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F 000 INITIAL COMVENTS - F oonl
The fallowing vottireon abbreviations are used | Preparativn and exeoution uf this plan
throughout this docyument: of conreution doss not coustitute an

admission or agreamant by this
provides of the truth of the facts allaged
or conclugions sst forth in, gtatement of
defiviencies. Tha plan of coraction s
preparad] and/or exected solely

|ARE  Assessmont Reforencs Dute
COM  Corlifiod Dietary Manager
ONA  Certified Nurae Alds

DON  Director of Nurelhy

MAR  Medieatlon Adminlstration Record becunge it ju requiced by the provisiong
MDS  Minimum Data-Sat of fedarel and stato law, Completion
RN Reghterad Nurse dates ar¢ provided for procedural
i processing purposed and correlate with
Lazs commonly used abbreviations will be the most recently contemplated op
annhotated In oaoh deflolenoy whens used, i accomplished corraotive action and Go
F 241 483.456(a) DIGNITY AND RESPECT OF ¢ P24 notnvemssardly correspond
&hely INDIVIDUALITY chronalogleally to date the facility is of
- ! the: gpinion It wag in wompliagee with
i The Facility must promote car for residents ina requirements of particlpation o that
1 mannes and In an snvironment that maintains or | i oomeotlve actlon was neseysaty,

-énhaces each regident's dighlty and respactin |
- full recagnition of his or her Individusiity,

This REQUIREMENT (2 niok mat a5 evidencad T4l
by: The facttity will promote gare for
- Based on obeervatian and family and stafr

Tesidents in & manner and i gn
ettvironment that maintalng or enbimees
aach resident’s dignity mnd respoct Jg
full recoguition of hiy or het
indtviduality,

{interview, the facility falled to enauve dignity was
 alntained for 1 of 13 sumple residents (#52). :
[ Tha findings were: :

't1, Ohservatlon on 521112 at 4:46 PM revoaled
residont #52 wora 8 soft torso sugport (vest that
aitsched In the back of the wheslehair) while in
the whaslchair. Abrown stain approxitiately 1,5
I by 0.5 Inchis was visible on the front of the :
1 Blpport. Furiher pbservations during the survey !
oh 52412, 5122012, and 6/2812 revediod the '
wlmin ramzined. During an intetvisw on 52312 af

I

T |
LABORATORY DIREGTOR'S OR FROVIDER/SUPPLIER SENT BIGNATURE, THLE
.__M A~ A9 AL P T

providisg it Iy detﬂrl‘n'lu;au {hat
ahove arg dlaslokable 90 days

Any dafidiancy gtalemant anding with an asteriak (4) densted™s dafiziengy which fu ingtittion may by exawsed foin carretiin
ather tifeguarda prvide sufliont proteatiqn 1o tie padlants. {See insinioliis,) Excent fof Wieing homes, tha Midbngs stuteg

e DATE

foliowing the dale of survey whethor or not a plan of comaction §s pravidad, Fay liumlng homea, the shova tindings andl plans of eatration are dizclosable 14

pragtain partivipation.
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0V 1D SUMMARY STATEMENT OF DEFICIENGIES n PROVIDER'S FLAN OF CORRECTION b
PREFIX {EAGH DEFICIENGY MUST 3E PRECEDED BY FULL PREFIX - {EACH CORRECYIVEAGTION SHOULD BE | GOMPLETION
TAG. REGULATORY OR LA INENTIFYING INFORMATION) TAG cﬂosmﬁmnsggls!g'g {;’“E APPROPRAIATE ) DATE
N £, ‘I']. r
! - i
F 241 | Gontinued From prge 1 Fa4ll  Comection: !
5:15 PM, RN 1 stated the fucilly had plarty of L On May 24, 2012 prior ts the “1lal1a.
ather clean torso supports that coul have been Surveyors exiting tho muse assigped to ;
: y Resldent #32 removed his soiled torso |
1 uaed whilestff laundered the diry one. suppott, The staff responelble for this |
: , dignity cousent were te-sdubitad by the |
+ 2. During an infarview on 52312 at 7 PM, 1 Director of Nurelng/Designae on May 24, :
! family member stated s/he had concarma with 2012. On June 11, 2012 the Director of |
! raeidents belng left In solled lething, ! - Deing MDaslpnco ohuted o-education
T 253 [ 463.16(h)(2) HOUSEKEEPING & F 253 :vczxing cfi:ﬂ, ui::?lnd cluthlz[;/txsée
88ek | MAINTENANCE SERVIGES suppeits etc and that [f-olothing became

soiled that it be changed at thet thne,

| The faclly st provids housekesping and .
maintenance services hactsssiry to raintaln a Tdentifleati oy

. ) idents w! ity are at
sanilary, orderly, and comfortable infertor, | o ik On Toue 15 2012 .

Dizector of Nursing /Derignes complaked
visual raunds to identify other tesidants

This REQUIREMENT is not met as evidenced who may have had solled clothing and/ or
by }530;_13? attachod to tﬁum ie: Il:;urm.: suppotts, |
. ‘ ] Jankets o, No other residents wepe i

| Based on rangqm obsawgt!ons and staff and | idontified doring this review i
resident interviews, the facility faflsd to ansure .{ X
adequate maintenance any renair of two resident i Systemic Changes: Z

- wheelchairs (57, #54) and the walls in awe j Flhe fagility will provide cars for residents -
resident haftways. The findings weye: ] In & manner that respeots and cohances

, i cuch residents d]ngmr,y, mdivitiiua:ny, and

: ) \ right to personal privacy, "Dignig"™

i‘ 1. Observitions on 6722112 ?I 10:48 AM, on i means that fntaractifig with vesidents, staff

! bi23M2 al 322 M and Bg&En on 8124112 at 8:48 7 carrics out activities that ussist the

| AM revealed the plastle covering on both ams of rexident in mainteinlng md enhaneing

| o residant wheelchalrs (#7, #54) was cracked. Svlfiicﬁt%?l and self-wggh. C.‘n:elfur _

i o, fapi ¢ tesidents In o manney that tmnintajos :

| [n addition, pleces of plastic were miszing from al | ity ond odividunics ooy :

 four arme exposing the foam materlal I ; A i

X ] assnring thery are clean, dry, and well t

- undetneath, Interview with resident #7 on 52842 | Kapt. Thetr olothing is not soljed vor s

val 3122 PM revesled whe was awara the adges of I ltems nextto them such s torso supports

i the plastlo “sometimes scratohed my arma » soiled. Wi the stoff idontifies any

§ Interview with ths malntenance marnaner on ' gfs_uead x('lesﬂrd:']m;t iﬁ"f:! vlotféil% of _‘]’Iﬂll:’r,

: . [ s acdresged at that bme, Staft will be

: ngé:ﬂza raxta 3,48 AM contirmed the arms neaded lo wduvated o Resident Dighity on hire,

‘ "

i

annmilly, and prn. Begluning May 24,

] o ' 2012 and continuing up vt the
12, Periodic obsenvation throughout the survey | . allegation of compliance the Divestor of

|reveslad placas of wallpaper in the 100 and 400

FORM CMY-2567(02:99) Provipus Versions Obaviule Byt i, UBDIY Fachlly 1B Wy If somlnuniion sheet Page 2 0! 15
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| 523043 B.ING 06/24/2012
HAME OF PROVIDER GH $UPPLIER BIREET AUDRESS, CITY, STATE, ZIP CORE
T _ 1901 HOWBLL AVENLE
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x| ELMMARY STATEMENT OF DEFICIENOIER o PROVIDER'S PLAN QF CORRERTION I
PAEF . (FACH DEEIGIENCY MUST BE FRECHDED BY FULL PREFIX {EACH CORREGTIVEAGTION BHOULD RE ; cmﬁ.&lnou
TG REGULATORY DR LEC.IDENTIFYING INFORMATION) s CROSS-REFERENGRD TO THEAPPROPRIATE, | ©ATH
; i DEFICIENEY) i
| r | s
F 241| Continued From page 1 L FI . . :
5:16 PM, RN 1 stated tha facity had plenty of | o e Mocrignn -sor viced the ataft on
other cfuan torse suppiods that could havoe hesr tBnily, speclficaly assuring tha
vasidents are clean, dty, and well kept end
used whils staff laundared the ditty one, ibat clothing Js not aciled. Ap stiendance
shieot 13 kept and resoneiled with the I
2, Dusing an Intorview on 672312 &l 7 PM. a tive wiuff roster ahd slaf who :
femily reambar staen 9/he had soncarns with Ei:éffz? néiif iul;ﬁ l::: :.mfmeawfff
+ residents baing loft In solled clothing. | ! eduoution. :
F 263  483.16{h}(2) HOUSEKEEPING & F 263 ;
B8R ! MAINTENANCE SERVICES Monltoring: |
: Managers will monitor to ensure 1
 The faclily must provide housekesping and resident's digoity is maintalned theough |
rmaintananes sevices nosessary to malntain & eare rounds weekly and pm. They will  ;
enritary, orderly, and comfortabl interior. utilize the Quality of Care rounds ‘
; observation tpol, Results will be ;
i |
3 REQUIREM : ; Hifle o reviewac i
;5',‘;' QUIREMENT is nok met ay evidenced for procass improvement o oncure the
Rased on random observations and staff and e mauained o svalusted for
rasident bitaiviews, the fasilly falled to ensure e i
adequate maintsnance and repalr of two raajgent | :
- wheelchalrs (7, #34) and the wallg In two | :
! rasident hallvays, Tha findings wers:
i
1. Observationg-or 522142 al 10:48 AM, on
! G2 at 3:22 PM and again on 52412 at 8:45
* AM revesied the plastic covering on both atimg of i
| bwo regldent wheslchairs (#7, #54) was cracked, ; :
| In addition, pleres of plagtic ware missing from al | !
. four atms expazing the foam materal :
i undarneatiy, Intarview with resident #7 on §/29/12 | {
6t 3:22 PM revealed sihe was aware the adges of | !
i the plastio "sometimes sgratehad 1y arms ¥ ,
+ Interview with the malrtenance mansger on ‘
* 8124112 af ;48 AM confirmad the anms needed to! ,
i be rapigted } ,
, !
' H 1
| 2, Periodic observation throughout fne survey | !
! revealad pleces of wallpaper in the 100 and 400 \ |
FORM cms-'aasnnz-am Prefidos Vistsions tbuolele Svanl 1x UsoFN Fecillily 10: Widoos If pontiuntjon ahﬂa{' Page 2 of 16
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Continugd From page 1

