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(X4) 1D SUMMARY STATEMENT CF DEFICIENCIES 3] . PROVIDER'S PLAN OF CORRECTION x5) ,
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH- CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. , : DEFICIENCY) :
F 157 | 483.10(b)(11) NOTIFICATION OF CHANGES F157  F157 NOTIFICATION OF CHANGES - .
$S=G , The facility will immediately inform the 12/17/08.
A facllity must immedlately. inform the resident; - resident; consult with the resident’s o o
consult with the resident's physician; and if physician; and iflcnown,_notify the
known, notify the resident's legal representative tesident’s legal representative or an
or an interested family membear when there is an interested family member when there is an
accident Involving the resident which resutlts In accident involving the resident which results
injury and has the potential for requiring physician in injury and has the potential for requiring
intervention; a significant change in the resident's physician infervention; a significant change
physical, mental, or psychosocial status {i.e., a in the resident’s physical, mental, or
deterioration In health, mental, or psychesccial psychosocial status (i.e., a deterioration in
status [n either life threatening conditions or health, mental, or psychosocial status in
clinical complications); a need to alter treatment either life threatening conditions or ¢clinical |
significantly (i.e., & need to discontinue an complications); a need to alter freatment |
existing form of freatment due to adverse significantly (i.e., a need to discontinue an
consequences, or fo commence a new form of existing form of treatment dus to adverse
traatment); or a decision to transfer or discharge consequences, of 1o colmence a new form
the resident from the facility as specified in of treatment); or a decision to transfer or
§483.12(a). discharge the residént from the facility as
: ) _ specified in §483.12 (a).
The facility must also promptly notify the resident 1) The facility is calling resident #60’s
and, if known, the resident's legal representative " family and physician weekly to update
or intarested family member whenthere s a them on the status of the resident's
change in room or roommate assignment as wound. The Director of Nursing
specified In §483.16(e}(2); or a change in (DON) will audit to ensure that this is
resident rights under Federal or State law or occurring.
regulations as specified in paragraph (b){1) of 2) The DON and/or the Unit Managers
this section. : will andit charts of residents that have
o : o pressure sores to ensure that families, |
The facility must record and periodically update residents and physicians ate notified |
the address and phone number of the rasident's appropriately and timsly.
legal representative or interested family member. 3) Al nursing staff will be re-educated
: ' : regarding the notification of residents,
This REQUIREMENT s not met as evidenced ﬁ;ﬁﬁlg‘:: ﬁ;ﬁgﬁﬁﬁ%j@%ﬁg% )
by: . . . including pressure sores. The DON will
Based an staff interview and medical record conduet this education on or before
review, the facility failed to ensure the physician December 17. 2008,
and family were nptified in a timely manner 4) The DON andfor Staff Development
_| regarding a change in condition for one (#80) of Coordinator (SDC) will conduct weekly
LABORATORY DIRECTORS OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE - THLE . i (X8) DATE
Wéﬁ‘/ﬂ? ' A, LS WHA Al bttt D ilot {8-5-48

7

Any dféﬂclency slatement ending with an asterlsk (*} denotes a Eieﬂclency which the instltution may be excused from correcting providing it is determined that
ather safeguards provide sufficient protection to the patlents. (See instrustions.) Exczpt for nursing homes, the findings stated above are disclosable 90 days
‘ollowing the date of survey whether or not a plan of correstion Is provided. For nursing homes, the abave findings and plans of correction are disclosable 14

