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I MAR - medization adminialration resond
MDS - Minimem Data Set

ry - milkigram
RN -~ registersd nurse

I BCU «secure care urit

! Less corumanty used gbbreviations will ba !

" annotated in each defiviency where used. . ;

241 488,16{a) DISNITY AND RESPECT OF F241
Sf  INDMI UALITY

The facility must promote care for realdents ina - !
, manner and i an enviconment that matntains or :

anhances each resident's digniy and respect in
| full recognition of his or her Individuably.

? ;
; This REQUIREMENT s rot met as evidenced |
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! The following comron abbreviations are usad ,
| thmughouuhls document:
* ADLs ~ getivities of dadly iving ’ '
CAAS - onre Oléa asgessments .
CNA - cerlified nursing assistant l i
DN - director of nuinsing l 3
I :

o

by:
i Basad on observation, resident and staft
t infierview, and review of posted Information and
" resident cauncl minutes, twe facility Talled to

! REC: E”;v *“‘““’*maam
| provide care and services in a dignified, I
E

Y Dapy of Neapy,

AUG 2 4 5019
rﬁ@@sﬁhﬁ S L

respectiul manner for 1 non-sample and 3
; sample regidents (#1, #9, ¥23, #32). The findings ;

rWEfB

- m e mom
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; . S - Fisis,
As portaming to entering reskdent rooms without - _ g@
; permission: . : %mﬁig &'{ﬁfﬁ}’& i

s, ltervisw with the DON on 7/12/12 a1 3:22 PM. . i
ﬁ 5

PP IER REPRESENTATIVES SIGNATURE Aﬁm /
2 X

danoies a daficlency witich the InsTution may bs sxsused from enmecting eroviding Kis dmm ik
é- llnts, (G nstrictin.) Except for mirakog bomes, he fixogs stalod ghova a8 dciosatie 90 days

y ng%n duts orwmymummrum & e BF cormation Ik providad, For nursing homes, the sbove aml plans of cormaelion st Siselopsbls 14
.gayg folknving tha date thesa doruments are made avelioble o the Moy, if deficianciex-anx olbed. an a) plan of coreection is vequishe to centimst
propmm participsfion.
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Faﬂumto udhere ko this expeciation was :
: « identified during the survey ss follows:
g.-After oblaining patrission from
t Hon-sampla resident #1, olmervation on 7710712
| at 8:52 AM revealed CNA#9 provided appropdate |
! inconiinence care for the resident, who had beer
| inconfinent of bowe! and bladder, During this |
prwimn of sare, the CNA positioned the resident :
' : o face the wail 20 ahe'was unable to see who
: was ini the room. Environmental zide #4 kngcked, |
i and without waiting for permission, immedialely
; " mnitered the room even though the CNA ealied
{ o, "Resident care.” At S AM RN #& knocked,
eald *Morsing” and mmediatsly came in even

| ; {o the resident or apofogized for entering during
H parsonsr care, AL E08 AM the resident sudddenty
1 stated, "l don't want those peopie watchingt* |
Obsewatlun by the surveyor ceased gt that ime. ;
: b. Ohservation on 7/10/12 at 7:23 AM showed ; i
g resicdont #23 was sleaplig. At 7:25 AM, CNAG #9, |
#5, and #2 entered the room, and CNA#E siafed ! ;
: thay wera going 1o gof the rasident up. Durdig the
| provision of incontinence care and assistance
with dressing and fransfer to the recliner, a
. procass taking over. 20 minufes, the
gelininistrator, enviecnmental alda #¢, RN #5, pngt |
i the DON each knocked and then immediately
i @ntared thvs room. The DON did say, *Nursing.*

| but no one waited for penmission to enter. }
| i
I

{ As pertaining to an updignified dining expadencs:

l . Observation on 7/10/12 at 7.23 AM showed
i . reekdent £23 was sleaping with the uncivered

* breakfast meal on the overbed table. It was {

¥

peunisslon before entering & resident’s room. i

f though the CNA again called out, “Resldent care |
! Melther the environmentsl akie nor the RN spoke |

The facility will promote care for
residents im # mammer and i an:
envitorment  that  maintaine  or
enhances each resident’s dignity and !
respect in & full recognition of hwth&r
indivuality.
A) Residents # 1, 9, 23 apd 32 wﬂl
Flways have thexr door knocked on |
. staff will walt fo be given
anssion before enfering  the |
esident”s room. '
BY We will assume other residents
have bren affected by the deficient
racuce, and that they too will have .
eir doors knocked on and staff will ;
it to be given permission before!
tering the resident’s room.
b) Al staff will be in serviced on the’
importance of knocking on a residents |
door and waiting for pmmsmon,
’before entering as well as signing off’
um the policy that discusses knocking ,
and waiting for permission before!
’enj:enng.
D) Thers will be monthly audits dcner
o ensure that all staff ig kmocking on
resident’s rooms snd waiting for!
‘permission to enter the resident room, |
The andit will be done by DON or,
idaslgnee. The audits will be brought:
0 QA on a monthly basis until
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1 3 e
* anknown how iong tho meal had besr imeovered ; homplate& by M z“‘d ",L*
: at the time of the ohservetion. AL 7:25 AM, TNAs |, E) Resident #23 will have his food ';
"#3, 45, ared #2 entared and CNA#S confirmed wartned vy if has cooled off.

- the meal was untouched, CNA¥S statad they
" were guing to get the rasident up and info the
: reatiner for the meul. Alar dressing and
: ; transferring e resident to the recliner, st 7:45
| AM {22 minwas after the initial observation) CNA
ﬁmmweﬁdﬂntabdeufmkfaﬂ The
: : meal {ronsising of wo {tled eggs, ground ham
' covered with gravy; coldf cereal, and toast) was
! not rewarmed nor did eny of the six afsff present
Intha room ut that tine offer o wanm it

f | 2. Observation on 771012 from 7AM I 8 AM
| eviealed the followitg concarms: :
i & Resident#32 was oboerved seatedats
 dining table in the BCU dinfng room at 700 AM

r whan the surveyor amived, At815AM a ray of .«
' food was placed in front of the resident (wait tims *
- of move Than 1 hour, 15 minudes).

b. Resident #9 was seated at 2 dinlng room
 1able I the SCU dining room at 716 AM. AL 7:48
« AM the resident was obaeniad asieep in bisfher

; Wheeichair. At 8:19 AM a food iray waz placed in

,fmntafmeresh:!ant(waﬁtnmeoﬂ hour, 3

| minttes).

¢ ¢ Awall bulletin boowd in the SCU next o the
- dining room stated "Greaktast served at 6:15 AM.”
: Interview with the kifchan maneger on 74072 at

F 10:46 AM revealed the breakfast serving time

i ' was ohianged a week ago. Staff in the SCU dining
' room requested braakfast be served nfter the

! main dining reorm rather than'before.

d. A confidentiaf inferview of 10 residents on
7’110{12 &f 2 PM revealed the majonily of residents -
agreed It sometimes took a long time for fodd to

' bs served, Review of the restdent councl meelfng .

W . G ——— -

— o memtm owREY e

F) We will asume other resxdﬂnts!
have been affected by the deflclont |
practice, and that they too will have
their food warmed if it has cooled off. *
p} Al stafY will be in serviced on the s
importanee of a residents food being
marm at thg time the vesident actuslly |
sits down to eat. ¢
#D) #32 and #9 residents will not have |
to wait for their reals, [
I) We will assume other residents’
have been affected by the deficient
ice, and that they too will have
their foad served to them iostesd of
thaving to wait for it.
i} Al staff will be in serviced on the:
importance of a residents receiving)
ithelr food in & timely manner .
;K) The wall bulletin board in the:
ISCUthathediningmumhwbeen
changed now states that “breakfast-
served at 7 AM” This was done by
T212,
) Meals will bo sorved’ -on tims,
iawdits will be dons  weekly basis to-
jensure that mealy are being served on.
itime. The audits will be done by the
kitchen supervisor or desipnec and |

FOHM cmnrmm; Pravicus Varsons Obasleus

&
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) 1D SUMMARY STATEMENY OF DEFICENCIES i Pmmsk's PLAN OF coaﬂEcﬂon '
FREFI (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIK . EAGH CORRECTIVEACTION SHOLLL 8
TAG .  REGLLATGRY O LEC IDENTIFYING NFORMATION) TAG. |  OROSS.REFERENCED TO THE APPROPRIATE 0ATE
: DEFICIENTY} '
i ‘ |
Foal' . Gontinuad From page 3 F 241ywill be addressed st QA on & monthly -
' minules from 4726712 confirmed the reskdents asis unti] resolved and then quarterly

F ware concemead with show mesl korvice time.

¥ar3! ' 483.20(b)(1) COMPREHENSIVE
g5cE | ABSESSMENTS

lThe faciify must conduct initiaNy and periodicolly
a comprehensive, acourate, standardized .

| reproducible assessment of sach resident's

" functiono capacily. :

« A facility must make a comiprehensive
", assessment of 6 resident’s neads, using the

- rpeidant assessment instrument (RA1) apecified

- by the Slate. The assessment must inciudeat
joust the following; t

: Identification and demoagraphic infermation;

+ Gustomary routine;

i ognitive patferns;
communnatran'

i Vlsicm

f; Mood and behavior pattems;
' Peychosocisl wel-being;
Physicad fuastioning and structural problemss;
: Gonfinenoe;

. (Hzaass diagnosis and heth conditions;
Dental and nulritional stabus;
Skin conditions;
- Activily pursuil;
Medications;

; i Special treatmantz and procedures;
Uiﬁoharga potential;

' Documentation of summary information regarding .
the suiditfonal asseszment performed on the sare .
[ areas iriggered by the complation of the Minknum :

t Data Set (MDS); arwi

' Docimentation of parficipation in asgassment,

|

|
|

.

" oEm AR 4 e g

'
l

after to ensure that residemts ae

F 27%eceiving their meals on  time.
Residents will also have the ability to .

ess at monthly resident council ; :

eetings.

- e A rm— S et

F
F
r
!
|
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: This REQUIREMENT is not met as evidenced

bﬁﬁlsed on reviaw ol medical vecords and staff
interview, the faciity falled (2 provide :
comprehensive aggessments In a variety of areas

for4 of 12 sample reeidents (#9, #19, ¥43, #45), |
| The: findings were: l

1. Roview of the 5/11/12 significant change MDS
aesessment for resident #19 showed dolirium,

D cognitive loss, ADL function, urinary incontinence, |

- psychosodial well being, activides, falls, dental

. gare, pressiye uloers and pain were tiggerad for

| coniprehensive assessiment. Further review and

Vinterview on 7111142 at 3:40 PM with the MDE

- goardinator revealed none of the comprehensive

{ assessments had bean developed for the
triggered areas.

i

' 2. According ta the 522/12 admisaion MD3 ,
assessment, resiklent ¥43 triggered for !
comprehensive assessments in the an:as of i
cognitive loss, ADL functional/rehabilitation }
potentlal, urinaty incontinenoe, psychosocisi wel |
belng, behaviaral symptomns, fafis, dehydration,
dental care, psychotroplo medications, and ratum |
- o the community. Detailed review of the medical | }

record showed the eomprehensive assessments

wens lagking. On 7A10/12 at 4:20 PM, RN #12
, stated she was the rurse responsible for
s completing those assessments. Al that time, she

, confirmed comprehensive asseasments in the
i * aforementioned areas had not been done,

L

CENTERS FOR MEDICARE & ID SERVICES o B.NO, 09361981
BIATEMENT OF DEFICIENCIES (X1} PROVIDERBIUPPLIERIGLIA (R MULTIPLE CONSTRUGTION {X1) DATE SURVEY
@wmcmnecw IDENTIFIGATION NUMBER; A, GUILDH GOMPLETED _

, BUALDING - F
535040 B. N ' Oy/12/2012
NAME OF PROVIDER (R SLPRUIER STREET ADDRENS, C1TY, STATE. 1P COOR
_ 108 BURSH STHEET
. POUELAS CARE GENTER LLC
DOUGLAS, WY 62633
s SUMMARY STATEMENT OF DEFICIENCES o ! PROVIBERS FLAN OF CORREGTION o5
PREFIX JEACH CEFCIENCY WUST B2 PRECEDED U FinL PREFX °  (EAGH GORAECTIVEAGTION SHOULD DE ROMPLETION
TAG LATORY DR LSG IDENTIFYING INFORMATION) TAG | CROBAREFERENCED T0 THEAPPROPRIATE BATE
’ : DEFICRENCY)
: ! y
F 272 | Continued From page 4 I paref 22 . :
| faeility will conduct maitially and
I

iodically a2  comprehensive,
acourate, standardized reprodusible
assesmment of each esident’s
functional capacity.

A) Resident¥19 will have a!
compressive assossment done for the
{rigeed areas of delirium, cognitiw
Joss, ADIL  fimction,
incontinence, psychosocial well being, .
potivites, folls, dental cere, pressure E

wers and pain.

B)  Resident # 43 will hwar 5
éomprehensive asscssments dome for !
cognitive loss, ADIL ,
functional/rehabilitation  potential, .
urinary  inconfinence, psychomcml’
well being, behavioral symptoms,
folls, dehydration, demtal care,
chotropic medications, am'l refurn
the community. |
g.mp Resident #45 wﬂl b.a'vel
rehensive assesspents done for I
bogniﬂve Ioss, ADL fumetion, urinary |
incontinence, psychosocial well being, i

f
¥
F
|
i
i
1]
!
I
[l
T
[
f

mood state, behavioral symptoms
gotivitics, falls, nutditional
pressure  ulcery, psychotropic dmg
nser and pain,

D)  Residemt # will have |
pmnpmhemwe assessments done, '

FORM CME-2567(02-08] Pravious Varskery Dimcdry Event 1D:2RHAT
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1]
’

F 272 . Conlinued From page $ F 2?25) MDS coordinator and DON will | l

receive education on the importance of | i

pomprehensive assessments. ’

F) The CAA’s for the comprehensive |

bssossments will be done by 956712 ’Zz/d/"ﬁ;,-
or all residents thet have triggered .