B.15 PM, RN #1 etated the fcllity had plonty of
ather cledr forso ayuppors that ooukd heave been
vsedwhile staff faundered the dirly one,

2, Durlng an Interview on 623712 at 7 PM, a
family mamber atated s/he had concerns with
| tesidents being Isft i sofled clothing, !
483, 18(h)(2) HOUSEKEEPING &
| MAINTENANCE SERVICES

The facility must provide housskeeping and
mumtsnance services necessary to maintain a
eanitary, ordary, anid cormfortable Interlor,

This REGQUIREMENT |5 not met as evidanced

Based on randam observations and staff apd
roaident intarviews, the facility falled to ensure

1 adequate maintenance and repair of two resident
1 wheelchalrs (87, #54) and the wallz in fwo

j iesldent hatiways, The fndings were:

]
: 1. Obsarvations on 6/22/12 at 10:48 AM, on
} 812312 al 3:22 PM and agaln on 524712 at §:48
AM rovesled the plastie cavering on both arms of
two resident whealchairs (£7, #54) was cracked,
In addition, pieces of plastls were missing from &l
, four arms exposing the foam material i
jundernesath, Intervlaw with resident #7 on 52312 |
8t 322 PM ravealad sho was awars the edges of !
i the: plastic "sometimes soretehod my arms.” !
§ Interview with the maintenance monager on
524712 at B:48 AM vanfirmed the amg neaded fo
' ba replacad,

I
! 2. Pariodio obgervation throughout tha survey
! revealed piects of wallpaper in the 100 and 400

o
L

F 283 ) '
[ L 4 )

| The facllity will provide housekeeplug and
maitlermnce services necessary to mainiain
asanitary, orderly, and comforisbic interlpr, -

Corrective Agtion:

1. Buounding ercas of the walpeper that is
i tdssing wlil be Yemoved and paiiated 4o

- mateh the current wallpaper as clogaly ag
posslbles until such tifme az we are able to
contact the manmfitctrer to-acquire
matehing wallpaper. Touch-up sl ghiing
loose nppearing wallpaper will be done.

I
i
]
i

#54 were roplaved on 05/29/12, !

Beginning Junc 15, 2012 the Mahitenangs
Drirector and Nurzing Homes Admintsteator
sendnered Visual rounds to identify any
other whaelohnlrs that may ueed the arms
replaced/ repaired. Thete were no. othet :
iwsnes with wheelchair arms identifled, Prior :
to tha allsgation of oomplimas he !
- Maintenance Direotor and Nutsing Home |

Administrator will eonduct visual tovrds g

Identity other areas where wallpaper muy be |
tom of ifssing,

ldentifteation: i

[l

2. The wheelohairs mms for Res{dent #7 and [ ﬂifh&

FORM GM8-2587(02.06) Pravious Viarghns Obsoiety

i

3
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ANID PLAN (OF CORREGTION IBENTIFICATICN NUMBER; COMPLETRD
A BUILDING
B WING
§an04g . 052412012
WAME OF PROVIDBI QR SURPLIER

WORLAND HEALTHCARE AND REHABILITATION GENTER

SYREET ADDRERS, 0ITY, STATE, 204 GODE
1M HOWELL AVENLIZ

WORLAND, WY 82401

o | SUMMARY STATEMENT QR DEFICIENCIES o] PROVIDER'S PLAN OF GORRECTIDN o
FREFIX {BAGH. DERIGIENGY MURTHE FRECEDED #Y FULL PREFY {ERGH CORRENTIVE ACTION SHOULD PE . COMFLETION
™ REGULATORY OR LG IDENTIFYING INFGCRMATION) TAG GRUSS-REFERENCED TO THE APPROFHIATE ! DATE
! ; DEFICIENTY)
I
: -— ! Bystemnic Changes: :
F 259 Contiued From: page 2 , i F233 Favility managfment ataffwll conduct :
rasldant haliways were either missing or had ¢ visus] rownds weokly to epeure thet
+ ¢Ome away from the wall at the wallpaper seams. | i wheslohuir arms are maisitzined op a
1 The following areas In the 100 hal) were afiected: regolar basis, On or befote the allzgation
{ naar resident rooms 108, 103 and 192, In the 400 of compliance thy Muintepance Diteetoy
1 hall, the areas effscted were naar reeldent roorms | and/ or designee will itv-service facility
402, 407, 440, 403, the bathing room and the | staff on communication of maintenance
cOmer nursee’ statlon. Interview with the Issues such as tom wheelohair ammy and
malntenance manager on 524012 at 8:48 AM torn wallpaper via maintepaise sopair
conflme the wall paper “naetad to be repaired request and/oy tha 24 trour report. The |
i ar it wouid continua bo gat worse”, Nursing Home Administrator will provido i
F 274 483.20(b)(2)(i) COMPREHENSIVE ASSESS F 474 °V“fs'8ﬁllt° cnsure identfiod issues have |
8<D | AFTER SIGNIFICANT CHANGE | been topolyed, i
Ataclily must condust & comprehensive | Monitaring; , , -’
assesament of @ resident within 14 days after the ! Ei:ﬁ-iﬁfg n,;::u N%;rﬁ;:;o}r;‘ﬂ];:wkeep ing ‘
| . . - ‘
faclily datermines, or sheuld have determined, . Adwinistmtor, or desigher, will conduct |
lhilt therﬂ ha& bEEI'I a8ig D’ﬁcaﬂf G!’I?TIQB in thl‘- : monthly g;lvimnmnml rounds in onder (o 1
i resident's physiasil or mental eondition, {For ' identify outstanding housekeeping and :
purpose of this secfion, a slgnificant change i mminterance {ssues mach a5 tom
irieans & major dacling or Imprevaren in (he | wheelchalr armg and/ or tom wajlpaper
resiient's status that will nat normally resolve with overal] oversight provide by the
tself without firther intarvantion by staffarby Nursing Home Administratar. Findines
Implementing standard disease-related clirical | to be presented to QA%A monthly ag
. Interventions, thet has an impact on wora than ngadod,
- ne anda of the residents haath status, and :
requires hiterdlsciplinary review or revision of the | i j
care plan, or both,) ! 1
This REQUIREMENT i not mat as evidanced {
ased an medicsl record review and steff
intarviow, the faciity fallad to complete a ;
significant change MDS assessment when !
required for 1 of 10 sample resldents (#51) who |
i required & slgnificant change assegstment. The
; fndings wars: ; i :
} ]
! ) _ : | i
FORM CMB-2607(02-99) Pravious Virglung Obsselot EventiD: DS Freillty I WirGhaa if gumtinralion nheat Pags 3 of 15
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FORM APPROVED)

