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" The following common abbreviations are used
throughout this documant:

ADLs: Activities of Daily Living ‘ :
{ GNA:  Certified Nurse Aida . : . i
DON:  Director of Nursing |
i PPN Licensed Practical Murse ' l ;
IMIDS:  Minimum Dato Set i
‘CAA: Care Area Assessmant -
' BIMS:  Brief Intarview for Mental Status
.RN:;  Registered Nurse
"MAR: Medication Administration Record

Less commonly used abbraviations will be

_annotated in each deficiency. : .

F 241  483.15(a) DIGNITY AND RESPECT OF : F249: 142114

s5=F INDIVIDUALITY ; ;

| - b

The facility must promote care for residents in a

" manner and in an environment that maintaing or

enhances each resident's dignity and respect in
full recagnition of his er her individuality.

“This REQUIREMENT ts not met as evidenced
by
. Based on observation, resident and staff
 interview, and review of tha medical records, the 1
. fagility failed to promote care in & manner to- : consiitute and admission ar agreement by
ensure the dignity and respact for 4 of 13 sample ‘ the provider of the truth of the facts
residents (#1B, #57, #80, #81), and & non-sample | . aleged or conclusions set forth in the
residents. (4, #5, #8, #14, #16, #30, #48, #83, statement of deficiencies, The plan of
[ #64), Avariety of areas were identified including correction is prepared andfor exequted |
' hygiene and grooming, staff interactions, and salely because the provisions of federal
: fnod/drink preferances. The findings were: ; and state law reguire it, For the purposes |
', 1 - of any allegation that the facility is notin -
' Related to Grooming/hygiene/bathing: substantial compliange with faderal :

Praparation and sxecution of this l
response and plan of correction does rot |

1.ABD TGR\I"DIREGTDF{'S DEPROVIDER@UPPLIEH EPRESENTKTIVE’S-%]@&MTURE TITLE .(XG)DATE.
Ao S ' NHA 1-2214

Any deficienﬁy statetnent ending with an asterisk (%) denotes a deficipney which the institution iy te axcused frotn corracting providing i is determiued that
other safaguands provide sufficiant protection Lo the patients. (See instructions.) Excepd & nursing tomes, the findings statad above e disniosable 90 days
followlng the date of survey whether or not & plan of gorrection g provided. For mutelng hames, tha above findings and plans of goreciian are disclosable 14
daye followlng the date these donuments are made avaliable ta the faclity. if daficioncies are gited, an approved plan of carraction is -equlsite to cantinued:
program patticipation.
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| 1 Observation on 16/6/14 at 2 PM and 535 PM
= showatd resident #80 had thick stubble on her
1 chin and upper lip, Review of the 8/25/14

' quarterly MIDS assessment showed the rasident |
| required extensive assistance for hyglens and |
' hathing. When revigwed the monthly personal
; care record showed the latest shower or bath was |
pmvided for the cesident on 10/4/14; however, |
' there was nothing to show if the resident was
- shaved at that time. Review of the bath ang skin
. reports showad this is where staff documented
' spacifics provided during the bath such as
cleaning of ears, trimming nails and shaving, |
" Review of the Dc:taber 2014 reports showed there |
Cwas not & sheet complated for the 10/4/44 !
' ghower, Intarview on 10/6/14 at 4:47 PM with the ‘
' resident and RN #2 verified the CNAs were i
' responsible for shaving residents when |
- hatha/showers wera givan and as nesded, The '
' regident at that tma steted she could nat racall
the lagt time she was shaved, The resident aigo \
| stated she feels the stubble when touching her
face and finds it "embarrassing and degrading.”

| 2. Chservation on 10/&/14 at 415 PM showed

' resident #81 was awake and aeated in her

: whealshair, The resident was noted at that time to
' be wearing soiled clothes and to have iong chin !
" hairs, Review of the September and October :
. 2014 monthly personal care record shiowed the

s resitent reguired extensive assistance for
parsonal hygiene and bathing. Thees records and |
"the bath and skin reports for this fime frame ;
. showed the resident was last bathed/showered !
: on 91204 and the last time there wag :
: documentation of the resident having baen

; shaved was an 9/6/14.

requiremants of participation, this
responge and plan of corrections
constitubed the faclity's allegation of
compliance in accordanes with section
7305 of the state operations manual,

1. Comentive Acticn,

Related to grooming and Hygiane.
Resident #80 was shaved by nursing staff
prior & surveyors exiting the faoility.
Resident #81 was changed into cleaned

. clothes ard shaved by nursing staff prior |

| to transport back to room. Resident #14 i

ta surveyors exiting the facliily. Resident ,

. #8 now has clean shoes, Resident #64

now has her call light in reach and he/she
receives timely assistance with tieting
and positioning, Restdent #39 nowr
raceives timely assistance with placament
of her 02 and her cathetar fubing.
Resident #57 is now unclothed in ihe
bath/shower house aftar transpont and
redressed in the bath/showar house prior

now unclathed in the bath/shower house
after transport and redressed in the
bath/shower house prior to fransport back
to raot. Resident #16 now has hercall |
light in reach and he/she receives timely
aszistance with toileting, Resident #53 is
showered in a clean beth/shower house.
Related to Food and Beverages:
Resident #18 does not received plastc |
dishes. Resident #80 is now awar= thai |
Regular Coffer is available, Resivent #4
is now aware that Regular coffee is
available. Resident #5 is now awsare that

. Regular coffee is available, Resldent #48 |
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. 3. Raview of the 7/28/14 quarterly MOS

* agsassmant showed non-sample resident #8

' required extensive assistance for graoming and
dressing. Observation on 40/6/14 at 3:50 PM
showed the rasident was wearing black shoes

- with large spots of a dried white liguid splatiered
on both shoes. During en interview with the DON

on 107/8/14 at 12:05 PM she was made awars of

| the resident's shoes, The DON verifigd residents'
 clothing should be clean and if they became

 soilad staff should help them to change.

" Obaervation on 10/8/14 at 5:05 PM showed the

- residents continued to wear the soiled shoes,

‘4. Review of the 7/7M14 quartarly MDS
. assessment showed resident #64 had diagnases
L including heart disease and diabetes, and s/he

| didd not have cognitive impairmant, This review
' also showed the resident had functional iimitation
»In range of mation in both legs and required

' extensive assistance with tolieting, transfers, bed

. mobility, and personal hygiene, The following
gonterns regarding this resident's dignity ware

- identified:

i a. Observation on 10/6/14 at 10:40 AM

. ravealsd the resident was calling out for

- megistance. The resident was observed

' positionad In the wheelchair and the call fight was

: ot within reach. During the observation the

- resident stated sihe could not reach the cali ight

" and could "hardly hold it any longar.” The resident
stated i was "embamasging” to have to cali ot

- loudly for assistance with toileting.

' b. Qbservation on 10/6/14 at 3 PM revealed

- CNA#1 responded to the resident's call light and

' he resident requested assistance to gt up. At

: that time the CNA fold the residernt o wait until

i the CNAs finished passing linen to resiclent

| rooms. Observation 2t 3:38 PM revealed the

available. On or before the afiegaiion of
| compliance the DON/designee provided
- re-education o nursing staff regarding
* treating residents with respact ar digml‘,f
. specifically ensuring men and wornen are
i proparly groomed and shaved,
clothesfshowers are clean and no:. solled, |
| residents are undressed and redrassed in -
the shower/bath house prior to fransport,
and call lights are in reach and answared
timely without 1@lling residents they need
; towait. On or before the allegation of
compliance the Distary manager/designee;
provided re-education to digtary/nursing
staff regarding treating resident with
! respect and dighity, specifically ensuring
! that plastic wate is riot used during meal
fimes and resident can receive regular or
decaffeinated coffes as requesiec and
residents are aware that regular ¢offee is |
available. ,

’{ is now aware that Regular qaffes is

2. [dentification;
Resdents who reside at {the facility are at
potential risk.

- |
3. Systemnic Changes: 1
The faoility will provide care for residents |

in & manner that respacts and enhances |

each resident's dignity, individuality, and !
right to personal privacy. “Dignity" means |
that interacting with residents during care, !
staff carries out activities that agsist the |

t regident in maintaining and enhancing

i self-esiesm and self-worth. Care for i

i Tesldents in a manner that maintzins ;

| dignity and individuglity Includes ensuring

I they are in clean clothes/shoes, that they |
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' resident activated histher call light and asked RN . are assisting with gropming before and
i1 for asslatance to get out of bed. Further ' i after meals, that they ars approprately
! observatian revealed the RN told CNAs #1 and | shaved, they are fully covered whan in the .
2 that the resident wanted to get up, Interview 1 bath chair, ensuring we do not teli them
' with the resident at 2:40 PM revealed his/her i " "they have to wait" when answeritg their
pasition in bed was uncomfortahle and s/he could | call light, ensuring thay receive Regular
. het reposition himsalffharself without staff i coffee, and groomting them approoriately, j
" assistance, Observation at 3:50 PM revealed the | | Starting 10/30/2014, and up to the: date of |
resident activated the call light again {this was the - ! complimnce, the SDC/designes wi *
Cthird time), At that time CNAs #1 and #2 whaeled | in-service staff on resident dignity !
: the mechanical [ift into the room and began to ! ]
» provide the assistance the resident had | © 4. Monltoring:
s reguested 50 minutes eartier, ; Faciity managers will monitor to enaure
i resident's dignity is maintainad though the '
| 5. Review of the 8/30/14 admission MDS | General rounds/observation monitoring
| assessment showed resident #38 showed sihe f program at least 3 times weekly for one 1
Pwas alert and oriented and required limited ' month, then weekly for ohe montt and as ‘
| arsistance with ADLs. Agrording to tha 10314 | needed until facitity determines substantial
P care plan the following interventions were © compliance has been met. During these
implemented: a bed alarm to prevent falls dua to . rounds, facility managers will be ensuring !
,forgetfulness; oxygen due to chronic ohstructive . care is provided for residents in a manner
"luny disease; and A suprapubic cathetar dua to g i that maintaing dlgnity and mdmdualrty |
history of urinary problems. Observation on ; i includes ensuring they are in ¢lean i
10/9/14 at 8:45 AM revealed CNA¥T regponded . Clothes, that thay are assisted with :
o the bed alarm that was activated whan the groarming before and after meals, that ;
| resident attempted to transfer from the bed to the . they are appropriately shaved, they are
. wheelchair without staff assistanca, During the . Tully covered when in the bath chair, :
observation the CNA sived closely by as the " ensuring staff do not tell them "thay have :
resident completed the tranafer. After the resident ! . to wait" when answering their all light. ;
was positioned in the wheelchair the CNA i ensuring they receive Regutar cofes and |
departed without applying the oxygen that was | grooming them appropriataly. Furthar '
. disconnected during the transfer, moving the ! review/monitoring will be date 'through the[
. urinary drainage bag that remained attached to | | Resident Councll, the facilify grievance
the bed or asking the rasident why s/he wanied to | t process ombudsman, and family
pet up, During an interview conducted : » feedback. Rasults through these reviews
- immediately after the CNA departed, the resident will be tracked/ftrendad for any issues,
- stated s/he had gotten ous of bed 10 go to the : i Issues identified will be review in AQI&A
- batmoom, but the GNA daparted without | 1 for process improvemant evaluated for its -
. providing the needed assistance. 5 ! effectiveness. :
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i 6, Review of the 747114 quarterly MDS for

‘ resident #57 showed $/he had severe cognitive
;mpmrm&m and requited extensive and total

| assistance with bathing, showers, and parsonal
s hygiene, Qbservation on 10/8/14 at 3:10 PM
"revealed CNA #6 wheeled the resident from the !
: residant's room through the haliway to the shower |

| roarm. At that time the resident was observed to

' | be unclothed with only a blanket drapad around

i hisfher upper torso and knees, Further

: observatian revesled the resident was visihle to

- other residents andg visitors as s/he was wheeled |

"t the showet,

7. Review of the 8/22/14 quarterly MDS
! | qegessment ravealed resident #14 was seversly
: cognitively impaired and needed extensive
| assistance with bathing. The following concems
L were noted:
i a. Obsenation on 10/6/14 at 3 PM showsd
“the resident was pushed down the hallin a
showar chair wearing a bath blanket which left
the resident's legs exposed from the thigh down.
. The resident was taken from his/her room, past |
. the front door and lobby arez where residenis E
were visiting with staff and visitors, and thento |
- the shower roorm. Further abservation the same
. day at 3:15 PM showed the residant in the z
" shower chair returning to hig/her room in the ;
i s2ma manner. i
: b. Interview with CNA#3 on 10/7/14 at 4:458 !
' PM revealed the system for showers was o
- disrobe the resident in their room, transfer the
resident to the shower chair in their respective
, foome Using & mechanical ft. The CNA stated
' the residents were transferrad without a arief or |
" any ciothing under the bath blanket because the
Llifts cannot be taken into the shower room.

5. 11724114
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| ¢, Interview with the staff development

| coardinator on 10/8/14 at 1:45 PM revealed siaff
i should be taking the fift into e shower rooim and
- transfarring and disrabing the residant there,

i B, Review of the 7/14/14 significant change MDS
. assessment revealed resident #16 required
| axtensive assistance with transferring and tollet
| use, and was cognitively intact (alart and
\ orlented). Observation on 10/6114 st 406 PM |
! shiowed the resident activated the cali light for
" assistance to the resiroom, Interview with the
' resident at that time revesied the resident needed .
assistance to use the toilet, The following ;
concerns were hoted: i : :
¢ @ AL4:22 PM (16 minutes after the call fight : ;
'was turned on) CNA#3 answered the calland ; ;
" told the resident " have to help ancther fady who !
is first. Give me about ten minutes," The CNA feft . f
the resident's room without assisting hertethe
| bathroom, At 4:40 PM CNA#S and NA#1 i
|
|

craturned to assist the resident to the bathroom.
" The resident waited 2 toial of 34 minutes to be
. assisted o the bathroom, i ;
© b, Interview with resident #1& on 10/7/14 at

: 12 rnoon revealed the staff "don't answer the call !
i light, and they ged mad at me when 1 call for ;
“help.” :

9. Confidential interview with B residents on
/7714 at 3 PM revealed the facility s

conslstently short-staffed with regards to CNA's,

_The resident's commented the CNA's answer the

c:ail light and then say "l will be back," but the

' residants then have to wait another 20 minutes to

a8 much as two-and-a-half hours to get the help |
they reguire.

| Being showered in a dirty shower room: i _
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F 241 Coentinued From page 6

" Observation on 10/9/14 at 10 AM showead

 resident #563 was trangported 10 the women's

' ghower room near the 200 nursing station vig

 shower chair by bath aide #1, The obsarvation

: revealed the shower roarm floor was dirty with

| varlous stains, the room had & strong odor of

 faces, and the toilet was not flushed. [n the same

- shower rootn, 8 rubber duck hanging from the
wall was dusty. Interview with the bath aide

_immediately affer she showered the resident

, verified the shower room had not been cleaned

' between resident showears,

: Related to Foodfheverages.

11, Observation on 10/8/14 at 11:12 AM shawed
' peaiches for the noon meal were portioned into
| plastic disposable cups. In addition, there were

the dietary menager on 10/8/714 at 11.20 AM
verified disposable dinnerware including utensils
were being used daily dua to & jacking supply of
: dighes angd silverware. The following concemns
were identified.
., Observation on 10/6/14 at 6:65 PM
| showed resident #15 was served a dinner tray
- with plastic utensils arvd plastic dishes with
" applesauce and fruit. Interview with the alert and
- oriented resident oh 10/7/14 at 12 noon revealed
 the resident did nat like being served maals with
. plastic Utsnalls and plastic dishes.
: b. Confidential interview with § residents on
P1Di7/14 at 3 PM revealed the facility uses plastic
utensils and plastic dishes frequentiy. The

use the plastic knife to cut up meat..."| don't like
_eating soup with plastic utensils”..."Using plastic
utensils and plastio dishes bothers some of the

disposable cups on 13 room trays, Interview with

resident's commants included: "ltis a prablem o .

1
1

|
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; residents,” )

i 2. Interview on 10/8(14 at 3:25 PM with dietary
staff #1 verified both coffee dispensers in the
_main dinfng room contained decaffeinated toffee. |

-  Interview with the dietary manager on 10/8/14 at

i | 4:50 PM varified the coffes available for the

; ! regickents in the dining room was decaffeinated

, " and she was unceriain why they were not
" provided a cheice. The following concems were
' iderrified:

. a.Interview with resident #30 on 10/8/14 at

' 458 PM verifted gfhe drank coffes and hisiher
: preference was for regular coffee, The resident
 stated sthe was not aware the coffes sarved in

. the dining rootn was decaffeinsted,

b. Interview with resident #4 on 10/8/14 at 5

M revealed s/he liked ragular coffee in the
maorning to halp wake up.