'3, Review of the 6/26/12 admission MDS

+ agsessment for rasident #45 showed cognitive

[ las, ADL, funetion, uinary Incontinerice,
peychasocial wall being, mood state, behaviaral
symploms, activities, falls, nuiritional status,

= o e

e ldggl:smd fa mpﬂgmﬂmgﬁn | Gthere 1l E
WEr r M
1 ; Further reviow and interview on 7/12/12 at 11:30 [ Pl?dlis do;;n :: mnﬂ;m rr
! AM with the medical tecords manager evealed | Gontp Ve |
‘ none of the comprehensive aseassments had agsesuments and CAA’s by the MDS |
heen developad for the triggered areas. . coordinator or designes and revwwad
: with the IDT weekly until all issues all .
4. Review of the madical record for recident#9 | ‘
; revexled comprehensive assessments were not r&:.sqlvafl aud_ﬂw,n brought t QA on a,
{ * found In the recond. Interview with the MDS ; bi-yoarly review. ;

I 'nnnrdinator o 7/10/12 Bt 10:48 AM reveaied she | | !
+ was unable fo compiete the assessments. : ! i {‘/QIP/I 7
5 Dowing ar intarview an 7/10M12 at 4:20 PM, RN | ! )
#12conﬁnneﬂﬁhawastna nusewhawasts - ’ : :
' somplete the CAAg for the comprehensive '
. agguesmonts. She stated If the CAAs wede notin -
1 each resldent’s record, they had not been
« complatad because she was ropasigned to work
a3 2 iyor nurse arkd was not allowed overtima fo
compiefe the desessmeonts. .

e A A m om o

Acmding o the Long-Term Cana Facitity ;
! Resident Assassment Instrument Usar's Manugl, . ;
, Version 3.0, Apclf 2012, "Review a triggerad OAA i
by doing an in-depth, resident-speciic
assessment of e triggered sonditian in terms of
I ! the potential need for care plan intgrventions...
' | This Is afen an opporfunity to consider any lssues
: andfor conditions that may contribute fo the
| triggered condiion, but are not necessarily
captured in the MDS datz... Use the information

T oaven e
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TR BUMMARY STATEMENT OF DEFICIENCIES w PROVIOER'S PLAN OF GORREGTION i
H DEFICIENGY WUST B8 PRECEDED BY FULL : RECTIVE SHOULD m}p’?
%‘3‘” ] HEGULATORY O LEC IOENTIFYNG INFORMATION)  © | ™ | EPERENOLD TO THE APPROPHIAYE | Bor
i ] g LEFGIGENGY) [
s :' ' !
F27% I Continued From pugo 8 b OFR72 I
' gathemd thus far to make a clear lssue or . ]
! problem statement.” The Riigwing toncems |
« refated o lack of comprehensive assessmenis
- were identifind:
F 274 483, 20002/ %omn%&usgwa%ses F 2745 374
' AFTER SIGNIFICANT CHANG . . .
58=D, The facility will conduct a:

h faclify must conduct & comprehensive
| ansesement of a resident within 14 days sftor the
i facility detenmines, or shouid have dotermined,
rﬂ\atmerehasheenasgniﬁcantmmhm
! resident's physical or meotal condiion, (Fer

! purpose of this seotien, & significant change

+ means a major decline or improvement in the

[ raaident's siatus that wili net normally resolve

(D ; ifself without further intarvention by etaff or by

' { implementing standard disesss-related cBnical
rinterventions, that has an impact on more than

ona ares of the resident’s heaith siatus, and

requires intardiaciplinary review or revision of the

care plan, or both.)

e T LA A by i o ——

i
i
f Ttu5 REQUIREMENT s not met as evidenced |

Based on tedical record review and siaff
Irterview, ihe taclity falled to complete a
- significant change MDS assesament for 1 of3
: sarmple resldents (#23) who should have had that ¢
, asgessment. The findings were;

e pstirding to the /9712 quadardy MDS
. gssassment, resident #23 required Emited
;-assistance with bad mobiiity, trensfers, dressing,
' foilet use, and bathing. The resident was ;
 Indgpandent with kcomoton on the uni, H
* Comparison of that assessment with the one '
* dated 6/6/12 revealed the resident had deckned

compmhensive aygessment of a
fesident within 14 days afer the |
fucility determimes or should have |
ed that there his besn a |
ot change in the resident’s -
ysical or mental condition. f
A) A significant chenpge asseszment |
ill be: done on resident # 23. i
) The MDS coordinator will be :
gomg % MDS Boot Camp to help her |
with the importance of mgmﬁcant’
chinges.
) The IDT team will hold weekly ! ‘
meetings o ensure that we have%
identified any residents that may need /
a significent change. This will be |
reviewed momthly at QA uniil
tesolved and then quarterly thereafter, /9/{ 4

Yo

:

| 5
g |
i !

PO CME-2587(UNY) Proviows Wemiond Dhaciets Evert 1D; ZRH& T
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F 274 | Continued From page 7 E Fara) }
in severs! amas. $/he required extensive ' ! _
pasistance with bed mobfity, transfiers, drassing, i :
1 and tofel use and total assistance with ’ ; .
 jocomotion on the umit and bathivg. Interview with - , ;
- fhve MOS coordinafor on 7/42M2 at 10:40 AM : !
| reveated the resident was having symptams of {
! transkent ischemic aftacks (minkstrokes) belwean
f ¢ 621112 aned 5725112, She confirmed a significant | F275 !
i change assessment should have been : The facility will wnduct
j conducted, Fo7 sl;omprahemiva assessments of a

F 275 I 483.20{b)(2)(#i) COMPREHENSIVE ABEESB AT .
SS=D i LEAST EVERY 12 MONTHS

P Afacility musi conduct & comprehensive
. assessmoent of 5 maident not less than once
Q \ mry 12 months.

'I‘hls REQUIREMENT i not met as evidanoed
by

Based on metical record review and staff ;
! interview, the Froiity faled to complete an annual |
4 assessment [n a imely manner for 1 (#9) of 4

; stanple residents who required an annust !
.E evaliration. The findings ware:

} Beview of the medica! recard for resldent #5
reveated an snneal MDS ausassment was
conducted on 3721111, Further review revealed
the next annual assessment was completed on
' 621/12. inferview with the MDS coordinator an
1 7/10/42 at 10:48 AM confirmed the annual
. assessment was ot completed in March 2012 as -
r mqulrad ;

F 278 ¢ 483. 20(g)- [1}] ASBESSMENT :
Gh=E ACCURACY/ICOORDINATION/CERTIFIED

o —

The: assessment rust accurately reflect the

fesident not less than once every 12

months.

A) Resident # 9 had a comprchensive
assessment done on 6/21/12,
B) MDS Coordinator will be going to '
MDS Boot camp. We have also been :
king with our sofiware company to |
that we have & correct calendar
tu refer to ensure that we gon’t miss |
y residents and their quarterly and E
ual assessments.

) Wookly audits will be done to
ensure that all comprahmmve
assessments are being done on all’
yesidents; onge the issue is resolved it ' y

will be brought to QA on a quarierly
9t

hasis.

F278;

.t

W
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F 278 i Continued From pags 8
[ regident’s slalus.

1 A registered nusse must conduct or coordinae
| each assessment with the appropriate
» participation of health professionuls.

A registared nures must sign o certiy that the
Hsaessment is completed,

’ Each individusl who completes 1 pertion 9f the

{ gssessment must eign and certify the acouracy of |
ihat peniion of the asesssment.

 wilffully eind dnowingly cestifies a material and

: D faise statement in a resident aszessment is .
" subject o & civil money penalty of nof mons than

+ 1,000 for each assessment; of an Individual who !
f w:ilfuﬂy and knowingly coutes pncther individual
' 10 certify a material and false staterment in a
r resident assesemeant iz subject to » civil money
 penlly of pot move than $5; WO for each
; asgessment.

. Céinical disagreement does not constituts a
{ : matarial and falze statement.

[ i This REQUIREMENT {5 not met as evidenced

bBrased on review of madical recolds and staff

| } interview, the facility failsd 10 grovide compiete,
sigried agsessments for 7 of 12 sample residents

{#9 #19, #22, #23, #32, ¥43, #45). In addition,

i inaceurate assessments were providad for 2 of

{ 12 suniple residents (#19, #34). The fndings

: were:

1

v
1

Under Medicare and MedicakS, an individoal who

!
2

-~ ke — e o aow o

M — e Wt W e n

DEFARTMENT OF HEALTH AND HUMAN SERVICES FOr APFROVED
[0 SERVICES OME | 38
EMENT OF DEFIGIENGIES (X1} PROVIDERISUPFLIER/CLIA HULTIFLE COMNSTRUCTION BUREE
PLAN OF CORRECTION IENTIFIGATION NUMBER: "2 o eiaran Y
A, BUKDING
€ FF
, WING
535040 e 071272012
NAME OF PROVIDER OR GUPPLIER STREETADURESS, £TY, STATE, ZIP CODE
. 1108 BINCH STREET
| DOUGLAY CARE CENTER LLG ?ﬂ"ﬁ?l.m, WY B2533
P SUMMARY STATEMENT OF DEFIGIENCNES mmnms’m OF DORRECTION oy |
SREFIX . (EAGH DEFICIENCY MUST B% PREGEDED BY FULL H CORRECTIVE AGTION SHGULD BE coMbLEnoN
WG | REGIKATORY ORLSCIDENTIEYING INORMATION) ' CROSE-REFERNGED 0 THEAPPROPRINTE - OWTE
] T f
f—

The facility will enswe that each’
mﬁwxdual that completes a portion the |
assesament will sign and certify the
muracy of that porfion of the’
assessment.
A) Resident’s 9, 19,22,23,32 43,45,19
& 34 will have their MDS assessment
sigued for CAA Summary or Sections |
ZMOO and/or Z0500 or both. The[
nssessments will be completely sigmed ; e
by the date printed in Section ZOSOOR, .
" This will be completed by 9536742 E’Zz(f,/}
B] Resident #34 will bave the Effexor *
ardd the Ativan added to the list in ¢
pﬂcﬁ.tm N of the assessment, )’
Resident # 19 will have the )
anfidepressant use and -
furning/reposifion program added o
the sigmificant change MDS dafed

/11712, :

) The MDS Coordinator will be
altending a MDS Boot Camp. Aj
weekly meeting will be held with the |
iDT to ensure that all approprinto .
hections are completed on & timely .
basis for all residents who are do. Thid':
will be visited on a hi-weekly basis -
putil resolved;  then quarterly i
fhereatier at QA. i

FORM CMS-2687(02-05) Pravicus Vawsions Obeakels

O

" Event ID:aRHEN
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HLOING
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XNE BUMMARY STATEMENT QF DEFICIENCIES o - PROVIOER'S PLAN OF CORREUTION )
FRERX ' EACH DEFICIENGY WURT BE PRECEDED BY FULL PRED (EACH CORRECTWVE AGHON SHOW.D BE COMPLETION
e ULATORY GR LG IDENTH YiNG INFORMATION) e CROSS-REFERENCED TO THEAPPROPRIATE  *© DATE

v

F 276 Continued From page 8
' 1. Review of the MDS assessments showed staff
: failed fo slgn elther Baction V (CAA Summary) or
« Sections 2400 andfor Z0G00A, or both,
} {Assessment Adrministration) as follows:
g, Resident #0 for the 621112 annuat
E assegsment.
l b. Resitent #19 for Section V of the 511112
, algnificant change MDS,
&, Rasident #22 for the 6/7/12 quarterly
ausessment,
;. Resident #23 for the quarterly assessmant
: dated Gf6/12,
2, Resident #32 for the 118112 quartery
| assessment,
f. Regident #43 for the 5/22/12 admission

(:) ; Agsessment,

I g. Resident #45 for the 5228/2 sdrmission
. MDS. Additionatly, Section W wasn't signed.
O 710112 at 11:50 AM the MDS coordinator
; etoted she was unawars the assessments
1 needed 1o be completely signed by the date
i printed in Section Z05008.

B ——— ————

| 2. Medicsl necord review for resident 34 ,
, ravigied the rosident was edmitied on 10111, .
* Beveral of the medigations the resident was '
; fuking at the tme of sdmission included Effexor |
EXR {untideprossant} and Ativan (antianxioty). 1
| Effaxor was not Estad in section "N of the ;
; admiselon MDS assesament. In adilition, Ativan |
! was not fistad in section "N® of the 5/11/42 !
: uariedy MDS. At the time of survey, the resident |
" was siill taking these two mesdications. Intorview
| with the MDS coordiator on 7/10/12 af 1048 AM |
revealed shi must hove made & misiake as she |
; Was hew to the job. :
H 1

'3 Review of the 2012 MARS for resident £19
i

F 75 Social Service and Activities will have
our sofiwers progrem downloaded on .
their computers to ensure that they do

ind sipn their appropriate ssctions. 0/30712

Yoy
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F.278 | Continued From page 10
+ revealed sfhie had been confinususly receiving
daily doses of Lexapro for depression since
I Decernber 2071. Review of the care plan showed
, Staff were directed 1v reposition the regident every '
w6 four hours. According {o the care plan, this
1 gpproagh did ok chiange when the care plan was
- raviewed and cevised on 1/16/12, 41212 and
{ 6/1BM 2. Review of the 5/11/12 significant change
MDS assessment showed yse of an
antkiépressant and & fuming/repcsitioning
pragram were- not identified in this assessment.
| Interview on 7/11/12 et 3:40 PM with the MD$
[ eoordinator revesiad the A2 significemt
ehiange MDS asseszment neadead to be comected
o include the antidepressant use and
(Q ' furring/repositioning program.
F 279, 483.20(d], 453.20{(k}{ ) DEVELOP
&5~£ - COMPREHENSIVE CARE PLANS

A facility rmst use e resuls of the assessment
- to dovolop, review and revise the residenl’s
comprehensive plan of ¢are.

o e ——— e s st

| The faclity must develop a comprehenshie care
i plan for sach resident that includes measunable
: abjectives and timetables fo meet a rosident's
; madieal, nursing, and mental and psychosoctal
| needs {hatam identifiag i the comprehensive
| assessment.

| The cara pian mist describa the sarvices thatare |
{10 ba fumished to atizin or maintain the msldem'$
highest practicable physical, mental, and
' psychosocial well-being as required under
: §462.25; and any sarvices that would otherwise
| b& required under §483.25 but are not psovided
due to the resident’s exerclse of rights under
£483.10, including the right to refuss treatment

