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r; ggg 483,10(b)(11) NOTIFICATION OF CHANGES F 167| Preparation and execution. of this plan
A facility must Immediately inform the resident; of correction does not constitule an
consult with the resident's physician; and If admission. or agreement by this provide
known, noflfy the resident's legal representative of the troth of the facts alleged or
or an Interested family member when there is an - conrclugions set forth in statement of
accident Involving the resldent which results In deficiencies. The plan of coxrestion is
injury and has the potential for requiring physician d and/ tod solel
interventlon; a significant change In the resident's prepared and/or excoulod s0i8ly
physlcal, mental, or psychosocial status (l.e., a because 1t 18 ?3.5[1111"3(1 by the provisions
deterioration in health, mental, or psychosocial of federal and state law. Completion
status in elther l‘lf_e threatening conditions or dates are provided for procedural
clinical complications); a need to alter treatment processing purposes and correlate with
significantly (/.e., a need to discontinue an h ¢ H templated
exlsting form of treatrent due to adverse - © most recently coniemplaled or
consequences, or to commence a new form of accomplished corrective action and do
freatment); or a decision to transfer or discharge not necessarily correspond
the resident from the facility as specifled in chronologically to the date the facility
§483.12(a). , is of the opinjon it was in compliance
The facilitly must aiso promptly notify the resident with requirernents of participation ox
and, if known, the resident's Jegal representative that corrective action was necessary.
or interested family membper when there ls a
change In room or roommate assignment as
specified In §483.15(e)(2); or a change In
resldent rights under Federal or State law or r
regulations as specified in paragraph (b)(1) of F157 . L .
this section, The facility will inform the resident;
N y consult with the resident’s physician;
The facility must record and periodically updatt’a and if known, the legal representative or
the address and phone number of the resldent's an interosted Famil ber of
legal representative or interested family member. D10 _Bre 1 1a iy member ol any i
changes which may oy may not require
physician intervention.
This REQUIREMENT is not met as evidenced .
by: This requirement will be met ag
Based on staff interview and medical record evidenced by:
revlew, 7 out of 7 times the facility failed to notify
a physiclan of blood sugar readings below.100, . . :
for sample resident #54, The findings were: L. QIarl‘ﬁ?atmn ?bfalﬂfiq from 1/15/06
[ AEORATORY DIRECTORS OR PROVIDER/SUPPLIER HEPRESENTATIVE'S SIGNATURE TITLE (X&) DATE
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The facility must provide far an ongoing prograrm
of activities designed to mest, In accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychosoclal well-being
of sach resident.

This REQUIREMENT Is not met as evidenced
by

Based on observation, £aff interview, and
medlcal record review, the facllity falled to offer
scheduled, Individualized, and meaningful
activities for 2 (#48, #67) of 15 sample residents.
The findings wers:

1. Observation on 11/29/05 from 9:30 AM until
11:50 AM revealed resident #49 remained In bed.

STATEMENT OF DEFICIENCIES X1) PRGVIDER/SUPPLIER/CLIA (%2} MULTIPLE GONSTRUGTION (X3} DATE SURVEY, g .\%
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: ) COMPLETED \@;‘\ S
» A. BUILDING \Q
g
536048 . G 12/01/2005
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
- 1901 HOWELL
WORLAND HEALTHCARE AND REHABIL WORLAND, WY 82401
() ID SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF GORRECTION (5}
PREFIX (EAGH DEFICIENCY MUST BE PRECERDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGHN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TaG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 167 | Continued F 57 -
Continued From page f P physician on 12/19/05 as to
Review of the November 2006 physiclan's orders para;fnaters for b1°°f1 gugar .
for resldent #54 revealed an order dated 9/30/06 rf:a‘dmgs on 11011—hyperg1yccn}1(:
to notify the physician If the residents blood sugar resident #54 and when to notify
readings were less than 100, Review of the when out of that parameter.
rasideln E{‘E’tﬁ;tc;'rgft?]t:% 2.'310‘1 ?ggglrnlggﬂsa o 2. Will obtain specific paramsters |  1/15/06
reveals ime : L
taken during November 2008, this resident had and when to notify physician on
blood sugars readings of less than 100 seven of an individual basis for residents
the eight times it was taken during the month of without a diagnosis of
November 2005, Review of the entlre medical hyperglycemia, but who get
ric;‘og;i {::g:l;daa?sgpshyslman was not notifled of blood sugar testing i.e. new tube
a . .
Interview with the director of nurses on feefis. (Our current order is
12/1/05 at 2:30 PM confirmed the physiclan was pal_ameters for hyperglycemic
not notified of the blood sugar levels below 100. residents only.)
She further stated the facllity had no pelicy that
addressed physiclan notification. D of Residents: _
: 8 All residents have the ability to be
Zéfrg 4B3.15(f)(1) AC.TIV]TIES F 24 affected.

System.:, Clarification sent to physician
on 12/19/2005. Charge Nurses in
serviced on 12/18/2002, 12/19/2005
and 1/10/2006 to seck individual orders
for non-hyperglycemic residents who
have blood sugar testing ordered. Re-m
servicing will occur as necessary.

Monitoring:
Director of Nursing and/or designee
will monitor for compliance.
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F 157 | Continued From page 1 - ' F 157 .
peg Quality of Assurance:
Review of the November 2005 physician's orders o
for resident #64 revealed an order dated 8/30/05 Results of monitoring will be reported
to notlfy the physician if the residents blood sugar by Director of Nursing quarterly or
readings were |ess than 100. Review of the more frequently ds needed at the
H t . ]
resident's documented blood sugar levels Quality of Assurance Meeting for

revealéd that 7 of the 8 times readings were
taken durtng November 2005, this resident had
blood sugars readings of less than 100 seven of
the eight times it was taken during the month of
Novermbet 2005. Review of the entire medical
record revealed the physician was not notified of
any of these readings.

Interview with the director of nurses on
12/1/05 at 2:30 PM confirmed the physician was
not notified of the blood sugar levels below 100,
She further stated the facility had no policy that
addressed physiclan notification.

review and snggestion,

F 248 | 483.15(f)(1) ACTIVITIES F 248 w248

55=D s : .
The facllity must provide for an ongeing program The facility will provide an ongoing
of activities designed to meet, in accordance with program of activities designed to meet,
the comprehensive assessment, the interests and in accordance with the comprehensive
the physical, mental, and psychosccial well-being assessment, the interests and the

of each resident. | physical, mental, and psychosocial

well-being of each, resident.
This REQUIREMENT s nof met as evidenced

by: This requirement will be met as
Based on observafion, staff interview, and evidenced by:
medigal record review, the facllity failed to offer
scheduled, individualized, and meaningful :
activilles for 2 (#49, #57) of 16 sample residents. 1. Resident #49 1/15/06
The findingS were: a. Wll]. be Sl'].COUIa.ged fo attend
activities with. active
1. Obsetvation on 14/29/05 from 9:30 AM until participation and if does not
11:50 AM revealed resident #49 remained in bed. attend or actively parficipate
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F 248 | Continued From page 2 F 248 will receive a 1 on 1 program
The following concermns were identified: : at least two times weekly.
a. Review of the November 2005, activity b. Documentation will be kept

calendar highlighting activities the resident

attended revealed the resident did not attend any current for activities attended

activities that month. | with participation and/or 1 on
b. Interview with the director of activities on 1 program.
1211705 at 12 noon confirmed no activities were c. Care plan will be updated to

attended by the resident in November and stated
it was because the resident was placed on the
one-to-one activity program. Howsver, the activity

reflect needs.

director was unable to find evidence that ‘ 2. Resident #57 - 1/15/06
ohe-to-one activities were provided for the ' g, ‘Wil be encouraged to attend
resident. o activities with active

c. Review of the one to one participation participation and if does not

schedule revealed the resident's name was not

oh the list of those who were fo receive attend or actively participate

one-to-one activities. will receive a 1 on 1 program
at Jeast two times weeldly.
2. Observation on 11/29/05 from 9:30 AM until b. Documentation will be kept

9:45 AM revealed resident #57 was in bed.
Observation on 11/29/05 at 9:45 AM revealed the
resident was dressed by staff and transferred inte | -

current for activities attended
with participation and/or 1 on

a wheelchair. The resident was then placed in the | 1 program,
hallway across from the nursing station and ‘; c. Activity goals will be
remained there untit 11 AM when he/she was ' identified, documented and
wheeled into the dining reom by staff. The care plan npdated
following concerns were identified: )

a. Review of the September 2005, activity ,
calendar that highlighted the resident's activities ID of Residents:
revealed hefshe had attended activities oniy 6 of All residents have the ability to be
the 30 days. affected.

b. Review of the November 2005, activity
calendar that highlighted activities the resident

attended revealed he/she had attended activities Systems: Activity staff will bein

On|y 6 of the 30 daysl Se:["ViCEd. Qn the need to p‘rOVide
c. There were no activity goals identified for documentation of participation in
November 2005, activities, on group activities attended

‘ : _ and/or 1 on 1 program.

FORM CMS-2567(02-89) Pravious Verslona Obooiela Evenl ID: 144U Facility ID: ' WYDOO8 if confinualion shee! Page 3 of 4B
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F 248

F 272
S8=E

Continued From page 3

Interview with the activity director on 12/1/05 at 12
hoon confirmed the calendars that documented
the resident's attsndance by highlighting the
activities were accurate,

483.20, 483.20(b) COMPREHENSIVE
ASSESSMENTS

The facility must conduct initially and petiodically
a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

A facllity must rmake a comprehensive
assessmont of a resident's neads, using the RAI
specified by the State. The assessment must
Include af least the following:

Idertification and demographic information;
Customary routine;

Cognifive patterns;

Communication;

Vision;

Mood and behavior patterns;

Paychosoclal well-being;

Physlcal functioning and structural problems;
Continence;

Disease diagnosis and health condltions;

Dental and nutritional status;

Skin conditions;

Activity pursulf;

Medications;

Special treatments and procedures;

Discharge potential;

Documentation of sumimary information regarding
the additional assessment performed through the
resident assessment protocols; and
Documentation of parlicipation in assessment.

F 248

Monitoring: Activity Director and/or
designee will monitor for compliance.
Re-in-servicing will ocour 4s necessary

F 272| Quality of Assurance:

Result of monitoring will be reported
by Activity Director quarterly and/or
more frequenily as needed at the
Quality Assurance meeting for review
and suggestions.

FORM GM3-2567{02-88) Previous Versions Obsolela Event 1Dy 1441
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248 | Continued From page 3 F 248
Interview with the activity director on 12/1/05 at 12
nhoon confirmed the calandars that documented
the resident's attendance by highlighting the
activities were accurate.
F 272 | 483.20, 483.20(b) COMPREHENSIVE F 272
55=E | ASSESSMENTS F272
o B odical The facility will conduct initially and
The facility must conduct Inifially and periodically periodically a comprehensive, accurate,
a comprehensive, accurate, standardlzed dardized ducibl
reproducible assessment of each resldent's standardized repro ucﬂ? ¢ assessment
functional capacity. of each resident’s functional capacity.
aseessment of a resident's needs, using the RAI evidenced by:
specified by the State. The assessment must be
include at least the following: ]
Identification and demographic information; 1. Resident #23
Customary routine; " a.Nutritional assessment 1/15/06
gg?nnrm’e‘ Paéger_m’; completed on 12/16/05 and care
Vision: nication. plan updated to reflect any/all
Mood and behavior patterns; GhaI}SGS-
Psychosocial welkbeing; b.Activity assessment completed
Physical functioning and structural problems; on 12/26/05 and any/all changes
Continence; documented in plan of care,
Disease diagnosis and health conditions; . oy r b
Dental and nutiitional status: ¢.Restorative Nurge will initiate a
Skin conditions; ' bowel and bladder assessment.
Activity pursuit; Upon completion of thege
Medlc_:ations; assessments the Restorative
Special treatments and procedures; Nurse will review for pattern
Discharge potential, dd t in the plan of
Documentation of summary information regarding and document 1 the pian o
the additional assessment performead through the care.
resilent assessment protocols; and 2. Resident #3
Documentation of participation in assessment. a, Restorative Nurse will initiate 1/15/06
a bowel and bladder assessment
FORM CMS-2587 (02+-08) Pravious Versions Obsoleta Bvenl 1D; 14JU11 Faolllty I WY0008 If continuation sheel Paga 4 of 46
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F 272 Continued From page 4 | Fz72 Upon completion of these
'tl)‘his REQUIREMENT Is net met as evidenced assessments the Restorative
'

~ Nurse will review for pattern

Based on observation, staff interview, medical and doouxnent in the plan of

record review, and review of facility policies and

procedures, the facllity falled to ensure Care. ‘ _ .
comprehensive assessments of identified b.MDS Coordinator in serviced
problem areas for 9 (3, #13, #23, #48, #564, #57, | - on 12/19/2005 on necessity to
#67, #68, #70) of 16 sample residents. The enstre that any RAP thai
findings were: triggers e comprehensively

1. Review of section V of the 9/21/05 significant | assessed and documented as
change Minimum Data Set (MDS) assessment for such.

resident #23 revealed the triggered areas 3. Resident #70 (xesident no
requiring a comprehensive assessment included: {onger in facility.) 1/15/06
urinary Incontinence, activities, and nutritional . ey

status. Review of the medical record revealed no a.Admission ACtl_Vlty-

evidence comprehensive assessments ware Assessments will be gorppleted
completed for these three areas, Interview with within 7 days of adunission.

the directer of nursing {DON) on 12/1/06 at 1:40 4. Resident#49

PM conflrmed there were no comprehensive 1/15/06

1 a.Restorative Nurse will initiate a
assessients dane for these areas.

bladder assessment. Upon

2. Review of section V of the 10/20/06 annual completion 9f this asses§ment
MDS assessment for resident #3 revealed urinary - the Restorative Nurse will
incontinence and use of incwelling catheter was review for pattern and

triggered, and required a comprehensive
assessment. Raview of the medical record
revealed no evidence that & comprehensive

document i the plan of care,
b Restorative serviced on

assessment was done, Interview with the DON on 12/26/05 the need for
12/1/05 at 1:40 PM confirmed there was an comprehensive bladder
incomplete Resldent Assessment Protocol (RAF) assessments to include such

module on urinary incontinence and use of

indwelling catheter dated 10/15/05; stated that information as

she did not know why the assessment was not L. Type of incontinence (i.e.

completed., urge, stress, mixed, overflow
or fanctional)

3. Revlew of section V for the 8/18/06 admission 2 History of incontinence

MDS agsessment for resident #70 revealed the
area of activifies was triggered and required a

mncluding onset, duration,

FORM CMS-2567{02-99) Previous Verslons Obaolels Gvenl 1D: MJUN Fagiilly 1D WY0D0R If continuation sheet Page & of 45
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F 272} Continusd From page & o272

comprehensive assesstent. Review of the
closed medical record revealed no evidence an
assessment was done, Interview with the DON on
12/1/05 at 4:46 PM revealed that she would iook
for the assessment on activities, however no
additional information was found.

