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[
On 10/415 through 10/7/15 a complaint survey
{ was conducled at Westview Healthcare Cenler.
i mmm“ prompled by complzint Intake F 309 Provide Care and Services for
F 309 ' 483.25 PROVIDE CARE/SERVICES FOR F309 highest well being
$S=D ' HIGHEST WELL BEING
A.
Each resident must receive and the fzcility must . id 6 I -
! provide the necessary care and sarvices o attain 1 Reshie:t i;l" is no longer residing
 or maintain the highest practicable physical, at this facility.
{ mental, and psychosociat well-being, in 2. Allresidents MARS were assessed
m‘r‘“:fc":gm’ comprehensive assessmant to ensure that post pain
|

assessments were
completed/documented for PRN
pain medication administration

!

.
P

This REQUIREMENT s not met as avidenced

by: according to policy.,
Based on staff interview, medical record review, 3. All nurses will be in-serviced by
| and review of palicles and procedures, the faciiity
lacked evidence nursing stalf provided the DON or designee by 11/16/15
nacessary assassments, monlioring, and nursing regarding completion of the post
: measures 1o ensure adequate paln management pain assessment evaluation and
"l'.‘.‘hre.‘l?m‘li-ngf ; sam. residents (#5) who had pain. documentation of PRN pain
? ' medication administration.
Ravi::: of th: mfhdelefll;d rffyml: ;howadbefe:zlgs:n#ﬁ 4. Random audits of MARS will be
was admitied o lovember
with diagnosis that included Alzheimer's diseasa reviewed for completion of post
and from the facllity on 8/17/15, pain assessment evaluation and
ge'valeév 3f the 7/6/18 ?us?‘neﬂgd I\;lhDS rémnln}um documentation of PRN pain
. Data Sel) asseasment showed the en!
* required extensive assistance with eating end medication administration
total assistance with all other ADLS (activites of weekly x4 weeks followed by
g::l‘y llvlm r:\glev;ghowedi Sﬂe‘m had monthly x2 months or untit
 fraquen and bladder incontinence, severe .
. cognitive impairment, usually understood others, su:::an;ial compliance is
achieved.
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PO | SUMMARY STATEMENT OF DEFICIENGIES o | PROVIDER'S PLAN OF CORRECTION o)
PREFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMALETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION)| TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE
n 5. Results of these audits will be
F 309/ :‘;‘:“"":ld;“’m Pag' "! S F 308 reviewed at the Pl meeting -Hy-15
i usually was understood by others, Further .
! raview showed verbal behavioral symploms monthly x3 months or until
' diracted toward olhers occurred 1 to 3 days; and substantial compliance is
' olhmml svt;:il:'ljoms (&B-.lghhrslcal . achieved,
| gym| as hitting or scratching self,
! pacing, ummaging, public sexual acts, disrobing
| public, throwing or smearing food or bodily
: wastes, or verbalivocal symploms Iike screaming, B.
] disruptive sounds) occurred dally. This review 1. Resid .
also revesled the resident exhibited addilional + Resident #6 Is no longer residing
| behaviors that Ifnﬂc:gded wandering and rejecting at the facility.
care, Review of the pain assegssment section of d
| the MDS assessment showed the resident 2. Ml resident’s current pain
raceived non-pharmacological Interventions and assessment scale will be
i ;nedleati?: leftc:;rhpalrl. but t:‘lﬂ aslsdessmant coug not evaluated for appropriateness
8 comp ecause the resident was unable to . .
e e g
Fle\rlewrafl the c;re plral:atevise“?vgn I03;'111'1!5.0‘! regarding the importance of
! showed the resident cogn s related io
dementia with behavior disturbance, sltered utilizing the appropriate pain
| mental status, and Akzhelmer's disease. This assessment scale when
i reviewudp;l:o a:dhowedt st::ld were dltr‘ecl'::"lo ol evaluating a resident’s pain
1en meet needs per physical/nonver . .
Indcalos of discomforcisiress and folow-up as 4 ::;ds::::n”td:;g;:'de"' L
indicated. nsure
appropriateness of use will b
Review of lhe physician's order daled, 6/18/15, conducted weekly x4 weeks )
showed fentanyl paich was discontinued and Y
! Morphine 5 mg (milligrams) every four hours PRN followed by monthly x 2 or untir
(as neaded) was orderad for pain in the limbs., substantial compliance has been
According fo the and physician's June 2015 to achleved
August 2016 orders the resident's pain )
madication regime Included scheduled doses of 5. Results of these audits will be {|lp-15
m@[;de:iglon o ﬂg;?:mdgggsag hres reviewed at the Pl meeting
times a dally, snd TE"YIM"“ o1 850 ma PRN 1 10 6 monthly x3 months or until
I times a day. substantial compliance has been
; achieved,
FORM CMS.2387(02-9%] Pravious Venslens Otsolele Evenl 10-GO4211 Fackily ID WY003S It conlinuation shest Page 2018



