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1. The facility will ensure that| a
A recertification survey was conducted by comprehensive care plan will lbe
Healthcare Licensing and Surveys at Douglas developed within 7 days after the
Care Center on 10/5/15 - 10/8/15. completion of the comprehensive
assessinents.
oot e A Hobreuiatons s Lséd . Resident #4 will be repasitiorled
every two hours and/or PRN while
CNA- Cerlified Nurse Aide sitting in Geri chair.
3%2‘ Dl n"’d"’l °g:g’;’3 & All residents that are at risk for
RD-  Registered Dietitian pressure ulcers will be identified Via
F 280 | 483.20(d)(3), 483.10(Kk)(2) RIGHT TO F2g8o| the Braden scale that is done quarterly
$s=E | PARTICIPATE PLANNING CARE-REVISE CP or at a significant change. Those
residents that are at high risk will jbe
;h;:::dt::: glell:\eenﬂgndshei.hulnmlessmﬁudged put on a two hour reposition pro
incapacitated under the laws of the State, to and will be care planned as such.
participate in planning care and treatment or b. Al staff will be educated at an 'al
changes in care and kreatment. nursing department meeting that will
i d CNA’'s on the
A comprehensive care plan must be developed include, nurses an I
within 7 days aftes the completion of the different types of repositioning
;:omprahenslve assassl;‘n:?t; ;f:g:rtl;‘d b{ta:d , according to where resident is (b¢d,
nterdisciplinary team, that inciu e altending : hai -
physician, a registerad nurse with responsiblity Gegﬁ%“’u‘: ct, T eltl‘:at )artic ar
for the resident, and other approprizie staff In =3 S B oL
discipiines as determined by the resident's needs, shift have been counseled accordingly.
and, {o the extent practicable, the participation of
the resident, the reskient's family or the resident's
legal representative; and perlodically reviewed
and revised by a team of qualified persons after
each assessment.
This REQUIREMENT is not met as evidenced
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F 280 Continued From page 1 Fzepl 2. Resident #3 will have his ‘air
by: mattress care planned as well [as
Based on observation, medical racord review, refusals of cushion for wheel chair,
ggti;ﬂs;vlﬂw. and I'Wi;w of dbll:fds. lhﬂpd e There will also be a care plan dnd
failed to ensure the cara plan was upda : . : :
for 4 of 12 sample resklents (3, #4, #44, #45), interventions put in place for his
Tha ﬁndngs wera; bo‘”i]l]ﬂmntu:jeﬂce. ) 3 .
a. residents who have |air

' 1. Review of the 11/9/14 significant change and mattress(s) and wheel chair 4nd
the &/12/15 quarterly MOS assessments showed : . :
resident #4 was at risk for pressure uicers and recliner C“SE‘:“S will ha"‘i ‘;f’" plans
was on a tuming/repositioning program. done to address preventative s
Observation on 10/8/15 from 9 AM untd 1:55 PM break down interventions.

' (4 hours 55 minules) revesled the resident was in b. Staff will be educated on residgnt
wﬁﬁmﬁt‘mm r?o‘:m;onad #3 and all residents when they are put
Review of the care plan for pressure ulcer on a bowel program,
prevention (problam start date 10/15/14) showed
mzmmlﬂ turm and reposﬁit;onh:m 3. Resident #44 will have douple
reskden , however, reposition :
whik in the chalr was not addressed. During an SSSmere s ach s dianor
interview on 10/8/15 at 8:30 AM the MDS 8. Resident #44 will have it cpre
coordinglor and the DON confirmed tha care plan planed that resident is to receive two
did not address reposilioning in the chalr. The desserts at lunch and dinner.

E‘?N mfnm expectation was for repositioning b. All residents who are at risk or have
oy ’ had a weight loss will have the
2 Raview of the 9/11115 quarterly MDS appropriate care plan addressing thpse
assesmarme:lgd rec:danl&#: W?S’S;mfﬂf specific to the resident.
ure U and was inContinent o 5 . .
pmm:?um concams were identified: c._The dietary staff and nursing s dﬁ'

a. Obsesvalion on 10/5115 at 4:35 PM will be educated on any changes made
reveaied the resident was in bed on an sir after our weekly weight and skin.
maliress. Review of the care plan (lest updated Then any other above listed staff Will
;’?ds,’,f;",’,d hBTBY Matiréss was not be caught at shifis are rotating in and

b. Continuous chservation on 10/6/15 from 8 out.

AM untjl 5:44 PM (9 hours 44 minules) shawed

, the resident was not checked for bows!

