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F 000 | INITIAL COMMENTS FO00| Preparation and execution of this
response and plan of correction does not
constitute an admission or agreement by
mu?ml?hgl:g?cumr:ne:g bravisians ars usad the provider of the truth of the facts
alleged or conclusions set forth in the
CNA: Certifiad Nursa Aide statement of deficiencies. The plan of
DON: Director of Nursing correction is prepared and/or executed
LPN: Licensed Practical Nurse solely because the provisions of federal
MDS: Minimum Data Set and state jaw require it. For the purposes
of any allegation that the facility is not in
Less commonly used abbraviations will be substantial compliance with federal
annotated In each deficiency. requirements of participation, this
F 155 | 483,10{b){4) RIGHT TO REFUSE; FORMULATE F 155 response and plan of coreection
5520 | ADVANCE DIRECTIVES constitutes the facility's allegation of
compliance in accordance with section
The rasident has the right ta rafusa treatment, 1o 7305 of the state operations manual.

refuse o participals in experimental research,
and to formulate en advance directive as

specified in paragraph (8) of this section. F 185

The facility will comply with the
The facillty must comply with the raquirements requirements specified in subpant | of
specified in subpart | of part 489 of this chapter part 489 of this chapter refated 1o
related to maintaining writtan policias and

maintaining written policies and
m:&?ﬁg advanc::m amm procedures regarding advance directives.
provide writien Inform aump'w isloln all adult rasidents These requirements include provisions to
concaming the right to accapt or refuse medical inform and provide written information to
of surgical trestment and, at the individual's all adult residents concermning the right to
option, farmulate an advanca directive. This accept or refuse medical or surgical
includes a writlen description of the facliity's treatment and, ot the individual’s option,
poficles 1o implament advance directivea and formulate an advance directive, This
applicable State law. includes a written description of the

facility’s policies 10 implement advance
directives and applicable State law.
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LABORATORY DIRECTOR'S OR PROVI PLER ATVE'S SIGNATURE TME ey
%;’—7 / Py e
Any Slatement onding wilh an asterisk (*) dencias a desciency which the Insthution may ba excused from comecling providing & Is Selarmirad thet

othes safeguards provide sufficlant prolection fo the patients. (See Inslructions ) Except for nursing hamas, tha findings staied sbove are disclosable 80 days
- comaction is provided. For nursing homes, the abova fAndings and plans of comection are disclosable 14
puﬂcbalmEm VEE a“f

availabia o the facilly, If mnw.mammawhmumwmm
WY Dop! of Healih pacpe ponr lae Laed 35 Khiten Dcb el son, Bo,

CMS-258T102-08) Verslons :
SETEIn o Tk G 1 e = . O Gl

W/ A1 d e

Healthcare Licensing

s



PRINTED: 08X02/20158

Based on cbservation, staff inlerview, medical
record review, end policy and procedure review
thve factlity failed to ensure residents have the
right to refusa traatment for 1 of 12 sample
residents (#32) and 1 non-sample resident (¥24)
receiving madications. The findings were:

1, Observation of medication administration for
resident #32 on 8/18/15 at 11:50 AM showed the
nursa preparad quetiapine (antl-psychotic) 50 mg
by crushing 1 tablet and mixing it in hot cocoa,
The following concems were Identifiad:

a. Continued obsarvation on B/18/15 at 11:50
AM showed the nurse gave the hot cocoa to the
resident and did not tell the resident the hot
cocoa had medication in it.

b. Intasview with LPN #1 on 8/18/15 at 11:60
AM ravealed the nurse had to “be snaaky with it
{the medication] otherwise {s/he] won't take 1.

¢. Observation on 8/18/15 at 12:468 PM
showed residant #32 was sieeping at the lunch
table and approximately 25% of the hat cocoa
with the madication in It had not been consumed.
CNA#1 and CNA #2 stiampled to talk to the
resident and ask if s/he woutd like to lie down.
The resident responded with slurred speech and
was difficull to comprehend, The remainder of the
hot cocoa with medication in it was discardad.

d. Reviaw of tha physician orders daled
8/1/15 through 8/31/15 shawed the resident did
not have an order o mask (hide) medication in
food or drink for administration.

2. Observation of medication administration for
resident #24 on 8/18/15 at 12:17 PM showed the
nurse prapared acetaminophen (sn anaigesic)
325 mg by crushing 2 tablets and mixing them in
hot cocoa and coffee. The following concerns
were identiffed:

1. Resident #32 now has knowledge and
receives her medications in such a way
that the resident has the right to refuse
them, On or before date of compliance
the Director of Nursing/Designee will re-
educate the nurse(s) responsible for
“masking™ the resident’s medications in
such a manner that the resident was
unable to refuse them if she wanted to.

2. Resident #24 now has knowledge and
receives his medications in such a way
that the resident has the right to refuse
them. On or before date of compliance
the Director of Nursing/Designee will re-
educate the nurse(s) responsible for
“masking" the resident’s medications in
such a manner that the resident was
unable to refuse them if he wanted to.

tdemification:
Residents residing in the facility have the
potential to be affected by this practice,

Systemic changes:

Beginning September 10, 2015 and
continuing up until the allegation of
compliance the Nurses employed at
Worland Healthcare have been in-
serviced by the Director of
Nursing/Designee on medication
administration to include ensuring all
medications are completely consumed
and not “masked" in such a manner that
the resident does not have the right 1o
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F 155 | Continued From page 2 F 155 rcfn;se c:thl An aneln:ance sheet will be |
2. Continyad obsarvation on 8/18/15 at 12:17 B e
PM showed the nurse gave the mixture to the active staff roster. Nursing staff unable to |
rasident and did not tell the resident the drink had attend will be provided with one on one
medication In It in-servicing. In-scrvir.ie education will
b. Interview with LPN #1 8/18/15 at 12217 PM become part on new hire orientation for
ravealed she mixed the resident's medication in a licensed nursing stafTand will be
drink sa the resident would not refuse the provided annually and prn.
madication.
c. Review of the physician orders datad Monitoring:
811115 through &/31115 showed tha resident did Nursing management Staff will perform
not have an order to mask {hide) medication in medication pass reviews on random
food or drink for administration. nurses weekly for one month then
| annually and pm. Medication pass
3. Interview with the DON on 8/20/15 at 11:15 AM reviews will be part of new employee
g:?jﬂmd m: :;ﬁm'::::l::;:'na o . orientation and annual evaluations of
nmine consum licensed staff, Issues identified will be
mﬁm “'alg concaaled in, and '“'th:{: the Director of Nursing/Deslgnee in the
— s mi‘( ants "t'lw'd ha"ue‘: phyld ‘;""‘ Quality Assessment and Assurance
mshd ouuld b':::ﬁﬁ";:mm :rl'?';:'lsmzla L Committee for three months and then pm
ng 1o ensure plan is implemented, sustained,
medications. P P
iy and evaluated for its effectiveness.
4. Raview of the facllity poficy "Medication
Msanagement Guidelines” dated 5/28/15 showed
the facllity should “ensure that rasidants receive
medications and treatments per physician
orders...ensure that medications and treatments

ara sdministerad according lo state/federal
ragulations and nursing standards of praciice...”

