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F 000} INITIAL COMMENTS FO00| preparation and execution of this plan of
correction dows tiot constitute an
The followlng common abbreviations are used admission or agresment by this provides
thraughout this dociment: of tiw truth of the facts alleged or
PON - director of nursing conclusions set forth in statement of
deficiencies. The plan of commection is
RN - registered nurae prepared and/or executed solely because
' it is required by the provisions of fedetal
LPN - fioensed practivel nuree and st;lte' law, Comgletion dates are
provided for procedural processing
MDS - Minimum Data Sat purposed and correlate with the most
GNA - certified nurse aide recently contemplated or aceomplished
?t“_‘ Fﬂgfntumetar corvestive action and do not necessatily
Less commonly used abbreviations will be votrespond chranologically to date the
s : Tacility is of the opinion it was In
annotated in esch deficiency where used. ! . .
F 225 483 43(c) 1M, (€)(2) - (4) Foop| compliance with requirements of
5520 | INVESTIGATE/REPORT participation or that corrective action was
ALLEGATIONS/INDIVIDUALS Deceasary-
The faslity must not emplay Incividuals who hava
been found guilty of abusing, naglecting, o F225 _
mistraating residents by & court of law; or have The facility will.not employ Individuals
had # finding entered into the State nuree alde who have been found guilty of abusing,
registry concerning abuse, naglsat, mistraatment neglecting, or mistreating residents by a
of residents or mizappropiation of thelr proparty; court of law. The facility will ensure that
and report ainy knowiedge it bas of actions by a all alleged violations Invelving
court of law against an employae, which would mistrestment, neglect, or abuse, Including
indicate unfithess for service as a nurse alde or injuries of wnlnown source and
other facility staff to the State nurse alde registry misappropriation of resident property are
or leensing authorities. reported immadiatety to the administrator
f the facility and to othet officials in
The fﬂﬂillty must ehsure that all allsyed violations gccma-d::clel?v“h State law through_
involving mistreatment, neglact, or abuse, eatablished procedures,
Including injuries of unknown source and The facility will have evidence that all
misappropriation of resident property are reparted alleged violations are thoroughly
immediately to the adminlstrator of the facillty and auegs!
i investigated, and will prevent further
fo other offlcials In sccordance with Stafe law temtin] ab nilo the investieatlon is
through established procedures (including to the potential abuse Wl SUE
Stata survey and cartification agensy).
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FORM APPROVED

COMB NO. 0838-0381
STATEMENT OF DEFIGIENCIES (X1} PRUVIDER/SUPPLIER/GLIA {Xey MULTIPLE GONSTRUCTION {%3) DATE SURVEY
AND PLAN OF GORRECTION tDENTIFICATION NUMBER: A BUILDING COMPLETED
c
545048 B. WING 04/08/2010
NAME GF PROVIDER OR SUFPLIER $TREET ADDRESS, QITY, STATE, 2P GODH
1501 HOWELI, AVENUE
L1
WORLAND HEALTHCARE AND REHABILITATION CENTER WO D, WY 82401
{X4) ID BUMMARY STATEMENT QF DEFICIENCIES 1D PROVIBER'S PLAN OF CORRECTION [e0]
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL FREEX {EAGH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG GROBS-REFERENCED TO THE APPROFPRIATE DATE
BEFIDIENOY)
F 225 | Continusd From pags 1 F226]  in progress.
The results of all investigations will be
The facility must have avidence that all alleged repotted to the adminisirator or his
violations are thoroughly investigated, and must designated representative and to other
prevent further potential abuse while the affictals in accordance with State law
investigation is in prograss. including to the State survey and
Ificati ithin 5 worki
The results of all investigations must be reported 33';;%%‘3“@5%1?( ‘:Il’ld ’;;— thr :ﬂeg;'%
to the administrator or his designatad violation is verified approprlate corective
representaiive and ta ather offislals n accordance action will be taken. -7
with State law (lnu!udir‘;g ta l%he State survey ;and . )
cerlification agensy} within & working days oi the N
incident, and if the alleged violation is verified Tm; ‘eqﬂrg“?"’m Will be met a5
appropriate comestive action must be taken. evidenead by
I, Resldent#62 has expired.
2. incldents involving possible 5/2310
‘This REQUIREMENT s not met as evidenced abuse, neglect, mistreatment of 2
by: resident or misappropriation of
Hased on medical record raview, stalf interview, resident proparty will require a full
and review of internal Inveetigatons, the faclity Investigation.
falled to Investigate 1 of 10 Incidents wvolving 3. Social Service Worker, Direstor of | 5/23/10
possible abuse {resident #62). The findings wers; Nursing, or designee will review
: all raports of possible abuse,
Review of the care plan for resident #62 showed neglaf:t, mistrl;atment of residents
tite resident had required the assistance of one and/or misappropriation of resident
employee with wheelchalr transportation since property.
11727104, Review of the nurglng notes showad 4. Tncidents thet E‘B{]Uil'e the resident 3123710
the resident was out of the faoility on 2/3/10 at {0 0 be seen outside the facility by a
AM far a phyeician's visit. Further review showed hysician will requirs an
the faclity received a call from the emergency P N etiation 4
room on 2/3/40 at 11:30 AM requesting Investigation.
information conoerning the resident. The £ Residents:
dosumentation shawed the residant fell and hit ID of Residen dsi Worland
his/her head and required suturss. At 1:15 PM on Resldents residing at Worland Health
213110, the van driver retumed the resident o the Care bave the ability to be affected.
facillty with familly present upon the return,
Review of the facillty's intemal investigations Systems:
showed this Incident was not nvestigated. 1. Staff emplayed at Worland Health
During an Interview with the DON, soclal
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535045 B e 0410872040
NAME OF PROVIDER QR SUPPLIER

WORLAND HEALTHCARE AND REHABILITATION CENTER

STREET ADDREEE, CITY, STATE, ZIP CODE
1801 HOWELL AVENUE

WORLAND, WY 82401

care plan, or both,)

by

A facilify must conduct a comprehshsive
agsassment of 4 resident within 14 days after the
facility determines, or should have determined,
that there has been a slgnificant change in the
resident's physical or mental condition. (For
purpose of this secfion, a significant change
mesing & major decline or Improvament in the
resident's status thet will not normally resalve
ftself without further intervention by staff or by
Implementing standard dissase-related cliniesl
Interventions, that has an impact on mora than
ane ares of the resldent's health status, and
requires inferdisciplinary review or revislon of the

‘This REQUIREMENT Is not met as evidenced

{(¥4}10 EUMMARY BTATEMENT OF DEFIGIENCIES [v] PROVIDER'S PLAN OF GORREGTION (x5)
PREFIX (EACH DBPICIENGY MUST BE PRECEDED RY BULL PREFIX (EACH OORRECTIVE ACTION SHOULD BE GOMPLETHON
TAG KEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE DATS
DEFICIENGY)
F226| Gontinued From page 2 P 228 Care are to be jn-serviced at next
services director (88D), and asalstent DON on meeting on 05/17/10 on;
4/8/10 at 10:15 AM, 1t was revealed that the 8. Abuse Prohibition and
faciity administraor transported the resldent to Prevention Guidelines — Five
the physiclan visit on 2/3/10, The DON also sald Star Policy CL-INTER-0108
the administrator was transporting the resident b, Incident/Accident
from the physlclan's office down a ramp outside Tnvestipation Process = — Five
the bullding via & wheslchair when the resldent ; . N
; Star Policy CL-INTER-0110a
fell out of the wheelchalr. The DON then stated c. Review staff's obligation in
thet, with esslstance from the physiclan's staff, " repo rHing possible abuse
the adminlstrator placed the resident back g POLVING poss ot
the wheslchalr and pushed him/her to an sdjacent neglect, mistreatment of
emargency room for treaiment, including x-rays restdents and misappropriation
and sutures to the nose, When asked, the DON of resident property.
and $8D stated they did not investigata the L.
Incident or report the incident fo the appropriate Monitoring:
state agency as required. The DON further stated Administrator, Social Service Worker,
the family was nofified by the emergancy room Diractor of Nursing and/or Designes will
staff befare the facllity could establish contsct, be notified immediately of suspected
F 274 | 483.20(b}2)XH) COMPREHENSIVE ASSESS F274| abuss, neglect, mistreatment of residents
£8=0| AFTER SIGNIFICANT CHANGE

and/or misappropriation of resident
property. Incidents will be reviewed by
the Intexdisciplinary team within twenty-
four hours and investigations initiated as
warranted.

Ay issues noted will be addressed
immediately.

Quality Assurance:

Director of Nursing will report results of
mondtoring quarterly or more frequently
&3 needed at the Quality Assurance
meeting for review and suggestions,
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DEFICIENCY)

226

F274
&88=D

Continuad From page 2

services director (S8D), and assistant DON on
418110 at 10:18 AM, it was revealad that the
Tacllity administrator trahsported the resldent to
the physician visit on 2/3/40, The DON also gald
the administrator was transporting the resident
fram the physlalan's offive down a ramp outside
the bullding via & whealchair when the resident
fl) ant of the whealchair, The DON than stated
that, with assistance from the physician's staff,
the adminlstrater placed the resident back into
the wheelehair and pushead hinvher fo an adjacent
amargency raom for treatment, Including x-rays
and suteres to the nose. Whsn asked, the DON
and 55D stated they did not Investigats the
Incldent or report the incldent to the appropriate
slate agency as required, The DON further siated
the family was notified by the emergency room
staff befure the facility could establish contact.
483.20(b)(2)(il) GOMPREHENSIVE ASBESS
AFTER SIGNIFICANT CHANGE

A facility must conduct 8 comprehensive
assessment of a residant within 14 days after the
sty defermines, or should have determinad,
that there has baen a significant changs in tha
resident's physical or mental condition. {For
pumese of this sactlon, a sligrificant change
means 8 major decline or improvament In the
rosldent's status that will not normally resolve
its=if without further intervintion by staif or by
implementing standard dissase-related ciinical
interventions, that has an impact on more than
one ares of the residant's health status, and
requires Interdisciplinary review or revision of the
care plan, or bath.)

