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“The faciiity rust not employ individuals who have | :
- been found guilty of abusing, neglacting, or
migiraating residants by & court of law; or have

1. IMMEDIATE
Resident #86 did not want the
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AND PLAN OF GORRBLETION IDENTIFIGATION NUMBER: ’ COMPLETEL
A BUILIING
535024 B Wi 0410812008
NAME OF PROVIEER OR BUPPLIER ETRERT AUDRESS, CITY, BTATE, ZIP CORE
. 4305 8 POPLAR 87
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) ’| SUMMARY STATEMENT OF OEFICIENCIES : In PROVIDER'S PLAN DR CORRECTION \ (xs
PREEIX | (EAGH DEFICIERGY MUBT BE FRECEEDED BY FULL | PREFIX {EACH CORRECGTIVE ACTION SHOLILD BE COMPLETION
T I REGULATORY OR LBC IGENTIEYING INFORMATICON) TAG GROSE-REFERENGED TO THE APPROPRIATE DATE
| ' UEFICENCY)
F 225 ] 483, 13(c) AN (i), (e)2) ~ (4) STAFF FR25, :
§6D’ TREATMENT OF RESIDENTS | Ftag 225 Dl
|
|

had a finding enterad into the State nurse aide | mt:mey_to be replaced apd itwas ' | noré
registry conceming abuse, neglect, mistreatment dotermined that the resident’ s Thewm Vl
of rasidents or misapprepriation of their property; daughter may have taken, the !

and report any knowledge it has of sotions by &

2 ; : : revident refused to have the i
court of law against an employes, which would | ‘
{

authorities contacted.

indicale unfitness for servise s & nuree aide or *Ao:
other facllity siaff to the State nurse alde registry ! - ; \ 5"
or licensing authorities. 2. RISK 4;[[ [es \’Yu)

.| A complete review ofshe grievances p‘l

involving mistreatment, neglect, or abuse,

including injuries of unknown source and issue has been resolved, and the
i misappropriation of resident property &fe reports facility has corpleted and attained
immediately to the administrator of the facilily and | the information in a file.
to other officials i accordance with State law | E
through established procesurss (including to the
Stete survey and certifivation agency).

3. SYSTEM Il
The facility must have avidence that all allsged In-service the DON/NHA/SSD ot
violations ars thoroughly investigated, and must reporting misappropriation of

E PraVetﬂt_ft!ﬁ::‘?‘"E‘Off‘gtiﬁ';::”% while the | property timely. Review the State
Nvestigation & In progreas. i Federal guidelines. Done by the
|

The results of all investigations must be reportend NHA. & or designee.
to the: administrator or his dselgrated ‘ «  Review the grievance log
| repregentative and to othar clv-'fﬂr;lls in gecordance | X30 (4/6/06) days ensure
with State taw (including fo tha State survey arkl " :
cerfification ageney) within 5 working days of the - | th‘.%t gmevach; ’ espgcmlly 1
misappropriation of money
|

ingldent, and if the allsged viclation Is verified
apprapiate comectlve action must he taken. have been: ‘
| ¢ Resolved timealy

Appropriate authorities |
notified tinely. 1 l

i
!

{

 This REQUIREMENT iy not met as evidencad
LBBORATORY DIRECTOR'S OR PROVID PLIER TLDE TATIVES SIGRATURE TIT.E (KE) DATE

Al B4, N HA 4-23-05

Any defisiancy statement srding with an astersk () denotes & b}ﬁclency which tha ingtitutien mzy be exeused from semecting providing it Is determined thas
e diolsto the patients. (G&e inatructions.) Exsapt fof nurging hormss, the findings stated above an dizclosabie 90 days

other praidp-sutliciedl R G
mnwﬁ" dits Jfﬁ«&m & ellan of correction is pravided. For nursing homes. the above findings and plana of camsction are disclosabie 14
days 8l hﬁ‘ﬁgﬁ o

miade avallabic lo he fecity. if deficiancies ane citad, an aporoved plan of comeution 1 requisite te continues
prmgram participation.

. APR28 T
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|
F 225 Continuad From pags 1 F 226! l
by: .
Based on medloal record raview, review of fagility |

- investgation documentation, and staff interview,
the faciity failed 1o agsure an ajlagation of |
misappropriation of resident properly wig i
thoroughly investigated for one of one allegations |
{resident #88). In addition, the facilty falled tn, !
netify & law enforcement agency or tha i

|

Depariment of Family Services (DFS) in
secordance with swte kaw. The findings were:

| Raviaw of social service's notes on 3/27/06

. Showed resident #88 stalad she/he was rmissing
- $900. Review of the: facility's investigation by the
| sacial service dirgetor (S5D), dated 3/27/08,
ghowed the residant reported missing $200 on
J2806. The Investigation showed the 38D

- interviewed the resident regarding the missing
money. The investigation falled 1o show other
resdents or stalf wora intarviewed, and did net
+ show thie fadility notified & law en{urmment
agency or DFS,

' During an interview on 4/2/06 at 3:15 PM, the

i other residents or staff were interviewed, She

statad she interviewed only one othar resident,
and could not spacifically say which staff she

i tathed to,

] .
During an interview on 4/5/08 at 3:28 PM, the
adrministrator and dirsctor of nursing (DON)
stated thare was no other docurmenlation
regarding the investigation. The administrator

} gtated that nzither law enforcement nor DFS wene

P oelied by the fasility.

. Review of the Rilas and Ragulations,

¢ Documentation is in place ’W
a file

Done by the NHA & or Designee. !

The grievance log will be updated |

weelly with any new grigvances, t

Done by the NHA/SSD) & or ;

Designee. i

4. MONITOR 5
Weelkly review of the grievance log,
to ensure that the documentation is !
attained and appropriate anthorities !
contacted, will be reviewed by the
QA/A Commitiee for
recommendation and continued
corupliance. Review monthly X 3-
months and re-avaluate.

i
H
\
i

'
i
i
i
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F 228 , Gontinued From page 2 F 225|

i Departrient of Family Servioes, Adult Protective
Borvices, Chapter 2, Section 1, revealad "...any

! person or agency who knows o has reasonable
 tauge to believa that a vulnerable aduit is being
or has been abused.. exploited. . shall report the
inforration immediately to a law enforcement
agency of the Depariment.., Law enforcemant
agercies include, but are not limited o, the
follewing: (i) Munizipal police; (i) County sheriffs .
dapartment; (i) Highway patrol; or (iv) Medicaid ‘ ;
Fraud Gmntroi Unit of the Attorney General's ! :
| Office.
|

F 263 | 483.15(h)(2) HOUSEKEEPING/MAINTENANGE | F 263; |
$9uD | - [FT253 L el

+ The facility must provide housekeeping and
- malntenance services necessary to maintain & e
' sanitary, orderly, and comforiable Interlor. | 1L.IMMEDIATE

The sling identified was diginfected. |

s ' Chairs throughout the facility were |
This REQUIREMENT s nof met as evidenced \ . i |

| by | | evaluated. A portion of the chairs | i Je e have

- Based on observation and staff interviswe, the s aiicsta kewcitpias (1£/C (1 A INZ

" L [
facillty falled to assure staff uliiized appropriate removed with a combination of }
sanitation measures to disinfect contaminated cleaning solutions. {
equipment prior to resident use. In addttion, 5 ﬁ
muttiple chairs throughaut the facility were stalned 2. RISK ‘ :

and appeared dirty. The findings were: No residents were affected by this

!
1. On 4/4/08 at 7:45 AM observation showed * | deficient practice. |
|
|

resident #19 was wet from mic-back to under the

i buttocks. There was @ sirong odor of urine in the
| foam, the gown was off the resident's shoulders, -
and cerfified nurse aide (CNA) #75 confinmed the |
ilnens next to the resident’s back and buttocks
| ware saturatad with uring, The CNA cleansed the .

