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F 000 INITIAL COMMENTS Fooo
This survey was conducted in conjunction with
the revisits to the Decamber 11, 2014 and .
1 Janugry 8, 2016 compilalnt surveys. In addition,
saven naw complaints were Investigated, These
complalrits were WY00001877, WY00001885,
WYD0001689, WYOD001990, WYa0D1993,
WY00001995 and WY00001997,
The following common abbreviations are used
throughout this document:
CNA- Cortified Nurse Alde
DON- Director of Nursing
RNt ars
MDS- Minimum Data Set
RN- Registered Nurse
ICP- Infection Control Practitioner
PPE- Personal Protection Equipment
Less commonly used abbreviations will be
annotated in each deflolency.
F 166 483,40()(2) RIGHT TO PROMPT BFFORTS TO | £ 1gg] Lol66. RIGHT. TO PROMPT
$5=0 | RESOLVE GRIEVANCES LEFORTS _TO _ RESQLVE
GRIEVANCES
Ars@dent h.gg;hgﬂght to, prompt afforts BYANG ] e |
facllly to resolve grievances the resident may | | preparation and/or oxeeutionofthis. .. |-
"T'have, incluidlig thoss with fespsci to the behavior plan of correction does not
of othar residents. . L
constitute admission or agreement
by the provider of the truth of the
This REQUIREMENT s not met as evidenced facts alleged or conclusions set
by forth  in  the statement of
E:asied on famlly interviow, staff Interview, raview deficiencies. The plan of correction
Of grievance investigations, and policy and. is Brepare dfi uted solel
procedura review, the facillty fallad to ensure ;}Se f;:g;l cﬁ a?s /ﬁri eﬁzz © by 501;12;
grisvance Investigation resulte were shared with . : q d s i
the Individual who fllad a grievance for 3 of 9 provisions of federal and state law
LABGRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRGORNTATIVE'S SIGNATIRE TITLE {X6) DATE
< e Vi . -
[ < e T ﬂéﬁﬁwru/‘j L?/Z‘?/f :)‘.

Any doflckncy statement a;wf?lﬁﬁ“\:rlth 2t aslorisk (%) denoles a deficlancy which tha Instiution may ba axoussd from coracting providing it is deteiined that
i

othar safeguards provide suifi
{ffollo i M ke S EGY Whe
ays
pragrgm participation,
rﬁ WY Braid of Henlh
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fit prof .,%ik’fhf tha patlents. (See Instruciions,) Excopt for mirsing homas, the findings staled above ars disclosably 50 dayn
UNGY WhelhBroF- /ot 4 plan of oo frection s provided. For Nurslng homes, the above Rndings and plans of correction are disciosable 14
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c
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP GODE
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EAGH DEFIJIENCY MUST BE PRECEDED BY UL, PREFIX (EADH GORRECTIVE AGTION SHOULD Bk COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG cnoaa-REFEREggﬁgl"ég g‘::;s APPROPRIATE DATE
It is the practice of the facility to
F166 C?ntlnuad}Fron:l palgie 1 iewad. The find! F 166 ensure that a resident has the right
&L?::emce nvesiigalions reviewsd. The findings to prompt efforts by the facility to
‘ ' resolve grievances the resident may
1. Raview of the facility grievance form callad have.
"Conearn Form® showed the form hed areas hat |
included “V&éouid you ke ta p‘?mrﬁ:y rt?]set with Corrective Action
someone about this concemn? and "ls the : » .
indivicual who ralsed concern satisfied with the Res.?e::t #3 fS faf'ly has been
resolution.” Revlew of the facility policy and totiied ~ of  the  grievance
procedure titled, "Facliity Grievance Guidelines” resolutions.
revised Decernber 2008 inoluded, "Notify the
ragident or famlly of the resolution, Respond to Identification of Others
the issuie is not completely resolved. Forms from 1/1/2015 to present has
2. Review of the 12/20/14 quartery MDS been completed and ail families
assessment for resident #3 showed a brief who had not been notified of the
interview of menta! status (BIMS) score of 3" Concern Resolutlon have been
indiceting sevets cognitive impalment. The - contacted.
followlng concerns were |dentiflad;
a. Interview with a famnily member of resident
#3 on 3/3M5 at 12:05 PM showed sfhe had filed
grievanoes with the facitity on multiple oocasions, - Systems Change
but eften did not recelvs a response from the Facility management staff had been
faclity, educated on the Facility Grievance
b. Review of 6 grievance investigations in Guidelines by the Administrator,
ragard to resident #3 showed the area that
stated, “Is the individual who ralsed concern
satisfied with the resolution” was teft blank on 3 of ]
the B grievance forms (1/22/15, 1/29/16, 1/31/16), Monitoring _ _
in addition, for &t 6 grievance forms the family The Customer Services Director
member marked "yes" for "Would you like to {CSD) or designee will monitor the
peraonagg mest with someone about {his Concern  Forms  received for
concem?' : : . ;
¢, Interview with the DON on 3/3/15 at 3:36 g"m.‘l’“ﬂ“"% ‘“‘”_‘.’g‘“g. *‘F‘e'y
PM confirmed the facility failed to get back with ami y{res; ent noti 1.ca}t10n of the
the famlly member of resident #3 for some of resolution per the Facility
those grigvances,
FORM CME-2687(02-68) Previaua Vorslons Dbsolets Event ID: AGWF{1 Fiicifity I0: Wy0o2s If centinustion ahast Fioge 2of 20
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The facility must not employ individuals who have
hean found gulity of abusing, negiecting, oy
mistreating resldents by a court of law: or have
had & finding entered Into the State nurse alde
registry coneerning sbuse, neglect, mistreatment
of residents or misappropriation of thelr properly;
and report any knowladge It has of actions by &
court of law against an employas, which woulld
indicate unfitness for service as a nurse alde or
other facliity staff to the State nurse alde reglstry
of licensing authorities,

The facllity must enaure that alf alleged violations
involving mistreatment, naglect, or abuse,
including Injurles of unknown sourcs and
misapproprisflon of resident proparty are reporied

te other offfcials In accordance with State law
through established proceduras (Including to the
State survey and certifleation ageney).

