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F 000 | INITIAL COMMENTS : F 000|483.10(n) RESIDENT SELF-
ADMINISTER DRUGS IF DEEMED
The following common abraviations and ' SAFE
acronyms are used throughout this document: PLAN: The facility will ensure that eversy]
RN-Reglsforsd N resident that requests to self-administer
-Registerad Nurse ) medications is determined to b t
ADOWTNH Dlrectxr of gurtsmg self-adn;(i)nister mecll’;::lartliins byet}?:fe ’
I?Agg-mnlmum g;s[;ntssls " interdisciplinary team. This standard will
PRN-as needed : be accomplished by the following
- (including but not limited to):
Less commonly used abbreviations will be 07/00/11
apnotated in each deficiency. -
F 178 | 483.10(n) RESIDENT SELF-ADMINISTER FA78] Ay Resident # 15 has been evaluated
=D DRU? IF DEEMED SAFE ' by the Castle Rock Convalescent
An Individual resident may self-administer drugs if Center's (CRCC)
the intendisoiptinary team, as defined by interdisciplinary team to sclf-
§483.20(d)(2)(11), has determined that this : administer medications. The tool
| practice I safe. : utilized is the CRCC Evaluation
for Self-Administration of
This REQUIREMENT is niot met as evidenced Medication.
by:
gased on medical recerd review, staff interview, B) At this present time resident #15 |
and teview of the facility's palicy and procedures, is the only resident in the facility
the facillty failed to ensre an assessment for seif ; that is self-administering
adminisiration of medications was ri»ler;onned for medications. The
:ng:!l::ast?;?g?o?:gfe:gsm(!ﬂs?agm ata the bedside. interdisciplinary tcam and nurses
The findings were: ' will review the facility’s policy
on self-administering /
Review of the mexical record for resident #15 medications. Future residents
showed s/he hed diagnoses Including Alzheimer's with arders to self-administer will
disease verslis multi infarot dementia and be evaluated with the CRCC
blindness In the right eya along with visual . y
Evaluation for Self:
cl problems in the left eye sacondary to macular
}6 degeneration, Review of the 11/18/10 initial MDS |
asses?en/summary showad the resident was
i /

(AHORATORY DIREETO) V y«ﬁﬁa REPRESENTATIVE'S SIGNATURE TE- ) /
2 5Vt i) MW Lol /. (/Z
o) ala

o Ld L (
Any toment ending with an aaterisk (*klenotes.a.ceficlency whish the institution may be excusad from correcting providing itis qéé}mhqﬂ/ that
tthar, uards providae sufficlent proteciion 44, jents, (Seo instructions.) Exoept fot nursing homes, the Tindings stated above ars disclogebia 50 duys
] Iha date of suivey whether or not & plar6F correction ks providad. For nursing tomes, the aboue findings and plane of corraction are discloasbi 14
daffs tallowing the date these documents are made- avaliable to the facillty. If deficiencies aro cled, an approved plan of correction is requisits to continued

program participation.
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F 176 | Continued From pags 1 - . .
pag F178 Administration of Medication,

incapable of making decisions., Review of
11/13/10 physician's orders showed an order for
Refresh tear drops, may have at the hadside.
Review of the 11/24/10. physiclan's orders
| showed an order for Cortisone cream datly, apply
to upper ankles, may keep at bedside, Lofrimin |
AF 24 Gram 1% cream dally, apply above the
ankles PRN, may keap af bedside. Continued
review of physician's orders showed on 11/30/10
the physiclan ordered Travantan 0.004% solution
PRN, use as directad on package, may keep at
bedslide. The following concerns were ldentified:

a, Review of the medioal record showed no
evidence the resident was assessed for safoly of
self administering medications. Intarview with the
ADON on 6/9/11 at 9 AM revealed no formal
assessmant for self administration was
performed. She said staff just followed
physiclan's orders whan bedside medications
were ordered.

b. Review of the facility's policy on self
administeting medications, effactive date 12/1/07,
revealed Instructions that "For those residants for
which self-adrinlstration of drugs is safe and
appropriate, the Facility should educate residents
In an effort to meet the following ebjectives;
"...The resldent should be able to state the name,
dose, strength, frequenay, and purpose for use of
histher medications... The residant shouki
Undersfand the possible side effects of his/her
medications and should understand that he/she
should nofify Facility staff if he/she experiences
any such side effects.., The resident shauld be
capable of correctly administering, hjecting or
applying hisher medications...The resident
should ba capable of correctly storing hisfher
medications In a locked compartment....[f o
resident self-administers hisfher medications, the

The interdisciplinary team will
review quarterly or with
significant change in status.

C) The completion of this standard
will be reported to the Quality
Assurance Committee quarterly.

torti f%/l’au) —up ?il 8 C}"cyga /red Ay

D) The Director of Nursing is
responsible for compliance of the
above standard.
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The facility must not employ Individuals who have
been found guilty of sbusing, neglecting, or
mistreating residents by e court of law; or have
had a finding entered into the Slate nutse aide
registry concerning abuse, neglect, mistreatment
of residerits or misappropriation of thelr property;
and report any knowlsdde it has of actions by a
oourt of law ageinst an employee, which would
Indicate unfitness for service as a nurse alde or
other fadllity steff fo the State nurse aide ragistry
or llcensing authorities.

The facllity must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including Injuries of unknown source and
migappropriation of resident propeity are reporiad |
immeadiately to the adminisfrator of the facility and
to other offfclals in accordance with State law
through established procedures (including to the
State survey and certification agency},

The faclity must have evidence that all alleged
violations are thoroughly Investigated, and must,
pravent further potential abuse while the
investigation is In progress.

The results of alf invesiigations must be reported
to the administrator or his designated
representative and o other officigls in accordance
with State law {including to the Stats survey and

o | SUMMARY STATEMENT OF DEFICIENGIES n PROVIDER'S PLAN OF CORREGTION %6
PREEFIX {EACH DEFICIENCY MUBT BE PREGEDED BY FULJ, PREFIX {EACH CORRECTIVEE AGTION SHOULD 2E COMPLETION
TAG REGULATORY OR LSG IDENTHYING (NFORMATION) TAR CROSSREFERENCED TQ THE APPROPRIATE PATE
BEFIGIENGY)
F 176 | Continued From page 2 F 176
Facility, in conjunction with the Interdisciplinary
team, should routinely assess the resident's
cognliive, physical and visual abilify to carry out
this responsibllity per Faoliity polloy..."
F 225 ﬁsggﬁﬁg}\)%iggb {(c'.,}JF({?I') ~(4) F 225| 483.13 Investigate/Report
85=D z - Allegations/Individu
ALLEGATIONS/INDIVIDUALS gations/Individuals —_—

District Employment Policy entitled

““Pre-Employment Requirements” has

been updated to include Verification of
the State Nurse Aide Registry as a
requirement for all C.N.A.s employed at
Castle Rock Convalescent Center,
Human Resources will be responsible
for accessing the registry. If a
prospective C.N.A. is not found when
accessing the registry, he or she will not
be hired until they are. Human
resources has verified that Certified
Nurse Aides #1 and #2, noted in tag
F225, are on the Wyoming CN.A.
registry.