CENTERS FOR MEDISARE & MEDIGAID SERVICES _ . OMB NO, 09386391
| STATEMENT DF DERICIENCIEY (%1} FROVIDER/BUPPLIERICUA, %) MULTIRLE GONSTRUCTION {X3) DATE BURVEY
AND PLANOF CORRECTION IRENTIFIEATION NUMBER: COMPLETED
A BUILDING
538048 3 WiNG 052412012
.. w212
NAME OF PROVIDER OR BUPPLIER STREET ADDREES, CITY, STATE, Zit COBE
$801 HOWELL AVENLE
WORLANE HEALTHGARE AN[?“FEEHABILITATION CGENTER WORLAND, WY 82401
pa D | ELMMARY STATEMENT QF DEFIGIENGIES o PROVIDER'S PLAN-OF CORRECTION T
PREF | {EAGH DEPICIENCY MUST BE PRECECET BY FLILL PREFIX (EAOH CORRECTIVEAGTION SHOULB BE . eom(rrioN
™o RBCULAYORY OR LSG IRENTIFYING INFORMATIDN} T ! GROUSREFERENCED 10 THSAPPROFRIATE oE
F 2531 Cantinued From.page 2 b Fa53) i
 ragident hallwaye wera either missing or had X i
come away from the wall ot the wallpaper seams, : ‘
The folswing sreas in the 100 hall were affectad: '
near reslderit racms 108, 102 and 102, In the 400 i
hak, tho arese affactet were near resident roomms | :
402, 407, 410, 403, the. bathing room and the ;
soner mirses' stallon, Interview with the: '
maintenance managar on 2412 gt 848 AM
{ gonfimad the wall paper "needed to ba repalred
o [f wonld conttnue to gat worse", )
F 274, 483.20{b)2)(l) GOMPREMENSIVE AGSESS F214] pau :
5§50 | AFTER SIGNIFIGANT GHANGE ! A facility will conduct o comprehensive |
i assessment of 2 res{dent within 14 dayy L
FAfacillly must conduct:a comprahansiv + after the fecflity determines, or shorld .
azseesment of a resident within 14 days after the i huve determined, that thers has been & i
[ facillly detenmines, of should have determinad, ; significant chunge In the resldent’s {
) st there bag baen & significant ehanga in the ; Physloal or metnl condition. i
rasident's physical or memal cangltion, {For ' Comutive Adtion: )
prpasey of ll)ls. x«ect{an. & significant ¢hange 1. A signfficant chang in statas s
Means & mejor decine or imoroverment i the ngseysrment has bean completed on Telia
; resident's status that will not normaly resolve Fogidont 51, P
*itself without further interventlon by staff or by
. implementing stardard disense-rolaled clinical Identifieation of other residents !
, Iterventions, St has an impaat on mare than potentislly affeted; .
one-area of the resldent's health status, and Regidents residing at the facility sre found
j requires interaisciplinary review or revision of the i tobe potentially affucted by the deficlent |
| carg plan, or both.) i - practice. Cnoor befire Fuly 3, 2012 the ;
' i Inter Disciplinary Town will meview ;
t'decum.'si of ﬁﬂ&ldmts ﬁ_:'esidin[si,’ at fmlzilig/ o
ceattniie if o sipnificant change 1o the 1
ms REQUIREMENT is not met a5 evidenced mi dm,.s phy;_:i:‘; 1 stats has ni::urr ed_ r
Based on medica) racord review and staff | E::h:(:;lm ;l;:;til;:::iﬁ::&?nﬁzmﬁﬂgs;:
interview, the faeiity faifed fo complate & ; ! Sheet to the tior Mininmum Data Sheet.
signilicant change MDS assessment when [ | X w signiffoant changes in status was
; requlred for 1 of 10 guiniple residents (#51) who | detorruined & ignigicunt obange In status
rauired = significant change sssasemant, The ! assesstiont has boan comploted,
findings were: i )
L . g i
PR CRE-2567 (02:08) Pravious Visiods Obatiota Evonl 1Dy VAR Farllity Ip; Wyikiop If aohtinuation s;hnal Puge 3of 15
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. A BUILDING OMFLETER
| §38044 e 082412012
NAME OF PROVIDER OR SUPPLIER STREET ALOREDS, GITY, S1ATE, 21P GOBE,
WORLANL HEALTHCARE AND REHABILITAFION CENTER ;:E:R'ﬁﬁ“ﬁs;‘z‘:% 1
XD | SUMMARY STATEWENT OF DEFIGIENGIES o
Ll | (EACH DEFIGIENGY MUST BE FRE{fEm_ED BY pn't'a)mx (efgﬁ‘é'grrig?c%g p(.::ﬁ'r?o(iungsgaﬁnae . CoMLLTION
G REGULATORY OR LEC IDENTIPYING INFORMATION) TAGR UROSS-REFERENCED TO THE APPROPRINTE | DATE
DEFIIENGY:
;
: - i Syskem Changes:
F 274 Cnnt!m.iad From page 3 ‘ F274} The Iaterdisciplinary Teamwill comploto
Actording to the 8/6/11 annus| MDS utesssment, | } the Minimu Deta Sheet on admisston,
| resident #51 raquired limited asslstanca with bed fuartety, anrwally, aud with sigatficant
| mobiity and translars. Review of the following clianges in status, Bach Mitimum Data
| MDS assosement,  quartery dated 11/5/11, Sheet compléted will b compured ta the
| showad the resident declined and now required pror M Data Sheat fo identity ¢
extensive asslstance with bad mobillty and m;’:fsﬁ'm ﬂ::t :;:chb:f;wlﬁlw Tem
transfars, On 524712 at 8:45 AM, the MDS changes in twao ur?numla::as ;sa? :;?e pot
coordinator conflemend a stgnificant changa should i selflimiting, then a significmnt changein .
have-baen done, but was not. : i sy apsosament will be completsd, On :
: | ok before the allogation of compliatics the |
According to the Centers for Madicare & Medicaid Rirgotor of Nursing /Designee will in- [
 Sarvices: Long-Term Cars Faiity Resident service Th intetdlisciplinary Yeam with |
Assessment Instrument User's Manual, Version s this provess. The Difectorof |
3.0, Apri 2012, Chapter 2: *Some Guldalines io ursiE/Ipeelgnse wilt oversas this J
- Asslst In Dedlding i a Change is Significant or provess. ;
 Not...Decline In Iwo or mare of the foflowing ...Any Monitorlog: :
| decline in 2n ADI physioa functloning area where | Quarterly the Minimum Data jieot
e resident [ newly coded as Extensive | Nurse/desigges will compate enoh
‘asslstance, Tolal dependsnce, ar Activity dig ot ! vesidunt’s Minizuum Data Sheat to the
" gocur since last assessment.” ' R”Oll'fll"ﬂ“iﬂh“m Data Sheot to identify ifs |
FO761483, ‘ I sigutficant chempe assessment is required, -
g {LgiggchQE%ﬁZTSggrﬂ%SE$SMENT AT F278| g Minimum. Data Sheet Nuyse will i
; review f m.;lt(:om reiords jor month ;
! . ) \ comparing e rmost recent Minimuim '
+ Afacillly must assess a resident using the | Data Sheet 20 the prior Minimum Datn, '
 artanly review instrument specified by the State 1 Bheet to dotermine 1f's significant changs |
 and approved by CMS not ess frequently than 3 ;*““W“ﬂm should have lseon complated, |
 aitop every 3 months, 5 + Issues idetified will be corrected at that !
i i time and trandls will ba presented by the ;
i . glmmum Data Sheet Nurse/ doaiggea in
P ‘ i o engurs plan has been, .
';:;1]3 REQUIREMENT Is not met a5 evidenced ; *ﬁﬂ;’“’“"’d’ sustalned, evaluated forits |
4 [ VOIS, i
Based on medical record review and staff i ) ' ;
Interview, the faciity failed to ensure quarterly :
| MIIS assessments wore complated timely for 2 of | i
13 sample residents (#34, 548, The findings j !
WEIE: ‘ !ﬁ 5
1 According to the Centers for Madicare & Medizald i
.l i
PORM CMB-Z087(02-55) Provioss Versionn Olisuhedy Evenl fD:UobFY Paclity 10: WY HDoB i conlinustion shael Page 4 of 46
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{
| Thi REQUIREMENT ta noi met as evidenced |
hy;

I Basad on medicd] record review and staff |
inkerview, the fecllity failed to eneure quarterly |
MB35 assessments were completed timely for 2 of
13 satnple residents (#34, #48), The findings ‘
Ware,

I According to the Cantars for Madicare & Medlcaly

I
I
i
!
[
|
!
z

FORM APPROVED
._CENTERS FOR MEDICARE & MEDICAER SERVICES QMB NO. 0938-0391
STATEMENT OF DERCIENGIES {%1) PROVIDERISUPPLIERICLIA {%2) MULTIPLE CONSTRUGTION {X3) DATE SUHVEY
AND PLAN OF GORRECTION IMENTIFICATION NUMBER; . COMPLETED
A BUILDING
. {8, wing
436040 0BI24/2012
NAREE OF PROVIDER UR SLFPLIER  GTRLT ADDREBS, CITY, GTATE, ZIP CODE
) 1801 HOWELL AVENUE
WORLAND HEALTHUARE AND REHABILITATION CENTER WORLAND, WY 82401
oy SUMMARY BTATEMENT (F DEFIGIBNCIES T PROVIDER'S RLAN OF COHURECTION L
PREFIX (EAGH DEFIGIENCY MUST BE PREGEDED BY FUL, PREFIX {EACH CORRECTIVE AGTION SHOULK BE COMBLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) ™a CROSS-REFERENCED TO T\gl! APPROPRIATE | OATE
H DEFICIENG
. i :
F 274 Continued From page 3 L Fon :
»According to the 8/5/11 annuaf MDS assessment, | I
rasident 861 required fimifed assistance with bed I
mobllity and ransfers, Review of the following !
MDD assessment, & guerlerly dated 11/8/1, ’ :
ghowed the resldent declined and now required ! :
extenaiva assistonce with bed mebillty and i :
trangfors. On 6/24/12 gt 8:45 AM, the MD% i i :
coordinater confirmed a significant change shauld ; .
have bsen done, but-was ot ; |
i ¥
According to the Centers fur Medicars & Madlcald |
Services: Long-Tarm Care Facilty Resldent .
+ Astessinent Instrument User'y Mantal, Version {
130, Apiil 2012, Chepter 2 "8ome Guldelines o
| Assistin Declding if & Ghange is Skynificant.or
i Not..Deline in two o mere of the following ., Any ;
- dedlin ity 51 ADL physical funclioning areq where K276 _ ' -
| & rogident [5 newly coded as Fxlsnslve ;he ﬁgﬂﬁsl' wh8ss053 2 resxclatuc usspfged
- assfstance, Total dependence, or Activily did not $ QUITLCILY IEVIEW INSITuliont speaifs
: onf:{?r'sinca et aasgsamint. " ¥ ' oy the Stat":“fhappm‘"’d oy CI;IS “"tth
i3 M BV . '
F 2761 482,20(c) QUARTERLY ASSESSMENT AT Fara| ooy i oncoevery mosthe.
$6=0 | LEAST EVERY 3 MONTHS Corrective Action: ;
1. A quarterly assessment has bean 108l
t Afacliity riust sesess a resident uging the complated o vesident #48. |
- quarterly review insteumant specified by the State 2 A quagtey assesaiment Bas been P 7leha
i aned approved by CMS not less fraquently than | | complated on ropident #34. :
! once every 3 montfs. I . Udentifivation of other fasidents !
I potentislly affected:

Residonts residing at the facllity are found
to be poentintly atfected by the deficient
practice, On or bhefore Iy §, 2012 the
Inter Disciplinary Team will xeview
revords of resklents residing at Tacility to
determine if the quarterly nssegsient hes
been sompleted. IFit way debetmined o
quarterly agsesarnent has not beon
gompleted it will by completad at gt
tima,

FORM CMS-2597(02-99) Pravigus Yarslens Obsolola Eyant ID; UBDE4T

Fadtilly I Wyoopg

1Fcantiduation sheet Page 4 uf 48

Ho

18/386



86/16/2812 15:156 13873472154

DEPARTMENT OF HEALTH AND: HUMAN SERVICES

WORLAND HEALTHOARE

PAGE

v

PRINTED: Oi07i2012

J FORM APPROVED
CENTERS FOR MEDICARE & ME[JICA‘ID SERVICES OMB MO, 3838-D4391
SYATEMENT OF OEFICIENGES (K11 PROVIDER/SUPRLIERIGLIA B MULTIPLE CONBTRUCTION
AN PLAN OF CORREGTION IDENTIFICATION NUMBER! v oo m%@f@f—?ﬁ v
A, BUILBING
| " 5HIDAY & WING, _ 08/2412042
NAME OF PROVIDER OR SUFRLIER BTREET ADDRESE, GrTY, STATE, ZiP CODE

WORLAND HEALTHGARE AMD REHABILITATION CENTER

1801 HOWELL AvaNUE
WORLAND, WY 82401

BUMMARY STATEMENT OF DEFI{GNDIES
{EAGH DERICIENGY MUST BE PREGEDRED BY FULL

{34 I
' REGULATORY QRLSC IDENTIFYING INFORMATION)

RREMK
TAB

'
r

. D
PREFI

T

T * 1}

F 276 Continued From page 4

| Bervices: Long-Term Care Faolfily Resident
Assessment instrument Uaer's Manual, Verslon
8.0, April 2012, Chapter 2, the ARD of a quarterly
MOE assesement sholld be no laker than tha
ARD of tha pravious agsassment plus 92
calendar days. The following canesms wera
ldentified:

1. Raview of the 1/15/12 significant change MDS
agsagument for ragldent #45 showed the ARD
wag 1812, The ARD of tha next quartely
assessment wae 4/22/12, 104 days from the AlD
of the pravious aseagsiment, On 6/Z312 at 526,
| PM, the MDS coordinator stated they ware having -
j & hard time keeping up with assessments, and
theralors some wans [abs,

i .
12, Review of the 1H5/12 sigrificent change MDS
- assggament for renident #34 showed the ARD
wasg 11912, Wheh asked for the subssquent MDS |
gesessment an 52312 at 525 PM, thamps !
- coordinator stutad the guarierly assesstment was }
nat complote yet, bacause they wera st walting
{ For ong staff parson to cotnplate their portion,
F 270 | 483.20{¢), 483.20(x)(1) DEVELOP
gl COMPREHENSIVE CARE PLANS

Afacillty munt-usa the resulls of the assessmant

i fo develap, review and ravise the residents

s Gamprahionaiva plan of cara.