The facllify must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
Investigation s in progress,

The results of all investigations must be reported |
to the adminlstrator o his designated
raprasentative and to other officlals In accordance
with Stata law (Including to the State survay and
cartification agenocy) within 5 working days of the
Incident, and If the alleged violation Is verilad
appropriate corrective action must be taken,

immediately to the administiator of the facliity and |

STATEMENT OF DEFICIENGIES (X1) PROVIDERISUPPLIER/CLIA (X2 MULTIPLE CONSTRUGTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULDING COMPLETED
C
536024 8. WiNa 03104720186
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, GITY, 8TATE, ZIP GODE -
4306 § POPLAR
PGPLAR LIVING CENTER CASPER, WY 82601
(%4) ID BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION o
FREFIX {EACH DEFICIENCY MUS'' B PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION BHOULD BE COMPLETION
TAG REGULATORY OR LEC |DENTIEYING INFORMATION) TAQ GROSS-REFERBENCED TO THIE APPROPRIATE DATE
DEFIGIENGY)
i Guidelines weekly for
F 226 | Continued From page 2 F 226 go j:;gceconcm.n d
F 225 483.13(c)(1XI-(i), (c)(2) - (4) F 9286 s
: Forms that  have not  had
&6=D | INVESTIGATE/REPORT . . g ox
ALLEGATIONS/INDIVIDUALS family/resident  notification  of

resolution will be contacted by the
CSD and corrective action taken if
hecessary,

The CSD will present a report of
Concern Form compliance to the
QAPI monthly meeting for review
and corrective actions taken. The
QAPI Committee will evaluate
effectiveness of interventions and
reassess the need for continued
monitoring based on compliance.

Ev228. Investigate/Report
Allegations/individuals

it is the practice of the facility to
enswre that all alleged violations
involving mistreatment, neglect or

abuse, including injuries of
unknown source and
misappropriation  of  resident

property are reported immediately
to the administraior of the facility
and to other officials in accordance
with State Law through established
procedures,
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{4} 1D SUMMARY 8TATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORREGTION )
FPREFIX (EACH DEFICIENGY MUST BE PREGEDED 8Y FULL PREFIX {EACH QORRECTIVE ACTION SHOULD 3B COMPLETION
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DEFIGIENOY)
. Corrvective Actions
F 225 | Continued From page 3 Fa25 Interviews with staff who work
with the mechanical lift including
This REQUIREMENT s not met as evidenced resident  #1  were  conducted
: regarding the potential for the
~ Based on review of facliity Investigations, mechanical [iff to cause bruising fo
;nei(ﬂitoa!’] szﬁg revisw, fn? gtallif |nif?|Wf6W,fihe the  resident’s hand.  The
-facility falled to ensure 1 of 3 allegations o st .
resident abuse (#1) reportad to fhe state gUrvey ﬁdmimsg?tgr a;:g ]igﬂ ::])OE;?: 1§d
and certification agency was thoroughly 1e use o1 The Mechanio -
investigated within five working deys as required, resident #1 to examine the potential
The findings were; for bruising. The results have been
reported to the Office of Healthcare
Revlew of the 12/18/14 quarterly MDS Licensure and Survey,
asﬁiassrgenttshawgd resiﬂemi #1 h]ad arthrgis,l
sChizepnrenia, and coghitive impaliment. Review .
of the care plan, revisgd on 2/24/16, showed s/he Identification of Others
required extensive assistance with a sit-to-stand An audit of Investigations of Abuse
mechanloal fift for transfers, was at risk for Allegations had boen completed by
Ihcreased bleading/brulsing due tv use of - the Administrator for thoroughness
?nﬂc?agulant Ethterapy. ;il”d had Ipﬂtilf‘ifia’i for Sk'“f of the investigations to include
mpairmant related to thin, fragile skin, Review o . .
the 113118 nursing quarterly gvatuation showed ade%uate mifmeﬁs of staff and
the residant was varbally and physically abusive residents, safety of any equipment
to staff and combative. According to the 1/31/15 involved, and completion of the
nursing notes staff noted a large 3 Inch x 4 inch investigation within 5§ working
purple brulse on the back of tha left hand, days, No corrective actions were
Review of the facility investigation of the brulses necessary.
on resldont #1's hand showad [t was reported to
the state agency on 2/8/15, This review also
showed the resldent had short-term memory Systems Change
problems and dascribed 2 staff who "hurt’ The management staff that has the
him/her during a transfer on 1/31/16, Review of 8 potential to conduct investigations
Sﬂfiﬂ"d fa?éﬂwti"‘fﬂtgagﬂn F%ggid“llg }ge biruises involving abuse including injury of
on the resident's hand showad this Incldent was :
raported {0 the state agency on 2/4/15. Further unknov;n ori%};\g‘d bc?en ed'uc?ed
review showed the resident did not reference any on - the Investigation
wrong-dolng by the staff and reported the brulses requirements per F-225 by the
oceurrad on 1/26/15 when sthe grabbed the bar Administrator.
on the mechanleal Jift, Interview with the senlor
FORM CrB-2567(02-08) Provious Varsions Obsolate Evant iD: A6WE9 Faelllty ID; Wydo2s If eontinuation shaet Page 4 of 20
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Monitoring
F 225 Continuad From page 4 FF 225 The Administrator will review

administrator on 33115 at 4:30 PM revealad the

two Investigations were the same incldert, He future  Investigations regarding

&8=0 | HIGHEST WELL BEING

stated it was reported twioe and Investigated - Abuse and/or injuty of unknown
twice because the resident reported different origin for compliance to CMS F-
incldents caused the seme brulses. Review of the 225 including thoroughness of the
investigation summary showed the Investigation investigation and timely reporting
gg:e csgggégted on 2318, The following concerns within 5 working days. None
a, The two staff who tansferred the compliant fnvestlgaﬁons will be
reskdent on 1/31/16 wera Intatviewed; but efforta corrected immediately and the
to gather additional Information, Including results will be reported at the QAPI
interviews with other staff, were lacking. monthly meeting for review and
b, The Investigation fafled to show any corrective actions if needed until
Investigation of the mechanical Iift, or any other resolved
clreumstances surrounding the resident's brulse, )
¢. Two staff who were on duty on
1126/15 ware interviewad ragarding the reportad
112615 evenls, Again, additional staff were not
interviewad,
d. Resident #1 was the only resldent
interviewed during the investigations,
& In an Interview on 3/3M5 at 11 AN, | .
the administrator verified both Investigations were { .
missing some of the slements of a thorough \“-’ :
investigation, F-309: Provide Care and Service
I 309 | 483,25 PROVIDE CARE/SERVICES FOR F309| for Highest Well Being ‘}‘\ :

Each resident myst racalve and the feclllty must

provide the hevessary care and services to attain The facility sirives to ensure that

or malntain the highest practicabls physical, cach resident receives and is
mental, and psychosoctal well-belng, in provided the necessary care and
accordance with the comprahensive assessment services to atfain or maintain the
and plan of care, highest practicable physical, mental

and psychosocial well-being, in
accordance with the comprehensive

This REQUIREMENT Is not met as evidenced assessment and plan of care.

