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- , : F176 19/23/12

F 000 INITIAL COMMENTS F Q00| preparation and execution of this !

response and plan of correction doss i

The following common abbreviations are ussd not constitute an admission or )
throughout this document: agreetnent by the provider of the truth

| . of the facts alleged or conclusions set

| CNA- Gertified Nurse Alde forth in the statement of deficiencies.
EF?I\T“L?"&NO; ?’.&f NU‘:Ei”QN The plan of correction is prepared

- Licensad racttr:al_ urse and/or executed solely because the
MAR~ Medication Administration Recard iat f foderal and state 1
MDS- Minimum Date Sat p;g]‘l’:f:’l‘t‘srf’ 0 e;f ;f(; o
RN- Reglstered Nurse require It, Lor the purposes ol any
allegation that the facility is not in
Less commonly used abbreviations will be substantial z‘:’n}pﬁa'tlf’f_’ W:th fﬂgffr al
annotated in each deflclency., requirements of patiicipation, this
F 176 483.10(n) RESIDENT SELF-ADMINISTER FF 75| Tesponse and plan of correction
55=0 | DRUGS IF DEEMED SAFE constitutes the facility's allegation of
compliance in accordance with section
An individusl resident may self-administer drugs if 7305 of the state operations manual,
the Inferdisciplinary team, as defined by 1) Correction: |
$483.20(d)(2){Il), has determined thaf this i Resident #23 was assessed on 8/7/12 (
practice Is sale, prior o the surveyors exiting, Her care

: plan has been updated to include that

; ghe can take her medications alone

. This REQU'REMENT ls not mat as evitfenc&d after they have been pre]]al'ed by the

 by: nursing staff, Resident #23 stated that

Based on observation, medical resord review, she wag uncomTortable with the

and ataff interview, the facillty falled to determine ; “shﬁnéeﬂ” (state surveyors) watchin

If selt-adminlstration of rmedications was & safe : her tirke }‘ml_ imedio ﬁmfs’ &
practice for 1 of 1 non-sample residents (#23) o Idomtifioations

allowed to self-administer medications, The ) Idontification: | "

finciings were; Residents that reside at the facility are |

; at p:}tentmll risk. !

i Observation on 8/7/12 at 7:50 AM showed |.PN 3) Systemic Changes: _ :

1 #1 handed medleations she had prepared to When admitied, alert residents willbe -
residant #23 who was in hea/her room, Afier imformed of their right to self :
handing the medications to the resldent {ncluding administer medications. If resident :

a narcotic, a muscle relaxant, an antidepressant, wishes to exercise this right and i
and a medication speciic for the resident's participate in self-administration, the i
tisanse), the LPN left tha room and shut the interdisciplinary team will assess the i
CABDRATORY DIRECTORE OR PROVINERBUPPLIER REPRESENTATIVIES BIGNATURE TITE i(xs) DATE
et Al AMMZL{(MA) €-20- /9

Any deflciency statement anding with an asterlsk (*} denotes & deficiancy which the Insiltution may be excused from comacting providing it is cetermined that
other sateguards providy sufficient pratection to the patienis, (See (natrustions.) Except for nursing homes, tha flndings stated above are giselosable 90 days
following lhe dala of survey whether or net i plan of gomaction [s provided, For nurelng iomes, the abovo findings and plans of coraction am dlsclozable 14
days followlng the date thesa documients are mads available to the fagllty, If deficlencies are cled, an approved plan of correction 15 requistte to cantinuad

Ea'rogram particlfattnn.ﬁ')g | Cl CcﬁW' Q(/“}b e Aol ! VA on 2 /7 /t'{}. Q } - 3}-&\
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DEFIC(ENSY)
; competence of the resident to
F 178 | Conlinued From page 1 F176i participate, by completing = self- i
Ydoor, The LPN stated the resident bacame angry i administration of medication
if nursing stayed amd observed himther actually assessment, A nurse will interview the
swallowing the medications, The LPN also stated resident to determine their ability to
the residaent's condition was declinlng and that i identify, prepare, and administer
s/he did not always comprehend that tha i medication, Based on the
med]calk}!’la ShGLIld b ISW&II[QWﬁd. : intcrdisciplinary team's ass 333]113]‘1‘[) a
_ Review of the medica! record showed no decision will be made as to whether or
avidence the resident had bean aesessed or care not the resident is 5 candidate for self .
» planned by the interdisciblinary team as safe for administration. This will be recorded f
i self-administration of madicatioha, After reviewing o self.adminisimation of :
. the record, the LPN conflrmed, at 10:10 AM that on the self-administration o ;
day, that the resident had not been assessed or medication assessment form, The
care planned for self-administration of nurse will obtain a physician's order
medications. for each resident conducting self-
F 263 | 483.16(h}2} HOUSEKEEPING & g ogyi  administration of medications. Nurses
58=E | MAINTENANCE SERVICES will assess accuracy and compliance of
; self-administration of medications by
| 'The facility must provide housekeeping and periodic observation and counting
malntenance services necessary to maintaln a doses, Storage of self-ndministered
sanltary, ordarly, and comfortable interlor, medications will comply with state and
federal requirements of medication
- . storage. On or prior to the ellegation
This REQUIREMENT 1s nof mat as avidenced of compliance the Nurses will be in
by: ) serviced on this process including not
Based on obgervation, staff intarview, :imd review leaving medications at a resident's
;gc?ll:)??&l;i.'lgc??g F;?gd:?é?;;?:&;;?g i%‘i:g:&img bedsite unless that resident has been
sarvices In 1 of 2 dining areas and 1 of 3 day zgpr_orp futely assossed o self
taom areas, in addition, the facility falled to minister. ;
previde adequate malntenanca in various 4) Monttoring: _ :
resident rooms, the women's shower room, aad 1 & Nurse managers will monitor |
 of B hallways, The findings were: ; compliance to the self-administeation
! ' of medication process through petiodic |
- Houaekesping: : general observation rounds, medication
i ; pass evaluations on nurses on hive, ;
1. Observafion in dining room 2 {assisted dining) ! annually and priz, and through :
- on 8612 &t 1130 AM revealed two resldent resident/family interviews and resident  *
i family membaers placed towels on two rolling f council, Issues identified will be :
: ! :
FORM CMS-2557(02-08) Praviats Verstans Obsolete Evant 1D ZYBZH Farflity (0: WYDOoA i wobtinuation sheet Page 2 of 21
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tracked/trended by the DON/Designee
and reviewed in QAFT to ensure the
system has been initiated,
implemented, sustained, and evaluated
for its effectiveness, The
DON/Desighee is responsible for
monitoting and oversight.
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{XA) 0 SUMMARY STATEMENT OF DEFICIENSIES

FROVIDER'S PLAN OF CORREGTION

stools soiled with food and figuids. The family
members covered the sexts prior fo asslating a
resident with lunch, Further ehservation showad
throe addional atools with food smeared on top.
An additional abservation on 8/7/12 at 7:40 AM
showsd the five stools were etill dirty with dried
and smeared food. On 8/7/12 at 7:40 AM the
housakeeping suparvisor confirmed the sfools
were nol clean, Sha provided a manthly cleaning
schedule at that time that Included the stooly in
dining room 2. However, she acknowledged staff
should heve apot checked the stools for
cleanliness,

2, Qbssrvation on 8/7112 ut 8 AM showed a
couch and chair in the day room acras from
Statlon 2 wara stained and dirty In various areas,
An addifional observation orn 8/0/12 at § AM

! showed the couch and chair remalned stalnad
cand dirty, During an interview on 8/9/12 at 916

i AM, the housekeeping supervisor corfirmed the
couch and chalr were stained and dirty, She
furthar stated that the couch and chair were ot
on the monthly schaduls because they wers
supposed to be cleanad daily.

