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F 000! INITIAL COMMENTS . F000: ;
© The following common abbreviations are used
+ throughout this document: : :
4 : f ,
BIMS- Brief Interview for Mental Status ‘
i CNA- Certified Nurse Aide
i DON - Director of Nursing :
‘e-MAR - electronic Medication Administration
i Record i :
( LPN - Licensed Practical Nurse ‘ :
(LTCG - Long Term Care Center : ;
'MDS - Minimum Data Set ! : '
: PRN - Pro re-Nata {as nesded) i ;
iRN- Registered Nurse ,: i
: _ ; |
' Less commonly used abbreviations will be | | i
“annatated in each deficiency. ‘ ; _ :
F 248 - 483.15(N(1 ACTIVITIES MEET F p48) The facility wilt continue to provide an . 7/03/2015
85=0 - INTERESTS/INEEDS OF EACH RES : ; ongoing program designed to meet the -
| : : interests of each resident, including :
| The facility must provide for an ongoing program | : those residents on isolation !
I of activities designed to mest, in accordancs with | . precautions,
: the comprehensive assessmant, the interests and : ] . .
: the physical, mental, and psychosocial well-being | ¢ 1. Resident#11 is no longer on
| of each resident. : : isolation precautions and is ;
! | participating in congregate meals
: ; j and actiuifti:s of his cgoo%ingt i
. ‘ . i outside of his room, Residen ;
; Based on medical record review, review of ‘ : documented in the medical record |
g X ; \ { and reflected on the care plan, ‘
: activity logs, and resident and staff interview, the including provision of one onone -
: facility faited to implement & program of aclivities activities In accordance with the |
 designed to meet the needs of 1of 1 sample 5 resident's individual inferests, ;
: resident (#11) on isolation precautions. The : i
‘ findings were:
1. Review of the 5/8/15 admission MDS E
]

| i
L!\i:‘-ORATORY; RECTOR'S OR PROVIDERISUPPLIER f%EPRESENTATIVE‘S SIGNATURE ) TITLE
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other safeguan

provide sufficient prolection to the patients. {Bee instructions,) Excepl for nursing hiomes, the findings stated above are disclosable 00 days

Any delicienc}@f[emenl ending with an asterisk (") denotes a deficlency which the institition may be excused from correcling providing it is detl&rmlneé-ihal

following the dale of survey whelher or nol a plan of correction is provided. For nursing homes, the above findings and plans of correction are digclosable 14
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 assessment showed resident #11 had moderately |
-impairad vision, described in the Resident ;
{ Assessment Manual as “limited vision; not able to-*
see newspaper headlines but able to ldcntify :
objects.” Review of a progress note dated 5/5/15,
timad 7.47 PM, showed the resident was j
paraplegic, blind from macular degensration, and |
had a long history of back pain, Review of an |
activity assessment dated 4/23/16 revealed the
resldent was not interested in attending aclivities :
at that time. Further review showed activities staff :
would “continue to visit, invite and encourage §
[himvher] to join in. We visit fogether In [his/er]
! room, offer regding materials and share storles..."
i | Review of the resident's carg planrevealedno |
: personallzed plan for aclivities, Additicnally, ;
; reviaw of the care plan showed the residsnl had |
: ested positive for Clostridivm difficite on 5/16/15 |
i and was placed on contact pracattions. The
i foliowing concerns were identified:
a. Inlerview on 5/19/15 al 1230 PM with
resident #11 revealed the resident was "anxious,"
“climbing the wails," unsure if s/he would be able
tto handle histher paraplegia, and was having :
 nightmares. The resldent stated that, due to
maclilar degeneration, s/he could nat watch
television or read, and "l don't have anything fo
fdo. | get Ionesome when [ den't have anyone to
talk to and after I've been lonssome for about an :
. hour | start really hurting.” The resident aisc
 stated s/he had been going to the main dining :
{room for meals, but since being put on contact
precautrons had to stay in histher room for meais
‘and "no one wants fo come in hare."
b. Review of the 5/8/15 admiasion MDS
! assessment showed the resident rated the
- following activities as very lmportant having
“books, newspapears ang magazines to read,
' keeping up with the news, doing things with

2. Al residents whose activity

(R 1D SUMMARY STATEMENT OF DEFICIENCIES [+] PROVIDER'S PLAN OF CORRECTION i
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FLLL PREFX ¢ (EAGH CORRECTIVE ACTION SHOUL BE f LUMI’LE TION
TAG REGULATORY OR LGG IDENTIFYING iNFORMATION) TAG CROGS-REFERENCED TO THE APPROPRIATE baTE
: DEFICIENCY) %-
. 3
: Z j
F 248 Continued From page ¢ P 248 *
;
[
i

The activily plan has been

4. A Quallty
improvement/Performance

been developed to moniior

aclivities for each resident,

quarterly basis.

responsible for and the
Administrator moniters the
provision and appropriate

activities,

parlicipation is limited due to

confinement to their room have
been asgossed to determine an !
individually appropriate aclivity
plan agreeable to the resident.

documented on the residents’
medical record and plan on care,

3. All residents will be assessed
upon admission and upon any
significant change affecling their
ability to participate in activities, to
determine the residenls’ individual
interests and develop an activity
plan to meel those interests, The
results of the activity assessment
and activity participation are
documented in the residents’
medical record and the care plan.

improvement (QI/PY) indicator has

development, implementation, and
documentation of individualized

the results are reported 1o the
facility's QI/P1 Commiltee on a

5. The Activilies Coordinator is

documentation of individualized

the

and ,
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F 248 Continued From page 2
- groups of pecple, doing favorite activities, and

i good,

E ¢. Interview with the aclivities director en

{ 5/21!15 at 1:50 PM revealed no speclal activity

{ . program had been put in place for the resident

 since sfe had been put on contact precautions,

: The activity director further stated activities staff
 visited with the resident one on one, but they did
! ot read to him/her,

‘i d. The activities departmeant was unsable o

- logs provided for 5/11/16, 8/12/15, 6/13/15, and
- being made with residents in the. facility, resident
ane visits,

483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

F 279!
850 !

to develop, review and revise the resident's
comprehensive plan of care.

