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F 000 | INITIAL COMMENTS F00o| Preparation and sxecutlon of this

response and plan of correction does not
constitute an admission or agreement by

A recertification survey was conducted by the provider of the truth of the facts
Healthears Licensing and Surveys on 8/20/18 alleged or conclusions set forth in the
through ©/1/16,

statement of deflciencies, The plan of
correction is prepared and/or executed

The following catmmon abbraviations aré used solely because the provisions of federal

throughout this document: and state law require it, For the purposes
. of any allegation that the facility is not in

BIMS: el o i one Status rubstaukial compliance wih federal

GNA:I Certified Nurse Alde requirements of participation, this

BON: Director of Nuraing response and plan qf correction

ADON: Asglstant Director of Nursing constifirtos ﬁ-w fucility's allegaﬁon of

D3 Minimum Data Set compliance in accordance with section

LPN:I Licensed Practical Nurse 7305 of the state operations matmual.

RN: Reglatered Nurse F167

The facility will make the resulis

:::&:gg&'?:ggc%sggﬂg’matbm will be aveilable for_ examination and vn_rill post in
F 167 483.10c)(1) RIGHT TO SURVEY RESULTS - | F fe| LR s ichaseesite o resicents
55=8 | READIL '

Arseident has the right to examine the results of ;‘;’,‘,-'jeﬁi?,‘ff‘“o" willbe met as

the most recent survey of the facllity conducted by ¥:

Federal or State surveyors and any plan of Correction:

correction in effact with respect to the faclltty. The survey book was placed in the lobby MIIU

The faoility must make the resuits avallable for and is aocessible for anyone to view. :

examination and must post in & place readily Identification:

acoessible to residentz and must post a notice of o oation: e

thelr avallabilly Residents residing in the facility may be

: ' subject to this deficiency.

Systemic chanpes;

This REQUIREMENT Is not met a3 evidenced The facility will ensure that measures
by:
Based on obseyyatiot, \and reeldent and staft

the fqcllity faljd thensure survey O I

Pt ie N
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%) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORREQTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROBS-REFERESEGE‘?: l'lrsg "}T%EAPPROPRIATE DATE
and/ot systemic changes are put into
F 167 Continued From page 1 F 167 place will includs but not be limited to
results were posted in a location readlly ensuring that all survey results and
accossible {o all residents. The censue was 62, approved plan of correction if applicable
The findings were: are availablo in & readable form, such as a
, binder or notobook and have not been
1. Ohservation on 8/30/18 at 11:30 AM showed altered by the fasility unless authorized
survey results were in a binder located in the by the State egency, and are available to
facllity "nook." Further observation showed the residents without he:ving to ask a S&fE
-| vinder was In a ptastic holder mounted on the wall person, The survey results have been
beslde a ohalr, with a sheif and antique radio p,aced'm the lobby next to the
placed In front of the mounted halder, which receptionist area, The Nussing Home
obstructed access. Administrator will ensure the binder
2, Group interview with 8 resldents on 8/30/16 at | always has the most recent survey results.
10 AM revealed none of fhe residents Monitoring:
particlpating were able to verify the location of the The Nurstes Homo Administeato
gurvey results, and they were r&:t aware they had dosigneo wgl monitor mopthly m’;’:sure
the right to revisw survey resuts. the survey book is visible to all residents
s ntaniey it tho odmisaor, DON ity e
on at7 confirmed the ot s i
sur'iwc?y results wers not easlly accessible to the ffri?séiem:ndeﬁglb‘iiﬁ ?ﬁf?geitt;‘?y”
residants, ' iyl .
F 225 | 453 19GKIH, 002) - E I et
§8=E | INVESTIGATE/REPORT Quality Improvement/Quali
ALLEGATIONS/INDIVIDUALS Niausgemont O v B oty
The facliity must not employ individuals who have Q‘!g““’ Aﬂg‘gf‘we Program under the
been found gulity of abusing, neglecting, or tgk:: r:‘we o dai'fAdm’mW“t‘”_‘l’{‘él, revisw
mistreating residents by a court of law; or have the report, and it necessary, will direct an
had a finding entered info the State nurse alde tmprovement plan.
registry concerning abuse, neglect, mistreatment
of reskients or misappropriation of their property;
and report any knowledge it has of actions by &
court of law agalnst an employes, which would
indisate unfitness for service as a nurse alde or
other faclilty staff to the State nurse alde registry
ur licansing authorities,
FORM CMS-2587{02-86) Pravious Veralona Obaolste Event ID:X4QC11 Pacility D; WY0008 it continuation sheat Pape 20027
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results Wéré posted in a [ocation readlly ‘
| aceéssible to all residents. The census Wwas 62.
The findings were:
1. Obsarvation on 8/30/16 at 11:30 AM showed
survey résults were In & binder located In the
facllity "nook.” Further observation showed the
binder was In a plastic hélder mounted on ths wall
bégide & chair, with @ shelf and antiqué radio
placéd In front of the molinted holdeér, which
obstructed accees.
2, Group Interview with 8 residents on 8/30/16 at
10 AM ievealed nohe of fhe residents
participating were able to verify the location of the
survey results, and they were not aware they had
the ﬂght to review sutvey results,
3. lntervlew with the admlnlstrator DON, and
ADON on 8/31/16 at 7:10 PM confirmed the
survey results were ot easily accessible to the
| residents.
F 225 [ 483,13(c)(1)(il)-(ii), (c)(2) -(4) F225| F225
§saE | INVESTIGATE/REPO '
ALLEGATIONSIINDIVIDUALS This REGULATION will be met as
evidenced by: .
The facility must not employ Individuals who have . fiLe
baen found guilty of abusing, neglecting, or Corrective Action: ‘DIIU
‘mistreating residehits by & court of law; or have The staff members rcspons1ble for not W ‘ '
had & firiding entéred into the State nurse aide reporting the abuse allegations related to '
ragistry conceming abuse, neglect, mistreatment resident # (30, 31, 34, 33, 39, 46) have
of residents ér mlsapproprlatloh of their property; been reeducated on ensuring the results of bj e ¥R 3 'om o)
and repoit any knowledge It has of actions by a all investigations are reported to officials
court of law against an emplayee, which would in accordance with State Law including to D {reedor ) h“-’%
Indicate unﬂmt:ss for service as a nurse aide or the State survey and cerﬁﬁcg{ign agency. Saned 72y
other facility staff o the State nurse alde registry o e dadt y ‘of
or licenisirig authorities. ‘W?\‘ wmiidens %ﬁ \’ﬂ%g 100 ke ¥
?5"] on At Ll 4 8- ey
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TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG . CROSS-REFERENGED TO THE APPROPRIATE DATE.
DEFICIENCY)
F 225 | Contified From page 2 F 225! 1p addition, the staff members responsible
The facliity must ensure that all alleged violations for reporting abuse allegations will
invelving mistréatnient, neglect, of abuse, complete the facility’s investigation i
including injuries of unknown source and checklist for each investigation.
misappropristion of résident property are reported . Identification:
immediately to the administiator of the facility and Residents who reside at facility are at
to otfier officlals In accordance with State law yisk. Thore have b farch
+{ throuigh established procedures (Including to the potential ris e “f riher
State survey and certification agency). allsgations of abuse that were no
reported.
The fatility must have evidence that al! allagsd Systemic changes:
violatiofis are thoroughly investigated, and must Beginning September 19, 2016 and
prevent further potential abuse while the continuing up until the allegation of
investigation is In progréss. . compliance the Staff employed at
Worland Healthcare have been in-
Thie results of all investxgatlons must be reported serviced regarding the timely and
to thé administrator &r his dasighated accurate reporting of all abuse allegations
répresentative and to other officlals ih accordance * to the Interdisciplinary Team, Residents,
with State law (intluding to the Steite survey and families and staff will be able to report
cetfcﬁcatlon agancy) within 5 Worklng days of the concerns, incidents and grievances
ihcldént, and if the alleged violation Is verified without fear of retribution. Facility
appropriate corrective action must be taken, supetvisors will immediately correct and
intervene in reported or identified
situations in which abuse, neglect or
misappropriation of resident property is at
This REQUIREMENT Is not met a8 evidenced tisk for occurring including conducting an
by:. investigation of an alleged abuse/neglect,
Based 6 medical record review, staff and misappropriation of resident property and
resident Interviéw, review of incident reports, " reporting to appropriate agencies in
review of policy ahd procedtires, and review of accordance with state law. The
the State sutvey and certification agency incident jnvestigation will follow the investigation
log, the facility falled to thoroughly investigate 7 of checklist and will include interviews of
8 Incidents reviewad (Involving residents #30, other residents as well as staff members
#31, #34, #39, #46). Additionally, the facility falled and the facility will investigate all
to report 5 of 8 Incidents reviswed to the State pattemns, trends or incidents that suggast
survey and certification agency. The findings the possible presence of abuse, neglect to
were: :
1, Revisw of four incidénts which involved verbal
altercations between resident #46 and resident Sl . B o L
FORM cms-zsw(uzan) Previous Veralons Obsolete Event ID: X4QC11 Facilly ID: WYG008 if continustion sheet Page 3'6f27
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F 225 | Continued From page 3 F225|  include bruises of unknown origin or

#39 between 7/22/16 and 8/16/18 were not
investigated thoroughly. The following concemns
were [dentified:

a. Review of an incident report alleging verbal
abuse dated 7/22/16 showed the residents were
involved in a verbal aitereation, The facllity was
unable to provide any evidenca of an
investigation of this incident. Review of a social
servicé progress note dated 7122/16 showed the
social services director (SSD) met with resident

#39 concerning hisiher verbal threat toward

resident #48, Further, the note Indicated resident
#39 admitted to using Inappropriate lahgtiage

| towards resident #46 including telling the resident

to "shiit up"” and using profanity. The note did not
include any summation, résolution, or any
interventions. Further, there was fio eviderice of,
reisident or staff intefviews regarding the incident
Review of the State survey and cértification
agency Incident log showed ro evidence the

| allegattion was reported.

b. Review of an Incident report a!leging veibal
abuse dated 7133116 ehowed the Incldent report
haid no detalls of the altercation. The facility was
unable to provide any evidence of an
investigation of the Incident, Furthér, there was
no évidence of residerit or staff Interviews
ragarding the Incident. Revisw of the State survey
aid certification agency log showed no evidence
the allegation was reported.