" c. Interview with resident #5 on 10/8/14 at

- 5706 PM verified sthe enjoyed coffee and drank it . :
" throughout the day. The resident stated 4 i 1
- preference for regular coffes, not decaffeinated.

d. Interview with residant #48 an 10/9/14 at

| 9:30 AM revealed sihe was unaware tha coffee ! | i

. served in the dining room was- decaffeinated, ; ; '

. Sfhe further stated "people should have @ right to | |

i choose what kind [of coffee] they get.” : g ;

F 248 : 483.15()(1) ACTIVITIES MEET E 248! 114121714
sg-tu;i INTERESTS/NEEDS OF EACH RES ‘ '

I The facility must provide for an ongoing program
| of activities dasigned to meet, in accordance with
tha comprehensive sssessment, the intarests and |
. tha physical, mental, and peychosocial well- bmng \
of gach resident,

i

: . !
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! This REQUIREMENT is not met as evidenced
 y:

' Based on medical record review, activity
: calandar review, and resident and staff interview,
the facility falled to ensure 1 of 13 sample
residents (#40) received an ongoing prograim of

. activities. in addition, the facility failed to provide

| activities that maet residents’ needs on Sundays, !

| The facility census was 80. The findings wera:

+ 1, Confidential interview with 8 regidants on ;
- 10/7/94 at 3 PM revealed & lack of activities in the |
; facility. Comments made by the residents |
lincluded the following: :
' 2. 'Alack of Bunday activities, i
‘ b, The residents have requested more |ate

: activities, more word games, card games and

' board games. The Activity Direcior’s response to

' the residents' request for these activities was :
i repor‘ted as "that's as good as they can get them."|

| 2 Review of the facility's October activity
 calendar ravealrd the only scheduled activity on
. Sunday was a church seywvice, except on the first
and third Sunclay there was a Gospel Hour :
schaduled !
|

3 interview with the activity director on 10/814 at
; ! 4:36 PM confirmed the resident had requested
addiional Sunday activities, and they ware not
| provided due to a shortage of staff,

* In regards to lack of mdividualized activities:

Review of the 9/27/14 admission MDS '
| pssessment showad resident #40 was totally i
- dependent on staff far all ADLS except eating and
did not have cognitive impairment. This review
also showad the resident was admitied o the

RARIE ENTER .
LA CARE CEN LARAMIE, WY 82071
AL SUMMARY STATEMENT OF DEFICIENCGIES D i PROVIDER'S PLAN OF CORRECTION ‘ {5)
PREFIX (EACH DEFGIENGY MUST BE PRECEDED BY FULL PREFIX ({EACH CORRECTIVE ACTION SHQULD BE RUMPLETION
TAG REGULATORY B L8C IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE AFPRQPRATE | DATE
DEFICHENEY) i
| H
! ! !
F 248 . Gontinued' From page 8 i F 248!

Preparation and execution of this
responae and plan of correction doss not
songtitute an admission agreement by the !
provider of the fruth of the facts slleged ar:
conclusion set forth in the statement of - |
deficiancies. The plan of corrention is ;
prepared and/or executad solaly because
the provisions of fedaral and state law |
regquire it. For the purposes of any
allegation that the facility is not in i
substantial compliance with federa; ;
requirements of partioipation, this !
rasponse and plan of correction i
constitutes the facilty's allegation of
gompliance in accatdance with section
7306 of the state oparations manual. The @
facility will provide an ongoing program of |
aetivities designed to meet, in accordance |
with the comprahensive assessment, the |
interests and the physical, mental snd !
psychosocial well-beitig of cach resident,
Corractive Action; The facility will ensure &
there are activity choices on Sunday. The |
fagiiity now has The facility now has H
Sunday hight football garmes inthe TV |

" lounge, Puzzles and games available in

Agtivity room, twe Sundays a month

Abby's violin concert for residents o .
participate in. on Sunday's for residents to |
participate in. Residgnt # (40) has baen ;

! interviewed regarding activity interests

|

and the resident's care plan has baen
updated to match activity interesiz. !
She/he now enjoys Pet vislts as partof |
the activity plan and if weather and health |
permits she/he can sit puiside in the sun

FORM GMS 867 (02-99) Previous Versiohs Obsolets Ewvenl [T MOt

Faclity 10; WYD006 If cantinuation sheet Page 9 of B3
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| facility with a stage IV pressure ulcer on histher '
 ipehitum and a urinary catheter. According to the ’
0124114 to 1017114 daily nursing notes i
{ interventions for care of the pressure ulcer :
mcludad limiting the number of consecutive hours -
"the resident sat in the wheelchair. During an
Vimterview on 10/9/14 at 3:30 PM the resident
stated sthe did not mind staying in bed mast of
1he time due to the pressure wieer, but
" pceasionally looking at the four walls in room wag l
. depressing. The resident stated s/ne did not mind !
" attending binge and crafts and watching
televigion, but would prefar sitting outside in the
! sun on warmer days or visits with pets. The I
! resident further stated s/he was not pleasad with |
' the activities because hister prefarences had riot |
" been included in the activities provided. Review of
the 10/3/14 care plan showad interventions for
recreation Inciuder ramind the resident when i
pets were in tha bullding, watching television, and |
Invits to sbejals, crafis, jewetry making, church !

| seivice and bingo. Review of the September and
| Dctober 2014 activity participation documentation

' for this resident showed pet visits and sitting '
outs:da were not offered or provided,

D | SUMMARY STATEMENT OF DEFICIENCIES \ 1t | BROVIDER'S PLAN OF CORRRLTION - 1X89)
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED 8Y FULL | PRESIX {EACH GORRECTIVE ACTION BHOULD BE . COMPLETILN
TAQ REGULATORY DR LEG INENTIFYING INFORMATION) | TAB ! GROSE-REFERENCED TO THE APPROPRIATE | DATE
| ; i DEFICIENGY)
! f !
F 248 Continued From page 9 L F248

for & short period of time.

\dentification: Residants that curretly ,
raside at the Tacility are at risk. On or prior

. to the allegation of complince, the

i Systemic Changes: All recreation

Activity Director/Designee will review each;
residant's interestsineeds and ther insure ;

i the Residents care plan is uptated ;

revised to ipclude the residents intarests,

pragrams are based on interests and

* needs of the residents, For thoue
: residents unable @ express thelr reeds,
. regsonable attempts will be mads o

digoem past interest frorm family end
friends, Residents/ioved one will b
intarviewed regarding activity interest on
admission, Recreation programs will be
gesignad to cover the full scope of
residents' ife activities and should inolude |
appartunities for social, physical,
intellectual, emotional, and spiritual

needs, Programming will be offered in the |
morning and afternoons sevendavs a |

© week including Sundays and holidzys and }
. gvening programs wil be offered &

minimurmn of two fimes per week, 1
Rasidents will be encourages fo revaluate
the programs offered on an ongoing
basis, Residents will be invited aagh
month to participate in development of the |
Activity calendar, Qn of before the
allegation of comnpliance, tha '
NHA/Daslgnes in-serviced the Activity i
gtaif on the Recreation Pragram per polmy
ClL-REC-9014(SNF).

L
|
i
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F 253  483.15(h)(2) HOUSEKEEPING &
sgai | MAINTENANCE SERVICES

The facility must provide hougekeeping and
' ragintenance services necessary o maintain &
' sanitary, arderly, and comforiable interiar,

This REQUIREMENT is not met as evidenced
" by
© Based ot observatian and staff intérview, the

: resident areas, which included the 100 unii,
i central (200) unit, and 300 unit, were clean and
: well maintained. The findings were:

' room #2566 ravealed the top drawer of the chest

| of drawers by the bathroom entrance had the

: front with the handle torn off, which showed the

| inside contents. of the drawer 1o be resident
underciothing. The the torn off ares wae placed

- the oheervation, ane of three burgundy chairs
. was observed in the telgvision roorm across from

: faility falled to ensure & variety of teme in 3of 3

1. Observation on 10/6/14 at 2:15 PM in resident -

on top of the chest of drawers, Imrediately after

' the 200 nursing station to be dirty with numeraus

F 253

]
|
| PEFICIENCY)
|
|

Menitoring: The activity director wili [
intarview 3 random residents & weak far 3
| munths, then menthly for one month,

| regarding the Recreation Program,

I Further monitoring will contirue thraugh

© Resident councll and ombudsman

' fendback, lssue identified will be

| presanted in QA&A Lo ansure plan has
been implemented, sustained, and
avalugted for its effectiveness.

Date of Compliance: 11/21/14 *
11/21/14

CarrectiveAction: 1. Maintenancs

repaired top drawer of the chest o
drawers in room #2566 immediateh after
notifioation from surveyor. 2. (A) the ;
burgundy chairs in the television room wilf |
he stear cleaned by Housekeeping. (B) !
" The fire sprinkier head T room #71
hathrooms has been cleaned by
Housakeeping. {C) The shower raam in
the hallway leading from the front of the
building has been deep cleanad and the
rubber duck in shower room has been

" removed by Housekeeping. Waill. seiing,
and basebpard: (A) The cormer wall 1o the .
right of bathreom door in room #3386 :
i bathroom door wails and baseboart

FORM GMS-2567{02-85) Previous Versions (hrolete
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F 253 l} Continued From page 11
| whitish stains, !

2 Observation on 10/9i14 from 8:15 AM through
{ 10 AM revealed the fallowing issues with
c:leanlmess and bullding maintenance:

I Feneral cleaniiness:

i a. One of three burgundy chairs in the

- television room across from the 200 nursing

" gtation continued to be dirty with multiple whitish

stains.

: b. The fire sprinkier an the calling of the

' battroom in room #74 had 2 spidar web sovering |

: the sprinkiar head. i

' ¢. The wemen's shower room in the haliway

' leading from the frant of the building to the back

. of the building had 2 strong odar of feces, and the |

tm!et was not flushed, In the same shower room,

 a rubber duck hanging from the wall was dusty.

'Walt celling, and baseboard issues: :

. & The corner wall to the right of the tathroom |

" door in room #336 had wall and baseboard ;

damage from the floor to 20 inches in helght that

exposed the medal underneath, :
b. ‘The left bathroom wall in reom #338 was

scraped at 1 foot in bedght and 1 foot across.

¢, The baseboard was inissing in the 300 tub

- room at the back of the shower area 50 inches

_acrous and 2 inches in height on ona area, and

. 49 inches acress and 2 inches In height on

another area. ;
d. The ceiling over the entire shower area |

" was damaged which created an uncleanable !

- surface, The left wall corner {intersection of two

: walls) by the bathroom door of reom #3486 was

| damaged from the floor to 33 inches in height that

- exposed the metal underneath,

; a, The baseboard by the closet in room #261

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0391
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damage has besn repaired by 1
maintenange. (B) Room #3328 baseboard
has bean repaired by Maintenance {C)
the #300 Tulk room baseboard installed
and correctly by Maintgnance. (D) The
shower room on 300 hall ceiling was i
seraped, primed and repainted by
Maintenance. The left wall corer by
bathroom door of room #346 was repairet]
by Maintenanoe. (E) Room #2861
baseboard was secured to wall by
Maintenances. (F) The Light cover i the
hallway to activities has baen repleced by
Maintenance. (3) The carpet by room
#170 on the wall has been secured by

! Mainfenance. (H} Room #8 scrapa was
© repaired, primed and painted by

| Maintenance.

|
I 1
1 1
| Floor; (A) Cracked tile in room #335 was |
' repaired by Maintenance. (B) The 4 liles
+ with chips were replaced in bathroom
#3306 by Maintenance. {C) Tile witt a
© grack and emall chip was raplaced by
Maintenance, (D} Chipped area that .
covered 4 tiles was replaced and two tiles :
that did not mesh were replaced with little
gap by Maintenance. (E) The five crackerd
hallway tils outside of room #36 waere
replaced by Maintenznce. (F) Four
cracked Hles in hallway betwesn room #47/
and #29 were placed by Maintenance. (&)
Replacement carpet for fioering betweaen
R #2852 was ordered prior to survey.
Flooring company was awaiting down
payment to purehase materials. Naw
ficoting was scheduled for Novermber 2,
2014, Outside flooring contractdr will
replace oarpet, (H) The baseboard in the

FORM CMG-2567(02-88) frevipus Varsions Obsolste EventD; MICJIH
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, was pulled loose from the wall 4 inches by 5
linches,
! £, The first light fixture on the haltway which

| sie by several strips of duct tape.
! 9. A carpeted wall covering outside of raom

top 44 inches by 15 inches.
h. The inner right wall In the bathroom of

to 20 inches in he;ght with rmgtal showing.

F'"loor issUes:
i &, The floor to the left of the front doar of

surfaca.
"tles to the left of the toilet with small chips out

: surface.
. ¢. Cine tite in front of the front doer of room
| 388 was cracked 6 inches across and had a
" smal! chip which created a darkened and
_uncleanablg surface.
i d. The floor to the left of the front door of

" room #40 had 2 chipped area that coverad the

uncieanable surface. An additional tie was
cregked 8 Inches across which created a
darkened and uncleanable surface, and two of
the tiles did not mesh together avenly which
crasted a darkened area.
@. In the hallway outside of raom #36 there

| uncleanable surface.

| lead to the activity ares was held together on one
(70 was pulled loose at the wooden frame at the

- room #06 was seraped 4t the comer from the floor

“toom #3368 had one cracked tile 6 inches across
' that was darkened which created an uncleanable

b, The bathroom floor of room #3386 had four

' which created a darkened dirty and uncleanable

_corner of four tiles which created a darkened and |

s were multiple cracks through 8 (1 foof by 1 foot) .
| tes that teft darkened and uricleanabte surfaces, ‘
. n the haltway between rooms #47 and #28 |

| there ware four cracked tiles with a darkened :and
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535043 B. WING l 10/08/20%4
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! | !
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L

hall putside Rm, #73 was secured to wall |
by Maintepance. (1) The baseboard on
right wall of the #100 nurses statior has
heen secured to wall by Maintenancea. (J)
The women's shower raom in the halfway
leading from the front of the building 17
tiles was replacad by Maintenance. The
rust staing on the tile the back corner by
sirde will be scrubbed by Housekeeping,
The tiles in the Southwest corner werg
- raplaced, (K) The two damaged s in
" the naliway batwaen the nursing station
I 200 and 300 nursing station have been
replaced by Maintenance. (L) The twb
tites chipped in the bathroom of Rm by
#10 were replaced by Maintenance. {M)
The bathroom bagebkoard on the left in rmt..
#9 has been sequrad by Malntenance. (N}
The nose bagehoard in Rm. #7 by r
bathroom door was secured by \
Maintenance, 1
Doors (A) bathroom door chips in M
+ #331 will be replaced with woed putky,
sandad and stained by Maintenance. (B)
" The kick plate on the door of Rm #3235
utitler the door knob will be replaced by
maintenance, () The closet duer iM room |
. #261 has been repaired by Maintenarce, |
. () The front door of room #70 has been 5
' repaired by Maimtenance. (E) The kick .
* plate on the bathroom door of raom #73
* was heen tightenwmd, tha chips on the l
|

. hinge have been repaired by

 Mainteranece, (F) The bathroom doar in

i Roarm #2 with 4 inch wide scrape has

: been repaired by Malritenance. (H; The |

‘ inner bathroom door of room #3 chipg
have baen repaired by Mairtance. '

FORM SMS-2367 (02-99) Previcus Versiong Obsolete
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1 g. The carpet under the fave seat across from | Heat vent {A) The heatvent in the ‘
i room #262 was ripped at the right cormer & inches | ’ hallway outside of room #36 has besn |
: by 2 inches. ; | tightened by Maintenance. B) The heat |
| h. The baseboard in the hallway qutside of | vent cover to the right of the front doerto .
| ronm #73 was loose from the wall 7 inches ‘ the building has heen tightened by i
| ACTOSS, . i | Maintenance. ?
i. Across from the 100 nursing station the r :
, tight wall baseboard was loose from the wail § - 3. (A) The carpet on the wall outsicie of
: inches by 4 inches at the corner of two wallg, f © roorm #112 will be steam cleanad by
; i. The floor in the wornen's showar room in ! I housekeeping. (B) The sit-to stand #10
| the hallway leading from the front of the building ' has heen cleaned by Housekeeping.
| o the back had 17 tiles (3 inches gach) that were .
| iamaged and darkened and had an uncleanable . Bystemic Changes: Housekeeping and |
“surface, The floor in the back corner by the sink - Maintenance Dirsctor and facility |
-had & 3 inch lony ares that had collected rust, \ . management tazam will condutt vieuval |
: The southwest carner of the shower had chipped | i rounds o ensute thal rooms, common |
, tiles from the floor to § Inches in helght. ; ! argas and equipment are cleanad and
' k. The hallway between the 200 nursing 5 maintained on & regular basis. Staiting
: station and 300 nursing station had two tilss that | ‘ 10/24/14, and up o date of compliance
| were darketed and damaged with an | | the Adminjstrator/designee will in-sarvice
| uncleanable surface, i ' facifity staff on communication of l
I. The bathraorm fioor of raom #10 had two ¢ maintenance and housekeeplng coneerns .
: chipped tiles betwaen the sink and {ollet that . via Ing books located throughout thae
 created a darkened and uncleanable surface. + facility and anfor change of condition
m. The bathroom haseboard in roorm #3 was | ‘report. On 10/29/14 the NHA/designee
" loose from the wall 4 inckes by 3 inches onthe | | in-serviced housekeeping staff on the
lesft. | + importance of cleanlinass of the facility.
0. The baseboard in room #7 by the ; i The NHAwill provide oversight to mmsure |
 bathroom daor was loose from the wall from the * identified issuas have been resolvad.
 floor to 4 inches up. i
I Menltoring: The Maintsharce Direstor,
. Door issues: ‘ i Housekeeping Direttor, and i
& The bathroom deor of room #331 was ‘. | NHA/designee will conduct monthiy i
i chippad on poth sidas from the floor to 26 inches | ! wrvironmental rounds in order {o idantify
Lin height, In addition, the front of thatdoor hada | outstanding housekeeping and ,
i 1 Inch chip out of the deor at 26 inches in halght | | maintenance lagsues with overall oversight -
t and 12 inches from the door exige. . provided by the NHA/designee, Finding
i b. The front dogr kick plate under the ¢ will be resented o QARA monthly as
| doorkriob of room #335 was ripped loose fram | needed uniil substantial compliance has
Faciily ID: YWY Q0D if shntinuation shesy Page 14 of &8
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* the door fo 23 inches In height and 1 inch across, | been met.
i ¢ The closet door in room #2871 was sticking | !
{and difficult to open and close. = ‘
Z d. The front door of room #70 had a 2 inch by - |
' 1 inch chipped area undermnesth the dogrknob.
The inside of that door by the hinges had muttiple

| ! ehips from the floor to 21 inches in height. ;

‘- &, The kick plate on the bathroom door af 1
room #73 was lopse from the daor 10 inches by
' 6.5 inches at 2 feet in helght. Also, the front door |

‘ had chips underneath the doorknob from the ﬂoor
to 15 inches in height, and chips on the hinge

| side from the floor to 21 Inches In height.

