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F-000.| INITIAL COMMENTS, F 000
The following common abbreviations are used
throughout this doctiiient:
. ONA:Certified Nurse Aide
| DON:Diréctor of Nursing
1 LPN-Licéhsed Practicsl Nurse
MD8-Minimiim bafa Set
RN-Registered Nurse ;
MAR-Mé&ditation Adminlstration. Record i
TAR-Treatient Adrainistration Recard ; {
L8ss comm'ohiy tiged abbreviations wiil be | L
anniotated in sach deficiency. ‘ R
F 156 | 443, 10(b)(5) {10}, 483.10(b}(1) NOTICE; OF F 158 F156
58D | RIGHTS, RULES, SFRV[CES CHARGES l
: . - 10/8/12
The facility must infof the resident both orally | The medical record for resident #19 was
and fnwriting Ini a language that thé resldent ~ reviewed and corrected to reflect the
viidarstands of his of fier rights and:all rles and appropriate resuscitation status and
régulations govéming resident conduct and | the resident’s wishes on 10/10/12. All
respongibilities during the stay in the facility. The | items now correlate together in showing
faCiilty st alsp provlde the resident WIth the the resident’s resuscitation status.
notled (if any) of the State developed under _
§1919(e)(6) of the Act. Such nofification mustbe | A new code status form will be completed
nitade priot o or upon, admission and duiing The each time a resident is admitted/readmitted
: résidant's s{ay Recelpt of such mformatlon and | 1o the facility. The IDT team will review
any amendments to it, must be acknowledged In ! each resident’s resuscitation status in
writing; ; quarterly IDT meectings. Any changes
1 Thie facility must inform esch resideritwho is o Peedlﬁg tolbe made WIHI]]DZmade i
entitled to Medicaid benefits, in writing, at the fime | immediately to ensure afl documentation a
of admission to thenursiig Facility or, when the 1 | resident’s code status is complete, accurate,
.| resident bacomes eliglbte for Madicald of the 1 and correlates together. :
ftems, and seivicss that ate Included in nlising : Lo
| facilify setvices dhder the State plan and for 1 Any concerns found by the IDT team will -
which thé résldentingy riot be chiérged, those be addressed immediately and reported in |
: oth&ritems-alid-§arvices that the faciity affers. if the quartelly QA meetmg E '
LAORAT R\Y WENSUPPUE ERRESENTATIVES SJGNATURE 7 TITLE T momE
’\7 ﬁ N __ACMINISTRATSR  |ohwo]12

Ay cjeﬂ&lenc.'y statemnt & djng with dfyasten fak Rﬁ!enotes 8 daﬂciency whlch the instuiutlon may be exgused fram conectlig providlig I 4 detémined thet

othér safegdards Brovide: iffigisnt: broteutlun tothe patlents, {Seemstruatlons ) Except for nursing homes. the findIngs sfated above are disc(osable 40 days
follow]ng'the-dale- of shuyedy whethar or ot §.plan of correctjen 18 providad: Fof nursing hpmes, 1hé abivé Findings e plang of corredlion are disclosable 14-
tays following: ihe dale these documents ara made avaliablé 5 the faclllty I deficlentles dre clted, il apiroved plah of Tordctionls réquistte to continiad

program 'artlcipati o
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1the amQunt of:charges forthos@ services; and

{ facllity and of charges for-those services,

1 for establishing eligibility for Medjcald, including

| sppuse.an equitab[e share of résources which
T down to Medicald &liglbllity fevels, ;

1 grotips such =s thie State suniey and ceitificatiol
-1 agéncy, thé State liceiisurd offlce, the State
| ombudsman prograifi, the profectlon and

| unity and a statement that the resident may filea ,
| complaint With.thg State suwey and certlﬁcatlon g

and for which the:resident may be tharged, and

Inform each resident when chengas are méde to
the items aind sérvices ggecified in paragraphs (5)
{I{A) and(B) of thia séction.

The facility mu&t inforth éach resldent before; or
at the time .of adinission, atd perlodically during
the resldent's stay, of seivices available Iri the

Including any chiarges for services ot covered
under Meditate of by-the facility's bef diem rate,

The fagility must furiish & written description of |

16l rights whichi Trichides: |

A deseription of the manner of protecting parsonal,
: finds, under paragraph (o) of this section;
' Ade.sc_nptlon of the requirements and procedures
the right o request an gssessient under section
1924{c) wrilch-determiines the extent of a couple's
non-exempt resources at {he time of

mstitutionaiizatlon and attrlbutes 1o the commumty’
cannot be considered avajlable fot payment

toward the cost of thé Institutiohalized spotise’s
medical caré in his of Rar process of spending

A posting of iames, adifésses, and téléphohs
numbers of all pertl nant State client ddvocacy

advogady network, dhd the'Metlicaid fratid coritrol

i

e : . : FORMAPPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES i OMB NO, 0938- 0391
1 STATEMENT OF DEFIGIENGIES 041} PROVIDERISUPPLIERICLIA (X2} MULTIFLE CONSTRUGTION (X3) DATE SURVEY
AND PEAN OF CORRECTION IBENTIFICATION NUMBER: e ' COMPLETED
_ A, BUILDING
N _ 535038 |Pvme . — 09/2012012 _
{ NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, GITY, STATE, 2IF €0DE
475 YELLOW CREEK ROAD
ROCKY MOUNTAIN GA NSTO e T e T
KY MOUNTA RE = EVA N _ _ﬁVANSTON WY 82930
(><4) i SUMMARY STATEMENT OF DEFICIENGIES | ? ) i PROVIDER'S PLAN OF CORRECTION '?5’
FREFI% (EACH DEFIGIENGY MUST RE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR [5G IDENTIFYING INFORMATION) TAG | CROSS-REFERENGED TO THE APPROPRIATE DATE
i DEFIGIENGY)
F1 '56 Continued From page 1 “F 158
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VN P HEAL iR Dsiat _ FORMARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES ‘ , . OMB NO. 09_3850391
STATEMERT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUCTION {X3) DATE-SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: . ' © COMPLETED
A BUILDING
- |8, WiNG
‘ ) . 535038 i 08120/2012
NAME OF PROVIDER OR SUPPLIER' STREET ADDHESS, CITY, STATE, ZIP CORE
. TR — " 478 YELLOW CREEK ROAD

ROGKY MoU N CARE - E 0 AR A

o _Y_M NTAIN GARE EVANSTON . | EvANSTON, WY 52930 _

XD SUMMAIRY STATEMENT OF DEFIGIENCIES o __PROVIDER'S PLAN GF CORRECTION LG
PREFIX. (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX | . {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THEAPPROPRIATE | DATE

i BEFICIENGY)
| .
F 156 { Continyed From page 2

1 facilify, and-non-compliance with the acvarice

agency concerning resident abuse, neglact, and :
misappropriation of resident property In this

directives requirements.

The facility. must corfiply with the requitements
spaclfiéd ingubpart | of patt 489 of this chaptey
related t maintaining Written policles and-
procedures regarding advance directives. These
reguirernents includé provisicns to inform and
pravide, written information to'all adult fesidents
concefriing the right to accept or réfuse madical
or'surgical fréatinent and, at the individual's j
option, formulate an advance dirgctive, This !
includes a written deseription of the facility's
policies to implement advance directives and

i
|
.

H
1
!

_ a_pp_!,i'gam_s___ for admijsslon oral and written
| Infomation. abouf how to apply for and use

_ teceive refunds for previclis paynients Covered by

3 by

| tacility falled to énsure.the;advance diredtives

1 applicable State law.

 hame, specialty; and way of contacting the
| physiclarn responsible for his-or her care,

 such Benefits. i

The Facllity must infor ech rasident of the

The facility must prominently display in the facility
written-informatiors, and provide fo-resldents and

Medicare and Medicaid benefits, and how 1o

This REQUIREMENT is riot et as evidenced

.Bésed &h migdiéal récord r,eyiew‘ staif interview,
and review of the Wyoning Revised Statuiss, the

filed In the medical igpard accuratgly reflected the
resuscitation status for*t of 10 samiple residents
e i

_|=156}

4
1

i
%
i
1

t
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AND FLAN OF CORRECTION " |BENTIF/CATION NUMBER: A £OMPLETED
A. BUILEING
535038 _ BW’NG  bojzo012

NAMé'b? PROVIDER OR sﬁPPLIER
ROCKY. MOUNTAIN CARE - EVARSTON

STRERT ADDRESS, CITY, STATE, ZIP CODE
476 YELLOW CREEK ROAD

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY COR LSG IDENTIFYING INFORMATION)

K40
FREFIX
TAG

b
PREFIX
™G

EVANSTON, WY 82930

PROVIDER'S BLAN OF CORRECTION
(EACH CORREOCTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)

Y
i COMPLETION
DATE,

156 | CGontinued From pade 3

{#19). Tha findirigs wers:

Reviaw of tia medical fecord Showed resident
1419 Had a signeddocurnent dafed 1/13{12 to ‘
{ show sfhe Wanted 10 b tesuscitated In the event .
: of a respiratory of cardigc arrest, Revlew of the
' care plan Tast updated bn-9/10/12 showed the
i Fesldent's resuscitation status wag "do-npt
resuscitate.” An inferview with the DONon :
9/20112 at 11:55 AM reveeled the documentin the |
resident's chart did not reflect the resident's
current wishes for reguscltation. He sald the
resident had changed his/her wishes from
“resuscitate” fo "do not resuscitate” and that the
medical record docymet should be.cariected.
The DON seiid the care plan was abeureta,
however, interview on 9/18/12 4t.7:30 PM with the
MDS coordinator revealed she'would fefer'to the
medical recofd to: determihe what'the redident's
code status was, rotthe tare plan. Reviewof the
Wyorning Revised Statutés, Title 35, Chapter 22,
36:02:404 SHoWad:"An individial with capacity
maly.rétrioke all or peirt'of an gdvande dirgotive,,.at
any ime and in any marinét that cormmunlcates
* 1a Iitention to revoke. Anyordl tevosation shall,

} as soon &4 pogsible after the revogation, ke _

- ddéumented in gwriting signed ahd dated by the

individual or a witness to the revocation.” )
483.15(g)(1) PROVISION OF MEDICALLY
RELATED S§QCIAL SERVICE

280
£8=D

The facllity must provide medically-telated soctal
services 1o attalfi or naintain the highest
practicabla physical, mantg), and psychosocial
wll-belng of each regident, "

F 156,

.
3
;
i
i
i
!