If a nurse aide is hired by Castle
Rock within 120 days of passing their
C.N.A. class, they will be required to
also be listed on the State registry within
that same 120 days. Should they fail to

{ gain access onto the registry within 120

days of employment, they will be taken
off of the schedule until they are
registered.

FORM CMS3-2607{02-09) Frevious Verslons Obsolele
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F 225| Continued From page 3 F 225

F 24
88=D

 The faciiity must promote care for residents ina

cartification agency) within & working days of the
incldent, and If the alleged violation Is verified
appropriate coirective action must be taken.

This REQUIREMENT s not met as evidenced
by

Hased on review of persohnel records and steff
interview, the facility falled to ensure the Stats
nurse alde registry wes accessed when hiring 2
of 2 CNAs licansad in Wyaring {(#1,#2) , The
findings were:

1. Review of the parsanne! fila for CNA #2
revealad a date of hire of 4/8/11 and that she was
licensed in the State of Wyoming. Further review
showed no verlffication the State nurse aide
registry was accessed fo check for findings of
abuse, neglect, or misappropriation of property.

2. Review of the personnel file for CNA #1
revealed the GNA was licensed In the Stale of
Wyorning and wes hired by the facility on 2/28/11, |
Further review showed no verificalion the State
nurse aide registiy was actessed 1o check for
findings of abuse, neglect, or misappropriation of

property.

3. Interview on 6/9/11 at 8 AM with Human
Resource employea #1 revealsd sha did not
know about the State nurse alde registry and did
not access it when hiring CNAs,

483,15(a) DIGNITY AND RESPEGT OF
INDIVIDUALITY

manner and in an environment that maintains or

483.15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

PLAN: The facility will promote care for
residents in a manner and in an
environment that maintains or enhances
each resident’s dignity and respect in full
recognition of his or her individuality.
This standard will be accomplished by the
following (including but not limited to):

7/09/2011

A) A quality monitoring tool will be
utilized to assure that the resident’s
dignity and respect in full recognition
of his or her individuality is honored,
Resident #31 and other residents in
the dining room will be monitored
regarding this standard. The quality
agsurance tool will be atilized
randomly at Breakfast, Dinner and
Supper once each week. The name of
the tool being utitized is Quality
Assurance Tool for Providing Dignity
of Residents in the Dining Room.

The audit will be performed by the
DON, ADON, or assigned staff nurse
and immediate follow up will be done
with employee and documented on
Fe41| tool. Education will also be provided
in staff meetings.

FORM CMB-2687 (02-00) Previous Versions Qbsolele " Event ID; CVON{4
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X810 SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF GORREGTION 0l
PREFIX [EAGH DEFICIENCY MUST RE PREGEDED BY FULL PRENX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFOGRMATION) TAB BROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
B) The Nursing Staff will be
F 241 | Contlinued From page 4‘ o F 241 educated regarding 483.15(‘,1)
enhances each reslkient's dignity and respect In Digpity at the next nurse meeting
full recognition of his or her individuality. on T/06/11.
This REQUIREMENT Is not met as evidenced C) The results of the quality-
by: monitoring tool will be reported
Based on observation and resident and staff to the Quality Assurance
interviews, the facility falled to ensure dignlty was Commitiee quarter]
maintained for 1 non-sample residant (#31). The evith Ao o uy' D6 ;f,r'm 24 e a/
findings were:! , 7 regenre i
D) The Director of Ni ursing is 1
Observation on 6/6/11 from 510 PM to 6:18 PM responsible for compliance of the
revealed noh-sample resident #31 required above standard,
assfstance with the evening meal. Observation _
showed RN #1 would walk over to the resident
and give himmer a bite of food then walk off to
asslst enother rasident. The RN stoed to feed the
regident each lime she gave him/ther a bite-fo eat
then would walk off {o assist sormeons alge, This
practice was abserved three different imes
throughout the meal. Interview with the ADON on
67811 at & AM revealed staff should always sit fo
assist a resident with thelr meal,
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279] 483.20(d), 483.20¢k) (1) DEVELOP
§8=E | COMPREHENSIVE CARE PLANS COMPREHENSIVE CARE PLANS:
A facllity must use the results of the assessmant PLAN: The facility will ensure that the
to develop, review and revise the resident's results of th"j assessment are used to
comprehensive plan of cara, clevelop, teview and revise the resident’s
plan of care. The comprehensive care
The fagifity must develop a.comprahensive care plan for each resident will include
plan for eachﬁfldenlé)}hat includ?s ma?:ur?ble measurable objectives and timetables to
objectives and fimatables to meet a resident's T ' .
medical, nursing; and mental and psychosooial 'meet each resident’s mec‘l(.:ﬂl’ HISINg,
needs thaf are identified it the comprehensive and mental and psychosocial needs that
assesament, are 1dentified in the comprehensive
agsessment, The care plan will describe
The care plan must describe the sarvices that are the services that are to be furnished to
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attain or maintain the resicent’s highest
= 279 Continued From page & F 279 practicable physical, mental and
fo be furnished to aftain or maintein the resident's psychological well being as required i
hl'gh‘;St pr'aif:’lrif.‘,al:;lliI physical, mapta;l, aﬂdd under 483.23; and services that would |
psychosocial well-being as raguired under otherwise be required under 483.2 ;
§483.25; and any setvicas that wouid otherwise are not provi da?:fgz t: I:h: ];,eggenst,zm
be required under §483.25 but are not provided ise of right ] . .
due to the resident's exercise of rights undar exercise of rights under 483.10 including
§483.10, Including the right to refuse treatment the right to refuse treatment under
under §483.10(b)(4). 483.10(b) (4). These standards will be |
accomplished by the following (mcludmg
‘ ) but not limited to):
This REQUIREMENT is nof met as-evidenced I
by:
Based on staff interview and medical record . o L '
review, the facility falled to ensure an A) A_quahty—momtormg tool will be ™ 7/09/11
| individualized care plan was developed ina utilized to assure that resident ¢
variety of araas for 12 of 13 samplé residants (#2, #13’s care plan regarding routine
ﬁ.gﬂ ?hmf?‘;?’l 7, #19, #24, #37, $38, #43, #44, personal care will have a .
) The findings were: measurable goal. The care plan |
1. Review of the current care plan for resident will be changed to reflect timed,
#13 showed the resident had a problem with measurabl; and individualized |
routine personat care, The goal was listed as goals and interventions. The care }
“Rautine personal care wlll be previded." The goal plan will be updated quarierly by *
was not measurable, Review of the associated the MDS coordinator or
interventions for this problem.included "oral
hygiene" with no speclfice such as danture care dep artme.nt :spemﬂc member of I
or brushing, “dressing/grooming" with na further the intexdisciplinary team or when|
instructions regarding the amount or type of a change in status has occurred.
assistance needed, “oladder if no BM. G The care plans will be reflective |
=Continant I=Incontmﬁ||1't (#imes)", "pericars of the resident as an individoal |
(indsp/Depen/Assist),” "mental-status d the Routine C
{awake/Sleep) {Coop/Uncoop)”, and "Mobiilty and generate the Rouline Cares |
(Bed/Chair/Ambulatory)." using the CNA Care flow sheet, i
2, Review of the current care plan for rasident These documents are extensions |
#16 revealed routine bathing was identified as a of the care plan. The mtf:rventlons|
PTObL?m- th ]gr?.]a(! was t% r%t;eilv? a battl) twice will be individualized to resident
weaKly an 85 neaded). INtervVentions #13 in regard to oral hygiene,
included were tub bath daily, shower bath datly, dressing/grooming including if |
FORM CMS-2667{02-69) Previous Varsions Obsolata Event 1D; CVON11 Facllity 1. WYOUH4 If continuation shest Page § of {6
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1 the MD$ showed the resident was totally