This REQUIREMENT I hot met as evidenced

by

F 228

F 274

ID of Residents:

Systems:

The facility will conduct a corpprehensive
F 274| assessment of a resident within 14 days
after the facility determines, or should
have determined, that there has boen a
significant change in the resident’s
physical or mental condition.

This will be met as evidenced by:

Residents who reside at Worland Health
Caro have the ability to be effected.

1. Licensed Personnel will be in-serviced
at next meeting on 05/17/10 on:

1. A significant change was initiated on 5/23/10
04/09/10 for resident #3 to reflect
accuracy for condition of skin,

FORM CM3-2507(02+88) Previous Versiong Dbsolele Event ID:YG6YT1
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COMPLETION
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F 274
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Continued From page 3

Baged on observation, medical record review and
etaff interview, fite facility falled fo complete a
significant change MDS assessment for 1 of 11
sample resldents (#8) who required that
mssessmant, The findings were:

Obeervaiion on 4/7/10 at 2:30 PM showed
resident#6 had an area of black sachar
approximataly 2.5 cm by 1.6 cm on ths right hesl.
Review of nursing documentation dated 3/16/10
showed the regident had a "7 cm circular fluld
filled blister on the right heal which ruptured
when the resident kicked the blankets, Review of
the /1710 wound care progress notes showed
there was 2 8 om by 2 om black and blue ares on
the bottom of the resident’s haal Inslde the bilster.
This area wae dentified by the facility g5 an
unstaged pressure ulcer on 3/21/10, Medical
record review showad no evidenos a significant
change MDS mssessment had been completed by
Al7740. nterview with the MDS coordinator on
4/8/40 at 810 AM confltmed the assessment was
hot completed,

4B3.20(d), 482.20(K)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the residents
comprahensive plan of care,

The facifity rust develop a comprehensive care
plan for each resident that inaludes measurable
objectivay and timetables to mest a resident's
medical, nursing, and mental and psychosocial
needs that are ldentified In the comprehensive
assesement.

The care plain must describe the senvices that are
to be furhighed to aitaln or maintain the resident’s

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EAUH CORRECTIVE ACTION SHOULD BE
TAG CROSE-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
F274 . Five Star Policy/Procedure Cl.-
AL-R35314 on Significant
Change In Resident Condition.
b. Need to notify Director of
Nuysing/Assistant Director of
Nursing, and Minirmum Data Set
Coordinater of change in
resident condifion and ensure on
twenty-four hous report,
¢,  Minfmum Data Set Cootdinater
to initiate Significant Change of
Condition.
Monitoring:
Director of Nuising and Assistant
Director of Nursing will conduct andity
no less than two times per week and as
neoessary to ensuye ajl systerns are jn
place.
a.  Change of Condition are listed
on twenty-four hour reports.
b.  Minimum Data Set Changs of
Condltion initiaved as warranted.
"F 2719 * ¢, Documentation in place
d. Referrals made a3 necessary Le.
Dietician, Pharmacist, Physician,
Therapists, and any other referral
that may be necessary.
8, Plan of Correction reflects
change
£ Ensure Interdisciplinary team is
aware of significant change in
copdition
g Any other lssues discovered will
be addressed immediately.
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i ER
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) D SUMMARY STATEMENT OF DEFIGIENGIES 13} PROVIDER'S PLAN OF CORRECTION ]
EREFIK (BACH DERICIENCY MUST BE PRECEDEL BY FULL PREFIX (EACH CORRECTIVE AGTIQN SHOULD BE ooMALErON
TAG REGULATORY DR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENDED TO THE APFRUFPRIATE DAt
BEFIGIENCY)

Based on observation, meadical record review and
staif interview, the Tucillly Talled to complete a
significant changs MDS zssessment far 1 of 11
sample resldents (#8) who ragjulred that
assesement. Tha findings were!

Director of Nursing will report results of
moritoring quarterly or more frequently
as needed at the Quality Assurance
mesting for review and suggestions.

Observation on 4/7/10 at 2;30 PM showed
resldent #8 had an area of black eschar
approximetely 2.6 om by 1.8 cm ob tha right hesl.
Review of nuraing documentation dated 3/{6M0
showed the tesident hed & *7 om olrcular fiuld
filled Blister" on the right hest which ruptured
when the resident kicked the blankets, Review of
the 3710 wound cara progress notes showed
there was a 3 ¢ by 2 em black and blue area on
the bottomn of the resident's heel inside the bilstar.
This area was identified by the facility as an
unstaged pressure ulesr an 3/21/10, Medical
record review showed ho evidence a significant
change MDS assessment had bean completed by
477110, Interview with the MDE soordinator on
418110 at 8:10 AM ronfimmed the agsessmant wes
not completed,

F 279 | 483.20{d), 483.20()(1) DEVELOP - TF219 T

8=k | COMPREHENSIVE CARE PLANS A fecility will use the results of the

assessment iv develop, review, and revise

A taollity must use the results of the agsessment the resident’s cornprehensive plan of care.

to develop, review and revise the resident’s
comprehensive plan of care, “This will be met as evidenced by:

“The faollity rhuat develop a comprehensive care

plan for each resident that includes measurable L. An appropriate plan of oare 3723110
ohjectives and imetabies to meet & resident's reflecting sicin issues was
medical, nursing, and mental and psychosocial devaloped and/or ypdated for
needs that are [dentified In the comprehensive resident #$ on 04/07/10 to
assessment. include identification of risk,
treatment plan, preventative
The care plan must describe the services that are measires, and nutritional status.

to be furnished to attain or maintain the resident's
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AND PLAN OF GORRECTION IDENTIFIDATION HUMBER! COMPLETED

A.BUILDING
C
535048 B, VNG D4/08/2010
NAME OF PROVIDER OR SUPPLIER BTREET AUDDRESR, CITY, STATE, ZIP CUDE
1801 HOWELL AVENUE
WORLAND HEALTHCARE AND REMABILITATION GENTER WORLANB, WY 82401
(X4} D SUNMMARY BTATEMENT OF DBPICIENGIES |13} PROVIDER'S PLAN OF CORREGTION Na"r
PREFIX {EACH DEFICIENGY MUBT BY PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEG IDENTIFYING iNFORMATICHN) TAG DROSE-REFERENCERD TO THE APPROPRIATE DATE
DEFIGIENCY)
F 279 | Continued From page 4 F 279 2. Anappropriate plan of care 5/23/10
highest practicable physioal, mental, and reflacting skin issues was
psychosoclal wefl-being as required under devoloped and/or updated for
B484.25; and any services fhat would otherwlse resident #15 on 04/10/10 to
pe required under §483.25 hut are not provided include identification of risk,
due fo the resident's exercise of rights under treatment plan, and preventative
§483.10, Including the right to refuse treatment measures, and nufritional status.
under §483,10(b)(4). 3. Anappropriate plan of care
reflecting skin issnes was 5/23/10
u esidett #35 o
Thl REQUIREMENT i ot met e videnced updated for residott £33 on
Based on medical record roview, staff interview, et mcasmnon
and review of the facility's "Skin and Wound nutritional status
Management Pragram Overviteéw,“ the facility :
fafled to provide an approptiate plan of care for 3 . .
of 3 sam?a[e residents (48, #15, #35), who were at ID of Residents;
rigk for or had developed pressure sores, The Residents who reside at Worland Heslth
findings were: care have the ability to be affected,
Qystems:
1, Azcording to the 2230 significant change 1, Licensed personnel in-serviced
MD% assessrmsht, regident £8 was et sk for 04/19/10 on: Needing to update
developing pressure ulcers, Revigw of tha Braden plen of care to reflect any/all
Risk Assessmeant soores (teol usad for predicling changes in resident condition,
prassure ulcer risk) dated 3/4/10 and 3/1210 2. Licensed personnel will be -
showed the resldent was at moderate risk [1 3} for serviced at next meetitg on
development of pressure Uogrs. On tha raverse 05/17/10 on; A, Five Star
sltde of the forms wete Interventions which could Policy CL-INTER-0115 on
be used on an intatim basis prior to the Process for Care Plan
de\éalopme[nt ofi; -] comprehe?s:ve aaaest?rr[l"e nt Developrent and
and oare plan for pressure Wloer prevention, . .
Onservation on 47/10 gt 2:30 P wits RN it
#4 revealed the resident had an ares of biack 3 lt}' e
eschar on the right heel. The RN stated the “"’f&"l’m o be revi
eschar was approximately 2.6 o fong and 1.5 3. Residents will be reviewed upon
cm wide, An grea of pink granulation tssuea admissions, quarterly, anquslly,
approximately 0.6 om wida surrounded the and with sigoificant change of
eschar. Revisw of nursing dosumsntetion dated condition.
3/16/10 showed the resident had a "7 om circular 4. Plan of Cave will be developed
fluid filled hlister" on the right heel which ruptured
FORM CMS-2867(02-89) Pravious Veraions Ohsoblsle Event 10:Yaer11 Faollity 15 WyO00H If sembinuation gheet Page 5 of 18
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FORM APPROVED
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when the resident kicked at the hiankets. The
nursing notes and the "Weund Care Progress
Notes,” both dated 3A7/10, showed there wag a3
em by 2 em biack and blue area Inside the blister
on the residant's haet,

Even though the resident was idenlifisd by the
faciiify a8 being at tlgk for developing prassure
uleers, & camprehensive saré plan with tne lines
and measurable objectives had not bean
developad, Thig was confirmed by RN #4 on
4710 at 415 PM, According to the "8Kin and
Wotind Managemert Program Overview,” last
revised §/1/07, "Residents identiflad at risk for
development of pregsure ulcera {Braden Risk
Assessment score of legs than 18) will have a
care pian developed and documented to minimize
the risk of developing a pressure ulcar,”

2. Acsording to the 8/27/08 significant change
MDS areessment, resident #35 was af risk for
daveloping pressure loers. Also, the
carrezponding 9/1/09 Resident Aszessment
Protocol (RAP) for pressurs (loers showed a
refatral to the sare plan, Review of the Bradsn
Risk Assessment snore for the resident dated
12/1/08 showed g/hé was at risk {18) foy
developing pressure ulcers, On the reverse side
of the form wers [nterim interventions which could
ba used prior to the develupment of a
comprehensive care plan o address the
resident's skin Issues.