' residant's buttocks, but did not cleanse the ‘

FARM (MB- essrma.pn} Fravious Varsions Dbsclate Bvant 1D: YON11 Facility HD:  WAO02% i confinuation shaet Page 3 of 19
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sit=to-stand [ift next to the his/her back, When
| guestioned immediately after the observation,
| CNA #20, who assisted with the resident's

T8 stated that siing would be used for all

residents who utitized the it Sha further stated
| the day.
| Interview with the director of nursing (DON;

| fave a polisy and pracedurs for disinfecting the

i sling in the above sltuation. However, the DON
staled the sling should have been washed by
housekaeping before it was used for other
residents.

' 2. Observation from 4/3/08 through 4/6/06

| reveaied multiple chairs throughout the facility
were etained and appeared dirty. On 4/8/06 at
9:12 AM, ihe director of howsekaeping stated
“"every chair' wae stained. The interview further

at 8:30 AM, the administrator confirmed the

, remaved,

i transfer, stated the [t and sling would be stored
“in the shower room. At 8:33 AM an 4/4/08, CNA

' that sling would not be disinfacied until the end of

| on 4/4/06 at 6:14 PM revealad the faclity did not

revealed the chalrs were clsaned and disinfected
weaikly, but the stains were parmanent, On 4/6/06 |

¢hairs needed replaced as the ataing could not be

|
i
i

POPLAR LIVING GENTER
CASPER, WY H280%
oa)ID | BUMIARY STATEMENT OF DEFICIENCIES [ PROVIDER'S BLAN OF CORRECTHIN (s}
PREFIX - (EACHDEFIGIENGY MUST BE PRECEEDED BY FULL, i PREFX (EACH CORRECTIVE AGTION SHOULD BE  © OOMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) | vas CROSS-REPERENCED TO THEAPPROPRIATE | DATE
| DEFIGIENCY) |
‘ r !
F 263 Conlinued From page 3 F 263
| | resident's back before placing the sling for the 3 6YSTEM

Bids will be sought and money
obtained to replace the chairs that
can 1ot be adequately cleaned.
Chairs will be inspected daily and
routinely cleaned weekly and PRN. | |
Each resident needing to utilize a lif
will have a sling. Lifi stings wil] be |
cleaned when soiled befure it's next:
A6, ;

4, MONITOR.

Review the continuing effectivenees
of the cleaning of chairs and slings |
morthly. To be reviewed by the
QA/A Comraittes for
fecommendation and continued
compliance. Review monthiy X 3- |
months and re-evaluate. Done by th%

NHA & or Designee.
!
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a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

A facility must make a comprehensive
assesarment of a resident'’s neads, Using the RAI
specified by the State, The assessment must !
Include at lsast the follawing: |
tdentification and demographis information:

“ Customary routing; ‘
Cognitive patterns; |
Communication:

'Vislan;

Mood and behavior patterns;
Psychosocial well-baing; ‘
Physical functioning and structura! problerms; |
Condinence,

Disenss diagnosls and health nonditlons,
Dental and nutritional status:

Bkin corditions;

Activity pursuit;

Medications:

Special treatments and procedures;
Discharge potential; |
“Documentation of summary information regarding |
tha additional assessment perfarmed through the
rasident agsessment protocols; and

! Docurmentation of participation in assessment.

| This REQUIREMENT is not met a5 evidenced
by:

Based on medical record review and ataff
Linterview, the facility failea to provide a |
| comprehensive assegsment for one of 21 sampls
| residenta (#60). The findings were: |

. 4305 & POPLAR 5T
POPLAR LIVING CENTER
CABPER, WY 82601
XAy | SUMMARY BTATEMENT OF DERICIENGIES o PROVIBER'S PLAN OF CORRECTION 1 e
PREFIX (BACH DEFICIENCY MUST BE PRECESDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | comary i
TAG | REGULATORY OR LEC IDENTIFVING INFORMATION) TAG CROSS-REFERENCED TO THE APRROPRIATE DATE
5 i DEFIGIENCY) }
| [ |
F 272" 483.20, 483 20(b) COMPREMENSIVE ©OFan ‘
58=D | AGBESSMENTS |
n 1 v . l
+ The facility must conduct initially and periodicatly ‘ Ftag272 ; Bl -3
I

i | 1. IMMEDIATE

© | Resident #60 Bowe] and bladder l
assessment was completed on
4/24/06, the determination from the,
results were as follows resident is |
unable to foe) the urpe to void, Thc:!
care plan has been updated,

Z. RISK.

Complete reviews of the bowel and
bladder assessients of residents that
are incontinent of bowe) and bladder
have been completed with necessary
action taken.

3. SYSTEM ;
| Review the bowel and bladder

| policy with the bowel and bladder |
rumwse to engure the evaluations are
to be complete and aceurate, Done |
by the SDC & or Designee,
momnitored by the DON,

|
L
!
!
]
i
|
1
I

1
i
1
|
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| Review of the 11/22/05 significant changs

" Minimum Data Set {MDB) assessment showad
resident #60 was continent of hladder with a
uringry catheter. The subsaguenk 2/7/08 ciarterly
I MOS showed the resident no longer had a

i catheter, and was Feguently incontinent of
bladder (Incantinent daily), Review of the residant
functonal parformancs recard for March 16.31,
2008 showed tha resident was incontingnt daily.
Review of the madical record showed the only
bladder assessment for this residant was done on '
8/M6/05, which decurnented the resident was

| contingnt at that ime, Thare lacked avidence #

| bladder asseasment was done after the catheter

| was remaoved. During an intarview on 4/5/06 at

| 1110 AM, the regletered nurse (RN) essessment
| coordinator and lisansead practics) nursa (LFN}

' assessment coordingtor statad there was nat ¢
more racent bladder assesament for this resident

|
|

BTATEMENT OF DEMCIENCIES {X1) PROVIDER/SUPBLIBRICLIA (X2} MULTIPLE CONSTRUGTION ld) DATE BURVEY
AND PLAN OF SORRECTION IDENTIFIGATION NUMBER; COMPLETED
A, BULDING
8 Wing
535024 B4/0812006
NAME OF PROVIDER OR BUPPLIER STREET ADDRESE, CITY, STATE, 217 CODE
4305 B POPLAR 8T
FOPLAR LIVING CENTER
CABPER, Wy 326801
(%4) 10 BUMMARY STATEMENT OR DEFIGIENCIES . [m] PROVIDERE PLAN OF CORRECTION e}
PREFTX (EACH DEFICIENGY MUST BE PRECEEDED BY FULL | et [BACH CORRECTIVE ACTION SHOULD BiE COMPLET (e
a3 REGLULATORY OR 156 IRENTIEVING INFORMATION) TAG CROSEREFERENCED 10 THE APPROFRIATE | DATE
! | DEFICIENGY) '
1 |
F 272 Continued From page 6 E o7

| The B/B cvaluation will be done for

i | incontinent residente on:

¢ Admission

*  Quarterly ‘

b Annually |
e Change of eondition |
s Poley removal '

Care plans will be updated as

needed.

