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agun | CARE PLANS The Facility will use the rosults Cl a2,

A faciitty must usa the results of the asse sment
to dovelup, review and revise the reaklen &
comprohshalve plan of care,

- The facilty must develop a comprahensh : care

plan for each residant that includas meas rable
ohjectives and tmetables to meet a resid nt's
medioal, nursing, and mental ahd psychc woolal
needs that ara identified In the comprahe sive

| asaagsment.

The care plan musat describe the servicss thaf are
to be furnished to attein or maintain the r sident's
highest practicable phyaisal, mertal, and

-paychosocial welkbeing a8 requirad unds -

§483.26; end any senvices that would off wrwise:
be reguired under §483.25 but 2re not pr vided
due to the rasident's exerclas of fghts ur fer
§483,10, including the right to refise tres mant

nder §483,10(b){4).

This REQUIREMENT is not miet & avid need
hy:

Basad on obsarvation, medical record re iew,
and staff intetview, the facility failed to-de relop
and implament & care plan which delines ed
provigion of care and services for 1 of 12 sample
residents (#13), Tha findlings were:

Ohsorvation on 7/7/09 revesled resident 3 was
not shacked for incontinengs from 7:30 4 VI untll
12 noon, Interview with certifled nurss al as.

{CNAs) #1 and #2 at the {ime of the abat vatlon
revealed thay thought hospics staff woul provide

incontingnce sate that morning, Review - fihe
medionl resord showed & care plan defin ating

of the nanensment b devalop, review
and ravige.the residont’s comprehondiva
plan ol cars,

The oars plan for resldent #13 was
reviewed on 7/27/09 and updatewd
to-reflact the need fion himvher to be
vhackad for incuntinmoe every

2-3 houy by the taaility stalf.

A logpien care plan wag alao
udded te i rogicdent's madical
tacord,

An In-acrvine was hald with the
staffon 7731709 to discues the
duties of hospios and the dutios
of the facility staff, CN.A.

wpdi gimentshecks have Dean
matlified Lo reflect the needs of
the rogidents secording to thair
ogrp plang,

Charge matne, DON, aoelfor
DED-will monitor s aten

for complisnce on dally compliance
rounds eompleted by charge nurse,
The DON qnd DED will complate
cormlance roithds at random twice
per week for tha noxt three montiia
and a3 nooded thareafter, to cnsue
that the cam plens are baing followed.
‘Ihey will repoit any soncorns to

the QA cotminitine at least quarterty.
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Any deficiency stafoment englilg with an astartsk {"ridenotes ad Ackency which the instituttan may be exsused from cormtting providing 1 s detemmined that
other safeguards provide suicjent protectian 1o the patlents. (81 1 Instructions.) Exoept for nurelng hames, the findings stated above are discloaabl 90 days

foltewlng the: date of anrvay
tiaye following the date thes!
program pardicipation.
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PREFIX
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BOMBLETION
BAYe

F 270

F 281
88=E

miasing. OR 7/7/08 at 5:10 PM the dirsot of

Continyed From page 1
specific responsibilitias for hospios stativ as

nurslng (DON) retdaved & ceara plan from
office-which she sald she hed developsd
Input from hospice staff, On 7/9/00 at 84 AMthe
DON stated she had no idea how long thr care
plan for hosploe had baen in her office. 3 e
confirmed the CNAS dkl not have aooess o the
plan gl that it did not spacliically define 1@
tasks hoaplea staff would aomplate,
483.20()(3)() COMPREHENSIVE CARE PLANS

er
fthout

The serviges provided or arranged by the facility
must meet prafassional standards of qua ly.

Thiz REQUIREMENT 15 not mat as avidi 1woed
by

B!:;ieed oh medical record review aind staf
Interview, the f=oility failed to ensore outt lon
assasaments were completed by a qualif 1
professional for 4 of 10 sample residents ¥8, #3,
#13, #30) who were assetised 52 neddin a
nutrition assessment. The findings ware:

According to the 2008 Standards of Prag ne for
Registerad Distitians ih Nutrition Gare, g1 aliahed
by the Amerizan Distetiz Asaoetation, B3t dard 1.
Nutrition Assessrment, The registered die tian
(RD) uses accurate and reksvant dats-an
information to identify nutrition-relstad pr dlams,
Rationale: Nutrition Assessment is the fir ¢ of four
ataps of the Nuttition Care Propess. Kulr fon
Assagsment is 4 systematic process of a talhing,
verifying, and interpreting data In order 7 make
decisions ahout the nature and cause of
nuirition-related problema, 1t & intiiated b referra
and/or screening of individuals ... for nuirl on sk
factors. .1t pravides the fouhdation for NI rition

F 278

—fmgp- S
The facility will ensure that the
sorvicea provided or amanged by
the facllty mest professional
standards ofiquality.

F 281

I, The regisketad dietiolan reviewed
and aigned the RAP for rogident #30
on 7/25/09.

2. The replatered dictician yeviowed
and signed the RAF for residant #8
on 7129409,

3. The regislevad dietlelan reviewed
aind gighed the RAP for resldent #9
i 72009,

4. The reglatered dietician reviewed
and sighed (he cofaprohensive
nagayuntenk for restdent #13 on 7729/09,

5. The CDOM will not agnnpetad
nutrtion RAT assessnients from
this thme forward, All RAD
assussments wilf he completed

by the R1. The COM wiil monitor
to enzure the RAPE are-being
completed by the RD, The CDM
wiil report sny goneems to thy
Quality Assuratng Contriiten

af laast quacdorly,

———

T29/Z009
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Suein
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(EAGH DEFICIENCY MUST BE PRECEDER BY P LL,
REGULATORY OR L8G IDENTIEYING (NFSRMAT 3

PROVIDERT PLAN OF GURRECTION

[v]
PREE(¥ {EACH GORRECTIVE AGTION BHOULD BE
Al CROSS-REFERENGED T0 THE APPROPRIATE

DEFICIENGY)

[X6]
UDMPLI;‘I'I‘DN
RATE

F2814

| timeframe.
1 2, Review of the 4/24/09 annua! MPDS

1 ausussment completed by an RD diritg e MDS

| aasessment completed by an RD during 1e MDS

Continued From page 2

Dimgnoesis, the sacond stap of the Nutritlc | Care
Process. Further, tite 2008 Standards of “ractice
spacifically state: "The RD does not dele jate the
nuiritton oare process, but may assign ce tain
teske for the purpose of providing the RE with
naedad information {2.4., streens, gathe: ng of
tlate and other information) or communic ting
with end educating patients.”

1. Raviaw of the 3/2/09 signiflzant ehang
Minimum Data St (MDS) assessment sl swed
résldent #30 required an additional evalu tion
ralatad to nutritlon. Reviaw of the nuttiliol
Rewldant Asgegement Protocol (RAP) sh wed the
assessnent was completed and signed t + tha
oertified dictary manager (CDM), Further woord
review showed there wag no assessmean made
by the RD during the MDS sesessmeant

fassessment for resident #5 showsd nutd ohal
atatys {riggered, which required an assey jment,
Review of tha atbashed RAP summary &
nutritional status shawed i was complata | by the
GOM, and not an RO, Further review she ved no

assaessment fimeframe,

3. Review ofthe 5/18/00 annual MDS
asgensment for resident 9 showad nutd onal
status friggered, redquiting an assessmen

Reviaw of the attachad RAP summery fo
nubyfional etatus showed it was complete | by the
CDM, and not an RD. Further review she ved no

passssmont Imeframea.

