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Cotrective Action:
Residents #8, 23, 36, and 52 were interviewed i
Asurvey was conducted by Healthcare Licensing thel grievance, bl dacedona regine
: on and reported back 1o the identified Residents

The following sommon abbreviations are used A Resident council mesting was held on 12/16/2015

throughout this decument: ilmﬁﬁuﬂm: »

cNA' Ceniified Nurse Aide :R-esidﬂlﬂ who reside &t ﬁﬂi"t’ ste at potential .

DON - Director of Nursing Systemic changes:

MAR - Medication Administration Record If a resident,  resident’s represeatative, or anqther

LPN - Licensed Practical Nurse interested family member of a resident bas = complaint, &

RN . Registerad Nurse stafl member should encourage and assist the resident, or

person acting an the resident's behalf, to file 2 written
gricvance with the facility using the Grievance/Complaint

Less commonly used abbreviations will be report. Grievances and complaints may be submitted
annotated In each deficlency. orally or in writing. The resident o the person filing the
F 166 | 483,10(f){2) RIGHT TO PROMPT EFFORTS TO F 166 ﬁgmx' gflslr’l'gﬂcl ;?;m mlzzideﬁ ml:fmhe
85=g | RESOLVE GRIEVANCES gricvance will be FW dg& o mzz ﬁ?lﬁs-
. administrator/Des with- in 24-48 hours of receipt.
A residant has the right to prompt efforts by the Upon receipt of a vﬁ-‘i;een ;l'kvmu and/ar cumplainf the
facility to resolve grievances the resident may Administrator/Designes will refer it to the appropriate
have, including those with respect to the behavior department head for investigation. The department bead
of other residents, will submit a wntten report of such findings to e o

Administrator within 3 working days of receiviagthe =~
gricvaace and/ or complaint. The investigation and report 1/25/2016
‘should be completed using a prievance/ complaint record,

This REQUIREMENT is not met as evidenged |'rhe re:::&:iouncﬂ are édditi;::;l t:;otums for volcing
A comp) evances, ees received
bgésad on raview of resident grievances, and trompthcsc councilsc:;'ill b:magted |.1::o§:'l ﬁvﬁmﬁi with
resident and staff interview, the facilly failed to i e e
ensure 4 of § resident grievances (residents ¥, acting on the resident’s behalf. On or prior to the facilities
#25, #36, #52) reviewad weta resolved. The allegation of compliance the WHA/Designee wilf in-
were: service ﬂladDﬁalpqﬂmam Hlad;of:ﬁl on the Grie:hm:hc:
rocess snd the importance of following up with the
During a group interview of 6 residents on Euid;ntgalgmy :nu:l:nbir sfter the g’lc\lvjfst is resolved.
: _ . D J taliabalils 4 od
11117745 81 3 PM, 3 residents stated they L o e o B i
reporied concerns 1o the facllity regarding missing sheets will be kept for each in-service and reconcile with
personal items or concems with thelr rooms. The en active staff roster and thoss unable to attend will be
residents revealed the facility *never did anything” i proylde 14l edeation.
about the concems. Inlerview with the social |
DIRECTOR'S O ER/UPP RESENTATIVE'S SIGNATURE e ] R 3(?»%15
Any deficlancy sia g yih.nn.aste mﬁldeﬂdcmywmﬂwmwénmlybeamd&ommm roviding it |s datermined that
other yafepUSTds pjectian to tha . (Gee instructions,) mmmnmnmu.maﬂmmmm:bmadl:wmue 90 days

TR 355 act a plan of Chirocion 8 provided. For nursing horres, 1 above ARJIngs and plons of Comection s dheele aate 19

:::;m ngthow ga.dspm“hmmade ln)hofadﬂty. Il’dellda:su chod.ayw m;hnm:nw?ﬁbﬂp%
| R ST 14 (‘%\M
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review showad no evidence the facility followed
up with the resident to provide feedback on how
the grievance was being rasolved.

b. Review of a grievance flled on 101515
showed resilent #8 had a varlety of concems
including waiting for call lights to be answered
and famlly members not being notified of
medication changes. Furthes review showed no
avidence all of the concerns were resalved.

c. Review of a grievance flled on 10/26/15
showed rasident #25 had a complaint that a CNA
used a mechenical lift to transfer the resident,
with no aesistance fram another CNA. Further
raview showed the CNA was trained on proper
use of the lift, but there was no evidenca the
facility followed up with the residant,

d, Review of a grievance filed on 10/26/15
showed a family mamber of resident #38 was
concerned the resident was not getting needed
essistance during meals. Further review showed
no avidance the concem was resolved,

e, Interview with the administrator on
147186 at 11:50 AM revealed the follow up
process regarding grisvances was done verbally.
She verified the grievance forms did not show
documentation the resident was invoived In the
resolution.

FORMAPPROVED
EDIC ERVICES OMB NO. 81
DEFICIEN 1) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ﬂt‘%"imm‘i‘.“ o (DENTIFICATION NUMBER: ﬁuwm COMPLETED
835043 B. WING — 1111912015
NAME OF PROVIDER OR SUPPLIER SYREET ACDREES, CITY, STATE, ZIP GODE
603 S 18TH ST
LARAMIE CARE CENTER LARAMIE, WY 82070
SUMMARY BTATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION 5)
.9%';'& {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMALETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG ‘ cnos&nsmeggr% ;ro ‘THE APPROPRIATE
F 168 | Continued From page 1 F 165|’M';niwﬁng: e -
service manager on 11/19/15 at 10:45 AM The adrinistrator / designee will document grievances
revealed she was generally the parson to the Gricvance/ Complalnt QA&A log. This report will be
document initial grievancas, then she would pass 7 eacked trended 88 part of the facility's QARA progeam.
on the form to the appropriate depariment The ndminish-awrld':signeo will keep the prievances ina
manager to invastigats and resolve the separate binder/folder. Further monitoring of system
grievances, The following concerns were complience will occur through resident interviews,
identified: resident/family council and ombudsman feedback.
a. Reviaw of a grlevance filed on 11/2/15 Resulte ‘"gm"“““"f“‘ﬂ:" and “"Ii;"’;:d"g'g
& i mmittes (0 ensure p
showed residenl #62 had concerns with receiving mfﬁ,g:, ,u,tm?m evaluated for effectiveness.
medications imely and with being provided with
enough wetar (o take the medications. Further