1ays following the date
srogram participation.
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FORM APPROVED
_GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIANCIES | (X1) PROVIDER/SUPFLIER/GLIA (*2) MULTIPLE GONSTRUCTION {X8) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: QOMPLETED
A, BUILDING
538033 B NG 11/08/2008
NAME OF FROVIDER OR SUPPLIER 8TREET ADDRESS, GITY, STATE, ZIP GODE
1380 WEST LOUCKS STREET
WESTVIEW HEALTH CARE CENTER SHERIDAN, WY 82001
o4 1 SUMMARY BTATEMENT OF DEFIGIENGIES b PROVIDER'S FLAN OF OORREGTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
A REGULATORY OR LBEC IDENTIFYING INEQRMATION) TAG GROGE-REFEREE?E%[EONGT%E APPROPRIATE PATE
F 167 | Continued From page 1 F 167 .
13 sample reeidents, The findings were; sudits of » sample of residents with
pressure 50186 fo ensure compliancs.
Review of the 6/5/08, the 8/8/08, the 8/20/08, and The audits will in.cIude .resident #60,
the 10/24/08 Braden skin assessment ecale for “‘When non-compliance is noted there
resident #60 revealed e/he was & high risk for will be imtediute education and
pressure sores. Review of the weekly skin sorrective action to ehsure ongoing
assessments from 4/30/08 through €/18/08 compliance. )
revealed the resident had no pressurs sores. 5) The results of the audits will be
Revlew of the 6/30/08 nursing notes reveaied prosented ut the monthly Performance
{here was a reddened area on the tesldent's right Improvement Meeting. Any trends or
hip. Review of the nursing notes revealed that the probloms will be Identified and acted
reddened srea (stage |) was opent (stage 1) on upon, This will oowur for a period of at
6/23/08. The following cancerns were identifled: least three months and until substantial
. ar.‘ Review of the physlcian progress notes coropliznos is met,
and the nursing notes revealed the physician was TREATMEN
hot notifled of the pragsure sore until 6/30/08 (31 %gﬁg TOR
! days after the stage | was identified and 7 days The facility has developed and implemented 12/17/08
: afterbit gge_amao? ;tg%%t }G%rissu;'e SQ';?)' written policies and procedures that prohibit
' (oW ursng notes mistreztment, noglect, and sbuse of residents
revealed the resident was started on antiblotios d gdsapnropriation of resident propeny.
because tha wound was Infscted. Further review ’f’ . sapp E ation of the braises found on
of the nursing notes revealed the family was not ) dont 75 vons nitiated o 113708
notifled the resldent devaloped a pressure sore redi "2. taly following the completion
untll 7/11/08 (42 days sfter the pressure sors was [’ﬁ;‘e -l ﬁﬁ rgﬁuoaﬁon i
Identified). By that time, the pressure sore had iven to sursing stz ¥ rogarding the wsd
progressed to a stage ! and wae Infeoted, gf"t‘;‘:n“;:‘t £ P aﬁ‘; ositioning
¢. Interview with the director of nursing (DON) o dz f" . ";: P Ifdentp There
on 11/8/08 at 8:45 AM, tevesled she was Lnsure mettods fx oboso resldert. Therzpy
why the physlclan and family were not notifisd gli;t‘}eﬁfﬁgeﬁﬁag“‘;;i&m VPR DR
| . .. |sconer, ) R fforent wheelchuir.
" 225 | 484.13(0) STAFF TREATWENT OF RESIDENTS | F220| %ﬁm’t‘;@’:ﬁ; Buother brulsing,
B8sD
The facllity must develop and Implemsnt written were °d“°at°dbab?“t the;ﬁ?;t;xgi
polloias nd procedures that prohlbit reporting o rding revoT
mistreatment, neglect, and abusa of residents fuclity po “iy;i?“b"t’g el ta
and misappropriation of resident property. ?at;:ﬁgu;: Ele SE;w“SSW oy Agangy
any bruises of unknows etiology. Skin
This REQUIREMENT is not met as evidenced ?ﬁ:%ﬁeﬁzggé;ﬁz?gﬁﬁxﬁc gul:,:o
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FORM APPROVED
ERICAID SERVICES OMB NO. 0938-039
BTATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND BLAN OF CORRBCTION IDENTIFICATION NUMBER; A BUILDING GOMPLETED
535038 B WING 1140812008
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
1690 WEST LOUCKS STREET
WESTVIEW HEALTH CARE CENTER SHERIDAN, WY 82801
oy o | SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'E PLAN OF QORRECTION (X&)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULI PREFIX EADM CORRECTIVE ACTION SHOULD BE COMPLETION
Ta@ :  REGULATORY ORLEG IDENTIFYING INFORMATION) TAG CROZS-REFERENGED T THE APPROPRIATE DATE
i DEFICIENGY)
F 228 ] Continued From page 2 F 2206 to ensure that thare is a oomplets
| by: investigation of a1} bruises, and skin 12717108
| Basad on staff interview and madival record related fncidents.
: review, the faaility falled to ensure an injury of 3) The DON will provide edncation to all
| unknown orlgin was investigated and repotted for nursiig staff rogarding the policy of
one (#28) of 13 sampla residents. The findings investignting bruises of unknown origin
ware: ta rule out possible mistreatrnont,
neplect or abuse of residents, This
Review of tha 10/26/08 untimed nursing notes for sduoation will oceur on or before
resident #28 revealsd tha resident had several Decesber 17, 2008,
large brulses, Thers was & brulse [coated on the 4) The Exscutive Diractor will gudit all
outer lsft lag which was purpls, swellen, and investigations of oocurrences at the
approximately 4 Inches by 5 Inches In diarmeter, daily incident masagement meeting to
Anather brulse was located on the same sids of ensure that policy Is being followed.
the leg that was approximately one and ang half When o problem ls identified fmmediate
Inches by one and one half inches, was swollsn, education and/or corrective action will
and raddish in color, There was also a bruiss on taks place.
the right knea, the outer right thigh had three 5) Results of the dnily teviews will be
reddened areas, and there was a large purple reported at the monthly Performance
ared on the right hand and top of right thumb, Irprovement Meeting, Any trends or
Intetview with the adminlstrator, socisl setvices probletis will ba identified and acted
directar, and the reglstered nurse (RN #1) who upon. This reporting will oocur for at
assassed the Injury on 11/6/08 at 4:18 PM least three months and until substantial
reveaied there wag no investigation completed on compliances has been achieved.
the cause of the bruizes and the State Survey
Agenoy was hot notified of the unknown injury.
F 272 | 493.20, 483.20{b) COMPREHENSIVE F a7z
g8=p | ASSESSMENTS F272 COMPREHENSIVE ABSESSMENTS 12/17/08
The facility will conduct initinlly and
The faellity must conduct Initially and paricdically periodically a comprehensive, acourate, ! | ___
| & comprehenglve, apaurate, standardized — |—————1staidardized raproducible assessment of
B raproducible sssesament of each resident's each resident’s futictional capacity.., using
functiona! oapecity. the RAI specified by the State,
1) A change of condition MDS was
A faollity must make & comprehensive oompleted for resident #66 which
neeagsment of @ residant's neads, using tha RA includod a comprehensive, acourate,
gpacified by the State. The assssement must atandardized roproducible assessment of
Inglude at laast the following: the resident’s functional capacity. The
tdentification and demagraphic information; Uritary Incontinence RAP summuary
i Customary routine, was completed following the puidelines ,
FORM CME-2367(02-00) Pravious Verelons Obsalelo Event |Di 860511 Faglfiy ID: Wy0035 if eontihustion sheet Paga 3 of 18
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: Dental and nutritional status;

Cognitive patterns;

Communication;

Vislon;

Mood and behavior patterns;

Psychosocial wellkbeing,

Physical functicning and strustural problems;
Confinence;

Diseass dlagnosis and health oonditions;

Bkin condltions;

Activity pursult;

Medlcations;

Speclal treatments and procedures;

Discharge potential;

Docurnentation of summary information regarding
the additional assessment performed through the
resident aeseassment protoucols; and
Dosumentation of participation in sgsassment.

This REQUIREMENT is not met as svidehosd
by:

Based oh staff Interview and medlcal record
review, the facility falled to ensure a
comprehensive ssaessment was completed in
variaty of areas for two (#66, #71) of 18 sample
residents. The findings wera:

1, Review of the %/6/06 Resldent Assessmant
Pratogol (RAP) summary for resident #66
revealed s/he triggered for Sorprehensiva revisw
of urinary incontinense. Review of the 8/8/08 RAP
assessment revealed thera were no causstion of
contributing factors In regerd to why the resident
was Incontinent. Review revealad the asssssment
Inciuded only the diagnosls of Alzhalmer's
Disezsa with some perlods of confusfon.

2. Review of the 8/4/08 RAP summary for

lenger vesides in the fuoility,

The DON or designes will andit all

admission, change of condition and

anpual MTIS's with Assessment

Reference Datey beginnfng 12/1/08 to

ensure that the RAP summaries meet

the puideline as owtlined in the RAI
manyzl,

3) The MDS coordinator will receive
education regarding the proper
completion of RAP summmaries ag
outlined in the RAI manual, The DON
will conduct this education on of befote
Dacember 17, 2008,

4) While conducting audits of RAP
sumparies, the DON or designes will
identify any problems and immediately
uddress any education end/or cortective
action necedsary.

5) The results of the audits will be

presented at the monthly Performance

Improvement Mesting for a perod of at

least thres months and until substantial

compliance is achieved, Any problems
ot trends will be identifled end acted
upon.