: The facility must develop a comprahensive care
: plan for each resident that includes measurable
| objectives and timetables o meet a resident's

: medical, nursing, and mental and psychiosocial
i needs that are identified in the comprehensive
assessment

 highest practicable physical, mental, and

* psychosocial well- belng as reguired under

: §483.25, and any services thal would otherwise
- be required under §483.25 but are not provided
: due to the resident's exercise of rights under

- going outside to get fresh air when the weather is

: provide complete activity logs, however, raview of

Tha cars plan must describe the services that are 3

i

! 5119116 showed that, while ene to one visits were

( #11 was nol one of the residents receiving one to -

Afacility must use the results of the assessment .

“ to be furnished to attain or maintain the r@smenls i

F 248.

F 279

The facility will confinue to ensure 700312018
that care plans are individualized for
alt care aroas, inciuding mood,

psychosocial needs and behaviors.

1. Resident #45 discharged on
6/03/2015 to another facility
closer to his home.

2. Resident #72 was re-assessed
for activity interests, and for
mood, psychosocial needs and
behaviors, and an individyalized
plan of care was developed and
documented ta meet ihose
interests and naeds, including
us# of non-pharmacological
methods to be used as an
alternative 1o medicattons for
mood and deprassion,
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F 279 Continued From page 3 F279. 3. Allresidents identified as having

+ §483.10, including the right to refuse treatment
s Under §483.10({b)(4).
:
 This REQUIREMENT is not met as evidenced |
i by :
. Based on medical record review, observation,
and resident and staff interviews, the facility failed
- to ensure care plans were individualized for areas
refated to mood, psychesocial needs and
: behaviors for 2 of 13 sample residents (#45,
#72} The findings were:

1. Review of the comprehensive MDS. l
| assessment dated 5/7/15 showed resident #45
| was admitted to the facility on 4/24/15 with
d iagnoses that included Alzhelmer's Disease and
depresamn The assessment completed for mood
j dermonstrated moderate depression. Review of
| preferances for aciivities showed the residant
-indicated reading materials and music were very
: important to himfer: Further, favorite aclivities
i and being outside during good weather was
‘somewhal Important. Review of the medication
: list showed the resident was prescribed the
F anti-psychotic medication Seroquel 12,5 mg '
(mllllgaams) 2 times daily PRN and the
 anti-depressant Paxil. Review of the care plan for
- mood, behaviors and psychosocial only showed
¢ the resident would participale in scheduled mood
. assessments at a minimum of quarterly, i did not
mc!ude the resident's activity prefererces or other
: non-pharmacological methods to be used as an
{ alternative to medications for mood and
 thepression.

2. Review of the comprehensive MDS
s assessment dated 10/7/14 showed resident #72
‘was admitled to the facility on 9/24/14 with

mood, psychosacial needs
andfor behaviors have had thefr ;
monitoring process revised to ;
include non-phamacological
alternatives, including activities,
to the use of medication prior fo
the administration of as-needed
(PRN) medication, The
residents’ plan of care have
been updated to reflect these
alternative methods.

: Staff education was conducted
to iform employees on the |
utiization of the revised !
menitoiing process and the
reguirement for the use of non-
pharmacological methods prior
o administration of PRN
medication 1o address mood,
psychosacial needs and/or
behavior.

A QUP indicator has been
developed to monitor the use of
non-pharmacological methods

i and its inclusion on the
residents’ care plans, and
reported to the facility's QI
Commitlee on a quarterly basis.

@

The Director of Nursing is
monitoring.
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PROVIDER'S PLAK OF GORREGTION

i This REQUIREMENT s not met as evidenced
: by:

. Based on medical record review, observation,
- staff and resident interviews and review of the

facility's policies and procedures, the facility falled i
-lo ensure residents were appropriately assessed |
. for pain for 1 of 11 sample residents (#62)

s recelving PRN pain medications. in addition, the

i

(A ID SUMMARY STATEMENT OF DEFIGIENCIES ) D (X5
PREFIX | (EAGH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EAGH CORRECTIVE ACTION SROULDBE ~ © COMPLETION
TaG 3 REGULATORY OR LSC IDENTIRYING INFORMATICHN) Y CROSS-REFERENCER TO THE APPROPRIATE DATE
! DEFICIENCY)
: :
- 279 Continued From page 4 o F279
| diagnoses that included depression. In addition, it :
; showed preferences for activilies includad music, |
| reading materials, groups of people, animals/pets -
 and refigious practices. Review of the medication
" list showed the resident was prescribed the :
: anti-anxiely medication Ativan routinely and as
i needed every 6 houirs, the antl-psychotic :
| Seroquel, and the anti-depressant Zoloft. Review :
; of the e-MAR for the prescribed PRN medication |
- Ativan showed the resident received it 15 times
| between 5/2115 and 5/19/16. Review of the care |
: plan for mood, behaviors and psychosodlal only
i showed the resident would participate in
: scheduled mood assessments at & minimum of
L quarterly. It did not incude the resident's activity
t preferences or other non-pharmacclagical
. methods to be used as an aliarnative to
- medications for mood and depresslon,
F 309 ; 483,25 PROVIDE CARE/SERVICES FOR F 309]  The facility will continus to provide 7103/2015
§8=D { HIGHEST WELL BEING the necessary care and services to :
attain or maintain the highest
: Each resident must receive and the facility must practicable physical, mental and
| provide the necessary care and services to attain psychosaocial well-being, including
S of maintain the highest praclicable physical, ‘ appropriate assessment and
“mental, and psychosocial well-being, in i treatment for pain and wound care,
i accordance with the comprehensive assassment i
tand pian of care. 1. The medication regimen of
resident #62 was reviewsd and
revised by the physician on