Chservation on 4/7/10 at 11:45 AM with RN
#3 showed the resfdent currently had a stage I
pressure ulcer at the left central inner buttocis
fold ares. The pressure ulcer measured
approximately 1 om long and 0.75 cm wide, The
area was tioan and dry with pinkish granuiation
tisgue. The RN completed {ha appropilate
treatment and reapplied a drassing as ordered.,

STATEMENT QF DEFIQIENCIES {X1) PROVIDER/SUPPLIER/CWIA (X2) MULTIPLE QONSTRUSTION [¥3) DATE SURVEY |
AND FLAN OF CORRESTION IBENTIFIGATICN NUMBER; GOMPLETED
A, BUILDING
G
B, WING
533048 04/08/2010
NAME QF PROVIDER OR SUPPLIER BTREET ADDHESS, GiTY, STATE, ZIP CODE
1901 HOWELL AVENMNE
WORLAND H CARE AND REHABILITATION GENTE
BALTH A R WORLAND, WY 82401
) ID SUMMARY STATEMENT OF CEFICIENGIES i FROVIDER'S PLAN CF CORRECTION
FREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE AGTION SHOULD BE GDMIEE.@TION
TAG REGULATORY OR LBG IDENTIFYING INFORMATIGHN) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 279 | Continued From pags & F 278 to ensure services ate provided

to atiain or majntain the
residents’ highest finctional,
physical, menial, end
psychosocial well-being.

Monitoring:

The interdisciplinary team will review
weelkly all skin issuss and chart to ensure
appropriate plan of care hag been
developed to ensure that anyfall services
are provided to attaln or maintain the
residents’ highest functional, physical,
mental, or psychosocial well-belng,

The Direstor of Nursing and/or the
Assistant Director of Mursing will
conduot random audit no Jess than two
times por week to ensure comprehensive
care plans are developed md/or updated
as warraried by residents condition.
Amny lssues discoverad will be addressed
immediately.

Quality Assurance:

Director of Nursing will report results of
monitoring quarterly or more frequently
us needed at the Quality Assurance
meefing for review and suggestions.

FORM CMS-2B87(02-99) Fravious Veraions Obsalnts

Evant [D: Y811
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STATEMENT OF DEFICIENCIES [1.4)] PROVIDER/BURPLIER/CLIA (#2) MULTIPLE GONST! RUGTION {X=) DATE SURVEY
AND PLAN OF GORREGTION (DENTIFICATION NUMBER: & BULOING COMPLETED
o
535048 B, WG D4/08{20110

NAME OF PROVIDER QR SUPFLIER

WORLAND HEALTHCARE AND REHABILITATION CENTER

STREET ADDREES, GITY, STATE, ZIP CODE
1901 HOWELL AVENUE

WORLAND, WY 82401

o) 1D SUMMARY STATEMENT OF DEFICIENCIES
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEE IDENTIFYING INFORMATION)

B PROVIDER'S PLAN OF CORREGTION e
PREFIX {EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG CROSS-REPERENDED TO THE APPROPRIATE OATE
DEFIGIENTY)

F 279 | Continued From page 6
During an inierview on 4/6/10 at 2:60 PM, the

MDS coordinator stated the 8/1/08 RAP referred
to & oare plan for prevention of pressura Uicers
that should have been completed at that time.
Record review failed to show an individualized,
comprehansive cara plan was developed speolilc

to this resident’s pressuire ulcer unti 4/710.

3. Review of nursing documentation dated
2111140 showed restdent#16 had a 6.5 om
dircular apen ares on the lsft buttock, Review of
tha care plan during that time period showed
intarventions addreesing this paricular pressure
uioer had not bean developed as part of the
eomprehensive care plan, Intarview wifh the DON
on 47710 at 3 PM confirmed a comprehensive
eare plan for pragsurs ulcers on tis resldent's
huttacks was not developad.

According ta the *Skin and Wound
Management Program Overview," last ravigsd
61108, "Residents dentifiad at risk for

development of pressure uicers (Braden Risk
Assessment Score of less than 18) will have a
care plan developed and documented to minimize
the risk of developlng @ pressure ucer.”

F 281 | 483.20(k)(3)(7) SERVICES PROVIDED MEET
gg=F | PROFESSIONAL STANDARDS

Tha services provided or arranged by the faclity
must meet professional standatds of quality,

This REQUIREMENT s not met a8 evidenoed
by

Based on observation, staff interview, and review
of professional standards of practice, the fasility
failed to secure and account for medications in 3
of 4 medication carts. The ndings were;

F 278

F 281

The sexrvices provide or arranged by the
facility will meet professional standards
of quality.

F 281

"This requirement will be met as
gvidenced by:

1, Medication carts will be secured
at all times and especially when 5123010
out of sight of Licensed
Petsonnel.

FORM CM5-2867(02-9%} Previous Verglang Obsolete Event ID: YBEY1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 2 PRINTED: Uoft8/a0t
CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NO. 0838-0891
STATEMENT OF REFICIENCIES {X1] PROVICER/ZUPFLIERICLIA (X2) MULTIPLE CONSTRURTION (X3} DATE BURVEY
:‘ AND FLAN GF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
535048 B.WING 04/08/2010
NAME {95 MROVIDER OR $URPLIER STREET AUDRESS, GITY, STATE, 2IP CODE
1901 HOWELE AVENUE
WORLAND HEALTHGARE AND REHABILITATION GENTER WORLAND. WY 82404
3iD SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION (5]
REFIX (EAGH DEFIGIBNGY MUST BE FRECELED BY FULL PREFIX FACH CORREGTIVE AGTION SHQULD BE GOMPLETION
TAG AEGULATORY OR LE& (PENTIFYING INFGRMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATR
DEFIGIENCY)
F 281 | Ccontihued From page 7 F 281 2. Licensed Personnel in-serviced
on 04/23/10 that medication card | 5/23/10
, According to the Bmith, Duall and Martinin and the narcotic box are to be
i "Chinical Nursing Skil's Basic to Advenced Skille, kept locked at all times.
! 7th Edition, 2008, staff should "Keep all
. madications Ity Ioc:km?d caits crl') cabinets..,Kaepf D
narcotics in double-locked nabinets...Sign out for oy : !
the narcotic on the narcotio sheet after taking ﬁ:iﬁ:iﬁ:ﬁﬁiat ngﬁagga&lth
narcatic out of the drawer.” Fallure to follow thess ty -
professional standards of practice was identffied rorns:
in tha following instances; Bysteras; i
5. Observation on 4/510 at 6,05 PM ravealed \. Licented parsonnel in-serviced
an unlocked medication cart sitting in the dining on (4/23/10 on need to secure
toom of the special care unit. There were four medication care a3 well as
residents from the speslal care unit sitting Th the narcutic tock box at all times.
dining room at that ime, but no staff were in the 2. Defsctive Narootic lock bax was
area, Twe minutes later, LEN #10 carne out of & replaced on cart for Hall #1 on
resident's room where tha door had been closed 04/09/10,
and went to the medication cart, Interview with the 3. Licensed Personne] will be in-
LPN at that time revealed all residents In the serviced on 05/17/10 on Five
spacial care Unit were cognitively impaired. Star Policy CL-NUR-1600,
! b, Obsarvation on 4/6/10 at 7:32 AM showed Medication Management
the medication cart for Hall 3 was placed just Guldelines.
outslde the: doorway to the dinlng room. Alihough 4. Licensed Personnel jn-serviced
the iocking mechanism was pushed in, further 04/23/10 on the need 1o sign out
observation showed RN#1 just pulled out the all medjcations as given and this
lock for the cart without using & key o unlock the R & 9
mechanism. When the RN finished setting up the e m"g}cs an P%r].u
medications, she pughed the lock in, but it failed uncessary medications. Will re-
to engage as she was able fo pull it out to set up In-gervice on 05/17/10.
medioations for the next resident. Continued .
ocbsetvation at 7:38 AM revealed the narcotio Mouitorlng: .
drawer inside the cart was also unlacked when 1. Consulting pharmacist to
tha RN left the oart outskis the dinlng room to conduct system checks on all
administer medicalions, She was gone four medication carts to engure all
minutes and was cut of slght of the madication Jocking mechanisms arc in prime
cart; during that time several unidentified staff working order. Defective
and residents walked by the oart fo enter the mechanisms to be replaced as
dining room. Twenty four residents resided on necessary-
Halls 3 and 4 and could have enterad the dining
FORM CMS-2667(02-00) Pravivus Vérslons Checlata Byant 10:VeaY41 Frcility 1D WYOLDS If continumilon sheat Page B of 18
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICALD SERVICES OMB NO. 0938.0391
K1) PROVIDER/SUPPLIERIGLIA, {%2) MULTIPLE BONSTRUCTION {3} DATE BURVEY
IDENTIFICATION NUMBER: COMPLETED
A BUILDING
835048 B WING

