¢ 18/15/%2011

12:46 3074720354

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POPLAR LIVING

PAGE

PRINTED: 10/06/2011
FORM APPROVED

_GENTERS FOR MEDICARE & MEDICAID SERVIGES

STATEMENT OF DEFIGIENCIES (%1) FREVIDER/EUPPLIERIIIA (¥2) MULTIPLE CONSTRUCTION {%3) PATE sURVEY
AND PLAN OF GORRECTION WYENTIFICATION NUMBER: . COMPLETED
A BUILRING )
B. WING —
536024 09/2212011

NAME OF PROVIDER OR SUPPLIER

STREET ARDRESS, CITY, STATE, ZIP CODE
4305 3 POPL.AR

OME NO, 0538-0381

YWhen a resident or family groun exi'sts. the facllity

must fsten to the views and act upon the
grisvances and recommendations of residents
and familles concerning preposaed polloy and
operational decislons affecttng resident care and
life in the facikty,

This REQUIREMENT is not met as evidenced
by:

Based on raview of resident council maeting
minutes, and resldant and staff Intervigw, the
facility falled to raspond to the resident councli
related to 1 of 1 unrasolved group grlevanoes,
The findings weare,

Review of the resident councll meating minutes
for Jure and July 2011 showed a coneett
ragarding missing clathing. Raview of the August

2011 minutes revaalad missing clothing was not

noled a3 a concern; howavar, there was nothing
i0 show the Issue was resolvad, Confldentlal
interviews with slxteen rasidents on 9/20/11
ravealed that missing clothing remalned an issus

{X5
CDMPI i:‘rION
1ATE

POPLAR LIV ENTE
ING GENTER CASPER, WY 82601
(¥4) I BUMMARY STATEMENT OF DEFICIENC(ES ¥ FROVIDER'S PLAN QF CORRECTION
PREFIX (EAGH DEFIGIENOY MUST BE PRECEDED 8Y FULL PREFIX (FAGH CORRECTIVE AGTION SHOULD BE
TAG REGULATORY OR L8G IDENTIFYING INFORMATION) TAG GROBE-REFERENGED TO THE APPROPRIATE
PEFICIENGY)
F 000 [ INITIAL COMMENTS FO0C
Praparation and/or execution of this plan of
. . correction doox not constitute admission ar

Tﬁ@ fD"GWII‘IQ' CDmI'ﬂOI‘I abbeViﬁtlﬂ)nﬁ &mﬁ USBd E]gl'GBmGlﬂ' by ﬂﬂﬁ proviclﬂr Of lhe [ru[h ()Flhﬂ f‘EID[ﬁ
thraughout this document: alleged or conalusions set orth In the statetnent of
RN registarad nurse deficiencics. ‘The plan of carruetion s propared
CNA:  certified nursing ass/stant and/or exectited sololy brgauss It is required by the -
DON: director of nursing previsions of federal and stale law,
MDS: Mlnimum Data Set ‘Thig plan of correction i lht. lacilitys ntegation of
LEN:  licensed praclioal nurse compliance,
L.ess commonly used abbreviations will be
ahhotated in each deficlency whera ussd.

F 244 | 483.15(c){B) LISTEN/ACT ON GROUP F 244 | F2d44

28=F  GRIEVANCE/RECOMMENDATION

1 ig the pragtios. of tha feility (o ongurc thal when
a reskdlonlor Family group extsts, the [aeitity will
fisLon to the views and et upon the gricvances and
eeommendations of regidents and familes
conggrning propossd policy and opcrationy)
dectsions wifecling resident oare and life in the
lacility.

Correetive Action

The resicent ceningil soncern rogarding missing
cholhitrg items was reviawed with rogarls to the
agtiong Laken aad plan af the next resident sounoil
meeling.

tlentiliention of Gthers '
An audit ol the resident eonneit ntinotes for the lnst 3
(hree months will be comdueted for unresalved
concerns, Any identified unresolved concerns will
he docunented ap g eomcarn foem for resolution by
the DT,

Bystemie Changes

The Activitics Dircetar ur designes will continug
to review provious identificd  concerns  and
rusolulion with ihe resideny eouncil on a mnnl'hiy‘
busis. Any neled concerns will be dooumented on !
the Resident Couneil Concomn Form and will be
agsipgned to the appropriate deparlment nanager (br

ATORY DIRECTOR'S GR PRGV]
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prompt fallaw-up,
(¥%3) DATE
/ ”/ 7S //J

Aty dafickeney alafement snding with Miaﬂslc
other safeguands provide sufllofent prolection to th
following tha date of survay whethar or nel a plan of correctlon |5 provided, Eor n

days following the dafa thase documents wra made availabla to ihe facillty.
progrowm partlelpation.

A

o pallents, (8aa Inalructions.)

{"} deitntos a deficloney whloh lhe Inatllution may be exeusad ffoty sortegting providing It is daterminad (na(
Exgepl for nursing homes, the findings stated above ar: disclosakin 90 doys
ursling homes, the above findings and plans of coraciion are dlasiosable 14
If deflclencios are clled, an approver plan ef eorractlon 18 raquisite lo continuad
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each assassment with the appropriate
participation of heaith professionale,

A registerad nurse must sign and certify that the
assessment Ja completed.

Each individual who completes a portlon of the
assessment must sign and cerify the accyuracy of
that portion of the assessment,

Under Madicare and Medicald, an individual wha
willfully and knowdngly certifies a materisl and
false statement in @ resident assessment |a
subject to a civil monay penally of not more than
$1,000 for each agsessmant; or an individual who
willfully and knowingly causes another individual
to certify a material and false statement in a
résident assessment is subject to a civil money
penalty of hot mora than $5,000 for each
assessment,

Clinical disagrésiment does not constitute a
malerial and falsa statement,

R L ENT
POPLAR LIVING CENTER CASPER, WY 82601
4} 1D SUMMARY STATEMENT OF DEFIGIENCIRS 1o PROVIRER'S PIAN OF CORRECTION e
PREFIY (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH OORRECTIVE AGTION SHOULD BR COMPLETIBN
TAG REGULATORY DR 180 IDENTIEYING INFORMATION) TAG CROSS-REFERENCED 10 THE APPRQIRIATE DATE
DEFICIENGY)
The Leadership Team will e teseducated by the
F 244 | Continued From page 1 F 244 Administmer or designee on or befors 11/4/11
; i _ ; regarding the [edlity concern process and the
Epgu?%r?:grllg¥dhti!jt:1a@|szattasf%gc;}feﬁ*pggggetrmes ex‘r‘mmal‘ions of the facility reparding compliance
. L with that progess,
During an interview with the administrator in P
training on 9/20/17 at 2:15 PM, she varified the Maniloring :
group had not haen informad of what wes baing ;ll'hu N]"LN?mﬁ“cci? »:;iill track and tlrlen;lrt:a‘s;t;]l{slnf;
e " - e regidunt eouncll colcerns ag well nx resojutiu
tried to 1'(.‘-301‘\/ & thﬁ'\ aue, and report findings to the QA & A commitige
F 278 1 483.20(g) - (j) ASSESSMENT , F 278 monthly. The QA & A commiltee wilt evaluate the
85=0 | ACCURAGCY/COOREINATION/CERTIFIED effectiveness nf the plan bused on trends identificd
and implement additional interventions as neced
Tha assessment rmust accurately roflect the o engure contirmed“uon:l|.1limwc, Th.c Commitlee
regldent's statys with gvaluaie the effectiveness of this plan of
TR ST carreution [or 3 months and then as neeessary,
A registered nurse must sonduct or coordinate P28
110200

