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53=
The facllity must develop and implement wiitten 722
policies and procedures that prohibit 226
mrgu-eatment, réagied‘ and abuse of residents The fasility will e that writt
and misa ation of resident property. ok 1 WI ensuite that written
Pprop i property policies and procedures that prohibit
L mistreatment, neglect, and abuse of
This REQUIREMENT is not met as evidenced residents and misappropriation of
by: _ resident’s property are reviewed,
Based on policy review, review. of new e oo rev.lscd_, developed arzd implemented,
pemme'm o 2t ey mmlm This will be accomplished by:
did not consistently impiement policies related
misappmpﬁaﬂom property i ':oéf- 5 miewedw 1. Staff mc-:mber # 37 was terminated i
peraonnel records and did not ensure thelr on 3/15/06.
policles provided acourate Information required to
reparting abuse sllegations to the State Survey 2. When a prospective
Agency (SSA), Findinge were: croployec has completed
- an application for
1 ia';mwi,f p:afgm“:;;l record information for employment, the HR
staff member #37, was amployed asa Manager will ensure that
 housekeeper, revedled the individuare all applicable information
employment application had the following has been completed on the
concena'li N e application form.
8, BRanK spaces were noted for dates of
emptoyx:nant &t two previoug jobs noted on the b.  The HR Manager will then
application, The Individual at the facility who had complete a criminal
chacked the references documented "“vertfied : o
‘ : men back
dates of service,” yet not dates of service ‘werg pfﬁslf;gﬁﬂf ::;cllt:;et the
indicated. ‘There was no indication.as to why the prior to employment
indlividus! left his/hex last employer. Interview on ‘Opee the criminal
3/15/08 at 2:45 PM with staff member #36 background check
revealed the staff member (#37) had worked at complete, the ZIF?CR ®
thair facility ot some prior time, yet that was rof gt wi
indicated on the application. :’.hn;g crf"m W check ;
b, The applicant indicated she had been o aings agairst
convicted of delivery of a controlled substance e F;'OSP?C onticat
and conspiracy fo deliver a controlked substance. pioyee’s dpplication.
The local criminal background check also
© ST person had been amested for
LAB DWAW&GMTURE JALE Jl”u %6} DATE
- - M &f lg/o
Any te -ndrmwnhmamhkmdemhudeﬁdonqmunhaﬁﬁnhnmy&mam&ommmm ltlsdo{onnm'-/ 6’
oﬂnr'mm o wmdenkpro_tecﬂon to the palfants, (Se Inalnctions.). Exeept for nussing bomes, the findings stated ubovem disciosable 60 m:;
dlays:ollowiog tie ¢ats Ereeo Gocnocte o o0 e manmpyon 6 proviloe. Fot numing homes, tie stxove focings and plans of carrection sie diocissenle
bl to tha facity, If Seficlencies are ched, gn Rpproved plan of comection ks equisite to cantinped
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DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
_ S FOR MEDICARE & ICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DERICIENCIES (21) PROVIDER/SUPPLIER/CUA 1642 MULTIFLE CONSTROCTION (%9) DATE BURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
| _ 535038 B, WING 08/08/2006
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE
- -478 YELLOW GREEK ROAD
ROCKY MOUNTAIN CARE EVANSTON EVANSTON, WY §2930
M ID | - SUMMARY STATEMENT OF CEFICIENCIES oo PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH OEFICHENCY MUST BE PRECEEDED BY FULL PAEFIX (EACH CORRECTIVE ACTION SHOUAD RE cou Enox
TAS REGULATORY OR L5 IDENTIFYING INFORMATION) TAG ch TQ THE APPROPRIATE DATE
{F 226} | Continued From page 1 {F 226} ¢, Rocky Mountain Care’s
: ' , policy # 2029 regarding
ggmpwlwhﬁng!am:&ms ot noted by the employee abuge has been updated to
PP . reference policy # 4017,

| of property, the individual will not be hired, In this

| longhand someone had added: "Not Wyoming.*

¢. Review of the facliity's policy #2029, Abusa
Prevention, revealed if the screening process
Indicates any history of abuse or misappropriation

insit}anoe. the facility did not follow thelr own
policy. '

d. Inteiview with a resident in the dining room
on 3M4/06 at 6 PM revealad the resident had a
gold cross stolen by a staff member who currently
‘worked In the: facility. The resident stated this was
reported to the facility, and no ore believed her.

2. Review of pollcy #2001 regarding Abuses
—Prohibiting, Investigating, and Reporting, last
reow;;s:d on 11710403, the following concens were
noted: _

a. Under the heading Sereening of Staff,
number 6 Indicated a yearly criminal background -
investigation would be compieted on all staff al
the time the facility applied for ts annual isense
renewal, where epplicable by state law, in

b Anolher heading was: Regulation for
Reperting Pursuant to Utah Code Annotated 52A-
3-303. Tha informatien was not specific to
Wyoming, where the facllily is located and
licensad. =
¢. Under the heading entitied Investigation
end Reporting Procedures the poficy indicated
ohly “severe” casea of sexual or physical abuse
heed be reported.

d. Section 3 under this heading Indicated the
State Survey and Certificgtion Agency at -
801-536-6158 or the Office of Heslth Quality at
307-777-7121 wouild be notified of significant
incldents betwean residents or abuse ar

titled Employment Process
‘to dircct the Administrator
on how to respond to
ncgative crinunal

background findings.

d. Ttems that are reported as
missing or lost will be
reported to the Social
Services designee
immediately and will be
reviewed at the facility
“Stand Up™ meeting. The
Social Servico desipnee
will maintain a log of

" items that have boen lost
ot found,

2. Rocky Mountain Care’s policy '
#2001 has been revised to comect
the following errors that were noted
during the survey:

a. Under the section
"Screening of Staff”,
anmual background checks
will be completed every
April,

b. The section “Regulation W
for Reporting” has been
remaved frora the policy,

FORM CMS-2567(02-65) Previous Versioos Obsolele
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDI : SERVICES - OMB NO, 0938.0391
STATEMENT OFf DEFICIENCIES {X1) PROVIDER/SUPPLIGR/GUA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIOCATION NUMBER: A BULDING COMPLETED
R-C
535038 b. WING 0210912006
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
475 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE EVANSTON EVANSTON, Wy 82630
{%4) t0 SUMMARY STATEMENT OF DEFICIENCIES 1) PFROVIDER'S PLAN OF CORRECTION (1.5
Y MUST B DED BY FULL H CORRECTIVE ACTION EHOULD BE oM
"%E\S"‘ &E&mﬁ'ﬁmﬁnﬁ%ﬁrmm P'T‘AE«I&“ m%s’fcsaemm-mme APPROPRIATE DATE
DERCIENCY)
{F 226} | Centinued From page 2 {F 226) c.  Under the “Investipation

misappropriation of property, However the _
number listed first in the palicy Is the Utah agency
SSA, which has no autherity to Investigate in
Wyoming, and is not the Wyoming agency. In
addition, the name of the Wyoming Agency is
Incomect and the Wyoming phone number
requires updating,

¢. Seclion 4 ldentifies what the administrator
will do to initiate the Investigative progess.
Acconding to this policy the faciity will use the
"State's investigation Form,” which Wyorning
does not have, Part 9 under this section says that
after the invesiigation is complete if notification
was made to the Utah State Suvey and
Certification Agency, the wiilten report will be
faxed within five days of the incident to the Utah
State Agency atteation: Complaint Team

| Manager, fax nurober 801-5358-0848. None of this

information is applicable to a facility operating In

1 Wyoming.

3. Review of the facllity's incident reports revealed

| &n Incident of resident to residant abuse was

reported o the Wyoming Long Term Care
Ombudsman, however it was not reported to the
Wyorning SSA. Interview with the Social services
director on 3/15/06 at 3 PM verified this was not
repodied. The director stated she was not certain
at the time of the report to the Ombudsman
whether or not this was a reportable Incident.

