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Mt £ § PR 1AL T AW PPN SIRTY FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB O, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SURPLIERICLIA {%2) MULTIPLE|CONSTRUCTION e o oo | (KL DATE BLRVEX. ... . -
AND PLAN OF CORREDTION IDENTIFIGATICN NUMBER: A BUILBING Ej - FLETED
WY Prelond 08 Tl dlin
538088 9. WING a1 i24i2514

NAME OF PROVIDER OR SUPPLIER

BTHEEET ADDRESS, CITY, §

TATE. ZIP CODE: " 4 4 Jhiid

880 | PROFESSIONAL STANDARDS

i The services pravided or arranged by the facility

| must meet professional standards of guality.

i g’hiﬁ REQUIREMENT is not met as evidengad

[ Oy

i Based on medical record review and staft

! Interview, the facifty failed 1o maintain accurate

i medication administration racords in accordance

| with professional stanards for 7 of 9 sample

i esidents (#2, #10}. The findings were:

i 1. Medical record revigw showed resident #2 was
! admitted to the factity on 8/28/1) with diagnases

| that included carsbrovascular acoldant Revlew of
18 Psychotropic Drug Review Farm dated 871443 |
: showed a notation from the pharmacist, "On

i Haldol 6 mg IM [intramuscutarty] PRN - has not

P Used. " with the signed physician responge =
i showing, "DGC [discantinye] Maldo) " The form was |
i signed a8 having been reviewed by nursing in the -
| course of a 24-hour chart check. The following |
| Goncems were igdentified:

i a, Review of the Decembzer 2013 MAR

: showad an order for Haldo! (an anti-psychotic) 5

204 1STH STREET |

PLATTE MEMORIAL NURS ;

GOUNTY Mettt URSING HOME WHEATLAND, WY 82001 {12 o2t 17
(x40 . SUMMARY STATEMENT OF DEFIGIENGIES o ! PRCVIDER'S FLAN OF CORRECTION .
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREPIX [EACH CORRECTIVE ACTION SHOULD B ¢ b

TAC | REGULATORY CRILAE IDENTIFYING INFORMATKIN) I 7Y CROSS-REFERENGED 70 THE APPROPRISTE
! : DEFICIENCY)
l i
F 000 | INITIAL GOMMENTS FO00' | This plan of correction is
H s a
[ The follow submitted as required under
: Tha following sommon atbreviations ars uged o ; 1law. This plan
{ thraughoul this dogument: ' State and ederal law. This p
i does not constitute admission of
i DON-Director of Nursing liability on the part of the
, h;}'tAR-Medicaﬂon Administration Record facility and such liability is
: PRN-As Needed hereby specifically denied. The
! Less commonly used abbreviations will be submission of this plan does not
i annotated In each defioiency. constitute agreement by the ;
F 2811483 200(3)(0) SERVICES PROVIDED MEET F281 | facility that the surveyors’ |

findings or conchusions are
accurate, that the findings
constitute a deficiency or that
the scope or seventy regarding
the deficiencies cited are
correetly applied.

TITLE {26%) DATE

st A

LABDRATORY DIRECTORGOR PROVIDERILFRLIER REPRESENTATIVE'S SIGNATURE
é' W;ﬁ"

Any daficlency statemant anding with 2n 5terisk (") denotes a defislancy which he hetitetion
other _safegua;ﬂs préwide sufficlent protaction to the petients. (See instructions. ) Ex¢opt for nu
following the datae of survey whethat or ot a plan of comertion s peovided  For aursiag homess

nay be gxeused trom correcting praviging itis deternsined that
sing hors, the findings stated above are digctosable D0 days
 the atiove findinge and plans of conaction are disclosably 14

days folir:wing tha duts thase docutrents are made availabls to e facility. If daficienvies are
prograt participation

