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F 000 | INITIAL COMMENTS ' F0oo!
! & E
E The following common abbreviations are used | E
! throughout this documient; i[ ;
RN- Registered Nurse ,
CNA- Certified Nurse Aide 1 3
DON- Director of Nursing | !
LPN- Licensed Practical Nurse ; i
MDS- Minimum Data Set 1
ADL- Activity of Daily Living A
mg-Milligrams ‘
mbL-~ Milllliters. '
mEg- Milliequivalent : i

: annotated In each deficiency. N i
F 167 483.10(g)(1) RIGHT TO SURVEY RESULTS - F g7/ can examine the results of the most recent
- survey in a place readily accessible to

'1 ess commonly Used abbreviations will be i The facility will ensure that the resideflat

1

ag=t3 | READILY ACCESSIBLE !
residents and will post notice of thegr

{ A resident has the right to examine the results of availability.
zthe most recent survey of the facility conducted by, a. The most recent survey will be post
i Federal or State surveyors and any plan of ; right next to the Director of Nursing’s
correctlon in effect with respect to the facility. : " office and posted as the most rece ﬁ ¢
i
g . SUIvey.

The facility must make the results available for
| examination and must post in & placa readily

" accessible to residents and must post a notice of ¢
§ : thelr availability.

"b. The NHA or designee will move the
: recent survey and place on shelf, :

! c. The residents will be told of the mov‘e
; of the most recent survey book during our
| - monthly resident council meeting.

!
i i :
d. This will be monitored on a monthly \{. dhelT “)OM

; g?ls REQUIREMENT is siot met as evidenced basi s/a'ﬁ'd bronght o QAPI wnfT Tesolve i 9 "
. Based on observation and staff interview, the , | The results of the monitoring will
' facility failed to post the results of the most recent ! : recorded on a spreadsheet. ;
| State survey in an area readily accessible to i VY5
! residents. The census was 58, The findings were: | i b al.
= , ; 9| 201y

\
LABORA DRY ol CTOR SOR F’ROV DERIS Lr[iR REPRESEN'{ATIVE S SlGNATURE O TITLE i n (X8) DATE/ /
C_—-—-‘ ]
\ N [

A“rign/ eﬁmency sta\eg;‘em endmg with an asier )de t X! def ciency which the institution mJy be excused from comecting providing itis dete"rmmeci that
other safeguards provide sufficient protection 10 he D t (See instructions.) Except for nursing homes, the findings staled above are discipsable 90 days
following the date of survey whether or not a plan of cs n is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documenls are mage avaulable tn the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued

program parficipation,
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{

F 167  Continued From page 1 :
i Observation on 8/7/14 at 10 AM revealed State
i survey results were posted in the foyer of the
 facillty. However, there was & locked door
| between the resident living arees and the survey
' results. In order fo access ihe results, residents
| had to ask a staff member to unlock the door.

i Interview with the DON oh 8/7/14 at 11 AM
confirmed the survey results were not availabie to
| residents without the intervention of staff,

F 278! 483.20(g) - (j) ASSESSMENT

58=p | ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately refiect the
- resident's status.
|

| A registered nurse must conduct or coordinate
i each assessment with the appropriate
: participation of health professionals.

' A registered nurse must sign and certify that the
assessment is completed.

Each individual who completes a portion of the
i assessment must sign and certify the accuracy of
 that portion of the assessment,

wilifully and knowingly certifies a material and
false staternent in a resident assessment is
subject to a civil money penalty of not more than

: $1,000 for each assessment; or an individual who
twiltfully and knowingly causes another individual

| to certify a material and false statement in a

' resident assessment is subject to a civil money

i penalty of not more than $5,000 for each

| assessment.
!