1t i the practice of the acility to ensure that
ngsogament acenrately reflect the rosident's stitus,
tht o reiistered nurse sign and certity that the
agsosyment i aompleled, and hat each individual
who completes # portion of the assessment gign
and certify the agearacy of that pottion of the
QESEESENL,

Corrective Actipn

Residenl #68°s 72501 1 quarierly MDS assessment
[\ws boen madified 4 reflcet the behaviors soted on-
the July 2611 behavior mondtaring form.

Resident #70's 813171 | quarterly MDS asscssment
fias heen modified Lo reflect the behavioes nated on
August 200 behavior monitoring form.

Tdentitication of Others

“The MDS Coordinator/designee will conplete an
audit all regidonts wilh an M DS comptleted in the
laat 30 drys for accuracy of eoding id seetion B of
the MDS. Any MDE found with inacenrae
information compared to bohavior monitoring
forms wilt be meditied,

Systemic Chanpes

The Regional Care Management
Conrdinatar/Designee will educate the Resident
Care Management Dirgstor, Nirector af Nurges.
MBS Coordinalor, Social Service Dircotor, ane

FORM GMS-24807(02-00) Fravious Varslons Ohaolnle
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EMENT OF DEFIGIENGIES TRG A :
SEBE | (AcH DRGIENG VUST B PREGRDED ¥ FLAL PREFIX (EAOH CORRECTIVE ADTION uaee | contino
TAG REGULATORY OR LG [DENTIFYING INFORMATIOM) TAG CROSS-REFEREMOED TO T i APPROPRIATE DaTE
REFIGIENCY)
Social Services Assistant on MDS accuracy and
F 278 | Gontinued From page 2 F 278| coding of behaviors in section B utilizing the RAI
This REQUIREMENT I8 not met as evidsnced imanual pages B-1 thru B~ 6 and pages 13.2(-E.22,
by: The MDS Coordinator/designee will bring
Based on medlcal record review and staff completed VDS assessmont in draft form to
interview, the faoflity falled to ehsure the morning |I1L1Icct:;:insfv DMIPIIJdW through Friday for
assessment accurately reflected the resident's roview with fhe TLT for accurasy,
status for 2 of 19 sample residents (#68, #70), Monitorln
B
The findings were: M% Coardingtor/Designee will irack and trend
assessiment mccuraey of seelion E and popon
1. Raview of the behavior monltoring form from findings o the QA & A sommitics monthly, Tho :
THU1-7126/14 showed residnt #05 haa e s
episodes of y@!ﬂnglcrylng/cur:slng, three .e pisodes implcn‘mrlll.‘ndd'tl."[(‘:rml interventions 2§ necded lo l
of throwing things, and 10 epissdes of hitting assuve continued compliance monthly for 3 months
other regidents and/or staff. Review of the thon te-ussess the woed for sontinued monktnring
7/26/11 guarterly MDS assessment revealsd the based on compliance,
facliity falled to code thesa hehaviors,
2. Review of the &/31/11 quarterly MDS
assessment for resident #70 showed s/he was
toded as having no behavior symptoms. }
However, review of the August 20011 behavior
menloring form showed during the 14-day
lock-back perind the resldent had 2 episodes of
yetling out and 2 episodes of hitting,
3. Intarview with the MDS coordinator on 9/22/11
at 11:40 AM revealed tha areas for meod and
behaviors wara completed by the social services
staff, She was concemad that the "care tracker”
whera staff looked for this deilé was nat up to
data, and thiz could ¢ the reasan for the
inaccuraoies, ,
[F 270 | 483.20(d), 483.20(Kk)(1) DEVELOP F279] m279 ol
§8=D | COMPREHENSIVE CARE PLANS ‘
tis the practice of the facility t cAsurg use of the
A fally must use he reslsof tho assessmer ot st o dodop A
ta develop, review and revise the residant's dovelop  comprelonsive care plan for each
comprahehsive plan of care. rasident that ineludes measurible abjectives and
thnetablos to meed a resident’s medical, mirsing,
and mental and psychosocial nceds thal are

Event ID: TQPANM

Faclitty 10: WynoRa

If continualien cheet Page 3 of 18
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identificd in tlw'comprehensivc nssessment, and
F 279 | Contlnued From page 3 F 279 the eare plan will deseribe the services that are

The facllity must develep a comprehensive care
plan for asoh resident that includas measurable
oblectives and timetables to meel a resident's
medical, hurging, and mental and psychozsocial
needs that are Identifiad in the comprehensive
assassiment,

The care plan must describe the services that ara
fo be fumishad fo attain or maintain the tasldent's
highest practicable physical, menlal, ahd
peychasocial wall-being as reguirad under
§483,28: and any sarvicas that would ofherwise
be required under §483.25 but are not providad
due to the rasident's exercise of riginta under
8483,10, inchgling the right to refuse traatment
under §483.10(b}(4).

This REQUIREMENT is not met as evidengac
by

Based oh observstion, medical record review
and staff Interview, the faoflity failed to ensurs
care plang were developed for 2 of 10 sample
residents (#53, #69) and 1 non-sample resident
(#81). The findIngs wera!

1, Review of the medical record for resident #53
showad #/he was admitted to the facility on 8/2/11
andl according to the 8/23/11 alopement Hek
avaluation, the resident was at high risk for
elopement, Review of the August 2011 treatmant
record showed the rasident wore a moniioring
devica on hig/har wrist staring on 8/28/11.
Review of the resident care plan showed there
was no documentation of the resident's
slepement behavior or the monitoring devioe.
Interview with the DON on §/21/11 at 2:17 PM
verifiod there was not & care plan related o the

Sutnished to attain or maintain tho vegident’s

highest practinable physical, mental, and
payehosouial well-heing ag required and any
services that wound otherwise be required hut are
not provided dye to the resident's exureise ol rights
Inelcling the right Lo refuse ireatmen, '

Corvective Aetion
Ab glopement care plan was developed Tor residont
H53 on 211 [

A tire plan was updated o inclhude wandating into -
ather regidents’ rooms wnd elopament behaviogr for
rosidenl 481 on 107017,

A care plan was updates Tor resident i inclile
clopeme, bohaviors nnd listory of elopement
nHenapt for resident 1169 on 1007711

[dentification of Others

An nudit of sl residents at risk for sfopement or
wandering has been conducted. Any residgnt with
a risk of olopement or symptoms of wandaring inlo
other resident rsoms will have a care plan in plaes
ar updated.