4. Review of the 7/3/05 significant change and the
10/2/05 quarterly MDS assessments for resident
#40 revealed he/she was incontinent (all or
alinost all of the time) of bowel and bladcer.
Review of the 10/31/05 bladder assessment
perfarmed by the facllity revealed the assessment
was not comprehensive and facked the foliowing
information.

a, Type of Incontinence (e.g., wrge, stress,
mixed, ovetflow, or functional);

b, History of incontinence, Inoiuding cnset,
duration, characteristics, precipitants, associated
symptoms, and previous treatment and/for
management, Including the response to the
Interventions;

¢. Patterns of fluid Intake, such as amounts,
time of day, alterations and potential
complications, such as decreased or increased
urine output;

e. Use of urinary tract stimulants or irritants
(e.g., frequent caffeine intake}; and

f. Environmental factors and assistive devices
that may restrict or facilitate @ resident's ability to
access the toilet (e.g., grab bars, raised or low
toilet seats, inadequate lighting, distance to toilet
or bedside commodes, use of bed rails or
restraints, or fear of falling),

In addition, ravisw of the entire madical record
revealed there was no bowel assessment
completed. Interview with the DON on 12/1/05 &t
2:30 PM revealed there was no other bladder
assessment and no bowel assessment performed

characteristics, precipitants,
agsociated symptoms, and
previous treatment and/or
mapagement including
response to interventions.

3. Pattern of fluid intake, such aj
amotmts, alternatives, and
potential complications sucl
as fncrease or decrease in.
nrmary output,

4 Uge of urinary tract stimulants
or irritants (i.e. caffeine
intake.)

5. Environmental factors with
assistive devices that may
restrict ox facilitate a
resident’s ability to access the
toilet (i.e., grab bars, raised oy
low toilet seats, inadequate
Tlighting, distance 1o toilst or
bedside commuode, use of
restraints or fear of falling)

c.Restorative Nurse will initiate a
bowel assessment. Upon
completion of this assessment
the Restorafive Nurse will
review for pattern and
document in the plan of care.

5, Resident #49
a. A comprehensive pain
asgessment completed on
12/20/05 and will include the

~oy

1/15/06
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for this resident.

5. Review of the diagnosis detall report from
October 2008 for resident #49 revealed he/she
had an active diagnosis of limb pain, Review of
the 10/10/05 pain assessment revealed it was not
comprehensive and lacked the foilowing
information as outlined on the facility's pain
assessment form. :

a. Current paln management measures in
use (both pharmacologlical and
non-pharmacological), -

b. Accompanying symptoms (e.4.,
nauseafvomiting, itching, sedation, constipation,
urinary retention);

¢. Non-verbal signs that would indicate pain
(e.g,, grimacing, reduced attention span,
avoldance of soclal contect, avoidance of
conversation, refusing to eat, meaning, striking
out, or rubbing/splinting of hody parts); and

d. Nursing interventions/evaluation.

6. Review of the Initial 10/11/05 MDS assessment
for resident #54 revealed he/she was incontinent
of howel and bladder. Review of the entlre
medieal record revealed there was ho bowel of
bladder assessment compieted, Interview with the
DON on 12/1/05 at 2:45 PM confirmed there was
no bowe! or bladder assessment completed.

7. Review of the Qctober 2005 physician's orders
and diagnosis detail report for resident #57
revealed hefshe was admitted to the hospital with
a hip fracture on 10/13/05. Review of the
admission record revealad the resident was
readmitted to the faciiity on 10/21/05. Review of
the 10/24/05 quarterly MDS assessment revesled
the resident had moderate pain in his/fher hip
svery day. Review of the 10/21/056 nursing

following information as
outlined on the facility’s pain
assessment form. Assessment
will be reviewed and results
documented in the plan of care
12/20/05.
b.A comprehensive pain
assessment form will be
completed on admission and
with each MDS review to
include, quarterly, annually and
change of condition reviews.
Plan of care updated to reflect
any changes.
¢.Comprehensive pain assessment
to include:
1,Current pain management
measures o use (both
pharmacological and non-
pharmacological)

2. Accompanying symptoms (1.e.
nausea, vomiting, itching,

_ sedation, constipation, urinary
retention)

3.Non-verba] signs that would
indicate pain (i.e. grimacing,
reduced attention span,
avoidance of social contact,
avoidance of conversation,
refusing to eat, moaning,
striking out, or
rubbing/splinting of body
part.)
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assessment completed at the time of readmission

; Interventions/evaluations.
revealed thete was no pain assessiment

6. Reszident #54

completed. interview with the DON on 12/1/05 at ) N 1/13/06
2:46 PM confirmed no pain 2ssessment was a.Restorative Nurse will initiats a
completed. bowel and bladder assessment.
In addition, review of the 10/21/05 nursing Upon completion of these

assessment revealed the resident was readmitted e ;
on 10/21/06 with a Foley catheter. Review further ﬁsessmiﬁts_ th Rafmra‘;t"c
revealed the catheter was orderad to be removed urse will review for pattern
on 10/31/05, Observations on 11/28/06 through and will document in the plan of
1241105 revealed the resident did not have a care.
catheter. Interview with certified nurse aide (CNA) 7. Resident #57
#1 revealed the resident had no catheter, Review :
of the entire medical record revealed there was 2.Pain ?iezsmm;é]fﬁ_ bf?
no bladder assessment completed since removal compleied on acTussion,
of the catheter. Interview with the DON on armnally, quarterly and with
1211/08 at 2:30 PM confirmed there was no change of condition. Plan of
bladder assessment since the removal of the care will be updated to reflect
gimgfzge%nd that thers should have been one assessment findings.

) b.Restorative Nuxse will initiate a
8, According to the 10/23/05 significant change bowel and bladder assessment,
MDS assessment, resident #13 required Upon completion of this
comprehensive assessments for use of hypnotic assessment the Restorative
madications, bowel and bladder Incontingnce, . \ ]
and activifles. Review of the assessment Nurse will review for pattermn 1/15/06
information listed in Section V of that MDS and docutnent in the plan of
revealed comprehensive assessiments were not care.
completed, During an Interview on 11 /30/06 at ¢.Jf a resident is admitted with a
10;50 AM, the MDS coprdlnatlor verifiad an Foley catheter, the physician
assessment for hypnotic medications was not  stat dical need and
completed. On 12/1/06 at 1:45 FM, the DON must siate 2 medical necd an
confirmed the facility lacked comprehensive mﬂdlcallYJ‘}Sﬁfy ?he catheter
assessments of the resident's howel and bladder : placement (i.e. vrinary
status, Interview with the activity director on retemtion, pressure ulcer(s),

1211105 at 2:46 PM confirmed lack of a

) 2 terminal disease or severe
comprehensive assessment for activities,

impairment)
9. Review of the 8/4/05 significant change MDS
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psychoactive medications. The location of the d. Seven. (7) to ten (10) days aftey
assessment informaticn for those triggered areas a Foley catheter is removed the
was the Resident Assessment Protocols dated Restorative Nurse will initlate 4 1 5/06
7/30/05. Review of that informaticn revealed the bladder assessment. Upon
facility failed to complete comprehensive completion of this assessment
assessments. In addmon, a comprehensive bowel the Restorative Nurse will
assessment was lacking. .
review for pattern and
10. According to the 8/18/05 annual MDS document in the plan of care,
assessment, resident #68 was totally incontinent 8. Resident #13 — expired
of bowel, recelved psychoactive medications, and a. When a significant change
experienced mild daily pain. Review of the MDS is initigted:
assessment information itemized in Section V of :
the 8/18/05 MDS revealed the facillty failed to 1.A bowel and bladder
complete a comprehensive assessment for. assessmment will be initiated.
psychoactive medications. In addition, a bowel Upon completion these
assessment was lacking, and the 11/11/05 pain assessments the Restorative
assessment documented the resident had mild Nurse will review for pattern
pain; however, the assessment did not identify ad in the ol
the location of the pain. and document in the plan of
care.
F 275 | 483 20(b)(2)(ili) RESIDENT ASSESSMENT- F 275 2.Activity assessmont will be
55=D | WHEN REQUIRED completed with the plan of
care updated fo reflect any
A facility must conduct a comprehensive changes.
assessment of a resident not less than once 3 If medication classified as a
every 12 months. I o
ypnotic 15 muse an
assessment will be cornpleted
This REQUIREMENT is not met as evidenced with the plan of care updated
by: to reflect findings.
Based on staff interview and medical record 9. Resident # 67 1/15/06
review, the facility failed to ensure a a. Restorative Nurse will initiate a
reassessment was completed for one (#57) of bowel and bladder assessment
seven sample residents who had an annual U leti, £t ’
reassessment due. The findings were: pon completon of these
assessment the Restorative
According to the Centers For Madicare and nurse will review for pattorn
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psychoactive medications. The location of the and document in plan of care,
assessment information for those triggeted areas b.Any RAP (Resu_ient Assessment
was the Resident Assessment Protocols dated Protocol). tl}a,t triggers on the
7/30/05. Review of that information revealed the MDS (Minimwm Data Set) for
facility failed to complete comprehensive significant change will require
assessmen%s. In ?dd}ltlion, a comprehensive bowel comprehensive assessment with
assessment was Jacxing. documentation of where
10. According to the 8/18/05 annual MDS . information is located.
assessment, resident #68 was totally incontinent 10. Resident #68 1/15/06
of bowel, received psychoactive medications, and a.Restorative Nurse will mttiate 2
e nematio, tomized n Section V. of bowel agsessment. Upon
assess . :
the 8/18/05 MDS revealed the facility failed to flomplct”’“ of this assessment
complete a comprehensive assessment for e Rostorative Nurse will
psychoactive medications. In addition, a bowei review for pattern and
assessment was lacking, and the 11/11/05 pain document in the plan of care,
assessment documented the resident had mild b.Pain assessment completed on
pain, however, the agsessment did not identify © 12/26/05 and the plan of care
the location of the pain. )
updated to reflect findings.
Docum i i
F 275 | 483.20(b)(2)(jii) RESIDENT ASSESSMENT- F 275 o ‘?m?'“gn Ofiompll.a“?t of
552D | WHEN REQUIRED pain to include (but not limited

A facility must conduct a comprehensive
assessment of a resident not less than once
every 12 months.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and medical record
review, the facility failed to ensure a
reassessment was completed for cne (#57) of
seven sample residents who had an annual
reassessment due. The findings were!

According to the Centers For Medicare and

to) location of pain.

¢.Resident identified “at risk™ fox
pressure area(s), plan o care to
be updated to reflect measures
to protect/prevent pressure
Sores.

d.Any area on skin not identified
as, but has potential to become
pressure sore, will be assessed
thoroughly with pressure sore
precautions in place with plan
of care updated to reflect these
changes.

|
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psychoactive medications. The location of the 11. Any/ all assessments to be 11506
assessment information for those triggered areas initiated by ARD (Assessment
was the Resident Assessment Protocols dated Reference Date) -

7/30/05. Review of that information reveaied the
facility failed to comp!gte comprehensnve‘ ' ID of residents ~ All residents has the
assessments. In addition, a comprehensive bowel e
assessment was lacking. ability to be affected.
| System — Nursing staff to be [ serviced,
10, According to the 8/18/05 annual MDS " Comprehensive assessments to include
assessment, rgsident #68 was totally_incpntinent (but not limited to) Pain, Bowel and
of bovye!, recelyed pgychqaotlve medlcat|ons, and | Bladder, Activity, Nutritional, Skin. and
experienced mild daily pain. Review of the use of hvpnotics (if applicabl b
assessment information itemized in Section V of ypnoucs (1. apphica e) will be
the 8/18/05 MDS revealed the facility failed to . completed on admission, annually,
complete a comprehensive assessment for ! quarterly and with change of condition.
psychoactive medications. In addition, a bowel Personalized interventions will be
assessment was lacking, and the 11/11/05 pain implemented based on findings. Plan
assessment documented the resident had mild of care will b dated and "
pain: however, the assessment did not identify s‘ca?fxsi_‘ﬁrlreviz\;tpupdz,teilnplgnu-l:;ng
the location of the pain. care.
There must be (documented) medical
F 275 | 483.20(b)(2)(iii) RESIDENT ASSESSMENT- F 275 Justification to support use of Foley
$s=D | WHEN REQUIRED catheter. Assessments will be mitiated
N _ on Assessment Reference Date (ARD).
A facility must COﬂdL{Cf a comprehensive Monitoring — Director of Nursing
assessment of a resident not less than once and/or designes will monitor for
every 12 months. . . ..
y compliance, with a minimum of
monthly checks. Re-in servicing will
This REQUIREMENT is not met as evidenced OCCUT @5 mecessary.
by: Quality of Assurance — Results of
Based on stfaffl:.ntefrv'ile\év tand medical record monitoring will be reported by Director
review, the facility failed to ensure a of Nursing and/or designes quarterly or
reassessment was completed for one (#57) of more il ded at th
seven sample residents who had an annual ore frequently as needed at the
reassessment due. The findings were: : ngﬂ‘llty Ass'urancc meeting for review
- and suggestion.
According to the Centers For Medicare and
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psychoactive medications. The location of the
assessment information for those friggered areas
was the Resident Assessment Protocols dated
7/30/05. Review of that information revealed the
facility failed to complete comprehensive
assessments. In addition, a comprehensive bowel F275
assessment was lacking. The facility will conduct a
10. According to the 8/18/08 annual MDS comprehensive assessment of a resident
assessment, resident #68 was totally incontinent not less than once every twelve (12)
of bowel, received psychoactive medications, and months,
experienced mild daily pain. Review of the
assessment information itemized in Section V of This requirement will be me
the 8/18/05 MDS revealed the facility faled to coid en:}e L © met as
complete a comprehensive assessment for y:
psychoactive medications. In addition, a bowel _
assessment was lacking, and the 11/11/05 pain 1. . Resident #57 1/15/06
assessment documented the resident had mild a. Annual Minimum Data Set
pain; however, the assessment did not identify assessment initiated on 12-01-
the location of the pain. 2005
b.All disciplines will be
F 275 | 483.20(0)(2)(iii) RESIDENT ASSESSMENT- F 275 S lzilmes 1(1:11;) hec
$5=D | WHEN REQUIRED mserviced on hieed fo check
computer generated Minimum
A facility must conduct a comprehensive Data Set review calendar and
assessment of a resident not less than once ensure proper Minirmum Data
every 12 months. Set Roview completed (annually
' versus quattexrly)
This REQUIREMENT is not met as evidenced ID of residents — All residenits have the |
by: ability to be affected.
Based on staff interview and medical record Systems — All disciplines will be
review, the facility failed to ensure a inserviced. Computer generated
reassessment was completed for one (#57) of Minimum Data Set review list will state
seven sample residents who had an annual what quarterly assessment (i e. Q1, Q2
reassessment due, The findings were: X I
| Q3 or Annual (Q4)) is due.
According to the Centers For Medicare and Monitoring — Director of Nursing
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A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintzain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b){4).
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F 275 | Continued From page 9 £ 275| and/or designee will menutor fOF
Medicaid Setvices Long-Term Care Facility compliance. Re-in servicing will occur
Resident Assessment Instrument User's Manual, as necessary.
version 2.0, revised August 2005, page 2-3, the Quality of Assurance — Results of
annual comprehensive reassessment must be monitoring will be reported by Directon
completed wllthm 366 days of the ‘most recerjt' _ of Nursing or designes quarterly or
comprehensive assessment. Review of the initial
10/31/04 Minimum Data Set (MDS) assessment more frequently as naedfsd at the -
for resident #57 revealed his/ner annual Quality Assurance meeting for review
reassessment was due on 10/31/05. Review of and suggestions.
the medical record revealed a quarterly MDS 279
assessment was completed on 10/29/05 but no T e ,
annual assessment was done. Interview with the The facility will use the results of the
MDS Coordinator on 12/1/05 at 9:30 AM assessment to develop, review and
confirmed there was no annual reassessment revise the resident’s comprehensive
completed. plan of care.
The facility will develop a
F 279 | 483.20(d), 483.20(k)(1) COMPREHENSIVE F 278 comprehensive care plan for sach
5$5=E | CARE PLANS