Based on policy review, review of the facility's
abuse file, and staff interview, the facility falled to
implement wiitten policies regarding reporting in
three of four allegations of abuse or neglect
reviewed. The findings were; '

and Reporting
Procedures” section the
word “severc” has been
removed.

d, Item# 3 under the same
section has been updated
to reflect the appropriate
pame (Office of Health
Care Licensing &
Surveys) and the
appropriate phone
number.

¢. Ttem # 4 under the same
section hag been updated
by removing “State’s
Investigation Form™ and
removing the reporting
information for the State
of Utah; and inserting
reporting information for
the State of Wyoming,

3. All allegations of abuse or neglece
will be reported imuediately to the
State of Wyoming, Office of Health
Care Licensing & Surveys and to
the State of Wyoming, Division of
Family Services. An investigation
will be completed within five (5)
days and a written report sent to the
aforetnentioned, -

The items noted above will be
monitored by the Administrator, HR
Manager, and Social Service Designee.
The Administrator will report to the

FORM CMS-2567(02-08) Pravious Varsions Obsolets
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES FE) PROVIDER/SUPFLIEIV/CUA (L2) MULTIPLE CONETRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER, ' COMPLETED
A, BUILDING RC
535038 B WING 08/09/2006 _
NAME OF PROVIDER OR SUPPLIER | STREET ADORESS, CITY, STATE, 21 CODE
476 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE EVANSTON EVANSTON, WY £2970
Y STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION
PG!?E)‘I!& (WMENOY MUsT BEO:R?EQEEDED BY FULL pR.léJle (EACH CORRECTIVE ACTION SHOULD BE e
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE bAYE
{F 228} | Continued From page 3 {F226}| Quality Assuranoc Comumittee at least

‘| resident's property must immediately be reported

Review of the facility's policy "Abuse- Prohibiting,
Investigating and Reporting” (#2001, updated
8/9/06) revealed *...Any person, who suspects
that abuse, neglect or misappropriation of
property may have occurred, will immediately
report the alleged violation to the charge hurse
who immediately notifies the administrator and
advocacy agencies,..the administrator will nofify
the Division of Family Setvices or local faw
enforcament authorities within twenty-four (24)
hours of the reported abuse. The State Survey
and Certification Agency must also be
nofified....injuries of unknown origin, where abuse
cannot be ruled out, significant incidents between
residents, abuse and misappropriation of

to the Office of Health Care Licensing &
Surveys..." The following concemns wete
identified;

8, Review of the facifity’s documentation fora
7/22/06 allegation of neglect involving resident
#25 revealed the Department of Family Services
(DFS) or law enforcement ware not notified.
During an intarview on 8/9/06 at 1:35 PM, the
social services director (SSD) and the
administrator stated DF'S or law enforcement
were not notified.

b. Review of the faciilty’s documentation for a
posalble allegation of abuse (increased brulsing
to the resident) involving resident #27, dated
1112108, showed DFS or law enforcement wena
not notified, On 8/4/06 at 1:35 PM, the SSD and
administrator stated DFS or police were not
nofified.

¢, Review of the facility's documentation
showed on 6/29/08, male resident #24 was found
In fomale resident #23's room with his pants
down. The documentation showed the

a.

quarterly regarding progress.

This will be completed by 08/16/06

New Findipgs

1. Rocky Mountain Care's policy #
2001, Abuse-Prohibiting,

Investigating and Reporting has
been updated as of 08/09/06.

The Social Service
Designee has reported the
allegation of neglect on
7/22/06 yegarding resident
#25 to the Department of
Family Services. This
was done on 08/15/06,

The Social Service
Designee has reported the
allegation of abuse
involving resident # 27 to
the Department of Family
Services, This was dope
on 08/15/06,

FORM CMS-2507(02.08) Pecyious Viaralons Ovsolet
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AUG. 15.2006 3:18PM - | N0, 0282 et S rtsrac00
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
, OR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES } PROVIDER/SURPUER/CLIA, x MULTIPIEA CONSTRUCTON (%3) DATE SURVEY
AND FLAN OF QORRECTION {RENTIFIGATION NUMBER: ABURDING COMPLETED
R-C
535028 B, WING 08/09/2006
NAME OF PROVIDER OR SUPPUER STREAT ADDRESS, CTTY, STATE, ZIP CODE
475 YELLOW CREEK ROAD
ROGKY MOUNTAIN CARE EVANSTON EVANSTON, WY 52930 .
MARY STATEMENT OF PDEFICIENCIES - b PROVIDER'S PLAN OF CORRECTION g
F?&gl;& tac%lqwm ng Pa'éé.ganeo BY FYLL FﬂlEFD( (EACH CORRECTIVE ACTION SROULD B2 oM i N
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
(F 226) | Continued From page 4 {F 226) . The process for reporting
administrator was not notified unti 7/4/06, and the allegations of abuse or
| State Survey and Certification Agency and DFS injuries of unknown origin
ware not notified unfil 7/6/08. During an interview after hours or on
on 8/8/0G at 1:35 PM, the administrator stated the weekends has been
allegation happened right after he started, i was updated. The
over a weekend, and at the time the facllity did administrator is to be
niot have & good process for reporting. notified immediately.
S Notification will then be
made to Office of Health
Care Licensing and
Survey and to the
Department of Family
Services,
The Administrator, Director of Nursing
Services and the Social Service
Designiee will be responsible for
monitoring compliance in this area
daily. Progress will be reported to the
Quality Assurance Committee at [cast
quarterly.,
This will be completed by 08/16/06.
FORM CMS-2687(02.99) Previous Varglons Obslate Event (0 FOrY42 Fachiy Iy WYD025 i continuation sheet Page 5 of 17
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Pmm:lﬂga;?g&m
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039_?
STATEMENT OF DEFIGIENCIES | (1) PROVIDER/SUPSLIERACL
AN PLAN OF CORRECTION IDENTIFIEATION NUMBE;'\ ﬁuﬁ::ﬁ CORSTRUCTION “’&fﬁfé’é‘é“
R-C
535038 B. VNG
. 08/09/2006
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, GTATE, ZIP CODE
EVANSTON, WY 82930
%A) 1D SUMMARY STATEMENT OF DEFICIENCIES (2] PROVIDER'S PLAN OF CORRECTION
PREFIX (BACH DEFICIENCY MUST BE PREGEEDED BY FULL PREFIX (EACH CORRECTIVE At
TAG RESULATORY OR LEC IDENTIFYING INFDAMATION) TAQ CROSS REPERENCED 16 Tt APPROPRITE m&é’ ™
DEFICIENCY)
(FSZS?D} ZSSSS?é% Stln%:éﬁOT(sb) COMPREHENSIVE {F272)) ¥Fi72 5/19/06
. The facility will conduct initially and
The facility must conduct inttially and periodically periodically 2 comprehensive, accurate,
& comprehensive, accurate, standardized standardized reproducible assessment of
reprqductble assessment of each resident's each resident’s functiona) capacity.
functional capacity, This will be accomplished by:
A fecility must make a comprehensive Now Findings
assessment of a resident's needs, using the RA
megtblzaﬂ;'e tf?taftg! The :.assessmen‘t must A physician order was obtained to
(dentification and & following: . o change the Rozerem 8 milligrams to
demographic information; PRN and a sleep assessment was
Customary routing 4
_ gggniﬁve pattems; ggﬁ};l/g?d for Resident #25 on
sommunication; '
Vision;
oodandvehair pters o it
sychosocial wall-being: : , '
Physical functioning and structural problems; hypnotics to the MDS, This was
Goatinence; ' completed on 08/15/06.
Disease diagnosis and haaith conditions:
Dental and nutritionai status; tions; A psychotropic RAP has been initiated
Skin conditions; and an updated careplan has been
Activily pursult placed in Resident #25°s medical
Medications; ‘ record,
Specla! treatments and procadures;
Discharge potential: The Director of Nursing met with the
Documeplation of summaty information reganding MDS Cootdinator on 08/15/06 to
the additional agsessment performed through the | - discuss the use of hypnotics and the
resident assessment profocols; and completion of section “O” on the MDS,
Documentation of participation in assessment. t?ge initiation of RAPs and updating of
the careplan.
;‘;;is REQUIREMENT is not met as evidenced . On admission and through the IDT
. : process, residents will be assessed for
Based on medical record review and staff the appropriate use of hypnotics. The
interview, the facillty falted to assure a Director of Nursing will periodically
comprehensive assessment for all noaded areas audit the MDS to ensure the appropriate
| was completed for one (#25) of six cample completion of the assessment.