(1/25/2016
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 DEPARTMENT OF HEALTH AND HUMAN SERVICES FORAPROVED
S .
ENCIES BUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X8) DATE SURVEY
T s |*” DewPcAmoNNMEER. | X muuows COMPETED
538043 8. WING 11119/2015
NAME OF PROVIOER OR SUPPLIER STHEET ADDRESS, CITY, STATE, ZIP CODE
503 6 16TH 8T
LARAMIE CARE CENTER LARAMIE, WY B20T0
OF CORREGTION )
Py SUMMARY STATEMENT OF DEFICIENGIES, LI (EACH GORRECTWEACTION SHOLDBE | combLEnon
"2;'2" ﬁmﬁmﬁﬁm INFORMATION) TAQ caoss-nsreaeggshgﬁmo glnis»vam'rs DATE
FI6T —— —
This REGULATION will be met as evideaced by;
F 167 | Continued From page 2 F 167 Comction:Th et R
F 167 | 483,10(g)(1) RIGHT TO SURVEY RESULTS - F 167 e complaint survey from )
S5=8 | READILY ACCESSIBLE el et ol
accessible for snyone to view
A resident has the right o examine the results of 1. Identification: —
the most recent survey of the facllity conducted by Residents residing in the facility may be R
Faderal or State surveyors and any plan of g ;“b-::lc“l ,‘ﬂgi' deficiency. 25/2016
correction in effect with respect to the facillty. . Tl]:sc fncli?ity :fiﬁc:l-uun that measurey and/or I "ﬂ
systemic changes are put into place will
The facility must make the resulls avallable for inciude but not be umfud to cgsuﬁng that il
examination and must post In a place readily survey results and approved plan of correction
sccessible lo residents and must past a nolice of if applicablc, arc svailable in a readable form,
their availabiity. such as a binder or uote{:ool: and have not
e o e e
sgency, and are sble
residents without lfaving @ ask a staff person.
The survey results will be placed near front
This REQUIREMENT [s not met as evidenced ;:::; ;r; t;:,leéi Pn?nsm:” ensure s:':u It:!inder
by: yshas survey resuls
Based on observation and staff interview, the % Noeer desigaee will monjeor monthly to
faclllly failed to ensure the most racent survay easure the most recent survey results ase in the
results ware avallable to facilty residents for binde:;gd :\mihie. lossnns lde:::jﬁ;d wil‘lﬁ t;le
review. The findings were: corrected o me. On an annual basis
identifying any patterns and if necessary, a
. : report will be developed and submitted to the
O e b e s o
8 i urance
to the facillly. In the boeok thera was a copy of the Program under the guidance of the
10/9/14 Federa) heaith and life safety code Administrnmﬁlv:’iill review m:he report, nmll if
surveys, However, the complaint survey which et Qi Ul s o9 T
was compieted on 8/27/15 was not includsd, Rareicelency skall b pueoneced by |
Interview with the administrator on 1118115 at Hhsans. 2
6:60 PM revealed she was not aware complaint —————
surveys needed to be included for the residents J__f259
to review. Preparation and execution of this response and plan of
4 correction does not constitute an admission or
Fs:z: mgg&gﬁ%ﬁ%ﬁgggq == ) agreament by the provider of the truth of the facts

The facility must provide housekeeping and
maintenanca services necessary lo maintain a
sanlitary, ordarly, and comforiable interlor.

alleged or conclusions set forth In the statement of
deficlencies. Tha plan of correction Is prepared and/or
executed solely because the provisions of federal and
state law raquire it. For the purposes of any allegation

that the facility is not in substantlal compliance with
f .+
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A

appeared to have an accumulation of dirt and
grime, There were 20 tiles that were cracked.

b. Resident rooms #3, #4, #9, and #12 In the
South Birch hallway had various-sized gape in
between tiles thet exposed a derk surface, The
dark surface appeared to have an accumulation
of dirt and grime.

¢. The floor undemeath the ice machine in
the Maple hallway was not clean and there were 2
¢racked and damaged tiles under the front fast of
the ice machine. The base of the sink next to the
ice machine In this area and the basa of the
comer wall were damaged and in an
un-cleanable condition.

2. Interview with the housekeeping supervisor on
14/18/15 at 11:20 AM verified the cracked tles
and the gapa between liles were not able (o be
effactivaly claaned, and they needad to be
repaired. interview with the malntenance diractor

FORM APPROVED
ID SERVICES 39
ICIENCIES t) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION
grﬂfﬂngfoﬁicmﬂ = IDENTIFICATION NUMBER: A BUILDING
535043 2. WiNG —
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY. STATE, 2IP CODE
S35 18TH ST
LARAMIE CARE CENTER LARAMIE, WY 82070
SUMMARY DEFIC! PROVIDER'S PLAN OF CORRECTION
L HEMGIENCY BUST DE PRECEDED BY FULL PREFIX (EAGH CORRECTVEAGTION SHOULDBE | Couanon
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG GROB&REFEESE%&T%EAPPWE
G S it :
£253 .
3 e3 F 263 :
F 253 Continued From pag Preparation and execution of this response and
i plan of carraction does not constitute an
This REQUIREMENT Ig not met as evidenced I admission or agreement by the provider of the
by: truth of the facts alleged or conclusions set forth in
Based on observation and staff inerview the the statement of deficlencias. The plan of
facility failed to ensure housekeeping and correction is prepared and/or executed solely
malntenance services were provided to maintain because the provisions of faderal and state law
a sarlllary( and wg;ortl:b;e e‘:lﬁmmeantl Il; Ei_:f 10 require it. For the purposes of any allegation that
hallways (Aspen, South Birch, an ple). {he the facility Is not In substantial compliance with
findings were: federal requirements of participation, this
response and plan of correction constitutes the
k 3m:t;ﬂ:f:g;&gﬁ:;ggrg g:mm facility's allegation of compliance in accordance
. with sectlon 7305 of the state operations manual.
and/or repaired:
a. The floor in the Aspen hallwey from the
atation 1 nurse's desk to the station 2 nurse's
%esk (Bseal:f U?anggdfael lnil“er;gﬂt‘gehad ﬁ?ﬁ:ﬁ 1. CORRECTIVE ACTION: A. Tile from Aspen _ N
e and various-sized gaps e les hallway from the station 1 nurse’s desk =~ . )
exposed a dark surface. The dark surface tothe station 2urse’s desk will be 1/ 252016

replaced before of date of compliance. B.
Resident room #3, #4, #9 and # 12 will be
buffed, waxed and deep cleaned. If dark
spot still appears tiles will be replaced

- within day compliance. C. The flaor
undernesth the ice machine in Maple
hallway will be cleaned and 2 cracked
tites will be replaced under the front
feat, The base of the sink next to Ice
machine will be repaired or replaced to a
cleanable candition.

