©0ct. 27, 2015 3:09PM No. 1194 P, 9

DEPARTMENT OF HEALTH AND HUMAN SERVICES PR'%'A;’%%EVBI;
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {x1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTIGN (%2} OATE SUAVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULOING COMPLETED
c
NAME OF PROVIDER CR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
%00 W BTH ST
PIONEER MANDR NURSING HOME GILLETTE, WY 82716
B0 SUMMARY STATEMENT OF DEFICIENCIES ioo PROVIDER'S PLAN OF GORRECTION s
PREFIX |  (EACH DBFICIENCY MUST BE PRECEGED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETON
AG | REGULATDRY OR LSC IDENTIFYING INFORMATION) G CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENGY}
|
F 000 | INITIAL COMMENTS F 000
7] '
In conjunction with the recertification suivey, a Carrectio ted residents; 11/08115
: complaint survey was conducted by the Office of Resident #23
Healthcare Licensling and Surveys fram 9/21/15 Durable Power of Attomey paperwork scanned in
to 9/24/15. The survey was prompted by to resident’s medical record 0930115,
complaint intakes #WY00002040 and
#WY00002070, Tdentificatio t ents:
i i All residenm ers 8t risk to havc inadequar
! The fallowing common abbreviatione are used documentation of lsgal representatives.
throughout thie document
Svstematic Changes and Monitoring:
ADLs- Aclivities of Daily Living Revigw and revise admisslon agreement to reflect
CNA- Certified Nurse Alde presence of a durable power of atiomey If
DON- Director of Nursing zpplicable.
t MDS- Minimum Data Set )
'RN- Regislered Nurse Develop & peocess to communieate with familics at
i overall plan of care meeting and verify DPOA if
Less commonly used abbreviations wil ba spplicable. ,
snnatated in each deficlency, -
F 152 | 463.10(a){3)&(4) RIGHTS EXERCISED BY F152 Conduct staff education related to the durmble |
g5=0p | REPRESENTATIVE power of atiorney paperwork and compietion,
in the case of a resident adjudged incompetent Revicw and revise policy to reflect process.
under the laws of g State by 2 court of competant
| Jurisdiction, the rights of the regident ara Outcome;
* pxercised by the person appointed under State i
" law to act on the resident’s bebalf, 100% of resident records will have documentation
: of a DPOA if applicablc completed upon
{ In the case of a residant who has not been judged admission, annually aad upon changes in resident
* incompetent by the Stale court, any legal competence lndfn!' legal  represcatatives.
| surrogate designated in accordance with State Continuous quality improvement echivitles with
| law may exercise the resident’s rights to the oversight by Quality committce will be conducted.
; axtent provided by Stale law.
: Social Services will colleet data from chart audits
! and care plan audit monthty. Dota will'be |
’ This REQUIREMENT is nol met a5 evidenced aggregated and reported quarterly at long term care
by, quality meetings with discrepancies investigated |
i Based on ohservation, slafi interview, medica and resolved. :
i i

() DATE

A ]

7/
4 A ‘{d/ﬂ y _{ .L..v‘ll £ /
Ly deficiency stalement ending with an sstertsk {*}-denoles = deficiency which the Institutlon may be excused lrom carracling providing il Iy detarmined that
oiner safeguamds provide suliclent prolaciion e the patients. (See insiruclions.) Excepl for pursing homas, the fndinge stated abave am disciosable 80 days

i I camection is provided, For nursing homes. ths above findings and plans of correction are disclosatia 14
m%' dﬁzmé ents are madejavallable to the faciity, [ daficientiss are titad, sn approved plan of camestian b requisile to continued
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o400 | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX + OEFICIENCY MUST BE PRECEDED BY FULL
TAG .  REGULATORY ORLEC IDENTIFYING INFORMATION}

PROVIDER'S PLAN OF CORRECTION [rT)
{EACH CORRECTIVE ACTION SHOULD 88 GOMPLETION
CROSH-REFEAENCED TO THE APPROPRIATE DATE
OEFICIENCY) i

F 152! Continued From page 1

i ! record review, and review of facility policles and

; procedures, the facility failed fo ensure 1 of 21
sample residents (#23) had a legal reprasentative
i lo exercise the resident's rights. The findings

| wern:

i 1, Review of the 711015 quarterly MDS

; assessmant showed residant #23 had diagnoses

] that included non-Alzheimer's dementia. Furher

| review showed Lhe resident's Brief Interview of
Mental Status (BIMS) score was 3M5.

i Obsarvation from 9/21/15-9/24/15 showed the

| resident resided on the secure memory ¢are unit

' Review of the resident's demographic Information

: revealad no power of attomey (POA) designation.

 Interview with the DON on 8/24/15 at 1:07 PM

. confirmed there was no documentalion for & POA

. in the resident's medical record. She further

 revealed a care conferencs was held it April |

1 2015 with the resident’s spause; howevar, no

| POA paperwork was completed at that ime,

| 2. Review of the facliity policy and procedure filled
| "Durable Power of Atomey” updaled June 2014

1 showed “Long Term Care {LTC) shall provide

¢ quality care while respecting Resident's rights for
| sell-determination, including the desire o
tlesignate a durable power of atlorney (DROA)...
Al the first Overall Ptan of Care {OPC) meeting
the sooial services team will varify the presence
and carreciness of the DPOA with the famlly and
i or resident and make any necessary changes in

| the EMR [electronic medica! record]."

F 2251 483.13(c)( 1)(A)-{ii), (c){Z) (4)

$5=p; INVESTIGATE/REPOR
ALLEGATIONSIINDMDUALS

The facility must nat employ Individuals who have

F 225
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been found gullly of abusing, neglecting, or i
mistraating residents by a court of law; or have

| had a finding entered inta the State nurse aide
registry concerning abuse, negtect, mistreatment
of residents or misappropriation of their property;
and repert any knowledge it has of actions by a
court of law aaainst an employee, which would
indicate unfitness for service as a nurse alde or
other facility stalf to thg State nurse alde regisisy
1 or licensing authorities.