4, MORITOR

i | Weskly review of the bowel and
bladder programn to ensure that the
documentation is completed and
accurate To be reviewed by the
QA/A Committee for

‘ recommendation and continued

‘ cotapliance. Review monthly X 3- |
months and re-evaluate,

'
i
H
1
1

FORM CME-2867(02-98) Previols Versiang Dhsslate Evant i): BYDN11

Fazifty D WY0023

It continuation sheet Page 8 of 10



S

WAV S.2006 LW DEFTHEALTK R AN

DEPARTMENT OF HEALTH AND HUMAN SERVICES P ato/20p8
-CENTERS FOR MEDICARE MERIGAID BERVICES OMB NG, 0938-0391
STATEMENT OF DEFICIENCIES P FROVIDER/SUPPLIERLIA, (K2 MULTIPLE CONSTRUGTION {X3) DATE BURVEY
AND PLAN OF CORREGTION DENTIFGATICH NURBER: COMPLETED
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D | SUMMARY ETATEMENT OF DERISIENGIES o PROVIDER'S PLAN OF CORREGT'ON
REFIX (EACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX (EACH GORRECTIVE ACTION BMOULD BE comgfgmu
TAG REGULATORY DR L3C IDRNTIFYING INFORMATION; TAG CROSES-REFRRENCED TO THE APPROPRIATE DATE
| “ DEFIGIENGY;
% | * '
F 274 | 483.20(b)2)(ii) RESIDENT ASSESSMENT- , F 274, l
38=D ! WHEN REQUIRED ; i : Ftag 274 5 Clg
+ A Tacility must vonduct a coraprehensive ! 1. IMMEDIATE

asgessment of g resident within 14 dave aftet the ) .
facillty determines, or should have det;&rmlned, | Resident #60, & #19 Change of
that there has besn a significant shange in the copdition MDS was completed on
resident's physical or mental condition. (For |1 4725/06 ta reflect the residents
purpose of this seation, a significart change : , | cwrent condition and needs.
means a riajor desling or improvemeant in the '
resident's status that will not normally resolve
 self without further intervention by staff or by |
“implermanting standard disease-reiated clinical

; Interventions, that has an impact on moere than MDS hes been completed reviewing
o grea of the resident's health status, and

requires interdisciplinary review or revision of th the following specific areas:
( WIS 4] " .
care plan, or both,) | ' + F 0153_" r.e;mm ‘_*1,
‘ « Declining ability to eat
_ ' e Changes in bladder
Thig REQUIREMENT ig not met ap evidenced | incontinence E
by ! L
y | Decline i ROM !
!
|
\

2, RISK.
A complete resident review of the

Hased on medical record review and staff
interview, the facillty falled to complete a ‘
significant change Minimum Data Set (MDS) |
assessment for two of nine sample residents ,
{(#19, #80) wha required a significant changa 1
|
|

i » Residents that have
| improved in 2 or more areas
¢ Unplanned weight loss

If it i determined that the regident |

assessment. The findings were: ‘[ has had 2 decline/irprovement in 2

1. Review of the 11/22/05 significant change MDS | ormore areas a change of condition:
asaessment revealud resident 260 was continent MDE will be completed to reflect
of biadder, had a urinary catheter, and did not the residents current condition, |
have weight loss. A comparigon 1o the 3, SYSTEM |
subsequent 2/7/05 quarterly MDS showsc the St . !
resident was frequently incontinent of bladder, no .| Re-Tn-service mucsing staff on the |
longer had the cathater, and had a significant 24-howr report, ,
 waight loss, During an inferview on 4/5/06 at ’ Continue to review the 24H report ih
10:20 AM, the licensed practical nurse (LPN) ‘he marning mesting for change of |
assasamant coordinaior confirmad the changs In i Jiti T |
bladdar continence and weight loss, and stated a condition. !
significant change assessment should have bheen I

FORM CAS-26867(02469) Provieus Vessions Obsolkte Even| Ity BYDN14 Faciler il WWyoosa If condinuation ahaat fage T of 13
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The eervices proviged or arrangad by the facility

¥ epuaiified parsongin i
| Benordance with each resident's writtén plan of
| care,
|

This REQUIREMENT is not met a8 avidenced
by,
, Based on observation, medical racord review,
andl-staff interview, the facility fallad to provide
care In accordance with the written plans of care
~for 3 of 21 sample rasidents (#9, #19, #31). The
findings were:

1. Review of the cument care plan, deted 4/4/08,
showed the following irteiventions for resident
iR reposition every two hours in the chair,
TABS [motlon alarm: to aler staff | in wheslchair,
and a bed sensor. The following concems ware
Identifled regarding the failure to provide cara in

| aceordance with 11g plan of care!

|

The Regional MDS Coordinator wilj |
in-service the MDS coordinators on
the RAI change of condition.

p NT:
COPLAR LIVING CENTER CABPER, WY 82601
o | SUMMARY STATEMENT OF DEFICENCIES o PROVIDER'S PLAN OF CORRECTION 45)
FREFIX | (EACH DEFICIENCY MUST BE PRECEEDED BY FULL © PREFIX | (EACH CORRECTIVE ACTION BHOULD BE . GUMPLETION
TAG | REGQULATORY OR LSC IRENTIFYING INFORMATION) i TAG ,  CROGS-REFERENCED TO THE APPROPRIATE DATR
; | ! DEFICIENCY)
V ’ I 7
F 274 Confinued From page 7 - F274 |
| done. Continue to utilize the referral form
|2 Gomparison of the 2117/06 quarterly with the tor specific disciplines.
| 11117106 significant changa MD3 assessment Review the REPR’&/RDS previous
| revealed resident #19 declined In eating ability MDS for any chenges of condition ;
 (from limlted to total assistance), improved in reflecting, 2 or more changos being |
| ambulation (from none to extensive asslstance), . I ol ’
“and declined in range of motion, Interview with cither posifive ot neg@we.
MDS coordinator #72 on 44106 at 5 PM : *  Removal of a Foley {
; c:)nﬁrmed the changes and rwas:;ad a significant | o Unavoidable weight losy
ahange assasament should have been done v  Changes in eating abilities
 instan of the quarterly assessment on 2/17/06. | ;hanges in eailng abili
| l s  Changes in ambulation
. ¢ Changes in ROM
F 282 | 483.20(kK}3)(i)} COMPREHENSIVE CARE F 282, 5 O
8§=D ' PLANS !

