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The following common abbreviations and
acronyms are used throughout this document:
RN-Registerad Nurse
LPN-Licehsed Practical Nurse
DON-Director of Nursing
CNA-Certified Nursing Assistant
MDS-Minimum Dats Sat
CAA-Care Area Assessment
ADL-Activities of Dally Living
MAR-Medication Administration Record
RAI-Resldent Assessment Instrument
GDR-Gradual Dose Reduction
PRN-as needed
mg-milligrams
F 248 | 483.15{(1) ACTIVITIES MEET F 248
88=£ | INTERESTS/NEEDS OF FACH RES ]
. The facility will provide for an on-going
The facility must provide for an angoing program program of activities designed to
of activities designed to meet, in accordance with meet, in accordance with the
the comprehensive assessmant, the Interests and comprehensive assessment, the interests and
the phvsicall, mental, and psychosaclal well-being the physical, mental and psychosocial
of each resident, well-being of each resident, This will be
accomplished by:
ESIS REQUIREMENT s not met as evidenosd Facllity tmplemented a resident specific
. e R ¢
Based on abservation, medical record review and ac“‘":’y for !Z§1q§ﬂ$ iizagﬁs’ and #31 tha
staff intorview, the facliity falted to ensure the meet thelr ndivi '
development and ongoing Implernentation of an - . ;
achivity program that addressed Individual activity % The Activity Profossionals ““.g complete
needs for 3 of 4 sample residents (#65, #81, #87) the About Me form fot each resi ent at
who resided In the secure unit, The findings wera: Goshen Care Center, Prior to ﬂdl'hISSEOI]
if able to obtain from family/resident. If nof
Review of the 1/13/11 quarterly MDS assessment able to obtain information will complete on
for rasident #87 showed sfhe had moderately admission day.
impaired cognitive skills and was totally
dependent on staff for ali ADLs, Including
LABORA ?\f DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVES SIGNATUNRE THLE e DATE
R AR A (50 TEVETY

Any daficlency statemant ending with an asterisk (") denotes  deficlenoy which the Institution may ba exaused from correcting providing it iy datermined that
other safeauards provide sufficlent protection Lo e palients. (See instructiona.) Except for nursing fiomes, the findings stated above afe disclosable 90 days
followirig tha data of survey whather or not o plan of corraction |s provided. For nursing homes, the above findings and plans of corraction ara disclosable 14

days following the date thase decuments are made availubla Lo e facllity. i deficiaticias are cited, an approved plan of correction |s requisite to gonfinuag

program padiclpation,
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whesling hisfer wheelchalr, Review of the 7/8/10
annual MDS assessment showad the resident's e L )
activity preferences were raading/writing, The resident’s individual activity interests will
wheeling autdoors, taliing, and music. Review of also be revisited every quarter following the
the care plan showed interventions that MDS schedule and updated accordingly.
addressed activifles for this resident that Included: b. The Activity Professionals will use the
acﬂvm{ nall?r}dar posted in room, .eéwccurage fo resident’s About Me forms to write their carg
accapt invitations to programs, and encourage plans and will be available on the ADI,
faunily to join resident activities. The review of the C.N.A. resident care plan form on each hail,
care pl_an and assassment infor{natiqn showed these will be updated quarterly.
television and movies were not ldenlhﬁed as c. The Activity Professlonals will ensure the
ta;tl\&ty plrjeéer?nce? f?r this resident: Review of resident’s are offered the individual activities
th: mﬁ;‘;’mgq 1 activity progress notes showed the resident’s choose weekly. This will be
&. With the excoption of one Saturday, there gef,llf"}f :e 2 ;EJ:; T:iﬂg;ﬁiﬁ;ﬁ"\ﬁﬁlﬁg?&e
was ho documentation of weekend activities: " ati Hviti daily basis. IF
b. There were four one-to-one visits; and on s aUng activites 0? it
thirteen of twenty-four days, the only activities residents are not actively engaged in
provided were; siifing in the common area, activities, the i.ncf.:wny professmnal_s will
television, and movies. change the activity to meet the resident’s
needs ai the time.
Review of the April 2011 activity progress notes e. The Activity Professionals will invite ever
revealed thers was no documentation of weekend resident every time to activities that are abouy
activities, The only activities provided for the to begin, The only exception being if a
resident from 4/1/19 to 4/10/11 were movies, resident is asleep the activity professionals
television, steaping, and siiting in common areas. will only wake them if it has been identified
Observation on 4111741 from 2:10 PM {o 4 PM the resident would want to participate in the
reveaied staff dic not whael the resident outdoors upcoming activity.
for the outdoer graup activity. The resident was f. The Social Services Manager will review
obeerved sleaping in hisfher wheslohair in the the activity assessment log quarterly.
tetev[slon vigwing area during that time. In
231?;}:%’;;;3; g ?éﬁ?ﬂt ?,%nrgnéig?mt?odg%%%ﬁng the Items A throngh F will be reviewed and
Y ' ' reported quartetly af Performance

Review of the 118/11 quarterly MDS assessment Improvement Committee meeting by socfal [ /141
for resident #85 showsd s/he had cognitive services.
impairment dus to dementla, but could wali
Indapendently, Review of the 10/26/10 annual
MDS assessmant, preferences for customary
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routine and activitles, showed the following
activitios were important to the res/dent: listening
to rausic, belng around pets, sngaging in a
favorite activity, rellgious services. and golng
oultside to get fresh air, Review of the care plan
showaed intarventions that addressed activities for

| this resident included: an activity calendar hosted

in room, watching televiston in the unit lounge and
encaurage aclivity participation. Review of the

April 2011 activily progress notes for this resident |

showed the following: dally activiies of watching
movies, the television and sitting in common
areas. However, thers was no dooumentation to
show that any weekend activities were available.
Observations on 4/11/11 from 2:10.PM to 4 PM
revealed the resident participated in the afternoon
outdoor group activity during that time. At 5 PV
the resident was ohserved to be present at the
singing/music activity; howaver, sthe slept the
entlre time, Chservation on 4112111 from 8:30 AM
until 7:30 PM revealed the only activity providsd
for the rgsidant during that tma was a ball toss
activity from 2:15 PM {0 3 PM, During this
observed period of ime, staff did not provide or
encourage participation in additional activities;
and the resldent periodically slept in the telavision
viewing area or walked in the halls.