manicure daily, pedicure daily, shava daily,
shampoo halr daity, and style. hair daily,
Interventions were not individualized to meet the
rasldent’s speclfic needs norwere they consigtent
with the goal of a bath twice weekly.

3. A review of the current care plan for rasident
#43 showed problems identified included
aiteration in comfort {pain) with a goal of
"Resldent wiil develop effective coping strategles
to help adapt to pain,” The goal was not
measurable and did not inciude pain relief
{vomfort) but that the resident should "adapt” to
the pain. Intarview with {he ADON on 8/8/11at9
AM ravealed the goal was not appropriate. A goal
should have been written for pain relief, nof just
tolerance.

4. Medical record review for resident #2 revealed
an admission MDS completed on 8/11/11.
Review of the MDS showed the resident needad
extonsive assistance with personal hygiene,
bathing, and oileting, Further review revealed
generlc are plans for routine personal care and
routing bath care that were not Individualized to
meet the resident's needs,

5, Medlical record review fof resident #5 ravealed
a quarteriy MDS complated on 3/21/11. Review of |

tiapandent with personzl care, Further review
revealed a genetic care pfan for rouflne personal
care that was hot individualized to maet the
resident's noeds,

B. Medical record review for resident#17
reveaied a significant change MDS completed on
53111, The MDS showed the resident was
totaily dopendent In personal care and bathing.
Further review revealad generlc care plans for

STATEMENT GF DEFIGIENCIES %1y PROVIDER/SUPPLIBRICLIA 1(%2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND FLAN OF CORREGTION IDENTIFIGATION NUMEER: COMPLETED
A BUILBING
‘B. WING
535033 06/09/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GOBE
1445 UINTA DRIVE
CASTLE ROCK GONVALESCENT CENTER
GREEN RIVER, WY 82935
o 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION o1
FREFIX (FACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE coMbLR1ioN
TG REGULATORY OR LSC [DENTIFYING INFORMATION) TAQ OROSB-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
assistance is provided. In
F 272 Continued From page 6 F 279 addition, interventions for

toileting and cares will be
addressed regarding the
independence of the resident.
Mental status and mobility
interventions will be developed
addressing the resident’s
individuality. Three other
residents will be randomly
selected each week for review.
The ADON, DON or assigned
staff nurse will conduct audit and
immediately update care plan.
The name of the tool is; Quality
Assurances Tool, CRCC Care
plan Decumentation.

B) A quality measuring tool will be
utilized for resident #15 to assure
that the care plan addresses the
resident as an individual. The
interventions in regard to the
goals regarding personal cares
will be individualized and address
the following areas; frequency of
the bath, (twice weekly and PRN
as needed), what type of bath,
when manicure provided
(manicure on the Personalized
Plan Of Care will be changed
from stating manicure to hand
care including care of the nails),
when pedicure {manicure on the
Personalized Plan Of Care will be

FORM CMS-2687(02-09) Pravious Varslans Obsolate
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SUMMARY STATEMENT QF DEFICIENCIES

PROVIDER'S PLAN OF CORREGTION

personsl care and bathlng that were not
individualized to meet the resident’s needs.

7. Medical record review for resident #38
ravealed an admission MDS completed oh
41011, Review of the MDS showed the resident
neaded extensive assistance with personaj care
and bathing. Further review revealed generic care
plans for personal care and bathing that were not
individualized to meet the resldent's needs.

8. Medical record review for rasident #49
revealed an admission MDS cotnpleted on
314111, The MDS showed the residant was tofally
depandent upon staff for personal care and
bathing. Further review revealed generic care
plans for personal care and bathing that were nof
Individualized to meet the resident's naeds.

9. Review of the medical racord for resident #19
showed she had diagnoses which included
dapression. Review of the 3/24f1 1 quarterly MDS
assessment showed the resident took
antidepressant madications, and the physlcian's
orders showad a 6/25/10 order for citalopram and
a 9/28/10 order for trazodone {(antidepressants).
Review of the resident's vare plans showed they
were not individualized to meet the resident's
needs In this area, but only referred to the
medications ordered,

10. Review of the medical record for resident #24
showed sthe had diagnoses which Included
depression, dementla, and anxlety disorder,
Review of the 3/24111 quarterly MDS assessment
showed antipsychofic and anfidepressant
madications. Review of the physiclan's arders
showaed a6/14/M0 order for citalopram

%) 1D B
FreK {EACH DEFICIENGY MUST RE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE combLEToN
TAG REGULATORY OR LSC IDENTIFY/NG IRFORMATION) TAG OROSS-REFERENCER TO THE APPROPRIATE DATE
DEFICIENGY)
, changed from stating manicure to
F 279 Continued From page 7 F 279 foot care including care of nails),

©

D)

E)

when shave provided, when
shampoo provided and when hair
is styled. In addition each area
will address the specific needs of
the resident.

A quality measuring tool will be
utilized for resident #43 to assure
that the care plan addresses the
resident as an individual. The
nursing diagnosis of “Alteration
in Comfort (pain) with a goal of
“Resident will develop effective
coping strategies to help adapt to
pain” will be changed to be
measurable and the interventions
will address how pain relief will
be achieved.

