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TAG REGLULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Preparation and/or execution of this
F 000 | INITIAL COMMENTS F 0001 plan of correction does not constitute
admission or agreement by the
Acomplaint survay was conducted in conjunction provider of the truth of the facts
with the recertification survey by the Office of alleged or conclusions set forth in the
Healthcare Licensing and Surveys on 4/28/15 statement of deficiencies. The plan of
through 4/30/15. The survey was prompted by correction is prepared and/or executed
complaint intakes WYO0001951, WYD0Q01954, solely because it is required by the
WY00001974, WY00002008, and WY00002019. provisions of federal and state law,
The following common abbreviations are used o ] ,{'
throughout this document: F-225  INVESTIGATE/REPORT Lgl {
a ALLEGATIONS/AINDIVIDUALS *Ty
ADLs- Activities of Daily Living
CNA- Certified Nurse Aide Corrective Actions:
DON- Director of Nursing CNA’s #1, #2, #3, #4, and #5 have
LPN- Licensed Practical Nurse been registered and  have
MDS- Minlmum Data Set documentation to show the state nurse
RN-  Registared Nurse aide registry was checked to verify
- these aides were listed and without
Less commonly used abbreviations will be abuse findines
annotated in each deficiency. Es.
F 225 | 483.13{c)(1)()-(ii), (c)}2) - (4) F 225| | dentification of Others:
§8=E | INVESTIGATE/REPORT The SDC has reviewed the files of
ALLEGATIONS/INDIVIDUALS

The faciity must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of [aw; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law agalnst an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide ragistry
or licensing authorities.

The facility must ensure that all alleged viclations
involving mistreatment, neglect, or abuse,

current CNA’s for registration and/or
documentation to show the state nurse
aide registry was checked to verify
listing without abuse findings.

CNA’s whose files were not compliant
had their files corrected to meet the
standard.

Systemic Changes:

The SDC was educated on the State
Nurse Aide Requirements for the
hiring of CNA’s by the DON.
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' DEPARTMENT OF HEALTH AND HUMAN SERVICES

ey

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

C
535024 B, WING 04/30/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE B
4306 8 POPLAR
POPLAR LIVING CENTER CASPER, WY 82601
4y 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERESIE'I:Elg'Eﬂ g&l)EAPPROPRIATE DATE
-
F 225 Continued From page 2 F 225 fn‘?‘;rlq’mgigﬂgﬁm RESPECT | { Jwlr>
registored and therefore there was nothing in the '
registry related to these CNAs. The non- . i £ the facility to
registered GNAs wore hired within the past four It 18 e proctice of tho fholllly o
months with the exception of CNA#2 who had gn i a manner and i an enviromment
been eamployed longer. -
that maintains or enhances each
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 resident’s dignity and rospect in full
58=E | INDIVIDUALITY

The faciiity must promote care for residents in a
manner and in an environment that maintains or
enhances each rasident's dignity and respect in

full recognition of his or her individuaiity,

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff Interview, resident
interview and medical record review, during
random observations the facility failed fo promate
dignity for 1 sample resident (#38) and 3
non-sample residents (#58, #66, #72). The
findings were:

1. Review of the 4/30/156 quarterly MDS
assessment showad resident #58 had diagnoses
that included dementia, and required extensive
assistance with dressing and personal hygiene.
Observation on 4/30/15 at 12 PM showed the
resident sitting at the dining room table. The
resident had noticeable whiskers on her chin and
upper fip. Interview with CNA #1 on 4/30/15 at
2:45 PM revealed the resident preferrad the
whiskers to be plucked Instead of shaved. She
further revealed that it had baen "about a month"
since the resident’s whiskers had been shaved,
and that it takes a long time to pluck them out.
interview with the resident at 2:50 PV that date
verified s/he doesn't fike to be shaved and prefers

recognition of his or her individuality.

Corrective Action

The facial hair was removed for
resident #58 by nursing staff. Her care
plan has been amended to reflect the
preferred method of facial hair
removal.

The facial hair was removed for
resident #38 by nursing staff,

Incontinence management has been
evaluated for resident #66 and care
plan and RCS task list updated to
reflect needs.

Resident #72 was discharged from the
facility on 5/15/2015

Tdentification of Others

An observation audit of residents will
be completed by Director of Nursing or
designee by 6/3/2015 to identify any
additional  residenis who  have
unwanted facial hair or wet clothing,
The audit will include observation of
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‘ ,DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB NO. 0938-0391

%%é\,};\{ PRINTED: 056/14/2016

STATEMENT OF DEFICHNCIES (1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE GONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A, BUILDING
C
535024 B, WING 04/30/2015

NAME QF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP GODE
4306 S POPLAR

POPLAR LIVING CENTER GASPER, WY 82601
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROS&REFEREggsgIEﬁ (':ry)E APPROPRIATE DATE
dining room on secure unit for
F 241 Continued From page 3 241 cleanlginess of tables. For any residents

the whiskers to be plucked because when they identified with unwanted facial hair or

are shaved, the hairs grow back thicker. wet clothing care plans and task list

2. Review of the 10/2/14 annual MDS will be Joviewsd and updated s

assessment showed resident #38 had diagnoses léee © five action will b faken s

that included demeantia and depression, and O'Ziec ’fve @ 1.3" “t',l q

needed extensive assistance with dressing, needed for any identified concerns.

personal hygiene and bathing. Observation on

4/28/15 at 11:35 AM showed the resident in ] _

hisfher wheelchair outside the dining room. The Systemic Changes:

resident had long facial whiskers. Observation on Staff will be educated by Staff

4/28/15 &t 1 PM, and on 4/30/15 at 2;35 PM Development Coordinator or designee

showed the resident continued to have have by 6/10/2015 regarding maintaining

whiskers. Interview on 4/30/15 at 2:35 PM with dignity by providing a clean

the resident revealed s/he was concerned about environment in the dining room and

the whiskers and stated *I'm trying to pull them cleaning tables timely after meals. The

out." education will also include removing
unwanted facial hair with bathing and

3. Review of the 3/16/15 quarterly MDS more often if needed and assisting with

assessment showed resident #66 had a incontinence management in a timely

diagnosis of dementia and was cognitively manner.,

impaired with a brief interview for mental stetus

(BIMS) of 0/16. Further review showed the

residgnt required extensive assistance for Monitoring:

dressing, foilet use, personal hygiene and Random audits will be conducted by

baihing. Obsesvation on 4/29/15 from 8:15 Director of Nursing / designee for

PM-8:40 PM showed the resident was awake and timely cleaning of dining room tables

wandering the hallways of the secure unit. The on secured unit after meals, presence

resident was noted to be wearing pants that had of unwanted facial hair and

two large wet areas on the back side and down incontinence management, The audits

the back of the legs. At 8:40 PM, 25 minutes will be completed 3 times a week x 4

Iater, the resident was provided the needed weoks. th enpw eckly for two months

assistance by occupational therapist #1, Corre(;tive action will be taken a;

3. Obseivation on 4/26/15 at 10:45 AM showed needed.

several residents were seated at a dining table in

the secure unit. The other tables In the area were

noted to be dirty with visible crumbs and food

dabris from the breakfast meal. At 10:50 AM

FORM CMS-2567{02-60) Pravipus Versicns Obaolate Event ID:28Y01{1

Fagility ID: WY0D23 If continuatlon sheet Page 4 of 31
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0321
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLER/CLIA X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
C
535024 B. WING 04/30/2016

NAME OF PROVIDER OR SUPFLIER

STREET ADDRESS, GITY, STATE, ZIP CODE
4305 S POPLAR

The facility must provide medically-related social

POPLAR LIVING CENTER GASPER, WY 82601
04 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR 1L.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 241 | Continved From page 4 F 241 The Director of Nursing or designee
resident #72 was provided a shack by CNA#2 gi]']:]ittragﬁ d??sda:]rgl;g 2;:’ ;ﬂi‘;‘gss(g 312
and the resident sat at one of the tables. As the QiPIy committeep The & QAPI
resident sat eating the snack 8/he was overheard it il e l te effectivoness
commenting aloud how the table was "dirty" and c‘g”:hm Te wb d"a “ir g e'(:fl o ; 1
the resident was observed brushing away the o T ement addit eln‘ S ldentilie
crumbs with their hand. At 11:15 AM resident #72 and implement additional mterventions
was observed wetting paper towels In the as needed fo ensure ~compliance
handwashing sink and then wiped down all of the monthly for three months and then
tablas in the dining room. reassess the need for. continued
F 250 | 483.15(g)(1) PROVISION OF MEDICALLY F 250 monitoring based on compliance.
5s=p | RELATED SOCIAL SERVICE

services to attain or maintain the highest F 250 PROVISION OF li o}
practicable physical, mental, and psychosocial MEDICALLY RELATED SOCIAL v
well-being of each resident. SERVICES

