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A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident’s lega! representative

‘ F157 Notification of Changes
| The Facility will assure that staff notifies

or an interested family member when there is an the physician in a timely manner regarding
accident invalving the resident which results in changes in condition.
injury and has the potential for requiring Resident # 68’s physician has been notified
physician intervention; a significant change in the of his/her condition.

resident's physical, mental, or pgychosocial "Resident # 62s physician has been notified
status (i.e., a deterioration in health, mental, or of hisfher condition.

psychosocial status in either life threatening
conditions or clinical complications); a need to
alter treatment significantly (i.e., a need o
discontinue an existing form of freatment due to
adverse consequences, or 1o Commence a new

A chart review of residents will be

completed to assure that no other residents
have had changes in condition that were not
reported timely to their physicians,

form of treatment); or a decision to transfer or The Director of Nursing will review the 24
discharge the resident from the facility as hour reports and the CNA report sheets on ¢
specified in §483.12(a). daily basis. Any changes of condition will
be reviewed to assure that proper physician
The facility must also promptly rotify the resident notification has occurred. ‘
and, if known, the resident's Iegal representative CNAg and Nurses will be in-serviced on or,
- or interested family member when there is a before May 22 to review their

change in room or roommalte assignment as
specified in §483.15(e){2); or a change in
resident rights under Federal or State law or

responsibilities regarding reporting and/or
physician notification. |

requlations as specified In paragraph (bY(1) of The DQN will track the nofification process
 this section. and write a report for the QA committee
with the results monthly for the next 3
The facllity must record and periodically update months and then quarterly thereafter,
the address and phone number of the resident's The Director of Nursing is overall
legal representative or interasted family member. responsible. 5/31107

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and medizal record
review, the facility falled to ensure staff notified
the physician regarding a change in condition in a '
" timely manner for 2 (#62, #68) of 4 sample | |

LABORATORY DIRECTOR'S OR FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

J@n (A Aamind Teezor §-lo-07

Any deficloncy staterment ending with an asterizk (*) denotas a deficiency which the inatitution may he exeused from coireeting providing it is determined that
ather safegitards provide sufficlent protection to the patients. (Sea Instructions.) Except for nursing homes, the findings slated above are disclosable 90 days
following the date of survay whether ar nol & plan of coraclion is providad. For nursing homes, the above findings @l plans of correction are digclesabls 14
days following the date these documenls are made availatle tothe facility, If deficiancies are alied, an spproved plan of correction is requislte to continued
program parlicipation.
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residents who had a change in condition. The
findings ware:

- |

1. Review of the 3/28/07 interdisciplinary
_progress notes for resident #88 reveaied "L [left]
top of foot has sorefuicer noted, soft edema

noted thus unable to palpate pulse.,.." "L [left] leg
with splint seems not in alignment,..” Continued
review of the interdisciplinary progress notes
revealed the next note in regard to the newly
identified pressure ulcer was on 4/4/07 at 5 PM
by nurzing which was "Noted open areas on top
of foot - scabbed. Area is very puffy with soft
edema and a faint purple color. Will see about
appt [appalntment] with orthopedist to have this
evaluated." Review of the entire medical record
revealed the physician was not notified of the
pressure ulcers from the first entry on 3/28/07

+ until the entry on 4/4/07 (7 days) later. Interview
with the director of nursing on 4/18/07 at 9 AM
confirmed thers was no evidencea the physician
was called prior to the seventh day after initial
"identification of the ulcer.

Review of the 2/7/07 3:10 AM nursing notes
for resident #68 reveaied the resident had more
pain than usual and did not slzep at all. Further
review revealed the resident was "begging for
pain medicine." Review of the 2/8/07 11 PM
nursing notes revealed the resident was using
the call light frequently and was yelling out "help".
Review of the 2/8/07 midnight nursing notes
revealed the resident almost continually yelling
out *help”, was very confused and did not
recognize the nurses, and was groggy to the
extent that staff had to "Literally had 1o help ...
[him/her] with .. [him/her] water," ", [s/he] was !
trying at 1st to suck water from an empty cup |
then was trying to drink from .,.[him.her] other
cup upside down with the water dripping on ...
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fhim/her]." Review of the 2/12/07 5 AM nursing
 noles revealad the resident had Increased left
lower extremity pain; was administered 2
percocet (pain med), 1 Oxycontin (pain med}) and
Ambien (hypnotic for sleep) without pain relisf or
being able to sleep. Continued reviaw revealed

the resident used the call light every five {o ten
minutes and had increased confusion. Review of |
the 3/7/07 3 AM nursing notes revealed the

. resident used the call light every five o ten
minutes, was given 3 pain medications and a
sleeping pill but did not sleep, was unable to be
re-divected, and was not comprabending what
staff told him/her. Review of the entire medical
record revealed no evidence the physician was
notified of the resident's change in mental status.

2. Review of the 3/22/07 physician's prograss
notes for resident #62 revealed histher blood
pressure (B/P) was higher than it had been.
Further review revealed the physician added
Lisinopril (for hypertension) 10 milligrams (mg) to
the resident's medication regimen. Continued
review revealed tha physician requested daily
monitoring of the resident’s B/P for two weeks to
determine the effecliveness of the Lisinopril.
Review of the 3/22/07 physiclan's {elephone
order revealed an order to check the resident’s
B/P dally for two weeks and send the results by

. facsimile (fax) to the physician at the end of the
two week period, Review of the meadical record
and Medication Administration Records (MARSs)
for March and April 2007 revealed the resident's
| B/P was taken on 3/23 through 3/26/07 (4 days),
was not taken on 3/26 ar 3/27/07, and was again
taken on 3/29 through 3/31/07 (3 days). There
was no evidence the resident's B/P was again
checked until 4/14/07 (14 days later), Review of
i the entire medical record revealed there was no | N
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A resident has the right 1o prompt efforls by the
facility to resolve grievances the resident may

of other residents,

. This REQUIREMENT is net met as evidenced

have, including those with respect to the behavior |

by:
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evidence the results of the B/P checks that were
done were faxed to the physician. Interview with ‘
 results were not faxed to the physician. The Facility will purchase a surety bond to
F 161 i?:"’:‘? %ﬂ(\;’) ASSURANCE OF FINANCIAL F 161 .agsure the security of all petsonal funds of
SS=ETORTIRIT ITesidents deposited with the TaciTity:
The facility must purchase a surety bond, or A new surety was received on 4/23/07 in
otherwise provide assurance satisfactory to the the amount of $20,000.00, )
Secretary, to assure the security of all personal At the end of each month when resident
funds of residents deposited with the facility. funds are reconciled a log will be
completed. The log will indicate the
| amount of the trust fund and the amount of
This REQUIREMENT is not met as evldenced the surety bond. Whenever the amount of
by: |the trust accounts starts to get close to the
Based on facility documentation and staff amount of the bond a new bond will be
interview, the facility failed to assure all resident purchased,
funds were protected by a surety bond. The iThe Busine%q Office Manager will review
findings were; h e ger will rev
the log monthly and report any
Interview with the business office manager on irregularities to the QA Committee,
| 4/17/07 at 2:30 PM revealed the resident trust The BOM is responsible for overall
fund account was insured by a $135,000 surety compliance. 577107
band. Review of facility documentation revealed i
there was $16,181.68 deposited in the resident
trust fund account as of 3/31/07. Interview with
the business office manager confirmed the surety
: bond did not cover the total amount of trust funds
in the resident's account.
F 1686 ; 483,10(1)(2) GRIEVANCES F 166

| |
| |

FORM CMS-2887{02-99) Previous Versions Obgclala Event ID:01E411

Facility iD! WY0Q06 ' If continuation sheel Page 4 of 57




B5/15/2807 16:11 307-721-2062

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

LARAMIE CARE CEMTER PAGE ©8B/58

PRINTED: 056/03/2007
FORM APFPROQVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION {X23) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! COMPLETED
A, BUILDING
B, WING
535043 04/19/2007

NAME OF PROVIDER DR SUPPLIER
LARAMIE CARE CENTER

STREET ADDRESS, CITY, STATE, ZIF CODE
603.8 18TH ST

LARAMIE, WY 82070

SUMMARY STATEMENT OF DEFICIENCIES

Based on Tamily interview, staff interview,
medical record teview, job description review,
and review of facllity procedures, the facility failed
to ensure efforts to resolve grievances for one
{#40) of one sample resident who veiced

grievaneas—The-findings-were;

[X4) 1D v . PROVIDER'S PLAN OF CORRECTION (X5}
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' . i
F 166 Continued From page 4 F 166!

F166 Grievances

The Fagility will make prompt efforts to
resolve all grievances including those with
respect to other resident behavior,

Interview on 4/17/07 at 5:41 PM with a family
member for resident #40 revealed the family had
voiced concerns "a number of times" related to

| care issues, cleaniiness of the resident's
environment, and food Issues. The family
member voiced frustration related to lack of the
facility's response and slated the facility had not
acknowledged whether a solution or resolution
was obtained.

Review of the resident's medical record
showed no documentation related to the family
voicing concerns. Social service notes '
documented quarterly that the family was actively
involved in the resident's care. Yet, ihere was ho
acknowledgment of social service involvement
with the family related to grievances and/or their
resolution.
| Interview with the director of soclal services
" on 4119/07 at 10:05 AM revealed she was aware

of family dynamics, issues, and the multiple
. concerns regarding care for resident #40 and
environmental concerns, During the interview the
social worker stated she was not involved with
the family or their concerns voiced since the
Issues were not "behavioral” and she did not
handle these other grievances. The soclal worker
further staied her responsibility with grievances
was to collect the resolution report if §
department head formally documented a
* grievance resolution, Further interview revealed
concerns/gtievance resolutions were usually
| verbal, The soclal worker stated she did not log

The Social Service Director will interview
the family of resident #40 to document
 grievances and concerns, The Social
Service Director will then investigate these
igsues and work toward resolution with the
family and resident,

The SSD will meet with interviewable
.residents in a resident council formar 1o

| identify other gricvance issues that have not
“been addressed.
The SSD will document and log all resident,
and family grievances and concerns
Ithrough resolution or stalcmate, Grievance
“forms will be given to appropriate
departments for investigation and the SSD
will follow up with the family or resident.
The Administrator will review the log at
least weekly and initiate corrective actions
as necessary.

The Social Service Director will provide a
written report to the QA Commitice
regarding the number of grievances per
month and how many were resolved.

The Social Service Dirgctor is responsible
for overall compliance,

531707
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F 166

Continued From page §

. grlevances or decisions made.

Review of the facility's grievance/concern
process titled, "The Facility's Complaint
Procedurg," revealed that after a verbal or
writlen complaint was submitted, the issue would

F 221
88=D

ha investigated and the resident wouid be

F 166 I

informed related to the decision or action taken.
Review of the job description for the director
of soclal services (effective date: 9/1/04) revealed
assential funclions and responsibilities included:
" ..Review departmental complaints and
grievances from residents/famities etc. and
provide reports fo the administrator indicating
what action(s) were taken to resolve the
complaint...[and] Provides advocacy services to
rasidents....”
483.13(a) PHYSICAL RESTRAINTS

The resident has the right to be free from any

- physical restraints imposed for purposes of

discipline or convenience, and not required to

treat the resident's medical symptoms,

This REQUIREMENT s not met as evidenced

by;
Rased on observation, staff interview, and

medical record review, the facility failed to ensure '

the leas! restrictive methods was utilized for two
(2, #82) of three sample residents who required
restraints. The findings were:

i 1, Perlodic observations from 4/16/07 at 2 PM

through 4/19/07 at 11 AM revealed resident #82
dtilized an enclosed framed wheeled walker

" (merry walker) at times, Observation and

attempted interviaw with the resident on 4/18/07

| at 2 PM revealed the resident was unable to

open the front gate and exit the device. Intarview

F221

'F221  Physical Restraints

" The Facility does assure that all residents

+are free of physical restraints imposed for

the purposes of discipline, convenience,

and that are not required to treat the

resident’s condition.

Resident # 82 hag had an assessment

completed for the use of the “merry

walker”, This device continues 10 be

appropriate for this resident.

| Resident # 2 was assessed by Physical

‘ Therapy for the use of the safety belt while |
in the wheel chair, Without the safety belt
resident #2 often fell out of the chair and
onto his face due to leaning forward.

| He/she has had no further falls since

limplementation of the safety belt.

|
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" with registered nurse (RN) #10 on 4/18/07 at 2:10°
PM confirmed the resident was unable to open
the gate and exil the device, The following
concarns with restraint utilization were identified. -

a. Review of the medical record revealad the
most current resfraint assessment was

(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PRERIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 221 } Continued From page 6 F 221

| A review of regidents will be conducted 1o
“identify any other residents that may be
affected,

All residents that utilize devices will be

completed on 9/6/06 {1 year 7 months ago).
Review of that assessment revealed the medical
symptom that led to the consideration of the use
of restraints was identified as "organic brain
gyndrome "

b, Review of the 3/8/07 ¢are plan revealed
the following: “Extensive assist with 1 for
..ambulating. Limited with 1 for Jocomoticn short
distances. Siaff assists to meals. Res. fresident]
will walk with assist of 1 if staff puts their hands
out for .., [the resident] to hold anto.” "Staff must
take to locations." Continued review of the care
plan revealed the utilization of the merry walker
as a restraint was not addressed. Use of the
merry walker was identified only as a goal and 3
strength under the "impaired physical mobility"

. problem and as a means for ambulation under
the problem "Potential for falls.”

c. Review of the medical record revealed no
evidence an evaluation of the effectiveness of the
restraint had been performed since 9/6/06. There
was no evidence elimination or reduction of
restraint utilization had been considered since
9/6/05, Finally, there was no evidence that less
restrictive measures had been consldered or
attempted since 9/6/05.