Under Medicare and Medicaid, an individual who !

i
]

L

'

! ‘
i
4

| The facility will ensure that the MDS
' assessments  accurately  reflect th
i resident’s status, ;
E 1. Resident #33 will have a corrected
{MDS done to ensure that the Mary
- Walker that is used by resident is coded as
[ a restraint as the resident cannot exit the
| gait on his/her own. E

i2. Resident #16 will have a correcte!i
| MDS done to ensure that he/she is codeé:l
correctly as a moderate risk for
' developing a pressure ulcer.
i i
'3, Resident #39 will have a correct MDS
(done to ensure that he/she is coded
| correctly as being at risk for pressure
‘ulcers. |
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F 278 | Gontinued From page 2 . Fo7B |
| Clinical disagreement does not constitute a E
material and false staterment. '

: . 4. Residents #33, 16 and 39 along w1’r;l1
! '5 i all residents will have their assessments
This REQUIREMENT is not met as evidenced | reviewed along with their most recent

by: MDS at their quarterly care plans b
Based on observation, medical record review IDT. 9 Y plans by th;e
|

"and staff interview, the facility failed to ensure the i
5. DCC’s MDS nurse attended the N[Dg

" MDS assessnient was accurate for 3 of 15
boot camp in July and is working on hdr

| sample residents (#16, #33, #39). The findings

L were: |
i % certification and this should help her op
1. Review of physician orders showed on 4/25/14 . " understanding the importance of corre¢t
resident #33 was ordered a Merry Walker ]‘ . coding and accurate assessments. .

(enclosed wheeled walker with a seat). Review of | |

| a 4725114 assessment for the use of the Merry ? . .
Walker showed the instructions stated the Merry 6. The MDS nuwse or designee will
monitor that the MDS assessments

Walker would be considered a restraint if the
accurately reflect the resident’s status.

| resident was unable to open the gate :
' independently. Observation on 8/6/14 at 4:25 PM . The monitoring tool will include

!showed the resident was in the Mekrry Walker, At | - comparisons to last MDS assessments.
iéﬁkm Cé\tAi? ?%&%ﬁd gj?dgatfttﬂtthe TBF{Y The monitoring tool will include thie
 Walker and assisted the resident fo transiel 10 & printed out comparisons of the MDS and

dining roam chair. interview with the CNAat that . A ;
time revealed the resident had the ability to get monitored on a monthly basis and brouglit
out of a regular chair, but may fall. Review of the to QAPI until resolved. 417
' 814/14 quarterly MDS assessment showed the Q'ZD[ i'-"
resident did not utilize any restraints. During an 5 !

| interview on 8/7/14 at 10:30 AM, the MDS
| coordinator confirmed the resident was unable to |
" open the gate fo the Merry Walker. She stated '
she did not code the Merry Walker as a restraint
because she felt the device was the least

i restrictive for the resident.

; According fo the Long-Term Care Facility ;
| Resident Assessment Instrument User's Manual, : ;
' MDS 3.0, April 2012, *.. Enclosed-frame wheeled i
walkers, with or without a posterior seat, or other j i
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F 278 Comtinued From page 3 3 F278;
H I
1 devices like it should not automatically be
. classified @s a restraint. These types of walkers
are only classified as a restraint if the resident
cannot exit the gate, *

' 2 Raview of the 7/4/14 Braden scale
(assessment to measure risk of development of
pressure ulcers) showed resident #16 was at

| moderate risk for the development of pressure

| ulcers. However, review of the 7/4/14 annual
MDS assessment showed the resident was
coded as not being at risk for the development of
| pressure ufcers. During an interview on 8714 at
| 10:30 AM the MDS coordinator confirmed the.

- MDS assessment was not accurate in regards to
| pressure uicer risk. She stated she was riew in
 the position and was still leaming.

| 3. Review of the 7/8/14 significant change MDS
| assessment showed resident #39 was not at risk
| for pressure ulcers. However, the same
| assessment showed the resident had a pressure
' Ucer at the time of assessment. Review of the
AI/14 quarterly assessment showed the resident .
| had previously been assessed as being at risk of i
! pressura ulcers. Interview with the MDS :
coordinator on &/7/14 at 10:30 AM confirmed she |
had coded the resident's pressure ulcer risk '
tincarrectly. . E
F 279 | 483.20(d), 483.20(k){1} DEVELOP 5 F 279;
ss=£ | COMPREHENSIVE CARE PLANS | 5

I A facility must use the resuits of the assassment ;
to develop, review and revise the resident's :
comprehensive plan of care. |

|
' The facility must develop a comprehensive care i
! plan for each resident that includes measurable ! : |
= !
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F 79| Continued From page 4 ¢ y70] The facility will ensure that that thi
objectives and timetables to meet a residents | | results of the assessment will be used
medical, nursing, and mental and psychosocial develop, review and revise the resident’s
needs that are identified In the comprehensive | comprehensive plan of care. ’
assessment, | 1. Resident #39’s care plan will reflect