Review of the 4/3/11 quarterly MDS assessment
for resident #81 showed sfhe had moderately
Impalred cognitive skills and the abillty to walk
independently. Review of the 7/16/10 annual
MDS assessment showed the resident's activity
profarences included arts, crafts, music,
talevision, plants, going outdoors, and refiglous
activities. Review of the care plan showed
interventions that addressed activities for this
resldent should have inoluded:

a. activity calendar posted in room,

F 248
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b. encourage fo watch television In the unit

lounge
¢. encourage activity participation,

Review of the March and April 2011 activity
progress notes for this resident showed the
following: except for one day when s/he engaged
in haking and another day whean a one-to-one visit
was provided, daily activities were documented as
watching movies, the tetevision and sitting in
common areas, In addition, there was no
documantation of weekend activities,
Qbsetvations on 471411 from 2:10 PM to 4 PM
revealed the resident participated in the afternoon
outdoor group activity during that fime, At § PM
the resldent was observed to be present at the
singingfrausic activity, howevar, she slept during
the activity, Observation on 4412/11 from 8:30 AM
until 7:30 PM ravealed the only aclivity provided
for the resident during that ime was a ball toss
activity from 2:15 PM to 3 PM. During this
cbserved parfod of e, staff did not provide or
encourage participation in additional activities,
The observation also revealed the resident
periodically slept in the televislen viewing area or
walked In the halls,

Interview on 4/12/11 at 4:30 PM with the activity
alde revealed approximately ona month prior to
the survey she bacame responslble for the
activity program for the reskdents residing [n the
secure tnlt She stated she provided aclivities
Monday through Friday; excluding evening hours
and weekends. She stated the gotivity program
did not includa the posting of activily calendars,
planned activities, or a system for identifying and ;
addressing individualized activily needs. She
stated information regarding activity participation
was documented In the activifies progress notes
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for each resident, She furthar stated she was not
aware of the activity approaches thaf had been
idenfilied In the individual care plans. During the
Interview she confirmed morming activities were
nat provided on 4/12/11, She stated somefimes
she did not offer activities for the residents
because when she artived on the unit the
residants were “laid back” and appeared {0 nof
need activities at that time. Interview on 4/12/11
at4:36 PM with LPN #1 revealed the following
actlvities were provided by the nursing staff when
the activity aide was not on duty. movies on
Saturday, religious services on Sunday, and
occastonal music and singing during the evening
hours by volunteers from the community.
483.20(b)(1) COMPREHENSIVE
ASSESSMENTS

The facility must conduct itially and pericdically
a comprehensive, acourate, standardized
reproducible asssessment of each resident's
functional capacity.

A facility must make a comprehensive
asssasment of a resident's neads, using the
residant assessiant Instrumant (RAI) specified
by the State. The assessment must include at
least the following:

Identification and demographic information;
Customary routine,

Cognitive pattetns;

Communication;

Vision;

Maod and behavior pattems;

Psychasoclal welt-baing;

Physical functioning and structural problems;
Continence;

Disease dlagnosis and health conditions;
Dental and nufritional status;

F 248

F 272

The facility will ensure that comprehensive
assesstnents are completed with
documentation of summary Information
regarding the additional assessment per-
formed on the care areas iriggered by the
completion of the MDS 3.0 and
documentation of participation in assessment.
This will be accomplished by:
1, Facility Interdisciplinary team will meet bly
May 31, 2011 fo review residents # 1, 32, 37
38, 39, 40, 52,

54, 64 and 635, io evaluate all triggered ateag
on the CAAs, A review of indicators and
summary will be filled out o assure that
adequate data has been collected to develop
an individualized plan of care,

2. The Interdigciplinary team will document
participation in the review of residents # 1,

32,37, 38,39, 40, 52, 54, 64 and 65 on the

individual care plan by May 31, 2011,
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Skin conditlons;
a(;tgg tﬁ:g:}‘m Plan: Al residents of the facility will have a
. ! ) comprshensive assessment of needs, using the
g?s e(}?:::,;::ﬂf r:‘é:l,and pracedures; tesident assessment ir}strumant specified by
Documentation of summary Information regarding the Stats, documentation of summary
the additional assessment performed on the care information rogarding the additional
areas triggared by the completion of the Minimum assessment performed on the care arcas
Datz Set (MDS); and triggered by the completion of the MD&
Rocumentation of participation in assessment. and documentation of participation in
assessment. This will be accomplished by;
Action:
1. Education; All licensed staff will be
educated on accurate documentation on
the data gathering forms for comprehensive
assessment,
, ) 2, Documentation of summary information
This REQUIREMENT s not met as evidenced regarding the additional assessiment per-
by: . formed on the care areas triggered by the
Based on medical record review, staff mtervl?\_lv. completion of the MDS will be entered into
and review of MDS 3.0 requirements, the faciity the chatt b e . :
. y the licensed staff responsible
failed to ensure comprehensive assessments fortl ment during the seven (7) da
wara completed for 10 of 10 sample residents or the asse;s e £ Y
(1, 432, #37, K38, 439, #40, 452, #54, 464, #45) MDS look back. -
who requirad these assessments. The findings 3. Documentation in section V of the
were: comprehensive assessment witl be completed
by the responsible licensed staff for the
1. Record review for resident#1 revealed an triggered area to show that adequate data
11/2/10 annual MDS assessment. Review of was collected to provide an individualized
section V for this MDS assessment identifled the plan of care,
following areas as triggered and requiring
additional assessments: cognitive loss, visual Audit: Will be conducted by the MDS
function, communication, ADL function, urinary Coordinator every 30 days for the previous | 4114/
incontinence, behavioral symptoms, falls, month cemtprehensive and reported to
nutritlonal status, detydration, psychotrople drug Performance Improvement quarterly.
use and pain. Review of the CAA summary
showed the assessment information for the
triggered areas was documentad [n the nutrition
notes, nursing notes and ADL sheats, However,
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3. Review of the 10/12/10 annual MDS

Contisued From page 6

review of the doosumented Information falled to
show a clear and compiste evaluation of causes,
contributing conditions, risk faclors, and the
irpact on the rasident's heaith.