FORM CA45-2667(02.09 Previous Versions Dbsclete
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WA BN UF HEAL TH ANL) HUMAN SERVICEY FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME N, (1938-D381
BTATEMENT OF QEFICIENCIES (A1) FROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {#3) DATE SURVEY
AND PLAN OFF CORRECTION IDENTIFICATION NUMBER: > BUILDING GOMPLETED
5350852 B, R a1/24/2014
NANGE OF PRUVIDER OR.SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE o
. 204 15TH STREET
PLATTE COUNTY MEMORIAL
. . AL NURSING HOME WHEATLAND, WY B2241
x4plo | _ SUMMARY STATEMENT OF JEFISENGIES ] PROVIDER'S PLAN OF CORRECTION (%5
PREPX | (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EAGH BORRBCTIVE AGTION SHOULD BE CIMPLETION
g REGULATORY OR LEC IDENTIFYING INFORMATION) i TAG + | CROSS-REFERENCED TO THE APPROPRIATE DATE |
E i . LEFICIENCY)
Fa81 Continued From page 1 ‘ F281: | pag1. Resident #2's order to 310/
mg IM every 12 hours PRN for severs agitation, | discontinuc Haldol written on S04
despite the discontinuation of the medication in i v ,
August 2013, t | 8/14/13 was noted on 1/23/14.
b.tﬂ;avilawfor the Physician's Qrders i | The MAR and the monthly order
recapitutation for January 2014, signed as i ilistion were updated at
reviewsd by nursing on 12/30/13, showad 3n r]icél?l.t ' Ul
orcar dated 7/16/13 for Haldel & g IM every 12 i | thattme.
hours PRN [as needed] for severs agitation, ! | Resident #10°s Lidoderm
g\eﬁpit? éh{ﬁ order i discontinue the medication in ¢ | patches were discontinued on ;
ugust 2013. i | 1/22/14, the order was noted ;
2. Review of the medical record for resident #10 . | appropriately on the MAR and |
showed s/he mogt recently re-admitted to the ;| monthly order reconciliation. !
_taclity on 11{_2_!1 3 with diagnoses tl'_rat inchuded " | All active chart physician orders
cancer, arthvitis, and Alzheimer's disease. On | . , he 1 arter t
. 10728/ 3, lidocaine (generia for Lidodernm) 5% i wiitien mfer the a._st quarter 10
patches (a topicatRocal anesthetic for pain ralief) t | current will be reviewed by the
were prascribed to ba administered nnce daily for | DON or designee to ensure all -
30 daye. The order did not speacify whara on tha N .
body the paich was {0 be applied. Review of the : ulda,rg have been n u[gq wnd
: Octobar 2013 MAR revealed lidocalne 5% acourately transcribed by
gg}gl;mwgm administered baginning on 2/28/14. New orders will be
CTORR7115. Review of re-admission orders dated By J by DON-or designes
. 1M/2/13 showed an order for "Lidoderm 5% patch :e‘:uewe y ks the & iht
+ 10 lower back on AM off PM 3 patches torily fx w:..ck.ly x 12 weeks then monthly
; {fracture].” Long Term Care Physicisna Orders ongeing to ensure accuracy of
dat?dal HGH; shawed “Clarify - Lidoderm patches | trangeription, Nursing staff will
; U 10 3 on gida over R [right} b fx [fracture] - 1 on | : . i !
fower back. Use PRN paln - plaase do regutar for : b re-educated on noting orders, |
_next week then PRN. This order was sighed &s | | | clarifying orders, and pmwdme ‘;
noteddhy nursing on 1116713, and acaitionally i of PCMNH review with 2 :
signed 11/7/13 as having been reviewed by 2 ;
' another purae in the coures of & 24-hour chart | urse at the 2/1 ”-14 m;}sn}g
oheck. The following concerns were identified: | ! depﬁrtr}wnt meeting. Nursing ;
a. Review of the resident’s November 2013 | + | staff will be re-educated on the |
- MAR ghowed 3 lidocaine 5% patches * ; f
- adminisiered datly to the resident's Aght side from | | i
11/2¢13 through 1130743 rather than ragularly for | f
a week and then ss needed. Similarly, ong i
FORM GMS2507(02-68) Provisue Varsions Obsciole a1 U303+ Frciitg I Wyohaz if continuation sheot Pege 2 of g
M\\‘f
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OME Ne, 0958-0361

CENTERS FOR MEDICARE & MEDICAID BERVICES

: ldocsine 6% patch was admiristered topically o |
| the resident's lower back daily from 13/2/13 i
! through 11/301 3 instead of reguiarty for one

i waak and then as neadad.

i b. Revisw of the Physician's Ordars
| racapitulation for December 2013, signed as
 reviewed by nursing on 11/26/13, showed an

| urder, dated 11/6/13, for “lidocaine 6% (Lidoderm) :
13 paiches to rb fx [fracture] R [ght] side” The
: recapitulation had not been updaled to reflact the |
| complete cantents of the 11/8/13 physician's

| order. Review of the Decamber 2015 MAR

: showed 3 lidocaine 5% patchas were applied

| daily to lhe resident's right side throughout the

L month, nstead of ae nesded for pain az orderad.
i' Addltionally, the facitity failed to update the order
| as required for & lidocaine 5% pateh in be applied i
: to the lower back as needed. i
' c. Reviaw of the Physitian's Orders
i recapitulation for January 2014, signed as

