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F 000 INITIAL COMMENTS FO00| 7ais plan af Correction is Kindred Healthcare,
Inc., Rawling facility, credible allegation of
The following common abbreviations are used compliance.

throughout this documant:
g Preparation andlor execution of this plan of

CAAs Care area sssessments correction does not constitute admission or
CNA  Certified Nurse Aide : agreement by the provider of the truth of the facis
DNS  Director of Nursing Services alleged or conclusions set forth in fhe siatement of
LPN  Licensed Praciical Nurse deficiencies. The plan of correction is prepared

o - . and/or executed solely because it is required by the
Mgg m;%‘gif_f%ggmégftranon Record provisions of federal and state loaw,

Less commonly used sbbreviations will be
annotated in each deficiency.

F 225 | 483, 13(c){1)(i-{ii), (cX2) - (4) =225 ' i

s5=D | INVESTIGATE/REPORT F225 483.13(c)(1)(ii-)-(ii), (e)(2)-(4)- .
ALLEGATIONS/ANDIVIDUALS Investigative Report/Allegations/Individuals 51252014
The facility must not employ individuals who have Corrective Action: ‘
been found guilty of abusing, neglecting, or The facility administrator/designec faxed the
mistreating residents by a court of law; or have ineident report to the state survey and certification

agency, Carbon County DFS and the Wyoming
Regional Ombudsman, the investigative report
involving residents #22 and #52 on 1/17/14. The
facility administrator will report to the state survey
/and certification agency, along with other -
appropriate agencies, within 24 hours any alleged .
violations involving mistreatment, neglect, or
abuse, including injuries of unknown source &nd .

had a finding entered into the State nurse aide
redistry cancerning abuse, neglect, mistreatmant
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an smployee, whlch would
indicate unflitness for sarvice as a nurse atde or
other facility staff to the State nurse alde reglstry

or licensing authorities, misappropriation of Residents’ property and to
e other appropriate officials in accordance with Staie
The facillty must ensure that all alleged violations law. TEE, rzsults of these investigations will be
!”.VOiV]ng ‘_"“EStfeatmantn neglect, or abuse, provided to the state survey and certification
including injuries of unknown source and agency along with other appropriate agencies.

misappropriation of resident propsrty are reported
immediately {o the administrator of the facility and
to other officials in accordance with State law

| throtigh established bradédures (including fo the
Staie survey and certification agency). ; ' 3

ATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

o Ol 2F i/ AL Pl

Any deficieficy statement endind with an asterisk (*} dengles a deficiency whi e ) eéating providing it is determined that
ather safeguards provide sufﬁeiént rotaction to the patients. (See instructions.) Except for nursing homes, the findifigs stated above are disclosable 90 days
following the date of suwey.Whethj'r or not g plan @ co;rection is provided. For nursing homes, the above findings and plans of correction are discicsable 14 -
days following the date these dociments are made avdllable to the facility. If deficlencies are cited, an approved plan of correction s requisite to continued

sogram participation. ¢ ; / .
o [ e | A Admansiade  §/2/ 14

FORM CMS-2667(02-99) Prévious'Versions Obsolelev Event\[x: 136F 11 Facility ID: WY0020 If continuation shest Page 1 of 16

&

'

LABO




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

W

5
\U\i

2

The facllity must have evidence that 2l alieged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress. K

The resuits of all Investigaticns must be reported
to the administrator or his designated
representative and to cther officials in accordance
with State law (including to the State survey and
certification agency) within-5 working days of the
incident, and If the alleged violation is verified
appropriate corrective action must be taken,

This REQUIREMENT - is not met as evidenced
by,

Based on review of {acilify investigation
information, and staff interview, the facility failed
to ensure 1 of 8 allegations of rasident
abuse/mistreatrent reviswed were reported to
the state survey and certification agancy as
required. The findings were:

Review of the facllity investigation regarding an
incident between residents #22 and #52 showed
it occurred on 1/17/14, The detailz of the
investigation showed one resident "stabbed" the-
ather with a fork at the dining tabls. According to
the Investigation, there was no significant injury to
the resident, and the incident was reparfed to
family and the physiclans. However, thare was
nothing reported to the state survey and -
cartification agency. Interview with the
administrator on 4/10/14 at 1:40 PM verifled this
resident to resident altercation had not been
reported to the state agency.
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F 225 | Continued From page 1 F 225

Identification of Others Potentially Affected by
Same Deficiency:

The Administrator will review the facility’s Abuse
and WNeglect log, the Wyoming Reporting
Requirements for Skilled Nursing Facilities, and
the Kindred Healthcare Health Services Division
“Reporting Guidelings for Suspecied Cases of
Abuse, Neglect, Misappropriation, Endangered
Adults, or Death by Unnatural Causes” for
compliance. No further Residents were identified
who were affected by the same deficiency.