6/01/2015 to more adequalely
address his pain management
needs. This resident's care plan
was revised to include specific
information regarding
assessment, management and
treatment for pain,
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: facility failed to compiete wound assessments for
. 1 of 1 sample residant (#31) with wounds. The
i findings were:

. 1. Review of the comprehensive MDS
| assessment dated 1/2/15 showad resident #82
\ had diagnoses that included hip. fracture and
 depression. Review of the assessment for pain
* showed the resident indicated s/he had pain :
{ almost constantly that fimited daily activities, The :
! pain was described as severa. Review of the :
Fquarterly MDS assessmant dated 4/3/15 showed !
 the patiert conlinued to have frequent painthat |
* limited hisfher activities. Review of the medication |
- list showed the resident was prescribed the pain
i medications acetaminephen 1060 mg (milligram) |
i every 8 hours PRN ordered 1/17/15, and Noreo
{81325 mg every 4 hours PRN ordered 112815,
- The following concerns were identified:
8. Review of the e-MAR for Norco showed
 the resident received Norco 15 times between
; 5/16/15 and 5/20/15, Pain assessments prior 10
i the administration of the medication were not :
i completed 6 times. (40%). Review of documenled |
i pain assessments completed failed to :
| consistently show the level of pain prior to the
administration of pain medication. For example:
review of the pain documentation on 5/20/15 at
10:33 AM showed the pre-administration
assessment indicated the resident had
generalized pain. There was no further
documentation 1o show the fevel of pain the
resident had, The post administration pain
: assessment, timed 11:01 AM, showed the
Cresidant had continued generalized pain and for
Pain Scale Used it showed "Comfort- (gnmacmg)
b. Review of the e-MAR for acetaminophen
 showed the resident received the medication 16
timas between 2/10/18 and 4/26/15, Pain

XD | SUMMARY STATEMENT OF DEFIGIENGIES I PROVIDER'S PLAN OF GORRECTION L e
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION-SHOULD BE | COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENGED TO THE APPROPRIATE DATE
| 3 DEFICIENCY) :
; g 1
: . i | 2. Resldents who are idsntified as
F 309! Continued From page 5 F 309!

having pain management needs

have this need and individualized :
interventions reflected on their i
care plan,

3. Education has been provided to
further inform staff regarding
appropriate pain managemeant
assessment, reatment, and
dogumentation, including non-
pharmacological techniques for
treatment of pain.

4, Resident #31 has a chronic skin
conditien which perlodicaliy
racurs, An intervention for a
head-to- toe skin assessment for
Resident #31 has been
implemented for a licensed nurse
to complete on a weekly basig.
Infarmation from {hls assessment
has heen added to the resident's i
care plan,

The wound care assessment i
completed by the wound care '
nurses has been modified to
include a noftification to the facility
wound care team regarding new
or changed wound care Issues
which require inlervention,
monitoring and/or follow-up.

&

8. Education has baen provided to
further inform staff of wound care s
assessment protocols, including !
the need for measurement of any !
wound at time of first identification, '
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F 309 Continved From page 6 | F 308!
i :

assessments were nof completad prior to lts
administration 11 times (73%). Review of the
i documented pain assessments failed to clearly
'indicate the effectivenass of the medication. For
; example, the nurse indicated the resident had
i complained of severe pain on 4/18/15 at 9:50 PM
{ and was given acetaminophen at that time. The
“location of the pain was not indicated The post
 pain assessment, timed 10:20 PM, showed the
! following behaviors were observed: moaning, '
guardmg, restessness, facial grimacing, relaxed,
i happy. itwas unclear if the pain medication was
| effective.
% ¢. Review of the care plan for pain dated
: 472115 only showed the resident was 1o be given :
| Tylenol {acetaminephen) or Nerco for pain. Thers .
| Were ne non-pharmacological interventions :
| indicated. Further, the care pian did not indicate
. which of the pain medications was to be
administersd for what level of pain
d. Review of the pclicy and procedures
entilad. "Pain Management,” last revised April
2005, showed “...6. Record pain inlensily and
response {o mlerventlons on the MAR- Pain
Assessment sheel..." Further, it showed :
nor-invasive technigues for controliing pain [
 Included cold therapy, distraction, position
changes and refaxation techniques. {
i & During an Interview with the DON on ;
i 5/21115 at 12:55 PM, she acknowledged pre- and
- post-assessments needed (o be completed each |
: fime a pain medication was administered, !

i

+ 2. Review of the 217/15 quarterly MDS :

| assessment showed resident #31 had diagnoses

“thatincluded heart failure, diabetes mellitus,

i seizures, and schizophrenia. Further, the resident
' needed extensive assistance with bathing. _
: Review of the nursing notes showed the resident

7. A QUPl indicator has been
developed to monilor appropriate
assessment, management and !
documentation of pain and wound
issues. The results of this
moniforing are reporied to the
faclity's QU1 Committes on a
quarterly basls.

i 8. The Direclor of Nursing is
: monitering,
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 5/21/15 timed at 2:30 PM showed “area to breast .

Continued From page 7

had a skin issue that was described on 4/12/15
as a "boilike area". Review of the wound
assessment note dated 4/18/15, timed at 11:54
AM, showed "noted area on R (right] breast that
fooks better than 2 days ago, today flat, soft,
somawhat fluctuant, somewhat tender o _
palpation. Does not appear Infected at this time or
in need of any surgical lancing. Wili monitor for
changes. No real change since seen on
Thureday." Review of the quarlerly review dated
5H8/M15 timed at 10:32 AM showed "4/12/15 &
raised red area on the right breast found.
Referred to wound care RN teem, and they
watched it, but it resolved without treatment.” The
following concerns were identified:

a, Interview with the resident on 5/21/15 at

| 10:30 AM revealed the area was slili present and
¢ hurting. Observation on 8/21/15 at 10:50 AM with

the rasident and the DON revealad the area was
still red, raised and circular in nature.

b. Interview with the DON on 65/21/15 at 12
PM confirmed no further skin assessments were
available between 4/18/15 and 6/18/15. j

¢. Review of the wound assessment dated |
has smail open area...site looks like it had :
drained and the Ussue to the abdomen under he

: breast and around the open area is red and

Hrritated most likely due to the draining," however,
! the assessment was lacking wound |

| measurements.

