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The followihg common abbreviations are used F 272 Comprehenswe
throughoqt th!s document: assessment
CAA- Café ‘Area Ass sssment Piotieer Marnor will énsure the facility
CNA- Certified Nurse Alde conducts initially and periodically a
DON- Director 6f Nursing comprehensive, accuraté, standardized
LPN-Licensed Practical Nurse reproducible agsessmeént of each resident.
MDS- Minimuti Data Set This will be accomplished by;
RN-Registered Nurse . (#5, #107, #17, #78, #21)
Resident # 5 '
Less comimonly used abbreviations will be »  CAAieflects incorrect resident with)
annotated In each defiqent_:y nonnutrition information. Issue with
F272 j\%%é%g%&;‘E)ET%MPREHENSNE F 272 software identified, corrected CAA
88=E ' for correct resi_d_e_nt. Registered -
The facility must conduct initially and perlodicaily Dietitian complete ¢orrent nutrition
a comprehensive, accurate, standardized assessment with collaboration from
| reproducible as.:sgssment of each resident's CDM and signs CAA 06/06/11
functional capacity. Resident # 107
A facility must make a comprehensive *  Ropistered Dictitian complete custest
assessment of a fesident's needs, using the nuttition assessment with '
resident assesshent instrument (RA1) specified collaboration from CDM and mgns
by the State. The assessment must include at CAA 06/01/11
'Igastut.he ,f1°“°W“'éga bl information Resident # 17
entification and demographic informatior, ¢  Registered Dietitian complete eurrent
Customary routine, o :
Cognitive pattetns; nutrition assessment with
Communication; collaboration from CDM and signs
Vision; CAA 06/01/11
I\Pﬂmm:l and li)elr:asvllloll; plattems; Resident #78
sychosocial well-being; Resistered Dietiti ]
Physlcal functioning and structural problems; *  Registered Dietitian complete current
Continence; nutrition assessment with
Disease diagnosis and health conditions; collaboration from CDM and signs
Dental and nutritional status; CAA 06/01/11
Skin conditions;
LABORATORY DlREcTOR'S/%O /ER!SUPPLIER REPRESENTATIVES SIGNATURE TITLE _ {X8) DATE
= AAgmitels” -3~
Any daﬂclﬁrﬁcﬁement ending with an asterlsk (”) danotes a deficlency which the Institution may be excused from corecting providing It |s determined that
other safeguards provide sufficient protection to the patents. (See Instructions,) Except for nursing homes, thad %& ted above are disclosable 90 days
followlng the date of survay whether or not & plan of corraction s provided, For nursing homes, the a yantplans of correetion are discloseble 14

days followlng the date Ihase documents are made avallable to the facllity. If deficlencles are cited, am
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DEFICENCY) = SRR
F 272 Continued From page 1 F 272
Activity pu rsurt
Medicatiohs; L
Speclal treatments and proced ures; F272 continued
Dischargé poténtial; Resident # 21
Docurientation of summary mformatlon regardlng * Registered Dletltlan complete cme ht
the addlthhal agsessrnent performed on the care ufrition assessment with
areas triggered by the completion of the Minimum llaboration from CDM ad sic
Data Sét (MDS); and collaboration from CDM and signs
Docurnentation of participation in assessmerit, CAA 0_6!01/11 3
All residents have the potential for nutrition
assessmett trigger for CAA and need for
Registered Dietitian assessinent
Systgmic Process
S \ o s AllCAAS will be completed by
_ 28 evidenced L R
;;] ls REQUIREMENT s not mt 28 ev Registered Digtitian with certified
Based on medical record review and staff distary minager collaboration
Interview, the facllity fallad to ensure a qualified e All CAAS will be signed by
professional completed nutrifional assessments Registeted Dietitian
In the area of nulrition for 5 of 10 sample . R q liov rel ! g
residents (#5, #17, #21, #78, #107). The findings eview and revise policy related to
were: Nutrition Assessments
1. Review of the 12/22/10 quarterly MDS o .
assessment for resident #5 showed s/he needed Outcome: 100% of Nutrition Assessments
further assessment In the area of nutrition. will be completed by a Registered Dietitian
Review of the 12/22/10 CAA for nutrition showed Registéred Dietitian or designee will evaluatg
the assessiments were signed as completed by 10 charts per week for cempletion of CAAS
certified dietary manager (CDM) #2. _ Data and evaluation will be reported monthly
N ‘ to the QA meeting, with discrepancies
2. Review of the 2/2/11 annual MDS assessment investigated and resolved.
for resident #107 revealed the area of nutritional
status triggered, requiring a comprehensive
assessment. Review of the 1/20/11 CAA for
nutrition revealed It had been completed by CDM
#2 Instead of the RD.
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Continued From page 2

3. Review of the 12/21/10 significant change
MDS assessment for resident #17 showed
nutritional status triggered, which required a
comprehensive assessment. Review of the
12/910 CAA for nutrition revealed it had been
completed by CDM #2 instead of the RD.

4, Review of the 3/8/11 quarterly MDS
assessment for resident #78 showed she
neaded further assessment In the area of
nutrition. Review of corresponding CAA revealed
the assessment was completed by CDM #2,

5. Review of the 3/11/11 admissioch MDS
assessment for resident #21 showed s/he
neaded further assessment In the area of
nutrition. Revlew of the 3/20/11 CAA reveaised the
assessment was signed by COM #2.

8. Durling an Interview with the MDS coordinator
onh 5/12/11 at 8 AM, she confirmed that a CDM
completed most CAAs for nutrition.

According to the 2008 Standards of Practice for
Reglstered Dietitians in Nutrilon Care, published
by the American Dietetic Assoclation, Stanhdard 1
Nutrition Assessment, The registerad distitian
(RD)uses accurate and relevant data and
information to identify nutrition-related problems.
Rationals; Nutrltion Assessment is the first of four
steps of the Nutrition Care Process, Nutrition
Assessment is a systematic process of obtaining,
verifying, and interprefing data in order to make
decisions about the nature and cause of
nutrition-related problems. 1t is inltlated by referral
and/or screehing of indlviduals...for nufrition risk
factors...It provides the foundation for Nutrition

F 272
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SUMMARY STATEMENT OF DEFIOIENCIES

PROVIDER'S f'l_LAN OF CORREGTION

A facllify must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The fagility must develop a comprehensive care
plan for each resident that includes measurable
objectives apd fimefables to.mest a resident's
medical, nursing, and mental and psychosocial
needs that are ldentified in the comprehensive
assessment.

The care plan must describe the sarvices that are
to be furnished to attain or maintain the resldent's
highest practicable physical, mental, and
paychosocial well-being as required under
§483.25; and any sefvicés that would otherwise
be reqmred under §483.25 but are not provided
due to the residént's exercise of rigits under
548310, including the right to refuse treatment
under §483,10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based cn staff and resident Interview, medical
record review, and review of facility policies, the
facility failed fo ensure an individualized care plan

D
éﬁ‘gé& {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX - AGTION SHOULD BE GOME’LE)TIDN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAQ CROSSH REFERE TO THE APPROPRIATE DATE
. o _ DEFICIENGY) -
_ ‘ _ 06/26/11
F272 Contlnued From page 3 F 272
Diagnosls the second step of the Nutrmon Cars .
Process. Further, the 2008 Sténdards of Practice __S;':c glﬂ ﬁ;"ﬂﬂy must usc fle
specifically state "The RD does nif delegate the to develop, review and
nutrition care process, but niay assign ceftain,
tasks for the plifposs of providing the RD With :222:i"fe‘;jgm‘t‘;anbf;j’f;‘fb;:;zfnag’lj;;‘ﬁ;‘;fa:;
needed information (e.g., screens, gathering of e
data and other information) or communlcatmg conipts iensive assessmem This Wﬂ] be
with and bducatiig patlants.” accomplished by:
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279} (3, #17,#21, #32; #48 #78 #102 #107)
85=E | COMPREHENSIVE CARE PLANS Res1dent #102 Resident dlscharged 05/26/11

Resident #21
s Care plan based on dpptoptiate
assessment regarding pain,
individualized and acceptable pain level
for'the residerit documented. Measurable
ObjthIVGS documented on care plan
defmonstrating phin interventions sad
resident response.06/01/11
Resident#17
*  Care plan based 6n appropr;ate
asscssment regardmg pain, .
mdmduahzed and acecptable pain level
for the resident documenited. Measurabl
objectives documented on careplan
demﬁns’trating_pain intérventions and
resident response. 06/01/11
s Careplan section on resident preferences
for pain relief completed 06/01/11

T
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was developed in a variety of areas for § of 19
sample residents (#3, #17, #21, #32, #48, #78,
#102, #107). The findlngs were;

In regard to pain:

1. Review of the medical record for resident #102
showed sfhe had diagnosss including fracture of
two ribs from a recent fall on 6/2/11. Interview
with the resident on 5/9/11 at 4:05 PM revealed
the fractured ribs were very painful. Review of the
care plan for paln showed it was not
Individualized to target the speclfic area of pain in
the ribs, there were no measurable goals, and the
care plan did not include resident preferences
regarding paln managament. Interview with the
two unit managers on 5M12/11 at 8:16 AM
revealed care plans shouid be individualized,

2. Raview of the care plan datec 3/27/11 for
resident #21 showed s/he complained of pain
daily or almost dally related to incisional and
phantom pain. The goal was for pain fo be
reduced to an acceptable level to allow
participatioh in therapies and activities of daily
living (ADLs). The approaches were as follows:
assist with repositioning as needed, offer
applications of heat and/or celd as needed,
medication as orderad by physician and offer as
needed (PRN) medication prior to therapy
sessions. The care plan was not individualized
related to "acceptable” pain level for the resident
and lacked measurable objectives for pain control
during rest and activity.

3. Review of the April and May 2011 pain flow
sheets for resident #17 showed s/he experienced
pain and received Vicedin (narcotic paln
medication) 5/500 milligrams 84 times for back,

(X4) ID SUMMARY STATEMENT OF DEFIGIENGIES D FROVIDER'S PLAN OF CORREGTION 6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX (EAGH GORRECTIVE AGTION SHOULD RBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 279 continned
F 279 | Continued From page 4 F 279| Resident #48

»  Assessment and care plan specific to
resident feelings of depression and
inadequacy documented. Measurable
objestive and goals individualized to
resident.06/01/11

Resident # 107

s CAAS fo reflect assessments and QPC
meeting results

*  Pharmacy review of medications
completed, Assessment of depression
completed 06/01/11

*  Behavior tracking documentation revisel

06/03/11

Resident #3

s Assessment and care plan specific to
resident feelings of depression and
inadequacy documented. Measurable
objective and goals individualized to
resident. Assessinent and care planning
regarding antidepressive medication and
behavior tracking documentation initiated
06/1/11

Resident #78

e Assessment and care plan specific to
tesident nutrition documented.
Measurable objective and goals
individualized to resident. Assessment
and care planning regarding food intake
06/01/11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES '

g v vt i b g : .

