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Less commmonly used abbreviations will be It is the p"aqtiw Of. the facility to promote
annotated In each doflciency. care for residents in & manner and in an

F 241 | 483.15(8) DIGNITY AND RESPECT OF F 241 | environment that maintains ot enhances
58=F | INDIMIDUALITY each resident's dignity and respect in full

: recognition of his or her individuality,
The facillty must promole care for residents in a
manner and In an environmaent that maintains or Corrective Action:
enhancos each resident's dignity and respect In it - o _
full recognition of his or her individuality. Rosident #64 will be assessed for level of
assistance needed with meals, including

use of clothing protector and adaptive

Thls REQUIREMENT s not mef as evidengad equipment by Director of Nursing or
by: _ designec. Care plan and CN.A,
Basad on ohservation, staff Interview, and assignment  sheet will be updated as
i medical record review, the faclity failed to ansure necessary to reflect changes.

staff maintalned the dignity of 4 of 17 sampls
residents (#6, #19, #4717, #64). The ihdings wera:” |

Resident #19 will be assessed for fevel of

1, Review of the 1211813 guartetly MDS assistance needed with meals, including
assessment showed resident #64 roquired mited | use of clothing protector and adaptive
assistance from staff with eating and dressing, equipment by Direcior of Nursing or
Obsarvation on 1/6/14 at 4,40 PN showed the | designee. Care plan and CN.A.

resident wag seated in & whaeslchalr in the

television area, As the resldent spoke to the assignment sheet will be updated as
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STATEMENT OF DEFIGIENCIES (X1) PROVIDER/GUPPLIERICLIA (%) MULEIPLE GONSTRUBION (3 § 2014 1(43) DATE SURVEY
ANI FLAN OF GORRECTION IDENTIFICATION NUMBER: A Bl - - - COMPLETER
espaihicons Hoevsh C
535024 Bwne 3 DETIREACE 01709/2014
NAME OF PROVIDER OR SUPPLIER STREET ADD}gﬂgs'}cﬂ-{yf‘s‘rAfﬁTijooggﬂ\
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POPLAR LIVING CENTER CASPER, WY 82601
4y 1) SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (X6}
PREFK (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD B COMPLETION |
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS.REFERENCED T0 THE APPROPRIATE AT
BEFICIENCY)
Preparation and/or execution of this plan = "™
F 000 | INITIAL COMMENTS Foop|of  correction  does not  constitute
admission or agreement by the provider of
The following common abbreviations are used the wuth of the facts alleged or
throughout this document: conclusions sel forth in the statement of
N . deficiencies. The plan of correction is
gghs: gctlvrgaa 0:\ Dally UV'”EtJ ‘ prepared and/or executed solely because it
- LAre Area Assessmen is required by the provisions of feder
GNA:  Cartified Nurso Alde ey e federal
DON:  Director of Nursing § '
i, infection Preventionist . o .
LIPN:  Licensad Practioal Nurse This plan of correction is the facility's
(MBS Minimum Data Set credible allegation of compliance.
PPE:  Personal Protaction BEguipment
RN:  Raglstered Nurse 1241

necessary to reflect changes,

TTonesn s Ra 0.od , NEA Administmdee  2/3/14

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SICNATURE TiTLs {X6) DATE ’

Any deficlency statement ending with an astersk (%) duhoies a deficlancy which the Instiltion may be extused from corresting providing it Is deterniingd 1hat
other safeguards provida sulflclant protaction to the-patlents, (See Instructions.} Exvepl for nurslhg homes, the findings sisted above are dlsclosable 00 days
following the date of survey whedhar or net a pian of correction is provided, For nursing homes, the abave Thaings and plans of corraction are disclosabls 14
days followlng the date these documents are mads svallable to the facifity. If deficlencles sre alted, an approved plan of carrecllon is rogqulsits to continued

program participation.
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surveyor at that time, the resident was notad to
have dried food on hisfher shirt, Jacket, panis and
shioes.

An additional observation on 1/7/14 from 8:30 AM
to 8:45 AM revealed the resident was sitting in the
dining room attempting to eat breakfast without
staff assistance. The resident was not wearlng a
clothing protector and food spillage was noted on
the resident’s shirt and pants. An obsarvatich at
1:16 PM, later that day, showed the resident wag
ivaving the dinlng roem after the noon meal

waaring the same solied clothing observed in the
morning, thterview on 1/9/14 at 9:55 AM with CNA

#4 revealed the resldant refused to wear a
clothing protestor, The CNA also verifiad that It
was {nappropriate to leave the resident in sclled
olothing.

2. Raview of the 12/2/13 quarterly MDS
assesament showed resldent #18 required
extensive assistance for eating and dressing.
Observation on 1/8/14 at 10:10 AM revealed the
resident was seated I the main living area of the
secure uhit. The resident was In a whesichalr ang

| had places of frled egg and toast crumbs on

hisfher pants. The resident was observed at 8 AM
that same day having breakfast,

3. Review of the 12/10/13 quarterly MDS shewed

residant#41 required extensive asslstance with
ADLs including.dressing-and hygiene. Review-of
the 12/12/13 plan of care revealed staff were
directad to asslst the resident with ADLs.
Obsarvation on 1/7/14 at 8:20 AM revealed CNA
#5 wheeled the resldent from the dlning room o
histher room. At that time lhare was, an area of
spllled food and fruit juice on the front of the
resident's shirt that extehded from the neckline to

POPLAR LIVING CENTER GASPER. W 82601
{xdy Ip BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X6y
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFR {EAGH CORRECTIVEE AGTION $HOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATICN) TAG CROGS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
Resident #41 will be assessed for level of
F 2411 Conli ] ) ; , ! i
sonfinued From page { F 241 assistance needed with meals, including

use of clothing protector and adaptive
equipment by Director of Nursing or
designee, Care plan and CN.A,
assignment sheet will be updated as
necessary to reflect changes,

Resident #6 was removed from contact
isolation  on  1/8/2014 by  Staff
Development Coordinator after
conrfirmation of negative lab results.

Identification of Others:

A visual observation audit of residents at
meal time will be completed by Rehab
Manager or designee to identify any
residents with dignity concerns related {o

dining.  For those identified further
review  will  be  completed by

|interdisciplinary team and care plans and

C.N.A, assignment sheets updated to
reflect changes.

The Staff Development Coordinator will
review any residents on isolation
precautions to determine if precautions
are still necessary, Corrective actions will

the taken.as.needed, -

|Systemic Changes:

The Staff Development Coordinator will
educate  staff on dignity, imcluding
assisting residents to change clothing after

meals if they are soiled. |
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his/her abdomen. The CNA transferred the
regident from his/her wheelchair to the recingr
chalr and departed without removing the stalned
shirf. Coniinuous observation from 8:20 AM unti
11:26 AM reveated the resident continued to wear
the shirt unfil it was removed and replaced at
11:25 AM.

4, Interview with CNA #1 on 1/9/14 at 10:25 AM
revealed residants should have thair clothes
changed or cleaned when staff notice dirty
ciothing after a meal,

5, Perlodic observation on 1/6/14 through: 1/8/14
showed resident #6 was located In & room posted
with contact precautions signage; the posted
procatdions required staff and visitors to use
PPE, practioe sfringent hand hygiene procedures,
and generally diminish the resldent's freedom o
move about the facllily a5 & consogusnes of an
apldemictogically significant condition, Intatview
with RN #1, who was also the 1P, on 1/8/14 at
3:10 PM confirmed the resident was on
transmission-hased precautions ay a result of
unresolved infection. The RN stated the facllly
was walting for laboratory confirmation that the
rasident was no longer infective, Review of the
resident's redical record on 1/7/14 unooveraed
laboratory test resulls dated 12/27/13 (11 days
prior) showing the resident was negative for the
infactious agent hased on molecutar amplification
test methods used i the labotalory, When asked
by the survayor about the test results, the IP
stated she was not famillar with molecular test
Inetheds and misundersicod the results; she
acknowledged the resident was asymptomatic
and, along with the laboratory diagnostic
Information in the medical record, could have
been releaged from conlact precautions "...a

POPLAR LIVING CENTER CASPER, WY 82601
o4 D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORREGTION 0x)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR t.5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCEI TO THE APPROPRIATE DATE
DEFICIENCY)
The Staff Development Coordinator or
F 244 | Continued From pags 2 F 241 designee will round on residents with

isolation precautions three times per weck
to review cases, including review of
laboratory work, o determine continued
need for isolation, If isolation precautions
are no longer needed precautions will be
removed and care plan amended to reflect
the changes.

Monitoring:
The Director of Nursing or designee will
complete  random  visual  dignity

observation audit of 10 residents 3 {imes
weekly for 90 days. The audit will
include checking that resident, resident
clothing and wheelchair are clean after
meals, Corrective actions will be taken as
needed for any identified concerns,

The Director of Nursing or designee will
review  residemts  with  isolation
precautions weekly for 90 days to ensure
appropriate interventions are i place,

- Corrective actions will be taken as
needed.

‘Fhe Director of Nursing will track and
trend the results of the dignity audits
monthly and report findings to the QAPT
committee  monthly, The QAP]
commitiee will evaluate effectiveness of
the plan based on trends identified and
implement  additional interventions as
needed to ensure compliance monthly for
three months and then reassess the need

FORM CMS-2667(02-99) Previous Versions Obsolals

Evant 10; l8M11

FacHily 1D: WYQD23

b

B it e e R

W coniinatlon sheet Page 3 of 32




02/03/2014 MON 20:44 FAX Poplar

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

i[dloos/046

PRINTED: 01/24/2014
FORM APPROVED
QMB NG, 0988-0391

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUFPLIERIGLIA {¥2) MULTIPLE CONSTRUCTION (X8} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BULDING COMPLETED
G
536024 B. WING 01/09/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
4305 8 POPLAR
POPLAR LIVING CENTER CASPER, WY B2604
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S FLAN OF CORRECTION oty
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DEFICIENGY)
F241] Confinued From page 3 , F 241 for continued monitoring  based on
couple of days age." Telephona interview with the compliance
rmanager of the tesfing faboratory an 1/7/14 at '
4,10 PM confirmed the fest report Indicated a 2/1 14
hegative result,
F 244 483.15(c)(6) LISTEN/ACT ON GROUP F 2441244 ‘ o 24 if
88=E | GRIEVANCE/RECOMMENDATION It is the practice of the facility to [isten to "Hb
] the views of the residents and act upon the
Whe:[nllatrastldcmt v:)rl family grcugo exist::r.] the facliity grievances and recommendations of the
must listen to the views and act upon the i - o
grievances and recommendations of residents residents  and families Todm’e.’ g
and familiss conceming proposed pollcy and pI‘C‘)pO:S{:d poll'cy and opemtlona' decisions
operational declsions affecting resident care and affecting resident care and life in the
ife in the faclity, facility,
. i Corrective Action:
I;"k’ REQUIREMENT s not met as evidenced a) At a Resident Council meeting held on
Based on resident inferview, staff interview, and 1 23/?’_0 14, ?t_w "esmc“.t _S .dfscussfad their
raview of resident counclt meeting minutes, the concerns with the wait time for meals,
facility faliad to effectively act on grievances Residents gave input and suggestions to
related (o meal service for 3 of 3 consecytive reduce dining wait times. Facility staff
months {Octaber, November, December 2043), will report interventions to the residents
Fha findings were! individually and at the next Resident
Review of the Resldant Council minutes from | Cf)ufmll mzctmg to ensure their concerns
October, November, and December 2013 Larg resolved.
revealed the residents altending the meetings . ]
had complained about the system of meal service b) The Dietary Manager, Director of
and the amount of time they were wating, Review Nursing and Activities Director met on
E{eg:ﬁstg $§?gng r?;g”mtgsfg??nﬁgf;-Sg;g’r;"g;ﬁls 1/13/2014 to formulate plan for dining
soncerned about the wait time:, Distary: time :%N;CG' ".'“f;'(’vgf;z;‘ztbi 4{)!5‘“ will - be
concerns,” The minutes also showed the implemented by :
residents made the suggastion to start meat o )
service earlier or at least serve the meals: at the ¢) At the facility QAPI meeting held on
time posted. The followlng cohcerns were 172072014, a Performance Improvement
identified: 7 _ {Plan was developed to address the
a. Durlng the group Interview on 1/7/14 a restdents' concerns with dining wait time.
i
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A D SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION 36)
PREFIX (EACH DEFIGIENCY MUST BE PHECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETION

TAG REGULATORY OR L8G IDENTIFYING INFORMATICN) ha caoss-zvevanﬁggﬁg I'ég g\tge APPROPRIATE DATE
Identification of Others:
F 2441 Continued F"D_m page 4 ) 4 During Resident Council, residents were
tﬂ ‘OI\M} S:z; restdlemts agl““’eg they ;{g;?]?gugjtmgi asked to identify any other concerns they
00 long (o receive meals, One re . . s
"We have to wall somstimes 2 hours for our g?}'m Ifke.the: Smff to ad_d]e.}js' Actmugs
food." The resident revoaled "We go to the dhﬁﬁg ne'(:t()i V\:"EH H]tel\"le\.ﬂ’ 16'5! ents able to
room early so we can get a chalr and then we be interviewed to identify any other
have to walt to get our food," - coneerns,
b. Review of the follsw-up docimentation
showed the dietary de;partment reslpandet]i to ?ha Systemic Changes:
residents' complaint. Foliow-up aotlons taken In ) . ikt ths , §
December 2013 included dietary staif monitoring gonce{?s P:}oxg,ht (tjh;f)uglzj d.w R{Aesfdput
the punctuality of food belng ready et the posted ouncil will be adaressed n Morning
meal times. However, the form further showed Meeting the day following the council
that aithough the food was ready in the kitchen, meeting. An Ad Hoe QAP Performance
follove-up from nursing was nesded to promptly Improvement Plan will be developed and
serve the meals (o the residents, There was no implemented in the morning meeting, The
ﬁ:g?i:?;é‘; ﬁ’;:"am;ﬂrg‘mgg_ re?)?ycmpﬁreézgefdr |plan and any outcomes will be reported
c. Interview wiih the administrator on 1/9/114 léfwk to the “"*i'dﬂ“‘? at the? hext Rg‘suiem
at 10 AM rovoaled she was aware of the ouncil Meeting, If Residents are not
rosldents concerns regarding the wait for meals. satistied with the resolution, further input
She further stafod that polential solutions had from the Residents will be sought and
been disoussed with mulliple departments adjustment made to the Performance plan
ineluding nursing, but none had baen accordingly, until a satisfactory resolution
implemented al that time, is reached
F 263 | 483.15(h)(2) HOUSEKEEPING & F 253 '
88=£ | MAINTENANCE SERVICES .
: The Performance Improvemen{ Plan