— o m———— W

F 278

F 279

N WRE e om o

|
I
!
{
f
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o SUMMARY STATEMENT OF DEFICENCIES Yoom PROVIDER'S mwmnnemm
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[ o . I
£279 Contiwed From page 11 F 27QF 279 !
undar §483.10(b)(4). ‘The fiacility will use the results of the
’ assessmont to develop, review and
: vise the resident’s mmprehenmw
E Thisx REQUIREMENT Ie nol met as svidenced ;:m of care. [
;'bg;sad on observation, medical recont raview, A) Resident # 15 will have a care plan | '
; and staff inferview, the facilify falled to develop an reflecting her  toiloting needs, |
indivfduallzed caré plan that reflested the current Resident #15 will be toileted overy!
1statusfm'50f12 sample residents (¥9, #16, #23, two hours or as needed. CNA’s will
#32 #94), The findings ware; b in cced on fhe § of all
1 . Review of the 5/11/12 significant change MDS . esidents being Wileted every two,
 agsessment for resident #10 showed aihe was hours.
. *ﬂﬂm‘”““? ‘%%’f&"ﬁm‘;ﬁn‘;‘mgm B) Resident #23 will have trouble
- gesistance .
(-) | care, Review of the oomesponding care plan _ falling/staying asloep or sleeping foo,
= | showed interventions regarding toileting and , Pn uch and feeling tived or having httles
_ hygiene were lacking. G%nuo;li - i goergy  and occasional  bladder
observation ol 71042 from 715 AM o finence added to his care plan. |
revealed the resident received 80 mg of Lasik (8 | mlmmmdents care alans WHP be}
diuretic) at & AM and siaff did not provide toileting lm p )
! assistance untlf 1:10 PM. At 1:10 PM, CNAS #6 i Teviewed at care plans mestings on a
andt #2 assisted the resident to the bathroom and ! 1quart¢rly basis to ensure that all issuss
removed the urine solled disposable brief before a m belng addressed in the care plan. . |
i they poaitioned himher on the bathroom C) 4 ¢ will have'
! commeode. In an inferview an 7/10/12 at 4:40 P Resident
| the SADS ceerdinator acknowledged e care plin | interveations added to her care plans .
! falled to address the resident's toileting needs. : addressmg gkin Ureakdown and!
unnary tract infections. Al residents
7. According to the 127111 annual MDE
aasassm':ng rosident #23 displayed two rmocd cure plang will be reviewed bat oare -
indicators - kouble fuling/staying asleep or plan meetings on a qua_rhmly 2518 to
; skeeping too much and feeling tired or hawgﬂ littie ensure that all inforventions are being -
energy. Review of the 6/612 quarterly MD. fi n the care plan for aress'
| asscasment showad the resldent exfiblied ;tfﬂf"fn: L trironcd any
| aecasional bladder incontinence. Review of the y be trige {
- care plan showed neither of these isstes were . !
appmpnatahr addressed; mood state was not !
.r-anm cw.z;!m Previous Vievsion Oboolisx Ewisd W 2RHATE r-;!qm:wmiﬂ I contintation shest Page 12 of 45
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= GENT
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F i DEFKS
l

F2r9

Continued From page 12
} care planned at all, and the plan for urnary .
! Ingontinencs lacked intarventions. On 7AZ1Z at -
§ 1040 AM, the DON confimmed the lack of an
+ appropriate plan for thase areas. She further
- ‘slated the resident reentered the facility on '
E‘HQHZ but an intérim care plan had not boan |
- developed even though the inttisl nursing
| asseustment had been complated. !

i
3. Review of the M21/11 annuval MDS
assessment and GAA for resident £9 revealed
- she trigyered ky several oreas Including frequent -
i wrinary inconfinence, Review of the urinery
f incontinence care plan revealed goals of “wil not
* develop skin breakdewn™ and "be free of wrinary
_tract infection.” There were no nferventions  * |
 identified to attsin these goals. .

4 Raview of the 10119711 adrizsion MDS .
assessmenl‘.nnd CAA for resident #32 revealed !
! sihe triggered In sovera! areas induding frequent

| yrinary incontinence. Review of the urinary f

t incontinence care plan showed goals of “will not

i develop skin breakdown” and "be free of urinary
| trat infisction.” Howevar, inferventions fo attain I
- these goafs were not identiied. '
i 5 Review of the 10723111 admission MDS

' aszessment and CAA for resident #34 reveaied
! s/hve triggared in several areas inoluding frequent !
! unary Incontinence. I sddition, the 5/13/12 '
* quarterly MDS assesement showed the restdent ¢

iwau atways [ncontinent of urine. Review ofthe .
l.n'inary incontinence care plan listed goals of "wilf *

{ niot develop skin breakdown® and “be free of

i winary tract infection.” Intervention strategles to
atialn these goals had not been idenfified.

F 280 A83,20{d}{3), 483.10{K)(2} RIGHY TO

porgD)  Resident # 32 will have.
intarvcnuons added to her care plans -
pddressing skin breakdown and:
urinary tract infections, All residents '
pare plans will be reviewed at ocure;
meetings on a quarterly basis to*
ensute thai all intervoptions are being *
fisted on the cere plan for any arcas’
maybe triggered '
) Resident # 34 wil have|
interventions added to her care plans;
addresging skin breakdowm  ani.
wrinary tract infsctions. All residents:
care plans will be reviewed af care’
‘plan, meetings on a quarterly basis fo
.ensure that all interventions are being
Jdisted on the care plan for any areas
'that maybe triggered.
JF) The MDS Coordinator and DON
iwill be sﬁendmgaWSBmCanm
bal'h sit on the IDT for care plans,!
The IDT will ensure that there will be:
jinterventions Hsted on 2ll care plans’
ifor all vewidonts and thelr cuerent
status. The IDT of the care pleans will’
‘be in serviced on the importance of
lasking  questions a3 fo  what
‘inferventions can be placed on
_identified problem arcas, The IDT
meets on a weekly basis, as residents
;come up for their anpual or quarterly:
FZBOQGaIaplans,thewrentemPlanwiu '

@)
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; 1
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NAME £F PROVIDER OR SUPPLIER BTREET AUDRESS, GITY, STATE, ZIP CONE.
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411D SIAMATY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN Dff CORRECTION o
ety W M%%zmmg;ﬁ#gww i
r ]
: . The
7t ot e ol T ot o T o
‘S&QD'-! PARTICIPATE PLANNING CARE-REVISE CP ; ollowing day by MDS Coor dixator | ;
The resident haa the right, uniees adjudged ' id NHA or designee weckly until !
! incompetent or othervise found ko be ‘ resolved and then quarterly thereafter. i
- incapacikated under the laws of the Siats, to Lo
: participate in plarning care antc.i treatrent or F280 :
in v treatmen ‘
otarges i oaro e : The facility will enswe that tho %/Z{ /l
rAmpmhenske care plan must be developed mﬂden:s have the right to participate )
mmprehmlve assessmeni. preparad by an es it oare and ent.
i Interdisdphary team, that inciudes the atiending - phang treatmm ¢
i physieian, a regisiered nurse with respomsiviity | A) Resident #23 will have a cars plan
ot o ndobr s sy | pollcing Jisher oment st
disciplines as determi ent's } for falls risk
O and,?ﬁ the extent practicable, the perticipation of * ?cll‘;f:;i;g po sure uloer. MDS
 the resident, the resident's family or the resident's or oping pros Sing Il
| fegal representative; and periodically reviewsd - coordinator will siart attending
and revised by a team of qualified persons alter | uu:nmtttea to ensure that intexventions |
each asseasment ' are placed on the care plan
B) Resident #43 will have a care plan
that accurately roflscts the residents :
_ ! mdependence :
This REQUIREMENT i= not met as evidonoed C) All residents will have care plans |
1oy ! gcting his/her current status and -
Bazed an chearvation, medical record review, ]
review of internal reports, and staff interview, the ! terventions addressing aach
+ fecillly falled to revise the care plans for 2 of 12 ° | regidents  needs. The MDS!
. sample residents (#23, #43) to reflect mach | Coordinator smnd DON will be
{ resident's current statuz. The findings were: I Jing s MDS Boot Camp; both sit
f H v
1. According fo the nursing documentation and | on the IDT for care plans. The IDT
'cident Regportﬁ.udlt." resklent #23 had soveral | will ensuwe that thers will be:
falls during Jims 2012, Dbservation on 7110112 at i intervontions listed on all care plans |
» 3 PM showed s/he had 3 pressure viceronthe ; l
 ight buttock. Review of the resiklonl's cara plan i
i showed “Potential for falis" and "Risk For i ' j
FORM m!wmm Fravious Versons Citoksdo Evint m:mtm; Faidify I: WYO0O1G IF gontinuation sheef Pege 14 of 45
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. DOUGLAS CARE CENTER LLC DOUGLAS, WY 82833
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F 280 | Cantinued Prom page 14
» Davelaping Pressure Ules™ had not been revised ,
1 since 105¢11, and neither reflected the resident's '
r ourvent etatus, Additionsf inferventions to help -
_ pravent or minimize falls had been developed by
i the facllity's "Fali Commitiee™; howaver, thgse |

intarventicns were not documented In the care '

I plan to enisure direct vare stafl were aware of

them. A Stage #f pressure ulcer was first klentifiad |

on B/812, but a plan to promote hesling and

! prevent addifional pressure ulcers had not been

 developed by 7/12/12. AL 10:40 AM on that date,

i the DON verified the care plans neaded lo be

i revised,

,{_ 2. Review of the care plan ®r residont #43

: showed it was 54 pages long, repelitious, and did
{ not show the resident's cormnt status. intarview |
with the MD8 coordinator on 741712 at 9:30 AN
confirmed ths cara plan was too long to be !
| usable, and it needad revision to acoummlely i
refiect the resident's independence. .
F 281 - 483.20(k)}3X) SERVICES PROVIDED MEET
ag-¢ - PROFESSIONAL STANDARDS

+ The services provided or amangad
" must meet professional standards

]
g

 This REQUIREMENT Is nol met.as evidenced

I

' Igased on observatior, review of medical

records, end stalf nterview, the facility faited o

maintain professional standards of pragtice

! related to olarification andfor ranscription of !

' orders and medication admieistration for 3 of 12 |

i gamphks residents (89, #22, #43). The findings
ware;

§el

the facllity
quality,

- mmEmmc 4a

F 280 for all residents and their curzent
gtamz.  The IDT of the cars plans will
tbe in serviced on the importance of
agking  questions as  fo  what
intervenfions can be placed on,
identified problem areas. The IDT
'meefs on a weekly basis, as residents:
come up for their anoual of quarterly
[cam plans, the ourrent care plan will
be updated to current status. The care!
‘plans for that week, will be reviewed:
gibllowing day by MDS Coordinator
and NHA or designes weekly unil’

lresolved and then quarierly thereafter.

‘ 9/36712]
Y4
"}

N —

F281’
B > 7} '
The facility will provide professional:
‘standards of quality. ’
:A) Resident #43 will have her order: o0
ifor msulin clarified. , il be
‘completed by 23645 31{2%13’ dents;

will have their orders clarified o
ensure that there is no confusion, H
#) Resident #43 who was given al
!PRN of Tramadol will ha%t
documentation and the documentation
will , include the rationale for
iadministration, the name of the i

FORM CME-RBAT(02-9%) Praviaus Yorsiona Oimolelo Event B} 2RMG
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i 1. Actording fo tha "Physician Order Report"
sighed 7/5A2, resident #43 had four differant :
, orders for insulin; L
& Insulin Aspart 1 ¥ 4 units sUBCIeNGOURlY
. (subg) per gliding scale thre limes dally (tid)
1 bafore meals in addifon to the § units schechied |
| tief with meals. .
t  b.Inzelin Aspart 5 units tid with meals,
c. Lanius 20 units subq at bediime. .
4. Novolog sliding scale insulin Injections. ;
l The frequency of the sliding scale snd Injections  +
3 m mt Bm‘lﬁeﬂ» ) F
| Furiher review showed tie same orders had been .
present on the monthly order sheats since the
s resident's sdmission v May 2012. These onders -
* had niot been ciirified In the o months they
ware on the record.
' Review of the July 2012 MARs showed the
! resident recaived the-ordered pm (as needed) :
' dose of Tramadol 50 mg ones on July 3rd, 4ih,
- and Gth und twice un July Bth andi Sth. Further |
review showed the reasons for sdministering the |
medication and it effectiveness were not :
dosumented at ai on July 8rd, 4th, and 6th and |
onlfy once on July Sth and 8th, Accordingtothe |
PON on 7H1MZ at 10:53 AM, stafl were fo
dosument sdministration of prm medications on
the back of the MAR. This documentation should
* Inciude the rationaly for adminlstration, the name -
of the medicafion, the amount administered, and |
its effsctivensss, ’
v Observation on 7112 at 4256 PM shawed
RN 10 prepared Miralax for acministration by
} pourlig ahé ounce of the medicadion into a plastic ;
- mediication cup. Review of the MAR showed the |
 feskiont was to raceive 17 grams. When ;
questioned about this, the RN sald staff had been |
; preparing the medicalion in this manner for an i
}

o ———

FORM APPROVED
D SERVICES OMB NO. 09738-0291
ERICIENGIES 1) PROMIDERSUPPLIERICLIA MULTIFLE GONITRUGTION (X3} DATE SURVEY
Tmﬂ;lgggﬁmmﬂ i IDENTIFICATHIN NUMBER: o) ajCOMFLETEn
A BOILOING
C
535040 | i Q71272012
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, (ITY, STATE, ZIF GODE
1418 BIRCH SYREET
DOUGLAS GARE CENTER LLC ‘ DOUGLAS, WY 02633
" BUMMARY STATEMENT OF DERICIENCIES e PHOVIDER'S PLAN OF CORRECTIGN )
(EACH DEFIIENCY MUST BE PRECEDED BY FULL PREFXN EACH CORRECTIVE ACTION SHOULG BE cim (1]
%EFG“ F REGU!.ADT%HY G £ BC IDENTIFYING INFORMAFION] TAG . QI%MFEESEEB ji*) 'I‘:i}ﬁ AFPROPRIATE ' OATE
i : ICENC ;
T R bl
' - w »
F 281  Continued From page 15 F za10edication, the amount administered !

and ity effoctivaness. All residents will :
ve documentation om all PREN
medications and the documentation
will include the rationale for
administration, the pame of the '
Fmdicaﬁon, the amount administered
its effeciiveness. .
) Resident #43 will receive the
pomect amount of Mimdax, All}
tesidents will receive the correct
dosage medication, '
D) Resident # 9 had boen recelving !
the correct dosage of the 12.5 mg of
Zoloft; but since it s not a regulation
fo have physician order report we will
o longer have them in place. ‘
All residents-will receive the comect
dosage of medications. |
) Resident #22 will recsive the :
- dosage of the Norco, The !
rder was clarified and the order from
/23/12 has now been noted and the *
order for 7.5/325 mg has been
removed from the MAR, All residents
will receive the comect dosage of -
medications and all orders will be
clarified and noted.
¥) The physician order report will no
]iongerbewedintha facility since {t is |
poi a regulation to. have. _
) We have started the process of