PRINTED; 10/2172018

FORM APPROVED
) :
{%2) MULTIPLE CONSTRUCTION <3 DATE BURVEY
A BULOING -)<' COMPLETED
i c
B, WING 10/07/2015

STREET ADDRESS, CITY, STATE, 2IP CODE

NAME OF PROVIDER OR SUPPLIER
1990 WEST LOUCKS STREET
WESTVIEW HEALTH CARE CENTER SHERIDAN, WY 82801
40 | SUMMARY STATEMENT OF DEFICIENG 0 PROVIDER'S PLAN OF CORRECTION xs)
' DEFICI 2 PRECEDED BY F CORRECTIVE ACTION SHOULD BE COMPLETION
v ! REGAATORY ORLES IOBNTI INFORMATION) g+ ca‘?si‘ngﬁc:ummamomm OTE
F 309! Continved From page 2 F 309; C.
Review of the November 2015 through August 1. Resident #6 is no longer residing
2015 pain assessment sections of the medication at this facility.
administration records showed the staff were |
direcled to use the wong paln scale assessment 2. Allresidents MARS were
lool and based on this assessment scale the reviewed for accuracy and
resident * s lolerabla pain level was 3 or balow,
' Review of the pain ssesament flow shest consistency of pain assassments
! showad the following concerns: to determine if a resident is at or
, Al\?l. Ong"IS;mS at 12:21 Alt\jd.sahhﬁﬂﬁ at beyand an acceptable pain level
124 , on 8/17 al 2:45 AM and & P .
i morphine was administered; howaver, the post prior to administering 3 pain
 pain assessment for effectivaness was not medication according to policy
completed, and procedure,
’ b. On 711118, 71215, 717115, 7118118, 3. All nurses will be in-serviced by
712315, and 7/2115 morphine was administered )
but the appropriate pain scale assessmant was the DON or designee by 11/16/15
' not used, regarding the accuracy and
f ¢. On 7113115 the morphine was consiste:cy of pain a‘;:essments
» administered when the pre-assessment showed . P
&n acceptabla pain javal, to determine if a resident Is at or
T 10/815 with RN (registered beyond an acceptable pain level
g Interviews on regis!
nurse) #1 2l 5:25 PM, RN #2 at 5:45 PM, and RN prior to administering a pain
#3 at 6:15 PM, all verifled the pain assessments medication according to policy
wera T;llcg?ne conslslamngy. a?éj furr:har st:led it and procedure.
was d L to assess the resident’s pain dus fo
hisher advance dementla and efiorts to addrass 9. Random audhts of pain
the family members' concams. assessments wlill be conducted to
i dication h
Raviaw of the poficy and procedura titled "Pain ;n::r: dpaln in:e ::: ‘:n 25 not
Management - General Guidelines” showed “en administered prior to
guidelines for conducting quarterly pain reviews assessment of the resident’s
| t0 evaluate and review current pain management acceptable pain level, Audits wiil
| regimens and effecliveness. This review showed b ducted Kt
+ quidelines for evaluating pain ratings that € conducted weekly x4 weeks
f eonsisl“antly exceed acceptable level of pain, and followed by monthiy x2 manths
' avalualing changes in pain occurvences or or until substantial compliance
i characleristics., has been achieved.
FORM CM$-2587{02:98) Previous Versions Dbsclete Evenl ID-G04201 Pacilly 10° WY0033 If coniinuation sheet Page 3of 8
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
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UMMARY STATEM DEFICIGNCIES ROVIOER'S PLAN OF CORRECTION
e | EAC b ETATEMENT OF DEFICIcH BY FuLL PR | (e L ACTION SHOULDBE | combienow
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)
b .
F 328 | Continued From page 3 F agg|5. Results of "“":" ::’d“"' :":' € ||-lb-15
F 320 483.25(l) DRUG REGIMEN IS FREE FROM Fage] reviewed at the Pl meeting
§s=D | UNNECESSARY DRUGS monthly x3 menths or until
bstantial compliance has been
Each resldent's drug regimen must be frae from suh_s d .
unnecessary drugs. An unnecessary drug Is any achieved.
drug when usad in excessive doss {including . .
duplicate therapy); or for excessive duration; or F 329 Drug regimen is free from
without adequate monitoring; or without edequate unnecessary drugs
Indications for lts use; or in the presence of
adverse consequences which indicale the dose A.
@m?nub'fn::o'::ﬁ::edashmswmrbﬁ orany 1. Resident #6 is no longer in the
' facility
Based on a comprehensive assessment of a 2. The MARS of all residents Y o
resident, the facility must ensure that residents receivin i .m.ggo‘n Coha
who have not used antipsychotic drugs are not €
given thase drugs uniess antipsychotic drug audited for congruency with
therapy Is nacessary {0 ireat a specific condilion behaviors documented on the
? as diagnosad and documented In the clinieal behavior tracking form and
| fecord; and residents who use antipsychatic E form
drugs receive gradual dose reductions, and appropriate effectiveness further
behavioral interventions, unless clinleally documented.