Systemic Changes:

"The facility administrator will report to the siate -

survey and certification agency, along with other
appropriate agencies, within 24 hours any alleged
violations involving mistreatment, neglect, or
abuse, including injuries of unknown source and
misappropriation of Residents’ property and to
other appropriate officials in accordance with State
law. The resolts of these investigations will be

provided to the state survey and certification
agency along with other appropriate agencies.

* Allegations of abuse/mistreatment will be audited

monthly for timeliness of reporting, The results of
the audit will then be presented to the Performance
Improvenent Commiltee
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F 250 | Continued From page 2 F 250 i
F 250 | 483.15(g)(1) PROVISION OF MEDICALLY 250 '
SS=D REL;\T(Egg S)OC]AL SF'ERVICE F F 250 483.15(g¥1) PROVISION OF
MEDICALLY RELATED SOCIAL SERVICE
The facility must provide medically-retated social
services to aftain or maintain the highest 5/25/2014
practicable physical, mental, and psychosccial Corrective Moasures :
wall-being of each resident On 4/30/14 Social Services reevaluated Rt #43's
mood as part of MDS PHQ-9 interview. The mood
state score tmproved from 27 to & 15, Education
s . provided to SSD and staff regarding interventions
This REQUIREMENT s not met as evidenced for residents exhibiting s/sx of depression.
by . Interventions for Res #43 will be care planned and
Based on medical racord review, abhservation, followed. '
and resident and staff interview, the facllity failled
to evaluate an increase in signs and symptoms of | Ydentification of Others:
dapression for 1 of 9 sampla residents diagnosad Current resident PHQ-9 scores have been audited
with depression (#48). The findings were: against previous MDS scores to evalnate for
' changes, Residents identified with significant
Review of the madical record showed resident change will be re-evaluated and interventions will
#43 was admitted %o the facillty on 12/30/13 with be added to care plan and followed.
diagnoses that inciuded anxiety disorder,
depression, generalized pain and alcohokinduced ‘| Measures/Systemic Changes:
persisting amnestic disorder. Observation and $SD will maintain log of PHQ-9 scores for current
interview with the resident on 4/7/14 at 4:27 PM residents. This log will be updated with scores a3
revealed sfhe desired to feave the facility, and the MDS is complete. Interventions will be oo
asked about a [ist of affordable housing. At that planned and follow tirough on. Stafl Wil be,
| time, the resident was noted to be disheveled, cducated regarding dignity and recognizing sfsx of
with soiled clothing, and & dirty face. Review of depression. Facility will set up services Wllth Tele-
ey ! : health o aid with psychosocial evaluations and
the resident's care plan revealed s/he had . ;
. . i reatment for residents.
depression related to lifestyle and long term care
placement, Goals for this focus, initiated on
1/14/14, included the resident "will remain free of Monitoring:
s/sx [signs and symptoms] of depression, anxiety 'S’m‘%i‘m will coordinate with MDS Nurse
or sad mood byfthrough review date." over residents’ State of Mood,
Interventions included "Monitor/document/report Social Services will bring identified concems of
fo Nurse/MD s/sx of depression inciuding: Mood State to work with IDT team for potential
hopelessness, anxiety, sadness, insomnia, changes of condition, Mood state will be discussed
anorexia, verbalizing, negative sialements, at monthly PI meetings for review and
repefitive anxicus or health-related complaints, recommendations. .
FORM CMS-2567(02-99) Previous Verskons Obsolete Event 1D:136F 1
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TAG

o) D |
PREFIX

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
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I
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
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CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

F 250

F 272
85=E

Continusd From page 3
tearfuiness."

Review of the resident's admission MDS
assessment, dated 1/6/14, revealed a score of 5
on the patient health questionnaire (PHG-9),
indicating mild depression. Review of the
resident's guarterly MDS assessment, dated
3/12/14, revealed an increase In that score to 24,
indicating severe deprassion. No changeas were
made fo the resident's care plan subsequent {0
the-quarterly MDS assessment, and review of
aursing notes and physician notifications revealed
no indication the resident's physician was nofified
of the Increased depression score.

Interview with the soclal services director on
A4110/14 at 2:50 PM confirmed no specific actions
were taken with regard to the increase In the
residernit's depression score, and the resident's
physician was not notified.