2. Review of the 11/08A0 annual MDS
magsassment for resident #32 showed she
required comprehensive assessments in the
following areas: cognlitive loaskiementia, vislon,
communioation, ADLs, urinary Incontinencs,
mood, falls, nutritlonal status, dehydration/fluld
maintenance, dental care, pressure ulcers, and
psychotropic medications, However, review of
sestion V showed no avidence that adequate data
was collected In thase areas for analyals {o
provide informalion oritioal to the development o f
an individualized plan of care,

assessment for residant #37 showed she
required comprehensive agsessments in the
following areas: cognitive lossidementia,
commurication, urinaty incontinence,
psychosocial welkbeing, behavior, activities, fafls,
nutritional status, pressure uleers, psychotrople
drug use, and pain. For the areas of cognltive
logsfdementia, peychosocial well-belng, and
behavior, section V of the MDS referred to the
data in the MDS that triggered the naed fora
CAA, and not an actual analysis, For the:
remaining section V required arpas, there was no
evidence that adequate data was collectad for
analysis to provide ratlonale for care planning,

4. Review of the 21911 annual MDS
assassment for resident #38 showed sfhe
reguired comprehensive assessments in the
following areas: delifum, cognitive loss/dementle,
communication, ADLs, urinary incontinence, falls,

F 272
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dahydrationfiluld maintentance, pressurs ulcers,
and psychotrople drug use, Review of sectlon V
showed o evidenae that adequate dala was
collscted In any of thess areas for analysis pricr
to developing an effactive plan of care.

B, Review of the 3/06/11 annual MDS
assessment for resident #39 showead she
required comprahansive assessments I the
followlng areas: ADLs, urinary Incontingnce, falls,
hutritional status, prassure ulcers, psychetropic
drug use, and pain. Howaver, revisw of section V
showed no evidence that atdequate data was
collected in these areas for analysis to provide
crucial information to ensure an effactive care
plan process.

8. Review of the 2/08/11 annual MDS

assessment for resldent #40 showed sihe
requirad comprehensive assessments in the
following areas; delirlum, cognlitive loss/dementia,
cormimunlcation, urinary incontinence, mood, falls,
nuttitional status, pressure ulcers, and
psychotropic drug use, Howevar, review of

section V showed no avidence that adequate data
was coliected in these areas for analysis to
provide rationale for care planning.

7. Review of the 10/12/10 annual MDS for
resident #52 showad sfha raquired a
comprehensive assessments ih the following
areas; cognifive loss, ADL function, urlnary
ingontinence, falls, nutrition, and pressurs ulcers.
However, review of section V showed no
evidence that adequate data was collected for
any of these araas to ansure an effactive care
plan could be developed for this resident.

8. Review of the 2/16/11 significant change MDS

Farz
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: ABL shaets and Intake book, However, review of

Continued From page B

for resident #54 showed s/he required &
comprehensive assesamants in the following
areas: cognitive logs, communication, ADLs,
urinary Incontinence, psychosocial well-being,
mood state, behaviars, activitias, falls, nutrition,
dental care, pressura uleer and psychotrople drug
use, However, review of section V showed no
evidence that adsquate data was collected in
these areas for analysis to develop an effective
care plan.

9. Review of the 2/8/t1 anhual MDS asgessment
for resident #64 revealed section V identifigd the
following areas that required additional
assesements: cognifive loss, visual functlan,
communication, urinary incontinence, behavioral
symptoms, falls, nuiritional status, dental care,
pressure Ulcer and psychotrople drug use.
Review of tha GAA summary showed the
assessment information for the tiggered areas
was doctimented in the medication admiristration
record, nursing notes, ADL sheets and intake
book. Howaver, review of the documsnted
information falled to show a-clear and complete
evaluation of catsas, contribting conditions, risk
factors, and impact on the resldent's health.

10, Review of the 10/26M0 annual MDS
assessment for resident #66 revealed section V
for thls MDS assessment identified the following
areas were triggered and required additienal
assessinents: cognitive loss, communication,
AL function, winary incontinence, fails,
nutritional status, pressure tlcer, and
paychotropic drug use. Review of the GAA
gummary showed the assessment information for
the triggered arens was documentad n the
medication adminisivaifon record, nursing notas,

F2r2
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the dectimented information failed to show a olear
and complete evaluation of causes, contributing
conditlons, risk factora, and finpact on the
resicent's health,
11. During an inferview with the MDS coordinator
on 4412111 at 11:30 AM, she stated the facility
had not complated CAAs for any residents since
10/4/10, when CAAs were required, She further
stated the facliity wouid change their MDS
process because muliiple staff members who did
not tunderstand MO8 3.0 wera completing parts of
them,
Acecording to GCMS's RAI Versicn 3.0 Manual,
“Nursing homes should ensure that whatever
assessment and ¢are planning resources are
used are current, evidence-based or
expert-endorsad research and clinlcal practice
guldelines/resources.” Review of the information
' provided by the facllity showed this requirement
was nof met for the fen sample residents who
required these assessments,
F 278 | 483.20(9) - (i) ASSESESMENT F 278
8= | ACCURACY/COORDINATION/CERTIFIED The facility will ensure that each resident’s
assessment accurately reflects the resident’s
The assessment must acourately reflect the status. This will be accomplished by:
rasident's status. 1. Review of resident # 46 3/5/1 1 quarierly
MDS section J was not blank but was
A registerad nurse must conduct or coordinate answered that he did not have pain during
each assessment with the approptiate the seven (7) day look back. Chart and
participation of fieaith professionals. MAR show no pain meds were administered
A registered nurse must sign and certify that the ggxﬁ;ﬁiél'};\z‘es:iglzgp";ﬁ:i};ﬁ: ::: rde:tt;)
assessment is completed, input was educated on the necessity of
Each individual who completes a portion of the complete and accurate data, Review and
assessment must sign and certify the accuracy of update of care plan completed by May 31,
that portion of the assessment. 2011,

FORM CME-2587(02-00) Pravious Varsions Chenlele

Evant D T87714

Facilly 1D WY0O10

if continuation sheat Page 10 of 26

]
M%



06/03/2011 FRI 12:41 FAX 3075323800 GCC admin

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDRICARE & MEDICAID SERVIGES

[doLz/027

PRINTED: 04/29/2011
FORM APPROVED
OMB NG, 0938-0391

STATEMENT OF DEFICIENCIZS | (X1) PROVIDERISUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) NATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATIGN NUMBER: COMPLETED
A, BUILDING
B, WINE
534049 04i14/2011

NAME OF PROVIDER OR SUPPLIER

STREET ADPRESS, CITY, STATE, ZiP CODE

Under Medicare and Medicald, an individual who
wilifully and knowlngly cerlifies a material and
false statement In a resident assessmant is
subject fo a civil money penally of not more than
$1,000 for egch assessment; or an individuat who
willfully end knowingly causes another individual
fo certify a material and false statetment n a
resident assessment is subjact to a civil mohey
penalty of nof more than $5,000 for each
assassment.

