) who experienced falls. The findings

were.

‘Review of a fiurae's hote datad 6/28/17 and timed
7:20-AM showsd resldant#e had tripped In the
bathroom, failen, and hit hlélher head on the heat
register, ahd landed on hisfher right side, The
resident was taken to tha afnergenoy dapartment
for evaluation. Review of & nurse's note dated
6/28/17 and timed 8:16 PM revealed ths resident
had returned from the emergéhcy department
with a diggnosis of contusions to the head, hip
and chest wall. Continued revisw showad no

— | svidénce naurological assessiments ware Initlated

| after the resldent returned to the raciity. nterview
with the administrator on 8/20/17 at 10:40 AM
confirmed the neuroclogical asssssments Wera not

—— | complated-as-perpolloy.

Review of the policy. "Neurologleal Evaluation”
Updated September 2014 showad "In the event
that a rgsident has a fall | arid It fs suspected or

{M GMB-2567(02-85) Frevious Verslons Obsciots EventiD:T2L311 - Peciily I Wynoda
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(a)(2) A resldent who is unable to oarry out
activities of dally living receives the necessary
servicas to maintaln good nutrition, greoming, and
personal and orél hygiene,

This REQUIREMENT I8 not met as evidenced

Based on observation, staff Interview, and
medlcal record review, the facility failed to provide
oral-care for 2 of 7 sample residents (#18, #40)
and 2 non-sample resldente (#18, #33) who
required agslistance with activities of dally living.
The findinge weré:

1, Review of the 7/3/17 annual MDS assessment
showed rasident #16 had dlagnoses that included
non-Alzhelmer’s dementts, and required
extensive assistance, of 1 person for personal
hyglene. Review of the "Self-care Deficit’ care
plan-last revised 3/28/17 showed the resident
raqulrsd staffto provlda "Oral cars BID [twice psr

as # 16, 40, 18 and 33 have had oral
assessment completed per nursing
without evidence of adverse effects
noted.

ID of others- An initial 100% audit on
oral care evaluations to determine any
other oral care concerns will be
completed. Any identified residents
will have dental referrals madeas
appropriate

Systemic Changes- Licensed staff
will be educated on offering/
providing oral cares.

Monitoring-

DNS/ designee will conduct 3x week
audit to ensure oral care is being
offered/ provided. Results of audits
will be reviewed at QAPL for

| STATEMENT OF DEFICIENDIER 1) PR PP"‘-LEWWA = ULTIPLE CONSTRU == BI!RVE‘- "
AND PLAN OF CORRECTION' o M%N MBER: MMNMWW W’a'éﬁﬁm
’ T " d baarimten :-'.'. = C
. . . 536068 BWNG.____ .. | os/solRddy.
NAME OF PROVIDER GR SUPPLIER ' STREETADDRESS, CITY, 8TATE, ZIPCODE -«
1325 8AGE STREET
 BAGE VIEW CARE CENTER ROCK SPRINGS, WY 83901 N
o T TSN OF CETCENES | D X PrOVDEE FNORCEREETn | . fa
e | Ecomcelcmerebimiiin | me ﬁwmﬁmmm e
F 309 ) Continued From page 28 F 308
known that the resident has bumped/hit his/her
head, neurologiéal evaluations are Initiated and
continued for 24 hours and the resident Is placed
on alert charting for 72 hours.,...7. If the resident i3
transported to the hospital during the evaluation,
the nurse resumes Neurological Evaluation Log
upon return,"
F 312 | 483,24(a)(2) ADL CARE PROVIDED FOR F312|F-312 9/27/17
g8=t | PEFENDENT RESIDENTS Corrective action-Residents identified

a, Ohaervation an 8/27/17 at8:10 PM
showed CNA#3 aaaisted the resldant with

determination of frequency of audits

pajamaa, then aaalsted ﬂ1e resldent Info bad Oral
care was not offered or provided,