483.20{b){1) COMPREHENSIVE
ASSESSMENTS

The facility must conduct initially and periodically
a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

A facllity must make a comprshensive
assessment of a resident's needs, using the
resident assessment instrument (RAl) specified
by the State. The assessmant must include at
least the following:

[dentification and demographic information;
Customary routing;

Cognitive patterns;

Communication;

Vision;

F 250

F272

F272:483.20(b)(1) COMPREHENSIVE

ASSESSMENTS 5/25/2014

Corrective Measures for Identified Residents:

Residents will have a comprehensive assessment
completed -‘with their next scheduled assessment for
the following Residents identified in F-272:
#35.#44 831 #11 #25 #32, #42 #43, #45

Identifieation of Others:

Comprehensive  assessments  performed  after
4/21/14 have been monitored and completion of
CAAs that reguired RN oversight/performance .
have been completed by DNS/designee,

A : |

FORM CMS-2567{02-99) Previous Versions Obsolsle

Event iD: 13GF11

Facllity 10: WYDD28

If gontinuation sheet Page 4 of 16




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

| &
\
B!

PRINTED: 04/24/2014
FORM APPROVED
OMB NO. 0938-0381

L

Mood and behavior patterns;

Psychosocial well-being;

Physical functioning and structural problems;
Contlnence;

Disease diagnosis and health conditions:

Dental and nutritional status:

Skin conditions;

Activity pursuit;

Medications;

Speclal treatments and procedures;

Discharge potential; ‘
Rocumentation of summary information regarding
the additional assessment performed on the care
areas triggerad by the completion of the Minimum
Data Set (MDS); and

Documentation of participation in assessment,

This REQUIREMENT is not met as evidenced
by:
Based on medical record review and staff
interview, the facility fafled to ansure

| comprehensive assessmenis in a variety of areas
for 9 of 12 sample residents (#11, #25, #31, #32,
#305, #42, #43, #44, #45). The findings weare:

Interview with the MDS coordinator on 4/9/14 at
2:15 PM revealed she had been working in the
position for approximately ons yzar, She was an
LPN and was responsible for completing the CAA
analyses. She further stated a registered nurse
“reviewed and signed" the completed-MDS:
assessments. She acknowiedged some of the

i GAAs were lacking detailed analysis and were not

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLLA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
535028 8. WING 04/10/2014
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KINDRED NU REHABILITATION - R
RSING AND .H ILIT. N - RAWLINS RAWLINS, WY 82301
(x4 1D SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION L )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE t coMPLETION
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i
F 2721 Continued From page 4 Fz2rz | -

Measures/Systemic Changes: -
4/21/14 MDS nurse and social service director were
educated by DNS on performance of CAA’s and.
needed information. Activity director has received
education from corporate activity director on
4/29/14, :
Assessments done since 04/21/2014 have been
monitored by DNS/ RN designee. Nursing
assessments have been completed by RN,  MDS
assessments will be audited by DNS/SDC/designee
for completion and accuracy, Assessments
requiring completion by RN will be completed by
DNS/SDC/designee.,

Moniforing:
MDS nurse will monitor and report on
comprehensive  assessments at Pl committee

meeting once a month,

FORM CMS-2567(02-89) Previous Verslons Obsolaste
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comprehensive. The following resident
assessments were identified:

1. Review of the 2/3/14 admission MDS
assessment for resident #35 showad the resident
triggered for multipie areas which required

1 addttional comprehensive assessment. These

areas [heluded: Cognitive loss/Dementia,
Nulritional status, and Activitizs. Review of the
corresponding CAAs for these areas showed an

| assessmant/analysis of the findings was not

comprehensiva,

2. Review of the 3/17/14 admission MDS
assessment for resident #44 showed the resident
triggered for multiple areas which reguired
additional comprehensive assessment. Thase
argas included: Cognitive loss/Dermentia,
Activities, Nutritional status, Dehydration/fluid
maintenance, and Actlvities. -Review of the
corresponding CAAs for these areas showed an
assessmentfanalysis of the findings was not
comprehensive,

3. Review of the 9/24/13 significant change MDS
assessment for resident #31 showed the resident
triggered for multiple areas which reguirsd
additional comprehensive assessmaent. These

i areas included: Nutritional status, Activities, and
Communication: Review of the corresponding
CAAs for these areas showed an
assessment/analysis of the findings was not
comprehensive,