NAME OF PROVIDER OR SUPBLIER

WORILAND HEALTHCARE AND REHABILITATION CENTER

BTRI2UT ADDREES, CITY, ETATE, ZIP CODE
1901 HOWELL AVENUE

WORLAND, YWY 82401

P4) I SUMMARY BTATEMENT OF DEFIQIENGIES 1 PROVIDER'S PLAN OF CORREGTION )
PREFI (EACH DEFICIENGY MUET B PRECEDED BY FULL PREFIX {BACH CORREOTIVE AGTION SHOULD B COMPLETION
TAG RESULATORY OR LEC IDENTIFYING INFGRIATION) TAG CRDSE—REFERE&J&EI%;E% é"l-’t}ﬁ APPROFRIATE DATE
F 281 Gontlnuad me page B F 281 2. Djlrector OfNursing and/or
ropm thraugh that door, Asststant Director of Nursing to
Cn A/8M0 a5 9:25 AM the RN demonstrated conduct eatt checks no less than
that the narcolle drawer remained unlocked while two times per weok and as
the lock was pushed in but not engaged. She also necessary 1o ensure carts are
demonstrated, by only pushing the lock partially locked at all tires. These
in, that the locking rmachanism on the carf could checles will include the narcotic
be manipulated 50 the lock was not angggbed. The lock box
RN confirmed the medication cart should ba - ' :
p 3. Director of Nursing and/or
gwgll}:;g \lfuglig émattended. and narcotios should be Assistant Director of Nursing to
¢. Observation ot 4/7/10 at 4:45 PM revealed °I°”d“’°t random andits iy 1;“
the narcotic box on the medicaticn cart in Hall 1 than two times per week and as
waa not looked, Interview with BN #4 revealad necessaxy to ensure thatall
she had besn unabla to lock the narcotic box medications signed out as given
shnce she started work at the faeilily the first week to resident and to include signing
in March 2010. In addition, & random namcolic oWt nareotics on narcotic count
count at that time revesled resident #8 had & sheet and any/all per necessary
medication card that contained 18 Darvosat-N medications.
tablets, According to the narestic count book, 4, Any issues noted will be
there shouwld have besn 19 tablets at that time. addressed immedjately.
Iterview with the RN revealed she had given the Quality Assurance:;
resident a Darvocet=N tablet af 2 PM, 2 hours and Director of Nurzing will report results of
45 minutes earfler, but had not yat signed out the monitoring quartesly ot more frequently
narcotio. {nterview with the DON on 4/8/10 at 8 as needed at the Quality Assurance
Q&Tfﬁ:ﬁﬁg”éﬁﬁffns ware fo be signed out meeting for teview and suggestions.
F 312 | 483.26(a)(3) ADL CARE FROVIDED FOR F312
8&8=p | DEPENDENT RESIDENTS r3)2
A resident who l& unable 10 carry out activities of TTe i.‘“cmtiwi :1 ensure thtat:tﬁgzden}
dally living receives the neosesary services to who 1s unzble o carry out activities o
maintain good nutrition, grooming, and personet dally living recelves the necessary
and aral hyglene, services to maintain good nutrition,
grooming, and personal, and oral hygiene,
‘This requirement will be met as
This REQUIREMENT s not met as evidenced svidenced by:
by
Based on ohsarvation, staif interview, and review

FORM CMS-2687(02-58) Previous Yerslona Qbzolate
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A BULDING
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535048 04/08/2010
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BTREET ADDRESS, GITY, STATE, ZiP CODE
1901 HOWELL AVENUE
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X4} 1D
FREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY DR LSC IDENTIFYING INFORMAT ON)

D
PREFIX
TAG

PROVIDER'S PLAN OF DORRECTION

(EACH CORRECTIVE ACTION SHOULD BE
GROBS-REFERENGED TD THE APPRUPRIATE

DEFIGIENCY)

GOMQ@TION
DATE

Fad2

F 323
881

Continued From page 9

of policies and procedures and monitoring
documsntation, the facility falled to ensure staff
provided appropriate petineal cars for 2 of 6
sample residents (#38 an thi#45) observed during
the pravision of Inéshilnence care. The findings
were:

Review of the facility's polley and procedure for
routine perineal (Inconitinence) care revealad,
"...Clean the genltalia {peri area) with a clean
washeloth of wipe uslng & downward motlon from
tha publs {front} fo the anus (back). Use a
differsnt section of the washcloth with sach wipe
or discard wipe after each stroke to avoid
contamination...” The following concerns were
noted:

a, Observation on 4/8/10 at 8:10 AM revealed
resldent #45 had baan incontinent of bowel akd
bladder. When GNA #8 provided perineal care to
the residant, she wiped from pack 1o front several
times and repeatedly used the same area of the
wipes, which had been contaminated with feces.
Whien the CNA was asked about the carrect
procedure far providing perineal care, she statad
she oleanad the residents tharoughly, chacked
the ekin, and reported any concems to the nurse.

b. Observation on 4/6/10 at 10:15 AM showad
regident #38 had smears of faces on the perineal
areg and disposable brief. When providing
parineal cars, CMA #8 cleansed the resident from
back to front. Review of the complatad checklist
for tonitoring peringsl ¢are showed the CNA had
been taught to cleanse the peringsl area from
front to back,

AB3.25(h) FREE OF ACCIDENT
HAZARDS/SURERVISION/QEVICES

The facllity must ensure that the resident
environment remains &5 free of accldent hazards

F 312

F 323

The facility will ensure that staff provides
appropriate perineal care. Residents #38
and #45 will receive proper perineal care.

1.

The Infection Control Nurse will
provide one on one in-servicing
to Certified Nursing Assistant #8
each week for four weeks to
ensure the appropriaie peripesl
care is provided to residents.
Infection Control Nurse and or
Cherge Nutse will provide one
on one in-servicing on proper
peri-care to cettified mursing
assistants.

Nursing staff to be in-serviced -
on 05/17/10 on appropriate
perineal care.

Review of Five Star Policy CL-
NUR-1716: Routine Ferineal
Care and Licensed and
unlicensed musing personnel on
0511110,

Systems:

In-service on peri-care will be
provided to all Certified Nursing
Assistants bi-annually and as
necegsary by the Staff Development
Coordinetor or designee.

Monitoring:

Assistant Director of Nursing will
conduct random checks to ensure
appropriate peri-cate is provided no
less than one time a week and no less
than one Certified Mursing Assistant
evary week. Assistant Director of

5

5/23/10

5723110

5023410

of2310

FORM CMS-2867(02-6801) Pravious Versfons Obaolsle
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STATEMENT OF DEFICIENCIES (%1) PROVIDER/ZUPPLIBR/OLIA () MULTIFLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF BORRECTICN IDENTIFIDATIGN NUMBER: COMPLETER
A BUILDING c
635048 e 04108/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRE&S, GI{TY, STATE, ZIP CODE
WORLAND HEALTHCARE AND REHABILITATION GENTER gglﬂm';"wegﬁ ]
8 Ip SUNMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EAAH DEFICHENGY MUBT BE PREGEDED BY FULL PREFIX {EACH CORREUTIVE AGTION SHOULD B8 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
BEFIGIENGY)
F 312 | Continued From page @ F 312 Nursing or designes to provide one
of policles and procedures and monitoring o, one in-Servicing &5 NECessary.
documentﬂﬁ‘}", the facﬂity fulled ty ensure stafl Any [ssues poted will be atldressed
provided appropriate perineal care for 2 of 6 immediately.
sample residents (38 an d#45) oheerved during
the provigion of incontnence care. The findings Quality Assurance:
were: Direstor of Nursing will report results of
o it jtoring quarterky or more frequently
Review of the facliity's palicy and procedure for maomitoE
roufine perineal (inéyont?nenue) care ravealad, as needed at the Q”““EY Assurance
"..Clean the gentialla (perl area) with a clean meetipg for roview and suggestions.
washcloth or wipe uging a downweard motion from
the pubis (front) to the anus (back). Use a
different section of the washeloth with eaoh wipe
or disoard wipe after each sirokea to avoid
contarmination..." The following concerns wers
noted;
a, Observation on 4/8/10 at 9110 AM revealed
resident %44 had been Incontinent of bowel and
bladder. When CNA #8 provided petineal care to
the residant, ghe wipad from back to front several
fimes and repeatedly usad the same araa of the
wipes, which had been contaminated with feces,
When tha CNA was asked abouf the correct
procedurs for providing peringsl care, she statad
gha cleaned the regidents thoroughly, cheoled
the skin, and reported any concams fo the nuree,
b, Observation an 460 at 10:18 AM showed
resicdent #3B had smears of feces on the parlheal
arsa and disposable brief, When providing
perineal care, CNA #8 cleaneed the resident from
' back to front, Reviaw of the completed checkilat
for monitoring perineal sare showed the CNA had
been taught ko cleanss the periheal area from
front to hack. F323
F 323 | 483.25(h) FREE OF ACCIDENT F 824 The facility will ensure that the resldent
89=g | HAZARDS/SUPERVISION/DEVICES environment rendins as free of aceldent
hazards as possible; and each resident
The facility must eneure that the resldent receives adequate supervision and
emvironment remaing as free of accldent hazards
FORM CME-2667(02:09) Previous Versions Ohsolate Evant 1D: YB6Y11 Fanillty 12: WY0008 If continuation zhest Page 10 of 18
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The facility must -
{1) Pracure food from sources approved or
considered satisfactory by Federal, State ar local