;
|
l*
a
!
I
1
I
3
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STATEMENT OF DEF[GIENCIES {1} PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUGTION, (X3) DATE SURVEY
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A, BUILDING
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SUMM}\RY STA'IEMENT OF DEFICIENCIES

Rewew offhe social services notes wiittei of
7:'30/12 and timed at 2:60 PM revealed resident:

] domg things: Reéyigw of the July 2012, Adgust
' 2012, and Septembér 2012-MARS, févealéd the
: resldent had been taking the antidepressant

thé social worker inforried nursing staff of the
resident's Increased depregsion so thay could
infotim the phiysiclan. Intérview with tha DON-on
9/20112.at 12:16 PM revealed the regidant had

cornicérns were idenitified:
a. Review of the enfire nuréing notes wriften

wags mfom}ed of that hursing addressed the
resident'sincfeased depresslon and fack of
interest in activities of daily fiving,

| h. Review: of the entire medical record

followed up with assessing, re-assessing, or
addressing the resident's Increased depression
and 1gss of interest In daily activities, Revigw of
the soclal services notas revealed tha hiéxt time
the resident was charted of by soclal deivices
was on 0/6/12.at 369 PM (38 days later) ang
these notes indicated the.resident approachéd
her 16 assist him/Mat il preparing a living will,

1 thfoat capoer:and s/hejust wafited ag Tittle pain
&s possible, otherw;se hothing heraio. These

#7 was "more depr&ésed" and had little Ihterestin

Prozac forsevéral years, According to heraotes

Iust leamed sfhe had throat caricer. The following .

aftsr 7/30M 2 revealed no evidenos the physigian

showed noevidence the designated social worker |

According to:thé adtes, the resident said gjhie hiad

1l
i
i
1
1

a1 n PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEF|CIENCY MUST SE PRECEDED BY FULL PREF(X {EACH CORREGTIVE AGTION SHOULD BE | COMPLETION
TAG REGULATORY QR LSG IDENTIFYING INFCRMATION) TAG CROSS-REFERENGED TO THEAPPROPRIATE ,  PATE
DEFICIENGY) |
' 1
. 250 | Continued From page 4 F 250 | F 250
—br;] I5:REQUIREMENT 15 not met as evidenced A new psychosocial assessment and PHQ-9-
Based ‘on medlcal record review and staff was complete.d for resident #7 on 10/10/12. + 10/10/12 A
interview, the Tacility failed to ensure psychosocial | It was determined that the score had :
heetls were met for 1 of & sample reslderits (f7). decreased and that the comparison between
The findings were; scores was situational based on the

i citcumstances in his/her life when the

| previous assessment was completed. The
 resident reported on 10/10/12 that he/she
! was not feeling depressed or needing

' additional interventions at this time. i

Upon completion of a psychosocial
assessment, PIQ-9, or visit with a resident ;
that indicates increased depression or need '
for additional intervention, the Resident
Advocate (RA) /Social Service Director
{SSD) will contact the physician’s office or |
other mental health professional. The !
RA/SSD will also place the resident on a
“hot watch” which will allow for each shift
to monitor the resident’s condition until
resolved.

{Any concerns will be corrected
i immediately and will be reported to the QA
committee on a quarterly basis.

E

|
l
|
I
L. i

FORM f;m_s-zge;{(og-‘gg) Provious Versions Obsolite
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DEPARTMENT OF HEALTH AND HUMAN SERVICES - FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . - . .. OWIB NO, 938-0391
STATEMENT OF DEFICIENCIES (%1) ‘PROVIDER/SUPPLIERICLIA {43) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IGENTIEICATION NUMBER: o COMPLETED
A BUILDING TR
SO P ... WG ) 0120/2012_
NAME OF PROVIDER QR SURPLIER STREET ADDRESS, CITY, $TATE, ZIF.CODE
i . ‘ 476 YELLOW CREEK ROAD
CKY <E P VLI RERR
RO 71 Y MOUNTAIN C.ARE. -VAF\JST.ON. o - EVAN.ST.,O.N},-W\_’.SZQ(SU. | o
Ve | SUMMARY STATEMENT OF CEFICIENCIES I m "'PROVIDER'S PLAN OF CORREGYION™ eon
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY'FULL | PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGLHATQRY OR LSG INENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APFROPRIATE "DAT
i ) . D.EFIGII'E.NGY)
I 260 | Continued From page 8 I F2s0
.notes alsq Indleated the residert wanted to be
changed from a full resuscitation o a do not:
resusoitafe slatus, ‘ . , :
o. Interview with the DON on 9/20/12 at 12:1% :

P vetified he was unable to find additional
information in regard to treating this resident's
fcredsed depression. He said the resldent was
already on arf-antidepressant medication (Prozac)
but perhaps It was not working based upontie
resident's new terminal diagnosis. Inferview with
the suclal services designes.on a/20/12 41 8:05
AM revealed she was new as a.soclal service !
designee and was still learhing which Tssues i
_ !'should have follow-up. ' : .
F 2721 483.20(b)(1) COMPREHENSIVE F272.
g¢=p | ASSESSMENTS i

The facilly must conduct initfally and periodically '
a comprehensive, ascurate, staridardized
reproducible assessmeht of éach residefits
functional capacity..

A facility must make a coripteherisive
assedsment of d resident's needs, Usivig the
résident asséssient Instrument (RA) specified |
by the'Stafe. Thé assessmiant filst Inelide-at |
least the following: _ ;
identification and demagraphicinformation; !
Clistornary routing;

| Cognifive Patterns;

Cofmilhication;

Visior; .,

Mood and behavior fiatterns;

Psychosocial well-being; .
Physical fungtioning.and struefural problems:
Contingnce; o

Dissase diaghosls and health condifions;
Dental and pufritional status; : : i
FORM {MS:2567(02.99) Proviots Versiolis Obsclele Evant IDVDZZH Cracilty :ivvosss  ifcontinuation shest Page. € of 37
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO. 0938-0381
'STATEMENT OF DEFICIENCIES {(X1) PROVI DER/SUPPLIER/GLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: » o ‘COMPLETED
K BUNDING
535038 B NG 09/20/2042

NAME OF PROVIDER OR SUPPLIER

ROCKY MOEUNTAIN CARE - EVANSTON

STREET ADDRESS, GITY, S8TATE, ZIP CODE
475 YELLOW CREEK ROAD

EVANSTON Wy 87930

" Speclal freatments and procedures;

1 1, Review of the 4/20/12 quartedy and 7/18/12

1 conducted.

Medications; |

D|scharge potentlal;

Cocumentation of summary information regardlng
the a;!dltional assessment performeci on the cafe
areas.triggered by the gompletion of the Minimum
Data Set (MDS); and

Documentation of participation in assessment.

This REQUIREMENT s iiot ingt as evidencsd |
by: i

| Based ofi staff interview gnd megical reeorcl

review, thi facllity falled to ensure sompriehensive | l
assessmeénts Were pérformed In a variety of
aréas for 3 of 7 sample residents (#10, #17,
#_4_0) The findings wére:

sjgmﬂcant change MDS assassients, sacfion J,
for regident #17 showed the interview and
assessrent for pajt) was not done.

2. Review of fhie 5/14/12 annual MDS
assessment aectlon J, for tesident #40 showed
an Injerwew and assessment for-pain was hot

3. Review of the 7/3/12 quartérly MDS
assessmentfor résidént #10 showed sections ©

i.

were reviewed for resident #17. Tt
was found that section J was
completed and the staff
assessment for pain was done at

i the time of the assessment, The
PDF file that was generated for

and corrected.
The annual 5/14/12 MDS
! assessment fro resident #40 was

It was found that section J was
completed and the staff
assessment for pain was done at
the time of the assessment. The
PDR file that was generated for
printing was found to be defective '
and cotrected.

A new comprehensive assessment
will be completed for resident #10 |
by 10/31/12. This assessment will
accurately reflect the resident’s
current level of function.

Training will be completed with the
RA/SS to ensure correct, accurate
completed of sections C and D of the

MDS. ,
Audct (0 Pancernt MWJ@,&L

Any concerns will be reported to the
. QA committee.
i

H
i

L

printing was found to be defectwe

reviewed and found to be correct. ,

e

(X4} 1D SUMMARY STATEMENT OF DEI‘ICEENCIES R [ ' PRO\(]DERS B1.AN OF GORREGTION | (x&é N
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED 8Y FULL P OPREFIX (ACH CORRECTIVE ACTION SHOULDBE ' GOMPLETION
TAG §  REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
: DEFICIENCY) :
T ! = ST — » l
i i . F 272 |
F 272 Contmued From page 8 27 '
Skin cond[tlon?, 1. The quarterly MDS 4/20/12 and | 10/31/12
| Activity pursuit 7/18/12 significant change MDSs

i
I

|
i
|

FORMGMA-2567 (0268 Pavicis Versiors Obsaléts

{
f
: anid D 'were not-completed for gognitive fattern ;
i

Evénl lb:\szﬁ

Eaclity 0:\W0025
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DEPARTMENT'OFHEALTH AND HUMAN SERVICES ) %‘ \("b\‘ (4 :FQRMA"F’PEOV_ED
. GENTERS FOR.MEDICARE & MEDICAID SERVICES O . OMB NO, 0938-0391

STATEMENT OF DEFICIENGIES {%1) PROVIDERIBUPPLIER/GLIA (X2 MULT’JPLE»GQNaT:RﬂCﬂQN {¥3) PATESURVEY
AND.PLAN OF GORRECTION IDENTIFICATION NUMBER: N COMPLETED
. \ A BULDING
e _5as03g I G S — L. 0912012012
NAME OF PROVIDER OR SUPPLIER STREETADORESS, iTY, STATE, 2P CODE
N - . . " 476 YELLOW CREEK ROAD
sy | SUMMARY STATEMENT OF DEFICIENGIES n | " PROVIDER'S PLAN OF GORREGTION ix8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL 1 PREFIX | (EACH CORRECTIVE ACTION SHOULD BE BOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I e l CROSS-REFERENCED TO THE ARPROPRIATE DRATE
‘ ! DEFICIENCY)
i 272 Continued From page 7 F272]
and mogd, | I
: ¢
4, nteryiew with {he MDS-goordihator on 9120712 |
at 12 PM revedled she was not aware the :
; assessments-were not completed and did not g
| know why those sections werg, blank. _ i ‘I
F 278 483.20{¢) - (|} ASSESSMENT o F278i F278 j _
85=D | ACCURACY/COORDINATION/CERTIFIED ; 10/31/12°
. _ ' o 1. A new comprehensive assessment :
The assessment must acourately reflac the will be completed for resident #10°
resident's status. by 10/31/12. This assessment will
_ . duct dinat ' accurately reflect the resident’s I
Aregtored gl condict o ordol caret el of funcion
 a8EessmMent approphat 2. MDS dated 7/18/12 for resident
| participation of health professiopals. { #17 will be revised by 10/31/12 to
A registered hurse must sign and certify that the : reflect the accurate weight of the |
assessment is completed. resident. |
Each indlvidual who completes a portioh of the Ten percent of all completed MDS i
assessment must sigh-and céitify the ageuragy of | assessments will be audited for accuracy by
: that portion-of the assessment. : the MDS consultant once per month. Any
_ . ‘ o o - concerns will be addressed immediately
| Uridér Madicare and Medjcaild, ax individual whe - and reported to the QA committes.