2. |DENTIFICATION

Housekeeping and Malntenance Director
conducted visual rounds at the time of
survey 1o ldentify other potentlal tssues,
No other Issues were identified.
Residents residing at the facility are

| potentizlly affected,

FORM CMS.2587{02.99) Pravicus Versions Obsolete

Event {D: BRNKI{
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parform nursing assessments for 1 of 2 sample
residents (#36) with a change In condition. The
findings ware:

Observation of resident #36 on 111715
baginning at 22560 PM showed the resident was
seated in a wheslchalr, CNA#1 and CNA#2
entered the room with a mechanical lift and
prepared lo tranafer the resident from the
wheeichalr to the bed. The resldent coughed
several imes while the CNAs were securing the
lit sling. The cough was deep and wet, however,
the resident did not eough up any phlegm. The
CNAs tranaferred the resident to the bed, and

on the bad, the rasident coughad almost
continuously and the CNAs had 1o raise the head
of the bad lo assist the resident with breathing.
Intarview with CNA#1 at that {ime revealed the

provided Incontinence care. White being cared for

GTATEMENT OF DEFICIENCIES X1} PHDVIDE!JEJPPUWGUA (%2) MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BULDING
635043 B. WING 1119/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 5TATE, ZIP CODE
503 8 18TH 8T
LARAMIB CARE CENTER LARAMIR, WY 82070
o4 10 “SUMMARY STATEMENT OF DEFICIENCIES D _PROVIDENS PLANGF CORRECTION conBnon
Pl;‘igx REG\H.:'!EU?W OR l.!’éﬂllggﬂgﬂeF:INB lﬂFOR%:A%N) TG céossmgg’a APPROPRIATE DaTE
e B =]
3
F 253| Continuad From page 4 F2sal %1 S ekeeping ant Maotenance
on 11/19/16 at 11:40 AM vartfied the candition of Diector and facliity management team
the floors made the surfaces un-cleanable and will conduct visual roundsgto ensure that
f . ) -
F 308 Tg;ssramﬁ gArap;gsawces FOR F 300 the facllity maintains @ sanitary, orderty,
880 H'GHEST WELL BE‘NG i and comfortable interior.
' Administrator/designee will in-service
Each resident must receive and the facility must . facllity staff on communication of
provide the necessary care and sarvices to attain maintenance and housekeeping
or maintain the highest practicable physical, i concems Issues via log books located
mental, and psychosecial wefl-being, in © throughout the facility and on the
accordance with the comprehensive assessment i change of candition report. On or befare
and plan of care. | the date of compliance the
; NHA/designee will
i In-service housekeeping staff on the
i impartance of cleanliness of the facility,
11;!5 REQUIREMENT is not met as evidencad The KHA will provide ovarsight to ensure
i " dentified Issues have been resolved.
Based on observalion, medical record review, . S,
and family and staff interview, the facllity falied to 1/25/2016

4. MONITORING
' The Malntenance Director,

Housekeeping Director, and
NHA/deslgnee, will conduct monthly
environmental rounds In order to
ldarnitify outstanding housekeeping and
maintenance Issues with overall
oversight provided by the NHA/deslgnee.
Findings will be presented to the QA&A
monthly for 3 manths and as needed.

