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A facility must make a comprefrensive
assessment of a resident's nedds, using the RAI
specified by the State. The assessment must
include at least the following:
Identification and demographicfinformation;
Customary routing;
Cognltive patterns;
1 Communication,
| Vision;
Mood and behavior patterns;
Psychosoclal well-being; o WA‘{A_ ekl
& CLf
Physical functioning and structiral problems; FOC covs revies A trt)u cz/w.v?,w prpe
; ; BN, Dol ~ £)ac?
Continence; by Pegopy Duran, BN, /2t s
. . : Whrack. , s, et 3 AL e t/6%
Pisease diagnosis and health ¢onditions; o+ (420
Dental and nufritional status;
8Kin conditions;
Agtivity pursuit; :
Medications; s E
Speclal treatments and procedyres; MAY 24 2005
Discharge potential; Col
Documentation of summary information regarding
LABORATORYZGTO% OE'\}RO»ER/SUPPUER REPRESENTATIVE'S SIGNATURE ; TITLE {X6) DATH
Any deficiency statsment ending with an asterlsk (%|d 4 f/@/a;"‘
ny deficiency statement ending with an asterls enctes a deficiensy which the institution may be excused fram corracting providing it is delermingd that
?ihar safeguards provide sufficient protection to the palients, (See instructions.) Except for nursing homes, the findings stateg gbuve arge d}sclosabla B days
;;loswfl;? !whp d#‘e fg ﬂtur;fy Wzﬂlh@r °rlr;°l a plan cficotraction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
prggram?m;;i%ip oo hese documents ere mada Hvaitable to the fadility. If deficiencies are clled, an approved plan of correction is requisite to continued
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resident-assessment protocols; and assessment of 2 resident’s needs, using
. o the RAI specified by the state, This will 05/17/05
Documentation of participation{in assessment, be accomplished by;
‘ . j , 1. Weekly oarc plan mectings with the et
This REQUIREMENT is not st as evidenced D.ON., MDS Coordinator, distar "ﬂw‘a"’ﬂ {v
by: - Imanager, EMMLJV ,W‘a::{ enefl
Based on staff (nterview and medical record designee, ; The meotings will be e
review, the facility failed to periorm a held to update care plans and
comprehensive assessment for one (#25) of four identify changes in residents such
sample residents in the area ol bowel care. The as bowel and bladder, nutrition, L. Nx;mv*
findings were, skin and fall asgesaments, 5 = pouoch "
2. Resident #25will be assessed for
Review of the admission face sheef and 5/05 immediate and unique needs, the
physician's orders revealed regidant #28 was care plan will be updated to
admitted with diagnoses including constipation. correlate with the MDS assessment
Review of the 10/22/04 annual|Minimum Data Set and bowe] assessment,
{MDS) assessment revealed hiv'she was 3, The asscssment process will be
occaslonally {once weakly) incontinent of bowel. menitored by DON to ensure
Review of the 1/20/05 quarterly MDS assessment ongoing compliance and report to
revealed he/she had declined ih bowel continence QA meeting quarterly.
to frequently incontinent (2-3 fitnes per week). '
Review of assessments revealpd no
comprehensive bowel assessment was
completed after the decline in howel continence,
Interview with the director of nirsing (DON) on
8/6/05 at 12:18 PM confitmed fro bowel
assessment was completed,
(F 278} | 483.20(g) - (h) RESIDENT ASSESSMENT {F 278}
33=D
The assessment must accurately reflect the
resident's status.
A registered nurse must condugt or coordinate
each assessment with the appfopriate
participation of health professionals.