{

! The facility must dsvelop a comprehensive care
jlen for each resident that Inpludes measurable
thjeclives snd tnetablos to mest a resident's

i medical, nursing, snd mental and psychosoctal
nearts that ara identiffad in the comprebengliye |

i assessment. !

Farm

1
[
t
|
1

Fa70

;
|
|

PROVIDBR'S FLAN OF CORRECTION P
{EACH ORRRECT Ve AGTION BROULE BB . COMPLETION
CROSS-REFERENGED 1O THEAPPROPRIATE . PATE
DEFIDIENCY) i
i
Bystem Changes: !

The Inserdisciplinary Team will complote
the Minimum Data Sheet ot adtnission,
quarterly, annually, and with signifigant
changes in statuy per the required ;
tegulotory time: fratnes. A Uekler willbe .
pulled sach week which shows the '
aegessraents due and the Minimwm Duta
Sheet Nurse/ designee will review this list '
each week with Tnter Disciplinary Team,
On or before the allegation of compliapge |
the Dlrector of Nursing /Dealpnice will in- i
service The Interdisciplinary Tenm with
roganda to thiz process aod the equited |
time Freunes specific to completion of the |
fuarietly sssessment. The Drevtor of
Nursing/Desiznes will overses this
PIOCEsS.

Monitoting:
The Minimom Data Sheet Nurse/desiznee .
Will review & random records permouth
comparing the date of the most recent !
quartely Minfmum Data Shoet to the !
rriow cuarterly Minimuom Dot Sheet o
detetiubog if the quarterly assesstents
have been completed timely. A tickler
will be puiled from the systen sach i
tnonth also. Jssues identified will be ;
gorrected at that e and wends will be
fresonted Dy the Minimom Data Sheat
Nursof designee i QAA to msure plan
has boen implemented, sustaired,
evaluated for its effectiveness,

PO SRE-2087(02-06) Pravious Vemsions Obsuleta Evant, 104 URDEL

wpsilily 10 WCDDs

It continuation shast Page § ¢;f 15
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FORMABPROVED
OME NO, 08380561

OTATEMENT bF DERIGIENCIES (%) PROVIDER/SLPPLIERAGLIA (E) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
ANt PLAN OF GORREGTION IDENTIFICATION HUMBER; GOMPLETHD
A BUILDING »
B, WiN
" 53604 e, 082412092
NAME OF PROVIDER GR SUPPLIER STREET ADDKESS, CITY, REATE, ZIP CODE
1961 HDWELL AVENLE
'HEAR HABI
WORLAND HEALTHCARE ANC REHABI|TATION GENTER WORLAND, WY 82401
D | SUMMARY SYATEMENT GF OEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION b
DREFX | AEACH UEFIGIENDY MUST BE FRECEDED BY FULL, FREFI, | (EACH CORREGTIVEARTION SHOULDBE  * conlbuion
TAG BBULATORY QR L8G IDENTIFYING INFOREATION) TAG ' UROB3-REFERENGED YO THEAPPROPIUATE .  DATE
. DEFICIENCY) [
1 h T 0
. ] i
i 2761 Continved From page 4 F 2781 :
Servines: Long-Tarm Care Facilily Resident | ;
Assessment Insfrument User's Manual, Varsion | : ;
30, April 2012, Chapter 2, the ARD of 8 quartary ‘
M8 assessment should bs no later than the ' :
ARD ofthe previous aseessment phys 52 . i
 calendar days, The follawing concems were i E
identified: ; ,3
i }
| 1. Review of the 1/16/12 signifieant change MDS | '
aggessment for realdaht #48 showed the ARD ; !
1was /8112, The ARD of the next quarterly ' :
desessment was 42212, 104 days from tha ARD ] '
af the previous susesgment. On 52342 at 5125 ; }
P, the MDS coordinator stated they were ‘having -
& hard tine kaeping up with aasessments, and .
. therefore some wers fate,
2, Review of the 1/15/12 significant change MBS :
+ BsesRmant (or reslident 34 showed the ARD ;
wag 1/9/12, When asked for tha sibsequent MDS :
asasssmant on 520012 at 5:28 P, the MDS : :
- coordlinstor stated the quarterly assessment was i
1 not complete yel, sesause they were stil waiting |
forona etaff parsen (o complete thelr portlon. L T :
F 279 483.20(d), 483,20(k)(1) DEVELOP FR70, A fmoility will use the rosults of the j
88:=0 COMPREHENSIVE CARE PLANS asseasr to develop, review, and rovive ¢
. the resident’s comprepensive plin of sate. »
Aty must ise the results of the. asseasmont The fusility will develop a eomprehensive
i to develop, review and reviss the resitents cate plun for snoh resident that includeg ;
{ somprehensive plan of care, mmeasurable objective and Hmetables to
i meet wrerident’s medical, ning, and :
{The facility must develo p a corprehensive care meital and psychnsoci'al needs that are
i plan for each restdent that includes messuraia ;igg;iﬂ;’:nin the comprehensive: ]
Iobjactlves and timatables to meet & residen('s ! The otue plan will describe the serviess
{ medica, hursing, and rmantal ain psyc:hoso.clal g [ that ave to ba furmished to atkmin or
; neids that are jderdittad In the comprahensive {  maintain the residont’s highest practicable
i Assussmany. jl © physionl, mental, and psychosootal well
N i bﬁmg. !
i [ ] . , !
FORM OMB268T(02-55) Previous Varsions Ghsalala Event 1U:bE4 Frmtity 10: WYGODS If continuation sheet Paga & of 15
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483,26 PROVIDE GARE/SERVIGES FOR .
. !

FBDQI

GENTERS FOR MEDICARE & MEDICAID SERVICES OMEOE&AQFQF:;‘;%%%?
BTATEMENT OF DEFIGIENCIES OVIDERSYPPLI
B, W
- FaEQAR NG, 05j2ai2012,
NAME OF BROVIDER HR SUFELER STHEET ADDREBS, OFTY, STATE, ZIP COBE
WORLAND HEALTHOARE ANEY REMABILITATION CENTER ;?‘f:l';"r:"n”ﬁ;:z ,
'
(%4 10 SUMMARY BTATEMENT [F DEFIGIENDIES o] FROVIDER'S PIAN OF CORRECTION e
i EAGH DEFICIENGY MUST BE PRECEDED Y
P?igﬂ( |'§EGIJMTOR’Y DR LBE IDERTIFYING INJEORMA$%II~:|‘) P?‘Eglx Q %ﬁ%}.‘ﬂ%gggggégfg ?g?;?g ,3;?;%“3‘;31%5 cm&ﬁgw"
b IGENGY)
F 279 Continued Fram page 5 Faygs  Comective Actlon: :

t The care plan must dascribe the services thet are [ i;ﬂﬁ:ﬁf:;ﬁgfﬁ;ﬂ;ﬁg el

¢ to be-furnished to atialn or malntain the resident's | i resident #48 specific to toileting,

i highest practicable physicsl, mental, and ;
peyehoencial well-being as raquired undsr ; Identification of Othwr Residonts

1 §4B3.25; and any services that would otharvwise : Potentially Affected:
be required under §483.25 but are not provided For isutificatlon pucposes, a review of
due to tha resident’s. exercisa of dyhts undor current residents' toiletling care plans witl

1 §483.10, inchvding the right to refuss treatment be completed to pinpolot residents at tho

i wnder 5463, 10(b){4). facillity pmex}ﬂnlly at tisk for care plans :

lacking specific details rogarding their
tofleting needy,

This REQUIREMENT ia not met e evidenced - : :
by: gﬁ:mt‘;c\:vl;;ngxﬁlewd upoiL '

+ Bused on obseyvation, medical record review, admission, quarterty annualli;' and with, |

| and staff Interview, iha faclity falled to develop an significant chunge of sondition utiizing
individuaiized care plan for all needed araes for 1 the acthilasion dnta vollsctlion toolf |
of 13 sample residents (#48). The findinge wete: Mitirmuen Date, Shect /RAL Core i

i , i planning process, Inoontinent residents

; Review of the 1/15/12 significant changs and ¢+ will be further evaluated by utilizing the 3

+ 4128012 quarerly MDS. assessmants revagled : day bowe] and blwdder flow sheet a5 well -

| resident #48 was fraquently incontinent of bladder s the bladder ovaluntion, Throughthly

+ aind oveagionelly to frequently incontinent of it the resident’s toiloting and or ;
bowel, Review of the 4£26/12 care plan showed , lovontinant cats aueds will be identified |
stalf ware Instructsd 1 "asslst with tolleting”: - fud care plans will bo doveloped to |
nowever, an Indlvidusalized tollsting schedulswas | maintotn fwic hichest practionble |
notprovidad. Review of tha May 2012 CNA Care . physical, reental, and psychosoclal well
Plan Flow Sheot showad staff ware Instructad ta * belng, On or baforo the allogation of ,
"ahieck and change" the resldant, but specifc oompliance the Director of
lImeframos wera not included, Observation on ¢ i Nursing/Designes will th-servics the Tnter -
522012 ot 1140 AM revealad CNAs #t and iz Disciplinary Team on developing the plan °
assisted the resident fo the bathroom, When 3 of ciatg specifio to th resident. An :
asked what the tolleting plan was for the resident, attendancs sheol will be tilized and
both CNAs atated thay yaually did. not wark with | reoomciled with the current acthve stuff
the resident, They stated residents were usually | poster, Burslug statf unable to aftond will
toilsted before and after mosls, On B24712 at j beprovided with one o1 ono in-servielug,
8:25 AM, LPN#1 looked st the care plan and X )

v confirmed it was nat speclfic. fr tofleting, ’

