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* e facillly must promote sare for residents in &

-manner and in an environment that maintains or
{ ephances each resident's dignity and respect i

« full recognition of s or her individuzlity,

“This REQUIREMENT ls not met as evidanced
by
Based on observation, staff Interviaw, andg

{ staff malntalned the dignity of 1 of 14 gample
resldents (#11}. In addition this deficlent praviice
was avidence the facility was not In com pliange

{ medical record review, the facility falled to ensure |

(X4 1o SUMMARY STATEMENT OF DERICIENCIES : [[a] PROVIDER'S PLAN OF CORRECTION (X5
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL | PREFIX (EACH CORRECTIVE AGTION SHOULD B COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | "Tho CROSS-REFERENCED YO THE APPROPRIATE DATE
! DEFICIENGY)
F 000 INITIAL COMMENTS J F Gon| “Preparation and/or execution of this plagi
: tof correction does not constituth
| The following cormon abbreviations are used { admission or agreement by the provider of
throughout this document: ; ithe fruth of the facts alleged 0@
. _ i conclusions set forth in the statement o
ADON - Assistant Director of Nursing deficiencies. The plan of correction i
gg;é‘» %Zf;ﬂgg c’i”rs‘?i :\"f'e’ : prepared and/or executed solely because {t
DON- Difector of mﬁmg;@ : is required by the provisions of Federal
LRN- Licensed Praictical Norse | and State law” "
| MRS- Minimutn Diata Set Assassment | This plan of correction is the facility’s
NA - Nursing Assistarit credible allegation of compliance.
PoC - Plan of Correction
RN- Registered Nurse K241 Dignity and Respect of
. . { Individuality
';ﬁggtg?;’j“l}?ggcgsggﬁi?ebr:g;'aﬂonS will be The facility must promote care for
F 241| 483.16(a) DIGNITY AND RESPECT OF F 241! residents in a manner and in an :
s5=0 | INDIVIDUALITY ; environment that maintains or enhances

i each resident’s dignity and respect in futl
! recognition of his or her individuality.
! Corrective Action:
i Resident #11 was reviewed by IDT and |
, the alarming device was removed and th

" plan of care updated, '
Identification of Others: ,
. An audit was conducted of residents with
i wander guards, \
{ Residents identified as having a current
wander guard were assessed to determine

if the-wander guard-is-appropriate;

with-their-PoC-and-proposad-6/24/14 DoC, THe
fintlings were:

Review of the 6/14/14 comprshensive MDS
showed resident #11 had cognitive Impaltment,
understood others, was ambulatory with

N

[N +

Residents with wander guards have had
care plan updated in place. :
" Residents will be assessed upon
admission, quarterly, with significant
change and as needed,. :

-ABORATORY DIREC'E?S OR ROVIGER‘SUPPHER R EWIATIVE'S SIGNATURE

TITLE X8} DAT

725] 14

Any deficlency statemant ending with an astarisk () denged a deficiency which the institutlon may.be excused from correcting providing it Is determined fhat

ither safeguards provide sufficiant protection 1o the patiants, (Ses. instructions. )

ollgwing the date of survey whather or niot a plan
tays.following the date these documents are mada available to

rogram parilcpeton, A’MOD &a 04 LU'. H’)

ORM GMS-2562{02.99) Pravious \'fersions Obsolete

har m@mb—fm%no . NH ﬁon%ﬁ%/

Excapt for nurging homes,

Faclity ): Wyoo2s Il continuation shest ag'e p

the findings stated above are diselosable g0 days
of carrection is provided, Faorntrsing homies, the above findings. and plans of sorrection are disclosable 14
iha faclly. ¥ deficlencies are clied, an approved plan of cortaction s requislte o contirus,
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88wD | AFTER SIGNIFICANT CHANGE |
| !

| more than one area of the resident’s |

| f; Qs
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c
535024 B, WING 08/15/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
4306 § POPLAR
POPLAR LIVING CENTER CASPER, WY 82601
{X4) ID SUMMARY STATEMENT OF DEFIGIENGIES S PROVIDER'S PLAN OF CORRECTION [ sy
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL { PREFIX {EACH CORRECTIVEACTION SHOULD BE  © GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) P TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
| ; DEFICIENCY) i
1 T
F 241 ,f Continued From pags 1 F 244 Staff will be in serviced on resident use c;f
“ supervision, and did not have wandering or : wgmc!er guards and need. ;
’ resistive to care behaviors, f Monitor: ;
Review of the nursing notes, dated 6/z7i4, Resident changes will be monitored via
revealed the resident left his/her-wheelchgir business daily morning meeting ar_id
m;rigﬁ thjgtfac!hty and was found standing in the adjustments made as necessary, atly
P Rgvle{zv of the interdiscipiinary post-fall adjustments_, trends or patterns regard:ll?g ‘
review showed the resident was found outside the | this plan will be analyzed monthly duriig
bullding sltting on the grass on 7/6/14. © QAPL meeting by NHA/Designee. The ;
{ According to the documentation on 6/27/14 QAPlL  committee  will evalvate i
Vand 7/6/14 during both incidents the resident . effectiveness of the plan based on trcnds
. Wore an alam_1 device that activated when sthe . identified and implement  additional +
exited the facility, and sfhe resisted when staff Co ot g
; ; e : interventions  as  needed  to  ensuje
- attemptad fo bring him/her back info the faclity. | : . . thlv for the i
+ Further reviaw revealed the resident's behavior i continued compliance montily for 1;?3' |
i during beth Ineldents was described as ; months then reassess the need fo |
i "combative”. i . continued  monitoring  based on
; During an interview on 8/14/14 at 2:25 P ; i compliance, ]
the DON stated both Incidents ocourred due to | ,
miscommunication. She stated the resident F274 Comprehensive Assessment after ¥
resistad because sthe was unabls to make staff o ;
) Significant Change i
understand that s/he was waltihg for friands to A Facili t conduct a comprehensive i
take him/her to church. The DON further stated actlity must conduct a comp it
the resident did not need the alarm device and assessment of a resident within 14 days |
staff neaded to know that the resident wag after the facility determines, or should
capable of going outside to wait for friends. At have deteriined, that there hag been a !
that time the DON acknowledged that if the | significant change in the residents L
reassessment of the resident's decision making physical or mental condition (For the 3
skills had been done sooner, the alarm would ’ gt . LN
have been removed and it might have pravented purpose of this Sec{%m?’ﬁ s;_gmixcant
the second incldent when staff tried to ditect the flhﬂnge means.a major c.oc 1|3e or
resident back into the building unnecessarily, improvement in the resident’s status thajt &
Periodlc-observations-of-the-resident-on will not normally resolve jiseli without r
8/12/14, 8/13/14, 8/14/14, and 8/15/14 revealed further intervention by staff or by ik
staff had not removed the alarm device (more | implementing standard discase-related ;
! than six weeks after the second Incident). 1 clinical interventions, that has impact of i
F 274 | 483.20(b)(2)() COMPREHENSIVE ASSESS F274; g
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o SUMMARY STATEMENT OF DEFICIENCIES 0. PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX - (EACH DEFICIENGY MUST BE PRECEDED hY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE ¢ COMPLETION
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DEFIGIENCY :

F 274 | Continued From page 2

I A facility must conduct a comptehensive
assessment of a rasident within 14 days after the

: facilty detarminas, or should have detarmined,

“that thers has been a significant change in the

- resident's physical or mental condition. {For

[ purpose of this section, a significant change

: maans a major decline or improvement in the

resident's status that wili not normally resalve

tseif without further Intervention by staff or by !

! Implementing standard disease-related ciinical ;
interventions, that hag an impact on more than

one arga of the resident's health status, and

requires interdisciplinary review or revislon of the

care plan, or hoth.)