4, According to the 11/28/08 annual MDE

F 281
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| F316 for details regarding not following 1 & care

The sarvices provided or arrangad by the facility
must be provided by qualified peraons In
accordance with aach resident's writtan § an of
care,

Thiz REQUIREMENT is not met as evid noed
by: :
Based on observation, metical resord re isw and
gtaff Interview, the faclity falled to provid carain
atoordance with the written plan of vere yr 3 of
11 sample realdents {(#8, #1.3, #30). The indings
were;

1. Rafer to F323 for detalls regarding nof
following the plan of vare ralated to zalzy &
pracautions for resident #18.

2. Refar o F308 for detalls regarding hol
following the care plan relatad o bowe)
Tncontinence for resident #43, In addion rafer to

(%] 1D BUMMARY STATEMENT GF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION )
PREFIX {EACH DEFICIENGY MUBT 2 PREGEDED BY F ILL PREFIK (BAGH GCORREGTIVE ACTIRN BHOULD BE COMPALETION
TAG REGULATORY OR LG IDENTITYING INFORMAT Jh) TA@ OROB&REFEREESE'% ;’?l 3}3,'5 ARPROPRIATR DATE
F 281 | Cantinued From pege 3 Fost| Tam Tl
assesament, rasldarit #13 raquired a ‘ :;:3;?:;?@?2;: ‘L?":frﬂﬂﬁy e
comprehensive assessment of his/har m. Hilonal the ol vl b provided by
status. Review of that seseasment ?hmw 3 It was quaiiﬁecl PRFBOTI if acoordance
cormpleted by the COM. Further review & owed with each resident’s writtan plan
no assessment eompletad by tha RD dur /g te of cars.
assessment fimeframa,
1, The oars plan was reviewsd and
5. Interview with tha COM on 718/00 &t 17 25 PM updated o 27/08 to inotudo selzire
revealed she had always completed the | ulritlon precautlons for sesident #8, The c_nrn1
RAP sssessments, and was not ewsrs ity plass includes the naed for himsher 1o have
needed to be completed by the RD A matteess o pad by his/her bedside
' P : : when tn bed, This was added to tho
F 282 | 483, 20(0(3)() COMPREMENSBIVE CAR ! F 282 CuNLA, nasigrmont: sheet o veming
88=0 | PLANS '

the staff o put the macress/pad
next 1 the reeldent’s bed,

An In-zarvice war Waid on 7/31/09
with the staff to disenss how care
plans should be wsed o address
apeeific nocds of te rasldents.
CNLA, nysignment sheats were
mtadi Fignd 10 vaflect the neods of
this fasldants and the objeotives

ol the resident core plan,

Charge mirse will monitar thls area

far compllance by condusting dally

aginpliatos rounds, DON god DID

will eotduet random-complistee aheeks

Iwiue 8 woak for Hivee montha

ut Lhose reridents who require spacial

squlpment {according to the cara plan),

Any concerng will be rapotied to the

Quality Assaranco (QA) comrhittes at
_loast quarter] Y s e

2, The cars plan was teyiawed ancd
updated for vesident #13 on 727409
with regards to checking and
changing the resident for Incontinence
of bowe! or bladder, 1t is the
vespensibility of the facility staff

it cheek and ohange v residend for

FORM GHS-R667(02-80) Fraviolis Veardlons Qhenlata

B #tIyRTOG1)

Faciitly JO; WYD02s

ingontinenoy of bewe! o Hladder,
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TAG GULATORY OR LG IDENTIPYING INESRMAT i) TAD CAOSS-REFERFINCED TO THE APFROMRIATE BATE
DEFICIENGY)
i 282 | Continuad Erom page 4 F 282 TAn Insservics was beld on 7731709

with the staff to Gigenes how cars
plans shold be used to nddress
the spewifie neods of tho residents

{ plan related fo bladder Ihcontinence,

3. Refer to F315 for detalls regarding not ond alse o discuss the role of hoaplee
follewing the care plan ralated to bladder for our regldents and their care,
{ Incontinence for resident #30, In addition refer to GNA, axsigniment shoets wire
F309 related to howal Inconhtinence and F 123 mudified to roflect th neods of the
refated o safety precautiona nat being v oo+ residents according to the care plan.
Iinplematited according to the tara plan, !
F 309 | 483.25 QUALITY OF CARE F 3pg| Chugo riwse, DOT, e DSD
55=6 j rouduating dail
Fach resident must recelve and the facil + must sompliance by eondusting dally

vompllanes munds and rndom

provide the necessary care and serviges b attain chacks twice per woek for the

ot malntain the highest practicable physi al, ot theee months, Any conaerhs will
mental, ahd psychosocial well-being, in b reported to the QA sommltiee at
accordance with the comprehehisive sest ssment Temst quarborly.

and plan-of care,

4. "The care plan relatlig 1o bladder
ncontitenan was vavicwed and
updated for rpsident#20 on HAHD,

This REQUIREMENT 15 not matas evid need Aninscrvice was held on 773109

by o plang should
Based on abservation, review of medical ecords, ;f;‘i:::m,:ﬂ,g; o apocifin
and residedt, staff, and physiclan intervie vs, the noads of the residents and riso
facility failad to provide necessary care & to discuss Aafety predautions
sarvices to moet the individual needs of | of 11 {n reident sera plans. :
sample residents (#13, #30, #36). Realli 4 #38 "Charge nuns, DON, and DD~ =
was hot thoroughly evaluaied and tresta to will momtor this gtea for compliance
effactively control paln, and residenis #! and by eonductlg daily sompliance rounds
#30 dlel not recaive care to promote bow. | and random hecks twics por week
gmnﬂ"ennei The ﬁndings Were: for the next Ihree moshs,
They witl report any .
1. During an interview on 7/7/08 at 115 [ M, prii t"rm QA commritiee
resident #36 stated hisher feet ware "l 1g me.” S5t qRTIErY:
| The resident rated his/her pain at™@" or' 0"ona
acale of "0 to 10" (0, no pain; 10, worst p in), snd
statad s/he had been in the facility for 3 1 onths
"without pain reftef.” The residant etated fhe had
not sean hisMher physiclan since admisal n in May$
2009, The resident also-stated s/he just) ts “in
FORM GMB:2657(02:98) Previeus Verslons Qbsolsle v tiDiPToCH Facllity I Wygozs W eontinuation shack Page 5 of17

i



DEPARTMENT OF HEALTH AND HUM;  3ERV JES

PRINTED; 07/20/2009
FORM APPROVED

CENTERS FOR MEDIOARE & MEDICAID VI ES . MEB NG, 093803
STATEMENT OF DEFICIENGIES (1) PROVIDERISUPPLIGR 3LIA (X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND FLAN DF CORRRCTION IDENTIRIGATION MUM ER: : COMPLETED