' f. Tha bathroom doet of room #2 had chips

" out on each side from the fioor to 15 inchas In
hefght

g. The front af the bathroom door had = 4

itich wide sorape that was 36 inches. across.

' h. The inner bathroom door of room #8 had

- chips out from the figor to 18 inches In height.

:
!
DEFICIENGY) i
I
|
1

Haat vent issugs.
; =, The heat vent in the halway outside of
rocm #3968 was loose 11 inches across and 5.5
! inches wide, ; : :
b. The heat vent cover to the right of the front |
: dc:or to the building was loose 680 inches across.

3 Observations on 10/6/14 from 3:40 PM through | |

| 6:20 PM revealed the following cleanliness , g

| coneerns: = |

' a. 2. Observation on 10/6/14 at'3:40 PM i "

“ revealad the carpet on the wall cutside of room | ;
#112 was visibly soiled, . ;
k. Observation on 10/8/14 at :20 PM !
revealed the sit-to-stand fift [abeled #10 stored in !

the 100 hallway had a footrest that was visibly ; :

sailed, Observation on 10/9/14 at 10:25 AM : { ;

“showed the footrest of the ift was still visibly : ; !

PORM Gl 2567({02-99) Provinus Versions Chyotete Rvart 10 MIoM Fatiiy 10 WY0008 IF continuation sheet Page 15 of 58
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I 268 | Continued From page 15
! sbiled, |
: Interview oh 10/9/14 at 1 PM with the
- housekeeping supervisor revealad the :
axpectation that housekeeping staff were 10 deep |
claat the shower rooms and bathroams at least
once a day and a5 neaded, and that the
department had been short staffed lately. He
further revealed the fagility had several new
| | housekeeping staff, and they needed additional ,
overmght Interview with the maintanance directar
' an 1019744 at 11:20 AM confirmed he was aware |
: of the building issues, He further confirmed the |
‘  facility failed to have a plan with a timeframe to -
address those issusg,
F 279 : 483.20(d), 483.20(k)(1) DEVELOP
85=p . COMFREMENSIVE CARE PLANS

+ Afacility must use the resulis of the agsessmeant |
o develop, review and revise the resident’s
' comprehensive plan of care, ;

“The facility must devalop & apmprehensive care
. plan for @ach resident that includes measurable
objectives and timetables to meet a resident's
' medical, nursing, and mental and psychosoca)
needs that are identified in the comprehensive

" assessment,

' The care plan must describe the services that are
- to be furnished o attain or maintain the resident's | |
" highest practicable physical, mental, and :
- paychososial well- bemg as.reguired under
548328, ahd any services that would otherwise
' be required under §483.25 but arg not provided

| due to the resident's exercise of rights under

' | §483,10, including the right to refuse treatment
 under §463 10(b){4).

i
|
1 DEFIGIENGY)
\
l

F 253

11721714
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)0 | SUMMARY STATEMENT OF DEFICIENCIER ID b )
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F27% Continued From page 16 i F278] :
: This REQUIREMENT s not met as svidenced | §
by |
| Based on medical record reviaw and staff : Preparation and execution of this :
Interview, the faciiity failad to develop a care plan | I response and plan of cerrection doss not |
' for 1 of 5 sarnple residents (#24) related to : . constitute an admission or agreemant by
. | behaviors. The findings were: ! the provider of the truth of the facts ;
! ' allaged o conclugions set forth in the
| Raview of the &8/14 gquarterly MDS assessmant | slatement of deficiencies. The plan of
: ghowed resident #24 had verbal behaviors | | correction is prepared and/or executed |
diractad at othars 4 to 6 days per week, The MDS3 solely because of the provisions of faderal |
L assessment alse showed the resident required I and state law required it For the purposes|
* exiensive sssistance for bathing and did not have | | of any allegation that the faclity is notin |
' behaviors related to rejection of care, The i | substantial compilance with federa: !
following concerns were identified: : | requirerments of participation, this i
i a. Review of the bathing documentation for tesponse and plan of correction i
| September 2014 to 10/8/14 showed the resident - constitutes the facility's allegation of i
 refused bathing. According to the records for this - . complianca in accordance with section
L tirne frame, the resident received a showetfbath | 7305 of the state operations manual, i
g an 841, &8, 811, 9718, and 10/7. The resident : i
"had documented refusals of bathing on 8/15/14, | DCorreetive Action !
fand 9127114, | Resident # 24 care plan was reviewsd on |
! b. Review of the care plan related to bathing | I 10/30/2014, by the DON/Designee to '
'and ADLs showed it was last reviewed on 8/1/14 | i ensure refusals of baths is appropriately
| and & bath or shower were planned twice par | addressed on the ADL care plan as wl
' week on Mondays and Thuradays. This care pian . as her care plan for mood and behaviors,
. failed to address any problems or approaches !
related to the resident's refusals of bathing, In 2) Identifivation
addition, review of the care plan far mood and For identifications purposes, on |
“behaviors was fast dated 8/10/14, and thare was - 1111072014 & review of current residants’
no mantion of the resident's refusals of cara. : . care plans will ba sompleted by |
_ ¢. Interview with the DON on 10/8/14 al 8:25 ' RDON/Designae to pinpoint resideris ai the,
AM verlfied aithough the records falled to show ~ facility potentially at risk for care plang :
. rafusals or that baths were given between ine 8 i lacking inclusion of services praviced to
i day gap from 8/18/14 to $/27/14, and the © day | address care related to behaviors such as,
| gap fram 9727114 to 10/7/14, the resldent was i refusal of baths. |
I : offered bathing and refused, The DON further |
 acknowledged the care plan for this resident did t 3)Systemic Changes :
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£ SV [V
PREFX |
TAG

0
PREFIX
TAG

PROVIDER'S PLAN OF GORREQTION
(EAGH CORBECTIVE ACTION SHOULD BE
CROSB-REFERENCED TO THE APPROFRIATE
| DEFICIENGY) i

i o 0
GOMPLETION
! DATE

!

F 278 . Continued From page 17
; not address the resident's behavior of refusing
. the care.

F 281" 483.20(k)(3)(i) SERVICES PROVIDED MEET
$5=E | PROFESSIONAL STANDARDS

. The services provided or arranged by the facilty

f
i
|

F 279

F 281

Resgidents will be reviewsd upon
admission, gquarterly, annually, any with
significant change of condition utilizing the |
. admission/MSD/RAI/ Care planaing ’
. process. Care plans will be developed to
include services provided to attain or f
maintain thelr highest practicable physical,
mental, and psychosotial welkbeing, '
ineluding ensuring a care plan is in place i
to address the residents' behaviors such !
as refusals of baths. Beginning on i
1012472014 and continuing up until the
allegation of compliance the !
DON/Designes will in-service the IDT and
Nursing staff on care plan preparation. An
attendance sheat will be wilized and

. reconciled with the current active staff
roster, Nursing staff unable o atterd will
be provided with one on ene in-servicing.

4)Monitoring '
| Individual care plans to be reviewed and
: revised, (0 include services provided
based on individual need, upon adraission |
and quarterly, annually and with ehange of
condition. Care plan documentatior

- review witl be completed quarterly, ‘ssuss
identified through this review will be
discussed at QARA for the purpose of
process improvement and to ensure plan
has been implemented, sustained and

! evaluzted for it's effectiveness.
M2ir2ti4

121114
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pAm SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAN OF CORRECTION ——
FREFIX ! (EAGH GEFICIENGY MUST BE PRECEUED BY FULL ©OPREFY (EACH QURRECTIVE ACTION SHOLILD gk | GOMPLETIGN
TAG | REGULATORY OR LSC (DENTIFYING INFORMATION) ©TAG . CROSS-REFERENCED TO THE APPROBRIATE l DATE
: ! . DEFICIENGY) |
F 281 Continved From page 18 F281; |
' must meet professional standards of quality. | i |
? | |
; This REQUIREMENT is not met as evidanced | ‘
by l ‘
: Based on medical record review, review of : I' The facilty wili provide or arrange :
infection control infarmation, and resident ang i | servicas fo mest professionat standards, |
; staff interview, the facllity falled to ensure i i .
| physician orders were followad related to the © Corrective Action: :
 administration of the Zostavax (Shingles) vacsine ; . For Resident #'s !
- for 20 of 29 residents (1, #4, #8, 8 #10, #11, P 1,4.8,9,10,11,18,24,25.26,30,32,34,41,45,
M8, #24 #28, K26, #30, #32, #34 #4‘1 #45 #47' f 47 49, 55 66 67 69,70,71 ?2 ?3 74,7576 7"
448, #55, #66, #67, #56, #70, #71. #72, #73, #74, | | 7 histher orders were clarified. Hefshe |
#7‘5 #?ES #7?) The ﬁndlngs were: . teveived the shingles vaceine prior to the
: i allegation of compliance. 1
lntemew with resicent #47 on 10/6/14 et 11 AM | !
“revealed sfhe was given a vaccine for the | identification of residents potertially
, shinglag, The regident exprassed concerns | affected:
i releted to having received the vaceine and was , Residents who currently reside at Laramie:
' worrled about possible side effects, The folluwmg  Care Canter ate at risk. ;
| concerns were Identified: ’ !
L a. Inferview with the infection preventionist | ¢ Bysternic changes: |
{IP) on 10/7/14 at 4:40 PM verified the restdent i Licensed nurses have been in ;’
i was provided the vaceing tha day befora. The iF ! l senices on provigion/arrangement of the
| further stated the facility did not have a poligy and | | following services to meet professional !
' procedure related to informed consents for i standards, including ensuring timely
i vaceines other than influenza antd pneurmococeal, | admiristration of physiclan orolers, |
“and she had not obtained any written consen; ; } specifically administration of Shingles K
'from the residant or responsible party, She stated | | Vaooine per the physigian's orders, i
- she had explained to the resident what was baing | ' Physician's orders received via a fay ar
given and that it was orderad by the ph}'EIGIEn :‘ . progress rok will be transcribed unte the
She then revealed there were other residents with | ; telephone order sheet to ensure praper
. orders for the vaccine, and the vacsines wera in . franscription ocelrs aver the MAR
“the facility available {0 be adminisiered, ; | (medication administration records). The |
- Additionally, she stated the oders on the medical - - DON/Designee wiil conduct a review of
record for these residents wera not completed in - © the medication admiristration regords 3
: & timely manner based on changes in the 1 i times weekly and pm to ensure shingles |
, pharmac:y process at the facility and delays in ! vacaines are completed per MD orders. |
| receiving the vaceings, i_The DON will provide follow up with the |
FORM CM3.2567(02-20) Previous Virsitns Obsolete Event |23 ML Eacility 1 WY0ODS It eontinuafion eheet Page 19 of BB
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: order for the Zostavax (Shingles) vaceine for
i resident #47 was dated 7/17113 {more than 1
l year old). In addition, the medical record showed
| the rasident had a durable power of attamey, and

; notifisd prior to the vaccine administration.
i & Review of the list provided by the |P on

(432, #30, 245, #34, #41) were administerad the
vaceing on 10!6!14, and 23 additional rasidants
P, 8 8, B0 B0, #1711, #18, #24, #25, #26,

s the vaoc!ne howaver, the vaccine was not yet

X adm:mster@d Rewview of the physiclan orders for
! these 28 residents showed they were all dated

| from July 2013,

© 4. Interview with the Administrator and DON
on 10/8/14 at 12,05 PiM revealed the physician
orders that were in the residents' records ware

_being questionad due tu the origin of the orders.

* There had been discussicn in a recent quality

' meeting related to these orders and the fact they

: had not keen fulfiled, There was. &t that tme
nothing tonciusively decided,

: & Raview of the orders showed they were
signed and dated by the physicians, and includad
i the resident name, facility name, name of the
vaceoine, and a staternent with the physicians

! decision o "Please administer 1 doge

| subcutaneots when available.”

| f Review of infection information fram July

1 2013 to 1079/14 verified one of thase residents

i {#1) with the arders not completed, had baean
isolated and treatad for the Shingles in February
20"14

. Accmrcjmg to the Wyoming Nursing Practice Act

. there was no evidence this responsinle party was .

k. Madical record review showed a physician -

'
'
4

< 10/814 at 4:45 PM showed 5 additional residents

4G, #E6, #55, 457, 460, 470, 471, ¥72, 473, #74,
(#Th, 476, #T?} were tdentﬁ‘“ ad wrth orders to have

|
I
i

. Monitoring:

STATEMENT OF DEFICIENGIES {X1) FROVIDERISUFPLIERICLIA {K) MULTELE CONSTRLUCTION
AND PLAN OF GORRECTION IDENTIFIGATICN NUMBER: A ;UILI:IING EIKS)C?SLEPEEUTRE\BEY
535043 B. WinG 161092014
NAME OF PROVIDER OR SUPELIER STREET ADDRESE. CITY, STATE, ZIF CODE l
BUOS & 19TH 8T
LARAMIE CARE CENTER
LARAMIE, WY 82070
{%a)ID | SLIMMARY STATEMENT OF DEFIGIENGIES i It ! FROVIDER'S FLAN OF CORREGTION (5
RREFIX | (EAGH DEFIGIENGY MUST BE PREGEDED BY FULL L RRERX (EAQH CORRECTIVE AGTION BHOULD BE " COMPLETION
TaG | REGULATORY OR LSG IDENTIFYING INFORMATION) i TAG ) CROSE-REFERENCED TO THE APPROPIHATE i DATE
| i i DEFICIENCY) n
i ] .
£ 281 ! Cantinued From page 19 . F281] |
| !

approprigte caragivers on identiflac
problems, as deemed necessary.

. The DON/Designee will conduct 2 raview |
- of the treatmant administration records 3 |
times weskly and pm io engure vacsines

will provide follow up with the approvriate

, are completed per MD orders, The DON
| caregivars on identified problems, as
|

| deerned necessary,

idantified issues will be tracked and

trended and results will be included in the
DON's/designee’s morthly AQ and A i
report in order to ensura that plan has

' bean implemented, sustained gnd
: evaluated for it's effectivenass,

(/212014
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PREFIX |
TAG

I |

PREFIX |
TAG '
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CROSE-REFERENCED 10 ‘THE APPROPRIATE
REFICIEMGY)

(X5)
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DIATE

F 281 : Continved From page 20 !
"of July 2005 and the Administrative Rules and :
. Regutations of Novamber 2003, pages 3-8, 1'
- nurging mugt function undar the direction of &
| physician,

+ According to the Centers for Disease Control
 websila: :
| hitp:/fwww. cdde. govivaccinesihapivisfaboutfacts-y
» is.htmi accessed on 10/16/14, "AVIS or Vaccine
, information Staternent is 2 docurnent, produced
' by CDC, that informs vaccine recipients - or their |
. parerts or legal representatives ~ about the
| benefits and risks of a vaccine they are
receiving...CDC encourages healthcare providers
o use these whenever they give one of these
vaceines, but they must be used when the )
. vaseine is purchased under CDC sontract, These -
vaceines are!, Shingles..." i
F 282 483.20(k){2)(i) SERVICES BY QUALIFIED '
ss=E  PERSONS/PER CARE PLAN .j

The services provided or arranged by the faciiity

~must be provided by qualified persons in .

- accordence with each resident's written plan of i
care.