FORM CMS-2887(02:59) Fravious Verslons Obsolate

Event 1Dy 966412

Facility ID:  WY0Q25

If continuation shoet Page 209



DEPARTMENT OF HEALTH AND HUN

SERVICES

CENTERS FOR MEDICARE & MEDICAN SERVICES

PRINTED: 06/17/2006
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF OEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIERICLIA
IDENTIFIGATION NUMBER;

535038

B, WING

(X2) MULTIPLE CONSTRUCTION

A, BUILDING

(¥3) DATE SURVEY
COMPLETED

R-C

05/06/2006 é\

s
re

NAME OF PROVIDER OR SUPPLIER
ROCKY MOUNTAIN CARE EVANSTON

STREET ADDRESS, CITY, STATE, ZIF CODE
475 YELLOW CREEK ROAD

EVANSTON, WY 82930

Clinical disagregment does notjconstitute a

A registered nurse must sign afnd cettify that the
assessmentis completed. :

Each individual who completesi & portion of the
assessment must sign and cenjity the acouracy of
that portion of the assessmentf

Under Medicare and Medicaid [an individual who
willfully and knowingly--
Certifies a material and false statementin a
resident assessment is subjectito a civil money
penalty of not more than $1,000 for each
assessment; or
Causes anather individual to certify a material
and false statement in a resident assessment is
subject to a civil money penalty or not more than
$5,000 for each assessment. |

material and false statement,
This REQUIREMENT is not m
by,

Based on medical record revle and staff
interview, the facility failed to ejhsure each

t as evidenced

resident's assessment was acdurate for two (#27,

#35) of seven sample residents, The findings

were; J)
1. Review of the admission fac

sheet revealad
resident #27 was admitted on j

1/04 Reviaw
7 Het MDS
not coded as.an

further revealed a Minimum Da
assessment dated 9/14/04 wa
admission MDS assessment.

2. Review of the admission face sheet for
resident #35 revealed he/she wias admitted on
7{18/04. Review further revealald an MDS
assessment dated 8/1/04 was ot codad as an
admission MDS assessment.

(X4 1D SUMMARY STATEMENT OF DEFICIENC|ES iD PROVIDER'S PLAN OF CORRECTION %5}
PREFIX {EACH DEFICIENCY MUST BE PREDEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE, DATE
DEFICIENCY)
{F 278} | Continued From page 2 {F 278}

F278

The facility must, by a Registered

Nwrse, provide an assessment which

accurately reflects the resident’s status,

this will be accomplished by:

1. Minimum data sets for residents
#27 and #35 will be recoded and
submitted to Medicare ag a
correction in coding for an
admission assessment,

05/07/05

2. The MDS Coordinator will ensure

her section has been complete and
accurate assessments on each
resident with accurate coding on
each Minfmum Data Set ongoing,

3. MDS Coordinator and D.ON. wil] 1non tor

complete random chart audits
completing o chart check list,
Audity will be reviewed quarterly
by the QA Commiltes to insure
ongeing compliance,
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{ The services that are to be furhished {o atiain or

Continued From page 3

3. Interview with the director of nursing and the
MDS coordinator on 3/2/5 at 10 AM confirmed the
9/14/05 MDS assessment for fesident #27 and
the 8/1/04 MDS assassment for resident #35
werg coded inaccurately,

483.20(k) RESIDENT ASSESSMENT

The facility must develop a corEprehenslve care
plan for each resident that inclides measurable
objectives and timetables to meet a resident’s
medical, nursing, and mental and psychosocial
heeds that are identified in the|comprehensive
assessment.

The care plan must describe the following:

maintain the resident's highest practicable
physical, mental, and psychosacial wellbeing as
required under s483,25; and

Any services that would otherwise be required
under £483.25 but are not provided due to the
resident's exercise of rights under $483.10,
including the right to refuse treltment under
s483.10(b)(4). |

ghis REQUIREMENT is nat et as evidenced
y:
Based on observation, staff ant! resident
interview, and medical record review, the facility
failed to develop an individualized nutritional care
plan for one (#27) of seven sanmple residents. The
findings were; '

Review of the February 2006 physician's order
sheet for resident #27 revealed the resident was

(F 278)

(F 279}

F2719

The facility will ensure that a

comprehensive care plan for each

regident that includes measurable
objectives and time tables to meet the
resident’s nutritional care is completed,
this will be accomplished by:

