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The following common abbroviations ané
acronyma:are Used throlighout this-tiotirent;
RN - Re?istsred Nurse:
. GN& Direstorof Nursing Seivics
CNA -Gt Ursing Agslétant
PN - Rurse
Mns Minimum Data Set:
ADL - Activifies-of Dally Livifig:
Lass commonly used abbreviations will be:
_ annotated in each daficlency where uséd.
F263| 483.46(n)(2) HOUSEKEEPING & P83t foility wi . :
’ y will provide housekeeping
55=5| MAINTENANGE SERVICES and maintenance services necessary to 11729/10
.| Thefaclity must provide housekeeping and mainfain a sanitary, orderly, and
‘malntenance:services necessary fo-fiaitaln 4 comfortable interior. This will be
| sanitary; ardery, and-coriifcriable intsrior. accomplished by:
1. Doors and door frames in
N rooms #2, #5, #7, #21, #24 will
his REQUIREMENT 18 nbt:met as evidenced be refinished by maintenance
by persomnel to remove gashes.
‘Baséd onobservation and siaif Interview; the 1 2. Walls in rooms #1, #8, #10,
faclity falled to provide malntenance fo-ensure #13, #14 will be repaired and
‘the-doors and wWalls.in-10.6f-30 resident raoimis all rooms will be inspected by
wiere i gobd repaly. The fifidings were: maintenance personnel every
i month to ensure repairs are
1. Observation during:atour of the facility from 8 performed in a timely manner.,
AM through-8.AM on 10/15/10 showed.ihe 3. Compliance will be monitored
‘following dodrs and dogr framies haid noticeable- ' domlv b :
| gashes: randomly y  mamtenance
& In room#2 the bathroot dooi had a gagh manager and reported monthly
“on thé Inside thatwes 2 Inghes fro thi Issttont of to PI
“the door, The gesh meastited-4riches by:2
Inches.
b Inroom:lti the balfiroor door franie: had
a-pash onthe roort side that-extended from the’ N
foradistanosof 3 fest. __ 1 —
[ABGRATORY DIREGTORS R PROVIDERIGUF PLIER REPRESENTATIVES BIGNATURE TTLE Ry EATE

Any déflolency s statemanl andlng with-a17 astaﬁsk (*j daniotas: ] daﬂclenuy which the' lhaﬁtut{un may 16 axotsnd from cerrectlng provlding Itis daterminad that:

‘other safegiiarts provida-sulficiant protecton 16 the piatlents. (Se
Jollowing the date of sttvey Whether:

-4 plan of carraotion

program parichation,

Wyomlngnaptofﬂanlth

o Instructions.) - Exespt for nursing homes; tha findings stated dbove are'dlsclosable 90 days
_ ‘s provided, For nursing homes, the-abiove: ﬂntﬂngs afdplams of comeation-are disclosabla {4
days followlhg the date these doopmants: ais imadi: avallabla 16 the tallity, ¥ deficlaricles ara olled, avapprove

plan: HEEEWEB s regulsite to continbed
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oyl SUMMARY STATEMENT OF DEFIGIENGIES
PREETX (EACH DEFIQIENGY MUST B PRECEDED BY FULL
TAR REGULATORY-OR'LEC IDENTIFYING INFORMATION)

_PROVIDER'S BLAN-OF: GHRREGT!ON

Tl
PREFI. {EAGH DORRECTIVE AGTION 8HOULD BE

A | CROSEREFERENCED TOTHE APPROPRIATE
8 DEFICIENGY)

L IRy
GOMPLETION
CATE

{ fiom'the flaor,
1 fiom thefidor.

AM tirough® A

| rejiin

Inches: BOFOSS,

“foot.gash,

on 10/16/10 at®
and dooritems:.

Tacllity.

F 2531 Confinued! 'Fram pate 1

¢ In room #7-thie bathraon deor frariie had
a-gash on-the thom side that sxtanded fiom the. |
_ 'ﬁoor fora distance ' A
d. 1 roomy #21 the left-walll losst door Kad:a |
{ gash:all the way-aoross (18 inthes) and:3 feet

8. In room #24:the-bathroom-door was
seraped: 82 1nches acress.on thehalde and 2:faist |

2, Observation tiing a-tour of the faciity from8
AM.on 0/16110 showied the
| followingy. rooms had walls that wers foad of

o Inroom#1 s bathroomwall had & gash &
{{eet across and thredlnohes from the floor,. Also,
the badroom had a3 footgash.on the wall, .

b 1 voom #8-a bathroom wall had.a gash 18

: In-f50M#40 the. bedrobii wall heds
gt spotewith tiotiogaile s ]
ot messured4 eheeb
id, Inroom #13 a-wall had multiple paint
chips Ina-comer, Also, arbathiradm wall had a 3

_a:In room #14 the-partial wall afthe tleset
had a6 inch by 24 inch gash-on the coftier.