! reviawed by rusing on 12/30/13, showed it
Feonlinyad to shaw the inconect lidocaine 5%

| patch order, and review of the January 2014 MAR
: showed 3 lidecaine 5% patehes continued to be

| applied daity,

3. Interview with the DON on 1/24/14 at 10:55 AM
; confirmed hese orders had not begn proparly

i transeribed onlo the MAR, and further revealed

« the facility did "heve o prablem with orders being
s taken off correctly

1 4. According to the Wyoming Nursing Practice
PAGH (NPA) of July 2008 and the Adminlstrative

i Rules and Regulations of November 2003, paga
: -3, nurses "must practice within the legal

" boundaries far nursing through the scope of

! practice authorizad in the NPA and the Board

: Rules.”

STATEMENT OF DEFICIENCGS (X1 PRIVICER/SURFLIERICLA (X)) MULTIPLE :DN:‘.‘-TRU}.‘TION {#3) DATE BURVEY
AN PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BLILBNG COMPLETED
535063 B, WiNG Q112412044
NAME OF PROVIDER (IR SUPPLIER STREET ADRRESS, CITY, STATE, ZiP CODE
204116TH STREET
PLATTE COUNTY ;
B oo MEMORIAL NURSING HOME WHEATLAND, WY 62201
(X4) D T ' SUMMARY STATEMENT OF DEFICIENCIES N : PROVIDERS PLAN OF CORRECTION i (s
PREFIX 1 {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE i GQM;A:E.‘}'MJN
TAG | REGULATORY OR 1.3C IGENTIFYING INFORMATID N) TAG GROSS-REFERENCER TQ THE APPRDPRIATE ! ‘7
DEFICIFNGY) i
T . ;
| ! {
e Il = " . ) !
F 281| Cantinued From page 2 F 251 24 hour check procedure progess

nt the 2/11/14 nursing .
epartment meeting. Order :
pecuracy will be reviewed in QA
monthly x 12 months to ensure
the process is sustained.
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LICEmAR EIWHZING WE HiAL YA ANL MURAN SERYVILED

| FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES | OME NO. 08938-0301
STATEMENT OF BEFICIENCIES (R1) PROVIDER/SUPPLIERICLIA {£2y MULTIFLE GONBTRUGTION (X0 DATT: SURVEY
AND PLAN OF CORREGTION INENTIFICATHON NUMBER: A BUILONG GOMPLETED

535083 & WING 012412014

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZiP CODE

20416TH STREET
PLATTE COUNTY MEMORIAL N
URSING HOME WHEATLAND, WY 82201
X ID | SUMMARY STATEMENT OF DEFICIENGIES mo PROVIDER'S FLAN OF CORRECTION D e
PREFIX ;  (EACH DEFICIENCY MUST 38 PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULGBE | COMPLETION
YAG | REQULATORY OR LEC IDENTIFYING INFORMATION) Tag 1 | CROGSAEFERENCED TO THEAPPROPRIATE @ DATe
; | DHEICIBHGY)
, o
' i :
F 371 | 483.36()) FOQD FROCURE, ! F3ari) IF371- The facility will ensure 3/10/14
8a=t | STOREPREPARE/SERVE - SANITARY { | |that sate food handling practices
. ! ;I . sl i
| The facilty must - i { fare Promptn—.d for a.ll‘ events when
(1) Procure food from sources approvad or | i |the food is brought in from
' considerad satisfactory by Federal, State ar locai ! loutside the facility. The
! authorldes; and ! Teadogr, Jeavd 477
| (2) Store, prepans, distribute and serve food I Admu:]]btl atc:r ! or designee will
! under sanitary conditions : establish policies and procedures
i i fo ensure food safcty, Staff will
! be educated on propet food
i handling procedures on 2/18/14.
| | INew employees will be ‘
| ghia REQUIREMENT s ot met o gvidenced ! ledue.atcd during new employee |
i by . ; : . . LT !
| - ; : A . niory will |
© Based on aclivity decurientation review and statf | | r}r{bnl lion, Vigilors w {ecmve i
| interview, e facility failed to promote safe food ! E tood safety brocl}u_re before |
i handling practices for 1 of 1 "carry-in" avents i pvery event. Administrator or '
 reviewed whare foorf was brought from outslde of i hesignee will log all food i
 the facility and shared with the residents. The ! tributi a food :
findings wers; ;  PORLIDIUIONS arn O,D .
cmperatures. Administrator or
grwt%n':li‘ew with the activities diractor on 1/24/14 at . tlesignee will track each
0 AM revesled the facility netd pariodic "carry-in" ; S lecti y
@ . - : | : | selection. B
- meals for faciity residests, during which family | : esidetiis fo0d Sf-?l 1 : O?dd =
1 and fiends may bring dessarts or covererd dishes ; ' cmpcr-at}u.‘cs Wi .t-.:momtm ¢ '
- from home to share with the residents, The l by Activities or designee and :
. acrt'ivities directer revealed the fasility did not have ‘ ill be maintained at proper F
'@ heating systam for hot dishies, and did not [ et 3
" temperature test any of the food provided by : i pervIng temperatures. Rc3511]ts
' friends and family te enaura faad safaty. : : will be taken to QA&A for f
: R. o ; i further review and analysis after |
" Review of facility activity doctmentation for s L ili v ar.
» Becember 2013 ravealed 35 residents atteaded pach facility event for one year.
j *ghe rnqst recent "Family Night" which inciuded a |
L“earry-in,” and was held on 12/3/13 Interview with
the activiies director on 1/24/14 al 12:20 P
rgvealed the facility census on 127313 was 57,
TORNE CMB-2607(02-99) Fevices Versions Cbacials Evanl 1D: U303 Facifity [t Wygozz IFeomtinuation sheat Page 4ot 8
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FORM APPROVED
QOME NO. 08380381