!! . . ' his/her triggers for assessments includin
| The care plan must describe the seivices that are-| delirium, ADL functional/rehabilitaﬁoﬁ
to be furmished to attain or maintain the resident's ! potential, nutritional status S
highest practicable physical, mental, and ; o "1 psvehotropic drug i pressirp
| psyshosocial well-being as required under | cors and psychotropic drug use. I
§483.25; and any services that would otherwise | : i
be required under §483.25 but are not provided | 2. Resident #5 care plan will reflect
| due to the resident's exercise of rights under hisfher decline in ADL self—performan;
§483.10, including the right to refuse treatment l 1in bed mobility, off unit locomotion,
| under §483.10(b)}(4). § I dressing, personal hygiene and bathing. !
i |
[ H N
' This REQUIREMENT is not met as evidenced | 3. Resident #27 care plan will reflect
by: | his’her assessments that triggered in
{ Based on medical record review and staff | nutritional status and communication, i
Linterview, the facility failed to utilize the care !
planning process to addreés all of the identified | 4, Resident #29°s care plan will reflect
;{2 c;}bl;ggs) fg’%i %2;;5§2§}?efes'denta (45, #27, | his’her assessments that triggered in
; . g ‘ delirium, wvisval function, nutritiona
1, Review of the 7/8/14 significant changé MDS status and pain. - |
assessment showed resident #39 friggered for ;
further assessment in arsas including delirium, ta, All residents will have their care plans
ADL functionatirehabilitation potential, nutritional reviewed to ensure that their care p]ané
: status, pressu;e uicers.hagd psgchodtr%aiﬁ grtug ; ‘reflect their assessments. :
! ise. Review of nurse charting date ime " . ot i
I at 10:04 PM, showed the resident had an open [? Care péan.s wilk be 1ev1ewli:1d by t}.le o7
| area to the coccyx. Review of nurse charting | Leam Or GesIgnoee on a WoeKly basis, an
: dated 7/7/14, timed at 9:53 AM, showed the \will be tracked via a spreadsheet an
' resident was weak, but able to go fo the |br0ught to QAPI on a monthly basis unti
 bathroom with staff assistance and using a i Iresolved. | QL420T4
| watker. Review of section V of the same MDS | i ]
| assessment revealed the facility decided to : | }‘?I’LOI "‘I‘”
{ proceed with care planning for these areas. ! i
i However, review of the resident’'s care plan, last ‘ ;
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reviewed in its entirety on 7/23/14 atan
iterdisciplinary care conference, showed noneé of
; these areas were addressed in-the care plan.

! 2 Review of the 11/29/13 annual MDS
assessment showed resident #5 triggered for }
! further assessment in ADL :
functionalrehabititation potential. Review of
section V of the same MDS assessment revealed |
the facility decision to proceed with care planning f
! for this area. Comparisen with the 5/18/14 I
! quarterly MDS assessment showed the resident
had experienced a decline In ADL f
| self-performance in bed mobility, off unit
! locomotion, dressing, personal hygiene and !
i bathing. However, review of the resident's care
plan, last reviewed in its entirety on 5/21/14 &t an
interdisciplinary care pian conference, showed
this care area was not addressed in the care
plan,

3. Review of the 7/15/14 annual MDS

l assessment for resident #27 revealed care.ares
| assessments were friggered for the following:

! nutritional status and communication, Review of
the resident's care plan showed these 2 areas
were not addressed.

: 4, Revisw of the 7/30/14 significant change MDS |
| assessment for resident #28 revealed care area
| assessments were triggered for the following:

| delitium, visual function, nutritional status, and
paln Review of the resldent's care plan showed
these 4 areas were not addressed.

] 5, Interview with the MDS coordinator on 8/7/14

i at 10:30 AM revealed care plans were developed
and updated by herseif with input from the

s interdisciplinary team. The MDS coordinator

uG CA ' ERLLC
POUGLAS CARE CENTER DOUGLAS, WY 82633
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ! D g PROVIDER'S PLAN OF CORRECTION :-:5)
PREF(X {EAGH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH CORRECTIVE ACTION BHOULD BE CQMPLET!O&
TAG i REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG : CROSS-REFERENCED TO THE APFROPRIATE DATE
; i DEFICIENGY}
F 279 | Continued From page 5 F 279' ‘]

H
i
i
E
|
[
i
3
i
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further verified the above nofed areas were not
addressed in the care ptans but should have
been.