Clinleal disagreement does not constifute a
materlal and false statament.

ghis REQUIREMENT s not met as evidenced

A

Based on observation, madical record review,
and staff interview, the facility falled to acourately
assass 4 of 16 sample residents {46, #52, #54,
#85) for various MDS8 assessmants due to
inaccurate information. The findings wers:

During an Infesview on 4/14/11 at 10 AM, the
MDS coordinator confirmed inaccuracies in the
following MDS assesaments:

1. Review of the 3/6/11 quarterly MDS section J
for resident #48 showad the saction that asked:
"Shotid the staff assessment for pain be
conducted?," was blank, Section N dosumentead
the resident was not receiving an antipsychotic,
However, raview of the April 2071 MAR showed
the resident had beanh on resperidone (an
antipsychotic) since 6/22/10,

2. Review of the 10/12/10 quarterly MDS for
reaident #52 showed, in saction B, the resldent
understood others and could make himsherself

2009 LARAMIE STREET
: ARE CENTER
GOSHEN C TORRINGTON, WY 82240

(%4} ID SUMMARY STATEMENT OF DEFICIEMCIES D PROVIDER'S PLAN OF CORRECTION {XB}
PRERMK (EACH DEFICIENCY MUST BE PRECEDRED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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278 | Continuad From page 10 F278

2. Review of resident # 52: Nurses
responsible for data input were educated
on the necessity of complete and accurate
data. Review and update of care plan
compieted by May 31,2011,

3. Review of resident # 54. Licensed staff
educated on the necessity of complete and

| accurate data. Review of care plan
Completed May 31,201 1.

4, Review of resident #65: 10/26/10 annual
assessment was corvect with information
gathered from both the nurses and the CNAS,
01/18/11 quarterly assessment information
differed from the parspective of the nurses
and the CNAs, Education of nurse
responsible on the necessity for complete
and accurate data entry. Current review of
resident care plan accuracy completed

May 31, 2011.

Plan: All residents of the facility will have
assessments that accurately refleet the
resident’s status, This will be accomplished
by

Action;

1. Staff education on proper, complete and
accurate docurnentation on data gathering
formns.

2. Summary documentation for each
assessment will be eptered into the chart by
each individual discipline within the 7 day
look back to ensure accurate data entry in
the MDS.
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Continued From page 11

understood, However, saction J showed the pain
assessment interviaw could not be conducted
hecause the resident rarely understood. Review
of the 3/22M1 quarterly MDS, section |, showed
the resident had no active diagnoses and ona
“other' diagnoses. The 10/12/10 quarterly MDS,
gection |, decumented the resident astually had
five diagnosas Including hip fraciure and
demantia,

| 3. Review of the 6/6/10 significant change MDS

assessment showed that resldent #54
experienced mild pain in hip and was on a rovtne
medication for pain, naproxen. Review of the
coding for the 172511 quarterly MDS assessment
showed the resident was not on a routine
medication for pain and did not experlence pain,
Review of the 2/16/11 significant change MDS
cading also showed the resident received a
routine pain medication, naproxen, Raview of the
April 2011 MAR showed the resident had bsen on
naproxen since 12/4/08, Further reviaw of the
1725111 guarterly MDS, section B, showed the
esident was able to make him-harself
understaod and usually understood othars,
Section J shawed the paln assesstment intervigw
should not be conducted because resident could
only rarely be understood, Review of the
physiclan's progress notes dated 8/26/10 and
3/3/11 showed a diagnosis of deprassion.
However, section [ for active diagnoses revealed
depression was not identified, Review of tha
21811 significant change MDS showed the
same discrepancies in sections i and J as in the
1/26/11 MDS. Section F, preferences for
customary routlhe and activities showed the
Interview was not conciusted because the resident
was rarely/never understood.

F278

Audit; Will be conducted by the MDS

Coordinator every 30 days for the previous
month assessments and reported quarterly to
the PI Commiliee for quality assurance,

6/14/11
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1 must meet professional standarda of quality.

Continued From page 12

4, Raview of the 10/28M0 annual MDS
assessment for resldent #68 showed the resident
required extensive assistance with dressing,
Bmited assistance with follet use, and extensive
assistanoe with personat hyglene care. Review of
the 11181 1 quartetly MDS assessment showed
the rasident was able to do dressing, tolleting and
personal hyglens care independentiy. Review of
the care plan inferventions that addressed ADLs
included the following: provide assist of one for
complation of ADLs; monitor for changes in
condition that would after the rasident's ability to
participate In ADLs; and required set-up-help for
grooming, oral and personal hyglene care,
Interview on 412111 at 9:30 AM with CNA #2
revealed the resident required minimat assistance
and stipervision with most ADLs, Parlodlc
observations of the resident on /1111 and
412111 reveated the resldent ambutated
independently, raquired set-up assistance and
cueing during meals, staff assistance with the
toilet sametimes, which included cueing for hand
washing,

5, Interview with the MDS coordinator on 4/12/11
at 11:30 AM multiple staff members, who dld not
undarstand MDS 3.0, were completing various
sections of the assessment form,

483.20(k)(3){i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The sarvices provided or arranged by the facility

This REQUIREMENT is not met as evidenced
by.