FORM CHE-2607(02:00) Previous Verrions Obaciats
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08/16/2006 13:47 3077891438 RMCG
AUG 15. 2006 3:19PH oL SR,
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
C S FOR MEDICARE & MEDICAID SERVICES . OMB NO. 09380391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUFPLISR/CLIA, (2) MULTIPLE CONSTRUGTION 7<3) DATE SURVEY
AND PLAN OF CORRECTION ICENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
535038 B.VANG 08/09(2006
NAME OF PAOVIDER Of SUPPLIER STREET ADDRESS, C(TY, STATE, ZIP CODE
475 YELLOW CREEK ROAD
| ROCKY MOUNTAIN CARE EVANSTON EVANSTON, WY 82930
%4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAN OF CORRECTION ol
EACH DEFICIENCY MUST BE PRECEEDED 8Y Pl PREFIX |- (EAGH CORRECIIVE ACTION SHOULD BE - TION
v l‘ieewrocsvoawcmeunrﬁﬁcsmwmﬂolk TAG chosmrsﬂﬁggig’%‘ro THE APPROPRIATE OaTE
L | The Director of Nursing will report to
{F 272} Continued From page 6 {F272) the Quality Assurance Committee at
residents, The findings wera; least quarterly,
Review of physiclan orders showed on 7/13/06 This will be completed by 08/16/06.
| Rozerem B mifligrams (mg) at bedtitme was
ordered for resident #25, Review of prescribing 1. Resident # 24 was reassessed for
infornation (www.Rozerem.com) revealed falls and the least restrictive
f!ozare_m Is Indlicated for the treatment of interventions werc initiated to
ihsomnia charact?ﬁ_zeﬂ_ by dt rfﬁcfulty with sleep safeguard the resident from
onset. The prescnbmg information also continued falls,
.| documentad "...Wamings: Since sleap ]
dsturbances may be the presenting manifestation Upon admission and every 90 days
of a physical andior psychiatric disorder, or s necessary, a comprehensive
.‘)fmu ptomatic treatment of insomnia should be - assessment will be completed to
it d_lonly_after °°"ﬁf‘." e_\(aluation of the identify each residents needs and 1o
paber_n. Review of the medical tecord revealed - develop a plan of care to meet
no evidence a comprehensive sleep assessmeant those -
_ - needs, The asscssment will
was completed to determine the realdent's usual
. : be updated as often as necessary to
sleep disturbance and possible reasons for reflect any change in the resident’s
insornia such as noise, pain, side effects of ndition, & i
mdigaﬂon. efc. During an inferview on 8/9/06 at conaiion.
10:05 AM, the director of nursing (DON). , ,
thers had been no comp.rehensige( alee; Stated The Director of Nursing will
assessment for this resident periodically audit the MDS to _
ensure the appropriate completion
of the assessment,
2. Closed record #45 has been
7 _ reviewed and corrected
Based on staff interview and medieal record interventions have been put in
review, the facility failed to ensure place to ensure residents will not be
comprehensive assessment was completed for at risk for bed entrapment,
two (%24, #45) of eleven sampla residents In &
variety of areas, The findinge were; - Nursing staff received additional
training in regards to the comprehensive
1. Review of the 3/25/05 Intlal Minimum Datn Sot assessment on 03/31/06. Specific
(MDS) assesament and the 8/10/05 ang 12/17/05 fraining was also provided to the
Quarterly MDS assessments for resictant #24 T nurse’s aides regarding fall
revealed s/he had a history of falls, Review of the interventions and the appropriate use of
Icsiraints.
FORM CMS-2587(0260) Pravious Versions Obsolete Evem ID: FOrY2 Facky ID: ' Wro0as if continuation sheet Page 7 of 17
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P8/16/2606 13:47 3977891438 RMC
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
SYAYEMENT OF DEFIGIENCIES 1) PROVIDER/SUPPLIER/GLIA X2) MULTIPLE CONSTRUCTION DATE SURVEY
AND PLAN OF CORRECTION o (DENTIFICATION NUMBER: - ima’mmue uet w’COMPLE.‘I'ED
RC
| 535038 B. WING 08/09/2006
NAME OF PROVIDER OR SUPPLIER, | SYREET ADDRESS, CITY, STATE, ZIF CODE
‘ ‘ 476 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE EVANSTON EVANSTON, WY 82930
SUMMANRY STATEMENT RECTION
BRE f " (BACH DEFIOINGY MUsT mfumm%cﬁsm PREFIX ‘ﬁm&ﬁ"&?ﬁmm EE cowAinon
1AG RESULATORY OR LEC IDENTIFVING INFORMATION) e cnoss-nzmnaggs& ‘I'E?‘gn}e APPROPRIATE OATE
272 finued F; e7
{F272) | Continued fom pag . {F2rz) Each resident will be assessed by the
entire medical record reveaied the following IDT tearn upon admission, every 90
concems: _ ' days thereafier or as necessary for fall
@, The resident had a fall on 10/20/05 and risks, The appropriate least restrictive
sustained a one 1o two Inch fagged laceration on interventions will be initiated following
the head which required transfer (o the ; the assessment.
ermergency roem fort‘eah'ne!nt.
b. The resident had a fall on 11/8/05 in which The Director of Nursing and MDS
S/he sustained a deep star shaped head wound, Coordinator will be responsible for
12 13"3-5"9 resident was found on the floor on monitoring this area for compliance on
_ a daily basis, The Director of Nursing
12!23)'01.? resident was found on the fioor on will report progress to the Quality
‘ e. The resident had a fall on 1 fgm Assurance Committee at least quarterly,
White the reskient was assessed r figk of falls _—
on a quarterty basis, no comprehensive This will be completed by 08/16/06.
assessment to determine the cause of the faills
was completed, Inferview with the diractor of
nursing on 3/16/06 at 8:08 AM confirmed no
comprehensive assessment was completed,