4, MONITOR

Daily review of patients will ocour |
and a log kept of patients witha -
change in condition. This will be ;
reviewed by the QA/A Commitice |
for recommmendation and continued |
compliance, Review monthly X 3-
months and re-evaluate. l |

Ftag 282 ‘ Bl -l

1. IMMEDIATE
Rcsidms stee been:

|
|
Repositioned g 2H and PRN and has ‘
no negative affects from the alleged: l
deficient practice.
The IDT determined that the TAB

FORM CMB-2867(l2-09) Pravious Varalons Gbsaiate Eveni I: 8YDN14

Feelity I0;  WYD0zZ9
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a. Observation of the resident on 4/3/08 from |
4:20 PM uniil 7:30 FM (2 hours 80 minutes) ahd |
again on 4/4/06 from 7 AM until 8:40 AM (2 hours |
40 minutes) showed the resident was not :
I reposifioned in the wheelchalr, During an
 interview on 4/5/06 at 5:58 AM, the wound care
registerad nurse (RN) stated the residont could
' not repasition himsslitherself in the wheelcnair.,

The RN stated repasitioning would include
 transterring the residant to bed or te the tollet, or
| off-loading [get pressure off wound) for at least 80
' seeonds,
to b Observation of the resident an 4/4705 a1
| 7:56 AM and again at 5:05 PM revealed the
resident was in the wheelchalr. Tha TABS alarm
| was not on the wheslchair, During an interview on
| 475406 at 2:60 PM, the diractor of nursing (DON)
- stated the rosident was aupposed to Have a
TABS alarm In the wheelchalr,
¢. Obsarvation on 4/5/06 st 2:25 PM revealed
the resident was it hed, The bed sansor was not
hooker up (the TABS box was still on the
| wheelchair, snd the cord from the bed was laying
| on the fladr, not hooked int the ek, On 4/6/06
at 250 PM, the DON stated the resident should
have a bad sensor. On 4/5/06 &t 3 PM, the DON
» went with the surveyor to the resident's room. The.
resident was In bed, and the bed gensor was not
hooked up. Tha DON confirmed the bed sensor
Lwas not hooked wp.

£ Review of the 2/17/08 quarterly Minimum.
Sel (MDB) asswssment revealed resider 219
was totally incontinent of urlne, and aceording to
Hthe 220006 cara plan, staif ware to toilet him/har
‘before and after meals, at bedtime, and as
needed. Intarview with certifed nurse aide (CNA) |
#42 on 43106 at 7 PM raveaied the residert could

ta

F262i

FOPLAR LIVING CENTER
CABPER, WY 82801
X0 SUMMARY STATEMENT OF DEFICIENCIES [ T FROVIDER'S PLAN OF CORREGTION -
PREFIX | (EACH DEFIGIENCY MUST B FRECEEDED BY FULL | PREEN (BACH CORRECTIVE ACTION BHOULD BE | COMPLETIN
TAG REGULATORY OR LET IDENTIFYING INFORNATION) TAG CROSS.REFERENGED 10 THE APPROPRIATE DATE
. BEFICIENCY) :
= i
! | i
F 282 Contirued From page 8

| alarm was not needed and it was |
discontinued on 4/7/06,

Resident #9 leg straps were .
immediately placed on resident’s feg

= Utilizing the RDS (Resident,
Data Set) to determine who |
requires repositioning,
To identifying residerits who
requires & TAB's and sensor;
alam.
To identify residents with
Foley catheters that require
leg straps for prevention of
pulling motions,
Review residents that are
incontinznt and require
Pericare. |
3. SYSTEM !
In-service nursing staff on the !
following: -
*Repositioning residents timely ‘
*Catheter straps in place to prevent l
!
!

i | pulling
|1 *TAB’s in place for prevention of
I | falls

]
|
'1
i
\
|
|
\_

toposition the Foley. :

Residen{#19was given a shower 011 opvied g re th

4/4/06. HYZ wos M3 . the &

2. RISK Lah,\h{:ﬁ\r-mwc& ol foilawins the o
* - \ \'n

A complete review of the charts hag| | P14l 1o 4

been done on the following items: s !

FORM CME-2567 (02-88) Frovicus Yargions Obsulale Evern ID: 3YDM14

Faclity 1ID: WY Q2
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| make hlsher needs known to staf. Observation

on 44106 at 7:48 AM revealed the resident was

not olleted or asked about using the bethroom
‘when assisted out of bad for breakfast, Interview
~with CNA #83 on 4/M4/06 et 8:56 AM revepied she
i auslated the resident to bed after breakfast,
Howsver, the CNA staied she did not toliet the
resident or ask if s/he needed to use the
bathroum

rasida tilized a urlnary oatheter, and staff

ghaould, "anchor catheter 1o prevant excessiva

fenglon [end] sboure aathater t faclitate fow "

Cheervation on 4/3/06 at 7:15 PM showat CNA,

' #G6 asslsted the resident to and from the
bathroom and with preparations for bed, During
the nheervation, the resident's indwelling urinary
catheter swung free, and the rasident repeatedly
instructed the CNA to fake care with the "tube”
(indwalling wrinary cathatar) as it "hurts my
bladder" when pulled. During an interview
Imrmediately after the obssrvation, the CNA stated
the facility did not have bends to secura the

| cathetar tublng. Howavar, intarview with the unit

manager, registarad nurgs #35, ravealed catheter |

leg bands ware availabla in the medication room,

3. Aeviaw of the care plan dated 32008 showed |
r‘#&

STATEMENT OF DEFICIENCIES {X1) FROVIDERISUPRLIERCLIA (42) MULTIPLE CONSTRUSTION (%3 DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATIEN NUMEBLER: COMPLETED
A BUILDING
B, WING
834024 040672006
RAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY. 5TATE, ZIP OODE
4305 8 POPLAR BT
FOPLAR LIVING CENTER
CASPER, WY 82601
(1 | SUMMARY ETATEMENT OF DEFICIENGIES i If PROVIDER'S PLAMN OF GORRECTION L s
FREFIX {EACH DEFICIENCY MUST BE PRECEEDED 8Y FULL PREPX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAE . REGULATORY OR LSS IDENTIFYING INFORMATION) LTAG CROSE-REFERENCED TG THE APPROPRIATE DaTE
I DEFICIENCY)
1
. 3 xay o
F 282 Continued From page 9 | | *On the P & P Lipincott Policy &

F 282
i Procedure pp. 88Pericare.To be done

by 8DC or designes,

Review and make 2 list on the
following residents needs;
*Repositioning residents timely
*Catheter straps in place to preveni
pulling |
*TAB's in place for prevention of |
falls !
*Residents thar require tolal '
incontinent care i
To be dong by the DON/ADON &
or Designes.

Do random weskly revigws to ,
ensure staff are providing adequate
Pericare and following the policy &
procedutes. Done by the SDC & ori
Designee.