incontinence, At 5:44 PM the resident was
FORM CMS-2587(02.98) Pravious Verslons Obsciats Event ID:GXXC11 Facity I0- WyD018 I contimuation sheel Pags 2 of 19
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F 260{ Continued From page 2 Fagp| - Our weekly weight and s.kin that| is
transferred Io bad by CNA#3 and the restorative held with RD and IDT will address
coordinator. The resident was Incontinant of any skin and weight issues at that tie
bowel and the skin was observed to be and care plan at that time accordingly.
excorlaled. Review of the care plan showed
{alrvaeions for bown! inconti e ware aol 4. Resident #45 will have weight Igss
¢. Observation on 10/6/15 from 8 AM until 12 concens addressed in care plan and
naon (; i|1_1:!1‘;!#) Shm the ur::lg;r;l W“;l:wd : any interventions put in place {to
on an tirass. During A en ftas . :
was not repositioned o ‘"o maintain wenght will be care planred
reposition. On 10/6/15 from 12:05 PM unti 5:44 including cueing/encouragement.
PM (5 hours 38 minutes) the resident was 8. The dietary staff and nursing sthif
g‘b'ia“r:na: ig'a wheelcl:alr wlthtno mhhnédDuring will be educated on any changes made
, the resident was not repositioned or :
encowaged o ition/oft-load. Review of the after our weekly we:ght and skiin.
tha whaelchair were not addressed. be caught at shifts are rotating in
d. During an Intesview “l:l'l 101:}!15 at 8:30 AM out.
the MDS coardinator and the DON confirned the . : :
air matiress, bowel Incontinence, repositioning b, Our W eekly weight and s.km thaf is
addressed in the care plan. The DON stated the any skin and weight issues at that time
]axpamwas for ml":ﬁ%ﬂgg mﬂhe : and care plan at that time according]
ncon caraa rs unless ; : :
s/ refused. She hurther staied the resident 5. All residents who are incontingnt
should be repositioned or off-loaded about every of bowel and bladder; all resident
two hours unless s'he refused, She statad the have had or expected weight loss
rasidelmt hed ﬁefu:gdmwh“bhair cg{:’hlor;s ic?dm have monthly audits done that th
Ehetrafusa) o incude aarmabees. care plans arc addressing such and gre
being implemented. This will be d
géﬂeview of the quarterly MDS assessmenl, by DON or designee and brought|to
ted B/8/15, {or resideni #44 showed one of tha APl on a monthly basis until
listed diagnoses inciuded non-Alzheimear's r%solved y '
dementia. Review of the care plan, updatad on )
5113115, showed the resident was at risk for 112/16
malnutrition due to having na natural lasth or
dentures. The following concems were noted:
a. Interview with the RD on 10/7/15 at 10:40
FORM CMS-2527(02-3%) Previous Versions Obsolete Event 10-GXXCTY Faclily 0 WYDO18 If cantinustion sheet Psge 3 of 19
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AM vertfied that the resident was at risk for waighl
loss and also ravealed the resident was
supposed 1o raceive double dessarts at meals as
an inlervention,

b. Observalion of the resident on 10/7/15 at
12:03 PM showed that the resident received only
one bow! of pudding for dessert at lunch, Further
observation showed that, in contrast, a few other
residents in the dining room received two bowls
of pudding at the lunch meal.

. Raview of the resldent's diet card on
10/8/15 at 11:05 AM indicaled that doubla
desserts wera listed for both lunch and dinner,
However, review of the epproacheas to prevent
mainutrition listed on the resident's care plan,
updaled on 8/12/15, did not indicate the resident
was lo recelve double desserts as an
intervention.

4, Review of the quarierly MDS assessment,
dated 714/15 for resident #45 showed diagnoses
that included non-Alzheimer's dementia, Anxiety
Disarder, Manic Depression (bipolar disorder)
and Schizophrenia. Review of the resident's
nutrition assessment, dated 7/14/15, showed that
the resident had a history of weight loss, was at
risk of ongolng weight loss, and indicaled the
resident was supposed lo be cued by staf to eat
at meal imes. The foliowing concems were

a. Review of the resident's care plan, updated
on 8/19/15, showed that the rasident “loveld] ice
craam and will eat it anytime" and that the
resident was fo have ice cream served at meals.
However, the care plan did not indicate that the
resident had any issues with weight loss or any
Indication that the lce cream was a planned
Intervention to prevent further weight loss, Further
review showed that the ears plan did not Indicate |

FORM CMS-2587{02-99) Previous Versiona Obsclets Evan 1D GXXCYY Faciy 10. WY0018 If continuation shool Page 4 of 18




PRINTED; 10/22/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & M SERVIC M
STATEMENT OF DEFICIERCIES (X1) PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION {3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
e b 10/08/2018
NAME OF PROVIDER OR SUPPLIER SI'REETADORESS.CITY.STATE.ZPCO_EE
1108 BIRCH STREET
DOUGLAS CARE CENTER LLC DOUGLAS, WY 82633
910 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [ C]
PREFIX (EACH OEFICIENCY MUSYT BE PRECEDED BY FULL PREFKX {EACH CORRECTIVE ACTION SHOURD BE COUPLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
OEFICIENCY)
F 260 | Continved From page 4 F 280

at which meals ice craam was supposad lo be
served, Finally, the care plan did not show that
tha resident was supposed to be cued by staff
and provided encouragement lo eat at mealtimes.

b, Obsarvation of the residant on 10/6/15 at
5:15 PM showed the residant was saalad at the
assisied aaling table and ata just a fow biles of
the maal, laaving at least 75% of the meal on tha
plate. The resident did recelve some
encouragement from staff lo take a few more
bites of his/er faod. Also, by observation, the
rasident received a maal supplament shake with
dinner, but did not receive any ice cream.