2, Observationh on 4/17/07 at 9:52 AM revealed
resident #2 was seated in a wheelchair wearing &
lap belt. Al the time, the resident requested the
surveyor remove the belt, A staff member nearby
heard the recuest, and upon talking with the
| resident, found the resident's right fingers had

assessed-to-determine-if-the-device-used-is
appropriate and is the least restrictive. The '
Facility will assess all residents that use
devices on admission, on change of
condition, and at least quarterly. The Care
Plan Team will review the chart prior to
care conference to assure that all
assessments have been completed.

i The DON will monitor the use of devices
and compile a report for the QA Commitieg
monthly for the next 3 months and then
(quarterly to assure comphmce ,
| The Director of Nursing is responsible for
overall compliance,
Date certain May 31,

5733107
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become entangled in the belt, On 4/18/07 at 1:25
" . PM, interview with the director of nursing (GON)
revealed the resident was capable of releasing
the lap belt, which was used as a positioning
device. The followihg concerns were found
related to the use of the lap belt:

a. Observation and interview with the resident

. on 4/18/07 at 2:42 PM revealed s/he was not as

alert as the previous morning, and was not able

to release the beit, when asked to do so.

b. The residents most recent quarterly

Minlmum Data Sat assessment dated 1/29/07

: rovealed that af the time of the assessment, the
resident had both short term and long term
memory problems, had maderately impaired
cognition, and required extensive to total
assistance with bed mobility and transfer, The
assessment documented at that time, ambulation
did not oceur during the assessment period and

! the resident had not utilized a restraint. Further

i record review, failed toshowan assessment for

: the lap belt had beaen completed,

A second interview and medical record
review with the DON on 4/19/07 at 9:01 AM
revealed she was unable to find any assessment
for the lap beli or documentation related to the
resident's ability to release the belt,

F 225 | 483,13(c)(1)(ii}ii), (c)(2) - (4) STAFF F 225!
55=0 | TREATMENT OF RESIDENTS i

i The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law, or have
had a finding entered inta the State nurse aide

| registry concerning abuse, neglect, mistreatment i
of residents or misappropriation of thair property;
and report any knowlaedge it has of actions by a \

. court of law against an employee, which would ‘ i

| Indicate unfitness for service as a nurse slde or i ’
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by:

Based on staff interview, review of policies and
procedures, and review of facility completed
internal investigations, the facllity failed to
immediately report an allegation of
misappropriation of resident funds. The findings
| wWere,

. Review of the facility invastigation of missing
|

1
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F 225 . Continued From page 8 F 225,
" | other facility staff to the State nurse aide registry .
or licensing authorities. 225 Staff Treatment of Residents
o ‘ The Facjlity will e that all allegations
The facility must ensure that all alleged viclations Hity will assure that d.” allc.:gauom
. ) : of abuse are reported appropriately.
involving mistreatment, neglect, or abuse, Resident #81 has had the allezed theft of
including injuries of unknown source and 08 o1 bas had the alieged thelt o
misappropriation of resldent property are her money inveostigated. ‘ _
reported immediately to the administrator of the  The Social Service Dircotor will moot with
. facility and to other officials in accordance with | interviewable residents in a resident counci
State law through established procedures format to identify any other residents that
(including to the State survey and certification ,may have been affected. The SSD will take
agency). what ever action is needed.
. _ All staff will be in-serviced on May 14"
T.he fgcai:ty must have ewﬁence: that all alleged 'regarding the expectation that the
viglations are thoroughly investigated, and must Administrator is to be notified immediatoly
prevent further potential abuse while the varding ans allexations of abuse. wes] o
investligation is in progress, regaraing any allegations 01 abuse, neg eat
or misappropriation of resident property or
The results of all investigations must be reported | funds. The Administrator will then delegate
to the administrator or his designated ll'c.qponmblhtles appropriately so that
representative and to other officials in investigations are completed within the
accordance with State law (including to the State - time line,
_survey and certification agency) within § working ‘The Social Service Director will document
days of the incident, and if the alleged violation is all allegations of abuge and create a raport
:/ekrlﬁed appropriate corrective action must be for the QA Committee. This report will be |
aken. presented at the committee meeting
‘monthly.
- The Administrator is responsible for overall
 This REQUIREMENT is not met as evidenced compliance. 331107
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. resident funds revealed non sample resident #81
was admitted on 4/12/07. The following morming
(4/13/07}, the resident discovered $33.00 missing
from his/her dresser drawer and notified
registered nurse (RN) #1. Interview with the
facility social services diractor (_SSD} an 4/19/07

at 9 AM revealed the nurse placed a hand written
note in the SSD's factlity internal mail box which
stated "resident missing $83,00, please follow
up." The SSD staled she was on vacation from
4/12{07 through 4/17/07 and did not see the nole
until 4/17/07.

; Reiiew of facility abuse policy and procedures,

- section 3.4, paragraph 2 instructs:
"Alll.allegations of ...misapprapriation of property
will be reported immediately to the Administrator.”
in addition, review of the facility abuse
investigation checklist dated 4/18/07 revealed the

administrator or director of nursing must be F226 Staff Treatment of Residents
' notified Immediately but was not checked as The Facility will assure that all allegations
"having been done. of abuse are reported appropriately to the
F 226! 483' 13{c) STAFF TREATMENT OF RESIDENTS F 226 survey and certification agency and other
SS—D ‘officials in accordance with facility policy,
Thé facmty must deveiop and implement written Resident #81 has had the alleged theft of

. poh ies and procedures that prohibit

Jlreatmem neglect, and abuse of residents

and misappropriation of resident oroperty. | ;"1‘11e Slocm‘l Serwcle D.II’B'CT.OI' wn!l meet Wlth'
| ‘interviewable residents in a resident council

| format to identify any other residents that

“her money investigated.

Thi§ REQUIREMENT Is not met as evidenced may have been affected. The SSD will take
by: what ever action is needed,

Baged on review of the facility abuse policy, the All staff will be in-serviced on May 14"

: facility suspacted abuse reporting tool, and staff ‘regarding the expectation that the

;‘"t:;:ﬁ;"n;h‘; I:?"'W fa”;qatt?o;eg??eoizlje Otf one -Administrator is to be notified immediately
sappropri siden . - ' a
property to the survey and certification agency vegarding any allegations of abuse, neglect

 and other officials in accordance with the facility or misappropriation of resident property or
| palicy. The findings were; | funds. The Administrator will then delegate
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Review of the facilily investigation of missing

.resident funds revealed non sample resident #81

was admitted on 4/12/07, The followirg morning

_(4/13)07), the resident discovered $&3,00 missing
* from his/her dresser drawer and notified
‘ registered nurse (RN) #1. Interview with the
‘facility social services directar (SSD) on 4/19/07
" at 9 AM revealed the nurse placed a hand written
[ i note In the SSD's facility internal mail bax which
' stated "resident missing $83.00, please follow
r up." The SSD stated she was on vacation fram
4412107 through 4/17/G7 and did not see the note
L until 4/17/07,

' Review of facility abuse policy and procedures,

|
|
|

| section 3,5, paragraph 1 instructs: “the facility will

, conduct and complete an internal investigation
" within 48 haurs and report credible suspicion
an/or allegations to the appropriate state

|

" enforcement/regulatory agency within 24 hours." -

! The facility did not report the incident to the
' Office of Healthcare Licensing and Surveys until
' 4/17107.
F 241 483.15(a) DIGNITY
§8=D:

- The facility must promote care for residents in a
manner and in an environmert that maintains or
enhances gach resident's dignity and respect In
full recognitlon of his or her individuality.

This REQUIREMENT is not met as avidencad
by:

Based on observation, resident and staff
interview, and raview of facility documents, the
facility falled to enaure residents wers treated
with dighity and respect during two of thrae dining
observations, In additior, the facility did not

F 226
responsibilities appropnately so that reports
to appropriate agencies could be ’
- accomplished timely and investigations are:
~Gompleted Wit the Time Tine.
_The Soucial Service Director will document,
- all allegations of abuse and create a report |
for the QA Committee. This report will be |
presented at the commitiee meeting
monthly.
The Administrator is responsrble for ovcral’l‘
- compliance,

. 5131007
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ensure staff knocked prior to entaring resident
rooms during two of six abservations of
medication pass, The findings weare:

In regard fo dining: |

241 Dignity

The facility will promote care for residents
in a manner and in an envirotment that
maintains or enhances each resident’s
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- which was an alternate cheice and which was

. pbsarvation ended revealed residents were not

1. The following concerns were found related to
dighity during the dining process and dignity with
dining service:

interview with restorative cenified nurse aide
(RCNA) #2 on 4/16/07 at 4:04 PM revealed there
were two seating times for dining service during
the evening meal; the first of which started at
4:30 PM and the secand at approximately 5:16
PM. The RCNA stated dependent and assisted
residents were assigned dining times, but
independent residents dined whenever they
chose.

Observation of the independent dining room
on 4/16/07 from 4:30 PM till 5:50 PM when the

served on a first come' basis and although table
mates wera seated {ogether at the same time,
not all tabie mates were served at the sama time.
For example, the observation revealed residents
#32, #42, #39, and #81 were seated at table 6 at
4:30 PM, Resident #32 recelved the first tray

passed at 4:62 PM, 22 minutes after service
should have started. The resident finished sating
al 5:04 PM before any of the table mates had
been served. At 5:07 PM resident #54 arrived
and sat at table #7. This residen! received the
aecheduled meal choice at 5:10 PM. The other
three rastdents at tahle 6 still had not bean
served. Table 6 resident #39 recelved the
scheduled meal al 5:13 PM. Resident #81 was
served the scheduled meal at 5:18 PM and, the

| last table 6 resident served, resident #42, |

dignity and respect in full recognition of his
or her individuality,

Residents #32, #42, #39, #81, #31, #54,
#82, #2, #40, #46, #79 and #30 will be
served meals timely once seated in the
dining roarm, ‘
Residents #45 and #50 will not be seated in
the dining area prior to meal time,
Residents #73 and #77 will have their
 privacy respected by having the staff

' knocks on their doors priot to entering.

A tray card system will be implemented in

the dining room that will limit the amount

1 of time a resident will wait before receiving

meal service. The staff will write down the

resident's chioice on the meal card and
place it upside down on the stack., When
dietary retrieves the meal cards, they will
turn them over. Any new cards provided to
dietary staff will be placed on the bottom of

the stack, This method should assure a

 “first come, first serve” system.

 Dining room #2 residents will not be placed

“in the dependent dining area prior to the
meal.

_All staff will be in-serviced on or before
May 15" related to dignity issues, including
knocking on doors and dependent dining |

‘area issues, and the meaj tray card system.
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received his/her meal choice at 5:19 PM -(49
minutes after seated and watting). Random audits will be done by dietary to
sraner chsevalons dutg e svering sl st residents il b i n 2
to residents at three separaie lables, number 6, ! : '.dlgl.‘[lﬁ.ed E(L:{nd .t‘@pcctfufl\fww durlllg mea'l
number 4,_and table 14._At 4:58 PM twenty-sight  service and nursing staff to assure that staff
minutes afier the posted time for meal service,  continues to knack at resident doors.
only three residents had trays while : Results of these audits will be reported 10
approximately 25 other residents in the room the .PQN who wal‘l evaluafe them and
' watched those residents eat. The observation discipline and/or in-service as appropriate,
revealed fray line was interrupted while tray . 'The DON will also compile a report ;
service o the assisted dining area was 'done, i regarding the audit results for the QA :
Tray sarvice to the assisted dining ares restarted ; Committec monthly for the next 3 months |
at 5:04 PM, ' and then quarterly. i
Interview with residents #39 and #81 on The DON has overall respousibility
4/16/07 at 5:22 PM revealed table mates were ' R "RoT : 5/31/07

. "often” not served at the same time even thaugh
they were seated at the same time. Both staled !
they did not ke having to wait so long and watch
table mates eal.

Inferview with the dietary manager on 4/16/07 -
at 5:32 PM revealed the open dining started in
January and usually ran "smoother." When asked

'why most of the assisted dining residents were
seatad al 4:30 PM, rather than their assigned
lime, the manager stated the two seating times
for the assisted residents were done to make it
easier for the nursing staff to gel.everyone up.

A second observation of service in the
independent dining area on 4/17/07 from 4:32
PM till 5:17 PM revealed issues related io
service, Resident #80 was seated at 4:32 PM
along with six other residents. Yet, when resident
#80 received hisfher tray at 4:58 PM, eight other .
residents, #82, #2, #40, #42 #32, #46, #34, and
#79, all wham entered after resident #80, were
served before resident 80,

2. Observation in the assisted dining room on
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4/16/07 from 4:30 PM until 6 PM revealed the |
fellowing concerns with dignity: !

a, Observation revealed residents #45 and
| #50 were seated at the table in the dining room at
. 430 PM. Continued observations revealed both

residents sat at the table with their eves closed

and heads slumped until trays were served at ! !
5:40 PM (1 hour 10 minutes later). Obsarvation :
revealed neither resident was offered fluids
during that time. Review of the "Culiure
Change/Serving Time for the Dining Room” chart
revealed both residenis wera scheduled for

- secand seating at 5:15 PM. At 5:45 PM, when the

surveyor asked certified nurse aide (CNA) #13

why the residents were seated In the dining room

80 early, the CNA said she did not know.