Corrective Actions;

This REQUIREMENT is not met as avidenced
by:

Based on observation, medical record review,
and staff and resident interviews, the facility fallec
to ensure social services were provided to
maintain the highest psychosocial weall-being for 1
of 17 sample residents (#11). The findings were:

Review of the 3/19/15 admission MDS
assessment showed resident #11 was admiited to
the facility on 3/12/15 after hospital care for a

' . = Di
stroke, Further review showed the resident had g::i nEECI;L s S:;:;::e q 't;e:m;()cizll‘
fimited functional ability on the left side, cognitive servigc es  assossments  of  current
impairment, no behaviors, short term memory .

residents for accuracy and

problems, and mild depression. Review of the
care plan, updated 4/6/15, showed sfhe was
wheelchair dependent and required assistance
with most activities of dally living. The following
concerns were ideniffied:

Resident #11 has had his‘her social
services assessment updated to better
reflect their psychosocial needs to
inclede family history, education
background, work history, quality of
life, resident’s rights, marital status,
lifestyle preferences, support systems
and place of birth and added to the
resident’s MR,

Identification of Others:

completeness including family history,
education background, work history,

FORM CMS-2567(02-92) Previous Verslons Obsolete

Event iD: 98YO011

Facillly I: WY0023
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FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {{1} PROVIDER{SUPRLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
535024 B. WING 04/30/2016
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
4305 S POPLAR
POPLAR LIVING C
ING CENTER CASRER, WY 82601
o) 1D SUMMARY STATEMENT OF DEFICIENCIES [0 PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX {EACH DEFCIENCY MUST BE PREGEDED BY FULL PREFIX, {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR 1LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 250 | Continued From page 5 F 250 quality of life, resident’s rights, marigal

1. Periodic observaticns from 4/28/16 through
4/30/15 revealed the resident sat in hisfher room
changing the channels on the television.
Observations of the resident's room revealed
there were no individualized and personal items
in the room. During an interview on 4/28/15 at
12:156 PM, when asked about his/her room, s/he
stated, " guess it is like home, but not really.”

2. Review of the 3/19/15 scclal services
assessmant and history showed the sections for
documenting family history, education
background, work history, quality of life, resident's
rights, marital status, and place of birth were
blank. Further review showed medication for
deprassion was prascriced by the physiclan and
memory issues could be related to the stroke,
This review showed no information about family
or friends.

3. Interview on 4/29/15 at 8:45 AM with the social
services director revealed it was difficult for staff
to determine whether the resident's self isolation
was related to depression andfor the stroke or if
this was the usual behavior prior to the stroke.
The social services director stated an
assessment regarding the rasident's lifestyle,
prafarences, family/friend support systems, work
history, and personal information would be helpful
in making that determination. He further stated
thls information should have been obtained,
documented, and shared with all staff, but it had
not been done.,

4. Review of the medical record on 4/30/16
showed there wes no evidence of efforts to obtain
this informatlon during the 7 weeks the resident
resided at the facility,

status, lifestyle preferences, support
systems and place of birth and added to
the resident. Those assessments not in
compliance have been updated and
placed in the resident’s MR.

Systemie Changes:

The Social Services Director or
designee will obtain family history,
education background, work history,
quality of life, resident’s rights, marital
status, lifestyle preforences, support
systems and place of birth of newly
admitted and/or readmitted residents in
a timely manner and placed in the
resident’s MR. The social services
assessment will be reviewed and
updated on a quarterly basis or as
necessary to maintain the resident’s
psychosocial needs.

Monitoring:

The IDT team will review the social
services assessments of newly admitted
or readmitted residents for compliance
three times per week for one month
then three random  admission
assessments per month for three
months. Noncompliant assessments
will be corrected timely by the SSD
and/or designee.

Results of the review will be submitted
to the monthly QAPI commitiee for
review and corrective actions taken
where necessary.

FORM CMS-2667(02-99) Provious Versions Obsolste

Event ID; 98Y011
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" DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDIGARE & MEDICAID SERVICES

\‘4 PRINTED: 05/14/2015
6\% FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUGTION (X2) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BULDING
Cc
635024 B. WING 04130/2018

NAME OF PROVIDER OR SUPPLIER

STREETADDRESS, CITY, STATE, ZIP CODE
4308 & POPLAR

58=E | MAINTENANCE SERVICES

The facility must provide housekseping and
maintenance services necessary to maintain a
sanitary, ordetly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to ensure resident areas were well
maintained in 8 of & hallways (Haliway 100,
Hallway 200, Haliway 300, Hallway 400, Hallway
500, Hallway 800). The findings were:

Observation on 4/30/15 from 2:10 AM through
10:50 AM Identified the following concerns with
floors:

a. The bathroom floor of room #107 had a
darkened 20-inch crack {o the right of the toilet
which created an uncleanable surface.

b. The bathroom floor of room #212 had a
darkened §-inch crack to the left of the toilet
which created an uncleanable surface.

¢. Two floor tiles at the frant of the floor of
rcom #203 were cracked 3-inches across and
ware blackened due to an tincleanable surface,

d. The bathroom floor of room #204 had a
darkanead 36-inch crack to the left of the toilet
which created an uncleanable surface.

&. The bathroom floor of room #2009 had a
darkenett 18-Inch crack to the right of the toilet
which created an uncleanable surface.

f. The bathroom floor of room #208 had a
darkened 20-inch crack to tha right of the toilet
which creatad an uncleanable surface. in
addition, the dividing strip between the bathroom
floor and bedroom floor was damaged with a
missing 3-inch area which created an

POPLAR LIVING CENTER CASPER, WY 82601
X9 ID SUMMARY STATEMENT OF DEFICIENGIES [s] PROVIDER'S PLAN OF CORRECTION (X5}
PREFRX, {EACH BEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
THG REGULAYORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 253 HOUSEKEEPING AND wls”
F 253 | 483.15(h)2) HOUSEKEEPING & F 263 : fe

MAINTENANCE SERVICES

Corrective Actions:

The bathroom floors in rooms #107,
#212, #203, #204, #209, #208, 42006,
#311, #304, #306, #513, and #501 have
been repaired and/or replaced.

The heat vent in the 600 hallway
shower room has been repaired as well
as the damaged door frame.

The door frame in the 500 hallway
shower room has been repaired.

The bathroom door frames in rooms
#104 and #105 have been repaired.

The missing door knob on the right
door cabinet across from the dining
area in the 3500 hallway has been
replaced.

Identification of Others:

The Facility Maintenance Director has
done a facility wide survey of the
bathroom floors and door frames.
Those arcas which have an area with
an unclean able surface will be
reported to the Administrator and a
plan developed to repair and/or replace
the surfaces.

FORM GMS-2667{02-99) Pravious Versions Obsolete Event ID: 9801

Facility ID: WY0023 if continuation sheat Page 7 of 31
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b/ PRINTED: 05/14/2015
4 A FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION INENTIFICATION NUMBER:
636024

(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY

A BUILDING COMPLETED
C

B. WING 04/30/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, GITY, STATE, ZIP CODE
4305 5 POPLAR

uncleanable surface.

g. The bathreom floor of raom #2086 had a
darkenad 21-inch crack fo the left of the toilet by
the wall which created an uncleansbla surface,

h. The bathrcom floor of room #3141 had a
darkened 32-inch crack to the left of the tollet
which created an uncleanable surface.

I. The bathroom floor of room #304 had a
darkened 36-inch crack to the left of the follet
which created an uncleanable surface.

J. The bathroom ficor of room #306 had a
darkened 38-inch crack to the left of the toilet
which created an uncleanable surface.

k. The bathroom floor of rcom #513 had a
darkened 11-inch crack to the right of the toilet
which created an uncleanable surface.

. The floor in room 501 had 1 tile damaged
near the back of the room with a 2-inch chip
which created a darkened and uncleanable
surface.