L willfully -afid knowingly ceftified & roatedal and
 false statemerit in a résldent assessmentis
 subject-to.a ¢liil fiohey pehalty &f not mors tan

| $1,000 for each assessment; or #n indlvidual who-
- willfally aid knowingly gatises gnotherndividual
to cerlify & material and falsq statement i a
resldent assessiiont ls subject to a civil money
penally 6f not niote than $5,000 for sach

_ assegsment.

Clinical disagreement does not constitute a
mateiial and false_statement.
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F 278 1 Goritinued From page 8 . Fos
This REQUIREMENT Is not miet as evidenced
by:

{ Basdd ori thedical tecord review arid staff
Interview, thé facility falled to énsure the MDS
assedsments accuratély reflacted thé resident's
statlis for 2 of 7 sample residents (#10, #17). The
findings were! )

1, Review.of the 4711712 adilssion MDS |
‘assessment, saction B, showed resident #10
Gouild tnake hinftierself tnderstood and usualy

uriderstood verbal content, comprehending most |

of a conversation. Review of sectiois CandF |

showed the ntérviews wers not gonducted ¢ .
because the resident rarely/never understood. i |

i

inferview with the MDS coordinator on 8/20/12 at
12 PM veiified sections G and D:werea inaccurate
becaise tha resident did understand verbal

‘ content and cauld make him/herself undetstood.

|5 Raview of the 7/18/12 significarit change MDS. |
assessment for resident #17 showed s/hs
triggered for nutiitional status. However, Téview of
the MDS section K (K0200} revealed the
resident's-weight was not recorded. This'section
| was left blghk,

F 279 | 483.20(d), 483, 20(Kk)(! yDEVELOP

. e 3

55=£| COMPREHENSIVE CARE PLANS

F279

T P

i Afacllity must use the results of the assessment. |
to develop, review and ravise the rasiderit's
| comprehen sive plan of care.

: : : |
' The facility must develop a sormigiehensive cate. ; i
. plan fof gach resident that Inclidés medsurable | 1 i
| objestivesand timetables to meét g regldents |

| inadical, fursing, arid hiental and psyohesocal |
i

b

L
| needs that are identified i the compréhensive % : !
. . | ;

1
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This REQUIREMENT is not met as evidenced
by _
Based on observation, medical record review,

and staff interview, the facility falled to devélop a

1 care plan.to include measurable objectives to

meet-the resident's needs for 5°6f 10 samiple |
residents (#7, #10, #18, #37, #40). The findings

1 were:

1, Review of hé 4/11/12 ddmissiofi MDS !
assessment, sectio V, for fesident #10 showed |
]
i

| she was 10 havé care plaris developed in the

| followlng cére-areas; visual funttion, prgssure

| ulosks; Bnd falls. In addition, review of the MAR
 shbwed the resident received medication for: pein.
Thie following conceriis weré ideniified;

&, Review of the 4/11/12 care drea o
Hasessmant (CAA) for visual function showad thg
resident had difficulty watching the television or
reading material of [ntergst” In-addition; the
vesident had reating glagses. Reviewof the bare
plan last updated on 8/5/12 showed a care plan
was nof developsd for visual function,

: b. Review of the 4/11/12 CAA forpressure
“tileers showed the resident satina reclinerthe !

w10  SUMMARY STATEMENT OF DEFICIENCIES i L O R riOULD U o i
TR S P I
: DEFICIENGY) |
|
F.279| Contirued Frdm page 9 F 279, ¥279
dsaessnisnt, .
. The care plans for resident #10 were ' 10/31/12
The oare plan thust describe the-servicas that are reviewed. Caihplags: .ﬁe _f/uﬂ%;t
to hefumished to aitaln or maintain the resident's agefiraierandAn. plaCo-forth _?110_’ i’ ,3\
highest praicticable physical, mental, and /;%ﬁx yik0a) /f;? % el é;/’/g Q‘[/ Qﬁ’é
psychosocial well-héing as réquired under wsle d et} Aske’A care plan for pain |
§483,25: and any 8&1vies that woyld otherwise management ‘was developed for 1,
| be reciuifed under §483.25 but are rot provided resident #10 by 10/31/12. *!
| dug 10 the Tesident's exercise of rights tnder 2. A care plan for nutrition was ‘I
| §483.10, .I,UC[.U.d!nQ the right to rafuse treatmenit developed for resident #18 by
: under §483:10(b)(4). - 10/31/12. A care plan for oral/dental |
f care was developed for resident #18 on

and corrected immediately. !

10/31/12. !
Care plans for all of the following !
areas were developed for resident #37 |
by 10/31/12: vision impairment,
activities of daily living, nutrition, l
oral/dental care, and pain. |-
A care plan for visual impairment was |
developed for resident #7 by 10/31/12. ’
Care plans for nutrition, hydration, and ;
oral/dental care were developed for 1
resident #40 by 10/31/12.

One-third of completed comprehensive
assessments each quarter wilt be g
audited and presented to QA :
committee for the next nine months
and as needed thereafter. The QA
committee will be making sure care |
plans are being completed for areas
that are triggered on section V of the
MDS. Any concerns will be addressed
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F 278 | Conlinded From page 10 :

{ritalority" of hisfhieF day. In addition, the resident
had alteted mability. Observation on 9/18/12 from |
9216 AM thicuigh 11:46 AM showed the resident’
sét In hisfher reclingr the entire two and ons-half
' hours, Revieiv-of the care plan last updated on

1 9/5112 showed a care plan was ot develoged for
presstire ulders, o S

g, Review of the 4/11/12 CAA for falls showed
the résident had impalred balance during
transitions ahd weakness, Review of the 9/15/12 |
i hlirsing hotes timed at 4:20 PM showed the :
i resident fell. Review of the care plan last updated
on 9/5/12 showed a care plan had not beean
gdeveloped for falls. . o

d. Review of the August 2012 and Septemmber |
2042 MARs showed the resident received the i
medication Tramadol 50 milligrams for-géneral |
pain 16 times between B/2/12 arid 8/7/12. Review |
of the care plan showed a care plan was not i

developed for pain managemint, |

9. Réview of fhe 6/22/12 dnriugl MDS, sgction’V,
for jesident #18 shoWed &/tié wis o have care i
plafis developed in tie following aréas; nutiitional |
status &fd dantal care. The feliowing dongerns !
wereidenfied: ‘ \
a, Review of tie 6/22/12 GAA for pufritiongl
status showed the rasiderit was on a no.added
st diet with ground texture. In addition, sihe was
oh'weekly weight monitoring because s/he wag at
fisk for “poor nutrition:"' Review of the care plan
last updated oh 9/10/12 showed a care plan had
| hot been developed for nutrition.
| b. Review of the 6/22/12 CAA for dental care !
i showed the resident had no ratural tegth or tooth
Hragments. In addition, sihe had "function! :
! limitatior (n upper extremity range of motion i
{ IROM]." Because of the resident's fimitted upper
1

Fo7i -

1
] !
}

t
!
i
|
|
|
i
]
i
{
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F 279 Continuad Ffom pags 11
extremity ROM, sihe required, assistance with oral

hygiene. Review of the care plan last updated
9/10#12 showed oral and dental care was not
addressed in the care plan.

3. Review of section V of thé 7/24/12 adwiissioin
MDS assessment fof resident #37 shawed the
following areas triggeréd for'comprehetisive
review: vision impairiient, activities of daily living
(ADLs), nutrition, dental cate, and pain.
According to the CAAs in thase ar¢as, LIpon
completian of thé comprehierisive assessments,
staff made a decisfon to gare plah those dame,
arbas. Review of the 7/19/12 care plan, however,
showeéd o evidence a cata plan was déveloped
to address each of those arkas:

| 4, Rebiew of the 7/18/12 anhual MDS ,
assessrijent fér tésident #7, ségtion V, revealed
vision impairment triggered forcomprghensive
review. Accdiding fothe CAA, after performing
the coripréhensive assessment, staff made a
desision to:develop a care plan fo gddress visual
; impairment, However, review of the 712712 care
| plan showed visual Impairment was not

. addressed In the care plan.

I

© &, Revigw of the 6/14/12 annual. MDS
assessment, section V,for resident #40 revéaled
sihe Triggéred in sevéral aréas including
nutritional stdtus, hydration and eral/denial.

| However, review.of the fésideit’s careplany

| showed there Weré no care plars addressing
these three caré atehs. '

8. An interview withi the'MDS coordingtoron
9/20/12 at 12.PM:révealed care plang needed o
be developad &6 indicdted on the:MDS

F 279

b

H
i
|
i

E
!
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279 | Continued From pagé 12 LOF279
asse‘ssment seotion V.
F 280 | 483.20(d) (3 A83.19(k)(2) RIGHT TO F 280
88=D PARTICIPATE PLANNING CARE-REVISE CP F280
| The resident has the right; unless-adjudged i Resident #17°s care plan (risk for 10/31/12
fincompetentorother\mse fourid fo be ! falls dated 7/3/12) was reviewed;
; |ncapamtated under the laws of the State, 10 and revised by 10/31/12 to reflect
s participate in plenning care and teatinent.or his/her  appropriate  level of
{ changes in'caré and freatment. finction at this time. All care!

Acomprahenswe care plan mist be deveioped

! withirr 7" days aftef ths completion of the
comprehiensive dssessment; prepared by an
Interdisolpfinary team, that ncludes the attending
physician; a registered hilise With rESponsfbmw
fdr the resident, and-othar appropriate staffin
disciplines as determitngd by the resident’s needs,
afid, to'the exfent practicable, the participation of
the resident, the resldent's family or the resident's
legal represenfatwe ahd: penodicaily reviewed
and revised by a team of qualifled parsons after:

each assessment.
I

This REQUIREMENT is-not met s evidénced
by:

', Based on observatlon, carg plan review, and

! staff interview; the facnliiy failed to revise and
| implement thé care pldn a8 vidsdsd for'1 of 10
 sarple resideits (#17), The findings were!