In regard to knocking: ‘

1. Observatian on 4/16/07 at 4:03 PM revealed
registered nurse (RN) #1 entered the room of :
resident #73 without knooking. ‘

2. Observation on 4/16/07 at 4:08 PM revealed
RN #1 entered the room of resident #77 without
| knocking,

3. During an intarview with RN #1 at 4:20 PM,
she stated she knew she had forgotten to knock
prior to entering two residents rooms but that she
usually remembers to do go,
F 246 483.15(e)(1) ACCOMODATION OF NEEDS F 246
88=D;

A resident has the right fo reside and recsive
services In the facility with reasonable
accommaodations of individual needs and
preferences, oxoept when the health or safety of
the individual or other residents would be !
endangered, '
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' _ | F246  Accommodation of Needs
: This REQUIREMENT is not met as evidenced The Facility will assure that residents will
; gss:sed on staff interview and medical record | be glven reasonable acoommodation of
1 |13 Lt 5
review, the facility failed to ensure staff i m'd Md.ua'l. “e?c.ls and E‘refmfe"ces.’ except |
accommodated the special laundry needs for one | when e hicalth or salcty of the Individual
(#79) of one sample residents whose laundry ior other reSIdenfzs would be endange}'ed,
required washing without bieach. The findings 'Resident #79 will have his/her clothing
were: laundered appropriately.
All residents will be cvaluated for
1. Revlew of the 3/07 physician's crders for accommodation of special needs. Any
resident #79 revealed s/he had bleach listed as resident identified with a special need will
an altergy. Further r?view rgvealed i_nstructions to have that need evaluated and a plan of care
laundar the resident's clothing and [tnen developed to accommodate it if it is safe.
;%plgrately and without bleach. Reweyv of the The Social Service Dircetor will keep
7 care plan revealed a problem identified as . f | need .
"Potential for eczema type rash R/T [related to) record of special needs accommodation and
allergles to bleach & chocolate.” However, prepare a report for the QA Commitice on a
" Interview with certified nurse aide (CNA) # 28 on monthly basis for the next 3 months and
4/19/07 at 10:35 AM revealed he obtained and then quartery,
utilized linens from the regular linen closet for this The Social Service Director is responsible (5/31/07
resident; he stated he was unaware the resident for overall compliance.
* had an allergy to bleach, Observation of the
resident's legs during perineal care on 4/17/07 at
9:10 AM revealed there was & rash on his/her
legs; the resident was scratching the rash at the
time of the observation, Interview with the laundry
aide on 4/18/07 at 10:45 AM revealad all linen i
and clothing were washed with bleach and that
she was did not do this resident's laundry
separate from olher residents' laundry. She
further stated she was unaware the resident had
an allergy to bleach.
F 248 | 483.15(f)(1) ACTIVITIES F 248
S8=E

The facility must provide for an ongeoing program
of activities designed to meet, in accordance with
the comprehensive assessment, the interests
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well-being of each resident.
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F248  Activities
The Facility will provide for an ongoing
program of activities designed to meet, in
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accordance of the comprehensive

By

B’ased oh ohservation, staff interview, resident
interview, family interview, and medical record
review, the facility falied to. ensure staff provided

activities to meet the individual needs of nine (#2,

#12, #25, #62, #63, #68, #79, #80 , #82) of 14
sampie reS|dents and one (#49) non sample
resident, The findings were:

1. Observation on 4/17/07 at 9:52 AM of resident

#2 revealed s/he wondered the nursing station 1
hall, and spent time sitting in the lobby and

| watching.staff work, Review of the rasident's

activity care plan, revised on 1/23/07, revealed
the resident enjoyed music programs, exercise,

"and visitor Interaction. Yet, at the time of the

observation, an exercise activity was occurring
which sfhe did not attend. Interview with the

- aclivity director on 4/18/07 at 10:43 AM revealed
 the resident did not stay in activities unless the

spouse was al the facility and attended. Further
interview revealed there were no goals
developed with regard to the number of group

| activities the resident would attend and/or
whether a one to one activity program should be '

supplemented or implemented.

2, Random observations of rasident #12 on
4/17/07 from 7:46 AM until the resident went into
the dining room at 11 AM revealed the resident

. spent the morning wandering. The abservation

also revealed the resident was invitad to the
exercise activity, but refused. Review of the
activity progress notes dated 1/4/07 ravealed the

assessment, the interests and the physical,
mental and psychosocial woll-being of each
resident.
-Resident #2 has been discharged to a more |
appropriate sctting,
Resident #12 will be assessed and
_appropriate activities will be implemented.
| Residents #25, #80, #79, #68, #55, #62,
#66, #73 and #63 will have their
assessments reviewed. Their one-to-one

programs will have goals documentation to

' show progress to those goals.
Resident #49 will be reassessed and an

| activity program developed to mest hm/h er
individuality,

| An audit will be complete ﬁetermme lf
 there are other residents that would benefi t
“from one-to-one activity programs.
Restdents that have this need will be care \
planned with specific goals and o
interventions.

The Activity Consultant will review the
care plans and make necessary adjustments
The Activity Director will prepare a report !
regarding the activity assessments and one-|
to-one program for the QA Committee
monthly for the next 3 months and then
-quarterly.

The Activity Consultant has overall

QL»

responsibility.

15/31/07

!
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resident was both physicaily and verbally abusive - i
and did not enjoy group activities, Activity '
progress notes dated 4/8/07 restated the

| previous annotation, but this note Inciuded that

" the resident enjoyed reading the newspaper and
mail and "...enjoys wondering the hajls." interview

with the activity director on 4/18/07 at 10:43 AM
. revealed the resident would not stay in an activity
even when escorted. When asked, she stated
she had not considered the resident as a
possible candidate for one to one activities.

3. Review of the activity care plan for residant
#25 revealed s/ha received activities three times
a week as a one to one. Interview with the activity
director on 4/18/07 at 10:43 AM revealsd the
resident was on a one to one program. Further
Interview revealed no goals or responses were

: documented during the one 1o one visiis, Activity
+ staff documented the visit occurred, The activity
director identified five other residents, #55, #62,
#66, #73, and #63 as receiving the one o one
program. The activity directar stated the purpose -
'was "just to visit"

~#49 on 4/17/06 from 9:27 AM to 10:45 AM, when
the resident was seen napping in his/her
wheelchair, revealed the resident wondered the !
facility, Review of the medical record revealed

activity notes dated 2/1/07 which documented the

resident "comes in and out of activities” and i
. could become aggressive and angry when |
 redirected. The note further cautioned the . f
resident used inappropriate touch when around ;
female staff. Review of the resident's plan of care |

revealed the resident's goal was to remain active | ;
in his/her wandering and socialization with staff E
and visitors. When interviewed ¢n 4/18/07 at ‘ |

4. Random observations of non-sample resident ‘
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Continued From page 17 |
10:43 AM, the activity director stated she had not

considered planning a one to one program for
residents who did not participate or seldom
participated in group activities. The activity
director stated she lacked the educational
background to idenfify residents who required

F 248!

 reading or conversation. Review of activity

orne to one activities,

5. Review of the 2/20/07 initial Minimurn Data Set
(MDS) assessment for resident #80 revealed the |
resident enjoyed music, reading, oonversation, |
and watching television, Review of the 2/12/07
admission aclivity assessment revealed the
resident "Tends to self isolate.” Review of the

. 2/22/07 care plan for activities revealed the

resident was not interested in group activities.
However, there was no evidence activity staff
offered or attempted to provide 1:1 visits for this
resident to build on his/her interests in music,

racords for the resident revealed s/he
participated in no activities during the months of
March and April 2007,

8. Review of the 11/2/06 significant change MDS
assessments for resident #79 revealed sthe '
enjoyed cards, watching television, and r
conversation. Review of the 10/31/06 care plan
revealed the resident enjoyed a few group
activities including binge and socials. Continued ‘
review of the care plan revealed the resident
enhjoyed playing cards with staff and volunteers.
However, review of activity pariicipation records
revealed the resident participated in only eight
aclivities during the month of March 2007 and in
only five activities to date in April (15th) 2007.

. | According to the activity director on 4/19/07, the

resident had decline in his/her activity pursuits.

| However, there was no evidence staff had
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offered or attempted 1:1 visits to engage the

resident in conversation or a card game to
increase his/her level of activitias,

7. Review of the 6/5/06 annual MDS assessment
for resident #62 reveaied s/he enjoyed religlous
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activities, watching television, and conversation.
Review of the 3/07 racreation progress noles

| revealed the resident was on the 1:1 program
three times per week. However, review of the
medical record revealed there were no activity
goals or individualized approaches for 1:1 visits,
in addition, there was no responsiveness to 1:1
visits documented.

' 8. Review of the 11/27/06 annual MDS

assessment for resldent #63 revealed s/he

11/20/08 RAP for activities revealed the resident
"can become disruptive by crying." "We will visit
... [him/her] on our 1 to 1 program 3x week."
Review of the 3/B/07 recreation progress notes
revealed the resident enjoyed music, being read
1o and having people talk with him/her. However,
review of the medical record revealed there were

1:1 visits. In addition, there was no
' rasponsiveness o 1:1 visits documented,

enjoyed reading and conversation. Review of the

no activity goals or individualized approaches for |

for resident #68 revealed s/he enjoyed cards,
. games, and conversation, Review of the 1/15/07
| admission activity assessment revealed the

plan revealed the resident did not like group

" | activities other than bingo. Review of the 3/07

| and 4/07 aclivity records for the resident revealed
| s/he had not participated In any activities at all. In
addition, there was no evidence activity staff had

8. Review of the 1/21/07 initial MDS assessment

resident liked bingo. Raview of the 1/18/07 care |
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offered or attempted 1:1 visits with the resident to
play cards, games or have a conversation,

F 249 | 483.15(f}2) ACTIVITY DIRECTOR

ss=E | QUALIFICATIONS

| The ativities program must he directed by a

STATEMENT OF DEFICIENGIES (%1} PROVIDER/SLIPPLIERIGLIA (%2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATICN NUMBER: ' COMPLETED
A, BUILDING
8. WING
535043 04/19/2007
NAMIE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
503 S18TH ST
LARAMIE CARE CENTER
LARAMIE, WY 82070
xMD SUMMARY STATEMENT OF DEFICIENCIES o - ‘ PROVIDER'S PLAN OF CORRECTION (o
PREFIX {EACH DEFICIENCY MUJST BE PRECEDED BY FULL PREFIX | (EAGH CORRECTIVE AGTION SHOULD BE COMPLET!CN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY"
: )
F 248" Continued From page 19 F 248l

|
F249 §249  Activity Director
Qualifications
The Activity Program will be directed by a

qualified professional who is a qualified
therapeutic recreation specialist or an activitles
professional who is licensed or registered, if
applicable, by the State in which practicing; and
18 eligible for certification as a therapeutic
recreation specialist or ag an activities
professional by a recognized accrediting body on |
or after October 1, 1990; or has 2 years of

s experience ih a social or recreational program
within the last § years, 1 of which was full-time in |
a patient activities program in a health care '
setling; or is a qualifled ocolpational therapist or
accupational therapy assistant; or has completed

" atraining course approved by the State,

This REQUIREMENT is not met as evidenced
by:

Based on observation, and staff interview, the
facility failed to ensure the activity program was

! under the direction and/or oversight of a qualified
professional. The facility census was 82, The
findings were:

An initial Interview with the activity director on
4/16/07 at 3:28 PM revealed she had been at the
facility since September 2006 as a aotivity
assistant, and assumed the director position
when the previous director left. Further interview
revealed she lacked educational background
andfor experience for the position. The director
stated the activity prograrm was not under the
oversight of anyone else and she was

qualified professional.
A contract has been entered into between
the facility and an individual who has
completed the State approved training
program, This contract will remain in
place until the Activity Director is able to
complete the Siate approved program in
“the fall,
The Activity Consultant wil] e
 tesponsible for the oversight regarding
| activity programs and care planning for
residents. She will meet with the Activiry
Director at least weekly initially and then
on an ag necded hasis.
- The Administrator has overall
responsibility.

5131707
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|
responsible for the program, | 1

During randorm observations on 4/17/07 of
residents #2, #12, and #49, ihe abservations
revealed these residents lacked involvemeant in
activitles. [nterview with the activity director on

4/18/07 at 10:43 AM revealed she confirmed the
resident did not atiend or consistently participate
in group activities, She further stated that she
had not considered planning a one to one
program for residents whe did not particlpate or
seldom participated in group aclivities such as :
the aforementioned residents, The activity .
director stated she ourrently lacked the :
| educational background 1o identify residents who |
required one to one interventions for activities.
Further interview revealed she had just continued
with the same program the previaus director had
. In place except for deleting some group activities
t which the residents did not want anc adding
those activities which residents had suggested.
The director identified the one to one program

I currantly had six residents, #25, #55, #62, #66,
#73, and #63, in a one 1o one program, When !
asked, the director stated she did not have goals
or document responses for those residents in a
one to ohe program, nor did she have goals for -
those residents who attended group activities, :
F 250 | 483.15(g)(1) SOCIAL SERVICES F 250
88=G :

The facility must provide medically-related social
-, services 1o attain or maintain the highest

i practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced !
by f

i
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Based on observation, staff interview, and
medical record review, the facility failed to ensure
social services was provided for 6 (#2, #12, #40, |
#68, #7q, #80) of 10 sample residents with
psychosocial needs. The findings were:
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¥250 Social Sexrvices

The Facility wil] provide medically-
related socfal services to attain or
maintain the highest practicabie physical,

_was admitted for a short stay respile care,
| Review of the 1/16/07 admission social service

1. Review of the 3/07 physician's orders for
resident #68 revealed s/he was admitted on
1/24/07 with diagnosis including CVA
(cerebrovascular accident-stroke), COPD

: (chrontc abstructive pulmonary disease) and

neurogenic bladder. Review of the 1/12/07
admission nursing notes revealed the resident

assessmenl! revealed the resident did not make
frequent negative statements, did not have

unrealistic fears, did not have frequent repetitive
questions and verbalizations such as "help me,"

did not express sadness, did not express feelings

of anxiety, did not demonstrate any anxious
behaviors, did not express concerns about
sleeping patterns, and had not had any recent
change in mood or behaviers. Review of the
1/18/07 (3 days later) social services notes

reveeled the resident "....can be very demanding |

attimes." ", [s/he] also has periods of
restlessness and has experienced some
insomnia..." "Rt [resident] also has repetltive
health concerns..." Review of the 1/13/07 3 AM
nursing notes revealed the resident had been
very restiess and calling for the nurse to check
his/her catheler because s/he felt it was not
draining; the resident also siated s/he couldn't
feel any oxygen coming through the nasal

cannula. Review further revealed "...[the resident]
has not been asleep all nac, ringing call fight

: every 45 min [minutes] to every 1 hour.” Review

of the 1/14/07 6 AM nursing notes revealed the

mental, and psychosocial weli-being of
each resident,

Resident #68 will be reassessed fo
determine medically necessary social
services to assist him/her with pain relicf
and other conceris,

Regident #80 will be assessed for

| depression, Referrals and interventions

| will be implemented based on the

- assessment.

