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F 000 | INITIAL COMMENTS FOO0 Preperation and exceution of this response and plan October 2, 0

of cosrection does not constitute an admission or
. agrecment by the provider of the Gruth of the facts
| alleged or conclusions set forth in the statement of
deficiencies. The plan of correction is prepared

A complaint survey was conducted by Healthcare
Licensing and Surveys from 8/26/15 to 8/27/15,

The survey was prompled by complsint intakes and/or executed solely because the provisions of
WY(00002020, WY00002071 and WYO0002084, l federal and state law require it, For the purposes of
any allegation that the facility is not in substantial
The following common abbreviations are used compliance with federal requirements of
thwoughout this document; participation, this response and plan of correction
constitutes the facility's allegation of compliance in
CNA: Certified Nurse Aide , accordance with section 7305 of the state
DON: Diractor of Nursing operations manual.
RN: Registered Nurse
| CORRECTIVE ACTION:
Less commonly used abbraviations will be Resident #30 has been retracted,
annotated In each deficiency. Resident #69 letter has been revised.
F 203 | 483.12(a){4)-(6) NOTICE REQUIREMENTS Fa03 .
g5 | BEFORE TRANSFER/DISCHARGE IDENTIFICATION:

Residents that currently reside at Laramie Care

idered to be at r
Before & facllity transfers or discharges a Center are considered to be at risk

!'esident. the fagility mugt notify the rasldentangl. SYSTEMIC CHANGES
if known, @ family member or legal representative The facility will ensure that al! required
of the resident of the transfer or discharge and information is included when providing a resident a
the reasons for ihe move in writing and In a notice of discharge, specifically the Discharpe
language and manner they understand; record location and the Right to appeal to the State. The
the reasons in the resident's olinical recard; and facility will also ensure that the 30 day notice is
include in the notice the items described In appropriately dated to allow 30 days for the
paragraph (2)(8) of this saction. discharge. The template milized to formulate the 30
. day notice letter has been amended so thet it
specified i includes discharge location and informs the
(Ea,;‘;:fﬂth?: s;c'eti:lin, ﬂ'l: mgrgr mg([?rq?fand (@ resident/residents legal avthority of his/er right to
. appeal to the State. On or prior 1o the allegation of
e ey Do 4 s gt he A s s
oty sfertged Busingss Office Staff and Social Service Staff on
di }{:ﬁa ed n er accurate and thorough completion of the 30 day
scharged. notice of dischasge and ensuring the notice of
discharge is dated appropriately to give the entire
Notice may be made as soon as practicable 30 day. A sign in sheet wili be btilized and Social .
before transfer or discharge when the health of Sesvice or Business office staff unable to attend
Individusls in the facility would be endangered will be provided with ;1 education.

LABORATQRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ‘o
_'-,ﬂmbm S hated o ADMWISHZT DY 18 15

Any deficiency statement ending with an aslasisk (*) denpies a deficiancy which ihe institution may be excusad from correcting providing It is dstennined Lhat
other saleguards provide sufiicient protection lc the patients. (Ses Insiucliona) Except for nursing homas, the findings umg gbm :?a disclosable 20 days
fallowing the date of survay whether or not a plan of corection Is provided. For nursing homes, the sbove findings and plana of correction are discioaabie 14
days grihe-dalerthese documentyaremateavalisble io the faclity. f deficlancias am cited, an approved plan of correction I8 raquisia to cantinued
Progiam participatios - S IV ED

T DR R TE R

Flad A ety

CMS-2587(02°09) P ; bsclats Even! ID:NPaZ11 Facility ID: Wyoooe ¥ conlinuation sheal Paga 1ofB

SEP 18 2015 \
ul S
gve/ al s

Hedithcas Liconsing

}
|
2
]
and Surveys !




~DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/11/2018
Fo'?g APPROVED

under (a){2)(iv) of this section; the resident’s
heatth improves sufficiently to allow a more
immediate ranafer or discharge, under paragraph
(a){2){(i} of this section; an immediate transfer or
discharge Is required by the resident's urgent
medical naeds, under paragraph {a}{2)(ii) of this
section; or a resident has not resided In the
faciiity for 30 days.