Maintenance:

During observations on 8/7/12 from 8:10 AM '
through 8:30 AM, and on 8/9/12 from 8 AM '
through 2:45 AM the following issues were noted;

- 1. Floor tle damage and resuitant dirt
; accumilation was nofed in the following
+ locations:
booalnreom#IM7, & 2 inch area of Hle was torn
toffin the bathroom,
b. In room #335, & 4 Inch by 5 inch area of tile

b
1

D
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLL PREFIX {EACH CORREGTIVE ACTION SHOULD pE COMBLBFION
TAG REGULATORY DR LEC IDENTIFYING INFORMATION) TAG CROGS-REFERENGED TO THE AFPROPRIATE BATE
DEFICIENGY)
F253 92312
F 283 | Comtinued From page 2 F 263] Prepuration and execution of this

responss and plan of correction does
not constitute an admission or
agresment by the provider of the truth
of the facts alleged or conclusions set
forth in the statement of deficiencies,
The plan of correction is prepared
andfor executed solely because the
provisions of federal and state law
tequire it. For the purposes of any
allegation that the facility is not in
substantial compliance with federal
requirements of participation, this
response and plan of correction
constitutes the facility's allegation of
compliance In aceordance with section
7305 of the state operations manunl,

1) Correctlve Action;

Stools in the agsisted dining area will
be observed on a daily basis and
cleaned ag needed. Furniture in
commaon areas will be observed daily
and cleaned as needed. The broken tile
inroom #117 will be replaced. The
broken/missing tile in room #3335 will i
be replaced. The missing bathroom tile !
In room #344 will be replaced, The :
missing tlle in room #346 will be
replaced. The atea in the hallway
Isading from station 3 at the center of
the emergency doorway has been
repaited. The front door to the
women’s shower will be repaired. The
inside bathroom door of room #101
will be repaired, The inside bathroom
door of room #110 will be repaired,
The front door to room #254 will be

FOIM CMS-2867{U2-08) Pravious Versions Cbsolely Bvenl I 2Y8211
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was missing by bed A

C. In the bathroom of room #344, 8 9.5 inch
by 10.6 inch area of tile was missing,

d. At the front door to room #346, a 9.5 Inch
: by 8 Inch area of tila was missing,

€. A 12 inches in diameter by 1 inch deep
clroular wrea was noted in one fioor tle In the
haliway leading from Station 3 at the center of the
armergancy dootway, The area was sunken and
contained multiple cracks,

2. Door damage and resultant dirt aceumulation
was noted in the following lecations:
;& The front door to the women's shower
; roumm across from room. #117 had 8 chipped
areas o the vutside; the largest measured 3
F inches by 1 inch,
i b The inglde bathroom deor of room #101
| had & scrape 18 inches above the flaor that
: massUred 2 faet long by 6 inches across,
i ¢ The inside bathroom door of roorm #1410
had a hole near the lower hinge that measurad
inch by 1.5 Inchas, and & gash by the door handls
that measured 2 inches by 3 inches.

d. The front door to room #264 had & chipped
i area on the inside from the floor to 2 feet, 3
inches.

&. The front door to room #2686 had a 2 inch
+ by 1.5 Inch chipped area at the cuter handie.

i 3, Dirt acoumulation as a result of Inadequals

! maintenance was neted in the fallowing locations:
;& The bathroom wall by the sink In room

T #108 had a gash just abave the baseboard (hat
:measured 2 Inches by 2 inches,

| b. The wall in the bathroom of reom #107 had
la 5 foot by 2 inch unpainted board nailed above

L the baseboard across from the tollet,

(%) 1D f BUMMARY BTATEMENT GF DERICIENCIES v} ! PROVIBER'E PLAN OF CORREGTION . (%8)
FREFIX ! (EACH DEFICIENGY MUST BEE PRECEDED BY FULL 'OPREFX [EACH CORRECTIVE ACTION BHOULD BE © COMPLETION
TG REQULATORY OR LECG IDENTIFYING INFORMATION) TAG ! CROSS-REFERENGED TO THE APPROPRIATE | bare
| DEFICIENCY) ;
i ]
' repaired. The front doerto rooin #2356 T
F 253} Continued From pagoe 3 F 263 will be repaired.

The bathroom wall by the sink in toom
#103 will be repaired. The wall in the
bathroom in room #107 will be
painted. The wall in the bathroom in

i room #112 will be painted. The
bathroom wall in room #335 will be
tepaired and painted, The board in the .
bathroom of room #341 will be E
painted. The wall by the bed in room "
#344 will be painted,

2) Identification:

Fucility staff will conduct visual
rounds Lo assist them to identify other
housekeeping/maintenance concertis
that need to be addressed. Issues
identified will be addressed as
indicated, Residents residing at the
[Lacility are potentially affected.

3) Systemic Changes;

Facility staff will conduct visual
rounds to ensurs that items are stored
praperly, and thal rootns, common
areas and equipment are cleaned and
maintained on a regular basis, On or
before the allegation of compliance the
Administrator/Designee will in-service
facility staff on communication of
rmairtenance/housekeeping concorns
issues via maintenance log and/or the
24 hour report. An attendance sheet
will be utilized and reconciled with the
cuttent active staff roster.
Housekeeping staff will be in-serviced
on the impoertance of cleanliness of the
facility. The Nursing Home
Administrator (NITA) will provide

FORM CMS-26670%-00) Fravious Versions Obsolate Evant % 2Y8% 1

Faclity I0: WY onos If continuation shoet Page 4 of 29
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58=p 1' ACGURAGYICOORDINATION/CERTIFIED
i
| The assessment must ascurately reflact the
i resldent's status.

- A registerad nurae must conduct or coordinate
t gach assessmuant with the appropriate
, participation of health professlonals,

1 A registered nurse must sign and certfy that the
| assessment ks complated,

 Each individual who completas a portion of the
; assgssment must sign and certify the accuracy of

: thit portlon of the assessment,

I Under Met:!lc;ére and Medicaid, an individuat wha
i willfully and knowingly certifies & matarial and

(X410 | SUMMARY 8TATEMENT OF DEFIGIENGIES o _PROVIDER'S PLAN OF CORRECTION (x5
PREFIX | (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ALTION SHOULD BE BOMPLETION
TAG | REGULATORY I LSC IDENTIFYING INFORMATION) TAG CROBG-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENGY)
oversight to ensure identified issues
F 253 | Continued From page 4 : F263| have been resolved, ,
. The well In tha bathroom to the rght of the 4} Monitoring; g
sink in room #1412 had paint removed from an The Maimtenance Director, |
area 10 inches above the floor that measured 2 Housekeeping Director and the NHA,
| fest seross and 1 inch wide, or designee, will conduct monthly
d. Tha bathroorn wall in room #4338 had a 3 environmental rounds in order to
feot by 2 Inch scrape with a tear Into the plaster identify outstanding housekeeping and
Just above the baseboard across from the tollst, maintenance issues with overall
i & The wall In the bathroom of room #341 had oversight provide by the NHA.
a 4 [nch by 2 feat unpaintsd board nalled above Findings to be presented to QAPI
the baseboard te the Isft of the toilet, | ﬂﬂg 1:1 d
f. The wall by the hed in roum #344 had a & monihly as needed,
feat by 2 feet aren where palit had been
|| removed,
H 1
-1 4. During an interview with the maintenance
. director on 8/6/12 at 9§ AM, he confirmed the
155068 with doors, floors end walls, He stated he
j Intended to repair these itema; howaver, no
| spacific plan with a imeframe was in place.
F 2781 483.20(g} ~ ([) ASBESSMENT Fa78

1

FQRM GME-2567(02-90) Previoys Varsions Ohsclefs Event I Z¥YBZ 1
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- fatse staternant In a resident aggessment 1s

s subject to @ civil money penalty of not more than
$1,000 for each assessmant; or an individuat who
wilifully and knowlingly causes another individusl
to certify 8 materlal and false statemant in a
resident assesament is subject fo a oivil money
penaity of not more than $8,000 for each
asgossment,

Glinleat disagreament doss not oonstitute a
materat and felse statement,

This REQUIREMENT I3 not met ag evidenced
by:
Based on medical record review and staff
interview, the faclity failed to ensure slghatures of
individual assessors at Z0400 ware obfained in a

! timely manner for 4 of 16 samgle residents (#3,
#5, #1712, #78), The findings were:

1, During the survey from 8/8/12 through 82,
review of the most recant MDS assessments for
rasidents #3, #6, and #72 revaalsd aach had A
sticky note attached to Seotlon £ contalning a list
of names and detes. The followlng concarns were
iclentifled: ‘

a, The compiation date for Section 205005
for resident $3 was 7/2/12. The attached note
indicated a staff member st needad to sign
I Sgotion Z0A00 for information obtalined on 8/20
Fand B25H2,
| b The completion date for resident #8 was
L eatered as 7/30/12 on Bection Z0500B. The
! attached note Indlcated & staff mermber had not
! yet signed Section Z0400 for Information ebtained
[ on 72412,

I e, Section Z0S00B was signed as complated

i

; : T N NUMBER: ¥
AND PLAN OF CORRECTION IDENTIFIGATIO ER 4 BULDING COMPLETED
B, WING
535043 QBI0R/2012
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, GITY, §TATE, ZIP GODE
BO3 & 18TH 8T
ARAMIE CARE CENTER
LARAME O LARAMIE, WY 82070
Ay D | SUMMARY STATEMENT OF DEFIGIENGIES n PROVIDER'S PLAN OF GORREGTION -
PREFIX | (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULD BE | combliion
TAG REGULATORY OR LEG IGENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
Y DEFICIENCY)
|
T ] 9123/12
F 278 . Continued From page § F 278

| 2) Identification:

F278 :
Preparation and execution of _
this response and plan of ;
correetion does not constitute an
admission or agreement by the
provider of the truth of the facts
alleged or conclusions set forth
in the statement of deficiencies.
The plan of correction is
prepared and/or executed solely
because the provisions of federal
and state law require it, For the
purposes of any allegation that !
the facility is not in substantial
compliance with federal
requirements of participation,
this responge and plan of
correction constitutes the
facility's allegation of
compliance in accordance with :
section 7305 of the state |
operations manual,

1) Cotrective Action:

Staff involved in signing MDS
section  Z0400 after the
complete date were re educated
and the facility will now ensure
that that section is signed on or
before the completion date.