Resident #40 will be interviewsd with
him/her family to document grievances

{‘ and concerns. The Social Service Director
will then investigate these issues and
work toward resolution with the family
and resident,

Resident #12 will be reassessed and a care
plan will be developed based on that
jassessment.

Resident #2 will be reassessed and a care
plan developed with interventions to
asgist the staff with his/her sexual
aggression,

Resident #79 will be reassessed and then
care planned to help minimize his/hers
resistance to care and verbal abuse.

The SSD will interview staff and review
al] resident records so that residents with
behaviors that affect others or behaviars
that may be distressing to him/her,
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resident was very obsessed about his/her
catheter Irrigation and that s/he was "upset &
begging too hard.” Review of the 1/15/07 12:40
AM nursing notes revealed the resident was still
"obsessed" with histher catheter irrigation.
Documentation revealed the resident was "very

F 250|

including but not limited to depressive
symptoms will receive medically relatcd

: social services including but not limited 1o
referrals to appropriate outside resources

demanding” and did not sleep well despile beling
medicated. Review of the 1/19/07 11:30 AM
nursing notes revealed the resident complained
of knee pain. Review of the 1/20/07 6 PM hursing
notes revealed the resident complained hitterly
about pain in his/her left knee and stated the
medications were not controlling the pain. Review
of the 1/22/07 6 AM nursing notes revealad the
resident turned the call light or. "every 5 mins
[minutes] to go 1o [the] ER [emergency room}"
because the pain in his/her left knee “are Killing ...
[him/her)" and the medications were not providing
relief. Review of the 1/22/07 1 PM nursing notes
revealed there was @ large bruise on he left shin
with faint bruising to the ankle and there was 2+
edema to the lefi foot. Review of the night
nursing notes far 1/22/07 revealed the resident
continued o have pain, redness, and Hruising in
the left leg. Review of the medical record
revealed an x-ray was taken on 1/23/07 with the
results being probable osteoporosis and severe
atherosclerotic calcification in the visualized
vessels of the left leg, Review of the 2/1/07 4 PM
nursing notes revealed the resident was gotten
up for a shower and the certified nurse aide
(CNA) reported it sounded like the left lower leg
"bones grinding.” Review of the 2/1/07 8:20 PM
nursing notes revealed the resident complaint of
left lower leg pain and nursing noted a small
 deformity with the appearance of bones sliding.
Review of the 2/2/07 6:30 AM nursing notes
revealed the nurse called the physician and
obtained an order to send the resident to the ER.

and care planning with interventions to

minimize distressing behaviors,

The Social Service Director will repoit to

i the QA Committee the number of
referrals made and progress toward

reductions in resident behavior,

The Social Service Director is responsible

for overall compliance.

531707
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Continued review of these notes revealed the
resident had a tibiaffibula fracture with minimal
displacemen!. Review of the 2/2/07 10:35 FM
nursing notes revealed the resident complained
of severe pain and required both OxyContin (pain
med) 10 milligrams and Percocet (pain med) to

|

|
F 250}

reffeve the pain, Review of the 2/7/07 3:10 AM
nursing notes revealed the resident had more
pain than usual and did not sleep at all. Further
review revealed the resident was "begging for

| pain medicine," Review of the 2/8/07 11 PM

nursing notes revealed the resident was using
the call light frequently and was vyelling out "halp."

. Review of the 2/8/07 midnight nursing notes

revealed the resident almost continually yelling
out "help,” was very confused and did not

i recognize the nurses, and was groggy to the

extent that staff "Literally had to help” the resident
with drinking water Review of the 2/12/07 nursing
notes, timed at 5 AM, revegled the resident had
increased left lower extremity pain; was
administered two percocet (pain med), 1
OxyContin (pain med) and Ambien (hypnotic for
sleep) without paln relief or being able to sleep.
Record raview also revealed the resldernt used
the call light every five to ten minutes and had
increased confusion, Review of nursing notes
dated 3/7/07 at 3 AM revealed the resident was
using the call light every five to ten minutes, was
given three pain medications and one sleeping
pill but did not sleep, was unable {o be
re~directed, and was not comprehending what
staff told him/her. Review of the 2/27/07 hospital
record revealed the resident had a cystoscopy
with fragmentation of bladder stones on 3/8/07.
Review of the 3/18/07 6 PM nursing notes

' revealed the resident was "obsessing" about

getting the catheler bag emptied "10 times/day." -

| Staff also documented: "Puts on call light
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* | constantly until emptied " Review of the nursing
notes documented on 3/18/07 at 1 AM revealed
the resident remained awake despite being given '
Xanax (antianxiety), Ambien (hypnotic), and
Percocet (pain med) twice. Further review

revealed the resident was 'Obsessed-about

emptying SPC - unable to re-direct. whiny."
Review of the 3/28/07 night nursing notes
revealed there was a "sore/uicer” on top of the
 resident's left foot with soft edema and the splint
seemed not in alignment. Review of the 4/4/07 (6
days later) 5 PM nursing notes revealed "Noted }
open areas on fop of fool—-cne scabbed, Area is _

very puffy with soft edema and a faint purple | i '
color. Will see about appt [appointment] with ‘ ’
ofthopediset to have this evaluated.” Review of the L
* 4/5/07 4 PM nursing notes revealed the resident
returned from the clinic with a recommendation
for amputation of the left foot due ta the lack of
healing as well as pain, Review of the 4/16/07
10:30 AM nursing notes revealed the resident's

' foot was “...out of splint—entire heel is necrotic
and there is bloody drainage. Also top of foot has
necrosed-bloody drainage.” Review of the
nursing notes dated 4/16/07 at 2 PM revealad the
resident stated, "Jus! [et me dle--you are seffish
for keeping me alive." Review of the entire
medical record revealed no evidence social
services intervened to provide counseling or
support for this resident who Initially had been
admitted for respite care, then underwent a
series of medical problems including pain, broken
bones, ulcers and a possible amputation.
Interview with the social services director on.
4/18/07 at 11:20 AM confirmad she had not
worked with this resident but that she was "going
to” )

2. Review of the face sheet for resident #80
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revealed s/he was admitted on 2/12/07. Review
of the social service admission assessment
revedled the resident was somewha! depressed
about placement and was not eating well, had a
low energy level, and was not motivated to gel
better, Review of the 3/19/07 social service

lethargic, and ... has been in a depressed mood
since admitted." Review of the 2/16/07
psychotropic drug use Resident Assessment
Pratocol (RAP) report revealed the resident
lacked "motivation” at this time. According ‘o the
documentation, the resident had preferred .. to. ;
_lay in bed and sleep all the lime." .. showing "very ‘
little interest in anything," in addition it was
documented that the resident had "no appetite.”
The documentation further revealed the resident
was on a "low dose"” of Lexapro and Kloropin at
| bedtime for "anxiety and depression.” Review -of
the 2/16/07 ADL [activities of daily living] RAP
report revealed ".. lacks interest in surroundings
...prefers to spend all ...time in bed dozing...lacks ,
motivation for care and Is probably capable of |
* i doing more than ...[s/he] I$ currently doing."
Revisw of the 2/12/07 activily assezsment
revedled the resident tended to "self isolate."
Periodic ohservation from 4/16/07 at 2 PM ‘
through 4/19/07 at &5 PM revealed the resident did
not leave his/her room, except for moals, Review
| of the medical record revealed there had been no
comprehensive assessment performed to
evaluate the resident's signs and symptoms of
- depression, During an interview with the social
sarvice director on 4/18/07 at 11:20 AM, she
confirmed she had not assessed the resident's
signs and symptoms of depression, but that she
i shouid have. In addition, the social service
! director stated she had not provided any
| counseling, interventions, or referrals 1o address ‘
FORM CMS-2567{02-39) Previous Versions Obsolate Event ID; 01BJ 14 Farility 1 WY0Q008 If continuation sheet Page 28 of 57

!

.

|
progress notes revealed the resident was |




@5/15/2087 18:;11 3p7-721.-2602 LARAMIE CARE CENTER PAGE 2B/58

o - PRINTED: 05/
DEPARTMENT OF HEALTH AND HUMAN SERVICES Rggﬁm AF’%?%%OSS

CENTERS FOR MEDICARE & MEDICAID SlJ:'RVICES OMB NOQ, 0938-0391
S$TATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION, NUMBER! GOMPLETED
J A.BUILDING
B, WING
535043 ' 04/19/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIF CODE

503 3 18TH ST

RAMIE C
LA ARE CENTER LARAMIE, WY 82070

o SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION 1X6)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) . TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
. L DEFICIENGCY)
F 260 | Continued From page 26 F 250

. the resident’s signs and symptoms of depression. |

3. Interview 4/17/07 at 5:41 PM with fa family ! l
member for resident #40 revealed the family had |
voiced concerns "a number of times'| related to

care issues, cleanliness-ofthe resident's

environment, and food issues. The family
member voiced frustralion related to|the lack of
response by the facility.
Review of the resident's medical record
showed no active social service interventions in
place.
Interview with the social worker op 4/19/07 at
10:05 AM revealed she was not involved with the
family or thelr concerns since the issbies were not
"behavioral;” any grievances were rdutinely !
directed to the individual department| haads,

4. Random chservations of resident #12 on
4/17/07 from 7:46 AM until the resident went into
: the dining room at 11 AM revealed the resident
spent the morning wandering. Review of the
medical record revealed the April 2007
medication administration record (MAR) which
showed the resident took Alivan, an Entianxiety
medication, on 16 of 17 days in Aprili and on 25
of 31 days in March 2007, The medi¢ation was

. ordered as needed. Interview with the social
worker on 4/19/07 at 10:05 AM revealed she was ,
aware the resident typically attamptef fo leave in

the afiernoon and exhibited extreme [anxiety. She
t daily use
of the medication. According to this interview, the ,
soclal worker's interventions for this resident :
i were limited to reviewing the MAR and behavior i
L

stated she was unaware of the almo

tfracking sheets each quarter,

5. Review of the medical record revealed nursing '

notes for resident #2 which docume Ited on |
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. 11/27/08, 12/31/08, 1/24/07, 3/2/07 and 4/10/07
the resident displayed inappropriate sexuai
aggression toward care givers. Review of the
sodial service progress nofes revasled the
behaviors were mentioned in the most current
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F 253
SS=D

documentationdated-17/22/07nterview with tihe
social worker on 4/19/07 at 10:05 AM revealed
she dealt with resident behaviors by monitoring

actions were a result of the resident's diagnoses.

6. Reviaw of the 3/07 physician's orders for
resident #79 revealed s/he was admitted with
_ diagnosis including traumatic brain Injury and
depression, Review of the 2/1/07 social services
notes revealed s/he was verbally abusive to staff
- at times and resisted care. Review of the medical
record revealed no evidence social services
provided counseling or interventions to address
these psychosacial issues.

483.15(h}(2) HOUSEKEEPING/MAINTENANCE

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comforable interior.

This REQUIREMENT is nof met as evidenced
by:

Based on random observations, staff and family
_Interview, the facility failed to assure adequate

| maintenance and repair of four resident doors,
one resident bathroom lighting fixture, and one
resident walker. In addition, random observation

| revealed the facility failed to assure two resident

toilets were cleaned and sanitized in a timely
mariner, The findings were:

! Observations during the environmental four on

the nurses notes and verbally reminding staff the |

¥253  Housekeeping/Maintenance

¢ 253, The ]?aﬁ:i]i‘cy will provjclc housckeeping
and maintenance services necessary to -
maintain a sanitary, orderly and
comfortable interior.

Kicks guards will be cleaned.
Kick guards with pieces missing will have
them reptaced, including rooms #52, #55,
and #59
Bathroom doors in rooms #1] and #55
*will be repaired or replaced.