Systemic Changes

The Regional Clintent Director! flegignee will
cducnie the Taterdiseiplinary Team (IDT)
sampleting the ¢nre plang apon identification of
needs on or before |14/,

The MDS Coordinntor/Dealgnee will complelc &
tandont weekly oudit of comprehensive
sS8esEmMents Lo endure care plans are npdated 1
telleet elopement and wandering, rigls,

Mondepring

Datn pbtndned by way of audily will be reviewed
and analyzed for patterns and Lreads and roposted
monthly 1o the freillly QA & A comittee by the
MDS Coordinalot/Designes.  The QA & A
commitice will evaluate effectivencys of e plan
bused  on tonds  Klentificd  and  implament
addiional inlerventions as necded v ensure
cantimied compliance. montidy for 3 months, -fhesn

MEASSESS nee r Conn Jied

FORM CM3-2667({02-09) Praviaus Varalsis Qbaclole

Event Itk TQP311

Facily 10 WyY0023 |

manitoring based on aonpliance.
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{410
PREFIX
TAG

SUMMARY STATEMENT OF CEFICIENCIES
{EACH OEFICIENCY MUST BE PRECRDED BY FULL
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TAG CROBS-REFERENCED TO THE APPROPRIATE DATE

REFIQIENGY)

F 279

F 280
S8=E

Continuad From pade 4 .
slepement behavior, and onre heeded to be
developed.

2. Review of nursing notes for resident #81
shiowed on 9411111 and 812111 the resideni was
having behaviors related to wanting to go homa
and leaving the facility. Obsetvation in the secure
unfton 972111 at 1:15 PM showed the residen
wahdered in and out of othar residents' roocms
moving their iters. Reyiew of a 9/14/11 nursing
tote showaed the resident was hit by another
resident and had & black eys fiom the incident,
Revlew of the resident care plan showed the

faclily failed o develop & care plan related fo the |

vanderitg and elopement beheaviors, Interview
with the adrninistralor in fraining on 9/22/11 at
10:50 AM confirmed the carz plan did not include
the wandering behavior,

3, Raview of the 8/19/11 elopament risk review
for resident #69 showed st was at high risk for
elopement. Review of ihe nurse's notes dated
T27/11 at 6:36 PM showed the resident had
eloped through the doors leading out of the
secyre unit and was redirected back to the unit.
Observation on 818771 al 315 PM ahowed the
resident wore a monltoring device on hlsther left
lower extremity. Review of the resldent care plan
showed thers was no mention of the @lopement
behaviar, or the monltoring devics,

485,20(d)(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The regldent has the right, unless adjudged
incompetent or otherwise found to be
inospaciiated under the laws of the State, to
patticlperte In planning carg and treatment or
changes In care and treatmeant,

F27e

F 280] ra80

1t is the practice of the facllity to ensure the
resident has lhe right, uniess adjudged insompeten!
pr gtherwise faund to be incapacitaled under the
Inws of the Stale, to participate in planning ears
und trentmetit or chuiges in care and freatment,
and a comprehengive care plan must be devalkoped
within 7 days atter the gompletion of the
vomprehensive a:;se.ssny:nt: Iprgpqrud Iby an

HAOA201T -

FORM CMB-2687(02-06) Previcus Versions Ohoolite

Byonl 1D:TQP31Y
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inlerdisciplinary team, thal includes the atlending
F 280 | Contlhued From page & F 2801 physician, a registered nurse with responsibilivy for

- the resident, the resfdent's family or the resident's

A comprehensive care ptan must be daveiopad
within 7 days after the completion of the
comprahangive assessment; prepared by an
interdiscinlinary team, lhaet includes the attending
physictan, a registered nurse with responsibllity
for the resident, and othar appropriate staff in
disclplines as determined by the resldent's neads,
and, to the extent practicable, the partleipation of

lega) representabive; and paricdicatly reviewsd
and revised by a team of qualified persons after
gach assessmant.

This REQUIREMENT s not met as evidanced
by:

Resed on medica! record review, staff Interview
and obsarvation, the facility fallad to update and
[ndividuatize the comprehansive care plans fior 4
of 15 sample resldents (34, #68, #69, ¥#77, #83),
The findings were:

1. Review of the medical record far resiclent #34
showed s/he had diagnoses which included
severe mental relardation and ostedporosis.
Raview of the 9/9/11 gquarterly MDS assessment
showed the residont had impairment to the upper
and lower extremitios on both sides, The
Assegsment also showed the res!dent was always
inconiinent of bowel and bladder, Raview of the
B/18/11 avaluation for bowel and bladder training
showed the plan for management was to chegk
and change, An Interview with SHAs #1 and #2
on 91811 at 5:35 PM revealed that the resident
was aways Incantinent of bath bowel and

the rewidént, myd other appropriste siaff in
diseiplines as determined by the resident’s necds,
andd Lo Lhe extent practicable, the participation of
the resident, the rusident’s family or the rosident’s
legal representative; md perindically reviewsd s
reviged by a team of qunlified persons after each
ngsessmeni,

Caorrective Actions

The toileting care plan Tor resident #34 wag
uplated to roftect the current tojleting needs and
resident #34°s panga of motion care plan was
updaled 16 reflect range of motion Toe the uppst
and lower extremitics per reslorative sehiedule,

The behavior care plan for resident #68 was
updated 4o itclude measurable goals for Lhe
tsdustion in nnmber of opisodes per week and 1o
ideniti By Lriggers o such hehaviors, Resident #0687
depression, mond and aixiety oare plan was
updated o inclode measurable goal,

The wetght Toss care plan for resident #6% was
updated 1o include the resident’s Food preference,
dict proseribod and which snacks ta ofter with o
tiing frame for tha snacks,

The psychoactive medicalion sare plan was
updated for resident #77 to reflecl the
discontinuation nf medications due 1o eomfan
anre, ‘The itansfer care plan for resident #77 was
updated Lo refleot tha use ol o gaii belt and) level of
assist during transfets.

Regident #83 % core plang were updated to include
comfort care,

Identification of Otliers

A racord review of resident’s reeeiving a quarterly,
anual  or  signifieant  change  of  condition -
asgeasmient in the last 30 days waz oondusted 1o
determing (he need for care plan updates, rovigions |
or individualizion.  All resident’s receiving an '
asgessment within thig vime period will have gare
plang reviewed iy the 13T lor revision,

FORM GMG-2667(07.95) Frovious Verslons Obveolats

JEvenl 1: TGP

Foullly 1B: WYon23
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bladder, and was coghitively unawsare, The CNAs
further stated the resident was a "cheack and
shanga,” and was nol o a Wilkihg schadule, The
following woncars wilh the resident's oare plan
ware hoted:

a. Review of the resitent's tollating care plan
iagt raviewed on 8/1/11 showed the facility failed
to update the arae plan to reflact the ourrent
practioe by staff. The care plan called for
prompted voiding before meals, after meals, at
bedtime and as needed,

b. Review of the range of motion care plan
lagt reviewed on 9/1711 showed the resident was
1o recelve passive range of motion to the upper
extremities as tolerated three Hines & week, The
facllity failed to addrass the resident's lower
axtremities [n ther plan, or detail the approach far
the uppar extremifies.