M CME-2567(02-99) Pravious Verslons Obaciste

Evant ID; TZLa14

Faciity ID: WYGD43

If continuation shaet Page 20 of 45

3/




0972312017  20:01

DEPARTMENT OF HEALTH AND HUMAN SERVICES

7 Qﬁﬂ TERS FOR MEDICARE & MEDICA D-SE

TATEMENT-OF DEFICIENCIES (x1) PROVIDER/BLPP ’IIIEWOUA

FAD

NI & B.NO

P.031/053

PRINTED: 08/14/2017
FO. APPROVED

UMBBR

(xz) Mumms CONGTRUGTION

.Aawmm

ND PLAN or connsc ON !DENTIFI ‘ntm

535058

?-.‘!Y’[‘?....“.‘

“"NAME OF PROVIDER OR SUFPLIER
SAGE VIEW cARE CENTER

1826 BAGE 8TREET

STREET ADDRESS, GITY, STATE, 7P GODE

~ ROCK SPRINQS.WY 82901

Io
s
TAQ

RY QF DEFIGIENCIES
(EACH DEFIbIE MUST BE PREGEDED BY-FULL
REGULATORY o’tqﬁvsc IDENthe mﬁong;{mom

PREE P R i e | B
; oN
T Gél e REFERENgSglfgg%EA;‘PROPME WMU E

F 312

Continued From page 20

2. Review of the 7/24/17 quaiterly MDS
assessment showed resident #40 had dlagnoses
which Included Alzheimer's disease and the .
resident required total essistance of 1 person for
personal hyglens, Review of the "Ssif-care
Deficif" cars plan last revised 1/6/18 showed the
resident required staff to provide “Oral oare BID
{twice per day} and PRN [as needed)." Revisw of
the "Oral/Dental™ cara plan last revieed 1/6/16
showed "Provide oral cére at least BID [iwice per
day]." The foliowing concerns were Identified:

a. Observation on 8/27/17 at 6:50 PM
showed the resident was taken to his/her room by
CNA#4. The CNA assisted the resident to
change into a gown, provided Incontinence care,
and then asalatéd the resident to bed. No oral
care was performed or offered &t that time.

3. Observation on 8/28/17 at 8:36 PM showed
CNA#1 and CNA #2 took resident #38 to his/her
room and assisted the resident to bed. No oral
care was offered or provided at that time.

4, Observation on 8/28/17 at 8:60 PM showed
CNA#1 and ONA#2 took resident #18 to his/her
room and assisted the resident to bed. No oral
care was offerad or provided &t that tinie.

&. Interview with CNA#1 on 8/26/17 at 10:14 PM
revealed oral care should be provided residents
wheén they were agsisted to bad; howevér, she

F 312

-stated-she-forgot-to-provide-it:

6. Interview with the adminlstrator, DON, and

regional nures on 8129/17 at 11:30 AM revesled

F 315

~the-faci
offered during HS [hour of sleep] care.

|2

483.25(e)(1)-(3) NO CATHETER, PREVENT UTI,

F 315

™ GMS-&GB?(DH-GB) Pravious Verslons Qbsalate Bvent ID: TZLa11

Faclty I WYD048
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F 316 | Continued From page 30 F 316|F-315 | 9727117
88=D | RESTORE BLADDER Corrective action- Residents identified
(s) Incontinsncs as # 16 and #40 have been assessed l‘
(1) The facility must ensure that resident who is for ability to direct toilet as WISIH as for
continent of bladder and bowel on admission evidence of skin breakdown. No skin
racelves services and aaslstance to malntaln issues identified, Care plans were
continence unless hig or her ¢iinical condition Is reviewed and updated.
or becomes such that continence Is not possible . ;
to maintain. ID of .Qﬂ]. ers All rcsn:.lents be aescssed
for ability to direct toilet and will have
(2)For a resident with urinary incontinence, basad care plan reviewed for appropriate
on the reeldent's comprehenalve assessment, the approach, care plans will be updated/
facility must ensure that- revised ag appropriate.
Systemic Changes- Education
(I) A resident who enters the facility without an Systemic Lhanges- Sducation
indwelling catheter is not catheterized unless the provided to staff on providing toiletin
resldent's clinical condition demonstrates that care as determined in the care plan.
catheterization was necessary; Monitoring- DNS/ designee will
() A resident who entars the facillty with an conducta random 3x week audit to
indweilling catheter or subsaquently recelves one deter_nnne if to:}?n;ldg.nﬁds are b?mg
Is assessed for removal of the catheter as soon provided as outlined in the care plan.
as poasible unless the resident’s dlinical condition Results of audits will be reviewed at
demonstrates that catheterization is necessary QAPI for continued frequency of
and audits. meT