5. DATE OF COMPLIANCE 1/25/2016
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STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA (X2) MULTPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDNG COMPLETED
535043 B.WiNG _ 11119/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 23 GODE
503 8 18TH ST
LARAMIE CARE CENTER LARAMIE, WY 52070
A0 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN QF CORRECTION v
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX 3 {EACH CORRECTIVE ACTION SHOULD BE& CONPLETION
TAQ REGULATORY OR LECG IDENTIFYING INFORMATION) ™G CROSS-REPERENGED TO THE AFPROPRIATE
. DEFICIENCY)
F 309 | Continued From page 5 F 308 15399 ive act
residant hiad been coughing Hike that for . omective action;
approximately two wa‘:gks. 'Eli'ha CNA further stated %) Resident #36 was cvaluated by her
the nurse had been told about the residsnt's  Physician and assessment was
coughing, but the CNA did not know If the  performed.
resident was being treated for the cough. The
following concems were identifled; »
a, Review of the resident's medical record on Identification of other residents who may
1111715 at 3:37 PM showed no svidence & be at risk:
nurslnlg l:;sa;:ml:nt doelv!:leo rasident was a) ' Residents who reside at facility are at
comp sfter the pment of the cough, potentiel risk, On 12/14/2015 and
and no evidence the resident's physician had continuing up until the allegation of
been contacted about the change in condition. compliance the Nursing
Review of the Vital S‘Igl'[s and Weight Record . administrative staff reviewed the 24-
shawed the residenl's vital signs, Including liour reports for the last 14 days to
ﬁ?mt:%v:s ;BSt been racorded on 11/3/15 identify residents who may be
b Interview on 11117115 at 5:40 PM with LPN e e s
#1 revealed the resident had heen coughing for as a change in condition to ﬁr;p
about two weeks, bul did ot have a fever, She g o rvsioiom [ Sodiogbd. N
addad she had discussed the cough with the e
resident's daughter, and they declded they would other issues were identified T =
*walt and see" if the cough improved. Systemi , 1/25/2016
¢. Review of the resident's medical record on ystemic changes:
1111815 at 10:44 AM showed a progress report %) Residents will be assessed on
dated 11/17/15, timed 7 PM, that indicated the admission, quarterly, anmually and
resident “has had cough for several days, Molst with significant changes in condition
but unproductive. Afebrile 58 [degrees] and aod/or prn when the residents is
selurations > [greater than) 90 [percent). cxperiencing a specific problem
Saluration today I8 93%. Daughter aware of the . and/or has & complaint or describes a
symptoms and suggested to continue watching ' new . Nursing staff will be in
for naw. Family is here QD [every day). This serviced on the importance of ensure
nurse is monitoring resident dally if sx [symptom) a change of condition with a resident
worsens, Attempted to call MD [physician) last wk is evaluated/ assessed and
[week] bu.t on hald for now d/t [due to] family req documented, and communicated 1o
reguest].” An additional progress note dated the MD/Resident/Family when
11!1'5!15 and ﬂmed,T.:w PM showed the resident indicatad. In servicing will be
:’:;;m:'; z&ﬂmﬁb during lung completed by DON /designee on or
. before allegation of compliance.
d. Interview with a famlly membar on
FORM C343-2587{02-99) Pravious Vamsions Obsolete Event ID: 8RNK11 Foclity ID; WY0008 IF eontinvetion shee! Pege 8 of 18
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FORM APPROVED
OMB NO. 09380381
1) PROVIDER/SUPPLIER/CUA (X7 MULTIPLE CONSTRUCTION %) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILINNG COMPLETED
535043 5. Wio 11118/2015
[ NAMEOF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, B7ATE, ZiP CODE
503 5 18TH ST
LARAMIE CARE CENTER LARAMIE, WY 82070
9w BUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF QORRECTION {A85)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEAGTION SHOULDBE | COMPLETION
TAS REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
F 308 Continued From page 6 309 Monitoring; eord
11/18/16 at 1:45 PM revealed the resident had DRt e e
been coughing for two weeks. The family o1 residerts en f
mamber stated they had been told by the report 2s having a change of "
resident's nurse the regldent did not have a fever, ey
oxygen saluration levels wera good, and the timely gssess.ment, documentation,
resident was getting better. The family member and qquﬁcanon of change of
further staled she would definitely want her condition has occurred. Continued
retative to recelve irealment ¥ It was nesded. follow up and review of Residents
@, During interview on 11/18/15 at 1:40 PM with condition ghﬂng “ﬂm_ﬂle
LPN #1 elated she had bean monitoring the resident’s condition has stabilized
reskient's condition, but confirmad there was no Niurse Managors will do quality of
documentation of any assessments. The LPN care rounds three times weekly and
further stated the resident did not have a fever, prn to identify residents who may be
indicating she had taken the resident's experiencing a change of coudition.
temperature on 11/13/18, but did not document . Issues identified will be followed up
The LPEd?;rnﬂf;fnﬁézehk@?ﬂldenwad "otu‘:ee)n on at that time and the trended and
855885 ver g a lemperature i to ensure planis 1
since that date. Additionally, the LPN stated the ;;: ile::sni;c? ?::émzd and P
resident wae unable to follow Inslructions and R ated for iP's effectiveness.  V/25/2016
therefore unable to asslst with an assessment of
lung sounds, The LPN stated the resident's lung :
sounds were too diminished for her fo hear A
without the resident's assistance (as In taking Allegation of compliance: 1/25/2016
deap breaths when Instructed). The LPN was
uneble o say if the resident's lung sounds were
normally diminished bacause the facllity did "not
da reguiar sssessments unless [ihe resjdent was]
symplomatic.”
F 314 } 483.25(c) TREATMENT/SVCS TO F 914
§5=p| PREVENT/HEAL PRESSURE SORES
Based on the comprehensive essessment of a
resident, the faciiity must ensure that a resident
who enters the facility without pressure sores
doss not develop pressure soras unless the
individuarl's clinical condition demonstrates that
they wera unavoidable; and a resident having
pressure sores recaives nacessary treatment and
FORM CMB-2587{02.09} Pravious Varsions Obsolala
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OMB NO. 0838
STATEMENT OF DEFICIENGIES (%3} PROVIDER/SUPPLIERICLIA 12) MULTIPLE CONSTRUCTION (X3} DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILONG COMPLETED
835043 B, WiNG ru1s/2018 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, GTATE, ZIP CODE o
803 S 16TH ST
LARAMIE CARE CENTER LARAMIE, WY 82070 -
A0 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PREGEQED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC DENTIFYING INFORMATION) TAG caos&nssne@ g atgz APPROFRIATE DATE
F 314 | Continued Frem page 7 F 314 y
services to promote healing, prevent infection and
prevent new sores from developing, B34 +
Carrective action for resident affected:
Resideat (#36) will continue to receive the care and
This REQUIREMENT is not met as evidenced Services necessary to prevent the development of pressure
by: Woud 10 has hial eroity e e B
Basad on observation, medicaf record review i
and staff In , the facilly felled to ansure @ mg}:t:d the initial wound cvalvation for the resident on 5 e
rasidant with a preseure sore received treatment 1/25/2016
Snd Rarvices to pl:omote hssiing for 1 of 2 sample E:;gg‘c;n:;:.h ressute Ulcers are at risk. Prior to the
residents (¥36) with pressure eores. The findings allegation of compliance the DON/Designee reviened
weng; resident records for those residents with prassure ulcers to
ensure the wound was assessed and the initial wound
Observation of resident #36 on 1114715 cvaluation was completed, There were no other issues
beginning at 2:50 PM showed the resident was identified,
seated In a wheelchalr. CNA #1 and CNA 23
transferred the resident from wheelchair to bed
with @ mechanical ift, and performed
incontinence care. Observatlon of the resident's
bultocks at this time showed evidence of resofved
pressuce sores, and an opan, bleeding area
approximetely 2 cm by 2 cmin slze in the area of
the leftishial tubsrosity. interview with GNA #1
during the absarvation revealed the resident was
prone to pressure ulcers, so "We keap ratating
[him/her) evary two hours.” CNA#3 stated he
would inform the nurse of the resident's wound.
The conceins were identifled:
8. Review of the resident's medical record on
11118/15 at 10:44 AM showad no evidence the
resident's wound had been assessad or treatad.
b. Obsejvation of the resident on 14/18/15
beginning at 8:43 AM showed the resident was
sealed in a wheelchalr in hisMhear room. At 9:55
AM, CNA#4 and LPN #1 entered the resident's
rcom with 8 mechanical lift and asked the
resident if s/he would like to le down. The
resident refused at that time.
¢. Intarview with CNA #4 on 11/18/15 at 9:59
FORM CM5-2687(02.99) Pravicus Vorsions Obsclete Event ID:6ANK11 Fac:iy 10: Wyo008 If continustion sheet Page B of 16
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the shower, The CNA did not know why the
edhesive dressing was applied.

d. Ouring interview with LPN #1 on 11/18/15
2t 8:59 AM, the LPN stated the resident “just gets
Skin-Prep [a liquid film-forming dressing that
forms a protestive film when applied to intact
skin}® and did not get any other dreesing on the
butiock, due to his/her wound being healed. The
LPN further stated ghe had not applied the
Skin-Prep yet that day, end ehe would do it when
the resident was lald down.

o, Continued obseyvation on 11/18/18
shawed the residenl was not approached again
about lying down until 1:27 PM, The resident was
transferred from wheelchair o bed wilh the use of
a mechanical lift. Incontinence care was
performed and the rasident continued to have an
apen wound in the ares of the left ihial
tuberosity. The wound bed was besfy red in color,
and no dressing was present.

f. Interview with CNA#4 during the
observation revealad the resident had been
assisted out of bed for a shower between 6:30
AMand 7 AM that day, and had bean up In the
wheslichalr since that time. The CNA further
revaaled she was not aware the resident had an
open wound, and would have encouraged the
resident to lay down if she had known.

g. Review of the resident's care plan for skin
Integrily, iast reviewed on 11/17/15, showed
approaches that included "Locate the source of
pressure and remove it' and "Offer repositioning
approx. (approximately] q fevery) 2-3 hours if
resident will allow."

h. Interview with LPN #1 on 11/18/15 &t 1:40

PM reveeled the nuree on duty when a wound is

iy STy

P oy T

A
i

FORM APPROVED
ICARE X
STATEMENT OF OEFICIENGIES X1) PROVIDER/SUPPLIERICLIA 012 MULTIPLE CONSTRUCTION
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: AC BULDING
§35043 B. WNG
NAME OF FROVIDER OR SUPPLIER - | STREETADDREBS, CITY, STATE, ZIP GODE
4 | soss1aTHSET
LARAMIE CARE CENTER 3§ LARAMIE, WY 82070
DAY D SUMMARY STATEMENT OF DEFICIENCIES 30 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL {EACH CORRECTIVE ACTION BHOULD BE COMPLETIDN
TAG REGULATORY OR LEC IDENTIFVING INFORMATION) rgu CROSS-REFERENCED TO THE APPROPRIATE UATE
LR DEFICIENCY)
F 314 | Continued From pags 8 F314
AM revealed the resident had been showered that :
marning, and an adheslive drassing was prasent i
on the resident'a lower left buttock at tha time of [$ystemic Coanges———