This REQUIREMENT is not met as evidencad
by:

Based on medical record revisw and staff
interview, the facility falled to complete a
sighificant changa MDS assassment for 1 of 1
resident (#18) who required that assessment,
The findings were:

Review of the medical record showed resident
#15 was admitted to the facllity on 12/29/13 with
diagnoses which included multiple sclerosis.
Review of the 1/7/14 admission MDS assessment |
showed the resldent had no pressure ulcers and
required extensive assistance for locomotion.
However, review of the 4/4/14 quarterly MDS

F 274 health status, and requires I
interdisciplinary review or revision of the
care plan, or both) :

- Corrective Action: i

. Resident #15 has had a significant

- change of assessment completed on

| 8/27/14,

. Hdentification of Others:

! Resident Care Management

! Cootdinator/Designec will review Nurse:
notes for the past 30 days to determine ifl

a significant change of status assessment

is needed. Those identified will have an

ARD placed on schedule within 14 days

of identification and the assessment will

be completed within 14 days of the ARDI

System Measures:

Residents will be reviewed for significani

changes during the morning business

meeting Monday through Friday by
discussion, review of the 24 hour report,
telephone orders and incident reports for
changes of condition, The IDT will
determine if a significant change of
condition is needed, The ARD will be s¢

within 14 days if the IDT determines a

significant change of status assessment i

warranted, The residents who require a ]

significant change in status assessment

—

assessmant showed the-resident-had-a-stage-v:

pressure ufcer and became totally dependent for
locornotion, Further review showed the facllity
failed to complete a signlficant change M{J3
assessment after the resident developed the
stage IV pressure ulcer and became totally
dapendent upon staff for locomotion. intaryiew

will'be tracked on tlie electronic care
management board as well as the MDS
Schedule. The IDT will be educated by
the Divisional Director of Care
Management

Q1514 |
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C
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NAME OF PROVIDER DR SUPFLIER STREET ADDRESS, GITY, STATE, ZIP CODE
4308 § POPLAR
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{4} 10 SUMMARY STATEMENT OF DEFICIENCIES 7 PROVIDER'S PLAN OF CORRECTION [ s
PREFH {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR L8C IDENTIFYING INFORMATION)} TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
i BEFICIENGY)
F 274 | Contlnued From page 3 ! 274 (DDCM) or designee on the completion
witit the DON on 8/16/14 at 10:30 AM confirmed and identification of significant change in
F the facility failed to complete a significant change status assessments with reference fo the
1 MDS assessmant for the resident's decline in ' RAl manual. The NHA/Designee will
| status, teview the assessment schedule weekly o
. , i letion timeliness
According to the Centers for Madicars and dite'.glﬁeiégg g?ﬂ%jit;g;;}?—?: Ln:} s?ai s
Medicaid Services Resident Assassment any 1een g ang '
instrument Manual, Chapter 2, 2 significant assessment,
change MDS assessmant Is requlrad if there is, Monitor:
"Emergence of a new prassure ulcer at Stage I Significant change in status assessments
or higher or worsening in pressure ulcer‘statl:w;” and need will be monitored by audits for
223;{;&?"‘5 Overall deterioration of resident's | trends or patterns regarding this plan will
. : : ‘ e ed ly during QA
F 279 | 483.20(cl), 483.20(k)(1) DEVELOP F 279 Eleetf"‘fa'g z Rchj;’g}g; oo 8 AE}
$§=D | COMPREHENSIVE CARE PLANS me vy RMUiLesignee.
committee will evaluate effectiveness lof
- Afagillty must use the results of the assessmant the plan based on trends identified ahd

to develop, review and revisa the resident's [
comprehensive plan of care, ;

. The facllity must develop a comprehensive care
i plan for each resident that includes measurable
objectives and timetables to meet a residant's
medical, nursing, and mental and psychosooial
needs that are Identified in the cormprehensive
assesament.

The care plan must desciibe the services that are
to be furnished to attain or maintain the resldent’s
highest practicable physical, mental, and
peychosoclal well-belng as required under
§483.26; and any services that would otherwise

implement additional interventions ias
needed to ensure continued compliance
monthly for three months then reassess
the need for continued monitoring based

on compliance. !
i
F279 Develop Comprehensive Care Plap
A facility must use the results of the
assessment to develop, review and revise
! the resident’s comprehensive plan of care,
i A facility must use the results of the ‘
assessment to develop a comprehensive,
care plan for each resident that includes

be-required-under-§483.26 Hut Are ot providad
due to the resldent's exercise of rights under
§483.10, Including the right to refuse treatment
under §483.10(b)(4},

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

b
i
1
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i This REQUIREMENT Is not met as evidenced
"hy;

. Based on medical record review and staff

- Interview, the facllity falled to updette the care plan
: as required for 2 of 17 sample residents (#13,

» #1853, The findings were:

1. Medical record review showed resident #13
was admitted to the faclity on 3/17/14 with
diagnoses which Included dementla with i
behaviors, cerebral vascular aceldent, and i
osteoarthrils. Further review showed the resident [
fell on 3/20/14, 3/30/14, 478114, 4M18M4, 57114,
6/19/14, 5121114, 6/7/14, 6/18/14 (twice), 6/23/14,
B/27114, 712114, 118114, 7141114, and 7/14114.
Review of interdisciplinary Post Fail Reviews
dated 4/4/14, 513114, 5/21/14, 619114, 6724/14,
713114, 7/9/14, and 7/11114 showed one of the
 recommendations of the team that slgned the
 reviews was to revise the care plan, However

{ review of the care plan showed the plan ;
: concerning falls was Initiated. on 3/31/14 and was
only reviewed andfor revised on 4/4/14, 7/11/14,
 and 7/22/14 (3 timas for 16 fzlis), The facility
failed to review-and/or revise the care plan on
51314, 6121114, 6/9/14, 6/21/14, and 7/3/14 as
recommended, and failed to document a ratlonaie
for why the care plan was not revised. Interview i
with the DON on 8/16/14 at 10:30 AM confirmad
the facility did not always update the care plan or
provide a rationale as fo why the facility failed to
do so.

STATEMENT OF DEFICIENGIES {X1) PROVIDERISUPPLIER/GLIA {%2) MULTIPLE GONSTRUGTION {X3) BATE SURVEY
AN FILAN OF CORRECTION IBENTIFICATION NUMBER: A BUILDING COMPLETED
. C
538024 8. WING 08/15/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
4308 S POPLAR
POPLAR LIVING CENTER GASPER, WY 82801
(%) ID BUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF SORRECTION 151
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED &Y FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG ¢ REQULATORY OR LBC IDENTIRYING iNFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- E DEFICIENGY)
i
! . .
F 278 | Continued From page 4 ‘ The care plan must describe the services

F 279!

that are to be furnished to attain or _
maintain the resident’s highest practicable
physical, mental and psychosocial well-
being as required under 483.25; and any’
services that would otherwise be required
under 483.25 but are not provided due 14
the resident's exercise of rights under
483.10.

Corrective Action:

Resident # 13 has been discharged from)
the facility,

Resident #15 has been discharged from
the facility.

ldentification of Others:

Facility audit was conducted to determi'Jle
current individualized fall interventions
Fall care plans were reviewed to ensure
cutrent fall interventions are accurate on
the care plan, g

A review of current recommendations f?r
managing skin has been conducted. |
Skin care plans were updated based on {he
audit, i
Systemic Measures;

Nurses and IDT were educated by
DON/Designee on updating fall and skin
care plans with new and current :
interventions as well as changes in

2, Medical record roview showed resident #16 !
was admitted to the facllity on 12/20/14 witl |
dlagnoses which included muscular disuse |
atrophy and multiple sclerosis, Review of
physician orders dated 2/24/14 ravealed orders
that included, °...Only one hour up in wic

interventions,

Resident falls will be reviewed by the
IDT during daily business meeting
Monday through Friday, interventions :
will be reviewed and discussed and the:
care plan will be updated at that time,

Azl

FORM GMS-2667{02-90) Pravious Versions QOhsolele Evant ID:THFZ11

[
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e

The services provided or arranged by the faclity
must be provided by qualified persons in ;
accordance with sach resident's written planof
cara,

| This REQUIREMENT s not met as avidenced

by !
Baged on medical record review, and staff ‘
interview, the facllity falled fo ensure care wags

- provided In accordance with the written pians of

i cere for 13 of 13 sample resfdents (W1, #2, 943,

| #4, #5, 96, #7, #8, #0, #10, #15, #18, #17} who

had: care plan interventions for potentlal nutriion

and weight loss problems. The findings were:

1. Revlew of the record of weights for residents
WL H2, 83, WA 5, #6178, #9, 110, #15, #1868, .
and #17, revealed none were welghed from

7H714 10 8/14/14 (six weeks). According 1o the
most current care plans for these residents all but

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA (X2} MULTIFLE CONSTRUGTION {X3) BATE SURVEEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
C
635024 B, WinG 08/15/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4305 5 POPLAR
POPLAR LIVING CENTER CASPER, WY 52601
4y 1D SUMMARY STATEMENT OF DEFIGIENGIES iD PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFI {EACH CORRECTIVEACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG "ROSS‘“E”ERES;’;E'.E.H g\]j]E APPROPRIATE | DATE
: !
, |
F 278 | Gontlnued From page 5 Fargl  Weekly rounds for fall and skin i
[wheelchair] at a time... Minimize pressure left interventions will be conducted by ;
Ischium...Push fluids-total of at least 16 ounces DON/Designee to ensure current j
BID [twice a day] between meals.” Review of : interventions are in place weekly for 6 ,
phys.lcian orders dated 3/3/14 revealed crders : i weeks then mo]}thiy for three, :
fmimf%dgg;e zﬁr?naﬁgﬁeif\éﬁ% tl?e:ﬂlﬂv&ﬁ??he i i Fall and skin care plans will be reviewod
cara pian showed the facilty falled to add these weekly following the MDS schedule ta
orders to the pian ensure that they are and remain current by
F 282 483,20(k)(3)() SERVICES BY QUALIFIED Fogz2; ihe RCMD/Designes,
88=E | PERSONS/PER CARE PLAN Monitor,

Status of care plans and interventions wilf
be monitored by audits for trends or
patterns regarding this plan will be
analyzed monthly during QAPI meeting

- by DON/Designee. The QAPI committie
will evaluate effectiveness of the plan
based on trends identified and implemes
additional interventions as needed to
ensure continued compliance monthly for
three months then reassess the need for |
continued monitoring based on |

! compliance.