FORM CMS-5667(02-60) Proviots Versions Obaolaly Event ID: ABWF11 Facllly ID; W2 If conlinuation sheet Page 5.0f 20
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by:
Basad on resldent and staff Interviaw,
cbservation, medioal record raview, standards of
nursing practics, ang faclity polloy review, the
facllty incked evidence nursing staff providad the
nhecessary assessments and monitoring for 2 of 3
resitlents on the secure dementia unit (11, #12)
who had signs and symptoms of gastrointesting!
liness. The findinge were:

| review of the SBAR (Situation Backgrotind

1. Review of the 2/0115 quartarly MDS
assessment showed resident #11 had moderate
cognltive impeirment, was frequently incontinant
of bows| and biaddar, and required extensive
aaslstance of 2 with personal hygiene,
Observation on 3/2/16 at 1 PM showed the
resident resided In the secure demantia unit,
Intarview with CNA#2 on 3/2/15 at 1:02 P\
revealed this resldent had been "sick since
yesterday" (3/1/15). Interview with the resident on
312115 at 8:05 PM tevealed g/he "had not felt well
and had diarthea all day”, Review of the 24 hour ;
nursing report datad 3/2/16 showed the resident
had "loose stool [after] lunch, will Hold Senna @
HS [at bedtima], " The following concerns were
Identifiad:

a. Review of the nursing notes showad no
evidence an assessment of the regident was
performed untll 3/3/45 (notes imed at 3 P, 2
days after the start of glgns and symptoms,
Thess hotes showed the resident no longer had
signg and symptoms of nausen, vomiting, or
dlarrhes,

b. Interview with the DON on 3/4/15 at 10:10
AM revealad nurses did not docurment
assaasments in the nursing notes; they
documented them on SBAR forms, However,

Assessment Request) form used to decument

STATEMENT OF DEFIGIENCIES (1) PROVIGER/SUPPLIER/CLIA ] {2 MULTIPLE GONSTRUCTION (X9 DATE sURVEY
AND PLAN OF GORREOTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
835024 B, Wik 03/0412018
NAME OF PROVIDER OR SUPPLIER STREETADDRESB, OITY, BTATE, ZIP CODE
4308 § PORLAR
POPLAR LIVING CENTER
A ENT CASPER, WY 82601
(X4 1o SUMMARY STATEMENT OF DEFICIENGIESR [{4] FROVIDER'S PLAN OF CORRECTION (%5
PREFIX, {EAGH DEFICIENDY MUSYT BE PRECEDED BY FULL PREFIX {EACH. CORRECTIVE AOTION SHOULD BE ) BOMPLE,WON
TAG REGULATORY QR L8C IDEN TIFYING INFORMATION) TAQ CROSS-REFERENGED TO THE APPROPRIATE [ATE
. DEFICIENGY)
¥ 302, Continued From page § F 300 Corrective Action

An SBAR was completed which
included nugses evaluation,
physician and family notification
and care plan was written for
resident #11 on 3/3/15 to address
gastrointestinal illness. The care
plan included condition requiring

precautions, type of infection,
prevention  precauiions.  The
symptoms were roesolved on
2/24/15.

An SBAR was completed which
included nurses evaluation,

~ physician and family notification

and care plan was written for
resident #12 on 3/3/15 to address
gasirointestinal illness, The care
plan included condition requiring
precautions, type of infection,
prevention  precautions.  The
sympioms were resolved on 3/4/15.

Identification of Others

24 hour reports were teviewed by
the SDC to determine residents that
have symptoms of gastrointestinal
illness, The SDC completed
SBAR’s which included evaluation,
physician and family notifications
and updated care plans for those
identified as needed.

FORM CMS-2567(02-09) Provious Vorsions Obaolele
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asseasments in change of condiion showed i
wes also dated 3/3/16, 2 days after signs and
symptoms were Identified,

2. Raview of tha 2/24/15 quartetly MDS
assessment showed resident ¥#12 had severe
cognitive impafrment, was frequently incontinent
of bowel and bladder, and required extensive
assistance of 2 with personal hyglene. Review of
the February 2016 recapitulation of physigian
orders showed the resident had diagnoses
Including dementia and resided In the secure
domentia unit. On 3/2/15 at 4250 PM the
resident stated s/he was "wet". Interview with
CNA#2 at that time reveaied the "resident
probably does [did] need changed bacause
[s/he's] been having disithea since yesterday”
{8/1115). The following concerns were Identifled:

a, Revisw of the 24 hour nursing reports for
each day from 2/23/15 through 3/3/16 showed no
evidence the resident's signs and symptoms,
ir;cifl;ding diarrheq, were identified by nursing
staff,

b. Review of the nursing notes showad no
evidence an assassment of the resldant was
performad, Further review of the nurslhg notes
showad the last entry was dated 2/24/16 at 1 AM.
Review of the vitals slgns flow sheet showsd the
It sat of vital signs recorded were on 2/20/15.

¢. interview with tha DON on 3741148 af 10:10
AM revealed nurses dld not dacument
assessments In the nursing notes; they
documented thern an SBAR forms. However,
review of the SBAR (Siuation Background
Assessment Request) form used to dooument
assessmants in change of condition showed it
was also dated 3/3/16, 2 days after signs and
symptoms were klentiffad,

designee will educate nurses on
evaluating change of condition,
documenting in medical record,
documentation on 24 hour report,
- physician and family notification,
developing care plans for those
with infections.

The 24 hour report, new telephone
otders and new physician orders
will be reviewed al morning
interdisciplinary team meeting by
Director of Nursing ot designee.
Documentation of nuise’s
evaluation, notifications and care
plans will be checked at meeting to
determine if a change of condition,
including infections is addressed.

Monitorinyg

A random audit of 10 residents
with change of condition will be
completed weekly by Director of
- Nursing or designee for 30 days
and then monthly for 2 months.