A quality measuring tool will be
utilized for resident #2°t0 assure
that the care plan addresses the
resident as an individual, Routine
personal care routine bath care
will be individualized to meet
resident #2's needs as addressed
in sections A and B.

A quality measuring too] will be
utilized for resident #5 fo assure
that the care plan addresses the
resident as an individual. Routine
personal care rontine bath care

L
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will be individualized to meet
F 279 | Continued From page 8 F 279 resident #5°s neads as addressed
(antidepressant), a 7/19/16 order for quatiapine in sections A and B,
fumarafe (anfipsychoflc), and a 5/20/11 order for
alprazolem (anfianxiety), Review of the resident's F) A quality measuring tool will be
care plans showed they were net individualized to utilized for resident #17 to assure
meet the resident's neetds in thase areas, but only hat th |
referred to the medications ordered. that the care plan addresses the.
resident as an individual. Routine
11, Review of the medical record for resldent #37 personal care routine bath care
showed s/he had diagnoses which |ncluded will be individualized to meet
depression, Review of the 2/26/11 annual MD8 resident #17°s needs as addressed
assessment showed the resldent took in sections A and B
antideprassant medication, and the physidian's '
orders showed a 3/2/09 order for citalopram ) . .
(antidepressant), Review of the resident's care G) A quality measuring tool will be
plans showed they were not individualized to utilized for resident #38 to assure
meat the resident’s needs n this area, but only that the care plan addresses the
referred to the medication ordsred. resident as an individual. Routine
12. Review of the medical record for resident #44 Pc.rsona.l care rout’me bath care
showed s/he had diagnoses which included will be individualized to meet
depression. Review of the 3/27/11 quarterly MDS resident #38’s needs as addressed
assessment showed the resident took in sections A and B.
antideprassant medication, and the physisian's
Ot pespa i ), A iy casing o il b
a N a4 —— .
plans showed they ware not individualized to u;'hiﬁd for resl1den1c:l§49 t0 *atslfure
mest the resldent's needs in this area, but only that the care plan addresses the
referred to the medication ordered, resident as an individual. Routine
personal care routine bath care
13, interview with the ADON on 6/9/11 at 9 AM will be individualized to meet
revealad care plans were compufer generated
and staff were supposed to individualize them for
each resident.
F 280 | 483.20{d)(3), 483.10(k)(2) RIGHT TO F 280
g5=D | PARTICIPATE PLANNING CARE-REVISE CP
The resident has the right, unless adjudged
incompetent or otherwlse found to ba
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resident #49’s needs as add
F 279 | Gontinued From page 8 F 279 o etions A i s addressed
{antldepressant), a 7/19/10 order for quetiapine '
furnarate (antipsychotic), and a 5/29/11 order for . . .
alprazolam {antianxiety), Review of the resldent's D A,‘]].“agty measuring tool will be
care plans showed they were not indlvidualized to ntilized for resident #19 to assure
meat the resident's needs in these areas, but only that the care plan addresses the
| referred to the medloationa ordsred. resident as an individual, The care
. plan and interventions will be
11. Review of the medical record for resident #37 ) R
showed sfhe had dlagnoses which included Chagfed to reflect the 1.nd!v1dua]
depresslon, Review of the 2/26/11 annual MDS needs of resident # 19 in regard to
assessment showed the resident took depression.
antidepressant medicafion, and the physleian's
orders showed a 3/2/09 order for citajopram 1) A quality measuring tool will be
(antidopressant). Review of tlhz rt?side”nt‘s dca" ® utilized for resident #24 to assure
plans showed thay were not individuallzed to X
meet the resident’s needs in this area, but only that dthe care plan addresses the
referred to the medication ordersd. rfiS‘ en;a‘s f‘“ mdé_wdual.‘ lﬂl)e care
pian and meerventions wi [}
12. Review of the medlcal record for resident #44 changed to reflect the individual }
showed sthe had dlagnoses which Included needs of resident # 24 in regard to
depression. Review of the 3/27/11 quarterly MDS depression, dementia, and anxiety
assesament showed the resident took disorder
anfidepressant medicatlon, and the physiclan's '
orders showed a 7/8/09 order for citalopram , , .
(antidepressant). Review of the resident's care K) A quality measuring tool will be
plans showed they were not individualized to utilized for resident #37 o assure
meet the resldent's needs in this area, but only that the care plan addresses the
referred fo the medication ordered. resident as an individual, The care
13, Interview with the ADON on6/9/1 at  AM plan and fntetventions will be
revealed care plans were computer generated changed to reflect the individual
and staff were supposed to Indlvidualize therm for needs of resident # 37 in regard to
each resident, depression.
F 260 | 483.20(d)(3), 483.10{k}(2) RIGHT TO F 280
g8=D | PARTICIPATE PLANNING CARE-REVISE CP
The rasident has the right, unless adjudged
incompetent or otherwise found to be
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F 279 | Conlinued From page 8 F279| L) A quality measuring tool will be
{(antidepressant), a 7/18/10 otder for fuetiapine utilized for resident #44 to assure
lrasolo akamityy, Reviow ot resdents that the care plan addresses the
care plans showad they were not Individualized to resident as an individual The carc
meet the residenf's needs In these areas, but only plan and interventions will be
referred 1o the medioations ordered. changed to refiect the individual

needs of resident # 44 in regard tc
11. Review of the medical record for resident #37 depression,
stiowed s/he had dlagroses which included -
deprassian, Review of the 2/26711 annual MDS .
assessment showed the residant took M) The results of the quality
antideprassant medication, and the physician's monitoring tool will be reported
orders showed a 3/2/08 order for citalopram to the Quality Assurance
(antidepressant), Review of the resident’s care Committee quarterly.
plans showed th(:y were hot Individualized tt:I
meet the resident's neede In this area, but only . s
referred to the medication ordered. N) The Dlrfﬁctor of N“mflg 15
responsible for compliance of the
12, Revlew of the medleal record for resident #44 above standard.
showed sthe had dlagnoses which Included
depression. Review of the 3/27/11 quarterly MDS
assessment showed the resident took
antideprassant medication, and the physiclan's
orders showed a 7/8/09 order for citalopram
{antidepressant). Review of 1he resident's care
plans showed they wera not individuatized fo
meet the resident's needs in this area, bui only
referred to the medlcation ordered,
18, Interviow with the ADON on 6/9/11 at 9 AM
revealed care plans were computer genarated
and staff were supposed fo individualize them for
each resident,

F 280 | 483.20(d)(3), 483.10(k){2) RIGHT TO F 280

558=0 | PARTICIPATE PLANNING CARE-REVISE CP
The resident has the right, unfess adjudged
incompatent o atherwise found to be

FORM CMB-2867(02.09) Previous Verslions Obsolelo

Event iD: GVON{1

Faciliy 10; WY0o04

¥ continuation sheet Page 9 of 16

This 1s an ade ona!