resident that includes measurable
objectives and timetables to mest a
resident’s medical, nursing, and mental
and psychosocial needs that are
identified in the comprehensive
assessment.

The care plan will describe the services
that are to be furnished to attain or
maintain the resident’s highest
physical, mental, and psychosocial
well-being.

This requirement will be met as
evidenced by:

1. Resident #49 1/15/06
a.Plan of care updated on
12/01/2005 to address nutrition
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1. Review of the Resident Assessment Protacol
(RAP) summary dated 7/3/05 for resident #49
revealed nutrition was identified as an area that
should be addressed in the care plan because of
weight loss. Review of the 10/05 care plan,
however, revealed nutrition was not addressed.
Interview with the Minimum Data Set (MDS)
Coordinator on 12/1/05 at 1:50 PM confirmed
there was no current care plan that addressed
nutrition.

9. Review of the initial 10/11/05 MDS assessment
for resident #54 revealed activities was identified
as an area that should be addressed in the care
plan. Review of the October 2005 care plan
revealed activities was not addressed. Interview
with the director of nursing (DON) on 12/1/05 at
2:45 PM confirmed there was no activities care
plan.

3. Review of the medical reccrd for resident #23
revealed a diagnosis of Down's Syndrome.
Review of the 8/21/05 significant change MDS
assessment showed that communication
triggered, and was checked as addressed in the
care plan. A comprehensive assessment dated
9/20/05 was Done describing the resident as
"agsentially non-verbal”. However, communication
was not addressed in the 8/29/05 residant care
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F 279 | Continued From page 10 F 279 and weight loss issues. 1/15/06
2. Resident #54 ,
a.Plan of care will be updated to

This REQUIREMENT is not met as evidenced addrese activities for resident.
by: 3. Resident #23
Based on observation, staff interview, and a.Plan of care will be updated to 1/15/06
medical record review, the facility failed to ensure address commurication
a care plan was developed that addressed needs/difficulties for resident,
identified problems for 5 (#4, #23, #49, #54, #68) 4. Regident f4
of 15 sample residents. The findings were: ) 1/15/06

a.Plan of care updated to address
activity for resident.

ID of residents — All residents have the
ability to be affected.

Systems — Disciplines will be
inserviced on need to update plan of
care with each annual, quartexly or
change of condition Minimum Data Sef
review, Director of Nursing and/or
designee will randomnly review at a
minimum of monthly Minimum Data
Set reviews to ensure that any arca that
triggers is addressed and/or updated.in
plan of care by appropriate discipline.
Monitoring — Director of Nursing
and/or designee will vponitor for
compliance. Re-in servicing will ocour
as Tecessary.

Quality of Assurance —Result of
monitoring will be reported by Directos
of Nursing and/or designee quarterly on
more frequently as nesded at the
Quality Agsurance meeting for review
and suggestions,
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F 279 | Continued From page 11 F 279
plan. interview with the DON on 12/1/05 at 1:45
PM confirmed that the care plan did not address
communication.
4. Review of the 1/2/05 annual MDS assessment
for resident #4 revealed activities was a friggered
area, and was checked as addressed in the care
plan. An assessment was Done; however,
activities were not addressed in the 10/6/05
resident care plan. Interview with the DON on
1211105 at 1:45 PM confirmed the care plan did
not address activities.
F 281 | 483.20(k)(3)(i) COMPREHENSIVE CARE PLANS F 281! p281
S5=D : :
. . . ided anged b
The services provided or arranged by the facility E&wfscr‘;f 1t038 ?II;)V ; ﬂor anf1g ' ;_,){
must meet professional standards of quality. ¢ facility will most the proiession
standards of quality.
This REQUIREMENT is not met as evidenced This requirement will be met as
by: evidenced by:
Basad on observation, staff interview, medical
record review, and review of policies and 1. Resident #13 — expired 1/15/06
procedures, the facility failed to assure staff 2. Nurses inserviced 12/13/05
maintained professional standards of practice Y ervice 'on
related to medication administration for 2 of 13 and 01/06/06 serviced on:
sample residents (#13, #68) and one non-sample a.Need to review admission
resident (#19). In addition, resident #13 was orders carefully.
admitted without an order for an existing b.If resident is admitted with a
indwelling urinaty catheter. The findings were: '
& ng urinary © gs were Foley catheter—need order for
1. Observation on 11/28/05 at 11:40 AM showed use ofFole'y catheter and need
resident #13 had an indwelling urinary catheter to have a diagnosis or medical
and an open pressure sore on the coccyx. The justification. for use on
pressure sore was approximately 1.5 centimeters admission orders
in diameter with scar tissue around the edges and 3 Resident # 19 ’ 1/15/06
granulation tissue in the base. Cerlified nurse T _P’Sl en . .
aide #2 applied Desitin ointment to the open area. a.Licensed Staff nserviced on
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Prevention Guidelines," number ClI-Nur-1401,
revealed Desitin was not an approved
intervention. Interview with the director of nursing
(DON) on 11/30/05 at 10:30 AM verified lack of
an order for the catheter. Further interview with
the DON on 12/1/05 at 1:38 PM confirmed Desitin
was neither ordered by the physician nor included
in the facility's policies and procedures. According
to the July 2005 Wyoming Nurse Practice Act,
nurses shall provide care according to the
directions of a licensed physician.

2. Observation on 11/28/03 at 10:30 AM shocwed
licensed practical nurse (LPN) #1 administered
Cogentin per percutaneous enteral gastrostomy
(PEG or feeding) tube for resident #19. The LPN
flushed the tube with water, administered the -
medication per gravity flow, and flushed the tube
with water after medication administration was
complete. However, she failed to check for
placement of the tube prior to flushing it. When
questioned immediately after the procedure, the
LPN verified she did not check for placement of
the PEG tube prior to medication administration.
When asked how long the resident had the PEG
tube in place, the LPN stated, "Not too long."

Review of the facility's undated policy,
"Enteral Tube Medication Administration
Procedures,” #5460 revealed verification of tube
placement should be done prior to medication
administration. According to the 2004 3rd edition
of "Nursing Interventions & Clinical Skills" by

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D (x5)
PREFIX (EACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
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F 281 | Continued From page 12 F 281 12/13/05 and 01/06/06 on
According to the admission orders, the Pmt{?cf) : fm;. mcd_lcatlon
resident was re-admitted on 11/23/05. Review of administration via enteral tube.
the admission orders and those received since b.Placement of tube to be checked
that date revealed neitner the indwelling catheter, prior to administration of
nor Desitin ointment 1o the pressure sore, was medication, flushing and/or
ordered, Furthermore, review of the facility's feeding
1/1/01 policy and procedure, "Pressure Ulcer _ Ly
policy and p 4, Resident #68 1/15/06

a,Order for use of oxygen
obtained on 12/01/05 and in
medical chart.
b.Licensed staff inserviced on
12/13/05 and 01/06/06 need to
obtain an order for contimual
and/or PRI use of oxygen,
c.Licensed staff inserviced on.
12/13/05 and 01/06 06 needs to
notify physician if oxygen
usage is necessary and resident
does not have an order for.
ID of Residents — All residents have th
ability to be affected.
Systems — Nursing Staff will be in,
serviced, Licensed Staff will review
physician’s protocols. A physician
oxder will be obtained for use of Foley
catheter with a diagnosis or medical
justification for use. When oxygen is
used for respiratory distress (as per
physician protocols) the physician will
be notified and an. order obtained to
confinne uge if necessary. Physician
protocols will be reviewed before use
of any perineal ointment and if not
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F 281| Continued From page 13 F 281 | listed on protocol an order will be
Elkin, Perry, and Potter, placement of the tube obtal_:ned' for use (i-e. Desitin) '
should be checked prior to administering Monitoring — Director of Nursing
medication through any kind of feeding tube. and/or designee will momior for
_ compliance. Director of Nursing
3. Observation on 11/29/05 at 9:37 AM and 1:15 . . : -
PM and on 11/30/05 at 8,25 AM showed resident and/or dffmgnce jm‘ll review admission
#68 utilized oxygen at 3 titers per minute (LPM). OIdefSIW“h adxm‘gtmg Aurse to CILSUTS
Review of the physician's orders dated 11/15/05 compliance. Re-in servicing will occur
showed oxygen was hot ordered. Review of a3 Necessary.
standing orders dated 1/10/05 showed oxygen Quality of Assurance — Report of
could be utilized at 2 to 3 LPM for respiratory o . . )
distress, but the physician was to be notified momt(]r.mg Wg} be cf ep.orte:d by D,HTCJEOI
immediately. During an interview on 12/1/05 at of Nursing and/or designee quarterly or
10:30 AM, LPN #1 verified lack of an order for more ﬁequently ag needed at the
oxygen. tn addition, the LLPN confirmed the Quality Assurance meeting for review
physician was not notified when oxygen was first .
utilized. According to the July 2005 Wyoming and suggestions.
Nurse Practice Act, nurses shall provide care F282
according to the directions of a licensed L .
physician. The services provided or arranged by
the facility will be provided by
F 282 | 483.20(Kk)(3)(ii)) COMPREHENSIVE CARE F 282| qualified persons in accordance with
55=D | PLANS sach resident’s written plan of care.
The services provided or arranged by the facility : : :
must be provided by qualified persons in Thl; reqL:;I]Jen:Lent will be met as
accordance with each resident's written pian of evidenced by
care. 1/15/06
1. Resident #49
, . _ a.Landing strip mat in place on
'b|‘;1.|s REQUIREMENT is not met as evidenced floor beside bed 12/02/05.
Based on observation, staff interview and medical b.ﬁﬁs;;ogﬁsmff m St?;rv iced on
record review, the facility failed to ensure the care » 12/13/05, 01,/0?'/06
plan was followed for 2 (#10, #49) of 15 sample apd 01/06/05 need to review
residents. The findings were: plan of care for any ancillary
_ equipment necessary, and
1. Review of the October 2005 care plan for provide as listed.
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A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:
Based on abservation, resident and staff
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F 282 | Gontinued From page 14 £ 280 ¢.Nurging staff will be in serviced
resident #49 revealed he/she was identified as at on 12/12/05, 12/13/05,
risk for falls. Review further revealed the resident 01/95/06, and 01/06/06 on
was to have a landing strip (mat} on the floor ancillary equipment that should
beside the bed when the resident was lying down be utilized if resident is listed as
because of the risk of injury from a fall. a “fall risk” (i.e. landi i
Observation from 9:30 AM on 11/29/05 to 12:30 Hoor) 1o aegint | ng Strip o
PM revealed there was no landing strip on the floox) to assist in preventing
floor by the bed. Observation again on 12/1/05 at njury from fall,
11:05 AM revealed there was still no landing strip 2. Resident #10 1715106
on the floor by the bed. Interview with the director a.Nursing staff in-serviced on
of nursing (DON) and registered nurse #1 on 192/13/ 2/13/05. 01
12/1/05 at 11:20 AM confirmed there was no and 0193%/1()(5/ ’ d t/05/0§
landing strip on the floor for this resident and that o on need {0 revIeW
there should be one to prevent injury from a fall. })IandOf care and follow as
isted:
2. Review of the care plan dated 8/18/05 revealed 1.Resident to receive one utensi
resident #10 was to have, “Assis_t of one w!th for use at a Hime and one bow
meals at an assisted table, One item at a ime of food at a i
and one piece of silverware at a time." However, 9 ata 1]:1,16. L
observation on 11/29/05 at 11:55 PM revealed the . 2.Nursing staff in serviced whe
resident was sitting at an assisted table with three resident is finished with the
uncovered bowls of food and four beverages in one bowl of food to remove
front of him/her. Interview with the DON on that bowl from area before
12/1/05 at 1:45 PM confirmed the care plan ivine next it ab
should have been followed, gving e,
F 312 | 483.25(a)(3) ACTIVITIES OF DAILY LIVING F 312 1/15/06
S3=E
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F 282 | Continued From page 14

resident #49 revealed he/she was identified as at
risk for falls. Review further revealed the resident
was to have a landing strip {mat) on the floor
beside the bed when the resident was lying down
because of the risk of injury from a fall.
Observation from 9:30 AM on 11/28/05 to 12:30
PM revealed there was no landing strip on the
floor by the bed. Observation again on 12/1/05 at
11:05 AM revealed there was still no landing strip
on the floor by the bed. interview with the director
of nursing (DON) and registerad nurse #1 on
12/4/05 at 11:20 AM confirmed there was no
landing strip on the floor for this resident and that
there should be one to prevent injury from a fall.