(M) A resident who s Incontinent of bladder
receives appropriate treatrment and services to
pravent urinary tract Infections and fo restore
continence to the extent possible.

on the resldent'e comprehensive aeeeesment, the
facliity must ensure that a ree!dent who ts

ﬁﬁ Wenf and eervl '- resﬁ re as mm normal
bowesl function as possible.
Thie REQUIREMENT Is not met as evidenced

by:
M CMB-2507(02.88) Pravious Vorelons Obsolete Event [D: 121,811 Facily ID; WY Q043 It continuation sheet Page 31 of 45
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Continued From page 31

Basad on observation, staff interview, medical
record raview, and pollcy and procedure, the
facllity failed to ensure timely tolleting or
Incontinencs care was provided to 2 of 7 sample
residents (#18, #40) who required tolleting
asslstance. The findings were:

showsd resident #18 had dlagnosss that included
nen-Alzhelmer's demantia, depression,
overactive bledder, and urinary incontinence.
Further review showed the resldent required
extanslve agelstance of 1 person for trensfers,
dressing, toilet use, and personal hygiene, wis
frequently incontinent of bladder, and
ogoasionally Incontinent of bowel, Review of the
"Fall Risk" care plan last revised on 7/80/17
showed: "Residant tolleting schedule: Q [every]
two (2) hours," The following concerns were
Identified:

‘a, Observation on 8/27/17 at 3:60 PM
showad the rasidant was taken to the dining
room, provided coffes, and placed at a dining
table. Continued observation showed the resldent
waé taken to his/her room at 6:10 PM, 2 hours
and 20 minutes later, by CNA#3, The CNA
assistad the resident with incontinence care,
assisted the resident Into pajamas, and agsleted
the resident into bed. The rasldent was not
offered to use the bathreom at that time.

1. Revisw of the 7/3/17 annual MDS assessment

F316

T Revew ot i AT Ay WD —

assesgment showed resident #40 had dlagnoses

which Included Alzhsimer's disease, weakness,
L ang-an, rher review showed the

regidsnt required exiensive assistance ofr £ of
more people for transfars, total assistance of 1
person for dressing, tollet use, and personal

‘hyglens, and wasg frequently incontinent of bowel

M CMB-2507(02-00) Previous Vitstons Chaolets

Event ID: T2L814

- Paciiy ID; Wyoada
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1

Trﬁﬁﬁﬂﬁéﬁfﬁmmmm@ the Bﬁdder

Evaluation completed. b, Residents identified as
incontinent of bowel have the Bowal Evaluation
completed. 2, Incontinent residents who are

Continved From page 32
and bladder, The following concerns were
identified;

a. Observation on 8/27/17 at 3;60 PM
showed the resident was taken out of his/her
room and placed In the sitting area near the
nurse's station, Continusd observation showed
the resident was taken to the dining room at 4:15
PM where the resident remained untit 8:40 PM, 2
hours and 50 minutes later, whan the resident
was taken back to the sitting room. The resldent
t]was not offered to uze the bathreom during that

me.

b. Observation on 8/27/17 at 6:60 PM
showed the resldent was taken to his/her room by
CNA#4, The CNA asslsted the resident to
change into a gown @énd provided Incontinence
care, The rasident was not offerad to use the
bathroom at that tims,

3, Interview with the administrator, DON, snd
regional nurse on 8/26/17 at 11:30 AM revealed
the facility expacted staff to follow the care plan
when providing care to residents. Further, It was
revealsd the facliity doss not have & set time
frame when residents should be folleted;
howaver, residents should be taken to the
bathroom before meals, after meals, and as |

needed,
4. Review of tha policy and procedure titled

F 316

| "Altaration in Eltmination” laat updatad luly 2014
and bladdér Inoontinence. Procedure: At
admlsaion, the nurse completea the Nursing

