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ag=0 . OF NEEDS/PREFERENCES

A resident has the right to reside and raceive
“sarylees in the facility with reasonable
accomenodations of individual nesds and
preferences, except when the health or safety of
the Individual or ather residents would be
; andangered,

| This REQUIREMENT ls not met as svidenced

" by

Eyased on observation, medieal racord review,

- and slaff Interview, the facllity fatled to provida a
wheelchair which fit the resldent for 1 of 8 sarnpls |

: residents (#9) who utllized A whaealonalr, Tha
findings were;

:
t
i
i
i
!

Review of an occupational therapy (OT) _
 discharge note dated 6/21/12 showed rasident #6
lwas seen for wheelchalr pasitioning, The note
. doeumanted that the resident was positioned Ina
« whaelchalr with hips ang kriges at 90 degreas,
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F 000 | INITIAL COMMENTS LR t}&ni
The following common abbreviations are used ;
- throughout this document.
"CAA Care Area Agsessment ,
‘CNA  Carlifled Nursa Alde .
"DON Drector of Nursing ‘ :
MAR  Medication Administration Record
I MDS  Minimum Dala Set :
:PRN a8 nesded . i
g : i
{.ess commanly used abbraviations will be : . The facility will ensu o :
| annotated In sach deflclency where usad. | | the right 1:\(’3 residg arig ;ief;zient has  10/18/12
F 246 1 483.15(0)(1) REASONABLE ACCOMMODATION F248°  farvices in the faciil by with

reasonable accommodation of
individual needs and preferences,
except when the hsaith or safety of
the individual or gther residents f
would he endangered. :

1. Forreskdent #9, the
wheelchair noted by
surveyors was taken out of
service(on 10/01/2012), and
replaced by a more
appropriate fitting chalr,

2. Qceupational therapy will i
conduct a wheelchalr
overview for all residents,
During this time, all !
wheelchairs will be checked
for size, appropriately
functioning parts, and fit,

3. Any resldent found to have
an inadequate wheelchalr
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“ The note did not mention the width of the

_wheslchalr, Observallon of the resident on

COMTIZ at 526 PM, 9M 812 at 8:45 AM, 9/18/12
12:36 PM, and 8/20/12 al 810 AM showed the

. rasident was seated In @ wheelchalr which was

- too narow for the resident. Observation from the -

] buck of the wheelchalr showed the resident’s hips

| were hanging over the edge of the seat ah both !

| eldes, During an interview on 9/1 9/12 at 4:20 PM |
the DON stated QT provided the wheelchair for
ihe resident, She stated that maybe that was the
pest of the wheelchalrs that the OT had to choose

from. On 9749412 at 4:25 PM, OT #1 slated that

. she provided the wheelchair for the resident and

[ that |t was "the best aut of our stock.” The OT dlid

- confirm that the widih of ihe whealchalr was a

 factor that should be considered In sefecting s
wheslchair, Aocording to Rademski and Trembly
Lathiam In "Cooupational Therapy for Physical

Dysfunction”, 8th edition, 2008, "...Seat width:

" The therapist determinesthe widest point across -

om (2 Inches) for adequate clearance vn the
i sigas.
F 282 483,20(K)(3)() SERVICES BY QUALIFIED
gG=0) : PERSONS/PER CARE PLAN

The servicas provided or arranged by the facility
raust be provided by qusiified persons in
accordance with each resldent's wrltten plan of
care,

: This REQUIREMENT Is not met as evidenced
. by-

intarview, the facility failec to ensure care was
provided in accordance with the wiitten pian of

the hips and thighs and lypleally adds a total of§ -

" Based on medical record review and staff i

or size) will have thelr
currant wheelchair changed
out far a mora appropriate
one. Wheelchairs will be
replaced with current stock.
New wheelchalrs may be
purchased as needed,

4, OTwill cantlnue to conduct
such workshops once every \

ensure adeduate follow up

5. The Director of Nursing i
({CON) will report on !
wheelchair functioning (as ]

sl months and ag needed to [

well as requests for

budgeting of new purchasas)