¢ Interview with the RD on 10/7/15 at 10:40
AM revealed the resident had a history of weight
foss and should be receiving encouragement and
should be geliing cuad (o eat by staff at meal
fimes, as well as served ice cream al lunch and
dinner to prevent further weight loss.

d. Interview with the DON on 10/8/15 at 9 AM
varified that the residant's care plar should be
updaied to reflect the need for being cued by staff
at meal fimes, as well as tha purpose for the ice
cream, and which meals the ica cream should be
cffered,

F 282 | 483.20(k)(3)(il) SERVICES BY QUALIFIED F 282
SS=p ' PERSONS/PER CARE PLAN

The services provided ar arranged by the facility
musl be provided by qualified persons in
accordanca with aach resident's written plan of
care,

This REQUIREMENT Is not met as evidenced

by:
Based on obsarvation, madical record reviaw,
and staff interview, the facility falled to ensure
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sarvices were provided in accordance with each
rasident’s writien pian of care for 2 of 12
rasidents (#4, #44.) The findings were:

1. Review of the 81215 quarterly MDS
assessmen! revealed resident #4 was Incontinent
of bladder and was on a iolleting program.
Review of the urinary incontinence care plan
{problem start date 520/15) ravealed siaff were
instructed to “check and change regulary."
However, observation on 10/8/15 revealad the
reskient went from 9 AM until 1:55 PM {4 hours
55 minutes) without baing checked for
incontinence. When the resldent was checked for
incontinence at 1:55 PM by CNA#1 and CNA #2
the resident was saturated with urine. During an
Intasviaw on 10/8/15 at 8:30 AM the DON stated
the resident should be checked for incontinence
regutarly, which sha defined as avery two hours,

2. Review of the MDS assessment dated 8/8/15
for resident #44 showed one of the listed
diagnoses included non-Alzheimer's dementia,
Review of the care plan, updated on 5/13/15,
showed that the rasident was sl risk for
malnutrition due to having no natural teeth and no
dentures. The cara plan also stated, “Reskient
needs cusing lo eat at meals.” Tha following
concems were noted;

a. Observation on 1046/15 at 5:15 PM
showed the resident sat at a table afl alone. The
resident look only a few biles of the meal and ate
ona bowl of the apple crisp dessert. At no point
duting the meal did staff cotne over lo cue the
rasident to eat mora, At 5:20 PM the resident left
the dining room, leaving an estimated B5% of the
mes! on the plate.

b. Obsarvalion on 10/7/16 at 11:55 AM
showed tha rasident in the dining room seatad

1. The facility will ensure that serviges
provided or arranged by the facility
will be provided by qualified persgns
in accordance with each resident’s
written plan of care.

1. Resident #4 will have resideqts
toileting care plan followed which
states resident will be checked every
two hours for incontinence.

a. All residents who are on a toileting
program will be checked or takenito
the restroom every two hours.

2. CNA #1 and CNA#2 both have
been counseled and educated pn
resident #4 and all residents who
on a toileting program.

b. All nursing staff will be educa
on residents who are on toiletiF;
programs and the expectations of that
program at the 11/2/15 nursing
meeting that included nurses apd
CNA’s,

FORM CME-2557(02-00) Pravious Viersions Obaolate

Evend ID:2XXC11

Faziity ID: WYD018

if contiouation sheet Psge & of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED; 10/22/2015