[- 308

FORM CM3.2587(07-59) Privious Varsions Dbaolsle Evapt 10:ElanP1y

Facilify 1D: WY GO0

H continuation ahiaet Page & of 15
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID BERVICES . OMB NO. 0838-0301
STATEMENT OF DERICIENGIZS (X1) FROVIDERVSWPPLIERIGLIA {2 MULTIPLE GONSTRUGTION {8 DATE SURVEY
AND PLAN OF COHRICTION IDENTIFIGATION NUMBER;: COMPLETED
A BURING
3E043 B WG DEIRAI2012
NAME OF PRAVIDER QR BUPPLIER STREET AUDRESY, OITY, STATE, 2P COBE
190% ROWHLL AYENUE
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY $2401
oy o SDM[AARV STATEMEN‘T OF DEFICIENCIES i FHOVIDERS PLAN OF CORREGTION (0]
PREFIK {EACH DEFGIENCY MUST BE PRECEDED LY FULL FREFIX (EAGH CORRECTIVE AGTION SHOULD BE corbuinon
TAG REGULATORY UR LG IDENTIFYING INFORMATION} TAG OROBS-REFERENUED TO THE APPROPRIRTE twig
DEFIGIENCY)
F 279 Continved From page & ; F 279} —mpjmﬁﬂm IS 6 be réviowed and
1 i 1IGWEH a0 M
itk vt B et
] based on Individunl need, npon admission
highust practicable physical, msntal, and ! md quarterly, anoually and with chunge
j Paychosostal wall-belng s required undgr § of tonditlon, Care plan doswnentation
 §483.26; and any services that would otherwiss review will be completed. quarterly. Issues .
} be required undar §483.26 but are not providsd identified throuph this review will be !
: dua fo the resident's exersiss of rghts under ] discussed at QA&A for the putpose of
* 548310, Irneludlng thes right to refuse traatment | proeess fmprovement and to eosure plan -
Uncler §483.40(b){4). | hns been implemented, sustaingd und |
: i wvaluated for its effectivegess. &
|
i g‘hls REQUIREMENT Is het met aa evidencen
I Oy
; Based on observation, medkeal record raview,
b and stalf interview, the facilly fafled fo develop.an
individuallzed care plan for 4l needed areas for 1 '
of 13 sample resldents (#48). The findings wers: | 5
Reviewof the 1/15/12 significarit thange and
{ 4128/12 quarterly MDS assessments revealed ;
restdent #48 was fraguently Incontinent of bladder ! '
- and occasionally to Fequantly incontinent of ; i
howel. Reviaw of the 4/26/12 care plan showad ; i
staff were Instrivtad to “asslst with tolleting™ ! f
; howaver, h individuallzed fofleting schedule was. ; ;
ot provided. Review of ke May 2012 GNA Care i =
Plan Flow Sheet showsd staffware Instructad to i
"theck and change” the realdant, but speglfic .
limeframes wars not includad. Obsevation on
6122112 st 11:40.AM revealud CNAs #1 and#z ;
amsisted the resldent to the bathmom. When |
anked whal the toileting plan was for the rasident,
tioth CNAs staled they uaually bid not work wity '
| the resident. They stated residents wera ysyally
{ tolleted befors and after magls, On 572412 at F309
! 8.25 AW, tZPN #1 tooked _Et‘ the cal.'e plan and Ench resident will receive and thy
{ confirmed it Was not specilis for tolleting, facility Wil provide the necessary cate
F 308 48328 PROVIDE CAREISERVIGES FOR . F30%  ana
] H X
FORM CME-2607(52:00) Previeus Veeslons Obeslola Event 12: UBDFa4 Facllly \T% WYO008 If continuation sheet Page 8 of 15
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CENTERS FOR MEDICARE & MEDICAID SERVICES o OMB 0938-0381
ETATEMENT DF DEFICIENTIRS O41) PROVIDRIUAOERLIGRIGUA (48 MULTIRLE GONSTRUGTION {%2) DATE. SURVEY
AN PEAN OF CORRECTION IDENTIFICATICHN NUMBER: COMPLEYED
A, BUILDING »
. . VNG
R ... fse4dr012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, Zip CORE
Wi ROWELL AVENIE
y T
WORLAND MEALTHCARE AN REHARILITATION CENTRR WORLAND, WY #2481
{A4)iD SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF GORREC Tty {5
FREFIX (EAGH BEMCIENCY MUST BE FRECEDED BY FULL PREPIX {EAGH GORRECTIVE AGTION BHOULD BE cm.umgmu
TAG REGULATORY OR LOG IDENTIFYING (NFORMATION) TAG GROBZREFERENCED TO THE AFFRUFRIATE

DEFICIENGY)

J
|
. {
F 309| Continued From page 6 !
88eD | HIGHEST WELL BEING

» Each rasidant must racelva and the faclity must

| provide the hecrssary ¢ars and sarvices to attain
| er maintain the highest practicaile phyglca,

| menial, and paychosoolaf walkbaing, In
Lageordance with the compreheneing assessment |
E end pian of care, !

i
; g‘his REQUIREMENT g nat met 25 svidenced

¥

Based on cbservation, medical record raview
anel staff Interviow, the facility failad to provide
timely interventiona ta treat pain for 1 of 7 samale
residents (#48) with paln. |n addition, the facility
falled to ensure core was pravided to promota
continence for 1 of & sample tesidents (48] with
bowal Incontinercs. The findings were:

1. Raview of tha medical racord showed esident
14438 had diagnnzes including oateaprdhiitls and
pain, Review of physlolan ordara showad an ovder
§ clatadt BMTM2 for Trarmacdel 50 milllgesms (ng)
gvary 6 ours we neeted for pain, Review of
: nbreing notes showed on 841812, S92, and
812N 2 the resident was given the pain
medicafion for complainte of shoulder peln,
_ Gbservation on 522112 at 845 AM reveatad
pocupationgl therapist (OT) #1 and CNA#2 :
transferred the realdient from the wheelchalrtoa |
reclner. During fhe obsatvation, the resident |
grimaatf, orfad vut, and said "outh" during the |
entire transfor, especlelly whan the lofl shoutder i
|
i

was moved, The 0T and CNA Id the rosident " |
know it hurts.” Tha OT commented that the
, tesidenthad severs arthritis, The following

T
!

FA00] setvices to attain or maintain the highest

practicable pliysival, mental, and

Carg,

Corrective action:

pragiieable physical, mental, and
+ paychosocial wall-being,

at risk:

delays In weetiment,

psychosocfal well-buing, in avcordance with *
the copprehensive assessment and plan of

1. OnMuy 24, 2012 the nurse sssizned o
Resfdent #48 conacted the priciory
phiyslelan and received an grdor for reutine
Ultram 50mg Three Tlnes Dally. The
Oceupational Therapist and Certifjed
Nurstog Asslstant Involved in the deficient
proction were re-ednoated on the importance
of reparting when residents expetience paio.

2. Resident #4§ — Care Flan has been.
updeted to read “check & change™ befors 7-’ ﬂ( A
and after meals, at bediime, and every two
hours during tha night to ensure servicos are
provided to attaln or maintaln their highest

Tdentification of other rosidents who may e

On or before Yuly 8, 2012 the Dircetor of
Mwising MDesignee will review wach
resident’s corrent pain mansgament rogimen |
for its effectivencsy, Issves identifisd will
be corrected at that time to ensure resident’s
who have the potontial for pain do not have

N

7 fﬂ;ﬂ

—— e e e

FORM OMS-2607(02-0 Provious Viorsions Obsalale Tvont IDIUHDFTY
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¥

FORM APFROVED

_GENTERS FOR MEDICARE & MEDICAID SERVICES OMB ND. 0938-0301
| STATEMENT OF DEFIGIENCIES (%1) PROVIDERSURPLIBIVCLIA (¥3) MULTIPLE CONBTRUCTION (X3} DATE SURVEY

1 AND-PLAN OF GORRECTION - {DENTIFICATION NUMRSER; ‘ GOMPLETED

4, BUILBING
1 B WING
guBhat 052412012
NAME OF PROVIEER OR SUPPLIER HTREET ADDRESE, CITY, £TATE, 2 GODE
. 1501 HDWELL AVENUE
I HEATHEARE AND REHABILITATION CENTER
WORLAND HEALTHCA T WORLAND, WY 82401
(R0 1 BUMMARY BTATEMENT OF DEFICIENGIES o PROVIDEIS LAk OF CORRECTION , 4E)
PREFIX |  (EACH DEFICIENCY MLST BE PRECELED BY FULL PRERC (8ACH CORRECTVE ACTIGN SHOULO 88 | comiron
TG REGULATORY GIR L0 IDENTIFYING INPORUATION] ThG CROSS-REFBRENCEDTO THEAPPROPRIATE | DAIa
‘ DEMCIENGY) !
:
3091 ; I Residents who require assistarice with
F 309} Continuad From page 7 F 308! i5ileting uro ot potentiad risk, The fuwility
ouncams were identiflad; will do a recoxd teview of those residents
a. Conlinuad obeervation of the OT snd GNA residing at facility to identfy residens

showed neither reported the rasident's pain fo the
; DlESe,

1 b. At©:55 AM RN 1 went into the residents
¢ raom o perform another task. The RN asked the
residant, who was resting in the resllner, I¥ athe
wats having paln. The resident replied yes. When
agked if s/he needed a pain plll, the resident sald
*uh buh.” A% 10 .AM the BN returnad and gava the
regident pain imadization, 1 hour 15 minites after
the obmervation of the kansfer,

¢ Review of the May 2012 MAR confinmed
 the resldent did not recelive pain madication unill !
10 AM on 6/22/12. i
4. Durlty & interview on 6725112 at 2,30 PM,
OT #1 confirmed the resldant fiad pain. The OT
" stated usuatly when & resident had
. slgnafsymptoms of pain, she would report it ko tha :
< rursa, but "l don't think | did yesterday."
B, On 6/23M2 &t 4:26 PM, RN #1 stated that
“the resident didn't alwaye repor't paley, staff should
loolk for sighsfsymptoms. and napott to the 1urss,
The RN sonfirmed that staff hizd not reported the -
resident's pain on $22/12 o her,

2, Ravlow of the 171512 significant chahge and
A12811 2 quartetly MOS assessments ravealed
resident #48 wize occasionally to frequently
incontinznt of bowe). The following doncuims wera
idanfifiad:

u. Roview of the 4/26/12 care plan showed
staff were instructed to "asglst with tolleling”;
howeaver, an individualized tolleting schedule was
not proviged. Review of tha May 2012 CNA Care
Plan Flow Sheet showed staif wera ihstructed to
"heck and change" the resident, Wit specific
timefrarmeas were aot Inciuded, Dunng en

¢ who require assistance with toileting. The

" ensure un pifestive bowel menazement
- program is in place, ncluding toileting
- fimes when appropriate, Issues identified

" Bystemic changes: I
. On ur before the allsgatlon of vompliance |

attendance sheat will be kept pod

resident identifisd will be evalualed to

will be comrented at that time,

the Director of Nursing /Deslgnee will in-
rervice licenzed purstng staff and thavapy
statf on the Importance of commuptoating
rexldent’y pain 5o that sheir pain can been.
treated. Residents will be assessed for
pain on ndmizsion, guarterly, annuatly,
and with significant chianges in status
wilich can ficlude oew reports of pain. An

reconciled with the nursing and herapy
active staff roster and those twrstng and
therapy staff unable to attend will be
provided 1:1 adueation.