A BUILDING
525038 8 WING 07/09/2008
NAME OF PROVIDER OR SUPPLIER BTREET ADORESS, GITY, STATE, ZIP GODE
A76 YELLOW GHREEK ROAD
ROCKY MOUNTAIN GARE EVANSTON EVANSTON, WY 82930
| SUMMARY STATEMENT OF DERICIENCIES ] FROVIDER'S PLAN OF CORRECTIDN
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(R =t
F 309 | Continwed From page 5 Faogl maee 12009
hare [hisher room]in pain® and that five " ylenol Thc‘ faeility will provida and ensure
that each resident recelves tho
provided for complaints of braskthrough ialn was hecessary cars and services to attain
lnaffectiva. The resident repatied being  1able to or maintain de highast practicable
attend aotivities due to the paln. Infervie with the physieal, metat, Bhd paychonoclal
diractor of nursing (DON) on 7/2/08 at 1: 50 PM well-boing, itt accordanss with the
revealed, snd madical recand review gor irmed, somytehenstye agsusamant and
the residant was not ambulating upon ac nission. plan of care,
Ohaarvation showed the resident ambul ted .
independently while pushing a wheelcha * on . & Rogidont #36 was raviewcd
| : by the [2ON en 7/8/09 and the PCP
s, Tr’..foDB, and 7/9/08. ; on 71040, A now pain aasesamont
Medicat raoord r@._vlew showed the n sldent wes completed on s fesidant on
was admitted on 5/11/02 with diaghoses foluding 7URIOB. Order repcivad from VD for
depression with psychasls, neurapathlc &, and topieal pain eetlofmadication on
cerebrovascular acoident (CVA). The 1t sord also 218109,
showsd that the resiclent was under the ara ofa
psychiatrist, and had a dasignated prime y care Nutslng staffwill somplete o
vhysiolan (PCP), Interview with the peyc ilatriat on paln arsegsment on al) new
7/6/09 at 1:06 PM revealad the resident vas admisslons. ‘The ysesament
obseasive/sompulsive and that the reslc nt's will include intorvontions that
CVA occurred in an area of the brain the . ?ggﬁ;:;’;lf‘:ﬂﬂg nra?;ls?i Ifm‘qﬁgz
Increased this problem, Review of the p In : .
assessment cotipleted on 5/11/09 shov d the ggﬁfgg]zgﬁﬂﬁ;{ :;:1:\1;3 T
rasident complained of constant pain in oth legs - ,
document pain control/interventions
and fest, The resicent identifted his/her 1 the treatmant beok.
accaptuble level of pain a4 3" on a soal vof "0 to
10." At that fime, the residents treatmar for pain The MDA coardinator will raview
wag Uliram 50 miffigrams (mp) evary 8 ours, reidents Fop sifootive pain
Raview of the dally paln cheok for J na 2009 managementat the fime of the
showed the resident rated his/her pjxln { pov?:‘a éhﬂ MDS asscsument.
acceptabla lavel of *3" on 24 of 30 days on 16 of , .
those days teys, the documented refing was "8" If vestdents an expressng pain
! X at g layel 3 or grester, thay will
nr above (severa pain). Comparisoh of e be oddod 10 Gio Fiow repart
meadication adminiatration record (MAR' it the 281 ahange b candition. An
pain checks showed the resident recalv d Tyleno! acuto bamporary cars plan will
on 13 of the 25 days s/he complained o palny,; 9 of e inltiated and phystelan will
those days were titnes the resident rata | the paln be notified when residents
as "8" or above. Review of the pain ¢ha ke from complain ofiain 6t u lavel of
711/08 through 7/9/09 showed all daysy ate 5 or greater, The aoute
above the identifled secaptable paln e il Tylehol termporary oare-plan will help
.~ s . , thie puralng staff 1o adslgt with paln ‘ »
FORM CMS-2587(0%-02) Pravinus Vorgions Obanleto B entlb:PTOGT Eaclilty \x Wwyanze i continuation shest Page & of {7
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| topical madications had not been tried.

| rowtinely and Tylenol 660 mg avary four 10urs s

was given on three of those days. Furthe review
showead the MARS lacked documentatior ag to
ife effectiveness of the Tylenol, The follk ving
concems with the faollity's trestment plar for this
resldant's pain wers [dentifled:

a, Staff fallad to identdy Intervantiont on the
pain assessment, which, during the inter lew on
71710, the reskient stated had previays!
provided some relief. The resident specl cally
Idandified Lyriaa, amitriptyline, and acupl 1chura.
Interview with the DON on 7/8/00 at 12:2 ) PM
sonfimned that none of those intervention s had
heen attempted, In addition, the DON st ted

h. The resident’s Lbrarm wag diseor nugd on
B12/09 and Klonopin 1 mg was inoraast 110
three fimes dally, On 5/22/00 the psychh trist
incremsed the resident's Neuranin ta 60 mg
thrae imes a day. However, thasa wate rdered

needed for braakthrough paln wea not & Jdered
until 6/8/08, Although [t wae decumenter the
regident continued to complain of breakl irough
pain, no further medication changas Wei s made
after 6/9/09,

¢. Medical record raview showed ne svidence
the PCP had seen the resldent sinoa aft : was
admitted on 5/11/09, Further raview falli 1 to
shuw evidence the peyohiatrist and FCF

cotntmunieated in any manter, On 7/8/0 at 10:42 |

AM the PCP atated ha had never seen i @
resident and had not consulted with tha
psychiatriat.

2, Qbsenvation on 7/7/09 showsd reside ki3
wag not checked for Incontinence nor ol anged
frorm 7:30 AM until 12 noon, Aggarding * « the
612108 care plan, staff ware ta chesk i «

D

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY i ILL PRIEFIX (EACH CORRECTIVE ACTION SHOULD BE coMPaTIoN
AR, REGULATORY DR LSG DENTIFYING INFORMA" DN TAd OROS6-REFRRANGED 10 THE APPROPHIATE BATE
¥ 309 | Continuad From page & F308] wmagemeotand S useof

aliewnative paln rellet tnethods
in addition to pain relieving
medications,

The facility policy regarding

puin and the management of paln
hay baen roviged to refloct the
nead to addvess resident pain
nppropiiataly and i a timely
wonner, The policy also meles
roleistize K nop-pharmaoulogicet
Interveritions thak van and ghould
e trigd to relleve resident pain.

The tursing $1aff will be In-sarviced

on the appropriale. ways 1o control

paln as well as aliurnatlve inferventions
o help manage puin on 7/31/09,

Nursing Administration (DON, JSD)
will manltor paiv conirel twico per
waelt for the #ext Hirwe months and
us needled thereafter.

Any concams will he addressed
Lmmedintely and will be
raported ko 1he QA sommittes
al; Jeast quarterly.

b, Agpirin 81 mg was ordercd by

regldent's POIR on 7/10/09,

Neuronfin doge wes ihcreased by

PCP op 7/1/09, MDD order veaelved

on 7/3/09 10 check regident

blond prossyts when befshe

complaines of Y10 pain, PCP

also pave order Lo encourage

ambiylation to help with patiy
management an TA0/08,

FORM CMS-A667(02-08) Previous Versiang Dhsolota
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DEPARTMENT OF HEALTH AND HUMA.. LERVL JES

PRINTED: 07/20/2009

E FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIC E8 . OMB NO, 0838.0391
ETATEMENT OF DEFIGIRNGIES (R1) PROVIDERIBUFRLIER (LIA {%2) MULTIPLE CONBTRAMGTION (X3 BATR BURVEY
ANDPLAN OF CORREGTION IDENTIFIGATION MUM' ZR: A BLILDING QCMPIETED
535098 B, WING 0710612000

NAMIZ OF PROVIDER OR SUPFLIER
ROGKY MOUNTAIN CARE EVANSTON

BTREET ADDRESS, GITY, ATATE, ZIF GODR
AT8 YELLOW QREEK ROAD
BEVANSTON, WY 82030

(1o . SUMMARY STATEMENT OF DEFICIENCIES In PROVIDER'S PLAN OF CORREGTION ey
PRERIK {EACH DEMCIENGY MUST BE PREGEDER BY F ILL PREFIX (EACH DORRIECTIVE AGTION SHOULD BE QUMPLETION |
TAG REGULATORY OR LBC IDENTIFYING INFORMA™ ) TAG CRDS-RE’FERE:SEE&E% g%E APPROPRIATE NATE
F 309 | Continued From page 7 F 308 c.l T?‘mi rax*(lgrglt’ﬂ pr:imt:iya::r; )

i - an tame il
change the resident avery 2 to 3 houns a des &L’fﬁ‘a}fm '.'nlgma. The PCE ahd
needsd. When certified nurse aides (GN, &) #1 the paychlatrist also had a disaussion
and %2 changed the resldent's ingontiner s belef uhomt this restdent and his/hor
a}l ;;2 M on 7!?;?‘69‘. thg regltc:ent ;vads inf:t:v Eﬂnentd Lreatment plan going forward,