.z)

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIFLE GONSTRUGTION (X3) BATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER; COMPLETED
A BUILDING
545039 B WING 11/06/2008
NAME OF PROVIDER OR SUPFLIER STREET ADDREGS, CITY, STATE, ZIR GODE
1990 WEST LOUGKS STREET
WESTVIEW HEALTH CARE GENTER SHERDAN, WY 82801
a1 0 SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF DORREGTION po
PREFI (EAQH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE AGTION SHOULD BE COMBLETION
YAG REGULATORY OR L50 IDENTIFYING INFORMATION) TAG CROSS/REFERENCED TO THE ARPROPRIATE DATE
DEFICIENGY)
F 272! Contlnued From page 3 272l 1) inthe RATmanual, Resident #71 no

FORM CMS-2687(02-89) Previoys Vorstons Obelete

2vent |01 890F11

Ny —
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must meet professional standards of qualiy,

'I!:'his REQUIREMENT s not met a8 evidenced
Y.
Based on madloal record review and staff
Intarview, the facility falled to ansure staff
maintained professional standerds related to
medlcution administration and medication orders
for 2 (#21, #28) of 18 sample residents. The
findings were:

1. Reviaw of physloian orders for resident #21
showed on 9/24/08 the physician wrote an arder

day. Reviaw of the medication administration
racord {MAR) showad the Valtrex was
dlscontinued starting with the & PM dose on
10/7/08. Howavar, futther raview of the physiclan
orders showed no order to discontinue the
madicetion. During an Inferview on 11/6/08 at
11:50 AM, the director of nursing (DON) stated
the physlclan wrote a progress note stating the

| Valtrex was to be glven for 7 days. However, tha

for Valtrex 1000 milllgrame (mg) three times per ..|..

Physician progtess notes will be
reviewed as well to ensurs that thers are
to “hidden” orders contained within,
Thees weekly audits will include the
medication orders for resident’s #'5 21
and 28,

3) Licensed nurses will be re-educated
regarding writing telephone orders and
clarifying medication ordets according
to the Nutsing Practice Act Fuly 2605
and Administrative Rules end
Regulations Novamber 2003 for ths
Wyoming Board of Nurging, The DON

- before Decermber 17, 2008,

4) The DON and/or Unit Managers will
conduct weekly audits of medication
orders ae stated above, Any prohlems
noted will result in immadiate education
and/or oorrective action,

5) The results of thege audits will be
presented at the monthly Performance
Improvetnent Meeting for a period of gt

., least three months and until substantial

will conduct this re-sducation om or -

. v P,

Dec. 3 2008 2:36PM W, siew Healtheare Center d ND'632i='iRlNTED:11LI1Bf20iJB
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MED|GARE & MEDICAID SERVICES QOMB NG, 0938-0381

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLISRICLIA (X2) MULTIFLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF GORREGTION IBENTIFICATICON NUMBER: OOMPLETED
A. BUILDING
535039 B MG 11/08/2008 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, ZIP CODE
1990 WEST LOUCKS STREET
WESTVIEW HEALTH GARE CENTER SHERIDAN, WY 52801
%) 1D SUMMARY STATEMENT OF DEFIQIENCIES i PROVIDER'S FLAN QF CORREUTION )
REFIX JEAcH DEFICENGY UST BE PRECEDED BY FULL PREFIX (EAGH GORREGTIVE ACTION SHOULD BE GOMELETION
TAG EGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE ATE
DEFIGIENCY)
F 272 | Cohtinued From page 4 F272| F281 COMPREHENSIVE CARE PLANS
resident #71 revealed s/e triggered for The servioes provided or amanged by the | 12/17/08
comprehansalve review of psychotrople drug use. factlity will meet professional standards of
Review of tha 8/4/08 RAP assassment revealed quality. )
no causative or contributing factors had bean 1) A clarificution order has been obtained
idantifled in regatd to why the resident was on fot rosident #21 to discontinue Valfrex
psychotropio medications (other than the 1000 milligrarms (mg) three times por
diagnosis). dey. There was a olarification order
obtained for resident #28 to administer
3, interview with the Minimum Data Set Nemenda 3 nig tiwice dsily.
coordinatar on 11/6/08 at 10:65 AM verlfied the 2) The DON and/or Unit Managers will
RAP surnmaries for the aforemantiahed resklants wudit 3 sample of different residents
| wert not comprahensive. weekly to ensure that current
F 281 483.20(k){3)() COMPREHENSBIVE CARE PLANG F 281 madioation and treatment oxders are
695D cottent and match the medication
The servioss provided or arranged by the faoility administration record (MAR),

FORM CME-2567(02-99) Previous Verslons Obsolete

Evant 1D:690F11

Fagllity 1D: WY0035
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DEPAR{MENT OF HEALTH AND HUMAN SERVICES v EORM APPROVED
CENTERS F {CARE & MEDICAID SERVICES OMB NO. 0938-0384

BTATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (¥2) MULTIFLE QONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CQRREGTION IDENTIFIGATION NUMBER: A BUILDING GCOMFLETED
836030 B, WING 11/06/2008

NAME OF PROVIDER, OR SUPFLIER

WESTVIEW HEALTN CARE CENTER

STREET ADDRESS, CITY, 8TATE, ZIP CODE
1990 WEST LOUCKS STREET
SHERIDAN, WY 82801

(Xay 1o SUMMARY STATEMENT OF DEFICIENGIES 3] PROVIDER'S PLAN QF CORREQYION {X5)
PREFIX (EACH DEFIQIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LB IDENTIFYING INFORMATION) TAG CUROSS-REF EREggE]% II-‘.‘?.I ;w}E APPEROPRIATE DATE

F 281 | Continued From page §

DON stated physiclan progress notes ars not
crders, and nursing staff should have asked for g
clarification order. Aocording to the *Nurgihg
: Practios Act July 2005 and Adminietrative Rules
and Reguistions November 2003" for the
Wyoming State Board of Nursing, nurses shall
practica under the direction of 2 licensed
physician. In addition, sccording to the sixth
edition of "Clinloal Nurging Skills Baslc to
Advanced Skills" by 8mith, Duell, and Martin,
2004, ‘It a written ordar 15...questionable for any
re@son, the physician must be notified for
clarifloation,”
2. Review of a telaphote order written and noted
on 10/10/08 for ragident #28 revealed an increass
in Namenda { 8 medicaiion fo treat Alzhelmer's
disease) to 40 mg & day. However, review of the
medication administration record (MAR) for
October 2008 revealad the resident receivad 10
my of Namenda twice a day (total of 20 mg)
throughout the moenth, (nterview with the directar
of nurses (DON) on 11/5/08 at 4 PM reveslad the
ordar for Namenda should have been clarified,
Interview an 11/6/08 at §20 AM with the
pharmacist revealed he had faxed the physician
on 10/15/08 in which ha velesd hls concern about
the Inoreased dose and the resident's craatine
levels, but had not heard back from the physiclan.
Both the DON and the pharmaclst confirmed the
most recent dose order for the Namends was 40..
mg & day, but $he resident was recsiving 10 mg
| two times a day. Review of the Wyoming Nurse
Practioe Act of July 2005, pages 3-8 reves|ed
nurses function under the dirsstion of physicians,
F 282 | 483.20(k)(3)(!)) COMPREHENSIVE CARE

|

"The services providad or arranged by the facllity

i must be provided by qualified persons 'n

F281} 5) compliance is achievad. Any probloms
or iratids will be identifisd and acted
upon.