» This REQUIREMENT is not met as evidenced

L by

- Based on medical record review and staff _
. interview, the facility fdiled 1o ensure the plans of -
- care were followed as writien for 8 of 13 sample

- residents (#15, #24, #45, #48, #52, #57, 461,

- #80), The findings were:

1. Review of the 8/18/14 aare plzn for falis and
" safply showed rasident #80 was at risk for falls
" and the resident was known to "climb” out of bed |

i

. per hisfher plan of care. Resident #80:

112114

1) Corrective Action: i
Resident #15: The resident now has skid |
strips in fromt of her bed, the $kin ;
assessments are done weekly per policy, 5
and stadff is documenting effectiveness of .
pain medication, and checking on her .
frequently. Resident#'s 24,48 48 52 andg ’
g1, The residemts are now receiving baths

FORM Gid2567{0:2.00) Prévious Varsiang Obsolete Event |3 MIOIT

Faoiity ID: WYDDOE

If eoutinuation sheet Paga 21 of 58



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

PRINTED:

T1/24/2014

FORM AFPROVED
OMB NG, 0838-0391

STATEMENT OF DEFICIENCIES %1y PROVIDER/SUPPLIER/CLIA {202) MULTIRLE CONSTRLGTION {X8) DATE SURVEY
ANL PLAN OF GORREGTION IDENTIFIGATION NUMBER: A, BUILDING COMPLETED
535043 B. WiNG 10108/2014

NAME OF PROVIDER DR SUPPLIER

BTREEY ADDRESS, CITY, STATE, ZIP CODE
503 5 18TH BT

LARAWIE CARE GENTER
RAMIE CARE G LARAMIE, WY 82070
X4 D EUMMARY STATEMENT OF DEFICIENCIES 5] FEROVIDER'S PLAN OF CORREGTION ; X5}
PREFIX | (BAGH DEFICIENGY MUST BE PRECEDEC BY FULL . PREFK {EAGH CORRECTIVE AGTION SMOULD BE + GDMPLETIDN
TAG ! HESULATORY OF LG IDENTIFYING INFORMATION i TAG CROSS-REFERENCED TQ Tril APPROPFIATE i QATE
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F 282 Continued Fram page 21 : F 282

| without ealling for assistance. The interventions
' tnciuded & floor mat placed at the side of the
resident's bed, Observation on 10/6/14 at 2:20
PM showed the resident was lying in bed
f sleeping. At that time the fall mat was noted fo.be.
- folded and stored at the end of the rosident's bed
' ot in use by the bedsids as planned, At 4,40 P
: RN #1 verified the fall mat should have besn ;
' placed at the bedside when the resident was laid |
“down, .

i 2. Review of the care plan for resident #24 L
- ralated to bathing and ADLs showad it was lagt
| reviewed on 9/1/14 and & bath or showsr were
planned twice per week on Mondays and
Thurgdays, Review of the bathing documentation
- for September 2014 to 10/8/14 showed the :
| resident refused bathing at imes. According ts !
the records for this time frame, the resident
. received a shower/bath on 901, $/8, 9/11, 918,
 and 10/7. The resident had docurmented refusale \
: of bathing on 81514, and 827714, Interview with
i the DON on 10/9/14 at 8:25 AM verified although |
 the records failed to show refusals or that baths |
- were given betwean the 8 day gap from 971814
‘o QI27/14, and the B day gap from 927/14 to
L 10/7/14, the resident was offered bathing and |
refused. The DON further acknowledged the care .
| plan for this resident did not address the
; resrdentﬁ behavior of refusing the care,
- 3. Review of the 8/26/14 admission MDS
assessment revealed resident #15 had diagnoses
that included diabetes mellitus (DM) Il with
 neurological effects and qsteoarthritls and was
s cognitively intact {alert and orientad). Review of
« the care plan related to “impaired skin integrity"
: gated 10/6/14 revaaled interventions that included
: "staff will check on resident frequently.” Review of *

Now has a fall mat at her bedside when ,
she is in bed, '

2) ldentification of other Rasidents who
may be at Risk

Residents who reside at facility are at nsk
On or before the allegation of compliance
the DON/Designee will resducate the
Licensed Nurasing Staff and the C.N.A's nn
the Imporiance of following the Resident's .
plan of care to include chacking onthe !
resident, documanting effecliveness of
pain medications, skin assessments,
bathing per the resident individual care
Plan and ensuring interventions to reduse
fell risk and/or injury risk are in place per
the ptan of care. .

3) Gystemic Changes
The Resident's individual bathing
preferences and fall rigk prevention .
interventions, f indicated will be mcluded |
on the C.N.A's ADL shests/plan of care. |
The C.N.A's ADL sheetsinlan of care are
updatad by the DON/desionee when
indicated. The skin aswessmants will be
on the freatment adrministration records
for the nurses to decument and :
effectivenass of pain medication will be on’
the medication administration records, On |
or before the allegation of compliance the
DON/Designae will reeducats the :
. Lieensed Nursing Staff and the C.N.A's on;
; the C.N.A's care plan and tha impotance |
. of following the Resident's plan of care to |
include ensuring fall prevention ]
. interventions aré in place and bathing par I
the residant individual care plan as well gs.
" documenting the skin assessiments and
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the care plan related to "potential for alteration in -

skity integrity® dated 8M1/14 revaaled interventions

' that included "LN [licensed nurse] to assess my
£ gkin with skin check Q [every] week." Review of

[ the care plan related to alteration in "skin integrity |

" ulcers r/t related to)...diabetic: at risk” datad
' 8/28/14 revealed interventicing that included

"Braden scale X4 for first 4 weeks.” Review of the |

| sara plan related to functionat status dated

| BI2B114 revesied interventions that includad

"nonskid strips next to bed " Review of the care
_plan related to pain dated 8/26/14 revealed
s irtarvantions that included "a LN/Mead alde will
' Assess and documnent response to each prn [as
. needed] dosage of anaigesic." The following
| conzame were noted:
! . Observation an 10/6/14 at 2:00 PFM
| showad a (ack of nangkid strips next to bed.
? h. Observation on 10/6/14 from 2:20 PM to
*4:22 PM showed no staff checked on the
; residett.

¢. Interview with CNA#3 on 10/7/14 al 4.45

1 PM revealed she did not check on the resident
freguently on 10/6/14 as the care plan stated.
: d. Interview with the DON on 10/9/14 & 316

FM reveaied the expactation was to chaok on the

- resident evety hour,

Z e, Reviaw of the medical record for
September 2014 revealed no weekly skin
assessment was parformed for the week of
B/4/14 to B/7M4 and the weelk of 9/22/14 to
1 9/28M4, Further review of the same record

| revealed no Braden scale was performed from
19/1/14 through 9/12/14 (missing two weeks).

{. Review of the medication adminigtration

[r@cmrd (MAR) for September 2014 ravealed-FRN

' pain medication oxycadone/acataminaphen was
: administerad on the following days without a

: Compliance |

. ensure the SKIn assessments and

. effecliveness of pain medication is

o docurmnented, lssues identified will be
i corected at at time and the

- and evaluated for its effectiveness,

the effectivenass of pain medication, An |
attendance sheet will be ulilized and
reconciled with the C.N.A'g and the ,
licenised Nursing Staff and those staff ‘
unable to attend will be provided 1.7
educafion,

4) Manitering to ensurg on going !

The DON/Designee will do facility rounds
3 times waskly and ptn cbsarving care fo |
ensyre staff are following the resident's
bathing plan of care and fall intarventions
are in place per individual resident nare |
plans. The DON/Designee will review the
C.N.A dooumentation weekly to ensure
that bathe andfor refusals are !
documented accordingly. The ;
DON/Des|grnes will review the |
MARSITARS 3 times weekly and prnto |

DON/designes will review trends In AQ&A
to ensure plan is implemented, susiained, |

§) Allegation of Compliance :
112112014 |

' gortasponding assessment and docurmentation of ; i
' : |
Bvgmt 1D; MIOIY Facifity 1D: WY D005 If continuaton sheet Page 24 of 58
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F 287 | Continued From page 23 !
' pain medication effectiveness: 9/8, 9/9, 9/14,

: 917, 818, 9118, 9121, 8/22, 9128, and 9/29 (10
fimes out of 21 opportunifies),

: 4. Review of the 5/12/14 significant change MDS
i asgessment for resident #46 showed sfhe
; required tofal agsistance with baths, Review of
. the care plan for resident #46, updated 5/8/14,
showed the resident required 1 staff agsist fora
| bath or shower twite a waak. Review of the
. September and October 2014 Resident Monthly
. Pergonal Care Records showed the resident did
Fnot receive a bath from B/16/14 until 972314 (7
! damys), and no baths from 10/1/14 tharough
i 1016714 (8 days). ;

1 5, Review of the care plan for residert #48,

j updated 9/25/14, showed the residertt required 1
staﬁ assist for a bath or shower twice a week.
Rewew of the September and Cotober 2014

i Resicent Monthly Personal Care Records showed |

i the resident did not receive a bath from 9/7/14
“until 913114 (7 days), from 9/18/14 unfil 9/26/14
“{8 days), and from 10/1/14 until 10/8/14 (7 days).

{ B. Review of the 8/24/14 care plan for resident

( #62 showed the resident required 1 staff asgigt !

{ for bed baths, with no speaific timeframes noted, |

| Review of the September and October 2014 '
Resident Monthly Personz| Care Reconds showed

; the resident did not recelve a bath from 9/7/14

. unitil 81344 (7 days), from 8/14/14 until 8/24/14

. (11 days), and from 9/25/14 untif 10/4/14 {10

, tays),

7. Review of the 7/7/14 care plan for resident 57 |
showed sfhe required aseistance with all ADLs
including transfers, showers and baths, This

{ review also showed staff were directed to provide |

F 282

v
|
l
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F 282 | Continued From page 24

| showarsfhathe 2 times each week. Review of the
i 9/2/14 to 10/7/14 bath and skin reports and

: resident monthly personal care records showed

[ the: resident receivad & showers during thaf time

;0. Interview with CNA#3 on 10/7114 st 4:48 FM
E revealed the bath aide "gat[s] pulled fo the floor
! because we are short on aikdes.. 3to 4 times a
- week,..and the bath/shower schedule is confusmg i
| [which shower is fo be done each dayl." Interview |
- with RN #4 on 10/7/14 at 6:06 PM confirmed the
. bath aide gets pulled 3 times a week. [nterview
" with CNASR on 107714 at 510 PM confirmed the |
: bath aide gets pulled a couple of times a week.
E 30% | 4B3.28 PROVIDE CARE/SERVICES FOR
ass=E: HIGHEST WELL BEING

. Bach resident must recaive and the facllity must
 provide the necessary care and sarvices to attain |
or maintain the highest practicable physical,

| mental, and psychosacial well-heing, in

| accmrdance with the comprehensive assessment ‘

' This REQUIREMENT e not met as evidencad

i 8. Raview of the 8/5/14 care plan for resident #81

| showed sfhe required asststance with all ADLs

" including transfers, showers and baths. This

' review also showed staff ware directed fo provide

“showars/baths 2 fimes each wesk. Review of the
a/2t14 to 1077714 bath and skin reports and
regident monthly personal care records showead

' the resident recelved 7 showers during that time

1
7
i

F 282

F 309§

11/24/14
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by
i Bazed on madical record review, review of
i infaction eantrol information, and resident and
: staff interview, the facllity falled to ensure
. physician orders were folfuwed related to the

for 28 of 29 residants (#1, #4, #8, #9, 10, #11,
#18, #24, #25, #26, #30, #32, #34 #41 #45 #4?

#7B, #78, #77). In add;tlnn the facﬂlty failed to
monttar pain intervention effactivenass for 2 of 13
" open sample residents (#15, #47). The findings
wers:

i 4. Interview with resident £47 on 10/8/14 at 11

i AM revealed s/he was given a vaceine for the
shingles, The resident expressed concems:

' related to having received the vacqine and was

goncams were idantified:
a1, Irterview with the infection preventionist
(Y an 107114 at 440 PM verifled the resident
wae provided the vaccine the day before. The IR

proc:edura refated to informed consents for
 vaccines other than influenza and preurmecoceal,
| and she had not obtained any written consent

' she had explained to the resident what was being
' given and that it was ordered by the physician,

i She then revealsd thare wars other residents with
; orders for the vaeeing, and the vaccines were in
the facllity avaitable to be administered.
Additionally, she stated the orders on the medm:-:ll

i & timely manner based on ohanges it the
phﬂrmeacy process at the facility and delays in
| receiving the vaccines,

b. Medical recard raview showed a physician

5 from tha resident or responsible party. She stated |
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| ! ! DEFICIENCY) :
! | | !
F 309 Continued From page 25 PR 309‘ i

« sclministration of the Zostavax (Shingles) vacting

#4055, #66, #67, #59, #70, #71 #72 ¥73 474, |

“worried about possibie side effects. The foliowing *

 further stated the facility did not have a policy and -

record for these residents were not complated in

5 Preparation and execution of the
* response and plan of carrection does not
~ constitute an admission or agresment by |
the provider of the truth of the facts ;
- gieged ar conclusions seat forth in the
- staterment of deficiencies. The plan of
correction is prepared andfor executad
solely because the provisions of aty
allegation that the facllity is not in
substantial compliance with federal
requirements of participation, this
reaponse and plan of correction
constitutes the faciity's allegation of
compliance in aceordancs with section
7305 of the state operations manual i

. 1)Corrective Action;
' A) for Reskdent #s
1,4,8,8,10,11,18,24,256,26,30,32, 34,71 45,.
47.49 55, 66 ST 69,70,71,72,78, ?4 TET8.7,
T hisiher orders were clarified, He/she

received the shingles vaceing priar to the
- aliagation of compliance.

| B) On ar bafore the allegation of
compliance the DON/Designes ;
rasducated the nurses identified as fallmg

fo dooument the effectiveness of the pm '
pain medication that they gave the !
regident #15. On or before the aflegation i
i of compliance the DON/Desighnes will |
. reeducate the C.N.A identified the 2687 as|
: not having informed the nurse regarding a '

regident #15's paln. |

2)dentification;

i A} Regident who currently reside at
| Laramie Care Center are at risk.
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 order for the Zostavax (Bhingles) vaccine for
i regident #47 was dated 7/17/13 (more than 1
| yaar old). In addition, the medical record showed
i the residertt had a durable power of attorney, and
| thers was no evidence this responsible party was
| notified prior to the vaccing administration.
! ¢. Review of the list provided by the 1P on
1D/8114 at 4:45 PM showed 5 additions! residents |
(#32, #30, #45, #34 #41) were administerad the
. vaceing on 1016/14, and 23 additiona! residents
{1, #4, #8, 49, M0, 1, #18, #24, #25, 426, .
. #489, #55 #EE #67 FE9, #70, #71, #72, #73, #7‘4 i
 #75, #‘?B #7?’) warg identified with orr:lers o have ;
| ' the vaccine, however, the vaccine was not yet
! administered. Review of the physician ardars for
these 28 residents shaowed they were all dated |
. from July 2013, i
! d. Interview with the Administrator and DON
I on 10/8114 at 12:05 PM revealed the physisian
: orders that were in the resicents' records were |
i belng guestioned due to the origin of the orders,
' There had been discussion in a recent tuality
meeting related to these urders and the fact thay
had not been fulfiled. There was at that time
- nothing conclusively decidad.
' & Review of the grders showed they were
. signed and dated by the physicians, end included |
the resident name, facility name, name of the ;
i vaocine, and & statement, with the physicians
. decision to "Please atminister 1 dose ,
' suboutaneous when availabie.” !
{. Review of infection information fiom July
F 2013 to 10/9/114 verified one of these residents
" (#1) with the orters not complated, had beean
isolated and treated for the Shingles in February
2014,

2. Review of the 8/26/14 admission MOS I
- assessment revealed resident #15 had diagnpaes

|
i
|

B. Residents that currently reside a !
Laramie are at Patential risk, ‘i
: 3) Systemic Changes: :
' A) Licensed nurses have been in SETViCes . :

- on provision/arrangement of the foliowing |

servicas 1o meet professionsl slandards, i
including ensuring timely admintstration of
physician orders, spectiically
admmistration r::f Shingles Vaocine per the
physician's orders. Physicians' orders i
received via a fax or progress nots will be |
transcribed onte the telephone order

sheet to ensure proper transocription |
oceurs over to the MAR (medicatior ;
administration records). The ;
DON/Designee will conduct a review of |
the medication administration records 3
times weekly and pm to ensure shingles |
vaceings are completed per MD orders.
Ttie DON wik provide foflow up with the
approptiate caregivers on identified
prablems, as deemad necessary, i

B) on or prior to the allegation of

© compliahoe the DONfDesignee will

reeducate staff on ensuring that whana |
residents report that hefshe is in pain that
it iz communicated to the nurse assigned

to that resident. On or prior o the |
allegation of compliance the ]‘

¢ DON/Designee will reeducate RN's/LPN's

: onensuring they docoment the

. those staff-unable to attend will be

affectiveness of the pm madication on th@

hack of the Medication adminstration '
record, & sign i shest will be kept and
reconciled with active RN's/LPN's and
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F 309 Continued From page 27
' that included disbetes melfitus (BM) 1 with
' neutological effects and ostevarihritis and was |
i cognitively intact (alert and orientad). Review of |
the care plan related to pain dated 8/26/14
' revealed interventions tat included a "LN/Med
| mide will Assess and docurnent responss to each
| | prh [as needed] dosage of analgesic.” The
| following concarts were risted:
i a. Observation on 10/8/14 at 4:65 PM
: showed the resident reported having pain in
" hisfher legs to CNA$E who stated she would tell
the nurge,
b, Interview on 10/6/14 at 5:10 PM with RN
| #1 revealed she had not received repott of a
“resident in pain,
; c. Inferview on 10/7/14 at 4145 PI, with CNA
#3 revealed she had fargotten to tell the nurse the
cresident was In pain,
© . Interview or 10/6/14 at 7 PM with RN #1
| sonfirmed the expectation is the CNA is to report |
! the resident's complaint of pain to the nurse,
' @ Interview on 10/4/44 at 545 PM with the
 resident and the administrater revealed the !
' resident was still complaining of pain (50 minutes
' later). ;
. f. Review of the medication administration |
'record (MAR) for 10/8/14 tevealed the resident
-reseived PRN pain medication jr
 oxycodonelacetaminophen at 5:50 PM after tha
* administrator was made aware of the residant
- being in petin.
g. Review of the medication administration
record (MAR) for Septernber 2014 revealed PRN
-pain medication oxycodone/acetaminophen was
- aciministerad on the following days without &
: corresponding assesstment and documeantation of
| pain medication effectiveness: 98, 9/9, 914,
! 9!1? a/18, 918, 9/21, 9722, 9728, and 9:’29 (10
- times out of 21 Dpportumfues}