2. Obsarvation on 4/30/15 from 9:10 AM through
10:50 AM identified the following concerns with
shower rcoms:

a. The heat vent by the toilet in the shower
room across from room #6800 had a 13-inch by
2.5-inch area that was rusted. Also, the door
frame leaving the shower rcom had damage from
the floor to 15-inches up that included hales in the
metal, which was darkened and created an
uncleanable surface.

b. The shower room on the 500 hallway had
damage to the door frame on the right side going
out with chips In the frame from the floor to
28-inches up ihat created an uncleanable
surface.

3. Observation on 4/30/15 from 2:10 AM through
40:60 AM identified the following miscellaneous

POPLAR LIVING CENTER CASPER, WY 82601
44) ID SUMMARY STATEMENT OF DEFICIENGIES in PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE OOMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 263 | Continued From page 7 F 253| Systemic Changes:

The Facility Maintenance Director
and/or designee will round weekly and
note areas which have unclean able
surfaces. Any areas found to not have
cleanable surfaces will be reported to
the Administrator and a plan to repair
and/or replace the surface will be
developed in a timely manner

Monitoring:

The Facility Maintenance Director will
present a report of the progress of the
repair and/or replacement of areas with
uncicanable surfaces and any newly
discovered uncleanable surfaces to the
monthly QAPI committes meeting for
review, planning, and corrective
actions,
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Continued From page 8

CONCEerns:

a. The bathroom door frame in room #104
was scraped from the floor to 14-inches up which
created an uncleanable surface.

b. The front doorframe to rcom #1056 was
loose from the wall from the floor to 18-inches up.

c. The back wall in room #310 had damaged
scraped areas into the plaster at 13-inches above
the floor and 13-inches by 36-inches across.

d. The right door cablnet across from the
dining area in the 500 Hallway had the doorknob
missing, which exposed a hole to the inside.

¢. Interview with the maintenance director on
4/30115 at 11:30 AM confirmed the issues
identified with the floors, shower rooms, wails,
and door frames. At that time he confirmed the
facllity had no plan with a timeframe to complete
these repairs.
483,20(b)(2)()) COMPREHENSIVE
ASSESSMENT 14 DAYS AFTER ADMIT

A facility must conduct a comprehensive
assessment of a resident within 14 calendar days
after admission, excluding readmissions In which
there is no significant change In the resident's
physical or mental condition. (For purposes of
this section, "readmission” means a return to the
fagility following a temporary absence for
hospitalization or for therapeutic leave.)

This REQUIREMENT is not met as evidenced
by

Basad on medical record review and staff
interview, the Tacility failed to ensure a
comprehensive assessment for 1 of 17 sample
restdents (#36) was completed within 14 calendar
days after admission, The findings were:

F 263

F273

F 273 COMPREHENSIVE
ASSESSMENT 14 DAYS AFTER
ADMIT

Corrective Action:
Resident #36 Admission MDS was
completed 4/29/15.

Identification of Others:

Newly admitted residents over the past
60 days will be audited for timely
completion of Admission MDS
assessments.

Systemic Changes

Newly Admitted residents will be
reviewed in the morning business
meeting Monday through Friday for
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F 273{ Continued From page 9 F 273 assessment needs and ARD review

with the Interdisciplinary Team,

The Interdisciplinary Team will have
assessment timelingss review per RAI
Guidelines by DDCM/Designee on or
before 6/10/2015.

Medical record review showed resident #36 was
admitted on 4/9/15 with diagnoses that insluded
Aizheimer's disease. Review of the madical
record showed the admission MDS assessment
was completed on 4/20/15, 20 days after

admission, 6 days after it was due. Admission  Assessments  will  be

Interview with the MDS coordinator on 4/30/15 at completed (including CAA’s) within
2 PM confirmed the MDS assessment was late 14 days of admission as of 6/10/2015.
because she was "behind" on many of the RCMD/Designee  will  review
assessments, and the Medicare Part A MDS admission assessments for completion
assessments were a priority. and timeliness weekly for four weeks
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F280| thenmonthly for three months.
$8=D | PARTICIPATE PLANNING CARE-REVISE CP
Monitoring:
Tha resident has the right, unless adjudged Results of the RCMD admission
incompetent or otherwise found to be assessment review will be reported to
incapacitated under the laws of the State, to the monthly QAPI committee meeting
participate in planning care and treatment or for review and corrective actions taken
changes in care and treatment. where necessary.
/s
A comprehensive care plan must be developed I' 280: RIGHT TO PARTICIPATE lisl"‘
within 7 days after the complation of the PLANNING CARE-REVISE CP lfl
comprehensive assessment; prepared by an
interglisclplinary team, that Includes the attending It is the practice of the facility to sirive
physician, a registered nurse with :jesponsitgllity to ensure that the resident has the right
for tbe resident, and other appropriate staff in to participate in planning care and
disciplines as determingd by the resugr]t's needs, treatment or changes in care and
and, to the extent practicable, the participation of treatment.
the resident, the resident's famlly or the resident's
legal representative; and periodically reviewad
and revised by a team of qualified persons after Corrective Action:

each assessment. Resident #64 has been evaluated by

therapy for assistance with meals and
adaptive equipment at meal time. The
plan of care has been updated to reflect

This REQUIREMENT is not met as evidenced recommendations.
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Identification of Others:
F 280 S;ntinued From page 10 F 280 An observation audit of residents who
: , . , need assistance with meals or use
D o horiaton st ionde, o wpive cqupmen st mels il
information, the facility failed to ansure the care zon.lp eted. oy d erapy - director  or
plan was updated to reflect the current nutritional designee to determine if ~current
approaches for 1 random non-sample resident interventions  are etfecllvcz and
(#64). The findings were: reflected in plan of care. Tor any
identified concerns corrective action
Review of the quarterly MDS assessment dated will be taken.
1/9/16 revealed resident #64 had diagnoses . . )
including Alzheimer's disease, macular An audit of dietary tray cards will be
degeneration, and oropharyngeal dysphagia. completed by the Dietary Manager or
Further review showed the resident required desighee to determine if adaptive
supervision with eating. Review of the resident's equipment is indicated per care plan,
meal card revealed "Regular- Pureed” with "dark Tray cards will be updated as needed
colored bowl/ plate with high sides.” The following based on findings.
concerns were identifled;
a. Observation on 4/28/15 at 12:10 PM
showed LPN #1 assisted resident #64 with eating. Systemic Changes:
Further observation revealed the resident’s food The Staff Development Coordinatot or
was pureed, with mashed potatoes, meat, and designee will educate licensed nurses
vegetables Iayel: edina Single white bowl. and interdisciplinary team on updating
b. Observation on 4/30/15 at 11:30 AM care plans to reflect resident’s needs
Showed COOk #1 Usad a Slng!e Whlte bDWI tO for assistance with meals and adaptive
purgelstitw fry v\irgllhbeef all:d veg?t%blt;s. Inter;riledw
at that time wi e cook revealed she was to : : ;
to serve this resident’s meals in a single bowl, but ;r(lil‘fczftggtaﬁaﬁfg 3:; ﬁzdgﬂfg t‘f:yl
was unsure why. P! :
6. Interview with the Reglstered Dititian (RD) crds and  providing  adaptive
on 4/20/15 at 2:40 PM revealed he did not know equipment at meals as Indicated.
exaclly why the resident's food was provided In a
single bowl, He confirmed that the care plan did L
not reflect the resident's current dining abilities Monitoring:
and needs. Additional interview with the RD on A random audit of 10 care plans per
4/30/16 at 4:45 PM revealed the interdisciplinary week for assistance with meals and
feam periodically reviewed residents with change adaptive equipment will be completed
In eating status to determine possible
interventions. He verified this intervention was not
FORM CMS-2667(02-00) Pravious Verslons Obsolete Evant iD: e8Y0Q14 Facility 1D: Wyoo23 If continuation shest Page 11 of 31
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weekly for ninety days on current
F 260 dC::Jir.r‘ll:en?ef;rgrr? tﬁ:gcea:: olan 280 residents by the Direcior of Nursing or
d. Reviaw of the ADL care plan showed it was ?;s’llfg: © fo;ighgonﬂ:)s]; s gr]::tﬁ;‘;in wig
last reviewed on 3/12/15 and the resident "feeds determine if the olan of care Teflects
self with fingers, does not allow staff to assist with ecidont’s cumnf eods. Cortective
eating at times," The Nutrition care plan last acti il be tak ' needed £
reviewed an 3/12/15 showed the resident ate b ‘°{’;S w § tf;‘. ;‘. en as needed lor
pureed foods and used a plate with high sides, ased on audit fndings.
Additionally the care plan showed finger foods )
were provided as needed. A “i‘c“‘}"m audit of 10 tray 03“:13 per
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282| Week for adaptive equipment that is

88=0

PERSONS/PER CARE PLAN

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

This REQUIREMENT is not met as evidenced
by

Based on observation, staff interview and
medical record review, the facility failed to foliow
the care plan for 2 of 17 sample residents (#14,
#76), and 1 non-sample resident (#60) in regards
to providing oral care and toileting assistance.
The findings were:

1. Review of the 2/24/15 cuarterly MDG
assassment showad resident #60 had diagnhoses
that included depression and dementia, and
neaded extensive assistance with dressing and
bathing, as well as limited assistance with
personal hygiene. Review of the care pian for
ADLs showed it was tast dated on 1/22/15 and
the resident required “assist® with brushing
his/her teeth daily. Observation on 4/29/15 at 8:15
PM showed CNA#3 and RN #1 provided bedtime
cares. During this observation, the staff failed to

needed with meals will be completed
by the Dietary Manager for ninety
days, The audit will include
observation of whether correct
adaptive equipment is provided with
meal service. Corrective actions will
be taken as needed based on findings.