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must epsure \hat the resident :
“envirenment remains as free of accldent hazards |

ras is possible; and each resident receives §
-adequate supervision and assistance devices to

F 309

Fapgy:  The facllity will confinue to provide a ;7l312015
. safe environment for all residents. 1

1. Resident #45 discharged on

8/03/2015 to a facility closer to

his home,
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: Continued From page 8 323 2. The ool used to evaiuate

 prevent accidents,

! This REQUIREMENT is not met as evidenced

g by:

: Based on observation, medical record review,

: staff interview and review of policies and
: procedures, the facility failed to provide a safe
environment in 1 of 1 activity areas. In-additicn,
: the facility failed lo analyze etopement incldents
i lo determine possible system failures for 1 of 1
: sample residents (#45) reviewed for elopemant,
The findings were:

1 Observation on 5/21/15 at 10 AM of the activity
- room, located in an open area on the maln level,
; revealed the stove used for cooking and haking
couid be iumed on for use. Staie Survey Agency
slaff turned the controls for the stove to the on
posmon and the burpers unmedlately heated: up.
| Further observation showed scissors used for
' cutting fabric and cardboard were left out In the
: open. During this chservation were no staff
" avaitable to supervise the area and the area was
" open for resklent use. During an interview with

' the activities director on 5/21/15 at 10:25 AM, she

. revealed the stove and oven had a locki ing
- mechanism that rendered the appliance

| inoparable. The director verified it needed 1o be
Hocked when it was not in use andfor
- unsupervised. Further, she acknowledged sharp
-insfruments needed o be secured when the area
“was not supervised by staff for resident safety,

2, Review of the physician history and physical
| report dated 4/21/15 showed resident £45 was
 brought to the emergency room (ER) after being

i individuals refarred for facility

admission has been ravised to :
further assess elopemant risk.
If this evaluation indicates an :
elopement risk that cannot be :
safely managed by the facility, i
admission will be declined. :

3. Upon admission, all residents
are further assessed for safely
faclors including risk for
elopament, and appropriale
interventions developed,
which will be reflecled on the :
residents' care plan :

4. All current residents who have
already been identifiad as al
risk for elopement have been
evalialed to ensure thai
adeguate interventions have
already besn developed to
prevent elopement. Any
needed changes in
interventions are reflected on
the residents’ care plan,

4. Education has been provided
‘ lo staff regarding elopement
; risk assessment, inferventions,
: and the policy and procedure
: for Locating a Missing
Resident. Review of this
policy is also included in the
‘ department-specific orientation
: provided to all newly hired

employees.

i
;

FORM CMS-2507{02-08) Pravions Vargions Ohsolat

Event |D; GSTE TS

Faeiity 10: YWYo0ad H continualion sheet Page 9 of 20



07/03/2015 FRI 8:38 FAX  --- QHLH

DEPARTMENT OF HEALTH AND HUMAN SERVICES

[AoLi/o21

PRINTED: 06/05/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENGIES X1} PROVIDERISUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IBENTIFIGATICN NUMBER! A BUILOING COMPLETED
c
535027 B. WING 0512112015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE \\:
- 707 SHERIDAN AVENUE
WEST PARK LONG TERM GARE GENTER CODY, WY 82414 CX/\N\JQ
X4 D } SUMWARY STATEMENT OF BEFICIENCIES f 10 i PROVICER'S PLAN OF CORRECTION :
FREFIX | (EAGH DEFICIENCY MUSY BE PRECEDED BY FULL I PREFIX | {EACH CORRECTIVE ACTION SHOULD B i coum Prion
TAG REGULATORY CR LEC IDENTIFYING INFORMATION) i TAG |  CROSSREFERENCED TO THEAPPROPRIATE |  DATE
{ : ; DEFICIENCY)
By i H
F 3231 Continued Frt?m page 8 . . F 323? 6. ?ﬁg’;g{? Lz;a;? ;;?;?;’:n
- found wandering several blacks from histher i completion of risk elopement
: home. At the fime of the ER admission, the f assassments for newly
; resident was confused and complaining of chest i admitted residents, and the
i pain. Review of the comprehensive MDS appropriateness of
: assessment dated 5/7/15 showed the resident inferventions developed for all
‘ was admitied to the long term care facility on residents determined to be at
(4124115, Diagnoses included coronary artery high risk for elopement. The
_disease, depression and Alzheimer's disease. results of this monitoring are
- Review of the Nurse/Physician Communication reported to the facility's QI/Pi
dated 5/5/16 showed the resident had Committee on a quarterly
successfully eloped from the long ferm care basis.
cenler at 2 AM. The document further showed the : . .
resident had a wandsrguard device on &t the time | £ 2;3;2[ indicator h-as been i
: : ped to monitor the :
and was eventually found outside approxlmateiy : i provision of staff education :
{ one hour later. Review of the report summarizing | i regarding elopement sisk, and
the incident daled 5/5/16 showed the following: : knowladge of the policy and
a. At approximataly 2 AM, a door alarm progedure for [ocating a
sounded at the mirses station, An investigation missing resident, The results
sensued, the reasident's wheelchair was found near . of this monitoring will be
{he exit with the door alarm sounding, The reported to the facillty's QIR ;
-surrounding areas and rooms located on the east ; Committee on a quarterly }
unit, where the resident resided, were searched. basis,
b. At 2:30 AM the emargency medical service ;
i crew leader and house supervisor were nolified. 8. The locking mechanism for the 5
L Assistance was requested o help locate the stove in the activity kitchen on ;
{ missing resident. the main level was activated on
¢. AL 2:50 AM the resident was located 5/21/2015, and the scissors ;
outside of the facility at the north end of the found in the activity area were
employee parking lot. The resident was lying Eemoved o a safe location on ;
down on & rocky area. The resident was then : 512172015,
taken to the ER for evaluation. ‘ ; 9. The activily area is being
Continued review of documentation related to the i ;L;pemsed apd inspected
o ) : : quently throughout the day
incident did not show an evaluation was % by aclivities staff and
completed {o deleimine how the resident was i administration o ensure the
able to exit the facifity and to analyze the length of : ' locking mechanisim for the
time # took to locate the resident. In addition, ; stove is activated and that
therg was no evidence an anai yses of the mmdent i sharp instruments are secured
was completed to avalfuate where the system i when the area is unsupervised.
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: failed in order to prevent any future efopements, ‘
i Review of the list of residents with wanderguards
| provided by the facility showed there were j
| currently 3 additional residents with
1wanderguards residing on the east unit of the
| main floor, the same unit resident #46 eloped
: from,