2. Review of the medical recard shawed resident
#68 had diagnoses that included Alzhelmer's
diswese ahd depression. Review of the behavior
monitoring forms for July, August and September
2011 showed the rasident had behavicrs that
included hitting, throwing items, yslling, cuirging
and elopement attempts. The following concerns
were ideritified;

a. Review of the care plan for behaviors lnst
dated 7/27/11, showed there were po measurable
goals [ndicated for the reduction in the numbar of |
epizodes per week of the identflad behaviors.
The approaches ware to ignore verbal outbursts,
and redirect the regident as needad. Further, the
care plan showed staff were to be alert 1o triggars
of behavloral episodes. However, the care plan
falled to show what those triggers were,

b, Review of the care plan last reviewad on
829111 for depression, anxiety and sad moad,

The Regional Cliaical Diractor dogignee wilt
educate the Interdisciplinary Team (IDT)
compleling the carc plans upon identiflcation of

zare plang.on or hefore (144711,
The Interdiseiplinary (cam will review telephone

oach business day dutitg lho moming business
mesting and revise oare plans as nceded,

The Tnterdiseiplinary team will vaviow carc plang
during systems mectings for ngeded revisions,

The D& Coordinator/Jasignee will verity Ihat
care plan revisions have been eompleted during
G conforences quarterly, snnually and with
thanpe of aondition,

Monitoring,

Duia gbtained by way of audits will be reviewed
and aralyzed For patierns and trends and reporiod
monthly to the Foility QA & A commitiee by the
MDS5 Coordinalorxsignce.  The QA & A
sommittce will evaluate effectivensss of the plan
based  on  ttetils  identified  and  implement
additional  interventions as nceded I ehsure

+he need 13y

needs, updating earc prang and individualization ol

ordets, the 24 hour report, incident and accidents -

continued compllance for 3 mculths‘ Then re~a
Continved mon
vosed on  complienaec. X

BTATEMENT OF PEFICIENCIES £01) PROVIDER/SUP ELIER/OLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN GF CORRECTION PENTIFICATION NUMBER: COMPLETED
A, BUILDING
B, WING
536024 09/22/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, S5TATE, ZIP GORE
4305 5 POPLAR
R LIV =
PQPLAR LIVING CENTER CASPER, WY 82504
(X4) 1D SUMMARY STATEMENT OF DEFOIENGIES o PROVIDER'S PLAN GF GORRECTION X5)
PREFIX (RACH DEFICIENOY MUBT BE PRIECEDED BY FULL PREFIX (BAGH CORRECTIVE AUTIDN SHOULD BE GOMPLETION
TAG REGUIATORY OR |LEG IDENTIFYING INFORMATION) TAG CROZS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 260 | Gontinued From page 6 R S

,‘:is
”
e
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1 showed the resident waa placed on comfort care

showad thers wela ng measurable goals
Indicated for the reduction ih the numbar of
eplsadas par week for altered maood,

3. Review of the medlcal record showed realdent
#68 had diagrioses that included failure to thrive
and dementia, Raview of the care plan for weight
[oss laat raviewed on 9/20/11 showed
approgches in meintaining the resident's walght
range included "diet g {olerated, offer praferrey
foods end offer shacks at night." The plan failed
to show any deteils of the resldent's food
praforence, what the prescribed dlel was, or what
snacks to offar Kim/er at what time,

4, Review of the rnedical recotd for residant #77
showed diagnoses including Alzheimar's disease, |
neuropathy, and diabetes. Review of the end of
life care plan showed the resident was placed on
carnfort care on 97/11. Review of the Septarmber
2011 medioation adrinistration racord showed
the resjdent's routine maclications wers
discontinued on $/6/11; however, review of the
care plan for psychoactive medications showed: it
was not updated to raftect the discantinuation of
the medications. \n additlon, review of the care
plan fast reviewad! on 7/26/11 showed the
resident transferred independantly with
supervision, However, ebsanvation on 8/21/11 at
930 AM showed the resident was transferred
with the use of a gaitbelt and the assistance of
twr staff members.

5. Review of the medical record for resident #53
on 8710711, Review of the resident's care plan last

reviewed on 8/10/1 1 showad the Infarmation was
not updated to ldentify the resident was receiving

DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
GCENTERS FOR MERIGARE & MEDICAID BERVICES OMEBE NO, 0938-0391
BTATEMENT OF DEFIGIENCIES {X1) PROVIDERISUPPLIER/CLIA (%) MULTIPLE GONSTRUGTION s DATE SURVET
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING
B. WING
5EBN24 09/2212011
NAWMIE OF PROVIDER OR SUPFLIER STREET ADDRESE, CITY, S3TATE, ZIP 0ODE
4305 8 POPLAR
POPLAR LIVING CENTER
opP CASPER, WY 82601
X4y I SUMIMARY STATEMENT OF DEFICIENCIEY 1o PROVIDER'S PLAN OF CORRECTION {5y
PREFIX (BEACH DEFIGIENCY MUST BE PREGEDEC BY FULL PREFIX, (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OF L&C [BENTIFYING INFQRUATION) TAG GRO88-REFERENCED TG THE APPROPRIATE DATH
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F 280 | Contihued From page 7 F 280
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A, BUILDING
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836024 09/22/2011
NAME OF PROVIDER DR BUPPLIER ATREET ADDRESS, OITY, BTATE, ZIP CODE
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4) 1D SUMMARY STATEMENT OF DEFICIENQIES 10 PROVIDRER'E PLAN OF CORRECTION 1%85)
PREFIX (BACH DEFICIENGCY MUBT BE PREGEDED BY FULL PREFIX (FACH CORREQTIVEE ADTION SHOULD BE OOMPLETION
TAG REGUIATORY OR LLSC IDENTIFYING INFORMATION) TAG QROB]-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENDY)
F 280 | Continued From page 8 F 280
comfort care, F300
F 309 | 483,26 PROVIDE CARE/SERVICES FOR F 302 F/0a72010
88=n  HIGHEST WELL BEING 1 45 the practice of the fucklily 14 ensure snch
resident receive and the facility provide the
wlcl@md i hess i \ negessary care and services to attaln or maintain
Each m"fldo'm musl receive ang the: {ﬁbl]lt}‘/ m;'["si: the highest practicnble physical, mental, ot
provide the necessdry oare and services to attaln psychosecial bellbeing, in sccordance with the
or mainiain the Iﬂgh@stprﬁaﬂ(}ablﬁ physmai. eomppehenstve assessment and plan of caro,
mental, and psychesocial well-being, in
accordance with the comprahensive assessment Correetive Action . o
and plan of care. Resident 8 no longer resides al tie facility.,
Tdentification uf Others
An audht ol the Physician orders of sutient
residents was sondueted for Hospioe Servives,
This REQUIREMENT s not met a3 evidented _
I'JY' Systemie Chunges
; N - s The DON/designes will obtain Hospive
_Based on mEdbfl_l regord I‘!E‘.VIOW and staft Coordinatian Care Plang for aach resident upon
mtewi_ew- the faoility fallad to ensure a receipl of physician orders 10 place resident on
coordinated plan of care for 4 of 1 resident (#8) hospice care.
who was recelving hosploe services. Tha findings ,
weres: Residents veeciving Hospice Services will have
' Coordinstion of Carg Plan reviewed in conjunclion
- - ' with the MDD asgagrment procoss on a quarterly
Review of the physician's orders for resident #8 nasis and thz IDT will inelude Hospice
showed hOSpIGE! setvicas ware ordered on representation,
8/15/11, Review of the medlcal recor showed a The DON/designes will audit the physician ordets
coordinated plan of care between the huspice Maonday through Friday in the moring busiess -
and nursing home wag lacking, Inferview with the fening v dowpion orders 1o engure Hospioe
DON on 9/21/11 at 3:25 PM confimed that a care -oordtnation of Plas of Care.
plal’l fCJI' hDS,'OfGe had FiOt b{'JC')-I'I CUOI‘dInEltﬁd MO““O”“[—!
between the two facilllies, D gheamed By way of sudits will he reviewsd
F 223 1 483.25(h) FREE GF ACCIDENT : F 323 and analyzed for patterns and teends and reportod
- e ] monthly 1o the facility QA & A commince by the .
§8=E | HAZARDS/SUPERVISION/DEVICES M5 Coordinator/Designer.  The QA & A
. soimnittee will evaluale effeotivencsy of the plan |
The faailily must ensure that the ras}dent based on wends identificd  apd  implement
anvironment retnging ag free of accident hazards additional interventions us mdcjh to ansure ss
as Is possible; and each resident recelves anniinyod owplisncs fon3 o, HAEA G aa%s
S ; . A nge vonfinvrd moalterin
adequate supervision and assistance devioes to P hescd oA 6o mpilance frdie-e
prevent acoldents, .
His the pruciice of the foility 1o ensors that the ‘
resident environment remalns as free of aceident
FORM CMG-#067(02-84) Fravious Vorolona Obsclata Event |0 TaPs 11 Fanllity ID: WY0023 If continuation sheol Page D of 18
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A. BUILDING COMPLETED
B, WING
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NAME OF PROVIDER OR SUPFLIER

BTREET ADDRESB, CITY, 8TATE, ZIP GONE
4308 & FOPLAR

Thls REQUIREMIENT iz not met as avidenced
byt

Baswd on cbeervation, medical record review,
and staff interview, the facility failed to ansure
rasident safety in the sesure unit whera
wandering residents posed a hazard. Two of 7
sample residents (08, #70) and 4 nen-sample
rasidents (#81, #91, #93, #106) were affogied,
The findings were:

1. Revitw of the medical record showed rasident
#88 had diagnoses that inoluded Alzhelimer's
disease and deprassion. Review of the most
surrent MOS guatterly assessment dated 7/25/11
showed the resident was short tempered and
eagily annoyad, Review of e nurses' notes from
TH7M1-2/19M1 showed nine Incldents of res|dent
to resident/staff altarcations which included hitting
other resldents snd afaff, and yelling and throwing
tems. Review of Incident reports with the DON an
9121111 at 3:45 PM showed the resident was
involvid in B reported incldents from
7125/11-918/1 1. The ncldant reparts showed an
712514 sample residont #70 susiained raddened
areas oh bisfher back aflar rasident #68 pushed
himMer while walking in the dining ares. On
8011, while in the dining room, residant #68
grabbed the left forearm of resldent #91 causing
hirdhar to ba “vary upsat,” G B/20/11 resldant
#54 hit resldent #7106 and slapped his‘her hasad
and face resulting in a reddenad eye. On 9/4/11,
while walking down the hailway resident #88 hit
resident #70 in the face and started screaming,
This Incldent resititad In the assaulied resldant
crying and sustaining & reddened fage. Tha

POPLAR LIVING CENTER
CASPER, WY 52801

() IR EUMMARY BTATEMENT CF DEFICIENCIES o PROVADER'S PLAN OF CORRECTION (4
PREFIX [BACH BERICIENCY MUST BE PRECEDRED BY FULL PRER {EACH CORRECTIVE AQTION SHOULE BE OOMPLEYION

TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG CHOBB-REFEREMOED TO THE APFROPRIATE DaTE

DEFIGIENGY)
lizaeds is is possible; and cach resident mueives
F 323 Continued From page 9 F 323 [dequate supsrvision and assistance deyioss 1o

prevent aceidenls,

Corpactive Action

Fhe 1DT (Interdisgiplinary Teuatn) met and
reviewed polential Wriggers for regident #68'
hehavior and appropriste intervenifons. An
indtvidnalized plas of care was developed,

The 1DT (Interdisciplinary Team) met and
teviewed potential tripgers for resident #81°s
hehavior und appropriaie inkervantions. An
individualized plan of care was developed,

Identifteation of Others

A tegord reviow of residents residing on the
secured unit was condneter raviewing Lhe lagt 30
days for hehavior changes or aggressive epfsodes,
Any jlentiffed residonts with nggressive cpisodos
wore reviewed by the DT for potential triggars,
bchaviar and approprizie ingrventions,

Systemie Changes

Tha Medical Direstor will provide education to the
nursing staff on but not Himited to the Alzhcimer's
dinease process, behavior, interventions and low
stimulus environgient on or before 11/4/11,

Bocigl Servivea Congullamt/designee will in service
§1alT on types of behaviors, identilication of
behavigrg, inlerventions, redirection tochniques
and care plan on or betore 114411,

Nursing $1alT will bo in serviced by the Secured
Unlt Divestor/Designes on te-directing regident
#6k and #81 (rom locations where other rosidents
may reside when abserved enlering those arpas,

Monitoring
Data obtained by way of incident/accident repacty
will bo raviewsd and analyzed for pattorns and
Lrends and reporied monthly to the Fagility QA & A
cammitiee by the Secured Lnit Dircotor/Designes. .
The QA & A committce will evaluale &/Teativenoss
of the plan based on trends ddentifod il
implement additianal interventions a3 negdad to
engurs continued sompliance léy }gmnrha ALl
r:;gfsegs “+he her o en fnw’t?/
rponitor ivey Based O pomplignee | Livre