F 221 | 483.13(a) RIGHT TO BE FREE FROM F221| F221
sS«p PHYBICAL RESTRAINTS The resident has the right to be free from
any physical restraints imposed for
The resident has the right lo ba free from any purposes of discipline or convenience,
physical restraints imposed for purposes of and not required to treat the resident’s
discipline or convenience, and not required to medical symptoms.
treat the resident’s medical symploms.
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F 221 | Continued From page 3 F221  Comective Action:
For Resident #32 the wedge cushion WA
This REQUIREMENT Is not met as evidencad currently utitized under her mattress has 1
by: been reviewed by the Interdisciplinary | /<O / gl
Based on abservation, staff interview, medical | Team and the Physical Restraint/Bed
record revisw, and policy and procedurs reviaw Safety Risk review was completed. Based
the facillty Falled to ensure 1 of 2 sample on the review the resident is utilizing the
residents é#SZ)wiﬂt rastraints were assessed for least restrictive device. An order was
safety and appropriataness of uss. The findings obtained from doctor and a signed
wera: consent was obtained from the resident
| responsible party. The Care Plan was
1. Ravlw: o: Ii;‘e 7!31:13 ‘guargmﬂg MDS o updated to reflect the use of the bed
assessment showed en was saver fety device.
cognltively Impaired with a brief interview for ot
mental status (BIMS) scora of 8/15, and [dentification
diagnoses that Included anxlely disorder and A review of records for resident's
non-Atzhelmar's dementla. Observation on currently utilizi i ;
3 y utilizing Restraints (including
B/18/15 st 10:28 AM showed a wedge was placed Wedge cushions) was conducted bythe |
beiween the maliress and the bed frame on the [t 3- iolinary T ior ¢ me"
opan side of tha resident's bed and the other side e Iscip 'f'.'ary f.a'“ p':l'” °l
of the bed was against the wall. The lcliowing ‘l‘ d:lﬁ?:;:c'il :o:::r';!"il;;“:;pr:;‘é;:“”
m:"#mwmgm'me matiress significantly assessment of the restraint and/or the
higher on the outside of the bed, making documeniation to support the continued
pasitioning difficut for the resident and was in use of the Restraint will be corrected at
mwhlh m': resident was In bed. Review of the i thattime.
ical racord revesied the device had not been
:sz:{d for safety and potential risk of injury SY-:::mic Changes ,
m fal Each resident is reviewed on admission,
b. Interview with CNA#2 on 8/18.15 at 12:48 quarterly, annually, and with significant
PM revealad the wedge was used 10 keep the change for the use of physical restraints
resident from "throwing [hinm/hereelf} on the floor." (hip belts, tap buddy, merry walkers,
¢. Raview of the physician orders dated wedge cushions and/ or chairs that
::;l;:&:"ﬂsﬁo:gle? ;Pfﬂr!d m;‘:‘; no prevent rising). For residents who are
5€ 0 ce. currently using physical restraints,
d. Review of the resident's care plan showed clinical record documentation will be
the resident was at risk for falls and the wedge reviewed to ensure documentation
shuuid;a used "'131 bef::or positioning."
e. Review of the facliity policy titled "Restraint '
Management Program” dated 10/22/11 showed |
FORM CMS-2547(02-0%) Previous Verslons Obscieta Evend ID B35M11 Facilty (0 WYD00S if continuation sheet Page 4 of 22
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F 221 | Continued From page 4

= .Aphysical resiraint Is defined as any: Manual

method, physical or mechanical devics, or i

material or equipment, that Is attached or !

adjacant to the resident’s body (that the individual
cannot easily remove), which restricts freedom of |
movement or normal access (o ona's body.”

: Further revisw showed "...4.1 Risk Review
Requirements...1. Risk Review: Prior io utiiizing
physical restraints, the following risk raview will
ba completed by a designatad healthcare
professional In conjunction with the resident
and/or family to entify the least restrictive

devices to be used. Physical Restralnt Safaty |

| Risk Review [CL-RS-0105.F1] is completed for a

: resident on: Admission/readmission, Significant

! change, Change in restraint davics type,

gsuédedywhen a restraint device Is indicated and

f. Reviaw of the facliity policy titled
*Bed-Salely Guidelines” datad 10/24/11 showed
* .4, Assistive Device: Any device whose primary |
purposs s to maximize the indepandence and the
maintenance of health of an individual who is _
limited by physicat injury or liness, psychological
dysfunction, mental iness, developmental or
lsaming disabllity, the aging process, cognitive |
Impalrment or an adversa environmental
cendition, 5. Bad-Safaty Davices ["Bed -Salaly
Devices™]: Devices (including Half Bed-Safety
Ralls) that attach to either side of the bed to
provide the resident with assistancs In
repositioning themselves witle In bed, as well as
an ald to enter and (eave the bed in an efiort to
maximize the indepandence of the resident...”

g. Interview with DON on 8/20/15 at 11:15 AM
revealed the device had not been assessed for
salely, the device would prevent normal
movement for the resident, and confinmed there
was a risk for Injury because of the device.

!

F221| includes; Restraint assessmemt, Restraint
consent, care plans addressing restraint
use and quarterly restraint reviews that
reflect the specific condition, indication
for restraint use, and evaluation 1o
evalunte continued use. If a resident is
utilizing a restraint, the Restraint Consent
Form will be completed and signed by the
resident and/or the resident's legal
representative. The continued restraint
use will be evaluated quarterly by the
Interdisciplinary Team. On or prior o the
allegation of compliance the Director of
Nursing/Designee will reeducated the
Nurses and Interdisciplinary Team on this
process,

Monitoring:

Quanerly, residents utilizing restraints are
reviewed to evaluate the appropriateness
of the restraint as well as evaluation of
supporting documentation for continued
use of the restraint. Potential reduction
sttempts will be evaluated a1 that time if
indicated, The restraint documentation
sudit will be conducted quarterly on
resident's utilizing restraints to ensure the
restraint is being monitored per facility
policy and other required documentation
is in place. The reviews will be presented
in Quality Assessment & Assurance
Committee by the Director of
Nursing/Designee to ensure the plan is
implemented, sustained and evaluated for
its effectiveness,
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o0 | SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION o8
PREFX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE AGTION BHOULD BE COMMLENON
TAG AEGULATORY OR LBC IDENTIFYING INFORMATION) TAG CAOSS-REFERENCED TO THE APPROPRIATE DATE
F 225 | 483,13({c){(1{R)-(iH), (cH2) - (4) Fa2s| F225 . )
8=k | INVESTIGATE/REPORT The facllity will not employ individuals
ALLEGATIONSANDIVIDUALS who have been found guilty of abusing,
neglecting, or mistreating residents by a
The facliity must not employ individusls who have court of law; or have had a finding
been found guilty of abusing, naglacting, or entered into the State nurse aide registry
mistreating residents by a court of law; or have concerning abuse, neglect, mistreatment
had a finding enterad into the Stata nurse aide of residents, or misappropriation of their
regisiry conceming abuse, neglect, mistreatment property; and report any knowledge it has
of residents or misappropriation of thelr property; of actions by a court of law against an
and report any knowledge it has of ections by 8 employee, which would indicate unfitness
court of iaw against an employee, which would for service as a nurse aide or other facility
indicate unfitness for service as a nursa aide o staff to the State nurse aide registry or
' other tacility staff to the State nurse aide reglstry licensing authorities.
; of ficensing authorities. The facility will ensure that all alleged
The facilly must ensure that sl alieged violtions ;Z‘;‘,‘;ﬂf“:r‘:;jxf'}gc'{:f;m‘iﬁ}ms o
e e i unksownsore and misgpropeiaiono
;::::dl Wl go&: Lﬁmgpg;g:m faé:ﬂv! and imqudiately to the admirglstngtor of the
to other officlals in accordance with State law facility and to.olher ofTicigls in
through establlshed procedures (inciuding to the accordance with State law through
State survey and cartification agency)_ established pl'OCEdufeS.
‘The facility will have evidence that all
The facllity must have evidence that all alleged alleged violations are thoroughly
violalions are thoroughly investigated, and must investigated, and will prevent further
pravent further potential abuse while the potential abuse while the investigation is
. investigation ig in progress. in progress,
The results of all investigstions will be
Tha rasuils of all investigations must be reporied reported to the administrator or his
to the administrator or his designated designated representative and to other
ﬁmp?ﬁﬂt:‘!xu‘g[:;h‘ef&mﬂﬂ a;eo;dal;ce officials in accordance with State law
0 survey an within 5 working da c
certfation sgency) within 5 working days of the e alhsge icidion s verifed
+ incident, and if the alleged violation Is verifiad sppropriate comrective action must be
appropriate coractive action must be taken. waken.
FORM CMS-2587{02-48) Previcus Varsions Obsolets Evani 10 BaSM11 Faclly \D; WYDO00S Wf continuaBon shest Page 6of 22
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F 225 | Continued From page 6 F 225 Corrective.Actiqn:
| This REQUIREMENT is not met as evidenced The lnterdisciplinary Team was in- Liaeus
by: serviced on 9/10/15 by the Regional _,,I
Based on reviaw of medical record, faciiity Director of Health Services regarding / i}/ S