F371l
The facility will ensure:
1) procure food frorm sources

FORM APPROVED
_ CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0638-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUFFLIER/CLIA {42} MULTIPLE GUNSTRUGTION {Xa) DATE SURVEY
AND PLAN OF CORRECTION IDENTIRIGATION NUMBER: COMPLETED
A BUILDING
c
B. WING
535048 04/08/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, QITY, STATE, ZIF GODE
1901 HOWELL AVENUE
I
WORLAND HEALTHGARE AND REHARILITATION GENTER WORLAND, WY 52401
A 1D SUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FUILL FREFIX {BACH CORREGTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY DR LEC IDENTIFYING INFORMATION) AR CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Confinued From page 10 F823|  gssistance devices to prevent accidents.
a4 s posslble, and sach resldent raceives
gdaquate supervigloh and asalstance devices to This requirement will be met as
prevent accidents, ' evidenced by:
a, The bent metaliic two foot by threa
foot louver in the bottom of the 5123h0
This REQUIREMENT Is not mat as evidenced omidor door {0 the bathroom in hal
by; 4 was removed and replaced with
Based on observation and staff Interview, the plywood and stained and sealsd on
faollity fafled to ensure & safe environment for 04/12/10. _
residents, guests and staff in 2 of 4 conidors. The b.Two one inch vertical sitlps of door
findings ware: frame molding on resident rooms 5/2310
#307 and #308 were re-attached to
Perlodlo observation from 4/6/10 at 4:30 PM the wall on 04/12/10,
through 4/8/10 at 8:48 AN revealed tha following
RONCENS: ID of Residents:
Residents residing at Worland Health
1. The matallle 2 1t by 3 ft, louver in the bottomn of Care have the ability to be affected.
the corridor deor ta the bathroom in Hall 4 was
bant and dented and no longer fit ints the frame. Monitoring:
As aresult, the matal edges of the louver y " - .
: 1 The director of malotenance or designee
g?tfrﬁmﬂuﬂge Gorridor and represented & will monitor doors no less than monthly,
' Any Tssues poted will be addressed
2, Two 1 inch verfical strips of door frame molding immediately.
{0 regident rooms #2307 and #3085 wera not
atfached to the wall. As a tesllt, the sharp edges Quality Assurance; )
of the molding represanted & potential hazard. Director of Maintenance will report
results of mondtoring quarterly or more
3. lnfarview with the administrator on 4/8/10 at frequently as needed at the Quality
8:48 AM confirmed the above twe observations Assurance mesting for review and
represeniad & aafaty hazard, suggestions,
F 871 j 483.36()) FOOD PROGURE, Fan
55=F | STORE/PREFARE/SERVE - SANITARY

FORM CM3-2367(02-06) Pravious versions Obapleta
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C
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NAME OF PROVIDER OR SUPPLIER
WORLAND HEALTHCARE AND! REHABILITATION CENTER

STREET ADQRESS, GITY, BTATE, ZIP GODE
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WORLAND, WY 82401

4} 1 BUMMARY STATEMENT OF DERIGIENGIES b FROVIDER'S FLAN OF CORREGTION )
RIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL FREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMFLETION
TAG REGULATORY QR 1.80 IDENTIFYING INFORMATION) TAG CROSS.REFERBNCED TO THE APPROFRIATE DATE
DEFICIENGY)
F a7t gt?tﬂ:iileez F;;’;“ page 11 F 37 approved or considered
: tistact Federal, State, or
(2) Stors, prepare, distribute and serve food ?gcgl a‘fxt(l;z'il::i{as P
uncler senitary sonditici 2) Store, prepare, distribute, and
serve food under sanjtary
conditions
: This requirement will be met as
This REQUIREMENT !s not st as evidenced evidenced by:
. a. ‘The metal shelf ovet the range
Baged on observation, staff Interviaw, and raview was cleaned on 04/08/] 0and the
gfthe 2008 Food Code, the facility falled io metal spice storags shelf was 5/23/10
prevent possible food eontarmination, The fitdings also oleaned on 04/08/10,
were; b. The top of the Hobart convestion
over was cleansd on 04/08/10. 5/23/10
Perlodic ohservation in the kitchen and main c. The motor on the back of the
at 8:48 AM reveaiud the following vencems: . clcaned 04/08/10. A plastic 5/23/10
a A 2 ft. wide metal shelf over the range was cover will be used to cover the
dirly and greasy to the touch. Cocking utenslls food catt when servings of food
and supplies were ptaced on the sl?e[f during the are o it
cooking process, A 2 ft. wide matal spice storage ’ . :
shelf over & food preparation counter was also d. The three foot high ra;hator S0
dirty with spilled powders and spices. directly under the foo
b. The top of the Hobart convection oven was distribution window in the
dirty and greasy (o the toloh. dining room was cleaned
o, The motor on the back of the Habart 0412710,
Gonvection oven was not enclosed, Obsarvation 8. The moldy bell peppers and
on 4/6/10 at 10:48 AM revesled a food cart heads of lettucs were disposed of | 5/23/10
eohtalning uncovered, individual resident sarvings on 04/407/10.
of Bogion Cream Ple parked naxt to the ovan
motor. The motor was running and dirty with 1D of Residents:
acoumulated dust and grease,fmaulting in Resldents residing at Worland Health
potentisl contamination of the food. o the ability to be affected.
4. A3 f, high raciator directly under the food Care hiave the ability to
digfribution window in the dining reom had diled Systems:
fooid crumbs and dust vigible through the vents on ; ,
the top of the radiator. Heat risly from the a Stagg;iucation w;l be provided
radiator could spread dust and potentially regaraing proper storage,
FORM CME-2587{02-98) Previous Verslony Obsolate Event 1D: Y86Y11 Farllity ID: WYBO0B if continurtion shest Page 12 of 18
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FORM APPROVED
OMB NO, £938-0391

STATEMENT OF DEFIGIENCIES {%1) PROVIDEF/SUPPLIERICLIA (X2) MULTIPLE GONSTRUGTION {3) DATE SURVEY
AND PLAN GF GORRECTION IDENTIRIGATION NUMBER! COMPLETED
A BUILDING
c
B. WiNG
535048 04/08/2010

NAME OF PROVIDER OR SUPPLIER
WORLAND HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1804 HOWELL AVENUE
WORLAND, WY 82401

SUMMARY SBTATEMENT OF DEFICIENGIES

A physiclan must parsonally approve in wiiting 2
recommendation that an tndividual be admiitad to
a faclity. Esmch resident must remain under tha
care of & physiclan.

The facility must ensure that the medical care of
gach resident is supervised by a physician; and
another physician supsrvises the medical care of

(d) 10 iD PROVIDER'S PLAN OF OORRECTION g(?_n
FREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREEIX [EAGH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY DR L&C IDENTIEYING INFORMATION) ThG cnoss-aemnaggrﬁ% J!?« g%E AFFROPRIATE DATE
F 871 | Confinued From pags 12 . F 71 preparation, and distribution of
contaminata meals placed in the window sbove it. food under sanitary conditions.
b. A cleaning scheduls will be put
According to Food Gode, U5, Public Health into ;ﬁ(ﬁiﬁ e:cl? a?.;:l;; cl?;ged
Servige, 2008, 4-601.11, Equipmant, regularly
Nonfood-Contact Sutfaces. "(C) Nonfood contact ¢ Semitation audits will be
surfaces of equipment shall be kept free of an " conducted woekly by Registered
gggl:g&llation of dust, dirt, food residus and other Dietician and/or Dietary Manager.
' d. Dietary staff will check radiator
&. Obsarvation on 4/5/10 at 4:30 PM and on weekly and give work ordst to
416110 &t 5:10 PM revealed @ box of maintenance for cleaning of
approximately 15 bell peppers with visibie mold radiator. ]
growing on the majority of pappers. In addition, & e, Dietary staff' will cheok vegetable
plastic sack of 4 haads of lettuse was also and frudt cooler no less than twice
observed at this fme. Each of the heatls was a week to cosure all vegetables
turning brown, snd &n acoumulation of brown and fruits are in good serving
liquid was apparent in the hoftom of the bag. conditios,
According to Food. Code, U.S. Public Health Monltoring:
Servica, 2000, 3-302.11, "(A) Food shall ke ) piai ;
protestad from cross contamination by %) mnxﬁﬁszﬁ ;)r’::l‘(‘;;i;‘ :ﬁg E;“f:g
et tre fosa ssablish et aa specifed under than one time a wesk t ensuro proper
" eleaning of the kitchen. Will also check
6-404.11. ey X
the cleaning Jists to make sure cleaning is
Interview with the facliity kitchen manager on being completed.
1810 at 10:48 AM confirmed the ahove Any Issues noted will be addressed
observations. immediately.
F 385 | 483.40(¢) RESIDENTS' CARE SUPERVISED BY F 385 _
g8g=0 | A PHYSICIAN Quality Assutance:

Dietary Manager will report results of
monitoring quartetly or more freéquently
as needed at the Quality Assurance
meeting for review and suggestions.

FORM GMB-2807(02-80) Prevous Versians Dosalete Bvent [0 YEEV14

Fricility 1DY WYD008 If continuation sheat Page 13 of 18
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FORM APPROVED
OMB NQ, 0938-0321

WORLAND HEALTHCARE AND REHAEILITATION CENTER

BTATEMENT OF DEFIGIENGIES [+ 5}] PROVIDER/SUFPLIERICLIA (KZ) MILTIPLE CONBTRUCTION (X8) DATE BURVEY
AND PLAN OF CORRECTION IBENTIFIGATION NUMBER: COMPLETED
A BUILDING
c
B. WING
535048 04/08/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE

1904 HOANELL AVENUE
WORLAND, WY 82401

(X4 1D SUMMARY BTATEMENT OF DEFICIENGIES
p;ugﬂx (RAGH DRFIGIENCY MUST BE PRECEDED 8Y FULL
TAG HEGULATORY OR LAC IDENTIFYING INFORMATION)

o
PREFIX

TAQ CROSE-REFERENCER TQ THE APPROPRIATE DATR

PROVIDER'S FLAN OF DORREGTION
(EACH GORRECTIVE AGTION SHOULD BE COMPLETION

DEFICIENGY)

F 371 | Continugd From page 12 .
contaminate meals blaced In the window above it.

According to Food Code, U.S. Public Health
Service, 2008, 4-601.11, Equipment,
Nonfood-Contact Surfaces, “(G) Nonfood contact
i surfaces of equipment shall be kept frae of an
aceurnulation of dust, dirt, food residus and other
debris.”