The facility must provide housekeeplng and
malntenance services necessary to malntain a
sanitary, ordarly, and comfortable interior,

| This th_i{JIREMEN:F' is not met as evidenced
by

Based on observation and staff interview, the
facliity failed to ensure a variaty of ltems N 6 of §
resldent areas (the secure unit and 100, 200,
300, 400, 500, and 600 hallways) were olean and

developed in QAPI on 1/20/2014 will be
used to resolve the residents' concern

{with dining wait times, The plan involves
lan extended meal service time for all 3
meals, as well as additional dining space

within the facility. Additional activities
before meals and nworsing  staff not
bringing resident's to dining room too
carly, are also addressed in  the
performance plan,
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DEFICIE
Monitoring:
F 244 1 Continued From page 4 F 244 _
1 AM, sl residents agreed they were stll walting Randon audits of dining room wait times
Eﬁg lotngv totrece!_\é'e meatti& éiﬂg ':izlgsegrmited will be conducted two times per week for
& have to wait sometim Qur : e
foud.” The resident revesled "We go to the dining é . nmtr[m‘t’!;s cg'[?.;s V{;’ﬁiﬁe mfr ,CLBS]‘%:' 1;“' (;
room early 80 we can get a shalr and then we OITOetIve achions wil be taken as neede
have to wait to get our food.” for any identified concerns.
b, Review of the follow-up documentation .
showed the distary department responded fo the . The NHA will track and trend the results
residents' complaint, Follow-up aﬁtiﬁl;a taken In of the dining room wait time audits
December 2013 Included distary staff monitoring - nonthly and report findings to fhe O
the punctuality of food belng ready at the posted :30?]];]:5 i e‘;“ Fep %;dmgs Poe ;-f‘:ﬁ QAP;
meal limes. However, tha form further showed ) ' . rmanc
that although the food was ready in the kiichen, Im}‘):o.vemeu}t Plan .fos reduced dining
follow-up from nursing was needed to promptly wait time will be reviewed :
sarve the moals to the residents, There was no monthly in the facility QAPl meeting,
evidence to show this acthn was completed or { The QAPl commitiee will evaluate
that ncur?::igrmgsvaﬁfr:‘?htgmgri?ﬁfiitgatirn(?fi?gﬁ4 effectiveness of the plan based on trends
\ a st . e ; . . s
at 10 AM revealed she was aware of the fdf“_“ﬁe? and smpieguz;u _ addm(‘mfl[
residents concerns regarding lhe wait for meels, [ierventions  as heeded to - ensure lia |
She further stated that potential solutions had compliance monthly for three month‘s and A
been discussed with multiple departmenis then reassess the need for -continued
Including nursing, but none had been monitoring based on compliance.
g, but 211 14
impiemented at that tirme.
¥ 253 485.15(h)(2) HOUBEKEEPING & F 253 '
§8=F | MAINTENANGE SERVICES
The faclity must provide housekeeping and
maititenancs services necessary to malntain a
sanitary, orderly, and comfortable inferior,
This REQUIREMENT is not met 85 ovidenced
by
Based on observation and siaff interview, the
faciiity failed to ensure a variety of fems in 8 of 6
resident areas {the secure untt and 100, 200,
300, 400, 500, and 600 halways) were olean and
FORM CM8.2687(62-98) Pravious Versions Obaclete vonl [D: Blants Foolllty 1D: WY0033
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F 244 | Continued From page 4 244
11 AM, slx residents agreed they ware still waiting
loa fong tb receive meals. One resldent stated
"We have to wall sometisnes 2 hours for our
food." The resident revealad "We go to the dining
roorn early so we can get a chalr and than we
have to walt 1o get our food,
b Reviaw of the follow-Up dooumentation
showed the dietary department responded to the
residents' complaint, Follow-up actions taken In
December 2013 included distary staff monltoring
the punctuality of food being ready at the posted
meal thnes. Howaver, the form further showod
that although the food was ready in the kitchen,
follow-up fromt nursing was needed to promptly
' sarve the meals fo the resldents, Thers was no
avidence to show this action was completed or
thal nursing was aware their raply was needead,
¢. Interview with the administrator on 1/9/14
at 10 AM rovealed she was aware of the
rasidents concerns regarding the walt for meals.
She further statod that polential solutlons had
been disoussed wilh muitiple depariments
including nursing, but nohe had heen ¥253
- {implemented at that time. ‘It is the practice of the facility ovid
F 253 | 483.15(h)(2) HOUSEKEEPING & Fogal b8 the praciice ol the facility to provide
35=t | MAINTENANGE SERVIGES housekeeping and maintenance services
necessary 10 maintain a sanitary, orderly
The faclllty must provide housekeaping and and comfortable interior.
maintenance services necessary to maintaln a '
sanitary, orderly, and comfortabla Interior. Corrective Action:
_ i la) Upholstered recliners in the secure
This REQUIREMENT s nol met a8 evidenced unit television area were cleaned..
by: ib) Bathroom floors in resident rooms;
Basad on observation and staff inferview, the #303, #304, #305, #306, #309, #409,
faclltty failed to ensure a varlsty of items in 6 of 6 #414, 4507, and #509 were cleaned to
tesldent areas (the secure unit and 100, 200, remove sticky residue and stains. In
300, 400, 500, and 00 hallways) were clean and addition, bathroom floors in resident
FORM CIS-2667(02-99) Previous Versions Obeolole Evont I p1eM Faohlty 1D Wya0zs if continuation sheel Page- § of 32
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rooms; #206, #208, #502, #505, #513, wrrr
THI02, #104, #107, #113, and #11
F 263 | Contiued From page 5 F 253 joamad. nd #116 were

well maintained. The findings were:

1. Interview with the housekeeping supsrvisor on
178114 at 11:20 AM veriflad the following tlams
werg I nesd of additfonat cleaning, and the
bathroom floors were damaged and no longer a
cleanable surface;

a. Obsarvation on 1/6/14 af 4:45 PM showed
two upholstered regliners In the securs unit
telovision area that were solled. The reciiners had
dried whitish and brownish subsiances on the
arms, backs and seats of the chairs. Observation
on 178714 at 10.20 AM showed the recliness had
still not been clagned.

b. Obsarvation on 1/7/14 beglnning st 8;40
AM revealad the following resident bathroom
floars wore sticky when stepped on, and dirty with
brownish and/or blackish stains: #303, #304,
#3085, #308, #3089, #409, 414, #507, and #508,
Observation on 1/7/14 from .10 PM {o 1:46 PM
revaaled the Tollowing resident bathroom floors
were stieky when stepped on, and dirty; #208,
#208, #6502, #5058, #6513, 102, #104, #1407, #113,
and #1186,

¢. Ohsetvation on 1/7/14 baginning af 8:4G
AM ravealed the following floors were dirty: Rcom
#3086 had blackish stalns In the entryway, Roorm
##309 had coffec-like stains on the floor, Room
#113 by the first bed had dirty achesive remalning
on the floor from 6 strips that had baan removed.

1 2. interview with the maintenance supsrvisor on

116114 verified the following ltems were in noed of
repalr, and the facility falled to have a speclfic
plan with a fimeframe for thoza repairs;

a. Cbsarvatlon In the secure unit on 1/6/14 at
4:45 PM showed a hand washing sink and
cabinet looated In the main area near the nurses’

desk. The top drawer of the cablnet was missing

18CU has been repaired,

e} Stain on floor in room #305 was
removed. Coffee-like stain on floor in
room  #309 was removed, Adlesive
remaining on floor of room #113 could
not be removed. Tile will be replaced in
that section of the floor.

2a)Cabinet of the hand washing sink on

2b) The bathroom floor in rooms #404,
#303, #208, #502, #114, and #104 will be
resurfaced. The crack in the floor outside
of secure unit tub room will be repaired.
The hall floor outside room #505 will be
repaired.

2¢c) The door of room #414 will be
repaited. The sink cabinet of room #3172

FORM CMS-2687(02-00) Frovious Vorslons Dbsolsles

Evonf 1D BV

Pouliy 114 veevven

will be replaced. The wallpaper in room
#306 will be repaired. The door frame of
poom #309 will be repainted. Door frame
lof room #208 will be repainted, The kick
plate on the front door of reom #206 will
be reattached, The kick place on the
secure unit utility room door will be
replaced. The heat vent in the bathroom of
room #3512 will be repaired. The.
bathroom door of room #103 will be;
vepaired, The door frame to the bathroom|
of room #602 will be repainted. The
scrape in the wall of room #601 will be
repaired,

st ittt
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its front and it appeared to have been broken
away, Periodic obsarvation revealed the drawer
remained In this condition throughout the survey
{1/6/14 - 179/14).

b. Ohservation on 1/714 baglhring ai 8:40
AM revealed the following linolsum floore were
cracked and collld not be adequately claaned.
The bathroom floor In room #404 had a3 foot 3
inch crack along the right adge, the bathropm
floor In roorn #303 had a 4 foot 7 Inch crack along
the Jeft side. Observation on 1/7/44 from 1040
AM to 11:20 AM reveslad the following Hinofeum
floors were cracked: The hall fioor cutsida of the
sesure unit tub rooin had & 6 foot & Inoh crack,
The hall floor outside of reom #5048 had a 12 Inch
crack. The bathroom floor In room. #208 had 3
foot 1 Inch orack on the Hght side. The bafivosm

floor in room #6502 had a 21 inch arack oh the

right side. The balhroom Roor I room #1414 had a
13 inch crack on the left sida of the ficor. The
bathroom Hoor of room #104 bad a crack on the
right side of the floor that was 12 Inches long,

¢. Chsarvation on 1/7/14 beginning at 8:40
AWM revealed the following wall, door, and room
darnage. The front door of room #4414 had been
damaged from the bottorn hings with splintered
wood that measured 19 Inches i height, The sinic
cablnst of room #312 had & 3 and & half Inoh by 2
inch hole on the left side, and mukliple chips in the
paint. The back wall of room #3086 had walipaper
saparatad from the wall from 2 feet from the floor

" [ to 4 feethy helght. ‘Ther frontdoor frame fo rsam -

1309 had the paint scraped off from the floor to 3
feet 1 Inch in helght. The lsfl side of the door
frame of room #208 had scraped paint from tha
floor up to 3 feet 1 Inch in helght. The kick plate
on the fron{ door of room #2086 was pulled loosa
on the inside by the hinges from the botlom of the
door up do 18 inches In height. The kick plate to

AND PLAN OF CORREGTION A BULDING
C
835024 B. WING 0092014
NAME OF PROVIDER OR 8UPPLIER STREET ADDREGE, CITY, $TATE, ZIP CODE
4308 8 POPLAR
P CE
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OEFICIENCY)
2d) The caulking around the base of the
F 253 | Continued From page 6 Fas3tollets in resident rooms #505, #1086,

#608, and #610 will be removed and
replaced with fresh caulking,

The Administrator provided in-service to
staff on 1/30/2014 concerning the proper
way fo communicate housekeeping and
maintenance concerns using a heat ticket
method. Staff was also asked to assist the
Housekeeping and Maintenance
‘Departments in identifying areas in need
of attention.

Identification of Others:

The Maintenance Supervisor or Designee
will conduct an audit of facility doors,
door frames, kick plates, walls, rtoilet
‘bases, cabinets, heat vents and floors to
identify areas in need of repair. Results of
the audits will be reviewed with the NHA
and prioritized and scheduled for repairs.

The  Housekeeping  Supervisor  or
Designee witl conduct an audit of all
resident room floors and bathroom floors
o identify areas needing additional
cleaning or stain removal. The audits will
be reviewed with the NHA and areas
cleaned as needed,

Systematic Changes:

[The Maintenance Supervisor or Designes
will develop a performance improvement
plan to prioritize renovation projects in
the facility. The Maintenance Department

PV |
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A faclity must use the results of the assessment
to devalop, review and revise the resldent's
compiehenshve plan of care,

The faclity must develop a comprehensive care
plan for sach resklent ilat includes measurable
objectives and timetables to meet a rasident's
medical, nursing, and mental and psychosocial
heeds that are idenfified in the comprehensive
assesament,

The care plan must describe the services that are

highest practicable physical, menfal, and
peychosockal well-balng 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
8483.10, including the right to refuse trestment

to-be frnished-to-attain-or maintaln the resident’s | -

POPLAR LIVING CENTER CASPER, WY 52601
(%) ID SUMMARY SYATEMENT OF DIEFICIENCIES I PROVIDER'S PLAN OF SORRECTICN 8
BREFI {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFX {EAGH GORRECTIVE AGTION SHOULD BE COMPLIETION
TAG REGULATORY OR LSC IFENTIFYING INFORMATION) T™wa CROSS-REFERENCED TO THE ARPROMIIATE DATE
DEFIGIENCY)
will follow the TELS schedule for routine
F 263 | Continued From page 7 F 263! maintenance.
the secure unit Utility room was chipped off on the
baitom right cornar 6 inches across. The . Teyrac i o(VISOF r
bathroom of reom #512 had a heat vent that was y“f. I_Ioaz?g(i?ﬂizgﬂm SI":KEB:: 153 tim:q
rusted 27 Inches across, The bathroom door of esignee T . ‘y lear f
room #103 had 3 gashes on the outer door, Each per week to ensure floors are clear o
gash measured 36 Inchas. The door frame to the sticky residue and stains,
bathraom of room #5802 had paint scratched off '
ori the right from the floor to 33 inches In height, The Housekeeping Supervisor will inspect
!l?t ;{J&g‘i fﬁ%ﬂfﬂgg ;grc? ;;gght wall there was a scrape recliners once per week for cleanliness
: s * A N [ 3 (¥ { if
d. Obssrvation on 1/7/14 at 1:45 PM revealed and ensure cleaning is done if nesded.
the base of the tollet In the bathroom of reem o . , _—
#605 had a rusty and dirly appearance. The Administrator or Designee will 101!nd
Observation on 1/8/14 at 11:20 AM revealed the the facility weekly to ensure that cleaning
following bathrooms hat {ollets with a rusty and and mainienance projects are being
dirty looking base: #106, #5808, and #610. completed and outcomes are satisfactory.
F 270 | -483,20(d), 483.20(k){1} DEVELOP F 279 _
85=D | COMPREHENSIVE GARE PLANS

1 interventions

Monitoring:

The Maintenance Supervisor or designee
will track and trend the results of the
maintenance andits that were conducted
with the NHA monthly and report the
findings to the QAPI committee monthly.
The Housekeeping Supervisor will report
the results of weekly audits to the QAPI
- committee monthly for three months. The

QAPI comniitice will evaluate
offectiveness of the plans based on trends
identified and implement additional

‘as’ needed  to ensure
compliance monthly for three months and

then reassess the need for continued .
monitoring based on compliance. 52]; q]l’f

21142014 |

FOIM CMS-2587{02-08) Pravlous Versions Obsolete
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Facility ID: WY0UR3
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I 283 | Continued From page 7 F 253

the secure unit utility room was chipped off on the
bottom right corher 6 inchss across. The
bathroom of room #512 had & haat vent thal wag
rusted 27 Inches acress, The bathroom door of
room #103 had 3 gashea on the outer door, Each
gash measured 36 Inches. The door frame to the
bathroom of room #6802 had palnt scratched off
on the right from the foor to 33 inches in height,
In room #601 by the right wall there was 3 scrape
that was 48 Inches long,

d. Obseyvatlon on 1/7/14 at 1:45 PM revealed
the base of the tollet in the bathroom of room
#8605 had & rusty and dirly appesarance,
Observation on 1/8/14 &t 11:20 AM revealed the o
followlng bathrooms had tollets with a rusty and
dirty looking base: #1086, #808, and #8610,

F 270 483.20{d), 483.20{k} 1) DEVELOP ~ 279 210

§8=0 | COMPREHENSIVE CARE PLANS it is the practice of the facility to wse
results of the assessment to develop,
review and  revise the resident’s
comprehensive plan of care.