incidant logs, State agency logs, and facllity policy
and procedure, and staff Intarview the facility
failed to thoroughly invastigate 3 of 5 incidents
raviawed (Involving residents #26, #28, #32, #33)
invalving potential or alleged abuse, Further, the
facility faiied to report 3 of 5 allegations of abusa
(involving residents #26, #32) to the State survey
and certification agancy. The findings were:

Regarding the failure to thoroughly invasligate
' Incldents Involving potential or alleged abuse:

1. Review of a facility incident report dated 8/8/15
showad resident #28 and resiient #33 wers
involved in a resident-to-residant altarcation.
Review of tha nursa's nole for resident #28 dated
| 615, timed 6:15 AM, showed s/Mhe was found
lying naked on another residant with a blanket

| betwean them, and the resident under the blanket

| was complaining of pain and pinching the arms of

' the other residant and attempting to push hm/her

| off, Tha following concems were Identified:

. @ Review of the madical record for resident
#33 showed thera was no documenistion lo
indicate a nursing assessment had been
completed on resident #33 following the Incident.

| Review of the soclal services noles showed the

| social servicas director had conducted a basic
assessment of residenl #33 on 6/8/15 and &
basic assessment of resident #28 on 6/14/115 {5
days after the incident); howevar naither of hese

. assessments referanced anything speclfic to the

| incident that took place on 6/8/15. Further review
showed that nelther assessment thoroughly
evaluated the residents' mental status in regards
to the incident.

Company Policy an “Abuse and
investigations.”

- To ensure that al} appropriate staff
know and understand what type of
incident under the Abuse Prevention
Poticy requires an investigation.

- To ensure that all appropriate staff
know and understands what is
required during the course of an
investigation

- To ensure that all appropriate stafl
knows and understands what
constitutes a complete investigation,

- To ensure that all appropriate stafT
knows and understands the steps that
should occur afier an investigation is
compleled.

Identification:

Residents who reside at facility are at
potential risk, There have been no further
allegations of abuse that were not
reported.

Systemic changes:

Beginning September 10, 2015 and
continuing up until the date of
compliance the Staff employed at
Worland Healthcare have been in-
serviced regarding the timely and
accurate reporting of all abuse allegations
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- I
F 2256 E Continued From page 7 poop| tothe Interdisciplinary Team. Facility |

b. Record review and interview with the DON
on 8/20/15 at 11:20 AM revealed a standard skin
sssessment was conductad on resident #26 and
on resident #33 on 6/11/15 (2 days afier the
Incident), but no nursing assessment was
conducied at the time of the Incident. Further
interview with the DON and the social services
director on 8/20M5 st 2:15 PM confirmed no
assessment that evaluated the resident's mental
state was complsted following the incident.

2. Raview of a sociel sarvica note for resident #28
| daled 8/18M5 and Umed 2 PM showed the

1 resident had verbalizad an allegation 1o a CNA
that s/he had been assaulled. The note stated

» .}t appears {s/e] was confused about whal was

waera identified.

a. Interview with the DON and social worker
on 8/20/15 at 2:20 PM revealed the soclal worker
had interviewed the residant after the allegation
was made, and delarmined the resident was
upset that steff had removed his/her urina-soaked
pants from the room, and the social warker falt
confident that no assault had occurred. Howaver,
further Interview confimed that no further
investigation of the aliegation was complated, and
no madical assassment of the resident was
conducted.

3. Review of a nurses’ note dated BM2/15, timed
8 AM, showed rasident #32 was taken to the
breaklast table where s/he grabbad a tablemate's
arm and starled to hit the tablemate. The
following concems were identified:

2. Review of facllity incident reparts showed
an incident report wes not complated.

b. Intarview with the DON on 8/20/15 at 1:05
PM ravesied she was unawere of the incident

happening during cares.” The following concems |

supervisors will immediately corvect and
intervene in reported or identified
situations in which abuse, neglect, or
misappropristion of resident property is at |
risk for occurring including conducting an
investigation of an alleged abuse/neglect, |
misappropriation of resident property, and |
reporting 1o appropriate agencies in
accordance with state law. The
investigation will include interviews of
other residents as well es staff members.
The facility will investigate ali patterns,
trends, or incidents that suggest the
possible presence of abuse, neglect to
include bruises of unknown origin or ]
misappropriation of property, identified
throogh analysis conducted by the Quality
Assurance and Assessment Comminee,
with intervention, reporting or
policy/procedure modification conducted |
as appropriate, |

Monitoring;

The nurse management team will monitor
effectiveness of the system through |
review of the 24 hour report in the '
morning stand up meeting, and through
investigation of incidents for patierns or
trends that may indicate the presence of
possible abuse. The Director of
Nursing/Designee will review
incident/accident reports and grievances
monthly for three months then quarterly
thereafier to ensure any
incident/grievance thet may indicate
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F 225 | Continued From page 8 F2o5! abuse has been investigated and
 Invalving resident #32 that occurred on 8/1216 appropriately reported if indicated. Issues
| and statad staff should have contacted her. identified will be reviewed by the quality
| improvement team to ensure the system
4. Reviaw of the facility's policy titled | has been implemented, sustained and
"Incident/Accident Investigation Process” daled I evaluated for its effectiveness.
11114105, page 2 of 6, showad: “The following
reportable allepations and/or events are

considered sarious In nalure and require a
prompt Investigation: ....abuse allegations
(verbal, physical, psychological, sexual
....fesident to resident abusa elc) .... Residant to i
resident abuse Incidants/alisgations resulting in i
actual physical or psychological harm ...Resident 1
| o residant sexual activity when either, or both |
residents ara declared not consenting ..." Further |
raview showed “3.0 Procedure: 1. Upon i
discovery of a reportable incident accident event l
...the Nursing/RSD manager on duty will !
immadiately Initiats an investigation and notify the
Administrator/Executive Director and Director of
Nursing/RSD. First, the responding party should:
. (8) assess tha condltion of the individual or
resident involved In the Incident in erder lo secure
his or her safety and well-being. 2, The
Nursing/RSD manager on duty will immedialely:
| Evaluala the situation, Implameant a solution lo !
| promote safety and well-baing of those involved, .
- Assess the condition of the individual(s) involvad
intha avent...”