P}gi‘N ED: - 08/28/2011

leg, coeeyx or ge rélized pain in A .ang
22 times fron /11 thiol h_ 5!12! 1 Revisw ¢
the care pl WEVE
“alfernative. approaeh Jo-pal n reliefi pa.in
medications as ordered, eliminate. preelpltating
factors (no pree1pltatmg factors were identrfie_d)
and educate the resident bh paln manag 2Nt
The care plah Was ot individua
no measurable goals, and the cafe plan did not
include resldent prefelsnass regarding pain
management. Interview with the fwo uriit
managers on 5/12/11 at 9. 15 AN revealed care
plans should be Indlvlduehzed o

4. Review of the faclh ' polley and procedure on
pein menagemeht daed 113111, documented
paln man ‘ emen ntewentlens

with minimal medication side effcts, lgss
frequent headaches, or improved funetlenlng,
mood, and sleep. Pain manhagefrant interventions
shall reflect the sources, type and severlty of
peln ot

in regard to psycholog!cal lssues:

1. Review of the slgnlﬂ'cant change MDS
assessment dated 4/21/11 for resident #48
showed s/he triggered for mood state requiring
additional assessment. Review of the CAA for
mood stated showed the resident was depressed
and "reported that he doesn't feel like [s/hel is up
to standard.” Review of the 4/19/11 care plan
revealed the resident’s feelings of inadequacy
and depression were not addressed. The care
plan showed a problem area of "copingfgrief" with
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. F 279 contlnued
F 279 Continued From, page 5

F 279 Re51dent#32‘ o

' pXygen b
‘obJeetNe

oxygen 1mt1ated Physmlan order

obtained for oXygen momtermg and _

pammeters 05/13/11 :
Other resxdents . : '

» CAASto ‘réfléct assessments and OPC
meetmg results :

*  Review all re51dents oh oxygen to Venf‘
erders reﬂeet momtormg parameters, .
obtain order and update care plans as
appropriaté S

. Rev1ew res1dents for paln assessment

P s

goal and reaSSBss_ment documentahon )

Systemic processés - o : :
o  Computer based care ,plannmg education
to be enmp]eted : :
.- Evaluate MDS assessments to ensure
corhpletion to develop care plan '

s CARS to reflect assessments and OPC
meéting résulis

»  Evaluate targeted care plans at Risk
meeting weekly
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F 279 continned
F 2791 Confinued From page 6 F 279 *  Review and revision as appropriate of
a generlc goal of "resident will exhibit pOSltIVB oxygen protocol consistént with
coping riiechanisms." The interventions that were ofganization use . .
dentified Wwera not resident specific, they"were to e Dévelop process for meal intake records
ey v amt n sonlunction wif reeent. fo g ik et
set reallstic goals . . .
The Interventions lacked any spacific significance * i‘;:;ﬁf;;?::;“ﬁigg f:;ztlia‘;’f‘;“
sident's needs.
to the residerit's n noted
2. Review of physician's orders for resldént #107 *  Staff education regarding assessment,
showed Nortriptyling (tricyclic anti-depressant) 10 intervention, evaluation and
mg was ordered on 10/22/10, Review of the documentation of the following
212111 annual MDS assessment showed the o g:;f;;::izil 1::?:3 Oxygen,
S s )
_ resident appearad down, depressed, or hopeles Antipeychotio modications o
nearly every day. Review of section V of this ; ! S 1
include risk/benefit, Physician
assessment showed the resldent triggered for commtication and °
comprehensive review of psychotropic drug use. documehtation of orders, and
Review of the CAA (comprehensive assggsmant) iedication feconciliztion and
showed psychotropic drug use should be individualization of care plan.
addressed In the resident's care plah. However, ,
review of the 5/3/11 care plan showed Outcome: 95% of care plans will reflact accurate
psychotropic drug use had not been addressed, assessment
Interview with the two unit managers on 5/12/11 Nurse rhanagers or designee to audit 10 charts pex
at 9:15 AM revealed they were unsure why weelk {br assessments and care plarming to refiect
psychotropic drug use was not addressed in the assessments utilizing audit tool and MDS triggers
care plan because it should have been. Findings will be reported monthly to the QA
meeting, with discrepancies investigated and
resolved.
3. Review of the care plan dated 3/22/11 for
rasident #3 for glteration in thought process and
mood showed goals Included cartying out "
normal routing " and make decisions with cueing
and reminders. Approaches to meet the goals
included medications as ordered, explain
procedures, cuelng and reminders as needed,
The care plan was not individualized with
measurable, resident-specific outcomes for mood
and decision-making. Further, the care plan did
not address specifics concerning ths resident ' s
FORM CMS-2567{02.99) Fravioys Versions Obsolete Event 1D:0J0T41 Facllity 1D WyD021 If continuation shaet Paga 7 of 33
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SUMMARY STATEMENT OF DEFICIENCIES

“PROVIDERS PLAN OF GORRECTION

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning cars and treatment or
changes in care and treaiment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending

D
PREFIX (EACH DEFIGIENGY MUST BE PRECEDRED BY FULL PREFIX (EAGH GORREGTIVE AGTION SHOULD BE - COMPLETION
TAG REGULATORY OR LSC JDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY) '
F 279 | Gonlinved From page 7 F279
anti-deprassive medication.
In regard to nutrition:!
Review of tite c4re plan dated 4/1/11 for fesident
#78 showed s/he had alteration In nutrition related
to a histary of poor food Intake. The goal was
sthe would continus to tdke oral nutrition and the -
approaches weére as follows; weigh monthly, high
caloriefhigh proteln digt, 4 ounces Resource or
Milghty Shake at meals. Offer snacks betwsen
meals, monltor, encourage meals. The care plan I .. 06/26/11
did not Include measurable objectives for food ; i D leivai i,
ritake and was not Individualized to the resident's F 280 Cam ,P.l-an_nmg; S
food préfersnces. Piopeer Manor will ensure the resident has the
right, unless adjudged incompetent or_
in regard to oxygen therapy: otherwise foungd incapacitated under the laws
Review of the care plan dated 4/1/11 for resident of the State to participate in plaiming ¢are ang
#32 showad s/he had impaired gas exchange due treatment or changes in care and treatment
to obesity, side effects of narcotics, and anxiety This will be accomphshed by
madications. The goal was for the resident fo Resident #107
maintalnhoxygenatfic;]n for c%mfort level. 'I;ihe N s  Care plan updated t@_reﬂect finger
approach was as follows. "Oxygen as ordere: . P et
Usually Just uses in bed." The care plan was hot foods at noon as part of the
specific for Monitoring and lackad _ mutritional caré plan Jube 1, 2011
resident-specific, measurable objectives for Resident #78 _
oXyQ! gnatlo_n) £ ¢ Care plan upddted to reflect
F 280 | 483.20(d)(8), 483.10(k}(2) RIGHT TO 280 ambulation Junc 1. 2011
sg=D) | PARTICIPATE PLANNING CARE-REVISE CP aon "ame

s CAAS to reflect assessments and OPC
meeting results
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44} 1D SUMMARY STATEMENT OF DEFICIENCIES D XY
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) ) -
260 F280 contmued ,
F 280 | Continued From page 8 F 280| Systernic processes

physician, 8 registered nurse with rasponsibimy
for the resident, ahd other appropriate staffin
disciplines ais determined by the residents needs
and, to the extant practicable, thé participation of
the resident, the ragident's family or the resident's
legal represantative; arid periodically reviewed
and revised by a feani of qualifled persons dfter
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and
medical record review, the facility failed to ensure
the care plan was updated to réffect the current
needs for 2 of 19 sample residénts (#78, #107).
The findings were:

1. Review of the 2/2/11 CAA for resident #107
showed s/he was to receive a meal of finger
foods at noon. Review of the care plan, however,
showed the use of finger foods was not Incllided
as part of the intervention for nutrition. Interyiew
with the twio unit managers on 6/12/11 at 8:15 AM
revesled finger foods shauld have been Included
on the care plan as part of the nutrlional care
plan interventions.

2. Random observations on 8/9/11 of resident
#78 showed s/he was (n a wheelchalr and did not
walk. Review of the 3/0/11 quarterly MDS showed
the resident did not walk at any time in his/her
room of carridor during the 7-day observation
perlod. His/her care pian showed the resident

" used a walker with assist for short distances.”
Interview with LPN #1 on 5/12/11 at 8:30 AM

o Staff educatlon rega:rding care plau
documentatlon 1nd1v1duailzat10n
assessment. and mterveuhon via
computenzed education program anfl
md1v1dua11zed educanon

* Evaluate MDS agsesdtients to ensur
completion’to develop care plan

s CAAS to réflect assessments and OPC
meéting results

» Evaluate targeted care plans at Risk
meeting weekly

W

Outcome: 95% ‘of care plans w111 reflect
accwrate assessment

Nurse mariagers ot desigiiee to audit 10 chart
per week for assessmaents and care planmng o
reflect assessments utlhmng audit tool and
MDS tripgers.

Findings will be reposted monthly to the QA
meeting, with discrepancies investigated and
resolved, '

o

FORM CMS-2567(02-08) Pravious Verslons Obsolele

Event [D) 0JOT14

Faolily 1D: WYDO21

If continuaiion shest Page 9 of 33

o \b\“



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRT NTED 05!26/201'1

FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES . . _ ZOMB NO. 0938 0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIFLE GONSTRUGTION (X3} DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
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{X4) 1D SUMMARY S’FATEMENT OF DEFtGiENGIES n PROVIDER'S PLAN OF OORRECTION (X8
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 280 | Continued From page 9 F 280 _ o
verified the resident was not able to walk S S _ s 06)2:621;1
F 281 | 483. 20(k){3)(i) SERVICES PROVIDED MEET F 281 F 281 Seiy reom ovided moet rofessm T X
s8=D | PROF ESSIONAL STANDARDS ' . stindards b p" p a

The seivices provided or arranged by the facillty
must meet professional standards of quélity.

This REQUIREMENT Is not met as evidenced
by: -
gased on obseivation, medical record review,
staff Interview, and revlew of policles and
procedures, the facility falled to follow
professional standards for 1 sample resident
(#71) regarding a requived change of the
resident's PICC line dressing. In additlon, the
facility failed to. follow piofésslonal standards
regarding oxygen administration for 1 of 6 sampie
residents (#71) who required oxygen. The
findings were;

1. Refer to F328 regarding the faciilty's failure to
change a required PICC line dressing for resident
#71.

2. Refer to F328 regardlng the facility's failure to
obtaln a physlcian's order for resident #71's
oxygen prior to administration, and subsequent
fallure to follow the actual physician's order for
oxygen administration when obtalned.