S

FORM APPROVED
OMB NO. 0938-0391
(X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BULDING ’\S_/ COMPLETED
8:NMG 10/0812015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2F CODE
1108 BIRCH BTREET
DOUGLAS CARE CENTER LLC DOUGLAS, WY 82831
) D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CouRLERON
TAD REGULATORY OR LSC IDENTIFYING INFGRMATION) TG CROBS-REFERENCED TO THE APPROPRITE DATE
DEFICIENCY)
F 282 Continued From page 6 Fagal % Resident #44 will be cued during
next o two other residents, The reskiani recelved meal times and moved to the asset
a plece of brend, a plate of meat with sides of table.
ﬁheels r;n; lima b;?lnsf l:nd p:ld b:::lgo;n%udgg'lg. iy a. All residents will have their updated
e resident ate all of the alemp :
{o eat the meat. However, saveral of the imes cai: p::,l:is a}?::d :‘o G
that the resident took a bite, s/e chewed on the Wil L e SR &
meat and then spit it back onto tha plate. The widgels/dashboard will also shpw
resident did not attempt to eat the beans or beets. residents who have specific neg
‘mﬁ:&y‘m‘“ magmabm?:eu;:':f i such as a toileting program or cuing at
meal remained on “:m plate. At no polnt during mea]s, etc... This will be putasat k
the meal did any staff members come over to so that nursing staff has to clear {he
encourags or cue the resident o eat more, dash board to acknowledge the
c. Inlerview with the RD on 10/7/15 at 10:40 information given
AM verified that the resident should have been DON or desi i il bl
cued by staff dusing the meal, 3.. or designee will be ablej to
F 309 | 483.25 PROVIDE CARE/SERVICES FOR Fags| pnnt out reparts fr pm
§s=p | HIGHEST WELL BEING widgets/dashboard of nursing staff
acknowledging residents updated
Each resid ust recel d the facili :
s s e o e oty plns and speific needs. The a
or maintain the highesl practicable physical, will be done on a monthly basis dnd
mental, and psychosocial well-being, in taken to QAPI until resolved. There
agordanc?wim the comprehensive assessment will also be periodic audits donejof
and pian of care. residents who have care plans due for
the week 1o ensure that
plan/interventions are being done
and stalf Interview, the facllity falled to provide brought to monthly QAPI to see
care to promote continence for 1 of 4 sample efficacy and it will be conducted by
ﬁmﬁﬁ) who were incontinent of bowel, The the care plan IDT.
) 11/2/1
Review of the 8/11/15 quarlerly MDS assessment
showed resident #3 was Incontinent of bowel,
i
FORM CMS-2587{02.89) Previous Verskons Obsoleta Evem ID:GXXC11 Facity 1D WY013 if continuation sheet Paga 7 of 19
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F 308 | Continued From page 7 Fapg F309 Bp—
Raview of the 8/10/15 bawel and biadder 1. The facility will ensure that eqch
assessment revealed the resident was fraquently resident receives and the facility will
h?&:lgmg{h T&?Wmﬂ?ﬁ?ﬂ' with provide the necessary care and
ge up e re m. - a - -
Review of the care plan (updated 8/25/15) :';'mc” L .a“la‘" or ma'“""“l :
showed bowel incontinence was not addrassed, ghest practical physical, menta
Continuous cbservation on 10/6/15 from 8 AM psychosocial well-being, in
unllidg:n? PM (glh?‘urs 44 nbﬁ:ulas) ?owa: tha | accordance with eh comprehensive
resident was not checked for bowel incontinence.
ALE:44 PM the residant was transfemad to bed by ?Sses.f.’}:“’“t a"flllpl:" of care, an g
CNA#3 and the restorative coordinalor, The i cre will be a care pian
resident was incontinent of bowe! and the <kin interventions put in place for residefits
' rvas obsawe;l otlu be excoriated. During an bowel incontinence, : # 3
nterview on 10/8A15 at 8:30 AM the MDS ; ;
coordinator and the DON confirmed bowe! 2 dA." izl JRAlLIYC e
Incontinence was not addressed in the care plan. and interventions put in place when
The DON stated the expactation was for the they are incontinent of urine and
residsnt to recelve Incontinence care about avary bowel.
two hours unless s’he refused, . . i
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 zn Al ol S:’H Wil be ‘:d‘.’l"“ =
§S=0 | PREVENT/HEAL PRESSURE SORES residents who are on toilcting
. programs and the expectations of that
Based ?'n Illthee r::ﬁmuyprahertlsive t;sfnergtslzf a program at the 11/2/15 nursing
| residen must ensure that a resident : ;
i sbin el  preseie gl:]e:'ng that included nurses and
does not develop pressure sores unless the 5. ) . )
individual's chinical condition demonstrates that 4.  All residents will have thkir
. they were unavoidable; and a ms%hm d updated care plans added to qur
: pressure sores recelves necessary an i :
services to promote hesling, pravent infection and ;l}:lrsmg f stagf’ shb mggct_.';';d:lshbo d.
prevent new sores from developing. ¢ widgets/dashboard will also show
residents who have specific needs
such as a toileting program or cuing|at
E“ REQUIREMENT is not met as evidenced meals, etc... This will be put as a tgsk
Based on medical record I'EV‘BW, obsarvation, so that nursing staff has to clear the
review of policies and procedures, and resident, dash board to acknowledge the
| family and staff interviews, the facility failed to information given.
FORM CMS-2587{02.99) Pravious Versions Obsclata Evenl It GXXC11 Faclity ID- WYo018 i continuation shes! Page 8 of 19
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F 314 ' Continued From page 8

provide cara to prevent pressure uicers for 2 of 6
sample residents (#3, #4) who were at risk for the
development of pressure ulcars. The findings
were;

1. Review of the 9/11/15 quarerly MDS
assessment and 9/10/15 Bradan Scala revealed
resident #3 was at risk for the developmenit of
pressura ticers. The following concems were
identifiad:

8. Cbservation on 10/6/15 frormn 8 AM until 12
noon (4 hours) showed the resident was in bed
on an alr mattress. During that me, the resident
was not repositioned or encouraged lo
reposition. On 10/8/15 from 12:05 PM until 5:44
PM (5 hours 39 minutes) the resident was
obsarved in a whealchalr with no cushion. During
that time, the resident was not repositioned or
encouraged {o reposition/off-load, At 12:46 PM,
during an Interview, the resident stated hisfher
botlom got sore sometimes from sitting in the
wheaichak. The rasidant also staled staff did not
position himher on tha side when In bed. At 5:44
PM tha resident was transferred o bed by CNA
#3 and the reslorative coondinator. Observation at
that time and again on 10/7/15 at 4:50 PM
showed the resident had 3 discolored areas to
the right buttock and one area lo the upper laft
leg; all areas were blanchabla.

b. Reviaw of a signed statement provided by
the facllity dated 10/7115 by the wound care
certifiad (WCC) staff person ravealed she felt the
' areas ware [ikely caused from “tighiness from the

wheaichal” because the resident had been
, spending Increased tme in the wheelchalr.
' Review of another signed statement by certitied
| occupational therapy assistant (COTA) #1 dated
10/7/15 showed she avalualad the resident's
whaelchair on 10/7/15 and found that it was too

g314] E303 5. DON or designee will be

able to print out reports m
widgets/dashboard of nursing staff
acknowledging residents updated care
plans and specific needs. The audi
will be done on a monthly basis and
taken to QAPI until resolved, Thé
will also be periodic audits done |of
residents who have care plans due for
the week to ensure that ¢the
planfinterventions are being done |or
that they are effective and successful
for the resident. This will also [be
brought to monthly QAPI to see
efficacy and it will be conducted by
the care plan IDT.