Regarding lhe failure lo report allegations of
zbuse i the State survey and certification
agency.

1. Raviaw of a nurse's nota for resident #32 dated .
7/24/15 and timed 5:30 PM showed the resident !
{ took hisher “2 handle cup” and hit another |
resident across the right cheek, Review of the !
facillty incident reports showed an incident report

FORM CME.2557(12-00) Previoua Versions Obsolats Evant 1D:BAEM1Y Facillty ID WYODOS i continuslion shest Page B ol 22
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was completed. The following concamns wera
identifled:

a. Review of the State survey agency logs
showed tha incident was not reporied to that
agency.

8/12/15 and timed 8 AM showed the resident was
taken to the breakfast table whers s/he grabbed a

The following concems wera identified:

a. Review of facility incident reports showed
an incident report was not compieted.

b. Review of the State survey agancy logs
showed the incldent was not reported to that
agency.

3. Interview with the DON on 8/20/15 at 1:.05 PM
revealed she was unawara of the Incldent
involving resident #32 that occurred on 8/1215
and stated staff should have contacled her.

dated 8/18/15 and timed 2 PM showed the
resident had verbalized an allsgation to a CNA
that s/he had besn assaulted. Tha note stated
* .|t appears {s/he] was confused about what was
happaning during cares." The following concems
wera kientified:

a. Review of the Stats survey agency logs
showed the Incident was not reportad to that

agency.

b. Intervisw with the DON and soclel services
direclor on 5/20/15 at 2:20 PM confirmed that this
incident was not reporied to the State suivey
agency.

¢. Additiona! reviaw of the facility incident
raports verified no Incldent report was complated
regarding (his Incident.

2. Raview of a nurse's nots for resident #32 daled

teblemate’s arm and started to hit the tablemate. |

4. Ravisw of a social sesvice nole for rasident #26 _

F 226

1
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5, Review of the facliity's pelicy on
Incident/Accident Investigation Process dated
1114105, page 2 of 6, showed: "The following
reportable allegations and/or events are
considered sesious In nature and require a
prompt investigation:....sbuse allegations (verbal,
physical, psychological, sexual....resident lo
resident abuse elc)....Resident to resident abuse
incidents/allegations resulting in actus! physical or
ical harm...Resident to resident sexual F248
activity when either, or both residents are The facility will provide an ongoing
declared not consenting...” program of activities designed to meet, in
F 248/ 483.15{0){1) ACTIVITIES MEET F248  accordonce with the comprehensive
s9+E | INTERESTSINEEDS OF EACH RES assessment, the interest and the physical,
mental, and psychosocial well-being of
The facility must provide for an ongoing program each resident.
of activities designed lo mest, in accordance with
the comprehensiva assessment, the interests and Corrective Action:
the physical, mental, and psychosocial well-being Activities are being provided in the Linors-
of each resident. Secure Unit throughout the day according | ) ﬁ
to the Activity Calendar. :
'ghmis REQUIREMENT Is nct met as evidenced Identification; .
Basad on obsasvation, aclivity calendar review Rs.ic::nls residing on the Secure Unit are
and Stal interviaw ihe fackly fafed io offer atris
activity programming before 2 PM or after 6 PM .
for 1 of 2 activity programs (secure unil - SCU). Systemic Changes: .
The findings were: Residents are reviewed on admission,
quarterly, annually, and with significant
1. Observation on 8/18/15 from 9:58 AM to 1:11 changes in status to Identify their activity
PM showed there were no activities performed interests and /or preferences. The review
with or for the residents residing In the secure includes interview of residents and or
unit, family members as well as reviewing
admission documentation that comes with
2. Observation on 8/19/15 from 6:40 PM to 7:40
PM showed there were no activitles parformed
FORM CME-2507(03-89) Pravious Versions Obsolets Event 1D~ BA8M11 Facilty 1D WVO008 If continuation shae! Page 1% of 22
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F 248 ! Continuad From page 11

i with or for the residents residing in the secure

| unit. Tha television was playing a series titled

' *The Middie* and residents were not engaged In

' the program. Further cbservation at that time
:hN«I:wed all residents wera assisted to bed by 7:40 i

3. Review of the SCU Activitias calsndar showed |
there was an activity titted “Baking Club®
scheduled for 9:30 AM on 8/18/15 and "Music
Time" scheduled for 6:30 PM on 8/19/16. The
sama activities were scheduled at the sama times
for the res of the facllity.

4. Intarview with CNA#1 on 8/20/15 PM at 11:30
AM revealed activities didn't get dona In the unit
during the day because CNAs were expacted 10
do them and they were busy providing care.
Further intsrviaw at that time revesled activities
were done oulsida of the unit and residents from
the unit could attend, however, they didn't do well
out of the unit and their behaviors were disruptive.

8. Intarview with tha activities directior on 8/20/115
at 2:10 PM ravealed thers was an activiies

| gssistant for the secure unit that came in batween
2 PM and 8 PM,. Further interview st that time
revaaled there were no set sacure unit activities
excapt batween 2 PM and 8 PM. Continued
interview confirmed the residents from the SCU
could altend activities outside of the unit, but their
behaviors ware often disruptive.

F 253 483.15(h)(2) HOUSEKEEPING &

gssg MAINTENANCE SERVICES

. The faciiity must provide housekeeping and
5 mainienance sesvices necessary to maintain a
i

sanitary, orderly, and comfortable Interior.

goga| resident. Activities will be provided on
the Secure Unit throughout the day. The
Secure Unit staff will provide individual,
small, or large group programs that are
meaningful to individuals with Dementia.
Five different programs will be utilized to
interact with the remaining abilities of the
residents. The Five programs are
Programs of Daily Living, Sensorial
Experience, Cognitive Stimulation, Moter
programs, and Group progtams. Frograms
will be determined on an individual basis
and by what successfully engages the
resident for whatever time they allow.

On or before the date of compliance the
staff member assigned to the Secure Unit
have be in-serviced by the Director of
Nursing/Designee on this process

Monitoring:

The facility will review residents activity
plan quarterly, annually, and with
significant changes in status to ensure
plan is individual and includes residem
preferences. Changes will be made at that
time if indicated. Facility will also
monitor through feedback from Resident
Council, Resident, and Family feedback
and through feedback from the
Ombudsman, Issues identified will be
corrected immediately, trended, and
reviewed in Quality Assessment and

F 253| Assurance Meeting monthly to ensure
plan has been implemented, sustained,
and evaluated for its effectiveness.
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 with of for the residents residing in the secure

| unit. The television was playing a series titled

| *The Middle” and residents were not engaged in

' the program. Further observation at that time
showed all residanis were assistad to bed by 7:.40
M,

3. Raview of the SCU Activities calendar showed
there was an activity titled *Baking Club”
scheduled for 8:30 AM on 8/18/15 and "Music
Time" schedwied for 8:30 PM on 8/18/15. The
sama activities ware scheduled et the same times
for the res! of the facillty.
[
4, \nterview with CNA #1 on 8/20/15 PM at 11:30
AM revealed activities didn't get done In the unit
during the day because CNAs wara expected 1o
do them and they were busy providing care.
Eurther Intarview al that ima revealed activitias
wera done culside of the unit and residents from
the unit could attend, however, thay didn't do wall
out of the unit and their behaviors were disruptive.