¢. Review of an incldent reporting alleging
verbal abuse dated 8/1/16 showed the incident
report had no details of the altercation. Review of
the State survey and certification agency log
showed no avidence the allegation was reported.
Review of a soclal service progress note dated
8/6/16 (5 days after the incident) showed the SSD
mat with resident #39 to discuss what was going
on between the resident and resident #46, The

misappropriation of property, identified
through analysis conducted by the Quality
Assurance apd Performance Improvement
Committee, with intervention, reportinig
or policy/procedure modification
conducted as appropriate. The Social -
Service Director or designee will present
all current and ongoing investigations
including completion of staff and resident
interviews, interventions and any
summation or resolution regarding each
investigation, and completion of reporting
to officials in accordance with state law
including to the state survey and
certification agency.

Monitoring:

The nurse management team will monitor
effectivensss of the system through
review of the 24 hour report in the
moming stand up meeting, and through

- investigation of incidents for patterns, or

trends that may indicate the presence of
possible abuse. The Director of
Nursing/Designee will review
incident/accident reports and grievances
monthly for three months then quarterly
thereafter to ensure any
incident/grievance that may indicate
abuse has been investigated and
appropriately reported if indicated. Issues
identified will be reviewed by the quality
improvement tearh to ensure the system
has been implemented, sustained and
evaluated for it's effectiveness.
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F 225 | Continiued From pége 4 - . F225
\ note showed resident #39 told the soclal services
director that resident #46 attempted to engage in
conversation with him/her. The soclal sefvices
note showed resldent #46 became agitated when
resident #39 would not talk to him/her and
knocked over a facllity ash tray. The facliity
implemented an Intervention of having the
residents smoke In different areas; however, no
summation or resolution was Included in the note.
Further, thers was nd eviderice of addftioral
resident or staff interviews regarding the Incident.

" . Review of ah Incident dated B/16/16
showed the police ware called by resident #46
betause "fthe resident] was afrald for [his/her]
life." Review of the State survey and certification
agency Incident log 8tiowed ho évidénce the .
Incidant was reporéd. Review of a sodial séfvice ' - C
progress tote dated 8/17/18 revealed the 8SD : : co
meét with resident #39 to discues the incident,
Resident #39 was reminded to smoke outéide
hall 3; however, a summetion, resolution, or any
intarvéintions to kéep the residents safe wére not
included, Fuither, there was no evidenca of
additionial resldent or staff interviews régjarding
the Incldent. N
@, Interview with resident #46 on 8/30/16 at

11 AM revealad the resident did not feel safe and
statad "Why do | have to live somewheére where |
am so scared?”

2. Review of an incident betwaen resident #31
and resident #30 dated 7/27/16 showed the two
wereé involved a physical altercation. Resident
#30 allegedly Grabbed resident #31 and
*slammied" him/her into the wall. The Incident was
reparted to the State survey and certification
agency. Review of the investigation shewed

| tésident #30 and resident #31 were being
.| monitoréd for safety. A physical asgessment was R )
FORM CMB-2587(02-58) Previous Varsions Ohbsoleta T Bvent I X4QCH Facilty 1D: WY0003
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[
TAG

' BUMMARY STATEJENT QF DEFICIENCIES
{EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

T+ PROVIDER'S PLAN OF GORRECTION ey
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TAG cnoss-REFERENcEDTOTHEAPPROPmATE AR |

DEFIGIENCY) :

F 225

Continued Fram page §

cotmpleted, and monitoring of vital signs was
started on resident #31. The investigation did not
in¢lude any surrimation, resolution, or.
interventions. Further, there was rio evidence of
resident or staff interviews regardirig the incident.

3. Review of an incident betwaen resident #46
and a family member dated 7/28/16 revealed the
farnily member "slapped” the back of the
resident's head. This Incldent was reported to the
State sutvéy and certification agehcy; however,
teview of the Investigation showed no
intérventions were In place to ensure the
resident'’s safety, Further, there was no evidenice
of resident or staff interviews regarding the
incident.

4. Review of an Incident between resident #34
and resident #35 dated 8/8/16 showed resident
#35 Kicked resident #34 and resident #34 kicked
fesident #35. The facility was unable to provide
any eviderice an Ihvestigation into this Incldent
was comiplete. Review of the State survey and
cartification agency log 'showed no avidence the
allegation was reported.

5. Interview with the SSD on 8/31/16 at 5:40 PM
confirhed the incidents were not reported to the
State survay agency and were not Investlgatad
thoroughly.

6. Review of the FiveStar Quality Care, Inc.
Abuse Prohibition and Pravention Program policy
jast revised 10/1/12 revealed "5.1 Reporting
Requirements...All employeee and Fagcilities have
an obligation to raport all allegations of abuse or
neglect, injuries of unknowri source, and all

substantiated Incldents to the appropriate state

F 225
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F 225 | Continued From page 6 F 225
authorities, including the State Certification
| Agency and all other agencles as required,
immediately, but no later than 24 hours after the
allegation or occurrénca." Further, "5.6
Investigation...A complete investigation will be
canductad for any allegation of abuse, neglect, or |’
any injury of unknown source Iin accordance with
the procedures sst forth In the Incident/Accident
Investigation Policy. A report of the investigation
will be provided to the appropriate state agency
with five (6) working days of the incldent..."
F 241 | 483.16(a) DIGNITY AND RESPECT OF F 241
s5=D | INDIVIDUALITY
. F241
"| The faeility must promote care for residents In a
marner and ih an environmerit that maintains or The facility will promote care for
enhantces edch resident's dignity and respect in residents in a manner and in an
full recognition of his or her Individuality. environment that maintains or enhances
each resident’s digpity and respect in full
: recognition of his ot her individuality.
This REQUIREMENT Is not met as evidenced hu“ Cf
by Corrective Action: {0
Based dn observation, medical record review, 1. Resident #57 is beipg provided with 10676
and staff intarview, the facility failed to maintain assistance with he ggl%oual hygiene
the dignity of 2 of 13 sample residents (#13, #57). which includes washing soiled hands and
The findings were: face before and after meals and as i (')I (e [Kl
needed. '
1, Review of the 7/8/16 quarterly MDS 2. Resident #13 no longer resides at the ’M
‘assessment showed resident #57 was sevarely facility.
cognitively impaired with a BIMS score of 0, was
rarely urideretood, and required the extensive On or before the allegation of
asslstance of 1 person for personal hygiene. The compliance, the Director of Nursing and
followihg concems were ldentified: or designee provided re-education to
a. Observation on 8/30/16 at 8:60 AM showed mursing staff reparding treating residents
the resident was brought out of the dining room with respect and dignity, specifically
and positioned near a wall by the nurse's statioh,
At that time, the resident had visible nasal
draihage dripping down the resident's face onto
FORM CM8-2667(02-08) Previous Varsions Obsolute Event ID:X4QC11 Facility I0; WY0008
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showed the resident was seated near a wall by
the nurse's station and had finished eating Ice
cream without assistance, The resident had ice
cream on his/her face and clothing. At 7:65 PM,
17 minutes after finishing the ice cream, the
activity director asslsted the resident in cleaning
his/er face and clothing.

2, Review of the 8/23/16 significant charge MDS
assessment shawed resident #13 was severely
cognltively impaired with a BIMS score of 01. The
resident was completely dependent on the
asslatance of one staff person for eating and
personal hygiene. The following concems were
identified.

a, Observation on 8/30/16 from 7:36 PM fo
7:50 PM showed the resident was seated in
his/har wheslchair In the 100 hallway near the
nurse's station. The resident was slouched over
with his/her oxygen nagal cannula laying on
his/her lap and drool was hanging from the right
side of the resident's mouth, Two CNAs and one
RN passed by the resident before the resident
was taken to his/her room at 7:50 PM.

b. Observation on 8/29/16 at 545 PM
showed the resident was geated In the dining
room in hig/her wheelchalr, There was a small
bowl of nactarine glices placed on a tray table in
front of him/her, The resident attempted to feed
him/hersalf the nectarine slices with a welghied
fork and spllled thern onto his/her lap and the side
of the wheelchalr. RN #1 plcked up the spilled
nectarines from the resident's lap and wheelchalr

The facility will provide care for residents
in a manner that respects and enhagces
each resident’s dignity, individuality, and
right to personal privacy. “Dignity”
means that interacting with residents
during cares, staff carries out activities
that assist tho resident in maintaining and
enhancing self-estoom and self-worth.
Care for residents in a manner that
maintaing dignity and individuality
includes ensuring they are in clean
clothes/shoes and that they are assisted
with grooming before and after meals and
as needed,

Starting September 19,2016, and up to
the date of compliance, the staff
Development Coordinator or designee
will in-gervice staff on resident dignity.