Afacllity must use the results of the assessment
to develop, review and revise the resident's
comprehanalve pian of cars,

The facility must davelop a comprehensive care Corrective Action;
pfz-.!n for sach resident that includes measurable Resident #28°s nulrition and ADL care
objectives and imetables to meet & resident’s Iplan  were updated to address the

medlcal, nursing, and mental and peychosoclaf

el 5, o .
neads that are identified in the comprehensive resident’s  need for large handled

silverware.  The need for large handled

assessment, . !
silverware was also added to resident
The care plan must describe the services that are #28°s tray card. 0o cedolo - Kl Joels
to-be-furnished to-attain or maintain the resident's - Coara- o LNMWL*M‘CMJ - M ‘_/"7
:;ig;’lm%ﬁgflmﬁ ggﬁgsfflfégﬁifﬁ‘ui%%r Resident #19°s incontinence and ADL 0'15 yae 2
= Rex o 491, oy ] - - .
§483.25; and any services that would otherwlse care plfm were ‘“pdme"] o a_dc_""s“’_ M
be required under §483.28 but are not providad resident’s need for mechanical lift for s Lo
dus to the resident's axercise of rights under transfers and use of toilet in shower room ¥ @\\;9’ ﬁ)g o
§482.10, inoluding the right (o refuse trasiment - for totleting, U;w \,‘Pf K
(N
FORM CGMS-2687{02-08) Pravious Versions Obaoiele Evend 10: 518011 Fuaility 10: WYO023 if confinualion shoet Pago & of 32 4??1’“
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under §483.10(b)(4).

This REQUIREMENT I8 not met as evidenced
by,

Based on obsetvation, staff intarview, and review
of rasident madical records, the facllity failed to
develop accurate and individualized care plans

 for 4 (#8, #£19, #20, #28) of 20 sample resldents,

The findings were:

Review of care plans for sampla residents on
1£7113 through 148713 revealed care plans for 4
(#6, $19, #20, #28) sample reslients were
inacourate ar faited to Include comprehensive and
individualized descriptions of rosident(s) care
naeds. The following discrepancles were
identified:

1. Review of the 12/2/13 physiclan slgned order
recapitulation showad resident #28 had orders for
a regular, mechanical soft taxtury diet with large
handle sliverwara o be used. Review of the
1078113 quarterly MDS assessment showed the
resident required extensive assistance with
eating, Cbservation on 1/8/14 at 7:40 AM showed
the resident was feeding himfherself hot cereal
with & regular spoon, CNA#1 sat naxt fo the
rasident to providse assistance (o the resklent as
needed and others at the table, Intarview with
cook #2 at 7.43 AM revesled thers was not any

| farge handied-silverware available-in-the socun -

unit kitchen, Interview with CNA#Y al 7:45 AM
ravealed the resident did not always feed
him/herself and she was unawars of large
handled silverware ever baing provided for the
resident to use. Review of the nutrifien care plan
last reviewed on 12/8/13 showed the use of jarge

handled silverware was not Included as an

POPLAR LIVING CENTER
CASPER, WY 02601
o) 1D - SUMMARY BTATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF GORRECTION )
PREFK (EACH DEFICIENGY MUST BE PRECEDED Y FULL PREFIX (EACH CORRECTVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR 186 IDENTIFYING (NFORMATION) TAG CROSS-REFERENCLD TO THE APPROPRIAYE phre
DEFIGIENGY)
| A care plan was written for resident #6 to
F 279 Gontinued From page 8 F 279 address infection. The care plan included

condition requiring precautions, type of
infection prevention precautions and
criteria for ending precautions.

A care plan was written for resident #20
to address infection. The care plan
included condition requiring precautions,
type of infection prevention precautions
and criteria for ending precautions.

Ieatifieation of Others:

An audit of care plans of residents who
require adaptive equipment at meals, who
have specialized needs 1/t toileting and

2/6/14 by Director of Nursing or designee
to determine if these areas are addressed.
Care plans will be updated as needed
based on audit findings.

An audit of dietary tray cards will be
completed by the Diefary Manager (o
 determine i adaptive  equipment s
indicated. Tray cards will be updated as
needed based on findings.

" Systematic Changes:

1 The ~Stait "Devélopiment Coordinalor or

designee will educate licensed nurses on
updating care plans to reflect resident’s
. needs for adaptive equipment at meals,
specialized toileting needs, and infection
control,

FORM OME-2667(02-09) Pravious Verslons Obaalate
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The Staff Development Coordinator or
F 279 Contlnued From page 9 F279] designee will educate the interdisciplinary

Interveniion, Further, the care plan fallad ko show
the resldent's required and varlable levet of
assistance with meals,

2, Ghsarvation on 1/7/14 at 9:12 AM showaed
CNAs #1 apd #2 used the secure unit shower
foom to toillet resldent #19, The resident required
8 sit-to-stand mechanical ift to trangfer from the
wheelchair (o the tollet, interview with the CNAs
at that time revealed they used the shower room
dua to this resident's roommate (#28) who had
impulsive behaviors that caused safety risks to
hath residents when the bethroom was in Use in
the shared room, The following congers were
identified:

&. Review of the 7/10/13 care plan related to
Incontinence and ADLs for resident #19 falied 1o
show the resident used & mechanlcal lift for
transfers, In addition, the care plah failad to show
the resident was to be (oiletad in the securs unlt
shower room,

b. Review of the care plan for resident #28
failed to show haw this resident's behavior
Impacted the roommate. The care plans related
to incontinance, ADLs and falls were reviewed
and provided no details regarding the bathroom
issua referred to by the CNAs,

- 3, Chservalion while totring the facllity on 1/8/14

baginning at 1:45 PM revealed 3 resident rooms
posted with transmission-based precautions,

1 Review of resident care-plans forthese residents

on 1/7/14 beginning at 10:50 AM revealed 2
residents (#6 and #20) tecked any information In
thelr care plen to Indicate infection prevention
precautions wers In place, conditions requiring
pracautions, orlteria for ending infection

prevantion precautions, or any gpesial conditions |

months by—the—Director—of -Nursing—or- -

team (o the interdisciplinary team on

‘updating care plans to reflect resident’s

needs,

The Dietary Manager will educate dietary
staff on reading tray cards and providing

ladaptive equipment at meals as indicated,

The 24 hour report, new telephone orders
and new physician orders and therapy
communication tools wiil be reviewed 3
times  per  week at  morning
interdisciplinary  feam  meeting by
Director of Nursing or designee. Care
plans wili checked after mecting to
determine if new ok changes in infections,
adaptive  equipment and  specialized
toileting needs are addressed,

| Monitoring:
TA random audit of 10 care plans per week

for adaptive equipment with meals,
specialized toileting needs and infection
control will be completed weekly on
current residents by the Director of
Nursing or designee for 3 months. An
audit will be completed weekly for 3
designee to review care plans for new
admissions / re-admissions and residents
with changes in ADL’s and new
infections. Corrective actions will be
faken as needed for based on audit

or goals for the resldents impactad by the

findings.
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A random audit of 10 tray cards pef week
F 279 | Confinued From page 10 Fovoifor adaptive equipment that is needed
pracautions. The (P confirmed in Interview on with meals will be completed by the
1/8/14 ai 3.20 PM that the 2 residents cited i Dietary Manager for 3 mouths. The audit
|3?|“id care P'a‘l" uPdat&’f to refiect the current will include observation of whether
Infection oontral precautions. adaptive equipment is provided with meal
F 282 1 483.20(k)(3)(I) SERVICES BY QUALIFIED F 282 seulucf;l (?orlﬂactive ac]tions will be taken
g4=D | PERSONS/PER CARE PLAN ) T
as needed based on findings.
The services provided or afranged by the facility ) i
must be provided by quailiied persons in The Director of Nursing will track and
accordance with each resident's wiitten plan of trend the resulis of the care plan aundits
care. and report findings o the QAP
committeg  monthly, The QAPI
This REQUIREMENT Is not met as evidenced committee will evaluate effcctl‘\_f?ness of
by: the plan based on trends identified and
| Based on observation, siaff interview and implement additional interventions as
medical record review, the facility falled to ensure needed {o ensure compliance monthly for
the Cal‘l'ﬁ Pi‘-;lg W?S ?gﬂwe@ 8?Wfii‘lftten for 1 of 20 three months and then reassess the need _
sample rasldents (#28), The findings were:
p (#28) 4 w m
Review of the 7/29/13 care plan showed resldent ] hvf
#28 was at a visk of falls due to & histpry of falls, H
mental status, dacreased muscle coordination,
change in galt pattern, arthritts, narcotic usa,
psychotroplo drug use and a dlagnosis of
Huntington's disease, The care plan showad
intarventions of placing the bed in low position
dated 8/18/13, and for stalf to assist with
lransfars and ambulation using a galt belt dated
10/14/13. The following concerns were ldentified:
a, Observatlon on 1/7/14 at 11,30 AM showed
T 7 T iheresident was aying inhed, s the bt was T TromTmmt T T
notin a low position. Intervlew with GNAs #1 and
#2 at that fime verified the bed was not In the law
position and CNA#1 lowered the bed
approxXimately 8 Inches, Both CNAs statad they
were not awarg of this care plan Intervention.
h. Observation on 1/8/14 at 7:60 AM showed
FORM CMS-2567{02-90) Frevious Veralans Ohscicle lzvent ID: SlaM T Fapiily 10 WYpp22 if continuation sheat Paga 11 of 32
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F 279 Continued From page 10 F 275(F282 ' o
precautions. The IP confirmed In Interview on It is the practice of the facility that
1/8/14 at 3:20 PM that the 2 residents cited services pravided or arranged by the
tacked care plan updates to reflact the current facility be provided by qualified persons
Infection control precautions. in accordance with each resident’s written
F 282 | 483.20(k)(3){1) SERVICES BY QUALIFIED F 262 lan of care.
88=D | PERBONS/PER UCARE PLAN
The services provided or arranged by the facllity Co::rective A’ctiom ‘ X .
must be provided by qualified persons In Resident #28’s plan of care for falls will
acoordance with each resident's written plan of be reviewed and updated as needed by the
oare, Director of Nursing or designee, Based
on care plan update the CNA.
This REQUIREMENT Is not met as evidanced assignment sheets will be updated 1o
by: reflect fall intervention..  Staff who are
Basad on obeervation, staff Interview and routinely assigned to care for resident #28
madical record raview, the facilty fafled to ensure [will be education on ber plan of care for
the care plan was followed as written for 1 of 20 falls by the Staflf Development
satnple residents (#28), The findrgs were: 1Coordinator.
Review of the 7/29/13 care plan showed resident bpe s e
| #28 was at a risk of falls due to a history of falls, Mdentification of Others;
‘mental status, decreased muscle coordination, An audit of care plans of residents who
change In galt pattern, arthritis, narcotic use, are at risk for falls will completed by
psychotrople drug use and a diagnosis of Director of Nursing or designee (o
H?nfingi;)n’s difselas?. Tlfre Ggr'g pl&iﬂ ShOWﬁld determine if interventions meet residents
interventlons of placing the bed in low position et e * anpc e nls il he
dated 9f18/13, and for staff to assist with Cmdl;;;ldkﬂfc} 05;2;:& (i)a::c g ]‘u:; W': !13{;
transfers and ambulation using a galt belt dated upcated as 1 | Dased. on audl
10/14/13. The following voncerns were identified: findings. C.N.A. assignment sheets will
a, Observation on 1/7/14 af 41:30 AM showsd ibe updated fo reﬂ_ect ccuprent  fall
-7 thevesident wag laying I ted; and the tedwas finterventions.
nolin a low position, Interview with ONAz #1 and
#2 al that time verified the bad was not In the low S afi -
A ystematic Changes:
position and CNA#1 lowared the bod The " De . dinator or
approximately 6 inches. Both CNAs stated they lhc_ _Smﬁ I_Dwe!opmgn C_'O.Otdmat?' of
were not awara of this care pian Intervention. designee will educate nursing staff on
b. Observation on 1/6/14 at 7:80 AM showad following interventions in care plans for
falls, . o
FORM ChI8-2567{02-99) Pravious Virslons Qbsolole Evanl ID: BIgM14 Facllity 1D WY0023 If continuation shest Page 11 of 32
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HIGHEST WELL BEING

Each residant must receive and the facllity must
provite the nacessary care and services to sttain
or maintain the highast practicable physica,
menital, and psychosoctal wall-being, in
accordance with the compreheansive assogsment
and plan of care,

This REQUIREMENT e not mef as evidencead
by

Bagsed on medleal record review and staff
interview, the facllity failed to ensure. an effestive
bowel monitoring system was-implemented-for-1-
of 2 sample resident (#28) who reqguired this type
of manitoring, The findings were;

Raview of the 12/1/13 quarterly MDS for rosidant
#29 showed the resident regulred fimited
assistance with toiteting, was continent of bowel

interventions for falls are being followed.
Corrective actions will be taken as needed
for based on audit findings.