F Review of the policy and procedure entitisd
Locating a Missing Resident” last revised 810

i showed; *If for any regson the resident cannot be
!ocated, the following procedure shall be initiated
| by the charge nurse: "6) If the resident has not

| been located within 5 minutes.. After 4:30 PM,

i PageGate the on-call Plant Operations staff

: member STAT, and telephone the Securlty i
- Guard..." The policy-showed the plant operations
: staff was to assisl with & building and grounds |
csaarch, "7 If the resident cannot be located :
- within 10 minutes: ...The charge nurse or on-call

L LTCC Supervisor shall telsphone the police i
; depariment..." There was no documentation tc
- show the plant operations staff and police were
natified of the elopement.

E

During an interview with the DON on 5/21/16 at
12:55 PM she revealed the facility did not have
doors thal locked down if a resident with a
wanderguard attempted to exit the building. The
resident only needed to push the bar latching the
door for 15 seconds and the door weuld open. |
She acknowledged the current system was not :
adequate for keeping wandering residents from jg
; eloping. f
F 320! 483.25() DRUG REGIMEN 1S FREE FROM

gs=D | UNNECESSARY DRUGS

 Each resident's drug regimen must be free from
i
]
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; : DEFICIENCY) ‘;
: >
: ;
F 323 Continued From page 10 F 3235 10, A Quality

Improvement/Performance
Improverment {QI/P)) indicator
has been developed to
monitor the provision of a safe
environment, and the results
reporled to the facility's QI/P)
Comimitise on a quarerly
basis.

- 11, The Activities Coordinator is
responsible for maintaining a
safe environment in the
Aclivilies areas.

12.  The Administrator is ,
monitoring. ;

The facility will continue lo ensure
F329: - X ) ;

! thal residents’ medication regimens

. are free from unnecassary drugs,

7I03/12015
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" unnecessary drugs. An unnecessary drug is any
: drug when used in excessive dose (including

duplicate therapy); or for excesslve duration; or

: without adequate monitoring; or without adequste

indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any

: tombinations of the reasons above.

Based oh a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not

: given these drugs unhless antipsychotic drug
| therapy ls necessary fo treat a specific condition
| &8 diagnosed and documented in the clinical

record; and residents who use antipsychotic
drugs Teceive gradual dose reductions, and

' behavioral interventions, uniess clinically

; contraindicated, in an effort to discontinug these
; drugs.

This REQUIREMENT is nol met as avidenced
by:
Based onh medical record review, staff Interview

1

and review of policies and procedures, the facility

falled ta ensure a comprehensive assessment
was completed for 2 of 4 sample residents (#45,
#72) receiving PRN psychoactive medications.
The findings were,

1. Review of the comprehensive MDS
assessment daled 5/7/15 for resident #45
showed the resident was admitted to the facllity
on 412415 with diagnoses that included
Alzheimer's Disease and depression. Further it

i

@y | SUMMARY STATEMENT OF QEFICIENCIES D PROVIDER'S PLAM OF CORRECTION : [X5)
PREFIX | (EAGH DEFIGIENCY MUST BE FRECEDED BY FULL . PRERIX {EACH CORREGTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) OTAG CROSS-REFERENCED TO YHE APPROPRIATE | DATE
DEFICIENGY) b
! z !
F 329 : Continued From page 11 Fazer ) ) :
i i 1. Resident #45 discharged on

6/03/2015 to another facillty
closer to his hame.

The medication regimen of
Resident #72 was reviewed hy
the Medfcation Review Team,
which includes the facility
Medical Director, a registerad
pharmacist, the Director of
MNursing, the Social Worker,
and other members of nursing
and administration. Following
fhis review, a recommendation
was made to the resident’s
primary care physician
regarding potential dose
reductions for-this resident's
psychoactive medications.

Noi pharmacologicad
interventions have been
developed for Resident #72
and all other residents on
psychoactive medications for
use as alternatives to
medications for those
residents, The non-
pharmacological alternatives
are reflected on the residenis'
care plan,

All residents on psychoactive
medications are reviewed by
the Medication Review Team,
and recommendations for
possible dosa reductions
andfor discontinuation of
psychoactive medications are
pravided to the residents’
primary care physician.
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showed the resident had a BIMS score of 9/15
: indicating moderate cognitive impairment. The
! assessment completed for mood demonstrated
moderate depression. Review of preferences for
activities showed the resident indicated reading
materials and music were very impartant to
him/her, Further, favorite activities and being
olltslde during good weather were somewhat
{important, Raview of the medication list showed
 the resident was prescribed the antipsychotic
' medication Seroquel 12,5 mg (milligrams} 2 times
daily PRN ordered on 5/5/15, The following
, concerns were identified:
: a. Review of the sleep assessment dated
| 4127115 showed the resident was prescribed :
Ambien (a sleep aid) prior to his/her admission to
the facility. The resident indicated s/he :
| occasionally woke up with a headache and wes |
- afrald of going to sleep at night. Conlinued review
; of the assessment showed nursing :
s fecommendations included a trial of additional
: hypnotics anclfor sleep inducers. Furthar, it
. showed the resident demonstrated signs and
» symptoms of anxiety, There was no
| documentation to indicats there was a discussion
-concerning possible non-pharmacological
Linterventions,
. b.Review of the case managemaent note
- dated 5/5/15 showed the physician was
- consuited. The medications Ambien and Effexor
" {anti-depressant) were discontinued and
- melatonin {used in part for insomnia), Paxil
: (andidepressant) and Seroguel [anti-psychoile)
t were initiated. Further, it showsd the resklent was
:{o be monitored. There were no additional |
s inferventions recommended or discussed, ]
:  C Review of the e-MAR showad the resident
: received the PRN medication Seroquel 9 times
, betwaen 5/5/15 and 5/21/15. Further, it showed