| of bowel, The CNAg stated they had not  harge - I el
thes resiclent as they thought hosples wol d do so 2, Tho anto pah Lk i3 oz
thek mosring. plan of carc was added to tiis
resiclent’s vecord, C.NLA. agsignment
ghonts wate modified to inohads
3, Obsarvation of resident #30 on 7/7/08 tom 7 thous residents that nead to be
AM o 2:60 AM ravealed the residentws  not cheoked and ;,v_hm-ﬂ;ag! necording
provided toilating care duting the 2 hour nd 50 to thetr cota plans, "This is the .
minute perlad, Ohsarvation on 7/7/09 at 180 AM t'eswns[tjilhy ot the far;llhy sitazd
showed the rasident was incontinant of | xwel. The sursing seaff wsﬁ m-s?r: ;:l
During the abasrvation, CNAs #1 and #2 stated | vagatding the m[:;;.:‘ s :}:}p tn:] i
incontinence briefs were to be dated ant fimed fﬁ*’ “:;”‘3’ ml‘:;ingﬁfﬁgﬂdmt
when changed, They stated that, accord 1g to the m’:é’m;’m o 3113009,
deates and tima on tha brief, the resident v ag last
ghanged at 6:15 AM that morning, Acoo ling to Charge nurae, DON, and DED
the 6/11/09 care plan, the goal for Incor' nepoa will manitor this.aves for
care wag tkaep the regident as olest ¢ 1d dry as sorpitanes by sompleting delly
posalbla, The approathes instructed sta ‘o aompllanse rounds snd random
provide (nsontinence care as neaded. In arview chanks twice per waek over the .
with GNA RS on 74409 at 3:55 PM rave: ed the nexl thres momatls, Thc:;:: wﬂ‘l!.r?[]:ge .
sesident neaded fo ba checked and cha ged for any °°“""f“l"'"*; to-the QA Cornmith
folleting neads at least aveary two hours: {east quarterly,
F 312 | AB3.25(2)(3) ACTIVITIES OF DAILY LI\ NG F312] 3 mheear olan for residant
850 #30 addressing bowel continancy
A repident who is unable to carry out ac vitles of way reviowed on 7727709,
daily living receives the hecessary servi en (o O, N. A paslgrment sheats
miaintsin good nutritisn, grooming, and | ersonal were moditied to inehuds
[ and oral hygiene. thoge resklents that moed to be
shocked and changed acoording
to thoir care plang, At in-service
wag hald with CM.A, and numitt‘\qg
i an fhe
2,',':.'“ REQUIREMENT I8 hot met as evi enced if-ﬂ?fﬁ g:ﬂjf;g?[;;; gg:;;ﬂ::g e
Based on observation and staff Intervier |, the <cars plang,
favility falled fo ensatre staff provided ine ntinence

RORM CHS-2567(03-89) Frevicais Varstons Obsoléte

£ antiPTOCYT
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DEPARTMENT QF HEALTH AND HUMA, . SERVI JES

GENTERS FOR MED]

E & MEDICAID SERVI B8

PRINTED: 07/20/2009
FORM APPROVED

OMB NO. 00380394

GTATEMENT OF DEFIDIENGIES | (X1) PROVIDER/SURPLIER iLIA (¥2) MULTIPLE GONSTRUGTION X3) PATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUM ER: COMPLETED
A, BUILDING
525098 B. WING 07/09/2009

NAME OF FROVIDER OR SIEPLIER
ROCKY MOUNTAIN GARE EVANSTON

STREET ADDRESSE, DITY, STATH, 2P CODE
475 YELLOW GHERK ROAD

EVANSTON, WY 82830

SUMMARY STATEMENT OF DEMUIENCES

PROVIDER'S PLAN OF GORREQTION

.hy

| assessment, the facility must ehsure the a

Based on the resident's comprehensive

regident who enters the faciity without a
indwedling tatheter is not cathelerzed ul less the
resident’s clinical condition demonstrate that
catheterization was ngcassary; and 8 fe ident
who Ig ingontinent of bladcler recelves a propriate
treatment and servioas ko preverd utinar  tract
Infeotions and to restora as much norme bladder
function as possible,

s REQUIREMENT #s not.meat a8 evii enoed

Raged on cbservation, medieal record n view,

and ataf! Interview, the facility faited to & sure
siaff provided 2 of 9 sample resldants { 13, #30)
with necessary treatment and servioes 1 + promote
dryhess and prevent skin breakdown, T &
findings were:

1. Observatkn oh 7/7/09 showed resids it #13

ey : 3 ORRECTIVE AGTION SHOULD BE oompLz
PﬁAE'x R(Egﬁm%ﬁ%%%g?:?gu"}’fgfﬁgﬁggﬁm ’c'a‘r‘&; P?-ﬁg'x cégﬁagﬁmmcgg #ou}HE APPROPRIATE i’,{ﬁg o
DEFGIENCY)
F 312 | Continuad From page 8 F312| charge marse, DON and DED
{peringal) care for 1 of 4 residents (#20) bearved will monitor this areo
during provision of that care, The finding were: for complianse and to onsure
regldont care plans ore being
Obsefvation on 7/7/00 at 7:13 AM showt |} fvﬂ!ll;*w?ﬂiu;*gﬂ?g-;mt;;:ﬁw
resident #20 was assisted Into the bathr am. will conduct e
When the residantwas unable to winate certifiad :::1!{13; ff;lfct"l:ﬁ;g‘ﬁ ;’Egc'fcfgﬁu \
nurse aide (GNA) #4 checked the reside t's brief | por waek for tha pext thrse montis
and commentad that it would have ts be shanged | ed a3 nesded thoaafter. They will
as it was wet. While changing the reside t's reporL ANy comeens o the QA
incantinence brief, the CNA stated the tt fident ommlittee at leagt questarty.,
had vecently developod an extramaly e groln, N RO
which was much hettsr today, However, he CNA Rz ot oplont 703172009
falled to claanss the resident's peringtl | “ea. At The 'lhmﬁts{’ rfm ensureot 1&; a wﬁﬁia&
;{:33- AM that day, the CNA rianni’lrmed sb +had | :}ﬁ;ﬁ;ﬂﬁi‘:ﬂﬁzﬂd rpn
orgottan to provide periieal care, corvices to maidtain pood nutrition,
F 315 483.25(d) URINARY INGONTINENCE F 15| Samaing, and porsonah and orel bygiene
88=D Tiais will ba povovspHabed hy:

The carg plan for resident #20 was
roviewed on 7/27/09, The C.HLA.
assignment Rheut for Resldont #20
was revised Lo ineinde the noed for
peri cure with every incontinont
aplsade andlse ro reflont the et
i toitel the resident avery 2-3 howrs,

An in-servics wak held on 713 1/09
to digeuss tha lmportance of
providing proper perl onte to
resldents. The C.NA, asslgnment
sheets were modifled to remind
the CNLA. staff to perform peri
care on thore tepdetts who need
msaigtnnon,

FORM CM5-2657(02-59) Previovs Verslons Ghaalets
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DEPARTMENT OF HEALTH AND HUMA, . JERV JES8
CENTERS FOR MERICARE & MERIGAID SERVIH E&