RORM ChS-2607{02-08) Previous Varslons Obsolata Event 1 2Y82411

Fachity [0: WY0008
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; DEFICIENGY)
| Residents that reside at the !
F278 1 Gontinued From page 6 F278 facility are at potential risk. On |
for resldant #72 on 7/23/12. However, the - bef th lepati ¢
attached note Indicated a staff member stil or betore ine allegation o
' nesded to slyn Section Z0400 for Information compliance the MDS
 obtalned on 7/20/12, Coordinator ~ will  review
. \ )
2, Review of Sacllon ZOS00B for resident #78 Residents” MDSs to ensure that
showad it was dated 5/13/12. However, one Section 20400 is signed on or
signature at Sectlon Z0400 was dated 5/14/12, before complete date. Issues
one day after the MDS coordinator signed the identified will be trended
assessment as completo. because staff cannot go back and
'3, On 8712 at 10 AM tha MDS coordinator re-sign a different date.
i canfirmed she had difflculty getting signatures for 3) Systemic Changes
the assessments In a timely manner, so she lefi . ;
notes for the individual assessors, She stated the On or~ before the allegation of
signatures at Sectlon Z0400 were not alweys compl:}ance ' f%le _ MDS
 obtained befare she signed esach essessment as Coordinator will in-service the f{
80| 23?3§€§)<a) 483.10()(2) RIGHT TO Fogg| DS Staff and Intordisciplinaty |
5wt | PARTICIPATE PLANNING CARE-REVISE GP Team on the importance of
accurately and timely assessing
The resident hag the right, uniess adjudged the resident’s status to include
incompetent or otherwlse found to ke signing section Zo400©  on or
incapaicitated under the laws of the Siate, to hegf " Eth 1 :., dute. A
participate In planning cate and treatment or Or¢ the compietion date. An
changes In care and treatment, attendance sheet will be utilized
A henst & st b cloveloned and reconciled to the list of IDT i
comprehensive care plan must be develope s r
i within 7 days after tha completion of the iqgjm?m and staff Wﬁ" SIgT
| comprehensive assessment; prepared by an §’s and the Stﬂff Who were
interdisciplinary team, that Includss the attending unable to attend will be pgiven
physician, & reglstered nurse with responsiblity 1'1  education. The MDS
for tha resident, and other appropriate staff in o N )
disciplines as determined by the resldent's needs, Coqrdm;ztm will  bring ee}ch
and, to the extant practicable, the participatlon of Resident’s MDS to the morning
tha resident, the resldm:jt's far&wély or the rlesldent‘s leadership meeting and prior to
legal representative; and periodically reviewsd filing MDS in the Resident’
v a team of qualifisd persons after g ML recnt s
and revised by 8 ¢ q P U record the MDS Coordinator
FCRM GMS-2567(02-99) Previous Verglons Obuotate Evont 10 2¥8E 1 Faciilty 10: WYOG08 If continuation sheet Foge 7 of 21
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will review Sec ZOY00'  for a
timely signature,

4) Monitoring:

The MDS Coordinator will
bring the resident’s MDS to the
morning leadership meeting and
care plan meetings prior to filing
MDS in the resident’s record the
MDS Coordinator will review
sec ZOY00  for a signature on
or before the completion date.,
The MDS Coordinator will
report trends in QAPI to ensurc
the plan is implemented,
sustained, and evaluated for it’s
eflectiveness, The MDS
coordinator will be responsible
for oversight

e 4 of 23
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STATEMENT OF DEFIGIENCIES {x1) FROVIDERISUPPLIERIGLIA (X2 MULTIELE CONSTRUCTION (X3) DATE SURVEY
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NAME OF PROVIDER OR SUPPLIER

BTREET ADDRESS, CITY, STATE, ZIP CODE
503 8 10TH 8T

RAMIE CARE CENTER
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X80 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN QF CORREGTION P
BREFIX | {EACH DEFICIENGY WUST BE PRECEDED BY FULL PRIEFIX {EACH CORRECTIVE AGTION SHOULD BE ¢ GOMPLEFION
ThG i REGULATORY QR LEG IDENTIFYING INFORMATICN) TAG CROSY-REFERENCED TO THE APPROPRIATE 1 DATE
i DEFICIENCY) !
: . F280 9/23/12
F 280 Continued From pags 7 FF280| Preparation and execution of this

]
H
H

" resltient's curtent condition,

£2, Review of the medical record and care plan for

+ staff reviewed and revised care plans to

: ambulated to the bathroom with 2 walker and one |

: Xanax. Ohservations on 8/6/12 at 12 PM, B/7/12

- resident ate In dining room #2 (for resldenis

each assessment,

This REQUIREMENT s not met as evidenoced
by

Based on obsarvation, medical racord raview

and staff Interview, the Tacility failed to ansure

accurstely raflect the current status of 3 of 13
sample residents (#21, #66, #72), The findings
were:

1, Acsording to the 7/31/12 cars plan, rasident
#21 had a good appetite and ate Indapandently In
tining room #1, received Zaloft and Remeron for
depression and Xanax for agitation, and

assistant. Review of the 7/30/12 quarterly MDS
assassment showed the resldent did net
ambulate In hisher room. Review of physician
prders dated 7/16/12 showad Zoloft was
discontinued and the realdant no longer recelved

at 7:59 AW, and B/8/12 at 12:04 PM showed the

needing cueing or asststance) and had & poaor
appetite. At the meal ot 812, the resldent was
observed toeat one bite and then push the plaie
away and refuse other food; the resident was
observed to eat under 28 parcent of each of the
othar two meals, On §8/12 at 816 AM the
assistant DON reviewed the care plan end

confirmed it necded to ba revised o reflest the |

|

response and plan of correction does
not constitute an admission or
agreement by the provider of the truth
of the facts alleged or conclusions set
forth in the statement of deficiencies,
The plan of correction is prepared
and/or executed solely because the
provisions of federal and state law
require it. For the purpeses of any
allegation that the facility is not in
substantial compliance with federal
requirements of participation, this
regponse and plan of correction
constitutes the facility's allegation of
compliance in accordance with section
7305 of the state operations manual,

1) Corrective Action:
On or before the allegation of
compliance  the  DON/Designeo

corrected the care plan for resident #21
to ensure that her/his nutrilional needs,
her/his dental needs and her/his
psychotropic  medications were
addressed on herthis plan of care.

On or before the allegation of
compliance  the  DON/Designee
corrected the care plan for resident #66
to ensure that her/his COR status and
respivatory medications were
accurately addressed on her/his plan of
care,

On or before the allegation of
| compliance  the  DON/Designee
i corrected the care plan for resident #72
to ensure that her/his depression and

5
[
I

;
i
|

FORM CM8-2607(02-69) Provicus Versions Obgolels
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PRINTED: 08/23/2012

FORM ARPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NO. 09380381
STATEMENT OF DEFICIENCIES L1} BROVIDER/SUPRLIBRICLIA (X2) MULTIFLE SOMSTRUGTION (X4) DATE SURVIZY
AND PLAN OF CORREGTION IDHENTIFICATION NUMBER: A BUILDING COMPLETED
| 535043 o e 08/09/2012
NAME QOF PROVIDER GR SUPFLIER STREET ADDRE®S, CITY, STATE, ZIP CODE
LARAMIE GARE GENTER :‘ERTY;:; 3:;‘( 62070
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORREGTION ey
PREFIX {EAGH DEFIGIENGY MUST BE PREGEDED BY FLL), PREFIX EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY 9R LEC IDENTIFYING INFORMATION) ThQ GROSS-REFERENGED TO THE APERORRIATE bATE
DEFIGIENCY)
» 80: any antidepressant use was accurately
< 280 - Contlnued From page 8 F 280 reflected on the plan of care,
rasldent #66 showed the following concerns: 2) Identification:
a, Review of the 211712 "Prefarred Intensity of Residents that reside at the facility are
- Madical Care and Treatment" dosumesnt showed gl polential risk. On or before the
"Na Mot Resuscltate.” Review of the resldent's allegation  of  compliance  the
, care plan for advance directives last dgt@d an Interdisciplinary Team will review
i 5/1 0’12 ShDWEd thE wae g "Fl.l” COdﬁ!' tl'\di(}iiﬂﬂg residmt’s care plaﬂs to ensure that the
 she want to be resuscitated. care plans are up to date and accurately
: b Review of the 5/1/12 physlelan orders reflect  the  residents  status
{ showed the resident was to receive Spiriva interventions are clear, individualized,
* (bronchadilator) through a hand held inheler daily. A d a e 1 :
. Furthar review of the madical record showed the and do not confradict themselves.
order remalned In effacl. Review of the Issues identified will be corrected at
: respiratory care plan last revised on 51442 that time.
- showed the resident was not recelving respiratory 3) Systemic Changes
! madisations or intervantions. . Resident's Cure plans will be reviewed
! ¢, During an intarview witth the MBS quarterly,  annuoally, and  with
! coordinator and the soclal sesvices director on sipnificant changes in statns, Revisions
' B/0M12 at 825 AM, they acknowledgad the care if Indicated will be completed at that
. plans should have been revised to show the ime, RN’s and LPN' will place
+ residant's current status, resident status changes on the 24 hour
i . Report, and the Interdisciplinary ‘Team
: 3. Review of the psychosoclal care plan last will review the 24 hour report and the
reviewed on 7172 for resident #72 sho&vad telephone orders from the prior day
- sfhe was on mirtazanine for depression, Review ; 1 g
| ofthe 71112 MAR did not show the resident was oach businiess Hay and identiflas stahus
o the madication. An Interview with the soclal changes will be care planned at that
: sarvices director on 8/9/12 at 8:25 AM conflrmed time. On or before the allegation of
: tha rasident was no longer on the madication snd C""‘Plfance . the Lo MDS
+ the care plan should have been updated. Coordinator/Designee will in-service
F 2827 483.20(k)(3)(I) SERVICES BY QUALIFIED F2g2{ the Interdisciplinary Team members
§8=p: PERSONS/PER GARE PLAN alild the licensed Eursmg B:itaft on tl:lm'e
: plan revisions. An attendance sheet
" The sarvices provided or arranged by the fackity will be utilized and reconciled with the
*must be provided hy qualified psrsons in Interdisciplinary  Team  and  the
. accordance with each resident's written plan of Licensed Nursing Staff and those staffl
care. unable to attend will be provided 1:1
education,
4) Monitoring:

FORM CM8-2567[02-89) Previous YVeralons Obsolele

Event ID:2YB2ZH
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The resident cate plans will be
reviewed on admission, each cuarter,
and/or with significant change in status
at time of care plan meeting to ensure
any appropriate care plan revisiong
have beon made. Lssues identified will
be corrected at that time and the MDS
Coordinator/Deslgnes  will  report
issues in QAPI to ensure plan is
implemented, sustained, and evaluated
for its effectiveness.

Pacg 12 4f 23
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i FORM APPROVED
CENTERS FOR MEDIGARE & MERICAID SERVICES OMB NO, 093§-Q3591
STATEMENT OF DEFICIENCIES %1} PROVIDER/SU : £
1 AND PLAN OF CORRECTION e I[}ENTIFI'I}I}\I'ﬁ(J:?plil-|]i.ilEl\-li!é(r‘ill;i‘;cs 2 HULTIPLE GONSTRUGTION txa)ggmsfg‘pgbev
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NAME QF PROVIDER CR SUPPLIER

STREET ADDRESS, CITY, BYATE, ZIP CODE
503 8 18TH 8T

LARAMIE CARE CENTER
LARAMIE, WY B2070
pxayin !  SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ———
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH CORRECTIVE AGTION SHOULD BE | UomMbienian
g | REGULATORY OR LEG IDENTIFYING INFORMATION) TG CROSE-REFERENCED TO THE APPROPRIATE | GATE
i DEFICIENGY) ;
iy
. | F282 9/23/12
282 | Continued From page & F282] Preparation and execution of this ;

This REQUIREMENT s not met as evidenced
by

Basad on shasrvatlan, madfcal record review,
resident and staff nterview, and review of the diet
cards, the facllity falled to ensure the care plan

- was followed for 1 of 1 non-sample resldent (#56)
i : cancerning food allergles. The findings were;

Raviaw of the admission face sheet for resldent
#60 showed sthe was admitted to the facility an
872211 with allerglas 1o fish and mushrooms,
Review of the resldant's care plan, kst updated
or 7114/12 revealod the following, "l am allargle to
figh and mushrooma. The kitchen hag baan
ladvised of this, but If | do reveive the wrong meal
[t am to tell someone immediately and get a new
i meal." The following concerns were noted;
a. During Interviews on 8/7/12 at 2:30 PM and

i 81812 at 4:30 PM, the resident stated the facility

servid him/her food that /e was allergle to "on
; at least two oceasions™, haugh the resident had
informad staff of the allargy prior to baing served
those foods. The resident stated s/he was upset
that staff served food s/he was allergic to-and
was concernad this might heppen again. The
resident was also consermed the facllity might
| satve & confused resident food to witich they
were allergle.

h. Revlew of the resident's diet card shawed
tha resident's allergies ware not listed,

. Obsarvation of the flunch meal service on
88112 from 11:40 AM through 12:15 PM showed
dietary saff rellod on the diet cards when serving.
Al that itme cook #1 confirmed ghe folfowed tha
dlet cards when serving.

d. During an Interview with the dietary manager
on 8/8M12 at 4:35 PM, ha confirmed the residant's
Hood allergies were not listed on the resident's

l

‘the allegation of compliance the

response and plan of correction does
not constitute an admission or
agreement by the provider of the truth
of the facts alleged or conclusions set
forth in the statement of deficiencies,
The plan of cotrection is prepared
andfor executed solely because the
provisions of foderal and state law
require it. For the purposes of any
allegation that the facility is not in
substantial compliance with federal
requirements of participation, this
response and plan of correction
constitutes the facility's allegation of
compliance in accordance with section
73035 of the state operations mannal,

1} Corrective Action:

Resident #55°s meal fracker now
identifies the resident’s stated allergies
and she/he is receiving food that she/he
prefers and is not allergic to.

2) Identification;

Beginning Aogust 20, 2012 up until

Dictary Manager/designee reviewed
the records of residents residing at
facility and reconeiled any resident
allergies with the information in meal
tracker so that the meal tickets printed
reflect the residents dietary needs
including allergics

3) Systemic Changes:

Allerpy Information will be obtained
on admission/re-admission and
includes sensitivities to drgs, food
items and the typs of reaction

FCOIRM CiW 3280 7{02-0%9) Fravious Varsions Obuolote

Event 1D: ZY8214

Fagitty ID: Wy oocs
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. DEPARTMENT OF HEALTH AND HUMAN SERVICES
" CENTERS FOR MEDIGARE & MEDICAID SERVICES

PRINTED; 08/23/2012
FORMAPPROVED
OME NG, 0938-0301

1 STATEMENT OF DEFIGIENCIES (%1} PROVIDER/SUPFLIBRIGLIA
AND PLAN OF CORRECTION [EENTIFIGATION MUMEER:

634043

(%2) MULTIPLE CONSTRUCTION {H3) nm_; URVEY
A, BUILDING COMPLETED
B. YWING

08/08/2012

NAME 0F PROVIDER OR SUFPLIER
LARAMIE CARE CENTER

STREET ADDRESS, OITY, STATE, ZIP GOUR
503 5 107TH 8T

LARAMIE, WY 82070

; Based an the resident's comprehensive
assassmant, the faclilty must ensurs that a
resident who enters the facliity without an
indwelling cathater is not cathaterlzed unless the
resident's clinica) candition demonstrates that
cathetartzation was necessary; and a resldent
who is incontinent of bladder recelves appropriate
treatement and sarvices to prevent urinary tract

! infections and to restore a5 much normal bladder
; function as possible.

This REQUIREMENT s not mat as evidenced
by:

Basad on medical record review, observation,
staff interview and review of the facility pollcles
and procedures, the facility failed to ensure
proper placement of the dralnage tilbing to
' prevent infection for 1 of 2 sample residents (#G6)
! with a suprapuble cathater. The findings were:
| Review of the medical record for resident #68
showed s/he had diagnoses to Incude multiple
aclaroals (M8) and muscular atrophy (muscular
weakness), Review of the 2/112M2 admission
MDS care aren assessment showed the resident
had a cathister due v MS and bladder urgency
I with the inability to “controt vaiding” (urlnation).

! The following concerns were ldentified;
@ Observation on 8/7/12 at 9:38 AM showed

NI SUBMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX | (BACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | compLEvIo
746 :  REGULATORY ORLSC IDENTIFYING INFORMATION) TAG OROS3-REFERENCED 0 g*l.j)k APPROPRIATE ~  DATE
i ]
: experienced by the resident.
F 282 Continued From pags 10 F282] Documentation from the referring
" diet card (computer generated from "Maal facility/agency should be thoraughly
U Tracker"). He stated he was upaware of the revigwed ot allergy information,
! regident's allergles. He also stated the distary Resident allergies will be recerded on
staff ralled on thase cards during serving for food | the resident’s care plan,
prders, preferences, and allergles, medication/treatment records,
F 315} 483.25(d) NO CATHETER, PREVENT UTI, #3181 physician’s orders and any other
ag=n | RESTORE BLADDER appropriate forms guch as the dietary
i communication firm and meal tracker,

The resident’s chart will be flagped ;
accordingly, The physician and J
pharmacy are notified of stated
allergies, Diefary Is notified of any
food allergies. Should a resident
develop an allergic reaction/drug
sensitivity post admission, the facllity
will notify the physician and foltow
orders. On or before the allegation of
compliange the DON/Designee will in-
service the nursing and dietary staff
regarding ensure we accommodate the :
residents needs, specifically allergies. !
An aticndance sheet will be kept and
reconciled to the active nursing and
dietary department roster and those
staff unable to attend will be provided
with 1-1 education.