Qn or before the allogation of compliance
e staff devolopment
gooydinator/designee will inwervice staff
on toileting residents per-thely plin of carg
in order to ensure servlces are pravided to i
attain or maintain their highest praoticable
physival, nwmntol, and psychusocial well- i
balig, Residents will be assessed oo [
sdenission, quarterly, runuafly and with '
significant changes m condition for their
nomel bowel habits and their toileting
schedules. A 3-doy bowel svaluadion will

be eompleted on adintssion and prm to
eatublish normal bowal patterns,

FFOHM ChS-2567(02-98) Pravious Varnlies Obeciele Bvent D USORTT

Fadllity 10: WQnaa

IF confinuation shoot Pugs B of 15
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FORM APPROVED
OMB NO, 036.0381

WORLAND HEALTHGARE AND REHABILITATION GENTER

STATEMENT OF DEFICIENGIES (%1} PROVIDER/BUPPLIER/GLIA [X} MULTIPLE CONSTRUCTION (%3} DATE BURVEY
ANDPLAN OF CORRECTION IDENTIFIGATICN NUMBGR: COMPLETED
A BULDING
B, WING
5345048 08/24f2012
NAME OF FROVIDER DR BLPFLIER OTRERY ADDRESS, CHTY, BTATE. 2P GODE

1801 HOWELL AVENUE
WORLAND, WY 82404

e JUMMAIRY BTATEMENT OF DEFICIENCIES
Frep | (EAGH BEFIGENGY MUBT BB PREGEDED BY FUL,
TG | REGULATORY OR LAG IDENTIFYING INFORMATION)

i PROVIDER'S PLAN OF CORRECTION

"
FREFIX {EAGH CURRECHVE AGTION SHOALD BE cnmgu;)nou
T CROSSREFERENGED TQ THE APPROPRIATE DA
DEFIGIENGY)

F 309 | Continued From page 8

Intarview on 6/24/12 gt 8:28 AM, the LPN 1)
who was regpanslble for-the cars plan confiited
an intividualizaed pian far (olleting was not
inoluded,

b. Observation on 5/2242 from 7:40 AM unil
11:40 AM {four houra) revesled staff ¢ld not chegk
the reskdent for incontinence, ner offer tefleting. AL
11;40 AM CHAs #1 and #2 essisied the resident
to the bathroom. Tha resldant wag Incontinent of |
bowel, When asked what the tolleting plan was
i forthe regident, both GNAs atated they usually
: didf not work with the reslient, ‘They stated
residents wers usually tollsted before and after
meals,

F 315} 483.26(dd) NO CATHETER, PREVENT UT),
5$=n | RESTORE BLADDER

N S—

Baapd onthe residant's comprehensive
assasament, the faoliity must ansure that a
resldent who-enters tha factity without an
Indwalling catheter I not raiheterized unloss the
iesidont's ofinfoa! condlition demonstrates that
catheterization was necessary; and & rasident
who is incontinent, of bindder receives apprapriule |
traatment sl services bo prevent urinary tract -
 Infections and to restore a8 mudh normal bladdar '
func:tlnn a5 poasible,

" This REQUIREMENT s nat mat as avidanted

" Based on.observation, medical racord review
and staff ntarview, the facillty falled to provida
; care to promote conthence for 1 of § sample
residents (#48) with urinary Incontinence, The

A caro plan will be indtlated to. lnclude

F 309} imterventions Individualized w each residen |
based of hisf her normul bows] ant tofloting |
times will be identifiod, Liconsed steff will
mondtor Jaly that resldents wiio qve nble ate
toiloted through vasdom obgervations of 1
Cartified Nutsing Assistants perfotmaing
Astivities of Dally Living cases. An
attapdance sheet wlll be kept and reconclled |
with the nursing aotive staff roster and those -
nursing staff unable to attend will be
provided 131 education

Meoniforing:

[ The Irreotor of MNarsing/Dlesignes will
inenttor via review of the 24 hour roport
gach business day as wall s quality of cara
rqunds wedkly and prn. These rounds will

F 318 irofude rtndowm thservations of therepy
sesslons and Activities of Dajly Living cores
provided by staff to identify yesidents that
may be expariencing pain that has not been
aldrosed. Iesues identified will be corvected
immediately and then trended to be

- reviowed by the Divector of Narsing sudh

- tenth in QAA 1o ensute plan bas been

- implemented, snstained, and evaluatad for

lts effectiveness,

Liconssd stalf will monitor daily that.
residents whe are able are toilotod through
romdom observations of Centified :
Norslig Assistants porforming Activities of
Daily Living owres, Director of
Murging/Assighent Diveotor of Murging will
moifor evary month via tafdom
obssrvation of Cenlified Nursfug Assistants
providing Aolivities of Daily Living cares,
Issues identlfled will be tracked and
! corrected at that tima, trends will e
i prosanted in QARS by the Director of

! !

i t

1 » N

! firdings were: b { Nurging MDesipnee to engure plan hag boon

: ' 1 implemented, sustained, and evalusted for

| i . its eifovtiveness, !

s i i |
PORM CMB-2567(62-00) Pravious Varslony Olsoluta Evant iD: UBRF11.
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FORM APPROVED
CENTERS FORMEDICARE & MED|CAID SERVIGES N OGMB NO. 69350381
STATEMENT (F DEFICIENGIRS (1) FAOVIDERIBUPPLIERICLIA {%2) MULTIPLY CONBTRUCTION {3 DATE SURVEY
AND PLAN OF CORREDTION IDENTIFICATION HUMBER; A BULONG DOMPLETHD
B.VANG
535048 a6/24/2012
NAME OF PROVIDER OR BUPPLIDR EEREET ADORESS, GITY, STATE, 2 COpE
WORLAND HEALTHCARE AND RRHARILITATION CERTER, xg*ﬁﬂﬁ'm’ﬁ;m 1
W '
P | BUMMARY STATEMENT OF DEFICIENGIES b T PROVIDER'S PLAN OF CORREGTION -
REFE | (RAGK DEFIGIENGY MUSTBE PREGEDED BY FULL ' premy | EAGH CORRECTIVE ACTION SHOULD B CoMp TN
o | AEGUIATORY DR LEC ILENYIHYING INFORMATION) ' TG | CROSS-REFERENCED TOTHE APPROPRIATE DATE
: , ! DEFIGIENGY)
' ! I
F 308 | Gonilnued From page 8 Lor 300! :
interview on 524112 st 8:25 AM, the LPN (#1) ,
wha was responsible for the care plan confirmed ! [
an Individualized plan for toliefing wae not !
Ineluded. '
b. Observetion on &/22/12 from 7:48 AR unbil :
1140 AM (Pour hour) tevealad stalf did not chack
! the resident for Incontinence, no olfer toilating. At |
11:40 AM CNAs #1 aind #2 awsisted the residant F
to the ballroom. The reglent was ihcontinent of | ;
bowe|. Vhen szked what the tolleting plan way :
for i resident, both CNAs stated they usually .
dld not work with the rasidait, They stated |
iésidents were usually lolisted before and after i
meals, ;
F 315; 483.25(c) NO CATHETER, PREVENT UTI, Fys  F5 , ‘
seun | RESTORE BLADDER : Based onihe resident's vomprehensive
assessment, the fucility will ensure thata
Baved on the residenta gomprehensive : f:j‘f::';ﬁ: hé’nfn"ifif gzuf‘t";ﬂ:{fetv:;f;‘;’&‘ tawy
apgaeament, the faoility must eheure that a i wiltss thagrasid ont's clinfeat condltion |
} resident who enlers the facility without an demonstintes that cathlerization was |
Indwalling oatheter Is not catheterlzed unless the | nevessary; and a residant who is !
réldent's clinlcal condltion demonstrates fhat incontinent of Bladday fecvives
cathaterization was necessary; and a rasldent : Rppropriste treamnent and etvioos tu
who Is Incontnent of bladder receives appropriale ! prevent upinacy trant infectiony and to
i treétmenl and serviess to prevent urlnary tragt i restore as much nornal bindder function
Infectons and to restore ag much normal bladder ag possible.
funation as possible.
Correutlva action: ’
For resldent #44 Yot tilsting necdy are . 7 ’gh a
This REQUIREMENT s not met as evidenced addressed i the Core pla and onthe |
by tinrtiﬂmzl T;imséng ﬁ%ﬂnii nsaig;;;:_mt f
Based on ohservation, medica record raviaw sueet end the Certified Nurding Assistant |
. and staff interview, the feiiity failed to provide h::fht;c:g:m;:sted-on toileting residents .
; eome to promote continence for 1 of 8 samply | p plan. '
rosidants (#48) with urinary incontinence. The | l
findings were; | !
; 5 . !
% i | |
FORM CMB+2657(02-50) Pravious Verslana Obeolele Evanl [D:UBDF1Y Faglily/m: wyouna If continuation sheel Pega 4 of 14
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(2) Store, prepare, distribute and serve food
under sanitasy conditions

of Nursing/Deslgnae will in-service ths
riursing staff on the urinacy management
practice guidelines as it relates to wileting
v& incontinent carg,