PRINTED: 07/20/2008
FORM APPROVED

£ME NG, 09380301

{X2) MULTIPLE GONSTRUGTION

: DERBUPPLIER JLIA (X% DATR BURVEY
ﬁ?ﬁﬂ%ﬂf? g&ﬁﬁ%ﬁ.’é’aﬂ“ B :Eréon\r"uflcil%%m NUM ial'm A BLILDING ,UGMPL;ETED
535038 B WING _ 07/09/2000
NAME OF PROVIDER Of SUPPLIER STREET ADDRESS, GITY, STATE, ZIP QODE
475 YELLOW CREEK ROAD
ROCKY MOUNTAIN GARE EVANSTON BVANSTON, WY 52030
J EME E b PROVIDER! CORREQTION
I | g DRI SR B PREGEDED 8 | 1 FREIX (AN ORREGTIVE AGTION BHOULD B | confidnon
TAG REGULATORY OR LSG IDENTIFYING INFORMA' ON) TAG cnos&»nrsranﬂgg{g% 12?1 g‘%ﬂ AFFROPRIATR DATE
F 818 | Continued From page § F 316 ﬂml‘gﬁ “IWW:I?ON’ and DED
was not cheoked for incortinence from 7. 30 AM for compllme 1 ongure
unkil 12 noan, 4.5 hours latar, The feside &' proper peri uare (s belng performed.
Incontinence brief was wet when changs | &t The charge nurss will compleie
noon, and the resident's gkin was red wi 1 a dafly complimtee toundz and the
darker area on the [eft buttook, At the tin ¢ of tha DON and D8V will eamplete
ohservation, CNA2 #1 and #2 stated tha thought mndom cheoks fwics putweek 0 L. S
hospice staff changed the resident’s by earlier ovor the next thres months to
that day, CNA #2 alae identifled the darl 1 ares ensure that onre plans for perl ose
on the rasident's buttock as an ald press tre Llcsr | we being followsd, Any concerms
' site. Review of the incontinence gare pla ), last will be reported to the QA commitisa
updated on 6M2/09, showed staff wara { i check at Teast quarkitly.
and change the rasident evary two to th e hours ™' e T
and a3 neeted. The factlity will ensuts that a resident TR200Y
who Is Inconinent of Wadder rosalves
approprlate restment ancd Rervices o
2. Observation of resident #80 on 7/7/0% from 7 P?EVQE'“, urinary ktaet infootions and o
AM 1o 9:50 AM ravealkt the resident ws 1 not ‘ retore ag much normal bladder funation
trovided toileting care during the twe he reand 80 a8 possible,
minute period, Qbsarvation on 7/7f02 at 3:50 AM
showad the rasldent wis incontinant of  fadder, 1. 'The care plan was ruviswed ant
During the abservation, CNAs #1 ancd # stated updated for ragldent #13 on #2709
| incontinence briafa were to he datad an timed vith regards o choakibgand
when thanaed, They statad that, accere ng fo the "‘;’;‘J“B'“% ““’i, ;"g'ﬁmu . :{;‘l“;’;‘:"“‘;
dete and trme on the brief, the residant  as last ot the facilty S t pecforcn theso
changed at 6:18 AM that morhing, Aggo Hing to cheaks, '
the 811/08 cara plan, the goal for incon nence '
care was o koap the residont as slean ) nd dry a8 An in-gservicn was held on 7/31/09
possible. The approaches Instructed sis Flo with the siaf? to discuss how care
provide hcontinenca oura as needéd, Ir erview plamg shouldbe vsed 1o address
with CNA #3 on 7/9/09 at 368 PM revel ed the the specific nects of the residants
resident needed to be checkad and shé ged for and also tn disouss tha vol of hospice
tollating needs at least avery fwo hours. For gur resicanty and their cere.
F 323 | 483.26(h) ACCIDENTS AND SUPERV! 1ON F gag| GIA seslanmi shects ot o
Sg=0 ' rosidenls acntu‘(iir'l to the gyre plan
The-facilily must ensyre that the resider . and to remind then%l that thoy ane o
arvironment remaing ae free of aceltden hazards be checking and changing all
as Is poasible; and each rasident recelv 4 segidenis according o hisfor cate
adequs;:te supervision and assistance o vlcas to plan. regardiess of if thay are on
pravent accidents., hospion-sesvice,

FORM CMS-2587{02-00) Mravious Verstans Dhanleta
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DEPARTMENT OF HEALTH AND HUN BEBRY ES

CENTERS FOR MEDICARE & MEDICAID SERV] B8

PRINTED: 07/20/2008
FORM APPROVED

OMB NO. 0936-0381

2. Reviaw of the resiraint assassment ¢ ked
B/24/09 showed resident ¥30 used 2 la) rastraint

" The feility will ensure that the resident
avironivent remaing 24 froe of accldant
hazardg xs possible; and cach vegldant
racalves adequate supervision and
assigtamoe davicas to provent accidents,

STATEMENT OF REFICIENCIES (%1} PROVIDAR/SURRLIER WA {2y MULTIPLE GONSTRUG TN 1{%3) DATE SURVEY
AND PLAN OF GORRECTION IBENTIFIOATION bUM ER: A BLILDNK DOMPLETED
35030 B NG - Q7/09J2008
NAME OF FROVIDER OR SUFPPLIER BTRERT ADDRESS, CITY, STATE, ZIF 0008
476 YELLOW CRESK ROAD
ROGKY MOUNTAIN GARE EVANSBTON EVANSTON, WY 52930
E P R8 PLA VRRECTION
SR | R CFORIOBR, | T 1 BT IReEe o e |
TAG REGULATORY CR LG IDENTIFYING INFORMA' ON) TAG cnes&nmmeggg% ]T!% ;‘%E APPROPRIATE DATE
u hatge nurse, DON, and DIH -
¥ 323 Gontinued From page 10 F323 \ca:rill ﬁmitﬂh‘hiﬁ aroa ot
complance, The charge ke
whl complete daily compliance
raunda to ongure the care plang are
; bulng followad and that residents aro
This REQUIREMENT is nat met as avie meced heing cheoked and shanged epproprialely
by in the proper time frame, Tha DON
Baser on ohsetvation, madical recort re fdaw, and DAR W"ff“""“"f ‘“ﬂ“ﬂ“t‘*;'h“'1¢“““
and staff Interview, the facillty falied (o @ sure :u“gﬁ'{hg‘”[‘e“’ef";;]f;":‘;;“’u:ﬁ:a ree
Intarventions fo pravent aceidents were “Thay wil rport 6y concort to
}?a"g)erﬁgtgs df;:\];jg \?IT&:'; sampla esiden  (#8, the QA cominlttee ut least quattarly.
' 2. Thu care plan ralating to bladder
. 1. Review of the admirgion face sheat 8 owed imconlinence was reviowed and
rasident #8 had a diaghosls of seizure d sorder. ppdlated for resfdant #30 on 772749,
Raview of physician orders showet the esidant .
was ordered Depakota 500 milllgrams {| 1} twits An in-gatvice was held on 7/31/09
per day for seizures, In addition, on 422 09 the to disouss how vare plang should
physician ordered @ low bed with a rnaft 2ss “to b ﬂfﬂd '1t'? nf[flms; the ?pcc.‘iﬂct
pravent infury during selzures from fallir | from “Ifl‘“‘ e e *];‘;" e l_g’;_]‘zg;‘ﬂw
the bad," Review of the 4710/09 cara pls 1 showed : c?>d$ M,tha‘:,csi‘:j e ding
the treatment sdrministration racord {TA 1) was to the cora plan.
part of the wiitten care plan, Review of{ 1@ TARs
for June and Jl.“y 2009 showad & mﬂttr‘ 36 Was to Ghnge nurucs wll rnomitor ths arse
ha th plage whan the resicdent was Ir be | Tor compliance by vonpleting daily
Howaver, obeervation on 7/6/09 at 7.62 M, compliate rounids, The DON and DED
77108 al 1:20 PM, and on 7/8f08 at 3:41 PM wilf wleo corpiete mndom complinnce
revealed the resident was In bed, but g 1etiress roumds twicy por weok ovet the
waa not on the floor next to the bed, Pu ng an noxt thren montha, 'They will rc[nf)t't
iferview on 7/9/09 at 8:10 AM, the DO etated a aty-congerna $0 tho QA committes
mittress was supposed to be placed or the flvor at longt quartenly,
next o the bed whenaver the resident v as In bed, :
o - [ T L el A R T Ty —— o
F323 1131/2009

FORM CMS-2507(02-09) Pravious Varstons Qbsolata
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DEPARTMENT OF HEALTH AND HUMA. . 3ERV JES

GENTERS FOR MEDICARE

& MEDICAID SERVI £8

PRINTEL: 07/20/2000
FORM APPROVED

OME NO. 08380391

STATEMENT QF DEFICIBNCIES {#1) PROVIDER/SUPPLIER ILIA (#2) MULTIPLE CONSTRUGTION {%3) DATE BURVRY
AND PLAN DF GORRELTION IDENTIFIGATION KUM ER; 1 A, BUILDING COMPLETED
F3SU3R B WiNG 07/09/2009

NAME OF FROVIDER OR SUPPLIER
' RDGKY MOUNTAIN CARE EVANSTON

STREET ADBRESY, CATY, STATE, ZIP ODDE
411 YALLOW GREEK ROAD

EVANSTON, WY 82030

BUMMARY BTATEMENT QF lf!EHCIENGH;.E

59=3

tesidant care per shift:

The facility must post the following infor etion on
a dally basls:

o Facllity name,

o The current date,

0 The total numbear and the actta! hourt workad
Iy the followlng categorias of lloensad & 1d
urtlicensad nuratngy staff diraclly resporn ble for