The written notice specified In paragraph (a)(4) of
this section must include the reason for transfer
or discharge; the effective date of transfer or
discharge; tha location to which the resident is
transferred or discharged; a statement that the
resident has the right to appeal the action ta the
State; the name, addease and felephone number
of the State long term cers ombudsman; for
nursing facifity residents with devalopmental
disabilities, the malling address and telephone
numbar of the agency responsible for the
protsction and advocacy of developmentally
disabled Individuals established under Part C of
the Devalopmerital Disabliities Assistance and Bill
of Rights Act; and for nursing facllity residents
wha are mentally i, the mailing address and
telephone number of the agency responsible for
the protection and advocacy of mentally il
individuals established under the Proteclion and
Advocacy for Mentally ill Individuals Act.

This REQUIREMENT is not met as evidenced

Based cn incident report review and staff
interviaw, the facility falled to include efl required
information In a notice of discharge for 2 of 2
sample residants (#30, #68) who recelved
discharge nolices. [n addition, the facility failed 1o
allow at least 30 days from the initiation of a
discharge nolice to the date of discharge for 1 of
2 residents (#69) who recelved discharge notices.

ENT OF DEFICIENCIEE 1)} PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . (EACH CORRECTIVE ACTION 84OULT BE
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DEFICIENCY)
MONITORING “Getobar? 2015
F 208 | Gontinued From page 1 F 203 The NHA/Designee will reviewall 30day  CCr00C! 2