(#17) showsd the regldent was af risk for falls;
Review of té dare plai, approachea ta prévent

*fallg inchided the followmg tonitoritia resident
for steadmeas and balance, agsire hghtmg was '

Review of the oafé plan dated 7/3/12 for résident |

i
¥
1
1

+
1

1

plans will be audited/reviewed’
quaiterly in conjunction with.
completion of quarterly MDS to
ensure the care plan is an accurate ;
reflection of the resident’s current !
functional status. Any concerns i
with the care planning process and
care plan accuracy will be
reperted to the QA committee on a

;uarterly ]a':lSIS

(,u/\o A D

r} Y e f’«»@«wQ’i
4/? O lofs

wptl lovg éz,ie’ v L5
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1
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. wrltten physician orders for 2-of 10 sample
: regidents (47, #37). In addition, the facilitiy failed

! to ensute staff clarified physician orders for 1 of
10 sample residents (#17). TH& findingswere:

' In regard to not-following physician ofders:

11, Review of the (1114 hospital history ard
| physical and the tiigdical record showed resident |
#37 hed didggnpses, Inaludifig h‘gpértengiqn. {

i

a1  SUMMARY STATEMENT OF DEFICIENCIES i i PROVIDER'SPLAN OF CORREGTION )
PREFIX (EACH DEFIGIENCY MUST 82 PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION. |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THEAPPROPRIATE | DATE
DEFIGIENCY) |
!
F 280 Continued From page 13 L F280 !
adequate, monitor the €nvirohment for Wet spots é i
of items placed below fleld of vision, afidto }
mofiitor for side effects fromi medications.
Howiavet, perlogic obsarvitions from 9/17/12
ihratigh B/19/12 showed the regldent was elther F 281
saated in & recliniri chair orwas in bed. An
interview on 9/18/12 at 10:48 AM with CNA#1 In regard to not following physician orders: | 10/31/12
revealsd "The staff always uses a kit to transfer
the residént from chalr to,bed." Duringan . 1 e order
ey
| resident was able to stand to transfer. For the 25 (rir}g ct’.ne t.ab everg ‘.iay‘ The 3
| past year we have only used a Hoyer lift to mz ication is now being given as ]
! transfer the.résident-from bed to chair and back.” | ordered. [
 Further interview verified the current care plan o ’»
i was not updated to accurately reflect the The nursing staff was educated on |
| resident's cutrent status. 0/28/12 how to accurately record
F 281 483.20(1(3)() SERVICES PROVIDED MEET F 281 glucometer readings in the EMR. l
gg=p | PROFESSIONAL STANDARDS ; Additionally staff have been !
I y . istructed that blood sugar values |
The services provided or arrgnged by tha facility must be recorded in EMR when
{ must magt professional standards of quality. blood sugar is checked. Nursing
staff in-setvice to be held on :
e ) 10/15/12 to review with staff the
| Thig REQUIREMENT Js.not met as evidenced importance of following physician i
. - n e orders and the procedure for blood
' Based on medical record review and and staff sugar recordin
Hntervlew, the fadliity falled to conslstently follow & &

i
Staff was educated on 9/28/12 on !1
how to accurately record O2 sats |
in the EMR. In-service to be held |
on 10/15/12 to review with !
nursing staff the importance of |
following physician orders and to
show staff how to document vital
signs (including O2 sats} on the
EMR.
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i _ DEFICIENCY)

F 281 2, On 10/10/12 resident #7°s record,
including physician orders, were
reviewed. It was determined the
resident still needs to have his/her

F 281 Continued From page 14 _
Review of the Augiist 2042 and September 2012
| physlgian recapitulation of orders for the resident
* showed an order, originally writién on 8/3/1t, for¢

: Metoprolol 25 milligrams (mgj) fo be administered ()2 saturation check every shift.
daily if hisfher blood pressure (B/F) reading was Staff was educated on 9/28/12 on *
! greater than 200/100. Interyiew with the DON on ’ how to accurately record O2 sats !
9/20/12 at 12:15 PM verified this order migant the in the EMR. 1t was found that the

resident should be administered the Metoprolal
only If the B/P was greater than 200/100; noton a
daity basis. The following concerns were

method for entering O2
saturations into the EMR was

dentifiad: pro!aleimatic and this led to ;
a: Review of the MARs, TARs, and nursing omissions of data. The EMR
notes for July-2012, Augisst:2012, and September Teporting was revised to include
| 2042 revealed the Metoprolol was administered : accurate, consistent measurement
"+ every gay with no evidence the resident’s B/P was of O2 saturations per physician |
 greater than 200/100. Inferviéw with the DON off orders, In-service to beheldon -1
- 9120712 at 12:15 PM verified not only Was it ' - 10/15/12 to review with nursing | !
i administered daily during those months, but that : staff the importance of following

the medication had been glven daily slricé the : ; physician orders.
order'was ittt thitesn months ago on 8/8/11. )

b. Reviety 67 the MARs, TARS; Vital signs
reporf, and nurging otes for July 2012, Aagust
2012, And Séptember 2012 ravealed the
residerit's B/P was not checked dally'so it wes
unkriown if the fhedicatlon was necessary or not. -
Review, of these'documents showed the
resident's B/P Was checked only one day in-July
2012; five days in‘August 2012, and once in
| Septémber fo date. (8/19/12). _

. ¢. During an interview with tha DONon
| 820712 at 12:15 PM, he verified staff had not
{ followed the physiclan's orders as writien and
 had, therefore; potentially administéred the
» medication incorrectly for more than one year. - |
t )i agdition, review of the medical record for :
: resident#37 showed sihe was admitted with :
: dlagnoses Including Disbétes, Review of the | |
| August-2012 and Septémber 20112 physician } i
i 1

1

1
|
|
1

t
|
t
|
i
!

f A

A — .
"FORM GMS-2667(02-99) Pravioug Versions Obsolaty ‘Eveit [D:VDZZ1

" racliyiiwyoes ' I contingation sheet Page 15 6737



Bt

PRINTED: 10/02/2012

DEPARTMENT OF HEALTH AND HUMAN SERVlQ.ES FORM APPROVED
__GENTERS FOR MEDICARE & MEDICAID SERVICES S ‘ OMB NO. 0938-0391
STATEMENT Ot DEF|CIENCIES 1) PROVIDER/SUPPLIERICLIA {%3) MULTIPLE CONSTRUGTION . {%3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER! . . COMPLETED
. A, BUILDING
535038 B wike 0/2012012

‘MANIE OF PROVIDER OR SUPPLIER
ROCKY.

MOUNTAVY GARE: - EVANSTON

BTREET ADDRESS, CITY, -STATE:, zZie GODEl
475 YELLOW CREEKROAD
_ EVANSTON, WY 82930

“PROVIDER'S PLAN OF CORRECTION

%) D " SUMMARY STATEMENT OF DEFICIENCIES mo , N
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX i {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TaG | CROSS-REFERENCEDTOTHEAPPROPRWATE i  PATE
! ”D-EF.IC|ENC"|") o . i
281 ' c : i In regard to not clarifying physicia orders:
% 2t ‘ontinued From pége 156 Foag] o az,
récapltulation ofdrders showed an order for ' 1. Resident#17°¢ medical record
fingerstick blood sugars twice daily on Tuesdays was reviewéd on 10/8/12 It was
and Thursdays and s reeded. The order was determined the resident had not
originally written on 8/2/11, Review of the August 1 1 used the Lasix for a number of
2012 MAR showed the reS:dent'swblpod sugar months, The order was !
was tiot obtained twice daily as ordered on ; : .
8/9/12,8/26/12 and on 8/30112. Jnterview wilf the discontinued on 10/8/12. “:
DON on 972012 at 12:15 PM verified this . . |

| informiation was accurate and that staff shoutd Qﬁi’;‘:‘ggﬁerﬂat 15 ambiguous, |

| have followed the physician's order. be clarified by the rurse

d Flﬁa“y, f@\!]ew Of th@ AUQUSt 2012 and receving the order. IH“SBI'.VICG to:
Septernber 2012 physfclan's orders showed an | be held on 10/15/12 toreview
arder for oxygen saturation (02 saf) readings ‘ with nursing staff the importance.
fwica daily and as neaded. Review of the MAR | of clarifying physician orders.
and TAR from 8/20/12 through 8/19712 showed | Additionally, the night nurse
staff did not obfain the 02 sals as drderéd.on 13 | and/or the Unit Manager will
of the 31 days. On 7 of the 13 daysthe 02 sats : review new orders for accuracy
were obtalned orice fid 6n6 of the 13 days the i and to ensure there is no
07 sats were not obtalied at-all, ntervieW with ’ ambiguity in the order. If any
the DON 6n 920112 at 12715 PM verified the. oroblem or ambiguity is found, the

| physiciai's ofdef was riot followed as viritten but order will be clarified with the
that it sfiould havé been. i physician.

: 9. Review of the 7/18(12 fe-admisgion MDS | %
assessment for resident#7 showed sihe had t f
shortness of breath while lying flat and upon ; i
exertion. Review of thaAugust 2042 and i :
September 2012 physician's recapifulationof |
orders for this resident ghowed:a{reatment order ‘ i
to chiegk histher O2 levels every shifton daily
hasls. Acoording to the August 2012 and ‘

. .| September 2012 MARs, this order was orlginally \
| wiitten upon the resident's re-admissiontothe |

] facility on 7/28M12. The following concerns'were : 1
identified: : o ! ;

| a.Review of the medical record showedthe | ! !

: resident's Q2 sals were not taken oh 8/7/12 aind ! | q

| 9/5112. i '; ‘
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B, Review of the medical record showed the | |
| resident's O2 sats weré ohtained anly once : 5
[ instead of every shift:as ordered on sleven days | '
during thie months of August 2012 and to date n
September 2012.,
c. The DON verified the above Information

was oorrest on 9/20/12 at 12,15 PM. He further |
sald physician orders should always be followed. |

'QEEARTMENT’QE !;!_EALTMH.AND HUMAN .SEF"\VICES_ v FORM APPROVED
.CENT_E_RS FOR.MED.ICARE"& MEDICAID SERVICES i OMB NO, 0938-0391
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A, BUILDING
o B, WING ;
e - - 535038 4 o T - 09/20/2012
NAME OF PROVIDER OR SUPPLIER STREET ADBRESS, GITY, STATE; ZIP CODE
T 474 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE - EVANS IR A
A_- EVANSTON » | EvANSTON;WY 82930 _
®a) 10 ,_ "SUMMARY STATEWENT OF DEFICIENGIES i b | PROVIDER'GPLAN OF CORREGTION . * %5
PREFIX (EASH DEFICIENGY MUST BE PRECEDED BY FULL | EREFIX | _{EACH.GORRECTIVE ACTION SHOULD BE ! coMbLETON
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) i TAG ! GHOSS-REFERENGED TO THEAPPROPRIATE & DATE
i i o DEFICIENCY) !
F 281 | Contiriued From page 16 L E 281 i
i |
!
[
!

3. According to the Wyoming Nursing Practice
Act of July 2005 and the Admifistrative. Reiles ind
! Regulations of Novembei 2003, page 3-6,

' nursing must function under the direction of-a,
licensed physician. z

| In regard to not-clarifying physician orders;

! 1, Review of the September 2012 MAR for

! residerit #17 showed sitie was prescribed Lasix

| 20 i to be administersd every other day and proj
(as nesded) for edema, Further review of the |
MAR révedled the ordet was inttiated 2/20/12.

| Interview with LPN #1 on 9.11'8.'_12 at 3:38 PM
revealed she did pot know to vthat degree-of

+ edema would riged 16 be &pparent before

+ carrying out the brdér, Duiing the Interview with

| the LPN, she said the order should be clarified |

i and specific edema parameters:should be !