Based on record review and staif interview, the
facility failed fo ensure acceplable standards of

Fare

F.281
The Facility will ensure pain medication is
administered in accordance with physician’s
orders for resident, This will be accomplishgd
by:

. Resident # 19: Chatt review and update
. completed 04/22/2011

' Plan: The facility will ensure acceptable
standards of nursing practice are followed for

administering medication according to the
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nursing practlee were followesd for administering
medication according to the physiclan's orders for s, et s
physician’s orders. This will be
Jv 3:915 seample residantes (#19). The findings accomplished by: Action
‘ 1. Place standing orders for
According to Smith, Duell, and Martin In "Clinjoal medications/treatments in MAR. (ongoing)
Nursing Skills: Basic to Advanced Skllis," 7th Audit: Physician standing order placement
Edition, 2008: "Skill and functions that in the MAR will be monitored and reported
professional nurses petform in daily practice quarterly to PI team for quality assurance. 6/14/11
include: ... Administer treatments per physiclan’s
arder.”
Refer to F309 coneerning tha facility's failure to
ensure pain medication was adminlstered in
accordance with physician's orders for resident
#19, |
282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282! The facility will ensure resident care plans ae
§8+E | PERSONS/PER CARE PLAN followed. This will be accomplished by:
. . 1, Activities
?;&ests 32’53?:1%”3;3&i?iggnp%?go%til;'\a facility a. The Activity Professionals will post daily
accordance with each resident's written plan of activities in th main living area on 500
care. hall for residents to view,
b. The Activity Professionals will reflect
This REQUIREMENT is not met as evidenced this in the 500 hall resident’s care plans.
by:
Based on observation, medical record review, 2. Resident # 87: Staff educated on the
and staff inferview, the facility falled to ensute necessity to follow plan of care for each
¥
resident care plans were followed for 3 of 15 individual resident to ensure the necessary
sample residents (#66, #81, #87). The findings care and services are provided. The facility
were; will provide care/services for the highest well
. , . _ being. Education of staff on necessity to
1. Refer to F248 for information regarding staff's follow plan of cate to provide adequate
failire to foliow the care plan for posting activity toileting by June 14, 2001
calendars in resldent rooms for #65, #81 and #87, ’ )
2, Refer to F309 for iInformation regarding staff 's. | A‘fi"’ Randoin Gh"’ift f‘”dits ";’i" !?e performed
failure to follow the cate plan for providing bowe! and reported o Performance Improvement
incontinence care for resident #87. quarterly to ensure staff have signed and 6/14/11
familiarized themselves with the carc plans.
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{X3) DATE SURVEY

| intarview, staff interview, and revisw of poligies.

[ the 3/7M11 quartedy MDS assessment, sthe

Each resident must recaive and the facility must
provide the necessary care and services 1o aftain
ar maintain the highest practicable physical,
mental, and psychosocial well-helng, in
accordance with the comprehensive agsessimant
and plan of care,

This REQUIREMENT is not met as evidenced
by
Based on medical record review, rasident

and proceduras, the facllity failed to provids the
necessary assessments, monitoring, and nursing
Interventions to ensure adequate pain
management for 1 of 10 sample residents (#19)
who had pain, In addition, the facifity failed to
provide Hmely incontinence care for 1 of 8 sample
residents {#87) who had bowel incontinence, The
findings were:

tn regard to inadequate pain assessment:

1. Review of the medical vacord for resident
##19 showad the resident had pain due to
ostecarthritis and left knee surgety. According to

received PRN fraquently for moderate pain; and
at times the pain limited his/her day to day
activities, Review of the care plan showed
intarvantions for pain Included administer pain
medication as heedsd, Review of the 2/8/11 pain
assessment showed the resident's estabilshed
pein goal was four to five (based on the ohe to
ten pain scale) during the day and two to three af
night. Review of tha PRN MARs for February,
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AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B, VNG
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PREFIX (BAGH DEFICIENCY 1MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION BHOULD BE COMPLETION |
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F 3039 [ 483.25 PROVIDE CARE/SERVICES FOR 308
88=0 | HIGHEST WELL BEING

The facility will provide the necessary
assessmeris, monitoring, and nursing
interventions to ensure adequate

pain management and provide timely
incontinence care for resiclents who had
bowel incontinence. This will be
accorplished by:

1. Resident # 19: Review and update PRN
pain medication to a routing order, standing
orders, and review pre and post pain
assessment records. Education to nurses to
provide necessary assesstnents, monitoring ;
and nursing interventions for adequate pain
management and to administer treatments
per physician’s orders.

2. Resident # 87 Staff educated on the
necessity to follow plan of care for each
individual resident to ensure the necessary
care and services are provided.

Plan: Facility will ensure that services
provided or arranged by the facility will
meet professional standards of quality.
The facility will provide care/services for
the highest well being. This will be
aogomplished by:

Action:
1. BEdueation all licensed staff on one pain
scale for the facility by June L4th, 2011,

2. Education all licensed staff on pain
assessment, managernent and standing
otders by pharmacist on May 18, 2011,
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March and April 2011, showed the resident ) . )
raceived a single dose of Tylanol 650 milligrams 3. Education of licensed staff on pre and
for knea pain on 2/10, 2113, 2114, 2/17, 3/17, 8/25 post pain assessment with facility standard
| and 3/26/11. This review also showed the doeumentation by June 14, 2011
resident received ane dose of Motrin 400 )
milllgrams on 2/, 3/26, 3/31, 4/4, 4/8, 4/9, and 4. Education of staff on necessity to follow
411011, A review of the documeanted plan of care to provide adequate toileting by
administration times showed ten of the fourtesn | June 14, 200].
doses were administered between 7 PM and 8:30
PM, The following concerns were noted regerding Audit: Random chast audits will be petformed
the managament of this resident's pain: | and reported quarterly to ensure staff have _
a. Interview with the resident on 4/13/11 at - signed and familiarized themselves with the 611401

T LPN#2 on 4/14/11 at 12 .30 PM revealed she

_ order,

1G:40 AM revenled the pain medications
effectively relieved his/ner pain if $/he took them
as goon as athe experienced the pain, She further
stated that sometimes s/he waited too lohg before
sfhe asked for the pain medication.

b, Reconclliation of the medicatlons and
physician's orders revealsd an order for the PRN
Tylenol dated 9/10/10; but there was no
physiclan's ardar for the Motrin, interview with

was unable to find evidence that the pain
mexdication had been ordered by the physician.
She stated staff had not noted the resident
requested paln medications st approximately the
same fime each day. The LPN further stated that
the nurses failed to talk with the physigian about
changing the resident's PRN pain medication to a
scheduled medication. Phone Interview with the
DON on 4120111 at 4:35 PM confirmed staff had
administered the Motrin without a physiclan's

¢. Review of the 2011 nain assessment and
monitoring records showad areas for pra and post
medication assessment were incomplete and
information regarding the effectiveness of the
medications was lacking.

care plans,
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resident usually had a bowe! movement before or

Continued Front page 16

During an interviaw with the DON on 4/12/11 at
5.05 PM, she stated nursing staff relied on CNAs
to tell them if residents appeared to ba in pain.