The audit will include
documentation  of  evaluation,
notifications and care plan.

Corrective actions will be taken as
needed based on findings,

FORM APPROVELD
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB £-039
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Systemic Changes
F 3081 Co \ .
Conlinved From page 6 F 309 The Director of Nursing or
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(X410 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (X5
PRERIX {EA0H DEFICIENGY MUBT BE PRECEDED BY FUILI, PREFIX {EACH QORRECTIVE AGTION BHOULD BE GOMPLETION
TG REGULATORY OR LG IDENTFYING INFORMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE DATE
DEFIQIENCY)
The Director of Nursing or
r :? °2§33$n§r?§'133?§n2 Interventions & Clinical "3 designee will track and trend the
Skils”, 5th Edition, 2012, by Perry, Potter, and results of the change of condition
Elkin, page 113, "Nurses perform sysiematio andits and report findings to the
assessments on a ragular basls in nearly evelry QAPI committee monthly, The
health care satting...In nursing homes..when a QAPI committee will evaluate
patiant's haaith statug changes”, Review of the effectiveness of the plan based on
facllity's polloy on "Changa of Condition”, revisad trends identified and implement
June 2008, showad the change of cendifion form additional interventions as needed
should be used to assess and dosument changes ) :
In candition....provide clear comprehensive to ensure compliance monthly for
dooumentation, | three months and then reassess the
F 316 | 483.25(d) NO CATHETER, PREVENT UTI, F316| need for continued monitoring
85=D | RESTORE BLADDER based on compliance.
Basad on the resldent's comprehensive 318,
assessment, the facllity must ensure that a Plg‘%ﬁjNT OUTI C;;;I‘HE;{)E;{I}E
resident who enters the facility without an it 2 ES —=
Inciwelling catheter is not catheterized uhless the LADDER

resident's clinical condition demonstrates that

catheterization was necessary; and & resident
who ig Incontinant of bladder recelves appropriate
treatmant and services to prevent urlnary tract
infections and to restore as much notmal bladder
function as possible.

g‘h{s REQUIREMENT [s not met as evidencad
v

Basad on observation, medical record reviaw,
and resident and staff interview, the facllity faileg
to provide appropriats and timaly toilating to
tastora as much hormal bladder funclion as
possible for 1 of 4 sample residents (#11) with
Incortinence. The findings were;

Review of the quarterly MDE assessment dated
2/9M15 showed resident 11 had modarate
cognitive impaliment, was fraquantly Incontinent

. to prevent urinary iract infections
-~ and to restore as much normal

It is the practice of the facility fo
ensure that a resideni who is
incontinent of bladder receives
appropriate treatment and services

bladder function as possible,

Corrective Action

A new bladder evaluation will be
completed for resident #11 by
Director of Nursing or designee.
After completion of the bladder
evaluation the care plan for
incontinence will be reviewed and
updlated as needed. Resident #11°s
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task list will be reviewed and
81 Gontinued From paga 8 F316) updated as needed to reflect
of blnwel and bladder, Ielm?‘ required extanislva incontinence management
aselstance of 2 with tolleting and persona . . ‘ :
hygiene. Observation on 3/2/15 at 1:35 PM o paons. | ucation ‘};ﬁ“th"‘:
showed the resident reslded in the secure _  completed with nursing staff’ the
dementia unit, Observation on 3/2/15 from 1:36 routinely provide care to resident #
PM through 8:06 PM showed the realdent was in 11 on incontinence management
bed. Observation at 1:62 PM showsd CNA#2 Interventions per care plan,
entered Ithe resident's roor}nhbut provided no
parsonal care. interview with the resident at 8:085 ,
PM revealed a/he had been sick with diarhes &l rnafication of Others
day, The resident asked to have his/her shirt The Director o " Nursing  or
changed becauss it was wat and sthe neadad designee will identify residents on
halp. The CNA (#2), who was in the hallway at the the secure dementia unit who are
t!mela. was In;'ormaid of t?t?r rflﬁldeNﬂES r Bquet?t for incontinent of bladder, The
assistance. Interview with the CNA at the fime : :
revoaled the resident had bsen in bed all day with !gcoil'?nznce .;arg plﬂf} ef:r); d th;fg
diarhea and she immediately went In to change identiied Wil be - rey
the resident's shirt, While changing the shirt the updated us needed. Task sheets
hed was obaetved fo have a large, approximately will be reviewed for incontinence
18 Inch by 20 Inch, area where urine had soaked interventions and  updated ag
through the resident's slacks and Incontihence needed,
brief ;anto thelsheet. The GNA ehangad the
bedding. Review of the 11/17/14 care plan .
showed the resident should be tofleted before Systemic Changes
and after meals, upon waking, af bedlime and as The Staff Development
naeded, Continuous observatlon from 1:52 PM to Coordinator or  designee  will
8,08 PM showed the resident was not toifeted or educate the nursing staff on
offerad tolleting for 4 hours and 13 minutes., incontinence management by 4/1.
I 363 | 483.30(s) SUFFICIENT 24-HR NURSING STAFF | F 353 The education will include
58=E | PER CARE PLANS e o ;
providing care in & timely manner
The facllity must kave sufficlent hursing staff to In accordance with the care plan,
provide nursing and related servicss to attaln or
maintain the highest practicable physical, mental, Monitoring
and peychosacial well-being of each resident, as The Director of Nursing or
i o oy fesident assessmants and dosignee will audit 5 care plan fask
lists for incontinence interventions

FORM OMS-2657(02-08) Pravious Versions Obsolals

Event IDiABWF11

Feglliy 13: Wyogza

it contihustion sheat Page §of 20

&

b\\

;



03/27/2015 FRI 15:25

FAX 866 304 7601 Poplar

[Zo15/025

. ) PRINTED: 08/18/20
DEPARTMENT OF HEALTHAND HUMAN SERVICES RORM AAL2015
CENTERS FOR MERIGARE & MEDICAID SERVICES OMBE NO. DD38-0301

STATEMENT OF DEFICIENCIES (X1) PROVIDER/GUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION {%2) DATE BURVEY
AND PLAN OF GORREGTION IOENTIFIGATION NUMBER: A BULDING COMPLETELD
G
515024 B, WING 03/0412015
NAME OF PROVIDER OR 8UPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
4308 8 POPLAR
POPLAR LIVING CENTER CASPER, WY 82001
(XA 10 SUMMARY STATEVENT OF DEFICIENGIES I PROVIDER'S PLAN OF GORREGTION ey
BREFIX (BACH DEFIGIENGY MUST B8 PRECEDSED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICH) TAG CROSE-REFERENGED TO THEAPPROPRIATE | DAY
DEFICIENCY)
ef care plan 3 times per week for
F 363 | Gontinued From page & F 353 P P b

The faollity must provide servicas by sufficlent
numbers of each of the followlng typas of
personnel on a 24-hour bagls to provide nursing
care to all resldents n aceordance with resident
care plans:

Except when waived under paragraph (o) of this
secilon, licensed hurses and other nurslng
personnel,

Except whan walved under paragraph {c) of this
section, the facllity must deslgnate a licensed
rwrse to serve as & charge nurse on each tour of

duty.