2. Closed record review revealed resident #45
had an order for two side rails up fo prevent
independent transfers and for bed rmobllity every
day, every shift. Nurses' notes on 27/06 at 10:15
PM reveaied the resident had experienced a fall
while ambulating independently and had
sustained an injury to the right knee. The resident
was quoted in the note a5 stating, *| crawled out
the end of my bed fo go to the bathroom and fell °
in the bathroom on my right knee, | get back up
and crawled into bed.” The nurses’ pote indicatad
the side rulls had been up on both sidas of the
bed and the call ight had been within reach. The
bad entrapmant assessmeant complated on
2/23/06 had a saction headed as “Behaviors.*
Under that section the document inacgurately
showed the resident used side rallsirestraints
appropriately. The assessment had two places

FORM CMB-2507(02-09) Praviom Venrlona Obtolate Evont ID: FQPYY2 Fackty 1D Wr0oz5 . If continuation shomt Fopa A of 17
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FORM APPROVED
OME N 38-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES (X1) PROVIOER/SUPPLIER/GLIA
ON IDENTIFICATION NUMBER:

OF CORRECT]

535033

ULNPLE G UCTION } DATE SURVEY
(XD MULTIPLE CONSTR (1] oo A
A BUILDING
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DEFICIENGY)

{F272)

{F 281)
§8eD

‘areas was checked, The restraint review progress

] 90 days with & reassesament at that time, There

the medication cartwas loft umiockes During this

madication cart was left unjocked, Ouring this

Continued From page &

where the evaluators could indicate by a check
mark of the resident "atternpts to climb
over/around side rails” or "attempts
transfersfambuiation without assistance
recommended for safety.” Despite the
documented incident on 217, nolther of these

nota also written by the same comsmitise on
2/238/06 recommended continued restraint use for

was no evidence this recommendation was basad
on an accurate restraint assessment.

483.20(k)(3)(i COMPREHENSIVE CARE PLANS

The setvices provided or amanged by the facifity
must meet profensional standards of quality,

This REQUIREMENT s not met us evidenced
by:

Based on obzervation, staff interview, and
medical record raview, the facility falled to ansure
professional standards were followed. The
findings were:

1. Observation of medication administration on
3114706 reveated the following concems:
a. From 8:25 AM until 8:20 AM {4 minutes)

tune licensad practical nuree {LPN) #1 had her
back to the medication cart.
b, From 8:39 AM to 8:42 AM (9 minutes) the

time LPN #1 was across the dining roomn and did
not have the medleation cart within her sight.
e, From 6:60 PM until 5:52 (2 minutes) the

{F272)

{F 281} 611908

F2§1

The facility will ensure the services
provided or arranged by the facility
meet professional standards of quality
by:

1. The Administrator, Director of
Nursing and Charge Nurse will
ensiire that medication carts are
locked at appropriate times each
day. Progress will be reported to
the Quality Assurance Commitice
at least quarterly,

2. The Director of Nursing will ensure
that all nursing staff cleans their
hands appropriately (between
residents) when dispensing
medications to residents. The
Director of Nursing will provide

FORM CMS-2567(02.00) Previous Versions Obsaite

Event iD: FOPY1Z
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO_ 09380381
STATEMENT OF DEFICIENCIES 1) FROVIOER/SUPPLIER/CLIA (&) MULTIPLE CONSTRUGSTION {(X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
835038 5. WING ' 08/09/2006
NAME OF PROVIDER OR SUPFLIER S'TREErADDRE%. CITY, ETATE, ZIP COOE
, ' 475 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE EVANSTON EVANSTON, WY 52830
(4) ID SUMMARY STATEMENT OF DERIGIENCIZS ] PROVIDER'S PLAN OF CORRECTION o8
GH DEFICIENCY MUST B PRECEEDED CH AGTION SHQULD BE COMPLETION
p%'fg“ l‘!'?duuroav ORLEC lnmmnﬁc rwoaﬁ% P?igm m%«mvﬁm% TO THE APPROPRIATE DATE
{F 281} | Continued From page 9 {F 281} education and training to the
nursing staff and will monitor this

medication cart was left unlockad, During this
fime LPN #3 had her back to the medication cart.

~ d. From 6:15 PM until 6:18 PM (3 minutes)
the medication cars was left unlocked and the
bottom drawer was (eft pulled out while LPN #3
crossed the dining room to adminlster
medications to a resident, The following
medications were accessible fo residents in the
open bottom drawer: |exapro (antidepressant),
Uipitor (for high cholesteral), Candesartan
-colexetil (antihypertensive), Synthroid (for
hypothyroldism), Toprol XL (antihypertensive),
| Terazosin (antinypertensive), Omeprazele {for
acid reflux), Flaygl (ant-infective), Pentasa GR
(for ulcerative colitis), Fosamax (for prevention or
treatment of asteoporosis), Cymbaita
(antidapressant), Digitek (cardiac drug), ‘
Pericolace (stool softanerflaxative), Nexium (for
acid reflux and erosive esophagitis), Plavix
(entiplatelet drug), Tramadol (analgesic), Zyrtec
(antihistamine), Celebrex (for arthrifis), Plend
(anthypertenaive), Avandia (entidiabetic),
Levothyroxde (for hypothyroidism), Lasix
{diuretic), Zyprexa (antipsychotic) disintegrating
tablets 27 & milligram (mg) tablete and 15 20 mg
tablets, Acetominophen (analgesic), Docusate
Sodium liquik! (laxative), Miralax powder {laxative)
9 contalners, ASA (Aepirin-analgesic), Vitamin E,
Guiatuss DM syrup (expectorant/cough syrup),
Laculose (laxative), 13 syringes, and Medicated
chest rub with a warning "Keep out of reach of
children, I swallowed get medical help or contact
a Polson Goatrol Center right away.* |
Accorting to the "Medication Guide for the
Long-Term Care Nurge®, gixth edition, 2003, page
67, medication carls should be kept locked when
vnattended. |

area for compliance weekly and
report progress to the Quality
Assurance Committee at loast
quarterly.

3. The weokly weight orders for
Resident # 1] have been revised on
the vital sign flow sheet and
resident is being weighed weekly
88 ordered by the physician,

The Director of Nursing and MDS
Coordinator will ensure that
residents are weighed in
accordance with physicians order
and comprehensive assessment,
This will be done at Jeast monthly
and progress will be reported to the
Quality Assurance Comumittee at
least quarteriy,

4. The Director of Nursing wil] audit
the MAR at least weckly to ensure
that cach resident is receiving their
medication a3 ordered by their
physioian. Progress will be
reported to the Quality Assurance
Committee at least quarterly,

This will be completed by 08/16/06.