In regard to the lack of timely bowel incentinence
care by staff

Review of the 1/13/11 quarterly MDS assessment
for resident #87 showed s/ne had moderately
impaired cognifive skills, frequent episodes of
bowsl incontinence, and was folally dependent on
staff for all ADLs, including personal hygiene and
incontinence care, Review of the care plan
showad intarventions for continence included;
check every two hours and watch for triggers that -
may indicate the need to use the toilet.
Ohbservation showed the resident remained in the
wheelchair in the television viewing area and
dining room after breakfast from 10:45 AM until 4
PM without ever being checked or changed for
incontinence (five hours and fitteen minutes). At 4
PM when CNA's #3 and #4 wheelad the resident
to the shower room; the CNA's refmoved the
rosident's solled disposable brief. Interview with
CNA#3 on 4112111 at £:20 PM revealed the

after lunch and staif were expected 16 take the
resident to the tollet avery two hours. The CNA
confimed the resident had hot been checked or
changed since 9:30 AM that moming. The CNA
further statad staff did not check or change the
resident for the prolanged period of time because
the residant had visitors after lunch,

483.26(d) NQ CATHETER, PREVENT UTI,
RESTORE BLADDER

Based on the resident's comprehensive
assesstent, the facility must ensure that a

resident who enters the facllity without an

F 309

F 315

Tag # F315 begins on page 18
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indwelling cathater Is not cathetorized uniess the
resident’s glinical condition demonstrates that
catheterization was necessary; and a resldent
who is Incontinent of bladder recelves appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT s not met as evidenced
by:

Based on observation, medical record review and
staff interview, the faclilty falled to ensure staff
provided adequate foiteting to promote
continence for 1 of 8 sample resldents (#87) who
were incontinent of bladder. The findings were:

Revtew of the 1113/11 quarterly MDS assassment
for resident #87 showed s/he had moderately
impaired cognitive skilis, frequent episodes of
urlnary incontinence, and was totally dependent
oh staff for all ADLs, including personat hygiene
and Incontinence care. Review of the care plan
showed intervantions for cohtinance included:
check evary two hours and watch for tiggers that
may Iindicate the need fo use the tollet. Continuad
ohservafion showed the resident remained In the
whaelchair In the telavision viewing area and
dining room after breakfast from 10:45 AM until 4
FM without being checked or changed for
Incontinence (five hours and fitteen minutes), At 4
P when CNA's #3 and #4 wheelad.the resident
to the shower room, the CNA's removed the
resldent's urine saturated disposable brief that
was also sofled with feces. Interview with CNA #3
on 4£12/11 at 4:20 PM ravealed the resident
usually had a bowel movement before or after
lunch and staff were expected to take him/her to
the toilet every two hours. The CNA confirmed the
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o

The facility will ensure resldent care plans a
followed, This will be accomplished by:

1. Resident #87: Staff will be educated on
necessity to follow plan of care for each
individual resident to ensure the necessary |
care and services are provided. The facility.
will provide care/services for the highest we
being. Education of staff on necessity to
follow plan of care to provide adequate
toileting by June 14, 2011,

Audit: Randotn chart audits will be performed
and reported quaterly to Performance
Improvement to ensure staff have signed and
familiarized themselves with the care plans,

Action: Education of staff on necessity to
follow plan of care o provide adequate
toileting by June 14, 2011,

6/14/]
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Each resident's drug regimen must be free from
Unnecessary drugs. An unnecessary drug [s any
drug when used in exosssive dose {Including
dupiicate therapy); ot for excessive durafion; or
without adegusate monitoring; or withaut adequate
hdications for (ts use; or In the presence of
adverse consequences which indicate fhe dose
should be raduced or disconfinued; or any
combinalions of the reasons above.

Based on & comprehansive assessiment ofa
rasident, the facility must ensure that residents
who have not used antipsychotic drugs are not
glven these drugs unless antipsychatic drug
therapy is nacessary to treat a specific condition
as diagnosed and documented in the dlinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral Inferventions, unless clinically
gontraindicatad, in an effort to discontinue these
Fugs.

Ehls.REQUIREMENT is not met as evidenced
v

Based on madical record roview, staff interview,
and raview of policy and procedure, the factlity
failed to ensure medication regimens for 7 of 15

2003 LARAMIE STREET
GOSHEN GARE CENTE
ENTER TORRINGTON, WY 82240
Qi) 1D SUMMARY STATEMENT CF DEFICIENCIES 1D PROVIDER'S PLAN OF GORREGTION el
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 315 | Continued From page 18 F 315
resident had not baen checked or changed since
930 AM that moming. The GNA furiher stated
staff did nof check of change the resident for tha
prolonged pedod of time because tha resldent
had vigitors after lunch, '
F 3291 483.25()) DRUG REGIMEN S FREE FROM F 320
88= | UNNECESSARY DREGS

Each resident’s drug regimen will
be free from unnecessary drugs.
Pharmacist will review residents

(Resideni #39 and #41) done by

Nursing will assess patients (#39,

notes by May 13, 2011

April 15,2011

Done by May 31, 2011

by May 31,2011

medications for risk/benefit of continuing
their medications specified in the deficiency

May 13, 2011.Physicians will document
assessment of Risk/benefit for continuing
[ the medications for these residents
{resident #39 and #41) by June 30, 2011

response to these medications in nursing

Pharmacist and physician recommended the
medication be stopped (Resident # 46) done

Nursing will assess resident # 54,
doctment finding on Behavior and
Monitoring forms, and in the nursing notes.

Physicians will document rationale and
risk/benafit of continued use of their
medications at the current dose or will
initiate a Gradual Dose reduction for the
following residents {#63, 81, and 87). Done

41)

#65 and

FOfM GMS-2667(02-09) Previcus Versians Olsolato Event 115 TA7744
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sample residents (89, M4, #46, #64, #0605, #81,
#87) were frae from unhecassary medications.