]

! The facility must ensure that all alleged violations
| involving mistreatment, neglect, or abuse,

! ncluding Injuries of unknown source and

' misappropriation of resident property are reporied
: immediately to the administrator of the faclity and
' o ather offictals in accordance with State law
 though established procedures (including to the

: State survey and certificalion agency).

| The facility must have evidence that all alleged

| violations are thoroughly investigated, and must
| prevent further potential abuse while the :

! investigation is in progress.

‘The results of all investigations must be reporied
to the administralor or his desigrated
repraseptative and 1o otherofficiala in accordance
with State law (including lo the State survey and
certification agency) within 5 working days of the
ingident, and if the alleged violation is verified

: appropriate corrective action must be 1aken.

!; This REQUIREMENT Is not met as evidenced
i by
Based on review of facility invesligations, review

i of State survey agency logs, and staff inlerview,

(xayi0> ! BUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD 88 COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRDSS-REFERENCED TO THE APPROPRIATE QATE
DEACIENCY) j
| F225 g
F 225 | Gontinued From page 2 F 225 Correction for cited residents: 11/08/(5

Report telated to  investigaion of nareotic
discrepancy and diversion submitted to WDOH
State survey and ceptification egency 10/16/15,

Clarification related to scheduled medications and
medication aide administration obtained.

Report of suspicious unsubstantiated results to the
State board of nuesing 10/27/15.

Camecra and badge access system on the med-
dispense room installcd in June 20135,

Clerification of police report to reflect police
statement he had aothing else to add and could not
find any reason to charge any employee at Pioneer
Manor or continue investigation,

Tdentification of ather residents will occuny by:
All resideqts and staff have the potentisl to be
affccted by narcotie discrepancies and diversion
activities.

Syjtematic Changes and Monitoring:

Investigations relatcd to narcotic discrepancies and
diversion will be reported to WDOH State survey
and certfication agency By Administrater or
designes

Revision of narcotic count sheet to include cards
received as woll as actual pills.

RN/LPN and Medication aide cducaticnh by DON
regarding parcotic counts, narcotic destruction and
role definition.

Daily remaval of discontinued narcotics to contigue
to limit opporcunity for diversion.
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F 225 Continued From page 3 F 225 )
| the Facility falled to repart the misappropritin of %’ﬂw
d ¥ g! C i
resident property (medicalions} 1o the State 100% episodes of narcotic diversion will be

survey and cerlification agency for2 of &

reportable incidents reviewed. The findings were: reported to WDOH State survey sad certification

agency and Wyoming State Board of Nursing.
Continuous quality [mprovement activities with

. 1. Review of facility investigations showed an oversight by Quality committee will be conducted.

E investigation was inlliated due to a 6/20/15

incident Tnvolving 30 missing Oxycodone (a
controfled substance) tablets. Review of Slale
survey agency logs failed to show any report of
| missppropriation of resident property was made
. for that date.

DON or desigaee wiil collect data from monthly
audits.  Data will ba aggregated and reported
quarterly 8t long term care quality meetings with
discrepancies investigated and resolved.

+ 2. Review of facility investigations showed an

: Investigation was initiated due to an 8/12/14

: Incident involving 35 missing Narco {a controlied
subsiance) tablets. Review of Slate survey
agency logs falled lo show any report of .
misappropristion of resident property was made |
for that date,

3. Interview with the DON on 8/24/15 at 11:45 AM
revealed the incidents had not been reporied lo
the State sutvey agency because the facility was
unaware such incidenls were reportable as a
misappropriation of resident properly.

F 241 483.15(a) DIGNITY AND RESPECT OF F 241
§8=0 ! INDIVIDUALITY

The facility must promots care for fesidents in €
manner and in an environment that malnlains or
enhances each resident's dignity and respactin

fult recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the
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F 241 Continugd From page 4 F241 Correction for cjted residanés: 11/0871S
faclity failed to promote dignity for 1 of 21 semple Resident#id7 . _
residents (#47) and 1 non-semple resident (#17) Education of staff routinely assigned to this
during random observalions. The findinge were: resident will be completed to review: Incident and

i comective mctions needed to  prevent future
1. Review of the 8/2/15 quarlerly MOS pccurcaces.  Care plan reviewed and endorsed
assessment showed resident 247 rarely made intecventions.
himMerself understaod and required the

 supervision of 1 staff member for eating. Review Resident ¥17 . _

, of the resident's nutrition care plan, updated on Education of staff routinely assigned to this
9/2/15, showed {he resident required assistance resident will be completed to review incident and
with maals and was at risk for malnutrition. comective actions needed to prevent future
Review of the resident's communicalion care ocourrences.
plan, updated on 9/18/15, showed the resident \
had impsired communication and a hard fime Identification of ather resldents will occur by:
being understood. The foliowing concerns were Any resldeat is at risk for breachs of dignity
identifed: during cares.

a. Observation on 9/23/15 at 5117 PM ) \
showed the resident was taying in bed, A lray Systematic Changes gnd Monitoring:

{ table was positionad over the bed and a mea! tray Staff education of nursing staff regarding meal tray

: was placed in front of the resident. The meal delivery, assistance with meals including respectiog

' sppesred Io hava-some bltes taken out of . LPN | resident dignity/special nceds and documentation of |

#1 afempted to gat the resident to eat someof | meal intake. f
the meal. The resldent shoak hisfher heed side to )
side; however, the nurse continued to atampt to Ronndi_nz by DON, Nuning Dircctor and |

: persuade the resident to try and eat After Supervisors to assure adherence to the plan of care

i attempting to get the resident to eal the foed, regarding resident dignity.

another staff member enterad the room with the . \
residants dinngr meal. The staff member Develop sudit rounding tool to-utlize for consistent