F 282 | 483.20(k)(3){li) SERVICES BY QUALIFIED
$5=D | PERSONS/PER CARE PLAN

The services provided or arranged by the facllity
must be provided by qualified persons in
accordance with each resident's written plan of -
care,

Pionéer Matior will ensuiré the services provided of
arranged by the facility must mieet professional
standards of quality. This will be accomplished by:
#71)

Resident # 71 Resident discharged to CCMH
05/15/11

e Update care plan to refiect current
resuient status May 1, 2011
s Change PICC dressmg and pIace on
treatment sheet for consistent comipliancs
w1th policy May 16, 2011
. Update caré plan to refléet oxygen usage
05/10/11
¢  Clarify order and parameters for
monitoring oxygen with physmlan
05/10/11 .
All residents have the potential to be affected by
inaccurate physician orders. Any orders reboghi'zed
|as incomsistent with resident cinrent condition to b
clarified and cave plan updated. MDS assesstnent
and OPC team to verify and clarify any mcons.]stcnt
or inaccurate orders durmg care planning process,
»  Review all residents on oxygen and IV
therapy for consistent comipliance with
policy. Clarify and update any care plans
F 282 or orders that are inconsistent with
policy.
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o) 1D SUMMARY STATEMENT OF DEFICIENCIES

s8=p | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care,

! ID "PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE - COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: ' | TTUUDEFIGENDY) .
, F 281 conflinéd |
F 280 | Continued From page ® F 280| Systemic processes ,
verified the resldent was not able to walk. ~+ Develop process to validate current
F 281 | 483.20(k}{3)(I} SERVICES PROVIDED MEET F 281 infofmation for physician _
g8=D | PROFESSIONAL - STANDARDS »  CAAS to reflect assessinents and OPC
. . meeting rqs_u];s ) _
The services provided or arranged by the facility - *  Staff edycation regarding assessment,
must meet profegsional standards of quality. intervention, evaluation and
documetitation of the following
_ , o Physiciain communication and
This REQUIREMENT is not met as svidenced docimentation of orders
by: o Oxygap p_rc_?to_c_a_l . .
Based on observation, medical record review, . Revie I: flush and dréssing protocol
staff interview, and review of policies and eview and revise oxyjen protocol
procedures, the facility failed to follow Outcome: 100% of spec . .
. . ‘ ! special services will have
professional standards for 1 sample resident physician order. 100% of special services will havie
(#71) regarding a required change of the cate per policy
resident'§ PICC line dre\??"”_Q- In addl_ﬂpm the Nurse Managers or designee to audit 10 charts pex
facility failed to follow professlional standards week. Data will be collected, evaluated and
regarding oxygen administration for 1 of & sample reported at monthly QA meeting with discrepancids
residents (#71) who required oxygen. The evaluated and investigated
findings were. '
1. Refer to 328 regarding the facility's failure to
change a required PICC line dressing for resident
#71.
2. Refer to F328 regarding the facility's failure to
obtain a physlcian's order for resident #71’s
oxygen prior to adminlstration, and subsequent
fallufé to follow the actual physician's order for
oxygen administration when obtalned.
F 282 | 483.20(k)(3){) SERVICES BY QUALIFIED F 282
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STATEMENT OF DEFICIENGIES {X1) PROVIDER/SURPLIERIGLIA (X2) MULTIPLE GONSTRUCTION - | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . ‘ : " COMPLETED -

A. BUILDING N
_ - €
R B . 585022 h e - .L___05122011
NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, CI'TY. STATE zZP GODE
g00 WETHST = _
PIONEER MANOR NURSING HOME _ ) GILI..ETTE WY 82716 L . rj ;
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN DF CORRECTLON . {X5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOWKD BE COMPLETION
a6 | REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APFROFR!ATE DATE
S , ST - DEFIClENGY) - '
F 282 COnﬂnu'ed From page 10 ' F 282
This REQUIREMENT is not metas evudenced 06/26/11
by:
Based on ubservatton, staff interview and o
medical record réview, the facility failed to follow
the plan of care for 1 of 19 sample residstits
(#48). The findings were
Review of the 411 9!11 care plah showed resndent assessthent and plan of care. This Sl b'e -
#48 had interventions developed to address pain accomplistied by: o
and associated behaviors. Refér to citation F308 #45) . ‘
for detalls on tha facllity's fajlure to follow the Pain- imd-Depressiof: - ..
planned intérventions for this resident's pain. Resident: #48 Da1] y dkitled:
F 300 | 483.25 PROVIDE CARE/SERVICES FOR F 308
$5=G | HIGHEST WELL BEING
Each resident must recelve and the faclllty must
provide the necessaty care and services to attain ;
or maihtain'tha highest practicable physlcal
mightal, and psychosocial well-being, in” _
accordance with the comprehensive assassment documehted on care plah demonstratmg
and plan of care, pain initerventions and resident response.
. Psychologlst reconnnendatmns part of
care plan
This REQUIREMENT is not met as evidenced *  Individual resident Pfefefences
by: : incorporated inta care p]an
Based on observation, medical record review, *  Clarification of resident home
and staff and resident mterwew the facility failed medications and approprizte orders
to ensure 2 of 10 sample residents (#21, #48) obtained 05/17/11
identified by the facllily a8 haVing paln, had an s  Resident education documented
ef’f:?.qtiye pain rr;anag_ement pro%ram. IBu_e t?' the regarding pair tnanagement plan
fa(EIllty S famf‘lre I‘I developing and implementing a »  Review admit/readmit orders 06/3/11
pain management program, resident #48 .
experienced avoidable pain during staff assisted
transfers. The findings were:
In regard to paln concerns:
FORM CMS-2567(02-99) Previous Versions Obaolele Event 10: 0JOT11 Facliity ID: WY0021 If confinuation shaat Pags 11 of 33
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FORM APPROVED

OMB NO, 0938-0391

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUFPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN Of CORREGTION . IDENTIFICATION NUMBER: , COMPLETED
A. BUILDING )
' B. WING ¢
635022 : 05/12/2011

NAME OF PROVIDER OH SUPPLIER

PIONEER MANOR Nuhsme HOME

STREET ADDRESS, GITY, STATE, ZIP CODE
900 WBTH 8T

GILLETTE WY 82716 _

7 (X4 1D

SUMMARY STATEMENT OF DEFIGIENCI ES

Each remdent must recelve and the faclllty must
provide the necéssary ¢are and services fo attain
or maintain the highest practicable physlcal
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care,

This REQUIREMENT is not met as evidenced
by:

Based on observation medical record review,
and staff and resident Intervlew the facility failed
to ensurs 2 of 10 sampla resldents (#21, #48)
identified by the facliity as having pain, had an
effective pain management program. Dus to the
faclllty's failure in developing and implementing a
pain management program, resident #48
experienced avoldable pain during staff assisted
transfers, Tha findings wers:

In regard to pain concerns:

S

emic
»

appropriate

Reviéw residents for pain assessmént,

interventions, preferences, tolerable pain|

goal and reassessment documentatlon _
neesses

Gomputer-bascd care planning éducatiof

Evaluate MDS assessments to ensure

completion to develop care plan

Develop process for medication

reconciliation verification

CAAS to reflect assessments and OPC
meeting results

D PROVIDER'S PLAN oOF GORRECTION (%5}
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECGTIVE ACTION SHOULD B CGMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS- REFERErch:El[é Jsﬁ g‘:?}fs APPROPRIATE DATE
F282 contmued '
F 282 | Gontinued From page 10 F 282 | Resident #48.
o Medication reconclhatmn of all home
This REQUIREMENT s not met as evidenced medications review and orders cldrified
by: fegardmg antidepressant medwatlons
Based.on observahon staff mterview and 06/2/11 :
medlcal record reV|9W the faCIhty falled to follow . Beha\qo]‘ tracking sheet docmnentat]on
the plan of gare for 1 of 18 sample remdents reviewsd ahd caé plan updited to reflect
(#48). The ﬂndmgs Were current dssessment 06701/11
. Other residents:
Review of the 4/19/11 care plan showed resident . CAASIo refloct assessiaehts nd OPC
#48 had intérventions developed to address pain medting results
and assoclatéd behaviors. Refer to citation F309
for detalls on'the facility's failure to follow the L , .
planhad intervéntions for this resident's pain, * Re"‘i‘:"" residents for dbEha‘”t"" .
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 g“’“ oring, S‘j%"‘*fa“ Symll’t:“m o
58=G H|G]"|EST WELL BEING epression, refer for consultations as
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DEPARTMENT oF HE_'LTH AN HUMAN &
. GENTERS FOR MEDICARE & MEDIGAID SERVICES

(X2) MULTIPLE CONSTRUGTION

}
Br 0391

aiid the faiility f‘thst
semcés to attain

Each resident must-"' Gaive
provide the necessary ¢

or maintain the highest practicable physmal
mental, and psychosocia WGll-belng, in’ .
accordahce with the comprehenswe assassment
and plan of care

This REQUIREMENT is. not mat as evldence.d
by:

Based on observatlon medlcal record revlew.
and staff and resident mterview the fagility fajled
to ensure 2 of 10 sample résidents (#21, #48)
identified by the facility &5 having pain, had an
effective pali mandgement program, Due o the
facility's fallure in déveloping and implementing a
paln management program, resident #48
experienced avoidable pain during staff assisted
transfers. The findings were:

in regard to pain concerns:

| STATEMENT OF DEFIGIENGIES | {X1) PROVIBER/SUPRLIER/CLIA : (xa) DATE Y
AND PLAN OF CORREGTION IGENTIFIGATION NUMBER: s coN p,;ETED
. A. BUILDING
. ) B. W]NG - . - ‘. ...'.,3.-", i .
" Y 53502? : - : . .'._'.:951.;12]20"1.1 -
NAME OF PROVIDER OR SUPF’UER ' s'rm»:sr ADDRESS cmr STATE, 2P COBE T
| ebowerdsT S
PIONEER MANOR NURS]NG HOME . o | e, Wyass %
(x4) D : SUMMARY STATEMENT GF DEFICIENCIES ey D : PROVIDEF,'S PLAN DF CORREGTION., - N8}
PREFIX (EACH DEEFICIENGY MUST BE PREGEDED BY FULL PREFI (EACH GORRECTIVE ACTION SHOULDBE COMPLETION °
TAG REGULATORY OR1EC m ENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE - © DATE .
_ SRS RN DEFICIENCY) e
F 282 Contmued From page 10 F282
Thls REQUIREMENT Is not met as e\ndenced S . :
by: - i, ; AF 282 conﬁnued . ‘
Based on,obst atlo_n, staff in er\new and '+ Bvalyate trgeted care pl
medical record review, the facility faliad o foliow méeting woekly |
the plan of caite Tor 1 of 19’ sample resments - *
(#48) The ﬂndm“gsWere :
Revlew of. t_h_ 4/1 ll11 care plan showed ressdent . _
#48 had Interventions developed to address paln _ mtervennon evaluatlon ]
and associgted behaviors. Refer to sitatioh F309
for details on the facility's failure to follow the Pain; Depressmn, Moo, Antipé
planned lnterventlons for this remdent's paln : tnedications to inchude: rJSkébeneﬁt
F 309 | 483.25 PROVIDE CAREISERVEGES FOR F 309 , Physiian coniiunication and
$8=0 HlGHEST WELL BE'NG g : ‘documentatlon of orders, é’nd medlcatxor

reconcﬂlatmn and mdiwduahzatlon of
care p]ans

.| Ouitcome: 95% of care plans w111 reﬂect accurate
asséssment ]
Nurse manag TS
week for assessit :
assessmends utlhzmg audlf‘tool and MDSr trlggers
Evaluationi; Findings will bereported month]y 0
 the QA ineeting, witht drscrepancles mvestlgated
and resolved. - : .