FORM OMS-2567(02-94) Previous Varalons Dbrolate Byent D; TP
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ATREHT ADDRESS, CITY, STATE, ZIP CODE

(%4 1
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFIQIENCY MUBT 88 PRESEDED BY FULI,
REGULATORY OR LSC INENTIFYING INFORMATION)

R PROVIDER'S PLAM QF CLORRECYION x5
PIRERY (EACH GORRECTIVE ACTION SHOULL BE OOMRLETION
TAG CROBE-REFERENOEDR TO THE APPROFPRIATE RATE
DEFICIENCY)

F 323

2. Review of the medioal record for rasident #81

Continued From page 10

followlng concarns wars identified related to
pravention and safety:

a. Review of the resldent'a care plan for
behavior symptoms last deted 7/27/11 showed)
staff were 10 "be alert to triggers of potentlal
evidence of pending behavioral episodes” In
additlon, staff ware to "redirect &4 needed.” The
care plan fallad to inalude what type of redirection
the resldent responded to, of identify any
patential triggers. Although review of the bahavior
mordtoring sheats for July and August 2011
showed the regident reteived medications for
behaviora (haldol, Klonopin and Seroguel),
medication adminislration was not included in tha
agre plan as an approach for dealing with
hahaviors,

b. Interview with the DON on 921111 at 3:45
PiM revealad the fagility had not completed an
agsessment to determing the triggers that may be |
causing the resident’s behaviors, The DON
verified the current intesventions ingluclae
medigation and redirecting the resident which
wers hot always effeclive,

ghowed diagnoses that included dementia ano
mental disorder. Reviaw of & 8/14/11 nurse's note
fimed 7 PM to 7 AM that whila in resident #08's
raom, rastdant #81 would not leave and was
"punched” in the right eye causing her to fall. Tha
resldent did not recelve any Injury from the falj,
but sustained @ black eye. Obsarvation during the
surviy from 8/19/11- 9/22/11 showead the
regident's eye was bisckened, and the resident
continited to wander in the unit. According to &
87161 1 nete, the interdizgiplinary team met to
tiscuss a fall; howeaver, there was no mention of
the wandering behavior, The following conggms

F 323

FORM CMB-2687{02-96) Pravious Verajon Obsvlela Event ID: TQP3 1
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
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o] PROVIDER'S PLAN QOF CORRECTION
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TAG CROSS-REPERANCED TO THE APPROPRIATE
PEFICIENCY)

(X8
COMRLETION
AT

F 323

F 871
85=F

Contlhuad From page 11
ware identified:

a. Observation en B/21/11 at 1:18 PM
showed resident #81 wandered nto 2 other
resident rooimis on the 500 hall and moved items
from room ta room, This astivity went unnotioed
by staff who ware busy asalsting other residents
with dining,

b, Raview of the care plan showed the
wandsring behaviors wers not addresaed,

¢ Intervlew with the reglonal ¢linical diraotor
on 922111 at 9:30 AM revealed ihe behavior
friggers, and ¢are plan interventions needed to be
"hetter” deveioped,

d. Inferview with the DON on 8/21/11 &t 3:50
FM ravealed a plan of care rolatad to wandering
behaviors had not been developad, Staff were
trained {0 supervise the rasident, and rediract as
needed.

483, 36(1) FOOD PROCURE,
STOREPREPARE/SERVE - SANITARY

The faqility mist -

(1} Progure foud from sources approved or
considered satisfuctory by Federal, State or {ocal
authorifies; and

{2) Store, prepare, dizlrlbute and serve foou
under sanitary conditions

This REQUIREMENT is not met a8 avidencad
by:

Based on obgervation and siaff interview, the
facility falled to ensure equipment was clearied
and that surfaces wete effectively sanitized in one
of two Idichens, The findings were:

F 323

Fart| FIm

[1. 15 the practive of the Faeility Lo prosuras thod
from gources approvad or considerar satisfaglory
by Federal, Stale of local authorities and o,
prepars, digtribute and serve fod wnder sanitary
condiios,

Corrective Action
The (our cufling vents above the food prep area
weers ¢leaned on 9724711,

Towels vsed to clean the fhnd prep gounter ure
used with approprinte sanitizer solution.

Tdentification of Cihers

The dictary manager hay reviewed all sanitatlon
guelits Tor the 1ast 30 daya 1o cnsuire cleaning of any
identificd arcas hag been eompleted.

Systemic Changes

Diatary Manager will resgducste dining s1aft on or
before L1/A44) 1o include training on sumilation
nssignments and proper cleaning {echniques,

11047201

FORM GME-2587(02-98) Pravious Vorglons Qbaolsle

Event 19: TaR3T

Facilly 1D WYD023
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STATEMENT OF DEFIGIENOIES {X1) PROVIDER/SUPMLIERIGLIA (X2} MULTIPLE CONSTRUGTION (¥%) DATE SURVEY
AND PLAN OF GORREGTION IBENTIRIGATION NUMBER) COMPLETED
A, BUILDING
Sishad P e 09/4212011
NAMIZ OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4305 § POFLAR
#OPLAR LIVING CENTER CASPER, WY 52601
(4 13 SUMMARY STATEMENT OF DEFIGIENGISS Io PROVIDER'S PLAN OF GOURRECTION x3)
PRERX (EACH DEFIGIENCY MUST BE PRECERED BY FLL). PREFIX {EAQH DQRIYEGTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATORY OR LEC IDENTINYING INFDRMATIDN} TAG CROSS-REFERENCED T¢ THE APPROPRIATE DATR
DEFICIENGYY
Dietary Manuger will complete sanitatfon checks
F 3711 Continued From Page 12 F 371 cach Lim'rnessgday 1} enﬁui pmpi-r sloaning and
use of sanitizer,
1. Observation on 9/19/11 at 1:25 PM and
Y2111 at 11 AM showed 4 ceiling vents located .N;:%:f?e:;igl‘m.n: :_n complote E?Tdr;“'(?mwmm"s
abOVG fOQd prapﬂf'ﬂﬂcﬂ areas irl ﬂ'l@ mam k!tChen arKienen sanitation oh 2 motihly basls,
were Unclean, There was black dust and grease
vislble on the vents and the surrounding gelling Monitoring
tites, Intendew with the dletary manager and Data cbmined by wiy of audits/observations will
registared dletiian on 9/21/11 at 12:06 PM be irevit‘,wed Iand anrl[?-'zmi 'l‘n:'l pntt;trq:\"raﬂcl Or;{;;d[{.
verified the vents were in need of cleaning, ahd and fported mon ‘T-!;A/:i:c-;il '\:w mﬁi ks
they wera not on a cleaning E"A".hedm@' Aceortiing 22:::2:#5: v}:‘:ill T\?ﬂlwme c1"1hclzivnl1css aft 1I1C:i plan
to Food Code 2009’ U.8. Public Health Sarvios lvased on fronds  ideatified  and  Implement
4-801.11 Equipment, Food-Contact Surfaces, nddilional intetventions ms needsd Lo onsure
Nonfood-Contast Burfases, and Utehsils, "..{C) continued wmphanm oty for 3 m §lh~ +hren
NonFOOD-CONTACT SURFAGES of [0 29SCos HAC [l for condipucd/
EQUIPMENT shall be kept fres of an A0 L0 ING BASCT O Coreip iy pee.
avcUmulation of dust, dirt, FQOD residue, and
other debrls,”
2. Observation of the mid-dey food preparalion on _
2111 at 11:15 AM showed sook #1 was
claaning the courder where food wasg being
pureed, A wet lowel was layitg on the counter,
the cook used this to wipe the countar surface
without immersing it into the sanltfzer soluion,
According to Food Cade 2009, LS, Public Meslth
Service: 3-304.14. *...(B} Cloths in-use for wiplng
counters and other egulpment surfaces shall be:
(1) Held between uses in a chemical sanitizer
solution at a concentration specifled under §
4-601.114."
F 441 482,65 INFECTION CONTROL, PREVENT F 4411 ra4) FIRdR01T -
84=i2 | SPREAD, LINENS
[t i3 ths pravties of the facility ks axtublish and
The facllity must establish and maintain an ““““.5"'“ n IE"""“"““.‘E“ C""g“" ”r;?g"tf";: destened to
rovide o sale, satitary and comror >
Infetion Gentrol Program designed to provide a Envirmmwm and to ImSpr i)rc\rc:l 1.!:chc‘\:'t1|ﬂ|.1|1'lcnt
safe, Sﬂnﬂafy and comfortable environment and and transmission of disease and infection. It will
to help prevent the devalopment and transmission sstablish am Tnfection Control Program under
of disease and Infzcfion, whigh it - Investigates, controls, and provents
invfections in the Raeility: decides what procedutes,

