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F 244 | 483,15(c)(8) LISTEN/ACT ON GROUP ' F 244 | F244
$5=E | GRIEVANCE/RECOMMENDATION The facility will listen to the views
When a resident or fanlly group exists, the facility and act upon the grievances and
must listen to the views and act upan the recommendations of residents and
grievances and recommendations of residents famniliars concerning proposed policy
and families corcerning proposed policy and and operational decisions affecting
operat!onalqgcisions affecting resident care and resident care and }ife in the facility.
Vfe in the Facility. All residents will receive meals on
: time. We have initiated open dining.
This REQUIREMENT is not met as evidenced For the main dining room serving
by. times for breakfast is from 6:30 AM-

Based on reoord review, interview, and

observation, the facility fallad to act upon a 7:15 AM; room trays arc served after

garvice from one (4/26/12) of six resident counail at 7:30 AM. Lunch for the
meetings. After three subsequent resident councl! Alzheimer's vnit trays are started at
meetings to the 4/26/12 meeting, a response was 11:30 AM so that they are there by
not provided, The findings includad: Knomn. The main dinisg room i then X
Resident Council Meeting Minutes served at 12 noon and room frays as
goon as the main dining room is done.
The resident council mesting minutes for /2812 Dinner trays for the unit are started at
were raviewéd. The new business noted under 4:30 so they are ready by 5 PM, the

dietary was a gonoarn about timing of meals

being sarved. When the residents wers st main dining room is then done at 3

waiting for their meals the residents are already ‘ PM and room trays are done as soon
finished and leaving the dining rgom. The facility | as the main dining room is done.
response on 2/1/12 was reviewed, The residents Tables in the main dining room are

were to be served at the tables as they arrived

ide ive
verus waiting for their tablemates, : served es residents arrive and room

trays can be done 28 we are waiting

The resident sounnil mesting minutes for 4/26/12 for more residents to come into the
ware reviewsd. The new businass noted under dining room. Department heads ars
dietaty was a concern about the amount of time it helping serve all three meals.

takes to serve the rasidents,

The resident council meeting minutes for 5/31/12,

i
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LAEORATORY DIRECTOR'S OR PROVIDER, PF’UW TIVE'S BIGNATURE TITLE ) [F3) t;7TE
T A / x XX ':a.&-(/rz.,
Any deficlency statemehi-ending dith an aste’sk (*) denaths 3 deficlsncy whish the inatitytion may b excused from correcting providing i is determinbd that
L

uther safaguards provide sufficlant protestiondo the patien ol inshudtiona,) Exespt for nursing homas, the findings stalad abovs ara disclosable 90 days
follawing the date of survay whether or n plan of carrection i3 pravided. For nursing homas, the ahnva findings snd plana of carraction are disclogsble 14
days feflowing the daté thess deeunents are Wade available o the faciity. | defisiencles are eited, an approved plan of correction is requisite te continued
progeam partisipation, '
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PM. The administrator was interviewed on 8112
at 3:35 PM. The administrator stated the comract
grll\}e for lunch |5 12:00 PM and for dinner is 5:00

Staff A, the noon cook, was intarviewad on
Bi2M2 at 12:40 PM. Staff A stated the meal
sarvioe usually takes g half an hour to complete
and a new caok was tralning today.

The activities dirégtor was interviewed on B/2/12
at 1:20 PM. The activities director ¢onfirmed
there was nol a responge to the resident concem
about distary aftar the 4/26/12 resident ¢oundil
meeting bul had respanded to [ate meals ata
previous rezident council meeting. The activities
director returned with the meeting minutes for the
126112 resident council and stated that this is the
meeting where the restdents identified an issue
with meal service. '

During an interviewon 8/2/12 at 3:45 PM, the
administrator confirmed the meal service should
start in the main dining room st 12:00 PM far
funch and 5:00 PM for dinner and not start 15
mitiutes after the ikdentifled maal times, This had
been discussed previously with the dietary
manager.