The Director of Nursing will track and
irend the results of the adherence to care _
plan audits and report findings to the
QA&A committee monthly. The QA&A
committee will evaluate effectiveness of
the plan based on trends identified and
implement additional interventions as
needed to ensure compliance monthly for
three months and then reassess the need
for  continued . monitoring_. based _on_._
| compliance. '

STATEMENT OF DEFICIENGIES (%) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
G
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(X} 1D SUMMARY STATEMENT OF DEFICIENCIED D PROVIDER'S PLAN OF CORREGTION 54
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. . The CNA assignment sheets will be
282 Lontin‘ued From pa?e 11 . i F 282 brought to morning intordisciplinary
the resident got up ndepandentiy fram the dining meeting, care conferences and weekly risk
chair and ambulated across the room to the X ement meetings by the Director of
seoira unit kitchen to make a request and then manager celings by Hector o
| without any assistance ambulated back Lo the Nursing or designee and updated as care
dining chalr and sat down. At that time CNA#1 plan is updated. Changes in care plans
was sested at the table with the resident, and an that affect care provided by CNA’s will
occupational therapist was in the vicinity assisting be reviewed with CNA’s at daily
with meals, Puring the observation, neither staff “Huddle” as needed
member atternpted to assist the residant with '
transfer or ambuiation, e s
c. Interview with the DON on 1/8/14 at 12 PM Monitoring: , o
verifiad the care plan should be followed and also A random visual observation audit of 10
revealed the interventions far this resident residents per week will be conducted by
neaded (o be roviowed to ensure it met the the Director of Nursing or designee for 3
rasident's current level of care. months to determine if care planned
F 308 483.20 PROVIDE CARE/SERVICES FOR F 308
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F 2821 Continued From page 11 F 282
the resident got up Indepandently from the dining
shair and ambulated across the room to the
secura unlt kitchen to make a request and then
without any asslstance ambulated back to the
dining chair and sat down, At that time CNA#
whs seated at the table with the resident, and an
occupational therapist was In the vicinity assisting
with meals. During the observation, nelther staff
member attempled o assist the resident with
tranafer or ambulation.
¢. Interview with the DON on 1/8/14 at 12 PM
varifled the care plan should be followed and also
ravealad tha interventions far this resident
heedad to e reviewed to ensure it met the
resident's ourrent level of care,
F 3091 483,25 PROVIDE GARE/SERVICES FOR F 30811309
gg=D | HIGHEST WELL BEING It is the practice of the facility that each

Each resident must receive and the faclity must
provide the necessary care and services to atialn
or maintain the highest practicable physical,
mental, and psychosoclal well-baing, in
accorgance with the comprehensive assessment
and plan of care,

This REQUIREMENT is not met as evidenced
by
Based on medical racord review and staff

Inferview, the facility falled to ensure an effective

-bowel monltoring system-was-mptemanted-for-1-

of 2 sample resident (#29) who required this type
of monitoring. The findings were:

i Review of the 4211113 quarterly MDS for resident

#29 showed the restdent required limited
ass(stanos with tolleting, was continent of bowel

resident receive and the facility provides
the necessary care and services to attain
or maintain the highest practicable
physical, mental, and psychosocial well-
being, in  accordance  with  the °
comprehensive assessment and plan of
care,

-Corrective Action:

The Director of Nursing or designee will
complete a bowsl / bladder 7 day tracking
and then review and update bowel /
© 77T | bladder asséssment as nieedad Tor resident
#29. Based on results of assessment
resident #29’s bowel regimen will be
reviewed and plan of care will be updated
to reflect interventions for bowel
management.,
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COMPLIETED

antt had sevare coghltive Impalrment. Review of
114713 care plan showed nterventions included

obsarve for bowel pattern to ensurg adequate
howel alimination {0 address problem of
constipation, Review of the physician's orders
showed Millc of Maghesium (a laxative) with
prune juice was ordered on 10/7/13 and
biscacody! (a laxative) B milligrams and

instructiona to Implement the bowel protocol was

ordered on 10/10/13, Review of the howsl
protocol revealed ths following Instructions:

a. (olve Milk of Magnesia &f bedfime on third

day with no bowsl movemant.
b, i no bowsl movemeant the next day then
give bisacodyl & milligrems.

¢ If no bowel movement by the next day then

glve a 10 mililgram blsacedyl suppository,

During an Interview ot 1/6/14 at 8:30 AM, RN #3
revasied the system for monltoring whether or not
the resident had a bows! movement within 3 days

consisted of daily dosumentation in the “"Care
Tracker" computer database. Review of the
decumentation in the Care Tracker computer
database ravealed the resident did not have a
bowel movement during tha following days:
1020113 to 10/23H 3 (4 days), 1012813 t0
T3 (4 days), 11/3/13 to 1112/13 (10 days),

116/13 to 11/24/13 (© days), 11/26/13 to 12/8/13

{12 days), 1210/13 to 12/29/13 (19 days), and
12f31113 1o 116114 (6 days).

Review of the 2013 October, November, and |

December medication sdministration reoords
{MARS) showed a laxative medlcation was
agministered only on 1212113 and 12/26/13,
Further review of the MARS showed nohe was
administerad from 14114 e 1/8/14.

AND PEAN OF CORRECTION A BUEDING
G
835024 B, WING 01109/2014
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4305 8 POPLAR
POPRLAR LIVING CENTER
CASPER, WY 82601
o6} 1D SUMMAIRY STATEMENT OF DEFICIENGHES D PROVIDER'S PLAN OF CORRECTION 48y
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
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DEFICIENGY)
entification of Others:
F 308 | Continued From page 12 F 309 Identifica ¢

The Director of Nursing or designee will
review bowel elimination documentation

|for the past month to identify any

residents with no documentation of bowel
movement for 4 or more days. For those
identified bowel regimen will be reviewed
and changes made as needed,

Systematic Changes:

The Staff Development Coordinator or
designee will educate lcensed nurses on
bowel management including bowel
movement  documentation and  daily
review, bowel protoeol,  physical
assessment and follow up for anyone who
has not had a bowel movement in past 3
days.

The Director of Nursing or designee will
initiate a worksheet for C.N.A’s to record
 bowel movements every shift. This
-worksheet will be completed for 3 months
in addition to Care  Tracker
documtentation of bowel movements.
When discrepancies in Care Tracker
documentation are resolved the form will

1 be discontinued,

Tl Sift Development Goordinator o

designee  will  educate CN.As on
documentation of bowel movements in
Care Tracker and on bowel movement
worksheet..
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infarview with the DON and RN #1 on 1/9/13 at
10:16 AM revealad a nurging assassment
confirmed the resident was not currently having
problems with constipation, However, they further
statad the "Care Tracker” database had
malfunctioned and needed fo be repalred to
correct the errors In the currsnt bowel imonitoring
system.

F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR

88=p | DEPENDENT RESIDENTS

A resident who is unable to carry out activities of
dally living recslves the necessary servicss {o
maintain good nutrition, greoming, and persenal
and oral hyglens,

ghis REQUIREMENT s not met as evidenced
y:

Based on ohservation, medical record raview,
and staff, resident and family Interview, the facility
falled to ensure 1 of 17 sample res{dents (#58)
and 2 non sample residents (#2, #66) who _
required assistance with ADLs were provided the
needed asslstance related to grooming and
personal hyglahe, The findings were:

1. Review of the medical record showed resident
#2 was admitted with a-dlagnoses of frontal lobe
dementla on 918413, Review of the 12/27/13

required fimited assistance with one pergon
physloal assistance for personal hygiene and for
bathing. Review of a nurses’ note dated 1/4/14
timed 7 AM - 7 PM showed the resldent's famity
member was requasting the resldent be provided
a shower, 2 shave and s hairoul, The note further

" | quarterly MDS assessyment rovealod the resivent |

POPLAR LIVING CENTER
CASPER, WY 82801

(%) |0 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PREOEDED BY FULL PREFIX {EACH CORREGTIVEACTION SHOULD 85 GOMPLETION

TAQ REGULATORY OR LS( IIENTIFYING INFORMATION) TAG CROSS-REFERENOED TO THEAPPROPRIATE |~ DATE

BEFICIENCY)
Monitoring;: -
[~ 308§ Continued From page 13 F 309: The Director of Nursing or designee will

Faz

1 Corrective action will be taken as needed,
{The audit will be completed 2 times

complete audit of documentation of bowel
movements and interventions taken if no
bowel movement recorded in 3 days,

weekly for 3 months.
The Director of Nursing will review the
audits of bowel management for trends
and report monthly fo the QAPI
Committee, The QAPI Committee will
cvaluate the offectiveness of the plan
based on trends identified and implement
additional interventions as needed to
ensure continued compliance, monthly %3
months, The QAP Committee will then
determine if any further action is required, Z&M
4

bl g
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timad 7 AM -7 PM showed the resident's family

A resldent who 18 unable to carry out activities of
dally living receives the necessary sorvices to
maintain good nutritfon, grooming, and personal
and oral hyglens,

This REQUIREMENT s nol met as evidencad
by:
Based on ohservation, medical record review,

and staff, residant and family Intetview, the facliity |

fallad fo ensure 1 of 17 sample residents (#68)
and 2 non sampla resldents (#2, #96) who
required assistance with ADLs werg proviiad the
neaded assistangs related to grooming and
personal hyglena, The findings were:

1, Raview of the medical racord showed resident
#2 wes admitted with & dlagnoses of frontal lobe
dementla on 9/18/13, Review of the 12/27/13

1 aumarterly MDS assessment rovealed the resident |

required limited asslstance with one parson
physkeal asslstance for persenal hyglene and for
balhing. Raview of 8 nurses' note dated 1/4/14

member was raquesting the resldant ba provided
a shower, & shave and a halrcut, The nota further

PORLAR LIVING CENTER CASPER, WY 82601
X4y 1D SUMMARY BTATEMENT OF DEFICIENCIES it PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED-BY FULL BREFIX (EAGH CORREGTIVE AGTION SHOULD BE COMPLETION
T REQULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSSnREFEREBJggngEﬁG'{S{'iJE APPROPRIATSE bArE
I- 309 Cantinued From page 13 F 309
interview with the DON and RN #1 on 1/8/13 at
10:15 AM revealed a nurging assessment
confirmed the resident was not currently having
problems with constipation, However, they further
stated the "Care Tracker" datebase had
maifunctioned and needad to be repalred o
correct the errors in the current bows! monitoring
sysftem. ) 312
i{”z f}aﬁijﬁ\sﬁg‘éﬁfgégﬁﬁﬁ.ﬁgow DED FOR F312, 1 is the practice of the facility to ensure
5820 e that a resident who is unable to carry out

activities of daily living receives the
necessary  setvices o maintain  good
nuirition, grooming, and personal and oral-
hygiene.

Corrective Action:

Resident #2 received nail care, a bath,
shave, hair care. Resident #2°s plan of
care for personal hygiene and grooming
will be reviewed by the Director of
Nursing or designee and amended as
needed. A i1 education will be
completed  with nursing  staff  that

-routinely provide care to resident #2 on

personal hygiene needs and interventions.

Resident #96 received nail care. Resident
#96’s plan of care for personal hygiene

“1'and ‘grooming’ will be reviewed by he

Director of Nursing or designee and
amended as needed. A 1:1 education will
be completed with nursing staff that
routinely provide care to resident #96 on
personal hygiene needs and interventions,

FORM CMS-2687(02-09} Previous Verslons Obaoteta
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| AM verifled the resident's nalls should be trimmed

| personal physical assistance for bathing.

showed the famlly would bring in an electric razor
for the resident to use with sieff supervislon, The
following concerns were identiflod;

a, Observation on 1/8/14 at 10:3% AM showed
the resident was pi the nurses' desk requesting to
see the razor brought in by histher famlly. The
raskdent's famby momber was dlso present, At
that ime it was notfced the resident had facial
hair growth and alse had long fingernaits,

b, Interview with the resldent on 1/6/14 at
10:35 AM revealed s/he hadn't been shaved for a
coupls of days, and the family member verifled it
wag last done at the barber shop on 1/4/14. The
family member then stated he brought the electrls
razor in today (1/8/14) and it was given fo the
nurse for safe keaping, The resident was anxious
to see and use the electric razer, The restdent
Intervien further revealed the resident's nails had
not been cut for a "long time™ and™ could do It
myself, but | don't have the lools.”

¢. Interview with LPN #4 on 1/8/14 al 10:45

by {he CNAg. The nurse stated the resident could
not keep histher own cllppers for safety reasons.
The nurse then stated nalls were 0 be done on
bath days anhd was not certaln why they had
golten so long. Further, the nurse varified facial
shaving was (o be done on bath days and more
frequently per the resident's preferense.

2. Raview of the 11/12/13 admission MDS

.| showod resldent #96 required suparvislon with—_ [

one person physical asslstance for personal
hyglene and extensive assistance with cne

Obsarvation on /7114 at 1:16 PM showed the
resident had long fingernalls on both hands. The
resident was not able to make him/herself

understood when asked about nall care. Review

STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIRF/CLIA (42) MULTIPLE CONSTRUCTION {3y DATE BURVEY
AND PLAN OF CORRECTION DENTHRICATION NUMBER; A BUILDING COMPLETED
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535024 3. WING /0972014
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F 312 | Continued From page 14 F 219 Resident #58 received shave. Resident

58%s plan of care for personal hygiene and
grooming will be reviewed by the
Director of Nursing or designee and
amended as needed. A :1 education will
be completed with nursing staff that
routinely provide care to resident #58 on
personal hygiene needs and interventions,

Tdendification of Others:

The Director of Nursing or designee will
complete a visual observation audit of
residents to determine any unmet personal
hygiene needs, including nail care,
grooming, bathing, shaving, hair care and
clean clothing. For any concerms
identified the Director of Nussing or
designee will assess cause and take
. corrective action as appropriate.

Systematic Changes:

The Staff Development Coordinator or
designee will educate the nursing staff on
proper hygiene including nail care,
grooming, bathing, shaving, hair care and
clean clothing,

Monitoring:
The Director of Nursing or designee will

- leomplete- visual —-observation —audits—of - -

personal hygiene 3 times weekly on a
random sample of 10 residents. The
personal hygiene audit will include nail
care, grooming, shaves, hair care, bathing
and cleanliness of clothes. Corrective
action will be taken as appropriate for any

FORM GMB-2647(02-90) Pravious Verslons Obsclele
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F 3121 Continued From page 15

of the 11/13/13 resident care plan for ADLs
showed the resident required a varied lavel of
assistance ranging from supervision fo extensive
asslstance. However, the care plan failed to show
a plan related 1 bathing and nail care.

3. Review of the medical record showed resident
#68 had » diaghosis of Alzhelmer's dementia.
Agcording to the 12/15/13 quarterly MDS
assassment, tha resldent required limited
assistance with 1 person physioal assistance for
personal hygiene, Review of the resident's care
plan dated 9/4/13 showed need for extansive
assistance utilizing 2 staff membare for ADL's,
Observation on 1/7/14 at 8:30 AM, and ggain on
171814 at 10 AM, rovealed the fomale resident
had numerous chin hairs which were easlly
visible,

Interview with CNA¥4 on 177714 at 10 AM
revealed the resldent had noticeable chin hairg
that should have been shaved when the resident
recelved her bath on Wednesday or Saturday.

F 323 | 483.26(h) FREE OF ACCIDENT

ggs6 | HAZARDSISUPERVISION/DEVICES

The faciity must ensure that the resident
environtment remalns as free of accident hazards
85 Is possible; and each resident receives
adequate supsrvision and assistance devices to
pravend accidants,

Thiz REQUIREMENT Is not met as avidenced
by
Based on ohservation, medival record roview,

F 312 The Director of Nursing will track and
trend the results of the personal hygiene
audits and report findings to the QAP!
committee  monthly. The QAPI
committee will evaluate effectiveness of
the plan based on trends identified and
implement  additional interventions as
-needed to ensure compliance monthly foy
threc months and then reassess the need
for  continued monitoring  based on
compliance.