Monitoring;

Pacility managers will monitor to ensure
resident’s dignity is maintained through
the general rounds/observation
monitoring program at least 3 times
weekly for one month, then weekly for
ono month and as nesded until facility
determines substantial compliance has
been met. During these rounds, facility

0%4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EAGH DERICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG eRm'REFEREQS,ﬁg,Eﬁ CT‘};)E APPROPRIATE E
i 241 | Continued From page 7 F 44| ensuring resident’s faces are washed after
Is .
his/her pants, During the obsarvation, 3 staff meals and as needed
members passed the resident and did not provide Identification
assistance. The resident recelved assistance by . . -
. Residents who reside at the facility are at
ranr;nmgdserat:gsd gtaff member at £;12 AM, 22 Dotential risk.
b. Observation on 8/30/16 at 7:38 PM Systeric Changes:

FORM CMS-2667(02:89) Previous Versions Obzolets
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" NANE OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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F 241 | Continued From page 8 F 241 managers will be ensuring care is provided for
pag residents in & manner that maintalns dignity
and placed them back In the bowl with the and individunlity includes ensuring they are in
resldent's fork. The nurse then fed the nectarines clean clothes and that they are assisted with
to the resident with the fork. grooming before and after meals,
Purthet review monitoring wifl be done
3. Interview with the adminlstrator, DON, and through the Resident Council, the facility
ADON on 8/31/18 at 7:10 PM verlfied the dining grisvance process, ombudsman, and family
situation for residant #13 was not dignified, and ﬁ*fbaﬁkwﬁm“‘; fhrough these reviews will
added "staff members should never plek up food Hentifiod will be re&’ﬁfyna’é‘gs“atalgs“es
off a residents lap and feed It to them." Further, et Pelano T
the expectation was that the staff member obtain Committes for process hnpgovemem to ensure
new food and utensils for the reskiant, Continued the systemn is inaintaincd and cvaluated for its
interview revealed staff were expected to clean effectivencss,
resident's faces and hands when they are diry so
the resident does not feal undignified.
F 253 | 483,15(h)(2) HOUSEKEEPING & F 253
$8=E | MAINTENANCE SERVICES

1 This REQUIREMENT s not met as evidencsd

The facllity must provide housekesping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable Interior.

by:
Based on obsarvation and staff interview the
facility falled to provide a sanltary and
well-malniained anvironment in 4 of 6 hallways
(100, 200, lobby, service) In the buillding. The
findings wers:

1. Obsatvation on 8/31/18 at 3,08 PM showed
room 101 had 7 tiles that measured 12 inches by
12 Inches and were broken, oracked, or chipped
with a black substance In the damaged areas,

2, Observation on 8/31/18 at 3:10 PM showad the
carpet outslda the clean linen ckoset had 2 tears,
Ons tear measured 3 1/2 Inches by 1/2 inch and

F253

The facility will provide hougekeeping
and maintenance services necessary to
maintain & sanitary, orderly, and
comfortable interior.

Corrective action:

1. The broken, cracked and chipped tiles
in room 101, room 402 and room 407 will
be replaced by the maintenance
supervisor on or befors the date of
compliance.

2, A bid will be acquired from a local
vendor to replace the thitty-two tiles in
roowm 307 on or before the date of

- compliance.

3. A bid will be acquired ftrom a local

1

/i

10/38418

1j7/i¢

1928716

\\/7//6

6
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“RAME OF PROVIDER OR SUPPLIER STREET ADDRERS, GITY, GTATE, 2IF GODE
. . 1601 HOWELL AVENUE
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’ UMMARY ‘ ' i PROVIDER'S PLAN OF CORRECTION .
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TAG REGULATORY OR LSC INENTIFYING INFORMATION) TAG cRoss-nsraneggglg l,;g CT%EAPFRDPRIATE OATE
F 253 | Continued From page 9 - F263| vendor for replacement of the carpet on
the other tear measured 2 1/2 Inches by 1/4 inch. Haltways one, two, three, four, and
employes offices with carpet squares on W ‘1/ b
3, Observation on 8/31/16 at 3:11 PM showad the or before the date of compliance.
carpet in front of the "service hallway" had an 4, A bid will be acquired from a local 2
area that messufad 92 Inches by 50 Inches édnd vendor to replace the flooring in the lobby | 9P
had a black discoloration, Further, the carpet was and the hallway connecting Nurse’s
worh negir the tfansition strip and appearéd to be Station one and two with Nurses’ Station ;
srnooth and black. three and four with Luxury vinyl Plankon | ﬁ//é
or before the date of compliance.
4. Observafion on 8/31/16 at 3:12 PM showed the 5. A bid is being acquired from a local \,lek
*service haliway” had 103 tiles that measuted 12 vendor to replace the tiles in the service 14@(
Inchiss by 12 inches and were broken, cracked, or hallway, kitchen, dry food storage area, ’
chipped with a black substance in the damagid therapy gym, the end of hall two and the
areds, ) end of hall four solarium with Luxury i
vinyl tile, v vl be ekl
5. Gbservation on 8/51/16 at 3:13 PM showed the , : ! ,.“Pmrfo-e‘, u/v}lf}ﬁ Sor cqmirE,
carpet outside of the dléh room had &n &rea that Tdentification @7 foc DET
measured 34 inches by 7 inches and was wormn The Nursing Home Administrator and
ahd diagolored, Maintenance Supervisor conducted visual
rounds at the time of survey to identify
6. Obsgrvation on 8/31/16 at 3:14 PM showed the other potential issues. No other issues
carpat cutside of the maln dining room entrancs, were identlfied. Residents residing at the
next to the dish room, had an @réa that measurad facility are potentially affected.
36 Inches by 24 inches and was wom and
discolored, Systemic changes
. The Nursing Home Administrator,
7. Obsérvation on 8/31/16 at 3:18 PM showed the Maintenance Supervisor and facility
carpet In front of the 300/400 nurse's station had management team will conduct visual
an arsa that measured 132 Inches by B5 inthes rounds to ensure that the facility
and waa stained with an unknown substance, maintains a sanitary, orderly, end
. . comfortable interior, Starting at the time
8. Observation oh Bf31/16 at 3:18 PM showed the of survey and up to the date of
carpet outslde the Aursing office had an area that compliance the Administrator/designee
miséisured 48 inches by 48 inches and wes will in-service facility staff on )
stainad with an‘ unknown substance, FUI‘lhBr, the communication of maintenance and
carpet In front of the drinking fountain had an
aroa that measured 26 inches by 16 inches that
was stained with an unknown substance,
FORM CMS-2667(02-6) Pravious Vetelond Ohaslele Evant ID:XAQC11 Facitty ID: Wy0a0B If continuation shest Page 10 of 27

r:}us 1O ctfmae
wpon ¢ changes



16/13/2816

17:33 13873472254

(

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

WORLAND HEALTHCARE

PAGE 13/32

PRINTED; 09/18/2018

STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION fs {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING Iop, COMPLETED
‘1/4
536048 B. WING . 09101/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP 0QDE
1801 HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILITATION CENTER  WORLAND, WY 52401
X4 D SUMMARY STATEMENT OF DEFIGIENCIES ] FROVIDER'S FLAN OF CORREGTION {XB).
PREFIX EACH DEFICIENSY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG EGULATORY OR LG [DENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 253 | Continued From page 10 Fos3| housekeeping concerns via work orders

B, Obsarvation on 8/31/18 at 3:18 PM showed an
area outside of room 402 that measured 10
Inches by 1 Inch whera the carpet was no longer
secured to the flooring and was ralsed 1/2 inch,

10, Obeervation on 8/31/16 at 3:18 PM showed
the carpet outside of room 403 had an area that
measured 7 Inches by 2 Inches and an arga that
measured 5 Inches by 1 inch where the carpet
was no longer secured to the flooring and was
ralsed 1/2 Inch,

11, Observation on 8/31/18 at 3:22 PM showed
the carpet outsids of room 406 had 2 areas that
measured 12 inchas by 1 Inch whare the carpet
was no longer secured to the flooring and was
ralzed 1/2 Inch.

12, Observation on 8/31/16 at 3:23 PM showed
roam 407 had 3 tiles that measured 12 inches by
12 Inches and were broken, cracked, or ¢hipped
with a black substance In the damaged areas.

13. Obsarvation on 8/31/18 at 3:31 PM showed
room 402 had 3 tiles outslde the bathroom that
measurad 12 Inches by 12 Inches and were
broken, cracked, or chipped with a black
substance In the damaged areas.

14, Observation on 8/31416 at 3:34 PM showed
the carpet outside the main dining room entranoe,
on the 300 hall, had a worn area that measured
38 inches by 15 Inches and had black
discoloration,

15, Qbservation on'8/31/16 at 3:38 PM showed
room 307 had 32 tiles that measured 12 inches
by 12 inches and were broken, cracked, or

chipped with a black substance in the damaged

jocated at the Nurse's Station and on the
24 hour report. The Nursing Home
Administrator will provide oversight to
ensure identified issues have been
resolved,

Monitoring

The Maintenance Director, Housekeeping
Director, and Nursing Home
Administrator or designes, will conduct
monthly environmental rounds in order to
identify outstanding housekeeping and
maintenance issues with overall oversight
provided by the Nursing Home
Administrator or designee. Findings will
be presented to the Quality Agsurance
Performance Improvement Committes
monthly for 3 months and as needed.
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F 263 | Continued From page H F 253
areas,

18, Observation on 8/31/16 at 3:40 PM showed
the facility lobby carpet had an area that
measured 27 Inches by 30 inches and an area
that measured 128 Inches by 50 inches that were
stained with an unknown substance. Furthar, the
carpet had a seam thet measured 70 Inches and
was wormn atd separated,

17. Qbservation on 8/31/16 at 4:30 PM showed
the 400 activity room had an area on the floor that
measured 60 Inches by 24 inches and was
stained with an unknown substance,

18, Obssyvation on 8/31/16 at 4:32 PM showed
the 400 activity room hed 10 tiles that measured
12 Inches by 12 inches and were hroken,
cracked, or chipped with a black substance in the
damaged areas,

18, interview with the maintenance direotor on
8/1/16 at B;16 AM revealsd the oarpet in the
facllity was "very old" and when the facility
cleaned it more stains appeared. Further, it was
confirmed that the black discoloration on the {les
was because they were broken and they could no
longer be effectively cleaned, F274
F 274 | 483.20(b)(2){H1) COMPREHENSIVE ASSESS F 274

A facility- will conduct 8 comprehensive
sa=D | AFTER BIGNIFICANT CHANGE : assessment of & resident within 14 days

after the facility determines, or should
have determined, that there has been a
significant change in the resident’s
physical or mental condition,

A facllity must conduct a comprehensive
assessment of a resldent within 14 days afler the
facility determines, or should have detarmined,
that there has been a significant change In the
resident'a physical or mental condition, (For
purposé of this section, a significant change
means @ major deciine or improvement In the

FORM OMG-23087(02-08) Previous Verslons Obsoleta Evant I AQCH Faolitty 1D; WY0008 If continuation shest Page 12 of 27
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¥ 274 | Continued Frorh page 12 F274; Comective Actfon: ‘

résldent's atatus that will not normally resolve
itelf withaut further intervention by staff or by
implementing stindatd diseaze-related clinical
Intervetitidhs, that has an Impact on mora than
ohe drea of the realdent's health stehus, and
requiras Interdiscipiingry raview or tevision of the
care plan, or botf,)