DOUGLAS CARE CENTER LLC  DOUGLAS, WY 82632 |
oD SUMMARY GTATEMENT GF DEFIGIENGIES D PROVIDER' PLAN OF GORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LA IDENTIFYING INFORMATION) TAG CROSS REFERENGED 10 THE APPROPRIATY BATE
F 244  Continued From page 1 F 244| Monthly audits on serving times will
6/28/12, and 7/26/12 were reviewed. There was " | be done by the DM or designee and
not a response recordad to the resident soncern brought to QA on & monthly basis
of 4126112, .
until resolved.
Interviews It will also be asked at the monthly
During the ent ‘ N resident council meetings and will be
iy ng € enrance conrerence on F4] addmssed after ot
3:00 PM with the adrinistrator, the maal fimes Director or desi ﬂ;:t anbg M‘:ﬁé‘{}'t“:s
were requosted. The meal times provided " ] gt? S y
Identified lunch at 11:45 AM and dinner at 4:46 QA on a monthly basis until resolved. |9/1/12
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Dining Dbservations

Tha noon meal was observed on 8/1/12. At 11.45
AM, fifteen residents were seated in the main
dining room. At 12:15 PM, one of sixteen
residents seated In the main dining room was
served. The residents were saervet! table by table,
All residents In the main dining room were served
at 12:30 PM. The last room tray was delivered at
12:45 FM.. Some residents waited up to 30
minutes for meal service.

The evening meal was observed on 871112, At
5:368 PM, two resident tables in the main dining
room were not served. All residents in the main
dining room were served at 6:00 PM, The last
room tray was delivered at 6:10 PM.

The noon meal was pbaerved on 8/2/12. At 11:45
AN, ten residents wera seated in the main dining
raom. At noon, twenty residents were seated in
the dining room, The residents ware servad table
by tablie. All twenty residents in the main dining
raoim were Served by 12:25 PM, The last room
tray was delivered at 12:40 PM. Some residents
waited up to 26 minutes for meal service.

Observations showed the meal gervice bagan
after designated meal times., :
F 260 | 483.18{g)(1) PROVISION OF MECHCALLY F 250
g8=& | RELATED SOCIAL SERVICE

The facility must pro¥ide medically-related social
services to aftain or maintaln the higheast
practicable physloal, mental, and psychosocial
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| This REQUIREMENT s not met as evidenced

well-heing of aach resident.

byy:

Based oh documentation review, family and staff
interviews, the facility failed to [dentify
approaches and dosument underlying causas
that may eliminate or minimize resident to
resident aggression in the Sacure Unit. Both tha
Social Worker & Unit Manager identified 6 of 19
residents in the Secure Unit that had been
involved in disruptive verbal or physical behavior
over a three month period in 2012, '

The fallowing documentation reviaw / interview
was provided by the facllity Sotial Workerd Unit
Manager on B/2/2012 at spproximataly 2:20 AM,

1. May §, 2012: Femaie resident § soratohed
female regident 18, No severe injuries werg
repurted, '

2, Juna 5, 20%2: Mala resident 2 slapped mals
resident 17 and the slap was returned. Police
were oafled. No serious Injury noted,

3. June 7, 2012: Female resident 5 diagnosed
with behavior aymptoms and cogriitive
impairment grabbed the necklace of femals
resldent 18 who is diagnosed with hehavior
symptoms and cognitive impairment was
scratched along the neck. Acgording to the
Social Worker an open wound was present and
treated, !

4, June 27, 2012: Male resident 10 who s

1o have a plan put in place to protect
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The facility will provide medically-
related social services to attain or
maintain - the highest practicable
phyesical, mental and psychosocial
well being resident.

1) Resident #5, 18, 2,17,5, 10 as well
as all residents will be monitored by
CNA’s on a hourly basis to ensure that
there ate no rosident to resident
altereations and all residents are safe.
If there are any altercations it will be
reported to Soclal Service within 24
howrs and the S8 partnered with DON
or degignees to review meds, baseline
labs including a UA and freat as
needod on findings; this will enable us

the resident(s) and that the CNA’s can
follow that plan. Altercations will be
brought to QA on a monthly basis
until resolved and then quarterly at the
Care Plaus, There will always be two
CNA’s in the Unit duting the times of
5:30AM-10PM, if a CNA is at lunch a
CNA, nurse or designes will go over
to the unit until the CNA is back from
lunch, This will be petiodically
mounitored on a monthly basis and
brought to QA on a quartetly basis

umti] resolved. 9/1/12
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dlagnosed with dementia, hypertension,
hypertrophy and reflux esophagitis slkapped male
resident 2 whe is diagnosed with acute dalfrium,
fatigue, myocardial infarction,chronig pain and
egophagaal reflux. Atcording (o the Social
Worker edema and rednass was noted on
resident 2's left cheek.

5. June 28, 2012: Male resident 10 kicked male
residant 17, in the calf whe is diagnosed with
cognitive impairment and behavior symptoms.
Acvording to Soctal Worker there was no
observed injury.