2. Review of the care plan dated 8/18/05 revealed
resident #10 was to have, "Assist of ohe with
meals at an assisted table. One item at a time
and one piece of silverware at a time." However,
observation on 11/29/05 at 11:55 PM revealed the
rasident was sitting at an assisted table with three
uncovered bowls of food and four beverages in
front of him/her. Interview with the DON on
12/1/05 at 1:45 PM confirmed the care plan
should have been followed.

F 312 | 483.25(a)}(3) ACTIVITIES OF DAILY LIVING
55=E
A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by.
Based on observation, resident and staff

F 282 | 1D of residents — All resident have the
ability to be affected.

Systems — Nursing staff will be
inserviced, Nursing staff will review
plan of care. Re-in servicing will eceuy
as necessary.

Meomnitoring — Director of Nursing
and/or designee will monitor for
compliance.
‘Quality of Assurance ~ Results of
meonitoring will be reparted by the
Director of Nursing and/or designee
quartexly ormore frequently as needed-
at the Quality Assurance meedting for
review and supgestions,
F312

A resident who is unable to carry out
activities of daily living will receive the
necessary services to maintain good
nufrition, groonxing, and personal and
oral hygiene. '

This requirement will be met as
F 312 | evidenced by: 1/15/06
1. Nursing staff in serviced on
12/13/05, 12/13/05, 01/05/06,
and 01/06/06 on proper
procedure to use when
providing perineal care.
a.Policy/Procedure #CL-NU-171 ¢
reviewed with musing on
providing proper perineal care.
b.Staff Development Coordinator
will inservice and/or moniter
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F 312 | Continued From page 15 Nurslin_g aBSistlants when
interviews, medical record review, and review of pl:OVIdmg pe_rmeal care for
policies and procedures, the facility failed to proper techniques.
assure staff provided appropriate personal care c.Charge Nurse will provide
for dependent residents. During six observations supervision on. Nursing
of perineal care provided for incontinent Aszistants to ensure proper
residents, three perineal care procedures for technigues utilized when
three residents (sanqple residents #49 and #68 providing perineal care.
and non-sample resident #51) were completed 4.0 . strachion will b
incorrectly, In addition, staff failed to provide -One on one mstruction will be
appropriate oral care for sample resident #68. . provided as necessary to ensure
The findings were: proper technique is utilized
1. Intervi ith, and ob ti f ident #68 when providing pexineal caze. 1/15/06
. Interview with, and observaticn of, residen : : ; .
on $1/29/05 at 1:10 PM showed a moderate 2. Nusing Smffwﬁlbe;n servicsd
amount of brownish substance caked on the On Proper procediure tor
resident's tongue. The resident stated staff only pl‘O'fild]llg oral care.
provided oral care every three to four days, and it a.Policy/Procedure #CL~-NU-1702
was not done that moming. The resident further reviewed with nursing staff,
e B e metance caked on hsher bStaff Dovelopment Coordinator
ike havin e : ; T
tongue. Observation with licensed practical nurse to mls ervmc‘ and/or monitor
(LPN) #2 on 12/1/05 at 8:03 AM showed the Trsing agsistant when.
resident's tongue was still caked with a brown , providing oral care,
substance. When asked if that was acceptabie ¢, Charge nurse will provide
oral cﬁre, the LI.PN stated she "would expect supervision to ensure that oral
more." According to the current care plan, the R ded.
resident required "assist of one for oral hygiene car¢ 1s provided. ,
as needed." d.One on one instruction will be
Review of the facility's 1/1/01 policy and provided to ensure proper
procedure, "Morning Care," number CI-Nur-1702, technique is utilized and to
revealed the purpose was "To facilijcate resident's ensure tat oral care is provided,
overall comfort, cleanliness, grooming and well \
being." It included oral care. e.Oral care to'be provided cvery
Observation on $1/29/05 at 1:50 PM showed shiff fo? b esidents Fhat rece1ve
certified nurse aide (CNA) #3 transferred resident no nutrition or fluds by mouth
#68 from the wheelchair to the bed. During the (i.c. utilize an Enteral {eeding
pbseryatlon. thc—? CNA confi rmed the resident's tube for nutritional support.)
incontinence brief and clothing were saturated :
with urine, and the Dycem mat (a plastic pad to
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F 312 | Continued From page 16 F 3121 ID of residents — All residents have the

prevent sfiding) and wheelchair seat were wet. in
addition, there was a strong smell of urine
present. When providing perineal care, the CNA
failed to cleanse the resident's genitalia and groin
areas and the anterior and posterior thighs, all of
which had been in contact with urine. After
completion of perineal care, the CNA left the
resident lying on the same protective pad which
was in contact with the resident's saturated brief,
clothing, and skin.

2. Review of the 11/1/05 significant change MDS
assessment for non-sample resident #51
revealed hefshe was incontinent of urine and
bowel {all or almost all of the time) and required
extensive staff assistance with personal hygiene.
Observation on 11/29/05 at 11:25 AM revealed
the resident was incontinent of urine, Observation
further revealed CNA #1 provided perineai care
for the resident. Observation of the perineal care
for this resident revealed the CNA used 'back to
front' motion with a wash cloth, three times, to
cleanse the perineum. Interview with the CNA at
that time confirmed she should have used 'front
to back' strokes to cleanse the resident.

3. Review of the 7/3/05 significant change
Minimum Data Set (MDS) assessment for
resident #49 revealed he/she was incontinent of
urine (all or almost all of the time) and required
extensive staff assistance with personal hygiene.
Observation on 11/29/05 at 11:50 AM revealed
the resident was incontinent of urine and feces.
Observation further revealed certified nurse aide
(CNA) #1 provided perineal care for the resident.
Observation of the perineal care revealed the
CNA used 'back to front’ motion with a wash
cloth, two times, to cleanse the perineum. Review
the facility's policy on perineal care dated 1/1/01

ability to be affected.

Systems — Nursing staff in serviced on
proper technique for providing perineal
care, Nurging staff in serviced on
importance of providing oral care and
when to do so.

Monitoring — Director of Nursing
and/or designee will monitor for
compliance and re-inservice as
necessary.

Quality of Assurance — Results of
monitoring will be reported quarterly ot
more frequently as needed by the
Directoy of Nursing and/or designes for
review and suggestions.
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F 312 | Continued From page 17 F 312 5314(1 i honsi
ravealed instructions tc "Clean, rinse and dry [the] ased. on the foompn',e 61151.\:'6 -
perineal area, ...wiping front to back.” assessment of a resident, the facility
will engure that a resident who enters
F 314 | 483 25(c) PRESSURE SORES £ 314] the facility without pressure sores does
55=D not develop pressure soves unless the
Based on the comprehensive assessment of a mndividual's clinical condition.
resident, the facility must ensure that a resident demaonstrates that they were
who enters the facility without pressure sores unavoidable, and a resident having a
does not develop pressure sores unless the Pressure £OXE TECEiVes necessary &
individual's cilmcgl conldltlon demt?nstrateslthat treatment and services to promote
they were unavoidable; and a resident having heall fecti d
pressure sores receives necessary treatment and caling, prevent infection and prevent
services to promote healing, prevent infection and new sores from developing.
prevent new sores from developing.
- This requirement will be met as
. . . evidenced by:
'tl)‘}r:‘ls REQUIREMENT is not met as evidenced 1. Resident #68 (Resident listed as 1/15/06
Based on observation, medical record review, at IlS}c for pressure so.res), ‘
resident and staff interviews, and raview of a.Nusing staff will be in serviced
policies and procedures, the facility failed to on Policy/Procedure #CL-NUR+
provide one of two sample residents (#68) with 1401 Prezsure Ulcer Guidelines
interventions to facilitate alleviation of pressure to and CL-NUR 1403 Pressure
inence. The findings were: . o
a bony prominence. The findings were Ulcer Prevention Guidelines.
According to the 8/18/05 annual Minimum Data b.Residents will be assessed
Set (MDS) assessment, resident #58 had no annually, quarterly and with a
cognitive impairments and required total change of condition for risk.
assistance with bed mobility and transfers. o.Plan of care will reflect resident
Further review showed the resident was at risk for t sl with i
pressure sores due to decreased mobility at TisK With proper prevention
secondary to a cerebral vascular accident with left teohn_lques apd/or equipment to
sided hemiplegia. Observation on 11/29/05 at be utilized and updated as
1:15 PM showed resident #68 had an area of skin necessary.
on the right heel which was intact, discolored, and d Dietician 1o review residents at
identified by the resident as painful. The area was " & for develoni o
approximately 2.54 centimeters in diameter and risk for developung progeure
brownish in color. After the observation the areas to see if addifional
w |
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F 314 | Continued From page 18 F 314 nutzitional support 1s necessary
resident was left lying in bed with the heels flat cn (J'e,' protelm, calories, Vitamin
the maitress. Interview with licensed practicai C, iron, zinc).
nurse (LPN) #1 on 11/29/05 at 2:45 PM revealed Dietician reviewed resident #68
the resident previously had a large blister on that with recommendations sent to
spot that healed without opdeningbObservation MD on 11/30/05.
with a second surveyor and the DON present on : ‘ :

11/30/05 at 3:45 PM again showed the discolored e‘lf;ffz‘lflogssﬁt;gjg’g’lgﬁog?o p
lesion as described above. At the conclusion of d 01/0’6 . ’
the observation, the resident was again left with and 01/06/06 on proper

the heels flat on the mattress. Observation on techmiques to be utilized to
11/30/05 at 8:25 AM and again on 12/1/05 at 8:03 protect any bony prominence at
AM showed the resident was seated in a reclining risk for developing a pressure
geriatric chair with hisfner heels flat against the area/sore,

footrest. Review of the 8/18/05 care plan showed :

staff were to monitor skin "after any incontinence f. Pain assessments tf) b‘e

and on bath days...encourage resident to comploted on admission,
reposition as needed." The care plan also quarterly, anmually and with
instructed staff to get the resident up before change of condition. Plan of
bre:akfast, lunch, and supper and fo put the care will reflect findings.
resident down after breakfast, iunch, and supper. Rach resident will b

The following concerns were identified: g-machresldent wil. be

a. On four separate occasions, staff evaluated/assessed for pain each

positioned the resident, who was at risk for shift with proper interventions
pressure ulcer development, with the heels flat . initiated to address copgplaint of
against the mattress or footrest of a geriatric pain and/or level of pain. Plan
chair. : oy '
_ b. Care plan interventions to prevent pressure of care will be updated as

were not identified or initiated. necessary.

¢. Review of the facility's 1/1/01 policy and

procedure, “Pressure Ulcer Prevention 1D of Residents — All residents have the
Guidelines," number C\—Nurl—1401 shqwed the ability to be affected.

purpose was to assure "residents af risk for the Sust Nusi taff will b
development of pressure ulcers...receive - s 611.13 - U:rs;ng slatl will be
interventions to reduce the risk of pressure inserviced. Atrisk asscssment will be
ulcers." Included in the interventions were use of completed on admission, ennually,
"devices that totally relieve pressure on the quarterly and with change of condition.
'heels...l" fo.f resildents who were comptgtely ‘Personalized interventions will be
immobile, "seating and positicning devices for initiated based on the findi .
chair-bound residents for..pressure relisf," and IRt ats ased on the findings. Nursing
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F 315
S55=D

"provide nutritional support...(protein, calories,
vitamin C, iron, and zinc)..."

483.25(d) URINARY INCONTINENCE

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by

Based on observation, resident and staff
interviews, and medical record review, the facility
failed to manage urinary incontinence for one
{#68) of nine sample residents in a manner which
promoted dryness and maintained the resident's
dignity. The findings were:

According to the 8/18/05 annual MDS
assessment, resident #88 had no cognitive
impairments, was completely incontinent of urine,
required total staff assistance with toileting, and
was transferred per mechanical lift. Review of the
8/18/05 care plan showed staff were to check and
change the resident before and after meals, at
bedtime, at routine checks during the night, and
as requested.

Interview with certified nurse aide (CNA) #2
on 11/29/05 at 1:10 PM revezled the resident did
not use the toilet but was on a check and change

Pain, assessment form to be completed
on admission, annually, quarterly and
with change of condition, Personalized
£ 315 interventions will be initiated based on
findings, Nursing staff will review
updated plan of care.

Monitoring — Director of Nursing
and/or designee will monitor for
compliance, Re-in servicing will occw
as necessary,

Quality of Assurance — Results of
monitoring will be reported by Directol
of Nursing and/or designee quarterly oy
more necessary if needed to the Quality
Assurance Meeting for review and
suggestions.

F315
Based on resident’s comprehensive
assessment, the facility will ensure that
a resident who cnters the facility
without an indwelling catheter is not
catheterized unless resident’s clinical
“condition demonstrates that
catheterization was necessary; and 2
resident who is continent of bladder
receives appropriate treatment and
services to prevent ucinary tract
infections and to restore as much
normal bladder function as possible.