#5 4 partof the QAA mieeting,

Any skin breakdown

potenthally related to o

wheelchairs will he reported
F 282 on as well.

i
The factlity will ensure the services 10/18/12°
provided or arranged by the facility
will be provided by qualified persons :
in sccordance with gach resident’s ‘
writter plan of care. |
L For resident it2: PRN paln medication|
as piot been used since SUrvey,
however, should she require PRN
medications, procasses are in place 0,
ensure follow up an effectiveness. \
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_cars for 1 of 9 sample residents (#2). The
findings wers:

Revlew of the care plan dated 8/20/12 for
restdent #2 revealed staff were Instructed to

"avaluate effectiveness of analgaesies.” Howevar,
review of the August and September 2012 MARs

" and pain management ficwsheots showed the
rasident recelved PRN pain medication on 8/68/12, *

- 87112, 81812, B/92, 8/16/12 and 8/4/12. There
facked dooumentation of tha effectiveness of the |
pain madication following the administration,

' Review of nursing notes for those days showed
the sffectiveness of the paln madication was only -
addressed for 8/8/12. During an interview on i
91012 at 2:55 PM, tha DON staled nursing staff -

' should be documenting the effectiveness of the

' PRN pain medication in the MAR end aoh the pain |

! flowsheets, However, she stated sha was aware
of lssues with the lack of documentation. }

300 483.28 PROVIDE CARE/GERVICES EOR i
goaz HIGHEST WELL BEING

- Bach resident must recelve and the facillty must
proylde the pecessary oare and gervices o attaln
or malntain ihe highest practicable physical,
mental, and paychosocial well-being, In

_ accordance with the comprehensive aegessment .
ang plan of care.

 Thie REQUIREMENT is not met as evidenced
Ly
Basad on medical record review and staff
interview, the facllity failed to arsule pain ralisd
interventions were monitored for affectivanass for
4 of 8 sample residents (#2 #13, #15, #22) who

g 282§ 2. To promote accuracy of medication
‘ fallow up, medication forms
have been condensed.
3. Audits will ocour from shift
to shift whth each shift
reviewing the MAR 10 ensure
follow up of medications has
been completed,
The DON willaudit MAR’s on a weekly
basls Those findings wilt be reportad

—————

at QAA for a period of at least six ;
: months.
"5 Anlin-service for nurses
) will be held 10/18/2012

7 3p0¢ ;
\ !

The facility wilf ensure each resident  10/18/12
will receive and the facility will 5
provide the necessary care and
services to attaln ar maintaln the
highest practicable physical, mental,
and psychosoclal well-being, in
acoordance with the comprehensive |
assesstment and plan of care. ‘
1. Regarding residents #2, #13, #15,
and #22: residents #2 and #22 have
not used PRN pain medication, '

L
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required medications to address paiti. The
fingings were:

1, Revlew of the 8/3/12 admleslon MD8
assessment showed resldent#2 raceived
stheduled and PRN pain medications. It was
documented tho resident experencad socasional
paln at a moderate intansily. Review of physician
ordars showed the réslident was orderad

- Oxycantin 10 milligrams {mg) iwmce per day :
" routinely and hydrecodone/Tytenol {(Noreo) 8325
¢ mg ona 1o two tatlets every 4t § hours FRN.

: Raview of the August and September 2012 MARs
- and pain management flowsheets showed the

rosident recalved PRN {as needed) pain
madicatlon on B/6/12, B/7H12, BI8N2, BI8NZ, i

818112 and §#4412. There lacked documentation
* of the affecliveness of the pain medication

following the administvation. Review of nursing
netes for thoss days showed the effectiveness of
the pain medlcation was iny addressed ot
arame.