8, Observation on 4/5/10 at 4:30 PM and on
60 s 510 PM revealed a box of
approximately 15 ball peppsrs with Visible meld
growing on the majortty of peppers. in eddition, &
plastic sack of 4 heads of letuce was also
observed at this time. Each of the heads was
turning brown, and an accumulation of brown
lquid wag apparent In the bottom of the beg,

According to Foed Code, U,8. Public Health
Service, 2009, 3-302.11, "(A) Food shall be
protected from cross contarnination by: (7)
Storing damaged, spolled, or recalled food belng
held In the food establishment as specified under
Gr404.11."

Interview with the facility kitchen manager on
4/8/10 at 10:48 AM confirmexd the above
obsarvations,

F 285 | 453.40(8) RESIDENTS' CARE SUPERVISED BY
| gs=0 1 A PHYSIGIAN

A physioian must pergonally Bpprove In writing &
recommendation that an individual be admitted to
ataclity, Each resident must rernaln under the
care of a physlclan,

“The facility must ensure that the medical care of
sach resident is supsrvised by a physiciar and
another physiclan supervises the medloal care of

Far

F386| F383

The facility will easure that the medical
care of each resident is suporvised by a
physician; and another physieian
supervises the medical care of residents
when their attending physician is
umavallable, '

by:

The tequirement will be met as evidenced

FORM GMS-2467 (02-85) Pravious Yarsions Obsclola Bvant ID:YegY11

Frouty 10 Wyoooa If coniinuetion shaet Page 13 of 16
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Omﬁ 3000
PRINTED: 05M8/2040
DEPAKTMENT OF HEALTH AND HUMAN SERVIGES FORM ARPROVED
_CENTERS FOR MEDICARE & MEDIGAID SERVIGES OMB NO. 0938-0301
HTATEMENT OF DEFICIENCIES {1} PROVIDER/GUPFLIER/IGLIA (¥%9) MULTIPLE CONSTRUCTION (9} DATE SURVEY
AT PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A, BUILDING o
525048 B, WiNG 041082010
NAME OF PROVIDER OR SUPPLIER

WORLAND HEALTHGARE AND REHABILITATION CENTER

BTREET ADDRESS, CITY, STATE, ZIP CODE
1601 HOWELL AVENUE

WORLAND, WY 82401

D SUMMARY STATEMENT OF DEFIQIENGIES iD PRQVIDER'S PLAN OF CORRECTION 153
FREFIX (EAGH DEFIGIENCY MUST BE PREOEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIEN
TAA REGULATORY OR LBC IDENTIFYING INFORMATHON) TAG CROAS-HEFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 385 | Continued From nage 13 F 385
residents when their attending physiclan is The facility will ensure to obtain
unavallable, complete admission and/or re-admission
orders ftom the admitting physician and
. ordets clarified as warranted,
Eh-l'é REQUIREMENT ia not met as avidenced Al otders received from out of town
y . : hysicians will be reviewed with primary
Based on medical racond review snd staff piysicl ey
(hterview, the faclity falled to obiain complste physician befge.f.dm'“w" o re-
: re-admission orders for 2 of 3 sample residents admussion 1o facility.
(#8, #9) wha were re-adimitted to the facliity within 5 Complets re-admission orders
the. The findings were: ' g
the last twa mon h @ were pbtained for resident #9 op | 5/23/10
1. Medical record review showed rasident #9 went 04/06/10 by admitting primary
to the hospital for a gurginel procedure on 3/18/10 physician. %, s » &
and was re-admitted to the facillty on 3/28/10, b, Re-admission orders cl‘g!’
Further review showed there were no signed received and re-typed aud sentto | 5/23/10
physiclan orders from 3/26/10 through 4/6/10, admitting physician on 03/12/10.
Interview with the DON on 4/6/10 at 4145 PM Clarification sent on 04/15/10
ravesiad she reviewad the proposed orders with with specific oxders for the
the physician, However, she dld not write a verbal sliding seale tnsulin as
order to thet effect; nor were verbal orders writien previously ordered.
for the medications the resident had recelved
slnce 3/26/10. The DON confirmed the writtan ID of Residents:

orders remalned unsigned by the physician
cleven days afier tha resldenta readmiselion to
the facility.

2, Review of the hospltal’s transfer and dischargs
instructions showed restdent #8 was re-admitted
to the long term care faciity on 3/12/10. Both of
these forms had been signed by the physleizn on
/1210, Howsyer, the discharge madisatien
raconciliation instructions falled to Indicate the
type, atnount, and frequency of insulin the
resident was to receive. Review of the medicatlon
administration recovds prior to the resident's
hospltalization showed the resident recelved
Humalag reguiar insulin on & akding scals basls
after hisfher blood sugar levels wers ¢hesked four

Residents residing at Worland Health
Cate have the ability to be affected.

Systerns: \
1. Divector of Nursing/Assistant

Director of Nursing or designea

to review a]l information for

potential admission/readmission
to facility.

2. Discharge orders and admisslon
ordecs received from physician
who is not primary physician
will be sent to primary physician
for review before

FORM CM&-2807(02-60) Previows Verstana Obealels

Event 10 Y8811

Faoifiy 1% WYonoa

If sontinuiation sheet Page 14 of 18
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PRINTED: 05/18/2010

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID S8ERVIOES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLISR/GLIA (%2) MLILTIPLE CONSTRUCTION O ] [(X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
o
§35048 % VING 04/08/2010
NAME OF FROVIDER OR SUPPLIBR

WORLAND HEALTHCARE AND REHAEILITATION CENTER

SIREET ADDRESS, CITY, STATE, ZIF CODE

1901 HOWELL AVENUE
WORLAND, WY 82401

4 ID BHMMARY STATEMENT OF DEFICIENCIES s} PROVIDER'S PLAN OF GORREGTION (45}
PBREFIX (AQH DEFICIENCY MLIST BE PRECEDED Y FULL PREFIX {EACH CORRELTIVE AGTION SHOULD BE COMBLETION
TAG REGULATORY OR LB IDENTIFYING INFORMATION) TAG CROES-REFERENCED 10 THE APPRUPRIATE DATE
DEFICIENDY)

F 385 | Cantinued From page 14 F 385 , s
timag dally. Upon e resident's re-admission, this 3 readmit:ad{fidbmxtte;l tytt?.;x}ny.
regimen was continued from the order datad + Request will be su mf1 n
3/4710. Thers was no evidsnce the order was writing by Director 0
clarified and approvad by the physiclan after the Nlll‘Sl'Tig/ASSIStfml Directlor of
regident's re-admisston on $/12/10. Paxed Nursing or designee asking
information received from the DON on 4/16/10 &t primary physician if they will
12 PM confitrmed the 3/12/10 te-admission order aceept adriission/readmission to
was incomplete. the facility, )

F 425 | 483.60(a),(b) PHARMACEUTICAL SV - F 428 4. Ordsrs will be olarified with

g8=p | ACCURATE FROGEDURES, RPH primery physician unless

otherwise indicated, |
The faclity must pravide routine and ernergency 5. Telephone arders will be wiitien
drugs and blologlcals fo its resldents, or obialn to edmission/re-admission as
ihern undar an agresment dessribed in appropriate from
§483,75(n) of this part. The Tacllity may pesmit primary/admitting physician.
unficensed parsonnel to administer drugs if State 6. Licensed Persomel in-serviced
‘ law permits, but c_miy under the genstal 4719710 and 05/17/10 on the
: supervision of a licensed nurse, above.

A faciiity must provide pharmaceutical services .
{including procedures that assure the accurate Montoring:

acquliing, recalving, dispensing, and
edministering of &l drugs and blologicals) to meet
the needs of each resident.

The faciity st employ or ¢blalh the services of
& ficensed pharmacist who provides consultation
on all aspests of the provision of pharmacy
sarvices in the fagility.

‘ghts REQUIREMENT is not met as evidencad
Y.

Based an observation and staff Interview, the
facllity falled to remove explired medicationa fom
2 of 7 medication storage areas. The findings
werea:

1.
2.
3

Ditector of Nursing/Assistant Director of
Nursing or designee will raview all
admission/re-admission orders prior to
admission and with random audits no less
than ope timea 2 week to ensove:

Admitting physician has agread
to admit to facillty.

Orders are signed by sdmitting
primary physician

Ordets will be olarified prior fo
the resideat’s admission.
Orders signed by admitting
primary physiclan.

Aty issues noted will be
addressed immediately.