This requirement will be met as
evidenced by:
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F 315 Continued From page 20 F 315 1/15/06

1. Resident #68
a. Restorative Nurse will initiate a
bowel aiid bladder assessment.

program. The CNA stated the usual procedure
was to change the resident's incontinence brief
between 9 and 10 AM when s/he was assisted up

and then to check and change it, if needed, Upon completion. of this
around 2 PM when the resident was put back to assessment the Restorative
bed. During an interview on 11/29/05 at 1:15 PM, Nurse will review for pattern

the resident stated the aforementioned procedure

was the "usual routing,” but that s/he would like to and document in the plan of

use the toilet as s/he recognized the need o care.

urinate. In addition, the resident stated s/he had b.When indicated by assessment
to use "Attends” (incontinence briefs) as s/he was a toileting program will be
unable to walk to the bathroom and had to be devised by the restorative Nurse

transferred per mechanical lift. Furthermore,
when asked about the incontinence briefs, the
resident stated "It's nasty" to be wet.

baged on findings to include
trangferring ability, cognitive

Observation on 11/29/05 revealed the mpairment, and ability to
resident's brief was not checked or changed from recognize need to toilet. Plan of
9:37 AM until 1:50 PM, At 1:50 PM CNA #3 care will refloot any chan

; ' EES.
transferred the resident from the wheelchalr to o Resident #68 will be checked

the bed. During the observation, the CNA
confirmed the resident's incontinence brief and
clothing were saturated with urine and the Dycem
mat {a plastic pad to prevent sliding) and

and ¢changed before and after
meals, at bedtime and at routing

checks during the night and as

wheelchair seat were wet. In addition, there was a requested vmtil bowel and
strong smell of urine present. bladder assessment is
completed.
F 318 | 483.25(e)}(2) RANGE OF MOTION F 318 | ID of residents — All residents have the
SS=F . ability to be affected.
Based on the comprehensive assessment of a Systerns — Nursing staff will be in

resident, the facility must ensure that a resident

with a limited range of mation receives serviced, Bowel and bladder

appropriate treatment and services to increase assessment will be initiated on
range of motion and/or to prevent further admission, antmally, quarterly and wath
decrease in range of motion, change of condition. Personalized

interventions will be implementad
based on comprehensive findings.

This REQUIREMENT is not met as evidenced Nursing staff will review the updated
by: plan of care.

FORM CMS-2687{02-99) Previous Versions Obsolets Event {D: 14U Facility 1D:  WY0008 If continuation sheet Fage 21 of 46




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/01/2008

FORM APPROVED
CENTERS FOR MEDICARE & MED|CAID SERVICES OMB NO. 0238-0381
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
535048 B WING 12/01/2005
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
WORLAND HEALTHCARE AND REHABIL 1901 HOWELL
WORLAND, WY 82401
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 315 | Continued From page 20 F 315 Monitoring — Director of Nursing
program. The CNA stated the usual procedure and/or designee will monitor for .
was to change the resident's incontinence brief compliance, Re-in servicing will occur
between 9 and 10 AM when s/he was assisted up 45 NeCessary.
and then to check and change if, if needed, 3 .
around 2 PM when the resideni was put back to Qual_l?:y .Of AS.SUI&HCQ Results O.f
bed. During an interview on 11/29/05 at 1:15 PM, momtoring will be rcgorted by Director
the resident stated the aforementioned procedure of Nursing and/or designee quarterly or
was the "usual routine," but that s/he would like to more frequently as needed to the
use the toilet as s/he recognized the need to Quality Assurance Meeting for review
urinate. In addition, the resident stated sihe had and suggestions
to use "Attends" {incontinence briefs) as s/he was ’
unable to walk to the bathrcom and had tc be
transferred per mechanical litt. Furthermore,
when asked about the incontinence briefs, the
resident stated "It's nasty" to be wet.
Observation on 11/29/05 revealed the
resident's brief was not checked or changed from
9:37 AM until 1:50 PM. At 1:50 PM CNA#3
transferred the resident from the wheelchair to
the bed, During the observation, the CNA
confirmed the resident's incontinence brief and
clothing were saturated with urine and the Dycem 318
mat (a plastic pad to prevent sliding) and ‘Based on the comprehensive
wheelchair seat were wet. [n addition, there was a assessment of a resident the faoility will
strong smell of urine present. . . "
ensure that a resident with a limited
E 318 | 483.25(e)(2) RANGE OF MOTION 31| Fnge of motion receives appropriate
SS=E treatment and services to mcrease range
Based on the comprehensive assessment of a of motion and/or to prevent further
resident, the facility must ensure that a resident decrease in range of notion.
with a limited range of motion receives
appropriate treatment and services to increase : : :
range of motion and/or to prevent further Th_xs requlren?ent will be met as
decrease in range of motion. evidenced by:
1. The Restorative Nurse will 1/15/06
develop and initiate an
This REQUIREMENT is not met as evidenced individualized Range of Motion
by: '
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F 318 | Continued From page 21 .
Pag F 318 Program for resident #10 and
Based on medical record review, observation, plan, of care will be updated.
and staff interview, the facility failed to ensure 5 Will receive restoratives at a
(#10_, #49, #57, #67, #@8) of 8 gample remdents minimum of three times per
receiving range of motion setvices were provided |
with services as ordered. The findings were: WOOK. . .
2. The Restorative Nurse will 1/15/06

1. Medical record review for resident #10
revealed a physician order dated 10/27/05 for
active assistive range of motion to all extremities
to maintain and or increase functional mobility in
range of motion three times per week.

Observation on 11/29/05 at 10:20 AM
revealed a group exercise activity in the secure
unit called "dining dynamics" which included
upper extremity stretching with jingle bells and
music. Resident #10 was seated in the group, but
did not participate in the exercise other than
tapping his/her feet to the music, and was nct
assisted with the activity.

Review of the November 2005 restorative
calender for resident #10 revealed the
aforementioned observed activity was part of the
restorative program. However, the calendar did
not indicate any resident participation or any
duration of time spent doing this or any other
activity for the entire month.

2. Review of the hospital discharge summary for
resident #49 revealed he/she was hospitalized
with a fractured hip from 4/29/05 to 5/4/05.
Review of the nursing restorative program
records revealed the resident was scheduled for
restorative exercises three times per week to
maintain and or increase strength and endurance
in all extremities. Review of the 8/05 restorative
records revealed the resident did not receive
services three times per week during three of the
four weeks. Further review of this document
revealed a restorative note dated 9/30/05 that

develop and Injtiate an

individualized Range of Motion

Program for Regident #49 and

plan of care will be updated,

‘Will receive restoratives at a

minimum of three times per

week.

1/15/06

3. The Restorative Nurse will
devblop and initiate an
individualized Range of Motion
Program for Resident #57 and
plan of care will be updated.
Will receive restorative services
at a minjmoum of three times per
week.

4, The Restorative Nurse will
develop and initiate an
individualized Range of Motion
Program for Resident #67 and
plan of care will be updated.
‘Will receive restorative services
at a minimum of three times per
week.

5. The Restorative Nurse will
develop and initiate an
mdividualized Range of Motion

1/15/06

1/15/06
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F318 Ctontlgued iron: pag:]e 2?3 o < the] F 318 Program for Resident #68 and
stated "Restorative has been pulled to work {the lan of care will be updated.
halls as [a] CNA all month.” Review of the %Jill Deceive restomﬁze s
documented program for October and November . ) )
2005 was a calendar with highlighted activities at a minimum of three times per
which included exercise groups, dining dynamics, week. 1/15/06
and AAROM/PROM. Review of the calendars 6. ‘When resident is discharged
el tare Wt o e o e e fom skilled therpy, e
participation by the resident, and no ' Director of Nm:smg will receive
documentation of the resident's response or 2 copy of the discharge order
progress. and inform the Restorative
Observation on 11/28/05 at 11:10 AM showed Nurse. The Rastora‘tive Nurse
the resident was present for group exercises but : :
had his/her chin lying on his/her chest with hisfher EHH ?SSGSSRW? 1f1t1_ecessaxy
eyes closed. Observation revealed the resident cvelop a kiesloraliye program
did not participate in the group exercises. In and the plan of care will be ,
addition, observation revealed no encouragement updated. 1/15/06 -
or assistance was offered by staff to participate in 7. The Restorative Nurse will
the program. Review of the restorative dents fo
documentation for October and November 2005 asstessaﬁjl ont f rneed of
failed to show any evidence the program was restoralive program on.
completed as prescribed. admission (if admnitted with
skilled thexapy services will
3. R;Vi?\g 50; the h?SEiLaUhistOW anhd Ph};SFa'JOF agsess once discharged from,
residen revealed he/she was hospitalize therapy caseload nall
from 10/13/05 to 10/21/05 because of a hip y mpﬂ @ P fhaim Y ;
fracture. Review of the 10/28/05 quarterly MDS quartenty and Wil chiange o
assessment revealed the resident had a decline condition. Plan of care will be
in range of mation with partial loss in one leg. updated.
Review of the 11/2/05 physical therapy evaluation 8. Restorative services to be 1/15/06
and plan of care, as well as the 11/2/05 phySICal provided a minimum of three
therapy progress notes, revealed the resident " e and
was to receive restorative nursing services to mes 3 week. an
maintain AAROM in the right extremity until the documentation to reflect such, 1/15/06
resident could begin weight bearing on that 8, Documentation of program to
extremity. Review of the entire medical record include goals for program,
e e e oN o duraon of pogra,
s o .
' articipation by resident and
05 at 8 P
12/1/05 at 8:30 AM revealed she was unaware vesident’s response to program.
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the resident required restorative services.

4, Review of the 8/4/05 significant change
Minimum Data Set (MDS) assessment showed
resident #67 had limited range of motion (ROM)
on both sides with partial loss of voluntary
movement in the arm and "other." According to
the 7/28/05 physical therapy documentation, the
resident was discharged to the restorative
program for manual stretching of the foot and
ankle three fo five times a week. Review of the
restorative program for September 2005 showed
the resident received 15 minutes of passive ROM
(PROM) to the ankle and 15 minutes of active
assistive ROM (AAROM) three times a week.
However, the documented program for October
and November 2005 was a calendar with
highlighted activities which included exercise
groups, AAROM, PROM, and dining dynamics.
Goals for the program, duraticn of the program,
participation by the resident, and the resident's
response were not inciuded.

Observation on 11/29/05 at 11:20 AM showed
the resident participated for a short time in the
group exercise program, then s/he ignored it and
read the paper. No encouragement or assistance
was offered by staff. Review of the restorative
documentation for October and November 2005
failed to show any evidence the restorative
program for this resident was completed as
prescribed.

5. According to the 8/18/05 annual MDS
assessment, resident #68 had limited ROM with
partial loss of voluntary movement on one side for
the arm, hand, feg, and foot. Review of the
September 2005 documented restorative

program showed the resident received PROM for
15 minutes to all extremities on the left side, 15

ID of Residents — All residents have the
ability to be affected.

Systems — Restorative Nurse will in
service restorative nursing assistants.
Restorative Nurse will agsess residents
‘on adnzission, annually, quarterly and
with change of condition. Personalized
interventions will be implemented
based on findings. Plan of care will be
updated accordingly and nursing staff
to review updated plan of care.
Monitoring — Director of Nursing
- apd/or designee will monitor for
-compliance. Restorative Nurse will
monitor restorative nursing assistants
for compliance, Re-in servicing will
OCCUr a8 NEecessary.
- Quality of Assurance —~ The results of
-the monitoring will be reported by the
Dixector of Nursing and/or designee -
quarterly or more frequently as
necessary at the Quality Assurance
‘| Meeting for review and suggestions.
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Continued From page 24

minutes of active ROM (AROM) to extremities on
the right side, and paraffin baths for 20 minutes to
both hands. The program was completed three
times a week. However, the documented program
for October and November 2005 was a calendar
with highlighted activities which included paraffin
baths, exercise groups, AAROM, PROM, and
dining dynamics. Goals for the program, duration
of the program, participation by the resident, and
the resident's response were not included.

Observation on 11/29/05 at 11:25 AM showed
the resident shook a bell with the right hand
during the group exercises. However, no one
provided PROM to the left side, encouraged the
resident to complete AROM to all extremities cn
the right side, or checked to see if greater ROM
could have been obtained. Review of the
restorative documentaticn for October and
November 2005 failed to show any evidence the
program was completed as prescribed.

6. Interview with the DON on 12/1/05 at 8:30 AM
confirmed staffing had been a problem during the
months of September and Cciober and that
restorative staff had been required to work the
halls as CNAs.

483.25()(1) UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
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.

F 318

F 32917329

Each resident’s drug regimen will be
free from. unnecessary drugs. An
upnecessary drug is any drug when
used in excessive dose (including
duplicate therapy); or for excessive
.duration; or without adequate
Imonitoring, or without adequate
indications for it’s use; or in presence
Iof adverse consequences which indicate
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- 329 | Continued From page 25 F 329 the dose should be xeduced or
discontinued; or any combinations of
This REQUIREMENT is not met as evidenced the reasons above,
by: This requirement will be met as
Based on medical record review]fc, stlaff int:larview, evidenced by:
and review of facility policy, the facility failed to .
assure the drug regimen was free of unnecessary 1. Psychoaotive Drug Monthly 1715/08
drugs for two (#12 #13) of two sample residents Flow Record 1mt.1a’ccd on
who received hypnotic medications. The findings 12/01/05 for Resident #12 for
were: use of Ambien. 1/15/06
1. Review of the medical record, and the 2 ?;grge/zsggl S“t’kllﬂl p]l}éS}caans
October and November 2005 medicaticn - ¢ need Tor
administration records (MARs) revealed resident hypnotic as short-term use only
#12 had an order for, and was receiving Ambien (no greater that ten consecutive
10 milligrams for insomnia every evening starting nights) with need for evaluation|
on 9/16/05. Review of the psychoactive drug after that time for continued
reduction follow up review dated 11/16/05 0 1/15/06
revealed Restoril was changed to Ambien (both S
hypnotic medications) on 9/16/05. However, this 3. Policy/Procedure #5515
form indicated no other alternatives to hypnotic residents will be assessed and a
use were recommended or attempted. In addition, gradual dose reduction
although the change in hypnotic use was two attempted at least 3 times in a 6-
months prior to the review date, the resident was th period bef finical
not considered for a dose reduction and the month period Heiore a clinioa
reason documented was "recent med contraindication is documented.
[medication] change.” 4. Resident #13 expired, 1S/06
Interview with registered nurse #4 on 12/1/C5 5. Residents to be assessed after 7
at 4:38 PM confirmed there was no behavior : :
tracking done for the Ambien in Ocfober or cmme;utlve dayi f}l}lpingtm
November 2005. Additional interview with the use, Assessment 16 Include
director of nursing on 12/01/05 at 1:40 PM canses of insomnia such as
revealed she was unaware of any additional depression, pain, noise, light,
documentation regarding dose reduction for the caffeine, incontinence or
Ambign. ; .
Review of the 10/30/01 facility policy titled: y }?i‘fﬂmgt.ca.th‘g“: d siog
Psychotrapic medications, indications for use and : 1YpLIOUC 15 designated as
reduction revealed, hypnotics should be medically necessary, the
evaluated after 10 days of continued use. physician will document that
Additionally, review of the August 2001 clinicai
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F 329 | Continued From page 26 .
rom pag 329 _the benefits for excessive

policy (# 5515) from Emissary Pharmacy being duration of usc exceed the risks
utilized by the facility for psychoactive drug of taking the hypnotic.

monitoring showed, "Residents who receive 5 \
antidepressant, hypnotic, antianxiety, or 7. Ifthere is a need for continued 1/15/06

antipsychotic medications are monitored to use of hypnotic. The physician
evaluate the effectiveness of the medication.” ‘ will reassess on a regular basis
Additionally, for hypnotics, "a gradual dose : and doctrment in medical

reduction is attempted at least thres times within

six months before a clinical contraindication is record.

documented.” 8. Hypnotics will be momnitored to 1/15/06
: evaluate for effectiveness.