06/26/11

F 399 Pr0v1de Care
Servu:e for nghest

Piéneer manor will enisure ¢ach rasulent st
receive and the facility must pr0v1de the
necessary care and services to zttain of’
maintain the highest practlcable physical
mental and psychosocial well bcmg it
accordance with the comprehensive
assessment aid plan of cate. This w111 be
accomplished by:

(#21, # 48)

FORM CMS-2567(02-98) Provioua Verslons Cbaclate

Event 1D: 0JOT

~ Fagllity 1D Wyoozi

I gontinuation sheat Page 11 of 33 -



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR. IVIEDICARE & MEDICAID SEERViCES .

'PRINTED 05f2ﬁf2011

APRROVEDR
.OMB 0..0988-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUGTION - | tX3) DATE SURVEY -
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: . COMPLETED
A, BUILDING :
535022 2. WiNG i
05/12/2011

NAME OF PROVIDER OR SUPPLIER

PIONEER MANOR NURSING HOME

STREETADDRESS CITY, STATE, ZlP CDDE
800 W BTH 8T

GILLETTE WY 82716

S P LAN DF GDRRECTIDN

1. Rewew of the admiss!on MDS assessment
complated oft 1/24/11 showed resldent#48 had
active-diaghoses of hypartension, .
gastroesophageal réflux diséase, rénal fallure
phelinionla, defmentia, aid vision preblems.
Review of the psychologlst's consultation deited
3/9/11 showed the resigient exhibited behavioral -
problems Includify aggression during care, '
Futther reviéw of the.consiltation showed."...back
pain should be targeted as a poténtial variable
related to physical aggréssion,” The evaluation
shiowed that "Chaft réview and fesident
assessment reveal that [the resident] has a
history of back injury and surgery...fthe resident]
reports that adication helps pain Intensity
somewhat and-that, at hoime, [siie] used heat

ire to help manags [his/her] Iow back

showed the psych logist made ¢
regommendations that were diselssed with the
interdlsclplmary team. These recommendations
were to train staff to assess pain prior to transfer
using a slmple pain rating scale cr a simple
yes/no pain guestion. In addltion, she .
recommended the chargs nurse be familiar with
the resident's problems with pain, and to "consult
with family members, revlew the chart, and
discuss the izsué with [the] resident so that
averyone was on the same page about [his/har)
potential for significant pain.” The
recommehdations also Included the need for staff
to be trained regarding non-medicinal options for
paih control. Finally a recommendation to,
"...consider requesting re-evaluation of current’
paln management medication for optimum
effactiveness...”

Review of the resident's medical record

{x4) 5D SUMMARY STATEMENT OF DEFICI ENCIES. D - PROVIR X6)
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULD BE- COMPLETION
TAG REGUIATORY OR LSC IDENTIFYING [INFORMATION) TAG . CROSS-REFERENGED TO THE APPROPRIATE DATE
_ _ DEFICIENCY) : :
: L F309 contmued »
F 309 | Continuad From page 11 F 309 Pain:

Résident #21

*

mdiwduahzéd atdgeceptable pain

level for the resident: docimented. .
Measuxable ob_]eetlves documented
o care plan demonsti‘a' " g piin -
mtcrventions and resident response.
06/0%11 ;

» Comr_numcauon with physician
regarding resident frequent use of
pain medication and order obtained
for scheduled pain medlcahon
051311

o Shff educauon regardmg need for
reasssssment of pain and
1ntervent10ms effectlveness

. Res1dent educa‘uon documented
regardmg pain management plan
06/01711

Resident #48 :
¢ Care plan based on appropriate

assessment regarding pain,
individualized and acceptable pain
level for the resident documented,
Measurable objectives documented
on care plan demonstrating pain
intervetitions and resident response.
06/01/11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
: CENTERS FOR: MEDICARE & MEDICAID SERVICES

PR]NTED 05!26/29'11

‘ APPROVE
OMB NO 0938 0381

STATEMENT OF DEF]CIJ"NGIES
AND PLAN OF CORRECTICN

1) PROVIDER!SUPPLIERICL{A.
IDENTIFICATICN NUMBER:

636022

(X2) MULTIPLE CONSTRUCTION
A, BUILDING

B, WING

(%3) DATE SURVEY
‘COMPLETED

NAME oEéﬁovuoraR OR SUPPLIER
PIONEER MANOR NURSING HOME

STREET ADDRE.SS, CITY, STATE, ZIF CdbE
HO0'W 8TH 5T

GILLETTE, WY 82716

05/12/2011

PLAN OF GORREGTION

showed: there was no nursing pain assegssment
completed to show the resident's pain freguency,
tolstable Ninlts, or to fukther develop the
recomme,hdatlons made:by the. psychologist,
HoweVer, review of the 4719711 calre plan showed
pain'was g’ problem area The care pian

last mterveritioh was to monltar for slgns ‘of pain
including changes in béhavier and grimacing.
The care plan also showed: behaviors wers
identified as a problem and pain was shown as a
cohtributing factor. The care plan réferred to an
attached sheet, a behavior plan developed by the
psychologist. Review of this "Behavioral '
Prescription” showed it was developed from the
aho) entioned 3!9/’]1 psycholagy oo Snsultation,
Two s , glc
sexual conduist, ahd physlcai aggression toward
nursing staff during trahsfers, The interveintions
for the physical aggression toward stalf during
transfers were fo asséss the residént’s level of
pain prior to transfer, cohsultation with therapy ta
determine the best transfer techniques, and for
the charge nurse o provide pain management.
Prior to the recent hospitalization énd
subsequent re-admission, the March 2011 MAR
showed the resident had an order for routine
Tylenol 500 mg every 6 hours while awake.
Review of the April 2011 MAR showed the
resident went to the hospltal on 4/4/11 due to
pneumania. According to the 4/8/11 notification to
the physician, the nurse wrote, "Resident was
re-admitted...enclosed are the following orders.
Do you agree?" The physician documentad
agreement. However, review of these 4/8/11

%4 1D . SUMMARY STATEMENT OF F DEFIDIENGIES In PROVIDI o5
PREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION 8HODLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED T0.THE APPROPRIATE DATE
o : o '. """‘*DEFIGIENCY) ’
i T _ o F309 contmued
F 308 | Continued From page 12 F 309

ésideint p'réfe_:réiiécs

s Clarification of resident hotne

rcgardmg pam management plan
Depressions
Resident #48
»  Medication reconcllfatloh of all ho
medlcanons review and orders .
clanﬁed regardmg antidepressant
mcdlcatlons 05/27/11
Lackmg sheet
mientation reviewed and care
plan updated to reflect current
assessinent 06/02/11
s+ Social worker notification and
updating of care plan regarding
mood/behavior 05/12/11

) Psychologlst recommendatlons pa:rt

ted info caré plan 06/01/11

medlcat:lbns and appropnate orders

FORM CIMS-2507(02-89) Provious Verslona Obsolete

Event ID; 0J0T11

Facility iD: WY0021

If continuation shest Pags 13 of 33



e i £ gt e e

DEPARTMENT OF. HEALTH AND HUMAN SERVJCES.
. CENTERS FOR MEDICARE & MEBICAID SERVICES.

STATEMENT OF DEFICIENGIES - |{X1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE GONSTRUGTION . JEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: ‘ COMPLETED'
: A, BULDING '
. N
_ . 596022 s < S IR
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE o
D00 W BTH ST
PIONEER MANOR NURSING HOME | GILLETTE WY 82716 | o |
(x4) o _ SUMMARY STATEMENT or DEFICIENCIES , ) PROVIDFR'S PLAN OF CORREGTION e
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECT|VE ACTION SHOULD B8 COMPLETION
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- TAC _ BEFICIENGY) e
| | F309 confmued '
F 309 Continueel From page '13 _ o F 309| Resident #3 _ :
;sion-ord; ' ! nelude the . Behavmr trackmg sheet
routine Tylehol ’ ) oy > 2
pain medicatiofis. Intefview with RN#3.on .
BI12/11 at:10;35 AM. : : :
were instructsd not to sssadomet 060111 1
orders, Tha nurse then \ . SOGlﬂl wm;ker notlﬁcatlon and
s T gl
PIE h 05 12 11 '
paln medication, The followlng concerns were mmd/be avior A2
Identlﬁed S .
a. Ravlew of trie Apri I‘-'201 1 behiavior tracking Otier “’S‘d“ms '
: Isodes when the » CAAS to reflect assessrients and OPC
S, meetmg results,
) Rcvww residents for behavior
episode on 5!2!11 of thé re momtormg, szgns and symptoms of
residents.” Although tha depression, refet for consultatmns ag
appropnate
. Rewew_j;gmdgnts for pain -
| assessment, interventions,
assegsed, ptéferenées' tolerable pain goal and
b. Obser"aﬂon on 5/1 2?’, 11 at ” 05 AM 148 reassessment documentatlon
showed CNAs #4 and #5 f ferred resmient Systemic Dmcesscs
e . 'Computer based care plamlmg
prior to the transfer, The : edication -
participate In the ranster wii e Welgl ¢ Pain pro’cocol review and i rewslon
bearing, Howaver, the resndent did not want o e Evaluate MDS assessments t
move as fast as the aldes planhed, The aides wale. eSsments 1o ensurg
wanted the resident to get up on the count of completion to deyvelop care plan
three, The resident delayed this count and * Develop process for medication
sventually got up from the wheelchair with some regonciliation verification
moaning.
c. Interview with CNA #5 on 5/12/11 at 10:07
AM revealed she was familiar with the resident
and had transferred him/her many times. The
CNA stated most of the time the resident sald,
"ouch, ouch, ouch" when s/he was touched,
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reposltfoned or transferred. The CNA did not
think the resident received any paln'n

d. Intervieww with CNA #6 6n 57124
AM revealed she was aware tha résident h
back paln, The CNA statéd the residént would
say that his/hier back hurt when movad. The CNA
also revealed "imost of the ima" the resident -
would "hit, bite and pinch” when sihe was .
transfatred or moved. The CNA statedl the nursa
was fofified when thase things happened but
was unsure if the resldent received any pain
medication,

e. Interview with the resident on 5/12/11 at
9:45 AM revealed s/he had paln in the lowsr
back. The resident was unable to describé the
intenisity of the pain, bt stated the pain was
worsenid with movement. The resident further
revealked s!he did not receive any pain
medications. The resident stafed 'l would be
nice.” The resident then stated that sthe hed -
"gotten used to it" when asked about his/her back
paln.