Lights in resideuts’ rooms will be
reviewed to see if they need replacement
including room #39

‘The Facility will assure that bathrooms
and tub roomns will be cleaned timely
when soiled.

|
t

|
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4/18/07 at 8:48 AM revealed the fecas was not
cleaned until the following day, She stated upon

! her arrival to work at 6:30 AM she called
housskeeping and they came and cleaned it up a
short lime later.

f. Interview with a family member for resident
#40 (who resides in room #55) an 4/17/07 at
5:41 PM revealed the family notified the facility "
a number of times" related to their concerns

SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION )
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4/18/07 at 1:10 PM revealed the following
goncerns: Resident #40 will have issues related to
. : cleanliness addressed in a timely manner,
a. Doors throughout the facility had kick guards \ s
which had black scuffe. | ]:-lcsiflcnt #79 has had his/her walker
repaired
b. Kick guards on resident doors had pieces | All Staff will be in-serviced on by May
missing which left an unsightly unfinished woad 147 regarding their responsibilities
: surface to door on rooms #52, #55, and #59. mvolving cleanliness of the facility.
| Sections missing measured 1 inch by 3 feet on The Administrator will do rounds with
room doors #52 and #56, Aplece approximately 1 maintenance and housekeeping staff daily
inch by 12 inches was missing from the room for 3 weeks to assure cleanliness and
door #59. ' general order. The DON will do rounds
c. Bathroom door in rooms #11 and #55 has f?:gﬂ:;?;ﬁf:;g ::;szi?:f rveiiks tX &
- white wood patching materlal applied to fill in . general order Afier
damaged wood. the 3 weeks, rounds will be done on a
. random basis. Documentation of rounds :
. d. In addition, during observations of care on will be kept and reviewed. Areas found to
| 4/17/07 and 4/19/07 the bathroom light in reom be deficient will be addressed
#39 was dimly lit and flickered when turned an. immediately.
interview with cerlified nurse aides #15 and #22 The DON will compile a report from the
I on 4/18/07 at 11:46 AM revealed nursing staff rounds documentation for the QA
had niot been placed a work order to notify Committee monthly for the next 3 months
maintenance of the faulty light. and then quarterly.
&, Observation on 4/17/07 at 2:13 PM revealed T!jeﬁf';"o'“””f?at"r_ Is responsible for - 13/31/07
feces in the toilet and on the toilet seat in the overall compliance.
men's shower room. Interview with bath aide cn
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i Physical functioning and structurat problems:

I Skin conditions;
t Activity pursuit;

The facility must conduct Inftially and periodically
a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

A Facility must make a comprehensive
assessment of a residenf's needs, using the RAI |
specified by the State. The assessmant must
inglude at least the following:

Identification and demographic information;
Customary routine;

Cognitive patterns;
Communication;

"Vision;

Mood and behavior patterns;
Psychosocial well-being;

Continence;
Disease dlagnosis and health conditlons;
Dental and nutritionsl status;

Medications;

Special treatments and procedures;

Discharge potential:

Documentation of summary information ragarding

the additional assessment performed through the 1

LARAMIE CARE CENTER LARAMIE, WY 82070
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which include urine and feces on toilet seats, as
well as, the general cleanliness and appearance |
. of the environment.
g. Observations from 4/16/07 through 4/18/07 at
12_noan revealsd resident #79_had a walker with
built up handle grips. The built up area on the left !
was coverad with tape which had some Jagged
) edges.
F 272 483.20, 483.20(b) COMPREHENSIVE F 272
s5=p ASSESSMENTS

F¥272 Comprehensive Assessments
The Facility will assure that

i comprehensive, accurate, standardized

i reproducible assessments will be

i conducted initially and periodically for

 each resident’s functional capacity.

! Resident #82 will have documented

; reassegsmont for the use of his‘her merry
wallcer.

Resident #2 will have documented
reassessment for the use of the lap beLl‘_/
Resident #68 will be assessed for the use

-of.a-hypnotic-to-assist Withrsteep.

Resident #80 will receive a

comprehensive assessment for depression,

An audit of charts and a physical audit of

residents will be conducted to identify any

other residents with assessment that are
missing or late.

"The Social Services Director will be
notified when ever a resident is
experiencing difficulty with mood and/or
behavior, The SSD will compleic a
comprehensive assessment related to

theso issues initially and then at least

£

e
k=3 <
%

v
1
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resident assessment protocols; and : .
Documentation of pariicipation in assessment. ' quarterly. Then based on the assessment a
care plan with interventions to minimize
, i ] these issues will be established. The care
g:,'s REQUIREMENT is not met as evidenced plan will be communicated to the nursing
Based on staff interview and medical racord svatl.
review, theS facility falled to ensure a The DON will be notified when ever a
comprehensive assessment was completed in a resident is in need of a device to assist
“variety of areas for four (#2, #68, #80, #82) of 14 with positioning or to be used as a
. sample residents, The findings were: physical restraint. The DON will conduct
i o an initial assessment and then develop a
| 1. Periodic observations from 4/16/07 at2 PM care plan based on the assessment. The
thyqugh 4/19/07 at 11 AM revealed resident #82 use of the device will be assessed at least
utilized an enclosed framed wheeled walker 4 quarterly
{merry walker restraint) at times. Observation an oo _—
attempted interview it he residont on 418/67 | An audit will be conducted monthly for
at 2 PM revealed the resident was unable to the next 3 months; results will be reported
open the front gate and exit the device. Interview - to the QA Committoe, Deficient practices
with registered nurse (RN) #10 on 4/18/07 at 2:10 will be corrected immediately,
PM confirmed the resident was unahle to open The DON and Social Service Dirsctor are
the gate and exit the device. The following 1 ; responsible for overall compliance.
concerns with restraint utilization were identified: 5/31/07
a. Review of the medical record revealed the :
most current restraint assessment was
completed on 9/6/05 (1 year 7 months ago),
Review of that assessment revealed the med|cal
symptom that led to the consideration of the use
- of restraints was identified as "organic brain
syndrome.” According to Taber's Cyclopedic
Medical Dictionary, 19th edition, 2001, pages 557
-538, 453-455, and 2018, organic brain syndrome
Is & medical diagnosis. The same source defined
medical diagnosis as the identification of the :
cause of a persons' [liness or symptoms. Finally,
the source defined symptom as the subjective
experiance of disease,
b. Review of the 3/8/07 care plan reveaied
the following: "Extensive assist with 1 for
FORM GMS-2567(02-89) Previous Versions Obsolels Event 1D:01EJ11 Faellity 10: WY0008 If continuation sheet Page 31 of 57




@5/16/2087 18:11 387 -721-2802
DEPARTMENT OF HEALTH AND HUyAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PAGE 33/58

PRINTED: 05/03/2007
FORM APPROVED

CMB NGO 0938-0391

LARAMIE CARE CENTER

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUFPLIER/CLIA
IDENTIFICATION NUMBER:

535043

(X2) MULTIPLE CONSTRUGTION {X3} DATE SURVEY
COMPLETER
A.BUILDING
B, WING
04/19/2007

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

_..ambulating. Limited with 1 for lacomotian shor
" distances. Staff assists (o meals. Res, [resident]
, will walk with assist of 1 if staff puts their hands

out for ... [the resident] to hold onto." "Staff must
take 10 locations.” Continued review of the care
plan revealed the ufflization of the merry walker
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: revealed thera was no evidence an avaluation of
- the effectiveness of the restraint was performed

 record revealed the residents most recent

as a restraint was not addressed. Use of the
marry walker was identified oniy a5 a goal and a
strength under the "Impaired physical mobiity”
problem and as a means for ambulation under
the problem "Potential for falls.”

¢. Review of the entire medical record

since 9/6/05. There was no evidence efimination
or reduction of restraint utilization was considered:
since 9/6/05, Finally, there was no avidence that
less restrictive measures were considered or
attlempted since 9/6/05.

2. Observation on 4/17/07 at 9:52 AM revealed
resident #2 was seated in a wheelchair wearing a
lap beit. At the time, the resident requested the
surveyor remove the belt. A staff member nearby |
heard the request, and upon talking with the
resident, found the resident's right fingers had
become entangled in the belt; the resident couid
not independently free his/her hand, Observation
and interview with the resident on 4/18/07 al 2;42
PM revealed s/he was not as alert as the
previous moming, and was not able to release
the belt whan ask to do so. Review of the medical

Minimum Data Set assessment, a quarterly
assessment dated 1/29/07, revealed al the time
of the assessment, the resident had both short
term and !ong term memary problems, had
moderately impaired cognition, and required
extensive to total assistance with bed mobility
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and transfer. The assessment documented at

! that time, ambulation did not occur during the

- assessment period and the resident had not
utilized a restraint. Further record review, failed to
reveal an assessment for the lap belt as a ;

restraint, andfor information with regard to the

ability for the resident to use the belt safely.

[nterview and medical record review with the

DON on 4/18/07 at 9:01 AM revealed she was
unable to find any assessment for the lap belt.

" 3. Review of the 3/07 physician's orders for
resident #68 revealed an order for Ambien (sieep
medication) 10 milligrams (mg) as needed for
insomnia. However, review of the entire medical
record revealed there was no evidence an
assessment for the cause of the resident's
insomnia was performed. Interview with the DON
on 4/18/07 at 11:20 AM confirmed there was no
assessment for the cause of the insomnla
performed,

4, Review of the face sheet for resident #80
revealed s/he was admitfed on 2/12/07. Review
of the social service admission assessment
revealed the resident was somewhat depressed
about placement and was not eating well, had a
low energy level, and was not maotivated 10 get
better. Review of the 3/19/07 social service
i progress notes revealed the resident was
lethargic, and "...[s/he) has been in a depressed
mood since admitted.” Review of the 2/16/07
psychotropic drug use Resident Assessment
Protocol (RAP) report revealed the resident
 "lacks any motivation at this time. ...[s/he] prefers
to lay in bed and sleep all the time. ...[s/he] show
very litlle inferest in anything and has no
- | appetite.” ",..[s/he] is on a fow dose of Lexapro
and Klonopin at HS [bedtime] for anxioty and
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depression.” Reviaw of the 2/16/07 ADL
[activities of dally living) RAP report revaaled

B

"...lacks interest in surroundings.” "...prefers fo
spend all ...time in bed dozing.” "...lacks
mofivation for care and is probably capable of

doing-morethan—fstheHscureently doings?———"mm——————m—m———————————————
Review of the 2/12/07 activity assesstnent
revealed the resident "Tends to self isolate.”
Review of the medical recard revealed there was
no comprehensive assessment performed to
. evaluate the resident's signs and symptoms of
. depression, During an imerview with the social
service director on 4/18/07 at 11:20 AM, she
confirmed she had not petformed an assessment
of the resident's signs and symptoms of
depressions hut that she should have, :
F 279| 483.20(d), 483.20(k)(1) COMPREHENSIVE ' F 279
§5=D | CARE PLANS :

A facility must use the resulfs of the assessment
to develop, review and revise the resident's
comprehensive plan of care,

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are -
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right 1o refuse treatment :
under §483.10(b}{4). i
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) 'F279  Comprehensive Care Plans
This REQUIREMENT Is not met as evidenced The Facility will assure that it uses the
by: . . results of the comprehensive assessment
Based on staff interview and medical record to develop, review and revise the
raview the fnm]fty failed to_ensure_a_care plan . :
was developed for two (#12, #79) of 14 sample resident’s compreficlisive assessment.
residents. The findings were; Regident # 12 will have a care plan
developed for the prevention of pressure
1. Medical record review for resident 412 ulcers related to a history of pressure
revealed the resldents most recent Resident ‘ulcers.
Assessment Instrument (RAI) was an annual Resident # 79 will have a care plan 1
assessment with an R2b date of 4/9/07, Review developed for his/her sensitivity to bleach. -
of the assessment showed the resident triggered The MDS Coordinator will do an audit of
for pressure sores and a decision was made to all resident’s chart to identify it any other
reveal interventions for pressure sores even : befm care planned. Any care plan that is
though the assessment documented the resident + hot present will b.e lmpleljnenteq,_
had @ pressure sore in the last 90 days, Interview . The MDS Coordinator will audit charts
with the director of nursing on 4/18/07 at 3:10 PM prior to sach care conference to assure
revealed she was unable to find a care plan for that al| necessary care plans are present,
pressure sores even in the purged recerd. Any defiolent practices will be corrected
immediately by the gqualified individual
2. Review of the 3/07 physician's orders for responsible,
resident #79 reveal_ed s/he had an allergy to‘ The MDS Coordinator will compile a
[aunry had 1o b5 washed asparately and without teport related to care plans developed
bleach; also the linens used for this resident. fn?m the comprehisnsive asscssmcn_t . It
Review of the 2/6/07 care plan revealed staff will be presented to the QA Committee
identified the problem “Potential for eczema type monthly for the next 3 months and ther
rash RIT [related to] allergles to bleach...” quarterly.
however, the instructions to wash the resident's The MDS Coordinator will be responsible
clothing and linen separately and without bleach for overall compliance,
was not addressed. Gbservation of the resident's 5/31/07
legs during perineal care revealed s/he had a ‘
rash on the legs and was scratching them,
Interview with CNA #28 on 4/19/07 at 10:35 AM
revealed he was unaware of the resident's
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allergies,
F 280 43320{d)(3). 483.1 U(k)(Z) COMPREHENSIVE : F 280 1280 Comprehensive Care Plans
85=D | CARE PLANS | The Facility will assure that resident’s
. . care plans are periodically reviewed and
The resident has the fight, unless adjudged P P 4

revised by a team of qualified persons

i sa-fo d4na Bk
~heompelert-orotherwise-feund-te-be

. Incapacitated under the laws of the State, to after each assessment.

.| participate in planning care and treatment or Resident #49 will have his care plan
| changes In care and treatment. - revised to indicate his/her preferred type
of assistance with mobility.
A comprehensive care plan must be developed The MDS Coordinator will do an audit of
within 7 days after the completion of the all resident’s chart to identify if any other
comprehensive assessment; prepared by an residents may have issues that have not
interdisciplinary team, that includes the attending been care planned. Any care plan that is

physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident’s
needs, and, to the extent practicable, the

not present will be implemented.
The MDS Coordinator will audit charts
prior to each care conference to assure

participation of the resident, the resident's family that all necessary care plans are present,
or the resident's legal representative; and Any deficient practices will be corrected
periodically reviewed and revised by a team of immediately by the qualified individual
qualified persons after each assessment, responsible.

The MDS Coordinator will compile a
report related to care plans that are

This REQUIREMENT Is not met as evidenced reviewed and revised by the qualified
by: _ o, . persons after each assessment. It will be
Basgd on obsewaglon. sta m;qmew and presented to the QA Committee monthly
medical record review, the facility falled to ensure for the next 3 months and then quarterl
care plan revision_s for one (#49) non-sample The MDS Coordinator will bﬁ qhart ”b’]
resident. The findings were: e reINAtor with be responsiole
for overall compliance.

Observation on 4/18/07 at 5:28 PM revealed 3131107
an unidentified staff member pulling resident #49
by the arm down the hall. The resident was
seated in a wheelchair at the time. Medical
record review revealed no current care plan
intervantions for the observed mobility
assistance, Interview with the director of nursing
(DON) 4/19/07 at 9:07 AM revealed the
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observation made by the surveyor was the

resident's preferred manner in which to gel

assistance. The DON stated the method should

be documented in the care plan.

. iy COMPREHENSIVE CARE F 202 .

