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88<E | ASSESSMENTS 483.20, 483.20(b) This Facility will

ensure that residents raceive a
comprehensive agsessment of their
needs. Specifically, the facility will
ensure that the rezidents receive a
comprehensive assessment of identified

The facllity must conduct initially and periodically
a comprehenslve, accurate, standardized
reproducible assessment of each resident's
functional capacity.

' bletn areas. This will be

A facility must make a comprehensive problem >V

assessment of a resident's needs, using the RAI a_ccpmphsl}ed by (including but not

specifiad by the State, The assessment must limited to):

Include at least the followifig: i -

Identification and demographic information; 1. Resident #14 has received a

Customary routine; comprehensive paln assessment,

Cognitive patterns; - including summary

Communication; docurnentation, The care plan has

Vision; : beeﬁ updated Eased on the results

pod and behavior patterns; ‘ of the comprehensive pain _

rlé'ﬁs.ychoscaclal well- bglng. assessmont. r"ft”—‘i»f'«f—ﬂ-f‘»"""""-é o LA3/06
Physical functioning and structural problems; AR s e e S &

Continence; . 2, Resident #18, #41 and #27 have

Disease dlaghosls and health conditions; received a comprehenswe

Dental and nufritional status; nssessment for insomunia, including

Skin conditioiis; ‘ ‘ sumrmary documentation, The care

Activity pursuit, plan has been updated based on

Madications; ~ ‘ the results of the cotnjprehensive

Spacial treatments and procedures; _ _assessment, including non-
Discharge potential; o ‘ phattnacological mterven jons, (MY | 14145406
Documentation of suriirmary information regarding | - sielets cole i j w I ¥

the aidditional assessmentt parformed through the | 4™ Resident #40 1 has recei{;gg EeBenS et

resident assessrent protocols; and

; LA cotnprehensive restraint
Deocumentation of participation in gssessment.

assesymennt, including suromary

docutnentation. The care plan has

been updated based on the results

of the comprehensive assessment. 113406
(20 /Li-wfmdtf’é Laot LJ e B echtes

bt 8054 o s

This REQUIREMENT is not met as evidenced
by: o

Based on observation, staff intervisw, and .
medical record review, the fasility falled to ensure
comprehensive assessments of identifled’
problem areas for 5 (#14, #18, #27, #40, #41) of

ISUPPLIE' RE RESENTATIVE'S SIGRATURE,

LAEOR?TO o D|RECTOR S OR PROVI T|TLE (?B) D?TE -
e C pw! TN )ﬂwﬁ!rry ol

Any deﬂcnan%r statemen%mg@uh&%mnsk * denabs-a.daﬂéiency which tha Institution may be excused from covrecting providing it Is detarmlna& that

other sefegulrds provide $ufficiey protection Lo the patlents, {See Instructions.) Except for nursing homes, the findings stated above are disclesable 90 days
following the Yate of surv hether or not a plan of correction Is provided. For nursing hames, the above findings and plans of carrection are disclosshle 14
days following the date these documents are made available {o the facllity, I deficlencles are clted, an approved plan of correction Is reguisite to continuad

rogram participation. 4 ) - .
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14 sample resldents. The findings were: 4. The Initial Nutsing Assesstnent

has been revised to reflect the need
for a coinprehensive summary
assessment. Upon admission, all
residents will receive a
cotnprehensive assessment and
specialized assessments based

1, Review of the 11/1/05 through 12/31/05
physician's orders for resident #14 revealed
hefshe had diagnoses Including rheumatoid
arthritis and had a history of bllateral hip
surgerles, Review of the 3/30/06 annual, the
B6/28/05 quarterly, and the 9/27/05 quarterly

Minimum Data Set (MDS) assessments revaaled upon identified problems. 97 T8
the resident had moderate joint pain daily. . .
However, review of the entire medical record 5. A quality monitor.mg tool
revealéd no comprehensive pain assessmant (Attachment 1) will be completed
was completed. Interview with the director of cach month regarding completion
nursing (DON) and the sissistant director of of assesstent of problers (as
nursing (ADON) on 12/15/06 at 8:30 AM identified on the RAT).
confirmed there was no evidence a Corprehiensive carc plans will
comprehensive dssessment for pain was continue fo be monitored with the
completed. Care Plan QA tool currently in
o use. The Quality Assurance
2. Review of the 11/1/05 through. 12/31/08 committee will monitor these tools
physiclan's orders for resident #18 revealed an and recommend changes. 173106
arder for Ambien (hypnotic)10 milligrams (mg)
PRN (a$ hesded) every night at bedtime for 6. ‘The Ditector of Nursing Services
| sleep. Review of the entire medical record : is responsible for compliance with
tevealed no avidence an assessment was A the standard. Dos
completed to detarming why the resldent was U e
unable to sleéep. In addition, there was no il ne
| evidence of non-phariacological Interventions he.
| atternpted. Interview with the DON and the ADON o } ol
on 12/15/05 at 8:30 AM confirmed there was no | / e

evidence an assessmant for insornnla was
completed.

3. Observation on 12/13/05 from 7:3¢ AM-through
10:30 AM revealid resident #40 had a lap buddy
(tray across fap whille in the wheelchair) restraint.
Observation revealed the resldent was unable to
remove the lap buddy on his/her own. Interview
with CNA #14 on 12/14/05 at 3:10 PM confirmed
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the resident was unable to remove the lap buddy
on his/her own. Review of the 12/6/05 quarterly
MDS assessment revealed the fap. buddy was
identified as a restraint. Review of the entire
medical record revealed no assessment for
restraint utilizatlon was completed. Interview with
the DON and ADCN on 12/15/05 at 8,30 AM
revealed the restraint was utilized bedause of the
resident's history of falls and that the assessment
that was completed was a Fall Risk Assessment
Tool. However, there was no evidence of a
ragtraint assessmant.

4. Review of the 11/1/05 through 12/31/05
physiéian's orders for resident #41 revealed an
ofder dated 10/21/05 for Ambien 10 milligrams
{mg) PRN (as needed) evety night at bedtime for
sleep. Review of the entire medical record
revealed no evidehce an agsessment was done
to deterrnine why the resident was unable to
sleep. In additlon, there was no evidence
non-pharmacological interventions were
attempted. leterview with the DON and the ADON
on 12/15/05 at 8:30 AM cenfirmed there was no
evidence an assessment for insomnia was
completed,

5. Review of physiclanh's. orders showed resident

#27 recelved Seroqual {&antipsychotic) 25

milligrars (mg) at bedtime for insomnia since
3/2/04. Review of the 3/15/05 and 6/1/05
Minimum Data Set (MDS) review notes showed
the resident recelved Serogual to aid in sieeping.
Review of the medital record revealed there was
no assessment to determine the cause of the
restdent's Insorinia, nor the reason for the use of
Seroquel. During interviews on 12/15/05 at 9:45
AM and 10;30 AM, the administrator stated there
was no assessment because the Insomnia was a