2 Review of the 2/16/11 annual, 2147112 snnusl,

- and 8/3/12 quarterly MDS assessments showed
resident #19 recelved PRN paln madications In

the last five days of the assessment, or was

: offerard and declined, The review further

" dotermined the resident had not had paln during
the last five days of the assesements, and no
 further assessmant congerning paln was

completed on any of the MDE assessments. ‘
Review of physiclan's ordera showed Tylanol 328
mg 2 tabiets every four hours and Tylenol #3 1
tablet every thrae hours were ordered PRN.
Raview of the resident’s June, July, August, and
Septermber 2012 KMARs showad the resident
rocelved Tylanol and Tylenal #3 for pain
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, , , DEFIGIENCY}
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F 309 : Continued From page 3 I F300

however, should one be naeded,
processas are in place to snsure
appropriate follow up. In fact, resident
#22 has required PRN cough
suppressant, which was foliow up on.
Residents #13 and #15 both did require
PRN medications, which were followed
up on,

Audits will occur from shifi

to shift with each shift

reviewing the MAR to ensure

follow up of medications has been
campleted,

The DON will audit MAR's

on g weekly basis to oversee
compliance, Those findings
will be reported as a function
of QAA for a period of at

least six months,
An In-service far hurses will

be held 10/18/2012 to provide
education regarding the aboye
pracesses.
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- frequently, Review of the entire medical record

- showed the facliity {alled to evaluate the

! rasident's level of paln for effectivenass after

| admlnistration of pain medications on 6/9/12,

18111/12, 62212, TH3M2, TMA/12, TIEHM2,

1118112, 7118112, 724142, F261 2, BIBIME,

CBIZOMD, BI21ME, BI25/12, BI2T12, BI9/L,
0713712, 9114412, 9/16/12, 916012, and 9H 7L

3, Review of the 4116112 significant changs MDS
gasessment showed resident #15 had a racert

- hip fractura from a fail. Further review showed the
regldent had pain durtng the last five days of the

. agsessment, The assessmant showed the

: resident was unable i answer pain related

. quastions. The assessment showed the following

‘ was Identified as possible indicators of pain in the

"last five clays: nion-varbal sounds, voeal

. sampleints of pain, faclal expressions, and

" of the corresponding UAA for paln shewed the

. resident had paln as a result of hisfher hip

- tracture, The assessment slso stated the

- following, "Plan of care is fo adminlster
medication as ordered and monHor for

physictan's orders showed the resident had the

" fllowing paln medications orderad PRN:
Hydrocedone 6/326 mg (combination analgesic
with narcotic) 1 tablet four times per day and
Tylenol 326 mg 2 tablets every four hours,
Heview of the resident's June and July 2012 MAR
showed sihe received hydrocodone/apap and
Tylenol for pain fraguantly. Review of the entire

- madical record showed the facllity falled to

" aasess the resident for gffectiveness of pain

- medication administration on 8/2/12, 8/3/12,
G16/12, 6/GM 2, 6/8/42 eithar time, 6/10/12,

i

proteciive body movements or posturos. Review

eifacliveness or adverse side affects.” Review of
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F 309} Contlnued From page &

@72, Bl22r12, BI22112, 6123117, B/24/12,
6126712, BI2BI12, 6/127/12, 612012, 71312, 1512,
T2, and 7812,

4. Review of the 8/28/12 annual MDS
assessment showed resident #22 received PRN
: pain medications. It was documented the reslident .
experianced occasional pain at a moderate :
. Intensity, Review of the physician orders showed -
; the resldent was ordered Tylenol 325 mg 2 tablets
by mouth every 4 hours as needed, Review of the |
! August and September 2012 MARs and Pain
 Management Flow Sheets showed the resident
-recelved PRN pain redication on 8/1/12, 8/10M12,
8/19/12, 8120112, 8/24/12, 610112, and /1012,
Thers \acked dosurmeniation of the effectiveness
of the pain medication fellowing the
“administration, Review of the nursss’ notes for
 those days showed the effectivenass of the paln
+ medication following administration was net
* dpsumented, '