FORM CIMS-2567(02-00) Previaus Versions Obsoiets Evonk IR FQPYI2
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BTATEMENT O DEFICIENCIRS 1) PROVIDER/SU PLIER/CL MULTIPLE CONBT| \TE
AND PLAN OF CORRECTION xn IDENTIFIGA'HD‘:I NUI'-{BEII%A :\le:UILl; NG RUGTION (xa)ggMP&"RTEVDEY
RC
£35038 B. WG . 08/09/2006
RAME OF PROVIDER O SUPPLER ETREET ADDRESS, CATY, STATE, 2IP CODE
475 YELLOW CREEK ROAD
N .
ROCKY MOUNTAIN CARE EVANSTON EVANSTON, WY 62030
(xg /3] BUMMARY STATEMENT OF DEFICIENGIES 1] PROVIDER'S PLAN OF CORRECTION
CH BEFCIENGY MUST BE PRECEEDED BY CH CORREC ACYION BHOULD BE OOWOI?‘IW
P¥AG F(lEEAGUIATORY ORLEC IDENTIFYING IHFORmﬂFg'LIO P?AEIG:“ Oég\%mﬂmgg ?&E APPROPRIATE DATE
{F 281} | Continued From page 10 | {F 281}  New Findings
2. Gbservation on 3/14/08 from 28:05 AM until 8:15

AM, LPN #1 did not cleanse her hands between
administration of medications to non-sample
resident #9 and hon-sample resident #42.
Observation on 3/14/06 from 5:40 PM untit 6 PM
revealed LPN #3 did not cleange her hands after
she administered. medications to non -sample
residents #19, 421, #39, #32, and #16. Interview
with the DON on 3/16/06 at 8:08 AM eonfirmed
hands should be cleansed between residants
when medications were administered.
3. Review of the 308 physician's orders for
resident#11 revealed an order dated 8/29/05 for
weekly weighte, Review of the vital slgns fiow
sheet revealed the resldent was not woighed from
B/24/05 unti 2121708 (8lmost 26 weeks). Interview
DON reveated the resident was not

welghed because the Hoyer scale was broken

According to.the Wyoming Nursing Practice Act
and Administrative Rules and Regulations dated
July 2005 nurses must follow physicians orders,

4. Review of the March 2006 recapitutation
physician orders and medication adminjstration
record (MAR) for resjdant #28 showed an arder
for Digoxin 0.25 milligrams (mg) every other day,
and skip the third day (however, the rasident
received the medication every two days, and
skipped the third), Review of the previous

fecapitulation orders and MARs revaaled the
order wag for Digoxin 0,25 Mg averyday, and skip
the thint day. There

phange the ordar {0 every other day. During an

from, because thare ,
She stated the order was typed in wrong on the

was not a physician's order fo |

L. Eachnusse will administer

the medication has been giv

appropriate place.

Director of Nursing and the
to ensure medications were
appropriately 2% L+
A 4

*

Regulations of medication

administering medication,

The Director of Nursing will

quarterly on the progress,

This will be completed by
08/16/06.

medications as ordered by the
physician and will document that

the MAR by initialing in the

Resident #17 was seen by the

The Director of Nutsing held az ik
service on for all nursing staff on
08/15/06 to discuss the Rules and

adminisiration and documentation, Q‘-
Medication pass revicws will be

conducted by the Director of
Nursing randomly, cach week to

ensure that syurses arc appropriatcly

continue to monitor for complianice
and will report 10 the Quality
Assurance Committee at least

en on
il om ‘E/?%Jé

nurse

iven
give e

(];ff?f?—-‘*

f
&7
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DEFAR ( MENT OF HEALTH AND HUMAN SERVICES FORM A?fﬁaov%ﬂ
ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-039
STATEMENT Off DEFICIENC OVIDER/BUPPLIER/GLIA MULTIPLE CONSTRUCTI OATE SURVEY
AND PLAN DF CDRRé%‘TIONEs .{XU IZEN'NNCI\TIOEP I?UMHEF; ﬁmm‘:‘; o @’COMPLETED
R-C
535020 B WG 08/09/2006
NAME OF PROVIDER OR SUPPUER BTREEY ADDRESS, Catv, 8TATR, 2IP CODE
\ 475 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE EVANSTON EVANSTON, WY 82630
Sum TEMENT O Gl PROVIDER'S PLAN OF CORRECTION
flarch (EACH DEMGIENCY e PRECEEDLD DY FULL PREFX (EACH CORRECTIVEACTION SHOWLD BE. | comon
TAG REGULATORY R LSC IDENTIFYING INFORMATION) TAG cnos&nemaenugfl& ‘IE‘ONCT'I;)E APPROPRIATE oaTe
{F 281} | Continued From page 11 {F 281}
| recapitulation, and the nursing staff should have
caught the mistake,
Beaed on staft interview, review of facifity policy,

and medical recory review, the facitity failed to
assure professional standards were followed
related to documentation of medication
administration for one (#1 7) of six sample
rfesidents, The findings were:

1. Review of physician orders for regident #17
revealed that on 7/11/06 the Physician ordereq
Risperdal ¢ milligrams (mg) BID (twice a day).
However, review of the August 2008 medication
administration record (MAR) showed no
documentation that the moming dose of the

| Risperdal was given on the first four days of the
month, Interviow with licansad practical nurse
(LPN) #1 on 8/8/06 at 4:48 PM revealed the nurse
| responsitie for administering the medication
shauld have initialed the MAR after administaring
the medication. At 5:10 PM, PN #1 brought the
bubble pack medication card to the surveyor and
stated sha had counted backwards ang
determined the resident had In fact received the
medication as ordered the fitst four days of the
month, bt the | had not been initiajed,

2. Interview with the director On nursing (DON) on
8/8/06 at 3:23 PM revegied it & the policy of the
feoility that nursing staff are responsible for
initialing the MAR Upcn adminlatering medication,
Review of the facility policy and procadure
(#2026) titted “Medications . Administration of
Drugs” revealed the following: *,..13. Medications
must be charted immedistely following the
administration by the person adminlstering the