STATEMENT OF DEFICIENGIES | (X#) PROVIDER/SUPPLIER/CLIA | pt2) MULTIPLE CONSTRUCTION {(x3) DATE SURVEY
:| AND PLAN OF CORRECTION IDENTIEICATION NUMBER: . COMPLETED
o b A, BUILDING
. [c] et gt
535033 BN 12(18/2605
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
, VALESCENT CTR 1445 UINTA
CASTLE ROCK CONVALESCE GREEN RIVER, WY 82938
SUMMARY STA'*"EMENT DOF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
é’é‘éé& (EACH DEFIGIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 272 | Continued From page 2 F 272

FORM CMS-2667(02-99) Previous Varsions Obsolats

Event D IXCY11

Facllty 1D:  ‘WY0004

If continuatlon sheet Page 3 of 26




01/11/2006 17:13 FAX 8754862

CRCC

DEPARTMENT OF HEALTH AND HUIL 4 SERVICES

(doo7

PRINTED: 12/23/2005
FORM APPROVED

OMB NO. 0936-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES (1) PROVIBER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION (X2} DATE SURVEY
.| AND PLAN QF CORRECTION IDENTIFICATION NUMBER! A COMPLETED
- ; . : . BUILDING '
535033 B WING 12/15/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CASTLE ROCK GONVALESGENT CTR 1445 TINTA
LE ROG : | GREEN RIVER, WY 82935
(x4) D SUMMARY STATEMENT OF DEFICIENCIES Ip PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX |  (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 272 | Continued From page 3 F 272
long standing problem for the resident.
) 483.20(k){3)(i) This facility will
Fsgﬁg 483.20(k)(3){i) COMPREHENSIVE CARE PLANS F 281 ensure that services provided or
DO e d by the facili i
The services provided or arranged by the facility artangec: vy fo 1acl ity are pmwded by
h ¢ professlonal standards of quallt qualified person in accordance with
must meet professionai standaras of quatlty. each resident’s written plan of care.
This will be accomplished by
This REQUIREMENT Is not met as evidenced (including but not limited to):
by:' : - : 1, Resident interview and interviews
Based on observation, staff Interview, and with staff indicated that Resident
medical record review, the facility failed to ensure #41 frequently refused the knee
physician's orders were followed for one (#41) of - .
12 ) d The findi i high support hose. Histher
sample residents. The tindings were: physician was consulted and the '
i 1
Review of the 11/1/08 through 12/31/05 order was discontinued, /7/06
physiclan's orders for resident #41 revealed ; .
he/she had an order dated 10/21/05 for knee high 2. Alloursing staffwlll ocelvean )
support hose to both legs &very shift, Observation “?ifr{’lm 'rew;wmlg °f1m£.-f?.r fﬂgl‘%“";fm) o
on 12M2/05 at 4:40 PM, on 12/13/05 from 7:30 O ok o pan o oarg,for all
| AM unitil 10 AM, gnd on 12/15/05 at 9 AM residonts, The inservice has been
revealed the resident was not wearing knee-high scheduled for 1/18/06. 1/20/06
support hose, Interview with the assistant director . _
of nursing on 12/15/05 at 8:30 AM revaaled she 3. A quality assessment tool
dld tiot know why the physician's order was not (Attachment #2) will be utilized at
followed, According to "Clinical Nursing Skills”,5th least monthly to monitor the
edition, by authors Srith, Duell, and Martin, page implomentation of physician
4, the responsibilities of the professional nurse orders for completeness and
involve a level of performance of the skills and aceuracy. The Quality Assurance
functions that professional nurses perform in daily committee will monitor results ard
practice Includes "administer treatments per make recommendations, 1/11/06
physician's order." .
| 4, The Director of Nursing Services
F 282 | 483.20(Kk)(3)(ll) COMPREHENSIVE GARE F 282 is responsible for compliance with
SS=FE | PLANS the standard.
The services provided or arrénged by the facllity
must be provided by qualified persans in
FORM CMS-2567{02-89) Praviotis Versions Ohsolele j Evant [D; IXOY41 Facllity I~ WYQo04 If continuation sheet Page 4 of 26
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accordance with each resident's written plan of 483.20(k)(3)(i1) ‘This facility will
carg, ensure fhat services provided or
arranged by the facility are provided by
‘ : qualified person in accordance with
This REQUIREMENT is not met as evidenced each resident’s written plan of care.
by: This will be accomplished by
Based on observation, medical record review, (including but not limited to):
review of the incontinence management ,
prograims, and staff and famlly interviews, the 1. Ali staff caring for resident #7,
facillty failed to provide care in accordance with #17, #24, #41, #44 and #50 have
the written plans of care for six of twelve sample received an individual im-services
residents (#7, #17, #24, #41, #44, #50), The on the plan of care for that
findings were: resident, specifically regarding
' ' toileting and transfers. 1/13/06
1, Review of the 8/23/05 initial, and 11/16/05
quarterly Miniraum Data Set (MDS) assessments 2. All CNA staff are receiving
for resident #17 revealed he/she was incontinent competency re-assessments and
(all or almost all of the time) of utine. Observaticn ekills evaluntions with special
on 12/13/05 at 7:30 AM to 1 PM revealed the emphasts on peri-care, the bowel
reslder‘]t was not ta!(en to the toilet and did not and bladder policy, toileting and
’h_aye his/ner Incotitinence brief checked during transfors as well as reviewing the
Elhg[ﬁflirrf\,/galg dhg#rsl')nﬂ; %%_Sr'ir:?“on ?ln 1r;2’ ;%ﬂf’fat : importance of following the plan
» ' ares incontinence brle re :
was wet with utlne. Review of the 11/17/05 care of care for all fesidents 1/20/06
plan revealed the resident should be assisted to : i i
the tollet every 2.5 o 3 hours and as requested. e o 18 . 20/06
Interview with CNA #3 on 12/13/06 at 1 PM o tncins tho ifportance of
confirmed thie resldent was to be tolleted or e the cars phan for
checked and changed svery 2.5 to 3 hours, ofowme P _
residents. 1/20/06
2, Raview of the 12/7/06 quarterly MDS s d :
assessrhent for resident g? revegled he/she was 4. Staff has roccived in-services q
incontinent (&N or almost all of the tiitie) of urine., regarding the location of up to dato
Obsetvation on 12/14(05 frorm 2:30 PM until 6:30 information regarding the
PM revealed the resident was not taken to the incontinence MaNAEeMmeAat pOE &
tollet and did not have his/er incontinence brief for eackt resident. This is included
checked during that time (4 hours). Observation it the individual competency
on 12/14/06 at 6:30 PM revesled the resident's . check off lists. Signs will be
incontinence brlef was saturated with urine.
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Futther observation revealed the last time the
resident's incontinencea brlef was checked or
¢hanged was documented as 11 AM. Interview on
12/14/05 4t 5:30 FM with CNAs #13, #18, and
#16 confirmed the time documented on the
Incontinence brief was the last time the resldent
was changed making the length of time hetween

changing the residant's Ihcontinence brief a total

of 7.5 hours. Review of the 12/8/05 care plan
revealad the resident was on a scheduled tolleting
program and was to be taken to the toilet every
2.5 to 3 hours,

3. Révisw of the 11/1/05 through 12/31/05
physician's orders for resident #41 revealed
he/she had an order datad 10/21/05 for knes high
support hose to both legs every shift. Observation
on 12/12/06 at 4:40 PM, on 12/13/05 from 7;30
AM until 10 AM, and on 12/15/05 at 8@ AM
reveziled the resident was not weating knee high
support hose, Review of the 10/21/05 care plan
revealed the resident required assistance with
TED (sugport) hose.