1. Weekly weight moetings with the
D.O.N., MDS Coordinator, Dietavy
Manager and Social Serviecs
Designee will be held to identify
resident’s at risk for nutritional
defects. '

05/07/03
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{F 279} | Continued From page 4 L {F 279}
admitted with diagnoses including cachexia 2, Any resident that has weight foss of
{mainutrition, wasting). Revisy of the 12/28/04 5% in 30 days or 10% in 180 days
dietary progress hotes revealed the resident had will have an individualized
a five percent weight weight ldss in the past 90 nutritional care plan implemented
days, Review of the 12/28/04 significant change by the Djetary Manager and the
Minimum Data Set (MDS) assessment revealed Dietician. _
the resident had a welght loss|of five percent or 3T l_m Dietary Manager and Dietician
more in the past 30 days or 1) percent or more in . will be responsible for quarterly
the past 180 days. Interview with the resident on ohart audits for ongoing
3/1/05 at 9:17 AM revealed helshe had lost compliance,
weight recently. Review of the(rmedical record 4. Resident #27 with diagnosis
revealed there was no care plan 1o address the Cachexia jdentificd as weight Joss
resident's weight loss, Interviey with the diefary of 10% in the past 180 days has a
manager on 3/2/06 at 1:15 PM confirmed thers ¢are plan implemented and placed
was no nufritional care plan daveloped for the in the chart. 4 weiqhd meehings
resident and that it must have bean an 5, Weckly weightg,will be reviewed
“oversight.” by Q.A, Committee quarterly,
{F 281} | 483.20(k)(3)(i) RESIDENT ASBESSMENT {F 281}
858=D

The services provided or arranged by the facility
must meet professional standards of quality,

This REQUIREMENT is not met as evidenced
by:
Based on resident and staff inferview, and
medical record review, the facllity falled to assure |
staff followed physician's ordens for four (#2, #3,
#11, #33) of seven sample resiclents. The
findings were;

1. Review of the medica! record for resident #2
revealed hef/she had diagnoses including
constipation. Review of the fadlity's bowe!
tracking report for February and March 2005
revealed the resident went fror 2/19/05 through

F28]

The facility must meet professional

standards of quality of care by resident

assessment, this will be accomnplished
by:

1. The charge nurse will attain dajly
information from the Care Tracker
System o residents that have not
hiad a BM in the last 9 shifts. The
charge nurse will follow doctor's
standing ordexs for those residents.

05/07/05

3/1/05 (11 days) without a bo

Review of the February 2006 care plan revealed

2l movement,
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elimination had been identified as a problem with
a goal for the resident to have[a bowsl movement
every two to three days, Further review of the
care plan revealed approache included
administering a laxative accor&iins; to standing
orders for no howel movemeni in three days.
Review of the February 2005 ghysictan's orders
revealed an order for medicatibne according to
standing orders dated 1/27/04] Raview of the
standing orders for constipation included Milk of
Magnesia ({laxative) 80 cubic genlimaters (cc)
PRN (as needed) if ho howel movement for three
days, bisacodyl (laxative) supgository one daily
PRN if no howel movement for three days, tap
water enema (solution to stimulate bowel activity)
ar Fleets enema PRN if ne results from the
suppository, and notify the physician for chronic
constipation, Review of the Medication
Administration Record (MAR) for February and
March 2005 revealed no PRN laxatives were
administered during the eleves) days without a
bowel movement, Interview with a registered
nurse on 3/1/05 at 6:10 PM copfirmed there was
no indication the resident had & boweal movement
since 2/18/05 and that no PRN laxative had been
given from 2A19/Q5 through 3/9/05.