Copy of poage 9

20 /31




307-872-4653 Line 1

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

12:26:37 pm. 07-13-2011 2113

PRINTED; 06/23/2011
FORM APPROVED
OMB NO. 0638-0391

STATEMENT OF DEFICIENCIES {(*1) PROVIDER/BUPPLIER/CLIA
AND PLAN OF CORREGTION IDENTIFICATION NUMBER:

835033

(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A, BUILDING GOMPLETED

&, WING

06/0212011

NAME OF PROVIDER QR SUPPLIER
CASTLE ROCK CONVALESCENT CENTER

BTREET ADDRESS, CITY, BTATE, ZIF GODE
1445 UINTA DRIVE
GREEN RIVER, WY 82035

(X4} 1B
PREF[X
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFIDIENGY MUST BE PRECEDED BY PULL
REGULATCRY OR LSC IDENTIFYING INFORMATION)

] PROVIDER'S PLAN OF CORREQTION gw}

PREFIX {EACH CORRECTIVE AGTION SHOULD 5& COMPLETION
TAG CROBE-REFERENGED 70 THE APPROPRIATE DATE

BREFICIENGY)

F 279

F 280
88=D

Continued From page 8

{antidepressent), a 7/19/10 order for quetiapine
fumarate {anfipeychofic), and a 6/28/11 order for
alprazolam (antianxiety), Review of the resident's
care plans showad they were not individualized fo
maet the resident's neads in these areas, but only
referred to the medications tidered.

11. Review of the medical record for resident #37
showed sthe had dlagnoses which included
depression. Review of the 2/26/11 annual MDS
assessment showed the resldent took
antidepressant medication, and the physician's
orders shawed a 3/2/09 order for citalopram
{entidepressant). Review of the resident's care
plans showed they were not individualized to
meat the resident's neads In this area, but only
referred to the medication-ordered.

12. Review of the medieal record for resident #44
showed s/he had dlagnoses which Included
depression, Review of the 3/27/11 quarterly MDS
assessment showed the resident took.
antidepressant madication, and the physiclan's
orders showed a 7/8/09 order for citalopram
(anfidepreesant), Review of the resident's care
plans showed they wers not individualized to
meet the resident's neads In this area, but only
referrad fo the medication ofdered.

13. Inferview with the ADON on /9711 at 8 AM
revealed care plans ware computer generated
and staffwere supposed o Individuallze them for
each resident,

483.20(d)(2), 483.10{k){2) RIGHT TC
PARTICIPATE PLANNING CARE-REVISE CP

The rasident has the right, unless adjudged
incompetent or otherwise found to be

F 279

483.20(d)(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-
REVISE-CP:

PLAN: The facility will ensure that the
resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State,
F 280| % participate in planning care and
treatment or changes in care and
treatment. These standards will be
accomplished by the following (including
but no limited (o):

FORM GMS-2567(02-99) Previous Veralons Obsololn Event {D: GVON11

Faallity 10: WY0004 If sontinuation shaet Page 9 of 16

Ths (S an additiones
copy o page 9



h307—-872—4653 Line 1 12:27:11 p.m, 07-13-2011 22/
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: Somsaon
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONBTRUCTION (X2 DATE SURVBY
AND PLAN QF CORRECTION IDENTHICATION NUMBSER: COMPLETED
A BUILDING
535033 b e 06/09/2011

NAME OF PROVIDER OR SUPPLIER
CASTLE ROCK GONVALESCENT CENTER

STREET ABDRESS, CITY, STATE, ZIP CODE
1445 UINTA DRIVE
GREEN RIVER, WY 82935

| Incapacitated under the laws of the Stake, to

particlpate in planning care and treatment ar
changes In care and freatment.

A comprahensive care plan myst be developad
within 7 days after the completion of the
comprehensive assesament; prepared by an
Interdisciplinary team, that includes the aftending
physiclan, a registered nurse with responsibiiity
for the resident, and other appropriate staff in
disclplines as determined by the resident's needs,
and, tothe exient practicable, the pariclpation of
the rasident, the resident's family or the resldent's
legal representative; and perfodically reviewed
and ravised by a team of gualified parsons after
each assessmant,

This REQUIREMENT is not met as evidenced
by:
Based on obaervation, staff interview, and
medical record reéview, the facliily failed to ensure
the care plan was updated {o reflect the current
heeds for 1.of 18 sample residents (#43), The
findings were:

Raview of the 6/11/11 re-entry MDS assessment
for resident #43 showed s/he was always
incontinent of urine and bowel, Review of the care
plan for the reskient showed sfhe was on a
"schediled toileting program." Review of the
facility's policy, dated 2/8/05, revealed the
schedulsd tolleting program included taking the
rasident to the hathroom at scheduled times as
determined by a threa day elimination monitor.
Interview with CNA #3 and CNA#4 on 6/7/11 at

B)

&)

{X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION 08
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACK CORREGTIVE ACTION SHOULD BE COMPLETION
TAG |  REBULATORY OR LSG IDENTIFYING INFORMATION) TAG CROBB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 Continued From page 9 Foso| A A quality measuring tool will be | 7/09/11

utflized to assure that resident
#43’s care plan reflects the
current status of the resident’s
bowel and biadder program. The
Restorative Nurse, DON, ADON
or other assigned nurse will
complete the monitoring tool,
Three other random residents will
be selected once a week to
monitor comprehensive care plans

The tesults of the quality
measuring tool will be reported fo
the Quality Assurance Committee

quarterly.

crtf FEow UP 38 regus

The Director of Nursing is
respansible for compliance of the |
above standard,

e/ X
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Continued From page 10

10:50 AM revealed this resldent was frialad on a

schedifled tofleting program but was
unsticcessful. Due to the lack of suceess with the
scheduled program the resident was placed on a
check and change every two hour program. The
care plan was not updated to reflect the current
status of check and change every fwo hours for
thls resident,

483.25(1) DRUG REGIMEN 18 FREE FROM
UNNECESSARY DRUGS

Each residant's drug regimen must be frae from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duratlon; or
without adequate monitoring; or without adeguate
indicatfons for Its Use; or in the presence of
adverse consequences which mdicate the dose
shiould be reduced or discontinuzd; or any
combinafions of fhe reasons above,

Based on a comprehensive assessment of a
resident, the facillty must ensure that rasldents
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 ciinical
record; and residants who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contralndicated, in an effori to discontinue these

drugs.