F 262, 488 20((E)T) COMP F2%2 Comprehensive Care Plaus

. Based on observation, staff interview, and

! resident #79 revealad s/he had diagnosis

The services pravided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced !
by:

medical record review, the facility falled to ensure
staff followed the care plans for three (#68, #79,
#80) of 11 sample residents. The findings were:

1. Review of the 3/07 physician's order sheet for

Including depression and was on the medication
Lexapra (anlidepressant). Review of the 2/6/07
care plan revealed "Fotential far medication side |
effects" was Identified as a problem. Review of
the approaches to that problem inaludad
monitoring for signs and symptoms of depressian
such as isolating self or negative statements.
Review of the entire medical record and the 3/07
and 4/07 Madication Administrations Reconds
(MARs), the Treatment Administration Records
(TARs), and the behavior monitoring forms
revealed no evidenze the residen! was monitored
for depressive symptoms. Interview with the

social service director on 4/19/07 at 11:20 AM
revealed she was unaware the resident's

-depressive symptoms were not being monitored.

i
i

. to be tracked. When ever a deficiency is
-noted, tho MDS Coordinator will meet

plans and assure that there are proper

for overall compliance,

The Facility will assure that services are
provided or arranged with qualified
persons in accordance with each
resident’s written plan of care,

Resident #79 and Resident #80 will have
signs and symptoms of depression
monitored,

Resident #68 will have signs and
symptoms of pain and adequacy of pain
medications documented.

The MDS Coordinator will review all care

monitoring tools for each area that needs

with the responsible discipline to assist
them in development of a monitoring tool.
The MDS Coordinator will compile a
report refated to monitoring tools that wil}
assist with comprehensive assessments, Tt
will be presented to the QA Committee
monthly for the next 3 months and then
quarterly. |
The MDS Coordinator will be responsible ’

15131107
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| 2, Review of the face sheet for resident #80
| revealed s/he was admitted on 2/12/07. Review
' of the social service admission assessmeant
. revealed the resident was somewhat depressed
about placement and was not eating well, had a

Tow energy level, and was not mouvated (0 get

better. Review of the 3/19/07 social service

progress roies revealed the resident was

lathargic, and "..Js/he] has been in 4 depressed

mood since admitted." Review of the 2/16/07

psychotropic drug use Resident Assessment

Protocol (RAP) report revealed the resident

"lacks any motivation at this time. ...[s/he] prefers

to lay in bed and sleep all the time. ...[s/he] show

very little interest in anything and has no

appelite." "...]s/he] is on a low dose of Lexapro

: and Klonopin at HS [bedtime] for anxiety and
depression.” Review of the 2/16/07 ADL
[activities of daily living] RAP report revealed
"_.lacks interest in surroundings." "...prefers to
spend all ...time in bed dozing.” "...lacks
motivation for care and is probably capable of
doing more than ...[s’he] is currently doing."
Review of the 2/12/07 activity assessment

" revealed the resident "Tends to self isolaie.”

. Periodic observations from 4/16/07 at 2 PM

: through 4/19/07 at 5 PM revealsd the rasident

never left hisfher room except for meals, Raview

. " of the 2/18/07 care plan revealed the resident

should be monitored for signs and symptoms of

depressions such as sad facial expression and

- negalive slatements on the behavior sheet every

. shift. Review of the medical record, the 3/07 and
407 MARs, TARS, and behavior monitoring
sheels revealed there was no evidence the
resident was being monitored for depressive
symptoms. During an Interview with the social
service director on 4/19/07 at 11:20 AM, she
stated she was unaware the care plan was not
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' medical record review, the facility failed to ensure

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintaln the highest practicabla physical,
mental, and psychosostal well-being, in .
accordance with the comprehensive assessment
. and plan of care.

This REQUIREMENT Is not met as evidenced
by:
| Based on observation, staff interview, and

. appropriate care and treatment of pain and a
newly identified pressure sore to prevant harm for
one (#63) of lwo sample residents with pressure
sores. The findings were;

1. Review of the 3/28/07 interdisciplinary
progress notes for resident #88 revealed "L [left]
top of foot has sore/ulcer noled, soft edema
nated thus unable to palpate pulse...." "L, [left] leg
with splint seems not in alignment..." Continued
review of the interdisciplinary progress notes

will receive the necessary care and
services to attain or maintain the highegt
practicable physical, mental, and
psychosoeial well-being, in accordance
with the comprehensive assessment and
plan of care.

. Resident #68 will receive necessary care
and services to meet his/her needs,
including but litnited to pain management
and wound care,

An audit will be completed of all resident
charts to assure that all residents are
receiving care and services to meet their
needs,

All staff will be in-serviced by May 14™
regarding the importance of good
communication and good reporting.
Nursing staff will recelve additional in-
servicing on May 21" and May 22™
including but limited to pain management
and reporting systems,
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faliowed,
. 3. Review of the nursing notes for resident #68 .
revealed s/he had severe and frequent episodes
of pain from bladder stonas, a tibia/fibula fracture,
and a severs wound on his/her left foot, Review
of the 1/18/07 care plan revealed staif shauld
monitor for adequate pain relief. Review of the
3/07 MAR revealed the resident received pain .
medications 60 times. Continued review revealed | !
the effectiveness of the medication was not i
- indicated 32 of the 60 (53%) times medications :
, for pain were administered. :
F 309 483.25 QUALITY OF CARE F 309 F309 Quality of Care |
58=G . The Facility will assure that each restdent |
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revealed the next note regarding the newly ‘
Identified pressure ulcer was written on 4/4/07 at The Director of Nursing will review the
5 PM by nursing: "Noted open areas on top of 24-hour reports and the CNA report
;onoc} ;st'gianiib:uibﬁrizlgrv\?vrﬁt zggya\ggztsggp?dema sheets on a daily basis, Any changes of
T T = - T ... i i = j ] g =
[appointment] with orthopedist to have this ;Q"d'm’?’wu.'b; S t';'f':; gﬁ'tg hassu'; that
evaluated.” A nursing note documented on 4/5/07 propcr. physician notification has
at 4 PM revealed that the resident returned from | ocourred. ) o
the clinic with a recommendation for amputation The DON will Frack the notification
of the left fool due to the non-healing and pain. process and write a report for the QA
The following concems were identified: committee with the results monthly for
a. Medlcal record review revealed the _the next 3 months and then quarterly
physician was not notified of the pressure ulcers thereafter.
' g‘om )tfliaet fi:st entry on 3/28/07 until 4/4/07 (seven The Director of Nursing is overall
ays) later. 1y :
b. Interview with the director of nursing on responsible. 0T
4/18/07 at 11 AM confirmed there was nc i '
* avidence the physician was called or any
treatment was provided prior to the seventh day
after initiat identification of the ulcer,
¢. Review of the 4/16/07 10:30 AM nursing
notes revealed "Observed foot out of splint entire
heel is necrotic and there Is bloody drainage.
Also top of foot has necrosed - bloody drainage.” ;
d. Review of the 4/16/07 2 PM nursing hotes . '
revealed the resident stated , "Just let me die-you
- are selfish for keeping me alive,”
In addition, observation on 4/17/07 at 8:55 AM
revealed the resident asked for a pain pill. '
Continued observation and review of the 4/07 '
MAR and nursing notes revealed the resident did '
not receive anything for pain until 10:30 AM (1
hour and 35 minutes later), Review of the 3/07
physician's orders revealed the resident recelved .
OxyContin (pain medication) at 8 AM routinely,
| but also had an order for Percocet 1-2 tablets as
neaded for breakthrough pain. Review of the 4/07 .
MAR revealed the resident had not received i | |
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Percocet since 2 PM the previous day. . !
S8=D ] ) - The Facility will assure that a resident
3 '".fs:fj‘?"t‘“’ho o un;ble to ool out aﬁ“‘""?s of who is unable to carry out activitics of
n"illsr;t‘a\ﬁig ;:fnzﬁjg:rgzg:’;zw servl c::s Qc; 2l dails'r living re?eivfss the neces§a’ry
and oral hygiene, services to maintain good nutrition, _
‘ grooming, and personal and oral hygiene.
Resident #79 will receive proper peri
cars,
This REQUIREMENT is not met as evidenced Nursing staff will be in-service by May
by: 122" regarding proper peri care for both
Based on observation, staff interview, medical malc and female residents.
record review, and review of facllity policy and Return demonstrations will be conducted
prgc%de%nzdtzeuf:fﬂl% :f'"e; tf; ensure S‘g‘:{e during the following week. All CNAs
?1;7;3 of four gbse?v%ﬂoz: T{;‘we findlngg were! ; must df’monmate proper peri case fo their
- immediate supervigor on or beforec May
Review of the 11/2/06 Minimum Data Set (MDS) 31", Deficient practices will be corrected
assessment for resident #79 revealed s/he immediately and require further
required total staff assistance with personal observation. After that there will be
hygiene. Observation on 4/17/07 at 9:10 AM random observations performed on the
revealed the resident was assisted to the toilet by nuising stations with residents.
. certifled nurse aide (CNA) #15 where s/he Reports of return demonstrations and
urinated and had a bowel movement. Continued abservations will be given to the DON for
ggf:g;]:;% r;;?:geztlilqzda?\glli ?elsaﬁrdorﬁiiduzﬁ:geal review. A Report will be compiled for the
| two short, quick swipes of the washcloth over the | QA Committee monthly for the next 3
resident's genitalis.. Review of the facility policy ! months and then quarterly.
and procedure for perineal care dated 1/01 The DON fis responsible for overall
| revealed the Instructions for thorough cleansing compliance. 531407
of the external genitalia following an episode of
ingontinence.,
During an interview with the CNA on 4/17/07 at
12 noon, she confirmed she didn't follow the
' facility's procedure,
F 320 | 483.25(f)(2) MENTAL AND PSYCHOSOCIAL F 320
55=D | FUNCTIONING !
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Based on the comprehensive assessment Of a F320 Mental and Psychosocial

resident, the facllity must ensure that a resident Funetioning

The Facility will agsure that residents
whose-assessment did not reveal a mental

display a patlern of decreased social inferaction

and/ar increased withdrawn, angry, or depressive
| behaviors, unless the resident's clinical condition
demonstrates that such a pattern is unavoidable.

This REQUIREMENT is.not met as evidenced
by

Rased on observation, staff interview, and
medical record review, the facility failed ta ensure
staff met psychosocial adjustment needs for two
(#68, #30) of four sample resldents added during
the previous 3 months, The findings were;

1. Review of the 3/07 physiclan's orders for
resident #68 revealed s/he was admitled on
1/24/07 with diagnosis including CVA
(cerebrovascular accident-stroks), COPD
(chronic obstructive pulmonary disease) and
neurogenic bladder. Review of the 1/12/07
admission nursing notes revealed the rasident
was admitted for a shart stay respite care.
Review of the 1/15/07 admission social service
assessment revealed the resident did not make
frequent negative statements, did net have
unrealistic fears, did not have frequent repetitive
questions and verbalizations such as "help me",
did not express sadness, did not express feelings .
of anxiety, did not demonstrate any anxious

| behaviors, did not exprass concerns about

" sleeping patterns, and had not had any recent
change in mood or behaviors, Review of the
1/18/07 (3 days later) social services notes
revealed the resident "....can be very demanding |

or psychosocial adjustment difficulty does
not display a pattern of decreased social
interaction and/or increased withdrawn,
angry or depressive behaviors, unless the
resident’s clinical condition demonsgtrates
that such a pattern is unavoidable.
Resident #68 will receive services that
will assist him/her to work on his/her
adjugtment to the facility.
Resident #80 will receive a ‘
comprehensive assessment for depression
and services to assist him/her to work on
his/her adjustment to the facility.
An audit of resident charts will be
conducted to identify any other residonts
that may have adjustment issues.
All staff will receive in-service training
on reporting resident mood and/or
behaviors to the SSD,
| The Social Services Director will be
notified when ever a resident is
experiencing difficulty with mood and/or
behavior, The SSD will complete a
comprehengive assessment related to
thege issues initially and then at least
| quarterly. Then based on the assessment a
'care plan with interventions to minimize
-these issues will be established. The care
plan wil! be communicated to the nursing
staff,
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at times." "...[s/he] also has periods of ' -
restlessness and has experlenced some ‘ The SSD will corpile a report for the QA

insomnia...". "Rt [resident] also has repetitive
heaith concerns..,” Review of the 1/13/07 3 AM
nursing notes revealed the resident had been

Committee regarding the number of
residents identified with adjustment
problems and interventions implemented

very-restiess-and-calling-for-he-rurse-to-cheek

' his/her catheter because sthe felt it was not to assist them with this.
. draining: the rezident also stated s/he couldn't The Social Scf"i“*_" Director is responsible
feel any oxygen coming through the hasal for overall compliance.
cannula, Review further revealed "...[the resident] 5/31/07

has not been asleep ail nog, ringing call light
every 45 min [minutes] to every 1 hour." Review
of the 1/14/07 6 AM nursing notes revealed the
resident was very obsessed about his/her
catheter irrigation and that s/he was "upset &

- begging too hard." Review of the 1/16/07 12:40
AM nursing notes revealed the resident was still
obsessed with his/her catheter irrigation.
Documentation revealed the rasident was "very
demanding” and did not sleep well despite being

* medicated, Review of the 1/19/07 11:30 AM
nursing notes revealad the resident complained
of knee pain. Review of the 1/20/07 6 PM nursing
notes revealed the resident complained bitterly
about pain in his/her left knee and stated the
medicalions were not controlling the pain. Review {
of the 1/22/07 6 AM nursing notes revealed the i
resident turned the call light on "every 5 mins |
[minutes] to go to [the] ER [emergency room]"
because the pain in his/her left knee "are killing ...