FORM CHIS-25671012-09) Provioxrs Visesionss Obeotoqe BvontID: FQPY12  Facky (D, vryoozs # contnuation sheet Page 12 of 17
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PB/16/2006 13:47 3877891438 RMGC
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE|
CENTERS FOR MEDICARE & MEDICAID SE VICES OMB NO, 0938-030
STATEM DER/SUPPLIBRIGLIA SURVEY
RERRSCRIGT [ e [mwivis cowtommon e
R-C
535030 B, WING 08/08/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2f CODE
A76 YELLOW GREGK ROAD
ROCKY MOUNTAIN CARE EVANST: ON EVANSTON, WY 82930
{x4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION
PREFX | DEFICIENCY MUST B BY FULL PREFLX {EACH CORRECTIVE ACTION SHOULD BE
TAG GULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DERCIENGY)
{F 281} | Continued From page 12 {F 287)
 drugs. The date, tme administered, dosage, ets,,
must be antered in the medieal record and signed
by the person entering the data, The nuree
adminigtering the medications must inltial the Fa2o
{ resident's MAR, on the apptopriate fine and date
for that specific day." Each regident’s drug regitoen maust
. be free from unnecessary drg,
{F 329} 483.26(1)(1) UNNECESSARY DRUGS {F320)f - This willbe accomplished by: 4128106
88=0 \
| Each resident's drug regimen must be free from New Findings
unnecessaty drugs. An unneceseary drug Is an - .
drug when ‘Jsed #}sexcessive dose. (ri{\cl:‘dgng 4 A physician order was received to
duplicate therapy): or for excessive duration; or change Resjdent #25's Rozarem 8
without adequate monitoring; or without adequate mg to PRN.
widications for its use: orin the presence of . . ,
adverse consequences which indicate the dose A quality monitoring tool will be
should be reduced or discontinued; or any implemented to ensure unnecessary
combinations of the reagons above. dvugs ure not included in any
: resident’s drug regimen, including
o ' Resident #25°s use of hypnotics,
 Thig REQUIREMENT Is not met as evidenced
by . Ali nursing staff responsible for
Based on medical record review and sty medication orders and medication
interview, the facliity failed to sssure the drug administration received cducation
regimen was free of unnecessary drugs for one and training by the Director of
(#25) of five sample residents who recaived Nursing on 08/15/06 regarding the
psychoactive medications, The findings were: appropriate use of medications and
proper doctumentation on behavior
Review of physician orders showed on 7/13/06 tracking sheets and sleep
Rozerem 8 miligrams (mg) at bedtime was assessment for hypnotics,
ordered for resident #25, Review of the July and
August 2006 medication administration records A sleep assesyment was initiated
(MARS) revealed the resident received the and completed on 08/16/06 for
medication each night except for 7/25/06, Reviaw Resident # 25 to assess the
of prescribing information (www.Rozerem.com) appropriate usc of Rozarem each
fevealed Bozerem' is indicatod for the treatrnent night, The order was changed o
J of insomnia characterized by difficully with sleep PRN, as needed for insomnia.
FORM CM5-2587(02-99) Proviows Verslont Obeoiate Evonl ID: FOPY42 Fachity iD:  Yrouzs cofiinyation sheet Poga 13 of 17
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEL
__CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB Ec;u:?ﬂaa-oam
STA DERICIENCIES 1) PROVIDER/SUPPLIER/CLIA $42) MULTIPUE CONSTRUGTION ) OA
mnmogommou o IDENTIFICATION NUMBER: A BUILDING COMPLETED
' R-C
. 535038 8. wina 08/09/2006
NAME OF PROVIDER OR SUPFLIZR STREET ADDRESS, CITY. STATE, 2 CODE
475 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE EVANSTON EVANSTON, WY 82930
{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION
Fl MUET BE PRECEEDED BY FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE
Ps_ggm %%'ﬁor?ﬁﬂm IDENTIFYING INFORMATION) ™S caoas-assensggﬂsgl 'gc'r%s APPROPRIATE DATE
A sl i 04 wads.
{F 326} | Continued From page 13 {F 329} : / W M,.t <
The Psychotropic Review -
onset. The prescribing information ziso Committee will meet each month to“ef/é ’@ém%%
documented *., Warmings: Since skeep review the drug regimens for m%? (i 72
disturbances may be the presenting manifestation residents and make appropriate i A
of a physical and/or psychlatric disorder, recommendations to attending g Muﬂ }@M)
symptomatic treatment of insomnia should be physiciaps, - Q,féb vy
inttrated only afler careful evaluation of the The Director of : . /
pationt” Review of the medical record rovesled reprscnt the haychotrapie Review’ A/ V"
o evidence a comprehensive sleep assessment Committee 8t the Quality fm 2
was completed to determiine tha resident's usuel Assurance Committee meeting to f/ ﬁ/‘?é’ -9

| ragarding the use of the medication. Tha DON

sleep disturbance and possible reasohs for
Insominia such as noise, paln, side effects of
medication, ete, In addition, thare Jacked -
evidence nonpharmacoiogical nterventions were
triad. Furthenmore, thera lacked evidenca the
facility was monitoting for the effectiveness of the
medication or any side effects. During an
interview on 8/9/06 at 10:05 AM, the director of
nursing (DON) stated there was no sieep
asgessment, nor physiclan documentstion

stated the resident was re-admitted from the
hospltal with this medication, and the facility had
not addressed it yet, The DON further stated the
medication shouk! have been monitored for
effectiveness and side effects on & psychoactive
monitoting sheet in the MAR, but she just realized
this week there was not a monitoring sheet for
this resident,

Based on medical record review and staff
interview, the facility falled % assure the drug

be held at least quarterly,

This will be completed by
08/16/06.

A quality monitoring too! has beey
implemented to ensure unnecessary
drugs are not included in any
resident’s drug regimen, including
Resident #30, All nursing staff
responsible for medication orders
or medication administration did
receive education and training on
03/31/06 and on 08/15/06 that
covercd the appropriate use of
medications and proper
documentation on behavior
tracking shcets,

The Dircctor of Nursing will
continue to monitor at least weckly
and then will report progress to the
Quality Assurance Committee at
least quarterly,

This will be completed by
08/16/06.