i contraindicated, in an effort to discontinue these

! drugs. 3. All nurses will be in-serviced by

the DON or designee by 11/16/15
regarding the importance of

properl¥ d upenting the use of
P;q‘,fq) Wmﬁfor behaviors and Its

This REQUIREMENT is not mel as evidancad
by:
i Based on staff interview, medical record revisw,

and review of poficies and procedures, the fachity

' fallad 10 adequately monitor 4 of 4 sample

. residents (#8) with antipsychotic drug use. The
" findings wera:

Review of the medical record showed resident #8

« was admitted o the facility in November 2014

effectiveness on the behavior
tracking form,

4. Random audits of MARS and
behavior tracking forms will

FORM CMS-2587(02-9%) Pravieus Versions Obsolety
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l required lotel assislance wilh tolleting and
exiensive assistance with all ather ADLs

| (activities of dally fiving). This review showed s/he
' had frequent bowel and bladder Incontinence,

| savere cognitive Impalrment, usually undersicod

i gthers, and usually was understood by others.

| Further raviaw showed verbal behavioral

; Symptoms directed loward others occurred 1 lo 3 ‘
| days; and other behavioral symploms (e.g., !
| physical symploms such as hiting or scratching |
self, pacing, rummaging, public sexual acts,
disrobing public, throwing or smearing food or
bodily wastes, or verbalivocal symploms like
screaning, disruptive sounds) occuired dally.
According fo this assessment wandering and
rejecting care were behaviors that were not
exhibited at this ime.