| Buring an interview wifhths malntenance: tirector |
A h_e prasented a list.of wall
he Interided torepait, which

| incliidai tig-abobe tems.and several addltiona[

| itertis, Ha further stated this list was prepared
fallowlng & tour after the surveyteain entered the

F282 | 483:20(k)(3)(il) SERVICES BY QUALIFIED
58 | PERSONS/PER CARE PLAN

- iThe saivices provided orarranged by the. fadility

feet:

r o5l

F282
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F 282 | Confinued From page 2 F282[ The services provided or arranged by the 11/29/10
must be-provided by qualified persons in facility must be provided by qualified
accordance with esich resident's writtan plan of persons in accordance with each
cars, resident’s written plan of care, This will

be accomplished by:
‘ _ 7 1. Residents #18, #22, #24 and all
';;118 REGQUIREMENT s not met as evidanced residents will receive hand
by _ . hygiene after toiletin d
Based on obsewatlct:q, madleal -r_aué:rd review, beg'gra meals ofenie
and staff Infarview, the facillty falled to ensure 2 DON will provi -
caire was provided In-accordance with the written ' stafyr:v i o e for
iy " . garding hand hygiene for
E?n of care T;‘or 3 3f 12 sampla resldents (#4186, residents after toileting and
2, #24). The findings wers:
before meals.
Refar to F312 for detalls regarding the faclity's 3. Compliance will be monitored
failure to providy ADL siseistance, speclfically randomly and reported monthly
hand hygiene after tolleting, acgording to the plan to QA by DON
- of care for two residents (#22, #24).
Refer to F315 for detalls regarding the facliity's
failure to provide tollating asslstanoe according to
the plan of cara for resident #18 . 14/29/10
£ 8091 483.28 PROVIDE CARE/SERVIGES FOR F 308 Bach resident will receive the necessar
_ ik y
564y | HIGHEST WELL BEING care and ser.viceg to attain or maintain
Esach resident must reselve end the faclity must ﬁ%h’gﬁ?@ﬁﬂﬁfﬂ’ ' “’ﬁf'ﬁﬁn men&;h
provide the hacossary cara and services to atiain accordance with the plan of ¢ eg ’ Thi
or malntain the highest practicable physical, will b lish d% n of care. TS
mentz), anid psychosscial well-being, in 18 a“‘lm.':lp.'s ¢ y:“ b .
accordance with the comprehanisive assessment . Fluid intake will be monitored
and plan of cara, and recorded every shift for
resident #24 and all residents
with orders to monitor fluid
intake.
This REQUIREMENT Is not metas evidenced 2. DON will provide education to
by: staff regarding intake and
Brsed on staff Intorview and med!oal racord outpyt  monitoring  and
raview, the faoﬂity falled to ensure ﬂtaffmonltured reporﬁng_
ihe fiuid intake for 1 of 1 sample resident (#24)
‘who had physician's orders for thie moritoring .
FGRM CHIG-28M{02-n8) Piavious Varelone. Qbsolota Evert ID;6FWG11 Faeliy [ WYood4 i sontinuddion sheat Pn_ga' S of {4
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'STATEMENT OFDEFICIENGIES. | (%) PROVIDERUSURBLIER/GLIA {0y MULTIPEE CONSTRUGTION I YA b 1
AN PLAN OF CORREGTION 1% IENTIFIGATION NUMBER: figp;’:_zﬁ ONSTRUGTION. W’gg};’;?gﬁ:‘ﬁ“ ?
o ¥
- 698028 15 NG e o 1011515010
‘NAME OF PROVIDER OR SUPPLIER ' ' "STREET ADDRESE, GITY, SVATE, ZIP CODE
WESTON GOUNTY HEALTH SERVIGES ;’é&‘ﬁﬁ[}'ﬁ;ﬁﬁ“&;& .
X4 D SURMARY. STATENENT OF PEFIGIENGIED. I3 PROVIDER'S PLAN OF CORREGTF ;
o EACH OEFIGIENGY MUST BE PRECEDED B RULL ARBFIX (Eacllcnﬁgac‘r‘{\?a o | oo
TAD EGULATORY ORLSC IDENTIFYING INFORMATION) A LROSSH Rewaaﬁggslg éﬁ gﬂsspmmamm DATE
P 28_2 Coniinued From page 2 F 282 The services provided or arranged by the 11/29/10
must be provided by. qiiélified persons in facility must be provided by qualified ||
aceordance. with each resident's written plan of persons in accordance with each
care; resident’s written plan of care. This will
be accomplished by:
1. Residents #18, #22, #24 and all
ggis REGUIREMENT ‘Is hiotmet as evidanced residents will rteceive hand
| hved o
Baged o observation; tedical-record review, bg’%;f;‘ fne:lf;er toileting - and
| andstaff inferview, the facility falled to'ensure | 2. DON will provide education +
‘care was provided i accordanee with the written " siaffromriin b {hveions o
|plan of cars for 3/of 12:sampla residents (#18, AR iy for 0
#22, #24). Thefnidings wers; residents AU Loy it b finpr-aols,
. 3. Compliance will be monitored ¢ o
‘Refer'fo F312 for:details regarding the facllity's randomly and reported monthly
feilure o provide ADL assistance, spetifigally to QA by DON
hand hygleha-after tolleting, gocording tothia plan -
 of care fortwo residents (22, #24).
| Referto F345-for. datalls regarding the. faciity's |
“failureto provide f;m[a% #sslstance agoording to: |
the plan of cairé for resident 41 Each resident will receive the m 11/29/10
F 300 | 483,25 PROVIDE CARE/SERVICES FOR F309| Lo Y roeeve tie neoessaty |
5= | HIGHEST WELL BE ING care and services to attain or maintain
88=pD the highest practicable physical, mental,
: d  psychosocial  well-bein in
Each resldant st racelve-and the faclity must an ; &
| provide the necessary care and services foattaln aq‘l’l(’gdance with the plan of care. This
Jormalitain the highest practicable physical, will be accomplished by: _
‘mental. and psychosoclal wall-baig, in 1. Fluid intake will be mor-ntored
accordanca with the: aompreheﬁsive assegsient and tecorded cvery shift for
Fand plan ofcare; resident #24 and all regidents
_ with orders to monitor fluid
intake,
' T e 2, DON will provide education to
g‘h[s‘REQUIREMENT is-not met as evitencad staff regarding intake and
y: output monitorin, d
Basad o staff nterview and medieal tacord. ref;rﬁng_ 5 e
raview, the facility:falled to-onsure staff monitored” _
tHiefluid Intake for 1 of 1 sample resident (24) | ,
who had'physician's ordare for thrs monitarlng :
FORM GG 2557(02:00) Pivioss Verlons Obaclote " et 107 6FG 11 Facilty Ik WY0034 it eonthhuation sheét Pago 3o 14
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PHOVIDERS PLAN. DF-GORRECTION
{BAGH CORRECTIVE ACTION SHOULD BE
CROBEREFERENCED TO THEAPPROPRIATE
DEFIGIENGYY