This REGIUIREMENT s nat met as evidenced

by: .
"Bazat on stafl intarview, medical record raview,

&l review of the Residént Assessment

Instriimrit User's Manual, the facllity falled to
ansure & sighificaint change assessiment was
catrpletal for 2 of 3 residents (13, #44) who

| redulrad-sighificant change assessments, The

firdings ware

A. Review of the medical racord showed resident

#13 whd adimittéd to the faclity on 2/3/14 with

 diagriosés whichi Included demeitia, Parkinson's |

diseaze, repeated falls, fatigue, and muaclé
weakriess, Reviaw of the 4/29/16 anfusl MDS
askaseriant showed the resident requiired the
éxterisiva dssistance of 1-2 paople with bed
imcbiity, transfers; dressing, tolleting, persbhal

. | hyglene, and bathing; total asslstance of 1 person
‘with locomotion oh aridl off the unit] and

supervision with eating and no extremlty
impalriiént. The assessment further showad the
ranldent hiad 1 fall without Injury sincd admission,
The followirg conicerrs were idenitified:

a, Revisw of nursing progreds notes dated

| 7r23/6 and timedl 15:30 PM showed the resident

sustained a dght hip fracture, with subsequent
siirgical repdlr on 7/23/8. The resident was
readmitted to the facillty on 7/26/18.

b. Réview of the 8/2/16 quarterly MDS

change in statns assessment was
completed on resident # 13,

2. On September 22, 2016 a significant
change in siatus assessme twas
completed on res:den;#’#

J. On September 23, 2016 a significant | _ | u,lw
o

Identification: 4
On or before the date of compliance, all o
residents will be reviewed to determine if
a significant change in the resident’s
physical or mental status has occurred, If
a significant change in status ls
determined a significant change in status
asscssment will be- completed.

All residents who reside in the facility are
found to be potentially affected,

System Changes:

Ths Interdisciplinary Team will review
the status of residents each quarter, If the
team determines that a significant change
has ocourred ths assessment will be
completed by the 14th calendar day
following the deternination. The
Interdigeiplinary Team hes been in-
serviced with regards to this process. The
Dirvector of Nursing or Designee wﬂl
overses fhis process.

Monitoring;

The Minimum Data. Set Nurse or
Designee will review 3 records of
residents each month to determine if there
is & decline or improvement consistently
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F 274

Continued From page 13

assessment showed the resident required the
total assistance of 2 or more people with hed
mobiiity, transfers, tolleting, and personal hyglens
and the extensive asglstance of 1 person with
eating.

¢. Further review of the meadical record failad
to show a sighificant change MDS assessment
was completed,

2. Review of the medical record showed resident
#44 was admitted to the facility on 9/10/15 with
diegnoses which Included depression, cancsr,
atrial fibrillation, heart faliure, hypertension,
paripheral vagcular disease, gastroesophageal
refiux disease (GERD), thyroid disorder and
cerebral vascular accident (CVA). Raview of the
9/17/15 admisslon MDS assessment showed the
rasident with & pain score of "0", Indicating nc
paln presence, This assessment also showed the
resident was glven a soore of ‘0" for urinary
canfinence, Indlcating s/he was continent of urine.
The following concerns were |dentified:

8. Review of the 6/19/18 quarterly
assaasment showed the resident had paln which
was recorded as frequently present and of
moderate Intensity. Further, the resident was
frequently incontinent of urine.

b, Review of a doctor's progress note dated
8/9/16 showed the resident had "DX [diagnosis]
of lumbago; the dispomfort is most prominent in
the lumbar spine. [S/he] characterizes it as
constant. This Is a chronic problem, with
essentially constant pain."

c. Further review of the medical record falled
to show a significant change MDS agzessment
was complated.

3. Interview with the MDS coordinator on 8/31/16
at 7:10 PM confirmed significant change

F 274

noted on two or more areas of decline or
two or more areas of improvement.
Issues identified will be corrected at that
time, The Minimum Data Set Nurse or
Designee wlill report her findings to the
Interdisciplinary Team at the Daily
Leadership Meeting. Negative trends will
be action plarmed and prioritized for
process improvement during the monthly
Quality Assurance Performance
Improverent process.
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: 538048 B, WING
" NAME OF PROVIDER OR 8UPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1801 HOWELL AVENUE
L WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82401
(X4) IO SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION

D (x8)
. PREFIX éEAcH DEFICIENOY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION 8HOULD BE OOMPLETION
Y EGULATORY OR L&G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE

DEFICIENGY)

09/01/2018

F 274 | Continued From page 14 F 274
asgegsments should have besn completed.

4. Review of the "CMS RAI verslon 3.0 manual
showed “,,.04, Bignificant change In status
assessment (SCBA) (A0310A=04).., other
condition= may not be permanent but would have
such an Impact on the resldent's overall status for
more than twe weeks that they would require a
comprehensive assessment and tare plan
revision, For axample, & hip fracture may be
viewed a8 a translent condition but It would
generally have a major impact on the resident's
functional status in more than one area (e.g.,
ambulation, tolleting, elimination patterns, activity
patterns)..." Continued review showed “...Decline
In two or more of the following...any decline in an
ADL (activities of dally living) physleal functioning
araa whare a resident is newly codad as
Extanslve assistence, Totel dependence, or
Activity did not occur since last assessment.”
Further, the RAI stated a significant change
assessment is appropriate when ", Therels a
determination that a significant change (either
improvement or deoling) in a resident's condition
from histher bassline has ocourred as Indicated
by comparieon of the resident's current status to
the most recent Comprehensive assessment and
any subsequent Quarterly assessments..,”

F 284 | 483.20(1)(3) ANTICIPATE DISCHARGE: F 284! F284
$8=p | POST-DISCHARGE PLAN
When the faoility anticipates discharge a
When the facllity anticipates discharge a resident + resident will have & discharge summary
must have a discharge summary thet includes a that includes a post-discharge plan of care
post-discharge plan of care that is developed with that is developed with the participation of
the participation of the resident and his or her the resident and his or her family, which
family, which will assist the reskient to adjust to
his or her new llving snvironment,