F 309

P oprovided 1:1 education,

A) Tha DON/Designee will conduct &
i review of the treatment administration

records 3 times weekly and pm to &
i vageines are completed per MD o
i The DON will pravide follow up with

| @ppropriate care givers oh identifiad

!
| problems as deemed netiessary.
|
|

U dentified iszues will be tracked and
trended and results will be Included

. DON's/designee’s monthly QA and A

© report in erder to ensure that comrec

evaluated for its effectiveness. The
- wili be responsible for {ollow up on
identified problemsftrends.

i B) The DON/Dasighae with review the
medication Administration records 3 {imes
weakly for 1 month, the weelkdy for 1
month thereafter to ensure nursing siaff is
- desumenting effectiveness of pm pain
medigation. Any issues tdentified will be
addrassed at that time and the Issues
Identified will be reported o the QAA

committee by the DON/Designee to

effectiveness,
11721/2014

implemented, achieved, sustained and

ensure the plan has been implementad,
achioved, sustained and evaluatad for ity

4) Muanitoting performance to Ensure

Compliance is sustained:

nEure
28,
e

in the |
fion is

DON

:
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F 312 | 483.26(a)(3) ADL CARE PROVIDED FOR [ Fa12 11721714
55=F : DEPENDENT RESIDENTS : : ;
| A resident who is unable to carry out activities of !
dany living receives the nacassary services to i
| | maintain good nutrition, grooming, and personal
I and oral hygiene. ;
| ! |
| | |
’ This REQUIREMENT s not met as evidenced i
by - !
! Based on observation, medical racord reu} ow, P32 ;
 and resident and staff interview, the facility failed | ! :
"t ensure stalf provided toilleting apsistance for 1 | : !
' of 7 sample residents (#38) ard 1 non-sampla [ * Gormrentive Actioh; i
' resident (#16), grooming assistance for 2 ! Resident #3% and #18 now receive timaly
" non-sample residents (#80, #81), and : | assistance with toflating per the plan of

_ care. Resident #80 and #81 receive .
. grooming assistance according to the plan’
of cara. They were shaved prior to the

surveyors leaving the facility and wil ‘
receive assigtance with shaving perthe |
plan of care. Residents #46,48,52,57, and |
&1 now receive hathing assistance par tha

i shower/bath assistance for § of 13 zsample
| rasidents (48, #48, #62 #57, #61) who ragquirad
| ass:stance with ADLs. The # fndmgs wers, i

Regardmg tu:letmg assiztance:

4. Roview of the B/30M14 admission MDS

assessment showed resident #30 was alertand . plan of care.
_oriented and required limited assistance with :
L ADLs. According to the 10/3/14 care plan the : » Mdentification;
- following intervéntions were implemented: a bed i Residents who turrently reside at Laramie |
" alarm to prevent falls due forgetfulness; oxygen | Care Center sre at potential risk, ‘
» due to chronic obstructive lung disease; and a
, suprapubic catheter due o a history of uribary | Systern:
probiems, Observation on 10/8/14 at 8:45-AM i Beginning 19/28/2014, and continuing up
-revealed CNA £7 regponded {o the bed alarm that - . until the allegation of compliance the
was activated when the resident attemptad fo - . DON/esignee will in-service C.NA's and
transfer fram the bed to the wheslchalr without | jicensed Nursing staff on the impotkance
 staff assistante. During the observation the CNA . of ensuring that residents are recelving
stood closely by as the resident completed the | | assistance with ADL's per the plan of care |
Ltransfer. After the resident wag positioned'in the | + ang residents preference, to include. g
. wheslchait the CNA departed without applying the ! ' , tolleting, grooming, and bathing ;
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. oxygen that was disconnected during the transfer, ! assistance, ;
rnaving the urinary drainage bag that remained f :
attached to the bed, or asking the resident why - . Monitorirg: ;
sihe wanted 10 get up. During an interview : . Don ar designee with monitor and
conductad immediately after the CNA departed, | licensed staff and CNA's by reviewing
the resident stated s/he had gotten out of bed to | C.NAADL docurnentation and complating -

| 1 go o the bathroom, but the CNA depariad without | ¢are rounds three times weelkly for 1
promdlng the asslstanc:e s/he needed, il manth, then weaekly for 1 manth, than {

{ monthly and PM to identify issues with |
2 Review of the 7/14/14 significant change MDS ; i ADL assistance to assess continued |
. assessmant revealed resident #1686 reguired ! ¢ pormpliance. Further monttoring will ocour |

! sxtensive assistance with transferring, hygiene | throygh the grisvance process, resident |
and toilet use, and was coghitively intact (alert | and family interviews, resident counch and
. and orkented). The following concams ware I ombudsrman feadback dentified issues
_noted: | will comrected and then the DON/Designes !

. a. Observation an 10/6/14 at 4:06 PM will report trends to QASA to ensurs plan |

" showed the resident activated the call light for has been implemented, sustained, and

" assistance to the restroatm, ; wvaluated for it's offectiveness,

" b, Interview with the resident a% that time ' - 1121/2014

. tevealed the resident needed assistance to go to ; ‘
the bathroom. ‘ ! :

¢. Observation that same day showad CNA ; :

(#1 answered the call light at 4:22 PM (36 minutes | i
{ later) and told the resident "l have to help ancther | . ,

i ladly whao is firat, Give me about ten minutes." The i )

. CNA laft the resident's room without assisting ! .

i him/her to the bathroom. CNA #1 and NA #1 ' :

i raturned at 4:40 to assist the resident to the " i

 bathroom (18 rinutes later), The resident walted | : '
+ @ total of 34 minutes to be assisted to the |

| bathroom, |

. Regarding showar/bath assistance! ’
1, Review of the 7/7/14 care plan showsd |
resident #57 required assistance with all ADLs | :

. including transfers, showers and baths. This ] ;
review also showed staff were directed to provide . ' :
showers/baths 2 times each week. Review of the ; :
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l 8f2714 to 10f7M4 bath and sKin repaorts and

: resident monthly personat care regords showed
the resident received 6 showers during that time
(5 weeks) and therg wags no documented
rafusals, i

2. Review of the 8/6/14 care plan for rasidant #61
showed sfhe required assistance with all ADLs
: including, transfers, showers and baths, This :
| raview also showed staff were dirgcted 1o provide |
| showers/baths 2 times each week. Review of the ;

82014 to 1057714 bath and skin reporis and
i resident monthly personal care records showad
' the resident recaived 7 showers during that time
" (5 weeks) and there ware no dosumented
. tefusals,

| | 3, Review of the 5/12/14 significant change MDS i
- apsesement for resident #46 showed s/he

. requiired totaf assistance with baths. Review of
_the resident's cara plan, updated 5/6/14, showed
the resident regquired 1 staft assist for a bathor : :
| shower twice a week. Review of the Septembar  + : |
and October 2014 Rasldant Monthly Personal

; Care Records showed the resident did not
 receive a bath from 9/16/14 until 8/23/14 (7 days), . :
“and no baths from 10/1/14 thorough 10/8/14 8 ‘
: days). ; |

| 4. Review of the 8/1/14 annual MDS assessment

i for resident #48 showed s/he required total

- asgistance with baths, Review of the resident's | :

" care plan, updated 9/26M14, showed the resident , !
required 1 staff assist for a bath or shower twice a |

s week, Review of the Septermber and October ' ;

, 2014 Resident Monthly Persanal Cate Records | :

' showed the resident did not receive a bath from ; X

| 077/14 untll §M3/114 (7 days), from 9/18/14 unil |

 B/25/14 (8 days), and from 10/1/14 until 10/8/14
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{7 days). Interview with the resident on 10/8/14 at | |
: 3 PM confirtned s/he was required 10 receive 2 | ! ‘
| baths ar showers per week, The resident stated | 5 '
: thiat some weeks sthe receives 2 baths/showers ' ;
| a week and sometimes nol. She stated staff E
: were tog busy when the facility failed to perform ;
' the required baths/showers. ]

6. Review of the 9/1/14 significant change MDS
' gesessment for rasident #52 showed sfhe wag |
| confined fo the bed and required total assistance r
{ with bed baths. Review of the resident's 8/24/14 !
{ care plan showed the resident required 1 staff i
<, assist for bed baths, with no specific timeframes i
“noted, Review of- the September and Dotober 3 |
i 2014 Resident Monthly Personal Care Records i
| showad the resident did not receive a bath fram
} af7i14 uetll 9113014 (7 days), from 9714114 vl
L 9/24/14 (T1 days), and from 9254 unfil 10/4/14 .
{10 days). ;

1B, interview with CNA#3 on 10/7/14 af 4:45 PM

i revealed the bath aide "get[s] pulled to the flaor : ;
‘ because we ara ghart on aides.. 3 fo 4 imesa | ;
; week__and the bathishower schedule |s tmnfusmgi :
: [which shower is to be done each day]." Interview | ! i
S with RN 24 on 10/7/14 at 5.05 PM confirmed the | '
. bath aide gets pulled 3 times & week, Interview

with CNA #3 on 1077114 at 5:10 PM confirmed the

bath alde gets pulled & couple of times a wesk. |

: Regarding nafl and facial kair assistance: , "

: 1. Observation on 10/6/14 at 2 PM and 5:35 PM
; showed resident #80 had thick stubble on her
‘ chin and uppet lip. Review of the 8/25/14
| quarterly MDS assessment showad the resident

§ required extensive essistance for hygiena and
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LARAMIE CARE CENTER

1
1
i
1

F 812 Continued From page 32 Fat2

kathing. When reviewed the monthly parsona

. care record showed the latest shower ar bath was |

' provided for the resident on 10/4/14 hawever, i
there was nothing to show if the resident was
shaved at that time. Review of the bath and skin |
reports showed this was where staff ducumented
specifics proviged during the bath such as

. cleaning of ears, trimming nails and shaving. ‘

. Review of the October 2014 reports showed there

| was not a sheet completed for the 10/4/14 1

' shower, Interview on 106714 at 4247 PM with the |

' resident and RN #2 verified the CNAs were |

. responsible for shaving residents when

: baths/showers were given and &s needed. The

' resident at that time stated she could not recall
the last time she was shaved, she also stated

i s/he feels the stubble when she touches her face

| and finds it “embarrassing and degrading.”

' 2, Observation on 10/6/14 at 4:15 P showet
resident #81 was awake and seated in his/her , :
i wheelchair. The resident wasa noted at that time to j :
| be wearing solled clothes and to have long chin =
' whiskers. Review of the October 2014 monthly |
i personal care record showed the resldent i
! required! extensive assistance for personal
; hygiene and hathing. Review of the September
and Octobar 2014 records showad the resident
. was last bathed/showerad on 9/30/14 and the fast
 time there was docurngntation of the rasident
“having been shaved was on 8/6/14, '
F 315 483.25(d) NO CATHETER, PREVENT UTI, | F 315
s5=0  RESTORE BLADDER ,

112114

| Based on the resident's comprehensive

| assessment, the factiity must ensure that a ; ;
. resident who enters the facility without an : ! |
. indwelfing catheter is nof catheterized unless the | ' i
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' rastdent's clinical condition demonstratas that
: catheterization was necessary; and a resident
i whe is incontinant of bladder reoeives appropriate ;
| treatment and services to prevent urinary tract
Uinfections and to restors as much hormal bladder
| funetian as possible.

|

This REQUIREMENT is not met as evidencead

. Based on observation, staff interview, and
medical record review, the facillty failed to provide
appropriate interventions to prevent urinary
incontinence for 1 of 11 sample residents (#16)
- with urinary incontinente. The findings were!

| Review of the B/28/14 admission MDS
i assassment reverled resident #1718 was

independent with persohal hygiene and tojlet use |

“and was always continent of urine, Review of the

_care plan related to impaired skin integrity dated

1016114 revealed "staff will check on resident

' frequently.” The following concerns ware notad:
a.Ohservation on 10/6/14 from 2:20 PM until -

| 4:22 PM ghowed the resident lying in bed, and no

: siaff checked an him/her,

‘ b.Obsarvation the same day at 4:55 PM

' ghowed afthough the resident was not coted as

“incontinent of urine, the resident wag assisted to

" the bathiroom by CNAH#3 and NA#1, and was

. saturated with urine, Urine was visible vn the

 resident's robe, underwear, incontinence pad, as

' well as the sheet of his/her bed. The staff

| assisted him/er with & change of incontinence

| pad and underwear, and remaoved the shest, but

: did not offer to change the resident's robe. j
¢.Obsarvation on 10/7/14 at 12 noon showed |

-the resident wearing the same red, fioral robe.

. d.Interview on 10/7/14 at 4:45 PM with CNA

.
'
|
I
!
i
!
}
i

F316
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AND BLAN OF CORRECTION IMENTIFIGATION NUMBER; A BUILBING COMPLETRD
535043 B, WING 10/G2/2014
NAME OF PROVIDER R SUPPLIER STREETADDRESS, GITY, BTATE, ZIP CODE
_ 5035 18TH BT
IARAMIE CARE CENTER LARAMIE, WY 82070
0 BUMMARY STATEMENT OF DEFIGIENCIES i is] i FROVIDER'S PLAN OF GORRECTION 1X8]
FREF | (EACH LEFICIENCY MUST EE FRECEDED BY FULL | opmERx | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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! ;r REFICIENCY)
o i
F 315" Continued From page 33 I Fats

|
|
|
|
|

. Preparation and sxecution of this !

| regponse and plan of correction does not

| constitute an admission or agreement by .
the provider of the truth of the facts

i alleged or coriclusions set forth in the

| statement of deficiancies. The plan of

solely becsuse the provisions of fedaral
and state law require it. For the purposes

i
|
:
i
: N i
| correction is prepared and/or executed
|
!

i of any allegation that the facllity Is notin |
+ substantial compliance with federa. 3
, tequirements of participation, this

i response and plan of correction

! sonstitutes the facility's allegation of
: complianee in accordance with section
7305 of the state operations manual,

i 1)Corrective action:

plan of care,

2) identification:

For resident # (15) his/her care plan now
includes individualized approaches to
addrass the resident's toileting needs,
He/She is being toileted timaly per har

! Residents with incontinence are at risk,
1

i
Rasidents who are incontinent will he |
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' #3 revealed she was unaware the resident's robe
: was wet,

; . Interview on 10/8/14 &t 315 P with the

- DON revesled the expectation that siaff was to

; thesk an the resident every hour,

: f, Intenview on 10/8/14 at 3 PM with the MDS
' gogrdinator revealed the resident was being

s watchad clogely for a significant change.

evaivated to ensure toileting and/or
incontinenics care needs are addressed,
Care plans will he reviewedfrevised at that
U time,

i 3) Systernic Changes:

Lipon adrisslon residents are agsessed
for incontinence utilizing the data

. collection todl, Residents will bp agaassed
continually through the RAI process,
When a regident is identified as

- incontinent he/she will be aveluated by a

|
!
|
I
j

3

* licensed nurse and the murse will develop

i acare plan that wilt include Individuslized
" approaches o adriress the resident's
toileting needs, The IDT will update the
plan of care and communicate to the
nursing staff the suggested toileting
planfincontinent cara plan. On o befora
the date of alleged compliance, the
SDC/Designae will inservice the nursing
staff on ensuring residents are toiletad
fimely.