4) Monitoring;

Residents will be reviewed for
allergies on admission, quarterly,
annually, and if a significant change in
condition ccours and at that time the
Dietary Manager will reconcile the
resident’s record with the resident’s
meal tracker/meal ticket, Issues
identified will be corrected when
identified and the Dietary Manager

FORM GM3-2GaT(02-08) Previous Vergtons Obsalele Evant 10; 2Y8E11

Faality 10; WY0008 If continuation sheat Page 1 of 21
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will trend concerns to be reviewed in
QAPI to ensure plan has been
implemented, sustained, and evaluated
for its effectiveness.
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Jo

FORM APP
CENTERS FOR MEDICARE & MERICAID SERVICES _ OMB ugﬁgﬁgaﬁfﬁvgﬁgﬁ)
STATEMENT OF DEFICIENCIES {(}1) PROVIDER/BUPPLIERICLIA {12) MULTIPLE CONSTRUCTION [X3) DATE SURVEY .

AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING
636043 8. WING 08/09/2012

1 NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, $TATE, ZIF GODE
503 8 48TH 5T

88=F ; HAZARDS/SUPERVISIONDEVICES
: The facillty must ensure that the resident
- environment remaing as free of accident hazards
i a6 ia possible; aind sach residant recelves
i adequate supervision and pesistance devices to
| prevent accldents.
l

: This REQUIREMENT is not met as svideticed
by,
. Based on obaervation and siaff (nterview, the
facmty felled to ensura the facllity was free from
" accldent hazards in the activity area and varlous
. rasldent areas in 3 of 3 Stations (Btations 1, 2, 3).
* The findings were:

1. Quservation on B/9/712 at 8:46 AM showed a
- gtove In the activitiss room with two knobs that
_controllsd two of four stove top burners, No ataff
i of residents wars obsatved in the area, andthe

LARAMIE CARE CENTER L ARAMIE, WY 82070
KO SR ST OF oS > B B
TAG | REOULATCRY OR LSC IBENTIFYING INFORMATION) ""%ﬁ&"’" mgoss-nepeggggg[z ;ﬁgﬁf p?;ip%%hr?agmﬁm : o
ENGY) |
i _ F315 | 923712
F 315 | Confinved From page 11 F &18| Preparation and execution of this
CNA#M and CNA#2 transferred the rasident into response and plan of correction does
bed. The CNAS laft the reom leaving the urine not constituts an admission or
drainage bag on the bad with the resldent, agreement by the provider of the truth
: gurther, th? tubing was not positioned o promote of the facts alleged or conclusions set
: dralnage of irine from the bladder, forth in the statement of deficiencies.
h. Ohservation with RN #1 on 8/7/12 at 10 The plan of correction is prepared
| AM showed the tublng was not positionad to allow and/or executed solely because the
' drainage of the resident’s bladder, At that tima 2y F fed ]y d state e
the RN confirmed the fublng needad to ba provisions ol. federal anc siale aw
repositioned, require it, For the purposes of any
¢, Raview of the facility policles and allegation that the facility is not in
procedures for suprapubic catheter care last substantial compliance with foderal
: revised on 3/18/12, showed the catheter tubing requirements of participation, this
1 should not ba kinked or blooked, : respanse and plan of correction
F 323 483.25{h) FREE OF AGCIDENT F323] constitutes the facility's allegation of

compliance in accordance with section
7305 of the state operations manual,

1) Corrective action;

Resident #66°s catheter was placed off
of the bed and into a pink basin next to
the bed to facility draining of urine,

2) Identification;

Prior to the surveyors exiting the
facility the DON/Designee visually
reviewed each resident residing at the
Tacility with indwelling Foley
catheters/supra pubic catheters to
ensure their tubing was not above the
level of the bladder, There were no
other issues identified at that time,

3) Systemic changes:

Beginning Auguat 8, 2012 prior to
surveyor exiting the facllity and
continuing up until the date of alleged
compliance, the DON/ desipnee will
in-service the nursing staff on the
urinary management practice

i
i
i
|
1
I
1
1

FORM CMG.2567(02-99} Pravious Varsions Obaolels Event 1Dt ZYBZT
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guidelines and the prevention of
infection as it relates to indwelling
catheters; specifically placement of the
Foley tubing to ensure it is not placed
above the level of the bladder. An
attendance sheet will be utilized and
reconciled with the active nurse staff
roster and those nurses unable to attend
will be provided 1:1 education,

4) Monitoring;

The DON/Designee will do visual
rounds 3 times weekly and PRN to
ensute residents who have indwelling
Foley catheters / supra pubic catheters
teceive appropriate treatment and
services as indicated in their plan of
care (o prevent urinary fract infections;
specifically that their Foley tubing is
not placed above the lovel of the
bladder. Issues identified will be
reviewed in QAPT to ensure plan has
been implemented, sustained and
evaluated for its effectiveness,

Pasg. 11 4 38
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PRINTED; oB/23/2012

stove was operable without any safety features,
Durfng an Interview with the activity director an
819112 at 8:50 AM, she confrmed resldents couid
enter the activily araa at any time, and etaff were
not always prasant. She further confirmed the
stove did hot have any safety features to protect
i residants,

| 2. Obsarvation on 8/2/12 &t 8:30 AM showed
heat vant on the bathroom floor of room #4108
across from the tollet that measured 5 feat across
by 1 foot high, The hast vent had the covar off,
oxposing multiple jagoed edges with the potential
to injure residents,

I 8. Obsarvations en 81912 from 8 fo 8:48 AM
 revesled baseboard and kickplate damage in the
following rooms on Stations 1, 2, and 3 that hac
the potential to cause Injury:

a, In the bathroom of room #102, the
hasehboard behind the sink was pulled from the
wall for a 2 inch by 6 Inch space,

b, The basabuard betwesh the sink and door
in the bathreom of room #104 was pulled from
the wall [n an area that measured 3 Inches by 1.5

of ihe sink had & 4 Inch by 2 Inch area wherg the
basaboard wae pulled from the wall, _

d. In roons #1417 the bathreom had a 3 inch by ;
F 1 inch araa of baseboard pulled from the wall.
&. In room #2853, & 16 inch area of baseboard |
wad pullec from the wall, -
f. The front door to room #3356 had & kiek
i plate that was jagdged on the outer edge fo 2
inches up,

: 4, During an Interview with the maintenance

4 FORM APPROVED
" CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO, D838-0381
| BTATEMENT OF DEFIGIENCIES (X1} PROVIDERISUPRLIER/GLIA (X2) MULTIPLE COMBTRUCTION {%3) DATE SURVEY
1 AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: COMPLETED
| A BUILDING
B. WING o
635043 08/09/2012
1 NAME OF PROVIDER OR SUPPLIER STREET ADDRESSE, GITY, STATE, ZiP’ GODE
B & 16TH 8T
LAR, 5 ¢ E
ANIE CARE CENTER LARAMIE, WY 02070
XHID SUMMARY STATEMENY OF DEFICIENCIES i FROVIDER'S FLAN OF GORREGTION 16)
PREFIX - (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8HCULD BE COMPLETION
TAG REGULATORY UR LBC IDENTIFYING INFORMATION) TAG GROSE-REFERENGED TO THE APPROPRIATE AT
DEFICIENCY)
: ‘ F323 9/23/12
F 323 | Gontinued From page 12 F 323) Preparation and execution of this j

response and plan of correction does
not constitute an admission or
agreement by the provider of the truth
of the facts alleged or conclusions set
forth in the statement of deficiencies,
The plan of correction is preparad
and/or executed solely because it is
required by the provisions of federal
and state law. For the purposes of any
allegation that the facility is not in
substantial compliance with federal
requirements of participation, this
response and plan of correction
constitutes the facility's allegation of
compliance in accordance with section
7305 of the state operations manual.

1) Corrective Action;

The stove in the activity rootn was
unplugged; the breaker was shut down
and tagged as lock-cut- tag-out, This
has been corrected by an electrician
who installed a shut off switch in a
lock box,

The heater vent cover in room #108
will be replaced.

The loose base boards identified in the
facility by the survey team were
replaced. This includes the bathrooms
in rooms #102, 104, 112, 117, and
room #233, The kick plate on the front
door of room #3335 will be repaired.
The vent cover in room 108 was re
applied and is no longer a safety rlsk,
2} Identification;

Beginning 8/9/12, 2012 the
Maintenance Director and KHA |

FORM (MS-2867(02-69) Previous Varslons Obsolate Evont Iy Y8711 Facilly 10; \WYO006 It continuatlon sheet Page 13 of 21
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conducted Visual rounds to identify
any other safety concerns such as loose
base board covers, loose or missing
vent covers, or access to stoves/ovens
that can potentially burn residents.
Thetre were no other safety issues
identified.