{dentiliad the previous meal Iray as being the documentation of dignity preservation and meal

luneh meal that was leit in the resident's room. Intake,
b, Interview with the DON on 9/24/6 at 12115
AM revesled meals should not be left in resident's
room for more $han 1 hour after the appropriate
| food temperalure has been obtained by the
| dietary staff to prevent food bome Hiness. Further,
the DON revealed It was undignifiad for a resident
to have staff attempt to serve them cold food
 Tromn 8 previous meal. i
FORM CMS-2587(02-00) Previous Varsiens Obsclate Evart I0: NKaW1 Faoity (0 Wyod2: If continuaon sheat Pags 5of 18
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2. Observation on 8722115 at 11:15 AM in the
| secure unit dining room showed CNA#{ and
'1 CNA#2 asslsting residenl #17 in a sit-to-sland lift
{to the bathroam. At that ime the seat of the
| residant's pants ware observed to be wet The
! fallowing concems were identified:
| a At11:23 AM the CNAs emerged from the
! pathroom with the resident. At thal time, the
i resident was observad to be weating the same
! pants, and the seat of the pants continued ta be

visibly wal. The resident was placed in a
' wheeichair and wheeled to a dining roam table,

b. interview st thal Ume with CNA#2 ravealed

: she was unawara tha resident's panis were wet,
| Foflowing the interview, CNA #2 and CNA#3
. aftempled to place the resident back in the
| sit-to-stand fift ta change the pants, but the
resident became tearful and they were unable to
| changa the pants at thel ime.
F 260 | 483.15(g)(1) PROVISION OF MEDICALLY
ss=p| RELATED SOCIAL SERVICE

, The facliity must provide medically-related socisl

| services to attain or maintain the highest
practicable physical, menis!, and psychosocial

! well-being of each resident.

"

i This REQUIREMENT Is not met as svidenced

| Based on obgervation, medical record review,

1 and resident and staff interview, the faciiity failad

| to provide medically-related social services to 1 of
| 1 sample residents (#77) with identified social

| service needs. The findings were.

E Review of the B/25/15 quarterly MDS assessment

]
1
[l
H
i
1
H
i
1
i

STATEMENT OF DEFICIENCIES {X1) FROVDER/SUPPLIER/CLIA MULTIFLE CONS uﬁ
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; AWB}’U:LDlNG CoRSTRUCTION
535022 B.WING — 09/2412015
NAME OF PROVIOER CR SUPPLIER STREET AUORESD, CITY, GTATE, ZIP CODE
900 WBTH ST
FIONEER MANOR NURSING HOME
GILLETTE, WY 82716
=40 SUMMARY STATEMENT OF OEFICIENCIES Wi PROVIDER'S PLAN OF CORREGTION (X8}
PREFX ' (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL ' prepx i EACH CORRECTIVE AGTION BH I cows
TAG REGULATORY QR LSC IDENTIFYING INFORMATICH) ' TAG CRIOSS-REFERENCED 1631354\!’!’03%?!!?51'5 i ml.!e‘mﬂ
_ : DEFICIENGY} !
i ) F24{ Cond. I
F 241 | Conlinued From page S F 241 Outcome:

100% of rounding obsegvations will roflect resident !
dipnities are bolng performed with adherence to the
plan of care. Continuous guality improvement
fctivities with oversight by Quality commilties will
be canducted.

DON ar designes will collect data fom monthly
audits, Data will bc sgeregated and repocted
quartesly at long term care quality mestings with
discrepancies investigated and resolved. !

F250
Correction for cited residents:

Regjdent @ 77
Resident has a dental appaintment 12/11/15 to
evaluate and address dentition needs.
Identification of other resideqts will o

by:
F 260 ‘All residents have the potential to be affected by

altered oral condijtion and impaired dentition.
Systematic Changes.an jtoring:
Dental/Oral status is op the admission asscssment.

Dentaloral status will be reviewed
compreheasive assessment annuslly

with

DON o conduct staff educaton related to
notification of Sociel Services related to demtal
jscues identified both present on admission and
ongoing.

Develop a post admission care procsss to assess
| each resident’s dentition needs,

| Implement monthly audit of MDS to address dental
, CONCenS

— —t————
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- EF250 dortd
F 280} Continued From page 6 :

F 250 -
Outeome:
§5% of residents with dental issues will have action

| showed resident #77 had a broken or loosely
plan to address dental concerns including dental

’ fitting full or partial denlure {chipped, cracked,

; uncleanable, or loose). Obsarvation on 924M5 al jssues present on edmission. Continuous quallty
; 9110 AM showed a missing taoth in the resident's improvement activities with oversight by Quality
| upper deniures. Interview with the resident at that committee will be conducted.
| time reveated his/her upper dentures were
| migsing a tooth and were cracked, and sihe was Sacial Services or designee will collest data from
i unable to wear the lower dentures because they chart audits and care plan audit monthly. Data will
i didn't "fit right.” be aggregated and reported quarterly at long term
| care quality mectings with discrepancies
 Interview with the social worker on 8/24/16at | investigated and resolved.
| 9:30 AM revealed she was unaware of the
i resident's broken dentures.

F 2531 483.15{h){2) HOUSEKEEPING & F 253

gs=E | MAINTENANCE SERVICES

The facility must provide housekaeping and
mafntenance services nacessary io maintain a
sanilary, orderly, and comfortable inletior.

This REQUIREMENT s nol met as evidenced
by:
Based on observalion and staff interviaw, the
facflily failed to ensure an environmant that was
tiean and well malntained for 4 of 5 rasident i
nelighberhecds (100, 200 [secure unit], 300, 400
halways). The findings were:

1. Observation on 9/24/15 at 8:25 AM showed the
following handralis had exposed raw wood that
presented an unsaniizable surfaca;

a, The handrail oulside room #304 had an
: rea of exposead rough wood messuring 24.5 feat

ng.

b. The handrall outside room #308 had an

area of exposed rough wood measuring 30.3 leet

' long.