-

F282 Services by Qualified Persons/Per
Cate Plan
The services provided or arranged by thie
facility must be provided by qualified :
persons in accordance with each
resident’s written plan of care,

; Lorrechive Actiof:

one-weretohe weighed Tionthly. Raview of the
current care plan for resident #17 revealed staff
were to weigh this resident avery week. Review of .

Resident monthly weights have been
obtained for August and recorded in the

| ‘
April, May, and Jun@ 2014 records of waights, ; | resident record including weights for Zy
showed no progressive pattern of sigrificant i resident #1,2,3,4,5,6,7,8,9, 10, 15 (L,
| welght loss for this sample of 13 residents. ‘ and 17. T
I Qlsly

FORM CMS-2567(02-49) Previous Varsions Gbsolale Event 10;THRZ 11

Fagitity 1D; WY0023 If continuation sheat Pag;e Gof 25
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F 282 | Continued From page 6

F 300
88=0

interview with the DON on 8/14/14 at 2:25 PM
confirmed the weights had not been done as
directed by the care plans because the CNA who
was responsible for welghing the residents was
ho ionger at the faclity.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must recelve and the facility must
provide the necessary care and sarvices fo attaln
or mantaln the highest practicable physical,
mental, and psychosccial well-belng, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT s ot met as evidenced
by

Based on medical record review, family
Hinterview, and staff interview, the facility failed to

. address pain In a timely manner for 1 of 1 sample
- resident (#13) who had Increased pain. The

: findings were:!

1. Medical record review showed resident #13
was admitied to the facility on 3/17/14 with
diagnoses which included dementia with
behaviors, cerebral vascular accldent, and
osteoarthilts. Nursing note review revealed a
7/126/14 note {no time documentad) which stated,
“Resldent c/fo f[complaint of] leg oramps,

%

F2g2) Resident #15 has been discharged from
facility. :

Identification of Qthers:

Resident monthly weights have been

obtained for August and recorded in the

resident record,

System Measures;

DON/Designee will educate nursing staf

regarding following care plans and

obtaining monthly weights in a timely

manner. RID/Designee will review

¢ monthly weights with the DON/Designes

the second week of each month to

determine completion and changes.

DON/Designee will educate staff

designated to weigh residents on

obtaining weight data.

Monitor;

Status of Weight data and care plans will

be monitored by results of monthly

. meeting with RD/Designee and

' DON/Designee for trends or patterns

i regarding this plan will be analyzed

- monthly during QAPI meeting by

DON/Designee.

= 308

-—);

i The QAPI committee will evaluate
i effectivoncss of the plan based on trends
identified and implement additional

tendarness, weakness In bilat [both] lower ext.
[extremities] over the last couple of days {as
reported by staff). Resident refusing to bear wi.
[welght) MD natified." Review of a prior note
dated 7/18/14 (no time documented) reveaied,

| "Resident holding left leg and complaint of pain,
|

interventions as needed to ensure

continued compliance monthly for threg
months then reassess the need for ]
continued monitoring based on ]
compliance monthly for three months. |

{
sy
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F 309! Continued From page-7 Faog: F300 Provide Care/Services for highest -
 Review of a nursing note dated B/4/14 st 1600 [4 i well being _ o
- PM] revealed, "Returnad from appt. Progress j Each resident must receive and the famh;ty
note + laft femoral neck fracture.” Raview of 5 | must provide the necessary care and |
7/28/14 physiclan note fevealed, "...[The resident] services to attain or maintain the highest
;samozﬂyr ﬁgn-vegbgl. Isin c;b*:iog?éamo?gt [%fh practicable, physical, mental and
1. Wursing notes comment on leg pain, [The . “being, in accordanc
resident] wiil not ambulate. Localized at left femur psychosocial "‘."*l” being, in ac O‘d‘;‘“ ‘;
above knee, Acute increase in pain. Review of with the comprehensive assessment an
phiysician orders datad 7/28/14 st 1400 [2 PI] plan of care.
showed, "Norco 5/326 (narcotic pain medication) Cortrective Action:
172 tab BID [twice a day]. The follawing concerns Resident # 13 has been discharged from
 were identifled: : facility,
: & Raview of the July 2014 medication X | tification of Others: i
- administration record showed the facillty failed to f %ﬁcgmﬁon storage audit wa E
1 administer the narcotic pain mediation unti the - * od 1 determins 3 oo i
moning (lime not specified) of 7/30/14 (at least conducted to determine if pai i

34 hours after the order was recelved). ; medications as ordered were available for
b. Interview with the resident's POA on i current residents per orders.

814114 at 7:46 PM revealed the POA's spouse ! System Measures:

visited the rasident between 7/11/14 and 7/26/14 } Nursing staff will bo educated by

{date uncertain) and notified staff that the resident | : Ao :

appeared In pain any time s/e was moved, The | DON/Designee on ordering pain

POA vislted the resident between 7/11/14 sind  medications timely and administration of
7/28/14 after the POA's spouse Visited, and ~ ppain fncdlcatwn as ordered. o
notifled'staff the resident would notcould not bear | Nursing staff was educated on utilizing
weight on histher legs and was in pain. The POA the E-kit and location. Medication Carts

stated this was different for the resident. i and storage areas will be audited 3 — 5
[+3 mtﬂr\ﬂew W'th the DON on 8]"4!‘14 a1 P ! tiines pgr Week ﬂ’[el] l'nl)ﬂthly fOl' thl‘ee-

canfirmed the facility had Norco In thelr : N Habili i

I emargency kit available for usa at the time of the mn:?hs FO determine availability of pai

| order, and confirmed the facility failed to : medication,

+ administer the medication until 7/30/14.

= F 3141 Pain medication administration and

} availability will be monitored by auditg
] for trends or patterns regarding this plag
' will be analyzed monthly during QAPI
! meeting by DON/Designee.

L | /15014
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- does not develop pressure sores Unless the

: individual's clinical condition demenstrates that

i they were unavoldabie; and a resident having

| pressure sores reveives necessary treatment and
| services to promote healing, pravent infection and
| prevent hew sores from developing.

This REQUIREMENT Is: not met as avidencad

L by

: Based on observation, medical record review,

- and staff interview, the facility falled to. prevent the
- development of an avoidable pressure ulcer for 1
: of 2 sample residents (#15) who enterad the

i facllity without & pressure uloer. The fallure to

: prevent the development of a stage IV prassure

i Ulcer resulted in actual harm fo this resident, The
' findings were:;

* Medical record review showed resident #15 was

- admitted to the facility on 12/29/14 with dlagnoses
~which included muscular disuse atrophy and

. mulliple sclorosls, Review of the 1/7/14 admission.
- MBS assessment showed the resident had no

! pressure ulcers. Review of a 2/20/14

; communication to the physician revealed an

| elliptical shaped eschar surrounding pink

i subcutaneous tissus wound at the left

! buttockithigh fold, and a 4/4/14 physician

- progress note showad the pressure vlcer was on
“the left ischium, Review of the 4/4/14 quarterly

: MDS assessment revealed the resident had a

(XA 1D SUMMARY STATEMENT OF DEFICIENCIES it FROVIDER'S PLAN OF CORREGTION T e
PREFIX (EACH DEFIGIENGY MUST BE PREOEDED BY FULL PREFIX {EACH GORRECTIVEACTION SHOULD BE | comPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TR cnoss-nerﬁmsggggm g\gﬁ APPROPRIATE  :  OATE
E
F 314 . Continued From page 8 £ 314 The QAP committee will evaluate
i |

effectiveness of the plan based on trends

- identified and implement additiona)

I interventions as needed to ensure

I continued compliance monthly for thice;

months then reassess the need for

continued monitoring based on F

compliance, !
F314 Treatment/SVCS to Prevent/Heal ;
Pressure Sores !
Based on a Comprehensive Assessment of

. aresident, the facility must ensure that o

t resident who enters the facility without

© pressure sores does not develop pressurd

; sores unless the individual’s clinical

i condition demonstrates that they were

. unavoidable; and resident having pressupe

sores receives necessary treatment and

services to promote healing, prevent

infection and prevent new sores from

developing.