. SUMMARY STATEM ENT OF- DEFICIENG]ES
TEACH DEFICIENGY. MUST BE FREGEREDBY FULL
REGULATORY OR LSCIDENTIFYING INFORMATION)

ki | a
Pq_ﬁgx PREFIX

) ‘
"GOMPLETION
TAQ DATE

Fa0o|Confinyed Frompaged
aftertheé resident was traatad for dehydratior;
| The findings were:

F 308

According:to-a physiclan g notedated 6/29710;
resident #24 received intravéinous fluids thet
“mipnithfor hypermatrenifa due to dafytration, The.
physiclan also documented the fésident’ Was -
trylng to keep himehersalf hydrited, butitw
difficuitfo gatin-enotgh nutrition and fulds. |
Aecording to the 8129110 physiclan's ordors, taff |
| were to:monjtor the- restdeht’& fllld mtake' to
ensure'the resident received 48 ounges: of fluld
dally. Revieww of the are planshiowed the:
resident iad soveraly impaired coghltive. skilg
and'required verbal cuss, agsistance,or
supervision with ADLs, Further roview showed:
-staff were to'offef and enoourage Tnoreased
; --;ﬂuicts. howhever. 1nfery foi aniskitl

: e G ‘ble tc: pravtde evidence that:

gtaff had besnmonitoring the residents fluld
‘Intake. She:also stated tha only record bf the
resident's intaka was tha.documentation Inthe
Joly to Ootobar2010 flld Intake with meals
records, She:stated she was unsuie:of the. ‘
aoouracy:of thase records,. Ravisw bf the records
showed thé documentad amount sach-day was |
less Ihan 46.¢

. F3i2
§8=D

4B3.25(a)3)A REPROVIDED:FOR
n | DEPENDENT RESIDENTS

A residant who Is unable-to carty out activities:of
 dally livitig receives the'necessary services to.

maintaln good nutrition, -groominy, and parsorial

[-and-oral: hyglene.