This REQUIREMENT is not met as evidenced

F 280

F 320

483.25(1) DRUG REGIMEN IS FREE .
FROM UNNECESSARY DRUGS
PLAN: The facility will assure that cach
resident’s drug regimen is free from
unnecessary drugs The residents will be
monitored for upnecessary drugs
(including duplicate therapy); or for
excessive duration; or without adequate
indications for its use; or in the presence
of adverse consequences which indicate
the dose should be reduced or
discontinued; or any combinations of the
reasons above. This standard will be
accomplished by the following: (including]
but not limited to):

A) Owr Pharmacist is auditing
gradual dose reductions (GDR)
for anti-depressants and
antipsychotic medications
through pharmacy data base. The
teport generated will be part of
his monthly pharmacy review and
consults. The physician consults
are sent to each resident’s
physician for review, We are up-
dating our policy for Psychatropic
Medication review. Resident
#19s medications for citalopram
(anti-depressant and trazadone
{anti-depressant) will be
evaluated for appropriate
diagnoses, effectiveness and a

7/09/11
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by
Based on staff interview and medical record
revisw, the facliity falled o ensure the drug
regiman was free of Uhne 58aLY- diu s-fgr 6 of
12 sample residents 19, #24, #377943] #44)
who received psychoactive medications. The
findings were:

1. Review of the medical record for resident #19
showed she had diagnoses which includad
depression. Review of the physician's orders
showed the resident had a6/25/10 order for
citalopram (anti-depressant) 20.mg daily, and a
9/28/10 arder for frazadone (ant-dspressant} 50
mg daily, Review of the physiclan's progress
notes showed there was no attempt at a gradual
dose reduction for either madication. Review of
the medical records showead no rationale was
given to explain why no gradual dose redustion
was atternpled, or why two anli-tepressant
medications were indicated.

2, Review of the medical record for residant #24
showed sfhe had diagnoses which-ihcluded
tepresslon and anxiety disorder, Review of the
physician’s orders showed the resident had a
6/14/10 order for cltalopram (anti-depreassnt) 20
ma daily, and a 7119710 order for quetiapine
fumarate (antipsychotic) 26 mg each morning and
100 mg at ime of sleep. Review of the
physictan's progress notes showed there was no
attermpt at a gradual dose raduction for either
medicatich and no rationale was provided to
explain why no gradusl dose reductlon was
atlempted.

3. Review of the medical record for resldent #37
showed sthe had diagnoses which included

X4y D SUMMARY STATEMENT OF DEFIGIENGIES ™ PROVIDER'S PLAN GF CORREGTION {x8)

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION

TAG REGULATORY OR LSO IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 829 | Continyed From page 11 Fagg| ~ ODR will be addressed. We

monitor these medications
quarterly or when a change in
status has occurred, These
reviews are also sent to IDT for

further review quarterly or when a

change in status occurs, A
quality monitoring tool (
Psychotropic Log), will be
utilized to assure psychotropics
are be monitored routinely. An
additional monitoring tool will be
utilized (attachmenti8) 15 aSsure
that providers address
psychotropic medications
(unnecessary drugs). In addition,
tracking of this standard will be
monitored for QA with our New
Multi-disciplinary Data
Collection Tool quarterly.
B) Resident #24 will be cvaluated
for possible side effects,
interactions, or adverse
consequences for citalopram and
seroquel. PCP review resident
chart and noted that previous dose
reductions were unsuccessful.
Resident to be reviewed by
psychotropic nurse manager and
facility pharmacist for further
complications.
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depression. Review of the physiclan's orders
showed the resident had a 3/2/09 order for
oltalopram (anfi-depressant) 20 mg dally, Review
of the physician's progress notes showed there
was no attempt at a gradual dosa reduction, and
no rationale wes given to explain why no gradual
dose reduction was aftempted.

4. Raview of the June 2011 physiolan's orders for
resident #43 showed s/ha had recaived Xanax
0.25 milligrams (my) twice daily with an addiflonal
order for PRN between the scheduled doses, and
Restoril (sedative-hypnotic) 15 mg every night at
becitime since 12/15/09 with nc gradual dose
reductions attempted. Review of the medical
record showed no evidence the physican
describad why a dosage reduction was clinically
contraindicated, Interview with the ADON on
6/9/11 af 8 AM revealed some physicians wers
not good sbout documenting why he or she did
hot want g dosage reduction atternpted,

5. Revlew of the medical record for resident #44
showed sihe had diagnoses which Included
depression. Review of the physiclan's orders
showed the resldent had a 7/8//09 arder for
citalopram (anti-depressant) 20 my daily, Review
of the physiclan's progress notes showed there
was no altempt at a gradual dosa reduction, and
no retionale was provided to explain why no
gradual dosa reduction was attempted.

6. During an interview with the ADON on 6/9/11 at
9:45 AM, she confirmed the physiclans had not
attempted a dose reduction and had not given
any rationale for continuing residents #19, #24,
#37, #43, and #44 on thelr current medioations
for depression, anxlely, psychosis, and insomnia,

(% 10 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORREGTION P
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULE, PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG HEGULATORY OR .80 IDENTIFYING INFCRMATION) TAG OROSS-REFERENCER TO THE APPROPRIATE DATE
DEFICIENCY)
€) Resident #37 has been evaluated
9 1 [TT] '
F 328 | Continued From page 12 F 328 by facility pharmacist on

6/10/2011 and with this review a
gradual dose reduction has been
sent to the PCP for review. With
PCP review this will be sent to
IDT for additional review

Resident #43 will be evaluated
for possible side effect,
interactions, or adverse
consequences by the facility
pharmacist. With this evaluarion
areview will be sent to the PCP
for review and sent to IDT for
additional review. PCP will also
review medications for potential
complications.

D)

E) Resident #44 4 gradual dose
reduction has been completed on
this resident and will be sent to
IDT for evaluation.

F) The results of the quality
monitoring tool will be reported
to the quality assurance )
committee quarterly. An
assigned management nurse
reviews every resident’s anti-
psychotic medications quarterly
and follow up is done in IDT

quarterly.
LOrth Fotlowd ) A8 regd

el e

FORM CMS-2607(02-99) Pravious Vorsions Obsnlata

Evenl |D; OVONH

Faallity [D: WY 0004

If continuation sheet Page 13 of 16



307-872-4653 Line 1

DEPARTMENT OF HEALTH AND HUMAN SERVICES
__CENTERS FOR MEDICARE & MEDICAID SERVIGES

12:29:41 pm.  07-13-2011 26 /31

PRINTED: 08/28/2011
FORM APPROVED
OMB NOQ, 09380391

STATEMENT OF DEFICIENCIES {(¥1) PROVIDERIBUPPLIERICLLA,
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

535033

(X2) MULTIPLE CONSTRUGTION
A BUILDING

B. WING

(%3} DAYE SURVEY
COMPLETED

06/09/2011

NAME OF PROVIDER OR SUPPLIER
CASTLE ROCK CONVALESGENT CENTER

STREET ADDRESS, CITY, STATE, ZIP GODE
1445 UINTA DRIVE
GREEN RIVER, WY 82035

{4y 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EAGH DEFICIENGY MUST BE PRECEDED BY FULL
HEGULATORY OR LSC IDENTIFYING INFORMATICN)

DEFICIENCY)

2] ' PROVIDER'S PLAN OF CORREGTION (X6}
FREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROFRIATE PATE

F 329

Continuad From page 12

depression. Review of the physiclan's orders
showed the resident had a 3/2/08 order for
¢italopram (anti-depressant) 20 mg dally. Review
of the physlclan's progress hotes showed there
was no attempt at a gradual dose reduction, and
no rationale was given to explain why ho gradual
dose reduction was atternpted.