5. Interview with the activitias directar on 8/20/15
at 2:10 PM ravealed there was an activities
assistant for the secure unlt that came in between
2 PM and 8 PM, Further intarview at that time
revesled there wers na sal secure unit

excapt betwean 2 PM and 8 PM. Continued
Interview confirmed the residents from the SCU
could attend aciivities outsida of the unil, but their
bshaviors were oftan disruptive.

483,15(h)(2) HOUSEKEEPING &
MAINTENANCE SERVICES

. The facility must provide housekesping and
' mainlanance services necessary to maintain a
I senitary, orderly, and comfortable intarior.

F253

comfortable interior.

The facility will provide housekeeping
and maintenance services necessary o
F 253} maintain a sanitary, orderly, and
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F 253 Continued From page 12 F253
Corrective Action:
1. Damaged drywall areas in A0S
This REQUIREMENT is not met as evidenced Room 112 were repaired on
by: 972115,
Based on observation and staff interview the 2, Damaged tiles in Room 205 1100t
facliity failad to provide a sanitary and were replaced,
weall-maintained environment in 3 of 4 unils in the 3. Exit door in secure unit; broken | Q0
bullding. The findings were: tiles will be replaced.
4. Fire door kick plate on hall | and W0
1. Observation of room 112 on 8/20/15 at 11:57 2: A new kick plate was ordered
AM showed a wall to the right of the doorway with on 9/9/15 and will be installed
a gouge measuring 5 inches by 1/2 Inch wide, 11 upon delivery,
inches from the floor, that penatrated the drywail. 5, Hall | Shower Arca: .
mm“m;;%&zmagfrﬂghm:ﬁ - Maintenance Supervisor will
another es ) ken t d
that was 22 inches up from the floor and exposed ?g.ﬂéz:::r :‘:{r;:,:: r:,l:s a:g_
the underlying drywall 6. Said carpet area was cleaned on | 20—
8/19/\5
2. Observation of room 205 on 8/20/15 a1 12:05 :
| PM showed several damaged tiles below the % g:‘l'g ,‘i’;‘"l area was cleancdon | LLGeAS™
window Including 1 cracked tile that measured 12 " 1420015
inches by 12 inches, 1 cracked tiled that 8. Said carpet area was cleaned on
measured 6 Inches by 12 Inches, 1 cracked tile GIns ,
that measured 6 inches by 10 inches and a gap 9. The main entrance outside Lo
between the iles that measured 1 inch by 20 concrete: bid will be acquired
Inches long. for sealing of cracked/uneven
concrele.
3. Observsiion of tha axit door in the sacure unit 10. Carper: all carpet in facillty will | 142043
on &/20/15 at 12:07 PM showaed 7 tiles measuring be shampooed on or before date e
12 inches by 12 inches that were crackad. of compliance and a weekly I O / D /(
shampooing schedule will be
4. Observation of the fire door on unit 1 and 2 on followed,
8/20/15 2t 12:10 PM showsed a broken kick plste
that measured 11 inches by 1 1/2 inches that had Identification: [
sharp edges and exposed undertying wood. Housekeeping and Maintenance Director |
conducted visual rounds at the time of
5. Observation of the shower room In the 100
hallway on 8/20/16 at 12:12 PM showead 100 tiles |
measuring 1 Inch by 1 inch that were cracked, i
FORM CMS-2557(02-08) Pravious Versions Obsoiats Event (D Ba5M11 Facily 1D WY000H It continuaticn shest Pages 13 of 22
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F 253 | Continued From page 13 F253| Survey to identify other potential issues.
chipped or missing, as well as two areas of the No other issues were identified Residents
showes wall measuring 1/2 Inch each that ware residing at the facility are potentially
coverad In ants. affected.
6. Observation of the carpet outside of room 408 Systemic Changes:
on 82015 at 12:15 PM showed a staln Housekeeping and Maintenance Director
maasuring 24 inches by 20 Inches. and facility management team will
conduct visual rounds to ensure that items
7. Observation of the carpet outside of the are stored properly, and that rooms,
nurses' station between the 100 and 200 haliway common areas, and equipment are
on 8/2/15 at 12:20 PM showed thres stains: area cleaned and maintained on a regular
#1 measured 14 inches by 12 inches, arsa #2 basis. Starting 9/9/15 and up to the date of
measured 12 Inches by 12 Inches, and area #3 compliance the Administrator/designee
maasured 8 inches by 6 Inches. will in-service facility staffon
ication of maint d
8. Observation of the carpet outside room 108 on ﬁﬁﬂ::::;;?n; :c:'lcr:r::: i::::sc :riznwork
8120115;; 12:|25 J: M ;hw.;ed a stain that orders located throughout the facility and
measurad 12 Inches by 8 inches. on the nursing 24-hour report. On or
. before the date of compliance the Nursing
ghm?&%f’%a amtfgi&uml ] thal u':’:'" Home Administrator/designee will in-
concrels had cracks and t-:hlps that spanned the service housekeeping staff on the
entire length of the area where visilors and importance of cleanliness of the facility.
resklents enler and exit the facllity as well as in The Nursing Home Administrator will
the area designated for rasidenls to smoke. provide oversight to ensure identified
issues have been resolved.
! 10, Interview with the malintenanca diractor on
8/20/16 at 12:28 PM confirmed the identified Monitoring:
areas wera damaged and because of the The Maintenance Director, Housekeeping
damage the facility would not ba able to Director, and Nursing Home
effactively claan the tiles or the damagad wall, Administrator/designee, will conduct
Further Interview revealed the facliity carpets monthly environmenta! rounds in order to
- were cleaned once a week but the cameting is identify outstanding housekeeping and
almost twenty-five years old and thera s no maintenance issues with overal} oversight
current plan to replace this carpeting. Continued provided by the Nursing Home
interview al thal ime ravealad the areas of Administrator/designee. Findings will be
| damaged concrets had not been previously
| identified and a work order had not been made.
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Continued From page 13

chipped or missing, as well as two areas of the
shower wall measuring 1/2 inch each Lhat were
coverad in ents.

8. Obsarvation of the carpet outside of room 408
on 82016 st 12:15 PM showed a stain
measuring 24 Inches by 20 Inches.

7. Observation of the carpet outside of the
nurses' station between the 100 and 200 heliway
on 8/2/15 at 12:20 PM showed three siains: area
#1 measured 14 Inches by 12 inches, arsa #2
messured 12 inchas by 12 inches, and area #3
measured B inchas by 8 inches.

B. Observation of the carpet outsidas room 106 on
8/20/15 at 12:25 PM showed & slain thal
measurad 12 inches by 8 inchas.