! established as to when the Lasi would be givén | :;
| PRN. j

!
i
!
i
i
1

E 2. According fo "Nursing Malpractice” by Hanh

| Helm, copyright 2003, "...don't cafry 6dt afy ofder
from-a;physician if you havé doubts about its
accuracy-or appropriatéiiess. Foliow your fadllity's

{ policy far-olarlfying aribiguous orders:! |

| Furthermare, the sith edition of "Glinjcal Nursing -

| Skils-Basic to Advanced Skills" By-Sinith, Duell, 1

f
'
|
1
]
]
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CENTERS FOR MEDICARE & MEDICAID SERVICES . , OB NO. 0938-0391
STATEMENT OF DEFICIENGIES | {X1) PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY '
AND PLAN G CORRECTION IDENTIFICATION NUMBER: , e COMPLETED
.{A, BUILDING ;
5350SH {3 yane 0912012012

NAME OF PRéVJDER OR SUPPLIER
'ROGKY MOUNTAIN CARE - EVANSTON

STREET ADDRESS, CITY, $TATE; ZIP CODE
475 YELLOW CREEK ROAD
EVANSTON, WY 82030

" showed é/he Was adriltad with diaghosés

{ includlihg -Rhalmatold arthiitis and shronie pain.
Reviow of the §/3/12 adiission MDS asséssment
fof the resident showed s/he had pain frequenily
which had fiadeit difficult to slsep at night, The
tesident ratéd the worst palh d@s 7 out of 10 on a
! spale of 0.to 10 with 10 befig the.worst {(7THO).

| Review-of thé 5/3/12 care diéa agsessmiant
(CAA) for ths resident showed the pain was
muipulciskeiétaj (osteoarthrills) and limited

' histher day-to-day activitles. Continued review-of
’ the CAA showed the Jesident was currentlyon
, methadone-and pereocst; both hargotic pain

K4 1D ‘SUMMARY STATEMENT OF DEFICIENCIES L b PROVIDER'S PLAN OF GQRRECTION o)
PREFIX (EACH DEFICIENGY §iUST BE PRECEDED BY FULL | PREFIX {EACH CORREGTIVE ACTION BHOULE BE | COMPLETION
TAG REGULATORY OR (.G IDENTIFYING INFORMATION} i TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
: i DEFIGIENGY) »
| :
2811 Continued From page 17 i Fagi %
l 4nid Martin riotes, “if awmyitten orderis | ,
] ..questiondble for any reason, the physician must g
| B notified for ¢larifisation.” ! i
F 300 | 483,25 PROVIDE CARE/SERVICES FOR | F309{p 309
58=n | HIGHEST WELL BEING, 13112
| Each resident must recelve and the facility must Resident #34’s pain managoment
provide the niecessary.care and serviges to attain ' care plan will be reviewed and
or wiaintaln the highest practicable physical; ! revisions made by 10/31/12.
mental, drid psychosotial weli-being, In \ Other non-pharmacologic
accordance with the chmpiehelisive assessmeht % interventions will be included as
arid plan of care. ' ’ ? appropriate in the care plan in
addition to turning and
; repositioning. Nursing staff was
) ! in-serviced on 10/15/12 regardin
“bi".hia REQUIREMENT is not met as evidenced { the use of non-pharmacoloiic ¢
¥ y : inferventio in reli o
Based on staff intervisw and medieal récord nursing sta?i? iigii?;i:ﬁ;:ﬁo :
review, the facility lacked evidence nirsing Staff chart these interventions in the |
provided the necessary assessmeits, méniforing, EMR. Resident #34° smihe |
and nurslng measures to ensife adeduaté pain : onk #3478 pamn
| management for 1 of 4 sarmple residerits (#34) ”Sgssmem will be completed on
| who had pain, The firidings Were: or before 10/12/12.
¢ 1. Review of the iiadical rscord for fesident #34 | i All assessments, including the '1

pain assessment, will be
completed in conjunction with
admission and with quarterly
MDSs. Any concerns regarding
pain management will be reported
to the QA committee,

i
i

!
|
|
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STREETADDRESS, CITY, STATE, ZIP CQNE

(%4} 1D
PREFIX
TAG

'SUMMARY STATEMENT.OF DEFICIENCIES,
{(EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY DR L8C IDENTIFY:NG INFORMATION)

—

TAS
DEFIGIENGY)

o " PROVIDER'S PLAN OF CORRECTION -
PREFIK (EACH GORRECTIVE ACTION SHOULDBE | GOMPLETION .
| CROSS-REFERENCED TO THEAPPROPRIATE | DATR

F 309 Continued From page 18

| fesicett rated fhd paliy at 5/10; mipimal

| Included which was turning and repositioning.

1 review of the care plan sfiowed no evidence an
T acgeptable level of pain was established for the

meticatlons; yet sfhe confinued to exprass &
need for PRN (as.negded) pain medication.
\ecording to the CAA, (e resident spent mostof -
the time In bed and could not sit upright or :
| reposition him/herself. Review of the 7/24/12 !
L gUirterly MDS assessment forthe resident
showed s/he was on a scheduled pain medication
regiten for a diagnosis of chronic pain,
ostecarthritis, and Rheumatold arthritis. Review
alsp revealed ste had received or was offered
pajn medicatfon in the past five days. Review of
the September 2012 physiciar's orders showed
an order for scheduled methadene 60 rilligrams
{mg) twice daily and Lartab 7.6/500 (mg) one
tablat every 4 to & hours as nseded for ,
breakthrough pain. The following coridems With
pain:management werg identified:

a. Raviéw of the computerized medical
| recdrd revealed the régident coffiplained of pain
! rated at 6/100n 9/9/12 at 5:30 PM. The resident
i was administered a Lpitab 7.5/500 mig tablet for
th pain. Upon re-asgessinént af 6:24 PM the

inprovemeit. Review of the medical r acald
fevealed ho etiderice other alternatives were '
attempted to further reduce the resident's level of
pain. Revisw of the 7/30/12 care plan shiowed

only ons non-pharmgcological intervention was

Review of the medical regord showed no
avidence turnfrig or repositioning was attempted
to further-alleviate the residents paln. In addition, |

| Tesjdent. _

1" b, Review of the computerizéd riedical

{ record showed under the heading.of pain

| assessment, "o enfrles! was wirlttén. Inferview

i
I
F 300!
|
}
i

'

:
|
H
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DEFICIENGY)
F 309! Continugd From page 19 F 309!

with the DON oh 8/20/12 at 12:15 Pi.revealed i
o entries” Indicatsd no comprehensive pain
assessnient was performed, even though pain
triggered for, further revieiv on the 5/3/12 .
| adfriission MDS assessment, Ha veyified a
comprehensive, pain assegssmeht shdlld nave
hésh parfofired andan accaptable level of pain
deterfmined for thig res(dent.

I 312 | 483,25(a)(3) ADL CARE PROVIDED FOR F312| 312
s5=0| DEPENDENT RESIDENTS

! L e S, Peri cate in-service to be held fori
| A resident who Is unable to Carry out activifies of CNA staffon 10/31/12. Special !10/31/12

! daily Iving recelves thé necessary services
| maintain gobd nutition, greoniing, and persone!
and oral hygiehe.

‘ focus to be made on proper

{ cleaning of the peri area. Random:
; ; audits of peri-care will be |
i conducted once per month by Unit,
i Managet for the next quarter and |
as needed thereafter. Any i
concerns will be reporied to the
QA committee.

This REQUIREMENT ls1iot mist gs evidenoed
V. . . . :
Based on observation, medical record review; i

sind staffinterview, the taclily falled to ensure ;

| appropriate fncontinence care was provided ford - ;

of 10 sample residents (#18, #33,437). The ; g

findings were:. ‘ ' l

1, Observation on-8/18/12 al 9°AM showed CNA
#2 and NA#1 assigted rasident#18 with

| Incontinence gare. Observation showed NA#{

' gleansed the resident's coccyx but did nét

i clpanse his/her perinaufm wheré Uring had

]

i

contact with the Sk, RevieW of the resjdénts . \
822119 annual MDS assessfent showed the ~ '1
i

;

t

resldent required extensive assistarite with follst J
| use and pérsanal hygietie. An ihtarview sith CNA | j
#0.on Q20112 at 9145 AM révealed the résidents | !
anferior petinaum sholild have bgen cleansed, i

i | »!
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F 312! Gontinyed From page-20 - EF312; :

i 2. Review of the Incompléted 9/7/12 admission

: MDS assegsment for resident #33 revealed he

' required extensive staff asslstance With toileting

' and personal hyglene. Obsdrvation on 9/18/12 at

+10:40 AM showed the residerit was incantinent of

. uring and feces. Contliiuad observation showed

i CNA#1 provided perineal care but failed o pull -
Back the foreskinof the penis tiiat was sojled with

feces in order to cleanse that area. Interview with

CNAZ1 on 9/20/12 at 8.58 AM ievealed she

Kiiew thie proper way to provide pefineal care.

Diiing an intérview with the infection control

| seordifiator oh /20412 at 9:30 AM, she said an

inservice bn proper perineal care had recently

been pravided and that she was disappointed the

procedure was nbt properly followed.

e e e AR s =

i assessment for resident #37 showed sie
| required extensive staff assistance with toileting
:and personal hyglens. Further review of this
| document showed the resident was frequently
" incontinent of urine and feces. Observation on |
| 9/18(12 at 9:15 AM revealed CNA#3 agsisted thé |
| resident to the bathroom. The GNA rémoved the | 3 . |
residents incontinence brlef which was saturated | ) |
with urine and provided periisal care. i l
} Obseivation ghowetl the CNAdId not cleanse the !
aiiterior petineal area or the Huttocks, both.of ‘.
Lyihich had dontact With thé uiine saturated 3
1 incoritinenca brief. Intervigw with the infection - |
control caordinator o 9/20/12 at ;30 AM ‘
' revealed all $kin sufface areas that iad contagt 1
| with & wet, sailed inoontinence brief shouldbe |
%
1
|

| 1
! 8. Review of the 7/24/12 annual MDS l _ ' “
i

| cleansed. '
F 314 | 483.25(c} TRE'ATMENT!;SVQS TG
S8=D | PRE\'!ENTIHEAL'P-HESSURE-.SORES.