211

we_\g\
LGN

F 323 K323

It is the practice of the facility fo ensure
that the resicdent environment remains free
of accident hazards, as is possible; and
each  resident  receives  adequate
supervision and assistance devices to
_|preventaccidents.
Corrective Action:

Resident #16 received care for burns per
doctor's orders until resolved.

FORM GMS-2667{02-83) Previous Veralong Obsolste Event 12: 813M11
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Fdentification of Others:

F 323 | Contihued From page 18 F323°1) Dietary Manager audited the
installed on 1/7/14 was plannad dus to a contract | temperature of the coffee pot in the secure
change. t AM showed unit kitchenette,

F Interview on 1/8/14 at 6:45 AM showe 2) The Maintenance Supervisor and
dietary alde #1 checked the facility coffes A)ssistant conducted  an el:ud?t o ":;:E
temperature. The temperature was 125 degrees facility heat ; . ! -
F, and at that imo the alde stated any aclity heat vents to identify unsafe
temperature above 160 degrees F was a polential conditions,
hazard for rosidents.

Systemic Changes:
2. Obssrvation in the followl(?g aure;hast ?]hrév:ﬁd heat ) All hot beverages served to
\[;{;Ht@tit\lglt ?ﬁfﬁﬁ;ﬁd metal edges that had the residents will be served from air

a. Observation on 1/7/14 at 10:40 AM showed | pots. Dietary staff will check
the bathroom heat vent In room #8507 was locse temperature of all air pots before
with the middie metal clamp jutting outward 13 putting them iMoo service to
inches revealing a 8 inch sharp adge. residents, The serving

b, Observation on 1/7/14 at 11:40 AM temperature of hot beverages will
revealed the secure unit sun room heat vent wag not exceed 150 dogrees.
foose from the wall 63 inches across with a sharp T g )
metal edge polnting outward 2) The Dietary Staff will be

o. Observatlon on 1/7/14 at 1:45 PM showed educated by the Dietary Manager
the bathroom heat vent in room #504 was ioose or designee on proper serving
with the middle metal clamp juiing outward 15 temperatures for hot beverages
ihches ravealing an 8 inch sharp edge, and checking temperatures in air

d. Cbservation on 1/8/14 at 11:20 AM showad pots before placing them for
the bathroom heat vent in room #6802 was loose IRTTRAS

sl resident use,
from the waill 8 fest aoross revealing a sharp 7 T Saff  Developme
metal edgo across the entire vent, 3) he  Staff  Deve opment
Coordinator will educate stafl on
Interviaw with the maintanance supsrvisor on. resident  safety  with  hot
1/8/14 at 2:20 PM confirmad heaf vents were in beverages,

i i d'ﬁgeﬁ"“{; He ft‘IJ-r-thﬁ-‘fﬁﬁ[;@d;?t%'%apl'—{:g”%sg?‘%ﬁ—éo : 4) The Maintenaimcs "Stpervisor or
update the enflre heating systam, H ) siome . g -
fagility falled to have a specific plan to aduisss Designee  will - conduct  safety
this jssus, )

F 3711 483.35() FOOD PROCURE, F 371
85=F | STORE/PREPARE/SERVE - SANITARY

FORM GMS-2667{02-99) Provious Verslong Obsolste
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audits of the facility heating vents
F 823 Continued From pags 18 F 323 quarterly per the TELS schedule.
installed on 1/7/14 was planned dug to a contract Any identified issues will be
change, corrected in a timely -
o Mo 01 1114 a5 AN showod 4 in 8 timely manner,
stary alde #1 checked the faclllly coffee sl
tempgratum. The temperature was 125 degrees Monitoring: ‘
F, and at that timo the alde staled any 1) The Dietary Manager or designee
tamperature above 160 degress F was a polential will complete random audits of
hazard for residents, hot beverage temperatures in air
. pots 3 fimes per weck for 3
2, Observation in the following areas showed heat months to validate beverages are
vents with exposed metal edges that had the served at fo t e
potential for Injury: @ a safe temperature, !. he
8. Observation on 1/7/14 at 10:40 AM showed audit - will include  checking
the bathroom heat vent In room #607 was lcose temperature documentation
with the middle metal clamp jutting cutward 13 completed by dietary staff,
inches revealing a 8 inch sharp edge, 2) The Dietary Manager or Designec
b. Observation on 1/7/14 at 11:40 AM will report results of the hot
revealed the secure unlt sun room heal vent was beverage audits to AP
Joose froim the wall 53 Inches across with a sharp fage audils (o the QAP
metal edyge pointing outward. moeting cach month.
¢. Observation on 1/7/14 at 1:45 PM showad 3) The Maintenance Supervisor or
the bathroom heat vent In room #504 was loose Designee will report the results of
with the middle metal Oiﬂ:ﬂp l'{'uttlngdnutward 5 the heat vent audit to the Safety
nches revealing an § Inch sharp sdge. Commit oetir o i
d. Observation on 1/8/14 at 11:20 AM showe e TELS cohapi b According to
the bathroom heat vent In room #802 was foose ' 21475014
frony the wall 6 fest across revealing a sharp 7
metal edge across ths eniive vent, : ).\t'dl "f’dﬁﬁ
Interview with the malrtenance supervisor on ﬁ
1/8/14 at 2:20 PM confirmed heat venls were in
~+disrepalr. He furtherstated the-faclity planned-to TF371 - - - - I -
updale the entlre heating system, However, the It is the practice of the facility to (1)
{ﬁ?‘ﬁ.‘!’ faltad to have a spacifie pian to address  procure food from sources approved or
i issue, nsidere PP fado
¢ 971483 35() FOOD PROCURE, 7371} o oo mthritios s (3 tore, ropare
85+F | STORE/PREPARE/SERVE - SANITARY iosal @ anes » PIOpare,
distribute, and serve food under sanitary
conditions,

FORM GM8-2067{02-09) Pravious Varstons Obsalate
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staff interview, and review of facifity Incldent
reports, the facllity failed fo ensure resldent safety
soneerning hot beverages for 1 (#16) of 70
residents who wera khown o consume hot
baverages. In addition, the facllity fatled to
promole @ safe and accldent-free environment in
3 resident rooms (505, #507, #6802 and 1 of &
resident areas (sacure unit), The findings were:

1. Review of an [heident repart concerning
resident #16 showed the resident sustained bums
fraom spliing hot chocolate Into histher lap on

12124113, The hot chocolate was served to the

resident by staff, Review of the incident details
showsd the born was described as a 15
milllmeter (mm) by 9 mm reddened area to the
left thigh, and a 15 mm by 17 mm reddenad area
to the right thigh, The notes showed the facllity

| staff retoved the resident's pants at the time the

beverage was apilled and placed a-cool comprags
i the reddened areas. Further review showed
the physician was notified by volce mall & that
fime, and staff dogumented the plan to mankor
the burn untit resolved, Ohservation on 1/6/14 at
§:16 PM reveated RN #4 provided wound care for
apen arens on the resident's Innar thighs. At that
time the areas ware blsading, Roview of
physiclan signed ordars onh 1/7/14 showad "Keep
clean dry...mohitor until healed...burm heaaling...no
ovidence of Infection." The followlng cohcerns

-wers [dentifled with the facility's aceident
apreventiont . . .o o . .
a. Interview with the adminlstrator and DON

on 1914 revealad after the Ineldent the facliity
changed the way hot chocolate was dispensed.
When the burn ocourred the hot chogolale was
dispensed from a machine inlo the cup, The
change included the hot chocolate being poured
into carafes prior to meals and allowed to sit prior

POR LIVING GENTER
HAR ENTE CASPER, WY 82601

04 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION {5}
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION

TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG GRDSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENGY)
1a} All hot beverages ate served from air
F 323| Continued From page 16 F 323 pots. Temperature of hot liquids is

checked by dietary staff prior to serving.
Serving temperature is at 150 degrees or
Jess.

Ib) Resident #16 was provided
occupational therapy for hand and arm
strengthening to improve ability to self-
manage drinking from a cup. Hot
beverage cups with lids were provided to
resident #16 and one additional resident,
who was identified to be at risk. In
addition, both  identified residents'
wheelchairs were fitted for cup holders to
improve safe transport of hot beverages.
Both residents refuse to use adaptive
equipment provided.

le) The hot chocolate machine was
removed from dining area. Hot beverage
air pots are used fo dispense hot
chocolate. The temperature of the hot
water in the air pot used to make the
cocoa is measured by the dietary staff
prior to serving residents,

Id) The new coffee machine was instalied
to better help regulate the temperature of
coffes served 1o résidénts. However, the
hot water dispenser handle had fto be
removed, because no guard was present to
prevent accidental dispensing of hot
water.

|
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10 being poured into rasident cups. th addition, &
plan was developed to monitor the temperatures
of the hof chooolate; however, this mottitoring

was nhot accomplighed dus to frequent staff

changes In the dietary department.

b, Review on 1/9/14 of the completed Incident
Investigation related o the spilled hot chocodlate
showed the facliity ordered cups with lids on
178/14 (18 days after the residant was burned) to
secure not beverages for 2 residents identified as
neading llda for hot drinks, whish Included
resldent %16,

¢. On 1/7114 at 9:40 AM a surveyor checked
the temparature of a cup of coffee taken from a
coffee machine in the main dining room used by
residents; the terperature was 168 degress
Fahrenhelt {(F). Thirly minutes later the
temparalure of a second cup of coffes frorm the
same machine was checked and found o be 165
dagrees F. Observation on 1/7/14 at 5 PM
showad the facllity was installing a new coffee
machine af that tima.

d. Interview with the regional dletary
supervisor on /8114 at 11:30 AM revealed the
hew coffes dispensar which was installed on
117114 was ordered due to a changs in contracts,
The supervisor further revealed this machine was
better because the temperature could be
adjusted and controlled. When asked what
temperalure was appropilate the supervisor
ravealed they sef tho temperature 10 150 dagrees

. Interview on 1/8/14 at 8:30 AM with the
administrator, DON, and RN #1 conflrimed they
had startad taking and controlting temperaturas of
hot bevarages on 1/8/14. This was based on
Installation of the new coffee machine and thelr
dlseussion with the regional dletary supervisor,
They further acknowledged the new coffee pot

POPLAR LIVING CENTER CASPER, WY 02601
oA 1D SLUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ity
PREFIX (FACH PEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CURRECTIVE ACTION 8HOULD BE COMPLETION
Th REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APFROPRIATE PATE
DEMCIENGY)
. le) In order to assure the safety of the
F 323 Gontinued From page 17 razs 19 arely

residents, the new coffee machine was
move inside the kitchen, Residents do not
have direct access to the machine in its
new location.

1) All hot beverages are served out of the
kitchen in hot beverage air pots. Residents
who are physically able to dispense
beverages from the air pots are able to do

150, all other residents are assisied by staff.

2a) The bathroom vent in room #507 has
been repaired.

2b) An end cover piece for the heat vent
mt the sun room has been ordered and will

“be instalied, Until {he new part is received

the metal edge has been covered with tape
to prevent exposure.

2¢) The bathroom vent in room #504 has
been repaired.

i
2d) An new vent cover has been ordored

for the bathroom heat vent in room #602
and will be instatled. Until the new part is
received the metal edge has been covered
with tape to prevent exposure,

FORM CMS-2587(02-99) Previous Vorsions Gbsolate
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{X5)
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PATE |

The facility roust -

(1) Preeure food from soureas appraved or
considered satisfactory by Federal, State or local
authotlties; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not mat as evidenced
by: '

Based on observation and staff Interview, the
faclliity failed to ensure sahifary condltions fn 2 of
2 facllity kitchens. The findings were:

Observation on 1/6/14 at 2:50 PM showed the
following concemns in tha maln Kitchah:

a, Tha hand washing sink in the main kitchen
wag being used to store dirty dishes, Interview
with cook #1 at that iime verified the dirty dishes
should not be placed there.

b. Two wat wiping cioths wete located on
preparation counters In the Kitkehen, Further
abservation revealed there was no bucket or glni
with a prepared sanitizer solution to keap the wet
cloths In. According to Food Code 2013, U.8,
Fublic Health Service; 3-304.14. "...(B) Cloths
In-use for wiping countors and other eguipment
surfaces shail be: (1) Held between usses in a
chamlcal sanitizer solulion at a concentration
speclfled under § 4-801.114,"

¢, The reach-In reftigerator unlt containing
condiments had what appeared to be splifed
salad drassing In the bottom of the unit along with
various bits of driad food and dalnis,

¢, The eleciric meat slicer was covered and
stored; however, upon Inspecticn the counter

{x4) 10 SUMMARY STATEMENT OFf DEFICIENGIES D PROVIDEI'S PLAN OF GORREGTION
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE AGTION SHOULD BE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)
| Corrective Action:
F 871] Continued From page 16 Fa71 1. On 1/6 the hand washing sink in the

main kitchen was being used to store dirty
dishes

la) As of 1/31 no dirty dishes are to be
stored in any hand washing sink. Dirty
dishes are to be placed in approved
receptacles and taken to dish washing area
after use,

2. Two wet wiping cloths were placed on
_preparation  counters in  the kiichen.
g Further observation revealed there was no
|bucket or sink with prepared sanitizer
solution 1o keep wet cloths in,

1
lEa) As of 1/31, all cloths are to be stored
fin buckets marked for approved sanitizer
solution only. No cloths are to be stored
on preparation tables,

3} The reach in vefrigerator unit
containing condiments had what appeared
to be spoiled salad dressing in the bottom
of the unit along with various bits of dried
food and debris, g0

3a) As of 1/31 the reaghtin reﬁ'ig_e_ral,_qrs _

have been thoroughly and all debris and
spills have been cleaned.
e

3b) All reach- in coolers have been added
to a regular cleaning schedule that is
followed up by general manager or
designee 1o ensure cleanliness s

FORM CME-2507(02-08) Pravipus Verslons Obsoloto
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rwere in naed of cleaning, .

ares under the slicer was solled with drled pleces
of food,

&, Two blehder units ware sfored on the
counter for use, The food pltchets of these units
were noted to have a whilish fiim covering the
inside of the pltchers which was able to be
scraped off with a fingetnall, Interview wih the
distary manager on 1/6/14 &t 11:20 AM vetified
the film was due to hard water and it needed to
he cleaned with the appropriale cleaner,

f. The kitchen floors and wheels of the
movable racks and carts threughout the kilchen
were gofled with e build-up of grease and grime,

Interview with the distary managerand the
ragional dietary supervisor on 1/8/14 at 11,25 AM
revealed they were aware the kitchen was in
need of deap cleaning, and a schedule was baing
prapared,

Observation oh 1614 at 3.6 PM showed the
following concermns located In the seoure uni
Kitchenetts,

a, The interlors of the refrigarator and freezsr

b, The refrigerator contained ltems that were
not datedfiabelad inciuding a clogs plastic
container with pastaurlzed shall egys, a bowl of
what appearad to be pudding, a large baverage
pitcher filted with what appeared to be salad
drassing.