4) Manitoring:

rounds 3 tirmes weekly and pm to ensure
resicdents who are incontinent of bladgey
receive appropriate tfreatment and

will include raview resldent counall
cencerns and resident grievances

will be reviewed in QA&A to ensure plan

has been implemented, sustained and

| evaluated for its effectiveness.

|
5) Date of allegad compliance: 11/21/2014

The DON/Dasignee will do Quality of Care

regarding timely tofleting. 1ssues identified !

services & indicated, Further moniioring -
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SUMMARY STATEMENT DF DEFICIENCIES
{EAGCH DEFICIENCY MUSYT BE PRECEDED BY FULL
KEGULATORY OR LEC IDENTIFYING INFORMATION)

(e} ID
FREFIX |
TAG

)
PREFIX

|
!
TAG |

FROVIDER'S PLAN OF CORRECTION | txs)
{EACH CORRECTIVE AQRTION SHOWLD BE i GOMPLETION
CROSS-REFERENGED T8 'THE ARFROPRIMTE DaTE
DEFISIENGY)

F 318 , Continuad Frarm page 36

F 318 | 4B3,25(e)(2) INCREASE/PREVENT DECREASE
g=n ' IN RANGE OF MOTION

i Bagad on the comprehensive assessmeant of a

' regident, the facifity must ensure that a resident
"with & limited range of motion receives

: approprigte treatment and services to increase

i range of motion andfor to prevent furthar

- decrease in range of motion.

j This REQUIREMENT is not met @s evidenced
i by

' Bagsed on medical record review and staff
' interview, the facllity failed to ensure restorative
* gervices were consistently provided for 2 of 7

( sample residents (#61, #72) who needed this
setvice to Increase their range of motion. The

| flndlngs wore:

1 Review of the 8/6/14 admission MDS
_assessment showed rasident #61 had diagnoses
“that included petipheral vascular disease, a
“urinary catheter, severe cognitive smparrment
imited mobility in all extremities, and required
“extensive and total assistance with all ADLs.
| Review of the 8/14 to 9/2/14 physical therany
L (PT) and occupattonal therapy (OT) notes

- ghowed the therapy goals for the resident

. Included increase range of motion due to

" showed, "restarative proaram esiablished,
“ Trained restorative aide an ROM [range of

9/2/14, showed range of mation and stretching
fwas to be provided 3 to § times & week. Interview |
’ with the restorative aide #1 on 10/2/14 at 8:50

| contractures, Raview of the PT niote dated 8/2/14 |

" motion] program te maintain ROM". Review of the'
P restorative program recommendations, dated |

F31Bi
F 318,

Resident (51} is receiving restorative

1121114

F318 Range of Motion

1) Corrective Action:

sarvices per his plan. Resident (72) s
receiving restorative setvices per her
plan.

2) ldentification of other Residents who
ray be at Risk, |
Resident's who reside at facifity and i
reciuire Restorative services are at risk.

3) Systemnic Changes

Residents whao emter the facility with
limitations of motion of residents who |
have primary risk factors for decreased |
range of motion will be identified via the
data collection too} and the MDS/RAI
prouess, Risk factors include:

©Immobitizaiion's (bedfast, casts,

weaakness) Deformities and Increased
muscle tone, Nursing will parform !
baseline assessment on admission,

| quarterly and for change in condition of |

FERM CMS-2BaT(02-88) Previsys Versions Obsalote Event iD: MICIH \
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! . RIENGY) :
i |
F 318 Continued From page 38 | F318; :
' AM and review of the restorative nursing : | range of motion, Nursing to assess for
dnqumentatucm revealed range of mation had not . : ghange in condition or change in risk
" bgen provided three days 2 week consistently in - factors on an angoing basis. Nursing wil
. September and October 2014, ‘ + then follow through with contraciure

|
_ pravention or management program |
. 2. Review of the 9/28/14 annual MDS developed by Therapy or Restorative |
| assessment revealed resident #72 had diagnoses Nurse Incorporating range of motion |
i that included COPD and depression, was : i activities. The R.N.Awill follow the

| cognitively intact (alert and oriented), needed Resident Restorative plan which inchides :
: | assistance to walk, and had shartness of breath positioning restdents appropriately in bed
; ah exartion. Review of the Septembear 2014 5 : ane wheelchair 1o inhibit, maintain, or

' restorative documentation revealed the resident prevent abnormal positioning, performing -
| was to receive restarative nursing services at i ROM exarcises actively, assisted actvaly, -

' least three times 2 week. The follawing concerns | or passively as indicated, maximizing

l were noted: functional level in bed mability, transfars, .
; a. Review of the nursing restorative care flow WC mobility, ang ambulation and .
| record for September 2014 revealed 2 lack of . Encouraging independance in ADL's.
| documentation for the waek of 8/28/14 through Range of Mofion Prograrn will be |
- 10/3/14 &5 ordered. ; documented agcording to the Residents
; b, interview on 1049/44 at 4:45 PM with the | plan of care,
vesident verified staff weras not avallable o walk .
L with him/her three tithes that week. : . &) Manitoring: The DON/Destanea will
i i | raview Restorative documentation Three
: : | times weekly and pm fo ansure no gaps inj
! } | the restorative decumentation oceur, [
i ’ lssues identified will be correcled at the |
; ! time and the DON/Designees will reports |
| | issues in QABA to ensure plan is
‘ . implemented, sustained and evaluatad for
| ‘| its effectiveness, .
B)Allegation of Compliance
; 11/21/2014
F 2323 483.25(h) FREE OF ACCIDENT : F 323 ‘ 121014
g&=n . MAZARDS/SUPERVISION/DEVICES ! ;
) ! !
-The facility must ensure that the resident i : !
" environtment remains as free of accident hazards {
; | ‘ _
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F 3231 i Continued From page 37 |

as is possible; and each residant receives
| adequate supervision and assistance devices to
| prevent accidents.

|
]
i

)
|'
|

|  This REQUIREMENT is ot met as evidenced |
by
! Based on observation, resident and staff
' interview, and medical record review, the facifity
: failed to ensure effective supervisian and
i | intarventions were in place to pravent falls for 1 of
| 5 sample residents (#18) with a history of fals. I |
| adldition, the facllity failed to ensure a safe )
'r environmant in two resident rooms (room &5, :
i room #8). The findings were: ’

1 Review of the 8/26/14 admission MDE
! agsessrment revealed resident #15 was alert and
* griented, with & BIMS {brief interview for mental
. status) score of 13, and was able to make
* hita/hersalf understood, Review of the nursing
' notes showed the resident had falls on the
'. foiowing dates: 9/26/14, 9/27/14, 9/28/14,
1071444, 10/314, and 10!5!14 Review of the
| 912914 interdisciplinary team (1DT) fall raview
! mote showed it only addressed the 9/26/14 Tall,
L and at that time the plan was to "encolitage the
] | reskient to wear night gowns that were not too
: Jong " Review of the 9/30/14 10T fall neview
t showed the resident had an unwitnessad fall in
this bathroom on 8/29/14 with no injuries. The
| note showed {he resident was evaluated by
physicar therapy (FT), and the resfdent would be
| re-educated to call for assistance when getting
L up, and non-skid strips would be added in front of
' resident's bed and in the bathroom. Review of the
: IDT fall review note dated 10/2/14 revealed the

i
|
L
|
1
1
|
1
1
|

F 323’

Fraparation and execution of this

! constitute an admission or agreaement 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 exacuted

sulely because the provisions of faderal

and state law require it. For the purposes

of any allegation that the fasility is rotin

| substantial compliance with fadgral

- raquirements of participation, this
responge and pian of correction

. eonstitutes the facility's allegation of

; compliance in aceordance with section

7305 of the state operations manual,

F323

'; GCorrective Action:

Residant # {15) has been moved cluser 0

the nurses' station, The IDT mst on
10/30/2014 to review her falls andg the

following measure have been put in pacea,

: The sharp edges on the heater vents

lenger pose & safaty risk.

response and pian of carrection does not |

|
!
i
i
1
;
i
!
i

!
|
|
i
|
|
|

|
i
r

noted in rooms (#5, #8) were repaired no |
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' resident had a witnessed fall on 10/1/44, Prior to
: the 1071714 fall, the following measures were in
. place: fall mat, ‘alarms to bed, shorter !
 nightgowns, and a PT avaluation tht deterrined |
| the resident was @ candidate for restorative i
| therapy (the resident refused F'T). At that tima the |
plan was for an enabler bar to be added to the
! putsida of the resident's bed, non-gkid ocks and |
| shoes be available, the resident fo be :
encouraged to ask for assistance with needs, and
| for "alarms to be removed due to agitation of '
' regident and resident atternpting to turn off and
: dismantle [aiarms]” Review of the 10614 10T |
fall raview showed the team discugsed falis that
. poourred on 1073414 and 101514, at that time the
 plan wag io have PT evaluate, labs evaluated,
| and a utine analysis was ordered. Review of the
' care plan refated to falls showed it was Initiagec!
" on B/28/14 and updated on 9/30/14 and on :
" 10/6/14. The undated approaches included :
| non-skid footwaar, reminding the resident to use |
' the call light, non-skid strips te the floor in the .
: bathroom, keapitg necessary iterns in reach, and
! keeping the walker in area or posifion for next |
i time. The 10/6{14 dated approaches weare for a
' PT evaluation, the addition of an enabler barto |
the bed, working with restorative for }
strengthaning, and uring analysis with culture and |
sensitivity. In addition, the resident's 10/6/94 care |
plan related to impaired skin integrity showed
etaff will check on rasident fraquantly,” The
following concerns were noted: -
. & Cbservation on 10/8/14 at 2:00 PM
showed the resident was lying swkwardly in bed,
t with histher feet and legs hanging off the end of
i the bed, and head unsupported by plllows. The |
- resident was not assisted with help to elevate i
. his/her fest unitl CNA #2 heard the resident
| yelling for halp at 2:20 FM, A bed alarm was in

F 323

|
Identiflcation; i‘
I

Residents who are at risk for falls are 2t

risk. Baginnhing 10/24/2014 and sontinuing |
up until the allegation of compliance the |
interdisciplinary team will review residents |
whe have had & fall in the last 30 days to |
ensure the fall was thoroughly |
invastigated and intervantions are in place |
to sddress the identified risks and :
decrease residents for falls with infury, |
Care plans will be reviewed and revised at,
| that time 1t indicated. 5

.I The maintenance diractor/NHA did rounds |
in all rasident room to identity any other
heater vanis that may need to be
replacedirepairad. |ssues identified were |
corrected at that time. |

Bystemic Changes

All residents are consldered o be at risk
for fafls on admission uniil all review
processes are completed and reviswed by
the IDT. Residents will be screened on
admission, guarterly, annually, and with
significant change In status for risk for

falls via the data collection togl and the |
RAI process. A fall care plan will be i
daveloped on admission, readmission, or |
changa in status addressing potential risk |
factors. When the level of risk, specifically :
the detalls of the rigk factors have been
determined the information will be utilized
to further refing the rasident's plan of :
gare, The resident's data collection tool |
will be reviewed for potential fall risks. A L
Tesident's care plan will be developed by a;
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; bad. )
. b, Obsarvation on 10/6/14 from 2:20 PM until
1 4:22 PM showed tha resident was lying in bad,
“and no staff checked on him/het duting the 2
- hours and 2 minutes, '
¢. Observation on 10/6/14 at 526 PM showed .
the resident transferred himMerself from the bed |
. to the wheelchair without assistance. During the
" shiearvation, the resident made no attempt to use
' the call light, 2nd the resident was noted to be
unsteady. The bed alarm sounded, and the |
. resident tumed It off after sitting In the whesichalr |
L d, interview with the reaident on 10/7/44 =t 12
naon revealed the staff "don't answer the call i
light, and they get mad at me when | calf for
help,”
| &, Interview with CNA #3 on 10/7/14 at 443
PM revealed the facility expactation was 1o check
 on the resident frequently, and she was unsure
; why that was not done during the phasrvation
| period from 220 FM to 4:22 PM on 10/6/14.
' f. Review of the care plan for falls showed
. alarms were not Included as an spproach,
. However, they were in use and had been
: determined by the DT on 1071714 to be
. non-effective and “agitate the resident.”
g, Interview with the DON o 10/8/14 at 315
PM revealed the expectation was for staff fo
“check on the resident every hour.

-5 Obezervation on 10/6/14 at 10 AM showed floor .
. heal vents against the back walls of ruome #5 -
i and #&, Both vents were securad with metal

| fastener strips. The observation revealed sach !
"had & metal edge jutting outward that created a
I rigk of injury.

STATEMENT OF DEFIGIENCIES (1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUGTION (% 3) DATE SURVEY
ANR FLAN OF GORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
535043 B. WING 1010972014
NAME OF PROVIDER (R SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
503 & 1BTH BT
LARAMIE CARE CENTER
ARAN CE | LARAMIE, WY 82070
(X 1D | SUMMARY STATEMENT OF DEFIZIENCIES | PROVIDER'S PLAN OF CORRECTION )
FRERX (EAGH DEFICIENGY MUST BE PRECEDED 8Y FULL | PREFIX (EAGH CORRECTIVE AGTION SHOULD B i COMPLETION
TAG [ REGULATORY OR LSC IDENTIFYING INFORMATICN) i TAG CROSE-REFERENCED TG THE APPROPRIFFE | DATE
F ; REFIGIENCY} ;
! |
F 323 Continved From page 39 © o F323 '
_place under the resident, but was not alarming, licensad nurse and will include all
'and there were no non-skid sirips in front of tha identified risks with ppropriate

reviewad and updated with each
additional fall which might occur. Facility
staff, residents, and family members will
be made aware of the different
interventions to be used with residen!
through the carg planning process. A
ficensed nurse will thoroughly assass and
evaluate the resident immadiately when
the fall has occurred including reviewing

' the resident for pain and providing pain

+ medication if indicated. The IDT will mest '
. to complete a careful review and anslysis
i of the possible contributing factors to the
i fall with or without injuries. In addition,

I resident falls will he documenied,

; raporterd, assassed and care planned by i
- tha interdisciplinary team to prevent :

_ interventions, A resident's care plan will hei
i
|

| repeat Talls or falls resulting in signfficant -
! injury. The Interdisciplinary team will .
E review resident falis within 24 to 72 hours

' to svaluate circumstances and probable

' cause for the fall utilizing the post fall

| review, The interdisciplinary team will then
i modity or implement a care plan and

! treatment approach, including addressing
any identified need for interventions and/
adequate supervision to prevent falls i
rasulting in injury or prevent repeat fails.
Beginning Octobar 30, 2014 and ;
continuing until the allegation of i
compiiance Staff will be in-serviced by the |
SDC/designas on the above information
i and Fall Management-and Investigation .
Program (SNF) CL-INTER-0102, to t
. inciude the importance of providing ;
' adequste supervision and implernentation

i
i
1
)
]
|
|
[
i
i
]
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of interventions to reduce residents risks
of failing. An attendance sheet will be kept)
and reconciled with the active RN, LFN, |
CNA roster and those unable to atterd will
ba provided with 1:1 reeducation.

The NHAMDesignee in-serviced the
maintenance staff on preventative 5
maintenance program and ensure rooms !
are chacked for safely hazards such as

sharp edges on heater vents. ! :

Monitoring:

Charge nurses will manitor for residents
receiving supervigion and application of
interventions to pravent falls via care \
rounds during thair shift. Members of tha |
DT will assist in monitoring by conducting |
administrafive rounds 3 times week|y :
times one month then weekly for a month
ard then monthly ahd if no concerns are
ientified as needed thereafter. In addition
the DON/designee will ovarsea the ‘
24-hour reporting system via the meming |
Leadership Meeting as well as the DT
review of incidante/falls, DON/esignee
© will analyze results for trends and paterns
| in resident fafls to use as a basis for ;
! implementation of process improvernent
and trends will be reviewed monthly in
i QA&A for purpeses of process
. improvement and to ensure plan is
implemented, sustainged and avaluated for
ita affactiveness,