F313 Residents who are unable to carry out

activities of daily living will receive the
necessary services to maintain good
nuirition, grooming and personal and oral
hygiene. This will be accomplished by:

1. Residents #22 and #24 and all
residents will receive hand
hygiene after toileting and before
meals.

11/29/10
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STATEMENT OF DEFIGIENGIEE 1K1Y PROVIDERISUPPUIERICLIA Tox) MULTIPEE CONBTRUGTION | rmve———
ANIY PLAN OF CORREGTION " IDENTIFICATION NUMBER: N 1 coMPLETED ?&

10/15/2010

NAME OF PROVIDER ORSUPPLIER | BTREET ADDRESS, GITY, STATE, ZIFCODE
ks . : " 1124 WASHINGTON BLVD
WESTON GO f HEALTH SERVICES P . THTLy . e

UNTY HEALTH SERVIGES | NEWCASTLE, WY 82701
Py SUMMARY STATEMENT OF DEFIQIENGIES: R PROVIDER'S PLAN OF CORREOTION: | (xg)
PREFIX (EACH DEFICIENCY MUST RE FRECEDED'BY FULL PREF {BAGH CORBHCTIVE ACTION SHOULD: BE, COMILETION
TAG | REGULATORY OR LBG IDENTIFYING INFORMATION) TG onosssmamﬁﬁﬂgﬁ%%ﬁg%ewmoPR_I.ATE DATE

. : DEF| ,

F-312{ Continuet! From page 4 - F312 2. DON will provide education to
This REQUIREMENT i8-hiot-met'ag avidenced staff regarding hand hygiene for
{-by:. 7 residents
‘Based on obiservation, record review, and staff 3,
Intarview, the facllity falled to-ensure staff
provided hand hyglene for?2 of 9'sanmple _
residerits (#22, #24) who réquired assistance with-
activities of dally Iving. The-findings were:

| Review of the 7/2610-5ignificant ghenge MDS

 assessmeht showed fesident #22 required

| extensive assistanos with personal hygiéna and

| tollating-Review of the plan-of.csre showed staff

1 were to assistthe regldent With washing histher

| face and hands, Observation on10M13/10from |

| 4:25 PM 1o 4:37 PM showed CNA2' assisted the

| resident to:and from'tha toilet, thian the resitant
self-propelled tothe dining room-and began to eat

| his/her suppar; During the observation, the CNA

did-notasslst the resident with. hand hyplene.

Compliance will be monitored
randomly and reported monthly
to QA by DON

|'Réview of the'8110/20-quarterly MDS agsessment:
-for rasident #24 shiowed the resldent reguiréd.
extensive dsslstance with tolleting and parsorial
fiygiena.oare, Review ofthe ofrespanding plan
of care showed staff were to'assistihe resident:
Vilth washing histher face and hands. Observativn|
1 on: 01411 0rom 760 A to M ghowed
{ CNA#3:did not help:the rasidént with b
hygleria &t tollating, or: before and after
asslsting Iheregident to brush Ris/her teath,
Funttier bbservation showed after e tral carg.
was-pompleted, tha CNA propeliad the resident o
the dibing Toom, and thie resident ate breakfast
[ withott recalving hand hygiene priorto-eating.
1 Irtorviaw with the CNA at that time revesled the
‘facllity equited staft o psfond hiand hyglene for
themselves, biit-she had "hayer thought about!
dolng 1t for thé resigents. interview with-the:
‘adminfstrator on-10/15/10 at9:05 AM revealsd

FORMCMS-2667(0215) Fieilous Vorsloris Obisolete Event ID:SFWGHY Pl 10 VY0094 ' confinuation.sheet Page: §of 11
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{4 1D GUMMARY STATEMENT OF DEFICIENCIER D PROVIDER'S PLAN OF GORRECTION X5
PREFIX {EACH DEFIGIENCY MUBT BE PREGEDED BY FULL PREFIN (EAQH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LEC IDENYIFYING INFORMATION) TAG GROSE-REFERENCED TO THE ARFROPRIATE RATR
DEFICIENGY)

¢ 342 Continued From page & F 812

:lugff wate expacted tfg-Waah r:asIdentn' hands

ftet tollating and before magle, Residen . ,

F316 | 463.25(d) NO CATHETER, PREVENT UTI, F318 will re c‘:i‘}:“°a;‘;‘:0$§:;;ﬁ“;2; tzfe;laddeé

RESTORE BLADDER i ; 42000
88D scm}fes to prevent UTI's and to restore as

Based on fhe residents somprehenaive mue 1}01ma1 bladde_r function as possible.

assossmerit, the facility must ensure that a This will be accomplished by: _

resldent who enters the faciiity without an 1. Resident #18 and all residents will

Indiweliing cathetar la not catheterized uniess the be toileted as indicated in their

resident's ciinical condition demonsirates that personalized plan of care.

catheterization was necessary; and & residant 2. DON will provide education to

who s Incontinent of bladder recelvas-appropriate staff regarding resident toileting

troatment and services to prevent urinary tract schedules.

infactions and to restore as mueh normal bladder 1. Compliance will be monitored

function as possible. randomly and reported monthly to

QA by DON.