2. Review of a physician's order dated 8/25/05 . 9. Nursing staff to inform the

revealed resident #13 was prescribed Ambien (a Director of Nursing of any/all 1/13/06

sleep aid) every evening as needed. Review of

the October 2005 medication administration new orders received for use of

record (MAR) showed, that with the exception of hypnotics.

10/11/05, the resident received Ambien nightly D of residents — All residents have the
from October 1st through October 25, 2005. On ability 1o be affected.

10/17/05, the physician ordered Lunesta (sleep Systemns — Nursing staff will be in

aid) nightly to be started after the Ambien was

completed. Review of the October and November serviced. Plan of care will be updated.

MARs showed the resident received Lunesta Nursing staff will review updated plan
nightly from 10/26/05 through 11/6/05; the of care.

resident was then hospitalized. Lunesta was Monitoting — Director of Nursing and
reordered nightly on 11/26/05 after the resident or designee will monitor for

was re-admitted, and according to the November

2005 MAR, it was administered as ordered. compliance. Rein servicing will occur

According to the 2005 edition of the "PDR Nurse's as xecossary.

Drug Handbook," Ambien is for short term use, Quality of Assurance — Results of

identified as 7 to 10 days. Review of the monitoring will be reported by Director

manufacturer's insert showed use of Lunesfra is of Nursing and/or designcc at the

recommended for 7 to 10 days, with a maximum . .

of two weeks. Quality Assurance Meeting quaxte:rly or|
Review of the medical record failed tc show more frequently as needed for review

the resident was assessed for causes of insomnia and suggestions.

such as depression, pain, noise, light, caffeine,
incontinence, or an indwelling cathster. Interview
with the Minimum Data Set (MDS) assessment
coordinator on 11/30/05 at 10:50 AM confirmed
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Continued From page 27

the facility lacked an assessment to determine
the cause of the resident's insomnia. In addition,
she confirmed there was no evidence the
physician had documented that the benefits for
the excessive duration of use exceeded the risks
of taking the hypnotics. Furthermore, review of
the medical record and interview with licensed
practical nurse #1 on 12/1/05 at 4:45 PM,
gonfirmed the facility was not moenitoring the
resident for behaviors and side effects from the
use of the hypnotics.

According to the facility's August 2001 policy
and procedure, "Psychoactive Drug Monitoring"
number 5515, "Residents who
receive...hypnotic...medications are monitored to
evaluate the effectiveness of the medication."
Further review showed "Residents receive a
psychoactive medication only if designated
medically necessary by the prescriber. The
medical necessity is documented in the resident's
medical record... The continued need for the
psychoactive medication is reassessed regularly
by the prescriber” and "indicated in the medical
record...The clinical record contains evidence to
support justification for use of a drug not meeting
the dosage criteria but considered clinically
appropriate by the physician."

483 25(1)(2)(ii) ANTIPSYCHOTIC DRUGS

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who use antipsychotic drugs receive gradual dose
reductions, and behavioral interventions, unless
clinically contraindicated, in an effort to
discontinue these drugs.

This REQUIREMENT is not met as evidenced

F 329

F331

Based on 2 comprehensive assessment
of a resident, the facility will ensure
that residents who use anti-psychotic
drugs receive gradual dose reductions,
F 331| and behavioral interventions, unless
clinically contraindicated, in an effort
to discontinue these drugs.

This requirement will be met ag

evidenced by:
1. Resident #10 was assessed on
12/13/2005 and a dose 1/15/06

rednction request was sent to
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by:

Based on review of the medical record, review of
facility policy, and staff interview, the facility failed
to ensure that 1 (#10) of 1 sample residents using
antipsychotic medication received gradual dose
reductions. The findings were:

1. Review of the medical record, and the
October and November 2005 medication
administration records {MAR) revealed, resident
#10 received Seroquel (an antipsychoticy100
milligrams three times daily per physician's order
dated 4/16/04.

According to the psychoactive drug
assessment/reduction plan dated 4/27/05,
Seroquel was listed under medications. However,
the form was not filled out entirely, and there was
no mention of any attempt to decrease the dose
of Seroquel even though the resident had
received the same dose for 19 months.

Review of the psychoactive drug reduction
follow up dated 8/31/05 revealed the medication
being reviewed was not indicated. Additionally,
"No changes" was written in the section for
changes and/or responses to interventions.
Further, the section for reduction and/or
elimination was marked "no" and the comment
was,"optimal at this time, changes in unit
dynamics." No physician statement verifying that
this was an optimal dose was included in the
medical record.

Interview with the director of nursing on
12/01/05 at 1:40 PM revealed she was unaware
of any additional documentation regarding dose
reduction for the Seroguel.

According to the August 2001 clinical pelicy
(# 5515) from Emissary Pharmacy being utilized
by the facility for psychoactive drug monitoring,
"Residents receive gradual dose reductions of the

2. Residents receiving
antipsychotic medication will be
reviewed and agssessed for
dosage reduction on a quarterly
basis and as necessary.

3. The psychoactive drug
assessment/reduction plan form,
will provide documentation to
support reason. for and/or for not
reducing a psychoactive
medication,

4. Physicians to provide statement
verifying at optimal dose ifno
change is to be made and to be
included in medical records,

ID of Residents — All residents have
the ability to be affected.

Systems — Nursing staff will be
inserviced. Plan of care will be
updated and pursing staff will
review updated plan of care.
Monitoring — Director of Nursing
and/or designee will monitor for
compliance and rein servicing will
GCCUTr a8 NECessary.

Quality of Assurance — Results of
monitoring will be reported
quarterly or more frequently as
necessary at Quality Assurance
Meeting for review and
suggestions,
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PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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FF 331 Continued From page 28 F 331 the physiciatl,

1/15/06

1/15/06

1/15/06
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F 331| Continued From page 29 F331| F3ou
antipsychotics drug, and behavioral interventions, The factlity will have sufficient nursing
unless clinically contraindicated, in an effort tc staff to provide nursing and related
discontinue these drugs.” gervices to attain or maintain the
highest practicable physical, mental,
F 353| 483.30(a) NURSING SERVICES - SUFFICIENT F 353 and psychosocial well-being of each
SS=E | STAFF ’

The facility must have sufficient nursing staff to
provide nursing and related services to attain or
maintain the highest practicable physical, mental,
and psychosocial well-being of each resident, as
determined by resident assessments and
individual plans of care,

The facility must provide setvices by sufficient
numbers of each of the following types of
personnel on a 24-hour basis to provide nursing
care to all residents in accordance with resident
care plans:

Except when waived under paragraph (c) of this
section, licensed nurses and other nursing
personnel.

Except when waived under paragraph (c) of this
section, the facility must designate a licensed
nurse to serve as a charge nurse on each tour of
duty.

This REQUIREMENT is not met as evidenced
by

Based on observation, medical record review,
and staff interview, the facility failed to provide
sufficient staff to provide timely care and services
for five (#10, #49, #57, #57, #68) of six residents
who required restorative services. The findings
were:

resident, as determined by resident
assessments, and individual plans of
care.

This requirement will be met as
evidenced by:

1. Restorative Nurse will develop
and individualized Range of
Motion Program for resident
#49 and plan of care will be
updated. Will receive restorative
services at a minimum of three
times per week.

2, Restorative nurse will develop
an individualized Range of
Motion Program for resident#10
and plan of care will be

.updated. Will receive restorative
services at a minimum of three
times per weel.

3. Restorative nurse will develop
an mdividualized Range of
Motion Program for resident
#57 and plan of care will be
updated. Will receive restorative
gervices at a minimum of three
times per weak,

1/15/06

1/15/06

1/15/06
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- 353 | Continued From page 30 F353| 4, Restorative nurse will develop
o qoa . 1/15/06
an individualized Range of
1. Review of the hosgital discharge summary for Motion Program for resident
resident #49 revealed he/she was hospitalized .
with a fractured hip from 4/29/05 to 5/4/05. #67 and plan of care will be
Review of the nursing restorative program updated, Will receive restorative
records revealed the resident was scheduled for services at a minimum. of three
restorative exercises three times per week to times per week.
maintain and or increase strength and endurance 5. Restorative nurse will develop
in all extremities. Review of the 9/05 restorative - dividualized R, £ 1/15/06
records revealed the resident did not receive au M alizo angej N
services three times per week during three of the Motion Program. for resident
four weeks. Further review of this document #68 and plan of care will be
revealed a restorative note dated 9/30/05 that updated. Will receive restorative
stated, "Restorative has been pulled to work [the] : i y
halls as [a] CNA all month." Review of the fj;r]\;lsocsefivae:’l:lmmum of three
documented program for October and November p g
2005 was a calendar with highlighted activities ‘
which included exercise groups, dining dynamics, 6. Restorative services will be 115106
and AAROM/PROM. Review of the calendars provided at a minmimum of thres
revealed there were no stated goals for the Himes a week for residents with
rogram, no duration of the program, no level of T : :
Earticipation by the resident, and no an individuelized restorative
documentation of the resident's response or programi.
progress. 7. Restorative Nurse will provide 1/15/06
Observation on 11/29/05 at 11:10 AM showed supervision for restorative r
the resident was present for group exercises but nursing assistants to ensure
had his/her chin lying on his/her chest with hisfher comnliance
eyes closed. Observation revealed the resident , P : )
did not participate in the group exercises. In ID of Residents — All residents have the
addition, observation revealed no encouragement ability to be affected,
or assistance was offered by staff to participate in Systems - Restorative Nurse will
the program. Review of the restorative . : : : :
documentation for October and November 2005 ;;122{“‘;;0? icts_itora:i%tf nu:ésn:g tassxgtanti.
failed to show any evidence the program was mentation will re ect s ?.te goa%,
completed as prescribed. duration of program, resident’s
response and/or progress. Restorative
2. Review of the hospital history and physical for nursing assistants will review updated
resident #57 revealed hefshe was hospitalized plan of care,
from 10/13/05 to 10/21/05 because of a hip \
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fracture. Review of the 10/29/05 quarterly MDS
assessment revealed the resident had a decline
in range of motion with partial loss in one ieg.
Review of the 11/2/05 physical therapy evaluation
and plan of care as well as the 11/2/05 physical
therapy progress hotes revealed the resident
should receive restorative nursing services to
maintain AAROM in the right extremity until the
resident can begin weight bearing on that
extremity. Review of the entire medical record
revealed the resident did not receive any
restorative services. Interview with the DON on
12/1/05 at 8:30 AM revealed she was unaware
the resident required restorative services.

3. Medical record review for resident #10
revealed a physician order dated 10/27/05 for
active assistive range of motion to all extremities
to maintain and or increase functional mobility in
range of motion three times per week.

Observation on 11/28/05 at 10:20 AM
revealed a group exercise activity in the secure
unit called "dining dynamics" which included
upper extremity stretching with "jingle bells” and
music. Resident #10 was seated in the group, but
did not participate in the exercise other than
tapping his/her feet to the music, and was not
assisted with the activity.

Review of the November 2005 restorative
calender for resident #10 revealed the
aforementioned observed activity was part of the
restorative program. However, the calendar did
not indicate any resident participation or any
duration of time spent deing this or any activity for
the entire month.

4. Review of the 8/4/05 significant change
Minimum Data Set (MDS) assessment showed
resident #67 had limited range of motion (RCM)
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FF 353 | Continued From page 31 F 353

Monitoring — Director of nursing and/ox
designee will monitor for compliance.
Restorative Nurse will supervise
Restorative nursing assistants with a
minirmum of monthly checks,
Reinservicing will occur as necessary.
Quality of Assurance — Results of
monitoring will be reported quarterly or
more frequently as necessary at Quality
Assurance Meeting for review and
suggestions.
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on both sides with partial loss of voluntary
movement in the arm and "other." According to
the 7/28/05 physical therapy documentation, the
resident was discharged to the restorative
program for manual stretching of the foot and
ankle three to five times a week. Review of the
restorative program for September 2005 showed
the resident received 15 minutes of passive ROM
(PROM) to the ankle and 15 minutes of active
assistive ROM (AAROM) three times a week.
However, the documented program for October
and November 2005 was a calendar with
highlighted activities which included exercise
groups, AAROM, PROM, and dining dynamics.
Goals for the program, duraticn of the program,
participation by the resident, and the resident's
response were not included.

Observation on 11/29/05 at 11:20 AM showed
the resident participated for a short time in the
group exercise program, then s/he ignored it and
read the paper. No encouragement or assistance
was offered by staff. Review of the restorative
documentation for October and November 2005
failed to show any evidence the program was
completed as prescribed.

5. According to the 8/18/05 annual MDS
assessment, resident #68 had limited ROM with
partial loss of voluntary movement on one side for
the arm, hand, leg, and foot. Review of the
September 2005 documented restorative
program showed the resident received PROM for
15 minutes to all extremities on the left side, 15
minutes of active ROM (AROM) to extremities on
the right side, and paraffin baths for 20 minutes to
both hands. The program was completed three
times a week. However, the documented program
for October and November 2005 was a calendar
with highlighted activities which included paraffin
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baths, exercise groups, AAROM, PROM, and
dining dynamics. Goals for the program, duration
of the program, participation by the resident, and
the resident's response were not included.