FORM CMB5-2587(02.08) Pravious Versions Ohscisto Evant ID:NKIW1 Fatlfly 10" WYRQ21 if continuation sheol Page 7 of 19
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F 253 - Conlinued From page 7 | F283, _.o |
. ¢ The handraif outside room #401 hadsn | s
] ; orrecti lemented as a result of syrvey:
, area of exposed rough wood at the comer of the l csideat Hand otside #304. 308. 401

: handrail measuring 7 Inches long.
I d. The handrail utside room #403 had an
| area of exposed rough woad measuring 24.5 feet
long.

e. The handrail outside room #404 hadan |
| area of exposad rough wood measuring 24,5 :
feat long. :

f. The handrall outside room #407 had an
: area of exposed rough waod measuring 34
inches long.

g. The handrail outside room #4098 had an
: grea of exposed rough waad measuring 17
| inches long,

h. The handrail cuisiia room #105 had an
1 grea of exposed rough wood at the comer of the
* handrall measuring 26 inches.
§ I, The handrall cutside room #107 had an
! area of exposed rough waod maasudng 34
. inches lang,
:  }. The handrail cutside room #109 had an
| area of exposed raugh wood measuring 17
f tnches long.

]
2, Observation on B/24/15 st 8:45 AM showed the |
, Secure unit dining reom had two wooden support ¢
{ golumns with an area of missing floer linaleum
3/4 inches wide all around the base of the
columns, with larger ¢hips missing. Dirt and i
 debris had accumutated in the gaps. Thefioor |
i underneath the wall heater In the secure unit i
dining room had an area of missing linoleum |
measuring & inches wide and 1 inch deep, with |
j dirt and debris accumulated in It |

303.404.407,409,105,107,109
Work orders have been submitted for all of the

above hapdrails identificd during the sutvey f0r

11/0815 .'J

replacement or refinishing to
sleaning zld intenance (/U//'C“ I’?ﬁﬂ f[‘r
@Cﬁ Missing _floor {)o(l’e{u;w:n s {/Hlul)'ﬂ'tf.@-t?
T T
| wooden sypport colymny ud /J"ﬂ“&’/-f ")
i Plooring under the wall heater dining rogm with
olsu

Work erders have been creatsd for repair of

i the wo wooden support columns end the flooring
undemcath the heater in the dining area in
Neighborhood 2 to prevent dirt and debris
accumulation,

3. Wall heater cover that was lpose ip the

Memo ]
Work orders have been created for repair of
i theloose wall heater end cover on Neighborhood 2,

Risk Tdentifiestion:

Al facility areas are at cisk for clements of
disrepatr,

Systematic Chapges and Monitoring:
Administrator to provide Environmental rounding

tducation for the DON, Numing Director,
Supervisory, EVE ‘and Environmental staff w
asqure thorough inspections arc completed and
prompt work orders are submitted and completed

for repair,

Audits will be conducted for al! completed work ‘

orders to veri te {etion.
3. Continued observation showed the secure unlt fy accurate completion
dining mom had a wall heater cover measiring | ‘
! 35 inches leng that was loose and had parlially | !
FORM CMS-2507{02-68) Prav'aus Versions Qbsciete Event [D-HKIW11 Fanilty 1D WYDea1 If contimualion shaat Page B of 19