.l
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F 314 | Continued From page 21 F 94| F314

Based on tha compiahensive assessrhent of . o
resident, the facilify must ensuré that resident The open area on resident #18’s skin was 10/31/12
who entérs the fadllity witiiout iressure sores addressed by the wound care urse on
ddes not develop pressure sores unfess the 9/19/12. An in-service was held with the
Iridividual's clinical sondition'demonstrates that pursing staff on 10/31/12 regarding the
fhey were iinavoldable; and-a, tesident having ! communication of skin care issues and that-!;
pressure gor:a_‘s recelves pg{:é&*{_sary trgatment and’ | skin issues must to communicated to the

i setvices to promote healing, ‘preya‘,n_t.lnfecthn"and i charge nurse immediately. Staff also

| prevent naw sores from déveloping. é  educated regarding accurate documentation

L This REQUIREMENT is not met ag'evidenced
by: : I . .o

Based op observation, medical record review, i . This process will be monitored by the '

staff interview and review of the facility's policies | wound care nurse and any conceras will be

and procedures, the facilily failed to appropriately addressed with the QA commiliee.

ideritify, treat; and moniter a pressure ulcer for 1

of 4 sample residents (#18) Identified as being &t

risk for developing pressure ulcers. The findings

were:

]
i of daily skin check and communication !
with charge nurse. ;

Uhservation on oMeli2 at 9 -AM shidied fesident :
#18 had an open skiri ares located on his fef- . |
fight buttock. Thé open greawas found while :
incontinénce care was belfigy provided by CNATE2
and NA#. The fallowing gohcems were '
identified: o N i ~ : ,
i a Olservationon 911912 at4:20 PM, with - |
! the wolnid carg.nurse, tavealed the opgn-skir : !
| atda on the resident's right buttock meastired 0.8 }
i gentiristers In diameter with no depth. At that :
| titne, e fiurse statéd no ope hiad reported the
bpan arga to her.and she was nof aware of the

waund. Furfher interview with the nurse reyealed !

chariges in skin Integtily should be reported toa |
+licansed nurse rightaway. i
~ b. Review of the 9/1 0/12 care plan forskln ¢
integrity showed changes in the skin should be l
1
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F 314 Continued From page 22 F314
1 repoited to.the nurse "Immedjalely,” Review of
the 9/18/12 nurses notes showed no gvidence the !
. {{he ficensed nursing stalf was aware of the skin :
bréakdown. o
¢. Review of the policy and procedure last ‘:
updated in June 2012 for pressure ulcer ;
pravention, #2014, showed skinfnspections were !
fo be completed dally by the nursing agsistant \
| and weekly by a licensed staff rurse, ! |
F 323 | 483.25(h) FREE QF ACCIDENT | | F323|F323 :
85=D HAZARDSISUPERVISION/DEVICES i 10/31/12
o Resident #18 was reviewed for i
The facility must enhsure that the resident, 5 appropriateness of the sit to stand lift. It
i environimefit rermaing as freg of accident hazards | was found that he/she would be better
|asis possible; and each resident receives ! using a full body lift. He/she is currently

| adequate supervision and asslstange devices to
prevent accidents.

This REQUIREMENT Is not met as avidehced
by:
Based on medical record review, obsérvation,

staff and resident Interviews, the faciiity failed o

1 of § sample residents (#18) who.used & lift for
transfers. The findirigs wefe: :

| Révisw of this 6/22/12 annual MDS assessment

Lyift. The following concerns were jdentified:
&, Review of thie medical record showed no
| evidence a safely of fransfer assegsment was

ensure the safe use of a:sitto stand lift device for

i showed resident#1§ Had diagnoses thaf inoluded |
| itiltipte sclefosis and netropathy (disease of the
nerves). Observation on 9118112 at 9 AM showed ‘
CNA#2 end NAZH trapsferred resident #18 from | i
fisfher wheslohalr to the bed uging a sit to stand 'l

|

‘comimittee.

1
i

1 compliant with use of the full body hoyer
i1ift. Use of the sit to stand lift has been
discontinued for this resident.

10/31/12 to ensure the appropriate type of
lift is being used for each resident. All
residents currently using a lift will be
assessed to ensure the appropriate lift is
being used. These assessments will be
lreviewed as needed to ensure the proper lift
i lis being used. Any concerns regarding this
I i process will be reported to the QA

‘ An assessment tool will be developed by
i
i
!
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performed to determine the appropriate type of lift
for this resident. Interview with thie DON on
9/20/12 at 11:56 AN verifléd ris,safsty of fransfer
assessinent was performed.

h. An interview with the resident on 8/19/12 at
4:20 PM revealéd sfhe had pain as a resuit of the
strap thatwas placed under his/her arms during
transfers with the sit to stand lift,

¢, Observation on 8/18/12 4t 2 AM shidwéd
the resident was placed in thé sit to stand [ift fo
allow CNA#2and NA#1 fo provide incéntinende
chre, ContinUed obsetvation showed the resident |
was unablé to support hifvherself and was
hariging from thé slind. Based cn the standard of
care Tor: ytilization of lfts, the slt'to stand lift
should be used for arésident who was able fo
paitially support him/hersalf. Interview with the
DON on 9/20/12 at 11:55 AM revealed the facility ,
| did not have a policy and progedure for ufilization i
of a lIft in yegard to what type would be safest and
most appropriate for & resident,

F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 3287328 |
gs=0 | NEEDS ] 10/31/12
o ‘ | , : Staff was ed
{ The faicility must ensure that resldents recejve : how t‘:zifml;ig{s(}g&?cflzggg im
pioper tréatrent and care for the folilowing in the EMR. In-service to be Eeid

special serviges:
Injectiors;
‘Parentgral and eriteral fiuids;

on 10/15/12 to review with
mursing staff the importance of

Colostomy, ureterostomy, or fleostomy care; . following physician orders and to
Tracheostory G?l’ei . ‘ show staff how to document vital |
Tracheal suctioning; ; signs (including O2 sats) onthe . |
| Respiratory care; j EMR. 5
Foot vare; ant .{ !

1 Prostheses. This will be monitored for E
completion on the DON report.

_ _ o P : Any concerns will be reported
This REQUIREMENT is hot mét as evidenced » theyQA committee. e reporiecio
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F 328 | Confinued From page 24
by,
Based .on medical récord review dnd staff
inferviéw, the facility feiled to provide adéquate
axygen monltoring for 1 of 5 sample residents
(#37) Who required oxygan. Thé findirgs were:

Reviévw of the médical recaid fof rgsidént #37
showed sihe had didgnoses Including atute
respiratory fafluré and statys post agpiration
Brisurmonia. Review pfthe 8/6/12 paln
assssdiiient showed the resident frequently had
ghastbaln rélated to his/her acute respiraiory
faliure diagnoss: Further review of tils document
showed the resident had periods when slhe'was !
unahlé to breathe, Review of the physician's
orders showed an order dated 8/2/11 to-monitor |
the resident's respiratory statys by obtaininga !
pulse. oximetry (oxygen saturation levels or 02
sats) iwloe dally. The following toncermns were
ideptifled: | |
a. Review-of the MAR and TAR from 8/2012 |
| through §/19/12 showed staff did not obtal the
1 02 sate as ordered on 13 of the 31 days. On'7 of |
[ the 13 days the 02 sats were obtairied afily ofice. |
£ On 6 of the 13 days the OF sats were ot !
obtaingd. |
b. Thtelvievw with the DON &n 9/20/12:at 1215 |

PM revealed the resident had dementia and '
sometlimes took the.6Xygen off at which paint
hisiher O2 sats dropped Into the:80s immediately.
Review of thé physician's oidershowed the
resident’s 02'sats should bg'malntainéd at
gréater than 90%, During the'interview with the

{ DON, he sald it was Importarit for the resident to

' Keep the oxygen on at all fimes and to moniter

| nisther pulse oximetry readliigs as ordered hased

I'oir his{Fer acuite resplratory failure status. i
F 520 483.25() DRUG REGIMEN IS FREE FROM |

F 328

F 329

]
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drug when used In éxcesslvé dose (inciuding
duplicate therapy); or for e¥Xcessive duration; or

| iwithouf adetjiiate menitaring; or without ddéquate
intications for ks use; or in tha presence of
advelss consequences which indicats the dose
$hoild.be reduced or discontinued; orany
combinations of the reasons abicye.

Basad on a comprehenigive assgssment ofa
reésident, the facllity myst ensure that residents
who have hot Used antipsychotic drugs are not
given thesg drugs uniess antipsychoticdrug
therapy |s necassary to treat a specifle condition
as diagnosed and documented In the clinical |
record; and residents Who use antipsychotic
drygs receive gradual dose reductions, and

1 behavloral intetventions, tunless clinically
contraindicated, In an sffort to discontinue these.
drugs; -

* This REQUIREMENT Is fiot ét as evidenved
) by:
| Baiséd on staff Inferview and medicalfgcord |
raviél, the facliity-falled to.enisure unngcessary
nedications were not.administeret for 1.of 10
sample @sidents (#37}, The findings were;

Review of fhe 811711 hospltel nistoryand
physical and the sompufefized madical record
showed rasident #37 had diagnoses lncluding

oD - T SUMMARY STATENENT OF DEFIGIENCIES I BROVIDER'S PLAN OF GORRECTION soveiimion |
SREFIX (EACH DEFICIENGY MUST. BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE: BOMPLETION
TAG REGLILATORY OR LEC IDENTIFYING INEGRMATION TAG CROSS-REFERENCED TQ THEAPPROPRIATE CATE
DEFICIENGY)
L oo .
F 328 Continued From page 25 [ 320 ¥ 329
58=D | UNNECESSARY DRUES
_ , 10/16/12
Each resident's drug régirian must be free from On 9/21/12 resident #37’s
unnecessary drugs. An Unhecessary drug is any physician was called and the

Metoprolol order was clarified to
25 mg one tab every day. The
medication is now being given per
the physician order. Based on
recent vital signs for resident #37,
his/her blood pressure is :
adequately conirolled with current
regimen. In-service to be held on
10/15/12 to review with nursing
staff the importance of following
physician orders.

Any orders that are ambiguous

will be clarified by the nurse
receiving/discovering the order.
In-service to be held on 10/15/12

to review with nursing staff the
importance of clarifying physician |
orders. Additionally, the night
nutse and/or the Unit Manager

will review new orders for

accuracy and to ensure there is no
ambiguity in the order. If any
problem or ambiguity is found, the
order will be clarified with the
physician. Any concerns will be
reported to the QA conunittee.
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F:329: Confintied Fdr pege 26 . Raze !
| hypertenslon. Review ofthe Aygust 2012and |
| September 2012 physician recapitulation of '
' drders for the resident showed amorder, originally

t written on 83711, for Motoprolol 26 miligrams i
: {mg) to be administerad daily if his/her blood !
 pressure (BIP} reading was greater than 200/100.
 Interview with the DON on §20/12-at 12:18 PM
verifled this order meant the resident should be
admirjstered the Metoprotol tnly if the B/P Was
greater than 200/100; it on a dally basis, The
following concefis were Identified: % 5
a. Raview of the MARS, TARS, aid hursing | i
nétes for duly 2012, August 2012,.and Septarnber | f
2012 révéaled the Metoprdlol was administered :
every day with no evidence the resldent's B/P was i
greater thian 200/160: Interview with the DON or i
5120112 5t 12:15 PM vatified notonly was & ‘i ’
adrinistered dally duting.fiose months but had : i
been given dally sice the order was written on i
|
]
|
|

81311 (13 months). o
. b.Revieiv of tie MARS, TARS, vifal signs
- teport, and nursing notes for July 2012, August
- 2012, and September 2012 revealed the
resident's B/P was not checked daily so staff
l wollld know.whether to administer the Metoprolol
_or not. Review of these documents showed the
| resident's B/P was checked only one day In July
; 2012, five days InAugust 2012, and once In
| September to date (9/1 o/12).
l c. Interview with the DON oti 9/20/12 at 12:15
PM verified the médioatioh probably had heen
| administered unnigéessarily for greater than one
year. N | ;
F 333 | 483.25(m)(2) RESIDENTS FREE OF ' Fasg
88=D [ SIGNIFICANT MED ERRORS : Kt

. 4 '
i H H
!