' Beginning 12/14/2013, and continuing up unkil the
allegation of compliance the SDC/Designee In serviced
niursing staff on ensuring that newly identificd open areas
are assessed and the initial wound evaluation i complcted
according to policy and procedure; Licensed nurses will
be in serviced on communicating any newly identified
skin issues to the [DT via the 24 hour report, Residents
with pressure ulcers will be reviewed daily and the wound
progiess will be evajuated weekly with corresponding
documentation. The DON/Designees will complete
ceviaws of the resident’s Treatment Records 3 times
weekly and pra for completion of the inittal wound
Telephone orders will be reviewed in the moming
meeting (stand-up) 10 review new orders and follow up as
needed. Director of Nursing and/or designee will
facilitate.

Manitoring performance to Ensure Compliance is
sustained:

The DON/Designee will conduct record teviews 3 times
weekly for 1 month, then weekly for thece months then
pim ongoing to ensure restdents who develop wounds are
assessed/evaluated and the injtial wound evaluetion
completed per protocol. Results will be seviewed monthty
by the QA& A committee to ensure plan is implemented,
sustained, and evaluated for jts effectiveness.
Recommendations will be addressed as needed to ensure
continued complispce. . L=l
Date of compliance 1/25/2016 1/25/2016

FORM CMB3-2587(12-60) Previous Vislons Odsolale

Evenl ID;8RNK1Y
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H continuaticn sheet Page B of 18



- DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/04/2045
FORM AFPROVED

g

Parenteral and enleral fiuids;

Colostomy, uraterostomy, or ileastomy care;
Tracheostomy care;

Tracheal sucticning;

Respiratory care;

Foot care; and

Prostheses,

"l:'his REQUIREMENT [s not met as evidenced

Y

Based on observation, slaff Interview, and
medical record raview, the facility failed to provide
oxygen therapy as nseded for 1 of B sample
residants who used supplemantal oxygen (#57).
The findings wars;

Review of the November physician order
recapitulation showed resident #57 had orders for
"02 @ 3L/M via NC [oxygen &t 3 liters per minute
via nasal cannula) for hypoxia [oxygen

PROVIDER/SUPPUERIGLIA (X2) MULTIPLE CONSTRUCTION
¥
. 535043 8. Wio 5
NAME OF PROVIDER OR SUPPLIER & | STREETADDRESS, CiTY, STATE, IF CODE
:| seas1eTHST
LARAMIE CARE CENTER LARAMIE, WY 82070
) 10 SUMMARY STATEMENT OF DEFICIENCIES ] : PROVIDER'S PLAN OF CORRECTION
PREAX BE ED BY FULL ' m%m (EACH CORRECTIVE AGTION SHOULD BE comdnon
TAG éﬁéﬁ"&%ﬂ’?‘%‘%&“ﬁf&mmam . ™ mmmmsomgﬂmmwm& OXTE
F 314 | Continued From page 9 F 314 plivlan —— e e
discovarad is supposed {o complete an Initial i . .
wound agsessment, notify the physician and get ?&Zﬁ:ﬁ&"é‘:ﬁf‘;ﬁ;ﬁi‘ﬂ’mﬁ;‘ﬁ&m o
treatment orders for the wound, notify the wound by the provider of the truth of the fapts alleged o
nurse, and notity the resident's family. The LPN conclusions set forth In the statement of deficiencies. The
confirmed she had been the nurse on duty undl 8 plan of comrection is prepared and/or executed solely .
PMon 11117115, and CNA #3 had told her about because the provisians of fedcral and state low require it
the resident's wound, but she had not completed For the purposes of any aliegation thatthe facility is not
J . in substantial compliance with federal requirements of
the assessment, any of the natifications, or gotten participation, this response and plan of correction
physician orders for ireatment because she had constitutes the facility's aliegation of compliance in
forgoiten, ; mecordance with section 7305 of the state opesations
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 320 mansal D ) C
88=p | NEEDS
Corrective setion: \[ JS / {
The facility must ensure that residenis recelve Resident #57 receives oxygen per physicians order as he
proper treaiment and care for the following - will allow. Staff were re-educsied to ensure 02 tank are
special services: 5 not empty by the DON/Designee on 11/19/2015, Q o
Injections; @ regarding the importance of ensute the portable 02

, concentrators have 02 in them.

Identification:
: Residents requiring O2 are o risk,

Systemie;

Nursing staff will ensure portable 02 conceatrators have
an adequate amount of axygen in the first thing in the
moming, before and after each meal and pm. On or before
the date of compliance the SDC/Desipnee will in-service
RN's, LPN's and C,N.A'S on Oxygen Delivery,
specifically ensuring that residents who use oxygen have
oxygea in place per the physicians order and the portable
02 concentrators ace .not empty, specifically the
expectation that the 02 tank is checked upon arising,
before and after meals and pm.

Monitoring:

The nurse management staff will do quality of care
rounds 3 times weekly and pm 10 ensure those regidents
who wear oxygen have it in place per the physicians ordec
and the tanks have 02 in them jssues identified will be
cozrected immediately and trended to be reviewed in
QAS&A to ensuce plan i3 implemented, sustained and
evaluated for it’s effectivencys,

FORM CME-2567(02.99) Previous Viersions Obaclets Evgnt 10; BANKT?
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Faciity ID: WyDooe



- DEPARTMENT OF HEALTHAND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1) PROVIDER/BUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

0

PRINTED: 12/04/2015
FORM APPROVED
OMB NO. 05

535043

(X2) MULTIPLE CONSTRUCTION
A BURLDING

(X3) DATE SURVEY
COMPLETED

8. WiNG

1111912016

NAME OF PROVIDER OR SUPPLIER
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503 8 18TH 8T
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STREET ADDRESS, CITY, STATE, ZIP CODE

[
{¥4) I
TAG

SUMMARY STATEMENT OF DEMCIENGES
(EACH DEFICIENGY MUSY BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

) PROVIDER'G P
{EACH

LAN OF CORRECTION cmﬂ‘m
CORRECTIVE ACTION SHOULD BE
TAG CROSMEEEEGED TO THE APPROPRIATE oATE

cY)

F 328

F 382
B8=E

Continued From page 10
deficlency]."