88=0 | RECORDS@OMPLE TEACCURATEACCESSIR
LE

The facility must maintain clinical records on eack !
rgsident in aceordznce with actepted professions)’
standards and practices that are complete;
accurately documented; readily accessible; and

- systematically organized.

{Ther elinical record must contain sufficient
! information to identify the resident; & record of the
1 resident's assessments; the plan of care and
! services provided; the resuits of any ,
ﬂreadmissian soreening conducted by the Stata |
! &nd progress notes. |

This REQUIREMENT is not met as evidenced |
by
. Based on medical rouard review and staff
 interview, the facility failed to maintain aceurate
' medication administration records for 2 of 9 }
" sample resldents (#2, #10). The findings were,

1, Review of the medical record for resident #2
i Shf.lwed sthe was admitted to the faility on i
} 529713 with disgroses that included :
cerebrovascular acoident. Review of a
Psychotropic Brug Review Form dated 8/14/13
» howed a notation from the pharmacist, "On
, Haldol 5 mg IM PRN - has not used.." with the
+ signed physivian response showing, "0G
i [discontinue] Heldol™ Tha form was sighed a3

STATEMENT OF DEFICIENGIES (X1) PROVIDERSUPPLIER/GLIA X2) MULTHNE CONSTRUCTION %4) DATE BURVEY
ANTY PLAN OF CORRECTION IDENTIFICATION NUMBER: f,‘ FL ) y ¢ Jcomgjrep
. BUILDING
838053 B Wity 0172412814
NARAE OF PROVIDER OR SUPRLIER STREET ADDRESS, CITY. BTATE, 2IF CODE
PLATTE GOUNTY MERIORIAL NURSING HOME 204 15T STREET
WHEATLAND, WY 82201
(aylp ! SUMIMARY STATEMENT 08 DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION e
PREFIX : (EACH DEFICIENLY MUBT BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOWLD BE GOMBLETIIN
TAG | REGULATORY OR LAC IBENTIFYING INFORMATION) TAG CROGE-REFERENGED TO THE APPROPRIATE DATE
‘: DEFICIENLY)
] | :
F 371 f Continued From page 4 . F371 j
 Interview with the administrator and DON on : | ‘:
124114 at 11:40 AM confirmed the facilty faifed to J T i
. have o system in place o help visitors b5 14- Resident #2's order to E
: understand and use safe fyud practices. discontitue Flaldol wriiten on
f:‘:r14 483.75(1(1) REG F 514 8f14/13 was noted on 1/23/14. 3710714