4. a. Review of the 12/7/05 quarterly Minimum
Data Set (MDS) assesstrignt showed resident
#24 was incoritingnt of bladder multiple tirmes
dally antl Incontinent of bowet ail (or almost all) of
the fime. Review of the. 12/8/05 care plan
revealed the rasident was to be assisted to the
tollet per his/her indlvidual schedule, During an
interview on 12/14/05 at 9:15 A, the restorative
nurse stated the resldent's schedule was upon
rislhg, after breakfast, before and after lunich, and
before and after dinner, Review of the
“Incontinence Management Programs" for
December 2005 (provided by the restorative
nurse) showed the resident was on al"scheduled
toileting" program, which was to tollet the resident

5. The order for the knee high

6. A quality assessment tool

7. The Director of Nursing Services
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posted to further inform staff of

where the information is located.. 1/20/06

suppoxt hose for resident #41 has
been discontinued,

1/7/06

(Attachment #3) will be utilized at
least monthly to monitor the
implementation of resident care
plans for completeness and
accuracy. The Quality Assurance
committee will monitor results and

make recommendations, 1/11/06

is responsible for compliance with
the standard.
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every 2.5-3 hours. Observation of the restdent on
12/13/05 began at 7:15 AM., At 8:65 AM (after
breakfast), certified nurse aides (CNAs) #3 and
#7 transferred the resident from the wheelchair
into bed, The resldent was not offered the toilet,
and was not checked for Incontinence. At 10:12
AM, CNAs #23 and #7 transferred the resident to
the toilet, CNA #23 stated the resident was
incontinent of bowel and bladder. Observation of
the Incontinence brief (staff documented on the.
brief the tima it was checked) and interview with
CNA #23 revealed the resident was last checked
for incontinence at 6:30 AM (3 hours and 42
minutes),

b. Review of the 12/8/06 care plan showed
the resident was to be transferred using the E-Z
lift {rechanical 1ift) for all transfers. tnterview with
the restorative nurse and review of the listing of
mandatory lifts on 12/14/05 at 8:15 AM revealed
the £-Z lift was to be used for all transfers.
However, observation on 12/13/05 at 8:56 AM
revealed the resident was transferred to bed
manually by CNAs #3 and #7.

5. Review of the 9/28/05 quarteily MDS
assessment showed residant #50 was incontinent
of bladder multiple times daily. Review of the
10/13/05 care plah showed the resident was on a
scheduled toileting program (before putting to
bed, whien getting out of bed, and as needed).
Durlng an inferview on 12/14/-05 at 915 AM, the
restorative nurse confirmed the cara plan was
current. Review of the "Incontinence
Managemerit Programs” for December 2005
(provided by the restorative nurse) showed the
resident was on a “scheduled toileting” program,
'which was to tollet the resident every 2.5-3 hours.
Observatioh of the resident on 12/13/05 revealed
the resident was not toileted nor checked for
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incontinence from 7:15 AM untll 10:40 AM (3
hours 25 minutes), At that time, CNAs #23 and #3
transferred the resident to the toilet; the resident
was incontinent of bladder. On 12/14/06 at 2:45
PM, a family member stated the resident was
frequently incontinent, and he/she didn't belleve
the resident was being tolleted frequently enough.
6. Review of the 12/9/05 significant change MDS
assessmant revedled rosident #44 was
incontinent of bladdsr multiple times daily. Review
of the 12/8/05 care plan showed the resldent was
to be toileted every 2.5-3 hours, Observation of
the resident on 12/13/05 revealed the resldent
was nol toileted, nor checked for incontinence,
from 7:16 AM until 11:25 AM (4 hours 10
minutes), when CNA#3 gsked the resident if
he/she neaded fo use the tollet.
F.309 | 48325 QUALITY OF GARE F309| 48325 This facility will ensure that
Each resident friust recelve and the fagliity must :;: l:l;:z;izm r:;zl‘;;sdfécxfchgm(:d
providé the necassary care ahd services 1o attain attain of m;i};xtain the highest
or-maintaln thie highest practicable physical,  oblo nhvaieal S o and
mental, and psychosoclal wellkbeing, i practicable phiysical, menial an
ental, and psy ) €ing, n psychosocial well-being in accordance
gccordance with the comprehensive assessment e the oo miprohensive assessment #6d
and plan of care. plan of care. This will be accomplished
by (including but not limited to):
This REQUIREMENT Is not et as evidenced I, Individual in-services will be
by: . iy . coragleted for afl staff working
Based on observation, medicat record review, with residents #24 and #50 on
and staff and family interviews, the facility failed to 12/14/05 repatding positionin
provide care In a rmanner which maintained the - B P j"f. 1/13/06
highest practicable level of well-being for two of For P yeFrelavt= '
(welve sample residents (#24, #50). Resident #50 od ol pesideds 2
was not positioned durlng meals to promote safe ﬁ'c*-:-f-\v N T =
swallowing, and resident #24 did not recelve care
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to prevent choking. The LPN stated the resident
liked to ledn Yack in the wheelchair, so staff
naeded k& €t the resident up stralght when
providing him/her with food or flulds. According to
the 2004 Nursing Assistant, A Nursing Process
Approach, by Hegnr, Acello and Caldwell (9th
gdition, p 4186), the patient should bs positioned
as upright s possible. The head should face
forward, with the neck flexed forward slightly. In
addition, according to Nursihg Interventions and
Clinical Skiils by Elkin, Perry, and Potter (2004, p.
192-193), the clierit should be positioned upright
in bed or chair with head slightly fiexed forward,;
this position reduces the risk of asplration. The
following cohcérns were ldentified regarding
posilioning the resident during meals;

a. Observation on 12/13/05 from 7:20 AM
unti! 7:45 AM revesled the resident was seated in
a wheelchair at the asaisted dining table. The

The Director of Nursing Services
is responsible for compliance with
the standard.

[ ES D PROVIDER'S PLAN OF CORRECTION (X6)
é’éﬁé& mﬁ“é’é“ﬁ?&’é»?&’? hEUthEFNJEOPFREEOESIgEéNDCI;Y FULL PRIEFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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. DEFICIENCY)
A‘; ,,,L{ . e \
F 309 | Continued From page 8 F 309 an 'L M/"%'ie« o dpg, -
to promote bowel continence. The findings were: Siaff has received individual in- L imwé-""’ab g
ices on the incontinenice

1, Review of the 4/5/05 significant change izgagem orogeam for RW

Minimum Data Set (MDS) assessment revealed I T Py s i 1/13/06

resident #50 had swallowing problems and b dome ﬁ';‘@‘n& ﬁ’\{{' it

utllized a feeding tube, Nursing notes revealed A quality monitoriﬁg to0l

the feeding tube was removed on 10/25/05, A‘tlt brvont 13) will b copleted

Review of the results from a 6/9/05 ( h“ i the P

videofluoroscopy (fo assess the resident's li;G rln‘; F%l'r ‘tg -~

swallowing abliities) revealed there was owledge of cirect carc Statt

penetration of the airway without aspiration during regarding the curtent incontinence

the pharyngeal phase of the swallow. Review of management programs for

the care plan dated 10/13/05 showed the resident randomly selccted residents. These