FORM CM&S-2687(02-69) Previous Verelons Obeclele Evont ID: X4QC14 Faclilty I WY 0008 ¥ ooniinuation sheet Page 16 of 27
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BTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE CONSTRUGTION fs (%) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 7, y COMPLETED
k,
T 536048 BWNG, oo | 0810772016,
NAME OF BROVIDER OR BUPPLIER ‘ ‘ STREET ADDRESS, CITY, STATE, 2JP CODE L
. . , e i 1501 HOWELL AVENUE
. WORLAND HEALTHCA!:!E AND fﬁmlmfﬁgu ?Ema WORLAND, WY 82401 e
2) 1 SUMMARY STATEMENT OF DERICIENCIES 10 SROVIDER'S PLAN OF CORRECTION ok
BEEL PREFIX EAC ‘ 8n e GORPLETION
M| ponstEoMIRSEI | Er | GHERRERRORINNG. | "
, F 284 | Continued Erom page 15 F284| will assist the resident to adjust to his or
her new living environment, -
This REQUIREMENT Is not met as evidenced o . ll(t
by: Corrective action: ’ gbhu
Basad on madical fecord review and staff Resident #63 oo longer resides af facility. | 103816
inteiview, the fadility falléd to énsure a discharge o
summary and fost discharge plan of éare was Identification: :
comipleta for 1 of 2 sample residents (#63) who Residents residing at Worland Healthcare
was discharged from the facllity. The findings are at risk.
wers: Systemic changes:
1, Review of the closed medical récord for The Social Service Director/Designes
resident #83 showed s/he was dischapged vh will obtain a Discharge Summary from all
8]16)18, Raview of the admiselsh history ard care plan team members prior to
physlcal dated 8/1/16 shivwed the residernit ived at discharge if anticipated or take the
hi6rme with family and Had a cafegivér prict to Discharge Summary to the pext care
admiasian, Further, sdrilssion orders for the conference for staff to complete within
résidertt iricluded Coufivadin (éhi anti-coagulant) 2 the week following discharge if discharge
mg (millgrarns) by mouth evisry day, Courmadin 8 not anticipated, On or priot o the
mg by inouth évery day, ard decrease sétifaling allegation of compliance The Nursing
{ah ant-dépressant) 1o 60 mp by mouth every Home Administeator and/or Designee will
day. Review of 4 tejephone order déted 8/118 reeducate the Interdisciplizary team
afid tiad 12 PM éhowad the facliity wiag 1o follow meabers, and Licensed nurses on the
orders In the history and physica) deitéd 8/1/16. Discherge Summary process, An
The fallowifig canteiiis were Identifiad: attendance list will be kept and any team
&, Réview of & telephone order dated 8/1/16 members unable to attend will be
and timéd 3:30 PM stiowad an order Slarification provided 1:1 re-education.
for tha resident to retéive Coumadin 2 mg every
ofier day and altarhate with Courhadin 8 iy Monitoring
svery other day. ‘ The Social 8ervice Director and/or
b. Reéviaw ¢f thé physician discharge Designes will review each discharge
suinrhary dated 8/15/16 showad the résident was within 7 days after the discharge to ensure
to "continue curféht nursing héme Méds discharge summary was complete, Any
[medications[* atid the resident was to have a Jssues identified will be brought to the
PT/INR (prothrotvibin ime/intemmational Nursing Home Administrator’s atfention
formalized ratio) lab tast perforived In 3 weeks. and followed up on accordingly to ensure
¢. Review of a telephone order dated 8/1/16
, and tirmed 10:10 PM showed the résidéent was to
' recelve occupafiohal therapy for selfcale
o, |Includinig ADL retraining, transfers, functional N R .
FORM CMS.2887(02-89) Previous Virdions Obsclefe Event ID: Y4001 Fedility I Wynos If contiuation stiest Page 16 of 27
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NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, ZiP GODE
. . . 1901 HOWELL AVENUE
WORLAND HEAL?'HOARE ANP RE!-?AB'l'l..I‘TA"I'l(_)N CENTER WORLAND, WY 82 401 o | L
oug [} SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION {XB)
PREFIX AEAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION BHOULRQ BE OGMPLETION
TAG GULATORY OR LBC IDENTIFYING INFORMATION) TAG OROSS-REFEREIP:(E}FEI?:‘E?’C TYH,EAPFROPRIA‘!‘E DATE
F 284 | Continued From page 18 F284| completion, Identified izssues will be
mobility, and upper extremity strengthening. trended and presented by the Soclal
d. Reviéw of 4 telephone order dated 8/4/16 Service Director and/or Designee to the
and untimed shawed the reskient was to recsive Quelity Assurance Performance
physical therapy related to difficulty walking. Improvement Committee monthly times 3
e, Review of the post-distharga plen of care months then as needed fo ensures plan was
dated 8/15/16 showed the faclity failed to implemented, is sustained, and evaluated
completa the documentationi ralated to for its effectiveness.
ctifmuhity regources and sefvices plahning,
scheduled appointments, and procedures the
résldent should know about. Further, the
medications section showed the resident was to
| "oontinué cufrent meds®; however, there was ho
evidenca that the changes tb the residant's
riisdidation régfimen were cormmunicated atthe
tirme of dischiérge ahd the facilty did not provide
contact information for further duestions,
2. Iiterview with the DON and adminlstrator oh
8/31/16 at 7:10 PM confirmed the facility did not
fully devalop the post-discharge plan.
F 309 | 483,25 PROVIDE CARE/SERVICES FOR F 308
$6=D | HIGHEST WELL BEING
F309
Each resident must recalve and the faciiity must
privida the necassary care and services to sttain Each resident will receive and the facility
or maintain the highest practicable physical, will provids the necessary care and
mental, ahd psychosoclal well-being, in services to attain or maintain the highest
accordance with the comprehensive assessment practicable physical, mental, and
and plan of &ata, psychosocial well-being, in accordance
with the comprehensive assessment and
plan of care,
This REQUIREMENT Ia not met as evidericed Corrective Action; (Ulu
g Resident #44’s pain is being evaluated, ID\
Based on resident and stafl Interview and treated, and documented appropriately, 10peff6
medical record review, the facility falled to ensure
the servicas provided maintained the highest
practicable physical well-baing for 1 of 9 sampls
FORM CM82087(02-85) Previous Versions Obsoleta Event ID: A4GQCH Facility ID: WY0008 If continuation sheet Page 17 of 27
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F 308 | Continued From page 17 F 309
resldents (#44) with pain, The findings were: o : .
Identification:
Réview of tite medical regord showed resident Beginning September 19", 2016, an
#44 was admitted to the facility on 9/10/16 with assessment of current residents’ pain
dlagnosss which Included deprassion, akin status will be completed by the Director
cahoer, atrial fibrillation, heart fallure, of Nursing/Designee utilizing the “Paint
hypertahsion, periphetal vascular dissase, Review Tool”, to ensure that no other
ghstroesophageal reflux disease (GERD), thyroid residents have been affected by the
discrdet and cerebral vaacular acoident (CVA), alleged deficient practice. The resident’s
Review of the 9/17/16 admission MDS current pain management regimen will be
assessmant showed the resldent had a paln evaluated for its effectiveness and care
gobra of "07 Indicating no pain pressnce, Review . plans will be reviewed and updated by the
of the 3/19/16 énd 6/19/1 gaquartaﬂy MDS Director of Nursing/Designee at that time
assbgEiients showed the resident Had pain which if indicated.
was destribed as fraquently presefit and of
madefsts ihtensity, These agsessménts showed Systemic Changes:
the réskdsnt fecetved no scheduled paln Licenses nurses are to complete initial
edlcsition, non-acheduled pain medication, or - full evaluation of pain on all new
non-mediéation intervantions during, the lookback admissions, current residents with new
periods reviewad. Revisw of nurses riotes dated onset of pain aod those residents
51216 dnd B/3/16 shiowed the resldent fell, jdentified by for pain through the
tandifig on hisher left slde, and had discomfort Resident Assessment Instrument process.
actdas his/Mer left b area Iri front. Reviev of a The Pain Review tool will be complsted
nurse's nota dated 6/10/16 shewed thé residant quarterly, annually, and with significant
1 comptalned of pain unidér the left broast drea, had changes in status. The Director of
an x-tay sompleted révealing a hon-dispkiced rib Nursing will in-service Registered Nurses
fréctire on the left sixth rlb, and the resident was and Licensed Practical Nurses currently
encouratied to deep breathe, Review of a nuree's employed with facility on the facility’s
nbte dated 5/11/16 showed the resldent Pain Management System starting on
verbalized a pain level of 5" ahd was eficouraged September 19%, 2016 and up until the
to deep braathe. Review of a physlolan's pragréss date of compliance, specifically ensuring
néte déted 8/9/16 showet the resident had a that residents are assessed every shift for
disghosls of *...luinbago; the disconifort Is most pain and {nterventions are iu place and
prortilrent In the lumbdr spine. [Sthe] effective for each resident.
characterizes it as constant, This is a chronic
préblem, with essentially constant paln.” Further,
listed health problams Inéluded a closed rib
fracture, 1§ paln, lutibego, hip pain, and urlnary
__ | actinféction. The following concerng were | . N
FORM CM-2687(02-90) Frevious Varsione Obsolsts Evant [D: X40011 adiity (0: WY0008 if continuation ghaet Page 18 of 27
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX OH CORREGTIVE ACTION §HOULD BE COMPLETION
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Monitoring:
F 308 | Continued From page 18 F308|  Tpe Director of Nursing/Designee will
Identified: complete audits of pain management
a. Review of the June, July and August 2018 documentation three times a week for
medication administration record (MAR) showed accuracy and completeness, including
the resident had an order dated 65/10/18 for reviewing medication administration
Ultram (tramadol) 60 mg by mouth every & hours records for frequency of as needed
as needed for pain, A pain level of 0 oyt of 10 medications and to ensure resident’s pain
was charted dally for the montha of June, July regimen Js offcctive, Livensed nurses will
and August 2016, with the exception of a pain be re in-serviced/counseled when
level of 4 out of 10 on 6/26/18 during the day documentation requirements are not
shift. No doses of Ultram were given dutlng this consistently completed. The
time period Including oh 8/26/16. Interdisciplinary Team will complete
b, Interview with resident#44 on 8/30/16 audits of resident’s Minimum Data Set,
revealed sthe had back and leg pain that Care Plans and assessment tools,
worsened with cold tamperatures and the including the quarterly pain assessmant
resident felt it was "always so cold In here," tool, to ensure compliance. The Director
Further, the resident revesled s/hs often left the Ofﬁumingmesigm will trend roviews
room because it was 100 cokd, and present trends in the Facility’s
o. Review of the care plan dated 8/16/18 Quality Assurance Performance
showed the resident was at risk for pain related to Tmprovesent commities o ensute that
& history of knas pain and GERD. Howaver, the this Plan of Care is implemented
resident's rib fracture, lumbago, and leg and hip '
pain wers not addressad, The care plan also did
not mention the effects of cold témperatures on
the resident's paln. '
d. Intarview with the DON, ADON, and
administrator on 8/31/16 at 7:10 PM revealed
Intarventions were not in placa to address the
reslident's pain, Further, tha rasident's pain
medleation may need to be scheduled instead of
as neaded, F329
F 329 | 483.26()) DRUG REGIMEN IS FREE FROM F 329 .
s5=D | UNNECESGBARY DRUGS Each resident’s drog regimen will be free
) from unnecessary drugs. An unnecessary
Each resident's drug ragimen must be fres from drug is any drug when used in excessive
unnecsssary drugs. An unnecessary drug is any .
drug when used In excessive dose (Including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
FORM CME-2987(02-08) Previous Versions Ohsolate Event ID:X4QCH Pacitily %; Wyaoos If continuation shest Page 19 of 27
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Indications for its uss; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinatlons of the reasons above,

Based on a comprehensive assessment of &
resldent, the facility must ensure thet residents
who have not used antipsyshotic drugs are not
glveh these drugs unless antipsychotic drug
therapy Is necessary to treat a specific condition
as diagnosed and dosumented In the clinlcal
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral intarventions, unless clinlcally
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT Is not met as evidenced

by:

Based on staff Interview, medical record review
and polioy and procedure review the facility failed
to ansure the medication regimen for 1 of 8
samp!e residents (#34) who recelved
psychotroplc medications were free of
unnacessary medications, The findings were:

1. Review of the. August 2018 physlcian order
recapitulation for resident #34 showed Ativan (a
sedative/hypnotic) 1 mg (milligram) dally, was
ordared on 1/23/14 for anxiety disorder, No
svidance was found that a gradual dose reduction
(GDR) or risk/beneflt evaluation had been
attempted.

2. Interview with the DON on 9/1/16 at 8:40 AM

excegsive duration; or withont
monitoring; or without adequate
Indications for its use; or in the presence
of adverse consequences which indicate
the dose should bes reduced or )
discontinued; or any combinations of the
reasons above,

Based on a comprehensive assessment of
a resident, the facility will ensure that
residents who have not used antipsychotic
drugs are not given these drugs unless
antipsychotic drug therapy is necessary to
treat a specific condition as diagnosed
and documented in the clinical record;
and residents who use antipsychotic drugs
receive pradual dose reductions, and
behavioral interventions, unless clinically
contralndicated, in an effort to
discontinue these drugs.

Corrective Action:
Resident #34 — A risk benefit statement
for helz tivan was received on 9/22/16.