9, Observation of the concrete outsida the main
snirance on 8/20/15 at 12:30 PM showed the
concreta hed crecks and chips that spannad the
entira length of the area where visitors and
rasidents enter and exit the facllity as wall as In
the area designated for residents to smoke.

10. Intarview with tha maintenance director on
8/20/15 at 12:28 PM confirmed the identified
areas were damaged and because of the
damage the facility would not be able to
affectively clean the tiles or the damaged wall.
Further interview ravesled the facllity carpets
waere cleaned once a weak but the carpeting is
almost twenty-five years old and there is no
current pian to replace this carpating. Continued
interview al that ime revealed the areas of
damaged concrets had not been praviously
|dentified and a work order had not been made,

.
¥

Fgp3| presented to the Quality Assessment and

Assurance Committee monthly for 3
months and as needed until substantial
compliance has been met.
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F 282 | Continued From page 14 F 262 ;ﬁ” i ded Sbvth
F 282 | 483.20(k)(3)(Hl) SERVICES BY QUALIFIED F 282 fa;“";":v';m';"mi dc‘;’:;’::ﬁ';ﬁe i ¢
s5=D| PERSONS/PER CARE PLAN persons in accordance with each
The sarvices provided or arranged by the facliity resident’s written plan of care.
must be provided by qualified persons In .
sccardance with sach resident's writtan plan of Corrective action:
care. Resident #46 is being loileted per her ~lonis
Plan of Care. / O
/5
This REQUIREMENT s not met as evidenced Idemification:
by Residents who require assistance with
Based on observation, medical record raview toileting are at risk. The facility will doa
and staff intarview, the facility falled (o follow the | record review of those residents residing
care plan for 1 of 10 sample residents (#48) with | at facility to identify residents who !
incontinence. The findings were: require assistance with toileting. The I
residents identified will be evaluatedto |
Rm m"f :;'g“r:":mgg :::m’gﬂ ensure an effective toileting program is in |
= ok lace, including toileting ti d that
Ssanceof o pronsfor et s, ves e e et s
always incontinent of urine. Review of resident's the C.N.A staff via the C.N.A assignment
care plan for urinary Incontinence, last updaled shccl;
on 2/4/15, Indicated that a check and change )
should ba done bafora and afler meals, at System:
badtima, as neaded and with nightly rounding. ys °“l‘;cf h i1 of compli
Additionetly, the care plan noted the risk of skin On or before the allegation of compliance |
braakdown and Infections refated to Incontinence. the Staff Development )
The following concems were identified: coordinator/designee will in-service
a. Conlinuous obsesvation on B/18/6 C.N.A staff on the importance of timely
baginning at 10;20 AM showed the resident was toileting according to the Plan of Care,
up in his/er wheelchair In the activity area, .
participating in @ cooking discussion. At 11:07 AM Monitoring:
the resident was taken from the aclivity to an area Licensed staff will monitor that residents
In front of the nurses’ station, until being taken o are being toileted per the plan of care via
the dining room at 11:17 AM. After completing the random reviews of the CNAs providing
mea), the resident was taken back lo the nurses’ ADL assistance, Director of Nursing
stalion area until 2:53 PM when he/she was taken and/or designee with monitor the licensed
to his/her room for check and changa of his/her
incontinence protection brief, Interview on 8/18/15
at 3:18 PM with CNA #3 confirmad the residant's
FORM CMB-2557(02-9%) Pravious Verslons Obsolele Event 10 BESUN Facilly 1D. WYD008 if continustion shaet Page 15 of 22
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{X4) 0 SUMMARY BTATEMENT OF DEFICIENCIES L) PROVIDER'S PLAN OF CURREGTION s)
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F 282 Unued From page 16 oga| staffand CNAs by frequently reviewing
S::'m wet wh::gsme was d‘anged = daily C.N.A worksheets/checklists, CNA
b, Interview with DON on B/20/15 i:aginnlng charting, and random observations, 3
at 1:05 PM confirmed that the resident shouid times weekly for 8 month then weekly for
have been chacked and changed according to 2 month, and then pm. Identified issues
the care pian. will be reviewed in Quality Assessment
F 323 | 483.25(h) FREE OF ACCIDENT Fazs  &nd Assurance Meeting by the Director of
ss=b | HAZARDS/SUPERVISION/DEVICES Nursing/Designee to ensure plan is
implemented, sustained, and evaluaied for
The facility must ensura that the resident its effectiveness.

envisonmant remains as frea of accldent hazards
as is possible; and each resident receives
adequate supervision and assistance devices lo
pravent accidents.

This REQUIREMENT Is not met as evidenced

Based on obsarvation, staff interview, and review
of medical record and policy and procadure, the
faclity fatied 1o ensura bed rails were assessed
for safety for 1 of 1 sample residents (#28) who
usad bad rails. The findings wera:

1. Raview of the 6/14/15 admission MDS
assessment showed resident #28 was severaly
impeirad with dally decisions and had diagnoses
that included Alzheimer's disease, anxiaty,
insomnia, and a history of urinary tract infection.
Obsarvation on 8/20/15 at 11:15 AM showed the
resident had a bed rall placed on the open side of
the bed with the other side of the bed against the
wall, The device was designed to have a gap that
measured 5 inches by 2 1/2 inches. The following
concams were ldentified:

a. Revisw of the medical record showed that
a safaly assessment was not completed. The
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F 282 Conlinued From page 15 F 282
brief was wet when s/he was changed.
b. Interview with DON on 8/20/15 baginning
at 1:05 PM confirmed that the resident should
have been chacked and changed acconding to I
the care plan, i
F 323 | 483.25({h) FREE OF ACCIDENT Faza. P33
$5=D HAZARDS/SUPERVISION/DEVICES * The facility will ensure that the resident
environment remains as free of accident
The faciity must ensure that the resident hazards as Is possible; and each resident
enviconment remains as fres of accldent hazards received adequate supervision and
a5 is possible; and each reskient receives assistance devices 10 prevent accidents.
adequate supervision and assistance devices to
pravent accidents. Corrective Action;
For Resident #28 - the assist rail attached
10 his bed, utilized by the resident, has ~HR0S
been reviewed by the Interdisciplinary

~
C

\

A

Team and the Physical Restraint/Bed
This REQUIREMENT Is not met as evidenced Safety Risk review was completed. Based

by: on the review, the resident is utilizin

| 8 4 the

?;:gg ?maﬁ:dnglg m‘:‘w' a"u‘:a‘mu:i:w | Jeast restrictive bed safety device. The
falled to ensure bed rails '°°:d I Care Plan was updated to reflect the use

for safety for 1 of 1 sample residents (¥28) who of the bed safety device.
used bad ralls, The findings were: A
- [dentification:
1. Review of the 8/14/15 admission MDS [ A review of records for resident’s

impaired with dally decisions and hed diagnoses conducted by the Intecdisciplinary Team

assassment showad residenl #26 was saverely ‘ currently utilizing assist rails was
that Included Alzheimer's dissase, anxisly, prior to the allegation of compliance.

insomnia, and 8 history of urinary tract Infection. Issues identified concerning sppropriate
Observation on 8/20/45 at 11:16 AM showed the | assessment of the assist and/or the
resident had a bed raii placed on the open side of | documentation to support the continued
the bad with the other side of the bed against the use of the assist rails to be corrected at
wall. The device was designed o have a gap thal | that time.