M CMB.2887(02-58) Previous Varalons Obaolels Evan 1D:T2LA11

Fadllity ID: WY0043
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F 318 | Continued From page 33 F 816 |
comatose, unable to safaly sit on the toIlat or
Jbedpan due to physical Impairments, exhibit
agltated behaviors, or ars traumatized by
stafi-dlrected tolléting procadures are managed
‘with-Inéontinence products. 3. Residents who
rasistor refuse bowal and bladder tralning have
the risks and benefits of thelr choices explained
{ and documsnted, and theif rights and wishes
respectéd, 4, If @ bowe! arid/or bladdsr
tolleting/retraining program Is Indicated, create an-
Individyalizéd tollsting program for the raa}dant to
assist In keeping the resident optirally contihent.
6. Appropriate-and individualized care plan F-329 9/27117
Interventions are Implemented when the P . . N
evaluation is compisted.” Corrective action- Residents identified
F 328 483.45(d)(e)(1)-(2) PRUG REGIMEN IS FREE F 329)as # 16 and 40 have had behavior
s8=p | FROM UNNECESSARY DRUGS monitoring flowsheets created and
placed MAR.
483.45(d) Unnecsssary Drugs-General, ]
Each résident's drug regimen must be free from 1L of others- All residents on
unnecessary drugs. An unnecessary drug Is any psychoactive medications will be
drug when used— audited to ensure behavior monitor
' flow sheet tool is in place, Any
ggég‘mﬁs’ve dose (Including duplicate drug residents identified as not having tool |
' in use will have it added to MAR for
(2) For excessive duration; or tracking.
‘ Systemic Changes- Education will be
(3) Without adequats monitoring; or provided to Social Services Director
uate Indications for its usa: ar as well as LN staff on the Behavior
—— (A Without edequat —— - Monttortracking-flowsheets:
(5) In the presance of advarse consequences Monitoring- SSD/ designee will audit
which Indicate the dose should be reducsd or Q month to ensure behavior monitor
() Any combinations of the reasons stated in |residents on qualifying psychoactive
paragraphs (d)(1) through () of this section. E‘Zﬂglcaﬂon& Results will be taken to
UM CMB-2507(02.86) Pravious Varsiona Obsolsto Evant 1D:T2L311 Pacilty (D: WY0043 it continuation ;haet'F"&ga 34 of 48
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F 329 [ Continued From page 34 F 328

483.45(e) Psychotroplc Drugs.
Based on a comprehenslve assessment of a

resident, the facility must ensure that--

(1) Reeidents who have not used peychotroplc
drugs are not given these drugs unless the
medication Is necessary to freat a gpacific
condltion as disgnosed and documented in the

clinical record;

(2) Resldents who use psychotroplc drugs racsive
gradual dose redustions, and behavioral
interventions, uniess clinically contralndicated, in
an effort to discontinue these drugs;

This REQUIREMENT is not met as evidenced
by:
Based on medical record review, staff Interview,
and policy and procedure review, the facliity falled
to ensura behavior monitoring was performed for
2 of 3 sample resldents (#16, #40) who recsived
psychotropic medications, The findings wers;

1. Review of the 7/8/17 annual MDS ssssssment
showad resident #18 had diagnoses which
Included depression, non-Alzhelmer's dementis,
and altered mental status. Further review showed

BpTt ' O B s n
Identifled behaviors. Review of the.July 2017
physiclan order sheet showed the resident had an

1 hy mouth

|

) arder for fluoxatine 41) mg [milligrams
svery AW Tor mejor depressive disorger and

lorazepam 0.5 mg by mouth thres times per day
for restiessness and agitation. The following
concerns were identlfied:

M CMB-2507({02-06) Previous Varalons Obsolele Event ID: TZLa11

Fanility 1D; WYG043 If continuation shest Page $8 of 46
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F 828 | Continued From page 85 F 320

a, Review of the medical record showed no
svidence the facllity was tracking resident-specific
behavlors to evaluats the effectiveness of the
medications.

2, Review of the 7/24/17 quarterly MDS
assessmont showed resident #40 had diagnoses
which included Alzheimer's digeage and anxisty
disorder. Further review showed the resident had
a BIME score of 3 (soverely impalred), a
depresslon score of 3 (mifima]), and no identified
behaviors, Revlew f the July 2017 physiclan
order sheet showed the residént recelved
buspirone & mg by mouth twp times per day for
anxlety disorder and Ativan 0.5 mg by mouth ons
fime per day as needsd for anxiety state, The
following concerns were Ideritifled:

a. Review &f the medllcal record showed no
aevidence the facility was tradking resident-apeclfic
behaviors to evaluate the sfféctiveness of the
madications.