Corrective Action;

Resident # 15 has been discharged from

facility.

Identification of OQthers:

Current residents with wounds have had

{ assessment reviewed by DON/Designee

i for accuracy and appropriate

—stage-IV-pressure-uicer-which-measured-1-3

- eantimeters {om) Jong by 5 om wide by 5cm

: deep, According to the weekly pressure ulcer log
1 0N 8111414 the pressure ulcer measured 0,2 cm

i by 1.8 em by 2.5 cm of tunneling, On 8/13/14.at

: 1150 AM the wound care nurse was obsarved

I providing pressure ulcer care for the resident,

Inlervenfions,

An audit was conducted of residents with
& Braden score of 12 or less to determing
if appropriate preventive measures are if)
place.

FORM GMS2567(02-00) Previous Verslens Obsolate Evant ID; THFZA4
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. Puring the observation the nurse removed and
replaced the packing In the tunneled stage IV

| pressure Ulcer. The following concerns wers
identifled:

a. Review of & 12/2/13 prescription for DME
(specialized bed) for g diagnosis of left distal
femur fracture revealed, "Pt. Is not vary mobile,
[The resident] is limited wt. [weight] bearing on
left side, New bed naeded for better cara and
avoidance of complications.” Revlew of g 1/6/14
physiclan order included, ..."Pressure ulcer
precautions...Push Fiulds." However, madical
record review showed the facility failed to
completa a comprehensive prassure uicer risk
assessmant untll 4/2/14 (41 days after the

resident as high risk using the Braden scale,
b. Review of the 2/24/14 physician orders

time...Minimize pressure left ischium.. Wound
care Hydrogel foam change daily...Push
fluids-total assist at least 16 ounces BID [twice a
day] between meals." Raview of the 3/3/14
physlcian orders showed oraers which included,
*...00o not leave sling under patient... Push fluids

2 hours]...Minimize time up In padded chalr,
Review of a 3/30/14 communication with the
physician statad, .., Pt. still not baing adeguatsly
hydrated.” Review of the carrespanding 3/31/14
physiclan order stated, "Pt. needs 16 cunces at
least between meals-PUSH FLUIDS aif times,”

pressure ulcer was identified), which ldentiflad the

all imes... Pressure rellef bed... Turn Q2hrs fevery

STATEMENT OF DEFICIENGIES {X1) PROVIDER/BUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {(8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER! A BULOING COMPLETED
c
536024 B WING 08/15/2014
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE
4308 § POPLAR
p IVING CENT
OFLAR LIVING CENTER CASPER, WY 82601
o) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE : COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAQ i CROSS-REFERENCED TO THE APPROPRIATE ! DATE
; DEFICIENCY) §
: ' System Measures: |
F-314| Continued From page 9 SYSIEM MeaSures:

!
|
!
[
|
r

showed, "...Only 1 hour up in wic [wheelchalr] at e |

P
i

F 314!

Braden assessments will be completed

© upon admission and quarterly any score

¢ 12 or below will be reviewed by IDT to
i determine if appropriate preventative

! measures are in place,

Weekly skin assessments will be i
completed by nursing staff and any new
identified tissue damage/wound will be '
reviewed by DON/Designee.

Nursing staff with be educated by
DON/Designee on identification,
assessient of pressure ulcers and i
preventative measures as well as reporting
skin concerns to DON/Designee. :
Residents with pressure ulcers will be i
assessed weekly to determine stage, |
interventions, size, notification of MDD ag
warranted (Characteristics of wound) and
resident condition,
DON/Designee will review pressure ulegr
agsessments weekly during At Risk
Review meeting for accurate assessmemj,
interventions to promote healing, woung
location and documentation of
characteristics, appropriate interventions
fo promote healing and notification of
responsible party and physician.
DON/Designee will observe pressure

was Initlated on 1/6/14, Howeaver, review of the
care plan showed the fasility failed, with the
exception of the pressure rellef bed, to add the
physician orders to the plan,

AM confirmed the facility failed to complete a

Further revisw Showed @ préssure Uloer care pian i

¢. Interview with the DON on 8/16/14 at 10:30 4

ulcers randomly (2-3 per week) with :
nurse assigned to complete weekly slcin'}

documentation to ensure accuracy. |
t
3
[

Uist |

BORM - CMS-2567(02-99) Previves Yorsions Dbsolele

Event 12: YHFEN
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- comprehensive pressure ulcer risk assessment ?
until 4/2/14 (41 days after the pressure ulcer was E ;
identlfied). She further acknowiedged the facility | E
falled to monitor the fluld Intake of the resident, f
the frequency of repasitioning In bed, and the i
timeframe the resident was left in his/her
wheelchalr, Facility faliure to timely assess
preasurs Uicer risk and adequalsly intervene
before a pressure ulcer occurred resulied In the
likelihood the resident's pressure ulcer was
avoldable, In addition, facility failure 1o ensure
physician orders were carried out resulted In the
likelihcod the resident’s pressure ulcer was ;
slower {0 heal, !
F 323 483.25(h) FREE OF ACCIDENT F 323
88=G | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
i 88 is possible; and each resident receives
adequate supervislon and assistance devices to
prevent accldents,

POPL ING CENTER
OPLAR LIVING CENTE CASPER, WY 82601
o BUMMARY STATEMENT OF DEFIGENCIES o PROVIDER'S FLAN OF GORREGTION T
PREFIX {EACH DEFIGHENGY MUST BE PRECEDED BY FULL b opRERIX {EAGH CORRECTIVE ACTION SHOULD BE | combririon
TAG REGULATORY OR LSC.IDENTIFYING INFORMATION) | TAG | CROSS.REFERENGED TO THEAPPROPRATE | . OATE
) DEFICIENCY) E
[ | ,
F 314 Gontinued From page 16 l F 314| Monitor:

. ulcers with appropriate interventions will

Accurate documentation of pressure

be monitored by audits for trends or j
patterns regarding this plan wil be !
analyzed monthly during QAPI meeting :
by DON/Designee. The QAPI committe
will evaluate effectiveness of the plan
based on trends identified and implemen
additional interventions as nesded to |
ensure continued compliance monthly for
three months then reassess the need for °
continued monitoring based on
compliance,

F323 Free of Accident
Hazards/Supervision/Devices
The facility must ensure that the resident
environment remains as free of accident !
hazards as is possible; and each resident|
receives adequate supervision and |
assistance devices to prevent accidents.
Corrective Action;

Resident #13 was discharged from

#13yidentifled st risk for falls. In addition, staff

failed to provide timely medical and nursing cars i

| for 1 resident (#13) who had assessad changes t

! In health status following multiple falis. This '
failure resutted In actual harm for 1 resident (#13)
and was evidence of the facility's fnabliity to

This REQUIREMENT is not met as avidenced facility.
by: . , Resident #12 has been discharged from
| Based on observation, medical record review, the facility
; and staff interview, the facility fafled to ensure . ' ot fall it i
effective Interventions were implemented to Resxdent # 7 has current fall nﬂ.erventlol!s
prevent falls for 3 of 7 sample residents (#7, #12, in place.
Identification of Others:

Facility audit was conducted to determine
current individualized fall interventions,

Lalisig|

FORM GMS2567(02-80) Pravious Varsions Obsolete Event ID:THFZ 11 Faclilty iD: Wyedaa I continuation sheet Page 11 of25
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F 323 | Continued From page 11 Faza| System Measures:

| sustain compliance with thelr PoC and proposad
; 6124114 DoC, The findings were:

1. Medical record review showed resident #13
was admitted to the facility on 3/17/14 with
dlagnoses which included dementia with
behaviors, cerebral vaseular accident, and
osteoarthritls, Further review showed the resident
had 18 falls which occurred on 3/20/14, 3/30/14,
44314, 4118114, /714, 5/ 914, 5121714, 61714,
6/18/14 twice, 8/23/14, 6/27/14, 712114, 71814,
7M1114, and 711414, The following concerns
wera identified:

a. Review of Interdisciplinary Post Fall

| Reviews dated 4/4/14, 51 an4, 524544, 61914,

| B/21f14, 713114, 719/14, and 7111714 showed one

i of the recommendations of the team that slgned

i the reviews was to revise the care plan, However,
 review of the care plan showed the plan
 concerning falls was Initiated on 3/31/14 and was
| only reviewed andfer ravised on 4/4/14, 7111/14,

s and 7/22/14 (3 times for 16 falls), Tha faciity

{ failad to review and/or ravise the care plan on

| 5113114, 6121114, B/9M4, 6/21/14, and /3114 as

| recommended, and falled to docurment a rationale.
f for why the care plan was not revissd. i
| b. Raview of nursing notes showed the

! ollowing: On 510714, "Resident ambulating

1 about with walker with slow, steady galt, On

+ 6120/14, "Was ambulated 16 room..." On 6/21/14,

 "Able to move all extremities. Continues to have
tsome difflculty ambulating," On 6/22/14, "Able fo

Weekly rounds for fall interventions will
be conducted by DON/Designee to ensuj
current interventions are in place weekly
for 6 weeks then monthly for three.
. Staff was in serviced on fall intervention
investigation, implementation, reporting
and validation,

Facility van driver was educated by
NHA/Designee regarding van safety and
fall interventions and reporting concerns.
Monitor: !
Accident and Incident reports will be
monitored daily Monday through Friday
during morning business meeting for
patterns regarding this plan will be

. analyzed monthly during QAP meeting
by DON/Designee,

13

T
o

The QAPT commiitee will evaluate
effectiveness of the plap based on trendd
identified and implement additional
interventions as needed to ensure
continued comptiance monthly for three
months then reassess the need for
continued monitoring based on
compliance.

Fmove-all-extremities* The foliowing changes

i were documented after the 7/11/14 fall: On

[ 7111714 at 6 PM, "Wheslehair for mobility.” On :
7118114, "Resident holding left leg and complaint
of pain.” On 7/26/14, "Resident complalnad of lag |
cramps, tenderness, weakness in bilat [botn]
lower extremities over the |ast coupie of days (as |

Qlsliy

|
FORM CMS-2567{02-99) Previous Verslons Obsolate Evant I THFZ11

¥
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F 323 ] Contintied From page 12

{ raporied by staff), Resident refusing to bear

; walght." On 7/28/14, "WFP-physician vlsit-1.

: Ankle brace/index on lefl leg If pt. able to

| cooperate. 2. X-ray left khea complete for leg

: pain, 3. X-ray pelvis for left leg paln. 4. x-ray left

. fermur 2 views for leg pain...Narco fnarcotic pain

- medication] 8/325 1/2 tab BID {twice a day]. On

" 8/4114, "Return from appt. Progress note + left

- famoral neck fx [fracture], MDY called and

: discussed recommandations with famity/RP

{resident's physiclan?)-Resldent to be NWS [ne

. weight bearing] left feg. Surgery schaduled for

‘' Thursday, X.rays for tomorrow were

canceled....Resident has not been bearing

i welght-Staff have heen using the lift to transfer.”

; ¢. Interview with the resident's POA on.

1 8/14{14 at 7:45 PM revaaled the POA's spouse

i visited the resident between 7/11/14 and 7/28/44

. {date uncertain) and notified staff that the rasident

appeared in pain any time s/he was moved, The

; POA visited the resident between 7/11/14 and

- 7128/14 after the POA's spouse visited, and

: notifled staff the resident would not/oauld not bear

welght on his/her legs and was in pain. The POA

| stated this was different for the resident. The POA

| stated he notified the MD after his visit and was

¢ told he could get a second opinion if he wished.

; The POA stated he then set-Up ths appointment
that resulted in the resident's Orthopadic visit with
x-rays, followed by “total hip surgery."

d. Interview with the DON an 8/15/14 at
10:30 AM confirmed the facility did not always

F 323

update-the-careplanororovide s rationale a5 o

why tha facility failed to do so. She further

confirmed the facllity falled to obtaln a speclalist
appointment for the resident concering hisfher |
change in ambulatory status after the 7711/14 fal !
untii after the resident's POA intervened and '
schedulad the Orthopedic visit with x-rays that

Q5T

FORM GMS-2567(02-88) Fravious Versions Obsalele Event ID:THRZ 11

Facllly ID: Wy0023 If contlnuation sheet Pags 13 of 25




09/25/2014 THU 10:58 FAX 866 304 760l Poplar

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

P

[flo1s/026

4/2?/ o PRINTED! 08/20/2014

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER;

535024

(%2) MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

G
08/15/2014

NAME OF PROVIDER OR SUPPLIER
POPLAR LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
4306 & POPLAR
CASPER, WY 82601

x4 | SUMMARY STATEMENY OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG . REGULATORY ORLSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
FREFIX [EACH CORRECTIVE ACTION SHOULD

TAG CROSS-REFERENGED TO THE APPROPRIATE

DEFIGIENCY)

(%8}
BE GOWMPLETION
DATE

[ 323 Continued From page 13

resUlted in finding the fracture, This finding
rasulted in the resident undergoing & left Rip
hemiarthroplasty on 8/7/14,

2. Review of the 7/14/14 nursing admission
gssessment showed resident #12 was admitted
from the hospltal after leg atnputation surgery.
This review also showed the resident was slert
and orlented and required supervision with
transfers, According to the medial record the
facility van was used to transport the resident
from the facillty to the wound clinic for care of the
amputation surgical wound. The following
concemns wers identified regarding unsafe
practices during resident trarsport;

a. Interview with the resldent on 8/14/14 at
12:20 PM revealed the following information: on
712814 she was transported by the facility van
from the facility to the wound clinic for care of

plek up another resident before taking resident
#12 1o the elinle. Whan the driver laft-the van to
asslst the other resident, resldent #12 was laft
alone on the van with van door apened and moto
running. The drivar was "gone for about 45
minutes"”, it was hot, and the heat made the
resident feel "awful”, S/he then moved out of the

histher departure from the van. S/he tumed the

the opened door on the steps of the bus.

his/her surgical wound. The van driver stopped to

wheelchair, supported his/her welght with one leg
and grasped the seats and support poles to aide j

ignition off and positionad himselffherself through

F 323

brDuring-aninterview on 811414 a5 P
the van driver verified the incidant occurred as
described by resident #12, except the van driver

alone, During the interview the van driver also
stated she now realized how unsafe it s to leave

Was unsure of how fong she had left the resident

4 resident unsupervised on a van with the engine

91514 |
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F 323 { Continued From page 14 : Fa23| F353 Sufficient 24-Hour Nursing Staff
 running and the door epened for prolonged per care plans
; periods of time, The facility must have sufficient nursing
i Cinterview on 8/14/14 at .20 PM with the staff to provide nursing and related
| DON and administrator revealed they had not | services to attain or maintain the highest
tinvestigatad the Incldent or implemented : | practicable uh sical, mental, and !
measures to prevent reaccurrance because they p l . pl Y y b’=' ’ .
ware not aware of the incident : psychosocial well-being of each resident
, as determined by resident assessments
3. Review of the 6/17/14 quarterly MDS and individual plans of care.
assessment showed resident #7 was wheslichair The facility must provide services by
detpent_ient, ha’dt' Gﬂgmﬁ,'\fti ]I:m‘ﬁtlrmﬁméi l"tequlf ]f*d sufficient numbers of each of the
extensive assistance with toileting and transfers : : . bk
and had multiple non-injury fafls. Review of the io]gii(;v:{l)ngriyﬁgs ?]f ;ﬁ;«mrﬁne! ?ﬂ %24 hots
18/17114 care plan showed Intervantions for fall asts 1o provice nufsing careto al
; prevention Included: remind resident to use call tesidents in accordance with resident carg
 light, attach a chair alarm when up, provide plans:
scheduied tolleting assistance, and cbserve for Except when waived under paragraph (c
i potantlal patterns of fall to identify possible of this section, the facility must designatl
;[ causes. Further review revealed the rasidant did a licensed nurse to serve as a chal-gg nurse
. hot consistently use the call fight or calfl for on each four of dut .
assistance and frequently removed the chair Corrective Acti ly‘
alarm, Observation on-8/13/14 from 1:50-PM to Loteclive Aglion:. V7
2:25 PM révealed the resident sat in hisfher room Residents #1,3, 4, 5,6,7,9,10, 11, 15,1,
with the chair alarm detached. Continued and 17 have received showers/baths per
observation revealed the chair alarm was not schedule or preference weekly,
i reattached untll the ADON rasponded to the Resident #15 has been discharged from
rogmﬁaates calt ight at 2:26 PM. At that time the . facility.
] ?t a? \ ;ﬁéd the chair alarm should be attached Resident #1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 15,1, .ﬁ‘»@ff
F 353 | 483.30(a) SUFFICIENT 24-HR-NURSING STAFF |  Fagg) 2nd 17 monthly weights have been
8=k | PER CARE PLANS obtained for August and recorded in the
} resident record.
I Therfaciity must have sufficlent nursing staff to Identification of Qthers:
! provide nursing and related services to attan or A review of documentation of
; mn;;z:?cﬁmé?ﬁ;ﬁ rgg iﬁ;?gﬁggﬁgsga m f;nfi L i showers/bath was completed to determire
| "' , G ¥ Ly ey " - . H "
| determined by resident assessments and that all :,huwe;_ s/baths were given unless
| individual plans of care. refused by resident. Resident monthly
] .
Uis i
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| The faclity must provide services by sufficient |
numbers of each of the fullowing types of
personnel on a 24-hour basls to provide nursing |
care to all residents In sccordance with resident
pare plans;