STATEMENT OF DEFICIENCIES (K1) PROVIDER/ISURPLIERICLIA {%2) MULTIPLE CONBTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
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PREFIX | (EACR DEFICHENCY MUST BE PREGEDED BY FULL { pREFIX | (EAGH CORRECTIVE AGTION SHOULD BE | GOMPLETION
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i f PEFICIENCY) ]
1 l
F 328 | Continued From page 12 F 329 Education has been provided to !

staff regarding the need to
atlempt to use non-
pharmacological alternatives
prior to administering a
psychoactive medication, and
regarding use of appropriate
diagnoses and required
documentation of observation of
behaviors or other indications
prior to adrninistering a
psychoactive medication,

A QIR indicator has been
developed to monitor the use of
non-pharmacological
alternatives prior to the
admintstralion of peychoactive
medications; and to monitor the
appropriate diagnoses and |
documentation of indicators for ;
use prior to psychoactive

medication administration,

The results of this monitoring
are reported to the facility’s !
QUPI Gommittee on a quanterly
basis.

The Director of Nursing is
monitoring.
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: an assessment was documented for only 2 of the
| 9 doses administerad.
a d. Review of the nurse's note dated 5/17/15,
Himed §:58 PM, showed the resident had
i t exprassed an intarest in attending church
i services but they were not being held at that time.
i The nurse then documented the resident seemed
“to "want company." Seroquel and Tylenot were
: then administerad for comfort. Review of the
. nirse's note dated 5/18/15 timed 5:31 AM,
- showed the resident was adjusting well lo the
{room change. Further, it showed s/he was given
i Seroguel o "calm behaviors." The note did not

. the medication was administered to determine

i sffectiveness, In addition, there was no

: documentation non-pharmacological Intervant\ons
; were attempled prior to the Serogquel.

Z. Review of the comprehensive MDS

| assessiment dated 10/7/14 showed resident #72
: was admilied to the facility on 8/24/14 and had
dzagnoses that included depression and

; : dementia. Further, it showed the resident

E | received anti- psychotlc anti-anxiety and
anti -depressant medications. Review of the

_ “medication list showed the resident was

,} prescribed Ativan (anti-anxiety) daily and as

' needed every 6 hours, Seroguel and Zoloft

 that the resident's improved state was related to

- "adjusting lo all the changes over the past 6
:months." Review of the e-MAR for the prescribed
: PRN medicalion Ativan showed the resident
Freceived it 15 times betwsen 6/2/15 and 5/18/15.
- Further review showed assessments were

f
!
i
i

. described the resident’s behbaviors before or after |

E

(antvdaprwsant) Review of the physician clinical :
i note dated 4/21/15 showed the resident reported
i s/he was doing "great” and was very happy at the
+long term care facility. The family member stated

RO SUMMARY STATEMENT OF DEFICIENGIES : o PROVIDER'S PLAN OF CORRECTION ! {%5)
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F 329 Continued From page 14

" completed after the medication wag given, There

-was no documentation of behaviors prior to its

- administration to indicate the reason the Ativan

' was given.

]

' 3. Review of the poilcy and procedure for

i "Maonitoring Psychoactive Medications” dated
; 11/12 showed: Antipsychotic drugs will be used
Wlth supporting diagnosis and only when they ‘
improve functionality of {he resident. Attempts will :
- be made to reduce psychoactive medications, |
whcn possible, Actions taken fo reduce or repiace‘

i psychoactive mediations will be documented...”

4 During an interview with the DON on 5/21/15 at '
11265 PM, she acknowledged
i non- pharmacologlcal interventions needed to be
: atternpied. Further, medications should not
- always be the first intervention for displayed
» behaviors,
F 364 ! 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR,
§5=£ | PALATABLE/PREFER TEMP

Each resident receives and the facility provides
food prepared by methods that conserve nutritive
valug, flavor, and appearance; and food thatis ¢
palatable, altractive, and at the proper
lemperature,

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of policy and i
procedurs, and resident, family and staff ;
intarview, the facility failed to provide mes! trays

' to room-bound residents in a time frame that
Fwould ensure hot meals for 2 of 2 sample ?—
w resldenis {#11, #17) and 3 non-sample residents

F 328!

[ 364] The facility will ensure that residents
who are room-bound are provided
meals in a time frame that will

ensure hot meals.