-- - & An-eiectric griddle was localed on the
counter that had not been cleaned from previous
use.

According to Food Gode 2013, U.8, Pubiic Health
Serviee 4-801. 11 Fquipment, Fopg-Coritact
Surfaces, Nobfood-Contact Surtaces, and
Utenslls, "...(C) NonFQOD-CONTACT

counter area under the slicer was soiled
with dried pieces of food.

4a) As of 1/31 the electric slicer and
surrounding  counter tops have been
thoroughly cleaned and all food debris
removed.

4b) The Electric meat slicer and
surrounding areas have been added to a
regular cleaning schedule that is followed
up by general manager or designee to
ensure cleanliness is sustained,

5} Two blender units were stored on the
counter for use. The food pitchers of
these units were noted to have a whitish
film covering the inside of the pitchers
which was able to be scraped with a
fingernail.

- 5a) All hard water affected equipment has

been properly cleaned with appropriate
chemicals and sanitized for uze.

. 5b) The contracted dish machine service
ccompany has been contacted for setvice

of water softener to acceptable levels,

6) The kitchen floors and wheels of
moveable racks and carts throughout the
kitchen were soiled with a buildup of
grease and grime.

STATEMENT OF DEFICIENCIES (X1) PROVIDERSUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
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DEFICIENCY)
4y The electric meat slicer was covered
F 371 | Gontinued From page 20 F 371! and stored, however, upon inspection the
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1 interview with the dietary manager and tha
| regional dictary supervisor on 1/8/14 af 11:25 AM

of food.

e. Two blender units ware stored on the
countar for use, The food pitchers of these unils
ware noted to have a whitish flim govering the
inside of the pitchers which was able o be
scrapad off with a fingernall. interview with the
distary manager on 1/8/14 at 1120 AM verified
the fiim was due to hard water and it needed to
be cleaned with the eppropriate cleaner.

f. Tha kitchen floors and whaels of the
movable racks and carts throughout tha kitchen
were soiled with a build-up of grease and grima,

revealad they were aware the kiichen was in
need of deep cleaning, and a schedule was being
propared,

Chsarvation on 176114 at 3:16 PM showed the
following concems located In the secure unit
Kiichensile:

a, The interiors of the refrigerator and fraezer

weare i head of oleaning,

b. The refrigerator contalned ltiems that were
not datedflabeled including & clear plastio
confainer with pasteutlzed shell eggs, & howl of
what appeared o be budding, a large beverage
pitcher filled with what appeared to be salad
drassing,

-- -G-An slactric grddis-was located on-the — -
colinter that had not been cleaned from previous
use,

According fo Food Gode 2013, U8, Public Health
Satvice 4-801,11 Equipment, Food-Contact
Burfaces, Nonfood-Conlact Sutfaces, and

Utenslls. “...{C) NenFQOD-CONTACT

"
POPLAR LIVING CENTER CASPER, WY B2601
{54) 1Dy BLIMMARY STATEMENT OF DEFIGIENCIES 1o PROVIDER'S PLAN OF CORRECTION (#5)
PREFIX (EAGH DEFICIENCY MUST B PRECEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8G IDENTIFYING INFORMATION) TAG CROBEREFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
) 6a) As of 2/1 kitchen floors and wheals of
F 371 Continued From page 20 F 371 carts and racks have been thoroughly
area under the slicer was sofled with driad piscas cleaned and are free of grease build up.

6b) Floors have been added to a regular

cleaning schedule that is followed up by
general manager or designee to onsure
cleanliness is sustained.

6¢) Floors have been added to a regular
deep cleaning schedule to ensure build up
is removed regularly,

6d) Wheels of carts and racks have been
added to a regular cleaning schedule that
is followed up by general manager or
designee to  ensure cleanliness s
sustained.

Observations on 1/6/14 at 3:15 pm sowed
the following concerns in the secured unjt
kitchenette,

7) The interiors of the refrigerator and
freezer were in need of cleaning.

Ta) As of 1/31 the refrigerator and freezer
have been cleaned thoroughly and are free
of food and debris.

76y The refigerator and Treezer have been

FORM CMB-2667{02-00) Previeus Versions Obadlelo

Evonl |1; 616M41

Fowere not dated/labeled including a clear*ape 2

added to a regular cleaning schedule that
is followed up by general manager or
designee to ensure cleanliness s
sustained.

8) The refrigerator contained items that

b
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area under the slicer was soiled with dried pleces
of food,

a. Two blender units wera slored on the
gounter for use, The food pichars of these unils
wers noted to have a whitish film coverlhg the
inside of the pitohers which was able to be
soraped off with a fingerall, Interview with the
distary manager on 1/8/14 at 11:20 AM verified
the film was due to hard water and it neoded {0

 be cleaned with the appropiiate cleaner.

f. The kitchten floors and wheels of the
movable racks and carts throughout the kitchen
wera soifed with a build-up of grease and grime.

Interview with the dietary manager and the
reglonal dietary supervisor on 1/8/14 af 11:25 AM
revealed they wers aware the kitchen was In
need of deep cleaning, and a schedule was baing
prapared.

i Observalion on 1/6414 at 316 FM showed the

following concerns lpcated In the secure urlt
kltchenstte:

a. The interiors of the refrigerator and freezar
were In pead of oleaning.

b. The refrigeralor contalned ltems that were

STATEMENT OF DEFICIENCIES 041} PROVIDER/SUPPLIERIGLIA {42) MULTIBLE CONSTRUGTION {#3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETERD
G
835024 8. WING 0109720014
NAME OF PROVIDER OR SUPPLIER STREET ABDRESS, OITY, STATE, ZIP CODE
LIVING CENTER 1906 8 POPLAR
POPLAR CASPER, WY 82601
(%4 D SUMMARY STATEMENT COF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION {6}
PREFIX (EACH DEFICIENCY MUST (3 PRECEDED BY FULL PREFIX (EAGH GORREGTIVE AGTION SHOULD BE COMPLETION
TG REGULATORY OR LAC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENGY)
I plastic container containing pasteurized
F 371 Continued From page 20 F 371! shell eggs, a bow! of what appeared to be

pudding, a large beverage pitcher filled
with what appeared to be salad dressing.

8a) As of 1/31 all opened or lefi over
items placed in a refrigerator ave to be
labeled and dated and disposed of within
48 hours of production date.

8b) Proper label and dating procedures
have been added to a regular cleaning
schedule that is followed up by general
manager or designee o ensure sanitation
is sustained.

9 An electric griddle was located on the
counter that had not been cleaned from
previous use,

9a) As of 1/31 the electric griddle is to be
cleaned after each vse,

9b) The electric griddle has been added fo

not dated/|abeled Inciuding a cleat plastic a regular cleaning schedule that is
contalner with pasteurized shell sggs, & bowl of followed up by general manager or

what appearad {0 be pudding, a farge beverage
pitcher filled with what appesrad to be salad
dressing,

& Ah sledtrio giiddle was lotsied onths
counter that had not baen cleaned from previous
use,

According to Food Code 2013, U.S. Public Health
Service 4-801,11 Equipment, Food-Contact
Surfaces, Nanfood-Contact Surfages, and
Utenslls. "...{C) NonFQOD-CONTACT

designec to cleanliness  is

sustained.

chsure

' Identi-ﬁc_at-i-{_)ﬁ of Othe_;s_ -

On 1731 NHA completed a thorough
sapitation audit of mam kitchen and
secured unit kitchenette to identify areas
of upsanitary conditions,

FORS CMS-2667(02-9%) Previous Vemlons Cbsolute

Evenl 16 DioMt4

Facillly H: WY 0023
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Systemic Changes:

Fa71 Continyed From page 20 FS71 1) An in-service for all Dictary staff
aﬁa tiinder the slicer was soiled with dried pleces will be conducted by Dietary
of food, . deciorn e
&. Two blender units were storad on the Manager of designee on propel
counter for use, The food pitchers of thege units "}‘3"'“',“3 and  sanitary  food

ware noted to have a whitish. fllm covering the handling procedures.
ingide of the plichers which was able (o be 2) The NHA or designee will
seraped off with a fingemall. Interview with the conduct  thorough  sanitation
dietaw Inmanager on 11814 at 11:20 AM vefified audits of main  kitchen and
the film was dus to hard water and it nesded o secured unit  kitchenefte twice

be cleaned with the appropriate cfeaner,
f. The kitchen floore and wheals of the
rrovable racks and carts throughout the kitchen

weekly for 30 days and once
monthly for 90 days thereafter,

were solled with a build-up of grease and grime. 3) Updated regular cleaning
Interview with the diet it schedules have been implemented
nterview e dietary manager and the . ah AnEr :
regional diatary supervisor on 1/8/14 at 11,28 AM :;Limgoium is lmggfwre(:mchgl
revealed they were aware the kitchen was in Schedule 1 be followed '
nesd of deep cleaning, and a schedule was being cheduies Wil be fotlowed up on
prepared, and audited by General Manager
or designoee to ENSUre

Ohsarvation on 1/6/14 at 3:16 PM showed the : sustainability.
following concerns located In the secure unit :
Kiichenette: Monitoring:
wereairr gzégtgglg{esa%fi;g?mﬁ'igarator and freezer The General Manager or designee will

b. The refrigerator contained Hems that were report results of sanitation audits to the
not datedflabeled Inciuding & clear plastic QAPT meeting each month to identify
container with pasteurized shell eggs, & bowl of {rends, ¢ \]4
what appeared o ba pudding, a large beverage }'\4[ {
pltcher fillad with what appeared to be salad 31 14
drassing.

- - -1 ----¢. An-electrit griddie-was located on the-- - - ¢ R IR R ce
wotntar that had not been cleaned from previous
S

According to Food Gode 2013, U.8. Public Health
Sarvice 4-601.11 Equipment, Food-Contact
Surfaces, Nanfood-Contadt Surfaces, ahg
Utensis, "...{C) NonFOOD-CONTACT

FORM CMS-2607(02-99) Pravious Versions Obsolels Evenl 11 Bia1 FacllRy 1D WY0023 if continuation sheet Page Cil of 32
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The faciity must establish and maintain an
Infection Control Program designed to provide a
safe, sanitery and comiortable snvironment and
to help prevent the develppmant and tranemission
of disease and Infection.

(m} Infection Controf Program

The facllity must establish an Infection Control
Program uhder which it -

{1} invastigales, controls, and prevents infactions
In the facitity;

(2) Decldes what provedures, such as isolation,
should be applled fo an individual resident; and
{3) Malntaine a record of incidents and correcilve
actions related 10 Infections.

{b) Preventing Spread of Infection

(1) When the Infeotion Controf Program
determines that a regident needs isolation to
prevent the spread of infection, the faclity must
Isolate the resident.

{2} The facility must prohibit employess with a
communicable diseage or infected skin leslons
fram direct contact with residents or thelr food, If
direct contact will ransmit the disesse.

(3) The TGty MU sETequlrs staffl o wash thalr

hands after each direst resident contact for whioh
hand washing Is Incleated by acoepied
professional practios,

{c) Linens
Personnel must handle, store, process and

and infection,

Corrective Action:

Resident #6 was removed from contact
isolation on 1/8/14 by SDC after
confirmation of negative lab results,

Resident #20°s infection has resolved and
resident was removed from isolation on
1/7414.

Resident #63°s infection has resolved and
resident #63 was removed from isolation
on [/17/14,

The walli mounted hand sanitizer pel
dispensers will be cleaned and inspeoted
by the housekeeping supervisor following
manufacturer recommendations. It the
hand sanitizer gel dispenser continues to
not function properly after cleaning it will
be replaced.

A care plan was written for resident #6
address infection. The care plan included
condition requiring precautions, type of
infection prevention precautions and
criteria for ending precautions.

A care plan was written for resident #20 _

FORN CMB-2607(02-08) Pruvisue Voralons Ghaolete

Event ID: gigM11

fo {0 address infection.
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STATEMENT OF DEFIGIENGIES (1) PROVIDER/SUPPLIERIGLIA (X2 MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A SUILDING CONMPLETED
G
B346024 £, WING 01/09/2014
NANE OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, 2P CODE
4306 S POPLAR
POPLAR LIVING CENTER GASPER, WY 82601
o D SUMMARY STATEVIENT OF DEFICIENCIES 0 FROVIDER'S PLAN OF CORREGTION po
PREFIX (FACH QEFICIENGY MUSBT BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AQTION SHOULD BE COMPLETION |
TAG REGULATORY OR £8C IDENTIFYING (NFORMATION) TAG CROBS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY}
. { F441
F 371 Conlinued From page 21 F 871 1t is the practice of the facility to establish
SURFACES of EQUIPMENT shall he kep free of an infection control program designed to
g?@?ﬁggﬁ;ﬂ?m of dust, dirt, FOOD resldue, and provide safe, sanitary, and comfortable
‘ . S~ e VIronme to help prevent ihe
F 441 488,65 INFECTION CONTROL, PREVENT F 441 ;‘“’”f’““‘;’“ﬁ_ a“dd rmsmisrion of disc he
g6eE | SPREAD, LINENS evelopment and transmission of disease

The care plan 1e 22 of 32
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STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERIGLIA (X2 MULYIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IRENTIFICATEON NUMBER: A RUILDING COMPLETED
¢
635024 B, WING 01/09/2014

NAME OF PROVIDER OR SBUPPLIER
POPLAR LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP GORE
4305 8 POPLAR
CABPER, WY 82801

(%4) I SUMMARY STATEMENT OF CEFICIENCIES I PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRPGTIVE ACTION BHOLA.D BE COMMEETION
e REGULATORY OR [,8C IDENTIFYING INFORMATION) TAG GROSS-REFERENCED YO THE APPROPRIATE DATE
DEFICIENCY)
included condition requiring precautions,
F 441 | Confinued From page 22 F 441 type of infection prevention precautions

transport linens so as to prevant the spread of
Infection.

This REQUIREMENT s not mel as evidenced
by:
Basaed on obsarvation, staff interview, and review
of policies and procedures, the facllity failad to
gnsura stalf followed procedures for
tranamission-bagsed precautions for 2 of 3 posted
resident rooms (#8 and #83). The faclity further
faited to clean and malntain 17 of 22 hand
hyglene dispensers and falled o Update care
plang for 2 of 3 residents (#6, #20) with
epidemiologically significant infections. The
findings wers:

1, Obgervation while touring the facility on 1/6/14
baginning 1:40 PM revealed 3 rooms posted with
"contast precautions” signage and PPE carts
positioned adjacent to the doors. These residents
({#6, #20, and #63) were piaced on
transmission-based precautions to reduce the
risk of further exposure to other residents, staff,
and Vialtors. Continued observation of staff
entering and leaving these postod resident rooms
reveated the following defisiencies:

a, On 1714 at 10:35 AM, CNA#S was
obsarved to enter resident #53's room; a PPE
eart and “oontact precautlons” were at the
daorway leading into the resident's-toom,The-

SHA did not use any PRE when entering the
room or assisting the resident, neither il she

parform any hand hygiene before, during, or after |

asslsting the resident. When asked at that time
the CNA stated she did not think PPE was
necessary uhless she was actually providing care
te the resident, Review of the faclity poliey for

and criteria for ending precautions.