4. Review of the 2/17/14 admission MDS
assessment for residant #11 showed the resident
triggered for-multiple-areas which requirad

| additional comprehensive assessment. These

| areas included: Nutrltional status,

STATEMENT OF DEFIGIENGIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
535036 B, WING 04/10/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
542 16TH STREET '
KINDRED G AND BILITAT] - i
NURSING AND REHABILITATION - RAWLINS RAWLINS, WY 82301
{34} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
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F 272 Continued From page 5
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.| the corresponding.CAAs for these areas showed

" Incontinence, Falls, Nutritional Status, and

Dehydration/fluid maintenance, Activities, and
Psychotropic drug use. Review of the
corresponding CAAs for these areas showed an
assegsment/analysis of the findings was not
comprehensive,

5. Review of the 3/17/14 significant changs MDS
assessment for resldent #28 showed ths resident
triggered for muitiple arsas which required
additional comprehensive agsessment. Thase
areas included; Cognitive lnss/Demeritia,
Nutritional Status, and Pressure Uicer. Review of

the assessment/analysis of the irrggered areas
was not comprehensive,

8. Review of the 4/3/13 admission MDS
assessment for resident #32 showead the resident
triggerad for multiple areas which requirad
additional comprehensive aasessment, Thesa
areas included: Delirlum, Cognitive
loss/Drementia, Communication, ADL
Funciional/Rehabilitation Potential, Urinary

Pressure Ulcer. Rewew of the corresponding
CAAs for these areas showed the
assessment/analysis of the triggered areas was
not comprehensive.

7. Review of the 2/3/14 admission MDS
assessment for resident #42 showed the resident
triggered for multipte areas which required
addifional comprehensive assessment. Thesa
areas included: Cognltive toss/Dementia, ADL
Functional/Rehabilitation Potential, Urinary
Incontinence, Falls, Nutritional Status, Pressure
Ulcer, and- Psychotropm Drug-tse. Review of the
cotresponding CAAs for these arsas showed the

assessment/analysis of the triggered areas was

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
C
535026 B. WING 04/10/2014
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
KINDRED NURSING AND REHABILITATION - RAWLINS 542 16TH STREET
‘ i RAWLING, WY 82301
(XA 1D SUMMARY STATEMENT OF DEFICIENCIES Is] PROVIDER'S FLAN OF CORRECTION (X5}
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FF 272 | Continued From page 8 Fa72
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STREET ADDRESS, CITY, STATE, ZIP CODE

o) ID SUMMARY STATEMENT OF DEFICIENCIES
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TAG REGULATORY OR LSC IDENTIFYING INFORMATICN

[[n I PROVIDER'S PLAN OF CORRECTION (X5)
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F 272} Gontinued From page 7
not comprehensive.

8. Review of the 1/6/14 admission MDS
assessment for resident #43 showed the resident
iriggered for multiple areas which required
additional comprehensive assessment. These
areas included: Cognitive lossiDementla,
Psychosoctal Well-Being, Behavioral Symptoms,
Nutritional Status, and Psychotrapic Drug Use,
Review of the corresponding CAAg for thase
areas showed the assessment/analysis of the
triggerad areas was not comprehensive,

9. Review of the 10/18/13 significant change
MDS assessment for resident #45 showead the
resident triggerad for muliiple areas which
required additional comprahensive assessment,
These areas included: Delirium, Cognitive
loss/Dementia, Communication, Urinary
Incontinence, Mood State, Behavioral
Symptoms,Activities, Falls, Nutritionai Staius,
Pressure Uleer, and Psychofropic Drug Use.
Review of the carresponding CAAs for these
areas showed the assessment/analysis of the
triggered areas was not comprehensive,

F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET
58=F | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet profegsional standards of quality..

This REQUIREMENT Is not met as evidenced
by
Based on medical record review and staff
interview, the facility failed to obiain vital signs,
including oxygen-saturation, blood pressure and
pulse measurements as ordered by a physician

F 272

F 281
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| Review of physician's orders revealed an order

were complated in accordance with professional
standards for 12 of 12 sample residents (#2, #3,
#11, %26, #30, #31, #32, #35, #42 #43, #44,
#45). The findings were;

1. Raview of the medical record revealed resident
#25 was admitted to the facllity on 3/16/11, and
had diagnoses that included anemia. Review of
physician's orders revealed an order dated 1/3/13
for “02 sats [oxygen saturations] to be checked
every week and as nesded." Review of the care
plan revealed the resident received oxygen
therapy related to shortness of breath.
Interventions dated 2/25/13 included, "Monitor for
8fsx [signs and symptoms] of respiratory distress
and report to MD PRN [as needed]: Respirations,
Pulse oximetry [a tool for measuring oxygean
saturation], Increased Heart Rate..." Review of
recorded oxygen saturations for the resident
between 6/1/13 and 3/31/14 revealed oxygen
saturations for the resident wers only recordad
ance in June, 2103, 0 times in July, twice jn
August, 2013 (on the same day), 0 fimes in
September, 2103, twice in October, 2013, once in
November, 2013, once in Decembar, 2013, once
in January, 2014, once in February, 2014 and
once in March, 2014, Of the 43 weeks in the time
period between 6/1/13 and 3/31/14, oxygen
saturations were recarded on only 8 weeks
(21%). Interview with tha DNS on 4/10/14 gt 1:15
P confirmed the missing vital signs for resident
#28,