3. Interview with the DON on 8/28/17 at 3:60 PM
revealed the facllity did not have any behavior
monitoring for reaident #16 or resident #40,

4. Raviaw of the policy titled "Psychoactive
Drugs" last updated 11/16 showed "...6. Prior to
initisting any psychoactive drug, the IDT
linterdlsciplinary team]: a. Reviews the medical
record, PHQO and Brief Intérview for Mental

————-Status-{BIME)-on-MP8;-Behavior-Monitering
Flowsheet, progress notes, and evalustions 9/27/17

ralated to behavior...” F371

_F 3711 483.60()(1)«(3) FOOD PROCURE, F 371] Corrective action- kitchen microwave
S TORE/PREPARE/SERVE = SANITARY : FEp—
’ ! was cleaned, cutting board identified .

as red, brown and green have been
replaced | o
Faclily ID: WY0043 If continuation aheat Page 36 of 45

(1(1) - Procure food from sources approved or

M CMS-2567(02-80) Pravious Versions Dbaolete Evant ID: TZL311
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: SRR, |
. .. ..
F a7 Conﬁnuéd From page 36 . F 3'71 ID of others- All cutting will be
considered satisfactory by federal, state or local checked for excessive wear, and
authoritles. replace any identified equipment that
(i) This may include food items obtained directly cgr“fld p°§° “311‘1 as an uncleanable
from local producsrs, subject to applicable State suriace, No other microwaves in
and local laws or reguiations, kitchen use. 1
Systemic Changes- Dietary Manager
f(g) ;;;3'3 F;::SVB'D? does SOt prohlblt ?" ?a"el\l’g“ will add microwave to daily rounds,
cilities from using produce grown in fac : :
gardens, subject to compllance with applioable l]:,ctlugan on p_rov1detd to SDM on p
safe growing and food-handling practices. - Xtiehen equipment condition an
identifying need for replacement
(Iif) Thie provision doss not preclude resldents Monitoring- CDM/designee will audit
from consuming foods not procured by the faciity. equipment for condition every week. |
((2) - Store, prepars, distributa and sarve food In’ clllcsqlts: will be taken to .QAPI to
‘accordance with professional standards for food etermine need for continued
service safety. frequency of monitoring.
(IX(3) Have a polloy regarding use and storage of '
foods brought to residents by family and other
visitore to ensurs safe and sanitary storage,
handling, and censumption. !
This REQUIREMENT is not met as evidenced
by:
Based on obaervation and etaff Interview the
faollity feiled to ensure food was prepared under i
ganitary condltlons in 1 of 1 Kitchans. The findings.
ware:
Idtc:han rnlcrowave Was s«olled wlth food bulld-up
and needed to be dsansd Continued obssrvation
~ [ cutting boarde Were Visibly scored WHICh created
a surface which could not be cleaned. Interview
with the diatary ihanager at that time confirmed
the miorowave needed 10 be cleaned and the ‘ N . N
Event ID:TZ1811 ‘Faciity ID; WY0043 If continuation shuet Page 87 of 48
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outting boards nesded to be replsced.

According to Food Code 2013, U.8. Public Health
Service 4-501.12 "Surfaces suoh as cutting
blocks and boards that are subject to scratching
and gcoring ghall be resurfaced If they can no
lenger b effsctively cleaned and SANITIZED or
discardad If they ars not capable of being
resurfaced.”

According to Food Code 2013, U.S, Publlc Health
Servige: 4-801.11 "(A) Equipment food-contect
surfacas and utensis shall be clean to sight and
touch, (B) The fond+«contact surfaces of cooking
syuipment and pans shall be kept free of
enorusted grease daposits and other soll
acoumulations, (C) Nonfood-contact surfaces of
eguipment shall be kept free of an acoumulation
of dust, dirt, food residus, and other debris."
483.30(c)(1)(2) FREQUENCY & TIMELINESS OF
PHYSICIAN VISIT

F 387
§8=E

(¢) Frequency of Physlclan Vigits
(1) The resldents must be seen by a physiclan at

least once every 30 days for the first 80 days after
admlsslon, and atleast once every 60 thersafter.