\
i
1
1

The maintenance direttor will conduct
' room rounds weekly and pm 1o ansure
i there are no safety hazerds such ax sharp |
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F $23| Confinued From page 41 . Fa2s
i { | edgeaon heater vents. issues will be !
| : corrected at that time and frends willbe !
! ‘; i used as @ basts for implementation of -
: i prosess improvemant and trands will be
I f presented by maintenance director ;
: ; © muonthly in QA&A for purposes of procass |
; ; improverment and 1o ensure plan is. !
; i implermentad, sustained and evalusted fori
i : effectiveness. 5
}
L 1112112014 |
F 328 4B3.25(k) TREATMENT/CARE FOR SPECIAL F 328 ‘11{21!14
ss:n- MEEDS ; ' ‘
- The facilty must ensurs that residents receive l
. | proper treatment and care for the following | |
i spectal services: : |
i Injections; ; ;
| Paranteral and enteral fluids; ! 5
| Solostomy, uretarastorny, or ilzostomy care; | |
. Tracheostomy care, i !
Tracheal suctionmg, : !
: Raspiratory care; |
_Foot care; and
. Prostheses, ; !
: ! | .
! | | |
' This REQUIREMENT is not met 8s evidenced | |
by: i " !
gased on observation, madical record review . Fazg j
. and staff interview, the facility falled to.ensure ’ Praparation and execution of this !
. continuous oxygen therapy was pravided for 1 of | response and plan of comection does not
s 8 sample residents (#63) who required oxygen ’ ponstitute an admission or agreameant by |
- therapy The findings ware: | ! the provider of the truth of the facts |
i | alleged or conclusions set forth in ihe \
I Revrew of the admission nursing data collectlon - staternent of deficiencies. The plan of !
' tool showed resident #63 was admitted {0 the . carrection is prepared and/or executed
' facility on 9/26/14 with marmary problems and ‘ solely bacause the provisions of federal
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i : i DEFIGIENCY} {
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F 328 ! Continved From page 42 L F 328 |
: some confusion. Review of the ¢are plan, dated | and siate low require . Forthe purposes |
101314, showed s/he required assistance with | © of any allegation that the facility is not in
confinuous oxygen therapy and transfers. Further ! " substantial compliance with federat
review of the care plan interventions showed staff | ' I requirements of parficipation, fhis i
| ware directed to manitor the resident's oxygen + response and plan of correction f
 saturation level to keep the rata up (spacific , | constitutes the facility's allegation of
parameters were not documented). Review of the J. compliance in accordance with section
/27114 physicians orders showed orders for j 1 7305 of the state oparations manual,
continuous oxygen gt 2.5 liters by nasal canmila, . i J
| Periodic ohservations on 10/6/14 from 2 PM until | | Corrective action: =
" 410 PM ravealad the resident was asieep in bed | i Resident #83 recaives oxygen per |
L with the exygen cannula appropriately positoned | | physicians order as she will allow. '
it hisfher nose; howsaver, the fube was not | ;
: connected to the oxygen. During the observed . dentification: i
| period of time, staff did not connect the resident's | ~ Reeidents requiring OZ are at risk.
. oxygen when they responded to the roommate's | : |
- call light at 3 PM, 3:30 PM, 3:38 PM and 3:50 PM. | : Systernic: :
" At 4:10 PM the surveyor asked RN #3 to check i On ar before the date of complianca the
‘the reskdent's oxygen saturation rate and it was ! nursing staff will be inserviced on Oxygan @
i §29%, A that ime the RN stated the rate was o i Delivery, spacifically ensuring that
low and she connected the disconnectad tube to | - residents who use oxygen have oxygen in
| the oxygen. | . place per the physicians order,
; | Monitoring: =
; i The nurse management staff will do !
i Z | quality of care rounds 3 times weekly shd |
' ‘ i pm to ensure those residents who wear -
! oxygen have it i place per the physicians ‘r
! order and issues identified will be ;
i corrected immediately and frénded 1o be
: . | reviewed in QAZA 16 ensure plan is
? » implemented, sustained and evaluated for!
: | it's effeciiveness.
; | | 11121/2014 ;
F 363 I 483.30(=) SUEFICIENT 24-HR NURBING STAFF : F 353! 1721114
sg=F | PER CARE PLANS : | “
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F 3531 Continued From page 43 I o |
' The facility must have sufficient nursing staff to : . ’
: provide nursittg and refated services to attain or
' maintain tha highest praatisable physical, mental, | :
' and peychosocial well-bsing of each resident, as ?
| determined by resident Assessments and '
i individual plans of care.
| 'The faoility must provide services by suffigient ,
| numbers of each of the following types of , =
* personnel on a 24-hour basis to provide nursing ,
 care to all regidents in accordance with resdent :
i care plans: : ! i
| Except when waived under paragraph (¢) of this l )
| smction, licensed nurses and other nursing ; ) f
| personnel, : i |
b ! ‘
. Except when waived undar paragraph (c) of this ; J
. section, the facility must designate a licensed | i
! nurse to serve as @ charge nurse on eact four of | : !
; duty. 5 i ?
 This REQUIREMENT is not met as evidenced | f i
by, '
. Based on observation, medical record review, . Preparation and execution of this .
 staft and resident interviews, and review of i . response and pian of cormection does not.
: shower records and staff schedules, the facility ~ constitute an adrmission or agreement by
" taiied to consistently ensure 3 of 3 nursing units I the provider of the truth of the facts ‘
' were sufficiently staffed to meet the naeds of the i . alleged of conclusions sat forth in the |
residents, The cansus wis 30, The findings i i statement of deficiencies, The plan of !
Lware:; : © comection is prepared andfor executed
5 . solely batause the provisions of faceral |
. Regartding staff interviews: i and state law requira it. For the purboses !
' | of any allegafion that the facility is pot '
1. Interview on 10/6/14 at 4:40 PN with BN #3 | substantial compliance with federal :
 revealed the CNAs were "doing the best they | requirewnents of participation, this '
; can.” She then stated "staffing is a problem, they ' responge and plan of correction
j {the staff] are all burnad out.” : - constitutes the faclity's allegation o .
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2. Interview with GNA#3 on 10/7/14 at 4:45 PM
- revealed the bath aide "get[s] pulled to the floor
hacsuse we are short on aldes. .3 to 4 times g

! fwhich shower is to be done each day]."

3. Intarview with RN #4 an 10/7/14 at 5:05 PM
j confirmed the bath agide gets puiled 3 timas 2
" weelk,

| 4, Interview with CNA#3 on 40/7/14 at 5:10 PM
i canfirmed the bath aide gate pulled a cougle of
Himes a week,

" Regarding resident Interviews:

. 1, Confidential interview with B residents on
100714 at 3 PM revealed the facility is

! The resident's comments included:

| & When the faciilty 's short-staffed the

| shower GNA is pulled to the floor and the

| showers do not get done,

! b. The CNA's answer the call light and then

gnother 20 minutes to ag much as 2.5 hours to
_get tha help they require.
- ¢, Residerts have to wait a long time 1o eat
i because thare 15 "not enaugh help."”
T #40 revealed the Tacllity weas short of help and
. 10 be helped. Interview on 10/6/14 at 2:30 PM

| CNAs during the day.

i wesk..and the bathishiower schedule s confusing

i cansistantly short-staffed with regards to CNA's,

. 2. Interview on 10/9/14 at 8:50 AM with resicent

. ghe and sthers "have to be patient” when waiting

1

say "I will ba back," but the residents have to wait

' with resident #10 revesled the facility neads mare -

3. Review of the B/7/14 annual MDS assessment
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i complianwe in accordance with sechun
7305 of the state operations manual,

Corrective Action;

The facility will have sufficient staff i

. provide nursing and related services to
| attain, maintain the highest practicable |
| physical, mental, and psychososial ;
| well-being of each resident as determined !
| by resident assessments and individual
! plans of care, ;

Identiflcation i
The residents at the faollity are &t risk, ]

Systemic changes:

The facility will be staffed sufficiently to
provide nursing andd related services io

L attain, maintain the highest practicable

; physleal, mental and psychosocial

. well-baing of @ach resident as determined

. by resident assessments and indivicual

! plans of care. Residents will receive i
| assistance with bath/stowers per tha :
. individual ptan of care and the schedules |
© will were as doqumentation of the facllity
. staffing. In the event that a nursing staff |
| member calls off work that staff member |
- will be replaced accotdingly. Prior to the |
i sllegafion of compliance the

| NMADesighes will educate the Nursing

' leadership taam on ansuring staffing |
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F 353 | Cantinued From page 46 F 453 | .'
revesled resident #8 was alert and oriented!, - ‘ needs are met based off the current !
Imterview on 10/6/14 at 2:10 PM revealed it "takes | CENSUS, :
 them [staff) a while [to answer the call light].. they
fthe facility] need mora CNAs here.” I Monitoring
: | |
i 4, Review of the 8/28/14 admigsion MDS , The NHADON will review staffing each
; assassment revealed resident #15 was weekday and on Fridays will review the
' coghitively intact (alert and oriented). Interview wegkend staffing. They will also review
with resident #15 on 10/7/14 at 12 naon revealed : schedules weekly to ensure sufficient
| the staff "don't answer the call light, and they get | gtaffing, The DON/Designes will interview |
r mad at me when I call for help.” | i 3 residents weekly regarding receiving |
: ‘ | assistance with bathing, and timeliness of °
' 5. Raview of the 9/29/14 annual MDS : i call lights, 1ssues identified will be trrcked |
' assegsrment revealed resident #72 was ? ! o be presented in QAA Ry the ,
_cognitively intact (alert and oriented). Interview . DONiDesignes o ensure the plan is i
Lwith the resident on 10/8/14 at 10:45 AM revesled | . implemetited sustained, and evaluated faor:
| "staff take a while o answer {ry] call light and b its effectiveness. !
| [the facility tacks] enough heip.” ; { ;
; ‘ | Data: 11/21/2014 '
| Regarding resident assistance with ‘ | '
; hathe/showers and activities of daily living. , ’
1. Review of the 7/14/14 significant change M3 . 5 I
. assessmant revealed resident #18 required !
| extensive assistance with fransfarding, hygiene :
| and tollet use, and was cognitively intact (alert
| and oriertad). The following concerns were | .
. noted: | i
a, Obsarvation on 10/6/14 at 4:08 PM 'i !
_showed the resident activated the call light for . ! i
sssistance to the rastroom. i i :
, b. Interview with the resident at that time ; ] :
- revealed the resident negded assistance o goto | !
“the bathroom. | ‘ I
; o, Observation that same day showed CNA - - j
"4 answered the call light at 4:22 PM (16 minutes ! !
later) and told the resident "l have to halp andther |
' lady whe is first, Give me about ten minutes.” The | i ;
CNA left the resident's room without assisting her ; ;
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to tHe hathroom. CNA#T and NA#1 retumed at |
. 4:40 to assist the residant to the bathroorm (18
" minutes fater). The resident waited & total of 34
. minutes o he assisted to the hathroom.

. 2. Review of the 5/12/14 significant change MD3 .
assessment showed resident #40 required fotal
assigtance with baths. Review of the resident's |
care plan, updated 5/6/14, showad the resident ‘

"required 1 staff aasiat for & bath or shower twice a,

‘week. Review of the September and October ‘

' 2014 Rasident Manthly Personal Care Reaards

: showad the resident did not receive a bath from

| B/M&/14 until ©/23/14 (7 days), ahd no baths from

- 10/1/14 thorough 10/8/14 (B ays).

3, Review of the 9/1/14 annual MDS a&saasmemt
" showed resident #48 required {otal gssistance
" with baths, Review of the resident's care plan,
updated 8/25/14, showed the resident required 1
- gtaff assist for a bath or shower twice a waek.
| Review of tha September and Qctaber 2014
| Resident Monthly Personal Care Racords showad,
the resident did not receive a bath from 9/7/14
 until 9713714 (7 days), from 818/14 until 8/25/14
| (8 days), and frotm 1Df’ff14 until 10/814 {7 days). |
i Interview with the resident on 10/8/14 at 3 PM ’
: confirmed sthe was required to recsive 2 baths or
' ghowers per waek, The resident stated that some |
. weeks sine raceives 2 baths/showers a week and |
; sometimes not. S/he stated staff were too busy i
when the facility fafied to parform the required :

i hathsishowers, ;
; |

- 4. Review of the 9//14 significant change MDS
_ assessment showed resident #52 was confined
to the bed and required total assistance with bad ‘
. baths., Review of the resident's 8/24/14 care plan |
“showed the resident required 1 staff aesist for
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 bed baths, with no spacific imeframes noted.
' Review of the September and Qotober 2014
' Resident Monthly Personal Care Records showed | !
| the resident did not receive 2 bath from 8/7/14 . |
 until 13114 (7 days), from 9/14/14 ntil 8/24/14 : 1

(11 days), and from 9/28/14 until 10/4/14 (10

days),

| 5. Review of the 7f7/14 care plan showed ; ) |

resident #57 reguired assistance with all ADLe ‘ !

' Inciuding transfers, showers and vaths, This ; ; i
review also showed staff were directed 1o provide .

showers/baths 2 times each waek. Review of the
- 9/2/114 to 10/7/14 bath and skin reports and f_ i
" rasident monthly personal care records showed
the resident received & showers during that time
' {5 weaks) and there was no documented ': |
Crafugals, ‘ | |

| 6. Review of the 8/5/14 care plan showed j !
: resident #6171 required assigtance with al ADLs !
Lincluding transfers, showens and baths. This i ,
' review alsp showed staff were directed to provide ;
| showers/baths 2 mes each week, Review of the | '
*9/2/14 to 10/7/14 hath and skin reports and '
| regident monthly personal care recoras showed
i the resident recelved 7 showers during that titme | ‘
| (5 weeks) and there werg no documented ; *
. refusats, i
F 353 ! 483,35(c) MENUS MEET RES NEEDS/PREPIN . F 363/
s5=E | ADVANCE/FOLLOWED j .

24

i Menus must meet the nutritional needs, of

' regidents in accordance with the recommended
 dietary allowances of the Food and Nutrition ‘;
 Board of the National Research Gouncl, National |
| acadery of Sciences; ba prepared in advance;
“and be followed. '
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!

| This REQUIREMENT s not met as evidenced
by

' Bazed on observation, staff intendew and review

- of the planned meny, the facility failed to ensure
portion sizes were followed for 17 residents {#3,

|13, #14, 422, %29, #35, 438, #41, #42, 453, #57,
461, #68, #75, 477, ¥80, #81) who had crders for |

- pureg or mechanical ground diets. The findings
. were;

! Review of the menu for the noon meal on 10/8/14 |

i showed the main meal was tuna craquet, mashed

! potatoes, and vegetables. The planned portions

 for the main item the tuna croguet was & number !

'8 weoop (eguivalent to 4 cunces) for the pures
; ! and mechamcat ground diets. Observation of the
' nwon meal service on 10/8/14 at 11:30 AM

| showed cook #1 used & number 16 SCo0p

(equwalent to 2-2 114 ounces) as the serving size |

! for this main food item. Revigw of the-diet cards
: of those served this meal showed thera were 17
" residents (#3, #13, #14, #22, #29, #35, #36, #41,
#42, #53, #57, #51, #69, #75, #77, $#80, #81}w¢th
mechamcai andior pureed daets (excludmg thase

*with srmall portions) who were provided one half

' of the planned partion for this food ltem. interview -;
i with the cook and the dietary manager on 10/8/14

| at 12 PM verified the apgroptiate portioh size was -
“not used. The interview revealed additional
| training retated to the menus and scoap sizes
were nesded.

| F363

i Preparation and execution of this

i response and plan of carrestion does not

i constituls an admission or agreement by

i the provider of the truth of the facts
glleged or conclusions set forth It the

| staternent of deficiencies. The plan of

| corection Is prepared and/or exacuted

! solaly because it is required by the i

provisions of federal and State law, for the

purpase of any allegation that the facility is:

i nit in substantial compliance with federat .

requirements of participation this ;

regponge and ptan of correction ‘

constitutes the facillty allegation of

complisnce ih accordance with 42 C.FR

| & 488.18 section 73174 of the state ;

operations manuat. ;

1) Gorrection; 5
Aj For Resident #s '
3.13,14,22,29,35,36,41,42,53,57 &1. 6975;
77, BD B1. He;’sht—:- who are pureed diets |
are receiving the appropriate portion sixes |
unless ptherwise raquested by the i
; resident..

i 2) Identification:
i Resident's residing in the facility have the
potential to be offected by the practice. |

i 3) Bystemic Changes: ‘
i On or prior to the allegation of compliance |

t the FSD and Distician reeducated the ',
| dietary staff on following all appropriate
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. ! .’
’ Scoop sizes are utilized per the menus |
; and ansuring residents who receaive |
! pureed diets gets the appropriate portion '
' ! size, '
I
4) Monitoring: |
| . FSDfdesignees will monitor meal service !
- ; ; at the tray line 3 times a week for 1
! . manth, then weekly for 1 month, then
: i monthly and as needed to ensure menuy
F 441 483.65 INFECTION CONTROL, PREVENT - Faat

s8=t SPREAD, LINENS |

The facility must establish and maintain an !
Infestion Control Program designed to provide a i
| safe, sanitary and comfortable environment and |
to help prevent the development angf fransmission .
i of disease and infection. “
!
 (8) Infection Controt Frogram |
The facllity must establish an Infection Control
' Program under which it -
« (1) Investigates, controls, and prevents infactions
in the facility,
{2} Decides what procedures, such as Isolation,
- should be applied to an individual resident; and
“(3) Maintains a record of incidents and corrective
- aclions related to infections,

(b) Preventing Spread of Infaction
: (1) When the Infection Contrel Program .
. determines that @ resident needs isciation to :
prevent the spread of infaction, the fecility must
. isolate tha resident.

portion sizes are followed, Issues 1121114
identified will be corrected at that time,

Rasuits will be tracked/trended for any

+ issues. lssues identifled will be reviewed

+ in QABA monthly to ensure the system is |
maintained and evaluated for its 1

effectiveness.
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F 441} Continued From page 50 O F 441 !
"{2) The facility must prohibit employees with a :
; communicable disease or infected skin lesivns }
{ from direct contact with residemts or their focd, if | |
direct contact will transmit the disease. ;
| (3) The faciity must require staff to wash their i
* hands after each direct resident contact for which
» hand washing is indicated by ascepted
" profassional practice. i
' (c) Linens '.
Personnel must handle, store, process and ;
tranport linens so as to prevent the spread of :
infection. | f
' ' B 5 !
| FA41
| This REQUIREMENT is not met as evidenced L
by | . Corrective Action:
| Based on observation and steff interview, the | : . .
- facility faifed to practice adequate infection Gontrol | The admissions coordinator was i
; practices in a varicty of areas. The findings were: ! readucated on ensuring good infection |
1. Observation on 10/8/14 at 4:56 PM revealed control techniques when assisting i
| admissions staff #1 removed an aver-bed table * residents. C.N.A’s and NA identified in
from the dirty utility room, wheelad it through the ! ey have been reeducated on
= halls to resident #48's room and placed the . the Slfw Y V, ducated
rasident's food on the table. During the | ensuring good infaction control
- ghservation the table was not c]’eaned. atany time technfques, specifically hand washing
- after it was removed from the dirty utility room. | [ hefore and after removal of gloves, hand
i 2. GNAS #1 and #2 were observed providing | hygiene between dirty and clean finen
' toileting assistance and perineal care for resident | I and transporting inen appropriately.
' #64 on 10/6/14 at 4:50 PM, At that time the CNAs ; . ,
wsed & mechanical 1ift to transfer the residentto | | Resident #315 s bathroom was d_EEp |
. the commode, performed perineal care and ' ' cleaned prior to Surveyors leaving the |
‘removed thelr gloves, Next they donned another ' facility. Housekeeper #1 no longer warks :
pair of gloves and usad the mechanica! [ift to " forinh keeping, H keani ‘
transfer the resident from the commode to the . ToF IR housekeeping. rousekeeping
hed. Then they spplied a clean disposable brief, i surveyors was replaced. ;
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dressed the resident, and transferred him/her to |
the whealchair, They removed thalr gloves and
donned another pair of gloves prior to cleanmg
 the resident's dentures. They removed that palr of
| gloves and donned another palr of gloves prior to !
i removing the trash from the room. During the
| observation the GCNAs did not perform hand
[ hygiene between the glove changes. |
! !
. 3. Obsaervation on 10/6/14 at 2:50 PM showed
- CNAs #1 and 2 were replaging finens in resident
i rooms, During the observatian the CNAs
| removed the dirty towels from the resident
' bathrooms and placed them in a plastic bag
hanging off of the claan iinen cart. At 2:563 PM
CNA#2 brought dirly towels cut of room #40 and
- without any hand hygiene she picked up clean !
| towels and took them Into the room. The CNA I
then performed the same action for the room
" across the hall again not perfarming hand
hygiene between handling the dirty and clasn
lingns,

4. Ohsarvation on 10/6/14 at 3:15 PM showed NA |
#1 pushed unbagged, uncovered, visibly soiled
linen on top of the shower chair down the hallway !
-to an unknown location and did not wear gloves, |
I

* &, Observation on 10/6/14 at 4:40 PM showed

: CNA#3 and NA#1 provided care to resident #£18,

' Peringal care was performad; bath staff members |
. retnoved thelr gloves, did not perform hand

L hygiene and lowered the resident to the

. wheelchair.