~ Reglatered nursas.
- Livensed praclical nurses o licans i
vocational nurses (as deflned under Sts e law),
~ Certiffled nutse aldas,
0 Rasident cansus,

The facility must post the nurse staffing lata
specified above on a daily bagis atthe | aghining
of each shift. Data must be posted as 1 llows:

thren months, Any concoths will

be addremed immediatoly and

will be rapattad to the QA committer
at |eagt queiterty,

2, "The restiaint pEsesgMment and
the cava plan regarding the
restraink for vealdent #30 were
both raviewed and ypdated on
72709, An in-sorvios was bald
on TALOY Tor the nursing staff
ba addiees the need to follow
residotit eapy plans.

il BE PREGEDED BY | ILL o Efgr? wgﬁggq?@f&fgﬁggﬂﬁﬁ aoubLETION
FFICIENGY MUST BE PRE : PREFIX ;
F‘?ﬁ;’ * é&éﬁ%ﬁw OR LS’é IBENTIFYING INFORMA ON) ™S | cécsas-n {PERENCED 1% THE APPROPRIATHE DATE
BEBICIENCY)
F 428 | Continued From page 11 F823] (. The-cave plan for resident B
on his/her wheeichalr to pravent unassia ad regarding the twa of & mat by his/mer
transfers, The care plan dated 6/11/09 ¢ owed bedslde was reviewsd and updated
the resident was unawste of B?faty and 'as at on 7/27409.
risk for injurles. The para plan furttier shr wad the .
restraint was to ba used 85 hesded, and ‘clesaed ﬁ“;l‘[:l'g:g ':; “”h:“'gﬂg ﬂ‘::;;'f” 09
curing avtivities of dally living E.mﬂ durtg dining, of following Tesident carc plans.
Raview of & nursing note dated 6/22/09 t9:10 The-C.N.A, Asslnient shaots
AM revealad the residant had a fall in thr dining wers updatod on 7/27/09 to reflect
room when the restraint was notin place just after rosident care plang and to
 dining. Interview with llcenasd practical | arse remind them of any spodial
(LPNY %1 at 9:25 AM ravanled the restrs 3t should Inubructions for a tesidant,
e in place anytime the resldent was up n the
whealchalr with the exception of dining. The charga nurse will conduat
Observation on 7/7/09 at 8:55 AM ¢ realed g:guyl _:‘:E;Ft";:::_‘:;f;::g:;gm ng
the r_esldent was seated in hisher whee thair foliowed. Tho DON and DSD
away from the dining table watching fele dsion.
‘ will conduct randain shecks for
The lap restraint had not been placad b 2k onto residonts who requira a mat
the chair after dining, and remalned off 2t 943 at the budside to enaute that the
| AM, 48 minutes, whant CNA 5 noticed | nd. mattress 18 In plage when tha
| placed it onta the resident's chalr rosident I8 in bod, They will check
F 356 | AB3,30(e) NURSE STAFFING F 358| ¢hia twice per waal over the next

EORM CIVE-2657(02-99) Prpvionz Vamions Obsalalo

R entI:PTOCIY

Faclity 10: Wy002a
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DEPARTMENT OF HEALTH AND HUMA,. 4ERV IES

PRINTED; 07/20/2009

. FORM APPROVED
_CENTERS FOR MEDIGAB; & MEDICAID SERVI B8 , OMB 0538-0381
STATEMENT OF DEFIGIENGIES. (£1) PROVIDER/SUPFLIER SLIA (X7) MULTIPLR CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NuM BRr A BUILDING COMPLETED
&, WiNG
535008 . 07/09/2009
| NAME OF PROVIDER OR SUFFLIER GTREET ADDRESS, GITY, BTATE, ZIP GUDE
. 415 YELLOW CHEER ROAD
() 10 BUNMNARY STATEMENT OF DEFICIENCIES I PROVIDIER'S PLAN OP CORREGTION )
FREFIX - (EACH DEPIIENGY MUST BE PRECEDED BY | JiL, PREFIX EARH GORRECTIVE AGTION 8MDULD BE COMPLETION
TAG REGULATORY OK LG IDENTIFYING INFORMA 10N) TAG c oas.amnwggglg i g%a APPROPRIATE DATR
F 358 | Gontinued From page 12 F356. e DON snd DSD will monisor
o Dtear and resdabls format. the use of rentealnts and wil)
o In a prominent place readily accassibl 1o hold quarterly Testalnt roview
residents and visitors. mua;ings. Thay will also n1o11i1'|nr
the followin)z of resiclant cace plans.
The facily must, upon oral or writfen rai 1est, by conducting raidom compliance
make hurse staffing data avallableto the public m‘"‘“ twiue g:;zl‘::ﬂ;;ﬁ’ o
. Nreg Imon [-4 uar.
i;r;; ;ﬁgfdw gt a ¢ost ot 1o exdead the op Ymunity They will raport any cotiogms to the QA
. aommities at laast quarterly.
The facility must maltrtein the poﬂsted ta y nurse e b e o
staffing data for a rinimum of 18 montl |, or ag e  tha follost 8172009
tequired by State law, whichever is grea er, ?:?imﬂ ‘S’T’,'L_'i,‘f:ﬁ,ﬁ'}fﬂﬁ?ﬁ!"“’”‘g
--facility name
--cuerent date
This REQUIREMENT (s not met ss evit ahoed ~total numtier & uatua! Bours worked
by hy reglstered nuraes, leensed
Bagzed an cbservation and staff Inteiviey |, the practical-nursis, undl aettified
faciity falled to post the nurse staffing d ta as N;“i'('{-“ﬂ t‘”““
| required par reguiation, The findings we 2 Cregicent unsts
9 P 9 s gs we Tha fantlity will post this inforrmbion
| Observation from 7/8/08 through 7/8/09 ihowed In a clear and roddshis fortat and
fha nurse staffing clata wes posted un a ry erase i e el
bourd by tha nurses' gtation. The datac nsisted ' '
of the names of each employes working that day. The tacttity will nlsa lesep this
During an intervigw on 7/8/09 at 2:25 P | informetion on file far a period
ficensed practical nurse {LPN) #1 statec she was of |3 months,
unawara of any othar posted data, Ar2; B PM
that day, the director of nurging confirmi 1 the The Administrator will ensura
information written on fhe dry erase hos d wag that this repost is being comploted
the only data postad inthe faciity. The « ata falled dadly wnd wall eonduct audits, onoo
to Inctude the facility name, the date, thi total plur" month fof ;Iitle trext tjwrau nmntha;, of
number and actual hours worked by cai gory of f,:r::":,m(}z th:'(ﬁny mm?f.ms il
| staff, and the resident census. In additle 1, the ot lenlf*:t quarterly eommies
posted information was not maintained 1a ' '
format which could he kept for 18 mondl 5,
F 386.) 4823.40(a) PHYSICIAN SERVICES F 385
Sithely
A physiclan must personglly approve in vritihg a
recommendation that an individual be 8 mitted to
0 y | ' At (D :
FORM CMS-ERAT {00 Pravious Vergiona Obanlate E antID:PTOG Fadllty ID: WY0085 if cortiiuatien sheet Page 13 of 17
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DEPARTMENT OF HEALTH AND WUM. | SERV JES