6. July 02, 2012: Male resldent 17 diagnhosed with
behavior symptoms and cognitive Impairment
punched male resident 9 in the chest. Resident 9
is diagnosed with dementia and deprassion,
Aoccording to the social worker no brilsing was
noted.

Two famlly members who wiah to stay
anenymous were called on August 2, 2010, The
first complained that on her occasional visits
“observed one staff member always alona on the
unitin charge of 20 or =0 residents ", The secand
family member stated “many of the resldents
have nathing to do but react negatively toward
one another when left to entertain themselves".
483.20(b)(2)(1l) COMPREHENSIVE ASSESS
AFTER SIGNIFICANT CHANGE

A facility must conduct a comprehensive
assessment of a rasident within 14 days after the
facility determines, or should have determined,
that there has been a%ignificant change in the
resident's physical or rmental condition. (For
purpose of this section, a significant change

F260(The Alzheimer calendar will have

imes puwt on of events that arg
wheduled for the day. Lach day of the'
tveek will have set times Tor the.

h- !

scheduled events,

g
8

Fr4lt P

/1712

Wi,
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means a major decline or improvement in the | The facility will oconduct a
resident’s status that will not normally resoive
itself without further intervention by staff or by cor_::jpr;lcthans%g ﬁsczmnt aft of a
implementing standard disease-ralated glinigal tosident  within ays after the
interventions, that has an impact on mare than facility determings or should have
one area of the resident's health status, and determined that there has been a
requires interdisciplinary review or revision of the significant change in the resident’s
¢are plan, or both.) physical or mental condition.
: A) A significant change assessment
This REQUIREMENT Is not met as evidenced will be done on resident # 3.
hy: B) The MDS coordinator will be
fB;lased on recard revie\;\a and interviaw, thte facility going to MDS Boot Camp to help her
alled to conduct a significant changs in statug : s o
assessmant for 1 (Resident #3) of 11 residents with the importance of significant
reviewed. Speclfically, a quarterly assessment changes. )
was completed on 7/25/12 when a hospice C) The IDT team will hold weekly
revacation staternent indicated a significant meetings to ensure that we have
ochange in status assessment. The findings identified any residents that may neet
included: a significant change. This will be
Assessemant Referenge reviewed monthly at QA untl
' resolved and then quarterly thareafier,
The required ufilization guidance for resident Jd o 91732
assessmeantt is the Canters for Medicare and
Medicaid Services Resldent Assessment
Instrument (RAI) Vargion 3.0 Manual. The RA)
includes both the minimum data set (MDS), and
the utillzation guidslines. According to the RAI
Manmual, chapter 2; Asseasments for the RAL a
Significant Change In Sfatuy Assessment (SCSA)
is appropriate as follows:
" Thera Is a determination that a significant
change (elther improvement or decline) in
resident's conditlon feom hisfher baseline has
ocourred as indicated by comparisan of the
resident's current status to the most racent
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Comprehensive assessment and any subsequent
quartarly assessiments; and :

The residsnt's condition is not expected to return
to baseline within two weeks."

"A SCSA Is required 1o be performed when a
resident is receiving hospice services and then
decides ta discontinue those services (known as
revoking of hospice carg), The Assessment
Reference Date (ARD) must be within 14 days
from one of the folfowing: 1) the effeotive date of
the hospice election revocation (which can be the
| $ame or later than the date of the hospice
election revocation statement, but not earlier
than); 2) the expiration date of the certification of
terningt iiness; or 3) the date of the physician's
of medical director's order stating the residant is
no longer terminally I1.)"

Record Review

Tha husploa agensy document titled " Live
Discharge/Transfer Summary " dated 6/30/12
was reviewed and showad the following: The date
of election of hospice benefit was 5/9r11.
Resident 2 was discharged from haspios on
6/30/12, Residents 3's signs and symploms were
currently managed. ‘ .

-1 The Quarterly MDS dated 7/25/12 for Resident 3
was reviewed and showed the folowing: The ARD
date was 7/23/12, Thea rasident was assessed as
having the ability fo understand others and makes
self understood,

Interviews

FORM CME-2307(02-50) Praviaus varsions Dbackais Evant I 42BN Faslity 10: Wy a1 If rontinuation sheat Page 7 of 14