discharge notices to ensure all required information
is include and the appropriate 30 days is given. Any
issues identified will be corrected at that time and
then tracked to be presented by the NHA/Designee
in QA&A monthly for 3 months then quarterly and
pen to ensure plan was implemented, is sustained,
and evaluated for its effectiveness
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F 203 | Continued From page 2 Fao3|  Somestive Action; a5 B
The findings ere: " The staff members responsible October 2, 2015
X for not reporting the resident to
resident abuse altercati
1. Review of a nolica of discharge dated 8/17/16 related to resident #67 rxz:e been
and sent from the facliity to the power of attorney reeducated on ensuring that
for resident #30 and the State survey agency Resident to Resident altercations
showed the notice failed to Include the discharge are reported and investigated and
location, In addition, the notice did not Include the the results of all investigations
right to appeal 1o the Stats. The letier incarrectly are reported to officials in
staled the appeal was to the ombudsman. ;f:&f:i:'::o‘:’l:‘:::f Law ) I
L survey an
2, Review of a notice of discharge dated 8/14/115 _t;_ehmgt:;rﬂon agbency_
and sent from the faclilty to resident #68 and the Mool e‘;""sl"i’:s""e
State survey agency showed the notice failed to e
include the discharge Iocation, In addition, the related to resident #7] have been
discharge. The discharge date was 9/8/16 (24 Resident to Resident altcreations
days). In addition, the notice did not include the are reporicd and investigated and
right to appeal fo the State. The lefter incorrectly the results of all investigations
stated the appeal was to the ombudsman., - arc reported to officials in
accordance with State Law
3. Interview with the administrator on 8/27/45 at including to the State survey and
9:30 AM confirmed the discharge notices for cartification agency.
rasidents #30 and #89 failed o contain the The staff members responsible
dischargs location. In addition, she confirmed the for not reporting the resjdent to
timeframe for discharge regarding resident #59 resident abuse altercations
was not the required 30 days. Further Interview related to resident #65 have beea
with the administralor on 8/10/15 at 3:25 PM reeducated on ensuring that
verified the contact information for the State Resident to Resident altercations
survey agency was listed on both letiers, but not :‘ m?:d ;“j;.”"”".ﬂ“?d and
gwt the resident had the right to appeal to the e :P’;‘m;w SR
tata. -
accordance with State Law
FB 5512:: ;133 13_(19&0}{“[). (c}2) - (4) F225]  including to the State survey and
NVES cestificati A
ALLEGATIONSIINDIVIDUALS Frieson seeney
Resident to resident altercation
The faclity must not employ individuals who have involving resident #67 will be
been found guilty of abusing, neglecting, or officially reported to state
-mistreating residents by a courl of law; or have -.agency and investigation wil) be
_ documented.
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PREFD {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8HOULO BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TG CAOSS-REFERENCED TO THE APPROPRIATE DATE
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—_— "
Regident to resident altcrcation Oc
F 225 | Continued From page 3 F225|  involving resident #65 will be October 2, 2015
had a finding entered into the State nurse aide officially reported to state
registry concerning abuse, neglect, mistreatment ! agency and investigation will be
of residents or mizappropriation of thelr property; .documcnted. 0 _
and report any knowledge it has of actions by a Resident to resident altercation
court of law against an emplayee, which would involving resident #71 will be
indicats unfitness for service as a nurse aide 6r officially reported to state
other facility siaff to the State nurse aide registry agency end investigation will be
or ficensing authorities. decumented
The facliity must ensure that all alleged violstions .
involving mistreatmant, neglect, or abusa, {::;}ggf;‘iﬁzé reside at facili
including injurles of unknown source and are at potential risk. On o ﬂ:’:,
misappropriation of resident property are reported to the allegation of'compuiu
immediately to the administrator of the facility and the DON/Designee reviewed the
fo other officials in accondance with State law last 30 days of
through esteblished procedures (including to the incidents/accidents to identify if
State survey and cartification agency). there were other Resident to
Resident Altercations that may
The facility must have evidence that all allaged not have been investigated and/
violations are thoroughly invastigated, and must or reported. There have been no
pravent further potential abuse while the further allcgations of abusc that
Investigation is in progress, were not reported.
The results of all investigations must be reported Systemic changes:
to the administrator or his designated B"f‘“““;g September 15t 2015
representative and to other officials In accordanca i ik ‘I‘.‘“" the
wilh State law (including to the State survey and Stafremplo ::’;'IPL“““;“
certification agency) within § working days of the Health Care bave beee 10"
incident, end if the alleged violation is verified serviced regarding the timely
appropriate corrective action must be taken. and accurste reporting of all .