'was at risk for asplration and required monltoring obscrvations ragafdlng staff

for swallowing concertis. On 12/14/03 at 2:45 PM, knowledge of resident

a family member stated the resident "choked" on incontinence man?gement' .

water a lot, but leaéining the resident forward In the prograps will be incorporated into

wheelchair helped. Durifig an Intérview on the CNA skills checklists. Results

12/13/05 at 9:45 AM, licensed practical hurse will be reported to the QA

(LPN) #1 statad the resident needed to sit upright committee, 1/11/06
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resident's buttocks were sltd forward in the
whigelchait, about eight inches from the back of
the wheelchair. The residéent's head was tilted
back (extended), and resting on the back of the
wheslchalr. Certifled nurse alde (CNA) #23 fed
the resident his/her meal while the resident was
positioned that way. At 7:35 AM, the resldent
coughied. No attempt was made to reposition the
resident during the meal. At 7:45 AM the resident
was finished with the meal and taken out of the
dining room, At that time, CNA #23 and
restorative aide #1 repositioned the resident so
hefshe was seatad upright,

b. Observation on 12/13/05 at 12:30 PM
revealed the resident was seated in the
wheelchair at the assisted dining table. The
| residént was slid forward In the wheelchair, and
| was nét seated upright. The resident's head was
| tilted back, with the chin pointad towdrds the
celling, while CNA #23 fad the resident, At 12:36
PM, the resident coughed. At that time, LPN #1
walked by, The LPN téld the CNA the resident
neaded to be repositioned. The LPN and CNA
then posltionad the resident so he/she was
seated upright. ‘

2, Review of the 12/7/05 quarterly MDS
assessment showed resident #24 was incantinent
of bowal all (or altast all) of the time, Review of
the 12/5/05 bowel and bladder progress note
revealad e rasident was 1o be taken to the
battiroom upon rising, after breakfast, before and
after lunch, and before and after dibner. During
an Interview on 12/14/05 at 9:15 AM, the
restorative nurse confirmed the resldent was to
be toileted after breakfast, and again before
junch, Review of the "Incontinence Management
Frograms" for Decermber 2005 {provided by the
restorative nurse) showed the resident was on a

FORM GMS-2567(02-99) Previous Verslons Cbeolete Evart (D: IXOY11. Faclllty ID:  WY0004 If contlnuation sheet Page 10 of 26




A resident who Is uriable to ¢airy out activities of
daily living receives the necessary services to
maintain good nutrition, grooriitig, and personal
and oral hygiene. .

This REQUIREMENT Is not met as evidenced
by: '

Based on observation, staff ifiterview, medical
record review, and review of policles and
procedures, the facility falled to assure staff
provided appropriate persotiat care for two (#14,

1 #41) of five sample residents. The findings were:

1. Review of the 3/30/05 annual, the 6/28/05 and
9/27/05 quarterly Minimum Data Set (MDS)
assaessmenits for resident #14 revealed he/she
was frequently incontinent (dally with:some
control present) of urine and required total
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"scheduled tolleting"” program, which was to take
hisfher to the tollet every 2.6-3 hours. Observation
of the resident on 12/13/05 began at 7:15 AM, At
8:56 AM (after breakfast), CNAs #3 and #7
transferred the resident from the wheelchair into
bed. The resident was not offered the toilet, and
was not checked for incontinence. At 10:12 AM,
‘CNAs #23 and #7 transferred the resident to the
toilet. CNA #23 stated the resident was
incontinarit of bowel, Observation of the
incontinence brief (staff documented on the brief .
the tirme it was checked) and interview with CNA . N
#23 revealed the resident was last chacked for 483.25(a)(3) This facility ";"H Snsuro
incontinence at 6:30 AM (3 hours and 42 . that xesidents who are unable to carry
minutes). out activities of daily living receive the
necessary services to maintain good.
. , - . . nuttition, grooming and personal and
FS g=1 % 483.25(a}(3) ACTIVITIES OF DAILY LIVING F312|  oral hygiene. This will be

dccomplished by (including but not
limited to):

1. Individual in-services will be
compileted for all staff working
with residents #14 and #41 on
12/13/05,

1/13/06
2. Al CNA staff are receiving 1:1
conipetency re-assessients and
skills evaluations with special
etiphasis c-m‘n peti-care, =€ ;_;z N e [1/20/06