"
3,

FOTIM CIS-250T(F2-B8) Prviols Versigny Obsolele

O

Bt (D ZRHET

Fehdy ) WYDD1E
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENT] MEDICARE & MEDICAID SERVICES _ OME NO. 0938-030
y—N"EE‘B'EQB—‘— RICLIA CONST , DATE GUR
I Iy
c I
535040 ki 0722012
NAME OF PROVIEFER. OR SUPPLIER STREEVADUFEIES, CITY, 8TATE, ZIP CODE
DOUGLAS CARE CENTER LLG e a Tw“fgm
TR SUNMARY BTATEMENT OF DEFIGIEWCIES T m PROVIDGRS FLw OF CORREGTON. ' } T
i | A ATORY OR LG DENTFYING FORMATON, | ThG | 0 mgmae“g&m"::ﬁ&m”‘wmm [ y
| 1
1 [ ;
Ganlinusd From page 16 E i F 281 Eomg to EMARS which will help with
| unknowri length-of time since the bottle of Miralax our ?Imﬁcanm process and residerits
: no Jonger came with the olear plastic measuring recciving the wcomect dosages of
cup marked with 17 grams. Review ol the bollle | medications. Thero will also be a
;B3 wth the RN S & I W enop of | double check put in place; meaning
+ inside the cap with 17 grame marked at the lop of hen th . i
i the cup. When the RN fiied this cup and then when the new MARS come in ﬁum' |
| poured it into the plastic medication cup, the pharmacy -DON or deslgnee will,
} emadnt of 17 grams e fiics the et ' kompare the updated MAR o cutrent
" originally prepared, This reaide gen sgen whvsicia order. The comparisons
Lo e on 172 e R bo done o by bais s
complalr . . b y and,
P : trought o QA monthly untl the issue,
| 2. Review of the medication adminkstration record | has been resolved and then quarterly
ahowed 12.5 mg of eerataline HGL (Zolof) whs i thereafter, Nurses will be in ssrviced
administered daily (o resident #9. Review of the | ‘n the im of sl tosi !
l:) " orders Showsd the dosage was changed from 25 on the importance denm‘
' mg fo 12.5 mg on H28/2. However, review of all receiving the correet dosage of
e oy st o et ous. Nursing taff will lso
from that da Snawe ' ! gervi the imporiance of.
| 25mg of Zoloft be administerad, The most current g" in “““’1“:: "‘i‘. PRN El"  Eontions
[ "Physician Order Report', with an effective date documentation o N 1
- of 7112, was signed by the physiclan on 677712, the documentation will include the
" The dusage discrepancy had not been ciarfied. | irufionalﬂ for administration, the name
' : j ication, the amount’
. §, Review of 1ha physician's orders signed 7/6/12 | of ﬂ}; M‘-"?{B eﬁ“ecﬁvenel; ;
. showad resideni#22 had orders for both Nerco IDGm ax k1 > Be g
 7.6/336 mp four Bmes dally as noeded for pain DON  or  designee  will  audit-
and Wdlaﬂmgfﬂe (Bﬂwfﬁ‘" “Iam‘i’-f“hform::) 9325; wiocumentation on PRI mﬁieatmnsl
mg 1 or 2 tablets avery four to six hours . itis
needd for pain, The orde for Norco 7.5/326 mg | iy né‘ﬁ?émgﬁgﬂf:gf s
{was dated 3412 and Lhe order for hydrocodong. | joeIng ; mmll
| 51305 myg was dated 4/21/12. Further review . iragolved and then quertesly thereafter.) .
. Siiowed & nofs 1o the Phﬁ;mgﬂ‘zd"ma;: ‘ ‘Lastly nursing staff will be in serviced’
| requesting olarifigalion as g won, clarification and noting physician’
, correot; the physiclan's résponse on 4/25/12 was .
i 'dmslng%oy;fszﬁ.“ How'fw_ this order was orders and following up on requests.
' never noted, and both remained on the signed 930712
“MARs from Aprl through Juty 2012
P ConG TR (7250 Previo Vitcons Ortese Event ID: 2R Facany ID; WYUG1E If continyntion shest Page 17 0145
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FORM APPROVED
(4] 0, 0938-0351

_CENTERS FOR MEDIGARE & MEDICAID SERVICES
BMENT OF DEFGIENCIES X1} PROVIDERIBUPFLIERIOLIA

LAY OFf CORREGTION ENTIRCATION NUMBER:

BISOA0

(XY} DATE %EY
e P
07422012

£42) MULTIPLE CONSTRUGTION
A BUILDNG
B, WING

NAME OF PROVIDER OR SUPPLIER
DOUGLAS CARE CENTER LL.GC

STREEY ADDRESS. (1Y, STATE, ZiP CODE
1108 BIRCH 3TREET

POUGLAS, WY 82532

SEHMAARY STATEMENT OF DEFICIENCICS
(EAGH DEFICIENOY WRIST BE PRECEDED BY FULL
FORMATION)

TAG REEULATORY DR LRG ENTIFYING IN

S i

D PROVIOER'S PLAN OF CORRECTION
FREFIX CORRECTVE ACTION SHOULD BE
TASG EFERENQEL 10 THE APPROPRIATE
. DEFICIENCY)

oo

RATE

il v
¥

F 281 | Conlinyed From page 17

4, On 7M0/12 at 4:30 PM the DON confinmed

siaff were to check the monihly “Physician Order

' Report” forms againgst the MARS to ensure the

1 orders were comect ond transcribed
appropriately, 8he further stated “Rvidently they

I arent” comparing tie two. Review of the onder

: sheels showed nalther nursing por the

i pharmacist signed the "Physitian Drder Report”

| farms g reviewing the arders,

o —

¥

- Refarences:

» According fo Smith, Duslt, and Martin in “Clinical
v Nursing Skilfs Basic to Advanced Ekilis," Seventh
, Edition, 2008, . 588, "if a writtan arder & Wegible -

{ o is questionatde for any reason, the physician
: must be rofified for clarification.” Further review

of the sama page showed *.. the nurse is

: ible for validating, prepaing, and
administering medications safely...” Page 569 of

the same reference femizes the "Six Rights™ of
meication administration which includas the
"Right doze."

The Wyomning State Board of Nursing Rules and
Regutations Chapter 3 Standard of Nursing
Practice, Section 2. Standards of Nursing
Practice for ihe Registered Professional Nurse

f-(hj {l} The registered professional aurse: (G)

' Speks clarification of orders when neaded; ;
F 282 ' 483.20(K)(3)(I) SERVICES BY QUALIFIED :
g5=D ; PERSONS/PER CARE PLAN

l' Tho services provided or armanged by the facilty
. must be provided by qualified parzons in

! aucordance with each resident's wriften plan of
I'mre.

24 wm e ———— .t —r——

L
i

F 281"

- ———— | -

[ R,

A ara

A kMO T Smyem fe e A—

P e

F 282

T
H

F

E
b
4

H
1 ¥

!
FORM CME-2567(02-99) Prvipu Virsione Olokts

Evesrt J0; 2HE11
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ENTERS FOR MEDICARE & MED! BERVICES OME NO, 0938-0381
OF DEFICIENGIES 1 Pmmsurruemm MULTIPLE CORSTRUCTION RVEY
' [ GF GORREGTION o ENTWICATION NUMBER: o ‘“’3335?%&9
| A, BUILDING Y
_ L]
a.
| o T VNG ~— 07/122042
HAME: DF PROVIDER OR SURPLIER STREET ADDRESS, 1TV, STATE, 2\ QODE
_ 1108 BIRGH STRERT
DOUGLAS CARE CENTER LLC DOUGLAS, WY 272633
peapio- | BUMMARY STATEMENT OF DEFICIENCIES oo m PLAN OF CORRECTION v ey
PREFIX | RAGH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIK EACH BURRECTIVE ACTION SHOULD KE CLMPLETION
G EGULATORY OR LEE KJENTIFYING INFORMATION) L TA@ c osmwmsn TOTHEAFPROPRIATE | DATE
; ! ’ PEFIGIERCY)
T f g
F 262 | Continued From page 16 " popy F282

I
i‘ This REQUIREMENT is not mel a2 evidencind

" by

' Based on observation, staff intecview, and
* medical record review, the facllity failed to ensure
- staff followed the cars plari for 2 of 12 semple

' residents {#11, #18). The findings were:

' 4. Review ofthe 4/9/12 annual MDS assessment |
{ for resident #1% showed s/ha was at risk for i
developing pressure sores, Aesording to the core *
plan; the resident needed a preseyre reducing
cushion in the wheelshalk, Periodic ohservations

" from FOM2 o TH2HM2 cevealed the resident satin
. the wheeicha without a cushion. Duiing an .
inlmwﬂwon ZM2/42 at 2:30 PM, RN #12 E
canﬁnﬂed tha resident Jid not have a pressure
i refieving cushion in the wheslchair. Al that tima

: the nurse Stated i should have been in the

! whicoktialr bacaussy the resident nesded it

i

1 2. Review of (he care plan, revised 4/2/12, for

i ressident #19 showed the following intervantions

| were to consistently be implemented by the
 nursing staff:

[ & Apply TED (compression) hose avery

| morning and pemove them at night,

¢ b. Reposition at lewst every twoto fuurhoum

' o Dociwnent preventive and treatment '

f measures. :

i d. Monitor and record skin status weekly. .

{ Qhsgervation on 7A10/12 revealed the TED hose |

[ had not been applied to the resident’s legs from |
730 AM until 12:45 PM. The observed bllateral i
; lower extremily edema remained unchanged ;
dunng this time. Observation on 71012 from
! §:20 AM until 12:45 PM revesled the ragident sat

i in the reclingr chair in his/fher roore without being |

The zervices provided or arranged by
the facility will be provided by
qualified persons i accordance with
isach resident’s written plan of care,

A) Resident #11 will have & cushion
placod in her wheel chair. All
Jesicents Wil have thoir care plaasi
Eft:dlcm.vesd ;
Resident #19 will have TED:
!(compmssmn) hose applied overy:
moming and removed overy night.:

He/she will be reposttioned every two,
o four hows  #19 will have
‘docupeentstion  for preventive and,
'treatment measures. Ho/she will have
her skin status monitored and recorded:
‘weekly. All residents will have their.
i pare plans followed,

'C)  All nursing staff will be in
serviced on the Importance of
following the care plan. An audit of
:care plans will be done on a monthly
:basig by MDS nume or designee to
ensure that we ate following care plan
| propealy, This sudit will be brought to,
{ QA unijl the problem is resolved and
aﬂlm quarterly thereafter. ; /13

3 e

r

l

FOSRM RAR SHATIGI-00) Frevious Vercions Gbsclabs Event 1D 2RNG1t

Q

Fclliy 10: WYOH16 I contination sheet Page 16 of 45



- i =

6870872012 08:12 FA% 3073581831 DOUALAS CARE CENTER d027/052

DEFARTMENT OF HEALTH AND HUMAN BERVICES O Ao 12

MEDICAR SERVICE: OMB NO. 0938-0391
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i E L] IDENTHICATION N
LAN OF CORRECTIO! EMEER: A BULDWNG GOMPLETED
c

8, ViING
. 536040 : - — n OTI212042
NANE OF FROVIDER OR SURPLIER STREET ADURESS, CITY, SYAVE, 2P CODE

1108 BIRGH STREET
DOUGLAS CARE CENTER LLC DOUGLAS, WY 82833

SUMMARY STATEMENT OF DEFICENCIES n PROVIDERS PLAN OF GORRECTION 1*
(EACH DEFIGIENGY MUSY BE PRECEDED BY FLLL ©  PREFIX EAQH CORRECTIVE AGTION SHOULD B comgnm |
REGULATORY OR LEC IHENTIFYING INFORMATION . A ¢ c USS-RH‘ERESQFE%TE%H‘PEMFWHME DATE

1]
FI
TAG

B TS —

el
ot ot e

F 282 Confinued From page 19 i F282:
! repositioned by siafl. Review of the Agpril, May,
! June and Jiky preventive skin care monltoring
and assessment documentation showed weekly
i dosumentatien and monitoring 1o bddross the
, pressuee ticer on tha resident’s coccyx ares had .
i  not been done. In an inferview on 7/11/12 at 5:05 |
+ P, the MO¥8 coodinator stated alf of the cane
| plan interventions for this resident wers current
| ang applicable and should be consistenty
[ followed.
F 283 | 4B3.2001)(1)5(2) ANTICIFATE DISCHARGE:
e5=E | REGAP BTAYFINAL STATUS

’ f
{ ;
F 283 F283
iThe facility will pravide a dxscharge[
lsnmmary that includes & wcapittﬂatmm
‘of the resident’s stayanr!aﬁml

I When the Rusility anticipates discharge o residont
summary of the regident’s status at t.'he

must have a discharge summary that inclisles a
* recapituiation of the resident's stay; and a final

e o o e o RS ———

-summary of the resident's alatus to meiwde tems time of discharge.

in paragraph (b)(2) of this seotion. At tha time of A) Discharge summparies will be dpn&
, the discharge tht is avaiiable for relesse to for residents #54 and #55. When &

am!mrized_p_ersans and agencies, wkhthe . . resident i being disoharged there will

; P the cesident or legal representative.
jeonsent of i ieident or legai fop be a discharge summary done by the
! appropriate disciplinaans.

i Thie REQUIREMENT s not met a evidenced 'B) The interdisciplinary involved in.

‘g'ased on revigw of medical records and staff ‘the discharge plamning will bo in’
- inferviaw, the facliity failed to provide the required ' "serviced on what needs to be done
f discharge summaries for 2 of 2 sample residents ‘when & resident is being transforred.

e =

i%ﬁfﬁ*gﬁ’ for whom discharge was antiolpsted. ! | All discharges will be cvaluated on &

[ faiags were: { ‘monthly basis by Sociat Service on

| 1. Acooeding to the 4/24/12 social worker's notes, (designee 1o ensure that a discharge’

I res[dant#ﬁ% was fl'ﬂll';l-ﬁfmﬂ o a!'lﬂﬂlﬁtl'&f;ﬂ;llzjigdm isummary had been done and brought'

* that date. However, the notes wivé not clu . to QA on a mopthly basls umtil;

| :

| In the resident’s closed medical record. In i : .

1[ recapitulation of stay was lacking, On 71212at | ; ' 9

10 25 AM the manager of the medical record ; ; -‘

FORSY CHS-2557[02-96) Previous Vardns Dtstlale B O-EREEN FacHiy ID); WY00ia # contimestion shost Page 20 of 45
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FQWFM DICAID SERVIC MB NO, 0948-0301
OF OEFIQIENGIES {Xt} PROVIDERGUPPLIERIGLMA {X%2) MULTWPLE CONSYRUCTION X3} DAYE BiRvEY
N-OF CORRECTION JOENTIFICATION HLRBER: A BULDING | COMPLETED }0 )0
| B, WING ¢
535040 , , Fh Az
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¢ AR T R A
I
i- ! ; l
F 283 | Continued From page 20 ' F283

| department stated she was unaware the ! :

: recapitulation of stay form was neaded. She ; ]

I.' confirmed the it had not been completed. : [

‘2. Review of the medical record showed a ! _E

| discharge summary for resident #55 was lacking. i '

" Interview with the DON on 71212 81 G40 AM ° [ :
confirmed the discharge summacry had not been ! ! :

; conmpletad.

T eeues
BEeE ) . The facility will have a discharge

. When the facility anticipates dischargs a resident |, sunmary that ipcludes a3  post-,

'M&meadﬁm?sumqﬁ:mﬁh; dischargs plan of care that will be:
p ischarpe of care that is developerd i . . . . ;

O ] the participation of the resident and s orher | das[elqpad w“!‘ e md!?"“"“ ofthe:

‘ | fanifly, which will asstst the resident to adjust 1o | mmdenfuanﬂ his or her ﬁzmly.. .

- his or her new living envitonment, [ 18 Residents #54 and #55 will have ui

E Ipast discharge plan of care. Alli

. . residents who are discharged will have '

';‘;rs REQUIREMENT & not mek as evidenocad :a post discharge plan of care including !