f. Interview with a performance improvemsant
staff member and LPN #2 on 5/12/11 at 9:48 AM
verified the resident needed to be monltored for
pain according to the care plan, but
acknowledged there was no documentation to
show this was happenlng In addltion, there were
no orders for pain meditation If the resident
should nged them, and nothing to show that any
non-medicinal approache‘s were being used to
relieve the resident's back pain,

2, Medical record review foy resident #21 showed
a 317111 order for a Fentanyl patch (a pain
medication) 75 micrograms per hour to be
changed every 3 days. In addition, there was a
317111 order for hydrocodone/apap 10/500

resolved.

- Teeting results C

. 'Evaluate targeted caré plans at Rigk
méeting weekly

) Develop process for notification of

' 'appropnate deparhnents for

medication chariges or béhavior
changes

»  Staff education regardmg assessmert,
intervention, evaluation and
documentation of the following

Qutcorne: 95% of care plans will reflect
accurate assessment

Nurse managers or designee to audit 10 charts
per week for assessments and care planning 4
reflect assessments utilizing audit tool and
MDS triggers.

Findings will bé reported monthly to the QA
mieeting, with discrepancies investigated and

{X4) Ip SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S F’U\N OF CORREGT]ON (X8}
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC ]DENT]FYlNG IN FORMATION} TAG CROSSE REFERENCED TO THE APPROPRIATE DATE
i : DEFIGIENCY) : _
_ F309 contmued , '
F 309 Contmued Fromn page 14 F 309 s CAAS to reflect assessments and OPC

&

o Pain, Depression, Mood,
‘Antipsychotic medications
to inchide risk/benefit,
Physwlan commumcatmn
and documentation of
orders, and madlcatxon
réconciliation gnd
individualization of care
plans

(7]
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Continued From page 16

milligraim tablet to be given every four hours as
needed for pain. The following concerns were
identifisd with monitoring the effectiveness of the
paln medication:

a. Review of the pa]n flow sheets for April and
May 2011 showed the resident received the PRN
pain medication 428 times in April, and 43 times
In May from 5/1-5/11. Most times, the-pain flow
sheets showed the resident rated hisfher pain at
a 6 on a scale of 110 prior to the medication
belng administered. Of the 108 times when the
effectiveness of the paln medication was
re-evalyated, the flow sheets showed some relief
with' paln levels reduced to a 3-4 on a 1-10 scals.
However, thig left 85 times In which there was no
re-asgessment completed to show if the
medication was effective in reducing the
resident's pain.

b. Review of the meicalrecord falled to
show a pain assessment that identified the
resident's acceptable level of paln

c. Interview on 5/10/11 at 1 PM with the
resident revealed sfhe felt the pain medication
was somewhat effective, Interview with LPN #1
on 5/11/11 at 2:40 PM revealed the frequent use
of the PRN pain medication had not been
communicated to the physician.

Based on medical record review and staff and
resident interview, the facllity falled to effectively
assess, care plan, and treat depression for 2 of
10 sample residents (#3, #48) who were identified
as having symptoms of depression. The findings
wele;

1. Review of the medical record showad resident
#48 was admitted fo the facility on 1/11/11. At that
time the resident did not have any diagnosis of

F 309
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depression. However, review of the 1/24/11
adnission MDS dssessment showed the resident
had multiple symptoms of deprassien nearly
everyday. Review, of the CAA narrative notes for
mood state, dated 1/24/11, showsd the resident
had indleators of depresslon insluding thoughts of
being "better off dead” or of hurting him-/herself in
some waly." The CAA further showed the resident
wolild be monitored closely, and the physiclan
would be notified, In addition, a referral Wwauld be
made to a psyehologist for evaIUatio’n Review of
the medication orders shower the resident was
started on amifriptyline (an ant-depréssant) on
1/31111. Review of the April 2011 MAR showed
the resident was sént to the hespital on 4/3/11
and the antl-depressant medigation was
discontinued on 4/4/11. Review of the 4/8/11
re-admigsion orders showed they did not include
an antidepressant. The foliowing concerns related
to depression were identifiad:

-8, Review of the paychojogist's evaluation
dated 3/6711 showed a recornmendation to
"Monitor for increased signs/symptoms of
depressed mood, increased rrtability/agitation,
becotriing more socially withdrawn,.., and
statements about death or dying, feeling helplass,
worthless, etc. Re-refer if necessary." Review of
the behavior monitoring sheets for March, April,
and May 2011 falled to show signs and
symptoms of depression were being monitored,

b. Review of the 4/25/11 significant change
MDS assessiment showed ths resldent triggered
for mood state. The CAA narrative notes dated
4/25{11 relatad to mood showed the resident
continued {o have feelings of depresslon, and
"...doesn't feel like [s/he] is up to standard” There
was no discussion of any anti-depressant
medication at that time. Revlew of the medical

F 308
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record failad to show any additional agsessment
related to'the residents depression or the
acknowladgment that the medication was
discontinued.and possibly still needed. _

¢. Review of the 4/19/41 ¢are plan rovealed it
failed to-address the resident's dapréssion.

d. Revigw of the April and May 2011 MARs
showed the resideht was not receiving any
medication to freat depression, Interview with RN
#3 on 5/12/11 at 10:35 AM ve the
antldepressant was not re-oirls whién the
resident returned from the hospital, and she was
toldthe facility. policy weis not to question
re-agdmission madication orders. At that time, the
RN stated the resident had benefited from the
medication when it was [n use,

e Interviéw with the resident on 5/8/11 at
5:30 PM revealéd feelings of "not fitting in."
Interview with the social worker on-5/12/11 at
8:40:AM revealed she Wwas aware of the resldent's
behavlors anid.signs and symptorns of
depression. She staled the resident was recently
moved from another nelghberhoad and was sfill
adjusting to this change. The move to a different
neighborhood occurred a few days prior to the
hospltal admisslon. She was not aware of the
discontinued medication or the lack of monitoring
for signs of depression.

2. Revlew of the history and physlcal dated
2423111 for resldent #3 showed s/he had a history
of depression and took Zoloft (antl-depressant)
50 mg dally, Review of the medical record
showed a faxed request dated 3/2/11 from the
nursing staff to the resident's physician for an
increase In the Zoloft to 75 mg for increased
depression, Further review of the medical record
showed a communication written on 4/28/11

F 309
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F 309 | Continusd From page 18 F 309
stated the fesident showed anothér: Incre_ 380 in
depressioh, was sleeping more, &nd not.eatlng B ' senei
well. Th following concerns weis ld : '
A, Ravlew of the. "Behaviorflnterv _ I F 312 ADL cﬁre prowded for dependent
Monthly Flow Record” for March, ‘April, and May Mahor
‘‘‘‘‘‘ w1Il ensure a resxdent Who is unable
2011 revealed no evidence depregsiVe behaviors to carry out activities of daily living receives the
were assessed or monitored. Re e\-w of the . neccssary services th miintain good nifrition,
nursing notés by a performance improvermant - grooming, and personal and oral hyg1ene This will
S$taff meiviber on 5/12/11 at 9:45 AM revealéd no bt accomplished by: :
avidence thg resident was assessed for signs and #78 _
symptoriis of depression. s Coaching counseling of CNA #1
b. Interview with social service Worker #1 on regarding peficare expectations and
571211 at 9:45 AM revealed she was not éWare policy D6102/11
of the mbst recent Incréase In this resident's Ré
depression; . gview and’ update care plan for resident
c. Review of the current care plan showed to réflect Peficare and toileting hygiene
depression was not agddrossed except for 0@(%/ -
"medmaﬂgns as needed " o Al 1ncqqhnent_re31dents hgve the
F 312 | 483.25(a)(3) ADL. CARE PROVIDED FOR F312 potetitial foi skin breakdown related to
88=D | DEPENDENT RESIE)ENTS

A resident who is unable to carry out activifles of
dalily living receives the necessary services to
maintain good nufrition, grooming, and personal
and oral hygiene,

This REQUIREMENT is not met as evidenced
by

gased on observation, medical record review,
and staff interview, the facility failed to provide
adequate incontinence care for 1 of 3 sample
residents (#78) who required such assistance.
The findings were:

Observation of resident #78 on 6/9/11 at 445 PM
showed CNA #1 failed to cleanse the resident's

excoriating flitids on perineum

Systemic processes
o - Staff education/competency on peticare
and incontinence care
. Development of arinual skill stations
related to pérsonal hygiene and ADL

Outcome measure: 100% incontinent residents wi
have appropriate pericare

Nursing will menitor 30 observations per month
Report monthly to QA committee. Immediate
education and intervention will occur for all
discrepancies

1
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STAT ENT OF DEFIGIENOIES [rsh -PROVIDERISIJPFL?ERICUA ()(?) MULTIP]-E GONBTRUGTIDN N 3) D/
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; : COMPLETED
- A A. BUILDING:
c
536022 B. VNG 0511212041

NAME OF PROVIDER OR SUPPLIER

PIONEER NIANOR NURSING HOME

STREET AD E&S ciry, STATE 2P CODE
900 w BTH $T

M R ‘ S’T‘ATEMENT OF DEFIG ENCFES

The facility must ensure that the resident
environiment remains as free of adcident hazards
as Is:possible; ahd each resident recelves
adequate supsrvision and asslstance devices to
prevent accidents

This 'REQUIREMENT s not met as evidenced
by

Based on observation and staff interview, the
facility failed o identify and correct potential
accident hazards on 1 of 4 resident units. The
findings were:

1. A wall—mounted fire extinguisher cabinet was
obsetved while touring the secure unit on 5/9/11,
The metal cabinet had exposed corners with
rough métal credses along the bottom. Donning
examination gloves and running a hand across
the lower comeis caused the glove materlal to
shag and tear against the rough surfaces.