F 282

FORM CMS-2667(02-89) Previpus Veargions Obsolate Everd ID:880F1

e AT Rt btk | 1 r 0w smebm e

1 Feclity |0; Wy00a5 It continuation shest Page 8 of 18



Dec. 3. 2008 2:37PM

W view Healthcare Center
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v RINTED; 14/19/2008
DEPARTMENT OF HEALTH AND HUMAN SERVICES P FOEM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES MB NO, D938-0381

BTATEMENT OF DEFICIENDCIES *1) PROVIDER/GUPPLIER/GLIA (X2) MULTIPLE CONBTRUGTION (X3) DATE BURVEY

AND PLAN OF CORREQTION IDENTIFIGATION NUMBER: A. BUILDING COMPLETED

B. WING
835030 11/08/2008

NAME OF PROVIDER OR SBUPPLIBR
WESTVIEW FIEALTH CARE CENTER

STREET ADGRESS, QITY, SYATE, ZIP COLE
1980 WEST LOUCKS STREET
SHERIDAN, WY 82801

This REQUIREMENT is not met a& evidenced

vara.

by:

Based on observation, medical recard raview
and stalf interview, the facllity falled to ensure
care plans ware followad for 3 (#27, #28 and #80)
of 13 open sample residents. The findihgs were:

1. Review of the 8/8/08, the 8/6/08, the 8/20/08,
and the 10/24/08 Braden skin assessmeant scale
for resident #60 revealed 8/he was a high rlsk for
prassure sores. Review of the 6/30/08 nuralng
notes revegled there was & reddened area overa
bony prominence on the resldent's right hip.
Raview of the nursing nofes revealsd the
reddened area (stage |) was open (stage If) on
6/23/08. Review of the 10/30/08 pressure ulcer
status record revesled the wound maasured 0.7
centimeters (om) by 0.2 em, Review of the
10/30/08 care plan revealed the resident should
have histher position ¢hunged evary hour when
up In the chair, Hawsver, obaervation on 11/4/08
from 8 AM unti] 2:50 AM (1 hour 50 minutes)
revealad the rasident was seated at the hreakfast
tabie in the wheslchalr and was net repositionsd
during that time. Interview with the vertified nurse
alte {CNA#2) on 11/8/08 at 9;30 AM revealed
shE Was unawars the resldent had any special
treatment or required repositloning every cna
hour.

2. Refarto F316 regarding the failure to
implamant the tolleting cars plan for residant #28.

3. Refer to F315 for deteils regarding the fallure to|

implament the tolleting care plan for Resldent

- - cate planned interventions weekly,
8) The resuliz of these audits will be

{%a) D SUMMARY STATEMENT COF DEFIGIENQIES 1B PROVIDER'S PLAN OF QORRECTION o)
PREFIX {#AOH DEFICIEZNGY MUST BE PRECEDED BY FLILL PREFIX (EADM CORREQTIVE AQTION SHOYLD BE GOMPLEYION
TAG REGQULATORY OR LSG [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPHIATE DATE
DEFIQIENCY)
F 282 | Continued From pags 6 F282) F282 COMPREHENSIVE CARE FLANS 42/17/08
accordance with each resident's written plan of The services provided or arranged by the X

faoility will be provided by qualified pexsons

in aocordance with each residany’s written

plan of qare.

1) The CNA oare gnide for resident #60
will be updated to include froquency of
the resident's repositioning. The CNA
care gulde for rosident #28 will be
updated o include his'her toilsting
scheduls, The CNA care guide for
yesident #27 will be updated to include
hisher toileting schedule,

2) CNA care guides for all residents will
be updated and utilized by nurses and
CNA's. The care guides wiil include
intervontions that are spacific to
resident needs and can be updated as
often 28 niecessary,

3) The DON will re-educate tiursing staff
reparding where to Ingate care plan and
CONA care guide intervantions and how
to follow them, This education will
ocout ot or before Deasmber 17, 2008,

4) The Wound Nurge or designee will
audtt CNA care guides for reidents
with preastice sores woekly to nssure
the aecuracy of intervetdions. Nursing
Administration will sudit by
obgervation, CNA compliance with

presented ut the monthly Performance
Improvement Meeting for u petiod of at
least three months and until substantial
compliance 1s achievad, Any problems
or trends will be 1dentified and soted

uporn.

FORM CMS-2687(02.48) PrevioUs Veralons Obsulete
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{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 13
PREFIX {EACH CEFICIENCY MUST BE PREUEDED BY FULL PREFIX {EACH CORRECTIVE AOTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROBRIATE DATE
DEFICIENCY)
F 2
282 ::;ﬂnued From page 7 F 282 F314 PRESSURE SORES
' Based on the comprehensive agsogament of
F 314 | 483.25(c) PRESSURE SORES F314| 4 reujdent, the m%?ﬁty will ensure that a 12117108
88=G

regident who enters the facility without
pressure sores does not develop pressure
sores unless the individual’s clinical
condition demonstrates that they were
unavoidable; and a resident having pressue

Based on the comprehensive assessmant of a
resident, the faclity must ensure that a resident
who enters the facllity without pressure sores
does not develop pressura aores unless the
they were unaveoldeble; and a resldent having services to promote hoealing, prevent
pregsure sores recelves heosssary treatment and infection and provent new sores from
services to promote heallng, prevent Infection and

developing,
prevent new sares from daveloping. 1) The alternating air prageure mattiess

and frequency of repositioning for

Tis REGUREMENT Ie ot met o evidences R ot o CHlA
v
Baged on observation, staff interview, ang :lzzg’mf;g]';‘ha;;v ;l‘:;g:;:l;s:v‘:é}clly
medical record review, the faclity failed to regarding the status of # 60°s current
implement pressure ulcer prevantion practices PRSI0 BOrE
were folfl:wﬁd for dtwc: (#27, #80) of Enrae san':plef p '
regldants who had pressura sores. As 4 resulto .
this fallurs, bith residants experienced avoldable ﬁ“gdﬁﬁ&?ﬁ:" e.;.‘;'i‘;“ ot the
declines in thelr skin condition. The findings were: inter5 aniion will bs communicated to
1. Review of the 5/30/08 annus, the 8/18/08 asteg sy e o e e
! significant shange, and the 10/30/08 quarterly fvﬁl Sk this rosideat's wookly skin
Minimurn Data Set assessment for resident #80 S Mn it that it has been
revealed s/he required extensive staff assistance o let::; s assinned
with transfer and mobility, Review of the 6/5/08, gy o woskl audit of the skia ssscensiils |
. | the 8/8/08, the 8/20/68, and the 10/24/08 Braden | v go rrls of residants will be
skin assessment acale revealed s/he was a high ota dm‘ d’g tﬁ’l’mmnmh et
risk for pragsure sores. Reviaw of the 10/30/08 %‘m 3‘1’;" Y o o
pressute ulosr slatus racord revesled the resldent o tﬁ;‘:‘;ﬁ;‘sg; s a1
had & 0.7 certimeter () by 0.2 om by 1.8 om :0 Joted s assigned, The sample of
prasaure sora on the right buttocks, Obsarvation n:‘p il gacc, by the SDC
on 11 34{’;}: a} 9:?0 AM revealed thers was 8 m;“%z‘;ﬂ ; ;ﬁi:?::insgre ot the
wound VAC (h place. ¢
2. Refer to F282 for detalls regarding the skin ““’1“3“%‘:“ have %"’“:i;mplmd
facifity's fallure to implement this residents's care socurately, ‘Ihese werkly 8
FORM CMS-2367(02:48} Pravious Varsions Obsolsts Svant {0 BI0F11 Facllity 10 WYDas If oontinuation sheat Page 8 of 10
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plan and the CNA's lack of awareness of the care
required, retated to this resldent's pressura ulcear,