The MAR and monthly order
¢ peconciliation were updated-at
» that time.
i Resident #10°s Lidoderm
| patches were discontinued on
i 1{22/14, the order was noted
sppropriately on the MAR and
uun‘thly order reconciliation.
|11 active chart physician orders
ritten over the last quarter to |
chrrent will be revicwed by the
JZ{O‘N or designee to ensure all i
. orders have been accurately
. transctibed by 2/28/14. New
okders will be reviewed by DON
ot designee weekly x 12 weeks,
then monthly ongoing to ensure
ALCUracy of transcription of
» ‘rl]ansm:iption, completeness and
clarity of the orders received. :
ursing staff will be ve-educated |
on noting orders, claritying :
orders, ensuring orders are
ct)mplcte and the 2™ nurse
review process at the 2/11/14
nursing department meehing,

&

-

FORM CME.2867{02-00) Providus Voraione Cfruslate Evant {0, U301
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DEFARTMEN QF HEALTH AMD HUMAN BERVICES FORM APFROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. 09:38-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUCTION (X7} DATE SHRVEY
AND PILAN OF CORREGTION IDENTIFICATION NUMBER: A BUILOING GOMPLETED

BaB0ER 8. WING 0472412014
" NAME OF PROVIDER Oft SUPPLIER STRUET AUDRESS, GIFY, STATE, ZIP CODE

204 15TH STREET

PLATTE COUNTY MEMORIAL NURSING HOME WHI‘IE ATLAND, WY 62201

KD SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION D
PREFDG | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | erEex | (EACH CORRECTIVE ACTION SHOULDBE | COMPLETION
TAG | REGULATORY OR L$G IDENTIFYING INFORMATION; | s | | CROSSREFERENGED TO THE APPROPRIATE :
: I )
) H V
. ] , . ' - °F wi 8
F 514 Continued From page 3 | F 514 Nursing statf will be re-cducated !
| having been reviewed by nursing in the couren of i i jon the 24 hour ‘3_11‘3‘31{ procedwre
| a 24-hour chart check. The following concems | i process at the 2/11/14 nursimg J
| were identfiod: : i ldepartment meeting, Order

; a. Review of the Dacember, 2013 MAR ; PR TR

. showed an order for Maldol & m:;; IM avery 12 ’ accuracy, clarity and

hours PRN for severe agitation, despite the ; . completeness will be reviewed
i tisconfinuation of the medication In Auigust 2013, ° ' in QA monthly x 12 months to

b. Rewview of the Physician's Qrders i . : .
recapitulation for January 2014, signed as | ensure the process is sustained.
J

raviewed by nursing on 12/30/13, showed an
order dated 7/16/13 for Haldal {an antk-psychotic) |
- 5 mg IM [Intramusculaiy] every 12 hours PRN [as :
i | neaded] for severs agitation, despite the ordar to
{ discontinue the medication in August 2013 i
i 2. Review of the medical record for resident #10 :
- shiowed sfhe most recently rewadrmitted to the l . .
 facility on 1172413 with diagnoses that includsd
" pancer, arthritis, and Alzheimear's disease. On i
+ 10/26/13, hdocsaine (generic for Lidoderm) 5% | | |
| patches (a topicallocel anesthetic for pain relief) |
were prescribed 1o be administered once daily for ¢
30 days. The order did not specily whera on e
body the paleh was lo ba applied. Review of the i
Dctober 2043 MAR revealed lidocaine 5% :
! patches were administered beginning on
1 10727114, Review of re-adimission orders dated
1442113 showad an order for "Lidodermw 5% pateh
to lower back an AM off PM 3 patches o Tib.fx
“iracture].” Long Term Care Fhysiclans Orders :
 dated 11/6/13 shawed "Clarlfy - Lidoderm patches ; ;
Cap tod on side over R [right] b fx [fractite] - 1 oni i
tfower back. Use PRN paln - please do reqular for | i
, next week then PRN." This order was sighed as I
| norted by nursing on 11/8/13, and additionally | :
aigned /713 as having been reviewed by :
» another nurse Inthe course of a 24-hour chart | :
. chaek. The following concarms ware idantifisd: _ !
; a. Review of the resident's November 2013 ! '

FUORRR CHAS2867 {ng-08) Provious Varsiong Obssinio Evant [0 U303 Faciity §9: WYQ022 if continyation sheat Page 60f8
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DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM ABPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOY (19380391
STATEMENT OF DEFICIENCIEE {%1) PROVIDERISUPPLIERICLIA () MULTIFLE GONSTRUGTION {X3) DATH SURVEY
AN FLAK (OF CORRECTION INENTIFICATION NUMBER: A BULDING COMPLETED
SAG0TY B YING D/24i2014
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, 3TATE, ZIP CODE
PLATTE COUNTY MEMORIAL NURSING HOME 204 16TH STREET
WHEATLAND, WY 82204
S | (ACH OGHOIMOI MUBT B PRCCEOEB OV PReFX | | (A CORRECTVEAGTION SHOULDBE | combianon
WG REBULATORY QR L3C IBENTIEYING INFORMATION) ‘ TAG GROSS-REFERENCED T0 THE AFFROPHIATE RATRE