This REQUIREMENT is not met as evidercad
by:
Based on observatlon, famlly, resldent and staff

resldents. The findings were;

 showed the resident resided in the securs

interview, staffing schedules and assignment
sheots, and the resident census raport, the TRty
falled to consistently ensure 5 of & nursing uhits
were sutficlantly staffed to mest the neads of

1. Raview of the quarlerly MDS assessment
dated 2/9/15 showed resldent #11 had moderate
cognitive iImpairment, was frequently Incontinent
of bowsl and bladder, and requlred extensive
assistance of 2 with tolleting ang personal
hyglene. Observation on 3/2/15 at 1:35 PM

dementia unit, Observation on 3/2/15 fom 1:35
PM through B:06 PM showed the resident was In
bed. Cbservation at 1:52 M showed GNA #2
entered the resident'a room but provided no
personal care, Inferview with the resident at 8:05
PM revealed s/he had been sick with diarthes all
day. Tha resldent asked to have histher shirt

30 days and then weekly for 2
months, Corrective action will be
taken as appropriate for

Concerns identified,

The Director of Nursing will track
and trend the results of the
incontinence audits and report
findings to the QAPI committee
monthly. The QAPI committee
will evaluate effectiveness of the
plan based on trends identified and
implement additional interventions
a§ needed to ensure compliance
monthly for three months and then
reassess the need for continued
monitoring based on compliance.

F-353: SUFFICIENT 24-HOUR
NURSING_STAFF PER_CARE

PLAN

The facility strives to have
sufficient nursing staff to provide
nursing and related services to
attain or maintain the highest
practicable  physical,  mental,
psychosocial well-being of each
resident, as determined by resident
assessment and individual plan of
care,
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. Corrective Actions
F 369 ;‘I?”f:m::z:m"; p?tgxs; 0 and s/he needed F333] A new bladder evaluation will be
ang cause it was wet and s/he nee . . ident #11
help. The CNA (#2), who was In the hallway ot the sopleel por posident #11 >
time, was Informed of the residant's request for (1o By Hr  rang ]
ssslstanca, Interview with the CNA at the time designee. Afier completion of the
revesiod the resident had been in bed all day with bladder evaluation the care plan for
diarmea and she Immediately went in to ohahye incontinence witl be reviewed and
Lhe rasfde?)t‘s shirt. While cha;‘nging the shilrt the updated as needed. Resident #11°s
ed was ohservad to have a large, approXimataly " . :
18 inches by 20 Inches, area where urlne had task ]:iSt will bz dmwfwed ﬂami
soaked through the resident's slagks and updated as needed 1o reflec
incontinance brief onto the sheet, Tha CNA Incontinence management
changed the bodding. Review of the 11/17/14 interventions.  Education will be
care plan showed the resident should be tolleted completed with nursing staff that
before and after éﬂeal& upon waking, at ?edtlma routinely provide care to resident #
and as nesded, Continuous observation from : 3
1:52 PM to 6:06 PM showad the resident was not 11 on_incontinence anagemont
toileted or offered tolieting for 4 hours and 13 interventions per care plan.
minutes,
Identification of others
2. Interview with tha DON on 3415 at 10:10 AM, The Adminisirator and DON
and verified hy the administrator in an Interview o] : 1
on 3/47/18 at 4 PM, revesled the routine shifts L""‘FW‘?"' e ,fgﬁgfs S"ﬂfri‘l‘fe!f
were 7 AM to 7 PM and 7 PM ta 7 AM for nursing GEINING : 5
staff. For CNAs the ghift hours were 8 AM o 6 4/30/2015 ?OI' SUfﬁClent nursmg
PM and 6 PM to 8 AM with a few 4 and 8 hour staff to provide nursing and
shifts for staff who were unable to work the 12 related cares to the residents in
hour shifts, -~ accordance with their care plans.
3. Based on review of the facllity's censug, there ic CI
were 103 residants in-house on 2/24/15. Review Systemic Changes ,
of the staff ime sheots for 2/24/15 pravided by The  Staffing Coordinator  or
the facllity on 3/18/16 showsd during the night designee will contact available staff
shiit there were 3 RNa in the building to pass to make arrangements (o provide
medications, provide freatments, and perform sufficient nursing staff on days
pssessments as needed. An addifional RN who- here necessat
worked the day shift stayed over into the hight W Y
shift unth 9:10 PM. There were 2 GNAs to oare for
103 resldents, 20 of whom were in g separate
locked dementla unit. There was. 1 ONA who
FORM GMS-2667(02-80) Proviolls Verslons Obsokele Event I ABWEH Faclity ID: wyoo2s if continuation shast Pags 14 of 20
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E35024 B, WiNG 03/04/2015
NAKE OF FROVIDER OR SUPFLIER STREEYT ADDRESS, GITY, 8TATE, ZIP CObIEE
4305 § POPLAR
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The Administrator, DON, and
F 353 Cer}tln;;d FJ"“" z’:‘fgei'” ol notleeve her shi - F 383 Staffing Coordinator will review
worked the day shift who did not leave her 5 taffing levels 3
untl 8:41 PM (41 minutes into the night shife),  Sialling feve
Finally, there wera 2 RAs (resident assistants) . . k to di
who also woried from 6 PM to 11 PM and 1 RA to 5 times per week to discuss any
who worked from 6 PM to 6 AM, However, review actions needed to provide sufficient
of the faclity job desoription for an RA showed an nursing staff based on current
RA was not qualified to provide personal care for census and care plan needs.
residents, Their duﬂea? Ineluded keeping residant
rooms heat and orderly, making beds, filling water v
pltchers, pushing whealchairs, and answering call The Administrator, DON and
lights to let a resident know the RAwould locate & Staffing Coordinator will conduet 1
CNA or nurge to mssist him or her, The ratio of to 2 staffing calls with Corporate
CNAs to resldants was 1 to 51 during the night Level Managers to discuss
shift employee retention, recruitment,
4, Based on raview of the facllity's census, there and staffing lovels.
were 102 resldents In-house on 2/25/15, Review .
of th staff time sheets for 2/25/16 provided by Menitoring _
the facility on 3/16/16 showed during the night The Director of Nursing or
shift the{e was 1 RN in the building to pass designee will audit 5 resident’s care
medicafions, provide treatments, and perforim sk lists 3 times per week for i
assosaments as neaded from 7 PM fo 7 AM. An E(I;: t}aéteness (]to pinclude a :
additional RN who worked the day shift stayed Hp £ 1 in the Seoured C
over into the night shift until & PM, There was 1 minimum of 1 in the Secured Care :
CNA who worked the entire night shift to care for Unit) to gauge sufficient staffing to |
102 resldents, 20 of whom wera In a separate provide nursing and other cares
lacked dementia unlt. An additional CNA worked were completed per the resident’s .
from 10 PM to midnight, One CNA from the day Care Plan for two weeks then 3 !
shift worked until :30 PM, an extra 30 minutos. ident’ o plan task lists (1 in :
Finally, thera was 1 RAwho worked from 6 PM to resicent s care plan tash
B8 AM and 2 RAs who worked from 6 PM b 10:30 - the SCU) per week after that.
PM. One RAworked from 1 PM to 10 PM as well
{4 hours Into the night ahift), Agaln, RAs were not The Customer Service Director or
qualified to provide parsonal care for residents, designee  will conduct random
Tha ratio of GNAs to tesidents on the night shift interviews with intetview able
was 1 fo 102. The raflo of RNs o residents during . for ks and
ther night shift was 1 to 102, residents weekly for 4 weeks an
then monthly for 2 months to find
6. Based on review of the facility's census, there
FORM CMS-2667(02-90) Pravious Varslons Obsolste Evenl [T ABWF11 Facilly Iy wyaoss if continuation sheet Paga 12 of 20
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were 104 rasidents in-house on 2/26716. Review
of the staff ime shaets for 2/28/15 provided by
the facllity on 3/16/18 showed during the night
shift there wera 2 RNs in the building to puss
medications, provide treatments, and perform
assessments as neaded from 7 PM to 7 AM.
There wara 2 day shift RNs who workad aver into
the hight shift, one until @ PM and one until 7:30
PM. Continued review showed anly 1 CNA
warked the night shifl from 8 PM to 7 AM to
provide personal care for 104 rasldents, 20 of
whom ware in a locked dementta unit. One day
shift CNA stayed unti! 6:30 PM and another CNA
worked from 4:30 PM to 1 AM. Ona RAworked
the antire night shift, one worked from 1 PM to
9:15 PM, and one worked fram 6 PM 1o 7 P,
The ratio of CNAs to residents was 1 to 104
during most of the night shift from 1 AM 10 6 A,