08/24/2012 10:22 FAX 3073581881 DOUGLAS CARE CEMTER _ . HM009/015

DEPARTMENT OF HEALTH AND HUMAN SERVIGES R PORM APEROIE
CENTERS FOR MERDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES 1K1} PROVIDER/SVPPLIERICL :
AND PLAN OF CORRECTION " :nENTlFscA’%%N hUEMéEIif' (42 MULTIPLE QoNSTRUCTION tmgg;ﬁf&‘gf*
A, BUILDING
B, WING
535040 (B/Q2r2012
NAME OF PROVIDER QR SUPPLIER 7 STREET ADDRESS, CITY, BTATE, 2IF CODE
DOUGLAS CARE CENTER LLC 10k BIRGH STREET
DOUGLAS, WY 82633
%4) I SUMMARY SETATEMENT OF DEFIGIENDIES [=] PROVIDER'S PLAN OF CORREGTION - N
REFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL RAEFIX {EACH CORRECTIVE AGTION SHOULD BE cumh.énou
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) ‘ TAG CROBE-AEFERENCED TO 'THE APPROPRIATE DATE
: : BEFICIENCY)
F 274 | Continued From paga 7 - Fara

The MDS coordinator was interviewed on 8/1/12
at 2:30 PM, The MDS coordinator confirmed that
after Resident 3 was discharged from hospice, a -
quarterly assessment was done and not a SCEA..

On 7/3112 at 9:60 AM, Residant 3 was
interviewed, The resident stated that hospice had
come into the residants home before admisslon
to the nursing home and no fonger received
hospice servioes at the nursing homae,

F 329 483.25() DRUG REGIMEN IS FREE FROM F 329
£5=D | UNNECESBARY DRUGS

Each resident's drug regimen must be frea from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (Including
duplicate therapy); or for excessive duration; or
without adequate monitaring; or without adequate
indisations for its use; or in the presence of
adverse consequences which indicate the doze
should be redused or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that rasidents
who have not used antipsychotic drugs are not
given these drugs unleas antipsychotic drug
therapy s necessary to treat a spacific condition -
as diagnosed and documented ih the clinical
record; and residents who use antipsychiotic
drugs raceive gradual dose raductions, and
behavioral interventions, unless clinically
contraindicatad, in an effort to discontinue these
drugs.
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Based on record review, facility policy review,
and Interview, the facllity faited o assure 2
(resident 1 and B) of 8 sample residents were
administered madications with adequate
indications for use. Speolfically, madications
orderad on an as nesded basis (PRN) ware
administered without identification of the reason
| for administration and the effects of the
medication, Tha findings included:

1. A review of the Medination Administration
Records (MAR) aver the past six months for
resident 1 identified incomplete documentation
for alprazolsm given on an as needed basis
(PRN). ' .

&, On the March 2012 MAR

PRN administration of alprazolam was given to
the resident 29 different times. None of those
administrations wera decumented on the MAR for
time, reasor for the administration and effects of
the medication for the resident's symptoms.

b. On the Apnil 2012 MAR

PRN administration of alprazolam was given to
the resldent 20 different times, None of those
administrations were dacumentad on tha MAR for
time, reascn far the administration and affects of
the medication for the resident's symptoma.

¢. On tha May 2012 MAR

PRN administration of alprazolam was glven o
the resident 30 differgnt times. None of those
administrations were documented on the MAR for
time, roason for the administration and effects of
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X ' Bach resident’s drug regimen will be
Thiz REQUIREMENT I8 not met as evidenced free from unnecessary drugs.

Resident #1 will have completed
documentation for the alprazolam
every tims jt is given PRN. The
documentation will ™ jvclude, time,
reason for the administration and the
efficacy.

Resident #8 will have a completed
documentation for all PRN medication

given. The dooumentation will
include time, remson for the
administration and the efficacy.

All residents who we on PRN
medications will have adequate
indications for wse imcluding time,
reasont for administrafion and efficacy.
Monthly audits will be conducted by
DON or designee that all PRN
medications are following facilities
Medication Administration  Policy.
The audit will be brought to Q
monthly until it is resolved. ©|9/1/12
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the medication for the resident's symptoms.

d. On the June 2012 MAR

FRN administration of alprazolam was given to
the resident 11 diffarent timas. None of those
agministrations wera documented on the MAR for
fima, reasan for the administration and effects of
the medication for the resident's symptoms.

. On the July 2012 MAR

FRN administration of alprazolam was given to
the resident 29 diffarant times, One
administration was documented on the MAR for
time,and reasan for the administration. None of
those administrations were documented for the
affects of the medication for the resident's
sympltoms.

f. The facilty's DON wayg Interviewed on 7/31/12 at
2:30 PM. The DON gonfirmed the time of
adminlstration, reasan for administration, and
effects of the medication should be documented
on the bask of this rasident's MAR for PRN
medidations and the information was not
racorded,

2, - A review of the Medication Administration
Records (MAR) over the past threg months for
resident 8 identified ingcomplete docurnantation
for several medications given oh an as needed
basis (FRN). :

a. On the May 2012 MAR:

{i} PRN administration of larazepam was given
o the resident 37 different thmes, Only 12 of
those administratiohs were documented on the
MAR for time, reason for the administration and
effects of the medication for the resident's
symptoms.