Excapt when walved under paragraph {c) of this
section, licensed nurses and other aursing
personnel,

Except when walved under paragraph (c) of this
saction, the faciity must designate a licensed
nurse fo serve as a charge nurse on each tour of
duty,

| This REQUIREMENT is not met as svidenced |
by !
Based on observation, staff, resident, and family |
interviews, and review of shower/bath records,
welght racords and staff schedules, the facility
falled o consistently ensure § of.5 nursing units
wera sufficlently staffed to meet the needs of the
residents. The findings were:

1. Qbservations of staff providing care for the
residents on the five nursing units on /1214 at 8
PM revealed the DON, ADON, staff deveiopmeant
coordinator and nurse manager were assisting,
two CNAs and one NA, providing bedtime and

STAYEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER! A, BULDING COMPLETED
Cc
536024 B. WinG 08/18/2014
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IF GODE
4308 S POPLAR
LAR LIV
POPLAR LIVING CENTER CASPER, WY 82601
M4y | SUMMARY STATEMENT OF DEFICIENCIES S PROVIDER'S PLAN OF CORRECTION X5}
PREFIG | (EACH DEFICIENGY MUST BE PRECEDED BY PULL i RREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) L TAG GROSS-REFERENCED TO THE APPROPRIATE OATE
f i DEFICIENCY)
|
' 4
: weights have been obtained for August

F 353 ) :
53 and recorded in the resident recor

system Measures;

obtaining monthly weights in a tit

nursing staff regarding resident

. DON/Designee will educate staff
! designated to weigh residents on
. obtaining weight data,

During morning business meeting :
Monday through Friday DON/Designee’

wil] review shower/bath schedyle
determine of showers/baths were

interview residents to determine i
shower or bath was provided.
Ambassadors will interview resid

needs are being met,
Monitos:

DON/Designee will educate nursing staf
regarding following care plans and

manner, DON/Designee will educate

showers/baths. RD/Designee will reviey
“monthly weights with the DON/Designe

the second week of each month to

determine completion and changes.

the day prior. I a shower or bath was |
missed DON/Designee will ensure the
shower or bath is offered that day. J
Weekend Manager on duty will random ly

time a weoek to determine if showerfbatl}

d.

=

mely

o <

to
provided

fa;

ents ofie

H

orai cars, foileting assistance, fransfers, and

responding to call lights for 106 resldents. Tha
three additional nurses on duty at that time were -
administering medications. nferview with the

: DON and administrator on 8/12H14 at 8:45 PM

i revealed they wera having problems hiring and
fretainihg CNAs. At that time they also revealed

| they were addrassing their staffing needs by

Status of Weight data and showers/bath[;
will be monitored by audits for trends ot
patterns regarding this plan will be i
analyzed monthly during QAPI meeting
by DON/Designee. The QAPI commi

T;!tsluﬂ
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F 363 : Continued From page 18
- scheduling the MDS staff, DON, ADON, staff
“ development coordinalor and nurse marager fo
s work shifts that were usually fillad by CNAS, A
 review of the CNA sohedules confirmead the two
- MDS coordinators, DON, ADON, nurse ranager
- and staff development coordinator were
: schedulad for second and third shifts in May,
June, July, and August 2014,

2. During interviews with resident #5, a family
- member and CNA#1, CNA#2, and NA#®1 all
- stated concerns about the lack of staf. On
i B/14/14 at 9:08 AM CNA#1 stated staff can not
| "waltch" the residents as closely as needed and
- showers were not done timely when the facllity
. was short of staff, On 8/14/14 at 4:50 PM CNA #2
- and NA#1 stated the lack of staff was svident In

 thelr inability to completa showers timaly, raspond
to call Hights timely, provide thmely meal service. <
+for the residents and monlter residents clogely for |
falls, Resident #5 was interviewed on 871544 at |
8:46 AM, At that time the resldent stated
sometimas sfhe had to sit in the bathroom for :
prolonged periods waiting for assistence after |
activating histher call light. During an interview on |
8/18/14 at 7:45 PM, a family member stated ‘
hased on observations during visits this family

was making plans to transfer the resident due to
concerns about the facility's inabllity to provide
sufficient staff to meet the needs of the residents,

3. Review of the bath/shower records with the

F 353

will evaluate effectiveness of the plan
based on trends identified and implement
additional interventions as needed to
ensure continued compliance monthly fof
three months then reassess the need for
continued monitoring based on
compliance.

rehabilitation anageron 8714114 at 3.15 PM
revealed the following residents and number of
bath/showers were recelved from 6/26/14 to
8/13/14 (seven weeks):

a. 2 for resident #1

b. 3 for resident #17

¢. 6 for rasidents #6, #6, and #16

)
i

sl
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F 353 | Continued From page 17 - F 383
d. 6 for resident #10 :
a, 7 for resident #7
f. 8 for resldent 715 ! ;
gq.  for residents # 6-and #11 - :
h. 11 for residents #3 and #4 :

Interview with the DON and rehabilitation
manageron 814714 at 3 PM reveaaled all ]
residents should racelve at a minimum of 2
showers/oaths a week unless they refuse. They
further stated when residents refused it was :
documantad in the behavior detall report. Review
of the 6/26/14 to 8/13714 bebavior detall reports
showed "rafused shower or bath” was :
documented twice for rasident #11, and once for
residents #1 and #7. Further review of the
documentation showed no evidence. residents #1,
#3, #4, ¥5, 90, #7, #0, #10, #11, #1415, #16 and
#17 refused shoveers/baths,

4, Review of the record of welghts for residents
#1082, 83, #4, #5, #6, #7, %8, #9, #10, #15, #16,
and #17, revealed none were welghed from
11114 to B/14M4 (six weaks). According to the
most current care plans for these residents all but
- one were o be welghed monthly. Review of April, -
{ May, and June 2014 records of weights, showed
no progressive pattern of significant welght loss
for this sample of 13 residents. However, during |
ah Interview on 8/14/14 at 10:30 AM, RN #3
stated It was difficult to identify residents who had
significant weight loss because resldents had not -

been weighed for saveral weeks. Interview with

the DON on 8/14/14 at 2:26 PM revealad the ;
weights had nof been done because the CNA ;
who was rgsponsible for waighing the residents _
was na longer at the facility, i