R w\\;\



Oct. 27 2015 3:10PM No. 1194 P, 17

———— | ——— — L —— - = e e A

DEPARTMENT OF HEALTH AND HUMAN SERVICES R it
CENTERS FOR MEDICARE 8 MEDICAID SERVICES OMB NO, 0938-0381
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535022 B. WING 09/2412015
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a0 | SUMMARY STATEMENT OF DEFICIENGIES D PADVIDERE PLAN OF CORRECTION x5
PREFX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORREGTIVE ACTION SHOULD BE COMPETION
7a3 .  REGULATORY DR L5C IDENTIFYING INPORMATION) TAG GROSS REFERENCED TO THE APPROPRIATE oae
! DEFICIENCY)
'. : -
F 253, Continued From page & F253' F253 continued !l
: . i teome:
, faten off of the heating unit. i %lmrk anders are 60 mplet;d withgl 14 drys
] i i i cd. Continuous
. 4. Intetview with the malntenance diractor on with any discrepancies identi :
8124115 a1 §:16 AM verified the handralls were qualiy improvemeat seivtics wilh oversight ™
rough, and presented an uncleanable surace. Quality sommitice Wi '
He further confirmed the areas in the floor in the . . ;
secure unit dining roam with missing linolaum "d"““i’“m;h:’ d;ﬂg";ﬁ}'u‘g :nlf;,:;l:d ﬁ:nr:
wers accumulating dirt and cculd not be clsaned '““""ﬂg o arterly at long torm care quality
 adequately. Additiarally, he confirmed that the reported _ quarterly, ®  ivesigated and
{ loose heater cover was “not good at ail* and meetings with  discrepancies invesige
temporarily secured It al that ime. resolved. »
F 279 | 463.20(d), 483.20{k){1) DEVELOP F279
55=0 | COMPREHENSIVE CARE PLANS
| A faedlity must use the results of the assessment
i to develop, raview and revise the resident's
: comprehansiva plan of care.
i
! The facility mus! develop a comprehensive care
| plan for each resident that inciudes measurable
! abjectives and timetables lo meet @ resident's
medical, nursing, end mental and peychosacial
needs that are identified in the comprehensive
assessment |
: The cara plan must describa the services that are
* to be furnished fo attaln or mainlain the resident's
| highest practicable physical, mental, and
+ psychoasocial well-baing as required undar
| §483,25; and any services that would atherwise
1 be required under §483,2E but are not provided
| due lo the residents exereise of rights under
§483.10, including the right to refuse ireatment
i under §483.10(b)(4).
i This REQUIREMENT is not met as svidenced
by
FORM cmsa!:ﬂ{nz-m Previous Versiohs Obsolate Evant I0: NRIWT Facilty 1D: WY 0021 ¥ continuation sheet Page 3 of 19
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TATEMENT OF DEFICIENCIES %1} PROVIDERISUPPLIER/SLIA MULTIPLE BURVEY
aswo PLAN OF CORRECTION O EATIRICATION NULIDER T;W;LG OENSTRUGTION o &ﬁm
c
§35022 B WING 0912412015
NAME OF PROVIDER OR SUPPUER STREET ADORESS, CITY, STATE. ZIP COGE
500 WaTHST
AN ING HO
PIONEER MANOR NURSING HOME GILLETTE, Wy 82716
© SUNMARY STATEMENT OF DEFICIENCIES
SRiRx | (EACHDEFICIENCY MUST BE PRECEDED BY FULL PREFX (B CORRECTIEACTION SHOUB BE | contitmon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE pare
: OEFICIENGY) !
[
F 2781 Continued From page 9 F278| F278
| Based on medical record review and staff Corre for cited residents: 1178115
i interview, the Facility failed to develop a Resident#d
comprehensive care plan for 2 of 21 sample The mood/behavior care plan was updated to reflect
! resklents (#4, #13), The findings were! Bigamu of depression and use of antidepressants
: 1, Review of the 9/21/15 comprehensive MDS
i assessment showed resident #4 had disgnoses The mood/behavior care plan was updated 1o reflect
| that included dementia and generalized paln. smtoments  of depression and  use  of
: Review of the Care Area Assessment (CAA) for untidepressants.
| psycholropic drug use showed the resident was : . ,
- “inking Celexa for [histher) depressive disorder. : Identifica other resjdents will
 Btaffis monitoring for problems...* The CAA oecur byt .
| further showed the use of anti-depressants was Al residents thet have ant-depressants - for
* added lo the care pian. Review of the physician depression have the potential to be affected and
- orders recapltulation for September 2015 showed will have individualized CAA related cate plan. i
: the resldent had orders for citalopram (Celexa -  tematic Changes aud Monitorin
idepressant tablet dail Systemgtic Changes aud Monitpring:
g::m RZ:;LLT;;% enlll?e :ars;:lran Initia} audic of all rgo_ords 10 assurc CAA’s related
revealed no mention of the resident's depression fo antidepressants dad depression are addressed on
or use of antidepressants, the care plan and quarterly thereafter utilizing
; consistent audit tool.
2. Review of the 2/2015 annual MDS ; .
| assessment showad resident #13 had diagnases Etectroale medical yecord access will be revised to
that Included Alzheimer's dissasa and permit ell disciplines to documeat on the residents
i depression. Review of the C]:AA k;or psychotrapic care plan.
| drug use showed "[resident] takes a dally
i antidepressant for [hisher) depressive disorder. Administrator and DON to conduct staff education
; [Sthe] gets manitared for adverse effects as well ; to el elinjcal dismpllmdwho documeat og the care
as mood changes and we will requast MDor | plan to essure complete docurmentarion.
. psych eval {evaluation] for changes, Medication . .
: :‘il{oonﬁnmla to (sic} palr MD orders.~ The CAA Review and revise the mood behavior cara plan to
| further showed the use of antidepressants was include medication use and indication,
i addad lo the cara pian. Review of the physician
! orders recapitulation tast updated In August 2015
| showed Ihe resident had orders for Auoxetine (an
! antidepressant) 20 mg "every day In the evening
| for deptession.” Review of the entre care plan
| ravealed ng mention of the resident's depression
i or use of anfidepressants. !
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NAME OF PRGVIDER OR SUFPUER GTREET ADDRESS, CITY, STATE. 2IP CODE |

200 W BTH ST
PIONEER MANOR KURSING HOME GILLETTE, WY 82715
oD | SUMMARY STATEMENT OF DEFICIENGIES | 1w PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICTENCY MUST BE FRECEDED BY FULL PREFEX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROAS REFERENCED T THE APPROPRIATE oaTe
, DEFICIENCY}
1
F 279 | Continued From pege 10 F279! E270 continued
| Quicome:
| 3. Interview on 9/24/15 al 10:15 AM with the DON 95% of care plans will reflect assessmont of
 confirmed the care plans for residents #4 and #13 psyshosocial and medication needs related to
did not address deprassion or the use of antidepressant use and depression. Contlauous
antidepressants, quelity improvement sctlvities with oversight by
F 2801 483 20(d)(3), 483.10(k)(2) RIGHT TO Foep|  Quality committee will be conducted.
L) Gl e i Ansa i DON or designee will collect data from CAA and
; The resident has the right, unless adjudged carc plen audic monthly. Data will be 8ggregated
. incompelant of otherwise found Lo bi : end reported quarterly at long tem care quelity
{ incapacitated under the laws of the State, to Dicetings with discrepancies investigated and
' participate in planning care and treatment or vesolved.
, changas in care and treatment.
r Accmprehenswe care plan must be developed
| within 7 days afler he completion of the
. eamprehensive assessment prepared by d@n
i interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
| for the resident, and other appropriste staff in
disciplines as delermined by the resldent's needs,
and, to the extent practicable, the participation of
the resident, the resident’s femlly or the resident's
legal representative; and periodically reviewed
end revised by a team of qualfied persons afier
I each assessment.
! This REQUIREMENT is not met as evidenced
by, .
; Based on observation, staff interview, and
medical record review, the facility failed lo ensure
 care plans were revised and upoated lo meet
' individusl needs for 2 of 21 sample residents (#4, |
i #47). The findings wers; |
, |
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members for tollet use and was aiways
incontinent of bowel and biadder, Continuous
observation of the resident on §/22/15 beginning
. at B:1% AM showed the resident was lying in bed
: with his/her head elavated. A neck pillow was

. positioned under the resident’s head and s/he

: was leaning o the left against the bed's side rall.
i The rasident remained in the same position until
I 11:80 AM when CNA #1 and CNA #2 repositioned
| the resident and provided Iincontinence care. The
| following concerns were identified:

a, Review of lhe "Alterad Eliminstion" care
plan updated on 9/16/15 showed the resident was
incantinent and no timeframe was identified for
the frequency of incontinence care or tolleting.

b. Review of the "Impaired Skin integrity"
cara plan updated on 9/18/15 showed the
resident was at risk for impaired skin integrity
related to impaired mobliity and incontinence and |
no timeframe was idenlified for the frequency of
| repositiening.