measured 5 Inches by 2 1/2 inches. The following

concems ware identified:

a. Review of the medical record showed that |

a safely assessment was not completad. The .
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| 1
F 3231 Continued From page 16 F323  Systemic Changes:
| facility falled lo address the safety of tha bad rail Esch resident’s functional status
use or potential for kmb entrapment, Additionally, including bed mobility and transfers is
the use of the bed ral was not addressed In the | reviewed on admission, quarterly,
resident's cars plan, | annuaily, and with significant change.
b. Raview of the facllity policy tiled | For residents who are currently using
| "Bad-Safely Guideiines” dated 10/24/11 showad assist rails on their beds to assist them
» 4. Assistive Davica: Any devica whosa primary | with bed mobility and/or transfers:
‘ purpose Is to maximize the independence and the | . clinical record documentation will be
malntenance of heaith of an individual who Is reviewed to ensure; Bed/Safety device
l‘iir;\:t!:d by phm ng. igam pl::y;‘h‘:ll?;lcal \ assessment was completed by the
I e
e iy s s, o e i e e
L"o‘:m"é °é°“ "d‘;:w’“ m["'?erc‘:lh-lsafety . family/resident consent, and'quartcrly bed
Devices”): Devices (including Half Bed-Safety I safely davice fevicws (il el e
Reils) tha attach {o elthes side of the bad 1o { specific condition, indication for the use
provide the resident with assist in { ofthe assist rfm. and evaluation 1o
repositioning themsaives while In bed, as well as evaluate continued use. The continued
an 2id to entar and leave the bed in ah effort to use of the assist rail u;e u.fill. be evaluated
maximize the Independence of the resident...” quanerly by the Inter |s\::1pl1nary Ten'm
Continued review showed *...1. Risk Review...a. on or prior to the allegation of compliance
Nursing: The Data Raview Tool, MDS date. The Director of Nursing/Designee
assessment (bed moblitty score), and physical will re-educate the Nurses and
restraintbed Safaty Risk Review (it indicated) is Interdisciplinary Team on this pracess.
to be completed for each resident on admission,
re-admission, annually and when a change in Monitoring
status is indicated by a designated healthcare Quarterly residents utilizing assist rails
professional to datermina if there are risk faclors are reviewed to evaluate the
that may lead to serious injury to the resident. appropriateness of the assist rail as well
¢. Intarview with DON on 8/20/15 at 11:15 AM as evaluation of supporting
revealad the bad rall had not basn assessed for documentation for continued use of the
:}{:;y l:!n; coni’i;'m“e‘d :Jh;rem\nlr‘as a risk for resident assist rails. The essist rail documentation
usa 2 audit will be conducted quarterly on
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F332| resident's utilizing essist rails to ensure
$sab | RATES OF 5% OR MORE the assist rail is being assessed per facility
The facilty mst ensure that R is free of policy and other required documentation
ure that Ris
medication error rates of five percent or greater.
H
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F 323 | Continued From page 16

fachilty falled to address the safety of the bed rail
use or potential for imb entrapment. Additionally,
the usa of tha bed rafl was not addressed In the
residents care plan.

b. Review of the facllity policy tited
"Bed-Safaly Guidelines” dated 10/24/11 showed
"4, Assisiive Davice: Any device whose primary
purpase Is to maximize the independence and the |
maintenance of haalth of an individual who is i
limited by physical injury or liness, psychological
dysfunction, mental linass, davelopmental or
leaming disability, the aging procass, cognitive
impairment or an adverse environmental
condition. 5. Bed-Safety Devices ["Bed -Salely
Devlces"): Devices (Including Half Bed-Safety
Rails} that attach to elther side of tha bed to
provida tha rasident with assistance in
re; g themselves while In bed, as well as
an aid to enler and leave the bed in an effori to
maximiza the independence of the resident...”
Continued review showed "...1. Risk Review...a.
Nursing: The Data Review Tool, MDS
assessment (bed mobllity score), and physical
resiraint/bed Safety Risk Review (if indicated) is
{o be completed for each residant on admission, |
re-admission, annually and when a change in
siatus is indicated by a designated healthcare
professional to determina if there are risk faclors
that may lesd to serlous injury to the resident

c. interview with OON on 8/20/15 at 11:15 AM
ravealed the bad rail had nol been assessed for
salety and confirmed thera was a risk for resident
injury because of the bed rall.
483.25(m)(1) FREE OF MEDICATION ERROR
RATES OF 5% OR MORE

The facliily must ensure that it is free of
| medication efror rates of fiva parcent or greater.

F 332
§8=D

F 323

F 332

is in place. The reviews will be presented
in Quality Assessment and Assurance
Committee by the Director of
Nursing/Designee to ensure the plan is
jmplemented, sustained, and evaluated for
its effectiveness.

F332
The facitity will ensure that it is free of
medication error rates of five percent or

greater.
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This REQUIREMENT Is not met as evidenced

by:

Based on observation, medical record review
and staff interviaw, tha facliity failad to ensure a
medication error rale of less than 5%. Erors
were idantified In 3 observations (residents #15,
#31, #32) of 31 totzal ohsarvations, resulting in an
eror rate of 9.68%. The findings ware:

1. Cbservation on 8/19/15 at 5:11 PM showed
resident #15 was adminisiered phenyloin EX (an
anti-convuisant} 100 myg, 1 capsule by mouth.
Review of tha August 2015 signed physician
order recapitulation showed the rasident was
ordered 4 m! of phenyloin, 100 mg per 4 mi
suspension,

2. Obsarvation of medication administration for
resident #32 on 8/18/15 at 11:50 AM showed tha
nursa prepared quetiapine (ant-psychotic) 50 mg
by crushing 1 tablet and mixing itin hot cocoa,
The following concems were Identified:

a, Continued obsarvation showed the nurse

gave the hot cocoa to the residant and did not tefl
the resident the cocoa had madication In it

b. Interview with LPN #1 on 8/18/15 at 11:50
AM revealad the nurse had to "be sneaky with it

{the medication)] ctherwise [s/he) won't take iL"

c. Observation on 8/168/15 at 12:46 PM
showed the residant was sleeping at the kmch
table and approximatsly 25% of the hot cocoa
with the medication In it had not been consumed.
CNA#1 and CNA #2 aiiempled to talk to the
resident and ask if s/e would like to lie down.
Tha rasident responded with slurred speech and
was difficult to comprehend. The remainder of the

{X1) PROVIOER/SUPPLIER/CUIA {X2) MULTIPLE CONSTRUCTION \ {X3) DATE SURVEY
IDENTIFICATION NUMBER: gk T{, COMPLETED
535048 B8 WING 0812012015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE
1901 HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82401
D SUMMARY STATEMENT OF DEFICIENCIES | o PROVIDER'S PLAN OF CORRECTION ()
PREFX |  (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) I TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
L] 1 ]
F 332 | Continuad From page 17 Fa32| Corrective Action:

ldentification:

Systemic Changes:

Beginning September 10, 2015 and
continuing up until the allegation of
compliance the Nurses employed at
Worland Healthcare have been in-
serviced by the Director of
Nursing/Designee on medication
administration to include ensuring all
medications are completely consumed
and that the physician order for the
medication type and correct dose is
followed. An attendance sheet will be
utilized and reconciled with the current
active stafT roster. Nursing staff unable to
attend will be provided with one on one
in-servicing. In-service education will
become part of new hire orientation for
licensed nursing staff and will be
provided annually and pm.