11/2/1p
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small. She further documented that she repisced 1. The facility will ensure that| a
{he reskient's whealchair with another one with a ! resident who enters the faciljty
wsg:ol:;n ﬁ tr':gt the “?:didentl’ "agl:‘;d itwouldbe | without pressure sores does 1ot
a and see to be really excited.”
During an interview on 10/8/15 al 8,36 AM tha Elev'e]-o P ?ressure  SOrES unless .
on the buttock looked mare Iike deep issue demonstrates  that they were
iaﬂiuriﬂl and fekt that the wheelchalr was definitely unavoidable; and a resident havipg
c. Review of the care plan showed PICSSUIE SOTES TECEIVES NECess
repositioning and a cushion for the wheelchair treatment and services to promate
wera not addressied - M healing, prevent infection and prevent
d. During an interview on 10/8/15 at 8:30 A new sores from developing,
B e 00 s DO e & Resident #3 will be encouraged to
rapositioning and a cushion for the wheeichair o, g
were not addressed in the care plan. The DON off load and/or reposition every
staled the resident should be repositioned or hours whether resident is in his whéel
off-loaded about every two hours h:r:’lessms!he chair or bed.
refusad. She stated the resident had refused . .
wheeichair cushions in the past, but confimed . b. }}esulent #3 now has a }wder wheel
the care plan did nol address that refusal, or chair that fits his body habitus better.
Include altzmatives. c. Resident #3 will have his repositipn
and refusal of it at times care plann
2. Review of the 11/0/14 significant change and . .
the 81215 quartary MDS assessments showed ResnE!ent will a!s_o have the reﬁn.sal ofa
resident #4 was at risk for pressure uicers and cushion for his wheel chair care
was on a tuming/repositioning program. Review planned. As the resident agreed tol a
of the 8/10/15 Braden Scale revealed the rasident cushion for his wheel chair and 24
was at high risk for the development of pressure h later d ded it out.
ulcers, Observation on 10/8/15 from 8 AM until i s .
1:55 PM (4 hours 55 minules) revealed the 2. Resident #4 will be repositioned
r:s:glen'th was bi:e a whu:nele“c_lm recllti:’er (tgedchaitl). every two hours and/or PRN while
uring the cbservation, the resident was no ¢ o
repositioned. During an interview on 10/6/15 at 3 sitting in Geri chair.
PM a family member stated the resident was
placed in the recliner in the morning, and was left
in it until after lunch. Review of the care plan for
pressure ulcer prevention (problem start date
10/15/14) showed staff were Instrucled toturn |
FORM CMS-2587(02-9%) Prarvious Versions Otisoleie Event 10;GXXC15 Facity ID: WYv018 i continuation sheet Paga 10 of 19
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assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter Is not catheterized unless the
reskient's clinical condition demonstrates that
catheterization was necessary, and a resident
whao is incontinent of bladder receives appropriate
treatment and sesvices to prevent urinary tract
infections and to rastore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced

| by

Basad on cbservation, medical record review,
, and staff and family interview, the facility falled to
i provide care to promote continence and keep the
| raskient as dry as possible for 1 of 7 sampla
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F 314 Continued From page 10 Fa14] F314 d. All residents who have been
and repasition the resident while in bad; however, determined to be at risk Tfor
. repositioning Dwmhila in t:ae: chair was ;‘ﬁ.llal 15 st 8:30 development of pressure ulce
addressed, During an Interview on - : :
AM the MDS coondinator and the DON confirmed A
tha care pian did not address repositioning in the have interventions put in place
chak. The DON stated the axpectation was for care planned. Our weekly weight and
repositioning every two howrs, skin that is held with RD and IDT will
3, Review of the faciiity's policy "Repositioning; address any skin issues at that time
Level " (1/22/15) showed *...Residents who are and care plan at that time according}
in bed should be on at least an every two hour e. nursing staff will be educated pn
(g2 ;ﬂmmﬂmn& schedule.;;eslde.?ot: W(h=1' any changes made after our weekly
ara In a chair should be on an every one hour (q : .
hour) reposhtioning schedule...If the resident weight and skin. Then any offjer
refuses care, an evaluation of the basis for above listed staff will be caught at
refusal, and the identification and evaluation of shifts are rotating in and out.
315 gglaenzg(a'lj;ll':aéngaﬂvTﬁEi_srlErlgk::d' - Fa1s 3. All residents who have bet!:n
. . PREVENT UT, determined to be at risk for
S9=D| RESTURE BLADDER development of pressure ulcérs
Based on the resident's comprehensive determined by the Braden scele wiill

have monthly audits done that thére
care plans are addressing such and are
being implemented. This will be dope
by DON or designee and broughtJ:‘o