8, Basad on review of the facility's census, there
were 104 rosidents in-house an 2127115, Review
of the staff time sheets for 2/27/15 provided by
the facility on 3/16/15 showed during the night
shift there was 1 RN and 1 LPN in the bullding to
pass medications, provids treatments, and
perform asssssments as neaded from 7 PMio 7
AM. Ther were 8 CNAs on the night shiit to care
for 104 residents, 20 of whom resided In a locked
demantia unit. in addition, one CNA workad from
8:30 PM to 1 AM, one from 8 PM to 10 PM, and

¢he wha worked untfl 7 PM. One RA worked from |

1:45 PM to 8:41 PM, The ratio of CNAS to
resldents way 1 CNA to 34 residents after 1 AM.

7. Basad on review of the facliity's census, there
wery 103 residents in-house on 2/28/15. Review
of the staff time sheets for 2/28/15 provided by
the faollity on 3/16/15 showed during the night
ghift there were 2 RNs and 1 LPN In the bullding

timely manner.

‘The results of the audits wili be
presented to the QAPI monthly
' meeting for review and corrective
actions where necessaty,
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Confintied From page 13

to pass medicetions, provide treatimsents, and
perform assessments as needed from 7 PM to 8
AM. In addition, 1 day shift RN worked until 7:30
M, 30 minutes beyond the end of the shift.

There were 4 CNAs who worked the night shift for
aratlo of 1 CNA to 26 residents, Two day shift
CNAg worled over untll 7 PM, No RAs worked
cluring that night shit,

8. Based on review of the faollity's census, there
were 101 resldents In-house on 3/1/15, Review of
the staff ime sheets for 3/1/18 provided by the
facllity on 3/16/15 showed during the night shift
there were 2 RNs and 1 LPN in the buliding to
pass medications, provide treatments, and
parform asssssments as nesded from 7 PM to 8
AM. In addition, 1 day shift RN worked 1 hour and
12 minutes beyond her shift and another worked
an additional 2 hours Into the night shift. There
were 4 CNAs who worked the night shift for a
ratio of 1 CNA to 26 residents, Ona CNA worked
from 8 PM to 10:44 PM, one workad from 10 PM
© 7 AM and there was 1 RA who worked from 6
PM o 8 AM.