FORM CMS-2607{02-20) Previcus Varstons Obadlals

Evonl (D: TQRPY
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such ag isnlation, shiould be upplisd to an
F 441 | Continued From paga 13 individial resident and maintaing g record of
Al F reg F 441 incidents and corrective actions relaled to
infoetjons.
(8) Infection Control Program Prevenis spread of InfGetion by when determineg
The facility must estaklish an infaction Confrol thal a resident needs solation to prevent the spread
Program Under which !t - T Ty o i gt a "
. . R P ' G AAcihly will pro yees with 1
[(r:: %AI;V%?{I&;?ESH controls, and prevents infections somninicable dlseasa or infected skin lesions
\ from direct contaet with residents ar Lheir ood, i
(2) Detides what procedures, such a4 jsolation, direct contact will transmif the disense, The I
should be applied to an individual regident; and tauility wil require stait to wash their hands after
(3) Maintains a racord of Incidents and corractive 3;1:2;';1”*?;';iﬁfj;g:;:hﬂg;]mt or which hand
. ; , nshing sated by accepted professiona
acfions related to infectior:s, praclice. And personnol must handio, store,
) ) [rrocess and transport {inens o as to prevent thy
(b) Preventing Spread of Infection sprewl of inteetion,
{1) Whets the Infestion Contrel Program )
determings that a resident needs isolation to Carrestive Action .
pl‘ﬁ\!@ht e Spl‘&ﬂlfi aof Inﬁectic:-h, the facility rmust Vbllop::ac[ care Tor ressclt_znls I ['.-em'g privided )
isolate the residerd utilizing proper tseimique. Equipment used for
! ' : o wound cate is belng clenned fram dirty Lo oloan
(2) The facility must prehibit employees with a surfoce,
communicable disease or Infected skin lesicng
fram direct contact with residents or their foed, if Staft are anilizing hands during mesl service, .
direct contact will transmit the disesse, hi.;*fwc:-unlrur?lcluntf ﬂclmi.“nul:‘nhd lictween contact with
(3) The facility must require staff to wash their ORJets during meaj service.
hanks aftei: mach direct resident contact for which Volunteors are ulilizing appropriate hund whshing
hand wgshmg fs indicatad by accepted techniques when ehieting and exiling resident
professional practice. rooms.
Htalf are whilizing clean technigqye when aggisting
{©) Linens o LrATE GleAn 1), g
.| Persannel must handle, stors, process and regidents 1o change soiled briels.
}'r?nsport linens so as to prevent the sproad of (3lucometers are being oleaned with approptiate
infection, sanftizing wipos,
Identification of Others
An muelit of four wound oare troabment abacrvation
, . waz condueted for proper eleating of equipment
'kl;ﬁl& REQUIREMENT Is not met as evidencad ond appropriate usL! of‘lglmvos. B o eipmen
¥,
Basod on 0|.‘)$E%N€nti0n, review of f‘ﬁGHiW infeation .f\n uud_i_t of four meal abgervations was eondyueted
control program documentation, and staif 1'0:j slmﬂ‘ ILI1§irtg ?f\i‘lil_i&t&t‘ Irelween resident service
Interview, the facllity failed to maintain adequate and fimdling of objects.
Infection control practises during five random
FORM CMS-2607(02400) Provioun Vorslona DBsolato Event [D:TQR3 14 Fagiity I3 WY00R3 If continuation ghaat Pags 14 of 18
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An andi of two voluntest obscrvations was
F 441 | Continued From page 14 FA441|  conductad for apprapriste hond washing onlering

obaervations, In addition, tha faclllty failad to
moniter hand hyglane o ensure an adeyquate
infestion conlrol program, Ths findings wers:

Randem Ghservations:

1. Qbisgrvation on 8/20/11 at 2:40 PM showet
that during & dressing change for resident #92,
RN ##1 used sclesore 1o remove the soiled
dressings. She proceeded to olean the waund
and rgplace ihe new dressing without firat
changing gloves orwashing her hands. The RN
also failed to clean the sclssorg befors Using
them to cut the claan dressings, Interview with
RN #1 on 5/22/14 at 11:15 AM revealad she
should have rateved her contamihated gloves
and washad her hands befora starting to clean
the wound andl replace the clean dressing,

2. Observation on 91811 at 4:55 PM showed
CNA #3 was assisting residenta with their meals,
While going from reaident to resident, the GNA
handled the rezidents' utensils and dishes,
tetched he regidants’ clothing and chairs, and
ppened food packages, During the interactions
with the residents the CNA falled to cotsistantly
sanitize her hands between rasidents. Interview
with tha CNA on 9/21/11 at 405 PM reveslad she
wasa taught to sanitize her hands betwaen sach
resident contact,

3. Duying an observation on 8727/17 &t 11 AM,
bwo non-staff velunteers passed out ice to
residents in toom numbers 102, 103, 104, 108,
107, 108, 109, 110,113, 114, and 115, Both
volunteers donned gloves before they starled,
entered wach room, and remeved the pitchers,
Next they placed (oo i the plichers with he same

and exiting resident ropms,

An audit of four inconkincnee care observationg
was sonducted 10 ebserve for appropriate clean
lechiigue. :

Nurzing staff are cleansing glueometors hetween;
each resident use with eppropriate sanitizing
wipes,
Systemic Chanpes
The 8DC/Designes will educate the nursing atall
and volyntecrs on cleaning squipment during
resitent treutment, donning and doffing gloves,
waghing their hinds hotween delivery of resident
meals and contact with objects during meal
servige, entering and exiting resident tooms, elean
lechnique while providing care, and cleansing
glugotnelers wilh mppropriace sanitizing cleanser
on v before 1 LA/11.