8, Durlng an interview on 911912 at 2,56 PM, tha .
DON stated nursing staff should be documenting
. the sffectivaness of the PRN paln madication In
i tha MAR and on the pain flowshests. Howaver,
! ghe stated she was aware of Jssues with the lack
of documentation.
F 314, 483.25(c) TREATMENTISVGCS TQ
gaep ; PREVENT/HEAL PRESSURE BORES

" Based an the comprahensive assessment of &

" rasident, the facillty must ensure that a resident

“who antars the facllity without pressure sores
does not develop pressure sores unless the
individual's clincal condition demonsirates that
they were unavoidable; and a resident having
pressure SOres recalves necessary iraatment and

F 309

F 314

Based on the comprehensive 10/4/12
. assessment of a resident, the
facifity will ensure that a resident
who enters the facility without

FOI CIMB-Z587 (02-0% Pravious Versions Clasolute Evand 1) 386411
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F 314 . Continued From page 6 H F 314{ pressure sores dopy not develop
% !

i sérvicas to promote heallng, prevent infsction end

i pressure sores unless the individual’s
| pravent new sores from developing. '

clinical condltlon demonstrates that
thay wero unavoldable; and a

' This REQUIREMENT Is not met as evidenced  resident having pressure sores |

' by: o ) recelves necessary treatmentand |

. Based on medical record review, abservation, | + services to promote healing, |

- and staff interview; the facility falied fo implement . © prevent infection and prevent .

. Interventiona lo prevent pressure ulcers In2 of 8 ! | new sores from developing. !

+ sgample resldents (#9 and #27) [dantified as high ¢
. risk for pressure ulcer development. Thefindings 1
. were: i o .

1. Resldent#27: had a cushion placed in
| her chair om 10/01/2012 with
: o i % expressed Improvement In comfort,
i 1. Raview.of the 6/3/11 quartaily, 87441 ! 2. Rasident #9 Hasd cushion in the new
! significant change; and §/6M2 annual minlrum | chalr noted above, .

| : :

‘ ) 5 - i

- date set (MDS) aszasements for rosldent #27 e {

! ahowed the resident was Jdentified at fisk for - 3. Duting the menth of Qctaber, *

. pressure ulcers and was lsq Incontinent of urlne | occupational therapy wilf conduct a

- from usﬁa;ionally ﬁ‘if}ft’fﬂqt;_\?in&!(g ﬁ?*‘??t?\‘ of g“@t . whealchalr overylew for all rasidents,

i quarterly Pressure Ulger Risk Evaiuations gated- PSR,

3146112, 6114112, and 9/14/12 cobfirmedthe Durlng this time, ali wheelchairs
resident had baen identlfied high risk with a : asslgned to those residents who score

- conslstent zisc;r??ﬁi 8 émlgl Qhﬂ@%iimk? ek, 611 -, high far risk of pressure ulcer

_ioderate rlsk, 12 or above high risx), ' - :

: Observation on 917112 at 5:15 PM showed the - development will be screened for

i resident In hisfher wheelchalr v;s&th‘ no'seat - g , appropriate cushions in their chairs,

: gushlor, Qservation of Inpontinence zareon . Resid il

| /17112 at 5:30 PM revealed the resldent had a esidents will be determined tobe at

small skin tear (1-2 ¢m In length) balow the : ~ elevated risk if their quarterly
: qooayx i the fold of the butiocks and tverall ' evaluation score Is elevated (per
" radness over the gntira coceyx area, Gontinuous p e
* obsarvalion or /18112 showad tha-resident was - ‘ rﬂs“‘;“"’ Ulcer Risk Evaluation tool
. In the whaalchalr fram 9 AM ta 10:30 AM {1 %4 which is filled out quarterly}. Residents
: hours). Interview with CNA#1 on 951 9/42 at 10:30 | will also be considered elevated rlsk If
: AM revealed the resident naver had a sest _ : . R
 cushion and estimateq the resident was n the _ they have a current or recently healed
. whealohair for "probably 3 hours total a-dayon : pressurs uleer.,

i the day shift’ (8 AM to 2 PM). Interview with the i !