() A physlclan visjt is considered titmely If it
oceurs not later than 10 days after the date the

Far1

F 387

9/27/17

F-387

Corrective action- Remdents #2,9,
16, 39 and 40. Have been seen by

primary care physicians, Resident #6
is within 60 visit range at this time. An
appointment had been scheduled for
her next visit to be within appropriate

time frame.
ID of others- audit has been conducted

to.identify any residents_exceeding 60

| visit wag requirad

 FiTe REQUIREMENT 18 ot met 28 evidenced
by:

Baaad on madlca! record revlew and staﬁ’

days between visits, All identified
residents have had physician visit or
appointment made for visit

WBTBGDmp rydayafarEof‘l‘l
samplé residents (#2, #6, #0, #16, #39, #40). The

findings were:

M CM5.2807(02-88) Pravious Versions Obaolste
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Systemic Changes- Educati
F 387 | Continued From page 38 Systemic Lhanges- Education
peg F 387 provided to scheduler as well as
1. Review of the medical record for resident #2 Medical Director on 60 day
showed the reeldent was seen by a physician on requirement. Physician visits will be
1/13/17. The next physictan visit was on 4/21/17 reviewed monthly to determine
(98 days). The next documented physiclan visit upcoming need for visits each month
was on 7/14/17 (B4 days) with no mid-level onitoring- Medical '
- practitioner visits between. Monitoring- = Medical Records/
designee will audit charts Q month to
2hRavlaw of the metdlcal record b;or rasident #6 ensure visits are provided in a timely
ghowed the resident was seen by a physician on manner. Results will be
1118117, The next physiclan visit was on 4/7/17 QAP reviewed at
1 (81 days). The next documentad physician visit
was on 7/24/17 (108 days) with no mid-level
practitloner visits between.
3. Review of the medlcal record for resident #9
ehowed dates of physiclan visits Included 9/28/16,
12/27/18, 8/21/17, 5/16/17, and B/4/17, Further
review showed there wera no additionel visits
from 9/28/18 through 12/27/16 (80 deys). In
addition, there were no documented vislts from
12/27/18 through 3/21/17 (84 days) and 5/15/17
through 8/4/17 (81 days).
4. Review of the medical record for resident #16
ghowed the resident was sesn by a phyzlclan on
11/22/16 and was not seen again untll 3/20/17,
128 days later. Further review of the medical
record showed no evidence of any physiclan
visits between 3/25/17 and 8/30/17 (154 days).
T T ROVISW o the THEOoE TEo0T 1S TEsiisht #30
showed the resident was sean by a physiclan on
11/22/16. The resldent was then seen by &
).
There was 1o evidence the resldent had bean
seen by a physiclan since the 11/22/16 visit.
8. Review of the medical record for resldent #40 Ny
Facltly 1D; WY0043 If continuation cheet Page 38 of 46
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ghowed the resldent was seen by a physlpian on '
1113/17 and was riot seen again untll 4/21/17, 68
days later, Further, the subsaquent visit after ‘
4/21147 was dated 7/14/17, 84 days later.
7. Interview with the administrator on 8/30/17 at
10:18 AM confirmed physiclan visits should have . ,
bsen complated niore-frequently.
F 487 | 483.90(1)(2) ADEQUATE OUTSIDE F.467| F-467 92717
S8=E VENT!LATION-WINDQW/MECHANIC Corrective action- ventilation systems
have b epaired in the 100, 300
O Bovellventietess 0 e 1 the 100,
This REQUIREM & not met as eviden ’
by: ID of others- All other exhaust fan
Based on ohsefvatlon and staff Intarview, the motors have been have been checked
fadility falled to ensure ghefv:nm?gontshy:]t&m was to ensure function
functioiitrig corractly In 3 of 4 resldsin gys : . :
(100, 300, 400), The findinga were: Systemic Changes- Education
. provided to Maintenance Director on
1. Observation during the Initial tour on 8/27/17 at need for appropriate ventilation in ’
1:20 PM showad the 100 haliway, which was center.
located In the secure unit, smallad of urine near Monitoring- Ventilation system will
room 104. be checked Q week for proper
2, Observation on 8/26/17 at 8:10 AM showed the function. Results will be takento |
100 hallway continued to have s urine ddor QAPI to determine need for frequency
outside of roém 104, | of continued monitoring. i
3, Observation on 8/29/17 betwean 9:10 AM and
©:40 AM showad the vents in rooms 102, 104,
106, 304, 306, 401, and 408 were not vmrklng
—Tmmmnﬂnmﬁmmmnﬂmwmm
use of & tissue held against the ventilation cover.
4 Interview with the maintananoa dlrector on
baan wmked on recently and he was'not aware
the vents ware not functiorilng, The malntenance
M CM8-2867(02-95) Previous Veralons Obaclets " Event |D:'i'z!.é11 Fecilty ID' WYoo4a i ooqﬁnuaumvsﬁa’qt Pago 4'0.o’f 48
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direator confirmed the ventilation was not working
and the lack of function was not relatad to a
blown braaker.
F 514 | 483.70(1)(1)(6) RES F514| F-514 9/27/17
SSwE | RECORDS-COMPLETE/ACCURATE/ACCESSIB Corrective action- Residents identified
LE as #3, 9, and 16 have been assessed
() Medical records. for any adverse effects- with no noted
(1) In accordance with acoepted professional adverse effects- from noted holes in
standards and practices, the facllity must blood pressure and/or 02 levels on
malintain medical records on each resident that MAR.
are- ID of others- Vital signs to be listed
(i) Complats; on MARs for past 3 months will be
audited for completion. Residents
(ll) Accurately documented; with missing information will be
R ible; ass(e:s?ed for adve:_'s? eﬁ‘ecfs and
(i Raadily sible; &nd families and physicians will be
(iv) Systematically organized notified as appropriate of any adverse
side effects.
(6) The medical record must contain- Systemic Changes- Education will be
Sufficlent Information to Identify the residen provided to nursing staff on
® ty , : completion of the MAR.
() A record of the resident's assessments; Monitoring- DNS designee will audit
for completion of documentation in
(m)v']‘-g:dml’mhma pian of care and services the MAR 3x week. Results will be
pre ' taken to QAPI to determine continued
(lv) The resultsofany preadmission screening frequency of monitoring.
determinations conducted by the State;
(v} Physiclan‘e, nurse's, and other licensad
== ; d
(vi) Laboratory, radlology and other dlagnostic
M CM8-2687(02-58) Previous Verslons Obsclete Bvant [D; TZL314 Facitty 10 mea If continuation shest Puge 41 of 45
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gervices reporte as required under §483.60,
g‘hls REQUIREMENT s not met as evidenced