QAPl on a monthly basis until
resolved.
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F 315 | Continued From page 11 Fa1s| K315
residents (#4) who were incontinent of bladder. 1, The facility will ensure that a
The findings were: resident who enters the facillﬁty
Review of tha 8/12/15 quarterly MDS sssessment w'tg“’“t.a:d indwelling t;athet“.“f ot
revealed resident #4 was incontinent of biadder catheterized unless the resident's
and was on a lolleting program. Review of the clinical condition demonstrates that
wﬂmmﬁbm P@nmmmﬂﬂcg :;19 catheterization was necessary; and a
reveaiad staff were 4 : T :
and changs regutarly.* Howaver, observation on res:c!eut who is incontinent of bladder
1045/15 revealed the resident was seated In a receives appropriate treatment and
whesled recliner (gerichair) and went from 9 AM services to prevent urinary ct
unti 13:{:’”: (4 hg:rs 55 mh"‘tﬂll‘l)mmi?lﬂ bﬂ“ﬂgs infections and to restore as muich
checked for incontinence. When the resident r .
checked for incontinence at 1:55 PM by CNA#1 normal bladder function es possible.
and CNA #2 the resident was salurated with 1. . Resident #4 will have resxdeiﬂs
urine. An intarview with CNA #1 on 10/615 at loileting care plan followed which
| 2210 PM revesled the resident should be checked states resident will be checked every
&nd changed about every two hours, but it was two hours for incontinence
not done that day because care with other g i S
residents took longer than usual. During an a. All residents who are on a toileting
intarview on 10/8/15 at 8:30 AM the DON stated | program will be checked or taken fto
the resident should be checked for incontinence the restroom every two hours.
regularly, which she defined as avery two hours, b. CNA #1 an;y CNA#2 both have
During an interview on 10/8/15 at 3 PM a family :
member stated s/he did not believe the resident been counseled and educated pn
received adequate incontinence care, The family resident #4 and all residents who are
| urine, : g
F 323 | 483.25(h) FREE OF ACGIDENT Faz3| & )}ll nursing staff will be educa.lcd.on
§5=0 HAZARDS/SUPERVISION/DEVICES residents who are on toileting
| programs and the expectations of tHat
x faciiity l:mt ensure mﬁ::lh? m”mtth A program at the 11/2/15 nursipg
ronment ramains as fres of accident hazards . :
as Is possible; and each resident recaives meen'ng that included nurses ahd
adequata supervision and assistance devices lo CNA's.
prevent accidents.
FORM CM3-2567(02-99] Previous Veralons Obscieln Evant 10 GXXCHY Facly ID. WYD016 W cantinuation sheet Page 12 of 19
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F 323 | Continued From 12 F315 d. All residents wiil have their
. Faz3 updatcd care plans added to pur
nursing staff’s widgets/dashbo
This REQUIREMENT is not mat as evidenced The widgets/dashboard will also show
bg':asad on R —_— residents who have specific nepds
record review, and pon'cy and procedm "le;m review, such as a toileting program or cuing at
the fachity faied to ensure positioning devices meals, etc... This will be put as a task
m ast:a;;d ﬂf%r ;#azfg;y J:; ?’:ﬁi :samplaI so that nursing staff has to clear the
en positionin
devices. The findings were: 9 Eiash board to acknowledge the
information given.
1. Review of the 7/7/15 quarterly MDS 3. DON or designee will be ablq to
assessment showed wrlesidenl #20 was saverely print out reports m
cognltively impaired with a Brief Intarview for :
Mental Status (BIMS) scor of 6 out 15, and had widgets/dashboard of pursing sfaff
diagnoses that Included non-Alzheimer's acknowledging residents updated care
dementia and cerabral vascular accident. Medical plans and specific needs. The aydit
u;cf:{g rev:ile‘\rw“ m the resldc?nt had uao history will be done on a monthly basis and
of falls an memory, Observation on :
10/6/15 8t 1:13 PM showed the residen! had a IO BTG S DRI
positioning device lo the open sida of the bed and will also be periodic audits done{ of
the other side was against the wall. The device residents who have care plans due [for
was designed to have 3 gaps that each measured the week to ensure that e
;:‘r:hé:nbgﬁgd:m Inches. The following concems planfinterventions are being done| or
a, Observation on 10/8/15 at 3:59 PM that they are effective and succesgful
showad the resident was laying in bed with for the resident. This will also |be
hisher eyes closed and the resident’s right amm brought to monthly QAPI to pec
Was trough the top hale cf 18 pesitioning efficacy and it will be conducted [by
b. Medical record review showed Lhat a salety the care plan IDT.
assessmant was not compleled for the 1142/
positioning device and the potential for limb
entrapment was not identified.
2. Review of the 9/17/15 quarterly MDS
assessment showed resldent #23 was severely
cognitively impaired with a BIMS score of 3 out
15, and had diagnoses that included frontal lobe
PORM CAS-2587(22.05) Previous Varsions Qbscieta Event 10-QXXCH1 Facity 10 WY0018 If cortinuation sheet Page 13 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/22/2015
FORM APPROVED
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A BULDING
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record review showed the resident had a history
of falls and impalred decision making.
Obsesvation on 10/6/15 at 1:11 PM showed the
resident had a positioning devica (o tha open sida
of the bed and the cther side was against the :
wall, The device was designed lo have 3 gaps
that measured 7 Inches by 4 inches al the top
gap, 3 172 inches by 4 Inches at the middle gap,
and 5 Inches by 3 inches at the lower gap. The
following concemns were identified:

a. Observation on 10/8/15 at 3:57 PM
showed the resident was laying in bed and the
resident's right hand was through the lop hole of
the positioning devica. |

b. Medical record review showed that a safely |
assessment was not compleled for tha
positioning device and the potential for limb
entrapment was not identified.

3. Review of the care plan (edited 8/18/15)

showed resident #3 used “assist bars” on hisher
| bed 1o help with bed mobiiity. Review of the
| /1115 quarterly MDS assessment showed the
resident required extensive assist of two for bed
mobility and was severely cognitively impaired
{scored a 5 out of 15 on the BIMS), Observation
on 10/8/15 at 8:22 AM showad the resident had a
positioning davice on each side of the bed. The
device was designad o have 3 gaps that
measured 7 inches by 4 inches at the top gap, 3
112 inches by 4 inches al the middle gap, and 5
inches by 3 inches at the lower gap, Review of
the madical record showsd no evidence the
faclﬁg had assessed the positioning davices for F
safaty. :

4. Reviaw of the facility policy titted "Positioning
Bars" dated 4/24/15 showed the facliity falled io |

[~ NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 2 CODE
1108 BIRCH STREET
DOUGLAS CARE CENTER LLC DOUGLAS, WY 82833

o) 16 BUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION o)
PREFDL (EACH DEPICIENCY MUST BE PRECEDED BY FuLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE

G REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE paTE

DEFICENCY) ,
F 323 | Continued From page 13 F 323 - .
disturbance and traumatic brain injury, Medical 1. The facility will ensure that the

resident environment remains as ffee
of accident hazards as possible;
each resident receives

prevent accidents.
1. Resident #20 wil]l have a s

device and the potential for li

device and the potential for li
entrapments will be done.

enfrapments will be done.

positioning bars will also have cl
covers placed over them for safety.
4. Facility will revise Positioning
Bars policy dated 4/24/15 to ad safi
essess and potential for i
entrapments as well as cloth protect
aver positioning bars for safety.

device and the potential for l‘i{;

FORM CMS-2557{02-98] Pravious Verslons Obsolets Evant 10:GXXC1Y
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F 323 Continued From page 14 Faga| F323
address safety or limb entrapment. 3. All residents _who are currently
using the positioning devices will hgve
5. lntawle&\r wif:;ﬂll“;ed?dON ::n 10!'{;:5 alé:éﬂ PM a complete safety assessment dqne
revealed the not complete sa .
etitn b3 ning devices; 2]1:)1?% with c‘ljoth protectors. As s ff,
however, she confirmed the positioning device itly —and  residents  request
coudd result in injury and/or Emb entrapment. positioning devices a complete safety
F 325 ! 483.25(1) MAINTAIN NUTRITION STATUS F325| assessment will be done before they
SS=D| UNLESS UNAVOIDABLE are attached to the bed(s). If itlis
Based on a resident’s comprehensive detf:rmined tha.t they are safe for the
assessment, the facility must ensure that 2 resident they will have cloth protectors
?imél . i of meribond placed over them.
s ns accaptable parameteys of nutriton . i ;
| status, such as body welght and prolein levls, . dPON or designee will do monthly
unfess the resident's clinical conditlon audits of current and new residents
demonstrates that this Is not possible; and who have positon devices that a safdty
(2) Receaives a therapeutic diet when thera Is 8 assessment was done and that cldth
Autritonal problem, protectors are placed. This will be
done monthly and brought to QAPI Li
until resolved. 11/211
This REQUIREMENT is not met as evidenced
by:
Basad on obsarvation, medical record review,
and staff interview, the fackity failed lo ensure
acceptable parameters of nutritional status wara
maintained and nutritional inlerventions were
implemented for 2 of 4 sample residents (#44,
#45) with weight loss or a history of weight loss.
The findings were:
1. Revlaw of the quarterly MDS assessment,
dated B/8/15, for resident #44 showed ona of the
fisted diagnoses included non-Aizhsimer's
dementia, Review of the resident's care plan,
updaled 5/13/15, showed thal the resident was at
FORM CMS-2587(02-8%) Previous Varsions Obsolele Evet ID-BXXC 1) Facilly I0: WYD018 If continuation sheel Page 15 of 19
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F 325 | Continued From page 15 Fazs| E323 o
risk for malnutrition due o having no natural testh 1. ‘The facility will ensure that| a
or dentures, Tha care plan also staled, "Resident resident  l-maintains  acceptable
needs cueing to glaetdal meals.” The following parameters of nutritional status, such
concems were noled; : :
a. Observation on 10/6/15 8t 5:15 PM :sn] body weight and protein levels
showed the resident was sitting at a table by ess the resident s_ch_mcal Condl-tl n
himseltherseif. The resident ate only a few bites demonstrates that this is not possibe;
of the c;h;d t:'n hlslhe; rlale a?c: :2: bo';:l of th:I and 2-receives a therapeutic diet when
appla crisp dessert. Al no polnt during the me: : st
did staff come over 1o cua the resident lo eat Ll s 8 AL p'rob!cm. .
more. AL 5:28 PM the resident stood up and 1. Resident #44 will have it €
ambulated out of the dining room using a pianed that resident is to receive tywo
front-wheel walker. The resident left an estimated desserts at lunch and dinner; she will
85%;’;“‘“' m:}?hnahw;:ir:ﬁeal - also be moved to the assist table.
I’Gﬂ)l‘&ﬂd showed that on $0/5/15, the resident a. Resident #44 will be re-assessed to
consumed “1-25%" of his her braakFast, “26-50%" determine whether or not residdnt
of hisMer lunch and *26-50%" of his her dinner. needs dentures.
On 10/8/15 the resident consumed "1-25%" of
* d s . . .
Mslh:r g;::faﬂmm:n ;’,,?3}-,5% a?i:‘:;’ng inner. 2. Resident #45 will have weight lgss
showed tha resident in the dining room seated concerns addressed in care plan apd
m t\;m ::Jiel' %ﬂmﬂ ml:‘;&nfl .l;er::‘ﬁed any interventions put in place fto
ofp ng ap o T . .
and a plais of beets, lima beans and meat. The Enamtqm wc1g}lt will be care plann
resident ata all of the pudding and used hisfher including cueing/encouragement
spoon to scrape the bowl clean. The resident also well as desserts.
attemptad to eal the meatl on the plale; however, . The diet i i fF
of the several imes the resident took a bite of fvill b: e:iz:;z’e; ::F a:n dc;::;sl:sgr:a A
meat, s/ha chewed on it and then spit it back on y 8
the plate. The resident did not attempt to eat the after our weekly weight and skin.
fima beans or beets. At I1d2:45 PM when staff Then any other above listed staff will
came o remove the resident’s tray, an estimalad t i ing i
80% of the mes) ramalned on the piate. The I;lencaugh at shifts are rotating in a?d
resident was not cued by staff mambers or :
provided encouragement o eat mora at any point
during the meal. Further review of the resident's
diet card on 10/8/15 &t 11:05 AM ravaaled the
resident was supposed 1o receive double
FORM CMS-2507(02-09) Previous Versions Obisciese Evant 0. GXXC1 Facify 10: Wroo18 If continuation sheet Page 18 of 19
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F 325 | Continued From page 16