Based or madical record review.ard staff the participation of the resident and:
Inmr}*diew:hﬂxe fa:{mmy ;’aﬂad t:: de;gflug the l;;r:nn;;uirecl ' -hisfher family,

+ post-discharge plun of care for sam I he o inki involved im
rasklents (454, #6) for whom dischargewas :g; '?."’ m“‘i"’ Hmary Wil b o’
antivipated. The findings were. : ithe discharge planning :

sserviced on what needs fo be done.

( Review of the medioal recods for macients #54 | iwhen a resident is belng kanafmed.F

+ and #55 showed & post-discharge plan of care | ATl di .

» was niot developed for either resident. There wes ! Eﬂm :‘u ggc glﬂlﬂcz"’;'

 a discharge summary for reskdent #54, butit | :mopthly basis oy TV 5

| falied o Inciude & post-discharge plan of care, At | jdeslgnee to ensure that s discherge:

19:4!) AM on 7/12M2 the soeial work confimed her! isummoary had beon done and hroughtf,

ot dd plconm ot o Oa on o oy busis il
-Bigy . . :

- :ummary was lacking for resident #55, At8:40 resofved and then bi-yearly thereafier. |
AM on 7H12A2 the DON confirmed there was np | ' (/9@@71/%}

— Pyt Fn;wm;mwu ¥ crntiounation shast Prge 21 of45
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c
535040 - 071212012
| NAME OF BROVIIER OR SURPLIER STAEET ADORESS, CITY, STATE, ZIP CUDE
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TAG

CROBE-REFERENCED 10 THE APPROPRIATE
DEFICIENCY)

l
F284. Ganthmd From page 21
! discharge plan, discharge oder of summary,
nursing/eocial gervics documentation rednted (o
F cigcharga for resident #55. {
F 308 ' 483,25 PROVIDE CARE/SERVICES FOR
§8=D 5 HIGHEST WELL BEING

' Bach resident must racaive and e facility must
| provide the necessary care and servicas 1o stiain
1 or mainta the highest prcticable physical,
| mendal, and psychosocial wel-belng, in

» accopiange with the comprahansive assesament !
, and pian of care.

!

1 This REQUIREMENT is not met as evidenced
by
Based on observalion, medical rzcord review,
I and. staff-and resident interview, the facilky failed
to provide necesaary care and seyvices for 2 of
| 12 wample residents (#19, #43), The findings
i WETE‘-‘ i

*I Resdew of the: 5/17/12 pain assesement
; : ghowed resident#43 had ohronic, dally pain, but
! the 52212 admission MDS assessment

i documented the reskient had moderately sevors |
' ocasional pairt. During an interview on 77812 at |
4:15 PM, the resident stated she hadarodin ¢
- hisfher back and pain wab not controlled. The

, Fesident further stated breakthrough pain was

{ ! traated with Tylenol, which was effective for about *
45 minutes and then s/he coukt not have more for
; three wmore hours. Review of the medical ragord ¢
i showed the resklent had had back surgeryand .
had 1 diagnosis of chronls back pain. Review of

[

H A
. i
3
I

F309

The facility will proved the necessary
‘care and services to atiain or maintain
F 309 the highest practicable physical mental
and psychosocial well-being, in’
wceordance with the comprehensive,
rassessment and plan of carve, |
|A) Resident # 43 will have her pain;
jcontrolled, All residents with any painf
will have their pain controlled. The,
dooumemtation for a PRN will have,
‘documentation and the documentation
will imwlude the rtetionale for
‘pdminisiration, the name of the
Medication, the amount administered’
and its effectiveness for reyident #43
"and all residents,

B) Resident # 19 will have hex TED
{ise applied in the morming and faken
off at night. There will be more than;
ione pair of TED bose ordered. All[
!residents will bave afl the necessary!
reare und services fo attain of maintdin
ithe highest practicable physicst meant'
‘and psychosocial well being,

iC) Nursing staff will bo in serviced:
" on. the importance of documentation of
IPRN medications the docamentation’
will ‘include the rationale  for,
admivistration, the mame of the'

F 284

Lihe physician's onders showed multiple . . : . -
l medicaion changes had been aftempted o :medication, the amount administared
FORM masaﬂnz-w) Proveipus Vaosions Obeolate vt [0t zamu Fackity I WYDDTS i continuation slet Page 22 of 45
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. and ts cffectivenesy. DON  or'
F 308 s Gondinued From page 22 Fa0a," " Y . .
esignee will audit documientation on |

controt pain, and the resident routinely received |
Netrontin with Tytenol every 4 houts pm and ]
Tramadol fwice daily pra for breakthrough pain ,
E
.

| Raview of the July 2012 MARS showed the

| raskient receivad the pm dose of Tramadof 50

; g once on July Srd, 4th, and 6th nd iwice on
+ July Bth and 9th, Further review showed tha

i reasans for administering the medication and s
| affectiveness were not documented on July 3rd,
s dith, and 6th and only once on July Bt and Sth.

: Agcording to an imerview with the: DON on

[ 7112 at 10:53 AM, staff were {0 re-assess
residents afta adminisination of egch prn .
medication to determie iie effectivaness, :

2 According {o the medical record for Residant
#18, the physician ordersd TED {onmpression)
! hose (o be wom ally to reat lower extremity .
1 ederna. Review of the care plan, revised 412112, !
- ghowed staff ware to apply TED hose every :
morming and romaove them af night. Observation
.o 771012 revesled the TED hose tiad not been
applied to the resident’s legs from 7:30 AM unll
, 12:45 P'M. The observed bilateral lower extremity
| edema remained unchanged during this time.
Interview with RNFT2 on 7110/12 at 4 PM !
revegied the TED hose had not boen applied that
| day bevauee thay were washed and hanging to
dry. At that time the RN stated she did not know
why only one palr had been ordered instead of
I WO pﬂh‘ﬁw
F 314 r 483.26(c) TREATMENT/BVCS TO }
s5=n | PREVENT/HEAL PRESSURE BORES

Based on the comprehensive assesementof a
{ resfdent, the faclity must ensure that a resident
| who enters the facilily without pressure sores

E does ot davelop pressure sores unless the

O

o e orm————

PRN medications oq a mouthly basis ;
ko ensure that it is being done and will !
hring to QA mntil resolved and then '
unrterly thereafter. Nursing staff will
e in serviced on providing the!
neoessary cato and services to attain or,

aintain the highest practicable’
physical, mental, apd psychotically
well being, in accordance with the,
comprehensive assessment and plan of -
ware; an audit of this will be done on a!
monthly basis by MD$§ cvordinator m:i
esignee and browght to QA on a’
imonthly basis until resolved and then
quartezly thereafier,

F314

At mm—— R ———— P &

FQRM CAS-557(02-5) Pravious Vorslons OB sofete Everd 10 2RHO1E

O

Facity 1) WYD01G If eontinustion sheot Page 23 of 45
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7 314’ Continued From paga 23 ' pagol4 ,
 inclividusis olinical candiion demonstratas thal The facillty will ensure that a resident

they were unavoldable; and = resiient having
| pressure sofes neceives necessary Wreatment and -
 servioss 1o promate healing, prevent infection and
I prevent new sores from developing.

i
v

CThis REQUIREMENT i not mat as evidenced {

! bgased on obaervation, madical record review,

i staff interview, and raview of poficias and i
{ procedures, the facilily falled (o &nsure i
| monitoring, essessments, and &Kin care :
! interventions wére consistently provided for 2 of 6 |
| sample reskients (#£19, #23) who ware at risk for 1
 developing pressure ulcers. The flndings were: |

Review of thi 12720/11 admission, 312/12 |
quarterly, and 5M1/12 significant change MDS
| assesements showed resident #18 was al risk for |
: denyeloping pressure ukcare, Review.of the SITIAZ°
! slgnificant change MDS fsseesment showed the -
" rasident was folaily dapendent on staff for ;
- frangfars and bed robllity, and had moisture. ;
' agsociated skin damage. Review of the care plan,
upclated on 6/18/12, showed inferventions that -
f addroszed the rigk for impaired skin inlogrity ,
- included: "Document preventive and treatment -
 measuros snd description of lesions .. iflesian or
| defmded area present. Monftor and record skin -
| sfatus weakly ... Reposition at least q [averylz fo
’ 4 hours and prv [when necessary] if residen
uniable to perform on own.” Review of the nurses’ |
notes showed staff first noted an "open areato
| buifocks” on 4/17/12. Review of the 7710112~ |
 non-preseure skin condition record showed the !
{ area on the buttocks/coccyx had deteriorated and |
! the wound bed was dark pink, excoriated, and ¢

l

who epters the facility without
pressure  sores does mot develop
pressure sores wnless the individual's :
‘!c[l‘inical condition demonsirates that :
they were unavoidable, and a resident

| pressure  SOfo§  receives
ecessary freatment and services to |
romote healing, prevent infection and -
revent new sores from developing,

3} Resident #19 will have proper

ocumentation  apd  consistent

freatment concerning her Iropaired .
gkin integrity. Al residents will have

toper doonmentation and consisfent |

ent to awy impaired skin |
fegrity issues. ;

1) Nurses notes will be done weekly |
on skin assessments and treatment and ;
will reflect what and when freatments |
were applied for resident #23 and all
Easiﬂents.

) - The monitoring systemn wiil
inolude Information regarding how
fong the same teatments were ;
fmplemented and which treatments

d interventions wete effective. ;
auitoring will be comsistent and
there will be only one monftoring tool
g utilized for resident #19 and ail :
idents. i

L}
3
¥
L3
¥
]

Sk o ome

e A

FORM CIA5-Z58T(02-99) Priviotie Varsions Qindiels: Evard [ ZRHGTY

9

Facity T Wyddte ¥ cxmbinuation shes! Page 24 of 45




o —ti,

-

08/08/2012 0813 FAX 3073581891

DOURLAS CARE CENTER

g os2/o52

PRINTED: O7/35/2012

BEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
. OME NO, 0938-0391
MENT OF DEFICIENCIER: | {x1) PROVIDERZBUPPLIERICLIA {22) ULYTPLE CONSTRUGTION (R3] GATE SURVEY
LAN OF CORREGYION IGENYIFIGATICN NUNBER: COMPLETED ,
. A BLLDING #
c
, WING
535040 8. Wi 71212012
HAME OF PROVIDER OR SUFPLIER STREET ALDRESS, TITY. STATE, 2P GODE
. 1108 BIRGH STREEY
pOUGLAS CARE GENTER LLG DOUGLAS, WY 62899
) SUMIMARY STATEMENT OF DEFICIENCIES w i PROVIDER'S PLAN OF CORRECTION : e
EFtX (EACGH DEFOIENGT MUBT B PRECEDED BY FULL PREFIX sﬁﬂﬂﬂ GCORRELTIVE AGTION EHGULD RE \ ETRIN
TAG REGULATORY (4% 1.5C (DENTHFVING INFORMATION) TAB H’EREHCED&MAPPRWTE . DT

E

F314; Continued From page 24 i
| macerated. This review also showed thearea |
i measured B by 3.3 sentimeters, Obsivation on
| 710/12 9l 2:15 PM revealed the MDS
* coordinator, the DON, and physical therapist #3
' removed the dregsing on the residenfs cacoyx
| ares and axposed & stage i epen, molst pressdre .
 uloer that appeared o3 documented on the ,
' 771012 non-pressure ekin condiion recerd, The
! fpliowing concetns were idantified: ;
! a. Revlew of the nurses' notes, weekly |
{ gkin agsessments, and freatment records !
» ghowed, that since the area was first identified on |
4717712, staff had failed to 859955 and document [
* the appearance of the area every week. There |
" was also a lack of docurnentation show what and |
when treatments were applied. i
b, Review of the monifaring systam ‘
. ghowed it did nof inclide information regarding
frow long the same treatments were implementast l
and which treatments an interventions were '
effoctive. Reviow of this system also showed |
~monioring was inconsisient and two difterent
- monitoring tonls were being utiized at various |
limes, Further review showed at times the same -
areq was assessed as g pressure ulcer and at
- pther imes it was assessed as & noR-presswe
" area,
: c. Interview with the MDS coordinatoron |
' 7742042 at 1 PM revealed the lack of an effective, '
' consistent assessment and moniloring system |
* made It difficult to determine what factors '
i pontributed to deterioration in the pressure uloer.
! d. Observstion on 7M0/42 from B:26 AM *
i fo 12:45 PM revealed the resijent sat in the

4) Resident #19 will be repositioned ,
every 2 to 4 hours or as needed for:
yegident #19 and all regjdents. *
B) Resident #23 will have proper
documertation  and  consistent
freatment concerning her impaired |
skin intsgrity. All residents will have |
proper documentation and consistent
freatment fo any impabred skin:
integrity issues for resident #19 and all’
residents. . :
1) There will be documentation on a”
weekly basis done on skin integrity by !
CNA’s for resident” #23 and all-
Tosidents. ,
lassessment and monitoring  system,
iwill be put in place for resident 423
‘and all residents. ’
3) Resident #23 will bave proper!
documentation  and  conmstent
treatmment conceming her Impaired-
‘skin integrity. All residents will have:
iproper documentation. and comsistent
freatment to =y impaired skin-

FIOFTM CIA5-2567(R-80] Provisul Verions Obeoiie

O

l redliner chair continuausly without repositianing. { ‘integrity Jsous for resident #19 an dall
|9, Actording o the 6/6/2 quarterly MDS ! esidonts. ;
f asaessment, resident #23 was ot risk Tor ’ . . [

Evort B3 2RHGH ; If confiruation sheot Page: 28 of 45
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P 14 Continued From page 26 Fat4 b) All charge purses will be attending |
a wound care/pressure uloer boot'

| developing pressure ulcers, Dirservation an
. THOA2 at 3 PM showed the resklent had a Stage *
i If pregsure yicor with 8 conter area of yellowish |
i slobgh on the dght buttock. At that time, bath :
I physical therapist #2 and the MG coordinator
: glated the wound had Improved. Measurements
| of the wound wene 2.5 om by 1.6 om with the ereq |
- of shough mazsuring 0.8 om by 4.7 om. The §
; resident had been hospitalized on 773/12 and '
retumed to the faclity on 7/9/12. The following
vaticlont practice relatad to lack of monfloring and !
i documentation was idantified: _ ,
« & Review of the 6/8/1Z CNA checklist :
! showed the resident had 2 Stage Ul pressure ulger |
. on1 the left buttogk, Cn 6722712 the CNA chieckRst l
) documentation showed "2 sores on fhisfer]
; bottom” written beside the area for coccyx and !
i "z0re behind ear from glasses” was writien by the |
» space labelad "Bahind ears.” There was no GNA I
' documentation between 68 and 6/22/12 o after l
s/zz2n2,
b. Review of nursing documenlation dated !
8/1212 showed "Rasident seen for wound '
! vounds, Refused oare from.. Will respproach in
: one week, CNA's to report to nurse if resident will |
1 allow gspessment " There was no docurmentation
s desoribing the wound from 6/8/12 unti 672212, a '
- tokal of 14 days. Nursing documentation dafed |
| 6722112 showed a "2.8 X 1.8 area noted on t
f ischium cleaned [with] wound dleansar covered |
| [with] dimetfecone [and] Island dreesing. Stage 1
j {one). Will monitor,” Thare wag no other
desscriptive documentation untll /2612 to shaw |
s whether the wound was improving. :
¢. According to the 5£26/12 narative wound
“rounds documertation, the fefltischium was '
+ haaling well and treatment was discontinued. '
; Further review showed "Noted area on ¢occyx. F

camp on 8/1/2012. A new wound care
gystem will be developed and:
implemented.  Wounds will be|
dizscussed on a weskly basis after
womnd care temm sees the woundy, !
All documentation will be reviewed ut |
fhat time, it will be brought to QA on -
a monthly basis until there are mo '

imore fssues and then quarterly '
thercafier. }}ﬂél’