The findings wers: : terdisciplinary team will evaluate residents|
#65, 81, and 87 and recommend a Gradual

1. Based on medical record review the following. dose reduction or document continued need
residents had been prescribed medications with a for these medications will be completed
psychological affect, but had no evidence of a By May 31, 2011,
phanmiagy review or a physician's avaluation of
the dr[iskf and beneﬂtzlof continuing the Action
madications or periodic nursing assassment of wrdinainlinar ; :
gach patient's response to the drug in light of long }:ﬁgiﬂ)ﬁgﬂ;ﬁ;ﬁ?&:iﬁgﬁ.ﬂ Ssi];;t;;ge
o cident#30 wih & 7M0/00 order for ifects which require more monitoring. Thisi
amytryptyfine (tricyollc antidepressant) 25 mg will be added to the medications wlnchlthe _
each night, regulations requie gradual dose reductions.

b. Resldent#41 with a 5/10/11 order for The team will then review all th'e residents
lorazepam (ant-anxisty) 1 mg twice daily. with these medications for nursing

: assessments, physician documentation of
2. Review of the April 2611 MAR for resident #46 continued need, and pharmacist review of
showed s/he raceived resperidone (anfipsychotic) risk/benefit of continued use of the
0.25 mg, Review of the admission orders dated medications. Policy and procedure updated
8/22/10 shawed the resldent was staried on by July 31, 2011, review of residents will be
risperdal 0.25 mg at night for dementia. Review of ongoing.
the pharmacy monthly review dated 2/11/11 : Interdisciplinary team will review all
showed & recommendation for the considaration residents on medications requiring a
of stopping the rasparidone. Review of the Gradual dose reduction and will recommend
physicians' orders and medical racord revealed adual dose reduction or do t the
no gradual dose reduction orderad o elinical 2 gracua oo uction or document th
contraindication for a reduction. continved noed. (Ongoing) |
Education program will be held for the

physicians describing the process for the

3. Review of the Aprll 2011 MAR for residant #54 ) .
assessment and documentation of rationale,

showed s/he raceived resperidone 0.5 my each

morning and 1.0 mg at night ordered 11/12/10. risk/benefit for continued need of chronic
Further, the resident was on venlafaxine medications and the requirements for
{antidepressant) 150 mg dally with a start date of | Gradual dose reductions for certain
10/9/08, then started on paroxetine (an medications, {conmpleted by July 2011)
antidepressant) 20 mg once daily on 3/3/11 with 2 Education program will be done with
taper dose for venlafaxina, Review of the mood nutsing staff training them on the
and behaviors monltoring form for 2/11 showed requirements for gradual dose reductions
FORM CMS-2567(02-99) Previous Versions Obsclete Evenl I T87711 Faeility 10: WY0Q1a If eontinuation shaot Page 20 of 26
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sfhe was assessed by nursing staff only one time
and 4/1/11-4/11111 showed the resident was
assassed only one time, No documentalion was
found for monitoring mood and behavior for 3/11.
Review of the nursas notes raveuled on 3/3/11
orders were receivex from the physiclan and
faxed to pharmacy. There was no documentation
in the nursing notes, which included
documentation for this Issue, from 3444w 4/4/11,

4. Medical record review showed resldent #65
was admitied on 8/20/08 with dlagnoses that
included dementia and persistent mentat

disorders. Review of the Aprll 2011 physicians

order sheet showed Risperdal 0.5 mg wice daily
was ordered on 1/10/10 for agitation and
aggressive behaviors, Review of the phammacy
monthly medication reviews showed on 9/8/10 the:
pharmacist recommended the gradual dose
reduction of the Risperdal be delayed, Further
review of pharmacist notes, dated 12/20/10,
showed the Risperdal administration times had
been changed, the dose remained unchanged
and the recormmendation was to review for
possible increase In dose. A review of the
February, March, and Aprl 2011 bshavior
monitoring records showed Inconsistent
documentation, and sections regarding specific
hehaviors were blank, Interview with LPN#1 on
4112111 at 4:46 PM and LPN #4 on 4/14/11 at
10:45 AM revealed they knew the nurses were
responsible for completing the behavior
monitoring records, but they did not have a clear
underslanding of the process, A review of the
mexdical record showed the physiclan had not

documented rationale, sk, or benafits of allowing [

continved use of the medication at the current
dosae, The review also showed no evidence the
resident had faited a previously attempted dese

GOSHEN CARE CENTER
TORRINGTON, WY 82240
(X 1D SUMMARY STATEMENT OF DEFICIENCIES 5% PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACH DEFICIENCY MUST DE PREGEDED BY FULL PREFIX (EACH DORRECTIVE ACTION SHOULD Bi COMPLETION
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DEFIGIENCY)
F 329 { Continued From page 20 F329

{done for Psychotropic agents on April 20,
2011), requirements for assessment and
documentation of the behaviors and side
effects (behavior monitoring forms), June
and July 2011, requirements for
assessment and documentation of effects
of chronic medications (document response
to new medications and ongoing monitoring
for adverse effects),

(July and August 2011).

Audit

Interdisciplinary team will conduct random
chart audits to verify the nursing
documentation of response to new
medications, and possible adverse effects.
{ongoing)

The interdisciplinary team will report
quartetly to the Performance Improvement
team the results of our ongoing reviews of
residents. The munber of residents on
medications listed in the policy for
medication monitoring, the number with
Gradual dose veductions, the results of
random audits of nursing charting and
behavior monitoring forms for compliance
with monitoring. (ongoing)

6/14/11
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-mg daily as needsd and Bsroquel 60 mg at

1included demantla and anxiefy disorders, This

Continued Fror page 21
reduction of this medication,

5, Medical record review showad resident #81
was admitted on 7/20/09 with diagnoses that
included Alzheimer's dissase and anxlely
disorders, Review of the 4/3/11 quarterly MD3
aszessment showed the resident has phyzical
and verbal behavior symptoms dirscted toward
others in addition to other behavioral symptoms
that were not directad toward others. Review of
the physician's 2011 order sheats showad Xanax
(anxioytic) 0.28 mg three times daily, Atlvan 0.5

badtime was ordered on 7/20/08. This review also
showed Geadon 20 mg daily was ordered on
9/3/09 becausa the resident had violent
baehavlors. Revlew of the pharmacist's notes
showed Geodon was Increased to 20 mg twice
ciaily on 10/4/0%; Atlvan was decreased to 0.5 mg
twica dally as needed on 12/8/09; Serotuel was
discontinued on 10/13/10 and Xanax was
decreased ko twice dally on 11/11M0. Review of
the pharmacy monthly medication reviews
showed the pharmagcisi's recommendation on
10/13/10 was to continue the Geodan. Further
review showed the pharmacist recommended a
review of the medication for possible GDR on
47111, A review of the medical record showed
the physician had not doctiiviented rationale, risk,
or benefits of aliowing continued use of the
medication at the current dose. The review also
showed no avidence the resident had failed a
praviotisly attempted dose radustion of this
medication.