483.20(k){3){ii) SERVICES BY QUALIFIED
PERSONS!PER CARE PLAN

F 282

! | The services provided orarranged by the facility
must be provided by qualified persons in

| accordance with each resident's written plan of
| care.

‘ Thls REQUIREMENT is not mef as evidenced

Based on observation, staff interview and

| medical record review, the facility failed to ensure

- the care plan was foiiowed for 1 of 13 sample
residents (#8). The findings were:

5123714 quarterly MDS assessments showed
resident #9 was coded as having highly impaired
hearing, Review of the care plan, last updated on
313/14, showed one of the interventions to
! improve communication for this restdent was o
! utilize a communication board. However,

observatron on 8/4/14 from 3 PM until 5:34 PM

! revealed the communication board was not used
| | by the resident or staff. Observation from 8:30
i AM to 11:23 AM on 8/5/14 also showed the
| resident did not utilize the communication board
| and was not encouraged to by staff. Further
: periodic observations on 8/6/14 and 8/7/14

- revealed the communication board was not used

by the resident or staff. Interview with the DON
| and staff development coordinator (SCC) on
| 8/7/14 at § AM revealed the communication

board was kept in a drawer in the residant's :'oom

' Review of the 12/4/13 significant change and the

F282| The facility will ensure that services

FORM APPROVED
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F 279 | Continued From page 6 . F279 !

|
f
|

t

- provided or arranged by the facility must

i be provided by qualified persons in
| accordance with each resident’s writtep
plan of care
i
1. Resident #9 will have histher
- communication board used to help with
. resident’s communication and
understanding of direction. E
| i a. All staff will be in serviced by staff
i development coordinator or demgnee
| Afl new staff will be i serviced af
! resident #9°s communication board.

i b, All resident(s) plan of cares will be
followed. Staff will be in-serviced on the
importance of following resident’s plan of
care. }
| c. This will be monitored by Alzheim.
Unit Coordinator or designee on a rando
check that is done on a monthly basis and
brought to QAPI until resolved.. The
: results of the monitoring will be recorded

; on a spreadsheet. 14

"’ﬂ'w[ i

g
|
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85=D | HEARING/VISION

' To enstre that residents receive proper treatment |
i and assistive devices to malntain vision and

| hearing abilities, the facility must, # necessary,

I agsist the resident in making appointments, and
by arranging for transportation {0 and from the

| office of a practitioner specializing in the
treatment of vision or hearing impairment or the
! office of a professional specializing in the

- pravision of vision or hearing assistive devices.

This REQUIREMENT is not met as evidenced
by

! Based on observation, staff interview, and
medical record review, tha facilily failed to énsure
a comimunication board was accessible for 1 of 1
i sample residents {#9) with impaired hearing and
' communication. The findings were: '

| Review of the 12/4/13 significant change and the
: 5/23/14 quarterly MDS assessments showed

; resident #9 was coded as having highly impaired
i hearing. Review of the care plan, tast updated on
- 3/3/14, showed one of the interventions o

L improve communication for this resident was to

| ytilize a communication board. However,

| observation on 8/4/14 from 3 PM until 5:34 PM

' revealed the communication board was not used. i
] Observation from 8:30 AM to 11,23 AM on 8/5/14 i
i also showed the resident did not utilize the

! communication board at any time. Further
: i

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA {¥2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
| AND PLAN OF CORRECTION IDENTIFICATICN NUMEER: A BUILDING COMPLETED
‘ C
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| :, |
F 282 | Continued From page 7 | F282: :
but should be more readily accessible for staff | ' i
and others to use. Both the DON and SDC stated |
+ the communication board should be used as | 1
{ indicated on the care plan. | i
F 313 | 483.25(b) TREATMENT/DEVICES TO MAINTAIN | |

)
l
I

i1, Resident #9 will have his/her

| The facility will ensure that residenf;s

: devices to maintain vision and hearing

: check that is done on a monthly basis ang
i brought to QAPI until resolved. The

: on a spreadsheet. 5
i 9| w.i uj

receive proper treatment and assistivg
devices to maintain vision and hearinE
abilities, 3 ‘
communication  board used whe'fn
communicating with him/her. :

|

a. Staff will be in-serviced the importanct
of using the communication board wit

resident #9. All new staff will be in-
serviced as they come in-to the buildin

and start work on the Alzheimer unit, In-
servicing will be done by staff
development coordinator or designee.

b. All residents who have assistivg

abilities will have them used.