PRINTED: 07/20/2000

FORM APPROVEL
_GENTERS FOR MEDICARE & MEDICAID SERV] ES , QMB NO, 0838-0
TEMENT (8 BEFICIENGIES 1) PROVIDER/BUPRLIER 3LIA (%2) MULTIFLE CONSTRUGTION (X8) DATE SURVEY
.ﬁ'{sﬁr% oF cunkﬁc!‘r':rgm T} DERTIFICATION NUV R A BLEDING COMPLETHD
5ABO%E . WING. - 07/09/2009
NAME OF PROVIDER DR SUBFLIER BTYREET ADRESS, DITY, BTATE, ZIIf GODE
A78 YELLOW CREEK RDAD
¥ STATEMENT OF DEFIGIENGIE! D PROVIDER'E PLAN OF CORREGTION -
m;&- ! (E.A(?HU E‘g}g’igmmv MUST RE PREGEDED BY) JLL, PREFIX (EAGH CORREGTIVE ACTION BHOULD B coMPRON
TAG | REGULATORY OR L8O IDENTIFYING INFQRMA (ON) TAG OROSH-REFERENGED TO THE AFPROFRIATE DATE
DEFIGIENCY)
F 385 | Continued From page 13 Fapg| eSO 13112009
) . A physiclan wust personally approve 131
' a facillty. Each resident must remain ur jer the it welting a recommendation that ar
- core of a physician, indlvidua) be admitted to-a facility.
. atch resident must remain tnderthe
Thi facllity must ensure that the medica bate of cave of a physician,
each resident is supervised by a phyainl b, and
another physivian supervises the madic | caré of { The Beiltty will-onsute that the tedical
residents when their attending physiclar ls care of cavh resident is supervised by
unavaliahle, a physioinn; anet another physiclan
supervises the medical oare of
vesldents whan their attonding physician
This REQUIREMENT Is not met as avk 2nced fs umavailible.
by: . | e facil;
Based on phaervation, madical repord 1 view, Ramident #13 i soon imtho fucility by
hisfher primaty care physivian en 7/10/09,
regldent and staff inbarvisw, Elr'lfi. Il'lfal"‘v’lﬂ 1 with the The resident’s PCP al30 spoke with
primary care physician, the facility faited ‘0 sneure the payehiatrist involved in hisfher care,
o physiclan supervised the madical care of 1 of Tha PCP hog cvaluated the residont
12 asimple regidents (#36), The findings vare: and has made some changes rogarding
higfher pafn soniiol.
During an intandew an 7/7/08 at 15 PF . -
ragidant #13 stated w/he had not seen & her The facility rovised the admission
primry care physiclan (PCP) sinoé acn ssion In et conduted by medical recouds
May 2009, Review of the medizal resort showed to Inciude ;“I?Ildnlm surg that residents
docurnentation the resldent's originagl P P ' 2?;13?1'??5;?.% ",]fl:;; i‘m :;‘,g ?:;1:: dod
rasighed affactive B/8/09 and that the s vices of el gL
on the 30 day audit. The feilily will
a secand PCP ware arranged by 8/9/09 | also conduct physicisn visit audits
However, there was e evidence in the mlord avery 30 -<ays for (he First 90 days
that aither PGP pﬁﬂlclpafﬁd in the resid nf's of o residents ndmission and evory
aesessment and carag planning, monltor 60 days thorzafier v ensure
changes in the resident’s medioal statw or that residents are haing scen, Tha
constited with other physiclans invdlver in the facility will notify the physiofen .
rasident's vare. Review of daily pain rat s for when a resident i due to be soun
June and July 2008 showed the resider - and will monitar to ensure compliance,
conglstently compiained of pain above 1 1 ) .
acceptable level, Refer to F309 related 3 the 3:1? :;:f‘ﬂ':::: ;ﬁ?ﬂ‘f;‘,‘g{,"im Hance
feoility's faflura to contro) pain atan aco plable v (e 2ed T
monthly, Anaudit of regident's
Tevel, Interview with the current PCP on 7/8/09 at madfioal vacoeds witl be completed
10:42 AM ravaalad Hs involvement in 1l & monthly to ensure the vesfdont
tesidents care was bassd on faxed infe mation, has baon sean by his/hor physiclan,
rumor, ahd the family's request to provi e care, Tho results of the gudit will be
FLRN CME-2567(02-09) Provious Veratans Obsalste t entit: PT06;1 Faclilty ID: WYOD2E If continuation sheet Page 14 of 17
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DEPARTMENT OF HEALTH AND HUM:4 8ERV JES

PRINTED; 07/20/2008
FORM APPROVED
OMB NO, G928-(381

_ GENTERS FOR MEDIGARE & MEDICAID SERVI ES

HTATEMENT £F DEIGIENCIES 061) FROVIDERISUPRLIER SLIA {42) MULTIPLE CONBTRUGTION (%3} DATE BURVEY
AND PLAN OF QORRBETION IPENTIRIGATION NUN ER) A BUILBING COMPLETED
B, WING
Bi4038 07[09!20;]9
NAME O FROVIDER OR SUPPLIER HTREET ADDRESS, QITY, BTATR, ZIP CODE
475 YELLOW GREEK ROAD
R ,
QOKY MOUNTAIN CARE EVANSTON EVANSTON, WY 52920
g | SOARTSTATNENT OFDEFRENOR' o PriEF A CORREGTIVE AGTION GHOULD P!
= v ] ’ J &) 2]
TAG REGULATORY O L0 IDENTIFYING INFORMA 1ON) me.[ . céma-nﬁﬁng%:g% ]Ecgl g%a Appmpmfm o
F 985 | Continued From page 14 F g ote o the MD viskt oot ho
The physician stated he had not commu feated reonsibte ot condagting e
with the: resldent's psychiatrist, evaluater the audlt and nottying the physlelan
reskient fo develop an effactive treatmel § of regidants who af'e duc b0 be suon,
ragimen for pain, and, In fact, had never seen the
realdant, The Admintstrmior will opnduct T -
F 387 | 483,40(c)(1)-(2) FREQUENCY QOF PRY JCIAN FF 887 | random checks once per month
mEsp | VISITS over the next thrae months to ensite
thai ths MD visihlﬁport is being complated,
The regident must be seen by a physich 1 ot least Any ooncarms wilt bs toparted to_
once every 30 days for the first 80 days (Rer the QA eommittce af least quartery,
admigsion, and at least once every 60 d ys o e
| thereatter, 387 ""' /3172009
‘ “The renidentmust be seeh by a
A physician visit Is considered trely If | oocurs physlelan at loast once ovety 30
not fetar than 10 days after the date the isit was days for the fitst 80 dayn afie
required dtnlsslon snd at ferst once every
' 60 elays thereafter, This will ba
accomplished by:
! Th}ﬂ REQUIREMENT Is not met as evi enced Resgident #13 was seen the in fellity
by: iy hisfher POP on 7/10/09,
Based on gbsarvation, medical record r view,
vesident and steff intarview, and intervic vwith the The facility ravined the admission
residant's physician, the facility fulled to 2nsurs 1 audit condurted by medical regords
GF-. 1 2] sample residents (¥36) Was suen 1y @ to inchido ‘;’:“i"““'lﬂ e ‘23‘5‘*‘-‘”@*‘“
nhyslotan &g ) . arc sepn within the fitat 30 days
Py s requirad. The findings wer : - of admission. This will bo included
During an interview on 7/7/09 at 1:18 F* | | onthe 30 day audtl. The foility sl
residant #13 stated s/he had not seen & ﬂhyslcian 2{?;;‘;‘5“;';;;’ :13,’: }7;';“};’:1“!;‘(? :;ﬂ“;j;‘
since hle/her admission in May 2008. A cording of'a tesidens a(lmlssiolnhnln{l evayw
o the admission face sheet, the reside) twas 60 days thereafler 1o ensure
admitted to the faoility on 5/14/09. Furtt 2r review that regldamts are being seen, The
showed ho avidence the resident wes ¢ 1ar segn facility will nottfy the physleinn .
by a physician, During an intarview on 7 /08 at when n realdent is due 1o be seent
10:42 AM, the rasident's gurmnt.phvsfg an statod and will monitor fo ensure complianes,
he had never saen the resident, [ntervii & with the
corporate nurse on 7/8/08 at 6;02 AM ¢ nfirmed The wedleal resotds worker and/or
e resident had never baen seen by A thyslelan the Adminfgtrator will monitor this
slnte admission, mfisll monthly for mmp“ﬂmf., :.nnélA
will teport imy sidticerns (o the
F 428 [ 463.60(c) DRUG REGIMEN REVIEW F428| commities at lcast quarterly.
FORM GMS.-2567(0208) frovtaus Vorstaps : ——
(02.989) Provious Vorslops Ohsolaly £ ant 1D PTIC Eadllity I0: WYDD28 If eontinuation shest Page 15 of 17
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PRINTEL: 07/20/2009

DEPARTWIENT OF HEALTH AND HUMA SERY 3E8 FORM ALPROVER
CENTERS FOR MEDICARE D SERVL IES . OME NO. 09380391
| " ROVIDER/SUPRIIER SLIA 2 MULTIPLE CONETRUGTION (X} BATE SURVEY
iﬂ%ﬁ&%ﬁ?égggﬁgﬂw i) I';E':?l‘{"llgCATl%N‘NUN Ef L’ E)’-Ull,.DINB COMPLETED
538004 B.WING 0710972009

NAME OF'IPROVIDER OR SUPFLIER
ROCKY MOUNTAIN CARE EVANSTON

STREHST ADDRESE, GITY, STATE, ZIP CORE
AT5 YELLOW CREEK ROAD

EVANSTON, WY 82830

pharmacist.