I | Do random deily rounds to cnsure
that the following are in place:

i | *Timely repositioning of the
residents

*TAR’s monitors !
i | *Foley Leg strapg

|| 4. MONITOR

Weekly review of the audits to
ensurs that the plan of care for t
residents at risk for this deficient |
practice arg monitored. This will be;
| reviewad by the QA/A Committee -
i | for recommendation and continued |
i sompliance. Review monthly X 3- |
L months aod re-cvaluate ]

i
i
i
!
i

]
)

FORN ChS-2567(02-09) Pravious Versions Obstlste Everd ID; &YDN1

Faslity 10 WYDORS ¥ continyaflon ahest Page 10 of 19
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This REQUIREMENT is not met as evidenced
Py |
Based on obsarvation, stalf interviews, and
review of policies and procadures, the facility
falled to assure stefl provided appropriate !
perineal {incontingnce) cara for gne (#19) of six
incantihent, dependent residenis. The findings
were:

Qn 414406 at 7:45 AM observation showed ;
residant #19 was wet from mid-bagk to under the
bubtocks. There was & strang odor of urine in the
| Foarn, the gown wag of the resident's shoulders,
and cerfifled nurse aide (CNA) #75 confirmed the
lingns next io the resldent's back and buitooks
»waers salurated with urlne, The CNA clesnsed the |
resident's buttocks. but did not cleanse the .
resident's anterior grols, permaum oF back. |
| , Interview with the director of nursing (DON) on
44108 at 8114 P revaaled ins resident's groin, |
peringum, and back should have been cleansed. |
According to the faclity's undated policy and ;
procedura related to incontinence care, perinaal
care "includes care of the external genitalia and
+ he anal acew and should e performed .. sfter
urination. .

|| was completed to identify residents |
- | that are incontinent and require
! | essist with Pericave,

3. SYSTEM

In-service musing staff on the
apprapriate technicue for peri-care,
utilizing the policy & procedure
(Lapincott pplE)

| Nursing staff will do retum
demonstration of the peri-care,

| Done by the SDC & or Designee.
Do randorn weekly sudits of peri-
care to ensure staff is nsing ;
appropriate technique. Done by thel |
SDC & or Designoe,

4. MONITOR
Weekly review of the audits and |
thoir outcomes will be reviewed by
the QA/A Conumittee for
recommendation and continued
compliance, Review monthly X 3-
v Lmonths and re-evaluate.

|

L

FORM CME-2667(02-89) Previaus Varsians Ohsoielg Evant (D, aYDN1

Fecilily i3, WY0023 i ¢continuation sheet Page 1) of 19

POPLAR LIVING GENTER
E CA3PER, WY 82601
)0 | SUMMARY STATEMENT OF DERIGIENCIES w o FROVIDER'S PLAN OF CORRECTHON 8)
PREFIX (BACH DEFIGIENCY MUST B& PREGEEDEND BY FULL | pREFIX (BACH GORRECTIVE ACYION SHOULD BE - GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) i TAG CROGS-REFERENCEL 70 THE APPROPRIATE | DATR
; REFICIENCY)
F 3121 483 26(a)(3) ACTIVITIES OF DAILY LIVING F a2 - )
85=p| Ftag 312 Bl 0la
" A resident who is unable o carry ot activities of | 1. IMMEDIATE J
dally Iiving receives the necessary services o | Resident #19 a8 Fives h
Sk > 9 a shower was given to < | v
b , : s
miairtain goo_d nutriticn, groeming, and peraong) ! " | the resident on 4/ 4;06 ~ CMVA :w?{ ¢ -
and oral hygiene, vnée of fdilows 9,
| 'ﬂ\ L .
re. | e ety
| | 2RISK J!m My ?omj /7 “"”‘Z’Mw
| A complete review of resident charts | 12 ! '
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STATEMENT DF DEFICIENCIES £01) PROVIDERAGUPPLIERIGLIA {2 MULTHLE CONBTRUCTION {%3) DAYE SURVEY
AND PLAN OF CORRECTION ICENTIFICATION NUMBIER: COMPLETED
. A BUILDING
: B, WING
535024 04i06/2008
HAME OF PROVIDER OR SUPRLIER STREET ADDREES. £1TY, STATE, L CODE
405 3 POPLAR ST
POPLAR LIVING CENTER CASPER, WY 82601
(%4) i | BUMMARY ETATEMENT DF DEFISIENGIES 0 PROVIDER'S RLAN OF CORRECTION (X5}
PREFIX | (EACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION 3ADULD BE COMPLETION
TAG | REGULATORY DR LSC IDENTIRYING INFORMATION) TAG CHOES-REFERENGED T THE APPRORRIATE DATE
: DEFICIENGY)
F 314 | 483.25(c) PRESSURE SORES Fa14; o Flag 314 Hela-Ug

S55sD

! Based on the comprehensive assessmeant of a

| resident, the tacility must ensure that a resident

who enters the faciity without preasura sores

. does not develop pressurs sorea unisss the
individual's clinical conaiton demonatrates that
they were unavoldable; and a resident having
Pressure SOres receives necessary treatrnent andg
services o promote haaling, prevent infaction and
prevent new sores from developing.

L

This REQUIREMENT in not mat as evidenced i
by.

Based an obsarvation, medieal recard review,
plicy review, and staff intarview, the facility filad
to provide repositioning assistance for one of
three sample residents #31) with a pressure
sore. The findings ware:

| Review of the 3/26/08 quarterly Minirum Data
et (MDB) assessmaent showad resoent #31 had
| @ sfage 2 and stage 3 pressure sore. Raview of |
thie pressuira ulear retord showsd thet on 3/20/06
the resident had a stage 2 prassure ulcer to the
right buttock, and & atage 2 pressure ulaer to the
rigiht malleolus (oulslde ankla), Observation on
415108 at 7:07 AM showed the resident had &
stags || pressure sore o the right butiock, i
approximately 2 centimatars (am) In diamater. |
' Review of tha current cara plan, dated 4/4/08,
1 showed the resident was to be repositioned svary '
' lwo hourg in the ohair. However, observation of |
the resident on 4/3/08 from 420 PM until 7:30 PM
(2 hours 50 minutes) and agaln on 4/4/06 trom 7
AM until 9:40 AM (2 hours 40 minutes) showed
the resident was not repositionad Ik the
wheelchair. During an Interview on 4/5/06 ut 9:66 |
AN, the wound cars registerad nurse (RN) stated |

-1 L IMMEDIATE

i | Resident #31 has since been;

o Repositioned g 2H and PRN
and has no negative affects
from the alleged deficient
practice, Resident’s pressure
vleer was determined as

being healed on 4/19/06.

A complete review of the charts hasi
been completed utilizing the RDS

i | (Resident Data Set) section on nisk
'1 for pressure ulcers to determine who
i

!

i

'
| |2 Rrisk
|

is at risk for pressure nloers and that
appropriate action for prevention has
been implemented.