FORM CMS-2567(05-99) Previous Verlona Obsclele fEvont 16 558414 Farity {: WY0082 1f continuation sheat Paga 7 of 14
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F 314 . Continued From page 7

MUS coordinator on 8/18/12 at 12:40 PM
. confirmed the facliity “never considered a cushion |
- for the resident 's wheelchal(" bul thought "t'sa !
" good ldea."

-2, Review of the 114711 annual MDS assessment

" showed resident #9 was at rlsk for pragsars

" ulgers. The CAA for pressure Wcers documented

tha resident was at risk due to dmited mobliity.
Review of the Pressura Ulser Risk Evaluations

- datad 1115112, 4/17/42 and 7/21/12 showed the
resldent scored 47", at high risk {scals; 2-4 low
risk, B5-11 moderate rlsk, 12 or above high risk),

. Review of an occupational therapy {OT)

! discharge note dated 8/21/12 showad the

: resldent was positioned I @ whaslchair with a

- wadge cughion. The following concerns were
identifiad:

; a. Random cbaervation during tha survey _

| from 9/47/12 through 9/20/12 showod no eushion .

' the resldant's wheelchalr: Gbservation on :

' 9/48/12 at 8:45 AM showdd the resldent romained
in the wheelchair during the mesl, At 9:45 AM

 {one hour later) the resldent was still seated In

! the whealchair. On §/20712 at 8:10 AM the
rasident was seated In the TV lounge In the !
wheelchair, At 8:26 AM the resident was fekento
the dining reom for the meal; s/he remained Irs
the whaelchalr,

b. During an nterview on §/19/12 at 230 PM, .
CNA#1 atatad the resident ne fonger had a
cushlon when In the whaelchair, Ste stated the
resldent remainad i the whealchalr durlng maals.

a. On 919412 at4:26 PM, OT #1 stated she
ptaced a cushion fn the resident's whaslohalr
when she svaluated the resident for positiening.

d. During an Interview cn 9/19/12 at 4:30 PM,
the DON stated they remaved the cushlon from

g4 4. Any resident found to have inadequate |
cushioning (eithet In regards to

function or size} will have thelr
wheelchalr cushion replaced {or new
one placed, as appropriate}.

current facllity stock will be utiized
with new wheelchair cushlons
purchased as needed.

O will continue to conduct such
workshops once avery six months and
as needed 1o ensure adequate follow
up.

The DON will report on OT findings as a
function of QAA for a peried of at least
one year.

i
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F 314 ; Confinued From page B . Pyl
' the wheelchalr last waek. $he stated the resldent ! |
“sould no longer transfar to & dining room chair,

" and the resldent was too high i the whaselchair
with the cushion. When asked if the faclity _

- usuglly provided a cushion for resldenis identifled ;

- as high risk for pressure ulcers sha atatad "no."
Sha statad corlaln rasldents who spant the
majorlty of thair tme In wheelchairs would have

- cushions, buf other residents may not,

4, According to the National Pressure Ulcer
Advisory Panel (NPUAP), "place at-rlsk persons
on pressure-raducing ralttess and chalr cushion
surfaces.” Retrieved from www,npuap.oty

<hitp: ivww.npuap.org>, 5/24/12

. The facillly must ensure that the resident i
! anvironment remains as fres ¢f accldent lzards

moritored to ensura resident safety. The findings
wara;

intermittent observations from §A7H2 through
0120112 revealed that blankets were removed
; from the warmer and placed on residents In the

F 323 483.25(h) FREE OF ACCIDENT F323  The facllity wiil ensure that the 10/4/12
g5=p HAZARDS/SUPERVISION/DEVICES . resident environment remains as

free of accident hazards as Is possible;
~ and ¢ach resident racelvas adequate

|
* m6 is possible; and each esident receives Z © superviston and assistance devices |
i adequate supervision and assistance davices to . to prevent accldents, |
, prevent accldents. i i 1. The facility Director of
; E | Maintenance (DOM)
' . | removed
! ? the blanket warmer
This REQUIREMENT s not met as evidenced from the facility and
by repaired the thermostat
Based on gbservation, review of manufaclurar's in accardance wih
guldalines, and stalf interview, the faclity failed to - manufacturer guidelines E
ensure ona of one blanket warmers was 2. The DOM will fag daily

blanket warmer temperatures |
to ensure they do not
exceed the upper limit
of the manufacturer’s
guideling of 110 deprees.