dessesds at both lunch and dinnar,

d. Review of the resident's nutriion
assessment dated 8/8/15 showed the resident
*has denlures or removable bridge” which
contrasted with tha information on the care plan
that stated the resident is al risk of malnutrition
due lo having no teeth or dentures, Interviaw with
the RD on 1007/15 at 11:35 AM confirmed that the
nulrition assessmant was incorrect and the
resident did not actually have dentures. The RD
revealed he had thought the resident had
dentures; however, he balleved the resident was
abla to eat a regular meal without dentures, The
RO verified that the resident was at risk for waight
loss and siso revealed the resident was
supposad o receive double desserts at meals, as
well as cuelng and encouragement from staff.

e. Interview with the DON on 10/8/15 at 9 AM
ravealed that the resident had lost his/her
dentures at some point and the faciity had not
replaced them because the facilily staff belleved
the resident was able to eat without themn and the
resident’s family was in egreement. However, the
DON agreed that the resident should be
re-assessad to determine whether or nol hefshe
neaded dentures. The DON verifiad that staf
should have cued the resldent to eat at the maal
indicatad in the care plan, and also agraed the
cara plan should be updaled to indicata the
resident was to mecalve doubla dasserts at maals.

1. Furihar review of the medical record
showed that on 8/5/15, the resident weighed
120.4 pounds. When weaighed again on 9/18/15,
the resldent’s weight had decreased to 117.2

paunds,

2. Review of the quariery MDS assassmeant,
dated 71415, for resident #45 showed
diagnoses that included non-Alzheimer's

F325| b. Our weekly weight and skin that is

held with RD and IDT will addréss
any skin and weight issues at that time
and care plan at that time accordingly.
3. All residents who have had jor
expected weight loss will have
monthly audits done that there cj:
plans are addressing such and te
being implemented. This will be done
by DON or designee and brought to
QAPI on a monthly basis until
resolved.

4. DCC does not follow therapeutic
dicts such as heart healthy or ADA
diets as it has been found they are 'of
no benefit to the elderly. We do use
fortify and other supplements such
boost and med pass for our resideE
who have poor nutritional risk. For
residents who are off of our secﬁ.re
unit we provide our residents snaclics
three times a day and have our café
open to them 24 hours a day. For our
residents there are snacks provid
three times a day as well as a fric:EE
that is stocked with snacks that
accessible to the residents 24 hours] a
day.

1172/1:
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dementia, Anxiely Disorder, Manic Dapression
(bipolar disorder) and Schizophrenla. Reviaw of
the resident's nutritfon assessment, dated 7/14/16
showed thal the residenl had a history of weight
loss, was at risk of ongoing welght loss and
indicated tha resident was supposed {o be cued
by staff and encouraged to eat at meal times. ]
The foliowing concerns were idenlified: |

a. Raview of the resident's care plan, updated
on 8/19/15, showed that the residant leved ice
creem and revealed that the resident was to have
ice cream served at meals. Howsver, the care |
plan did not indicata that the resident had any
Issues with welght loss, and did nat indicata the
ice cream was an Intervention lo prevent further
waight foss. Further review showed that the care
plan did not indicate at which meals ice cream
was supposad lo be served. In contrast, reviaw of
the diet card on 10/7/15 at 11:35 AM revealed the
reskdent was supposed {o receive two ice creams
with lunch and dinner. Finally, the care pian also
did not show that the resident was supposed io
mncouraged and cued by staff to eat at meal
b. Cbservation of the resident on 10/6/15 at
§:15 PM showed the resident was seated at the
assisied ealing table and ate just a few biles of
the meal, leaving 75% of the meal on the plate,
The resident did receive some encouragement
from staff to take a few more bites of the food.
Also, by observation, the resident received a meal
supplement shake with dinner, but did not recaive
any lce cream,

¢. Interview with the RD on 10/7/15 at 10:40
AM verified that the resident had a history of
welght loss, was at risk for future weight loss, and
should ba encouraged by siaff and cued to eat at
meal imes. The RD also verifiad that the kca
cream was an inlervention put in place after tha
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resident hed more than a 5% weight loss within
30 days in August, 2015, and that the resident
should be served ice craam at bolh lunch and
dinner to prevent further weight loss,

d. Intarview with the DON on 10/8/15 5t 9 AM
revealed that the staff was aware the resident
had been eating less food |ately and that this
could be related to a manic stage in hisher
bipotar disorder. However, the DON was unaware
the cars plan did not Indicate ice cream should be
served at lunch and dinner as an intervention
agains! further weight loss and also was unawara
that the care plan did not indicate the resident
needed to ba cued by the siaff during meals. The
DON agreed that the resident’s care plan should
be updated (o reflect the need for the resident to
be cued and recaive encouragement from siaff at
meal times, as well updated io reflecl the purpose
for tha ice cream, and which meals the ice cream
should be offerad.
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