Review of the 9/22/04 sigdificant change
Minimum Data Set (MDS) asséssment and the
guarterly 12/21/04 MDS assestment revealed the
resident was continent of bowel. Interview with &
registered nurse (RN) on 3/2/05 at 2 PM revealed
the resident tolleted him/herself independently
and exhibited no signs or symptoms of
constipation,

2, Review of the facility's bowe| tracking report for
February and March 2006 revealed resident #3
had not had a bowel movemerit from 2/23/06 to
3/1/05 (7 days). Review of the February 2005

(X4) ID SUMMARY STATEMENT OF OEFICIENCIES D {75
PREFIX {EAGCH DEFICIENCY MUST BE PREGEEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE GDMFA.]I_EJION
TAG REGULATORY OR LSC IDENTIFYIIZ INFORMATICN) TAG CROSS-REFERENCED TO THE APPROFRIATE B
DEFIGIENGY)
{F 281} | Continued From page 6 {r 281)

2. D.O.N. held an in-service with all
nursing staff to insticet on usc of
Care Tracker System and how to
attain information from the system,

3. Residents #2, #3, #11 and #33 were
questioned and had BM’s without
staff kmowledge to due their
jndependence prior to surveyor's
departure. Independent residents
will be given a tool to help retain
indcpendence and allow proper
charting in regards to BM's,

4. Aides wetc in-seyviced on
questioning independent reaidents
on bowel and bladder daily and
decumenting on Care Tracker
System,

3. Charge nurses will daily check
compliance of bowel and bladder
end follow up with appropriate
inter.vez;tions. BM’s wi!liy
audited for compliance,by Q.A.
Comr&ﬁee. @‘ '

6. The D,ON. held a mandatory in-
service with all nursing staff,
regarding documentation of BMs
in the care tacker system and
nurse’s documentation of PRN
laxatives,

%
et

4

witl e wp

+¥:;r‘;°f;‘\\é* o

e, A
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physician's orders revealed an prier dated
830102 for medications accordjng to standing
orders. Review of the standing jorders for
constipation included Milk of Magnesia (laxative)
30 cubic centimeters (¢c) F'RNl{as; needed) If no
bowel movernent for three days, bisacody!
{laxative) suppository one dail\%PRN if no bowel

movement for three days, tap water enema
(solution to stimulate bowel activity) or Fleets
enema PRN if no results from the suppository,
and notify the physician for chronic constipation.
Revlew of the Medication Administration Record
(MAR) for February and March 2005 revealed no
PRN laxatives were administefied during the
seven days without & bowel mevement, Interview
with a registered nurse on 3/1/3%5 at 5:10 PM
confirmed there was no indicafion the resident
had a bowel movement since 2/22/06 and that no
PRN laxative had been given ffom 2/23/05
through 3/1/05.

Review of the 11/28/04 qlirr‘tlarl_y MDS
assessment revealed the resident was centinent
of bowel. Interview with an RNpen 3/2/05 at 2 PM
revealed the resident tolleted fim/herself
independently and exhibited nd signs or
symptoms of constipation.

3. Review of the facllity's bowsl tracking report for
February and March 2005 revealed resident #11
went from 2/23/05 through 3/1¥05 (7 days) without
a bowel movement, Review ofithe February 2005
care plan revedled efimination|hiad been identified
as a problem with a goal for the resident to have
a bowel movement every two lo three days.
Further review of the care plaltravealed
approaches included adminisiering a laxative
according to standing orders fbr no bowel
movement in three days. Revikew of the February
2005 physician's orders reveated an order dated

{X4) 1D 1)
EACH DEFICIENCY MUST RE PREGEEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
P%EQX I(’CEGULATDRY OR LSC IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO THE APPROFRIATE DATR
DEFICIENCY)
{F 281}| Continued From page & {F 281}
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1112/03 for medications according to standing
orders. Review of the standing|orders for
constipation inciuded Mitk of Mfgnesia {laxative)

30 cubic centimeters (cc) PRNi(as needed) if no
bowel movement for three days, bisacodyl
(laxative) suppository one daily PRN if no bowel
movement for three days, tap water enema
(solution to stimulate bowel activity) or Fleets
enema PRN if no results from {he suppository,
and notify the physician for chijonic constipation.
Review of the Medication Administration Record
(MAR) for February and March 2005 revealed no
FRN laxatives were administeted during the
seven days without a bowel mivement, Interview
with a registered nurse on'3/1/05 at 6:10 PM
confirmed there was no indicafion the resident
had a bowel movement since 2/22/05 ang that no
PRN faxative had been given frorn 2/23/06
through 3/1/06. _

Review of the 11/24/04 anpual MDS
assessment revealed the resigen! was continent
of bowel. Interview with an RN|or 3/2/05 at 2 PM
revealed the resident toileled hirn/herself
independenlly and exhibited ne signs or
symptoms of constipation.