¢. This will be monitored by Alzheime
Unit Coordinator or designee on a randon

)

results of the monitoring will be recorded

FORM CMS-2567{02-98) Previeus Versions Obsolate Event (D: 01311
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ss=n | RATES OF 5% OR MORE

. The facility must ensure that it is free of
medication error rates of five percent ar greater.

This REQUIREMENT is notmet as evidenced
bry:

Based onh observation, medical record review,
and staff interview, the facility failed to maintain a
medication error rate of less than § percent (%)

i Two medication errors were observed out of 33

| opportunities for error, which resulted in an error
rate of 6.06%. Residents affected by these errors
were 2 non-sample residents (#46, #56). The
findings were:

! 1. Observation on 8/6/14 at 9:30 AM showed RN
L #1 gave resident #56 two tablets of

! calcium/magnesiumivitamin D 500/250/500 myg.
i Review of the 7/27/14 physician orders inthe

i medical record revealed the resident was

i The facility will ensure that we are free of
medication error rates of five percent g
| greater.

e

i 1. Resident #56°s dosage of calcium mE

&D3 250/500 po BID will be give
correctly. F
|

2. Resident #46’s dosage of Potassium
! liquid of 7.5 ml will be given correctly.

3. All residents will be given their correcé,t
. dosages of medications at all times. i

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ] OMB NO. 0538-0391
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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G
535040 B. WING 08/47/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE \
: 1108 BIRCH STREET \y
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P m SUMMARY STATEMENT OF DEFICIENCIES ! o | PROVIDER'S PLAN. OF CORREGTION (RE)
PREFIX ! {(EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 313 Continued From page 8 F 313, .
! periodic observations on 8/6/14 and 8/7/14 {
i revealed the communication board was not used |
i by the resident or steff. Interview with the DON }
and staff development coordinator (SDC) on |
8/7114 at § AM revealed the communication , |
board was kept in a drawer in the resident's room | } i
but should be more readily accessible for staff | |
 and others to use, Both the DCN and SDC stated |
i the communication board should be used ‘
| becsuse the resident often became é
uncooperative and combative when sfhe did not .
hear what staff wanted him/her to do. They felt it i
might decrease the resident’s behavlors if s/he '
knew what was happening. ; '
F 332 | 483.25{m)(1) FREE OF MEDICATION ERROR fj F 332 !
\ ;
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-~

A}
1 (%5)

| The facility must post the foilowing information on |

I
i
'

a daily basls:
o Facility name.
o The current date.

o The total number and the actual hours warked

by the following categories of licensed and

unficensed nursing staff directly responsible for

resident care per shift:
- Registered nurses.
- Licensed practical nurses or ficensed

: vocational nurses (as defined under State law}.

- Cerifled nurse aides.
o Resident census.

! The facility must post the nurse staffing data
specified above on a daily basis at the beginning

of each shift. Data must be posted as follows:
o Clear and readable format,
o In a prominent place readily accessible o