Monltoring:

Nursing manapement staff will perform
medication pass reviews on random
nurses weekly for one manth then
annually and pm. Medication pass I
reviews will be part of new employee

Nurses employed at Worland Heslthcare
will have been in-serviced on medication
administration 10 include ensuring all

On or before the date of compliance the l
|
medications are completely consumed. !

Residents residing at facility are at risk.

H2OES™

'/o/ _4,
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F 332 | Continued From page 18 F332| orientation and annual evaluations of
hot cocoa was d'searded. licensed staff. Issues idenﬁn:d WI“ be
trended and reviewed and presented by
| 3. Obsesvation of medication acministration for the Director of Nursing/Designee in
resident#31 on 8/18/15 at 12:05 PM showed LPN Quality Assessment and Assurance
#1 preparad calcium 800 mg + Vitamin D 200 Committee meeting for three months and
internationa! units (IU) and administered 1 tablet then prn to ensure plan is implemented,
to the resident by mouth with a shake, Review of sustained, and evaluated for its
the August 2015 physician order recapltulation effectiveness.
showad the resident was ordered calcium 600 mg
+ Vitamin D 400 IU by mouth thres times per dsy.
4. Interview with the DON on 8/20/15 at 11:15 AM
| confirmad the nurse would bs unable to
determine tha amount of medication consumad if i
the resident did not finish the food or drink their |
medication was concealed In, and the resident
should have a physician's order to mask
medications or the rasidents should be notified
they are consuming medications.
§. Intarview with the DON on B/20/15 at 1:05 PM
confirmed a clarification should ba obtained from
the physician when the form or dosage of
madication avallable differs from the physicien
orders.
6. Review of the facliity policy "Medicellon
Managemant Guldelinas" dated 5/28/15 showed
the facliity should “ensure thal residenis receiva
medicalions and treatmenis par physiclan
orders...ensure hat medications and treatments
are administered according to stale/ffederal
regulations and nursing standards of practice..."
F 371 483.35(l) FOOD PROCURE, Fann| B311
s5=F STORE/FPREPARE/SERVE - SANITARY The facility will procure food from
sources approved or considered
Tha facility must -
(1) Procure food from sources approved or
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WORLAND, WY 82401

This REQUIREMENT is nct mat as evidenced

by:

Based on observation and stalf interview the
facliity falled io ensure a sanitary eavironment
was maintained In 1 of 1 food preparation areas
(kitchen). Tha findings were:

1. Observation 8/18/15 at 6 PM showed cool #1
left the serving line while wearing gioves and
cpsnead tha microwave, opened tha walk-In
cooler, retumed and opaned the microwave
8galn, end then retumed o the tray line to serve
food, Withoul changing gloves the cook handled
platas end buns thal were served to the
residents. According o Food Coda 2013, U.S.
Public Health Services, 2-301.14 When to Wash;
FOOD EMPLOYEES shall ciean thalr hands and
axposed portions of thelr arms... “(E) Altar
handling scllad EQUIPMENT or UTENSILS...{H}
Bafore donning gloves for working with FOOD;
and (I) Aler engaging in other activities that
contaminate the hands...”

2. Observaticn on 8/18/15 at 5:00 PM showed 5
water carafes on reskient tables that were noted
to have fissures and cracks throughout the plastic
which would prevent effective cleaning and
sanitizing, All 5 of the water carafes were used by
the residents during the avening meal. According
1o Food Code 2013, U.S. Public Haalth Sawvice

cracked water glass was discarded and
replaced, the Bologna dated 08/11/15 was
discarded. The staff member who wore
gloves after touching microwave and then
served food without chenging gloves was
re-educalted.

Identification:
Residents that reside at the facility are at
potential risk,

Systemic Changes:

A cleaning schedule will be implemented
10 ensure kitchen jtemns are kept clean and
will be monitored by the Dietary Manager
and/or designee. The Dietary
Manager/Designee will ensure Kitchen
Sanitation rounds are conducted weekly
to ensure sanitary conditions are being
followed. On or before the date of
compliance, the Dietician/Designee will
in-service the dietary staff on this process.
A sign in sheet will be utilized and those
dietary staff unable to attend the in-
servicing will be provided with 1:1
education.

gy SUMMARY STATEMENT OF DEFICIENCIES | m PROVIDER'S PLAN OF CORRECTION conlhon
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFX (EACH CORRECTIVE ACTION SHOULD BE
TAG |  REGULATORY OR LSC [BENTIFYING INFORMATION) ¢ TAG CROSE-AEFERENCED TO THE APFROPRIATE DATE
i DEFICIENCY)
F 371 Continued From pags 19 F 371! satisfactory by Federal, State, or local
considered satisfactory by Federal, State o local authorities; and store, prepare, distribute,
authorities: and and serve food under sanitary conditions.
(2) Store, prepare, distribute and sesve food )
under sanitary conditions Corrective action:
No specific resident was identified. The y2044
slicer has been cleaned; the cracked water Z
pitchers were discarded and replaced, the / 0/ 3 /
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F 371 Continued From page 20 F371  Monitoring:
4-101.11 " Materials that are used in construction The Dietary Manager/Designee will
of UTENSILS and FOOD-CONTACT SURFACES monitor compliance through daily and prm
of EQUIPMENT may not be aliowed tha migration rounds in all areas of the kitchen to
of daleterfous substances or impart colors, odors, ensure Lhat sanitary conditions are
or tastes to FOOD and under normal use maintained. Rounds will be trended and
condilions shall be;{A) Safa;(B) Durable, will be presented by the Dietary
CORROSION-RESISTANT, and Manager/designee to be reviewed at
nonabsorbent(C) Sufficient in welght and Quality Assessment and Assurance
thickness o withstand rapeated Committee Mesting to ensure plan has
WAREWASHING;(D) Finished o have 8 been implemented, sustained and
SMOOTH, EASILY CLEANABLE surface; and(E) evaluated for effectiveness.

Resistant to pitting, chipping, crazing. scralchlng.
scoring, distartion, and decompositio

3, Obsetvation on 8/17/15 at 7:15 PM and
81915 at 4:40 PM showed the meat slicer in the
kitchen had dried food on the guide. According to
Food Coda 2008, U.S. Pubfic Health Service:
4-801.11"

(A} Equipment food-contact surfaces and utenslls
shall ba claen to sight and touch,

(B) The foad-contact surfacas of cooking
equipment and pans shall be kept free of
encrusted grease deposits and other soll
accumulations,

(C) Nonfood-contact surfaces of equipment shall
be kept free of an accumulation of dust, dirt, food
rasidue, and ather dabris.”

4. Observation on 8/17/15 at 7:15 PM and agaln

on 82015 at 10:40 AM showed there was a

?uacljage of bologna in the walk-in cooler dated
1115,

5. iIntarviaw with the dietary manager on 8/20/15
at 10:40 AM confirmad the cook should have
changed gloves before handling resident food,
the watsr carales should have besn removed
from use, and the meat slicer should have been
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cleaned. Conlinued interview at that time

revealad the bologna should have baen ramoved
after 7 days.