. [him/her]" and the medications were not prowdmg w

' relief, Review of the 1/22/07 1 PM nursing notes )

revealed there was a large bruise on he left shin ‘

with faint bruising to the ankle and there was 2+
edema 1o the left foot, Review of the night
nursing notes for 1/22/07 revealed the resident
continued to have pain, redness, and brulsing In
the left leg. Review of the medica! record
revealed an x-ray was taken on 1/23/07 with the

| _ ‘
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 results being probable osteoporosis and severe
atherosclerotic calcification in the visualized
vessels of the left leg. Review of the 2/1/07 4 PM
nursing notes revealed the resident was goiten
up for a shawer and the certified nurse aide

—(CNMWWIWW &g
. "bones grinding". Review of the 2/1/07 8:20 PM
nursmg notes revealed the resident complaint of
left lower leg pain and nursing noted a small
deformity with the appearance of bones sliding.
Review of the 2/2/07 6:30 AM nursing notes
revealed the nurse called the physician and
obtained an order o send the resident to the ER.
Continued review of these noles revealed the
resident had a tibiaffibula fracture with minimal
displacement. Review of the 2/2/07 10:35 PM
nursing noles revealed the resident complained
of severe pain and required hoth oxycontin (pain
.- med) 10 milligrams and Percocet (pain med)te
relieve the pain. Review of the 2/7/07 3;10 AM
nursing notes revealed the resident had more
pain than usual and did not sleep at all. Further
review revealed the resident was "begging for
pain medicine." Review of the 2/8/07 11 PM
nursihg notes revealed the resident was Using
the call light frequently and was yelling out "help”,
. Review of the 2/8/07 midnight hursing notes
revealed the resident almost continually yelling
out "help", was very confused and did not
recognize the nurses, and was groggy to the
extent that staff had to "Literally had to help ...
fhim/her] with ...[him/het] water,™ ", [s/he] was
trying at 1st to such water from an empty cup !
then was trying to drink form ,..(him.her] other
¢cUp Upside down with the water dripping on ...
. thim/her]." Review of the 2/12/07 5 AM nursing
notes revealed the resident had increased left
lower extremity pain; was administered 2
percocet (pain med), 1 Oxycontin {pain med) and
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Ambien (hypnotic for sleep) without pain rellef or
" being able to sleep. Continued review revealed
the resident used the cail light every five ta ten
minutes and had increased confusion. Review of
the 3/7/07 3 AM nursing notes revealed the

resident-used-the-cal-light-every-fivete-ten
minutes, was given 3 pain medications and a
sleeping pill but did not sieep, was unable to be
re-directed, and was not comprehending what
staff told him/her. Review of the 2/27/07 hospital
record revealed the resident had a cystoscopy
with fragmentation of biadder stones on 3/8/07.
Review of the 3/1B8/07 8 PM nursing notes
revealed the resident was "obsessing” about
getting the catheter bag emptied "10 times/day."
"Puts an call light constantly until emplied.
Review of the 3/19/07 1 AM nursing notes

being given Xanax (antianxiety), Ambien
(hypnotic), and percocet (pain med) twice.
Further review revealed "Obsessed about
emptying SPC - unable to re-direct, whiney."
Review of the 3/28/07 night nursing notes
revealed there was a “sore/ulcer” noted on the

the splint seemed nof in alignment. Review of the
414107 (6 days latar) 5 PM nursing notes revealed
“Noted open areas on top of fool-one scabbed,
Area Is very puffy with soft edema and a faint
purple color. Will see about appt [appointment]

: with orthopedist to have this evaluated.” Review
of the 4/5/07 4 PM nursing notes revealed the
resident returned from the clinic with a
recominendation for amputation of the left foot
due to the non-healing and pain. Review of ihe
4/18/07 10:30 AM nursing notes revealed
"Observed foot out of splint-entire hesl is necrotic
and there is bloody drainage. Also top of foot has
" necrosed - bloody drainage.” Review of tha

revealed the resident remained aware even after

top of the resident's left foot with soft edema and
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4/18/07 2 PM nursing notes revealed tha resident
. stated "Just let me die-you are selfish for keeping
me alive.” Review of the entire medical record
revealed there was no evidance social services
intervened to provide support or counseiing or

support for this resident who only was admitied
for respite care then undarwent a series of
medical problems including pain, broken bones,
ulcers and possible amputation. Interview with
the gocial services director on 4/18/07 at 11:20 |
AM confirmed she had not worked with this *
| resident o assist In hisfher adjustment to the
facitity and to the onset of multiple complications
' since admission but that she was "going to.”

2. Review of the face sheet for resident #80
revealed s/he was admitted on 2/12/07. Review
of the social service admission assessment
revealed the resident was somewhat depressed
about placement and was nol eating well, had a
low energy level, and was not motivated to gel
better. Review of the 3/19/07 social service 1
progress notes revealed the resident was.
"lethargic, and “...[s/he] has been in a depressed
mood since admitied.” Review of the 2/16/07
psycholropic drug use Resldent Assessment
Protocol (RAP) report revealed the resident
"lacks any motivation at this time. ..,[s’he] prefers
to lay in bed and sleep all the time. ...[s/he] show
- very little Interest in anything and has no
appetite." "...[s/he] is on a low dose of Lexapro
and Kionopin at HS [bedtime] for anxiety and
depression." Review of the 2/1€/07 ADL
[activities of daily living] RAP report revealed
"..lacks interest in surroundings.” "...prefers to
spend all ...time |h bed dozing." "...lacks
motivation for care and is probably capable of .
doing more than ...|s/he] is currently doing." !
| Review of the 2/12/07 activity assessment

L
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F 320 Continued From page 46
revealad the resident "Tends to salf solate.™

no comprehensive assessment performed to
evaluate the resident's signs and symptoms of
depression. During an interview with the social

service-diresloron-449/07-at- 1120 A she

Review of the medical record revealed there was

F 320

of the resident's signs and symptoms of
depressions but that she should have. When
asked by the surveyor what social services had
provided to assist the resident with his/her
adjustment to the facllity, she staled nothing
formally; she stated she had just orientec the

. resident to his/her room.

F 329 483.25(1) UNNECESSARY DRUGS

SS=E
Fach resident's drug regimen must be free from

drug when used in excessive dose (including
‘ duplicate therapy); or for excessive duration; or

without adequate monitoring; or without adequate

indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

| Based on a comprehensive asgessment of a
resident, the facility must ensure that residents
" who have not used antipsychotic drugs are not
given these drugs unless antinsychotic drug

therapy is necessary to treal a specific condition

as diagnosed and documented in the clinical

record; and residents who use antipsychotic
drugs receive gradual dose reductions, and

| behaviorat interventions, unless clinically

‘ sontraindicated, in an effort to discontinue these

" drugs.

|

corfirmed she had not performed an assessment

unhecessary drugs. An unnecessary drug is any

]

F 329

FORM CMS-2567(02-99) Previour Varsions Obsolele

Evenl ID:01EJ11

Fecility 1D WYQ006

If continviation sheot Page 47 of 7




05/15/2867 1@:11 307-721-2082 LARAMIE CARE CENTER PAGE 49/858

' ' PRINTED: 08/08/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (x“} PROVIDER/SLIPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (%3 DATE SLURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
536043 B.WING __ 04/18/2007
NAME OF PROVIDER OR SUPPLIER . ' STREET.ADDRESS, CITY, STATE, Z\P CODE
503 5 18TH ST

LARAMIE CARE CENTER

LARAMIE, WY B2070

(X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES I PROVIDER'S PLAN OF CORREGTION " kg
PREFIX (EACH PEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM[;’A.‘!!_EQION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICON) R CROSS-REFERENGED TO THE APPROPRIATE
| DEFICIENGY)
f 329 Continued From page 47 [ F 329

1329 Unnecessary Drugs
This REQU'REMENT is not met as evidenced The Fac,“i’y will asgure that each

by: resident’s drug regimen is fr
. . , g regimen is free from
Based on staff interview and medical record unnecessary drgs.

reviewthe-facility- falled-to-ensure-staf . . -
perfarmed monitoring for effectiveness and Resident #62 will have 2 weeks of dally
safety of medications for two (462, #68) of 10 blood pressures faxed to his/her physician
sample residents. The findings were: - asordered. ‘
Resident #68 will have his/her blood

1. Review of the 3/22/07 physician's progress | pressure monitored as ordered by his/her
notes for resident #62 revealed hi/s/her blood . physician.

" pressure (B/P) was higher than it had been. A chart audit will be conducted to identify
Lisinopril (for hypertensian) 10 milligrams (mg) to

receiving monitoring of medications as

i the resldent's medication regimen. Continued ordered by their physicians. Deficient

review revealed the physician requasted daily

monitoring of the resident’s B/P two weeks to practices will be comvected immediately.
: determine the effectiveness of the Lisinopril. The DON and/or designee Wll_l menitor
| Review of the 3/22/07 physiclan's telephone MARS at least weekly to monitor for
| order revealed an order 1o check the resident's continued compliance. Any deficient
| B/P daily for two weeks and send the results by practices wil] be corrected immediately
| facsimile (fax) to the physician at the end of the and individuals found to have continued
two week period, Review of the medical record deficient practices will be disciplined.

and Medication Adminisiration Records (MARs)
for March and April revealad the resident's B/P

was taken on 3/23 through 3/28/07 {4 days), was :
not taken on 3/26 or 3/27/07, and was again

The DON will compile a report monthly
for the next 3 months and then quarterly
for the QA Committee with the results of

taken on 3/29 through 3/31/07 (3 days), There 'tl'!c a}ud_ﬁs_, deficient practices and any
* was no evidence the resident's B/P was again discipline that was necessary.
checked until 4/14/07 (14 days later). Review of The DON s sesponsible for overall
the entire medical racord revealed there was no compliance, 531707

evidence the resulits of the B/F checks that were

. done were faxed to the physician, Interview with
the DON on 4/19/07 at 1 PM confirmed the
results were not faxed to the physician.

2. Review of the 3/07 physician's orders for
{ resident #68 revealad s/he received Cardura
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. (antihypertensive) for high blaod pressure,

Madieatinn
VIEGIGoiton

Caontinued From page 48
(antthypertensive) and Diltiazem

Review of the 2/25/07 physician's order revealed
the resident needed a B/P reading weekly while
on these two medications. Review of the 3/07

F 329

F 334
88=E

. at 1 PM confirmed there was no evidence the

Immunization; and

" the benefits and potential side effects of influenza

TN

Administration-Record (MAR)

revealed the resident’s B/P was not teken the first
week of March. Review of the 4/07 MAR revealed
the residants's B/P was not taken the second
week of April, Interview with the DON on 4/19/07

resident's B/P was taken during those two weeks.
483.25(n) INFLUENZA AND PNEUMOCOCCAL
IMMUNIZATION

The facility must develop policies and procedures
that ensure that -

(i) Before offering the influenza immunization,
each resident, or the resident's legal
representative receives education regarding the

| benefits and potential side effects of the
- immunization;

(Ily Each resident is offered an influenza
immunization October 1 through March 31
annually, unless the immunization is medically
contraindicated or the resident has aiready been
immunized during this time peariod;

(ili} The resident or the resident's legal
representative has the opportunity to refuse

(iv) The resident's mediocal record includes
documentation that Indicates, at a minimum, the
following:

(A) That the resident or resident's legal
representative was provided education regarding |

immunization; and
{B} That the resident either received the
influenza immunization or did not receive the '

F 334
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F 334 | Continued From page 49 F 334’
infiuenza immunization due to medical
contraindications or refusal. ¥334 Influenza and Pneumococcal
Immunization
The facility must develop policies and procedures The Facility will develop a system to
that enstire that - assure that resident receive information
legal representative receives education regarding pneumococeal and are asked what their
the benefits and potential side effects of the choices might be. _
immunization; Resident #25, §21, #80, an;l #68 will
(i) Each resident is offered a pneumococcal receive information regarding
immunization, unless the immunization is vaccinations and if they choose to be
medically contraindicated or the residen! has vaccinated will receive those
already been immunized, vaceinations.
(iii) The resident or the resident's fegal An audit will be conducted to identify any
representative has the opportunity ¢ refuse other residents that may not have received |
immunization: ar'1d . . the information on vaccinations. Any
gv) The restl_den;(hs ?eg_lca{ rscoi‘dalnci:‘?deusm the resident that has not will receive the
i fooniﬂlne; tation that indicated, @i a minim " Lnffarn?fti;n_and be given the vaccinations |
A) That the resident or resident's legal Lipeirchowee.
répr)esentative was provided educatlo% regarding A system will be utilized to assure that all
the benefits and potential side effects of new residents and/or responsible party
pneumococcal immunization: and members receive vaccination information
(B) That the resident either received the within the first mouth of admission.
pneLImOGOCCEl[ immunizaﬁon or did not recei\’e Vaccinations “,ri_n bs TGCGiVCd baggd on
the pneumococcal immunization due to medical ttie wishes of the resident and/or family.
_ contraindication or refusal. The ADON will review alf now
(v) As an .a‘lternallva. based on an agsessment admissions to assure that information has
and praclitioner recommeandation, a second b and ved timelv. Foll
pneumccoccal immunization may be given after § gen sent and received timoly, Follow up
years following the first pneumococcal will continue unti] signed mformat_lon is
immunization, unless medically contraindicated present in the chart. The ADON will i
or the resident or the resident's legal compile a report for the QA Committee ‘
representative refuses the second immunization, for 3 montha regarding immunization
notification and foflow up.
The ADON will be responsible for overall
| commpliance.
| §/3.1407
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F 334 Continued From page 50 F 334
This REQUIREMENT s not met ag evidenced
" by
Based on medical record review poficies and
procedures, the facility failed to ensure four (#2l,
#25, #68, #80) of four newly admitted sample

residents, 1he indings were.

" | Interview with the assistant director of nursing
{(ADON) on 4/18/07 at 2:13 PM revealed she was
responsible for the immunization program. The
ADON stated residents admitted after the facility
immunizations in the fall were not identified as
needing the immunizations for flu and
preumovax, The ADON further stated there
currently was not a system in place to idenify
those residents and which vaceinations they
raquired.