2. Observation In the secure unit on 5/10/11 at
5:10 PM showed thres fans placed on the floor In
the hallway leading from the dining reom to

P 7 -
J?F(igl-!gc (EAGH'DEFICIENGY MUST BE FREGEDED BY FUL, PREFX | conbeenon
TAG REGULATORY OR L6C IDENT]FYING INFORMATION) TAG DATE
. : : L ~;DE|;1(:|ENQY) PR W A L
F 312 | Continued From page 19 F312 U6ieT
ainter OF | erineum after s/tié wa, found_to be :
in 2l ri )
fe ) 1
personal hyglene. Interview W|th LPN#20h ..
B/11/11 at 1:20 PM revealed all areas of the.skin
that have come in contact with urine was to be
clganged. . .
F 323 | 483.25(h)- FREE OF ACC]DENT F 323
§8=D HAZARDS/SUPERVISION/DEVICES

12 2011 -

»  Allesidents hhvé t‘hé potém‘ :

hazards 1n the envmmment g

Systemic processes
e  Care plans toseflect interventions
regarding environmental safety as

provide structure

. Resndent #99 RN #1 and C‘NA # 2

___-"um:fh‘éﬁs}lﬁi_;@dii} E

I for actiderita)

o Safcty coa(;h tD do cn‘nromnental tours fo
identify risks in envirdnment. Any i8sues wit
be identified and work ordets completed,

appropriate o assessment of resident
*  Review activity and réstorative program|
to enhance fall prévéntion ahd safety ang

F ORM GMS-2587(02-89) Provious Versiohs Obsolsta

Evant 1D ¢JOT11

Facllity |D; WYD021
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TA_GK TAG . PR
Fd23 F 323
F 328 | 4 F'sza
gsep | NEEDS U
. 7 ‘rostomv, or ||eostomy cate; -
Traghsostory care; - ingrani |
Trach[eal suctlonlng. treatment sheet for stent
Resp ratory care; compliance with poli M 12, .
Fobt cate; and 20111’ P° oy May
Prostheses, _
: » Place PICC protoacﬂ on reSLdent
chart May 12, 2011
_ l‘}l:is REQUIREMENT is not met as evidenced W Update cee plan to géflest okygen
Based on ubservation medlcal record rev]ew, usage v
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.dated as last bfaing changed 24. days

Contmued From pgge 21

catheter') llne In addltioh the
obtain, clarify, and follaw physlelan's orders = -
regardiri oxygén administration for 1 of 6 sample
residents [#71) who reqmred oxygen The
findings were:

The following conceris vieté noted ré;g‘af‘diﬁg the
PICC line for I‘ES[deﬁt‘#ﬂ’

Review of the medical record for resident #71

at 10;20 AM showed the P[GG Ilne d

o the dresslng an
During an interview
the dressing change, she. stated-
ghould be changsad every seven days in
accordance with-the facllity s policy.

According to the policy fitled, "Central Venous
Catheter Dressing Changes," revised October
2010, staff should "Change transparent
semi-permeable membrane (TSM) dressings at

least every 7 days and PRN (when wet, soiled, or |

not intact).”

According to Elkin, Perty, and Potter in "Nursing

i ‘ - e
é’.‘{.‘g’.:.x (EACH DEFICIENGY MUST HE FRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULDBE | CoMPLETION
TAG REGULATORY OR LSC IDENTIEYING JNFORMATION) TAG CROSS ENGED TO THE APPROFRIATE |  DATE .
| me R
) . F328 contmued
F 328 328

. Clanfy ordef‘r and pal:am”’c,‘f Bis for :
momtﬁrmg ‘gxtiigen vnth physlclan
05/ 10/ 1 1 '

All res1dents Thiye the pqtennal to be aﬁ'ected]
by inacciirate physwlan ordérs. Any orders
recogmzed a§ inconisistent ywith IﬁSldeIlt
currentfeondlnon to be clan
updated. MDS assessment- and (;)PC feati 1o
verify and clarify any. mconsxstent ot
inaccimate orders during oare planmng
process. . - : :
Review a11 residénts b oxygen and v
therapy for consigteiit co" hance with policy.
Clarify and npdate any carc plans o ordets
that are mconsmtent with pohcy '

Systernic processe .
. Develop process to vahdate current
mforination for physmlan :
e CAAStO reﬂect assessments dnd obC
meéting results B
e Staff educatlon regardmg assessment,
intervention, evaluation and
docuimentation of the following
o Physician communication
and documetitation of orders
o Oxygen protocol
o IV flush and dressing
protocol
» Review and revise oxygen protocol

FORM GM3-2667{02-02) Previous Versions Obeolste

Evant (D:040T41

Facliity 1B WYD021

If continuation sheet Page 22 of 33 -



DEPARTMENT OF HEALTH AND HUMAN SERViCES

4

_CENTERS FOR MEDICARE & MEDICAID SERVICES . I 0@3&0391
STATEMENT OF DEFICIENGIES {X1) PROVIBERISURPLIERIGLIA {X2) MULTIPLE CONSTRUGTION |1X3) DAYE BURVEY . -
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: o COMPLETED

A, BUILDING ‘ o
S
; B, WIN T
535022 > G- 05/12/2011

NAME OF PROVIDER CR SUPPLI‘ER
PIONEER MANOR NUKSING HOME

| GILLETTE, WY 82716

SUMMARY STATEMENT OF DEFICIENCIES

PRG\JIDER'S PLAN OF GORREGTION

interventions & Clinical Skilis," 4th Editlon 2007
"Provide insertion site care every .....7 days and
PRN for transp‘arent dressings." - ST

The followmg concarns rega_rclmg oXVQéh
administration for resident#71 was hotéd;

Review of the medical record for resident #71
showed s/he had diagnoses which included
chronic obstructive. pulmonary disegse and
coronary artery disease. Observation on 5/10/11
from 8:30 AM through 9:15 AM-(45 miftes)
showéd tha resldent was in bed, and-there was
oxygen via nasal canniula runnlng at2 liters per
minute, However, the oxygen tublng was neted to
be beside the residéntin bed and not baing used
by the resident, In addition to the bxygen.aot
bemg used, réview of the medical record- showed
' siually-no.ofders for the use of

‘oxygen for this fesident.

During an interview with RN #3 oh
5/10/11 immiedjately after the observation, she
stated the resident used oxygen contlnuuusiy
The RN then verified there was not an order in
the medical récord and procesded to requist
one. Review of this order showed the slc!ent
was to receive continlious oxygen via nagal
cannula at 2 to'4 liters/riiinute to maintaln an
oxygen safuration level of 0% or above.

Observation on 5/1/11 from 11:356 AM
through 12:07 PM (32 minutes) showed the
resident did not have -oxygen therapy in use.
During an interview with RN #4 immediately after
this observation, she stated that the resident
should have oxygen in use continuously.

According to Smith, Duell, and Martih in "Clinical
Nursing Skills: Basic to Advanced Skills," 7th

X4) D P - (X8,
éRE’le (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE 00M§’LE)TI0N
TAG REGULATCRY OR L.SC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPRDPRIATE DATE
S S DEFIGIENCY) e : -
F 328| Continued From page 22 F 328

/% of spe :
&t 100% of specfa] Servicds w1]1 hae

/ anagers or demgnee to audit 10 choats
per week Data will be-collected; evalated and
reported at monthly QA miccting with
discrepandiés évalyated and investigated -

FORM 5MS-2607(02-09) Previous Verslons Cbsolete

Eveni 10: 0J0T11
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IR

STATEMENT OF DEFIGIENGIES
{ AND PLAN OF CORRECTION

X1} PROVIDERISUPPL[ER!CL[A
IDENTIFICATION NUMBER!

535022

(xz) MULT]PLE cousmUonoN '
|A BUILDING

B, WiNG

0511202011

NAME OF PROVIDER OR SUPPLIER

PIONEER MANOR NURSING HOME

STREET ADDRESS. QITY. STATE ZIP CDDE
900 W BTH ST : ‘
| GILLETTE W,

N bs-‘ GORREGTIDN Fans

' (m; m : 'si..i ' : "A"rEMENT OFDEFICIEN(‘HES n PR e
PREFIX (EACH DEFICENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRE AGTION'SHOULD BE - | COMPLETION
TAG REGULATORY OR L.6C IDENTIFYING INFORMATION) TAG  CROSS REFERENCE TOTHE APPROF'RIATE DATE
TAG | SN g DE.FIGIENCY) OIS
F 328 Co""‘lnued From page 23 F 328
' ‘ : -“Sklll'énd flnctions that
o 388 petform in dally practlce
T Ad‘mlntster.treatment‘s pai physician's 8
' F 220 | 483.260) DRUG REGIVEN 18 FREE FROM Fa2n| &
85=D UNNECESSARY DRUGS

Ea_ sh resident's drug regimen must be free from
unne essary drugs. An.uhnecessary driig s ahy
ssed in excessive dosa {Including -
€ ra;iy), or for axcessh?e duralién; or

: oring; or without adequate

combinatlonsﬂofthe reasohis: above

ona cornprehensive assessment ofd -
, thie faie t enisuire that residénts
psychotic drigs are not
unless antipsychotic drg
ary to treata spesiiic condition
onumented in the clinical
ts who Use antlpsychotlc
.dual dose reduehons, and

This REQUIREMENT is not met as evidenced
by:

Based on madical record review and staff
interview, the facility failed to ensure the drug
regimen was free of unnecessary drugs for 1 of

addedto_ l3h and will
reviewsd at OPC n’lecfmgs :

FORM cMS-2557(02-99} Pravious Verslona Obsolste

Evant ID: &JOT11

Faciity 10: WY0021
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DERARTMENT OF HEALTH AND HUMAN SERV_ICES
CENTERS FOR IVIEDICARE & MEDICAID SERVICES

NAME OF PROVIDER OR SUPPL]ER

PIONEER MANOR NURS!NG HOME

STATEMENT OF DEFICIENCIES (X1) PROVIDER!SUPPLIER!CLIA (X2 MULTIPLE GONSTRUGTION JRVEY
AND PLAN-OF CORRECTION ]DENTlFlCATION NUMBER: COMPLETED
A. BUILDING
C
B. WING .
535022 05/12/2011

STREET ADDRESS, CITY, STATE ZIP CODE
oo W BTH 8T

GILLETTE WY 82716

SUMMAR‘( BTATEMENT OF DEFIG ENGFES

ID

19 samp]e resuaients (#5} The ﬂndings were

attempt a gradual dosée reduction of the
qustiapine, or abtain an explanation for continuing
the medicatioh as ordered. During an Interview
with the facility’s iwo unit managers on 5/16/11 at
5 PM, both managers stated that no gradual dose
reductlons had been attempted for any of the
three medications, and no explanations were
given for not following the 10/1410 pharinacist
recommendations.