FORM CME-2587(02-98) Frevlouz Varelone Obeclata

Bvent ID: YEEYT1

Fagjlty ID: WYQC08
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0835-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/BUPPLIER/CUA £42) MULTIPLE GONSTRUQTION {X3) DATE SURVEY
AND PLAN 0F CORRECTION IDENTIFICATICN NUMBER: COMPLETHED
A. BUILDING
B, WINS G
536048 ' - 04/08/2010
NAME OF PROVIDER ©OR SUPFLIER BTREET ADDRESS, CITY, 8TATE, ZIF CODE
1301 HOWELL AVENUE
WORLAND HEALTHCGARE AND REHABILITATION CENTER WDRLANP, WY 82401
{%4) ID SLIMMARY BTATEMENT OF DEFICIENCLES D PROVIDER'S FLAN OF CORREGTION (X8}
PREFIX {EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMALETIGN
AR REBULATORY OR LEG IDBNTIFYING INFCRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
GRRIGENCY)
F 385 Contlnued From page 14 F 386 ) i
times dhally. Upon the resident's ra-admission, this Quality Assurance;
regimen was continusd from the order dated Direptor of Nursing will repart results of
3’4{10' There was no avidence ﬂ-le onder was monltm'['ng quﬂItBI']_V -Ul‘ morse ﬁequently
clarified and approved by the physiclan after fhe a8 noeded st the Quality Assuranos
rasitlent's re-admission on 312710, Faxed meeting for review and suggestions.
information recelved fram the DON on 4/16/10 at
12 PM confirmed the 8/412/C re-admission order
was incompleta.
F 428 | 483,60(a),(b) PHARMAGEUTICAL SVG - F 425
88«0 | ACCURATE PROCEDURES, RPH F 425
The facility will provide routine and
The faciity must provlde‘ rauiing and emergency emergency drugs and biclogicals to its
drugs and blologicals to its residents, or obtain residents, or obtain then upder and
them under an agresment described in agteomers described. The facility may
§483.76(n) of this part. The facilily may permit permit unticensed personnel to administer
:ﬂ%e;'rsnfi?spEﬁ%”hqﬁlt}‘:dﬁr?;:‘;tg;g:;‘ﬁ‘g If Gitate drugs if State Jaw permits, but only nnder
supenrlslonlof & loensed nurse. Eﬁg’mm mupervision of a Hoensed
A facility must provide pharmaceutical services Theifacility will p;ovicled};hi}rmaceutica,l
{inaluding procedures that assure the acourate services to meet the needs of each
acquiring, receiving, dispensing, and resident. )
administering of el druga and blalogicals) to mest The facility will employ or obtxin the
the needs of ezch resident. services of a licensed pharmacist who
provides consultation on all aspects of the
The facility must employ or ehtaln the services of provision of pharmacy services i the
a licensed pharmacist who provides consultation facility.
an #ll aspeots of the provision of pharmacy
services In the facility, This requirernent will be met as
evidenced by:
The fagility will ensure that expired
medications are removed from 512310
'g;\‘ts REQUIREMENT Is not met a8 evidenced medjcatlon storage aress:
Based on observation end staff intarview, ths g’ m:gzzaf_on szm;age Toums
facllty fallzd fo ramove expired medications frem ) c ? 100 cl s
2 of 7 medication storage &reas. The findings ¢. Ceniral supply storage are
were;
FORM CME-2587(02-01) Pravious Vaglons Obzolats Event ID; Yaey 1 Facilly |0 Wyoo0s If confinuetion sheet Page 14 of 18
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PRINTED: 0B/18/2010
FORM APPROVED
\ QMB NO, 09380391

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN QF CORRECTION IDENTIFICATIGN NUMBER
535048

B. WING

(&) MULTIPLE CONSTRUGTION
A, BUNDING

(%3) UATE BURVEY
COMPLETED

040872010

NAME OF PROVIDER OR $IPPLIER
WORLAND HEALTHCARE AND REHABILITATION CENTER

SYREET ADDRESS, CITY, $TATE, ZIP CODE
1501 HOWELL AVENUE
WORLAND, WY 82401

The facify must employ or oblain the servicas of
a licensed pharmacist who astablishes a system
of records of receipt and dispasition of alt
controlled drugs in sufflclent detsil to erakle an
acourate reconeiiation; and deterrnings that drug
records sre I order and that an account of all
controlled drugs [s maintained and perlodically
reconclied,

[ I SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREQTION )
PREFIX {EAGH BEFICIENCY MUST BE PRECRDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD Bl COMPLETION
TAG REGULATORY OR LS [DENTIFYING INFORMATION) TAG UROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 425 | Continued From page 15 F425| Licensed persoimel will check bottle of
edicatio expiration date when
Observation revealed madications were stored in glmnmistegufgrmedpications.
four medication carts, two madioation rooms, and
In lockad cabingts in the central supply area, The ID of Residexts:
followlng concermns wets noted: vt
a, Opservation of the Hall 1 medication cart ?Sid]?ms rt;“dibni% at :Vgﬂi“fi gzzlth
on 47710 at 4:45 PM revealed a bottle of are have the ability to be .
méghesium oxide 400 miligrams (mg). The boitie
originally containad 120 tabists but wae Systems: i )
spproximately half full. The cart also contained & a. Licensed Persomiel in-servicad
bottls, also approximately haif full, of aspirin 328 04/15/10 on mportance to check
mg; the original amount In the boitle was 100 medication botles for expiration
tahlets, Bach botlie of madication expired on dates when administering
March 31, 2010. medjcations.
b. Ohservation of the medications stored In b, Licensed personnel to make
the cetiral supply ares revealed ah unopensad routive checks on all
bottle of acetaminaphen 500 mg; the boftle medications for expiration dates,
conteined 100 tablets ard explred op 3/3110. c. Atfirst of each month, the Night
0. Intarview with RN#4 during the nurse will check the bottles of
observations revealed shs did not chask medications and pull from
axpiration dates oh stock medication botties when medication cart any medication
dministering medlicaticns, y o
@ bottle that explred previons
Ory 4/8/10 at 8 AM ths DON stated the month-l h
pharmacist was to check monthly and remove d.  Ceniral supply person to check
expired medications; she stated she was unawars medication storage areas one
this had nof besn June at the end of March 2010, time 2 week,
F 431 | 483.60(8), (1), (e} DRUG RECORDS, F 431 i, Mecl!catfon carts
85=0 | LABEL/STORE DRUGE & BIQLOGICALS il. Medication storage room

jii, Central supply storage
arca

Central supply person will use a
highlighting marker to mark any
bottle that would expire in,
curpent month, These marked
botiles will be placed in a special
basket in medication cupboard In
nurses inedication storage area,

FORM CMS-2507(02-98) Pravious Versions Sibaolete

Evant [D: YE8Y41
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W}W . PRINTED: 05M8/201D

FORM APPROVED
OMB NQ, 0958-0834

giz=D

LABEL/STORE DRUGS & BIOLOGICALS

The faclﬂgr must employ or obtaln the serviees of
a licensed pharmacist whe sstablishes a syatem
of records of receipt and disposiiion of al
controfied drugs In sufficient deteil to ehabla an
accurate reconoliation; and determines that drug
records are in order and that an account of al!
sontrolled drygs s maintained and perlodically
raconcied.

STATEMENT OF DEFICIENCIES (%) FROVIDER/SUSPLIERICLIA {X2) MULTIPLE QONBTRUCTION DL8) DATE BURVEY
AND PLAN OF CORREGTION MENTIFICATION NUMBER: A BUILOIN GOMPLETED
ic]
, WING
53048 ° 04/06/2010
NAME OF FROVIDER OR, SUPPLEER STREETADDRESS, GITY, STATE, ZIP GODE
4401 HOWELL AVENLIE
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82401
1) 19 BUMMARY STATEMENT OF DEFIGIENCIES ] PROVIDER'S PLAN OF CORRECTION ")
PREFIX (EACH PEFICIENGY MURT BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED T( THE APPROPRIATE DATR
DEFICIENGY]
F 425 Ciontinued From page 15 F426\ ¢ Licensed persomnel will be in-
Observation revealed medications were stored in f?:‘g;‘;;'g /‘1’3 2?’"’ tlh?e/il?, }?]‘;g;gg’
four medication carts, two medioation rooms, and system. ¥
in locked cabinets in the central supply area. The "
fallowing concems wers noted: g Consuliing phartnacist to check
a. Obgervation of the Hall 1 madication cart storage area for expired
on 4I7H0 at 4,45 PM revealed a bottle of medications on routine monthly
magniesium oxide 400 milligrams {mg), The bottle facility visits.
otiginally contalned 120 tablets but was
approximately half full, The cart elso contained & Motitoring:
bottle, also approximately half full, of aspirin 323 1. Director of Nursing, Assistant
my;, the ariginal ameunt in the boifle was 100 Director of Nursing, or designos
fablets. Each botfle of madication expired an 10 do random checks no leas than
Mareh 31, 2010. o one time a week on medication
b. Ohsarvation of the medications stored in bottles to check axpiration dates
the central supply area revealed an unopanad and ensure expited medications
hotfie of acetaminophen S00 my; the: botile are pulled from storage areas,
containad 100 tablets and expired on 3/3110, . .
: 2. Director of Nursing and
¢. Interviaw with RN #4 during the Assistant Director of Nursing to
observations tevested she did not check %6 rondont chocks o | Eg
expiration dates on stock medication bottles when o ra;u o ¢ fa(I:c s no less than
sdministaring medications. ono tme & week to ensurs
Licensed personnel cheok bottles
On 41810 at 8 AM the DON steted the for e'xpiration date as medication
pharmagcist was to check menthly and remove edministered. )
expited medications: she stated she was unawsare 3. Amy issues noted will be
ihis had rof been done at the end of March 2010. addressed immediately.
F 431 | 483,60(b), (d), (e) DRUG REGORDS, F 431

Quality Assurance:

Director of Wursing will veport xesults of
monjtoring quatterly or more frequently
as needed at the Quality Assurance
meeting for review and suggestions.

FORM CiVe-2587(02-80) Pravious Versiens Ohaoleta Bvant ID: YESY11
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FORM APFROVED
OMB NO., 0838-0391

m[g,l_/fmmsn: 06/18/2010

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLISR/CLIA
AND PLAN OF DORRECTION JEENTIFIGATION NUMBER:

H3sn48

{X2) MULTIPLE DOHETRUCTION
A BUILDING

(¢3) DATE SURVEY
COMPLETED

B. WING

G

0410872010

NAME CF PROVIDER OR SLPPLIER
WORLAND HEALTHCARE AND REHABILITATION GENTER

STREET ADDRESS, CITY,
19{H HOWELL AVENUE

WORLAND, WY 62401

STATE, 24P CODE

) 10
PREEIX
TAG

SUMMARY STATEMENT OF BEFIGIENCIES
{FAGH DEAIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(iv] PROVIDER'S BLAN OF CORRECTION (X8
PREF(X {EACH CORREDTIVE ACTION SHOULD BE GOMPLETION
TAG BROIS-REFERENCED TO THR APPROPRIATE DATE

DEMGIENSY)

F 425

F43
88=0

Gontinued From page 16

Obsarvation revesled medications were stored In
four medication carts, two medication reomns, and
in loeked cablnets in the cential supply atea, The
following concerns were hoted:

5. Observation of the Hall 1 medication cart
on 417110 at 4:45 PM revealed a bottls of
magneslum oxide 400 millgrams (mg). The bottle
originally cortalne 120 tablets but was
approximataly half full, The cart alse contained a
hottie, also approximately half full, of agpirln 324
mg; the original amount In the botile was 100
tablats, Each bottle of medication expired on
March 31, 2010.

h. Observation of the medicafions storad in
the central supply area revealed an unopened
hottie of acetaminophan 500 g, the bottle
contained 100 tablets and expired on 8/31/10.