DEFICIENCY) ’
I

F 514 | Continued From page 6
| MAR showed 3 fidocaine 5% patthes i
| administered dafly to the resident's right sids from !
+ 411213 through 11/30/13 rather than regutary for j
a week and then as needad. Similarly, one
¢ lidocaing 8% patch was administered topically to
. the rasident's jowor back daily frotn 1172712
" through 11730713 instead of regulary for one
week and then as neaded.
b. Review of tha Plysician's Orders
; recapitulation for Bacember 2013, signed ag
: reviewad by nursing on 11/268413, shcwed an
L order, datad 11/6/13, for "lidocaine 5% (Lidoderm)
| 3 patches to b fx {fracture] R [right] side.”" The
recapilufaiion had nol besn uplated to raffeci the
compiete contents of the 11/6/13 physician's i
ortder. Review of the Decamber 2013 MAR
i showed 3 lidocaing 5% patches were applied ,
daily to the resident’s right side thraughout the
“manth, instead of &4 needed for peit a¢ orderad. |
| Additionally, there wae no order for a lidocaine
. B% peteh to be applied to the lower back as
: needed. |
i & Reviaw of the Physician's Orders
| recapitulation for January 2014, signed as
| reviewad by nursing on $2/30/13, showed it
{ continued to show the incorrect lidocaine 5%
: patch order, and review of the January 2014 MAR
i showed 3 lidocaine 5% patchas continued to he
, applied daily.

: . (miarview with the DON on 1/24/ 14 at 10:56 AM
- eonfinned these orders had not been properly '
ranseribed onts the MARSs, and further révesled
{the Tecility did "have & protiem with orders being |
i taken off corractly.” ]
F516 483, T5(1(3). 483.20(1)(5) RELEASE RES INFO,
88=0 | SAFEGUARD CLINICAL RECORDS

F&44:

F516

FORM £148-2957(07-95) Pravious Verions Obselste Event 1D L5034
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PPV ) el PR\ Pt 17T

FORMAPPROVED
OMEB NO. 0048.0381

_CENTERS FOR MEDICARE & MEDICAID) SERVICES

+ A tacility may not release information that is

, resident-identifiable to the public,

| The facitity may ralease informaticn that is

| resident-identifiable to an agent only In

: i accordanee with & contract under which the agent
| agrees not to use or discloss the information

E exf;ept ter the extant the facility dself ts perritted
t¢ do so.

‘The facility must safeguard clinical record
“informatlion agalnst joss, destruction, or
urethorized use.

: Thiz REQUIREMENT 18 nol met as evidenced

 by: :

| Based on obsarvation and slaff interview, the i

| tactity failed to ensurp only staff with o need to |
furow had access to madical records. The

: findings wers:

i Observation o 1/24/14 at .45 AM showed the

i facility had a secixe off-site storage area for
b adical records. Interview with the maintenance

i alrector st that time showed he, his assistant, and '
*the activities director had the 3. Iwyt«. to the

;. storage area. He further siated that he or fig

| assistant brought medios) records to thas logation,

L for storage. Inferview with the agministrator on

/24114 gt 11:40 AM showed the malntenance

! director and his asgigtant did not hava a nesed to
know information contained in the medical
records. Me aiso confirmed they both transported

; madica) racords for storage in the facility's off-site
storage ared.

|
|
|
|
I
1
1
|
i
i
i
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535053 B WING - 012412014
NAME OF PROVIDER DR SUPPLIER STREET ADDRERS, CITY, $TATE, 2P CORE
204 H5TH STREET
PLATTE COUNTY MEMORIAL HURSING HOME
@ WHEATLAND, WY 82201
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F 516 Continued From page 7 i F818 p5)6. The facility will ensure

that clinical records are 10714
safegnarded against
unauthorized use. The facility
has moved medical records to a
secure location on site. Access
has been restricted to only those
who need to know by replacing !
the lock and only allowing keys
to authorized staff.  Lhe
nurpber of keys to medical
records will be limited and have
to be gigned out to monitor and
restrict access. Access will be
reviewed in QA&A monthly for
three months and guarterly ‘
thereafter to ensure that chinical
records are safeguarded against
unauthorized use,
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