FORM AFPROVED
GENTERS FOR MEDICARE & MEDIOAID SERMICES ) OMEB NQ. 0988.0909
HTATRMENT OF DEFICIENGILS (1) PROVIDERISUFPLIGRIGLIA X2] MULTIPLE CONETRUCTION {A9) DATH SURVEY
AND PLAN OF GORRECTION IBENTIFICATION NUMERR: A BUILDING QOMPLETED
235044 R o 087242012
- NAME OF FROVIDER OR SUFFLIER | STREET ADPREWS, LITY, STATE, ZIP CODE
1801 HOWELL AVENUE
] ; RE AND
WORLAND HEALTHCA ND REHABIL{TATION CENTER WORLANI, WY BZ401
T SUMMARY STATEMENT OF DERICIENGIEY In FROVIDER'S PLAN OF CORRECTION | Qm
&Jm P [EACHDREFICIENGY MUST BG PRECEDED BY FULL PREFIX (EAGH CORRELTIVE AGTION SHOULDBE | GOMFLETIOR
™e | REGULATORY OR LEG IDENTIFYING INTORMATION) T | GROSB-REFERENCED TO THE APPROPRIATE i DATE
] DEFICIENGY] ;
L ]
F 316 Continugd Fram page 9 | F3M6; fdentiflcation: |
Revigw of the 1/16/12 significant change and 1 Reslients who require asistance with i
ARZ8/12 quarterly MDS assessments revealed ¢ tolleting arg-at tisk, Residetts who we
resident #48 was frequently incontinent of | incontitent will be evilunted to onsurc '
bladder. The followlng concaing were Jdentifiad: Folleidg and/ or incontinms S
a. Review of the 4/26/12 care plan showed :fc’md;;":i“m';‘;n ;‘; it o
p ", L]
siatfwere instructad to "asslst with tolleting”; ! bighest prestioablo physioal, mental, and
howaver, an individualized tolleting scheduls was  psyehosocial welk-being, Caro plans will |
not providad. Raview of the May 2012 CNA Care ! b roviewsd rovised & that fime, :
Plan Flow Sheet showst! staffwere Instructed to | . Certified Mursing Assistunt ussignment )
"theck and chanige” the resident, but gpeciic shepts will be roviewed/revisad ot that '
; timeframes were aot included, During an i time if judicated, :
| interview on B/2412 at 8:25 A, the LPN () :
, whorwas responsible for the vare plan confirmed Syatemic changes:
I an individuslized plan for tolleting was not Unon admission residents are assessed for
incluced, . Itmom_tinenau #3 wul'l o lgvel of Activities.
| b, Obsarvation on 522112 from 7:40 AM untl | i oo g assistance rquirod
1 14:40 AM (four hours) revealed staff did ot check | collection coviow. Restdattmil oo
i the resident for incontinence, nor offer tollsting, At assesed mnﬁnumy through th RAT
140 AM-CNAS ) and 42 assistad the ragident | process. When.a resident is identified ay
| t the hathroom. The resident was incontinent of invontinent and/ or requires assistance
1 urlne. Whan asked what the tolleting plan was for | with toileting hef she will be evaluated by
the resident, both CNAs stated they usually did  © a licepsed nurse In order to determine the
not work witl the residant. They statad residents muson for invoutinence and, If :
were usually toitelel before and after meals, ! appropudate, u bladder retraining program.
F 3711 483.38() FOQD PROCURE, F 374! ;\gg ::slg;tmi:c'lé T!:::n oare plan will
e | QY RERVE - BA ; addresy the resident's
8¢=r | STOREIPREPARERSERVE - BANITARY tuilaﬁngfi?nontinnnuu eure neads, The
L i Inter Disciplinacy Tesm will updute the .
| “l;hepfaqlsly rpu?‘} ;}’0 d o | | plan of care and commupipate by e ;
. {1} Progure foo ; m 5“”"%"’3 approved & i nurstog stafl the: supgested toileting pleny |
{ cﬂnﬁidalrﬂd satls aﬂtﬂry by G‘daral. State or local | ingontinent care plan, On or beftee the j
authorltizs; and i date of alleged complianco, the Director

|
!
|
'
t
t

PORM GiS-2iB7(02-95) Pravidub Yersions Cbsolato Evant 10 LHBR 4
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FORMAPPROVED
OMB NO, 0938-038

PAGE 28/35

STATEMENT OF DEFIIENCIES (1) PROVIBERBUPPLIER/CLIA () MULYIPLE CONBTRUGTION {43} DATE SURVEY
AND FLAN OF GORRECTION IDENTIFIGATION RUMISER: A LGN COMFLETED
Ka6048 b, WG 05/24/2012
NAKE OF SROVIDAR OR SUPPLIER | STREET ADDRESS, QTY, STAYE, 2IP CODE '
. 1401 HOWELL AVENUE
WORLAKD HEALTHCARE AND RENABILITATION CENTER WORLAND, WY 02401
i | BUMMARY STATEMENT OF DEFIGIENCIES poom PROVIDERS PLAN OF GORRECTION i by
PREFIX {EAOH DEFIGIENGY MUST BE PREGEDED BY FUL). FREMY {FACH CORRECTIVEACTION SHGULDBE | coMPLETION
TAG REGULATORY OR LBG IDENTIFYING INFORMATION) TAG | GROSB-REFERENQED YO THEAPPROPRINE | DG
; GEFICIENGY) !
F 316 | Continuad From page & F318; Montoring:
Rewlew of the 1/16M 2 significant change and Licengad staff will monitor daily that !
4/2812 quarterly MDS aesessments revealed residents are bolng toileted via random ;
resident #48 was frequently ingontimend of reviews with the Cattificd Nursing '
bladder, The following cunvems were idenlifed: Assistant’s while they provide Activitias
a, Raview of the 4/26/12 cara plan showed of Duily Living cates.

atalf wars Matructed to "asslstwith tolating™ | Director of Nursing or designee with
howaver, an individualized tolieting schedule was * monitor the lcensed staff und Certifted
niet provided. Review of the May 2012 GNA Gare 1 | Nursing Assistant’s by frequently
Plan Flow Sheet showed staff were instrucled to | i feviowing daily Certified Nutsing
“check and chenge’ the tesident, but spechic ﬂﬂiﬁﬁﬁﬁﬂﬁ?ﬂ“"”ﬂg,fj:;‘;ﬂ““ ,

) g, BN 1 |
ey L i e il
who was respansible for the care plan confirmed B::“;mu::t:,::u’ l‘;g’:g"’;g:;;‘ggﬁ:’;::“ ;

" indiviclualized plan for tolkting was not il be reviowed b AR by the i
nelidnd =
: : ) frector of i .
' b. Observalion oh H/22/12 from 7:40 AM yntl 1131;1 is {,,‘fp,fn‘ﬁfn;‘e%":jﬁi‘;ﬁ*:‘ﬁ“”“"’
: 1:40 AN (four o) reveaied staff od not chack ' evaluated for by effectiveness,
the: residunt for incontinence, ror offer taflating, At! 1
T1:40 ANE CNAS I ang 42 asslsted the resident
, to the bathroom. The resident wag incontinent of :
| ing, When asked what the foilsting plan wes for !
the resident, both CNAs stated they usyally didd | :
net wark wilh the: reskdant, They stated residents {
wane uswally tolistad bafore and alter meals. i
Fart ] 403.268() FOOD PROCURE, Fa37 !
S54F | STOREPREFARE/SERVE - SANITARY P71 :
_ Tie favility will prosure food from
The facilty must - | sourced approved or oonsidered :
(Db bud iom s sppromt e | it S, prpa, g |
considered satizfaotary by Federal, State or el : A ,
auliiorias; and serve food under sanltary sonditions. l
(2) Stors, prapare, distribute and setve.food Corrective action: |
Uncler sanitary conditiony 1, No specific resident was identified, sl
The eook identified in the deficient L
practice was re-educated by the Dietary '
mansger on May 30, 2013,
| !
FURM GMS-2367(07-09) Preuious Versions OBgolato Evenl D UBDET] Fandity X W00 "I sontinuation shest Pege 10 of 15
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FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB 938.0401
STATEMENT OF DEFICIENCIES %1} PROVIDERBUPPLIERCLIA ¥z MULTOPLE - 1
ADPLANCE CCRIECTION | OENTIIGATON NUMBER, |0 MULTIPUE CONSTRUGTION e Conpings
A BUILDING
“ BIBUAG BYING o 05/24/2012
NAME OF PHOVIDER OR SUPPLIER STREET ADDRESS, GIFY, STATR, 2IP COOE T
, 1901 HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILITATION CHNTE
R WORLAND, WY 82401
I SUMMARY STATEMENT GF DRFIGIENC! T : Y I
bl {  (EACH GEIGIENCY MUST BE FREGEDED W L oY (EAOH CORRECTIVE ABTION SOl BE oonidnan
1 REGULATORY OR LG IDENTIFYING SNFORMATION) TAG CROBS-REFERENGED TQ THEAPPROFRIGTE | O
. . , DEFICIENGY) ;
F 8711 Goninued From paga 10 Farty 2 No e st ros IEeAtifad. g o,
Loers . @ vook xontified In the daficiont .
! ws REQUIREMENT Is not met as avidenca practce wos reseducated by the Dietary
i Baiai:d ur['. :éhsewaﬂnn and staff Interview, the matiager on May 30, 2012. :
! fagility failed o snsura that staff utilized 4, The & [
copprttn bawenig, ks b e oo e s ot
kitchen were Imnﬂlzed. and that eslllng vents and 1he surveyor sxiting the facility,
firg suppression syatem nozzles were free of dust ;
and dirt, The findings ware: Identifioatlon: ‘
, Residents that reside at the fosility are |
1, Obworvation In the kitchen on 8/23/12 from patential risk. ;
1052 AM until 12;28 BM reveaked cook # Systemic Ct [
perkiiad mem prepavation and tray ine sarvice, . DYSKmIC Lianges: i
Al fio lime during the ebssrvatlon did the cook ; ?“ ;’;b"’f""’ the allogation of compliance !
wagh her hands, The cook changed her gloves . te Distity Manaper/desiines in-sarviced |
. ’ the distary staff'on procedures for I
occasionally, bl did notwash hier hands upon ! sanitation to include, ensuring a cl !
ramoving the gloves. Speciic concerns Incuded: enyironment Hiroth o
: : rough sdliering to the
8. The cook donned gloves, and then i ! dleaning schedule, urilization of an
touched the aven dogr and handlad a bottl of all, : appropriate snn{tlial', nhl proper hand
“The kaok than used the sems gloved hand 1o put ; washing aod gloving techniques. An
raw chicken into & pan. : altendance slicet will be kept and
b. After tandling raw chicken with gloved ! seconclled with the dictary stalf rogtes, &
hands, the cook remaved the gloves {and wilfiout and diatary stoff unnble to attend wili be |
 handwashing) and then touched & elean bucket provided i1 eduoation, i
L and sgoup fo be used for ice. ) !
.6 The cook returned from a smoking braak a.’{fa’“g‘l?;;"g‘ MomgoDesi :
and dld not wash herhards. She then handled fry VunngarUesignes will l
| , raonitor eomplinnce throngh weekly nnd |
| clean plate covers with her bare hands. She put : :
P kitchen observation rouids. Tesyes !
ton gloves anc started tray fine service. {dentifiod will be reviewed by the Distary
+ telophione, and then withoutwashing her hards, ensure plan has beon implemented, f
' put an & new palr of gloves to continue with tray sustained end evalvated for cffectivenesy, :
+llne service, Follow up will be tha responsibillty of the -
&. The conk used har gloved hands to pour & Dietary munager.
can of soupdndo & bowl, and then usa tha |
microwave, The cook then used the same gloved | ;
; hands to handle bread, cheess, and potato chips. | i
1
*During an interview on 62312 at 235 PMtie ; )
i ; !
. ; o !
FORM Gh3-2537(02-00) Pravivus Verslons Obaclere Gvanl \B;UBDFN Faofiity I Wyrobng ¥ chntinualion shest Page 1 of t6
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ayo | SUMMARY STATEMENT OF DEFICIENCIES D PROVIRIIRYS FLAN OF CORRECTION |
PHEFIR {EACH DEFICIENGY MUST RE PREGEDED BY FULL PREFH, {EAGH CORREGTIVE ACTION BHOULD BE , COMRLETION
e REQUEATORY OR LBG (DENTIRY NG INFORMATION) TAG CROSONEFERENDED TO THEAPPROPRIATE | OME
BEFCIENCY)

F 371 i Comtinued From page 11

{
{ COM stated staff wers instructed to-wash their
{ hande when they changad tasks, ‘

i

|

| Awgonding to Fuod Gode 2009, 118, Public Health
. darviee, 2-31.14 When to Wash: FOOD
FEMPLOYEES shall clear theit hands and
oxpozed portlons of thelr arma.., Immediataly i
bafore ehgaging In FOOD preparation including
working with expased FOOD, clean EQUIPMENT
and UTENSILS, and unwrapped SINGLE
SERVICE and SINGLE-USE ARTICLES and...[E) ,
Alter handling sofled EQUIPMENT ar ;
| UTENSILS, .(H) Bafore donaing gloves for :
warking with FOOD; and (1) After engaging in
other actvilies that conkaminate ihe hands.