0, Interview with RN #4 during the
obaervations revesied sha did not eheok
expiration dates on stock medicaticn botilas when
adiministaring medivations.

On 48710 at 8 AM the DCON sfated the

phermacist was to check monthly and remove
axpired medications; she steled she weae unawore
thiz had ot besn done at the and of Marsh 2010,
483.60(k), (d), (&) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must amploy or abialh the services of
a licensed pharmacist who establishes & systern
of tecords of recaipt and dlsposition of all
controked drugs In sufficient detail lo enable an
sceurate reconciiiation; and determines that drug
racords are in arder and that an account of all
cantrofled drugs is maintained and perlodically
reconclled,

F 423

F 484
F 431

The facllity will employ or obtain the
services of a licensed pharmacist who
extablishes a systern of records of receipt
and disposition of all controfled drugs in
sufficient detail to enable an accurate
reconciliation; and determnines that drug
records are in order and that an account of
all controlled drags is maintained and

FORM OME-2667(02:608) Previous Versions Obstlate Evant iD:YBBY11

Facliity [0; Wyogooa
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PRINTED: 0B/18/2010

WORLAND HEALTHCARE AND REHABILITATION CENTER

STREET ARDRESS, GITY, 8TATE, ZIF CODE
1804 ROWELL AVENUE

WORLAND, WY 82401

FORM APPROVED
__CENTERS FOR MEDICARE & MED|CAID SERVICES OMB NO, 0938-0301
STATEMENT OF DEFICIENCIES {1) PROVIDER/SURPLIER/CLIA (¥2) MULTIPLE CONSTRUCTION ¥ {%3) DATE SURVEY
AND FLAN OF SORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
G
B, WING
535048 04/08/2010
NAME OF FROVIDER OR SUPPLIER

(X 1D SUMMARY STATEMENT OF DEFICIENGIES B PROVDER'S PLAN OF CORRERTION ¢
PREFIX (EACH DEFIGIENCY MUST E PREGEGED BY FULL PREFIX (EADH CORREGTIVE AGT(GN 8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE BATE
DEFICIENGY)
F 431 | Contlnugd From page 16 F 431 L
: . . djoally reconelled.
Drugs and blologicals used in the faclity must be peno »
labeled in acoordances with currently sccepted Dfﬁgs aln% b;:{}qglcals [‘f(;:g in “;fhmmty
professional principles, and include the will be labeled m e
approptidie acoessory and cautionary cutrently accepted pr :ﬁswm ,
Instructlons, and the sxpiration dats when pringiples, and include the appropriate
applicabie. accessory and cautionary instructlons, end
the expiration date when applicable,
I1» aocordance with State anc Federal lawe, the In accordance with State and Federal
faolifty must store all drugs end bicloglcals In Jaws, the facility will store all drugs and
locked compartmenis under proper iemperature biologicals in locked compartments under
sontrois, and permit enly authorized pereohnel fo propet teruperature controls, and permit
have access to the keys. only authorized personnel 1o huve access
1o the keys.
The facility must provide separataly lnoked, The facility will provide separately
parmanently affixed compartments for sinrage of locked, permenently affixed
cantrolled drugs Nstad in Schedule |1 of the compattments for storage of controlled
Gomprehensive Drug Abuse Prevention and drugs listed in Sohedue 1T of the
Cantrol Act of 1876 and other drugs s\hject to Comprehensive Drug Abuse Preveption
gbuse, axcept when the facllity uses single unit and Control Act of 1976 and other drugs
package drug distribution systems in whish the tiact to sbuse, except when the facil
quantity stored Is minimal and a miseing dosa can subject to abuse, axcep he facility
bie readily detscted. uses single unit package drug distribuifon
systems in which the quantity stored is
wiinimal and a missing dose can be
readily detected,
This REQUIREMENT I8 not met as evidenced
by: This tequirernent will be met as
Besed on observaiion, staff interview, and review evidenced by:
of policies and procedures, the facility failed fo 1. Muld dose vials of medication
ensire muiti-dese vials of medications stored in 1 will have date on bottle when 5123110
of 4 medication oarfs wers appropriately labeled opeied.
when opened and wers not expired while st 2. Bottles discovered o not have
avaitable for use. The findings were: date when opened will be 5123110
) immedi fv itector o
During an observation of the Hall 3 e ot
medication aart on 4/7/10 at 4:40 PM, two 3. Multi dose vials will be disposed
multi<dose vials of Lantus Insulin had been : of properly thirty days after
opened, but the date they were opaned wag not P 5 v iy O /23/10
documented on the Jabel. Both vials were opened. 32311

FORM CMS-2587(00-00) Peévious Versione Obeolete

Event D Yaay14

Faellity 10 WY0008
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’ﬂé})ﬂi PRINTED: 06/18/2010
j’L FORM APPROVED
g

OMB NO. 0838.0301

WORILAND HEALTHCARE AND REHABILITATION CENTER

1901 HOWELL AVENUE
WORLAND, WY #2401

STATEMENT OF DEMCIENIES 141} PROVIDER/SUPPLIER/OLIA {4} MULTIFLE GONSTRUATION {X2) DATE SURVEY
AND BLAN OF CORRECTION IDENTIFIEATION NUMBER: GOMPLETED
A, BUILDING
G
B. WING
§35048 04/08/2010
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

{X4) 1D SUMMARY ETATEMENT OF DEFIGIENCIES o PROVIDER'S FLAN OF GORREGTION o8
FREFIX {2ACH DEFICIENGY MUBT JE PRECEDED BY FUL), PREFIX {EACH GORRECTIVE AQTION SHOULD BE COMPETON
TAG REGULATORY GR LSG IDENTIFYING INFORMATION ThG CROSS-REFERENGED TO THE APPROPRIATE DATH
DEFICIENGY)
F 481} Continued From page 17 F 431 4, Mult] dose vials to Include
available foruse. ) a. Eye drops
During an intarview immadiately aiter the b. Insulin vial 1
k § . Insulin vials 5/23/10
observation, RN#6 confirmed both vials lacked . -
¢. Injectable medications
the dats they wete openad, Furthermore, she
such as novroal saline,
could not determine how long the vials hiad been eto.
opened or if they exceeded the expiration date )
after opening. She confirmed both insuling were .
etll available for Use. D of Resldents:
Raview of the faclllty‘s PQ‘EUY and pmuedure Residents r?s_iding at Worland Health
entitied, "Vials and Ampules of injeotable Care the ability to be affected.
Medications," revealed "Medicstion in rmulti-dese
vials may be used for a period of ons (1) month Systerns:
following lts apening, If Inspestion revaals no Licensed persopns] to be in-serviced
gigns of detarioration at that tima." 04/23/10 and 05/17/10 or need to:
1. Date all multi dose vials at time
opened,
2. Dispose of mult dose vials afier
thirty days
3, If discover mmult| dose vial not
dated, do not use, give to
Director of Nursing for proper
disposal,
Monitoring:
1. Ditector of Nursing, Assistant
Director of Nursing, or designee
to conduct random checks on
multi dose medications no Jess
than e time & week to ensure
all multi dose medications are;
4. Properly dated when
operied
b. Used no more than
thirty days as per
facility policy
¢. Removed flotn use
thirty days after opened
FORM GMS-2667(02-91) Previous Verslona Obsolets Event ID:YBBY14 Facility |D: Wyo00e If eontinuation shect Paga 13 of 18
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6%7[1
' PRINTED: 05/18/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES jﬁ/ FORM APPROVED
__ CENTERS FOR MEDICARE & MEDIOAID SERVICES OMB NO. 0938-03981
ROVIDER/SY PPUER/GLIA MULTIPLE GONSTRUGTION {43) DATE SURVEY
K%ngiNgFagggﬁ%ﬁ%ﬁﬁs o1 IEEEITIFEilﬂDT-J NUMBER: e )GDMPLETED
A BUILDING
B, VNG ¢
538048 04/08/2010
NAME GF PROVIDER OR SURRLIER STREET ADDRESS, GITY, STATE, 2P DODE
1501 HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82401
X4 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'E PLAN OF GORREGTION 0
PREFLX (EACH DEFICIENGY MUST BE PRECEDED EY FULL PREFIX {EAGH CORREQTIVE ACTION SHOULD BE OOMPLETION
TAG REGULATCRY OR LG IDENTIFYING INFORMATION) TAG CROS8-REFERENGED 78 THE APPROPRIATE DATE
DEFICIENCY)
F 431 Gon_tmued From page 17 F 431 2. Central supply person fo check
avallable for Use. _ medication carts one time &
During an interview Immedlately efter the wek for expited medications
obsstvation, RN #6 econfirmed koth viels lacked and wi
1 nd will also check to ensure
the date they were openad. Furthermore, she multi dose medication bottles
could not detarmine how long the vigls had been ; ‘: (11 - TP ot ot
opened or if they exceedad the explration date ated when opened. 1ot date
aftar apening. She confirmed both freulins ware witl pull from area immediately
still avallabla for yss. and glive to 1_)1rector of Nursing
Review of the fucllity's poficy and procedure for proper disposal.
i enfiled, “Vials and Ampules of Injectabls 3. Auy lssues noted will be
Medications," revealed "Medlcation In multi-doss addressed immediately.
vials may be used fot a period of one (1) month
following Its opening, If inspection reveals no Quality Assuratics:
: signs of deterioration at that ime." Director of Nugsing will report results of
: monitoring quatterly or mote Trequently
i q
i as needed at the Quality Assurance
! mesting for review and suggestions.
FORM GMS-2857(02-98) Pravious Varelona Obpolete Event |D: YY1 Faeilily 10: WYo00a i contitation shast Page 18 of 18