Observation on 11/29/05 at 11:25 AM showed
the resident shook a bell with the right hand
during the group exercises. However, nc one
provided PROM to the left side, encouraged the
resident to complete AROM to all extremities on
the right side, or checked to see if greater ROM
could have been obtained. Review of the
restorative documentation for October and
November 2005 failed to show any evidence the
program was completed as prescribed.

8. Interview with the director of nursing (DON) on
12/1/05 at 8:30 AM confirmed staffing had been a
problem during the months of September and
October and that restorative staff had been
required to work the halls as CNAs.

F 426 | 483.60(a) PHARMACY SERVICES -
$8=F | PROCEDURES

A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biologicals) to meet
the needs of each resident.

This REQUIREMENT is not met as evidenced
by:

F 3563

F426

The facility will provide
pharmaceutical services (including
procedures that asswre the accurate
administering of all drugs and
biologicals) to meet the needs of each
resident,

F 426

Thie requirement will be met as
gvidenced by:

1. Nursing staff will review 1/15/0%6
medication bottles in
medication rooms at nurse’s
station on a monthly basis.

Based on chservation and staff interviews, the : : .
facility failed to assure expired medications at twe 2. I.’ha.xmaclst WI& continue fo 1715/06
of two nursing stations were removed from review as per his normal
cabinets and made unavailable for resident use. schedule. . 15106
The expired medications included both stock 3. Expired drugs will be pulled
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cabinets at the nurses' station for halls 1 and 2:

a. 3 stock bottles of Theratabs, 100 tablats
each, one opened, expired 7/04.

b. 4 stock bottles of Aspirin, one opened,
expired 8/05.

c. 2 stock bottles of Aspirin, expired 10/05.

d. 12 ounce stock bottle of Geri Max, opened,
expired 10/05.

e. 1000 milliliters of Acetic Acid 0.25 %
irigation solution for resident #2, expired
11/15/05.

f. A stock bottle of Oyster Shell Caicium with
Vitamin D, 100 tablets, expired 11/05.

Interview with licensed practical nurse (LPN) #1
revealed the pharmacist checked menthiy for
outdated medications. The LPN also confirmed
the itemized medications were expired.

2.0n 12/1/05 at 11:30 AM, cbservation of the
medication room cabinets at the nurses' station
for halls 3 and 4 revealed a box containing 51 out
of 60 doses of ipratropium bromide inhalaticn
solution expired on 7/05. The box was uniabeled,
but interview with registered nurse (RN) #2
revealed the medication was for a specific
resident. However, the RN was unable fo
remembaer the resident's name.

3. On 12/1/05 at 11:35 AM, the director of nursing
{DON) confirmed the pharmacist was to check
monthly for expired medications. However, the
DON stated that nursing was also to check for
outdated medications.

Systems — Nursing staff will be
inserviced. Monthly checks will be
completed by mursing staff in addition
to those by the pharmacist.
Monitoring — Director of Nursing
and/ot designee will monitor for
compliance and reinservicing will
QCCUT 48 necessary.
Quality of Assurance — Results of
monitoring will be reported
quarterly or more frequently as
necessary at Quality Assurance
Meeting for review and
suggestions.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5}
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F 426 Continued From page 34 F 426 . .
_ o from: cabinets and given to
medications and those labeled for individual Director of Nugsing for
resident use. The findings were: ¢ r wsmg
destruction.
1. 0n 12/1/05 at 11:05 AM, the foliowing expired ID of Residents — All residents have the
medications were found in the medication room ability to be affected.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event 1D 14JU11

Facllity 13: WY0008

If continuation shest Page 35 of 46




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

PRINTED: 02/¢1/2006
FORM APPROVED
OMB_NO. 0538-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
535048

{X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
CCMPLETED
A, BUILDING
B. WING
12/01/2005

NAME OF PROVIDER OR SUPPLIER

WORLAND HEALTHCARE AND REHABIL

STREET ADDRESS, CITY, STATE, ZIP CODE
1901 HOWELL

WORLAND, WY 82401

F 429
5s=D

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES [»! PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENCY)
F 429 | Continued From page 35 F 42954290

483.,60(c)(2) DRUG REGIMEN REVIEW

The pharmacist must report any irregularities to
the attending physiciar and the director of
nursing.

This REQUIREMENT is not met as evidenced
by

Based on medical record review and staff
interview, the facility failed to assure the
pharmacist identified excessive hypnotic use as
an irregularity and reported it as required for 1 of
(#13) two residents receiving hypnotics. The
findings were:

Review of the admission face sheet showed
resident #13 was admitted to the facility on
8/25/05. Review of the admission orders showed
they included Ambien {a sleep aid) every evening
as needed. Review of the October 2005
medication administration record (MAR) showed,
that with the exception of 10/11/05, the resident
received Ambien nightly from October 1st through
QOctober 25, 2005. On 10/17/05, the physician
ordered Lunesta (sleep aid) nightly to be started
after the Ambien was completed. Review of the
Qctober and November MARs showed the
resident received L.unesta nightly from 10/26/05
through 11/6/05; the resident was then
hospitalized. Lunesta was reordered nightly on
11{26/05 after the resident was re-admitted, and
according to the November 2005 MAR, it was
administered as ordered. According to the 2005
edition of the "PDR Nurse's Drug Handbook,"
Ambien is for short term use. Short term use is
identified as 7 to 10 days. Review of the
manufacturer's insert showed use of Lunesta is
recommended for 7 fo 10 days, with a maximum

F 429 The pharmacist will report any
irregularities to the attending physician
and the director of nursing,

This requirement will be met as
evidenced by:

1. The pharmacist will
commumicate aty/all
medication irregularities to the
physician and Director of
Nursing utilizing the Physician
Action Report. The original
will be sent to the physician for
signature and a copy placed in
the resident’s medical record
wuntil onginal returned with
physician signature.

2. Addressed with physicians 1/15/06
12/29/2005 recommended use
of hypnotics for short-term use
only and the appropriate
documentation and assessments
needed to justify extended use.

ID of Residents — All residents have the
ability to be affected. |

Systems — Licensed staff will be
inserviced. Plan of care will be updated
and nursing staff to review updated
plan of care. Assessments to include
causes of insommnia such as depression,
moise, light, pain, caffeine, incontinence
and use of indwelling catheter,
Physician must document that the
lbene‘ﬁts for excessive duration of use

1/15/06
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F 429 | Continued From page 36

of two weeks.

Review of the monthly drug regimen review
completed by the pharmacist from August 2005
through November 2005 showed the pharmacist
was aware of the ordered hypnotics. However,
there was no evidence he identified the nightly
use as an irregularity and reported it to the
physician and director of nursing (DON). Interview
with the DON on 12/1/05 at 2:12 PM confirmed
she was unaware of the irregularity.

F 444 | 483.65(b)(3) PREVENTING SPREAD OF
§5=D | INFECTION

The facility must require staff to wash their hands
after each direct resident contact for which
handwashing is indicated by accepted
professional practice.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and review
of policies and procedures, the facility failed to
assure staff decontaminated their hands when
indicated. During two random observations
involving residents #13 and #51, staff failed to
cleanse their hands after previding care which
contaminated them. The findings were:

1. Review of the 11/1/05 significant change MDS
assessment for non-sample resident #51
revealed he she was incontinent of urine and
bowel {all or almost all of the time} and required
extensive staff assistance with personal hygiene.
Observation on 11/29/05 at 11:25 AM revealed
the resident was incontinent of urine. Observation
revealed CNA #1 provided perineal care for the

F 429! exceed the risks of taking the hypnotic.
Monitoring — Director of Nursing

and/or designee will monitor for
compliance and reinservicing will occuy

ag necessary.

Quality of Assurance — Results of
moniforing will be reported quarterly or
more frequently as necessary at Quality
Assurance Mesting for review and
suggestions.

F444

The facility will require staff to wash
their hands after each direct contact for
which hand washing is indicated by
accepted professional practice.

This requirement will be met ag
evidenced by:

1. Staffinserviced on hand
washing and provided with 1/15/06
Policy/Procedure CL-NUR-
1722, ‘

2. Nursing staff inserviced on
need to remove gloves after 1/15/06
providing perineal care and
prior to continwing care of the
resident.

3. All staff inserviced on need to
wash hands or use alcohol based| 1/15/06
product after removing gloves
and if moving from a
contaminated body site during
resident cave or after contact

F 444
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F 444 | Continued From page 37 F 444 with imandimate Obj gcls 1m the
resident. Observation further reveaied the CNA immedjate vicinity of the
did not remove her gloves after providing perineal resident.
care and prior to continuing care of the resident ID of Residents — All xesidents have the

Interview with the CNA at that time revealed ability to be affected.
she knew she should have removed her gloves Systems — Staff Devel ;
after providing perineal care. Review of the ystem cvelopment
facility's policy on handwashing dated 1/1/01 Coordinator to provide inservicing to
revealed "After...or assisting others with toileting, all staff on proper technique for
or after personal grooming." handwashing. Alcohol based products
2. On 11/29/05 at 12:20 PM observation showed 'ﬁad?tre?'dﬂy ?;I.allaljlc t?ls\j:afﬁ.
the occupational therapist (OT) repositioned ONIoIng — Lwector ol NUIsing
resident #13 by placing her left hand on the and/or designee will monitor for
resident's thigh and her right hand on the bottom compliance and reinservicing will occuy
of the resident's shoe. Without decontaminating as Necessary.
h_er hands, the the_raplst then unw.rapped.the Quality of Assurance — Results of
silverware and, using her contaminated right N .
hand, handed it to the resident, Later during the monitoring will be yeported quarterly or
meal, the therapist picked up the resident's cup more frequently as necessary at Quality
with both hands and used her contaminated right Assurance Meeting for review and
hand to turn the straw towards the resident; the suggestions.
resident drank from the straw.
3. According to the guidelines published by the
Centers for Disease Control (CDC) in October
2002, hands should be decontaminated (washed
with soap and water or rub with an alcohol based
product) "after removing gloves...if moving from a
contaminated-body site to a clean-body site
during patient [resident] care...after contact with
inanimate objects in the immediate vicinity of the F463 . . .
patient [resident]." The facility will provide a safe,
firnctional, sanitary, and comfortable

F 465 | 483.70(h) OTHER ENVIRONMENTAL F 465 |environment for residents, staff, and the

$5=B | CONDITIONS public.
The facility must provide a safe, functional, . . .
sanitary, and corr?fortable environment for Th,ls requirement will be met as
residents, staff and the public. evidenced by
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F 465 | Continued From page 38 F 465 1. Hand sink drains in dietary area V15106

F 492
S5=D

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, and staff inferview the
facility failed to ensure the kitchen hand washing
sink used by staff was clean and sanitary. The
findings were:

Observation on 11/29/05 at 4:55 PM, and again
on 11/30/05 at 10:50 AM revealed a blackish
grey, rippled, slimy looking build-up in the
uncovered drain of the kitchen hand washing
sink. The drain was about two inches in diameter,
and the build up extended from the cpening of the
drain to as far as could be seen down the drain
(approximately 3 inches). Interview with the
dietary manager on 11/30/05 at 11 AM confirmed
that the build up was "slimy looking" and "gross,"
and it should be cleaned out.

483.75(b) ADMINISTRATION

The facility must operate and provide services in
compliance with all applicable Federal, State, and
local laws, regulations, and codes, and with
accepted professional standards and principles
that apply to professionals providing services in
such a facility.

This REQUIREMENT is naot met as evidenced
by:

Based on observation, staff interview, and review
of policies and procedures, the facility failed to
assure certified nurse aides (CNAs) provided
oxygen in accordance with a directive from the
VWyoming State Board of Nursing {(SBON) for two

will be vleaned with disinfectant
and a brush nightly until
approximately 1/20/2006. By
1/20/2006 Bcolab is scheduled
to deliver and set up a Quat
Cleaner that will be used on 2
daily basis.

1D — All hand sinks in dietary area have
the ability to be affected.

System ~ Dietary Staff will be
inserviced on proper technique to clean
hand sink drain in dietary area with
disinfectant and brush. After the Quat
Clean is installed dietary staff will be
inserviced on new method installed by
| BEcolab, This task will be added to the
list of daily duties assigned the
afternoon cook.