1 The facillty must ensure that residents are free of '
' any significant medication effors. :

i . . . : . . .
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F 33| Gonfinued From page 27 333 F 333
On 9/21/12 resident #37's 10/16/12
This REQUIREMENT {a not met as evidenced physician was called and the
by Metoprolol order was clarified to
i Based on sfaff intervlew and mediog] record 25 mg one tab every day. The
| revigw, the facillty falled fo ensure staff followed, medication is now being given per
 physician orders in regaid to aniibypertensive ] the physician order. Based on
| medication adininistration for { of 10 sample recent vital signs for resident #37, .\
 residents (#37). The antinypertensive medication | his/her blood pressure is ‘
; was administered dally without monitoring and | adequately controlled with current ;
e\__xvithout_fqllowing the i:].loc?d pressure parameters | regimen. In-service to be held on
,: included in tt}e physicians order for_gr_aatey than ' 10/15/12 to review with nursing
; one year. This lack of following physician orders | staff the importance of following
resulted in a significant medication &fror. The | i physician orders. E
findings were: | | i
1 : ‘
Review of the 811711 hospital fitstory and i | - o .
physical and the computérized medical record ‘ ! Any new order that s ambiguous |
‘Shiowed resident #37 had diagnoses including ; will be clarified by the nurse |
hypertatisich. Reviéw of the August 2012 and receiving the order. In-serviceto |
September 2012 physiciahn r@'cap‘ntu]atiqn of i be held on 10/15/12 to review ‘
arders for the resident showed gh order, originally : with nursing staff the importance
1 wiitteh orf 8311, for Metoprolol 26 milligraims : 1 of clarifying physician orders.
! (mg) to ba administered daily if his/her blood | | Additionally, the night nurse
 pregsure (B/P) reading was greater than 200/1C0, ; and/or the Unit Manager will
% Interyiew with the DON on 9/20/12 at 1245 PM 1 review new orders for accuracy
| visrified this order meant the regident should be | and to ensure there is no
sdminfstered the Metoprolol only {fthe BIP was | | e .
_ SYFIbL LOPIOLS DHRY = 2 2 ambiguity in the order. If any
Greater than 200/100; ot on.g daily besi. The- ' roblem or ambiguity is found, the
' foowling congerns were identified: 1 , P Sor il be ol g . 21 e
| & Raview of ne MARs, TARs andnursing ! Vi with e
'otes for July 2012, August 2012, and Saptember i physiciar. ,
1 2012 revealed the Metoprolol was administerad. , i
| svery day with no evidence the vesldent's B/P was| Any concerns will be reported to
i greater than 2007100, Interview with the DON on \ the QA commitiee. |
912012 &t 12:15 PM verified not only was it | : I
| administered daily during those fonths bt had | ﬁ
Vbeen given dally sincé the ordel was wiitenon ! |
" FORM CMS-2587(02-89) Previcus Verslons Obsgletd Event1D:VD2Z11 Faullty D:WY0025. If continuation shéet Page 28 of 87
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| This REQUIREMENT Is fiot friet 85 evidehded
i by . _‘

{ ‘Based on observation and staff ineiview, the
! faeility failéd tb enstre food i 1 of 2 freezers-ang |
! other areas of the Kitcligriwers not expossd o |
! possible contamiliarnits. The findings were:

' 1. Obsgrvations on:09/17/12 at 4:48 PM, op - :E

(%4} 1D "~ SUMMARY STATEMENT OF DEFICIENGIES ) "PROVIDER'S PLAN OF CORREGTION 48)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {s@c_a CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSB-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
I 333 | Contiriuied Fiom page 28 | F333
8/3(11, 13 months age. . |
b, Review of the MARs, TARs, Vital signs
report; and nufsing notes for July 2012, Augtst
2012, and September2012 revealed the,
résident's BIP was not checked daily so staff g
would knoWw whether to administer the Matoprolel i
or not. Review bf these doguments showed the ‘
resident's BfP was checked only one day in July .;
2012, five days In August 2012, and once in !
September fo date (8/19/12). Review revealed af I
no tivie was the ragldent's BIP greater than !
£00/100. ‘ o
c. Interview with the DON on 9/20/12 at 12:15 | |
PM verified the medigation had most probably ‘ | i
t been administered incorrectly for greater than ! iF 371 [
onayear. o otin ] 10/31/12
F 371|483,35() FOOD PROCURE, . F3711 1. The cleaning schedule for the air
s5=F | STORE/PREPARE/SERVE - SANITARY | return grate in the kitchen freezer
e ! has been revised. The grate will
aqui%%E%%fs i_érom sources approved or be checked evety week whon the
considered satistactory by Federal, State or local grocery order is received. It
authorities: and : : cleaning is need.ed, it will be
(2) Store, prepare, distribute and serve food cleaned at that time. The formal
ynder sanitary conditions cleaning schedule for the grate has |
‘ A been revised to twice per month |
: instead of once per month, Any |
concerns about cleanliness of the
freezer grate will be reported in
the quarterly QA meeting.

In-service with dietary staff will
be conducted on 10/31/12
regarding the proper handling of
food. Staff reminded not to place
food on trash receptacle lid.
Dietary manger will monitor for
compliance and will report any

|
!
|

‘FQ"RM CMS-iﬁB?(Oz-QB) Previous Versions Obsclete Efent ID:VDZZ1]

Faglity I0: VY0025
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F 371 j Continued Froni page 29

 06118/12 at'8:00 AM and on 08/19/12 at3:30 PM |
| revealed the air.retum grate in the kitchen freezer |
 had a visible accumulation of ditand dust.
| Interview with the dletary manager on 09/19/42 at ;
: 2:48 PM revealed ghe was nct aware the vent |
was dirty. Sha stated the-air vents in bot the
fregzer and the refrigerator were cleaned af the
same time and she did not knbw why the freezer
grate would get dirtier than the:dha inthe

refrigerator.

According 16 thé 2009 Food Code, U.S. Public
Heatth Service, 4-601 .11, Equipment,
Nonfood-Carnitact Siifates. {C).Nonfood contact
surfaces of equipinient shall be kept free of an
accumulation of dust, dirt, foed residue and other
debris

5. Observation on 09/19/12 at 11:45 AM revealed
arj unapened gallonjug sf fruit juice sitting on the
kitchén garbage cah. Intarylew with the distary
mariagér at that time revealed she was aware
that resident food items shouldl noet be placed on
the garbiage can. L o
483.60{c) DRUG REGIMEN REVIEW, REPORT
IRREGULAR, ACT ON :

F 428
§5=D

The druy reginten of each resident must be
reviewed &t least onee month by a licensed
gharmacist.

Thie pharmiagist must report any iregularities to
the attending physiclan, and the directorof
nuysing, and these reports must be acted upen.

3
L

| .1
|

] i

IFEF/'H1

|
:!i
|
|
|

|

On 9/21/12 resident #37°s

physician was called and the
Metoprolo! ovder was clarified to
25 mg one tab every day. The

L medication is now being given per
] the physician order. Consultant

i pharmacist was confacted by the |
\ DON to discuss concerns with

\ F 428
E %10/16/12
]

drug review. Pharmacist will look
more closely at parameters for ‘
medication administration and
advise when corrections are
needed. Any concerns found
during drug review will be

I‘l reported to QA conunittee. i

FORM GMB-2657(02:99) Preiovs Version Obsclele Event ID:VOZ21
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| been given daily since the order was writtén on
| 81311 (13 months):

12012, and Septembér. 2012 reealed the

THis REQUIREMENT I3 not miet as evidenced

by:
| Based on.staff kiterview and medical record I
teview, the facillty falled to énsure the pharmacist l
identified the potential administration of an ;
unriecessary medication dating the drug regimen *
review for 1 of 10 sample resldents (#37).The :
findings were:

Review of the 8/11/{1 hospital history aifid
physical and the computerized medical reccrd
showed resident #37 had dlagnoses including
hypertension, Review of the August 2012 and
September2012 physictan recapifulation of
orders for the fesident showed an order, originally
writfer on 8/3141, foi Metoprolol 25 miligrars
{mg) to bé administéted daily if histher blood
pressiire (B/P) reading was greater than 200/100,
linterview with the DON on 9/20/12 at 1 245 PM
! vérified this ofder meant the resident stiould be.
| administersd the Metaprolol only if the B/P was !
greater than 2001100; hat on a dally basis. The |
|
i

followiny concefng were Identified: .

a. Review.of the MARs, TARs, and nursing
notes for July 2012, August 2012, and September
2012 revealed the Metoprolol was administered
| every day with no evidence the resident's B/P wes!
 greater than 2007100 {nterview with the DON on
0/20/12 at 12:15 PM verified notonly was it ‘
adminisidred daily durlng those months but had

b. Review of the MARs, TARs, vital sighs
report, and nyrsing notes for July 2012, August

s

resident's B/P was not ciiecked daily so staff
would know whether ta administer the-Metopiolol

|
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ag=E | SPREAD, LINENS

1to help préveritthe

in the facllity,

The facility must éstablish and maintain an

Infection Catitral Program designed to, grovide a
safe, sanitary and coffortable shvitenment and
development arid trénsmigsion,
of disease and infectiot.

(a} Infection Gontral Prograin .
The facillty ffiust establish an Iiifection Control
Program Uniderwhich it- _

(1) Investigates, controls, aiid prevents infections’
(2) Decldes What procedures; such as-igolation,
should be applied to'an Indlvidual resident; antl

1

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES “ip. | PROVIDER'S PLAN OF CORREGTION. v ey
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | (EACH CORREGTIVEAQTION SHOULB BE COMPLETION
TAG REGULATORY OR L.8C IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THEARPROPRIATE DATE
l PEFICIENGY) )
F 428 | Continued From page 31 428 1
or1igt, Reviewrof thase: Jogunients showed the |
resident's BIP was checked onlyone day In July \

1 2012, five days In August 2047, and ongg In }
Septethber to date (9/19/12). Norie of the BIP ‘! '
readings were greater than 200/1G0. |

¢. Review:of the pharmaoy drug regimen.
raviews for July 2012, August 2012, and
September 2012 showed no evidence the order F 441 }
to administer Metoprolol.only if the B/P was qer |

i 200/100 was guestioned and the pharmacy nad | L ) .