! c. Review of the "Self Care Deficil" care pian
! updated on 9/1BHS showed the resident was
"zonsidered bedbound® and no tmeframe was
identified for the frequency of toileting and
reposltioning.

d. Interview with the DON on 5/24/15 at 12:15
| PM revealed the fimeframe for toiteling and

repositioning should be detarmined and
documented on the resident's care plan.

1. Review of the 9/21/15 significant change MDS

assessment showed resident #4 had diagnoses
that included urinary tract infaction and

The imfection care plan updated to reflect the
resident is no longer on MRSA precautions,

[dentification of othar residents will occur i
i'H

All residents have the right to have individualized |
plans of care to meet their unique needs.

Systematic changes and monitoring:

Rounding by Supervisory staff to validate
documentation of climination, skin carz and
{salation precautions.

Review and revise sudit tool to ensure consistent
rounding data collection,

Conduct staff education te i) clinical swaff related
to personal care documentation, care planming and
infection precautions.

Qgttnme: o
95% of care plans will reflect frequency of

elimination and skin eare and infection precantions.
Continuous quality fmprovement activities with
ovarsight by Quality committee will be conducted,

DON or designes will collect data from chart audit
and rounding monthly. Deta will bo aggregated
and reported quarterly at fong term care quality
meetings with discrepancies investigated and
resolved,

v
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STATEMENT Of DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA X2} MULTIP NSTRUCTIOH URVEY
AND PLAH OF CORRECTION o IDENTIFICATION NUMBER: L B’u,‘mf e ¥ o
C
535022 B WING 09/2412015
NAE OF PROVIDER OR SUPPLIER STREEY ADDRESS. CITY. STATE, ZIP CODE
YOWETH ST
a
PIONEER MANOR NURSING HOME GILLETTE, WY 82745
paw | SUMMARY STATEMENT OF DEFICIENGIES o | PROVIDER'S PLAN OF CORREGTION o8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX H CORREGTIVE ACTION SHO COMPLETIO!
TAG . |  REGULATORY OR LSG IDENTIFYING INFORMAYION) | TS c&cs-nermeucsn m&ogwpn%gaﬁ-e oare
i ; DEFICIENCY)
F 280/ Conti [280 /
Oontm,.led groieaon] F280 Correction for cited residents: 11108115 ¢
1. Review of the 8/2/15 quarterly MDS Resident #47
assessment showed resident #47 required '
. Care plan updated per policy to reflect the /

; Bxlensive .assistam:e from 2 staff membars for frequency of tolleting and repositioning o assure

 bed mobility and personal hygiens. Further review the timely delivery cares, Vi
showed ihe resident required total assist of 2 steff Resident #4 J/



Oct. 27. 2015 3:11PM No. 1194 P 21

PRINTED: 10/0812015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES 1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION D43} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Salone COMPLETED
c
535022 8. WiNG 08/24/2015
NAME OF PAOVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE ‘
500 W BTH ST
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HaD SUMMARY STATEMENT OF DEFICIENCIES - PROVIDER'S PLAN CF CORRECTION ey
PREFI - (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREAX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETON
™G REGULATORY GR LSC IENTIFYING INFORMATION) TAG EROSS-ARFEAENCED TO THE APPROPRIATS ATE
) [ l DEFIGENCY)
. ? BR
F 280} Continued From page 12 . F 280 Corcaction for cjted residents; 11/08/15
. incontinence. Review of the infeclion care plan Resident #61
; last updated 5/21/16 showed ‘T am MRSA Care plan will be revised to reflect the potantial for
. (Methiciliin-resistant Staphylococcus aureus] + resident epwrapment. 10/15/15
! [positive] in my urine.” Raview of the 8/10/15 Resident #79
: physician order showed the resident's MRSA Care plan will be revised to reflect the potential for
. precautions were disconlinved on that date. resident entrapment. 101515
| Interview with the DON on 8/24/15 at 10:15 AM
revealed the resldent no longer was on MRSA Care plans will be revised to reflect the potential
{ precautions and the care plan needed to be for resident entrapment. 10/15/15
| updated.
Fazs: dgg.ZS(h) FREE OF AQCIDENT Fa23 Identification of other residents will oecur
! HAZARDS/SUPERVISION/DEVICES byi
ESBE, UPE All resi‘denb have the potential to be affected by
 The Faclity must ensure that the resident safety risks related to sid rail use.
 environment remalns as free of accident hazards , )
i as is possible; and each resident receives Systematic Chaopes aad Monitorjng:
| adequate supervision and assistance devices to | Al residents [dentified with the need for side ralls
prevent accidenls. will have a side rail asscssment that includes safety
i risks and need for padding to pravent skin pressure.
) Conduct monthly review of care plans of residents
: stilizing side rails to assure safety needs are
 This REQUIREMENT is not met as evidenced identified.
by: . . .
! Based on observation, medical racord review, DON to conduct cducation reiated to limb
! staff interview, and review af manufacturer's entrapment asscssment for side rail usage to clinical
| manual, the Facility failed to ensure side rail staff,
! devicas for 3 of 3 sample residents (#47, #81,
+ #79) with gide rails were evalusted for safely. The Qutcome: " )
! findings were: 95% of residents utilizing sidc rails will have carc
: plans that will reficet side rail related safety nceds. |
i 1. Review of the 9/11/15 quarlerly MDS Contiguous quality improvement activities with
 assessment showed resigent #6¥ raquired the oversight by Quailty committee will be conducted.
i extensive assistance of 2 persans for bed mablitty
i and translers, Observation on 9/23/15 et 12:10 DON or designee will collect data g’“‘ monthty
| PM showed the resident had been served a room sudits, Data will be aggregated an "‘l:;l"“ )
tray for lunch, was pravided setup help, and was quarterly &t 1"!‘5“‘?‘;‘&’?3’;“‘7 creetlngs with
| esting in bed, The fofiowing concems were discrepancies investig e
:
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DEFICIENCY)

F 323! Continued From page 13
identified:

a. Observation on 9/23/15 at 12: 10 PM
showed two full side rails were in use on the
residenl's bed, which was also equipped with an |
air matiress. The ralls had gaps between the bars |
which were [arge enough to allow an anm to pass
through.