3, Staff bas received in-setvices
regarding the location of up to date
inforgation regarding the
incontinence management program
for each resident. Signs will be
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depeidence on staff for personal hyglene. 4, posted to further inform staff of
OChbservation on 12/13/056 at 8:40 AM revealed the where the information is located. 1/20/06
resident was incontinent of urine and bowel.
Observation further revealed CNA #7 provided 4. A quality monitoring tool
perineal care for the resident. Observation of the (Attrchment #3) will be completed
perinesl care provided revealed the CNA used cach month regarding the
back to front wipes three times fo cleanse the knowledge of direct care staff
perineumm, Interview with the CNA at that time regarding the curront incontinence
confitmed she should have used front to back management programs for
strokes to cleanse the resldent. Review of the randomaly selected residents,
facllity's policy on perineal care, revised in 2000, Observations regarding staff
-revealed s|t|aff must "Always use front to back knowledge of resident
technique, incontinence management
2. Review of the 10/27/05 ifitlal MDS assessment gzogra_r.m will be mlfi?{p 2;:3&320
for resident #41 revealsd hefstie required | O D vl s roported o the OA
extenslve staff assistance with personal hygiene. Results will be reported to the Q ‘
Obsarvation on 12/12/05 at 4:40 PM revealed the copimittee. : 1/11/06
resldent was incontingnt of urine. Observation ' , . .
further revealed certified nurse alde (CNA) #13 5. The Director of Nutsing Servives
| provided perineal care for the resident, is responsible for compliance with
Obssrvation of the perineal care provided the standard.
| revealed the CNA cleaitsed thie perianal area but
not the antarior area of the petieum or thighs,
Review of the facility's policy and procedure on
_petingd| care, revised in 2000, revealed staff 483.25 (c) This facility will ensure that
miust "Cleanse publs area, inner thighs, and residents who has a pressire sore
perianal area." receives necessary treatnient and
setvices to promote healing, prevent
F 314 483 25(c) PRESSURE SORES F 314 infection and prevent new sores from
S5=D _ developing, This will be accotnplished
Based on the comprehensive assessment of a by (including but not limited to):
resident, the facllity must ensure that a resident _ _
who enters the facillty without pressure sores 1. The egg crate in the wheelchair of
does not develop pressure sores unless the resident #41 has been removed. 1%/20/05
individual's clinical conditon demonstrates that ' '
they were unavoidable; and a resident having
pressure sores recelves necessary treatment and
sarvices fo promote healing, prevent infection and
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pravent new sores from developing. 2, The facility policy and procedure
for pressure sore management has
. . been revised to specifically reflect
E!I;us REQUIREMENT Is not met as evidenced that the use of egl:g crates g not
' permitted as a pressure reducing
Basad on observation, staff interview, medical device. 1/11/06
record review, and review of policles and :
procedures, the facllity falled to ensure staff 3. Staff has received in-services
provided appropriate interventions for one (#41) regarding facility policies and
of two sample reslhdents who had pressure sores. procedures regarding pressute
.'l'he findings were: — 1/20/06
Obsarvation on 12/12/05 at 6:15 PM revealed a i .
. toring tool
"Best Practices Pressure Ulcer Prevention & 4 &?:;iﬁrz ;::: ]#1;)0 f;:ﬁ b(:aocomplete d
Treatment" , .
poster provided by Mountaifi-Pacific Quallty ;";m?:s‘ha;jfggﬁ‘i (fn‘;‘a}‘t?jn“;‘;f
Heaith Cars Foundation posted near the nursing o1l residents with prossure Sores
station, Best practice recofimendations included : p BOTeS,
"Avold use of ....eqy crates’ Results will be reported to the QA
‘ . committee, 1/11/06
Observation on 12/12/05 at 4:40 PM revealed . N ,
resident #41 had three pressure sores on the 5. The Director of Nursing Services
coccyx. Review of the 12/10/05 interdlsciplinary is responsible for compliance with
progress notes revealed the pressure sores were the standard,
described as follows: "Deep red ared now Approx
[Epproximately] 13 cm [cantimetars] x [by] 12 cm |
original decubitus .... now approx [approximately]
2 em x 1 cin....New aréa direclly oh coceyx now
Stage | just under 1 cm in digmeter.” Observation |
further revealad Htie resident was transferred to
his/her wheeléhair which had an egg crate
cushion. Review of the 12/7/05 interdisciplinary
progress hotes revealed the resldent had an egg
crate plllow in the wheelchair. .
Interview with the asslstant director of nursing
on 12/14/05 at 3:560 PM revealed she was
unaware there was an egg crate in the resident's
wheelchair. She further stated the facllity used the
"Best Practices Pressure Ulcer Prevention &
FORM CMS-2567(02-99) Previous Varslans Cbsolote Event ID: IXCY1§ Facilty I WY0004 If continuation sheet Page 13 of 26
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Treatment’ recommendations as guidslines for
the care and treatment of pressure sores.
Interview with the director of hursing on 12/16/05
at 8:30 AM confirmed current nursing practice for
the prevention and treatment of pressure ulcers
did not include egg crate cushions as a pressure
reducihg device. Review of the facllity's policies
and procedures revealed utillzation of egg crates |
as a pressure reducing device was not
addressed,
F 315 | 483,25(d) URINARY INCONTINENCE F 316
SS=E ,
Based on the resident's confiprehensive 483,25(d) This facility will ensure that
asgessment, the facillty must ensure that a residerits who are incontinenit of
resident who enters the facllity without an bladder recelve appropriate treatment
indwelling catheter is not catheterized unless the and services to prevent urinafy tract
resldent's clinical condition demonstrates that infections and to restore as much
cathetetization was hiecessary, and a resident normal bladder fanction ag possible
who Is Incontirient of bladder receives appropriate The facility will ensure that staff is '
treatinent and services to prevent urinary tract familiar with the ourrent incofitinence
_infec":tlo_nsrand to restore as tauch normal biadder management program und deliver
function as possible. - services consistent with that program
and in a manner that prototes divness,
I This will be accomplishied by
This REQUIREMENT Is not met as evidencad o e :
By: {including but nat limited to):
Based oh abservation, staff interview, and 1. Individual inservices will be
mmedical record review, the facility failed to ensure completed for all staff working
staff managed urinary incontirience for four (#7, with residents #7, #17. #24. and
#17, #24, #50) of 10 sampla residents in a #50 on 12/13 - 14./05 \,’Vlth s:peciﬁc
,'r_hanner which promoted dryness. The findings focus on the incoutin:sncc
Wet_‘e. management programs, 1/13/06
1. Review of the 8/23/G5 initial, and 11/16/05 .
h i ! 2. 1 - R
quatterly Minitum Data Set (MDS) assessments ﬁ;:n%zi‘:nz;ﬁ:z - ;I;’:;;gail (;
for resldent #17 revealad he/she was Incontinent skills cvaluations with special
(all or almost all of the time) of urine, Observation . WIkL specia 1/20/06
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on 12/13/05 at 7:30 AM to 1 PM revealed the empbasis on peri-care and
resident was not taken to the tollet and did not incontinence management
have hisfher incontinence brief checked during programs, 1/20/06
that time (5.5 hours). Observation on 12/13/05 at
1 PM revealed the resident's incontinence brief A ;
was wet with urine, Review of the 11/17/06 care 3 rsgaffél.as received SCIVICES
) garding the logation of yp to date
plan revealed the resident should be assisted to information regarding the
the toliet every 2.5 to 3 hours and as requested. incontinence managerment progra
interview with certified nurse alde (CNA) #3 on for onch rosident i wﬂ‘} iy
12/13/05 at 1 PM confirmed the resident was to postod o i rﬂm'infﬁrm St of
geh:i:lrit_ed or checked and changad every 2.6 to where the information is Jocated. 1/20/06
2. Review of the 12/7/05 quarterly MDS 4. A quality monitoring tool will be
assessinent for resident #7 revealed he/she was completed each tonth regarding
incontinerit (all or almost all of the titne) of urine, the knowledge of ditect care staff
Observation on 12/14/05 from 2:30 PM until 6:30 regarding the current inconfinence
PM revealed the resident was not taken to the management programs for
toilet and did not have hisfher incontinence brief randomly selected residents. These
chacked during that tims (4 hours), Observation observations regarding staff
on 12/14/05 at 6:30 PM revesied the resident's knowledge of resident
Incontinence brief was saturated with urine. inconitinence managetment
Furtier observation revealed the last tifme the programs will be incorporated into
rasident's inconfingnce brlef was checked or the perianal care skills checklists
changed was documented as 11:30 AM, Interview {Attachment #3), Results will be
on 12/14/05.at 6:30 PM with CNAs #13, #18, and reported to the QA conpittee, 1/11/06
#16 confirmad the time documanted on the
incontinence brief was the last time the resident &, The Direstor of Nutsing Services
wads changed making the |leagth of time between is responsible for compliance with
changing the resident's incontinence brief a total. the standard.
of 7 hours. Review of the 12/6/06 care plan
revealed the resldent was ofi a scheduled tofleting
program ahd was to-be taken to the tollet every
2.6 10 3 hours.
3. Review of the 12/7/05 quarterly MDS
assessment showed resident #24 was incontinent
of bladder multiple times daily. Review of the
12/5/05 howel and bladdar progress note
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revedled the resident was to be taken to the
bathroom upon rising, after breakfast, before and
after lunch, and before and after dinner. During
an interview on 12/14/05 at 8:15 AM, the
restorative nurse confirmed the resident was to
be toileted after breakfast, and agaln before
lunch. Review of the “Incontinence Management
Progtams" for December 2005 (provided by the
restorative nurse) showed the resident was on a

| "scheduled follsting" program;, which was to tollet |
| the resident every 2.5-3 hours. Observalion of the
| resident on 12/13/05 began at 7:15 AM. At 8:55
AM (after breakfast), certified nurse aides (CNAs)
#3 and #7 transferred the resident from the
wheelchalr Into bed. The resldent was not offered
the toilet, and was not checked for incontinence.
At 10:12 AM, CNAs #23 and #7 transferred the
resident to the toilet. CNA #23 stated the resident
was incontinent of bladder. Observation of the
Incontinence brief {staff documented. on the brief
the time It was checked) and interview with CNA
%23 révealed the rasident was last checked for
Ihcontinence at 6:30 AM (3 hours and 42
minutés).