FORM CMB5-2507(02-08) Pranvious Varelons Obsolta
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE(,
CENTERS FOR MEDICARE & MEDRICAID SERVICES OMB NO. 0938-0391
TEMENT OF DEPICIENCIE, ROVIDER/SOPPLER/CLIA ' MULYIPLE CONSTRUCTION ) DATE SURVEY
ISUTIAD PLAN OF CORRECTION s 0 lgeg'wnncmoukn"ﬁue-e& ﬁunw NG o COMPLETED
| 8. WING R-C
535030 - VN 08/09/2006
NAME OF PROVIDER OR SUPPLIGR STREET ABORESS, 7Y, STATE, ZiP COBE
_ 475 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE EVANSTDH EVANSTON, WY 82830
" SUMMARY 67, P Bs PROVIDER'S PLAN OF CORRECTION o
ik | (A ey & MUSY BE PAOCEoIEs PREFDX H CORRECTIVE ACTION SHOULD 66
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CRoss-aEFEREEgeq% %?‘ goca APPROPRIATE DATE
{F 329} ) Continued From page 14 {F 329)
regimen was free of unnecessary drugs for one
{#30) of seven sampie residents who raceived
psychoactive medications, The findings wers:
Review of the 3/06 physician's orders for resident
#30 revealed Ativan (anti-ardaty) 1-2 mg
(milligrams) every 6 hours as needed for anxiety.
Review of the 3/06 Madication Administration
Record revesled the resldent received Ativar on
3/3/06 at noon, 3/7/06 at 11 AM, and V10/08 at
11:30 AM. Review of the behavior mortitoring
form revealed the resident had no behaviors of
aggresslon, agitation, of restieszness on these
dafes or at any time during the month of March, F332
Interview with LPN #2-on 3/14/06 at 2:30 PM '
revealed the resident was sometimes given e .
{ an . . The facility will cnsure that it i
Aw.an prior to hisher bath to prevent possible free of medication crror rates of
anxiety, g
five percent or greater and wil]
accomplish this by:
(F 332} | 483.25(m){1) MEDICATION. ERRORS {F 332) 6/19/06
§§=D New Findings
The facility must enaure that It Is free of
medication ervor rates of five percent or greater. 1. Resident# 19 had a iﬂ“’
clarification order written on
, 08/08/06 for Carafate and
. . ' Reglan to be given at meals
g"hls REQUIREMENT is not met as evidencad and HS per resident request,
v '
Based on ohservation, medical record review and 2. The treatment sheet for UPL
staff interview, the facility failed (o assure it was Resident #17 has been updated
free of medication error rates of five percent or to reflect the manufacturer
greater. During observation of medication recommendations related to the
administration, threg alIrors occurred in 48 Jength of time between each
opportunities, resulling in a medieation enor rate puff,
of 6.25%. The findings were:
' ‘ ‘ 3. An in-service has been held -Ap
1. Observation of medication sdminlstration on with all nurscs on 08/15/06 to
FORM CMS-2567(22.60) Previous Versions Obeorele EvetiD: FQPYZ  Fecliyio:  Wr00z5 ¥ continuation sheet Page 15 of 17
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DEPARTMENT OF MEALTH AND HUMAN SERVICES FORM APPROVE|
CENYERS FOR MEDIC RE & MEDICAID SERVICES OMB NQ. 0938039
STATEMENT OF DEFICIENGIES : OVDE ER/CLIA MULTIPLE CONSTRUGTION ) DATE SURVEY
AND PLAN OF CORRECTION = Emmmw% rﬁu oG i COMPLETED
R-C
535038 B. WG 0819512006
NAME OF PROVIDER OR SUPPLIER STREETADORESS, GITY, STATE, ZIP COOE
AT6 YELLOW CREEK ROAD
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omw [ SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION conShon
{EACH DEFIGIENCY MUST BY FULL REFIX CORRECTIVE ACTION SHOULD BG
”';fc:'x ‘REGU[ATOHRQORLSC IDENBIE'IFYING lNFgomﬂow P'rm CR wlc‘TOWAPPROPRIATE OATE
{F 332} | Continued From page 15 2 discuss the proper
f b Co fompage 1 {F 332 administration and use of
8/8/06 at 5:50 PM ravealed licensed practical inhalers, Treatment sheets for
rurse (LPN) #1 edministered medications to each resident using jnhalers D’V“
resident #19, including Carafate 1 gram (gm} and have been updated to reflect
Reglan 5§ milligrams (mg). Observation revealed the manufacturer’s
the resident was finiehing up his/mer meal, recommendations.
Review of the July 2008 physician orders showed
the resident was ordered Carafate 1 gm-and 4. Random medication audits are | 1
Reglan 5 mg to be given ~acTbetore meals], being done weckly by the 39 o

| the physician etaling the medications could be

#17 was ordered Combivent inhaler MDI two

During an Interview on B/8/06 at 1:35 PM, LPN #1
stated it was the residents preference to have the
medications given at meals, and not before, The
LPN stated there was no elarification order from

given with meals,
2. Review of physician orders showed resident

puffs, three times per day, Observation on 8/8/06
at 2 PM revealed registered nurse {RN) #1
administered a Comblvent inhaler fo the resident.
The RN gave the resident one puff, waited 30
seconds, then gave the regident a second puff.
Interview with the RN at that fime revealed she
usually walted one minute between pults. Tha RN
then reviewed the product insert for the
Combivent inhaler which instructed to watt
“approximately 2 minutes” between pufis,

This will be completed by
08/16/06.

1

Director of Nwrsing to asscss Ji,\‘dh
whether appropuiate standards

are being met.  The Director

of Nursing will report to the
Quality Assurance Committee

at least quarterly regarding
Progress,

Resident # 20 is receiving the
appropriate adroinistration of
inbaler per physician’s order
and according to the
manufacturer’s label. Resident
#20’s treatment sheets have
been updalc to reflect the

manufacturers
Teconmendations,
2. Resident #7 is receiving two
(2) tablets of extended release
Based on ohservation, medicul record review, Vitamin C ss ordercd by the
and staff inferview, the facllity falied to ensure physician,
medication @rom were not greater than five
percent. The medication error rate was 6.5 3. Resident #32 is receiving
percant. The findings were: Oscal with Vitamin D ag
ordered by the physician.
FORM CMB.2567(02-60) Praviows Versiony Obsolete Evort §D; FOPYq2 Fachily ID.  Wroogs tf conBinuation sheel Page 18 of 17
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A, BUILDING

2 wiNe

. 0938.
) DATE SURVEY
COMPLETED

R-C
_08/09/2006

NAME OF PROVIDER OR SUPPLIER
ROCKY MOUNTAIN CARE EVANSTON

STREEY ADDRESS, GFTY, STATE, ZIP CODE
476 YELLOW GREEK ROAD
EVANSTON, WY 62930

SUMMARY STATE

1D TEMENT
s’é‘ém (EACH DEFIGIENCY MUST 5

TAQ

DEFICIENQYES
REGULATORY OR L8C IDENTIFYING INFORMATION)

ED BY FULL

0 PROVIDER'S PLAN OF CORRECTION
PREFIX {GACH ECTIVE ACTION SHOUWD BE
TAG CROGS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

Continued Frorm pege 16

1. Observation of madication
resident#20 on 414/06 ot 0:
licensed practical nurse (LPN

{F 332}

2, Observation of meadication

tablets),

3/14/06 at 5:59 PM revealed
administered Oyster Calclum

€rrors,

32 AM revealed

protocol on spacing and proper sequetice of

| nhaled medications revealed there should be a
one minute wait batween puifs to allow additional
puffs to penetrate tha lungs more effectively,

| Intekview with the difector of nursing on 3/16/06 at

/14406 at 6 PM revealed |.PN #2 administered
vitamin C 500 my (one tablet) to resident #7 and:
review of the physician's orders reveated the
order was for vitamin C extended release (two

3. Obsetvation of medication administration on
to resident #32, Review of the physlciaq's orders

4. Intarview with LPN#3 o0 3/15/06 at 3:45 PM
confimed the aforemantioned wera medication

administration for
) #2 administered

administration on

LPN #3

{F 332) Random medication audits arc

being doge weekly by the Director
of Nursing to assess whether
appropriate standards are being
met.  The Director of Nursing will
report 10 the Quality Assurance
Committee at Jeast quartexly
regarding progress.