—

FORM (HS-2687(02-08) Frovious Yerslons Obaclate Bvent J0: §8a4 1 Fagiiity 1B WY 0032

 —
if conlinuation sheet Page D of 14



DEPARTMENT OF HEALTH AND HUMAN SERVICES

9//(,.- PRINTED: 10/01/2012

! FQRM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES GQMB NO, 09334)3%1
STATEMENT OF DEFICIENCIEY {(X1) PROVIDER/ISUPPLIERICLIA X3 MULTIPLE CONSTRUCTION
ANT BLAN OF CORRECTION IDENTIFICATION NUMBER: ‘Xs’é’é‘ﬁ%?é’%‘?f Y
A, BUILDING
B WING
BIBOTT G120/2012
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Zif LODE :
SUBLETTE CENTER 383 M BRIDGER AVE
PINEDALE, WY 82941
A SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION
PREFIY (EACH DEFICIENGY MUST B8 PRECEQED BY FULL PREFX - (EACH CORRECTIVE AGTION BHOULD BE mmi@mu
o REGULATORY OR L8O IBENTIFYING INFORMATION) TAG CROBS-RERERENCED YO THE APPROPRIATE DATE

DEFICIENCY}

F 323 Continued From page 9

“dining room, TV room, activity reom, hallways,
and patient rooma,

O)haarvation of the LED screen o the blanket
; warmer ravealed tha following indermation:

& 9/17/12 at 4:05 PM the temperatute on the |

blanket warmer was 138°F. Subsaquant

. observations the same day at § PM end 8:20 PM '

showod raadings of 130°F and 136°F
respactivaly.

b, 918/12 at 8:15 Al the temperature an the -
lanket warmer was 145°F. Manual fouch at that :

“time showed that the blankets and neck coltars

on tha tap shelf ware noticsably warmer than the i

" hlankets on the bottoim sheif,
. . 9719712 at 10 AM the temparature on the
blanket warmer was 150°F,
d. 020712 at 8:50 AM the temperature on the
blarket warmer was 167°F,
a, At the time of each tamperature
observation, the lemperature reading would.
aiternately flash with tha btter cods of "HA" .

A thermomater placod in the top shelf batweaen

tha blankets and neck collars at & AM on oz

reveated a termperature of 150°F.

- During an Interview with the heusekeaping

supervisor on §120/12 at 8:05 Ai, he stated the

' malntenance dapartment was rssponsiole for

- manlioring the blanket warmer. During an
lnterview with the raaintenance supervisor on
9/20412 at 815 AM he stated the housekeeping
director had the manufacturer's guidelines far the
plankel warmar and was responsible for any
manltoring. At B:38 AM on 9/20/12 a follow up
Interview with both the housekeaping and

maintanancea dlrectors sonfirmad that nalther was

F 323, 3. The Adwinistrator wil

monitor the daily

blanket warmer temperature
log on a weekly basls to oversee
compliance and will report
findings as a functlon of

QAA for s period of at least

& months,

FORM CIM8-2607(02-09) Fravious Verslana Otaglxte
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F 323 Cottinued From page 10

. aware of the high/low (Imits for the blanket

- warmer and there was no fecord of any previaus

. lsmparature monitoring. Both stated thay thought .

! nursing was monitoring the temperatures. ,

* Interview with LPN #1 on 8/20/12 at 8:50 AM ‘

. ravealed hursing did not manitor temperatures or
change the control setting. The LPN stated that

- thle was done by housekesping or maintenance.