Medical record review for vaceinations revealad
! the following residents did not currently have
vacclination information:

a. Resident #25 who was admlitted on
1 12/6/06

b. Residant #21 who was admitted on
12121/06

c. Resident #80 who was admitted an
02412107

d. Resident # 68 who was admitted on
01/12/07
F 371 483,35(i)(2) SANITARY CONDITIONS - FOOD | F 371
ss=£ ' PREP & SERVICE

The facility must store, prepare, distribute, and
serve food under sanitary conditions. _
‘ ‘ i

l
This REQUIREMENT is not met as evidenced | | |
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by ‘
Based on observation and staff interview, the
facility failed to assure proper handwashing ¥371 Sanitary Conditions — Food
during meal preparation and meal service. The | Prep & Service

| findings were: The Facility will store, prepare, distribute

anrd-serve-foadunder-sanitary-eonditions
The trash can used for hand washing has
been replaced with one that functions

" During the initial kitchen tour on 4/16/07 at 1:20
PM, observation revealed a rmetal garbage can
next to the hand washing sink. The mechanized

foot pedal which raised the lid on the garbage properly. The lid lifts by pushing a foot
can did not work, In addition, another plastic pedal so that dietary staff does not have to
garbage can was observed in the kitchen next to handle the lid.
the kitchen stove. A plastic lid covered the can. Dietary staff will be in-serviced by May

i Ohservation on 4/16/07 at 3:46 PM revealed two 15% regarding the need to inform
of three kitchen aides washed their hands then maintenance immediately of & trash can
immediately Tifted one of the garbage can lids in that malfunctions. Maintenance will

order to throw away the paper hand drying
towels. Observation on 4/17/07 at 9:48 AM again
revealed three of three kitchen aides did the

replace the trash can immediately.
The Dietary Manager will monitor the

same thing. In both cases, the aides immediately *"351} can for proper _fu.n ctioning. Random
resumed food preparations tasks, ‘ audits of .haln.d vrvashmg. will also be
conducted within the dietary department
According to the Food Code 2005, U.S, Public | to assure that staff performs the skill
Health Service, When 1o Wash 2-301.14; Food adequately and understands their
' employees shall clean their hands and exposed repoxrting responsihilities.
portions of their arms... (g) when switching ‘The dietary Manager will compile a report
. between working with raw food and working with for the QA Committee monthly for the
ready-to-eat food, (h) before donning gloves for

next 3 months regarding audit results, 5/31/07
The Dietary Manager is rcsponsible for
-overall compliance.

working with food and (i) after engaging in other
activities that contaminate the hands.

Interview with the dietary manager on 4/18/07 at
9:55 AM revealed staff should wash their hands |
and change gloves after touching contaminated ‘ '
items such as garbage can lids, _
F 465 ' 483.70(h) OTHER ENVIRONMENTAL F 465,
gs=p | CONDITIONS

The facility must provide a safe, functional, |
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F 465 | Continued From page 52 F 465!-

F465 Other Environmental
Conditions
. The Facility will provide a safe,

b\r:

Based on observation and staff interview, the
faciiity failed to provide a safe environment for
residents, staff and the public. The findings were:

1. During the initial kitchen tour on 4/16/07 at
1:20 PM, ohservation revealed the doors to the
reach-in refrigerator did not form a tight seal.
Keys were inserted into each daor latch, Posted
an the doors was a notice that stated staff was to
unlock and then relock the docrs prior to and
after using the unlt in order to malintaln a tight
closure.

. 2, Observation on 4/18/07 at 1:10 PM revesled

the following concerns.

a. The plastic baseboard moiding (mop
board) in room 31 by the bathroom door was
coming away from the wall appraoximately 4
inches.

h. The plastic baseboard in room #346 by the
entry door was coming a way from the wall
approximately 5 inches. In addition, the entry

-1 door had a splintered portion of the kick plate -

hanging away from the door with sharp, jagged
adges.

¢. The plastic basebeard molding on one side
of the archway into the television room across
from nurses station 2 was missing and the
exposed plece of the mop board was hanging
away from the wall exposing a rough comer. The
side of the other archway in to the television
room had 2 pieces of edge molding broken off
approximately 3 feet from the floor exposing

furctionat, sanitary amd 7
environtment for residents, staff, and the
public,

. The reach-in refrigerator will have the
door seals replaced, Rackf oy pald

replaced or reattached to the wall which
ever is appropriate in rooms 31, 36, the
TV room and diving room 2, -

The Administrator will do rounds with
maintenance and housckeeping staff daijly
for 3 weeks to identify any further issues

s with plastic baseboard molding, After the
3 weeks, rounds will be done on a random
basis. Documentation of rounds will be
kept and reviewed. Areas found to be
defleient will be addressed immediately.
The Administrator will compile & report
from the rounds documentation for the
QA Commitiee monthly for the next 3
tnonths and then quarterly,

-The Administrator is responsible for
overall compliance,

HM
. .d)/'ﬁffi/duﬁﬁ”
| Plastic baseboard moelding will be ﬁmﬁ L %MO
o

e

5/31/07
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- sharp pieces of splintered wood,

d. The baseboard heater cover in dinning

'| room 2 was bent exposing a sharp edge which
projected into the room about an inch. Interview
with the maintenance manager on 4/19/07 at

1

X4} ID SUMMARY STATEMENT QOF DEFICIENCIES | D PROVIDER'S FLAN OF CORRECTION [ (X&)
lgRE.)le {EACH DEFIGIENCY MUST BE PRECEDED BY FULL ' PREFIX (EACH CORRECTIVE ACTION SHOULD BE | (:OMDP:TEET!GN
TAG REGULATORY OR L3C IDENTIFYING INFORMATION} .. TAG GROSS-REFERENCED TO THE APPROPRIATE
‘ DEFICIENGY)
F 465 | Continued From page 53 = 465

——3:38-Pconfirmead-the-abeve-findings
represented safety hazards.

3. Observation of the hair salon on 4/18/07 at
12:47 PM revealed the sink lacked a backflow
valve. Interview with the maintenance director at
that time confirmead the sink did not have a
backflow vaive,

F 467 483.70(h)(2) OTHER ENVIRONMENTAL

53=C | CONDITIONS - VENTILATION

The facility must have adequate outside
ventilation by means of windews, or mechanical
ventilation, or a combination of the twa.

- This REQUIREMENT is not met as evidenced
by:

Based on observation, staff and residant
interview, the facility failed to provide outside
ventilation to five random air ceiling vent, The

1 findings were:

During the initial tour on 4/16/07 at 2:10 PM a

strong fecal odor was noted in the hall outside of

room 9, and a strong urine odor outside of rooms

#68, #69, and #70. Observation on 4/18/07 at

12:47 PM revealed an odor of feces in the public
hathroom near the beauty shop. Further
observation revealed no air movement through
the vent in tha bathroom, nor the vent in the
hallway outside. Observations of vents In

‘ hathrooms #55 and # 58 in the second station

+ hall, and #88 in the first station hall revealed no

1

F 467 Conditions — Ventilation

F467  Other Environmental

The Facility will have adequate outside
ventilation by means of windows, or
mechanical ventilation, or a combination
of the two,

The air circulation fan motor on the roof

has been replaced.c-Rech <24 {u% w'/«gé °”£%9
The Administrator will do roufids with ax{ il
maintenance and housekeeping staff daily 7 °r ﬂ/’;,[
for 3 weeks to identify any fuuther issucs g lﬂ am®
with ventilation. After the 3 weeks, b " e Wy
rounds will be done on a random basis, %{, .‘5&
Documentation of rounds will be kept and

reviewed. Areas found to be deficient will W%ﬁ%

be addressed immediately.

5'3
‘The Administrator will compile a report 55 517-5 ’

from the rounds documentation for the j)ﬁ-
QA Committee monthly for the next 3 Q
months and then quarterly. (9*

The Administrator is responsible for Afﬁ 5/‘

pverall compliance.

57" 5/31/07

i}-@l),
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air flow. Observation of the bathroom window in
room 68 revealed It was open, Interview atthat
' time with resident #28 who occupied the room, .
| revealed the bathroom window was open to "get |
the stink out.” Interview with a family member for |
resident #40-who-residesInroom #55 on 4/17/07 :
at 5:41 PM revealed urine and feces odor was a Fﬁ?;)u" lt(izdslzlogy'and Dther
probiem which the family had addressed with the b gF os_l_ T";"ws o o obtai
facility a number of times." te Facility wiil provide or obtain
. radiology and other diagnostic services to
Interview with the facility administrator on 4/19/07 meet the needs of its residents. The
at 3:48 PM revealed the maintenance director 'Fftcility will be responsible for the
told him the air circulation fan motor on the roof timeliness and quality of the services,
was burned out. Resident #79 will have a follow up x-ray
F 508 | 483.75(k){1) RADIOLOGY AND OTHER F 508/ completed as ordered.
$8=D | DIAGNOSTIC SERVICES ' A medical record audit will be completed
y . . , to identify any other resident that may
The faguhty mu.st proylde or obtain radiclogy and have experienced the same problem. Any
other diagnostic services 1o meet the needs of its roblems noted will b tod
residents. The facility is responsible for the P it “lo ed will be correcte
quality and timeliness of the services. mmectately. o
The Director of Nursing will review the |
24-hour reports, all telephone orders from
This REQUIREMENT is not met as evidenced "phiysicians and the CNA report sheets on |
by: -a daily basis. Any follow up orders noted
| Based on medical record review and staff -will be tracked through completion.
i iInferview, the facilily failed to ensure an x-ray that { The DON wil! compile a report monthly
Yr\?;eo;:i:e? ‘:EF’ICF"EFEDH‘E?S ff’é‘é’r‘;ﬁéﬁggir for the next 3 months and then quarterly
e dinpsew:?e'en § with or: ays. for the QA Committee with the results of
g ' the audits, deficient practices and any ]
Review of nursing notes revealed resident #70 | discipline that was necessary. =
fell on 1/26/07 and sustained a non-displaced . The DON is responsible for overall
fracture of the pelvis. Review of the 1/26/07 compliance.
physician's telephone orders for resident #79 5/31/07
revealed an order to repeat the palvic x-ray in two
weeks 1o evaluate the healing process. Review of
i the medical record revealed no evidence that the

repeat x-ray was ever done, Interview with the
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F 508 ; Continued From page 55 F 508
assistant director of nursing on 4/19/07 at 6:15 '
PM, confirmed the x-ray had not been done.
F 513 | 483.75(k)(2)(iv) RADIOLOGY AND OTHER F 513
ss=p | DIAGNOSTIC SERVICES
. Thefaclitymustfie i theresident s cinfcai F313  Radiology and Other
racord signed Iancl da‘ted reports of x-ray and Diagnostic Services
other diagnostic services, The Facility will file in the resident’s
clinical record signed and dated reports of
' This REQUIREMENT s not met as evidenced | X=ray and otherrdlagnosttc services, |
by: Resident #68 will have the report of x-ray
Based on staff interview and medical record in his/her chart.
review, the facility failed 1o ensure x-ray results A medical record audit will be completed
were located in the medical record for one (#68) to identify any other resident that may
| of three sample residenis who had x-rays taken, Have experienced the same problem. Any
The findings were: problems noted will be corrected
f the medical record for resident #68 immediately. |
Zﬁ‘g:;‘;’ dan] : !hmeewlgg t;i‘;?]r o ?t:éaesrll‘aeBrZency The nurse will assign follow up for any x-
room at the hospital for an x-ray of his/her leg on “*“’;5’5 qr labs on the MAR 30 ﬂ;at the
2/2/07, Review of the entire medical recerd reports can be tracked through ]
revealed the results of the x-ray was not In the completion. As a back up system Medical
'| chart, Interview with the director of nursing on ' Records will review this area during
4/19/07 at 11 AM revealed she was unable to find ! routine chart audits to assure that results
the report in the medical record but had obtained have been returned.
in from the hospital. The DON will compile a report monthly
F 514 483.75{1)(1) CLINICAL RECORDS F 514 |for the next 3 months and then quarteriy
$8=D for the QA Committee with the results of
i The facility must maintain clinical records on the audits, deficient practices and any
gach resident in accordance with accepted idiscipline,that Wwas necessar
professional standards and practices that are The DON s r - iblo £ Y I
complete; accurately documented; readily 1he LN 15 Tesponsible tor overa
accessible: and systematically organized. compliance.
' The dinical record must contain sufficient SRI0T
information to identify the resident; a record of
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preadmission screening conducted by the State;
and progress hotes.

 This REQUIREMENT is not met as evidenced

by . .

Bhsed on medical record review and staf F514 ,C.l‘““’?'}; Secvices finical record

interview, the facility failed to ensure one (#25) of The Facility will maintain clinical records

fourteen sample residents had medications . on oach resident in accordance with

accurately documented. The findings were: accepted professtonal standards and
practices that are complete, accurately

Review of the medical record for resident #25 documented, readily accessible, and

revealed the April 2007 medication administration systematically organized,

sheet which documented the resident's current Resident #25°s medication administration

medications. Further review revealed the resident
raceived Forteo, a medication used to reduce
bene loss, daily by injection. Further review
showed six out of 18 days in April the residant

record will be complete showing that
medications are administered as ordered,
An audit of all MARSs will be completed

had no documentation showing whether or not to identify any other deficient practices.
s/lhe had received the medication, Interview with Nurses will be in-serviced by May 22"
the director of nursing on 4/18/07 at 1:45 PM regarding documentation responsibilities.
! revealed all medioation ordered should be MARs will be reviewed on a weekly basis
documented whether it was given or refused. to assure that proper documentation has

decurred. Any deficient practices will be

corrected immediately. Any pafterns of

deficiency will be addressed with

individuals.

| The DON will compile a report monthly
for the next 3 months and then quarterly
for the QA Committee with the results of

_the audits, deficient practices and any

| discipline that was necessary.

The DON is responsible for overall

compliance. S/31407

i !
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