3) Bystemic Changes:

Maintenance Director/ Designee will
conduct visual rounds weekly to ensure
safety issues such as loose or missing
vent covers, loose base boards and/ or
#eeess to stoves. On or befors the
allegation of compliance the
Maintenance Director and/ or designee
will in-gervice Facllity staff on
cotnmunication of maintenance issues
that may pose a safety risk via
maintenance log and/or the 24 hour
reporl. The NHA will provide
overslght to ensure identified issues
have boen rosolved.

4) Monitoring;

The Malntehanee Director,
Housekeeping Director and the NHA,
or designee, will conduct monthly
environmental rounds in order to
identify outstanding housekeeping and
maintenance issues that may pose a
safely tisk oversight provide by the
NHA. Findings to be presented to
QA&A monthly as nesded.

Pagg 4] A%
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DEPARTMENT OF HMEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES () PROVIDERSUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3Y DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
] A, BUILDING
' B, WING
535043 08/09/2012

NAME OF PROVIDER OR BUPPLIER

STREET ADDRESS, CITY, STAYE, Z1IP CODIS
503 & 14TH 8T

The faoility must post the following Infarmation on
i a dally basis
o Facilty name,
o The current date,
o The total number and the actual hours warked
by the followlng eategories of licensad and
unlicenesd nursing staff directly respensible for
resident care par shiit:

- Registered nurses,

- Licensed practical nurges or licenged
vocational nurses (as defined under State taw),

Tha facllity must post the nuree staffing data
specified above on & dally basls at the beginning
of each shift, Data must be postad as follows:

o GClaar and readable format,
o In a prominent plase readlly accassible to
rasidents and visltors,

The facillty must, upon oral or whitten request,
make nurse staffing dats avallable to the publlc

. for review at & cost not to exceed the community
: standard,

| The faclity must malntzin the posted daily nurse
| staffing data for a minimum of 18 months, or as
' required by State law, whichaver Is greater.

!

allegation that the facility is not in
substantial compliunce with federal
requirements of pacticipation, this
response and plan of correction
constltutes the Facility's allegation of
complizice in accordance with section
7305 of the state operations manugl,

1) Corrective Action:

The staffing was correctly posted
during the three days the survey.,

~ Carlified nurse aldes, 2} Identification:
I 5 Rasident census, Residents that reside at the facility are
: at potential risk,

3) Systemic change:

The DON/Designee must post the
nurse staffing data on a daily basis to
incInde the following; the facility

| name, the current date, the total
nurber and the hours scheduled for the
following categories of licensed and
unlicensed nursing staff directly
responsible for resident care per shift;
registered murses, licensed practical
1rses, certified nurse aides, resident
census, The data must be posted in a
clear and roadable format, ina
prominent place readily accessible to

LARAMIE CARE CENTER LARAMIE, WY 82070
(XAYID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION S ey
PREFIX *  (EACH DEFIGIENGY MUST BE PRECEDED 8Y FULL PREFTX (EAGH CORRECTIVE AUTION SHOULD BE ! GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TO THEAPRRGPRIATE - DATE
DEFIGIENGY)
F356 9/23/12
F 323! Continued From page 13 F 323] Preparation and exeeution of this
director on 8/9/12 at 9 AM, he confirmed the responge and plan of correction does
i stove i the activities aren was operable and had not constitate an admission or
no salely featuras to protest residents. He further agreement by the provider of the truth
conflrmed the haat vent should be dovered and of the facts alleged or conclusions set
the baseboartis and kickplate should be repelred forth in the statement of deficiencies.
for safely. The plan of correction is prepared
F 368 | 483.30(e) POSTED NURSE STAFFING F 356| and/or exeouted solely because the
5= | INFORMATION provisions of federal and state law
require it, For the purposes of any

FQRM GS-2467{02:80) Pravious Varslons Qbaolate

Event [0:ZY8Z11

Facillty 12 WYQ0Q0
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regidents and visitors, The facility
must, upon cral or written request,
make nurse staffing data available to
the public to review at a cost not to
excoed the standard. The facility must
maintain the posied daily nurse staffing
data for a minitmum of 18 months, On
ot prior to the allegation of compliance
the NHA/Designee will re educate the
DON/ADON/Designee on the Nurse
staffing posting requiremetits,

4) Monitoring;

The NITA/Designee will review the
posted stalfing forms weeldy for
accuracy and completeness, issugs
identified will be reviewed with the
DON/Designee af that time, Trends
will be réviewed in QAPT for purposes
of process improvement, The NHA
will be ultimately responsible.
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NAME OF PROVIDER OR BUPPLIER

STREET ADDRESS, CITY, 8TATE, ZIP CODE
503 8 18TH BT

i Drugs and biologicals used in the facllity must be
| labeled in accordance with currently accapted
i professional principles, and include the
" appropriate accessory and cautionary
1 ingtructions, and the expiration date whan
I ! applicable,

. .
LARAMIE CARE CENTER LARANIE, WY 82070
U ID SUMMARY STATEMENT CF DEF|GIENCIES I PROVIDER'S PLAN OF CORRECTION )
PREFX  (EACH DEFICIENGY MUST BE PRECEDED &Y FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE 0ATE
' DEFICIENGY) !
L
: F431 i 9/23/12
I 356 : Continued From page 14 FF 366, Preparation and execution of this i
i i respouse and plan of correction does
i not constitute an admission or
This REQUIREMENT s not mat as evidenced agreement by the prgvider of the fruth
by: of the facts alleged or conclusions set
i Basad on staff interview and raview of the dally forth in the statement of deficlencies,
: staffing reports, the faciiily falled to ensure the The plan of correction is prepared i
' gﬁgﬁ’ ﬁm‘fj;g ;ﬂ&gﬂa were completed each shift and/or executed solely because the g
provisions of federal and state law
Raview of three randomly selected nurse staffing “ﬁqum. it ];}?r t:;c putpases of any
reports for July 2012 showad the reports ware allegation that the facility is not in
incomplste and did not indicate the number of substential compliance with federal
nurslng staff assigned for every shift. Review of requiremonts of participation, this
two stafling reports for June 2042 did not show response and plan of correction
staff assigned to any shift. During an nterview constitutes the facility’s ullegation of
'  with the DON on 8/8/12 at 10:10 AM, she verified compliance in accordanee with section
| tha dally posted staffing raports wera not always 7305 of the state operations manual, !
' oompleted of tpdated by the supervisors each 1) Corrective Action; i
: ! shift, The nurse’s lunch that was left inside
F 4311 483.80(b), (d), {¢) DRUG RECORDS, F 431!  the medication refrigerator was
) when surveyor brought it to the
The facility must employ or abtain the services of facility’s nifention, On 8/9/12 the
a lcensed pharmacist who establishes o system DON/Dostencs re-educated the nurses
of records of receipt and digposition of al e olved i lomritn the Humch in th
controlled drugs In sufficient datall to enabie an N ation rofimeraton e
acturate reconciliation; end deftermines that drug medication rofrigorator.
1 records are In order and that an acoount of all The Medication cart left unattenced
cmntrollad drugs is maintained and periodically and uanCked during survey was
reconcued locked immediately when surveyor
brought it to the Facility’s attention.

On 8/9/12 the DON/Designee re
educated the nurses involved in leaving
the medication carts unlocked and
unattended,

2) Identification;

Residents that reside at the facility are
at potential risk,

FORM $MS-2087(02-90) Provious Verslony Chenite Evonl I0: ZY8214
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PRINTED: 08/23/2012
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIEMCIES X1y PROVIDERISUPPLIER/CLIA (%4} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDMENTIFICATION NUMBIER: . COMPLETED
A BUILBING
R, WING
§35043 08/09/2012

HAME OF PROVIDER OR SUPPLIER
LARAMIE CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
G038 10TH 8T

LARAMIE, WY 82070

» In accordance with State and Federal laws, the |
! fallity miust store all drugs and biologloals in
locked compartments undar proper terriperatire

| controls, and permit only authorized personnal fo

| have access to the keys.

| The faciity must provide separately locked,

: parmanently affixed compartments for storage of
" controlled drugs iisted In Schedule i of the

| Comprehengive Drug Abuse Prevention and

s Control Act of 1976 and other drugs subject to
abuse, except when the fachily uses single unit

, package drug distribution systems In which the

| quariity storad 18 minimat and & missing dose can
be readily detected,

This REQUIREMENT {s noi met as avidancad
by

Based on observation, staff interview, and review
of facility pollcles and precedures, the facility
falled b provide appropriate storage of
medications in 3 of § storage areas. The findings

i were:

H

11, On 8/BM2 at 8:50 AM an insulated container
waa observed in the medication refrigeratsr at
Station 2. It was sitting oh a shelf with resident
medications bul was utiabelad. During the
observation RN #1 stated the container held har
lunch. She further stated she was inaware staiff
food could not be storad with residant

! medications.