8. Medical record review showed resident #87
was admitted on 7/20/09 with diagnoses that

review also showed prior to and after admission

F 328
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to the facllily the resldent recalved the following
medications for combative bahaviors, agitation
and aggression related fo {he anxiety disorder:
Zyprexa {antipaychofic) 2.5 milligrams twice daily,
Zoloft (antidepressant) 25 mg twice dally, Atlvan
(anxlolytic) 0.6 mg twice dally, and Ativanh
increased to 1 mg twice daily on bath days,
According to fhe physician's orders the following.
changes were made In the residents medication
regime: on 10/1/09 Geodon (antipsychotic) 20 mg
twice daily was addad; on 10/14/09 Ativan was
ghanged from | mg on kath days to 0.5 mg every
eight hours as needad; on 12/6/00 Zoloft was
discontinued, Zyprexa was reduced, and Celexa
{(anfidepressant} 20 mg daily was added; on
12H8/09 Zyprexa was discontinued, on 8/13/10
the scheduled dose of Ativan was decreased fo
0.5 mg dally dose; ahd on 10/23/10 Ativan was
again changed to 1 mg twigs dally. Review of the
pharmacy monthly medioation reviews showed
the pharmacist recommended a review of the
Geodon for possible GDR on 81010, 10/13/10,
1/30M1 and 4/7111 because the dosage had not
besn changed sinca 10/14/09. A review of te
medical record showed the physiclan had not
dacumented ratlonale, risk, or benefits of aliowing
continued use of the madication at the current
dose. The review also showed no evidence the
resident had faifed a praviously attempted dosa
reduction of this medication,

7, During an Interview on 4/12/11 at 4:45 PM, the
DON stated staff had not falked with the physician
about this issue because they were not aware of
tha heed for the doss reduction reviews for the
residents. She also verified the physician had not
documented rationale, risk, or benafits of allowing
gontinued use of the madication at the current
dose, During an interview with the DON on

F 329
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4113111 at 11 AM, she stated that staff fzlled to
monitor behaviors and slde effecis associated
with those medications.

8, Review of the policy and protedure tilled,
“"Chemical Restraints and Monitoring,” last
reviewed by the facllity on 1/2008, showed the
following requirements: "Resldents admitted to
the facility while using one of the drugs from the
listad classes of drugs will be assessed by the
Restraint Team of Interdisciplinary Cars Plan
Team...This policy applies to medications from
the following classes: long-acting
henzodiazepines, benzodlazepines and othar
an¥lolyticlsedative drugs, antipsycholics,
medications used for sleep induction, misc.
hypnotic/sedative/anxiclytic drugs,
antidapressants. A behavior monhltoring form will
ba initiated documenting the indications or
specifia behaviors for which the resident is
recelving the medications, or for which thers is a
potential need for suiich medication, along with
outeomes and madination side-effects.”
483.60{a),{b) PHARMACEUTICAL SVC -
ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtaln
tham under an agreement dascribed in
5483.75(h) of this part, The facility may permit
unlicensed personnel to administer drugs if State
faw parmits, but only under the general
supervision of a licensed nurse.

A Tacllity must provide pharmaceutlcal services
{including procedures that assure the accirate
acqulring, recelving, dispensing, and
adminlstering of ali drugs and biologicals) to meet
the needs of each resident,

F 320

F 425
Pharmacentical Services;

Residents # 39 and 41 will be reviewed by
the pharmacist for irregularities in the
medication regimen by May 13, 2011,
The policy and procedure for chemical
restraints will he reviewed and updated to
match current regulations and procedures.
Completed by May 31, 2011

Agtion:

All residents will be reviewed for
irregularities monthly following the updated
| policy and procedures. (ongoing)
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| The findings were:

- night. Review of the pharrmacy consultant monthly

The facility must amploy or obfain the services of
a licensed pharmaciat who provides consulatlon
on all aspects of the provision of pharmaocy
sarvices in the facliity,

This REQUIREMENT is not met as evidenced
by,
Based on medical record revisw, staff interview,
and raview of policy and procedure, the fasliity
falled fo monitor frragularities In the medication
regitmen for 2 of 16 sample residents (#39, #41),

1, Review of the April 2011 MAR for resident |

#30 showed s/he had a 7110/00 order for
amitriplyline (tricyclic antidepressant) 25 mg each

reviews showed the pharmacist dentified the
rasident use of amitriptyline on 8/29/09 and
docuinented, "will monitor." Contlnued review
showed no further dosumentation conosrning the
resident's long term use of amitriplyline,

2. Raview of the April 2011 -MAR. for resident
#41 showed sfhe had a 5/11/10 order for
lorazepam (antl-anxiety) 1 mg orally twice dafly.
Raview of the pharmacy consultant monthly
reviews showed the pharmaaist did not identify
the resident's use of lorazepam or monitor the
long tarm use,

During an interview with the pharmacist on
4114111 at 1:48 PM, she confirmed the pharmacy
consultant monthiy reviews in gach resident
record have all of the medication monitoring that
was compieted by the pharmaclat. The monthly

XA) 10 (%6)
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Audit;

Random audits will be done by Nursing
supervisors to document that monthly reviews
for irregularities are being done, Results wil
be reporied quartetly at the GCC quality
improvement cotmittee,
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reviews for residents #39 and ¥#41 ware done,
However, the pharmacist confirmed that the
amitriptyline for reskiont #39 and the lorazepam
for resident #41 appear to have been missad.

Review of the facllity polioy and procedure titted,
"Chernical Restraints and Monitoring,” last
reviewed by the facllity on 1/2008, showsd the
followlng requirements; “The consulting
Pharmacist's monthily review of sach resident's
medicafion ragiment will also include
review/recommendations for psychotrople drugs,
To include; 1. The cohtinued appropriateness of
the madication and dosage; 2. evidenhce of _
medication-refated problams; 3, the effectiveness
of and confinued nead for therapy; 4.
inapproptiate doses ordsted or administered; and
5. the need to discontinue any medication.”
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