This REQUIREMENT s not met as evidenced

by:

B‘;sa'd on ahservation, medinal yecord reviaw,

and staff intarvlew, the faclity fallad to provide

cars fo promote continenae for 1 of § sample

residents (#18) who-was Incontihent of bladder,

The findings were:

Review of the 107110 annual MDS sssessment

revealed resident 18 was frequently Incoritinant

of bladder and totally dependant on staff for ali

ADLs. According to-the corresponding care plan

the resident required assistance with tofleting

upo Halng, before ari after meals, end as

neaded. Review of the cara plan showed

additional Interventions ingluded "check and

change" every two hours, Qbservation on

10713110 from 9 AN untll aftet funch &t 1:60 PM

{elapsed time: four hours and fifty minutes)

showad the tesldent was not telleted, checked or

shanged, Further observation at 1:50 AM showad

GNAH remioved the resident's usne-golled, I

FORM NS 2607(02:90) rovioua Varslons Obisolale. ‘Event ID: SPWATT Faclily 10 WYOO34 if eontinunllon sheet Paga 6 of 11



' DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FORMEDICARE & MEDICAID SERVICES:

PRINTED: " 0/2812010
FORM APPROVED

__OMB NO, 0938-0361

F 316
G8=b.

| staff ware expected to wash residents’ hands
‘after tolfating & hefora meals.

483,25(d) NO'
RESTORE BLADDER

(THETER; PREVENTUTI,

‘Baised onl the fesident's comprehensive

-assessmant, ihe facility must ensuré’that a
‘resident who-enters the facility without an s
| indwelling cathatir |s:not satheterized unless the:

| resident's clifieal-condition demanstrates fhat
| cathisterization was necessary; and aresident, [
T'who'ls Inconfinent:of Bladder recslves-appropriate |
| treafmenit:ant Servicesto prevent urinary tract:
| Inféctions
| fiinetion a8 possible:

1o restore as muchnormal bladder

This REQUIREMENT s not.met as-evidencad

b

¥
-Basad on ahsawatiaa, rigdlcal tecord review,
ahd staff Interview; thefacllity falled fo provide:
carsio promote 4 cortinence for{ of § sample

_ ho-was Incitinent of bladder:
Theﬁndlngs wera?

' Review of the 10/ 0.annual MDS assessnisht '
| revealad resident #18 was frequeiitly coitinent

of bladder and totally dependert on staff for-all
ADLs.. Acaording to-the corresponding:care plan

| the-residant required assistance with tojleting
1 upon rising, before.and-affer iriasis, and as

| nesded. Ravlaw afthe care-plan; shav.red
‘additionalnterventions included “gheclk-and

| thange” avery.two hours. Observation on

10/43/10-from 9.AM until after lunehiat 1:60-PM

{elapsed time:foyr hours and fifty minutes)

-showed the reslderit was not tolleted, shecked or

Ghanged: Further observation at 1:60 AM showed:
GNA # removed the resident's ur?n&nsolled

F31
services to prevent UTI’s and to

This will be accomplished by:

schedules.

QA by DON.

Residents who are incontinent of bladder
will receive appropriate treatment and

much normal bladder function as possible,

I. Resident #18 and all residents will e
be toileted as indicated in thoir /'Rﬂy
personalized plan of care. /0
2, DON will provide education to
staff regarding resident toileting

3. Compliance will be monitored
randomly and reported monthly to

BTRIEMENTOFDRFICIENCIES. | (X1} PROVIDERISUPPLIERIGLIA A WULTIPLE CONSTRUGTION b, w
Mt:’rsmuﬂgx?cognecmn p()lDEN\‘ﬁFchTIQNN‘UMBER, o )"'- - W) ATE$UR v
_ A BUILDING ¥
Y B WINa ‘ o
o 535023 w 40112010
‘NAME OF PROVIDER ORSUPPLIER STREETADORESS,GHTY, BTATE, 2)¢ GODE '
‘ N KT R 1124 WASHINGTON BLVD
WESTON GOUNTY HEALTH BERVICES: ) NEWG ASTLE, Wiy 8270 1
wain | MARY smrezmnawrowemmuorﬁs I PROVIDER'S PLANOFGORREGTION | )
pRr-_‘ij L‘:AcH BEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH: GORREGEIVEAG‘YMN SHOULD BE: ‘COMPLETICN
amuwom' OR L&C IDENTIFYING INFORMATION) TAQ cﬂoss REFERENGED TO THE APPROPRIATE DATE
_ DEFICIENCY).
F312 :-cOminued From pa‘ge 6 Fa12
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F 315 Continued From page € F 315
disposable briaf prior to-assisting the residentto
tha bathroom, At that o the CNA stated other
dutles prevented her from providing the
incontinence care and follsting n & timely manner
that day. The CNA also stated the resldent had
fewer eplsodes of bladder Inpontinence when
staff provided tolleting asslstance evary twoto
three hours. o o
318 482.25(e)(2) INCREASE/PREVENT DECREASE F 316 R‘?Sldentsl with limited range of motion
55=p| IN RANGE OF MOTION w111. recoive appropriate troatment and | 11/29/10
gervices to increase range of motion
Based on the comprehensive assassment of a and/or to prevent further decrease in
fesidant, the facility must ensure that a resident mange of motion,  This will be
with & limlted vange of motion racelves accomplished by:
appropriate freatment and sarvices to increase 1. Resident #24 and all residents
| tange of motion and/or to pravent further with contractures will receive
decreasa In range of motion, appropriate care (o prevent
further contracture,
2. Therapists will provide foliow-
ok i up when residents are not
'é';ﬂs REGUIREMENT ls hot met-as evidenced compliant with plan of care.
Bazed on observation, madical remrdi-revlew, 3, DON will prqv1dc education to
and siaff Intorview, the facllity failed to enaure 1 of staff regarding coniractures
3 sample residents (# 24) with contraclures and treatments. _
1 racalved appropriate ¢are to prevent further 4, Compliance will be monitored
decrease in range of motion. The findings were: monthly by resident care
coordinator and  reported
Periodlc sbsatvations of resident #24 from monthly to QA
10/12/10 throltgh 10ME10 revealed the resfdont's |
right hand was contracted In & fist Review of tha
B/23/10 aocupstional tharaplst's assessment for
the resident revealed tha theraplst recommended
a tlght hand splind t dacreas floxlon
 contractures and ulnar deviation dus fo arthritis,
Review of the 7/8/10 physlclan's orders showad &
sight hand splint was ordered to be wor at hight
Revlew of the 7/0, 6110, 8/10 and 10/10 MARs
ghowed the resldent refused to wearthe splint. ‘ ‘
FORM CM3-2867{02:00) Provioue Voralonn Obacieln Buaint ID:8FWGH Faclity’1D; Wyood4 1f conlinuation ghieot Page 7 of 11
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F315 Continued frotm page 8 : F318