The Director of Nursing will track and
trend the results of the care plan audits
and report findings to the QAPI
commiifee monthly. The QAPI
committee will evaluate effectiveness
of the plan based on frends identified
and implement additional interventions
as needed fo ensure c¢ompliance
monthly for three months and then
reassess the need for continved
monitoring based on compliance.

The Dietary Manager will track and
trend the results of tray card and
observation andits of  adaptive
equipment at meals and report findings
to QAPI committee monthly. The
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offer or assist the resident with performing oral
care.

2. Review of the 1/22/15 guarterly MDS
assessment showed resident #76 had diagnoses
that included Alzhelmer's disease and
depression, and needed extensive assistance
with dressing and personal hygiene, Review of
the care pian for ADLs showed it was last dated
on 3/156/15 and the resident required limited to
extensive assistance from staff to complete
ADLs. The interventions were for staff to provide
needed supplies, encourage participation in
tasks, and to provide cueing as needed, These
approaches were shown to aid in meeting the
goals of washing face and hands, brushing teeth
and byushing hair daily. Observation on 4/29/15 at
8:30 PM showed CNA#3 and OT #1 provided
bedtime cares. During this observation, the staff
failed to offer or assist the resident with
perfarming oral care.

3. Review of the 1/24/15 quarterly MDS
assessment showed resident #14 had cognitive
impairment and a wheelchalr was the primary
mobility davice, Review of the MDS also showed
the resident had frequent episodas of bowel
incontinence and reguired staff assistance with
toileting. Review of the 2/6/15 care plan showed
staff were directed to provide toileting assistance
before and after meals, at bedtime and when
necessary. Continuous observations on 4/28/15
from 12:05 PM until 3:256 PM revealed the
rasident sat in the wheelshalr in the lobby after
eating lunch. At 3:30 PM, LPN #1 and CNA #4
assisted the rasident to the bathroom and
removed the fecal soiled disposable brief.
interview with RN #2 on 4/30/15 at 3 PM revealed
staff should follow the care pian and assist the

POPLAR LIVING CENTER CASPER, WY 82601
o 1D SUNMARY STATEMENT OF DEFIGIENCIES D FROVIDER'S PLAN OF CORRECTION {15)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE GOMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATICON) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 282 | Continued From page 12 F 289 QAPI committee will evaluate

effectiveness of the plan based on
trends identified and implement
additional interventions as needed to
ensure compliance monthly for 3
monihs and then reassess the need for
continned monitoring based on
compliance.

I 282: SERVICES BY QUALIFIED L" o|'{
PERSONS/PER CARE PLAN

It is the practice of the facility that
setvices provided or arranged by the
facility be provided by qualified
persons in accordance with each
resident’s written plan of care.

Corrective Action:

Resident #60’s plan of care for ADL’s,
including oral hygiene will be
reviewed and updated as needed by the
Director of Nursing or designee,
Based on care plan update the RCS
assignment sheets will be updated to
reflect current needs.  Staff who are
routinely assigned to care for resident
#60 will be educated on her plan of
care for ADL’s, including oral
hygiene.

Resident #76’s plan of care for ADL’s,
including oral hygiene will be
reviewed and updated as needed by the
Director of Nursing or designee.
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F 282 | Continued From page 13 Fogp; Dased on care plan update the RCS
assignment sheets will be updated to
resident to the toilet after meals because the reflect current needs.  Staff who are
trﬁ S'ﬂeg,: did not know when s/he needed to go to routinely assigned to care for resident
e pamhrcom. :
#76 will be educated on her plan of
F 283 | 483.20(1)(1)8(2) ANTICIPATE DISCHARGE: F283] oo Ve, ;‘gf,s ° in‘(‘;luding oral
ss=E | RECAP STAY/FINAL STATUS hygienc ’

Whaen the facliity anticipates discharge a residant
must have a discharge summary that includes a
recapitulation of the residsnt's stay,; and a final
summary of the resident's status to include items
in paragraph {B}(2) of this sectlon, at the time of
the discharge that is available for release to
authorized persons and agencies, with the
consant of the resident or legal representative.

This REQUIREMENT Is not met as evidenced
by.
Based on medical record review, staff interview,
and policy review, the facllity falled to ensure the
discharge summary included a recapitulation of
the residents’ stay for 2 of 2 closed records
reviewed with anticipated discharge (#98, #96).
The findings were;

1. Review of the ciosed medical record showed
resident #98 was discharged to an assisted living
facility on 3/26/15. Further review of the medical
record showed no evidence of a discharge
summary, including a recapitulation of the
resident's stay.

2. Reviaw of the closed madical record showed
resident #09 was discharged to home on
12113114 Further review of the madical record
showed no evidence of a discharge summary,
including a recapitutation of the resident's stay.

Resident #14’s plan of care for
incontinence will be reviewed and
updated as needed by the Director of
Nurging ot designee. Based on care
plan update the RCS assignment sheets
will be wvpdated to reflect current
needs. Staff who are routinely
assigned to care for resident #14 will
be educated on her plan of care for
incontinence.

Identification of Others:

An observation audit will completed
by Director of Nursing or designee to
determine if care plan interventions for
oral care and incontinence meet
residents current needs and if care plan
interventions are followed. Corrective
action will be taken as needed for any
identified concerns.

Systemic Changes:

The Staft’ Development Coordinator or
designee will educate nursing staff on
following interventions in care plans
for oral care and incontinence.
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£ach residant must receive and the facility must
provide the necassary care and services to attain
or maintain the highest practicable physical,
mental, and psychosoclal well-being, in
accordance with the comprehensive assessmeant
and plan of care.

This REQUIREMENT is not met as evidenced
by
Based on observation, medical record review,
and staff interview the facility falled to ensure 1 of
7 residents (#14) with incontinent care needs
received this care in a timely manner, The
findings were:

Review of the 1/24/18 quarterly MDS assessmeant
showed resident #14 had cognitive impairment
and a wheelchair was the primary mobility device.
Review of the MDS also showed the resident had
frequent episodes of howel incontinence and
required staff assistance with toileting. Review of
the 2/6/15 care plan showed staff were directed

STATEMENT OF DEFICIENCIES | (X1). PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: A. BUILDING COMPLETED
: .z : G
5§3g024 B. WING 04/30/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LAR LIVING CENTER 4305 8 POPLAR
POPLAR LIVING CEN CASPER, WY 82601
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BEE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ GROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 283 | Confinued From page 14 F 283 grh: " RhSStoas;ig:lannt hﬁ?e?gtiic:vii;rw
3. Interview with the DON on 4/26/15 at 11:05 AM meeting, care conforenees and weckly
revealed if a discharge summary was completed risk m;nagement mectings by the
:g; :)I:gse residents it would have been in the Director of Nursing or designee and
) updated as care plan is updated.
o g Bt o] W Changes in care plans that affect care
4. Review of the facility's policy titied "Transfer . L ;
and Discharge Procedure” daied June 2013, P",ol‘:'d;%g}( RCS; _‘1"”" “l;? SZ“”E’;WG"
showed the procedure for discharges included "5. wit ded 5 at daly “Huddle™ as
Physician completed Physician Discharge needed.
Summary that provides a brief summary of the .
course of the resident's stay at the facilily." Monitoring: _ .
F 300 | 483,256 PROVIDE CARE/SERVICES FOR F 30p| A random visual observation audit of
s5=D | HIGREST WELL BEING 10 residents per week will be

conducted by the Director of Nursing
or designee for ninety days to
determine if care planned interventions
for oral care and incontinence are
being followed. Corrective actions will
be taken as needed for based on audit
findings.