4. Review of the 9/28/05 quarterly MDS
assessmént showed resident #50 was incontinent
of bladdar multiple times daily. Review of the
12/6/05 bowel and bladder progress note
revealed the resident was to be toileted upon
rising, and before and after meals. Review of the
10/13/05 care plan showed the resident was on a
seheduled tolleting program (before putting to
bed, when getting out of bed, and as nesded),
During an Interview on 12/14/05 at 8:15 AM, the
restorative furse confirmed the care plan was
current. In addition, the restarative nurse stated
the resident's family had voiced concerns the
resident was not being toilated frequently enough.
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Review of the "Incontinence Management
Pragrams" for December 2005 (provided by the
restorative nurse) showed the resident was on a
"scheduled toileting” program, which was o tollet
the resident every 2.5-3 hours, Observation of the
rasident on 12/13/05 revealed the resident was
not toileted, nor checked for incontinence, from
7:15 AM until 10:40 AM (3 hours 25 minutes). At
that time, CNAs #23 and #3 transferred the
resident to the toliet; the resident was Incontinent
of bladder. On 12/14/05 at 2:46 PM, a family
member stated the resident was frequently
Incontinent, and he/she didn't believe the resident
was being toileted frequently enough,
F 323 | 483.25(h)(1) ACCIDENTS F 323
88=D - )
The facility rust ensure that the resident A e T et s
envifonrment remains as free of dccident hazards ¢ nccident hazards as &
as is possible. as free o acc.g cpt azards as1s
possible, This will be accomplishied by
(including but not limited to):
his REQUIREMENT ot thet as evi ;
.tl;y-s REQUIREMENT i3 not th evidenced 1. The package of Mitacle Grow and
- . . ; kage of Job plant £ i
Based on observation and staff interview, the 5: ;Zﬁea;’ th: bgﬁ?: oﬁ?glff:g(s;,,
facility failed to ensure the environment was safe has been moved to behind a locked
and chemicals were not accessible to residents door
during ohe random observation, The findings ! 12/18/05
were. 2. Signs have been posted to remind
Obsérvation of the activity rootindependent ataff to watch for hazardous
dining foom on 12/13/05 &t 10 AM revesled the materials In addition, staff will
foliowing conicerns: 1"&061‘13 an I.nS‘CTVlCE‘: on this safety
a. One package of Miracle Grow dnd one issue at their inservice on
package of Jobe plant food sticks was located in
the second drawer of the cabinets. Tte warning
on the package labiels read "Keep out of reach of
children.” The drawer was unlocked,
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b, One bottle of "Chlor Qut” for the fish tank
was located on the first shelf of the cupboard. 3. New locks have been ordered to
The warriing label read "Keep out of reach of be instatled on the activity room
children." The cupboard was unlocked, closet door, 1/20/06
¢. There were three bottles of nall polish : :
remover oh the second shelf from the top and two 4, The Activity room drawers and
bottles on the third shelf from the top located in cabinets have been added to the
the activity closet, The warning labels on all five monthly QA safety audit and wiil
bottles read "Harmful if ingested. In cage of be reported to the QA comtnittee
accidental ingestion give fluids liberally and for review and recommendations
consult with local POISON CONTROL CENTER." for action. (Attachmont 5 ) 1/11/06
"Keap out of reach of chlldran.”
Interview with the activity assistant on 5. The Director of Nutsing Services
12/14/05 at 10:35 AM confirmed the drawers and is responsible for coropliance with
cupboards were not locked. She further stated the standard.
the activity closet daor should be locked when no
activity staff wers in the room.
F 320 | 483.25(1)(1) UNNECESSARY DRUGS F 329 .
S8=D| , 483.25((1) This facility will ensure
Each resident's dray redimen must be free from that restdents will be frée of
unnecessary drugs. An unriecessary drug is any unnecessary diugs, This will be
drug whan used Ih excéssive doss (including accomplished by (including but not
duplicate therdpy); or for excessive duration; or limited to):
without adsquate ronitorifig, or without adequate
indications for its use; or if the presence of 1. Policy and procedute regarding
adverss conseguences which indicate the dose psychotropic medications ,
should be reduced or discoritinued; or any including trial reductions have
combinations of the reasons above. been revised in consultation with
the Medical Ditector and
e iy s Yo g ' Consulting Pharmacist, RN/LPN
g‘h_ls REQUIREMENT is not met as evidenced otafT have feceived individual in-
v . services on the facility policy and
Based on slaff interview and medical record procedure regarding psychotropic
review, the facility falled to ensure the drug medjcations. : 106
regimen was free of unhecessary drugs for two
(#18, #41) of four samiple resldents who received
hypnotic or anfianxiety medications. The findings
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wefe! 2. Residents #18 and #41 I;aveh
' | received an assessment for the
1. During an interview on 12/14/05 at 8:40 PM, identified problem of insomnia,
the administrator stated she was aware there The care plan for residents #18
were issues with psychotropic medication use in and #41 have been updated to
the facllity. The adminlstrator stated facility staff reflect the use of non-
had not gotien together as a team to discuss . pharmacological interventions for
residents on psychotropic medications since insomnia. Drug reductions or
March 2005, The administrator stated the facliity discontinuations have been
was not doing what is should be regarding initiated as per the physician, “E5H0B
psychotropic medications, such as assuring the
medications were dppropriate and dose 3. The IDT, Director of Nursing and
reductions occurred as needed. the Medical Ditector will continue
2, Roview of the 11/1/05 through 12/31/05 | fgofxﬁ‘;’l:‘;lf:ﬁ:;;f;{fe oA
physician's orders showed resident #18 received tivity mositoring the physician
Ambien (fypnotic) 10 milligrams (mg) PRN (as aclivity “: ! t’h mgr mhl’njl’ e
needad) every night for sleep, Actording to the response o the ‘llg act
2005 Physician's Desk Referénce (PDR) Nurse's {ccom;nendatxons wi de re-
Drug handbook, page 1333, Ambien is a drug instifuted and continued fora
used for the short term treatrment of Insomnia. minimum of one yeat, Results will
According to the 2005 PDR under indications and be reported to the QA commiitee.
usage, "Hyphotics should generally be limited to 7 (Attachment 6 ) A11£06
to 10 days of use, and reevaluation of the patient _ _
is recommended if they are to be taken for more 4. The Director of Nursing Services
than 2 to 3 weeks. Aimblen should not be is responsible for cotnpliance with
preseribed In quantities exceeding a 1-month the standard.
supply." The followiftg coticerns were identified:
a. Review of the Noveriber end Decsthber . v i
2005 Medication Administration Records {(MARs) Al Reslceneet s poeeldTy
revealed the resident racgived Ambien 21 of 30 Jorr o e pAi s & e | e ,;,f 5
days in November and eleven times during the Jron 7wl b pe Vi L
first thirteen days of Dacefmiber, praed st . Do
b. Review of the madical record revealed : | [a={oE
there was no evidence anh assessment was done
to determine the cause of the resident's insomnla.
c. Reviaw of the medical record revealed
there was no evidence that non-phatmagelogical
interventions were attempted to address the
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resident's Insomnia

d, According to the facility's sedative/hypnotic
monthly record, "Any PRN used 3 or more times
per week needs review", Review of the entire
medicat record and interview with the director of
narsing (DON) and assistant director of nursing
(ADON) on 12/15/05 at 8:30 AM revealed no
gvidence a review was done,
Interview with the DON and ADON on 12/15/05 at
8:30 AM confirmed no assessment was done to
determine the cause of the resident's insomnla,