2. Review of the medical record revealad resident
#32 was admitted to the facility on 8/23/10, and
had diagnases that included hypertansion,

044} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION (XE)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
F 281/ Continued From page 8 F 281
for 3 of 12 sample residents ({#26, #32, #44). In ¥ 281: 483.200(3)(i) SERVICES PROVIDED
addition, the facillty fallad to ensure assessmants MEET PROFESSIONAL STANARDS

5/25/14

Corrective Measures for Identified Residents:
Reviewed records of the identified residents. We
looked at documented vital signs, oOxygen
saturation,  blood  pressure,  and pulse,
Documentation sent to MD for evahiation and
orders received,

#25 oxypen saturations were sent to MD and
orders changed due to stable readings. #32 bicod
pressure and pulse reading sent to MD and orders
changed due to stable readings. #44 biood pressure
readings sent to MD and orders received for change
in medication and monitoring to twice a day,
CAA’s will be completed by RN with futire MDS
completions, #2, #3, #11, #25, #30, #3] #32, #35
HA2 H43, #44 445 MDS, annual assessment, will
be open and completed by May 25th. CAA’s will

be completed by IDT team with a RN completing

needed assessments.

4/29/14 LN meeting  with information and
education piven. Reviewed findings of survey and
responsibility of LN with completing audits.

Identification of Others: All resident’s orders
reviewed by DNS/designee for orders and worked
with MD to structure process with delivery of
information. Vitals/oxygen saturation was
reviewed on all residents.
saturation status was sent to MD for evaluation and

new orders received.

Ordered vitals/oxygen -
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that pulse measurements were recorded onfy 7
fimes, with only ane of those times being an a
Wednesday. Interview with the DNS on 4/10/14 at
116 PM confirmed the missing vital signs for
resident #32,

3. Review of the medical record for resident #44
showed a physician's crder dated 11/26/13 for
blood pressures te be taken every eight hours.
Further review showed the reason to take the
blood pressure was refated to the 11/24/13 order
for "Clonidine HCL 0.1 mg as needed avery hour
for systolic blood pressure greater than 150."
Review of the March 2014 MAR showed 28 times
when the blood pressure was not initialed on tha
MAR as being taken. Review of the electronic
record "Blood Pressure Summary" for March
2014 alsa falled to show the hlood pressires
ware faken or recorded as ordered. Interview with
the DNS on 4/10/14 at 1:15 PM varifled the blood
pressures needed to be taken and recorded as
ordered o allow for proper adminisiration of the
medication,

4. -According to-the Wyoming Nursing Practice
tAct of July 2005 and the Administrative Rules and
| Regutations of November 2003, nursing must

Will have nurses complete a daily audit of
vitals/oxygen saturation form with verification of |
completeness of gathered information. Will have
DNS/SCD/ or designee monitor and calculate
information with report given at Pl commitiee
meeting.

Will evaluate all admission, change of condition,
annual MDS’s for RN completing all nursing
assessments.  Will report to the PI committee once
a month with the information monitored.
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dated 3/13/13 to "Monltor BP [blood pressure] &
pulse avery week on Wadnesday evening fo Measures/Systemic Changes:
manitor effectiveness of lisinoprll and clonidine On 4/29/14 Educated LN and on 4/28/14, educated
{medications to treat high blood pressure).” CNA’s on vitals and oxygen saturation findings.
Review of recorded bload prassure Reviewed documentation guidelines per Kindred
measurements for the time period between Healthcare, Inc. and foliowing MD orders. We
9r1/13 and 3/31/14 revealed, while there were 30 {3’3"_‘3"‘:"‘; thf f}ml}f’”‘mcef d"cumi”t"t‘g ﬁnd’{icflés-
Wednesdays in that time period, blood pressure wh';iaﬁ‘; diﬁ as arg‘;u::%‘; t;]l:gh;f;? § 1o provider
was recorded only 14 times, and only 7 o those 4721714 cha%ged all MDS that require CAA’S to
blood pressure measurements ware recorded on have DNS/desigmee that is an RN complete
a Wednesday. Review of recorded pulse ASsesSTente & P
measuraments for the same time period revaaled Monitorinz:
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function under the direction of a licensed '
physiclan.