The Director of Nursing will track and
trend the results of the adherence to
care plan andits and report findings to
the QAPI committee monthly. The
QAPl 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
contitued monitoring based on
compliance.
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8s=F | DEPENDENT RESIDENTS

A resident who Is unable to carry out activities of
daily living receives the necessary services o
maintain good nutrition, greoming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

POPLAR LIVING CENTER CASPER, WY 82601
0t ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
: F 283: ANTICIPATE DISCHARGE ; -~
F 309 Contlm_led From page 15 F309) prCAP STAY/FINAL STATUS L] 0 lfﬁ
to provide tollsting assistance before and after
meals_. at bedtime and when neoe_ssary. The It is the practice of the facility to
following concerns were Identified: complete @ discharge summary that
a. Continuous observations on 4/28/15 includ irulatio t th
from 12:05 PM until 3:25 PM revealed the judes a recapitulation  of  the
resident’s stay and a final summary of
resident sat in the wheelchair in the lobby after b  dent” the fi ¢
eating lunch. At 3:30 PM, LPN #2 and CNA#4 the e ent’s status at the time o
assisted the resident to the bathroom and discharge.
removed the facal soiled disposable brief. . .
b. Observation of CNA #4 who was Corrective Action:
asslgned the resident's care for the day revealed The facility is unable to correct the
ghe was responding to the care needs of other deficient practice for resident #98 as
residents on 4/28/15 from 12:05 PM uniil 3:30 this is a closed record and resident has
P, Interview with LPN #2 on 4/28/16 at 3:30 PM been discharged since 3/26/15.
revealad the facility did not have a system for
tracking the time toileting assistance was The facility is unable to correct the
provided. She further stated it was difftcult for deficient practice for resident #99 as
staff, other than the person respoensible for the this is a closed record and resident has
resident's cara, to know the time the resident fast been discharged since 12/13/14.
received toileting assistance without some type of
system for tracking this. Identification of Others:
¢. Interview with RN #2 on 4/30/15 at 3 PM An audit of medical records of
revealed staff should follow the care plan and residents discharged since 5/1/15 will
assist the resident to the tollet after meals be completed by Iealth Information
because the resident did not know when s/he Manager or designee to determine if
needed to go to the bathroom. discharge summary / recapitulation of
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312

resident stay was completed. The
discharge summary / recapitulation of
stay will be completed as needed.

Systemic Changes:

Licensed nurse and interdisciplinary
team will be educated by Staff
Development Coordinator or designee
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performing hand hygiene the CNA placed the
tabs alarm on the resident, pushed the liit into the
haliway, moved the resident's wheelchair, placed
the fall mat at the resident's bedsids, and then
washed her hands. Continued observation
showed the {ift was not cleaned and was in the
hallway available for use.

3. Interview with the infection preventionist on
4/30/16 at 10:15 AM revealed her expectation
was the staff should remove their gioves after
performing perineal care, prior to cormpleting
additional cares for the residents.

4. Observation on 4/28/15 at 5:08 PM showed
resident #3 used histher utensils to retrieve lce
from the communal ice pitcher at the dining table.
RN #4 watched this happen, toid the resident "|
could have gotten you ice," but did not replace the
contaminated ice pitcher. Continued obsarvaticn
at 5:35 PM showed the contaminated ice pitcher
was sfill present on the table. At this time CNA#6
sarved food to a resident at the table. Resident
#51 used his/her utensils to retrleve ice from the
same communal ice pitcher. CNA #5 watched the
resident serve him/herself ice, but did not replace
the contaminated ice pitcher, Continued
obsarvation until 5:50 PM showed the
cantaminated ice pitcher remained at the
resident's table, and all four residents served
themselves water and ice from the pitcher.

designee will track and trend the
results of the infection control andiis
and report findings to the QAPI
commiftee monthly. The QAPI
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 DEFICIENCIES {(X1) PROVIDER/SUPPLIER/GLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETER
536024 B. WING 04/30/20156
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
POPLAR LIVING CENTER 4305 & POPLAR
CASPER, WY 82601
O SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORRECTION {5
PREFIX (EACH DEFICIENTY MUST BE PRECEDED BY FULL PREFI {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GCROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Continued From page 30 F 441 The Staff Development Coordinator or

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

Event 1D: 08Y014

Facility ID: WYQ023

If continuation shest Page 31 of 31




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

g
/\,}ts\f PRINTED: 06/14/2015
b FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
536024 B. WING 04/30/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
4305 8 POPLAR

Based on observation, medical record review
and staff and resident interview, the facility failed
to ensure 2 of 17 sample residents (#38, #76)
and 2 non-sample residents (¥58, #80) who were
dependant on staff were provided the necessary
care. The findings were;

1. Review of the 2/24/15 guarterly MDS
assessment showed resident #60 had diagnoses
that included depression and dementia, and
needed extensive assistance with dressing and
bathing, as well as limited assistance with
personal hygiene. Review of the care plan for
ADLs showed it was iast dated on 1/22/16 and
the resident required “assist" with brushing
his/hrer teeth daily. Observation on 4/29/15 at 8:15
PM showed CNA#3 and RN #1 provided bedtime
cares. During this abservation, the staff failed to
offer or assist the resident with performing oral
care.

2. Review of the 1/22/15 quarterly MDS
assessment showed rasident #76 had dlagnoses
that included Alzheimer's dissase and
depressgion, and needed extensive assistance
with dressing and personal hygiene. Review of
the care plan for ADLs showed it was |ast dated
on 3/15/16 and the resident required limited o
extensive assistance from staif to complete
ADLs. The intervantions were for staff to provide
needed supplies, encourage participation in
tasks, and to provide cuslng as needed. These
approaches were shawn to aid in meeting the
gosls of washing face and hands, brushing testh
ahd brushing hair dally, Observation on 4/29/15 at
8:30 PM showed CNA#3 and occupational
therapist #1 provided bedtime cares. During this
observation, the staff failed to offer or assist the
resident with performing oral care.

POPLAR LIVING CENTER CASPER, WY 82601
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F 312 | Gontinued From page 16 £ 3121 On completion of discharge summary

and recapituiation of resident stay upon
discharge.

Pending and actual discharges will be
reviewed daily in morning clinical
meeting and the Health Information
Manager or designec will place needed
discharge paper work, including
discharge summary / recapitulation of
stay in medical record for completion.

Monitoring:

Medical records for discharged
residents will be audited by Heath
Information Manager or designee after
discharge for completion of discharge
summary /recapitulation of stay The
audits will be completed weekly for
ninety days.. Corrective action will be
taken as needed.

The Director of Nursing or designee
will track and trend the results of the
discharge summary audits and report
findings to the QAPI commiitee. The
QAPI  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.
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The facility must ensure that the resident
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{ It
3. Interview with RN #3 on 4/30/16 at 10 AM WELL BEING
verified the expectation was for CNAs fo provide
assistance with oral care In the mornings and It is the . .
. practice of the facility that
before the resident goes to bed at night. each resident receive and the facility
4. Review of the 10/2/44 annual MDS provides the necessary care and
assessment showed resident #38 had diagnoses services to aftain or maintain the
that included dementia and dapression, and highest practicable physical, mental,
needed extensive assistance with dressing, and psychosocial well-being , in
personal hygiene and bathing. Observation on accordance with the comprehensive
42815 at 11:35 AM showed the resident in assessment and plan of care.
his/her wheelchair outside the dining rcom, The
resident had noticeable long whiskers, Corrective Action:
Observation on 4/28/15 at 1 PM, and on 4/30/15 Resident #14°s plan of care for
at 2:35 PM showed the resident continued to incontinence will be reviewed and
have the long whiskers. Interview on 4/30/15 at updated as needed by the Direclor of
2:35 PM with the resident revealed sthe was Nursing or designee. Based on care
concerned about the facial hairs and stated "l'm plan update the RCS assignment sheets
trying to pull them out." will be updated to reflect current
needs. Staff who are routinely
5. Review of the 4/30/15 quarterly MDS agsigned to care for resident #14 will
assessment showed resident #58 had diagnoses be educated on her plan of care for
that included dementia, and required extensive incontinence.
assistance with dressing and personal hygiene.
Observation on 4/30/15 at 12:00 PM showed the Identification of Others:
resident sitting at the dining room table. The An  observation audit will be
residant had noticeable whiskers on her chin and completed by Director of Nursing or
upper lip. Interview with CNA#1 on 4/30/15 at designee o defermine if care plan
2:45 PM revealed that the resident preferred the interventions for inc ontinence meet
whiskers to ba plucked Instead of shaved, She idents current needs and if )
further revealed that it had been “"about a month® residents curren r;e% S anzl ! Ccare plan
since the resident's whiskers had baen shaved, Interventions are foliowed. Corroclive
and that It takes a long time to pluck them out. action will be taken as needed for any
F 323 | 483.25(h) FREE OF ACCIDENT F ag3| Identified concerns.
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environment remaing as free of accident hazards
as is possible; and each resident receives
adeguate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Basged on observation, resident and staff
interview, and medical record review, the facility
failed to ensure adequate supervision for 2
sample residents (#25, #36) and 2 non-sample
residents (#72, #94) identified with behaviors, In
addition, the facility fafled to ensure water
temperatures were at safe levels in random
rooms on 6 of 6 hallways (100 Hallway, 200
Hallway, 300 Hallway, 400 Hallway, 500 Hailway,
600 Hallway). The findings were.