b. Refer to F157 for detalls regarding the
failure of this facility to notify the phyeiclan of this
i resident's pressure Ulcer at the sarliest stage in
| order to minimize the rlgk that this ulser would
detericrate,

¢. Raview of the prossure ulcer status report
revealsd that by 7/31/08, the wound had
deterlorated to a stage IV and required surgica!
debridement and placement of a wound VAC,
Review of the hospltal dlscharge summary
dooumanted the resldent was hospiialized for
traatment of the wourd from 7/30/08 through
8/6/08. During an Interview with the diregtor of
nurglng on 1186/08 at 8:45 AM, she statad she
was unsure why the physiclar had not bee
notified soonsr,
| 2, Racord review for resident # 27 revealad &

I nurse's note dated 8/29/08 which stated the

| resldent returnad from the hospital after having
hip surgery. The nursing aervica Initlal deta
collection tool date] 5/29/08 revealed the resident
had = surgloal inclslon on the laft hip area and
end had a stage || pressure uleer on the right
buttock, A pressure ulcer status record was
Inltiated on 8/31/08 which idenfified & stage I
pressure uloer an tha right buttock. There were
na othar pressure ulger aress identifled at that
fime,

@, The care plar lagt updeted on 5/18/08
which Identifiad the resident had the potential for
+ skin breakdown and called for weekly skin
| assessmeants. No speclfic messures to prevent

! pressure ulears from developing on the heels
| were igentified,

b. Interview on 11/5/08 at 2 PM with the DON
revaaled weekly akin assessments for thig
resldent sould not be found.

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES [[u] PROVIDER'S PLAN OF CORRECTION (X0}
PREFIX (EAGH DEFICIENQY MUST BE PRECEDED BY FULL PREFX {BACH CORREGTIVE ACT|ON BHOULD BE GOMPLETION
TAR REGULATORY OR LBG IDENTIFYING INFORMATION) TAQ OROSE-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 314 | Continued From page 8 F 314 pssessment sudits will fnolude residents

#60 and #27.

3) The DON will conduct re-¢ducation for
nurging etaff regarding following the
faoility woutid care polioy (ineliding
risk asssasment, prevention and
eppropriate treatinent) and immediate
notification of fanily and physician.
This re-sdupation will be held on or
before Decernber 17, 2008,

4) While conducting the weekly sudits
any problems will be identified and
jmmediate re-education and/or
corrsotive acton will take place.

5) The tesults of theso sudits will be
presented at the monthly Petformence
Improvement Meeting for a period of
three months and unti] substantial
compliance s achieved,

FORM CMS-2887(02-80) Pravious Verslons Obsalate Evant |D: 83011
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Fap | SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN QF CORRECTION {%5)
PREMX * (EAGH DEFICIENGY MUET BE PRECEDED BY FULL BREFIX {EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TA@ :  REBULATORY OR LBC IDENTFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BaTE
i DEFICIENGY)
F 314 | Continued From page 8 F 314

&, A nursa's note dated 8/18/08 revealed the
resident hed daveloped & large blister on tha left
hesl, The resident's treatment sheet for
September 2008 revealed treatrnent for the blister
on the left heal was Inttlated on §/15/08. Howaver,
tha restdent's care plan did not include specific
care for the resident's heel untll 10/21/08.

d. Interview on 11/5/08 at 2 PM with the DON
revealad the pressure ulcer status record that
was initiated on 8/31/08 would have all areas of
preseure Ulcers on the resldent on this resord, but
she colld hot identify whioh specific
documentution was for the pressure Ulger on the
right buttock and which was for the [sft heel,

. A nurse's note dated 10/14/08 revealed the
resident's left hea! was nacrotic. A physician's
progress note date 10/28/08 revealed the left heel
was unstageable and required surglcal
debridement, The DON confirmed this was dona
and a wound vaq was placed oh the wound.

f. Observation on 11/6/08 &t 1:46 PM of the
dressing change to the resident's leit heel
revealed @ stage [V pressure ulesr. Infarview with
llsensed practical purse #3 at that time confirmed
the pressure ulcer was a stage IV,

The 2th adition of "Nursing Asslstant, A Nursing
Process Approach”, by Megner, Acall, and
Caldwall, copyright 2004, page 649 revealad,

", following hip surgery, the patient will be at high |
rigk for pressurs ulcar development, parficularly
on the heels."

F 3151 483.25(d) URINARY INCONTINENCE F 316
83D
Basad on the resident's comprehansive
assessment, the faclily must engure thata
regldent who entere the facility without ar
indwelling catheter ls not catheterized unless the
razident's olinical condition demonstrates that

FORM CMS-2087(02-69) Praviaus Verslons Qbsalsty Event (D; B30F11 Felity 10: WYnoag It continyation sheet Page 10 of 19
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cathetsrizetion was hecessary; and a resident

: wha [¢ Incontinent of bladder recelves approptiate

treatment and aervices o prevent urihary tract
infectiong and fo restors as much normal bladder
function as possible,

l‘hls REQUIREMENT I3 not met as evidenced
Yy
Based on observation and medical record review,
the factlity feiled to snsure 2 (#27 and #28) of 11
sample Incontinent residents racelved appropriate
serviess to reators a& much bladder funotion as
possible. The findings ware:

1. Review of the significant changs Minimum
Data Set (MDS) assessmant dated 95/9/08 for

‘| rasident #27 ravealed the residant wes

completsly incuntinent of urine, A bowel and
bladder assessment campleted on 6/5/08 for the
ragidant revesled the resident was a candidate for
lolleting, timed or echedulad voiding. The
resident’s incontinence ¢are plan last updated on
9/10/08 revealed & plan to promote tolieting
awarenesas, but did not includs timed or
soheduled volding. Observation on 11/4/08 at
8:26 AM revesled the resident was in the dining
room eating breakfast, When the resident was
finlshed with brealdast, e/he was taken to the

activity room without beiny prompted to use the |

bathireorn, The resident remalnad In the activity
room until 11:20 AM, when the resident was
taken to the shower room for & ghower. At that
time, the tesident's Ineontinent pad was noted to
be soaked with urine,

2. The guarterly MDS assessmert dated 10/20/08
for raskient #28 revealed the resldent was
frequently ingontinent of urine, Review of tha

Baged on the residenit’s comprehensive
essesament, the ficility will ensure that a
resident who enters the facility without an
indwelling cathster i not catheterized
unlesa the rezident’s ¢linioal condifion
dempnatrates that catheterization was
neceasary, and a resident who is incontinent
of bladdet reveives appropriate treatmant
and gervicee to prevent urinaty traot
infections and to restore as much notinal
bladder finction 28 pogsible,

1) Residents #27 and # 28 have care plan
interventions for utluary Incontinence
with a tofleting schedule. The Staff
Development Coordinator and/or Tnit
Manager will observe vare for residents
#27 and #28 to eqsure that CNAS and
mses are offering to toilet them -
according to their planned schedules.

2) A review of cars plans for incontinent
regidents was corpleted to engure that
residents have appropriste care plan
interventions to promote possible
resident contingitce,

3) The DON will re-educats the nursing
staff regurding providing appropriate
treatment and services for residents to

place on or before Decertber 17, 2008,
4)  Weekly observation andits of & random,
saople of residents will be ootnpleted
by the Staff Devslopment Coordinator
andfor Unit Managets to ensure
cotnplisnes with tofleting schedules, If
#xty problems are notod immediate re-
education and/er corrective aotion will

restore as much wrinary continenca as. . |
== poskible, This te-education will teke

3%4) I BUMMARY §TATEMENT OF DERICIENGIES [ PROVIDER'S FLAN OF CORREGTION )
HREFIX {EACH DEFIQIENCY MUST BE PREQEDED RY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REQULATORY OR L8C IDENTIFYING INFORMATION) TAE CROSS-REFERENCED YO THE AFPRDPRIATE DAt
REFICIENGY)
F 318 | Continued From page 10 F818| F315 URINARY INCONTINENCE

12/17/08

FORM CMS.2687(02:99) Pravicyus Varsiong Obsalate
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DEFICIENCY)
F 316| Continued From page 11 F315
incontinence oara plah last updated on 10/24/08 ovour. These weskly audits will
for resldent #28 revealed the resident was to be include residents #27 and #28,
prompted to use the tollet upon erlsing, and 5) The results of these audits will be
before and after mesls. Qhservation on 11/4/08 at presented at thy monthly Performanos
8:30 AM revealed the resident was In the dining Trprovemnt Meeting for a perlod of
roam eating breakfast. When the resident three months and unttl substantial
finished breakfast, the resident was taken to the compliance is achisved, Any problems
gctivity room without being promptad to use the or trends will be acted upon,
bathroom. The resident stayed in the activity
[ogm Ltlzr:ttl[ln 1 1:;5 A, at wf}fgh tln;:a &/he wasg
eh 2 showar ropm far a showar, Af that
irne, the resldent's Incontinent pad was sasked F323 ACCIDENTS AND SUPERVISION | 1417108
with urlne. The facility will ensure that the resident
F 823 | 483.26(h) ACCIDENTS AND SUPERVISION F3zg| ouvironment remaing as fiee of accident
S8=0 haza?ds ug 18 possible; and each resident
The facility must ensure that the resident roceives adequato supsrvision and
environment remaing as free of accident hazards assistance devices to prevent accidents,
as is possible; and each resident receivag
adequate supervision and assistance devices to 1) ‘The plastic cover of the fire
prevent accldsnts. extinguicher sticasernent on the “Novth
Forty” hall has been replaced and no
longer presents a safety hazard,
2) A member of the safety committer will
check all fire extinguisher encasements
This REQUIREMENT I8 not met as evidenced tnonthly to eneyre thet they are iiast
by and do not present any safbty heward,
Bssed on observation and staff interview, the 3) Anaydit will be conducted about the
Tacility falled fo ansure a safe environment for condition of the fire extingoisher
resldents, staff and visitors by not replacing & enoasemeits to engure there are ho
broken piastic cover over a fire extingulsher — safety hazards, Ifany problems are |7
-} housing. The findings were: noted, the maintenance director will ba
notified immedistsly and the covering
Obssrvation at various times throughout the will be replaced.
survey from 14/3/08 at 4 PM to 11/6/06 st .48 4) 'The results of these audits will be
! AM revealed oppoaita the "North Forty” nurse's presented at the monthly Performance
gtation was a fire extingulsher encazement limprovement Meeting for a parod of
mounted walst kigh In the wall, Insiie the thyes tnottha and yntil substantial
encasement was an ABC type fire extinguisher, compliance is achisved, Any problems
The plastia cover of the encasemeant projected or trends will be aoted upon,
FORM GME-288T(02-88) Pravious Versfons Obuolate Evant ID;800F 11 Faglllty H: WYDOSS If continuntion eheet Page 17 of 19
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(%) 1D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF GRORRECTION e
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F 823 | Continued From page 12 F323) pi2g UNNECESSARY DRUGS
4-inches into the hallway and was broksn away Eaoh residont’s drug regimen will be free

© near the botfom. Sharp edges wera sxposed to from unneousssary drugs. An uhnscessasy
residants, staff, and visitars. Interview with the drug s eny drug when used in excessive

maittenance manager on 11/6/08 at 8:48 AM dose (including dupHoate therapy); or for

revealed he was aware the cover was damaged exceseive duration; or without rdequate

and represented a safety hazard, Ha also stated monitoring; or without adequate indications

he was "ih the process” of erdering a new cover, for its use; or in the presenos of adverse

FF 328 | 463.25()) UNNECESSARY DRUGS F328| consequences which indicate the dose

85nE shonld be reduced or discontinned; or any

combinations of the reasons shove. 12/17/08

E#oh resldent's drug regimen must ba free from
unhecessary drugs. An unnécessaty drug is any
drug when used |h excessive dose (inclding
duplicate tharapy); or for excessive duration; or
without adeguate motitoring; or without adequate
Indications for its use; or in the presshoe of
adverse consequances which Indicate the dose
should be reduced or discentinued; or any
combinations of the reasons above,

1) 'The phytician and consulting
nenzologist heve reevaluated resident
#21 and bave concurred that the
mudication be incteased due to
pergistent grinding of weth as 2
menifestation of sgitation, This
behuvim;' ks been added to the