disposable brlef-prior ta-asslsting the residentfo |
the bathroorn, At that tifne the CNA stated other
duties pravented her from providing the
Tneontinence gare-and tolleting fatimely mariner
thatday: The GNA dlso stated thie resident had
fower episodes of bladdar Incontinence when
sfaiff provided tolletingy assistance every two fo
|threahows, . L
318 | 483.26(s)(2) INCREASE/PREVENT DECREASE . F31B Rt;mdents with limited range of motion
g8 | IN RANGE OF MOTION 1| will receive appropriate treatment and

o ) - : services to increase range of motion I‘/

Bassd onthecomprehensive assessmentofa. | and/or to prevent further decrease in gﬂ{ |0
| vesident; the facllity must ensure thata resident | range of motion.  This will be
_ ,With%_&'Ilknil’eﬂ-:ré_ﬁgé%bfﬁ@_ﬂdn-?@@ﬁi\!éﬁ | accomplished by:
| appropfidte reatment and sarvicss tolncrease 1. Resident #24 and all residents
1 range of motion andlorto prevent Turther :
tlecrease:inrange of motion.

with contractures will receive
appropriate care to prevent
further contracture.
, 2. Therapists will provide follow-
“This REQUIREMENT Is ot met aé evidenced up when residents are not
by: . : comphapt with plan of care.

. medical record:review, ; 3.  DON will provide education to
aclity falled:to ensure 1 of [ ' staff regarding contractures
4) with contractures . and treatments,

otopravent further 1 4, Compliance will be monitored

Hécrpass Irtrarae of motion, The findingswere: | monthly by resident care

. o i coordinator and  reported |.
Periodic observatlons of résident #24 from monthly to QA
101210 thtough 10MBM0 revealet the resident's
{ Tight hiand was-contrasted ina fist Review.of the
82311 0:oceupational theraplsts assessmant (o
1 the'resident revealad the theraplst recommendad
Jatighthand Splihtftb_ldﬁﬂtﬁﬁﬁﬁﬁﬂﬁ?ﬁiﬂ!ﬂi. )
contractires ahd uinardeviation due:to arthritie,
Raview.of the 7/6/0 physlclan's ordérsishowdd a
sight hand spint was erdere] to-be worn atnight.
Review ofthe 710,810, 8110 and 10/10-MARs:
* |showed the resldent refused to wearthe splint.

,gbmmg_iﬁmm,’p-mﬂau;,;.\,am,:gw,;em BuontIDiGEWGH Faelliy/IL; WY0og4 {rcontinuation sheet Pege 7 of 11
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A
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Fazg
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Intisrviow:with the administrator on: 1071610 at9. |
AM revealad:shio-was awars of the rasldent's

contracted:hand and arthrilis paln, :She stated

stalf had talked With the-therapist aboutthie:
resldent’s refusal to wear the spling butthey had

notexplorad other:options and-had nottrfed:
altenative-devices: Sha also adoad that staff

| should have tried to use & hand cong or simifar
1 device:;