Review on /20112 at 8:38 AM of the
manufacturers guidalines defined the high upper
limit for the blanket warmer was 110 degrees and
‘the "HA" code was the Indicator for bigh
; lamparatura alarm,

According to HePro, there should be " rasearch of
recommended {manufacturer) temparalures . .

. davalop a policy for tlanket and fiukl

i temperatures . . . post the temperaturs range cn

| all blanket warmars and instructataff membars

: an the progedure.” Retrleyed from---- - -

F 320 483,25(1) DRUG REGIMEN 1S FREE FROM
g5=0 . UNNECESSARY DRUGS

: Each resident's trug regimen must be free fram

- ynnecessary drugs, Ar urhiecessary drug is any

 gdrug when used In excessive dose {including
duplicate tharapy); ar for excessive duratlan; or
without adequate monltoring; or without adequate
indlcations for its use; or in tha presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any

- gomblnations of the reasans above.

Basad on a comprehsnsive asseasmentof a
realdent, the facility reust ensure that resicdents
who have not used antipsychotlc drugs are not

. www.epro.cam <hiltpidiwww. hepro.com» gr2AM2. "

F 323

F329:

The fachity will ensure that residents  10/4/42
who have not used antipsychotic
drugs are not given these drugs unless

antipsychotic drug therapy is

necassary to treat a specific condition
us dlagnosed and documeanted In the
clinlcal record; and residents who use
antlpsychotic drugs receive gradug
dose reductions, and behavioral

interventions, unless clinically

contraindicated, in an effort to

discontinue these drugs

FORM CMB-2567(0-40) Pravious Varslons Gbaclete Fvont I(: 856411
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F 329 Continved From page 11

given thesa drugs unless antipsychotic drug

{nerapy ls necessary to lreat a specific condltion
as dlagnosed and docurmentad in the elinioal
racord; and residenta whe use antipsychatic
drugs receive gradual dose recuctions, and

“ hehavioral Interventions, unless clinfcally
sontraindleated, in an effort o discontinue hese
drugs.

i
| This REQUIREMENT Is not met as avidenced
by
Basad on medical record uview and staff
interview, the facllity failed to ensure the drug
regimen was froe of unhecessary drugs for3ofb
sample residents (#2, #13, #16). Tha findings
wera;

Conhcerns felaled to adegliate Indication for use:

1. feeview of the admission orders dated 7/26/12
far rasident #2 showed an order for Zolpidem
" {Amblan) & milligrams (mg) at bdtime as readed |
for Insomnia, Review of the July 2012 MAR i
showed the resident did not receive any doses of
Amblen. The following soncerns wors identiflad:

a. Review of Ihe August 2012 physlcian's
recapliutation of orders (signed by tha physiclan
8/2/12) showed the Arblen was now ordared
every hight at bedtime; nol as needed, Review of
physlclan progress netes and telephone orders
showad no justification to why the Ambien was
now routing, Review of the August and
Saptember 2012 MARs showed the rasident
raceived the Ambien evary night, Dudng an

F 3292 1, Resident #2 was given
' Ambien at HS every day during the
raonth of September 2012,

This was due to an error n
transcribing the order,

Tids has been corrected and
the MAR now says PRN for this
madlcation,

2. Resident #2 did not have
a steep study completed,

, This assess is done with each
guarterly review who triggers
Hypnotic médication on the
MDS. Correction of this issue
will be that any admit MDS d
one where Hypnotic medication
triggers, the MD$ Coordinator
will complete the sleep
assessment farm with the
i admit M5,
Resident #13 & #15 bath
received antlanxiety medications
without appropriate follow-up.

SUBLETTE CENTER
PINEDALE, WY 520941
oA | SUMMARY STATEMENT OF DEFICIGNCIES n PROVIDER'S PLAN OF CORRECTION "
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; DEFICIENCY)
Fr 328 ; ??ntl?u{‘ad Fr;;;eiazge 1 523(} A e DS : F329. 4. Atthe thme of survey, the
| Interview on at 8:  the ; : facility had a forn -
" aoordinator stated she entered the Ambilen wiong © i orm on which
In the computer. She stated i was ordeced PRN ! g to docuiment behaviors,
(s neadad), but she mistakenly did notenter it . but no place {0 document

as PRN in the cominter.