9, Interview with 2 CNAs, #1 and #7 on 34115 at
10 PM revealod thete was almost always only 1
CNA for the night shift In the secure unit and 1 for
the remainder of the halls, Both stated staffing
had been and continued to be a "huge" issue,

10. Interview with a famlly member cn 3/2/18 at
12,30 PM revealed the facllity was short staffed,
She sald "1 think they need more help.* The fermily
member verlfied there was only 1 CNA In the
secure unit and 1 CNA on the halls outside the
sectire unit on the night shift; that was whan
Icontinence care was not provided in a timely
manner, Sha sald the CNAs worked very hard

I 363
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and provided the best care possible based on the -
number of staff avallable,

11, On 31416 from 10:30 P untll 10:45 PM,
CNA#D, CNA#E, ONA#4 and LPN #1 wera
interviewad Individually regarding staffing. Al
stated thera was insufficlent staff on the sacond
12 hour shift and the lack of staff resulted in
delayed response to call Hyhts, delayed meal
service, lack of monitoring for falls and the
Inability to provide tofleting assistance fimely. One
CNA stetad the supetvisors and administrative
efaff came in or remainied on duty to help at
times, hut not avery ime. The Interview with the
LPN reveeled the licensed nurses had tp
postpones passing medloations and assist the
CNAs with resldent cara when there was
Insuffloient staff on duty, The staff schedule for
224115 1o 3/1/15 was raviewead with the DON on
37315 at 6:66 PM, At that time the DON stated
glaffing with CNAs continuad to be & challengs,
but the administrative staff were always avalable
to work when there was Insufflcient staff. The
stiveyors requasted evidence the administrativa
staff provided asslstance oh the sscond shift from
212416 to 3118, The facillty provided the time
speeﬁssfor staff, Including administrative, on
31616,

12, Interview on 3/2/15 af 9:30 AM with resident
#1 revealed s/he had to wait for over an hour to
getassistance to the bathroom "one night this
past week" bacause there was not enough staff
oh duty,

13, Durihg an Interview on 3/2/45 at 540 PM
resident #14 stated it was difficulf to get
asalstance when the facillty was short of staff,
Tha resident further stated s/he was tying to pull

F 353
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The faciiity must establish and malntain an
tnfection Control Program designed to provide a
gafe, sanltary and comfortable environment and
to help prevent the developmant and transmission
of diseases and Infection,

{g) Infection Contro} Program

The facility must establish an Infection Control
Program urider wiich it -

(1) Investigates, controls, and prevents infections
in the faciiity;

() Decldes what procedures, such as isolation,
shauld be applied to an Individual resident; and

(3} Maintains a record of incidents and corrective |
"actions related to Infections.

() Praventing 8praad of Infection

It is the practice of the facility to

establish an inféction control
program designed to provide safs,
sanitary, and comfortable

environment and to help prevent
the development and transmission
of disease and infection,

Corrective Action

An SBAR was completed which
included physician and family
notification and care plan was
written for resident #10 to address
infection, The care plan included
condition requiring precautions,

STATEMENT OF DEFICIENGIES {*1) PROVIDER/SUPPLIER/GLIA (#2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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F 363 | Continued From page 15 F 353

up histher pants [ast week and only "got them up

pari way." S/he activated the call light for

assistance fo completa the task and waited an

hour and 2 half with the pants half way on unti!

stalf responded, The resident further stated /e

liked to aat the evening maal in hlether room, but

did not recelve & supper tray untlt 8:45 PM last

hight.

14. Intarview on 3/3/15 af 8:50 PM with a family

member of resldent #13 rovealed s/he visited the

tacllity approximately three time per week. She

stated call lights were ofteh not answerad for over | ‘

30 minutes, and cara which included tolleting /

residents and assisting resklants with eating, was

not timely. The famlly member further sald she f

attributed the lack of timaly provision of care to

Inadecjuate staffing, F_441: INFECTION CONTROL, v
F 441 | 483.65 INFECTION CONTROL, PREVENT F441; PREVENT SPREAD. LINENS \
855 | SPREAD, LINENS T A
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communicable dleeasa or infected skin Jesions
from direst contaot with residents or thelr food, If
diract contact will tranamit the diseass,

{3) The facllity must require ataff to wash thelr
hands after each direct resident contact for which
hand washing Is indicated by acoapted
professional practics.

{c} Linens

Personnel muet handle, store, process and
transport linens so as to pravent the spread of
Infaction,

This REQUIREMENT is not met a5 evidenced
by

Based on observation, staff and resldent
Interviaw, madical record review, and review of
facility policias and procedures and Infection
controt documentetion, the facillty fallad to ensure
staff followad Infection control standarde pf
practice while caring for 1 of 14 sample rasidents
{(#10) who had signs and symptoms of
gastrointestinal Infection. The findings wers:

1. On 2/26/15 ot 12:26 PM the state epidemlology
department notified the state survey agency of &
gasirointestingl outbreak In the facliity. As of
2/26/15, 28 residenta and staff were experiencing
vomiting and dlarrhes. The first person became fil-
on 2/20/15, On Y6/15 at 12:37 PM, the
spidemlology reparted Norovirus was confirmed

In samples from the residents testad.

cor designee completed SBAR’s

STATEMENT OF DEFIDIENGIES (X1} PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION {X8) DATE SURVEY
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) ID SUMMARY BTATEMENT OF DEFICIENGIES n PROVIDER'S PLAN OF CORRECTION o
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type of infection prevention
F 441 | Continued From page 16 F441| precautions,  Resident  #10’s
(1) When the Infsction Contral Program symptoms were resolved.
determines that a resident needs leolation to
revent the spread of Infaction, the facility must .
i?golate the resfldent. ' y Identification of Others
(2) The fackity must prohibit employses with a 24 hour reports weck were

reviewed by the SDC to determine
residents that has symptoms of
gastrointestinal illness. The SDC

which included physician and
family notifications and updated
care plans for those identified.

Systemic Changes

The Staff Development
Coordinator will educate staff by
4/1 on infection  prevention
precautions, including when to use
PPE, when to wash hands, gloving,
and when to wear gowns.
Education will include Norovirus
protocol,

The Director of Nursing or
designee will educate nurses by 4/1
on evaluating change of condition,
documenting, physician and family
notification developing care plans
for those with infections, including

condition  requiring  infection
precautions, type of infection
precautions.
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‘with personal care after washing her hands and

2, Review of the madical racord for resident #10
showed s/he was admitted fo the facility on 9/2/13
with dlagnoses which Included end stage renal
disaase and recent kidney transplant. Review of
physician orders showed a 9/15/14 order for
Tacrolimus (Immtnosuppressant agent) 0.6 mg
ky mouth dally, Review of the 2010 Drug
Information Handbook for Nursing showed
information for Tacrolimus which inciuded,
"increased susceptibllity to infection...may result
from immunosuppression with tacrollmus."
Interview with GNA#8 an 3/2/16 at 1:60 PM
showed the resident was not feeling well,
Interview with the resident at that time revealed
s/he had vomifing earlier in the morning and
continued to have diarrhea, The resident further
stated that nursing staff were aware. The
following concemns were identifled:

& Observation on 3/2/16 at 1:50 PM showad
there was no personal protective equipment in or
by the door of the resldent's room (except
gloves),

b. Observation on 3/2/16 at 2:06 PM showed
LPN #2 and ONA #9 aasistad the resident In
hisfher room due to the resident having diarrhea,
Diarrhea stool was visible on the resident's bed.
At that time the LPN washed her hands and
donned gloves. She then removed the solled
linens and cleaned the bed with use of the
appropriate bleach wipes, At that thme the GNA
goelsted the resldent to the bathroom and
changed the diarrhea solled brief and assistad

dannlng gloves. However, the ILPN and CNA
failed to wear a gown or other protestion for thelr
personal clothing during this care. After washing
their hands both the LPN and CNA left the
rosldent's room to care for other residents,

reviewed 3 times per week at
morning  interdisciplinary  team
meeting by Director of Nutsing or
designee. A communication tool
will be used to The 24 hour report,
new telephone orders communicate
infection and precautions to the
staff, Documentation, notifications
and care plans will checked after
meeting to defermine if new
infections or changes in infections
are addressed.

" Monitoring

The Staff Development
Coordinator or designee will round
on residents with infections 3 times
per week for 30 days and then
weekly for 2 months to monitor
infection precautions, staff
performance, and knowledge of
reason for precautions,
documentation, carg¢.  plans,
Corrective actions will be faken as
needed,

The Staff Development
Coordinator or designee will track
and trend the results of the
infection control audits and report
findings to the QAPI committee
monthly. The QAPI committee
will evaluate effectiveness of the

STATEMENT OF DEFICIENCHES (%1) PROVIDER/SUPPLIER/CLIA £X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
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and new physician orders will be
F 441] Continued From page 17 F 44| L
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plan based on trends identified and
F 441/ Contihued From page 18 F 441 implement additional interventions
as needed to ensure compliance
3. Interview with the ICP and DON on 3/3/5 at .
.08 PM revealod staff were required to wear monthly for threo months and then
PPE whioh would include a gown to protaot reassess the need for continued
personal clothing when asslsling with care or | monitoring based on compliance,
hancling finens of a rasident with gastrolntestinal
symptoms which would inchide diarrhea.
4, Review of the factity's policy on contact F-467 ADE%UATE OUTSIDE
pracautions, reviswed 2008, showed the purpose VENTILATION-
of the policy on contact precautions was; "t Is the WINDOW/MECHANIC
Intent of this faollity to use contact precautions In
ddltion to Standard Prﬁcautians for resldems It is a practice of the facility to
hown or suspected to have seripus linesses aaui
easlly transmitied by direct resident contact or by | e“i“.if that t?lri‘fls the;favéequgz
eantact with ltems in the resident's shvirenment, oulside  ventilation
Further the palicy showed instruotions included adequate system in place.
"l GOWNS, A, A gawn should be donned prior |
to entering the room or resident's cubicla, B. The Corrective Action
:\m‘mwld %‘e &grr;?fv;ed befuraiie?htf:]ng the The bathroom ventilation fans in
vesidents room, C. Affer removal of the gown i
slothing shoukd not contact potentlaity ' ;gz;?s ff; (? 64 ’ :23? ! ﬁ?; ’ zggg
| contaminated environmental suifaces.” : y ’ 8’ b ’
F 467 | 483.70(h)(2) ADEQUATE OUTSIDE Fag7| #512,#513, #6035, and #608 will be
saek | VENTILATION-WINDOW/MECHANIC removed and replaced no later than
TIET201S, ’
The facility must have adequate outslde
ventllation by means of windows, ar mechanicat
ventilation, or a combination of the two, Identification of others
A facility wide audit was
‘tl;hls REQUIREMENT is hot met as evidenced conducted with all the ventilation
: fans in resident rooms as well as all
Based on obsarvation and staff interview, the ventilation fans in other
facility fafled to provide adequate ventiiation to rooms/areas  of the facility
minimize noticeable odors In 8 of & hallways (100 ilation fans that found t :
hallway, 200 hallway, 300 hailway, 400 hallway, Ventilation fans that were found to
500 hallway, 800 hallway). The findings were: have failed the ventilation
FORM CM8-2687{02-09) Previous Varslons Obaolata Bvont 1D ABWF1T Faclilly 10: w0023 If continvation sheef Page 10 of 20
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F 487 | Continued From page 19 F 487 adequacy test (Kleenex test) will be

504, #612, #5613, #60B, and #608, The

Paiiodic observations from 3/1/15 at 8:16 PM
through 3/4/18 at 12:06 PM revealed from the
front doorway throughout the bullding In all &
hallways the facility had a noticeable odor of utine
and stool. On 3/2/96 from 10:35 AM through 1,35
PM & sample of resident room bathroom exhaust |
fane wera checked for ventilation adequacy with
usae of a Kleenex {used fo determine whether or
hat the fan successfully pulls alr). The following
concerns ware identified:

&, On 3/2116 from 10:48 AM through 1:35 PM
the followlng resident bathroom axhaust fans
falled to pull a Kleenex and the alr In rootns;
#104, #1174, #202, #208, #3085, #308, #407, #4142,

bathraoms had noticeable odors of stals urine
and stool,

b On 3/3/15 from 9 AM though 10:10 AM the
tast was repeated In @ach of the failed rooms,
and the test results remainad the same. The
axhaust fans falled to pulf alr,

¢ Interview with the maintenance directar on
3316 at 10:15 AM revealsd he had bean In the
position for 2 weeks and was unsure when the
sxhaust fans were last checked. He declined
when asked to follow the surveyer to re-test the
exhaust fans, At that titne tha malintenance
director confirmed he was unaware of a specific
F[an with a imeframe to address the axhaust

Ang,

removed and replaced no later than
“HBAST ()

April 2. Thepéquest will contain a
time fram Klnremoving and

replacing the vent! Ki?:; fans noted
i trective action and any

ventilation s in
m/rooms that were fo%n{ﬂto
adequate  outsi

120 day timoframe.

Monitoring

The Maintenance Director will test
5 bathroom/room fans for adequate
outside ventilation using the
Kleenex test weekly then 5
monthly thereafter for 6 months.
Fans that fail the test will be
removed and replaced within a
reasonable timeframe,

The Maintenance Director will
submit a report on fan replacement
monthly to the QAPI for review
and corrective actions taken if
necessary,

ventilation ysing a Kleenex test in ;\

—
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