5. Interview with the DON on 8/13/14 at 6:06 PM s
FORM CMS-2587(02-08) Pravios Versions Obsolels Evant 1D: THFZ 1 Facility 1D: WY0023 If continuation sheel Page 18 of 25
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F 353 Continued From page 18 : F 363 F387 Frequency and Timeliness of
and review of resident falls Information provided Physician Visit '
by the DON revealed there were 43 falls involving The resident must be seen by a physician|
28 resldents In June 2014 and 42 fals involving | at least once every 30 days for the first 9
24 residents in July 2014, | days after admission, and at least once
387 | 489 40(c)1)-(2) PREQUENCY & TIMELINESS F 387 evzw P dayf horonton "
= PHYSI . s i . cr
$8<D | OF PHYSICIAN VISIT A physician visit is considered timely if :!2
The resident must be seen by & physician at least oceurs not later than 10 days after the da
; once every 30 days for. the first 90 days after the visit was required,
admission, and at least once every 60 days Corrective Action;
 thereatter. ¢ A current physician visit was completed
A physician visit Is constdered timely i it ocours Er Eisifiegzﬁ :;f Others:
ot later than 10-days after the date the visit was . centiication DL JUers. .
| required. . An audit was conducted by Medical
: Records Director to determine any missed
- physician visits.
This REQUIREMENT is not met as evidenced System Measures: i
tg';lm d on medical resord review and staft Physicians have seen residents who have;
interview, the faility failed to enaure the resident - j ;‘ﬁg‘;g’ seehl “?ﬁ I‘J‘ts.f.m f;yds | ,! :
was seen by a physician in a timely manner for 1 . NI esighee will utilize Medica :
of 17 sample residents (#3). The findings were; i Director to assist with compliance from ! i
other physicians if needed. ; |
Medical record review showed residant #3 was DON/Designee will conduct random i
admitted to the faclllty on 12/30/13. The review audits Wegkiy for six weeks then lTlOIlﬂ']]y
tevealed the resident was notf seen by a physlefan for three following the MDS schedule t é
untlh 4/9114 (100 days after admit). The review fg;i?;eﬁofa; et or ety
i showed the resident was also seen by a ;‘ g LY s Y '
physician on 5/24/14, As of 8/1514, the resident physician visits.
had not been seen by a physician again (83 i Monitor: ) : ;
days). Interview with the DON on 8/15/14 at 10:30 | Physician Visits will be monitored by |
A ‘,onﬁrmeq-thstachitrfa.iled'to—e'ns urethie audits for trends or patterns regarding th?s
| residlené receivad timely visits by a physician as plan will be analyzed monthly duting
requirad, ting by DON/Designee. The | )
F 411, 483,56(2) ROUTINE/EMERGENGY DENTAL F 411 gig e wil ll;lvaiiitt% ee. The ;
=0 ! SERVICES IN SNFS ‘ I ;
55D ; SN effectiveness of the plan based on trends;
' NI 5
!
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F 4111 Continued From page 19 F41t| identified and implement additional

The facility must assist residents.in obtaining
routine and 24-hour emergency dantal cars.

Afacllity must provide or obtain from an outside
resoures, in accordance with §483.75(h) of this.
! part, routine and emergency dental servicss o

- meet the needs of sach resident; may charge a
. Medicare resident an additional amount for

j routine and emergency dental services; must i
necessary, assist the resident in making ]
appointments; and by arranging for transportation
to and fram the dentlst's office; and protptly rafer
residents with lost or damaged dentures to a
dentist,

This REQUIREMENT s not met as evidenced
by;

i Based on medical record review and resident ?
- and staff interview, the facility failed to ensure the °
denlist's progress note and recommendations
ware recelved in & timely manner for 2 of 2
sample residents (#3, #5) identified with dental
needs, The findings were:

1, Intarview with resident #5 on 8/13/14 at 10:50
AM revealed s/he had difficulty eating due to her
missing tasth and staff did not serve foods the
resident liked because they sald those foods
would cause the resident to chake without his/mer
dentures. At that time the resident also stated
sfhe had been walting & long time for somecene to

interventions as needed to ensure
continued compliance monthly for three
months then reassess the need for
continued monitoring based on
compliance,

- F411 Routine/Emergency Dental Services
in SNFS

- 'The facility must assist residents in

; obtaining routine and 24-hour emergency

dental care. ;

A facility must provide or obtain from a

putside resource, in accordance with

483.75(h) of this part, routine and

emergency dental services to meet the

needs of each resident; may charge a

. Medicare resident an additional amount !

~ for routine and emergency dental
services; must if necessary, assist the
resident in making appointments and by
arranging for transportation to and from
the dentist’s office; and promptly refer
residents with lost or damaged dentures
a dentist.
Corrective Action:
Resident #5 has been interviewed to
determine her preferences for dental
options.

<

lgtﬂwb.enknow_about_the—c—ientures.—but—no-cnc

had told him/her anything. Review of the medical .
record showed a nurse's note dated 3/21/14 !
timed at 1 PM that Identified the resident as i
having "broken lower dentures" and the resldent's :
daughter was Informed. Further review of the ;
medical record failed to show any dentat refarral,

Restdent #5 has had a care conference fo
discuss dental options, Residentand
family wishes followed, !
Resident #3 has an appointment J
scheduled for 9/16/14 for denture fitting|

YUrslig |
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nates or visit scheduled, Interview with the DON

[ on B/13/14 at 4:33 PM revealed there was a
dental visk for this resident done i April 2014,
She was not sure of the exact date; howaver, she
spoke to the dentlst and the note was to be faxed
over to the facility to be included in the resident's
record, The DON flrther stated the dentist had
made recommendations that had not been

followed up on due to the unavallable information.

2. Medlcal record review showed resident #3 was !
admitted to the facility on 12/30/13 with diagnoses |
which included Alzheimer's dementia, Nursing
documentation-review showed the resident visited |
hisier dentist on 4/8/14 due to a need for !
denture repar, The following concerns were |
identifled: '
{ & Nursing documentation review showed the .
: follow-Up dental visit fallad to take place until 3_
{1 8/514 {129 days after the first vigit), An additional ;
vislt was scheduled for two weeks from the 8/6/14 |
visit (date not documented) to continue the
process of denture repair,

b, Interview with the resident on 8/13/14 at
£:20 AM showed sfhe had a hard time chewling
food without adequate denturas.

¢. Interview with the soclat services director
on 8/14/14 at 3 PM revealed he was uncertaln as
to why the follow-Up visit for resident #3
concerning hisfher denture repalr was not timely,
and he would have to call the rasident's power of
attorney (POA) as the facility was unsure of the

XAy SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION 16)
PREFIX - (EACH DEFIGIENCY MUST BE PRECEDED BY FULL FREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RESULATORY OR LSC (DENTIFYING INFORMATION) TAG CGROBS-REFERENCED TQ THE APPROPRIATE OATE
DEFICIENCY)
F 411 | Qontinued From page 20 F411] Identification of Others;

An audit of the most recent dental
examination for residents was completed
to determine if any follow up needs werg
still needed, :
System Measures:

Staff will be in serviced on identifying
possible dental needs and reporting
concerns to DON/Designee and Social
Setvices Director.

Residents identified as needing dental |
follow up will have a dental appointment
scheduled,

An ohgoing random audit of dental
appointments per the MDS schedule by
S8D/Designee will be conducted weekly
for four weeks then monthly for three to]
determine if follow up needs have been
completed,

Monitor:

Resident dental follow up will be
monitored by audits for trends or patters
regarding this plan will be analyzed
monthly during QAPI meeting by
S55D/Designes,

v

The QAPI committee will evaluate ‘
effectiveness of the plan based on trend;
identified and implement additionai

status of the dentures

d. Review of a soclal service progress note
dated 8/14/14 (completed after the 8/14/14 ‘
Interview) showed the sociel services director had :
been unawars the resident’s POA had issues with |
payment concerning the resldent's dentures, The
notes included, '[The POA] stated that the dentist :

intervenfions as needed to ensure
continved compliance monthly for three
months then reassess the need for i
continued monitoring based on
compliance,
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§8=p | SPREAD, LINENS

The facliity must establish and maintain an |
tnfection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of digsease and infaction,

{a} Infection Control Program

The faciiity must establish an Infection Control
Program under which it -

(1) Invesfigates, controls, and prevents infactions
in the faclilty;

{2} Decldes what procedures, such as isolation,
shouid be applied to an lhdividual resident: and

{3) Maintaing a record of incldents and corrective |
actions related to infactions.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that & resident needs Isolation to
prevent the spread of infection, the facility must
Isolate the resident,

POPLAR LIVING CENTER CABPER, WY 82601
(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORREGTION oy
PREFX (EACH DEFIGIENCY MUSY BE PRECECED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIEYING INFORMATION) TAG GROSS-REFERENCED TG THE ABPROFRIATE BATE
DEFICIENCY)
F 411 | Continued From page 21 F 411 Fd41 Infection Control, Prevent, Spread,
contacted [the POA] on the cost and thought the Linens
family would be paying for [the resident's] new | The facility must establish and mainiain
dentures. [The POA] states It look a few menths an Infection Control Program designed th
befors fthe POA] contacted medicald and the i provide a safe, sanitary and comfortable
dentist about payment source for [the resident's] environment and to help prevent th
deniures. After verification of payment saurce for ‘ CIp Pre . ©
the dentist, [the resident] was able fo recelve her deve‘iopmént and transmission of disease
déentures.* 7 i and infection,
F 441 | 483,66 INFECTION CONTROL, PREVENT F 441 Infection Control Program

The facility must establish an infection
control program under which it - (1)
investigates, controls and prevents
infections in the facility; (2) decides whas
procedures, such as isolation, should be |
applied o an individual resident; and (3)
maintains a record of incidents and ‘
corrective actions related to infections.
(b) Preventing Spread of Infection (1)
When the infection control program
determines that a resident needs isolation
to prevent the spread of infection, the |
facility must isolate the resident. (2) The!
facility must prohibit employees with |
communicable disease ot infected skin
lesions from direct contact with residents
or their food, if direct contact will ;
transmit the disease. (3) The facility mu%i
reqquire staff to wash their hands after
each resident contact for which hand

— i

(- The-facility-mustprohibit-employees with a

somimunicable disease or Infected skin lesions
from direct contact with residents or thelr food, if
direct contact will tranemit the dlsease.