F 4972 | Monitoring — Distary Manager and/or
designee will monitor for compliance.
Reinservicing will oceur if necessary,
Quality of Assurance -~ Results of
monitoring will be reported by Dietary
Manager and/or designee quarterly or
more frequently as needed at Quality
Assurance Meeting for review and
suggestions.
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F 465 | Continued From page 38 F 465
This REQUIREMENT is not met as evidenced
by:
Based on observation, and staff interview the
facitity failed to ensure the kitchen hand washing
sink used by staff was clean and sanitary. The
findings were:
Observation on 11/29/05 at 4:55 PM, and again
on 11/30/05 at 10:50 AM revealed a blackish
grey, rippled, slimy looking build-up in the
uncovered drain of the kitchen hand washing
sink. The drain was about two inches in diameter,
and the build up extended from the opening of the
drain to as far as could be seen down the drain
(approximately 3 inches). Interview with the
dietary manager on 11/30/05 at 11 AM confirmed
that the build up was "slimy looking" and "gross,"
and it should be cleaned out.
"F492
F 492 | 483.75(h) ADMINISTRATION F 492| i . S
aSop The facility will operate services in
The facility must operate and provide services in compliance with all applicable Federal,
compliance with all applicable Federal, State, and State and local laws, regulations, and
local laws, regulations, and codes, and with codes, and with accepted professional
accepted professional standards and principles . o
that apply to professionals providing services in standaa..ds and prmle]?les that‘ appl_y 1o
such a facility. ‘profe_s_s:tonals providing sexvices in such
a facility.
This REQUIREMENT is not met as evidenced This requirement will be met as
Ey: 4 on ob fon. staff intervi 4 ren gvidenced by:
ased on observation, staff interview, and review : : ;
of policies and procedures, the facility failed to L ?ﬁs&t/’xgﬁstgﬂgjg?%i% 5/06 W15/06
assure certified nurse aides (CNAs) provided : o ’
oxygen in accordance with a directive from the and 01/06/06 on Directive from
Wyoming State Board of Nursing (SBON) for two Wyoming State Board of
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F 492 | Continued From page 39 F 492 Nursing dated 6-13-2001.
of two (#13, #68) sample residents who utilized CNA's may turn on liter flow or
oxygen. In addition, the nasal cannula for resident adjust liter flow if liter flow zate
#?ti \é\;]asfpot clﬁﬁgii% ic?lr rse\?xlear?d after contact is marked by the murse on the
with the Roof. g ' concentrator and/or portable
Observation on 11/29/05 at 9:36 AM showed oxygen tank.
resident #13 used axygen at 6 liters per minute 2. Residents on oxygen will have 1715/06
(LPM) per concentrator. Observation on 11/29/05 - concentrators and/or portable
at 1-1:40. AM showed a CNA remove?d the oxygen tayks marked with the
resident's oxygen and transferred him/her frem Liter £l
the bed to a wheelchair. After the transfer, the . correct liter flow. o
CNA changed the oxygen tubing from the 3, Charge Nuxse will monitor liter |  1/15/06
concentrator to the portable tank and set the flow for residents on oxygen.
O e aifver tho concentrator, he tank.of Liter flow to be moritored on
posted o . ,
over the bed. The CNA confirmed the lack of a both concentrator and/or
posted flow rate, but reported it was on the CNA porta‘ple oxygen tank. If hiter
charting sheet. The CNA stated he noted the rate flow 1s net correct, the CNA,
on the concentrator and set the flow rate on the - will be inserviced irmmediately.
tank at the same LPM. In addition, the CNA 4. Nursing staff inserviced 1/15/06
stated CNAs turned on about 95 percent of the -
oxygen used by the residents. Immediately after 12/12/05, 12/13/05, 01/05/06,
completion of care, the CNA and the surveyor and 91/06/05 on the need to
checked the CNA charting sheet; the documented provide clean nasal cannula for
oxygen flow rate was 2 LPIM. _ regidents. Tf cannula dropped
ot e Coneatator et onthe floar it should be cleaned
CI-NUr-1064. "the maximum flow rate on a or rf?placed with anew canmuia.
concenirator is 5 liters." If a rate greater than 5 is 5, Res@en‘t #13 expired
required, "an alternative system must be 6. Resident #68 Nasal cannula 1715106
considered.”" Further review of the policy revealed replaced and concentrator and
a CNA "may assist as allowed by state-specific ortable oxveen tank mar
regulations." According to the 6/13/01 directive E’v 1:{1 ite ﬂyg narked
from the Wyoming State Board of Nursing, CNAs i ter Low, :
may turn on oxygen liter flow or adjust the flow D ?fRe&‘ideﬂtS — All residents have the
rate only if the liter flow rate "is clearly marked by ability to be affected.
the nurse on the concentrator &/or oxygen tank or Systems - Nursing staff will be
over the client's bed.” inserviced, Plap of care updated and
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F 492 | Continued From page 40 F 492 inursing staff will review updated plan
2. Observation on 11/28/05 at 9:37 AM showed of care. Policy/Procedure CL-NUR-
resident #68 used oxygen at 3 LPM per portable 1064 will be revised/amended to
tank. Observation on 11/28/0b at 1‘:50 PM include oxygen liter flow greater than
showed a.CNA transferred the resident from a five liters and also address the need for
wheelchair to a bed. Tha CNA dropped the loanki ¢ ] |
resident's nasal cannula on the floor, picked it up, Ccloanlmess ol nasal Canruia. .
placed it on the resident without cleansing it, and Mom’rormg - Director of Nursing
turned on the oxygen concentrater at 2.5 LPM. and/or designee will monitor for
The liter flow rate was not posted on the oxygen compliance and reinservicing will
concentrator or tank, nor over the resident's bed. OGENT 38 NECESEaT
According to the 6/13/01 directive from the , A
Wyoming State Board of Nursing, CNAs may furn Qualv'.lty f’f Asgura.nce — Results of
on oxygen liter flow or adjust the flow rate only if monitoring will be reported
the liter flow rate “is clearly marked by the nurse quarterly or more frequently as
on the concentrator &/or oxygen tank or over the necessary at Quality Assurance
client's bed." Review of the facility's Meeting for review and
aforementioned policy related to oxygen o
administration revealed it did not address suggestions.
cleanliness of the nasal cannula.
F 502 | 483.75())(1) LABORATORY SERVICES Fso2| F502
§8=D - . . The facility will provide ox obtain
The _facmty must provide or obtain Iaporatory Jaboratory services to meet the
services to meet the needs of its residents. The needs of it’ idents. The facilit
facility is responsible for the quality and timeliness \ -5 LCSIARIILS. 1116 TaCHIty
of the services. is respongible for the quality and
timeliness of the services.,
This REQUIREMENT is not met as evidenced This requirement will be met as
by: :
, , , evidenced by:
Based on staff interview, and medical record
review, the facility failed to ensure laboratory tests - .
were completed as ordered for 1 (#57) of 15 1. Remdent #57—Physician ‘ 1/15/06
sample residents. The findings were: informed on 12/2/05 rvegarding
lipid panel done versus liver
1. Review of the 10/13/05 physician's orders panel{ordered).
revealed an order for a liver profile in one month . : .
for resident #57. Review of the entire medical 2. Nurses in-serviced on 12/13/05 | ¢y 506
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The facility must provide or obtain laboratory
services to meet the needs of its residents. The
facility is responsible for the quality and timeliness
of the services.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, and medical record
review, the facility failed to ensure laboratory tests
were completed as ordered for 1 (#57) of 15
sample residents. The findings were:

1. Review of the 10/13/05 physician's orders
revealed an order for a liver profile in one month
for resident #57. Review of the entire medical
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F 492 | Continued From page 40 F 482
2. Observation on 11/29/05 at 9:37 AM showed
resident #68 used oxygen at 3 LPM per portable
tank. Observation on 11/29/05 at 1:50 PM
showed a CNA transferred the resident from a
wheelchair to a bed. The CNA dropped the
resident's nasal cannula on the floor, picked it up,
placed it on the resident without cleansing it, and - :
turned on the oxygen concentrator at 2.5 LPM. 5311.(5'1‘01-/06/05 1ega§diggl .
The liter flow rate was not posted on the oxygen initiation of use of lab log-gin
concentrator or tank, nor over the resident's bed. sheet. 1/15/06
According to the 6/13/01 directive from the 3. nurses in-serviced on 12/13/05
Wyoming State Board of Nursing, CNAs may turn and 01/06/06 regarding need to
on oxygen liter flow or adjust the flow rate only if doubile check 1abs with orders
the liter flow rate "is clearly marked by the nurse ved
on the concentrator &/or axygen tank or over the recerved.
client's bed." Review of the facility's
aforementioned policy related to oxygen ID: All residents with. lab orders have
administration revealed it did not address potential to be affected.
cleanliness of the nasal cannula.

, System: Nursing staff will in-serviced,
Fsg(:')g 483.75())(1) LABORATORY SERVICES F 502 Night shift to review labs and note

to review updated care plans.
monitor for compliance. Re-in-

!Quality Assurance: Results of

verification on log sheet. Lab orders o
be placed on the TAR. Care plan
npdated as necessary and nursing staff

Monitoring; Director and/or designes to
servicing to occur as necessaty.

monitoring will be reported by Director |
of Nutsing quarterly or more frequently

as needed as the Quality of Assurance
meeting for review and suggestions.

ol
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record revealed there was no liver prcfile test
completed in November 2005. Review of the
outpatient request form dated 11/15/08 revealed
the test ordered was for a complete blood count
and lipid panel. Review of the order form further
revealed a liver profile was not marked as
orderad. Interview with the director of nursing on
12/1/05 at 2:30 PM confirmed the liver profile was
not done.
F 514 | 483.75()(1) CLINICAL RECORDS F 514| F514
SS=E The facility will maintain clinical

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete,
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, staff interview,
and review of an internal og, the facility failed to
assure staff maintained complete, accurate
resident records and internal logs of facility
programs. Medical records for 1 (#57) of 13
sample residents were not accurate and the
medical record for sample resident #58 was
ihcomplete. The facility's internal log for the
infection contro! program was inaccurate and the
documentation was corrected inappropriately.

records on each resident in accordance
with accepted professional standards
and practices that aye complets,
accurately documented, readily
accessible; and systematically
organized.

This requirement will be met as

evidenced by:
1. Activity will be inserviced on 1/15/06
the need to chart in a timely andi
Accurate Tnanner,

a. Activity staff will be inserviced
on documentation and need to
be in chart where readily
available.

b.All activity charting will be
placed in specific resident’s
medical chart at the end of the
tnonth.

c. Activity documentation will be
completed on a daily bagis for
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The findings were:

1. During the 11/29/05 through 12/1/05
recertification survey, copies of the 8/05 and
10/05 activity calendars highlighting the residents
attendance at activities for resident #57 were
made. The facility faxed copies of the same
calendars on 12/5/05. Review of the two sets of
calendars revealed the following concerns with
accuracy:

a. On 9/1/05 the activities highlighted on the
original document included exercise and music.
On the copy faxed four days later, the activities
documented were exercise, music, and bingo.

b. On 9/15/05 the activities highlighted on the
original documented included music. On the copy
faxed four days later, the activities documented
were exercise, music, and hingo.

c. On 10/19/05 the activities highlighted on
the original documented included hand massage
and TV land. On the copy faxed four days later,
activities documented included hand massage,
TV land, and exercise.

2. Review of nursing nctes dated 7/12/05 at 10:3C
AM showed a urine specimen was obtained for
resident #58 and sent to tha Izboratory (lab) for
urinalysis (UA). The documentation indicated the
lab results were back and on the chart, the
physician was notified, a culture was to be done
by the lab, and the resident was started on an
antibiotic. Review of additional documentation
dated 7/20/05 showed another UA was chtained
and sent to the lab. This documentation also
indicated the report was back and on the chart, a
copy was faxed to the physician, and the lab was
called to do a culture. Review of the medical
record, including lab reports and physician orders,
showed the culture results for 7/12/05 and the UA

each resident specific,

d. Activity staff will be inserviced
on correct method of altering
previons documentation, a
single line through the area to
be corrected, date, time and
signature of person changing
the documentation.

2. Nusing staff in-serviced 1/15/06
12/12/05, 12/13/05, 01/05/06,
and 01/06/06 on correct method
of altering any previous
documentation, a single line
through the area to be corrected,
date, time and signatore of
person changing documentation.

[D of residents — All residents have the

ability to be affected. -

Systems — All staff inserviced on the

propet method of altering previous

documentation. Plan of care to wpdated
and staff to review updated plan of

Care.

Momnitoring — Director of Nursing

hnd/or designee will monitor for

compliance and reinservicing will ocour

18 Necessary.

Quality of Assurance — Results of

monitoring will be reported quarterly or

more frequently as necessary at Quality
pSSUIallGB Meeting for review and

uggestions.
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Continued From page 43

and culture results for 7/20/05 were not included
in the record. Interview on 12/1/05 at 9:30 AM
with a registered nurse (RN) cenfirmed the
discrepancy between the nursing notes and the
lab results. The RN was unable to locate the lab
results.

On 12/1/05 at 9:35 AM, the RN obtained
the infection control log and stated she was the
infection control coordinator. Review of the log
with the RN showed a UA was obtained cn
7112105, the results were logged as a nosocomial
(facility acquired) infection, a culture was done on
7/12/05, and a horizontal line was drawn through
the space for "organism." When the RN brought a
copy of the log to the surveyor at 9:45 AM, it had
been altered. The culture date was scribbled out
for resident #58 and for the resident's name on
the line above it, 7/20/05 was written as the
culiure date for resident #58, the date for the
culture for the other resident was not
documented, a zero with a diagonal line through it
was drawn over the horizontal ling in the space
for "organism," and "7-20" was written in the
space for "date cleared." Interview with the RN at
that time revealed she had altered the log. The
RN also stated she did not know which
documentation, the nursing notes or the log, was
accurate. On 12/1/05 at 10:25 AM, the RN
brought copies of the iab resutts for all the
aforementioned dates and stated they were not in
the record so she obtained them from the lab.

According to "The Lippincott Manual of
Nursing Practice," seventh edition, 2001, a
common legal claim is for "Departure from
Standards of Care...Altering a medical record
without noting it as a correction with sighature,
date and time of change."

483.75(0)(1) QUALITY ASSESSMENT AND

F 514

F 620

1/15/06
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A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, review of facility reports,
and quality assurance information, the facility
failed to correct identified deficiencies in the areas
of incontinence care, activities of daily living care,
range of motion, assessment, care planning, and
following the care plan. The findings were:

Review of the facility OSCAR 3 report (a history of
deficiencies cited on the previous 4 annual
surveys) revealed the following concerns:

a. incontinence care was identified as
deficient in the years 2001, 2002, 2003, and
2004,

b. Deficient practice in the provision of
activities of daily living was identified in 2002 and
2003,

¢. Deficient practice in the provisicn of range
of motion exercises was identified in 2004.

d. Assessments were identified as deficient in
the years 2001, 2002, 2003, and 2004.

g. Care planning was identified as deficient in
the years 2001 and 2002.

f. Following the care plan was identified as
deficient in 2002 and 2004.

During the annual survey for 2005, all these areas
were again cited for deficient practice. Interview
with the director of nursing and the administrator
on 12/1/05 at 10:15 AM revealed these areas

This requiremnent will be met as

evidenced by

1. Quality Assurance Comumitise
will review past deficiencies as
taken from OSCAR 3 report
CORCEIning
a.Incontinence care
b.Activities of Daily Living
¢ Range of Motion
d.Assessments
e.Care Plarming
f. Following the Plan of Care.

2. The Quality Assurance
Commitiee will monitox
problem areas to ensure
compliance.

3. Any suggestions made by the
Quality Assurance Committee
will be followed up on by
Director of Nursing and/or

ability to be affected.

Systems — Nursing staff will be
imserviced. The Quality Assurance
Committee will review the concerns
with revisions made as necessary to
ensure compliance.

Monitoring — Director of Nursing
and/or designee will momitor for
compliance and reinservicing will

Assistant Director of Nursing.
ID of Residents — All residents have the

(X4) 1D (X5)
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TAG REGULATORY OR LSC IDENTIFYING INFCRMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 520 | Continued From page 44 F 520(F520
58=D | ASSURANCE |

1/13/06

1/15/06

1/15/06
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F 520  ocour as necessary.

Quality of Assurance — Results of

monitoring will be reported
quarterly or more frequently as
necessary at Quality Assirance
Meeting for review and
suggestions.

F 520 Continued From page 45

were not identified as proklems or monitcred
through the quality assurance pregram.
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