b. Review of the side rail evaluation dated
B8/30/15 showed the resident requested the side

_ rails for a gense of security due fo a fear of rolling

- out of bed. The evaluation further showed the
resident was able to turn side to side and move
up and down in bed. However, the evaluation
+ falled to include any individuslized assessment of
 possible safaly concems, Including the potential
for limb entrepment, related to this rasident's
physical funclion or mental cenfusion when using
the side rails.

|

1 2. Review of the 7/2315 quarterly MDS

l assessment showed resident #79 had a brief
Interview for menta! status {BIMS) score of 3
{indicating severe cognilive Impairment) and

i diagnoges thal included non-Alzheimer's

: dementia and anxisty disorder. Additicnally, the
' resident required the extensive assistance of 2

: persons for bad mobillly. The following concerne
1 were identifled:

a. Observation on 9/24/15 at 12:16 FM
showed 8 side rall was attached to the outer
upper side of the resident's bed. Tha device had
gaps between the bars that measured 3 %
Inches.

b. Review of the 4/25/15 side raif evaluation
showed the side rafls were "needed for the low
{oss alr mattress.” However, the evaluation failed
! to include any individualized assessment of
i i possible safety concems, including the potential
] Tor limb entrapment, refated ta this resident’s

FORM CM5-2557({02-99) Previous Versions Chaclete Event I0:NKIWII Facliy ID: WYD029 If conlinvation sheet Page 14 of 18

AG REGULATORY QR LSC IDENTIFYING INFORMATION) } YAG CROSS-REFERENGED TQ THE APPROPRLATE
]
!
t
i

——— — R na ae e AR o s n b gl epr— e ——— - 6 i



Oct. 27, 2015 3:11PM No. 1194 P. 23

-~ . T v ere -_

DEPARTMENT OF HEALTH AND HUMAN SERVICES S Y

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301

STATEMENT OF DEFICIENCIES | (X1) PROVIOERGUPPUERICLIA | {X2) MULTIPLE CONSTRUCTION (%3) DATE BUAVEY
ANO PLAN OF CORREGTION [DENTIFICATION NUMBER: A BUILDING COMPLETED

C
538022 B. WING 09/2412016
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w40 i SUMMARY ETATEMENT OF DEFICIENCIES | w PROVIDER'Y PLAN OF GORRECTION | b
PRERY | {EACH DEFICIENGY MUST BE PRECEDED BY FULL | PRERIX (EACH CORRECTIVE ACTION SKOULD AE COMPLETION
TAG +  REGULATORY OR LSC IDENTIFYING INFORMATION) I TAG CROSS-REFERENCED TO THEAPPROPRIATE |  OATe
; DEFICIENGY)
1

F 323 | Continued From page 14 | F323
1 physical function or mental confusion when using :

i

! the side ralls, i

| 3. Review of the 9/2/15 quarterly MOS
i assessment showed resident #47 was
| moderately cagnitively impaired and had
: diagnoses that included hemiplegia, bed
- confinernent, and chranic pain. The fallowing
- concerns were identified; :
a. Observation on 9/21/15 at 3 PM showed a |
. half side rail was attached to both sides af the
resident's bed. The device was designed lo have
: 2 gaps between the bars, The gaps measured 48
i Inches by 3 1/2 Inches.
b. Review of the resident's medical racorgd
' showed 3 side rall evaluation was completed on
B/28M85, however, the evaluallon failad to address
! the safaly of the device use or potential for fimb ;
| entrapment. Review of the care plan showed the
 resident used side rails for safety due to
i manufacturer recommendation related to the use
' of a low air loss matress.

4. Interview with the DON on 9/24/15 at 12:16PM
' revealed the facility applied the side rails 1o beds
et use a "low air loss” mattress related to the
. manufacturers recommendations. She further
! revesled the Fecility did not evalvate the side rails
| for safety concerns.

5, Review of lhe "Olrect Supply Panacesa Air Max “
Matiress" owner's manual showed on page B !
| "Wamings...Thig product (s designed to assist in
 prevention and trealment of pressure ulcers and
| may require other aquipment. This may include,
| butis not limited to; 1. Bad rails for repositoning

| end fall prevention..."
F 363 ' 483.35(c) MENUS MEET RES NEEDS/PREP IN F363
|
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NAME OF PROVIDER QR SUPPUER STREET ADDRESS. CITY, BTATE, ZIP GUDE
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T EUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTIOR =)
PREFX |  IEACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTVE ACTION SHOULD BE COMPLETION
786 |  REGULATORY OR LSC HIENTEYING INFORMATION) TAG CRDSS-REFERENCED TO THE APPROPRIATE OATE
i OEFIGIENGY)
i | '
F 363 | Confinued From page 15 Fass E3E jrmﬁ cited resideats
} g gn !gr \ H
 Menus must meet the nutritionsl neads of : Adequste ponio: ds-m :I‘“ e provided M saicet
| residents in accerdance with the recommended ' %Zf;e fl!g ;" fet arder
t diary allgwances of the Paod and Nution Adequalc portian size will be provided to resident
. Board of the National Research Cotneil, National er cae pian and dict order
i i Academy of Sciences; be prepared in advance; P
' and be followed. Resident 437
) Adequate portion size will be provided to resident
' This REQUIREMENT is nat met as evidenced e |
by: . ’
Based on observation, review of diet cards, and ;
! stafl Interview, the faciity failed 1o ensure the Legtificption of cesldon grllc ¢ mou
 menu was followed refated 1o portion sizes during portions,
: 1 of 1 meal preparation/setvice observations. The ; ;
findings were: Svstematic Changes and Monltoring:
: Review of the lunch menu for 9/23/15 showed the .;:lﬁ::; :ﬁfg;ﬁ,:;‘},’:ﬁ or:;‘;uf f,‘:lofo%g?;swd
i main meal conslisted of a pulled pork sandwich,
i colestaw, baked beans and custard. The portian Numition steff educetion regarding comect meal
e cclecian o he buked Setnawere b porion and use of approprise messitiog <009
shown to ba served as 1/2 cup porfions wes donc on )
j mﬁfmgﬁmﬁﬁ%ﬁﬁ?m@? :l"sr:’m Impisment audit tool to ensure detivery of correct
| AM showed the following portions were served: LRt
} __@The pulled pork was served using a#15 Review and revise staff competency and oricntation
i :mg rvl:glacthnl: ‘iq:g'::lem to 1/4 cup or 2 ounces checklist to reflect delivery of appropriate portion
f b. The coleslaw was served using & #12 LS.
| scoop which is equivalent to 13 Cup (less han |
: 442 cup), ]
i ¢ The baked beans were served using one |
: portion of a 2 ounce ladle. i
i d.These portians wara observed for meals i 5
| served to resident #20, #35, and #37 whose diet |
f cards showed thay were lo receive requier dlets !
{ wilh regular portions, i
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F 363 ! Continued From page 18 F 383 . !
{ e Interview with cook #1 and the AM T !
! : nd the 95% of residents will reccive comect meal portion |
L supervis_ur on 9/23/16 at 11:40 AM vesified the sizes per thelr preference and care plad. Continvous
| scoop sizes and _Ia:lle_heing used did riot meet quality improvement activities with oversight by