According fo Lexl-Comp's Drug Reference

4y 1D (X5),
ygée)nx (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DATE
F 328 | Continued From page 24 F 320

educatlon and WJth s:gns of signiﬁcant
changp -
. Interventlons to assmt in dbse reductlon

e res1dent chart uﬁder the pharrﬁacy

. Weekly_ at nsk meetmgs td ﬁalldate that

. behavmral health

Outcome: 95% assessments will be ccmpleted ony
residents and interventions placed oti care plan
Nurse Managers or designee to audit 10 charts
each week

Data will be collected, evaluated and reported at
monthly QA meeting with discrepancies evaluated
and investigated

sectlon _

. Anhpsychotlc Medleatlo' € 'ﬂrterly/PR
EvaluatloanIMS to bie cbi edotiall”
residents whe are tak]ng ant:p_ ychotlc
medications.

‘apprapriale Teferrals arc fdde to mclud :

FORM CM$8-2667{02-08) Previols Verslons Obaclets

Evant 10:0J0T14

Facllity I WyD021
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. CENTERS FOR ME"blCARE

| STATEMENT OF DEFIGIENCIES by P R“é’-’i’ F SLi "(;'té) WULTIPLE GbNéfRUdTiGN- T
AND PLAN OF CORREQRTION IDENTIFIGATION _,UMBER _ ' o COMPLETED
A BUILDING
S sa6022 BN | oszizon
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, GITY, STATE, ZIP CODE o
900 WETH 8T
ER MANOR IN .
APIONE RN NURS G HOME e | B GILLE.TTE*
(X4) 1D SUMMARY STATEMENT oF DEFIG]EN(__:IES N B ] )
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX BOMPLE'I'ION :
_TAG_ | _ REGULATORY ORLSG IDENTIFYING FORMATION) TAG DATE
F 329 | Continued From page 25 . . FB2g| | R
Handbooks Brug [forf - g A0 0626/}
Nurging 2010, thereis a ' > o
saction when [paroXétin tonin Tepir v
nereplnephrlna reuptake.in n  once amonth-hy.alicensed. | .
synidrome (hyperthermiz, museular Fgidity, - phamlaCis nd mu‘st rep_drt any II]’BgLﬂB‘rltIes o the
mental status changeslagltatlon, autonomtc ' ;
lnstabllity) may ocgur," - '
F 428 | 483,60(c) PRUG REGIMEN REVI"EW REPORT F 428
-g8=D | IRREGULAR, ACTON *
The drug regimen of gaich resid nt r_nust be
reviewed at least once a month by a ||cen$ed
pharmagcist:
The pharmacist must repart any wregularlt:es to _
the attending physiclan, and Hie dirgotor of o ST it ﬁndmgs will be
nhursing, and these reports muat be acted upon ' addéd fo.c care plan aiid will be ‘
' reviewed at OPC meemngs :
. Consultant Phafmacist Medication
Regirer Revnew and Physunan
Notifigstion forms will be’ comp]eted by
This REQU|REMENT is not met as avidenced “Phariisgy monthly and pbr request. The
by. form wilt be reyiswed b \
Based on staff interview and edic&u record 8 v ;:ﬁg, ﬂzsesﬁg;f: will b
rewew, the facility failed to en ure drug regimen p d Aby hir em .
review recommendations wers acted upon for 1 i yh“ 56 mariagers 3 app“’p“me
of 19 sample residents {#5) who received prior fo physicianrevié. Risk/bénefit
medications. The findings were: ddcumichtation to assist in dose reduction
education and with signs of significant
Refer to F329 for details regarding fallure of the change.
facility to ensure that a drug regimen review + Interventions to assist in dose reduction
recommendation was acted upon for resident #5. atteripts will be reflected in the care
F 441 | 483.65 INFECTION CONTROI., PREVENT F 441 plans and will be reviewed at OPC
55=D | SPREAD, LINENS meetings. These forms will be located i
the resident chart urder the ph
The faciiity must establish and malntaln an section. pharmacy
Infection Control Program deslgned to provide a

FORM CMS$-2687(02-98) Previous Versions Obsolets

Evant ID; 0J0T11
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]DENT]FICATION'NUMBER .

. 53_503‘2:_

TAG

PRERX |

F 441
$8=D

' nursmg,

yslcian,'ancl the director of
and these repoﬂs miust be; acted upon.

This REQUIREMENT is not met as ewdenced
by .

medlca’tl@ns The flndmgs were

Rafer to F329 for detalls redarding failure of the
factity to ensure that a drug regimen review
recommendation was acted upon for resident #5.
483,65 INFECTION. CONTROL PREVENT
SPREAD LINENS P

The faclllty must establish and mamtaln an
Infec:tlon Control Program des!gnad to provide a

F 441

bé affécted by brf:abh of mfectior
- contrul practlces, sec mcasures '

"o 'Irmnedlate removal of .
shiatps contamers from -
hahdwasmng statloh May :
12 2011

Adl staff / remdents have p tential to

FORM 'cruis-zasmz-ss) brovious \l_arslona Oboclele

Evant 11; 0J0T11

: “'}u
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DEPARTMENT O ",HEALTH AND HUMAN SERVICES
. GENTERS FOR MEDICARE & MEDICA]D SERVICES '

(a) Infection Gontrot Prcgram
A y:;must astabllsh an Infection Controi

ppiie“"to an individual fesident; and
;record ef mctdants and corrective

ity must require staffto wash their
ch direct resident contact for which
g Is indicated by accepted
profasstonal practice.

{c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infaction,

This REQUIREMENT is not met ag evidenced
by
Based on observation, staff interview, and

Educatxon
. Rev1s1on of safe’c_y"',r oach fqrm ¢

Irnmediate educatlon and mterventlon W
occur for all dt‘scrcpancles B

1w

110

L 8;0‘:‘591
STATEMENT OF DEEIGIENGIES  |(X1) PROVIDERISURPLIERIGLIA %25 MULTIFLE cONSTRUGTION oy pat VEY
AND PLAN OF GORREGTION IDEN‘I’IFIGATION NUMBER: PR i GOMPLETED
A BUILRING -
‘ _ c
: Bas02z2 : _.osMz2201
NAME OF PROVIDER OR SUPF'LIER STREET ADDRESS CITY, STATE ZIP GODE ' o
800 W BTH ST
NOR E . :
PIONEER MA NURS]NG HOM GILLETTE, WY 82716 e .
(x,q) D SUMMARY STATEMENT oF DEFICIENCIES D PROVID AN OF CORRECTION B
PREFIR {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHCORR {E EACTION'SEDULDEBE - | COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS. REFERENC :D 7O THE APPROFRIATE DATE
. k e i _BE |C‘|ENG—Y) NN ORI S [ S
F 441 | Gontinued F F 441

FORM CMS-2507{02-09) Pravious Versions Obsglate
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DEPARTMENT OF HEALTH AND HUMAN 8ERVICES
CENTERS FOR MEBICARE & MEDIOAID SERVICES

OMBING. D936- 0391

STATEMENT OF DEFICIENGIES 3] F’ROVIDER!SUPPLIER!GLIA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER:

636022

{X2) MULTIPLE GONSTRUCTION
A. BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

c
0511212011

NAME OF PROVIDER OR SUPPLIER
PIONEER MANOR NURSING HOME

8TREET ADDRESS, CITY, 8TATE, ZIP CODE
p0D W 8TH ST

GILLETTE, WY 82716

x4 ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCI ES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATDRY OR LSG IDENTIFYING INFORMATION)

PROVIDER'S PLAN. oF CORRECTION

8] %8
PREFIX (EACH GORRECTIVE ACTION SHOULD BE COM[;’A.EEI‘ION

TAG CROSS- REFERENCED TO THE APPROPRIATE

DEFICIENGY)

F 441

Continued From page 27

y-recognized infection
3 led to provide an

cOnfrbI"gUEdélInes'. th .
réa‘'on 1 of 4 résident

apceptable-hand washin '
units. The findings were:

Observation on 6/09/11 at 4:20 PM showed a
hand washing area loogted in a grall slcove at
the nurses station I the secore unit, The hand
washing facility included a sink and wall-mounted
soap and paper towel d]spensers Two sharps
containers were 2lso observed in the haid
washing area; a large container was locatéd
immedately-adjacent to-the sink and directly in
front.of the soap dispenser, d smaller container
was-positicriad beneath the paper towel
dlspenser

Sharps contalners ara hard plastic waste
receptacks used for medical items that have a
point, sharp adge, or tip that can puncture the
skin‘and potentially ereate an Infeetion hezard.
Both containers in the hand washing area were
about 113 filled with langets, needies, blood
collection tubes, plastlctubmg, ard other
unidentifisd waste Several of these items
appeared to have bean usad to draw blood or
colléct finger-stick blood samples.