Identi xca%l‘%n:

Residents receiving psychotropic
medication will be reviewed by the
Interdisciplinary Team on or before the
date of compliance to evaluate ifa
gradual dose reduction doge s required.
Tssues identified wilt be corrected at that
time oither with attempting the gradual
dose reduction or ensuring a risk benefit
statament ig in place,

SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION )
f(’m:);& (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE AGTION SHOULD BE GDMPLEEHON
TAG REGULATORY OR LSG IDENTIFYING INFGRMATION) TAR CRO&S-REFERENCED TO THE APPROPRIATE DATI
DEFICIENGY)
F 328 | Continued From page 19 F328( doses (including duplicate therapy); or for

Mh&
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authorities; and
(2) Giore, prapare, distibute and serve food
(uitder sanitary conditions

This REQUIREMENT is not met as avkienced
by:

Based on observation and staff Interview the
faohity falled to ensure food was stored and
prapared under sanitary conditions in 1 of 1
kitohens, The firfdings were:

Related to cleaniiness:

1, Observation on 8/28/16 at 3:35 PM revealad
wet wiping cloths on the counter taps In thres

different iocations; the north preparaﬂon table, the

: ES [ PROVIDER/EUPPLIER/CLIA ' MULTIPLE coNSTRucTtON - ) DATé SURVEY
%%Tm%te gg&g‘gg&% P O ENTIFIGATION NUMBE: munmme T /’: f COMPLETED
)k,/
/] ; .
536048 JEWING o ‘. 09/01/2016..
“NANE OF PROVIDER OR BUPPLIER FTRee: ADORESS, CITY, STATE, 2 CODE
1801 HOWELL AVENUE
WORLAND HEALTHCARE AND BEHABILWATIOH C.‘EN‘!‘ERA WORLAND, WY 82481 L
(xa) m STATEMENT OF DBFICIENGIES b PROVIDER'S PLAN or coaneo‘rlon Em
BY FULL X BAGH CORRECTIVE AGTION SHOULD BE COMBLETION
Pg}gabc ( UMTDFE;?"E%CLYSO?DENTIFWNG INFORMATION) P?ﬁ'é’ céossaer-'aﬁﬂth-;g EmEAPPROPmME DATE
TL‘- B 326 | Continued Erom peige 20 F 320 . Lo -
' tevealad thet nelther & GDR o risk/benefit System Chenges, U
evaluation for the resldent had been done. On September 14, 2016 the Psyc;%:;:%‘ﬂ‘\ kl“(\
Drug Committee was te-educate
3, Review of the FiveStar Quality Care, Inc. policy process of evaluating residents receiving
and procedure for Psychopharmacalogleal psychotropic medications _and evaluation
Medlication Jast fevised on 4/8/07 ravealed "5.0 of supporting documentation for
Gradual Dose Reduotions...5.2 continued use of the medication. Bach
Sédatives/Hypnotics For as long as a resident rasident will be reviewed on admission,
rainaiva on a sedativefhypnofic medications that quarterly, annually, and with significant
hiéave heen used routinely during the previous change for the use of psychotropic
quarter, the fesident must be evaluated by hisiher medications for residents who are
phiyslelsin quarterly for teipering of the drigs...” currently using psychotropic medications,
F 871 | 488.35(1) EOOD PROCURE, F374| clinical record documentation will be
Sg=F STOREWREPAREISERVE SANITARY reviewed to ensure:
1), Physician documentation includes; the
The f‘ac&hty st « physician’s progress notes, history and
(1) Procure food from sourcea spproved o physical, and orders to reflect the
cohgldered satistactory by Federal, State of local belavior, the indications for use, when it

is used, and required risk benefit
statement and/or black box warning
information.

2). Nursing/Clinical documentation
jneludes; consent, ¢are pians addressing
the antipsychotic drug use and quattesly
reviews that reflect the epecific condition,
indication for use, and evaluation o
evaluate continued use as well as the
black box information and/or risk benefit
statements.

3). If a resident is utilizing an
antipsychotic, the Consent Form will be
completed and signed by the regident
and/or the resident’s legal reprosentative.
The continucd use will be evaluated

Fbm m&zw(omq Pmlwﬁ\letalm nmm

E\&ml 1D 4G
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AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING i
535048 B. WING . - s .._Bololizong.
~NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, GTY, STATE, ZF CODE
1501 HOWELL AVENUE
WORLAHD HWTHGARE AND REHABILITATION (:ENTFR WORLAND, WY 62401 o
' SUMMARY $ DATENENT OF DEFIGIENOIES PROVIDER'G FLAN OF CORREGTION m
%g’m {BACH ukﬁmeuomuew BE PHECEDED BY #ULL Pr;lg:-'lx (EACH CORRECTIVE AGTION 8HOULD BE comemu
TAG REGULATORY OR LEC [DENTIFYING INFORMATLON) TAG cnoss-aerlzﬁeggzb]‘ro THE ABBROPRIATE
F 320| Continued Erom page 20 Fa2el quarterly by the Psychotroplc Drug
révealed that natther a GDR or risk/bensfit Comrittee, Nurses and Interdisciplinary
evalustion for the resident had been donse, Team.
3. Reviaw of the FiveStar Quality Care, tho, poficy Monitoring: .
and procedure for Peychopharmacological Quarterly, residents utilizing psychotropic
Medr fon jast faviged an 4/8/07 revegled "56,0 medijcations are reviewed to evaluate the
Gradual Dose Reductions...5.2 appropriateness of the medication as well
Sedatives/Hypnotics For as long &s a resident as evaluation of supparting
rérhalhs on a sedative/hypnotic medications that docutnentation for continued use of the
h&vé been used routinely during the previous medication. Potential reduction attempts
quarter, the resitient must be evalugted by hisfher will be evaluated at that time if mdicated,
pliyaltian quartéry for taparing of the drugs..." The documentation audit will be
F 371 | 453.36(1) FOOD PROCURE, F371] conducted quarterly on resident’s
e5=F $TORHPREPAREISERVE SANITARY utilizing antipsycboﬁc's to ensure the
medlcation is being monftored per facility
The faclity must - policy and ther reqmred doc msntation
(1) Procufe food! from sources approved o is in place ved v\uu,
oolt'c:ldafad gatisfactory by Faderal, State or local
autherities; and 0
(2) Store; prepare, distribute and serve food pmlﬂéxfw ‘m‘"~
uritler sanitary conditions ‘&} 2w WS bean
w\o m\m%e udauned
‘G)v’ it etfcbhvini.,
This REQUIREMENT Is not met as évidenced
by:
Based on obsarvation and staff interview the
fachity falled to ensure food was stored and
prapared under sanltary conditions In 1 of 1
kitchens, The firidings were:
Related to cleaniiness:
1. Oheérvation on 8/20/16 at 3:35 PM revealad
wet Wiping cloths on the counter tops in three
diffarent locatlons, the north praparaﬂon table, the
FORM CHIB-2867(02.09 Paviole Versohs Obadlats  EvemiiDimaaoni  Facliy ID: w0008,

If continuation sheet Puge 21 ur?
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: Qniz12010
] -OR MEDICARE EDICAID. SERVICE i e e i i ga o e OMB NC 91,
D , . . . e 2 SiaE
e R L A
e 636048 . jBWMNG . 08/01/2018
_ NAME OF PROVIDER OR SUPPLIER , STREET ADDRESS, CITY, STATE, Z/P CODE
. . . 1801 HOWELL AVENUR
WORLAND HEALTHOARE AND REMABILITATION CENTER | WORLAND, WY d2401 o
] o MR | b | s, |
TAG REGULATORY OR L.8C IDENTIFYING INFORMATION) TG CROSS-REFERENGEDTO THE APPROPRIATE DATE
: . . DEFicENCY) 4
- F 320 | Continued From psige 20 F 329
révealed that nelther a GDR or risk/benefit
evaluation for the résident had been doné.
3. Review of the FiveStar Quality Cars, Inc, policy
and procedure f6r Psychopharmadological
Madlication last fevised on 4/8/07 revealed "5.0
Gradual Dosé Reductions...5.2
Sadativea/Hypnotics For as long as a resident
rerfiaing on g $adativehypnotic madications that
have héen ussd routinely during the previous
quarter, the resident must be evaluated by his/her
physléian querterly for tapering of the drugs..."
F 871 483.35() FOO PROCURE, F 371
- gonF | STORE/PREPARE/SERVE - SANITARY F371 \M[I ”
The facllty must - . The facility witl — _ v
(1) Procute food from sources approved or 1) Procure food from sources ipetiio
cohslidered satisfactory by Federal, State or local | approved or considered
authotities; and satisfactory by Federal, State or w
(2) Store, prepare, distribute and serve food local suthorities; and ﬁ’!}u
uitder sanitary conditions 2) Store, prepare, distribute and 1024716
serve food under sanitary
conditions,
Corrective Action:
_ i : No residents were named. Food identified
This REQUIREMENT [s not met as evidenced as not dated/labeled was immediately
by: thrown away when surveyor brought to
Based on ahservation and staff interview the the staffs’ attention, All cutting boards
facliity failed fo afisure food was stored and were visualized and eight were removed
prépéred under sanitary conditions in 1 of 1 from use and replaced on 9/23/16 due to
kitthens. The firidings were: scored and un-cleanable surfaces, Small
portable ganitation buckets were ordered
Related to cleanliness: on 9/16/16 to be accessible for storing the
wiping et between uses.
1. Observation on 8/29/16 at 3:36 PM revealed :
wet Wiping cloths on the Gounter tops in three Cleths
ditferent locations; the north piepsration table, the
PS
. . - i . L _ —iohybe NPPTPNU PP
FORM CMES-2687(02-88) Pravious Virslons Ohsolete Event ID: X40C11 Faolltty ID: WY0008 it continuation shest Page 21 of 27
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FORM APPROVED
. CENTERS FOR MEDIGARE SERVICES . ... o e i ~OMB.NO. 0938:0381,
STATEMENT OF DEFIOIENCIES (X1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION I {X3) DATE BURVEY
L/
e _— 536048 B, WING et e . .(' 09/01/2016 -
" NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, 8TATE, 2P CORE .
L . : L 1901 HOWELL AVENUE
| w,onﬂl? HEALTHfggg fNP.REI-.lABl‘LlI'.rI‘mON QENTER WORLAND, WY 2401 o S
4 ID 8 STATEMENT OF DEFICIENGIES i _ PROVIDER'A PLAN OF CORREGTION _ N
| GORVRNIRRSIA | o | SHERECEEER | ol
F 371 Continued From pags 21 Fa71| Identification:
middle préparation table tiear the steaimer, afid to Residents that reside at the facility are at
the left of the sanitizing sink, “The buckets with risk.
sariitlzing Solutich wera located In the sink.
L ‘ . Systematic changes:
2. Observation on 8/31/16 at 12:05 PM showad Starting on 9/15/16 and up 1o the date of
dietary aide #1 used a cloth froii the counter and compliance the Certified Dietary
wipad the sarving countsr betwian the kitchen Manager/ Designee will in-service dietary
ahd dining room. The cloth hiad hot been stored in staff on food safety and sanitation
thie sanitizing solution and was theh pldced ohto a program specifically on proper food
food cairt, In addition, &t that ime another wat storage and labeling of transferred food
wiping cloth wais on tii rniddle préparation with the date the food was preparad/or put
‘caunter not stoted in the sanitizing solution. ito a container and a use by date, storing
wiping cloths in the designated sanitation
3. Intbiview with tha distary manager on 8/31/16 buckets between use and that cutting
at 12:14 PM revealed the expsctation the wiping boards with scored and un-cleanable
¢loths stay I the séanitizing bucket untll used and. surfaces must be removed from use.
then ate retumed to the bucket,
) Monitoring:
According % Footl Code 2018, U, 8. Public The Certified Distary Manager or
Seivice; 3,304.14..."(B) Cloths In-use for wiping Designee will complete sanitation rounds
oduriters and other EQUIPMENT surfaces shall 3 times a week for one month, then
ba: (1) Held between uses in a chemical santizer weekly and as neeted to identlfy
'| solution at'a concantration specified under § concerns regarding food storage and
4-501.114" ' sanitation and until substantial
i : compliatics has been met. These issues
4, Obsarvatidn on 8/31/16 at 11:30 AM showed 8 will also be tracked, trended and the
of 11 cufting boards were vislbly stored creating Certified Dietary Manager will present
an uncleariable surface, Intdrview with the distary the results in a report to Quality
manhager ot 8/1/16 at 8:220 AM oonfirmed that the Assurance Performance Improvement
cutting boards wera in poor condition and needed Committes monthfy for 3 months then as
to be replaced, ' _ needed for review and suggestions as
, needed to ensure plan is implemented,
According to Foad Code 2013, U.S. Public Health sustained and evaluated for its
Service: 4-601.12 " Culting surfaces such as effectiveness.
cutling boards and blocks that bacome scratthad
and sobred niay be diffioutt to cledn and sanitize.
As a result, pathogenic microonganisms
trensniissiblé through food mey build up or
.| scauinuiate, These mioroorganiems heybe |
FORM GMS-2567(12-86) Fravios Varsiohs Obéoies Event ID:%40C14 Pacfly I0: WY 0008 If coritinuation sheat Page %8 of 27
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PRINTED: 09/16/2016
FORM APPROVED