3. SYSTEM |
In-service nurging staff on the 10 ‘
step program (skin). Done by the
SDC & or Designes.

Ln-service staff on the policy and

procedure for repositioning and t,km
ears, !
| Develop a tuning schedule: »
t i ¥ 10-4 face the door !
f » 6.2 face the view }
¥ Meals & snacks on your
| back (8-12) |
| Do random daily audits to ensure

! that the residents that require

e repositioning-aedunad.tmely. .|

|
I
1
]

FORM CMS-2B67(02-00) Previous Varsions Ohselets Event I BYDN11
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:CENTERS FOR MEDICARE & MEDICAID SERVICES GMB NO. 09380381
BTATEMENT OF DEFICIENCIES {K1) PHOVIDERIBUPPLIERIGUIA [%2) MULTIPLE GONSTRUGTION (X5) DATE SURvVEY
AND PLAH OF CORREGTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING
636024 e 040822008
NAME OF PROVIDER OR SUPFLIER BTREET ADDRESS, CITY, STATE, ZIP CODE *
, 4306 & POPLAR 8T
POP AVING CENT)
OPLAR LIVING CENTER CABPER, WY 82601
a1 | GUMMARY STATEMENT OF DEFICIENCIER o PROVIDER'S PLAN OF DORRECTION )
PREFX (EACH DEFICENCY MUST 85 PRECEEDED BY FyLL L ommEEX (EACH CORRECTIVE AGTION SHOULD BE | GOMBLET:ON
TAG REGULATORY QR L3G IDENTIRYING INFORMATION) bOTAB . CROSS-REFERENCED TDYME APPROPRIATE | DATE
| j OEFICIENGY) j
1 ‘r - T
F 314 | Continued From page 12 ‘ Fat4- | Pone by the IDT members,
; the resident could not raposition him-/hersell in
Hhe wheelchalr. The RN stated repositioning 4',MC;NHQ{{_ £ the audits will b
| would inelude transferring the resident to bed or Weekly review of the audits will be
o the tollet, or off-ioading [get ressure off . | reviewed by the QA/A Commiftee |
wound] for at least 80 seconds. Review of the for recommendation and continued
i facility's policy on skin cara (from Nursing compliance, Review montily X 3. |
! Procaduras, fourth sdition, 2004, Lippincott, o nltjlls gndrm-ev":'luate Y i
| Williams, & Wlikln) ghowed ", successful = e . '
i prossure ulear treatment invowe% retigving
pressure.. treatment includes meathods to ; Fiag 324 Trler Ol
| decrease pressure, such as frequent 1. IMMEDIATE :
| repositioning to shorten pressure duration., . ! | Resident #31 the TAB's alarm on
; o .t the chair bed and floor, the DT
F 324 . 4B3 26(h)(2) ACCIDENTS S F 324! determined that it was not needed
The facitity must ensure that each resldent | | andit was discontinued on 4/7/06. .
receives adequale supervision and asslstance : o i
deviees fo pravent accidents. 2. RISK
A complete review of the charts has
. T , been done on the following item:
| ws REQUIREMENT fa not met s evidencad *To identifying residents who |
+ Based on observation, medical record raview, requite a TAB's/ sensor alarm.
and staff Interview, the facility failed 1o i ‘
consistently implernent care plannad interventions| 3. 8YSTEM
| for one of 13 sample residents (#31) who had 2 {1 In-service mugng staff on the \
*hitory of falls. Tha findinga ware: placement and utilization of the |
| Review of  12/18/05 history ane physical showed [AB's mmnt_mr & sensor alarms for|
resident #31 suffered a fracturad fernur as a prevention of acidents
result of a fall from bed. Revisw of the 12/21/05 | Place a list of residents that require a
admission orders showad the resident hz;d 8 i L TABs unit ot sensor alarm place i m‘ |
fractursd formur, Raview of the 1M13/08 admission i ) went Assessmert | |
| Miimum Data Set (MDS) asssssment reveaied ;{hﬁ T f?{;ﬁ;&‘?ﬁ oy t% ment | |
' the resident foll in the paat 30 days, and the past | ecord)REFR’s (Residen |
* 31-180 days. Review of the 12/21/08 fail risk i i |
asaessment showed the rasident was at sk for ' |
; L
FORM CMB-2667(02-88) Fravious Vargions Qbsolals Evant 3 9YRNM

Fagilly 1D WYQH23 If continuation sheat Paga 3 of 19
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~ GENTERS FOR MEDICARE 8 MEDIGAID SERVIGES OMB NO. 09:38-0361
STATEMENT QF DEFISIENCIES ) PROVIDER/SUPPLIERICLLA (%2 MULTHIPLE CONSTRUGTION (%23 OATE SURVEY
AND PLAN OF CORRECTION IGENTIFISATION NUMSBER: COMPLETED
, A, BUILOING
836024 8. WiNg 04/06/2006

NAME OF PROVIDER OR SUPRLIER

STREET ADDRESS CITY, STATE, ZIP CODE

Baasd op ohearvation, staff inferviaw and raview }
|

; . 4305 5 POPLAR 5T
POFLAR LIVING CENTER CASPER WY 82601
o | SUMMARY BTATEMENT OF DERICIENCIES .o PROVIDER'S PLAN OF CORRECGTION P e
PREFIX {EARH DEFICIENGY MUST BE PRECEEDED BY FULL SREFIX (EACH CORRECTIVE ACTION BHINLD BE SOMPLETION |
TAG - REGULATORY OR LG IDENTIEYING INFORMATION) | Tag CROSS-REFERENCED TO THE APPROPRIATE | TATE
| DEPICIENGY)
‘ {
F 324 Gontinuad From page 13 PR3 , .
falls, Review of the ourrent care plan, datod | Functional Performance Record),
alls, 2 ; Gar . I
414/06, showsd intarventions to prevent falls | Done and monitored by the
Hincluded the TABS [metion alarm to ale staéf] in | DON/ADON & or Dezignee.
| whaasichair, and & bed sansor, The following The IDT members will do random |
concems were ldentified ragarding the failure 1o daily reviews to ensure that the
implement inferventions: ; hat teauire s TAR?
L a. Observation of the reaident on 4/4/05 at “’Sld.fms t rfq“:f aﬁﬁ:ﬁ ’ "
7:65 AM and again at 8:05 M revealed the MORTIOr OF sensor alamh nave . m
residant was in the wheelchair, The TARS alarm .| place, |
» was not on the wheelchalr, During an interview on ' 1
/5406 a1 2:50 PM, the diractor of nursing (DON) 4. MONITOR. 1
stated the res:dgnt wag suppased fo hava a Weeldy review of the audits will be
TABS alarm in the whealchair, , eviewed by the OA/A C ,
b. Cbservation on 4/8/U3 at 2:25 PM ravealed | | | reviewed by the QA/A ormmittee
the resident was In bed. The bed sensor was not | || for recommendation and continued
fooked up (tne TABS box was stil on the compliance. Review monthly X 3-
wheelchair, and the cord from the bed was ying | months and re-evaluate. |
on the floor, nat connectad into the box). On |
415/06 at 260 PM, the DON steted the resident | -
| shiould have a bed sensor, On 4/8/06 a1 3 PM, the Fiagd71 Bl
' DON went with the surveyor to the resident's ! ;
,Toom. The resident was in bed, and the bad P 1 IMMEDIATE !
| sengor was not connactad, The DON confirmiad U | Trosarmeics oft omle 2 v
the bed sensor was not connected. ! In-servics of cook #1 was i
completed. ;,
i |
F 371 483.35()(2) SANITARY CONDITIONS . FOOD | F 874 i 2. RISK o
a5eE | PRE ERVI | I \ .
S<E | FREF & SERVICE | , | No residents were affected by this
The facility must sture, prepare, distribute, and i deficient practice. | !
serva food under sanitary conditions, 1 i
| 3. 8YSTEM ]*
‘ [negervige dietary staff on the }
! ; appropriate technique for }
1‘ This REQUIREMENT s not met as evidenced | handwashing, utilizing the policy & ‘
. by: roceduze. !