! delivered thirty days worth of Metoprolol every ; | 1. Hand washing In-service will be

! month since the order was written. The drug ! § conducted on 10/31/12 for staff. |} 10/31/12

: regimen review also did not address the factthe ! Protoco! for putting on and taking

" residents B/P was not checked on a daily basis | ; off gloves will be discussed at that |

. and when it was checked it was not greater than 5 time. Hand washing audits will be ‘

| 200/100. ! completed by the infection control ‘;

d. Interview with the DON oh 92012 at 12115 ' nurse on 10 staff members in the i
PM vérified the drug régimen review reperts did month of October and as needed
notiguestion the drder and the pharmaocy, thereafter. The results of the hand !
corntinued to defiver thiry day's supply of washing audit will be shared with
Metoprofol every riionth sings the ordsr was the QA committce and appropriate
written over o yezarago. L, .
£ 441 | 483 66 INFECTION CONTROL, PREVENT F 441 action, if needed, will bo taken.

2, Hand washing in-service will be

conducted on 10/31/12 for staff. |
Protocol for disposing of paper |
towels after cleaning hands will be |
discussed at that time. Hand |
washing audits will be completed |
by the infection control nurse on

10 staff members, including

kitchen staff, in the month of
October and as needed thereafter.
The results of the hand washing
audit will be shared with the QA |
committee and appropriate action, !
if needed, will be taken. !
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SUMMARY STATEMENT OF DEFICIENGIES

o] PROVIDER'S PLAN OF GORREGTION

attions relatad to infections,

] .

! (b} Préventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs lsolation'to
prevent tiie spread of Infection, the facility must
isolate the resident. '

{2) The facility myst prohibit employses with a
communicable disease or infected skin lesions
direct contact will transmitthe disease.

| {(3) The facility must require staff to wash their

hand waghing is indicated by accepted
{ professional practice.

|{c) Linens .

| Persorinel mifst handle, store, process and,

: tréingport finens s0 s to prevent the spread of
| infection, ‘

This REQUIREMENT is not met as evidenced
by . . .
Based on observation, staff interview, medical
record review, and facliity policies and _
progedures, the facility failed to enstire stalf
followed the accepted standards of practice in
regard to hand washing and Infecilon control
practices during 2 of 4 randlom observations

| aiffetting residents #19 and #33. in addition, the
| facility failed fo ensure staff followed the accepted

st

dards of pracfice in regard to hand hygiens

{ during 1 of 4 kitchen observatiens. The findings

1
L were:
%
i

3

6) Maintaing a record of Incldents and corrective

from direct contact with residents or their food, if

i hands after each direct resident contact for Which

; .
¥y D - ! - ' LA
PREFIX {EACH DEFICIENCY MUST EE PRECEDED BY FULL ! PREFIX {(EAGH CORRECTIVE ACTION SHOULD BE ' comhe’non
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) o Tha CROSS-REFERENGED TO THEAPPROPRIATE | DATE
: ! DEFICIENCY) i
E -
F 441 ; Continued From page 32 F 441

1
|
|
t
|

!

P
i

1!

' 1
H i
B . . . |
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" Ha)iD SUNMARY STATEMENT OF DEFICIENCIES R ‘ PROVIDER'S PLAN OF CORRECTION I e
PREFIX {BACH DEFICIENCY MUST BE PRECEDED BY:FULL | PREFX ! (EAGH GORREGTIVE ACTION SHOULD BE ¢ GOMPLETION
TAG BEGULATORY OR LSC IDENTIFYING INFORMATION} i TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
; i DEFICIENGY}
. z ] ' |
F 441 | Continued From page 33 L F441

1. Review of the incompleted ©/7/12 admission
MDS agsessment for resident #33 tevealed s/he
required extensive staff agsistance with tolleting:
and personal hyglene. Obsérvation on 8/18/12 at
10:40 Al showed the resident was Incontinent of
urine and feces. Coritinud observation ghowed
CNA¥! asslsted the fesident to sit on the tollet,
than she refoved histher soiléd sweat pants,
| sweatshirt, and Incontinenca brisf. Observation |
| showed both the sweat panis and the siweatshirt i
were saturated with uiine and some feces, After
| remaving the resident's soiled clothirg the CNA !
. iwent 1o the closet to obtain cléan olothing, After |
{ moving sevéral flems én hangers back and forth, |
! ihe GNA seldcted a glean oliifit and returned to \
|
|
I

the bathroom with'the clean clothing. The GNA
placed the clean sweat pants and clean
incontineiice brief partially on the resident upto
hisfher knees) and then placed the clean
sweatehirt on the resident. All of these tasks wers |
completed using the same solled gioves the UNA -
had used to remove the soiled brief and clothing. ! . |
Interview with the infection contrel coardinator on :
9/20/12 at 3:30 AM revealed the CNAshould :
have removed her gloves after removing the l
sofled clothing, washed ner hands, and then pit | } |
' on a new palr of gloves prior o obtaining tleah :
| clothing. .

PR SR

2 Observation on 8/18/12 at o AM showad NA#1
cofnpleted incontinence care forresident #19 with
gloved hengs,. The NA fefnavad her glove's and
conifued to dssist the resident Without first
petfoming hand hygieng. The NAadjusted the |
Tesident's blankets and assisted hinivher with a
drink of water. Al [nteryliew o 9/20/10 at£:45 AM .
with CNA#2 revealed Hands are o be cleansed
i_a,fter» removing gloves antl before continuing’cther

§
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s8=D,| FEDERAL/STATE/LOCAL LAWS/PROF STD

The Facility must dperafe snd provide servides in
compligitice with all applicable Federal, State, and
local laws, redutations, and codes, and with
decaptad professiohal standards and principles.
that apply to professionals providing services in
stich a facility.

This REQUIREMENT is not mef as evidenced
by: ‘

* the need for symptoms of TB to be

| ensure this question is being addressed on ;

(X4} ID “SUMMARY STATEMENT OF DEFICIENCIES ; R PROVIDER'S PLAN OF CORREGTION ) '
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PRERIX | (EACH CORRECTIVE AGTION SHOULD BE COMPLETICN
TAG REGULATORY OR L.5C IDENTIFYING INFORMATION) i TAG CROSB-REFERENCED TO THE APPROPRIATE DATE
: 1 DEFICIENGY)
F 441 | Continued From page 34 F 441
iesidént care, i
3. Obseivation on 917/12 at 5:48 PM showed i
three kitchen staff preparing resident foed frays . | !
for the eveting meal, One staffrember (name L E 492 \
unknown) was called away from tha fray lingin ! [ 10/8/12
O'rd?’f to do some other typa o \‘N_Ci_rk inthe ! 1. The personnel file for CNA #4
kitchen. Upon returmn to the tray line, the.staff o5 reviewed. The questionnaire |
member went to th kilchen hand washing sink was reviewed. Lho questionniafle |
and washed her hands. She togk a paper towel was completed in full for CNA #4
ffom the dispenser and dried her hands; then and all questions addressed, as
went fo the kitchen garbage can, lifted the lid with well as being signed and dated. |
her clean hand and dropped the wet paper towel This staff member has no active
into the garbage can, The staff member then signs/symptoms of TB. ‘
! weht back to assisting the other two staff with tray !
1 preparations, 2. The personnel file for LPN #2 was
; o . ‘ reviewed. The medical
4. Review of the facility's policy and procedure, | : assessment (questionnaire) was |
#6026, for hand washing last dated 5/22/98 5 completed in full and all questions,
showed; ”Approprialfa_ten {10 to fifteen (15) E " addressed, as well as being signed
secend hand washing mus}\ Fe perfﬂrmedl L}i]nder : : and dated. This staff member has
| the-followirig conditions: ... After contact with : ! o ‘
blood, body fliids, excretions, secretions, mycous | no active sign/symptoms of TB.
meiibrandgs or nof-ttast skin;.., After removing ; . o
gloves.” . T'he medical agsessment (q}lestlonnalre)
F 467 | 483__7 5(b) COMPLY WITH F 492, &iven tonew hires was revised to reflect

addressed (#9 on the questionnaire). The |
line ‘none of the above’ was added to

all questionnaires.

The HR/payroll staff will ensure each
questionnaire is completed in its entirety
and that cach question is addressed on 5
every new hire. Any concerns will be §
addressed immediately and reported to the
QA commitice.
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Based on'staff inferview and review of- employes
records, the facilty failed fo ensure state fules
and regulations.werg followed related to' TB
screening for 2 of 8 staff members pifor to
resident.contact. The findings were:

1. Review of personnel files showed CNA#4 Was
hired o 82712, Further review revealed she |
was not gvena TB {tuberculin skin test at that i
fime bécausé her medical history showed a =.
 previoiis TB Kin test was positive on 5/15/08, !;
! She was treated with TNH (medication to treat TB) |
| at that tia. She did not complete the course of
! treatent, however, dué 1o 8 severe reaction to
the drug. Additional réview of the medical record
tevealed d medioal assedsnient (questionnaire)
was present jn the redical record but it was
incomplete, i.e. thg presence or ghsence pf signs !
! or symptoms of TB were not Indicated and the
| questionnaire was nof dated or sjgned.

5 Review of personnel files showed 1PN #2 was
‘ hired on 9/6/12. Further review revaaled she was
| not given a TB skin test at that time because her
{ medical history showed . previous skin fest was
| posliive in 1994, She was afso treated with INH &t

{ that tirrie. Further review revealed she also Had a

| negativa chest x-ray in 2008, Additional feview of
! the medical record revealed a medical :
! assessiment (questiorinlre) Was fourid Inthe |
{ ragord bt was Ticompléts, 1.6, the presence of ;
! absence of signs of symptonis of TB werg ot
| Indicaited ant{ the.questloriniairs was hot fHated oF
. signéd :
| 3, Intarview withthe infection control nurse oil

1 oHoM2 at 3:48 PM veriied the medical .~ -
assessment (questionnaire) was Incomplete for

|
A
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SUMMARY STATEMENTOF DEFICIENCIES

|
s
i

both staff ineribers. She furthef sald 2 more
thorough assessinent should have been
performed.

1. oo SUMMARY S OF i PROVIDER'S PLAN OF CORREGTION T e
PREFIX {EACH DEFICIENGYJMUST BE PRECEDED BY FULL | PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
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!

)

1
I

FORM CMS-2667(02-09) Pravious Vergions Obsoletd

Bvint |0: VDZZ14

Faollly D:Wyo025 If continuation'shest Pagé 87-of 37