1
i
'
i
i
|
i
1
i
i
¥
i

RxHp SUMMARY STATEMENT-OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION (
PREFIX | (EACH DEFICIENCY MUST SE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) R 7Y CROSS-REFERENCED TO THE APPROPRIATE | DATE
; DEFICIENCY) @
F 332 | Continued From page 9 . Fam 4 Nurses will t?e in-serviced  thy
' prescribed "caleium [with} mg & D3 250/500i {1 | importance of reading doctor orders
tablet] po [by mouth] BID [twice daily]." The2 | cotrectly and administering the correct
tablets that were administered was twice the ; . dosages to residents. The in-service will
amount ordered, _ ibe done by the staff developmeﬁt
‘ ‘ coordinator or designee, !
2. Observation on 8/7/14 at 9 AM showed RN #1 l |
- gave resident #46 Potassiumi liquid 15 mi (20 . . .
| mEq) in apple juice. Review of the physician ' , 5. Nurse #1 will be obsex:ved during meiii
orders dated 5/29/14 revealed the resident was | ; pass on a monthly basis by DON or
prescribed Potassium Jiquid 7.5 ml (10 mEq). The ! designee and results will be brought to
resident was administerad twice the amountof QAPI until resolved no errors arg
| the medication as ordered. ; observed. The results of the observatio
| H
i 3, Interview with the DON on 8/7/14 at 11 AM E . will be rocorded on a spreadsheet. ;Mm
confirmed these medications were not given as | “'ZD| 'L"
t ordered by the physician. 5 | -
F 3581 483,30(e) POSTED NURSE STAFFING F 356!
55=8 | INFORMATION i

i
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e

F 371 4B83.35()) FOOD PROCURE,

H

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
C
535040 B. WING 0BI07/2014
NAME OF PROVIDER OR SUPPLIER STREET ADIRESS, CITY, STATE, ZIP CODE \ Q
. o 1108 BIRCH STREET
DOUGLAS CARE CENTER LLC DOUGLAS, WY 82633 O& 6&\
x& D | SUMMARY STATEMENT OF DEFICIENCIES ! mo ! PROVIDER'S PLAN OF CORRECTION. L )
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL | PREFIX (EACH GORREGTIVE ACTION SHOULD BE | compLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} ; TAG " CROSS-REFERENCED TO THEAPPROPRIATE |  DATE
i ! DEFICIENCY) !
: I
F 356 i Continued From page 10 . rass! The facility will ensure that we PC'SL
- residents and visitors. : facility name, current date, total numb(T
and actual hours worked by licensed and
The facility must, upon oral or written request, unlicensed  nursing  staff dlrectly
make nurse staffing data available to the public responsible for resident care per shift and
fqr review at a cost not fo exceed the community resident census; this must be done at the
standard. 5 beginning of each shift. :
The facility must maintain the posted daily nurse 1 }
! staffing data for a minimum of 18 months, or as . 1. The nurse staffing and actual hours
: required by State law, whichever is greater. . will be posted by DON’s office to ensure
easy accessibility for residents. |
l
'ti)';us REQUIREMENT is not met as evidenced 2. The nurse staffing will be done at ;
Based on cheervation and staff interview, the beginning of each shift not for the entite
facility failed to post the total number of nursing day.
staff and their actual hours worked in an area !
| readily accessible fo residents. The findings were: i 3. Nursing staff will be in-serviced on th:e
_ ' | proper way of filling out the nurse
e et ol nouts were posied i  staffing at cach shift. In-servicing will b
| the entryway of the facility. However, there was a t gone staff development coordinator or
 tocked doof between the resident living areas and ‘1 CsIgnee.
the posting. In order to access the information, E ' [
residents had to ask a staff member to unlock the ; 4. The nurse staffing post will bF
‘door. In addition, the staffing was posied for the * monitored by DON or designee on a
entire day instead of at the beginning of each shift - monthly basis and brought to QAPI untll
?:Vzﬁgg?:éopgzg%ﬁg ;’12;};—’;{1 1:}222?3;‘ : ! resolved. The results of the monitoring
locat S ' | | will be recorded on a spreadsheet. oM
| | ; ‘ilwh‘f
lnterwew with the DON on 8/7/14 at 8 AM ‘ :
| : confirmed the nursing staff posting was posted
for the entire day instead of at the beginning of
* each shift. She also verified the information was E |
i i not readily accessible to residents without asking i |
for staff assistance, |
F 371]
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i

|
i
t

The facility must -
{1) Procure food from sources approved or

considered safisfactory by Federal, State or local

authbrities; and
(2) Store, prepare, distribute and serve food
under samitary conditions

| This REQUIREMENT is not met as evidenced

by:
Based on observation and staff interview, the

facility failed to ensure nutritional supplements
- were not expired in 3 of 3 refrigerators, The
s findings were:

Review of instructions written on the cartons of
| Mighty Shakes (nutrifional suppiements} showed
the product was good for 14 days after thawing.