Observation on 11/17/15 at 5:33 PM showed the
resident was sitting in the dining room with a
portable oxygen tank on the back of the
whesichalir. The liter flow on the tank was set at 1
liter per minute. Interview with RN #1 gt that time
canfirmed the tank was set to flow at 1 liter per
minute, and verified the resident was supposed to
ba receiving 3 Iiters per minute. Additionally, the
RN revealed the resident's oxygen tank was
empty. The RN measurad the resident's oxygen
saturation level et 5:37 PM with a pulsa oximeter,
which showad the resident's oxygen saturation
level was low at §5%. The RN provided a full tank
of oxygen. Subsaquent Interview with RN #1, at
5:48 PM, revealed the resident’s oxygen
saturation level increased to 95% once the
oxygen was replaced and the liter fiow adjusted,

Interview on 1118/15 at 9:55 AM with the DON
ravealed her expectation was for portable oxygen
tanks {0 be chacked before and afier meals, snd
as needed to ensure they contained oxygen and
waere 2t the appropriate setiing.

483.36(b) SUFFICIENT DIETARY SUPPORT
PERSONNEL

The facility must employ sufficlent support
persennel competent to carry out the functions of
the dietary service.

Ihls REQUIREMENT s not mst as avidenced
Y
Based on observatian, review of posted meal

times, and resident and staff interview, the faciftty

F 328

F 382

FORM CMB-2587(02-50) Previous Versions Obsoless Evont 10:6RNK11

Feciliy ID: WY0000
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. Intesview with the dietary manager on
11/18116 at 11:30 AM verified she was new to her
position and was algo fraining a new cook and a
hew dietary alde. She steted there was a position
open for a part time dishwasher/alde, The dietary
manager statad the lateness of the meal service

was due (0 leaming the process and flow of the
megl service,

L. 4
Fi66 T
This Plan of Correction is submitted as
required under State and Federal law. The -
submission of the Plan of Corrections does not
constitute an admission on the part of the
: facility that the findings cited are accurate,
% _ that the findings constitute a deficiency, or
1 that the scope and sevarity determinations are

LIERICLIA (%23 BULTIPLE CONSTRUCTION {X%3) DATE SURVEY
IDENTIFICATION NUMBER: : PLETED
535043 _ 1/18/2016
| NAME OF PROVIDER OR SUPPLIER | STREET ADURESS, CITY, STAYE, 21 CODE
5038 18TH 8T
LARAMIE CARE CENVER LARAMIE, WY 82070
o SUMMARY STATEMENT OF DEFICIENGIES PROVIDER'S PLAN OF CORRECTION 5)
PREFI DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
me r{%ummmm LSC IDENTIFVING INFORMATION} cmssamagg;egrommws DATR
F 382 | Continued From page 11 g?sz Plan of Cotreetion is submiied us required under
falled to ensure meals were served at the State end Federal law. The submission of the Plan of
scheduled time for 3 of 4 meais ahserved, The C‘ggec;iot_;g ;c:;: 'n:it:g:;?g ;nmdad:leis::g: r:?eﬂ:;alme
M e facilil "
findings were: ?iudings comstitute a deficiency, mt'- that the s¢ope and
ity d inations are corves!
Review of the posted dining room hours shewed T CORRECTIVE ACTION, _ .
b;%ag:st wa:s ;?,r&ed T:t 8 ANtli. Lunlch ::‘ ;i:de mi:dem will ?: served meals during scheduled
a nera , 1NQ posiing also & posted serving times.
doors were opened 15 minutes prior to each meal 2 rDENTIFICATI:QNl;( e this pract
service, The foliowing concems were identifisd: . e o i
a. On 11/16/15 the lunch meal service In the The Dietary staff was educated by the DM/Designes on or
dining room began at 12:35 PM. % prior to the allegation of compliance on the importance
b. On 11M7H5 at 8:22 AM the first breakfast € | serving meals st the posted sesving times. éh. mamrs
meal was served In the dining room. T |hasteen provided o SRt el SIS ey senng
¢. On 11/17/15 the first dinner meal sarved in e prep e v ook o ofvach med 1
the dining room was at 5:15 PM. imely sevi
d. During the resident councll group inberview | | & MONITGRING: The Dietay Director will conduct
on 1111715 at 3 PM, one resldent raporied meals reviews #m:‘;:g ﬂx:;wioe 25:; It'::l t;wn?ﬁ J ::;k to
ensure thet the mea) was ¢ i -
f:mg:smddm :lta ﬁ'laalllrdh:vdesr?l!l ?lthgmemer QI'C:-rI‘I:- these reviews will be prlr:.ienft:d to the Dﬁ!:i!;tz‘l;zﬂ“ﬁ
Ancther resident added, *On average at least 2 e i oty il L et
meals & day run late. implemented st thatlime.
e. Interview on 11/17/15 at 5:02 AM with 5. This plm: 2f correction will be in place no Jator
i than January 25, 20
ot aas! 30 mines pust he semaeeame? || S~ e ]
The residant added sihe usually went to the 1/25/2016
gﬁng room Jate to minimize the time s/he waited
{he meal,

F 366 | 483.35(d)(4) SUBSTITUTES OF SIMILAR 366 correct.
88=p | NUTRITIVE VALUE 3
%
FORM GMS-256702-85) Pravious Vertions Obsolele Evant ID:BRNK11 * Foclity 1: WY0008 if contiaugiion sheet Page 12 of 18
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Each residant recelves and the facility provides
substilutes offared of simiiar nutritive vatue to
residents who rafuse food served.

;hls REQUIREMENT s not met as evidanced

y:

| Based on observation, review of menus and dist
orders, and staff intesview, the facility failed to
provide an altemative meal chalce for 29
residents (#4, #5, #7, #8, #9, #14, 16, #17, #22,
#24, #30, 834, #35, #40, #42, #43, #45, #47, #50,
#57, #60, #63, #66, #60, ¥71, #75, #78, #76, #31)
with arders for modified diet textures. The
findings were;

Observation during the noon meal service on
11/18/6 at 11:50 AM showed the main meal
option consisted of baked fish, potatoes, bread,
and broccoll. The food was prepared in the
regular and modified textures of pureed and
machanical soft. The alternative mesal consisted
of cubed steak, potatoes and gravy, and green
beans and was not provided in a modified texture,
Review of the menu showed both of these meal
oplions should be avallable for the mechanical
soft and the pureed diets. The following concemns
waore [dentified;

a. At 12:35 PM the dist card for resident #47
showed the resident had requested the
altemative mesl option. The dietary manager
mentioned the resident would have to be served
the main option because the diet order was for
mechanical soft texture and that texiure was not
availgble for the meal option the resident
requestad. The resident was eerved the fish.

b. Review of the dally posted lunch and
dinner menu celections showed there were 7
options. These Included the main and attemate

535043 B. WG
NAME OF PROVIDER OR BUPPLIER g STREEY ADDRESS, CITY, STATE, 21P CODE
%! 503816THST
LARAMIE CARE GENTER 1] Larame, wy a2om0
X D SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF GORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL P (EACH CORRECTIVE ACYTION SHOULD BE com|
TAG REBULATORY OR L3C IDENTIFYING INFORMAYION) ] CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 388 | Continued From page 12 Fass_____..———— " i