710812015

1. The delivery of meal trays to
residenis who are room bound,
including residents #11, #17,
#3, #25, and #27, is being i
monitored by nursing i

I management and charge i

nurses to ensure the meais are

served at the proper
lemperature, including resident
interviews regarding food
salisfaction,
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i f. Review of the policy and procedure entltled

i “Meal Service - LTCC" showed "...c. LTCC
{nursing staff will be responsible for passmg meais

; and beverages lo each resident whe is on a room -
Hray..”

i . Interview with the DON on 6/21/15 at 1:25

| PM confirmed meals should be delivered to
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TAG ] REGULATORY OR LSG IDENTIFYING INFORMATIQN) ™we CROSS-REFERENCED TO THE APPROPRIATE | ATE
BEFIGENCY)
: \ i 2. Meal trays for residents who are
F 364 : Continuad From page 15 F 364§ room»bo{md are now prepared
(#3, #25, #27) who received room lrays. The in the facility dining room
findings were: Instead of the distant hospital
kitchen to reduce heat loss from
: 1. Observation on 5/20/16 showed a car with transport time,
' prepared meal trays was delivered to the East :
i unit at 5:36 PM and parked against a wall, The | i 3. Amethod has been
' foliowing concerns were identified: implemented to assign a
a. Dbsetvatlon showed the first of the trays f specific employee the
was delivered to resident #25 at 5:20 PM (45 responsbility of delivering meal
minutes after the trays ariived on the unit). i trays to rooms to ensure timely
b. A room tray was delivered to resident #27 meal service for room-bound
at 6:25 PM (50 minutes after the trays arrived on - residents.
the unit), i ,
i ¢ Aroom tray was delivered to resident #47 t 4. Education has been provided to
: staff to ensure awareness of the
; at 6:27 PM (52 minutes after the trays arived on | nead for fimel ;
! y room tray i
the unit). Inteiview with the resident at 6:45 PM delivery for room-bound :
revealed the food was cold, i residents, and explain the !
d. Room trays were delivered to resident #11 i method of daily assignment for ;
 and a fantily member at 6:34 PM {59 minutes } delivery of room frays. i
atter the trays arrived on the unit). interview with .
| the residant and family member at 6:43 PM ! 5. A QUPIindicator has been i
| revealed the food was "goed, but cold” and . developed to ensure that meal
| {urther revealed their maals were "usually about : trays for room-bound residents
"his temperalure." i : are served in a timely manner,
? e. Aroom tray was delivered to resident #3 at | : to include resident satisfaction
841 PM (86 minutes after the trays arrived on the | : with the temperature of meats
L unit). Interview with the resident at 6:47 PM ; : taken in their rooms. The
s revealed the food was "not that hot" CNA#1, results of this menitoring ase
- who was providing feeding assistance {0 the reported to the facllity’s QI/PI
-resident at that time, revealed the resident liked Commitiee on a quarterly basis.
histher food "really hot," however, she had not i
 offered to reheat the meal. | 6. The Director of Nursing is
|
\
1

monitoring. !

FORM CMS-2867(02-98) Previous Vorsions Obsolete Event ID: 057811

Faciity ID: WY G033

i continuation sheat Page 16 of 20



07/03/2015 FRI B:45 FAX --- QHLS

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

[dols/o21

PRINTED: 08/05/2015
FORM APPROVED
OMB NO. 0938-0391

sswE | STOREPREPARE/SERVE - SANITARY

: The facility must -

: {1} Procure food from sources approved or
: considered satisfactory by Federal, State or local

i authorities, and ‘
- {2) Store, prepare, distribute and serve food
I under sanitary conditions

' This REQUIREMENT is not met as evidenced
Ehy

; Based on observation and staff interview, the

i facility failed to ensure food was stored under

; sanitary conditions in 1 of 3 walk-in refrigerators,
: The findings were:

{ Observation on 5/18/16 at 10:26 AM showed

| ready-to-eat cooked potatoes in a pan, partially
Juncovered, were stored under raw harmburger In
i a shallow pan, which was being thawed in the

¢ walk-in,

3
i

:interview with the Exacufive Cher at that {ims

| verified the ready-to-eat foods should be stored
taway from the raw meal to prevent contamination .
‘iSSUES. :

| According to Food Code 2013, U.S. Public Health |
| Service, 3-302,11 "(A) FOOD shall be protected

[ from cross contamination by

i (1} Separating raw animal FOCDS during

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTHN.E CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDERTIFICATION NUMBER: A BUILDING COMPLETED
G
3027 B WiNG 05/21{2015
NAME DF PROVIDER OR SUPPLIER STRERT ADDRESS, CiTY, STATE, ZIP CODE
707 SHERIDAN AVENUE A
WEST B CENTER
ST PARK LONG TERN CAR CODY. WY 82414 W
XA} D SUMMARY STATEMENT OF DEFICIENCIES i : PROVIDER'S PLAN OF CORRECTION (%8s,
PREFIY (EACH DEFICHENGY MUST BE PREGEDED BY FULL [ preFix | {EACH CORRECTIVE ACTION SHOULD BE | LOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS.REFERENGED TO THE APPROPRIATE i DATE
i DEFICIENCY)
F 364 Continued From page 16 I F3s4 ;
; residents in a timeframe that keeps the food hot, !
F371:483.35()) FOOD PROCURE, F37%1 The facility will continue to ensure 7/0312016

i
|
that food is stored under sanilary !
conditions, |

i 1. The ready-fo-eal conked ;
potatoes were remaoved from the i
walk-in refrigerator and

disposed of on 5/18/2015,

All food storage areas, including
the walk-in refrigerators, are
inspected on & daily basis by the
Ceriifisd Dietary Manager
{CDM) or designee, to snsurs all
food is stored under sanitary
conditions.

i Nutrition Services staff was

: further educated regarding the

i requirements for proper slorage

of food to protect from cross
contamination as per U.S.

Public Health Service Food :
Code 2013. i

A QA/PI indicalor has been
developed to monilor the
storage of food, and the resuits
of this monitoring are reported o
the facility's QI/P) Committee an
a guarterly basis.

The Director of Nutrition
Services/COM is monitoring for
compliance.

i
i
i
!

storage, preparation,
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NAME OF PROVIDER QR SUPPLIER

WEST PARK LONG THRM GARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

707 SHERIDAN AVENUE (}?\ \\
GODY, WY 82414 /3}{\50

: Infection Control Program designed to provide a
| safe, sanitary and comfortable environment and |

“to help pravent the development and transmission |
of disease and infecticn. ;

(a) infection Cantrol-Program
: The facility must establish an Infestion Control
_ Program under which it - :
{1} Invesligates, controls, and pravents infect: tions
- in the facility;
-(2) Decldes what procedures, such as isolation,
: shoukd be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
| actions related to infections.
l

:{b} Preventing Spread of Infection

STy When the Infection Control Program

S determines that a resident needs isoiation fo
1 prevent the spread of infection, the facility must
t isolate the resident.
: {2} The facility must prohiblt employees with a
: communicable disease or infected skin lesions
“from direct contact with rasidants or their food, if
| direct contact will transmit the disease.