OMB NO, 0938-0381

(X1) PROVIDERIBUPPLIER/GLIA
[DENTIFICATION NUMBER:

535048

{2} MULTIPLE CONSTRUCTION Pg (%3) DATE SURVEY
A. BUILDING

B. WING

COMPLETED

Io/“’/lb

09/01/2018

NAME OF PROVIDER OR SUPPLIER
WORLAND HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, 8TATE, ZIP CODE
1001 HOWELL AVENUE
WORLAND, WY 82401

(X4} 1D

PREFIX |

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LBC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION X5)
{EACH GORREGTIVE ACTION $HOULD BE COMPLETION

CROBS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

Fan

F 431

Continued From page 22

transferred to foods that are prepared on such
surfaces. ”

Related to food storage:

1, Cbaervation on 8/20/16 at 3:35 PM and on
8/30/18 at 8;05 AM showed the walk-In
refrigerator contained:

a. A one-quart plastic storage container of
sweet and sour sauce dated 7/29/18,

b..An undated plastic storage container of soy
sauce.

¢. A small plastic storage container of BBQ
sauce dated 8/2/16,

d. A container of applesauce dated 8/10/16.

e. Flve beitles of salad dressings which had
been transferred from the originel containers into
individual squirt bottles dated 8/20/18, B/21/16,
one with an unreadable dats, and ong unlabelad
bottle,

2. Interview with dietary alde #1 on B31/16 at
9:60 AM confirmed the dates on the containers
ware the dates when the food was preparad/put
into the contalners.

3. According to Food Cade 2013, U.S, Public
Health Service: 3-501.17 "(A)...refrigerated,
READY-TQ-EAT, POTENTIALLY HAZARDOUS
FOOD (TIME/TEMPERATURE CONTROL FOR
SAFETY FOOD) prepared and held in a FOOD
ESTABLISHMENT for more than 24 hours shall
he olearly marked to Indicate the date or day by
which the FOOD shall ba consumed on the
PREMISES, sold, or discarded when held at a
temperatura of 5°C (41°F) or less for a maximum
of 7 days.

483.80(b), {d), (e} DRUG RECORDS,

Fan

F 431

F431

The facility will employ or obtain the
services of a licensed pharmacist who

FORM CM5-2687(02-88) Previous Varaionz Obsotate Event [D; X4QC1

Facliity ID: WY0D08 if continustion sheet Page 23 of 27
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PRINTEQ: 081672016

FORM APPROVED
MB. 8

CENTERS FOR ME E& AlD SERVICES . i 08
ATEMENT OF DEPICIENCIES {%1) PROVIDER/SUPFLIER/CLIA {X2) MULTIPLE GONSTRUCTION Py 3) DATE BURVEY
2{40 PFLAN OF GORRECTION IDENTIFICATION NUMBER; A BUILDING . i COMPLETED
Iy /I
S
535048 B. WiNG . 09/01/2016
“NAME OF PROVIDER OR GUPFLIER §TREET ADDRESS, CITY, 8TATE, ZIP CODE
1904 HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82404 .

T ‘ ‘ OER'S PLAN OF GORREGTION e,
g S OEoE STATE{'@EQ ?aa"é.f‘s‘%lﬁ'é"’uﬁuu pnlgmx <e§§3 \gSSREG?WEAdhoN SHOULD BE QOMPLETION
pﬁgtx ' &W&%@%ﬁ%ﬁmmmus INFORMATION) TAG chs-REFEnggﬁgé%g%EAPPROPNATE oATE

. cstablishes a system of records are in
F a3t Conﬂnu ed From page 23 P 431 order and that an aceount of all controlled
88=D | LABEL/STORE DRUGS & BIOLOGICALS drugs is maintained and periodically
iled,
The faciiity must employ or obtain the services of feconai
a licensed pharmacist who establlshes a system Drugs and biologieal used in the facility
of records of recelpt and disposition of all will b labeled in accordance with
controlled drugs in sufficlent detall to enable an currenly accepted profossional
aocurate reconcillation; and determines that drug principles, and inciude the appropriate
records are in order and that an account of all hccessory and cautionary instructions, snd
controlled drugs Is maintained and periodically tho expiration date When applicable.
reconciled.
In accordance with State and Fedoral
Drugs and biolegicals used in the facllity must be Ia;;cme facilty il stofe ol drugs and
labeled In eccordance with currently socopted biological in locked compartments under
profasslp '221 pﬁncipéarys,a%%dgg%gineatga proper temperature controls, and permit
appropriate access _ X :
instructions, and the expiration date when :’D"’l&:ﬁ‘y‘;‘md personnel to have access
applicable, .
In accordance with State and Federal laws, the ;I;hoi efjicmwmv;;lle ,‘j{{;";ﬂ;ﬁ:ﬁa‘m‘y
faciity must store all druga end biologleals in comp a:_tlr’::m for srorags of controlled
locked compartments under proper tempsrature dragn isted In Sobedals T of the
controls, and permit only authorized patsonngl to Coerehensive Drug Abust Provention
heve acoess to the ieye. and Control Act of 1976 and other drugs
: . bject to abuge, except whon the facility
The facliity must provide separately locked; fuvjec , : I
ses gingle unit package drug distribution
penanenl sffted oompariments for Sorags of :ystemsgiln whicg the guantit%l stored is
controlled drugs listed In Schedule [} of the e g e
Comprehensive Drug Abuse Prevention and mud‘il adan :im g dose ¢
Cantrol Act of 1978 and other drugs subject to readily detected.
abuse, except when the facllity uses single unit . . uu
package drug distribution systeme In which the Corrective Action: ;&};
quantity stored (s minimal end a missing dose ¢an ?n 9/2/16 ﬂ:f expwed Lorazggam in thee 1072316
be readily detected. 00/200 medication room refrigorator
waere replaced.
This REQUIREMENT I8 not met as evidenced
by
) | Based on observation, staff interview, and policy _ '
FORM CME-2567(02-99) Pravious Varsions Obeulete Event ID: X4Q014 Factity 1D: WYT008 If continuation sheet Page 24 of 27
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
- CENTERS FOR MEDICAR DICAIDSERVICES o\ o e i aumeiniom s i OMB, b?,.o ng;y 31,
STATEMENT OF DEMCIENCIES 4) BROVIDER/SUPPLIERIOLIA MULTIFLE GONSTRUCTION (X9) GATE BUR)
%QTEMLA%Q gt? Egggg%r‘i . IBENTIFIGATION NUMBER: ?gmmme o , 5 COMPLETED
' [
. ‘ g
. _ BEpas  BWNG oo | 00/04/2016,
“FAWE OF PROVIDER OR SUPPLIER GTREET ADDREBS, CITY, STATE, Z1P GODE
’ . o - HOWE INUE
..WORLAND HEALTHCARE AND REE.-IAB!‘I.JTATION CENTER :};:;R}:.AN;LV?\YIE;HM o e
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D, Eﬁgggggﬁ‘g&ﬁ l\ﬂg#g}:tg}%gg&ﬁ ok %x. o
PRETIX R IS P GAMATION) PR OB REFERENCED 10 THE APPROPRATS oA
F 431 | Continued Frofm page 24 F431| Identification:
and protadura raview, the facility fafled to ensure On September 14, 2016 the Pha_rmacy
medications avallable for resident use were not consultant reviewed the oxpiration dates
past the manufacturer's racommended expiration of the emergency medications storage
datas In 1 of 5 medication storage areas (100/200 areas for expired medications, four other
medicatioh roofn). The findings were: medications were found to be expired and
were immediately removed from resident
Obsarvation on 8/31/16 at 6:50 PM of the use. Residents residing in the facility
100/200 rmedication room refrigerstor showed five have the potential to be affected by this
Lérezéparn (s8n antl-anxiety medication) practice.
singlé-use vials thét were explrad. Two vials had
éxplration datas of 11/2016, and thrée vials had Systetnatic changes:
dxpiratlon datas of 2/2016. Beginning September 14, 2016 and going
' . forward, the pharmacy consultant will
Interview with RN #2 on 8/31/16 at 6:60 PM conduct a monthly review and remove
verified the madication was avallable for resident any expired medications in the
use, pharmacy’s emergency medication
. storage aveas and report findings to the
Review of the polloy titied "5.3 Stérage énd Director of Nursing and pharmacy for
axplration of medications, blologlcals, sytinges, replacement of medications that have or
and needles", effective date 12/01/07 and revised will expire that month.
dates of 06/01/10 and 01/01/13, showed: "...4, Beginning Sepiember 19, 2016 and
Facility should ensure the medications and : continuing up until the allegation of
biologicals: ...4.2 Have not baen retained konger compHance the Staff Doveolopment
than radonithended by manufaéturer or supplier Coordinator/Designes will In-gervice
guidelines." Registered Nurses and Licensed Practical
F 441 483.66 INFECTION CONTROL, PREVENT F441| Nurses on the requirement that all
as=D | SPREAD, LINENS medications must be approptiatsly stored
. dated and labeled appropriately,
Thi facility must establish and maintain an Specifically outdated and/orundated
infectior: Control Program designed to provide a medications must be removed for
gife, safitary and comfortable ehvirdnmant and destruction. An attendance sheet will be
to help pravént thie development and transmigsion kept and then reconcilad with the list of
of diséass and infectioh. actlye licensed nursing staff and those
unable to attend will receive 1:1iraining
(a) Infaction Control Program
The facility must establieh an Infsotion Contiol
Préigram under which it -
(1) Investigates, controls, and praverits infections