The following concems were identified:

+ 1. Observation during the initial tour on 8/4/14
 from 3:15 PM undil 3:31 PM revealed the

{ following:

a. 24 Mighty Shakes were partially thawed In
| the walk-in refrigerator in the kitchen. The shakes
| were not labeled with the thaw date.

k. 6 thawed Mighty Shakes were in the

mini-fridge In the nursing station. There lacked

thaw dates.
¢. The mini-fridge in the secure care unit

+ (SCU) contained 2 thawed Mighty Shakes without |

a thaw date.

{2, Observation on 8/5/14 at 1010 AM showed ths |

DOUGLAS CARE CENTERLLC DOUGLAS, WY 82633
<A | SUMMARY STATEMENT OF DEFICIERCIES no " PROVIDER'S PLAN OF CORRECTION
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | presm (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TaG +  REGULATORY OR LSC IDENTIFYING INFORMATION] . TAG i  CROSS-REFERENCED TO THEAPPROPRIATE . - DATE
} ! | DEFICIENCY) ;
i | |
F 371 Gontinued From page 11 | Fa71| The facility will ensure that we procure
5$+E | STORE/PREPARE/SERVE - SANITARY ’ food from sources approved or considered
: i

i 2. All food/drink will have the
" in-service kitchen staff on putting tha

! 4. The thaw date will be monitored on 5

| resolved; the dietary manager or designee

satisfactory by federal, state or loc%l
authorities and store, prepare, distribufe
and serve food under sanitary conditions.

1. All mighty shakes will be dated with
thaw date. r
!

appropriated date marked. 5
|
]

3. The dietary manager or designee will

dates on mighty shakes as well as all
food/drink.

monthly basis and brought to QAPI until

will monitor and record monitoring on a
spreadsheet. 942014

P20l

v
i
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COMPLETED

F 386 i 483.40(b) PHYSIGIAN VISITS - REVIEW
§8=D- CARE/NCTES/IORDERS -

The physiclan must review the resident's total
program of care, including medications and

i of this section; write, sign, and date progress
! notes at each visit: and sign and date all orders

polysaccharide vaccines, which may be
administered per physician-approved facility
policy after an assessment for contraindications.

This REQUIREMENT is not met as evidenced
by: ‘
Eased on medical record review and staff

progress notes were written and available in the
: medical record from the physician's visit for 1 of
: 13 sample residents (#9). The findings were:

treatmeants, at each visit required by paragraph (c)

interview, the facility failed to ensure the physician

with the exception of influenza and pneumococcal

¢
1

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING
| c
535040 B. WING 08/07/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 3 §
_ _ 1108 BIRCH STREET WA
DOUGLAS CARE CENTER LLC DOUGLAS, WY B2633 Oﬂ\ﬁ\\&\
x4 | SUMMARY STATEMENT OF DEFICIENCIES Iop PROVIDER'S PLAN OF CORRECTION T )
PREFIX | {EAGH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE | GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} I TAG  CROSS-REFERENCED TO THEAPPROPRIATE | DATE
! | DEFICIENGY)
[
F 371 Continued From page 12 bOFan,
SCU refrigerator contained 7 thawed Mighty : :
' Shakes without a thaw date.
3, On 8/6/14 at 10:50 AM observation revealed 2 |
thawed Mighty Shakes in the walk-in refrigerator. |
The cartons were not labeled with the thaw date. i j
4. Observation on 8/6/14 at 2:25 PM showed 5 | ?
. Mighty Shakes in the nursing station refrigerator. -
The cartons were not labeled with the thaw date.
’ o . The facility will ensure that the physician
5, Duog an e /14 o220 1 e roviows the residenrs ol rogrm of
[ : : . f . |
Mighty Shakes were only good for 14 days after care 1?1011.1(1.5[“}; medications and treatmenTs
| thawing. She confirmed the facility did not labef . at each Visit.
 the cartons with a thaw date. f i _ '
r 3gg| 1. Resident #9 will have a progress note

. from 6/2/14 placed in medical chart. !

{ 2. All residents will have progress nott
|

+ and Medical Director the importance ¢f
- DCC receiving progress notes in a timel&
| manner. !