L

oy me 3

7.
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| i
F 314 | Continusd From page 26 Fatd
Reddened area... Superficial Blanoched...Will
| monitar...” Thare was no spacific documentation
* in the nuFsing nawrative to show if the area on the
cocoyX was open, what treatment was inlifated, or
the appearance of the wound, However, review of . f
thes "Pressure Ulcer Healfing Chart” dated /2242 '
showed docurmentution dated 8/26/12 of an ulcey Lk
focated on "Right Buttock/Left Buttock® that
_mazsured 2.1 cm by 1.1 am with slough tissuea
but no exudate. The fecillly was unable b expiain .
 the discrepancy In the dates,
b d The form entiliesd "Non-Pressure Skin
+ Condlition Record” indicated the resident hadae
: pressure uicer first observed on 6/26/12 and
D dletary was notified on thet date. The only uther

.
B e - 2

P P A 4 Mo e e
[

N emmm mw m i o ——

- -

' documentatian was dated 7/ 012 and showed

, meaguremants of 2.6 em by 1.6 om by 0 cm with

' no tupneling or vdemmiining present. The wound
was doscribed as partisl thickness, with pink, pale

 fiszue in the wound bed and a scant amauntof

| seraus drainage; an area of sloth located i the

| canter of the wound was documanted as

' measuriig 0.8 X 0.2 ¢m. There was

| documentation & show whether the wound was

| open on 626112, '

: @ Qn 7M2A2 ak 1 PM the DON, physical

[ therspiat #3 and the MDS coordinator staled they |

were inawaye: the two forms they were using for -
dosumentation were for differant types of

. wounds, They also acknowledged better

, documentation was needad.

[P

Ry e —————

m R Vemme p oam

I

'3, Review of the wound and $kin care protocols,

[ dated Novesnber 2010, showed procedurat |
 requiroments Included “monttor and evatuate the | .

| effaciiveness of the care provided daily and make - ,

- changes a2 needad, If the uloer fajls to show
evidenve of healing progress within 7-10 days,

EORM CMS2887 (G/49) Fevous Vensiom Dass Bypnt (0 ZAHGTT Faciny ID: WYDo1g If ontinuatkie sheot Page- 27 of 45
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I reassess the ukeer and ... cAeral condition.” .
F 515 | 483.25{d) NO CATHETER, PREVENT UTI, . F316 ,
g5=D | RESTORE BLADDER [ t ;
_ ] | F315 f
 Based on the resident's comprahensive ; The facility will onsure that a rosident!

asseesment, the faclily must ensure that e
: rosident who entars the faciRy without an
¢ irewaling catheter is not catheterized unless the
' resident’s clinical condition demarnsirates thal

, catheterization was necessary, and a resident |
i whe i incontinent of biadder receives appropriats |
irétment and servives t© prevent urinary [ract
; ! infctions and o restors as much normal bladdar -
| function as possible.

I This REQUIREMENT I ot met a5 evidenced
[ by

1 Based oft ohaareation, resident and staff

! irtarview, and medical record review, the facllity
! failed lo ensure 1 of B (#15) rasidents with )
l mmntmenm recelved app te Weatment and:

- k= —n

servives i maintain nemat Tunction and
pmfant urinary incontinence. The findings wera;

i

Ravmw of the 51112 significent chaige MDS [

| assessment for rasident £15 showed she was |
-i trequently inconlinent of urie and raquired total

! aysiamnece with tolleting and parsonal hyglana !

t e, Review of the correspomding Sare g

atvowet infarvantions that addressed tolleing and l

[

i

i

¥

i

1who enters the facility without en|
[mdwelling catheter is not catherized
wrnless the resident’s clinical condition
Edemonsfmws that the cathertization,

was necessary; and & resident who is
incontinent of bladder receives
impr::aprm:te: treatment and services tu

iprevent urinary tract infections and m o
restore a5 puch normal bladder T
function as possible, G

'A) Resident #15 snd all residents will /,Zé/ ‘
‘have care plans that  include: o
interventions addressing toileting and

.personal hygienc peeds. Cire plans

will be reviewed on 2 quarterly basis!

‘for each resident. A mors critical way
iofthmhngwﬂlbe!mkﬂdat The care

‘plans will be reviewed weekly after,

lcare plap day, Then tsken to QA
‘monthly until all issues have ber.m{

and quarterly thereafter.© |
pereonal hygiens necds were lacking. Tolleting jresolved
assnstanneygas not provided during the following | 11y Resident #15 will be toileted every,
' conﬂng%tﬁ phservalions on 7M0M2 from 7: 15 AM two hours or as peeded.
ot to
! w, The resident was eating bieakfast in the “2‘)“ Ahgumﬁgs w fleted every
dinirig room at 7:95AM and received 80 mg of 0 hours b
1 Lasix (a diuratic) at & AM. _
FIRM CMS-L56T(D2:68) Frndous Vamlons Dbevitle Emm:mmi; Fasigy K): WYQO015 If continualion sheet Fagn 28 of 45
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. Db.AL8:20 AM CNAs #8 and #2 ransferred

! the ragident from the wheelchair to the rochiner

. Ghigir I hisfher room. :

¢. The reskiont remained In the racliner chalr |

until 10:20 AM, when s/he was wheeled o the

baauty shap.

., d At 11:55 AM the resident was whealed to

! the: dining roont for lunch. .

@, Af 1710 PM, 5 hours snd 10 minutes after

receiving Lisiy, CNAS#5 ond #2 assisted the |

' resident to the bathroom and removed the urine l

 aclled disposable: brief before they positioned |
hirm/er on tho kathroom commode. :

i AL 1210 PMCNA#Z stated the usual rotttine of ;
tolieting the resident every twey to three howy had l

been distupted this day because the rosldent hed |

an extended appointment at fha beauty shop. in

» an interview on 7/12/12 at .30 PM the resident

I deseribed her attemps 15 “hokd it” whan staff
were unable 1 provide tolleing assistance ina
timely raanner as, "} have leamext fo wiggie a fot,

| byt R doeen't alwsys work.”

£ 323, 485.25(h) FREE OF ACCIDENT
86D, HAZARDSSUPERVISION/DEVICES

j The faciity must enswkn that the resident

! environment rernaing as frea of accident hazards

1 s Ts possible; and each resident receives )
, adequate suparvision and assistonge devices o
! pravent accidents, ' :

1
1
| This REQUIREMENT s it met o evidenced |

{ by: :
! Pased on medical reoord review, siaff interview, |
 and review of intemal awdits and minutes ofthe
]

:
H
i
!

e, L s P 8 e r——

P323 _
The facility will ensure that the!
resident’s environment remaing as free -
F 3230f ancident hazsrds as is possible, and |
gach rewident receives adequate
supervigion and assistance devices to
prevent accldents. )
A) Resident #23 and resident #48 will
hitve all interventions that are placed !
in fall committee will be placed in the |
pare plan,  All residents who have had :
falls will bo reviewed at fall|
comujitee and interventions put in]
place at that fime will be ddded to the
pare plan then as well. :
B) The MDS coordinator will start |
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F 923 | Continued From page 26 F azg%0 tiat the intorventions can bo added
at that time to the chart. '

“Fall Committes® meetings, the facility foiled (6
provide edequats supervision, interventions, and
; monitoring to prevent falls for 1 of 6 sample
! yegidents (#23) at risk for falie. The findings wee: 1

' 1. Review of the 12/7/11 annual and 86112 :
* quarierly MDS assessments showed resident #23 1
' had sustained several fals. same with minor

‘ injuries. Review of the 4/2/12 Rall fisk sssessment:

! showed the reskient was at high dsk for falls.

* Apcording W nursing docimentation, the resident !
| felt on 812, 6/13, and G/30M2, Review of the
 "ncident Report Audit” confirmed this Information. |
| However, review of the care pian showed the '
Interventions remained unchanged since ;
originally developed on 7/20/11. On 7/12/12 at
11468 AM the DON stated the "Fall Commitee®
mat weeldy, analyzed the resident's falls, and
developed inferventions. Howewer, thase now
nterventions were not added fo the care plan,

1 and here was no manitaring b ensurs thay were
i implemenicd.

t
|5 Review of the "Fall Committee™ minutes with i
;
;

'E
i
|

tha DION on 7712712 at 10:48 AM confimnad the

- commiitee met weekly, reviewed all falls, and

| developed flew intarventions for ssch resident.
When asked how staff were notified of the new
infesventions, the DON repiied thai they wane
discussed at the montfily stalf meetings attendod
- by most CNAS. However, sinca the interventions

} ware not entered i the care plans, the DON :
acknowiadged there was no way to ensurathe
rew interventions wire implemented for rosklents -
who fell right after the (agt staff meeting. Further, .
shie confirmed the lack of mondoring to determine |
the effectiveness of the Interventions, According ;
to the "Incigant Report Audil™ from 6/2/12 through i

¢} Fall commities will continus to be
held weekly and stiendees will be
admin, DON, MR. and MDS|
coordinator. Medical records will post |
any new imterventions at nurse’s |
gtation so that all nmusing staff is
aware of changes. Monthly audits will |
be done on interventions that they are |
heing inttialized and then continued. |
The audits will be dope by Medical *
Records or designee and will be '
brought to QA on & monthly basis |
hntil resolved and then quarterly '
hnereafter. . 9/a0/11
[ '

[
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' T'rus REGUIREMENT s not met as evidenced

“by
¢ Based on observation, medical record review,
" and staff Intarview, the faciiity fallad fo mainisin
, an cbserved medicstion error rate under 5
1 pergent (%), Out of 40 opportunities for errors, 2
" oheerved ervors were commitied, resulfing in an
| esTor rate of 5%. The rasidents gffectad by these
 eryors were sample residents #22 and
non-sample resident #27. The findings were:

; 1. Obzervaton on 779712 at 5:20 PM showed LP'N

1 #7 reviewed the blood glucose level of reskdent

: #22 and slated she needed to daw up 6 units of

Novolyg insulin per the siiding scale order a5 wall |

» 58 the 12 units the residant routinaly recalved

{ belore meals, Raview of the MAR varified the

[dm the LPN sald wie needed. After preparing .

! the insulin, the LPN checked the amountinthe
syringe and staled Kk was 16 units, Obsarvation of :
the syringo showed the actual ameunt of nsulin in '

i the syringe was 20 wls. When questionad, tha

i LPN rachecked the sytinge and confirmed she

; had prepaced 20 units of insulin that she was

e b TE T R

peroent or greater.

A) Resident #22 will receive the:
vomrect dosage of insulin 45 well as the
rest of the residents. TheLPN#’Iand
[tb.a rest of the nuses wifl be in
serviced on the proper techniques m
ldrawing up insulin,

'B) Thers will be perindic monthly'
de.lts on proper dosage of
medications done on a menihly basls,
"The andits will be done my DON 01*;
[tkmgme and brought 1o QA on af
:monthly basis until resolved and then!
qmuterly thezeafter, [
) Resident #12 and all other,
tegidents will have ordem for)
'medication givern.

D) We have started the process of‘
]gomgto EMARS which will help with;
j U clarification process and ensuring
ithut the MARS are matohing ther
- physician orders. There will also be sl

08/08/2012 08:14 FAX 3073581891 DOUBLAS CARE CENTER @039/052
DEPARTMENT or—* HEALTH AND HUMAN SERVICES Pm?ggﬂ:a%ﬁgcﬁg
B 938-0381
ey Memof-'uemmcms o anwsummm P2} MULTIPLE PONSTRUGTION 13} DATE BURVEY
. DF GORREGTION IDENTIFIGATION NUMGER; . BORONG COMPLETED 5 |,
o
535040 B WihG 071122042
NAME OF PROVIDER OR SUFBLIER STREET ADDRESRS, CITY, ATATE, ZIP COUE
I | 1108 HIRCH STREET
BOUGLAS CARE CENTER LLG DOUGLAS, WY 62633
R SR, | T e |
e | TORY OR LEC KIENTIFYING INFORMATION) mﬁm | oROSR AFERENGED TO TRRAPPROPRUTE | DNTE
i : ! DEFICIENET) ,
] T '
F 323 I Gontinued From page 30 . Fas f
[ THI12, rasident #46 fol 4 imes, two discherged E i
residents each folf 3 times, and fourteen other ¢ i
! residents fell once- ot i '
Faad: ) 483, 25(m}{1) FREE OF MEDICATION ERROR | F 33z
53=D | RATES OF 5% OR MORE r " F332 .
i o e ‘
|Thefadﬁtymuatensuremat!hsﬁ'eeuf : ; Ehe facility will ensure that it is free |
: mexdication ermor rates of five percent or greater, | f medication error rafes of five ;

O,

. planning (o admpiler until the surveyar :
. intervened, Recorclitation of the medication pass | . double check put in place; meaning
 wilh the physician's orders confirmesd the resident : ! f
FORM CME-2567(12-99) Previous Versiony Obaciels Ewent (D:2R1Q13 Facisty [, WY0U18 ¥ contiayation sheet Page 31 of 45
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Fas2 [ Gontinued From page 31
, should have received 18 units of Novolog insulin. .

| 2, Observation on 7/8/12 showed RN #12 instilled '
| two drops of Syétane ophthaimic drops info both l

! gyes of resident #27. Reconcikation of the
. medicafion pess with the *Physician Ornder .
+ Report”, gigned by the physictan on 6/6/12, |
. reveated an order for S ophithaimic drops |,
- weas lacking. Qn 702 of 10:18 AM, tha DON
confiimed the order had been missingon the |
;F'hyﬁﬁl'an Orlar Repory” forms since Febnrwy l
' 2012, .
F 35% | 483.30(a) BUFFICIENT 24-HR NURSING STAFF |
§8=E | PER CARE FLANS :

. The facifity must have sufficient nursing staff (o

, provide nureing ancd related servicas (o stteinoar

- maintain the kighest preciicable physical, mentsl, -

- pred p wul-baing of each resklent, as
determined by reskient assessments and

indhvidud plans of care.