Review of the 7/6/15 quarlerly assessment
showed s/ha required extensive assistance with
aating and total assistance with all othar ADLs.
This review revealed no changes were assessed
regarding bowel and bladder Incontinence; and
cognitive impairment. Further review reveslad
s/he exhibited wandering and rejecting care

i behaviors In addition to the behaviors noted
during the 4/7/15 MDS assessment,

| Raview of the care plan, revised on 8111115,

. showed the resident had cognitive loss related o
dementia with behavior disturbance, altered
mentzl stalus, and Alzhelmar's disease. Review
of the care pian also showed intarventions

'included monitoring for effectiveriess of

_ psychotroplc medication use. i

=t Wiy
(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
Mpt iy ! COMPLETED
h c
8 WING 10/07/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
1990 WEST LOUCKS STREET
WESTVIEW HEALTH CARE CENTER SHERIDAN, WY 82501
(a0 | SUMMARY STATEMENT OF DEFICIENCIES 0 : E:gﬂo\éngg: c’r'ice" OF counscmnae x5}
vl REGUATORY mmus mr:?n%% gvs CROSS-REFERENGED TO THE APPROPRIATE naTe
| DEFICIENCY)
F 328 Conlinued From page 4 " Faol conducted for congruency
| with dlagnosis that included Alzhelmer's disease related to behaviors and its
+ and discharged from the facility on 81 715, effectiveness documented for
Review of the 4/7/16 1”?:"“9 “fhns (Mlk:le““tum those reslldEﬂts receiving
Data Sel) assessment showed the residen (’:'f‘ Ep Lo w?ekly 0 wetls )

followed by monthly x2 months
ar until substantial compliance
has been achleved.

Results of these audits will be
reviewed at the PI meeting
monthly x3 months or until
substantial compliance has been
achieved.

-5

Resident #6 no longer resides in
the facility

100% audit of all the behavior
tracking forms ’Fﬁfb{esidents on
Em wlil be conducted
for the presence of non-
pharmacological interventions
prior to the administration of Al
'Femeie-pam-/'; wely e metics '
All nurses will be in-serviced by

the DON or designee by 11/16/15
regarding the importance of
implementing non-

pharmacological interventions

2

PSiy 0

prior to the admynistration of
J: iy ¢ AL
P shhseesititarbormions | 4
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c
535039 8 WING 10/07/2D15
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2@ CODE
WESTVIEW HEALTH CARE GENTER ;:;mmw. e o vaud
il DERC ST?(WSTBEDFPREC av%m. - mc&c’f%&m snouw"ne Coubianon
P?—ﬂ;u | n%c"umm S.ﬁ.sc IDENTIFYING INFORMATION) "ﬁ? c»%nss-aemuczn TO THE APPROPRIATE OATE
F 328, Continved From pages 5 F320; 4. Random audits of behavioral
tracking forms will be conducted
medications orders showed: On 2/23/15 io e;'l 5 . -
Mirtazapine (antidepressant) 30 mg (milligrams) mplementing no
&l bedlime was ordered. On 2/23/15 Citalopram pharmacological interventions
(antideprassanl) was decreasad from 20 mg dally prior to the agdministration of
o 10 mg dally. On 6/13/15 Aliven (an anxiolytic) |4 Mzﬂn
 one mg 3 imes 8 day was discontinued. On f Syakg:&,ﬂ.!mm weekly x4 weeks ¥
7/8/15 Temazepam (a Benzodtazepine and followed by monthly x2 months
hypnotic used for anxiety and Insomnia) 7.5 mg b ial 1
PRN {8 needed) four times a day was changed or until substantial compliance

to evary 6 hours PRN. has been achieved.
|

1 f 5. Results of these audits will be “ “' |5
» Review of the behavior monitoring form for July 3

2015 though August 2015 showed stal were B e
monlloring the resident's behavior for the monthly x3 menths or until
sffeclivaness of CItalopra;n. Mirtazapine and substantial compliance has been
Tamazepam. The targetad behavior for the

medications war disruptive behavior (o olhers, L2 U
verbal aggression, and “restiessness, fidgety",