V:
Based on medical record review and staff
Interview, the facliity falled to ensure medical
records were compieta and acourate for 3 of 7
sample reskients (#3; #8, #16). The findings
were:

1. Reviaw of the 8/10/17 quarterly MDS
assassment showed resident #3 had diagnoses
that included hypettension and hypoxemia.
Further the asgessment showsd the resident
utliized oxygen. Review of a 3/6/17 physlolan
order showed the resident was prescribed
hydroctilorithiazlde (HCTZ) 26 rilligrams (mg)
once dally and higthoprll 2.6 mg daily for
hyperterision. In addition, the order for ligino
showad it was to be held if the systolic bloo
pressura (SBP) was less than 130. The following
concerns ware ldentlifled:

a. Review of the June and Juty 2017
treatment adminletration record (TAR) showed
the nurse was to filrate oxygen to maintain
oxygen saturation twice per day (8 AM and 8 PM).
In addition, the huree was to dpcument the liters
per minuta (LPM) and pulee oximeter rasuits.
Review of the resldant's TAR from 6/1/17 through
8/30/17 showsd the LPM was not recorded on 10
shifts. In addition, the pulse oximeter results were
not racorded on 16 shifts. Review of the

F 514

TRt e AR o T T IO 1717
showed the LPM was not recorded on 12 shifts.