The faclity must provide services by sufficient

| numbens of each of the following types of

; parsonnel on & 24-tour basks to provide nursing
- gare lo all resiients in accordance with resident
care plang:

FExcept when waived under paragraph {(c) of this
| goction, licensed nursos and other nureing

, personnel,
' Except when waived under paragraph () of this

{ sexction. the Facility st designate a lcensed
« guree W serve 85 a change nurse vh each tour of

duty,

o S v e

F3%yhen the new MARS coms in from |

phermacy DON or designes will
pompare the updated MAR fo current !
physician order. The comparisons|
kyill be dove on a monthly basis andi
hrought to QA monthly wntil the issus
has been resolved and then quarterly
thereafter. Nurses will be in serviced
n the importance of all rcsidents;
eiving the ocomect dosage of}

F ap3 medications. /312

F353 ftSM}z,,
The facility will have sufficient ‘
nursing staff to provide nursing and - |
related services to attain or mainiain -
the highest practicable physical, ’
mental, and paychosocial well-being '
of each resident, as determined by,
resident zssessments and individual ;
plans of care. :
A) Wa do not believe that we are nof |

tely staffed but that we need to |

rk with our staff to be more }
productive. Essentially work smarter {
pot haxder. :
B) We do ndvertise In onr local and |
area news papers and online. We also |

' Pnld CNA. class’s every six months or |

N v
!:I) CNA’s will be in sexviced on the i
importance of thefr dosimentstion on

FORM SMS-sa7I02-6%) Praviooy Viersioos Oteniss
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{ complete the required MDS asscsaments,

| Thiz REQIREMENT g not met as evidenced

by
+ Based on resident, famly, and slaff interviews,
' review of the resident councll minutes, and review
of e nursing schedule, the facility failed to
' ! consistently encure adequale stali-were assigned
, i o provide care for the residents. The findings
} W

[ 1. Confidential interviews betwaen 7/11/12 and
. 7112112 with three Bcensed nurses and three ‘
: CNAS ravealod there was a lack of sufficient siaff.
All siated the number of staff fo meot the '
r ragidents’ needs in & Emely manner during the
- day and evening shifts should include at laast two 1
1 CNAs for each of the three nureing units (A, B,  +
s and € hafis). They slated the non-certified i
: "helping hands" steff ware hefpful but they were
i not scheduled every day and they were uimable to |
i | provides direct care. They aiso slated the lack of }
¥ gufficiont staff sffocted e residents In the i
: follawing maaner: '
a. The respense to the call lights was
; detayed._
v b, The meal sarvits was untmely, ;
. Showers, scheduled two to three times por
week, wors omiifed,
. If & resident requined closse one {o ona
' monltoring, stalf were unable to provide this type
of vigilaree.,
d. Because the nurses were nequirad to work |
on the nureing units, they were unable to

e o TP

P .

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CE FOR MEDICARE & MEDICAID SERVICES QMEGh?g Aggggwmﬁﬁj
YEMENT OF DEFICENCIES PROVIDER/SUPPLIER/CLA
@’WOFCURHEQ‘UON ) IENTIFICATION NUMEER; :‘:::x’i CONSTRUCTION "‘”&?ﬁ“"“"
c PP
535040 . \NING 0T/ 1
HAME OF PROVIDER OR SEPPLIER BYREET ADDREES, CITY, STATE. Z¥ GIJDE
DOUGLAS CARE CENTER LLG 1108 BRCH STREET
PCUGLAS, WY 826353
! BUAIARY STATEMENT OF DEFICIENGES : o PROVIDER'S PLAN OF CORRECTION f
EACH DEEICIENGY MIBT W PREGEDED BY FULL .
P%%Elx € b ARG INFORMATION] : FR‘EEIK cgmmmﬂm—:cmmﬁg g(;mr.n R?Aum X cang‘i.%nan
X DEFRUENGY) L
F 353 . Continued From pege 32 - F 353bathmg of residents.

D) Residents will receive baths op
their scheduled days on & cunsist-t'
is.

} The DON or designee will do
monthly audits of the buthing schedule !
fo ensurc that all residents arc,
receiving their baths and that thers is |
documentation to support it The'
aundits will be brought t6 QA month[y:

_ bntil resolved and then qguarterly |
thereafler. .

B T e o Y

; I‘H&At‘) P 4)
. U‘““’
: /vuj.s E ’

E

}- W Mu wﬁwadd,fw
v a_Q_JLp)

“{W wcad(.’u@ Q,J-;.':’Cjiu AL

TARD AL mlot B ;l}unzt[u_"}

F s e m—— -

2. Reviow of the 4/6/12 resident eouncil mecting | ARG ) f) #r gz Tﬁa*ﬁf f@,_
 minutes reveated rosident cuncens lncluded slow’ ’
, meal garvice tirme and slow responses fo call i
kights, Review of the 6231/12 resident conne! !
Bt :2RHETY Cr—— fFcontiniation Kheal Fage 53 o745
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F 353% Cordinued From page 33

]
H
¥

LERE JY WECE———

meeting minutes revealed the residents sontinued
' to have concems about the slow response to call
lights, Review of the 6/28/12 reskient eouncll

" et revealed the residents varhalized their
canaarns about the lack of ONAS,

f 3 In an inferview on 7712 at 3:45 PM, residant
| #19's famlly member stated various. members of
j the family tred to scheduls visits to ensure they
i were presant during meal times. This family
mamher whatad that in adaition o their desice fo
l assist the resident, thay felf they were helping the
_ gtuif who worked hard but could not get to ak the
msidenls On 7H2M2 at 11:30 AM, CNA#S [
rewsaledﬂ“nscmksdmumaﬂbdmmﬂbaﬂabg
; whan showers were provided, the condition of the
1 resident's skin at that time and wien the ;
[ residents refused an offered, scheduled shower.
! Review of the Jun® ang July 2012 bath kg for
: four randomly selecled sample reskionts showad |
| the four resident did not consistenly recaiva '
shopwers/baths fwo to thiee limes weekly. Roview
of the bath iog shows i June, rasident #11
| refused one time and received six showers,
; However the resident had only recelved one
* shower in July with no documented refusal, :
| Rpmident #15 recelved four shtavers in June and |
twu in July with no documented refusals. ;
| Resident #19 received four showears In June with
, 1oy documentad refusals. Resident #38 received
" onie shower In July and refused once. [n an
m:emew an 77712 al 545 AM resident #50's
" fitlend stated she visited frequently, and i the
; past two weseks s/ has become upsst by the
ras;dents appazransa and odors that indicated

P R

)

|

|

! the Jack of bathing and personal hygiene care. )

' l
!

4. During an-interview on 71212 at 11:35 AM,

F 353
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F 362 | Gontinused From page 34
;. the DON stated they mada guns there were wo
- CNAs on duly on the C hali, byt the: other twa
- halls were divided among three CNAS. She

" at imes when the scuily was higher, butthe
! tacility did not have sufticient staff to
accornmodate thet need, and during those times

with the DON on 7/42/12 at 11,36 AM revealed

I when leas than five CNAs were scheduled, only
1o day i sach month when six TNAS wore
' scheduled, and the remaining days for each
month showed five CNAS weva scheduled.
:} 428 | 483,00(c) DRUG REGIMEN REVIEW, REPORT
1 ssee|IRREGULAR, ACT ON

| The drug regimen of etich resident must ba
: reviewed at least once 2 month by = licensed
! pharmacist.

' The pharmacist must report any kmegularities to
* the attending physician, and the diraclor of
' uraing, these repaits must be acted upon.

}
!
:
t
¥

This REQUIREMENT is not met a8 avidenced

1

!
j and review of the pharmacy consultant reports,

j the facility failed fo ensure the medications listed
* it the mapathly "Physician Order Reporl” were
{accurate for 4 of 12 sample residents D, #22,
32, #43). The findings wera:

F care was nof provided in a imely manner, Review

there were two days in June and one deyin Juy

] bgased on medical record review, stalf interview,

LK T T,

i geknowledge the addiiional CNA would be Tideal”

1
]

. of the June and July day ehift nursing schedoles

" -

A e veme e

z
i

mom M e dme—

-
r

F 353 g

r

{
F428 '
F428/he drog regimen of each resident will l
}!emviawedatléastonﬂamomhbyﬂl
licansed pharmacist i
B) Resident #43 will have the,
frequency of the slding scale and:
Injections specified. All residents will
have the frequency of thie sliding scale
pnd injections specified. :
B) Resident #22 will receive the
porrect dosage of the Norco. The |
pxder was clarified and the order from |
4/23/12 has now been noted and the
order for 7.5/325 mg has been.
removed from the MAR, All regidents i
will reocive the comect dosage of
medications and all orders will be:
clarified and noted. '
) Resident # 9 had beenroceiving

FORM CIAG-2E07(12-05) Fravious Vewons Obscleto
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F 428 {Conhnuad From page 35 ;
l 1. Aooording to the “Fhysiclan Order Report”™ !
i a!gnfl:d 715112, resident #42 had four orders for
inaulln:
* A Ingulin Aspart 1 {0 4 units subcuianeously
(subm per gliding scaie three trmes dally (lid)
, hetora meals In addition to the 5 units scheduled
j lid with meals. .
k. inswlin Aspart 8 pnits Hd with meals. .
c. Lantes 20 upls subi st bedtime.
of. Novoley sliding ecale insulin njoctions.
;Thefrequencyafﬂ'le eliding scale and injections 1
+ wiag not specified,
 Fsrther review sfowed the same arders had been
| present on the monthiy onder sheats since the
. resident’s admisslon in May 2012. Review of the
i  pharmaciet's reports showed no evidenoo these
[ dmmpanﬂes werne identified as imegularifies,

- f 2. Review of the physician's orders signed 7:5112
i showed resident #22 had orders for both Noron
1750826 mg four e dally as needed for pain
¢ arid hydrocodani (another name far Noroo) 51325 |
| mg 1 ar 2 tablets every four 10 st hours as
' naededforpnln The order for Noves 7.50325 mg

} was dated 3M/12 and the order for hyddrotodone
_ 51325 my was dated 4/21/12. Further review
+ shawed 3 nofe fo the physician dated 4/22/12
retpiiesting clarification as to which onjler was
| carect; the physican's respone on 4/23/12 was |
i "decreasing to 5!325 Hpwevar, this ocder was 5
! never noted, and buth remaiied on the signed !
"Physhlan Ovdar Report' forms from Apil through
]July 2012, Detailed recond review showed no
eviﬂenea the pharmacist idenlified these
madicabuns #% Freguianties.

. 3. Review of the medicatian administration record

T ————— & B v A p

Fﬂﬂtha correct dosage of the 12.5 mg of
Zoloft; but since it i not a repulation
f have physician order report we will
20 longer have them inplaor:. '
All residents will receive the correot |
dosuge of medications. f
D) Resident #32 was recelving the ;
dorrect orders of sypthroid, We will |
discontinne the use of the physician
order report.

E) We have started the process of
gomg to EMARS which will help with .
our olarification process and regidents |
receiving the comeot dosages of
fnedications, There will also be a
double check put in place; meaning |
{vhen the pew MARS come in from |
phanmcy DON or designoe will
compare the updated MAR to current
ysician orxder. ‘The comparisons |
I be done on a montbly basis and |
- brought to QA monthly vmtil the issue
been resolved and then quartedy

, P
; hgﬁ(?/m_
g

|
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ONTE
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™I GROSS-REFERENCGED TO THE. OFRIATE
DEFRIIENGY)

F 441

F 426t

S5sD I SPREAD, LINENS

Continued From paga 38

' showed 12.6 mg of serataline HGL (Zolof() was
administered daily to resident #9. Review of the
monthly pharmacy drug regimien review showed
the dosage was changed. 25mgto t2.5mg
o 3728712, However, review of pli subsequent,
sianed, monthly "Physiclan Order Repoit™ forms

! froen that date forward showed Zofoft 26 mg was
| still listed for sdministration. The most cument

| *Physician Order Repor” with an effective date of |
; THI2 was signed by the physicisn on 6/7/12. .

' 4. Review of the medication admintstration record

t ehowed 175 mi rarris {mog) of thyrokd

. medication was administered dally ¥o resident |

E #32. Review of the monthly phanmacy drug
resilmen review showed the dosage was rediced |

] from 200 meg ((nitially fishad a8 synihrold) to 175 -
meg {currently Fsted as kevothyroxine) on 227/12.

| Reviaw of all monthly "Physician Ordor Repert”

i forms from that dale through the most current

. ope showed both levothyroxine 175 mey and

synthroid 200 mog were listed for administration.

" interview with RN #8 on 71012 at T0:45 AM :

. revealed she did not know why Doth entries were
stif iistad on the manthly physksian ordar reports. ;

. 5, Dweing an Inferview on 7/16/12 at 9:53 AM, :
" phanmnacist #11 slated phanmacy prepared the |
. MARS and they were corract. However, shedid |

: not know why the mediationa were not ileniified 1

' as itegularities. She stxiad she would check for |

. additional information related o identification of |
fhese medications ag imeyularites and send it if

; found; no informetion was recelved from the

| phannaciat by 720112,

[ #483.65 INFECTION CONTROL, PREVENT

=t e o

F 428,

13 ey ey ety e et —— iy i e

LT (R S,

[ O S S S

———r— =

F a1l

L
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(2) Decides what procedures, Such es isolation,
ghould be appiied Y on individuai resldent; and

{3) Maintains a record of incidents and comective *

FOR MEDICARE § MEDICAID SERVICES OMB. NG, 0838-0391
WENT OF DEFICIENGIES (X1} PROVIDERZSUPPLIERICLIA X2 MUCYIPLE CORSTRUGCTION 3] DATE SURVEY
" FAAN OF GORRECTION IDERTIFIGATION NUMBER: COMPLETED
CFLM A BIMONG y‘gf’
B WING c
' 535040 ' 0711212012
NAME OF FROVIDER OR SUPPLER STREEY ADDRESH, LIFY, STATE, 2P CODE
1108 BIRCH ETWHEY
DOUGLAS CARE GENTERLLC HOUGLAS, WY &2683
oo TUMMARY STATEMENT OF DEFICIENCIES 2} i FROMDER'S PLAN OF CORRECTION g
m‘alﬁx ' (BAUH BEPICIENGY MUST BE PRECEDED BY FULL PREFIX {BACH CORRECTIVE ACTION SHOULG Be osmLEnoH
TG | REGULATORY ORLSG IDENTIFYING INFORNATION) TAG |  CROSS-REFEREWGED TO THE AFPROFRIAYE DATE
| ; i DEFIGIERCY)
! : !
'F 441 | Contimed From page 37 Fa4i-
i The facilﬂéonwsti establish and m:igt'iin an Fa41
Infeciion Cantrol Program desian provide g ; o . e
safe, sanitary and camiortabie emdronment and The facility will establish  snd
10 help prevent the dovelapment and transmissian, maintain an infection confrel program
| of disease and infection. ;digned to provide a safe, sﬂmtaty
| (a) Infection Cratrol Program : nd comfortable environtent and to
| The facility must esiablish an infection Control help prevent the development and .
Program under whih it - l ission of discase and infection.
! i(r? Investig .tas. confrols, and prevenis infections | } Resident #22 and all of the
the €acility; idents who use the glucometer will

e the glucometer wiped and
maintain & contimious wet confactf

actions rolaled i infuclions. tipe of two minutes or adbere to the,
manufachwes  instructions on  the!