4, Review of the facility's bowel! tracking report for
February and March 2005 revealed resident #33
went from 2/24/05 through 3/1705 (6 days) without
a bowel movement, Review offthe February 2005
physician’s orders revealed an order dated
6/22/04 for medications according to standing
arders, Review of the standing orders. for
constipation included Milk of Magnesia (laxative)
30 cubic centimeters (cc} PRN {as needed) if no
bowel movement for three days, bisacody!

(laxative) suppository. one dail
movement for three days, tap

(solution to stimulate bowel activity) or Fleets

¥ PRN if no bowel
water enema
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enema PRN if no results from the suppository,
andnotify-the physician for chironic constipation.
Review of the Medication Administration Record
(MAR) for February and March- 2005 revealed no
PRN laxatives were administerec between
2/23/05 and 3/1/05. interview with a registered
nurse on 3/1/05 at 5:10 PM confirmed there was
no indication the resident had| a bowel movement
since 2/23/05 and that no PRN laxative had been
glven from 2/23/06 through 341/05.
- Review of the 9/22/04 significant change and’
| the 12/21/04 quarterly MDS assessments
| revealed the resident was coftinent of bowel.
Interview with an RN on 3/2/05 at 2 PM revealed
the resident toileted him/herse!f independently
and exhibited no signs or syriptoms of
constipation,

(%4) ID SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EAGH DEFICIENGY MUST BE PRECESOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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‘ DEFICIENCY)
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Department of Health and Human Services
Centers for Medicare & Medicaid Services

Form Approved
OMB NO. 0938-0380

Post-Certification Revisit Repor{

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of informatien, Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS3, Office of Financial Management, P.O. Bex 28684, Baltimore, MD 21207; and to the Office of Management and Budget, Papenwvork

Reduction Project (0938-0330), Washington, D.C. 20503,

{Y1) Provider/Supplier/CLIA/[
Identification Number

535038

{Y2) Multiple Gonstruction
A. Building

B. Wing

(Y3) Date of Revisit
5/6/2005

Name of Facility

ROCKY MOUNTAIN CARE EVANSTON

Street Address, City, State, Zip Code

475 YELLOW CREEK ROAD
EVANSTON, WY 82930

This report is cornpleted by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laberatory Improvement Amendments program, to show those deflciencies praviously
reported on the CMS-2587, Statement of Deficiencies and Plan of Comaction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prafix codes shown 1o the left of each

requirement on the survey report farmy.

(Y4) Item (Y5) Date (Y4} ltem (Y5) Date (Y4} Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix  Fo164 03/28/2005 ID Prefix  Fo254 03/28/2005 ID Prefix  Fo492 04/04/2005
Reg. # 483 10(d)(3) Reg. # 483.15(h)(3) Reg. # 483,75(h)
LSC LSC LsC
Correcticn Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC 1.5C LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix D Prafix ID Prefix
Reg. # Reg. # Reg. #
LSC e LSC LsC
Correction Correction Correction
Cempleted Completed Completed
1D Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC ] LsC B ls¢
Correction Correction Correction
Completed Completed Completed
ID Prefix IC Prefix D Prefix
Reg. # Reg. # Reg. #
LsC - Lsc Ls¢
Reviewed By Reviewed By Date: Signature of Surveyor. Date:
State Agency
Reviewed By — | Reviewed By Date: Signature of Surveyor Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
3/2/2005 Uncorrected Deficiencies (CMS-2567) Sent to the Facllity?  ygg NO
Form CMS - 2567B (9-92) Page 1of 1 EventID: 9GG412