abuse allegations to the IDT
including Resident to Resident
Altercations, Residents, families
This REQUIREMENT [g not met as evidenced and staff will be able to repont | -
by: concerns, incidents and |
Based on review of incident Informatlon and staff grievances without fear of |
interview, the facillty falled to ensure 3 of 3 retribution. Facility supervisors
resident fo resident abuse allegations were will immediately correct and
Investigated and reported lo the State survey intervene in reported or :
FORM CMS.2507(02-98) Previous Vemions Obsolels Evend 10:NPBZ1Y FociiRy 10: WY0008 If continuation sheel Page 4 of B
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= Sa%0s A wha QB/2712015
NAME OF PROVIDER OR SUPPLIER STREET ADGREES, GITY, STATE, 2P CODE D
LARAMIE CARE CENTER ke e
LARAMIE, WY 62070 !
o) 10 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR L8G IDENTIFYING INFORMATION) P?Eam cm“%%’léé?;“&é‘ic"g".fﬂﬁé‘ m%wm -l
- DEFICIENCY)
: jdentified situations i Which 2
F 225/ Gontinued From page 4 F 225 abuse, neglect or October 2, 2015
agency. The findings were: misappropriation of resident
property is at tisk for ocowrring
Review of the Incident and accident tracking including conducting an
information showed 3 cases of resident to investigation of an alleged '
racldent altercations: sbuse/neglect, misappropriation
of resident property _u.nd -
1. On 8M15/15 resident #87 went into the room of reporting 10 appropriate agericies
resident #25 and hit him/her in the face. % ?ﬁ:ﬁ&?ﬁ;ﬁﬂ;
it resi interviews of other residents as
mldsérzms resident #87 hit resident #71 in the woll s staff mem;im. Thle
) facility will investigate al
3. On §/13/15 resident #71 went into the room of
resident #86 and hit him/her on the head, Bttt
additionally on this date, resident #71 went into parterns, trends or incidents that
the room of resident #65 and slapped him/her in suggest the possible presence of
the face. abuse, neglect to include
Resident to Resident
4. Interview with the DON on 8/27/15 at 3:33 PM Aleercations, identified through
verified she was unable to iocate investigations analysis conducted by the,
related to these incidents. She also verified the Quality Assusnceand
Incidents were not reported to the Stale survey Aasesoment C““:f“é:;':r‘““‘
agency, intervention, rep j or;
policy/procedure modification
"3 oo oaL sveTaw- L I e
In the absence of the DON the
administrator will conduct
The nurses' station must be equipped 1o receive jrivestigations which fall ynder
resident calls through & communication system criteriz for resident abuse’and
from resident rooms; and tollet and bathing will ensure that investigations
facilities. are reported accurately an
timely. :
in the absence of the DON and
This REQUIREMENT Is not met as evidenced administrator the ADON will "
by. conduct investigations which
Basad on observation, staff interview, call light under criteria for resident abuse
activity reports, and review of manufacturer’s GRS
inslructions for use, the faclllty failed to ensure Investigations are reported
the call light system was operated per : LU 2
FORM CHS-2687{02-98) Pravious Varslans Obsolele Evant ID:NP8211 Faclity 10: WYg008
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%4) 1D SUMMARY STATEMENT OF DEFICIENGIES 1B PROVIOER'S PLAN OF CORREGTION (xa)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TaG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCT)
F 225{ Continued From page 3 F 225
had a finding entered into the State nurse alde
registry conceming sbuse, neglect, mistreatment
of residents or mlsappropﬂ;lion of thelr properly; = = = = =
and repori any knowledge it has of actions by a Monitoring; o October 2, 2015
court of law against an employee, which would : The nurse manzgement team will er
indlcate unfitness for service as a nurse aide or monitor effectiveness °ffdt}:e 2
other feciiity sisff io the State nurse aide registry system through review ' 918 2
or licensing authorities. hour ﬁ"“ n _ﬂ“;}g;“;g
Up MeetnE, S
Tha tacility must ensure that all alleged violations 'Zﬁ;ﬂfﬁgxﬁn ;f,"’
invalving mistreatment, neglect, or abuse, fndicme'me presence of possible
including injuries of unknown source and abusc. The DON/Designee will
misappropriation of resident property are reported review incident/accident reports
immediaiely to the administrator of tha facility and and grievances monthly for tiree
to olher officials in accordance with State jaw meonths then quarterly thereafier
through established procedures (including to the 10 ensure any incident/griévance
Stale survey and certification agency). that may indicate abuse has been
investigated and apprepriately
The facility must have evidence that all alleged reported if Indicated. Issucs
violations are thoroughly investigated, and must identified will be presented by
prevent further potential abuse whila the the DON/Designee to the,
investigation Is in progress, ‘l“aug é“:lfy“;x‘:gﬁm
ensu ]
. . i ted, sustained and
The results of all investigations must be reported implemeated, 5 ey
to the admltli'llslrator or his designated evaluaiad for its effoctiveness.
representative and to other officials in accordance iance: Octob
with Siate law (including o the State survey and Dale of Compliance: Quiober
certification agency) within 5 working days of the
incident, and if the alleged violation Is verifiad