5. Reviaw of the following MDS assessments
revealed the CAAs ware completed by an LPN,
and not an RN;

a. The 2/10/14 admissicn MDS assessment
for resident #£2

b. The 9/24{13 significant change MDS
assessment for resident #3 '

c. The 2/17/14 admission MDS assassmeant
for resident #11

d. Tha 3/17/14 significant change MDS
assessment for resident #25

a. The 12/18/13 annual MDS assessment for
resident #30

f. The 9/24/13 significant change MDS
assessment for resident #31

g. The 4/3/13 admission MDS assessment
for resident #32

h. The 2/3/14 admission MDS assessmani
for resident #35

i, The 2/3/14 admission MDS assessment for
resident #42

j. The 1/8/14 admission MDS assessmeant for
resident #43

k. The 3/17/14 admission MDS assessment
for resident #44

| The 10/18/13 significant change MDS
assessment for resident #45

Interview with the MDS coordinator on 4/9/14 at
2:15 PM revealed she had been working In the

position for approximately one year. She was an !
LPN and was responsible for completing the CAA | !
analyses. She stated a registered nurse, reviewed
and.slghed the completed MDS assessments, -

and was not aware it was not within her scops o
complete the analyses on the CAAs, Further, she

FORM CMS-2587({02-08) Pravious Verslons Obsolsie Event |D: 136F 11 Faciifiy 10; WYD028 If continuation sheet Paga 11 of 16




g

A

PRINTED: 04/24/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE BURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER! A BUILDING - COMPLETED
' c
, 535036 B. WING 0411012014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

542 16TH STREET

KINDRED NURSING AND REHABILITATION - RAWLINS RAWLINS, WY 82301

(%4) ID SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS$-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
281 Continued From page 11 - ‘ F 281

acknowledged some of the CAAs were lacking
detailed analysis and were not comprehensive,

According to the Wyoming Board of Nursing,
Chapter 3, Scope and Standards of Nursing
Practice and CNA Rola: f

Seclion 3. Scape and Standards of Nursing
Practice for the RN,

(d) The RN shall implement the nursing process:
{i) Canduct a comprehensive health assessment
that is an extensive data collectlon {inltial and
ongoing) regarding individuals, families, groups,
and communities; and

Section 4. Standards related to the LPN's
confribution to the nursing procass.

(i} Contribute o the nursing assessment by
collecting, reporting, and racording objective and
subjective data in an accurate and timely manner,
Data collection includes ohservations about the
condition or change in condition of the client,

F 308 | 483.25 PROVIDE CARE/SERVICES FOR F 309 .
ss=D | HIGHEST WELL BEING F309: 483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facliity must S/25/14

provide the necessary care and services to attain
or maintain the highsest practicanie physical,

mental, and psychosocial well-being, in ;
accardance with the comprehensive assessmeant
and plan of care, . ‘

Corrective Measures for Ydentified Residenis:
Evaluate #43 for pain documentation and follow up

This REQUIREMENT is not met as evidenced
by:

Based on madical record review and staff
interview, the facility failed to evaluate the
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effectivness of as nesded pain medication for 1 of
5 sample rasidents (#43) who had pain, In
addition, orders for 1 of 1 sample residents (#44)
with specific blood pressure parameters were not
followed. The findings were;

1. Review of the medical record for resident #43
ravealed s/he was admitted o the facllity on
12/30/13 with diagnoses that included anxiety
disorder, and generalizad pain. Review of the
resident's care plan revealed the resident had
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evaluation. Notified MD with findings and new
orders received.

Evaluated #44 for blood pressure resulis. Weekly
monitoring was performed since survey, Findings
sent to MD and new orders received with changes
in monitoring and medication,

#44 chart, reviewed medical records on 3/13/14 and
3/23/14 for missed medication administration,
Evaluated findings with the nurses and will have an
action plan in place by 5/15/14 to monitor

" medication administration, Will report findings in

in related to alcohol withdrawal and b
acute pain re a,te 0 alcono: witharenwal an #43 chart, reviewed medical records on 3/1/14,

included "Administer medications as
ordered...Monitor for effectiveness and side
effects." Review of the physician orders
recapitulation for the month of April, 2014
revealéd an order datad 2/12/14 for Oxycodone
[an opiod pain medication] extended relsase 5
mg by mouth every 4 hours as needed for pain.
Review of the resident's MAR and pain
monitoring flow sheet for March, 2014 revealed
the resident received Oxycodone on 3/1/14,
3120114, 321114, 3/24/14, 3/25/14, 3/26/14, and
312714 with no correspending assessment of the
resident's pain before and after administration
recorded on the pain monitoring flow sheet.
Additionally, on 7 occasions, while a
pre~administration assessment of pain level was
recarded on the pain monitoring flow sheet, there
was no post-administration assessment.
Inferview with the DNS on 4/10/14 at 1:15 PM
verified PRN medications wers expected o have
folliow-up assessments.