_ 6. Observation on 10/6/14 at 4:63 PM showed
GNA#3 removed visibly soiled shewts from the
i bed of resident #15 without using gloves, and :

Identification:

Residents that reside at the facility are at
risk.

Svstemlc Changes

f Beginning 10/24/2014 and continying up

until the allegation of compliance the

: DON/Designes will in service the RN's,

. LPN’s and CNA’s on the facility’s IC
practices as they partain to hand washing

 before and after removal of gloves, hand

| washing before and after resident care,

i and transporting soiled linen, An

| attendance sheet will e reconciled with

! an active staff roster and those nursing

" staff unable to attend will be provided
1:1 education. The DON/Designeae will
review the IC report to identify trends
with the medical director during the QA
process monthly. The housekeeping staff
was reeducatad by NHA prior to
11/21/2014 on infection control.

|

' |
!

i i
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. without performing hand hygieng proceeded to
. Immediately touch the resident’s ice water jug on
the vver-the-bed table. i

Interview on 10/8/14 at 2 PM with the Infection

' Preventionist (IF) confirmed the expectation that
. hand hygiene & to be petformed after remaving
gloves, and that linen is to be bagged
appropriately before removing it from the rooms,

7. Review of the 8/26/14 admission MDS
- gggegsment rovesled resident #15 was alert and
torlented, Tha following concarng ware noted,
a. [rterview on 10/7/14 at 12 noon with the

| resident revealed it bothered him/her that the

. bathroom walls were covered with bowel

| mavemant and were not tharoughly cleaned by |

| staff.

' b, Observation at that time showed brown

| spots on the floor by the wilet, and three of the

* four wails were coverad with brown spots that

were identified as bowel movement by the

" ragident.

! c. Inferview at that time with housekeeper #1
revealed she had cleaned the bathroom and
confirmead she was rushing through the cleaning
process and the bathroom needed to be clearsd
bettar,

d. Interview on 10/3/14 at 1 PM with the

housekeeper supervisor revealed the
* housekeapars were in a hurry and do not clean aII
the way, but the expectation is that housekeeping :
staff clean the walls and deap clean the !
bathrooms ohce & day,

F 468 ; 483,70(h){3) CORRIDORS HAVE FIRMLY

gg=f | SECURED HANDRAILS

| The facility must equip corridors with firmly

F 441 | Monitoring:
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER, A BUILDING COMPLETER
535043 B WING 1070912014
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, 8TATE, ZIP CODE
503 5 18TH 57
LARAMIE CARE CENTER
E LARAMIE, WY 82070
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES ‘ N PROVIDER'S PLAN OF CORRECTION L sy
PREFIX | {FACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX ! (EAGH CORREGTIVE AGTION SHOULED Bk QOMPLETION
TAG | REGULATORY QR LG IDENTIEYING INFQRIMATION) | TAG CROSS-REFERENCED TD THE ARPROPRIATE | DATE
: DEFICIENGY)
. s oo ]

The DON/Designee will complete visual !
" rounds observing care delivery to ensure
* hand washing and transporting soiled
linen is completed appropriately per

| infection contral guidelines 3 times
. weekly for 1 month, then weekly for 1

tonth, then monthly and prn thereafter,
| The NHA will perform rounds with i
| Housekeeping supervisor monthly, [5sues
_identified will be tracked and corrected at,
. the time, trends as well as infection

control reports will be presented in

DA&A be the DON/Dasignee {0 ensure
| plan has been implemented, sustained,
" and evaluated for its effectivenass, |

| 11/21/14

|
F 468

11721114
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STATEMENT OF DEFICIENCIES (%1% PROVIDER/SUPPLIERICLIA [%3) MULTIFLE CONBTRUCTION (%33 DATE BURVEY "

AND FLAN (IF CORRECTION IDENTIFICATION NLIIBER: A, BUILEING COMPLETED
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NAME OF PROVIDER OR SURPLIER

STREET ADDRESS, QITY, STATE, ZIF CODE
503 S 18TH BT

: secured handrails on each side.
' This REQUIREMENT Is not mat as evidenced
‘by:

* Based on observation and staff interview, the |
* faclity failed to ensure handralls were safely .
i gecured to prevent injury in 4 of 8 haliways (north -
; birch haflway, south birch hallway, pine hallway,
F agpen hallway). The findings were:
Random observations on 10/9/14 from 8156 AM
 through 10 AM revealed the following handreils

L warg looge;

a. The handrail in tha hallway outside of room

| #87, .
! b. Between the 100 nursing station and the !
 dirty wiility room the handrail was loose 17 mc‘\es

' by 8 inches,
¢ The handrail in the hallway outside of roam |
#11. %
d. The handrail in the halway outside of reom
- #28, -
. . The handrail outside the copiet roem on
: the hallway near the 200 nursing station.

Interview with the maintenance diracior on
F0/8M14 at 11:20 AM confirtned the handrails
" needed seouring for safely,

: sornection & prapared andfor execiied

' Joose handrall in the hallway outside of

Fa6E

Preparation and execution of the '
response and plan of correction not
constitute an admission or agreement by
the provider of the truth of tha fects
alleged or conclusions set forth in the
statement of deficiancies. The plan of

solaly based the provisions of feders! and |
state iaw requirg . For the purposes of
any allegation that the facility is not In

substantial compliance with federal !

requirements of participation, this |

regponse and plan of correction
constitutes tha facility's allegation of
eamplianee in accordance with section
7306 of the state operations manual,

Handrails that wate identified as being
Jonse during survey were securely
fastenad to the wall by the maintenance
director at the time of strvey, No
residents were idantified for this
deficiency. (A) The loose handrail cumsmie
of Rm, #167 has been securad o the wall .
by the uge of new anchors. (B} The 17"
railing that was lo0se betwaen the #0
nurse station and the dirty utility has bean |
secured to the wall by the use of new E
anchors, (C) Laose handrail in the hallway |
outside of Rrn. #11 was secured 1o tha
wall by the use of new anchorg, (D) The

MIE CARE CENTE
LARA NTER LARAMIE, WY 82670
xay | EUMMARY STATEMENT OF DEFICIENGIES . ! PROVIDER'S PLAN DF GORREGTION .
prEsy | (EAGH REFICIENCY MLIST BT PREGERED BY FULL P oprErx i (EACH CORREGTIVE ACTION SHOULD BE | ComPLETION
"G | REGULATORY DR LEC IDENTIFYING INFORMATION) | TG CROSE-REFERENCED TO THEARPROPRIATE | DATE
! | . , DEFICIENGY) I
[y |
F 468 : Continuad From page 53 F 468, |
\
|
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L SUMMARY STATEMENT OF DEFISIENCIES i b FROVIDER'S PLAN OF CORRECTION ! (X5
PREFIX | (EAGH DEFICIENGY MUST BE PRECEDED BY FLILL ' PREFIX (BAQH CORBRECTIVE ACTION SHOULD BE ¢ CUMPLETION
TS REGULATORY O LEC [DENTIEYING INFORMATION) | TAG CROSS-HEFERENCED TO THE APPROPRISTE | DATE
. ; : DEFICIENGCY)
0 : i.
. | :
F 468 | Continued From page 54 F 468

I

Rm, #228 was seoured by the use of new

* anchors. (E) The handrail outside the

copiar ratm in the hallway near the £200 J
nurging station has been secured by the |
use of new anchors, :

Residerts who reside at the facilfity zre at |
potential risk, The fatility will ensure the
measires and/or sysfermic changas put
into place will inciude but not fimitec to
praviding a safe, functiona and
comfurtable environment for residents. |

On 10728, 2014 Administrator/designes
will provide in-service education and
training o the facility maintenance swaff
regarding the importance of ensuring all :
kandrails are tightly fastened to the wall.
The Maintenance Director/designae wif
rmonitor compliance via the faclity's :
praventive maintenance program rmonthly |
for the next 3 months and as neaded
thereafter until substantial complianze has!
been met, T

Rounds/abservations will be conducted
and cover alt of the facility. Further
review/monitoring will be done through the!
Resident Council, the facility grievance
procass, ombudsman, and family :
feedback, Results through these reviews |
will be trackedtrended for any issuas, }
Issues identified will be reviewed in QASA |
for process improvement o ensure the .
gystemn i maintained and evaluated far its |
gffectivencss. =

11/21/2014
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o4y o | BUMMARY ETATEMENT OF DEFICIENGIES : o | BROVIDER'S PLAN OF CORREGTION I o
PEEFX | (EAGH DEFICIENGY MLIET BE PRECEDED BY FULL ' PREFIX {EACH COURREGTIVE ALTION SHOULD BE COMPLETION
TAG . REGULATORY OR LEC IDENTIFYING INFORMATION) ‘ TAG GROSSREFERENCED 1O THE ARFROPRISTE ! DATE
: 1 l DEFICIENGY; :
] 5 '
F 514 Cantinued From page 55 ! FBi4 ~
F 514 483.75(1)(1) RES . F814 1121114
85=E | RECORDS-COMPLETE/ACCURATE/ACCESSIS * i ’I
'LE ] i !
. ! i

“The facility must maitain eiinical records on sach |
resident in accordance with accepted professionali | |
| standards and practices that are complets; - ; :
| acaurately documented, readily accessible; and :
- systernaticatly organized. !
[
The clinical record must contain sufficient 3,
 infarrnatian to identify the resident; a record of the |
‘ resident's nssessmants, the pian of care and | i
' services provided; the results of any ‘ ': ;

preadmigsion screening conducted by the State; - j :
; and progress notes. '

' This REQUIREMENT (s not met as svidenced

“by: : :

. Based on staff interview and medical record ‘ . FG14 !
| review, tha facillty failed to ensure the clinical Preparaiion and exacution of this

| records were complste and accurate for 1 of 13 rasponse and plan of carrection doas net

' sample residents (#15). The findings were: constitute an admission or agresmeant by
the provider of the truth of the facts
alteged or concluslons set forth in the
statement of deficiencies. The plan of

I, Review of the B/26/14 admission MDS .
! assavsmeant revealed resident #15 had diagnoses

 that included diabetes mellitus (DM) 11 with ; i porrection s prepared andfor exacuied
_neurciogical effects and gsteoarthritis and wasg solely hecause of the provisions of federal 1
| cognitlvely intact (alert and orlented). The _ *and state law require if. For the purposes |
! following concemns were identified: : | of any allegation that the facility is natin
. a Medical record review of the September - substantial compliance with federal

MAR revesled  lack of documentation in regards . | requirements of participation, this

respense and plan of correction
constitutes tha facility's allegation of
cotripliance in agcordance with section |
7305 of the state operations manual.

to the administration of scheduled Lantus insuiin
" 10 units subcutaneously at bedtime on 8/13/14, |
; 26114, and 9/30/14. i
. b. Further review revealsd @ lack of !
, documentation in regards to obtaining a flood : -
; sugar level before the dinner meal on 9M1/14 and ; | The facility will maintain ¢linieal recorders |
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STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA X2} MULTIPLE CONETRUCTION {40) DATE SURVEY
AND PLAN OF CORREGTION HIENTIFIGATION NUMBER: 5. BUILDING COMPLETED

E36043 B, WING 10/08/2014

NAME OF PROVIDER OR SURPLER STREET ADDRESS, CITY, 8TATE, ZIP CODE

503 § 18TH 8T
LARAMIE CARE CENTE! .
R LARAMIE, WY B2070
oo | BUMMARY STATEMENT OF DEFIGIENCIES - PROVIDER'S FLAN UF CORRECTICGN Lo
BREFIX | (EAGH DEFICIENGY MUST 8E PRECEDED BY ¥ULL . PREFIX - (EACH CORRECTIVE ACTION SHOULL fiit 1 COMPLETION
TAG REGULATORY OR LEC IDENTEYING INFORMATION) . TAG CROSE-REFERENCED TO THE APEROPRIATE DATE

LEFISIENCY)

|
{

F 514 Continued From page 56 F 514
| B/12/14 and befare bedtime on B/16/14, i on sach resident in accordance with |
; c. Additional review revealed a lack of 1 accepted professional standards and |
! documentation in regards to the admnistration of | | practices that are complete, acourately
- Novolog § units subcutaneously bafore dinner on . i dagumented, readily accessible and |
L 9/20/14. | | systematically organized, !
: d. Further review revaaled a fack of :
| documentation in regards to an ordered pulse | Corrective Astion: f
" oximetar chack twice a day, on the BA-BP shift on | | Resldent #15 has her madication and i
8/5/14, 9/23/14, 9/28/14 and §/30/14; on the | i treatments appropriately documentad in !
BP-6A shift on 9/10/14. i i her Medication administration Record and {
. e Additional review revealed a iack of i " her Treatiment administration record. 5
j decumentation in regards to an ordered twice a :
| day oain check, on the 6AGP shift on 82314,  ldentification of residents potentially
| 9/29/14 and 9/30/14; an the 6P-BA shift on 8/2/14, ! | affected:
191314, 910114, and 9/24/14, ' | Residents that reside at Laramia Care
[ f, Further review revealed a lack of | | Center are at Risk.
| documentation in regards to the adminisiration of | ! ' :
! scheduled levothyroxing 100 maeg by mouth ever ‘; ! gystemic Changes: |
' day on the following days: 8/15/14, 8/24/14 and | 1 a) On or hefore the allegation of :
, 9/28/14, : | compliance the DON/Designee will
i g, Review of the medical racord for '; | inservice Licensed nurses on maintaining i
- Baptember 2014 revealed no waekly skin i  alinical records on each resident in '
assussiment was performed for the week of ' | accordance with actepted professional
©9/1/14 to 9/7/14 and the week of 8/22/14 o i i standard and practices that are complete, .
" OfRAM4. ; - accurately documented, readily accessible:
h. Further review of the same record revealsd | . and systematically organized Including
_no Braden scale was petformed from 9/1/14 i + accurate-dosumentation of medications 1
: through 9/12/14 (missing two weeks). i | specifically ensuring that the nurses initlal |
' |. Review of the medication adminigtration | . the medication administration record after |
| rasord (MAR) for Septamber revealed PRN palr: ' i medications are given, skin assessments
medication oxycodong/acetaminophen was , | are completed, pulse oximeter chacks are
“administerad on the following days without a ; | dane and pait is evaluated. The DON will ;
i sorresponding mssesgment and documentation of 'i ‘ proved follow up with appropriste 1‘
i pain medication effectivenass: 9/8/14, a79/14, : | caragivers on dentified problems. as :
| G414, 174, 918114, 9119114, BI21114, : " deamed necassary.
L gfz2i14, B/28/14, and 8/29/14 (10 times out of 21 . :
« opporiunities). : Monitaring: :
g f | &) DOW/Designee wili monitor through !
: Interview with the DON on 10/8/14 at 315 PM_ | review of medication and treatment
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P SUMMARY STATEMENT OF DEFICIENCIES Pop PROVIDER'S PLAN OF CORREGTION Y
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i ; : DEFICIENGY) |
: ; ':
F 514 Continued From page 57 ! F 514! 3
- wonfirmed the lack of documentation for the j, | administration racords 3 times weekly and |
 above findings, P opm, These identified issues will be tracked
I : - and trended and results will be included in .
; ! | the DON's/designee’s monthly QAand A |
: 5 i feportto assure the correction is i
: : implemented, achieved, sustainad and
’ i evaluated for its effecliveness. The DON
é : will be responsible for the follow up on |
i . ldentifisd problems/trends, i
5 ;1142112014 ,‘
i 1
i
i ]
! i
: . |
i i |
i X ; |
! | { !
f | | ,5
| F ! |
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i i |
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