This will be completed by
08/16/0¢,

FORM CM3-2587(02.09) Pravious Varsions Obsolete
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Department of Health and Human Services . Form Approved
Centers for Medicare & Medicaid Services . OMB NO, 0938-0390

Post-Certification Revisit Repért

Public reporting for this collection of information fs estimated ‘o average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the celfecticn of Information, Send comments regarding this burden estimate or any other aspect of this coliestion of information
including suggestions for reducing the burden, to CMS, Offlce of Financial Management, P.Q, Box 26684, Baltimore, MD 21207; and to the Oifice of Management and Budget, Paperwork
Reduction Project (0938-0380), Washington, D.C. 20503,

(Y1) Provider/ Supplier/CLIA/ (Y2) Multiple Gonstruction ' (¥3) Date of Revisit .
Identification Number A. Building
535038 B. Wing 8/9/2006
Name of Facility Street Address, City, State, Zip Code
ROCKY MOUNTAIN CARE EVANSTON 475 YELLOW CREEK ROAD
EVANSTON, WY 82930

This report is completed by a qualified State survayor for the Medicare, Medicald andfor Glinical Laboratory Improvement Amendments program, to show those deficlencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been comected and the date such corrective action was accomplished, Each deficlency should be
fully identified using either the regulation or LSC provision number and the identification prefix code praviously shown on the CMS-2667 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4) Item (Y5) Date (Y4} ltem (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix  Fo156 04/03/2006 ID Prefix  Fo157 03/31/2006 ID Prefix  Fo164 08/09/2006
Reg. # 483.10(b)5) - (10), 483.10(1 Reg. # 483.10{b)(11) Reg. # 483.10(e), 483.75(1){4)
LsC LsC T LSC -
Correction Correction Corraection
Completad Completed Completed
ID Prefix  Fpi69 03/31/2006 D Prefix  Fp221 03/30/2008 1D Prefix  Fo241 06/19/2008
Reg. # 483 10(h) Reg. # 483 13(a) Reg. # 483 15(a)
LSC _n_ LsC LsSC
Correction Correction Correction
Completed Completed Completed
(D Prefix  Fozas 05/19/2006 ID Prefix  Fo248 05/19/2006 iD Prefix  Fo253 08/09/2008
Reg. # 483.15(e)1) Reg. # 483.15((1) Reg. # 483.15(h)(2)
LSC LSC LSGC
Correction Correction Correction
Completed Completed Completed
ID Prefix  Fo254 05/19/2006 ID Prefix o257 08/09/2006 ID Prefix  Fo276 __ 05/19/2006
Regd. # 483.15(hy3) Reg. # 433.15(hy6) Reg. # 483.20(c)
LSC LSC LsC B
Carrection Correction Correciion
Completed Completed Completed
ID Prefix  Fp278 05/19/2006 1D Prefix  Fo279 05/19/2006 ID Prefix  Fo282 08/09/2006
Reg. # 4g3.20( - (i) Reg- # 483.20(a), 483.20(K1(1) Reg- # 483.20(k)(3)ii)
LSC LsC ' L.SC )
Reviewed By Reviewed By Date: Giature of Surveyd Qﬂm Date:
State Agency MO %/ c} Ob
. > ¢
Reviewed By — | Reviewed By Date: Sign{.g;n{re of Surveyon, Date: 4
CMS RO

Form CMS - 25678 (9-92) Page 1 of 3 Event ID:  FQPY12



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0380

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing Instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information, Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financlal Management, P.Q. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0928-0380), Washington, D.C. 20503.

{Y1) Provider/ Supplier/ CLIAS {Y2) Multiple Construction {Y3) Date of Revisit
Identification Number A. Building
535038 B. Wing 8/9/2006
Name of Facility Street Address, City, State, Zip Code
ROCKY MOUNTAIN CARE EVANSTON 475 YELLOW CREEK ROAD
EVANSTON, WY 82930

This report Is completed by a qualified State survayor for the Medisare, Medicaid andfor Clinical Laberatory lmprovement Amendments program, fo show those deficiencies previously
reported on the CMS-2567, Statement of Deficlencies and Plan cf Correction that have been corrected and the date such corrective action was accomplished, Each deficiency should be
fully identified using either the regulation or LSC provisien number and the Identification prefix code previously shown on the GMS-2567 (prefix codas shown to the left of each
requirement on the survey report form).

(Y4) Item (Y5) Date (Y4) ltem (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
D Prefix  Fos09 04/28/2006 ID Prefix  Fo312 08/09/2006 ID Prefix  Fo314 08/08/20086
Reg. # 483.25 Reg. # 483.25(a1(3) Reg. # 483.26(c)
LsC LsC LSC
Correction Correction Corraction
Completed Completed Completed
1D Prefix  Fp315 0B109/2006 tD Prefix  Fo32s 08/09/2006 ID Prefix  Fo334 0511912006
Reg. # 483.25(d) Reg. # 4g3.25(h)(1) Reg. # 4g3.2501M2)(ii)
LsC LsC LsSC o
Correction Correction Correction
Completed Completed Completed
ID Prefix  Fo353 08/09/2006 ID Prefix  Foa7+ 05/19/2006 1D Prefix  Fo430 __ 05119/2006
Reg. # 433 30a) Reg. # 483 35(h)2) Reg. # 483.60(c)2)
LsC LsC ) LsC B
Correction Correction Correction
Completed Completed Compgleted
ID Prefix  Fo444 08/09/2006 ID Prefix  Fo444 08/09/2006 ID Prefix  Fo454 |04/28/2006
Reg. # 483.65(a) Reg. # 483.65(0)(3) Reg. # 483.70
LsC LSC LSC B
Correction Correction Correction
Completed Completed Completed
D Prefix  ro465 05/19/2006 ID Prefix  Fo4e3 04/12/2006 ID Prefix  Fos07 05/19/2006
Reg. # 483 70(h) Reg. # 483 75(d)1)-(2) Reg. # 483 75()2)iv)
LsC - - LsC LSC
Reviewed By _ | Reviewed By Date: Signature of Surveyor: Date:
State Agency
Reviewed By — | Reviewed By Date: Signature of Surveyor Date:
CMS RO -

Form CMS - 25678 (9-92) Page 2 of 3 EventID:  FQPY12



Department of Health and Human Services
Centers for Medicare & Medicaid Services

Form Approved
OMB NO, 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per respense, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the coliection of information. Send comments regarding this burden estimate or any other aspect of this collection of information

including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503,

(Y1) Provider/ Supplier/ CLIA /
Identification Number

535038

(Y2) Multiple Construction
A. Building

B, Wing

(Y3) Date of Revisit
8/9/2006

Name of Facility

ROCKY MOUNTAIN CARE EVANSTON

Street Address, City, State, Zip Code

475 YELLOW CREEK ROAD
EVANSTON, WY 82930

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendrments program, to show those deficiencies previousiy
reported on the CM3-2567, Statement of Deficlencles and Plan of Corraction that have been corrected and the date such corrective action was accomplished. Fach deflclancy should be
fully identified using elther the regulation or LSC provision number and the Identification prefix code previously shown on the CMS-2587 (prefix codes shown fo the left of each

requirement on the survey report form).

{Y4) Item (Y5) Date (Y4) item (Y5} Date {Y4) item (Y5)  Date
Correction Correction Correction
Comgleted Completed Completed
ID Prefix  Fo513 08/09/2006 ID Prefix  Fost7 04/28/2006 ID Prefix  Fos18 04/28/2006
Reg. # 483.75(K}(2Xiv) Reg. # 483.75(m)(1) Reg. # 483.75(m){2}
LSC LsC LsC
Correction
Completed
ID Prefix  Fos21 05/19/2006
Reg. # 483.75(0)21-14)
LSC
Reviewed By Reviewed By Date: Signature of Surveyor. Date:
_State Agency _
Reviewed By — | Reviewed By Date; Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
3/16/2006 Uncorrected Deficiencies {CMS-2567) Sent to the Facility? YES NO
Form CMS - 2567B (9-82)
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