1. CORRECITVE ACTION; :
Gnts (#4, 45, #7, #8, #8, #14, #i6, 7, %22,
#24, #30, #34, #35, #40, £42, #43, 745, 147, #80,
#57, #B0, #63, ¥68, #89, ¥71, #76, #70, #78, #81)
Mecbanically altered textures including
purg:fd can have the main meal or the alternate
meal ... . _ __ __

2. IDENTIFICATION;
All residents are at risk for this practice. |

3. SYSTEMIC CHANGES:

The Dietary staff was educated by the
DM/Designee on or prior to the allegation of
compliance on the importance of ensuring that
food is appropriate to the resident according to

his/her needs and every resident is offered the — -~ =~
1/25/2016

opportunity to receive substitutes when
refusing foods on the original menu regardless
of diet texture. A sign in sheet will be kept
and reconciled with active dietary staff and
these unable to attend

4. MONITORING the Dietary Director will
conduct reviews during the service of at least
five mezls a week to ensure that the
substitutes are being offered, The results of
these reviews will be presented to the facility
monthly QA&A roeeting for review fora |

that time,

5. This plan of correction will be in
| place no later than January 25, 2015

i

FORM CM8-2887(02.60) Provious Verskns Obsolats

Even ID:6RNKI
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SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (8
3;5‘;';'& {EACH DEPICIENCY MUST BE PRECEDED BY FULL PRERIX (EACH CORRECTIVE ASTION SHOULD BE COMPLETION

TAG REGULATORY OR LEC IENTIEYING INFORMATION) wa CROSS-REFERENCED Eg%emmﬁ QATE

F 365 Continued From page 13 F 386

daily hot options, as weil as chef salad, cottage
cheese and fruit, grilled cheese sandwich, baked
potato, and soup of the day. The posting alsa
includad the following statement "The #2 {menu
option] is not altermd at all. No other options are
puraed, and only the #1 {menu option] Is made
Mech [machanical] soft,”

c. Additional interview with the dietary
manager on 111815 at 4:50 PM revealed
oplicns ware not provided in the modiffed textures
due to staff constralnts and lack of avallable room
on the steamtable. She verified the residsnts who
wera capable of making cholces between the
menu items should be able to have their
preference,

¢, Review of resident diel order Information
provided on 11/110/15 showad 14 reaidents (4,
#8, #8, #16, #17, #22, #24, #40, #57, #60, #63,
#71, #76, #81) had orders for pureed texture
diets, 1 resident (#35) had orders for pureed
meat and the remaining tems mechanical, and
14 residents (#5, #7, #14, #30, #34, #42, #43,
#45, #47, 450, #56, ¥69, #75, #78) had orders for
mechanical soft taxture diets.

F 371 483.35()) FOOD PROCURE, Fan
§S=F | STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered satisfactary by Federal, State or local
authotities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

FORM CM3.2667(02.99) Pravious Varaions Obsoiete Evant (0:0ANK 1 Facsity ID; WY0008 If continuation shest Page 14 of 18
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pe ROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION
mumencrurences [0 pommmILTY |
535043 ., “ﬁl?- 1111912015
NAME OF PROVIDER OR SUPPUIER =] STREETADORESS, CITY, STATE, ZIP CODE
2] SO03S1ATHSY
LARAMIE CARE CENTER 3 LARAMIE, WY 82070
(%4} 10 BUMMARY ETATEMENT OF DEFICIENCIES ib Pnugm megun&flu cour o
P?E’e‘x r&mmﬂ %ﬁ%ﬁ&%@mﬂ Fuo"l'd') P%“ cu&?nerenzucm TO ct;l}smaopawre PATE
F 371] Continued From page 14 F3r  Fan . T
This REQUIREMENT Is nol met as evidenced Preparation and execution of this response and
by: ] e m ot‘i correction does not constitute an
Based on abservation, and staff interview ission or agreement by the provider of the
facility failed to ensura food was prepared and truth of the facts alleged or conclusions set
served lag:er sanRﬂTr'y‘ :aﬁ:g:ﬁonﬁgrl of 1 food forth in the statement of deficiencies. The plan
preparation areas. ngs i of correction is prepared and/or executed
. solely because the provisions of federal and

1. Observation of the 11/18/15 noon meal § state law require jt. For the purposes of any
preparation and service showed the following allegation that the facility is not in substantial
-y 1“1’”23“&"&'3?#‘"19 was preparing bolled i e G b S
polatoss and was not wearing any gloves at that participation, thi_s response m-ld p.lm of
fime. The caok handied tha walk-in refrigerator S, Conetitutes the facility's allegation
door fo get a cube of butter, Without performing 33 ;gm?]t{f"ce in accardance with section
any hand hygiene, the cook praceeded with his ofthe state operations menual.
bare hands to handie the butter by unwrapping it .
and adding it to the potatoes.

b. At 11:47 AM distary aide #1 handled the |
door to the walk-In refrigerator to get Ingredients | : TR ————
to make sandwiches, The alde was not wearing I. CORRECTIVE ACTION
gloves when she opened the door, and without " No residents were named. The areas
prfomggg \:in% hanmhne donned gloves and of the floor gientiﬁe;l e;;:aduaxtg di;ty
proces san makKing. were cleaned on or e 0

&. Interview on 11/18/15 al 4:50 PM with the compliance. All areas menticned in
dietary manager, administrator and the consultant the 2567 were cleaned on or before
régistered dietitian revealed the manager had the date of compliance. Employses
noticed some concerns, and additional hand were reeducated to wash hands prior
R Aocording 1o Food Code 2013, U.S. Pub s Sl A et

y .. - before date of liance.
Health Service, 2-301.1¢ When to Wash: FOOD (6 DTS el ot Compeacs
EMPLOYEES shall clean thelr hands snd
exposed portions of their arms... *(E) After
handiing goiled EQUIPMENT or UTENSILS...(H)
Before donning glovea for working with FOOD;
and {I) After engaging in other aclivities that
contaminate the hands.”
2, Qbservation on 11/16/15 at 11 AM showed the
stand mixer was stored; however, it was solled
FORM GMB-2967(02-09) Pravious Venslons Obaoleis Event 1D:6RNK1 Facliity ID; VY0008 If continuation sheet Psga 15of 18
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CENTERSF ICES — .
' DEFICIEN DER/SUPPLIERICLIA {X2) MOLTIP ucTIo!
ﬁﬁm"’msm&“ bt .E'éﬂ‘#'mm NUMBER: A BUk COMPLETED
6535043 8. Wik 14/19/2018
NAME OF PROVIDER OR SUPRLIER STREET ADDRESS, CITY, STATE, 21 CODE
1| soas1sTHST
LARAMIE CARE CENTER i\ LARAMIE, WY e2070
X4 1D SUMMARY BTATEMENT OF DEFICIENCIES g mgg-!s PLAN o o:ﬁaqem“ iy
F?fem é%%‘é?ﬁﬁ'é‘.‘éé&%ﬁm mﬁ?n’ofaﬁo"ﬁ; TAG cénas-nsmeangs&'r&r%nwmmm ONTE
F 371 | Continusd From page 15 ' pay1| 2. IDENTIFICATION -
with splatters of dried food. The wheels of the ! Resldﬂsi that reside at the facility .
carts which held the juice dlspsns::rédﬂvecuorék are at nsk.
oven and the stand mixer wore th a thi
buitd-up of delris. The outside of the walk-in 3. SYSTEMIC CHANGES