In addttion, the pulse oximetsr results ware not
recordaﬂ on 27 shlns

admlnlstration record (MAR) showad a blom:l
pressure was to be obtained at the 8 AM HCTZ
.25 mg and lielnopril 2,6 mg madioation

M CMS-2£67(02-06) Pravious Verslons Obaclela Evant IDsTZL311
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adminlstration. In addition, instructions Inoluded
'the llsinopril was to be held'If the'SBP was less
than 130, Review of the resldent's MAR from
nmnt through 7/31/117 showed no avidenoe-a
dally bidod pressure reading was racorded for the
HCTZ. Continued raview showed no evidence a
blood. pressure reading was recorded on 29 shifts
for the lisinopril.

blood pressure was to-be obisined at the 8 AM
HCTZ 26 mg and lislnoprit 2.5 mg medication
adminlstration. Review. of the rasjdents MAR.
from 8/1/17 through 8/28/17 showed no-¢vidence
a blood pressure reading was recorded on 14
shifts for the HCTZ Further review showed ne
eviderics & blood pressure reading was recorded
on 18 shifts for the lisinoptil,

2, Review of the 7/11/17 annual MDS
assassiment showed resident #8 had diagnoses
that Inaluded hypertengien and shorinéss of
breath. In addition, the assessment showed the
resident utilized oxygen. The following concerhs
were Identiffed:

NAR showed the nuree was to tltrate oxygen to
keap oxygan saturation greater than 00% and
document the oxygen saturation twloe per day. In
addition, Instructions included notifying the
physician of saturations less than 90%. Review of
the resident's MAR from 5/1/17 through 5/31/17
mw‘nmtﬂmﬂmlfmu o1
shilfts. Review of the resident's MAR from 6/1/17
through 6/30/17 shawed no saturation résults
raoordad on 7 shlfts Revlew of the res!deut‘s

saturatlon result recorded on 14 shfﬂa
b. Review of the August 2017 MAR showed
the resident was to have blood pressura-obteined |

c. Review of the August 2017 MAR showed &

a, Review of the May, June, and July 2017

g LI
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twice par day, In addition, instructions included
notifying the physician if SBP wag lower than 120.
Review of the resldent's MAR from 8/1/17
through 8/28/17 showed a blood pressure was
not recorded on 20 shifts,

3. Review of the 7/3/17 quarterly MDS
assesement showed resident #16 had dlagnoses
that included hypertension. Review of a 7/27/17

| physician order sheet showed the residant was
presoribed amlodipine 10 milligrams (mg).onoe
dally and ltsinopril 10 mg twice daily for
hyperiension. The following concerhs were
identifiéd:

8. Review of the July 2017 medication
adminietration record (MAR) showed & blood
pressure was to be obtained at the 8 AM and 8
PM lisihopril medication administration. In
addition, the order for lisinopril showed it was to
be held If the systolic blood pressure was less
than 100 or the diastolic blood preseure was less
than 60. Further review showed the blood
presstire was not recorded on 28 out of 31 days
aa ? 7AM and 4 out of 31 days at's PM during July
2017.
b, Review of the Juné 2017 MAR showed a
blood pressure was to be obtelned at the 8 AM
and 8 PM lisinoprll medication administration. In
addition, the order for llginopril showed it was to
be held If the systolic blood pressura was less
than 100 or the diastolic blood pressure was less

+than-A0-Eurtherraviewshowad:the-blood
pressure was not recorded on 28 out of 80 days
at 8 AM and 8 out of 30 days at 8 PM, during

June 2017

bloed prassure wasto be obtalned at the BAM
and 8 PM lisinoprii medioation adminlstration, In
gddttion, the order for lisinopril showed it was to
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be held If the systolic blood pressure was less
than 100 or the diastolic blood pressure was less
than 60. Further review showed the blood
pressure was not racorded on 27 out of 31 days
at 8 AM and 8 out of 31 days at 8 PM during May
2017,
4. Interview with the DON.on 8/30/17 at 10:15 AM
confirmed the records were Incomplete. Further,
she revealsd har expectation was for blood
prassuras and oxygen saturafions to be
dooumented on the MARS and TARs. In addition,
she stated she sxpected-the nurses to hold blood
pressure madications If the reading was outside
the orderad parameters.
Event ID:T2L314 Facllly ID: WY0043 If conﬁt;uatlon shest Page 45 :;f 45
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