2. Review of the medical record for resident #44
showed a physician's order dated 11/26/13 for
blood pressure to be taken evary eight hours.

Further review showed the reason o take the

3/27/14, for missed documentation on main, We

had nursing students in the building and three days

were missed by student. Will educate nursing

instructor on pain documentation by 5/15/14, Will
have the nurses that missed the documentation

compleie an action plan by 3/15/14 to improve on

pain documentation. Will report findings in PI,

Identification of Others: DNS/SCD/designee
reviewed all resident’s medical orders, documented
vitals, and blood pressures. Reviewed pain
agsessments and compleieness of data collected,

. MD notified of findings with changes made as

prescribed.

Measures/Systemic  Changes: On 4/29/14,
educated LN on collecting and documenting vitals
and pain assessments. Introduced to LN, our new
audit forms that will need to be completed by them
at the end of their shift.

!
!
i
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tor "Clonidine HCL 0.1 mg as needed every hour
for systolic blood pressure greater than 150"
Review of the March 2014 MAR showed 28 times
with no initials on the MAR to show the biood
pressure was taken as ordered. Review of the
elsctronic record "Blood Pressure Summary” for
March 2014 also failed to show biood pressures
waere taken or recorded as ordered, The foliowing
concerns were identified:

a. Review of the 3/13/14 timed at "22 hr 16
min" blood prassure summary report showed the
resident had a BP of 160/80. Review of the
corresponding MAR for the administration of the
Clonidine HCL showed the medication was not
documented as being administered,

b. Review of the 3/23/14 timed &at "20 hr 19
min" blood pressure surmary report showed the
resident had a BP of 171/92. Review of the
corresponding MAR for the administration of the
Clonidine HCL showed the medication was not
documented as being administerad,

¢. Interview with the DNS on 4/10/14 at 1:15
PM verified these physician orders were not belng
consistently followed. _

F 386 | 483.40(b) PHYSICIAN VISITS - REVIEW
55=D | CARENOTES/ORDERS

The physician must review the resident's total
program of care, including medications and
treatments, at each visit required by paragraph (c)
of this section; write, sign, and date progress
noles at each visit; and sign and date all orders
with the exception of influenza and pneumacoceal
polysaccharide vaccines, which may be
administered per physician-approved facllity
policy after an assessment for contraindications.
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blood pressure was related to the 11/24/13 order

Monitoring: Will have cach nurse complete an
audit form at the end of their shift.  The
DNS/SCD/designee will evaluate findings and
educate when results demonstrate incomplete
documentation. Will report findings to PI
comnmitiee meeting once a month.

¥ 386 483.40(b) PHYSICIAN VISITS-REVIEW
CARE/NOTES/ORDERS

Corrective Action:

A copy of the progress notes was requested from
the physician’s office on 4/9/14 for Resident #42
and a copy of the progress notes was put into
Resident #42’s medical record on for the visit on
F 386 1131114,

Progress notes from the physician’s  visit on_:
2/21/14 and 3727714 to Resident #35 were’

requested on 4/9/10 and a copy of each visit was
put into their medical record,

The Medical Records Clerk/designee reviewed
Federal Regulations F 386 483.40(b) on Physician
visits and F 387 483.40(c) Regarding Frequency of
Physician Visits with the facility administrator.,