1{3) The facility must require staff to wast their

: hands after each direct resident contact for which -
i : hand washing is indicaled by accepted

2

P D SUMMARY STATEMENT OF DEFIGIENCIES i0 PROVIBER'S PLAN OF CORRECTION T
PREFD. © (EACH BEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECTIVE AGTION SHOULD BE c,owumow
TAG 1 REGULATORY ORLSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 3 DBATE
: DEFICIENCY)
F 371 Continued From page 17 F 371 :
holding, and display from: E X
(a} Raw READY-TQ-EAT FOOD : :
(including other raw animal .
FOOD such as FISH for sushi or MOLLUSCAN
SHELLFISH, or other raw READY-TO-EAT !
FOOD such as fruits and vegetabies, and |
(b) Cooked REALY-TO-EAT FOOD;,. " J i
F 4411 483.65 INFECTION CONTROL, PREVENT F 441 The facility will continue to maintain 71032018
g8=p | SPREAD, LINENS Infection control practices designed to :
prevent the spread of infectious
The facillly must establish and malatain an : disease.

1. Resident #11 Is no longer on i
‘ contact precadtions as of !
6/03/2015, :

12, Certified Nursing Assistant
{CNA} #2 and #3 received one- ]
to-one inservice regarding
proper use of personal
protective equipment (PPE)
including disposable gowns and
gloves for residents on contact
precaulions.

i3, All staff received an inservice to
further educate them regarding
mandafory use of PPE when
providing care to any resident
on gontact precautions.
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 professional practice.

:{c) Linens

Personnal must handle, store, process and
transport linens so as to pravent the spread of
infection.

This REQUIREMENT s not met &s avidenced
by

Based on observation, medical record review,
review of facility policy and procedure, and staff
sinterview the facility failed to maintain infection

- control practices designed to prevent the spread
t of infectious disease for 1 of 1 sample resident
“{#11) on contact precautions. The findings were!

1. Review of the 5/8115 admission MDS

! incontinent of bowel, and required extensive
i assistance with toilet use. Review of the

- had tested positive for Clostridium difficile
¢ infection on §/16/15, and was put en contact
precautlons at that time. Observation of the

: sign on the door indicating contact precautions

s were necessary, and personal protective

; aquipment (PPE) including disposabie gowns,

i gloves, and masks was stored in a cart next to
“the door. The following coneerns were identified;

' PM revealed the resident was lying in bed, and

- had been incontinent of bowel, CNA#2

- responded to the call light at 12:45 PM ang

i enlered the room without donning a gown, The
- GNA closed the window blinds, and donned

 resident's care plan showed s/he was paraplegic, :

a, Observation on 5/19/15 begmnmg at12: 44

' gloves, She then proceeded to assist the resident | |

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICGLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND AN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
835027 8. WING 0512412015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIFP CODE
707 SHERIDAN AVENUE % {')
'ARK LONG TERM CARE CENTER
WEST P CENTE CODY, WY 82414 'l&o\
XD | BUMMARY STATEMENT OF DEFICIENCIES : h) PROVIDER'S PLAN OF CORRECTION ,
BREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL | PREFIK (EACH CORRECTIVE ACTION SHOULD BE ; GOMETION
TAG l REGLILATORY QR LSC IDENTIFYING INFGRMATICN) iOTAG CROSS-REFERENGED TO THE APPROFRIATE | DATE
| | DEFICIENGY) :
l ] ¥
E 441  Continued From page 18 £ 441 4. Atthe next occasion when a

resident is placed on contact
precautions, and in fulure cases
thereafler, nursing management
and charge nurses will closaly
monifor on an ongoing basis the
use of appropriate PPE by staff
providing care for those
rasidents.

The results of this monitoring
ara reporled lo the facility's
QIR Commilites on a quarierly
basis.

The Director of Nursing is
monitoring,

. assessment showed resident #11 was fraquantly

' resident's room on 5/18/15 at 8:55 AM showed a

i
i
f
t
i
!
|
!

i
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F 441 | Continued From page 19 ; £ 441! '

with turning onto histher right side (facing away 1
from the CNA). The resident, the resident's _1 ;
clothing, and the bedding were sailed with soft,
brown excrement. The CNA parformed bowel
i Incontinence care, did a compiete bedding
‘ thange, and changed the resident's clothing |
 withoul donning a gown, At 12:58 PM, CNA#2
i pressed the call fight for assistance. CNA #3 :
- entered the room at 1:02 PM without donning a :
i gown, donned gloves, and assisted CNA #2 with i
; : repositioning the resident in bed,
i b Interview with LPN #2 at .07 PM
: confirmed the resident remained on contact
i precautions, and the expectation that any staff |
: providing personal care Lo a resident on centact
“precattions would don PPE that included a
: disposable gown. :
: ¢. Review of the facilily paficy and procedure |
“eniitled, "Mullidrug-Resistant Organisms
- {MDROs} Policy - LTCC" with an initiations date of
£ 1/2012 showed "...Common examples of MDROs |
linclude...9. Clostridium difficile..." and ", Whena
fresident is suspected or confirmed to have an i
infection with an MDRO, the resident Is to be ;f
placed in Contact Precautions (aia minimum}.
; Upon entering the residant's room, gown and :
gloves must be worn at a minimum..." |
d. Interview with the infection pr evemlonlston ;
5/21/15 al 9:28 AM confirmed the expectation that: : :
PPE bo utilized when caring for a resident on f :
contact precautions included gown and gloves at | !
a mintmurm,

H H ]

i
i

;
)
1
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