The following concerns were identified with
supervislon of residenis with behaviors:

1. Review of the 3/19/15 admission MDS
assessment showed resident #72 had a brief
Interview for mental status (BIMS) scora of 315,
had diagnoses that included bi-polar and
post-traumatic stress disorder, and needed
extensive assistance with ADLs, Review of the
319115 care plan related to “individual
preferences” showed the resident "thinks [s/he] is
at work and puts on synthetic gloves." The
approaches included "Honor individual cholces
and preferences as able within parameters of
facility and other individuals safety and choices or
preferences.” The resident care plan failed to
address any additional behaviors that may affect

other residents. The following concerns were

POPLAR LIVING CENTER CASPER, WY 82601
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F 323 | Continued From page 18 F 3p3| Systemic Changes:

The Staff Development Coordinator or
designee will educate nursing staff on
following interventions in care plans
for incontinence.

The RCS assignment sheets will be
brought to morning interdisciplinary
meeting, care conferences and weekly
risk management meetings by the
Director of Nursing or desighee and
updated as care plan is updated.
Changes in care plans that affect care
provided by RCS’s will be reviewed
with RCS’s at daily “Huddle” as
needed.

Monitoring:

A random visual observation audit of
10 residents per week will be
conducted by the Director of Nursing
or desipnee for ninety days to
determine if care planned interventions
for incontinence are being followed.
Corrective actions will be faken as
needed for based on audit findings.

The Director of Nursing will track and
trend the resuits of the adherence to
care plan audits and report findings to
the QAPI committee monthly. The
QAP  committee will evaluate
effectiveness of the plan based on
trends identified and implement
additional interventions as needed to
ensure compliance monthly for three
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F 323 | Continued From page 19 F 323 months and then reassess the need for
continmed  monitoring based on
noted: . compliance,
a. Observation on 4/29/16 at 8:45 PM
showed the resident stopped resident #78 in the F 312: ADL CARE PROVIDED

haliway by placing his/her hands on the walker of
resident #72. RN #1 was offering a cup of pills to
resident #78, and resident #72 took the
medications from the nurse and trled to offer
them to the other resident. During this
observation, the nurse did not attempt to verbaily
or physically stop resident #72 from handling the
medications, which dropped on the floor.

b. Interview at the time with the nurse
revealed she allowed the resident to "help”

because sihe was once an employee at the Corrective Action:
facility. Resident #60°s plan of care for ADL’s,
c. Interview with the DON and administrator including oral hygiene will be

on 430/15 at 12:40 PM revealed the resident
attempted to frequently "help” other residents.

2. Review of the 1/29/15 admission MDS
assessment showed resident #25 had a BiMS
score of 9/15, had dlagnoses that included
dementia and depression, and needed moderate
assistance with ADL's. Review of the nursing
notes from February 2015 showed the resident
was invalved In 4 resident to resident altercations.
The nursing notes dated 2/2/15 timed at 6 PM
showed the resident had an altercation with
his/her roommate. Review of the nursing notes
dated 2/4/15 timed at 7:50 PM showed the
resident had ancther allercation with histher
roommate, The nursing notes dated 2/5/15 timed
&t 3:30 PM showed the family was contacted
about the altercation and discovered the resident
was discharged from a differant nursing home
due to previous behaviors, and had stayed ata
specialized facility previously. The nursing notes
dated 2/8/15 timed 3 PM showed the resident had
another altercaiion with hisfher roommate that

{ u}()/
FOR DEPENDENT RESIDENTS /

1t is the practice of the facility that
residents who are unable to carry out
activities of daily living receive the
necessary services to maintain good
nutrition, grooming, and personal and
oral hygiene.

reviewed and updated as needed by the
Director of Nursing or designee.
Based on care plan update the RCS
assignment sheets will be updated to
reflect current needs.  Staff who are
routinely assigned {o care for resident
#60 will be educated on her plan of
care for ADL’s, including oral
hygiene,

Resident #76’s plan of care for ADL’s,
including oral hygiene will be
reviewed and updated as needed by the
Director of Nursing or designee.
Based on care plan update the RCS
assignment sheets wiil be updated to
reflect current needs.  Staff who are
routinely assigned to care for resident
#76 will be educated on her plan of

FORM CMS-2667(02-98) Previous Versions Ohbaolete

Event 10: £6YON

Facillty ID; WY0023

If continization sheet Fage 20 of 31



.DEPARTMENT OF HEALTH AND HUMAN SERVICGES
__CENTERS FOR MEDICARE 8 MEDICAID SERV|CES

%g qﬁ\‘{ PRINTED: 05/14/2015
\ FORM APPROVED

OMB NQ. 0938-0391

STATEMENT OF DEFIGIENCIES (%1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
535024 B. WING 04130/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP GODE
4366 S POPLAR

required staff intervention. The nursing note
dated 2/9/15, untimed, showed the resident was
"afraid someone was coming in to hit
[resident]...and someone was hiding in closet.”
Review of the nursing note dated 2/10/15,
uniimed, showed “Res. was yelling at another
res. the slapped [him/her] on the rt [right] cheek
as res. was frying to pass by in w/c [wheelchair]
and accidentaly [sic] bump res walker." The
following concerns ware noted:

a. Observation on 4/28/15 at 12:10 PM
showaed the resident was in the dining room, and
there were no staff present at that ime. The
resident assisted his/her table mates with pouring
water from a pitchar, At 12:15 PM resident #2858
begean forcing histher table mate (#7) to drink
from a cup of water. Resident #7 was trying to
stop resident #25 from placing the water cup in
his/her face, by batting away resident #25. At
1218 PM Unit Mahager #1 walked into the dining
room and intervensd. Review of the nursing notes
on 4/29/15 showed no evidence of this
altercation.

b. Observation on 4/28115 at 5:01 PM
showed the resident was in the dining room, and
there were no staff present at that time. At 5:02
i resident #94 poured hisfherself watsr from a
pitcher, which spilied onto the table cloth.
Resident #94 was using his/her butter knife to
push the water onto the floor, and resident #26
told him/her to use the napkin. Resident #94 did
not use a napkin, and continued o use the butter
knife to push the water onto the floor. Resldent
#25 stood up and attempted to wrestle the knife
away from resident #94. State survey agency
staff aletted RN #4 who then intervened. Review
of the nursing notes on 4/29/15 showed no
evidence of this altercation,

¢. Interview with the DON and administrator

POPLA G CENTER
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F 323 | Continued From page 20 Faoyl care for ADL’s, including oral

hygiene,

The facial bhair was removed for
resident #58 by nursing staff. Her care
plan has been amended to reflect the
preferred method of facial hair
removal.

The facial hair was removed for
resident #38 by nursing staff.

Identification of Others:

An observation andit of residents will
be completed by Director of Nursing or
designee  to identify any additional
regidents who have unwanted facial
hair or are in need of oral care. For any
residents  identified with unwanted
facial hair or needing oral care the care
plans and task list will be reviewed and
updated as needed to reflect resident
needs. Corrective action will be taken
as needed for any identified concerns.