4, Revigw of the June 2011 physician's orders for
resident #43 showed sfhe had recelved Xanax
0.25 milligrams (mg) twice daily with an additional
order for PRN between the soheduled deses, and
Resior! (sedative-hypnotic) 16 mg every night at
bedtime since 12/16/02 with no gradual dose
reductions attempted. Review of the medical
record showed no evidence the physichan
desoribed why a dosage reduction was clinlcally
confraindicated. Interview with the ADON on
6/9711 at 9 AM revealed sorme physiclans wera
not good about dosumenting why he or she did
not want a dosage reduction attempted,

B, Review of the medical record for resident #44
showed s/he had diagnoses which hcluded
depression. Review of the physician's orders
showed the resident had a 7/8/09 order for
citalopram {anti-depressani) 20 mg daily. Review
of the physiclan's progress notes showed there
was no attempt at a gradual dose redudtion, and
no rationale was provided to explaln why no
gradual dose reduction wes attempted.

&, During an interview with the ADON on 679/41 at
9:45 AM, she confirmed the physicians had not
attempted a dose reduction and had not glven
any rationale for confinuing regidents #79, #24,
#37, #43, and #44. on: their current medications
for depression, ahxlety, psychosts, and Insomnia.

F 329

above standard,

() The Director of Nursing is>
responsible of compliance to the
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58eE

| consequences.

IRREGULAR, ACT ON

The drug regimen of egch resident must be
reviewed at ieast once a month by a licensed
pharmaclet,

The pharmactat must report any irregularites to
the attending physician, and the director of
nursing, and these reports must be acted upon,

This REQUIREMENT is not met as evidencad
by:
Based on medical record review and staff
Interview, the facility fallsd fo ensure monthly
medication regimen reviews (MMRs) were
appropriately completed for 5 of 12 sample
residents #19; #24:‘??3?7’#43‘,’#44). The findings
were;

1. Review of the medical record for resident #19
showed s/ha had diagnoses which Included
depression. Review of the physiclan's orders
shoewed the resldent had a 6/25/10 order for
citalopram {anti-depressant} 20 mg daily, and a
9/28/10 order for trazodone (ané-depressani) 50
mg dally. Review of the 2010-2011 MMRs
showed the facility falled o identlfy and report the
duplicate medications as irragularities, or
avaluate the medications to detettvine pressible
slde effects, interactions, or adverse

2. Review of the medical record for resldent #24
showed sthe had diaghoses which included

o) 1o BUMMARY STATEMENT OF DEFIGIENGIES D FROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE cowpliTion
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG OROSE-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 428 483.80(c) DRUG REGIMEN REVIEW, REPORT |  F 428] 483.60(c) DRUG REGIMEN REVIEW,
REPORT IRREGULAR, ACT ON

PLAN: The facility assures that the drug
‘regimen of each resident must be
reviewed al least monthly by a licensed
{pharmacist. This standard will be
accomplished by the following (including
but not limited to):

A) Our Pharmacist is auditing
gradual dose reductions (GDR)
for anti-depressants and
antipsychotic medications
through the pharmacy data base.
The report generated will be part |
of his monthly pharmacy review
and consults. The back hall has
been completed and in July the
front hall will be completed and
then with each subsequent visit.
He will consult with psychotropic
nurse manager and coordinate
follow-up regarding GDRs. We
are up-dating our policy for
Psychotropic Medications.
Resident #19°s medications for
citalopram (anti-depressant and
trazadone (anti-depressant) will
be evaluated for appropriate
diagnosis and effectivencss and a
GDR will be addressed, We
monitor these medications.
quarterly or with a change in i

|

7/09/11
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PEFICIENGY)

428 | Gonlinued From page 14 F 428 status. These reviews are aiso
depression and enxlety disorder, Revisw of the sent to IDT for further review.
physiclan's orders showed the resident had a - .