appropriate cormeclive action must be takan.
This REQUIREMENT is not mat as evidencad
Based on review of incident information and ataff
interview, the facility falled to ensure 3 of 3
resident {o resident abuse allegations were
investigated and reporied to the State survey '
FORM CM3.2887(02:99) Pravious Versions Obsolote Event (D; NFEZY1 Facllity 10: WY0008
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(ﬁq#n SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION xs5)
BREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG cnoss-mneggﬂzmo c'rgemamme nate
F 2256 | Continued From page 4 F 226 Fa63 T - i ..
agency. The findings were: Preparation and execution of this October 2, 2015
' response and plan of correction
Review of the Incldent and accident tracking docs not constitute an admission
information showed 3 cases of resident lo or agrecment by the provider of
resident alisrcations: the truth of the facts alleged or
conclusions set forth in the |
1. On 8M5/15 resident #57 want into the room of statement of deficiencics. The,
resident #25 and hit him/her in the face. plan of correction is preparcd |
and/or executed solely becavse it
) is required by the provisions
:ﬁc?tll:d BGI?OHS resident #67 hit resident #71 in the federal and stae lew, for the | i
) purpose of any allegation that |
3. On 51315 resident #71 went Into the roam of f,‘;‘:,f;ﬂf{,‘f,?&‘f‘ﬂdﬁ‘;f““““[
resident #66 and hil him/her on the head, requirements of participation.
additionatly on this date, resident 271 went into This response and plan of
the room of resident #65 and slapped him/her in cosrection constitutes the facillty
the face. allegation of compliance in
accordance with42 CFR & |
4. Interview with the DON on 8/27/15 at 3:33 PM 488.18 and section 7317a of the
verified she was unable to locate investigations state operations manual.
related to these incidents, She also verified the
Incidents were not reported to the State survey CORRECTIVE ACTION
agancy. . Ne 5p.cciﬁ? Residents
F 483 | 483.70(f) RESIDENT CALL SYSTEM - F463 ware identified. On .
$8=F | ROOMSITOILET/BATH August 27, 2015 staff
were given pagers 10
The nurses' station must be equipped to receive :h;,:;‘l::,iff ;sifh’tﬁ:m
resident calls through a communication system user manual 1o allow
from resident rooms; and toilet and bathing staff to hear as well hs
facilies. visualize when call |
light are on, and the|
time was adjusted tq
This REQUIREMENT is not met as evidenced ensure the system was
by: exhibiting the correct
Based on observation, etaff inferview, call light time, .
activity reports, and review of manufacturer's
instruclions for use, the facillty failed io ensure f
the call light system was operated per |
FORM CM3-2587(02.99) Prrvitus Varslana Disolete Evant I0; NPAZ1Y Facillty 10: WYDD03 i contbnuation shest Page 5of 8
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DEFICEENCY)
"2 'OnScptember 187
F 463 | Continued From page 5 F 463 hand held radios Were Lt ——
manufacturers instructions and regulatory ordered, upon hand Ogtober 2, 2015
requirements. The findings were: held radios arrival the
charge nurse at each
1. Obsarvation during the survey timatrame from station will carry 2
8/26/15 &t 10 AM thraugh 8/27/15 at 4:30 PM peger and usc harfd
showed the facillty call light system ciid not ?l:h{:r;d i ';’ “f;;“-f’;
produce a sound when residents pushed thelr call ety “ghis
button, The system head a visual board that on !
displayed the room number when a resident . ' !
called. DENTIFICATION: - |
3. All residents have the
2. Raview of the 8/22/15 to 8/26/15 Device potential to be at fisk.
Activily Report showed tha following prolonged ! |
periads beiwesn the call light activation and ISYSTEMC CHANGES |
deactivation limas:
8. Review of the call Eght report for Saturday 4. The facility will i-sura
8/22/15 showed room #254 (bed not Indicated) that measures and/or
showad the light wes not answered/deactivated systemic changes put
for 160 minutes from B:44 AM to 11:24 AM. into place will include
b, The call light was on for reom #250 on but not be limited to
8/22115 for 43 minutes and 10 saconds from providing a safe,
10:19 AM through 11:50 AM, and 35 minutes and m———
46 seconds which ended at 11:50 AM. In addition, functional and
on 8/25/15 the call light was on for 87 minutes comfortable
and 38 seconds from 1:08 PM through 2:44 PM, environment for |
and 43 minutes and 58 seconds from $:35 AM residents, staff and the
through 10:19 AM., public including the -
c. The call light was on for room #335 on administrator or His
8/23/15 for 28 minutes and 45 seconds from © designee will |
PM to £:30 PM, on 8/26/15 for 31 minutes and 58 providing in-:ﬂ'?#
seconds from 6:19 AM through 8:51 AM, and on ““““"".f}“ raming
BI26/15 for 36 minutes and 9 seconds from 11:09 o D
AM through 11:45 AM. regarding the |
d. On 8/22/15 tha call light was activated In :nga;m:oe of edsuring
room #257 & 10:52 AM and remained on untll anpcul lights are
11:30 AM (37 minules and 44 seconds), On properly functiohing,
8/23/15 the same call light was activated at 10:17 specifically thatithe
AM and remained on until 11:17 AM (70 minutes). right time is evident
e. On B/f23/15 the call light was activated in _ when review the Call
FORM CMS-2567(02-29) Previous Vensions Obsolsie Event ID:NPEZH Paclly 10 WYQo08 Hf conlinualion sheet Page &of 8