On 5/10/11 at 1:356 PM, CNA #2 was observed at
the hand washing sink. She slid the large sharps
container away from the soap dispenser with her
right hand on top of the contalner near the
opening used to discard sharps. Once she
washed and rinsed her hands, she pushed the
sharps container back foward the soap dispenser
and waved her hand In front of the paper towel
dispenser to trigger the auto-dispense function.
About 12 inches of paper towe! was fed from the

Faq
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JICES

CENTERS FOR MEDIGARE & MEDICAID SEl i
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE GONSTRUGTION . . WE
AND PLAN OF CORRECTION IDENTIFICATION NUMBZR: S GOMPLETED
A BULDING _
g B
53502_2_ | B. WING . 051212011

NAME OF PROVIDER OR sUPPLTE'ﬁ
PIOHEER MANOR NURSING HOME

900 WBTH ST

STREET ADDRESS CITY, STATE bt CODE

| GILLETTE, WY 82716

(x4) D SUMMARY STATEMFNT OF DEF]GJENCIES D “PROVIDER'S PLAN OF GORREGTIDN N 6)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENGED O THE APPROPRIATE DATE -
C i SR S e DEFICIENCY) e e
F 441 | Continued From page 28 F 441 06/26/11
dlspenser, the. Ieadlng edge rolted across the top :
rid- she
Inches of | paper. fowsl toa potentially
contamlnated surface
The Infeetion-control nuirse stated in Interew on. are provided nieet apphcable’
5/11111 at 11:50 AM sharps containars hould hot requiteineits fof laboratories. Thls will
be at a harid washing station, particularly wii be accomphshed by:
they.contalned infestious. materials: Obseivations e  Unit2;3-
on 5/11/11 at 1:50 PM revealed staff had ° . Glucose mammrmg reagenis
femoved the Eharps containers from the: hand (90 day test strip) and test strips
WBShmg Statk]n ) . (180 day tES_t Stl‘i_p) }abeled with
Title 29 of the Code of Federal Refulstions, Pait do notuse after stickets with
1010, Occupationsl Safety arid Health Stardards, appropriafe expiration dates.
Standard 1010.1030, Bloodborne Pathogsns, O8/2/11 . :
requires employers to prowde TE ' to o Glugsse monitoring logs -
handl washing fagilities in areas wherg potential téviewed and staff edcated o
exposire 1o blood or viter potehtially Infectlous need-to have-Jot numbers
material is possible. Further guidance fr logged when new Supp]les
Centers for Disease Control and.Prevention - openied :
{CDC), Guidelings for Hand Hyglane in o Jusiin time training regardmg
Healthcare Settings, 2002, recommends hand expeciations for ghicométer
washing be performed in a setling and a manher suppliés and exmrahon dtos
thiat preverits recontamination of tha hahds after 05211
washing. '
F 503 | 483.750)(1)(Hv) LAB SVCS - F AG PR OVIDED F 503 :1] residents with bedmde glucose momtormg will
8D | REFERRED, AGREEMENT ave the poténtial to be affected. -
All staff/ residents have potential to be affected by
If the facllity provides its own labaratory services, breach of infection control practices
the services must meet the applicable
requirements for laboratories specified in part 493
of this chapter,
If the facility provides blood bank and transfusion
services, It must meet the applicable
requirements for laboratories specified in Part
493 of this chapter.

FORM CM$-2667(02-09) Previous Versions Obsolote
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pec pecla :
aacordanca with the requirements of part 493 of
thls chapter

If tha facthty does not provide Iaboratory sarvices
it must have an agresment to obtain
ivices from a laboratory that meets the
pplic able reqmrernents of part 493 of th|s

¢ Lto comply with manufacturer‘s o
nts for whole. blood ghicose testing at 2
of 3 testlng lacations, The findings were:

On 5!1 1!11 and 5_{1 2111 the current lot numbers

ware reviewed on B/13111; the manufacturer
stated In the package inserts that. glucose test
strips have a 180-day open vial expirgtion date.
Simiarly, the llquid guallty control matérial was
noted o explre 90 days after opening.

Inspegtion of the vials containing test strips and
quallty control material failed to show that product
expiration dates were modified as required by the
manufacturer to reflect the open vial stabillty for
testing supplles found on units 2 and 3, Further

| STATEMENT OF DE (x1) PROVIDER!SUPPLIERIGL[A (X2) MULTIPLE GONSTROGTION (3) DATESURVEY
AND PLAN OF GORRECTIDN IDENTIFICATION NUMBER: S R AR -~ COMPLETED
: A. BUILDING SRR L
535022 B.WING,._ A
o . . &35 _ 061272011
NAME OF PRO'V’leR‘OR SUPPLIER Co L
PIONEER MANOR NURSING HOME
()(4)][) u Y?STA'I'EMENT OFDEFIOIENGIES ' (X6 T
PREFIX [EACH DEFICIENGY MUST BE PRECEDED BY FULL: 1 COMPLETION .
CTAG REGULATORY ORLSC !DENTIFYING INFORMATION] | DATE
FF 503 | Gontinued From page 29

discrepancies = - .
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
: CENTERS FOR MEDICARE & MED]CAID SERV[CES

(X2) MULTIPLE CONSTRUCTION - R %Y DATE BURVEY

STATEMENT OF DEFIGIENGIES (k1) PROVIDERISUPPLIERIGLIA
AND PLAN OF conm&cmn IBENTIFIGATION. NUMBER _ - GOMPLETED
_ A. BUILDING
C
| 535022 B WG 05/12/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P couE
L o 800 W BTH ST
PIONEER MANOR NURSING HOME _ | GILLETTE, WY 827 1 6 | )
) ID SUMMARY BTATEM ENT oF DEFICIENCiEs iD — PROVIDER'S FLAN OF "CORREGTION e -
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EAGH GORRECTIVE ACTION SHOULE BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS- R‘EFERENOED TOTHE APPROPRIATE DATE
- : DEFICIENCY)W, R
F 503 | Contifitied Fréin pegé 30, F 503 _ag2e
=sh»s:ets on 5/1 2!11 - '
‘ 'prov &s or obtain fa 16logy 3
diagnostic services.only. whf.:n ordered by the
attending physician
Interview with RN #2 and CNA #2 reveialed staff Resident # 107
had not read the manu iter's packags Insert »  EKG order discontimued 03/31/11
‘ g.supplles had . A]l res1dents h‘aVe the potentlal to b
reduced the
Pmducts potency oy 1 2 rocess for diagnostic tésting
acknowledged: they dld riot remetnber when the protess {or Ciagnoetic Jesting
current glucose test strips or quality.control e
materials were first opened and placed Into use. Systemi¢ Procésses;
Title 42 of the Code of Federal Regulations, Part e Review all stheduled diagnostio
493, Laboratory Requifements {aka Clin tests in conjumétion’ ‘with medical
Laboratory Iriprovemeit Amehdmant [CLIA), records and priient ofpmcess
requires that laboratory testing-perseihel-follow to et iostd
the manufeétursi’s requirements for use, storage, sure schey nostic tests
and exptratlon, Furth_er reagants and suppl;es are performed accordmg {0 schedulg
the correct expiratlon date o Assignmenit of Goordination of
_ : schediiled dJagnostlc tests to unit
F 510 483 75( k)(2)(|) ‘RA OLOGYfDIAGNOSTIC sVCS F 510 secretanes :
88=D | ONLY WHEN ORDERED -
. Develop process lo tngger staﬁ'
The facliity must provide or obtain radiology and awareness of scheduled diagnostic
other diagnostic setvicas only when ordered by tests
the attending physician, »  Staff education regarding process s fof
documentatlor_l_ of scheduled routine
This REQUIREMENT s not met as evidenced diagnostic testing
by: s  Review and revision of scheduling
Based on staff interview and medical record process
review, the faclity falled to ensure an
electrocardiogram (ECG) was performed every
six months as orderad for 1 of 12 sample
residents (#107)who had radiclogy tests ordered.
FORM CMS-2687(02-88) Previous Verslons Obsoleta Event Iﬁ:DJDT11 Facilily I0: Wyoo21 if sontinuation sheét Page 31 of 33
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 DEPARTMENT OF HEALTH AND HUMAN SERVICES - -~ e R R AR

CENTERS FOR MEDICARE & MEDICAID SERVICES. _OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUGTION (X5} DATE SURVEY
AND PLAK OF GORRECTION IDENTIFICATION NUMBER: , COMPLETED
A, BUILDING _
’ c
| ] 535022 B WiNG — 0511272011
HAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE
, 500 W BTH ST
O u o o
PIONEER MANOR N RSIﬂG HOME | GILLETTE, WY 82718 -
X4} ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION XE)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- * PEFIGIENGY)
F 510 { Continued From page 31 F 510
The findings were:
Review of the signed May 2011 phiyslclan's
recapitulation of arders for resident #107 showed
an order dated 12/8/08 for an electrocardlogrm
(ECG) every six months. Review of the medical
record, however, revealed no evidence an ECG
had been parformed in the past year. Interview
with the two unit managers on 5/12/11 at 9:15 AM
confirmed no ECG had been performed in the
past year,
F 5141 483.75(1)(1) RES , F 514
s8=p | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE
The facllity must maintain clinical records on each .
resident in accordance with accepted professional : . . 06/26/11
standards and practices that are complete; F 514 Comp']ete Accurate
accurately documented; réadily accessible; and . -
systematically organized, ' Medl_cal Recqr d
Pioneer Maner will ensure the facility
The olinical record must contaln sufficient maintains clinical records on each resident in
information to identify the resident; a record of the accordance with accepted professional
resident's assessments; the plan of care and standards and pragtices that are complete,
services provided; the results of any accurately doenmented, readily accessible and
preadmission screening conducted by the State; systematically organized,
and progress notes, Resident # 107
_ »  Update care plan to reflect current
This REQUIREMENT is not met as evidenced resident status Junc 2, 2011
by: _ ‘ S _ *  Verify with provider resident current
Based on medicgll record review and staff status regarding beard and clarify
interview, the facility failed to assure the physician order June 2. 2011
recapitulation of orders for May 2011 was e
accurate for 1 of 19 sample residents (#107). The _ o  Clarify with provider “no wound”
findings were! ‘ and orders for therapy June 2, 2011
Review of the physician's monthly orders for
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resident #107 showed the following orders which
were most lkaly inacsurate, aceording to an
interview with the two unit managers on 5/12/11
at 9:15 AM.

a. There was a 1/27/10 order "Do not shave
patient in future, may trim beard PRN."
Observation on all days of the survey revealed
the resident did not have a beard.

b. There was a 6/6/09 order for "physical
therapy five times per week for four weeks for
debriedement and dressing change." However,
observation and medical recerd review showed
the resident had no wound,

¢, Interview with the two unit managers on
5/42M11 at 9:15 AM revezled the above nhoted
orders weare still current valid orders based on
being signed by the physician on 5/4/11.
Continued interview revealad the nurses were
supposed to review all orders ohe week prior to
the physician's visit to see if any clarifications
were needed.

) A. BUILDING
B. WING c
535022 ) 0511212011
NAME OF PROVIIER OR SURPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
PIONEER MANOR NURSING HOME 900 W BTH ST
GILLETTE, WY 82716
(M4 I SUMMARY STATEMENT QF DEFICIENCIES 18} PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFIGIENCY MUST BE PRECECED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
I'514 continued
F 514 | Continued From page 32 F 514

All residents have the potential to be
affected by inaccurate physician orders,
Any orders recognized as inconsistent
with resident current condition to be
clarified and care plan updated. MDS
assessment and OPC team to verify and
clarify any inconsistent or inaccurate
orders during care planning process.

Systemic Processes:

s  Develop process to validate current
information for physician
s  Staff education regarding assessmen
intervention, evaluation and
documentation of the following
o Physician communication
and documentation of order
Outcome: 100% of orders will be reviewed
for accuracy
Nurse Managers or designee to audit 10
charts per week
Data will be collected, evaluated and reported
at monthly QA meeting with discrepancies
evaluated and investigated
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