{ The form Included an area to document the date,

| location whare the behavior accurred,
interventions that were tried, and the resident’s
response 1o the interventions. Further reviaw of
the form showed nothing was documenled for the
month of July 2015. Review of the July 2015
through August 2015 nursing notes and

' medication edminisiration records showed
Temazepam was administerad ane time on 7/2,
713,718,712, TNB, 7117, 7118, and 719 with no
documented rationale for administering the
medication, {n addition tha following concams
were identified during review of the July 2015
through August 2015 nursing notes:

8. On 7/4/15 Tamazepam was
administerad for agitation, Addiional
documentation regarding non-phanmacological
inlerventions was tacking.

b. On 7/5/15 Tamazepam was

FORM CMS-2507(02.95) Previous Versions Obsolaty Evend ID.GoA211 Facilly ID: WY0033 Il continuation shaet Pags 6ol 8
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NAME OF PROVIDER OR SUPPUER STREET ADDRESS, GITY, STATE, 2P CODE
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x4 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION sy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVEACTION SHOULD BB
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DEFICIENCY)
F 328 | Continued From page 6 F 329

adminisiered for yelling and combative behavior. i
| Additional documentation regarding
| non-pharmacological inlerventions was tacking. !
! c. On 78115, 7ITI8, and 7/8/15
Tamazepam was administered per family requast
with no documented behaviors,

d. On 7/20115 Tamazepam was

administered for combative, agitated, and verbally
! abusive behavior. However, efforls lo use
{ non-pharmacological interventions were not
' documented.

8. On 7121115 “cussing and hilting staff
... physician unable o trim resident's nalls dus to
“axtremely verbally and physically aggressive",
Additional documentation regarding interventions
that were implemenied (o address this behavior
was jacking.

{. On 7124115 "appears if we cover”
hisier head s/he will go to sleep without
medication, Altempts to repeat this Intervention
as a non-pharmacological measure wera not
documented,

g. Tamazepine was nol adminisiered

. when tha following behaviors were exhibited: On

{ 7131115 was verbally aggressive and cussing

1 during shower, resssurance and redirection wera
 given but not effective. On 8/11115 refused to be
shaved and was “hitting” staif. On 8/13/15 was X
“combative and agitalad®, and on 8/16/15 was
hitting, kicking, screaming and slapping.

Ouring Interviews on 10/8/15 with RN (reglstered
nurse) #1 al 5:25 PM, RN #2 al 5:45 PM, and RN
#3 8t 6:15 PM, all verified the lack of identified
nen-pharmacalogical Interventions that elfsctively
addressed the resident's behaviors, and further

| stated it was difficuit to detenmine the

| affacliveness of the PRN mediecation,

FORM CMS-258702-90) Previcus Versions Cbsolete Evenl ID:G04211 Facliy 1D Wyooas H continuation sheel Page 7 of 8
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on the Behavior Monitoring Form. The facility will
svaluale Ihe effectiveness of pharmecological

, and non-pharmacologica! interventions in
accordance with state and federal regulations.”

{X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
IDENTIFICATION HUMBER. A BULDING
535039 8.WING 1010712016
NAME OF PROVIOER OR BUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
1680 WEST LOUCKS STREEY
WESTVIEW HEALTH CARE CENTER BHERIDAN, WY 62801
oo SUMMARY SYATEMENT OF DEFICIENCIES ') PROVIER'S PLAN OF CORRECTION o5
PREFI( {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSSAEFERENCED TO THE APPROPRIATE bue
| DEFICIENCY)
F 329 ' Continued From page 7 F 329
Raview of the Behavioral Health Program Policy i
and Procedure ravaaled "All staff Is expecled o | !
document symploms, interventions and oulcomes '

FORM CM3-2567(02-09) Previous Versions Obsolate Evenl 1D G041
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