Tdentification of Others:

The Staff Development Coordinator will
review any residents on isolation
I precautions to determine if' appropriate
‘interventions are in  place and if
"precautions are still necessary. Corrective
.actions will be taken as needed,

An andit of care plans of residents who
have infections will completed by
Director of Nursing or designee to
determine if the care plan includes
condition requiring infection, type of
infeclion prevention preecautions and
criferia Tor discontinuing  precautions,
Care plans will be updated as needed
based on audit findings.

The housekeeping supervisor will inspect
wall mounted hand gel dispensers for
cleanliness and  proper  functions.
Corrective actions will be taken as
needed,

Systemic Changes:

The Staff Development Coordinator will
educate staff on infection prevention
| precautions, including when o wse PPE,
when o wash hands, gloving, resident
hand washing and knowing the reason
that someone is on infeotion prevention
precautions.

FORM GMS-2667(02-09) Previous Versions Obsolsle
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" SUMNIARY STATEMENT OF DEFIGIENGIES n PROVIDER'S PLAN OF CORREGTION T m
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGK CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REQULATORY OR LEC IDENTIFYING INFOCRMATION) TAG CROBS—REF&RE&S&&E%J\I{'!}E APPROPRIATE DArE

. : The housckeeping  supervisor  will
F¥ 441 | Gontinued From page 23 F 441 establish a schedule for cleaning, filling
"cor;t%ct %’Eﬁcam’ﬂ‘a"t% dp””te% Dp' }?5 Sggr_‘ag?l and checking hand  sanitizer gel
posted at the resldent's door, aif stail enteing the n e For et Fivant

room must use disposable gloves and perform dispensers for proper function.
hand hygiens, Review of resldent #83's medical

record an 1/7/14 at 11:05 AM showad the resident “The housekeeping supervisor will educate
was placet on transmission-based precaulions housekeeping staff on the schedule for
following the detection of extended-spectrum beta cleaning, filling and checking hand
lactamase producing Escherichia coli isolated sanitizer gel dispensers.

from & urine sample,
b. On 17114 at 12:26 PM, CNA #4 was

observed to enter resident #6's room and adjust The Divector of Nursing or designes will

the resident’s clothing, asslst him/her into 2 {educate nurses on developing cate plans
wheelohair, handle high-touch environmental for those with infections, including
aurfaces, and hold the resident’s hand prior to condition requiring infection precautions,
fransporting the resident from the room, There type of infection precautions and criteria
was a PPE carf and "contact precautions for discontinuing precautions.

signage at the resldents door, In addition, the
postad pregautions Includes a statement that the

rasident's hands must be washed each thne s/he The Staff Development Coordinator or

left the room, During the observation, the CNA did designee will round on residents with
not usa any PRE, did not wash her hands, and infection precautions 3 times per week to
dict not.assist the resident to wash his/her hands monttor  infection  precautions,  staff
beforg leaving the room to have lunch n the performance, and knowledge of reason for
dining room. The CNA stated in interview on precaitions, documentation, care plan and

17114 at 1:16 PM that she was not aware that

PPE and hand hygiena were necessary unless review of laboratory work and determine

she aciually performed diregt cares for the continued need for isolation. If isolation
resident, She further staled she was not sure why precavtions are no  longer needed
tha resident was under conlact pracautions, precautions will be removed and care plan
Roview of the resident's medical record on 1/7/14 amended to reflect the changes.

gt 2:05 PM revealad precautions were
impiemented following a diagnosts of Clostridium |

difficlle Infection. The 24 hour repott, new telephone orders

c. The IP skated in intstview on 1/8/14 at 2:40 and new physician orders and therapy
P that all staff were trained on infectlon control communication tools will be reviewed 3
precautions, the use of PPE, and hand hygiene times  per  week at  morning
cfasppsablg gloves and hand hygiene were Director of Nursing or designee. Care °
raguired of staff working with residenis #8 and . o . )
plans will checked after meeting {0 —emmmee—d
FORM CMS-2567(02-89) Praviowy Veraigna Obaalofe Evand 10, Bl Funing we ¥V EUMGD 3 GUTUNUENU sasey Bga 24 of 32
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#63. She further stated hand hyglene prior fo
leaving the room was g requirement for resldent
#83.

i 2. Wall-mounted hand hygiene gel dispehsers

were chserved on the 100, 200, 300, 400, and
500 hallways whan touring the facillty on '1/6/14
and 17114, The follewdng problems wers
disooversd with the funcioning of hand hyglena
gel dispensers:

a. Random inspection of dispensers on alk 5
hallways revealed 8 of the devices that
malfunctioned [h use, elther falled ko dispense
sufficlent alcohol-base hand gal to sanitize hands
or dispansad a stream of gl at an acuts angle
that rmissed the users hands. Closer Inspaotion
revealed 17 of 22 product dispensers had 1/8 to

172 Inch accumulation of drled sanltizer gel upder |

the pump handle, dispenser nozzle, and/or plasiic
housing that Inderfered with proper operation.

b. The IP confirmed In Intetview on 1/6/14 at
4:05 PM that the hand hyglene dispensers
neaded to be cleaned of the dried realdual
product, She directed the job to the housekesping
gupervisor on 1/6/14 at 4118 PM. The supervisor
wag observad throughotit the day on 177114
wiping the dispensers with paper towels to
remove old product, Repeat observation on
117114 al 3:56 PM and again at 5:10 PM ravealed

that the process of wiping dispensers with papet

towels lead to further problems of dispensing

| nozzles being plugged or blocked by dried gel

proguct, with 8 dispensers faling to functicn
correctly. In addiflon, an unidentifiad vigiior was
observed using a hand hyglene dispenser on
147114 at 4:40 PN, the vislior pumpad the
dispanser handle 8 times without any sanitizsr gel
belng dispensad, The visitor left the facility after
attempting to use the dispenser; about 3 minutes

F 444

j implement  additional

Monitoring:

The Staff Development Coordinator or
designee will complete random audit 3
times weekly for 90 days of residents on
infection control precautions. The audit
will include visual observation of staff
performance in care of those on
precautions, staff knowledge of reason for
precautions, care plans for infections.
Cortrective actions will be taken as needed
for any identified concerns.

The housekeeping  supervisor  will
complete a random audit of 10 hand gel
dispensers 3 times per week or
cleanliness, fullness and proper function,
Corrective actions will be taken as needed
for any concerns identified,

The Staff Development Coordinator or
designee will track and trend the results of
the infection control audits and hand gel
dispensers monthiy and report findings to
the QAPI commitice monthly. The QAPI
commitiee will evaluate effectivencss of
‘the plan_based on trends identified and
interventions as
needed (0 ensure compliance monthly for
three months and then reassess the need
for continued monitoring based
compliance,

FORM CM8-26a7(02-00) Pravious Versiong Obsolete
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o aat determine if new or changes in infections
Continued From page 24 are addressed.
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F 441 | Continued From page 28 F 441

later a large mass of sanitizer gel dropped from
the dispenser to the floor,

¢. Intarvlew with the housekeening supervigor
on 1/8/14 at 2:26 PM revealed he wag unaware
his method of wiping dispenser with papor towels -
was ineffective in returning the davices to proper
function. He had not checkad the dispensars after
wibing them off,

d, Review of manufacturer's Instructions for
ihe hand hygiehe dispensers on 1/7/14 at 8:35
PM confirmed that the pump handle, nozzle, and
lower housing assembly must be free of
aceumuisted wasle material o ensure the device
aperated corractly.

3. Observation while touring the facility on 1/8/14
beginning at 1:45 PM revealed 3 resldent rooms
postied with transmission-based praceutions, _
Review of resident care plans for these resldents
ot /7144 beginning al 1050 AM revealed 2
residents (#6 and #20} lacked any information in
their care plan to indicate Infection prevention
precautions were In place, condltions requiring
precautions, crfterla for ending infection
pravention precautions, or any special condltions
or goals for the residents impacted by the
precautions. The [P confirmed in interview on
1814 at 3:20 PM thet the 2 residents cited
lacked care plan updates to reflect the current
Infoction vontrol precaulicns,

F 465 | 483.70(h) F 465
— seaE| SAFEFUNCTIONALISANITARY/COMFORTABL. - e e -
E ENVIRON

The facllity must provide & safs, functional,
sanitary, ant comforiable environment for
residents, staff and the public,
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F 467
$5aD

This REQUIREMENT s not met as evidensced
by:
Based on observation and stafl interview, the
facillty falled to maintain a olean and sanitary
anvironment In 1 of 3 ulifily rooms Insgected, The
findings were:

Chservation while fouring the facility on 1/6/14 at
2:05 PM revealed avidence of water damage i 1
{100 hallway, across from roem 04} of 3 uillity
rooms inspected on tour. The floor of the room
adjacent to the plumbad slde of the room wag
danp and the towar seation of sheetrock showed
signs of water staing, the baseboard and hacking
material was detgriorated and came apart In
stnalf pleces when the surveyor theoked the
intagrity of the material. A black, powdery
substance was dispersed over an area
approximately 3 feat long and extending 4 to 12
inches abova the deteriorated beseboard; when
inspactad more closely, the black meterial appear
fo ba mold. While inspecting the room, an
unidentifled staff member enlared the room and
put & trash bag into a larger kragh recoptacle
stored In the ulility reom.

Interview with RN #1 on 1/6/14 af 2:15 PM
confirmed the ullfity room had water damage and
acknowledged that staff used the room to store
trash pending final disposal. The RN further

acknowledged-the oo appeared to have water |-

damage,
483.70(h)(2) ADEQUATE OUTSIDE
VENTILATION-WINDOW/MECHANIG

The facliity must have adeguate outzlde
ventiiation by means of windows, or mechanical

POPLAR LIVING CENTER CASPER, WY 82601
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORREGTION (5
PREFIX (BACH DEFICIENCY MUST BI PREGEDED BY FULL PREFI (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG GROSB.REFERENCED TO THR APPROPRIATE DATE
[EFICIENCY)
F465
F 485 | Continuad From page 26 F 4661 It is the practice of the facility to provide

'a safs, functional, sanitary and
comfortable environment for vesident,
staff and the public.

Corvective Action:
The identified utility room  was
inumediately taken out of service, The
room was thoroughly cleaned and
damaged sheet rock was removed and
replaced,

&
On 173072014, the  Administraior
conducted an in-service with staff
concerning reporting of water damage
issues to the Maintenance Department
immediately.

1dentification of Others;

The Maintenance Supervisor or designee
conducted an audit of the facility storage
and utility rooms to identify any other
signs of water damage.

Systematic Changes:

The Maintenance Supervisor or designee
will conduet quarterly audits of the
| facility for water damage according to the
*TELS schedule: -

F 467 Staff’ members will vse a heal ticket

system to report any water damage o the
Maintenance Departiment.
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Continued From page 26

Thie REQUIREMENT s not met as evidenced
by:

Based on observation and staff interview, the
faclity failed to maintain a clean and sanitary
environmaent in 1 of 3 uliiity rooms Inapected, The
findlngs were;

Obhservation white touring the facllty on /6114 at

2:08 PM revealed svidence of water damage in 1 -

{100 hallway, across from room 104) of 3 utility
roorns inspectad on tour. The floor of the room
adjacent to the plumbed side of the roorm was
damp and the lower section of sheetrock showed
signs of water stalhs; the baseboard and backing
materal was deterlorated and catme apait in
small pieces when the surveyor chacked the
integrity of the material, Ablack, powdery
substance was dispersed over an atea
approximately 3 feet Jong and extending 4 to 12
tnehes above the deleriorated baseboard; when
inspected more closely, the black matarlal appear
to be mold. While Inspecting the room, an
unidentified staff mamber entered the rocrn and
put a trash bag Into a larger trash receptacie
stored in-the ulllity room,

Interviow with RN #1 on 1/8/14 at 2:16 PM
confirmad the utility rcom had watar damage and
acknowledged that stafl used the room to store
trash pending final disposal. The BN further

avknowledged the reom appeared {0 have water |

damage,
483.70(h)(2) ADEQUATE QUTSIDE
VENTILATION-WINDOWMECHANIC

The facility must have adequate outslde
vanlllation by means of windows, or mechanical

F 4gg| Monitoring:

schedule.