Systemic Changes:

Staff will be educated by Staff
Development Coordinator or designee
regarding providing assistance with
ADL’s including removing unwanted
facial hair and providing assistance
with oral care in accordance with plan
of care. The education will include
removing unwanted facial hair with
bathing and more often if needed.
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on 4/30/15 at 12:30 PM revealed the resident's
table mates had not besn assessed for their own
safety.

3. Review of the 4/29/15 admission MDS
assessment showed resident #38 had diagnoses
that included Alzheimer's disease, had physical
and verbal hehavioral symptoms directed toward
ofhers {e.g., hitting, kicking, pushing, scratching,
grabbing) 1 to 3 days during the 7 day "look back”
period which put other residents at significant risk
for physical injury, intruded on the privacy of
others, significantly disrupted the living
environment, and needed extensive assistance
with ADLs. Review of the 4/29/15 care plan
showed "Individual Praferences” includad
interventions of "Honor Individual choices and
preferences as able within parameters of facility
and other individuals safety and choices or
preferences.” Reviaw of the nursing notes from
April 2015 showed the resident was involved in
an altercation with another resident. The nursing
note dated 4/23M15 timed 6 PM showed the
resident “was observed in confrontation ¢ [with]
peer, They were grabbing & slapping @ {at] each
other...conts [continues] to get into trash cans &
tear up paper into shreads [sic]." The following
concerns ware noted:

a. Confidential interview with 11 residents on
4729115 at 1 PM showed each was concerned
regarding the behavior of resident #36. One
resident stated s/he was “afraid" of the resident.

b. Interview with resident #22 on 4/28/15 at
8:56 AM and 4/30/15 at 5 PM ravealed resident
#36 comes into his/her roem uninvited and this
makas him/her "uncomfortable." The resident
then stated resident #36 "steals,” and "throws
stuff at me." Resident #22 stated sthe had
reported this to staff, however, the situation

brought to morning imterdisciplinary
meeting, care conferences and weekly
risk management meetings by the
Director of Nursing or designee and
updated as care plan is updated.
Changes in care plans that affect care
provided by RCS’s will be reviewed
with RCS’s at daily *Huddle” as
needed.

Monitoring:

A random visual observation andit of
10 residents per week will be
conducted by the Director of Nursing
or designee for ninety days to
determine if care planned interventions
for oral care and removal of unwanted
facial hair are being followed.
Corrective actions will be taken as
needed for based on audit findings.

The Director of Nursing will track and
trend the results of the adherence to
ADL 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
as mneeded to ensure compliance
monthly for three months and then
reassess the need for continued
monitoring based on compliance,
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continued. According to resident #22, two
unwanted vishs happened on 4/29/15,

c. Interview with CNA#5 on 4/30/15 at 4:50
PM revealed resident #36 had “situations” with
others. The aide further revealed the unwanted
situations happened on a "daily basis" and are
usually a result of the resident's "impatience with
others."

The following concerns weare identified related to
envircnmental safety.

Observation on 4/29/15 from 3:40 PM through
5:15 PM revealad the following water
temperatures which were at an unsafe
temperatures ranging between 116 to 124
degrees Fahrenheit (F):

a. When measured, the sink water
temperature in room #101 was 124 degrees F.

b. The sink water temperature in room #301
was 122 degrees F,

¢. The sink water temperature in room #2080
was 122 degrees F.

d. The sink water temperature in room #309
was 122 degrees F.

a. The sink water temperature In room #1086
was 120 degress F.

f. The sink water temperature in room #206
was 120 degrees F.

g. The sink water temperature in room #212
was 118 degrees F.

h. The sink water temperature in room #410
was 118 degrees .

i. The sink water temperature in room #103
was 118 degrees F.

|- The sink water temperature in room #411
was 116 degrees F.

k. In the secure unit shower room the shower
water temperature was 118 degrees F, the iub

4
HAZARDS/SUPERVISION/DEVIC b [ {dh 2
ES

Corrective Actions:
Resident #72 has been discharged to
home with family.

Resident # 25 has been assigned to a
table with table mafes who have been
assessed to be able to manage their
own safety. Their care plan has been
updated to reflect these changes and
added to their MR.

Resident #36 has been given a number
of items which ho/she can use for
cognitive stimulation to keep he/she
from wandering and intruding on other
resident’s space. Their care plan has
been updated to reflect these changes
and added to their MR.

Rooms # 301, #209, #309, #1035, #2060,
#212, #410, #103, #411, and the
secured unit shower room have had
their water temperature adjusted to
consistently be below 110 degrees F.

Identification of Others:

The Facility Maintenance Director has
checked the temperature of the water in
the facility to ensure they are in
compliance.  Water faucets not in
compliance were made s0
immediately.
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F 323 | Continued From page 23
water temperature was 118 degrees F.

During an interview on 4/29/15 at 5:25 PM with
the maintenance diractor, he confirmed the water
avallable for residents in the facllity had unsafe
temparaiures by using the facility thermometer to
re-test the water previously tested by the
surveyor. He further confirmed the facility falled to
monitor water temperatures for waler avaitable fo
rasidents.

F 334 | 483.25(n) INFLUENZA AND PNEUMOCOCCAL
s8=E | IMMUNIZATIONS

The facllity must develop policies and procedures
that ensure that —

{I) Before offering the influenza Immunization,
each resident, or the resident's legal
representative recelves education regarding the
benefits and potential side effects of the
immunization;

(i) Each resident is offered an influenza
immunization October 1 through March 31
annually, unless the immunization is medically
contraindicated ar the resident has already been
immunized during this time period;

(iii) The resident or the resident's iegal
reprasentative has the opportunity to refuse
immunization; and

{iv) The resident's medical record includes
documentation that indicates, at a minimurm, the
following:

(A} That the resident or resident's legal
representative was provided education regarding
the benefits and potential side eifects of influenza
immunization; and

(B} That the resident either received the
Influenza Immunization or dld not receive the
Influenza immunization due fo medical

F 23| The facility Social Services Director
and/or designee have interviewed
cognitive residents regarding any other
residents whom they may feel unsafe
around or are fearful of No other
residents were mentioned.

Systemic Changes:

Current staff was educated on
techniques i redirection of residents
who can become disruptive or display
E a34; behaviors that affect other residents,

The Facility Maintenance Director has
read the CMS and State of Wyoming
regulations on water temperature
control and the requirements for
regular testing and documentation of
the hot water.

The Facility Maintenance Director will
take a sample of hot water
temperatures weekly for one month
then monthly thereafier per CMS and
facility protocol.

The DON or designee will review the
24 hour report and Incident and
Accident reports for residents who
have displayed disruptive or invasive
behaviors 4 times  per  week,
Immediate interventions and care plan
updates wili be completed when
necessary,