DON/Designee will soncuct random wezkly
nbs.'ervptinns af wornd oarg troatment far cloaning
of equipment and approprisie glove usa,

A0C/Designee will conduct random weekly
observations ol meal sorviee specifically hand
whghing teehnique.

S1C/Mesignee will cotiduct random weskly
obssrvations oF valumteors anicring and exiling
restdent rooms,

S0C/Desipnee will conduat ranclom weekly
ohservations af incontinence cate specifienlly
clean techniques with products,

SDC/Desimnes will aonduot random weskly
obscrvations of clanning of pluconiaters,

Monitoring

Data ohinined by way of audits/observations will
be reviewsd und analyzed for patteens aned tronds
and reporied monthly i the Facliity QA&A
conimitiee by the SDC/lssignse.  Tho DA&A
eomniittes will evaluate effectiveness ol the plan

FORM GME-2687(02.98) Proviewy Vorsana Qbnolnla
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F 441

Continued From page 156

scoop, and replaced the pltchers, This was done
one room at & timz, and the velunteers did not
wash of sanitize their hands or change gloves
hetween ropms. During an intarview with the
infestion contral coordingtor (1CC) on 8/22/11 at 0 |
AM, she stated that |t was unacceptable for staff
orvolunteers to don one sef of gloves and
performm tasks In multiple resldent rooms without
shanging gloves aend washing or sanfiizing thelr
hands,

4, During an oheervation on 91911 at 3156 PV,
CNA #1 asslstad resident #31 to the tollet, The
alde removed the resident's salled disposable
brief, then applied a clean brief, The clean brief
carme In contact with the reaident's difty shoaa
when the GNA slid the clean brief aver the feat
abd shoes, During an intetview immediately after
the ohservation, the alds stated she gotin & hurry
and should have ramoved the resident's shoas
when changing brlefs.

&, During an observation on 9/19/11 al 3:50 PM,
RN #2 ysed a glunamater to test resident #69's
blood giucose. Immediately afterward, the nurse
cleansd the glucemeter with alcohol swabs, At 4
PM, the nurse used the same glusormeter o test
resident #101% blood glucose, Immediately
afterward, the nurse cleaned the glucomaiar with
alcohol swabsg, During an Interview on 921711 &
825 AM, thet DON revealed that staff are taught
to Luse aleohol swabs oF sahkwipea {(ammaonla
based) fo clean ghicomelers, Bhe stated that the
facility was unawsre that alcoho! did not deatroy
bioodbtime viruses,

According to recently released guidanse by the
Food and Drug Administration (FEA) at

hitp: /e, frla. goviMedicalDevices/Productsand

F 441

bosed on trends idemtified wnd  implement
additional intorventions  as  needed lo gnsure
sotitinued somplisnce monthly for 3 months. +hen '
pC-3SSeSS he aced 10 eonlinved
107 ¢ /wrz/:lj dased on Coraw /1y nes
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Continued From page 16
MedicalProcedures/[nViroDiagnostics/uem227435
5.htm (accessed $/20/11) for cleaning and
disinfecting of blewd glucose maters, ., The
disinfection solvent you choose should be
effective against HIV, Hepatitis C, and Hepatitis B
virus." Further, *Pleass note the 70% sthanol
solubtons are not effective against viral
bloodborne pathogens,”

Infaction Control Program:

Review of (he facllity infection control program on
822111 at @ AM showed there was no random
monitoring of hand hygisna. During an Interview
with the ICC at that time she verifled that the
faclllty faled to complete random menitoring of
hand hygiene for staff or volunteers. She further
stated that the steff were monitorad for hand
hyglene during annual competencies.

483.70(h)
SAPE/FUNCTIONALISANITARY/COMFORTARL
E ENVIRON

The facility must provide a safe, functional,
sahitary, and comfortable environment for
regidents, staff and the public.

This REQUIREMENT {s not met as svidented
by

Basad on observation and staif interview, tha
faciiity failed ta ensure the floors In the main
kitchen and dry feod storage room were
miglttained it @ sanitary mantier. The findings
were;

Observation on 9/19/11 at 1:28 PM and 9/21/11
at 1" AM showed he floors in the kitchen

F 441

F 485

Fd63

I is the practice of the facility L provide s gafe,
funatianad, sanitary, and comTortable envirehment |
for residents, stalT and the public,

Correetive Action

The fipors in the kiishen were gleanad under the
reach it reftigerator, steam lable, service eounter
and food storage room 9724711,

{dentifention of Others

An sudit wag eondueted of both all (teors in cach
Facility kitchen and fond storage area for build up
and [bod debris,

Systemic Clhanges

The Dictary Manager/Designee will edueate the
Digtary etaff on keeping the floors elomed
aceording to the sehadule provided on or before
L1 .
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) i The Dielary Manager/designee will provide o
F 465 | Continued From page 17 F488)  ohedule for daily cleaning of the Noors in the
underneath the reack-in refrigeratora and leftchen area,
5 k 14 unter
undemeifth the ?tgam t%bfle E{Tgﬁ; bl.:elrf on The Dictary Manager/desiphee will provide a
hﬂd_ﬁ_‘ huild up of dirt and food Gr ' gehedule for weekly aloaning of the floors in the
addition, the dry food storage room f!DD_I”B wera dry storogn arons,
hot cleahed underneath the shelving. Bits of
pager, fasd, and orurnbe were collected under the The NHA/designec will observe the eleaning
shelves. interview with the C"f:“_-tal',\i manager and sehedules weekly for 4 weeks then monthly,
ragistered dietiflan on 9/21/41 &t 12:05 PM Monttaring
verifisd the floors were in heed of cleaning, and Data obganed hy way of andits/ohservationz will
there was not any schedule for claaning under the he reviewed and analyzed for patems and trends
y P
equlpment. and reparted monthly to the facilily QA&A
commilles by the NHA/designee, ‘Fhe QA&A
committes will evalpate effecliveness of the plan
hased on  tronds  ddemtified and  imploment
pdditional  interventions as needed 1o ensire
continued compliance monthly for 3 months. Ah e
re- 28555 #he nerd /v conlipved
smonloring borsSed O aomnyp [renat
£ /’?’/7
!
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