E]
i
i

! timeliness for our residents on a monthl

placed in their medical chart in a time
manner, ‘

3. NHA or designee will talk to hospitdl

|
4, Medical records or designee will
monitor progress notes and their

basis and brought to QAPI until resolve
the results will be ftracked via a
spreadsheet. o

9/4,
gl

-

2074

)jll.}«
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X&)
GOMPLETION
DATE .

l
F 386 : Continued From page 13
Review of physician progress notes for resident
#9 showed the resident was seen by a physician
on Bf2(14; however, as of 8/7/14 there were no
physician progress notes from that visit available.
During an interview on 8/7/14 at 11:06 AM, the
DON and LPN #1 stated the faclity was aware

| there were problems with obtaining physician

| written progress notes in e imely manner.

F 387 I 483.40{cy{1)-{2) FREQUENCY & TIMELINESS
§8= E | OF PHYSICIAN VISIT

: The resident must be seen by a physician at Ieast
{ once every 30 days for the first 80 days after

i admission, and at least once every 60 days

: thereafter.

A physician visit is considered timely if it occurs

not later than 10 days after the date the visit was

|

This REQUIREMENT s not met as evidenced

! by

Based on medical record review and staff

interview, the facility failed to ensure the resident
was seen by a physician at least every 60 days

: for 5 of 13 sample residents (#8, #16, #27, #28,

:#38) The findings were:

1. Review of physician progress notes for
resident #16 showed the resident was seen by a
physician on 12/12/13 and then 3/6/14 (84 days
between visits). The next visit was on 5/28/14, 84
days later. The facility was asked to provide any
additional evidence of physician visits, but none
was provided.

1 2. Review of the medical record showed the last
i

| required. !

F 386

F 387

|
! i
]
]
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F 387 ! Continued From page 14 387! The facility will ensure that all residents

! documented physician visit for resident #38 was

i on 6113114, When asked to provide additional

| documentation, five facility submitted a note dated
/514 which indicated the power of attorney
(POA) declined to have the resident evaluated for
an acute condition {swelling of hand). However,
there lacked evidence the POA had refused any
routine physician visit.

3. Review of physician progress notes for
resident#8 showed the resident was seen by a
physician on 1714/14 and than again on 5/13/14
(119 days later). There lacked evidence of a

! physician visit since 5/13/14. When asked fo

i provide evidence of ather physician visits, the
facility provided a "record of physiclan visit” dated
414114 which indicated it was for the “cardio
efinic.” The only nofe from the physician was "no
changes” and to follow-up in 6 months, There
lacked evidence the physician evaluated the total
program of care, including all medications and

| freatments.

4. Review of physician progress notes for

| resident #29 showed the resident was lest seen

i by a physician on 9/23/13 (314 days ago). The

| facility was asked to provide any additional

l evidence of physician visits, but none was
provided,

' 5, Review of physician progress notes for

| resident #27 showed the resident was seen by a

| physician on 1/14/14 and then 5/13/14 (119 days
between visits). Additionally, it had been 82 days
since the last visit on 5/13/14. The facility was
asked to provide any additional evidence of

ii physiclan visits, but none was provided.

8. During an interview on 8/7/14 at 11:05 AM, the

|

|
{
E
i
l
|
|

i
t

r
t
|

/'

2., M\ ooty resdadS wae

will be seen by a physician at least ohce
every 30 days for the first 90 days after
admission and a least once every 60 days
thereafter.

1. Resident # 16, 38, 8, 29 and 27 will be
seen every 60 days by a physician and the
physician will address the resident’s total
program of care.
2. All residents will be seen every'!60
days by a physician and the physician will
address the resident’s total program|of
care.

3. Facility NHA or designee will talk to-
the hospital and Medical director i to
ensure that all residents are seen at their
appropriate times and that their tgtal
program of care is addressed.

4. The resident’s appointmenf dates will
be monitored by medical records |or
designee on monthly basis and brought to
QAPI until resolved. This will be tracked
via a spread sheet.
Ros. 4 1o seen 8liz)iy
#3¢, deen eliziiy
48 sen BhH
#aq] seers oxpiredt it

A7} seen gliehd

Q414
il

S

i
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F 387 | Continved From page 15 ! F387 ‘
DON and LPN#1 stated the facility was aware | }
there were problems with physician visits and |
they were working o address the issue. i
! l ‘i
: '
'?
]
|
i
]
|
i
|
! ;
| | :
i i :
] i t
l i ; ;
! i !
| ! | !
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