1

5/25/2014
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Identlﬁcatlon of Others Potentially Affected b th
F 386 Continued From page 14 F 386! Same Deficiency:
Medical Records Clerk/designee will review
This REQUIREMENT s not met as evidenced current Resident charts for physician visits to
by: ' monitor that progress notes for the physician v1.31ts
Ra : ; have been written, signed and dated at placed.mto
. Se.d on mEdl_Cal rec(.)rd review .and Sta?f . the charis within the time frames of the regulations,
interview, the fagiilty feiled to obtain physician i tes will be requested from the
progress netes to be included in resident medical Missing pro%rcsst Fmt e;“;;dcm chgﬁs as identified
A 0
records in a timely mannear for 2 of 12 sample phiysician end putinio
residents (#35, #42). The findings ware: Systemic Changes: |
. . , Medical Records Clerl/designee will put into place
1. Review of the medlce_il record for resident #42 a tracking form for all physicians to utilize in order |
revealad s/he was admitted to the facliity on to ensure proper, updaied and tracked information
1/28/14, however, no record of a physician’s visit for each Resident who has been visited that same
before_3/1 4/14 could be located in the record. day. This form will also serve as a tracking tool for
Following a request by surveyors, physician communication with physician offices on a weekly
progress notes dated 1/31/14 were faxed to the basis to assure recovery of any misplaced, signed
faciiity from the physician's office, and added to and/or dated resident progress summaries to assure
the record, Interview with the DNS oh 4110/14 at that progress notes and documentation arc received
1:16 PM confirmed the progress nates had not and filed according to regulation. The Medical
been in the resident's medical record, and had i Records Clerk/des:gnee will alert the physician if
I be obtained from the physiclan's Oﬁtce progress notes are not wriiten, signed, daied and
placed into the Resident charts on a weekly basis
2. Review of the medical record showed until notes are in compliance.
reference of two physician vislts for resident #35,
on 2/21/14 and 3/27/14. Further review of the Monitoring:
imedical record failed fo show any progress notes Medical Records Clcrk;'dcsngnce will report to the
from these visits. Interview with the DNS on monthly Performance Improvement Commitice on
4/10/14 at 1:15 PM revealed the notes had been any progress notes that are not written, signed,
requested on 4/9/14 from the physician and on dated and placed into Resident charts. Monitoring
that day a copy was Included in the resldant's of progress notes will occur on a weekly basis, The
medical record, procedure outlined fo track and contact the
F 502 | 483.75())(1) ADMINISTRATION F 500 physician will be fpllowed by.thc PI Colrnmllttac te
88=D ensure that compl}ance of tl'u; regulation is met,
' The facllity must provide or obtain iaboratory rfmﬁiﬁ?ﬁfﬁn‘ﬁ?lazﬁll?"i’ftgiéﬁ ctidgﬁzuﬂ gxg}[
servicss to meet the needs of iis residents. The : pleapar g : :
. . N . the facility maintains continued compliance.
| facility is responsible for the guality and timeliness
; of tha sarvices, !
| !
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This REQUIREMENT s not mat as evidenced
by, Corrective Measures for Identified Residents:
Based on medical record review and staff
interview, the facility fallad to obtain obtain CBF was drawn on 4/10/14 on resident #45. MD
|laboratory testing far 1 of 12 sample residents notified of resulis Wlth_no changes in orders,
(#45) in a timely mannst, The findings were:
- Identification of Others:
Review of the medical record showed rasident SCD/designoe  on 4/28/14, reviewed current
#45 was rmost recantly re-adritted to the facility remclcnlts physnc.lan orders for scheduled lab orders
on 6/1/09, and had diagnoses of non-Alzheimer's ;‘/’[m"l:“tog tiat Tlhci"gf’“" complete for the month of
dementia, and alcohal induced persistant Of?'gc;ul?: pril. Labs completed and MD notified
amnestic disorder. Review of physician's orders '
revealed an order dated 8/2/10 for "Risperdal
{rlsperidone) [an anfi-psychotic medication] 0.5
mg PO every night at bedtime, and an order Measures/Systomic Ch A
dated 5/16/13 for "CBC [compiete blood count] eRsieseystomic Lhanges:
every six months (June/Dec) D/T [due to] Night shift LN will audit MARS/TARS for Jab
risperidone adminisiration." Review of the draws due and will report the labs to be drawn to
resident’s care plan revealed the resident wes at SDC/designee using a  lab tracking = form.
risk for adverse Bﬁ’epts I’el'a'ted !:O the use of SDC/designee will create an ongoing tickler file to
psychoactive drugs mc(ljumng Risperdal. Cara organize firture lab draws by month they are due.
plan interventions dated 1/31/13 inciuded, "Labs . L - .
: i SDC will update list with additional review of
! s ordered by MD [medical doctor], physician orders at the end of the month,
 Further review of the medical record did not Monitoring:
reveal any results of CBC testing from the month e .
of December, 2013, Interview with LPN #1 on . . :
' ; SDC/d 11 audit MARS/TARS at th d
411014 at 12:50 PM confirmed the CBC had not of the it 1o ca(fmgleﬁon‘ The audit will b
been compieted as ordered, and would be - conducted monthly and the resulis will be reported
completed that day. to the PI committee meeting,
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