2. Observstion In the klichan from 10;12 AM until !
12:25 PM reyealad poik #1 wipao the prep table |
surfaces with a-cloth that was held in water In the. 1
three compariment sink, At 1115 AM thi cook
stated the water contained Dawn dishwashing
soap. The cook statad she Iked to yse Dawn
becausae It "cute the grepse batter" At 1:15AM
the cook drained the sink, and then filled it bask
uyp with water and Dawn dishwashing soap. She
' then used & cloth in that water fo wipe the prap
' labieés and the bass of the Robot Coupe {mixer to |
Fpures foods). Durlng an interview on 6/23A2 at
*2:35 PM the CDM stated stalf wers instructed to :
* Use & Mleach solutlon to wins tables. She stated ;
staff oould use Dawn first, to gat rid of greane, but
, than hoaded to sanitize sing the blasch salrion,

 Anaording b Foud Code 2008, 1.8, Public Heaith
[ Seivive: 4702,11, "Utenslls and foochcantact :
| surfaces of equipment shall be sanitized bofars | i
Vuga after cleaning.” In addition, acording o !
\ i

N . | — ; .
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o) I SUMMARY STATEMENT OF DEFICIENOIES I m ] PROVIDER'S PLAN OF CORREGTIGN v
PREFIX (EACH DEFICIENOY MUBT B PRECEDER BY FULL BHERD {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
i
i

TS REGULATORY OR LSO IDENTIRYING IRFORMATION) AR CIROBS-REFERENCED Y13 THE APPROPRIATE: R
. REFICIENCY)
i

F 371 Continued From page 12 Far

3:304.714: “(B) Cloths Ip-use.for wiping countery |
1 and other EQUIFMENT surfaces shall be: (1)
Held between uees In a Shemisal sanitizer
solulion at a conceritration spenifisd under §
G0 144

3. Observation during the initial tour-on 529/42 at |
340 PM revaalad a cailing vent losatad near the
steam table was vigibly sollad with dust and dirl
i In adkdition, 2 ofthe 3 nozzles for tha fire
supmeasion system leeated above the range had
strands of dust hanging from them. Obastvalion :
agaln an 5/23712 2t 10:12 AM tevealsd the celling
I vant and nozzles wera In #hé s3me uncksan .
t condifion, On $/2312 at 2,33 PM, the COM .
| statad the maintenance department was
s responglole for cleaning the vents, In addtion,
| she stated she assumed the nozzles wora }
I

[V S —

i cleansd when the-filfer was claaned, hut

4 confitmed the rozzies weare hot part of the
1 dleaning scheduls,

Acoording ta Food Gede 2008, 1.5, Public Health
1 Barvies 460144 Equlpment, Foogd-Contact
Surfaces, Nanfood-Gontuet Surfages, and

Ulensils, (G} NonFOOD-CONTACT SURFACES
of EQUIPMENT shiall be kapt freeof an :
s aeumulgtion of dust, dirt, FOOD residue, and
; oibvér debrls.
F 425} 483.60(8), (5 PHARMAGEUTICAL SVC - F 425!
8¢=n ACCURATE PROCEDURES, RRH

Fd13
The facility will provide routine and
cmergeney drugs spd biologicals to ity
- residents, The facility may permit
unlicensed perslt)nmvl to administer dyups If
. - . State law permits, but only under the penera)
T o T || meevdts s Ty
) g will provide pharmaceutics] services to mest
them under an agreoment describedin -~ the e of each resident. The facility wil
1§483.75() of this part, The facllly may permit anpioy or ubtain the servioag of 1 licensed
unlicansed parsannel to.administer drirgs If State pharmasist who provides consultation on all |
[2w permits, but only Undsr the ganerel ‘ aspects of the proviglon of pharmagy :
‘ zsxlarv.i ges jn the facility, -
BORM (43-2407(02-00) Previoue Verslons Obsolata Event 1D:UsDR{1 Fitilily 10; WyaDa H conlthuttion sheel Page: 13 of i5
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HTATEMENT OF PRFIGIENDIES {X1} PROVIDER/GUPPLIBRIGLIA {%2) MULTIPLE GONSTRUCTION (X2} DATE SURVEY
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A, BUILEANG
536048 B. "‘“‘“‘ 05/24/2012
hAaE OF MROVILEN OR SUPPLIER STRERT ADBRHES, CITY, STATE, ZIF CODE
1901 HOWELL. AVENUE
] ILITATION C;
| WORLAND HEALTHCARE AND REHAB ENTER WORLAND, WY 2401
{aHID ,F SUMMARY STATEMENT BF DEFCIENGIES TR PREVIDER'S PLAN OF CORRECTION ey
PREFX {EACH DEFRIENGY MUBT BE PREGEDED BY FULL i PRESH . (EAGH CORRELTIVE ACTION SHOULD BE ECMPLETION
TAG ' REGULATORY OR L5C IDENTIFYING INPORMATION) ' T CROBSNEFERENCED TQ THE ABPPROPRIATE DATE
i DEFICIENGY}
Il ] 13
! 1+ Corretive antion:
F428 | Cantimfad From page 13 Fa25; expired medications identified by the 7 m }
, supervision of 2 ligenssd nurse. surveyor wera renoved and sat aglde for o
Pl

| A factity must provide pharmaceutioal $eivices
{Inclucing procedures thal assure the accurate

1 gequiring, receiving, dispaneing, and

' adminlstering of all drugs #nd biologienls) 1o meat
tha needs of each resident,

The facility must employ or obtain the servicas of -

. 8 licanaad phnrnmclatwhn pm\rldas consultation |
| on &ll aspects of the provision of pharmacy
! services in the facifity,

| This REQUIREMENT fo not met o evidenced |
by

Based on abservation and staff Intarview, the
.famlfty falled ta ansure medications i 3 of & i
 araits whera medioations wete stotad were not
 aepirad. The findings ware:

1, Observation on 6/23/12 at 3 PM revealed
medications were stored in the madination room
i batwaen the 100 and 200 hall. Interview st that
[ time with RN #2 revealed the metinatlon stored in :
: the madivation rao wars avallable for nse,
! Random vbseyvation of thess maditetions

- tevealed a plastie sack containing 3 Phenergan
| suppusiorles with the explration date of March
+20, 2012, RN #2 confirmed the suppositories
wera ouldated,

' 2. Observation on 52312 &t 315 PM revealed |
; medications were stored in the medication reem |
- batween the 300 and 400 Iall, tnterview at that
| time with RN #1 conflrmed the medloutions

destraction prier to the surveyors exiting 4
- the fcility. :

Mentifivation of othey residents
potentially at risks
| Residents that.regide gt facility are at rlgk,

Systemic changes:

The medlcations will bv stored
appropriately and will be removed fron
the caxt om or before the explration datoe,
The Central Supply Coordinator will
review cach medication cart, medication
1 rooms, melication storage aees, and
roftigerators monthly to identify sny
medications that niay be expired andfur
close to (e expirstion date. The expired
meticution and/or medicarions gloge to .
the expiration dute will be removed from |
the cat and set eslde for dosirwotion. On - !
or bofore the allegation of complimce the |
Dirsctor of Nersing /Designee will in- l
setvice licensed nurses and Central
Supply Coordinator on the Storags ang
Lubuling of medivatlon requirements
which includes removing medioations i
pidor to the expivation date, Ap sttendance
shoet will bo wtilized and soconciled with
the active nurse staff roster and those i
nugses unablz fo attend will be provided
111 adugation,

———— it

Monitoring:

The Dvestor of Nursing Dreslgnes will
review medisation carts, medication

" rooms, refrigetators, and the medication

: atarage area ones sach mooth, Expited :
L medications will be removed iffound and  :
, StefE ro-zducated ar that thie, .
| :

FORM CMEB-2507{02-00) Praviouy Vierglong Qbsolcle Buunt Iy; Ualiy]
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 slored ih the medication room were avallabla for
use, Random observafion uf these medications
revealed & 18 cunce boltle of mihersl ofl with the
explalion date of Margh 20H2, RN #1 confiered
the minerat oll vas explred,

i3, Observidion on B23/A 2 at 3:30 PV meveslad
over he countar medications ware stored [ 8
tosked ares n the cenlral supply room. Interview
at that thae with RN #1 revesled these
mdications were available foryse, Random
observalion of the medicafons revealad a hottle

& expiration date of March 2012, RN #1
contitmed the bottla of aspirin was axplied,

of 100 tablets of sspirh 325 milligrams {mg) with |

w4 SUMMARY STATEMENT OF DEFICIENCIES i ”
EFS {EACH DEFICIENGY WUST BE FRECEDED B¢ B PREFIX (EAGH CORRECTIVEACTION SHOWLDBE | ooy dmiow
TaG v REGULATORY OR LIC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THEAFPROPRIATE | OMTE
| i ! DEFGENGY) !
i T :
[ ) "
F 426, Continued From pegs 14 F 4;35j Issueg Identifiod will be tracked and

tended ther revisved throngh the

susteinod and gyaluated for its
affectivenurs,

b
L

monthly QA&A commitiee a8 neaded 1o |
engure piam has been implemented,
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