Based on a comprehensive assessment of Eﬁtﬂm # dally bohavior monitoring

resident, the facilty rmust ansurs that residents .

who have not used antipsychotic drugs are not

piven thess drugs unless antipsychotic drug 11/29/08 the physician or residsnt i 68

therapy is necessary to treat a specific condition ﬁuﬁ:ﬁtﬂ%ﬁf‘ﬂf&ﬂﬁﬁ
us diagnosed ahd documsntad |h the clinleal previous fuiled Atrempts
racord; and residents who use antipeychotic )

drugs receive gradual dose reduotions, and
behavioral ints?vention %, unless clinlcally Ié;?dm ;g?g;gi::;‘gf::ﬂ g o
contraindicated, in an effort to discontinue these anxiety a3 ovidensed by cortimual
drugs. — === erying. The behavior of continual
ctying {s baing tracked on the bshavior
monitoring sheet. The effectivensss of
the wedication {s being tracked on the
back of the medication administration

: record,

I;:Is REQUIREMENT ia not met as evidenced %) An melt conducted by Nursiog
Basad on observation, medleal record review, Administtation of tesidents receiving
and tamily and staff interviews, the facllity falled to Zyprexa, Risperdal, Seroquil, and

FORM ChS-2887(02-20) Pravious Verslons Obaslate Evant ICx B20F11 Fagiliy 1D WYtXas I cantinyation shewt Page 13 of 19
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- DEFICIENCY)
F 328 | Continued From page 13 F 329 Xanux was cornpleted to ehsure that
ensure the drug regimen way fres of unnecessary behaviors indicate the necessary
medications for 3 (#21, #28, #68) of 16 sample contired use of the medications,
resldents. The findings were: 1) Re-education of the Pyychonotive
Medication Comnittes will be
1. Review of physician's orders showed that since conducted by the new consulting
re-admission on 5/7/08, resident #21 was ordared pharinacist by 12/17/68,
Zynrexa [antipsychotic] 2.5 my. twioe dally. The 4) A quarterly review of all residents
following concerns were [dentlfied: receiving psychoactive medications
a, On §/23/08 the physlclan Increased the will bs completed by ihe Psychoactive
avening dosa to & mg (for a total of 7.6 mg per Medication Continittee with
day). However, raview of physiclai's progreas reconynendations presonted to the
' notes and nursing hotas for the month of physician of record for actlon or &
September 2008 showed no raflonale for the tisk/bene it staternent for contitiwd use
incraase n the Zyprexa, Review of the behavior of the monitored madication.
monitoring sheat for Sepiermber 2008 showed the 5) Results of the nudits will be presented
regident did not exhibit any behaviors [striking at the monthly Performance
out). Review of the antipsychotic medication Improverent meeting for a period of
quarierly evalyation form dated 9/3/08 showed theee months and uniil substamtial
the regident had not exhibited sny behaviors and compHance is achieved, Any problems
was stable ort tha current dose [6 mg per day], or trends will be acted upon,
b, During an intsrview on 11/8/08 at 11:50
AM, the directar of nursing (DON) stated nursing
gtaff had not seen an inoreaee In behaviors, She
stated the Zyprexa was increased bevause the
"tamily requested” an Inorease from the
physiian,
6. Diring an [nterview on 11/6/08 &t 8:15 PM,
& family member stated he/she asked the
physiclan to increass the Zypraxa hecause the
resident wae "chattaring [hisfher] teeth." Furthar e
revisw of the pehavior monftoring shests showad |
the behavior the resident exhibited to warrant the
Zypraxa was "striking out," not chattering teath.
d. During an intervisw on 11/6/08 at §:25 AM,
the physlclan stated although the tesldant had
some bruxism [grinding teath], he wasn't aware
that was the lgsyie, He thought the dose was
Incraased because of an increase in behaviors,
2. Review of the physiclan's orders for realdent
FORM CME-2687102:60) Pravious Verskna Obeiele Event 1D 000R1t Faclidy i Wya0s5 It conlinuation shest Pags 14 of 19
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#68 revealed s/he was prescribed Risperdal
(antipsychotic) on 3/26/07 and Seroquel
{anfipaychotic) on 7/18/07. Review of the entire
medical record revaaled there was no gradual
dose reduction attempted oh either medication, Ih
addition, review of the physieian's progress notes
revealed there was no evidence a gradual dose
reduction attempt was cantralndicated, Interview
with the aoclal services diraotor and the DON on
14/8/08 at 8:48 AM raverled they wera unable to
pravide any Information as te why a gradusl dose
reduction was not aftermpted for over one year,

3, Review of physlolan's orders for resident #26
revealad an order on §/7/08 for Xanax ¢.26 mg
(an antianxlaty madication) three times a day as
needed, The following concams were noted:

a. The physician's did not write any rationale
for the medlcation.

b. A physiclan progress hofe on 5/3/08 stated
the resident was much mote at eass, which was
repeated in 8 6/3/08 physlolan's progress nota,
but there was no mentlon of the need far Xanax,

¢. A pharmaoy reviaw note dated 5/27/08
confirmed the Xenax order, but, agaln, thers was
no rationale listed for the madication.

d. The behavior monioring sheets for
Septamber and October 2008 Indloated the
Xanax wae far paranoid behaviors and
continuous crylng. The medication administration

revealad the resident was given Xanax 19 times
in thoee twe monthe, but only twice was it
documentad as heing given for atying. The other
47 times thare was no raason noted for why the
Xanax was given.

F 428 | 483.60{c) DRUG REGIMEN REVIEW

B8eE

The drug regimen of each realdent must be

regords-(MAR) for S8aptamber and October 2008 [

F 320

F 428
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Ji_riquestad an Increase from the physlclan. The

raviewed at least once & month by & llcensed
: pharmacist.

The pharmacist must report any irregularities to
the attending physiclan, and the direstor of
nuralng, and these reports must be acted upon.