i

FORM CRaS-2567(02-5) Pravicus Varglans Qbeoiels Eveat Iy 8YDN1A

Fadiy 1D WYoo H centinuation sheat Pege 44 of 19
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~GENTERS FOR MEDICARE & MEDICAID SERVIGES GMB NO. 0035-0391
STATEVENT OF DEPICIENCIES (X1} FROVIDER/SUPELIERIGLIA {%2) MULTIRLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN GF SORRECTION DENTIFIGATICN NUMBER: COMPLEYED
, A. BUILDING
B. WING
58024 04/04/2008
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, §TATE, ZIP CODE
e 4308 % POPLAR 8T
POPLAR L ENT
P IVING CENTER CABPER, WY 82601
() I SUMMARY SYATEMENT OF DEPICIBHGIES U FROVIDER'S PLAN OF CORRECTION )
PRERIX (EACH DEFICIENCY MUBT BE PRECEZDED BY ML " PREFIX {EACH CORRELTIVE ACTION SHOULD BE © COMPLETION
TAG REGULATORY OR LSG IDENTIPYING INFORMATICN) . TAG CROBE-REFERENCED TO THE APPROPRIATE | Date
: | BEFIGIENGY) |
F 371 Continusd From page 14 L Ean i
of policies and provedures, the faclity failed fo : Pt ;
eneure dietary statf used acceptakie Dietary staff will do retum ‘ !
handwaghing procedures. The findings were: ' demonslratmy of handwashing. !
: Done by the 8DC & or Designee. |
couk 1 wara dsposstle gover sl e, | Dorandom wockly audiisof |
: | ; ea . I
| with raw ground beef. The cook discarded the | ' handwa?hnr R tq cnsure stadf is using
sciied gloves, and withou! washing her hands, put | appropriate teﬂhnlqu& Done by the‘
on new gloves and prepared a resident's i alC & or Designee,
breaktast from the stearmtable. Again at 7.20 AW |
the cook removed her solled gloves after working | ;
¢ : i 4. MONITOR I
with raw ground beef, and without washing her | : o At < e |
harids, put on hew gloves and served several | : Wa.c-:kly teview of the a‘-}‘dlts will b*‘[
residents thalr breakfasts, ! reviewed by the QA/A Committos |
Interview with the distary manager on 4/4/08 | i1 for recomanendation and continusd
o 440 P confrmed the oook sharld have compliauce. Review monthly X 3 |
washed her hands before putting an new gloves, ! . - :
According to the facility pelicy and pracedure, | months and re-evaluate,
taken from Lippincott, Willlams, and Wilking | ‘,
"Nursing Frocedures Fourth Edition.” Handg - !
! should be washed, "after working with raw food”
| and "Always wash hands after remaving gloves." | [
| According to Food Code 2008, U.8. Public | ;
Health Bervice, 2-301.14; "Food employees shal :
clean their hands and exposed pattions of thelr
arms... () When switching between working with
raw food and working with ready-to-eat food; (H) :
: Before donning gloves fur warking with food; and
(1) After engaging in other activities that !
contaminate the hanpds,"
| .
J
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CENTERS FOR MEDICARE & MEDIGAID SERVICES QME NO. 09380397

r‘iTAT EMENT OF DEFICIENGHES 1) PROVIDER/SURRLIERIOLIA {2) MULTIPLE COMNETRLI TN {X3) DATE GURVEY
FAND PLAN LF CORRECTION DENTIRCATION NUMBER; COMPLETED
A BUILDING
, . WING
646024 ® WG 04/06/2006

NAME (QF PROVIDER OR SUPFLIER

STREET ADDRESS, CITY, $TATE 2IF CODR

. The resident must be seen by a physiciar at least

]
i

required,

| physician visits for twe of 21 sample residents
i (17, 438). The findings wera:

oree every 30 days for the first BO days after
admission, and at least once every 60 days |
thereafter.

A physician vigit is considerad timely if it ocours I

rot later than 10 daye afier the date the visl was l

This RECWIREMENT is not met as evidenced
by

Based on medical record review and staff
interview, the facllity failed to assure timely

Review of the face sheat showed resident #17 |
was admitted to the facility on 93102, Review of
the petive mediosl racord showed no evidenea of
physician's visits. On 4/6/08 at 10:35 AM the
director of nursing (DON) stated the regident had
not bean seen by a physician in the past 80 days
as regulred. ‘

R‘.eview of the face shest rovealed resident %38
wag admitted to the faciity on 10/20/03. Review
of the active medical record showed no evidenma
of physiclan's visits, Gn 4806 at 10:35 AM the
diracior of nureing (DON,) stated the regident was

“not seen by a physician in the past 50 days aa

. 4396 5 POPLAR ST
POPLAR LIVING CENTER
CABPER, WY 82601
oy | SUMMARY STATEMENT OF DEFICIENCIES oo PROVIDER'S PLAN OF FORRECTION I wwm |
PREFIX (EACH DEFICIENCY MUST BE PRECEEDER BY FULL PREFIX (EACH CORMECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L& IDENTIEVING INFORMATION) TAG CRUBE-REFERENCER 0 THE APPROPRIATE DATE
i :‘ ! DEFICIENCY)
F 387 | 483.40(c)1)-(2) FREQUENGY OF PHYSICIAN Fag7| | Ftag 387 | DrloClo
88=0 | VISITS 1. IMMEDIATE

' | Resident #17 & 87 were taken to the
.| physician office on 4/6/06 and scen ! :
by the physician, ‘

2. RISK \
Do a complets review of resident |
t | charts for tinely physician visits, |

3. SYSTEM !
In-gervice the MR on the mgu]atmnl
for physician visits. Done by the -
WHA & or Designee. ‘
Make appointments for residents |
whose physician do not visit timely.|
Done by the Van Driver monitored *
by Medical Records.,

| | Do monthly reviews of the physician
|| visits to ensure they are done timel
Done by Medical Records,

Random weekly chart chacks to
ensure that the residents are being |
seen by the physician’s timely will
be done. Done by the NHA & or
Designee,

|4 MONITOR

[ | Weekly review of the audits will be
reviewed by the QA/A Committes
for recommendation and continued
compliance. Review monthly X 3-

|
' |
| | months and re-avaluate, l
i
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MAY., 6. 2006 29PN LEFT _HEALTH 06083 o 22 unazone
DEPARTMENT OF HEALTH AND Hi/MAN SERVIGER FORM APPROVED
- CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO, 0938091
STATEMENT OF DEFICIENGIES XK1Y PROVIDER/SUPPLIZRIGLIA () MULTIFLE CONSTRUSTION (X8} DATE 8UsvEY
AN PLAN GF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
. A BUILDING
535024 B, WING BAI06/2006
WAME CF PROVIDER OR BUPPLIER STREET ADDRESS, QITY, 8TATE, ZIP CODE
. 4308 3 POPLAR 8T
N NG
POPLAR LIVING CENTER CASPER, WY B2801
D SLUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION e
REFIX | (EACUH DEFIGIENCY MUST BE PRECEEDBD BY FULL FREKIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATH
! REFICIENGY) .
I
F 431 483.80(d) LABELING OF DRUGS AND | F 431 fom
samD | BIOLOGICALS | Ftag 431 L | | Bletle) g
| All medicdtions o @as™19']
i Druge and biologleals used In the facility must be L IMMEDIATE have. Lxpiratidn docdes on ‘
iabeled in accardance with curiently accepted A ; T A O =4 et e
professional principles, and include the Residene#-67-th ore the [ab

appropriate accassory and cautionary
instructions, and the expiration date when
applivable,