the required portion sizes as planned on the Quality commiitee will be conducted,

, meny. The supervisor further revealad the
plapned menu was nat followed for the other Dietary manager or designes wil| coltect data from
: residents served the main meal that day who monthly sudits, Data will be aggregated and
; were to receive regular-sized portions, reported quarterly at lang term carc qualicy

F 431, 483.60(b), (d), {(e) DRUG RECCRDS, F431| mectings with discrepencies investigared and

35=E . LABEL/STORE DRUGS & BIOLOGICALS resolved

{ The facility must employ or abtain the services of |

| 8 licensed pharmacist wha establishes a system

! of records of recelpt and disposition of all

- controlied drugs in sufficient detall o enable an

: accurale recanciliation; and determines that drug

; recards are In order gnd that an account of alt

; controlled drugs Is maintained and periadically
reconciled,

; Drugs and biologicals used in the facility must be
! labefed in accordance with currently acceptad

} professionat principles, and Include the

i appropriale accessory and cautionary
Instructions, and the expiration date when

i applicable,

: In accardance with State and Federal laws, lhe

; facility must store all drugs and blalogicals in

: locked compertments under proper temparsture
! controls, and parmit anly authotized personnel fo

‘ have access lo the keys,

, The facility must provide separately locked,

| permanently affixed compartments for storage of
I conlrolied drugs iisted in Schedule H of the

! Comprehansive Drug-Abuse Prevention and

; Control Act of 1978 and olher drugs subject to

L
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. abuse, except when the facility uses single unit

; package drug distribution systems in which the

! quantity stored is minimal and a missing dose can
| be readily detected.

| This REQUIREMENT is not met as evidenced

by: ;
! Based on observation, review of facility i
i investigations, and staff interview, the facilily
. | failed to establish a system to manage controlled
{ medications in sufficiant detail to readlly detect
{ diversion for 1 of 1 controlled medication
i management sysiems. The findings were:

- 1. Review of faciiity investigations showed an

| invesligation was initiated due to an 8/12/14

- incident involving 35 missing Norca (a eonirolled

' pubslance) tablels. Further review of the

- investigation showed 4 cards of Norco were

" delivered to the facility on 7/16/14, At that ime, !

, the 4 cards were signed in to the faciiity by two |

! facility employees. At some point after the cards

| were signed in, 1 of the cards went missing. The
facility was unable to determine at what point in
the system the card went missing. The diversion
was not discovered until 8/12/14.

2. Review of faciliity investigations showedan |
investigation was initiated due to a 6/20/15 i
incident involving 30 missing Oxycedone (a
controlled substance) tablets. Further review of
ihe Investigation showed the medicalion had

. been discontinued on £/18/15, and was

i determined to ba missing on 6/20/15. On 6/22/15, :
during the course of the investigation into the !

| migsing medication, additional controlled

' medications were discovered (o be missing.

Develop and implement 3 system to manage
controlled medications in sufficient detail to readily
detcct  diversion (narcotic medication and
dispensing system reconciliation) per shift

Risk Ident{fjcation:
All patient care aress administering narcotic
medications are at risk for events of drug diversion.

Svsteqatic Changes and Monftoring:
Implement audit tool to identify in real time any
narcotic djscrepancics on 2 shift basis.

Ongoing surveillance will occur and any narcotic
count discrepancies will be reported prompily
utilizing risk management system and an
investigation completed, Proper veporting will be
completed based on policy.

RN/LPN and Medication aide education by DON
regarding narcotic counts, narcotic destruction and
role definition.

Outcome:

100% WNarcotic discrepancies will be thoroughly
Investigated and rcported per policy. Continuous
quality improvement activities with oversight by
Quality committee will be conducted.

All events will be monijtored through the risk
managemeat system for the organizations

Administrator, DON or designee will collect data
from monthly audits. Date will be aggregated and
reported quarterly at long tenn care quality
meetings with discrepancies investigated and
resolved. .
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! 3. Obsarvation and review of the controlied

: medication management systems with the DON
| on B/24/15 beginning at 11:45 AM showed the

! facility did not have a system In place 10 track the |
! chain of custody of condrolled medications from

| the point they entered the facility {o the point they |
i ware eilher completely dispensed or destroyed. |
Specifically, once the controlied medications wera
1 placed into the locked drawer in the medication

| carts, the facility did not have a mechanism in

; place to detect diversion from the drawer.

i 3, Interview with the DON on 9/24/15 at 11:45 AM -

: revealed both of the facility's recent diversion

 investigations had occurred after controllad
medications were removed from the medication

| carts without autherization, and confirmed the |
facility did not have a system for tracking |

} contrelled medications as they were placed into

| or removed from the locked drawer in the

| medication carts.
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