F 467

Maintenance Supervisor will report the
vesults of the water damage audil to
Safety Commitiee according to the TELS
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me REGULATDRY OR 1,8C IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE Lz
DEFIGIENGY)
467 T
F 467 Oonﬁngedlﬁvwxpagng- FABT1 1t is the practice of the facility to have
venfilation, or a combinalion of the two. adequate outside ventilation.
This REQUIREMENT s not met as evidenced (Gg;f:g;fc‘;;ﬁ‘;“m st vont o
by: ‘ & I th¢: exnaust vent Tan in
Based on observation and staff intarview, the WWW?WWIm%,mGMwMMme
§ facllity falled to provide adequate venlilation in Supervisor determined that the vent fan
resident bathrooms for 2 of 6 haliways (200 needed o be replaced, A replacement fan
haltway, 300 haliway). The findings were: was ordered and will be installed when it
Perlodic observations from 1/6/14 at 2:25 PM l‘é“‘]"” The "";};‘3?" vent filters in
through 1/8/14 at 2:20 PM revealed the facility sident rooms #306 and #314 werc
had a noticeable odor of stale urine in the 200 gelﬁlt?f;di P:{” IOi'hiffl]' exhaust vents on halls
and 300 hallways. On 1/6/14 at 4:50 PM the and 3 had the filters replace to improve
bathroom ceiling exhaust fans ware chaokad for ait movement,
ventiation adequfxcy in resident rooms #3085,
#306, and #314. In each room, thore was no Identificati . .
notlceabla alr movement, During the survey "EEI:Z’;\:;Z?::(:O“ of (;then.s.. o Tva
pariod fromn 1/6/14 st 4:50 PM through 1/8/14 at nance supervisor of Designee
2:20 PM, all resldent bathroom exbaust fans were CO"d‘-{th’d_ an andit of afl the bathroom
checked for adequacy in the 200 and 300 vent fans in the Tacility on 1/31/2014.
haliways, and there was no noticeable alr
movemaent, Both hallways continued to have the Systematic Changes:
smell of stale urine thraughout the survey. | The Maintenance Supervisor or designee
Interview with the maintenangce dirsctor an 1/8114 ‘r’”“[ conduct quarterly audits of the
at 2:90 PM confirmed the exhaust fane ware not muwemmﬂvaMmeMmgmme
working, He stated he plarned to address this | TELS schedule.
Isstee throughout the faciiity, However, the facility :
1 failed to have a plan with a specific limeframe to Staff members will use a heat ficket
-y 2ggr;‘:;)t(m;é5§;e F | EleM fo report any malfunction of
B e 5 satracn vent 2 e Waiicar
ss=n | REGORDS.COMPLETE/AC CU R ATE ! A (,CESSIES Da m?pm veint fans fo the Mainienance
B epartment,
The facllity must maintain clinleal records on each
resident in accordance with acsepted professional
standards and practices that are complate;
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Continued From page 27
venlilation, or a combination of the two,

This REQUIREMENT is not met as evidenged
by:

Based on chservation and siaff interview, the
faollity failed to provide adequate ventilation in
resident bathrooms for 2 of 6 hallwaye (200
hallway, 360 haliway). The findings were:

Periodic observations from 1/6/14 at 2:26 PM
through 1/8/14 at 2:20 PM revesled the facliity
had a notlceable odor of stale urine In the 200
and 300 haltways, On 1/6/14 at 4:50 PM the
bathroom celling exhaust fans were chackad for
ventiiation adequacy in resident rooms #306,
#3086, and #314, In each room, there was 1o
notlcaable air movement, Durihg the survey
period from 16014 at 4:60 PM through 1/8/14 at
2:20 PM, all resident bathroom exhausl fans were
checked for adaguacy In the 200 and 300
hatiways, and thore was no notlceable alr
tiovemant. Both hallways continused to hava the
smsll of stale wrine throughcut the survey,

Interview with the maintenance director on 1/8/14
b 2:20 PM confirmed the exhaust fans were not
waorking. He stated he planned to address this
lssue throughout the facllity, Moweaver, the facliity
falled to have & plan with a specific limeframa to
address this lesue,

48376(1(1) RES

REGORDS- COMPLETE/ACCU RATE/ACC[:SSIB

LE

The facility must maintain clinical records on each
resident In accordance with aotepted prefessional
standards and practicss that are complete,;

F 467

FE14- -

Monitoring:

Maintenance Supervisor will report the
results of the bathroom exhaust vent fan
audit to Safety Committee according to

jthe TELS schedule. Corrective actions

will be taken as needed for any identified
CONCEINS, } h

9

et
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aocuralely documented; resdily accassible; and
sysiemalically organized,

The clinical record muat contaln sufflclent
information to identify the resldent; & racord of the
resident's assessments; the plan of care and
setvices provided, the resulis of any
preadmission soreening conducted by the State;
and progress noles,

This REQUIREMENT fs not met as evidenced
by:

Based on medlcal record review ahd staff
Interview, the facllity failed to ensure the

slecironlo resldent records were accurate related

to bathing for 3 of 17 sample residents (#13, #19,
#28) and refated to bowel monitoring for t of 17
sample residents (#29). The findings were:

In regard to bathing:

1. Raview of the Cotober, November and
BDecember 2013 to January 8, 2014
bathingfshower repott for residents #28 showad
weelks whera baths/showers were not

decumented. The mohitoring record showed the

realdent was not bathed for 14 days from
11726718 to 12/10/13, eleven days from 12/10/13
to 12/21/13, and eleven days from 12/21/13 {0
171114, Review of the 7/29/13 care plan for ADLs
failed to-show a-plan for-bathing-or showers.

1 2. Review of the November and Rocember 2013
1 shower report for resident #13 showed the

rasidant went without a shower or hath for 11
doyea from 1121113 1o 120213, and for 21 days
from 1212113 to 12/24/13,

It is the practice of the facility to maintain
clinical records on each resident in
accordance with accepted professional
standards and practices that are complete,
accurately documented, readily
accessible, and systematically organized.

Corrective Action;
The Director of Nursing or designee will

interview resident #13 and %JN.A. w0
determine last bowsl 7 nl.  Care

Tracker documentation will be reviewed
for accurate documentation, Htheretas

bwmmumhﬁmﬁt—m—pastﬂ—dayv

The Director of Nursing or designee will
interview resident #19 gnd CN.A. 1o
defermine last bowel—m Care
Tracker documentation will be reviewed
Tor acourate documentation, -H—there—has
been no bowel movementinpast-3-days-
inteeventionswith-be-imitiated.

The Director of Nursing or designee will
inferview resident gf%ﬁ ang! ]g.N.A. to
determing dast be sment— Care
Tracker documentation will be reviewed
for accurate documentation. H—therghas
been-ne-bowel-movement-in-past 3—days
inferventions-will-be-initiated—
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o ¥ 514
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L e T

The Director of Nursing or designee wilt

F 614 Gontinued From page 29 | Fou interview resident #29, and CNA. {0 o F
3. Reviaw of Oclober, November and December determine date of Iastm' ‘raw Q"
2013 bathing/shower reporl showed resident #19 documentation will be reviewed for | %
went without a hath or shower 14 days from oonrate  documentation.  Corrective LW
1112113 to 11/16/13, and for 10 days fromn :acourate. ‘ - <
12/14F13 Y0 4212513, action will be taken as needed, 53\ \05
4, Interview with CNAs #1 and #2 on 1/9/14 at Identification of Qthers: 9{\{9
10:26 AM verlfled the resldents were provided The Director of Nursing or designee will

baths at least once weekly. Tha CNAs stated the
computer program {Care Tracker) which was
used to input the information had a "glitch” and

review bowel elimination documentation
for the past month to identify any

sometimes the bathes/showers did not show up residents with no documentation of bowel
on the monitoring reports. The CNAs verifled niovement for 4 or more days. For those
there was no other source of documentation to identified bowel regimen will be reviewed
show when resldents ware bathed/showered. and changes made as needed.

In regard {o bowel monitoring: The Director of Nursing or designee will

1. Review of the 12/1/13 quarterly MDS for review bath documentation for the past
resident #28 showed the resldent required fimited | ‘month to identify any residents with no
assistance with tolleting, was continent of hows! documentation of bathing twice per week.
and had severe cognitive impalrment. Review of { For those identified bathing choices and
11/7/13 care plan showad Interventions included plan of care for baths will be reviewed

ohsarve for bowel pattern fo ensure adeguate

bowel gllmination to eddress problem of and updated as needed.

constipation,

Systematic Changes:
2, Durlng an interview on 1/8/14 at 8:30 AM, RN The Staff Development Coordinator or
#3 revealed the system for monltoting whether or designee will educate licensed nurses on
ol the resldent had a bowe! movement within 3 bowel management including  bowel

days consisted of dally documentation in the

"Cara Tracker" compuler database, Review-of the movement  documentation and  daily

docurentation in the "Care Tracker computer review, bowel  protocol, physical
dalabase showed the resident did not have a : assessment and fotfow up for anyone who
bowel movement during he following days: has not had a bowel movement in past 3
1072013 to 10/23/13 (4 days), 1/20/13 fo : days.

111304 days), 11/3/13 10 1111213 {10 days),
11115/13 to 11/2413 (9 days), 11/26/13 to 12/8/13
(12 days), 121013 to 12/29/13 (19 days), and

FORM GME-2667(02-09) Previouas Verglons Obeolete Event i gisMH Fachiy iD: WY0029 I continuation sheat Page 30 of 32
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F 614 Continued From page 29

3. Review of Qctober, November and Dacember
2013 bathing/shower report showed resldent #18
wenl without g bath or shower 14 days frem
1142113 to 11/16/13, and for 10 days fram
121413 to 12726/13,

4. Interview with CNAs #1 and #2 on 1/9/14 at
10:25 AM verified the residents ware provided
baths at least once weally. The CNAS stated the
compuler program (Care Tracker) which was
used 1o input the informatlon had & "glitch” and
sometimes the bathes/showers did not show up
on the monttoring reports, The CNAs verifled
there was no other source of documentation {o
show when residents were bathed/showered,

In regard to bowet monitoring:
1, Review of the 12/1/13 quatterly MDS for

asgistance with tolleting, was continent of bowel
and had severa sognltive Impalrment. Review of
1147113 care plan showed interventions Included
obsearve for bowel paitern to ensure adequale
bowe! elimination to sddress problem of
constipation.

2, Durlng an interyview on 1/8/14 at 8:30 AM, RN
#3 ravealed the system for monitoring whethsr ot
not the rasident had a bowe! movement within 3
days consisted of dally documentation In the

| MGare Tracke!” compuier database. Review.of the
documentation in the "Care Tracker" compuler
database showsd the resident dld not have o
bowe! movement during tha folfowing days:
10/20/13 to 10/23/13 {4 days), 10/20/13 o
11/1/13 {4 days), 11/3/13 to 111213 (10 days),
11HMBM3 to 11£24113 (9 days), 1126113 to 1218113
{12 daya), 12/10/13 to 12/29/13 (19 days), and

restdent #29 showed the resident requlred limited |

The Director of Nursing or designee will

F 514 initiate a worksheet for CN.A's to record
bowel movements every shifi and a
worksheet to record baths, These
worksheets will be completed for 3
months in addition to Care Tracker
documentation of bowel movements and
baths,  When discrepancies in Care
Tracker documentation are resolved the
form will be discontinued,

The Staff Development Coordinator or
designee  will educate CN.A's on
documentation of bowel movements and
baths in Care Tracker and on bowel
movement and bath worksheets,

Monitoring:

The Director of Nursing or designee will
complete audit of documentation of bowel
movements in care tracker and worksheet
and interventions taken if no bowel
movement recorded in 3 days. Corrective
action will be taken as needed. The audit
will be completed 2 times weekly for 3
fmonths,

The Director of Nursing or designee will
complete audit of bath documentation in
Care ‘Tracker and "on bath -worksheet 2
times per weck for 3 months fo determine
if baths have been given. Corrective
actions will be taken as needed based on
audit results.
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A facllity must mainiain a quality assesement and
assurance committee consisting of the director of
nursing servlces; a physician designated by the
facility, and at least 3 other membars of the
faclity's staff,

The qualily assessment and assurance
committee meets at least quarlerly to icentify

Issues with respect to which qualily assessmeant
| and.assurance activities sire necessary, and .

develops and Implements appropriate plang of
actlon to correct identiflad quality deflelencles.

A State or the Secretary may not require
disclosure of the records of such commities
axcept insofar as such disclosurs i related to the

FORM CMS-2687(02-09) Previous Versiong Obsalafe
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The Director of Nursing will review the
F 614 | Continued From page 30 F 814 jaudits of bowel management and bathing
AU to 1614 (6 days), documentation for trends and report
monthly to the QAPI Commitiee. The
3. Interview with the DON and RN #1-on #/9/14 &t QAPl Committee will evafuate the
10115 AM revealed a nursing assessment oBa , .
confirmed the resident was hot currently having fzdf{eq;yeémss Of th.e' pi? n based D’lld.“.e s
problems with canstipation. However, they further identified and  implement additional
stated the compiter database had malfuhctioned wterventions  as needed to  ensure
and needed to be repaired to correst the arrors In continned  compliance, monthly  x3
the current bowel monitoring system. months, The QAP] Committee will then
determine if any further action is required.
Intsrview with the DON on 1/8714 at 10:40 AM
veilfiad the computer system may have some 211412014
problems. 8he stated the CNAs have reportad . A c\\,\'—\
information was sometimes missing from the 1*5_20 i . e "F;B
reparts although it was entored into the aystem. It is the practice of the facility to maintain
The DON then stated this cotmputer Issile was a quality assessment and assurance
not yet in the process of being fixad or svaluated, commitiee,
F 5201 483.75(c)(1) QAA EE F 620
sg=5 | COMMITTEE-MEMBERSMMEET recti dion:
QUARTERLY/PLANS Corrective Action:

At Ad Hoc Performance Improvement
Plan was developed by the facility
Interdisciplinary Team on 1/9/2014 1o
address  identified Infection Control
concetns. The Ad Hoc Summary was
adopted by the QAPl Committee in the
regularly  scheduled  meeting  on
1120/2014.

Identification of Others:

Current. Performance Improvement Plans
were reviewed by the QAPI commitles
and updated as necessary, Additional
Performance Improvement Plans were
identified by the committee and
implemented  dwring  the 172072014
meeting.
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related to infection control. The findings were;

[ the facility, Refer to Federal gitation F441 for

compllance of such commities with the
requiraments of thie section,

Good faith attempts by the commiittes to identify

and correct quality deficiencles will not be usad as|

@ basls for sanctions.

This REQUIREMENT is not met as evidenced

Based on staff interview, meadical record review,
and review of facility docurnents, the facifity fajled
to ensure the qualily assurancs (QA) and
performancs improvemant {P1} program was
affeclive in {dentifying and resclving piobloms

Revlew of findings from the facillty's last four
suivays; dated 10/18/12, September 2011,
November 2010, and Osctober 2009, revealed the
facility was repoatadly clied for thelr fallure to
implement ah effective infection control program,
Survey findings from this current survey further
established the facllity's long-standing
non-compliance with infaction contral
requirements, Interview with the adminiatrator,
the DON, and 1P on 1/¢/414 at 9 AM verlfled the
QAP] process was not sufficient in this area, and
additlonal data collection and analysis was.
neaded to improve the infection coitrol practices

detalis related to Ifection contral deficlenclos
duting the curent survsy,

The QAPI committee members will be
educatod on the QAPI process including
identification and resolution of problems..

Identified trends requiring a Performance
Improvement Plan will be addressed
monthly by the Interdisciplinary Team in

{the QAPI meeting. Ad Hoc Performance

Improvement Plans for items requiring

more immediate attention will  be
'implemented in Morning Meeting as
needed,

Monitoring:

The Performance Improvement Plan for
Infection Control will be reviewed ecach
month in. QAPl (o ensure positive
outcomes. The Interdisciplinary Teany
will review the plan  and make
adjustments  as necessaty fo  monitor
positive  infection  control  outcomes.
Corrective actions will be taken as needed
for any identified concerns.

. FORM APPROVED
. _CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. D838.0351
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SURPLIERIGLIA (%2) MULTIPLE COMBTRUGTION {X3) DAT SURVEY
AND PLAN QF GORREGTION IRENTIFICATION NUMBER: A OUILDING COMPLETED
¢
535024 B, WING 0110812014
T NAME OF PROVIDER DR SUPRLIER STRENT ADDRESS, GITY, STATE, ZIP CODE
4305 § POPLAR
POPLAR LIVING CENTER CASPER, WY 52609
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES o} PROVIDER'S FLAN OF GORRECTION X6}
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TG CROSSREFERENCED TO THE APPROPRIATE DAYE
DEFICHENCY)
Systematic Changes:
F 620 Continued From page 31 F 520

P

FORM CMB-2587{02-99) Previous Varsions Obsolele

Ewvont (1 8i8nid1

Facity ID: WYD023
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