An IDT meeting involving residents
with behaviors will be conducted
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F 334 Continued From page 24 F as4] Weekly to address residents who
) display  disruptive or invasive
contraindications or refusal. behaviors and interventions put in
The facllity must develop polivies and procedures ﬁﬁfﬁﬁ?ﬁe .necessary‘
that ensure that - Tho F li g-M - Di "
(i) Before offering the pneumococcal ¢ Facility Maintenance Director wi
immunization, each resident, or the resident's submit a report on the hot water
1 t|
legal representative receives education regarding temperatures to the monthly Safety
the benefits and potential side effects of the Commitiee with the minutes presented
immunization; to t.he monthly_ QAPI commltFee
(i) Each resident is offered a pneumococcat meeting for review and corrective
immunization, unless the immunization s actions where necessary.
madicaily contraindicated or the resident has .
glready been Immunized, The IDT will present a monthly status
{Ilh The resident or the resident's legal report on behaviors to the monthly
representative has the opportunity to refuse QAPI  committee for review and
mmunization; and corrective actions where necessary,
{iv) The resident's medical record includes P
documentation that indicated, at a minimum, the F 334: INFLUENZA AND “s
following: PNEUMOCOCCAL b\‘d
{A) That the resident or resident's legal IMMUNIZATIONS
representative was provided education regarding
the benefils and pOtehtial side effacts of Corrective Actions:
pneumococeal immunization; and Residents # 35, #42, #61, and #76
(B) That the resident elther received the and/or their legal guardian have been
pneumococcal imrmunization or did not recelve given educational information
the pnemecoceal immunization due to medical regarding  the  influenza  and
contraindication or refusal. pneumococcal immunizations and their
{v) As an alternative, based on an assassment immunization record updated to reflect
and practitioner recommendation, a second whether they received the
pneumococcal immunization may be given after & imnunizations
years following the first pneumococcal )
immunization, untess medically contraindicated or — .
the resident or the resident’s legal representative grc;le“t'fwfat“.m of (C)the"'l' N N
refuses the second immunization. ¢ [Intection Control Nurse —has
reviewed the immunization records for
documentation of education regarding
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Th'ls REQUIREMENT is not met as e\fldenced and whether the immunizations were
by: . administered, Those residents found to
Basqd on medical rec?rd review and staff not have documentation will receive
interview, the facliity failed to implement a system the educational information and have
for enswring influenza and pneumococeal heir i Lo d undated and
immunizations were offerad or provided for 4 of 5 their immunization record updated an
sample residents (#35, #42, #61, #76) selected added to their MR.
for comprehensive revisw. The findings were: .
Systemic Changes:
1. Review of the medical record and October The Infection Control Nurse has read
2014 to March 2015 medication administration the CMS regulations regarding
records for residents #35, #42, #61, #76 reveaied Influenza and Pnenmococcal
no evidence the residents or resident's legal immunizations requirements including
representative was provided education regarding documentation and education.
the benefits and potential side effects of
pneumococcal immunization; and that the The Infection Control Nurse or
residents either received the pneumococcal designee  will maintain  annual
immunization or did not receive the immunization records per CMS and
prheumogoccal Immunization due to medical facility policy and update the resident’s
contraindication or refusal. Review of the two MR where necessary to reflect their
most cwrrent MDS assessments for the four immunizations.
residents showed the immunization section was
markeql but it was unclear whether the The Iunfection Conirol Nurse or
imraunizations were administered and/or when designee will review newly admitted
this occurred. residents for tecord of pneumococeal
. . and influenza immunizations.
2. According to the policy a_nd procedures for Residents without an updated record
Resldent Care Polices, revised 2012, staff should will be corrected by the Infection
docurpent the admir)isn:ation of the vaccine, Control Nurse or Designee fo
including Injection site, in the medical record or accurately reflect their immunization
staffivolunteer immunization record. history
3. Interview with the Infection Control Nurse on o
4i30/15 at 10:45 AM revealed the facllity did not Monitoring: . ,
have a system for monitoring which residents The Director of Nursing or designee
recelved immunizations and for ensuring will audit 3 newly admitted resident
education was provided. She furiher stated due to charts per week for one month then 3
the lack of documentation about residents who
did or did not receive the immunizations; she was
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F 334 | Continued From page 26 . F 334 updated and accurate immunization
unsure which of the current residents, including record. and documentation of education
residents #35, #42, #61, and #76 were provided regarding Influenza and/or
immunizations and the required education. Preumococcal  vaccinations  when
F 368 | 483.35(f) FREQUENCY OF MEALS/SNACKSAT | F368| . icarie  Those charts that are mot
s8s=k | BEDTIME

Each resident receives and the facility provides at
least three meals daily, at regular times
comparable to normal mealtimes in the
community,

There must be ho more than 14 hours between a
substantial evening meal and breakfast the
following day, except as provided below.

The facllity rmust offer snacks at bediime daily.

When a nourishing snack is provided at baedtime,
up to 18 hours may elapse between a substantial
evening meal and breakfast the following day if a
resident group agrees to this meal span, and a
nourishing snack is sefved.

This REQUIREMENT is not met as evidenced
by:

Based on observation and resident and staff
interview, the facility falled to ensure the residents
were offered a bedtime snack daily. The facility
census was 96. The findings were;

1. Confidential interview with 11 residents on
4129715 at 1 PM revealed bedtime snacks were
not always offered to residents.

2, Observation on 4/29/15 from 8:05 PM to 9 PM
ravealed 8 residents were in the common

compliant will be corrected timely.
The results of the audits will be
presentod to the monthly Infection
Control Meeting and the minutes
presented to the monthly QAPI
commitice meeting for review and
corrective actions where necessary.

F 368 FREQUENCY
MEALS/SNACKS AT BEDTIME

OF

[a,w“{

It is the practice of the facility that
each resident receives and the facility
provides at least three meals daily, at
regular times comparable to normat
mealtimes in the community and to
offer a snack at bedtime daily,

Corrective Action:
No residents were identifiod.

Identification of Others:

All facility residents have the potential
to be affected by not offering HS
snacks.

Systemic Changes:
Nursing and dietary staff will be
educated by Staff Development
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{3) Maintains a record of incidents and correclive
actions related to infections.

{b) Preventing Spread of infection

{1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident,

(2) The facility must prohibit empioyees with a
communicable disease or infected skin lesions
from direct contact with residents or thelr food, if
direct contact will iransmit the diseass.

{3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepied
professional practice,

(¢) Linens

Personnel must handle, store, process and
transport lnens so as ta prevent the spread of
infection.

This REQUIREMENT s hot met as evidenced
by:

Based on observationh and staff intarview, the
facility failed to ensure an infection control
program that malntadned a sanitary environment
in regards to shared food and perineal care, for 1
mealtime cbservatlon and 2 of 3 parineal care
ohservations, which affected residents #3, #51,
#60, and #76. The findings wers;

1. Review of the 1/22/15 quarterly MDS
assessment showed resident #60 had diagnoses
that included Alzheimer's disease, and needed
exiensive assistance with dressing, personal

hygiene, and toileting. The following concerns
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F 441 | Continued From page 28 F 441 comfortable environment and to help

ptevent the  development  and
transmission of disease and infection.

Corrective Action:

Resident # 60°s room, equipment, call
bed have been cleaned, bed linen
changed since the observation by
surveyor on 4/29/15. Education with
return demonstration was completed
with the employees involved.

Resident # 76’s room, equipment, call
bed have been cleaned, bed linen
changed since the observation by
surveyor on 4/29/15. Education with
return demonstration was completed
with the employees involved.

Water pitchers were removed from afl
dining room tables on 4/28/15 and
washed,

Kdentification of Others:

All residents in the dining rooms have
the potential to be affected by water
pitcher cross contamination.

Skills checks for hand washing, glove
nse, cross contamination with perineal
care will be completed with nursing
staff to identify any concerns.
Cormrective action will be taken as
needed,
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were noted:

Observation on 4/29/15 at 8:12 PM showad RN
#1 and CNA#3 assisted the resident to bad,
During this obsearvation, CNA #3 perforred
perineal care with gloved hands, placed the new
brief on the resident, and then used soiled gloves
to assist the resident by lowering him/her to the
bed with the use of the sit-to-stand Hit. Sha
touched the sling and the lift, and then folched
the resident's hair and face, and raised the
badding for the resident. The CNA placed the
resident's fall mat at the bedskde, lowared the
bed, placed the tabs alarm on the resident's
clothing and bed, placed the call light in reach,
and then washed her hands, During this
observation the lift was not cleaned,. The CNA
then pushed the sit-to-stand lift into the hallway,
Cantinued obsarvation until 8:30 PM showed the
lift was not cleaned before use with resident #78.

2. Review of the 2/24/15 quarterly MDS
assessment showed resident #76 needed
exlensive assistance with dressing and toileting.
The foliowing concerns were noted:

QObservation on 4/28/15 at 8:30 PM showed CNA
#3 and occupational therapist #1 assisted the
resident to bed. During this observation CNA #3
petformed perineal care with gloved hands, then
used a dispesable wipe to remove bowel
movement fiom her gloves, did not remove her
gloves, and then used the soiled gloves to assist
the resident to bed. She placed a new brief on the
resident, touched the resident, used the
sit-to-stand Hft controls to iower the resident to the
bed, removed the sling and the leg strap, touched
the resident's hand, placed the badding on the
resident, and then removed her gloves. Without
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F 441 | Continued From page 29 F441| Systemic Changes:

The Staft Development Coordinator or
designee will educate pursing staff on
infection  prevention  precautions,
including when fo wash hands,
gloving, and cross contamination,
New employees will be educated
during orientation period and validated
with skills observation.

New water pitchers, which have lids
have been purchased by the Dietary
Manager for dining room tables,

Monitoring:

The Staff Development Coordinator or
designee will complete random audit 3
times weekly for one month and then
weekly for two months of residents
receiving perineal care. The audit will
include visual observation of staff
performance of care, including hand
washing, gloving and  cross
contamination. Corrective actions will
be taken as needed for any identified
concerns.

The Dietary Manager or designee will
complete a random audit 3 times
weekly for 1 month and then weekly
thereafter for two months of sanitation
practices related to ice water on dining
room tables. Corrective action will be
taken for any identified concerns.
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