‘ll:'his REQUIREMENT Is not met as evidenoced
y:
Based on medicat record review and staff
Interviaw, the faclity failled to assure the
pharmacist repotted potential rregularities In the
drug regiman to the physician for 2 (#21, #68) of
16 sample residents. The findings were:

1. Raview of physician's orders showed that slnce
re-admissioh on 5/7/08, resident #21 wag orderad
Zyprexa [anfipsyohotic] 2,5 milligrams (mg) twice
per day. On B/23/08 the physiclan increased the
svening dose to § mg (Tor a total of 7.8 mg per
day), However, review of physiclan's progress
notes and nurelng notes for the month of
September 2008 showed no retionels for the
ihorease In the Zyprexa, Raview of the behavior
monitoring shest for September 2008 showed the
resident did et exhibit any behaviors [striking
out]. Review of the. antipsyohetic- medication
quarterly evalyation form dated 9/3/08 showed
the resldent had not exhibited any behaviors and
way gtable on the current dose [6 mg per day].
Durihg an interview on 11/5/08 at 11:50 AM, the
dirgotor of nursing (DON) stated nurging staff had
| not seen an Increase in bahaviors, She stated the
Zyprexa was increased because the family

The drug regimen of each resident will be
roviswed at least once a month by a
licenged pharmacist,

The pharmaciet will report oty irregularities
to the uttending physician, end the director
of nursing, and these xeports rmst be acted
upon,

1) The fucility is sctively persuing a new
phermacy cantract with Enmisary
Phurmacy, This contract is expsoted fo
b finalized before 12/21/08,

Upon acceptance of flio pharmaoy
contract, the new consultiug pharmaocist
will complets a fagility andit of all
resident medioations, The results of
this audit will be presented to
physicians for follow up,

Licensed staff will be re-educated on
the consulting pharmaclaty reports md
thedr responsibillty related to following
up with physicions in 4 tinely manter,
The DON will conduet this education
on or beftre Decernber 17, 2008,

The pharnaeist’s regommendations
with physiolen responses will be given
to the DON by the lcensed nurses
menthly for réview,

The msulis of the pharmacist'y
recommendations and physicians’
rosponises will be pressnted quacterly at
the Peformance Improvernent Moeting
by the consulting phatimacist. Any
problems or trends will be roted upon.

2

3

4

(%4) D SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i)
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SUMMARY STATEMENT OF DEFICIENCIES

| a. Review of the pharmaclst's drug reglmen
; review for the month of October 2008 shawed the
| pharmacist notad the Zyprexa doge had been
[ Increasad. However, the pharmacist did not
identify the lack of evidence supparting & dosage
increage of the Zyprexa as a potentlal irragularity.
b. Durlng an interview on 11/8/08 at 8:15 AM,
the pharmaclst stated he didn't know why the
Zyprexs dose was noreased, He stated elnce
he'a not that cloge fo the resldents, he leaves It up
to nursing to deside If the medications ars
approprigte, The pharmacist further statad he
was not Involved In the quarteny reviews of the
payshotrapio medications,
2. Review of the physician's orders for resident
#68 ravesled sfhe was pressribed Risperdal
{antipsychotic) on 3/26/07 and Seroquel
(antipeychotic) on 7/18/07, Review of the entire
medloal racord Fevealad there was no gradusl
dose reduction attemptad on either medlcation. In
additlon, review of the physiclan's progrees notes
revealed there was no evidencs a dose reduction
attempt was conlraindicated. Intarview with the
soclal setvices director and the direster of nursing
on 11/8/08 at 5:46 AM revealed thay were unable
to provide any Infermation on why a gradual dose
reduction was not attemptad. Review of the
pharmacy ravisw from 8/17/07 thiough 10/8/08
revealed tha pharmaelat ¢l not identlfy the
Risperdal and tack of a gradual dose reduction
altarnpt as & possible irregularity. Fuither review
of the pharmacy report revealed the pharmaclst
had not kientlfied the Seroquel as & posslble
irregularity sinos 8/M1/07 (over one year ago).
During an Interview with the pharmaciat on
11/8/08 at 8:20 AM, he stated ha usually laft
decislons about gradual dose reductions and

{X4) I D PROVIDER'S PLAN OF CORREGTION a5y
PREFIX (EACH DEFIGIENCY MUST EE PRECEDED BY FULL PREFIX {EAQH CORREOTIVE ACTION SHOULD BB GOMPLETION
TAQ REGULATORY OR L8C IDENTIFYING INFORMATION) TAG GROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFIQIENCY)
F 428 | Continuad From page 16 F 428
following concemns wera Identified regarding tha
requirad drug regimen review,
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The facillty must provide & safe, functicnal,
ganitary, and comfortable anvironment for
residents, staff and the publlic.

1b‘his REQUIREMENT Is not met as evidenced
Vi

Based on ohservation and staff intarview, the
facilty falled to provide a safe and olean
enhvironment for facllity staff by not cleaning four
eelfing alr vents, The findings were:

Ceiling air vente were not cleaned in the following
areas:

1. Observation on 11/5/08 at 9:11 AM revesled
the calling alr vent in the medication room directly
behind the maln nurge' = station was ehcased in a
thick |aysr of dirt and dust, The imedisstion cart
was located directly baneath the alr vent,
Interview with licensed practical nurse (LPN) #4
gt that time revealed the vent was slgnificantly
dlrtgﬂamd had probadly nat been clezned in qulte 8
awhile,

[ 2, Obsatvation on 11/4/08 at 3:20 PM revealed B

the esiling alt vent In the cxygen store room was

1 coated In dust,

3, Obeervation on 11/5/08 at 4:25 PM revesled
the celling alr vent over the jce machine in the
clean utitily room was coated with dirt and dust.

4. Observation on 11/4/08 gt 8:34 AM revealed

CONDITIONS

The facility will provide a safe, fanctional,
sanitary, and comfortable environment for
residents, staff and the public,

1) Ceiling it vents in fe Centrel Station
Medication room, oxygen store room,
over the {ce machine in the clean utility
room und in the clean laundry room
have been cleaned,

2} All celling vents are on a monthly
acheduls to be clsaned.

3) ‘The Bavirenmental Services Director
will check the cleanliness of all verits
on a weekly basis. This audit will be
cotrpleted weakly and will include all
the ceiling air vents in the facility. Any
problem noted will resnlt in immediate
re-sdnoation gnd/or correptive action,

4) The Bavironmental Servioss Director
will re-educats the housekesping staff
rogarding how to clean the ceiling air
vents and this task will be added to

* will fake place on or before December
17, 2008,
5) The ramits of there audite will he
presented st the monthly Performance
Improvement Meeting for a period of
three months and wntil substantial
compliance I8 achieved, Axny problemu
or trends will be asted upan,

fheit cleaning schedule. This sducation |

{X4) 1D 2UMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF QORREGTION 5
SREFIX {EAGH DEFICIENGY MUST BE PREGEDSD BY FULL PREFIX {BACH GORRECTIVE ACGTION SHOULD BE coMLLa*noN
TAG REBULATORY OR LST IDENTIFYING INFORMATION) TAG ORGSE-REFERENCED 70 THE APFROPRIATE DATH
DEFICIENGY)
F 428 Continusd From page 17 F 428
changes up to the nursing staff because he did
hat know the residents vary well,
F 485 g&S.TO(hl)OOTHER ENVIRONMENTAL F 485
58 ONDITIONS
& F465 OTHER ENVIRONMENTAL 12/17/08
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the celling alr vent in the elean laundry room was
covered In dirt and lint, The vent was dirsclly over
@ washing machine.

fntarview with the housekeeping manager on
11/6/08 at 8:48 AM tonfirmed the above ldentified

celling air vents were dirty and needed to ba
cleaned,
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