Further review of the 11/1/05 through 12/31/05
physiclan's orders showed the restdent also
received Ativan (antlanxiety/fiypnotic) 1 mg at 5

AM and 1 PM and 2 mg at bedtime daily. The
following conceins were identified.

a. Review of the medlcal record revealed
there was no evidence thét non-pharmacological
interventiors were atteimpted to address the
resident's anxisty. :

b. There was 1o evidence of a dru
evaluation with consideratlon of a dose reduction
was done since 7/22/04,

Interview with the DON a@nd ADON on 12/15/05 at

8:30 AM conflrmed there was no evidence

non-pharmacological interventiors were

attempted.

3. Review of the 11/1/06 through 12/31/05
physiclan's orders showed resident #41 received
Ambien (hypnotic) 10 mg at bedtime daily.
According to the 2005 PDR Nurses’ Drug
handhook, page 1333, Ambien is a drug used for
the shott term tréatrent of insominia. The
fallowing concerns were idefitifled.

a, Review of the medical record revaaled
there was ho evidence an assessment was dene
to determine the cause of the resldent's insomnia.
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b, Review of the sedative/hypnotic monthly
records revealed there was no evidence of
monitoring done during November 2005,
c. Review of the sedative/hypnotic monthly
records revealed there was no evidence
nan-pharmacological Interventions were
attempted to address the resident's insomnia
during November or December 2005,
Interview with the director of nursing and
assistant director of nurging on 12/15/05 at 8:30
AM confirmed thete was o evidence of
assessment, monitoring, or non-pharmacolagical 483.25(1)(2)Based on a comprehensive
Interventions done. assessment, this facility will ensure that
residents who have notused
F 330 | 483.25(1)(2) ANTIPSYCHOTIC DRUGS F 330| antipsychotic drugs are not glven these
88=0 : drugs unless antipsychotic drug therapy
Basgd on a comprehensive assessment of a is necessary to tredt a specific
resident, the facility must ensure that residents condition as diagnosed and
who have not used antipsychatic drugs are not documented i the clinical record. This
given these drugs unfess antipsychotic drug will be accordplished by (inchiding but
thierapy is necessary to freat a specific condition not limited to): ‘
as diagnosed and documented in the clinical
record. 1. The facility Policy and Procedure
for psychotropic medication has
This REQUIREMENT o ot met as evidancad g Mool Dt
i and Consulting Phatmaci 5 pac ;
Based on medical record review and staff oo umn ~ }nv; 5 (P G oo St:;ﬁ: be 1/11/08
Intarview, the facility failed to ensure there was P A st v Sl e
adéquate indication for the use of antipsychatics educated on the facility Policy and
for three of five sarmpla residerits who were Procedure for psychotropic
started on antipsychotics (24, #27, #40). The medications
findings were; ' 1/13/06
4., During an Interview on 12/14/05 at 6:40 PM, 3 Aupdated fiskibenofit smatyels of
the administrator stated she was awats there has been wc);l;ved from his/h
were [ssues with psycholropic medicatlon use in attending physiciad, o
the facility. The administrator stated facility staff encing prysiciatl 1/9/06
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had not gotten together as a téam to discliss | 4

residents on psychotropic medications since
March 2005. The administrator stated the facllity
was not doing what it should be regarding
psychotroplc medications, such as assuring the
medications were appropriate and dose
reductions occurred as needed.

non-pharmaceutical interventions. 1/13/06

5. Aresponse to the pharmacist
consultation has been received for
resident #27. He/She has received

2. Review of physician orders showed resident
#24 received Zyprexa (anfipsychotic) 2.5
miligrams (mg) at bedtime since 1/21/04. The

diaghosis assoclated with the use of the drug was an assessment for insornnia and the
depressive disorder, Review of the behavior care plan has been updated as per
monitoring sheets showad the resident was being the physician orders and
monitored for combativeness and refusals of asscssment results. 1/13/06
care. Review of the October, November, and ' ,
December 2005 sheets showed the resident did 6. Resident #40 has reccived an
not exhibit any behaviors, Review of a pharmacist assessment for the use of Haldol as
report dated 4/5/05 showed the pharmaclst was . - prescribed, including an updated

| recémmending an acceptable dlagnosis for the DISCUS assessment tool, .
use of Zyprexa. The physician did not act upon Physician ordets have been
the report. Review of another pharmacist report received and the cate plan .
dated 10/4/05 showed "...Depression is an updated. , 11/13/06
inappropriate diagnosis for an antipsychotic
medication and will be a survey tag for the 7. The IDT will continue to review
facility." The physiclan did not act up?n the'report. the reports of the Consulting
Review of the facllity's antipsychotic flow sheets Pharmacist, The QA activity
showed "...antipsychotic drugs shoutd not he monitoring the physician response
used when the only indication is one ar more of to the IDT/Phartmacist
the fpllowing:....depressi‘on. ." Revlew of the recommendations will be re~
medical record revealed no docgmentahon to instituted and continued for a
show why an antipsychotic medicatlon was minitmum of one yeat. Results will
appropriate and necessary for the resident. On be reported to the QA committes.

12/16/05 at 10;30 AM, the administrator

confirmed there was no documentation to clearly
show why the resident was on the medication, nor , 8
a risk/benefit statement from the physiclan. '

(Attachment #6) 1/11/06

The Director of Nursing Services
is responsible for compliance with
the standard.

3. Review of physiclan's orders showed resident
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#27 recelved Seroquel (antipsychatic) 25
milllgrams (mg) at badtime for insomnia since
32104, Review of the 3/15/05 and 6/1/06
Minimum Data Set (MD8) review notes showed
the resident received Seroguel to aid In sleeping.
Review of the 3/12/04 pharmacist report showed
*...Seroquel for insomnia?" Review of the facllity's -
antipsychotic flow sheets showed ", .antipsychotic.
drugs should not be used when:tha only indication
is one or more ofthe = _ -
following:....insomnla..."Review of the medical
record revealed fhere was no assessmsnt to
determine to the cause of the resident's insomnia,
and the reason for the use of Seroquel. During
interviews on 12/16/05 at :45 AM and 10:30 AM,
the administrator stated there was no assessment
because the insomnia was a long standing
problem for the resident. The administrator stated
prior to admission, the resident took Ambien
(sedative-hypnotic) to help sleep, and she wasn't
sure why the resident was now prescribed an
antlpsychotic. The administrator confirmed there
was no documentation to clearly show why the
resident was on the meadication, nor a risk/benefit
staterment from the physician.