(3} The facility must require staff to wash their
hands after each direct resident contast for which

wasliing is indicated by accepted
professional practice,

(C) Personnel must handle, store, procesi
and transport linens so as to prevent the |
spread of infection, |

& fis 4
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMEBE NO. 0938-0391
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C
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, Z1P GODE
POPLAR LIVING CENTER ;?;SEP:,’@J:'R&ZBO'I
(xa) I SUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF CORREGTION 6
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREMX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

F 441 Continued From page 22 ~ F441; Corrective Action: 7/ e
hand washing Is Indicated by accepted ' Glucometers are being cleaned betyeen| = ﬂp
professional practice. | resident usesTproperly per policy. - 1 M

Identification of Others; A ;&w f*qu
{c) Linens ‘ Nurses were observed for proper c[eam’nF
f’erscn?te‘limust !:"_’”df?’ Store, p;rafee_as B”% ¢ of glucometers between resident use and
‘I;E;g:tliagn. RGNS 8a & fo prevent the spread o education provided for any imptoper
handling.
Nursing staff were educated regarding tle
This REQUIREMENT Is not met as evidenced proper cleaning procedure for
tg;sed on observation, staff Interview, and raview glucometors. DON/Designee wil
of policies and procedures, the facility falled to Gond.u(}t ranc'iom wc::ekly obsen'fatlons. of
affectively disinfect the glusometer during nursing staff to validate proper cleaning
observations of blood glucose testing for 3 of 4 of glucometer weekly for four weeks then
residents (#4, #19, #20) observed receiving this monthly for three,
test. This ocourred since the proposed 6/24/14 Monitor:
DoC and PoC for deficient practices related to ‘: Glucometer use and cleaning will be
infection control. The findings were: . monijtored by audits for trends or patterds
1. Interview on 8/14/14 et 4:40 PM with LPN #4 | regarding this plan will be analyzed _
and review of the manufacture's instructions monthly during QAPY meeting by L i
revealed the method for effectively disinfecting DON/Designee. The QAPI committee | ¥
| the glucometer required using a disinfecting wipe- will evaluate effectiveness of the plan | !
and ensurlng a two minuta contact fime. The based on trends identified and implement
following concerns were identified regarding additional interventions as needed to i
gf:fr: fse gaﬁiﬁ:gemtg ;?fg:'rrgggﬁtandard for effectively enstre continved compliance monthly for
a. RN #1 was observed parforming three months th_en Teassess the need for . Fi
fingerstick blood glucose testing for residents on | {  continued monitoring based on _
8/12/14 from 8:52 PM to 8:10 PM, During the . _cowpliance,
observationthe-RN-cleaned-thegiucometer with : :
an alcohol wipe for 15 seconds after using it for ' :
resident#4 and bafore uging it for resident #18, | ' i |
Continued observation revealed the RN used the ; :
glucometer for testing resident #19's biood
glucose lavel then placed the machine in a Zipped : |
storage case without disinfecting it, ' Qs §
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING GOMPLETED
c
‘ 535024 B, WING 08/16/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIPF GODE
4308 8 POPLAR
POPLAR LIVING CENTER CASPER, WY 82601
) I SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION -
PREFIX {EACR DEFICIENCY MUST BE PRECEDED. BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE  ;  DAVE
; DEFICIENGY) :
i . ;
F 441 Continued From page 23 F441 F520 QAA Committee
b. RN #2 was observed performing Members/Meet/Quarterly Plans !
 fingerstick biood glucase testing for resident #20 A facility must maintain a quality '
 on 8/12/14 at 9:16 PM. During the observation, i assessment and assurance ¢ommittee
: ;hgigrﬂ:éﬁréiﬁgg ;gre sggjs?gomngier after use using | consisting of the director of nursing
: , i ' i services; a physicia ignate
F 620" 483.75(0)(1) GAA ¢ gpg:  Services; a physician designated by the

88=g | COMMITTEE-MEMBERS/MEET
: QUARTERLY/PLANS

r

: Afacility must maintain a quality assessment and
- @ssurance committes consisting of the director of
i nursing services; a physician designated by the

* facllity; and at least 8 other members of the

. facility's staff,

' The quality assessment and assurance

- commiltee meets at least quarterly to identify
- fssues with respect to which qualily assessment
-and assurance activities are necessary; and
- develops and implements appropriate plans of
; actlon to correct Identlfied quality deficiencies.
b

| AState o the Secretary may not require ;

disclosure of the records of such committee !
except insofar as such disclosure is related to the
compllance of such committes with the :
requirements of this section,

Good falth attempts by the comimittee ta identlfy
and! correct quality deficiencies will not be used as-
a basis for sanctions.

facility; and at least three other member
of the facilities staff, The quality
assessment and assurance committoe
meets at least quarterly to identify issues
with respect to which quality assessment
and assurance activities are necessary;
and develops and implements appropriat
plans of action to correct identified
quality deficiencies,

A State or Secretary may not require
disclosure of the records of such
committee except insofar as such ‘
disclosure is related to the compliance of
such committee with the requirements of
this section.
Good faith attempts by the commitiee to
identify and correct quality deficiencies
will not be used as a basis for sanctions,
Corrective Action;

The facility Medical Director was made
aware of the statement of deficiencies as
well as repeats deficiencies as well as
identified trends on 8/26/14.

o

This REQUIREMENT s noi met as evidenced
by :
Based on staff interview, medical record review, |
and review of facllity documents, the facility failed i

Identification of Others:
The NHA and DON have met with the

Medical Director and Division Directorof
Operations to review expectations for the
facility as it relates to the statement of

95/
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535024

(X2} MULTIPLE CORNSTRUGTION {X3) DATE SURVEY

A BUILDING COMPLETED
C
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NAME OF
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POPLAR LIVING CENTER

STREET ADURRESS, CITY, STATE, ZIP CODE
4308 § POPLAR
CASPER, WY 82601

B BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION e
PREFX ~ (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EASH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC |DENTIFYING INFGRAMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 620 | Continugd From page 24 Fa20] System Measures:

to ansure the quallty assurance and performance
Improvement (QAP! program was effective
identifying and resolvibg problems related to
preventing and reducing resident falls. The
findings were:

Review of findings from the facility's last two
surveys; dated 1/9/14-and 5/16/14 révealed the
facility was repeatedly cited for thelr fallure to
implement an effective fal! prevention and
reduction program. Survey findings from this
current survey further establishad the facility's
Inabllity to sustain compliance with the
requirement to ensure oach resident receives
adequate supervision and assistance devices t6
prevent accidents, Intervibw with the DON on
8/13/14.at 8:08 PM and revisw. of QAR
information provided by the DON revealed there
were 43 falls involving 28 residents-In June 2014;
there were 42 falls involving 24 resldents in July
2014; and the current QAPR| pracess did hot

+ include data or information regarding the

: effecliveness or ineffectiveness of measures that
. were Implemented to address the identified

 problem, Refer to Federal cltation 1323 for detalls |

| related to resident safety and post-fal
i assessment deficlencles noted durlng the current
: BUIVeY, :

The NHA and DON will meet with the
Medical Director monthly to review
facility progress, oversight and any new
trends,

IDT will be in serviced on the QAP]
process by DDO/Designee.

QAPI performance improvement plans |
including the plan of correction wilf be
reviewed for effectiveness by
DDO/Designee during each visit to the |

facility, L
e

Monitot:

Data obtained by way of audits will
reviewed for trends or patferns regardihg
this plan will be analyzed monthly durihg
QAPI mesting by NHA/Designee. The
QAP committee will evaluate
effectiveness of the plan based on trends
identified and implement additiona}
interventions as needed to ensire
continued compliance monthly for thiee
months then reassess the need for
continued  monitoring  based  on
compliance.

Aichid |
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