refrigerator and the 3 rolling bins which conteined
flour, oatmeal and breadcrumbs ware visibly
soilad with grime and debris. Observation on
11118/16 st 12:06 PM showed these items
ramained unclean. In addition, the following items
woere identified:

a. The bases of two blendass on the center
food production teble were notad to be solled with
dried food in the crevices and around the
operation switches. The blenders were not in use
at the time.

b. The floor under the service window and
around the kitchen edges was not clean, there
was bulid-up of food and debris. There was a
cooked egg and part of an English rouffin
remaining on the floor near the serving line from
eartier In the day. '

¢. Interview with the dietary manager,
administrator and the consultant registered
dietitian on 11/1815 at 4:50 PM revealsd thera
were cleaning lists avallable; however the tasks
were not always baing done.

According to Food Code 2013, .S, Public Health
Service: 4-601.11 "(A) Equipment food-contact
surfaces and utensiis shall be clean to sight and
touch...(C) Nonfood-contact surfaces of
equipment shall be kept free of an accumutation
of dust, dirt, food residue, and other debris.”

3. Obsgervation on 11/18/15 at 11:45 AM showed
the epecialized utansils used for residents with

adaptive eating needs were in poor condition.
Seven of these utensils were neted io have

materiat on the handles that was flaking, marred,

On or before the date of compliance
the Food Service Manager/ Designes
will in-service dietary staff on food
safety and sanitation program
specifically on proper hand washing
and glove ine, SR,

_and overal_l_ qleanliness g_f_' the kitchen.

4, The Dietitian/Designee will complete
weekly sanitation rounds times 4 and
then monthly and as needed to
identify concerns regarding
sanitation and until substantial
compliance has been met. These
issues will also be tracked, trended
and the dietary manager will present
the results in a report by the
FSD/Designee to QA&A monthly for
3 months then as needed for review
and suggestions as needed 10 ensure
plan is implemonted, sustained and
evaluated for its effectiveness.

5. DATE OF COMPLIANCE: January
2512016
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gouged, and crackad. The following concems
were identified:
a. At 11:47 AM dietary aide #2 used 2 of the
ﬁnsils dlt't,l uet-;'p rasident #30's room tray, Due lo “é "eh -
condition, these uiansiis were unable to be .
! Preparation and of thi d plan of
effsctively cleaned and saniizeq. corteion tocs not cansitae an adeision or greement
b. Interview with the distary manager, by the provider of the truth of the facts alleged or
administrator and the consultant registered conclusions set forth in the statement of deficiencies, The
dielitan on 11/18115 at 4:50 PM revesled new B O oron s prepersd milas seiod saWly.
n ¥ an
adaptive “t’“"; ware needed. At that time the ctate v, for the purpuse of ey allcgation tht the cilty
manager.veriﬁe 4 reeldents (#14, #30, #41, #42) i3 not in substantial compliance with federal requirements
in the facility used these types of utansils. of participation. This response and plan of cotrection
¢. According to Food Code 2013, U.S. Public constitutes the facility allegation of compliance in
Health Service: 4-201.11 “EQUIPMENT and accordance with 42 C.F.R & 488.18 and section 7317a of
UTENSILS shall be designed and constructed to Lt L TR
be durable and to relain their characteristic 1) Correstion:
qualities under normal use conditions.? The bottle of liquid Ativan found in the médication cart
F 431 | 483.60(b), {d). (e) DRUG RECORDS, F 431 not under double lock was immediately refrigerated and
§S=D | LABEL/STORE DRUGS & BIOLOGICALS locked up.
The facility must employ or obtain the services of iy i
all pharmecist who establishes a system Sﬁa‘:::d::?umg' :fn?utch: e
of records of recsipt and disposition of all
controlied drugs in sufficlent detall to enable an J) Systematic changes:
accurate reconciliation; and determines that drug Eeginning 12/4/2013 and coatinuing ap untilthe
records are in order and that an accountof all - Rarwion of somplience e piCealEncs in servieed
c:ontrl:!l:;io:tll drugs Is maintalned and periudically must be apprupriately sw?;d dated and Iabei:t‘ie o
raconclied, appropriately. Specifically liquid Ad b
mfg'%?eﬁn alocked refigeraor In  locked.
Drugs and blologicals used In the facility must be i eation TOORL AR aendance shicet will be kept and
then reconciled with the list of active licensed nursi
l'behd.m sccordance with currently mplad staff and those unable to atwend will re:::ve l:rtru;?n'iltg:
professional principles, and Include the 8
iniradions, snd e Sxpraton dete wh DON o deig
. e ax ale whan DON or designee will do w dicati d
applicable. . cast revicws to monitor gor :ngm:empl?:ucﬂsﬁs
e Do e, ——
In accordance With State and Federal laws, the 15110 QARA neuthls T s e =
facllity must store all drugs and biologicals in plp e p.m'?a'inpn’é.m'iimm‘é";ﬁ’“" " 1/25/2016
cvalusted for its effectiveness. N
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locked compartments under proper temperature
controls, and permit only authorized personnel to
have accass \o the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule U of the
Comprehensive Drup Abuse Prevention and
Contro) Act of 1876 and other drugs subject to
abuse, except when the facility usas single unit
package drug distribution systems in which the

quanilty stored Is minimal and a missing dose can

be readily detected.

This REQUIREMENT (8 not met as svidanced

by:

Based on observalion and staff Interview, the
facllity failed to siora medications under required
refrigeration for 1 of 3 medication carts. The
findings were:

Observation of the station 3 medication cart on
1118116 at 10:35 AM showed a bolile of
lorazepam ntensat (an anti-enxiely medication
and also a controfled medication) was slored in
the locked drawer in the medication ¢art, The
bottle was clearly marked with the requirement o
keep the botile stored under refrigeration.

Intervigw with LPN #2 at the time of the
observallon ¢onfirmed the bottle of medication

was supposed to be stored in the refrigerator, and

further revealed station 3 did not have a sacure

refrigerator in which to store conlrolled
substances.
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