4. Review of the 11/1/05 through 12/31/05
physician's orders for resident #40 revealed
he/she recelved Haldol (antipsychotic) for
symptoms of abnormal waight loss since 2/22/05,
Review of the November and December 2006
antipsychatic monthly records revealed the
resldent was being menltored for refusal to eat
and refusal of medications. Review of the 10/4/05
consultation report from the pharmacy showed
the pharmacist was requesting an acceptable
diagnasis for the use of Haldal, Review of the
facility's antipsychotic monthly record flow sheets
showed "antipsychotic drugs shouid not be used
when the only indication is one or more of the
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following:.....uncooperativeness..." -
in addition, review of the 10/4/05 consultation
report showed the pharmaclst recommended
discontinuation of the Haldo! and a re-evaluation
of the resident’s need for antipsychotic drug
therapy. The pharmacist recommended that if thé |
resigent did need antipsychotic drug therapy,
treatment with an atypical antipsychotic would
have less risk of extrapyramidal symptoms (side
affects of antipsychotic medications such as
tremors) than Haldol,-Observation at dinner on
12142105 and at breakfast on 12/13/05 revealed
the resident had significant hand tremors which
made eating difficult, Review of the entire medical
record revealed the most recent
DISCUS-Dyskinesia Identification Systam: _ -
Condensed User Scale (a too! used to monitor
antipsychotic medication side effects) was done
on 12/18/03. Interview with the administrator on
| 42114/05 at 11:05 AM confirmed there was no
evaluation to show why the resident was on the
Haldol, nor was there a review by a physlcian
since 3/10/05. 483.25(1)(2)(i) This facility wilk
- ' ensure that residents who use
F 331 | 483.25()(2)(ii) ANTIPSYCHOTIC DRUGS F 331] antipsychotic drugs receive gradual
§5=D _ dose reductions and behavioral
Based on a comprehensive assessment of a interventions, unless clinically
resldent, the facllity must ensure that resldents contraindicated, in an effort to
who use antlpsychotic drugs receive gradual dose discontinue the use of these drugs. This
reductions, and behavioral interventions, unless will be accomplished by (includin. but
clinically contraindicated, in an effort to ‘not limited to): s
discontinue these drugs. '
1, The facility Policy and Procedure
This REQUIREMENT s not,met as evidenced - ﬁ‘;gg?;,‘;:ggg‘:;g;‘g;:;;“g;
;);sed on staff interview and medical record tha input of the Modicn' Diroctor
" . .
review, the facility falled to ensure one (#7) of five - and Consulting Pharmaoist. 1/11/06
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saniple residents using antipsychotic medication . 2. RN/LPN staff have been re-
received gradual dose reductions. The findings educated on the facility Policy and
ware: Procedure for psychotropic
medications. 1/13/06
1. During an interview on 12/14/05 at 6:40 PM,
the administrator stated she was aware there 3. ‘The use of Zyprexa by resident #7
were issties with psychotropic medication use in has been evaluated by her
the facllity, The administrator stated facillty staff physician and documentation hay | ot i
had not gotien fogether as a team to discuss been completed. oo T
residents on psychotroplc medicatlons since hw?:’:“‘ R 2 £01 U:ﬂeﬂf 1/13/06
March 2005. The administrator stated the facllity * 4.9 The IDT will continue to review 'CJ““’"."'F"“'—QWE o
was not doing what Is should be regarding . the reports of the Consulting in dheed
psychotropic medications, such as assuring the Pharmacist, The QA activity
medications were appropriate and dose monitoring the physician response
reductions occurred as needed. to the IDT/Pharmacist
o ' recommendations and will be re-
2, Review of the 11/1/05 through 12/31/05 etted nd oontomed for o
physician's orders for resident #7 revealed an minimumn of one year. An
order dated 12/30/04 for Zyprexa (antipsychotic) additional QA activity will be
5 milligrams (mg) daily. Review of the entire reported quarterly that monitors atl
medical record revealed there was no dose . ] o
, - residents receiving a psychotropic
reduction attempted and no documentation as (o medication and the status of do
why a dose reduction was coniraindicated, reduction efforts. Result m.bse
Further review of the medical record revealed the reported to th r. A o V:t ¢
Zyprexa was not evaluated by a physiclan or the ‘ftt ;m" X ;6Q commitiee,
facility since 3/16/08, (Attachment #6) 1/11/06
: _ 5. The Director of Nursing Services
f;g?g 483.60(c)(2) DRUG REGIMEN REVIEW F 430 is responsible for compliance with
= , . the standard.
The pharmacist must report any irregularities and ‘
these reports must be acted upon.
This REQUIREMENT Is not met as evidenced
by
Based on medical record review and staff
interview, the facility failed tc assure the
pharmacist's reports were acted upon by the
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physician for two of fourteen sample residents that the pharmacist will report any
(#24, #40). The findings were: irregularities and these teports mustbe
: ‘ acted upon, This will be accomplished by,
1. Review of the medical record for resident #24 but not limited to:
revealed the pharmacist had made _
recommendations to the physiclan regarding the 1. The pharmacy recommendations
use of Zyprexa (antipsychotic) on 4/56/05 and regarding the use of Zyproxa by
again on 10/4/05. There lacked evidence the resident #24 has boen acted upon by
physician had acted upon either report. On the physician and documentaticn
12/14/05 at 6:40 PM, the administrator confirmed placed in the chart 1/9/06
the reports were not acted upon by the physiclan. )
2. Review of the 11/1/05 through 12/31/05 . . .
physician's orders for resident #40 revealed 2 'rrhc f;'.im:;‘:stsmgﬁﬁgzgﬁu:’ns
he/she received Haldol {antipsychotic) for cg.ii ltiflo hu e b . do b
symptoms of abnormal weight loss since 2/22/05. rosident 7 a"'g deen acted upon oy
Review of the drug regimen review for 5/6/06 the physician and documentation -
ravealed a recommendation by the pharmacist to placed in the chart. 1/13/06
clarify the diagnosis of abnormal loss of weight for , ,
Haldol, Review of the 10/4/05 consultation report 3. Resident#40 has received an
from the pharmacy showed the pharmacist was assessment for the use of Haldol. The
again requesting an acceptable diagncsis for the care plan has been updated based on
use of Haldol. in addition, the 10/4/05 the results of the assessment, 1/13/06
consultation report showed the pharmacist _ _
recommended discontinuation of the Haldol and a 4. The IDT will continue to review the Fere
re-evaluation of the resident's need for reports of the Consulting Pharmacist, “T =4 e §=
antipsychotic drug therapy. There was no The QA activity monitoring the yest
physlician response to the 5/6/05 and 10/4/05 physician response to the
pharmacy recommendations. Intetview with the IDT/Pharmacist recommendations will
administrator on 12/14/05 at 11,05 AM confirmed be re-instituted and continued for a
there was no evaluation to show why the resident minimum of one year, Results will be.
was on the Haldol, nor was there a review by a reported to the QA commitiee,
physician since 3/10/05. (Attachment 6 ) 1/11/06
5. The Director of Nursing Services is
responsible for compliance with the
standard.
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