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING !.;
3 835043 : - 08/27/2015
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CORE'
LARAMIE CARE CENTER ﬁ:&:}:;v 82070 :
|
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORREGTION s
PREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FULL - {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULAYORY OR LEG IDENTIFYING INFORMATION) CROS$-REFERENCED TO meappgaomm | oae
=TT ot system eportS, ———mme =
F 483 | Continued From page _ F 463 and that the nurse at Ocjober 2, 2015
room #2568 &t 9:34 AM and was not deactivated each station has &
until 40 minutes later at 10:14 AM, The same call pager and cach CNL.A
light wes activated tater the same day for 41 has & hend held radio.
minutes and 58 seconds from 2:05 PM to 2:48 °f“°"’°€°'° e
PM. On 8/28/45 this call Bght was again activated %é;“,gh?m 'he-“
and remained on from 11:04 AM to 11:4% AM (41 meduutcjdg::;mat
minutes). the nurse o: cach
f. Tha call light was on for raom #2330 on station will carry a
B/26/15 for 27 tninutes and 22 seconds. pager and the CN.A,
g. Obsetvation on 8/26/15 at 10:15 AM will be notificd of calt
showed 12 room numbers were scrolling across lights vie hand held
the display lo have a call answered. One of the radio and they shouid
room numbers at that time was 114 bed A respond to audible
Review of the call light report for 8/26/15 showed notification as well as
the call was answered 30 minutes after { was visual notification. On
initiated. The report showed from 11:04 AM to or before the date of
11:35 AM. Observation on 8/27/15 with the DON compliance, the
and the administrator verified the clock on the call NHA/designee will in-
tight system computer showed the time as 1 hour SEIVIcE mECisnies
later than the actual time. f:ﬁf:gn“"‘"ge‘::
ce o ng
{ 3. Interview with the maintenance director on the call light system is
8/27/15 at 1:45 PM showed the call light system pﬂﬁﬂly flu"?twnmg
also included pagers, but he acknowiedged the o luﬂlul: zuh ot
pag:rs gl;l gol app%ar o be In use, He further PrOperty SRcEaning,
confirm e sound on the cell light system was
turned down and he could not hegr itf{hsough MONTTORING
some staff with "better hearing” could hear the 5. The DON/Designee
system If beside the auditory portion, Interview will print cali light
with CNA#1 on B/27/15 at 2:06 PM conflrmed reports each business
staif do not use pagers ar rely on sound, but to report in the am
instead responded to the visual portion of that stand up meeting on
system thet displayed the coom number of the the average call light
activated call light. Interview with the DON on responsc time and any
8127115 at 2:20 PM confirmed the facility had concerns, Issues
pagars for the call light system, but did not ideptified rogarding
routinely utifize them. She further confirmed she the system and/ or staff
was unaware that sound or pagers were required ability to sudibly hear
for the call fight system. the Jights will be
-t rrp—— corrected as identified
FrIoRs Vartions Clessige EveniO;NREEN  Faelily 1D; WYG306 # Cormmwation shest Page 7 of 8
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PREFIX (EACH DEFICIENCY MUET BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULDBE | COMPLETION
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F 483 Continued From page 7 F 463 —_—
and trended to be ——L-——" T
4. Review of the manufacturer's Instructions for rported MOARA - Ocpber, 2015
use concerning the Arisl Wireless Egl'q,gﬁb? o 1o
Communication System (the system used by the R lms?,
facillty as thelr call light system) showed the plemented
foltowing for “How the Arial wireless sustained, and
communication system works": "The residents evaluated for its
push the button on a fixed (wall) or portable effectiveness, The
(pendant) call device to nltiate a call. The maintenance
receiver that Is connected to the Arial CMS, or supervisor or designes
repeater that I8 located within the coverage area will monitor
then receives the signal. Once the signal reaches compliance via the
the Arlal CMS, 1t is processed and a visual cue facility's preveative
and audible tone ara generated. if the paging maintenance program
syslem is being usad, staff members carrying the monthly ensuring call
pagers are automalically notified of the call, lights are tested to
without having to ratum to the Arial CMS." The ensure proper
basic Arial communication system includes: functioning ldentifying
*Central Monitoring Station: The Aris! Central I -
Monitoring Station (CMS) recelves, processes, e i
displays and announces alarms from fixed and s:bmmedpm the
portable devices. Centrally located at the nurses Quelity
station or business office, the Arial CMS records Improvement/Quality
staff response time, enables customized staff Management
paging, and stores important resident information. Committee. The
Alarms and calls ere easlly visible on the monitor factlity Quality
screen, and are announce audibly to atract staff Assurance Program
altention, Each call is repeated until staff under the guidance of
rasponds, with the response time noled.” the Administrator will
review the report, and
if necessary, will direct
an improvement plen.
ALLEGATION OF
COMPLIANCE
6. October 2™ 2015:

FORM CM5-2567(02-05) Pravious Veerrions Obaalete

Event ID:NPB21Y

Facllity ID: WYQ008
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