. tf "
b. Further review of the medical recard me or any foliow-up. To

showed no comprahensive assessment for sleep : provide this Information,

o datarﬁmlna potential causative factors for the nurses will now document
insomnla, nor what norwpharmacological . , |
intorventions had besn tried. Cn 94812 at 10 AM ; time, hehaviors, and follow-up

! the MIDS coordinator conflrmed there was no on the PRN sheet with each l=

' sleap Assessmant, resident’s MAR, !

Guncerns related to adequate monlitoring:
. 5 Audits will be done from
1. Review of the medical racord for rasident #13 hift to shitt with each
showed s/ihe had diagnoses which included s ‘ft o sh .
_anxiely disorder. Review of the resident's August shift reviewlng the MAR to

2012 recapltulation of grders showed gfhe had a : ensure follow-up of medlcations
12/6/11 physician's arder far Ativan {anth-anxiety) , ‘
@8 needed, Review of thg sosidant's June, July, h,as be,?,n,w,mpigt,edf
August, and Saptember 2012 MARs showed the - 6. The DON ar her desighee
: resident received Alivan fraquentlymﬁgview of the will sudit MAR's on & weekly
resident's July 2012 Psychoactive Madlcation : T _
 Monthiy Flow Racord {the only month : basis ta oversee compllance.
 rapresented) showed the facllity dooumeniad Those findings will be reported -
_once per shift for the behaviors and side sffects . as a function of QAA for a :

' of Increassd anxiety, lathargy, sadation, and N
hangover effect, The once ggr shift perlod of at jeast six months.
documentation did not have a documented time, . 7. Anin-service for nurses wil
and a relationshlp bietween the assessment and . e held 10/18/2012 to provide
madicatlon admintairation times could not be ducation regarding the ab

established, The documentation further showed education regarding e above
thesa hehavlors and shde effects were never process.
pregent during the nssessement. The faciity
failed to assess the effectiveness after the
resident recaived Afiver on 82112, 6/8/12, 6/9M2,

B/13/12, 6130712, TiTA 2, THAM2, THBN2,
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D7i20112, Bi14M2, BRON2, 8i26l12, BI26I12,
“BIOM2, MIME, 9112112, 8114/12, and B/18M12,

: 2, Raview of the medical record for resident #15
i showed sfhe had diagnoses which included
 anxiety state. Review of the resident's August
2012 recapltulation of orders showed sfhe hada
" 416/12 physician's order for Aflven as needed. i
' Raview of the resident's June, July, August, and
- September 2012 MAR# showed the resident ‘
raceived Ativan fraquently, Review of the
rasident's July 2012 Psychoactive Madication
Monthly Flow Record (the only month ;
represented) showed the facility documented f
one per shift for the behaviars and side effects !
- of lncreased anxiety, lsthargy, sedation, and
drowsinass, The once per shift documentation did
- net have & documented time, and a ralationship
between the assessment and medication
. administration times could not be established,
. The documentation furthgr showed-thege
. behavlors and slde effacts were never preesnt
during the sssessemant. The facllity falled to
' aesess the effeativaness after the resident :
recelved Aivan on 8(1/12,6/5/12, 8/0/12, 8113112, ; |
CBIB0M2, TIT2, TI4M2, THBI2, 712842, ! !
L BIA4112, 8/20/12, B26/12 three timas, 8262,
L6012, 9/13/12, 8114712, and 9/1 5f2.

"3, During an Interview with the DON on §/19/12 at !
2-65 PM, she conflrmed the Tacllity shouid ;
avaluate the effectivensss of i administered
PRN medications, but acknowledgad staff

. fraguently falled 1& do s0.
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