483:26()) DRUG REGIMEN 18 FREE FROM
UNNEGESSARY DRUGS

|- Each resident’s diug ragimen must bie-frée from
| uningoessary drugs: AN unnecessary drug s any
| drugwhen used In-excesslve:dosa{including

duplicate therapy); or for Bxtassive dUraton: of

vilthouit adeguatermonltoring; orwithout adequate

Indisations for its use; of in the presence of
adverse consequences:whichindicate the-dose

‘should-be reduced. or disgontinlied; orany
-combinations: of the reasuns abiove.. '

‘Basadoh a:comprehensive assessment ofa
resident; the facilify rust ensure tiiat resiients
‘who fiave-notused antlpsychaitio drigs are riot
given fhése-drugs uniess antipsychotio drug:

therapy i necessary fo'tieata.spisclio.condlfion |

as-diagnosed:and dotunientad In.the slitlkal

drugs racelve gradual dose:reductions, and

| resordzand residents who:use antipsystiotic

| behavloal Interventions, tinless dlinically
t contraindicated, n:an effort to-diseantiniue thoss

drugs.

| This REQUIREMENT. fs not met as avidenced

Fals.

F 329

Each resident’s drug regimen will be
free from unnecessary drugs. Adequate
monitoring and indications for use of
drugs will be documented, Antipsychotic
drugs will not be given unless necessary
to treat a specific condition as diagnosed
and documented in the medical record.
This will be accomplished by:

L.

11/29/10

Residents #14 and #47 and all
residents will be monitored for
behaviors and have
documentation supporting the
use of antipsychotics.

DON will educate staff about
regulatory guidelines for use of
antipsychotic medications
including when to use and how
to monitor,

Compliance will be monitored
monthly and reported monthly

to QA by DON; e lan ),

PoseA we)\u,[ M:aw\,{;f\;ﬁj{ /\U(;-t,v\ﬁg
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F 818, Continued From page. 7 F 318
 Inforview with the administrator on. 10/15/10 et 8
AM revealed 8hio was aware of the residants
contracted hand end arthritis pain, She stated
staff had talked with the therapist atout the
resident's refusal to-wear the aplint: but they had
not exploret] othar aptions and had not tried
alternative devices. She also added that staff
should have tried to use a hand cone or simifar
device,
F 820 | 483.25() ORUG REGIMEN (8 FREE FROM F320|| Each resident's drug regimen will be [ 11/29/10
egab) | UNNECESBARY DRUGS ’ free from unnecessary drugs. Adequate
_ monitoring and indications for use of
Each.resident's drug regimen must be free from drugs will be documented, Antipsychotic
unnecessafy drugs. An unneceasary drug Is any drugs will not be given unless necessary
drug when used In exeessive dogb (including to treat a speeific condition as diagnosed
duplloste therapy); or for excessive duration; or and documented in the medical record.
without adequate monltoring; or without adequate Ve v ) ;
‘ ‘ This will be accomplished by:
indloations for Its use; ot in the presenca of L. Residents #14 and #47 and all
adverse consaguencas which Indleats the dose " residents will be monitored for
should be reduced or dissontinued; or tiny behavi 4 h
combinations of the reasons abova; aviors ~and Dave
documentation supporting the
Based on a comprahenalve assessment of use of antipsychotics.
resident, the facllity must ensurs that residents 2. DON will educate staff about
who have not used giipsychotlo druga are riot regulatory guidelines for use of
given these drugs untess antipsychotls drug antipsychotic medications
therapy ls necessary fo treat a spacfic condition - including when to use and how
as diagnosed and dogumented in the.clinical to monitor.
record; and residents who use antipsychotic 3. Compliance will be monitored
{ drugs recelva gradual dose reduotions, and monthly and reported monthly
behavioral intarvenfuns, untess clinlcally to QA by DON, including
gontralndlcated, fri-an: effort to discontinue thege pharmacy monthly reviews.
rugs.
This REQUIREMENT s not met as evidenced
FORM OMS-2587102-00] Provious Vorslons Gbaolsto T Event (0BG Frofy10; WY0034 *{f contlnuation sheat Pege 8 of 11
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by: '

| Based on medieal racord review.and staff

| interview, the faclity falled to ensureithi drg&

teglmen: for 2.0f 14 samplo-tesitdents @14, #47)

was fre of irnecessary drugs. The' findings
weie:

|1, Raview of the physlclan‘s orders forresidont
#14:5howad Atlian was ordered foragitation-and |
anxlatyor 0, and Remeron wes-ofidefed-a8
1areplacernent Zolo (a0 antideprebsant) oh
1 BHTHO, Further raview showed Rispérdal (an
Anitipsychiofic medication) 0.5 milligrams (mg)-
-ty was: ordered on'9/8/10. Review of the.
| physlcian's documentation, datéd beforé and. dtter
‘the-Risperdal was inltieted, showead no: _
Information to support the determinationthat the: |
medication was-thdlcated'to freat, manage, ~
malntalr or elure a-cofd|ton or symplor. Review.
of the'Saptember and: Ootober 2040murse's
jotes, medication. admmlstraﬁan rennrds -and

| conspquences: eview of tha 9!20]10 phan‘nacy

1 monthly dragt review-also showed no.refershces

to Risperdal. Interview with the DNS: on 10114/10
at 2:40 .M reveéalad shie-did not.know the:

f ispeolﬁc hehavioral symptoms thatithe Risperdal

3 Jeph address-of the necessity of g
ated-the saclal Worker was

& for monitorinig psyohotroplc
miedications bt shie was unable tofind evidence
that the soclal workeror-otherstaff had doné:this. -