RORM CMg-2607(02:808) Previous Veisions Obddlete Event 10:X40011 Facillly ID; WY0008 if continuation shest PRga 26 of 27
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) . o PRINTED: 09/21/2018
-DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
- GENJERS £OR MEDICARE & MEDICAID, SER e b et st i iz OMB.NO. 0038-0381,
STATEMENT OF DEFIOENCIER | 1) FHOVIDER/BUPPLIER/CLIA MULTIPLE CONSTRUGTION - (X8) DATE SURVEY -
N O DO |™" ETGATON MMBER: | o aUILDING... . ;" GOMPLETED
lgr /’ :
i 635048 BNG o oo e Y| OOJOMADIE,
“HAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, ZIP COOE
. X . N s 1801 HOWELL AVENUE
WORLAND HEALTHOARE AND REHABILITATION GENTER WORLAND, WY 82401 ” L
D ey B PRECEDED oY FuLL PREFX (A CORNECTVEAGTOR SHOULD BE | coubiiron
TAG REGULATORY QR LSC KOENTIFYING INFORMATION) TAG cﬂoseaermaﬂugg éa&swpmpmw | baE
F 431 | Continued Frém page 24 F431| Monitoring:
and prosedure review, the faqllity failed to ensure Beginning September 14, 2016 and going
medications avallable for resident use were not forward, the pharmacy consultant will
past the manufecturer's recommendeéd explration complete monthly reviews and remove
dates In 1 of 5 medication stofage arees (100/200 any expired medications in the
medication réom), The findings weres: pharmacy’s emergency medication
storage areas and report findings to the
Obzervation on 8/31/16 at 6:50 PM of the Director of Nursing and pharmacy for
1001200 medication room refrigerator showed five replacement of medications that have or
Lorazaparm (an ant-anxiety medication) will expire that month.
alniglé-use vials that were explred. Two vials had Director of Nuraing or designee will do
expiration datas of 11/2016, and threé vials had monthly medication room and cart
explration dates of 2/2016, reviews to monitor for ongoing
' . compliance, then quarterly and pm
Interview with RN #2 on 8/31/16 at 6:50 PM thereafter. Issues identified will be
verifiad the medication was avallable for resident correoted at that time. Jesues will be
usa. tracked and trended. Director of Nursing
‘ or designee will report the results to
Reéview of tha policy titted "5.3 Storage and Quality Assurance Performance
expiration of madications, blologlcals, syringes, Improvement Committee monthly for the
and neediea", sffective date 12/01/07 and revised next 3 months and then as needed to
dates of 05/01/10 and 01/01/13, showed: *...4. assure plan is implemented, sustained and
Facliity should erisure the medcations and evaluated for its effectiveness.
blotbgicals: ...4.2 Have not been retained longer
than recominended by manufacturer or suppllar
) guldelines.”
F 441 | 483,65 INFECTION CONTROL, PREVENT F 441
55=0 | SPREAD, LINENS F441
Thi faclfity must eatablish and malntalnan The facility will establish and maintain an
Infection Gantrdl Program deslgned to provide a Infection Control Program designed to
gife, saritary and comfoitable énvironment and provide a safe, sanitary and comfortable
to help pravent the developrrient and transmission environment and to help prevent the
of dizease and Infaction. development and transmission of disease
. and infection,
(a) Infaction Gontrol Program
The facliity must establish an Infaction Control
Program uncier which [t -
(1) Inveestigates, ¢ontrols, and prevents infections
FORM CMS-2587(02-98) Previous Versions Obadiele Evant 10 X4QCH4 Facilly 1D: WYO08 {f continuation sheet Pigs 24 of 27
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' h PRINTED: 09/16/2016
DEPARTMENT OF MEALTH AND HUMAN SERVICES FORM APPROVED
_ CENTERS FOR MEDICARE & MEDICAI ICES . OMBNO, 0988,0391
5 ENT OF DEFICIENGIES (X4} PROVIDER/EUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION Pr (X2) DATE SURVEY
"
G
§35048 B. WING 09/01/2016
~NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1801 HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82401
i MARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION 8
,9,5‘2,!& (m?é' 'Bdsmancv MUS'%E RECEDED BY FULL PR'EFIX (EACH GORREGTIVE ACTION SHOULD BE COMAARTION
TAG REGULATQRY OR LBC IDENTIFYING INFORMATION) TAG OROS8-REFERENGED TO THE APPROPRIATE PATE
DEFIGIENGY)
F 441 Continued From page 25 F441{ Corrective Action: ha[(Q
. i {0
in the facility; AUPHE staff that-aosistod-the-residept-in- e
(2) Decldes what procedures, such as jsolation, W oating-the-spilted-finit-was re-educated@
should be applied to an Individual resident, and proper infection control provedures. b Dc\\j]
{3) Maintains a record of Incidents and corrective

actions rajated to Infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident peeds lsolatlon to
prevent the spread of Infection, the facllity must
izolate the rasident,

(2) The faciliity must prohiblt employees with a
communicable disease or Infected skin lesions
from direct gontact with realdents or thelr food, #f
direct contact will tranemit the disease. .
(3) The faciiity must require staff to wash their
hands after each direct resident contact for which
hand washing Is Indicated by acceptad
professional practice.

(¢) Linens

Personhe! must handle, store, process and
transport linens so as to prevent the spread of
infactian,

This REQUIREMENT I8 not met as evidenced
by

Based on observetlon, staff interview, and policy
and procedure review, the facliity falled to ensure
Infection control practices were followed while
providing mea! asslstance during 1 of 2 mesl
observations. The practice affected 1 sample
resldent (#13). Tha findings were:

1, Observation on 8/20/16 at 5:46 PM showad
resident #13 was seated In the dlning room In
his/her wheelchalr, Thers wes a emall bowl of

Identification;
Residents who reside at Worland are at
rigk

Systemic Changes:

Beginning September 19, 2016 and
contituing up until the allegation of
Compliance the Director of Nursing/
Designee will in service the Registered
Nurses, Licensed Practical Nurses, and
Certified Nurging Assistants on the
facility's Infection Control practices o3
they pertain to ensuring residents are
assisted I maintaining sanitery dining
experience auch as replacing spilled or
dropped food and or eating utensils. An
attendance sheet will be reconclled with
an gotive staff roster and those nursing
staff imable to attend will be provided 1:1
sducation.

Monitoring;

The Direstor of Nursing/Designes will
complets visual rounds during mea} time
3 times weekly for 1 month, then weekly
for'1 menth, then montbly and as needed
thereafier to ensure staff are providing
ganitary interventions in the dining room.
Issues identified will be tracked and
corrected at that time, trends as well as
infection control reports will be presented

FORM CMS-2667(02-96) Frevious Varsions Qhsolela

Evant [0 X4GQC19

Faciity 10 WYRos
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o PRINTED: 09182018
DEPARTMENT OF HEALTH AND HUMAN SERVICES o ;:ogg APPROVED
NO. 0038-038
STATEMENT OF DEFICIENCIES X1} PROVIDER/BUPPLIERICUA (X2) MULTIPLE CONSTRUGTION iy (X3) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BUILDING la/ . COMPLETED
— o
I
835048 B. WING - 08/01/2016
NAME OF PROVIDER OR S8UPPLIER - STREET ADDRESS, CITY, STATE, ZIF CODE
1001 HOWELL AVENUE
WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82401
X4} ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CORREQTION o)
PREFIX (EAOH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR L3GC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APRROFRIATE OATE
DEFICIENCY)
F 441 | Cantinued Fram page 26 F 441 ﬁ?&?&%&?&‘;ﬁiﬁ?ﬁéﬁ?ﬁ?”
Eﬁﬁg;‘%ﬂg&?ﬁﬁi&gg ptgg ngelg front of Nursing/Designes to ensure plan has been
him/herself the nectarine slices with a weighted i f%?é&"fvef;. ::;ta‘“d’ and evaluated for
fork and spilied the them onto his/her lap and the « : .

side of the wheelchalr. RN #1 picked up the
spllied nectarine slicas from the resldent's lap and
wheelchair and placed them back In the bowl with
the resident's fork. The nurse then fed the same
nectarines to the resident with the same fork.

2. Inferview with the administrator, DON, and
ADON on 8/31/16 at 7:10 PM stated "staff
members should never pick up food off &
rasident's lap and feed It to them." Further, the
expeotation was the staff member obtain new
food and utensiis for tha resident.

FORM CMB-2557(0248) Previous Versions Obaolste Evant ID:X4QC11 Facity ID: WY000S If continuation shest Page 27 of 27