8/44/10 order for citalopram (ang-dspressant) 20 B) Resident #24 will be cvaluated
g daily, and a 7/19/10 order for quatiapine for possible side effects,
fumarate (anfipsychotic) 25 mg each moming and Interactions, or adverse
100 mg at time of slesp. Review of the 20102011 consequences for citalopram and
MMRs showed the faoility failed to evaluate the seroquel. PCP reviewed resident
Irr:tedlc:atilons to determine possible side effacts, chart and noted that previous dose
| Interactions, or adverse consequences, : :
) reductions were unsuccessful,
3. Review of the medical record for resident #37 Resident to be roviewed by
showed sfhe had diagnoses which Inoluded psychotropic nurse manager
depression. Review of the physician's ordars quarterly and facility pharmacist
showed the resident had a 3/2/09 order for for further complications.
citalopram (anti;depressant.]} 20 mg dally. Review
of the 2009, 2010, and 2011 MMRe showed the .
facilly fafled o evaluate the medication o C) Resident #37 has been evaluated
delermine poesible side effects, inferactions, or by facility pharmacist on
adverss consequences. 6/10/2011 and with this review a
gradual dose reduction has been
4. Revigw of the June 2011 physician's ordera for sent to the PCP for review '\:fliath
resident #43 showed sie had recelved Xanax PCP review this will be sent t
0.25 milligrams (mg) twice dally with an additional IDT for addii © sentto
order for PRN between the schedulad doses, and or additional review
Restorll (sedative-hypnotic) 15 mg every night at quarterly.
bedtime sinee 12/16/02 with no gradual dose
reductions afterpted. Review of the 2011 MMRs D) Resident #43 will be evaluated
showed the facllity failed to evaluate the for possible side effect,
medicetion to determine possible side effects, interactions, or adverse
Interactions, or adverse consequences. co nsequencés by the facility
6. Review of tho medical record for resident #44 pharmacist. ‘With this evaluation
showed sfhe had diaghoses which included a review will be sent to the PCP
depression, Review of the physician's orders for review and sent to IDT for
showed the resident had & 7/8//09 order for additional review quarterly. PCP
citalopram (ant-depressant) 20 mg dally. Review will also review chart f
of the 2009, 2010, and 2011 MMRs showed the " Chatl for
faclity failed to evaluate the medication to potential complications.
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(X4) I SUMMARY STATEMENT OF DEFICIENCIES b} PROVIDER'S PLAN OF CORRECTION &
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TAG REQULATORY OR LB IDENTIFYING INFORMATIGN) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
DEFICIENGY)
F 428 Gontinued From page 15 F 428 E) Resident #44 a gradual dose
datermine possible side effects, interactions, of reduction has been completed on
adverse consaquences this Resident and will be sent to
IDT for evaluation quarterly.
6. Durlng an interview with the assistant DON on o —
6/9/11 at 9:45 AM, she stated that the pharmacist » .
had not evaluated the current medloations for F) The FeSl.' Its of the .quah[y
depression, anxiety, psychosis, and Insormnia monitoring tool will be reported
ordered for residents #19, #24, #37, #443, and to the quality assurance
#44 to determine possibie side affects, compmittee, quarterly.
Interactions, or adverse consequences, e tfh Fe el Ly DT IEQYIr <z
F 505 A483.75())(1) ADMINISTRATION F 502 G) The Director of Nursing is ‘
58= :
The facility must provide or obtain laboratory re}:)spons:blczl of dcomp liance to the
services to meet the needs of its rasidents. The ~ above standard.
facility ia responsible for the quality and timeliness
of the services,
'tg::}s REQUIREMENT is nof met as evidenced '483.75(j) (1) ADMINISTRATION
Based on staff interview and medical record PLAN: The facility will assure that
review, the facility fallad to ensure lahoratory tests laboratory services meet the needs of our
ware petformed as ordered for 1 of 13 sample residents. The facility assumes
friamf‘?”j? (#13)9.?!?0 had laboratary tests ordered. responsibility for quality and timeliness of
& indings were: the services. This standard will be
Review of the 11/30/10 physlclan orders for _ accomplished by the following (including
resident #13 ehowed a ferritan laboratory tost was but not limited te):
ordered, Review of the entire medical recerd
showed this testwas not performed as ordered.
Interview with the ADON on 6/9/11 at 10 AM 709711
cohfirmed the test was not performad, A) Resident’s labs are monitored for
completion by the Care
Management Nurse when

received. When orders are
received for Jabs they are.put into
the lab calendar. The graveyard
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The facility must provide or ohtain laboratory
services to meet the needs of its resldents. The
faoility is responsible for the quality and timeliness
of the services,

This REQUIREMENT s not met as evidenced
by

I'gased on staff interview and medical record
review, the facllity failad to-ensure laboratory tests
were performed as ordered for 1 of 13 sample
residents (#13) who had laboratory tests ondered.
The findings were:

Review of the 11/80/10 physician orders for
resident #13 showed a ferritan laboratory test was
ordetad, Review of the entire medical record
showed this test was not performed as ordered,
interview with the ADON on 6/8/11 at 10 AM
coifiirmed the test was not performed.

STATEMENT OF DEFIOIENCIES (%9} PROVIDER/SUPPLIERICLIA {¥2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF GORREGTION IBENTIFIGATION NUMBER; GOMPLETED
A BUILDING
536033 8. WiNG 06/09/2011
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(%4) 1D SUMMARY STATEMENT CF DEFIGIENGIES i PROVIDER'S PLAN OF GORRECTION {1
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULDBE | GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSSREFERENCED TC THE APPROPRIATE DATE
DEFICIENGY)
nurse draws the labs and they are
F 428 | Continued From page 15 F 428 sent to the lab. When lab results
determine possible side effects, interactions, or are received they are noted and
adversa consequences put in the resident’s chart, The
. ) Care Management Nurse i
@, During an Interview wiih the assistani DON on this info mgt. " intN 58 Inputs
6/9/11 at 9:45 AM, she stated that the pharmacist rmaiion 1nto a computer
had not evaluated the current medications for data base. Bvety two weeks the
teopression, anxiety, psychosls, and hsomnla Care Manger Nurse cross
ordered for residents #19, #24, %37, #43, and references the orders with the
744 to determine possible side effects, chart labs to make sure that lab
'"éefggﬂ‘-"'f‘su :B?ﬁ;?g_{?ﬁ?fgﬁ”sme& 50 orders have been completed and
Fng 4B3.76()(1) filed in the resident’s chart, If an
85= order has been missed she

lab is drawn. The Quality
Assurance Tool for Monitoring
Compliance of Ordered Labs is

monitoring tracking tool being
utilized by the Care Manager
Nurse. The audit will be
completed by the DON, ADON

follow up with ensue. Resident
#13’s ordered labs have been

quality measuring too! (Quality
Assurance Tool Monitoring
Compliance of Ordered Labs,

B) To assure compliance of

informs the physician and another

being completed in addition to the

or assigned nurse and immediate

audited for compliance vtilizing a

following lab orders for residents
at CRCC, three random residents
will be selected a week to audit
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The facility must provide or abtain laboratory
services to meet the needs of ifs rasidents. The
facility Is responsible for the quality and timelinass
of the setvices.

This REQUIREMENT Is not met as evidenced
by:
Based on staff interview and medical record
review, the facility falled to ensure taboratory tests
were performed as orderad for 1 of 13 sample
residents (#13) who had laboratory tests ordered,
The findings were:

Review of the 11/30/10 physlcian orders for
residedit #13 showed a forritan laboratary lest was
ordered, Review of the entire medical record
showed this test wag not performetl as orderad,
Interview with the ADON on 6/9/11 at 10 AM
confirmed the test was not performed.

4} 10 SUMMARY STATEMENT OF DEFIDIENGIES D PROVIDER'S PLAN OF CORRECTION %6l
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATICN) YAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
' utilizing the quality monitoring
F 428 | Continued From page 156 F 428 tool.
determine possible side effects, Interactions, or
adverse consequences C) The results of the quality
8. During an Interview with the assistant DON on mmenitoring tool will be reported
6/9/11 at 9:45 AM, she stated that tha pharmacist to the Quality Assurance
had not evaluated the cument medications for Commmge quarterly. 2
depression, anxiety, psychosis, and insomnia edith 461100 - up Bs regure d
ordared for residents #19, #24, #37, #43, and 1) The Director of Nursing is
#44 to determine possible skie effects, : . .
interactlons, or adverse cohsequences. ;zip‘;n:é:;zioé compliance of the
F 502 | 488.75()(1) ADMINISTRATION F 502 Te.
85=
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