{b) Preventing Sproad af [nfection At

(1) When ﬂnﬁnfentron Conlrol Program container of wipes.

" datermines that a resident needs isclation I
revent the spread of infection, tha facilily must

! lsolate the resident.

: {2} The faciity must probibit employees with a
commurktable disaase or intectod skin lesions

: from direct contact with residents or thekr food, if

! dirsct contaet wil transmit the dsease,

7 (3} The facliity must require staff to wash their

i

3

{ Fearydle after pach direct resident contact for whigh |

N hand washing i5 indicated by accepted
| professional proctice.

I

y {c) Linens

; Fersonned must handle, siore, provess and

% transport inens s &s fo prevent the spread of
+ inferction.

1
!
!

I This REQUIREMENT Iz not met as avidenced

!
i
!
i

1

r—— e

B} Nirses will be in serviced. on the
proper cleaning of the glucomefer,’
Perindic monthly audits will be done,
by the DON or designes to ensure that
ithe cleaning is done correctly. The
Iaudifs wifl be bronght to QA on a
poonthly basis uatil the issue i
resolved and then quarterly thereafter. i

! /12

! '9
; . g/ i

iy o —— &
mear tm mmm m r————
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535040

(X7) MULTIPLE CONSTRUGTION
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oTMZ2012

NAME OF PROVIDER OR BUPPLIER

DOUGELAS CARE CENTER LLC
SUMMARY BTATEMENT OF DE

1108 BIHCH SYREET

ETREET ADDRESS, CITV, STATE, ZI* CODE
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m n - FRIENGIES
Fi¥ (EACH DEFICIENGY MUST BE PREJEDED BY FIAL
TR | AEGULATORY OR LSCIDENTIFYING NFORMATION)

oo
PREFD !
TAG |

: PROVIDERYS PLAN DF CORRECTION [ B}
(EACH CORRECTIVE ,
UHOSS-REFERENCED TO THE APPROPRIATE OATE

ADTION SHOULD BE
DEFCIENTY):

@,

F 441 | Conbaued From page 38

by: :
Based on observation, staff Interview, and review |
of manufaciurer's insiructions, the facility falled to ;
ensure complanoe with infestion sontrol

; practices, This ek of compliance: involved fallure °
o clears & glucometer, & point of care davics, ;
 after 1 of 1 observalions of use for resident #22.
. The tindings wers:

: Observation on 7/9/12 at 5237 PM showed LPFN
* §#7 wiped off the glucorieter after obtaining & H
1 blood sample fom resident #22. The LPN used 2
| sSupar SaniCloth” for wiping the meter buf did not;
miaintain a continuaus wet contact me, She then
| placad the mator in.a drawer-oft the medication
cart, On 7012 at 4:10 PM, RN #12 stated she
had also wipsd off the glucometer without
mainaining s continuous wet contact time. She
furthor stated she Knew of the time requirement
but did not aiways adhere to . Review of the
manulaciiver's instructions on the container of

' wipes shawed & two minule confinuots wet

| contact tirme was réqilred for disinfeation.
F 456 | 4B3.70{c)(Z) ESGENTIAL EQUIPMENT, SAFE
sa=E ' OPERATING CONDITION

; The faciiity must maintain all essentisl

| mechanical, elevtical, and patient care
equipment In safe operating conditlon,

o ———— L —— o

-

This REQUIREMENY is not met a3 evidenced

by: —
Based on observation and staff intacview, the
failily falled to maintain 1 of 1 watarieas food
warmerns in a safe opevaling condition. The
findings were:

' !

e Samtmer =

F 441:

- —— -

N
¥

|
|
|
|
|
|

F 4560456

The facility will maintain all essential |
mechanical, electrical and patient care |
equipment in safe operation condition, ;
A) A new waterless food warmer will .

be purchased.

!

r

~ ——

i
]
i

: 9/30M12

1

FORIM CRE-2607(U28W) Fravious Vanians Obsclobe

G
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SUMMARY STATEMENT OF EFICIENCIES ]
DEFICIENGY MUBT BE PRECEDED BY FULL :
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14

]
PREFIX |
YAy

q PROVIGER'S FLAN OF CORRECTIGN
c A%gonmmmmemﬂ SHOULY B

v}

F 456

485
- 8=

1]
E' Continired From page 59 :
} Observations on 7/912 at &:30 PM and 712112
 at 10:30 AM ravasied the watoriess foad warmer
> upad by kitchen staff to maintaln food
i temperatures while serving had & broken heating
plate. The flat plate, approxl 12 inches x 17
inches, transferred the source of heet (natural
gas) to the undersice of pans contaking resident
food. The centar of the plate had bumed through,
and the flame from the ignited gas was directly
heating the foad pan._ Inferview with the kifchen
manager on 7/12M2 at 948 AM revealed she |
was aware the heating element cover plate had
T beermad: hrough, but the faciity had nef yat
purchased o new food warmer.
'483.§F(I\)
SAFEFUNCTIONALISANITARY/COMFORTABL
E ENVIRON

 The faciity must provide a sate, functional,
sunitary, and comforiable envimoment for
| residents, staff and the public.

-t Mt = e dae

by:

Rased on observation and sialf interview, the
' facility falled to provide a safe environment for
| facibly ataff i one of three soiled uliity knen
! closets, The findings were:

! Obesrvation of the solied uffty Brien closet across !
! the hall from resident roem #101 on 07/0912 &t

" 3:48 PM and then again on 7/10/12 at 12:48 PM

 revedlad five small, red, unsecurad, bivhazardous
5 bags siting on top of a hazardous trash .
comainer. Each bag contained s full, hard, :
plastic, shaps contalner. Instructions for proper
I disposai of fult hazardous bags were poated on

|
!
I i
+ This REQUIREMENT s not met as evidenced {
;
|
i

F 456!

F 485

ES-REFERENCEDTO THEAPFROPRIATE | omi
ORFICEND ;
{
¥

F465
The fucility will provide n safe,
Runctional sanitary and comfortable
fromoent for fesidents, staff and
) Es public.
) All full bags will by placed in a
ge cardboard box lined with another
Inrge, red, hazardous bag. The lurge, |
Ener bag and cardboard box are
en to b taped shut prior to being
icked up by the biochazardons waste i
fisposal staff.
B) Sfaff will be in serviced on the
instructions of biohazard material in
accordance with the jnsttuctions. This !
lwill be monitored by Maintenance or
designee on a bi-weekly bazis and
rought to (JA monthly until resolved
and then quarterly thereafter. ! W
%2

|

FORM CAIS-Z607(V2+) Frovious Virsions Disoiels
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O T e
- i
i I
! r

F 465 | Continued From page 40 ~ Fa88] r '
 {he wall next & the bags. Directions indicated |
 each full bag was Iy be placad In a large | | F
cardbonard box Rned with another large, red, ‘ ; i
[ hazerdous bag. Bath the large, red liner bag and | : |
* this cardboard box were then fo be taped shut . : .
| prior 1o being picked up by the bishezardous [ : -
vraste disposal siaff. inferview with the DONon ¢ '
7H2M2 at 10:48 AM revegled the smal, individual | ! r -
hazardous waste bags conteining the sharps | i
containers represented a safity hazard to staf® 3 ,
who came inlo the room inihe event one of the | 503
bugs fell onto the floor, She stated esch bag | g _
should be placed in the cantbaard box as soom as ! ) All glucometer sirips when opened i
the sharps confainer was pliaced in it | ill have the expiration dats wrote on |

~~F 503 | 483.75(){1)(-v) LAB SVCS - FACPROVIOED, F 503 when they are opened. The |
‘aj‘ REFERRED, AGREEMENT ; . A : ,

So=E ) f nursing staff will monitor that the i :
 If the fagility provides its own faboraltory services, | sﬁpsa{anmusedaﬁermgodaysf |
the services irust meet the applicable . after being opened, i :
raguirements for laboratories specified-in part 493 . B} Nutsing staff will be in serviced |
of this chaptar. i on the manufactyres instiveti iong on
If the faciliy provides blood bank and transfusion | expiration dates. _ ] f
services, It must meet the applicabls : {} DON or designee will ntonitor on

| requirsments for Iaboralories specified in Part | 4 monthly basis that expiration dates |
463 of this chiptar: E re being merked on the botde of!

If the laboratory chooses ta refer specimens for | plucometer strips  when they are

lasting o anoiner laboratoly, he wferral ! pencd. The audit will be brought to

i Inboratoty must be o8 inthe appropria 1 A mnfil resolved ,

' speviottics and subspecialiios of servicesin | QA monthly and then : 511010

! accordance with the requirements of part 493 of | guarterly thoreafter. !

j this chapter. _ : g , qi(

!’ it the facility does not provide lboralory services : 1 E 7"4[7’

 bn Gite, it must have un agresment 10 obiain | | i .
these services fror a laboratory that meels the i !

| applicable requirements of part 483 of this [ |

i { ! [

FORM CMG-2587(02-BR) Frawious Varsiios hwoleis Evard A ZRHOTY Fachtiy 10; WYOg1€ If contimuation shes! Page 41 of 45
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" SUMMARY STATEMENT OF DEFIEENGIES (
gesém DEFICIENGY MUSY BE PRECEDED BY PULL _

i PHROVIDER'S PLAN OF CORRECTION

Frgﬁx ; !EAGHWRHE#INE
oE

OF CORRECTION & | comfSriow

™ |  REFERENCAD 10 THE APPROPRIATE PATE
; FIOENCY]

F 603 , Confinued From page 41
! chapler,

:
; Thie REQUIREMENT I3 not met as evidenced

[ bBEsed on cbeervation, staff Inferview, and review |
! of manufacturevs instrugtions, the facility failed fo !
| ensure laboratary lests that uiized glucoreler |
1 testing supplies were compleled according 1o the

| requlatory requirements in Part 483. Tha findings |
| Were: 1

On 71912 at 7:15 PM LPN #7 was observadty

* open & rew container of glucometor Stips. Al that

1~ { time the LPN confirmest the confainer was

‘J ; unapencd. Review of the lsbel on the contalner

! ghowed 2 blznk line after the werds, "Expiration
 Date.” Further review of the manufacturer's

j instructions showed the stiips were only good for

- 50 days after the container was opened.

- Obsarvation at 5:20 PM showed the LPN placed
the opened sontainer in the madication cart
drawer without wrilkg the expiration date on it
On 7110442 at 6:08 PM RN #12 was observed (o

. hand sn opaned container of giucomoter strips

» another nurze. Review of the container af that

| time showed it alsn kacked the expirstion date

| after being openad. RN #12 stated |t was
unknown whon the strips were opened. She
corfirmed they were for resident use. Part 493

| plates walved tests muet be performed goeocding
oy the manufacturer's instricions. !

F 5201 483.75(a)(1) QAA

88=E | COMMITTEE-MEMBERS/MEET

CUARTERLY/PLANE

et ok S A Y

i
i
t

' A facliity must maintain a quality assessment and E

F 603
!

e s e

H
!
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, SUMMARY STATEMENT OF DEFIGIENCIES B PROVIDER'S PLAN OF cmwg&anum .
B | e OA Lot BIENTI YIS MPORATION) £y ’} RS HAPCHEWLED TOTHE AFPROPRATE  0ATE
f ]
Gont) i 520
r iassu;ﬂ Sum;n?ttagz::nslstmg of the director of . F szag'hﬂ fucility will maintain- & guality .
designated by the pssessment and Assurance commitiee !
Aursing services; o physiclan desig ¥ : , . . el
; facility; and at leaat 3 oiher membeis of the [ &onsisting of the director .of nursitg *
facllity's staff. .‘ services; 2 physician designated by the , !
¥ by b . Ers .
The quality assessment and asauancs ﬁfc:jl;tyfa?ﬂf at least 3 other memb |
committee meets at least quarterly to identify of the ty staff, _ .
{sates with respect Lo which quality assessment | A) The QA prosess will be revamped, :
' and assuranca activities are necessary; and These will continns to be monthly QA
i develops and implerments appropriate !Jlans of ﬁmﬂﬁngs held. We will also have an |
1 agtion 1o comect identified quality delicencias. ‘E ide o to come o i
Atate or the Secrefary may not requird . audit our QA. program to ensiire that : |
discioaune of he records of such coramiites : e program i operating in the manner | :
exeept insofar as such tiscloswe |5 related (o the © that it should end issues are being '
O complance of such committes with the . [ ocolved in a fi fashi ‘ .
requirements of this section E fesolved-n a timely on. ;Wﬂﬁl ;
' Giood faith attempts by the commilize to identfy | ' / |
! and correct quality dgfiyﬁende.s wil not be used a5 ; Z@{ﬁ.
| & basis for sanctions. l : ,-
!This REQUIREMENT Is not met as evidenced ?
'bg.éwdmﬁhﬂmmstW.ofm
Duality Assuranca (QA) program, the facilly :
| talied fo mealnlain an effective QA program
capable of identitying, evaluating, and resalving :
: deficlent practice issugs. in addition, the ficiy | ; .
fafled to demonstrate suslainabiiity of past actions !
implemented 1o resolve prior deficencies. The )
findings were: i
The QA program wes reviewed with the
administrator on 7/12M12 at 1:37 PM. The :
adrinistrator stated, and review of the program !
! ponfitmed, hat indicators were af the deficiencies ' ;
v A {
FORM CMS 2667 (02 W) Prandous Versions ookt vt ID:ZRH61 Fackity 1D: WYOOTG If continvation shett Page 43 of 45
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; cited during [ast yoeur's sutvey. However, e

, administrater was unable ta show evidence ,
+ indicators defining spedific prablems were claarly
identified or that distinet, attainable goals

| (benchmarks) had been established. In agdition,
clearty defined acion plans were laciing for most '
problams so that results provided insutficlent ’
informatign, ‘or Information that was useless fur
resolving the specific problen. Furthennore,
there was no evidence results had been
evaluated and tracked or that action plans ware
revised ar implemented for those projects
showing poor results. Finatly, sustinabity of
resokions wes nof demonstrated. Dwing the |
revicw, the administmior ackmowiedged tha QA
program had baen ineflective in resoMng !
| congans identified during previous surveye.

i

| Fadlune to identify quality of care deficiencies prior

i o the survey were identified a3 foliows:

i B Referto F308 for details related to pain

and personal care. This deficiency was clled in

a4 previous surveys. ;
b. Reter to F314 for information eelated fo

lack of effective monfioring and documantation of

P
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preasure ulcers. This deficiency was-cited in-2/4
pravious surveys,

' ©. Refer to F332 for information related to
medicaiion errors, cited in 2/4 pravious surveys.
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Deficiencies demonsirating lack of susiained QA
! resolutions Included the following:

v & FR72, clted in 3/4 of the [ast surveys
" b F274, cited In 3/4 provious sunveys.
¢. E278, cited In 34 previols suiveys,
d. F279, cited in 2/4 of the last surveys.
e. F280, cited in 2/4 peicr survays.
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