}had a 5!3!10 physictans order for Rispardal 0. B
g by moutiveach night. Fuither record review |
showed:no evidende nirsing staff: had riionitared.

PR GME 250710290) Previous Varoions Obssieto . Evert ILBFWGH Pl 10: WYO34 ~ IFcontinuation shiaot Page 96f 11
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the midloation for fesponse, complications, ¢t
adverse consequendes to stpport declsions for
continting, modifying; or dlssontinuling fhe
misdication; Reviaw of the manthly pharmacy
reviews also.showed no refersnces o Rispardal.
| Uitsrvlaivwith tie DNS o 10714710 at 2:40 PM,
canfirmed thefaoility nursing:staff did st
routinely document monitoiing of paycliotioplio
, medicatioris takeft by résidents: B
F 431 483:80(8), (d), (&) DRUG:RECORDS, F431| | p, ugs and biological
- gical used by this 11/29/10
88-D ; LABEUSTQR  DRUGS & BIOLOGICALS facility will be labeled in accordance i
ith currently accepted professional
| Thafacllity must employ. or oblaln he: services of W
a llcensed pharinacist who establishes:a system. principles and  will include the
of records of racéiptand disposition of-all appropriate accessory and cautionary
|-controlled: drugs In sufficiant detail fo-enatile an instructions, and the expiration date
acourate reconciliafion; and determinks that drug. when  applicable. This will be
‘records are in ofder and:that an-account of all accomplished by:
-confroligd driigs Is malnitained and perlodically 1. All cassettes that contain
ratonciled, medications for residents will
be labeled with an expiration
 Drugs and btqlogieels used i tha facllity mustbe | date.
labslad In accordance with currently accepted 2. DON will educate pharmacy
professional: priniciples; and include-the staff and nursing staff about |
appropriate-accessory and; cautibnai'srh requirements  for labeling
instrifctions, and the explration date-when: medications and  checking
| applicable. expiration dates, _
3. Compliance will be monitored |
in.sccordance with State and Federal taws, the P . :
| tacllty tuststore al} drugs and biologloals in monthly byd“‘ghtﬂflhlﬂ nurses
looked compartments under proper temperaturs. | and reported monthly to QA
gontrols, and permit only authorized: parsonnalio
have aceess tethe keys.
| The ity mnust provide sepairately locked,
permanently-affixed eompartments forstorage of
confrolled drugs listed In Schedule Il of the.
Gomprehensive Drug Ablige- Pre\rent on and
FORM (IKIS-2667(02-08) Pravious Versfons Qns,nlm Eent IDIGFWG1T Faallly 10: WYDO34 I conflhiation shest Pagé 106711
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| Control Act of- 1976 arid other-drugs subject fo '
‘abuise, excaptwhien the facilty fises single unit
I 'package drug distribution systems In-which the
quantity stored s ninimak:and & milssing dose cér
-be réadily detected. :

| This REGUIREMENT: ls not et as evitiericed:

| Basedon.abgervaticn and staff Interview; the-

‘moliity falled-to-ensure medications In-oasseites

| stored in 2 of 2 mexdication cafts werenot expired
and avallable for usé, Tha findings were;

=ezpamngmﬁpbﬁawaﬁgn;a A0M411 05 3130 PW,

bothfacllity medioation carts Hiad cassattes for

‘oral medicationis for resldents:in the facllily. None
fitie:cassettes had expiration dates forthe:

isdloatians: Interview with the medieation nurses |

{RN#{-ant the DNS) Inimediziely afterthe |
obssrvatior stiowad the cassettes.dld not have

| expivation‘gaitéis; and nursing staff rslied on'thie

| pharmaoy to-ensure the risdisations were not:

outdated, Inferview with the faclity's phartmanist

on f0ME0at4 PM revealed madleations were

| digpeiisad to the cassettes fronrthe pharrmacy

stock and-another:local phaiiniacy dellvery; and

{ o explration daté waggdded to therlabels. He
‘confifmied the hurses-adminlstering madications

frcir the cassettes had nowey 1o chieck-when the:
medication would axpire.

 Acgordlri to. "Nursing intetveritions and Skills" by
| Elkiiy; Perry, & Patter, Fourth Editlon, 2008, page |
392: "Medications Used pest expiration datemay |
be inactive or hermfulto elient ol
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