F 329
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(i) PRN administration of imadium was given to
the resident tive different imea. Only two of those
administrations werse dooumentad on the MAR for
time, reason for the administration and effects of
the medication for thé resident's symptoms,

b, On the June 2012 MAR:

{i) PRN administration of lorazepam was given
to the rasident 44 different timas. Orily 11 of
those adminiatrations were documentad on-the
MAR for time, reascn for the administration and
"1 effects of the medisation far the resident's
symptoms.

¢. On the July 2012 MAR:

{) PRN administration of
hydroggdene/acetaminophen was given to the
resident 22 different times. Only 14 of those
administrations ware documented on the MAR for
time, reason for tha administration and effects of
the medication for the resident’s symptoms.

{li) PRN admihistration of lorazepam was given
to the résldent 51 differant imes. Only six of
those administrations were documented on the
MAR for time, reason for the administration and
efiects of the medication for the resident's
symptoms.

3. The facility's Director of Nursing (DON) was
intarviewad on 8/212 at 10;00 AM, The DON
stated that each time PRN medication is
administered documentation should bé made on
the back of the MAR of the time, route, doze,
reason for administration, and the effests of the
medication for the redident's symptoms.
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4, A review of the facility's Medication
Administration Palicy regarding as needed (PRN)
medications was reviewad on B/2/12. Section
[IAZ, paragraph C& of the palicy states that,
“When PRN medications are administersd, the
following dogumentation is providad:

4. Date and tirme of administration, dose, route of
adminigtration (if othar than gral), and if
applicable, tha injection site. .

b. Compilalnts or symptorms far which th
medications was given.

6. Results archivad from giving the dose and the
time results ware noted.

d. Sighature or [nitlals of person reeording
administration and signature or initials of person
recording effects, If different from the person
administering the medioations.”

483.75({1) RES
RECORDS-COMPI.ETE/ACCURATE/ACCESSIB
LE~

The facility must maintain clinieal records on each
resident in acqordance with accepted profassional
standards and practices that are complate;
accurately documented; readily accessible; and
systemaftically organized. '

The clinical record must contain sufficient
infarmation to identify the resident; a record of the
resident's essessments; the plan of care and
senviges provided; the resuits of any
preadmigsion soreenlng conducted by the State;
angl progress noles,

This REQUIREMENT s not met as evidenged
by:
Based on repord revisw and Interview, the faoility

F 329

F 514
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failed to assure a closed record was complete for The facility will maintain clinical
The grasldent 14) of twa Glosed resident records. records on each resident in accordence
@ Aindings includst: with accepted professional standards
Record Review and practices that are complete;
' accurately  documented;  readily
The ciesed medical record for re::siden’t 14 was accessible; and systematically
reviewad on 8/2/12, A 7/8/12 daily skilled nuree's organized, A policy has been put in
note for night shift was signed by staff B, lace when th . death in th
licensed practical nurse (LPN). The note place when tcre 18 a4 death n the
identified the resident experienced abnormal facility when an LPN is the charge
breathing at 2:25 AM, the oxygen level continued norse during the death. All murses and
to decline and the time of doath was 2;55 AM. department heads will be in serviced
The.morticians réceipt was dated 7712 at 3:56 | on the new policy that has been put in
AM. The medical record did not gontain ) on th ts of death
decumentation to show that an RN had evaluated place on ihe announcemoents ol death.
the LPN assessmant of the time of death. Audits will be done monthly on all
deaths at the facility to ensure that the
Interview policy was followed and taken 1o QA
During an interview on 8/2/12 at 1:30 PM the on a quarterly basis unii r:f'["‘l""d
administrator stated that the facility does not have The andit will be done by Medical
a policy for pronoungament of death. The Reoords or designee. o1/12
administcator confirmed that there was no othar
records for resident 14,
Practice Referenoe
A clarifleation from the State board of nursing
dated 8/2/12 at 4:01 PM was reviewad, The
clarification stated "Pronouncement is the
determination made after an assessment that
there is an absence of human respanses,
spontaneous breathing and heart beat. The LPN
may certainly gssess for human responses and
vital sighs but the evglustion of the assessment
ahd final determination is in the scope of an RN
{ragisterad nurse), Facility policy should direct the
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