This REQUIREMENT is not met as evigenced
by,
Hased on random observation, staff interview,

« failed to assure maedications in one of two
medication carts were labaled according fo
aceepted professionsl principles. Medications for
resident #107 did not comtain expiration dates on
i the iabels, The findings were:

the north medication cart showed that medication
bottles containing Potassiur, Cardura, and
Bumetanide for resident #107 did not include

. expiration dates on the labels. Interview with

| lieansad practical nurse # 54 revealed the

| medications were used daily for the resicent and

“confirmed the lack of expiration dates, Interview

. with the director of nursing (DON) on 4/5/08 at 11

. AM revealed she varified the iack of expiration

 dates with the pharmacy. Review of the facility's

! Aprli 2005 policy and pracedure, "Medication
Managameant,” showed, "Drugs that hava b

'dispensed for 3 resident's use, and that are
labeled in conformanne with siate and federal

| law, may be fumished to that resident,.."

| According to the Wyaming Pharmacy Act, Rules

“and Regutations, printad March 2003, "all unit

i dose or unit of issus packaging shall be jabeied

- antl review of policies and procadures, the faciity |

| On 415106 a1 9:37 AM review of the medications i,

~-given-had-no-sxpivation-dateswmthe—
~+tabel- No negative outcome from |
the alleged deficient practice. !

.| 2. RIBK. =
| | Do a complete audit of the med cart
for medications without expiration
dates, Action to be taken

| iminediately,

3. SYSTEM

In-service nursing staff on checking
for expiration dates.

Random weelkly cart checks will be
deme to ensure that medications hav{.:
expiration dates. Done by the i
DON/ADON, |

| 4 MONITOR
Weekly review of the cart audits will
be revigwed by the QA/A
Committee for recommendation and
continued compliance. Review
monthly X 3-months and re-
evaluate. !
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- GENTERS FOR MEDICARE & MEDICAID SERVICES OMB N, 0938-0391
STATEMENT OF OEFICIENCIES {41) FROVIDER/BUPPLIERICLIA {X3) WILLTIFLE CONBTRUGTION {X3) DATE SURVEY
.| AND PLAN GF CORRECTION ICENTIFICATION NUMBER: COMPLETED
A, BUILDING
538024 B. WING 04/06/2006
NARE OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, 2I* CODE
4305 5 POPLAR 8T
POPLAR LIVING CENTER CASPER, WY #2601
(%) 1D SUMMARY STATEMENT OF DEFICIENDIES T PROVIDER'S PLAN OF CORRECTION P
PREFIX (EACH DEEFICIENCY MUST BE PRECEEDED 5Y FILL, U pagrix (EAGH CORRECTIVE AGTION SHOULD BE b COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) LA CROBSREFERENCED TO THE APPROPRIATE | DATE
i i BEFICIENGY)
1 !
F 431 Continued From page 17 I F431 .
. . , . Ftag 445 Prlo-Oig
| @8 follews...Manufacturer's expiration date, .,
! . 1L.IMMEDIATE
HE=E | .
i Personnel must handle, store, process, and ‘; ! completed
Itransport linens 8o ae to prevent the spread of } : o
[ Infection, ; 2. RISK |
: \ No residents were affected by this
. ] deficient practice,
| This REQUIREMENT % not mat as evidencad P

| by

Basad on observation, staff interviews, and || 3. SYSTEM

. f " N

review of policies and procedurss, the facility In-service the laundry/houseleeping

| Fafled to asgure staff handled linens in such a | | staff on the appropriate technique |

Manner 88 to prevent the apread of infect'on. The for handwashing, wiilizing the poliuj'
findings were: : & provedure,

On 4/5/08 at 3:50 PM ohservation showsd | | Lauodry/bousckeeping staff will do
ernployes #7'3 wore disposable gloves whils | return demonstration of |
working in the dirty laundry arga, The smpioyes | handwashing. Done by the SDC & |
stated he had separated o load of dinty laundry ot Designee. !
| and foaded it into the washer, Without washing | "

! his handg after remaving the gloves, the ' Do random weekly audits of

amployee entered the claan area and resumed | | handwashing to ensure staff is usin
| folding the clean laundry, Interview wiih the ' | @ppropriate teehmque. Done by the'
{ amployee immediately after the obaervation SDC & or Designes, |

. |
‘confirmed he had not washed his hands. i P
| Furthermare, at 4 PM on 4/6/08, the empioyea Y .
I reitarated he never washed his hands after . MONITOR

removing his gloves when working in the laundry | Weekly review of the audits will be|
b QN 4/8/06 at 8:12 AM, interview with the [ | for yecommendation and continued

| director of housekeeping, who was algo N . i . v
| responsible for the laundry, revealed staff shouid - »Om%Iiljmcz. _R“;mi":’ T‘fﬂt}ﬂy X3
wash their hands after removing gloves to , | [months and re-cvaluate,
‘prevent spreed of infection.” Review of the i |
facility's April 2005 policy and procedure, “Sorting | 5 |
! ' |
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< CENTERS FOR MEDICARE & MEDICAID BERVICES OME NO. 0938-0381
STATEMENT OF SERIGENCIES (X1) PROVIDERSUPPLIER/CIIA (X2} MUALFIPLE CONSTRUGTION (A3) DATE SURVEY
AND PLAN OF CORREETION DENTIFIGATION NUKRER: GOMPLETED
A BUILDING
. B.
835024 WING B4/06/2008
NAME OF PROVIDER Oft SUPPLIER STREET ADDRESE, CITY, 3TATE, ZIP CODE
4308 8 POPLAR 8T
POPLAR LIVING CENTER CASPER, WY 52601
(%4) i | SUMARY' STATEMENT OF BEFICIENCIES ] oy PROVIDER'S PLAN UF CORREBTION C g
PREFIX ! {EACH DEFISIENGY MUST RE PRECEEDED BY FULL I PRERFX {EACH CORRBCTIVE ACTION S4DULD 88 b OCOMPLE TN
TAG REGULATORY QR LBC IDENTIRYING INFORMATION) \ TAG ) CROSE-REFERENCED TO THE APVROPRIATE DATE
. | | DEFICIENTY)
' !
F 445 | Continued From page 18 [ F 445; |
|

‘ & Washing Laundry," confirmed hands shouid be
| washed thoroughly efter remaval of glovas.

]

: z

| |
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