' This REGRIREMENT 18 not mat as evl lgncad

The drug regimen of each resident mus' be
raviewad at keast anre o month by a lici 1sed

The pharinacist must repart any Irreguls ties to
the attending physioian, and the dirgsto of
nursing, and thase reports must ha acte 1 upon,

by:

Based on madies| record review, and 2 aff
interview, the faciity falled to ehsure th aftending
physiclan acted upon the pharmaclet's sports for
6 of 12 sample residents (#9, #28, #35 #36,

#48), Yhe findinge were.

1. Madical record review and review of he
following phrrmacist reports of potantit
ireguilariies showed no evidenes the | ysiclan
aeted Upon the reports:

#. Review of the pharmacist's My and June
2008 medication raglmen reviews for + sldent
#36 showed the pharmaoist identifled ¢
drug-to-drug interaotion. “There was na widence
in the madical record that the physicia) acted on
the pharmacist's reports, Itterview witl the
resident's physician on 7/8/00 at 10:42 AM
revaglod he repaived the faxed recom; endation.
The physician stated the madisations aré
ordensd by the psyochiatrist and he wat "not
tnalined to change® any medications sl ited by
her. On 7/8/09 at 1:06 PM the payohia st stated
gha had not been notified of the pharr clist's

MARARY STATEMENT OF DEFICIENCIE! It PROVIDER'S PLAN OF OORREOTION n5 T
%.2;& (Eﬁ\t}-stgl’| DEFIE?EEE!OY WMUST BE PRECGEDED BY  ULL PREFIX {RAQH GORRECSTIVE AGTION SHOULD BE cOMi’LdTION
TAG REGUIATORY OR LEG IDENTIRYING INFORMA 10N TAG GRDE@%EFREE&E%@%E%E APPROPRIATE DATE
F 428 | Continued Fram page 16 F4zs8| w48
S The drg rezitmen of each. wsident must #/L412009

be raviewed 4k least onca 2 month by

7 licansed pharmaoist,

the pharmecist must report any
irregularitios to the attending phystolan
and the diveotor of nutglng, and thuse
reporls toust b acted vjon,

Thig will be aeoomplished by

1, The fueility will bogin the use of's
naw teacking form that will be sent
ty physiciama to make them awars of
the pharmaclat resummendations,
Thia form will have a placo forthe
physiclan 1o indfeats what he/she
woyld tike 1o do In response to the
pharmacy recommendation. The
Eacility witt put o tracking system in
place tv angure that we are recetving
these forma back fram phygicians,

0, Residont #36 way reviewed

by tha DON on 7/27/09. The

FCP was nokifed of the drug-to-dmg
interaction on 7/8/09, The PCP
discentinted uy of the drg in
question on the pharmaey sonault
taport on /809,

Any regommandations mad

by the comgultant phatmaeist will be
canunupicated to the PCP and to
iha peyohiatrlst (whets applivable)
for roview and advisement,

b, Modisations weore reviewed
for mzident #9 by the DON on
TR09, Tha physislan was
controtot] regarding the
pharmacist recomiendation

and documantation of the
hyslclan's respongs was indicated
in the rentdent’s medion) revord,

FORM ChS-2667(02-09) Provious Varsions Dbsolate

wvant 1D; PTAC ¢

Fasllily 1D, WYDoRs

If eontinuation shaat Page 18 of 17



PEPARTMENT OF HEALTH AND HUM: . SERV SES

_CENTERS FOR MEDICARE & MEDIGAID SERV| (ES

PRINTED; 07/20/2009
FORM APPROVED

HTATEMENT OF DEFICIENGIES {1} PROVIDER/UFPLIEF OLIA (X2) MULTIPLE CONBTRUGTION (%3) DATE SURVEY
ANR FLAN OF CORREGTION IDENTIRIGATION NUA JER: COMPLETED
A, BUILDING
B, 1MNG —
53508 - 07/09/2009

OMB NO, 0938-0381

NAME OF PROVIDER OR SUPBLIER
ROCKY MOUNTAIN CARE EVANETON

STREET ADDRESS, CITY, BTATE, ZIP CODE
A75 YELLOW CREEK ROAD
EVANSTON, WY #2930

) 0

PROVIDER'S PLAN OF CORRECTION

| resident was receiving.

| don't get anyihing back."

b. In May 2008, the pharmaaiat nett 1 that
Razadyne i not effective with severe ir 2llecival
impairment and recommendsd the rmed wtion be
disaontinued for pasldant %9,

o. In April and May 2009, the phar st
noted Exalon was not effeciive with sev we
intellactual Impalrment and reoammend :d the
medloation be discontinued for residen! #28, In
addition, the pharmaoist noted that the  asident's
bivod sugars ware high In the-morning .

d. In Fabrugry 2009, the pharmaois
racotntmended a uro acid level for resic aht #48,
bovause s/he received Allopurino! 300 illlgrams
(mg) dally.

a. Reviaw of the May 2009 pharma ¥
medication review for resident #38 sha red the
pharmacist questionad the exdiva folic & id the

2. During an interview on 7/8/09, the & esior of
nursing (DON) stated it was the respot sihility of
the charge nurses to eall or fax the phy sician with
the pharmacista raports of potential In gulariies.
The [ION stated there was no evidanc » the
physician acted upon the reports, unle s there
were new orders, Sha stated "somedin 38 we

SUMMARY STATEMENT OF DEFICIENCIE I o
REF (EACH DERIGIENGY MUST BE PRECEDED BY  LLL PHEFIX (BACH GORREGTIVE AQTION BHOULD BE GOMPLETION
TAG REGULATORY DR LSG IDENTIFYING INFGRM/ 10N) TAG CAD3S-RERERENGED TO THE AFPROPRIAYE BATR
DEFIGIENGY)
F 428 Continued From page 18 F 428 it e
resutnmendation 6. Medisations wars reviewed for

resident #28 Ty tha ION an 7/27/09.

d.  Residenc#48 iz deosaned.
The facility will implement the
use of a pew form by communieate
phavmngist reeomimondations

to the physicinn,

o Roridont#35°s PCP wag
vontneted rogarding the pharmacls:
recanvmendation on 72709
quastioning the vee of the weira
tolle ncld that the resident wes
racelving. Documentation of

the PCT* responae wye added 1o

the resldont's modicel tecord,

Ag—— 4 Slasw Y ‘| AT AP ey . — 1 8 ey i
2, The fachity will Tnplement the use
of a new form fhat will be sent bo the
physistan indicating the phermacigt
recommendations, There will bo

a place for the physinisn to ndiceio
how he/she would like to proceed
givent the pharniasist recommensdation,
The. DON or DID will be given the
roaponsibiiity to follow-up and

angtre thekwe ars recelving

reapange Frain the physleian.

Any eoneerng wiT be raportad 1o the
QA nomirities nt least quartetly.

FORM CMS-2667{02:08 Pravioun Varslons Qheslsto

Svent ID; FTOC1

Faghity Ity WYO028

If sontihuation shaset Page 17 of 17
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