:: 2. Observation on 8/9/12 at 10:20 AM showead tha
. Btation 3 medication cart was left In tha resident
haltway outside room #331. The madication cart

compliance the licensed nurses will be
re-educated by the SDC/ designee
regarding proper storage of
medications including not leaving food
in the medication refrigerator and/or
placing medication in refrigerator’s
designeted for food. On or before the
allegation of compliance the Hcensed
nurses will be re educated by the SDC/
designee regarding proper storage of
medications including not leaving
medications un-attended in unlocked
medication carts, An attendance shect
will be utilized and reconciled with the
current netive staff roster. Nursing
staff unable to attend will be provided
with one on one in-servicing,

4) Monitoring:

Nurse Managers will examine the
medication refrigerator in the units,
medication rooms on nursing units
three times weelkly and prn for
improper storage of medications,
specifically staff storing food in the
medication refrigerator or medications
being left in refrigerators designaied
for food. Nurse Managers will
examine medication carts, medication
rooms, and nursing units three times
weekly and prn for impropet storage of
medications Issues identified will be
corrected at that time. Issues identified
will be corrected at that time. Trends
will be reviewed by the DON/

! Designee in QAPI to ensure plan has

(%43 1D I SUMMARY STATEMENT OF DEFICIENCIES i PROVIBER'S FLAN OF CORRECTION ! (X5)
PRERIX {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFX {EAGH GORRECTIVE AGTION BHOULD BE | COMPLETION
TAG REGULATORY OR LBC IDENTIRYING INFORMATION) TAG GROSS-REFERENGED TO THE ARFROFRIATE DATE
‘ DEFICIENCY)
3) Systemic Changes !
F 4311 Continusd From page 18 F 431| On or before the allegation of

EORM CMS-2EG7{0209) Provivus Versions Obaotate

Evynt |2 ZYSEN

Fanaiy 10 WYD00G
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FRINTED: 08/23/2012

DEPARTMENT OF HEALTH ANE HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID SERVICES OME NO, 0938-0391
STATEMENT OF DEFIGIENCIES {(%1) PROVIDER/BUPPLIERIGLIA {%2) MULTIPLE GONSTRUGTION {X3) DAYE SURVEY
AND PLAN OF CORREQTION IDENTIFICATION NUMBIER: COMPLETED
A, BUILDING
13, WING
535043 0B/08/20112
NAME OF FROVIDER OR SUPPLIER BTREET ADDRESS, GITY, STATE, ZIF CODE
603 B t8TH ST
LARAMIE CARE CENTER
LARANME, WY 82070
o) 1o SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORREGTION {%8)
PREFX | (EACH DEFICIENGY MUST S8 PRECECED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULT BE COMPLETION
TAG REGULATORY OR LSC MENTIFYING INFORMATION) TAG CROSE-REFERENDED 10 THE APPROPRIATE DATE
i DEFICIENGY) :
1

: been implemented, sustained, and
F 431 Gontinued From page 16 F 431 gvaluated for its effoctiveness.
was unlockad and sevaral staff were In the
hallway, but the llcensed nurse wes not in sight,
Al 40:22 AM, LPN #2 came out of a resldent’s
rogm. She confinmed she should have locked the
 cart before leaving It In the resident hallweay.

3, Observatien of a refrigerator containing

| resident food on Statlon 1 at 10 AM on 8/8/12
showad & large Ziploc bag confalning multipla
vials of Pipercillin and Tezobaciam, as well as the
intravanous solufions for administration, were
stored in a bottom drawer, I addltion, the
refrigerator contalned other resident medications,
During the observation, RN #3 confirmed the
madications should not be stored with the
resldents’ food itams,

4, On 8/8M2 at 1118 AM the facility's Regicnal
Diractor of Health Sewices stated metication
garts should be lncked and medications were not.
to be stored with food iterns. She provided tha
faility's pharmacy policy #5200, "Sterage of i
Medlcativne” dated Auguat 2001, which stated
medleation carts “...are (ocked or atfended by
persons with authorzed accass.” Those with
authorized access were [dentified as leensed
nurees, the consultant pharmacist, and those
lawlully authorized to administar medications.
The policy further stated other foods oot used In
administering medications ".. such as employes
lunches..." were not stored In medicatien
refrigerators,

F 441! 483.86 INFECTION CONTROL, PREVENT F 441!
53«1 ' SPREAD, LINENS ! :

~ The faciity must astabllsh and mattain an
" Infection Gontrol Program designed to provide @
l wafe, sanitary and comfortable environment and l

FORM Ci8.2667(02-09) Pravioys Verstons Cbsolela Event ID: 28211 Faciity I WYDOUG If cantinuation sheet Pagis 17 of 21
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PRINTED: 08/23/2012
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 09380391
STATEMENT OF DEFIGIENGIES (1) PROVIDERSUPPLIBRICLIA (X2) MULTIPLE CONSTRUGTION ({3} DATE BURVEY
AND PLAN OF GORRECTION IDENTIRIGATION RUMEER: COMPLETED
A BUILGING
536043 B. WING 08/09/2012

NAME OF PRQVIDER OR SUPPLIER

BTREET ALDREES, CITY, 8TATE, ZIP CODE
BO3 8 18TH 8T

LARAMIE CARE CENTER
LARAMIE, WY 82070

oD ! SUMMARY BTATEMENT OF DEFICIENGIES I FROVIDER'S PLAN OF CORREGTION s
PREFIX 1 (BAGH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVEAGTION §HOULD BE soMPLETION

TAG | REGULATCGRY ORLSC MENTIFYING INFORMATION) TG GROSS-REFERENCED TO THEARPROPRIATE DATE

- DEFICIENGY)
F44] 0/23/12
F 441 Continued From page 17 F 444 Preparation and exccution of this

to help prevent the davelopment and ransmissiorn
of diseasse and infaction,

ta) Infection Control Program

The facllity must esteblish an fection Control
Program under which it -

{1) Investigates, controls, and prevents infections
in the facllily,

{Z) Decides what proceduras, such as lsalation,
should be applled to an Individual resldent; and
{3) Maintaing & record of incidents and corrective
actions relafed to infections,

{b} Praventing Spread of Infantion

{1) Whan the infection Control Program
deterstines that & resldent nesds lsolatlon to
prevent the spread of infastion, the facilty must
isolate the residant,

(2) The facllity must prohiblt employees witha |
communicable diserse or infactad skin leslons |
from dirgst contact with resiclents or their foad, If
dirgef contact will transmit the diseass.

{3) The facliity must reguire staff to wash their

j hands after each dirsct resident contact for which
hand washing is indlcated by accepiad
professional practice,

(¢} Lingns

1 Personnel miust handle, stors, procass and

' transport linens 80 &5 to prevent the spread of
"infestion.

i

' This REQUIREMENT {s not met as avidenced

i by

| Based on observation, staff Interview and review

 of the Facillly policies and procedures, the facility

i

response and plan of correction does
not constitute an admission or
agreement by the provider of the truth
of the facts alleged or conchizions set
forth in the statement of deficiencies.
The plan of correction is prepared
and/or executed solely because the
provisions of federal and state law
recuire it. For the purposes of any
allegation that the facility is not in
substantial compliance with federal
requirements of participation, this
response and plan of correction
constitutes the facility's allegation of
complianece in accordance with section
7305 of the siate operations manual,
1) Correction action;

Resident #11 shows no signs of
infection,

Resident #17 shows no signs of
infection,

Resident # 66 shows no signs of
infection.

Resident #72 shows no sighs of*
infection.

2) Identification:

Residents that resice at the Facility are
at potential risk,

3) Systemic Changes;

Employees are expected to practice
standard procautions inchuding hand
washing, proper technique when
donning and/or changing gloves when
providing peri care and proper
technique when transporting a resident
from his low bed bagl unto his bed,

FORM CMS-2587(02-99) Praviows Varsions Qbsolate

Evant ID; 28219
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DEPARTMENT OF HEALTH AND MUMAN SERVICES PRINTED: 08/25/2012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID BERVICES OME NG, 0938-0391
BTATEMENT OF DEFICIENCIES (X1 PROVIDERGUPELIERCLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AMD PLAN OF CORREGTION IDENTIFIGATION NUMBER: COMPLETED
A, BULDING
’ B, WING
836043 08/09/2012
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 2IP GODE
503 5 168TH 8T
LARAMIE CARE CENTER !
LARAMIE, WY 82070
D SUMMARY STATEMENT OF DEFICIENCIES i FROVIDER'S PLAN OF CORRECTION )
PREFIX | (BACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE BOMPLETION
TAG ;  REGULATORY OR LSC IDENTIRYING INFORMATION) TAG CROBB-KREFERENGED TD THE APPROPRIATE DAYE
i DEFICHENCY)
)
' Licensed nurses will be in-serviced to
F 4411 Continued From paga 18 F 4411 avoid transfer of microorganisms to

HMailed to ensure staff followsd accepted stanciards
i of practise regarding hand hygleha and infaction

- sontrol practices. Theso fallures were captured
during five random observations which affacted 3
sampla residents (817, #66, #72) and ona
nor-sample resident @11), The findings were;

1. CNAs #3 and #4 wera obsarvad on 8/6/12 at

9:45 AM while tolleting non-sample resident #11,

After providing appropriate perineal care, and

| while weating the same gloves, CNA#3 adjusted
the resident's clothing, Than she removed the

| oxygen {ubing from tha resident's face, and

i handled the sling and lift prior to removing the

gloves and transferring the resident to a reclining

chair,

12, AL 3:20 PM on 8/8/12 CNA#6 and NA#1 were

observed while providing incontinence cara for
rasident #17. Afier providing care, CNA#5
changed her gloves but did not perform hand

3. Observatlon on 8/7/12 at 9:35 AM showed
resldent #68 lylng on the ficor of histher reom

i with a fall mat under him/ber, The resident was

! covered with a sheet and plilows wers placed
under histher head. GNA #T and CNA #2 asaisted
the residant from the floot to the bed using a total
litt. Thay look the same sheet and pllows the

i resident used while sthe was on the floor and
placed thew on the bad for the rasldent, Durlng
an Interview with CNA#Z on 8/8/12 at 10:55 AM

; she acknowledged she should have taken the

: linens that had been on the flaor to the laundry

; and replaced them with clean linen,

4, Observation on 8712 at 9:15 AM showed RN

hyglene prior to completing care for the resident.

other residents or environments
through proper infection ¢ontrol
techriques especially while practicing
clean technigue for dressing changes.
Nursing stoff employed at Laramie will
be in-serviced on effective hand
washing techniques. Hand saniiizers
may be used for routine
decontamination of hands when hand
washing with soap and water is not
indicated, Employees will receive
skills validation/return demonstration
on proper use of infection control
techniques especially during peri care
of residents, clean dregsing changes,

- and proper infection contro} techniques
when caring for a resident on u low
bed/floor mat, An attendance sheet
will be utilized and reconcile with
active staff roster and staff unable to
attend will be provided 1:1 education,
Nursing stafl will be in-serviced on
Standard precantions also on hire,
annually, and pra,

4} Monitoring;

Managers will perform pericdic
general observation rounds to enstre
stafl is practicing standard precautions
and geod infection control techniques
especially during resident peri care,
Issues identified will be corrected at
that time, Nurse Managers will
perform weekly infection control
obzervatior/monitoring of random
nurses completing & clean dressing
chanpe. Nurse Managers will

FORM CMEB-2667 (02.98) Praviaus Vierslons Obsolele
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FRINTED: 08/2%/2012
FORMAPPROVED
OMB NO. 0938-0361

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDIGARE & MEDICAID SERVIGES

BTATEMENT OF DEFIGIENGIES (K1) PROVIDERISURPLIERICUA {X2) MULTIPLE CONSTRUGTION (X5 DATE SURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER: COMPLETED
A BUILDING
535043 B. VNG 08/09/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CO0R
404 8 18TH 6T
LARAMIE CARE CENTER LARAMIE, WY 82070
oD | SUMMARY STATEMENT OF DEFIGIENCIES T n PROVIDER'S PLAN OF GORREGTION [x8)
PREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULL [ PREFIX (EACH GORRECTIVE ACTION BHOULD BE COMPLETION
TaG | REGULATORY OR LEC IDENTIFYING INFORMATION) | TAB CROSE-REPERENCED TO THE APPROPRIATE DATE
’ ; DEFICIENOY)
N track/trend issues identifiod and
F 441 | Continued From page 19 F441| prevalence of infections. Information !
#2 performed & dressing changs on resident #86 will be reported to the QAP |
while the resident was resting on the floor, The committes for the purpose of process i
RN brought the supplies, that included wound improvement to ensuro that the syster |
eleansar and ointment, and placed them dirsctly is implemented, maintained and
it the floor next to the resident. After completing evaluated for it; effectivencss
the dressing change, the RN pisked up the ' :
supplies end placed them Inte the medication cart
! without cleaning the conialners. Durlng an
: [nterview with the RN on B/812 at 10:45 AM, she *
| revegled a barriar should heve heen placed
: between the floor and the supplies. In addition, P47 . ' 0/13/12
| she confirmed she should have cleansed the Preparation and execution of this
| containers that were placed on tha floor before response and plan of correction does
returring ther to the madieation cart. not constitute an admisslon or i
agreement by the provider of the truth |
5. Obgervation on B/ 12 at 12:52 PM showed of the facts al [eged ar conclusiong set “ -
F CNA#6 exited & residant's room located In the forth in the statement of deficiencles, i
 Qak haliway carrying & bag of dirty linen. After The plan of correction is prepared
sha disposed of the linen In the dirty utllity room, and/or executed solely because the
she refrleved the lunch tray for resident #72 from . .
provisions of federal and state law
the portable food cart and took it to hls/her room. require it. B
X quire it, For the purposes of any
The CNA did not cleanse her hands after allepation fhat fhe facility is not it
! diaposing of tha linen or before passing the lunch ]fg“ 1 commli tyﬁi fod "]
i tray. During an interview with the Infectlon control substantial compliance with fpcera
| nurse on 81912 at 9 AM, she confirmed the GNA | requirements of partioipation, this f
should have cfeansed her hands before she © Tesponse and Planf}f correction :
started passing food trays, constitutes the facility's allegation of i
compliance In accordance with sectlon
6. According to tha facility's 10/1/08 policy and 7305 of the state operations manual.
pracedure, "Hand Washing," using gloves "does 1) Corrective action:
not eliminate ihe need to wash hands." Hands The Tacility has provided a safe,
should be washed “If moving from a functional, and comfortable
contaminated-body site to a ciean-body site... environment Tor residents, staff and the
Hand washing should be performed "After contact public. Spevifically, the facility has
i with...bc;ds; fltﬂldS" and "Bafore applying and after failed to ensure the ventilation was
! ramoval of...gloves.” N fonine i
F 467 | 498,70((2) ADEQUATE OUTSIDE Fagy| Dropert uncioning o he back
§g=¢ | VENTILATION-WINDOW/MEGHANIC DI dontification:

FORM CMG-2567 (02-09) Pravioun Yarsions Olssolol
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PRINTED: 08/23/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES RORY ASLZ3/2012
GENTERS FOR MEQIGARE & MEDICAID SERVICES OME NO. 0938-0364
STATEMENT OF DEFICIENCIES (1) PROVIDERMAUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; GOMPLETED
A BUILDING
535043 B WG 08/09/2012
NAME OF FRCVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TAYE, ZiF cobe

503 § 18%+ BT

LARAMIE CARE CENTER
LARANIE, WY 82070

) 1D 1 SUMMARY STATBMENT OF DEFIGIENCIES ! PROVIDER'S PLAN OF CORRECTION T e
PREFIX ! {EACH DEFIIENCY MUST BE PREGEDED BY FULL PREFIX | {EACH CORRECTIVE AGTION SHOULD BE . GOMPLETION
TAG .,  REGULATORY OR L8C IDENTIFYING INFORMATION) TAG | CROSSREFERENCED TO THEAPPROPRIATE . DATE
: : DEFICIENGY) '
i . ; o
- ~ Residents that reside at the facility are
F 467 | Continued From page 20 F 467 at potential risk,
i 3) Systemic changes:
The facliity must have adequais outside i The facility will provide a safe,

ventiiation by means of windows, or maghanical
ventilation, ar & combinetion of the two,

! functional, sanitary, and comfortable
. environment for residents including,
I adequate ventilation to rooms #252,
. i 253,254,255,256,257, 258,259,
g{)}a REQUIREMENT s not met as evidenced | Specifically, the facility will make sure
Based on chservation and staff intarview, the ‘mlslc-le Yenma"?n 1%.p]‘egem and |
facliity falled to provide adequate ventilation In fﬁmllf nn:.g app ;Opmtﬂly ' Ol:hor before
rasident bathroams for 1 of & hallways (rooms o ategation ol compliance the

#2652, #2563, #254, #255, %256, #267, #268, NHA/Dosigtes will in-sorvics the
#269). The findings were: facility maintenance staff on the
oufside ventilation requirements and
Perlodle observations during the survey from the preventative maintenance program,
B/612 af &:15 AM through 8/ 2 at 2/06 FM 4) Monitoring;
revealed the hallway of rooms #2582 threugh #2689 The facility maintenance man/designee
had a noticeable odor of stale urine. During an will monitor complianee via the
observation on B/6/12 &t 3 PM, the bathroom i facilities proventative maintenance
ceiling vents In rooms #252 through #2509 ware program, Issues identified will be
exchanging air, The process was repesfed on | API for purposes of pr
9/8/12 at 8 AM and 8/0/12 at 8 AM with the same | ﬁ,p,mm*;ﬁt? DR 0T Process

results, During an interview with the mantenance
diractor on 8//12 at & AM, ha conflrmex the
vants were not wotking, He produced g weekly
schaduls for maintenance which included spet |
checking ventliaion for the entire faclity. ;
However, ha was not certain when the bathraom
vents in roome #252 through #2590 were last
i cheacked,
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